
Cholera Situation in the Americas. An Update

Since publication of the last issue of the
Epidemiological Bulletin, four additional countries
were added to the list of cholera infected areas: Panama,
Honduras, Nicaragua and Venezuela. Thus, ten months
after the first case was reported in Peru, 14 countries of
the Americas have been affected. As of 21 December
1991, a total number of 366,017 cases has been reported
in the Region, with 158,739 hospitalizations and 3,892
deaths (Table 1).

In Peru the epidemic has reached every department,
and it is estimated that at least 1.5% of the Peruvian
population has been affected. Since April there has been
a steady decline in cases (Figure 1), but transmission
continues in some localities in the jungle region, and in
Callao, and new outbreaks have been reported in the
southern mountainous area. A small proportion of
isolates of V. cholerae 01, El Tor Ogawa has been
identified recently; it is assumed that this may be the
result of a mutation of the predominant Inaba strain,
with no significance for public health interventions. It
is highly likely that in Peru cholera has established itself
as an endemic disease.

While in Ecuador cholera cases have declined since
May, relatively high transmission continued through
August and September and new outbreaks have
occurred during October, mainly in some of the
provinces in the mountains. The latter has been
atributted to religious ceremonies among indigenous
populations living in Cotopaxi and Tungurahua
provinces. The preparation and consumption of food

during funeral services of cholera cases in these
communities, also were found to be associated with the
occurrence of cases.

In Colombia the disease appears to have spread more
gradually than in Peru or Ecuador; it took seven months
for active transmission to reach Barranquilla and
Riohacha (near the border with Venezuela) in the
western Caribbean coast, since the first cases were
reported in Tumaco.

Cases in the United States of America have been
limited to four importations; 12 cases resulting from
eating infected crabs brought in noncommercially from
South America; three cases related to importation of
contaminated coconut milk from Asia; and two isolated
cases identified in Hawaii for which the source remains
unknown.

No cases have been reported by Chile since 23 May;
however, Vibrio cholerae 01 continues to be isolated
from waste water and fresh vegetables at various
locations in that country.

While in Brazil transmission was initially limited and
confined to the Amazon region on the border with Peru
and Colombia, during August and again in October
sharp increases in the number of reported cases occurred
(Figure 2) as the epidemic extended eastward along the
Amazon River. Large cities such as Manaus and Belem
as well as the states of Rondonia and Amapá are
experiencing active transmission of cholera since
November.

Table 1. Cholera Cases Reported for the Period 16 November to 7 December 1991 and Cumulative Cases, Hospitalizations,
and Deaths, by Country, as of 21 December 1991.

Country

Peru
Ecuador
Colombia
United States of America
Brazil
Chile
Mexico
Guatemala
El Salvador
Bolivia
Panama
Honduras

Reported from
16 Nov.
to 7 Dec.

7,382
2,246
1,063

o
421

o
423
881
198
47

351
0

Cumulative

Cases
301,277
44,126
11,218

24(a)
937

41
2,605
3,530

921
175

1,177
11

Nicaragua 1 1
_ Venezuela 1 13°

Total 366.056
(a) 16 cac relatcd to travcl in Latia America, 6 to travel to oth« rcgions ad two of undctermined origiu, undr invstigadon.
(b) 8 ~ auimported from Colombia.

Hospitalizations
114,352
35,471

5,136
11

580
38

836
1,470

478
94

276
9
1
O

1 CQ 7tC

Deaths
2,840

672
202

o
20
2

34
47
34
12
29

o

1
3.894
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Figure 1. Cholera cases and hospitalizations
reported by week, Peru, through 30 November 1991.

Figure 2. Cholera cases reported by week, Brazil,
through 23 November 1991.
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Mexico reported cholera in an isolated community in
the state of Mexico in mid-June (Figure 3). In spite of
vigorous control measures, the disease could not be
confined to that community; via the Sultepec River
basin and the Tula valley, cholera has spread to the
Federal District and 16 other states. The affected areas
have been concentrated along the southern Gulf coast
and the Guatemala border.

Guatemala first reported cholera in mid -July (Figure
4). Initially the disease ocurred along the western Pacific
coast, but most recently it has spread to the eastern
departments and around the capital. Guatemala,
Retalhuleu, Suchitepéquez and Escuintla have
presented higher attack rates than other departments.
Migrant rural workers and indigenous population are
considered the most vulnerable groups.

Seven months after the epidemic began in Peru,
Bolivia reported its first cases in the region around La
Paz, and the disease has remained confined to that area,
although isolated cases have been registered in Oruro
and Cochabamba.

Panama reported its first case in September in the
Darién, the rain forest region on the border with
Colombia, where 80% of the cases have been seen.
Recently, new areas such as Panamá province and the
city of Colón (on the Atlantic coast) have been affected.

Honduras detected its first case in mid-October near
its border with Guatemala, and to date has reported only
four additional cases.

Nicaragua isolated V. cholerae 01 from a 45-day-old
infant with diarrhea, but has not found other cases or a
source for that infection.

Venezuela reported its first case during the first week
of December. The patient, a Colombian national, lives
in Barranquilla and sought medical attention in
Maracaibo, Zulia State, where samples were obtained

and the diagnosis confirmed by isolation of V. cholerae
01.

Cholera is almost always introduced into new areas
by infected travelers. However, within infected areas,
disease is transmitted from person to person by
contaminated food and water. Case-control studies to
provide information on specific modes of cholera
transmission in Peru and Ecuador identified the
following as risk factors for acquiring the infection: (a)
drinking unboiled water from municipal systems and
shallow wells; (b) consuming food and beverages sold
by street vendors, especially drinking beverages
containing ice; (c) eating food left for more than three
hours at room temperature without reheating; (d) eating
raw fish or raw shellfish; and (e) drinking water from a
container into which other people had put their hands.

In all infected countries of the Americas, cholera has
been predominantly a disease of adults and, except for
Peru, where major cities have been affected, it seems to
have stricken mostly rural areas.

Ecuador and Panama have identified the emergence
of multi-drug-resistant V. cholerae, to include
tetracycline.

The overall case-fatality ratio from cholera in Latin
America remains around 1%, shaped largely by the
figures in Peru, but has been as high as 7.5% in Bolivia,
which has 9 deaths among 120 cases. The experience in
the Americas has been similar to that of Asia, where the
case-fatality ratio is 1.1%, and is much lower than the
10% case-fatality ratio reported in Africa.

The 3,600 deaths from cholera in the first 11 months
of 1991 represent a small contribution to mortality, even
among adults. From mortality data available between
1965 and 1990, it has been estimated that more than 6
million deaths have ocuured in that period in Latin
America from infectious diseases, a 9% of the total
mortality. Of these deaths, a 20% have occurred in

12

o

i -- l-lgl ll · i * i



Figure 3. Cholera cases reported by week, Mexico,
through 30 November 1991.
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Figure 4. Cholera cases reported by week, Guatemala,
through 30 November 1991.
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adults. Although mortality from diarrhea has been
reduced in that period, approximately 130,000 children
under 5 years of age have died during 1985-1990.

Generally, cholera death rates have declined as
medical staff have become more aware of the disease
and its proper treatment, especially since oral
rehydration therapy although well established in Latin
America for treating diarrheal disease in children, is not
always known and/or accepted by general practitioners.

The most important factor relating to cholera deaths
has been access to and use of health services. In Peru,
case-fatality ratios have ranged from under 0.5% in
large urban municipalities to over 4% in remote
departments with predominantly indigenous
population. In several countries deaths occur among
those who arrive too late for appropriate treatment at
health services or who never arrive at all.

Ten months after the appearance of epidemic cholera
in this Hemisphere, the disease has spread almost
inexorably north and east in South America. It seems
inevitable that it will extend further east in Brazil and
reach the northernmost countries. The disease jumped
to Mexico, then extended southeast and entered the
Central American isthmus. Further spread in Central
America seems certain. With cholera on two sides of the
Caribbean Basin, it can be only a matter of time before
the disease also spreads to the islands of that subregion.

Efforts to limit the extent and impact of the cholera
epidemic have undoubtedly had an effect. Evidence of
that is seen in the decline in cholera cases in most
infected countries and the low death rate, which has

been maintained for the past 10 months. Indeed, reports
indicate that, as a result of control efforts, there has been
a decline in other diarrheal illness in many countries.
However, cholera is a disease affecting those living
under the poorest conditions, without safe water,
adequate sanitation, the proper means to prepare and
store food, and access to basic health care. The presence
of epidemic cholera in the Americas in 1991 is clear
evidence of the economic crisis of the past decade, with
the resultant deterioration in water, sanitation and health
services. To control the spread of cholera and limit its
effects during the next few years, it is necessary to
strengthen the detection and reporting of cases, support
basic diagnostic and laboratory services, assure prompt
and efficient treatment of diarrhea in all age groups,
undertake emergency measures to provide safe water
and food handling, and treat sewage in selected, high
risk locations.

Even with these commitments to emergency
interventions, cholera can be expected to spread to much
of Latin America and the Caribbean. The elimination of
cholera from the Region, which must be the ultimate
goal, can only be achieved by major investments to
improve water, sanitation and health services and extend
them to that significant proportion of the population not
now reached.

(Source: Information from country reports consolidated
by the Health Situation and Trend Assessment Program,

PAHO.)
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