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Health for All
Second Evaluation in the Americas, 1991

In 1991, the fourth stage of surveillance and evaluation was implemented, on progress attained towards reaching the goals
ofHealthfor All by the Year 2000 (HFA/2000). A regional reportfor the Americas was elaborated, to include the 28 national
reports received by PAHO and the quantitative information of 11 countries and territories. The regional report was presented
to and approved by PAHO Directing Council in September 1991. Following are the main conclusions.

The data needed for monitoring and evaluation of the
strategy of Primary Health Care (PHC) and HFA/2000
are obtained haphazardly, with serious retrieval
problems and without the involvement of the principal
authorities in the sector's institutions. Except for
Canada, Cuba, and the United States, which have clearly

* evaluated their targets and progress and have proposed
new objectives, the remaining reports are mere
responses to a formal commitment to PAH0/WHO,
rather than an analysis and reflection of what is
happening. Among them are reports from a number of
countries that have made substantial efforts: Bahamas,
Belize, Bolivia, Costa Rica, Haiti, Honduras, and
Mexico. In the overall picture, however, the prospects
- re nnolneohnrlgingl withlrespect to the future
possibilities for monitoring and evaluating PHC and
HFA/2000.

The information on vaccination coverage is up to date
in almost all the countries, reflecting the effort to

eradicate wild polio virus. In addition, data on coverage
of the population with basic water supply and sanitation
services is available in most of the countries, although
with problems of consistency, continuity, and accuracy.
Reliable information, however, on nutritional status,
low birthweight, coverage with basic health care and
maternal and child health services, family planning, and
expenditures on health and local care is not generally
available. The data on referrals and back-referrals,
mental and physical disabilities, oral health, and
morbidity are practically nonexistent in most of the
countries. Resources for neglected groups have been
identified and obtained, however, a lack of focus and
transparency of the projects have been a critical factor
and a major obstacle for studying their impact.

As a consequence of the 1980 decade economic crisis,
the countries have had to adopt economic policies of
adjustment or reactivation that are characterized by a
marked reduction in public spending for so-called
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non-productive activities such as health and education.
Application of these measures has led to a reduction or
stagnation in the amount of resources available for
developing and operating the health services. This can
be seen in the limitations on capital investment for basic
sanitation and for the replacement, maintenance, and
conservation of equipment and the physical plant. In
addition, the situation affected the capacity to maintain
an adequate level of recurrent expenditures, which
impeded normal program operations for dealing with
prevalent problems and restricted administrative
development and personnel training in the sector.

The economic crisis adversely affected the well-being
of vast sectors of the population. At present, nearly a
third of the population is below the absolute poverty
level. This poverty is distributed unequally within the
individual countries, contributing to the increased
disparities observed in the Region. Of the 423 million
inhabitants of Latin America and the Caribbean, some
130 million do not currently have permanent access to
basic health services. Moreover, estimates of population
growth indicate that during the period 1990-2000 there
will be an additional 110 million inhabitants for whom
adequate health care must be ensured. This represents
the most important challenge for the health systems in
the countries of the Region. It means that the
services--which for the most part have so far been
unable to serve the entire population with equity,
effectiveness, and efficiency--will have to be
reorganized and reoriented, not only in order to maintain
their operations but also to close the current gap and
respond to the health care needs of the new population.

The national health policies and strategies in all the
countries and of the Region are verbally coherent and
consistent with the strategy of PHC and HFA/2000. The
adaptation of these policies and strategies has been
curtailed by the limits on financial, material and human
resources, and in some countries by political and social
instability. Health development in the Region is directed
toward achieving greater efficiency in the use of
available resources through restructuring the health
systems--a process that includes decentralization,
strengthening of local health systems, administrative
reform, mobilization of local resources, and inter
institutional and intersectoral coordination. However, in
many countries of Latin America and the Caribbean,
long-term comprehensive strategies for the
development of health and the socioeconomic situation
as a whole are seen to be weak or entirely lacking, which
makes it difficult to maintain the rate of improvement
observed in the last 30 years.

Improved coordination between the institutions that
make up the health sector in the countries of the Region
is a goal shared by all. However, with few exceptions,
this is reported to still be an incipient process,
particularly with regard to coordination of the services

provided by social security institutions and the
Ministries of Health. , :

Practically all the national sectors that participate in
the overall development process have a direct or indirect
impact on the health status of the population. Diverse
institutional mechanisms have been established to
ensure that the goals and activities of the various
development sectors are coherent and mutually
supportive, both in relation to overall development
policy and between themselves. One of the goals in the
effort to develop local health systems under a
decentralized management scheme has been to
encourage and facilitate the creation of operational
mechanisms for joint programming and coordination
among sectors at the local level. Other measures
undertaken to improve this aspect of the PHC strategy
range from the formulation of constitutional mandates
for coordination among sectors to the formal
participation of health sector authorities 'in the
administration of other institutions linked to health.

The need to support and promote community
participation as an essential component of the PHC
strategy has been manifested as stated policy by all the
countries of the Region. In most cases the community
is involved in specific aspects of carrying out activities
at the local level, especially through the mechanism of
health collaborators or volunteers or by providing labor
and funds for small local infrastructure projects.
Community organizations participated in the
formulation, execution, and evaluation of policies and
programs at the national level; and some Ministries of
Health created programs, offices, or departments
responsible for promoting, coordinating, and
standardizing community participation in health
programs.

The sector's institutional, organic, and functional
framework was reviewed and modified with a view to
opening the way for new management designs. The
normative, regulatory, and controlling role of central
levels in the Ministries or Secretariat Lf Hhasa .
strengthened, and the executive functions and
responsibilities of the peripheral arms of these
institutions, or others involved in the delivery of
services, were increased. There has been some success
in defining the responsibilities and the scope of action
of the different institutions that make up the sector as a
step preceding greater coordination and eventual
intrasectoral integration.

Steps were taken to formulate and implement
instruments and legal standards for the decentralized
management of the health sector and of other public
services. Many Ministries of Health in the Region
modified their technical and policy-making and
administrative structures in accordance with the goal of
decentralizing and facilitating the process of conducting
and managing priority programs.
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A health manpower plan for meeting needs under the
PHC strategy was seldom found, and little progress was
achieved in improving equity in the distribution of
human resources, and even deterioration in equity was
reported. The principal reasons cited to account for this
situation are the economic crisis, the restriction of
financial resources, and the resistance of health
personnel to being located in less developed areas.
Programs for the training of professional and
middle-level health personnel were instituted or
strengthened, using an approach that integrates teaching
and service. Curriculum revisions in professional
training programs were carried out in order to
incorporate more elements of public health and the PHC
strategy.

A national policy for selecting and using health
technology is almost inexistent. In general, coordination
of the selection and use of health technology is only
weakly developed. No explicit guidelines exist with
regard to the identification and formulation of national
policies on health research. The orientations that have
been defined correspond to priorities derived from the
epidemiological profile and the level of development of
the health services. Several factors are impeding the
effective preparation and application of policy on
research and technology in the health field, such as the
scarcity of financial resources, the lack of sufficient
research personnel and of infrastructure, the weakness
of mechanisms of inter institutional coordination, and
the limited political will for promoting research as a
development tool. The gap that is emerging between
Latin America and the Caribbean, on the one hand, and
the rest of the world (with the exception of Africa), on
the other, with respect to the importance assigned and
the resources being allocated for research and
technology development is a critical negative element
as far as the outlook for the future is concerned.

In terms of the trends observed in the Region
regarding coverage of the population by components of
fdxhiii PHC satWy-atd*the-overall health situation, the
following stand out:

Water and sanitation: moderate increase in
coverage, from 72% of population covered with
water in 1973 to 78% in 1988. There are major
problems of access and quality, especially at the
urban level, creating situations of serious risk, as
witnessed by the cholera epidemic;

. Increased vaccination coverage of polio, DPT
(diphtheria, pertussis and tetanus), and measles.
For Latin America and the Caribbean levels of
coverage in 1990 were 87% for polio, 76% for DPT
and 77% for measles.

. Available information does not permit any firm
conclusions on care provided for pregnant women,
deliveries, and nursing infants, since only isolated
and partial figures are available in most of the
countries. In a majority of them the coverage is far
from satisfactory, and for some countries the most
recent data show a reduction in coverage. There are
some coverage rates for pregnancy and delivery
below 50%.

* Life expectancy at birth from 1950-1955 to
1970-1975 increased 2.4 years in Latin America
and 2.7 years in the non-Latin Caribbean, and from
1970-1975 to 1985-1990 increased 1.8 years for
both sub regions. The global fertility rate decreased
from 4.0 children per woman in 1980-1985 to 3.6
in 1985-1990.

* A few regular systems of nutritional surveillance
and isolated data from surveys and special studies,
reveal the persistence of high levels of under
nutrition in children, as well as low birthweight, in
the Region. Ten of 18 countries that reported birth
weight notified rates equal to or higher than 10%
live born with weight less than 2,500 grams.

There must be concerted efforts over the next few
years to establish and strengthen not only the
mechanisms for monitoring and follow-up of the PHC
and HFA/2000 strategy in the Region of the Americas
but also the availability, coverage, and quality of the
information. The current emphasis on the development
of managerial and administrative schemes that are
conducive to greater equity and efficiency in the
utilization of resources should, in turn, stimulate
consideration of the need to formulate and
operationalize an information database for this purpose.
Although some progress has been made, much remains
to be done in the Region in this area.

(Source: Health Situation and Trend Assessment Program,
PAHO.)
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