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Of the more than 700,000 cases of AIDS reported to date by the Member States
to the World Health Organization, more than 50% correspond to the Region of the
Americas. In addition, it is estimated that there may be about 2.5 million HIV-infected
persons in the Region: 1 million in North America and 1.5 million in Latin America and
the Caribbean. '

Given the magnitude and importance of the epidemic, it has become not only a
health problem, but also one that affects all national sectors, including the education,
economic, political, social, and legal spheres, and even national security. The sum of
the impact of AIDS in each of these areas is likely to engender great instability and have
serious repercussions on the development of the countries. The Regional Program on
AIDS/STDs of PAHO/WHO has therefore promoted and supported the formulation of
national plans designed not only to spur action in the health sector but also to prevent or
mitigate the social, economic, and political consequences of AIDS through intersectoral
articulation of efforts and resources. The World Health Assembly, in its Resolution
WHAA46.37, adopted in May 1993, requested the Director General to study the feasibility
of establishing a joint and cosponsored United Nations program on AIDS and HIV. That
resolution is aimed at optimizing coordination between the various agencies of the United
Nations system, so that each, in its respective area of expertise, can help to prevent and
reduce the impact of the epidemic.

Within the framework of the global strategy on AIDS and with the direction
provided by the goals and priorities of the Regional Program on AIDS of PAHO,
proposals for collaboration between the countries of the Region were presented during
the Conference of Ministers of Health of the Ibero-American countries, held last May.
These proposals underscored the need to mobilize all sectors of society.
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During the 111th Meeting of the Executive Committee of PAHO in June there
was considerable discussion in regard to the aforementioned resolution and
recommendations, as well as the status of the epidemic, its impact in a variety of areas,
and strategies for preventing it and dealing with its consequences. The report of
Regional Program on AIDS/STDs on the AIDS situation was discussed by the
Committee, which recommended that information be added and that some sections of
Document CE111/9, including the corresponding annexes, be updated. (The revised text
is included as an annex to the present document.)

In light of the foregoing, the Directing Council is asked to review the available
updated information on the status of the epidemic of AIDS/HIV/STDs in the Americas,
as well as the achievements of the technical cooperation provided by the PAHO/WHO
Regional Program on AIDS/STDs. In addition, the Council is asked to make recommen-
dations for future action, within the context of the global strategy on AIDS and the
recommendations emanating from the conferences of Ministers of Health and Heads of
State and Government, held in May and July 1993, respectively. Finally, Resolution V
adopted by the Executive Committee at its 111th Meeting is submitted for consideration
by the Directing Council.

RESOLUTION V

ACQUIRED IMMUNODEFICIENCY SYNDROME (AIDS)
IN THE AMERICAS

THE 111th MEETING OF THE EXECUTIVE COMMITIEE,

Having reviewed Document CE111/9 and ADD. I on acquired immunodeficiency
syndrome (AIDS) in the Americas; and

Taking note of Resolution WHA46.37 and the conclusions and recommendations
emanating from the Meeting of Ministers of Health of the Ibero-American Countries,

RESOLVES:
To request the Directing Council to adopt a resolution along the following lines:
THE XXXVII MEETING OF THE DIRECTING COUNCIL,
Having seen Document CD37/10 on acquired immunodeficiency syndrome in the
Americas, and taking into account the recommendations of the Meeting of Ministers of

Health of the Ibero-American Countries, as well as Resolution WHA46.37 of the World
Health Assembly;
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Aware of the growing threat posed by the AIDS epidemic, infection with human
immunodeficiency virus (HIV), and the increase in sexually-transmitted diseases (STDs)
for health and the social and economic development of the Member States; and

Taking note of the imperative need to mobilize all sectors of society in the
campaign against HIV/AIDS/STDs, as well as the need to achieve the best possible
coordination of preventive actions at the regional and country level,

RESOLVES:

1. To call on the Member Governments:

a)

b)

To intensify national efforts to prevent HIV/AIDS/STDs and diminish
the social and economic consequences thereof through the unification
and coordination of all actions being carried out for this purpose at the
country level;

To promote the establishment of a national program for preventing and
combating AIDS, which will bring together resources from the various
sectors of society under the leadership of the ministry of health, in
coordination with the government agencies and nongovernmental
organizations involved in the effort to combat HIV/AIDS/STDs;

To draw upon the expertise of all relevant UN system and Inter-
American system organizations in establishing a well-conducted
intersectoral program to combat HIV/AIDS/STD:s at the country level.

2. To support fully Resolution WHA46.37, adopted in May 1993, in which the
Director-General of WHO is requested to study, in close consultation with all
organizations and bodies concerned, the feasibility and practicability of establishing a
joint and co-sponsored United Nations program on HIV/AIDS. :

3. To recognize PAHO’s scientific and technical leadership in the health field in
the Region of the Americas.

4. To request the Director to:

a)

Assist Member Governments in their efforts to establish strong
intersectoral coordinating mechanisms on HIV/AIDS/STDs at the
country level;
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Request the Director to take the necessary steps to improve
coordination to promote, bring together, and articulate the actions of
the various agencies of the United Nations and the Inter-American
systems in the Region of the Americas.

(Adopted at the sixth plenary session,
30 June 1993)
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1. Introduction

Since 1983, when a system for epidemiological surveillance of AIDS was
established in the Region of the Americas, the progressive increase in the number of
cases of this illness detected has been apparent. As 10 June 1993, 45 countries and
territories of the Americas had reported a total of 371,086 cases of AIDS. This figure
is not an exact indicator of the situation, partly because of problems with diagnosis,
underreporting, and delayed reporting to pertinent authorities. Probably the real
cumulative total of AIDS cases for the last twelve years is two to five times higher than
the figure indicated. In addition, through various analytical methods, estimates of the
extent of HIV infection in the Region have been prepared. It is estimated that there may
be between 2 and 2.5 million persons who are carriers of the human immunodeficiency
virus (HIV) but have not yet exhibited symptoms of AIDS. Three-fifths of this number
(about one and a half million people) are in Latin America and the Caribbean, where,
in addition, there are indications that the infection is continuing to spread rapidly among
the population.

Considering that AIDS is the late stage of HIV infection, and that infected persons
will develop AIDS within an average period of ten years, a significant increase in the
number of AIDS cases is expected in the coming years, particularly in Latin America and
the Caribbean. This increase will represent an additional burden on social and health
services, which at present are already facing serious problems in trying to respond to
both routine as well as emergency demands. The burden that the epidemic imposes on
individuals, as well as on families, communities, and the social structure in general, is
associated with the following facts:

- Once AIDS is diagnosed in infected persons, they and those close to them will
face the difficulties associated with an incurable disease that will shortly result
in death.

- Treatment of AIDS complications is expensive and relapses are frequent.

- The most seriously affected segment of the population is young adults who are
in the most productive stage of their lives. Most of them are responsible for
the support and care of their families. When a person with AIDS dies, their
family is left unprotected.

- HIV infection has a synergistic effect with other infections, such as
tuberculosis or other sexually transmitted diseases.

- The economic burden and work overload that AIDS imposes on the health
sector will cause it to experience even more difficulties in trying to respond
effectively and in a timely manner to the needs of the community.
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The threat to health and development posed by the AIDS epidemic needs to be
halted with foresight and effective actions.

2. Situation Analysis, Socioeconomic Impact, and Projections of AIDS and HIV
Infection in the Americas

Having an operational definition of AIDS makes it easier to characterize the
situation and trends of the epidemic and to predict its impact. Such an operational
definition also makes it possible to develop interventions that are appropriate to the
realities of both the target groups and the economic and sociopolitical context of the
countries in the Region. Acquired immunodeficiency syndrome is a permanent and
irreversible change in health status, the cause of which is associated with certain habits,
practices, and lifestyles. AIDS tends to affect those persons who for reasons that are
individual (such as misinformation, deep-seated habits, denial, rationalization) or social
(beliefs, myths, stereotyped sexual roles, community values, lack of effective programs
and interventions) persist in behaviors whose consequences include the risk of contact
with bodily fluids that are potentially contaminated with HIV, such as semen, vaginal
secretions, and blood. Because of this, there are three basic mechanisms of HIV
transmission: 1) sexual relations (heterosexual or homosexual); 2) transfusion of
contaminated blood (iatrogenic or through the use of unsterilized needles and syringes);
and 3) transmission from an infected mother to her child (perinatal).

Epidemiological analysis demonstrates that the principal risk factor identified in
the vast majority of AIDS cases (a cumulative world total of 718,894 cases reported to
WHO as of 30 June 1993) has been unprotected sexual relations (homosexual and
heterosexual).

The initial emergence of the epidemic among certain sectors of the population--for
example, homosexual communities in industrialized countries--triggered an intensive
mobilization effort to alert members of those communities to the risks inherent in certain
behaviors and to produce more or less lasting changes in those behaviors. It could be
speculated that perhaps because of the initial labelling of the epidemic as a homosexual
problem, many heterosexual individuals who did not recognize themselves as members
of the groups initially affected felt safe and thus persisted in their high-risk behavior. In
addition, it is highly probable that the increased number of cases among women has been
due to the fact that either they did not know that their partners had been involved in high-
risk behavior or that, even if they were aware of this, cuiturally-bound sexual roles
prevented them from taking protective measures. A study in Costa Rica indicates that
most of the women with AIDS were infected by their partners, who without their
knowledge were involved in high-risk behavior.
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Studies show that the male:female ratio in some subregions (countries of Central
America and the Caribbean) is approaching 1:1. Although in other subregions of the
western hemisphere this ratio is still high (12:1 in the Andean Area, for example), the
observed trend is toward a decline in that figure due to increased cases among women.
The increasing prevalence among women of childbearing age indicates that there will be
a corresponding increase in the transmission of HIV to the fetus or newborn, a fact
already confirmed by the increased number of cases among children under 2 years of age
in some countries. It is estimated that between 300,000 and 500,000 women are HIV
carriers in the Western Hemisphere. Of this total, 150,000 live in Latin America and the
Caribbean.

Other factors associated with a risk of HIV infection are the lack of services and
of appropriate medical guidance and treatment for ulcerative genital lesions, such as
herpes and soft chancre. Although complete data is not available for the entire Region,
there is evidence of an important increase in the rates of syphilis and gonorrhea,
particularly among the young, sexually active population (25 years of age and under).

At the same time, despite the fact that HIV is transmitted primarily through sexual
relations, there is evidence of the growing importance of intravenous drug use as a high-
risk behavior for transmission of the virus, at least in some countries. Thus, in some
communities studied in Argentina, Brazil, and Uruguay, more than 50% of intravenous
drug users may be infected with HIV. In the Southern Cone, intravenous drug use has
been identified in approximately 25% of the reported cases, which places this behavior
in second place as a risk factor, after sexual relations.

An epidemic that is associated with behaviors that have been clearly identified and
described could be halted through interventions that are successful in affecting those high-
risk behaviors and practices. However, the initiatives undertaken thus far do not seem
to have had the desired impact; they have not produced the changes necessary to decrease
high-risk behavior. This seems to be due, fundamentally, to the health sector’s limitations
when it comes to developing educational interventions. For example, there is the
confusion between education and the transmission of factual information; the belief that
communication is simply a matter of creating eye-catching materials; and the idea that
people become ill because "they do not want to learn what they are taught.” It seems
that the educational interventions that were developed using a prescriptive, vertical, and
doctrinal approach have not had the desired impact. Moreover, there is no objective
means of verifying the impact of most of those interventions because no plans were set
up to evaluate them. For all the reasons indicated, and since AIDS prevention through
effective changes of behavior is a priority that must be met through concerted efforts, it
is indispensable to treat educational interventions with the same serious and dynamic
approach as purely medical interventions. The greatest challenge to be faced is that of
trying to alter profoundly rooted behaviors and to reaffirm, as societies, the value of
acceptance of healthy human sexuality.
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It is much easier to eliminate the mechanism of HIV transmission through blood
and blood products than to do away with those associated with individual and social
behaviors and practices. To eliminate HIV transmission during blood transfusions is a
goal that can be achieved in the short term through determination, initiative, and effort.

Finally, transmission from infected mothers to their children is closely related to

heterosexual transmission and to drugs in the community, and to the ever-increasing
number of women of childbearing age who are infected with HIV.

At the same time, the dynamics and true dimensions of the HIV/AIDS epidemic
in the Region cannot be understood if the critical interaction between HIV and
tuberculosis is not considered. These two illnesses have a synergistic relationship so that
their effects are combined and strengthened at the individual and community levels.
Problems with tuberculosis in individuals and communities, and with the complications
and management of tuberculosis during the course of HIV infection, are some of the
difficulties faced by countries where there is a high prevalence of tuberculosis. The
interactions between HIV and Mycobacterium tuberculosis may include:

- Higher risk of developing tuberculosis in HIV-infected individuals.

- Increased severity of clinical tuberculosis and impaired response to treatment
in HIV-infected individuals.

- More severe clinical picture of tuberculosis in HIV-infected individuals.

- Appearance of resistance to drugs utilized in multidrug therapy for
tuberculosis in HIV-infected persons and AIDS patients.

- Reduced safety and effectiveness of BCG vaccine.
- Adverse impact of tuberculosis on the natural history of HIV/AIDS infection.

AIDS and, in general, HIV infection, primarily affect the adult population of the
countries in the Region. This can cause serious damage to the economic and labor market
dynamics in those countries where the epidemic has the strongest impact. An economic
indicator such as years of economically active life, which ranges between 35 and 45
years and is based on the assumption that people begin their productive activity at age
15, can be drastically reduced as a consequence of the epidemic.

If we take a concrete example such as Brazil, we can better illustrate the impact
of the epidemic on the economy of a country. Brazil is a country in which the epidemic
is still in its initial stages. If the size of the economically active Brazilian population
(between the ages of 15 and 60) is about 76 million and the average annual product per
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capita is around US$5,920, and if the HIV/AIDS epidemic is assumed to affect 0.6% of
the population, then there would be a loss of production amounting to $2,700 million
once the disease had manifested itself in all the individuals infected with human
immunodeficiency virus. If the expense of managing the complications associated with
the disease is factored in as well, then the cost of the epidemic in a country can be
extremely high. Clearly the amount that would need to be spent to prevent new infections
through educational interventions and strategies for promotion and distribution of
condoms would be several hundred times less than the amount needed to cover the losses
caused by the disease. In other words, investment in prevention is cost-effective and this
investment needs to be made now.

3. Programs for the Prevention and Control of AIDS in the Americas and
Intersectoral, Interagency, and Interprogram Collaboration

When the seriousness of the rapid spread of the AIDS epidemic became apparent
in the mid-1980s, emergency activities were initiated to control it. In 1987, the 40th
World Health Assembly explicitly recommended that every country in the world develop
a national program for the prevention and control of AIDS. In this context, PAHO
provided its technical cooperation to the Member Countries so that they could develop
their emergency strategies as well as short-term plans for AIDS control. The financial
support from the funds mobilized by the Global Program on AIDS (GPA) permitted
effective implementation of the activities envisaged in these strategies and plans. As it
became clear that the problem would persist for a long time, the coordination of
prevention and control activities over a longer period became a priority. Practically all
the countries in the Region of the Americas received some form of financing for their
AIDS prevention and control activities, within the framework of a short-term plan.

The programming cycle that followed consisted of detailed development of
national activities within a three- to five-year planning framework. Multidisciplinary
teams of experts, with continuous assistance from PAHO staff members and with the
financial support of the Global Program on AIDS (GPA) and agencies of bilateral and
multilateral cooperation, helped all the Member Countries to prepare, implement, and
evaluate medium-term plans (MTPs) for the prevention and control of AIDS.

The medium-term plans were centered basically on initiatives and actions in the
health sector. The implementation of MTPs helped, among other things, to bring about
a notable improvement in systems for quality control of blood and blood products, to
make various population sectors aware of the seriousness of the problem, and to develop
a managerial structure that laid the groundwork for increased intersectoral integration for
the prevention and control of AIDS. However, the experiences on the national level and
worldwide have shown that the responses required to deal with the AIDS epidemic
transcend the domain of the health sector.
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The impetus and experience gained during the implementation of the medium-term
plans set the stage for the initiation of a new planning stage, which would seek not only
to involve various programs, sectors, and social strata, but also to coordinate their
initiatives and efforts for effective prevention and control of AIDS and of its
psychological, economic, and social consequences. In this next planning stage, the
countries are also developing plans for periods of from three to five years. These are,
accordingly, medium-term plans and it will be necessary to distinguish them from the
plans in the previous cycle by calling them "second-generation" medium-term plans
(MTPs II). The distinctive characteristics of these second-generation plans are as follows:

- They are supported by basic information (epidemiological, anthropological,
socioeconomic, etc.) that is much more accurate than that used in any earlier
programming.

- The planning does not rely on speculation but rather on the experience gained
and the lessons learned, which ensures that the activities programmed will
have a stronger impact.

- In their design, execution, and evaluation, they involve various sectors,
programs, and professionals from a variety of related areas and disciplines.

This approach will help guarantee both effective implementation of the planned
activities as well as comprehensive, collective care for the affected individuals, as called
for in item 8 of the Declaration of the World Summit of Ministers of Health, held in
London in January 1988.

With the technical and administrative assistance of PAHO, the countries of
Central America and the Caribbean, Panama, and the Dominican Republic have
completed their preparation of second-generation medium-term plans. PAHO will actively
support, in the immediate future, the process of mobilization of funds for the execution
of these plans. During 1993, the countries of the Andean Area, Uruguay, Paraguay, and
Chile will be devoting efforts to the preparation of their MTPs II. Brazil is in the
process of consolidating a large-scale national plan with the participation of the World
Bank, UNDP, PAHO, WHO, and nongovernmental organizations. In the case of
Argentina, PAHO will continue to provide the support needed to develop a national plan
to respond to the needs and realities of the country.

From the point of view of managerial and administrative strengthening, PAHO’s
Regional Program on AIDS has developed an instrument to facilitate monitoring of the
activities and work of the national plans. This instrument makes it possible for the
national teams to carry out continuous monitoring of their progress, contributions, and
reprogramming needs. Under the name "Control and Monitoring System (CMS)," this



-7-

instrument has been made available to the Member Countries and most of them have
adopted it, pointing out that it has been very useful in helping them to oversee the
management of the national programs. This system also provides a means through which
the Regional Program on AIDS can report to the donors with regard to the utilization and
impact of their contributions.

The active collaboration of PAHO with the territories of the United Kingdom in
the Americas, Aruba, and the Netherlands Antilles, as well as the exchange of
information with the French Overseas Departments in the Americas have helped to
establish a basis for comprehensive participation by the western hemisphere in the global
AIDS strategy.

In 1992 various activities that were aimed at achieving closer collaboration
between the Regional Program on AIDS and the Global Program at WHO Headquarters
were carried out. Among these, the joint missions that the Geneva and Washington
teams carried out to select sites for research on vaccines are noteworthy. Brazil was
identified as a country that has the appropriate conditions to serve as a collaborator in
the western hemisphere in the process of development of HIV vaccines.

In addition, the Director of the Global Program on AIDS and the Regional
Coordinator visited three countries of the Region (Brazil, Honduras, and Panama) for the
purpose of negotiating the highest level of intersectoral and interinstitutional support for
the AIDS programs in those countries. The Deputy Director of GPA and the Regional
Coordinator traveled to Cuba to discuss GPA support for the national program and
specific activities with the authorities in that country as well.

The exchange of opinions and experiences by the technical teams from PAHO and
WHO Headquarters has not only served to give more importance to the activities of
technical cooperation in the Region of the Americas, but has also allowed the lessons
learned in the Member Countries of PAHO to be used to support preventive activities in
other regions of the world.

PAHO continues to carry out efforts to promote active participation by community
groups and nongovernmental organizations (NGOs) in the development and execution of
activities under the national programs for the prevention and control of AIDS. These
have included specific activities for technical assistance (including in the area of
management) to community groups and NGOs in Central America, the Andean Area, the
Southern Cone, and the United States; a meeting in Uruguay with NGOs from Southern
Cone countries; and the careful and objective consideration of requests for financial
support that have been submitted to WHO under the Small Grants Program (Partnership

Program).
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With the support of WHO Headquarters, an inventory was made of research and
research resources on AIDS and HIV that identified more than 600 scientific studies and
projects in Latin America and the Caribbean. Once the inventory was published, it was
distributed to research and educational groups, centers, and institutions in the Region.
In this way an effort is being made to disseminate scientific information and to promote
the exchange of knowledge and the transfer of appropriate technology among the
countries.

In addition, with the support of the Sociedad Espafiola Interdisciplinaria de SIDA
(Spanish Interdisciplinary AIDS Society), it has been possible to distribute the monthly
publication that the Society puts out, which contains continuously updated articles and
essays of very high quality, to nearly 200 researchers and academic institutions in Latin
America.

In the area of research, there has been continued collaboration with the National
Institute of Allergy and Infectious Diseases (NIAID) of the National Institutes of Health
(NIH) in the United States, and this has translated into: a) direct technical collaboration
with researchers in the countries of Latin America and the Caribbean; b) mobilization of
resources from NIH; and c) dissemination of scientific findings. The projects carried out
within the framework of PAHO/NIAID collaboration include a study in Jamaica on the
incidence of HIV seropositivity among individuals using the services of an STD clinic
in Kingston; the continuation of a study on heterosexual transmission of HIV in Brazil;
and a comparative study of tuberculosis incidence among seropositive and seronegative
individuals in Mexico.

Research activities related to women have been centralized at WHO Headquarters
in Geneva. However, the Regional Program plans to convene a working group of
professional women and men to prepare specific recommendations on the implementation

of interventions linked to research among groups of women whose characteristics will
need to be specified.

The recognition that the AIDS/HIV epidemic is a problem whose dynamics and
dimensions will cause it to spread over time has reinforced the idea that AIDS prevention
and control activities need to be made into permanent programs that are integrated into
the existing health and development structures. In addition, these programs should be
able to operate continuously, so that they can be part of the ongoing effort to safeguard
public health and contribute to development in the Region.

Among the efforts aimed at ensuring broad, integrated, and continuous
programming, the following examples should be cited: the initiative to involve
nongovernmental organizations and community groups in the national programs for the
prevention and control of AIDS; the execution of interinstitutional and interprogram
activities by the Regional Program on AIDS of PAHO; and the introduction of
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multidisciplinary teams, who in turn will receive interprogram orientation and
information that will enable them to provide technical and managerial collaboration in
the formulation and execution of national AIDS programs.

During 1992, PAHO, with the collaboration of the WHO Global Program on
AIDS (GPA), mobilized US$11 million from various donors for activities in 40 countries
of the Region and at the Regional level. Although there was a reduction of 23% with
respect to the funds mobilized in 1991, the fact that the national programs are well
established and have a greater capacity to carry out activities fostered a firmer
commitment on the part of the countries of the Region, which in turn was translated into
a greater allocation of national resources to this priority area. The recommendation that
had been made in the past to increase national contributions for the programming of
activities has become a reality, and most of the resources allocated for AIDS control
activities are now of national origin. However, a balance must be achieved between the
need for AIDS control activities and the need to prevent or provide care for other
diseases and health conditions. Consequently, it is indispensable to ensure international
cooperation, for which purpose it is necessary for the countries to strengthen their
capacity to monitor the management of program activities (both from the technical and
financial points of view) and to periodically and systematically document their
achievements, progress, and difficulties. PAHO will continue to support this effort at
strengthening and will provide the necessary assistance to mobilize resources from
agencies and donor organizations.

Five years after the World Summit of Ministers of Health, several of the issues
discussed there and considered to be fundamental for the implementation of a global
strategy to combat AIDS continue to constitute challenges which must be faced with
renewed vigor. These challenges include: persuading the general public to adopt
behaviors that lower the risk of infection; securing a commitment from the
communications media to fulfill their social mission to report objectively; and developing
educational programs and carefully and rigorously evaluating them and assessing their
impact in order to replicate or restructure them.

Other pressing challenges are: developing interventions aimed at reducing the
transmission of HIV among intravenous drug users; developing interventions to increase
the use of condoms; reducing the incidence of other sexually transmitted diseases;
eliminating HIV transmission through blood and blood products; securing the active
participation of NGOs in national program activities; and overcoming sectoral barriers
to the effective control and prevention of AIDS/HIV.

4. Present and Future Priorities for the Prevention of AIDS in the Americas

The Regional Program on AIDS of PAHO is fully staffed in so far as its technical
team is concerned, both at Headquarters and in the field. The formation of this team,
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in addition to enabling a clear definition of the functions and responsibilities of each of
its members, has facilitated the management of technical cooperation activities, so that
work can be carried out in a coordinated manner in order to fulfill program goals, lines
of action, and expected outcomes. Under this modality of strategic planning, more than
90% of the activities included in the annual plan of the Regional Program on AIDS were
in fact carried out on schedule, in addition to those that were carried out in response to
needs that arose and were addressed as soon as was feasible.

Although it is true that at the national and Regional level the system for the
preparation of progress reports has not been entirely perfected, with the development and
implementation of computerized means for monitoring the activities of the national
programs (Control and Monitoring System), it will be possible to improve the production
of such reports. In addition, three meetings were held with managers and administrators
of programs (one in the Caribbean on implementation, one in Central America on
preparation of reports, and a third in South America on planning and development of
programs), which helped to improve coordination and technical cooperation between
PAHO personnel (at Headquarters and in the countries) and their counterparts in the
national programs for the prevention and control of AIDS in all the countries of the
Region.

Considerable progress has also been made on the regional system for
epidemiological surveillance of AIDS. As a result of the two subregional workshops on
surveillance carried out in 1991, in 1992 seven countries initiated specific activities to
improve surveillance of HIV infection at the national level. It is expected that by the end
of 1993 all countries with more than one million inhabitants will have a similar system
in place, which will make it possible to monitor the status of the epidemic, assess trends
in various population groups, apply preventive measures where more are needed, and
change the attitudes of those who are unwilling to recognize the magnitude of the
problem of HIV/AIDS.

PAHO and the Member Countries have committed themselves to implementing
the global strategy for the prevention and control of AIDS/HIV in the Americas. The
main objectives of this strategy are: (a) to prevent infection with HIV, (b) to reduce the
personal and social impact of HIV infection, and (c) to mobilize and unify national and
international efforts against AIDS.

In order to achieve these objectives it is necessary to establish certain priorities
at the various levels: priorities of the Global Program on AIDS (GPA) and priorities of
the Member Countries.

The priorities of the GPA are the following:

- To strengthen national AIDS programs with respect to the formulation of
plans and the coordination of AIDS prevention through behavior
modification--including the use of condoms--and the care of persons with
HIV/AIDS.
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To formulate plans for dealing with the social and economic consequences of
AIDS that threaten families, communities, and the economic stability of many
developing nations.

The goals common to all the Member Countries are:

To formulate and implement medium-term plans (strategic national plans).
To strengthen managerial capacity.

To involve nongovernmental organizations and the private sector.

To establish the surveillance systems necessary for planning.

To develop educational activities and interventions aimed at bringing about
behavioral change that are adapted to the national (local) situation.

To develop activities geared specifically toward reducing the sexual
transmission of HIV to women.

To promote effective practices for reducing the sexual transmission of HIV
and STDs among groups at risk (by promoting the use of condoms and other
barrier methods).

To transmit explicit and culturally appropriate messages to combat
conformism and denial.

To develop feasible strategies for the care of AIDS patients.

To achieve adequate capacity to care for the most common opportunistic
infections, particularly tuberculosis.

To ensure an HIV-free supply of blood and blood products.

To establish a technical-scientific information network.

In addition, given that the prevention of AIDS is a program priority for PAHO,
the Organization has set as the general objective for the Regional Program to both
decrease the transmission of HIV and other agents of STDs and to reduce the social and
economic impact of these diseases.
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The specific objectives of the Program are: (a) to strengthen the national capacity
of all the Member Countries to respond in an adequate, effective, efficient, and long-term
manner to the challenge of preventing and controlling AIDS, HIV infection, and STDs
in the Region of the Americas; and (b) to lead and to promote interagency, intersectoral,
and interprogram cooperation for the prevention of AIDS and STDs at the national,
subregional, and regional levels.

The Program’s lines of action are:

Support for the development of national capacity.

- Coordination of international and interagency initiatives.

- Establishment and maintenance of intersectoral participation.
- Mobilization of resources.

- Interprogram articulation.

- Support for the identification of risk groups.

- Promotion and support for interventions at the local health system (SILOS)
level.

- Strengthening of technology transfer, research, and the dissemination of
scientific information.

- Support for procurement of supplies, such as condoms and laboratory
reagents.

- Promotion of the exchange of information, experience, and knowledge in the
Region of the Americas.

5.  Program Approaches and Proposed Policies in the Context of the Conference
of Ministers of Health of the Ibero-American Countries, and the III Ibero-
American Summit of Heads of State and Government

AIDS is not only a health problem, but also a social, economic, and political
problem with long-term repercussions for communities and whole countries. At the
country level, the fight against AIDS and the reduction of its consequences in society will
require a concerted and sustained effort involving, among others, the Ministries of
Health, Education, Labor, Justice, Finance, and Planning, as well as social security
institutions, the mass media, the private sector, nongovernmental organizations,
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professional associations, universities, religious organizations, and other community
groups.

To achieve this, it is necessary to secure the political support of the highest
governmental levels, the technical leadership of social services and health sectors,
financial contributions and other resources from the various national and international
agencies, and, in particular, the unconditional commitment of local health systems and
local communities to the prevention of AIDS.

The AIDS epidemic, in addition to the suffering it inflicts on the peoples of the
Region, has enormous costs--both direct and indirect. The extent to which these costs
can be reduced is directly proportional to the capacity of the national AIDS programs to
implement preventive actions and to rationalize curative interventions. At present there
is a great disparity at the international level with respect to per capita investment and
expenditure for preventive activities, to wit: North America, $2.70; Europe, $1.18; sub-
Saharan Africa, $0.07; and Latin America, $0.03.

The time has come to strengthen the recognition that the HIV/AIDS epidemic, in
addition to being a health problem, has serious social, economic, educational, legal, and
political repercussions. The sum of these repercussions can generate instability and have
serious consequences for the development process in the countries. It is for this reason
that at the Conference of Ministers of Health of the Ibero-American Countries, in May
1993, proposals were presented for collaboration among the countries in accordance with
the following objectives and strategies, with a view to establishing a common Plan of
Action:

- To reduce the socioeconomic impact of the epidemic.

- To reduce the transmission of HIV from intravenous drug use, which is a
significant problem in a growing number of countries in the Region.

- To ensure collective and individual rights.

- To avoid the effects of the epidemic on migratory movements, both national
and international.

- To develop human resources in all the areas related to the prevention of
AIDS.

- To transfer and use appropriate technology for the prevention and control of
STDs and HIV.
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In the areas of human resources development and use of appropriate technology,
it is recommended that the following activities be considered:

Curriculum reforms.

Training and consolidation of multidisciplinary resources.

Programs of continuing education with systems of long-distance education.
Use of simple laboratory technologies.

Evaluation of algorithms for the clinical management of STDs.

Evaluation and adaptation of alternative care models.

Improvement of diagnostic capabilities.

In the areas of protection of human rights and migratory movements, the
following activities are proposed:

The preparation of legal instruments to prevent discrimination.

The drafting and implementation of agreements that eliminate all requirements
for serological tests for any type of visa.

The development of quantitative and qualitative research to track migratory
movements and design programs for prevention of HIV infection.

Sharing of information, education, and communication (IEC).

In the area of reducing transmission of HIV from intravenous drug use, the
following are proposed:

-

Joint research to identify the epidemiological, anthropological, behavioral, and
socioeconomic profile of intravenous drug users.

Training of community agents in this area.

Development of pilot projects to test various intervention strategies.

Finally, in order to reduce the socioeconomic impact of the epidemic, three
activities are proposed:

The definition of national priority areas for the mobilization and allocation of
financial resources.
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- The preparation and execution of projects to assess the economic and social
impact of preventive strategies.

- The development of appropriate methodologies to obtain information on the
direct and indirect costs of HIV infection and AIDS and to systematically
analyze this information.

The Member Governments are urged to give priority to investment in AIDS
prevention, control, treatment, and research in the countries of the Region. This is
desirable not only for public health reasons and out of respect for human dignity and
rights, but as a contribution to national growth and development. In order to provide a
solid technical and administrative basis for this investment, it will be necessary to make
sizable investments in information systems and socioeconomic studies related to the
AIDS/HIV epidemic so as to guide political decision-making at the highest levels of
government in the Member Countries.

An additional recommendation was made by the Conference of Ministers of
Health of the Ibero-American Countries to develop a large-scale project in the Region
to eliminate congential syphilis by the year 2000 through preventive actions, the
provision of services, and community participation.

The decisions and recommendations of the Conference of Ministers of Health of
the Ibero-American Countries were presented for the consideration of the III Ibero-
American Summit of Heads of State and Government, which took place in July 1993.

The document containing these decisions and recommendations requested the
Heads of State to lend their support in order to implement a broad-based strategy for the
prevention and control of AIDS, including the topics presented in the same document.
Increased resources were also requested for implementing the strategy, in addition to
legal and administrative support in order to carry out the activities envisioned in the
strategy as expeditiously and efficiently as possible.

Appendix
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AIDS SURVEILLANCE IN THE AMERICAS
Summary

Data as received by 10 June 1993

Cumulative number of cases reported

worldwide: 669,592

Cumulative number of cases reported

in the Americas: 371,086

Cumulative number of deaths reported

in the Americas: 217,276




FIG. 1. ANNUAL INCIDENCE OF AIDS CASES,
BY REGION OF THE WHO, BY YEAR, 1979-92.
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Fig.2. ANNUAL INCIDENCE RATES OF AIDS IN THE AMERICAS,

(PER MILLION), THREE MAJOR SUBREGIONS, |
1982-1992. ‘f
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TABLE 1. NUMBER OF REPORTED CASES OF AIDS BY YEAR, AND CUMULATIVE CASES AND DEATHS, BY COUNTRY AND SUBREGION.

As of 10 June, 1993

Number of Cases Date of
SUBREGION Through Cumulative Total last
Country 1987 1988 1989 1990 1991 1992 1993 _ total(a) deaths report
REGIONALTOTAL = .-+ 79,523 43,206 - ~51,321. .-58056  .68,336 65494: . 6,709 : 371,086 217,276
LATIN:AAMERICA b)) * 080 7880 .~ 7,294 . 9,857 +13,165.: 15332 -:14,029 . 1633 ' 69,089 29,206
ANDEAN AREA 623 734 940 1,468 1.536 900 25 6.226 3,134
Boiivia 6 10 2 9 17 8 8 60 45 31/Mar/93
Colombia 247 319 410 765 782 434 2,957 1,483 30/Sep/92
Ecuador 35 29 22 42 51 57 17 253 161 31Mar/93
Peru 62 65 118 141 155 73 614 216 31Mar/92
Venezuela 273 31 388 511 531 328 2,342 1,229 31/Dec/92
SOUTHERN CONE 246 268 352 606 758 875 149 3.594 1,489
Argentina 145 169 228 388 478 605 103 2,456 915 31/Mar/93
Chile 77 67 83 130 184 162 20 723 352 31/Mar/93
Paraguay 7 4 3 12 10 18 2 56 38 31Mar/93
Uruguay 17 28 38 76 86 90 24 359 184 31Mar/93
BRAZIL 4,017 3.868 5,094 6,884 8,746 7.640 232 36,481 15,619 13/Apr/93
CENTRAL AMERICAN ISTHMUS 280 359 491 907 a1 1,151 260 4,436 1,559
Belize 7 4 0 19 11 12 53 46 30/Sep/92
Costa Rica 43 52 57 86 91 117 24 470 285 31/Mar/93
El Saivador 23 34 72 54 132 114 4 470 120 31/Mar/93
Guatemaia 31 18 32 92 96 94 25 434 148 31Mar/93
Honduras 119 189 251 5§85 495 709 142 2,510 657 31/Mar/93
Nicaragua 0 2 2 7 13 6 6 39 30 31Mar/93
Panama 57 60 7 64 73 99 22 480 273 3t/Mas/93
MEXICO 1,049 264 1,499 2,395 3,166 3,219 967 13,259 6,789 31/Mar/93
LATIN CARIBBEAN c) 1,635 1,101 981 905 215 244 5,093 616
Cuba 16 14 15 28 38 94 31/Dec/92
Dominican Republic 347 356 513 247 177 225 31/Dec/92
Haiti 1,272 731 453 630 297 31/Dec/90
CARIBBEAN:¢)' BT 453 : 872 2,868
Anguilla 0 1 2 1 1 3 31Mar/93
Antigua 3 0 0 3 § 31/Dec/a0
Bahamas 176 168 162 235 - 700 31/Mar/93
Barbados - 56 40 61 80 271 31/Mar/93
Cayman Islands 3 1 2 4 11 31/Dec/92
Dominica 5 3 2 11 30/Jun/90
French Guiana 103 54 41 144 30/Sep/90
Grenada 8 8 5 7 25 31/Dec/92
Guadeloupe 88 47 85 31/Dec/89
Guyana 10 40 61 85 160 390 102 31/Dec/92
Jamaica 43 66 62 133 99 433 299 31/Dec/92
Martinique 48 51 45 28 25 10 237 164 31/Mar/93
Montserrat 0 1 0 0 0 0 1 0 31Mar/93
Netheriands Antilles 18 16 30 23 10 110 §5 30/Junf92
Saint Kitts and Nevis 10 5 8 1 4 1 38 24 31/Mas/93
Saint Lucia 8 8 3 7 9 49 25 31/Dec/92
Saint Vincent and the Grenadines 7 6 4 14 7 3 49 34 31Mas/93
Suriname 9 a5 35 16 29 128 100 31/Dec/92
Trinidad and Tobago 236 167 173 235 257 1,228 787 31/Dec/92
Turks and Caicos Islands 5 7 1 2 4 25 23 31/Dec/92
Virgin islands (UK) 0 o 2 1 2 o} 6 1 31Mar/93
NORTH AMERICA :.i: . 70,837 741289 ¢ 44190 750;182. 50514 [::4,974 297,305 185,201
Bermuda 72 35 33 23 17 7 215 156 31/Mar/93
Canada 2,116 1,238 1,199 1,184 931 34 7.770 5,128 29/Apr/93
United States of America ¢) 68,649 39,966 42,958 48,925 49,566 4,933 289.320 179,917 31/Mar/93

2) May inciude cases for yeer of diagnosis unknown.
) French Guiana, Guyana, and Sunname are included in the Caribbean.
) Puerto Rico and the U.S. Virgin isiands are inciuded in the United States of America.



TABLE 2. ANNUAL INCIDENCE RATES OF AIDS (PER MILLION POPULATION), BY COUNTRY AND BY YEAR, 1988—-1992.

SUBREGION RATE PER MILLION
Country 1988 1989 1990 1991 1992
LATIN AMERICA a) R . 17.4 219 30.1 34.4 308
ANDEAN AREA 84 10.5 18.0 16.3 9.3
Bolivia 14 0.3 1.2 23 1.0
Colombia 10.4 131 240 233 12.7
Ecuador 2.8 2.1 3.9 47 51
Peru 31 54 63 7.0 33
Venezuela ' 168 20.2 25.9 26.3 158
SOUTHERN CONE 5.2 67 1.5 14.1 16.1
Argentina -5.4 74 . 120 146 18.3
Chile 53 64 9.9 137 1.9
Paraguay 1.0 0.7 2.8 23 40
Uruguay 9.1 12.2 243 215 28.8
BRAZIL 268 346 458 57.0 489
CENTRAL AMERICAN ISTHMUS 130 174 31.2 30.5 375
Belize 23.0 o 104.4 60.4 64.5
Costa Rica 18.1 19.4 28.5 295 37.0
E! Salvador 63 14.0 10.3 246 20.7
Guatemaia 21 3.6 10.0 10.1 9.6
Honduras 39.1 50.4 1138 $3.4 129.8
Nicaragua . 06 0.5 1.8 33 1.5
Panama 25.8 325 285 29.0 394
MEXICO 1.4 17.3 27.0 350 34.9
LATIN CARIBBEAN b) 473 a5 377 8.7 9.7
Cuba 1.4 15 27 35 5.3
Dominican Repubiic . 51.8 731 344 24.2 250
Haiti 116.7 710 988
‘CARIBBEAN @) =~ i 679 - e84 . . @30 . . 1212 1317
Anguila 1422 2845 1429 142.9 ()
Antigua 0 0 349
Bahamas 3675 6537 623.1 903.8 988.5
Barbados 58.4 154.6 2337 313.7 304.7
Cayman Islands 475 476 95.2 190.5 148.1
Dominica 253 375 24.7
French Guiana 388.3 600.7 “57
Grenada 300 79.2 485 68.0 424
Guadeloupe 130.0 1386
Guyana 338 39.1 . 588 108.3 198.8
Jamaica 12.3 206 24.6 53.5 39.4
Martinique 90.9 154.3 1380 818 725
Montaerrat 0 76.7 0 o] 0
Netherlands Antiles ' 9.1 837 155.4 119.2 51.3
Saint Kitts and Nevis 187.5 103.1 160.0 200" 90.1
Saint Lucia 15.0 59.3 221 515 57.0
Saint Vincent and the Grenadines 74.1 55.0 38.0 126.1 584
Swiiname 10.2 879 86.8 37.3 68.4
Trinidad and Tobago 128.7 132.2 134.8 180.6 194.8
Turks and Caicos isiands 750.9 87681 111 222.2 400.0
Virgin Isiands (UK) 768.7 ) 258 129 153.8
“NORTH AMERICA . L1802 1602 - 1808 - . 1805
Bermuda : 801.4 569.0 306.6 293.1
Canada 47.1 45.2 443 345
United States of America b) 161.1 172.4 195.4 196.0

a) French Guiana, Guyana, and Suriname inciuded in the Caribbean.
b) Puerto Rico and the U.S.Virgin Islands included in the United States of America.



TABLE 3. ANNUAL INCIDENCE RATES OF AIDS (PER MILLION POPULATION), BY SEX, BY COUNTRY AND BY YEAR, 1987 -1992.

RATE PER MILLION POPULATION

SUBREGION MALE RATES FEMALE RATES
Country 1987 1988 1989 1990 1991 1992 1987 1988 1989 19980 1991 1992 )
LATIN AMERICA a) ‘19.0 28.9 37.3 490 . 56.4 49.4 2.7 5.4 6.7 8.9 10.1 103
ANDEAN AREA 8.6 14.5 18.5 26.2 23.3 14.6 0.4 11 1.7 3.0 1.7 1.2
Bolivia 0.9 2.9 0 1.9 4.3 1.8 0 o] 0.6 0 0 1.0
Colombia 11.8 17.7 23.5 40.8 30.9 23.7 0.5 1.6 2.3 3.2 1.8 1.7
Ecuador 4.0 55 3.8 7.0 8.1 9.1 0.4 0.2 0.4 0.7 1.3 1.1
Peru 2.9 5.5 9.7 8.1 13.1 6.0 0.2 0.6 0.8 4.5 0.9 0.4
Venezuela 14.8 28.4 34.8 42.3 37.1 16.6 0.7 ‘2.0 2.9 3.5 3.4 1.3
SOUTHERN CONE 5.1 9.7 12.1 -20.7 25.8 23.4 0 0.7 1.2 2.1 2.2 5.1
Argentina 4.6 10.4 12.9 21.6 26.8 29.3 0 0.4 1.2 2.4 2.5 7.2
Chile 6.9 9.2 11.4 18.4 24.7 11.8 0.2 1.2 1.1 0.7 1.3 1.3
Paraguay 2.6 2.0 1.4 4.6 4.5 7.4 0 0 0 0.9 0 0.4
Uruguay 6.0 15.8 21.6 42.9 50.8 36.0 0 2.6 2.5 6.3 5.6 6.2
BRAZIL 29.8 47.0 61.1 80.6 96.5 80.4 3.1 6.7 8.1 11.1 17.8 17.5
CENTRAL AMERICAN ISTHMUS 10.0 17.2 20.6 37.7 40.1 50.6 3.1 6.2 7.6 16.3 13.6 16.9
Belize 23.5 23.0 11.0 11.8 11.5
Costa Rica 16.3 33.2 33.0 40.7 50.6 54.4 0 2.8 2.7 4.7 2.6 5.1
Eil Saivador 36.8 31.1 12.4 7.8
Guatemala 3.3 3.6 3.1 13.3 16.1 14.2 0.5 0.5 0.7 3.1 3.6 2.3
Honduras 28.5 50.4 64.8 140.4 107.7 180.0 15.4 27.8 35.8 80.5 48.4 78.7
Nicaragua 0 1.1 1.4 3.1 4.5 2.4 0 0 0 0.5 0.5 0
Panama 25.0 41.4 §5.4 44.7 40.7 29.7 1.8 9.7 8.6 7.6 18.7 4.0
MEXICO 171 19.0 33.3 41.0 59.3 59.3 1.8 3.3 6.1 8.0 10.8 10.6
LATIN CARIBBEAN b) 39.2 64.2 51.0 44.3 10.4 8.8 18.3 30.6 30.0 27.6 5.0 2.9
Cuba 4.1 3.9 0.2 0.8 4.3 5.9 1.2 0.8 0.2 0 1.3 2.4
Dominican Repubiic 44.7 73.8 94.0 44.2 28.5 20.8 23.7 28.1 49.3 21.3 18.3 6.3
Haiti 92.7 154.4 87.1 116.2 39.8 80.0 55.4 76.7
CARIBBEAN 784 9497 11285, 8. 200 384 599 .47.3...79.0 823
Anguilla 0 0 0 0 0 0 281.7 0 284.1 281.7 0
Antigua 24.6 0 0 0 [¢] 0
Bahamas 430.0 448.0 701.3 747.8 11553 12924 294.2 289.0 607.2 501.5 673.0 6929
Barbados 173.3 73.9 2445 409.6 520.3 4715 22.3 44.4 73.5 73.2 105.3 1504
Cayman Islands 96.2 0 96.2 96.2 75.1 0 93.9 o} 0 73.1
Dominica 101.3 49.9 49.3 48.7 26.0 0 254 0
French Guiana 395.2 5450 735.0 . 186.0 204.6 466.7
Grenada 62.0 .20.2 100.3 78.7 62.4 20.7 20.2 39.5 0 19.2 87.4 0
Guadeloupe 187.9 2176 210.9 - 58.1 63.7 69.3 e
Guyana 28.2 61.4 42.9 86.3 1490 268.8 0 10.0 9.8 30.9 644 130.5
Jamaica 15.9 18.2 38.2 32.6 59.1 52.8 10.7 6.5 15.2 16.6 48.0 25.3
Martinique 100.1 137.2 2301 191.4 1205 95.8 41.5 47.2 82.4 82.9 33.9 50.6
Montserrat (o} 0 0 0 0 0 o] [+ 0 0
Netheriands Antilles 110.2 10.9 21.0 20.8
Saint Kitts and Nevis 85.0 381.0 126.6 248.1 46.8 140.4 81.5 0 80.6 77.5 0 43.4
Saint Lucia 47.3 15.5 107.4 15.2 66.6 65.4 14.8 14.6 14.3 28.4 25.0 49.1
Saint Vincent and the Grenadines 77.6 57.2 37.7 §5.6 122.2 103.3 18.4 72.0 89.3 17.5 98.4 16.2
Suriname 15.8 20.7 137.5 1250 56.3 82.9 10.2 o] 39.7 49.3 18.5 50.0
Trinidad and Tobago 103.3 187.1 193.7 1440 2488 2774 26.1 70.6 71.1 54.3 113.1 113.4
Turks and Caicos Islands 253.2 10127 15180 0 404.9 809.7 247.5 4950 2475 2195 0 0
Virgin Islands (UK) 0 0 1440 155.0 155.0 0 (o} 14.2 0 151.7
NORTH AMERICA ©149.9 223.9 “°2425 2913 299.1 802.4 13.3 258 286 377 431 468
Bermuda 638.3 850.2 9756 4895 664.3 419.6 104.2 138.8 237.3 238.1 1361  170.1
Canada 65.7 78.4 89.5 87.1 84.1 66.1 4.1 4.1 5.3 4.1 8.3 3.7
United States of America b) 158.9 2394 258.9 3134 3223 3279 14.3 28.1 31.0 41.2 47 1 51.3

a) French Guiana, Guyana, and Suriname are included in the Caribbean.
b) Puerto Rico and the United States Virgin isiands are included in the United States of America.



TABLE 4. MALE:FEMALE RATIO OF REPORTED AIDS CASES, BY COUNTRY AND BY YEAR, 1987 —1992.

SUBREGION MALE:FEMALE RATIO
Country 1987 1988 1989 1990 1991 1992
LATIN AMERICA a) 6.9 54 5.6 5.5 5.6 4.8
ANDEAN AREA 20.4 12.7 10.8 8.8 13.4 12.1
Bolivia N/A N/A 0 N/A N/A 1.8
Colombia 22.3 113 10.2 13.0 16.6 13.4
Ecuador 10.0 28.0 10.0 9.5 6.3 8.5
Peru 15.0 9.8 11.9 1.8 145 13.6
Venezuela 22.8 14.2 12.1 124 1.1 133
SOUTHERN CONE 129.0 13.1 10.1 9.7 11.6 4.5
Argentina N/A 23.1 10.3 8.9 10.6 4.0
Chile 43.0 73 10.4 24.0 18.1 8.8
Paraguay N/A N/A N/A 5.0 N/A 17.0
Uruguay N/A 6.0 8.3 6.6 8.6 55
BRAZIL 9.7 7.0 75 7.2 54 4.6
CENTRAL AMERICAN ISTHMUS 3.3 28 2.8 2.3 3.0 3.0
Belize 2.0 20 N/A
Costa Rica N/A 12.0 12.3 8.9 19.8 10.9
El Saivador 2.9 3.8
Guatemala 7.0 8.0 4.7 4.4 4.5 6.4
Honduras 1.9 1.8 1.8 1.8 2.3 23
Nicaragua N/A N/A N/A 6.0 8.0 N/A
Panama 14.5 4.5 8.7 6.1 2.7 7.6
MEXICO 9.5 5.8 54 5.1 5.5 5.6
LATIN CARIBBEAN b) 2.2 21 1.7 1.6 2.1 3.1
Cuba 3.5 5.0 1.0 N/A 3.3 25
Dominican Republic 1.9 27 1.9 2.1 1.9 3.4
Haiti 2.3 1.8 1.5 1.5
CARIBBEAN 25 24 21 2.2 1.9 21
Anguilla N/A 0 0 0 N/A
Antigua N/A N/A N/A
Bahamas 1.4 15 11 1.5 1.7 1.8
Barbados 7.0 1.5 3.0 5.1 4.6 2.9
Cayman islands N/A 0 N/A N/A 1.0
Dominica 4.0 N/A 2.0 N/A
French Guiana 2.1 2.7 1.6
Grenada 3.0 0.5 N/A 4.0 0.8 N/A
Guadeloupe 3.1 3.3 29
Guyana N/A 6.2 44 28 23 20
Jarmaica 1.5 28 25 2.0 1.2 2.1
Martinique 23 2.8 26 2.2 3.3 1.8
Montserrat N/A N/A N/A N/A N/A
Netherlands Antilles 5.0 05
Saint Kitts and Nevis 1.0 N/A 1.5 3.0 N/A 3.0
Saint Lucia 3.0 1.0 7.0 0.5 25 1.3
Saint Vincent and the Grenadines 4.0 0.8 04 3.0 1.2 6.0
Suriname 1.5 N/A 3.4 2.5 3.0 1.6
Trinidad and Tobago 3.9 2.6 2.7 2.6 2.2 24
Turks and Caicos islands 1.0 20 6.0 0 N/A N/A
Virgin Isiands (UK) N/A N/A 1.0 N/A 1.0
NORTH AMERICA 10.7 8.2 8.1 7.4 6.6 6.2
Bermuda 6.0 6.0 4.0 2.0 4.8 2.4
Canada 15.6 18.8 16.4 20.8 15.7 17.6
United States of America b) 10.6 8.1 7.9 7.2 6.5 6.1

NOTE: N/A = Not applicable. No female cases reported for the period.

*..." = Data not available by sex.

a) French Guiana, Guyana and Suriname are included in the Caribbean.

b) Puerto Rico and the United States Virgin islands are included in the United States of America.



TABLE 5. TOTAL CASES, PEDIATRIC CASES, PERCENT OF PEDIATRIC CASES FROM TOTAL; PERINATAL CASES,
AND PERCENT OF PERINATAL CASES FROM PEDIATRIC, BY SUBREGION AND COUNTHY (a),
THROUGH JUNE 1993.

TOTAL PEDIATRIC PERCENT PERINATAL PERCENT

Country CASES CASES PEDIATRIC CASES PERINATAL
ANDEAN AREA

Bolivia 60 1 1.7 1 100.0
Colombia 2957 63 2.1 52 825
Ecuador 253 4 1.6 3 75.0
Peru 614 10 1.6 1 10.0
Venezuela 2,342 38 1.6 18 47.4
SOUTHERN CONE

Argentina 2,456 70 29 51 729
Chile 723 14 1.9 10 714
Uruguay 359 9 25 9 100.0
BRAZIL 36,481 1,265 3.5 728 57.5
CENTRAL AMERICAN ISTHMUS

Costa Rica 470 12 2.6 5 41.7
E! Saivador 470 8 1.7 5 62.5
Guaternala 434 5 1.2 1 0
Honduras 2,510 )| 3.6 78 85.7
Panama 460 8 1.7 6 75.0
MEXICO 13,259 397 3.0 180 453
LATIN CARIBBEAN

Cuba ' ' 168 1 0.6 1 100.0
Dominican Republic 1,839 4?2 2.3 24 70.0
Haiti 3,086 82 27 16 19.5
CARIBBEAN

Bahamas 1,181 93 8.0 91 g7.8°
Barbados 350 16 46 15 93.8
Dominica 12 1 8.3 1 100.0
French Guiana 232 17 7.3 16 94.1
Grenada as 2 57 2 100.0
Guadeloupe 182 13 7.1 12 923
Guyana ) 390 9 23 9 100.0
Jamaica 433 44 10.2 41 93.2
Martinique 237 12 5.1 10’ 83.3
Netheriands Antilies 110 1 0.9 1 100.0
Saint Kitts and Nevis 38 1 2.6 1 100.0
Saint Lucia 49 3 6.1 3 100.0
Saint Vincent and the Grenadines 49 1 2.0 1 100.0
Swriname 128 3 2.3 2 66.7
Trinidad and Tobago 1,228 89 7.2 83 93.3
Virgin Islands(UK) 6 1 16.7 1 100.0
NORTH AMERICA

Canada ’ 7.770 79 1.0 60 75.9
U.S.A. 289,320 4,480 1.5 3,665 81.8

{a) Does not include countries which have not reported AIDS cases in children.
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Fig. 3. NUMBER OF REPORTED CASES IN WOMEN,
Y CASOS DE TRANSMISION PERINATAL,
LATIN AMERICA AND THE CARIBBEAN,1987-92.
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FIG.4a. PERCENT DISTRIBUTION OF AIDS CASES, BY RISK
FACTOR, CUMULATIVE THROUGH JUNE 1993 AND ANNUAL
INCIDENCE OF AIDS CASES, 1982-1992, ANDEAN AREA.
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FIG. 4b. PERCENT DISTRIBUTION OF AIDS CASES, BY RISK
FACTOR, CUMULATIVE THROUGH JUNE 1993 AND ANNUAL
INCIDENCE OF AIDS CASES, 1982-1992, SOUTHERN CONE.
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FIG. 4c. PERCENT DISTRIBUTION OF AIDS CASES, BY RISK
FACTOR, CUMULATIVE THROUGH JUNE 1993 AND ANNUAL
INCIDENCE OF AIDS CASES, 1980-1992, BRAZIL.
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FIG. 4d. PERCENT DISTRIBUTION OF AIDS CASES, BY RISK FACTOR,
CUMULATIVE THROUGH JUNE 1993 AND ANNUAL INCIDENCE OF AIDS
CASES, 1983-1992, CENTRAL AMERICAN ISTHMUS.
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* INCLUDES 2.9% BLOOD, 1.2% IVDU, 2.5% PERINATAL AND 0.4% OF OTHER KNOWN RISK FACTORS.

"* DATA FOR 1981 AND 1992 ADJUSTED WITH THE DELAYED REFORTING INDEX.




FIG. 4e. PERCENT DISTRIBUTION

OF AIDS CASES BY RISK

FACTOR, CUMULATIVE THROUGH JUNE 1993 AND ANNUAL
INCIDENCE OF AIDS CASES, 1981-1992, MEXICO.
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FIG. 4f. PERCENT DISTRIBUTION OF AIDS CASES, BY RISK
FACTOR, CUMULATIVE THROUGH JUNE 1993 AND ANNUAL
INCIDENCE OF AIDS CASES, 1982-1992, CARIBBEAN.
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The topic "Health and Development: AIDS—A Social and Economic Issue" was
addressed at this important meeting as a part of the discussions on cooperation between
the countries of the area and specifically under the agenda item "Education, Culture,
Health, Science, and Technology as Tools for Development; Joint Solutions and
Intersectoral Issues,” the outcome of which was the following text:

At the Conference of Ministers of Health of the Ibero-American Countries, held
in Brasilia from 24 to 27 May 1993, it was recognized that it is urgent to draft
and apply an overall policy in the Ibero-American area for the control of acquired
immunodeficiency syndrome. We, the Heads of State and Government, hereby
approve and endorse the conclusions and recommendations of that Conference.
.. [ Appendix]... We wish to emphasize, in particular, the importance of devoting
greater financial and human resources to the fight against HIV/AIDS, as well as
of promoting the transfer of technology and the dissemination of scientific and
technical information. We support the proposal to maintain or implement
programs for the prevention and control of HIV/AIDS, as well as corresponding
initiatives to review, update, and enact laws and regulations for the adequate
implementation of measures for the prevention of HIV/AIDS, within the
framework of respect for human rights and the protection of public health.

From the point of view of PAHO and its Member States, the foregoing
declaration emphasizes the importance that the Heads of State and Government have
accorded to this pressing public health problem, and it implicitly endorses the approach
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and the overall policies that have been followed by the Global Program on AIDS, PAHO,
and the Member States in the fight against AIDS, based on the strategies of preventing
HIV transmission, reducing its social and economic impact, and coordinating national and
international efforts within the framework of respect for human rights and the protection
of public health.

For the implementation of overall policies for the control of acquired
immunodeficiency syndrome in the Ibero-American area, it becomes necessary to come
to agreement, at both the regional level and the level of each of the countries, regarding
the task and the efforts to be undertaken by the various sectors, institutions, and agencies
that are already collaborating or that should be involved in the fight against AIDS. It is
especially important to identify and mobilize resources, including those of the private
sector, and to allocate resources to activities for the prevention and control of HIV and
AIDS within the budgets of national governments. The secretariat will be responsible
for following up this declaration, which has already been widely disseminated, by
providing support in the form of knowledge and action to the various entities and groups
involved in the fight against AIDS in the Ibero-American countries.

Annex
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CONFERENCE OF MINISTERS OF HEALTH
OF THE IBERO-AMERICAN COUNTRIES
"HEALTH AND DEVELOPMENT:
AIDS—A SOCIAL AND ECONOMIC ISSUE"

Brasilia. 24-27 May 1993

CONCLUSIONS AND RECOMMENDATIONS

INITIAL CONSIDERATIONS

The Conference of Ministers of Health of the Ibero-American Countries, held in
Brasilia from 24 to 27 May 1993, approved the following conclusions:

Meeting pursuant to a recommendation of the II Ibero-American Summit of Heads
of State and of Government, held in Madrid on 23-27 July 1992, which recognized the
urgent need to develop and apply a comprehensive policy in the Ibero-American area for
the control of acquired immunodeficiency syndrome;

Concerned about the rapid spread of the HIV/AIDS epidemic, which is
threatening to reduce the life expectancy of millions of men, women, and children;
undermine the achievements of recent decades in the area of health and social welfare;
and impede the progress and socioeconomic development of the Ibero-American
countries;

Aware of the need to devote increased national resources, promote intersectoral
and international cooperation, and coordinate the actions of prevention, medical care,
social service, and legal protection at the national level and between countries;

Recognizing that the marginalization, stigmatization, and discrimination of
affected persons not only constitutes a violation of human rights but also hinders efforts
to prevent and control the epidemic;

Firmly decided that the commitments undertaken at this conference shall result
in concrete actions and effective measures for dealing with the challenges that this
epidemic poses for the health and development of our peoples,

We hereby agree to promote and execute the following recommendations:



1. SOCIOECONOMIC IMPACT

In order to determine the socioeconomic impact of the epidemic and to guarantee
that resources are duly utilized in accordance with technical directives and administrative
regulations, it is necessary to develop socioeconomic information systems on HIV/AIDS
prevention and control. We recommend the following:

1.1

1.2

1.3

Define national priority areas for the mobilization and allocation of
financial resources, taking into account the realities and health policies
of the country as well as of the status of the epidemic at the local,
regional, and world level.

Draft protocols for systematically studying the direct and indirect costs
of the epidemic.

Develop and/or adapt methodologies for evaluating the economic and
social effects of strategies for the prevention of AIDS.

2. HUMAN DISPLACEMENT

We consider that AIDS has had an especially serious impact on migratory
movements, and that, accordingly, effective agreements need to be drafted to prevent
discriminatory restrictions on international transit.

We recommend the following:

2.1

2.2

2.3

Eliminate all requirements for serological testing to detect HIV infection
for any type of visa (for workers, temporary residents, transients,
tourists, students).

Carry out research on patterns of population displacement,
epidemiological studies of behavior, and social investigations to establish
patterns of HIV/AIDS/STD transmission; identify mechanisms for
enlisting community support and dealing with the social impact in
communities that are experiencing intense displacement as well as in
border areas.

Establish bilateral and/or multilateral agreements between countries of the
Ibero-American region that will guarantee medical care for persons from
other countries of the region bearing in mind each country’s laws and
capacity to provide assistance.
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Develop and carry out campaigns to provide information and education
and develop public awareness on the prevention of HIV infection and
other STD for travelers, tourists, transients, immigrants, and target
populations.

3. HUMAN RIGHTS

We believe that the promotion of respect for human rights is an essential public
health strategy. We recommend the following:

3.1

3.2

3.3

Study existing legal arrangments in each country with a view to
identifying or developing the necessary legal instruments for the
implementation of national programs on AIDS prevention and control that
are consonant with national health and development policies and respect
for human rights.

Recommend to international agencies that they continue to take a stand
against any form of discrimination based on the fact that an individual is
infected.

Ensure that ethical and legal issues, including an assessment of the status
of human rights and a description of any difficulties identified, as well
as options for dealing with them, are on the agenda of all national and
international meetings on HIV/AIDS in the Ibero-American region.

4. USE OF DRUGS AND HIV/AIDS

We are concerned about the increasing role of intravenous drug use in the spread
of the AIDS epidemic in the Ibero-American region, as well as the effect of existing
policies and legislation regarding the use of drugs, which have limited the implementation
of effective measures to prevent and control HIV/AIDS among drug users and their

sexual partners.

We recommend the following:

4.1

Review existing policies and legislation regarding the use of drugs with
a view to ensuring and facilitating the implementation of actions for the
prevention and control of HIV/AIDS among drug users and their sexual
partners based on knowledge about the subject and on national and
international experience in this area.
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4.3

4.4

4.5
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Identify the epidemiological, anthropological/behavioral, and
sociodemographic profile of drug users, especially users of intravenous
drugs, through studies and research that will provide bases for the
development of specific prevention strategies.

Establish reference centers specialized in providing care for drug users,
especially users of intravenous drugs, and promote the exchange of
experiences and information both within and outside the Ibero-American
region.

Support the initiatives and activities of NGOs and self-support groups that
work in this area, within the framework of the policy and strategies for
the prevention and control of HIV/AIDS.

Develop experimental intervention models (replacement of syringes,
distribution of sodium hypochlorite, education) for the prevention of
infection among drug users at preselected sites (for example, reference
centers), which will permit the comparison of results.

5. HUMAN RESOURCE DEVELOPMENT

The AIDS epidemic bears out the imperative need to strengthen the development
of human resources and health teams that were inadequately prepared for the epidemic
so that they can deal with the new and pressing health problem that it represents.

We recommend the following:

5.1

5.2

5.3

54

Promote reforms in the schools for the health professions with a view to
changing their current individualized curative approach and gearing them
up to meet the need for multidisciplinary teams for the comprehensive
care of HIV/AIDS.

Develop systems and mechanisms for carrying out distance education and
updating the knowledge of all members of the health team on the subject
of HIV/AIDS.

Promote the exchange of up-to-date information, experiences, and human
resources between countries through bilateral and multilateral agreements
and other mechanisms such as periodical publications.

Stem the drain of qualified human resources to other areas and outside
the region by guarantecing salaries and working conditions that will
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enable people to devote themselves to the program, providing necessary
support for professional updating, and making a commitment to keep the
program teams in place when there are political or administrative
changes.

6. TRANSFER AND UTILIZATION OF TECHNOLOGIES

We recognize that current technologies for the prevention and control of
HIV/AIDS are not the most appropriate, given the realities in most of the countries of
the Ibero-American region.

We recommend the following:

6.1

6.2

6.3

6.4

6.5

6.6

6.7

Develop and implement "social marketing” projects (including the
promotion and distribution of condoms) that will focus on health as a
social benefit and a value.

Systematically disseminate health promotion and prevention messages on
HIV/AIDS/STD in the mass media (radio, television, press, etc.) within
the region.

Identify opportunities and mechanisms for encouraging governments,
private companies, and national and international press associations to
donate time, space, etc., for messages on the prevention of HIV/AIDS.

Hold conferences via satellite on subjects of common interest directed
toward specific audiences such as health professionals and other duly
identified target groups.

Review and evaluate, through multicenter projects, national and
international therapeutic schemes and recommendations for the
management of STD.

Evaluate and implement studies and specific schemes for areas of high
and low transmission of tuberculosis in the region, adjusting the latter to
the status of the HIV/AIDS and tuberculosis epidemics in each country.

Carry out studies and evaluations of laboratory methods and strategies for
controlling blood transfusions and tests for the clinical diagnosis of
HIV/AIDS/STD.
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6.9

6.10

6.11

6.12

6.13

6.14
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Implement adequate assistance alternatives (for example, day hospitals,
support houses, ambulatory services, household assistance).

Implement educational interventions in pharmacies, drugstores, or
dispensaries directed toward users, employees, pharmacists, and workers
in the pharmaceutical industry.

Implement education programs and campaigns in schools.

Develop educational programs based on a participatory approach and
directed toward the general population, giving priority to groups that
engage in risk-prone practices, depending on the resources available,
within a multidisciplinary and intersectoral institutional framework.

Promote the identification and use of common indicators that make it
possible to estimate the impact of HIV/AIDS prevention and control
programs and to compare similar experiences.

Promote, with the cooperation of international agencies, the establishment
of mechanisms for inventorying and facilitating the procurement or
exchange of supplies among the Ibero-American countries (for example,
condoms, reagents, drugs, equipment, etc.).

Create a group of representatives from the countries concemed to
develop a proposal for implementing the foregoing recommendation, to
be submitted for consideration at the IV Summit of Heads of State in
1994,

7. ADDITIONAL RECOMMENDATION

7.1

Develop a broad proposal in the region for the elimination of congenital
syphilis by the year 2000, which would include actions in the areas of
prevention, service delivery, and community participation.

We believe in a united effort to fight the AIDS epidemic, which will contribute
to the social, economic, and political development of our countries. We reaffirm our
commitment to democracy, to respect for human rights, and to the spirit of cooperation
- that must prevail in relations between our countries.

We call upon the Heads of State to:
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1. Support the implementation of these recommendations through a
multidisciplinary and intersectoral approach.

2. Commit increased financial and human resources to the fight against
HIV/AIDS.

3. Support initiatives for the review, updating, and enactment of laws and
regulations for the adequate and timely implementation of measures to prevent HIV/AIDS
within the framework of respect for human rights and the protection of public health.

4. Promote the use and transfer of appropriate technology, as well as the
dissemination of scientific and technical information, through the use of satellite
telecommunication.

5. Maintain or enlist programs for the prevention and control of HIV/AIDS at
a level within the ministerial structure that will permit the most expeditious and efficient
execution of the actions envisaged in the national strategy against HIV/AIDS.
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The Director is pleased to present to the Directing Council a summary update
of AIDS surveillance in the Americas as of 10 September 1993.



AIDS SURVEILLANCE IN THE AMERICAS
Summary

Data as received by 10 September 1993

Cumulative number of cases reported

worldwide: 751,267

Cumulative number of cases reported

in the Americas: 403,459

Cumulative number of deaths reported

in the Americas: 234,369

NOTE: Preliminary data. The countries are in the process of revising their information before the publication ot the
1992 Annual Surveillance Report.
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TABLE 1. NUMBER OF REPORTED CASES OF AIDS BY YEAR, AND CUMULATIVE CASES AND DEATHS, BY COUNTRY AND SUBREGION.
As of 10 September, 1993

Number of Cases Date of
SUBREGION Through Cumulative Total ast
|_Country 1987 1988 1989 1990 1991 1992 . 1993 total(a) deaths report
“REGIONAL' TOTAL, o ormo e 19,762 48856 < 52,300 60,040 -. 69,880 ... 75,730 21,662 403,459 284,369
‘LATIN AMERICA b) = 7636 7,256 = 9,478 13,449 15680 15963 4,753 74,579 31,261
ANDEAN AREA 630 736 954 1,501 1,600 1,198 227 6,847 3,419
Bolivia 6 10 2 9 17 8 8 60 45 31/Mar/93
Colombia 247 319 410 765 782 434 2,957 1,483 30/Sep/92
Ecuador 35 29 22 42 51 57 28 265 192 30/Jun/93
Peru 62 65 113 141 155 230 107 873 270 30/Jun/93
Venezuela 280 313 407 544 595 469 84 2,692 1,429 06/Sep/93
SOUTHERN CONE 247 267 352 606 757 878 214 3,661 1,588
- Argentina 145 169 228 388 478 605 103 2,456 915 31/Mar/03
Chile 78 66 83 130 183 166 51 757 437 30/Jun/93
Paraguay 7 4 3 12 10 17 6 59 39 30/Jun/93
Uruguay 17 28 38 76 86 90 54 389 197 30/Jun/93
BRAZIL 4,033 3,884 5,134 6,937 8,923 9,126 1,463 39,500 © 16,485 03/Julf93
CENTRAL AMERICAN ISTHMUS 280 362 491 910 924 1,197 754 4,941 1,692
Belize 7 4 0 19 11 12 53 46 30/Sep/92
Costa Rica 43 52 57 86 91 125 45 499 302 30/Jun/93
El Salvador 23 .34 72 54 132 114 41 470 120 31/Mar/93
Guatemala 31 18 32 92 86 94 114 477 148 30/Jdun/93
Honduras 119 189 251 586 495 733 474 2,867 723 30/Jun/93
Nicaragua 0 2 2 7 13 6 7 40 32 30/Jun/93
Panama 57 63 77 66 86 113 73 535 821 30/Jun/93
MEXICO 802 905 1,607 2,588 3,167 3,220 1,991 14,280 7.434 30/Jun/93
LATIN CARIBBEAN c) 1,644 1,102 940 807 309 344 104 5,350 643
Cuba 16 14 14 29 37 62 32 204 117 30/Jun/93
Dominican Republic 356 357 473 248 272 282 72 2,060 229 30/Jun/93
Haiti 1,272 731 453 630 3,086 297 31/Dec/80
Anguilia 31/Mar/93
Antigua 3 0 0 3 6 § 81/Dec/90
Bahamas 176 93 168 162 235 259 137 1,230 751 30/Jun/S3
Barbados 56 15 40 61 80 78 44 374 285 30/Jun/93
Cayman Islands 3 1 1 2 4 4 15 11 381/Dec/92
Dominica 5 2 3 2 12 11 30/Jdun/9Q
French Guiana 103 34 54 41 232 144 30/Sep/90
Grenada 8 3 8 5 7 4 11 46 31 30/Jun/s3
Guadeloupe 88 47 47 182 85 31/Dec/89
Guyana 10 34 40 61 85 160 380 102 31/Dec/92
Jamaica 43 30 66 62 133 99 104 537 359 30/Jun/93
Martinique 48 30 51 45 28 25 19 246 175 30/Jun/93
Montserrat 0 0 0 1 0 30/Jun/93
Netheriands Antilies 18 30 110 55 30/Jun/92
Saint Lucia 8 8 57 28 30/Jun/93
Saint Kitts and Nevis 10 1 38 24 30/Jun/93
St. Vincent and the Grenadines 7 7 53 36 30/Jun/a3
Suriname 9 18 146 119 30/Jun/83
Trinidad and Tobago 236 104 1,332 963 30/Jun/a3
Turks and Caicos Islands 5 25 23 3t/Dec/92
Virgin islands (UK) (o] 0 6 1 30/dun/93
ATH Al 71,280 2 v 516,456 323,837 199,897
Bermuda 72 28 35 23 7 215 156 3t/Mar/93
Canada 2,120 1,069 1,252 1,222 1,230 1,127 212 8,232 5,407 31/Jul/93
United States of America ¢) 69,098 34,710 40,810 44,635 52,075 57,672 16,237 315,390 194,334 30/Jun/93
“8) May include cases for year of diagnosis unknown.

b) French Guiana, Guyana, and Suriname are included in the Caribbeen.
¢) Puerto Rico and the U.S. Virgin Islands are included in the United States of America.



TABLE 2. ANNUAL INCIDENCE RATES OF AIDS (PER MILLION POPULATION), BY COUNTRY AND BY YEAR, 1988-1992.

SUBREGION RATE PER MILLION
Country 1988 1989‘ 1990 1991 1992
LATINAMERICAR) . - & ¢ _ 174 2198 : 301 34.4 30.8
ANDEAN AREA 8.4 105 16.0 16.3 0.3
Bolivia 14 03 1.2 23 1.0
Colombia 10.4 13.1 240 23.3 127
Ecuador 28 2.1 39 47 51
Peru 31 54 6.3 7.0 3.3
Venezuela 166 20.2 25.9 26.3 15.8
SOUTHERN CONE 5.2 6.7 115 14.1 16.1
Argentina 54 741 120 146 18.3
Chile 53 6.4 2.9 137 19
Paraguay 1.0 07 28 23 40
Uruguay 9.1 12.2 243 275 288
BRAZIL . 26.8 346 458 57.0 48.9
CENTRAL AMERICAN ISTHMUS 13.0 174 31.2 30.5 375
Belize 23.0 ] 104.4 60.4 645
Costa Rica 181 194 285 205 37.0
Ef Saivador 6.8 14.0 103 246 207
Guatemala 2.1 3.6 100 - 10.1 9.6
Honduras 39.1 50.4 1139 034 120.8
Nicaragua 08 05 18 33 1.5
Panama 258 325 265 206 39.4
MEXICO 114 173 27.0 35.0 349
LATIN CARIBBEAN b) 47.3 415 377 8.7 9.7
Cuba 14 15 27 3.5 5.3
Dominican Republic 51.8 731 344 - 24.2 25.0
Haiti 116.7 71.0 96.8
‘CARIBBEAN®) ... LT SeTRTL I ese T 83,0 1212 LAy
Anguila 142.2 2845 142.9 1429 0
Antigua 0 0 34.9
Bahamas 367.5 853.7 623.1 903.8 088.5
Barbados 584 154.6 2337 313.7 304.7
Cayman Islands 475 47.6 95.2 190.5 148.1
Dominica 253 375 47
French Guiana 386.3 600.7 445.7
Grenada 30.0 79.2 485 68.0 424
Guadeloupe 130.0 1386
Guyana 338 39.1 58.6 108.3 198.8
Jamaica 123 266 248 535 39.4
Martinique 90.9 1543 136.0 816 725
Montserrat 0 76.7 o] 0 [¢]
Netherlands Antiles 69.1 837 1554 119.2 513
Saint Kitts and Nevis 1875 103.1 160.0 20.0 90.1
Saint Lucia 15.0 59.3 221 518 57.0
Saint Vincent and the Grenadines 741 55.0 36.0 126.1 58.4
Surirame 10.2 87.9 868 373 66.4
Trinidad and Tobago 128.7 132.2 134.8 180.6 184.8
Turks and Caicos Islands 750.9 876.1 1111 222.2 400.0
Virgin islands (UK) 76.7 0 258 129 1538
CNORTHAMERICA .5 w7 o 77 808 T - gm0 ot T 1802 - 0 1809 T 1808
Bermuda 4980.8 601.4 569.0 396.6 2031
Canada 409 471 452 443 34.5
United States of America b) 139.7 1611 172.4 195.4 196.0

a) French Guiana, Guyana, and Suriname included in the Caribbean.
b) Puerto Rico and the U.S.Virgin Islands included in the United States of America.



TABLE 8. ANNUAL INCIDENCE RATES OF AIDS (PER MILLION POPULATION), BY SEX, BY COUNTRY AND BY YEAR, 19871992,

RATE PER MILLION POPULATION

SUBREGION MALE RATES FEMALE RATES
Country 1987 1988 1989 1990 = 1991 1992 1987 1988 1989 1990 1991 1992
LATIN AMERICA a)’ - 19.0 289 -37.3 490564 494.. . 27 .54 .67 - B9 101 103
ANDEAN AREA 8.6 14.5 18.5 26.2 23.3 14.6 0.4 1.1 1.7 3.0 1.7 1.2
Bolivia 0.9 2.9 0 1.9 4.3 1.8 0 0 0.6 0 0 1.0
Colombia 11.8 17.7 23.5 40.8 30.9 23.7 0.5 1.6 2.3 3.2 1.8 1.7
Ecuador 4.0 55 3.8 7.0 8.1 9.1 0.4 0.2 0.4 0.7 1.3 1.1
Peru 2.9 5.5 9.7 8.1 13.1 6.0 0.2 0.6 0.8 4.5 0.9 0.4
Venezuela 14.8 28.4 34.8 42.3 37.1 16.6 0.7 2.0 2.9 3.5 3.4 1.3
SOUTHERN CONE 5.1 9.7 12.1 20.7 25.8 23.4 0 0.7 1.2 2.1 2.2 5.1
Argentina 4.6 10.4 12.9 21.6 26.8 29.3 0 0.4 1.2 2.4 2.5 7.2
Chile 6.9 9.2 11.4 18.4 24.7 11.8 0.2 1.2 11 0.7 1.3 1.3
Paraguay 2.6 2.0 1.4 4.6 4.5 7.4 0 0 0 09 0 04
Uruguay 6.0 15.8 21.6 42.9 50.8 36.0 0 2.6 2.5 6.3 5.6 6.2
BRAZIL 29.8 47.0 61.1 80.6 96.5 80.4 3.1 6.7 8.1 1.1 17.8 17.5
CENTRAL AMERICAN ISTHMUS 10.0 17.2 20.6 37.7 40.1 50.6 3.1 6.2 7.6 16.3 13.6 16.9
Belize 23.5 23.0 11.0 11.8 1.5 C e
Costa Rica 16.3 33.2 33.0 40.7 50.6 54.4 0 2.8 2.7 4.7 2.6 5.1
El Salvador 36.8 31.1 12.4 7.8
Guatemala 3.3 3.6 3.1 13.3 16.1 14.2 0.5 0.5 0.7 3.1 3.6 2.3
Honduras 28.5 50.4 64.8 1404 107.7 180.0 15.4 27.8 35.8 80.5 48.4 78.7
Nicaragua 0 1.1 1.1 3.1 4.5 2.4 0 0 0 0.5 0.5 0
Panama 25.0 41.4 55.4 44.7 40.7 29.7 1.8 9.7 8.6 7.6 16.7 4.0
MEXICO 171 19.0 33.3 41.0 59.3 5§9.3 1.8 3.3 6.1 8.0 10.8 10.6
LATIN CARIBBEAN b) 39.2 64.2 51.0 44.3 10.4 8.8 18.3 30.6 30.0 27.6 5.0 2.9
Cuba 4.1 3.9 0.2 0.8 4.3 5.9 1.2 0.8 0.2 0 1.3 2.4
Dominican Republic 44,7 73.8 94.0 44.2 28.5 20.8 23.7 28.1 49.3 21.3 156.3 6.3
Haiti 92.7 154.4 87.1 116.2 89.8 80.0 5§5.4 76.7
CARIBBEAN T ; 38 0. 82:3
Anguitla 0 0 2817 0
Antigua 246 0 0 0 0 0
Bahamas 430.0 448.0 701.3 747.8 11553 12924 294.2 289.0 607.2 501.5 673.0 692.9
Barbados 173.3 73.9 2445 409.6 5203 471.5 22.3 44.4 73.5 73.2 105.3 150.4
Cayman islands 96.2 0 96.2 96.2 75.1 0 93.9 0 0 73.1
Dominica 101.3 49.9 49.3 48.7 26.0 0 254 (o]
French Guiana 395.2 545.0 735.0 . 186.0 204.6 466.7
Grenada 62.0 20.2 100.3 78.7 62.4 20.7 20.2 39.5 ] 19.2 87.4 0
Guadeloupe 187.89 217.6 2109 58.1 63.7 69.3
Guyana 28.2 61.4 42.9 86.3 149.0 268.8 0 10.0 9.8 30.9 64.4 1305
Jamaica 15.9 18.2 38.2 32.6 59.1 52.8 10.7 6.5 15.2 16.6 48.0 25.3
Martinique 100.1  137.2 230.1 1914 1205 95.8 41.5 47.2 82.4 82.9 33.9 50.6
Montserrat o} 0 0 (o} 0 0 0 0 0 0
Netherlands Antilles 110.2 10.9 21.0 20.8
Saint Kitts and Nevis 85.0 381.0 126.6 248.1 46.8 1404 81.5 [0} 80.6 77.5 0 43.4
Saint Lucia 47.3 1556 1074 15.2 66.6 65.4 14.8 14.6 14.3 28.4 25.0 49.1
Saint Vincent and the Grenadines 77.6 57.2 37.7 55.6 122.2 103.3 18.4 72.0 89.3 17.5 98.4 16.2
Suriname 15.8 20.7 1375 1250 56.3 82.9 10.2 0 397 49.3 18.5 50.0
‘Trinidad and Tobago 103.3 187.1 193.7 1440 248.8 277.4 26.1 70.6 711 54.3 113.1 113.1
Turks and Caicos Islands 253.2 10127 15190 0 4049 809.7 247.5 4985.0 2475 2195 0 0
Virgin Islands (UK) 0 0 1440 1550 155.0 0 0 14.2 0 11517
NORTH AMERICA . . 1493 | 223.9-7242.5 201.3.:299.1 80247 . . 133 - 258 . 286 877 431 468
Bermuda 638.3 850.2 9756 4895 664.3 419.6 104.2 138.8 237.3 238.1 136.1 1701
Canada 65.7 78.4 89.5 87.1 84.1 66.1 4.1 4.1 5.3 4.1 5.3 3.7
United States of America b) 1689 2394 2589 3134 322.3 3279 14.3 28.1 31.0 41.2 471 51.3

a) French Guiana, Guyana, and Suriname are included in the Caribbean.
b) Puerto Rico and the United States Virgin Islands are included in the United States of America.



TABLE 4. MALE:FEMALE RATIO OF REPORTED AIDS CASES, BY COUNTRY AND BY YEAR, 1987~-1992.

SUBREGION MALE:FEMALE RATIO
Country 1987 1988 1989 1990 1991 1992
LATIN AMERICA a) 6.9 5.4 56 55 5.6 4.8
ANDEAN AREA 204 127 10.8 8.8 13.4 121
Bolivia N/A N/A 0 N/A N/A 1.8
- Colombia 22.3 11.3 10.2 13.0 16.6 13.4
Ecuador 10.0 28.0 10.0 9.5 6.3 85
Peru 15.0 9.8 11.9 1.8 14.5 13.6
Venezuela 228 14.2 121 12.4 1141 133
SOUTHERN CONE 129.0 131 10.1 9.7 11.6 45
Argentina N/A 231 10.3 8.9 10.6 4.0
Chile 43.0 7.3 10.4 240 18.1 8.8
Paraguay N/A N/A N/A 5.0 N/A 17.0
Uruguay N/A 6.0 8.3 6.6 8.6 55
BRAZIL 9.7 7.0 7.5 7.2 5.4 4.6
CENTRAL AMERICAN ISTHMUS 3.3 2.8 2.8 23 3.0 3.0
Belize 2.0 2.0 N/A
Costa Rica N/A 12.0 12.3 8.9 19.8 10.9
El Salvador 2.9 3.8
Guatemala 7.0 8.0 47 4.4 4.5 6.4
Honduras 1.9 1.8 1.8 1.8 2.3 2.3
Nicaragua N/A N/A N/A 6.0 9.0 N/A
Panama 14.5 45 6.7 6.1 2.7 7.6
MEXICO 9.5 5.8 5.4 5.1 55 5.6
LATIN CARIBBEAN b) 2.2 21 1.7 1.6 2.1 3.1
Cuba 3.5 5.0 1.0 N/A 3.3 25
Dominican Republic 1.9 27 1.9 2.1 1.9 34
Haiti 23 1.9 1.5 15
CARIBBEAN 2.5 2.4 241 2.2 1.9 2.1
Anguilia N/A 0 0 0 N/A
Antigua N/A N/A N/A
Bahamas 1.4 1.5 1.1 1.5 17 1.8
Barbados 7.0 1.5 3.0 5.1 4.6 2.9
Cayman Islands N/A 0 N/A N/A 1.0
Dominica 4.0 N/A 20 N/A
French Guiana 241 27 1.6
Grenada 3.0 0.5 N/A 4.0 0.8 N/A
Guadeloupe 3.1 3.3 29
Guyana N/A 6.2 4.4 28 23 20
Jamaica 1.5 2.8 25 20 1.2 2.1
Martinique 2.3 2.8 26 2.2 33 1.8
Montserrat N/A N/A N/A N/A N/A
Netherlands Antilles 5.0 0.5
Saint Kitts and Nevis 1.0 N/A 1.5 3.0 N/A 3.0
Saint Lucia 3.0 1.0 7.0 0.5 25 1.3
Saint Vincent and the Grenadines 4.0 0.8 04 3.0 1.2 6.0
Suriname 1.5 N/A 3.4 25 3.0 1.6
Trinidad and Tobago 3.9 26 27 2.6 2.2 24
Turks and Caicos Islands 1.0 2.0 6.0 0 N/A N/A
Virgin Islands (UK) N/A N/A 1.0 N/A 1.0
NORTH AMERICA 10.7 8.2 8.1 7.4 6.6 6.2
Bermuda 6.0 6.0 4.0 2.0 4.8 2.4
Canada 15.6 18.8 16.4 20.8 18.7 17.6
United States of America b) 10.6 8.1 7.9 7.2 6.5 6.1

NOTE: N/A = Not applicable. No female cases reported for the period.

*..." = Data not available by sex.

a) French Guiana, Guyana and Suriname are included in the Caribbean.

b) Puerto Rico and the United States Virgin Islands are included in the United States of America.



TABLE 5. TOTAL CASES, PEDIATRIC CASES, PERCENT OF PEDIATRIC CASES FROM TOTAL; PERINATAL CASES,

AND PERCENT OF PERINATAL CASES FROM PEDIATRIC, BY SUBREGION AND COUNTRY (a),

THROUGH JUNE 1993.

TOTAL PEDIATRIC PERCENT PERINATAL PERCENT
Country CASES CASES PEDIATRIC CASES PERINATAL
ANDEAN AREA
Bolivia 60 1 1.7 1 100.0
Colombia 2,957 63 2.1 52 825
Ecuador 253 4 1.6 3 75.0
Peru 614 10 1.6 1 100
Venezuela 2,342 38 1.6 18 474
SOUTHERN CONE
Argentina 2,456 70 29 51 729
Chile 723 14 1.9 10 714
Uruguay 359 9 25 9 100.0
BRAZIL 36,481 1,265 35 728 575
CENTRAL AMERICAN ISTHMUS
Costa Rica 470 12 " 2.6 5 417
El Salvador 470 8 1.7 5 62.5
Guatemala 434 5 1.2 1 0
Honduras 2,510 91 3.6 78 85.7
Panama 460 8 1.7 6 75.0
MEXICO 13.259 397 3.0 180 453
LATIN CARIBBEAN
Cuba 168 1 0.6 1 100.0
Dominican Republic 1,839 42 2.3 24 70.0
Haiti 3,086 82 27 16 19.5
CARIBBEAN
Bahamas 1,161 93 8.0 N 97.8
Barbados 350 16 4.6 15 93.8
Dominica 12 1 8.3 1 100.0
French Guiana 232 17 7.3 16 94.1
Grenada 35 2 5.7 2 100.0
Guadeloupe 182 13 71 12 923
Guyana 390 9 2.3 9 100.0
Jamaica 433 44 10.2 41 93.2
Martinique 237 12 5.1 10 83.3
Netherlands Antilles 110 1 0.9 1 100.0
Saint Kitts and Nevis 38 1 2.6 1 100.0
Saint Lucia 49 3 6.1 3 100.0
Saint Vincent and the Grenadines 49 1 2.0 1 100.0
Suriname 128 3 2.3 2 66.7
Trinidad and Tobago 1,228 89 7.2 83 93.3
Virgin Islands(UK) 6 1 16.7 1 100.0
NORTH AMERICA
Canada 7,770 79 1.0 60 759
U.S.A. 289,320 4,480 1.5 3,665 81.8

(a) Does not include countries which have not reported AIDS cases in children.



Fig. 3. NUMBER OF REPORTED CASES IN WOMEN,

AND CASES DUE TO PERINATAL TRANSMISSION,
LATIN AMERICA AND THE CARIBBEAN,1987-92.
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FIG.4a. PERCENT DISTRIBUTION OF AIDS CASES, BY RISK
FACTOR, CUMULATIVE THROUGH JUNE 1993 AND ANNUAL
INCIDENCE OF AIDS CASES, 1982-1992, ANDEAN AREA.
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PERCENT DISTRIBUTION OF AIDS CASES, BY ANNUAL INCIDENCE OF AIDS CASES, BY
RISK FACTOR, CUMULATIVE THROUGH JUNE SELECTED RISK FACTORS, 1982-1992.**
1993.

* INCLUDES 2.8% BLOOD, 0.9% VDU, 1.8% PERINATAL AND 2.4% OF OTHER KNOWN RISK FA
** DATA FOR 1991 AND 1992 ADJUSTED WITH THE DELAYED REPORTING INDEX.



FIG. 4b. PERCENT DISTRIBUTION OF AIDS CASES, BY RISK
FACTOR, CUMULATIVE THROUGH JUNE 1993 AND ANNUAL
INCIDENCE OF AIDS CASES, 1982-1992, SOUTHERN CONE.
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ANNUAL INCIDENCE OF AIDS CASES, BY
SELECTED RISK FACTORS, 1982-1992.**

* INCLUDES 4% BLOOO. 2.3% PERINATAL AND 0.4% OF OTHER KNOWN RISK FACTORS.
** DATA FOR 1991 AND 1992 ADJUSTED WITH THE DELAYED REPORTING INDEX.




FIG. 4c. PERCENT DISTRIBUTION OF AIDS CASES, BY RISK
FACTOR, CUMULATIVE THROUGH JUNE 1993 AND ANNUAL
INCIDENCE OF AIDS CASES, 1980-1992, BRAZIL.
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ANNUAL INCIDENCE OF AIDS CASES, BY
SELECTED RISK FACTORS, 1980-1992.**

* INCLUDES 6.7% BLOOD, 2.2% PERINATAL AND 0.006% OF OTHER KNOWN RISK FACTORS.

** DATA FOR 1991 AND 1992 ADJUSTED WITH THE DELAYED REPORTING INDEX.




FIG. 4d. PERCENT DISTRIBUTION OF AIDS CASES, BY RISK FACTOR,
CUMULATIVE THROUGH JUNE 1993 AND ANNUAL INCIDENCE OF AIDS
CASES, 1983-1992, CENTRAL AMERICAN ISTHMUS.
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ANNUAL INCIDENCE OF AIDS CASES, BY
SELECTED RISK FACTORS, 1983-1992.**

* INCLUDES 2.9% BLOOD, 1.2% VDU, 2.56% PERINATAL AND 0.4% OF OTHER KNOWN RISK FACTORS.

** DATA FOR 1991 AND 1992 ADJUSTED WITH THE DELAYED REPORTING INDEX.




FIG. 4e. PERCENT DISTRIBUTION OF AIDS CASES BY RISK
FACTOR, CUMULATIVE THROUGH JUNE 1993 AND ANNUAL
INCIDENCE OF AIDS CASES, 1981-1992, MEXICO.
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1993.

ANNUAL INCIDENCE OF AIDS CASES, BY
SELECTED RISK FACTORS, 1981-1992.**

* INCLUDES 0.8% IVDU, 1.7% PERINATAL AND 2.8% OF OTHER KNOWN RISK FACTORS.
** DATA FOR 1991 AND 1992 ADJUSTED WITH THE DELAYED REPORTING INDEX. .




FIG. 4f. PERCENT DISTRIBUTION OF AIDS CASES, BY RISK
FACTOR, CUMULATIVE THROUGH JUNE 1993 AND ANNUAL
INCIDENCE OF AIDS CASES, 1982-1992, CARIBBEAN.
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ANNUAL INCIDENCE OF AIDS CASES, BY
SELECTED RISK FACTORS, 1982-1992.**

* INCLUDES 0.6% BLOOD, 0.2% VDU, 8.5% PERINATAL AND 0.4% OF OTHER kNOWN RISK FACTORS.

“* DATA FOR 1991 AND 1992 ADJUSTED WITH THE DELAYED REPORTING INDEX.




