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INTRODUCTION

The Ten-Year Health Plan for the Americas formulated by the Third Special Meeting
of Ministers of Health held in Santiago, Chile, in October 1972, is the culmination of a
series of coordination efforts by the countries of the Region to improve the health
conditions of their people, which were directed toward development of health in the
Hemisphere as a whole.

The Ten-Year Plan has a comprehensiveness of approach that is present throughout
all its proposals, which cover practically all areas of major importance in the health
field. Within the sphere of application of the Plan, they are organ'i.zed in such a way as
to recognize similarities and acknowledge differences both in the nature of the problems
facing the countries and in the approaches taken by the national health systems to solve
them. . . ‘

The effort.s of the countries in formulating the Ten-Year Plan are being comtinued
through their agreed actions for implementation. The first step was to formalize the Plan
by making it part of t.he policy of the Pan American Health Organization in Resolution XIII
of the Directing Cc;uncil at its XXI Meeting. The countries then began to implementi the
recommendations contained in the Plan. Its initial proposal was to draw up or adjust
national health policies; a number of countries found that.the "Guide for the Analysis of
Inclusion of the Goals of the Ten~Year Health Plan for the Americas in National Health
Poli‘cies:', prepared by the Secretariat of the Organization, was o‘f use to them in this
endeavor. In addition to formulating and adjusting their national policies, some
countries adopted or adapted the goal of the Ten-Year Plan to express their own objectives
and goals, and in certain cases, formulated and planned nationai strategies for attaining
them, both in wedium-term action and short-term programming. l‘h; Directing Council of the
Pan Ame;-ican Health Organization at its XXI Meeting was concerned over the progress of the
Ten-Year Plan and the way in which its proposals, objectives and goals were being met over
time, and so stated in Resolution XITI, whereby the Director of the Office was asked to
convene a Wotking Group to '"design an Evaluation System that could be adapted to.
conditions in the countries and that would be sufficiently flexible to provide comparable
results that would' in turn enable an evaluation to be made of the achievements of the
decade." 1In accordance with this mandate, the Director convened a Working Group on
Evaluation of the Ten-Year Plan; it met in Washington _in June 1973 and prepared a report
with the guidelines needed to set up a regional~level gvaluation syétem. It also included

suggestions to the countries as to how to organize their own evaluation systems.
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Following the guidelines of the Directing Council of the Organization and of the
Working Group, a methodology was designed to evaluate the Ten-Year Health Plan at three
particular points: the first to be done in 1974, in order to determine the status of each
of the areas of vthe Plan when it went into effect; a mid-~-point evaluation to be done in
1977, the purpose of which would be to assess the progress of the actipns agreed on for
carrying out the Plan; and a third and final evaluation, to be completed in 1981.

The purpose of the evaluation .scheme was to assess the extent to which the Ten-Year
Plan had been carried out on an aggregate regional level, to offer explanations for any
changes it was felt advisable to make, and to lay the fout;dations for drawing up new
hemisphere-wide strategies. Account was taken of the Working Group's recommendation that
the scheme be designed to help each country evaluate how its own goals, programs and
strategies were being carried out, and to obtain inform‘tion for comparisons and
evaluations of the achievements at the hemispheric level during the 19v71:-1980 period. 1In
other words, the evaluation would lead to an assessment of the efforts of each country to
carry out its national -goals set with:’u} the general frame of reference of th.e Ten-Year
Plan.

The initial evaluation?étoposed for 1974 was completed only at the begioning of
1976, with information from 22:;countries repregenting 92% of the Region's p.opulation.‘ The
findings of this initial evaluation were submitted for comsideration at the XXIV Meeting
of the Directing Council of PAHO held in Mexico City (27 September-7 October 1976),
Resolution XXVIII of which 8uggested that the final evaluation of the Ten-Year Health Plan
be done in 1980. This recommendation was made because the information received for the
initial evaluation had been gathered in 1975, despite every precaution to see that the
information _referred to the prevalent situation in 1971. Many countries referred to more
recent situatic_ms, and tended to portray the conditions prevailing in 1974 or even in
1975, either because the 1971 information did not exist, or because_ they wanted to show a .
better quality of informf;ion'. ‘Thus, although this was not the intent, the initial
evaluation showed not only the trends and orientations the countries had adopted within
the framework of the Ten-Year Plan, but also their status at the timé when the midpoint
evaluation ought to have been made. In view of the fact that the.‘t_:ime-frame of the
initial evaluation had changed, to the point where the midpoint evaluation proposed would
be of 1little additional benefit, the Directing Council decided that it would be
eliminated, and recommended moving on to the final evaluation in 1980.

The present document shows the findings of the final evalual:-iqn of the Ten~Year

Health Plan for the Americas. This evaluation was based on information provided by 25
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countries of the Region, representing almost 98% of its population. Nineteen countries
participated in both the initial and the final evaluations, three in the firast evaluation
only, and six in only the final. Only one country of the Region did not take part in
either of the evaluations (as well as the territories of France, the Netherlands and the

United Kingdom).
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EXTENT AND LIMITATIONS OF THE FINAL EVALﬁATiON

The. central events in an evaluation proces.a are the comparison between the subject
being evaluated and its frame of reference, and the judgment on the findings of the
comparison. To do this, it is essential to have a cléar definition both of the subject
being evaluated and of the frame of reference. Both were specified by the.Working Group
on Evaluation of the Ten-Year Plan, which defined the purpose of the final evaluation as
determining the extent to which the goals of the Ten-Year Health Plan had been attained at
the regionalllevel, to be based on an assessment of the degree to which national_ goals set
‘ by each country within the framework of the Plan had been attained. |

The Ten-Year Plan has goals and recommendations for develdping and perfecting
practically all Aspects of the infrastructure and operations ‘of the Health services
systems in the countries, and of the level and structure of health .of the population of
the Region. For this reason, the amount of information requested of the countries for the
evaluation of the Plan was necessarily very large, but it was reduced to the essential
minimm by systematic effort. The information received from the countries has been
condensed, described and analyzed in the present document.

The concepts examined are generai in nature, and this is reflected in the use of
qualitative indicators, except, of course, for the Plan's quantitative goals. Since the
intention was not to aséess the status of the health sector in any particular country, but
rather in the Region as a whole with respect to each of the afeés, and given the aggregate
type of apalysis- inténded, it is necessary to have thi.s bgeneralized type of aéproach,
because of the limitations j.mposed by the situations such as the follwing:

a) The same concept often has different meanings, depending on the country. These
differences in national definitions--definitions that do not always even exist--mean that
the aggregate boundat;ies that might be adopted for analysis must be very broad. Since
many countries had adapted the goals of the Ten-Year Plan to their national policies, it
was recommended that those who had been responsible for adapting tﬁem aiso be responsible
for gathering the information asked for on the evaluation forms, so that the answers would
fall within tﬂe same frame of reference for purposes of comparison. However, this could
not be done in most casesl, and hence there are still areas that are not strictly
comparable, whether within a single country over time, or between countries at the same
time.

b) Most of the concepts that were around when work on the Ten-Year Health Plan for
the Americas was initiated, continue in force. Hoéever‘. as -the overall gqal of "Health

for All by the Year 2000" and the global strategies of primary care, the multisectorial
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approach, technical cooperation among developing countries, and others adopted by the
countries of the Region took shape, it became necessary for the countries and the Region
as a whole to direct their action toward utudy‘ and adoption of national and regional
strategies for attaining the overall goal of "Health for All by the Year 2000." Thus, a
number of ideas were reconsidered, some were better defined and, in general, ideas
evolved. This relegated some aspects that had been very significant at the start of the
Ten-Year Health Plan to second place, while attention came to be centered on a number of
other ideas, which have now become prevalent. The result of this change and evolution of
ideas is that the homogeneity of ideas that is now appearing makes it slightly difficult
to do the evaluation in the terms proposed in 1972.

c) Some of the ideas in the proposals of the Ten-Year Plan are not applicable to
some countries. In some instances, they had to make an effort to interpret and substitute
in order to give their replies, which of course are not comparable té the replies from the
remaining countries.

d) The responses to some aspects of the evaluation have all the variety and
subjectivity of those responsible for filling out the questionnaire. In some cases, the
replies are almost opinions or value judgments, and should be treated as such. In other
cases--fortunately, not many--the replies reflect wishful thinking rather than concrete
realities.

e) The evaluation of the national information systems shows that major progress
has been made in this area. However, while it is true that the systems are in the process
of becoﬁing better organized, it is also true that the information itself continues to be
inadequate. .This can be seen from the way in which the countries sometimes do not reply
to some items, and from the fact that in other cases, the information reported is not
consister;t with the information collected in the same countries for other purposes.
Following the primnciples used for the initial evaluation, it was decided that, since the
information was already available in answers from the countries themselves to other types
of requests, there would be ‘no insigtence on correcting or confirming the data on the
evaluation forms. An attempt was made to report in the tables, the information just as it
was provided by the countries, except in cases of obvious typographical errors that wmight
have slipped in and which were corrected. On some quantitative points, the information
from the questionnaire was also confirmed by comparing it with information supplied for
other purposes that was available in the official files of the Organization.

Finally, when it became necessary for the countries and the Region as a whole to

work toward study and adoption of national and regional strategies for attaining the

[ 3
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overall goal of "Health for All by the Year 2000," the Executive Committee of the
Organization, at its 82nd Meeting (June 1979), adopted Resolution XIX, which asked the
countries and the Organization to bring together in a single process a whole series of
actions designed to analyze and formulate national strategies to attain the goal of
"Health for All by the Year 2000." This would serve to prepare the contribution by the
Region of the Americas to the Seventh Work Program of the World Health Organization and to
evaluate the Ten~Year Health Plan for the Americas, which is to be reference material for
the countries to make their national proposals for regional strategies within the
framework of '"Health for All by the Year 2000", in the light of events during the last
decade. These regional strategies will in turn be a part of the global strategies that
'will be adopted by the World Health Organization in 1981.

In the tables given below as a summary of the evaluation of each area covered by
the Ten-Year Health Plan, it will be noted that an attempt was made to retain, as far as
possible, the same principles, ideas and indicators as were used in the initial evaluation
of the Plan. For this reason, few changes were made to the forms used for this purpose in
1974, and some of the changes are merely stylistic. It should be recalled that the
concepts used are general in nature, and that numerical indices .are used sparingly,
unless, as stated earlier, the goals of the Ten-Year Plan were stated in that form.
However, certain critical areas of the Ten~Year Plan required special treatment, because
of their particular importance in formulating new regional strategies. This is the case
with the area of extension of coverage, where the initial evaluation provided no
information over and above that available at the beginning of the decade. This was due to
the fact that the terms in which the concept was couched in the Ten-Year Plan were not
exactly the most adequate, and to the changes that occurred in the idea itself over time.
For this reason, research on and analysis of coveragev andvof the health services systems
do not appear in the same form as in the initial evaluation, but rather were the object of
special survey, which did not yield the anticipated response. However, the results are
included in the final part of the evaluation, reporting the information forwarded by the

countries themselves and including analysis of information available from other sources.
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GENERAL RESULTS

A breakdown of the replies of twenty-five countries of the Region to the evaluation
forms, yields the following findings with regard to some of the areas given particular
emphasis in the recommendations of the Ten-fear Plan: . . '

1. Major changes have occurred in the consideration of the countries' health
policies. 1Two years after the Ten~Year Plan was drawn up, more than two-thirds of the
countries said that .they had already defined their policies, while the other third was
still in the process of defipition. At the end of the decade, there is practically no
country that has not drawn up its nationai health policy clearly specify‘ing the obje(.:tives
and the structural changes ‘to develop the sector in a manner consistent with the economic
and social development of the country. in most cases, the policies set are compatible
with the recommendations of the Ten-Year Plan, and are currently being adjusted to take in
national strategies for attaining t:};e goal of ."Health for All by the Year 2000." The
countries' progress 1in defining their health policies was analyzed in depth in the
document entitled "Evolution of the Health Sector in the Seventies and Strategies for
Achieving Health for All by the ‘llear 2000."

2. For- the most part, the countries took the goals of the Ten-Year Plan as a
reference point for their own study and setting of national goals im various areas. Some
of the goals were such that had all the countries attained them, fulfillment of the
regional goal would have been guaranteed. On the other hand, other ﬁational goals adopted
at the beginning showed that, even if they were attained, they would not be enough to meet
the regiona] goals. In many circumstances, those countries. that had set their national
goals in 1974 discarded them over fime, and reported different goals in the final
evaluation. 'In most cases, the information reported in the initial evaluation was not
taken into account for the final evaluation. This is nothing more than an example of the
inadequacies of the information and filing systems. As a result, the goals reported in
the initial evaluation often could not be used for comparison with the achievements of the
decade.

An increase in life expectancy at birth was an overall goal established in the
Ten-Year Health Plan. Since the value of this indicator depends. almost entirely om the
level and structure of mortality, the factors that affect it cannot be confined to the
health sector; rather, they are very closely related to overall economic. and social
conditions. During the decade, all the countries have raised their life expectancy at
birth, but to very differing levels. However, on the average,. it may be considered that

the goal of the Ten-Year Health Plan was nearly attained in the Region as a whole, with
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considerable progress in countries in the Central American isthmus, moderate progress in
the countries of the Andean Area, Mexico and the Caribbean, and less im the countries of
the Southern Cone and in Brazil.

Control of communicable diseases is an area to which the '.l‘en-Yéar Plan gave high
priority, particularly as regards control of diseases for which vaccination techniques are
available. The first evaluation of the Ten-Year Plan mentioned that the extent of the
goals the countries had established was such that, even if they were met, it would not be
sufficient to échieve the regional goal that had been set. 4nd in fact, the goal was
attained for only a few diseases. Of course, smallpox was eradicated in 1971, and has not
reappeared. The Region is very close to attaining the Ten-Year Plan goal of reducing
deaths from measles. There has been an appreciable decline in deaths from whooping cough,
and the regional goal may have on the average been attained; however, some countries
continue to have high rates of mortality from these diseases. Deaths from tetanus have
been reduced somewhat, but the regional goal has not been attained. The reduction in the
incidence of diphtheria and poliomyelitis that was set as a goal has been attaineé, and
even greater reductions are anticipated as the expanded immunization programs begin to
operate more efficiently after their initiation two years ago.

The decline in tuberculosis as a major problem in mortality and morbidity has
continued, but the goals proposed in the Ten-Year Health Plan for the Americas have not
been attained in most of the countries or in the Region as a whole.

Enteric diseases continue to be one of the most important causes of mortality and
morbidity in Latin America and the Caribbean. Mortality affects chiefly children under
five, and the rate is still very hi‘gh. The regional goal, set at 50% for the decade, has
not been attained, due minlf to the difficulties in further expanding environmental
health programs and in extending the coverage of medical care services.

Venereal diseases are a major problem, and appear to be growing more serious.
Leprosy is still a significant problem in several countries of the Region, although the
information supplied by them does not enable us to determine whether there has been a
decline in the incidence and prevalence. It Buggests rather that the control programs
have experienced their ups and downs during the period.

Yellow fever occurred only as jungle yellow fever, but over the decade, the annual
average of cases increased by 25% over the previous ten years. This deterioration is
becoming more serious and more complex because of the reinfestation of several countries
by Aedes aegypti, changes in the habits of mosquitoes traditionally thought to be jungle
mosquitoes, the resistance acquired by the vector, and the increase in the population at

risk.

®
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Mala;'ia again became a problem of major proportions in the middle of the decade.
Not only were the goals of the Ten-Year not met, but there was also a net deterioration
that caused serious concern in a number of countries in the last two years of the decade.

The nutrition and food situation in general did not change substantially over the
decade, and the nutritional deficiencies that the countries focused on in the Ten-Year
Plan are still prevalent. The information available is too inadequate to reach any
definitive cqnclusions; but, nonetheless, there are indications of a drop in the severity
of protein-calorie malnutrition. Progress is known to have been made in food production
in a number of countries, although not on the scale necessary to meet the demand of a
growing population. In other countries., on the other hand, food production fell off. In.
any event, it is evident that the goals of the Ten-Year Health Plan for the Americas were
not met as a general rule, despite the interest aroused in the problem of malnutrition in
most of the countries.

The provision of drinking water and waste disposal services is one aspect of
environmental health that received particular attention in the Ten-Year Plan. The Plan's
goals for supplying urban populations with drinking water were adopted by vmost of the
countries. However, they did not manage to attain them, or for that matter, the regional
goal, due in part to the fact that, in addition to the hatur.al demand created by the
growth of the urban population, there were financial and other restrictions in the
institutions, and in certain case;, a lack of investment capacity in some countries. The
countries of La'tin America and the Caribbean managed to provide only less than 40% of
their rural populations with drinking water services during the decadé, and thus, this
goal of the Ten-Year Plan was not met either, although there was laudable progress.

The national goals to provide the urban population with sewerage services, attained
or exceeded the regional goal of 70% in only two out of every five countries. It was for
this reason that the first evaluation of the Ten-Year Plan had estimated that the regional
goal could not be attained; and indeed it was not, since wmost of the countries were behind
in their national goals. Estimtes are that in 1980, only 50% of the urban population of
Latin America and the Caribbean has access to sewerage services. The goal of providing
solid waste disposal services to 50% of the rural population of the Region was also ﬁot
met; in this case too, as noted in the first evaluation of the Ten-Year Plan, national
goals were such that even if they. had been attained, the regional goal would not have bgen
met. The figures in fact show that only seven of the fourteen countries of latin America
and the Caribbean have exceeded the figure of 50X coverage with this type of service for

their rural populations.
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3. Extending the coverage of health services to the population having few or no
services was the central goal of the Ten-Year Plan, and probably the most significant and
important one. Almost all the countries proposed extending coverage, although with
differing approaches, which was understandable in the light of the different national
policies that had‘gone into making each of their health systems. In general, the coverage
could be extended by expanding the so-called basic health services with comprehensive
minimal services, organized according to the size of the population groups and their
concentration or dispersion. The information available at the beginning of the decade led

one to understand that people living in towns of 20,000 or more inhabitants had an almost

100% coverage of health services; that people in towns of 2,000 to 20,000 inhabitants were

90%Z covered, and that people living in localities with less than 2,000 inhabitants‘had
barely a 20Z coverage of minimal health services. Attention was immediately ‘focused on
how to provide better .service to the latter. Most of the countries thus stressed
organizing the health services system by expanding the number of basic care units and
linking them up by means of a referral system, 80 as to give the entire population access
to a complex level of care if the case so wartmtéd.

As mentioned in the initial evaluation, the information provided by the countries
was not sufficient to supplement_ the data already available on the coverage situation. In

fact, from the information the countries provided at that time, it was not possible to

determine exactly what levels of coverage were being obtained. The present evaluation

still suffers from the problem of a shortage of information from the countries, and
further, from the fact that the countries' health services systems are involved in a major
process of change, in adapting to a political and social dynamic, and in overcoming
serious financial restrictions. Furthermore, the definition of coverage is not the same
in the various countries, and it depends considerably on the levels to which the health
services systems are developed. It is therefore not possible to find valid indicators for
the status of coverage, although it 1is obvious that whatever the definition, the
availability of resources for care is an indicator that could be of some use. In this
sense, the information obtained for the present evaluation shows that in thirteen
countries for which data exists for both 1971 and 1978, basic ‘care units increased by
61.4% (from 6,532 to 10,543). If this type of growth occurred in all the countries for
vhich information is not available, it 1s clear that coverage ‘must have increased, at
least for the people for whom the new care units were established. 1In general, these
basic care units were set up in towns of between 2,000 and 5,000 inhabitants, and were

intended primarily to serve the rural population.
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The number of beds for hospital and general care rosé by only 12.3% in the 16.
countries for which information is available for both 1971 and 1978. This increase is not
exactly large, and could mean an increase in coverage only to the extent that the bed-use
index has risen substantially.

In summary, it is felt that the countries have made very significant efforts to
extend the coverage of their health services and that, to judge from the in_forrnation from
a few countries, the increase in coverage was achieved mainly in some population groups
for which there are higher rates of care per inhabitant than at the beginning of the
decade. It was not possible to attain the goal of the Ten-Year Health Plan in its
entirety, however, although some very significant advances and adap;afions can be seen in
the health services systems that could lead to rapid development in th'e‘coming years.

4, The Ten-Year Plan recognized that if the regional propoaals. were to be carried
out, it was essential that each country establish and develop a health system that was
suited to its own characteristics, in terms of sectorial policy. Undoubtedly, most of the
countries have been making an effort to organize their systems in terms of the central
goal of extending coverage; a number of aspects of the present systems are being studied;
in most cases, a certain similarity is detected in the idea of a system organized into
various levels of complexity along a scale; greater attention is being given to training
and employing non-traditional health personnel; ways are being explored of having more
active coﬁmity participation in the system; the use of more appropriate technologies is
being researched and encouraged; and, within different conceptual frameworks in almost all
the countries, importance is being given to organizing new health services systems and to
exploring and using new sources of financing for the purposes of expanding the services.

5. The area of human resources continued to be a critical area for the health
services during the decade. The rate of training was relatively slow, particularly for
non-medical personnel, aﬁd it was not tailored to the needs of the national goals on
extended coverage. Thebre is a marked shortage of nursing personnel, and particularly of
personnel to deal with all the less complex services for direct care. The needed
coordination between personnel training institutions and user institutions has not yet
been achieved; the universities are still on the margins of human resources planning; and,
the Ministries of Health have little influence on the universities' human.resources
training programs.

As regards physical resources, there is still a severe shortage‘ of facilities at
all levels of complexity; in a large number of countries, the installed capacity is

deteriorating because of poor maintenance. The number of general care beds did not even
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keep pace with the growth of the population, and added to this are the increasing needs of
the extended coverage, which will require a high level of investment and operating
expenditures. For this reason, the countries are involved in studying new sources of
financing, and are having increasingly frequent recourse to external financing. The
countries are also exploring other internal forms of financing, in which the role that
social gecurity institutions might play has prime importance;

6. The responses received for the various areas of the evaluation show that the
countries still have difficulties in obtaining and providing information. In general, the
ﬁealth information systems are poorly organized, although in recent years, it has been
noted that most of the countries have a particular interest in working to develop them and
to find and use methods for programming, monitoring and evaluating their activities from a
managerial standpoint, with a view to achieving greater efficiency in the use of their
resources.

Having presented these general observations, the néxt chapter contains the findings
of the final evaluation of the Ten-Year Health Plan for the Americas on specific areas

established in the Plan.

@
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GENERAL GOAL: LIFE EXPECTANCY AT BIRTH

Latest estimate
: Rational Goal
1970 » "1980
Year Both sexes Males Females
Argentina 68.2 75-80 69
Bahamas __66.7 70 970 66, ] 64 69.3
Barbados 68.3 73 979 - 69.8 . 67.2 72.5
Bolivia . -
Brazil 59.4 65 1970 59.4 57.6 61,1
Canada
Chile 62,58 64. 4 1976-80 N 61.3 7.6
Colombia 58.6 63. 6 1975 2,2 60.7 63.9
Costa Rica 68. 1. 1977 2, 70.8 75
Cuba 70. 71,86 1978 71.8 - 70.2 73.5
Ecuador 58. 62,95 1974-79 80.5 59.1 61.8
El Salvador 59 _60.5 1978 69,3 sae
United States 70,9 73.1 1977 13.2 69,3 77.1
Guatemala 51.5 54,9 1973 s2, 52,7 53.6
Guyana . 69,1 6§c 1970 69, 66,7 J1.6
Haied 46,0 53 1971 47.8 46.7 47.5
Honduras 54,1 57,1 1980 57, 53,4 58.9
Jamaica 65,5 69¢ 1970 1 66.7 70.2
Mexico 61¢ &7 1975 5, L 62.9 67.8
Panama 65,8 69,7 1978 9,7 ves
Paraguay | 60,1 63.6 1975 1.9 o eee oo
Peru 53,7 58,6 11979 58,2 56,1 60.2
Dominican Rep. 57.1 61,2 1975-80 61,2 59,6 62, .
Suriname 65,5 - 1971 67. 65.5 68, )
Uruguay 68,49 197476 6 € 72. 4
Venezuela 66.6 : 70.2 1978 68.8 66,3 ] 71.6
Trinidad & Tobago __66 68 ‘ 1975 62.5 _ 65,4 69,17

a/ Period 1970-1975. b/ National goal for 1980-1984. ¢/ Source: "Evaluation of the Ten-Year Health Plan for
the Americas, 1971-1980." d/ Estimate for the period 1963-1964. .

GENERAL GOAL: LIFE EXPECTANCY AT BIRTH

REGIONAL GOAL: To attain during the decade an increase of five years in those countries where life expectancy at birth at the
beginning of the period was under 65 years and an increase of two years in those countries where it was between 65
and 69 years. '

According to the latest estimate by the United Nations Population Division, latin America increased its life expectancy at
birth between 1965-1970 and 1975-1980 from 60 to 63.6 years. The greatest increase in this period was achieved in the countries
of the Central American Isthmus, which taken together added 5.4 years to their life expectancy at birth, raising it from 53.9 to
59.3 years, hence exceeding the average goal of five years set for the Region by the Ten~Year Plan. Another area where there was
a noteworthy increase was the Andean Area, which as a whole added 4.4 years to the 1965-1970 figure. The Southern Cone Countries,
which as a group showed a life expectancy at birth of 65.5 years in 1965-1970, added a further 2.4 years in the ten years follow-
ing, thus exceeding the two-year goal set by the Ten-Year Plan for their category. Mexico increased its life expectancy at birth
by 4.5 years over the same period, while Brazil only achieved an increase of 3.9 years. In Caribbean Latin America, Cuba and
Puerto Rico, which already had high figures in 1965-1970, increased them by less than two years, while Haiti and the Dominican
Republic, on the other hand, with figures of 47.7 and 55.4 years, respectively, in 1965-1970, added 4.5 and 4.8 years in the ten
years thereafter, thus coming very close to the Ten-Year Plan goal. The Caribbean countries and territories, which averaged 66.7
years in 1965-1970, amply exceeded the Ten-Year Plan goal by achieving an sverage of 69.9 years in the last half of the decade.
Finally, ‘North America, which had a life expectancy at birth of 60.0 years in 1965-1970, was only able to add an average of 1.1
years to reach 61.7 years in 1975-1980.

SUMMARY: The Region as a whole has come very close to achieving the goal of the Ten-Year Health Plan, with considerable
progress in the isthmian countries of Ceritral America; moderate advances in the Andean countries, Mexico and the Latin American
Caribbean; less marked increases in the Southern Cone countries and Brazil; and improvements, as anticipated, in the Carcibbean
countries. The countries of North America, too, where life expectancy at birth was already high at the start of the decade, were
also able to add rather more than one year to the 1965-1970 figure. . .
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I, SERVICES TG INDIVIDUALS

A. COMMUNICABLE DISEASES

1. Swmallpox 2. Measles
Priority 1.1 Num- | Priority 2.2 Percentage of
assigned to | per of assigned to 2.1 D“th'ip“ 100,000 children under 5 years
the problem | cases the_prob iohabitants vaccinated
' ational| [ﬁational
High AVer [1ou | 1971 jHigh Aver 1ow-] 1971 1978 goal | 1971 | 1978 goal
age age l9§_9_____1
Argentina x x 6.3 2.6 9 1 80
Bahamas £ 0.5 P 30.2 50
Barbados x 0 ¢ 0 9 1 o -] 29 50
Bolivia i 22 ¢ 5 ¢ 3 ¢
Brazil - -1 - 19 - - -1 93 e 42.2 * 80
Canada 0.1 ¢ 09 g ¢
Chile - -1 - - - - 6.3 0,5 73t 91,2 L [
Colombia X b4 11.5 4,5 - 35.2 0
Costa Rica - =4~ x 4,7 . 0 60 18 80
Cuba b4 0.5 o3 0.2 1<80 <80
Ecuador X x 49 25.6 8] 15 0 £
El Salvador - x 9.8 X 1 4.3 69.2 T 80
United States x 0 B0 61 62.8 90
Cuatemala - - | = - - - 1105.6 28.1 2.4 60.8 80
Guyana ’ - -1 - - - - - 0.4 0.5 3 ©
Haiti - -] - - - - 0,
Honduras X x 1€ 7. 4,5 0.01 19.8 3[ 100
Jamaica - - | - - - - - 1.4 - - p
Mexico X x 17.6 © 0.6J] 0.8 45¢1 17.13 80
Panama - - | - - - - 1 20.¢ 0.9 4.1 %1 20 80
Paraguay X x 26.2 2,2 .1 0 3.5 80
Peru X 6.4 - .7 16 19.2 80
Dominican Rep. - - - x 3.5 2 2 .6 14.8 k
Suriname x : 0.7
Uruguay - -1 - - - - - 0.2 0.2 0.1 4 65 80
Venezuela x x .5 2.4 1.5-2] 22 ] 51 1 50
Trinidad & Tobago x 0 x 0.2 [ [33 - - -

a/ 1977 figure. b/ 1972, source: Health Conditions in the Americas, 1969-1972, PAHO/WHO Sciemt, Publ. No.
287. c/ Source: "Evaluation of the Ten-Year Health Plan for the Anericas, 1971 1980." d/ Annual mrtaln:y
rates reported by the countries to PAHO/WHO, proviaional figures. e/ In 21 state capitals, as recorded in
the Evaluation of the Ten-Year Plan. £/ Infants under 1 year. g/ A total of 119,929 children vaccinated
in 1978 and 180,560 as goal for 1980. h/ Provisional figure, based on a 10X sample. i/ 1976 figure.

i/ 1975 figure. k/ 100% of infants under 1 year and 40% of children 1-4 years. 1/ Children between 9 and
35 montha (8.03% of the country's population).

1. SMALLPOX
REGIONAL GOAL: Maintenance of eradication.

The program to eradicate smallpox in the Americas was begun in 1967. Between 1967 and 1971, 18,106 cases were recorded,
almost all of them in Brazil. After April 1971, despite and intensive search, no further new cases were found and eradication was
certified for the Region in 1973.

The regional goal and that adopted by all the countries of the Region was to maintain smallpox eradicated throughout the
decade.

This goal has of course been achieved, as smallpox has been declared eradicated worldwide.

2. MEASLES

REGIONAL GOAL: To reduce the rate of mortality due to measles to not more than 1 per 100,000 inhabitants. To vaccinate 80% of
the children under five years of age and to maintain this proportion each year.

The estimates available for 1971 place mortality from measles at 0.0 per 100,000 inhabitants for North America, 16.8 per
100,000 for Middle America and 12.5 per 100,000 for South America. The morbidity notified in that year, with considerable under-
reporting very likely, suggests estimates of 36.3, 82.7 and 92.6 cases per 100,000, respectively, for the same subregions.

As the figures for 1971 show, at the beginning of the decade mortality from measles ranged between 0 and 105.6 per 100,000
inhabitants for the 24 countries for which data are available; seven of these countries had case numbers below the Ten-Year Health
Plan goal for 1980, the average being 6.4 deaths per 100,000 inhabitants. In the upper quartil there are six countries with high
measles mortality rates of 16 an over deaths per 100,000 inhabitants. By around 1978, ten out of 19 countries already had measles
mortality rates below 1 per 100,000; the other nine countries had achieved substantial reductions, with only two countries still
having values in excess of 20 per 100,000.

There ‘were also appreciable increases in vaccination of children under five: in 1971 only four countries had more that
50% of their under-five year olds vaccinated against measles, whereas in 1978 eight out of 20 had already exceeded that percentage
and, although the figures are not yet available, it is anticipated that the 1980 percentages will be higher thanks to the Expanded
Program on Immunization now being energetically pursued in most of the countries of the Hemisphere.

SUMMARY: The Region is very close to achieving the Ten-Year Health Plan goal as regards to reducing the number of deaths
from measles and has made significant progress in its vaccination programs, which were given further momentum in the course of
1979 in 1980.
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I. SERVICES TC INDIVIDUALS
A. COMMUNICABLE DISEASES

3.2 Childven under
5 years vaccinated
(parcentage)

to the

1orit / 3.1 Deaths per
asnign; 100,000 inhabitant,
problu

Nat. Nat.
: 0" 1971 1978 soal 19711 / 1978 soal
&3 .

Argentina x 1.1 1.38 1<
Bahamas x - - 69.1 75
Barbados x 0.4 - <1 80 | 80
Bolivia 2.00 1.8 b b
Brazil -|-1- l.h 47.8
Canada 0.0! .0%] 0.0b
Chile ==l 0.7 (0.1 <1 5.8 | 92.4 &
Colombia X 2.9 3.7 €1 47.7 | 28.4 80
Costa Rica x 2.7 0, 0.6 15 89 80
Cuba x 0. 0.2 | 0.1 |>80 |>80 [> 80
Ecuador x| 26,5 13. 7 b
El Salvador x 7.6 3.2 3 40 BZ2.6 E%
United States x 0.0 | 0 0 78.78 688 |90
Guatemala -[-]-155.6 |17.6 [€] 40 82,6 80
Guyana =f=]- 0.32f 1b 45.5% -
Haiti L=t =1- 0.4 4
Honduras 1= 15.9 5.5 2.5 12.6 1 21,1 80
Jamaica 3 ~l=-l=-! 0.3 - 24 36
Mexico 4 x 11,00 | 2,91 1 15b 10.
Panama -{=-1=19 5 1 - 20 ..T ]
Paraguay x 2.3 0.5 1 2.7 6.9] 80 |
Peru x 12.5 5, 10,61 16.5 50
Dominican Rep. i x| 0.1 0.1 0. 33. 8
Suriname 1x B - -8
Uruguay i ol I B 0.2 1.1 0.5 [ [3] ,
Venezuela ; x 1 T <1 18 35.4 1
Trinidad & Tobago X 0,2, 1] - 0 LY

a/ 1977 tigure. b/ Source: "Evaluation of the Ten-Year Health Plan for
Tthe Americas, 1971-1980." ¢/ Data from 20 state capitals. d/ Period
1969-71. e/ 1976 figure. f7 1975 figure. g/ 1977 and 1978, h/ Children
1-4 years old. i/ 1979 figure. j/ 100% of infants under ‘1 and 50% of
children 1-4 years.

3. WHOOPING COUGH

REGIONAL GOALS: To reduce mortality from uhoopmg cough to a rate of 1 per 100,000 1dub1tants. To vaccinate 802 of all children
under 5 years with a complete series of vaccine doses.

The estimates for 1971 place mortality rates from whooping cough at 0.0 per 100,000 ivhabitants for North America, 11.2
per 100,000 for Middle America and 7.9 per 100,000 for South America. The cases recorded by notification in that year give esti-
mated rates of 2.7, 52.9 and 89.2 per 100,000, respectively, for the game subregions.

Ten out of 23 countries had already exceeded the 1980 regional goal by 1971, with rates of 1 death or fewer per 100,000
ichabitants; the median was 1.3 per 100,000 and the six countries in the upper quartile showed rates above 9 per 100,000, with the
highest being 55.6 per 100,000. The situation changed over the first eight years of the decade, but there were still only ten
countries with rates equal to or lower than the regional goal in 1978, The medisn is 1.2 and the countries in the upper quartile
show rates in excess of 3.5 per 100,000 inhabitants. The highest rate observed is 17.6 per 100,000, i.e., a reduction of two-
thirds compared with the highest noted in 1971.

As regards vaccination levels, the data for 1971 show extensive variations. However, by around 1978 the figures are
noticeably higher: almost a third of the countries have managed to exceed the regional goal and in general 2ll of them have in~
creased the proportion of children under five vaccinated. Nevertheless, taking the Region as a whole, the goal does not appear to
have been achieved and only a very determined effort by the Expanded Program on Immunization in the final years of the decade
could bring the countries close to meeting it. .

SUMMARY: There were appreciable reductions in mortality from whooping cough during the decade, although only half of the
countries had achieved the regional goal by 1978. And additional effort will be needed in the immunization program to come
acceptably close to the goal set by the Ten~Year Health Plan for the Americas.

L ]
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I. SERVICES TO INDIVIDUALS
A. COMMUNICABLE DISEASES

4. Tat

// Priority, 4.2, Children under/4.3 Pregnant wome
4.1. Deaths per S years of age vac-/ living in cncmige-
100,000 inhabitants /cinated with com- nuos aress, vacci~
plete series (per- nated (parcentage)

Nat, Nat. Nat.
1971/ 1978 / goal / 1971/1978 / goal/ 1971/ 1978 / goal
1980 1980, 1980
Argentina 1.8 1.1% 0.5
Bahamas =l 1,161 - - £9 15 - 27 40
Barbados X 4,21 1.1 0,5 ) 83 59
Bolivia 408
Brazil -1l 411 6.28] < - 488 ] 80 3 - =
Canada Q,0¢] o.
Chile — Sl 03l 021 651 - @ = - a
Colombia x 3.9 .5 0.5 | 48 28 0 - 80
Costa Rica X 13 1.1 0.5 115 89 - =
Cuba x 0.7 1 0.2 1 0,1 | 80 80 80 | 80 80
Ecuador : x 1.4 9,981 5 - - BOE | - [
El Salvador x 8.4 4,2 3 40 83 80 24 40 50
United States x 0 % | 0 79 _6B* 90
Guatemala - | -1-=1 3.9 23] 0.5 26 55 80 - - 60
Guyana -~ =-]-1 3,71 1,781 - - 43
Baiti - | =1<] 5.3 5.0 4
Honduras x 331 2,217 071123 218 | 80 - §0
Jamaica -1 -l-1 471 1,21 - 24 605
Mexico x 3,750 2,58} - - 11f 1 e | - -
Panama -1 =1-111 1 1 = 21 80 - 15
Paraguay ‘ 18.6 4,4 2.6 1.3 7 80 ) 1
Peru 1.7 3 2.0 111 16.5
Dominican Rep. 10, 1 18 % k,1 ~ 48
Suriname x N 1.3 - - - -
Uruguay - l-l-1 01 o061l 05173 81 85 - -
Venezuela 2,9} 1.1 [<}1 18 35 0 135 3k 150
Trinidad & Tobago |x 1.31 071 0 1.3 |48 80 1.3 | ~ 20

a/ 1977 figure. b/ 1972, Source: Health Conditions in the Americse, 1969-1972, PAHO/WEO, Sciemt.
Publ. No. 287. 57 Source: Evaluation Ten-Year Plan 1974, d/ Annnal PAHO/WHO Mortality Questionnaire.
e/ 1976 figure. £/ 1975 figure. g/ 1977 and 1978. h/ Infants under 1 year. 1/ Children 1-4 years.
.'I./ 1979 figure. k/ 100Z of infants under 1 and 50X of children 1-4. 1/ Children between 2 and 35
months (10.1% of the country's population). m/ To vaccinate 100% of the women of fertile age in
rural areas with coverage. n/ The vaccine was first administered to children in 1975. Thers are
no tetanigenuos areas and pregnant women are not vaccinated. o/ Firet vaccinations and revaccina-
tions: 78,856 (absolute figures). .

4. TETANUS

REGIONAL GOALS: To reduce the mortality to a rate of 0.5 per 100,000 inhabitants. To vaccinate 80 of children under five years
with a complete series of DPT vaccine doses. To seek to vaccinate 602 of the pregnant women in tetanigenous areas
with tetanus toxoid.

In 1971 the estimated mortality rates from tetanus were 0.0, 3.9 and 4.9 per 100,000 inhabitants for North America, Middle
America and South America, respectively, 1In that year only four of the 23 countries for which data are available showed rates
equal to or below the goal set by the Ten-Year Plan for 1980. The median for the 23 countries was 3.7 deaths per 100,000
inhabitants and the six countries forming the upper quartile had rates of tem or more per 100,000, the highest being 18.6 per
100,000. This situation has changed and there have been appreciable reductions in mortality over receat years. It is still the
same four countries which are below the regionsl goal, but the median has been brought down to 1.3 deaths per 100,000 while the
six countries making up the upper quartile have rates ranging from 2.5 to 9.9 per 100,000. The latter figure is the highest
tetanus mortality rate observed in any country in the Region, mesning that a teductl.on of almost 50T has been achieved compared
with the highest rate noted at the beginning of the decade.

The status of antitetanus vaccination presents the same pattern &8 for whooping cough, since this vaccination is generally
per formed by means of the tripple vaccine; in other words, figures for children under five who have received the full doses varied
greatly from country to country in 1971. At the end of the decade omly six of the 23 countries had achieved or exceeded the
regional goal of 80% of under five year olds vaccinated. The rest of the countries again showed widely varying percentages, from
7% to 69%. It should be noted that the goals set by the countries may have been changed because the Expanded Program on Immuni-
zation changed the vaccination standards by age group. As regards vaccination of pregnant women in tetanigenous areas, data for
1971 are very limited. For recent years, only nine countries have provided figures; the 601 goal set by the Ten-Year Plan has
been exceeded in two of them.

SUMMARY: The overall goal of no more than 0.5 deaths from tetanus per 100,000 population in the countries of the Region
has not been achieved, although the mortality rates from this disease have been significantly lowered. The situation as regards
vaccination has also improved noticeably compared with 1971, although here too the regional goal has not been attained for child-
ren or for pregnant women in tetanigeous areas. However, some important changes are to be expected as a result of the inteasi-
fication of the Expanded Program on Immunization that is being vigorously implemented in most of the countries of the Hemisphere.
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1. SERVICES TO INDIVIDUALS
A. COMMUNICABLE DISEASES
S, Diphtheria ]
{ority, 3.2. Children under
5.1, Cases pexr S years of age vacci~

100,000 inhabitants / nated with complete
series of vaccina-
tions (percentage) /

% . Rat. Tat.
4 1971 / 1978 / goal /1971 / 1978 / goal
, / 1980 1980

y 1.88 10.5%:¢|- - 80
Qﬁﬁjﬁim 128900 |- - 69,1 |75
Barbados 8,5 7.5 0 - 80 85
g:i:ﬁa =l=l= 0'2: ‘5'35c' - 147.88 ] 80

o3 <30

g:ﬁgﬂ =1=1-]152 4.9 - 85.88 [92.48
Colombia ) x 0.3 0.2 0.1 47.7 128.4 80
Costa Rica 5.7 Q¢ 1 15 89 80
Cuba ez 0 [1] Q 80 Q

ador 2.6 10,3 0.2
:‘l:“Sa]_vador X 2.6 0.02 0,02 40 2 65 89
United States X 0.1 10,03 [0.03 [78.70 |68 90
Guatemala -{=-1~-103 [0 1 26 55.2 30
Guyana - =1 4,2 10,3p |- - 45.5 -
Haiti -l-1-106 l08 4 i
Honduras x 0.6__[0® 0 12.3 j21.1° [ 80
Jamaica =l =112 0.4b,c|~ 24 ~ -
Mexico x 0.32 10,02f |- = 10.88 | ~ ¢
Panama - =~ -~ 1,5 !0 0 - 21 80
‘Paraguay x 5.8 10.2 1 2.7 6.9 80
Peru X 0,6 0.8 0.5 10.6 116.5 80 "
Dominican . b 6.6 6.5 1 - 33.6 i
Suriname we X 1.08 10,3b.c]~ - - -1
Uruguay - -1 -[9.2"Jo0 [ 73 81 -
Venezuela x Q.8 0.5 18] [35.43 [ 80
Trinidad & Tobago x 6,3 10,1 4] 1.3 {48 84 [

a/ Source: Health Conditions in the Americas, 1969-1972, PAHO/WHO, Scient.
Publ. No. 287. bJ 1979 figure. ¢/ Casea notified to PAHO/WHO. Provisional
figures. d/ 1970 figure. e/ 1977 figure. £/ 1975 figure. g/ Infants under
1 year. hf Children 1-4 years. j/ Children vaccinated between 2 and 35
months (10.1% of the country's population).

5. DIPHTHERIA

REGIONAL GOALS: To reduce the morbidity rate from diphtheria to 1 per 100,000 inhabitants. To vaccinate 80% of the children under
five years with the complete series of doses of vaccine. : '

Diphtheria morbidity in 1971 was 0.1, 1.0 and 3.9 per 100,000 inhabitants for the subregions of North America, Middle
America and South America, respectively. The incidence in 24 countries for which data are available ranged between 0 and 8.5
cases per 100,000 inhabitants in that year. Fleven of these 24 countries had rates equal to or below the proposed regional goal
~ for 1980 and the median for the 24 countries was 1.5 per 100,000. The six countries forming the upper quartile showed incidences

of 5.2 to 8.5 cases per 100,000. In the latter years of the decade the same 24 countries showed considerable reductions; only
four of them have not been able to bring their rates down to below the regional goal for 1980, As regards the proportion of
children under age five vaccinated with the complete series of doses, the same comments apply as for vaccination against tetanus
and whooping cough.

SUMMARY: The regional goal has virtually been achieved as regards incidence of diphtheria.

®
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I. SERVICES TO INDIVIDUALS
A, COMMUNICABLE DISEASES

A

L 6. Pol

riorit 6.2 Children under 5
(YT} 6.1, Cases per years of age vaccinat
‘to the / 100,000 inhabitants/ted with complate

problem serias of vaccina-
tions (percentage)

Argentina x
Bahamas
Barbados
Bolivia
Brazil = J=-1=-12.2 11,5 - 44,5] 80 |
Canada 0.0 [0.0P
Chile - {-j-106 [~ 5,1 192,7¢]
Colombia x 2.3 lo,S 0.1 )] 28,2 | 80
Costa Rica x 0.1 |- 0 71 80
~ Cuba x 0.0 |- 0 93.3° 100 98
Ecuador x 2.5 [0, 0,1 - ~
El Salvador x 2,0 _lo, 0,2 17¢ 82,261 80
United States x 0.0 [0.01 0,01 ]67.3 . 90
Guatemala -g=i=1 54 1|05 0.1 1.2 o4 80
Guyana - l=le]= -b - - Sl -
Haiti i- 1 -1-10,1 J0.8
Honduras ix 1.3 6,3 1 16,7 23,69100
Janmaica - o] =] - - - 53 e -
Mexico x .78 [I.1b |- ~ 12.3%] =
Panama - |l=-]=14.8 [0 0 - 20 80
Paraguay 1.1 12,2 0.3 21.3 12,2 180 |
Peru . 0.9 0.5 9.1 8.7 16,7 1 80 |
Dominican Rep. 2.3 131 1 = 52,98
Suriname - - - - 28, -
Uruguay - -1 =101 0 0 67 85 85
Venezuela 3.8 0,2 0,1 44,3 97.4* | 90-95
Trinidad & Tobago 4.5 0.0 0.0 1.3 |54 80

8/ Source: Health Conditions in the Americas, 1969-1972, PAHO/WHO, Sctent.
Publ. No. 287. 27 Cases notifled to PAHO/WHO; provisionsl figure, 1979,
¢/ Infants under 1 year. d/ Absolute figure: 263,969 vaccinations and
revaccinations. e/ 1977 flgure. £/ 1973 figure. g/ To vaccinate 100Z of
the infants under 1, 70X of children 1-4 and 50% of children S-14. h/ 1977
and 1978. i/ Children between 2 end 23 months (6.6% of the country's
population).

6. POLIOMYELITIS

REGIONAL GOALS: To reduce the morbidity rate to 0.1 per 100,000 inhabitants. To vaccinate 80% of children under five with the
complete series of vaccine doses.

Most of the countries of the Region are still giving priority to the problem of poliomyelitis. At the start of the
decade, data were available for tem out of 24 countries which showed incidences equal to or below the regional goal for 1980 of
0.1 cases per 100,000 population. The median was between 0.6 and 0.9 cases per 100,000 and the highest rate observed was 11.1
cases per 100,000. At the close of the decade 11 of these 24 countries had achieved the regional goal; the median had been
brought down to 0.2 cases per 100,000 and only five countries showed case rates of more than 1 per 100,000, the highest value
being 6.3 per 100,000. The regional goal for 1980 is on the way to being achieved although the vaccination programs in some coun-
tries will clearly have to be speeded up in accordance with the pattern of the Expanded Program on Immunization initiated in the
last two years of the decade. The percentage of children vaccinated varied considerably in 1971, when only two countries exceeded
80% of children under five vaccinated with the full series of vaccine doses; the levels reached at the end of the decade are much
more acceptable, although still not up to the regional goal set for 1980. The latest indications are that the countries are
adopting immunization programs that are expected to lead to adequate coverage for control of poliomyelitis.

SUMMARY: Progress in the decade was significant but not sufficient to obtain the coverage proposed for 1980 in the polio-
myelitis immmmization programs. The relaxing of these programs in certain countries has led to outbreaks which account for the
high rates shown for some of them. However, the outlook is promising in view of the impetus now given by the Expanded Program on
Immunization. '
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I. SERVICES TO INDIVIDUALS
A, COMMUNICABLE DISEASES

7. Tuberculosis

Priority ! 7.7 Total

asgigned| 7.1 Deaths per 7.2 Naw cases per 7.3 Children under {7.4 New cases that [tuberculosig

to the | 100,000 inhabitants{100,000 inhabitants |15 years vaccinated [began treatment beds in(;)wa

rcbiem i . ‘ with BCG (p_gﬁnt @} (percentage) try

:; ol | Nat. .| Nat. | . . Nat, } Nat.

H|y § 1971 | 1978 | goal | 1971 | 1978 | goal | 1971 | 1978} goal| 1971 {1978 | goal {1971 | 1978)-

12 1980 | __ 1 1980 1980 1980
Argentina x 13,1 | 6,255 32,48 | 380 ' : 1357 ]
Bahamas - = 43.111.8 90,6419 .1 - 1001100 _ -
Barbados x 4,7 [ 0.87750 11,4768 [J 0 160 - Jio0 }i00 li00 1 0
Bolivia : - :
Brazil - =~ |- 123,5 l20b 43,8 149,27 58.68180 | 98 - 1100 11 2
Canada 2.1c | 0.9 268 ) )
Chile - (= - 123.8 |16 86 175.8 >0 Dog |- %0195 |- -
Colombia X 4.1 1106 | 7 51.6 41,1 A 1 78.8 92 [100_|100 5 1

" Costa Rica x 6,5 | 2.5 |60 23.5 116,3 79.1 | B5.6 95 991100 6 1

Cuba 5,3 | 1,5 1 1.8 1 17,9013 12,5 190.2 1 97,3 100 1100 5 1
Fcuador X 15,6 14,7 8 56,9 133.5 8 k - 2,3908 13 15 7
El Salvador x 10,6 | 51 [ § 119.8 [56.2 156 32 103 98 [100 100 21 112
United States x 2.2 1.48 1.1 17.1 [13.1_J11.6 89 935 {100 1 !
Guatemala - |- [= 120 9 - 137 34 73.1 | - - 80 | - 14 | 6 |
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a/ 1977 figure, b/ 1975 f:.gure. ¢/ Source: Eulth Conditions in rthe Americss, 1969~1972, PAHO/WRO, Scient. Publ. No. 287.
d/ 1979 figure. e/ Source: PAHO/WHO mortality questionmnaires. £/ 1976 figure. g/ Cases notitied to PAHO/WHO, provisional
Tigures. h/ Estimated data. i/ Wewborns. j/ Reduction. k/ Absolute figure. 1/ 801 of infants under 1 year.

7. TURERCULOSIS

REGIONAL GOALS: To reduce wortality from tuberculosis by between 502 and 65%. To vaccinate with BCG 80X of children under 15
years. To seek to treat all the detected cases of tuberculosis, mainly by utilizing the techniques and activitizs
of the ambulatory medical care services. To carry out bacilloscopic examinations of 60 to 75% of persoms with
respiratory symptoms lasting more than four weeks. All these activities should be part of duly qualified general

health services.

The majority of the countries of the Region consider tuberculosis an important problem and are continuing to do so despite
the undeniable progress achieved over the past 20 years. Around 1971 the total number of cases notified in the Region averaged
195,000 a year, 80% of them being in Latin America and the Caribbean and the other 202 in North America. In 1979 the total number
of cases notified was 160,000 again with 80% of them in Latin America and the Caribbean and the rest in North America. These
figures imply rates of 53.7 and 36.2 new cases per 100,000 population in Latin America and the Caribbeam, in 1971 and 1979, and
17.2 and 12.4 per 100,000 in North America in the same two years.

Aggregate tuberculosis mortality data as of the end of the decade are not available; however, the following inferences can
be drawm from the figures provided by the countries in this evaluation. In the United States, tuberculosis mortality fell from
2.2 in 1971 to 1.4 per 100,000 inhabitants in 1977; hence a net reduction of 6%, although atill below the Ten~Year Plan goal of
50% to 65X reduction. In Latin America and the CAr:.bbean. eight out of 21 countries are probably achieving reductions of 50% or

more.

Regarding vaccinations with BCG, of 17 reporting countries only five have exceeded the goal of vaccinating 80% of children
under 15 and another two are over 701, The rest of the countries show figures from 6% to 58.6%, which means that this particular
goal of the Ten-Year Plan has not been achieved.

Most of the countries are achieving the goal of starting ambulatory treatmeant of all new cases detected and are thus on
their way to the goals set in the Ten-Year Realth Plan., Suitable data for evaluating bacilloscope use in diagnosing tuberculosis
in patients seen for the first time or in persons with respiratory symptoms of more than four weeks' duration are not available.

As regards the proportion of beds available for tuberculosis care, the data provided by the countries appear to indicate
that the number of beds has not increased and may even be declining owing to the new rules for treatment of new tuberculosis
cases. Treatment is now primarily ambulatory.

SUMMARY: The significance of tuberculosis as a morbidity and mortality problem has continued to decline; however, the

goals proposed in the Ten-Year Health Plan for the Americas have not been achieved in the majority of the countries or in the
Region as a whole and the disease is therefore atill a health problem of concern to many countries..
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Panama - |=-1-1238.8 8.3.119 126,1 | 84,3 [100
Paraguay b 4 123,9 | 98 9.9 [312.3 1283.7
Peru X 13.2 1107.8 107 544,46 1544
Dominican Rep. X 50,7 [ 29.1 | 40¢ 1275.7 [143.1 | 40
Suriname x [ 14,98] - 98,81
Uruguay - l=t-111,4 | 14 11 99.8 113 80
Venezuela 40,4 131.4 | 50¢ |5 33,1 130
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a/ 1970 figure. b/ 1977 tigure. ¢/ Percentage reduction.. d/ Data
Trom state capitals. e/ Source: Health Conditions in the Americas,
1969-1972, PAHO/WHO, Scient. Publ, No. 287. !7 Annual Mortality
Queatxonuite, PAHO/HHO B/ First Evaluation of Ten-Year Plan.

h/ 1975 figure. i/ 1977 and 1978, j/ Does not include the data for
Rio de Janeiro, Espirito Santo and Santa Catarina,

8. ENTERIC DISEASES
REGIONAL GOAL: To reduce present mortality from enteric infections by at least 50X, especially among infants and children.

Enteritis and other diarrheal diseases have the same significance at the end of the decade as they did at its beginning.
There are still a major cause of mortality, especially among young children. Most of the countries assign high priority to this
problem and considerable efforts were im fact made during the decade to extend coverage of the sanitation services and care for
children suffering from diarrheal diseases and malnutrition, but judging hy the figures available, the motality rates for children
under five per 100,000 of that age group are still high in wmost of the countries of Latin America. Only five countries have
managed to better the regional goal of 50% reduction.

The 1971 mortality rates per 100,000 inhabitants in 20 Latin American and Caribbean countries varied between 3 and 264.6,
with a median of 56.7 per 100,000. The five countries forming the upper quartile had rates of 120 per 100,006 or more. In 1978
the rates were lower, ranging fron 2 to 165.1 per 100,000 with a median of 36.7, while the five countries in the upper quartile
showed rates between 93.5 and 165.1 per 100,000.

As regards mortality among children under five years in 1971, the 17 countries of Latin America and the Caribbean that
provided data for this evaluation showed rates between 11.6 and 845.7 deaths of children under five per 100,000 children of that
age group; the median was 294.2 per 100,000. The four countries forming the upper quartile had rates in excess of 492.5 per
100,000 children. In 1978 there was a marked reduction in these rates except for certain countries which showed increases that
were probably due to improvements in their mortality records. The -rtllxty rates for children under five per 100,000 children
ranged between 9.1 and 625.8 wu:h a median of 227.9, while the countries in the upper quartile showed rates of from 363 5 to 526.8
per 100,000 children.

SUMMARY: Enteric diseases are still a major cause of morbidity and mortality in Latin America and the Caribbean. The
mortality is concentrated mainly among children under five years of age, in which age group the rates are still very high. The
regional goal of reducing this mortality by at least 50X has not been achieved.
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Source: "Evaluation of the Ten-Year Health Plan for the Americas, 1971-
1980," e/ Cases notified to PAHO/WHO. £/ To bring 80% of the caees of in-

fection under control and to track down 50% of their contacts. g/ 1977 and
1978. h/ Absolute figures. i/ 1973 figure.

9., VENEREAL DISEASES
REGIONAL GOAL: To reduce the incidence of venereal diseases, in particular gonorrhea and 'syphilis.

Most of the countries assign high or average pricrity to venereal diseases, thus recognizing that they form a national
problem. During the four-year . period 1969-1972 an annual average of 185,718 cases of syphilis was notified in the Region, the
breakdown of which by subregions show sverage annual rates of 42.1 per 100,000 inhabitants for North America, 49.8 for Middlie
America and 57.4 for South America. 1In the following four-year period, 1973-1976, the annual average notified was 180,145 with
estimated average rates per 100,000 inhabitants of 36.6, 46.4 and 63.6, respectively, for North America, Middle America and South
America. Up to 1976, therefore, there was a downward trend in the incidence of syphilis in North and Middle America, but not in
South America where the rates moved slightly upward. In 1971 the rates reported by 19 countries ranged between & minimum of 11.1
and a maximum of 616.4 cases of syphilis per 100,000 irhabitants, with a median of 64 per 100,000. In 1978 the rates were between
11.2 and 410.1 cases per 100,000, with a median of 75 per 100,000. The pattern in these rates from one year to another is very
erratic, with ten countries showing a net decrease while in the other nine syphilis incidence appears to have risen. .As is known,
the notification of venereal diseases still suffers from any shortcomings and no definite conclusions can be drawn as to whether
there was an increase or a decrease in incidence during the decade, although there are some indications that the slight downward
trend noted in the first part of the decade may in fact be continuing.

As regards gonorrhea, in 1971, according to the data provided by 18 countries for this evaluation, the variation in rates
is very considerable, ranging from 4.3 to 1,340 cases per 100,000 inhabitants with a median of 165.4 per 100,000. The countries
in the upper quartile show rates in excess of 328 cases per 100,000. In 1978 the same variability ia apparent in the rates, which
range in that year from 27.5 to 661.1 per 100,000 inhabitants, with a median of 105 per 100,000. The countries in the upper quar-
tile have rates in excess of 208.2 per 100,000 and only six of the 17 countries show a slight drop in the incidence of gonorrhea.
The morbidity rates are up in all the other countries. '

SUMMARY: Venereal diseases are still a significant problem in the countries, in gome of which their incidence has been
rising instead of going down. However, Region-wide it would appear that the slight downward trend that began at the end of the
previous decade and was maintained during this decade is still comtinuing.
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10. YAWS
REGIONAL GOAL: FEradication.
. N . .

During the decade, cases of yaws occurred in some Caribbean islands, Colombia, Bcuador and Peru. This disease is no
longer a significant health problem and is not considered as such in any of the countries participating in the evaluation. The
regional goal of eradication has not been met and today, as before, greater attentiom is called for in the clinical and epidemio-
logic areas, together with better laboratory services to determine the true sercepidemiologic status of the disease, chiefly in
the countries with the largest number of cases, viz. Colombia, Ecuador and Trinidad and Tobago.

} 11. PINTA
®

REGIONAL GOAL: Control and, if possible, eradication.

Pinta only occurred in three countries during the decade: Mexico, Peru and Venezuela. Mexico set eradication as its goal
for 1980 and Peru aimed at reducing the number of cases by almost one-third. The former has not yet accomplished eradication but
Peru, on the other hand, had reduced the number of cases by over two-thirds. Venezuela did not set goals.
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a/ 1970 Figure. b/ 1977 figure. ¢/ Reduction. d/ Absolute figure. &/ Approximately 80% of the cases
are imported. £/ Incidence rates are lov because case detection activities have baen cut back and
because the disease is a regional problem. g/ 1975 figure. h/ Relates to 6 depsrtments. i/ From
First Evaluation of Ten~Year Plan. j/ Figures under-racorded. k/ Between 1971 and 1975 the Anti-
Leprosy Campaign was not carried out. 1/ 100X of the new cases and 80% of the old ones are under
treatment. m/ Contact surveillance being checked, figures do not tally with present situation.

12. LEPROSY

REGIONAL GOAL: To reduce the incidence and prevalence of leprosy, with a view to the consequent decrease in disabilities
resulting therefrom. :

Leprosy is a problem that is present in 31 countries and territories of the Region. In 1971 there was a total of 195,234
cases recorded and 8,275 cases were notified in.25 of the said 31 countries and territories. A total of 54X of these cases weve
lepromatous and it was estimated that 722 of the recorded cases were under control. The number of contacts was 639,863, 36.9% of
whom were under surveillance. ' .

By the middle of the d'écade the estimated number of cases in the Region was 241,000, of which 162,000 or slightly more
than two thirds were under comtrol. According to data from 24 sets of national records, 541 of the cases were lepromatous and 227%
tuberculoid.

Apart from a few exceptions, the numbers of new cases diagnosed per 100,000 inhsbitants in 1978 do not bear any relation-—
ship to those reported in 1971; this is due to the different phases reached by the leprosy control programs in the countries. In
1971, the number of new cases diagnosed in 22 countries reporting varied between O and 9.2 with a median of 1 per 100,000. The
five countries in the upper quartile showed between 6.2 and 9.2 new cases diagnosed.. In 1978, the new cases diagnosed im 22 coun-
tries ranged between 0 and 29.5 per 100,000 with a median of 1.6 per 100,000. The five countries forming the upper quartile
showed rates of 7.9 to 29.5 new cases per 100,000 inhabitants, which indicated that in some of those countries the case search
campaign had been intemsified. The prevalence figures obtained from the case records of 13 countries in 1971 were between 0.2 and
199.5 patients per 100,000 irhabitants. In 1978 tem of these countries showed reductions of between 12 and 46X in the number of
cases recorded per 100,000; the other three, on the other hand, showed increases. Finally, & further three countries that did not
have records in 1971 subsequently organized systems for the purpose which were operational in 1978. The prevalence levels indi-
cated by the records of these 16 countries in 1978 ranged from a minimum of 0.13 per 100,000 to a maximum of 176.2 per 100,000,
with a median of 44 per 100,000.

According to the information available for 1971, seven out of 18 countries had all their infectious cases under treatment
and eight had at least 80X under treatment. For 1978, these data are only available for 1% countries, only four for which had all
their infectious cases under treatment while six had fewer than 80% under treatment.

The data furnished by the countries regarding the proportiom of contacts under surveillance and treatment are very sparse
and show extensive variations for both 1971 and 1978. Only four out of 13 countries reporting stated that over 80% of contacts
were under surveillance and treatment, while the percentages for the other nine ranged between 3% and 71X.

. SUMMARY: A sligtst upward trend in leprosy incidence rates was noted during the decade, with erratic variations in the
countries owing to the different stages reached in the leprosy control programs. The data available suggest that the Ten-Year
Plan goal has not been reached.

»
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13. TYPHUS
REGIONAL GOAL: To reduce incidence.

Between 1971 and 1977 a yearly average of 161 cases of typhus was notified in the Region. These cases were concentrated
in the mountainous and upland plateau regions of Bolivia, Ecuador, Peru and Guatemala. The numbers of cases notified in 1978 and
1979, respectively, fell to 33 and:94 altogether, concentrated in the same countries. Although these figures are clearly lower
than those of the preceding years, this is not a systematic reduction and it can not be assumed that it will continue in the
future.

14. SCHISTOSOMIASIS
REGIONAL GOAL: To reduce incidence.
Schistosomiasis is an endemic disease in the northern and central regions of Venezuela, in large parts of Brazil, the
coastal region of Suriname and various Caribbesn islands. In 1971 only three countries reported the presence of recorded cases
and one was planning to make surveys or prevalence prior to initiating control programs. All that can be concluded from the data

provided by four countries for 1977 and 1978 is that prevalence declined in the Dominican Republic but increased in Brazil, while
Cuba and Suriname do not have previous statistics with which comparisons can be made. .

15. ONCHOCERCIASIS
REGIONAL GOAL: To reduce incidence.

Onchocerciasis is endemic in three countries and its incidence in the others is not known. The incidence rates in the
three countries mentioned were lower in recent years than they were in 1971.
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Jamaica ol Kol e - - bod bl bl = ha it d = e A s T = =
Mexico X - - - - - - - - - : - - -
Panama -~ 1-1 3.3 3.4] — - lT~< = - ?!"‘L"s'!"‘ -l 110 0 0
Paraguay x 1.4] 0.2] =~ = < - Wo | Wo | Wo f- |- |- | - — _
Peru x 0.5] 0.6] 0.8 = 197 10 ST ST (= 22 A
Dominican Rep. - == - - - - |- 1= - - - - - - - b fe - - -
Suriname X - - - - - - - - - x - - -
Uruguay = |- |- 17288 1781 - - - - - - - - - }-1-1-1 - - ~
Venezuela ~ 4= |~ d 4 = I~ - - 3 - - - st I~ [~ |- - - -
Trinidad & Tobago x - - - Ik - 17 0 [ 54 [34 3¢ x - - -

a/ 1979 figure. b/ Investigation limited to population of 100,000, ¢/ To reduce morbidity. d/ The prevalence of infec-
tion around 1970 is estimated at 40% of the rural population (endemic area), 1,200,000 infected persons in the country
(serologic survey, nil reactions), 500 new cases of cardiopathy due to Chagas' disease recorded per year by the cardio-
vascular care system, 600 hospital discharges, 500 deaths per year due to cardiopathy caused by Chagas' disease. e/ Cases
notified to PAHO/WHO. f/The average age of cases is 3 years, 3/ To maintain eradication.

16. CHAGAS' DISEASE

REGIONAL GOALS: To reduce incidence and carry out studies to learn more about its frequency and diatribution. To promote control
programs. .

Cagseg of Chagas' disease occur in the majority of the countries of Central and South America, in which it is widely dis-
tributed in extemsive rural areas. At the beginning of the decade the number of infected persous in the Region was estimated at 7
million. Going by the information provided by the countries for recent years, it is just as difficult today as it was then to

present a precise picture of the disease's distribution because the prevalence and morbidity data are incomplete snd fragmentary.

Also, the majority of the countries assign the ptoblem low priority although there are at least twelve in which epidemiologic
research is being pursued and various others in which control campaigns are underway. The sparse data provided by the countries
for this evaluation are insufficient for ascertaining whether the prevalence of the disease has been reduced in accordance with
the goal of the Ten-Year Plan. : : .

17. JUNGLE YELLOW FEVER
REGIONAL GOAL: To reduce to a minimum the morbidity and mortality caused by jungle yellow fever.
Since 1954 yellow fever has occurred solely in its jungle form in 11 countries of the Region. 1In the first nine years of

the decade 1971-1980 a total of 1,130 cases was notified, i.e., an annual average of 126. During the previous decade, 1961-1970,
the total cases notified in the Region numbered 957, hence an average of 100 a year. The problem has therefore grown and also

assumed greater complexitiy owing to higher Aedes aegypti infestation, the changes in the habits of mosquitos traditionally con-.

sidered to belong to the jungle, the resistance acquired by the vector and the increase in the populations at risk.
All the countries concerned state that they have vaccination programs for their exposed populations, but vaccine availa-
bility does not appear to be sufficient to cope with a possible urban epidemic.
18. PLAGUE

REGIONAL GOAL: To keep enzootic plague areas under control.

The zones where plague is endemic in the Region are located on the border between Peru and Ecuador, in the southeast of

Bolivia, the northeast of Brazil and in the west of the United States. Between 1971 and 1979, 1,832 cases of plague were notified
in these five countries, i.e., an average of 204 cases per year, whereas between 1961 and 1970 the total was 5,019, i.e., an aver-
age of 502 cases per year. There has therefore been a considerable decrease between the two decades and in the closing years of
the 1970's there was a sizable reduction in the enzootic area. Human plague cases in the two-year period 1978-1979 were only
one-fifth of the number in 1970 1971, hence couvincing evidence that the goal of the Ten~Year Health Plan for the Americas is
being achieved.
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19. Aedes aegypti i
i ' —
Priority Area in Area in Area in Area in I
o zha Area maintenance phase consolidation attack phase preparatory phase }
problen| originally (percentage) (percentage) (percentage) (percentage)
infested -
) (in km2) Nat. Nat. Nat. Nat.
By > 1971 | 1978 [goal | 1971 1978 | goal | 1971| 1978 goal | 1971|1978 | goal
21218 1980 1980 . 1980 1980 |
Argentina x 1,000,000 100 100 100
Bahamas x - - - - - - p - = - -
Barbados =1 -1- 430 - - - - - - 100" § 100 100 - - =
Bolivia ]
Brazil ix 933 100 - 1100 - - - ~ 100 = s = =
Canada
Chile x 104,373 100 100 = - - - - - - - - =
Colombia x 345,000 - = - 8 1 7 100 [85¢ 85
Costa Rica x 30,000 - - = - 90 100 - 10 - = p =
Cuba -1 =-1- 100,000 - a [ - - - - - = = s =
Ecuador {1 = - 100 100 100 - - - - - = = . =
El Salvador - =1~ - - - - - - - - - = = = =
United States x| 1,400,000 - b Z ) = = = —— -
Guatemala e e - 15¢ 10 100 - - - 73 50 -~ 110¢ -
Guyana x 17,699 - - - - 87¢ e 100 134 - - = -
Hafti x
Hondurae x 64,929 - - - - - - - 31 68 - - 32
Jamaica - =1~ - - - - - - - - = = o o~
Mexico X ~ - - - T - - - = = = pos = -
Panama x 56,246 4 | 99 95 100 1 S 0 - = = = = P
Paraguay b3 200,000 100 100 - - - - - - - = p =
Peru x 633,000 - 39 100 - -~ - - = = = = .
Dominican Rep. - -1-= 48,442 < 25 - - = .~ = 25 = — 150 =
Suriname x 48,500 2 2¢€ - - - - 98 95 | = ~ — —
Uruguay -l-1- ~ . 10 10 30 - - - - - - - - =z
Venezuela -l =] - - - - - - -y oy
Trinidad & Tobago | _x] - -, - - - - CE I [ 100 T 100 = = =

a/ Since 1974 only vector-control activities have been carried out. b/ No problem as such. ¢/ 1979 figure. d/ The country
was reinfested in 1969 and 1972. e/ To improve the consolidation phase. £/ 1977 figure.

19. AEDES AEGYPTI

REGIONAL GOAL: To eradicate Aedes aegypti in the countries and territories which are atill infested, and prevent its penetration
into those from where it has been eliminated.

In 1971 the situation of the Aedes aegypti eradication programs was as follows: of 46 countries and territories of the
area initially infested, 32 had programs underway, six were organizing their programs, seven were not doing anything and one had
no data available. Of the programs underway, six countries and territories had reached the maintenance phase and were continuing
with adequate surveillance. Another four had also reached this phase but their surveillance activities were not considered suffi-
cient. Two political units were in the .consolidation phase, and in both cases verification was adequate. Eight countries and
territories including two with reinfestation foci were in the attack phase and receiving adequate coverage in their programs. A
further 11 were also in the attack phase, but without sufficient coverage. Three political units were still in the preparatory
phase; of these, two were with adequate coverage while the third needed to intensify its activities.

For the present evaluation data were received from 16 countries, four of which had 100 of their infested areas in the
maintenance phase, one had 95% of its areas in maintenance and the other 5% in consolidation, while another five had between 2%
and 39% in the maintenance phase. One country which in 1971 had 100X of its areas in maintenance had gone back to having them in
attack in 1978. Only three countries had parts of their areas in the consolidation phase in 1978, the respective percentages
being 5%, 87% and 90%. Nine countries had varying proportions of their originally infested areas in the attack phase: in the
case of three of them all or nearly all of their areas were involved, while for the other six the percentages ranged from 102 to
75%. Finally, there were three countries with 10%, 50% and 85%, respectively, of their infested areas in the preparatory phase.

The Ten-Year Plan goal has not been achieved: on the contrary, reinfestation has occurred in various countries and has led
to a series of problems, such as transmission of dengue in the countries and territories washed by the Caribbean, together with
the potential danger represented by the size of the areas where yellow fever is endemic. ’
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[ 20, Malaria ]
. 20.1 Originally malarious areas ‘z,giih giﬁ:ﬁﬁicﬁnﬁ:?ﬁz:ﬂ:::;a
Priority .| in which eradication has been- |rypred and where prospects for eradd
assigned| Cases per 100,000 achieved (in maintenance phase) | jogtion with availsble resources
to the inhabitants are good (in consolidation phase)
problem (incidence)
Population |Population.of origi~| Population [Population of origi-
(per 100,000 hally malarious ares| (per 100,000 pally malarious area
] inhabitanta) (percentage) - inhabitants) (percentage) :
o ® > Nat. |- Nat. Nat.
B 3 1971 | 1978. | goal 1971 [ 1978 | 1971 | 1978. | goal ] 1971 [ 1978 | 1971 ] 1978 | goal
I J 1980 1980 1980
Argentina x 22 1.3 1,648 | 3,048 55 1 96 432 Qﬁ_]: 15 2 -
Bahamas x - 0.9 0.5 - - - - -
Barbados gl Sl s - - hd
Bolivia
Brazil 191 12508 823713,84 Z | 958 16,761116,19% 42 358 | -
Canada
Chile Bl Gl - - et =
Colombia b 3 173.2 [374.6061280.7 - - - ~ - 8,650111,8029 58 736 { 73
Costa Rica x 14.3] 14.8 - - - - ~ - 17 429] 31 71 91
Cuba 0.19 1.6 18,692 907] 100 | 100 100 X -
Ecuador x 153.3}127.d{ 70 wes | 1,521 1,9330 42 42 42
El Salvador 1#714;#24 = - - - - - - - - -
United States X 5,48 0,8¢ 56,471 61,350 100 ' 100
Guatemala X 396.8 2,3@.4b 1 85
Cuyana x 86 ) b 75 1
Haiti 263.0 1,500
Honduras 3 18733 BOOS 1 916.4 43 490! 19 18 17
Jamaica - 0.24 - = X = = - - - -
Mexico X 85 28 11 22] 46 66
Panama x 95.8 14,5 - - - - 80 1,437 82
Paraguay .3 17.9 5.4 1.6F - 631 - 22,5 - - 11,234 44
Peru X 84,5 | 3608 | 500 1,338 1,554 27 27 271 3,119] 2,122 64 38 40
Dominican Rep. x 64.6 1298.8 3,593 4, 56, - 280 45
Suriname | X 228,9 | 4120 210 3 76 76D 42 449 15 155 R
Uruguay -d= |- , i
Venezuela . . - =
Trinidad & Tobage Ix 0.3 o.gbi 0.0 1 1 100 [ joof - =1 = I -
&/ 1977 figure. b/ 1979 figure. c/ Imported cases. 4/ 1980 figure. e/ N chth + £/ Only for import

ed cases. g/ Ceses under-recorded in 1978. h/ To maintain the areas in the maintenance phase. i/ To improve the main-
tenance phaqe. -

20. MALARIA

REGIONAL GOALS: To prevent the reintroduction of malaria in the areas, with 81.1 million inhabitants, from which it has been vrad-
icated. To achieve eradication in areas containing 74.5 million inhabitants where there are good prospects. for
" doing so with available resources. To interrupt or focalize transmission in areas, with 12.4 million inhabitahts,
in which satisfactory progress has not been achieved because of financial problems, To reduce transmission tc the
lowest possible levels in aress, with 71.3 million inhabitants where progress depends on the solution of serfhous
operational and technical problems.

Of the 34 countries and territories of the Region with originally malarious: areas, 12 had achieved eradication before 1971
ahd two had reached the consolidation phase in their entire territory. The other 20 were applying attack measures in variious
degrees in their affected areas. >

The 'number of malaria cases per 100,000 inhabitants in the Region, which in the previous decade had shown a rising curve
throughout the first part of the period until it reached a maximum of 78 per 100,000 inhabitants in 1967, began an irregular de-
ctine as of that year until it came down to a minimum of 49 per 100,000 in 1974. The latter part of the 1970s was characterjized
b, an upsurge of malaria cases, with 465,000 notified in the Region in 1978 and the half-million mark exceeded for the first itime
ie 1979. 1Ip the first, second and third three-year periods of 1971-1980, malaria worbidity rates were 56.3, 60.2 and 71.9 ver
190,000, redpectively. The corresponding figures for North America were 0.5, 0.2 and 0.3; for Central America, on the other hind,
they were 147.5, 170.4 and 190.8, which implies an increase of 29% between the first and third three~year periods of the decaae.
Ip South America the morbidity rates were 75.8, 71.4 and 87.1 per 100,000 in the three periods mentioned, hence an increase of! 15%
between the . first and third periods. This deterioration in the mmlaria epidemiologic situation was due mainly to the fact that a
group of copmtries (Bolivia, Colombia, El Salvador, Guatemala, Haiti, Honduras, Nicaragus and Peru) with a total population in
excess of 3¥ million and making up 17.8% of the total malarious area, encountered serious technical, administrative, financial, and
operating pfoblems in the execution of their campaigns. 1In another group of countries (Brazil, Ecuador, Mexico, Suriname and
Vénezuela), :with over 95 million people in their malarious areas, i.e., 43.2% of the total population of malarious areas im che
Americas, wé¢re faced with technical problems such as vector resistance to DDT in southern Mexico, resistance of P. falciparum to
chloroquinide in the countries of South America, evasive behavior of vectors and serious human ecology problems. Although these
ptoblems are not easily solved, slow progress has been maintained because the programs are receiving adequate support an re-
sburces from the respective governments. A third group of countries, Argentina, Belize, Costa Rica, the Dominican Republic,
Ftench Guiaja, Guyana, Panama and Paraguay, with a total population of over 14 million eud containing 6.4% of the Region's tptal
originally thalarious area, also showed some worsening in their epidemiologic situation owing to a certain slackening of surveil-
lance activities in some of them plus an increase in recent years in the number of imported cases. However, transmission in these
countries ik concentrated and no major difficulties are anticipated in eliminating the disease. 1In the twelve countries- and
territories where eradication has been achieved (Chile, Cuba, Dominica, Grenada, Guadeloupe, Jamaica, Martinique, Puerto Rico,
Sgint Lucia, Trinidad and Tobago, the United States and the Virgin Islands), which incorporate 32.6% of the malarious areas of] the
Awericas with 72 million people living in them, transmission has not been reestablished although in 1978 there was a 58-case put-
break in Grdnada, which was localized in a small area and considered to be of local origin.

-

®
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20, Malaria (Cont.)
20.3 Originally malarious sreas {20.4 Originally malarious areas
in which satisfactory progress has|in which progress would depend on
| oot been made because of financialths splution of gerious operation-
problems (in attack phase) al or tachnical problems (in attack
phase)
Population |Po tion of origi-/ Population Population of origi-
per 100,000 y nalarious areafper 100,000  nally malarious area
inhabitant (percentage) inhabie
Rat. ‘
goal

1971 | 1978 | 1971 [1978 Tos0 1971 | 1978
Argentina 907 76 30 2 2 - - - - -
Bahamas - - - - - d = = - hud
Barbados - - - - - - - od od =
Bolivia
Brazil 8,05} '1.788d] 20 4d
Canada
Chile - - - = - - - oo d -
Colombia 3,453]2,9878 27 192 19 712 | 1,42 [ g
Costa Rica - - - - - 390 179 69 29 9
Cuba
Ecuador | 2,124]2,626 s8] 58b] 58 kY[
El Salvador - 3.136/1,906 | 1007 100 807 11,021 26 26 i
United States :
Guatemala 1.267]1.7924 [31 [ 820 | 6528 39 328 15
Guyana ) 238 112 23 £
Haiti 1,059 24 25
Honduras 1,83212,180 811 82 | 83 = - = = =
Jamaics - - - - - - - - - hd
Mexico . R 2¢ 11 23 4 3 17 10
Panama - - - - - 11,420 32 100 18 20
Paraguay _ - - - - 11,9581 476 82 17
Peru 28211,806 6 32 30 77 3 3 3
Dominican Rep. 110 91
Suriname 23 2% 8 8
Uruguay
Venezuels
Trinidad & Tobago - - - - - - - - d i

a/ 1979 figure. b/ To maintain the same percentage. g/' Excludes the population of the
NE watershed of the Gulf of Mexico and the Oaxica Isthmus. d/ 1977 figure. &/ 1980 figure.
£f To reduce transmission in the malarious areas. :

In (978 the popularion of the -Regiontiving inaress——ciassifiedeas—originally-asleriousnumbered-220 million (37.5% of the
Region's total population). Forty eight perceat of this figure (106 million) were living in originally malarious areas where the
:Esease had: already been declared eradicated, i.e., were in the maintenance phase of the program. A total of 27.1% (about 60

1lion) wete in originally malarious areas then in the consolidation phase and the remaining 24.9% (54.8 million) in areas in tne
a_}:tack phasé. In 1979, of the 513,214 cases detected with positive blood samples, 1.2% were in areas in the maintenance phase,
2.8% in are4s in consolidation phase, 95% in areas in the attack phase and 1% in originally noumalarious areas.

S Y: Malaria began the decade with a declining trend that only comtinued till 1974, and has shown a rising incidence
rhte since (1975 which reached over 85 cases per 100,000 inhabitants out of the Region's total population, a figure which woula
cpnsequently point to a rate of around 227 per 100,000 for the population of the originally malarious areas. Figures of this mag-
nitude are the highest to occur in the Americas over the past 25 years. ) :

Thi$ deterioration in the situation is due in large part to serious technical, administrative, financial and operating
prublems thhat have arisen in the malaria control problems of a group of countries (three Andean, four Central American and one
Ckribbean) which accout for almost two-thirds of all the Region's cases. There is also the fact that surveillance measures have
been relaxel by another group of countries, while yet other countries ram into problems with higher resistance by the vecters to
jhsecticide4 and by the plasmodium to chloroquinine.

. In terms of averages, therefore, it has not proved possible to attain the goals set by the Ten-Year Health Plan for the
Americas. :
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B, MATERNAL AND CHILD HEALTH AND FAMILY PLANNING

1. Mortality
1.1 Infant mortalityjl.2 Mortality inchil 1.3 Maternal mortal|
under 1 year of age | dren 1-4 years per | ey per 1,000 live |
per 1,0001ive births | 1,000 children in birthe
the age group
Nat. Nat. Nat.
1971 | 1978 | goal { 1971 | 1978 | goal | 1971 | 1978 | goal
1980 1980 1980
Argentina 628 |45 40 3.48] 22 | 2 el ool 071
Bahamas 36 28.3P] 20 1,621 1,1P[ 0.8 - Q.4° 0.3
Barbados 29,2 1 28,8 ¢ 1.2 1.4 c 0.8 0.7
Bolivia
Brazil , 91.2 | 82.4 | 40 5.6 | 3.6 |60 1.6 1 0.9 40
Canada
Chile 70.5 | 38,7 133.2 | 3.3 | 1.5 | 1.8 1.4 1 0, 0,9
Colombia 87 8od - 6,48 516 o 2.2 1.84] -
Costa Rica 56.4 | 22.3 | 30 4.3 1. 55 1 0.4 ¢
Cuba 36,5 1 22,3 1 e 1 14 1 0.7 1 0.6 1 0.4
Ecuador 78,5 | 57,49 - 16,2 110,20l - 2 1,600 -
El Salvador 52,5 | 50,8 | so 8,2 ] 4,3 1 4 1 0.8l a
United States 19.1 | 140 - 0.88] 0,7b 0.2 0,b
Guatemala 87,1 ] 73.3% 30 25 265 |40 1,68 ¢ S0
Guyana 40,7 | 50.6 £] - 11,28] - - 9,6 as
Haiti 130 l125 1~ 10 97 3.2
Honduras 117.6 L5970 20.7 114,31 10,4 2,21 1.7P1 1.7
Jamaica 27,1 1 ... - 4,691 1.99].,,., 4 0,50 -
Mexico - 49 - - AT - . 1.18] -
Panama 37.6 | 24.8 | 18.8 | 7.1 | 2 4.4 1] 0.9] 0.5
Paraguay 97.4 |1 89,7 | 58 11.3 | 5.5 | 2.8 0] &.5 2.8
Peru : 1038 | 90.4 .2 1168 |148 113,88] 3.88] 3.28| 318
Dominican Rep. 49.1 | 31.7 - 7.5 [ 3.1 | - 1 0.6 | ~
Suriname - 32,10 - 1.8} - 0. 0.4%] -
Uruguay | 40,4 | 38.2 1.3 1.1 - .8 0.6 -
Venezuela 49.8 | 33,9 1 29.9 5.3 3.4 2.2 0.9 0.6 0.5

a/ 1970 figure. b/ 1977 figure. ¢/ Percentage reduction. d/ 1979 figure. e/ Less
than 25%. £/ 1975 figure. g/ Estimate. h/ Health Conditions in the Americas, 1963-
1972, PAHO/WHO, Scientific Publication No. 287. "1/ 1976 figure.

1. MORTALITY
REGIONAL GOAL: To reduce by 40X the mortality among children under one year of age within a range between 30% and 50%.
Infant mortality remained at relatively high levels throughout the 1961-1970 decade in most of the countries of the Region.

In North America where infant mortality had remained practically statiomary in 1951-1960 at around 25 per 1,000 live
births, a reduction occurred during the 1961-1970 decade that brought the rate down from 26.2 to 19.0 per 1,000 live births in
1971 (a2 27% reduction). In Middle America the rates in 1960 and 1971 were 70.4 and 57.7 per 1,000 live births, respectively (18%
reduction). For South America the respective figures for 1960 and 1971 were 84.9 and 64.7 per 1,000 live births (242 reduction).

Mortality records in Latin America are generally incomplete and although there was an improvement over the past decade the
availability of statistics still leaves much to be desired in various countries. Accordingly, the infant mortality estimates are
not very reliable. On the basis of the figures provided by 19 countries in respomse to the evaluation questionnaire for both 1971
and the latest year available, it can be concluded that only onme country shows sa increase in its infaat mortality rate bewteen
1971 and 1975, and this apparent increase may be due to improvement in its mortality statistics. All the other countries show
varying declines in infant mortality of between 2% and 86%. Only four (out of 18) countries show reductions of 50X or more, thus
meeting the regional goal. Ten countries achieved reductions in excess of the 30X set as the minimm goal for the Region. The
other eight are below 30%. It should be noted, however, that the countries which responded to the questionnaire have in- general
met their national goals, which were established on the basis of feasibility at the beginning of the decade. 1In 14 cases these
national goals were below a 50% reduction during the decade and in nine cases they were even below the minimum 30 reduction set.

SUMMARY: It can be concluded that the countries of the Region met their own targets for reducing infant mortality and
that the regional goal recommended was far beyond the ability of the countries as a whole. :

®
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1.2 Mortality among children aged l-4 vears .

REGIONAL GOAL: To reduce mortality among children from l-4 years of age by 60%, within & range of 502 and 702.

The mortality rates in 1971 among children aged 1-4 years for North America, Middle America and South America,
respectively, were 0.8, 7.8 and 6.5 per 1,000 children of that age group. These 1971 values were arrived at following a reduction
of 27% in the rates in North America in the previous decade, and of between 392 and 40X in Latin America and the Caribbean. This
clearly shows that the success obtained in the decade in reducing child mortality was greater than that achieved with infant

mortality.

During the decade under review the achievements with regard to child mortality in' the Region were more modest; of 20
countries providing data only six achieved reductions in excess of 50Z, although it is noteworthy that twe of these even exceeded
70X. At the other end of the scale, three countries were unable to manage reductions of more tham 15X and a further three did not
achieve any reduction., The median is around 33%. It should be noted, however, “that of the various countries that posted small
reductions nervertheless achieved their own national goals, which were set below the levels recommended for the Region.

SUMMARY: The countries of the Region managed to satisfactorily meet their national goals but were not able as a whole to
achieve the regional goals set. .

1.3 Maternal mortality
REGIONAL GOAL: To reduce maternal mortality by 40%, with a range between 30X and 50%.

In 1971 maternal mortality was 1.9, 13,3 and 17.1 per 1,000 live births in North America, Middle America and South
America, respectively. These levels were reached following reductions of S50%, 27X and 14.5X respectively, for the same areas in
the previous decade. As is apparent, the regional goal aimed at exceeding the reductions achieved in the preceding decade;
nevertheless, four out of every five countries adopted the regional goal, es can be seen from the first evaluation of the Ten-Year
Plan.

The levels reached by 21 countries around 1978 ranged from between 0.4 and 4.5 maternal deaths per 1,000 live births. The
median is 0.9 and the countries in the upper quartile have values above 1.6 per 1,000 live births. These values were achieved
with reductions during the decade of between 12% and 64% in these 21 countries, with a median of 34%. The smallest reductions
were in four countries which only managed 20X or less. The countries met the unstional goals they set for themselves in 1971; in
general, it can also be concluded that the regional goal was largely achieved as regards the lower range of 30X specified in the
Ten-Year Plan.
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2, Service coverage
2.1 Pregnant women | 2.2 Deliveries in {2.3 Women delivered
wvith prenatal care hospitale under supervision
(percentage) (pexcentage) (percentage)
ation~ tiond ation-
1971 | 1978 goal] 1971 | 1978 goal} 1971 1978 [al goal
.1980 - 1980 1930

Argentina - - - 81f 1888 908 - - -
Bapanas - 58 %] 60 = _189% T of = 95> [ 95
Barbados 85 _16 1 92 100 100 43 31 100
Bolivia
Brazil - 11 60 el 6 60 - S 40
Canada
Chile - 78 90 84 90 91 - 85 90
Colombia 470 a2b - 41€ - - - -
Costa Rica 53 85 75 74 82 85 4 2 40
Cuba = 92 90 9% 198 95 - - -
Ecuador - k) - 30 348 - [ -
El Salvador 314} 38dl 4] 321421 47 4 8 10
United States | 98 - 1., 9flgoe sy 1 100F fl00® 1 ..,
Guatemala 18 238 51 18 188 46 - 58 &40
Guyana sos 491 .., 23 - 0] 95 3
Haiti 26 a6 18 .
Honduras 28 358} 50 20 348 80 3 78 30
Jamaica ees 61% - 47 60 % 67 79% -
Mexico
Panama {50 83 60 68 24 0 28 33 30
Paraguay 56 45 33 63 5 30.
Peru 19 32 34 21 29 30 ] 5 5
Dominican Rep. = 57 60 49 44 50 [ 25 30
Suriname
Uruguay - 10 94 0 5
Venezuela 28 37 50 96 98 98 5 5 20

a/ 1977 figure. b/ Also includes postpartum care. ¢/ 1979 figure. d/ Prenatal care
per 100 live births. e/ 1975 figure. £/ 1970 figure, &/ Deliveries in public and
private hospitals. h/— 1972 figure. 1/— Deliveries in Social Security and Health
Ministry hospitals. j_/ Excludes hospitals.

2. COVERAGE OF SERVICES

REGIONAL GOALS: To achieve coverage of 601 for prenatal care, of 60% to 90% for adequate care at delivery and of 60% for
postpartum care. To achieve a coverage of 90X care for children under one year, of 50 to 70% for those from one
to four years and of 50% for those five years of age.

2.1 Prenatal care

The proportion of expectant mothers with prenatal care in 1971, according to the data provided by 21 countries in the
first evaluation of the Ten-Year Plan, was between 3.1X and 98.4% of pregnant women, with a median of around 31%. Six countries
set the expansion of prenatal care coverage at between 50% and 55X and all the other countries adopted goals equal to or higher
than the regional goal. GCoing by the data provided by 20 countriea for this evaluation, only nine of them have exceeded or met
the proposed regional goal. The proportion of pregnant women with prenatal care is shown as between 111 and 923 with a median or
49%, while for ome-fourth of the countries it is 32% or less. The regional goal has clearly not been wet, although in general
terms the percentage of pregnant women with prenatal care rose in all the countries in the course of the decade.

2.2 care at delivery

The proportion of deliveries that take place in hospitals was selected as the indicator for adequate care at delivery.
The figures furnished by the countries in 1971 indicated a range of between 151 and 99.6% of deliveries taking place in hospitals,
with a median of 47Z%. All the countries set themselves goals of increasing this percentage and four out of every five adopted tne
regional goal of between 602 and 90Z hospital care at delivery. Accordiag to data from 21 countries, the proportion of deliveries
in hospitals in 1978 was between 6% and 100% and only four ocut of every seven countries reported percentages of 60% or higher.
The majority of the countries have not met the national goals they set for themselves at the beg).nnmg of the deCade and, clearly,
the regional goal is still far from being attained.

2.3 Postpartum care

The proportion of mothers receiving postpartum care in 1971 varied greatly among the countries of the Region. Only lo
countries provided data for that year, the percentages reported ranging from 2.1% to 85%; for almost two~thirds of the countries
the figures were below 10%. 1In or around 1978 the situation had not changed to any significant degree; ten out of 17 countries
reported coverage of less than 10%, The regional recommendation was thus far from being attained.

@
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2. Service coverage (cont.)
2.4 Children under| 2.5 Children 1-4
1 year under
supervision
Nation~

1971 ] 1978 al goal

' 1980
Argentina = od = el o =
Bahamas 80 - 43¢ | 80
Barbados . 7081 8131 100 100
Bolivia
Bragzil 30 70 8 30
Canada
Chile 83 90 81 80
Colombia 72 9451 - 28 40°
Costa Rica 16 90 16 50-7d
Cuba -1 [
Ecuador 4281 66°% - IYAN
El Salvador 26 53 35 9 23 25
United States £ £ £ F
Guatemala 1591 378 s 17 ] 24
Guyana : 27d] 618 1 158,

" Haitdi 13 kY 15
Honduras 43 s3®] eob| 18 2% | 30
Jamaica. 449] 70¢
Mexico 308 A
Panam.. 59 74 63 3 52 50 |
Parayuay 54 40 70 10 60 | :
Peru 36 52 54 s 21 33
Dominican Rep. - 20 92 21
Surinams
Uruguay
Venezuela 281 29 50 3k ik 20

a/ Public clinics. b/ 1979 figure. ¢/ On the average 10 check-
ups are provided for each infant under 1 year. d/ Source: '"Eva-
luation of the Ten-Year Health Plan for the Americas, 1971-1980."
e/ 1977 figure. f/ Percentage of children under 5 who have seen a
doctor: 1971, 87%; 1978, 90%. g/ 1975 figure. h/ Consultation/
inhabitant ration. i/ Children under two years of age. i/ Excludes
hospitals, k/ Children 2-6 years of age.

2.4 Coverage of infants under one year

In 1971, the proportion of children under one year covered in the 18 countries reporting in the first ev'aluatio'n of the
Ten-Year Plan varied between 15X and 80%, with a median of around 30Z. All the countries set themelv'en goals of.mcreasmg these
percentages but only one out of three went so far as to adopt the regional goal of 90X coverage for children of this age group.

In or around 1978, most of the countries providing data for this evaluation had raised the percentage of infants under one
year with coverage. The figures were then between 13X and 942 with a median in the vicinity of 55X, One~fourth of the countries
reported percentages of 30X or less.

The Ten-Year Plan goal was not generally achieved and most of the countries still have some way to go to attain their
national goals.

2.5 Coverage of children aged 1-4 years

According to the responses from 18 countries, the proportion of children aged 1-4 covered in 1971 ranged between 5.1% and
87% with a median around 15%. All the countries set themselves goals of increasing this proportion and two out of three adopted
the regional goal of coverage for 50 to 70Y of this age group. Only two out of the 14 countries reporting in the present
evaluation declare coverage in excess of 50%. Therefore, on the basis of existing data the regional goal has not.only been
achieved but is still quite far from being reached.
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3. Intersectorial policy " 14, Intersectorial s, Informtion and services
for protection of family, cootdina;ion :"' C"nfceft‘;.%s Pﬁlm l;.ﬁlliati
1 0 s
mothers and children | eciifict ::‘:»orm t .I ¥ | £y, : terility
Not To be
Clear-
clear- Under | Ade~| Par- Not started or]
def];'.yn 1y | Nome study [quate] tial Littlq Offered | ¢fered | intensi-
defi ) fied
Argentina x X x
Bahamas x X X
Barbados X i X
Bolivia -
Brazil x > & X
Canada .
Chile -4 X X
Colombia x X X
Costa Rica X X b4
Cuba x . X ' X
Ecuador X b 4 . X
El Salvador X X b
United States b = sl bt = el = il nd =
Guatemala - 3 x X
Guyana X X X b 4
Haiti X X, X X
Honduras X X b3
Jamaica X X X
Mexico X z x
Panama x 8 x X E 4
Paraguay X X X x
Peru x x x
Dominican Rep. x x x
Suriname X x x
Uruguay x X x
Venezuela x x x
a/ In 1971,

3. INTERSECTORIAL POLICY AND COORDINATION
REGTONAL GDALS: To formulate an intersectorial policy for protection of the family, mothers and children which would incluce
guarantees their civil and legal rights and protection of their economic and working rights. To provide adequate
information and services related to fertility and sterility, whenever the national policies permit this.

3.1 Intersectorial policy

According to information provided by the 22 reporting countries, in 1961 only four of them had a clearly defined policy in
this matter, ten had policies that were not clearly defined and the question was under study in a further four.

In 1979 the countries with specific policies number seven, while there are twelve whose policies are not clear and four
that are studying the matter. As is apparent, the efforts to formulate an intersectorial policy om family, maternal and chilnd
wel fare made slow progress in the Region over the past decade. .

4. INTERSECTORIAL COORDINATION

Besides a clearly defined policy, actions in the sphere of family, maternal and child welfare require implementation
mechanisms that will function all the more efficiently the greater the coordination between the sectors imnvolved in specific
programs. According to information from 19 countries, intersectorial coordination was for the most part only partial in 1971.
Only three countries rated it adequate while four stated it as very rare. . .

Coordination appears to have improved over the decade, because eight out of 23 countries refer to is as adequate, in
twelve it is only partial and in three it is rare. Some progress has therefore been made in this direction in the Region as a

whole. )
5. INFORMATION AND SERVICES OF FERTILITY AND STERILITY PROBLEMS

The Ten-Year Plan recommends that the country establish plans end measures for comprehensive family welfare including,
when not at variance with national policies, adequate information and services pertaining to fertility aad sterility. In 1971
these services were being offered in 15 countries and a further two planned to start or intensify them. 1In 1979, the number
providing such services was 17 (eight out of every temn) and two were plananing to start or intensify them, while five did not
provide services of this nature.

\.
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C. NUTRITION
1. Protein-calorie malnutrition 2, Anemias in
pregnant women
1.1 Children under | 1.2 Children imder | 2.1 Pregnant women
5 years vith grade 5 years vith grade | with nutritional
II malnutrition IIT1 malnutrition anemias
(percentage sercantage) {percentage)
) Nationd tion4 _ ation
- 1971 ) 1978 |al goal, 1971 | 1978 |al goa) 1971 1978 ml goal
1980 1980 1980

Argentina
Bahamas ces 1 0,18
Barbados 15 } 3¢ d 10P _T10.,3¢ 60
Bolivia
Brazil 22¢ 124 111¢ |3 2 40 53 36d
Canada
Chile 2,6£] 28 3 0.38 1
Colombia 9 8 & 1 48 1 il
Costa Rica 12 Hos pd] 2 18 8% ET) - a0
Cuba .
Ecuador 10 08 8 1 1L X 1
El Salvador’ 25 200 3 gh - 11
United States 2 18 1 0.0 Jo0.08 0.0] 8 3
Guatemala 26 26 8 6 1 _404 46® | ssB | 29
Guyana 16 .1 g8 2 18 55 670
Haiti 37F 24 15.7 ] 3.2 38
Honduras 217 29 3 3 32 £
Jamaica 9¢ 17 3 1.6 %1 1 k 61
Mexico 7€ 2.5°% - 3¢
Panama 111 [19¢ 10 1 2¢ 75 20k,
Paraguay L] 15| 2.5%1h 0.1 3 3 30
Peru 13,1911 F 10 0.9¢/ 1% 1 351 - un
Dominican Rep. 23 4 3 63 -
Suriname 10 £ - 3f ]
Uruguay
Venezuela 14.5 * 0.99

a/ 1977 figure. b/ 1969 figure. ¢/ 1975 figure. d/ reduction. e/ Source: "Pirst
Evaluation of the Ten-Year Health Plan for the Americas, 1971-1980." £/ 1974 figure.
8/ 1979 figure. h/ 1976 figure. i/ Percentage of cases notified by health clinics,
for first visits by children of 0-4 years. 1/ 1967 tigure. k/ Prevalence goal for
iron deficiency in population. 1/ Nutritionsl iron anemia; ~ /% must be added for
nutritional folic acid anemia and 28% for B-10 complex. m/ Nutritional iron anemia;
6% must be added for nutritional foliec acid anemia and 25% for B-10 complex.

1. PROTEIN-CALORIE MALNUTRITION

REGIONAL GOALS: To reduce protein-calorie malnutrition among children under five by 30%, within a range between 102 and 50%. To
reduce 1I1 degree protein-calorie malnutrition in children under five by 85%, within a range between 75% and 95%.

In 1971, the proportion of children under five with II degree protein-calorie wmalnutritica in 18 countries of Latin
America and the Caribbean ranged from 7% to 37% with a median around 15%. 1In 1978, 12 countries showed reductions of from 15% to
80%, but in five there was no reduction at all. Only five out of 17 countries reported reductions in excess of the average
regional goal of 30%. A further seven showed reductions of between 151 and 23%. The data of this question are not reliable and
the progress made is short of the expectations held at the time the Ten-Year Plan was adopted.

No solidly based conclusions can be drawn regarding the fall in the proportion of children under five suffering from III
degree protein-calorie malnutrition. In 1971 this proportion appeared to vary between 1X and 112 in 20 countries of Latin America
and the Caribbean, while in 1979 it ranged from 0% to 28%. These figures are not comsidered reliable and the only inference that
can be seemingly be drawn from the data obtained is that there is apparently a certain downward trend, although its magnitude can
not be ascertained.

2. NUTRITIONAL ANEMIAS
REGIONAL GOAL: To reduce nutritional anemias by 30X. .

The indicator used for nutritional anemias is the percentage of pregnant women with such anemias. This information is
deficient, both for 1971 and for recent years. In 1971, eleven countries provided figures in percentages that ranged from 0.3% to
70% with a median of 332. Seven countries set reduction of these rates as goals, two of these national goals being lower than the
regional goals. 1In 1979, according to data from ten Latin American and Caribbean countries, the proportion of women with
nutritional anemias varied between 3% and 77XZ. These figures, if accurate, would point to aggravation of the problem, although
they are more likely to be the result of improved data systems. Nor can firm conclusions be therefore drawn regarding this aspect
of malnutrition.
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C. NUTRITION

REGIONAL GOALS:

Argentina
Bahamas
Barbados
Bolivia
Brazil
Canada
Chile
Colombia
Costa Rica
Cuba
Ecuasdor

El Salvador
United States
Guatemala
Guyana
Haiti
Honduras
Jamaica
Mexico
Pagnama
Pnrngugy
Peru
Dominican Rep.
Suriname
Uruguay
Venezuela

a/ 1978 tigure. b/ 1977 figure.

46 -

3, Endemic goiter 4. Bypovitaminosis A
3.1 Prevaleace of 3;:.:;:1::‘::::°! Prevalence of
goiter tpu'.connslv) 100,000 inhabitsnts) hypovitaminosis A
Nat. Nat. Nat.
1971 | 1978 | goal | 1971 1978 soal] 1971 1 1978 | goal
1980 1980 1980
210 1210 - - - - = -
21 14 10 - - = 14 6b | 6
- 28 - = 2.4 =
4 - 4 - - - 17 - -
18 = 10 - = 4 - 3z 5o -
23 1851 15 ., " ,.. o N n
18¢ - - - - - - - -
10 - = - = = - - -
<d - 30, . = - - 5.2%8 20
18 = = = = = 19 lohl .
108 = =
1% 6] 1o 16°%
14 16 20 Py s Les 4,7 -
22 20 21708 1933 2.7 - 2.8
10 19 - 10 asala
9 3 - - - - - = -
15d

casea of cretinism in period 1959-1979. £
Tambo school population. h/ 1974 figure. 1/ To eliminste the problem.

To reduce prevalence to below 10Z.

e/ 1967 figurs.

3. ENDEMIC GOITER

To eliminate cretinism.

¢/ Survey of children in period 1950-1951. 4/ Two
£/ 1976 tigure.

&/ Junfo-

In 1971, 16 countries reported goiter prevalences of between 4% gnd 22% with a median of 14%.
provided data for more recent years between 1975 sand 1979, with figures ranging from 7% to 19X without any clear indication as to

vhether there might have been a reduction for the Region as a whole.

lower.

Information regarding the prevalence of cretinism is practically noneexistent; one country slone reported two cases of

cretinism in the 20-year period from 1959 to 1979.

REGIONAL GOAL:

4. EYPOVITAMIROSIS

Reduction by 30X for the Region and by 10X to 50X for the countries.

X

Only eight countries

Half of these countries showed goiter prevalences of 107 or

In 1971, only eight countries provided any indication of the prevalence of hypovitaminosis A at the beginning of the
decade, with values ranging from 0.1% to 512 snd s medisn of 221 snd only two countries set reduction gosls of 252 and 75%
Adequate dats have not been obtained for recent years so it is not-possible to present and evaluation of the status

of hypovitaminosis A in the Region.

respectively.

o
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5. Blologically /6.Food supplemen- 7. Salt and 8. Sugar En-

richment wit
programs Vitamin A

oriented nation/ tation programs:
al food and au-/ Coverage of most oil iodizatio
trition policy / vulnerable groupe

Argentina
Bahamas
Barbados
Bolivia
Brazil X X X : X
Canada
Chile x x
Colombia x x
Costa Rica x X X X
Cuba X X X
Ecuador

El Salvador
United States x . x x
Guatemala
Guyana
Haiti
Honduras
Jamaica x
Mexico x
Panama x
Paraguay X
Peru X
Dominican Rep.
Suriname
Uruguay X
Venezusla
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5. BIOLOGICALLY ORIENTED NATIONAL FOOD AND NUTRITION POLICY

REGIONAL GOAL: Adoption by each country of a biologically oriented national food and nutrition policy, and development of
coordinated intersectorial programs within this framework.

In 1971 only six countries reported that they had a biologically oriented policy while 13 had such a policy under study
and three others did not have one. 1In 1980, nine out of 23 countries of the Region had a policy of this type, eleven had one
under study and three did not have one. ’

The progress achieved in this respect is not very promising since the proportions in 1980 are more or less the same as in
1971. Biologically oriented national food and nutrition policies are still under comnsideration rather than under implementation.

6. FOOD SUPPLEMENT PROGRAMS

In 1971, for the initial evaluation of the Ten-Year Plan, 22 countries reported that they had food supplement programs
designed to cover the most vulnerable groups of their populations, although only two of these countries stated that their programs
were adequate while the other 20 viewed their coverage as insufficient. In 1979, 21 out of 23 countries reported that they were
operating such programs to cover their most vulnerable groups; only five of them classified the coverage of their programs as
sufficient and two rated them inadequate.

Clearly, the problem of the insufficiency of food supplement programs in the countries of the Region and the lack of
coverage of vulnerable groups needing such supplementary food has not been remedied.

7. SALT AND OIL IODIZATION PROGRAMS
These programs are under way in 16 countries, half of which classify then as inadequate., A further seven countries do not
have such programs. The number of countries with iodization programs increased during the decade; however, almost a third of them
consider the programs insufficient.

8. ENRICHMENT OF SUGAR WITH VITAMIN A

Only three countries have programs for enriching sugar with vitamin A, two of which state that these programs are still
insufficient.
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1f-' 9. Technical nutrition units //
9.1 At central 9.2 At h :
Level .//2r lein:ip eral

oo 4

Argentina x x
Bahamas X x .
Barbados . x <
Bolivia
Brazil
Canada
Chile
Colombia
Costa Rica
Cuba -
Ecuador

El Sslvador
United States x
Guatemala
Guyana

Baiti
Honduras
Jamaica
Mexico

Panama
Paraguay

Peru
Dominican Rep.
Suriname
Uruguay
Venezuela
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9. TECHNICAL WUTRITION UNITS
REGIONAL GOAL: Organization of units at central and intermediate or regionsl levels.

Only one of the 22 countries that responded to this section of the evaluation mentioned that a technical
nutrition unit at central level did not exist, but in most cases the countries indicate that this unit needs to be strengthened.
In two countries units exist in all levels of the health services system and in seven of them only in some levels. In wost
cases, it 1s mentioned that all these units need to be expanded and strengthened.
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1, Chron 2. Cancer : _
ic dis- ]

Has thd 2.3Specialized cancer

country 3 hospltal§ and .

estab- 2.1 Uterine Annual cytological 2.2 Breast Anmual examinations |general hospitals with

1ished cancer examinations per cancer wmade per 100 women more than 200 beds

goals detection 100 women over 20 detection 20 years of age and that have a tumor

in thig| Prosrams years (percentage) programs over (percentage) registry

area? (percentage)

ing
Yed No | Yes | No ﬁlm_\_ 1971 | 1974 } 1977 { 1980|Yes | No k& 1971 | 1974 {1977 | 1980 1971[ 19741977 | 198C
ed .

Argentina {x x x x 7
Bahamas x x x x
Barbados x X x = a_ 13 x 100 | 100 {100 100
Bolivia .
Brazil x x x x !
Canada -
Chile x X =_11la [lS5a {20 X 4P] ob
Colombia x
Costa Rica x x x 10 [ x 0
Cuba X b 4 X 15 15 s 18 X 100 100 | 100 ;100
Ecuador x X x 52 39¢ x 801 807100 [100
El Salvador X " cd 7d f13d,¢ 154 - - - - - _ - -
United States x X x X
Guatemala x| x x K 4 4 5
Guyana X x _0 0 0 0
Haiti x x x <z
Honduras [ x x x - - x - - 1 2
Jamaica |  x x x - - -
Mexico x X x 20 8 62 x 10 20 0 15 | 55
Panama ] x| x x <
Paraguay x x = o.411® [15 x - 0.6) 1 15 - 10/ 109 -
Peru x x X 5 9 |8 8 X 6 [ 6 6
Dominican Rep. x x 2 >
Suriname X x X x
Uruguay x X x] - = |= x| - - - _0 0} 0
v la x X 110 10 1190 X 011 0,2 1 1

a/ 1976 figure. b/ Hospitals. ¢/ Only in Ministry of Health establishments. 4/ In women aged 15-45. e/ 1978 figure.

1. CHRONIC DISEASES

REGIONAL GOALS: To decrease the incidence of chronic diseases susceptible to prevention. To encourage early diagnosis and timely
treatment of chronic illnesses. To attend to all spontaneous demand for services for this type of malady,
including the suburban and rural areas insofar as possible. To conduct epidemiologic research which will make it
possible to learn more about the problem, in order to plan adequately the resources for control programs.

As regards chronic diseases in general, the only question asked was whether the countries had set goals for themselves in
this area for 1980. 1t appears that the situation as in 1971 is being repeated at the end of the decade, i.e. half of the
countries displayed interest in setting up programs to control chronic diseases. Thia interest is much greater in those countries
where the phenomenon of aging of the population coupled with heightened urbanization is occurring with some intensity.

2. CANCER

REGIONAL GOALS: To reduce case fatality rates from cervical, uterine, breast and laryngeal cancer, and from other neoplasms in
: vhich early diagnosis and timely treatment make such a reduction possible. To conduct epidemiologic research for
the purpose of identifying the causal agents of the various types of cancer, and in particular the environmental,

nutritional and genetic factors associated with gastrointestinal cancer.

Half of the countries of the Region have established goals in the field of cancer control or have at least laid down
guidelines for the work in this .area. In particular the programs for detecting uterine and breast cancer are under way in most of
the countries. For instance, “there are programs for detecting uterine cancer in all except two countries. The information
regarding number of examinations performed for women aged 20 and over which wae used as an indicator varies greatly from country
to country; in general there are no very reliable information systems, but the data provided by the countries that responded show
that the percentage of women aged over 20 given annual examinations in the course of 1977 ranged from 3% to 28% with a median
around 13%.

Only seven countries (one out of every three) conduct programs to detect breast cancer. Of the other twelve countries,
two are planning to begin these programs, There are no reliable data as to the number of examinations of women over 20; only four
countries produced such information for 1977, reporting percentages between 0.01Z and 20Z%.

The interest in the study of cancer can be demonstrated by the number of general hospitals with more than 200 beds and of
hospitals specialized in cancerology with tumor registries. At the beginning of the decade there were seven countries which
reported varying percentages of hospitals of this sort with tumor registries, eaid percentages ranging from 6% to 25Z with a
median of 20%. In 1977 there were three countries in which 1007 of such hospitals had tumor registries while another five
countries reported percentages between 1% and 15%.

There is, therefore, greater interest in the countries in these diseases, as is also evidenced by the number of
exminations made to detect uterine and breast cancer. Similarly, the increase in the number of general hospitals with over 200
beds and specialized hospitals with tumor registries is an indicator of the intereat in epidemiologic research on and control and
treatment of cancer.




- 50 -
I. - SERVICES TO INDIVIDUALS
D. OTHER AREAS
s A © }5.Use of
« Alco~ |depend
3. Mental diseases holiem causing
drugs
'H&s country
established| 3.1 Psychiatric beds pg;:hi:::::t:suoin Do goals exist in
80:11 i§d1 per 1,000 inhabit.:nta general hospitals these two areas?
Yes | No | 1971 [1974]1977] 1980] 1971 1974 | 1977 | 1980 | Yes | No |ves | wo
Argentina U8
Bahamas x 1 1 1 1 Q 0 0 1 x x
Barbados X 3 3 3 3 [+] Q [/] [1] x 3
Bolivia :
Brazil x 1 1 - - - - - - 5 X
Canada
Chile x = - 1081085 )] - - - - X | x
Colombia x 0,3 103 10311 - 0 0,1 11 x | x
Costa Rica b 4 1 1 1 - - 120 22. - X X
Cuba x 1 1 1 T 2 |2 3 2 z "
Ecuador X : 02103 102%0.2 4 & 5 S X X.
El Salvador x 0.2 102 {0.21 0.2 - - - - X X
United States x 2.3% 2 1.6 - [N 9D - x x
Guatemala x - 1902 {03101 - = - - x x
Guyana x - - - = - - - - X x
Haiti X - 10,031 0, 29 3.9 X b3
Honduras X 9.1 101 20,3 {01 1] 0 0 x. x
Jamaica x - = = = - - = - X x
Mexico X - - - - - - - - x x
Panama X 1 1 1 1 0.01 0.01]. 0,01] 0,01 X, x
Paraguay X 0.2 0.2 0.2 = - - - = x b 4
Peru x 0.2102 1021401 2 1] [1] 3 x x
Dominican Rep. x - =101 - i = - - - x X
Suriname 3 1.5 0 1.6 } 146 8 1.3 (1] (1] 0 X x
Uruguay X 1.3t A3 1161161 0 1 2 2 x x
Venezuala 3 —l .5 1 0.5 105107 (1] 0.3.10.4%. x x

a/ 1972 figure. b/ 1976 figure.

3. MENTAL HEALTH

REGIONAL GOALS: To improve the quality of primary preventl.an and care provided by psychiatric services and the accessxblllty of
those services to the population, integrating these activities into the basic heslth services, with a view to
attaining a 60% coverage of the population a8 a minimum.

There are presently 15 countries (five out of every eight) with goals for actions in’ the mental health field. At the
beginning of the decade the Region had an estimated 625,000 beds in psychiatric hospitals, 475,000 of which were in North
America. The rates of psychiatric beds per 1,000 population in 1971 showed very extensive variations which went from 0.01 to 2.7
with a median of around 0.3 psychiatric beds per 1,000. 1Ia 1977, according to information provided by nine countries, the numoer
of psychiatric beds per 1,000 population was betveen a minimom of 0.03 and a maximusm of 3, with a median of 0.5. The goals set by
the countries for 1980 envisage a reduction in three countries, maintenance of the present rates in nine countries and an increase
in two countries.

There is also a trend toward increasing the number of psychiatric beds in general hospitals. At the beginning of the
decade there were only three countries with an appreciable number of psychiatric beds in general hospitals. It is noted that most
of the countries propose to increase this proportion, although reliable data are not available. It was not possible to
investigate ambulatory services in regard to mental health, but it is known that in 1971 twelve countries offered ambulatory
psychiatric services; at least in their capital cities, and that this number is now larger even though precise figures are not
known.

4. ALCOHOLISM

REGIONAL GOALS: To reduce the trend toward an increase in alcoholism and drug dependency, by making available preventive,
treatment and rehgbilitation services to cover the entire population.

In 1974, 14 countries stated that they had set goals in this area but only four of them had alcoholism control programs
with treatment, preventive and rehabilitation services. In 1979 only ten countries stated that they had set goals for the control
of alcoholism; however, it is known that measures to comtrol and prevent alcoholism are being implemented in a growing number of
countries. As a general rule, these programs are being run by private bodies and associations with support and promotion from
official quarters.

5. USE OF DEPENDENCY-CAUSING DRUGS

In at least 18 countries there are official bodies concerned with control of drug dependency. However, the priority
assigned to the problem is not reflected in the establishment of national goals, because only ten countries stated that they had
set goals for 1980 regarding measures to reduce the trend toward drug dependency and the yrovxsl.on of prevention services with
treatment and rehabilitation.
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6. Dental health
6.2 an
::‘m:“r; -3835353 iton o 6.3 Water fluoridation in cities
estab- | tion of dental z::er:g. with 50,000 or more inhabitants
lished health with |, ztt::\ Rumber .of eities| Number of cities
goals in (different lev- t{on to] with 50,000 or with water
fhis field? els of care | children | wmore inhabitents| fluoridation
. Not Not
Yes ‘ S vellﬁld plm—l?‘g 1971 |1977 | 1980 | 1971 | 1977 | 1980
\ def ned :
Argentina = x x x 15
Bahamas X X X 1 0 8
Barbados X X X 1 1 1 0 0 0
Bolivia
Brazil X X x| 120} 170} 231 19 35 6
Canada
Chile - - -] = - - - - - - - - -
Colombia X X x 29 -1 31 4 14 1
Costa Rica X b x - 5 S - 5
Cuba X X x - - - 0 1 5
Ecuador x x x - [ 1
Bl Salvador x X x 3 [ 3 - - -
United States x X x| 3888 3884 388 &] 231a] 251A] 2648
Guatemals % b4 X 3 3 3 1 1 1
Guyana X x ] x X 1 1 1 - - -
Baiti X. x x [} 0 o] 0
Honduras X x x 2 3 0 1
Jamaica X X X 2 [1] 0 0 0
Mexico X X X 11 3 3 11
Panama x X X 3 3 3 3 3
- Paraguay X X X 1 1 1 1
Peru X X x 13 1 16 0 0 1
Dominican Rep. X X b 2 - Q 0 1
Suriname X X x 1 0 0 []
Uruguay X x X 0 0 0 0 0 0
Venezuela X X X 22 28] 32 8 3 3

a/ The figures include 28 cities of 50,000 or more mhab:.tants with nat-
ural fluoridation.

6. DENTAL HEALTR

REGIONAL GOALS: To reduce dental morbidity, especially of caries; to increase dental care coverage, giving priority to care for
children; to achieve water fluoridation in cities of 50,000 or more population and to intensify dental education
activities.

All the countries of the Region consider dental health important, as is evidenced by the fact that 19 of 23 countries have
set goals in this field.

Seventeen of 22 countries have programs to integrate dental health in accordamnce with the different levels of health care
in the countries, although in five of them these programs are not clearly defined. In the remaining five countries it is
anticipated that programs of this nature will shortly commence. .

Expansion of coverage with priority to care for children is planned in all ‘the countries.
In 1977, the 20 countries of Latin America and the Caribbean that provided data for this evaluation had a total of 279

cities with 50,000 or more population, of which 68 or 24% had fluoridiged water. In general, the number of cities with
fluoridized water tended to increase between 1971 and 1977.

%
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IT. ENVIRONMENTAL SANITATION PROGRAMS

1. NATIONAL POLICY FOR ENVIRONMENTAL PRESERVATION AND IMPROVEMENT

/ 1.1 Definition of policy /: 1.2 Policy n/ 1.3 Coverage of policy
oxmalizatio

Participation
of health Geographical stitutional By Programs
)

@  Argentina
Bahamas
Barbados
Bolivia
Brazil 1975 X X X X X
Canada
Chile X X X
Colombia 1950
Costa Rica X X X
Cuba 1971
Ecuador 1965
El Salvador
United States ﬁ_
Guatemala 1975}
Guyana
Haiti 1975
Honduras E
Jamaica
Mexico 1971
Panama X X
Paraguay X X X
Peru 197 X X
Dominican Rep. X X
Suriname X X X X X X
Uruguay X X X X X
Venezuela 1960 X X X X X
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1. NATIONAL POLICY FOR ENVIRONMENTAL PRESERVATION AND TMPROVEMENT

The Ten-Year Health Plan for the Americas placed particular emphasis on environmental sanitation programs, thus envincing
member governments' recognition of the importance to health of action to protect, develop and improve the environment as one of
the conditions essential for health within the ecological complex. National policies to guide such action and govern
environmental decision-making were considered a necessity, not only with regard to those aspects constituting the traditional
purview of the health sector but also embracing intersectorial activities designed to achieve the objectives and goals of
coordinated action by the various national sectors.

Of the 23 countries that took part in the evaluation, 12 have established environmental protection policies and 7 are now
doing so. Only 3 cowntries lacked such policies and made no mention of plans in this respect. A number of those that report
current activity to define such policies had already worked out their policies at the time of the 1975 evaluation but are now
revising them as a result of preparation for the International Water Supply Decade and other environmental measures now being
implemented on an international scale.

The health sector has been assigned an important part in this process in 15 of the 19 countries that have already defined
their environmental policies or are now doing so. 1In four countries its participation was marginal and in one it took no part.

Eight of the 12 countries that have established well-defined policies have enacted them into law, while in 5 others they
@have been issued in the form of official statements.

Geographic coverage in countries with existing or emerging policies is complete: application is nationwide. In only one
country does the policy apply exclusively to part of the national area and in another, certain sanitation activities cover the
entire country while other are restricted to partial coverage. Only one country has failed to define the extent of geographic
coverage.

Of the 19 countries whose policies have already been or are about to be defined, 8 have assigned duties in this respect to
all of the institutions responsible for environmental health. In the remainder, institutional coverage is only partial, although
the agencies that do participate may be assumed to be the most important ones in these natiouns.

In 8 countries, policy encompasses all of the program areas that have a bearing on environmental health. 1In the rest,
such coverage is only partial.

SUMMARY: Most of the countries of the Region have placed increasing emphasis on the definition of policies to protect and
improve the environmental. Almost all of them have made or are now making efforts to define such policies within the context of
their overall development goals.
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I1. ENVIRONMENTAL SANITATION PROGRAMS

2. NATIONAL PLAN FOR ENVIRONMENTAL PRESERVATION AND DEVELOPMENT
{ 2.2 Areas of coverage of the strategles / 2.3

2.4 Intersector
coordination

Argentina
Bahamas
Barbados
Bolivia
Brazil X
Canada
Chile X
Colombia X X X
Costa Rica
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United States
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2. NATIONAL PLAN FOR ENVIRONMENTAL PRESERVATION AND DEVELOPMENT

The interest displayed by the Governments in the field of environmental health is evident from the fact that 8 out of
every 10 have worked out or are now formilating their strategies within the frdmework of national planning for environmental
protection and development. These strategies apply to such traditional areas of actiocan as drinking water supply, sewerage and
waste disposal services, collection and disposal of solid waste and food quality control. 1Increasing attention is given to air,
water and soil pollution, occupational hygiene and surveillance of the use of insecticides. ’

Except for one country, each of those that have mapped out their strategies have tramnslated them, partially or completely,
into programs that clearly indicate the intention to' put them into effect.

Only 4 countries prefer to eschew formal mechanisms of intersectorial coordination for the implementation of environmental

health programs. This marks substantial progress with regard to the situation existing at the beginning of the decade. In
addition, a greater number of countries have delegated more explicit functions and responsibilities o each of the institutions
and sectors in this area.
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II. ENVIRONMENTAL SANITATION PROGRAMS

3. WATER SUPPLY AND SEWERAGE

3 1 Diagnosis of subsystems 3 2 Definition of sectorial or institutional jurisdiction

Study of Preinvestment In sewerage In excreta
legal and and In provision of water supply services disposal

administrativ financing

framework studies Utban areas / Rural areas / Urban areas / Rural areas /

o ¥ o « "5
. i Q:; i §a é’u {.'f;lbé' v
'Y j é" Qﬁ j -?g‘ 4'77 j Q"‘»y 2
[ X
X
X

Argentina X ). 4 X X

Bahamas X X X X

Barbados X X X X X

Bolivia

Brazil X X X X X X
Canada

Chile X X X X X X X
Colombia X X X X X X
Costa Rica X 1l x . X X X

Cuba X X X X X

Ecuador X X X X X X

El Salvador X X X X X X

United States X X X X X X
Guatemala X X X X X X

Guyana X X X X X X
Haiti X X X X X X

Honduras X X X X X X

Jamaica

Mexico X X X X X X

Panama X X X X X X

Paraguay X X X X X X

Peru X X X X X X
Dominican Rep. X X X X X X

Suriname X X X X X
Uruguay X X X X
Venezuela X X X X X X N

3. WATER SUPPLY AND SEWERAGE

3.1 Diagnosis of the subsystems

Only one of the 22 countries that responded to this part of the evaluation stated that it had not conducted a study of the
legal and administrative framework surrounding action with regard to water supply, sewerage and waste disposal. Preinvestment and
financing studies for the civil works needed to provide their populations with water supply have been made by 19 and scheduled by
another 3. These studies are particularly concerned with specific action plans for the Water Decade.

Similar studies have been made to cover construction and expansion of urban sewerage services, and to a lesser degree,

estimated on waste disposal service in rural areas within the specific context of planning strategies to extend pr:.mary care
coverage to such areas.

SUMMARY: Most of the countries of the Region have assessed the status of their water supply, sewerage and waste disposal
systems. They have also estimated their needs and financial and other requirements for the extension of such services.

Significant progress has been made in this respect during the decade, thus complying with one of the recommendations made by the
Ten-Year Health Plan for the Americas.

]

3.2 Definition of sectorial and institutional jurisdictionm

One of the countries has started on this task. The other 21 have completed their assignment of sectorial and
institutional jurisdiction for urban water supply service, usually to municipal agencies or public utility companies. As a rule,
the health sector is responsible for monitoring water quality. Sectorial and institutional jurisdiction over rural water supply
is less well defined, but usually goes to the health sector too.

In most of the countries urban sewerage services are part of a well-defined sectorial and institutional framework (only 5
countries state that such definition is only partial or does not exist). Municipal authorities are generally responsible for the
installation and maintenance of sewerage systems, but jurisdictional problems still remain with regard to the treatmet of sewage
and industrial waste continues to be a health sector concern through its various agencies or in coordination with those of other
sectors involved in rural development programs.

SUMMARY: The decade has seen progress toward improved definition of the jurisdiction exercised by various sectors and
institutions over water supply and sewerage systems. Certain areas remain undefined with regard to the responsibility for some
components of these systems that are still in the process of being solved.
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II. ENVIRONMENTAL SANITATION PROGRAMS
3. WATER SUPPLY AND SEWERAGE

3.3 Water supply /

7
// Urban population with " Rural population with
;. piped water in dwellings (%) piped water (%)

/ Situstion studied ;’,‘,’;Q Situation studied /¥ Q?
/. 7 P g ) ool
;19m S T1e18 JEE T om 1974 /1978 /é S
Argentina 65 | 64 o | 12 131 i4 80
Bahamas 953 95
Barbados B 97 100 36 | 65 70
Bolivia
Brazil 61 65 67 80 40 42 45
Canada
Chile 62 78 88 100 15 29 41 45
Colombia 76 iee 75 80 20 ee a1 70
Costa Rica 95 95 98 98 55 58 61 66
Cuba 85 90 93 95
Ecuador 60 65 708 80 4 7 15 24
El Salvador 48 49 61 63 12 20 30 31
United States 1000 100D 92b
Guatemala 40 41 41 50 i3 14 14 33
Guyana 85b 92a 95b 70b 608 90b
Haiti 9c 1¢
Honduras 61b 61 52 65 116 7 13 34
Jamaica 9 48D 87b
Mexico 640 72b 19P 30b
Panama 90 93 95 96 49 53 64 1 60
Paraguay 18D 21 31 73b 3b 3 6 375
Peru 65 67 69 68 o 11 12 16
Dominican Rep. a 384 S8 80 7d 104 199 10
Suriname 65 74 80 80 31 35 €6 80
Uruguay
Venezuela 64D 80b 44 49 59 64

a/ 1979 figure. b/ Information obtained from the evaluation conducted in 1974.
¢/ May 1980. d/ A large percentage of the population has individual service.

3.3 Water supply
REGIONAL GOALS: To provide 80% of the urban population with residential water connections or, as a minimum, to supply half of the
population now lacking such service. To make water supply available to 502 of the rural population or, as a
minimum, to supply 302 of the population now lacking such service.

3.3.1 Urban drinking water supply

The information obtained from 23 regional countries at the start of the decade in 1971 indicated that in 2 out of 3
countries, less than 80X of the urban population had household water supply connections. The national goals those countries set
for themselves for 1980 were met only in a few cases. A rough estimate based on 1978 information supplied by 15 Latin American
countries indicates that in 1980 about 702 of the Subregion'’s urban population--an estimated 233 million—-had running water in
their homes. The efforts made by those countries simply to maintain that 1971 level are noteworthy, however, in view of the
74-million (46%) increase in Latin American and Caribbean urban population and over 100 million (30%) in the Region as a whole.

SUMMARY: It was impossible to meet the goal of household water connections for 80X of the Latin American and Caribbean
population because in addition to the increased demand resulting from urban population growth during the decade, financial,

institutional and other restraints arose and certain countries were unable to make the corresponding investments.

3.3.2 Rural drinking water supply

At the start of the Ten-Year Health Plan for the Americas, it was estimated that in 1971, 24X of the rural population of
Latin America and the Caribbean had access to water supply--ranging from a minimm of 3% to a maximum of 92%, the median being
19%. The 1980 goals set by 19 countries ranged from a minimum of 162 to over 90%, with a median of 602. Judging from the
information received, only 7 of 19 Latin American and Caribbean countries that submitted data for this evaluation could meet
their own national goals in 1980. They account for only 15% of the Subregion‘'s rural population and as a whole they achieved 35%
coverage of their rural dwellers with water supply service. 1If all of the countries of Latin America and the Caribbean had met
their national goals, subregional coverage of rural population would have amounted to only 44%. But those goals were highly
cptimistic, and actual coverage achieved is probably less than 40Z.

SUMMARY: Latin America and the Caribbean have covered less than 40X of their rural population, leaving 79 million rural
dwellers without adequate water supply service. They are far from achieving the regional goal established under the Ten-Year
Health Plan. The countries failed to submit reliable information that could serve as a basis for evaluating compliance with the
minimum ob jective of providing coverage for 30%Z of the rural population without access to this service.

]
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II. ENVIRONMENTAL SANITATION PROGRAMS
3. WATER SUPPLY AND SEWERAGE

3.4 Sewerage and excreta disposal

Uxban population with Rural population with
sewerage service (%) excreta disposal service (%)
~
Situation studied /57 «52 Situation studied /é';'g’;":?
N D NN o
1971 /1974 /1978 /g" &¥/1vn /1974 /1978 /j g

Argentina 33 34 34 70 79 70 70 50
Bahamas 15a,b
Barbados
Bolivia
Brazil 33 34 36 50 60 63 65
Canadas
Chile 36 47 61 70 12 9 8
Colombia 64 ses 6S¢ 70 9 cee 9c 55
Costa Rica 35 44 43 50 40 86 86 100d
Cuba 50 53 55 57 £ T £ £
Ecuador 45 52 692 70 3 7 118 18
El Salvador | 38 kT) 48 51 12 15 26 30
United States 98 82d
Guatemala 40 40 40 50 13 14 17 33
Guyana 139 428 234 od
Haiti 0.12
Honduras 51d 43 43 43 9d 11 18 42
Jamaica 28d 81d
Mexico 36d 40d 9d 60d
Panama 93 97 98 75 (1) 71 ;{1 75
Paraguay 154 11 258 23 55 608 579
Peru 59 60 57 59 [1] 1 1 Z
Dominican Rep. 17 41 59 60 15 30d
Suriname 71 63 65 35 4 8
Uruguay 48% 788
v 1a 39d 754 45 51 58 59

a/ 1979 figure. b/ Population with sewerage service connections. Waste disposal
service is available to all urban population in addition to a number of private
treatment plants. ¢/ 1976 figure. d/ Figure provided by Ten-Year Plan evaluation
conducted in 1974. e/ 1975 figure. £/ Rural population (200,000) is scattered,
not in settlements, and water supply and waste disposal services are available.

g/ May 1980.

3.4 Sewerage and waste disposal

REGIONAL GOALS: To provide sewerage service to 70% of the urban population or, as a minimum, to reduce by 30% the
proportion of the population lacking such service. To install sewerage systems and other sanitary means
of waste disposal for 50% of the rural population or, as a minimum, to reduce by 302 the number of
inhabitants not possessing any adequate facilities.

3.4.1 Urban sewerage

In 1971 it was estimated that 38% of the urban population of Latin America and the Caribbean had access to sewerage
service and the Ten-Year Health Plan proposed the goal of extending coverage to 70% by 1980. Several countries adopted the same
goal but most of them applied more prudent criteria of individual feasibility. Judging from the data submitted by the 15 Latin
American countries that made surveys in 1978, sewerage service to urban population will fall short of 50Z in 1980: .it will range
between 25% and 98%, with a median of 482.

SUMMARY: Laudable progress was made in Latin America and the Caribbean. Some countries achieved their own national
goals, most of which were below the 70 target set for the Region. The Subregion is thus far from attaining its overall regional
objective. Only through a weighted average with North America could the Region as a whole approach that goal. It was impossible
to verify compliance with the minimum goal of a 30% cutback in an urban population lacking this service since the countries did
not supply sufficient information for that purpose.

3.4.2 Rural areas: waste disposal service

In 1971, 4 countries in Latin America and the Caribbean exceeded the regional goal of providing waste disposal service for
50% of the rural population and only 6 had set goals for 1980 that were higher than that of the Ten Year Health Plan. At the
close of the decade, the situation has improved somewhat but is still far from satisfactory. Only 7 Latin American countries have
surpassed the regional goal but 4 of them had already done so at the beginning of the decade and 2 others were close to it. Few
of the others have managed to top their own national goals of less than 50X. As the first evaluation of the Ten-Year noted, the
national goals were so high that even if they had been feasible, the regional goal would have been impossible for several
countries of the Subregion. The figures available indicate that only 7 of the 14 countries in Latin America and the Caribbean
that reported on their situation in the last year available had exceeded 502 coverage of rural population with waste disposal
facilities.

SUMMARY: Less than 40% of the rural population of Latin America and the Caribbean has access to waste disposal service.
Subregional countries as a whole have failed to exceed this level and some of them are still far from attaining it. Lack of
adequate information makes it impossible to evaluate compliance with the minimum goal of a 30% reduction in the rural population
without such service.
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3.6 Programs of admini-/3.7 Inclusion in overall .
3.5 Investment programming strative institutional / and regional development ’
improvement and devel-, plans
/// For 1980 ///Projeccs prepared opment in operation‘//OVerall Regional //
4 > @ ’
/8 /i 5T o/ ‘o /
’ > & g é‘ & o /
/ & /85 V Y o/ F/e/ 2 S e/ e
[ € (8 TssT s s s/
Argentina X X X X
Bahamas X X
Barbados X X X
Bolivia
Brazil X X X X X
Canada
Chile X X X X X
Colombia X X X X X X X X
Costa Rica X X X X X
Cuba X X X X X X
Ecuador X X X X X X
El Salvador X X X X X
United States X X X X 1 X X X X
Guatemala X X X X X
Guyana X X X X
Haiti X X X X X
Honduras X X X X
Jamaica
Mexico X X X X X X X X
Panama X X X X X
Paraguay X X X X X
Peru X X X X X
Dominican Rep. X X X X X X X X
Suriname X X X X X
Uruguay X
Venezuela X X X X X X X

3.5 Investment programs

As the decade ended, 19 of 21 participating countries had scheduled national investments in water supply and sewerage
services, although on a limited basis in 2 of them. The 2 remaining countries were starting to set up such programs. Most of the
countries have formulated their investment projects affording the conclusion that governments are carrying out the recommendations
of the Ten-Year Plan with regard to scheduling investments and drawing up projects for the implementation of such investments in
the areas of water supply and sanitation.

3.6 Institutional administrative development and improvement

The countries are carrying out the Ten-Year Plan's recommendations to seek greater efficiency in providing water and
sewerage services by introducing administrative and managerial mechanisms at every level, particularly in institutions providing
water supply to large cities.

3.7 Inclusion in development planning

With ome exception, every country in the Region has completely or partially incorporated its plans to institute and
improve water and sewerage services into national global and regional development planning, thus complying with the
recommendations made in this respect by the Ten-Year Health Plan for the Americas.
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4, COLLECTION AND DISPOSAL OF SOLID WASTE
. £ 1
/4.1 Diagnosis of subsystems / 4.2 Goals adopted by country/ 4.3 Tnc et o por g0als

Study of legal/Preinvestment /Number of Cities with
cities with adequate In
ov

In

20,000 or more/ systems erall regional

inhabitants plans
3 ~ & &
AT ENT I o/ R & &
Geg/e/8 ) /2 &/, $
{; /& & & g /)€ /&
LRSS S P/ ~ ~ 5
Argentina X X {11 123 X X
Bahamas X X 2 2 2 X
Barbados X X 1 1 1 X
Bolivia -
Brazil X8 X X
Canada
Chile X X 43| 48| 52 1 3 4 X X
Colombia b'd X 60] 851 90 0 0 5 X X
Costa Rica X X hid [ P Q 1 Q X X
Cuba X X k¥4 42 20 15 26 38 X X
Ecuador X X 19 23 23 0 Q 2 X X
El Salvador X X 10] 16| 18 1 1 2 X X
United States X X c < cf{ X X
Guatemala X X 5 7] 13 1 1 6 X X
Guyana
Haiti X . X 4 64
Honduras X X ]e.e 12 12 = 2 2] X X
Jamaica
Mexico X X aasl 183 = - = =1 X X
Panama X X i 7 7 2 2 4] X X
Paraguay X X 5 5 6 = 1 5 X X
Peru X X 43| 43| 43 = - - X X
Dominican Rep. X X 16y 1%! 18 3] 13} 151 X X
Suriname X X 1 1 1 1 1 1 X X
Uruguay X 20 20
v la X X - - - - 4 8 X X

a/ From the First Evaluation of the Ten-Year Health Plan. b/ 1970 figure. =/ All cities. d/ 1978 figure.

4. COLLECTION AND DISPOSAL OF SOLID WASTE

REGIONAL GOAL: To establish adequate systems for the collection, transport, processing and disposal of solid waste in at
least 70% of all cities with 20,000 or more inhabitants.

4.1 Diagnosis of subsystems

Interest in the collection and disposal of solid waste has multiplied during the decade. Studies of the legal and
administrative subsystem framework have been completed in 14 out of 21 countries and are in progress in the other 7. Only 2
countries lack preinvestment and financing studies for waste collection and disposal service, which have been completed in 10
countries and are under way in another 8. This will afford a basis for concrete proposals for the financing of present inadequate
urban facilities.

4.2 Goals adopted by the countries

The Ten-Year Plan's regional goal is still far from becoming a reality. 1In 1971 it was estimated that there were about
1,000 cities in Latin America and the Caribbean with 20,000 or more inhabitantas. The information submitted by 17 countries of
the Subregion for the first evaluation indicated that 25X of these cities had adequate solid waste collection systems. In recent
years, that figure dropped to 10% (in 16 countries that supplied data) while the number of cities of 20,000 or over may well
exceed 1.500 now.

4.3 Inclusion of plans and goals in development planning

This problem has aroused the interest of development planners and the number of countries that have included solid waste
collection and disposal in the government's overall regional development planning has increased since 1971.
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II. ENVIRONMENTAL SANITATION PROGRAMS
5.4 Technical
3.1 Water pollution /5.3 So11 / guidelines
prggl::;:l 5.2 Adir pollution pollution / and
c control < regulations
(in operation control programs programs . for noise
or planned) ; Y control
/ / Number of Number of sampling / ;
o cities stations S o
7 .u/",, wvith / rom the
; "o/ &/ sampling TOTAL anamerican
&/ &Y stations Network g
3§/ & 7 —7 o
</ 8 / < ;
) >, A ~/ o/ &/ A ) 9 -
TN/ N NS/ SN S 7 Py
G g%/e/ﬁ/:p S NS Y & e S
Argentina SIS S A BB IR ZI 75119 X
Bahamas 1T -I1-T21-1-1-m11-1-]i- X
Barbados xl-J il -Talrlyl-11 X X
Bolivia
Brazil X X X ol -lat =1y -1=-J-1-1-1-1x X
Canada
Chile X X ttatififzi2hehel2la 2 X X
C°1°mb1§ X X X 4) 61 6] 914119119 25 R4 19 J- P51 X
Costa Rica x| x =] -lifst-¢-J21724~-1-12]- X X
Cuba X X X X 1tsizigiafizhahs|2h2h3na] x
Ecuador X X X -] -J/3]3]-t-lefB]-1-16181 X
El Salvador X X X 11111121 33312154313424851 X X
United States X X X X dA-1-T=-1-1-T-1-1-1-1- X X X
Guatemala X X X -y ujijiy-J1l11371-111]113 X X
Guyana X X gj{0]o0 olojolojojolo X
Haiti X X ol =} -] -l -} -j-]-}-]l-%{-1- X X
Honduras X x|-1- -l -l-]=-1-1-1-1=1-1X X
Jamaica
Mexico X X X -] 1{5016]|-13157PB7 1-}1-4i-110] X X
Panama X X X -1 - 21 - 1-12 P I IS x 1x
Paraguay X X Xp-{-1-11 “t-j21-]-1-12 X X
Peru X X X 1lii11alals 1talals X
Dominican Rep. % N P11 -1l=1=-1-1=1-= X X
Suriname 5 % ~1-1- - |- -]1-1-1- X X
Uruguay Xi X tiafrfr]abijrlalije|lja X X
Venezuela X X X X tfal-{-lalal-T-TaTa[-1-1% X X

a/ If accepted by
5.

REGIONAL GOALS: To establish policies and execute water, air,

the Pan American Standard Air Pollution Sampling Network.
WATER, AIR. AND SOIL POLLUTION AND NOISE CONTROL

and soil pollution and noise level control programs that are

consistent with basic environmental sanitation and industrial and urban development.

5.1 Water pollution

Regional countries have evinced increasing interest in water pollution control.

Of the 22 countries that responded to the

evaluation of the Ten-Year Health Plan, 17 noted the existence of prospective or operational programs to control pullution in

water bagins, 11 in coastal waters and 9 in other bodies of water.
they can cope with industrial and urban development levels.
waste is a critical problem and requires urgent attention.
SUMMARY :
action is needed.

5.2 Air pollution

Interest in this problem has grown during the decade.
countries.

The

However, they are limited in scope and with few exceptions are for monitoring purposes omly.

But these programs have not yet developed to the point where

The lack of treatment facilities for domestic and industrial liquid

Apparently there is increased interest in these areas on the part of the different countries, but more effective

operation of control programs is mentioned by 13 of the 22
In 1977 there were 34

cities in Latin American and the Caribbean with 144 sampling stations, 36 of them part of the Pan American Network.

SUMMARY: Appreciable progress has been made in this area of
along with legal provision for institutions, structures and resources

5.3 Soil pollution

More countries are taking steps to control soil pollution
participated in the evaluation reported the establishment of programs
than adequate programs and nothing had been done in the rest. Here,
with regard to the indiscriminated use of pesticides and the increase

SUMMARY:
complete assessment of the situatiom.

5.4 Noise control

enviroumental health, but still greater attention is needed,
that will afford improved control.

than at the beginning of the decade. Ten of the 22 that
for this purpose. Another 5 mentioned the existence of less
too, greater interest is evident in the countries, primarily
in industrial waste.

The countries are displaying increased interest in this area and studies are in progress to arrive at a more

programs as one of the

The first evaluation of the Ten-Year Plan noted the low priority assigned to noise control
environmental problems. This continues to be the case, judging from the few countries (3 out of 22) with adequate regulations
tehnical guidelines in this respect. The regulations and guidelines in the rest of the countries are either incomplete or are
being developed, or they do not exist. The situation has improved since 1971 when no such provisions were reported by any of the
countries, and only 8 of them mentioned any steps being taken in this direction. At present, only 4 of the 22 countries report
the absence of such measures.

SUMMARY: Progress has been made in this area, despite the low priority still attached to it.

and

4

*
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6, OCCUPATIONAL HEALTH AND INDUSTRIAL HYGIENE
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a/ The Occupational Hazards Division was established under the IESS. b/ Now attained. c/ Economically
active population. -

6. OCCUPATIONAL HEALTH AND INDUSTRIAL HYGIENE

REGIONAL COAL: To protect 70% of the workers exposed to estimated or known occupational hazards in countries where
programs are fully operational and 502 in countries where programs are not yet sufficiently developed.

6.1 Policy to protect exposed working population against occupational hazards

0f the 22 countries that responded to the evaluation, 19 reported specific policies for the protection of workers exposed
to occupational hazards. Only 8 of them rated their policies as satisfactory; the other 11 were dissatisfied with theirs and 2
were in the process of making changes. Studies were being conducted in the 3 countries that had no policy. The situation with
regard to occupational health policy has not changed radically during the decade. Coverage varies widely from one country to
another and some of the countries place greater emphasis on certain occupations and risks than do others.

6.2/3 Responsible sectors and institutions and occupational heslth programs

Responsibility in the area of occupational health and industrial hygiene is generally shared by the Ministry of Health,
the Ministry of Labor, and Social Security and in some cases by other agencies. The lack of proper coordination among the sectors
and institutions has impeded greater progress. Only 2 countries report the existence of satisfactory occupational health
programs; in one there are no programs; and in the rest, programs are inadequate.

6.4 Evaluation of occupational hazards and of exposed population

Only partial evaluation of occupational hazards and those exposed was conducted in most of the countries. Only 2 reported
having completed this task. Because of the lack of thorough evaluation, coverage of the working population cannot be presumed to
be adequate.

6.5 Goals and estimates of population exposed to and protected against hazards

Only 12 countries set goals to be attained in 1980 with regard to protection of population exposed to hazards, Target
goals were achieved in only a few instances. Generally speaking, the Region is far from succeeding in this respect.
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7. ANIMAL HEALTH AND VETERINARY PUBLIC HEALTH

7,1 Zoonoses control
Bovine
7.1.1 Canine rabies 7.1.2 brucellosis
Incidence (per 100,000 Dogs vaccinated Stray dogs in large Prevalence
dogs) in large cities cities (percentage)
(percentage)
Nat, National National Nat
1971 1974 1977 8031 1971} 1974 1977 8081 1971 197@ 1977 3081 197111974 1977 goai
1980 1980 1980 1980
Argentina 24 45 86 23 122 73 | 80 g
Bahamas - - a - eas loss b - - - b - - - - -
Barbados - - - - = = - - d d = 15 - 3 o |
Bolivia
Brazil 8.85| 81.6 9[289.54° - |19 (3L [ 75| - — - 1= |= 6 15 & |-
Canada
Chile 2 0.7 0.7 - |63 163 67 ! 70 15 118  j21  j20 15 ©| -~ 8 -
Colombia - 49.6 34,8 |29 82 48 €. 5 3 1 5 Wi 5 14 5
Costa Rica 38.8 5.8 ~- - - {41 73 {100 20 130 {10 110 2.3t - 110 9
Cuba 20,8 | 11.4 4.7 - = - - - = = - = 1 1 {1 -
Ecuador 700 ¢ = - - 32 30 | 80 20 Q_ 120 Q 2.7¢ = 6 5
El Salvador - - 9,5 | - - |- N N A A s Jeoe | 28 1 -
United States 0.2 0.2 0.1£ 1 0.1]40 [40 40f1 50 20 20 [20f T20 1 1 it |1
Guatemala 23.9 | 34.2 31.3 [] 5 |18 15 | 80 - - - ~ - 4 9
Guyana g¢ - h - 11 71 ¥l - 80 {70 tea 1% 211 1 - 1¢
Haiti = i i - - - - - - = - - N N - =
Honduras of = 7938 - 1 - ]~ T2847]105,300% = _19a¥ 370k | 3 eb- T2 |1
Jamaica 2 | 0.4] 0.5
Mexico = 195.9 J148.9 - =116 19 - ces leas Jove § oo0 ceo Loss Jsoe lose
Panama 62¢ = - - |~ 1~ 155 ] ~ ees lone laee & oee 1.2*- 3 -
Paraguay |68 21 46 13 - 7 30 _{ 80 ees lose 115 sse 3 3 - -
Peru 99,1 | 2,1 - - 46 119 1 [ sal s Jooo [oea 1 ooy 43F- 1- |-
Dominican Rep. 44 27 22 - 1 0.5] 14 | 30 50 (50 (50Q = 11 11 4 -
Suriname Py see o cee sos] seeloes feoo eee Joes [oan con eas Jons | van |een
Uruguay i _80 20 1
Venezuela 34 1 37 38 30 131 J2 1 | 80 20 J15 f14 10 6 4_, 3 1 ¢

_ﬁ/ 1979 figure. b/ No statistics available, but the problem is serious. ¢/ Source: First Evaluation carried cut
in 1974 & the Ten-Year Health Plan for the Americas, 1971-1980. d/ Laboratory data. e/ Maintenance. £/ 1978
figure. g/ Control. h/ 1979 figure. i/ 1973-1977 period. k/ Absolute figures. i/ In Lima. m/ Eradica-
tion.

7. ANIMAL HEALTH AND PUBLIC VETERINARY HEALTH

7.1 Control of zoonoses

7.1.1 Canine rabies

REGIONAL GOAL: Eradication in mejor cities of the Region. Vaccination of 807 of the canine population in the most
important cities. Elimination of stray dogs.

Despite the efforts made during the decade, rabies is still common in the Region. In North America, incidence is low and
limited to wilderness or rural areas, rarely affecting humans. But in Latin America canine infectiom is widespread in all too
many countries. Some progress has been made in a few but most of them are very far from reaching the goals set at the beginning
of the decade. The incidence for the last year for which statistics are available, between 1977 and 1979, ranges between 0 and
793 for every 100,000 dogs in the major cities. Annual averages for the decade in Latin America and the Caribbean were over
15,000 dogs with rabies, more than 120,000 persons bitten by dogs and cats and almost 175,000 treatments. In the four years from
1973 through 1976, 1,093 cases of human rabies were reported—an annual average of 273 cases, just 10 fewer than the average for
the previous four years. The annual average number of human cases reported in the Region was 300 (tentative figure).

The number of dogs vaccinated against rabies in each country's large cities failed to reach the goal of 80%, although
three countries came fairly close in 1977, 1978 and 1979. Levels range from 1% to 752, with a 35 median. As is evident,
vaccination of dogs is not sufficiently widespread to keep the disease under control. Elimination of strays has not yet been
completed: figures in the 10 countries that reported were between 7 and 60%, the median being 20%.

7.1.2 Bovine brucellosis

REGIONAL GOAL: Eradication in countries where prevalence is 1% or under and reduction to below 2% in other countries with
this problem.

As reported in the initial evaluation of the Ten~Year Plan, 11 of the 15 countries that responded had patterned rheir
national goals on the regional one. Several of them had to lower their sights to more realistic levels. A gzeneral downward trend
is evident in the ratea of prevalence, but not to the extent hoped for, since only 2 out of 16 countries neared or achieved the
regional goal.
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7. ANIMAL HEALTH AND VETERINARY
PUBLIC HEALTH

7.1 Zoonoses control (Cont.)
7.1.3 Bovine tuberculosis 7.1.4 Hydatidosis 7.1.5 Leptospirosis
Prevalence Prevalence Sl:zg:::z;::ses Ex;:;:::: of
(percentage) (percentage) (percentage) in animals
hational hationnl ational National
1971 11974 {1977 | goal 1971 1974 {1977 | goal 1971 | 1974 | 1977| goal 1971 | 1974 | 1977 goal
1980 1980 1980 1980

Argentina 25 18 9 - - 50 1 60 1
Bahamas _ - [ - - — - 1~ - 100 | 100 | 100£[100 - - - 1=
Barbados - = - - - - ~ - - - - - si S3 sib | &
Bolivia
Brazil 2 4 3 - 16 i6 {17 - 2 4 6 | - Si si s3 ~
Canada
Chile 125 ] - 17P 93 - - 1< - 35 | 35 | 28B] 25 ST | st | sib | -
Colombia - a_ (18 [+ - - ~ - = = - 5 - - - ~
Costa Rica 0.8% ... 0.3 0.3 - - ~ = 100 100 ) 100 (100 ees ‘o aes s
Cuba 0.1 0.1} 0.1 - - - ~ - Si Si | -~ 0.0 | - - ~
Ecuador o - b - - - ~ - 30 45 80 {100 - - - ~
El Salvador - - 0.58] - - = < - - p - = - - - -
United States 0.0] 0.0] 0.0°] & - = ~ - 100 [ 100 | 100 {100 53 51 51 g ]
Guatemala 0.4 S e 20 20 g 6 8 10 30 s, si si g
Guyana 3,5] 3 |28 a_ It - - |~ - 30 | - - _[100 sT |34 |- g
Haiti - 199 - - - looe] . - - - 1= - - - -
Honduras 1.28 - 117 [ 0.2 | - - [~ Z - = - | = - — =
Jamaica 1 0.1] 0.4 [ 0.0 100_| 100 | 100f 100 sf | si | sif
Mexico - - ha - - i ~ - - - - ~ - - - -
Panama 0.2 - 1 = - - ~ - - - - ~ - - Si -
Paraguay - - (12 - =t = ~ = = = 43 | ~ - - - -
Peru 2,88 - | - 18 115.28 4 2 - 1100 [100 100 - - - -
Dominican Rep. 5 5 0,3 je - - - - - ~ - ~ si st st -
Suriname - - ~ = - = - - - - - ~ - - - -
Uruguay 0.4 46 51 47 16 18 13 45 48
Venezuela 1 0.3 0.4 d I3 30 40 60 | 80 51 s1 s | g

a/ Information from First Evaluation carried out in 1974 of the Ten-Year Health Plan for the Americas. b/ 1978 figure.
¢/ Investigate and control, d/ Eradication. e/ Control. £/ 1979 figure. g/ Reductiom.

7.1.3 Bovine tuberculosis

REGIONAL GOAL: Eradication in countries in which prevalence is 1% or less and reduction to a prevalence of less than 1%
in the remaining countries affected by this problem.

In the first evaluation of the Ten-Year Plan, 15 of the 22 countries noted the existence of the problem, with prevalence
of 0.12 to 14.6%. Judging from the response of the 16 countries that reported affirmatively, the goals of the Ten-Year Plan were
not met between 1977 and 1979 except in one country. Bovine tuberculosis continues to be prevalent, although to a lesser extent
in most of these countries. In 6 of the countries that noted its presence, prevalence exceeded 1%; in the remaining 10 it was
below 1Z.

7.1.4 Hydatidosis

REGIONAL GOAL: To reduce prevalence. To supervise 100X of the slaughterhouses and public and private places where
animals are slaughtered for consumption.

As is evident, there has been little response from the countries with respect to the prevalence of hydatidosis. However,
it is known to exist to a marked degree in South America, where an annual average of 1,316 human cases was reported over the
four-year periocd 1973-1976, primarily in Argentina, Uruguay, Chile and Peru. Prevalence in animals was reported by only 5
countries in 1977; in all but one of them, there was no appreciable decline from the level at the start of the decade. Control of
all slaughterhouses as a goal for each of these countries in 1980 was implemented in 6 of the 14 countries that suplied
information for the evaluation——which had already achieved that objective at the start of the decade. 1In the other 8, coverage
ranged from 6 to 8%.

7.1.5 leptospirosis
REGIONAL GOAL: Evaluation of the nature of the problem,

Human cases of leptospirosis reported between 1971 and 1976 numbered 733--an average of 122 cases a year, 54% of them in
North America and 462 in the islands and the land surrounding the Caribbean. Some of those countries also reported the infection
in animals, as did 3 South American countries. Little progress has been made in obtaining better information about the problem
and thus in evaluating its size and scope.
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7. ANIMAL HEALTH AND VETERINARY

PUBLIC HEALTH
( 7.1 Zconoses contyol (Comt.) ‘
7.1.6 Equine encephalitis 7.1.7 Foot-and-mouth disease
Tncidence Equines vaccinated Incidence hase/Dlsease-free areas
(percentage) ‘ {percentage)
Fati ation) Nation ° —;!atiog
1971 (1974{1977} al |1971{1974|1977| al 1971 1978 | 1977 al ([PTo~ | 1971 | 1974|1977 | al
goal goal goal loram goal
1980 1980 1980 1980

Argentina
Bahamas
Barbados
Bolivia
Brazil 33 183.1 31.1] 88.1 £
Canada it
Chile 50h
Colombia ] a 71 12.4] 12.5f 5.1 708
Costa Rica ses Jess toos eos [ oos Jlove 1oss - - - - 21 100 100 1100 1 100
Cuba 93 RO 23 100 | 100 1100
Ecuador 2 33 33 134 40 _ 0.1l 0.1 Q.1
El Salvador 14} h
United States i 100 | 100 | 100b
Guatemala (4 [} 0 0 0 100 | 100 100 100
Guyana 0 60 10 g1 100 1 951009 | 100
Haiti
Honduras
Jamaica 401 45 140b) 5081 100 | 100 ]100 }1o0
Mexico
Panama 30
Paraguay P PPN NS ess | ees b aws Joee Jaes soe eee 17203 1 4 - = 85 85
Peru 0.0(0.0] 0.0l 0.0 40 | 40 |40 50 150k 12Qk:i 25k 12 1l
Dominican Rep. 212 1 s 0o 1. 100 1100
Suriname -
Urugusy
Venezuels 45 e 109% 49" | 64 c n

a/ Control and maintenance. b/ 1978 figure. ¢/ Reduction. d/ 1979 figure. e/ Increase in vaccination. £/ Imple-
mentation. %Bvaluation. h/ No program exists. i/ Zoonosis eradicated. j/ Per 100,000 bovines. k/ Per 1,000
bovines. 1/ Maintemance. m/ Foci. n/ Control.

7.1.6 Equine encephalitis

Only 3 countries submitted information on the incidence of equine encephalitis in 1977: they reported 1, 23 and 45 cases,
respectively, per thousand horses. Those figures show a drop from the ones reported in 1971, but there is no way of assessing
trends in the remaining countries because of the lack of information,

None of the countries has met the 1980 recommended goal of vaccinating 80% of the horse population.

7.1.7 Foot-and-Mouth Disease

Foot-and-mouth disease continues to be endemic to most of South America but has been eliminated in North America, Central
Americs and the Caribbean. Each South American country has its control program and over 702 of the cattle population is
systematically vaccinated.

Cases are still found in Brazil, Colombia, Paraguay, Peru, Venezuela and Ecuador, where varying degrees of incidence were
reported both in 1971 and in 1977. Chile was successful in eliminating it entirely, and Paraguay reported that 85% of its area
was clear. WNo further information is available in this area. '

CONCLUSION: The Ten-Year Health Plan recommends the promotion, strengthening and consolidation of animal health and
veterinary public health services in order to achieve proper coordination between the countries’ Health and Agriculture
Ministries. The necessary units for this purpose must be set up or strengthened within the ministerial infrastructures.
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7.2 Veterinary pu

7.4 Minof Health &/7.5 Epide

blic health unit 7.3 Zoonoses control programs in riculture coordi
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in Health Min the Ministry of Health o P e 8 omose

sease control progy,

Argentina
Bahamas x x x
Barbados x
Bolivia
Brazil x x x x
Canada
Chile x x
Colombia x x |x
Costa Rica x

Cuba x8 x x x
Ecuador x x 5,680,000° x x
El Salvador x x - x
United States
Guatemala
Guyana x| x X 15,000 x x
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a/ The Institute of Veterinary Medicine, under the Agriculture Ministry, conducts national programs.
b/ 1974 to 1978. ¢/ 1979 Figure. d/ Funds included under the allocat.on for commnicable diseases.
e/ Rabies control program.

7.2 Veterinary public health units in health ministries

Twelve of the 21 countries (4 out of 7) have this type of unit within the Health Ministry and all of them conduct programs
at the national level; 8 of them also have regional programs and 7 have local ones. As compared with the situation in 1971,
visible progress has been made in extending programs to peripheral areas. There are other veterinary public health units not
located in the Health Ministries that also carry out his type of program.

7.3 Zoonosis control programs in the ministry of health

Programs of this type are carried out by 15 countries and are scheduled in 3 others. Only 4 countries lack control
programs. The situation remains substantially the same as in 1971 and many countries limit their efforts to certain zoonoses, and
particularly to rabies control.

7.4 Coordination between health and agriculture ministries

Coordination is considered satisfactory in only 6 of the 21 countries (2 out of 7). Two countries lack such coordination
and it is inadequate in the rest.

Progress has been made as compared with the situation in 1971, since more countries have improved interministerial
coordination of zoonoses and foot~and-mouth disease control programs.

7.5 Epidemiological surveillance of zoonoses

This is rated satisfactory in only 3 countries (1 ocut of 7). In the remainder it is deficient or needs improvement.

Some progress has also been made in this area in comparison to 1971, but not enough.



- 68 -

II. ENVIRONMENTAL SANITATION PROGRAMS

[ 8. CONTROL OF USE OF PESTICIDES / 9. FOOD QUALITY CQNTROL

9.4

Food
control

pro-
grams Average
/ annual
production

of pesticides
produced

(last three years)
of food products

in the country registered
or imgort:ed and
(tons) tested
(7
<
4
> /5
Argentina x 2,000
Bahamas x x x
Barbados X x x
Bolivia
Brazil x|x x 200,000 x x x 5,570
Canada
Chile x x| x x 3,500 b x x x ..
Colombia xIx X b4 20,000 ¢ x|x X |x|x 500
Costa Rica x|x xlx x vee x X x
Cuba x x x 844 x x X
Ecuador X .S X x X .3 1,100
El Salvador X .4 X X X X 660
United States | X x X X X x 55,353d
Guatemala b .4 x X 116 .
‘Guyana X X X 36,341 x x X 3,061
Haiti a X b3 5286,2 X X x
Honduras x b3 b 4 X x 1,476
Jamaica Xix b3 X x b:4
Mexico X x b.S x x x 3,171
P X x x 172 X x x
Paraguay X x x 450 x x x -
Peru b3 x X x X 550
Dominican Rep X X X x X b'd 1,871
Suriname x x X 951 x x
Uruguay X X x X x X
Venezuela X _ 1 _{x]x 50,000 X _ix x x 2,848

8. CONTROL OF THE USE OF PESTICIDES

REGIONAL GOAL: To reduce the number of poisonings and human deaths due to indiscriminate use of pesticides in Latin
American and Caribbean countries during the decade.

Indiscriminate use of large quantities of pesticides has aroused increasing concern in most countries. This has led ro
the study of proper legislation to control the use of pesticides and to establish programs for that purpose. Six of the 21
countries (2 out of 7) report that current national legislation is adequate for control purposes. In the remainder it is not, and
8 of them are meking studies in this respect. The situation is evidently worse than in 1971, when 8 countries reported
satisfactory legislation but in fact the problem has become more widespread and an increasing number of countries are concerned
with making studies and adopting laws to support control actionm.

Substantive progress has been made in setting up laboratories for pesticide analysis, which indicates the interest that
exists in solving this problem. Efficient laboratories are now operating in 5 countries and only 6 lack laboratory facilities.

Ten countries--i.e., more than half--now have control programs in effect and only 6 have not yet taken any action in this
respect. This too marks considerable progress in this area since 1971. :

9. FOOD QUALITY CONTROL

REGIONAL GOAL: To reduce human sickness and economic losses caused by biological, physical and chemical contamination of
foodstuffs and subproducts and to preserve the quality thereof.

Most of the countries have proposed goals in this area, although progress appears to have been limited. The proportion of
countries with adequate legislation (not even half of them) remains the same as in 1971. Legislation is inadequate in 7 countries
(1 out of 3) and the remaining countries report that studies of legislation are in progress. Effective laboratories for food
quality control are operating in 8 countries but are considered insufficient in 13 others. Studies for the operation of
laboratories are underway in another 2. Visible progress has been made during the decade but a great deal remains to be
accomplished.

Most of the countries report the existence of operative control programs, which means that the situation is substantially
similar to that in 1971. The difference lies in the intensity and coverage. There are no evaluation indicators in this respect,
so that it is impossible to assess developments thus far.
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10, DRUG QUALITY CONTROL

ces 10.2 Legislation on / 10.3 Laboratories /10.4 Drug evaluatio
lO.clo nucnt:flleadgedn‘;“ys drug quality fr drug analysis and and registration
control evaluation system

Argentina X x X x

Bahamas X X x x

Barbados x x x

Bolivia

Brazil x x x x

Canada

Chile x x x x

Colombia x X x x

Costa Rica x x x x .
Cuba X x X P
Ecuador x x x x

El Salvador x x x x

United States X x x x

Guatemala x x

Guyana x x x X )
Haiti _X X

Honduras X x x 3
Jamaica X x x x x !
Mexico x x x X .
Panama x x x x !
Paraguay x X x X
Peru x x x x 1
Dominican Rep. x x X x

Surineme x X x X

Uruguay x X X X

Venezuela x . X L3 x )

10. DRUG QUALITY CONTROL

REGIONAL GOAL: To carry out programs in every country to monitor the quality of drugs produced domestically as well as
those imported.

Only 6 countries (2 out of 7) report the lack of a central agency for drug control. The situation appears to have
remained substantially unchanged since 1971.

Drug quality control legislation is reported as adequate in 13 countries and 7 others are reviewing prospective laws in
this respect. Progress was made during the decade and the countries are displaying greater comcern regarding the need for
legislation for drug control.

There are very few properly equipped laboratories for drug analysis and evaluation. Eighteen countries (9 out of 11)
report a shortage of laboratories for this purpose and 9 have plans for improving them. Progress in this respect since 1971 has
been marginal.

Finally, the drug evaluation and registry system in 1l countries (half of them) is considered satisfactory. In another 11
it is inadequate and 4 of them are making imrovements. The situation is similar to that im 1971: no substantive changes have

been achieved.
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11, ACCIDENT CONTROL
11.1 Mortality due to 11.2 Deaths caused by 11.3 Nation1 11.4 Inter-
accidents: deaths caused |traffic accidents per al traffic sectorial co-
by accidents of all kinds, | 100,000 inhabitants accident pre-jordination
per 100,000 inhabitants vention pro- |[for accident
gram prevention
Fore-~ Fore-
cast cast Does |Ade- |Inade-
1971 1974 | 1977 | for 1971 | 1974 | 1977 | for Exists | not quate [quate
1980 1980 exist
Argentina 51.48 .25 23 x x
Bahamas 103 79 29 26 x X
Barbados 34 26 26 19 14 9 X
Bolivia
Brazil 57b 22 36 40 45 x
Canada
Chile 91b 66.7¢ - - 218 T - - x
Colombia 34 41 38 10 15 16 x X
Costa Rica 39 52 52 et 4 16 23 fes X X
Cuba 32 32 40 12 11 18 x X
Ecuador 6 66 66 66 15 21 21 18 x x
E1l Salvador 75 91 107d 13 15 234 x x
United States 55 50 48 - 26 22 23 - x x
Guatemala 17b gb x X
Guyana 61 65 26 24 27 x X
Raiti 1.8 3.6 Q.1 - 0.3 X X
Honduras 69 67 55 5 2 9 - x X
Jamaica 260 7b
Mexico 48 50 45e 8¢ 15 l6e X X
Panama 51 55 59 38 16 15 17 x x
Paraguay 33 35 36 7 7 7 6 X x
Peru 37 37 34 32 14 19 11 12 x X
Dominican Rep. 18 jt: | 19 9 8 8 X
Suriname 32 39 18 18 X X
Uruguay 448 50 jc 1 x X
Venezuela 47 56 58 60 24 32 34 36 X X

a/ 1970 figure., b/ Source: First evaluation conducted in 1974 of the Ten-Year Health Plan for the
Americas, 1971-1980. ¢/ Source: Health Conditions in the Americas, 1969-1972, PAHO/WHO Scientifie Pub-
lication No. 287. d/ 1978 figure. e/ 1975 figure.

11. ACCIDENT CONTROL

11.1 Accident mortality rate

To reduce the number of traffic and industrial accidents, as well as those occurring in the home and in
areas of recreation and tourism thus reducing fatalities and disabilities.

REGIONAL GOAL:

In 1971 accidents of all types represented one of the five chief causes of death in most of the countries of the Region,
and the main cause for certain age groups. Mortality rates for 22 countries were between 18 and 91 deaths from all types of
accidents for every 100,000 persons in 1971, with a median of around 40. By 1977, the rates for 18 countries had risen to between
19 and 107 deaths per 100,000, with a median of 49. Thus the death rate for all types of accidents has remained unchanged or has
risen in the first seven years of the decade. This is indicative of the increasingly critical nature of the Region's accident
problem, contrary to expectations when goals for reducing it were established under the Ten-Year Health Plan.

11.2 Deaths from traffic accidents

Traffic accident fatalities in 1971 accounted for almost 40% of deaths from all types of accidents, ranking among the
first ten causes of death, The rates were between 4 and 26 traffic accident fatalities for every 100,000 persons, with a median
of 14. By 1977 the rates in 20 countries ranged from 1 to 40 per 100,000 with a median of 18. Accordingly, traffic deaths have
risen in the first seven years of the decade in the Region as & whole and in most of the individual countries.

11.3/4 National traffic accident control program

National traffic accident control programs are operating im 13 of the 23 countries, showing the growing concern over this
problem in the Region inasmuch as only 7 out of 18 countries reported such programs at the start of the decade. However, the
necessary intersectorial coordination for the operation of these programs is adequate in only 5 of the 23 countries, so that
little progress has been made in the interim.

SUMMARY: The accident problem continues to magnify in importance. It is one of the principal causes of death in most of
the countries and comsidering that 10 to 25 persons suffer temporary or permanent disability for each one that dies as a result of
a traffic accident, the situation is even more serious than the fatality records indicate.
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11, SUPPORTING SERVICES

A. HNURSING
1. Nursing system /
1.1 pefinjtion of 1,2 Dpefinition of 1.3 Definition of 1.4 Organization and
nursing functions technical standards type and number of operation of informatio
for different levels for different levels nursing personnel systemg for supervigion
of care of care required

Argentina

Bahamas X X X X

Barbados X % x x X

Bolivia

Brazil X X X X

Canada

Chile X X x X

Colombia X X x X

Costa Rica X X X X

Cuba X ; x X X

Ecuador X : X x X | [
El Salvador Lox ! X X X |
United States x i x X x \
Guatemala ! x X X X

Guyana X [ S x i x

Haiti ! i |

Honduras b3 ! : | x X ] x

Jamaica x i 1 x X T x

Mexico x| I x X

Panama x | J [ x x X

Paraguay X | x X X |

Peru x X X X | ]
Dominican Rep. X x x X 1
Suriname X X X X

Uruguay X X X X
Venezuela X X x X ]

A. NURSING

1. NURSING SYSTEM

REGIONAL GOAL: Organize nursing in at least 60% of the countries, as a system in which the level of aursing care and the
staffing required to meet the health goals of each country are defined. Provide the population with
nursing care which is free of risk for the patient in 60% of hospitals with 100 or more beds, and in 60%
of community health services.

In 1971, less than half the countries had defined the nursing function for various levels of care, or the type and numbers
of personnel required. The remaining countries had only arrived at a partial definition of the functions and personcel aeeds, or
had none at all. The technical standards for the various levels of care had been defined in less than one thira of the
countries. The information system for monitoring nursing activities had been defined and designed only in part or not at all in
most of the countries.

The information supplied by 23 countries for the present evaluation shows clear progress in organizing the nursing
systems. Sixteen countries have defined the nursing function for the various levels of care, and in six more, the definition has
been partially completed; only one country reports that the definition is being planned.

Twenty countries have a definition of the technical standards for the various levels of care, although ten say that their
definition is only partial. One country has not arrived at a definition, while two have it under way. Progress has thus been
made in defining technical aursing standards; what remains to be done depends mainly on how the levels of care are defined within
the broader framework of the countries' health systems services.

At present, the number of countries that have defined the type and numbers of nursing personnel required at the different
levels of the health system is greater than in 1971: 14 have done so, while another six have completed part of the definition.
The remaining three coutries are without a definition, although two are planning it.

In 1971, most of the countries had not identified or designed an information system to wonitor nursing activities; today,
ten countries have such a system in operation, while another ten have it partly organized. Three countries have no system.
Progress in this area is evident, although there is still much to be done in setting up information systems to monitor nursing
activities.

SIMMARY: To judge from the information provided, more than 602 of the countries have outlined their nursing systems, and
greater progress can be expected as the health services systems themselves are better defined.
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III. SUPPORTING SERVICES

A. NURSING
/ 2. Quality of nursing care o
/ 2.1 Definition of nursing care standards / 2.2 %gt:igiggtatwe orgsaizacion of nursing
In providing services / In services to the utllgc;nz:ﬁ:te:ﬂ:s :;rvi— In services to the /
to individuals community ces to the individuals community /
7
Yy [T/ > 3 S /¥y k) .3’5 .'3?0 qf’,;;'? 3" l;.?!/lé?‘v//;r‘\é?./ A?//
S )55/ /858 /55/05)58) 8 [58/55) 25§/ 88/ 55 )88/
' 8 /NS LS n LY A
§ )5/ S8/ 85 &[S [25 /85 [ & [ &5 SE[ES] F /L5 )E 5"/‘6” £/
Argentina X X X | X
Bahamas "3 x x X
Barbados X x X X
Bolivia X x X X
Brazil X X X X |
Canada X X X X
Chile X k3 X E3
Colombia X X X X !
Costa Rica X x X X
Cuba X X 3 X
Ecuador ! 1
El Salvador X X X | N X
United States X X T X :
Guatemala X x X X
Guyana x x X X
Haiti X X X X
Honduras X X X X
Jamaica X X T X X
Mexico X x X X
Panama X X F3 x |
Paragusy
Peru X X X X
Dominican Rep.
Suriname X X X X |
Uruguay x X | X
Venezuela 1 ! il

2. QUALITY OF THE NURSING SERVICES

It is easier to provide a risk-free level of care to the people served when standards are established ror the contept ot
the care and for the quality expected. At the beginning of the decade, there were few countries that had set their stanaarus,
either for institutional care or for community services. In 1971, only 6 of the 22 countries had set their standards for aursing
care in institutions or health care units. In 1979, on the other hand, 14 countries have completed their definitions, and only
nine say that they are partially complete. In other words, while in 1971 only one third of the countries had set their nursing
care standards, in 1979, more than half the countries had done so.

The administrative structure of nursing services, both in the direct service units and in the community services, changea
very little over the decade; five out of every seven countries say that these services were organized, and the remaincer have them
partially organized, or are planning to do so.
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IIX. SUPPORTING SERVICES

A, NURSING
3. Coverage of nursing services /v
3.1 Preparation of techni-
cal-adninistrative manualg 3.2 Percentags of trained / .  3.3. Supervisory
for use of auxiliaries auxiliariss activities

Argentina

Bghamas

Barbados x8 61 63 80 | 100 X
Bolivia

Brazil ’ x bes soe 30 50 x

Canada ) .

Chile X 100 100 | T00 100 x
Colombia X 45 49 34 66 x
Costa Rica x i 63 | 66 —97 100 x
Cuba X 100 100 100 100 x
Ecuador x 20 %0 | 50 80 x
El Salvador x 60 | 65 | 74 B0 X
United States X ™ ese cee P x
Guatemala x . 157 1 20 &0 50 X
Guyana x 14 31 33 (1) x

Haiti -
Honduras x 00 100 T00 T ... x
Jamaica x 25b | 40b | S0b | 40b [

Mexico X 90 100 X
Panama x x
Paraguay x 32 48 >3 - x
Peru . x 31 %4C 60 x x
Dominican Rep. x 40 75 95 X
Suriname ) x . x -
Uruguay x 80 | 85 1 91 75 x
Venezuela x 36 55 | B0 95 x

&/ 1In some areas. b/ Includes nursing and comsunity health auxilisries.

3. COVERAGE OF NURSING SERVICES

Sixteen of the 23 countries respending to this section of the evaluation say that they have technical and administrative
manuals for the use of nursing auxiliaries, although five of these countries etate that their manuals are incomplete. In seven of
the remaining countries there are no manuals, although three are preparing them. The situation does not appear to have changed
from the situation at the beginning of the decade.

In 1971, only four countries had trained 100X of their auxiliaries through special training courses. In 1977, these saue
countries still had 100% of their auxiliaries trainsd. In 1971, half of the countries had 502 or more of their auxiliaries
trained; in 1977, half of the countries had 80X or more trained. Progress has been made, and if it contianuves, in 1980 the
countries will be able to wmeet their own goals for training auxiliary nursing persomnel.

Supervision of the nursing services is organized and is operating in half the countries, while it is only partially
operative in the remainder. This situation is similar to that at the beginning of the decade.
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III., SUPPORTING SERVICES

B. LABORATORIES

3, Standards for operation
1. Definition of types 2. Standards for equipment of regional and national
or laboratory examinations personnel and operation of consultation and reference f
by care levels laboratories by care level networks |
. Not Being Does not Being N Does not | Being
Defined defined defined Exist exist prepared Exist exist preparedJ
Argentina
Bahamas x X X
Barbados b4 i X X
Bolivia
Brazil X X .3
Canada
Chile x X X
Colombia x X x x x x x
Costa Rica x X X
Cuba x x x
Ecuador X .3 x
El Salvador x x x
United States
Guatemala x x
Guyana .S x x
Haiti X X £
Honduras x X x
Jamaica x x x
Mexico X X x
Panama x x x
Paraguay X x X
Peru x X L
Dominican Rep. x X x
Suriname X x x
Uruguay
Venezuela _ X i SO S X X

B. LABORATORIES

REGIONAL GOAL: To increase the coverage and to organize the laboratories imto "systems" having diagnostic functions,
producing biologicals for human and animal use, and serving as blood banks required to back up the health
programs.

At the beginning of the decade, almost four out of every five countries had set national goals for the decade for setting
up, operating and developing a system of laboratories and blcod banks.

Organizing a laboratory system means defining the types of examinations that should be done at each level of care. 1In
1980, only 12 countries (two in three) have defined the types of laboratory examinations according to level of care; this has not
been done in five countries, although four are planning to do so. The situation is very much the same as it was at the beglnning
of the decade, and is obviously very dependent on the definition of levels of care within each country's health services system.

The lack of defined levels of care has also affected the setting of standards for equipment, personnel ana operations ot
the laboratories for each of the levels. Ounly tem countries (half) have such standards at preseat, while seven (vne third) have
them under study. However, three countries have not even drafted any standards.

In ten countries (half), there are standards of operation for regional and national consultation and referral networks.
In seven countries (onme in three), such standards are being drafted, while they do not exist in five countries, nor are they even
under study.

The first evaluation of the Ten-Year Helth Plan yielded information on the percentage of care units with a full-time
doctor that had laboratory services. Ouly l4 countries reported their percentage at that time: it ramged from 7.7 to 100%,
averaging out at around 40%. Half of these countries proposed that by 1980, 1002 of their care units with a full-time coctor
would have access to laboratory service, and the other countries ranged from 35% to 90Z.

Information was obtained for the present evaluation from 14 countries, none of which managed to have 100% of their units
with a full-time doctor having laboratory service. The percentages in these l4 countries ranged from 161 to 95% in 1977, with an
average of about 50%: this is an indication that some progress has been made over the decade, although it is not in accordance
with the expectations of the Ten-Year Plan.
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B. LABORATORIES
4, Care units with full time phyaicias 5. Network of blood banks organized by care |
provided with laboratory service levels, with central reference banks con-
(percentage) sistent with regionalization services
Goal for T operation| Do no Bei
970 | aon | 1emr | Pef Etor | Boperation | Do ne l Studisd

Argentina
Bahamas x
Barbados 90 93 95 100 X
Bolivia
Brazil x
Canada i
Chile ) x
Colombia 70 357 80 100 x
Costa Rica 23 4 3 a 36 a 100 g X
Cuba 91 9] 9] X
Ecuador 11 17 k] 495 X
El Salvador 52 51 47 54 x
United States
Guatemala 84 62 3 65 - X
Guyana ' x
Haiti X
Honduras 25 32 42 715 . <
Jamaica : x
Mexico 964 b 17 o o
Panama 51 70 64 100 X .
Paraguay 43 57 . 52 ces . X
Peru 10 28 29 30 X ]
Dominican Rep. X B
Suriname 30 33 45 x B
Uruguay ) 1
Venezuela 79 84 81 100 x ]

a/ Only units of the Ministry of Health., The following percentages apply to the Costa Rican Social Security
Bank: 1971, 42%; 1974, 42%; and 1977, 55%; and goal for 1980, 53%. b/ Absolute figure. ¢/ Only units of
the Secretariat of Public Health and Welfare.

Only six countries (three in ten) report that they have blood bank systems set up by level of care with central reference
banks, corresponding to the regionalization of the services. In five more countries, the system is operating only partially.
Almost half the countries report that no such system exists, although five countries do have plans to set up one. Obviously, some
progress has been made in this area, but the countries have not been as succesaful as had been hoped.

SUMMARY: The progress made in organizing laboratory services as national systems has not been any faster than the
progress in organizing the health services systems themselves. There are at present more units with a full-time doctor that have
access to laboratory services than was the case at the beginning of the decade, but the ideal of 1004 is tar frou being achieved.
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III. SUPPORTING SERVICES

C. REHABILITATION D. HEALTH
Were goals Inclusion of basic EDUCATION
sst in rehabilitation servicas|
this field? into medical care Were goals get
. programs in this field?
Yes l No Yes I!A.mitedj No Yes No
Argentina X X X
Bahamas = - - = -
Barbados x X %
Bolivia
Brazil X
Canada
Chile x X X
Colombia x
Costa Rica x
Cuba x X x
Ecuador x X x
El Salvador X x 3
United States x X x
Guatemala X
Guyana X X x
Haiti X x x
Honduras b 3 )
Jamaica x
Mexico X x X
Panama X X %
Paraguay X
Peru X
Dominican Rep. x x X
Suriname X x
Uruguay X
Venezuela x - 1 _x X

C. MEDICAL REHABILITATION

REGIONAL GOAL: TInclude basic rehabilitation services in all medical care programs to ensure that the handicapped can live
as normal a life as possible.

It was estimated at the beginning of the decade that Latin America and the Caribbean had not less than tea million people
who had some kind of disability and who were unable to realize their physical potential unless they had rehabilitation services.
There is no reason to believe that the size of the problem is any less at the end of the decade, and thus in 1980, there may be in
Latin America and the Caribbean about 13 million people who have motor, semsory or cardio-pulmonary disabilities, with problems
such as paralysis, amputations, speech, hearing or visual defects, or a life resatricted by cardiac or pulmonary problems.

Technology is available to make a notable improvement in the well-being of the handicapped, but its use has been limited
by the lack of resources, both of specialized personnel and of financing for equipment, materials and other facilities. Some
progress could be noted during the decade in certain countries that pay more attention to rehabilitation and set goals of
including basic rehabilitation services inm their wmedical care programs. Twelve of 15 countries (four in five) answering this
section of the evaluation did set up such goals, in contrast to the situstion at the beginning of the decade, where only four in
nine attached any importance to the problem,

The net progress that can be seen in this field is apparent in the growing concerm to provide certsin simple services for
a greater number of handicapped people, rather than offering sophisticated services to only a small number of patients.

D. HBALTH EDUCATION

REGIONAL GOAL: To organize health education as part of the process of active and informed community participation in all
disease prevention and cure activities,

At the beginning of the decade, alwost all the countries of the Region had health education services within the
institutional structure of the sector. However, it may be said that their level of operations was limited, both as regards
coverage and in the type of action undertaken. The general field of health education was following a course laid out for other
needs and was not geared to the current orientations of the commumity participation process. The orientation has undergone major
changes over the past decade, and health education is now seen 23 an integral part of the development of the communities, while
the techniques used are being modified to suit them to the requirements of extended coverage and primary care.

Twenty-one of 23 countries have ser themselves development goals in the field of health education in which they think of
it as part of an integral process of community development and as using modern mass cowmunications technmiques to mobilize the
resources of the community in support of the work of the health care units, to act both by themselves and on their own behalf.
The change of direction in health education is still going om, and most of the couantries do not yet have the resources to carry
out the national plans and strategies they have devised.
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III. SUPPORTING SERVICES
B. EPIDEMIOLOGICAL SURVEILLANCE
1. National surveillance system
1.1 Sucveillanc 7 15 e 2. Human /3. Com-
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REGIONAL GOAL:

All but one of the countries have a central surveillance unit in their administrative structures.

E.

a/ In technical and administrative areas.

EPIDEMIOLOGICAL SURVEILLANCE

To establish and maintain epidemiological surveillance units in accordance with each country's national
organization and regionalized structure.

are said to be poorly organized.

In six cases, the units

Ten countries (less than half) have surveillance units in all their health regions or areas, while another ten have them
outside the central one.

only in some.

In two countries, there are no units

The technical operating standards of the

inadequate in the remainder.

They are under review

Only eight countries (somewhat more than
systems is efficient. The remaining countries find

national surveillance system are felt to be adequate in ten countries, and
in seven countries.

one third) feel that the information system feeding into their surveillance

it poor, and Bix of them have it under review.

In half the countries, the country is totally covered by the surveillance system, while the others have only partial

coverage.

Progress has been made in sefting up the epidemiological surveillance systems in the countries of the Region. However,

the accomplishments fall somewhat short of the ideal that led the countries to be

the Ten-Year Health Plan for the Americas.

concerned with this aspect within the terms of



IV. DEVELOPMENT OF THE INFRASTRUCTURE



- 83 - -

-~ IV, DEVELOPMENT OF THE INFRASTRUCTURE

{ © 1. ADMINISTRATIVE SERVICES /

1.1 Administrative reform /{'.2 Macro-sdministrative adjustment /
./ Proposals

derived from
s sectorial
4 ial analysis ac-
1s thers a process of admini-/gaqne- countiag for
strative reform of the public, ois b macro—adminis
trative ad-

sector ¥ zada?

Argentina
Bahamas
Barbados
Bolivia
Brazil x x X x x x X x
Canada
Chile x x x x x
Colombia X X X x x X x lx
Costa Rica X X X, x x
Cuba X - 4 X X x 1X
Ecuador x X X X X x 1 x
El Salvador X X X x X x =
United States X x x x X x z|x
Guatemala X x X X X X x x
Guyana X X X X Il x
Haiti X X X X X b4
fionduras X x x X x xix 1x
Jamaics X X X
Mexico b X x x X X x| x | x
Panama x| X X X X X x x
Paraguay i x X X x x x
Peru x x 1 - X x X X X I x
Dominican Rep. x x x x x | x x
Suriname x x x
Uruguay b X x x XX
Venezuels b § X x x |x p I X x | x
1. ADMINISTRATIVE SERVICES
1.1 Administrative reform

In 1971 most of the countries emphasized this aspect of infrastructure development and set goals to be attained by the
year 1980 for administrative reform and the operation of administrative services. ‘

A process of administrative reform in the public sector is under way in 17 out of 24 countries. In 3 countries there is
no such process and in another 4 it is under study. The health sector has participated in all the administrative reform processes
and is participating in the study of the reform of the public sector. The process of administrative reform of the health sector
itself is under way in 19 out of the 24 countries that participated in this evaluation; the other 5 countries indicate that this
administrative reform of the health sector is being planned. This situation shows the interest the countries have sustained
throughout the decade in organizing their administrative systems, issuing regulations governing them, and making them more
efficient. . :

1.2 Macro-administrative reform

In all the countries, except 2, a sectorial diagnosis has also been made and in all the countries, except 3, a detailed
analysis has been made of each of the most important institutions that make up the health sector either the ministry, social
security institutions, or other institutions. The sectorial diagnosis and institutional analysis has led to proposals for the
overall administrative reform of the sector in 15 countries in which it has been carried out or is under way. In 3 countries this
overall reform has not been wmade.
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1. ADMINISTRATIVE SERVICES

/ ' 1.3 Adjustment of institutional adainistration
, Regionalization
Intra-institutional reorganization Organization of administrative Organizational
' services by operational regulations

level

(')f'the Of Social /Of other In the In Social / In other
Ministry / Security nstitutions/ Ministry Security Auastitution

Argentina x X x x x
Bahamas X x x x X x x X
Barbados x x x x |x x
Bolivia
Brazil X X x XX x xlx x |x x | x X
Canada
Chile x x x
Colombia =3 X X x x X x
Costa Rica ! X X X | X x X x X |{x X
Cuba X x X X
Ecuador X x x x x x | x x
E1 Salvador L x x x x x x x x
United States | X % x x x | x x =
Guatemala X X x X |x x
Guyana X X X X x X x x x
Haici X X X x
Honduras X X x | x x x x | x | x x
Jamaica X X X x
Mexico x x x x X x x x | x x
Panama X b4 X X x 3 X | x | x x
Paraguay X p 3 x X x x x x x
Peru x X X b 3 x
Dominican Rep. x x x x x x x x ! x
Suriname x X X
Uruguay X x x X x x x x
Venezuels ! x x x x | x x

1.3 Reform of institutional administration

1.3.1 Intra-institutional reorganization

The institutional reorganization of the Ministry of Health has been carried out iu 10 countries while in the 12 remaining
countries of the 22 that provided information for this evaluation this reorganization is under way. The goveruments have also
expressed interest in adjusting the administrative structure of their ministries to the needs of the health programs.

Only &4 countries mentioned that intra-institutional reorganization has also been carried out in social security
institutions while in 8 further countries this reorganization is under way and in 4 it has not been carried out.

Nine countries also mentioned that the reorgenization of other sectorisl institutions has been carried out or is under way.

1.3.2 Regionalization

Most of the countries have come to consider it necessary to organize their administrative services by care level. This
organization by care level has been carried out in the Ministries of Health of 14 countries (2 out of 3) whereas in another 8
countries it is under way.

Eight countries have organized administrative services by operational level in social security agencies and another &4 .
countries state that this organization is under way. ’

1.3.3. Organizational regulations

Fifteen countries (5 out of B) have an organic law for the sector and another &4 countries are revising this law.

In addition in 15 countries (5 out of 8) the Ministries of Public Health have regulations for the organization of their
institutions. Only 8 countries state that the social security institutions also have such regulations. Fifteen countries also
mentipned the existence of organizational regulations for other sectorial agencies.
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Argentina x x| x X | x X X
Bahamas x x X x x x p 4 x
Barbados x 4K X X x x x| Ix
Bolivia )
Brazil 1 x x S ix I x X x|l x XX b S8 ¢ x
Canada .
Chile X x | x X x X x
Colombia x x X x x x x
Costa Rica X b4 X X X X x
Cuba X X X b4 X J1x b4
Ecuador X X X X X x |
El Salvador b { X X x X X X x
United States X b4 X X X X X X
Guatemala : X b 3 X X x x
Guyana ! X X X X X b4
Haitd p x. X X X . x|
Honduras X X X X X xX!x
Jamaica
Mexico X x x x X X x
Panama X X x x b 3 x x
Paraguay X X x X X x x
Peru X X b. 4 x x
Dominican Rep. b4 x | x x x|x x X
Surinagme x x x x x x x
Uruguay x x X X X X p 3
Venezuela
1.3 ‘Reform of institutional administration (continued)

1.3.4 Reorganization and reform of administrative services

Major advances have taken place in the reorganization and reform of adwinistrative services of the health sectors in the
countries, in particular in the Ministries of Public Health. The response of 22 countries to each one of the components of the
administrative services are as follows: ’

a) Personnel: In 6 countries (1 out of 4) the personnel services have been reorganized and reformed; in the remaining
countries such reorganizational reform is under way.

b) Budget: 1In 5 countries the reorganization and reform of budgetary processes has been completed; in all the other
countries this reorganization and .reform is under way. ’

c) Accounting: In 8 countries (1 out of 3) the organization of accounting procedures has been completed; in all the
remaining countries except one this reform is under way, )

d) Supplies: In 5 countries (1 out of 5) advances hsve been made in adjusting the procurement systems to the needs
of the programs; in all the remaining countries except 3, the procurement systems are being reformed.

e) Communications: Five countries (1 out of 5) state that they have completed the reform of their communications
systems; in all the remaining countries except 2 this reform is under way.

f) Transportation: In 6 countries (I out of 4) the use of trensportation has been streamlined and systematized; in 4
of them no action in this respect has been taken sud in the remaining countries the improvement of transportation services is
under way. ‘

. g) General services: Five countries (1 out of 5) state that this part of the administrative services is consistent
with their needs; in 3 countries no action has been taken and in the remaining countries the reorganization and reform of the
general services is under way.

1.3.5 Administrative manuals

The existence of administrative manuals for use at all levels of administation is a useful indicator of the status of
administrative services. Of the 20 countries that reported, 6 (3 out of 10) state that they have such manuals, 2 state that they
have no such manuals, and the remaining 12 state that such manuals are being prepared.
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2. INFORMATION SYSTEMS

4

2,1 2.2 2.3 _ 4 /
National Coordinatich of Information
health Coverage of system information system units
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Argentina
Bahamas
Barbados X x | .4 X X X X X ix !x X
Bolivia
Brazil x X X bid b.4 X X X
Canada
Chile x x x x X X X
Colombia x x | x x x x x x X |x
Costa Rica x X X x |X X X X .1
Cuba x b4 X X X X X XX
Ecuador x X x X X _1Xx X
El Salvador X x X x X x X x lx [x | x|x | x
United States X X X X X X X
Guatemala b4 x x X x b3 x x X
Guyana x x x X X X X X
Haiti x x X X, x X X X x|l x
Honduras x X x X X X x X X X
Jamaica X b 1x X X X x X
Mexico x |x X i X X X x x |x x
Panama x| X X x X x x X
Paraguay X x X X X X X _ix
Peru X X x x x X X x [x |x |x
Dominican Rep. X X x_|x x_ x x x
Suriname X x X X x x x x
Uruguay L x : | X N x ! x x x x x x
Venezuela : x I x ! x | i x b x x x | x

2. INPORMATION SYSTEMS

REGIONAL GOAL: To implement and develop informationm, evaluation, control, and decision-making systems with the depth and
detail required by the administration and planning processes.

2.1 Organization of the national health information system

According to the replies received from 23 countries, 19 of them (8 out of 10} have organized their health information-:
system while 10 countries state their organization is only partial; only 1 states that it has not organized the system and 3 are
studyiag it.

2.2 Coverage of the system

The politico-administrative coverage of the health informstion aystem is nationdl in nature in 15 of the countries; partial
in 2 of them; and mixed (that is to say, that in some respects it is national and in others it covers only certain
politico-administrative areas) in 6 countries. ‘As regards sectorial coverage, in most cases the entire sector is covered. In 6
countries the system covers only some institutions and § countries have a mixed coverage in the sense that for some types of
information it covers the entire sector whereas for others it covers only some institutions.

With respect to program coverage the information systems in 10 countries involve all the health programs and in 13
countries they involve only some programs.

2.3 Coordination of the information systems

In most cases the intra-sectorial coordination of information systems is unsatisfactory or inadequate. Only 5 countries (1
out of 5) consider it to be adequate.

Inter-institutional coordination is in most cases considered to be deficient or inadequate and finally the coordimation of
inter-program information systems is also unsatisfactory or inadequate in most cases although .6 countries consider it to be
adequate. '

The coordination of information systems is a problem in practice at all levels of the health services systems and in all
sectors.

2.4 Information units
Fourteen countries mentioned the existence of information units at the sectorial level. In contrast, in 15 countries there

are information units at the ministerial level and only 3 countries have administrative information units at the level of .the
health institutioms.

In some cases (4 countries) there are specific information units for humsn and animal health programs .



- 87 -

. 1IV. DEVELOPMENT OF THE INFRASTRUCTURE
' 2. INFORMATION SYSTEMS

/ 2.5 Information areas covared by system /
Human resources / -Physical resources
Education ’ Educatxon
Avulabihty and training Use / Avambility a nd craining Use

¥y

T

Bahamas X x x x x x
Barbados X x 3 k3 x
Bolivia
Brazil X X X x x x
Canada .

Chile x x x X x x
Colombia x x x x X x
Costa Rica b.3 x x x x : X
Cuba x x X b . x
Ecuador x
El Sglvador .
United States x X x x x
Guatemala
Guyana
Haiti
Honduras
Jamaica _
Mexico x X x x x X
Panama X X X X X
Paraguay
Peru
Dowinican Rep. x . X 4
Suriname X X - x X X
Uruguay X : x b3 x
Venezuela X x X X . X

I
L
]
Lo
t]

"
L
td
L]
L
L]

b he
" e I
I
™
®

MNP i im

"
]
]

%
L]
L]
LR R
]
L]
LR
.

2.5 Information areas covered by -tﬁe system
2.5.1. Human resources ‘

In 20 out of 23 countries the information system covers the avsilability of human resources although in 11 of them such
information is only partial. Only 3 countries do not provide information on the availability of such resources.

In 19 countries the information system covers the education and training of human resources although in 11 of them such
information is only partial and in 4 of them the system does not provide such info‘mr.ion.

In 21 countries the information system covers the utilization of human resources although in 12 of them it only covers it
in part.

2.5.2 Physical resources

In most of the countries (20 out of 23), the information system covers the availability of physical resources, although in
half of them it only covers it in part. Sixteen countries have systems that provide information on the formation of physical
resources although in most of them (12 countries) this information is only partial.

In 20 countries the information systems cover the utilization of physical resources but in only 8 of them is such
information complete. '
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2,5 Information areas covered by system (Cont.) /
Fi i / : Programming
“pare al bt Pto:gctlon pidemiological/ Environmental/ and aqminis-
Avallabxlzty services surveillance health trative
control
Y
Q Q q Qp Q Q
Argentina T
Bahamas x X h 4 x x | J x
Barbados x x i x x x X
Bolivia
Brazil x X . x x x X
Canada
Chile x X x
Colombia X x x X x X
Costa Rica x x x | x X x x b3
Cuba x x x x
Ecuador x x X x x
El Salvador X X X X x x
United States | X x X x x x
Guatemala X X X X x x
Guyana X X x X p 4 x
Haiei _x x x x x X -
Honduras X X X x x x
Jamaica A ox X X X x x
Mexico b.4 x x X x X
Panama X x . x x ' x' x
Paraguay X X x x x x
Peru X X X x x x
Dominican Rep. x X X X E3
Suriname x X X x X X
Uruguay X x X X X M X
Venezuela x x x x x 1 x
2.5 Information areas covered by the system (Continued)

2.5.3 Financial resources

In 22 countries the information systems cover the availability of financial resources although in 12 of them such
information is partial. The utilization of financial resources is covered by the iunformation services of 21 countries although in

11 of them such information is only partial.

2.5.4 Production of services

In all the countries the information uyscem covers the production of services; however, only 11 cover it comple:ely and 12
provide partial information.

2.5.5 Epidemiological surveillance

In all the countries the information system covers epidemiological surveillance; however, in 10 of them such information is
only partially covered.

2.5.6 Environmental health

In all countries without exception the information system covers environmental health; however, such coverage is only

partial in 2 out of 3 countries.

2.5.7 Programming and administrative control

The information systems cover programming and administrative control only in 7 countries (1 out of 3); in 10 countries such

coverage is only partial and in 4 countries this aspect is not included in the information system.
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Argentina
Bahamas x X
Barbados 3 x
Bolivia
Brazil x X x x | x x X
Canada
Chile X X x x
Colombia x x x x I3
Costa Rica X X b x x
Cuba x X x x 3
Ecuador x x x x x
El Salvador X X x X x
United States x
Guatemala b X x xd X9
Guyana X
Haiti x X x 3 x
Honduras x X x X x x x
Jamaica x x
Mexico X b.g X X x
Panama x x x x X
Paraguay X X x X 3
Peru x X x [x 3 x X
Dominican Rep. X x x x x X
Suriname x
Uruguay b.S x x x x
Venezuela X x v X X x
a/ Deficient,
2.5 Information areas covered bLthe system (Continued)
2.5.8 Scientific and technological information

Scientific and technological information is an area that is not utiihctorily covered by the information systems.
countries have systems that cover this type of information as a whole; only 3 at the national level and 4 at the institutional
level; 4 exchange information with other countries.

2.6

Reports system

A few

In mwost of the countries (15 out of 23) there are systems for regular-and periodical reports for the control of technical
and administrative management. Three countries do not have such a system and in 5 others it is being studied.

2.7

. . \
Only 3 out of 22 countries state that they do not use computers for data processing.

Use of computers
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Argentina
Bahamas . X 1980 | x 1978 : X x
Barbados X i X, 1676 x x
Bolivia - "
Brazil X 1976 | x 1977 ] 1978 |- X X
-Canada
Chile X, x 1978 X i3
Colombia X X 1977 X x
Costa Rica b4 X 19221 1978 1 x X
Cuba X X 19281 1978 X X
Ecuador X X 1977 X, X
El Salvador b'd X 19771 1978 X X
United States X X 1978t 1979 [ x X.
Guatemala X 19811 x 1977 1978 X X
Guyana X X ...1972 1915 X X
Haiti b4 X 1978] 1979 b4 X
Honduras X X 19771 1977 x. X
Jamaica X X 1977
Mexico X X 197241 . 1975 X X
Panama %X X X X
Paraguay X x 1977{ 1978 x
Peru x| 1981 | x 19 1973 | x X
Dominican Rep. X X 1978 X X
Suriname X b4 X X X X
Uruguay T X a/ X - 1977 1978 | x X
Venezuela x X 1978 x| X
a/ Introduction of perinatal death certificate in 1980,
3, HEALTH STATISTICS
3.1 Present status of data production systems

@ Vital statistics

Twenty-three countries state that they have a system for the recording, collection, processing and analysis of vital
statistics data. Ten of these countries, that is to say, just under half, consider the system to be adequate and the remaining 13
countries describe it as deficient,

This system covers the entire health sector except in ome country which states that the coverage is restricted to the
Ministry of Health and another country in which the coverage is not known. At the beginning of 1980 there were 8 countries in
which vital statistics were available in official pubblications for 1978; another 8 countries had them available for 1977; and the
remaining countries for various years running from 1972 to 1976. Fifteen countries statea that they have tabulations for internal
use of the statistics relating to the year following that for which there is an official publication.

Nine countries (just under half) consider that the quality of the information is adequate whereas another 9 consider it
adequate only for certain important items; the remaining &4 countries state that the quality of these statistics s
ungatisfactory. Sixteen countries (8 out of 11) state thst considerable use is made of vital statistics while the remaining 7
countries state that such use is limited. -
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Barbados X x 1978 x x
Bolivia . .
Brazil .x 1977 I'x 1975 1975 x x
:}‘;ﬂ’ x x 1378 X 3
Colombia X x 19/ 1 x X
Costa Rica X X 10/1979{10/1978] x x
Cuba X x 19 1978 X x
Ecuador X X 9 l.x X
El Salvador .3 b3 97 1979 X x
United States X x 97 1979 X x
Guatemala X 1980 X 1979 197 X x
Guyana x . = 1979 x x
Haiti x x 11978 § 1979 X x
Honduras x x 1979 1979 x X
Jamaica B x x 1979
Mexico X x x 1979 1979 x x
Panama X X X ) x X
Paragus Ll x 1980 x 1977 1979 X X
Pemg Y X x 1978 1979 x E3
Dominican Rep. b X 1979 X X
Suriname X x x X x E3
Uruguay * 1% 1977 ] 1978 | | x x
Venezuela x x 1678 xl "
3.1 Present status of data production systeme {Continued)

® Communicable diseases

Eleven countries (just under half) believe that they have a syatem of registration, collection, processing and analysis of
data on communicable diseases that is adequate to their purposes. Another 12 countries considered that their system is
unsatisfactory In 12 (just over half) the communicable disease statistice system covers the entire health sector whereas in the
remainder it covers all or part of the public sector or only the Ministry of Health; in 1 country only ome registration area is
covered.,

The data for any one year ia available within one or two years in official publications. In most cases such data are
available in tabulations for internal use after a period of one year. .

Ten countries believe that the quality of the information is adequate while another 10 consider it adequate for only
certain important items; the countries report that the quality of the information is unsatisfactory. Fifteen countries state that
the use of the information is considerable while 7 countries consider it restricted or scanty. .
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Argentina
Bahamas X L 1x 1978 x =
Barbados X X 1978 x x
Bolivia :
Brazil ' X X 1978, X x
Canada i i
Chile x X 1978 x x
Colombia X x 7 x x
Costa Rica x x 1974 7 x
Cuba x x 1. 7 x
Ecuador X x 1977 x x
El Salvador x x 1876 x x
United States X x | 1977 | 1979 x x
Guatemala X 1980 X 1977 | 1979 x X
Guyana b3 x 1977 X X
Haiti : x x | 1978 | 1979 , p
Honduras 3 X . 1978 1 1979 X x
Jamaica x X 1379
Mexico X x : x 1976 1 1978 x X
Panama x x |{x b3 x X - x
Paraguay x - x 1977 § 1970 X X
Peru X x b 1977 1979 X x|
Dominican Rep. x x 1978 1979 % x
Suriname x x X % i x X
Uruguay x X 1977 - X X )
Venezuela x x 1978 j x X

3.1 Present status of data production systems (Continued)

@ Morbidity of discharged patients

All the countries state that they have a system for the registration, collection, processing and analysis of data on the
morbidity of discharged patients but 3 out of 7 countries state that this system is unsatisfactory. -Progress has been made in
this regard since at the beginning of the decade only 4 countries believed that they had an adequate system.

. The system covers the entire health sector in only 10 countries while in the remainder (amother 13 countries) it covers, in
some cases, only institutions of the public sector and in particular the Ministry of Health.

At the beginning of 1980 data available in official publications for the year 1968 were available only in 5 countries while
the tabulations for internal use data for 1969 existed in 8 countries. A certain delay in the production of statistics is to be
noted. In 3 countries it was two or more years.

The quality of the information contdined in the publications is considered to be adequate to the needs of the country in 12
countries (just over half); acceptable only for som\ite- in 7 countries, that is, one third of the countries; and deficient or
of unknown quality in 3 countries. ' : :

The information produced is considered to be widely used in 12 countries (just over half) while the remainder considered
that its use is restricted or scanty.
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Ecuador b.4 X
£1 Salvador X x 1976 x X
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Suriname 1 X x x X X
Uruguay Cpx X 1976 1978 x x
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3.1 Present status of data production systems (Continued)

@ Diseases dealt with in outpatient departments . : .

Only 6 countries have a system for the recording, collection, processing, and analysis of statistics on the diseases of -
patients treated in outpatient departments and consider it to be adequate. In all the remaining countries there is no such system
or it is deficient. The coverage of the system is rather limited in most of the countries; in only 3 of them does it cover all
the health sector, both public and private; in dne it only covers the entire health sector and in most cases it only covers the
statistics of the Ministry of Public Health. In those countries that have an adequate system the statistics are usually available
from one year to the next. In these countries the quality of the informstion is considered to be adequate for the use the country
wishes to make of it. In the remaining countries the quality of the information usually leaves much to be desired or is unknown.
The use made of this information is considerable only in & countries and is restricted or scamty in the remainder.
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3.1 Present status of data production systems (Continued)

@® Statistics on human resources

Ten countries state that they have an adequate system for the registration, collection, processing and analysis of data-on
human resources. Four countries do not have such a system and in 7 countries such a system exists but is unsatisfactory. Four
countries state that they do not have such a system but propose to introduce improvements in 1980 and 1981.

The systems cover the entire public health sector in 5 countries (1 out of 4); in another 4 countries they cover the health
_ sector only; and in another 12 countries they cover omnly part of the public sector, which is usually the Ministry of Health.

The statistics are available from one year to the next; their quality is deemed efficient in 6 countries, adequate ‘in 9,
and acceptable for only a few important items in 6 countries. The use of this information is considered wide in 6 countries (1
out of 4) but restricted or scanty in the remsinder.
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Suriname {ix X X X X
Uruguay 1= X 1978
Venezuela X : x : 1978 X x
3.1 Present status of data production systems (Continued)

@ [Establighments

In 13 countries (more than 4 out of 7) there is an appropriate system for the registration, collection, procesisng and
analysis of data. In the remaining countries (9) such a system is deficient or non-existent.

In 12 countries the statistica on establishments cover the entire health sector. In 2 they cover only the public sector as
a whole and in the remainder only statistics for the establishments of the Ministry of Health,

Statistics on establishments for one year are usually available within a two-years time. Fifteen countries (3 out of 4)
congider the quality of the information provided by the system to be adequate; the remminder considered it to be acceptable for
only some items or deficient. The use made of this information is wide in half of the countries and is considered restricted or
scanty in the other half. -
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3.1 Present status of data production systems (Continued)

@ Statistics on hospital services and hospital care

Tvelve countries (nore than half) state that they have an adequate system for recording, collecting, processing and
analyzing data on hospital services and care; only one country states that such a aystem does not exist and the 9 remaining
countries state that it exists but is deficient.

. In 10 countries (a little less than half) the system covers the entire health sector; in 5 countries it covers the entire
public sector; and, in the remaining countries, it is limited to part of the public sector, usually the Ministry of Health.

The data provided by the system are usually available one year later. The quality of the information provided by these
data is considered adequate in 13 countries (more than 3 out of 5), acceptable for only some items in 5 countries, and
unsatisfactory in the remaining 4 countries. Half of the countries state that the use made of this information is wide while the
other half state that it is restricted or scanty.
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3.1 Present status of data production systems (Comtinued)

® Administrative statistics

Only 16 countries reported on the system of administrative statisticsa. Seven of them consider the system to be adequate
for data collection, processing, and analysis; another 7 consider it to be deficient; and, 2 countriés report that they have no
such system,

In most cases the system covers only the administrative statistics of the Ministry of Health. Only 2 countries state that
the system covers the entire health sector, and another 5 countries report that the system covers the public sector either in part
or in whole.

Because of the scanty information provided, it appears that the data are available almost immediately or, at most, che data
ate available in the year following that to which it relates. In 7 countries, the quality of the information is considered to be
adequate; in 13, acceptable for some items; and, in the remainder, deficient. Only 4 countries consider the use made of the
statistics to be wide; the remainder consider it to be restricted or scanty.
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Suriname ! X x X .3 X
Uruguay
Venezuela . x x 1978 X 3

3.1 Present status of data production systems (Continued)

@® Services and care in other establishments

In the 18 countries that replied to this section of the evaluation 9 believe that they have an zppropriate system for the
registration, collectiom, procesing and analysis of data on cutpatient services and care. The other 9 countries believe that
their systema are unsatisfactory or they do not have such systems.

In 4 countries the systems cover the entire health sector; in another 7 countries the systems cover the public sector as a
whole; and, in the remainder, they cover only part of the public sector, in particular the Ministry of Health.

Ianformation on this type'of statiatics for any one yesr is usually available after ome or two years. The quality of the
information is considered adequate by 10 countries (2 out of 1) and acceptable for only some important items by 4 countries. The
remaining countries consider it deficient or umknown. In just over half the countries, the use made of this _informatlon is
considered to be wide, whereas in the remaining countries it is considered to be restricted or scanty.
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System of data re-/ Coverage of Sys
istration, collec g 3y ;em

Argentina
Bahamas

Barbados : X 1979 X x
Bolivia
Brazil X 1980 | x x
Canada
Chile
Colombia b.d x 1980 | x x
Costa Rica : —
Cuba X b3 197 1978 | x X
Ecuador .
El Salvador X X x x
United States
Guatemala ) x. 1981 x 1979 x X
Guyana Ix x 1978 1 x _ x
Haiti . x x 1978 1979 x x
Honduras x x 1978 1979 1 x x
Jamaica - x x !
Mexico Tx x 1378 1979 x X
Panama x X, x x X
Paraguay X
Peru b3
Dominican Rep. X | x x
Suriname ’ x : X" x - x x
Uruguay i
Venezuels % x 1578 =1 1<

"

Pt
-~
O
-3
-
L]
L

3.1 Present status of data production systems (Continued)

® Health investments

_Nine of the 18 countries that reported state that they have an adequate system for the registration, collection, processing
and analysis of such data. In the other 9 countries, the system is deficient or does not exist. In 4 of these countries, the
system covers investments made in the entire health sector, whereas in 5 countries it only covers the public sector as a whole.
In the remaining 6 countries, the system only covers investments made by the Ministry of Health.

Data on investments are available almost immediately. The quality of the information is considered adequate in 8 out of
the 18 countries that reported and acceptable for only some important items by another 5; in the two remaining countries, the
quality is considered to be unsatisfactory. The use made of the information provided by this system is wide in 7 of the countries
and restricted in the remaining countries that reported.
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1/ 3,1 Prasent sntﬂof Data Production Systems (Cont,) /
. N 7
/ Environmental health ' /
£
3.1.1 : 3.1.2 4 )

stem of data re-
tration, collec

Argentina
Bahamas
Barbados
Bolivia

Brazil X X
Canada
Chile

Colombia x X 1978 x X
C Rica’ .

Cz:;a . X X 1978 1978
Ecuador x 1981 ’
El Salvador. 1978 1979 | x X !

United States X .3
Guatemala 1981 x 1978 1978 x X

Gu x 1978 | x x
mii? : x| 1978 1 x X
Honduras X X 1978 1979 | x x

Jamaica X X
Mexico X
Panama
Paraguay X
Peru h.4
Dominican Rep. X b.{ 1979 x x
Suriname x X X x x

Uruguay
v 1a x } X 1978 X X

# P

X
X 1977 1378 X X

3.1 Present status of data production systems (Continued)

@® Envirommental health statistics

In only 8 of the 21 countries is there an adequate system for the registration, collection, processing and analysis of
environmental health data. Three of the countries state that they do not have such a system and another 10 that that their system
is unsatisfactory. In only & countries does the system cover information for the entire health sector; in 3 countries the system
covers only the entire public sector; and, in another 5, it only covers information for the Ministry of Health.

The data provided by this system for amny one year are usually available within one or two years.

Six countries (3 out of 7) consider the quality of the environmental heslth information provided by the system to be
adequate; another 3 countries consider it acceptable for only some important items; while another 6 countries consider it to be
unsatisfactory. In 6 countries (2 out of 5), the use made of this information is considered to be wide, while in another ¢
countries it is considered restricted or scanty.
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3,2 Vital Statistics

Source of information

Information used to estimate used to estimate

under-registration under-registration
/  Births /  veaths [/
' Iy
5 /§ /i
@° gf z Year z Year b’i é
Argentina )
Bahamas x 30 1978 S 1978 x 85 x
Barbados x 2 1979 1 1979 x 100 x
Bolivia j
Brazil X 40 1978 40 1979 x 80
Canada
Chile x 9 1978 - x 89
Colombia X 47 1975 29 1973 X 75
Costa Rica X 2 1976 1 1976 x X 18 X
Cuba T x -4 1978 =Y 1978 x 100
Ecuador x 15 1978 22 1978 x 53 x
El Salvador x 24 1970 x x 43
United States | x =T 1578 -1 1978 X 59
Guatemsla x 8 1978 10 1978 X 25 58
Guyana : x N 91 X
Haiti x
Honduras X 10 1977 40 1977 X 151 3 X
Jamaica X x
Mexico X 20 c ] 78 x
Panama x 75
Paraguay x 42
Peru X 29 1973 46 1973 x 67 X
Dominican Rep.] x 30 1970 45 1970 x x x
Suriname X 0 b - 15 1977 x 85
Uruguay X 5 1975 x 98 X
Venezuela x 4 1978 X 71
a/ Was improved. b/ Year not specified. c/ Covers the period 1972-1974.
3.2 Vital statistics

Eighteen countries (more than 7 out of 10) are aware of the degree of the completeness of their vital statistics. In 7
countries the extent of under-registration is not known.

Ten countries have determined the extent of under~registration by means of specisl investigations; amother 5 c'ountries'used
census data for that purpose; and, 4 countries used other sources. In 14 countries thst determined under-registration of births
by some means, it varied between 11 and 47% with a mean value of 10Z. Only 20 countries reported on the percentage of deaths that
were medically certified, which ranges from 182 to 100% of deaths with a mean value of between 75% and 78%. Twelve countries

mentioned plans for the improvement of vital statistics.
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3.3 Data Processing equipment /
/
Is Type of equipment Personnel Plans for
equipment Vs Sufficient/ expanding
available

adequate?

Plans calculating and
N £ machines improving
Yy /3.& § > x equipment
§ o/ i el 07 F training
FIF /3] §/ T/ &
/ o
7 qu & i ) ..‘?0 & ¥ ;7 / 4
& & & < & &/ Yes./ Fo / Yes / No Yes No
Argentina | :
Bahamas X x x X : x x
Barbados X
Bolivia
Brazil x x x x x x x x
Canada
Chile x X x X
Colombia x x X x x X
Costa Rica .3 X x x
Cuba x x x X x
Ecuador x X x x X
El Salvador x x x x 2 x x
United States X X x x X x
Guatemala x x x x x x X
Guyana x x X x x X
Haiti x X x. X x x.
Honduras x x x x X x X X
Jamaica x X x x x x X X
Mexico x x x x X x
Panama b x X L3 x x
Paraguay x x X x 3 x
Peru x x x X x x
Dominican Rep. x x X
Suriname x x - .
Uruguay x x x
Venezuela x X x x x
3.3 Data processing equipment

Six countries ocut of 22 have no suitable equipment for the processing of statistical data. In 13 countries (just ove
half), electronic equipment is available for procesing soms or all health atatistics. In 10 countries (almost half), electre
mechanical equipment is available for this purpose; and, in 4 of them this equipment is supplemented by electronic equipment i
some applications. Nine countries continue to use manual tabulation of data for procesaing certain statistics.

With respect to the availability of personnel for information processing, 4 countries do not have trained personnel fc
that purpose. Most of the countriea have plans for training personnel dealing with these activities.

Most of the countries (8 out of 10) also have plans for improving and expanding the equipment available for data process ing
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&4, ' DEVELOPMENT OF HUMAN RESQURCES
4.1 Manpower planning process
Integration with Manpower Coordination with or integra] Participation of unio
health planning development tion into national manpower } versities in health
process plan development plan manpower planning
Inte- Exists| Only | Only Coordi Limited| No
Inte- |grated iNOt and is{formu-| {so- No Coordi< nated Not |No na~ Pa’."— par- | par-
nte~ coordi | tional] tici~ e s . .
grated) in rated under-jlation | lated [plan nated | in nated | vlan lpation| tici-| tici-
part way lexists jxojectd part plan Ip bation | pation
Argentina .
Bahamssg x b4 X
Barbados x . X x X
Bolivia i
Brazil
Canada
Chile X x p 3 X
Colombia x x b 4 x
Costa Rica : X X : X X
Cuba X X X x
Ecuador : X _ x X X
El Salvador ; X x - X x
United States !
Guatemala x x x X
Guyana ) X X x x
Haiti X x x X
Honduras X .4 x : X
Jamaica X b4 : . x x
Mexico b4 x X X
Panama x x x X
Paraguay x X ) x x
Peru
Dominican Rep. : x X x x
Suriname x x X
Uruguay i .3 L3 x X
Venezuela : .3 i x x x |
4. DEVELOPMENT OF HUMAN RESOURCES
4.1 Human resources planning processes

REGIONAL GOAL: To develop in each country a humen resources planning process integrated into health planning. This goal is
accompanied in the Ten-Year Plan by a set of recommendations on strategies for achieving it, including integration
with overall economic and social development processes, definition of functions and modules of medical care,
administrative and support personnel, the creation of new types of personnel, an increase in the number of
personnel available in order to increase coverage, strengthening of information systems, training of research
workers, promotion of research, and strengthening of persomnel traini.ng institutions sud programs.

The nature and patterns of the human resources planning processes differ from country to country. In some countries there
are only coordination mechanisms, while in others the process has permanent directing structures, operating capacity, and decision-
making and execution powers. In addition, the institutional coverage of the process varies widely, depending on the degree of
active participation of the institutions that use human resources. The planning period also varies from short-term programming to
long-term plans.

In the first evaluation of the Ten-Year Plan, the strengthening of the processes in the initial years of the decade was
noted: recognition of the problem, organization of technical units in Ministries of Health, growing participation of sectorial
institutions, incorporation of teaching and training methods, etc.

At the end of the decade, the processes showed some progress, but not emough to meet the expectations embodied in the
Ten-Year Plan. Only 18 countries provided information on the integration of human resources planning with the health planning
process; less than half (8 countries) stated that the process was integrated; while another 6 countries (1 out of 3) mentioned
that such integration was only partial. In 4 countries the processes are not integrated.

Although the situation in this respect is unsatisfactory, there is no doubt that considerable progress has been made since
the number of countries, in which the integration of both planning processes has been achieved, has increased.

In 10 out of 20 countries a national plan for the development of human resources is under way. In 2 of the remaining 10
countries, there is no plan. In 3 countries the plan has only been formulated, and in 5 there are only isolated projects. Again
substantial progress has been made in this respect compared with the beginning of che decade, where only one out of 5 countries
had a plan for the development of human resources under way.

In 5 countries of the 20 (1 out of 4) that provided informatiom for this evaluation, there is no national plan for the
development of human resources. In 1 out of 3 of the 15 remsining countries, the plan for the development of health manpower is
properly coordinated with the national plan. In 7, that coordination is only plrl::.cl, and in 3 there is no coordination. This
situation also represents an advance compared to thut of the beginning of the decade since more countries have a national plan for
the development of human resources and/or the plan for the development of 'health manpower is coordinated either completely or
partially with that national plan.

The participation of universities in the health manpower planning process continues to be limited or non-existent in most
countries. No progress in thu regard is to be noted during the decade; on the contrary, there appears to have been a
deterioration. ’ '
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4,2 Manpover training program
Design and use of /Hav Froductive capac-
per 1 modules
for maximizing
efficiency of
gervices

Tnventory of Manpower absorp-

health manpow,

human resources
for health ser-

education and
training
inatitutions

Argentina

Bahamas x x 1.x x x

Barbados 1978 x X X - x x

Bolivia :

Brazil

Canada

Chile 1 x X x x X . x

Colombia 1978 x x x . X x X

Costa Rica x x X x x X

Cuba 1979 x X x X x *

Ecuador 1979 x x x x x

El Salvador < | x x X x x

United States x x x x x x x

Guatemala 1979 x x x x k3 x

Guyana x x 3 X k3 x

Haiti 1978 x x = X x

Honduras 1974 x X x x x

Jamaica x x x x x x

Mexico 1974 x x x x x x ®

Panama 1980 x x x x x x

Paraguay 1974 x X E3 x x x
" Peru 1978 . X X x x x

Dominican Rep. X x x x x x

Suriname 1979 X j x E3 x

Uruguay X X x b3 x X

Venezuela X x x = X

4,2 Manpower training program

Human resources programming calls for an updated inveutory of human resources that will make it possible to ascertain th.
type, distribution, use and employment of such resources. In the first evaluation of the Ten-Year Plan, such inventory existed Li
only 6 out of 22 countries that participated in that evaluation. In 1980, 13 out of 22 countries have such an inventory, and i
another 6 such an inventory is being prepared. This situation also represents an advance in the information systems necessary fo:

developing human resources,

More than two-thirds of the countries have made or are in the process of making 2 projection of the human resource:
required for carrying out the national health plans. S

In half the countries, personnel modules have been designed to maximize the efficiency of the services, although only 3 o
them mentioned the fact that such modules are being used. Progress has been made at least in the design of the modules compare:
with the situation noted in the first evaluation; however, the use of such modules is still limited, primarily because of the lac’
of better definitions of the care levels of the health services of the countries.

Seventeen out of 22 countries state .that during the decade new typei of personnel have been established within the healtt
services. At the beginning of the decade, most of the countries were studying the advisability of these new types of personnel.
which shows the high priority assigned to human resources within the various service production schemes adopted in the countries.

The productive capacity of these institutions for the education and training. of personnel is sufficient for every type of
personnel, except in 3 out of 22 countries. In the remsinder, this capacity is sufficient for only a certain type of personnel
The lack of capacity of health manpower training institutions is amn important obstacle which has been impossible to overcome anc
which is related to the lack of coordination of training institutions and institutions using those resources. Furthermore, these
institutions that use human resources do not have sufficient capacity to absord the human resources of the type that may b
produced. Only 6 out of 22 countries state that they have sufficient capacity to absorb all types of personnel. In the remainin,
countries, it is only possible to absorb a certain type of personmnel.
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4.3 Perscunal sducaticn and training goals ]
4.3.1. PHYSICIANS 4.3.2, DENTISTS
Nymber |, Trained _ Fumber Trained duri
svsﬂgble {ag the periocd available period 19\71;?11580
(per 10,000 inhabitants) 1971-1980 (per 10,000 inhabitants)
T
) iEstimated] Estinawmd Nat ionul timatedEstimatedNational
1971 1978 1971 1978
for 1980 |number goal or 1980 [ number ﬂrl 0al
) L L s
Argentina 20,2 26,08 ] 26,0 5.8 1 6.2%
Bahamas 8.95] 9.2 WL AW
Barbados 5 7 : 0.6 0.7
Bolivia + *
Brazil
Canada T3¢ B - 0.8
Chile 6.2 6,28 2,776 3.4 5 1,445
Colombia 4.6 | 5.7 | 6.6 1 7,412 | 8.000e]l 1.7 | 1.9 | 2.6 I 1,965 | 3.00%€
Costa Rica 5.2 _ 1.2 6.8 2 12 1 1.4 1,9 2.1
Cuba 13,7 | 153 9, 15,200 3 3.6 | 2.400 | 3.600
Ecuador 53¢ 8,0 | 10,9 5,555¢] 0,9 2.2 3.2 1,2709
El Salvador 3.0 1.5 3.9 864 1.3 1.15 | 1.2 86
United States 20.1_ [133.000 5.7 147,400 ‘
Guatemala 2.8 . 8.6 5.1 2,154 | 3,000¢). 0.4 6.7 0.8 351 151 8
Guyana, 7.4 1. 85cl 0.3 0.2% 69
Haiti lde | 08f] Lz | 1,35 : Qdel OJ1E| 0.2 90
Honduras 2.6 2.6 2.9 512 gl 1,107 0.1 0.2 0,2 1068] 295
Jemaica 4de ] 3.6 1 3.7 70 0.5 0.4 0.4
Mexico ; 40.010 3.4 8,7209
Panama 6.7 8.1 8.4 589 1.6 1.3 1.6 105
Paraguay 5.8 5.2 770 2.50 | 2.7 330
Pery . 5.3 6.6 6.8 4,882 | 3,270 1.7 2.0 2.0 1,176 400¢
Dominican Rep. 4.5 3.9 0.
Suriname 5,6 5.7 8.6 77 0, 40
Urugoay 1.6 19.3 2,252 7.1 875
Venezuela 9.6 10.5 10,5 4,991 | 3,391 7.3 3.7 3.7 3943 | 2,281

a/ 1977 figure. b/ 1979 figure. ¢/ First Evaluation made in 1974 of the Ten-Year Health Plan for the
Americas, 1971-1980. d/ Excluding private practitioners. e/ 1973 figure. £/ 1976 figure. g/ 1973-1978
period. h/ 1974 figure.

4.3 Personnel education and training goals

4.3.1 Physicians
REGIONAL GOAL: Eight physicians per 10,000 inhabitants.

According to information from 22 countries, in 1980 only 9 (3 out of 7) had surpassed the regional goal. The remaining 13
countries show ratios ranging from 1.2 to 7 physicians per 10,000 inhabitants. That is to say, that 6 out of the 9 countries
mentioned had already surpassed the regional goal at the beginning of the decade. However, the production of physicians in the
countries of Latin America and the Caribbean, despite the fact that the absolute numbers have increased, has not been sufficient
to fulfill the expectations embodied in the Ten~Year Health Plan. The goal has proved to be very ambitious, and counstraints on
feasibility both in the production and in the absorption by health service systems were not taken into account.

4.3.2 Dentists
REGIORAL GOAL: Two dentists per 10,000 inhabitants.

Twelve out of 23 countries (just over half) attained the regional goal and some of them surpassed their own national
goals. Of these, 5 countries had surpassed this goal at the beginning of the decade. The remaining 11 countries have ratios

ranging from 0.2 to 1.4 dentists per 10,000 inhabitants, and are a rather long way from attaining the number proposed in the
Ten-Year Plan.
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these countries had surpassed the regional goal by 1971,
personnel during the decade, although few of them met their own national goal for training nurses.
countries of Latin America continues to be a major problem for the health services of the Region.
have between 0.7 and 3.8 nurses per 10,000 inhabitants, which is inadequate for virtually any definition of the care level adopted

by health service systems. Therefore, the average targets of the Ten-Year Plan have not been met by the countries of the Region.
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4.3 Personnel oducation and training goals (Cont.)
4.3.3 NURSES 4.3.4. VETERINARIANS
Number available Trained during Number available Trained during
(per 10,000 inhabitants) |period 1971-1980 | (per 10,000 inhabitants) {period 1971-1980
P EstimatedEstimated|National timatedEstimatedNational
1971 1978 for 1980 | number goal 1971 1978 or 1980 | number goal
Argentina 2.1 6,7 8
Bahamas 34.0 3.6 451
Barbados 27 435
Bolivia
Brazil 3.6 h 130006
Canada
Chile 3 3 a 2492
Colombia 1.1 1.9 2.2 ] 3485 5251 » ] 1350 2748 3128 1178 3151b
Costa Rica 4,2 6.2 6.6 1 1 3 2
Cuba 12.9 16,1 {11000 {16600
Ecuador Q.bc,d] 2.4 156 2000 3
El Salvador 3.0 3.3 3.8 303 95 g
United States 52.5 375000 1146000
Guatemala 2.2 2.0 2,1 306 1606 p 75 305 365 290
Guyana 2.5 10.18 900 10 158 1%
Haiti 0.9 ¢ 0.9 £ Lo 810
Honduras 1.7 9,9 1.1 47 gt 1661 14
Jamaica 5.7 bl 16.7 16.9_ | 3205 1500 3 4 4
;’”1” 4.1 1 25720 h
anama 6.3 6.7 9 370 k11
Paraguay 2.8 n 7 520 a95h 385
Peru 3.3 5.0 0| 6331 2200 nh| 872 1433 1595 804
Dominican Rep. 7
Suriname 10.6 18.6 23.9 3 8
Uruguay 8 600 1200 329
Venezuela 5.9 6.7 s | 3150 4974
a/ 1977 figure. b/ Source" First Evaluation made 1974 of the Ten-Year Health Plan for the Americas, 1971-
1980. c/ 1979 figure. d/ Nurses attached to the Ministry of Health. e/ 1973 figure. £/ 1976 figure,
g/ 1973-1978 period. h/ 1974 figure,
4.3 Personnel education and training goals (Continued)
4.3.3  Nurses

In 12 out of 22 countries, the number of nurses per 10,000 inhabitants in 1980 was higher than the regional goal.
Several countries made very considerable efforts to train nursing
The scarcity of nurses in the
There are. 11 countries that

4.3.4

Veterinarians

REGIONAL GOAL: 4.5 nurses per 10,000 inhabitants.

REGIONAL GOAL: 18,000 veterinarians to be trained.

The information obtained is not sufficient to determine the extent to which this goal has been attained.
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4.3 Parsonnel education and training goals (Cont.)
4.3.5 SANITARY ENGINEERS 4.3.,6 STATISTICIANS
) Trained during Trained durin,
Number available period 1971-1980|  Number available period 1971-1980
EstimatedEstimated National stimatedEstimatedNati v

1971 | 1978 |for 1980 | number | gosr | 1971 | 1978 [orilgtedter-mar g
Argentina H
Bahamae 1 1 1 19 1 2
Barbados 1 [ 18 .
Bolivia - :
Brazil 290 % : 150 @
Canada : :
Chile .
Colombia %0 247 3 272 351 & 359
Costa Rica 19 37 18 3 3 11 8
Cuba . 13 20 15 19
Ecuador 118 9 18 12 10
El Salvador 10 300 20 1
United States .
Guatemala 7 _ 63 79 _12 : 1 2
Guyana . 4
Haiti . 1t 2 10
Honduras - ] 8 16 d [] 18 - - - -
Jamaica 1 3 13 - 15 1 2 5 - 5
Mexico 250 100%
Pgnama K] 4 4 1 40% 1 1 1
Paraguay 17e 21 1 2 e
Peru 210 303 319 115 248
Dominican Rep.
Suriname 1 1 1 - - - hd
Uruguay
Venezuela 1302

a/ From the First Evaluation of the Ten-Year Plan. b/ 1979 figure. of 1976 figure. d/ 1973-1978 period.
e/ 1974 figure.

4.3 Personnel education and training goals (Continued)

4.3.5 Sanitary ehgineera
REGIONAL GOAL: 3,200 engineers to be trained.

Sufficient information was not obtained to determine the extent to which this goal was attained.
4.3.6 Statisticians
REGIONAL GOAL: 300 statisticians to be trained

Sufficient information was not obtained to determine the extent to which this goal was attained.
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4,3 Persomnel education and training goals (Cont.)
4.3.7 MEDICAL RECORDS SPECIALISTS 4.3.8 HEALTH PLANNERS
Educated or Educated or
Number available trained during Number available trained during
period 1971-1980 period 1971-1980
Estimated/Egtimated|National) Est. timated|Nationall
19711 1978 for 1980 | number | goal 1971 1978 for 1980 number | goal
Argentina -
Bahamas 1a 1 2 3 - - - - 1
Barbados 10 - 2 2 2 2
Bolivia
Brazil 50D 15000 |
Canada |
Chile i H ‘1 -
Colombia 283 ° 100 120 i 120 2000
Costa Rica 1 3 2 16 % .10
Cuba ! i
Ecuador . 1 220 i
El Salvador 1 18 1 7 3 10 '
United States - : i
Guatemala 7 62 62 45 3 14 I .+ 10
Guyana i : i 1°
Haiti . 2
Honduras j 8 10 8%
Jamaica 1 1 - 2 3 2 6 7 6 7
Mexico . 30 i 2000
Panams 5 7 7 2 T T0b
Paraguay ! I
Peru -‘ 84 255 280 196 56 P
Dominican Rep. '
Suriname - 1 1 1 - - - - -
Uruguay o 40 25
Venezuela i 542 225 200

a/ 1979 figure. b/ From the First Evaluation of the Ten-Year Plan. ¢/ 1973-1978 period.

4.3 Personnel education and training goals (Continued)

4.3.7 Medical records specialists

REGIONAL GOAL: 100 specialists to be trained.

As a whole, this goal was attained, since some countries assigned high priority to this field of specialization. Only 5
countries reported the number trained between 1971 and 1980, and only one country (Venezuela) trained 225,

4.3,8 Health Planners

REGIONAL GOAL: 3,000 planners to be trained.

The information available is not sufficient to determine the extent to which this goal wag attained; however, as a result

of the disappearance of the Pan American Health Planning Center in 1976, the possibility of training persons of this type was
reduced by almost 502 during the decade. Therefore, the regional goal probably has not been attained.

— .
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4.3 Personnel education snd training goals (Cont.)
4.3.9 ADMINISTRATORS 4,3.10 INFORMATION SPECIALISTS
Educated or ) Educated or
Number available trained during Number available trained during
iperiod 1971-1980 period 1971-1980
EstimatedEstimated| Nationall Estimatedlestimated|National
1971 1978 for 1980 | number goal 1971 1978 kor 1980 number goal’
Argentina ) )
Bahamas i 10 | | | .
Barbados 1 37 1 T4 8 1 48 " | o ;
Bolivia | ¢ \ i
Brazil 1 14508 ! ! | 5008
Canada . i ‘ 1 f i }
Chile . | ; : : . : .
Colombia 312 886 1066 | 754, 750°F : ] i
Costa Rica » 45 69 | T2 i ; ; ]
Cuba j ) T 300 [ : E : T
Ecuador 100 ! 4 . i 38
El Salvador 5 15 .22 102 - . T
United States ! i MR | |
Guatemala 3 - 14 14 14 i T T
Guyana . . , f i
Haiti 30 N -
Honduras 19 21 19 ] i ; ]
Jamaica . B 5 7 ) 7 t 1 TR 1 2
Mexico 1 . [
Panama . | | 1
Paraguay [ ’ H
Peru 369 T 712 152 383 60 ¥
Dominican Rep. |
Suriname : 1 1
Uruguay ] j 8 8
Venezuela '
a/ 1979 figure.
4.3 Personnel education and training goals (Continued)

4.3.9 Administrators
REGIONAL GOAL: 3,000 administrators to be trained.

Only 12 countries provided information on the number of administrators trained during the decade, which amounts to more
than 1,700. If it is_assumedlthac the number of personnel trained in the remaining countries is more or less the same, the
regional goal would have been attained; especially if Brazil, which did not provide information, achieved its national goal of

1.430, which it proposed to train according to what was stated in the First Evaluation of the Ten-Year Plan.

4.3.10 Information specialists

REGIONAL GOAL: 1,000 informnfion specialigsts to be trained.

The information available does not make it possible to evaluate the extent to which this goal was attained.
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4.3 Personnel education and training goals (Cont.)

4,3,11 OTHER PROFESSIONAL SPECIALTIES

SPECTALTY

Number available

Educated or
trained during
period 1971~1980

IEstimau timated!National
1971 | 1978 ooy 19801z:mber goal
Argentina Blochemists 5000 8500 @
Barbados Radiologists 14 18 - 3
Laboratory personnel 36 45 - 2
Physiotherapists 4 6 7
Occupational therapists 2 1
Chile Midwives ("matronas") 1.6° 2.3a,¢
Ecuador Pharmaciats 17
Laboratory personnel 11¢
Nutritionists 10
Midwives 380
El Salvador Medical rehabilitati 51 ~ los d 25 184
Guatemala Social worker 350 900 1000 650
Jamaica Nurse practitioner 0 25 50 50 75
Peru Chemist-pharmacists , 2588 3160 3400 881
Midwives | 1606 1992 2203 682
Suriname Pharmacists 15 13 20
Uruguay Health educators 4 4 |

a/ 1977 figure. b/ Number per 10,000 inhabitants.

in the first course of postgraduate studies.

4.3 Personnel education and training goals (Continued)

4.3.11 Other specialties: professionals

No regional goals were established for this type of persomnel.

c/ Medical doctore to be trained
d/ 1979 figure.
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4.3 Personnel education and training goals (Cont.)
4,3.12 Intermediate Level 4,3.13 Intermediate Level
MEDICAL STATISTICIANS
: Educated or : Educated or
Number available trained during Number available trained during
period 1971-1980 period 1971-1980
o timated .
1971 | 1978 1 for tinated Nationa]
1980 number goa.
Argentina .
Bahamas . 2 28 3 5 10 3a 3 3
Barbados 22 42 42 22 - - - -
Bolivia
Brazil : 2000 125°
Canada :
Chile
Colombia 520 TR | 730 15000 | 180 97T | 467 287 4545
Costa Rica 44 lo8 64
Cuba 1,0¢ 1.3¢ 940 1300
Ecuador 180° 400 ° 517 28 200°
El Salvador 1 1 1 1 22 22
United States
Guatemala 37 A [X) bl 4 &4 4 4
Guyana 1 1
Haiti
Honduras 8 27 45 19
Jamaica 18 20 18 20 27 3 7 3 7
Mexico s ~ I T ke 360 P°
Panama 7 43 43 36 20° 9 19 21 2 260
Paraguay 21°¢ . 43 18
Peru e c c [ c 149 ¢ 251 c 289 ¢ 140 ¢ 7508
Deminican Rep. : < 33° 0,14 0,24
Suriname 1 1 1 1 1 1 1
Uruguay :
Venezuela 978 2553 1575 4000

a/ 1979 figure. b/ Data from the First Evaluation of the Ten-Year Plan. ¢/ Specialists in medical records
incorporated with intermediate level statisticians. d/ Per 10,000 inhabitants. e/ 1974 figure.

4.3 Personnel education and training goals (Continued)

4.3.12 Medical records: middle-level personnel

REGIONAL GOAL: 4,000 middle-level technicians to be trained.

Insufficient information is available to determine the extent to which this goal was attained. Of the data supplied by
nine countries, it appears that if Brazil had attained its national goal of training 2,000 medical record technicians, as proposed
azcording to the information provided in the First Evaluation of the Ten-Year Plan--together with Venezuela and Colombia, the
rezional goal would have been surpassed.

4.3,13 Statistics: middle-level ‘personnel

REGIONAL GOAL: 250 statistical technicians to be trained.

The number of health statistics techmnicians trained in the Region largely surpasses the regional goal proposed.
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— - = H
4.3 Personnel education and training goals (Cont.) |
. Educated or
4.3.14 OTHER INTERMEDIATE : Number available trained during
LEVEL TECHNICAL PERSONNEL period 1971-1980
]Eétimated . .
1971 1978 Estimated National
Specialty ® f;:h number goal
Argentina | Radiology, Hemotherapy, Laboratory, etc. . 7420
Colombia Administrative assistants 207 498 578 371
. Sanitation promoters 290 1330 1730 1440
Hospital maintenance technicians ) - 30
Experts in hespital maintenance © 14
Costa Rica Laboratory technicians 1 234 . 549 | 315 |
Cuba Dentistry ; T | 1.2 11s0 1400 |
. Laboratory ] 4.8: 5.0¥ . 5000 5500
Radiology 1.3 1.4% © 1400 1500
‘Ecuador Sanitation A ... 500 |
Guatemala (Unspecified specialties) 324 400 400
R il - S
Honduras Laboratory techmicians | 128 211 1 242 83
X-ray technicians 49 71 86 22
Maintenance technicians 26 26 ! 26
Technicians in anaesthesia 28 75 97 47
Jamaica Veterinary public health 0 2 4 4 9
Paraguay (Various unspecified specialties) 398 B
Peru Sanitation technicians 281 382 420 139
Laboratory technicians 101 650 750 649
Radiology technicians 29 287 331 302
Dominican Rep. R-tay technicians 0,15, | 0.11%
Technicians in anaesthesia 0.10% | 0.13* :
Bachelors in nursing 0.25% A
Suriname Veterinary assistants 24
Midwives 42. 50 40 B

" % Per 10,000 inhabitants

4.3 Personnel education and training goals (Continued)

4.3.14 Other middle-level technical personnel

No specific goals were established for the training of this type of personnel.
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"4.3 Personnel education and training goals (Cont.)
4.3.15 Nursing auxiliarieas 4.3.16 Statistical auxiliaries
Number available Trained during Trained during
(per 10,000 inhabitants) | period 1971-1980 | Nuwber available period 1971-1980
EstimatedPstimated|Nationa. EstimatedEstimated Natio
1971 1978 for 1980 qumber goal 1971 1978 for 1980 | number goal
Argentina 4.5 9.28 11,2
Bahamas 2.2n 10.0
Barbados 13.1 15, 223
Bolivia
Brazil 8.1l¢ 14.5¢
Canada N
Chile 12.8 18.68 22,.0¢
Colombia 1.8 8.9 10,1 | 20815 | 9500, 620 730 730 -
Costa Rica 13.0 16.4 23, 2800 360 431, 335
Cuba 14, 13.4 15000 113300
Ecuador 4. 7.3 806 5000 vos 161 sos 45
E1l Salvador 4.6 5. 5.9 1126 226 250 230
United States
Guatemala 2.0 5.8 6.6 1993 5321 ¢ 37 70 70 70
Guyana 3.1lc - - - -
Haiti 1.6 1.2 1,6 _100 86
Honduras 5,6 1,8 8,1 1181 1 5352 42 [1] 87 40f
Jamaica 19 19 2 19
Mexico 4,8¢ : 71280¢
Panama 12,7 15.8 20,0¢ 835 28 130 148 20
Paraguay 1.1d 2,8 630 2344 370 65
Peru L 2.9 4,4 4.7 4293 2400 ¢ 223 639 745 522
Dominican Rep. 6.8 ol 8.4 4200 ¢ 0.2 g 0.3g
Suriname ' 3.2 14,0 36.0
Uruguay 54,3
Venezuela 14.7 14.7 5653 3874

a/ i§77 figure. b/ Source: First Evaluation carried out in 1974, of the Ten-Year Health Plan for the
Americas, 1971-1980. d/ 1974 figure. e/ Medical records. f/ 1973-1978 period. g/ Per 10,000 inhabitants.

4.3 Personnel education and training goals (Continued)

4.3.15 Nursing auxiliaries

REGIONAL GOAL: 14.5 auxiliaries per 10,000 inhabitants.

Only 19 countries provided adequate information for the evaluation., Eight of them may have attained or surpassed the
regional goal proposed, while the remainder are still very far below it, despite the fact that in some cases it appears that the
national goals for the training of nursing auxiliaries were surpassed.

4.3.16 Statistical auxiliaries

REGIONAL GOAL: 40,000 auxiliaries to be trained.

This goal is very far from being attained. Probably only a tenth of it has been attained.
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4.3 Persomnel Education and Training Goals (Cont.)
4.3.17 Dental Auxiliaries 4.3,18 Other Auxiliary Personnel
. Trained during Trained during
(peguTgfgogv::t::i:ants) the period Number available the period
1971-1980 1971-1980
Estimatedfstimated] National FatimatedEstimated| Nationd
1971 1978 for 1980 | number goal 1971 1978 for 1980 { number goal
Argentina . 3000
Bahamas 1 10
Barbados 0.3 6
Bolivia
Brazil
Canada
Chile 1.9 2.0
Colombia 0.02 0.6 0.4 1390 1.768 4.5 5.23b] 8911
Costa Rica [ 0.16 0.6 105 _ ' 582 943 361
Cuba 4.0 4000 4100
Ecuador 0.01 0.61 360 590
El Salvador
United States
Guatemala
Guyana C.14 al —0.35 10
Haiti
Honduras
Jamaica 0.6 0.7 93 105 10 1169 {2003 1172 20056
Mexico )
Panama
Paraguay 0.1 0.4 30 145
Peru .
Dominican Rep. 0.1 0.1 0. 0.35 N
Suriname 1 0.8 2.1 -
Uruguay 0.7
Venezuela 1.6
a/ 1977 figure. b/ Per 10,000 inhabitants.
4.3 Personnel education and training goals (Continued)

4.3.17 Dental auxiliaries
REGIONAL GOAL: 2.2 auxiliaries per 100,000 ichabitants.

Only one of the 9 countries that reported had achieved this goal in 1978, and one other country was close to it.
further information was available for evaluating the regional goal.

4.3.18 Other auxiliary personnel

No specific regional goals were established.
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5. DEVELOPMENT OF PHYSICAL RESOURCES
Were goals established for the i;; é:zzﬁiziisogofr:ﬁizea 5.2 Plan for develop
development of physical resources? of the public ment 9f installed
g = e Fxists capacity
2 w9 g b ;ﬁ Does Being | Exite] DOO° 1
Yes | Ne mg gﬂg 3% 3 et Lw““ J“Pd't‘d repamd 0| not E‘:;‘;g o
s 25“__1_ exist
Argentina X X — X
Bahamas X X .4 ;3 X
Barbados X X b 4 X X
" Bolivia
Brazil x8 x X
Canada -
Chile x x x
Colombia x% x X X
Costa Rica x x X x
Cuba X x x
Ecuador x x x x
El Salvador X X X x
United States xb
Guatemala X x x
Guyana X x X
Haiti x x x .
Honduras X X x X x x
Jamaica xb x
Mexice b3 x x
Panama xb x .3 x
Paraguay x_ x x
Peru xb X x x
Dominican Rep. xb x N x - x
Suriname x x x
Uruguay X X x
Venezuela X X x

a/ Financial and non-physical goals, in accordance with the demand of the Social Development Support Fund.
b/ Source: First Evaluation made {n 1974 of the Ten-Year Health Plan for the Americas, 1971-1980.

5. DEVELOPMENT OF PHYSICAL RESOURCES

REGIONAL GOALS: To create within the regionalization systems comprehensive minimum health service units to reach a coverage of one
unit per 5,000 inhabitants in communities with less than 2,000 inhabitants; health centers, with comprehensive
minimum and basic services for communities of between 2,000 and 20,000 inhabitants; and institutions with
integrated comprehensive basic and specialized services in communities with more than 20,000 inhabitants.

To increase the installed capacxty by 106,000 beds in general houpxtala by remodeling and converting long-stay
beds whenever possible.

To gradually incorporate specialized medical care services into general hospitals according to the levels of care
and within a regionalization scheme.

To create systems for the maintenance of facilities and equipments.

These goals for the development of physical resources are closely bound up with the goals set by the countries at the
begxnnlng of the decade for the extension of coverage, especially those that are linked to the establishment of basic health
services to serve the vast rural -areas that are unprotected, which constitute what is considered to be most of the population
without access to health services.

On the occasion of the First Evaluation of the Ten-Year Health Plan in 1974, 16 out of 20 countries (4 out of 5) stated that
they had established goals for the development of physical resources during the decade. In contrast, in the present evaluation, 14
out of 21 countries (2 out of 3) stated that they had fixed those gosls; it is worthwhile noting that 5 out of the 7 countries
which on this occasion declared that they had no set goals, in the first evaluation declared that they had set them.

This apparent uncertainty only serves to dempnstrate the concern of the countriea in accelerating their programs for the
development of physical resources, despite their limitations in operating capacity and the serious financial constraints that

prevailed during the decade.

The established goals seemed to affect, for the most part, the installation of new care units, although some concern is
shown for the establishment of goals for maintenance and transformation of the facilities actually available.

5.1 Inventory of premises and facilities

More than half (12 out of 22) countries of Latin America and the Caribbean have an updated inventory of their premises and
facilities for the care of the population; in another 8 countries (almost one third), this inventory is not updated, aithough 2 of
chem were updating it at the time of the evaluation. Only 2 countries do not have such an inventory, and one of them is preparing
it.

The availability of the inventories of premises and facilities for medical care is a prerequisite for the programming of
physical resources; therefore, the data obtained show the need to improve information systems for the programming of the

establishment and use of care units.

5.2 Plan for the development of installed capacity

In 14 out of 22 countries in Latin America and the Caribbean (almost two thirds), there is a plan for the development of
installed capacity; in another five countries, this plan is being prepared. Because of the dynamics of the plans for the
development of physical resources, all the countries of the Region probably will have in a short time a properly structured plan
for the development of its installed capacity.,
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5.2,1 Investmeat plan
Derived from a serd j
Set vice plan — Content
Exists | D°°% of - In Rehabili- Expansiom < .
Uot | fsolated |prepara-| Yes | In No “:::;n,‘ ;:t:°;1°§ and Equip- | Mainte-
exist | projects tion part i ca:a:i.t; Conversion| ™e0t nance
Argentina T x X x x x x x
Bahamas x x x
Barbados x x x x x x x
Bolivia
Brazil x x x x x x
Canada
Chile x x x x x
Colombia x x x x x X X
Costa Rica x x x x x x x
Cuba x x x x x x
Ecuador x x x x x x x
El Salvador X x x X x x
United States
Guatemala x x X X x
Guyana x x X x X
Haitdi x x X X z x x
Honduras x x x x x x x
Jamaica x x x
Mexico X . x x x x X x
Panama % x X :
Paraguay x x x x X
Peru x | x x X x X X
Dominican Rep. x x x x
Suriname X X X X X X X
Uruguay X X X X x
Venezuela X x X X X X X
5.2 Plan for the development of installed capacity (Continued)

5.2.1 Investment plan

Fourteen out of 23 countries in Latin America have an investment plan for the developmwent of their physical resources.
Thirteen of these plans have been derived from the programming of services either in whole or in part. Eight countries only have a
set of isolated projects, which takes the place .of an investment plan; these projects are also derived from a service program.

A total of 20 out of 23 countries have physical investment plans, that is, plans that provide for new construction; 15 cover
the recovery of installed capacity; 19, expansions and transformation of premises, and 17, equipping of prémises. Sixteen of the
countries also include the maintenance of installations in their physical investment plans.

The countries are more frequently using external financing from international or bilateral agencies for their investment
plans.
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v

T pecatlon o} Castiomtis 5.4_Seds for general care
Number of premises in opsration each year Number of bsds svailable aach year and
and percentage of incresse 1971-1980 percentage of increase 1971-1980
Estima-|Percentage Percentage
1971 | 1974 | 1978 lted for|d increase] 1971 1974 1978 ?'“‘;‘;;g" of increase
1980 [1971-1980 or 1971-1980
Argentina 91370
Bahamas 114 212 _ 561 g 561 10
Barbados 10 10 10 10 0 545 451 541 541 - 1
Bolivia
Brazil 2322664
Canada
Chile 668 866 971 45 o 33763 33762 32887 | 32027 -3
Colombia 1530 n 1563¢ | 2772 ¢ 81 o 31582 33065 31068 -2
Costa Rica ' 49 1} 310 1018 328 £ ] 4970 b 465 4322 d 4671 0
Cuba 932 971 1 1083 16 o | 24460 3433 36364 49 €
Ecuador 225 1 9593 g 3.1 3500
El Salvador 95 102 | 145 172 81 1964 2034 1938 =1 ¢
United States
Guatemala 150 227 | 472 625 | 317 7761 7834 LI1H) BE48 T4
Guyana 35 b 130 ¢ 2277
Haiti
Honduras 148 736 BY7 | 289 TI326 k131 1) 3794 T4
Jamaica 49 j 3215 » ﬁ?}os 3661 3661 14
Mexico 2031 _T_@
‘Panama 190 24 323 70_e 4661 5357 6335 36 _©
Paraguay 127 33 147 g| 313 | 146 3314 3356 3740 4632 40
Peru 1568 | 1686 | 1786 1836 7 28405 28505 28668 29268 | 3
Dominican Rep. 208 62 377 39 8363 2.€
Suriname - 140 168 170 21 __a 886 907 1139 1145 26
Uruguay 834 0 10131 3
Venezuela Ghd | 11722 167 69 ©

a/ 1974-1980. b/ Source: First Evaluation carried out in 1974, of the Ten-Yesr Health Plan for the Americas, 1971-1980.
c/ 1973 figure.” 4/ 1977 figure. @&/ 1971-1978 period. £/ 1974~1978 period. B/ 1979 figure. h/ 1975 figure.

5.3 Basic care units

Only 18 countries provided information for this evaluation of the number.of basic care units in operation. Despite the
importance of this type of unit in the extension of coverage in the countries of the Region, the scanty response obtained for this
section of the evaluation shows that the national information systems are not opersting as efficiently as they should. Indeed, in
1974, information was obtained for the First Evaluation of the Ten-Year Plan which shows considerable differences from that
provided by the countries for the present evaluation.

These basic care units were identified as units of minimum complexity within the formal system of health services and in
accordance with the particular definition of each of the countries. These units are known by different names such as health posts,
sanitary posts, etc. and are usually health unite located in small rural localities and manned by nursing persomnel, although in
some circumstances they may be staffed by physicians, as is the case in certain countries where basic care is provided by this
professional personnel.

By and large there has been an increase in the number of units for this type of care. The change between 1970 and 1980 or
in years near the beginning and end of the decade, ranges between 0% and 5007 in 14 countries for which this type of information is
available, with a mean of 81%. There are countries that have made outstanding advances and have increased the number of their
basic care units, thanks to the national effort and the use in some cases of loans from external financing agencies. In 13
countries, shown in the table with information both for 1974 and 1978, the total number of basic units increased from 6,532 to
10,543, that is to say, an increase of 61.4X during & period of & years. These national efforts, which have made services
available to a large number of the population, have not fulfilled yet however the expectations for the regional goal as a whole.

5.4 General care beds

In accordance with the data available around 1971, there were in Latin America and the Caribbean about 622,000 beds in
general hospitals; this represents an average of 1 bed per 1,000 inhabitants. In North America the number of general beds was
1,134,000 or 4.9 beds per 1,000 inhsbitants. As an average for the decade, the number of beds in Latin America and the Caribbean
increased to 635,000, that is to say, an increase of 2%, which did not offset the population increase .that was 3XI. In North
America, the number of general beds fell to 1,116,000 and, since then, the ratio per 1,000 inhabitants has also fallen.

The information provided by the countries for this evaluation is far from being complete; however, some indicators may be
emphasized: for example, 16 countries reported that the number of beds in operation for general care in the years 1971 and 1978
were 167,864 and 188,587, respectively; in other words, a net increase of 12X in the seven years or 1.8% apnually during that
period. If this increase 'occurred in the remaining countries in Latin America and the Caribbean which did mot report for this
evaluation (in particular, Brazil and Mexico), the total number of beds that would have been added during the 10-year period would
have exceeded the 106,000 mentioned as a goal for the Ten-Year Plan. It is noted that there are countries that have increased the
number of beds, while there are others in which the number of beds has fallen slightly during the decade.
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5.5 Specialized bedsa 5.6 Beds for chromic pa- 5.7 Maintenance system
. j ients converted to beds s : ;
Number of beds available each year and t Personnel specialized in maip-
percentage of comparison between 1971-1980 _f°r acute patients °§2§§“31€ﬁ’mz§§ éﬁég 180hgg§é_
Estima-| Comparison| Beds for [Converted for acutel
1971 1974 1978 |ted for| 1971-1980 spatients as of 1980 1971 1978 1980
. 1980 nts 197l No. |

Argentina 42477
Bahamas 407 360 360 =12 207 %
Barbados 707 673 665 -6 B98 Q.6 1 )
Bolivia
Brazil 168516°
Canada
Chile )
Colombia 14597 | 11659 9338 ~36D S
Costa Rica 2732 2542 | 2542 -3¢
Cuba 11203 10043 10105 -10b 2404 1745 73 4000 1200 1200
Ecuador 513 835 859 +67¢ 2866 72 23 48 96 ~240
E1 Salvador 3885 | 3704 | 3985 | + 3b 2001 1633 82
United States
Guatemala 2188 2237 1979 1987 -9 90 125 150
Guyana 1165
Haiti
Honduras 1112 1127 1182 ;| 1272 =14 _ 475 10 15 - 1 1
Jamaica 4029 1 3976 | 4008 | 4008 -1
Mexico
Panama 2772 3146 3720 +34 0 0 0
Paraguay 500 520 523 + sb - - - - - -
Peru . 4244 4549 1 4854 4854 +14 a110 3 4 4
Dominican Rep. : :
Suriname +692 744 685" K60 =% 92 S1 55 122 143 153
Uruguay 5829 4529 =22 _%829 1300 1 22 50
Venezuels J159 73 Jl6 )

a/ 1975 figure. b/ 1971-1978 pveriod. e/ 1974-1980 veriod.

5.5 Beds for specialized care

At the beginning of the decade, there were more than 856,000 beds in hospitals for chronic patients and specialized care in
the Region; 31.6 of which were located in Latin America and the Caribbean (217,000 beds). Of these 856,000 beds, 73% were devoted
to the care of mental patients (81% in North Americs and 54% in Latin America and the Caribbean), and 8% were used for tuberculosi
patients (3.5% in North America and 17.7% in Latin America).

As an average for the decade, around 1975 the number of beds in hospitals for chronic patients and for specialized care in
the Region had fallen by 24% to a total of 650,000 beds; 41% of these were located in Latin America and the Caribbean (266,000
beds).

The decrease in the number of beds for the care of chronic patients is shown in North America, where during the first half
of the decade this number fell by 36X (from 586,000 to 383,000). In Latin America and the Caribbean, in contrast, during that
period the reduction was only 4,600 beds, wich repreaents less than 2% of those formerly existing. The greatest reduction in North
America was in the number of beds for mental patients, which fell by about 185,000; or 39X of the 476,000 that existed at the
beginning of the decade. ‘Beds for tuberculosis patients were reduced in North America from 20,700 to 3,900, that is to say, a net
reduction of 16,800 beds or 81%. In Latin America, 2,000 beds for the care of mental patients were added during the first half of
the decade to bring the total to 149,000 around 1975; im contrast, there was a reduction of 2,450 beds for the care of tuberculosis
patients, that is to say, a net reduction of 5% compared with those at the beginning of the decade.

No reliable information is available about what happened in the countries during the decade as regards availability of beds
for specialized care; however, from the replies obtained in the form for the evaluation of the Ten-Year Plan, it appears that in 11
countries which in 1971 had 52,165 beds for specialized care, there had been a reduction of more than 20% by 1978 and therefore the
downward trend in the number of these beds continues.

5.6 Transformation of beds for chronic patients into beds for scute ﬁatienta

Very few countries provided information for the evaluation of this aspect; however, it is known that the countries are
transforming beds for the care of chromic patients, especially tuberculosis beds, into beds for the care of acute patients.

5.7 Maintenance system

The information obtained is scanty and no conclusions can be derived from it. Other squrces of information, however,
indicate that the interest in the establishment of hospital maintenance systems in the countries has increased, especially in those
countries that have investment plans in execution which envisage the establishment of wmsintenance services among their activities.
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6. .FINANCING : /
8 fé} 6.2 Analysis

nngarfﬁxis of /of productive 6.3 Budget of current expenditures allocated
f'g‘ﬁrs functions to health gector

Argentina

Bahamas

Barbados

Bolivia i

Brazil X X 3 3 2 121 9 110 11 9 8
Canada

Chile X 3 g 8 7 110 7 [] 7 7 7 7
Colombia x x X 1,5 1.5] 2 2,71 2.8 5.1 5.31 6.4 7.4 10,
Costa Rica x X x| xIx 6 6 5 6 ] [ > ST &

Cuba X x

Ecuador X p 4 95 86 91 77 81 13

El Salvador X x |15 J1i2 14 113 14 113 15 113 1
United States X b 3 .3

Guatemala X X 14 13 14 10 I1 Il

Guyana X X 6 6 6 > > g | 6 513 5
Baiti X X 13.20 13.3.13.0 101 10 Q. 7
Honduras b3 b3 9 9 9 8 9 L] 10
Jamaica X b3 10 8 7 8 6 [] [ 4
Mexico X X 1277112 10 | 12 STI0

Panams 12 11 11 HY 0] I0 11
Paraguay X : x |1 11 11 11 12 112 113 12 111

Peru X X | 8 8 S..}] 5 6 4 | 3
Dominican Rep. >4 x 10 ;10 9 3 7 7 8

Suriname 8 7 7 T 17 71 8 kJ
Uruguay 7 8 -] 7

Venezuela

. 6. FPINARCING
REGIONAL GOAL: To develop systems of financing that obtain new sources of funds for the sector and ensure the broadest
collaboration of the community and the participation of the health sector in key projects of national development.

One of the most important problems faced by many countries in Latin America and the Caribbean in their efforts to expand
coverage and the structure of the services in order to satisfy the basic needs of the population, is the relative limited nature of
the revenue of the Government and consequently, its limited capacity to finance thase programs.

The average national expenditure on consumer sectors within which the national sccounts include health expenditures has been
increasing at about the same rate as the gross domestic product; however, this increase was not sufficient during the decade to
finance the effort required for the launching of the programs designed to achieve coverage extension goals.

The countries are expressing increasing interest in the analysis of financing and expenditure and in the study of new
sources that can provide the health sector with funds. In almost all the countries financing studies are being made, or a project
exists for making them; in addition, the production function of the sector is being analyzed either as a whole or for the most
important institutions that make up the sector, with a view to determining the bptimum combination between the levels of financing
required and the technology of resource combination for the production of services. In addition, research is being carried out on
how communities can participate in these new service production technologies. However, the financing aspect continues to be
emphasized as one of the most critical factors, especially if the relatively small proportion of the gross domestic product
assigned to satisfying the needs of the public sector in Lstin America is borne in wind, as well as the series of constraints which
consequently face programs of social development, including health sector programs.

In many countries some of the financial problems that determine the rapid expansion of health service coverage could have
been solved in part through the allocation of the income of social security inatitutes to finance health objectives. However, only
2 few countries have succeeded in recent years in associating social security with the national enterprise of extending coverage.

The percentage of the budget of current expenditure assigned to the health sector has varied considerably during the decade
or at least during the second half of it. These percentages, which vary according to the greater or lesser participation of the
public sector in the health mector, ranged in 1971 between 1.5% and 18X with a mesn of 10X in 13 countries for which this
information is available. As an average for the decade, in 1975 the percentages varied between 2.8% and 17X with & mean of 10X in
23 countries that provided information for that yesr. In 1980, information from 11 countries ranged between 5% and 14%, with a
mean again of 10%.

SUMMARY: During the decade the countries showed considerable concern about identifying and using sources of financing for
meeting the coet of their investments and the expemditure involved in the extension of service coverage. They have resorted to
external financing and have made very considerable internsl efforts, which, however, have not been clearly reflected in the
allocation of resources for operating expenditures of the sector, whose participation within the national budget has not undergone
substantial changes. The end of the decade still shows the countries discussing how to overcome the constraints imposed by the
lack of viable solutions to the problems of financing their health services and the greater exigencies of their own coverage
extension goals.
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Argentina : X x X x xlx x| x x
Bahamas X b.4 X X X X X
Barbados X X X x X X b3 b3 X
Bolivia ‘
Brazil 1 X X x X x
Canada o n
Chile x X x x X b3 x
Colombia "lx X X X X X x X
Costa Rica X X X X X X X X
Cuba X X X X X X X
Ecuador X X X X X x X
El Salvador X x x X X x b3 X
United States X X X x Ix X X
Guatemala b3 X X X X X X . x
Guyana x X x |.x X X X X X
Baiti X X X % X
Honduras x X X X x X |X x X
Jamaica X x x b4
Mexico X x x x x x | X x
. Panama h.3 b4 X x X x
Paraguay X X X X x x b4 X X
Peru X X x 1x X X x X
Dominican Rep. X X X x X X X
Suriname x |x x b3 X X X. X
Uruguay '
Venezuela

7. LEGISLATION

The Ten-Year Health Plan formulated a series of reconmendstions concerning the legsl institutional system. Thus, for
example, it recommended that the characteristics of the problem in each country be studied in order to systematically identify the
demands of the technical groups of the sector on the legal system and to identify the elements or levels of the system toward which
such demands should be directed. The Ten-Year Plan also recommended the definition of health problems that require compulsory
regulation or legal institutionalization; the systematization of current legislation and the complete regulation of legal
provisions; and, the recognition and standardization of relations with social control agencies responsible for enforcing health
actions, and with other agencies for applying the law and the corresponding penalties.

In 1971 the countries expressed concern about the legal aspects, and most of then made proposals for legislation to be
included as goals in their health plans. The situation in 1980 is eimilar: the interest persists and 17 out of 22 countries have
proposed legislation as goals in their national heslth plan. Almost all the countries have made proposals or are in the process of

making legal proposals.

SUMMARY: The countries have shown and are showing interest in giving legal form to a series of activities and situations
compatible with the needs of the development of health and of the sector.

8. RESEARCH

REGIONAL GOAL: To develop and use health methods geared to the conditions of each country for increasing service coverage and
productivity. To organize multinational scientific and technological research programs.

The Tea-Year Plan recognizes that each country should establish its own research infrastructure and cooperate fully in
regional programs in order to select, use and control the breakthroughs made .in science and technology for the benefit of the
country. To that end, it was also proposed that each country formulate its own national health research policy, promote this type
of research in the universities and other institutions, and provide services for fostering, encouraging, and coordimating national
health research activities. .

According to the information available for this evaluation, 5 out of 9 countries had incorporated proposals regarding
research as goals in their national plan and almost half of the research projects had been carried out or were being carried out.

Only one third of the countries has a health research policy consistent with the health policy and policy of technological
and scientific development. - In most of the countries, this policy does not exist, although 5 of them are studying it.

'{‘hexte are very few countries that have an inventory of research in the health sector; this situation has not changed since
the beginning c.af the decade. More than two~thirds of the countries state that a research program in areas defined as priorities in
the health policy is going on. This situation is an advance compared with that existing at the beginning of the decade.

_ There are very few countries in which there is adequate coordination between the various research units and the health
service system; therefore, the situation has not varied substantially during the decade, ’

SUMMARY: A slow advance is to be noted in' the research field, es cia i

: . Pt © e pe lly as I‘Gs.!‘dl the design and development of programs
in priority areas defined b health polic which usuall re bound A the i e ¢

3 3 1 3 y 2 » ya up with e infrastructure of the systems and the use of
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TABLES OF ANALYSIS OF COVERAGE

Bahamas
Chile
Colombia
Costa Rica
Ecuador

Guatemala

Guyana
Honduras
Paraguay
Peru
Venezuela



TABLE No, 1

TYPES OF CARE UNITS, ASSIGNED POPULATION, FUNCTIONS AND PROGRAMS, TYPES AND NUMBERS OF PERSONNEL : Page No. 1
IN ACCORDANCE WITH NATIONAL STANDARDS (*
COUNTRY: BAHAMAS ™ YEAR: 1979
1 LEVELS PERSONNEL POPULATION SERVED REFERRAL SCHEMES AND
NAME AND TYPE OF AVERAGE , ARTICULATION
OF : GENERAL FUNCTIONS AND FROGRAMS CARRIED OUT
CARE . : : NUMBER . BETWEEN
CARE. UNIT PROVIDED _ TY_PE » NUMBER | CHARACTERLSTICS OF UNITS
SATELITE 1 Trained Technical 3 fRural population.| 6,700 First aid care. IMain clinics or Hos-
CLINICS Murses fenrolled) No specific popu- pital.
’ Nursing Auxiliarie 3 Jlation is assigneFl
sy . M, W, : 1 {population of
Visiting nurses area indicated at|

next column,

MAIN CLINICS (33)] 1I Doctors 7 |Rural population.| 42,000 First Aid Carc and Basic nursing care with Health Centres or
Nursing Officer (R) 4 |No specific popu-| plus basic matcrnal child health and ambulatory care} Hospitals.
Staff Nurses 18 }lation is assigneF.
Trained Clinical Population of popula-
Nurses 9 larea indicated at{ tion of
M, W, 6 {next colum, patellite
Visiting doctors and clinic
Nurses
HEALTH CENTRES _IIT {Doctors 10 JRural population;| 30,200 4Matema1 ancd child health; ambulatory care and |Hospital
(10) Nursing officer (R) 6 [no specific popu-{ plus limited inpatient bed care,
' : Staff Nurses (R) 7 |lation is assigneﬂ. ’
Trained Clinical Population of popula-
Nurses (enrolled) 2 )area indicated at} tion of
Visiting nurses next column. atellite
. clinic
RURAL HOSPITAL V |Doctors 10 }Rural population;j 15,100 jAmbulatory carc; in-patient care, including National Hospital
Mursing officer (R) 7 |population served maternity, general surgery provided, ENT and
Staff Nurses (R) 12 lindicated at nextl radiology on a visiting basic; laboratory
Trained Clinical colum. services provided,

Nurses (enrolled)| 37
Nursing auxiliaries 14

Paramedicals
SATELLITE CLINICS 1T |Visiting doctors an Urban popula;;ion 137,000 JFirst aid care, basic nursing care; maternal National Hospital
nurses . and child health care; domiciliary services;

school of health and immmizations.,

(") Ministry of Health, (R) Registered

- € -



TABLE No, 1
TYPES OF CARE UNITS, ASSIGNED POPULATION, FUNCTIONS AND PROGRAMS, TYPES AND NUMBERS OF PERSONNEL

Page No. 2
IN ACCORDANCE WITH NATIONAL STANDARDS (*
COUNTRY: BAHAMAS ANDARDS. () YEAR: 1979
LEVELS PERSONNEL POPULATION SERVED REFERRAL SCHEMES AND
NAME AND TYPE
oF AVERAGE FUNCTIONS AND FROGRAMS CARRIED OUT ARTICOLATION
OF CARE GENERAL NUMBER BETWEEN
NIT TYPE NUMBER § CHARACTERISTICS
PERSONS
MAIN CLINICS (3)| IIT |Doctors 3jUrban population | 157,000 | Nursing care, maternal and child health care, [National Hnsnitals.
Nursing Officer (R) 9 domici;%iary services; schoold health and
Staff Nurses (R) 9 immmizations.
Trained Clinical
Nurses (enrolled) 4
Nursing Auxiliaries 3
Visiting Obst.
PRIVATE DISPEN- :
SARIES (48) IV |Doctors 57|Rural population | 152,000 }Ambulatory care, including prenatal and post- National Hospital
Nurses na{Urban population natal carec.
Pharmacists najPopulation of
area covered
indicated at
next colum,
SPECIAL HOSPITAL Doctors 9}Urban and rural | 231,000 |Psychiatric inpatient and outpatient care. National Hospital
m V jNurses 115§population of Geriatric injatient care.
Therapists 12{ Bahamas. Popu-
Phamacists 11lation of area
Phisiotherapists 3jcovered indicated
NMursing auxiliaries 39]at next column,
NATIONAL HOSPITAL VI [Doctors 98{Urban and rural | 231,000 |Ambulatory care, inpatient care including U.S, Hospital
m Nursing officers 60]population of maternity, eye and chest surgery, radiology and
Staff Nurses 188 Bahamas. Popu- laboratory facilities are provided.
Trained Clinical lation of area
Nurses 179{ indicated at nexﬁ
Nursing Auxiliaries column,
and M.W, 102
Radiographers 12
Physiotherapists ‘14
ECG Technicians 2
Phammacists 11
Dentists 4
Lab. technologists 12
Orthopaedic Asst. 2
Eye Technicians 2
(*) Ministry of Health na = not available

- 921 -



TABLE No. 2
RESOURCES, PRODUCTION AND PRODUCTIVITY BY LEVEL OF COMPLEXITY
- COUNTRY:  BAHAMAS ’

: : LOCALITIES ‘ : '
$ Z SERVICE UNITS A / WITH SERVICE / RESOURCES / PRODUCTION / PRODUCTIVITY

leo)& o §/& & /o /& /$8/eFs/e /E
< 13 £ ; %, &7
TYPES OF CARE WNITS /& %‘5”1{5@" & g,; & o & é}@@ & é,,gfg é‘\&vdf
Vf‘igs? § g?‘ éye ; o $ 9 3 S/Ls é’§ o)
& &8 & IS f 5§/ § S f S S p 5
S < ﬁ w o/ <
FAMILY ISLANDS T ' .
¥l Satellite Clinics 1{ 19 6,700 13 - - NA - - - - - - - -
11| Main Clinics | ot 42,000 33 - - NA - - - - - - - .
ITI| Health Centres mr| 39 30,200 10 - - NA - - - - - - D
V] Rural Hospital vl 14 33,500 1 - 58 1,352 | 29,574 | 4,426 12,134) 6.7 -1 57.3| 2.7]76.3
| NEW PROVIDENCE :
I| Satellite Clinics Ir| 138 137,000 S - 1,806 - - - - - . - -
111} Main Clinics | - - 3 - - - - - - - - - -
v| Private Dispensaries | IV{ 174 152,000 a8} - . - - . - . 5 SR T
VI| Special Hospitals vl 474 231,000 1 NA 3600 2,658 273 | 1,003] 76,859 0.3 -| s8.5] 76.6| 2.8
VII| National Hospitals .= | VI 1 NA 455 10,902 | 218,720 | 15,793] 115,029 |  13.9 -1 69.3] 7.3} 34.7

- 621 -



TABLE Mo, 3
RESOURCES, PRODUCTION, COVERAGE AND UNIT COSTS BY LEVEL OF COMPLEXITY

COUNTRY: BAHAMAS

YEAR:1979
LOCALITIES '
WITH SERVICES / RESOURCES PRODUCT ION / INDICATORS OF COVERAGE

UNIT COsT ;

I 15 6,700 13 - - - - - i 515 . N . . . . . .
- 11| 229 179,000 37 - - 1,806 - - - -1 4,838 - - - . - - - -
III 177 167,200 13 - - - -1 - - -112,861 - - - - - - - -
v 172 152,000 48 - - NA - - - -1 3,167 - - - - - - - -
\ 14 33,500 1 - 58 1,352 29,5741 4,426 | 12,134 6.7] 33,500 -} 1.71882,91132.1 NA [ 89.04 [32.48 -
VI 470 231,000 1 - 360 2,568 2731 1,003 | 76,859 | 0.3{231,000 - 1.6 1.2] 4.3 - [829.47 {17.35 -
VII 470 231,000 1 - 455 10,902{ 218,720( 15,793 | 115,029 | 13.9 231,000 -| 2.0[946.8} 68.4]12,20(187.57 [25.75 )
0
(o))
!
AT EACH LEVEL PLUS PRECEDING LEVEL
I 15 6,700 13 - - - - - . . 515 . . . - . . . .
nph - 50 - - - - -l - o s ! -1 -
III ) - 215,900 63 - - 1,806 - - - - 3,427 - - - - - - - -
v - -t m - - - - - - - - - - - - - - - -
\4 - - 112 - 58 3,158 29,574) 4,426 12,134| 6.7 - - - - - -| 89,04(32.48 -
VI - - 113 - 418 5,126| 29,847( 5,429! 88,993| s5.5| 2,044 - - - - -1318.21]19.41 -
VI 470 231,000 114 - 873 16,6281 248,567! 21,222 204,022 11.7 2,026 -1 3.8} 1.1] 91.9 -1220.99( 2.03 -

NA = Not available.



CUADRO Mo, 1

TIPO DE EFECTORES, POBLACION ASIGNADA, FUNCIONES Y PROGRAMAS, TIPO

S vnmsaonepenmssemms NACIONALES
PAIS: cHILE : AND: 1979
NOMBRE Y TIPO DE [NIVELES PERSONAL. POBLACION A LA QUE SIRVE ESOUEMA
UNIDAD DE X DE REFERENCIA
ATENCION TEN- NUMERO CULAC
(c CION CARACTERISTICAS : FUNCIONES Y PROGRAMAS QUE REALIZA Y
ESTABLECIMIENTO | IR TIPO No. | oeneraes  [Toe© | e
0 EFECTOR) DE EFECTORES
BRINDA PERSONAS
r___gi___j%g“’ @) 3 @ s & 7 8

SERVICIOS DE - - - - Intervencién; servicios al individuo.
SANIDAD FUERZAS
ARMADAS Y DE
ORDEN .

- - . . Intervencifn; servicios al individuo; organiza-
UNIVERSIDADES cibn commitaria; investigacién.
SERVICIOS MEDI- - _ _ _ I e . 1 individuo.
COS DE RANCOS ntervenc1on, servicios al in 1Y1du0
(CAJA BANCARIA
DE PENSIONES)
MINISTERIO DE - - - - Acueductos y alcantarillado.
OBRAS PUBLICAS

SERVICIO SEGURO
SOCIAL

Asistencia financiera; asistencia social.

/2

- 1/ Reintegro de cotizaciones de asegurados para salud,

2/ Pensiones de vejez y otras.

- Lzl -



CUADRO No, 3

"RECURSOS, PRODUCCION, COBERTURA Y COSTOS UNITARIOS POR ESCALONES DE COMPLEJIDAD AN 1977

PAIS; COLOMBIA

$ LOCALIDADES , _ ‘
CON SERVICIOS RECURSOS PRODUCCION INDICADORES DE CORERTURA COSTOS UNITARIOS
: *

EN CADA ESCALON

9,468 354 1,826 26.8( 2,010} 0.2 | 1.0 | 0.8 |30.7 62 |2,756 | 562 | 225

113 5,729 11,519 | 5,729 2,600 | 11,078] 1,566
306 2,049f 12.1) 63,100| 0.2 | 1.5 | 0.7 |54.6 | 90 [4,700 | 687 | 238

v -89 5,616 89 1,400 8,278 1,775 3,718

v 59 2,390 62 560 10,883 3,829 1,388 440 4,576| 3.1| 38,500 0.2 | 4.5 0.6 {1841 | 100 {8,382 | 720 | 250

- 8¢l ~

EN CADA ESCALON Y ESCALONES ANTERIORES

3

I-111 5,729 11,519 | 5,729 2,600 | 11,078{ 1,566 | 9,468 354 1,826] 26.8] 2,010{ 0.2 | 1.0 | 0.8 | 30.7| »» SRSl )
w | 5,818 17,135 | 5,818 4,000 | 19,350| 3,341 | 13,186 660 | 3,875| 20.0| 2,945| 0.2 | 1.1 | 0.8 | 38.5| ND ND | ND| WD
v|s5,877| 19,525 | 5,880 4,560 | 30,233 7,170 | 14,574 | 1,100 | 8,451 13.2| 3,320/ 0.2 | 1.5 | 0.7 | s6.3] ™ XD | ND| ND

ND = No disponible,
* Incluye escalones I, II y III,
*%  Cifras en miles

**%  Fn millones de Bolivares.

¥%4%  No incluye poblac i#n no cubierta.



. -1 -
TIPO DE EFECTORES, POBLACION ASIGNADA, FUNCIONES \ PROGRAMAS, TIPO
Y NUMERO DE PERSONAL SEGUN NORMAS NACIONALES

PAIS: cosTA RICA _ ANO: 1978
NOMBRE Y TIPO DE |NIVELES PERSONAL POBLACION A LA QUE SIRVE FSQUEMA
Lx-IEDI\?g 0);:5 P %EN_ ' v NMER _ , DE REFERENCIA
o o ‘ ' _ Y ARTICULACION
(esTaELECTMIENTO | CION . o, | CTUCTERISTICAS | peovgnio FUNCIONES Y PROGRAMAS QUE REALIZA ENTRE
M BR‘ZNDA ' PERSONAS 5
(2) (3) @ (9 6 7) 8)
.} PUESTO DE SALUD 1 Supervisores Rural Dispersa 2,400 [Servicios intcgrales de salud a la poblacibn Refieren a puestos de
Bisico jAuxiliar Enfermeria . ' brindacos por personal auxiliar a través de la |salud y en casos de
Asistentes de Salud visita domiciliaria, emergencia debidamente
. * |calificados al estable
cimiento de la CCSS
mis cercano.
UNIDADES MOVILES 11 Médicos Rural Atencifn médica general, , Refieren a Centros de
Atenciérf Auxiliares Enfermerig de Salud o al estable-
Médica |Choferes ' cimiento de la CCSS
[General : mis cercano.
CENTRO DE SALUD '} 11 Médicos Urb. y Periurb. 2,500 [Servicio de consulta externa en medicina generaljRefieren al estableci-
[Atenci6r] OdontSlogos - : (preferentemente) a miento superior mas
Médica }Farmacéuticos ademis de casos | 25,000 , cercano
General |Microbiblogos : referidos de
- | Enfermeras &reas rurales
Aux. Enfermeria ’
Otro personal para-
‘Imédico:Asist. salud
comunitaria;Trab. Soj
ciales; Insp.Sanit.;
Pers.Administrativo;
Pers.Miscelaneo.
PENTRO RURAL DE I Médicos Urbana de cuatro | 16,000 }Servicio dc consulta externa en medicina general[Refieren al estableci-|
ASISTENCIA Atencids] Odont6logos cabeceras de y servicio de hospitalizacifn para maternidad y [miento superior mis
Médica | Enfermeras cantén. urgencias, cercano.
General | Aux. Enfermeria
Otro Pers.Paramédico
Insp.Saneamiento
Asist.Salud Commita
ria; Personal Admi- |
nistrativo; Personal
Misceléneo.

- 621 -
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TIPO DE EFECTORES, POBLACION ASIGNADA, FUNCIONES Y PROGRAMAS, TIPO
Y NUMERO DE PERSONAL SEGUN NORMAS NACIONALES

- o€t -

PAIS: cosTa RICA ANO: 1978
NOMBRE Y TIPO DE [NIVELES PERSONAL POBLACION A LA QUE SIRVE FSQUEMA
LZ‘JTIEDAD DE X TII)EEN NMERO DE REFERENCIA
NCION - Y ARTICULACION
(ESTARLECIMIENTO | CION 1P N WQEC;:RIST’CAS PROMEDIO FUNCIONES Y PROGRAMAS QUE REALIZA ENTRE
0 EFECTOR) Que ' RALES DE EFECTORES
ERINDA -{PERSONAS '
M {(2) (3) 4) (5 (6) 7 8)
CLINICA PERIFIRI-{ IIl {i@dicos 166 jUrbana de gran 85,207 JAtencidn exclusivamente ambulatoria en especia- | Refieren a hospitales
CA TF CONSULTA Atenc. |Odontélogos 23 }magnitud, ’ lidades y sub-cspecialidades. Cuenta con servi-|de 4rea, regionales
EXTERNA Médica [Microbidlogos 16 cios de ayuda diagn6stica (laboratorio, Rayos X } o nacionales.
General | Farmacéuticos 11 y otros).
y Espec} Enfermeras 18
Aux. Enfermeria 130
Otro personal para-
médico 291
Personal Administ. 2137
Personal Miscelaneo 198
INSTITUTO SOBRE {Recupe -| Médicos 12 Poblacién del pafs Consulta externa y hospitalizacibn de enfermos | Reciben referencia de
ALCOHOLISMO racién | Enfermeras _ YA alcohflicos para su recuperacién y programas un Centro de Salud,
enfermo§ Aux. Enfermeria 21 preventivos, especialmente los educativos, asi | Clinica u Hospital y
Alcoh6 Trab.Soc.y Asist. 33 como los de rehabilitacién. pueden referir a un -
licos | Sicdlogos y Asist, S Hospital Nacional.
Investigadores 3
Educadores 9
INCIENSA Investi} Médicos 5 [ Poblacifn infanti}l Investigacibn y educacifn en Nutricién y Salud Reciben referencia de
acidn, | Enfermeras 2 con hospitalizacibn para nifios desnutridos de [entros de Salud, Cli-
ducac. tercer grade. icas u hospitales y
recu- eden referir a un
racib] spital Nacional.
ifies |-
esnutr]
os. |
HOSPITAL PERIFE- II | Médicos 3 Jurbano Rural 15,418 Bervicios de consulta y hospitalizacién materno- [Refieren a hospitales
RICO tenc. | Microbi6logos 1 infantil y medicina general. de drea, regionales o
édica | Enfermeras 3 nacionales.
General | Otro personal para-
y de al médico 5
gunas Personal Administ, 9
especia| Personal Misc. 15
lidades
Yy servi
cios de
apoyo.




CUADRO No. 2
PALS RECURSOS, PRODUCCION Y PRODUCTIVIDAD POR ESCALONES DE COMPLEJIDAD

(*) En el caso de los Puestos de Salud, Unidades M6viles y Centros de Salud, se estimd el dato con base
personal. : .

en el gasto de

COSTA RICA _ A ANO: 1978
UNIDADES DE SERVICIOS - LOCALIDADES RECURSOS
PRODUCCION p
(EFECTORES) A;N SERVIC10S, _ RODUCT IVIDAD
- & S . /&
Ny s S & o NSNS YN
2 | (45 8. & /40 g /) & §5 8/ E5/SGIT8IE
& TIPO DE EFECTORES 2 QQ & & [ \l;? L S © & : & § < 3‘ Q g §
< IETIES JES/ FSTEE /oS & /& PSS/ S/ F
' SISY &5 /S8 §Y§§Q L § & )& |FEF/&¢ kTR TEY
| § /% & VAR /ALY /S I
1| PUESTO DE SALUD | 1| 298| 710,643 298| 386,00 -| 15,580,481 ] 300,066 - - -f1of - -1 -
11 | UNIDAD MOVIL 13 - n 22,004 -| 1,666,194 31,24 N - ol 1a) - - - '
TI1 | CENTRO DE SALUD 11| 76| 2,008,711 128] 436,000 <| 91,083,575 | 1,411,793 1 - -l 32| - -1 - 5
IV | CENTRO RURAL ASISTENCIAL I | 4 61,849 af 10,00 71| 2,484,557] 25,464 - 2,019 5,036 | 12,7 4.2 [19.4| 2.5] 28.3 !
V| CLINICA PERIFERICA : o ' '
_ CONSULTA EXTERNA 11| 12| 631,936 71 211,304 -] 72,299,828 | 1,203,804 - - -1 s7] - N
VI | INSTITUTO NACIONAL - - _
SOBRE ALCOHOLI®® | v | 80| 2,070,560 1 10,000 154} 20,172,993 | ~12,7ed 3,150 47,266 4.1| 3.2 |s4.4| 15.1| 205
VII | INCIFESA | 80| 723,685 1 10,004 40| 4,904,715 4 134 9,806 -1 -ler.2| 13.2] 3.4
VIII| HOSPITAL PERIFERICO my 2 29,082 17,119 47} 7,150,915 | 60,344 4,304  11,887| 13.7] s5.460.3| 2.7] 93.5
11 | HOSPITAL DE AREA 1 | 13 310,75 8| 262,860 714 |100,475,626 | 447,9¢d 30,304 177,306 | 14.8| 4.8 [68.0| 5.9 42.4
1| HOSPITAL REGIONAL 11 | 46| 1,010,873 o| 738,704 1,523 252,735,504 | 1,204,7¢q 75,904 417,431 17,1 4.5[75.1| 5.5[ 49.8
II | HOSPITAL NACIONAL' v | 80| 2,070,560 9| 2,063,47q 4,579 |542,342,235 | 1,029,119 116,901 1,392,285 | 8.8 | 3.3[83.3( 11.9] 25.5



CUADRO No, 3

RECURSOS, PRODUCCION, COBERTURA Y COSTOS UNITARIOS POR ESCALONES DE COMPLEJIDAD
PAIS; COSTA RICA ' - AND: 1978

,59 LOCAL IDADES /
S CON SERVICIOS RECURSOS PRODUCCION INDICADORES DE CORERTURA COSTOS UNITARIOS
§\‘7
& o & o
s/58/8e8 /4 |
S/ & &,
§ f?* 5 EeS /&L ,
§/°8/8 §/&E
&

EN CADA ESCALON
1] 298 710,843 298| 386,000 - 15.6 390,066 - -1 -1 2,3850.5 -] 0.5 -} 39,97 - -] 0.4
11 - - 11} 22,000 - 1.7 31,254 = - 4 - - - - - -] 53.31 - -] 7507 -
Il 76| 2,008,711 128 436,000 - 91.0- |1,411.79s - -t -] 15,693 0.2 -| 0.7 - | 64.49 - - | 208.8
v 4 61,849 4 10, 000 71 2.5 25,464 | 2,010 5,036/ 12,7 | 15,462/0.2 | 1.1} 0.4 |32.5]57.98 501.6 |20.19| 246 .1
vl 12 631,936 7| 211,306 - 72.3 1,203,895 - - -] 90,277|n.3 -1 1.9 -] 60.05) - - |342.2
VI| 80 | 2,070,560 1 16,000 154 20.2 | 12,790 3,152 | 47,466 4.1 {2,070,560{0.004 0.1] 0.01 1.5 - - - -
vii| 80 723,685 1 10,000 40 4.9 - 134 9,806 - |723,6850.01 0.1 - -, - - - -
VIII 2 29,082 2 17,115 47 7.2 60,342 | 4,396 [ 11,887/ 13.7( 14.,54110.6 | 1.61.2.1 {1512 66. 43| 780.4 |¥6. 36 330.0
x| 13 310,715 8| 262,860| 714 100.5 | 447,960 | 30,302 | 177,306{14.8 | 38,83910.8 | 2.3| 1.4 ]97.5| 76.381970 2 |=6.72 236 1
x| 46 | 1,010,873 o1, 738,705 1,523 | 252.7 11,208,707 75,008 | 417,431117.1 {112,319 0.7 | 1.5 1.3 |75.1 ] 72.45h750.1 [22.34 4148 )
XI|~ 80 | 2,070,560 92,063,470 | 4,579 542.3 11,029,117 116,901 [1,392,265 8.8 | 230,062{1.0 | 2.2| 0.5 |56.5}|97.248307.7 |B9.72 504.5 =
n
t
EN CADA ESCALON Y ESCALONES ANTERIORES
1| 298 | 386,000 - 15.6 | 390,066 - - - 39.97 -1 - ]40.39
I 309 | 408,000 - 17.3 | 421,320 - 4 - 40,96 -1 - l42.29
I 437 | 844,000 - 108.3  |1,833,115 - - - ~ 59,04 -1 - h28.32
v 441 | 854,000 71 110.8 11,858,579 | 2,010 5,036D24.7 59.06 501.6 [00.19129.15
\ _ 448 | 1,065,306 - 183.1  |3062,474 - - 59.45 -1 - 77
VI ’ 449 11,075,306 | 225 | 203.3 13075,264) 5,162 | 52,502595.8
g ‘ - 450 | 1,085,306 | 265 208.2 -1 5,296 | 62,308 -
VIII 452 11,102,421 312 | 215.4 |3135,606| 9,692 | 74.195823.5
IX 460 | 1,365,281 | 1,026 315.9 3,835,566 | 39,994 | 251.501| 89.6
X 469 | 2,103,986 | 2,549 568.6 14,878,273 [115,902 | 668,932 42.1
XI 478 14,167,456 | 7,128 |1,110.9 [5907,390 (232,803 [2,061,217] 25.4

(*) En millones de colones costarricenses.



CUADRO No. 1
TIPO DE EFECTORES, POBLACION ASIGNADA, FUNCIONES Y PROGRAMAS, TIPO

Page No. 1
. ¥ NUMERO DE PERSONAL SEGUN NORMAS NACIONALES
PAISZ ECUADOR : ANO' 1979
NOMBRE Y TIPO DE NIVELES PERSONAL POBLACION A LA QUE SIRVE FSQUEMA
UNIDAD DE ATDEEN ™ DE REFERENCIA
ATENCION ATENT : NUMERO : ' Y ARTICULACION
(cSTAELECTMIENTD | CTOV o CARACTERISTICAS |0 im0 FUNCIONES Y PROGRAMAS QUE REALIZA ENTRE
0 EFECTOR) e Tieo ‘| GENERALES E | , . EFECTORES
) ol PR s (
P < (3 - (4) (8 _{6) (7) 8)
PUESTO DE SALUD I |Auxiliar Enfermeria 1 | Poblacién rural 1,000 JAcciones primarias de salud, principalmente Refiere a nivel II y
: agrupada y dispej promocidén y prevencidn 111
sa. - o .

CENTRO DE SALUD I Médico Rural 1 | Incluye pobla- 3,500 (Atencidn médica ambulatoria con énfasis en ‘Refiere a nivel Illy
Odonté6logo 1 {cibn rural nu- maternoinfantil. Acciones de mejoramiento del |IV. Contrareferenca
Aux. Odontologia 1 |cleada en la ca- medio. del nivel III y 1V,
Insp.Sanitaria 1 }becera parroquial
1

Auxiliar Enfermeria y aproximadamente

25% poblacién dig
persa.
CENTRO DE SALUD/ | IIT Médicos 3 {Ubicado en cabe- | 15,000 [Atencifn médica integral de tipo ambulatoria y |Refiere al nivel IV.
HOSPITAL Odontélogo 1 J]cera cantonal, y hospitalizacién de corta duracién, con énfasis|Contrareferencia del
Enfermera 1 |Incluye el nficleo| en maternoinfantil. Acciones de mejoramiento nivel IV y V.
Obstetriz 1 Jurbano y mis del del medio.
Asist.Nutricién 1 ]25% de poblaci6n
Insp.Sanitario 1 [periférica.
Aux.Enfermeria 13
“{ Aux. Odontologia 1
CENTRO DE SALUD ITIT |Médicos -3 | Cabeceras provin-| 28,000 [Constituye una extensi6n de los servicios del Refiere a nivel IV y
URBANO Enfermeras 2 lciales. hospital base, atencién ambulatoria, énfasis en |V. Contrareferencia
: Odontélogos 2 aterno infantil, inmmizaciones, nutrici6n y de nivel TV y V,
Obstetriz 1 mejoramiento del medio. .
Aux. Enfermeria 6
Insp.Sanitario 2
Aux. Odontologia 2z
HOSPITAL BASE v Médicos 11 |Cabecera provin-| 30,000 | Acciones de salud integral con &nfasis en recu-|Refiere a nivel V.
(mds de 100 camas Enfermeras 4 {cial o localidade$ peracién de las cuatro especialidades bisicas, { Contrareferencia de
Obstetrices 2 |que sirven de ba- incluye siquiatria de agudos. II1.
Odonté&logos 1 |se para la organi
Trabajador Social bacién de 4reas |

JAuxiliar Enfermeria 37 |programiticas.
También incluye
hospitales espe-
ciales en otras
localidades.

- €t -
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CUADRO Mo, 1
TIPO DE EFECTORES, POBLACION ASIGNADA, FUNCIONES Y PROGRAMAS, TIPO Page Nc. 2
Y NUMERO DE PERSONAL SEGUN NORMAS NACIONALES B
PAIS: ECuADOR' ANQ. 1578
NOMBRE Y TIPO DE [NIVELES PERSONAL POBLACION A LA QUE SIRVE ESQUEMA
UNIDAD DE T[:EE ' DE REFERENCIA
ATEN- NUMERO Y ARTICULACION
(EST:ETIE;EimgNTO CION o YCARACTERISTICAS PROMEDIO FUNCIONES Y PROGRAMAS QUE REALIZA ENTRE
QUE TiPO . GENERALES DE EFECTORES
- 0 EFECTOR)
- | BRINDA : PERSONAS
. 1 2 .
N O () @) ) (6Y 7] —l )
HOSPITAL DE "IV [Médicos 9 |Cabecera provin- --- Acciones de salud especializada en una catego- |Recibe de todos los
CRONICOS Enfermeras 4 Jcial. Incluye ria. niveles. Contrare-
Odont&logo 1 lhospitales créni- fiere niveles II y
Sicblogos 2 |cos ubicados en 11T (c).
Trabajadora Social 1 |otras localida- ‘
Terapista ocupac. 2 |des.
Auxiliar Enfermeria
Siquiitrico g2
Auxiliar Odontologia 1
Asist.Sic6logo 3
HOSPITAL DE ESPE- V  |Médicos 72 }Ciudades en las 70,000 [Acciones de salud integral, con &nfasis en recu-|Por referencia de
CIALIDAD - {Enfermeras 42 |que existen facul peracién en las cuatro especmlldades bisicas los niveles III y
Odonté6logos 3 |tades de Ciencias y de alta complejidad clinico quirdirgico. IV para demanda de
Trabajadoras Socialey 5 |de Salud. Se extienden acciones de salud hacia dom1c1110. todos los niveles.
Nutricionistas 2 Ensefianza e investigacién.
Auxiliar Enfermeria | 159
Auxiliar Odontologia 3

Aux.Trabajador Socia

= 7€l -



RECURSOS, PRODUCCION Y PRODUCTIVIDAD POR ESCALONES DE COMPLEJIDAD

CUADRO No, 2

PAIS: ECUADOR ANO: 1979
UNIDADES DE SERVICIOS LOCAL IDADES " RECURSOS PR / .
: ODUCCION PRODUCTIVIDAD
(EFECTORES) CON_SERVICIOS ;
&
G &
TIPO DE EFECTORES e OF
A
S £ ol
Y < & &
_=—-_..'=-..V=_-‘
——’.—_—.—.T________,____.__T__ﬁ
PUESTO DE SALUD If 203 203,000 203 357,280 - 16,910 26,051 - - -1 13.7
1
SUBCENTRO DE SALUD II| 547} 1,914,500 547 | 5,076,160] (**) 14] 2,876,126] 791,380 58 179 -1 6.4
CENTRO DE SALUD IT y 1 »
. ITT| 48{ 1,344,000 48 { 1,248,000 - 90,526 697,335 - - -1 1.8 - - .
CENTRO DE SALUD ,
HOSPITALARIA 11 y . 2 ) .
v 75 1,065,00'0'} 751 2,862,000] 2,041 401,170] 530,615} 62,239 311,739 8.5 5.41 52.4 51 30.5
. 2 _
HOSPITAL BASE : v 14] 2,444,057 16| 1,534,720 2,364 276,690{ 204,617| 62,946 499,377 3.25¢{ 7.5 71.8 7.9 26.6
. 34 ) '
HOSPITAL CRONICOS IV | 6 133,770 1511,861,200f 1,786 5§7,0s3]  11,064] 2,712 329,293 0.4 [168.2] 88.5] 533 1.5
] 3
HOSPITAL ESPECIAL Vv 4} 2,033,986 6] 3,484,800f 1,574 148,407| 182,308] 41,406 355,212 4.4 119.10] 79.0 8.6/ 26.3
(*) Fn miles de Sucres.
(**) Corresponde a camas de emergencia (SCS es unidad de atencibn).
1/ Poblacidn calculada segfin norma.
2/ Poblacidn urbana de la cabecera cantonal.
3/ Poblacidén urbana de la cabecera provincial..



CUADRO No, 3

ECUADO RECURSOS, PRODUCCION, COBERTURA Y COSTOS UNITARIOS POR ESCALONES DE COMPLEJIDAD
PAIS: ADOR

ANO: 1979

LOCALIDADES ' ' ‘
CON SERVICIOS / RECURSOS / PRODUCCION / INDICADORES DE COBERTURA / COSTOS UNITARIOS 7

& éf?
$ g/ &
\
g % &/ §
~
EN CADA ESCALON
1l 203 203,000} 203 357,780 -l 16,910 26,051 - -1 -} 1,000 1.8] -| 0.1 -]es9.1 - -| 47.33
1} 547 1,514,500f  547| 5,076,160] 14| 2,876,126 791,830 (s8)  (179) 13.6} 2,769] 3.4 -| o0.5] 0.03| 3.6 - -566.6
Iy 48| 1,344,000 48| 1,248,000 -l 90,526] 697,335 - -1 -| 28,000] o0.1 0.5 -l129.8 - -|72.5
#a 71| 1,065,000 75| 2,862,000/ 2,041| 406,170| 520,615| 62,239| 311,739 8.5} 14,200| 2.7| 18.8] o0.5|s9 |{s32 | 2,610| s21hat.o
W 14| 2,484,053 16| 1,534,720) 2,364) 276,690 204,617] 62,946 | 499,377| 3.2]152,753| 0.6| 0.1} 0.1]25.8 | 1.2] 4,396| 5540180.3 '
VI 6 133,770 15| 1,861,200 1,786|  57,053] 11,064| 2,712| 329,293 (0.4) - - - - - - - . el
o
Vi1 4| 2,033,986 6| 3,484,800 1,574) 148,407| 182,308| 41,406| 355,212| 4.4|338,998| 1.7| o0.8| 0.1|20.3 |814 | 3,584| 418|42.58 .
EN CADA ESCALON Y ESCALONES ANTERIORES
. - -l - -let0.9)
1 203|  2z03,000] 203 357 -l 16,010 26 - .| <] 1,000 a.1 0.1 649, 1
Iy 750 1,717,500 750 5,433 14 2,893 o8 - - -| %769 - - - N " B -
1} 798| 3,061,500, 798| 6,681 14 . 2,983 1,515 - - -| 31.769p - - - E ) )
™ 869| 4,126,500 - 873 9,543 | 2,055 3,380 2,035 62,739] 311,739|  -| 45,969 -| 0.5 - 4 - - -
W - 83| 6,750,553 889 11,078 | 4,419 3,6660  2,240( 125,185 811,116]  -}198,722]  -| 0.7 - - - - - -
vij 887 8,604,530] 895 14,562 5,993 3,814 2,422/ 166,5911,166,324  -|s37,720 -] 0.7, - - - - -

(*) En miles de Sucres. . termacion
(**) 40% de las acciones corresponden aproximadamente a internacionm,



PAIS:

CUADRO No. 1

TIPO DE EFECTORES, POBLACION ASIGNADA, FUNCIONES Y PROGRAMAS, TIPO
Y NUMERO DE PERSONAL SEGUN NORMAS NACIONALES

ria

GUATEMALA ANO: 1979
NOMBRE Y TIPO DE |NIVELES PERSONAL POBLACION A LA QUE SIRVE E
UNIDAD DE DE SQUEMA
[ . DE REFERENCIA
ATENCION ATEN- NUMERO Y ARTICULACION
(esTarLEcmuENTO | CION 150 o CARQUER‘ST‘CAS PROMEDIO FUNCIONES Y PROGRAMAS QUE REALIZA ENTRE
0 EFECTOR) b - ENERALES DE EFECTORES
BRINDA .
) : 2) PERSONAS
(5) 4 () 6 | : (N (8)
PUESTO DE SALUD Auxiliar de Enf. 1 JRural 2,000 {Materno-infantil;consultas--Salud Pucal; Detec- {Recibe de T.S.R. y Co-
Primarig LC.P.S. 1 cibn y referencia--atencién del adulto; consul-[madrona, Refiere a:
; ta y referencia--atencién anti-TBC;deteccidén, [centro y hospital.
consulta, toma y envio de muestras T4 y control
Venéreas: deteccién .y referencia--vacunacitn--
adiestramierto--organizacién commitaria--sanea
miento del nedio ambiente. Alimentacifn y nutri
cibn: entrega de alimentos, educacidn nutricio-
nal.
CENTRO DE SALUD Médico 1 Urbana - Rural 2,000 Materno-infantil: consulta y referencia, alto |Recibe de: Puestos de
TIPO "B" Primarig Enfermera 1 a riego--Consulta odont6l6gica: consulta, trata- [Salud. Refiere a Cen-
Aux. Enfermerfia 3 2,500 miento aplicacibn t6pica de flGor. Inmmizacio-|tro A., hospital gene-
Laboratorista 1 nes : aplicacibn de vacunas=-alimentacién com- |ral y especializado.
plementaria: entrega de alimentos--educacién nyj
tricional; charlas y demostraciones--atencién
antituberculosa; toma y envio de muestras: es-
puto--Vigilancia y control de brotes. Investi-
gacibn epidemiolfgica; saneamiento y preserva-
ci6n del medio ambiente, dotacibn agua cammidﬂ
des con menos de 500 habitaptes trabajando con
1a commidad. Coordinacifn.
CENTRO DE SALUD* Médico 2 Urbana - Rural 5,000 lLas mismas que el anterior pero ademis cuentan |Recibe de: Puestos y
TIPO "A” k’rimari Enfermera 1 a  |con servicio de maternidad donde se atienden y Centros B. Refiere
Secun- TAuxiliar Enfermeria 4 10,000 |partos. ' a Hospital General y
daria }Inspector Saneamientp 1 especializado.
Administrador 1
HOSPITAL GENERAL Médico Total 10,000 |Consulta de emergencias. Hospitalizacién de Recibe de: Puestos de
Primarid Enfermera a pacientes en servicios bisicos: Medicina, ciru- | Salud, Centros A y B.
Secundaq Auxiliar 99,000 |gia, pediatria, ginecologia. :
‘ria |Técnicos v
Administradores
HOSPITAL ESPECIA- Médico Especializado Total General de {100,000 y|Consulta externa-especializada. Hospitaliza- [Recibe de: Puestos de
LIZADO Primarig Enfermera la Repiiblica. cibn especializada, Salud, Centros A y B,
Secundaf Auxiliar Enfermeria ' Hospitales Generales.
ria | Técnicos
Tercia- | Administradores

- LET -



CUADRO No. 2
RECURSOS, PRODUCCION Y PRODUCTIVIDAD POR TAMANO DE LAS LOCALIDADES

PAIS: GUA ) ] ANO: 1979
UNIDADES DE SERVICIOS / LOCAL IDADES / RECURSOS / PRODUCCION / PRODUCT1VIDAD ]
(EFECTORES) CON_SERVICIOS

- 8ET -

& (2 é? S
o & < P &/ S
ISed [ 85/, oo/ 8 /& § )5 (35 §/EE/EGTIE IS
I S5S [ o8/ o G/ s /A S /S feSe S/ SEISTS IS &
SES /& S/ ES o T &G FETS/ EE/EYTIE S s
45 )85/ €85/ 83/ 8% [ & )& SEE/E Yl TE TE 8
~ « & ~ "ﬁy Y& /& y
A ®6 1 I-1}166474 2,489,550 87 | 119,564 - 462,128 327,63 2.74
B | 133 8 I-1} 1294 1,186,285{ 141 | 200,207 - 785,274 642,305 3.2
c 144 16 1 II-IIII 474  864,487] 161 | 244,134 60 | 1,384,865{ 785,330 746 9,004 [1,052.7 }3.22 | 33.79 12.07116.22
D | 9% 64 1 Iig 164 637,917 161 | 351,964 45 | 2,778,804 1,455,028 739 5,787 |1,968.9 | 4.13 | 36.87) 7.83|17.19
E |23 36 1 II-IIII 44 406,184 60 | 190,584| 106 | 1.975,950| 746,943 | 4,680} 16,218 | 159.6 |3.92 | 42.72| 15.79]45. 00
F 8 35 1 II-IIII 24 581,632 44 | 27,575 180 | 2,168,278 | 814,390 5,026 32,816 | 162.0 |3.00 {50.22] 6.5328.08
G - mn 26 8 II-IIII 1| 1,329,201 44 | 783,551 8,028 | 28,470,847 k2,677,115 {177,301 1,951,571 15.1 13.42 1 66.10{ 10.68{21.93
Totall 490 171 50 8 |[I-IT{18646) 7,505,258 699 |2,161,580 | 8,419 | 38,026,146 7,448,741 h8s, 582 2,015,396 39.5 [3.45 | 65.59) 10.69]22.22

(*) A = Menos de 500 habitantes.

B = De 500 a 999 habitantes.

C = De 1000 a 1999 habitantes,

D = De 2000 a 4999 habitantes.

E = De 5000 a 9999 habitantes.

F = De 10,000 a 99,999 habitantes.

G = 100,000 y mads habitantes.

NOTA: Todas las acciones directas en salud a nivel de consultorio para las personas.



CUADRO No, 3
RECURSOS, PRODUCCION, COBERTURA Y COSTOS UNITARIOS POR TAMANO DE LAS LOCALIDADES (**)
PAIS: GUATEMALA ' ANO: 1979

LOCAL IDADES B
CON SERVICIOS RECURSOS PRODUCCION INDICADORES DE COBERTURA COSTOS UNITARIOS

T I Y
§/@°/ Ll
G/$8/87$ .

~POR CADA TRAMO DE POBLACION

A | 16,647 ] © 2,489,55 871 119,564% - 467,128 327,630 - - -| 28,615/ 2.88 - 0.1 1 1. - 5 3.86
B 1,292 1,186,28 141 200,207 - 785,27 642,305 - . - 8,413 10.12 - 0.5 - 1.22 - d 3.92
C 476 864,487 161 244,134 -] 1,384,865 785,330 746,  9,00410527 5,369 16.94] 0.0§ 0.9} 0.8§ 1.76/171.87|14.24 5.67
D 162 637,917} 161} 351,964 45| 2,778,804 1,455,028 739 5,787(119689 3,962| 33.10( 0,07 2.28 1.1¢ 1.91/218.42{27.89 7.89
E 44 406,18 60 | 190,584 106 | 1,975,950 746,943 4,680 16,218/ 1594 6,770/ 28.15| 0.26 1.84 11.53 2.65 68.16 19.67 10.36
g 24 581,63 44 271,576 180 | 2,168,278| 814,390 5,026 32,816| 1620 12,925{28.02| 0.31| 1.40] 8.64f 3.04| 89.33|13.68/ 7.98

1) 1,329,201 44| 783,551 | 8,028 | 28 470,847} 2,677,115{177,391{1,951,571 15.| 30,436{35.10| 6.04| 2.00j 14.19) 10.63| 134.47[12.22| 36.34
TOTAL} 18,646 | 7,505,258 699| 2,161,580| 8,419 |88,026,146|7,448,741]188,582(2,015,39¢ 39.5 10,737(17.28| 1.12 0.99 25.1% 5.11)126.49/11.84{17.59

- 6ET1 -

EN CADA TRAMO Y TRAMOS ANTERIORES DE POBLACION

16,647| 2.4R9,550 87 | - 119,564 - 462,128I 327,634 - - - 128,615 2.88 -1 0.13 -1 1.4 - -13.86
17,939| 3,675,839 228 319,771 -1 1,247,404 969,939 - 4 -116,122}5.22 -] o0.24 -1 1.28 - -1 3.90
18,415 4,540,322 389 563,909 60 | 2,632,267} 1,755,269 746 9,004/96186.7] 11.672 | 7.45| 0.08| 0.39 0.16| 1.5¢171.87 14.24 4.68
18,577 5,178,239 550 915,869 105 | 5,411,071 3,210,293 1,485 14,7912161.4 9,415 [10.61 ] 0.02| 0.6 0.29] 1.69/108.70 {10.95| 5.91
18,621| 5,584,423 610 1,100,453 211 | 7,387,021} 3,957,234 6,165 31,009 641.9 9,155(11.89 | 0.04| 0.71) 1.10| 1.87| 51.74 [10.29 6.68

18,645 6,166,057 655 | 1,378,029 391 | 9,555,299 4,771,624 11,191 63,825 426.ﬂ 9,414 [13.41] 0,06 ©0.77{ 1.81| 2.00{ 40.12} 7.03 6.93

Mmoo w3

(*) A = Menos de 500 habitantes

D = De 2000 a 4999 habitantes : '(**) Unicamente datos del Ministerio de Salud Pfblica,
B = De 500 a 999 habitantes E = De 5000 a 9997 habitantes
C = De 1000 a 1999 habitantes F = De 10,000 a 99,000 habitantes

G = 100,000 y mis habitantes



TYPES OF CARE UNITS, ASSIGNED POPULATION,

TABLE No, 1
FUNCTIONS AND PROGRAMS, TYPES AND NUMBERS OF PERSONNEL

providing genera
medical, surgica
and preventive
care on an out-
patient and in-
patient basis
for a given geo-
graphic area and
administrative
supervision of
the Regional
Level.

& I1I

Nurse Assistant
M0

Medex/Pub.Health N.
Dental auxiliary
Multipurpose Techn.
Pharmacist
Com.Health Worker
Public Health Insp.
Administrator
Others

Nurse/Nurse MW, (IT)
Nurse Assistant
M

Medex/Pub,Health N,
Dentist

Dental Aide

Dental Auxiliary
Multipurpose Tech.
Pharmacist

Fond: Qarr Simary

_ B b = U U B 00 e e el e B DD e U N

and obstetric services, dental care, laboratory,
X-rays, phammacy and dietetic services, pre-
ventive care, envirommental sanitation, super-
vision of levels I and II, management and in-
formation system, referral.

Page No. 1
IN ACCORDANCE WITH NATIONAL STANDARDS C1aee
COUNTRY: GUYANA _ YEAR; 1977
LEVELS PERSONNEL FOPULATION SERVED REFERRAL SCHEMES AND
NAME AND TYPE OF ARTICULATION
CENERAL AVERAGE FUNCTIONS AND FROGRAMS CARRIED OUT
OF CARE . NUMBER BETWEEN
B HARA
CARE UNIT bROVIDED, TYPE INUMBER | ¢ CTERISTICS oF INITS
‘ PERSONS l
HEALTH PQST: The 1 Community Healtly Scattered Topu- 5,000 Mlinking community and providers in understanding —T
_operational base Worker 1 lation who at and solving basic health needs. Health educa-
providing simple resent have no tion, Basic environmental health. Immumnization
health care, sa- irectoaccess to programs. Tirst aid. Basic Assessment,
nitation, c<’>m- services. Referral. Collection of simple statistics,
mmity education
and selected
disease surveil-
lance.
HEALTH STATION: A} § II | Conmmity Health 1 5,000 |Preventive care, health education, emergency
facility provid- Worker services, diagnosis and treatment of common
ing integrated Nurse 1 illnesses, obstetric ser ices (low risk deliv-
Care Taker 1 eries), dental care, referral, supervision of
Health Station II: level T, management and nformation systems.
Commmity Health
Worker 1
Nurse Assistant 2
Medex (Public 1
health nurse)
Care Taker 1
DISTRICT HOSPITAL| I, II |Murse €9  Interior and 25,000 |[Emergency scrvices ; general medicine, surgery
A facility Coastal Areas

- oyt -



TABLE No, 1

TYPES OF CARE UNITS, ASSIGNED POPULATION, FUNCTIONS AND PROGRAMS, TYPES AND NUMBERS OF PERSONNEL Page No. 2
IN ACCO
COUNTRY:  GUYANA RDANCE WITH NATIONAL STANDARDS vEAR: 1977
LEVELS PERSONNEL. POPULATION SERVED REFERRAL SCHEMES AND
NAME AND TYPE OF ARTICULATION
el CENERAL AVERAGE FUNCTIONS AND FROGRAMS CARRIED OUT A
CARE » .0 NUMBER _ BETWEEN
CARE UNIT by peD TYPE NUMBER | CHARACTERISTICS | o INITS
PERSONS _
DISTRIC HOSPITAL Community Health W, 2 :
(font,) Puh, Healtk Ins-,. 1
Statistical Tech, 1
Administrator ]
Others 30
REGIONAL HOSPITAL|I, II, |C.H. Worker 3 |Population with Emergency services, medicine, surgery, paedia-
Offering the III and|Nurse 63 |direct access trics, obstetrics, gynecology, dental care,
highest level of| IV H. Assistant 189 }and referrals laboratory, X-rays, pharmacy, dietetic services
care in a region Consultants 8 |from the District preventive care, management and information
for hospital Registrars 8 |Hospitals of its systems, supervision of its area out patient
services, inclu- M0 8 [Region. facilities, referral.
sive of basis Dentist 2 '
specialties, on Dental Aide 2
a permanent basi Med. Technologist 5
and orthopaedic, Pharmacist 5
I.N.T., and of- Radiographer 2
thalmology on a’ X-Ray Technician 4
periodic basis, Dietitian 2
and preventive Food Serv. Sup. 2
services, for Disp. Assistant 4
both in and out Statist. Assistant 2
patients and com Administ. 2
munity function- Others 378
ing, technically '
and administra-
tively under the
supervision of
the Regional
Level.
HEALTH CENTRE I, II {Com. Health Worker 20,000 |This facility provides general medicine, surgi-
& III {Medex cal, obstetrics, ambulatory care, preventive

Nurse

Nurse Assistant
Dental Auxiliary
Multipurpose Techn.
Pharmacist
Statistical Techn.
Public Health Insp.
Others

AN e N M

care, emergency services, dental care, labora-
tory, X-Pays, Pharmacy, envirommental sanitation
management and information systems, referral.

- I%1 -



COUNTRY:

GUYANA

TABLE No, 1
TYPES OF CARE UNITS, ASSIGNED POPULATION, FUNCTIONS AND PROGRAMS, TYPES AND NUMBERS OF PERSONNEL

IN ACCORDANCE WITH NATIONAL STANDARDS

FPage No. 3

YEAR: 1977

NAME AND TYPE
OF

CARE UNIT

LEVELS
OF
CARE
PROVIDED,

PERSONNEL

POPULATION SERVED

NUMBER

GENERAL
CHARACTERISTICS

AVERAGE
NUMBER
OF
FERSONS

FUNCTIONS AND FROGRAMS CARRIED OUT

REFERRAL SCHEMES AND
ARTICULATION
BETWEEN
UNITS

G.T. DISTRICT
HOSPITAL

I, II
and III

Community H. Worker
Nurse/Nurse M.W,
Nurse Assistant
Medex/Pub.H. Nurse
Consultant

(m .

Dentist

Dental Aide

Dental Auxiliary
Medical Technologist
Radiographer

X-Ray Technician
Phamacist
Dietitian ]
Food Serv. Supervisor
Dispensary Assistant
Public Health Insp.
Statistical Techn.
Administrator

Others

oo N

ONNNWN =S H AN WL NONO RIS

[o -]

100,000

General medicine, surgical and obstetric
services, intermediate services for in and out
patients, emergency services, dental care,
laboratory services, pharmacy, dietetic serviced
preventive care, environmental sanitarion,
management and information systems, referral.

b4

J

REGIONAL REFERRAL
HOSPITAL

111, v

1, II,
and V

Community H. Worker
Nurse assistant
Nurse -

Medical doctor
Dental - auxiliary
Dental aide

Dentist
Multipurpose Techn.
Medical Technologist
Pharmacist
Radiographer

Food Service Superv.
Dietitian -
Statistical Techn.
Administrator
Others

534
186

General out-pa-
tients, out-pa-
tients of spe-
cialties. Re-
ferrals of highly
specialized cases

Technically developed intermediate and general
services for in and out patients, emergency
services, basic, minor and major specialties,
dental care, laboratories, X-Rays, pharmacy,
dietetic and other intermediate services, pre-
ventive care, supervision of its area outpatient
facilities, management and information system.

- -



Total

* HS; HC; RH ' -

COUNTRY:  GUYANA

TABLE No. 2
RESOURCES, PRODUCTION AND PRODUCTIVITY BY LEVEL OF COMPLEXITY

SERVICE WNITS

7

LOCALITIES

NITH SERVICE

/

RESOURCES

MH; HS; D; HC. -
MH; HS; D; DH. -

HS; D; HC; DH; RRH -

362,803
476,247

510,424

826,014
826,014

123
33

29
193

394,241

625,109
1,144,608
2,636,631
4,800,589

3,008.9)
3,222.8

- 4,319.3
10,084.9

19,735.9

(2
&
;fs? £
5 §
672,818 -
311,222 23.2
106,989 7.0
569,239] 10.9
1,660,268] 20.6

PRODUCTION
A
3 7 & C,JSF
R /5
I,
6. ‘_’\yQ Q; é‘
IS5
- -] 1.09 -
6 23.2{ 1.31] 715
6 7.0} 2.24| 85.
10.9| 3.19] 84.5
6.6 20.6/581.0 | 82

=, 0=}

c =~




TABLE Mo, 2
RESOURCES, PRODUCTION AND PRODUCTIVITY BY LEVEL OF COMPLEXITY

COUNTRY: GUYANA : ano: 1987
‘ LOCALITIES
o [ SERVICE UNITS WITH SERVICE / RESOURCES
&
o/ 8 o & 5 g
NI, &8 g
N N &
SETAS § g’fe Y
Ssg [ 4/ %) §/ 8
I |MH; HS. 1a2 437,820| 140| 691,232 -]  2,368.8 11,976,544 - . Jdassl o - -
II|MH; HS; DH. 1 a3 596,526 45| 1,308,592, 599 6,443.2 | 858,835 27,329 6 33 | 2.19) 75 6 a6
111 [HS; RH. 1a4 647,060 6]1,212,2400 seo| 5,401.5| 534,192 28,957 6 18 | 1.87 8s 6 52
IV |HS; HC; DH; RH; RRH. [1as5 1,047,124 31| 2,530,416 1,050| 11,081.4 | 1,598,131| 26,132 7 35 | 2.42) 84.5) 7 44
Total 1,087,128 222 5,742,480 2,200 | 25,541.3 |4,967,702002,418 | 6.5 48.5| 5.48| 82 6.5/ 46




: TABLE No. 3
RESOURCES, PRODUCTION, COVERAGE AND UNIT COSTS BY LEVEL OF COMPLEXITY

COUNTRY: GUYANA ) YEAR: 1977

_ LOCALITIES _
$ " WITH SERVICES / | RESOURCES ,PR.ODUCTION / INDICATORS OF COVERAGE / UNIT COST ;
& , _ ) :

Bk - 362,803] . 123| 304,241 - 2,008.9 1.85 - -

-| 2,950; 1.09 - - -[ 2.99 -t - -
18 -|  476,247] . - 33| 625,109 477 3,322.8 0.65| 46 6 | 23.2} 14,432} 1,31} 1.00 -1 0.03} 1.62f 2.01) - -1.
I1I - 510,424 8| 1,144,608]  381]- 4,319.3 0.21] 64 6 7.0| 63,803} 2.24| 0.75 -| 0:03} 5.00( 2.48 ,
v - 826,014 29| 2,636,631] '1,041| 10,084.9 0.69]  95.5 7 | 10.9] 28,483 3.19] 1.26| - -| 0.06| 2.87] 1.62| - -1

Totall - - 826,014 193| 4,800,589{ 1,899! 19,735.9 2.00 76.7 6.6{ 20.6] 4,280( 5.81| 2.30]  -| 0.10f 2.82|186.5 | - | .-

- Gh1 -

AT EACH LEVEL PLUS PRECEDING LEVEL
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TABLE No. 3
RESOURCES, PRODUCTION, COVERAGE AND UNIT COSTS BY LEVEL OF COMPLEXITY

COUNTRY: GUYANA YEAR: 1987

N T

LOCALITIES '
S CATORS 5 7
WITH SERVICES //// RESOURCES ///, PRODUCT ION ///7 INDICATORS OF COVERAGE //// UNIT COST

1 - 437,820 140 691,232 -] 2,368.8 4.51 - - -1 3,127{ 1.58 -1 4.51 -1 1.20 -1 5.41} 1.58

18§ - 596,526 45| 1,308,592 599|  6,443,2 1.44| 27,329 6 33| 13,526] 2.19{"1.00| 1.44] 0.05{ 1.25| 210 |10.80] 2.19
I -l 647,060 6| 1,212,240 560| 5,491.5 0.82| 28.957 6 18|107,834] 1.87| 0.87| 0.82] 0.08] 1.14| 169 | 8.49] 1.87
v -1 1,047,124 31| 2,530,416| 1,050| 11,081.4 1,53} 46,132 7 35) 33,778) 2.42| 1.00] 1.53] 0.04} 1.37] 194 [10.58{ 2.47
Total]l | 1,047,124 222} 5,742,480| 2,209| 25,541.3 4.74{102,418 6.5 485y 4,717| 5.48| 2.11| 4.74] 0.10{ 1.26( 188.5{24.24( 5.48

- 991 -

AT EACH LEVEL PLUS PRECEDING LEVEL
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TIPO DE EFECTORES, POBLACION ASIGNADA, FUNCIONES Y PROGRAMAS, TIPO

Y NUMERO DE PERSONAL SEGUN NORMAS NACIONALES
PAIS:  HoNDURAS

ANO: 1978
NOMBRE Y TIPO DE |NIVELES PERSONAL POBLACION A LA QUE SIRVE - FSQUEMA
UNIDAD DE DE S
ATENCION | ATEN- NUMERO > REf i
Y ARTICULACION
(esTABLECIMIENTO | CION T1PO - No CARACTERISTICAS | oocmeDI0 FUNCIONES Y PROGRAMAS QUE REALIZA ENTRE
0 EFECTOR) | por ] GENERALES DE ' : EFECTORES
M (ZN)DA ~ PERSONAS -
(3) 4) (5) (6) (N (8) JJ
COMUNIDAD (*) I Guardién de Salud 1,702 |Rural Dispersa 200 |Educacibn Sanitaria, atencibn directa a pacien- | Refiere a: Centro de
(Agentes Volunta- Partera Emp. Adies- tes. Referencia control embarazada, parto, puerd Salud Rural )
‘tarios) trada ’ 2,307 | Urbana Marginada, #%17 Iperio y R, N. Referencia educacién sanitaria, | Centro de Salud con
Representante Salud | 1,700 | - - 200 {Organizacifn commitaria. Saneamiento Bisico, médico
Rociador Voluntario - - . © 100 |Rociamiento de Viviendas contra malaria. Toma
I Voluntario de Malarip - ' muestras sanguineas a pacientes febriles.
CENTRO DE SALUD 11 Muxiliar de Salud 315 | Rural Dispersa 3,000 |Atencifn a las personas: preventiva, control, Refiere a: Centro de
RURAL #) Auxiliar de Control ' curativa. TProgramas: materno-infantil, adultos JSalud con médico
de Vectores 95 { Urbana Marginada epidémiologfa, organizacién y control commita- (CESAMO) . Hospital de
(ACV) Promotor de rio, rea. Recibe de: Co-
Salud I 100 Apoyo técnico a voluntarios de malaria o de ro- idad.
ciadores voluntarios., Apoyo técnico a progra-
mas de sanemmiento bésico (agua, etc.).
CENTRO DE SALUD II1 Médico 209 | Rural. Urbana. 4,999 | Atencibn integral a las personas (ambulatoria) [Refiere a: Hospital de
CON MEDICO (*} Enfermera 7 y al medio ambiente. Responsable del frea de |drea, hospital regiona
Auxiliar Enfermeria 357 ‘ salud donde aun no existe hospital de &rea. Recibe de: Centro de
Laboratorista 50 "{Salud R., comunidad.
Técnico de Rayos X 50 »
Odontdlogo : 51
HOSPITAL DE AREA v Jefe de Area : 7 |Rural. Urbana 9,999 [Atencibn integral a las personas (con hospitali-|Refiere a: Hospital
™) Médico 27 zacibn) de cvadros clinicos bdsicos y al medio |Regional; Hospital Na-}
. ' Enfermeras 17 ambiente, responsable de la conduccitn de un cional. Recibe de:
Auxiliar Enfermeria 219 larea de saluc. CESAR, CESAMO y Comu-
Promotor II 21 nidad.
Otros *** -
HOSPITAL REGIONAL v Jefe Regional 7|Rural. Urbana 99,999 JAtencién intcgral a las personas (con hospitali-|Refiere a: Hospital
* Equipo Regional*##** 7 ' zacién) de cradro clinico bésico y cuatro subes-|Nacional. Recibe de:
Médicos 146 pecialidalcs, v atencidn al medio ambiente. Res|Hospital de é&rea,
Enfermeras 49 ponsable (¢ vna regidén de salud y de su drea de | CESAMO, CESAR y comu-
Promotor III 7 influencia. . nidad.
Otros *** -

(*) Ministerio de Salud PGblica y Asistencia Social.
(**) Embarazadas. '

(***) Personal técnico y auxiliar: Rayos-X; laboratorio; mantenimiento. ) B
#%%x) Equipo Regional: Jefe, enfermera, administrador, epidemiélogo, odontlogo, inspector saneamiento, microbibdlogo, etc.
q ’ t4 | .

A2 S
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TIPO DE EFECTORES, POBLACION ASIGNADA, FUNCICHES Y PROGRAMAS, TIPO
Y NUMERO DE PERSONAL SEGUN NORMAS NACIONALES

PA[S:  HONDURAS ANO: 1978
NOMBRE Y TIPO DE INIVELES PERSONAL POBLACIW A LA QUE SIRVE FSQUEMA
UNIDAD DE A‘IPEEN N DE REFERENCIA
ATENCION - RO ' Y ARTICULACION
CARACTERISTI
(EsTARLECTMIENTD | CION f1p0 N ST CAS PROMEDI0 FUNCIONES Y PROGRAMAS QUE REALIZA ENTRE
0 EFECT(R) QUE ¢ GENERALES DE - * EFECTORES
] BRINDA PERSONAS
4D (2) (3) (4) 5 (6) 7 8
HOSPITAL NACIONAL VI Jefe Regional (metro- Atencibn integral a las personas con hospitali- | Recibe de: Hospital
*) politana) 1} Rural. Urbana |Mis de zacibn de alta complejidad). Responsable de la| regional; hospital de
Médicos 307 20,000 Regidn metropolitana y de actividades de aten- | &rea, CESAMO, Instity]
Enfermera 125 cién al medio ambiente, to Hondurefio de Segu-
Auxiliar Enfermeria 809 ridad Social IHSS.
Promotor III 1
Otros ** -
CLINICAS PERIFE- Médico Beneficiaria Atencibn mécica bdsica integrada. Ambulatoria.|Refiere a hospitales.
RICAS (**%) IIT1 {Enfermera Trabajadores Immunizaciores. .
Auxiliar Enfermeria Familiares dere-
Laboratorio chohabientes
Rayos X (Urbana)
HOSPITALES REGIO- V  [Médicos Generales Idem. Atencién médica integrada. Ambulatoria - hospi-|Refiere a Hospital Na-
NALES ~ (*#*) IMédicos Especialis- talizaci6r. Inmumizaciones. Emergencias. cional.
tas

(*) Ministerio de Salud PGiblica y Asistencia Social.
(**) Personal técnico y auxiliar: Rayos-X, laboratorio, mantenimiento.
(***) Instituto Hondurefio de Seguridad Social.

- 871 -
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CUADRO No, 2 :
RECURSOS, PRODUCCION Y PRODUCTIVIDAD POR ESCALONES DE COMPLEJIDAD (*)

PAIS:  HONDURAS : ANO: 1978
S .
UNIDADES DE SERVICIOS / LOCAL IDADES RECURSOS _ / PRODUCCION / PRODUCTIVIDAD]
(EFECTORES) CON SERVICIOS : :
- . v =
S \3 o
/S8 s o /o & /g N & oﬁl «‘,’Q foé;‘:%o’ «?\\@5\?
Q ISR & N &N (=) % Ny NS
TIPO DE EFECTORES /5@ O&"ﬁ o /o G/ o0 /& S /& [5¥e 8§/ S S/SYS AL
Y855 [E5/ 885 E5/88 ) &£/ & FESg/ S84 IO S
S & 2) S & S/
ENAS Qoé./é‘f Qé}‘o $°g, < & 'S < N &/ < vﬁ‘f '3‘6(, & ‘§:
DE SALUD I |1702 340,400 1,702 - - 21,2 114,247 - - - |320 - - -
: Sl - -l 2,307 -1 - 21,8 42,869 - - -] 81 - - -
1 11702 340,400 | 4,009 - - 43.0 | 157,116 - - - 172
IT | CESAR 11 | 273 819,680 |589 273 | 589,680 - 1,226.5 | 421,176 - - -1 o7 - - -
.| cesamo I1- : _ :
' II| 30 150,000 30| 603,580 - 755.3 | 113,303 - - -1 0.2 -l - -
HOSFITAL DE AREA T1-
I11- -
v 1 3,000 11 64,260 20 220.1 7,443 708 1,410} 10.6 | o0.1] 20 2| 35
SUBTOTAL 304f 972,000 304 11,262,520 20 2,199.9 | 541,922 705 1,410 | 768.7 [ 0.4{ 20 2| 35 ’
11| CESAR Il 13 39,000 13| 23,080 - 104.3 35,820 - - - 1.3 - - . 5
CESAMO II- '
I 17 85,000 171 138,650 - 487,2 73,078 - - -l o0 - - -
HOSPITAL DE AREA 1I- : 4
Il . .
v 2 20,000 2| 164,430 72 797.5 | 30,369 2,238 11,190 | 13.6 | 0.2 42 51 31
SUBTOTAL 32 144,000 32| 731,160 72 1,389.0( 139,267} 2,238 11,190 | 62.2 | o0.2| 42 s| 31
V| CESAR I1 7 21,0001 7| 15,120 - 43.4 14,912 - - -] 1.0 - - -
CESAMO : II- ,
IIIf 11| = 55,000 11 347,760 - 567.9 85,197 - - | o.2 - - -
HOSPITAL DE AREA II- S ' :
1114
v 2 20,000 2{ 353,430 163 1,535.5 57,793 4,381 30,667 | 13.2 | 0.2 52 7{ 27
SUBTOTAL 20. 96,000 20| 716,310 163 2,146.8 | 157,902 4,381 30,667 | 36.0 | 0.2| 52 7| 27
V| CESAR ' | 7 21,000 71 15,120 - 33.9 11,643 - - -] o.8 - - -
CESAMO II- '
III[ 10 50,000 10| 313,630 - 880.0 | 132,005 - - -| o.4 - -1 -
HOSPITAL DE AREA - | .
If , , , .
v 2 20,000 2| 393,790 122 1,769.0 69,700 4,823 24,115 | 14.5| 0.2] 54 5| 40
HOSPITAL REGIONAL II- ) ,
111 . - : .
V-v| 6| 326,460 6 p,492,910 871 9,704.3 | 317,291| 41,144 246,864 7.7 | 0.1] 78 6] 47
SUBTOTAL . 25 417,460 25 5,222,450 933 | 12,387.2 | 530,639] 45,9671 270,979 | 11.5 | o0.2| 75 6| 46

(*) Ministerio de Salud Pblica y Asistencia Social.
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CUADRO No, 2
RECURSOS, PRODUCCION Y PRODUCTIVIDAD POR ESCALONES DE COMPLEJIDAD (%)
PAIS: HONDURAS ANO: 1978
UNIDADES DE SERVICI0S / LOCAL IDADES / RECURSOS / : PRODUCCION / PRODUCTIVIDAD /
(EFECTORES) CON SERVICIOS
‘ S Y, ¥ /o
4 & . S )8 S /S8
$T S o f&., & /& & &8 &/ E5/88F8ISS
L 0/§,§l o & g ECWALS $ S JoFo S /&S o -
& dg»sq?\? 5“/{7& fg.gsw @§' &/ SEIE ,§°<§§‘7 é"i’g 58 8
& ) ¢S _ Q X S
< é'é? T $4?7' $ F < < s &/ < 8 ’SJ&Q é;& ‘
VI | CESAR 11 - 27,000 9 19,44 - 37, 12,859 . S 4 o7 - - -
CESAMO II- v .
I - 30,000 6| 415,804 - 1,273.4 191,089 - - 4 o5 - - -
HOSPITAL NACIONAL VI 1 198,953 5| 5,518,324 1,863 23,227.3 354,553 35,561 568,976 10.0] 0.1 84 16| 19
SUBTOTAL 1 255,953 20| 5,933,560 1,863 24,538.4 558,497 35,561 568.976 15.7] 0.1 84 16] 19 -
TOTAL - z084| 2,225,813 401]11,916,00q4 3,111 42,706.q 2,085,343 88,852 883,222 23.5] 0.2 78 10| 29

(*) Ministerio de Salud Pfiblica y Asistencia Social.
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_ CUADRO No, 2
RECURSOS, PRODUCCION Y PRODUCTIVIDAD POR ESCALONES DE COMPLEJIDAD (*)
PAIS: HONDURAS - ‘ ' - ANO: 1978

UNIDADES DE SERVICIOS / LOCALIDADES/ RECURSOS / PRODUCCION / PRODUCTIVIDAD / :
(EFECTORES) CON SERVICIOS , :

& E /o /88

A AN !
GETSEST [ &S/ g5 88/ 8 $ /& 55/ £8/58/¢ -
G5 89 /&6 & & I3 & /S & /G s o
S T & &V T 0{3’ < & < w § &/ % vﬁy & '

YV | HOSPITAL REGIONAL : \' 1 75,362 1 408,240 154 5,501.3 290,769 9,]48 49,071 [ 31,8 0.7187,3 5.4 5a-

Clinicas Periféricas Iy ‘1| 250,671 2| 194,099 1,548.6 | 252,363 - N -7 - -

VI { HOSPITAL REGIONAL - ' ' 1| 730,080 322| 11,300.5 | 420,731) 18,240 90,616 | 23.1 | 0.6 [77.1] 5.0 | 57

TOTAL ' 2 | 326,033 |- 411,332,414 476| 18,350.4 | 936,863 | 27,388 139,687 | 34.2 | 0.7{80.4}| 5.1 | s8

(*) Instituto and_ureﬁo de Seguridad Social (IHSS).
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CUADRO No, 3

RECURSOS, PRODUCCION, COBERTURA Y COSTOS UNITARIOS POR ESCALONES DE COMPLEJIDAD (*)
PAIS; HONDURAS ANO: 1978

LOCAL IDADES ' : ;
CON SERVICIOS / RECURSOS / / INDICADORES DE COBERTURA / COSTOS UNITARIOS

EN CADA ESCALON

141,702 340,400 4,009 - - 43,000 678,956 - - - 8s| - -2 -1 o0.04 - - -
II 304 972,000 304 | 1,262,520 201 2,199 gon| 541,922 7051 1,410 769] 3,197| 1.3| 0r2f 0.6{ 0.7] 3.81195.6|97.8]19.0
111 32 144,000 32 731,160 7211,389,0001 139,2670 2,330 | 11,190 | 62| 4,500| 5.0{ 0.5| 1.0! 15.4| 6.83 195.6 39.11| 27.3
v 20 96,000 20 716,310 163 2,146,800 157,902; 4,381 | 30,667 36| 4,800 7.5 1.7| 1.6(45.6| 8.21194.2|27.7| 328
v 25 417,460 25 | 3,222,450 9931 2.146,800{ 530,639/ 45,967 | 270,979 | 12| 16,698 | 7.7| 2.4| 1.3|110.1] 10.2] 152.1 25.8] 40.7
\'s1 1 255,953 20 | 5,983,5601 1,863 [24,538,400| 558,497 35,561 | 568,076 161 12,7981 23.4 ) 7.3} 2.20138.9)15.3| 449.6 | 28.1) 61.2

]

%

]

EN CADA ESCALON Y ESCALONES ANTERIORES

1] 1,702 340,400] 4,009 - - 43,000} 678,956 - - - 85 - -1 2 -1 0.06 - - -
IT'¢ 2,006f 1,312,400] 304 | 1,262,520 20| 2,242,900}1,220,878 705 1,41011,732] 4,317} 1.0| 002 0.9 0.5} 1.7 | 195.6]| 97.8] 1.7
HI | 2,038 1,456,400 336 | 1,993,680 9z} 3,361,90011,360,145| 2,943| 12,600| 462| 4,334| 1.4 0.06 0.9| 2.0] 2.2 | 195.6| 45.7] 2.2
IV} 2,058 1,552,400| 356 | 2,709,990 255| 5,778,70011,518,047\ 7,324 43,267| 207| 4,361| 1.7| 0.6 1.0} 4.70 9.2 | 104.8] 33.0] 2.9
V| 2,083 1,969,860{ 381 | 5,932,440{ 1,248 18,165,90012,048,686| 53,291 314,246 38| 5,170 3.0{ 063 1.0| 27.0] 4.8 | 158.0| 26.8| 4.8
VI | 2,084/ 2,225,813| 401 |11,916,000 3,111142,704,300{2,607,183 | 88,852 | 883,222| 22| 5,551 | 5.4 1400 1.2139.9] 7.0 | 274.7| 27.6| 7.0

) Ministgrio de Salud Piblica y Asistencia Social.
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CUADRO No, 3

RECURSOS, PRODUCCION, COBERTURA Y COSTOS UNITARIOS POR ESCALONES DE COMPLEJIDAD )
PAIS: HONDURAS :

ANO: 1978
LOCAL IDADES
CON SERVICIOS . 'RECURSOS - PRODUCCION INDICADORES DE COBERTURA COSTOS UNITARIOS '
& 9
<
) il
) Q’ S N Sl
{}&/\‘” & $ Yo/ Sy & s §Y
& X ~
& ¢ & & | § /58
EN CADA ESCALON
1 - - - - - - - - - - - - - - - - - - -
v - - - - - - - - - - - - - - - - - - -
v 1 75,362 1| - 40 ,240 154 5,501.3[ 290,769 9,148 | 49,071|31.8( 75,362 | 5.4 [2.08| 3.9h21.4] 3.8 s503.5|93.915.2
V1 1 250,671 3| 924,174 322 12,849.1| 673,094 18,240 | 90,616/ 36.9 183,557 | 3.7{1.3 | 2.7|72.8| 5.1|503.9 [101.4]20.4
1
o
w
~ 1
EN CADA ESCALON Y ESCALONES ANTERIORES
r _ . . - . _ . - - . - - . - - -. R -_ -'
11 - - - - - - - - - - - - - - - - - - -
11 - - - - - - - - - - - - - - - - - - -
v - - - - -1 - - - - - - - - - - - - - -
v 1 75,362 11 408,240 1541 5,501.3| 290,769, 9,148 | 49,071{31.8 {75,362 | 5.4 [2.04 | 3.9 121.4 | 3.8 |503.5 |93.9 |15.2
VI 2 326,033 411,322,414 476 | 18,350.4 ) 963,863| 27,388 | 139,687|34.2 181,508 | 4.1 {1.5 | 2.9 |84.0] 4.9 |503.8 |98.8]19.6

(*) Instituto Hondurefio de Seguridad Social.
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TIPO DE EFECTORES, POBLACION ASIGNADA, FUNCIONES Y PROGRAMAS, TIPO
Y NUMERO DE PERSONAL SEGUN NORMAS NACIONALES (*)

PAIS: PARAGUAY ARO: 1979
NOMBRE Y TIPO DE |NIVELES PERSONAL POBLACION A LA QUE SIRVE
UNIDAD DE DE FSQUEMA
- DE REFERENCIA
ATENCION ATEN CARACTERISTICAS | NVERO Y ARTICULACION
(ESTAELECIMIENTO CQIUOE‘ T]Po 'b. GENERALES PRCMED!O FlNCIONES Y PR(XSRAMAS QUE REALIZA ENTRE
0 EFECTOR) BRINDA DE EFECTORES
M ) : PERSONAS
(2) (3) OR () (6) (7 8)
COLABORADOR I Voluntario de la Poblacibn Rural llasta [Funciones: fomento v proteccién de la salud; Referencia de pacien-
VOLINTARIO DE comunidad 1 Dispersa 500 atencién de primeros auxilios de la patologia tes al PS y al nivel
SALUD - . ' local m&s frecucnte y de los accidentes m3s co-| II.
mmes; y edvcacién para la salud.
Programas: I'e promocifn, proteccién y atencidn, | Apoyo t&cnico y logis
de enfermos y de apoyo., tico del PS y del
nifio II.
PUESTO DE SALUD I Auxiliar 1 Poblacifn Rural Hasta |Funciones: Fomento y proteccién de la salud; [Referencia de pacien-
2,000 atencidén elementar de la patologia mis frecuen- |tes a los niveles II
tes y de los accidentes mis comunes; y educa- jy III.
cibn para la salud. )
Programas: 1) de promocifn de la participacién jApoyc técmico y logis-
commitaria; 2) de control de enfermedades tico de los niveles
transmisibles y zoonosis; 3) de materno-infan- |II y III.
til y nutrici6n; 4) de saneamiento ambiental;
S) de atencién médica y odontoldgica simplifi-
cadas; y 6) de apoyo,
CENTRO DE SAIUD | II'y I| Profesional Poblaci6n Rural |De 2,000 | Funciones: Fomento y proteccién de la salud; Referencia de pacien-
- Técnico - y Urbana, a atenci6n mécica ambulatoria, atencién odontold- [tes a los niveles III
Auxiliar ' 20,000 |gica y hospitalizacién de agudos, y educacién |y IV.
De servicio para la salud. :
Programas: 1) de promocibn de la participacién |Apoyo técnico y logis-
commitaria; 2) de control de enfermedades tico del nivel III.
transmisibles y zoonosis; 3) de materno infan-
til y nutricibn; 4) de saneamiento ambiental;
5) de atencifn médica y odontolégica, y 6) de
apoyo. :
CENTRO DE SALUD }III y I} Profesional Poblaci6n Urbana {De 20,0001 Funciones: Fomento y proteccitn de la salud; Referencia de pacien-
REGIONAL Técnico y Rural a atencidn médica ambulatoria, atenci6n odontold-|ltes al nivel IV.
Auxiliar 100,000 |gica y hospitalizacién general con especiali- L
De servicio zacién general, con especialidades bésicas; y {Apoyo técnico y logis-
educacién prra la salud y docencia. tico del nivel central;
Programas dc: 1) promocibn de la participacién
comunitaria; 2) de control de enfermedades
transmisiblcs y zoonosis; 3) de materno infan-
til y nutricién; 4) de saneamiento ambiental;

wB At e AdmmtATAdica v QY Ae annvo

- e -
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TIPO DE EFECTORES, POBLACION ASIGNADA, FUNCIONES Y PROGRAMAS, TIPO

_ Y NUMERO DE PERSONAL SEGUN NORMAS NACIONALES (*) '
PAIS:  PARAGUAY ARo. 1979
NOMBRE Y TIPO DE |NIVELES PERSONAL POBLACION A LA QUE SIRVE ESQUEMA
UNIDAD DE ATDEEN DE REFERENCIA
ATENCION - NUMERO Y ARTICULACION
(ESTARLECIMIENTD | CTON CARACTERISTICAS PROMEDIO FUNCIONES Y PROGRAMAS QUE REALIZA ENTRE
QUE TIPO No. | ceneraLEs EFECTORES
O EFECTOR) DE
() o @ ) PR
3 4 S 6 8
HOSPITAL ESPECIA-] "1V Profesional Esnecia- Poblacién Urbana | 100,000 | Funciones: Fomento y protecci6n de la salud; Apoyo técnico y logis|
LIZADO lizado y atencién médica ambulatoria y hospitalizacién | tico del nivel cen-
Técnico mis especializadas; docencia e investigacién, tral.
Auxiliar :
1 De servicio

(*) Ministerio de Salud PGiblica y Bienestar Social.

- §ST -
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TIPO DE EFECTORES, POBLACION ASIGNADA, FUNCIONES Y PROGRAMAS, TIPO
Y NUMERO DE PERSONAL SEGUN NORMAS NACIONALES (*)

PAIS: PARAGUAY ANo: 1979
NOMBRE Y TIPO DE [NIVELES PERSONAL POBLACION A LA QUE SIRVE ESQUEMA
l:“DADl &E AT%EN_ _ DE REFERENCIA
TENCION - CARACTERISTI NIMERO Y ARTICULACION
(esTARLECIMIENTO | I T1Po No. | een SCAS PROMEDIO FUNCIONES Y PROGRAMAS QUE REALIZA ENTRE
0 EFECTOR) ERALE: DE EFECTORES
BRINDA[ - . : PERSONAS )
(1) 4@ 3 (4) | 5 (6)
PUESTO SANITARIO I Profesional y/o 2 (Poblacidn asegura|200 a 50§ Recuneracién de salud; atencibn ambulatoria a | Referencia de pacien-
: Auxiliar. da, rural y urba- ‘| enfermos; atencién odont016g1ca, atenci6n del | tes a los niveles II
na. parto en domicilio. I11.
Apoyo técnico y logis
tico de los niveles
11 y TII.
UNIDAD SANITARIA|II y I { Profesional Poblacifn asegura| 500 a Recuperacién de salud: atencién médica ambula- | Referencia de pacien-
Técnico da, rural y urba-} 2,000 toria, atencifén odontoldgica y hospitalizacién | tes a los niveles
Auxiliar . . de agudos. IIT y 1V,
De servicio Apoyo técnico y logis|
tico del nivel TII.
UNIDAD SANITARIA {ITI y I| Profesional oblaci6n asegura] 2,000 . Recuperacibr de salud: atencién médica ambula- | Referencia de pacien-
SANATCRIO Técnico da rural y urba-| a toria, atenci6n odontolégica y hospitalizacién | tes al nivel IV.
Auxiliar ma. 10,000 general con espec1a11dades bisicas. Apoyo técnico y logis
De servicio tico del nivel IV, -
HOSPITAL CENTRAL{ IV Profesional especia- Poblacién aseguraj10,000 Recuperacién de salud: atenci6n médica ambula- | Apoyo logistico del
lizado da urbana (es a toria especializada, atencién odontolégica y nivel central.
Técnico centro de referen|120,000 | hospitalizacibn especializada,
Auxiliar cia nacional).

De servicio

(*) Instituto de Previsibn Social.

- 961 -



TIPO DE EFECTORES, POBLACION ASIGNADA, FUNCIONES Y PROGRAMAS, TIPO
Y NUMERO DE PERSONAL SEGUN NORMAS NACIONALES ™

PAIS: PARAGUAY ANO. 1979
NOMBRE Y TIPO DE |NIVELES PERSONAL POBLACION A LA QUE SIRVE ESQUEMA
UNIDAD DE ATDEE DE REFERENCIA
N- NUMERO . Y ARTICULACION
(EST:;EZE::TE o | caracTERISTICAS |0 Lo FUNCIONES Y PROGRAMAS QUE REALIZA ENTRE
NTO | e TIPO No. GENERALES EFECTORES
0 EFECTOR) DE
BRINDA PERSONAS
4] (2) 6 8

ENFERMERTA

Enfermero

Militares en ser
vicio activo y en
situacién de reti
ro y familiares,

Lisiados de gue-
rra y familiares.,

Poblacibn civil
(accibn civica).

Recuperacién de salud: atencibn mabulatoria a
enfermos, hospitalizacifn de emergentes.

Referencia de pacien-
tes a los niveles II,
IIT y IV,

Apoyo técnico y logis
tico del nivel IV,

UNIDAD SANITARIA

I

Profesional
Técnico
Auxiliar
De servicio

Militares en ser
vicio activo y en
situaci6n de reti
ro y familiares.

Lisiados de gue-
rra y familiares,

Poblacibn civil
(accibn civica).

5,000

Recuperacifn de salud: atencifn ambulatoria a
enfermos, atencibn odontol6gica y hospitaliza-
cién de agudos,

Referencia de pacien-
tes a los niveles III
y IV,

Apoyo logistico y téc
nico del nivel IV,

HOSPITAL DIVISIO-
NARIO :

1

Profesional
Técnico
Auxiliar -
De servicio

Militares en ser-
vicio activo y en
situacién de reéti
ro y familiares.

Lisiados de gue-
rra y familiares.,

Poblacién civil
(accidn civica)

10,000

Recuperacibn de salud: atencifn ambulatoria a
enfermos, atencibn odontolbégica y hospitaliza-
cibn general.

ko del nivel IV.

eferencia de pacienteq
1 nivel IV.

yo técnico y bgisti]

HOSPITAL CENTRAL

Profesional Especia-
lizado

Técnico

Auxiliar

De servicio

Militares en ser-
vicio activo y en
situaci6n de reti
ro y familiares,

Lisiados de gue-
rra y familiares.

Poblacién civil
(accidn civica)

40,000
a
80,000

Recuperacibn de salud: atencién ambulatoria ge- JApoyo logistico del nij

neral y especializada, atencién odontolégica y
hospitalizaci6n general y especializada.

vel central.

(*) Sanidad Militar.

- Ls1 -



PARAGUAY

‘TIPO DE EFECTORES, POBLACION

- 5.

ASIGNADA, FUNCIONES Y PROGRAMAS, TIPO

Y NUMERO DE PERSONAL SEGUN NORMAS NACIONALES *

©pAlS; ARO: 1978
NOMERE Y TIPO DE [NIVELES PERSONAL POBLACION A LA QUE SIRVE ESQUEMA
. UNIDAD DE DE . : DE REFERENCIA -
ATEN- NUMERO : Y ARTICULACION
, ATENCION . cren _ | CARACTERISTICAS 10 FUNCIONES Y PROGRAMAS QUE REALIZA ENTRE
ES‘;AEE:ECIM?NTO e TIPO No, GENERALES ”'GDEED ' EFECTORES
CTOR BRINDA PERSONAS
(1) (2) 6 8

‘{De servicio

Ministerio del
Interior y de 1la
Junta de Gobierno

Personal civil.

ENFERMERTA T Personal policiall 500 JRecuperaci6n de salud: atencifn ambulatoria a Referencia dej_?ac_ien'—
y familiares. enfermos. . - | tes al pivel TV,
Funcionarios del Apoyo tdcnico y logis;
Ministerio del tico del Nivel IV,
Interior y de la :
Junta de Gobierno|
" |Personal Civil.
HOSPITAL DE POLI-|IV 'y I |Profesional Especia- Personal policiall 30,000 |Recuperacién de salud: atencibn ambulatoria gene] Apoyo logistico del
CIA "POLICLINI{ . lizado y familiares. ral y especializada, atencibn alontol6gica y hos-| nivel central.
co RIG%];SI'?O _ ;r;ﬁg;gnal Técnico Funcionarios del - pitalizacibn general y espec1ahz§da.

{*) Sanidad Policial.

- = 861 -



-6 -
TIPO DE EFECTORES, POBLACION ASIGNADA, FUNCIONES Y PROGRAMAS, TIPO

U

HOSPITAL DE |
CLINICAS (Hos]
pital Escuela

Y NUMERO DE PERSONAL SEGUN NORMAS NACIONALES (*) _
PAIS:  PARAGUAY _ ' ANO: 1979
NOMBRE Y TIPO DE |NIVELES PERSONAL POBLACION A LA QUE SIRVE ESOUEMA
UNIDAD DE DE - DE REFERENCIA
ATEN- NUMERO Y ARTICURACION
- ATENCION CION CARACTERISTICAS 10 FUNCIONES Y PROGRAMAS QUE REALIZA ENTRE
(ESTAELECIMIENTO No, ENERALE: PROMED ' CTORE
0 EFECTOR) QUE TIPO | 6 § DE | EFECTORES
s BRINDA PERSONAS
(2) 6 ] (8)
Docencia, investigacifn y atencién médica gene-

oblacién general| 60,000
: ral y especializada, atencién odontolégica, hos .

pitalizaci6r general y especializada,

De servicio

(*) Universidad Nacional de Asuncibn.

- 651 -
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TIPO DE EFECTORES, POBLACION ASIGNADA, FUNCIONES Y PROGRAMAS, TiPO

Y NUMERO DE PERSONAL SEGUN NORMAS NACIONALES (*) _
PAIS:  PARAGUAY : ANO: 1979
NOMBRE Y TIPO DE |NIVELES PERSCNAL POBLACION A LA QUE SIRVE ESQUEMA
UNIDAD DE i DE REFERENCIA
ATENCION NUMERQ Y ARTICULACION
(EsTARLECIMIENTO | CIOM o CARACTERISTICAS | o ent0 FUNCIONES Y PROGRAMAS QUE REALIZA ENTRE
QUE TIPO ' GENERALES EFECTORES
PERSONAS

0 EFECTOR)
(1)

POLICLINICO
MUNICIPAL

BRINDA

(2)

Wyl

Profesional
Técnico
Auxiliar

De servicio

Poblacibn general

Recuperacitn de salud: atencién ambulatoria a
enfermos y atencién odontoldgica.

(*) Salud Municipal.

- 091 -



CUADRO No. 2
RECURSOS, PRODUCCION Y PRODUCTIVIDAD POR ESCALONES DE COMPLEJIDAD

PAIS: parAGUAY ANO: 1978
UNIDADES DE SERVICIOS / LOCAL IDADES RECURSOS / PRODUCCION / PRODUCTIVIDAD
(EFECTORES) ‘CON_SERVICIOS, ,
& 3 87 L /o
. O
& / % @él A O$%w$§§ty
8¢/ 05/ /&y § /s 36,8/ 8/EYSIS TS
§/FITEE) oS S /& [e58F/ SE/T8/S 5 & T
/S EF/ 8¢ & /)& SEE/ & Yaole I e
&) & N SR AAAY I SE LI
I| Puesto de Salud y CVS 1 80| 257,250 28 25,660 | 168,982 311 736 | s43.4| 0.7 | 8.6 | . 2.4 11.0
* | Puesto Sanitario 1 74| 115,000 53 307,122 | 341,704 328 1,268 | 1,021.8| 3.3 | 5.4 ] 3.8] 6.2
Enfermeria SM I 48 84,0000 142 7,649 56,563 785 3,035 | 72.1] 0.8 ] 5.9 4.0{ 5.5
Enfermeria SP I 25 18,750 - 3,283 7,500 - - -1 0.4 - - -
TOTAL 343|  *486,460 427| 475,000 223 343,714 | 574,749 1,424 5,030 | 403.6| 1.3 | 6.2 3.5| 6.4
IIj Centro de Salud ., Iy )
I 105| 1,785,000, 499 287,700 | 1,041,155 18,099 48,912 s7.5| 1.2 {33.9| 2.7{ 36.3
Unidad Sanitaria Iy
11 17] 356,250\ 245 361,887 | 402,729 4,009 20,073 | 100.5| 2.2 [12.9| 3.0{ 16.4
Unidad Sanitaria SM II 20f 140,0000 244 10,198 96,965 3,927 21,599 24.7| 1.4 |24.3 | 5.5] 16.1 o
Policlinica Muicipal | II 1 36,000 - 550 27,380 - - -| 0.8 - - - =
TOTAL 98| *314,585 143} 2,317,250 988 660,335 | 1,568,229 26,033 90,584 60.2] 1.3 |25.1 | 3.5} 26.4 '
111{ Centro de Salud Regional |III : . _ _
. - y 1 91 560,000 218 109,592 | ~ 258,732 8,770 43,240 29.5| 1.0 {54.3 | 4.9] 40.2
Unidad Sanitaria-Sanato- {II1 i o : : i
~ rio . y 1 7| 183,750{ 207 286,620 | 318,898 4,099 15,224 | 77.9] 3.9 [11.8| 3.7[ 28.4
Hospital Divisionario 111 5 37,5000 140 10,198 48,482 3,142 25,136 15.4} 1.2 {49.2 | 8.0| 22.4
TOTAL 13]  *261,162 21| 831,250 565 406,410 | 626,112 16,007 83,600 | ~39.1 1.7 }40.5( S5.2{ 28.3
IV} Hospitales Especializadod IV 6| 892,500 574 164,388 | 129,237} 9,4600 138,501 13.7} 0.4 |83.1] 14.6| 16.5
Hospital Central IPS v 1| 1,276,7000 467 420,367 | 467,739 13,242 126,202 35.3| 1.1 ]79.1] o9.5| 28.4
Hospital Central SM v 1| 737,500 250 29,947 | 132,988 4,343 56,590 30.6| 0.5 ]85.0| 9.8] 17.4
Hospital de Policia IVy
I 11 241,500 93 7,493 | 31,005 2,038 14,527 15.3] 0.4 |42.8 | 7.1 21.9
Hospital de Clinicas IV y _
' 1 1| 3,060,000 580 12,516 | 73,153 10,749 142,578 6.8] 0.1 |72.4 13.2| 18.5
TOTAL 1] *574,940 10| 6,258,200 1,964 627,711 | 834,212 39,832 478,398 20.9] 0.4 {66.7 | 12.0|.20.3

(*) Poblaci6n cabecera de distrito, mis rural adyacente,

(**) En millones de Guaranies.

(VS = Colaborador Voluntario de Salud; SM = Sanidad Militar; SP= Sanidad Policial; IPS= Instituto de

Previsi6n Social.




CUADRO No, 3

RECURSOS, PRODUCCION, COBERTURA Y COSTOS UNITARIOS POR ESCALONES
PAIS: PARAGUAY ’ ’ ' ES DE COMPLEJIDAD

§ LOCAL IDADES
§ CON 'SERVICIOS RECURSOS

ANO: 1978

/ _XNDICADORES DE COBERTURA / COSTOS UNITARIOS /

EN CADA ESCALON

I 343 486,460 427 475,000 223 343,714] 754,749 1,424 5,0391403.6) 1,139 0.9} 0.5} 1.2} 2.9} 571 |10,620(3,001} 765
11 98 314,585 143} 2,317,250 988 660,335}1,568,229| 26,035| 90,584} 60.2] 2,200 7.4y 3.1} 5.0} 82.8} 192 13,798(3,966| 253
qI 13 261,162 21 831,250 565 406,410] 626,410f 16,007} 83,600 39.1} 12,436 3.2| 2.2] 2.4} 61.3] 649 }16,351|3,131] 387
v 1 §74,940 6,258,200, 1,964 627,711 834,212| 39,832 478,398 20.9 57,494} 10.9| 3.4 1.5{ 69.3] 193 (11,7257 976 73

- 291 -

EN CADA ESCALON Y ESCALONES ANTERIORES

I 343 -486,460' 427 475,000 223 343,714] 75;1,749 i,424 5,039 | 403.4 1,139 | 0.9} 0.5} t1.2] 2.9)571 10,6203,001 765
II 441 801,045 570 | 2,792,25 1,211| 1,004,049 2,142,978 27,459 95,623 | 78.0¢ 1,405 3.5| 1.5| 2.7|34.3| 294 [13,633 3,915 388
III 454 -1,062,207 591 | 3,623,500 1,776| 1,410,459 2,769,090 43,466|179,223 | 63.7 1,797 | 3.4 | 1.7| 2.6|40.9] 280 (14,634 3,459 388
v 455 1,637,147 601 | 9,881,704 3,740, 2,038,170 3,603,302 83,298657,621 | 43.3 2,724 | 6.0 | 2.3| 2.2| 50.9| 260 (13,243 1,677 | 223

(*) En Millones de Guaranies.
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TIPO DE EFECTORES, POBLACION ASIGNADA, FUNCIONES Y PROGRAMAS, TIPO
Y NUMERC DE PERSONAL SEGUN NORMAS NACIONALES

PAIS:  PERU ANO: 1978

NOMBRE Y TIPO DE |NIVELES PERSONAL POBLACION A LA QUE SIRVE FSQUEMA

UNIDAD DE DE .

ATENCION ATEN- NUMERO DE REFERENCIA
, ‘ Y ARTICULACION

(ESTAELECIMIENTO | CION No CARACTERISTICAS |0 wen o FUNCIONES Y PROGRAMAS QUE REALIZA ENTRE
QUE TIPO ' GENERALES
0 EFECTOR) ERINDA DE EFECTORES
) ) 5 PERSONAS

4) (S 6) 8

AGENTE COMUNITA- { 1ler. Promotor 1 Rural 500 Promocidn integral de la salud; primeros auxi- | Puestos sanitarios;

RIO Nivel o] Partera Tradicional 1 500 lios; participacién activa de vacunaciones; centros de salud "A"
Nivel : educacibn sanitaria; atencién del parto. y "B". _
inicial : Apoyo: Capacitacibn
de aten+ Bioldgica, Equipos e
. ¢idn, instrumentos, minimo

supervisién; educacidi]
continua,

PUESTO SANITARIO 20, JAuxiliar Sanitario 1 |Rural 2,000 |Atencibn sanitaria; primeros auxilios; vacuna- | Centro de Salud "A" y
O CENTRO BASE {Nivel ciones; transferencia de pacientes. "B"; hospital gene-
DE SALUD ral, hospital general

base.

Apoyo: Capacitacién;
materiales y suminis-
tros; supervision.

CENTRO DE SALUD 2o. |Médico 1 ] Urbano 5,000 |Atencifn mEdica general; control de enfermedaded Hospital general; hos
"A" (Rural L) |[Nivel |Enfermera SP 1 T; notificaci6n de casos; vacunaciones TBC; ma-j pital general base.

' Auxiliar Enfermeria 1 laria, etc.; actividades de saneamiento ambien- | Apoyo: Capacitacién,
tal; letrina sanitaria; educacién para la saludj materiales y suminis-
transferencia de pacientes y atencién del parto. tros y supervisién.

CENTRO DE SALUD 20. }Medico 1 {Urbano 10,000 |Atencibén médica integral; control de enfermeda- [ Hospital General; hos

"B" (Urbano) |Nivel |[Odontdlogo 1 des T.; notificacibn de casos; vacunaciones TBCj} pital general base, ~
Asist. Social 1 deteccibn cincer uterino; alimentacifn comple- | Apoyo: capacitacién;
Obstetra 1 mentaria; control establecimientos pfiblicos; red materiales y suminis-
Enfermera SP 1 ferencia de pacientes. tros y supervisidn.
Enfermeras 1
Auxiliar Enfermeria 1
HOSPITAL GENERAL 20. |Médico General, Pe- Urbano (Poblaciér] 50,000 [Atenci6n médica integral; control de enfermeda- [Hospital general base;
Nivel diatra, Cirujano 4 |asegurada y no des T.; rrograma materno infantil; programa de f{hospital regjonal.
y Obstetra 4 }asegqurada) saneamiento ambiental; programa de nutricién; |irovo: material y su-
Odontblogo 1 programa de extensién de cobertura (atencidn ~iniztros.
Asist. S, Obst. 1-1 primaria}: referencia de pacientes.
Enfermera SP-Enf. 1-1
Insp. Saneamiento 1
Auxiliar Enfermeria 1

= £91 -
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TIPO DE EFECTORES, POBLACION ASIGNADA, FUNCIONES Y PROGRAMAS, TIPO
Y NUMERO DE PERSONAL SEGUN NORMAS NACIONALES

PAIS: PERU ANO: 1978
NOMBRE Y TIPO DE |NIVELES PERSONAL POBLACION A LA GQUE SIRVE ESQUEMA
|  UNIDAD DE DE DE REFERENCIA
| ATEN- NUMERO Y ARTICULACION
(Eﬂﬁ:ﬁ" CION CARACTERISTICAS |0 erio FUNCIONES Y PROGRAMAS QUE REALIZA ENTRE
IENTO | “ o TIPO No. GENERALES EFECTORES
0 EFECTOR) BRINDA PERDE
2 6

- %91 -

HOSPITAL GENFRAL 20. [Médicos: cirujanos, Urtano y Rural 100,000 jAtencidn médica integral; atencién médica espe- |Hospital Regional.
BASE Nivel ginecblogos, obste (Poblacibn asegu- cializada; control enfermedades transmisibles; JApoyo: mantenimiento
tras y pediatras rada y no ase- programa madre y nifio; programa saneamiento am- ly suministros.
Odontdlogo surada) ‘biental; programa nutricién; programa extensién
Fammacéutico cobertura (atencién primaria de salud), apoyo a
Asist. Social establecimientos subordinados.
Obst.
Enfermera SP
Enfermera General 0
Auxiliar Enfermeria 0
HOSPITAL REGIONAL] 3er. |Todos los anteriores Urbano y Rural 500,000 |Todos los anteriores y diferencia atencibn espe-|Transferencia
DOCENTE/ESPECIA- | Nivel cializada. :

LIDADES




CUADRO No. 2
RECURSOS, PRODUCCION Y PRODUCTIVIDAD POR ESCALONES DE COMPLEJIDAD

PAIS: PERU _ ANO: 1978 N
UNIDADES DE SERVICIOS / LOCAL IDADES RECURSOS . PRODUC '
CION PRODUCT IV1DAD
(EFECTORES) CON SERVICIOS,
: %
53? o & # #g\@o’ 58. 7
S §5 8, & /& S /& /& $ 5 S o/ &o/08ETE S
e/ TIPO DE EFECTORES s §4§§' ¥ :,5”; Sy ¢$ § fo S $ & \&Q&S‘o \Qg‘?‘o &
& S S \ 3 $
; GET 855 [ L8/ 85T E5/ 58 ) £ /& S8/ 88 0 s .
8 & & §F < S §/ % ‘.g &€ J8 &
- '
1| AGENTE COMUNITARIO I
PUESTO SANITARIO 1ifi,154 2,308,000 1,154 1,904,10¢ - |218,971,500] 1,552,902 - - s -l - -
11| CENTRO DE SALUD "A" 11| 3o 1,530,000  306| 2,130,20 617 | 1,022,496|1,506,905 6,458| 29,061 247.2| 0.99 13.3| 4.5]10.5
11| CENTRO DE SALUD "B" uj 17 170,000 17| os3,800 8| 1,049,180 335,054] 84 116[3,988 | 0.46| 4.0 1.4]10.5
IT| HOSPITAL GENERAL 11| 24 1,200,000 24| 4,951,700 1,336 | 689 689,246 458,139 30,728]  331,862| 14.9] 0.12{ 65.4| 10.8] 23.0
11| HOSPITAL GENERAL BASE | 11| 6§ 2,804,000  6519,437,704 5,921 | 3,056,896 1,139,536| 136,183 1,470,776|  8.0| 0.07| 65.4] 10.8 23.0
‘111 HOSPITAL REGIONAL (Docen] A s
te y/o especializado) 111 | 14 8,250,000  18/26,908,30q 8,070 | 4,167,128| 1,680,516| 185,160 2,004,588]  9.7| 0.08| 65.4| 10.8| 23.0




CUADRO No. 3

PALS RECURSOS, PRODUCCION, COBERTURA Y COSTOS UNITARIOS POR ESCALONES DE COMPLEJIDAD
+__PERU :

LOCAL IDADES
S CON SERVICIOS RECURSOS

ANO: 1978

PRODUCCION / INDICADORES DE COBERTURA / COSTOS UNITARIOS ;

EN CADA ESCALON

q§ 1,154| 2,308,000] 1,154| 1,904,100 -l 219.7]1,552,902" - - -l 2,000 0.8 -} 0.7 -1 175

1] 306 1,530,000] 306] 2,130,200,  617{ 1,022.5|1,596,995| 6,458| 29,061| 24.7| 4,250] 1.3] 0.4 | 1.0 4.2 | 480{9582.5/8796.1 480

117 17 170,000 17 953,800} . 8 1,049.2) 335,054 84 116 3988 10,000| S5.6f 0.04| 1.9} 0.5 ] ** k% kR |oak

v 24 1,200,000] - 24] 4,951,700, 1,336 689.2} 458,139{ 30,278| 331,862| 14.9] 50,000f 4.1} 1.1 0.4]25.6 §1,128{ 5607.6 519.§ 139

W 65| 2,804,000 65/19,437,700; 5,921}  3,056.9)1,139,536| 136,18311 470,776| 8.0} 43,139| 6.9] 2.1 | 0.4|48.6 |2,011] 5€11.7| 519.4 157

\2i 18| 8,250,000 184 26,908,300 8,070 4,167.1{1,680,516 185,610&,004,588 9.7)458,333] 3.3] 0.9 { 0.2]22.5 {1,859] 5612.7/519.6{ 155
1
=
o
1

EN CADA ESCALON Y ESCALONES ANTERIORES

11,154 ©2,308,000f 1,154] 1,904,100 - 219.7}1,552,902 - - - 227 o.8) -1 o7 -| -1 -] 16

1| 1,460 | 3,838,000f 1,460 4,039,300/ 617 1,241.5/3,149,904] 6,458) 29,061/487.7] 2,629] 1.0| 0.2 0.8] 1.7 | 197/96076.021468| 205

I 1,477 | 4,008,000} 1,477f 4,993,100  625| 2,290.6|3,484,958| 6,452] 29,177(s32.7} 2,714] +1.2| 0.1 0.9] 1.6 | ** o Bl B

M 1,501 | 5,208,000f 1,501 9,944,800 1,961 2,979.8]3,943,017| 32,270| 361,039/|105.8] 3,469 1.9| 0.4| 0.7] 7.1 | 377/39886.0 4117] 199

V| 1,566 | 8,012,000f 1,566|29,382,500| 7,882| 6,036.7|5,082,633{173,453 1,831,815 29.3| 5,116] 3.7| 0.9] 0.6/21.6 [ 593/17634.0 1645 136

V] 1,584 16,262,000 1,584)56,290,800| 15,952] 10,203.9}6,763,149|359,063 & 836,343 18.8| 10,266 3.5{ 0.9 0.4{22.1| 755{14212.0 1330| 120

(**) Estas cifras sujetas a revisién.



CUADRO No. 1
TIPO DE EFECTORES, POBLACION ASIGNADA, FUNCIONES Y PROGRAMAS, TIPO
Y NUMERO DE PERSONAL SEGUN NORMAS NACIONALES

ventivas mis importantes,

PAIS; VENEZUELA ANO: 1979
NOMBRE Y TIPO DE [NIVELES PERSONAL POBLACION A LA QUE SIRVE ESQUEMA
UNIDAD DE DE DE REFERENCIA
' ATEN- NUMERO Y ARTICULACION
(ESTﬁgtggig? CION . CARACTERISTICAS 10 FUNCIONES_Y PROGRAMAS QUE REALIZA - ENTRE
ENTO | “ouE TIPO GENERALES :DEI . EFECTORES
0 EFECTOR) : E
.| BRINDA : PERSONAS
(1). (2) (3) - (4) 5 6 7 8
UNIDADES SANITA-
RIAS Prevencién de las enfermedades transmisibles Reciben:
agudas y crénicas y el control sanitario gene- fDerivan: Resto, efees
ral, asi como también las acciones de despista-| tores.
je. Diagnbstico precoz.
MEDICATURAS RURA- Poblacién Rural |Hasta Atencidn médico ambulatoria dentro del medio |Reciben:
LES : 5,000 rural organizado. Derivan: Centros de
: Salud, Hospitales
Generales, Hospita-
les Especializados.
CENTROS. DE SALUD 20,000 |JSe realizan las cuatro actividades bisicas de Reciben: Med. S. _
a de atencifn médica, asi como las funciones pre- |Derivan: Hospitales
60,000 Generales, Hospita-

les Especializado.

HOSPITALES GENE-
" RALES

JPoblacién en Gene|
ral,

Se da atencibén médico-quirlirgica y rehabilita-
cibn a pacientes agudos y crénicos, compren-
diendo las cuatro actividades bisicas de medi-
cina general, cirugia, pediatria y gineco-obs-
tetricia.

Reciben: Centros de
Salud.

Derivan: Hospitales
Especializados

HOSPITALES ESPE-
CIALES

Poblacién en Gene
ral

Atencidn médico quirfirgica a pacientes tuber-
annlesns, leprosos y enfermos mentales, orcola-

gicos, geriitricos.

Reciben: Med., Hospt
tales Fererales,

Derivan: Hospitales
Generales.

~ (91 -



CUADRO No, 2

_ Recmsos, PRODUCCION ¥ PRODUCTIVIDAD  POR ESCALONES DE COMPLEJIDAD
PAIS: VENEZUELA

ANO: 1979
UNIDADES DE SERVICIOS / LOCALIDADES‘/- " RECURSOS / PRODUCCION / PRODUCTIVIDAD /
/ ~__ (erecToRes) - CON SERVICIOS/ = - : ‘ : — - o
. : "y
i oo . : : . . y \3 £
e o e/ /- ./ )E 8 [Se
| 3/ ,g« § P & /8§ & & § Vo /GE/XT Y $
-%ﬁ TIPD DE EFECTORES %ﬁj gg & /& fefss) LI
| §65 /&4 5/e88 ) &/ & FESES 4
D Q‘ & 3 (§ / < & s &/ < "ﬁ &6’@ \éé, '
3
I|UNIDADES SANITARIAS N
Y MEDICATURAS RURAA Tl
LES - - 11,124 - -| 44,187,390} 1,930,114 - - o o
I1|CENTROS DE SALUD -1 - - 77 | 3,033 93,624,153)4,626,071[126,259| 620,028 7.46 | - | s6.0| 4.9 41.6
ITT{HOSPITALES GENERALES | - | - ' N -| 13,674 396,476,287 8,013,527/ 482,987 3,534,473] 2.26 | - | 70.8] 7.34 35.3
**IV|HOSPITALES ESPECIALES | - [ - | S || 4,519 42,220,108 306,113| 14,364] 1,202,225| 21.31 | - | 7209] 83.7d 3.2
TOTAL | .| - . -l - 707 -| 21,228 576,507,934{32,246,824623,610| 5,356,726 31.03 | - | 69.1| 6.8|29.4




PA[S; VENEZUELA

CUADRO No, 3

RECURSOS, PRODUCCION, COBERTURA Y COSTOS UNITARIOS POR ESCALONES DE COMPLEJIDAD

ANOQ: 1979

LOCAL IDADES
CON SERVICIOS

RECURSOS

/ INDICADORES DE COBERTURA / COSTOS UNITARIOS 7

- 691 -

EN CADA ESCALON
1 - 562 - [ 3,033 |44,187,300019,501, 114 - N . . - - . . . . N
I - 77 - | 3.033 193,624,1534,626,071126,259 | 620,028 | 7.46 - - - . . . . .
11 - 47 - 13,676 [96,476,2878,013,527|482,987 3,534,473 2.26 - - - . - . . .
v - 21 - | 4,519 [42,220,104] 306,113| 14,364 }1,202,22921.31 - - - . . . . 3
EN CADA ESCALON Y ESCALONES ANTERIORES
I 562 - 44,187,300119,301,114] - - - - - - - - - - .
I1 639 - | 3,0330137,811,54323,927,165{126,259 | 620,028 7.46 - - - - - n . .
111 686 - | 16,709|534,287,83031,940,712609,246 }1,154,501] 9.72 - - . - - . . .
v 707 - | 21,228(576,507,934 32,246,824623,610 5,356,72631.03 - - - - - . . .




