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nguilla, a small (35 square miles), low-lying, limestone island in the Eastern Carib-

bean, is part of the Leeward Islands in the British West Indies. It stretches for 16 miles

from tip to tip and spans 3 miles across its widest point. It is surrounded by several

offshore cays. Its highest point is Crocus Hill, which rises 65 m above sea level. The territory has a

tropical climate, with average temperatures ranging between 27°C and 30°C.

GENERAL CONTEXT AND HEALTH
DETERMINANTS

Anguilla is prone to hurricanes and has recently suffered from
violent storms, the last being in November of 1999, when Hurri-
cane Lenny, a category 4 hurricane, damaged the island’s coast-
line. The estimated direct total cost incurred by damage caused
by this hurricane was US$ 65.8 million. Damages to the social
sector amounted to US$ 7.7 million and to the health sector was
US$ 410,410.

Social, Political, and Economic Determinants

The territory has no distinct urban and rural settlements. Ac-
cording to the Ministry of Finance’s Statistical Unit, the estimated
population in 2005 was 13,000, about evenly distributed between
males (49.2%) and females (50.8%). (See Figure 1.) The capital,
The Valley, is the most densely populated area. All major settle-
ments are easily accessible by the main road and a network of
paved and unpaved roads.

The growth in vehicular traffic has called for improvements
and expansions in the road network. Roads were resurfaced in
2003, and Anguilla’s only highway officially opened in 2004.

There are two seaports and one airport. Expansion of Wall-
blake Airport, which began in 2003, increased the facility from
3,600 feet to 5,440 feet: the terminal and air traffic control system
were upgraded and the fire and security services were improved
before the airport reopened in 2005. The main seaport is located
at Sandy Ground and handles commercial shipping lines that op-
erate from Miami and Puerto Rico. The second seaport at Blow-
ing Point handles a daily ferry and freight service that serves the
St. Martin/St. Maarten-Anguilla route. There is no public trans-
portation system; taxis and rentals are used as a means of public
transportation.

Anguilla is a British overseas territory. As such, the Governor
and the Deputy Governor are appointed by Her Majesty the
Queen. The Governor is responsible for foreign affairs, defense,
internal security, and international financial services. The terri-
tory is governed as a Westminster-style parliamentary democ-

racy. Of the 12 members of the unicameral House of Assembly, 7
are elected by direct popular vote. General elections were last held
in 2005.

The Governor presides over the Executive Council, which com-
prises the Chief Minister, who is the head of government; three
ministers; and two ex-officio members, namely the Deputy Gov-
ernor and the Attorney General. The Executive Council is respon-
sible for the government’s political, fiscal, and administrative
functions; it reports to the House of Assembly. Policies are devel-
oped at the various ministries of government, based on assessed
needs of their various departments.

The Government of Anguilla’s mission for 2005 and beyond is
to promote a society in which there is justice and equity for all; to
provide universal and equitable access to a basic package of qual-
ity social and community services; to manage the environment
so as to achieve long-term sustainability; and to foster a robust
and sustainable economic development as a foundation for the
community’s social development.

Anguilla’s economic activity continued to expand, moving
from -0.3% in 2000 to 3.3% in 2003. The gross domestic product
(GDP) in 1990 constant prices remained unchanged at US$ 69
million in 2000 and 2002, and US$ 70 million in 2001. There are
no direct forms of taxation in Anguilla. In addition there are no
exchange controls and the official currency, which is the Eastern
Caribbean dollar, is pegged to the United States dollar at EC$ 2.68.
With the exception of 2000, the economy of Anguilla has per-
formed well, with real GDP growing at an average of about 5% in
1997-2001.

Anguilla’s 2000-2005 United Front Manifesto has identified
tourism as the main driver of economic development. Impressive
developments occurred in the tourist industry, including con-
struction of a five-star resort and an entertainment complex.
These developments have important implications for the terri-
tory, because there is a labor shortage that calls for a careful strat-
egy if negative social impacts and a significant increase in the in-
flation rate are to be avoided. The hotel and restaurant industry
represented roughly 30% of the GDP (US$ 37,542,435). GDP per
capita was US$ 7,646 in 2001 and US$ 7,498 in 2002. The hotel
and restaurant industry employs 36% of the total labor force.
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FIGURE 1. Population structure, by age and sex, Anguilla,
1990 and 2005.
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The financial service sector focused on incorporating and
managing internal business corporations. As a share of GDP, the
finance sector contributed about 16% and construction 12% in
2005. Agriculture, mining, and manufacturing together only ac-
counted for 7% of GDP. After tourism, the financial sector was the
second most important contributor to the territory’s overall eco-
nomic activity, contributing US$ 17.28 million. The Government
employed 29% of the labor force; the financial services industry
accounted for less than 7%.

Commercial banking, accounting firms, law firms, company
managers, stockbrokers, trust companies, and overseas agents
make up the directory of the Anguilla financial services. How-
ever, most financial assets are concentrated in the domestic
banking sector. There are four licensed domestic banks and, until
recently, two offshore banks. According to the International Mon-
etary Fund’s 2003 Country Report, bank deposits in the domestic
sector at the end of 2002 totaled US$ 292 million, reflecting a sig-
nificant increase from the US$ 182 million in 1999. The relatively
large proportion of foreign currency and nonresident deposits
contributed to the decision for some banks to establish offshore
subsidiaries to which these deposits are being transferred. It is
intended that only foreign currency deposits held by nonresi-
dents will be transferred to the offshore banks.

The company services sector has seen the fastest growth rate
in Anguilla’s offshore industry. Anguilla is attractive because it
offers administrative ease and flexibility of incorporation, as well
as imposing no taxes. In 2002, there were 29 licensed company
managers and 12 trust companies. As of 2002, 4,642 companies
and partnerships were registered. Trusts are not required to reg-
ister. There is one entity engaged in securities business on the Is-
land and one unit trust that operates a trust license.

The last national housing and population census was con-
ducted in 2001; it recorded 3,787 households, representing a
44.6% increase since 1992. The average number of persons per
household in 2001 was 3.1. The population density is 134 persons
per km?, as estimated in the Government of Anguilla Statistical
Report of 2001.

A Poverty Assessment Survey conducted in 2002 showed that
the unemployment rate had increased slightly, rising from 6.7%
in 2001 to 7.8% in 2002. Among women, the unemployment rate
rose from 7.0% in 2001 to 7.8% in 2002; among males, the rate
held at 6% in both years.

In 2001, there were 100 dwelling units built entirely of wood,
and 98 built of wood and concrete. In 1992, there were 151 homes
built entirely of wood. Most dwelling units are built of concrete,
which is also used as roofing material on slightly more than
three-quarters of all dwellings (one-fifth of dwellings have metal
or galvanized roofs).

The 1992 census found that the only public water supply
sources were standpipes or public wells or tanks. Private sources
that year were cisterns and piped water. At that time 12.2% of
dwellings used public sources, compared to 4.7% in 2001.

In 2001, 41% of households drew their water primarily from
private catchments piped into the dwellings; 33% drew their water
from cisterns not piped into the home; and the remaining house-
holds relied on public water supply either piped into their yard or
into their dwelling. Each hotel has its own desalination plant. The
Government also operates a desalination plant that produces
water for the island, at a cost. Because all government wells have
been closed, the population does not rely on groundwater.

According to the 2001 census, 93% of the population had flush
toilets. Of a total 3,787 households, 144 had pit latrines. Indoor
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bathing facilities were available in 171 households, and 153
households shared bathing facilities with another household.
Electricity was available in 96.6% of homes and 3% used kerosene
for lighting. Most houses have access to radio and television.

Formal education is delivered through a structured education
system that covers pre-primary to postsecondary levels. Anguilla’s
educational system is compulsory through age 17 years. The terri-
tory has 11 private preschools, 10 of which receive a Government
subsidy to facilitate access to them. There were 467 students en-
rolled in preschools in 2004/2005.

There are six public primary schools and two private ones dis-
tributed throughout the island. There are two special education
centers attached to two of the larger primary schools. Student en-
rollment in public and private primary schools remained much
the same in each academic year in the 2000-2005 period (1,489
students enrolled in 2000/2001, 1,427 in 2001/2002, 1,462 in
2002/2003, 1,437 in 2003/2004, and 1,473 in 2004/2005), as did
the teacher:student ratio (1:19, 1:17, 1:15, 1:14, and 1:14 for the
same years). Females accounted for 49.8% of students in primary
school during 2005.

Secondary education in Anguilla is provided at the Albena
Lake Hodge Comprehensive School, which is located in the Valley.
The curriculum caters to academic, technical, and vocational sub-
ject areas. Secondary school enrollment was 1,085 in 2004/2005.

The University of the West Indies Distance Education Center
and the Department of Education’s Adult and Continuing Educa-
tion Unit provide tertiary education. The Adult and Continuing
Education Unit offers primary and secondary teacher training
programs. The Distance Education Center offers a range of dis-
tance education programs. Government scholarships and loans
facilitate access to tertiary education.

The adult literacy rate is 95.4%, with no differences between
the sexes. According to the 1999 Labor Force Survey, 12% of the
labor force (population 15 years and older) had attained univer-
sity education, and 21% had tertiary education. More than half of
those aged 20-34 years had obtained at least a General Certificate
in Education or a Caribbean Examination Council qualification.

According to data from Anguilla’s Police Force, there were five
murders in 2001-2005, two each in 2002 and 2003, and one in
2004. In 1996-2000, two murders were recorded. There were no
reported cases of rape or manslaughter.

There were 62 reported cases of indecent assault and 90 cases
of wounding and assault.

Demographics, Mortality, and Morbidity

The average annual population growth rate was 2.5% in 2005.
The average annual rate of natural increase for 2001-2005 was
0.6%. Life expectancy at birth is 74.3 years for males and 80.3
years for females. The fertility rate in 2005 was 1.7 children per
woman.

The crude birth rate was 14.3 per 1,000 population in 2005,
with an average of 153 live births in 2001-2005.

The number of annual live births fluctuated some, going from
182 in 2001, to 169 in 2002, 141 in 2003, 164 in 2004, and 167 in
2005. There were 35 births to teenage mothers (15-19 years old).
There appears to be a downward trend of birth to teenagers in the
period: 35 in 2001, 30 in 2002, 22 in 2003, 25 in 2004, and 21 in
2005.

Anguilla has experienced an increase in immigration, partic-
ularly from elsewhere in the English-speaking Caribbean. Ac-
cording to the 2001 census, these immigrants represented 15% of
the population, compared to 10% in 1992. United States citizens
are the next largest group migrating to the territory, representing
6% of the population in 2001, compared to 5% in 1992. Most of
these non-Anguillians are working-age adults and children.

Between 2001 and 2005, the broad causes of mortality were
diseases of the circulatory system (112 deaths, for 30.6% of all
deaths); malignant neoplasms (42, for 11.5%); endocrine, nutri-
tional, and metabolic diseases (27, for 7.9%); and external causes
(14, for 3.1%).

In 2001-2005, there were 294 deaths, 173 males and 121 fe-
males. A breakdown of deaths by age group in the period shows
that 2% of deaths (6 deaths) were among children under 1 year of
age, 0.6% (2) were in the 1-19-year-old group, 9.2% (27) were
among 20-39-year-olds, 15.6% (46) were among 40-59-year-
olds, 29.2% (86) were among 60-79-year-olds, and 43.2% (127)
were among the age group 80 years old and older.

HEALTH OF POPULATION GROUPS

Children under 5 Years Old

According to the 2001 census, children 0-4 years old ac-
counted for 18.9% of the total population. There were 829 deliv-
eries in 2001-2005; 10 stillbirths were recorded. All births take
place at the Princess Alexandra Hospital and are attended by
trained health care professionals. There were six deaths among
children under age 1 year in 2001-2005 (two each in 2002, 2003,
and 2005 and none in 2001 and 2004). Of these, four were due to
conditions originating in the perinatal period, one was due to
congestive heart failure, and one due to smoke inhalation and
burns. Most infant deaths occur in the neonatal period. There
was one death among children 1-4 years old in the period.

Infant and child health services monitor growth and develop-
ment, and the nutritional status of children under 5 years of age.
These services are provided at the five primary health care facil-
ities on the island.

Children 5-9 Years Old

According to the 2001 census, children 5-9 years old ac-
counted for 17.6% of the population. A school health assessment
program evaluates the health status of children 5-9 years old.
Children entering primary school for the first time undergo vi-
sion, hearing, and dental screenings, as well as height and weight
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measurements. Children are screened again in the third grade,
and another follow-up is done in the sixth grade. Routine blood
analysis is also carried out, and children with hemoglobin levels
at or under 10.5mg/dl are referred to the doctor and treated. An
eye specialist from St. Martin conducts weekly clinics to which
children are referred.

Adolescents 10-14 and 15-19 Years Old

Early onset of sexual activity, teenage pregnancy, alcoholism,
and drug abuse are major concerns in these age groups. Accord-
ing to a 2002 National Adolescent Survey conducted with 1,225
primary- and secondary-school students, 21% were sexually ac-
tive. Sexual activity in girls began at the age of 14 years and for
boys, 10 years or younger. Forced sex appears to have played an
important role in this young age of initiation of sexual activity for
both boys and girls. According to the survey, adolescents used al-
cohol, cigarettes, and marijuana most often. The adolescents who
regularly used these substances were somewhat more likely to
have parents who had problems with alcohol, drugs, violence, or
mental health. There was also a fairly strong correlation between
using alcohol and/or marijuana on a regular basis and skipping
school.

Of the adolescents surveyed, 14% reported that they have car-
ried a weapon; gang involvement also was associated with carry-
ing a weapon.

Of the students interviewed, 8% reported having been physi-
cally abused; most of the perpetrators were adults who lived with
the youths. In addition, 6% reported that they had been sexually
abused, with most of the perpetrators being adults outside the
household. The study also showed that 65% suffered from de-
pression and 20% had attempted suicide. Data from Anguilla’s
Statistical Unit, however, showed that there had only been two
cases of reported child abuse in 2001-2005, one in 2002 and one
in 2003.

The Ministry of Social Development established the Anguilla
Probation Service in 2005, with the mandate to develop juvenile
care programs. The service began accepting youth 10-17 years
old as of June of 2005.

In 2001-2005, 15.8% of all births were to mothers 13-19 years
of age. The Family Life Education Program that began in second-
ary schools in the late 1970s includes peer counseling and skills
training. Family planning services also are available to adoles-
cents at this school. The number of births to mothers under age
15 years were one each in 2001,2002, and 2004; three in 2005; and
none in 2003.

Adults 20-59 Years Old
There were 74 deaths among adults during the period
2001-2005, 49 males and 25 females. The leading causes of death

were diseases of the circulatory system, malignant neoplasms,
and external causes.

There was one maternal death in 2002. Prenatal care is
conducted by public health trained nurses and by a resident
obstetrician/gynecologist in the district health centers for the
duration of pregnancy. Approximately 30% of pregnant women
attending prenatal clinics enroll before the 12th week of preg-
nancy. Vitamins, iron, and folic acid supplements are routinely
distributed. In 2005, 22% of mothers attending prenatal clinics
had hemoglobin levels below 11 mg/dl, an increase from the
6.8% figure in 2004.

According to data provided by the family planning services of-
fered at the health centers, there were 870 registered clients in
2005; 65.4% used oral contraceptives, 24% used injectables, and
8.7% used condoms. There were 80 new family planning accep-
tors, accounting for 9.1% of registered clients. In 2001-2005,
there were eight intrauterine devices inserted. These statistics do
not cover private clinic visits.

Pap smears are available at health centers but coverage was
sporadic—7 examinations conducted in 2003, 24 in 2004, and
48 in 2005. Data available from the Princess Alexandra Hospital
revealed that 132 cervical examinations were conducted in 2000,
67 in 2001, 102 in 2002, 113 in 2003, 70 in 2004, and 78 in 2005.
Pap smears done in the private sector are not included in these
numbers.

Older Adults 60 Years Old and Older

According to the 2001 census, 450 males and 508 females
(8.4% of the population) were between the ages of 60 and 79
years old. In 2005, there were 13 deaths in this age group (9 males
and 4 females). The main causes of death for older adults were
ischemic heart disease, hypertensive disease, diabetes mellitus,
and cancer of the prostate.

According to the same census, 100 males and 118 females (2%
of the population) were older than 80 years old. There were 37
deaths in persons over 80 years old (23 males and 14 females) in
2005, with the main causes of death being cerebrovascular acci-
dents, diabetes mellitus, cancer of the stomach and prostate, and
acute myocardial infarction.

Primary health care providers offer routine monitoring and
nursing care to home-bound elderly. The Social Security Board
provides old-age pension to persons older than 65 years old,
based on past contributions. Through a special arrangement with
the Department of Social Development, the Social Security Board
provides non-contributory pensions to persons 69 years and
older who never contributed to a pension scheme. A needs
assessment is conducted to ensure that the person qualifies for
this pension. Free or partially subsidized medical assistance to
persons in this age group is provided by the Social Welfare De-
partment through the Medical Assistance Program.
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The Miriam Gumbs Senior Citizens Home provides institu-
tionalized care to the elderly and the destitute. In addition, a pri-
vate six-bed facility became operational in 2004.

The Family

The 2002 Poverty Assessment found that slightly higher propor-
tions of men live in poor households. In contrast, the proportion of
female heads of household is higher for poor households—42%
compared to 33% in not-poor households. The proportion of poor
households with no adult men also is higher—25% compared to
20% in non-poor households. Poverty affects women to a much
greater extent than men. Workers from poor households are more
likely to be employed in the tourism sector and manual and serv-
ice occupations, and these jobs tend to be amongst the lowest paid.
Poor families have a greater incidence of diabetes and hyperten-
sion. Teenage pregnancies are higher among poor households.

Family health, one of the priority areas in Anguilla’s National
Strategic Plan for Health, intends to improve health and quality of
life through comprehensive programs such as reproductive
health, healthy child development, adolescent and youth health
development, health of the elderly, and vulnerable populations,
by addressing actual and potential health needs of the popula-
tion. These services are accessible through both the public and
private health care system.

Workers

The Labor Department is responsible for monitoring and in-
vestigating workers’ accidents and injuries and enforcing legisla-
tion regarding the workers’ health. As of December 2004, there
were 11,025 employees registered with the Social Security Board,
5,979 males (54%) and 5,046 females (46%). The Social Secur-
ity Board paid US$ 386,944.64 in sickness benefits in 2004 and
US$ 449,904.79 in 2005. There were 2,076 and 2,573 claims in
2004 and 2005, respectively, including injury claims.

Persons with Disabilities

There are no special services available for the physically dis-
abled but wheelchairs and other devices are procured by the fam-
ily or provided by the Anguilla Red Cross in limited amounts.
There is also a daily transportation service operated by the An-
guilla Red Cross that takes the disabled to clinic sessions, recre-
ational functions, and shopping.

According to the 2001 census, 601 people stated that they suf-
fered from long-standing disability: 305 males and 296 females.
The main types of disabilities are impairment of lower limb, 108
(18%); impairment of upper limb, 51 (8.4%); behavioral, 50
(8.3%); neck or spine impairments, 33 (5.4%); speech impair-
ments, 32 (5.3%); hearing impairments, 29 (4.8%); and learning
disability, 12 (2.0%).

HEALTH CONDITIONS AND PROBLEMS
COMMUNICABLE DISEASES

Vector-borne Diseases

There were 49 cases of dengue in 2001-2005; one case of
dengue hemorrhagic fever was identified during the reporting
period. Dengue type 3 was isolated in 2001, 2002, and 2003;
dengue type 2 was isolated in 2002 as well.

The Aedes aegypti mosquito, the vector for dengue, is highly
prevalent on the island, breeding in cisterns and rock holes; it
poses a constant threat of dengue and dengue hemorrhagic fever
outbreaks.

According to the Princess Alexandra Hospital’s Medical Labo-
ratory, there were no reported cases of malaria, yellow fever,
plague, Chagas’ disease, schistosomiasis, or lymphatic phy-
lariasis in the reporting period.

Vaccine-preventable Diseases

Immunization coverage for the population under 1 year of age
was 100% for BCG and polio in 2001-2004 and 94% in 2005;
100% for the pentavalent vaccine in 2001-2004 and 97% in 2005;
and 100% for MMR in 2001-2004 and 97% in 2005. Immuniza-
tion week is celebrated annually in the month of April.

There were no confirmed cases of poliomyelitis, tetanus,
whooping cough, rubella, diphtheria, or measles in 2000-2005.

All pregnant women are immunized against tetanus and
diphtheria.

Intestinal Infectious Diseases

According to statistics from the Health Information Unit at the
Princess Alexandra Hospital, there were no reported cases of ty-
phoid fever, paratyphoid fever, shigellosis, food poisoning,
or amebiasis over the period under review. According to Princess
Alexandra Hospital’s Medical Laboratory, there were six cases of
necatoriasis, three cases of ascariasis, four cases of tapeworm,
three cases of trichuriasis, no cases of ancylostomiasis (hook-
worm) in 2001-2005.

Chronic Communicable Diseases
There were no reported cases of tuberculosis or leprosy in
2002-2005.

Acute Respiratory Infections

There were no deaths due to acute respiratory infections re-
ported for the period under review. However, there were 12
deaths due to diseases of the respiratory system and the ages
ranged from 27 years to 100 years.

HIV/AIDS and Other Sexually Transmitted Infections
According to the Medical Laboratory at the Princess Alexan-
dra Hospital, there have been 30 cases of HIV/AIDS since the
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virus was first detected in Anguilla in 1988. Blood investigations
revealed 11 HIV-positive cases in 2001-2005, 6 males and 5 fe-
males. All were in the age group 20-60 years of age. There were
no deaths that occurred from AIDS in the period.

Zoonoses

Agricultural reports indicated that there were no reported
cases of hantavirus, rabies, Venezuelan equine encephalitis,
bovine spongiform encephalopathy (mad-cow disease), or
foot-and-mouth disease in 2000-2005.

NONCOMMUNICABLE DISEASES

Metabolic and Nutritional Diseases

There were 21 deaths in adults due to diabetes mellitus and
2 due to protein-energy malnutrition in the period under
review.

Cardiovascular Diseases

Ischemic heart disease (24 deaths), cerebrovascular dis-
ease (18 deaths), cardiac arrest (8 deaths), and hypertensive
disease (7 deaths) were among the leading causes of death in
2001-2005.

Malignant Neoplasms

There were 58 deaths due to malignant neoplasms in 2001-
2005, representing an increase of 23 deaths over the 1996-2000
period. The main cancer sites were the prostate (17.2%), the
stomach (8.6%), the breast (6.8%), the rectum (5.1%), and the
colon (3.4%).

Mental Health

The prevalence of mental disorders for 2003-2005 was 147
cases. These included 79 cases of schizophrenia, 22 of depression,
17 each of anxiety disorder and of bipolar disorder,and 6 cases of
Alzheimer’s disease.

There were 26 new cases of mental disorders in the period, 9 in
males and 17 in females. These included 11 cases of anxiety dis-
order, 6 cases related to substance abuse, 2 cases of eating disor-
ders, 1 case of personality disorder, and 3 cases of schizophrenia.

OTHER HEALTH PROBLEMS AND CONDITIONS

Oral Health

Screening for oral health and treatment takes place at the Den-
tal Unit and as of 2004 at the Welches Polyclinic. The number of
visits at these two facilities ranged from 8,533 in 2001 to 9,525 in
2005; the latter number represents a slight increase since
1997-2000, when visits ranged from 9,030 to 9,369. The number

of tooth extractions dropped slightly from 827 in 2001 to 802 in
2005. The ratio of tooth extractions to fillings was 5.5:1 in 2005.

RESPONSE OF THE HEALTH SECTOR

Health Policies and Plans

In 2003, the Government of Anguilla approved the 2003-2008
National Strategic Plan for Health, which is guided by a vision of
a “Nation of Healthy and Productive Individuals, Families, and
Communities.” To attain this vision, the Government has identi-
fied ten priority areas—health system development, health ser-
vices, human resource development and management, family
health, food and nutrition and physical activity, chronic noncom-
municable diseases, HIV/AIDS, communicable diseases, health
and the environment, mental health, and substance abuse. These
priority areas mirror those established in the Caribbean Cooper-
ation in Health, Phase II. The Plan establishes strategic goals, ob-
jectives, expected results, and indicators for dealing with the pri-
ority areas.

In 2002, the Government of Anguilla embarked on an ambi-
tious health sector reform program. In an effort to make the
health system more efficient, the Health Authority of Anguilla
was established by law in 2003 to take responsibility for the pro-
vision and efficient management of primary and secondary
health care, the Miriam Gumbs Senior Citizens Home, the pri-
mary health care units, including the dental unit, the mental
health unit, all health centers, and the health promotion unit. The
Act also provides for the establishment and payment of health
service fees and charges and personal care fees and charges. The
Health Authority began to function in January 2004: it is gov-
erned by a board of directors who have the responsibility for the
operational delivery of all health services, and its operations are
guided by the 2003-2008 National Strategic Plan for Health. The
11 essential public health functions are addressed in the Health
Authority’s work programs.

The Health Authority is charged with providing the population
with quality health care that is affordable, efficient, equitable,
sustainable, and accessible. This mandate is specified in an an-
nual services agreement between the Ministry of Health and the
Health Authority, whereby financial resources are delegated to the
Authority so it can discharge its functions. This structured ap-
proach to service planning allows resources to be allocated ac-
cording to the health priorities established by the Ministry of
Health. The Government planned to introduce a National Health
Fund in 2006, and the first draft of the Manual of Intentions and
Procedures has been circulated.

According to the 1999 United Kingdom Overseas Territories
White Paper, environmental issues are the responsibility of local
governments with the Government of the United Kingdom sup-
porting local efforts. In line with this policy, the United Kingdom
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Minister for Overseas Territories and Anguilla’s Chief Minister
signed the territory’s Environment Charter in 2001.

The Department of Environment was established in 2005,
under the direction of the Office of the Chief Minister. Its man-
date is to provide the legal and institutional framework for con-
servation of biodiversity and environmental management by
providing leadership for Anguilla’s management of its resources
and addressing the impact of rapid growth on all sectors.

Since its establishment, the Department has commissioned
the drafting of four key pieces of legislation, namely the Environ-
mental Protection Act, National Biodiversity and Cultural Her-
itage Act, the International Trade and Endangered Species Act,
and the Conservation Easement Act. It has also developed the Na-
tional Environmental Management Strategy (NEMS), which is a
long-term strategic approach to achieving sustainable develop-
ment in Anguilla. The other environmental legislation that are
being revised are the National Trust Act and the Fisheries Man-
agement and Conservation Act and Regulation.

A Health Professions Act is being drafted. The future legisla-
tion will regulate health professions and their conduct, establish
a health professions council, and provide for the registration and
the annual licensing of health professionals. Also, a piece of legis-
lation that will accredit health professionals and health facilities
is pending, as is the drafting of a national communicable disease
surveillance manual. The Public Health Act has been revised and
renamed the Environmental Health Act. Relatively few regula-
tions apply to the private sector.

Organization of the Health System

The Minister of Health has the overall responsibility for the
population’s health. As such, the Minister is charged with formu-
lating policy, setting standards and protocols for health care, con-
ducting monitoring and evaluation, and determining technical
procedures for regulating public and private health facilities. The
Department of Health Protection assesses, supervises, issues stan-
dards, monitors, and coordinates the work of other health system
components and other sectors on matters related to environmen-
tal protection, basic sanitation, food hygiene, vector control, and
port health. The Ministry of Health retains the Environmental
Health Unit (renamed the Department of Health Protection in
2005), the Water Laboratory, and the Quality Assurance Unit (re-
named the Directorate of Health Services Quality Management).

The public and private sector collaborate closely in providing
health care, but the responsibility for public health care lies with
the Ministry of Health. Since the inception of the Health Author-
ity of Anguilla, the Ministry of Health is composed of the De-
partment of Social Development, Her Majesty’s Prison, the An-
guilla Probation Service, the Department of Health Protection,
the Water Laboratory, the Office for National AIDS Coordination,
and the Directorate of Health Services Quality Management.

Under the authority of the Permanent Secretary and the Social
Development Planner, each department is responsible for its own
daily operations.

Private health care is provided by general physicians and spe-
cialists to those who have the capacity to pay either directly to the
provider or through private insurance companies. One private
health facility has its own medical laboratory and a subsidiary of
the only private pharmacy on the island commenced operation at
this facility in 2001.

In 2003, the Government of Anguilla set three main goals for
implementing a national health insurance scheme: equity of ac-
cess, cost containment, and sustainability. A manual of intentions
and procedures was drafted in 2005.

According to Anguilla’s existing insurance scheme the Govern-
ment grants insurance benefits to all civil servants, and health
benefits cover expenses in and outside of Anguilla. To be able to
cover the large number of non-citizen workers employed in the
hotel sector, three of the major hotels provide health insurance
for their employees. Two of them use insurance companies regis-
tered in the territory and the third uses a company registered in
St. Kitts and Nevis.

A national HIV/AIDS Program Office was established in 2005.
In addition, a national policy for reducing mother to child trans-
mission of HIV is currently being implemented.

Public Health Services

The Government of Anguilla is committed to relying on pri-
mary health care as the key for attaining health for all. The first
point of contact with Anguilla’s health care system is the primary
health care physician who prescribes drugs or diagnostic tests,
recommends admissions, and refers patients to specialists. To or-
ganize primary health care, the island has been divided into three
health districts since 2005. Each health district is managed by a
center manager who is a public health trained nurse. Moreover, to
increase health care access for hotel employees, many of whom are
immigrants, the Health Authority has created an additional three
health zones and has introduced more clinic sessions in the west-
ern zone where most of the hotels are located. Non-citizen immi-
grant workers receive health care, but pay twice as much for every
kind of treatment except for medication and intravenous fluids.

The HIV/AIDS coordination office within the Ministry of
Health organizes public awareness campaigns and conducts sem-
inars and workshops. The office also distributes condoms as part
of the HIV/AIDS prevention and control program. Other areas for
disease prevention and control are noncommunicable diseases
such as diabetes, hypertension, and cancer.

Surveillance of communicable diseases is the responsibility of
the surveillance officer, the environmental health officers, and the
public health nurse who work in the three health districts. Med-
ical officers are required to report all communicable disease
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cases to the Ministry of Health. The surveillance officer ensures
that data from the public and the private sector are provided in a
timely manner. The surveillance officer reports the number of
cases of fever and respiratory symptoms, fever and neurological
symptoms, fever and hemorrhagic symptoms, gastroenteritis,
and fever with no other symptoms to the Caribbean Epidemiol-
ogy Center (CAREC) on a weekly basis.

Vector control activities focus on controlling rodents and the
Aedes aegypti mosquito. Mosquito-control activities involve
stocking cisterns and water-storage facilities with larvicidal fish,
conducting house inspections, and providing treatment. A mos-
quito awareness month supplements this effort with activities
geared to all schools, from pre-primary to secondary.

The Ministry of Health’s Environmental Health Unit has a vec-
tor-control program that aims at maintaining an annual Aedes
aegypti household index at less than 5% by inspecting and abat-
ing all actual and potential mosquito breeding sites; inspections
are supported by fogging and educational sessions.

Rodent control is ongoing, with baiting at food premises,
schools, and public institutions.

The Ministry of Health’s Water Laboratory monitors water
quality for the territory, including that of the major hotels located
along the coast on the western side of the island. Water is ob-
tained from deep wells and then is desalinated. As discussed in
this chapter’s first section, all government wells—where much of
the population got their water—have been shut down due to con-
tamination. The Government desalinates water and distributes it
at a cost. Those who cannot afford it must get their water from
cisterns or catchments.

Each pleasure yacht that docks in Anguilla has its own agent
on the island that is responsible for contracting a garbage collec-
tor to dispose of its waste.

Potable water is supplied by the Anguilla Water Department,
which is responsible for the planning, construction, operation,
and maintenance of the water supply. Anguilla has no central sew-
erage system; sewage is disposed of by septic tank soakaways.

The Department of Health Protection is responsible for An-
guilla’s solid waste management. For solid waste management
purposes, since 2001 the island has been divided into four zones
and household waste collection has been contracted out to pri-
vate providers. In each zone, the contractor also is responsible for
collecting waste from government establishments and waste gen-
erated at the beaches in the zone. The Department of Health Pro-
tection also collects and disposes of clinical waste from the hos-
pital and the health centers, as well as bio-hazardous waste and
bulky waste that accumulates around the trash bins. Hotels, busi-
ness, and commercial establishments are responsible for remov-
ing their own waste to the landfill site. The Roadside Cleaning
Program remained with the Department of Health Protection,
and over the years, the volume of roadside litter has decreased
considerably.
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Anguilla does not have the technical capacity to monitor air
quality, and there are no laws in place to prevent or control air
quality.

The Labor Department and the Department of Health Protec-
tion are responsible for health and safety in Anguilla. As such,
they receive and investigate reports of industrial accidents. An-
guilla has no legislation on health and safety, but the Labor De-
partment relies on CARICOM’s Model Law on Occupational
Safety and Health and the Working Environment for guidance.

Since 2004, the Health Authority has been pursuing hospi-
tal accreditation with the Canadian Council of Health Services
Accreditation.

Occupational health and safety has been addressed through
an assessment of the working environment, and many areas have
been improved since the assessment was carried out.

The Anguilla Water Department works in collaboration with
the Aqua Design Desalination Plant to provide the island with
safe, reliable, and potable drinking water. The department is also
responsible for the territory’s water infrastructure and for pro-
tecting water resources. There is no central sewerage system on
the island, but the Department of Health Protection works closely
with the Chief Minister’s Planning Unit to ensure that new resi-
dential building sites have the required sewerage systems (septic
tank soakaways) and that government and commercial buildings
have sewage package plants.

The Corito Landfill site is due to be revamped. Corito’s lifespan
was shortened from 18 to 2 years after excavations were done
there in connection with WallBlake Airport’s expansion. It has
been recommended that an alternate landfill site be identified;
the present site is to be temporarily improved.

The Water Laboratory monitors the coastal water around the
island for fecal streptococci and issues advisories as needed.
There is no monitoring for persistent organic contaminants in
fish. Guidelines for pesticide use issued by the Department of
Agriculture are adhered to. A Pesticide Board is planned for 2006.

Since 2003, the Food Handler’s Education Certification Proce-
dure has played an important role in the Food Safety Program.
Food premises are encouraged to have food handler’s registers, as
a means of enabling environmental health officers to verify that
workers have received the necessary food safety training, and
they must ensure that their food handlers have valid permits. The
Environmental Health Unit regularly monitors all food establish-
ments. All first-time food handlers are required to participate in
a training session and must pass an Environmental Health Unit
examination before receiving a permit. Food handlers also must
attend an educational session biannually to have their permits
renewed.

The Environmental Health Unit’s food handler’s educational
program includes sessions in personal hygiene, temperature con-
trol, cleaning and sanitation, and cross-contamination. Each food
handler also must have stool tests for ova, cysts, and parasites.
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Anguilla’s Drinking Water

Traditionally, much of Anguilla’s population drew their water from Government wells. Now, these wells have been
contaminated. The Government shut down the wells to protect the population from drinking contaminated water. To
fill the gap left by this water source, the Anguilla Water Department, which is responsible for the planning, construc-
tion, operation, and maintenance of the water supply, has partnered with the Aqua Design Desalination Plant to pro-
vide Anguillians with safe, reliable, and potable drinking water, at a cost.

Routine inspections of the food market and meat, poultry, and
seafood products are carried out in collaboration with the Agri-
cultural Department. Food handling premises are inspected to
determine sanitary status; establish the wholesomeness of foods
stored, handled, prepared, or manufactured; and ensure that food
handlers have current permits.

Press releases, radio talks, and television interviews are used
to inform and educate both consumers and food handlers.

In collaboration with major supermarkets and restaurants on
the island, the Department of Social Development provides food
vouchers to families and individuals who may need assistance.
Children who are identified as needing assistance have meals
provided for them through the school system. The Department
also has identified the need for a meals-on-wheels program, and
is currently collaborating with the Red Cross and other stake-
holders to put it in place; a project proposal in this regard has
been submitted to the Ministry of Health for approval. Through
the Health Authority, the Senior Mental Health Nurse ensures that
mentally challenged persons are provided with one cooked meal
each day.

The Health Authority collaborates with the Departments of
Environment and Health Protection in drafting policies that ad-
dress the prevention of diseases that can be transmitted from an-
imals to humans.

In October 2004, a five-year Comprehensive Disaster Manage-
ment Strategy was developed to address various hazards—
hurricanes, earthquakes, tsunamis, and human induced or tech-
nological hazards such as mass transport accidents, hazardous
materials, and explosions—that could threaten Anguilla’s sus-
tainable development and the well-being of the population. A Na-
tional Disaster Management Office was subsequently established
in 2005. It seeks to provide an effective organization of prepared-
ness, management, and mitigation of response to and recovery
from emergencies and disasters. The Disaster Management Act
also was passed in 2005.

In 2005, a national surveillance policy to detect influenza in
birds and humans was developed. There were no reported cases
of avian influenza.

Individual Care Services

There are four health centers and one polyclinic spread among
the three health districts. All the health centers are within easy
access to the entire population. The health teams providing ser-
vices in the health centers encompass district medical officers,
public health nurses, staff nurse-midwives, staff nurses, commu-
nity health aides, and clinic aides. The core services provided at
the health centers include maternal and child health, immuniza-
tion, family planning, nutrition counseling, daily medical clinics
that are conducted by a medical doctor, chronic disease manage-
ment, and health education. Since 2005, pharmacy services have
been provided at a health center in two of the health districts. Pa-
tients go from the health centers to Princess Alexandra Hospital
for laboratory and x-ray services.

In addition to a resident doctor, the polyclinic has a dental
unit, a physiotherapist unit, and a pharmacy. Physiotherapy, den-
tal, and ophthalmic services are offered every week. A full range
of child health services, including growth and nutritional moni-
toring, developmental assessment, and treatment of common
childhood illnesses, also are offered.

Dental services are supplemented by a mobile unit that brings
dental care to primary schools. Three dental surgeons, three den-
tal auxiliaries, and three dental assistants are employed at the
Dental Unit. There is also a private dental facility that offers a full
range of services. The Dental Unit has introduced a tooth brush-
ing program at each primary school. Oral health talks are given
from preschool to secondary school. An annual Dental Health
Awareness Week has been introduced to make the general public
more aware of their oral health. In 2005, a sealant program began
and a fluoride excretion survey was carried out, which found that
fluoride levels were below optimal concentrations. A salt fluori-
dation programme was planned for 2006.

The maternal and child health program emphasizes prenatal
care, birth attendance by trained midwives, and monitoring of
child health and development. The Expanded Program on Im-
munization (EPI) is part of the 2003-2008 National Strategic
Plan for Health; the program is a priority for the Ministry of
Health.
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The Department of Education employs two school health
nurses to ensure the daily care of students. A monthly meeting to
discuss school health issues is held between the pediatrician em-
ployed by the Health Authority of Anguilla and the school health
team. School health services offer hearing and vision screening,
monitor nutritional status, and make referrals for treatment.

The 36-bed Princess Alexandra Hospital is the only public
hospital on the island. Its services include accident and emer-
gency treatment, inpatient and outpatient services, surgery, ob-
stetric and gynecology, pediatric, internal medicine, radiology,
hemodialysis, and pathology. Since 2004, prenatal care services
have been transferred to the health centers; prenatal care starts at
36 weeks gestation and goes up to the time of delivery.

The main pharmacy is located at the hospital and serves both
the public and private sector. Anguilla has no tertiary-level care
facility; patients needing such care are transferred to St. Maarten,
Barbados, Trinidad and Tobago, or other Caribbean islands. Ac-
cording to the medical records at the Princess Alexandra Hospi-
tal, there were 164 persons transferred during the reporting pe-
riod; according to the Ministry of Health, the estimated cost of
these transfers to the government in 2005 was US$ 95,760. As a
United Kingdom overseas territory, Anguilla is granted care for
patients annually in the United Kingdom. Institutionalized care
for the elderly and the destitute is provided by the Miriam Gumbs
Senior Citizens Home, a 16-bed geriatric care facility, and by a
6-bed private sector facility.

There is no public health laboratory in Anguilla, but Princess
Alexandra Hospital has a medical laboratory and there is a pri-
vate medical laboratory at the Hughes Medical Center. Samples
requiring testing beyond the public laboratory’s capability are
sent to a private laboratory in Saint Lucia or to CAREC.

Laboratory services provide diagnostic testing for the public
and private facilities, surveillance, and patient management. The
medical laboratory at the hospital ensures that reagents are avail-
able and advises the Health Authority on the purchase and main-
tenance of equipment. The laboratory’s services include routine
hematology, clinical chemistry, blood banking, and microbiology
that includes parasitology, bacteriology, and serology. Cytology
and virology specimens are referred overseas. All blood dona-
tions are screened for HIV, hepatitis B, and syphilis. Of 150 blood
donors who were tested in 2001, there was 1 (0.7%) case of hep-
atitis B. In 2002 there were 226 donors and 3 (1.3%) tested posi-
tive for syphilis. In 2003 there were 303 blood donors and 4
(1.3%) tested positive for syphilis and 2 (0.7%) for hepatitis B. In
2004, 238 blood donors were tested and 1 (0.4%) tested positive
for hepatitis B,and in 2005, 232 donors were tested and 1 (0.7%)
tested positive for syphilis. Throughout 2001-2005, blood inves-
tigations also revealed that there were 15 cases of hepatitis B and
26 cases of syphilis, a significant increase over 1997-2000, when
19 cases of syphilis were detected.

Physiotherapy services began to be offered at the hospital in
1998. After Anguilla’s Health Authority was established in 2005,
this service was transferred to the polyclinic.
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Mental health services are provided primarily through the
community nursing service by a team of trained mental health
nurses. Mental health emergencies are referred to a district med-
ical officer and acute mental health care is offered at Princess
Alexandra Hospital. Patients with severe mental disorders are
held in Her Majesty’s Prison and are visited weekly by a doctor
and a member of the mental health nursing team. Patients re-
quiring specialized hospital care are referred to neighboring
Caribbean islands at the Government’s expense. A visiting psy-
chiatrist reviews patient care every three months.

A Mental Health Association has been established to serve
as an advisory board to the Ministry of Health. A mental health
policy was drafted in 2003; it includes a set of values, principles,
and objectives that will guide the development of the Mental
Health Act.

Construction of a mental health facility began in 2004 with fi-
nancial assistance from the British Government through the De-
partment for International Development.

The Ministry of Health has committed itself to strengthen
mental health programs; establish a framework for providing
mental health services; mitigate the impact of mental health dis-
orders; sensitize the general public about mental health issues;
establish an information system for mental health program and
delivery; and reduce substance abuse. Improvements have been
achieved through alcohol and drug education and counseling,
home visits, tracking defaulters, education and training of men-
tal health personnel, general counseling sessions for individuals
and families with mental health disorders, and monitoring and
evaluation. In 2003-2005 marijuana abuse counseling was of-
fered to four clients, alcohol abuse counseling to three, and crack-
cocaine base counseling to two.

A renal dialysis unit with four dialysis machines was commis-
sioned at the hospital in 2002. Clients from Saint Kitts and Nevis
are treated, as are visitors from the United States. A nephrologist
who joined the health team in 2002 oversees the medical aspects
of the dialysis unit.

Reproductive health services are offered through community
clinics, family planning clinics, and an adolescent health clinic. A
peer helper group designed to counsel secondary school peers on
sexual health and reproduction was formed through Anguilla’s
Family Panning Association. Twenty-five students were trained
as peer helpers in a collaborative effort of Family Planning Asso-
ciation members and school guidance counselors.

Radiological equipment is located at Princess Alexandra Hos-
pital and serves both the public and private facilities. Mammo-
grams are provided by the private sector. Patients must travel to
St. Maarten, Puerto Rico, or the United States of America for CT
and MRI scans.

Health Promotion
The Health Authority’s Health Promotion Unit collaborates
with the Ministry of Health and other government agencies, such
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as the Ministry of Education and the Department of Youth and
Culture, as well as with health-related nongovernmental organi-
zations to plan, implement, and evaluate health education, and
promote health and wellness activities. Alliances have been
formed with Anguilla’s various media outlets and daily programs
disseminate health information.

A health and family life education program has been intro-
duced in primary and secondary schools. It addresses personal
hygiene, sex education, substance abuse, HIV/AIDS and other
sexually transmitted infections, and nutrition; sessions on do-
mestic violence also are included. A healthy snack day was in-
troduced in primary schools as a way to teach healthy eating to
children.

Community leaders participated in the development of the
2003-2008 National Strategic Plan for Health.

Furthermore, the Health Authority’s management team held
meetings in 2004 and 2005 in several communities as a way to get
feedback to them. Finally, in the preparatory process towards ac-
creditation that began in 2004, community leaders were included
on self-assessment teams of the health service, and participated
in focus-group discussions with those assessing the quality of the
health service.

Human Resources

The number of health personnel has increased since Anguilla’s
Health Authority was established. According to the Health Au-
thority’s Human Resource Department, there were 12 doctors, 3
dentists, 40 registered nurses, 4 pharmacists, 3 laboratory tech-
nologists, 2 radiographers, 10 emergency medical technicians, 1
physiotherapist, 1 nutritionist, 1 dietitian, 2 health educators, and
3 dental therapists working in Anguilla in 2005.

In 2005, permanent staff at the Hughes Medical Center were
three doctors, five registered nurses, two laboratory technolo-
gists, and one pharmacist. Care at the facility also is provided by
nine visiting specialists, seven males and two females, as well as
a visiting nurse anesthetist.

The Department of Environmental Health employed five en-
vironmental officers (four males and one female); of the four vec-
tor-control officers, two are female.

Anguilla has seven doctors working in private practice; two
are females.

Training of health personnel is determined by staffing needs
of the Ministry of Health and the Health Authority, with support
by the Government of Anguilla. Training is offered to public- and
private-sector personnel. Because there are no training institu-
tions for health personnel in the territory, training is obtained in
various Caribbean islands, the United Kingdom, and the United
States of America.

Continuing education is provided locally through the Ministry
of Health, the Health Authority, professional organizations, and
regional and international agencies. The Pan American Health
Organization offers fellowships.

Both the public and private sectors attract health professionals
from around the world. Non-nationals are offered two-year,
renewable contracts. Turnover is high, especially among foreign
physicians.

Health Supplies

Drugs are obtained through the Organization of Eastern Ca-
ribbean States’ Pharmaceutical Procurement Services (formerly
the Eastern Caribbean Drug Service). Anguilla’s pharmacy is
guided by the Pharmaceutical Procurement Services’ regional
formulary. In 2005, a national drug formulary was developed and
implemented using the Procurement Services’ formulary. In
2004, a Pharmaceutics and Therapeutic Committee was estab-
lished to review and maintain adequate stocks, and monitor es-
sential and necessary drugs. Drugs that are not on the regional
formulary are procured mainly from an outlet in Barbados.

Vaccines for Anguilla’s Expanded Program on Immunization
are purchased through PAHO/WHO’s Revolving Fund. Standards
and protocols for the immunization program are stringently ad-
hered to.

All reagents are obtained from various companies in the
Caribbean and the United States of America.

Most laboratory supplies and equipment are purchased from
companies in Puerto Rico or the United States of America. Pre-
ventive maintenance for equipment at the hospital, dental unit,
the health centers, and the water laboratory is contracted out.
Laboratory personnel are trained on how to use equipment by
the company that sells the equipment.

Health Research and Technology

In 2004, the Health Authority purchased new hardware and In-
ternet access for its Health Information Unit. There is no health
research legislation. The Health Information Unit collaborates
closely with the Statistical Unit, the Medical Records Unit,and the
surveillance officer to provide necessary data for research. An-
guilla participated in an adolescent health survey in 2002 and in
an AIDS awareness survey in 2003. A reproductive health survey
sponsored by the National Family Planning Association was con-
ducted in 2003. A patient satisfaction survey and a dental fluoride
survey were conducted in 2004. Every effort is made to imple-
ment recommendations issued in the surveys.

Health Sector Expenditures and Financing

The public health sector falls under the Ministry of Social De-
velopment. In 2005, the Ministry was allocated US$ 8,478,051, of
which the public health sector received around US$ 6,962,644, or
82%. In 2005, the Health Authority received US$ 5,415,129 for its
recurrent budget in 2005.

According to the Health Authority’s Financial Department, pub-
lic expenditure on community services amounted to US$ 817,219
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in 2005; expenditures on ambulatory and hospital services
amounted to US$ 2,592,881. Expenditures on drugs and other
medical supplies amounted to US$ 610,332, or 11.2% of the
Health Authority’s budget. Expenditure for health care overseas
was US$ 146,810.67 or 2.1%.

Financing for capital expenditure in the health sector is re-
tained within the Ministry of Social Development, and equip-
ment for the Health Authority is paid out of the capital budget. In
2005, US$ 2,996,310 was allotted to the health sector, and equip-
ment for the Health Authority accounted for US$ 230,625, or
7.6% of the capital budget.

The health care system is financed through several mecha-
nisms, namely insurance companies, the government insurance
scheme for public servants, and patients who pay fees for service.
The Health Authority is paid by the Department of Social Devel-
opment for services rendered to patients who are deemed unable
to pay and for the residents of the Miriam Gumbs Senior Citizens
Home. Her Majesty’s Prison pays for prisoners, and the Education
Department pays for services rendered under the School Health
Program.

Nongovernmental organizations do not provide health financ-
ing, but they may provide health services such as family planning
and education on diabetes.

Technical Cooperation and External Financing

The Caribbean Environmental Health Institute (CEHI), the
Caribbean Epidemiology Center (CAREC), the Pan American
Health Organization (PAHO), the Caribbean Food and Nutrition
Institute (CENI), and the Caribbean Disaster Emergency Re-
sponse Agency (CDERA) assist in developing policies and model
legislation and in providing training.

In 2002, the United Kingdony’s Department for International
Development, in collaboration with PAHO, provided technical as-
sistance to the Government of Anguilla for developing systems
and mechanisms for the Anguilla Health Authority; costing of
services and the development of a fee structure; and legislation
for the operational regulations and the completion of the Na-
tional Strategic Plan for Health. In 2005, the Department for
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International Development provided financial assistance to build
a Water Laboratory and an acute care mental facility on the
grounds of the Princess Alexandra Hospital. PAHO provides tech-
nical assistance as well as training.
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he nation of Antigua and Barbuda includes the islands of Antigua, Barbuda, and the

small uninhabited rocky island of Redonda, which lie at the center of the Eastern

Caribbean’s Leeward Islands. The country’s total area is approximately 440 km?, with

Antigua measuring 280 km?* and Barbuda, 160 km? Redonda measures 1.6 km?

GENERAL CONTEXT AND HEALTH
DETERMINANTS

Antigua, a volcanic-origin island, has rolling limestone hills
and valleys to the north and east, flat central plains, and moun-
tainous terrain to the southwest; the island’s highest point is
Boggy Peak, which rises 402 m. Barbuda is made up mainly of
limestone and is relatively flat. Antigua boasts having 365
beaches, one for each day of the year.

Without any high mountains and after deliberate cutting down
of trees to plant sugarcane during the colonial era, both islands
have very low rainfall, approximately 40-42 inches annually.
Droughts occur every 3 to 7 years, with the last one recorded in
2001, when only 30.9 inches of rain was reported. There are few
streams and no rivers. The low rainfall was requires that Antigua
and Barbuda rely heavily on desalination plants for its water supply.

Social, Political, and Economic Determinants

Antigua and Barbuda became independent from Great Britain
in 1981, and the country developed its own system of govern-
ment based on the Westminster model. It is governed by an
elected Parliament with majority and opposition parties. The is-
land is divided into 17 administrative constituencies, including
Barbuda. Executive authority is vested in a Cabinet, headed by a
Prime Minister, and comprises 18 ministers. Barbuda’s affairs are
administered mainly by the Barbuda Council, which was set up
by an Act of Parliament in 1976. The Council consists of 11 mem-
bers and 2 ex-officio members.

In 2003, the economy grew by 3.2%, compared with 2.1%
growth in 2002 and 1.5% in 2001. Per capita gross domestic
product (GDP) at market prices rose from EC$ 24,859 in 2001 to
EC$ 27,575 in 2004. Nominal GDP at market prices (in millions
of EC$) was EC$ 1,918 in 2001, EC$ 1,938 in 2002, EC$ 2,036 in
2003, EC$ 2,210 in 2004, and EC$ 2,362 in 2005.

The economy depends heavily on tourism for foreign ex-
change, employment, and government revenue. Following years
of decline, tourism showed signs of recovery, and in 2002
tourism-related activities grew by 2.1%, following reductions of
7.6% and 0.9% in 2001 and 2000, respectively. In 2001-2005,

tourism accounted for about 12% of the GDP. In 2005, tourism
grew by 7% reflecting the impact of the English cricket tour, as
well as increased air transportation from the United States and
the United Kingdom.

According to a 2006 United Nations report, the expansion in
the tourist industry in 2002 was reflected in the number of stay
over visitors, which increased by 1.7% following a 3.7% drop in
2001. The increase in cruise-ship passenger arrivals stimulated
an upsurge in tourist-related activities (hotel occupancy and use
of restaurants, for example) and contributed largely to the mar-
ginal increase in economic growth. It is estimated that the tour-
ism sector employs approximately 25% of the active labor force,
accounting for about 85% of the foreign exchange earnings.

There was a 2% increase in agricultural output in 2003, de-
spite a reduction in crop production caused by an extended dry
period in the first half of that year. The manufacturing sector rose
by 4% in 2003—the production of beverages, construction mate-
rials, and furniture for domestic consumption accounted for this
growth. Offshore financial services were a key economic diversi-
fication strategy. To attract offshore businesses, a 50-year tax ex-
emption is applied to most forms of dividend, interest, and roy-
alty income paid by and to foreign investors. Efforts to regulate
the sector resulted in a drop in the number of registered offshore
banks. Other major contributors to the economy include con-
struction, wholesale trade, retail trade, and government services.

The International Monetary Fund Interim Index indicated
that the inflation rate was near zero in 2000. In 2004, real eco-
nomic output grew by 5.2%. This positive level of growth was
mainly due to robust economic activity in tourism and related
services, transportation services, and banking and insurance
services. Among the sources of economic growth for 2005 was
the continued expansion of construction, banking, insurance,
and manufacturing sectors. In 2005, the government instituted a
personal income tax system to ensure improvement in the na-
tion’s economic situation.

The total adult literacy rate in 2005 was 88.5% (88% for males
and 90% for females). Education is free and compulsory for ages
5to 16 years old. The quality of tertiary level education continued
to improve. In 2000, the School of Nursing and the School of
Pharmacy were integrated into the Antigua State College. The
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local center for the University of the West Indies, an institution
jointly operated by the English-speaking Caribbean govern-
ments, provided continuing education. The American University
of Antigua and Barbuda College of Medicine, which opened in
2003, prepares students for the United States Medical Licensing
Examination (USMLE) and provides a foundation for graduate
studies. The university is required to offer a small number of
scholarships to Antiguan students. In 2003, the Antigua and Bar-
buda Hospitality Institute, a public institution providing training
for the hotel and restaurant industry, was set up. The Antigua and
Barbuda Institute of Continuing Education was established in
September 2005 through a merger of the Youth Skills Training
Project, the Evening Institute, and the Golden Opportunity Pro-
gram. The Institute, whose mission is to enhance education and
training of adults to ready them for participation in the labor
force, encompasses the Division of Continuing Education, the Di-
vision of General Education, and the Division of Industry and
Commerce.

According to the 2001 Population and Housing Census, there
were 36,233 persons employed in the country in 2000. The hotel
and restaurant industry had the most employed persons, 5,081,
or 14% of all employed persons. There were 4,846 persons, or
13.4% of the labor force, employed in wholesale and retail trade;
4,376, or 12.2%, in public administration and defense; 3,122, or
8.6%, in construction activities; and 2,808, or 7.7%, in transport,
storage, and communication. Males (18,199) slightly outnum-
bered females (18,046) in the labor force. The percentage of
working-age persons (15-24 years old) in the population in-
creased from 61.3% in 2002 to 64.8% in 2005.

Antigua’s and Barbudas susceptibility to drought, coupled
with an unreliable water supply, require residents to collect and
store potable water in cisterns, drums, and tanks during the rainy
season. These practices encourage mosquito breeding, which
with it accompanying health problems. Moreover, the unreliable
water supply endangers hygiene and increases vulnerability to
water-borne diseases. The 2001 Population and Housing Census
showed that of 20,437 households, 75% had household piped
water connections. The remaining households relied on stand-
pipes, wells, water tanks, or unpiped private catchments to get
their water. Flush toilets were linked to a sewer system in only
2.4% of the households; 70.2% had flush toilets linked to septic
systems; 25.3% had pit latrines; and 2.1% had unknown types of
toilet facilities.

In 2005, Antigua and Barbuda produced 83,988,429 kg of solid
waste, including waste from cruise ships (634,720 kg, or 0.76%).
Most of the collected waste was disposed of at the Cook’s landfill.
A site in Saint Peter parish is used sparingly to dispose of special
waste, such as expired pharmaceuticals, hazardous chemicals,
and lead acid batteries. In 2005, a state-of-the art sanitary land-
fill facility was constructed at Plantation in Barbuda.

The government is aware of the hazards associated with un-
sanitary food handling conditions, especially by street vendors
during annual celebrations when the country attracts large num-
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bers of visitors. In the years between 2001 and 2005, there were
195,209,243,244, and 210 annually reported cases of food-borne
diseases, respectively.

Antigua and Barbuda can experience hurricanes from June to
November. There were no hurricanes or flood-related problems
in 2001-2005.

Demographics, Mortality, and Morbidity

Mid-year revised estimates for 2001-2005 showed a steady
rise in the size of the population, from 76,886 in 2001 (36,109
males and 40,777 females) to 82,786 in 2005 (see Figure 1). In
2001, there were 16,397 immigrants in Antigua and Barbuda,
representing 21.3% of the population. Most came from Guyana
(5,410, or 7.0% of the total population), Dominica (3,966, or
5.2%), Jamaica (3,335, or 4.3%), United States of America (2,194,
or 2.9%), and the Dominican Republic (1,492, or 1.9%). Antigua
and Barbuda attract many migrants looking for work. And due to
the steady inflow of immigrants, measures must be put in place
for managing this population.

The population growth rate was 1.9% in 2002 and 2003; it was
2.0% and 4.5% in 2004 and 2005, respectively. The estimated res-
ident population for 2010 is projected to be 90,801 (approxi-
mately 42,642 males and 48,159 females).

The population lives in six parishes: Saint John, Saint George,
Saint Peter, Saint Phillip, Saint Paul, and Saint Mary. Saint John,
the capital, is divided into two major population areas: St. John's
City, home to 32% of the population, and St. John’s Rural, with
27%. Barbuda’s population is 1,325 persons (2% of the total pop-
ulation), representing a slight increase from the figure of 1,252 in
the 1990-1991 census.

The population density was 175 inhabitants per km? in 2002
and 188 inhabitants per km? in 2005. In 2005, the population
density of Antigua was 291 persons per km?and the population
density of Barbuda was 8 persons per km?.

In 2005, life expectancy at birth was 71.9 years (69.5 for males
and 74.4 for females). The crude birth rate per 1,000 population
averaged 15.7 between 2002 and 2004, decreasing to 14.7 in 2005.
The crude death rate per 1,000 population was 5.8 (444 deaths),
5.8 (454 deaths), 6.4 (516 deaths), and 5.9 (485 deaths) for the
years between 2002 and 2005. The infant mortality rate de-
creased from 22 infant deaths per 1,000 live births in 2004 to 16
in 2005. This decrease is attributed to improved prenatal and
child care services. Fertility rates were 61.6, 62.6, 58.6, and 55.1
births per 1,000 females aged 15-49 years for the years between
2002 and 2005. There were no reported maternal deaths in
2002-2005. The dependency ratio was 38.7% from 2002 to 2003
and 35.1% from 2004 to 2005.

An analysis of the health situation and trends in 2001-2005
showed that noncommunicable diseases, such as malignant neo-
plasms, heart disease, diabetes mellitus, hypertensive disease,
and cerebrovascular disease, and accidental and intentional in-
juries were among the leading causes of morbidity and mortality.
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FIGURE 1. Population structure, by age and sex, Antigua
and Barbuda, 1991 and 2001.
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Certain conditions originating in the perinatal period was among
the leading causes of mortality among children.

The five leading communicable diseases in 2002 were acute
respiratory tract infections, gastroenteritis, ciguatera poisoning,
chickenpox, and food-borne illness. In 2003, they were acute res-
piratory infections, gastroenteritis, influenza, ciguatera poison-
ing, and food-borne illness. In 2001-2005, there were 230 re-

ported cases of scabies. There were also 725 cases of influenza re-
ported between 2001 and 2003.

In 2002, there were 444 deaths, 431 of which were defined by
cause. The ten leading causes of death for the general population
in 2002 were malignant neoplasms, with 77 deaths, or 17.9% of
total deaths defined by cause; heart diseases, with 68, or 15.8%;
diabetes mellitus, with 52, or 12.1%; hypertensive diseases, with
38, or 8.8%; cerebrovascular diseases, with 37, or 8.6%; accidental
and intentional injuries, with 25, or 5.8%; diseases of the diges-
tive system, with 24, or 5.6%; diseases of the respiratory system,
with 22, or 5.1%; certain conditions originating in the perinatal
period, with 18, or 4.2%; and HIV/AIDS, with 9, or 2.1%.

In the years from 2001 to 2004, infant mortality rates were
17.5,14.5,21.6, and 16.1 infant deaths per 1,000 live births, re-
spectively. Early neonatal (under 7 days old) death rates in
2002-2005 were 11.7, 10.5, 15.1, and 9.5 neonatal deaths per
1,000 live births, respectively. The decrease between 2004 and
2005 was probably due to improved prenatal and child care ser-
vices. The annual number of deliveries in the years between 2002
and 2005 were 1,222, 1,255, 1,287, and 1,246, respectively; the
number of stillbirths were 21, 14, 15,and 28 for those same years.
The five leading causes of mortality in 2004 were the same as
those in 2002.

HEALTH OF POPULATION GROUPS

Children under 5 Years Old

According to the 2001 Population and Housing Census, chil-
dren under 5 years old accounted for 9.4% of the total popula-
tion. There were 1,201 live births in 2002; of these, 91.8% were
delivered at Holberton Hospital, Antigua’s only general hospital.
That same year, 7.3% of births occurred at Adelin Medical Center,
the only private hospital on the twin-islands. Only 0.8% of births
were delivered outside of the medical care system. In 2003, there
were 1,241 live births. Of these, 93% were delivered at Holberton
Hospital, 6% at Adelin Medical Center, and only 0.9% were born
outside the medical care system. Between 2001 and 2004, the an-
nual number of stillbirths was 21, 14, 15, and 29, respectively.
Hospital data show that the prevalence of low birthweight (under
2,500 g) ranged from 5.3% to 7.5% in 2001-2004.

Neonatal deaths comprised 59% to 72% of all infant deaths
between 2002 and 2005, with a median of 14 neonates dying an-
nually. Infant deaths for each of these years were 21, 18, 33, and
22, respectively. In 2002 in children 0-4 years old, there were
18 deaths due to certain conditions originating in the perinatal
period; two due to diseases of the central nervous system; one
due to diseases of pulmonary circulation and other forms of
heart disease; and one each due to pneumonia, congenital abnor-
mality, and accidental/intentional injury. Of 18 deaths by known
causes in 2003, 12 were due to certain conditions originating in
the perinatal period, five to congenital anomalies, and one to dis-
eases of the digestive system. Health center data show that the
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percentage of infants exclusively breast-fed at 6 weeks was ap-
proximately 36% in 2001-2004. The proportion of mothers par-
tially breast-feeding at 3 months after birth was more than twice
that of mothers exclusively breast-feeding in the same period.

Child Health Services are provided for children under 5 years
of age at various health centers throughout the country, including
monitoring of growth, development, and nutritional status as
well as prevention of childhood diseases through immunization.

Immunization coverage against DPT, measles, and polio was
high in 2001-2005: for DPT and measles it ranged from 97% to
99%; polio coverage ranged from 93% to 99%.

Food and nutrition indicators show that in 2002, 5.3% of chil-
dren 0-5 years old had anemia. In 2004, 2.7% had anemia. In
2001-2004, the percentage of underweight (weight-for-age) re-
mained stable, at around 1.3%. In the same time period, the
number of cases of gastroenteritis in children under 5 years old
averaged 713 cases annually; it declined to 440 cases in 2005.

In 2001, the number of pediatric admissions to Holberton
Hospital was 471.

No infants born to HIV-positive mothers (15-25 years old) in
2001-2005 tested positive for HIV infection.

Children 5-9 Years Old

The 2001 Population and Housing Census showed that chil-
dren in this age group accounted for 9.6% of the total population
in 2001. In 2000-2002, there were only three deaths in children
5-9 years of age.

Adolescents 10-14 and 15-19 Years Old

Adolescents 10-14 years old accounted for 9.2% of the total
population in 2001; 15-19-year-olds accounted for 8.2%. In the
age group 15-19 years old, 0.4% had disabilities. In 2002, there
were 170 live births in the age group 13-19 years old: of these,
14, or 8.3%, were to women 13-15 years old; 43, or 25%, were to
women 16-17 years old; and 113, or 67%, were to women 18-19
years old. Births to teenagers are considered high-risk births,
particularly those in young women 13-16 years old. In 2003, live
births peaked among 13-19-year-olds, at 209. This was due to a
marked increase in the number of live births to females 16-18
years old.

Adults 20-59 Years Old

Persons in this age group accounted for 54.2% of the total pop-
ulation in 2001, with males accounting for 45.9% and females for
54.1%. Persons with disabilities represented 0.9% in this age
group. Leading causes of mortality for defined causes among
20-59-year-olds in 2000-2002 were AIDS, with 30 deaths (9.8%
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of all deaths in this age group); diabetes, with 19 deaths (6.2%);
female breast cancer, with 15 deaths (4.9%); hypertensive dis-
eases, with 15 deaths (4.9%); and heart failure and complica-
tions, with 15 deaths (4.9%). Women outnumbered men among
HIV-positive persons aged 25-29 years old by a ratio of 5 to 4.
Another issue of concern was the impact of HIV/AIDS on the
working age population and in youth attending school. In 2002,
1.65% of the adult population was living with HIV/AIDS, and of
an estimated 1,128 persons living with HIV/AIDS, 99.7% were
between 15 and 49 years old.

There were 427 women who had made at least four visits to
prenatal clinics up to the 32nd week of gestation in 2002 and 489
in 2003. Based on United Nations estimates of 1,528 live births
in Antigua and Barbuda in 2000, about one-third of pregnant
women attended government prenatal clinics that year. The
country has set a target of having at least 90% of pregnant
women reaching full term with hemoglobin levels at or higher
than 11 g/dl, indicating the absence of anemia. In 2001-2005,
fewer than 3% of pregnant women tested showed hemoglobin
readings below 11 g/dl at term.

Maternal and child health data indicate that oral contracep-
tives were the most frequently used birth control method; other
methods included condoms, injectable contraceptives, and the
intrauterine contraceptive device.

The number of overweight persons (BMI greater than 25) in-
creased from 424 in 2002 to 549 in 2004. The number of obese
persons (BMI greater than 30) increased from 450 in 2002 to 739
in 2004.

The 2006 report of the United Nations Development Program
stated that there were evident gender disparities in tertiary edu-
cation: at the University of the West Indies School of Continuing
Studies, only 20 of the 191 students enrolled for the 2003-2004
academic year were male.

Older Adults 60 Years Old and Older

According to the 2001 Population and Housing Census, there
were 7,218 persons 60 years old and older; 44.2% were males and
55.8% were females. In the age group 90-94 years old, there were
123 females, and only 60 males; in the age group 94 years old and
older, women (22) far outnumbered men (8).

Retirement age in government service and in many private
institutions is set at 60 years old. Retired government officers
are given a gratuity and/or pension, but many seek employment
after the age of 60 in order to supplement this income. In
2001, 28.2% of the population aged 60 years old and over
were gainfully employed. Of the older adult population, 6% was
considered disabled; hemiplegia and blindness due to cataracts,
glaucoma, and diabetes were common causes of disability
among the elderly.
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The Family

Reports from the Child and Family Guidance Center indicate
that in 2001-2005 there were 31 reported cases of sexual molesta-
tion; notably, 29 of the victims were 3 to 14 years old. In the same
period, there were 22 attempted suicides, 5 of which were among
3-14-year-olds. In 2003-2005, the most common cases seen at
the Child and Family Guidance Center were sexual molestation
cases, behavioral issues, attention deficit hyperactivity disorder/
attention deficit disorder (ADHD/ADD), and hyperactivity.

A United Nations Development Assistance Framework report
indicated that women far outnumber men in the teaching profes-
sion. In 2003-2004, of the 458 teachers working in government
primary schools, 401 (88%) were female; of 37 principals, 33
were female.

Statistics from the Directorate of Gender Affairs indicated that
in 2001-2005 there were 1,180 calls to hot line services regarding
domestic violence. Women represented 82% of all calls received;
emotional abuse was the most common complaint.

Workers

In collaboration with the AIDS Secretariat, public and private-
sector organizations, and the workers’ union, in 2001 the govern-
ment developed an HIV/AIDS policy for the workplace. The policy
established the employer’s position and practices as they relate
specifically to HIV-infected employees and/or family members.

HEALTH CONDITIONS AND PROBLEMS
COMMUNICABLE DISEASES

Vector-borne Diseases

There were two imported cases of malaria in 2001 and in
2005; all four were in males. In 2001, there were nine cases of
dengue fever, four in 2002, and none between 2003 and 2005.

Vaccine-preventable Diseases

Between 2002 and 2005, annual reported cases of hepatitis B
ranged from 2 to 24 cases. There was one reported case of mea-
sles in 2001 and one in 2004.

There were no reported cases of acute flaccid paralysis, non-
neonatal tetanus, fever with rash, or mumps in the reporting
period. Yellow fever vaccines are available to persons traveling to
areas where the disease is endemic. There were no reported cases
of poliomyelitis.

Intestinal Infectious Diseases

In the years between 2001 and 2005, there were 284, 240, 276,
255, and 192 reported cases of ciguatera poisoning, respectively.
In 2002-2003, ciguatera poisoning ranked third and fourth

among leading causes of communicable diseases. The number of
reported cases of gastroenteritis among those 5 years old and
older continued to decline, from a peak of 1,067 cases in 2002 to
923 in 2005. Reported cases of food-borne illnesses totaled
1,101 in 2001-2005, including 53 cases of salmonellosis and 24
cases of shigellosis that occurred in 2001. There were no reported
cases of cholera.

Between 2000 and 2001, there were six cases of typhoid fever.

Chronic Communicable Diseases

In 2001-2005, there were 16 cases of tuberculosis, 5 of which
were in HIV-positive persons. Reported cases of tuberculosis in-
creased between 2004 and 2005: there was one case in 2001, four
in 2002, one in 2003, four in 2004, and six in 2005. In 2004, there
was one reported case of leprosy (Hansen’s disease), which was
successfully treated.

Acute Respiratory Infections

The number of reported acute respiratory infections de-
creased from 19,175 in 1995-2000 to 16,056 in 2001-2005. Acute
respiratory infections ranked first among the leading communi-
cable diseases in 2002 and 2003, with 5,888 and 6,115 reported
cases, respectively. In 2002 there were 275 infants diagnosed with
acute respiratory infections; in 2003, there were 259. In children
1-4 years old, new reported cases of acute respiratory infections
totaled 494 in 2002 and 689 in 2003. Among the population older
than 5 years old, the number of reported cases peaked at 5,200 in
2001. Reported cases of acute respiratory infections in 2003-
2005 fluctuated from 3,239 in 2003; to 3,099 in 2004; and to
4,202 in 2005. In 2004, a hotel reported one case of Legionnaire’s
disease.

HIV/AIDS and Other Sexually Transmitted Infections
The first case of AIDS was diagnosed in Antigua and Barbuda
in 1985, in a homosexual male. In 1985-2005, the cumulative
total was 553 confirmed cases. Heterosexual transmission is the
leading mode of transmission. Of the 205 new AIDS cases in
2001-2005, 55.1% were in males and 44.9% in females. The
number of new AIDS cases increased from 32 in 2001 to 62 in
2005. By the end of 2003, the Caribbean Epidemiology Center
(CAREC) and the United States Centers for Disease Control and
Prevention estimated that 702 persons were living with HIV/
AIDS in the country. In 2001-2005, there were 50 deaths due to
AIDS—the highest number of deaths (15) occurred in 2001. Of
the 10 deaths in 2004, 5 were males and 5 females—all 25 years
old and older. Of the 10 deaths in 2005, 8 were males and 2 were
females—all in persons 20 years old and older. As part of the ef-
fort to prevent the mother-to-child transmission of HIV/AIDS,
99% of pregnant women were tested for HIV; those testing posi-
tive received antiretroviral drugs free of cost. In addition, these
women were given infant formula and encouraged not to breast-
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feed. Of the 553 cumulative confirmed cases of HIV infection at
the end of 2005, 22 were in children 0-9 years old.

In 2005, Antigua and Barbuda’s Ministry of Health, Sports,and
Youth Affairs; Her Majesty’s Prison; and CAREC conducted a two-
day survey on HIV seroprevalence among male inmates in the
prison. In addition to determining the HIV prevalence rate, the
survey aimed to provide evidence to support the development of
expanded, confidential, voluntary counseling and testing; pre-
vention education; and care and treatment for incarcerated HIV-
positive males. Of 163 male inmates, 100 (61%) participated in
the survey. The mean age of the participants was 32 years, with
the youngest being 15 years and the oldest 66 years. Three in-
mates tested positive for HIV for a prevalence rate of 3.0%.

Clinic data showed that in 2001-2003, the three leading sexu-
ally transmitted infections were syphilis (195), candidiasis (117),
and gonococcal infection (111).

Zoonoses
There were no cases of zoonotic diseases in 2001-2005.

NONCOMMUNICABLE DISEASES

Metabolic and Nutritional Diseases

Clinic statistics showed that there were 898 new cases of dia-
betes mellitus and its complications in persons 20 years old and
older in 2002 and 1,009 in 2003.

Cardiovascular Diseases
In 2003, there were 4,822 first-reported cases of hypertension
and 214 cases of heart disease.

Malignant Neoplasms

In 2002, there were 58 incident cases of malignant neoplasms.
Males accounted for 56% (33) of all incident malignant neo-
plasms. The leading sites were prostate (19), stomach (5), colon
(2),and 1 each of esophagus, liver, and bladder. Of the 25 (44%)
incident cases of malignant neoplasms in females, the leading
sites were breast (8), colon (4), liver (3), esophagus (2), and
1 each in lung and bladder. In 2003, there were 59 cases of neo-
plasms—males accounted for 61% and females 39%. Of the 36
incident cases among men, neoplasm of the prostate accounted
for 50% and for females, neoplasm of the breast and cervix ac-
counted for 26% each.

OTHER HEALTH PROBLEMS OR ISSUES
Mental Health and Addictions
In 2004, there were 184 persons admitted to the Mental Hospi-

tal (123 males and 61 females), compared to 153 in 2005 (95
males and 58 females). Hospital statistics for 2001 showed 176
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admissions, of which 30% (52) were for substance abuse and psy-
chosis. The number of new patients aged 20 years and older first
admitted for drug and alcohol abuse in 2003 was 25.

RESPONSE OF THE HEALTH SECTOR

Health Policies and Plans

The Government of Antigua and Barbuda considers that access
to health care is a fundamental right of every Antiguan and Bar-
budan. In 2004, the government introduced a multi-sector
“Agenda for Change.” Under the rubric “Quality Health For AllY
the Agenda plans to introduce a national health insurance plan,
build a public nursing home to upgrade the current geriatric
Fiennes Institute, introduce a disability assistance grant, and sig-
nificantly reduce taxes on many over-the-counter pharmaceutical
products. The Agenda also includes a plan to provide a pension
for all senior citizens, eradicate poverty and improve the quality
of life of the poor and needy, provide equal opportunity for the
physically challenged, and deliver improved public services.

The 2001-2004 period was distinguished by major health de-
velopments, such as the commissioning of four new health cen-
ters. The 2005 Cricket World Cup Projects (Incentives) Act was
enacted to stimulate investments and construction in antici-
pation of the country’s hosting the 2007 Cricket World Cup. It
is expected that the resulting increase in tourists will generate
employment, but it also will overburden the country’s health
infrastructure.

Organization of the Health System

The Minister of Health, Sports, and Youth Affairs provides
leadership in public health care, health regulations, and service
delivery. Technical and administrative staff assist the Permanent
Secretary in achieving the government’s goals and objectives. The
Chief Medical Officer is the chief technical advisor to the Min-
istry and is responsible for coordinating health services in hospi-
tals and health centers.

The Ministry of Health is the primary provider of public sec-
tor health care services. Holberton Hospital, a 141-bed hospital in
Antigua, is the main provider of public, inpatient, and outpatient
services. The Adelin Medical Center, a 21-bed facility, is the only
private inpatient hospital in Antigua. Health services in Barbuda
are provided at the eight-bed Hannah Thomas facility; there also
is the 100-bed geriatric Fiennes Institute.

The national health system is financed through public taxa-
tion and levies supporting the Medical Benefits Scheme, which
provides medication coverage for diseases such as asthma, dia-
betes, glaucoma, hypertension, cardiovascular disease, heart dis-
ease, sickle-cell anemia, leprosy, and certified lunacy. Beneficia-
ries are contributors, persons under 16 years old, and persons
60 years old and older. Some employees are enrolled in personal
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provided free antiretroviral drugs.

Antigua and Barbuda Strikes Back at HIV/AIDS

The economically active population in Antigua and Barbuda is being hardest hit by the country’s HIV/AIDS epi-
demic. Of the estimated 1,128 persons living with HIV/AIDS, almost all are between 15 and 49 years old. Moreover,
women outnumber men among HIV-positive persons 25 to 29 years old. In response, the Government has joined hands
with public and private stakeholders to develop an effective HIV/AIDS policy for the work place. The policy sets out the
practices employers must follow in dealing with HIV-infected employees and their families. In addition, to help prevent
mother-to-child transmission of HIV/AIDS, 99% of pregnant women have been tested, and those testing positive are

or private insurance schemes. Medical care and compensation to
workers injured on the job are the responsibilities of employers
and the Social Security Department.

Public Health Services

Primary health care services in the districts include maternal
and child health, health education, environmental sanitation,
community mental health, nutrition, diabetic and hypertension
screening and care, communicable disease control and surveil-
lance, and home visitations. In 2001-2004, four new health cen-
ters became operational. Health centers use a team approach to
deliver health care services. The team includes a resident medical
officer, environmental health officers, family nurse practitioners,
public health nurses, district nurse midwives, and clinic aides.
These clinics also offer pharmacy services.

In 2001, the Government introduced a National HIV/AIDS
Care, Treatment, and Prevention Policy. The policy encompasses
the guiding principles that determine the protocols, practices,
and services to be provided. The Government has prepared a
Strategic Plan for the National Response to HIV/AIDS, 2002-
2005 to guide the country’s response to the increasing AIDS epi-
demic. The Plan acknowledges that prior efforts have been cen-
tered around the health sector and that the solutions for reducing
the spread and the impact of the disease go beyond health. In
2004, the Government initiated voluntary counseling and testing
for HIV/AIDS patients. In 2005, a Care and Treatment Manual
and a Procedure Manual were developed by the AIDS Secretariat
to ensure that all groups providing care for and treatment to per-
sons living with HIV/AIDS used a standardized protocol. In 2005,
the AIDS Secretariat appointed a Clinical Care Coordinator as the
main provider of HIV/AIDS treatment, as a way to coordinate re-
porting activities and provide training on HIV/AIDS and the use
of antiretrovirals. In 2001-2005, seven health facilities initiated
voluntary counseling and testing for HIV/AIDS patients—all
health centers and Holberton Hospital in Antigua, and the Han-
nah Thomas Hospital in Barbuda. Other initiatives conducted in

2003-2005 included a social marketing program on condoms,
school-based AIDS education for youth, programs to ensure safe
injections in health care settings, programs for men who have sex
with men, CD4 count testing every three months, and public ed-
ucation to address the issues of stigma and discrimination.

The Directly Observed Treatment, Short Course (DOTS) pro-
gram continues to be an integral part of the community health
services for the treatment of tuberculosis. Contact tracing of TB
patients is actively pursued.

In 2003, a multisectoral team was established for developing a
plan for coping with severe acute respiratory syndrome (SARS).
In 2005, the team drafted a plan for addressing a potential in-
fluenza pandemic.

The Ministry of Health’s Information Unit, which is respon-
sible for collecting, analyzing, and disseminating public health
information, continues to require strengthening and upgrading.
Disease surveillance activities are carried out by a national epi-
demiologist attached to the Ministry’s Medical Division. There is
active surveillance for vaccine-preventable diseases. There is one
public health laboratory and four private ones on the island.

The National Solid Waste Management Authority (NSWMA)
is responsible for the storage, collection, transportation, and dis-
posal of waste in Antigua and Barbuda; it is comprised of four
major program areas: administration, collections, disposal, and
public education. The Authority conducts regular public aware-
ness campaigns that include active collaboration with non-
governmental and community-based organizations to implement
waste management projects. Antigua and Barbuda will continue
to face challenges such as an increasing population, higher waste
generation per household, and limited land space to dispose of
solid waste. The Government continued to seek financing for a
central sewerage system.

Efforts to ensure the safety of food served in hotels and by
itinerant vendors include certification, health promotion, and ed-
ucation programs. Intensive education campaigns are conducted
prior to major events such as carnival, sailing week, and cricket
season. Sanitary inspectors from the Ministry of Health are re-
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sponsible for periodic visits to the food and beverage depart-
ments in the hotel industry and restaurants for quality assurance
assessments. In 2005, the government drafted legislation dealing
with food safety, animal health, and plant health.

Individual Care Services

Holberton Hospital provides general and specialized services,
including internal medicine, surgery, orthopedics, obstetrics and
gynecology, radiology, and pathology. The private sector and for-
eign specialists provide services in nephrology, ophthalmology,
neurology, and oncology. Rehabilitation services at Holberton
Hospital include physiotherapy, occupational therapy, speech and
language therapy, and respiratory therapy; the hospital also pro-
vides emergency medical services. Adelin Medical Center pro-
vides both outpatient and inpatient care. Barbuda residents are
served by the Hannah Thomas Hospital, which mainly operates
as an outpatient facility.

Some health specialty services such as radiotherapy are not
accessible on the island, and patients must travel to neighboring
islands or the United States for tests such as magnetic resonance
imaging and for a variety of treatment options, including radio-
therapy and chemotherapy. There are 26 health clinics and these
make referrals to the Holberton Hospital. These clinics also hold
specialized clinics for the management of diabetes, hypertension,
prenatal services, child health, and birth control. There is no or-
ganizational framework for program development and imple-
mentation in the area of mental health. Consequently, the gov-
ernment continues to seek external assistance to upgrade and
strengthen its mental health services. Institutional care for the
elderly is provided at the 100-bed Fiennes Institute, which will be
upgraded in the future.

Health Promotion

There are two separate systems for oral health care for Antigua
and Barbuda. In Barbuda, the Barbuda Council is responsible for
dental care, and it has organized an active fluoride rinse program
for primary schoolchildren between the ages of 6 and 10 years.
There is a fluoride varnish program for children between the ages
of 3 and 5 years. The Council has contracted a private dentist to
organize these programs and provide basic dental care such as
filling cavities, cleaning teeth, extracting teeth, and performing
root canals for the general population.

In Antigua, the central government is responsible for dental
care in the public sector. A fluoride rinse program was imple-
mented in public and private primary schools in 2002. Basic den-
tal services including fillings, cleanings, extractions, and fluoride
treatments are carried out at St. John’s Health Center for school-
children 17 years old and younger and for persons 60 years old
and older. Emergency services, extractions, and x-rays are pro-
vided for persons between 18 and 59 years of age.
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Human Resources

The Ministry of Health, Sports, and Youth Affairs is responsi-
ble for human resources working in public health. There is a
shortage of medical personnel in the public sector and, among
other initiatives, the Government is addressing this through tech-
nical cooperation agreements with the government of Cuba,
whereby a cadre of health personnel (anesthetists, radiologists,
internists, an oncologist, nurses, pharmacists, and laboratory
technologists) from that country is deployed to Antigua and Bar-
buda on fixed-term assignments to complement national health
personnel. Table 1 shows the number and breakdown of health
sector personnel.

Health Supplies

The Ministry of Health is responsible for the regulation and
control of pharmaceutical services and general medical supplies.
The Government continues to receive assistance from the Eastern
Caribbean Drug Service. Vaccines are procured by the govern-
ment through the Pan American Health Organization’s Revolving
Fund. There is a National Drug Formulary and a National For-
mulary Committee that regulate the purchase and use of phar-
maceuticals.

Health Research and Technology

The renal dialysis unit at Holberton Hospital has five dialysis
machines. There were 21 persons on dialysis in 2005. The only in-
tensive care unit is located at that hospital; in 2004, it received
new ventilators and cardiac monitors. In 2004 a magnetic reso-
nance imaging (MRI) machine was obtained in the private sec-
tor. This reduced the number of persons who had to travel over-
seas for this diagnostic service. In 2004, the Holberton Hospital
received a Doppler ultrasound unit, a new general ultrasound
unit, and a spiral CT scanner.

Health Sector Expenditures and Financing

In 2001-2005, the total expenditure on health averaged 12.6%
of the national budget. According to Antigua and Barbuda esti-
mates of recurrent revenue and expenditure, the recurrent ex-
penditure in health in 2004 was US$ 27.9 million and the esti-
mated recurrent expenditure in health was US$ 24.5 million. Of
the latter amount, 38% was allocated to Holberton Hospital, 21%
to the Central Board of Health (environmental health), and 14%
to the Medical General Division (primary health care).

Technical Cooperation and External Financing
International, non-governmental, and national agencies pro-
vide technical cooperation in Antigua and Barbuda through
grants, loans, and technical cooperation in the health sector. They
include international agencies such as the United Kingdom’s De-
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TABLE 1. Public health sector personnel categories and persons covered, by type of

health worker, 2005.

Category Total Persons covered
Physicians 53 1,302
Dental surgeons 3 23,000
Anesthetists 2 34,500
Nutritionists/dietitians 2 34,500
Trained nurses 175 394
Ward assistants 44 1,568
Medical technologists 5 13,800
Phlebotomists 1 69,000
Laboratory assistants 2 34,500
Laboratory technicians 2 34,500
Physiotherapists 1 69,000
Radiographers 7 9,857
Pharmacists 6 11,500
Emergency medical technicians 13 5,308
First responders 3 23,000

partment for International Development (DFID), the Clinton
Foundation HIV/AIDS Initiative, UNAIDS, United States Agency
for International Development, U.S. Centers for Disease Control
and Prevention, the United Nations Assessment Assistance Pro-

gram, the Pan American Health Organization, regional health in-
stitutions, and the International Labor Organization. National
groups include the Antigua and Barbuda Red Cross, special-

interest groups, and service clubs.
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rgentina extends for 2,791,810 km?* on the American continent; it also claims sover-

eign rights over 969,464 km? in Antarctica. From north to south, the country measures

3,694 km, and spans 1,423 km across at its widest point. Argentina’s Atlantic coast is

4,725 km long, and its border with Chile, Bolivia, Paraguay, Brazil, and Uruguay is 9,376 km.

GENERAL CONTEXT AND HEALTH
DETERMINANTS

Argentina is governed as a federal republic with a presidential
system, and is ruled by its 1853 Constitution; the Constitution
was last amended in 1994. The Executive, Legislative, and Judicial
branches function independently; administrations serve for four
years. The country is divided into five regions: Northwest, North-
east, Cuyo, Central or Pampan, and South, which encompass 24
jurisdictions (23 provinces and the autonomous city of Buenos
Aires, seat of the National Government). Each province has its
own constitution and elects its governing officials.

Social, Political, and Economic Determinants

In the second half of the 1990s, changes in the country’s pro-
ductive structure and successive external crises caused an in-
crease in unemployment and poverty and led to a greater income
distribution inequality that had never been seen in Argentina. In
1998, as a result of a drop in the gross domestic product (GDP),
poverty and inequality worsened; the ensuing financial crisis led
to the annulment of the currency board agreement and the de-
valuation of the Argentine peso early in 2002. Annual per capita
income dropped from US$ 7,470 in 2000 to US$ 3,670 in 2003,
falling further to US$ 3,580 in 2004 (1). These economic difficul-
ties notwithstanding, the country was able to preserve its high
human development index (HDI) rating (0.849), which has con-
tinued to gradually increase since 1975, when it was 0.784 (2).

Data on poverty and indigence in the population come from
measures gathered by the National Institute of Statistics and
Census (INDEC, by its Spanish acronym). The number of house-
holds and individuals below the poverty line come from the
Household Survey (EPH, by its Spanish acronym), which was
first conducted in 1972 and, since 2003, has been conducted
quarterly by INDEC. Since 2006, EPH has been conducted in 31
urban clusters (28 up until 2005), which include the 23 provin-
cial capitals that are representative of six of the country’s areas:
Metropolitan, Pampan, Northwest, Northeast, Cuyo, and Patag-
onian. Household income is used to determine whether mem-
bers are able to satisfy essential food and other needs, relying on
a “basic basket” of essential food, goods, and services (clothing,

transport, education, health, etc.) as a benchmark. To calculate
the percentage of poor households, the number whose income
cannot cover the cost of the basic basket (including food, goods,
and services) is divided by the total number of households; to
calculate the percentage of indigent households the number
whose income cannot cover the cost of the basket (including
food, but excluding goods and services) is divided by the total
number of households. The population living below the extreme
poverty line (indigence) increased moderately during the second
half of the 1990s: from 7.9% in 1995 to 9.6% in 2000. After the
unprecedented 2001 economic crisis, which affected the living
conditions of vast population sectors, the figure catapulted to
more than 25% in 2002, according to estimates by the Regional
Office of the World Bank in Argentina, which defines “extreme
poverty” as income under US$ 1 per person per day, a level never
seen in Argentina. This spike in the percentage of indigence was
due to a rise in the ranks of unemployed persons and families
without any earnings (which skyrocketed from 6.1% to 21.5%
between 1990 and 2002) and to the decreased purchasing power
of the very poorly remunerated employed.

Within the context of an extraordinary trade surplus, the
restoration of order to the fiscal accounts, the normalization of
the financial system, and foreign exchange intervention, the
economy’s extreme volatility was brought under control begin-
ning in 2003. Signs of economic improvement include several
consecutive quarters showing growth, a revaluation of the Argen-
tine peso (ARS) (ARS 2.9 = US$ 1 in August 2005), a reduction of
unemployment levels from 15.4% in the second half of 2003 to
12.5% in the first half of 2005 (EPH data), and a 14% decrease in
poverty between the second half of 2003 and the second half of
2005. During this period, poverty declined for men and women
and in all age groups, decreasing more in the population living
below the indigence line in comparison with the non-indigent
population living below the poverty line (Table 1). Changes in un-
employment and poverty also are indications of economic im-
provement that is in the consolidation phase, considering the
country’s yearly growth rate of approximately 9%.

Poverty and indigence are distributed highly unequally in the
country, with disparities among and within provinces that reveal
a very uneven level of protection of the social and economic
rights of Argentineans. In Northwest and Northeast regions,
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TABLE 1. Population of 28 urban clusters, by poverty status, sex, and age group, Argentina, second half of 2003 and 2005.

Age group
65 years old
Sex and Total 0-13 years old 14-22 years old 23-64 years old and older
poverty status 2003 2005 2003 2005 2003 2005 2003 2005 2003 2005
Total (thousands) 23,163 23,410 5,870 5,553 3,585 3,669 11,054 11,735 2,654 2,453
% % % % % % % % % %
Not poor 52.2 66.2 36.6 50.5 422 58.1 58.3 723 744 84.4
Poor 47.8 33.8 63.4 49.5 57.8 41.9 a1 21.1 25.6 15.6
Not indigent 213 217 33.4 29.0 31.9 26.8 25.0 18.6 174 121
Indigent 20.5 12.2 30.1 20.5 25.9 15.1 16.7 9.1 8.2 36
Women (thousands) 12,213 12,314 2,892 2,752 1,768 1,845 5,942 6,225 1,611 1,492
% % % % % % % % % %
Not poor 53.5 66.8 37.0 49.8 44.3 59.8 58.4 72.0 75.2 85.5
Pooor 46.5 33.2 63.0 50.2 55.7 40.2 41.6 28.0 24.8 14.5
Not indigent 26.5 21.1 33.0 28.8 31.0 25.8 24.7 18.6 16.6 11.2
Indigent 19.9 121 29.9 21.4 24.7 14.4 16.9 9.4 8.1 33
Men (thousands) 10,950 11,096 2,978 2,801 1,817 1,824 5,113 5,510 1,043 961
% % % % % % % % % %
Not poor 50.6 65.4 36.1 51.3 40.2 56.4 58.2 726 73.1 82.6
Poor 49.4 34.6 63.9 48.7 59.8 43.6 41.8 27.4 26.9 174
Not indigent 28.2 22.3 33.7 29.1 326 21.7 25.3 18.6 18.6 134
Indigent 21.2 123 30.2 19.6 27.2 15.9 16.5 8.8 8.4 4.0

Source: INDEC, Permanent Household Survey.

urban clusters have poverty rates that are much higher than the
national average for both households and individuals (Figure 1).

The income-distribution inequality is a factor that plays an
important role in the social deterioration, and works relatively in-
dependently of trends in poverty and indigence. In the first quar-
ter of 2006, INDEC began publishing data on per capita family in-
come (that is, the average income per person in the household).
Results show that 20% of the population can spend between ARS
0 and ARS 140 pesos (US$ 45) per month. The poorest 10% of the
population would have an average income of ARS 50 (US$ 16),
and the wealthiest 10% would have an average income of ARS
1,823 (US$ 590), for an income gap of 36 between the poorest
and the wealthiest segments of the population (this measure is
arrived at by dividing the income of the wealthiest 10% of the
population by that of the poorest 10%). Table 2 shows the
changes in the income gap in 2003-2005.

Research conducted between 1992 and 2005 by the Center for
Distribution, Labor, and Social Studies (CEDLAS, by its Spanish
acronym) at the National University of La Plata showed that the
Gini coefficient of per capita family income increased from 0.45
to 0.50, according to data for the first half of 2005. The poorest
quintile’s share of national income, on the other hand, decreased
in the same period, from 4.8% to 3.1%; that of the wealthiest
quintile increased from 50.6% to 54.7% (3). In considering these
two measurements in the context of improvements in the per-
centages for poverty and indigence, it becomes clear that inequal-
ity is one of the most important social questions to be resolved.
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In 2003, the Government gave human rights policy a central
position within the work agenda. Thus, it began to tackle the re-
peal of impunity laws, created the Investigation Unit of the Na-
tional Commission for the Right to Identity, launched “Memory
Space” in what had been the headquarters of the Navy’s Mechan-
ics School (ESMA, by its Spanish acronym), and reactivated the
investigation regarding the fate of the thousands of disappeared
victims of State terrorism. The country still faces situations that
affect the human rights of specific population groups, however,
such as children and youth who break criminal laws and institu-
tionalized psychiatric patients; there also are still cases of child
exploitation and reports of torture and other mistreatment of
persons detained in police stations or prisons.

The country also has advanced in terms of gender equality.
Noteworthy at the institutional level is the incorporation of all
human rights treaties dealing with gender equality into the Na-
tional Constitution, including the Convention on the Elimination
of All Forms of Discrimination against Women (CEDAW). In
2006, the National Congress ratified the Optional Protocol,
whereby Argentinean women now can bring complaints regard-
ing the infringement of their rights to an international and im-
partial tribunal of experts. The National Congress also enacted
legislation dealing with surgical contraception (Law No. 26,130)
and with comprehensive sexual education (Law No. 26,150). The
National Law on Quotas No. 24,012/91 made it possible to in-
crease the number of women in elective positions in the Legisla-
tive Branch, from 1.4% in the National Senate in 1998, to 34.7%
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FIGURE 1. Poverty and indigence incidence, total urban population covered by the Housing Survey and by statistical

region, Argentina, second semester of 2005.
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in 2001, and to 41.7% in 2003. Most provinces also have approved
local laws that echo substantive aspects of the national law. Thus,
female participation in provincial legislatures increased from
22.2% in 2000 to 26.6% in 2004.

In October 2003 the Government reiterated its commitment to
achieving the Millennium Development Goals (MDGs). After a
slow start marked by the restructuring of the unit responsible for
coordinating MDGs, in 2005 the Government completed an eval-
uation on the process and redefined certain goals. Meanwhile, the
various objectives were prioritized at the sector level. Thus, MDG
5 (improve maternal health), 6 (combat HIV/AIDS and other dis-
eases), 7 (ensure environmental sustainability), and 8 (develop a
global partnership for development) are clearly spelled out in the
Ministry of Health’s agenda and in the 2004-2007 Federal Health
Plan. Moreover, interest in the MDGs emerged at the sub-national
level, and provinces such as Tucumdn, Mendoza, La Rioja, and

[ Households below the
indigence line

Persons below the
indigence line

[] Households below the
poverty line
Persons below the

poverty line

Northwest Northeast Pampeana Patagonia

Regions

San Juan set or are in the process of setting their own objectives

for achieving the MDGs (see Table 3).

The country is close to achieving MDG 2 (universal primary
education), as indicated by the net enrollment rate in primary
school (98.1%), the rate of those who remain in school in the fifth
year/grade (90.7%), and the literacy rate among 15-24-year-olds
(98.9%) (4). According to INDEC (1991 and 2001 censuses), the
percentage of illiterates decreased from 3.7% in 1991 to 2.6% in
2001, with equal percentages for men and women, but some
provinces continue to lag in certain indicators. In the northeast
(Chaco, Formosa, Corrientes, and Misiones) illiteracy rates are
higher than 6%. Among individuals over 64 years old nationwide,
the illiteracy rate is 6.2%, a rate that trebles in the aforemen-
tioned provinces (20.2%, 20.7%, 18.8%, and 16.3%, respectively).
There also is a gap of 2 to 3 percentage points between women

and men, with men lagging.

TABLE 2. Income gaps by median and average per capita family income, 28 urban clusters (trimesters without Christmas

bonus), Argentina, 2003-2005.

2003 2004 2005
4th gtr. 2nd qgtr. 4th gtr. 2nd qtr. 4th gtr.
10th decile median/1st decile median 31 29 27 27 24
10th decile average/1st decile average 47 4 38 37 32

Source: Permanent Household Survey.
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TABLE 3. Selected Millennium Development Goals, indicators and targets, Argentina, 2007, 2011, and 2015.

Indicator

Reference Most recent
data available data Targets

Year Value Year Value 2007 2011 2015

Improve maternal health (MDG 5)
Maternal mortality rate per 100,000 live births
% of live births delivered by a doctor or midwife
Gini coefficient for maternal mortality rate

Combat HIV/AIDS, Chagas’ disease, TB, and malaria (MDG 6)
Prevalence of HIV in pregnant women 15-24 years old (%)
Prevalence of condom use in youths 15-24 years old (%)
Mortality rate from HIV/AIDS (per 100,000 population)
Incidence rate of HIV/AIDS (per 100,000 population)
Morbidity rate for TB (per 100,000 population)

Mortality rate for TB (per 100,000 population)

% of TB cases detected and cured with DOTS

Mortality rate for malaria (per 100,000 population)

% of population in areas at risk for malaria that apply effective
prevention and treatment measures

Annual parasite index (per 1,000 population)

% of endemic provinces that certified interruption of vector
transmission of Chagas’ disease

Ensure a sustainable environment (MDG 7)

Surface area covered with native forest (%)

Total surface area in the country protected to maintain
biodiversity (%)

Equivalent tons of petroleum to generate US$ 1,000 of GDP

Share of renewable sources in the TPES (Total Primary Energy
Supply) (%)

Population with access to publicly supplied drinking water (%)

Population with sewerage coverage (%)

Deficient housing with irregular ownership (%)

1990 52.0 2004 40 3.7 13
1990 96.9 2004 99.0 99.0 99.0
1990 0.346 2004 0.303 0.344 0.311
2000 0.64 2003 0.39 0.35 0.32

2003 61.0 67.0 75.0
1990 0.9 2003 42 38 35
1990 17.0 2003 49 42.0 37.0
1990 38.1 2003 32.0 23.1
1990 4.26 2003 24 2.1 1.21
1989 64.6 2003 71.6 82.0 90.0
1990 0.0 2004 0.0 0.0 0.0
1990 100.0 2004 100.0 100.0 100.0
1990 0.765 2004 0.057 <0.1 <0.1
2001 21.1 2004 26.3 421 100.0

2002 11.60 11.2 11.3

2003 6.30 13 8.3 >10
2003 0.2 0.2 0.2 —
2003 9.90 9.9 >10 >10

80.8 82.4 > 84
47.9 51.5 >55
2005 6.4 5.6 4.8 39

In 2001, about 6% of the total population had completed a
university degree, two percentage points higher than in 1991.
Among the population over 15 years old, men have higher per-
centages at intermediate or low educational levels (incomplete
primary, complete primary, and incomplete secondary), while
the women surpass men in complete secondary and incomplete
and complete university levels. According to data from the 2001
National Population Census developed by INDEC’s Sectoral Sta-
tistics Directorate, 8.7% of the population over 15 years old com-
pleted university studies (7.0% of the men and 10.3% of the
women). According to EPH data, in the second half of 2004 the
educational levels of men and women in urban clusters were
more even, with the exception of completion of university educa-
tion, in which the 3-percentage-point difference in favor of
women remained the same. Data from INDEC’s Sectoral Statistics
Directorate based on the 2004 National Teacher Census of the
Ministry of Education, Science, and Technology show that
821,726 teachers worked in formal educational establishments in
2004, that is, 25.3% more than in 1994. The 2005 National Health
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and Nutrition Survey showed that 32.2% of the 311,000 house-
holds surveyed received some type of food assistance, with per-
centages ranging from 0.1% in the province of San Luis to 50.3%
in Chaco.

Of the households included in the 2001 National Population
and Housing Census, 96.6% used water from the water supply
system; of these, 84.1% had water supplied to the home and the
remaining 12.5% had water supplied somewhere on their prop-
erty. The lack of a safe water supply is of great concern through-
out the country. Even in the Buenos Aires Metropolitan Area there
are major deficiencies (5) that go beyond marginalized, poor
areas, extending to residential areas that have no publicly sup-
plied water or have water supplied that may not be sanitary. Such
is the case with the high levels of nitrate in the publicly supplied
water, whose use by nursing mothers, children, and pregnant
women is not recommended. Various toxic substances also are
present in the aquifers used for human consumption: for exam-
ple, long-term intake of arsenic in the water may cause chronic
endemic hydroarsenicism. It has been established that 34% of the



ARGENTINA

inhabitants of the province of Chaco are at risk for hydroarseni-
cism, 45% in La Pampa, 34.5% in San Luis, 24% in Santiago del
Estero, and 26.5% in Santa Fe (6).

According to the Ministry of Justice, Security, and Human
Rights’ National Directorate of Criminal Policy, the crime rate (in-
cluding any crime, be it sex crimes; crimes against individuals,
property, liberty, the State, or the community; or crimes involving
narcotics or other special laws) showed a rising trend over the past
decade, although there was a decline from 2002 to 2003 (350.2 per
10,000 as compared with 369.7 per 10,000). The same source in-
dicated that the prison population has been rising steadily since
1999, reaching 9,246 in 2003. The 2005 Amnesty International re-
port calculates that there is a prison population of 62,500 in Ar-
gentina, which would mean that there is severe overcrowding.

Demographics, Mortality, and Morbidity

Argentina’s projected population for 2005 was 38,592,150. The
growth rate has been declining steadily in recent five-year peri-
ods: 1.3% in 1990-1995, 1.1% in 1995-2000, and 0.9% in 2000-
2005. In the latter two five-year periods, the net migration rate
decreased (dropping from 0.06% to 0.05%). Between 1980 and
2005 there was a gradual aging of the population: the aging index
(population over 65 years old divided by the population under 15
years old, multiplied by 100) increased from 26.6 to 37.9. Con-
versely, the Fritz index (population 0-19 years old divided by the
population 30-49 years old, multiplied by 100) declined from 161
to 143. This translated into changes in Argentina’s population
structure, whereby the mature population has increased in rela-
tion to the young population. The active population structure
(population 40-64 years old divided by the population 15-39
years old, multiplied by 100), on the other hand, was younger in
2005 than in 1980 (active population structure indices of 63.5
and 67.2, respectively).!

The average annual birth rate per 1,000 population declined
steadily from 1980-1985 (23.1) to 2000-2005 (18.0), and this
trend is expected to continue at least until 2010-2015. The gen-
eral mortality rate per 1,000 inhabitants also declined slightly be-
tween 1980-1985 (8.5) and 2000-2005 (7.9). The average num-
ber of children per woman decreased from 3.2 in 1980-1985 to
2.4 in 2000-2005, while the general fertility rate dropped from
97.0 per 1,000 women to 72.2 in the same period. It is estimated
that in 2010-2015, the number of children per woman will de-
crease to 2.2 and the general fertility rate will be approximately
66 per 1,000 women.

Life expectancy at birth has increased in the past 25 years. In
1980-1985 it was 70.2 years (66.8 for men and 73.7 for women),
while in 2000-2005 it averaged 74.3 (70.6 for men and 78.1 for
women).

IThe source of the basic data for this entire section is INDEC; based on them, the
demographic indices presented here were developed.

In 2001-2005, the Federal Capital and the provinces of Buenos
Aires, Catamarca, Cérdoba, La Pampa, La Rioja, Neuquén, Salta,
San Juan, San Luis, Santa Cruz, and Tierra de Fuego experienced
internal migration. In the same period, international migration
resulted in the net loss of 70,000 men and 30,000 women. The
2001 census enumerated 1,531,940 foreigners in Argentina
(699,555 men and 832,385 women). More than 900,000 came
from bordering countries, most (325,046) from Paraguay, fol-
lowed by Bolivia (233,464). Italians and Spaniards were the most
numerous among European immigrants, although they came to
Argentina as part of a long-standing process, and most of them
are older than 65 years old. According to INDEC data for 2005, the
indigenous peoples with the highest populations are the Mapuche
in Patagonia; the Kolla in Jujuy and Salta; the Toba in Chaco, For-
mosa, and Santa Fe; and the Wichi in Chaco, Formosa, and Salta.
These four peoples represent 53% of the 402,921 persons included
in the national survey. The rest of the population was divided
among 17 other indigenous peoples. At least one member in 2.8%
of the country’s households identified him- or herself as belong-
ing to or having descended from an indigenous group.

The general age-adjusted mortality rates are slightly higher in
the most depressed regions, especially for women. The adjusted
mortality rates due to malignant neoplasms are higher in the
provinces and regions with higher socioeconomic levels, which is
the reverse of the situation for infectious diseases. Upon analyz-
ing the standardized mortality rate for 1999-2001, statistically
significant higher rates were seen in the departments of the
Northeast for infectious diseases and external causes in both
sexes, and for cancer of the uterus in women. Malignant neo-
plasms have statistically significant higher rates in certain de-
partments of the provinces of Buenos Aires and Entre Rios, as
does suicide in certain departments in the country’s central and
southern regions (7).

In 2004, mortality from diseases of the circulatory system was
247.2 per 100,000 inhabitants in men and 229.0 per 100,000 in
women. The sharp decline in cardiovascular diseases between
1990 and 2004 and the increase in mortality from “other causes”
are noteworthy. National experts who were consulted agree that,
while a decline in real mortality from cardiovascular diseases has
been observed, much of the difference is due to a change in med-
ical certification practices, which has led to an increase in the
certification of respiratory insufficiency, which in this report falls
under “other causes.” This practice, then, masks an important
number of ill-defined causes, a problem which the health author-
ities are addressing. (See Table 4.)

The mortality rate from malignant tumors remained stable in
both men and women, as can be seen by comparing the 2004 and
1990 rates. Death rates from external causes decreased in both
sexes in 2004 as compared to 1990, but mortality from infectious
diseases increased during the period. Mortality from conditions
originating in the perinatal period dropped by almost half
between those two years. “Other causes” did increase during the
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TABLE 4. Mortality by broad groups of causes, by age group, Argentina, 2004.

Age group
Total 0-4 5-9 10-19 20-59 60 and older

No. % No. % No. % No. % No. % No. %

1. Circulatory
system 90,993 31 m 1 37 4 179 6 11,798 22 78,660 35
2. Malignant tumors 54,956 19 126 1 126 15 298 9 13,558 25 40,742 18
3. External causes 18,094 6 803 7 320 39 1,851 57 9,757 18 5,273 2
4. Childhood diseases 13,343 5 536 4 51 6 114 4 3,241 6 9,364 4
5. Perinatal 5,538 2 5,538 45 — — — — — — — —
6. Other 89,374 30 4,367 36 262 32 685 21 12,024 22 71,834 32
7. lll-defined 21,753 7 681 6 35 4 122 3,408 6 17,394 8

period, as did “ill-defined causes” The leading cause of death in
2002-2004 was cardiac insufficiency, followed by ischemic heart
disease in men and cerebrovascular disease in women. The two
causes responsible for most of the potential years of life lost
(PYLL) in both sexes were perinatal causes and congenital anom-
alies. The third leading cause in men was traffic accidents; in
women, it was cerebrovascular disease.

A report by a working group on mortality (still subject to re-
view and not yet published) analyzed the pace of change in po-
tential years of life lost (PYLL) between 0 years old and 75 years
old in 1997-2003. In men, PYLL due to ischemic heart disease
and cardiac insufficiency decreased by 4.3% and 6.2% per year,
respectively. An overall increase in mortality from septicemia, di-
abetes, acute respiratory infections, urinary tract diseases, and
especially, self-inflicted injuries (7.2% per year) and assaults
(5.7% per year) has been noted. In women, PYLL due to malig-
nant tumors of the breast and of the uterus decreased 2.5% and
3.6% per year, respectively. In both sexes, PYLL due to malnutri-
tion decreased by more than 3% per year.

The leading natural or human-caused threats to which the
country is exposed are floods (75%), storms (15.9%), urban fires
(7.4%), snowfall (5.2%), and forest or vegetation fires (3.8%), as
well as earthquakes, volcanic activity, and technological disas-
ters. The most severe floods occur in the River Plate Basin, which
includes the Parand, Paraguay, Iguazy, and Uruguay rivers and
their leading tributaries and minor outlets, and they affect the
provinces of Misiones, Corrientes, Entre Rios, Formosa, Chaco,
and Santa Fe, as well as the Pampa plains, where they affect the
provinces of Buenos Aires, La Pampa, the southern part of Santa
Fe, and the southern part of Cérdoba.

HEALTH OF POPULATION GROUPS
Children under 5 Years Old

There are 3,349,278 children in this age group, representing
9.2% of the country’s population. Between 1990 and 2004, infant
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mortality decreased 43.8%. Although deaths from avoidable
causes have declined, in 2000 they still accounted for nearly two
of every three infant deaths. In 2003, 53% of infant deaths were
due to conditions originating in the perinatal period, 22% to con-
genital malformations, 10% to conditions of the respiratory sys-
tem, 5% to infectious and parasitic diseases, and 3% to accidents.
In 2004, 57% of postneonatal mortality was avoidable with pre-
vention and appropriate treatment, and 56% of neonatal mortal-
ity was avoidable with timely diagnosis and treatment during
pregnancy and childbirth, and with diagnosis and treatment of
the newborn. In that same year, differences were observed among
provinces, with infant mortality rates ranging from 25.1 per
1,000 live births in Formosa (Northeast Region) and 21.8 in Cata-
marca (Northwest Region) to 4.1 in Tierra de Fuego and 8.7 in
the Federal Capital (8). The Northeast Region had the highest in-
fant mortality rate in 2004 (20.0 per 1,000 live births), and Patag-
onia Region had the lowest (12.2 per 1,000 live births). The un-
even distribution of infant mortality among the provinces, using
the Gini index, increased between 1990 and 2002, decreasing
again starting in 2002. A study classified infant mortality trends
at the departmental level in 1994-2003 into five categories:
markedly declining, moderately declining, indefinite, moderately
increasing, and markedly increasing (9). Even wider gaps are
seen when infant mortality is analyzed by the mother’s level of
education. In fact, during 2002-2004, the relative risk to infants
born to illiterate mothers in comparison with infants born to
mothers who had completed university training was 15.1 (infant
mortality rate of 97.6 per 1,000 live births in illiterate mothers
and 6.5 per 1,000 live births in university-educated mothers).
Based on data from the Ministry of Health’s National Directorate
of Health Statistics, it is possible to conclude that the relative risk
between these two groups in 1995-1997 was 10. The concentra-
tion coefficient in 2004, using the percentage of unmet basic
needs (UBN) as a socioeconomic variable, was —0.103.
Argentina’s infant mortality goal is the internationally
established MDG of reducing the 1990 infant mortality rate by
two-thirds by 2015; it is possible that the country will achieve it
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before the target date. The 2005 infant mortality rate of 13.3 per
1,000 live births was published in August 2006, showing progress
toward achieving the goal.

Mortality in children under 5 years old also has decreased in
the past 15 years. Between 1990 and 2004, it dropped from 29.6
deaths per 1,000 live births to 16.6 per 1,000 (or from 622.5 per
100,000 population to 365.9 per 100,000 population). In this
case, the Gini coefficient also showed an increased inequality
among jurisdictions, from 0.113 in 1990 to 0.132 in 2002, slightly
decreasing to 0.120 in 2003. The Government took on an addi-
tional goal when it signed on to the MDG to reduce inequalities
among jurisdictions in infant mortality and in mortality in chil-
dren under 5 years old by 10% between 1990 and 2015, as mea-
sured by the Gini coefficient.

In 2004, conditions arising in the perinatal period and con-
genital anomalies were responsible for 53% and 22% of deaths in
this age group, respectively; influenza and pneumonia were re-
sponsible for 4.0% and 4.2%, respectively.

Children 5-9 Years Old

According to the 2001 census, this population group totaled
3,471,217 (9.6% of the total population). In 2004 there were 831
deaths of children 5-9 years old, for a specific rate of 23.9 per
100,000 population, considerably lower than the 33.5 per 100,000
rate seen in 1990. External causes continue to rank as the leading
cause of death, representing 38.5% of all causes; 43.1% for males.
Traffic accidents were the leading cause of death in this group for
both females and males, followed by congenital malformations
in females and malignant neoplasms of the lymphatic tissue in
males.

Adolescents 10-14 and 15-19 Years Old

The 10-14-year-old group totaled 3,427,200 in 2001, and the
15-19-year-old group totaled 3,188,304 (9.5% and 8.8% of the
total population, respectively). That year, a total of 3,249 deaths
were recorded (1,003 in the group 10-14 years old and 2,246 in
the group 15-19 years old), with specific rates of 0.29 and 0.67,
respectively, and a male/female ratio of 2.1:1. In the group 10-14
years old, external causes were responsible for 40.7% of all
deaths, and for 63.5% in the group 15-19 years old. The suicide
rate was 16.65 per 100,000 population among males 15-19 years
old. For the group as a whole (10-19 years old), the leading cause
of death in males in 2002-2004 was homicide, and in females,
traffic accidents; the second leading cause in both sexes was sui-
cide. As of December 2005 there were 1,671 cases of HIV/AIDS
recorded in the country among 13-19-year-olds, with a male/
female ratio of 1.96:1 for diagnoses of AIDS and 0.8:1 for HIV-
positive diagnoses.

In 2004, the lifetime prevalence of alcoholic beverage con-
sumption in youths 12-15 years old was 38.7%; the lifetime prev-

alence of tobacco use was 11.2%. With regard to the use of illegal
substances, the prevalence was 0.8%; marijuana was far and away
the drug of choice for youths who consume these substances
(0.6%). Prevalences in the year prior to the survey were 34.0% for
alcohol, 8.7% for tobacco, and 0.7% for illegal substances. In
terms of consumption in the month prior to the survey, percent-
ages were 15.2%, 6.4%, and 0.2%, respectively (10).

Among adolescents 14-19 years old, 61.4% reported that they
had had sexual relations at least once (68.4% among males and
54% among females). The average age at the time of first relations
is 15 years old (15.1 in females and 14.8 in males). Some 73.3%
of adolescents used a condom the first time they had sexual rela-
tions (11).

In 2004 there were five deaths among adolescents 10-14 years
old due to problems related to childbirth and 24 in the group
15-19 years old; the number of live births for mothers 10-14
years old was 2,629, and 103,809 in the group 15-19 years old. Of
live births in 2004, 14.6% had mothers under 20 years old.

Adults 20-59 Years Old

In 2001, there were 17,952,174 persons aged 25-59 years
(49.5% of the total population). Between 1990 and 2004 there was
a decline in mortality rates due to malignant neoplasms in men
and women in this age group, and an increase in mortality from
infectious diseases. The leading cause of death in men in 2002-
2004 was ischemic heart disease and in women, malignant neo-
plasm of the breast; the second leading cause for both sexes was
cerebrovascular disease. In 2005, 72.7% of women 18-59 years old
with unmet basic needs (UBN) had only public health service cov-
erage; among men in this age group, the percentage was 67.8%.
Among women without schooling, 68.5% had only public health
service coverage, as compared with 9.8% of women who had com-
pleted university studies; in men the percentages were 64.8% and
9.6%, respectively. The prevalence of tobacco use among poor
women with UBN was nearly the same as that of women whose
basic needs are met (30.4% and 29.4%, respectively), but they had
much lower rates of giving up tobacco use (7.9% and 13.9%, re-
spectively); this difference is accentuated when the proportion of
former smokers among uneducated women (4.3%) is compared
to that of university graduates (17.3%). In men, the proportion of
smokers among the poor (48.1%) is higher than among those
whose basic needs are met (37.5%). In both groups, the propor-
tions of former smokers were 15.1% and 17.6%, respectively.
Among men, the significant difference in the proportion of former
smokers by level of education (13.0% of those without formal
schooling and 23.8% of those with university degrees) remained
the same. Just 19.6% of the poorest women had ever had a mam-
mogram, as compared to 44.9% of those whose basic needs are
met. The proportion of uneducated women who had had this test
was 17.5%, as compared to 64.4% of those with university de-
grees. In terms of prevention of cervical cancer, 62% of women
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with UBN had had a Papanicolaou test as compared with 78.1% of
those whose basic needs were met. Some 57.2% of uneducated
women had had a Papanicolaou test, while 90.8% of women with
university degrees had had one.

The proportion of uneducated women who fail to protect
themselves during sexual relations was 39%, while the propor-
tion of those with university degrees was 29%. For males, behav-
ior in terms of protection during sexual relations is similar to that
of women (28.7% with UBN and 26.9% with basic needs met),
but it is markedly worse when considering the level of education
(55.4% among those without formal education and 31.5% among
those with university degrees) (12).

Maternal mortality has changed little in the past decade (see
Table 3), and the national rate was approximately 40 deaths per
100,000 live births. Nevertheless, there are differences among the
provinces, with much higher figures seen in the Northeast and
Northwest (Corrientes 104, La Rioja 136, and Jujuy 131); the fig-
ure in the Federal Capital was 20 in 2004. The Gini coefficient was
0.303 that year, which indicates a marked inequality in the distri-
bution of maternal mortality among the Argentine provinces.
The concentration coefficient in 2004, using the percentage of
UBN as a socioeconomic variable, was —0.234 (8).

Older Adults 60 Years Old and Older

The percentage of persons older than 60 years old in 2001 was
13.4% (4,871,957); the percentage of those older than 65 years
old was 9.9%, and the percentage of persons older than 80 years
old was 2.1%. Between 1990 and 2004, mortality from infectious
diseases increased and mortality from external causes decreased
for men and women in this age group. Cardiac insufficiency was
the leading cause of death in men and women; the second lead-
ing cause was ischemic heart disease in men and cerebrovascular
disease in women. Life expectancy at 65 years old in men was 14
years and in women it was 19 years, while for individuals 80 years
old it was four years in men and six in women.

In 2001, 19.6% of persons 65 years old and older lived alone,
44.6% lived in nuclear family households (just the couple or
one or both partners with unmarried children), 34.9% lived in
extended- or blended-family households, and 0.9% lived in non-
family households, a category that may include old-age homes
and residences for the elderly not identified as such. In May 2002,
30.3% of older adults who lived in urban areas lived below the
poverty line. In 2001, 81.3% of the population over 65 had health
coverage through social security, a health insurance plan, or mu-
tual insurance. According to the National Survey of Risk Factors
for Noncommunicable Diseases, in 2005, among women over 60
years old with UBN, 52.7% did not have social security coverage,
as opposed to 11.3% of women whose needs were met; 54.4% of
the former perceived their overall health as average or poor, as
opposed to 40% of the latter (12). Of persons over 65 years old
living in urban areas, 46.6% were members of the National Insti-
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tute for Social Security for Retired People and Pensioners (PAMI,
by its Spanish acronym), 12.5% were not enrolled in any plan
(neither PAMI, social security, prepaid health insurance plan, nor
mutual insurance), and the rest were covered by some other social
security plan or mutual insurance plan (a combination of PAMI
and social security or private health insurance plans). Between
2001 and 2005 there was a 6.2% increase in health coverage of one
type or the other for older adults, although in 2001 the informa-
tion came from the census and in 2005 it came from a survey. Of
this population group, 12.7% needed assistance from third par-
ties to carry out activities of daily living or instrumental activities
of daily living (or everyday activities such as the ability to make
purchases, prepare food, do housework, handle finances).? In the
group 65-69 years old, 5.4% needed assistance from third par-
ties; this figure increased to 9.6% in the group 70-79 years old
and to 30.9% among those older than 80 years old.

Workers

Insurers of occupational risks, who provide health coverage to
workers, reported 494,847 accidents in 2004, 19.4% more than in
2003; 83.5% were accidents in the workplace; 0.16% of them
ended in death (12% more than in 2003). The highest accident
rates are in the construction industry, with an incidence index of
on-the-job accidents and occupational illnesses (I AT/EP, by its
Spanish acronym) of 165; the index reflects the number of work-
ers injured because of work or while working in a one-year pe-
riod, for every 1,000 workers covered. Manufacturing industries
rank second, with an IT AT/EP of 116, and agriculture, third, with
an II AT/EP of 113. If one considers the index of incidence of
decedents (IIf), however, which reflects the number of injured
workers who die because of work or while working in a one-year
period, for every million workers covered, the activities with the
highest numbers of deaths are mining and quarrying (IIf 600.6),
with construction coming in second (IIf 317.1), and agriculture,
third (IIf 286.9). The highest index of on-the-job accidents is
found in small and midsized enterprises (13).

Because of the 2001 crisis, many formal-sector workers lost
their jobs and joined the ranks of those working in the informal
labor sector, with 446,686 workers leaving the Insurers of Occu-
pational Risk coverage system (13). Consequently, a high per-
centage of the population was left without health coverage and
had to rely on overextended public health services, and this crisis
was aggravated by the lack of medical supplies.

Urban trash recyclers became entrenched as a result of the cri-
sis. Work and sanitary conditions for this group, which operated
outside the formal employment systems, deserve special atten-
tion. There are many children and adolescents who work this way

*This functionality in the elderly is measured with the IADL scale developed by
M. P. Lawton and E. M. Brody and that evaluates independence, partial depend-
ence, and total dependency levels.
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in the country’s cities (50% of all recyclers in the autonomous
city of Buenos Aires) (14), and they are exposed to infectious
agents and toxic substances, and run the risk of accidents, cuts,
and skin problems.

It was estimated that in 2001, 4.7% of children 5-14 years old
(6.6% of males and 2.9% of females) worked and that 3.6%
worked fairly regularly. There were considerable differences by
age and sex, however. In the group 10-14 years old, 7.8% worked,
while in the group 5-9 years old, 1.7% worked; 65% of these chil-
dren helped their parents, relatives, or neighbors, and 35%
worked outside their immediate social circle. One of the principal
consequences of child labor is that children drop out of school or
must repeat grades. Of the children who worked during the year,
7.1% did not attend school, a threefold rate than that for the
group of children who did not work (2.1%) (4).

A 2005 study on the behavior of sex workers in Argentine
cities (15) showed that the average age for starting this line of
work was 20.9 years, three years younger for men and transves-
tites. Financial need, along with the impossibility of obtaining
other work, were the main reasons for entering sex work; accord-
ing to the same study, the need to acquire money to acquire drugs
was not an important reason for entering this type of work. Of
those surveyed, 93.8% reported that they always used a condom
during vaginal sex, 90.3% during anal sex, and just 8.5% during
oral sex. Of those surveyed, 88.9% said they had had the HIV test
at some point; the percentage dropped to 78.4% among men.

Persons with Disabilities

In 2002-2003, 7.1% of the population that lived in localities of
more than 5,000 inhabitants had some type of disability; 20.6%
of the households in these localities included at least one person
with a disability. In the Cuyo (8.9%), Pampan (7.9%), and North-
west (7.6%) regions, the percentage of the population with a dis-
ability was higher than the national average. Of the population 65
years old and older, 28.3% had some type of disability. Some
73.9% of persons with disabilities had just one disability, 20.2%
had two, and 5.9% had three or more. About 32% were motor dis-
abilities, 14% were visual disabilities, 12% were auditory disabil-
ities, and 12% were mental disabilities. Some 38.4% of persons
with disabilities did not have any social security coverage and
just 14.6% had a disability certificate (16).

Ethnic Groups

Argentina’s health statistics are not broken down by ethnic
group, and that impedes having the necessary information for a
precise diagnosis of the health status of the country’s indigenous
peoples. The Ministry of Health implemented the National Health
Program for Indigenous Peoples, aimed at taking actions based
on respect for cultural diversity. The provinces in which this pro-
gram is being carried out are Chaco, Formosa, Jujuy, Misiones,

Salta, and Tucumdn. The program seeks to strengthen the role of
the health promoters; promote the creation of intercultural op-
portunities; generate cultural awareness among health teams;
foster environmental improvement, care, and protection; imple-
ment health education activities; improve food and nutritional
safety; and coordinate actions with other ministerial programs
and entities (17). The report on the HIV/AIDS situation in 2005
included the results of a study of behavior and knowledge about
the disease among native peoples (18). HIV is seen as an “exter-
nal problem,” a “white problem;” ignorance about the disease and
failure to use condoms are widespread in this population (19).

HEALTH CONDITIONS AND PROBLEMS
COMMUNICABLE DISEASES

Vector-borne Diseases

No cases of yellow fever have been recorded in the country
since 1966; since 1998, serologic studies conducted on samples
that tested negative for dengue and other arboviruses also have
tested negative for yellow fever. In July 2001, the National Epi-
demiologic Surveillance System issued a warning about the exis-
tence of an epizootic that had begun two months earlier in
howler monkeys in land bordering the state of Rio Grande do Sul,
Brazil. Well-defined ecological niches, the absence of adequate
surveillance, and low coverage with yellow fever vaccine were
seen as warranting fear of a jungle yellow fever risk scenario sim-
ilar to that experienced in 1966. In addition, high indices of Aedes
aegyptiin large cities near the border increased the risk, because
of the possibility of urbanization of yellow fever. In response, vac-
cination was stepped up, and 98.9% coverage was achieved in the
risk areas. The house indices of A. aegypti infestation fell below
2% in the communities in the risk area.

Between 1997 and late 2005 there were 2,799 cases of dengue
and five outbreaks, in 1998, 2000, 2002, 2003, and 2004; there
were 1,522 cases reported in 2004. The provinces of Salta, Jujuy,
Formosa, and Misiones reported autochthonous cases; 72.5% of
the cases during that period were in the province of Salta. The 34
cases reported in 2005 were considered to be imported from
neighboring countries. In 1998-2004, serotypes DEN-1,2, and 3
circulated; in 1998, DEN-2; in 2000 and 2002, DEN-1; in 2003
DEN-1,2,and 3 (in the province of Salta); and in 2004, DEN-3.In
April 2006, an outbreak of dengue was declared in the provinces
of Misiones, Formosa, Salta, and Jujuy, with almost 300 suspected
and 56 confirmed cases; the outbreak concentrated in Puerto
Iguazt, with serotype DEN-3 being identified.

In terms of controlling the transmission of Trypanosoma cruzi
as a way to combat Chagas’ disease, there are very different situ-
ations in the country, ranging from zones where transmission has
been interrupted to zones with reliable proof of vector transmis-
sion through reporting of acute cases requiring vigorous control
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actions. It is estimated that approximately 4,810,000 persons in
962,000 homes in 19 provinces live in endemic zones, albeit con-
centrated in periruban and rural areas. The poorest sectors are
the most affected.

The provinces have been classified into the following categor-
ies: seven provinces are considered to be at high risk (Formosa,
Chaco, Santiago del Estero, Cérdoba, La Rioja, San Juan, and Men-
doza); seven are considered to be at moderate risk (Salta, Tu-
cumadn, Catamarca, San Luis, Santa Fe, Corrientes, and Misiones);
five are considered to be at low risk (Jujuy, Entre Rios, La Pampa,
Neuquén, and Rio Negro), in which interruption of vector trans-
mission has been certified; and the rest are considered only at risk
for non-vector transmission. In 2004, the indices of house infesta-
tion by Triatoma infestans in high-risk provinces ranged from 5%
to 26%. Coverage of control in blood banks was increased, and a
prevalence of 3.2% (1%-13%) was found. The identification of in-
fected pregnant women has not been optimal, and just 15% of the
1,500 potentially infected and treatable newborns are detected
each year. The leading impact indicator—prevalence in children
under 5 years old—was 4.2% as measured in 13 provinces. Future
goals for the Chagas’ control program are shown in Table 3.

At this writing, Argentina’s endemic region for malaria consists
of a moderate-risk zone that includes the departments of Ordn and
San Martin, province of Salta, encompassing some 28,000 km?,
with an annual parasite index of less than 1%. The low-risk zone
includes the rest of the province of Salta and the provinces of Jujuy,
Misiones, and Corrientes. In 2000, there were 440 positive samples,
215in2001,1251in 2002, 124 in 2003, 116 in 2004, and 215 in 2005.
Between 50% and 75% of cases are imported.

Under the framework of the Argentina/Bolivia Agreement for
Bilateral Technical Cooperation, surveillance and control activities
have been undertaken with personnel from the National Coordi-
nating Office for Vector Control in slightly more than 140 Bolivian
border localities since 1996. In 2006 there was an outbreak of
malaria in the Puerto Iguazi area, province of Misiones, near the
border with Paraguay and Brazil; the outbreak was concurrent
with an outbreak of classical dengue in the area, and 14 cases of
malaria were detected. The surveillance and control actions car-
ried out by the national and provincial programs included vector
control through spatial spraying of insecticides and actively
searching for undetected cases in the population.

Since hantavirus was first detected in Argentina in 1992, 714
cases have been confirmed. Reports of cases are on the rise—in
2002, 89 were reported. Several species and types of hantavirus
that cause disease in humans have been described in the country:
Andes virus; three Andes-like viruses (Hu39694, Lechiguanas,
and Ordn); Laguna Negra-like virus; and Bermejo virus. Three
endemic regions have been identified: Salta and Jujuy in the
northern region; Buenos Aires, Santa Fe, and Entre Rios in the
central region; and Neuquén, Rio Negro,and Chubut in the south-
ern region. The hantavirus increase mostly occurred in the cen-
tral region, which had 60% of the reported cases; the southern
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and northern regions remained stable. Variations in the behavior
of rodent populations in each risk area result in differences in the
dynamic of the disease from region to region that, in turn, make
case emergence seasonally specific to each region. Cases increase
between April and June in the south and center regions, and be-
tween October and December in the northern region. For the
timely identification of cases, surveillance of nonspecific febrile
syndrome was implemented as an initial measure in provinces
that had seen cases. In 2004 and 2005 new areas were identified,
such as along the Uruguay River in Entre Rios, the northern
stretch of the Parand River in Misiones, and the city of Santa Fe.

In 1993-2005, 1,747 cases of Argentine hemorrhagic fever
were reported, and 641 were confirmed. After a spike in 1998, re-
ports of cases steadily dropped until 2005, when a new increase
was recorded. The original fatality rate of Argentine hemorrhagic
fever, which exceeded 50%, was reduced to 30% after maintenance
therapy was standardized, and then fell to 2%-12% with the avail-
ability of the specific treatment (immune plasma). The develop-
ment of the attenuated live Junin virus vaccine (Candid #1), and
its administration to the population at highest risk, was an im-
portant achievement in decreasing the incidence of the disease:
comparing pre-vaccine and post-vaccine 10-year periods, on av-
erage cases decreased from 9.8 per 100,000 population to 2.6.

The Saint Louis encephalitis virus has been recognized in
Argentina since 1963. Retrospective serologic analyses conducted
on temperate-zone patients showed the appearance of acute
febrile illnesses associated with this virus in 0.9% to 1.8% of sub-
jects. Just seven cases were reported between 2002 and 2004. In
January 2005, an outbreak was declared in the province of Cér-
doba, with 55 cases (mainly in the capital and Greater Cérdoba)
and nine deaths. The virus was isolated in a batch of Culex quin-
quefasciatus mosquitoes captured in the homes and surrounding
area of the cases. In 2006, cases were reported in the provinces of
Cérdoba, Santa Fe, and Entre Rios.

Vaccine-preventable Diseases

Argentina remains free of poliomyelitis and measles. The last
recorded case of poliomyelitis from wild poliovirus was seen in
1984, and the last case of measles was reported in 2000. Regional
surveillance indicators established by PAHO are, for the most part,
being satisfactorily met and, since 1995, vaccination coverage has
exceeded 90%, although both the indicators and the cover-age
vary somewhat from province to province. For example, in 2004
the coverage for DPT-Hib (diphtheria, pertussis, tetanus, and
Haemophilus influenzae type b) reached a national average of
95.3%, but two jurisdictions (autonomous city of Buenos Aires
and San Juan) had coverage under 90%. For the triple viral vac-
cine (measles, mumps, and rubella), the national average was
100%, but the province of Chubut only reached an 88% coverage.

Neonatal tetanus is no longer a public health problem as de-
fined by PAHO (less than 1 case per 1,000 live births); cases of
tetanus in all ages decreased from 220 in 1980 to 14 in 2005.
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With the exception of pertussis, practically all the vaccine-
preventable diseases have shown a marked decline in the past
since the mid-1990s (1996-2005). Only pertussis outbreaks were
observed in 2003-2005 in at least four provinces: Catamarca and
Neuquén in 2004, and Salta and Tucumdn in 2005. The highest
attack rates were recorded in children under 5 years old, and they
were concentrated in children under 1 year old, although cases
also have been reported in adolescents and adults.

The rubella vaccine was introduced into the national vaccina-
tion system in 1998, with two doses of the triple viral vaccine (at
one year and upon starting school). In 2003, use of the MR vac-
cine (measles and rubella) was initiated for all women immedi-
ately after delivery or immediately after abortion, and at the age
of 11 for all children who had not had at least two doses after the
age of 1. Coverage achieved since the introduction of the vaccine
were between 90% and 100%. To eliminate congenital rubella
syndrome, a national rubella vaccination campaign targeting all
women 15-39 years old (estimated at 7,400,000) and at-risk men
was proposed for September and October 2006.

Argentina is surrounded by countries with moderate en-
demicity and foci of high endemicity for hepatitis A. As a result,
the hepatitis A vaccine was introduced into the national vaccina-
tion system in 2005; all children are administered a single dose at
12 months of age. An evaluation is planned to measure the effect
of this strategy and help decide whether a second dose is needed.
According to data from the National Epidemiologic Surveillance
System, 63,006 cases of hepatitis A and non-specific hepatitis
were reported (173.8 per 100,000 inhabitants) in 2004. This indi-
cated an increase with respect to 2003 (139 per 100,000 inhabi-
tants). In 2004 the Northwest and Cuyo regions had rates higher
than the national rate (251 and 201, respectively).

With PAHO support, Argentina initiated surveillance of ro-
tavirus diarrhea in sentinel centers in 2004. Partial results indi-
cate that rotavirus disease is an important public health problem
in the country. Several studies have been conducted to analyze
the burden of rotavirus disease (20, 21, 22). The National Regula-
tory Authority has registered the rotavirus vaccine; it has been
administered in the private sector since early 2006, but its inclu-
sion in the national system over the short term is not expected.

Intestinal Infectious Diseases

There are little data on the prevalence of intestinal parasito-
sis in Argentina. A 2002 study conducted in extremely poor areas
in Santa Fe showed a prevalence of ascaridiasis in schoolchildren
in excess of 80% (23).

Chronic Communicable Diseases

New cases of tuberculosis in all its forms have been decreas-
ing, with 38.1 per 100,000 population in 1990 and 29.1 per 100,000
in 2005. That same year, the provinces with the highest rates were
Salta (79.4 per 100,000 population), Jujuy (70.5), and Chaco

(48.2); those with the lowest were Mendoza (7.9), San Juan, and
La Rioja (8.7 in each case).

In 2003-2004, the concentration coefficient, using unmet
basic needs (UBN) of Argentina’s departments as a socioeco-
nomic variable, was 0.22. Approximately 35% of tuberculosis
cases were seen in 20% of persons living in departments with
higher percentages of UBN. In 2005, 85.3% of tuberculosis cases
were pulmonary, 13.3% affected children under 15 years old, and,
among the pulmonary cases in individuals over 15 years old,
72.6% were bacteriologically confirmed. That same year, eight
cases of tuberculous meningitis were reported in children under
5 years old, seven of whom lived in the province of Buenos Aires.

In 2005, 3.9% of persons living with AIDS were co-infected
with tuberculosis (445 cases of tuberculosis in 11,242 AIDS
cases), a similar figure as seen in 2003 and 2004 and lower than
that recorded in 2001, when the highest percentage, 6.4%, was
reached. The mortality rate from tuberculosis fell from 3.6 to 2.2
cases per 100,000 population, for a drop of 39.8% between 1990
and 2004. The provinces with the highest mortality rates in
2003-2004 were Jujuy (9.0 per 100,000 population), Formosa
(7.1), and Chaco (6.1); those with the lowest mortality rates were
La Pampa (0.6), La Rioja (0.7), and Neuquén (0.9).

In 2003, information was collected on treatment results of
78.5% of tuberculosis patients with positive bacilloscopy. Among
them, the success rate was 76.6%, the abandonment rate, 10.8%,
and the mortality rate, 6.9%. There were five jurisdictions with
abandonment rates higher than the national average, including
the province of Buenos Aires and the autonomous city of Buenos
Aires, which had 39% of the evaluated cases with positive bacil-
loscopy, with abandonment rates of 14.4% and 12.8%, respec-
tively. The provinces of Formosa, Mendoza, and Corrientes had
abandonment rates of 13.5%, 15.1%, and 26.3%, respectively. Of
patients with positive bacilloscopy, 57.8% received Directly Ob-
served Treatment, Short Course (DOTS), with variations from 0%
to 100%, depending on the jurisdiction. In eight jurisdictions,
DOTS coverage exceeded 95%: the five jurisdictions of the south-
ern region (Tierra del Fuego, Santa Cruz, Chubut, Rio Negro, and
Neuquén), Chaco, Santa Fe, and Cérdoba. Yet, four jurisdictions
had DOTS coverage below 40%: the autonomous city of Buenos
Aires (33.9%), the province of Buenos Aires (31.3%), Misiones
(23.6%), and Santiago del Estero (0%). Progress toward the MDG
pertaining to tuberculosis is shown in Table 3.

Leprosy, which is endemic in Argentina, is distributed in 12
provinces, mainly in the provinces of Northeast, Northwest, and
Central; the disease is considered to be of moderate magnitude in
the country. The trend in case detection stabilized in the 1990s at
450-500 new cases per year; the prevalence decreased from 0.82
per 10,000 population in 1997 (the year that marked achievement
of the goal of eliminating leprosy as a public health problem) to
0.22 per 10,000 in 2005. In the latter year the prevalence/detec-
tion quotient was 1.5, while in 1997 it was 5.3. Multibacterial
forms predominate in persons older than 15 years old, and there
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was a decreasing number of cases with grade 2 disability at the
time of diagnosis. The current strategy, with a national preva-
lence under 1 per 10,000 population, gives priority to active case
search and the estimation of hidden prevalence.

Acute Respiratory Infections

In 1997-2005, between 800,000 and 1 million cases of
influenza-type syndrome per year were reported to the Na-
tional Epidemiologic Surveillance System. The epidemic years
were 1999,2003, and 2004, and in those years hospitalizations in-
creased to the overflow point, especially in pediatric hospitals. In
2005, 959,046 cases of influenza-type illnesses were reported, for
a rate of 2,644.9 per 100,000 population. That same year, labora-
tory surveillance of 22,480 samples from patients with acute
lower respiratory infection established 2.8% of positive diag-
noses for influenza A and 0.5% for influenza B; in 2,436 sam-
ples from patients with influenza-type syndrome detected in the
sentinel units, 5.6% of diagnoses were positive for influenza A
and 1.1% were positive for influenza B.

HIV/AIDS and Other Sexually Transmitted Infections
Estimates made in 2005 by the Joint United Nations Program
on HIV/AIDS (UNAIDS), the World Health Organization (WHO),
and the National Program Against Human Retroviruses, AIDS,
and Sexually Transmitted Diseases showed that approximately
127,000 (numbers ranging from 115,000 to 134,000) persons
were living with HIV/AIDS in Argentina, 60% of whom were un-
aware of their serologic status. Between 1982, when the first case
was recorded in the country, and December 31, 2005, 30,496
cases of AIDS and 32,411 HIV-infected persons were notified to
the National Program. The leading characteristics of the epi-
demic in Argentina are: 1) it increasingly affects women, which
increases the risk of vertical transmission, and the highest con-
centration of cases occurs in sexually active age groups; 2) it es-
sentially affects the economically active age groups in both sexes,
that is, individuals 25-34 years old; 3) it is increasingly being
transmitted through heterosexual relations (55.6% of cases in
2004),and 4) it affects the poorest and least educated sectors. The

incidence of HIV infection shows a rising trend, with values of
1.5 per 100,000 population in 1990, 4.03 in 2000, and 10.01 in
2004. The male/female ratio for AIDS dropped from 6.5:1 in 1990
to 2.4:1 in 2004; for HIV infection it was 1.3 men for every
woman in 2004. Fully half of persons living with AIDS are 25-34
years old. Children under 13 years old represented 9.7% of the
total recorded cases, with 94.8% of them caused by vertical trans-
mission. AIDS is concentrated in the main urban centers: Greater
Buenos Aires, Rosario, Cérdoba, and Santa Fe. The mortality rate
from AIDS in 2004 was 3.8 per 100,000 population.

In terms of other sexually transmitted infections, 675 cases of
congenital syphilis were reported to the National Epidemiologic
Surveillance System in 2002; in 2003, 742 cases were reported,
and in 2004 and 2005, 838 and 583, respectively, for rates of
0.9-1.2 per 1,000 live births. The most seriously affected regions
were Northwest and Northeast, especially the latter, where the
rates in 2002-2005 were 4.5, 3.7, 2.6, and 2.1 times higher than
the overall national rate. Table 5 shows rates of congenital
syphilis and other sexually transmitted infections, by region, be-
tween 2002 and 2005.

Zoonoses

In 2005, programs were developed to prevent the entry of
avian flu and bovine spongiform encephalopathy into the
country; a drill was held with public and private sector institu-
tions to prepare for the possibility. The program for the control of
foot-and-mouth disease continues to be implemented through-
out the national territory, in order to hold on to the “free with vac-
cination” status. Animal rabies remains endemic in the coun-
try’s north, with cases reported in dogs and bovines in the
provinces of Jujuy and Salta. In 2005, 66 cases of animal rabies
were reported nationwide (34 in bovines, 16 in dogs and cats, 8 in
bats, and 8 in other animals).

In April 2006, an outbreak of West Nile virus in horses was
declared in the province of Entre Rios, the first time such an out-
break had been seen in Argentina. Detection and laboratory di-
agnosis were rapid and the surveillance system was activated.
The country has human and laboratory resources for diagnosing
infection with this virus.

TABLE 5. Rates? of congenital syphilis and other sexually transmitted infections (STls), by region, Argentina, 2002—2005.

Congenital syphilis Other STls

2002 2003 2004 2005 2002 2003 2004 2005
Central 0.5 0.8 1.0 0.8 41.0 394 337 30.0
Cuyo 0.1 0.1 0.6 0.5 293 28.6 41.6 23.0
Northeast 45 4.2 32 1.7 236.7 313.0 371.9 339.8
Northwest 1.0 0.8 1.3 0.9 287.6 310.8 344.2 274.3
South 0.3 0.4 0.2 0.3 445 49.8 59.7 66.1
Total 1.0 11 1.2 09 86.8 95.7 102.9 88.4

2Rates for congenital syphilis are presented per 1,000 live births; rates for other STls are presented per 100,000 population.

Source: National Epidemiologic Surveillance System, Ministry of Health.
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TABLE 6. Nutritional and metabolic deficiencies (%), by region, Argentina, 2005.

Greater

Argentina  Buenos Aires Cuyo Northeast Northwest Central South
Low weight-for-age 3.8 33 40 5.8 39 3.7 2.6
Low height-for-age 42 3.7 35 48 4.0 49 3.6
Low weight-for-height 1.2 1.1 2.8 1.2 1.2 1.1 1.0
High weight-for-height 6.6 8.3 5.1 3.0 44 1.2 6.3
Anemia in children 6 months to 5 years 15.9 17.9 10.0 22.1 14.0 13.8 15.6
Anemia in children 6 to 23 months 33.2 349 235 33.2 44.0 30.1 30.9
Overweight, women 19-49 years 24.9 24.8 24.4 20.2 28.1 24.9 26.5
Obesity, women 19-49 years 19.4 18.2 15.9 211 20.4 20.5 22.6
Anemia, women 10-49 years 171 20.6 14.7 21.8 15.7 12.6 16.2
Cholesterol >170 mg/dl, women 10-19 years 215 232 30.5 19.4 19.9 34.3 17.0
Cholesterol >200 mg/dl, women 20-49 years 234 21.2 12.0 19.8 17.3 28.1 20.4

Source: 2005 National Health and Nutrition Survey.

NONCOMMUNICABLE DISEASES

Metabolic and Nutritional Diseases

According to the Ministry of Health’s 2005 National Nutrition
and Health Survey, almost half of Argentine women are over-
weight or obese (Table 6). A study covering four cities in Argen-
tina’s central area showed that between 22.4% and 30.8% of per-
sons older than 20 years old were obese, and between 6.5% and
7.7% of them had diabetes mellitus (24). According to the data
from the National Survey of Risk Factors for Noncommunicable
Diseases (2005), 15.8% of the uneducated population older than
18 years old said they had hyperglycemia, as opposed to 5.3% of
university graduates.

Cardiovascular Diseases

Various blood pressure studies showed wide variability in the
prevalence of hypertension. In a study conducted in Cérdoba in
persons 15-85 years old, the prevalence was 29.9%; just 13.0% of
hypertensive individuals were being treated and under control
(25). In another study involving four cities in the country’s cen-
tral area, the prevalence of hypertension in individuals over 20
years old ranged from 27.9% to 43.6%; the prevalence of hyper-
lipidemia ranged from 24.2% to 36.4%. According to the Min-
istry of Health’s 2005 National Nutrition and Health Survey, ap-
proximately one woman in five aged 10-49 years old has high
cholesterol.

According to the National Survey of Risk Factors for Noncom-
municable Diseases (2005), 56.8% of the uneducated population
had had their cholesterol checked at least once and, of those,
44.4% said it was high. The proportions were 79.1%, and 26%
among those who had completed university training. Among Ar-
gentineans older than 18 years old with no schooling who were
interviewed, 49.2% said they did not have high blood pressure, as
opposed to 72.7% of university graduates.

Malignant Neoplasms

Between 1997 and 2004, malignant neoplasms were the sec-
ond leading cause of death, after diseases of the circulatory sys-
tem, and represented 18%-19% of all deaths. Between 1980 and
2001, the mortality rate from lung cancer declined by approxi-
mately 1% per year in men. In women, however, rates rose ap-
proximately 1.5% per year, except in Cuyo, where the rates re-
mained virtually the same. In terms of breast cancer, mortality
rates have declined in women under 65 years old since 1991, but
they increased 1.6% per year among women older than 74 years
old starting in 1980. In the country as a whole, and more so in
certain provinces, cancer of the uterus is a serious public health
problem. Since 1991, a small decrease in mortality from this can-
cer has been noted, except in the Northwest region, where there
was a slight increase of 0.2% a year.

OTHER HEALTH PROBLEMS OR ISSUES

Disasters

The database of the country’s disasters in recent years showed
that floods prevailed. In areas vulnerable to floods, community
leaders were trained in risk management so they could come up
with the solutions most appropriate for their natural, economic,
social, and political context (26). The worst natural disaster in re-
cent years was doubtless the flood in the city of Santa Fe in April
2003, which left more than 30% of that city’s population under
water, and resulted in 75,036 people being evacuated, 20,000
homes damaged, and 13% of available hospital beds lost.

Violence and Other External Causes

The Ministry of Justice’s Victimization Survey, conducted in
the autonomous city of Buenos Aires in 2003, showed that 37.5%
of persons older than 14 years old said they had been the victim
of at least one crime (mostly crimes against property), a lower
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figure than ones seen in 2000, 2001, and 2002, according to the
National Directorate of Crime Policy.

The Injury Surveillance System was put in place in September
2004; by June 2006, 36 sentinel units had been included. Data ac-
cumulated up to that date on 27,836 accidents indicate that
81.3% were unintentional, 10.4% were intentional against others,
1.7% were self-inflicted, and the rest, undetermined. Most acci-
dents are concentrated in persons 15-29 years old (34.6%) and in
persons 30-44 years old (19.6%); 68.4% are minor, 25.9% are
moderate, and 5.7% are serious. Men are the victims in 66.9% of
accidents, the male/female ratio is of 2.02:1, and 0.56% of injury
events cause death, with a male/female ratio of 2.8:1.

Mental Health and Addictions

There are no updated national epidemiologic data on mental
health, except for the results of the disabilities survey. In 2004,
7.8% of the population 16-65 years old had consumed an illegal
psychoactive substance at least once, 2.1% had done so in the
year before the survey, and 0.8% had done so in the month before
the survey. Marijuana and cocaine are the most used substances,
in that order.

Oral Health

Based on prior favorable experiences, such as a more than
40% reduction in the DMF (decayed, missing, and filled teeth)
index in the province of Santa Fe between 1990 and 2000, the
fluoridation of water for human consumption in provinces that
require it was reactivated in 2005. It is expected that in 2010,
about 50% of the population will be receiving fluoridated water.
Moreover, the criteria for conducting an epidemiological survey
in all the provincial jurisdictions were standardized.

Hemolytic Uremic Syndrome

The rate of hemolytic uremic syndrome among children under
5 years old was approximately 8.5 per 100,000 children in this age
group between 1995 and 2000; since 2001 it has never fallen below
10.4, and it peaked in 2005 (13.9). The mortality rate remained
stable in 1995-2005, with an average of 3.3%, a minimum of 2.2%
in 1998, and a maximum of 4.8% in 2001. In 2005 the mortality
rate was 3.4%. In 2005, 464 cases of hemolytic uremic syndrome
were reported, 62% in children under 2 years old. The majority of
cases occurred in the warm months (55%). The provinces with
the highest hospital-reporting rates were La Pampa (34.4 per
100,000 children under 5 years old) and Neuquén (31.6).

RESPONSE OF THE HEALTH SECTOR

Health Policies and Plans

Since 2002, a Consultative Council has provided a forum for
discussion and for forging national-level agreements on health
matters with the country’s various sectors. The Council ranks in-
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clude various players connected to the health system, including
representatives of community organizations; health providers, fi-
nancers, and professionals; universities; and well-respected insti-
tutions and individuals. The Council also has four standing com-
mittees: Human Resources, Costs and Financing, Technology, and
Noncommunicable Diseases.

By constitutional mandate, the provinces are responsible for
caring for the population’s health. The municipalities, especially
those with the highest populations and greatest economic re-
sources, also plan and implement health activities. The transfer,
in the early 1990s, of a group of hospitals and specialized insti-
tutes from the federal Government to the provinces was one of
the last stages in the decentralization of the health services. This
complex process resulted in varying levels of hospital autonomy,
administrative and financial management, human resources
policies, and services delivered to the population. In turn, this di-
versity made it impossible to offer a standard coverage of public
health care for all the population. Moreover, geographic location
also affects access to public health units.

In the provinces, the performance of essential public health
functions is the responsibility of ministries or secretariats of
health, with institutional development varying according to the
size of the population and the available resources. Health services
are delivered through provincial public sector networks and by the
private sector. In provinces with higher populations and more eco-
nomic resources, municipalities administer primary health care
services and, in some cases, more complex hospitals, although pro-
portionally there are few municipal health care facilities. In 2006,
some provinces were actively devolving primary health care level
services to the municipalities. Social security and the private sec-
tor have clearly separate functions: the entities responsible for han-
dling financing (social security and health insurers) do not oper-
ate their own services as a rule, and instead contract them out to
public and private providers throughout the country.

Health Strategies and Programs

During the social and economic upheaval the country lived
through in 2001-2005, dialogue channels became consolidated
among various players dealing in health at different levels of the
State, and this dialogue continued in subsequent years. Finally, at
the Council of Federal Health Agencies (COFESA, by its Spanish
acronym), one of the leading forums where provinces and the
federal Government formulate health policies by consensus, the
bases of the 2004-2007 Federal Health Plan were agreed on; the
Plan was submitted by Argentina’s President in May 2004. The
Plan set four avenues for action and embraced the primary
health care strategy as the cornerstone for the system’s organiza-
tion. Priority was given to strengthening equality of access to
health care and to promoting community participation at all lev-
els. The established targets complemented the country’s agree-
ment in connection with the Millennium Development Goals.
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FIGURE 2. General scheme and estimated coverage of the health system, Argentina, 2001.

Total population: 37.1 million

PUBLIC SUBSECTOR

SOCIAL SECURITY SUBSECTOR

PRIVATE SUBSECTOR

Population covered by
the public health service
delivery system

17.8 million (48%)

(Principally under the
direct responsibility of
the provinces and, in a
few cases, the

Population covered by
publicly funded social
welfare activities (social
security institutions)

17.5 million (47.2%)

(Principally through
private health service
providers)

Population covered by
health insurance plans

2.8 million (7.5%)

0Of this population
1.0 million also has
coverage through
social security

municipalities and the
federal Government)

Population covered by public health programs under the responsibility of the federal Government and the provincial
governments: 37.1 million (100%)

Source: Adapted from: Gonzélez Garcia G., Tobar F. Salud para los argentinos 2003. Estimates based on the 2001 National Census of Population and Housing
(INDEC) and the 2001 Quality of Life Survey (Social Policy Evaluation and Monitoring System, under the Ministry of Social Development and the Environment).

Organization of the Health System

Argentina’s health system reflects the federal nature of the
country’s government, whereby provinces retain the authority to
manage and deliver health care within their jurisdiction. The sys-
tem encompasses three subsectors: public, private, and social se-
curity. The latter two are closely connected, given that the institu-
tions responsible for social security contract out many health
services to private health service providers of different types and
sizes (Figure 2).

In 2006, the health system was characterized by a high level of
segmentation and fragmentation, which resulted in poor coordi-
nation among subsectors, inequality in financing, inequities in
health care quality, and many access barriers for some popula-
tion groups. In 2003, social security institutions covered approx-
imately 17.5 million people (47.2% of the total population), dis-
tributed throughout almost 300 entities of varying sizes and
importance. It is estimated that the public subsector covered 17.8
million persons (48%) and private health insurance plans cov-
ered 2.8 million persons, of which 1 million also had social secu-
rity coverage.

Throughout its history, the health system has operated with a
degree of inefficiency and inequity. The diverse coverage that is
available affects the 24 provincial public systems, approximately
300 national social security institutions, 24 provincial social se-
curity institutions, a few dozen health insurance plans, private
health insurance plans, and many mutual insurance systems; the
National Institute for Social Services for Retired People and Pen-

sioners, known for its Spanish acronym, PAMI, also is affected. In
1993 a “free choice” option became available to workers affiliated
with the social security system, as part of a deregulation effort
and to improve efficiencies. The fragmentation and lack of coor-
dination of this group of institutions have curtailed the estab-
lishment of a unified, efficient, universal health system. Thus, so-
cial security is managed by institutions that are vary greatly in
terms of the type of population they serve, the coverage they
offer, the financial resources per member, operating modalities,
and health service networks they contract out to.

The Ministry of Health is responsible for determining the
health sector’s objectives and policies and for executing the
plans, programs, and projects for the area under its jurisdiction,
which are developed in accordance with directives from the Ex-
ecutive Branch. The Ministry also oversees the operation of the
health services, facilities, and institutions, and conducts the over-
all planning for the sector in coordination with provincial health
authorities. It is also responsible for issuing regulations and pro-
cedures to guarantee the quality of health care, as agreed to by
consensus with the provinces, and participates in approving the
health facility projects that are built by private companies.
Through the National Food, Drug, and Health Technology Ad-
ministration, the Ministry participates in matters related to the
develop