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PAN AMERICAN SANITARY BUREAU
VALUES, VISION, and MISSION

The Pan American Sanitary Bureau (PASB), the oldest international health agency in the world, is
the Secretariat of the Pan American Health Organization (PAHO). The Bureau is committed to pro-
viding technical support and leadership to PAHO Member States as they pursue their goal of Health
for All and the values therein. Toward that end, the following values, vision, and mission guide the
Bureau's work.

VALUES
Equity
Striving for fairness and justice by eliminating differences that are unnecessary and avoidable.

Excellence
Achieving the highest quality in what we do.

Solidarity
Promoting shared interests and responsibilities and enabling collective efforts to achieve common
goals.

Respect
Embracing the dignity and diversity of individuals, groups, and countries.

Integrity
Assuring transparent, ethical, and accountable performance.

VISION

The Pan American Sanitary Bureau will be the major catalyst for ensuring that all the peoples of the
Americas enjoy optimal health and contribute to the well being of their families and communities.

MISSION

To lead strategic collaborative efforts among member countries and other partners to promote
equity in health, to combat disease, and to improve the quality of, and lengthen, the lives of the
peoples of the Americas.
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PREFACE

On this centennial year of the Pan American Health Organization (PAHO), | am pleased to
present the quadrennial publication Health in the Americas, 2002 edition. With this publica-
tion, PAHO continues to respond to Member States’ mandate to analyze and disseminate in-
formation on health situation and trends in the Region of the Americas. This publication
presents, in two volumes, a Regional analysis and an analysis for each of the 47 countries and
territories of the health situation and trends in the Americas from 1997 to 2000.

An important feature of this publication is its documentation of the effects of socio-
economic inequalities on the populations’ health, particularly the relationship between in-
come distribution and health status, viewed when countries are analyzed in groups. This
relationship has an extremely important implication—it is possible to make significant
improvements in health not only by promoting economic growth, but also by reducing in-
come gaps within a country.

In broad terms, the Region’s health situation can be viewed as a reflection of the dual im-
pact of the demographic changes and shifts in epidemiological profiles. It also mirrors the ef-
fectiveness of health policies and the performance of the health systems. Some health prob-
lems still remain unresolved and new ones have emerged. Moreover, health problems are
unequally distributed across the population and have differential effects on various groups.
The health gains that have accumulated at the beginning of the 21st century are, in great
measure, a tribute to the capacity of the countries to pursue the goal of “Health for All
by the Year 2000,” recognizing that it remains valid in the Region of the Americas even today.

This publication offers an updated assessment of overall health conditions in the
Americas and, as such, contributes to a better understanding of its determinants. | encour-
age national health authorities, policy makers, scholars, researchers, health workers, and any-
one committed to the advancement of public health in the Americas to take advantage of this
valuable resource.

George A. 0. Alleyne
Director
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INTRODUCTION

Health in the Americas is the Pan American Health Organization’s flagship publication ana-
lyzing the health situation and trends in the Region of the Americas. This edition is the lat-
estin along series of such reports that the Organization has published since 1954. The book's
contents, format, and slant have evolved over time in order to adapt to changing demands
from Member States, to reflect new developments in epidemiologic thinking and practice,
and to respond to new challenges in PAHO’s technical cooperation. Through its history, this
publication has grown from an almost purely statistical report to an in-depth, comprehen-
sive, public health assessment of the Region’s health status and its determinants.

In this 2002 edition, the analysis of Health in the Americas is oriented toward docu-
menting inequalities in health. In order to best show the analysis at both the Regional and
country levels, this edition, as were previous ones, is presented in two volumes. Volume I's
eight chapters bring together the contributions of several of PAHQO's technical units to pre-
sent a Regional perspective on the current health situation. This volume includes analyses of
the status and trends of several important health and health-related indicators and determi-
nants, ranging from mortality and changes in life expectancy to the impact that income-level
and income-distribution inequalities have on the population’s health. Viewed in the context
of globalization, health sector reform, and other macro-political processes, Volume | de-
scribes the current status and trends in health promotion, environmental health, disease pre-
vention and control, availability of health resources and technology, and external cooperation
in health.

Chapter | presents a conjunctural analysis of the current political and socioeconomic
context in the Americas, emphasizing democratization, decentralization, globalization, pri-
vatization, urbanization, and other major macro-determinants of health. It also presents a
demographic analysis that focuses on changes in natality and fertility, as well as their transi-
tion; aging; migration; and urbanization processes. In addition to showing updated mortal-
ity rates for major causes of death, by sex and age, the mortality analysis in this chapter doc-
uments the contribution of 32 causes of death to changes in life expectancy observed in the
Americas between the beginning of the 1980s and the end of the 1990s. The chapter ends
with an analysis of inequalities in health that considers the population’s income level and in-
come distribution.

Chapter Il analyzes major macro-political, social, economic, and financial determinants
of health, emphasizing those processes that can potentially affect health status and the or-
ganization, effectiveness, and accessibility of health systems. The chapter also examines the
effects of globalization, international trade, and economic policy and growth on poverty, as
well as issues of gender and ethnicity as health determinants.

Chapter 111 looks at trends and main features of health sector reforms in the Region,
stressing the importance of essential public health functions and including an analysis of
policies, resources, and offer/access of health services according to public, private, and social
security participation. It also describes the stages of decentralization of health services and
essential public health functions; the reorganization of health care systems and public health
services; health sector financing, including national health accounts; health legislation and
regulation; and the monitoring processes of health sector reforms.

XIX
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Chapter 1V deals with how individuals and populations organize themselves to respond
to health needs by promoting health activities both within and outside the health sector. It
examines healthy communities and healthy individuals; food and nutrition; prevention and
control of tobacco, alcohol, and other drug use; reproductive health; indigenous populations;
the elderly; the disabled and handicapped; violence prevention and control; oral health; and
mental health.

Chapter V shows how environmental forces change living conditions and public health.
It highlights environmental policies and the regulation of water, air, housing, waste, and pol-
lution; it also looks at progress made in water supply and sanitation, control of pesticides and
other pollutants, and the work environment and occupational health services in the Region.

Chapter VI—which deals with disease prevention and control—briefly describes the
current situation and trends of health problems and impairments based on morbidity and
disability, stressing the main interventions carried out to prevent and control them. Analyses
highlight inequalities by geographic areas, age, sex, and socioeconomic categories. The chap-
ter also shows the Region’s current situation in regard to emerging and re-emerging diseases;
tuberculosis and other chronic communicable diseases; AIDS and sexually transmitted in-
fections; vaccine preventable diseases, with emphasis on Regional efforts toward measles
eradication; and acute respiratory infections and diarrheal and other infectious intestinal
diseases in the context of the Integrated Management of Childhood IlIness Initiative. It also
updates the situation analysis of vector-borne and foodborne diseases; zoonoses, including
rabies; Creutzfeldt-Jakob disease; foot-and-mouth disease; as well as cancer and other
chronic degenerative diseases, accidents and other external causes, and disaster prepared-
ness and emergencies.

Chapter VII analyzes health resources and technology, and details how scientific and
technical activities are organized to cope with health problems in the countries. The analysis
includes the situation of human and technological resources, health care facilities, health
services provision, medical technology, drugs, blood and other biological products, and the
scientific production in health in the Americas.

Finally, Chapter V111 reviews the characteristics and trends of external cooperation in
health within the context of changes in subregional initiatives, including the international
commercialization of foods, biological products, means of current transportation and
tourism. It also examines new forms and new agents in cooperation in health, PAHO's re-
sponse to disasters, the volume of resources for international and bilateral technical cooper-
ation in the context of the “Shared Agenda for Health in the Americas.”

Volume 11 presents the most up-to-date health situation analysis for each of the 48
countries and territories of the Americas. This volume is a product of a Regionwide analyti-
cal effort that is conducted using a common framework that includes an analysis of overall
health status, specific health problems, and the response of the health system and services.
Emphasis was given to the use of disaggregated core health data available within each coun-
try, the documentation of inequalities, and the gender approach. Each country’s overall
health status analysis covers recent political, economic, and social trends, as well as the de-
gree of implementation of national development plans and these plans' impact on the popu-
lation's living conditions, health status, and level of equity. It also includes a demographic and
mortality analysis, with emphasis in health inequalities. Country-specific health problems
are analyzed both in terms of standard population groups and in terms of specific diseases
and injuries, taking into account a gender approach. The section that examines the health
system’s response touches on current national health policies and plans; health sector reform
strategies and programs and their relationship to principles of equity, quality, efficiency, fi-
nancial sustainability, and social participation; and the degree to which essential public
health functions have been implemented. It also updates information on the institutional or-
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ganization, health regulations, and functioning of health system and health care services.
Finally, the country’s health situation analysis includes the availability of health supplies,
human resources, health technology, and research, as well as an assessment of sectoral fi-
nancing and expenditure, including technical and financial external cooperation in health.
Additional information to complement the analyses presented here can be accessed in
other PAHO publications and on the Organization’s website. These sources include the Core
Health Data System at regional and national levels, a series of annual brochures, Health
Situation in the Americas: Basic Indicators, and the publications, Health Statistics from the
Americas, the Annual Report of the Director, and the PAHO Epidemiological Bulletin.
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The report makes it possible to form a judgment as to the health conditions in the
Americas, their recent past, and immediate future. As the data are further improved, it
will become possible to formulate programs, allocate resources, and invest funds on a

SOCIOECONOMIC AND HEALTH CONTEXT IN
THE REGION OF THE AMERICAS

As the goal of “health for all” reached its target year in 2000, most of
the Region’s countries had attained several of the goal’s objectives.
For example, the countries in the Americas have been able to reduce
infant mortality to an average of 24.8 per 1,000 for the 1995-2000
period—a decrease of approximately 12 deaths per 1,000 births as
compared to the 1980—1985 period. This average masks important
differences that can be seen within countries, however. Coupled
with other demographic processes (decreasing fertility and popula-
tion growth), the decrease in infant mortality has resulted in an in-
crease in life expectancy at birth to more than 70 years, which was
another goal of “health for all by the year 2000.” Again, this added
life expectancy was not evenly attained in the Region’s countries,
however, and requires a more detailed analysis.

By the end of the period, the Region’s demographic transition
also had intensified, spurred by reductions in the birth rate, over-
all mortality, fertility, and natural population growth. Moreover,
the countries have experienced what has been called epidemio-
logical polarization, whereby the populations’ mortality profile is
affected simultaneously, and in almost equal importance, by both
communicable and noncommunicable diseases. In this way,
chronic degenerative diseases, disability, violence, and lifestyle-
related diseases rise to coexist with emerging and reemerging
communicable diseases, such as diseases that were thought to be
under control (such as malaria, tuberculosis, and dengue) or
those that were unknown or had been confined to limited geo-
graphic areas (such as hantavirus, leptospirosis, West Nile fever,
and bovine spongiform encephalopathy). Alongside these trends,
the Americas has continued to experience migration, urbaniza-

more rational basis. In short, to accelerate progress.

Dr. Abraham Horwitz,
Health Conditions in the Americas, 1961-1964

tion, and the aging of its populations, which generate specific de-
mands from social and health goods and services.

In order to fully understand the complex dynamic of health
conditions and trends in the Region, it is necessary to consider
structural and process factors, such as political, socioeconomic,
and environmental, as well public health systems and their re-
sources, which accompany and define this process.

This chapter uses a different informational and analytical par-
adigm from those used in previous Health in the Americas edi-
tions. As such, it does not merely review national averages, but
also examines the extent of the differences in the indicators and
the distribution of these differences within the population.

Political Factors

Structural changes in the Region's countries, which deepened in
the 1990s, have mainly followed two lines. The first deals with State
reform and modernization in economic and social terms and in
terms of institutional aspects related to political decisions. The sec-
ond is centered on strengthening and improving the democratic
order based on principles of freedom and social participation (1).

The establishment of democratic systems and civil society’s
growing participation in the political arena are considered to be
the most noteworthy political events and trends of the 1980s and
1990s. Other gains include the broadening of human rights ideas
and values; a reliance on the electoral process as the operating
basis of the political system; and the widening of social develop-
ment, gender equality, respect for ethnic and cultural diversity,
and environmental sustainability. The concomitant spread of in-
formation and communication technologies has favored this
trend and furthered social mobilization in connection with these
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views. But a turn towards democratic ideals has not been enough
to reduce the social and economic inequities that threaten stabil-
ity, social integration, and good governance. Strengthening dem-
ocratic principles and practices is an ongoing challenge, particu-
larly in periods of economic uncertainty and situations of
poverty, when holding on to peace and averting violence also are
health-related issues.

State reforms continued to be undertaken at the end of the mil-
lennium. They emphasized efficiency and macroeconomic bal-
ance designed to strengthen institutional capabilities, and
stressed administrative and management aspects. However, the
structural reforms and macroeconomic stabilization processes
that were promoted and put in place in most of the Region’s coun-
tries, with uneven results, could not overcome certain residual
problems related to the debt accumulated in the previous decade,
nor could they cope with the political and social consequences
that accompanied them. The State reform and modernization ex-
perience underscores the need to strengthen the role of govern-
ment and civil society in economic and social development.

State reforms have, in turn, led to changes in the health sector,
including decentralization, a rethinking of the legal and adminis-
trative autonomy of public institutions, cost containment, a re-
formulation of health services organization and financing, and
special efforts to improve services and increase customer satis-
faction. Moreover, as the private sector has increasingly partici-
pated in the economic and social spheres, the design and man-
agement of social services, including health services, have
changed dramatically. For example, the insurance sector has in-
creased in Argentina, Brazil, Chile, Colombia, Uruguay, and, to a
lesser degree, in Mexico and Peru.

Globalization's unique, multidimensional dynamic continues
to exert critical pressure, as it has changed the structure of pro-
duction and has been responsible for easing restrictions on trade
and international financial transactions. Globalization's effects
on the countries’ economic and political relationships produce al-
ternate frameworks, both internationally and regionally. New
rules of the game challenge the States’ ability to govern, as soci-
eties are increasingly influenced by external forces of change and
governments lose some control over events within their coun-
tries’ borders.

Globalization also has helped to homogenize consumption
and lifestyle patterns, which has had important health implica-
tions, such as the spread of disease or vectors (cholera, foot-and-
mouth disease, and dengue fever are good examples), and the in-
troduction of unhealthy behaviors and lifestyles (smoking,
obesity, consumerism, use of illegal drugs, violence). Other con-
sequences affect national, regional, and global cooperative ef-
forts, as well as efforts to disseminate information and useful ex-
periences regarding health and development. Globalization
carries both risks and opportunities, and imposes international
and transnational challenges for the promotion of health, the pre-
vention and control of disease, and quality of life.

Economic and Social Trends

Social and economic development conditions and levels are
basically heterogeneous in the Region, but they significantly
shape the populations’ type and degree of risk to health and well-
being. The economic and social changes the countries experi-
enced in the 1990s were characterized by the governments’ at-
tempts to improve conditioning socioeconomic factors through
efforts designed to maintain internal macroeconomic equilib-
rium. This was done by implementing policies to reduce infla-
tion, increase investment, adjust budgets, regulate financial sys-
tems, and privatize state-owned companies, as recommended by
the international banking community.

The Region’s governments have worked to improve their per-
formance and to achieve greater transparency and accountability.
But governability—that is, a government’s ability to efficiently
and responsibly exercise power or authority in a democratic
manner—was often weakened by the limited ability of public in-
stitutions to confront new and mounting challenges and to for-
mulate and enforce certain public policies. The so-called govern-
ing crisis also has been affected by an increase in corruption;
international organized crime, frequently linked to illegal drug
trafficking; pressures of the international financial sector; and
the public’s growing sense of insecurity and lack of confidence.

It is well known that a people’s health level is determined by that
population’s economic level, which, in turn, is a reflection of the re-
sources available for social investment. While the gross domestic
product (GDP) in most of the Region's countries is higher than their
gross national product (GNP), in practice, the GNP, as a measure of
income, is considered to more appropriately represent the amount
of national resources available for social investment in the country.

Around 1980, the annual median per capita GNP (adjusted
for purchasing power parity, in international dollars) in the
Region was US$ 2,349, with a low of approximately US$ 1,300
and a high of approximately US$ 15,000 (Figure 1). In 1998, the
amounts had increased significantly, with the median value in
the Region reaching US$ 4,614; the lowest income levels were
approximately US$ 1,600, but the maximums doubled, to more
than US$ 25,000 (Figure 2). It should be noted, however, that this
favorable economic trend was not equitably distributed, dispro-
portionately favoring the countries in the upper income tercile
(e.g., those with an average annual per capita income exceeding
US$ 4,893 during 1978-1998) (Figure 3). In contrast, countries
in the lowest income tercile (e.g., with average annual per capita
income under US$ 2,935) saw practically no income increases
during a 20-year period. Consequently, the absolute gap between
the wealthiest and poorest terciles tripled, from US $3,551 in
1978 to US$ 10,361 in 1998. Moreover, in examining the situa-
tion at the subregional level, it can be seen that in the late 1990s
the GNP gap between North America and the other subregions
was between 3 and 12 times higher. Table 1 shows the countries
divided into five groups, or quintiles, according to per capita dis-
tribution of per capita GNP.
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One of the noteworthy developments of the 1990s was eco-
nomic growth, which was especially evident in Latin America
where, according to the Economic Commission for Latin America
and the Caribbean (ECLAC), the average annual rate of GDP
growth was 3.3%, as compared to 1% for the 1980s (2). The
Caribbean also experienced growth, albeit at a slower rate—an
annual average of 2.0% in the 1990s and 0.1% in the 1980s. GNP
growth has not been the same in each country, however, as can be
seen in comparing the median values in the 1980s and 1990s
(Figure 4). It also is notable that most countries experienced less
growth during the 1990s.

Although structural reforms benefitted the countries’ eco-
nomic growth indices, this increase was characterized by volatil-
ity, which contributed to higher levels of unemployment and re-
sulted in greater income disparities. Income distribution patterns
reflect the effects of the countries’ wealth redistribution policies,
as well as their modes of production, the effects of the economic
growth models, the effects of regulatory and fiscal policies, and
cultural and social patterns. In this respect, the Americas in gen-
eral, and Latin America and the Caribbean in particular, are con-
sidered to have the most inequitable income distribution in the
world. To measure the economic inequality among the countries,
the Gini coefficient (0.54)! was calculated, using the Lorenz curve
to take into consideration the full range of distribution of the
countries’ income, not just the extreme values (Figure 5).

Another indicator of economic distribution is the ratio of the
income of the wealthiest 20% to that of the poorest 20%. In the
Region in the 1980s, for example, the median income among the
wealthiest 20% of the population was 12.6 times higher than that
of the poorest 20%. In the 1990s, this gap increased to 14.6, and
by the end of 1999 it was 15.8. From 1989 to 1998, this ratio
ranged from a low of 5.2 in Canada to a high of 30 in Guatemala.
Table 2 shows the Regional distribution by quintile of income
gap, based on the median value of the 20%/20% ratio for
1978-1998. It should be noted that the composition of the in-
come quintiles is not the same as that of “income gap” quintiles.
In other words, the wealthiest countries have not necessarily been
the most equitable in terms of income distribution, nor have the
poorest necessarily been the most inequitable.

Despite the increase in public spending on social programs and
the decrease in the population living in poverty in Latin America
and the Caribbean in the 1990s, poverty levels, determined by the
unequal distribution of income, did not decline (3). It is estimated
that at the beginning of that period, some 41% of the households
in Latin America were living in poverty (approximately 200 mil-
lion people), and this percentage fell to 36% by around 1997. But

'The Gini coefficient is based on the Lorenz curve, which is a cumulative fre-
quency curve that compares the empirical distribution of a variable with the
uniform distribution (of equality). This uniform distribution is represented by
a diagonal line. The greater the distance or area between the Lorenz curve and
that diagonal, the greater the inequality. The coefficient can range in value from
0 (no inequality) to 1 (maximum inequality).

it also is estimated that, in absolute terms, the number of poor
people has climbed to more than 224 million in recent years (2).
The distribution of the population living below the poverty line
around 1997 also varies greatly in the different countries of the
Region, from a low of 5.9% in Canada to nearly 65% in Haiti (4).

One of the factors associated with the countries’ poverty and
income level is their ability to create jobs and engage the popula-
tion in productive activities. With regard to unemployment, it has
been noted that, although economic reforms contributed to eco-
nomic growth in the countries, economic activity has been
volatile and unpredictable. That growth, moreover, was followed
by higher levels of unemployment, greater disparity among social
groups, and more unequal distribution of income. The level of
open unemployment around 1997—1998 can be used to illustrate
the fragility of social trends in the Region; in that period, open
unemployment ranged from 16.3% in Argentina, the Dominican
Republic, Saint Lucia, and Trinidad and Tobago, to 2.6% in
Mexico (5). The gap between skilled and unskilled workers also
grew substantially in the 1990s (an average between 18% and
24% for the Region). In fact, the increased participation by
women in the labor market is the only favorable pattern in the
evolution of labor. In 1980, women comprised 38% of the work-
force, and in 1999 they represented 43% (6). Nevertheless, while
inclusion of women in the workforce has increased in the Region,
women do not always have access to the same opportunities or
benefits that men receive. Currently, more women are graduating
from college than ever before and are earning degrees in fields
traditionally reserved for men, but the increased presence of
women in the labor market has not been accompanied by
changes in patterns of work responsibility. It also is important to
look at child labor in the Region—it is illegal, and children who
work are exposed to health risks and situations that threaten
their lives and their futures. Around 1995, it was estimated that
more than 7.5 million Latin American children between the ages
of 10 and 14 were working (7).

The positive association between levels of health and educa-
tion, as an essential component of the link between social and
economic development, has been well documented. Therefore,
investing in the education of young children continues to be a
priority for the developing countries (8). Those with less school-
ing have less access to wage-earning activities (9), and it has been
said that an educated nation ensures its social integration (10).
These studies by ECLAC show that a person must have completed
between 11 and 12 years of education to have a high probability
of not living in poverty. Illiteracy decreased between the begin-
ning of the 1980s and the end of the 1990s, but nearly 13% of the
population of the Americas and the Caribbean was still illiterate
in 1998, with a high of 52.2% in Haiti and a low of 0.5% in the
United States (4). Figure 6 shows the literacy rates in different
subregions of the Americas between 1980 and 1998. Central
America’s disadvantage is clear. While it has the lowest values at
both points, it is the subregion where literacy has increased most
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in percentage terms. Also, to point out the differences in the dis-
tribution of illiteracy in 300 subnational geographic units in se-
lected countries of the Americas, it was established that, around
1998, this indicator ranged from a low of 0.7% to a high of 58.2%,
with a median of 13% (Figure 7; Table 3).

Environmental Trends

The Region continues to experience environmental changes,
partly due to demographic and technological changes, modes of
economic production, and natural disasters. The effects of global
warming, soil degradation, and deforestation are compromising
the people’s health and have serious consequences for maintain-
ing biodiversity. Human activity and persistent poverty are asso-
ciated with contamination of resources and scarcity of water
sources. Unchecked urbanization, for example, demands that the
needs of new residents be satisfied and, consequently, unhealthy
conditions remain and are repeated, particularly for the poor.
Thus, disparities in access to high-quality housing and basic
water and waste disposal services increase.

Natural disasters, such as earthquakes, hurricanes, floods, and
droughts, have significantly affected the Americas. In Latin
America and the Caribbean, approximately 82,000 people died
and 11.9 million lost their homes as a result of natural disasters,
with damage totaling approximately US$ 45 billion between 1972
and 1999. For example, the devastating effects of Hurricane Mitch,
which ravaged Central America in October 1998, left nearly 10,000
dead, 9,000 missing persons, 13,000 injured, and 1.9 million
homeless (11). Disasters hit the poor hardest, particularly because
of the location and condition of their homes. Besides creating im-
mediate risks in terms of health conditions, these disasters re-
flected the limited ability to prevent and respond to them.

A Regionwide evaluation showed that, around 1998, there were
76.5 million people without access to water, which represents about
9% of the population of the Americas; percentages in various coun-
tries ranged from 0% to 54%. These differences also show up at the
subnational level, with percentages ranging from 0% to 100%, and
a median value of 33.3% (Table 3). In addition, 103.2 million peo-
ple have no sewerage service. This represents 12% of the Region's
population, with percentages ranging from 0% to 73.6% in the dif-
ferent countries (4). The situation at the subnational level is similar
to that of access to water. Moreover, between 20% and 50% of the
urban population has inadequate garbage collection services.

Urbanization is one of the leading factors bringing about envi-
ronmental changes. In the late 1990s, the Region was rapidly ur-
banizing, with 76% of the population considered urban, higher
than the 68.6% figure in 1980. At the country level, the percent-
age of urban population ranged from 12.3% in Anguilla to 100%
in Bermuda and the Cayman Islands (4). When this indicator was
analyzed by subnational geographic unit in selected countries,
the median value was 64.3%, while the low and high values were
11% and 100%, respectively (Table 3).

Given the countries’ population growth, energy needs, and de-
velopment policies, between 1990 and 2000, approximately
37,000 km? of forest in Latin America were lost each year to de-
forestation. This translates to an average annual loss of 0.5% of
forest cover. Were this trend to continue, 5% of forest cover will
have been lost in the next 10 years (12).

General Trends in Public Health

Here, general health trends in the Region are analyzed using a
positive indicator, life expectancy at birth, and a negative indicator,
infant mortality. Vaccination coverage for measles and the number
of doctors available per 10,000 population are used as indicators of
public health or of the health services’ organized response.

Life expectancy at birth refers to the age a population can po-
tentially reach, based on survival in the different stages of life.
Infant mortality refers to the number of deaths in children younger
than 1 year, and largely depends on the population’s living condi-
tions. Infant mortality is a health indicator that has undergone sig-
nificant changes in the last 10 years; it also remains one of the most
widely-used indicators because of its political importance.

In Latin America, life expectancy at birth increased by approxi-
mately one year between 1995 and 2000, reaching an average of 70
years by the latter year, which is the target set for the end of the cen-
tury in the “health for all by the year 2000” strategy. In early 2000,
it was estimated that life expectancy at birth ranged between 54.1
and 79.2 years in the countries of the Region. In other words, there
was a difference of more than 25 years between the countries with
the longest life expectancy at birth and those with the shortest
(Figure 8). In some selected countries that have subnational data,
in-country figures show similar gaps, ranging from a low of 56.8
years to a high of 79, with a median of 70 years (Table 3). It also is
noteworthy that between 1950-1955 and 1995-2000, the differ-
ence in life expectancy between men and women increased from
3.3 to 5.7 years in Latin America, from 2.7 to 5.2 years in the
Caribbean, and from 5.7 to 6.6 years in North America.

The infant mortality rate in the Region of the Americas
around the year 2000 was 24.8 deaths per 1,000 live births, rang-
ing from 5.2 (Anguilla) to 80.3 (Haiti)—a 16-fold difference be-
tween those two countries (4). To measure the degree of inequal-
ity in infant mortality in all the countries, and not just the ones
with the extreme values, the Lorenz cumulative distribution
curve was used, and a Gini coefficient of 0.33 was obtained
(Figure 9). These data show that approximately 50% of infant
deaths occurred in 30% of the live births in the countries of the
Americas, which implies a significant level of inequality in terms
of health.

More information about infant mortality is available at the
subnational level, which makes it possible to more effectively
gauge the degree and distribution of inequalities. Figure 10
shows that there is a heterogeneous mosaic of differences within
the countries, but groups of high-risk units can be identified.
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Upon evaluating the available information in more than 360 geo-
graphic units, subnational figures show wider gaps among them,
ranging from 3.7 to 133 (Figure 11), with a median of 19.7 (Table
3).ltalsois clear that there is a gradient within each country, with
four identifiable mortality profiles: very low (under 10 per
1,000, low (close to the regional median of 24 per 1,000), high
(between 20 and 40 per 1,000), and very high (more than 40 per
1,000) (Figure 12). Mortality rates were nearly four times higher
in areas where there were more infant deaths; the greatest in-
equalities in infant mortality did not occur in countries with the
highest national rates, however. For example, in Colombia, which
had relatively low infant mortality levels, the infant mortality
ratio among geographic units was 6.2, higher than in any other
country. In contrast, in Cuba and Uruguay, which had very low
mortality levels, the mortality ratio also was lower. These figures
reflect the enormous differences that still exist in this measure of
health status for the people of the Americas.

Vaccination coverage for measles, one of the public health in-
dicators, is one of the most important measures of health serv-
ices at present. In 1980, coverage in the Region of the Americas
was 48%, and it had increased to 93% by 2000. Thanks to this
health intervention, the incidence of measles fell from 408 new
cases per 1,000,000 population in 1980 to 2 new cases per
1,000,000 population in 2000. Vaccination coverage for measles
by country in 2000 ranged from 100% (declared in eight coun-
tries) to 75% in Colombia (4, 13). At the subnational level in some
countries, coverage is, on average, 77.6% (Table 3).

The number of physicians per 10,000 inhabitants is another
indicator of organized social response, which is a measure of the
availability of resources for health services. A noteworthy in-
crease is observed for the Region of the Americas in recent years:
from 13.1in 1980 to 19.8 in 1999. The distribution of this indica-
tor by country in 1999 ranged from 1.8 in Guyana and Montserrat
to 58.2 in Cuba. The differences are accentuated when one notes
the subnational values, ranging from 0.8 to 99.1 (Table 3). The
enormous variability of this health services measure reflects the
inequalities of health resources (4).

Effect of Economic Inequalities on Health Indicators

Historically, the health situation in the Region, as measured by
national average indicators, has never been better. But important
differences among countries remain. Clearly, averages do not pro-
vide a complete picture, so measures of the distribution of the
mortality indicators are more frequently being used.
Measurement of economic inequalities and their impact on
health indicators at the country level is reflected in the analyses
of per capita income and the distribution of income in relation to
health indicators (such as life expectancy at birth and infant
mortality) and education indicators (such as literacy rate).

The economic classification of countries by income quintiles
yields a population hierarchy that facilitates the documentation

of health inequalities and the ecological analysis of these in-
equalities to income level, one of their most important socioeco-
nomic determinants. In the late 1990s, life expectancy at birth
showed a declining gradient between the wealthiest and poorest
population groups, with a difference of 9.8 years (75.6 and 65.8,
respectively) (Figure 13). In the same decade, the infant mortal-
ity gradient also was pronounced, but in the opposite direction
(Figure 14): a newborn in the lowest income quintile had, on av-
erage, a 2.9 times greater risk of dying before the age of 1 year
than a newborn in the highest quintile (42.0 and 14.5 per 1,000
live births, respectively). This information confirms earlier find-
ings on the relationship between income and health (14, 15).

Inequality of disposable wealth, expressed in terms of income
level quintiles, also reflects the distribution gradient of other im-
portant health determinants, such as literacy. As Figure 15 shows,
there are nearly five times more illiterates in the poorest quintile
than in the wealthiest (3.3% and 15.6%, respectively). With respect
to urbanization, the gradient between the wealthy and the poor de-
creases approximately 15%, with values of 75.5% and 59.0%, re-
spectively (Figure 16). With respect to the other socioeconomic and
environmental indicators (availability of public water and sanita-
tion services, and deforestation), no clear relationship is observed.

The economic classification of the countries into quintiles
based on income distribution (inequality gap) reflects a popula-
tion hierarchy that yields the following results. In the late 1990s,
life expectancy at birth showed a decreasing gradient between
populations with fewer inequalities and those with the most in-
equalities (Figure 17). The difference in life expectancy between
those with fewer inequalities and those with the most inequali-
ties was 8.2 years (75.3 and 68.1, respectively). In the same pe-
riod, the infant mortality gradient was also pronounced (Figure
18): a newborn in the population with the most inequalities had,
on average, a 4.6 times greater risk of dying before the age of 1
than a newborn from the population with the least inequalities
(33.1and 7.2 per 1,000 live births, respectively). This means that
inequality as a result of the income gap increased approximately
50% with respect to income level.

The differential effects of income levels and income distribu-
tion gaps in the measurement of health status suggest possible
independent effects, which require special study because differ-
ent strategies are required for reducing health inequalities. These
responses should also be adjusted to the changing needs of the
population, particularly with respect to shifts in size, growth, age
composition, and distribution.

POPULATION CHARACTERISTICS AND TRENDS

As the Region of the Americas enters the 21st century, it shows
enormous variations in living conditions among countries and
also within countries. There are differences in education, income,
access to services, and other social characteristics that determine
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the populations’ health status. Upon considering the various and
complex interactions between health status and its determinants,
it is possible to establish the size, growth, distribution, and pro-
file of the population. This section presents the conditions and
trends of the population’s distribution, growth, and structure that
result from processes of birth rate, fertility, aging, mortality, mi-
gration, and urbanization in the countries of the Americas.

The information in this chapter comes mainly from estimates
based on population projections by the United Nations Population
Division, published in World Population Prospects: the 2000
Revision (16) and World Urbanization Prospects: the 2000 Revision
(17); for some Caribbean countries, the information came from
the United States Census Bureau. Demographic estimates con-
tained in the year 2000 basic indicators were also used (4). In
order to follow trends for a longer period, projections of various
demographic indicators for 1996—2002 and 2002—2008, or up to
2020, are included. This section presents the principal results and
the analytical syntheses in graphs and charts, while detailed in-
formation at the country level is presented in the Annex tables.

For some of the analyses, the Region's countries have been
grouped into two large areas: North America (Canada and the
United States of America) and Latin America and the Caribbean.
Latin America includes Central America, the Andean Area, and the
Southern Cone; Brazil and Mexico are considered as two other sub-
regions; and the Caribbean is divided into the Latin and non-Latin
Caribbean, referred to as the Caribbean in this report. Other analy-
ses use information presented at the country level (Annex B.1).

Population Distribution in the Americas

The estimated population of the Americas in 2000 was 832.8
million, approximately 14% of the world population. This figure
represents a 25% increase as compared to 1980. Approximately
37% of the population lives in North America, a third lives in
Brazil and Mexico, and the rest is distributed among the Region's
remaining 43 countries and territories. It is estimated that in
2002 the Region will have approximately 854 million people,
about 4% more than in 2000 (Table 4). North America will be the
most populous of the subregions, with approximately 320 million
persons, 85% living in the United States. In descending order,
North America is followed by Brazil, with approximately 175 mil-
lion inhabitants; the Andean Area, with approximately 117 mil-
lion; and Mexico, with 102 million. The Caribbean is the least
populous subregion (just under 8 million), despite the fact that it
has the most countries or political units (23).

Population Growth
Annual Population Growth

Population growth can be analyzed from two standpoints: a)
the number of people added to each country during a certain pe-

riod and b) the annual population growth rates, generally ex-
pressed as percentages.

The size of the population living in each of the subregions
differs considerably, even though the number of people added
to each subregion during six-year periods may be similar (Table
4). For example, while the population of Brazil is 50% larger
than the population of the Andean Area, absolute population
growth between 1996 and 2002 will be just 7% higher in Brazil.
This is because the estimated growth rate of Brazil’s population
(1.3% annually in 1996—2002) is less than that of the Andean
Area (1.8% in the same period), which is explained by the fact
that Brazil has a higher gross mortality rate and lower fertility
rate than does the Andean Area. A similar situation is noted in
the growth of the Southern Cone’s population as compared to
that of Central America, despite the fact that the Isthmus has a
smaller population. Finally, while the Latin Caribbean adds
about two million people every six years, the Caribbean adds
just 340,000 people.

As a reflection of absolute population growth, growth rates
vary considerably in the Americas. The annual average for the
Region in 1996-2002 was 1.3%. At the subregional level, the
highest population growth rates are estimated to be in Central
America, with an annual average of 2.4% during 1996—2002,
while the lowest are found in the Caribbean, with 0.7% (Table 4).
The Caribbean includes some countries whose populations grew
very rapidly, however, such as French Guiana and the Turks and
Caicos Islands (3.4% and 3.7% per annum, respectively, between
1996 and 2002), although the Central American countries, with
the exception of Panama, had annual growth rates exceeding 2%.
In the Southern Cone, Paraguay’s growth rate of 2.6% per year in
the same period is noteworthy.

In almost all the countries, population growth rates are de-
clining, although the reduction is slight. Projections indicate that
growth in the Americas will continue, and some 200 million peo-
ple will be added between 2000 and 2020. Latin America’s popu-
lation will increase the most (143 million as compared to 57 mil-
lion in the rest of the Americas).

Births

The number of births in a population can be analyzed from
the perspective of crude birth rates or total fertility rates.

As was suggested earlier with respect to population growth,
despite the decline of the birth and fertility rates in the
Americas, the absolute number of births in most of the subre-
gions has not decreased and, in some cases, it has increased. As
a result, it is estimated that the number of births, young chil-
dren, and pregnant women will not decrease during the next six
years in most of the countries. There were an estimated 15.4
million births in the Americas in 2000, about 70% of them in
Latin America and the Caribbean. According to United Nations
projections, some 15.7 million children will be born in the
Americas in 2002 (Table 4).
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The distribution of births in the Americas differs from its pop-
ulation distribution. While it is estimated that in 2002 North
America’s population will represent 37.5% of the total population
of the Americas, just 26.9% of births will occur in this subregion.
In contrast, 7.2% of the births will occur in Central America,
where 4.5% of the population will live.

Birth Rate

The birth rate is defined as the number of births per 1,000
population. Birth rates are expected to continue to decline in the
Region, despite the considerable reduction that has already oc-
curred over the last 40 years. In the 1960s, the birth rate in the
Americas was 32.5 per 1,000 population; in 2000 it was estimated
to be 19.4, and in 2002 it is estimated that it will be 18.4 per
1,000. The rate differs nearly by a factor of 3 in different subre-
gions, however: in Central America, the birth rate is 30 per 1,000,
while in North America it is just 13 per 1,000 (Table 4).

Within Central America there are differences also. Guatemala,
for example, has rates that exceed 34 per 1,000 (the highest in this
subregion and in the Americas), while Panama and Costa Rica
have low rates (approximately 20 per 1,000). The Andean Area
has an estimated birth rate of 23.4 per 1,000 population; within
the subregion, Bolivia has the highest rate with 30.5 per 1,000 in
2002. The most noteworthy fact with respect to the subregions is
the rapid birth rate decline in Brazil, where estimates for 2002 in-
dicate that the birth rate will be 19.2 per 1,000.

The Latin Caribbean is divided into two types of countries with
regard to birth rate. On the one hand, Cuba and Puerto Rico have
low rates, 11.7 and 15.1 per 1,000, respectively, while the Dominican
Republic’s rate nearly doubles that of Cuba, and Haiti’s rate more
than doubles Puerto Rico’s. The Caribbean has a very low birth rate,
although there are exceptions, such as French Guiana and the Turks
and Caicos Islands (28.3 and 24.2 per 1,000, respectively).

Despite the differences, estimated birth rates for the Southern
Cone, the Latin Caribbean, the Caribbean, and North America all
showed a similar downward trend (13%); in the rest, the decline
was 20% or more.

Fertility

Fertility by age group is measured in terms of the frequency
with which women in each age group have children. Using these
frequencies or specific fertility rates by age, the total fertility rate
(TFR) is calculated. TFR is the expected average number of chil-
dren that would be born to a woman in her lifetime, if in her
childbearing years she were to experience the age-specific fertil-
ity rates prevailing in a given year/period, for a given country, ter-
ritory, or geographic area.

Around 2000, the TFR for the Region was 2.4 children per
woman, which represented a decline since 1980—1985, when it was
3.1. With the exception of North America, where there was a slight
increase, total fertility declined in all subregions. In Mexico, Brazil,
Central America, and the Andean Area there was a decrease of

more than one 1 child per woman. According to estimates for 2002,
the subregions with the lowest fertility rates will be North America
and the Caribbean, with TFRs of 1.9 and 2.1 children per woman,
respectively (Table 4). If these two subregions maintain those rates
in the future, and if they do not experience immigration, their pop-
ulations will start to decline. Another subregion with low fertility
levels is Brazil, with an estimated TFR of 2.2 for 2002.

In the Caribbean, the different fertility levels estimated for the
countries in 2002 are noteworthy. These range from a TFR of 1.5
children per woman in Trinidad and Tobago to 3.9 in French
Guiana. In the Latin Caribbean, Cuba for years has had a fertility
rate below the replacement level, with an estimated TFR of 1.6 for
2002; Puerto Rico's is 1.9, while Haiti has one of the highest TFRs
in the Americas, with 4.0 children per woman. Despite the de-
clines, Central America has the highest fertility rate, with
Guatemala (4.4 children per woman) and Nicaragua (3.8 chil-
dren per woman) being especially high.

The fertility rate continues to decline in the Region of the
Americas. When it falls below the replacement level, as it has in
Cuba, the population will start to decrease. The consequences of
such a decline—such as an increase in the aging of the popula-
tion and a potential decrease in the labor force, with their respec-
tive consequences in terms of higher costs for health care and
pension systems—are not expected to be evident over the short
term. For the time being, various forums are discussing policies
and strategies in different arenas, for both economic adjustment
(for example, greater participation of women in the labor force,
increased retirement age for workers, increased contribution to
the social security system, and changes in the capitalization of
these systems) and demographic adjustment (e.g., higher fertil-
ity levels and increased immigration).

Mortality

This section presents three aspects of mortality: a) number
of deaths, b) crude and infant mortality rates, and c) life ex-
pectancy at birth. Crude mortality rates represent the number
of deaths per 1,000 population; when calculated for each age
group, they constitute the age-specific mortality rates. Life ex-
pectancy at birth is a summary index that represents the num-
ber of years a group of newborns will live, on average, if the spe-
cific mortality rates by age observed in a given year remain
constant in the future.

Deaths

Around 2000, the average number of deaths per year in the
Americas was 5.8 million. The subregion with the highest num-
ber of deaths is North America (43% of all deaths), followed by
Brazil (20%) (Table 4). The high number of deaths in North
America is due not just to population size, but also to the per-
centage of older individuals in the population, which is very high
in relation to the rest of the subregions.
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Crude Mortality Rate

The crude mortality rates per 1,000 population vary little from
subregion to subregion. It was estimated that in 2000 the Region's
rate was 7.2 per 1,000, with rates in the subregions ranging from
5.1in Mexico to 8.6 in North America. The lowest estimated crude
mortality rate in the Region for 2002 is in Costa Rica (4 per 1,000
population), although it has begun to increase with the aging of
the population. In contrast, the highest crude mortality rate will
be observed in countries such as Haiti and Bolivia, not because
their population is aging, but because mortality remains high.

Infant Mortality

Infant mortality in the Americas decreased by approximately
one-third, from 36.9 deaths per 1,000 live births in 1980-1985 to
24.8 in 1995-2000. The greatest gains occurred in Central
America, Brazil, and the Latin Caribbean (with reductions of
45%, 34%, and 30%, respectively), although infant mortality rates
remained higher than the average for 1980-1985.

It has been estimated that some 400,000 children in the
Region will die before the age of 1 year in 2002, which translates
to an infant mortality rate of approximately 25 deaths per 1,000
live births. But rates may differ up to six-fold when comparing
subregions and countries (Table 4). For example, according to es-
timates for 2002, infant mortality will be 37.8 per 1,000 live
births in the Latin Caribbean; but in this subregion, Cuba will
have low levels (7.3 deaths per 1,000 live births), while Haiti's in-
fant mortality will be almost 9 times that of Cuba (61.3 per 1,000
live births). In the subregion of Brazil, it is estimated that the in-
fant mortality rate in 2002 will be 38.3 deaths per 1,000 live
births, and a reduction of approximately 15% is expected by
2008. In the Andean Area and Central America, which have simi-
lar mortality rates (approximately 32 per 1,000), the pattern of
differences among the countries holds. For example, infant mor-
tality in Bolivia (55.6 deaths per 1,000 live births) is 3 times
higher than in Venezuela, and infant mortality in Guatemala
(41.2 per 1,000) is almost 3.5 times higher than in Costa Rica.

It is estimated that in 2002, the lowest infant mortality rates
will be found in North America, with 6.7 deaths per 1,000 births.
Infant mortality is expected to continue to decline until 2008 in
all the subregions and countries of the Americas. Since the ex-
pected rate of decline is similar in all the countries, the areas that
have higher infant mortality rates are those that will experience a
greater absolute decline.

Life Expectancy at Birth

The reduction in mortality from communicable diseases in
the Americas resulted in increased life expectancy starting in the
early 20th century. In most Latin American countries, life ex-
pectancy at birth has at least doubled since the beginning of the
19th century, and there are countries in which it has increased
two-and-a-half times (Figures 19 to 23). In 2000, 37 countries
and territories of the Americas have exceeded a 70-year life ex-

pectancy at birth for both sexes; only Haiti has a life expectancy
at birth of less than 60 years.

Life expectancy at birth in the Americas was estimated to be
72.4years in 2000; 76.9 years in North America, with the other sub-
regions lagging 4 to 9 years behind. In 2002, it is estimated that
North America will have a longer life expectancy at birth, almost
77.7 years for both sexes considered together (Table 4),and Canada
an even longer one (79 years). The Caribbean subregion also enjoys
a long life expectancy at birth (73.9 years); this subregion's coun-
tries or territories with lower mortality rates, such as Aruba, the
Cayman Islands, Guadeloupe, Martinique, Montserrat, and the U.S.
Virgin Islands, will have life expectancies above 78 years, while
countries or territories such as the Bahamas, Grenada, and Guyana
will remain below the 70 year mark. In the Latin Caribbean, dis-
parities are great: Cuba and Puerto Rico are estimated to have a life
expectancy at birth that is 22 years longer than Haiti’s. The Andean
Area also will experience important differences: it is estimated that
\enezuela's population will have a life expectancy almost 10 years
longer than Bolivias. The Southern Cone has the lowest mortality
rate and a life expectancy of 74.1 years, with a range from 70.7
years in Paraguay to 75.6 years in Chile. Life expectancy in Mexico
is 73.0 years; in Brazil it is 68.3 years.

On average, life expectancy at birth for women in the Americas
is approximately 6.3 years longer than for men, but the difference
varies from subregion to subregion, from a low of 5.5 years in the
Caribbean to a high of 8 years in Brazil. Differences also vary
within each subregion. For example, in the Caribbean, there is an
average difference of 5.5 years, but Guyana shows a difference of
8.9 years, while the British Virgin Islands shows a difference of
just 1.9 years. In contrast, in North America, where the average
difference is 5.8 years, the differences between the sexes are rela-
tively homogeneous, from 4.1 to 5.8 years.

In the periods that were evaluated, life expectancy at birth has
tended to increase, including in some projections. In the future,
however, the effect of the increase in mortality from certain
emerging causes (such as AIDS, diabetes, violence, and other ex-
ternal causes) that decrease the life expectancy of certain popu-
lation groups must be monitored. Since these illnesses and in-
juries mainly affect people between the ages of 15 and 49, the
effect on life expectancy at birth is not as immediate as it would
be if the cause were childhood diseases. If the population stops
growing and ages, the effects will tend to become more evident.

Age Structure

Age Groups

The age structure of a population changes constantly, due to
changes in mortality, fertility, and migration. A population is con-
sidered “young” when the percentage of people under the age of
15 years or under the age of 20 years ranges between 40% and
50% of the entire population. This type of young age structure
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occurs only in populations with high fertility and moderate mor-
tality at early ages. A population begins to age as its fertility starts
to decline, and it continues to age when mortality at advanced
ages begins to significantly decline.

In countries such as Argentina, Canada, the United States, and
Uruguay, the decline in fertility and, in turn, the aging process of
the population, began in the early decades of the 20th century.
The population of several Caribbean countries started to age
after the Second World War, as did Cuba and Puerto Rico in the
Latin Caribbean. Later, around the 1970s, other countries began
to experience a rapid decline in fertility.

Based on the above, the percentage of persons in certain age
groups would correlate with fertility levels. For example, the per-
centage of individuals under 15 will be higher in subregions in
which fertility is still at intermediate levels, such as Central
America (Table 4), followed, in descending order, by the Andean
Area, Mexico, the Latin Caribbean, the Southern Cone, and Brazil.
As expected, the lowest percentage of young people is found in
North America, which has always had the lowest fertility in the
Region. The opposite occurs in 65-and-older age groups: the per-
centage of elderly people increases when fertility is low; conse-
quently, the highest percentages of older persons are found in
North America, followed by the Southern Cone and the
Caribbean. Countries in a subregion differ, however: for example,
in Paraguay, part of the Southern Cone, the percentage of people
65 and older is much lower than the average for the subregion,
and the same occurs with Haiti in regards to the Latin Caribbean.

The population structure by age group reflects the aging
process over time, in this case over a 20-year period (Figures 24
to 29). For example, North America and the Southern Cone began
the aging process several years ago, and have adjusted their
health systems and services to address the needs of their elderly
populations. On the other end of the spectrum, Central America
and the Andean Area have experienced a slower aging process. In
between are Brazil and Mexico, which must make significant ad-
justments to cope with the rapid pace of change in their age
structures, a result of the sharp drop in fertility. Other aspects of
the age structure and population growth rates, such as various
groups’ demands for health care services, must be considered in
planning services.

It is estimated that in 2002, the growth rates of the population
over 65 years old will still exceed 2% each year in most of the sub-
regions (Table 4), with the exception of the Caribbean (1.5%) and
North America (1%). In the population group over 65 years old,
physical changes and changes in health occur rapidly. In the
countries of the Americas, the 85-and-older age group is growing
fastest, at rates in excess of 3% a year in all the subregions, and in
excess of 5% a year in three of them.

Aging
Other indicators must be analyzed in connection with the
aging process. These would include the ratio of persons in the 15-

to 64-year-old age group to the population aged 65 and over; that
is, the number of people at an economically active age per elderly
person, which would indicate the approximate number of people
who, in one way or another, help support the elderly population.
As the population ages, this ratio shrinks.

The ratio of adult individuals to elderly individuals remains
high in several countries of the Americas, since in most of
them the decline in fertility is a recent phenomenon, and the
percentage of elderly is still low (Table 4). It is important to
bear in mind how quickly this ratio changes, however. In the
Southern Cone and North America, the ratio already is low, be-
tween 5 and 7 persons per elderly individual, and it is changing
slowly. In other subregions, however, the ratio is higher (14 per-
sons per elderly individual in Central America and approxi-
mately 13 in the Andean Area, Brazil, and Mexico), but it is de-
clining rapidly. The impact on the social welfare, pension, and
retirement systems will be significant. In the most populous
Latin American countries and in Brazil and Mexico, the ratio of
adults to elderly individuals is expected to decline by more
than one person over the next six years, which is considerable
for such a short period.

Because men die earlier, the ratio of women to men is increasing
among older adults. For example, in 2000 there were 140 women 65
years old and older for every 100 men of the same age in North
America. In the age group 85 years old and older there were 255
women for every 100 men. The Southern Cone shows similar fig-
ures. In the rest of the subregions, the ratio of women to men among
the elderly tends to increase in the long term. This imbalance
should be considered for planning purposes, since women generally
participate less than men in the workforce and, therefore, there will
be a percentage of women needing free health care services.

Natural Population Growth

Natural population growth is the difference between births
and deaths. Analysis of this factor in the Americas uncovered un-
expected demographic issues, including how the population of
each subregion would grow without migration.

Despite the difference in population size, Brazil and the
Andean Area have practically the same natural increase, and the
highest levels of all subregions (Table 4). Mexico's natural in-
crease is the third highest, higher even than that of the United
States, although the population of the United States is more than
twice as large. Central America also has a natural increase ex-
ceeding that of the Southern Cone. The Latin Caribbean and the
Caribbean have the lowest rates of increase.

International Migration

Little information is available on international migration;
therefore, available estimates regarding migratory movements
considerably diverge from reality.
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According to estimates, almost a million people will enter the
Americas in 2002, but the distribution of this influx is uneven
amonyg the subregions. In fact, there are just two subregions that
attract people: North America, with an immigration balance ex-
ceeding 1.35 million persons, and the Southern Cone, with
12,000 immigrants per year. In contrast, Mexico has the highest
emigration balance, with nearly 300,000 people leaving the coun-
try in 2002, followed by the Latin Caribbean, with more than
43,000 people leaving the subregion annually.

Analysis within the subregions shows that in North America,
the United States receives 1.2 million people a year and Canada
receives 150,000. In the Southern Cone, only Argentina has an
immigration balance, 24,000 people a year, while Chile has an
emigration balance of 10,000. All the countries in the Andean
Area registered emigration or null migratory movement. In
Central America, Costa Rica has an immigration balance, while
the other countries have emigration balances. In the Caribbean
there are small countries that receive immigrants, notably
Guyana, with an annual immigration balance of 1,320 per year. In
contrast, Jamaica has an emigration balance of 14,000. In the
Latin Caribbean, the only country experiencing immigration is
Puerto Rico, with 6,000 persons entering yearly. Haiti's and Cuba’s
high emigration balances, with 21,000 and 15,000 people leaving
each year, respectively, also are worthy of note.

Urbanization

In general, urbanization is considered to be the increase in the
percentage of people who live in zones defined as urban. But,
given that in the Americas, particularly in Latin America, urban-
ization has increased rapidly, it is also necessary to measure the
speed of change or the pace of the process. In this analysis, the
difference between the growth rate of the urban population ver-
sus that of the rural population was used to measure the urban-
ization process.

Percentage of the Population Living in Urban Areas

The populations of the Americas have achieved a high level of
urbanization, particularly in the more developed countries, as
measured by the percentage of the total population living in
urban areas. It should be noted, however, that urbanization is
proceeding more rapidly in the less developed countries. In 2000,
it was estimated that 75% of the Region’s population lived in
cities, compared to 41% in 1950.

In 2002, the subregion with the highest percentage of urban
population will be the Southern Cone, with more than 86.4%, fol-
lowed by Brazil and North America. In Central America, 48.7% of
the population will be urban (Table 5). The Andean Area has
countries at different stages of urbanization. While in Venezuela
87.4% of the population is urban, in Bolivia and Ecuador the
numbers are 63.7% and 67.1%, respectively. Similarly, in the
Latin Caribbean 75.7% of the population in Cuba and 75.9% of
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the population in Puerto Rico live in urban areas; in Haiti, just
37.1% lives in cities.

The number of people in the Region's rural areas will not
change significantly, which means that rural growth will be ab-
sorbed by the urban areas. The rural population will begin to de-
cline in the Southern Cone, Brazil, and the Caribbean; it will re-
main stable in the Andean Area, the Latin Caribbean, and North
America; and it will continue to increase in Mexico and Central
America (Table 5).

All the countries in each subregion show the same tendency,
which means that the growth rates of the rural population in the
coming decade will be lower than those observed between 1996
and 2002. The exceptions will be countries where rural growth
rates over the coming six-year period are expected to be higher
than those experienced during the previous six-year period, such
as Argentina, Brazil, Uruguay, and some Caribbean countries.

A trend toward a slight increase or a decrease in a country’s
rural population means that practically all population growth is
in urban areas. As a result, it is not surprising to see rates of
urban growth that are relatively high, but not as high as in pre-
vious decades. The Central American subregion has the highest
rates of urban growth (exceeding 3.3% per annum in
1996-2002); on the other hand, in North America and the
Southern Cone, where there is already a high percentage of
urban population, the growth rate of the urban population ap-
proximately 1%.

Rate of Urbanization

While the percentage of urban population provides an idea of
the degree of urbanization, variations in this percentage make it
impossible to calculate the urbanization rate. A more satisfactory
measure is the difference between the growth rates of the urban
and rural populations, because this difference indicates the
growth of urban dwellers per person living in a rural area.

Measured this way, Latin America’s urbanization process is
slightly faster than that of the non-Latin population in the
Americas. Judging by changes foreseen in 1996—2002, the rate of
urbanization in Latin America is slowing (Table 5). This phe-
nomenon can be observed in most of the countries, but is most
evident in Brazil, where the rate of urbanization was faster
(3.5%) in relation to all the other subregions, although it is ex-
pected to decline considerably in the future. In contrast, the
speed of urbanization in Mexico is one of the slowest (1%), be-
cause the country’s rural population is, according to estimates,
continuing to grow.

The rate of urbanization differs markedly among the countries
in each subregion. In the Andean Area, for example, Ecuador’s ur-
banization process is the most rapid, and Peru’s is the slowest. In
the Southern Cone, Argentina is showing rapid urbanization,
while Chile’s is slow. The differences among the Caribbean coun-
tries may be due to the fact that some of the countries have sig-
nificant emigration in relation to their overall population size.
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Growth of Cities

The analysis of urban and rural population changes and trends
deals with just one aspect of the urbanization process. Because the
urban population is made up of residents of some very small
cities and some vast metropolises, it is appropriate to analyze
urban population growth with the size of the cities in mind.

In general, the countries of the Americas have entered a stage
in which the population of the large cities (more than 750,000 in-
habitants) is growing at lower rates, rates that increasingly resem-
ble those of small cities. In 1996—2002, large cities continued to
grow more rapidly than smaller cities in the Caribbean, the
Andean Area, Central America, and Mexico (Table 5). In Brazil, the
Latin Caribbean, and the Southern Cone, the population in cities
with fewer than 750,000 inhabitants grew more rapidly than the
population of larger cities. In the coming years it is expected that
the growth rate of smaller cities will be higher than that of larger
cities in every subregion except the Latin Caribbean.

Approximately half of the largest cities in the Americas are in
Latin America. Some 160 million people live in the 20 largest
cities, 55 million of them in the largest metropolises—Mexico
City, S&o Paulo, and New York.

The Relationship between Fertility and Mortality in
the Americas

Demographic transition in a population refers to the relationship
between mortality and fertility trends over time—in other words,
it is the historical transition of a population from high to low levels
of mortality and fertility. As mortality starts to decline, fertility also
is expected to begin to drop. But because there is no biological or
demographic imperative that ties a given level of fertility to a given
level of mortality, every country undergoes its own demographic
transition. In most of the countries of the Americas, several factors
helped to move this demographic transition along—the ease of
communication and the international exchange of medicines,
which directly or indirectly contributed to the decline in mortality;
contraception policies, which helped to reduce fertility; and acceler-
ated urbanization. As a result of the accelerated decline in mortality
in most of the Region's countries, the Americas experienced rapid
and steep population growth. The rapid decline in fertility will lead
to a fast-paced aging of the populations.

Demographic transition in Argentina, the United States, and
Uruguay has been similar to that of some European populations,
with a slow, sustained reduction in mortality and fertility. The
other countries of the Americas had or have an accelerated de-
mographic transition process that results in differences among
the countries: some have higher mortality than others, but the
same level of fertility; some have different levels of fertility and
the same mortality. Figure 30 shows the Region’s countries by life
expectancy at birth and total fertility rate (TFR) in 2002. Overall,
there is a concentration of countries with a low TFR (under 2.0)
and long life expectancy at birth (over 74); these countries have

already reached a low level of mortality and fertility and are
achieving balanced population growth.

At the same level of life expectancy (74.0 to 75.9), Chile,
Jamaica, Panama, and Uruguay have a TFR of 2.4 to 2.5, while
French Guiana has a TFR between 3.8 and 3.9. It could be said
that French Guiana has very high fertility in relation to life ex-
pectancy, in comparison with the other countries mentioned.
Similarly, Paraguay and Nicaragua would seem to have a rela-
tively high TFR in relation to life expectancy, in comparison with
Colombia, Ecuador, El Salvador, and Peru.

In comparing countries with TFRs between 2.2 and 2.3, the
Bahamas, Brazil, and especially Guyana have high mortality in
relation to fertility. This phenomenon may be due to the fact that,
in the process of demographic transition, fertility has declined
faster than mortality in these three countries.

Bolivia, Guatemala, Haiti, Honduras, Nicaragua, and Paraguay
lag behind the other countries of the Americas in terms of de-
clining fertility and mortality. Other countries, such as French
Guiana and the Turks and Caicos Islands, have a fertility rate re-
lated to the level of mortality. The opposite is true of Grenada,
Guyana, and the Dominican Republic, whose mortality is high
with respect to the level of fertility.

Demographic transition in the Americas will continue in the
future, and it is expected that mortality and fertility rates will
continue to decline in all the countries. Due to the effect that
causes of death have on life expectancy at birth at different
ages and in different population groups, this process of demo-
graphic and epidemiological transition will become clearer
through an analysis of mortality by cause of death and other
determining factors.

MORTALITY SITUATION AND TRENDS

This section analyzes the mortality situation and trends in the
countries of the Americas. The first part describes the profile,
magnitude, and trends in connection with mortality for broad
groups of causes and for selected causes in the different age
groups. The second part examines the relative importance of the
causes of mortality in terms of years of life lost and estimates the
effect of mortality on life expectancy at birth.

The analysis presented in this section includes data from 19
selected countries (which together account for 91.3% of the
Region’'s population and 90.9% of its estimated deaths for 2001)
and compares the mortality situation in the beginning of the
1980s with that of the end of the 1990s. The countries included in
the analysis are Argentina, Barbados, Brazil, Canada, Chile,
Colombia, Costa Rica, Cuba, the Dominican Republic, Ecuador, El
Salvador, Jamaica, Mexico, Panama, Paraguay, Puerto Rico,
Trinidad and Tobago, the United States, and Venezuela. A consid-
eration in selecting the countries was the availability of data with
satisfactory coverage and quality for both periods. The informa-
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tion was analyzed according to estimated mortality rates by
cause for the total population (see Technical Notes).

Mortality Profile, Magnitude, and Trends

The estimated Regional mortality rate, adjusted for age, de-
clined from 9.1 per 1,000 inhabitants at the beginning of the
1980s to 6.9 at the end of the 1990s. Figure 31 shows the esti-
mated Regional rate, adjusted for age and sex, for each of the
broad groups of diseases. In general, all the groups showed a de-
cline in the rate between 1980 and 1990. It is important to analyze
the difference in the percentage of reduction for each group of
diseases, however (Figure 32). The sharpest decline was in dis-
eases of the perinatal period (34.7%), but the decline for neo-
plasms was just 2.7%. The estimated mortality rates, adjusted for
age, for the six broad groups of causes, by sex, are found in Table
6 (early 1980s) and Table 7 (late 1990s).

Table 8 shows the percentage reduction in the mortality rate for
broad groups of causes between the beginning of the 1980s and the
end of the 1990s in selected countries. The general trend was to-
ward a decline in the risk of death, but there are differences among
the countries, which are presented below. Annex B.2 shows changes
in mortality from selected diseases between 1980 and 1990.

Communicable Diseases

There was a marked reduction in mortality from communica-
ble diseases among males in almost all the countries, except in
Barbados, Canada, the United States, and Puerto Rico, where
rates increased by 79.1%, 21.0%, 41.6%, and 68.5%, respectively.
Among females, the trend is similar in most of the countries, al-
though not so pronounced. The only countries in which the rates
for females increased were Barbados (1.3%), the United States
(35.6%), and Puerto Rico (30.1%).

Neoplasms

With respect to malignant neoplasms, there was an increase in
the rates for males in Barbados (29.2%), Canada (0.1%), Cuba
(2.9%), the Dominican Republic (7.5%), Ecuador (13.1%),
Jamaica (4.9%), Mexico (28.1%), Paraguay (2.7%), and Trinidad
and Tobago (22.7%).

For females, rates increased in Barbados (6.1%), the
Dominican Republic (5.3%), Jamaica (1.0%), and Trinidad and
Tobago (6.1%).

Diseases of the Circulatory System

Mortality rates from this group of diseases decreased in all coun-
tries for both sexes. The magnitude of the reductions varied from
0.2% for men in Paraguay to 52.8% for men in El Salvador, however.

Diseases Associated with the Perinatal Period

With respect to this group of diseases, the vast majority of the
countries had lower mortality rates for both sexes. Trinidad and
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Tobago showed an increase of 11.9% for males, however. The in-
crease for females was 4.7% in Paraguay and 10.2% in Trinidad
and Tobago.

External Causes

In the majority of the countries of the Region, there was a re-
duction in mortality from all external causes, for both women
and men. The exceptions for men were Brazil (5.7%), Colombia
(9.4%), Costa Rica (3.2%), and Puerto Rico (4.3%). Rates in-
creased for women in Costa Rica (2.1%), Paraguay (17.7%), and
Puerto Rico (4.3%).

Impact of Mortality on Life Expectancy at Birth

Because premature and avoidable death exacts such a high so-
cial cost, its analysis is of the utmost importance for evaluating
the populations’ health conditions. Mortality rates are indicators
of the absolute risk of dying and, therefore, are a fundamental
tool of epidemiological analysis. In the last two decades of the
20th century, the Region of the Americas has seen a reduction of
about 25% in the mortality rate. As a result, there has been an av-
erage increase of almost 6 years in life expectancy at birth (Table
9). This net gain in life expectancy reflects and summarizes the
various changes in the mortality rates and profiles in the Region
during the early 1980s and late 1990s that were documented in
the preceding section.

Considering the reciprocal relationship between mortality and
life expectancy, this section evaluates the impact of changes in
mortality on life expectancy in the countries of the Americas
during the last 20 years; it uses the Arriaga method (18) to parti-
tion the change in life expectancy (Annex A.2). Based on the Pan
American Health Organization’s Regional Database on Mortality,
abridged life tables were prepared for each country, sex, and pe-
riod, and the underlying causes of death were classified into 6
large groups and 32 main categories (Annex A.1).

In this analysis, the impact of each cause of death on life ex-
pectancy at birth is evaluated using two complementary dimen-
sions: 1) the change in mortality due to each group of causes, ex-
pressed in years of life expectancy gained (YLEG) between the
beginning of the 1980s and the end of the 1990s; and 2) the level
of mortality due to each group of causes, expressed in years of life
expectancy lost (YLEL). Years of life expectancy lost was meas-
ured as the difference between life expectancy observed in the
late 1990s and a theoretical life expectancy of 85 years. This ap-
proach extends equally to the different age groups and to both
sexes. YLEG is a measure of the actual impact—seen in the study
period—of a specific cause of death on life expectancy at birth.
Complementarily, YLEL is a measure of the potential impact—
achievable over the middle term—that reduction in mortality
due to that cause would have on life expectancy at birth (i.e.,
years of life expectancy yet to be gained). Considered together,
these measures add a strategic value to the analysis of mortality
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trends and offer public health decision makers clearer evidence
of the impact of mortality in the Americas.

Figure 33 shows the impact of mortality on life expectancy at
birth, disaggregated by broad groups of causes of death, for the
Region as a whole. The decrease in mortality due to communica-
ble diseases and to diseases of the circulatory system observed
between the beginning of the 1980s and the end of the 1990s was
the greatest contributor to the observed increase in life ex-
pectancy in the Region. The result of the decreased risk of dying
from each of these two major causes in half of the countries was
between 1 and 3 YLEG during that period. On the other hand, by
the end of the 1990s, mortality from cardiovascular diseases and
neoplasms contributed most to the Region's loss of life ex-
pectancy (median of 4 and 2 YLEL, respectively). Figure 33 shows
the comparatively minor impact on life expectancy at birth of
perinatal mortality during the most recent period, not just be-
cause the change in this factor was relatively small (median: 0.5
YLEG), but also because perinatal mortality already is very low
(median: 0.9 YLEL).

The net gain in life expectancy at birth achieved in the
Americas between the beginning of the 1980s and the end of the
1990s was disaggregated into the specific contribution of each
cause of death, by age and sex. Figure 34 summarizes that disag-
gregation, using YLEG averages, weighted by population size. The
impact of the reduction of mortality in children under 5 years old
on the gain in life expectancy in the Region as a whole is note-
worthy—that reduction translates into an average gain of 2 YLEG
for both sexes, which represents 50% of the total gain for men and
40% of that for women. This gain mainly was due to a reduction
in mortality from infectious diseases (60%; 1.2 YLEG) and from
diseases originating in the perinatal period (25%; 0.5 YLEG) in
that age group and for both sexes. Figure 34 also shows the gain
derived from the reduction in mortality from external causes in
young people and from cardiovascular diseases in adults, which
are most evident in women's life expectancy. This, added to the
greater negative impact of mortality from residual causes, infec-
tious diseases, and neoplasms on males’ life expectancy, explains
why women have gained, on average, more years of life expectancy
than men (4.9 and 3.8 YLEG, respectively). The negative impact of
mortality from infectious diseases in men aged 25-40 and in
women aged 3040, essentially attributable to the impact of mor-
tality from AIDS in young people, also can be seen. This will be
analyzed in the following section.

Infectious Diseases

Practically all the Region’s countries experienced a reduction
in mortality from infectious diseases between the beginning of
the 1980s and the end of the 1990s, which translated into sub-
stantial gains in life expectancy (Figure 35). As a rule, the largest
contributions to YLEG were seen in countries where mortality
levels from these causes of death (measured in YLEL) are high-
est. By the same token, the most modest increases in YLEG were

seen in countries that already had achieved a low level of mortal-
ity from these causes. The impact of mortality from infectious
diseases in Ecuador, for example, exceeded 4 YLEG during that
period, the highest amount observed among the countries stud-
ied. However, a further reduction in mortality from infectious
diseases in that country could translate to a gain of three more
years of life expectancy. In El Salvador and Paraguay, which in
late 1990 had that same level of mortality (3 YLEL), the impact
was less pronounced (1.7 and 2.4 YLEG, respectively). Mortality
from infectious diseases had the most negative impact in
Barbados and Puerto Rico, where there has been a negative con-
tribution (0.5 YLEG) to the already relatively high levels of mor-
tality due to those causes in the last 20 years. In contrast, the
small negative contribution to life expectancy found in Canada
and the United States is associated with greater sensitivity to
changes in mortality (especially from AIDS and other emerging
diseases), since these countries have the lowest levels of mortal-
ity from infectious diseases in the Region. Roughly 25% of life ex-
pectancy gained in the Americas over the last 20 years (that is, 1
of every 4 YLEG) has resulted from a reduction in mortality from
infectious diseases in the first 5 years of life.

Diseases preventable by immunization. Figure 36 illus-
trates the impact of mortality from these diseases on female life
expectancy (similar to males). The positive contribution (in
YLEG) in Ecuador and El Salvador and, to a lesser extent, in
Brazil, Mexico, Panama, and Paraguay, is noteworthy. The almost
total absence of YLEL from vaccine-preventable diseases in the
Region also deserves mention; in other words, the reduction of
the mortality level from these diseases to virtually zero in the
Americas. To examine these changes, it is more telling to analyze
the rate of change in YLEL between the beginning of the 1980s
and the end of the 1990s (Figure 37). Loss of life expectancy at-
tributable to mortality from these causes has been declining rap-
idly in all the countries of the Americas, at a pace that exceeds
20% a year in Brazil, Colombia, Cuba, Ecuador, El Salvador,
Mexico, and Panama. This underlines the need to sustain immu-
nization programs in order to safeguard this gain.

Acute respiratory infections. The reduction in mortality
from this cause also has had a significant impact on the gain in
life expectancy in the countries of the Region (Figure 38). Brazil,
Ecuador, and Mexico benefited most (approximately 1.0 YLEG).
The sole exception was in El Salvador, where the impact on YLEG
was negative (approximately —0.5), making it the country with
the most YLEL from this cause (1.4). In contrast with the situa-
tion with respect to vaccine-preventable diseases, the level of
mortality from acute respiratory infections remains high, with
most of the countries in the 0.5 to 1.0 YLEL range. There is a bi-
modal age distribution of these YLEL (Figure 39): the impact of
mortality from acute respiratory infections on life expectancy af-
fects children in the first years of life and adults at older ages—a
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fact that must be considered in planning interventions. This pat-
tern differs from that of acute diarrheal diseases, for example,
which affect children in the first 5 years of life almost exclusively.

AIDS. In the period under study, the single most important
infectious cause, in terms of loss of years of life, was AIDS, par-
ticularly in the male population (Figure 40). In terms of YLEG,
Barbados (-1.5), Puerto Rico (-1.0), Panama (-0.7), and
Trinidad and Tobago (-0.6) suffered the most negative impacts.
These countries also are the ones with the highest level of mor-
tality from this cause, as expressed in YLEL (2.0,1.3,0.8,and 0.8,
respectively). The negative impact of AIDS in the period under
study has mostly affected the young (Figure 41); the loss of years
of life expectancy in males has roughly tripled that of females.

Septicemia. Between the beginning of the 1980s and the end
of the 1990s, Argentina, Barbados, Canada, Colombia, Ecuador, El
Salvador, Jamaica, Puerto Rico, Trinidad and Tobago, and the
United States experienced a real increase in YLEL from sep-
ticemia. In those countries, the rate of relative change in YLEL at-
tributable to mortality from that cause ranged between 2% and
10% per annum in both sexes, and this does not reflect net nega-
tive contributions to YLEG. Figure 42 shows the age distribution
of YLEG from septicemia and provides evidence of a striking
fact: the change in mortality from this cause made a positive con-
tribution to YLEG in young people and a negative contribution to
YLEG in adults. Aside from the health priorities in connection
with reduction of infant and maternal mortality (note the differ-
ence vis-a-vis the curve for men aged 15 to 40), this evidence
suggests that there are unequal opportunities in terms of access
to health services and to specialized health care.

Neoplasms

In general, mortality from cancer in the late 1990s still repre-
sented between 2 and 3 YLEL in each country. The contribution
of mortality from these causes to the change in life expectancy in
the Region between the beginning of the 1980s and the end of the
1990s has been very modest, no greater than +£0.5 (Figure 43), al-
though, as this analysis shows, there have been some important
trends in the period. For example, half of the countries experi-
enced a modest but positive impact on life expectancy attributa-
ble to the reduction in mortality from lung cancer in men (Figure
44). In women, however, all the countries experienced negative
contributions to YLEG from this cause, particularly Canada and
the United States (Figure 45). Furthermore, while there was a real
accumulation of YLEG for men aged between 30 and 60, the net
impact in women was negative (Figure 46).

On the other hand, whereas the contribution in YLEG from
changes in stomach cancer mortality was positive for both sexes
and in all the countries, except El Salvador, in the period under
study, the impact attributable to colon cancer was negative, ex-
cept in Canada, the Dominican Republic, Panama, Paraguay, and
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the United States. These changes could be associated with
lifestyle modifications and levels of exposure to carcinogens and
factors related to the development of these neoplasms.

Another trend that was consistently observed in the countries
of the Region, except Paraguay and the United States, is the nega-
tive impact on YLEG from prostate cancer, which is comparatively
greater in Barbados (0.5 YLEG) (Figure 47). Furthermore, the
rate of change in YLEL from this cause is high in all the countries
(Figure 48). The loss in male life expectancy from prostate cancer
has grown at about 8% a year in Barbados, 6% in El Salvador, and
approximately 4% in Chile, Colombia, the Dominican Republic,
Ecuador, Mexico, Trinidad and Tobago, and \enezuela. Breast
(Figure 49) and uterine (Figure 50) cancer together account for
1.0 to 1.5 YLEL in women. The change in mortality from breast
cancer represented a net gain in life expectancy for women only in
Canada and the United States, although it was a small gain (0.1
YLEG), while the change in mortality from uterine cancer had a
positive effect in all the countries, except El Salvador (=0.3 YLEG).

Diseases of the Circulatory System

Cardiovascular diseases contribute greatly to the loss of life ex-
pectancy in the Americas, although in the last 20 years, the reduc-
tion in mortality from these causes has had a considerable posi-
tive impact in all the countries of the Region (Figure 51). Between
the beginning of the 1980s and the end of the 1990s, Canada ac-
cumulated 3.0 YLEG by reducing mortality from these diseases.
While it still registers 2.5 YLEL attributable to these causes, it is
the only country that had more YLEG than YLEL from cardiovas-
cular death in the late 1990s. Argentina also accumulated 3.0
YLEG during that period, and still has 4.0 YLEL to reverse.

Both in terms of change (YLEG) and level (YLEL), mortality
from ischemic heart disease has had the most impact on life ex-
pectancy in the Americas. The change in mortality from this
cause resulted in a positive contribution to YLEG in all the coun-
tries studied, except Mexico (approximately —0.5 YLEG),
Paraguay (0.2 YLEG), and the Dominican Republic (0 YLEG). In
Canada and the United States, a contribution of approximately
1.7 YLEG is noted, and Argentina registers approximately 1.0
YLEG due to reduction in mortality from ischemic heart disease
(Figure 52). Considering the mortality level from this cause on
YLEL, the gains in YLEG in Chile, Colombia, Costa Rica, Cuba,
Puerto Rico, and Trinidad and Tobago have been smaller. The dif-
ferential age distribution of YLEG in connection with gender is
noteworthy: on the one hand, men begin to accumulate YLEG 15
to 20 years before women; on the other, women continue to accu-
mulate YLEG continuously throughout their lifetimes, while in
men it starts to decline at 55—60 years of age (Figure 53), accord-
ing to the epidemiology of these diseases.

The reduction in mortality from cerebrovascular disease in
the countries of the Americas also had a significant positive im-
pact on YLEG (between 0.5 and 0.7 YLEG), particularly in
Argentina, Brazil, Canada, Chile, El Salvador, and Venezuela
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(Figure 54). Moreover, Canada, Puerto Rico, and the United States
have already achieved the lowest level of mortality from this
cause (under 0.5 YLEL). If this level were achieved by Barbados,
Brazil, Colombia, Jamaica, Panama, Paraguay, Trinidad and
Tobago, and Venezuela, life expectancy at birth in these countries
would increase by at least 0.5 years. The age distribution of YLEL
due to mortality from cerebrovascular disease is relatively simi-
lar in both sexes, although the loss of life expectancy from this
cause starts some five years earlier for men (Figure 55).

The impact of mortality from arteriosclerosis and hypertensive
disease has also been pronounced in both sexes and in all the coun-
tries of the Region, even though, proportionally, they represent sig-
nificantly fewer YLEG and YLEL than do ischemic heart disease and
cerebrovascular disease. The other heart diseases, grouped into a
single category, on average contributed 0.5 YLEG (1.0 in Mexico) in
most of the countries, and still represent approximately 1.0 YLEL
(2.0 in Argentina). As a matter of fact, the rate of change in YLEL
due to mortality from these causes—uwhich in some circumstances
may be proxy indicators of the quality of certification of cardiovas-
cular death—shows a relatively rapid decrease of their impact on
life expectancy, along the order of —2% to —6% per year, and slightly
higher in women in the most countries (Figure 56).

Diseases Originating in the Perinatal Period

Figure 57 shows the impact of perinatal mortality on life ex-
pectancy at birth in the countries included in the analysis. With
the exception of Trinidad and Tobago, all the countries experi-
enced a positive contribution to YLEG due to the reduction of
mortality from perinatal causes, especially El Salvador (2.0
YLEG) and Barbados (1.0 YLEG). Canada, Chile, Cuba, and the
United States show the lowest YLEL from these causes (0.3
YLEL). Brazil, the Dominican Republic, Ecuador, Paraguay, and
Trinidad and Tobago, in contrast, have the highest levels of YLEL
(between 1.5 and 2.0 YLEL) from perinatal mortality. In
Paraguay and Trinidad and Tobago, the rate of YLEL shows an in-
crease in the loss of life expectancy along the order of 1% per year
from mortality due to these causes. In the other countries, how-
ever, there is a reduction of up to —6% a year, such as in Barbados,
Chile, Cuba, and El Salvador (Figure 58).

External Causes

Violent death remains an important cause of loss of life ex-
pectancy in the Americas; in the late 1990s, the Region’s coun-
tries showed between 1.5 and 3.5 YLEL from this cause. Changes
in mortality from external causes from the beginning of the
1980s to the end of the 1990s resulted in a modestly positive con-
tribution to YLEG (in general, not exceeding 0.5), with the excep-
tion of El Salvador (2.5 YLEG attributable to the end of the armed
conflict early in the period) and Mexico (1.0 YLEG). Even in
Colombia and, to a lesser extent, Puerto Rico and Brazil, the con-
tribution to YLEG was negative (Figure 59). In fact, these modest
YLEG gains are mostly the result of the reduction in mortality

from traffic accidents in men (Figure 60), especially young adults
(Figure 61), since homicides (Figure 62) and suicides (Figure 63)
had a negative effect on YLEG. Thus, as of the late 1990s, YLEL
had increased due to these avoidable causes.

Other Causes

Diabetes mellitus. The impact on life expectancy because of a
change in mortality due to this disease is considerable in the
Americas. In fact, from the beginning of the 1980s to the late
1990s, the contribution attributable to this cause was negative in
the vast majority of countries, especially Barbados, Ecuador,
Jamaica, Mexico, Panama, Puerto Rico, and Trinidad and Tobago
(between—0.3 and —0.7 YLEG). Only in Argentina, Chile, and Costa
Rica were there positive contributions, and these were small (in
general, not exceeding 0.2 YLEG). Moreover, the impact of the level
of mortality from this cause in the late 1990s was high, between 1.0
and 2.0 YLEL in Barbados, Jamaica, Mexico, and Trinidad and
Tobago (Figure 64). The rate of YLEL provides more striking evi-
dence of the real and potential effect of this cause on live ex-
pectancy. Except in Chile and in women in Costa Rica, the rate of
increase in loss of life expectancy from diabetes mellitus was pos-
itive and sharp in all countries and in both sexes, between 2% and
6% in most of the countries and up to 8% for men in Barbados
(Figure 65). The age distribution of YLEL due to this cause shows
that its greatest effect is on women starting at age 40 (Figure 66).

Cirrhosis of the liver. This cause of death, as do other liver
disorders, has considerable impact on life expectancy in the pop-
ulation of the Americas, particularly among men. The change in
mortality from this cause from the beginning of the 1980s to the
end of the 1990s resulted in a positive contribution to YLEG in
most countries, especially Chile, Puerto Rico, and Trinidad and
Tobago (0.4 YLEG). However, the impact attributable to the level
of mortality, in terms of YLEL, is still high in several countries:
1.5 in Mexico, 1.0 in Chile, and 0.8 YLEL in Barbados, Brazil,
Costa Rica, the Dominican Republic, Ecuador, and El Salvador. In
the last 20 years, countries such as Barbados, Costa Rica,
Ecuador, and, to a lesser extent, Cuba, Colombia, and Panama ac-
cumulated negative contributions to YLEG from this cause
(Figure 67); in these countries, the rate of YLEL indicates positive
growth in loss of life expectancy from cirrhosis in both men and
women (Figure 68).

Complications of pregnancy, birth, and the puerperium.
The impact of mortality from these causes on women' life ex-
pectancy can be seen in Figure 69, which shows the significant
positive impact on YLEG from the reduction in mortality due to
these causes from the beginning of the 1980s to the end of the
1990s, especially in Paraguay, Ecuador, El Salvador, Mexico, and
the Dominican Republic. In the late 1990s, YLEL from these
causes was no higher than 0.1, except in Paraguay (0.3 YLEL).
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Chronic obstructive pulmonary diseases. The rate with
which loss of life expectancy attributable to these diseases is de-
creasing is noteworthy (Figure 70). The rate of change of this cause
from the beginning of the 1980s to the end of the 1990s has ranged
between —2% and —6% in most countries, reaching —10% per year
for both men and women in Colombia, Ecuador, and El Salvador.
An exception to this trend is seen in the female population of
Barbados and of the United States, where the rate of change of
YLEL from chronic obstructive pulmonary disease has been grow-
ing (+3% and +2% per year, respectively).

Changes in a population's mortality profile—the different
risks of dying to which its inhabitants are exposed—Iargely re-
flect the complex interactions of diverse macrodeterminants of
individual and collective health. Included, of course, are the ef-
fects of preventive, curative, and rehabilitation health interven-
tions implemented in those populations. Changes in mortality,
and their impact on life expectancy, also are manifestations, in
terms of health, of the persistent socioeconomic inequalities
among the populations of the Americas. This analysis is not in-
tended to be an exhaustive study of the impact of mortality on
life expectancy in the Region during the last two decades of the
twentieth century. It does, however, summarize the most impor-
tant changes in the mortality risk profiles for the Region’s coun-
tries. On the one hand, it provides an account of the obvious ac-
cumulation of health gains in the Region; on the other, it offers
the analysis needed to explore the degree of equity with which
these gains are distributed in the population. The latter analysis
is the subject of this chapter’s next section.

REGIONAL HEALTH INEQUALITIES

In global terms, the increase in life expectancy at birth observed
in the countries of the Americas can be considered as a sum-
mary indicator of the degree to which their populations are ac-
cumulating health gains. On average, 2.7 years of life expectancy
were gained between 1985 (67.5) and 1995 (70.2), and 5.5 years
between 1980 (65.8) and 2000 (71.3). These gains, however, do
not occur to the same extent and are not distributed equally be-
tween countries or in population groups within a country. This
section empirically documents health inequalities in the Region,
their extent and trends, and their close link to observed socioe-
conomic inequalities. Based on the availability of data for this
section, the analysis included Argentina, Bahamas, Bolivia,
Brazil, Canada, Chile, Colombia, Costa Rica, Cuba, the
Dominican Republic, Ecuador, El Salvador, Guatemala, Guyana,
Honduras, Jamaica, Mexico, Nicaragua, Panama, Paraguay, Peru,
Trinidad and Tobago, the United States, Uruguay, and Venezuela.
Together, these countries account for 98.2% of the Region's esti-
mated 2001 population.
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The Socioeconomic Dimension of Health Inequalities

The historical and social context discussed at the beginning of
this chapter provides a frame of reference for analyzing health
determinants and their role in creating and maintaining health
inequalities in the Region. Conceptually, the population’s health
can be seen as determined by a set of factors that operate simul-
taneously at different levels of organization, from the individual
to the social. In other words, health conditions and health in-
equalities are determined individually, historically, and socially.
Methodologically, an analysis of health inequalities requires that
the distributions of socioeconomic factors, as well as health sta-
tus indicators be considered, not merely their average values.
From a managerial standpoint, the health situation can be viewed
as a product of the policies with which the States organize their
social agenda, the ways in which the population adapts to them,
and the degree of efficiency of both processes. As we have seen in
the earlier analyses, sharp differences in income level and income
gap, life expectancy, literacy, and economic and health resources
are examples of inequalities in the health of the Americas at the
close of the 20th century.

Economic development is a widely recognized macrodetermi-
nant of health. In general, the most economically developed soci-
eties also have better health status which, in turn, fosters human
development. Since the 1960s, the average Gini coefficient for
Latin America and the Caribbean has been the highest in the
world (see Annex A.3), which means that this is the most in-
equitable region in terms of income gap (19). More recently, the
configuration of open markets and globalized economies in the
Region, as well as a concern over the eventual emergence of
structural effects potentially harmful to the population, have
stimulated an interest in documenting the extent of income gaps
and in trying to reduce them. PAHO has documented health in-
equalities by analyzing the distribution of various health indica-
tors in groups of countries defined by income level (14, 15).

In this section’s regional analysis of health inequalities, the so-
cioeconomic dimension has been defined in terms of income
level—measured by the per capita gross national product ad-
justed for purchasing power parity—and in terms of the in-
equality of income distribution, or income gap—measured by
the top 20%/bottom 20% income ratio. It is important to empha-
size that income level and income gap each describe independent
characteristics of the socioeconomic dimension (Annex A.4).

In 1978-1998, the median income level for the Region as a
whole was 3,744.59 international dollars, and the median income
gap was 13.75. These two regional values were used as cutoff
points for assighing countries to one of four possible groups ac-
cording to their national income level and income gap medians
in the same period: 1) low income and narrow gap (Cuba,
Guyana, Jamaica, and Peru); 2) low income and wide gap
(Bolivia, the Dominican Republic, Ecuador, El Salvador,
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Guatemala, Honduras, Nicaragua, and Panama); 3) high income
and narrow gap (Argentina, Bahamas, Canada, Costa Rica,
Trinidad and Tobago, the United States, Uruguay, and Venezuela);
and 4) high income and wide gap (Brazil, Chile, Colombia,
Mexico, and Paraguay) (Table 10).

In a Regionwide context, these four groups of countries repre-
sent different socioeconomic profiles and can serve as the basis
for analyzing health situation inequalities during the last two
decades of the 20th century. This hierarchical classification
makes it possible to document the effect of income level—and,
by extension, of economic growth—on the health situation, as
defined by a set of core indicators. Moreover, it makes it possible
to explore the effect on health attributable to an unequal redistri-
bution of income. In this respect, this analytical approach tries to
show that health inequalities in the Region of the Americas are
not solely or primarily determined by the amount of available
wealth, but also by how equally wealth is distributed.

Inequalities in Life Expectancy at Birth

In accordance with the hierarchical classification of countries
grouped by income level and income gap, Figure 71 summarizes
the distribution of life expectancy at birth in the Region during
the 1990s. The distribution of this indicator in each group, which
is represented by a boxplot (Annex A.5), makes it possible to see
the inequalities in life expectancy within and among groups si-
multaneously. Figure 71 highlights two basic facts: 1) life ex-
pectancy is greater in countries with high income levels; and 2)
given the same income level, life expectancy is greater in the
countries with narrow income gaps. In fact, it is precisely those
countries with narrow income gaps, regardless of their income
levels, that in the 1990s had a median life expectancy above the
regional median. The median life expectancy in countries with
low income and narrow gaps (70.8 years) is higher than that in
countries with high income levels and wide income gaps (69.7
years). These differences also are reflected by sex (Figure 72).

A more detailed analysis of the Region’s current health situa-
tion and health inequalities can be accomplished by exploring the
level and distribution of a set of specific indicators of the health
situation and its determinants, such as those comprising the Core
Health Data Initiative (5). This information makes it possible to
present a broader, more diverse view that could not be arrived at
by analyzing only summary indicators, such as life expectancy.

Inequalities in the Risk of Dying

The increase in life expectancy at birth seen in the Region over
the past 20 years implies a decrease in mortality. For example, the
Region’s average crude mortality rate, estimated and adjusted by
age, decreased from 9.1 per 1,000 population in the 1980s to 6.9
in the 1990s. In other words, the absolute risk of dying dropped
by 24%. In the group of countries with low income and narrow

income gaps, this drop reached 30.1%, while in countries with
high income levels and wide income gaps, it was 18.8%. In the
1990s, the median crude mortality rate for the latter group of
countries exceeded that of the former (7.8 and 7.0 per 1,000 pop-
ulation, respectively); the effect also is observed in both sexes. In
general, the median risk of dying for someone who lived in a
wealthy and inequitable country of the Americas in the 1990s
was 10% greater than the risk of someone who lived in a poor
country with better income redistribution.

The decrease in infant mortality in the Americas is particu-
larly significant. In the early 1980s, the median Regional infant
mortality rate was 42.5 per 1,000 live births, and it had dropped
to 32.0 by the late 1990s—a 25% reduction in the absolute risk of
dying in the first year of life. Figure 73 shows the distribution
trends for this indicator in the four socioeconomic groupings: in-
fant mortality is invariably higher in the groups of countries with
wider income gaps, and this effect is consistent over time.
Moreover, the difference in infant mortality among groups with
narrow income gaps as compared to those with wide income
gaps is more marked in the groups of countries with high in-
come; this effect also holds over time. For example, in the late
1990s, in countries with high income levels, the ratio of median
infant mortality rates for the groups with wide income gaps,
compared to those with narrow income gaps, was approximately
2.0 (32.2/16.8 per 1,000 live births, respectively); while for the
groups of countries with low income levels, this indicator of rela-
tive risk was 1.2 (42.9/36.0 per 1,000 live births, respectively).
This suggests that, while the risk of dying in the first year of life
is certainly higher in those groups of countries with low income
levels than in those with high income levels, it is in the groups of
countries with high income levels where the inequality in income
distribution more strongly reflects inequalities in infant mortal-
ity and survival. Moreover, the consistency of this phenomenon
over time suggests that inequalities in infant mortality did not
change significantly in the last two decades of the 20th century.

Inequalities in infant mortality and survival also may reflect
differences in the contribution of the various causes of death to the
risk of dying in the first year of life. The ratio of the perinatal mor-
tality rate to the communicable disease mortality rate in children
younger than 1 year is clearly higher in the high income/narrow in-
come gap scenario, where the relative weight of perinatal causes in
infant mortality exceeds that of communicable diseases by 2.0 to
5.2 times (Figure 74). In the late 1990s, infant mortality from com-
municable diseases contributed to a loss of 6.1 times more years of
life expectancy at birth in countries with low income and wide in-
come gaps than in countries with high income and narrow income
gaps (0.85/0.14 years of life expectancy lost, respectively). The im-
pact of perinatal causes is 2.0 times higher in countries with low
income and wide gaps than in countries with high income and
narrow gaps (1.4/0.7 years of life expectancy lost, respectively).
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These inequalities are more significant because, in a broad sense,
the impact of communicable diseases on infant mortality is asso-
ciated with general interventions in living conditions, such as
water, sanitation, and education, while the effect on perinatal
causes is related to the availability of and access to medical serv-
ices and technology.

Analysis of the inequalities in mortality suggests that they are
associated more with inequalities of income distribution (the
gap) than with inequalities of income magnitude (the level). This
characteristic effect is observed invariably and consistently in the
analysis of mortality from such causes as communicable dis-
eases, neoplasms, cardiovascular disease, and external causes, as
reflected by the examples presented below.

Between the beginning of the 1980s and the end of the 1990s
in the Americas, the regional average rate of change in YLEL for
mortality from breast cancer was 1.3% per year. However, given
the same income level, the rate of change is faster in the groups
with wide income gaps. In countries with low income and wide
gaps, the YLEL from breast cancer increased at a rate three times
higher than that in countries with high income and narrow gaps
(2.0% and 0.7%, respectively). The prostate cancer situation is
analogous, but more pronounced; the average regional rate of
change in YLEL was 4.9% per year during the period under study
(Figure 75).

The reduction in cardiovascular mortality contributed signifi-
cantly to YLEG in the Americas between the 1980s and the 1990s.
At the Regional level, this reduction accounts for 41.3% of YLEG
for women and 35.9% of YLEG for men. Figure 76 shows that,
given the same income level, these gains were greater in the
groups with narrow income gaps: for both sexes, the percentage of
YLEG resulting from the reduction in risk of cardiovascular death
is 2.5 times higher in the group with narrow income gaps than in
the group with wide income gaps. In narrow income gap scenar-
ios, the YLEG is 60% higher in the countries with high income.
The situation is similar with respect to the reduction in mortality
from hypertensive cardiopathy, one of the most important specific
causes of death among diseases of the circulatory system.

The effect of socioeconomic inequalities on mortality is am-
plified when analyzing the risk of dying from external causes in
the Americas during the 1990s (Figure 77). Four observations de-
serve to be highlighted: 1) for both men and women, the risk of
dying from an external cause is 1.5 to 2.0 times higher in the
country groups with wide income gaps; 2) given the same income
gap, differences in income level have no substantial effect on the
risk of death from external causes in either sex (although the
variability in each group is different); 3) there is marked gender
inequality—at the regional level, the risk of dying from an exter-
nal cause is 3.3 times higher in men than in women (102.9/31.2
per 100,000 population); and 4) this gender inequality is more
pronounced in countries with wide income gaps, particularly
those that also have high incomes (rate ratio: 5.3; 150.4/28.6 per
100,000 inhabitants).
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Inequalities in the Supply and Production of Health Services

Health inequalities also are expressed in dimensions other
than mortality, particularly those relating to the level and distri-
bution of resources and to the access, coverage, supply, and pro-
duction of health services. The Regional median of national per
capita expenditures on health increased 6.2% per year during the
1980s and the 1990s (from 85.2 to 155.8 constant US$, respec-
tively); the rate of growth was 26.5% higher than that of per
capita income (4.9% a year) in that period (from 2,841.2 to
4,592.1 international dollars, respectively). This positive trend
was not evenly experienced throughout the Region, however: na-
tional per capita annual expenditures on health increased almost
four times more rapidly in countries with high income levels and
narrow income gaps (7.7%) than in countries with low income
levels and wide income gaps (2.0%). In the 1990s, the median na-
tional per capita expenditure on health in countries with high in-
come levels and narrow income gaps was eight times higher than
that in countries with low income levels and wide gaps (529.5
and 63.4 constant US$, respectively). Given the same income
level, the national per capita expenditure on health ranged from
1.6 to 2.4 times higher in countries with narrow income gaps.
Moreover, public spending on health as a percentage of national
expenditures on health was invariably higher in countries with
narrow income gaps (Figure 78). Between 1978 and 1998, for ex-
ample, public spending on health represented 74.1% of the me-
dian national expenditure on health in the group with low in-
come levels and narrow income gaps, double that in the group
with high income levels and wide income gaps (38.3%); in the
latter, private spending and, especially, out-of-pocket spending
represent a comparatively higher percentage of national expendi-
tures on health.

Analysis of the distribution of a set of indicators of the supply
and production of health services in the Region, such as avail-
ability of hospital beds (Figure 79), coverage of births by trained
personnel (Figure 80), ratio of health professionals to population,
prevalence of contraceptive use, and prevalence of low birth-
weight, shows a pattern of health inequality similar to that de-
scribed in previous paragraphs. Overall, in the last two decades of
the 20th century in the Americas, countries with narrow income
gaps—in other words, those that redistribute wealth more equi-
tably—nhave accrued more health gains, and this is not only true
for the wealthiest countries.

Inequalities in Health Determinants

Health inequalities at the Regional level reflect, to a large extent,
structural socioeconomic inequalities. For example, the median
total fertility rate for 1980—2000 was clearly lower in the groups of
countries with narrow income gaps (2.7 and 2.6 children per
woman in countries with low and high income, respectively) than
in the groups of countries with wide income gaps, where fertility
has been higher in low-income groups (4.3 children per woman)
than in high-income groups (3.1 children per woman) (Figure 81).
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In fact, countries with fertility rates nearer to the replacement
level—meaning that their demographic transition is more ad-
vanced—uwere not the countries with the highest income, but
those with less inequality in the distribution of their income.

For 2000, inequalities in education—one of the most signifi-
cant macrodeterminants of health—can be analyzed through the
distribution of the literacy rate. The regional median literacy rate
increased from 84.9% in 1980 to 91.9% in 2000, with a slightly
higher annual rate of growth for women (0.50%) than for men
(0.38%). But, at the end of the period, the literacy rate was con-
sistently lower in countries with wide income gaps, especially in
those that also have low income levels. Moreover, gender inequal-
ities associated with literacy have been more pronounced in
countries with wide income gaps (Figure 82). In summary, the
countries that tend to be more equitable in their income distri-
bution tend to have higher literacy rates, and these are distrib-
uted more evenly between men and women.

Finally, a macrodeterminant of health that has much signifi-
cance in the Region is access to basic water and sanitation services.
Median water and sanitation coverage in the Region increased
from 66.3% to 86.9% between the beginning of the 1980s and the
end of the 1990s, at a rate of 1.4% per year. Three observations are
noteworthy in Figure 83: 1) urban areas achieved median coverage
levels above 90%, and the distribution is similar regardless of in-
come levels and income gaps; 2) given the same income level,
countries with wide income gaps have lower coverage of access to
water and sanitation in rural areas; and 3) inequalities between
urban and rural areas are more accentuated in the groups of coun-
tries with wide income gaps, regardless of their income levels. This
evidence suggests that the countries which tend to distribute their
income more equitably also tend to have better water and sanita-
tion coverage with fewer urban-rural disparities.

Regional Scenarios for Health Action

In addition to having to generate evidence that can guide
health policies, there is a need to translate this information into
timely and effective interventions that can improve the health sit-
uation. This goal, inherent in epidemiological analysis, must con-
tinue to support the political commitment to reduce inequalities
and improve the health conditions in the Region. This section
presents the differential impact on life expectancy produced by
the mortality profile of each country grouping, by income level
and income gap. This impact, measured in terms of years of life
expectancy lost before reaching age 85 due to mortality from spe-
cific causes, shapes characteristic regional scenarios that make it
possible to document the mortality burden and identify health
intervention priorities in the middle term.

In the Region of the Americas at the dawn of the 21st century,
the impact of mortality on life expectancy at birth is more pro-
nounced in countries with greater inequality in their income dis-
tribution, not in the poorest countries. Men in countries with low

income levels and narrow gaps lose, on average, 13.2 YLEL, a level
similar to that seen in countries with high income levels and nar-
row gaps (13.4 YLEL). In contrast, countries with low income lev-
els and wide gaps lose 17.6 YLEL, and countries with high in-
come levels and wide gaps lose 19.6 YLEL. This impact also is
evident in women (10.0 and 8.8; 13.0 and 12.9, respectively).

Existing scenarios in the Region are defined by analyzing the
specific contributions of each group of causes of death, by age
group and sex, in countries with low income and narrow gaps
(Figure 84), low income and wide gaps (Figure 85), high income
and narrow gaps (Figure 86), and high income and wide gaps
(Figure 87). Given the same income level, countries with wide
gaps have a significantly greater concentration of YLEL in the
youngest age groups for both males and females, mostly attribut-
able to mortality from infectious diseases and perinatal causes.
The impact of violent death at young ages also is greater in coun-
tries with wide income gaps, especially in the male population.
Table 11 presents a detailed analysis of the similarities and differ-
ences in these scenarios, both in the relative positions of the most
important causes of mortality and in the extent of the impact of
each on life expectancy at birth. Moreover, these Regional scenar-
ios also show different demographic structures, as illustrated in
the distribution of their population pyramids, seen in Figure 88.

The dissociation between level of health and distribution of
health, and the contrast between income level and income gap re-
flect the multicausal model under which health determinants op-
erate and interact. On the one hand, the Region’s health situation
shows that scenarios with greater socioeconomic disadvantage
are not just those in which there is more poverty, but also those in
which there is more inequality in the distribution of income, re-
gardless of the amount of wealth available. On the other hand, it
shows that improvements in average levels of health that are not
accompanied by improvements in the distribution of health
gains are insufficient to generate human capital and accumulate
sustainable development. In light of this analysis and given the
urgent need to steer interventions toward promoting develop-
ment and equity in health, decision makers must step up to the
challenge and include both the level and the distribution of
health when they set health policies and priorities.

Pan Americanism and Equity: Efforts toward a
Healthier Hemisphere

At the dawn of the 21st century, the Americas are confronting
a double challenge: they must make still greater gains in health
and they must redistribute existing gains more equitably among
their populations. The goal of “health for all” remains vibrant, as
it emphasizes the distribution of health gains. The challenge in-
volves closing the gap between the level and distribution of
health gains; it also demands political and technical commitment
atall levels of organization (local, national, and subregional), and
it is, in essence, a Pan American effort.
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Consolidating the stewardship of health—one of the main ob-
jectives of health sector modernization processes throughout the
Hemisphere—is of the highest political importance for guiding
decisions that promote equity in health. In this respect, the top
priorities are the creation of public health information and com-
munication networks and systems, the strengthening of the abil-
ity to analyze the health situation, and the proactive use of epi-
demiology in health management (generation of epidemiological
intelligence). Technically, these priorities are reflected in the def-
inition of the essential functions of public health. Moreover, an
understanding of the multilevel scenario in which health deter-
minants operate and interact calls for a multisectoral policy re-
sponse that encompasses many currently operating factors: the
legal framework; the strategies to reduce poverty and the promo-
tion of economic growth; the trade-offs between equity and effi-
ciency and between capital and labor; the strength of redistribu-
tive policies; the opportunities to strengthen civil society and
create jobs; social security; housing and food subsidies; universal
education and health coverage; and a safe, high-quality, sustain-
able environment, while encouraging equitable distribution of
wealth and well-being in the spirit of Pan Americanism.

The surveillance and monitoring of health inequalities
through indicators that are sensitive to the socioeconomic di-
mension and cultural diversity are critical for evaluating the ef-
fect and impact of health policies and interventions. The analyt-
ical approach will become more useful as decentralization in
health grows and the capability to regularly gather and process
health data disaggregated at the local level develops. Similarly, the
capacity to intervene successfully in matters of health benefits as
communications and the link between epidemiological practice
and local health management are strengthened.

In broad terms, the Region's health situation presented here—
changes in life expectancy, mortality profile, pattern of socioeco-
nomic inequalities in health—can be seen as a reflection of the
combined impact that demographic transition, epidemiological
polarization, and, especially, the effectiveness of health policies and
the performance of health systems have had on the populations of
the Americas in the last decades of the 20th century. The accumu-
lated health gains are a tribute to “health for all by the year 2000.”
The unresolved health problems, the emergence of new ones, and
the unequal distribution and effect of both on the collective health
in the Americas result from a complex dynamic that opens the way
to the sweeping social, economic, political, and cultural changes
that are taking place. These changes provide a framework for glob-
alization and require the Region's renewed commitment to “health
for all;” tied to Pan Americanism and equity.
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TABLE 1. Selected countries, distributed by income quintiles, Region of the Americas,
1978-1998.

Quintile 1 Quintile 2 Quintile 3 Quintile 4 Quintile 5

(int$<2,286)  (int$=2,286-3,062) (int$ =3,062—4,195) (int$ =4,195-<5,572) (int$ =5,572)
Bolivia Ecuador Chile Brazil Argentina
Cuba El Salvador Panama Colombia Bahamas
Guyana Guatemala Paraguay Costa Rica Canada
Honduras Jamaica Peru Trinidad and Tobago Mexico
Nicaragua Dominican Uruguay United States

Republic Venezuela

TABLE 2. Selected countries, distributed by income gap quintiles, Region of the
Americas, 1978-1998.

Quintile 1 Quintile 2 Quintile 3 Quintile 4 Quintile 5
(<10.6) (=10.6—<11.9) (211.9—<15.3) (=15.3—<18.4) (=18.4)
Canada Argentina Costa Rica Bolivia Brazil
Cuba Bahamas El Salvador Chile Guatemala
Jamaica Guyana Paraguay Colombia Honduras
Trinidad and Tobago Uruguay Peru Ecuador Panama
United States Venezuela Dominican Nicaragua Mexico
Republic

TABLE 3. Measures of distribution of health indicators in subnational geographic
units, selected countries, Region of the Americas, 1995-1998.

Indicator No. Minimum Maximum Range Median
Infant mortality rate 363 37 133.0 129.3 19.7
Percentage of illiteracy 258 0.7 58.2 57.6 13.0
Percentage of urban population 250 11.0 100.0 89.0 64.3
Life expectancy at birth 192 56.8 79.0 22.2 70.0
Access to drinking water services 261 0.0 99.5 99.5 66.7
Access to excreta disposal services 244 0.0 98.3 98.3 435
Doctors available by population 222 0.8 99.1 98.4 9.6
Measles vaccine coverage in children 213 15.0 133.9 118.9 77.6

under 1 year old
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TABLE 4. Demographic indicators for the Americas, by subregion, 1996—-2002.

Region or country

Andean Latin Non-Latin Southern Central North

Indicators Year/period  Area Brazil Caribbean  Caribbean Cone America Mexico America Total
Population (in thousands) 1996 104,807.8 161,698.3 30,247.8 7,399.8 57,838.7 32,906.2 92,709.7 301,381.5 788,989.7
2002 116,927.9 174,706.1 32,299.4 7,736.8 62,696.6 37,9714 101,842.4 319,861.8 854,042.3
Population change (in thousands) 1996-2002  12,120.1 13,007.8 2,051.6 336.9 4,857.9 5,065.2 9,132.7 18,480.2 65,052.5
Population growth rate (%) 1996-2002 1.8 13 11 0.7 13 24 1.6 1.0 13
Births (in thousands) 1996 2,740.8 3,361.3 656.6 147.0 1,222.6 1,070.9 2,341.6 4,380.7 15,921.6
2002 2,733.1 3,373.7 653.9 140.6 1,242.8 1,120.6 2,273.2 4,135.8 15,673.6
Birth rate (per 1,000 population) 1996 26.2 20.7 21.7 19.9 211 325 25.1 145 20.2
2002 234 19.2 20.2 18.2 19.8 29.5 222 12.9 18.4
Total fertility rate (children/woman) 1996 31 2.3 2.7 2.3 2.7 41 2.8 2.0 25
2002 2.8 2.2 25 21 25 36 25 19 23
Deaths (in thousands) 1996 640.4 1,152.4 260.1 47.6 423.1 209.2 475.5 2,566.4 5,774.6
2002 7134 1,237.7 279.6 49.4 448.4 2271 520.0 2,668.7 6,144.2
Mortality rates 1996 6.1 71 8.6 6.4 73 6.4 5.1 8.5 7.3
(per 1,000 population) 2002 6.1 7.0 8.7 6.4 7.2 6.0 5.1 8.3 7.2
Infant mortality rates 1996 37.8 43.1 414 23.7 222 38.1 316 7.6 28.5
(per 1,000 live births) 2002 315 38.3 37.8 213 20.1 32.8 28.2 6.7 253
Life expectancy at birth (years) 1996 69.2 66.9 67.3 73.0 73.0 67.6 72.0 76.5 72.0
2002 70.9 68.3 67.8 73.9 74.1 68.9 73.0 77.7 732
Ratio of adults to elderly persons? 1996 13.8 13.3 9.6 9.0 7.3 14.4 13.9 5.3 9.8
2002 13.0 124 9.2 9.1 72 13.9 12.8 5.4 9.5
Natural population growth 1996 2,100.4 2,209.0 396.5 99.4 799.5 861.8 1,866.1 1,814.3 10,147.0
(in thousands) 2002 2,019.7 2,136.0 3743 91.2 794.5 893.5 1,753.2 1,467.1 9,529.4
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aThe ratio of adults to elderly individuals is the number of persons between 15 and 64 years old per person aged 65 years old or older.
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TABLE 5. Urbanization process indicators, by subregion, Region of the Americas, 1996-2002.

Region or country

Andean Latin Non-Latin Southern Central North
Indicators Year/period  Area Brazil Caribbean  Caribbean Cone America Mexico America Total
Population (in thousands) 1996 104,807.8 161,698.3 30,247.8 7,399.8 57,838.7 32,906.2 92,709.7 301,381.5 788,989.7
Urban population (in thousands) 1996 76,314.9 127,717.8 49,017.8 18,438.6 4,554.0 15,220.8 68,268.3 230,297.2 589,829.3
2002 88,280.4 143,631.8 54,149.4 20,395.9 4,976.8 18,506.8 76,216.7 248,423.1 654,580.8
Rural population (in thousands) 1996 28,4929 33,980.5 8,820.9 11,809.2 2,845.8 17,685.4 24,4414 71,084.3 199,160.5
2002 28,647.5 31,074.3 8,547.3 11,903.4 2,759.9 19,464.6 25,625.7 71,438.7 199,461.5
Urban percentage 1996 72.8 79.0 84.7 61.0 61.5 46.3 73.6 76.4 74.8
2002 75.5 82.2 86.4 63.1 64.3 48.7 74.8 7.7 76.6
Annual urban growth rates (%) 1996-2002 24 2.0 1.7 1.7 15 33 18 13 1.7
Annual rural growth rates (%) 1996-2002 0.1 -15 -0.5 0.1 -0.5 16 0.8 0.1 0.0
Rate of urbanization (%) 1996-2002 23 34 22 15 2.0 17 1.0 12 1.7
Urban population in cities 1996 32,763.6 55,434.0 22,903.6 9,604.0 124,554.6 7,586.4 30,684.8 283,531.0
(in thousands)
Cities larger than 750,000 inhabitants 2002 38,516.4 61,238.8 24,886.4 10,984.8 132,001.8 9,287.2 34,567.2 311,482.6
Cities smaller than 750,000 inhabitants 1996 43,551.3 72,283.8 26,114.2 8,834.6 105,742.6 7,634.4 37,583.5 306,298.3
2002 49,764.0 82,393.0 29,263.0 9,411.1 116,421.3 9,219.6 41,649.5 343,098.2
Annual growth rates 1996-2002 2.7 17 14 2.2 1.0 34 2.0 1.6
(cities larger than 750,000)
Annual growth rates 1996-2002 2.2 2.2 19 11 1.6 31 17 19

(cities smaller than 750,000)
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TABLE 6. Estimated mortality rates (per 100,000 population), adjusted for age, by broad groups of causes, selected countries of the Americas, beginning
of the 1980s.

Communicable Diseases of the Perinatal External All other
diseases Neoplasms circulatory system conditions causes causes
F M F M F M F M F M F M
Argentina 50.2 69.2 1119 179.3 275.9 435.0 35.0 46.4 30.5 88.7 109.75 166.26
Barbados 40.7 56.2 114.8 132.8 237.7 326.7 435 424 16.8 56.0 139.60 163.04
Brazil 159.2 217.1 1104 164.5 374.4 534.3 64.5 82.6 34.8 132.3 170.31 247.05
Canada 12.9 21.7 108.2 163.7 1704 314.8 9.6 12.8 31.2 83.3 64.55 11051
Chile 70.1 107.0 132.2 168.3 201.0 288.3 24.7 314 35.7 134.8 135.39 222.99
Colombia 89.9 112.2 125.2 141.8 300.2 387.8 40.3 49.7 38.1 189.6 164.87 208.74
Costa Rica 428 58.9 1174 155.3 1754 229.1 21.3 26.4 236 86.1 128.60 144.70
Cuba 50.8 61.6 95.4 128.1 222.9 263.5 18.5 26.1 46.0 88.6 85.18 91.61
Dominican Republic 121.6 138.7 83.2 925 267.8 311.3 745 79.9 235 715 202.20 260.57
Ecuador 254.9 282.4 1113 103.4 193.8 222.0 45.2 56.0 413 139.9 229.81 274.17
El Salvador 208.8 278.8 114.4 90.8 260.7 335.7 103.5 128.3 78.2 464.4 349.63 557.54
Jamaica 68.3 90.1 131.6 154.7 302.4 359.3 18.1 19.2 8.0 26.5 159.77 234.38
Mexico 160.8 195.6 82.2 73.0 176.2 201.3 32.0 44.3 42.7 199.1 219.22 301.60
Panama 88.7 104.4 106.1 130.5 197.1 261.8 35.7 44.1 31.9 117.1 142.16 175.20
Paraguay 182.0 230.8 86.7 80.2 250.9 308.4 35.3 48.3 23.2 93.2 141.07 170.15
Puerto Rico 29.0 49.1 79.0 125.9 187.9 260.0 24.2 33.7 18.1 107.7 107.79 171.16
Trinidad and Tobago 82.3 109.4 97.6 1015 354.3 452.4 32.2 419 30.3 96.0 192.39 243.97
United States 16.2 27.0 110.7 169.8 199.1 356.7 15.6 20.0 31.8 95.0 73.30 119.84
Venezuela 103.0 1313 1211 124.7 256.3 335.7 38.3 50.3 38.4 150.8 137.71 170.71

| INATOA ‘NOILIAT 2007 ‘SYOININY FHL NI HLTvaH

F = female
M = male




14

TABLE 7. Estimated mortality rates (per 100,000 population) adjusted for age, by broad groups of causes, selected countries of the Americas, end of the 1990s.

Communicable Diseases of the Perinatal External All other
diseases Neoplasms circulatory system conditions causes causes
F M F M F M F M F M F M
Argentina 36.2 575 99.2 153.6 153.4 274.8 227 29.6 235 71.7 96.25 165.12
Barbados 41.2 100.7 121.8 171.6 220.2 266.7 13.7 16.5 14.9 55.4 159.44 206.68
Brazil 75.1 122.3 101.2 155.9 245.0 375.2 494 64.3 30.9 139.8 165.81 264.84
Canada 12.6 26.3 107.3 163.8 94.7 182.4 6.2 7.9 19.4 55.5 66.11 104.80
Chile 51.1 94.8 115.3 160.9 1185 202.1 8.7 10.9 231 107.0 102.50 172.66
Colombia 52.7 74.2 107.0 127.5 221.4 290.3 28.0 35.6 35.2 207.3 132.86 167.51
Costa Rica 27.9 48.0 108.0 138.1 148.8 208.8 15,5 19.1 24.1 88.9 118.06 148.57
Cuba 30.3 445 95.1 131.8 169.3 228.9 6.0 8.8 36.4 85.8 84.61 101.87
Dominican Republic 64.3 89.9 733 99.5 214.0 267.5 52.7 60.3 21.8 66.9 126.66 160.99
Ecuador 87.1 118.2 117.2 116.9 159.8 211.1 294 37.1 32.6 134.5 165.17 215.49
El Salvador 109.7 1517 108.6 80.8 145.9 158.3 238 29.5 39.5 199.0 188.36 306.98
Jamaica 39.7 51.3 127.3 162.3 279.0 315.2 15.1 16.6 4.2 14.1 176.50 216.79
Mexico 41.7 70.7 83.0 93.6 145.9 186.5 271 35.7 24.9 107.3 218.53 308.40
Panama 415 75.3 90.2 105.6 140.0 188.6 245 29.6 24.3 96.6 128.25 166.33
Paraguay 94.9 122.6 80.6 82.3 250.1 307.9 37.0 46.9 27.4 87.2 114.96 137.71
Puerto Rico 31.7 82.7 69.2 115.0 116.4 192.4 14.4 16.6 18.8 112.3 130.16 216.07
Trinidad and Tobago 434 84.2 103.5 124.6 280.0 364.4 355 46.9 239 79.9 220.33 291.84
United States 22.0 38.2 108.9 155.0 136.1 223.1 7.9 105 252 70.2 87.60 119.35
Venezuela 55.1 81.2 99.7 110.8 185.1 261.2 29.6 38.1 26.7 124.6 121.35 154.09
F = female
M =male
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TABLE 8. Percentage reduction in estimated mortality rate, adjusted for age, by broad groups of causes, selected countries of the Americas, 1980-1990.

Communicable Diseases of the Perinatal External All other
diseases Neoplasms circulatory system conditions causes causes
F M F M F M F M F M F M
Argentina 279 16.9 11.3 14.3 44.4 36.8 35.2 36.3 229 12.5 12.3 0.7
Barbados -1.3 -79.1 -6.1 -29.2 7.4 18.4 68.6 61.2 11.2 1.0 -14.2 -26.8
Brazil 529 437 8.3 5.2 34.6 29.8 234 221 11.2 -5.7 2.6 -7.2
Canada 2.6 -21.0 0.8 -0.1 445 42.1 354 38.8 37.7 335 24 5.2
Chile 27.2 11.4 12.8 4.4 41.0 29.9 65.0 65.4 35.2 20.6 243 22,6
Colombia 41.4 33.8 145 10.0 26.2 25.1 30.4 28.3 7.6 -9.4 19.4 19.7
Costa Rica 34.7 18.5 8.0 11.1 15.2 8.9 274 274 =21 =32 8.2 =27
Cuba 404 21.7 0.3 -2.9 24.0 13.1 67.4 66.3 20.8 3.2 0.7 -11.2
Dominican Republic 471 35.1 12.0 ) 20.1 14.1 29.3 24.6 74 6.5 374 38.2
Ecuador 65.8 58.2 -5.3 -13.1 175 49 35.1 33.8 20.9 39 28.1 21.4
El Salvador 475 45.6 5.1 10.9 44.0 52.8 77.0 77.0 495 57.1 46.1 449
Jamaica 419 43.0 33 -4.9 7.8 12.3 16.8 13.4 47.6 47.0 -10.5 75
Mexico 70.3 63.8 -1.0 -28.1 17.2 74 15.3 19.4 41.6 46.1 0.3 -2.3
Panama 532 279 15.0 19.1 29.0 28.0 31.3 329 237 175 9.8 5.1
Paraguay 479 46.9 7.0 2.7 0.3 0.2 4.7 3.0 -17.7 6.4 18.5 19.1
Puerto Rico -30.1 -68.5 12.4 8.6 38.1 26.0 40.3 50.9 -38 -4.3 -20.8 -26.2
Trinidad and Tobago 472 23.0 -6.1 =22.7 21.0 19.4 -10.2 -11.9 211 16.8 -14.5 -19.6
United States -35.6 —41.6 16 8.7 316 375 49.3 475 20.6 26.1 -195 04
Venezuela 46.5 38.1 17.7 11.2 27.8 222 229 24.1 30.6 17.4 11.9 9.8
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TABLE 9. Level and change in life expectancy at birth (Eo), by sex and period, selected countries of the Americas, beginning of
the 1980s and end of the 1990s.

Men Women
Eo Eo Eo Eo
beginning end of Absolute Annual average beginning end of Absolute Annual average

of the the change rate of of the the change rate of
Country 1980s 1990s  (years) change (%) 1980s 1990s  (years) change (%)
Argentina 66.3 70.3 4.04 0.370 73.1 78.0 4.90 0.406
Barbados 70.2 69.7 -0.49 -0.050 73.9 74.7 0.85 0.082
Brazil 59.1 64.1 5.05 0.482 66.1 719 5.76 0.491
Canada 719 754 3.52 0.299 79.1 82.4 3.38 0.262
Chile 66.9 711 411 0.397 73.6 783 476 0.418
Colombia 64.3 67.1 281 0.389 70.1 74.2 414 0.521
Costa Rica 716 72.6 1.06 0.113 75.8 77.6 1.85 0.186
Cuba 721 738 171 0.138 75.4 787 3.26 0.249
Dominican Republic 65.9 70.4 4.48 0.387 69.0 74.4 5.38 0.442
Ecuador 61.9 68.3 6.36 0.575 65.9 73.6 771 0.652
El Salvador 53.5 65.5 12.00 1.265 63.4 729 9.43 0.866
Jamaica 68.3 711 2.75 0.438 717 734 1.69 0.258
Mexico 63.6 69.4 5.77 0.482 70.3 74.9 4.65 0.356
Panama 68.1 72.0 3.90 0.328 73.1 775 4.39 0.343
Paraguay 65.4 69.0 3.69 0.457 69.9 731 317 0.369
Puerto Rico 70.2 704 0.21 0.018 77.5 79.5 1.99 0.149
Trinidad and Tobago 65.2 66.4 1.20 0.131 69.7 715 1.79 0.181
United States 70.1 73.6 3.44 0.282 77.6 79.4 174 0.130
Venezuela 65.7 69.5 3.83 0.354 711 75.8 474 0.404

Absolute change (years) = number of years of life expectancy at birth (Eo) gained between the two periods.
Annual average rate of change (%) = annual average growth rate of life expectancy at birth; exponential method: r = In ((t/t%/n).
Source: Pan American Health Organization, Special Program for Health Analysis, 2001.

TABLE 10. Socioeconomic groupings of countries, by
income level and income gap, Region of the Americas,
1978-1998.

Income level
(per capita gross national product, adjusted
for purchasing power parity, 1978-1998)
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TABLE 11. Five leading causes of death, by their contribution to years of life expectancy lost, by age groups and socioeconomic groupings, Region of the Americas,

end of the 1990s.

04 years

5-14 years

15-44 years 45-59 years

60+ years

Total

Country groupings with low income and narrow income gap

Perinatal conditions 0.992  Traffic accidents 0.049  Homicide 0521  Ischemic heart disease 0.419  Ischemic heart disease 1.067  Ischemic heart disease 159
Congenital anomalies 0.314  Accidental drowning 0.022  Traffic accidents 0.281  Cerebrovascular disease 0.250  Cerebrovascular disease 0.722  Cerebrovascular disease 1.06
Intestinal infections 0.268  Leukemias 0.020  AIDS 0.136  Diabetes mellitus 0.243  Diabetes mellitus 0509  Perinatal conditions 0.99
Acute respiratory infections  0.225  Acute respiratory infections ~ 0.018  Suicide 0.120  Other diseases of the heart 0.130  Other diseases of the heart 0402  Diabetes mellitus 0.81
Nutritional deficiency 0.072  Homicide 0.016  Ischemic heart disease 0.097  Traffic accidents 0.107  Hypertensive disease 0.254  Homicide 0.69
Country groupings with low income and wide income gap
Perinatal conditions 1360  Traffic accidents 0.051  Homicide 0.400  Cerebrovascular disease 0.282  Cerebrovascular disease 0.796  Cerebrovascular disease 1.19
Acute respiratory infections  0.444  Acute respiratory infections  0.027  Traffic accidents 0.328  Ischemic heart disease 0.273  Ischemic heart disease 0.705  Ischemic heart disease 1.06
Intestinal infections 0.396  Leukemias 0.026  AIDS 0.168  Other diseases of the heart ~ 0.175  Other diseases of the heart ~ 0.542  Other diseases of the heart ~ 0.82
Congenital anomalies 0.394  Accidental drowning 0.026  Cerebrovascular disease 0.106  Diabetes mellitus 0.138  Diabetes mellitus 0.385  Traffic accidents 0.59
Nutritional deficiency 0.147  Congenital anomalies 0.021  Suicide 0.104  Chronic liver disease 0.123  Hypertensive disease 0.238  Diabetes mellitus 0.56
Country groupings with high income and narrow income gap
Perinatal conditions 0.500  Traffic accidents 0.028 AIDS 0.284  Ischemic heart disease 0.302  Ischemic heart disease 0.855  Ischemic heart disease 1.22
Congenital anomalies 0.228  Accidental drowning 0.018  Traffic accidents 0252  Other diseases of the heart ~ 0.230  Other diseases of the heart ~ 0.624  Other diseases of the heart 1.01
Acute respiratory infections  0.049  Other diseases of the heart ~ 0.011  Suicide 0.173  Lung cancer 0.182  Cerebrovascular disease 0.491  Cerebrovascular disease 0.75
Other diseases of the heart ~ 0.034  Leukemias 0.011  Homicide 0.130  Cerebrovascular disease 0.181  Lung cancer 0.384  Lung cancer 0.60
Nutritional deficiency 0.021  Congenital anomalies 0.010  Other diseases of the heart ~ 0.115  Diabetes mellitus 0.122  Diabetes mellitus 0.351  Diabetes mellitus 051
Country groupings with high income and wide income gap
Perinatal conditions 0.655  Traffic accidents 0.033  Homicide 0512  Chronic liver disease 0.299  Ischemic heart disease 0.785  Ischemic heart disease 111
Congenital anomalies 0.325  Leukemias 0.015  Traffic accidents 0.302  Ischemic heart disease 0.261  Diabetes mellitus 0.561  Diabetes mellitus 0.84
Acute respiratory infections  0.165  Accidental drowning 0.012  AIDS 0.276  Diabetes mellitus 0.224  Cerebrovascular disease 0.451  Chronic liver disease 0.70
Intestinal infections 0.059  Congenital anomalies 0.011  Chronic liver disease 0.134  Cerebrovascular disease 0.141  Other diseases of the heart 0.285  Perinatal conditions 0.66
Nutritional deficiency 0.033  Homicide 0.010  Suicide 0.116  Other diseases of the heart ~ 0.092  Chronic liver disease 0.270  Cerebrovascular disease 0.65

Source: Pan American Health Organization, Special Program for Health Analysis, 2002.
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FIGURE 1. Distribution of per capita gross national product
(in international dollars adjusted for purchasing power
parity), selected countries of the Americas, 1980.
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FIGURE 2. Distribution of per capita gross national
product (in international dollars adjusted for purchasing
power parity), selected countries of the Americas, 1998.
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FIGURE 3. Changes in per capita gross national product
(in dollars adjusted for purchasing power parity) by
distribution terciles, Region of the Americas, 1978-1998.
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FIGURE 4. Gross national product growth trends, selected
countries of the Americas, 1978-1988 and 1988-1998.
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FIGURE 5. Lorenz curve for income distribution (expressed
as the current value of the per capita gross national
product), selected countries of the Americas, 1999.
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FIGURE 6. Literacy trends, by subregion, Region of the
Americas, 1980-1998.
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FIGURE 7. Distribution of the illiterate population, by FIGURE 9. Lorenz curve for infant mortality, selected
subnational geographic units, selected countries of the countries of the Americas, 1997.
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FIGURE 8. Trends in life expectancy at birth, Region of the Americas, 1980-2000.
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FIGURE 10. Infant mortality, by subnational geographic units, Region of the Americas, 1994-1997.
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FIGURE 11. Infant mortality distribution, by subnational FIGURE 13. Summary distribution of life expectancy at
geographic unit, selected countries of the Americas, birth, by income quintile, selected countries of the
1994-1997. Americas, 1999.
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FIGURE 15. Summary distribution of literacy, by income

quintile, selected countries of the Americas, 2000.
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FIGURE 16. Summary distribution of level of urbanization,
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FIGURE 17. Summary distribution of life expectancy at
birth, by income-gap quintile, selected countries of the
Americas, 1999.

Life expectancy at birth (years)

Infant mortality (deaths per 1,000 live births)

90

80 4

70 4

60

80

70

60 {

50 4

40

30 4

20 1

10 A

0

i *
; O
i_
° —
fe) (e}
N= 5 5 5 5 5
1 2 3 4 5

Countries by income-gap quintile (from lowest to highest)

FIGURE 18. Summary distribution of infant mortality, by
income-gap quintile, selected countries of the
Americas, 1999.
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FIGURE 19. Trends in life expectancy at birth in the
Andean Area, 1950-2000.
75
__ 70
65
= 601
& 551
2 50
;,_’ 45 4
= 40

cy (years

Xpect:

Five-year periods

|+Bolivia Colombia -4 Ecuador - Peru - Venezuela |

FIGURE 20. Trends in life expectancy at birth in Brazil and
the Southern Cone, 1950-2000.
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FIGURE 21. Trends in life expectancy at birth in the
Caribbean, 1950-2000.
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FIGURE 22. Trends in life expectancy at birth in the Central
American Isthmus and Mexico, 1950-2000.
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FIGURE 23. Trends in life expectancy at birth in Canada
and the United States of America, 1950-2000.
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FIGURE 24. Population structure, by age and sex, Andean
Area, 1980 and 2000.
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FIGURE 25. Population structure, by age and sex, Brazil,
1980 and 2000.
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FIGURE 26. Population structure, by age and sex, Southern
Cone, 1980 and 2000.
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FIGURE 27. Population structure, by age and sex, Central
America, 1980 and 2000.
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FIGURE 28. Population structure, by age and sex, Mexico,
1980 and 2000.
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FIGURE 29. Population structure, by age and sex,
North America, 1980 and 2000.
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FIGURE 30. Countries of the Americas, by life expectancy at birth and total fertility rate, circa 2002.
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FIGURE 31. Estimated regional average mortality rate,
adjusted for age and sex, by broad groups of causes,
beginning of the 1980s and end of the 1990s.
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FIGURE 32. Percent reduction and confidence intervals at
95% for the estimated mortality rate, adjusted for age and
sex, by broad groups of causes, beginning of the 1980s and
end of the 1990s.
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FIGURE 33. Regional impact of mortality from broad groups
of causes on life expectancy at birth, Region of the
Americas, beginning of the 1980s to the end of the 1990s.
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FIGURE 34. Contribution of age groups and causes of death to changes in life expectancy, by
sex, Region of the Americas, beginning of the 1980s to the end of the 1990s.
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FIGURE 35. Impact of mortality from infectious causes
on life expectancy at birth, selected countries of the
Americas, beginning of the 1980s to the end of the 1990s.
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Source: Pan American Health Organization, Special Program for Health Analysis,
2002.

FIGURE 36. Impact of mortality from vaccine-preventable
diseases on women's life expectancy, selected countries
of the Americas, beginning of the 1980s to the end of the 1990s.
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FIGURE 37. Rate of change in years of life expectancy lost
due to mortality from vaccine-preventable diseases,
selected countries of the Americas, beginning of the 1980s
to the end of the 1990s.
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Source: Pan American Health Organization, Special Program for Health Analysis,
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FIGURE 38. Impact of mortality from acute respiratory
infections on men's life expectancy, selected countries of
the Americas, beginning of the 1980s to the end of the 1990s.
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FIGURE 39. Distribution of years of life expectancy lost due
to mortality from acute respiratory infections, by age and
sex, Region of the Americas, end of the 1990s.
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FIGURE 40. Impact of mortality from AIDS on men’s life
expectancy, Region of the Americas, beginning of the
1980s to the end of the 1990s.
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FIGURE 41. Distribution of years of life expectancy gained
from changes in mortality from AIDS, by age and sex,
Region of the Americas, beginning of the 1980s to the end
of the 1990s.
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FIGURE 42. Distribution of years of life expectancy gained
from changes in mortality from septicemia, by age and sex,
Region of the Americas, beginning of the 1980s to the end
of the 1990s.
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FIGURE 43. Impact of mortality from neoplasms on life
expectancy at birth, Region of the Americas, beginning of
the 1980s to the end of the 1990s.

Argentina
Barbados

Brazil

Canada

Chile

Colombia

Costa Rica

Cuba

Ecuador

El Salvador

United States
Jamaica

Mexico

Panama

Paraguay

Puerto Rico
Dominican Republic
Trinidad and Tobago
Venezuela

Life expectancy (years)

[ = vies vieL |

Source: Pan American Health Organization, Special Program for Health Analysis,
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FIGURE 44. Impact of mortality from lung cancer on men's
life expectancy, Region of the Americas, beginning of the
1980s to the end of the 1990s.
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FIGURE 45. Impact of mortality from lung cancer on
women's life expectancy, Region of the Americas,
beginning of the 1980s to the end of the 1990s.
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FIGURE 46. Distribution of years of life expectancy gained
from changes in mortality from lung cancer, by age and
sex, Region of the Americas, beginning of the 1980s to the
end of the 1990s.

.008 -
&
m J
> .004 4
=} 4
g
s J
> .000 =S ~
g ] N
8 E ~ \ ,
2 o] \ “
-.004 4 \ /
3]
(<] T N /
= E \ /
»-008 | AN /
g N

-012 |

<1 1 5 10 15 20 25 30 35 40 45 50 55 60 65 70 75 80 85+
Age (years)
| ——— Males —— - Females |

Source: Pan American Health Organization, Special Program for Health Analysis,
2002.



|. REGIONAL HEALTH ANALYSIS

FIGURE 49. Impact of mortality from breast cancer on
women's life expectancy, selected countries of the
Americas, beginning of the 1980s to the end of the 1990s.

FIGURE 47. Impact of mortality from cancer of the prostate
on men's life expectancy, selected countries of the
Americas, beginning of the 1980s to the end of the 1990s.
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FIGURE 48. Rate of change in years of life expectancy lost
due to mortality from prostate cancer, selected countries of
the Americas, beginning of the 1980s to the end of the

FIGURE 50. Impact of mortality from uterine cancer on
women's life expectancy, selected countries of the
Americas, beginning of the 1980s to the end of the 1990s.
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FIGURE 51. Impact of mortality from cardiovascular
diseases on life expectancy at birth, selected countries of
the Americas, beginning of the 1980s and end of the 1990s.
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FIGURE 52. Impact of mortality from ischemic heart disease
on men's life expectancy, selected countries of the
Americas, beginning of the 1980s to the end of the 1990s.
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FIGURE 53. Distribution of years of life expectancy gained
from changes in mortality from ischemic heart disease, by
age and sex, Region of the Americas, beginning of the
1980s to the end of the 1990s.
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FIGURE 54. Impact of mortality from cerebrovascular disease
on women's life expectancy, selected countries of the
Americas, beginning of the 1980s to the end of the 1990s.
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FIGURE 55. Distribution of years of life expectancy lost due
to mortality from cerebrovascular diseases, by age and
sex, Region of the Americas, end of the 1990s.
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FIGURE 56. Rate of change in years of life expectancy lost
due to mortality from other heart diseases, selected
countries of the Americas, beginning of the 1980s to the
end of the 1990s.
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FIGURE 57. Impact of mortality from perinatal conditions
on life expectancy at birth, selected countries of the
Americas, beginning of the 1980s to the end of the 1990s.
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FIGURE 58. Rate of change in years of life expectancy lost
from mortality due to conditions originating in the perinatal
period, selected countries of the Americas, beginning of
the 1980s to the end of the 1990s.
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FIGURE 59. Impact of mortality from external causes on life
expectancy at birth, selected countries of the Americas,
beginning of the 1980s to the end of the 1990s.
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FIGURE 60. Impact of mortality from traffic accidents on
men's life expectancy, selected countries of the Americas,
beginning of the 1980s to the end of the 1990s.
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FIGURE 61. Distribution of years of life expectancy lost due
to mortality from accidents, Region of the Americas, end of
the 1990s.
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FIGURE 62. Impact of mortality from homicide on men’s life
expectancy, selected countries of the Americas, beginning
of the 1980s to the end of the 1990s.
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FIGURE 63. Impact of mortality from suicide on men’s life
expectancy, selected countries of the Americas, beginning
of the 1980s to the end of the 1990s.
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FIGURE 64. Impact of mortality from diabetes mellitus on
women's life expectancy, selected countries of the
Americas, beginning of the 1980s to the end of the 1990s.
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FIGURE 65. Rate of change in years of life expectancy lost
due to mortality from diabetes, selected countries of the
Americas, beginning of the 1980s to the end of the 1990s.
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FIGURE 66. Distribution of years of life expectancy lost due
to mortality from diabetes mellitus, by age and sex, Region

of the Americas, end of the 1990s.
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FIGURE 67. Impact of mortality from cirrhosis and other
diseases of liver on men's life expectancy, selected
countries of the Americas, beginning of the 1980s to the
end of the 1990s.
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FIGURE 68. Rate of change in years of life expectancy lost
due to mortality from cirrhosis and other diseases of liver,
selected countries of the Americas, beginning of the 1980s
to the end of the 1990s.
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FIGURE 69. Impact of mortality from complications of
pregnancy, childbirth, and the puerperium on women's life
expectancy, selected countries of the Americas, beginning
of the 1980s to the end of the 1990s.
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FIGURE 70. Rate of change in years of life expectancy lost
due to mortality from chronic obstructive pulmonary
diseases, selected countries of the Americas, beginning
of the 1980s to the end of the 1990s.
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FIGURE 71. Summary distribution of life expectancy at
birth, by country groupings according to income level and
income gap, Region of the Americas, 1990s.
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FIGURE 72. Summary distribution of life expectancy at
birth, by country groupings according to income level and
income gap, and by sex, Region of the Americas, 1990s.
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FIGURE 73. Summary distribution of infant mortality, by
country groupings according to income level and income
gap, Region of the Americas, 1980s and 1990s.
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FIGURE 74. Ratio of perinatal mortality rates to
communicable disease mortality rates in children under

1 year old, by country groupings according to income level
and income gap, Region of the Americas, beginning of the
1980s to the end of the 1990s.
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FIGURE 75. Rate of change in years of life expectancy lost
due to mortality from breast cancer and prostate cancer, by
country groupings according to income gap, Region of the
Americas, beginning of the 1980s to the end of the 1990s.
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FIGURE 76. Contribution of mortality from cardiovascular
disease to life expectancy gained, by country groupings
according to income level and income gap, Region of the
Americas, beginning of the 1980s and end of the 1990s.
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FIGURE 77. Summary distribution of mortality from external
causes, by country groupings according to income level
and income gap, Region of the Americas, end of the 1990s.
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FIGURE 78. Summary distribution of public spending on
health, by country groupings according to income level
and income gap, Region of the Americas, 1978-1998
median value.
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FIGURE 79. Summary distribution of hospital bed
availability, by country groupings according to income
level and income gap, Region of the Americas, 1996.
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FIGURE 81. Summary distribution of the total fertility rate,
by country groupings according to income level and
income gap, Region of the Americas, beginning of the
1980s to the end of the 1990s.
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FIGURE 80. Summary distribution of institutional delivery
coverage, by country groupings according to income level
and income gap, Region of the Americas, 1999.
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FIGURE 82. Summary distribution of literacy, by country
groupings according to income level and income gap,
Region of the Americas, 2000.
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FIGURE 83. Summary distribution of access to water and
sanitation, by country groupings according to income level
and income gap, Region of the Americas, 1998.

100 4 —

—_— -
—_

90 - 1
Il

b ECU‘ PAR
70 A

1
50 |

40

30

* ARG

Access to water and sanitation median (%)

20

Low/narrow Low/wide High/narrow  High/wide

Income level and income gap grouping

| Males I Females |

Source: Pan American Health Organization, Special Program for Health Analysis,
2002.



|. REGIONAL HEALTH ANALYSIS

FIGURE 84. Loss of life expectancy at birth in countries with low income and narrow income
gap, Region of the Americas, end of the 1990s.
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FIGURE 85. Loss of life expectancy at birth in countries with low income and wide income gap,

Region of the Americas, end of the 1990s.
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FIGURE 86. Loss of life expectancy at birth in countries with high income and narrow income
gap, Region of the Americas, end of the 1990s.
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FIGURE 87. Loss of life expectancy at birth in countries with high income and wide income gap,

Region of the Americas, end of the 1990s.
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FIGURE 88. Population structure, by sex, of country groupings according to income level and income gap, by sex,
Region of the Americas, 2000.
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A. METHODOLOGICAL
ANNEX

A.1. TECHNICAL NOTES

Sources of Data

Population Division (1, 2) and the U.S. Census Bureau’s

International Programs Center (3). Financial data come
from the World Bank (4-6), the United Nations Development
Program (7), the Inter-American Development Bank (8), the Pan
American Health Organization Core Health Data Initiative (9),
and technical reports from PAHO/WHQ's Country Offices in the
Americas. Data on morbidity, as well as data on access to, resources
for, and coverage of health services, come from PAHO/WHO's
Core Health Data Initiative (9). Data on mortality and the infor-
mation on basic causes of death come from PAHO/WHO's
Regional Database on Mortality. Registered mortality data for
the country and year used in the mortality analysis presented
in Chapter 1 are summarized in Table A.1.

Demographic data come from the United Nations

Classification of Causes of Death

Registered causes of death are coded according to the
International Classification of Diseases (ICD) revision in use in
each country (see Table A.1). The six broad groups of causes of
death used in this chapter were defined as indicated in Table A.2.

The 32 categories of basic causes of death selected for the par-
tition analysis of the change in mortality on life expectancy at
birth presented in this chapter are listed in Table A.3.

A more detailed comparative analysis of the impact of changes
between the ninth and tenth ICD revisions on mortality statistics
in the Americas may be consulted in the Organization’s prior
publications (10, 11).

Procedures for Estimating and Standardizing

Registered mortality data available for analysis were sub-
jected to standardized procedures for validating consistency and
integrity. Death certificates that did not specify sex, age, or cause
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were proportionally redistributed based on the frequency distri-
butions observed in each country and period, assuming that
deaths from unknown causes did not include deaths from exter-
nal causes. The data were adjusted by the level of mortality
under-registration and the proportion of deaths registered as ill
defined causes, using previously published correction algo-
rithms (12). The degree of under-registration and the percent-
age of ill-defined causes by country and period are presented in
Table A.4.

To reduce the potential instability of mortality estimates for
simple calendar years, the mortality indicators used in the analy-
sis represent annualized values arrived at from information from
three consecutive years for each period and country. The stan-
dard population used to calculate estimated mortality rates, ad-
justed for age and sex, corresponds to that proposed by the World
Health Organization (13).

In the analysis of regional health inequalities presented in
this chapter, the values of the ratio of extreme income quintiles
(ratio of wealthiest 20%/poorest 20%) corresponded to an ex-
panded set of 1,035 observations of the Gini coefficient between
1978 and 1998 in the selected countries; these values were ob-
tained using an exponential regression model originally con-
structed for 334 data pairs (multiple r coefficient = 0.924). The
annual average rates of growth of per capita income, the 20/20
ratio, and the Gini coefficient for each country were obtained
through the ordinary method of least squares, if at least half the
annual observations for 1978-1998 were available in a given
country; otherwise, the compound growth method (geometric)
for discrete periods was used, as recommended by the World
Bank (14).

Abridged Life Tables

To analyze the impact of mortality on life expectancy, using the
Arriaga method (partition of the change in life expectancy, Annex
A.2), 76 abridged life tables were constructed (15). The tables were
internally consistent with the mortality experience by country,
sex, and period, which was estimated using the PAHO Regional
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Database on Mortality and according to life tables and projections
of the U.S. Census Bureau's International Programs Center. It
should be noted that life expectancy estimates (,e,) and the I,
(number of survivors at exact age x) and T, (total number of per-
son-years lived beyond exact age x) functions in the mortality ta-
bles constructed for this analysis may differ slightly from those
generated by the United Nations using five-year life tables (16).
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A.2.PARTITION OF THE CHANGE IN LIFE
EXPECTANCY

Life expectancy at birth is often used as a summary measure of
a population’s mortality. Therefore, changes in life expectancy at
birth also are used to summarize changes in a population’s mor-
tality. This essentially reciprocal relationship between two di-
mensions of the survival function lends support to a partition
method proposed by Arriaga, which attempts to explain the
change in life expectancy in terms of changes in mortality, in
specific age groups and for different causes of death. More
specifically, this method makes it possible to measure the con-
tribution that each cause of death and age group makes to the
change observed in life expectancy at birth. This contribution is
expressed in years of life expectancy (referred to, in this analy-
sis, as “years of life expectancy,” YLEG), and is attributable to the
change observed in the absolute risk of dying from that cause. By
definition, the reduction in mortality due to a specific cause will
make a positive contribution to the change in life expectancy
(i.e., positive YLEG), and the increase in mortality due to that
cause will make a negative contribution (i.e., negative YLEG) to
that change. Figure A.1 shows the change in life expectancy ob-
served in the countries of the Region between the beginning of
the 1980s and the end of the 1990s, and represents the sum of
the individual contributions of each cause of death to that
change (Table A.5).

Changes in the specific mortality rates by cause, age, or both,
give an idea of the contribution that different causes and ages make
to the change in life expectancy. However, the partition method has
three comparative advantages: 1) it considers that similar changes
in mortality rates at different ages have a different effect on life ex-
pectancy; 2) it provides information about the substitution of
competing causes of death; and 3) it provides a quantitative meas-
ure that is easily interpreted. The contribution in YLEG attributa-
ble to a given cause of death has the relative disadvantage of being
sensitive to extreme values of the base mortality level for that
cause. In other words, if mortality from a cause has already reached
a very low level, its subsequent reduction—even at young ages—
will represent only a small contribution to YLEG. In contrast, if the
base level is very high, any reduction will produce a large contribu-
tion to YLEG. Therefore, this analysis incorporates a measure of the
level of mortality from each cause of death, expressed in years of
life expectancy lost (YLEL) (Table A.6).

YLEL correspond to the difference between the maximum bi-
ologically achievable life expectancy and the life expectancy ac-
tually achieved (a definition that, conceptually, is not related to
“years of potential life lost”). Figure A.2 shows the difference in
YLEL between the biologically achievable 85 years of life and the
life expectancy at birth actually achieved in the late 1990s in the
Region’s countries. This “gap” with respect to the 85 years of life is
partitioned in a similar manner to that described for the change
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in YLEG, in order to isolate the specific contributions (expressed
in YLEL) of each cause of death or age group (or both) to that life
expectancy gap. Thus, the contribution in YLEL of each cause of
death reflects the level of mortality from that cause (i.e., the
number of life expectancy years that could be gained if mortality
from that cause were reduced). Moreover, based on the contribu-
tion in YLEL of each cause in two periods, e.g., the beginning of
the 1980s and the end of the 1990s, it is possible to calculate the
relative rate of change of YLEL (Table A.7). This is a useful indi-
cator for detecting causes of death that have rapid rates of
change, but are not necessarily the ones that contribute most to
changes in years of life.

A.3. THE 20% WEALTHIEST/20% POOREST
INCOME RATIO AND THE GINI COEFFICIENT

These two indicators are a numerical expression of the degree of
equity with which income is distributed in a population. In a hy-
pothetical situation with perfect equity in income distribution,
each individual would have the same share or portion of income.
The observed income distribution is generally represented by a
cumulative curve, called the Lorenz curve, which indicates the
percentage of total income that corresponds to each population
percentage, ordered by income level. Figure A.3 shows the
Lorenz curve for the Region during 1978-1998, and illustrates
the extent of income distribution inequality. Thus, one can see
that the poorest 20% of the population (the poorest quintile) has
less than 5% of total income, which is far from equitable (repre-
sented by the diagonal line), in that this population quintile
should have precisely 20% of total income. In contrast, more
than 45% of total income is concentrated in the wealthiest pop-
ulation quintile.

The 20%/20% income ratio is the income quotient of these
two extreme quintiles, and defines the income gap that separates
the wealthiest 20% from the poorest 20% of the population.
Theoretically, this indicator can have values between 1 (perfect
equality) and +¥ (complete inequality, when the poorest quin-
tile's income tends toward 0). The Gini coefficient, in turn, corre-
sponds to the area that separates the Lorenz curve from the diag-
onal line of equality, expressed as a percentage (or proportion) of
the triangular area located below that line of equality.
Theoretically, this indicator can have values between 0 (perfect
equality) and 1 (or 100) (complete inequality).

The 20%/20% income ratio and the Gini coefficient generate
highly correlated results and, therefore, both are valid indicators
of the income gap. Figure A.4 shows the relationship between the
two indicators for a set of 334 data pairs from countries of the
Region that were available for 1978—1998. An obvious feature of
this high correlation (multiple r 0.924) is its exponential nature:
the change in the 20%/20% income ratio for each unit of increase
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of the Gini coefficient is not constant, and it reaches its maximum
at high levels of inequality. For example, when the Gini coefficient
increases from 25 to 30, the 20%/20% ratio changes by just 1
point (from 4.3 to 5.6), but when the Gini coefficient increases
from 60 to 65, the 20%/20% ratio changes by 8 points (from 26.8
to 34.8). In terms of interpretation, the 20%/20% ratio is more in-
tuitive than the Gini coefficient for capturing the notion of in-
come gap; it also is more sensitive to extreme changes in in-
equality. Therefore, the analysis of health inequalities presented
in this section has used the 20%/20% ratio as an indicator of the
income gap. Finally, the exponential model illustrated in Figure
A.4 made it possible to obtain, by regression, the expected values
of the 20%/20% ratio for an expanded set of 1,035 values of the
Gini coefficient from countries of the Region, which were avail-
able for the period analyzed.

A.4. INCOME LEVEL AND INCOME GAP

In the Regional analysis of health inequalities presented in this
Chapter, the socioeconomic dimension has been defined in terms
of two of its principal components: income level and income gap.
Figure A.5 shows the correlation between these two variables in a
conventional dispersion diagram; it also includes a linear regres-
sion line with a spline at 6,500 international dollars of income, to
better show the possible changes in the relationship of those vari-
ables at the extremes of the income scale. In both cases, the slope
(beta) of the regression line is very close to zero and statistically in-
significant, which is glaringly obvious below spline level. This sug-
gests that income level and income gap are independent of one an-
other. In other words, countries with low income levels do not
necessarily have wide income gaps, and countries with high in-
come levels do not necessarily have narrow gaps. The magnitude of
one variable does not explain the other, which means that each one
is a complementary attribute of the socioeconomic dimension.
Consequently,a more precise representation of this macrodetermi-
nant of health will be achieved by considering both socioeconomic
attributes, and not just one (typically, the income level).

A.5.GRAPHIC REPRESENTATION
OF DISTRIBUTION USING BOXPLOTS

The analysis of health inequalities presented in this chapter uses
boxplots to reflect the variability of the indicators of the health
situation within each socioeconomic cluster, defined by income
level and income gap. The boxplot is a graphic element of ex-
ploratory data analysis, which summarizes and captures, in a si-
multaneous and visually intuitive manner, an indicator’s central
trend, dispersion, and symmetry of distribution.

Figure A.6 shows the regional summary distribution of the
availability of doctors per person in 1999 using a boxplot. The
central box identifies the interquartile range (the amplitude of
the middle 50% of the observations) and contains the median of
the distribution, represented by the intermediate horizontal line.
The vertical lines below and above the interquartile range (called
whiskers) represent the range of the first and last quartiles (25%
below and above) of the observations, respectively, and include
the full distribution. The observations whose position is between
1.5 and 3 times the amplitude of the interquartile range, either
above or below it, are considered outside values (outliers), and
those situated more than 3 times above or below that range are
considered extreme values of the distribution.

The boxplot summarizes valuable information about the avail-
ability of doctors, as observed in the Region in 1999. The Regional
median is 12.7 doctors per 10,000 population and, in fact, half the
countries have between 9 and 19 doctors per 10,000 population
(interquartile range). The other half magnifies the distribution
asymmetry: the amplitude of the lowest quartile is 7 doctors per
10,000 population (9-2), while that of the highest quartile is 39
(58-19). Considering the presence of one outside value (37.0,
Uruguay) and one extreme value (58.2, Cuba), which considerably
exceed the experience of the group, the summary distribution il-
lustrated by the boxplot assigns a total amplitude between 2 and
28 doctors per 10,000 population; i.e., the availability of doctors is
at least 14 times greater in the highest extreme than in the lowest
of the Regional distribution, which reflects the level of inequality
of this basic indicator of health resources.
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Table A.1. ICD revisions and periods used to analyze

registered mortality, selected countries of the Americas,
beginning of the 1980s and end of the 1990s.

Table A.2. Definition of broad groups of causes of death, by
ICD revision number used on the death record.

Beginning of the 1980s End of the 1990s

Country Years ICD Years ICD
Argentina® 1979-1981 9 1995-1997 9
Barbados 1979-1981 9 1993-1995 9
Brazil 1979-1981 9 1996-1998 10
Canada 1979-1981 9 1995-1997 9
Chile? 1980-1982 9 1995-1997 9
Colombia? 1984-1986 9 1995-1997 9
Costa Rica 1980-1982 9 1993-1995 9
Cuba 1979-1981 9 1996-1997/1999 9
Dominican

Republic 1979-1981 9 1996-1998 10
Ecuador® 1979-1981 9 1995/1997-1998 9
El Salvador 1981-1983 9 1997-1999 10
Jamaica? 19801982 9 1989-1991 9
MexicoP 1979-1981 9 1997-1999 10
Panama 1979-1981 9 1996-1997 9
Paraguay 1979-1981 9 1990-1991/1994 9
Puerto Rico 1979-1981 9 1996-1998 9
Trinidad and

Tobago 1979-1981 9 1993-1995 9
United States 1979-1981 9 1996-1998 9
Venezuela® 1979-1981 9 1994/1996-1997 10

Causes of death ICD-9 code ICD-10 code
Communicable 001-139, 320-322, A00-B99, G00-G03,
diseases 460-466, 480-487 J00-J22
Neoplasms 140-239 C00-D48
Cardiovascular 390-459 100-199
diseases
Perinatal conditions  770-779 P00-P96
External causes EB800-E999 V01-Y89

Residual causes Rest of 001-779 D50-D89, E00-E90,
F00-F99, G04-G99,
H00-H59, H60-H95,
J30-J98, K00-K93,
L00-L99, M00-M99,
N00-N99, 000-099,

Q00-Q99

3L ast year ICD-10.
bFirst year ICD-9.
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Table A.3. Basic causes of death selected for the partition analysis of the change in mortality on life expectancy at birth.

Selected causes of death ICD-9 code ICD-10 code
Intestinal infectious diseases 001-009 A00-A09
Tuberculosis, all forms 010-018 Al15-A19

Diseases perventable by immunization (diphtheria, whooping cough, tetanus,

acute poliomyelitis, and measles)
Septicemia
Acquired immunodeficiency syndrome
Malignant neoplasms of the stomach
Malignant neoplasms of the colon, rectum, and anus
Malignant neoplasms of the trachea, bronchi, and lung
Malignant neoplasms of the female breast
Malignant neoplasms of the uterus and placenta
Malignant neoplasms of the prostate
Leukemias and other malignant neoplasms of the hematopoietic
and lymphatic systems
Diabetes mellitus
Nutritional deficiencies and anemias?
Hypertensive disease
Ischemic heart disease
Diseases of pulmonary circulation and other forms of heart disease
Cerebrovascular diseases
Arteriosclerosis
Acute respiratory infections
Chronic, non-specific bronchitis, emphysema, and asthma
Cirrhosis of the liver and other chronic liver diseases
Diseases of the urinary system
Complications of pregnancy, childbirth, and the puerperium
Congenital malformations, deformities, and chromosomal abnormalities
Certain conditions originating in the perinatal period
Transport accidents (all)
Accidental fallsP
Accidental choking and drowning
Suicide and intentionally self-inflicted injuries
Homicide and injuries intentionally inflicted by another person
All other causes

032, 033, 037, 045, 055

038

279.1, 279.4-279.6, 042-044
151

153-154

162

174

179-182

185

200-208

250

260-269, 280-285
401-404

410-414

415-429

430-438

440

460-466, 480-487
490-493

571

580-599

630-676

740-759

760-779
E800-E848
E880-E888

E910

E950-E959
E960-E969

rest

A33, A35-A37, A80, B05

A40-A41
B20-B24

C16

C18-C21
C33-C34

C50

C53-C55, C58
C61

C81-C96

E10-E14
E40-E64, D50-D53
110-113

120-125

126-151

160-169

170

J00-J22

JA0-J43, 345346
K70, K73, K74, K76
NOO-N39

000-099

Q00-Q99

P00-P96

V01-V99
WO00-W19
W65-W74
X60-X84

X85-Y09

rest

a|CD-9 category: 260-269, 280285 includes all anemias.

b]CD-10 category: W00-W19 does not include death from non-specific fracture (ICD-9: E887).
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Table A.4. Under-registration of deaths and ill-defined
deaths, by period, selected countries of the Americas,
beginning of the 1980s and end of the 1990s.

Under-registration lll-defined
of deaths deaths
(annual average %) (annual average %)

Beginning of End of Beginning of End of

Country 1980s 1990s 1980s 1990s
Argentina 1.0 0.1 35 45
Barbados 5.8 4.0 3.6 3.0
Brazil 25.7 204 209 14.9
Canada 0.9 1.0 12 2.0
Chile 25 2.0 8.9 4.8
Colombia 18.5 13.1 54 5.0
Costa Rica 18.5 75 8.0 2.0
Cuba 0.6 0.0 0.7 05
Dominican

Republic 28.7 34.7 25.0 10.6
Ecuador 14.4 205 16.2 14.7
El Salvador 314 24.0 21.0 16.4
Jamaica 29.7 28.6 15.3 12.9
Mexico 7.6 4.6 6.7 18
Panama 21.7 13.6 10.5 11.7
Paraguay 42.2 445 19.8 11.1
Puerto Rico 05 0.7 1.6 0.7
Trinidad and Tobago 8.9 25 2.6 2.2
United States 2.7 2.4 15 11
Venezuela 11.2 10.0 14.9 1.7
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Table A5. Years of life expectancy gained, by broad groups of causes of death, and by sex, selected countries of the Americas, 1980-1990.

Communicable diseases Neoplasms Cardiovascular diseases Perinatal conditions External causes All other causes
Country Men Women Men Women Men Women Men Women Men Women Men Women
Argentina 0.44 0.48 0.46 0.33 2.33 3.06 0.48 0.39 0.19 0.20 0.14 0.44
Barbados -1.02 -0.03 -0.51 -0.08 0.95 0.34 0.73 0.91 -0.01 0.05 -0.62 -0.35
Brazil 2.43 2.42 0.24 0.20 1.65 2.09 0.46 0.43 -0.22 0.09 0.49 0.52
Canada -0.14 0.01 0.02 0.07 2.50 2.98 0.15 0.11 0.77 0.40 0.21 -0.19
Chile 0.52 0.61 0.23 0.42 111 1.94 0.59 051 0.60 0.36 1.05 0.92
Colombia 0.88 1.07 0.20 0.37 1.05 1.40 0.38 0.37 -0.53 0.07 0.82 0.87
Costa Rica 0.27 0.44 0.32 0.23 0.35 0.70 0.21 0.19 -0.03 0.00 -0.06 0.30
Cuba 0.48 0.67 -0.07 0.04 0.78 1.73 0.52 0.40 0.14 0.33 -0.14 0.08
Dominican Republic 115 1.55 0.01 0.20 0.79 111 0.55 0.65 0.09 0.02 1.89 1.85
Ecuador 4.09 458 -0.15 -0.09 0.16 0.63 051 0.46 0.14 0.22 1.62 1.92
El Salvador 147 2.06 -0.03 0.07 1.25 1.58 2.55 2.31 484 0.86 1.92 2.54
Jamaica 1.06 0.83 -0.01 0.15 0.68 0.53 0.07 0.09 0.31 0.09 0.62 0.00
Mexico 2.84 3.00 -0.23 0.01 0.48 0.75 0.24 0.15 2.09 0.45 0.37 0.30
Panama 0.71 143 0.53 0.44 1.39 1.54 0.42 0.35 0.56 0.23 0.29 0.40
Paraguay 2.53 2.23 -0.01 0.16 0.26 0.19 0.04 -0.05 0.16 -0.11 0.69 0.74
Puerto Rico -0.86 -0.29 0.22 0.29 1.33 243 0.49 0.32 -0.17 -0.03 -0.80 -0.74
Trinidad and Tobago 0.63 0.96 -0.26 -0.11 1.22 1.27 -0.13 -0.10 0.39 0.18 -0.65 -0.41
United States -0.18 -0.27 0.05 0.33 1.86 2.26 0.25 0.29 0.21 0.68 -0.45 0.15
Venezuela 1.05 1.35 0.24 0.52 1.25 1.76 0.34 0.27 0.56 0.34 0.38 0.51

Source: Pan American Health Organization, Special Program for Health Analysis, 2001.
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TABLE A.6. Years of life expectancy lost (YLEL), by broad groups of causes of death, and by sex, selected countries of the Americas, end of the 1990s.

Infectious diseases Neoplasms Cardiovascular diseases  Perinatal conditions External causes All other causes
Country Men Women Men Women Men Women Men Women Men Women Men Women
Argentina 121 0.85 3.06 247 4.88 2.83 1.02 0.79 2.38 0.73 347 2.29
Barbados 2.65 0.97 2.99 2.80 4.12 3.46 0.58 0.48 1.69 0.41 4.04 331
Brazil 2.65 1.80 2.48 2.25 5.20 4.20 219 1.69 4.16 0.91 450 3.45
Canada 0.55 0.24 3.52 2.77 331 1.71 0.28 0.22 177 0.60 2.04 1.44
Chile 1.59 0.91 2.92 2.76 3.10 2.07 0.38 0.30 3.26 0.70 344 2.31
Colombia 171 1.26 2.16 2.38 4.08 357 1.23 0.97 6.37 1.05 2.95 2.78
Costa Rica 1.01 0.56 2.65 2.57 345 2.65 0.67 0.54 2.59 0.61 314 2.66
Cuba 0.87 0.63 2.76 2.40 4.19 3.26 031 021 2.55 0.98 2.28 2.06
Dominican Republic 233 1.75 1.68 1.63 421 343 2.05 1.80 1.88 0.62 3.30 2.76
Ecuador 3.03 245 2.01 254 3.27 2.67 1.83 1.46 391 0.99 453 381
El Salvador 357 2.66 1.39 2.49 2.28 244 1.01 0.82 5.78 1.19 6.51 418
Jamaica 111 0.86 3.20 2.89 5.05 441 0.58 0.53 0.42 0.11 4.26 371
Mexico 1.59 1.10 1.69 1.93 2.68 2.25 1.23 0.94 314 0.70 5.93 454
Panama 2.02 1.15 2.09 224 3.24 247 1.02 0.85 2.92 0.69 3.62 3.09
Paraguay 334 2.64 1.64 1.86 4.52 3.76 1.59 1.26 2.62 0.80 2.98 271
Puerto Rico 213 0.53 2.14 1.85 3.36 3.09 0.58 0.52 3.60 0.59 437 2.28
Trinidad and Tobago 1.94 0.97 2.07 2.31 5.60 479 1.62 1.23 232 0.68 5.61 472
United States 0.83 0.46 314 2.65 391 2.35 0.37 0.28 2.25 0.80 2.35 1.88
Venezuela 2.05 1.44 2.17 244 4.56 347 131 1.02 3.87 0.80 334 2.92

| IWNTOA ‘NOILIGT Z00Z ‘SYORIEBNY 3HL NI HITVIH

YLEL calculated in terms of a biologically plausible life expectancy of 85 years.




L9

Table A.7. Rate of change of years of life expectancy lost, by broad groups of causes of death, and by sex, selected countries of the Americas, beginning of the

1980s and end of the 1990s.

Infectious diseases Neoplasms Cardiovascular diseases Perinatal conditions External causes All other causes
Country Men Women Men Women Men Women Men Women Men Women Men Women
Argentina -2.11 -3.01 -0.55 -0.28 -1.93 -2.69 -2.70 -2.62 -0.31 -1.11 0.05 -1.04
Barbados 5.56 0.13 1.20 0.13 -1.93 -0.70 —6.44 -7.84 0.28 -0.65 1.34 0.86
Brazil -4.35 -5.30 -0.17 -0.09 -1.67 -1.87 -1.31 -1.43 0.86 -0.27 -0.31 -0.73
Canada 3.20 0.01 0.53 0.23 -2.88 -3.20 -2.99 —2.67 -2.41 -2.91 -0.60 -0.45
Chile —-2.05 -3.57 -0.10 -0.54 -1.67 -2.98 -6.73 —-6.67 -1.14 -2.57 -1.84 -2.24
Colombia —4.20 -5.76 -0.47 -0.89 -1.84 -2.37 -2.86 -3.14 1.32 -0.25 -2.31 -2.33
Costa Rica -1.89 —4.49 -0.94 -0.58 -0.57 -1.18 -2.39 -2.40 0.15 -0.13 0.34 -0.80
Cuba -2.37 -3.13 0.32 0.31 -0.63 -0.98 -6.14 -6.32 -0.38 -2.05 0.27 -0.16
Dominican Republic -2.41 -3.72 0.39 -0.23 -0.73 -1.22 -1.56 -1.92 0.01 0.22 -2.67 -2.82
Ecuador -5.19 -6.08 0.91 0.78 0.21 -0.57 -0.11 -0.23 0.34 -0.63 -1.61 -2.17
El Salvador -1.82 -3.36 2.58 0.84 -1.62 -2.09 -8.58 -8.60 -4.11 -3.39 -0.71 -2.35
Jamaica -8.15 -8.04 0.59 -0.70 -1.26 -1.87 -1.45 -1.88 —6.98 —7.44 -1.46 -0.06
Mexico -6.07 -7.29 1.65 0.32 -0.85 -1.62 -1.08 -0.82 -3.13 -2.88 -0.10 -0.32
Panama -1.54 -4.41 -1.11 -0.65 -1.47 -181 -2.27 -2.13 -0.99 -1.66 -0.25 -0.74
Paraguay -5.07 -5.21 0.55 -0.59 -0.13 -0.24 -0.17 0.45 -0.27 1.66 -1.69 -2.04
Puerto Rico 453 -0.94 -0.70 -0.25 -1.44 -0.42 —-4.04 =2.77 0.35 0.18 0.85 -0.54
Trinidad and Tobago -2.09 -5.16 1.24 0.57 -1.75 -1.54 0.89 0.76 -1.39 -1.89 150 0.90
United States 2.90 2.29 -2.11 1.49 -1.57 -2.79 -3.53 -4.05 0.40 -3.39 -1.20 0.97
Venezuela -2.47 -3.75 -0.11 -0.66 -0.74 -1.32 -1.65 -1.56 -0.84 -2.05 -0.35 -0.69

Rate of change is the pace or speed of annual average relative change (%) in years of life expectancy lost (YLEL) in a given period.
Source: Pan American Health Organization, Special Program for Health Analysis, 2001.
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FIGURE A.1. Years of life expectancy lost, by sex, selected

countries of the Americas, beginning of the 1980s to end of
the 1990s.
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FIGURE A.2. Years of life expectancy gained, by sex,
selected countries of the Americas, end of the 1990s.
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FIGURE A.3. Lorenz curve for income distribution, Region
of the Americas, 1978-1998.
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FIGURE A.4. Relationship between the 20/20 income ratio

and the Gini coefficient, Region of the Americas, 1978-1998.
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FIGURE A.5. Linear regression with spline for income level FIGURE A.6. Boxplot of the distribution of availability of
and income gap, Region of the Americas, 1978-1998. physicians per person, Region of the Americas, 1999.
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B. STATISTICAL ANNEX

TABLE B.1. Population, change, and annual growth rates, by subregion and country, Region of the Americas, 1996, 2002,

and 2008.
Population Change Average annual
(in thousands) (in thousands) growth rate

Subregion and country 1996 2002 2008 1996-2002  2002-2008 1996-2002  2002-2008
Region of the Americas 788,990 854,042 915,852 65,053 61,810 13 12
Latin America 480,208 526,444 571,418 46,235 44,974 15 14
Rest of the Americas 308,781 327,599 344,434 18,817 16,836 1.0 0.8
Andean Area 104,808 116,928 128,923 12,120 11,996 18 16
Bolivia 7,593 8,705 9,844 1,112 1,139 23 2.0
Colombia 39,260 43,495 47,727 4,234 4,232 1.7 15
Ecuador 11,699 13,112 14,465 1,413 1,353 19 1.6
Peru 23,944 26,523 29,063 2,578 2,540 1.7 15
Venezuela 22,311 25,093 27,825 2,782 2,732 2.0 17
Southern Cone 57,839 62,697 67,473 4,858 4777 13 12
Argentina 35,219 37,944 40,621 2,725 2,677 1.2 11
Chile 14,421 15,589 16,660 1,169 1,071 13 11
Paraguay 4,957 5,778 6,670 821 892 2.6 24
Uruguay 3,242 3,385 3,522 143 138 0.7 0.7
Brazil 161,698 174,706 187,341 13,008 12,635 13 12
Central America 32,906 37,971 43,182 5,065 5211 24 2.1
Belize 207 236 261 28 25 21 17
Costa Rica 3,652 4,200 4,699 547 499 23 19
El Salvador 5,791 6,520 7,219 729 699 2.0 17
Guatemala 10,244 11,995 13,952 1,751 1,957 2.6 25
Honduras 5,781 6,732 7,659 950 928 25 22
Nicaragua 4,553 5,347 6,204 794 857 2.7 25
Panama 2,677 2,942 3,188 265 246 1.6 13
Mexico 92,710 101,842 110,244 9,133 8,402 16 13
Latin Caribbean 30,248 32,299 34,253 2,052 1,954 11 1.0
Cuba 11,018 11,273 11,457 255 185 04 0.3
Dominican Republic 7,830 8,639 9,391 810 752 16 14
Haiti 7,643 8,400 9,216 757 816 1.6 15
Puerto Rico 3,757 3,988 4,188 230 201 1.0 0.8
Caribbean 7,400 7,737 8,079 337 342 0.7 0.7
* Anguilla 10 12 14 2 1 3.0 18
* Antigua and Barbuda 64 67 74 3 6 0.8 15
* Aruba 68 70 72 2 2 0.6 0.5
Bahamas 288 312 334 24 22 13 11
Barbados 264 269 275 6 6 04 0.3
* Cayman Islands 32 36 40 5 4 2.3 1.8
* Dominica 73 70 69 -3 -1 0.7 -0.3
French Guiana 143 176 211 33 35 34 3.0
* Grenada 90 89 90 -1 1 -0.2 0.2
Guadeloupe 413 435 454 22 19 0.9 0.7
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TABLE B.1. (continued).

Population Change Average annual
(in thousands) (in thousands) growth rate
Subregion and country 1996 2002 2008 1996-2002  2002-2008 1996-2002  2002-2008
Guyana 746 765 767 19 1 04 0.0
Jamaica 2,493 2,621 2,769 129 147 0.8 0.9
Martinique 374 388 399 13 11 0.6 05
* Montserrat 11 8 10 -3 1 4.4 2.2
Netherlands Antilles 208 219 230 11 11 0.9 0.8
* Saint Kitts and Nevis 40 39 40 -1 1 -0.3 04
Saint Lucia 141 151 160 10 9 11 1.0
* Saint Vincent 113 116 118 4 2 0.6 0.3
and the Grenadines

Suriname 410 421 431 10 10 04 04
Trinidad and Tobago 1,270 1,306 1,344 36 38 0.5 0.5
* Turks and Caicos Islands 15 19 22 4 4 3.7 29
* Virgin Islands (UK) 19 21 24 3 3 23 2.0
*Virgin Islands (US) 115 123 131 8 8 11 1.0
North America 301,382 319,862 336,355 18,480 16,493 1.0 0.8
* Bermuda 61 64 66 3 2 0.8 0.6
Canada 29,653 31,268 32,733 1,615 1,465 0.9 0.8
United States 271,668 288,530 303,555 16,862 15,026 1.0 0.8

Source: United Nations. World Population Prospects, The 2000 Revision, except (*), in which the source is the U.S. Census Bureau.
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TABLE B.2. Births, birth rates, and total fertility rates, by subregion and country, Region of the Americas, 1996, 2002,
and 2008.

Births (in thousands) Birth rate (per 1,000) Total fertility rates
Subregion and country 1996 2002 2008 1996 2002 2008 1996 2002 2008
Region of the Americas 15,922 15,674 15,749 20.2 18.4 17.2 25 2.3 22
Latin America 11,394 11,397 11,367 23.7 21.6 19.9 2.8 25 24
Rest of the Americas 4,528 4,276 4,382 14.7 13.1 12.7 2.0 1.9 1.9
Andean Area 2,741 2,733 2,724 26.2 234 21.1 31 2.8 25
Bolivia 259 268 270 33.7 30.5 27.2 44 3.9 34
Colombia 988 976 975 25.0 22.3 20.3 2.8 2.6 25
Ecuador 309 307 302 26.2 23.2 20.8 3.2 2.8 25
Peru 614 603 595 25.4 22.6 20.3 31 2.6 24
Venezuela 571 578 582 25.4 22.8 20.8 3.0 2.7 25
Southern Cone 1,223 1,243 1,255 211 19.8 18.6 2.7 25 24
Argentina 711 727 726 20.1 19.0 17.8 2.7 24 2.3
Chile 294 285 285 20.3 18.2 17.0 2.5 2.4 2.3
Paraguay 160 174 187 31.9 29.6 21.7 4.2 3.8 35
Uruguay 58 57 56 17.8 16.9 15.9 24 2.3 22
Brazil 3,361 3,374 3,395 20.7 19.2 18.0 2.3 22 2.1
Central America 1,071 1,121 1,139 325 29.5 26.4 41 3.6 31
Belize 6 6 5 29.4 25.2 20.8 3.6 29 2.3
Costa Rica 87 93 96 23.7 21.9 20.4 29 2.7 25
El Salvador 164 166 162 28.1 25.3 22.3 3.2 2.9 2.6
Guatemala 385 416 433 37.0 34.2 30.7 5.0 4.4 3.8
Honduras 200 205 205 34.3 30.1 26.6 44 37 32
Nicaragua 166 175 177 35.9 322 28.3 44 3.8 33
Panama 62 60 59 23.0 20.3 18.4 2.7 24 2.2
Mexico 2,342 2,273 2,195 25.1 22.2 19.8 2.8 2.5 2.3
Latin Caribbean 657 654 660 21.7 20.2 19.3 2.7 25 24
Cuba 148 131 129 135 11.7 11.2 1.6 1.6 1.6
Dominican Republic 198 203 203 25.1 23.3 21.6 29 2.7 25
Haiti 248 259 267 32.2 30.6 28.8 45 40 35
Puerto Rico 62 61 60 16.5 15.1 14.4 2.0 19 19
Caribbean 147 141 136 19.9 18.2 16.8 2.3 2.1 2.0
* Anguilla 0 0 0 16.8 14.9 13.9 1.9 1.8 1.7
* Antigua and Barbuda 1 1 1 22.2 18.8 16.4 2.3 2.3 2.2
* Aruba 1 1 1 14.9 12.2 10.8 1.8 1.8 1.8
Bahamas 6 6 6 21.6 19.6 175 24 2.3 2.1
Barbados 3 3 3 13.2 12.2 115 15 15 15
* Cayman Islands 1 0 0 16.4 135 12.1 2.1 2.0 2.0
* Dominica 1 1 1 19.4 17.3 145 2.1 2.0 19
French Guiana 5 5 6 31.0 28.3 26.3 4.1 39 3.6
* Grenada 2 2 2 23.2 23.1 21.6 2.8 25 2.3
Guadeloupe 7 7 7 17.3 16.0 14.4 21 2.0 2.0
Guyana 18 17 15 23.9 21.8 19.0 25 2.3 22
Jamaica 55 53 52 22.1 20.2 18.6 2.6 24 22
Martinique 6 5 5 15.1 134 125 1.8 1.7 1.7
* Montserrat 0 0 0 16.7 175 17.3 19 1.8 1.8
Netherlands Antilles 3 3 3 16.7 15.3 14.8 2.1 2.1 2.1
* Saint Kitts and Nevis 1 1 1 211 18.6 17.8 2.6 24 2.3
Saint Lucia 3 3 3 24.4 22.7 20.2 2.8 25 2.3
* Saint Vincent and the Grenadines 2 2 2 20.8 17.6 15.8 25 2.0 1.8
Suriname 8 8 7 20.7 18.4 16.2 2.3 2.1 18
Trinidad and Tobago 19 18 19 147 135 14.0 1.7 15 16
* Turks and Caicos Islands 0 0 0 28.7 24.2 211 34 3.2 3.0
* Virgin Islands (UK) 0 0 0 15.9 15.1 14.8 17 17 17
* Virgin Islands (US) 2 2 2 173 15.9 155 24 2.2 21
North America 4,381 4,136 4,245 145 12.9 12.6 2.0 19 19
* Bermuda 1 1 1 13.7 11.8 10.8 1.8 1.8 1.8
Canada 364 341 351 12.2 10.9 10.7 1.6 1.6 1.6
United States 4,016 3,794 3,893 14.7 13.1 12.8 2.0 19 19

Source: United Nations. World Population Prospects, The 2000 Revision, except (*), in which the source is the U.S. Census Bureau.
Note: 0 under “Births” means fewer than 500.
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TABLE B.3. Deaths, crude mortality rates, and life expectancy at birth, by subregion and country, Region of the Americas,

1996, 2002, and 2008.

Deaths Mortality rates Life expectancy
(in thousands) (per 1,000) at birth
Subregion and country 1996 2002 2008 1996 2002 2008 1996 2002 2008
Region of the Americas 5,775 6,144 6,524 7.3 7.2 7.1 72.0 732 74.3
Latin America 3,161 3,426 3,676 6.6 6.5 6.4 69.2 704 71.6
Rest of the Americas 2,614 2,718 2,848 8.5 8.3 8.3 76.5 71.6 78.6
Andean Area 640 713 731 6.1 6.1 5.7 69.2 70.9 722
Bolivia 72 72 73 9.3 8.2 7.3 61.0 63.5 65.9
Colombia 235 281 263 5.9 6.4 55 70.0 71.9 73.2
Ecuador 71 77 84 6.0 5.8 5.8 69.3 705 715
Peru 158 165 176 6.5 6.2 6.0 67.7 69.5 711
Venezuela 105 119 136 4.7 4.7 4.8 72.2 733 74.3
Southern Cone 423 448 479 7.3 7.2 7.1 73.0 74.1 75.0
Argentina 283 297 312 8.0 7.8 7.7 727 73.8 74.9
Chile 81 90 102 5.6 5.7 6.1 74.8 75.6 76.4
Paraguay 28 30 33 55 51 4.8 69.4 70.7 719
Uruguay 31 32 32 95 9.3 9.2 73.7 75.0 76.1
Brazil 1,152 1,238 1,340 7.1 7.0 7.1 66.9 68.3 69.8
Central America 209 227 246 6.4 6.0 5.7 67.6 68.9 70.3
Belize 1 1 1 4.6 4.3 4.1 735 74.4 75.2
Costa Rica 14 17 20 3.8 4.0 4.2 75.9 76.7 715
El Salvador 36 39 42 6.2 5.9 5.8 68.7 70.3 717
Guatemala 78 82 87 75 6.8 6.1 63.7 65.6 67.4
Honduras 39 45 50 6.6 6.5 6.4 65.5 65.8 66.8
Nicaragua 27 28 30 5.8 5.2 4.8 67.3 69.1 70.9
Panama 14 15 17 5.2 51 53 734 74.5 75.4
Mexico 475 520 576 51 51 5.2 72.0 73.0 74.0
Latin Caribbean 260 280 303 8.6 8.7 8.8 67.3 67.8 68.3
Cuba 7 82 89 7.0 7.2 7.8 75.5 76.4 77.1
Dominican Republic 50 60 74 6.4 6.9 7.8 67.1 66.9 66.1
Haiti 103 107 106 13.4 12.6 11.4 52.0 53.3 55.9
Puerto Rico 29 3l 34 1.7 7.8 8.1 4.7 75.6 76.3
Caribbean 48 49 52 6.4 6.4 6.5 73.0 73.9 74.9
* Anguilla 0 0 0 6.1 55 53 75.7 76.5 71.6
* Antigua and Barbuda 0 0 0 6.7 5.8 5.2 69.2 71.0 72.7
* Aruba 0 0 1 5.9 6.3 6.9 71.7 78.7 79.6
Bahamas 2 2 2 6.7 7.1 7.2 69.0 69.4 70.9
Barbados 2 2 2 8.5 7.8 74 76.2 712 78.0
* Cayman Islands 0 0 0 5.0 5.2 5.8 78.1 79.2 80.1
* Dominica 1 0 0 7.9 7.1 6.6 724 739 75.3
French Guiana 1 1 1 45 4.2 4.2 747 75.9 76.8
* Grenada 1 1 1 8.7 7.6 6.4 65.3 64.5 65.6
Guadeloupe 3 3 3 6.0 6.1 6.3 71.0 78.3 79.5
Guyana 6 7 8 8.3 9.4 10.4 63.9 62.4 61.7
Jamaica 15 15 15 6.0 5.7 5.5 74.6 75.7 76.7
Martinique 2 3 3 6.3 6.7 7.2 78.6 79.1 79.6
* Montserrat 0 0 0 8.4 75 7.0 77.1 78.2 78.9
Netherlands Antilles 1 1 2 6.3 6.2 6.6 75.3 76.3 71.3
* Saint Kitts and Nevis 0 0 0 11.9 9.0 8.0 66.4 713 729
Saint Lucia 1 1 1 5.8 54 5.2 72.8 73.8 74.8
* Saint Vincent and the Grenadines 1 1 1 7.1 6.1 6.0 70.1 72.8 743
Suriname 2 3 3 6.0 6.0 6.0 69.9 711 724
Trinidad and Tobago 8 8 8 5.9 6.0 6.2 73.6 74.8 76.0
* Turks and Caicos Islands 0 0 0 51 4.4 4.2 722 738 75.2
*Virgin Islands (UK) 0 0 0 4.6 4.4 45 75.1 75.9 771
*Virgin Islands (US) 1 1 1 4.8 5.6 6.3 779 78.4 79.3
North America 2,566 2,669 2,796 8.5 8.3 8.3 76.5 71.7 78.7
* Bermuda 0 0 1 6.8 75 8.1 76.9 713 78.4
Canada 216 241 267 7.3 7.7 8.1 78.4 79.0 79.6
United States 2,350 2,427 2,528 8.6 8.4 8.3 76.3 715 78.6

Source: United Nations. World Population Prospects, The 2000 Revision, except (*), in which the source is the U.S. Census Bureau.

Note: 0 under “Deaths” means fewer than 500.
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TABLE B.4. Infant deaths and mortality rates, by subregion and country, Region of the Americas,
1996, 2002, and 2008.

Infant mortality rates Infant deaths
(per 1,000) (in thousands)

Subregion and country 1996 2002 2008 1996 2002 2008

Region of the Americas 285 25.3 219 454,720 396,903 344,598
Latin America 36.6 321 278 417,591 365,825 316,761
Rest of the Americas 8.1 7.2 6.4 37,129 31,078 27,838
Andean Area 37.8 315 26.3 103,497 86,129 71,785
Bolivia 67.5 55.6 44.1 17,335 14,841 11,923
Colombia 31.0 25.6 215 30,658 25,020 20,881
Ecuador 46.4 415 36.5 14,294 12,751 11,061
Peru 471 374 30.6 29,018 22,626 18,223
Venezuela 21.4 18.9 16.7 12,191 10,890 9,697
Southern Cone 22.2 20.1 18.0 27,025 24,904 22,544
Argentina 223 20.0 175 15,801 14,499 12,761
Chile 13.0 11.6 10.4 3,833 3,321 2,946
Paraguay 40.0 37.0 334 6,349 6,335 6,170
Uruguay 18.0 13.1 11.8 1,041 749 666
Brazil 431 38.3 33.0 145,276 129,072 112,122
Central America 38.1 328 28.3 40,415 36,558 32,213
Belize 328 30.0 27.4 205 180 150
Costa Rica 124 10.9 9.6 1,075 1,006 925
El Salvador 337 26.4 20.7 5,492 4,389 3,366
Guatemala 47.0 412 35.9 17,816 16,911 15,505
Honduras 38.8 331 28.7 7,718 6,758 5,898
Nicaragua 412 35.7 30.6 6,732 6,187 5,433
Panama 222 18.6 15.9 1,377 1,127 936
Mexico 316 28.2 25.2 74,050 64,471 55,520
Latin Caribbean 41.4 37.8 34.2 27,328 24,691 22,576
Cuba 8.0 7.3 6.9 1,220 973 886
Dominican Republic 41.8 36.3 311 8,276 7,319 6,352
Haiti 69.4 61.3 55.2 17,134 15,771 14,756
Puerto Rico 11.1 10.3 9.6 698 627 582
Caribbean 237 21.3 18.2 3,527 3,004 2,488
* Anguilla 275 237 18.9 5 4 4
* Antigua and Barbuda 26.5 216 17.7 38 27 20
* Aruba 7.1 6.3 5.6 7 5 4
Bahamas 19.1 17.2 14.9 120 106 87
Barbados 12.7 10.9 9.6 45 36 31
* Cayman Islands 12.1 9.9 8.4 6 5 4
* Dominica 19.5 15.9 12.8 28 19 13
French Guiana 325 28.7 25.9 144 143 143
* Grenada 13.7 14.6 13.6 29 30 27
Guadeloupe 8.5 74 6.6 61 52 44
Guyana 56.1 525 44.4 1,007 888 660
Jamaica 224 19.9 17.8 1,252 1,063 923
Martinique 7.1 6.8 6.6 41 36 33
* Montserrat 9.4 8.0 7.2 2 1 1
Netherlands Antilles 14.6 12.6 10.8 52 42 37
* Saint Kitts and Nevis 24.6 15.8 13.3 20 11 9
Saint Lucia 14.6 13.1 11.7 51 45 39
* Saint Vincent and the Grenadines 17.0 16.2 13.6 40 33 25
Suriname 30.0 25.7 217 259 203 155
Trinidad and Tobago 14.6 12,5 10.7 285 221 201
* Turks and Caicos Islands 216 175 14.2 9 8 6
*Virgin Islands (UK) 25.7 19.6 155 8 6 5
*Virgin Islands (US) 10.1 9.2 8.0 20 18 16
North America 7.6 6.7 6.0 33,602 28,074 25,350
* Bermuda 10.0 9.3 7.8 8 7 6
Canada 5.7 5.4 5.2 2108 1845 1801
United States 7.8 6.8 6.1 31,486 26,222 23,543

Source: United Nations. World Population Prospects, The 2000 Revision, except (*), in which the source is the U.S. Census
Bureau.
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TABLE B.5. Life expectancy at birth, by sex, subregion, and country, Region of the
Americas, 2002.

Difference

Subregion and country Both sexes Men Women between sexes
Region of the Americas 73.2 70.3 76.5 6.3
Latin America 70.4 67.6 741 6.6
Rest of the Americas 716 74.6 80.4 5.8
Andean Area 70.9 68.5 74.0 55
Bolivia 63.5 61.9 65.3 35
Colombia 719 69.2 75.3 6.1
Ecuador 70.5 68.3 735 5.2
Peru 69.5 67.3 724 5.1
Venezuela 733 70.9 76.7 5.8
Southern Cone 741 711 717 6.6
Argentina 73.8 70.6 71.7 7.1
Chile 75.6 73.0 79.0 6.1
Paraguay 70.7 68.6 731 45
Uruguay 75.0 71.6 78.9 7.3
Brazil 68.3 64.7 72.6 8.0
Central America 68.9 66.6 721 55
Belize 74.4 73.0 75.9 29
Costa Rica 76.7 75.0 79.7 4.7
El Salvador 70.3 67.7 73.7 6.1
Guatemala 65.6 63.0 68.9 5.9
Honduras 65.8 63.2 69.1 5.9
Nicaragua 69.1 67.2 71.9 4.8
Panama 745 72.6 71.3 4.7
Mexico 73.0 704 76.4 6.0
Latin Caribbean 67.8 65.2 70.8 5.6
Cuba 76.4 74.8 78.7 3.9
Dominican Republic 66.9 64.4 70.1 5.7
Haiti 53.3 50.2 56.5 6.2
Puerto Rico 75.6 712 80.1 8.9
Caribbean 73.9 712 76.7 55
* Anguilla 76.5 73.6 79.5 5.9
* Antigua and Barbuda 71.0 68.7 735 4.7
* Aruba 78.7 75.3 82.2 6.9
Bahamas 69.4 65.2 73.9 8.7
Barbados 712 745 79.5 5.0
* Cayman Islands 79.2 76.4 81.6 5.2
* Dominica 73.9 71.0 76.9 5.9
French Guiana 75.9 724 80.1 7.6
* Grenada 64.5 62.7 66.3 3.6
Guadeloupe 78.3 74.8 81.7 6.9
Guyana 62.4 58.0 66.9 8.9
Jamaica 75.7 73.7 718 4.1
Martinique 79.1 75.8 82.3 6.5
* Montserrat 78.2 76.1 80.4 4.3
Netherlands Antilles 76.3 733 79.2 5.9
* Saint Kitts and Nevis 713 68.5 74.3 5.8
Saint Lucia 73.8 711 76.4 5.3
* Saint Vincent and

the Grenadines 72.8 711 74.6 3.6
Suriname 711 68.5 73.7 5.2
Trinidad and Tobago 74.8 72.5 77.2 4.7
* Turks and Caicos Islands 73.8 71.6 76.0 4.4
* Virgin Islands (UK) 75.9 74.9 76.8 19
*Virgin Islands (US) 78.4 74.6 82.5 8.0
North America 717 747 80.5 5.8
* Bermuda 713 75.2 79.3 4.1
Canada 79.0 76.2 81.8 55
United States 715 74.6 80.4 5.8

Source: United Nations. World Population Prospects, The 2000 Revision, except (*), in which the source is the
U.S. Census Bureau.
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TABLE B.6. Migration balance and change, by subregion and country, Region of the Americas,
1996, 2002, and 2008.

Migratory balance Change
Subregion and country 1996 2002 2008 1996-2002  2002-2008
Region of the Americas 839,703 937,354 908,066 97,651 —-29,288
Latin America —472,333 -378,743 -361,300 93,590 17,443
Rest of the Americas 1,312,036 1,316,097 1,269,366 4,061 —-46,731
Andean Area —84,800 -17,000 -11,600 67,800 5,400
Bolivia -7,600 -7,000 -5,600 600 1,400
Colombia —40,000 0 0 40,000 0
Ecuador 0 0 0 0 0
Peru 37,200 -10,000 —6,000 27,200 4,000
Venezuela 0 0 0 0 0
Southern Cone 11,640 12,000 4,400 360 -7,600
Argentina 24,000 24,000 14,400 0 -9,600
Chile -8,000 -10,000 -8,000 —-2,000 2,000
Paraguay -1,000 0 0 1,000 0
Uruguay -3,360 2,000 2,000 1,360 0
Brazil 0 0 0 0 0
Central America -38,341 -30,881 -25,281 7,460 5,600
Belize -800 -500 -500 300 0
Costa Rica 22,000 10,000 3,200 -12,000 -6,800
El Salvador -8,360 —7,600 —7,600 760 0
Guatemala -32,000 —20,000 -10,000 12,000 10,000
Honduras —-4,800 —4,000 —4,000 800 0
Nicaragua -11,600 —6,000 -3,600 5,600 2,400
Panama -2,781 -2,781 -2,781 0 0
Mexico -312,000 —299,800 —288,000 12,200 11,800
Latin Caribbean —48,832 —43,062 -40,819 5,770 2,243
Cuba —-20,000 -15,811 -11,200 4,189 4,611
Dominican Republic -13,912 12,251 -13,419 1,661 -1,168
Haiti 21,000 21,000 21,000 0 0
Puerto Rico 6,080 6,000 4,800 -80 -1,200
Caribbean —41,273 34,070 -28,386 7,203 5,684
* Anguilla 233 187 46 —46 -141
* Antigua and Barbuda -420 -420 -420 0 0
* Aruba -360 0 0 360 0
Bahamas 200 0 0 —-200 0
Barbados -250 -250 -250 0 0
* Cayman Islands 493 438 383 55 -55
* Dominica -833 -1,281 =321 —448 960
French Guiana 1,234 1,320 1,320 86 0
* Grenada -1,701 -1,357 -1,015 344 342
Guadeloupe -920 -900 -900 20 0
Guyana -8,400 -8,000 -8,000 400 0
Jamaica -19,328 -14,860 -10,372 4,468 4,488
Martinique -1,056 -500 —-480 556 20
* Montserrat 0 626 0 626 —626
Netherlands Antilles 192 -100 -100 —292 0
* Saint Kitts and Nevis —644 -368 -92 276 276
Saint Lucia -1,000 -1,000 -1,000 0 0
* Saint Vincent and the Grenadines —642 -895 -895 —-253 0
Suriname 4,416 -3,400 -3,160 1,016 240
Trinidad and Tobago —-4,160 -3,800 -3,560 360 240
* Turks and Caicos Islands 253 243 212 -10 =31
*Virgin Islands (UK) 237 232 203 -5 -29
*Virgin Islands (US) 15 15 15 0 0
North America 1,353,309 1,350,167 1,297,752 -3,142 -52,415
* Bermuda 164 167 152 3 -15
Canada 142,945 150,000 157,600 7,055 7,600
United States 1,210,200 1,200,000 1,140,000 -10,200 —60,000

Source: United Nations. World Population Prospects, The 2000 Revision, except (*), in which the source is the U.S. Census
Bureau.
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TABLE B.7. Urban and rural population and percentage urban population, by subregion and country, Region of the Americas,

1996, 2002, and 2008.

Urban population (in thousands)

Rural population (in thousands)

Urban percentage

Subregion and country 1996 2002 2008 1996 2002 2008 1996 2002 2008
Region of the Americas 589,829 654,581 717,963 199,160 199,461 197,889 74.8 76.6 78.4
Latin America 354,978 401,181 446,538 125,230 125,263 124,880 73.9 76.2 78.1
Rest of the Americas 234,851 253400 271,425 73,930 74,199 73,009 76.1 774 78.8
Andean Area 76,315 88,280 100,342 28,493 28,647 28,581 72.8 755 718
Bolivia 4,565 5,542 6,580 3,028 3,164 3,264 60.1 63.7 66.8
Colombia 28,355 32,496 36,712 10,905 10,999 11,015 72.2 74.7 76.9
Ecuador 7,179 8,802 10,376 4,520 4,310 4,089 61.4 67.1 71.7
Peru 17,066 19,502 21,980 6,878 7,021 7,082 71.3 735 75.6
Venezuela 19,149 21,939 24,693 3,162 3,154 3,132 85.8 87.4 88.7
Southern Cone 49,018 54,149 59,128 8,821 8,547 8,345 84.7 86.4 87.6
Argentina 31,247 34,302 37,217 3,973 3,642 3,403 88.7 90.4 91.6
Chile 12,206 13,428 14,566 2,214 2,161 2,094 84.6 86.1 87.4
Paraguay 2,638 3,317 4,080 2,319 2,462 2,590 53.2 57.4 61.2
Uruguay 2,927 3,102 3,265 314 283 258 90.3 91.6 92.7
Brazil 127,718 143,632 158,448 33,981 31,074 28,894 79.0 82.2 84.6
Central America 15221 18,507 22,236 17,685 19,465 20,946 46.3 487 515
Belize 106 131 156 101 104 105 51.3 55.8 59.8
Costa Rica 1,717 2,035 2,371 1,935 2,165 2,328 47.0 485 50.5
El Salvador 2,629 3,095 3,614 3,162 3,425 3,605 45.4 475 50.1
Guatemala 3,978 4,841 5,950 6,266 7,154 8,002 38.8 404 426
Honduras 2,814 3,684 4577 2,967 3,048 3,082 487 54.7 59.8
Nicaragua 2,496 3,047 3,688 2,057 2,301 2,516 54.8 57.0 59.4
Panama 1,479 1,674 1,879 1,197 1,268 1,309 55.3 56.9 58.9
Mexico 68,268 76,217 84,010 24,441 25,626 26,234 73.6 74.8 76.2
Latin Caribbean 18,439 20,396 22,374 11,809 11,903 11,879 61.0 63.1 65.3
Cuba 8,233 8,531 8,806 2,784 2,741 2,651 74.7 75.7 76.9
Dominican Republic 4,893 5,724 6,527 2,936 2,915 2,864 62.5 66.3 69.5
Haiti 2,542 3,113 3,778 5,101 5,287 5,438 333 371 41.0
Puerto Rico 2,770 3,028 3,263 987 960 925 73.7 75.9 77.9
Caribbean 4,554 4977 5,409 2,846 2,760 2,670 61.5 64.3 67.0
* Anguilla 1 1 2 9 11 12 125 11.9 11.1
* Antigua and Barbuda 23 25 30 41 42 44 36.4 375 39.9
* Aruba 0 0 0 68 70 72 0.0 0.0 0.0
Bahamas 250 278 303 38 34 31 86.9 89.2 90.6
Barbados 126 138 150 137 132 125 479 51.2 54.6
* Cayman Islands 32 36 40 0 0 0 100.0 100.0 100.0
* Dominica 51 51 51 22 20 18 69.5 72.0 73.9
French Guiana 110 139 170 33 37 41 76.6 78.7 80.6
* Grenada 33 35 38 58 54 52 36.4 39.2 42.6
Guadeloupe 411 434 453 2 1 1 99.6 99.8 99.8
Guyana 269 303 333 478 463 433 36.0 39.6 435
Jamaica 1,351 1,497 1,663 1,142 1,124 1,105 54.2 571 60.1
Martinique 350 370 384 24 18 15 935 95.3 96.2
* Montserrat 2 2 2 9 7 8 18.2 18.9 20.0
Netherlands Antilles 144 156 168 63 63 62 69.5 71.0 73.0
* Saint Kitts and Nevis 14 13 14 26 25 25 34.8 34.6 35.7
Saint Lucia 53 58 64 89 93 96 373 38.2 40.2
* Saint Vincent and the Grenadines 56 66 75 57 50 44 495 56.7 63.0
Suriname 292 317 339 118 103 92 71.2 754 78.7
Trinidad and Tobago 917 978 1,038 353 328 307 72.2 74.9 77.2
* Turks and Caicos Islands 7 9 11 8 10 11 438 472 49.1
* Virgin Islands (UK) 11 14 16 8 8 8 57.0 64.0 67.4
* Virgin Islands (US) 53 58 65 63 65 66 455 47.0 49.7
North America 230,297 248,423 266,016 71,084 71,439 70,339 76.4 717 79.1
* Bermuda 61 64 66 0 0 0 100.0 100.0 100.0
Canada 22,769 24,199 25,651 6,884 7,069 7,082 76.8 77.4 78.4
United States 207,467 224,160 240,299 64,201 64,370 63,257 76.4 717 79.2

Source: United Nations. World Population Prospects, The 2000 Revision, except (*), in which the source is the U.S. Census Bureau.

Note: 0 means fewer than 500.
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TABLE B.8. Annual growth rates of the urban and rural populations, and rate of change of the

urbanization process, by subregion and country, Region of the Americas, 1996-2002 and 2002—2008.

Annual growth rates

Rate of change in

Urban Rural urbanization
Subregion and country 1996-2002  2002-2008  1996-2002  2002-2008  1996-2002  2002-2008
Region of the Americas 1.74 1.54 0.03 -0.13 171 1.67
Latin America 2.04 1.79 0.00 -0.05 2.03 1.84
Rest of the Americas 1.27 1.15 0.06 -0.27 121 141
Andean Area 243 213 0.09 -0.04 2.34 2.17
Bolivia 3.23 2.86 0.73 0.52 2.50 2.34
Colombia 2.27 2.03 0.14 0.02 213 2.01
Ecuador 3.40 2.74 -0.79 -0.88 4.19 3.62
Peru 2.22 1.99 0.34 0.14 1.88 1.85
Venezuela 2.27 1.97 -0.04 -0.12 231 2.09
Southern Cone 1.66 1.47 -0.53 -0.40 2.18 1.86
Argentina 1.56 1.36 -1.45 -1.13 3.00 2.49
Chile 1.59 1.36 -0.41 -0.52 2.00 1.88
Paraguay 3.82 345 0.99 0.85 2.82 2.61
Uruguay 0.97 0.85 -1.76 -1.55 2.73 241
Brazil 1.96 1.64 -1.49 -1.21 3.45 2.85
Central America 3.26 3.06 1.60 1.22 1.66 1.84
Belize 3.52 2.85 0.54 0.12 2.98 2.73
Costa Rica 2.83 2.55 1.87 121 0.96 1.33
El Salvador 2.72 2.58 1.33 0.85 1.39 1.73
Guatemala 3.27 344 2.21 1.87 1.06 157
Honduras 4.49 3.62 0.45 0.18 4,04 3.44
Nicaragua 332 319 1.87 1.49 1.45 1.69
Panama 2.06 1.93 0.95 0.53 111 1.39
Mexico 1.84 1.62 0.79 0.39 1.05 1.23
Latin Caribbean 1.68 1.54 0.13 -0.03 155 1.58
Cuba 0.59 0.53 -0.26 -0.56 0.85 1.08
Dominican Republic 2.61 219 -0.12 —-0.29 2.73 248
Haiti 3.38 3.23 0.60 0.47 2.78 2.76
Puerto Rico 1.48 1.25 -0.47 —-0.62 1.96 1.87
Caribbean 1.48 1.39 -0.51 -0.55 1.99 1.94
* Anguilla 2.17 0.64 3.09 1.93 -0.93 -1.30
* Antigua and Barbuda 1.30 2.57 0.55 0.85 0.75 1.72
* Aruba 0.00 0.00 0.57 0.48 -0.57 -0.48
Bahamas 1.78 1.40 -1.85 -1.22 3.63 2.62
Barbados 1.47 1.42 -0.73 -0.86 2.19 2.28
* Cayman Islands 2.34 1.79 0.00 0.00 2.34 1.79
* Dominica -0.09 0.18 =211 -1.45 2.02 1.64
French Guiana 3.88 3.38 1.84 152 2.04 1.86
* Grenada 1.05 1.57 -0.99 -0.74 2.04 2.31
Guadeloupe 0.92 0.72 -10.27 -0.42 11.18 1.14
Guyana 1.98 1.61 -0.54 -1.09 2.52 2.70
Jamaica 171 1.76 -0.25 -0.28 1.96 2.04
Martinique 0.90 0.64 —-4.82 -3.05 5.72 3.69
* Montserrat -3.83 3.19 —4.58 1.98 0.76 121
Netherlands Antilles 1.26 1.29 0.05 -0.37 121 1.66
* Saint Kitts and Nevis -0.48 0.92 -0.28 0.08 -0.20 0.83
Saint Lucia 152 1.84 0.88 0.47 0.64 1.37
* Saint Vincent and the Grenadines 2.86 2.02 -2.03 -2.29 4.89 431
Suriname 1.39 1.10 -2.24 -2.02 3.62 3.12
Trinidad and Tobago 1.07 0.99 -1.22 -1.11 2.29 2.10
* Turks and Caicos Islands 4.90 3.59 2.64 2.32 2.26 1.27
* Virgin Islands (UK) 421 2.89 -0.67 0.33 4.87 2.56
*Virgin Islands (US) 1.68 1.89 0.66 0.14 1.02 1.74
North America 1.26 1.14 0.08 -0.26 1.18 1.40
* Bermuda 0.83 0.59 0.00 0.00 0.83 0.59
Canada 1.02 0.97 0.44 0.03 0.57 0.94
United States 1.29 1.16 0.04 -0.29 1.25 1.45

Source: United Nations. World Population Prospects, The 2000 Revision, except (*), in which the source is the U.S. Census Bureau.
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TABLE B.9. Urban population in cities with more than 750,000 population and with less than 750,000 population for 1996,
2002, and 2008, and their annual growth rates for 1996—2002 and 2002—-2008, by subregion and country, Region of the Americas.

Urban population (in thousands)

Annual growth rates

Cities with more than

Cities with less than

Cities with more than

Cities with less than

750,000 population 750,000 population 750,000 population 750,000 population
Subregion and country 1996 2002 2008 1996 2002 2008 1996-2002 2002-2008 1996-2002 2002-2008
Region of the Americas 283,531 311,483 333,765 306,298 343,098 384,198 16 12 19 19
Latin America 158,976 179,481 196,304 196,002 221,700 250,234 2.0 15 2.1 2.0
Rest of the Americas 124,555 132,002 137,461 110,297 121,398 133,964 1.0 0.7 16 16
Andean Area 32,764 38516 43724 43551 49,764 56,618 2.7 2.1 2.2 2.2
Bolivia 2,195 2,720 3241 2,369 2,822 3,340 36 29 29 2.8
Colombia 12,299 14344 16,202 16,056 18,152 20,510 2.6 2.0 2.0 2.0
Ecuador 3,385 4,328 5,122 3,795 4,474 5,255 4.1 2.8 2.7 2.7
Peru 6,822 7,740 8,580 10,244 11,762 13,400 2.1 17 2.3 2.2
Venezuela 8,062 9,385 10,579 11,087 12554 14,114 25 2.0 2.1 2.0
Southern Cone 22,904 24,886 26,659 26,114 29,263 32,469 14 11 19 17
Argentina 15,415 16,592 17,608 15,832 17,710 19,610 12 1.0 19 17
Chile 5,131 5,709 6,183 7,075 7,719 8,383 18 13 15 14
Paraguay 1,117 1,346 1,615 1,520 1,971 2,465 31 3.0 43 3.7
Uruguay 1,241 1,239 1,254 1,687 1,863 2,011 0.0 0.2 17 13
Brazil 55434 61239 66,218 72,284 82393 92,230 17 13 2.2 19
Central America 7,586 9,287 11,048 7,634 9220 11,188 34 2.9 31 32
Costa Rica 898 1,038 1,196 820 997 1,175 24 24 33 2.7
El Salvador 1,253 1,490 1,736 1,376 1,605 1,878 2.9 25 2.6 2.6
Guatemala 2,710 3,493 4,273 1,268 1,348 1,678 4.2 34 1.0 36
Honduras 841 1,020 1,247 1,973 2,663 3,330 32 33 5.0 37
Nicaragua 852 1,022 1,221 1,644 2,024 2,467 3.0 3.0 35 33
Panama 1,033 1,223 1,374 446 451 505 2.8 19 0.2 19
Mexico 30,685 34567 36,391 37,583 41649 47,619 2.0 0.9 17 2.2
Latin Caribbean 9,604 10,985 12,265 8,835 9411 10,110 2.2 18 11 1.2
Cuba 2,198 2,276 2,328 6,036 6,255 6,478 0.6 0.4 0.6 0.6
Dominican Republic 4,592 5,390 6,102 302 335 426 2.7 2.1 17 4.0
Haiti 1,495 1,910 2,348 1,046 1,203 1,430 41 34 2.3 2.9
Puerto Rico 1,319 1,409 1,487 1,451 1,619 1,776 11 0.9 18 15
North America 124,555 132,002 137,461 105,743 116,421 1285555 1.0 0.7 1.6 17
Canada 12,369 13338 14,112 10,401 10,861 11,540 13 0.9 0.7 1.0
United States 112,186 118,664 123,350 95281 105496 116,949 0.9 0.6 17 17

Source: United Nations. World Population Prospects, The 2000 Revision.

TABLE B.10. Twenty most populous cities, Region of the Americas, 1996, 2002 and 2008.

1996 2002 2008
Population Population Population
City (thousands)  City (thousands)  City (thousands)
Mexico City 16,876 Mexico City 18,259 Séo Paulo 19,372
Sé&o Paulo 16,777 Sé&o Paulo 18,182 Mexico City 18,590
New York 16,393 New York 16,756 New York 17,083
Los Angeles 12,555 Los Angeles 13,320 Los Angeles 13,752
Buenos Aires 12,003 Buenos Aires 12,819 Buenos Aires 13,519
Rio de Janeiro 10,261 Rio de Janeiro 10,756 Rio de Janeiro 11,304
Chicago 6,865 Lima 7,740 Lima 8,580
Lima 6,822 Chicago 7,006 Bogota 7,276
Bogota 5,762 Bogota 6,543 Chicago 7,177
Santiago de Chile 5,131 Santiago de Chile 5,709 Santiago de Chile 6,183
Toronto 4,375 Toronto 4,761 Toronto 5,044
Philadelphia 4,322 Philadelphia 4,446 Belo Horizonte 4,689
San Francisco 3,901 Belo Horizonte 4,308 Philadelphia 4,579
Belo Horizonte 3,854 San Francisco 4112 Guatemala 4,273
Detroit 3,736 Washington, D.C. 3,998 San Francisco 4,267
Washington, D.C. 3734 Dallas 3,993 Santo Domingo 4,219
Dallas 3,670 Guadalajara 3,991 Guadalajara 4,209
Guadalajara 3,526 Porto Alegre 3,834 Dallas 4,184
Porto Alegre 3,418 Detroit 3,824 Porto Alegre 4,182
Montreal 3,349 Santo Domingo 3,759 Washington, D.C. 4,169

Source: United Nations. World Population Prospects, The 2000 Revision.
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TABLE B.11. Population distribution by broad age groups in 2002 and expected population gowth for 2002—-2008, by country
and subregion, Region of the Americas.

Population in specified age groups
(in thousands)

Expected population growth between
2002-2008 (in thousands)

Subregion and country Total 0-14 15-64 65+ 85+ Total 0-14 15-64 65+ 85+
Region of the Americas 854,042 231,277 553,555 69,210 6,863 61,807 -720 53,423 9,107 1,498
Latin America 526,444 161,811 335,329 29,304 1,831 44,974 956 38,176 5,843 507
Rest of the Americas 327,599 69,467 218,226 39,906 5,033 16,833  -1,676 15,247 3,264 990
Andean Area 116,928 38,567 72,775 5,585 353 11,996 586 10,183 1,226 104
Bolivia 8,705 3,406 4,943 357 14 1,139 228 839 72 5
Colombia 43,495 13,976 27,413 2,106 168 4,232 203 3,611 418 39
Ecuador 13,112 4,310 8,165 637 42 1,353 42 1,168 144 11
Peru 26,523 8,579 16,612 1,332 75 2,540 -20 2,258 301 27
Venezuela 25,093 8,297 15,643 1,154 54 2,732 132 2,307 292 22
Southern Cone 62,697 17,761 39,434 5,502 387 4,777 356 3,761 660 108
Argentina 37,944 10,361 23,875 3,708 248 2,677 239 2,077 361 75
Chile 15,589 4,331 10,108 1,150 87 1,071 =75 921 225 23
Paraguay 5,778 2,234 3,340 204 11 892 187 653 52 2
Uruguay 3,385 834 2,111 439 41 138 6 110 22 8
Brazil 174,706 48,600 116,714 9,392 449 12,635 -380 10,991 2,024 131
Central America 37,971 14,732 21,677 1,563 78 5211 966 3,921 324 32
Belize 236 87 138 10 1 25 -2 26 1 0
Costa Rica 4,200 1,319 2,658 222 13 499 49 395 55 5
El Salvador 6,520 2,282 3,906 332 18 699 84 557 59 8
Guatemala 11,995 5,157 6,408 430 18 1,957 524 1,357 7 7
Honduras 6,732 2,751 3,746 234 10 928 130 741 56 4
Nicaragua 5,347 2,241 2,940 166 8 857 195 624 37 4
Panama 2,942 894 1,880 168 12 246 -14 221 39 3
Mexico 101,842 32,814 64,022 5,007 374 8,402 -431 7,631 1,201 100
Latin Caribbean 32,299 9,337 20,708 2,255 189 1,954 -141 1,688 407 32
Cuba 11,273 2,292 7,853 1,128 108 185 -252 224 213 15
Dominican Republic 8,639 2,805 5,446 388 16 752 32 627 93 4
Haiti 8,400 3,306 4,780 313 16 816 93 681 42 3
Puerto Rico 3,988 934 2,628 426 49 201 -14 156 59 10
Caribbean 7,737 2,140 5,042 554 58 342 -98 380 60 10
*Anguilla 12 3 8 1 0 1 0 1 0 0
*Antigua and Barbuda 67 19 45 3 0 6 1 6 -1 0
*Aruba 70 15 48 7 1 2 -1 1 2 0
Bahamas 312 91 204 18 2 22 0 18 4 0
Barbados 269 53 189 27 3 6 —4 10 0 0
*Cayman Islands 36 8 25 3 0 4 0 3 1 0
*Dominica 70 20 45 6 1 -1 -3 2 0 0
French Guiana 176 62 106 8 1 35 12 20 3 0
*Grenada 89 32 54 3 0 1 -3 5 -1 0
Guadeloupe 435 105 288 42 5 19 -1 15 6 1
Guyana 765 229 498 38 3 1 -11 10 2 0
Jamaica 2,621 802 1,631 188 22 147 28 162 13 3
Martinique 388 85 258 45 6 11 -6 13 4 1
*Montserrat 8 2 5 1 0 1 0 1 0 0
Netherlands Antilles 219 53 148 18 1 11 -2 9 4 0
*Saint Kitts and Nevis 39 11 24 3 1 1 -1 2 0 0
Saint Lucia 151 48 95 8 1 9 1 8 0 0
*Saint Vincent and 116 34 75 7 1 2 -4 6 0 0
the Grenadines
Suriname 421 123 274 24 1 10 -10 18 2 0
Trinidad and Tobago 1,306 302 914 90 8 38 -36 59 15 2
*Turks and Caicos Islands 19 6 12 1 0 4 1 3 0 0
*Virgin Islands (UK) 21 5 15 1 0 3 0 2 0 0
*Virgin Islands (US) 123 33 79 11 1 8 -3 6 4 0
North America 319,862 67,326 213,183 39,352 4,975 16,491  -1,578 14,867 3,204 980
*Bermuda 64 12 44 7 1 2 -1 2 1 0
Canada 31,268 5,803 21,464 4,001 443 1,465 -292 1,294 462 116
United States 288,530 61,512 191,675 35,343 4,531 15,026  -1,286 13,571 2,741 864

Source: United Nations. World Population Prospects, The 2000 Revision, except (*), in which the source is the U.S. Census Bureau.
Note: 0 means fewer than 500.
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TABLE B.12. Percentage distribution of the population by broad age groups in 2002, and annual growth rates in 2002—2008,
by subregion and country, Region of the Americas.

Percentage of population in the Annual growth rates in the selected ages
selected ages (2002) (2002—-2008)
Subregion and country 0-14 15-64 65+ 85+ Total 0-14 15-64 65+ 85+
Region of the Americas 271 64.8 8.1 0.8 1.4 -0.1 1.8 25 39
Latin America 30.7 63.7 5.6 0.3 1.6 0.1 2.2 36 49
Rest of the Americas 212 66.6 12.2 15 1.0 -0.5 14 1.6 3.6
Andean Area 33.0 62.2 48 0.3 2.0 0.3 2.6 4.0 5.2
Bolivia 39.1 56.8 41 0.2 25 13 31 37 6.0
Colombia 321 63.0 48 0.4 1.9 0.3 2.5 36 42
Ecuador 329 62.3 49 0.3 2.0 0.2 2.7 41 48
Peru 323 62.6 5.0 0.3 18 0.0 25 41 6.1
Venezuela 331 62.3 46 0.2 2.1 0.3 2.8 45 6.9
Southern Cone 28.3 62.9 8.8 0.6 15 04 18 2.3 49
Argentina 27.3 62.9 9.8 0.7 14 05 1.7 19 5.3
Chile 27.8 64.8 7.4 0.6 1.3 -04 1.7 3.6 47
Paraguay 38.7 57.8 35 0.2 2.9 1.6 3.6 4.6 38
Uruguay 24.6 62.4 13.0 1.2 0.8 0.1 1.0 1.0 35
Brazil 27.8 66.8 5.4 0.3 14 -0.2 1.8 39 5.1
Central America 38.8 57.1 41 0.2 2.6 13 33 3.8 6.8
Belize 37.0 58.7 43 0.4 2.0 -0.5 35 2.6 4.6
Costa Rica 314 63.3 5.3 0.3 2.2 0.7 2.8 4.4 71
El Salvador 35.0 59.9 5.1 0.3 2.0 0.7 2.7 32 75
Guatemala 43.0 534 3.6 0.1 3.0 19 38 33 6.7
Honduras 40.9 55.6 35 0.1 2.6 0.9 36 43 7.0
Nicaragua 419 55.0 31 0.1 30 1.7 39 41 8.1
Panama 304 63.9 5.7 0.4 1.6 -0.3 2.2 4.2 43
Mexico 32.2 62.9 49 0.4 1.6 -0.3 2.3 43 47
Latin Caribbean 28.9 64.1 7.0 0.6 12 -0.3 1.6 33 3.2
Cuba 20.3 69.7 10.0 1.0 0.3 -2.3 0.6 35 2.7
Dominican Republic 325 63.0 45 0.2 17 0.2 2.2 4.3 42
Haiti 394 56.9 37 0.2 19 0.6 2.7 25 37
Puerto Rico 234 65.9 10.7 1.2 1.0 -0.3 1.2 2.6 3.7
Caribbean 217 65.2 7.2 0.7 0.9 -09 15 21 32
*Anguilla 249 68.1 6.9 1.2 2.1 -05 30 24 -0.8
*Antigua and Barbuda 28.0 67.3 4.7 0.7 1.8 1.0 25 =35 0.0
*Aruba 21.0 68.4 10.6 11 0.6 -19 0.5 48 55
Bahamas 29.0 65.3 5.6 05 14 -0.1 17 45 45
Barbados 19.8 70.0 10.2 13 0.4 -15 1.0 -0.3 -0.3
*Cayman Islands 22.0 69.6 8.3 0.9 2.1 0.1 2.3 6.0 54
*Dominica 28.3 63.8 79 11 -0.3 -32 0.9 -0.3 0.4
French Guiana 354 60.3 43 0.4 36 34 35 6.2 6.5
*Grenada 36.0 60.3 38 0.3 0.2 -1.9 16 -4.6 0.0
Guadeloupe 242 66.2 9.6 11 0.9 -0.3 1.0 2.7 5.1
Guyana 30.0 65.0 5.0 0.3 0.0 -1.0 0.4 11 34
Jamaica 30.6 62.2 7.2 0.8 11 -0.7 19 13 25
Martinique 219 66.6 115 14 0.6 -14 1.0 19 42
*Montserrat 23.6 65.0 11.4 2.8 2.7 2.6 2.9 1.2 -15.6
Netherlands Antilles 24.0 67.8 8.3 0.6 1.0 -0.8 12 4.2 34
*Saint Kitts and Nevis 29.4 61.9 8.7 16 0.5 -14 15 -1.7 -1.2
Saint Lucia 316 62.8 5.6 0.6 1.2 0.2 1.7 0.9 33
*Saint Vincent and the Grenadines 28.9 64.8 6.4 0.9 0.3 2.4 14 0.8 19
Suriname 29.2 65.0 5.8 0.3 05 -17 13 1.7 3.0
Trinidad and Tobago 231 70.0 6.9 0.6 0.6 -2.5 12 31 44
*Turks and Caicos Islands 326 63.6 38 04 35 24 40 4.7 14
*Virgin Islands (UK) 22.3 72.7 49 0.6 2.4 0.1 2.9 48 1.0
*Virgin Islands (US) 26.7 64.2 9.2 0.9 12 -1.6 14 6.3 6.4
North America 21.0 66.6 123 1.6 1.0 -05 13 16 36
*Bermuda 19.2 69.4 114 1.2 0.7 -1.0 0.7 3.3 4.7
Canada 18.6 68.6 128 14 0.9 -1.0 1.2 22 4.6
United States 213 66.4 12.2 1.6 1.0 -04 14 15 35

Source: United Nations. World Population Prospects, The 2000 Revision, except (*), in which the source is the U.S. Census Bureau.
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TABLE B.13. Ratio of adults to elderly persons and ratio of potential relatives to elderly persons in 1996, 2002, and 2008, and
changes in these ratios between 1996-2002 and 2002—2008, by subregion and country, Region of the Americas.

Ratio of adults to Ratio of potential
elderly persons? Change® relatives to elderly persons® Change®
Subregion and country 1996 2002 2008 1996-2002 2002-2008 1996 2002 2008  1996-2002 2002-2008
Andean Area 13.8 13.0 12.2 -0.7 -0.9 73 7.2 7.0 -0.1 -0.2
Bolivia 14.4 13.9 135 -0.6 -0.4 73 7.1 7.1 -0.2 0.0
Colombia 135 13.0 123 -0.5 -0.7 73 75 73 0.2 -0.2
Ecuador 135 128 12.0 -0.7 -0.9 6.9 6.9 6.8 0.0 -0.1
Peru 135 125 116 -11 -0.9 7.0 6.7 6.6 -0.3 -0.1
Venezuela 145 136 124 -0.9 -11 78 7.6 71 -0.3 -0.4
Southern Cone 7.3 7.2 7.0 -0.2 -0.2 43 43 43 -0.1 0.0
Argentina 6.5 6.4 6.4 -0.1 -0.1 39 38 39 -0.1 0.1
Chile 9.5 8.8 8.0 -0.7 -0.8 5.7 55 5.1 -0.2 -0.4
Paraguay 15.7 16.4 15.6 0.7 -0.8 8.1 85 8.2 0.4 -0.4
Uruguay 5.0 48 48 -0.2 0.0 31 30 31 -0.1 0.1
Brazil 133 124 112 -0.9 -1.2 74 7.1 6.8 -0.3 -0.4
Central America 144 139 136 -0.6 -0.3 7.0 6.9 7.0 -0.1 0.1
Belize 12.9 13.7 143 0.7 0.6 6.1 6.6 74 0.6 0.8
Costa Rica 13.0 12.0 11.0 -1.0 -1.0 7.2 6.8 6.4 -0.4 -0.4
El Salvador 125 118 114 -0.7 -0.3 5.9 5.9 6.3 0.0 0.4
Guatemala 15.2 14.9 15.3 -0.3 04 7.1 6.9 7.3 -0.2 04
Honduras 17.1 16.0 155 -1.1 -0.5 8.0 7.6 7.6 -0.4 -0.1
Nicaragua 17.7 17.7 175 0.0 0.2 8.2 8.3 8.5 0.1 0.3
Panama 11.6 112 10.2 -0.4 -1.0 6.3 6.5 6.2 0.2 -0.3
Mexico 139 12.8 115 -11 -1.2 6.9 6.9 6.8 0.0 -0.1
Latin Caribbean 9.6 9.2 8.4 -0.4 -0.8 5.4 55 5.1 0.0 -0.4
Cuba 7.6 7.0 6.0 0.6 -0.9 47 48 4.3 0.1 -0.5
Dominican Republic 15.3 14.0 12.6 -1.3 -1.4 8.1 7.7 7.2 -0.4 0.6
Haiti 14.6 153 154 0.7 0.1 7.2 7.2 7.2 0.0 0.0
Puerto Rico 6.5 6.2 5.7 -0.3 -0.4 39 39 3.8 0.0 -0.1
Caribbean 9.0 9.1 8.8 0.1 -0.3 49 5.2 53 0.3 0.1
*Anguilla 8.5 9.8 10.1 14 0.3 49 6.1 6.6 1.2 0.5
*Antigua and Barbuda 12.0 14.4 19.3 2.3 5.0 6.7 9.3 13.1 25 39
*Aruba 8.1 6.5 5.2 -1.7 -1.2 5.7 47 3.7 -0.9 -1.0
Bahamas 13.0 11.6 10.1 -14 -15 7.3 6.9 6.2 -0.4 -0.7
Barbados 6.1 6.9 74 0.8 0.5 3.7 45 5.2 0.8 0.6
*Cayman Islands 10.0 8.4 9.4 -1.6 1.0 7.1 6.2 6.9 -0.9 0.7
*Dominica 1.7 8.1 8.6 0.4 0.5 3.8 49 55 1.0 0.6
French Guiana 14.8 139 12.1 -0.9 -1.8 8.9 8.4 7.2 -0.5 -11
*Grenada 112 16.0 21.8 47 5.8 48 6.8 10.4 2.0 3.6
Guadeloupe 75 6.9 6.3 -0.6 0.6 45 44 43 -0.1 -0.1
Guyana 12.8 13.0 12.6 0.2 -0.4 6.3 7.0 75 0.6 0.5
Jamaica 8.1 8.7 8.9 0.6 0.3 42 47 5.1 0.5 0.4
Martinique 6.3 5.8 55 -0.5 -0.3 38 38 38 0.0 0.0
*Montserrat 4.9 5.7 6.2 0.9 05 24 3.0 3.7 05 0.7
Netherlands Antilles 9.0 8.2 7.1 -0.38 -1.1 5.9 54 4.7 -0.5 -0.7
*Saint Kitts and Nevis 6.0 7.1 8.4 11 1.2 34 4.3 51 0.9 0.8
Saint Lucia 10.0 112 117 13 0.5 5.0 6.0 6.8 1.0 0.8
*Saint Vincent and the Grenadines 9.3 10.2 10.5 0.9 0.3 45 5.3 5.1 0.8 -0.2
Suriname 12.2 113 9.3 -0.9 -2.0 6.1 6.0 5.7 -0.1 -0.3
Trinidad and Tobago 10.0 10.2 11.0 0.2 0.8 58 5.9 6.2 0.1 0.3
*Turks and Caicos Islands 14.9 16.6 16.1 17 -0.5 9.0 10.8 10.6 1.8 -0.2
*Virgin Islands (UK) 134 147 134 14 -13 8.3 9.3 8.6 11 -0.7
*Virgin Islands (US) 8.6 7.0 55 -1.6 -15 5.6 45 36 -11 -1.0
North America 53 5.4 5.4 0.1 -0.1 36 38 3.7 0.1 -0.1
*Bermuda 7.1 6.1 5.4 -1.0 -0.7 5.1 45 39 -0.6 0.6
Canada 5.6 5.4 5.1 -0.2 -0.3 39 3.8 3.6 -0.1 -0.2
United States 53 5.4 5.4 0.2 0.0 36 38 3.7 0.2 0.0

aThe ratio of adults to elderly individuals is the number of persons between 15 and 64 years old for each person aged 65 years or older.

bThe ratio of potential relatives to elderly individuals is the number of persons between 30 and 34 years old for each person aged 65 or older.

¢The change in both ratios results from subtracting the quotients of the two years. A positive number indicates an increase in the number of persons in the
selected ages per elderly individual. A negative number indicates a decrease in the number of persons in the selected ages per elderly individual.

Source: United Nations. World Population Prospects, The 2000 Revision, except (*), in which the source is the U.S. Census Bureau.
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TABLE B.14. Ratio of women per 100 men in 1980, and change in the ratio for 1980-2000 and 2000-2020, by subregion and
country, Region of the Americas.

Ratio of women per 100 men Change?
1980 2000 2020 1980-2000 2000-2020
Subregion and country 65and+ 85and+ 65and+ 85and+ 65and+ 85and+ 65and+ 85and+ 65and+ 85and+
Andean Area 120 159 123 169 126 176 3 10 3 8
Bolivia 120 200 124 160 126 167 4 -40 1 7
Colombia 123 166 128 175 132 192 5 10 4 17
Ecuador 115 136 118 160 120 168 2 24 2 8
Peru 119 154 118 158 124 162 -1 4 6 4
Venezuela 118 158 121 172 121 175 3 14 0 3
Southern Cone 131 179 143 234 139 232 13 54 -4 -2
Argentina 128 174 144 245 144 243 16 71 0 -3
Chile 138 189 141 216 131 210 3 27 -10 -6
Paraguay 136 180 139 175 115 188 3 -5 24 13
Uruguay 132 190 147 225 148 227 15 35 1 2
Brazil 112 142 129 167 137 195 17 25 8 28
Central America 114 135 116 150 122 162 2 15 7 12
Belize 109 100 40 0 113 100 —69 -100 73 100
Costa Rica 115 100 115 140 116 150 0 40 1 10
El Salvador 124 167 129 220 134 200 5 53 5 -20
Guatemala 105 114 108 129 120 148 3 14 11 19
Honduras 117 150 116 167 124 160 -1 17 8 -7
Nicaragua 130 300 125 133 123 175 -6 -167 -2 42
Panama 100 133 108 120 117 144 8 -13 9 24
Mexico 122 146 122 154 126 160 0 7 4 7
Latin Caribbean 101 107 116 129 129 162 15 22 13 33
Cuba 93 94 111 120 119 144 18 26 8 24
Dominican Republic 100 120 108 114 123 144 8 -6 15 29
Haiti 119 129 124 133 146 164 5 5 22 30
Puerto Rico 110 125 134 156 156 226 24 31 21 71
Caribbean 125 225 130 176 134 198 6 -49 3 21
*Anguilla 127 176 115 163 -12 -13
*Antigua and Barbuda 137 119 129 268 -7 149
*Aruba 141 209 142 211 1 2
Bahamas 136 - 129 100 154 200 -7 . 25 100
Barbados 150 200 170 200 144 300 20 0 —26 100
*Cayman Islands 118 179 121 141 3 =37
*Dominica 144 186 134 249 -10 63
French Guiana 119 133 0 110 100 14 23 100
*Grenada . . 121 154 54 122 - . —67 -32
Guadeloupe 136 - 135 300 138 200 0 - 3 -100
Guyana . 200 131 200 159 300 . 0 28 100
Jamaica 118 217 124 163 125 173 6 -54 0 10
Martinique 142 200 139 200 148 233 -3 0 9 33
*Montserrat 87 85 112 115 25 29
Netherlands Antilles 142 100 143 0 147 200 1 -100 4 200
*Saint Kitts and Nevis 142 182 123 193 -19 11
Saint Lucia 134 167 0 140 0 32 =27 0
*Saint Vincent and the Grenadines ... 133 172 115 163 -19 -8
Suriname 112 100 130 100 150 200 18 0 20 100
Trinidad and Tobago 124 300 121 133 126 200 -3 -167 6 67
*Turks and Caicos Islands 123 177 91 161 -32 -16
*Virgin Islands (UK) 84 72 95 102 11 30
*Virgin Islands (US) 131 175 163 176 32 1
North America 147 241 140 255 130 235 -7 13 -10 -20
*Bermuda - - 132 195 124 171 - . -8 —24
Canada 132 204 134 231 125 204 1 28 -9 =27
United States 149 245 141 257 130 239 -8 13 -11 -19

aThe change in the ratio results from subtracting the quotients of the two years. A positive number indicates an increase in the number of women per 100
men. A negative number indicates a decrease in the number of women per 100 men.
Source: United Nations. World Population Prospects, The 2000 Revision, except (*), in which the source is the U.S. Census Bureau.
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TABLE B.15. Estimated mortality rates per 100,000 population, by cause, selected countries of the Americas, beginning of the 1980s.

Cause of death ARG BAR BRA CAN CHI COL COR CUuB DOR ECU ELS JAM MEX PAN PAR PUR TRT USA VEN
Intestinal infections 92 29 434 02 80 153 62 35 286 953 735 212 629 144 449 06 208 02 290
Diseases preventable by immunization 16 19 56 00 O05 16 10 02 48 335 156 09 63 76 68 03 07 00 41
Septicemia 86 59 65 09 53 30 18 24 78 31 33 36 52 28 92 36 42 42 75
AIDS 00 00 00 00 00 00 00 00 00 00O OO 00 OO0 00 00 00 00 00 00
Neoplasm of the stomach 130 184 90 96 242 126 187 70 23 143 47 137 49 66 48 94 87 64 106
Neoplasm of the colon, rectum, and anus 141 107 33 218 58 27 37 97 22 16 07 71 14 40 21 60 68 240 31
Neoplasm of the trachea, bronchus, and lung 257 98 64 377 106 58 64 255 28 26 16 84 47 61 23 98 54 460 6.7
Neoplasm of the breast (female) 118 143 36 146 58 27 33 68 17 16 08 6.9 19 26 22 43 65 159 30
Neoplasm of the uterus and placenta 68 138 41 40 82 58 45 65 39 72 28 86 54 49 59 31 73 48 67
Neoplasm of the prostate 64 126 25 88 41 27 33 81 33 23 09 75 18 34 21 70 70 102 27
Leukemia and other hematopoietic neoplasms 98 93 50 148 69 55 74 94 27 43 32 52 43 62 35 85 64 168 6.2
Diabetes mellitus 169 542 107 121 135 90 83 116 91 70 100 318 227 90 92 258 452 153 124
Nutritional deficiency 64 106 149 20 32 105 42 21 211 35 171 131 123 73 56 35 95 25 70
Hypertensive disease 158 257 130 61 93 138 51 75 121 65 12 352 51 56 49 243 441 143 115
Ischemic heart disease 1005 86.8 533 2046 644 522 511 1417 287 197 316 339 255 490 281 985 1084 2489 497
Cerebrovascular disease 819 1265 635 629 653 394 280 566 271 303 328 943 242 340 447 434 829 749 373
Acute respiratory infections 255 299 406 197 423 200 197 403 176 740 254 205 629 219 375 304 337 234 304
Bronchitis, emphysema, and asthma 79 99 89 106 89 96 69 72 78 417 289 89 184 99 64 91 132 90 65
Cirrhosis and other liver diseases 137 71 94 113 314 33 63 61 141 73 96 51 229 46 33 246 142 134 81
Diseases of the urinary system 159 162 91 84 126 87 69 83 51 132 75 169 139 83 88 108 147 122 75
Congenital anomalies 118 78 95 72 118 63 151 83 71 70 43 45 96 105 50 62 67 67 117
Traffic accidents 162 105 167 257 158 156 83 254 177 17 241 178 85 161 179 250 353
Suicide 71 16 31 140 34 43 20 33 126 01 16 18 15 85 48 120 45
Homicide 36 48 109 23 40.2 47 39 65 517 12 178 22 55 148 33 102 106
All other causes 176.6 1546 1172 1415 1271 1177 851 903 101.1 1254 291.6 97.6 1479 979 665 1266 1138 1640 99.1
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TABLE B.16. Estimated mortality rates per 100,000 population, adjusted for age, by cause, selected countries of the Americas, beginning of the 1980s.

Cause of death ARG BAR BRA CAN CHI COL COR CUB DOR ECU ELS JAM MEX PAN PAR PUR TRT USA VEN
Intestinal infections 91 34 605 02 89 281 67 45 463 987 1147 332 667 204 783 06 333 02 283
Diseases preventable by immunization 16 15 83 00 05 26 12 03 70 319 165 13 59 95 116 03 09 00 41
Septicemia 82 48 98 07 60 54 24 32 127 39 66 49 60 45 164 36 59 28 81
AIDS 00 00 00 00 00 00 00 00 00O 00O 00O 00 OO0 00 00 00 00 00 00
Neoplasm of the stomach 117 149 200 72 312 266 356 7.0 57 291 130 218 89 139 108 92 120 44 222
Neoplasm of the colon, rectum, and anus 12.6 94 76 165 74 56 6.6 9.8 55 3.3 1.9 108 2.6 8.3 4.8 6.0 93 16.0 6.4
Neoplasm of the trachea, bronchus, and lung 240 81 141 308 139 121 125 255 72 56 44 146 88 132 53 101 73 345 140
Neoplasm of the breast (female) 111 150 79 121 75 50 62 74 37 32 18 127 34 52 48 48 93 122 59
Neoplasm of the uterus and placenta 65 127 87 32 103 107 83 69 82 139 64 150 95 99 126 33 103 36 133
Neoplasm of the prostate 55 76 56 60 51 63 64 73 87 46 31 103 33 70 46 60 94 63 57
Leukemia and other hematopoietic neoplasms 94 85 88 118 80 83 108 97 48 62 55 84 54 102 71 89 80 123 92
Diabetes mellitus 152 401 241 87 174 187 156 116 231 144 278 496 421 186 213 249 633 101 255
Nutritional deficiency 63 80 225 14 37 198 60 23 346 390 332 189 168 114 100 31 124 16 87
Hypertensive disease 144 186 293 42 115 304 93 76 301 122 31 491 89 112 108 231 604 9.0 237
Ischemic heart disease 912 671 1229 1477 808 1129 953 1355 718 380 887 492 455 985 625 915 1499 1547 1033
Cerebrovascular disease 741 903 1457 422 818 843 503 550 685 570 89.7 1318 415 680 983 377 1131 426 763
Acute respiratory infections 241 266 665 132 496 393 270 390 317 911 545 286 731 348 683 272 462 143 415
Bronchitis, emphysema, and asthma 7.2 86 19.7 78 110 197 121 73 167 469 505 136 263 162 122 85 175 6.1 115
Cirrhosis and other liver diseases 133 73 175 100 405 63 111 63 334 142 209 90 398 94 73 281 201 116 158
Diseases of the urinary system 145 122 184 57 155 167 118 84 106 216 190 235 225 152 186 102 196 7.6 133
Congenital anomalies 118 116 127 98 123 114 139 124 109 69 53 68 90 139 83 71 99 94 107
Traffic accidents 162 100 249 224 195 191 115 335 266 24 289 270 174 174 195 231 433
Suicide 70 17 46 121 38 51 30 36 149 02 19 28 29 94 51 106 60
Homicide 37 50 146 20 424 54 53 82 664 19 224 33 113 159 39 96 122
All other causes 166.1 129.6 2159 111.0 1557 208.2 1379 91.8 193.3 1934 5342 146.7 209.8 1720 137.0 128.8 146.8 119.0 1584
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TABLE B.17. Estimated mortality rates per 100,000 population, by cause, selected countries of the Americas, end of the 1990s.

Cause of death ARG BAR BRA CAN CHI COL COR CUB DOR ECU ELS JAM MEX PAN PAR PUR TRT USA VEN
Intestinal infections 19 19 61 02 19 53 34 47 67 124 164 74 69 43 123 02 34 04 152
Diseases preventable by immunization 01 04 03 00 01 02 01 00 O5 05 03 04 01 02 09 00 02 00 04
Septicemia 206 155 79 32 58 47 16 14 39 59 158 40 32 30 69 174 45 85 31
AIDS 54 343 8.8 45 25 4.1 3.6 10 113 1.2 65 00 43 152 07 273 188 7.8 4.2
Neoplasm of the stomach 90 140 76 69 202 112 190 62 28 148 97 128 50 80 38 83 66 49 76
Neoplasm of the colon, rectum, and anus 150 170 47 209 72 39 50 148 22 26 19 73 25 50 19 130 92 213 39
Neoplasm of the trachea, bronchus, and lung 241 99 94 523 127 73 63 315 44 43 28 113 66 71 35 162 75 577 86
Neoplasm of the breast (female) 141 172 53 170 67 36 48 95 21 25 18 77 35 41 29 93 102 160 42
Neoplasm of the uterus and placenta 68 130 44 36 66 56 55 85 36 68 79 93 54 56 61 35 86 41 67
Neoplasm of the prostate 91 329 49 124 82 44 58 158 63 44 36 94 38 76 22 154 175 124 54
Leukemia and other hematopoietic neoplasms 102 154 58 184 84 60 81 109 30 55 34 57 59 76 37 124 80 209 6.1
Diabetes mellitus 210 884 196 188 156 137 93 189 133 184 158 538 429 193 110 618 923 238 203
Nutritional deficiency 59 80 48 24 26 46 17 25 27 107 42 80 131 98 33 63 82 32 63
Hypertensive disease 131 207 144 47 121 147 104 99 137 254 30 325 98 67 60 270 299 162 155
Ischemic heart disease 612 777 536 1489 585 583 600 1614 354 174 446 304 454 508 335 1096 1343 1762 655
Cerebrovascular disease 68.4 1304 595 534 509 369 293 728 282 261 220 867 265 489 450 460 836 60.1 355
Acute respiratory infections 270 259 240 262 522 161 153 451 80 326 374 166 197 154 176 335 276 333 162
Bronchitis, emphysema, and asthma 42 72 66 66 64 47 63 73 36 76 77 71 83 58 30 127 108 98 41
Cirrhosis and other liver diseases 89 116 114 73 247 42 10.7 91 120 120 109 3.0 251 6.6 31 217 6.3 9.5 1.7
Diseases of the urinary system 172 213 86 118 118 72 85 60 39 136 229 175 116 95 62 249 163 172 73
Congenital anomalies 90 45 64 39 81 61 112 57 39 49 62 18 103 138 56 56 64 49 90
Traffic accidents 118 87 204 112 19.1 160 144 161 261 11 154 178 73 174 115 172 201
Suicide 6.3 5.8 41 129 33 54 1.8 4.7 91 01 34 4.8 2.1 85 140 115 4.8
Homicide 45 71 242 1.6 64.0 5.3 65 140 402 02 135 9.4 70 240 112 72 145
All other causes 201.1 1615 1384 2000 126.0 101.0 988 1368 687 99.3 1188 756 111.7 955 58.8 208.7 1439 2183 976
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TABLE B.18. Estimated mortality rates per 100,000 population, adjusted for age, by cause, selected countries of the Americas, end of the 1990s.

Cause of death ARG BAR BRA CAN CHI COL COR CUB DOR ECU ELS JAM MEX PAN PAR PUR TRT USA VEN
Intestinal infections 21 13 117 01 19 100 42 34 186 176 287 115 98 51 309 02 41 03 193
Diseases preventable by immunization 01 02 04 00 01 03 02 00 10 07 05 05 02 03 20 00 02 00 05
Septicemia 15.2 98 132 1.8 5.7 7.8 2.1 1.7 9.4 92 249 57 4.6 3.7 164 100 48 4.4 41
AIDS 54 348 99 37 26 40 38 08 109 14 84 00 46 168 11 242 163 63 44
Neoplasm of the stomach 70 105 123 43 214 193 282 48 58 279 161 195 79 117 79 53 73 29 124
Neoplasm of the colon, rectum, and anus 111 135 76 129 74 65 73 106 47 47 31 111 39 71 41 88 100 122 6.3
Neoplasm of the trachea, bronchus, and lung 203 84 154 361 140 128 98 251 95 83 47 199 107 111 71 113 89 376 146
Neoplasm of the breast (female) 115 162 86 110 71 56 74 77 38 45 31 135 51 59 57 74 112 104 66
Neoplasm of the uterus and placenta 59 115 70 22 70 88 82 70 65 126 139 158 81 78 118 26 96 26 102
Neoplasm of the prostate 60 208 80 63 79 81 80 94 149 79 53 129 61 96 46 79 184 64 85
Leukemia and other hematopoietic neoplasms 84 152 85 122 91 85 110 93 52 85 52 91 75 100 74 90 89 129 84
Diabetes mellitus 155 668 324 104 162 238 143 145 285 359 269 836 690 278 237 407 1082 137 338
Nutritional deficiency 46 60 83 11 25 81 21 19 66 158 67 114 190 114 77 35 82 14 80
Hypertensive disease 90 121 237 22 115 265 146 75 309 449 48 450 153 89 128 171 315 82 239
Ischemic heart disease 443 558 876 776 579 1036 866 1049 766 308 699 431 715 650 714 669 1512 86.2 1038
Cerebrovascular disease 484 810 971 242 507 647 403 481 622 453 340 1205 415 607 963 254 949 269 545
Acute respiratory infections 185 159 397 110 498 291 191 267 188 489 594 217 287 180 419 184 286 146 212
Bronchitis, emphysema, and asthma 31 65 109 36 63 83 87 56 79 116 120 110 128 78 65 78 117 57 59
Cirrhosis and other liver diseases 80 130 163 56 281 71 164 76 245 226 173 52 370 98 62 180 73 71 126
Diseases of the urinary system 119 165 138 55 116 119 116 46 73 229 371 238 173 124 129 154 171 81 108
Congenital anomalies 115 67 133 62 104 123 121 82 119 67 117 34 145 180 135 71 125 62 109
Traffic accidents 115 82 244 112 218 192 155 210 364 14 170 203 130 153 110 158 229
Suicide 59 63 50 117 35 6.2 21 53 108 01 35 53 37 73 124 97 55
Homicide 45 68 259 16 616 58 54 162 492 03 142 97 120 217 97 72 146
All other causes 157.8 1255 2139 1153 129.7 159.9 1350 994 1276 157.0 185.6 112.1 160.2 1228 121.6 1365 1522 1240 1352
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1. MACRODETERMINANTS OF
HEALTH IN SUSTAINABLE
HUMAN DEVELOPMENT

...assisters all, in the world of Columbus, we their delegates meet once again, venturing
forth with firm and sure steps, sparked by the spirit that moves us, to uphold health,

welfare, and development.

Dr. Carlos Graf,
Delegate of the Republic of Chile,

Seventh Pan American Sanitary Conference, Havana, Cuba, 1924

SUSTAINABLE HUMAN DEVELOPMENT
AND HEALTH

Conceptual Framework

their essential human functionings and capabilities is a
fundamental part of the concept of human development.
The three essential capabilities for human development are for
people to lead a long and healthy life, to acquire knowledge, and
to have access to the resources needed for an acceptable standard
of living (1). From a human development perspective, equity
ranks as the chief concern, particularly in regard to basic capa-
bilities and opportunities for all people, that is, equal access to
education, health services, and political rights. The essence of
sustainable human development strategies—and proof of their
effectiveness—Iies in guaranteeing a sustainable way of life for
all. Such strategies are necessary for people-centered develop-
ment, which promotes full exercise of their rights, as well as par-
ticipation, gender equality, poverty reduction, and equitable, sus-
tainable long-term growth.
Sustainability is a key aspect of human development, but strate-
gies for achieving it must take into account the needs of both pres-
ent and future generations without sacrificing one for the other,

The process of increasing people’s choices by expanding
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which requires both intra- and intergenerational equity. Sustainable
development suggests a new concept of economic growth that pro-
vides justice and opportunity for everyone equally, without continu-
ing to destroy the world's finite natural resources or jeopardizing the
survival of the planet. Sustainable development is a process based on
economic, fiscal, trade, energy, agricultural, and industrial policies
designed to achieve economically, socially, and ecologically viable
improvement. The concept of human development is coessential
with efforts to promote the capabilities of men and women through
guaranteed access to health, education, food, housing, and informa-
tion, so that families and societies can provide proper care, incen-
tives, and opportunities to succeeding generations.

Efforts to improve health in sustainable human development
must include policies conducive to sustained economic growth
with more equitable income distribution. It is also important to
link such policies to initiatives that will strengthen the essential
capabilities of the poor, in areas such as health services, healthful
environments, access to adequate water and sanitation services,
proper nutrition, and educational opportunities. It is therefore an
essential function of public health management to oversee and
take steps to ensure a safe physical and social environment. Any
development activity needs proper assessment of its environ-
mental and social impact on the health of the population, espe-
cially for the most vulnerable and deprived groups.
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Health, Equity,and Human Development in the Region

A combined human development index (HDI) that includes
and measures indicators for life expectancy, literacy among the
population over 15 years of age, and gross domestic product
(GDP) per capita, can promote a balanced perspective of the dif-
ferent spheres of social and economic life. In addition, it provides
valuable evidence about the existing relationships between devel-
opment and the health situation in the countries of the Region.
Results from the use of this index have spurred the expansion
and development of new composite indicators, such as the gen-
der-related indices used to adjust the HDI.

Much like the specific case of health disparities, the Region of
the Americas shows a strong polarity in terms of these indicators,
although on a global level it compares more favorably to coun-
tries showing a medium HDI value. According to the Human
Development Report 2000 published by the United Nations
Development Programme (UNDP), 8 countries in the Region
rank among the 46 countries (17.4%) in the high human devel-
opment category (with HDI values of 0.935 to 0.801), 23 are
among the 92 countries (25.1%) in the medium human develop-
ment category (HDI between 0.800 and 0.500), and 1 ranks
among the 35 countries (2.9%) in the low human development
category (HDI below 0.500) (2).

Figure 1 shows that the differences are quite pronounced in
the Region as a whole, for both the HDI and the three indicators
that make up the composite index (life expectancy, literacy, and
GDP per capita). The life expectancy comparison between the
highest (79.1 years) and lowest (54.0 years) indicators yields a
difference of 25.1 years. The literacy rate also varies widely, from
99.0% in countries with the highest coverage to 47.8% in the low-
est. These differences can also be seen in the relative wealth indi-
cator for each country, measured by GDP per capita. The highest
value in the Region (US$ 29,600 per capita) is 21.4 times higher
than that of the poorest country.

The different components of the index are not always internally
consistent, thereby resulting in the mathematical phenomenon
whereby one “drags” the others up or down. These differences can
lead us to the problem of income distribution even when there is
no discernible automatic correlation (except in extreme cases)
between these discrepancies, the Gini coefficient (the most
commonly used indicator for measuring income distribution),
and the discrepancies observed.

When the HDI ranking of the countries of the Region is
compared with their ranking according to infant mortality rate
(using the infant mortality figure most recently estimated in the
basic data of the Pan American Health Organization), it will be
noted that some countries move up or down in relative position.
Jamaica, for example, ranks 18 points higher according to infant
mortality rate than on the HDI. This means that some countries
have better or poorer health conditions than their HDI values alone
indicate, compared to all countries of the Region (see Figure 2).
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When the human development index is adjusted for gender-
related measurements, the information is fairly consistent.
Although there are no extreme disparities as in other regions of
the world, it will be noted that, when comparing the HDI values
with the ones differentiated by gender for 23 countries of the
Americas with information, 7 retain the same ranking, 10 are
ranked relatively lower (5 falling one position and 5 dropping
more than one), and 6 improve their relative ranking (3 by one
position and 3 by more than one).

A gender-based analysis of each indicator (according to data
from the Human Development Report 2000) shows that for life
expectancy there are extreme differences in absolute values,
ranging from 81.9 years in Canada to 56.4 years in Haiti.
Although life expectancy for women is greater in all countries,
the difference is as high as seven years in the countries with a
high HDI value, drops to an average of five years for those in the
medium development category, and falls to less than four years in
countries with a low HDI. Literacy among women over 15 years
of age shows a similar pattern: once again, Canada and the United
States have the highest values (99.0%) and Haiti ranks lowest
(45.6%). An examination of literacy differences by gender shows
10 countries with a difference of 0 to less than 1 point, 3 countries
in which the literacy rate is several points higher for women than
for men (up to 9 points in one instance), 2 in which the men’s rate
is nearly 2 points higher, and 8 countries in which the rate
is sharply lower, with extreme differences of up to 13 points.
The lowest values can be found in the relatively less developed
countries, indicating strong correlation between gender-based
inequities and economic inequities. The differences in GDP per
capita show similar behavior, although establishing this indicator
is considerably more complex due to the lack of primary data on
gender. The data must therefore be built on estimates, which
makes it difficult to establish a baseline.

The HDI data, particularly for the largest countries, should be
broken down by territory, population, and sociocultural charac-
teristics, as the differences may be quite significant and could
change the impression given by the national averages. The pre-
vailing economic and social disparities in the Region—and the
health disparities in particular—should be the major focus of
intersectoral concern, and our societies must make concerted
efforts to address such concerns through policies that have a
national and regional impact. For technical and political reasons,
however, it has not been easy to establish, on a macro level, clear
causal relationships behind these disparities, particularly with
regard to proper weighting of the degree and nature of the inter-
actions between health and economic, political, and social devel-
opment. This gap causes very specific repercussions for the
development of policies aimed at reducing the profound health
disparities in the Region.

There has been greater consensus about these interactions in
recent years, one of the main consequences being an increase
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in the number of studies aimed at measuring and defining the
concept of equity in health (3). In the context of the globalization
process, the coexistence of economic growth and greater inequity
is a characteristic of recent development in the majority of coun-
tries in the Region, where health disparities that are unjust, pre-
ventable, or the result of lack of options for the affected parties
are classified as inequities in health (4).

In large part, the study of inequities has revealed the marked
differences hidden behind many average-indicators. Gender- and
ethnicity-based perspectives have produced growing evidence to
add to the studies on health and social capital, poverty, social
class, and income differentials (5). Other perspectives, such as
the study of social conditions in migrant populations, asymmet-
ric urbanization phenomena (6), and income distribution by age
group—significant in the context of an aging population (7)—
provide new evidence for use in formulating equity-oriented
policies. In many cases it can be shown that the benefits of tech-
nological development, economic growth, and globalization itself
tend to be concentrated in certain societal groups, thus increasing
the disparities and, in extreme forms, jeopardizing democratic
governance.

The region of Latin America and the Caribbean shows the
greatest disparities in income as well as in the other socioeco-
nomic factors that determine health, and these disparities have
been on the increase since 1980 (8). Even though general health
in the countries of the Region has improved, the health situation
of various socioeconomic groups has not seen similar gains.
General health improvement appears to be slanted dispropor-
tionately toward those in the society who already enjoy greater
social and economic advantage, while the health of disadvan-
taged groups is improving less systematically and at much more
moderate rates (9).

Health As a Determinant of Economic Growth

“The positive correlation between health and income per
capita is one of the best-known relationships in international
development” (10). Countries with higher income levels achieve
greater control over many of the goods and services that con-
tribute to the health of the population, including nutrition and
access to drinking water and sanitation, high-quality health serv-
ices, and appropriate information and education. The level of
a population’s health, particularly in the long term, tends to be
associated with the degree of economic growth and general avail-
ability of resources. This link can be seen very clearly when a
health indicator such as infant mortality rate is correlated with
income per capita, as shown in Figure 3 for the case of the Latin
American and Caribbean countries. The characteristic correla-
tion curve of income and health obtained by charting infant mor-
tality rates according to GDP per capita shows that higher income
levels correlate with lower infant mortality rates and, assumedly,

ahigher level of health. It also shows a concave adjustment curve,
indicating that the health gain per unit of increased income is
proportionately greater in the countries and, by extension, lesser
in the poorest societal groups. Figure 3, on the other hand, shows
two curves depicting the average infant mortality rate by income
in 1995 and 1999. The average infant mortality rate for a given
level of income stated in constant values fell approximately 10%
during the period in question, particularly at the extremes of low
income. This means that on average, the countries of the Region
achieved a considerable reduction of their infant mortality rates
that probably cannot be attributed to changes in income, but
rather to other determinants still to be examined. This indicates
that, even without real economic growth, the health situation can
improve measurably; this tendency seems to be distributed
equally for all income levels.

Political contexts are also key determining factors of health.
With few exceptions, the countries that have developed institu-
tions of democratic governance and strong civil societies have
established long-range social policies inclined toward broader
distribution of income and social benefits. Countries that imple-
mented social policies giving their populations better access to
education, basic health services, nutrition, and basic sanitation
have achieved low mortality rates in comparison with countries
at equal or greater levels of economic development where large
disparities of income and resources still remain (11).

There is abundant and growing evidence that investing in
health not only increases productivity and creates human capital,
thereby boosting the rate of economic growth, but it can also pro-
vide security when dealing with a crisis of consumption or in-
come, especially for those with few resources. It can also prevent
a deeper descent into poverty. Although other determining fac-
tors of health are perhaps more pertinent in terms of health pro-
duction, proper access to health care—and particularly health
care financing—is a basic human right as well as good social and
economic policy, to the extent that it protects low- and even mid-
dle-income groups from catastrophic health care expenses and
potential impoverishment (12). The following mechanisms have
been identified as those that most directly tie the positive effects
of investment in health into the process of economic growth:

Improving conditions for women, maternal health, and
child development in early infancy, and increased potential
for their future productivity. One of the most important means
of attaining these improvements is through the active role of
women in human development. Investing in maternal health
not only improves nutrition for infants but also enhances later ed-
ucational achievement for children, thereby affecting future
choices of occupation and productivity. There is also a growing
body of evidence that chronic illnesses in the later years are largely
the result of exposure to infectious diseases and other types of
biomedical and socioeconomic stresses during childhood (13-16).
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Human capital formation, health, nutrition, and wages.
Good health and proper nutrition improve worker productivity
(17). Health has a direct influence on income, domestic wealth,
labor productivity, participation in the labor force, savings and
investment rates, demographic considerations, and other factors
of human capital.

Impact of specific diseases on economic outcomes. There
are many examples of the linkage between the control or reduc-
tion of specific diseases and its impact on labor productivity, in-
creased income, or both. Of particular significance in that regard
are HIV/AIDS and malaria (18).

Impact of morbidity on wages. In a joint effort to determine
the relationship between morbidity and wages, the Inter-
American Development Bank (IDB) and the Pan American
Health Organization (PAHO) coordinated recent studies of Latin
American household surveys (19). The findings indicated that
the potential effects of health improvement on individual wages
are significant, but they are especially profound among those
with less human capital and, consequently, lower income.

Demographic impact. Health and demographic variables
play an extremely important role in determining economic
growth rates (20). It is estimated that a 1% increase in life ex-
pectancy results in an annual acceleration of per capita GDP of
more than 3% during the following quarter-century, and the re-
duction of fertility rates by two children per woman appears to
account for a 1% annual growth acceleration. In the case of Latin
America, 33% of the differences seen in the fertility rates were as-
sociated with differences in health, as compared to 58% associ-
ated with differences in female secondary-school enroliment and
21% in female primary-school enroliment (21).

This causal determination whereby health leads to economic
growth has been confirmed through PAHO-sponsored macro-
economic studies in the Region (22). The impact of health in-
vestment on economic growth and distribution, and the potential
synergies with education and other components of human capi-
tal, were measured in Brazil and Mexico. The studies demon-
strated that health is correlated with future growth, i.e., it pro-
duces economic growth in the long term. An examination of the
impact of mortality according to age group and gender reveals
that this causality is related to maternity and the most economi-
cally active groups. The 15- to 20-year lags between health and
growth could be the result of sustained improvements in health
and the intergenerational nature of human capital formation in
education and health. The combination of conclusions on the
performance of Latin America appear to confirm the findings in
those countries, which may be sufficient indication that invest-
ment in health over long periods produces economic growth in
the observed cases by 0.8% to 1.5% annually.
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THE DIMENSIONS OF GLOBALIZATION AND ITS
IMPACT ON HEALTH

In order to analyze the health profile at the beginning of the new
millennium, it is necessary to take into account the complex set
of largely contradictory phenomena known today as globaliza-
tion. The concept of globalization refers to the gradual interna-
tionalization of economic activity. It implies, among other things,
coordination of rules of the marketplace, reduction of trade bar-
riers, formation of an international capital market through grad-
ual elimination of the controls on foreignh exchange and capital,
direct investment and an increase in the number of businesses
operating in many countries, increasingly rapid dissemination of
technology and knowledge, and availability of efficient, low-cost
communications (23).

Globalization is also associated with the gradual appearance
of facilitating organizations and networks that make it possible
to increase contacts, share experiences, and strengthen the learn-
ing process, while also expanding the ability of governments to
benefit from the experience of other countries for developing and
implementing their own policies. Some have described this
process as border elimination and world unification, driven by
multinational corporations that are creating global production
and financing their activities in a global capital market (24).

Several impacts of globalization can be cited, among them the
delinking of the economy from the traditional factors of produc-
tion such as financial capital, natural resources, and labor, to a
base of knowledge and technological change. The structure of
business, the basic economic unit, has changed. The traditional
methods of organization and management based on a centrally
controlled administrative structure are now being replaced with
more flexible, decentralized models. New linkages between
knowledge, technology, information, advertising, communica-
tions, marketing, and finance have appeared, along with growing
specialization and fragmentation of the labor force into many
specialized groups. In addition, globalization and the technolog-
ical revolution create a combined set of factors that reduce job
opportunities in many countries, especially for manual laborers.
This situation further exacerbates social inequality and, conse-
quently, widens health disparities between countries and be-
tween distinct societal groups within each country.

Globalization also presents risks and opportunities for health
that transcend national borders. Trade liberalization and the
technological revolution have spread technological advances in
health, such as effective contraceptive methods, ways to obtain
safe drinking water, low-cost refrigeration, and new therapeutic
agents for effective treatment of leprosy, schistosomiasis, tra-
choma, onchocerciasis, and other diseases (25). Modern infor-
mation and communication technologies offer many potential
benefits, to the extent that they become accessible for the coun-
tries of the Americas. Their application could extend to the areas
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of telemedicine, interactive health networks, communication
services among health workers, human resource development,
continuing education, and distance learning (26).

Globalization, Communication, Science, and Health

The process of globalization is accelerated through the develop-
ment of new technologies for communication, transportation, and
management that produce major reductions in the time and costs
of communication, data transfer, and relocation. “Globalization, fa-
cilitated by a scientific revolution in biological and information
technology, is creating a global ‘connectivity; a striking compres-
sion of time and distance throughout the world” (27). This idea of
a smaller, accessible and interconnected world has prompted the
identification of what are now referred to as “common goods” or
“global public goods” The globalization phenomenon has been
cited by several authors as a factor that profoundly affects all fun-
damental aspects of human life, including health (28).

The explosive surge of the Internet in the late 1990s and the
accompanying drop in the cost of communication created acces-
sibility and multiplied connections to an extent unimaginable
only a few years earlier. The impact of the Internet extends to
services, social and interpersonal relations, and scientific and
technological development. There is sizable geographic and
social distribution including activities related to individual and
public health. Of an estimated 513 million users in 2001, 35.2%
lived in the United States, 30.1% in Europe, 28% in Asia, and
about 5% in Latin America (see Table 1).

An average of 4.7% of the population in Latin America has
Internet access, but averages by country range from over 10% in
Argentina, Chile, and Uruguay to less than 0.3% in the
Dominican Republic, Guyana, and Haiti (Table 2). In the United
States and Canada, on the other hand, 57.9% of the population
uses the Internet. Although connectivity in the Region is low
compared to other countries with more advanced information
technology, the Region’s 50% annual rate of increase is the high-
est in the world, even higher than rates in the United States,
Europe, and Asia. It is estimated that in 2003 the number of on-
line users in Latin America will reach 40 million, or 7% of the
total population (29).

Most computer networks in Latin America and the Caribbean
were set up during the past eight years. Brazil and Mexico (1989)
were the first countries to connect to full interactive Internet
services. Since early 2000, several Latin American and Caribbean
countries have had over 1,000 servers connected to the Internet
(Table 3). As mentioned above, the Internet connection growth
rate in Latin America is the highest in the world. To cite a few ex-
amples, the number of servers in Argentina, Brazil, Colombia,
Costa Rica, and Trinidad and Tobago doubled in 1999 and rose
90% in Guatemala and Peru during the same period, while
Mexico experienced a 259% increase.

This high rate of growth in regional connectivity has impor-
tant repercussions for the future dissemination of scientific and
technological information on health in the countries of the
Region. Despite the fact that access to new technologies is limited
to a relatively small segment of the population, thereby increas-
ing the existing inequities, it is clear that the secular trend will be
towards greater availability of these means of communication. In
all likelihood the same trends observed in the United States and
Canada—where estimates indicate that 54% of Internet users are
accessing health-related information or services—will occur in
Latin America and the Caribbean (30). Most physicians in the
United States connect to the Internet on a daily basis, and over
55% use electronic mail to communicate with colleagues and co-
workers (31). If we project these trends to the rest of the
American continent, by the middle of the first decade of the
twenty-first century over 150 million people (125 million in the
United States and Canada and 25 million in Latin America and
the Caribbean) will be using cybermedia regularly to obtain
services and information essential to health improvement. This
will have a decisive impact on health conditions and health dis-
parities in the Region.

In the specific case of investment in science and technology, a
comparison between selected countries of the Region reveals sig-
nificant differences in the absolute value of aggregate resources
and the priority level given to investment in this factor, which can
act as a very significant component for growth and adjustment of
each country’s development model (see Table 4). The predictive
nature of investment in science and technology allows for certain
speculations about the value assigned to long-term considera-
tions in a sustainable development framework.

Globalization, Governance, and Health

The stability of the Region's democratic regimes is without
question one of the major achievements of the past two decades.
Significant doubts remain, however, about the development of
civic involvement, improvement of institutional credibility, and
the battle against corruption. Globalization puts a strain on the
foundations of governance. Supranational and multinational
powers intervene in national affairs and push for the creation of
universal laws, creating pressure that erodes sovereignty and un-
dermines the nature and identity of the State. The knowledge, at-
titudes, and skills required by political leaders and civil servants
have to be redefined in such a context. In other words, globaliza-
tion imposes the need to reinvent leadership and civil society and
to undertake State reform (32).

Globalization and the accompanying technological revolution
also pose many challenges to the democratic process in Latin
America. Although the number of political players has increased,
equal representation among the various sectors in Latin America
and the Caribbean is still not a reality. Another secondary effect
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is the potential for a significant rise in the income of a small mi-
nority, while the great majority of the population fights to main-
tain a stable income and many others see a considerable decline,
thus creating great insecurity. There are also risks for an increase
in structural poverty, growing marginalization of large popula-
tion segments, and fragmentation of the labor force (33).

Social exclusion is unquestionably the greatest risk of global-
ization. After losing a job, many people also lose their political and
social involvement in the community. Declining civic involvement
in community activities and loss of confidence among commu-
nity members create a serious impact on social capital. Unlike
physical or human capital, social capital is a public good created
as a by-product of social relations; it refers to “the characteristics
of social structures such as trust, standards, and networks, that
can improve a society’s efficiency by promoting coordinated ac-
tion” (34). There is evidence that depletion of social capital is
closely tied to poverty and health. Dislocation and lack of partici-
pation in group activities is a key factor in predicting certain dis-
eases. Empirical data demonstrate a strong relationship between
loss of trust on the part of groups or communities and higher
overall mortality rates due to an increase in heart disease, malig-
nancies, cerebrovascular disease, and infant mortality (35). The
data also show a large gap between rich and poor that is inversely
proportional to the level of investment in social capital. In other
words, declining investment in social capital is one way that grow-
ing inequities in income level affect the mortality rate (36).

In short, a country’s level of governance depends on the quality
of its institutions, its social capital, and political culture, as well
as on capable representation of organizations and movements
involved in policy development and implementation. For this rea-
son, efforts to strengthen governance and forge a democratic
process should first be aimed at bringing about reform that insti-
tutionalizes public action. The quality of public intervention
depends not only on the ability of institutions to develop and
implement policy, but also on the incentives and limitations of
their operating environment. Improving the quality of institutional
staff and structures is important, but this alone is not sufficient.
The purpose of State reform should not be to make public insti-
tutions “effective and efficient, but rather to make them function
in a way that induces market efficiency and social justice” (37).

The health sector is called upon to perform a set of essential
functions to promote and protect the health of the population,
given the fact that citizens, as participants in society, have an
inalienable right to such guarantees and services. For the State to
perform these functions effectively within the spheres of central
and local government, an appropriate, modern legal and regulatory
framework must be developed and supported. Such a framework
enables the public and private sectors to work effectively together
and with civil society to protect public health, especially in the
most vulnerable and unprotected segments of society.

Transparent, responsible management in the health sector is
linked to several factors, including democratization of government
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in general, but it also extends to civil society and the private sector.
National institutions of government, in turn, have a responsibility
to exercise leadership in the reform process and to develop health
policies. New individual and institutional capabilities are needed,
including proper management of multicultural environments, the
ability to create and manage information and consultation net-
works, the development of strategic vision and management skills,
and the ability to come to agreement with other players within or
outside the sector, to set up interdisciplinary teams, to manage
conflict,and, more important still, to maintain the necessary cred-
ibility to supervise experimentation and training processes (38).

In many countries of the Region, the ministers of health still
lack the resources and suitable institutions required for such
leadership. One symptom of the increasing difficulty that govern-
ments face in managing the health sector is the gradual decrease
in the average time served over the past 10 years by ministers of
health in Latin America and the Caribbean. Over a 15-year period
(1983-1997), the average stay in office for health ministers in
nine countries was scarcely one year; in another 11 countries the
average was two years, or less than half a presidential term; in
only 10 countries did health ministers remain in office for more
than three years (Table 5).

Globalization, Public Goods, Trade, and Health

As discussed above, globalization creates complex health
repercussions with a variety of manifestations. Benefit or harm
can result in varying degrees depending on the prevailing eco-
nomic determinants, ecological and social factors, and new tech-
nological advances. It is partly for this reason that there is con-
cern with identifying a set of common resources that take on the
nature of public goods. The socioeconomic development of many
towns and communities relies on the management of these re-
sources. A number of countries, jurisdictions, and international
agencies (39) have taken notice of this phenomenon and its
health considerations. The globalization of commerce and trans-
portation also poses risks and opportunities for public health.
One of the main risks is the spread of infectious disease between
countries, which is certainly not a new phenomenon. The new
element added in the last decade of the twentieth century has
been the volume and speed of travel, which magnifies the risk
and promotes the “globalization” of infectious agents.

In a recent study on global public goods, the UNDP identified
a wide-ranging set of factors associated with globalization and
tested possible related repercussions for the health sector (28).
These factors are outlined below.

+ At the macroeconomic level, structural adjustment policies
and chronic unemployment lead to deprivation, social exclu-
sion, and persistent poverty. The situation is aggravated by
the lack of adequate social protection systems, resulting in an
increase in the rates of preventable morbidity and mortality.
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+ Increased commerce in the form of traffic in tobacco, alco-
hol, and psychoactive drugs, and the flooding of the market
with unsafe or ineffective drugs present health hazards. As
an example, tobacco consumption has risen substantially
throughout the world, owing to tobacco conglomerates’
aggressive advertising aimed principally at women, adoles-
cents, and developing countries. If the trend continues, by
the year 2020 over 8 million people will die of diseases
related to tobacco consumption, compared with only 3
million at the start of the 1990s (40). Similarly, there is risk
of the spread of food-borne diseases and poisoning from
contaminated food across borders.

+ Trade liberalization has made it easier for multinational
companies to produce, process, and distribute food.
Although this tends to reduce the price of consumer prod-
ucts, it also increases health hazards. The growth of global
commerce in food places continuing pressure on production,
while food aid continues to decline. Expanding demand for
food in rapidly growing economies is accompanied by
structural deficiencies and lower availability of food aid in
the poorest countries, thus creating a negative effect on
food security. Food shortages in impoverished areas
increase migration and lead to social and civil conflict.

+ The increasing mobility of individuals through both forced
and voluntary migration, including tourism, is demon-
strated by the fact that over 1 million people per day cross
borders throughout the world. Such movement increases
the risk of transmission and broad dissemination of infec-
tious diseases and risky behaviors.An increase in the number
of refugees and rapid population growth in some countries
are contributing factors in ethnic and civil conflict and
environmental deterioration.

+ Environmental degradation and persistent patterns of
unsustainable consumption result in depleted resources,
especially affecting access to drinking water and air and
water pollution, all of which have an impact on health. The
depletion of the ozone layer, increased ultraviolet radiation,
accumulated greenhouse gases, and the resultant global
warming will have a number of effects, including: introduc-
tion of toxins into the human food chain; increased respi-
ratory disorders; an increase in diseases related to
immunosuppression, skin cancer, and cataracts; major
changes in the pattern of infectious diseases and vector
distribution; heat waves; and climatic changes that will
adversely affect food production.

+ Strict implementation of trade agreements regarding inter-
national patent and intellectual property will have the effect
of preventing low-income sectors and nations from accessing
new technologies on the global market.

Trade liberalization and deregulation of the health sector have
had an adverse effect on drug prices in some Latin American

countries. Lack of controls on international transactions involv-
ing these products, the low price elasticity of many such prod-
ucts, and their low cost when trade barriers were eliminated
largely explain the systematic increase in their relative price in
recent years. These factors produce an appreciable impact “on
public access to these goods and on the revenue/expense balance
of the medical and social security entities responsible for fund-
ing and providing health services” (41).

International trade and communicable disease have long
exhibited a reciprocal effect, which has given rise to a complex set
of preventive measures. Health agreements for ports and borders
were implemented in the late nineteenth century, and the Pan
American Sanitary Bureau was created in the early twentieth cen-
tury. In the early 1990s, strong tensions arose between health and
trade when a cholera epidemic struck the Region (42). Other con-
siderations, such as the delivery of health services, have
apparently been more local or national; there has been sporadic ac-
tivity in the purchase of medical services abroad, but the
impact on the consumer nations has been insignificant. Today,
however, certain factors influence the way we access biotechnology,
information technology, drugs, health services, health insurance
plans, and job opportunities. These phenomena, evidenced by the
flow of patients to the industrialized countries in recent decades,
have increased as the technology gap widens. The communications
media including the Internet are shaping a sustained expansion of
direct and indirect marketing of such practices. Various countries
of the Region appear to be adding to the trend (43).

According to the United States Commerce Department, the
country’s exports of surgical and dental instruments and supplies
nearly doubled between 1991 and 1997, and exports to Latin
America accounted for 20% (nearly US$ 2.7 hillion) of the total.
Innovations such as telemedicine present both problems and op-
portunities for developing countries (44). With the establishment of
cross-border markets for equipment and materials, trade growth in
border areas, and increasing migration of health professionals, it is
important to establish innovative scenarios for examining financ-
ing and new ways to assess the consequences for health.

The new guidelines currently being established for relations
among States in the Region of the Americas acknowledge the
impact of globalization and international trade. These changes
first became evident in the past decade with the redrafting of tra-
ditional integration models such as the old Andean Pact and the
Central American Integration System (SICA), the creation of new
trade areas such as the Southern Common Market (MERCOSUR)
and the North American Free Trade Agreement (NAFTA), and
negotiations to expand the regional integration system by con-
structing a Free Trade Area of the Americas (FTAA), which are ex-

The World Trade Organization (WTO) agreements that impact on health are: the
General Agreement on Tariffs and Trade (GATT); the Agreement on Trade-
Related Aspects of Intellectual Property Rights (TRIP); the Agreement on the
Application of Sanitary and Phytosanitary Measures (SPSM); and the Agreement
on Technical Barriers to Trade (TBT).
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pected to be concluded in 2004. The Association of Caribbean
States (ACS) also affirms the importance of globalization by nam-
ing economic integration, including trade liberalization, as an
objective of its creation. The establishment of the World Trade
Organization (WTO) is the final step in constructing a platform for
increasingly free, sustained trade, and the agreements emerging
therefrom create a reciprocal obligation among States to adjust
their regulatory and trade policies.* The connection between inte-
gration and health lies in recognizing that health is an important
sector of the economy, and that policies and regulations are needed
that promote trade while also ensuring the quality of health goods
and products and broadening the basis for coverage and access.
Equal access as an individual asset goes hand in hand with the
development-related principle of each country’s ability to compete
on an equal footing in international markets. On any given scale,
the health sector becomes an essential player in developing general
policies and creating supranational strategies for oversight,
accreditation, certification, and approval of quality standards while
ensuring greater competitiveness.

Under this scenario, work must be done with the integration
authorities to develop a plan to coordinate the various suprana-
tional entities—variously composed of councils, economic and
social commissions, programs, sector agreements, secretariats,
and parliaments—so that decisions and policies will coincide.
The plan must also clearly identify and put into practice the new
functions of the international technical-cooperation agencies. At
the center of the debate is the need to recognize that the health
sector must exert greater influence on the negotiation processes
that, until very recently, were dominated by the ministries of
industry, trade, and foreign affairs. In order for this to happen,
certain conditions must be met, one of the most important
of these being recognition that health is a benefit rather than a
barrier to the process.

Political leaders in general, and the ministers of health in par-
ticular, must be committed to ensuring that technical experts con-
tinue to be involved in the negotiating process and receive ongoing
training in order to carry out their new technical and negotiating
responsibilities. It is essential to have clear quality standards for
trade, based on uniform criteria determined with input from all
sectors. A coordinated program is key for preventing duplication
among the different groups, which would be counterproductive for
the approval of policies and regulations. It is important to accept
the existence of a supranational agency as a new subregional col-
lective. And lastly, mechanisms for interagency coordination must
be designed so that decisions can be made on joint undertakings
for each subject area and cooperating agency (45).

A common approach beginning in the initial phases of the
negotiating process will ensure that health issues receive proper
treatment in a context of vigorous trade. These issues cannot be
sufficiently examined from the perspective of the sector-oriented
international organizations. A multidisciplinary, multisectoral ap-
proach to health problems is needed. In the new scenario created
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by globalization and integration, the health sector will have to rec-
oncile its ultimate objective—protecting the health of the popula-
tion—uwith the demands of production and commerce in health
goods and services on a national and international scale, while at-
tempting to optimize the benefits throughout the process (46).

POVERTY, INCOME, AND HEALTH

Conceptual Considerations

Few topics have received as much attention as the relationship
between poverty and health. The start of the twenty-first century
is an opportune moment for reassessing that relationship in light
of recent considerations such as studies conducted on the hetero-
geneity of poverty, structural poverty, poverty according to in-
come, and the reciprocal relationships that confirm the effect of
poverty on health and vice-versa. Poverty is fundamentally dep-
rivation or reduced capability (47). Deprivations such as poor
health, undernutrition, or illiteracy hold intrinsic importance,
while others such as low income play a decisive role. The health
status of an individual or an entire population is at once an es-
sential feature and a decisive factor in human development. Poor
health in itself is a cause of poverty. The less fortunate members
of society are systematically deprived from an intrinsic compo-
nent needed for optimum capability, while at the same time suf-
fering higher rates of morbidity and mortality. Developing coun-
tries that have invested in giving their citizens universal access to
basic health services, food security, nutrition, drinking water,
sanitation services, and sufficient educational opportunities
might have comparatively lower-income populations yet enjoy
more capability and better health status than wealthier countries
with more unequal distribution of opportunities and capabilities.

When examining the many forms of poverty, it is important to
look at the chronic structural processes that affect families and
place future generations at risk through the intergenerational
transmission of poverty. Multiple deficiencies during growth and
development have a lasting impact on maturation and learning
and on the development of capabilities needed to become a full,
productive member of society. The situation becomes especially
dramatic when considering the combined impact of reduced in-
dividual potential and the sharp trend in the labor market toward
jobs that are increasingly skilled or more demanding in terms of
training, specialization, and expertise. In order to achieve sus-
tainable human development, it is vital to overcome the mecha-
nisms of poverty transmission so that the potential of future gen-
erations is not lost. Joint strategies for interventions in health,
education, nutrition, and other basic needs must be imple-
mented, with combined input from all sectors.

Structural poverty usually emerges as insufficient social re-
sources for families. Census data can be used to identify factors
such as substandard housing or homelessness, overcrowding,
lack of sanitation services, illiteracy due to structural reasons or
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from disuse, and large families. This information yields detailed
maps of structural poverty, although the information is too static
to keep track of changing conditions. Functional or income
poverty is a more dynamic yardstick for a fast-changing situation
that can produce differences upward or downward with respect
to structural poverty measurements. As an example, some very
needy families might have new or occasional income, while oth-
ers with relatively good social resources might endure periods of
low income. One classic and widely used approach is to classify at
poverty level anyone whose average income falls below 2 dollars
per day (48). More accurate ways of defining poverty that adjust
for the purchasing power of each currency are used in income
threshold studies conducted in each country based on the value
of a basic food basket. Families that spend over 50% of their in-
come on the basic food basket are classified at poverty level, while
those using all of their income are classified as indigent inas-
much as their ability to sustain themselves is in jeopardy.

Extent of Poverty

A large percentage of families in Latin America and the
Caribbean—an estimated 150 million people—are affected by
poverty. Applying the income threshold of less than 2 dollars per
day, the poverty figures in absolute numbers have continued to
rise since 1985. Using more refined indicators, it would not be an
exaggeration to say that in one form or another, half the popula-
tion of the Americas is affected by poverty (49). Of particular
note have been trends closely associated with economic crisis,
such as the emergence of the new poor in countries that have
seen sudden impoverishment of their middle class. This phe-
nomenon is often accompanied by fragmentation or breakdown
of family and community structures and a risk of adverse impact
on the long-term accumulation of human and social capital.
Changes in child care conditions and infant survival resulting
from the impoverishment of the nuclear family, and changes ob-
served in groups subjected to chronic poverty conditions, are
detrimental to early childhood development and affect other de-
termining factors more directly related to child health and devel-
opment. These changes effectively feed and sustain the vicious
cycle that leads to persistent poverty and its repercussions.

Analysis of the characteristics associated with poverty indicates
that out of every 10 poor urban households, 7 are in poverty be-
cause of low wage income, 2 as a result of unemployment, and 1 be-
cause of family size, i.e., number of children (50). The relative im-
portance of these characteristics did not vary, as shown in Table 6.

For rural poverty, however, the pattern is different for the coun-
tries on which data are available, in every case registering a 5 to 20
point increase with respect to urban poverty (Table 7). Nearly half

2This variable, usually measured by income quintile or decile, assesses the degree
of equity in income distribution and can be calculated via indicators such as the
Gini coefficient, the Lorenz curve, or the 20/20 ratio, which compares countries
or regions with one another or internally over time.

the households in poverty can be classified as indigent. Income is
a useful socioeconomic category, as it tends to be linked to several
other determinants, for either sociocultural or economic reasons,
depending on the given population and social context examined.
A few country studies at the regional and local level have ad-
dressed disparities in health outcomes and access to care among
populations with different incomes. Several studies in recent years
have confirmed the significance of the income distribution factor,2
because of the absolute impact of income as well as its relative
weight in each society. The breakdown of different social indica-
tors by income level reveals sharp inequalities hidden beneath the
indicators when considered on a global or national level.

Poverty, Education, and Health

Access to education and health is the basic instrument for
accumulating human capital. A deficiency in both of these com-
ponents of human development is the principal immediate
determinant of transgenerational transmission of poverty. More
people have had access to formal education since 1985, but the
increase is lower than in other regions of the world. In 1995, only
two-thirds of the school-age population of Latin America and the
Caribbean completed the fourth grade. Southeast Asia, which had
similar formal education levels in 1985, has now surpassed our
Region in percentage of population enrolled in primary and sec-
ondary school (51). In some countries, up to 10% of children
from households in the poorest quartile do not enter primary
school at the appropriate time, compared to only 1% of children
from wealthier families; and 20%—and in Brazil as many as
44%—of the poorest children fall behind in the first two years,
compared to 3% of children from wealthier families (Table 8).
Between one-third and two-thirds of the poorest children in
some countries do not complete primary school. That fact di-
rectly impacts on poverty transmission and on the health and de-
velopment conditions of the population as a whole.This result
can be an obstacle to health improvement, given the proven cor-
relation between family health and level of formal education for
men and women. In response to the low level of formal education
and its effect on opportunity and well-being, the Social
Development Report, published recently by the 1DB, emphasized
the importance of increasing poor children’s access to formal ed-
ucation, regarded as the principal intervention for reducing
poverty and inequality in the Region (52).

A number of specific studies have focused on this subject. A
1996 national study in Brazil revealed that the rates of low
weight-for-age in children under 5 years old show a strong corre-
lation with the family’s level of formal education. The rates vary
from 19.3% when the head of the family has no formal education,
to only 3.4% when the head of the family has 11 or more years of
education, or nearly a six-fold increase. The same pattern applies
for the intermediate levels of formal education, with a 13.7% in-
cidence of low weight-for-age when there have been 1 to 3 years
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of formal instruction, 8.0% for 4 to 7 years, and 6.3% for 8 to 10
years. The results show that any continuation of formal education
can have a salutary effect on health. Analysis of the mother’s for-
mal education level yields similar patterns, for both low weight-
for-age (ranging from 19.9% for 0 to 3 years of formal education
to 3.3% for 11 or more years) and low weight-for-height (from
24% for mothers with 0 to 3 years of schooling to 7% for those
with 6 or more years) (53).

Studies conducted in Chile found a relationship between
the formal education level of mothers and the health of their
children. The neonatal mortality rates disaggregated by mothers’
formal education level for 1990-1995 vary from 13.5 per 1,000
live births for mothers with no formal education, to 6 per 1,000
for those who completed 13 or more years of schooling. The post-
neonatal mortality rates fell from 24.5 per 1,000 live births to 2.6
for those same categories. The rate was 10 times higher for an
illiterate mother than for a mother with 13 or more years of
schooling. One of the most notable examples of the need to dis-
aggregate national health statistics by socioeconomic group to
show this beneficial relationship can be illustrated by the in-
crease in life expectancy for Chilean women from the mid-1980s
to the mid-1990s. Life expectancy for Chilean women at 20 years
of age increased by nearly two years during that period. Women
who had 13 or more years of formal education enjoyed nearly all
of the benefit, however, gaining almost 10 years in one decade
while the gain for groups with lower education levels was in-
significant (54).

Poverty, Income, and Household Drinking-Water
Coverage

The example below shows how the national averages for an indi-
cator that impacts greatly on population health—drinking-water
connection coverage—correlate with income level in the selected
countries. Coverage tends to be greater at higher levels of GDP per
capita, which largely explains the differences between the countries
(see Table 9 and Figure 4) (55) according to GDP per capitain 11 se-
lected countries of Latin America and the Caribbean.

Table 10 shows the results of comparative studies for these
same countries and indicates internal differences by decile and
by urban and rural population. The coverage also differs accord-
ing to income level within each country. In Bolivia, for example,
coverage for the urban population in the lowest income decile is
82.1%, while the top decile has 98.1% coverage and the decile
gradation shows a high correlation. The lower-income countries
such as Ecuador, El Salvador, Nicaragua, Paraguay, and Peru, and
those with greater inequities such as Brazil and Panama, all fol-
low the same pattern. In countries such as Chile, Colombia, and
Jamaica, the urban population shows very few differences by
decile, while the differences for the rural population are much
greater. Since urban coverage in the lowest income decile starts at
above 90%, the differences are more evident in the rural context.
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The correlation between availability of drinking water and in-
come level is much stronger in the urban population, where over-
all coverage is also greater than in the rural population. In some
countries, the rural population exhibits differences according to
ease of access. These differences are very important in determin-
ing child health. As an example, the probability of occurrence of
diarrheal episodes in children under five—a major cause of late-
infancy mortality and undernutrition—is inversely proportional
to the availability of drinking water in the home. This is one of
the greatest protection factors, exceeded only by the mother’s ed-
ucation level, which could well be a colinear variable with drink-
ing-water availability (56).

Poverty, Income, Nutrition, and Access to
Reproductive and Child Health Services

A very strong correlation exists between undernutrition and
income level. As shown in Table 11, the rate of undernutrition
among children in the highest income quintile for the selected
countries is 3.5 to 10 times lower than for the lowest quintile. In
addition, the level of undernutrition for all selected countries
correlates with income level all along the scale, in a proportion re-
sembling a rate-response relationship.

The same correlations and disparities by income level have been
observed in regard to access to basic medical care for children,
such as treatment and prevention of acute respiratory infections.
The poorest children are only one-third to one-half as likely to re-
ceive timely, effective treatment for such illnesses, according to in-
formation obtained in the selected countries shown in Table 12.

Not even a service as basic and widespread as immunization
escapes this pattern in the Region, as Table 13 demonstrates. It
should be noted, however, that in some countries the highest in-
come quintile, which usually receives care in the private subsec-
tor, exhibits lower coverage than the fourth and sometimes the
third quintile. Such facts should be taken into account in strate-
gies for eliminating vaccine-preventable diseases in the Region.
The ratio of vaccination coverage from the lowest-income to the
highest-income groups in the selected countries ranges from
0.38 in Paraguay to .97 in Guatemala.

It is not surprising, then, that the infant mortality rate also
exhibits differences by income quintile for the selected countries
of the Region. As shown in Table 14, the ratio of infant mortality
in the poorest countries ranges from 1.3 in Haiti to more than 4
in Bolivia and Peru.

Nine countries of the Americas show a very similar relation-
ship between income level and the percentage of pregnant
women receiving prenatal and delivery care from professional
or institutionally trained personnel (Table 15). Among the
selected countries, the Dominican Republic has fairly equitable
and nearly universal coverage of all economic groups. Other
countries, however, register truly alarming differences, with less
than 20% of low-income women receiving professional delivery
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care, and one-third to one-half of poor women receiving no pre-
natal care during pregnancy. This situation undoubtedly has very
serious consequences for development during the prenatal
period and early infancy of the poorest children, as well as reper-
cussions that impact on subsequent psychosocial, cognitive, and
physical development.

The use of modern contraceptive methods, another important
aspect of reproductive health, also shows a distribution in which
the differences are correlated with income quintile. This factor,
added to those discussed above, increases the risk of maternal
and neonatal mortality in low-income groups (Table 16).

Poverty, Income, and Physical and Financial Access to
Health Services

A series of case studies coordinated by PAHO examined in-
equalities in the health systems of Brazil, Ecuador, Guatemala,
Jamaica, Mexico, and Peru, which covered more than two-thirds
of the population, GDP, and overall national expenditure on
health for the 45 countries and territories of Latin America and
the Caribbean. The studies explored the adequacy of different
methods of organization, service delivery, and financing of the
national health care systems and examined their inequalities and
differing responses to the needs of the poor (57).

The differences in per capita income in these countries, as ex-
pressed in United States dollars adjusted for parity of purchasing
power (PPP), range from nearly US$ 4,000 in Guatemala to about
US$ 6,300 in Brazil and US$ 7,600 in Mexico. Brazil and Guatemala
have the highest inequality of income. The Gini coefficient for these
two countries is about 0.60, while the ratio of income distribution
between the highest and lowest quintiles is 47 in Brazil and 32 in
Guatemala. Jamaica has the lowest level of income inequality, with
aGini coefficient of 0.41 and a ratio of income distribution from the
highest to the lowest quintile measuring only 8. The percentage of
people who live below the poverty line based on consumption—
i.e.,with income lower than the cost of the basic food basket, which
provides a minimum intake of calories and protein—uvaries from
more than 50% in Ecuador, Peru, and Guatemala, to 34% in
Jamaica, 17% in Brazil,and 10% in Mexico. In Jamaica, the incomes
of 34% of the population fall below the poverty line.

The national health systems of these countries vary from pre-
dominantly public as in Jamaica and Mexico, to a wide diversity
of mixed models such as those used in Brazil, Ecuador, and Peru.
In every country, private expenditures, including direct cash pay-
ments, voluntary contributions paid in advance to privately man-
aged health plans, and health insurance plans, are the largest
component of the national health care expenditure, fluctuating
from 66% in Brazil to nearly 50% in Ecuador, Jamaica, and Peru.
For the developed countries, not including the United States, the
public/private mix is approximately 70/30. The biggest variations
occur in direct cash expenditure. In Brazil that figure is 40%,
while in Ecuador and Peru, where only 20% of the population is

covered by national health insurance, direct cash sources are the
main financial component of national health spending. This ob-
viously discriminatory situation represents a great inequity that
enormously affects the potential of the Region’s poor and under-
privileged to obtain the health care they need.

The study concluded that despite the diversity of socioeco-
nomic conditions and organizational, financial, and service de-
livery systems, a few general patterns exist, especially in regard to
the distribution of the benefits of public spending, which does
little to remedy the inequalities resulting from private spending
on health or income disparity. Table 17 examines the distribution
of public spending on health goods and services by income quin-
tile for Ecuador, Guatemala, Jamaica, and Peru.

Of these four countries, only in Jamaica are the benefits of
public spending distributed with preference to the lower-income
groups; in this case, 25.3% of public spending goes to the poorest
20% of the population and only 15.2% to the wealthiest quintile.
In the other three countries the distribution is neutral, as is the
case in Peru, or even skewed towards the higher-income groups,
as occurs in Guatemala and Ecuador. Over 30% of public spend-
ing in the latter two countries goes to the wealthiest quintile of
the population. Bearing in mind the large inequalities in
Ecuador, Guatemala, and Peru in regard to distribution of income
and satisfaction of basic needs, this is an obvious inequity.

Concerns do understandably arise, then, about increasing the
quality and improving the coverage of services, and about the
need for services to reach those who most need them in a way
that can effect even partial compensation for the disadvantages
of low income and social exclusion. Poverty is an intergenera-
tionally transmitted, multidimensional phenomenon that has
shown absolute growth in the Region in the past decade, despite
the sustained, moderate economic growth that most of the coun-
tries experienced during the 1990s. The allocation of resources
and distribution of goods and services, both public and private,
still tend to be concentrated at the middle socioeconomic levels,
thus reinforcing deprivation and social exclusion.

In that context, it is important to acknowledge the close inter-
relationship between poverty and health and the fact that the
health sector can do much to change the situation. The idea is to
implement active policies that selectively protect the population
by compensating for other inequities, thereby enabling the health
systems to remove the mechanisms of exclusion or inequitable
resource allocation. Inequalities of income distribution are
closely linked to disparities in access to health and other social
services crucial to population health and morbidity/mortality
rates. The systematic relationship between mortality, economic
situation, and inequity has, however, begun to awaken the inter-
est of a new generation of researchers. Findings have shown that
income disparity adds risk factors for health and premature
death and exerts an even greater impact than absolute income.
This realization reinforces the assessment that social capital is an
effective tool for health protection (58).
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ETHNICITY AND HEALTH

At the core of the development policy agenda is the idea that
poverty can be reduced only by increasing equity. The disparities
among population groups cannot, however, be overcome by in-
troducing global economic policies. Selective policies are essen-
tial to correct the asymmetries that have built up over the years
as a result of cultural, political, religious, and other factors.

For historical reasons, certain ethnic population groups have
been excluded from the benefits of development, resulting in un-
equal access to educational and health services, political repre-
sentation, and opportunities for social and cultural participation.
Lack of access to the benefits of social policies has placed these
groups at a disadvantage in the job market, restricted their access
to credit, and limited their potential for upward social mobility.
Ethnic origin can therefore be counted as a factor in the struc-
tural exclusion of certain population groups. It is a factor that was
not previously considered in the design of overall development
policy, including health policies.® The international agencies*
have played a major role in this process through information-
gathering, conceptualization, and advocacy.

It may be useful to adopt an “ethnicity/race” variable® to ex-
amine the differences in social groups. On that basis, programs
and policies aimed at fighting poverty may be able to achieve
more striking results and refine earlier strategies that did not
consider cultural origin in the definition of poverty but at-
tempted to alleviate poverty through sustained economic
growth. Such a strategy has already revealed its limitations in the
fact that, even in periods of economic growth, the region of Latin
America and the Caribbean has paradoxically shown the greatest
disparities in income and other determinants of the quality of
life, including health and access to services.

Conceptual Issues

Certain clarifications are in order regarding the concepts of eth-
nicity and race. Their use in the anthropological, sociological 8 and
biomedical literature has revealed a certain amount of confusion
in the past. Recently, however, there appears to be some agreement
that there is no genetic or biological basis for establishing different
human groups. Variations in phenotype (skin color, eye shape, hair
type, height, and other characteristics) are ultimately not intrinsi-
cally different from the variations seen among humans in general.

3The analysis of inequities linked to ethnic origin is already standard in the
United States in particular, where demographic information systems have
recorded these categories for several decades, but only recently has it been con-
sidered in Latin America and the Caribbean.

“See the documents from the World Bank-sponsored meeting in 2000 on “Race
and Poverty;” from the June 2001 PAHO meeting on “Equity in Health: From an
Ethnic Perspective;” and from the IDB in June 2001: “Towards a Shared Vision of
Development: High-Level Dialogue on Race, Ethnicity and Inclusion in Latin
America and the Caribbean””
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“The concept of race is a social construct that is frequently used for
political purposes. The vast majority of opinion shows that, from a
scientific and anthropological perspective, the notion that people
can be categorized and classified into different races is a myth.
There is a single race: the human race” (59). The concept of eth-
nicity refers to a group of humans with shared values and beliefs
and a common history, all of which create a sociocultural sense of
group belonging (60). In some countries, however, researchers,
statisticians, and social activists prefer to reserve the term “ethnic-
ity” to refer to the descendents of indigenous peoples and “race” to
refer to African descendents.

In a health context, the use of these two terms should be
strictly governed so that they are not used as synonyms. Based on
the existing scientific information, there is no evidence that phe-
notypal variations are sufficient cause for major differences
among humans in terms of health and access to services. There is
presently some debate over the greater incidence of diseases such
as sickle cell anemia and diabetes among African descendents,
but this may be due to living conditions, type of food, or adapta-
tions to their environments of origin.

In short, racial discrimination is a social factor that plays a role
in the creation of health differentials among individuals.
Discrimination in health operates in various ways: either in the
form of barriers in access to services, poor quality of available
services, or inadequate information for decision-making; or
through indirect mechanisms such as lifestyle, place of residence,
type of occupation, income level, or status of the individual or
family. The real historical process in the Region subordinated the
human groups descended from indigenous peoples and from
Africans in the Americas and the Caribbean, and therefore slowed
the building of identity among these groups. As a consequence,
they are condemned as “the other” and sometimes identified by
their skin color or prominent cultural traits such as language or
clothing. This process of segregation and social exclusion in itself
generates disease by placing greater stress on individuals, harsh
living conditions, and barriers in access to health services (61).

The concepts of race and ethnicity still command very little
space on the agenda for research on inequality and health in Latin
America. The reasons for this omission include the tendency not
to consider race/ethnicity as an important variable for building
models on inequality—a reflection of certain national ideologies
and the myth of racial democracy—and constant reference to the
problems involved in implementing these concepts (62).

On the national and sector levels, public policies and programs
to combat poverty are aimed at achieving a positive redistribution

SDepending on the method used by the different countries, the ethnic origin of
individuals may be defined through language, place of birth, skin color, or com-
munity affiliation.

8Some countries, Brazil for example, use phenotypal traits such as skin color for
collecting and analyzing vital statistics, and five categories are established: white,
black, mulatto, yellow, and indigenous. For the same purposes, Guatemala com-
bines cultural aspects such as dress or use of a vernacular language.
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that will benefit disadvantaged groups. Several countries are im-
plementing successful strategies focused on vulnerable groups,
within the context of efficient use of available resources. The goal
is to open a window of opportunity so that the descendents of in-
digenous and African peoples may benefit from programs that
seek to reverse the impact of centuries of discrimination.

A Demographic Perspective

The Region of the Americas has one of the most complex de-
mographics from the standpoint of ethnic composition, as a result
of its history of conquest, colonialism, and immigration. Despite
the limitations involved in quantifying the different ethnic groups
in the countries of the Region and within each country, existing es-
timates enable us to assess the size of ethnic groups of African and
indigenous origin. Table 18 reconstructs statistics from several
sources to offer a brief overview of ethnic groups in the Region.

The total indigenous population of Latin America and the
Caribbean is estimated at 45 to 50 million, of which 90% are con-
centrated in Central America and the Andean Subregion. As a
comparison, the indigenous population of the United States is es-
timated at 1.6 million, and estimates for Canada come to less
than half a million.

The countries with the highest indigenous population are
Bolivia, Ecuador, Guatemala, and Peru, where they constitute
from 40% to 70% of the total population. In another nine coun-
tries (Belize, Chile, El Salvador, Guyana, Honduras, Mexico,
Nicaragua, Panama, and Suriname), the proportions range from
5% to 20%. In the remaining countries, indigenous peoples ac-
count for less than 4% of the total population, though among
these countries, Brazil, Canada, Colombia, and the United States
have sizeable contingents in absolute numbers.

Attempts to quantify African-American populations reveal
similar, if not greater, complexities. The problems of under-
recording and differences in criteria from one country to another
are reflected in the demographic estimates, which indicate that
these groups account for approximately one quarter of the
Region’s total population, or 200 million (Table 19).

The Latin American countries with the largest population of
African descendents (over 45%) are Brazil, Colombia, the
Dominican Republic, the English-speaking Caribbean countries,
Haiti, and Venezuela. Brazil has the Region's largest African-
American population (nearly 75 million according to official es-
timates). The United States, despite its relatively low percentage
(12.9%), ranks second in relative size, with 36 million African-
Americans.

In the context of this analysis, and on the basis of the data in
Table 19, it is important to consider the political, social, and cul-
tural conditions of the African-descendent populations, as this
will be a key component in public policymaking. Following are
descriptions of different conditions existing for African-descen-
dent populations in this Region:

+ They constitute the majority of the population in the
English-speaking Caribbean and Haiti, where they enjoy a
high level of self-determination, autonomy, territorial con-
trol, and broad political representation, without exclusion
due to racial discrimination.

+ They are the largest minority, though in some cases they
may nearly constitute a demographic majority; this does
not necessarily result in proportional political influence (as
in Brazil and Colombia).

+ They are minorities in the strict sense, but with very clear-
cut identity and self-determination. This occurs in two types
of situations: 1) communities with a specific geographic set-
tlement, such as the Garifunas of Belize and Honduras, the
black Creoles of Guatemala and the Ecuadorian province of
Esmeraldas, the Yungas of Bolivia, or the Camba Cué com-
munity of Paraguay; and 2) communities with strong organ-
izing capacity located in urban districts (e.g., in Caracas,
Guayaquil, Lima, Montevideo, Puerto Limon (Costa Rica),
Rio de Janeiro, or Sad Paulo).

+ They form part of national societies where mixture of races
occurs to a high degree and where African ancestry does
not constitute an identity (as in Cuba, the Dominican
Republic, and Venezuela).

+ They are recognized as the largest ethnic/racial minority
(e.g.,inthe United States) and benefit from a growing num-
ber of affirmative policies in the areas of health, labor, and
education.

Poverty and Ethnicity

There is a strong correlation between statistical indicators
such as the poverty indexes broken down by race and ethnic
group, and other human development indicators such as access
to health, education, or job opportunities. According to World
Bank data, in 1994 the indigenous population was among the
most poverty-prone in Latin America, with poverty defined
as income below 2 dollars per day (Table 20). In Peru, 80% of the
indigenous population was poor, compared to 50% of the non-
indigenous population (63).

Asin studies of social exclusion due to race or ethnicity, Table 20
shows that for the selected countries, the indigenous population
is affected by poverty in significantly higher proportions than the
average of the general population.

Income differentials between African descendents and the rest
of the population are also striking, as reflected by the informa-
tion from Brazil regarding the distribution of ethnic groups by
income quintile, presented in Table 21.

Income differentials by ethnic group are not exclusive to de-
veloping countries. Rather, they are also observed in the industri-
alized countries of the Region, as in the case of the United States
(Table 22).
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A recent study (64) shows how poverty levels are linked
to social exclusion phenomena. This can be observed in very spe-
cific factors such as schooling (Table 23). This study also specu-
lates on GDP increases in the selected countries if they could neu-
tralize two inequities. In the first case, income corrections could
result in changes ranging from 1.76% to 17.12%; in the second
case, corrections in the educational situation would reap poten-
tial benefits ranging from 2.45% to 19.56%.

Another study on Brazil presents information on differentials
in access to drinking water according to ethnic origin of the pop-
ulation, which confirms that ethnic origin is central to the social
exclusion process (see Table 24).

Health Differentials in African-Descendent
Communities

Research results presented below confirm the great disparities
in health between African descendents and the majority groups
in some countries of the Region of the Americas. A similar situa-
tion holds true for the descendents of indigenous peoples, which
is addressed in Chapter IV.

Studies in the United States point out health disparities be-
tween different human groups according to ethnic/racial origin
and cite African-American mortality rates that are higher “from
nearly every cause except suicide and obstructive pulmonary dis-
ease. In 1992, the gap in life expectancy was 6.9 years” (65). In a
similar vein, according to the 1996 National Household Sample
Survey in Brazil, the likelihood of one or more deaths of infants
(under one year) in the family is significantly higher among the
indigenous population (33%), blacks (19.9%), and mulatto or
brown-skinned groups (20.5%) than for whites (12.5%) or
Asians (11.2%).

In a study on inequalities in Brazil (66), 1990 data show that
mortality rates for infants of illiterate mothers were almost 120
per 1,000 among blacks, 110 per 1,000 for mulatto and dark-
skinned groups, and 95 per 1,000 for whites. When the mother
had eight or more years of formal education, the infant mortality
rates were lower: 82,70, and 57 per 1,000 live births, respectively.
The disparities associated with race, however, were even greater
than for formal education (Figure 5). Black women needed four
to seven years of formal education to achieve the infant mortality
rates of illiterate white women.

Higher mortality rates are not the only observable difference.
Studies also reveal that this population segment has a more vul-
nerable health situation, as shown by examples presented below.

+ In Ecuador’s Esmeraldas province, onchocerciasis is preva-
lent in over 90% of the members of the Telembi-Santa
Maria community, with a population of 81% African de-
scendents (67).

+ Sickle cell anemia, the result of a mutation in the hemoglo-
bin molecule that gives it a half-moon shape, emerged in
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Africa (particularly in Senegal, Benin, Cameroon, and
Banto regions) in areas endemic to malaria and reached the
Americas through slave traffic. The prevalence of HbS (het-
erozygotes) among African descendents and whites in dif-
ferent cities of Brazil is as follows: in Salvador, blacks
4.9%—-8.5%, whites 3.4%—7.7%; in Campinas, 5.6%-9.8%
and 2.4%—-3.1%, respectively; and in S&o Paulo, 5.9%—7.1%
and 1.2%—2.8%, respectively (68).

+ According to 1995 data for the United States, African de-
scendents over 18 years of age have a disproportionate
number of persons with type 2 diabetes, making them the
minority with the highest prevalence: 20.2% as compared
to only 4.8% of Mexican descendents in the U.S., for exam-
ple. Even though type 2 diabetes is easily preventable
through diet and exercise, the black population has the
highest mortality rate: 28.8 per 100,000, compared to 18.8
per 100,000 among Hispanics.

+ Uterine myomas, which are tumors common among females,
affect 20% of Afro-Brazilian women of reproductive age.

* Glucose-6-phosphate dehydrogenase deficiency is an en-
zyme problem that can cause episodes of acute hemolysis
or hemolytic anemia. It is an X chromosome-linked genetic
disease with an incidence in the black population of
12%—15%; in Brazil the incidence is 2% in whites and 10%
in blacks (69).

+ The highest rates of malaria are found in Chocd, Colombia,
with 692.0 cases from Plasmodium falciparum per 100,000
population, and 725.2 per 100,000 from P. vivax. The inci-
dence in Esmeraldas, Ecuador, is nearly 25%, totaling
84,689 cases (70).

 There are also differences with respect to external causes.
Data from S&o Paulo, Brazil, indicate that the mortality rates
from violence-related factors are higher for both men and
women (133.2 per 100,000 for white men and 193.80 per
100,000 for black men, compared to 23.58 and 25.62 per
100,000, respectively, for women) (71). The mortality rate
from homicide is 41.5 per 100,000 in Esmeraldas
(Ecuador), compared to only 13.4 per 100,000 for the entire
country. Mortality from suicide in the same province is 8.8
compared to 4.8 per 100,000 for the country as a whole (70).

+ In Brazil, 8.6% of white women and 11% of black women
give birth to low birth-weight children.

+ According to United States figures, the HIV/AIDS epidemic
disproportionately affects ethnic minorities. African
descendents, who make up 12.9% of the population,
account for 54% of those with HIV/AIDS (72).

The combination of disease, barriers in access to services, and
lack of information for choosing healthy lifestyles is reflected in:

+ Higher infant mortality rates: infant mortality in Chocg,
Colombia—a state with a majority Afro-Colombian popu-
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lation—is the highest in the country: 99.16 per 1,000 live
births in males and 82.09 per 1,000 in females, more than
three times higher than the rates in Bogota (31.77 and
23.13 per 1,000, respectively) and Antioquia (26.39 and
19.44 per 1,000). In Brazil, infant mortality by race of the
mother in 1993 was 37 per 1,000 for the white population
and 62 per 1,000 for the black population (69).

+ Higher maternal mortality rates: in Choc6, Colombia, in
1996 (70), the maternal mortality rate was 30.55 per
100,000 live births (national average of 45.45). In the
United States, the maternal mortality rate for black women
in 1994 was 684 per 100,000 live births. The relative risk
was 4.3 in Paran, Brazil, in 1993, and the rate for black
mothers was 65.7, for whites 48.0, and for Asians 358.5.

+ Lower life expectancy: the life expectancy for males in
Choc, Colombia, is 62.76 years, while in Bogot the figure is
68.52. In Esmeraldas (Ecuador), one of the poorest
provinces, along with Los Rios, life expectancy at birth is 64.5
years, 6 years lower than in Pichincha (71.70), for example.

Final Reflections

Sustainable human development offers a useful framework for
conducting a general analysis of development, inasmuch as it
provides food for thought about inequities and also helps in as-
sessing the contribution of ethnic groups to the Region. Agenda
21, section 3, of the United Nations Conference on Environment
and Development, points out that indigenous populations “over
many generations have accrued traditional holistic and scientific
knowledge of their lands, their natural resources, and the envi-
ronment.” The same chapter, however, also warns of the threat of
irrational development of natural resources for survival by many
indigenous nations, even in their historical settlements. The rec-
ommendation given is that we “recognize, encourage and
strengthen the role of the indigenous populations” and make
room for them in the development process.

The lowering of health differences can go far towards improv-
ing health and living conditions. It can be instrumental in revers-
ing the historical process of deprivation and in laying the
groundwork for a change of conduct. In addition, it can support
the underappreciated ethnicity of these groups and enhance their
potential to exert a positive influence in the active development of
amulticultural civil society in the Region.

In the past decade, progress in regard to ethnicity and public
policy has occurred. Examples in this regard are outlined below.

1. Indigenous and African-American organizations became
increasingly mobilized in the 1990s. As a result of ethnic
mobilization, the governments of Latin America and the
Caribbean have generally become more aware of the need
to recognize the vulnerability of the people in these com-

munities. The many networks coordinated by organizations
of indigenous peoples as well as African descendents have
gained strength as they prepare for the United Nations-
sponsored World Conference Against Racism, Racial
Discrimination, Xenophobia, and Related Intolerance. Civil
society is beginning to see the need to embrace the mecha-
nisms of negotiation with agencies of government.

2. Governments are constrained by limited financial resources
for implementing new programs, and personnel often lack
proper training or awareness of these problem areas.
Dialogue on this topic with representatives of organized
civic groups is not always adequate or effective. Mechanisms
for mutual accountability are also lacking (73).

3. The topics found most frequently on the agendas of the
nongovernmental organizations representing these groups
are land entitlement, bilingual education, cultural recogni-
tion, and implementation of constructive policies at the
middle and higher education levels and in the job market.
There has been progress in designing programs targeted to
indigenous groups, in the adoption of constitutional pro-
tections (in Argentina, Bolivia, Colombia, Ecuador,
Guatemala, Mexico, Nicaragua, and Paraguay), and in the
ratification of Convention 169 of the International Labour
Organization (ILO) (Bolivia, Costa Rica, Colombia,
Ecuador, Honduras, Mexico, Paraguay, and Peru), which
recognizes the multiethnic nature of the populations (74).

4. Despite these achievements, there is still ground to cover in
meeting these policy objectives.

HEALTH AND GENDER EQUITY

Gender differences, alone and interacting with other socioeconomic
factors, are expressed in inequalities in the epidemiological profile
as well as in patterns of production and consumption of health
services. Gender differences include sex differences relating to the
biological distinction between women and men, though they tran-
scend that distinction. The concept of gender refers to the set of cul-
turally specific characteristics that determine the social behavior of
women and men and govern relations between the sexes. The object
of interest in a gender-based approach is not women and men per
se, but rather the unequal social relationships between the sexes
and the effects of such inequality on people’s lives. Both explanatory
considerations—the biological aspect of sex and the social aspect
of gender—are essential to a proper understanding of health
processes and for designing effective, equitable initiatives.

Gender-based factors are of crucial importance for identifying
individual health risks and behaviors and also for determining
how social life is organized. Gender, along with class and ethnicity,
plays a key role in resource allocation and distribution of benefits
in hierarchical societies.
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An analysis of gender in health, therefore, goes beyond a
description of sex differentials in health. It also examines how the
division of roles and power between women and men affects
health/disease processes and patterns of health care delivery.
This type of analysis runs into two major obstacles, however:
first, health information is very seldom disaggregated by sex; and
second, data from secondary sources are generally not gathered
or processed for purposes of comparing sex differentials in
health with sex differentials in important socioeconomic variables.
With these limitations in mind, the information presented here
will basically be aimed at identifying sex differentials in health
and access to appropriate care, and at shedding light on how
gender relations are associated with these differentials.

Gender, Equity, and Health Situation

There are considerable differences between the health/disease
patterns of women and men. The differences stem from inherent
biological traits, unequal risks, and above all from the unequal
opportunity created by the societal division of male and female
roles. Gender equity in health does not assume that mortality,
or even morbidity or disability, would be equally distributed
between the sexes; rather, it means that women and men can
enjoy the opportunities and conditions that will enable them
to lead a healthy life, without suffering from preventable disease,
injury, or disability. In other words, the distribution of social
resources must be attuned to the specific needs of both sexes
in any socioeconomic environment. Therefore, any analysis of
gender equity in health calls for examination of sex differentials
not only in regard to length and quality of life, but also in regard
to the preventability of injury and premature death.

Length and Quality of Life

In most countries of the world, especially the more industrial-
ized countries, women have a longer life expectancy than men,
with lower relative mortality rates in nearly every age group. Life
expectancy at birth for males in the Region of the Americas is
between 51.8 and 76.3 years, while the range for females is 56.8 to
82.1 years (70). This gap is partly associated with genetic factors,
mainly due to higher male mortality rates at life stages in which the
differentiating effect of reproductive risks and of gender-based so-
cietal roles is minimal, i.e., the perinatal period and early infancy.
Although the relative importance of biology in the survival gap
remains debatable, there is no question that gender-based social
factors have a significant effect on the size of the gap. Depending
on the socioeconomic environment, gender-based factors affect
women and men differently, to the benefit or detriment of their
health, thus widening or narrowing the gap in life expectancy.

Greater longevity among females is not an empirical constant.
History suggests that a hostile socioeconomic environment may
have narrowed or even negated the presumed biological differ-
ence in favor of women. Until the late nineteenth century in the
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industrialized countries (75), and even today in some developing
countries, women have a lower life expectancy at birth, a fact
which is usually associated with high maternal mortality rates. It
should be emphasized, however, that the gap did not widen sim-
ply because women began to live longer, but rather, it may also re-
flect proportionately greater increases in male mortality, as was
the case in Russia during the 1990s (76). Consequently, any
change in the sex differential in life expectancy at birth should
consider both sides of the equation, i.e., gain or loss of longevity
for both men and women.

The interaction between gender and socioeconomic inequal-
ity can be observed in figures 6a and 6b, which illustrate the risk
of premature death among 15- to 59-year-olds in 13 countries of
the Region, by sex and poverty level.” These figures show that for
those above the poverty line, the risk of male mortality was two
to four times greater than the risk for females (Figure 6a). Among
those below the poverty line, however (Figure 6b), there was
a considerable increase in the risk of premature death among
both men and women and, except in Jamaica, the increase was
proportionately greater for women.

The risk of death for those above and below the poverty line
according to sex, as estimated by WHO in 1999, demonstrates the
unequal impact of poverty on the survivability of women and
men (Figure 7). This indicator suggests that, in poverty condi-
tions, the risk of premature death is 2 to 4 times higher for men
and 4 to 12 times higher for women, thus reducing the mortality
gap between the sexes. Explanations for the greater and more
varying impact of poverty on women’s survivability can be found
not only in biologically driven differences in vulnerability of the
sexes, but also in gender-based social factors. These social factors
are linked to sexual inequality in access and control over re-
sources, and an unequal distribution of social resources that does
not adequately take into account the special needs of women.

In step with the declining mortality rates and increased life
expectancy at birth, the notion of quality of life has gained impor-
tance, and concepts and instruments of analysis have been devel-
oped to measure it. One such instrument can be found in estimates
of healthy life expectancy, expressed in years of life without
disability. The use of this type of indicator is as yet very limited,
especially for cross-country comparative analysis, because the
health surveys on which they are based are often not comparable.

Bearing in mind these limitations, the following findings are
notable: 1) sex differentials in life expectancy at birth tend to be
reduced when the quality-of-life component is added; 2) women
have more years of disability than men (77, pp. 180-187,
202-207); and 3) the number of years lost due to disability is
greater among the poor. When life expectancy at birth was
adjusted for disability, the female advantage in years of life fell

"Poverty was defined as per capita income equal to or less than one international
dollar per day. The estimates for probability of death were taken from World
Population Prospects: The 1998 Revision, New York, United Nations, 1999.
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30% in Canada and 38% in Haiti. The percentage of years with
disability was 9.6 for women and 8.1 for men in Canada, while in
Haiti the percentages rose to 17.8 and 16.2, respectively (77,p. 29).

These estimates are consistent with the widely documented
fact that women, despite living longer, experience a higher inci-
dence of morbidity and disability than men throughout the life
cycle. This is true for all adult age groups and is more pronounced
for acute, short-term afflictions and disability during the repro-
ductive years, and chronic afflictions and disability in the elder
years. In contrast, men have a lower incidence of morbidity and
disability, but when health problems occur, they tend to be life-
threatening (78).

The interaction of sex-related biological factors and gender-
based social factors makes older women one of society’s most
vulnerable groups, disproportionately affected by loneliness, dis-
ease, poverty, and lack of social services. Their greater longevity
is linked to a higher incidence of widowhood; their lower level of
participation in the paid workforce and lower remuneration lev-
els for work during adulthood, as compared to men, cause
women to become disadvantaged in the elder years, not only
through lower income but also from lack of entitlement to health
and social security benefits. In other words, having cared for the
family throughout their adult life, most women must face old age
without either a partner or formal health care services.

Nature of Problems Differentially Affecting the Sexes

Conditions or problems had to meet one or more selection
criteria for analysis. They had to: 1) be exclusive to either sex;
2) show greater prevalence for one sex; 3) indicate different risks
or consequences for women and men but in any case, be consis-
tent with principles of equity; and 4) be largely preventable.
The selected problems were grouped in the following categories:
sexual and reproductive health, malignant tumors, accidents and
violence, and “others,” for which priority was given to conditions
with clear sex differentials, such as diseases of the circulatory
system, nutrition problems, diabetes, cirrhosis of the liver, and
mental disorders. The information on causes of mortality came
from the PAHO database® (79), while the remainder was obtained
from both PAHO and outside sources.

Sexuality and reproductive health. The broad concept of
reproductive health adopted at the International Conference
in Cairo included: the ability to lead a satisfactory, enriching,
risk-free sexual life; freedom to make one’s own reproductive
decisions; and access to the information, means, and services
needed for risk-free pregnancy and delivery.

Sexual activity determines the greatest qualitative difference
between the sexes with respect to the type of health risks, since

8Chapter 1 of this publication discusses the quality of the information in detail.
See also: PAHO, Health Statistics from the Americas, 1998 edition, Washington,
D.C.,1998 (Annex, Tables H, 1,J).

women are affected not only by the biological consequences of
pregnancy, delivery, and breast-feeding, but also by the cultur-
ally assigned responsibility of child care. In addition, women
assume most of the responsibility for contraception, are more
vulnerable to infections of the reproductive system and sex-
ually transmitted infections, and suffer more serious complica-
tions from such infection. Another important gender-based de-
terminant is unequal distribution of power between the sexes,
which often limits women’s control over their sexuality and their
ability to protect themselves from unwanted pregnancy or
sexually transmitted infection. Adolescent girls are especially
vulnerable.

Control of fertility. One of the most profound and irrevocable
social changes occurring in the Region during the 20th century
was the massive influx of women in the job market. Combined
with women'’s increasing access to formal education, this phe-
nomenon has had a critical impact on the nature of relations
between the sexes and women’s ability to make life decisions.
As a corollary to these changes, women have gained increasing
control over their own reproductive decisions. As a result of this
ability, along with access to new contraceptive technologies,
starting in the 1960s, Latin America and the Caribbean have
experienced the world's greatest decline in fertility rates. The
number of children per woman—nearly 6 in the period
1955-1959—fell to 2.7 (80, p. 72) in the year 2000, approximately
a 50% reduction in fertility over a 40-year period.

The changes in the rate and age structure of fertility have ex-
erted a positive impact on the health of women and their chil-
dren, as witnessed by decreased risk of maternal and infant mor-
bidity/mortality resulting from multiple births, closely spaced
pregnancies, and pregnancy at the extremes of the life cycle.
Beyond these effects, it is important to emphasize, as did the
United Nations in 1985 (81), that the fact that women can control
their fertility constitutes the basis for exercising their other
rights.

Persistent and profound inequality in fertility levels, both be-
tween and within countries, nevertheless serves to dim the posi-
tive outlook. The disparities are related to the continuing socio-
economic disadvantage of some population segments and,
within them, certain groups of women. As an example, with the
exception of Cuba, which has lower per-capita income, the num-
ber of children per woman was two in countries such as Aruba,
Bahamas, Barbados, Bermuda, Canada, and Cuba, and four or
more in countries with fewer resources such as Bolivia,
Guatemala, Honduras, Nicaragua, and Paraguay (70). There were
significant differences within countries as well. Guatemala, for
example, posted a 19981999 difference of 4.2 children between
women with no education (6.8) and women with secondary or
higher education (2.6) (82).

Pregnancy during adolescence. Pregnancy among adolescents is
increasingly gaining quantitative and qualitative importance. Four
of the six countries that have consecutive Demographic and Health
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Surveys (DHS)® posted an increase in fertility rates in the 15- to
19-year age group, in contrast with reduced rates in the other age
groups. Those countries were Brazil, Colombia, the Dominican
Republic, and Peru. This situation has serious implications for
maternal and child health, as well as fundamental repercussions
in the form of the restrictions that such early maternity places on
educational and social development and job opportunities.

Maternal health. Despite the generalized underrecording of
maternal mortality—averaging as high as 50% in the Region (83,
p. 6)—complications of maternity still constituted one of the key
causes of mortality among women of reproductive age. In the late
1990s, maternal complications remained the primary cause of
death among women 20 to 34 years of age in Latin America and
the Caribbean. This is a dramatic contrast with the situation in
the industrialized countries, where death from maternal compli-
cations occurs infrequently. In 1995, for example, a woman's risk
of dying from maternal causes was 1 in 160 in Latin America and
the Caribbean, while in North America the figure was 1 in 3,500
(83, p. 2). The situation reflects the low priority given by society
to a problem that affects only women, particularly poor women;
it is especially notable considering that such deaths are mainly
preventable, and the technology and know-how for preventing
them have existed for many years. An additional difficulty in de-
termining the actual number of maternal deaths is the generally
low priority given to resource allocation for that endeavor.

The maternal mortality rate (or more appropriately, maternal
mortality ratio) is a more sensitive social development indicator for
measuring inequalities, since the disparities between wealthy and
poor countries are conspicuously greater for maternal mortality
than for infant mortality. Figure 8 shows the maternal and infant
mortality differentials compared among countries of the Region,
with reference to Costa Rica, which has the lowest mortality.1° Haiti,
for example, registered infant and maternal mortality rates that
were respectively 7 and 30 times higher than the rates in Costa Rica.

Abortion is the primary cause of maternal mortality in Latin
America, accounting for approximately half of such deaths (80, p.
13). The illegality of abortion in almost all countries of the
Region makes it impossible to determine the real incidence of
mortality from this cause and hinders the search for solutions.
The problem is evident in hospital statistics. In Ecuador, for ex-
ample, abortion was the second greatest cause of hospitalization
among women in 1997, with 20,350 cases (5% of hospitalizations
and a rate of 34 per 100,000 women).

Because of its preventability and injustice, maternal mortality
has been characterized as the clearest illustration of social in-

Demographic and Health Surveys (DHS) are the result of an international pro-
gram that has provided technical and financial assistance to governmental and pri-
vate institutions in developing countries to conduct national surveys. The quality
and reliability of the information generated by this program are internationally
recognized.

10To facilitate comparison, the rates for each country were divided by the rate for
Costa Rica, which yielded the multiplier for each country. Costa Rica was used as
a reference because it was considered reasonable to assume that the other coun-
tries of the Region could reduce their rates to that level.
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equity, and the most eloquent expression of the disadvantage
faced by major segments of the Region’s female population in
exercising their basic rights (84).

Sexually transmitted infections. For biological as well as cul-
tural reasons, women are more vulnerable to sexually transmitted
infections. The anatomical differences between the sexes facilitate
male-to-female transmission; the absence of symptoms hinders
diagnosis; and of particular note, unequal power distribution be-
tween the sexes hampers women's ability to negotiate safe sexual
relations. In addition, women suffer more serious consequences:
infertility, complications of pregnancy, postpartum infections,
and cervical cancer. Estimates of years of life lost through prema-
ture death or disability due to sexually transmitted disease—ex-
cept HIV/AIDS—indicated that in Latin America and the
Caribbean, the loss was 2.6 times higher for women than for men.
The corresponding figures were 255,000 for men and 668,000 for
women (85). In Canada, the incidence of reported chlamydial in-
fection in women was three times that of the rate for men. The
most affected age groups were 10- to 14-year-olds, with a rate 20
times higher in females than males, and 15- to 19-year-olds, for
which the incidence in females was 6 times greater. The highest
incidence of gonorrhea occurred in females aged 15 to 19, with a
rate 2.6 times higher than that of males (86).

In contrast, HIV/AIDS is considerably more prevalent among
men. Estimates of years of life lost through death and disability
(in thousands) for the year 2000 were 3,367 in men and 895 in
women, a ratio of nearly 4 to 1 (85). It is important to note, how-
ever, that the rate of new infections is rising faster among women.
Since 1996, there has been a sharp drop in the male to female
ratio of AIDS incidence in the Southern Cone countries, Mexico,
the Latin and non-Latin Caribbean, and North America (87).

Malignant neoplasms. Malignant tumors appear to be the
most frequent cause of male mortality in the relatively more
advanced countries (e.g., Argentina, Bahamas, Barbados,
Canada, Costa Rica, Cuba, and the United States). Poor or less de-
veloped countries have a higher incidence of female than male
mortality from such causes. This situation is due to a different
distribution of more lethal or less lethal cancer types, as well as
differences in access to detection and treatment technologies for
cancers specific to women.

Breast and uterine cancer. These two cancers in combination
represent the predominant cause of death in the 35- to 64-year
age group in 25 countries studied. Cervical cancer is more com-
mon in developing countries and at lower socioeconomic levels.
In contrast, there is a higher incidence of breast cancer in wealth-
ier countries and at higher income levels (Figure 9). The English-
speaking Caribbean displayed a unique coexistence of high mor-
tality rates from both breast and uterine cancer.12

1See more detailed information in chapter VI.
12See more detailed information in chapter V1.
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The significance of cervical cancer as a cause of death in Latin
America and the Caribbean is a subject of great concern, not only
due to its high rates and emergence at early ages, but also because
it is preventable. In contrast to the situation with breast cancer,
a simple, efficient, low-cost technology for detecting cervical
cancer at stages when the likelihood of a cure is nearly 100% has
existed for over 40 years. There are also simple, cost-effective
technologies for treating this disease in early pre-invasive stages.
For these reasons, the persistently high mortality rates from
cervical cancer raise an alarm about the value that society places
on a problem that exclusively affects women, especially poor
women. The example of the United States illustrates the prevent-
ability of breast cancer. Although white women in that country
have a higher incidence of this disease than non-whites, it results
in higher mortality rates among the latter group.®

Prostate cancer. Although this type of cancer is a significant
cause of death among males, the years of life lost amount to less
than half the corresponding figure for breast or uterine cancer
because of the advanced age at which most deaths from prostate
cancer occur. Estimates for the year 2000 indicate the following
numbers of years lost (in thousands) due to death and disability
from these cancers in Latin America and the Caribbean: 197 from
prostate cancer, 586 from uterine cancer, 552 from breast cancer,
and 113 from ovarian cancer.

Lung cancer. Mortality rates from lung cancer were three to
five times higher for men than for women in all countries of the
Region. In Argentina (1996), for example, the mortality rate for
the 35- to 64-year age group was 59.1 in men and 10.3 in women;
in Paraguay (1997), the figure was 13.2 in men and 3.3 in women.
These differences are linked to traditionally higher tobacco con-
sumption among males, for many years encouraged among men
and criticized in women. The gap has been narrowing in re-
sponse to social changes about definitions of femininity and the
fact that consumer goods are more available financially to
women. It is noteworthy that lung cancer has surpassed breast
cancer as a cause of death among women in Canada and the
United States and has begun to be a prominent cause of female
deaths in Cuba, El Salvador, and Puerto Rico (Figure 9).

External causes. The greatest quantitative sex differentials in
mortality fall into the “external causes” category, which includes
accidents, suicide, homicide, legal intervention, and operations of
war. Death from these causes for the Americas as a whole is 3.7
times higher in men than in women. In the Andean Region, the
ratio climbed to 4.6, while North America and the non-Latin
Caribbean registered 2.8 (70). Although there was considerable
variation between countries, the higher male mortality rate from
external causes was a constant, becoming evident in childhood,
increasing with age, and reaching its highest level in young adult-
hood. This phenomenon demonstrates the importance of social
determinants of risk behavior, including gender-based division

135ee more detailed information in chapter V1.

of social roles and responsibilities. The higher male mortality
from accidents, homicide, suicide, and armed conflict is linked to
stereotypically male risk behaviors, which are looked upon and
encouraged as manly through gender socialization and social
dictums. These behaviors are related to men's cultural obligation
to act as a“provider” and “protector;” regardless of danger,and so-
ciety’s expectation for them to publicly and privately display
traits consistent with the role of “hero,”*risk-taker;”“winner,” and
“powerholder”

Accidents. The early impact of gender socialization is clearly
displayed in the mortality rates for the 1- to 4-year age group. In
the group of 20 countries studied (circa 1997), male mortality in
this age group from accidents already exceeded female mortality
by proportions ranging from 25% to 130%. In the 20- to 34-year
age group, and to a lesser extent among those aged 35 to 49, acci-
dents, particularly in motor vehicles, were one of the primary
causes of fatalities among males.** Accident fatality rates among
those aged 20 to 34 resulted in a male/female ratio of approxi-
mately 3:1 in the United States (1998), and 7:1 in Mexico (1997).

Homicide. Sex differentials in homicide fatalities were even
greater than for accidents. In Colombia, for example, in the 20- to
34-year age group, male homicide rates were 16 times higher
than for females in 1996. The corresponding proportions were 13
times higher in Mexico, 12 in Brazil, 4.5 in the United States, and
4 in Cuba. Figure 10 clearly shows the difference in homicide
fatalities by gender and cultural environment, presenting the
rates for women and men in geographically adjacent populations
on both sides of the Mexican-United States border.

Suicide. Suicide is the only external cause of death for which men
did not always rank higher. “Actual” suicide rates in the past tended
to be higher in males, in contrast with suicide attempts, which were
more prevalent in females. Recent data, however, indicate that the
suicide rates among female adolescents have surpassed those for
male adolescents in Ecuador (1996), El Salvador (1996), and
Nicaragua (1996), and attained similar levels in Cuba (1997).

Violence against women. Violence experienced by men and
women differs not only quantitatively but also qualitatively, i.e.,
in its nature, causes, and consequences. Men tend to be victims of
attack from strangers or casual acquaintances, while women suf-
fer greater risk of attack within their own home, from men with
whom they are closely involved. Violence against men tends to be
acute in nature and aims at total defeat, it appears to be routinely
documented in public records, and it is punished by law. Violence
against women tends to be chronic and prolonged in nature; it
has the purpose of control rather than total defeat; it is frequently
associated with sexual abuse; it is reported and recorded much
less frequently and quite often it is tolerated by law and custom.

Given the varying extent to which violence against women is
recognized, condemned, and reported, it is difficult to make cross-
country comparisons. The following figures are presented only as
approximations for countries at different levels of development.

143ee more detailed information in chapters I and VI.
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According to 1993 statistics for Canada, half of Canadian women
over 16 years of age were victims of physical or sexual assault as
defined by the Criminal Code, and their partners were the most
likely assailants (88). Demographic and Health Surveys in
Colombia in 1995 showed that approximately one of every five
women 15 to 49 years of age had been assaulted by their partners.
In Nicaragua, according to 1998 data, 21% of women in the same
age group were at some time the victims of serious assault by their
partners. Other population studies of women aged 15 to 49 in
Santiago, Chile (1997), and Metropolitan Lima (middle and low
income, 1997) found that 23% and 31% of women, respectively,
had been assaulted by their partners in the past 12 months (89).

It bears repeating that, even with divergent manifestations
according to sex, the unequal balance of power between men and
women and the social demands associated with the exercise of
power (within and across genders) have clearly negative impacts
on the survival as well as the physical, psychological, and social
welfare of both women and men.

Other problems. Cardiovascular diseases, generally regarded
as“masculine;” constitute a primary cause of death throughout the
Region among women as well, especially after the age of 50.
Although ischemic heart disease tends to be more frequent among
men, this is not the case for hypertensive heart disease or stroke.
These two groups of causes result in higher rates of female than
male mortality in some age groups (especially after age 80) and in
some countries of the Region. In Mexico (1997), for example, fe-
male fatalities from hypertensive disease surpassed the rates for
males starting at age 35. Canada (1997), Colombia (1996), and
Costa Rica (1995) registered more female than male fatalities from
stroke in the 35- to 49-year age group, which also held true for the
20- to 34-year age group in the first two countries. Even though
heart disease is the principal cause of death among women in most
countries of the Americas, the attention remains focused on men
and the risk to women is underestimated. This bias is reflected in
substantial sex-related differences in the quality of care provided
for these causes (90) and, in turn, the differences are associated
with the likelihood of surviving an acute episode.

Malnutrition is the most widespread and debilitating health
problem among women in developing countries. Even though it
affects both sexes, biological factors put women more at risk for
nutritional deficiency, particularly for iron. Women need more
iron than men because of menstruation, pregnancy, and breast-
feeding. This greater biological need translates into deficiency
not only because of circumstances of poverty that prevent them
from obtaining appropriate food, but also because of inequitable
food distribution in the home, which often favors the male
“provider” (91). The incidence of anemia among pregnant
women in Latin America and the Caribbean ranges from 13% in
Chile to 53% in Peru (92).

Diabetes is one of the 10 greatest causes of death in all countries
of the Region, tending to affect women more frequently, especially
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after the age of 50. The differential is especially high in Cuba
(1997), where female mortality from diabetes is nearly double that
of men after 65 years of age.

There is a clear male predominance in mortality from cirrhosis
of the liver, especially in the 20- to 34-year and 35- to 49-year age
groups. Alcohol consumption is a risk behavior associated with
this disease and, as in the case of tobacco, has traditionally
occurred more frequently among men than women. Mexican
males registered a mortality rate from cirrhosis (1997) 6.3 times
higher than females in the 35- to 49-year age group. The corre-
sponding multipliers in Brazil and Argentina were 5.0 and 5.8.
The United States and Cuba displayed a narrower gap between
the sexes, posting male rates that were respectively 2.5 and 3.2
times those of females.

Mental health problems also affect women and men differen-
tially. Women are two to three times more likely than men to ex-
perience depression, for example. The number of years lost (in
thousands) from depression-related death and disability in Latin
America and the Caribbean (2000) was estimated at 1,815 in
men and 3,423 in women. Men, on the other hand, exhibited a
higher incidence of dependency on substances such as alcohol
and drugs. The figure for years lost due to alcohol consumption
was 11 times higher for men than for women (4,321 compared to
389); male loss of years due to drug consumption was nearly
double that of females (881 compared to 472) (85).

Gender, Equity, and Access to Adequate Care: Needs-
Based Health Care

Although socioeconomic factors are recognized as the principal
determinants of inequity in health, ready access to services based
on need is central to the elimination of barriers to health protec-
tion, disease prevention, and improved quality of life for those who
are already ill. Access to proper health care is especially crucial for
women, largely due to their reproductive function, which calls for
systematic care throughout the reproductive cycle. Gender equity
in access to health care does not mean that men and women
receive an equal share of resources and services; rather, it means
that resources are differentially allocated and tailored to the special
needs of each sex and each socioeconomic group.

Women generally utilize health services more frequently than
men. This tendency stems not only from women'’s acquired and
more favorable attitude towards seeking care, but also, and more
fundamentally, their greater need for health services, especially
preventive care.

Use of Services for lIness or Injury

The extent and trend of sex differences in the use of health
services varies according to socioeconomic level, age, and type of
service. An examination of socioeconomic level in connection
with services provided for declared illness or injury, for example,
shows that in some countries and in low-income groups, use has
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generally appeared to be lower for men than for women, in both
the public and private sectors (Figure 11). When age is considered,
the largest sex difference in the use of services occurs during the
reproductive years and skews in favor of females, in contrast with
the figures for childhood, when the ratio is inverted in favor of
males (93). An analysis of types of service indicates that women
tend to use preventive services more, while men more often rely
on emergency services, and differences by sex vary for hospital
services. Information on the utilization of health services tailored
to the special needs of each sex suffers from limited access and
poor organization. The only available data pertain to reproductive
health services for women and cover family planning, prenatal
check-ups, and delivery care.

Use of Services for Reproductive Health

Control of fertility. By the late 20th century, the right to con-
trol one’s fertility through modern contraceptive methods was
being exercised by 57% of women in Latin America and the
Caribbean and 68% of women in the United States. These aver-
ages, however, mask profound inequalities between and within
countries in terms of access to such technologies. The prevalence
of contraceptives ranges from 74% to 13% from one country to
another. Canada, Brazil, and Cuba rank at the high end, with 74%,
71%, and 68%, respectively, while Bolivia and Haiti occupy the
low end, with 17% and 13%, respectively (80, p. 69). At the sub-
national level, contraceptive use showed a positive correlation
with women’s socioeconomic status. In Guatemala (1998), for ex-
ample,among women with high school and higher education lev-
els, 54% live with a partner and use modern contraceptive meth-
ods; that figure falls to 16% among women with no education.
According to the 1995 Demographic and Health Survey in
Guatemala, the corresponding figures for mestizo and indige-
nous women were 41.3% and 8.4%; and for urban versus rural
residents, 43% and 21%, respectively.

In light of the fact that not every woman of reproductive age
needs or wants to use contraceptives, there has been increasing
use of the index of unmet need for family planning, which adjusts
for non-use in that regard. Analysis of this indicator in nine
countries of the Region revealed that the percentage of women
with unmet family planning needs varied from a low of 7.3% in
Brazil (1996) to a high of 44.5% in Haiti (1999), and countries
such as Guatemala and Bolivia registered around 25%. As for in-
ternal differences, less-educated females (Figure 12) and adoles-
cents living in rural areas exhibited the highest levels of unmet
demand. The situation of adolescents should be emphasized, as
women in this group experience greater cultural restriction of
their reproductive rights.

The population’s access to services can be traced by using an
indicator of professional delivery care. The socioeconomic differ-
entials associated with this indicator were addressed earlier in
this chapter, so it will suffice here to emphasize that even in the

year 2000, one out of every five births in Latin America and the
Caribbean was not attended by trained personnel. This figure
conceals extreme deficiencies in health care services, as exempli-
fied by Haiti and Guatemala, where 8 out of 10 and 6.5 out of 10
females, respectively, were unable to exercise their right to safe
delivery care (80, p. 72).

Gender, Equity, and Health Care Financing: Payment
According to Means

Equity in health care financing will require that both women
and men contribute according to their financial means rather
than their needs. This would imply in particular that reproduc-
tive costs be distributed across the society as a whole rather than
fall exclusively on women.

In the case of women, the principle of equity is doubly com-
plicated when there is no system of shared financing. In view
of the special needs imposed by their reproductive function,
women spend more on health services. In the United States,
women of reproductive age pay 68% more out-of-pocket than
men (94); in Chile, a private health insurance premium during
the reproductive years is 2.5 times higher for women than for
men (95); in Brazil, the Dominican Republic, Paraguay, and
Peru, household survey data indicated that out-of-pocket
expenditures on health are 16% to 40% higher for women than
for men (Figure 13). This inequity becomes proportionally
more acute if we consider the lower financial means of women
asagroup.

Women are disproportionately represented among the poor.
This situation is rooted in the division of labor according to gen-
der, with the following implications:

+ Less access to paid employment: because of the domestic
responsibilities that society assigns to women, over 50% of
women in Latin America and the Caribbean (96, pp.
231-234) are still excluded from the paid job market. They
work without pay in the home, which makes them financially
dependent in terms of both income and insurance plans.

+ Higher unemployment: except in El Salvador, Honduras,
Mexico, and Nicaragua, unemployment is higher among
women than among men. In the Dominican Republic, for
example, the rate of urban unemployment is 10.9% for men
and 26.0% for women (96, pp. 265—268).

+ Lower remuneration: women are less well remunerated
than men, not only because they are paid less for the same
work, but also because they are concentrated in lower-paying
jobs. Women's job income as a percentage of men's income
ranges from 57% in Mexico (1998) to 79% in Colombia
(1997) (96, pp. 249-250).0n average, women's earnings are
71% of men’s earnings for the Region as a whole (97).

+ Fewer short-term social benefits: in an attempt to coordi-
nate domestic and job responsibilities, more women than
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men work part-time or in the informal sector. Neither of
these types of work is covered by social security or health
insurance plans. The percentage of women who worked
part-time was twice that of men. Examples of the percent-
ages for men and women include: in Argentina, 20 and 44,
in Venezuela, 12 and 33; and in Bolivia, 17 and 41 (98).
Women's participation in low-productivity sectors ranked
higher in all 18 countries examined (96, pp. 255-258). In
Bolivia (1997), where the informal sector accounts for a
high proportion of jobs (65.5%), men had 38.0% of the
jobs, while women held nearly double that figure, or 75.2%.

+ Fewer long-term social benefits: due to pregnancy and
child-rearing, and also because they are culturally desig-
nated as the primary caregivers for the elderly and the
chronically ill, women experience greater job discontinuity,
afact that limits their access to insurance and health care in
the long term.

Given the way in which work and power over resources are dis-
tributed socially according to sex, employment-related public and
private insurance plans put women at a systematic disadvantage
for accessing health care in their own right, as citizens rather
than dependents.

The information presented in this section reveals preventable in-
equalities between women and men which are attributable less to
biological differences of sex than to risks and opportunities
associated with social constructs of gender. It is also worth noting
that women's greater longevity or more extensive use of health serv-
ices cannot be taken as an indication of better health or privileged
access to health care. There is a need for proper analysis of gender
differences in needs, access, and control over the appropriate re-
sources to meet those needs. Such analysis is a prerequisite for un-
derstanding the health situation and achieving universal equity.
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TABLE 1. Internet users, by region of the world, 2001. TABLE 3. Internet servers, selected countries of Latin
Users  Percentage America and the Caribbean, 2001.
Internet  per 1,000 of total Total number Number of
Region users  population world users of Internet servers
United States and Canada 180,680,000  57.9 35.2 servers per 1,000
Europe 154,630,000 26 30.1 Country (top-level domains) population
Asia/Pacific 143,990,000 45 28.1 Uruguay 25,385 7.7
Latin America and Mexico 404,873 43
the Caribbean 24,817,000 4.7 4.8 Argentina 142,470 40
Middle East 4,650,000 1.6 0.9 Trinidad and Tobago 4,852 3.7
Africa 4,150,000 0.6 0.8 Brazil 446,444 2.7
Total 512,917,200 100.0 Chile 40,190 2.6
Source: Internet trends and statistics. [Web site.] NUA Internet Surveys. Costa Rica 1411 2.2
Available at; http://www.nua.com/surveys. Accessed August 2001 Colombia 40,565 10
Dominican Republic 6,754 0.8
TABLE 2. Internet users, Latin America and the Caribbean, Venezuela 14,281 06
irca 2000 Panama 1,235 0.4
circa 09, Peru 9,230 0.4
Internet Percentage Paraguay 1,660 0.3
Country or territory users of population Ecuador 1,922 0.2
Chile 1,750,000 11.4 Guatemala 1,772 0.2
Uruguay 370,000 11.0 Nicaragua 1,028 0.2
A'rge_zntma 3,880,000 103 Source: Hahn S. Case studies on development of the Internet in Latin
Vlrgln Islands 12,000 9.8 America and the Caribbean. Washington, DC: Organization of American
Antigua and Barbuda 5,000 75 States: 2001,
Brazil 11,940,000 6.9 '
Belize 15,000 6.1
Costa Rica 250,000 6.1
Puerto Rico 200,000 5.1
gaint iéitts and Nevis ‘21,288 i-é TABLE 4. Science and technology investment, in absolute
renada , . ; ;
Bahamas 13100 hes values, selected countries of the Region, 1997.
Venezuela 950,000 39 Investment as a Investment
Aruba 4,000 3.8 percentage in millions
l\/lexéc?j i Toh 3,42g,g88 2431 Country of GDP of US$
Trinidad and Tobago 42, . -
Saint Vincent and%he Grenadines 3,500 3.0 United States 2.5 196,540
Dominica 2,000 28 Canada 159 11,059
Suriname 11,700 28 Cuba 1.33 193
Jamaica 60,000 23 Brazil 1.24 9,187
Barbados 6,000 2.2 Panama 0.92 80
Colombia 878,000 20 Peru 0.67 424
Saint Lucia 3,000 1.9 Colombia 0.65 604
Panama 45,000 16 Argentina 0.50 1,466
Peru 400,000 L5 Mexico 042 1,690
Ecua_d(_)r 180,000 1.4 Uruguay 0.42 50
Martinique 5,000 13
French Guiana 2,000 11 El Salvador 0.30 3
Bolivia 78,000 0.9 Source: Red de Indicadores de Ciencia y Tecnologia Iberoamericana/
Netherlands Antilles 2,000 0.9 Interamericana (RICYT). [Web site.] Available at: http://www.ricyt.edu.ar.
Guadeloupe 4,000 0.9 Accessed in 2001.
El Salvador 40,000 0.6
Honduras 40,000 0.6
Guatemala 65,000 0.6
Cuba 60,000 0.5
Nicaragua 20,000 04
Paraguay 20,000 0.4
Guyana 3,000 0.3
Dominican Republic 25,000 0.3
Haiti 6,000 0.1

Source: Internet trends and statistics. [Web site.] NUA Internet Surveys.
Available at: http://www.nua.com/surveys. Accessed August 2001.
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TABLE 5. Turnover of ministers of health, selected coun-
tries of the Region, 1983-1997.

Average

Rate of length
turnover Countries in office
High Argentina, Bolivia, Brazil, 1year and 3 months

Colombia, Grenada, Haiti,

Peru, Suriname, Venezuela
Medium Bahamas, Barbados, Belize, 2 years

Canada, Dominican Republic,

Ecuador, Guatemala, Guyana,

Honduras, Nicaragua, Panama,

Saint Vincent and the Grenadines,

Trinidad and Tobago, Uruguay
Low Antigua and Barbuda, Costa Rica, 3 and a half years

Cuba, Dominica, El Salvador,
Jamaica, Mexico, Paraguay,
Saint Lucia, United States of America

Source: Pan American Health Organization. Database of the Program on
Public Policy and Health, 2000.

TABLE 6. Percentage distribution of poor urban families by leading cause of poverty,
circa 1997.

Poverty from Poverty from Poverty from Poverty from

Country and poverty low income unemployment family size other causes
index in percentage (%) (%) (%) (%)
Argentina (Buenos Aires) 13% 42 33 21 4
Bolivia 47% 72 8 11 9
Brazil 25% 69 16 7 8
Chile 19% 58 18 11 13
Colombia (Bogoté) 30% 68 15 10 7
Ecuador 35% 70 12 10 9
Honduras 67% 74 9 11 6
Mexico 38% 83 7 8 2
Panama 25% 57 25 13 6
Paraguay (Asuncién) 34% 71 10 10 9
Uruguay 6% 67 20 9 4
Venezuela 42% 68 17 10 6

Source: Comisién Econémica para América Latina y el Caribe. La brecha de la equidad: una segunda evalua-
cién. Santiago: CEPAL; 2000.

TABLE 7. Percentage of indigent and poor rural population, selected countries of Latin
America, circa 1997.

Percentage of Percentage of rural Total poverty plus
Country/year rural indigence poverty/non-indigence indigence
Brazil, 1996 22.9 22.7 45.6
Chile, 1996 6.9 15.8 22.7
Colombia, 1997 29.3 247 54.0
Costa Rica, 1997 9.1 13.8 229
Honduras, 1997 58.6 213 79.9
Mexico, 1996 247 28.1 52.8
Panama, 1997 14.1 19.4 335
Venezuela, 1994 229 24.8 47.7

Source: Comisién Econémica para América Latina y el Caribe. La brecha de la equidad: una segunda evalua-
cién. Santiago: CEPAL; 2000.
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TABLE 8. Inequalities in primary schooling, by income level, in urban areas of selected coun-
tries of Latin America, 2000.

School-age Children who

School-age Children who children who interrupt or

children enrolled repeat two interrupt or fall fall behind

late in of the first behind in the in primary

Income primary school grades first four grades school

Country quartile (%) (%) (%) (%)
Brazil First 8 44 48 67
Fourth 1 5 5 13
Chile First 2 14 8 14
Fourth 0 4 2 2
Colombia First 8 21 23 35
Fourth 2 7 4 12
Costa Rica First 3 30 17 23
Fourth 0 3 3 4
El Salvador First 9 19 25 29
Fourth 1 5 2 3
Honduras First 10 19 18 33
Fourth 4 3 10 9
Mexico First 4 16
Fourth 0 0
Nicaragua First 9 22 24 35
Fourth 0 6 12 18
Panama First 1 12 8 12
Fourth 0 1 2 2
Paraguay First 7 17 19 23
Fourth 0 3 4 10
Uruguay First 2 15 8 13
Fourth 0 0 0 0
Venezuela First 5 16 15 25
Fourth 1 2 2 8

Source: Comisién Econémica para América Latina y el Caribe. La brecha de la equidad: una segunda evaluacion. Santiago:

CEPAL,; 2000.

TABLE 9. Percentage of homes with drinking-water con-
nection and per capita income, selected countries of Latin
America and the Caribbean, 1996-1999.

Income per capita

Percentage of
population with

Country Year (US$) drinking water
Nicaragua 1998 442 61
Bolivia 1999 1,094 65
Ecuador 1998 1,620 56
Paraguay 1997 1,889 44
El Salvador 1998 1,967 53
Colombia 1997 2,404 85
Peru 1997 2,675 72
Jamaica 1998 2,744 67
Panama 1997 3,169 86
Chile 1998 4,900 90
Brazil 1996 4,912 76

Source: Organizacién Panamericana de la Salud, Programa de Politicas
Publicas y Salud, Programa de Saneamiento Basico. Desigualdades en el
acceso, uso y gasto con el agua potable en América Latina y el Caribe.

Washington, DC: OPS; 2001. (Serie de Informes Técnicos 1-11).
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TABLE 10. Percentage of homes with water connection ac-
cording to first and tenth income decile and geographic
area of settlement, selected countries of Latin America
and the Caribbean, circa 1999.

Percentage of homes with household
water connection, for the lowest
and highest income decile and for
total population

First decile Tenth decile
Country Area  (lowestincome) (highestincome) Total
Bolivia Urban 82.1 98.1 90.6
Rural 14.3 415 23.0
Brazil Urban 535 97.3 89.6
Rural 2.6 32.3 19.3
Chile Urban 96.8 99.7 98.8
Rural 21.7 431 36.0
Colombia Urban 91.1 99.2 97.4
Rural 714 91.8 78.2
Rural? 29.6 41.0 31.2
Ecuador Urban 56.2 90.8 75.3
Rural 42.3 494 46.3
Rural? 11.2 26.3 18.5
El Salvador Urban 39.3 88.8 70.5
Rural 16.2 39.6 25.5
Jamaica Kingston 95.7 100.0 97.4
Urban 62.7 89.5 79.4
Rural 23.2 54.8 38.8
Nicaragua Urban 58.3 96.4 83.9
Rural 7.3 53.3 30.5
Panama Urban 84.0 100.0 95.4
Rural 55.8 92.8 79.9
Rural® 16.7 455 24.4
Indigenous 39.0 34.4 37.1
Paraguay Urban 35.0 87.7 66.9
Rural 1.8 30.6 13.3
Peru Urban 57.7 97.0 85.0
Rural 35.0 34.4 419

aRural.

aScattered rural.

PHard-to-access rural areas.

Source: Organizacién Panamericana de la Salud, Programa de Politicas
Publicas y Salud, Programa de Saneamiento Basico. Desigualdades en el
acceso, uso y gasto con el agua potable en América Latina y el Caribe.
Washington, DC: OPS; 2001. (Serie de Informes Técnicos 1-11).
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TABLE 11. Malnutrition rate in children, selected countries of Latin America and the
Caribbean, by income quintile, circa 1999.

Ratio of poorest

Poorest Second Middle Fourth Wealthiest to wealthiest

Country quintile quintile quintile quintile quintile quintile
Bolivia 39.2 29.0 22.3 11.1 6.0 6.53
Brazil 23.2 8.7 5.0 3.9 2.3 10.09
Colombia 23.7 16.7 134 77 5.9 4.02
Dominican

Republic 215 10.3 7.8 5.6 25 8.60
Guatemala 64.6 61.6 53.5 335 12.1 5.34
Haiti 455 33.0 32.3 25.2 12.8 3.56
Nicaragua 38.1 290.1 22.7 13.0 8.3 4,59
Paraguay 22.5 19.0 12,5 6.3 3.0 75
Peru 45.6 30.8 18.8 9.9 5.2 8.77

Source: Gwatkin DR, et al. Socio-economic differences in health, nutrition, and population in selected coun-
tries. Washington, DC: World Bank, HNP/Poverty Thematic Group; May 2000.

TABLE 12. Percentage of children treated for respiratory infections, by income quin-
tile, selected countries of Latin America and the Caribbean, circa 1999.

Ratio of poorest

Poorest Second Middle Fourth Wealthiest to wealthiest

Country quintile quintile quintile quintile quintile quintile
Bolivia 27.6 37.3 411 58.4 69.5 0.397
Brazil 334 474 47.6 52.6 65.1 0.513
Colombia 34.3 50.5 49.4 53.7 68.0 0.504
Dominican

Republic 38.8 49.2 52.6 46.9 60.2 0.645
Guatemala 27.6 29.7 46.3 474 733 0.377
Haiti 8.5 14.4 13.7 22.7 36.3 0.234
Nicaragua 452 56.2 62.6 67.1 739 0.612
Peru 35.8 44.6 515 56.2 56.4 0.635

Source: Gwatkin DR, et al. Socio-economic differences in health, nutrition, and population in selected coun-
tries. Washington, DC: World Bank, HNP/Poverty Thematic Group; May 2000.

TABLE 13. Percentage of complete vaccination coverage, by income quintile, in nine
selected countries of Latin America and the Caribbean, circa 1999.

Ratio of poorest

Poorest Second Middle Fourth Wealthiest to wealthiest

Country quintile quintile quintile quintile quintile quintile
Bolivia 218 24.9 21.0 334 30.6 0.712
Brazil 56.6 74.0 84.9 83.1 73.8 0.767
Colombia 53.8 66.9 68.1 70.6 74.1 0.726
Dominican

Republic 28.0 30.2 46.9 42.6 51.7 0.542
Guatemala 412 43.0 47.1 383 425 0.969
Haiti 18.8 20.1 35.3 37.9 4.1 0.426
Nicaragua 61.0 74.6 75.3 85.7 73.1 0.834
Paraguay 20.2 308 36.4 40.7 53.0 0.381
Peru 55.3 63.8 63.5 717 66.0 0.838

Source: Gwatkin DR, et al. Socio-economic differences in health, nutrition, and population in selected coun-
tries. Washington, DC: World Bank, HNP/Poverty Thematic Group; May 2000.
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TABLE 14. Infant mortality rate by income quintile, selected countries of Latin America
and the Caribbean, circa 1999.

Ratio of poorest

Poorest Second Middle Fourth Wealthiest to wealthiest

Country quintile quintile quintile quintile quintile quintile
Bolivia 106.5 85.0 75.5 38.6 255 4,176
Brazil 83.2 46.7 32.9 24.7 28.6 2.909
Colombia 40.8 314 27.0 315 16.2 2519
Dominican

Republic 66.7 54.5 52.3 335 23.4 2.850
Guatemala 56.9 79.7 55.7 46.7 35.0 1.626
Haiti 93.7 93.6 85.6 81.7 743 1.261
Nicaragua 50.7 53.7 457 40.2 25.8 1.965
Paraguay 429 36.5 46.1 335 15.7 2.732
Peru 78.3 53.6 34.4 36.0 19.5 4.015

Source: Gwatkin DR, et al. Socio-economic differences in health, nutrition, and population in selected coun-
tries. Washington, DC: World Bank, HNP/Poverty Thematic Group; May 2000.

TABLE 15. Percentage of pregnant women receiving prenatal and delivery care from institutional per-
sonnel, by income quintile, selected countries of Latin America, circa 1999.

Average for  Ratio of

Income quintile total poorest to

Country Poorest Second Middle Fourth Wealthiest population  wealthiest
Bolivia

Prenatal care 38.8 57.8 70.4 88.6 95.3 65.1 0.407

Professional delivery care 19.8 44.8 67.7 87.9 97.9 56.7 0.202
Brazil

Prenatal care 67.5 87.7 934 96.9 98.1 85.6 0.688

Professional delivery care 71.6 88.7 95.7 97.7 98.6 87.7 0.726
Colombia

Prenatal care 67.5 87.7 934 96.9 98.1 85.6 0.688

Professional delivery care 60.6 85.2 92.8 98.9 98.1 84.5 0.618
Dominican Republic

Prenatal care 96.1 98.2 99.0 99.2 99.9 98.3 0.962

Professional delivery care 88.6 96.9 97.3 98.4 97.8 95.3 0.906
Guatemala

Prenatal care 34.6 411 49.3 722 90.0 52.5 0.384

Professional delivery care 9.3 16.1 311 62.8 915 34.8 0.102
Haiti

Prenatal care 443 60.0 723 83.7 91.0 67.7 0.487

Professional delivery care 24.0 373 474 60.7 78.2 46.3 0.307
Nicaragua

Prenatal care 67.0 80.9 86.9 89.0 96.0 81.5 0.698

Professional delivery care 329 58.8 79.8 86.0 92.3 64.6 0.356
Paraguay

Prenatal care 69.5 79.5 85.6 94.8 98.5 83.9 0.706

Professional delivery care 412 49.9 69.0 87.9 98.1 66.0 0.420
Peru

Prenatal care 37.3 64.8 79.1 87.7 96.0 67.3 0.389

Professional delivery care 137 48.0 75.1 90.3 96.6 56.4 0.142

Source: Gwatkin DR, et al. Socio-economic differences in health, nutrition, and population in selected countries. Washington, DC:
World Bank, HNP/Poverty Thematic Group; May 2000.
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TABLE 16. Percentage of women of reproductive age who use modern contraceptive
methods, by income quintile, selected countries of Latin America and the Caribbean,
circa 1999.

Ratio of poorest

Poorest Second Middle Fourth Wealthiest to wealthiest

Country quintile quintile quintile quintile quintile quintile
Brazil 55.8 68.9 73.6 73.8 76.8 0.727
Bolivia 71 17.2 222 322 45.6 0.156
Colombia 422 59.6 62.7 64.2 65.7 0.642
Dominican

Republic 51.2 61.7 58.2 61.5 63.7 0.804
Guatemala 54 10.1 21.4 374 57.1 0.095
Haiti 49 74 12.7 20.4 209 0.234
Nicaragua 40.2 55.5 60.3 65.4 64.2 0.626
Paraguay 20.6 25.3 34.4 443 46.1 0.447
Peru 24.0 375 45.2 48.9 50.3 0.477

Source: Gwatkin DR, et al. Socio-economic differences in health, nutrition, and population in selected coun-
tries. Washington, DC: World Bank, HNP/Poverty Thematic Group; May 2000.

TABLE 17. Distribution of the benefits (percentage) of public expenditure on health in
Ecuador, Guatemala, Jamaica, and Peru.

Poorest Second Middle Fourth Wealthiest
Country quintile quintile quintile quintile quintile
Ecuador 125 15.0 19.4 225 305
Guatemala 128 12.7 16.9 26.3 313
Jamaica 25.3 23.9 194 16.2 15.2
Peru 20.1 20.7 21.0 20.7 175

Source: Suarez-Berenguela RM. “Health systems inequalities and inequities in Latin America and the Carib-
bean: findings and policy implications.” In: Pan American Health Organization. Investment in health: social and
economic returns. Washington, DC: PAHO; 2001:135. (Scientific and Technical Publication 582).
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TABLE 18. Estimated indigenous population of the

Americas.
Countries according to Indigenous population
percentage of Percentage of
indigenous total
population Country Thousands  population
Group 1 Bolivia 5,652 71
Over 40% Guatemala 7,129 66
Peru 11,655 47
Ecuador 5,235 43
Group 2 Belize 44 19
5%—-20% Honduras 922 15
Mexico 13,416 14
Chile 1,186 8
El Salvador 422 7
Guyana 51 6
Panama 132 6
Suriname 25 6
Nicaragua 240 5
Group 3 French Guiana 4 4
1%—4% Paraguay 157 3
Colombia 816 2
Venezuela 465 2
Jamaica 51 2
Puerto Rico 72 2
Trinidad and Tobago 26 2
Dominican Republic 54 2
Canada? 35 1
Costa Rica 38 1
Guadeloupe 3 1
Barbados 3 1
Bahamas 3 1
Martinique 1 1
Argentina 361 1
Group 4 United States? 2,475 0.9
Lessthan 1% Uruguay 1 0.016
Brazil 332 0.20

apan American Health Organization. Health in the Americas. 1998 edition.
Washington, DC: PAHO; 1998. (Scientific Publication 569).

bUnited States Census Bureau [Web site].

Source: Meentzen A. Estrategias de desarrollo culturalmente adecuadas
para mujeres indigenas. Washington, DC: Banco Interamericano de Desa-
rrollo; 2000. (Documento 11/00, IND, S).
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TABLE 19. Estimates of black and mestizo populations, by country, Region of the

Americas, 1970-2000.

Black plus
Black Mestizo mestizo

Country Year (%) (%) Population population
Antigua and Barbuda 1970 81.4 8.6 67,000 60,300
Argentina 36,125,000 a
Bahamas 300,000
Barbados 1980 91.9 2.6 268,000 253,260
Belize 1991 6.6 437 230,000 115,690
Bolivia 7,957,000 a
Brazil 1995 49 40.1 166,296,000 74,833,200
Canada 1996 1.50 28,528,125 442,605°
Chile 14,822,000 a
Colombia 1991 5.0 71.0 40,804,000 31,011,040
Costa Rica 3,840,00 a
Cuba 1981 12.0 21.8 11,116,000 3,757,208
Dominica 1981 91.2 6.0 71,000 69,012
Dominican Republic 1991 11.0 73.0 8,232,000 6,914,880
Ecuador 12,175,000 a
El Salvador 6,031,000 a
Grenada 1980 82.2 13.3 93,000 88,815
Guadeloupe 443,000
Guatemala 10,802,000 a
Guyana 1980 305 11.0 856,000 355,240
Haiti 1999 95.0 8,056,000 7,653,200
Honduras 6,148,000 a
Jamaica 1970 90.9 5.8 2,539,000 2,455,213
Mexico 95,830,000 a
Netherlands Antilles 213,000
Nicaragua 4,807,000 a
Panama 2,767,000 a
Paraguay 5,223,000 a
Peru 24,801,000 a
Saint Kitts and Nevis 1980 94.3 3.3 41,000 40,016
Saint Lucia 1980 86.8 9.3 148,000 142,228
Saint Vincent and

the Grenadines 1980 82.0 13.9 115,000 110,285
Suriname 15.0 416,000 62,400
Trinidad and Tobago 1980 40.8 16.3 1,284,000 733,164
United States 2000 12.9¢ 281,400,000 36,300,000
Uruguay 3d 3,289,000 96,0004
Venezuela 1991 10.0 65.0 23,242,000 17,431,500
Total 812,664,125 200,260,756

aCensus does not collect information on racial origin (African).

bData are from the 1996 Canadian census. African-descendent and Caribbean origin populations were grou-

ped together.

°The United States percentage refers to African descendents and includes black and mestizo.

dThe estimates for Uruguay are from the Organization of Afro-Americans, and the percentage includes all

African descendents.

Source: Hopenhayn M, Bello A. Discriminacion étnico-racial y xenofobia en América Latina y el Caribe.
Santiago: Comisién Econdmica para América Latina y el Caribe; 2001.
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TABLE 20. Percentage of general and indigenous popula-
tions living below the poverty line.

General population Indigenous population
Country (%) (%)
Bolivia? 52.5 64.3
Guatemala 65.6 86.6
Mexico 22.6 80.6
Peru 53.0 79.0
Paraguay® 205 36.8

aUrban population only.

bThe non-bilingual Guarani-speaking population was considered indigenous.

Sources: For Mexico and Peru: Quezada Ch. Invisible citizens.
Washington, DC: Inter-American Development Bank; 2001. For other coun-
tries: Hopenhayn M, Bello A. Discriminacion étnico-racial y xenofobia en
América Latina y el Caribe. Santiago: Comisién Econoémica para América
Latina y el Caribe; 2001.

TABLE 21. Distribution (percentage) of ethnic groups by income quintile, Brazil, 1996.

Quintile 1 Quintile 5
Ethnic group poorest Quintile 2 Quintile 3 Quintile 4 wealthiest
Indigenous 27.88 34.63 12.78 16.88 7.82
Black 22.97 2391 22.35 19.22 11.54
Mulatto 29.53 25.05 19.41 16.08 9.95
White 13.37 17.34 18.35 23.18 21.77
Asian 8.10 8.38 10.72 14.92 57.88

Source: Torres C. Una mirada desde la perspectiva de la etnicidad. Washington, DC: Organizacién Panameri-
cana de la Salud; 2001. Based on data from the National Household Sample Survey (Pesquisa Nacional por
Amostra de Domicilios—PNAD), 1996.

TABLE 22. Per capita income by ethnic group, United
States, 1999.

Ethnic group Per capita income in US$
African-American 14,397

Hispanic 11,621

Asian and Pacific Islander 21,134
Indigenous and native Alaskan Not available
White 24,109

Source: US Department of Health and Human Services. Mental health:
culture, race, and ethnicity. Washington, DC: USDHHS; 2001.



I1. MACRODETERMINANTS OF HEALTH IN SUSTAINABLE HUMAN DEVELOPMENT

TABLE 23. Schooling, wages, and potential educational benefit to the indigenous population
and the population of African-descent, selected Latin American countries.

Benefits in GDP

Difference Average wage ratio Benefits if if attain same
Indigenous or in years of African current education level
of African-descent  of schooling, descendents and education level as rest of
population compared to  indigenous populations  were utilized population
Country (%) rest of population  to rest of population (%) (%)
Bolivia 49.32 —4.4 years 0.49 17.12 19.56
Brazil 43.94 —-2.1years 0.50 4.85 7.98
Guatemala 44,70 —2.8 years 0.53 4.59 9.04
Peru 17.82 -3.3 years 0.58 1.76 2.45

Source: Zoninsein J. El caso econémico para combatir la exclusion racial y étnica en América Latina y el Caribe. Wash-
ington, DC: Banco Interamericano de Desarrollo; 2002.

TABLE 24. Distribution (percentage) of sources of drinking water by ethnicity, Brazil,
1996.

No household connection With household connection
Other Well or General Other Well or General
Population sources spring system sources spring system
Indigenous 15.64 42.02 1.88 0.00 6.56 33.80
Black 5.99 8.31 5.85 0.13 6.28 73.29
Mulatto 10.99 13.19 7.26 0.09 7.66 60.61
White 2.47 4.46 1.88 0.12 11.01 79.92

Source: Torres C. Una mirada desde la perspectiva de la etnicidad. Washington, DC: Organizacién Panameri-
cana de la Salud; 2001. Based on data from the National Household Sample Survey (Pesquisa Nacional por
Amostra de Domicilios—PNAD), 1996.
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FIGURE 1. Human development index, selected countries of the Americas, 2000.
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Source: United Nations Development Programme, Human Development Report 2000. New York: Oxford
University Press; 2000.
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FIGURE 2. Difference in variation of the human development index and the infant
mortality rate, selected countries of the Americas, 2000.
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FIGURE 3. Infant mortality rate and GDP per capita (PPP in
1999 US$), 22 countries of Latin America and the
Caribbean, 1995 and 1999.
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Source: Organizacién Panamericana de la Salud, Programa Especial de
Andlisis de Salud. Iniciativa de datos basicos de salud. Washington, DC:
OPS; 2001.
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FIGURE 4. Percentage of the population with drinking-
water service, by per capita GDP, 11 countries of Latin
America and the Caribbean, circa 1999.
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FIGURE 5. Infant mortality by years of schooling of the mother and by race, Brazil, 1990.

120 1

4,000

Per capita GDP (US$)

100 1

80

60 -

Infant mortality

40

20

None 1t03 4t07 8 or more

Years of schooling of the mother

M Black B Mulatto Dark White

Source: Casas JA. Disparidades de salud en América Latina y el Caribe: el rol de los factores derterminantes
sociales y econémicos. Washington, DC: Organizacién Panamericana de la Salud; 2000.
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Source: Organizacion Panamericana de la Salud, Programa de Politicas
Publicas y Salud, Programa de Saneamiento Basico. Desigualdades en el
acceso, uso y gasto con el agua potable en América Latina y el Caribe.
Washington, DC: OPS; 2001. (Serie de Informes Técnicos 1-11).
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FIGURE 6. Risk of dying (per 1,000) between ages 15 and 59, by

sex, country, and socioeconomic level (circa 1996).
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FIGURE 7. Ratio of poor/non-poor for risk of dying for men and women (per 1,000)
between ages 15 and 59 years.
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Source: World Health Organization. The world health report 1999: making a difference. Geneva: WHO; 1999.
Statistical annex, table 7.

128



I1. MACRODETERMINANTS OF HEALTH IN SUSTAINABLE HUMAN DEVELOPMENT

FIGURE 8. Ratio between maternal mortality and infant mortality rates in selected
countries of the Americas and maternal mortality and infant mortality rates in

CostaRica.?
Haiti
Nicaragua
Bolivia
Honduras
Suriname
Ecuador
Guyana
Jamaica
Guatemala
El Salvador
Peru
Paraguay
Dominican Republic
Belize
Panama
Venezuela
Colombia
Brazil
Trinidad and Tobago
Mexico
Chile
Uruguay
Argentina
Cuba
T T T T T T
0 5 10 20 25 30 35
M Infant mortality M Maternal mortality |

aCountries in ascending order of per capita GNP, adjusted for parity of purchasing power (PPP), in 1998. No data available for
Cuba's GNP.

Source: Based on rates reported in: Organizacion Panamericana de la Salud, Special Program for Health Analysis. Basic
Indicators 2000. Washington, DC: PAHO; 2000.

FIGURE 9. Registered mortality rates for women aged 50 to 64 (per 100,000) from breast,
uterine, and lung cancer, selected countries of the Americas, circa 1997 (countries in
ascending order of per capita GNP, PPP, in 1998).2
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@No GNP data available for Cuba.
Source: Pan American Health Organization, Technical Information System. Mortality database. (Rates for fewer than
10 deaths are not included.)
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FIGURE 10. Age-standardized rates for homicide, legal intervention, and operations of war for
women and men in Mexico, the United States, and border municipalities, 1995-1997.
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FIGURE 11. Use of health services for illness or accident,
by sex, six countries of Latin America and the Caribbean
(1997-2000).2
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aDifferences between the sexes are comparable among countries, but
differences in use of services are not, because surveys did not use the
same question nor the same period of reference, which varies from 15 days
in Brazil; one month in Colombia, Ecuador, Jamaica, and Peru; and three
months in Chile.

Source: Data from household surveys processed by the Pan American
Health Organization in "Hoja resumen sobre desigualdad en salud" for Chile
(2000), Colombia (2001), Jamaica (2001), Peru (2002), Ecuador (2002).
Washington, DC: PAHO; 2000 and 2001; Travassos C, et al. Utilizagcdo dos
servigos de satide no Brasil: genero, caracteristicas familiares e condicao
social. Washington, DC: Pan American Health Organization; 2001.
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FIGURE 12. Percentage of unmet family planning needs, by education level of the
woman, selected countries in the Americas, 1994-1999.2

Haiti, 1994

Nicaragua, 1997

Bolivia, 1998

Guatemala, 1999

Peru, 1996

Dom. Republic, 1996

Colombia, 1995

Brazil, 1996

0 5 10 15 20 25 30 35 40 45

Percentage

No education ~ B Primary B Secondary or more

Countries in ascending order of GNP per capita (PPP) in 1998.
Source: Demographic and Health Surveys, available at www.measuredhs.com.

FIGURE 13. Out-of-pocket health expenditures for men and
women, selected countries of Latin America and the
Caribbean (in USS$).
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[11. HEALTH SYSTEM
REFORMS

The challenge of achieving the goal of health for all will require the unflagging commitment
of governments, the allocation of required resources, and the reform and restructuring
of health systems in order to obtain maximum equity, efficiency, and effectiveness.

CONTEXT

Americas are operating at the start of the 21st century is
characterized by a steady rise in life expectancy, a decline
in mortality and birth rates, and major migratory movements.
Latin American and Caribbean countries are undergoing an epi-
demiological transition in which diseases characteristic of devel-
oped countries exist side by side with others that are typical of
underdeveloped countries and in which emerging diseases, such
as AIDS, and reemerging ones, such as tuberculosis, are gaining
ground. Violence, too, is a daily occurrence in this scenario, as are
accidents and morbidity and mortality due to mental disorders
and addictions (drugs, alcohol, tobacco). In spite of the gains that
have been made, the Region continues to experience major short-
comings in drinking water supply and basic sanitation systems.
The Region's economic context is characterized by positive
trends in macroeconomic variables that exist alongside worsening
conditions for the least well-off population groups. On the one
hand, the gross domestic product is rising in the Region, and a
price stabilization that was unknown just a decade ago is in evi-
dence; trade is being liberalized and subregional associations are
being formed; tax and financial reform processes are accelerating;
state-run enterprises are being privatized; and labor and social
security reforms are being carried out. On the other hand, the num-
ber of poor people is on the rise, as is the urbanization of poverty,
and there is an increasing concentration of wealth, with rising
unemployment rates and an increase in informal employment.

The demographic context in which health systems in the
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Dr. Héctor Acufia,
Health Conditions in the Americas, 19771980

These negative trends pose new challenges for public policies,
particularly those that seek to extend social protection for health.
On the political front, societies are being democratized, at least
in formal respects. With one exception, every government in the
Region can be said to have been democratically elected. This de-
mocratization has occurred within the framework of State
reform and transformation. The view that the State can do every-
thing and own everything is being set aside and, to a greater or
lesser extent, almost every country is witnessing the privatization
of state-run enterprises. At the same time, the State is trying to
discharge its untransferable functions as the guarantor of citizen
rights, promoter of social cohesiveness, and coordinator of col-
lective solidarity. To this end, the State is seeking to strengthen its
regulatory powers, which means it must undergo an intensive
modernization process that demands a change of culture.

In keeping with the above, public administration also is being
reassessed. A more democratic approach to public policy making
provides opportunities for the involvement of civil society in
defining and furthering public interests. Public administration
is no longer seen as exclusive to the State bureaucracy, but as
belonging to all of society, even if public authorities continue to
govern and regulate.

In the health sector, public administration not only means the
direct provision of services. Above all, it entails guaranteeing the
resolution of the population’s health problems, by its own means
or in ways that ensure the broad-based right to health. In discus-
sions about health systems, more than the public establishments
and networks are included; increasingly, all health care providers,
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regardless of their legal or economic status, are becoming part of
the debate.

Technological change is another key element in the context
analysis, and one of the most notable changes has been the
explosion of information technologies. Rapid access to these
technologies and the opportunity that they afford for anticipating
problems and developing innovative solutions lend them great
potential. By and large, the speed and global nature of overall and
sector-specific changes are forcing the health systems to find new
ways to relate to their environment and to search for alternative
modes of organization and management so they can respond sat-
isfactorily to the population’s demands.

The Regional Initiative for Following-up and
Assessing Reforms

By the early 1990s, almost all Latin American and Caribbean
countries had begun or were considering starting to reform their
health sectors (1). What exactly is “health sector reform” has been
and continues to be debated (2, 3). According to the mandate is-
sued by the First Summit of the Americas, PAHO, along with the
Region's governments and other international bodies and agen-
cies, is charged with following up and assessing health sector re-
forms. In 1995, an international meeting convened for this pur-
pose (4) developed a definition of reform that has been widely
used since then (5).! In 1997, the United States Agency for
International Development (USAID) and PAHO launched the
“Health Sector Reform Initiative” By mid-2001, the initiative had
raised US$ 10.2 million to support sector reform, with a view to-
wards promoting equitable access to quality health services in 13
of the Region’s countries. The follow-up and assessment of health
sector reforms pose conceptual and methodological problems
that are far from being resolved (6). In 1998, PAHO's Health
Systems and Services Development Division disseminated the
methodological guidelines for preparing profiles of health service
systems in the Region’s countries (7). These guidelines were de-
signed to facilitate their use by national and subnational groups,
as well as to be able to make comparisons between countries. The
guidelines help fill out the three analytical categories: the political,
economic, and social context; general organization, resources, and
functions; and the follow-up and assessment of reforms.

The following is an analysis of the status of and trends in re-
forms at the end of the 1990s. It was based, among other sources,
on information contained in the third section of the 25 profiles
completed between August 1998 and November 2000. With regard
to the countries of Latin America and the Caribbean, the follow-

Health sector reform has been defined as “a process for introducing substantive
changes in the health sector’s entities and functions, in order to obtain more eq-
uitable benefits, more efficient management, and more effective actions, and to
satisfy the health needs of the population. It is an intense transformation of the
health systems, conducted over a given period of time and based on situations
that warrant reform and make it viable”
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ing analysis has been validated by two external review institutions
and presented at two subregional forums of health ministers.

Reforms in Canada and the United States

In Canada, reforms have aimed at striking a balance between
actions that influence health determinants outside of the sector
and actions that target the health system itself. With regard to
the health system, the general objective has been to streamline
functions and responsibilities: the federal government sets over-
all policy, establishes rules, and conducts audits; provincial gov-
ernments carry out oversight; and local governments provide
infrastructure and deliver services. Canada has emphasized
approaches that focus less on hospital care and physicians;
rather, they promote noninstitutional care, a broader diversity of
multidisciplinary health service providers, and greater dependence
on other forms of community care, including health promotion
and disease prevention. Although it has been acknowledged that
resources must be reassigned to community care, institutional
inertia and fiscal pressures are hampering this change.

The United States has not carried out a reform of its health
sector, despite proposals submitted in this regard. Two key issues
that have prompted discussions of health sector reform are the
high number of uninsured persons and the mounting costs of
health care; in other words, the country faces the same problems
it faced in 1992. The increase in spending has slowed somewhat,
but the United States still spends more on health care per capita
than any other industrialized nation, and its population does not
enjoy better health. In the 1990s high-level discussions were held
on financing and service delivery. In 1993, the Clinton adminis-
tration submitted to Congress a proposal to reform the health
care system—called the “Health Security Act"—which was never
passed. Congress has, however, passed several laws concerning
insurance and health budgets; they are described in the section
on legislation and reforms.

Reforms in Latin America and the Caribbean

In most Latin American and Caribbean countries, health sec-
tor reforms have been and continue to be part of overall State re-
form, or reforms of the Political Constitution, or of State mod-
ernization processes. At times, they bear their own names, such
as “New Federalism” in Mexico or “Process of State Refinement”
in Cuba. There are cases, such as Brazil's, in which the reform was
not part of a State transformation, but instead emerged from a
prior, more comprehensive debate about reworking the health
care system (8). In several countries the reform was isolated
within a national health plan, or else was a silent reform, or was
not called reform because it consisted solely of pilot initiatives.
Comprehensive reform commissions or specific units for reform
have often been created under the Office of President of the
Republic, or a preexisting national health council, or a commission
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for State modernization, or an executive committee for reform
of public administration, or an interministerial committee on
administrative reform.

In many cases, ministries of health have been in charge of the
initial design of the reform. In others, experienced international
consultants have been sought; in still others, unions or medical
associations were involved, or a wide-ranging consultation with
society was held, or all three. In some countries, international
technical and financial aid agencies played a major role in this
phase. In particular, the Inter-American Development Bank? (9)
and the World Bank (10) have been actively involved in financing
health sector reforms since the late 1980s, and all indications are
that they continue to do so.

In several countries, congressional bodies have been the pre-
ferred forums for negotiating reform. In others, that role has been
or is being discharged by national commissions or a wide range
of groups that support reform. In almost all cases, a phase of
negotiations within the government and another phase of nego-
tiations between the government and the various political and
social actors can be identified. At the start of or during this phase,
national authorities publish documents spelling out problems,
objectives, strategies, and all or some of the suggested reforms. At
this point the public debate broadens.

Often, governments have tried, with varying success, to
develop a consensus on reform objectives, strategies, and pacing
with the various political and social actors. Some countries have
institutionalized national councils, advisory commissions, or
periodic national forums as venues for the discussion of priority
problems and strategic options. On occasion, even if there has
been no specific forum for discussion, the consultations have
been part of the consensus-building process. The idea of a“social
pact for health” with the active participation of civil society has
been championed, with little effect, by academic (11) and politi-
cal (12) circles in several countries. The population has had little
involvement in this phase and has been taken into account
mainly for the organization of specific activities. As a rule, man-
agement of the activities financed by financial aid agencies is
assigned to specific technical executive units, whose coordination
with ministries of health is not always smooth.

The implementation of reforms has tended to be slow. By late
2000, most Latin American and Caribbean countries were some-
where between the design and the initial implementation of
reforms; implementation was far along in a growing minority of
them, and a few had begun to talk about a second (or even third)
generation of health sector reforms. By and large, these processes
take several years and must often be overseen by governments of
differing political persuasions.

In some countries, reforms have been comprehensive, entailing
sweeping changes in or the replacement of basic health legislation.

2In 1998 alone 1DB approved US$ 119 million in loans for health sector reform
projects in the Dominican Republic, Jamaica, and Paraguay.

These reforms have had major intersectoral consequences, have
affected most of the sector’s functions, have substantially altered
relations between public and private actors, and have created
opportunities for the emergence of new actors. In others, reforms
have been more limited in application, such as changes in health
care services for individuals in several of a given country’s public
subsystems, in the implementation strategy chosen, or in the sector
function (for example, it has affected only the delivery of services,
with a new management model in some centers under ministries
of health or social security institutions). Debate about these
changes in the countries tends to be wide-ranging, and there is
an awareness that such experiences can have different repercus-
sions. The declared objectives, however, are always to improve the
efficiency and quality of health care, to promote equity among
regions and social groups, to extend coverage, and to shift resource
allocation. In most countries, reforms include a large decentral-
ization component as a means of achieving these objectives.

Assessments of the progress of health sector reforms have
been uneven, often impeded by the fact that assessment criteria
were not developed at the onset. Nevertheless, some countries are
conducting assessments or have already done so, and have recom-
mended changes and adaptations and, on occasion, a modification
of the processes. Others have established mechanisms for con-
ducting regular, specific, or initial assessments. Lastly, in some
countries the reforms have not been in place long, and thus it is
too early to assess results. Some countries have used the assess-
ment as a major input in redesigning the substance of reforms
and the strategies for implementing them.

Substance of the Reforms

The great majority of Latin American and Caribbean countries
have made major changes in their legal frameworks, a few have
reformed their constitutions to accommodate the changes that
reform entails, and many have promulgated new basic health
laws or significantly amended existing ones. A few countries have
neither substantially modified their legal frameworks nor do
they plan to do so. A minority say that they have included some
definition of equity in new legislation. A minority of countries
report that the legal changes promote coordination among sectors,
and a few report the opposite.

Most countries expressly guarantee, many in their constitu-
tions, their inhabitants’ right to health care, usually in a general
way and without express limitations. However, only half of them
offer information which would suggest that the population is suf-
ficiently aware of this right or that action is taken to see that it is.

Most countries are undertaking programs to expand coverage.
Almost half of these programs are based on expanding the supply
of basic primary care services to populations with the least access,
combined at times with strengthening specific top-down pro-
grams. Many countries have introduced some kind of basic benefit
package for the entire population, or at least for specific groups.
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Health ministries tend to play a leading role in this regard, and
mother and child benefits are the ones most commonly included.

Reforms seek to bolster the steering role of health ministries.
In most cases, this has meant changes in the organization of the
ministry, although only a minority of countries have reported
creating new regulatory agencies or institutions under the min-
istries. The enhancement of information systems for decision-
making is a key item on the agenda of most countries.

In most countries, functions within the public subsector have
been or are being divided up. Health ministries retain steering-role
functions that fall to the State in this area. The division of functions
has had widely varied effects on the sector, but a great many
countries have apparently tended to separate the provision of
services from other functions. Accountability mechanisms are
not being bolstered sufficiently, however, or else this is being done
exclusively in connection with financial and accounting audits.

In terms of decentralization, the intermediate level seems to be
favored (regions, provinces, departments, or states), followed by the
local level, and the health care establishments themselves. Several
countries have combined two or more levels. Decentralization be-
gins with the transfer of some managerial control over establish-
ments and programs, and the last thing to be transferred is the
management of human resources, whose hiring is still centralized
in almost all countries. Some countries have decentralized func-
tions to varying degrees inside each public institution.

One of the objectives of reform in most countries is to spur
social participation and control, and the intermediate and local
levels of government are the most common spheres of participation,
followed by the national level, and health care establishments.
The degree to which participatory bodies have been formalized
varies greatly from country to country.

Most countries are making an effort to strengthen their systems
of information about health care financing and spending. Often,
however, the systems do not yet allow information from various
sources to be included, which means that special studies must be
conducted in order to determine spending on health care, private
spending in particular. The preparation of national health care
accounts has spread, as has PAHO's WinSIG system, as a means of
enhancing efficiency in resource allocation and management.
Many countries have made changes in their financing blend, and
others are discussing them. More than half of the countries are
making changes in the distribution of public spending on health,
both in the agencies in charge of spending and in the various cat-
egories of expenditure.

Most countries are modifying their offerings of public services,
redefining care models, modifying the offerings of first-level
services, and introducing or strengthening specific programs for
vulnerable groups. Yet, only a minority seem to be strengthening
their referral and counterreferral services. Little information is
available about changes in the private sector.

Most countries are making changes in management models
and in the relations among various public sector actors. Many
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already had or have since established some way to purchase serv-
ices from and sell them to third parties, and half of the countries
are instituting management commitments or accords between
the source of financing and the providers inside the public sub-
sector. Very few have included self-management models in public
health care establishments; just two have turned over a public
service to private management, and only one has partially priva-
tized a service.

A minority of countries report that they are making changes
in the training and development of human resources in the sec-
tor as a result of reforms, and a significant number indicate that
the issue is under discussion. Moreover, all reform processes have
complemented their efforts in financing and organization with
training components. An analysis of 14 projects aimed at making
management-related changes, projects financed by multilateral
banks or aid agencies, showed that the training components cost
between US$ 345,000 and US$ 10 million, depending on the type
of project, totaling US$ 79 million between 1993 and 2000.
Estimates are that each component reached between 1,000 and
9,000 people through educational activities (13). Most of the na-
tional processes decentralized human resources management to
local bodies to varying degrees. Thus, in 16 countries that were
analyzed, the following transfers of functions to decentralized
units were confirmed: 9 countries transferred decision-making
about staff turnover and penalties; 8 now allow decentralized
decision-making about firing, and 6 have delegated decision-
making about wages and incentives.

Several studies show how reforms are affecting certain cate-
gories of health personnel. For example, a 1998 five-country
study (Argentina, Brazil, Colombia, Mexico, and the United
States), with PAHO’s financial and technical support, showed that
reforms were altering the number and makeup of personnel and
hiring arrangements, and they were creating problems for health
care services because of needed overhauls or the need to care for
additional groups of patients. For example, nurses are being forced
to do more with a smaller staff and to care for the sickest patients
with limited equipment and inputs. While these changes affect all
health care providers in one way or another, staff nurses are par-
ticularly vulnerable to the impact of reform policies because of
the number and type of services that they provide (14, 15).

In spite of how important health care personnel are in carrying
out reforms, of the 16 countries under analysis only Brazil's
health authority has specific institutions for planning human re-
sources, gathering information, and defining principles of na-
tionwide professional accreditation and certification. This re-
flects a poorly developed steering capability in this field.

The mechanisms for accrediting health care establishments
and services seem to be working only in an increasing minority
of countries; others are looking into introducing them. There are
agencies or programs to promote technical quality enhancement
in half of the countries, but only a minority report specific expe-
riences with promoting perceived quality. Lastly, only a minority
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of countries have established procedures for managing and as-
sessing health care technologies.

Assessment of Reform Results in Latin America and
the Caribbean

Assessing reform results entails determining the degree to which
they are helping to improve equity, effectiveness and quality, effi-
ciency, sustainability, and social participation and control of health
care systems and services, these being the five guiding principles
of reforms that governments of the Region identified during the
aforementioned special meeting (4). An analysis based on the
information furnished in early 2000 by nine countries® allows
some preliminary conclusions to be drawn.

In terms of equity, 17 indicators (16 quantitative and 1 quali-
tative) were selected to measure disparities in coverage, distribution,
access to services, and use of services. These indicators showed
that in almost half of the countries reforms were helping to
reduce inequalities in coverage, since at least three of the four
indicators were improving. It also was found that only in a minority
of countries were reforms helping to reduce inequalities in resource
distribution. The scant information on equitable access to services
and their use made it impossible to draw conclusions about these
two categories for the time being.

With regard to effectiveness and quality, 19 indicators (15
quantitative and 4 qualitative) of effectiveness, technical quality,
and perceived quality showed that only in a minority of countries
were reforms helping to enhance the system's overall effectiveness;
only in a tiny minority were they helping to improve technical
quality, and only a minority of countries had significantly
enhanced the quality perceived by users.

As for efficiency, the analysis of the series of 19 quantitative
and qualitative indicators of efficiency in the allocation and man-
agement of resources found that in half of the countries under
study reforms were introducing more efficient resource allocation
mechanisms; that only in a tiny minority were reforms improving
the indicators of the system’s overall efficiency; and that only in a
minority of countries had reforms contributed to a reallocation of
resources for intersectoral actions and programs for the prevention
of highly prevalent diseases.

3Although all profiles included information on the monitoring of reforms, only
nine had information on their results. Among the remaining profiles, the lack of
information was regarded as justified because of the brief time that had elapsed
since the start of reform (three years or less) in 13 of them, and as not justified
in 3 others. The analysis of an independent questionnaire directed to the focal
points for developing the profiles in the countries showed that the reasons most
commonly cited to explain the lack of information on the results of reforms are:
1) the initial proposals do not usually include mechanisms to assess the impact
of reforms or oversee their development, nor do they set specific timetables for
achieving the proposed objectives; 2) the selection of variables and indicators for
assessing results is technically complicated, and attributions of causality are dif-
ficult; 3) the information available in the countries is often incomplete, scattered,
unreliable, or out of date, and 4) the main actors (among them, the health au-
thorities) do not always show sufficient interest in assessing results.

With regard to efficiency in resource management, it was found
that in the most of the countries reforms were helping to introduce
“management commitments;”and that only in a minority of coun-
tries had they contributed to the use of standardized measures
of activity, to the improvement of basic indicators of hospital per-
formance, to the autonomous use of new sources of income by
public health care establishments, or to the preparation of budgets
of health care establishments according to activity criteria. These
findings are consistent with the fact that many reforms have prior-
itized the introduction “from above” of the “management commit-
ments”as away of enhancing efficiency in resource allocation from
public sources of financing to providers. They are also consistent
with the fact that the impact of reforms on the handling of stan-
dardized measures of activity and other tools for improving man-
agement (for example, the systematic use of basic performance
indicators, the design of budgets based on activity criteria, or the
autonomous use of new sources of income) inside establishments
(especially in hospitals) is either less obvious or lags further
behind. They are also consistent with the fears expressed by various
observers, both before (16) and now (17, 18), that intersectoral
actions with a heavy external impact and prevention programs are
of secondary importance in reform policies.

As for sustainability, the analysis of six quantitative and qual-
itative indicators of social legitimacy and financial sustainability
found that the reforms had helped to improve the disaggregated
information on health care spending, although there is no evidence
that they have helped to enhance the capacity of countries to initiate
trends; that in half of the countries they had helped to improve
the capacity to adjust revenues and expenditures in the public
subsystem and to collect from third parties with payment obliga-
tions; and that only in a minority of countries had they helped to
enhance the legitimacy of the main public health care provider
institutions and the medium-term sustainability of programs
and services. In no country had reforms enhanced the current
capacity to manage external loans or to replace them sometime
in the future.

These findings seem to be consistent with the emphasis that
most reforms place on controlling spending and recovering costs,
and they call attention to three of the main strategic weaknesses
of public providers in connection with the reforms under way:
low levels of legitimacy, a problem that has not yet been resolved:;
the precarious sustainability of programs; and the growing
dependency on external financing.

As for social participation and control, an attempt was made
to determine whether the reforms have helped to increase the
degree of social participation and control at the various levels
and for the various functions of the health services system, both
for the population at large and for certain groups. The analysis of
the available information indicated that the reforms could be
helping to expand the opportunities for social participation and
control at the various levels of the system in most countries. This
could help to mitigate some of the aforementioned factors that
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are limiting sustainability. Nevertheless, given the wide variety of
models and experiences under way (19, 20) and their complex
relationship with decentralization processes in many countries
(21, 22), the issue requires a case-by-case analysis.

Towards a New Generation of Reforms

In the 1990s, health sector reforms in Latin America and the
Caribbean focused mainly on promoting financial, structural,
and institutional changes in health systems and on spurring
adjustments in the organization and management of health care
for individuals (23). Much less attention has been devoted to
enhancing the performance of health systems and services, with
the focus on reducing inequities in health conditions and in
access to health care; to reducing social vulnerability in the area
of health; to boosting the effectiveness of health care interventions;
to promoting quality care; and to strengthening the steering
function of sector and public health authorities.

Reforms have been and are being carried out at a time when
economic, social, and cultural exclusion is deepening. Current social
welfare and social security systems cannot cope with existing and
newly emerging problems. The basic task of countries is to offer
their citizens, regardless of their ability to pay, basic, universal social
protection in the area of health that will reduce inequality in ac-
cess to necessary, effective, and quality services. At the same time,
this will help to strengthen development and social cohesiveness,
as various international organizations are stressing.

To this end, several countries are considering the introduction of
innovative mechanisms for expanding social security coverage in
health care, mechanisms that are aimed at groups that are outside
the economy’s formal sector and which do not have the tax-paying
capacity to belong to regular social security systems. The new pre-
scriptions that are being proposed rely more on the social capital of
the excluded groups and seek to rationalize financing mechanisms
and the regressive, out-of-pocket health care spending that today
represents a greater financial burden for the least well-off house-
holds and individuals. They also attempt to take advantage of com-
munity mechanisms for cooperative organization to develop re-
sponses that will complement the social protection for health that
is today being offered through social welfare and social security
efforts. In light of this, the International Labor Organization and
PAHO have signed a memorandum of understanding to promote
a regional initiative to support Member Country efforts to extend
social protection for health to excluded groups.

It also is beginning to be understood that innovations in social
protection for health are not by themselves enough, unless they
are accompanied by a reorientation of health systems and serv-
ices in accordance with health promotion and disease prevention
criteria. By and large, the poor not only tend to receive curative
services of inferior quality, but they also are the group that most
needs services reoriented in accordance with health promotion
criteria. Therefore, unless the health care model is transformed,
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major inequities in the comprehensiveness and effectiveness of
services will continue to exist. An increasing effort is being made
to see to it that changes in the health system strengthen the es-
sential public health functions under the responsibility of each
country’s health care authorities, as part of the efforts to redefine
and strengthen these authorities’ steering function, the public
health infrastructure, and the social practices for public health.
Many countries are already working to spell out the essential
functions of public health and to develop and use tools to gauge
the performance of these functions. An attempt is also being
made to see to it that these elements are used to improve the
practice of public health and to overhaul the infrastructure of
public health services.

The relationship between the essential public health functions
and the reorientation of services in accordance with health pro-
motion criteria is found to operate on two levels. First, strength-
ening the State’s capacity to perform each essential public health
function makes it easier to achieve health promotion objectives.
Thus, adequate performance in all public health fields lends
greater legitimacy to health care authorities as responsible, capa-
ble, and critical components of the health system and boosts the
system's capacity to discharge its health promotion function.
Second, defining essential public health functions and assessing
performance bolster intersectoral alliances, which are indispen-
sable for health promotion. The historic juncture at which sector
reforms find themselves at the start of the 21st century presents
a great opportunity to overcome current reform shortcomings,
which have omitted public health as a social responsibility.

In addition, the reorientation of systems and services in
accordance with criteria of quality is being proposed. Indeed, an
increasing number of countries intend to incorporate these criteria
by promoting more comprehensive care, more continual care,
better response capacity (adapting to individual and group char-
acteristics and to the demands of actual and potential users),and
better coordination among the different networks of providers.
Health systems and services are trying to make the properly
treated, satisfied patient the focus of their mission and want the
population to perceive them as affordable and nearby; this also
relates to the ability of health care authorities to fully perform
their steering function. This is seen as a way of enhancing the au-
thorities’ social legitimacy and contributing to the sustainability
of their actions.

Within this new reform agenda, human resources are increas-
ingly a central element of change. In this regard, national reform
agendas seek to include the development and execution of human
resources development policies designed to improve working con-
ditions and personnel training; to define frameworks and ways to
regulate labor markets, professionalization, professional practice,
and educational processes for personnel development; to intro-
duce substantive changes in personnel management that will
enhance performance quality and productivity; and as part of
professional training, ensure social relevance (in terms of values,
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attitudes, and culture) and technical relevance (in other words, in
connection with essential and specific competencies). This means
not only refining educational institutions, but also ensuring
continuing education programs for health personnel.

In short, the new generation of reforms is trying to include
new objectives and to assign them the priority that they deserve.
Regardless of the specific names that might be adopted in each
case, eight pivotal areas can be identified: 1) strengthening of
public health infrastructure and practice and the assessment of
their processes and results; 2) strengthening the steering function
of health care authorities; 3) expanding social protection for
health and guaranteeing universal access to services, regardless
of an individual’s capacity to pay; 4) reorienting health systems
and services in accordance with health promotion and disease
prevention criteria; 5) enhancing the quality of care; 6) training
human resources to sustain the changes mentioned; 7) introducing
efficient, solidarity-based mechanisms of financing and resource
allocation; and 8) increasing social participation and control at
the various levels of the health system.

The challenge is to apply the above-mentioned strategies and
to develop a consensus among the actors about the importance
of incorporating them into the next generation of health sector
reforms. This means redefining, with equity and solidarity, the
way in which society will respond institutionally to the different
health-related needs of individuals and communities, in accor-
dance with criteria that focus on the health of the population
and individual well-being, rather than on the market and mere
economic efficiency.

The Shared Agenda and Sector Reforms

In 2000, the Inter-American Development Bank, the World
Bank, and PAHO signed an agreement to develop a “shared
agenda for health in the Americas;” pursuant to three main lines
of action: support for health sector reforms, including basic san-
itation services; the institutional strengthening of public health
programs; and strengthening the leadership role of health care
authorities in all spheres of development that affect health.

This shared agenda emphasizes that health is not only important
for the well-being of individuals and communities, but is also a
key factor in economic growth by promoting human capital and
productivity. The concept of health for development entails the
improvement of health conditions, as well as such issues as
equity-related aspects; poverty reduction; income distribution;
and access to essential health care, drinking water, and sanitation
services. The implementation of actions is monitored at monthly
meetings of the Inter-Institutional Coordination Group, which
consists of a representative from each of the institutions. Four
main areas of cooperation have been established: national health
accounts, drugs, disease monitoring, and environmental health.

In addition, at the Third Summit of the Americas in Quebec,
Canada, on 20 and 21 April 2001, the presidents of the Americas

cited the need to steer technical cooperation in health in accordance
with the shared agenda. The leaders expressed their concern over
mounting inequalities in the Americas, which are manifested in
unequal access to quality education, avoidable disparities in
health, lack of economic opportunities, and curtailed personal
safety. The development of health can play a fundamental role in
the Region, inasmuch as it is a requirement for human development
and for the achievement of economic and political objectives. The
four areas highlighted in the health section of the Plan of Action
include sector reforms targeting equity; communicable disease
prevention, especially HIV/AIDS; a reduction in noncommunicable
disease risks; and improvements in the connectivity and exchange
of information.

The interinstitutional dynamic set in motion by the two ini-
tiatives could help create areas of convergence that will eventually
strengthen reform agendas beneficial to the Region’s population.

STRENGTHENING THE STEERING ROLE OF
THE HEALTH SECTOR AND ESSENTIAL PUBLIC
HEALTH FUNCTIONS

The tendency to remove much of the provision of health goods and
services out of governmental responsibility has influenced many of
the sector’s reform processes undertaken by most of the Region's
countries in recent years. Against this backdrop, it is necessary to
define which goods and services are primarily public in nature
(as their delivery and financing are, therefore, the untransferable
responsibility of the State and of health care authorities), and
which are of private nature, with private financing, insurance, and
delivery (social security systems included).

There is some consensus in the Region that the State ought to
offer public health programs and ensure that they benefit all of
the population, especially groups at highest risk. In exchange,
there should be a redefinition of the scope of personal health
care, understood as the package of services that benefit individuals
and that must be paid for by such persons, by private insurance,
or by both.

The main challenge facing the Region’s countries in reform
processes is to define the role of the State and, in particular, that of
health ministries or secretariats. In general, the latter have tended
to focus on and specialize in the broad categories of sector steering
functions: defining general objectives and strategies for the sector;
regulation, monitoring, control, and assessment of relations
among the various actors dealing with health care and directing
the performance of public health functions; guaranteeing social
protection for health with sustainable, equitable financing; and
coordinating the decentralized delivery of health care.

As the role of health ministries or secretariats has been recon-
sidered, an attempt has been made to give them greater managerial
powers in the political and technical sphere, and even in financial
allocation, while delegating operational functions of insurance
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management and service provision. Moreover, several countries
have chosen to decentralize monitoring and control functions to
superintendencies or similar institutions. The new profile of
health ministries or secretariats emphasizes their ability to make
public health care policy in a context characterized by new relations
between government and civil society.

The Health Steering Functions

In accordance with the decision of PAHO's Directing Council in
1997 (CD40/13) (24), health authorities must be able to discharge
their steering functions, which focus on:

+ executing general health care policy and the actions of the
health system, which must be consistent with national de-
velopment plans and coordinated with other sectors’ plans;

+ regulating and monitoring the workings of the health care
system and of the factors related to preserving and promot-
ing health;

+ organizing and discharging essential public health functions
under the responsibility of health care authorities;

+ channeling financing in order to carry out individual and
public health care plans;

+ guaranteeing universal access to an insured plan to meet
basic health care needs; and

+ harmonizing and monitoring health service institutions
and other facets of their decentralized operations.

In order to perform these functions, most countries must de-
velop new professional capabilities, create legal means that will en-
able them to play the steering role, implement technical systems,
and reorganize the structure and operations of health ministries.
In many cases, they require not only administrative reorganization
but also the start of a reengineering effort aimed at coordinating
progress in legislation, management, political leadership, technical
capacity, and toolkits. This will involve an investment in resources
and efforts directed toward institutional strengthening.

Institutional Strengthening of Health Authorities for the
Performance of their Steering Role

In this context, countries have had to ask themselves about the
nature and mission of health sector steering as the core function
of health authorities in the modern State. As PAHO’s Directing
Council said in 1997 (CD40/13) (24), health ministries or secre-
tariats have had to strengthen their capacity to:

+ develop and pursue policies to enhance equity in access
to and use and financing of health services, emphasizing
social solidarity;

« politically, technically, and socially reassess the formulation
and implementation of public health practices, functions,
and services;
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+ discharge their regulatory and standard-setting role with
the necessary flexibility to identify and solve national and
local problems within the framework of decentralization of
service provision;

+ develop policies that will steadily enhance the quality of
services in order to satisfy the population;

+ promote effective social participation of both the commu-
nity at large and the various institutions connected with the
health sector;

+ encourage and make effective use of the mass media to pro-
mote healthy habits and lifestyles and prevent health risks;

+ promote research on public health and health services in
order to guide health policies towards greater equity;

+ use research findings for the technological refinement of
the health system and for decision-making;

+ assess the population's degree of satisfaction in order to
monitor the effect of policies on service users; and

* develop the capacity to analyze the demands of and conflicts
in civil society and the responses offered, as well as their
consequences for public health policy.

The discussion about institutionalizing steering capabilities
in health ministries or secretariats has included the following
issues:

+ The new profile of the steering role, as derived from State
modernization and health sector reform processes, differs
in magnitude and complexity from the previous sector
steering practices and requires the sort of institutional and
personal capabilities that do not seem to square with the
current legal framework, organization, political leadership,
and technical competencies in most health ministries or
secretariats.

+ The decentralized exercise of health authority means that
steering capabilities must be developed not only at the cen-
tral levels of health ministries or secretariats but also at
subnational levels, and they must include social participation.

+ The recasting of health ministries or secretariats and the
strengthening of their capacity for sector steering cannot
be undertaken through isolated attempts at training,
organizational reengineering, and tool development;
therefore, the planning and execution in this regard must
be analyzed with an integrated approach to institutional
development.

As society’s actors have multiplied in the health field, the “health
authority” (understood to mean the set of government actors in
health care) emerges as the implementing agent of sector steering,
in contrast to the monopoly role that used to be assigned to health
ministries or secretariats in this field. Moreover, steering is no
longer seen as a monolithic function, but rather as a government
process that spans various intervention and functional fields.
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There is a growing tendency to not concentrate all steering
functions in a single institution, as often happened in the past,
and instead to create various, complementary institutional mech-
anisms that can separately and in specialized fashion discharge
some of the different powers, as in the case of the newly formed
superintendencies. In any event, given the diversity of actors and
the breadth of objectives and functions of health care steering,
the subject and the scope of the health authority need to be made
more explicit, in accordance with each country’s characteristics.
In this regard, several political, social, and economic trends
should be considered in remodeling sector steering:

+ the fragility of the public institutions acting as the health
authority, despite the democratization of societies;

+ the loss of State decision-making capability regarding the
allocation of a growing proportion of national resources;
and

+ the importance of supranational commitments and accords.

In Latin America and the Caribbean, save some exceptions,
health ministries or secretariats cannot meet the functional profile
for sector steering that has been described, since to date they
have been almost exclusively in charge of the direct management
of service delivery. Historically they have been weak institutions,
all the more so as regards the functions required by the recast
role of health sector steering. In most cases, the “pressure” of
many responsibilities for the direct execution of health care delivery
shifts priorities, subordinating important problems to urgent
ones and paralyzing the institution as it attempts to perform its
fundamental role.

The challenges that the new steering profile poses have to do
mainly with operational aspects for the performance of these
functions, which are discussed below.

Health Care Policy Direction

The direction of health sector actions implies that steering enti-
ties must be able to formulate, organize, and direct the execution
of national health care policy by defining viable objectives and
achievable goals, to draft and set in motion strategic plans that
coordinate the various efforts and resources of both public and
private sector institutions and of other social actors, to establish
participatory and consensus-building mechanisms, and to mobilize
the resources needed to carry out the actions planned.

The direction of the sector is a social process that is essentially
political. Although private social actors can perform significant
functions in managing parts of the sector, overall direction, with its
implications for all of society, is acknowledged as a State function
and a government responsibility. Health care sector direction is a
political and institutional process whose core is government ac-
tions. Directing public health policy entails a joint commitment
among numerous social actors (besides the institutions that tradi-
tionally make up the formal health sector), not only in executing

programs and providing services but also and above all in building
aconsensus around priority problems, intervention objectives, and
strategies, and in the mobilization of necessary resources (25).

Regulation and Accountability

Regulation and its necessary counterpart, accounting and
control, aim to develop a normative framework that will protect
and promote the population’s health and will ensure its observance.
Regulation, as a subsidiary and complementary function of the
core function of direction, is becoming increasingly necessary to
ensure the State’s role as the organizer of the production and dis-
tribution of health resources, goods, and services in accordance
with principles of solidarity and equity. Given the expansion of
market economies and the trend towards deregulation, however,
regulation is increasingly being restricted to its basic aspects.

Regulation is a complex process that includes the design and
drafting of standards and the adoption of measures to ensure
these standards’ effective enforcement. Accordingly, the rule-
making function can be distinguished from the task of accounting
and control. In terms of health, rule-making has been reserved
for health ministries or secretariats. As the health authority, they
must define objectives and priorities that reconcile the challenges
arising from the population's epidemiological profile with the
human, technical, and financial resources for meeting them.
Accounting and control is mainly a technical function, as it verifies
compliance with rules that have been set down and requires pro-
fessional specialization and validated independence from those
being monitored.

Essential Public Health Functions

The performance of essential public health functions inherent
to the health authority is viewed as the responsibility of the various
levels of health ministries or secretariats, in that these are govern-
ment institutions whose duty it is to safeguard the public welfare
in the area of health. At present, a review of public health functions
that the health authority cannot delegate has been called for,
which will be conducted within the framework of the new concept
of public health as a social practice and of the decentralization of
the health authority’s operations. This means that the scope of
public health will be redefined to include programs that are the
State’s ineluctable responsibility; that should be financed with
public funds; that target the entire population, focusing on problems
that pose the greatest danger to health; and that should be offered
universally, mandatorily, and free of charge.

Aninitiative has been launched in the Region to improve public
health practice and services by identifying the essential functions
that the health authority cannot transfer. The initiative will gauge
how well these functions are performed and will strengthen the in-
stitutional capacity of health ministries or secretariats to discharge
them (26). This effort could offset the deterioration caused by sec-
tor reforms that have focused primarily on financial changes and
changes in the administration of individual care services.
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Guiding Financing

The wide range of financing sources and the changes in the
ways that health care is financed have led to new patterns of gov-
ernmental and individual responsibility, in which hiring practices
and areas of responsibility pose major challenges to the sector’s
ability to manage. Until now, health ministries or secretariats have
not sufficiently involved themselves in the allocation of funds nor
have they exercised enough control over the various sources and
modes of financing. In the future, however, health authorities
must become responsible for establishing policies that will ensure
the equitable access to quality health care services for all people,
as well as those that will ease and correct deviations in sector fi-
nancing and will enhance the capacity to monitor such financing.

In terms of the organization of health sector financing, the rec-
onciliation of health needs and resources from various financing
sources in the short- and medium-term; the adequate control of fi-
nancial flows between different health system agents in accordance
with efficacy, transparency, and responsibility criteria; and the es-
tablishment of efficient, equitable, and participatory ways and
means to allocate resources pose new challenges to and call for the
definition of new duties for health ministries or secretariats.

Guaranteeing Coverage

The State has a responsibility to effectively safeguard health by
guaranteeing access to a basic plan of coverage for health risks and
impairments for all inhabitants or to a specific plan for certain spe-
cial population groups. To this end, it must bolster the institutional
capacity of health ministries or secretariats and define the benefici-
ary populations, the content of the guaranteed basic coverage plans,
and the mechanisms for financing and the methods of administer-
ing these plans. It must also establish a system to monitor compli-
ance with these plans, both through public agencies and private in-
surance or service-provider companies—ensuring that no
beneficiary under the mandatory plans is excluded for risks related
to age or preexisting conditions—and have in place mechanisms
that allow for the timely access to services included in the plans.

The basic task of the health authorities in this connection is to
guarantee citizens, regardless of their ability to pay, basic, univer-
sal health protection that will diminish inequalities in access to
necessary, effective, quality services provided under decent con-
ditions. To this end, effective coverage must be provided to
groups that are excluded from social security systems, particu-
larly those within the economy’s informal sector and those mar-
ginalized by poverty or geographic factors who cannot afford to
enroll in customary social security plans for health care.

Harmonizing Health Service Provision

The trend towards decentralization and towards removing the
provision of health services from governmental responsibility is
shifting the role of health ministries or secretariats: they increas-
ingly will take on the harmonization of the various decentralized
public agencies that provide services, rather than directly adminis-
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tering health service provision itself. In performing this new func-
tion, health ministries or secretariats must discharge several new
tasks, in order to define the mechanisms for allocating
resources to public agencies or establishments that provide serv-
ices; harmonize plans of action and management plans of the vari-
ous decentralized and deconcentrated public agencies that provide
health services in the country; specify the content of the basic pub-
lic health services that are the State's responsibility and distribute
areas of responsibility and resources among the various spheres of
public management in accordance with criteria of complementar-
ity; provide technical assistance to the decentralized agencies that
provide services; and establish mechanisms for contracting or for
service management commitments that will pay providers in ac-
cordance with performance standards for processes and for results.

The profile of functions summarized in the above paragraph
requires that the organizational structure reflect the new tasks.
Three criteria have been adopted to guide the structuring of
health ministries or secretariats: a focus on functions inherent to
steering; complementarity and comprehensiveness in the per-
formance of these functions for unified, effective steering; and
streamlining that lends dynamism to decisions and actions.

Given the current consensus about organization and the mod-
ern macro-trends in public management changes, most agree
that health ministries or secretariats should be configured as
smaller, more specialized entities with more responsive organiza-
tions; they also should be highly technical and scientific, as well
as more competent and competitive organizations. These fea-
tures also should be reflected in the makeup and qualifications of
human resources, which thus become a critical factor. Therefore,
revamping health ministries or secretariats and strengthening
their capacity for sector steering clearly cannot be carried out
through isolated efforts in training, organizational overhaul, and
the development of instruments; rather, this requires planning
and execution with a comprehensive approach to institutional
development that includes political, legal, technical, administra-
tive, training, and financial aspects.

Against this backdrop, the redefinition and legal formalization
of the role of health ministries or secretariats is one of the main
issues in the debate on the institutionalization of health authori-
ties in the modern State. Addressing it fully requires a diagnosis
of the performance of steering functions and the capabilities
needed to exercise health authority, as well as of the main trends
and the expected scenario in which health steering will be car-
ried out. To this end, over the past five years, steering has been
evaluated in two subregions of the Americas (Central America
and the Andean area),* and a tool for assessing essential public

“Results of the initial assessments in: Consideraciones sobre rectoria de los min-
isterios en Centroamérica y RepUblica Dominicana, Reunion Subregional sobre
Rectorfa Sectorial y Liderazgo de los Ministerios de Salud (Guatemala, 23-24
April 1998), PAHO/WHO, Washington, DC, 1998. Also in; La practica de la rec-
toria de los ministerios de salud en los paises del Area Andina, Andean
Subregional Forum on Health Sector Reform (Santa Cruz, Bolivia, 5-6 July 1999),
PAHO/WHO, Washington, DC, 1999.



I11. HEALTH SYSTEM REFORMS

health functions is being used as a core element in the steering
profile in all countries of the Region.

This makes it possible to evaluate organizational structures, the
relevance and adequacy of technical-administrative systems, and
the tools needed to do so, as well as the planning and development
of required human resources. In addition, management training
projects have begun to be designed in several of the Region's coun-
tries for those who will carry out steering responsibilities.

In short, pertinent processes and mechanisms need to be dis-
cussed so that the following critical areas of intervention can be
addressed in the coming years: the updating of the legal frame-
works that are the basis of national health sector steering; orga-
nizational adaptation in order to perform these steering func-
tions; the development of institutional human resources with
greater managerial capacity to perform these sector steering
functions; the development of information, technical, and man-
agement systems for steering; obtaining the resources for sector
steering by health ministries; and mechanisms for achieving
viability and sustainability with an institutional development
approach.

The “Public Health in the Americas” Initiative

Health sector reforms must strengthen the steering role of health
authorities, and a major part of this mission involves fulfilling the
essential public health functions that are incumbent on the State.
To this end, it is crucial to improve public health practice and the
means for evaluating their status and assessing the areas in
which they must be strengthened.

Accordingly, PAHO has begun to set in motion the initiative
called “Public Health in the Americas;,” which is designed to
define and measure essential public health functions as the basis
for improving public health practice and strengthening the leader-
ship role of health authorities at all levels of the State. The initia-
tive’s conceptual framework and its instrument for measuring
the performance of public health functions have been developed
in conjunction with the United States Centers for Disease Control
and Prevention (CDC) and the Latin American Center for Health
Systems Research (CLAISS).

Essential Public Health Functions and their Relationship to
Strengthening the Steering Function

The concept of public health that underlies the definition of
essential public health functions is the collective action, by both
the State and civil society, aimed at safeguarding and improving
the health of individuals. Public health is not synonymous with
the State’s responsibility for health, because it encompasses far
more than the tasks that strictly belong to the State and does not
cover all that the State can do in this area. In this regard, essential
public health functions have been defined as the conditions that
allow for better public health practice.

It should be noted that the State’s role in health, which the
health ministry or its equivalent normally performs, is frequently
confused with the State’s responsibility to guarantee the proper
performance of essential public health functions. Although the
State plays an untransferable role in the direct delivery of services
or in ensuring the performance of essential public health functions,
these are just part of its health-related responsibilities.

Also noteworthy is the difficulty in clearly distinguishing be-
tween public health responsibilities in the provision of disease-
prevention and health-promotion services to specific population
groups and the responsibilities relating to the organization of
individual curative care services. Recently, major efforts have
been made to better define and measure essential public health
functions. Prominent among these efforts are the Delphi study
conducted by the World Health Organization in 1997 and the
National Public Health Performance Standards Program, NPH-
PSP, which the CDC conducted that same year. The following is a
list of the 11 essential public health functions identified as critical
for public health in the countries of the Americas and included
in the instrument for measuring their performance that PAHO
developed in cooperation with the CDC and CLAISS.

1. Monitoring, evaluation, and analysis of health conditions.

2. Public health surveillance, research into and control of
public health risks and harms.

3. Health promotion.

. Citizen participation in health.

5. Development of public health policies and the institutional
capability for planning and management.

6. Strengthening the institutional capacity for public health
regulation and accounting.

7. Evaluation and promotion of equitable access to necessary
health care services.

8. Development of human resources and training in public
health.

9. Guaranteeing and improving the quality of individual and
collective health services.

10. Research in public health.

11. Reducing the impact of emergencies and disasters on health.

~

Measuring Performance

The purpose of measuring performance has been to identify
overall strengths and weaknesses of public health practice. The
effort also has allowed for an operational diagnosis to be con-
ducted, which has determined which areas require more support
in order to strengthen public health infrastructure in its broadest
sense—in other words, one that includes human capabilities and
the facilities and equipment needed for proper performance.
Defining and measuring essential public health functions is
viewed as a contribution to the institutional development of pub-
lic health practice and to the enhancement of the dialogue be-
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tween public health and other disciplines involved in health. In
this regard, it seems logical that public health should begin to ac-
count for the performance of its mission to the citizenry with
those responsibilities that belong exclusively to it, rather than
with responsibilities that it shares with other approaches or dis-
ciplines involved in broad health policy decisions or decisions
about the destiny of health systems. The legitimacy of public
health and its capacity for calling on other sectors to undertake
joint actions ought to be bolstered by a more accurate measure-
ment of its essential tasks.

An accurate measurement of essential public health functions
also makes it possible to more exactly quantify the resources
needed to ensure an adequate public health infrastructure and
essential information for governments, individuals responsible
for decision-making, and international aid agencies.> Finally,
defining and measuring essential public health functions is fun-
damental for strengthening public health education in the
Region, an activity that is in crisis today largely because the
aforementioned roles have not been defined.

EXTENDING SOCIAL PROTECTION FOR HEALTH

Difficulties in Measuring Exclusion from Social
Protection for Health

The right to health is acknowledged in the constitutions or
equivalent documents of all countries in the Region.
Nevertheless, and despite health system reforms seen since the
middle of the 1980s, many of the inhabitants of Latin America
and the Caribbean are not covered by social protection mechanisms
against the risk of falling ill or the consequences of being ill. And
yet, exclusion from social protection for health does not usually
appear on the list of priorities on international social policy
agendas, nor does it explicitly show up as much as it should
on the health agendas of the Region's countries. Health sector
reforms have generally not dealt with this issue either, and when
they have, it has been in an indirect, piecemeal manner.

Measuring exclusion from health care is complex, inasmuch as
the problem has many causes. Thus, although there are different
ways of looking at exclusion, none can fully explain the phenom-
enon. Exclusion can be measured directly through population
surveys, but these tend to ignore some of the excluded population
(for example, the rural population, the poor, or people living in
hard-to-reach areas) or do not properly probe the issue’s various
dimensions. Therefore, indirect measurements based on causes
of exclusion have generally been used.

5Results of the assessments in: Executive Report on the Measurement of the
Performance of Essential Public Health Functions Fulfilled by the Health
Authorities in the Countries of Central America and the Dominican Republic,
XVII Meeting of the Health Sector in Central America and the Dominican
Republic (Managua, Nicaragua, 28-30 August 2001), Pan American Health
Organization, Washington, DC, 2001.
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Table 1 shows some of the indicators used to measure exclusion
from health care. The numbers in the table are overall estimates
and, although they hint at the scope of exclusion, they do not show
the vast differences between and within countries in the Region.
Moreover, the data do not provide information about exclusion for
cultural or job-related reasons, nor that resulting from differences
in the quality of care, gender, or age. Nonetheless, according to some
of these gauges, some 20% to 25% of the population of the
Americas (about 100 to 150 million people) are without health care.

Social Protection for Health

Recently, several of the Region’s countries have launched pub-
lic interventions to diminish the negative economic and social
impact of adverse personal events, such as illnesses or unem-
ployment, or general events, such as natural disasters, that affect
the population as a whole or the most vulnerable social groups.
In this context, social protection for health can be defined as so-
ciety’s guarantee, through its public authorities, that a person or
a group—regardless of their ability to pay—uwill be able to meet
their health care needs through access to services, either through
the country’s health system or through one of its subsystems.®
Persons or groups that cannot avail themselves of this guarantee
are considered to be excluded from health care.

Extending social protection for health encompasses several
mechanisms designed to ensure that individuals have access
to health protection and health care through the allocation of
resources of various origins, not just through the measures that
the State takes directly to ensure health care under the provision
of public services (27). Thus, social protection is understood as a
State guarantee of a right that citizens can demand, not as a dis-
cretionary welfare function.

Three conditions must be met in order to guarantee that
health protection is a reality. First, there must be access to services;
in other words, the necessary services must exist and individuals
must be able to reach and afford them. Second, the household
must be financially secure; that is to say, the cost of the services
must not threaten the financial stability of families or their mem-
bers' potential for development. Third, the care must be respectful;
in other words, quality care must be provided, with respect for
the consumers'’ racial, cultural, and economic background, as es-
tablished in an ongoing social dialogue. If any of these three con-
ditions are not met, some form of exclusion from health care exists.

Poverty is one of the main causes of exclusion from health
care. Although the two are not identical, they almost always over-
lap. In the absence of social protection systems, people living in
poverty not only lack access to high-cost care, but also live and
work in environments in which they are exposed to high risks of
falling ill and dying (28). Among other things, such risks are di-

6A similar definition can be found in Shielding the poor: social protection in the
developing world, edited by Nora Lustig/IDB, 2001, p. 1.
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rectly related to the reduced availability and lower quality of
foodstuffs, the absence of decent housing, overcrowding, and the
shortage of appropriate recreational opportunities. Communicable
diseases are concentrated among the poor, and diseases and
injuries have both direct costs (in prevention, cure, and treatment)
and opportunity costs (loss of work or school days) (29) that
depend on the duration and seriousness of the incapacity and
that often worsen poverty. But poverty has even more devastating
effects on people, robbing them of their dignity, their self-esteem,
and their capacity to believe that their situation can improve (30).
It also undermines what are called “individuals' basic functioning
skills,” lowers quality of life, shortens life expectancy, and triggers
the“vicious circle of exclusion”: poor family,incomplete education,
unemployment, poverty. This vicious circle interacts with others,
such as lack of access to basic services, illness, job difficulties,
dropping out of school, crime, the impossibility of finding ac-
ceptable work because of a criminal record, recidivism, and a
marginalized existence (31). All of this worsens and perpetuates
exclusion from health care.

Extending social protection for health care is a powerful weapon
in the battle against poverty and in achieving greater cohesion
among member countries. It is a crucial component of a distinctly
inclusionary social policy, and it also represents a social wage that
provides health security and improves living conditions.

Social Protection for Health and the Health Systems
Recent studies have shown that the way a health system is or-
ganized is not neutral with respect to exclusion from health care;
rather, it is one of its determining factors (32, 33). The meager re-
sponse capacity of health systems is associated with four factors.
1) The fragmentation or coexistence of subsystems with different
financing, membership, and benefit arrangements, usually com-
partmentalized arrangements that cover different popualation
segments, generally as a function of their income level and tax-
paying capacity. This model usually takes the form of a deficient,
poorly run public subsystem frequented by the poor and the
indigent, and a customer-oriented private sector with more re-
sources that focuses on the wealthier segments of the population.
Between the two are social security systems, which cover workers
in the formal economy and their dependents. This coexistence of
systems creates and worsens the lack of equity in access to and
financing of health services. 2) The fragmentation or existence of
many institutions that are not part of a single subsystem, a situ-
ation that raises transaction costs inside the system as a whole
and makes it difficult to ensure equivalent conditions of care for
the individuals treated by the various subsystems. The combina-
tion of segmentation plus fragmentation often leads to double or
triple coverage within a single household, with the resulting inef-
ficiency in resource allocation. 3) The predominance of partial or
total direct payment at the time care is provided (including the
purchase of drugs), which means that receiving health care

depends in part or completely on each individual’s capacity to
pay. This sort of financing leads to a high degree of inequity in
the system, and the high percentage of out-of-pocket expense
highlights some people’s vulnerability. 4) Weak or poorly devel-
oped sector steering capability, which means that fair rules do
not govern the consumer-provider relationship and that the basic
benefit packages which the various insurance plans ought to
guarantee are not sufficiently spelled out.

Causes of Social Exclusion from Health Care

Although existing legislation in most of the Region’s countries
provides for the right of all citizens to some sort of health care
coverage, this is far from being the case in practice. Nearly 218
million people in Latin America and the Caribbean lack protec-
tion against the risk of falling ill, while more than 100 million do
not have access to health services for geographic reasons (34).

As mentioned before, exclusion from health care has three
dimensions. The first has to do with problems involving lack of
access, which can be lack of access to benefits associated with the
provision of public goods (such as drinking water or vaccinations);
lack of access to individual health care in general or some type of
specific care; and lack of access to a system for protection against
the economic and social risks of falling ill. In all these instances,
exclusion often is related to one or both of the following consid-
erations: a lack of adequate infrastructure for the provision of
both individual and collective health care (for example, shortage
of health care establishments or lack of functional coverage
by public health programs), and barriers to health care access,
even if an adequate infrastructure exists. Such barriers could be
geographic (transportation, roads), economic (inability to pay
for health care), or cultural (inappropriate care models), or they
could be determined by a contractual or employment situation
(unemployment, a job in the informal economy), by the systems’
structure (the models with a high degree of segmentation show
higher degrees of exclusion), or by the lack of health care systems
based on a cross-cultural approach.

The second dimension involves financing problems, particu-
larly the absence of solidarity-based mechanisms. No household
should need to spend more than a reasonable proportion of its
total income to gain access to health care services, if impoverish-
ment and indigence are to be avoided. Besides ethical considera-
tions that underlie solidarity in financing, the need for a solidarity-
based mechanism rests on the fact that the cost of services is
an obstacle to access (particularly for the poorest of the poor),
represents a high opportunity-cost of maintaining or promoting
the welfare of the household (in particular to prevent poverty or
rise above it), and is highly regressive (in other words, the poorest
households are forced to spend more out of pocket than the less
poor, absent an appropriate system of coverage).

The third and last dimension is decent care and involves as-
pects that have nothing to do with either use or financing, but are
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deemed basic to satisfying the legitimate demands of society’s
members. Among other things, this includes respect for the tra-
ditions and cultures of ethnicities that differ from the majority,
since lack of respect could lead to self-exclusion; that is to say, in-
dividuals will choose not to avail themselves of the services to
which they are entitled. Factors such as language, beliefs, or the
feeling among patients that they are receiving inhumane or dis-
respectful treatment are related to this dimension of exclusion.

Strategies for Extending Social Protection for Health

The available information shows that Latin America and the
Caribbean, as a result of financial and budgetary limitations arising
from economic crises, have not applied consistent strategies for
reducing exclusion from health care. The policies pursued by
most countries over the past 15 or 20 years have been designed to
contain costs and cut spending on health care. Be that as it may,
the interventions that have in one way or another helped to re-
duce exclusion can be grouped into several categories:

+ Establishment of special social security systems without
contribution schedules. Several countries have applied
these systems, which are designed to meet the demands of
specific population groups (mothers, the elderly), production
sectors (cane cutters, coffee workers), or specific concerns
regarded as having priority (maternal and child care).
These experiments may be successful in the short term in
bringing in the targeted groups, but they lack sustainability
because they are generally financed with special funds,
such as loans from international lending agencies, and are
thus not properly integrated with other sector activities.
When international aid ends, these systems tend to be
abandoned or cut back, since future regular budget appro-
priations have not been planned.

+ \bluntary insurance with government subsidies. This al-
lows certain excluded groups to become beneficiaries of a
social security system without fulfilling all of the require-
ments for membership. In this regard, this modality elimi-
nates one of the exclusionary characteristics of social secu-
rity systems. Subsidized voluntary insurance solves the
problem of excluded populations as long as the government
is prepared to continue providing the necessary funds. If
health care delivery to this group differs from that offered
by regular social insurance programs, it is an inequitable
model and may be perceived as such by its beneficiaries.

+ Limited expansion of supply. This involves providing spe-
cific services to certain population groups. Various experi-
ences indicate that this model can be successful in the short
term, since it can help the excluded population to gain access
to services. The chief disadvantages of this strategy are the
absence of financial sustainability and the lack of coordi-
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nation with other service provision modalities. At the same
time, such interventions tend to be carried out without
much research and thus may not reflect real or perceived
health care needs of the target population.

+ Community services for social protection. Their chief char-
acteristic is direct management by the potential consumers.
The experiences in the Region by and large have been con-
ducted in communities in which the degree of exclusion
from health care is such that there is no alternative. The suc-
cess of this approach requires proper coordination with the
other public systems, from which they tend to purchase
services. An additional problem is the impact of high-cost
diseases (AIDS, for instance), which can quickly exhaust fi-
nancial reserves. Successful experiences reflect situations in
which effective coordination has been developed with pub-
lic services and different sources of financing have been
combined, at the same time that community involvement in
decision-making processes has been respected.

¢ Gradual development of unified systems. In this case, a
public subsystem, to which the majority of the population
has exclusive access, is usually combined with a supple-
mentary private one (private health insurance) that has
direct access to services in the public system. This model
combines various funding sources (general taxes at the
three levels of government, special taxes, and contributions).
Its main limitations have to do with lack of resources and of
guaranteed access to more complex care, which means that
integrated networks of services must begin to be built at
the regional and microregional levels. Brazil’s Single Health
System is an example of this model.

The immediate conclusion to be drawn from the above experi-
ences is that reducing exclusion from health care requires
an approach that combines various intervention modalities. In addi-
tion, simultaneous efforts need to be made in the areas of steering,
financing, insurance, and provision of health services so that the ac-
tions undertaken in each are consistent and mutually reinforcing.

As far as the health sector’s steering role is concerned, the
challenge is to make extending social protection for health the
focus of the government’s political agenda and to engage all relevant
actors in the effort. In this regard, extending social protection for
health must be made part of the essential public health function
of guaranteeing access to services. Periodically following up and
assessing the degree to which this function is being fulfilled will
help to sustain efforts to reduce exclusion.

In terms of financing, the challenge is to organize the various
sources in solidarity-based financing, so that individuals health-
related demands can be met with equity. It is especially critical to
guarantee solidarity-based, sustainable financing for both individ-
ual and nonindividual health care services. At this point, solidar-
ity-based financing arrangements, set up as a single, publicly reg-
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ulated fund with social control and accountability mechanisms,
seem to be most effective in reducing social exclusion.

In regards to health insurance, the challenge is to strike an
appropriate balance between mandatory, publicly financed,
and/or solidarity-based systems, on the one hand, and privately
financed ones, on the other. Above all, the challenge is to avoid the
high transaction costs caused by fragmentation and the risks of
inequity associated with segmentation that are common today
in many countries of the Region. All indications are that a public
insurer managed with solidarity, efficiency, transparency, and
accountability and holding a prominent position in the insurance
field is fundamental to having an orderly insurance market and
to reducing the risks of exclusion. A similar effect arises from
standardized arrangements for affiliation/incorporation into the
system and from pertinent methods of reporting the characteristics
of the populations that have and have not affiliated/incorporated
into the various subsystems.

Having a set of guaranteed, publicly financed benefits, which
are tailored to a country’s priorities and epidemiological patterns
and that are reviewed periodically, has been useful for enhancing
judicial security, extending coverage, and contributing to a more
efficient allocation of resources in several countries. The more
standardized and unifying their content, the greater their impact,
regardless of whether public or private insurance companies
manage the insurance. Under mixed insurance systems, the gov-
ernment must meet the challenge of guiding the competence of
insurance companies so that coverage of the guaranteed package
to yet uncovered populations can be extended or so benefits not
included in the package (“fringe benefits”) can be offered.

Special mention should be made of community health insurance
plans organized for specific groups in society for which traditional
insurance plans have not been effective. The predominant sources
of financing are various kinds of voluntary contributions and public
or national and international external subsidies, and either public
or private providers can be hired to deliver the services. The chal-
lenge in this case is to promote the financial sustainability of these
organizations and to foster coordination between them and formal
systems of insurance and service provision. As far as service provi-
sion is concerned, the challenge is to reorient the care model and to
introduce appropriate incentives so that intermediate and end
providers can help reduce or eliminate exclusion.

As far as the health care model is concerned, priority must be
attached to strategies aimed at improving access to health services
(for example, by shifting the emphasis of services to health pro-
motion and by bolstering the primary care strategy), guaranteeing
the continuity of care between levels and subsystems in the
health care model, and strengthening the demand for services
from populations at greater risk of exclusion (for instance, by en-
hancing the ability of users to acknowledge and assert their
rights to health care). As for incentives, arrangements should be
introduced for paying intermediate and end providers that most

help to reduce exclusion (for example, public subsidies for estab-
lishments that provide care to excluded groups), while arrange-
ments that may promote exclusion ought to be avoided (for in-
stance, direct, out-of-pocket payments or public subsidies for
patients covered by private insurance). As the appropriate incen-
tives are introduced, the model for managing the establishments
and services must be kept consistent with the content of the
guaranteed benefit package.

The Political Economy of Extending Social Protection
for Health

If the above strategies are to be successful, the legitimate in-
terests of interested parties must be acknowledged and consider-
ation must be given to how these interests could affect the strate-
gies designed to combat exclusion. Interested parties often are
found in sectors other than health (for example, finance, social
policy, labor and employment, education, industry). Therefore,
the intersectoral nature of the analysis and dialogue for developing
response strategies must be underscored from the outset. In
order to spell out the interests of affected parties and enable the
strategies to succeed, conditions must be created and mecha-
nisms must be developed to help establish a social dialogue that
will enable interested parties to embrace the proposal and pro-
mote its implementation over time. Indeed, owing to its potential
coordinating effects and its impact on citizens' productivity, em-
ployment, and quality of life, combating exclusion and promoting
the extension of social protection for health must be conceived as
asustained, long-range effort and ought to be one of the foremost
State policies. Such a policy should be periodically reviewed, thus
giving rise to successive action plans with specific goals and with
accountability at the country’s highest level of political life.

LEGISLATION TO REGULATE THE PROVISION
OF HEALTH SERVICES

As part of an ongoing trend, in recent years legislation has re-
sponded to the need to expand health services coverage and to
acknowledge the increasingly marked shift to unfettered compe-
tition. The latter has resulted in the coexistence of public and pri-
vate sectors managing health funds, insurance arrangements,
and service provision. Consequently, relations between the two
sectors now need to be regulated, as well as the relations between
them and clients in order to correct the asymmetries inherent in
the interaction of actors with different degrees of power. There
also is an ongoing trend towards establishing regulatory agencies
that can, under the guidance of the ministry of health, arbitrate
relations between sector actors and seek a balance between them,
as well as transparency and social equity, within a framework of
mutual rights and duties.
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Over the past four years, two of the Region’s countries have
undergone changes in constitutional law, and laws, decrees, and
resolutions concerning the regulation of health service provision
were issued. Ecuador (1998) and Venezuela (1999) promulgated
new national constitutions that acknowledge the right to health
care. The Constitution of Ecuador establishes free public health
programs and activities for all and free public medical care for
those who need it, with funding from the General State Budget,
from individuals who use the services and can pay for them, and
from other sources that the law indicates. The Constitution of
\enezuela ordered the creation of a national public health system,
integrated into social security and governed by the principles
that it will be free of charge, universal, comprehensive, equitable,
socially integrated, and solidarity-based, with priority financing
from the State.

In a bid to expand coverage, Decree 446/00 was signed in
Argentina. It sought to enhance the system’s solidarity by bolster-
ing the Solidarity Redistribution Fund, increasing workers’ con-
tributions to the fund based on wage level, and expanding the
choice of health agents. Shortly thereafter, however, opposition by
the obras sociales (union-run health care programs) and private
entities caused this decree to be repealed. In Bolivia, Supreme
Decree 25.265/98 guaranteed the offer of several essential, effec-
tive benefits by, among others, public establishments, health cen-
ters, nongovernment organizations, and churches, covered by the
basic insurance plan. The decree gives priority to children under
5, pregnant women, and reproductive health, though it also in-
cludes the diagnosis and treatment of several communicable dis-
eases. This decree is complemented by Supreme Decree
25.186/98, Regulations Governing the Law on Free Medical
Insurance for the Elderly and the Discounts and Privileges
System, applicable to those over 60 years of age who are not cov-
ered by the mandatory social security system or other insurance.
In Chile, Law 19.650 of 1999 administers the financing that the
National Health Fund (FONASA) grants to its beneficiaries
through both public and private agencies. The national budget
must provide the funding for this purpose.

In the Dominican Republic, Law 87 of 2001 created the
Dominican Social Security System, which has three categories:
contributors, subsidized, and subsidized contributors; the last cat-
egory is included according to a gradual, progressive schedule. The
law seeks to provide comprehensive physical and mental health
protection for affiliates and their families in order to achieve uni-
versal coverage, and guarantees that affiliates can choose between
the national health insurance, which is the public insurer, and
health risk administrators, which can be public, private, or joint en-
tities. Health services are delivered by health service providers,
which also have such status. The Cayman Islands consolidated
their 1999 regulations on health insurance and the amendment
that adjusts health benefits for the indigent (35). In the United
States, the 1997 Balanced Budget Act made changes in Medicaid,
specifically in the schedule of payments to providers. This reform
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has not, however, altered the relations between Medicaid, the
states, and the program beneficiaries, although previously benefi-
ciaries could choose among various managed care plans and select
their health care professionals. At present, states can require affili-
ation with a plan as a precondition for coverage. As for Medicare,
Title XVI11 of the Social Security Act was amended to promote the
choice of a managed care plan for program beneficiaries under
what is called the Medicare+Choice Program. The Balanced
Budget Act also extended Medicare coverage for certain procedures
that are regarded as cost-effective and created the Programs of All-
inclusive Care for the Elderly for persons older than 55 years old
who require nursing services under Medicare. It also created the
State Children's Health Insurance Program as a way to earmark
funds so the states could cover care for uninsured children. Later,
the 1999 Balanced Budget Refinement Act strengthened the sub-
stance of the previous act (36).

As for the regulation of the private sector, in Mexico the new
1997 Social Security Law seeks to increase the federal govern-
ment’s contribution to health care financing, and the 1997 and
1999 Rules for the Operation of the Health Branch amend the
1935 General Law of Insurance Institutions and Mutual Benefit
Associations. Under these provisions, associations and organiza-
tions operating as prepaid medical care managers have become
insurance institutions specializing in health (ISES), and regula-
tions for their operation have been established with oversight by
the Health Secretariat, which determines standards of quality.
The rules also establish mechanisms for transparency in the op-
erations and marketing of private health insurance and other
guarantees of patient rights. In Brazil, Law 9,656 of 1998 regu-
lated the private health plans and insurance that until then were
not subject to regulations. And in Ecuador in 1998, the govern-
ment issued a law governing the operations of private health care
companies and prepaid medicine, in an attempt to establish re-
quirements for their operation and spell out the benefits that they
must offer clients, to whom it gave the opportunity to file com-
plaints in the event that they are denied care or ignored.

Also with a view towards establishing a regulatory framework
for the activities of the private sector, Barbados enacted its Small
Business Development Act, and Grenada enacted its Micro
Enterprise Development Act, both in 1999; both laws cover health
services (35). In Canada, where there has been debate in recent
years about the involvement of the private sector in the provision
of health services, the Province of Alberta passed the Health Care
Protection Act, which allows the regional health authorities (public
agencies that manage health care in the province) to contact
private providers for surgeries financed with public funds and
also gives them the opportunity to offer other services financed
by clients (37). In Panama, Law 27, passed in 1998, created the
National Health Coordinator, which coordinates the financing,
contracting, and provision of medical and health care services
throughout the nation under program-contracts that it enters
into with providers.
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In addition, the creation of regulatory agencies or the regula-
tion of existing ones has been promoted. In Argentina, Decree
405/98 approved the organizational and administrative structure
of the Health Services Superintendency under the jurisdiction of
the Secretariat of Health Policies and Regulation of the Ministry
of Health and Social Action. For the same purpose, Brazil in 2000
passed Law 9.961, creating the National Supplementary Health
Agency, an autonomous agency governed by special rules and
with a connection to the Ministry of Health. In Paraguay, Decree
20.553 of 1998 regulated the functions of the Health
Superintendency created by Law 1.032 of 1996, in order to over-
see, audit, and technically monitor the entities that provide the
country’s health services.

Concern over quality control of services and professional
practice became noteworthy in Argentina, where Resolution
253/98 of the Health Services Superintendency set requirements
for the registration of establishments providing medical care and
of health care professionals. In addition, Decree 1.424/97 estab-
lished the National Program to Guarantee the Quality of Medical
Care, which is mandatory for all health care establishments, and
the Permanent Advisory Council, whose function is to advise
health care authorities in implementing measures to fulfill the
program’s objectives. Moreover, Decree 498/98 approved the def-
initions and general regulatory framework for professional certi-
fication and recertification.

In Bolivia, Ministerial Resolution 28/97 updated and
adapted the rules, regulations, and organizational and opera-
tional procedures of public and private sector hospitals, both
profit and nonprofit. Accreditation must be applied for within
two years to the National Hospital Accreditation Commission of
Bolivia. In Costa Rica, Decree 28.828-S set forth the General
Regulations for the Authorization of Health Care and Related
Establishments. In Brazil, the functions of the Health Care
Oversight Agency, created by Law 9.782 of 1999, include over-
sight of routine or emergency outpatient services, inpatient
services, diagnostic or therapeutic support services, and serv-
ices entailing the use of new technologies. In Paraguay, the
Health Superintendency is charged with accrediting and cate-
gorizing health services providers, be they public, private,
mixed, or affiliated with social security.

In Barbados, the 1998 Health Services Amendment Act
empowers the Ministry of Health to regulate the management,
oversight, and inspection of private hospitals, homes for older
adults, and maternity wards; Trinidad and Tobago does likewise
for homes for older persons through the Homes for Older Persons
Act of 2000. Antigua and Barbuda (1999), Barbados (2001),
Grenada (1997),and Saint Lucia (2000) either enacted or reformed
laws establishing councils to enhance the quality of services in
public hospitals (35). In Mexico, the 1999 Official Mexican
Regulations for the Certification of Hospitals provide that certifi-
cation will be conducted by the Hospital General Safety Council
and determine applicable requirements.

Several countries issued regulations governing the practice of
health care professionals and promoting training for them.
Nursing was regulated in Ecuador (1999), Honduras (1999), and
Canada, in order to achieve integration among professionals and
to transfer functions. In Canada Ontario (1997) expanded the
functions of nurses to include certain diagnostic activities and
the prescribing of drugs, and British Columbia (2000) included
certain complementary therapies (37). Ecuador also issued regu-
lations governing the practice of chemotherapy and pharmaceu-
tical biochemistry (1998) and of medical technicians (1998);
Venezuela issued such regulations for medical aides (2000).
Training programs were reformed in Costa Rica (1997) in con-
nection with medical residency and the obligatory social service,
and the United States (1998) authorized programs for training
health professionals run by the Department of Health and
Human Services under the Public Health Service Act (36). In
Colombia, Decree 2.147/99 provided that the National Council for
the Development of Human Resources in Health Care may estab-
lish departmental and district councils to fulfill whatever func-
tions the Council and the National Executive Committee may del-
egate to them. Brazil (2000) established the Program for Health
Care Work in the Interior (Programa de Interiorizacion del
Trabajo en Salud) to encourage high-level health care profession-
als to work in the municipalities.

Clients are protected by regulatory bodies (superintendencies
or agencies) and other vehicles created for this purpose. In
Mexico, the 