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Since 1987, PAHO has been promoting the establishment of

national AIDS prevention and control programs in ail the major

territories and countries in the Region of the Americas in

accordance with WHO/GPA guidelines. In the process, more than

US_15 million from GPA sources has been applied in direct support

of national programs and more than $5 million for regional
activities. During this time, the Regional effort has moved from

emergency and short-term support to longer-term objectives for the
next three to five years, specifically the development of

medium-term national plans and the consolidation of the regional

capacity, aimed at providing leadership and technical collaboration

to Member Countries. Broadly, these aspects include support to the

national commissions; development of national managerial and

administrative capacity; improvement of surveillance; enhancement

of laboratory capability; strengthening of the national and
international efforts to prevent sexual, blood-borne, and perinatal

transmission of HIV through research, education, and other public
health approaches.

This document summarizes PAHO's assessment of the AIDS epidemic

in the Americas and the status of regional prevention efforts.

Because of the increasing burden of AIDS and HIV infection on

health and social services in Member Countries, the Executive

Committee is asked to analyze the status of regional and national

AIDS prevention and control efforts and to make recommendations to

the Pan American Sanitary Conference on the targets for the
biennium 1990-1991.
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ACQUIRED IMMUNODEFICIENCY SYNDROME (AIDS) IN THE AMERICAS

1. INTRODUCTION

The AIDS epidemic continues to spread throughout the world. As of

1 March 1990 a cumulative total of 222,740 cases of AIDS were reported

officially from 153 countries to the Word Health Organization's Global
Program on AIDS (GPA). GPA now estimates the actual cumulative number of

AIDS cases to date to be more than 600,000, or more than twice the number

of officially reported cases.

Transmission of the human immunodeficiency virus (HIV) continues

throughout the world and WHO estimates that over 5 million people are

currently infected with the virus.

2. EPIDEMIOLOGY OF AIDS IN THE AMERICAS

All the 46 countries and territories in the Americas have now

reported cases of AIDS or persons infected with the AIDS virus. As of 20

March 1990, a total of 150,760 cases of AIDS have been reported to the

Pan American Health Organization since the beginning of surveillance in

1983. North America reported the largest number of cases, i.e., 127,800.
Most of these cases occurred in the United States of America. Mexico has

reported 3,512 cases, while the Latin Caribbean (Cuba, Haiti and the

Dominican Republic) has reported 3,594. The countries of the Central

American Isthmus have reported 1,063 cases and the English-speaking

Caribbean countries have reported 1,941 cases. Brazil has reported 9,554

cases, while the Andean area and the Southern Cone have reported 1,626

and 840 cases, respectively. As before, five countries, the United

States of America, Brazil, Canada, Haiti and Mexico, continue to
contribute over 95% of all the cases in the Region. Table 1 shows the

AIDS cases by year for all Member Countries.

It is important to remember that geographic distribution of AIDS

cases is not homogenous and that some of the smaller territories and
islands in the Caribbean have an inordinate number of cases in proportion

to their populations. The same is true in the larger countries where
most of the cases are still concentrated in urban areas, or in some but

not all states and provinces. On the other hand, the rate of increase in

cases has been quite similar in North America, Latin America and the

Caribbean, and the only difference has been the time of the initial

recognition and notification of cases.

2.1 Transmission of the Human Immunodeficiency Virus (HIV)

In the Americas, as everywhere in the world, there are only three

ways in which the HIV is being transmitted_ 1) through sexual contact

between two men, or between a man and a woman; 2) parenterally, through
blood, blood products, organ transplants, contaminated syringes, needles,

and other instruments; and 3) perinatally, from an infected mother to her
child.
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AIDS SURVEILLANCE IN THE AMERICAS
C1JMULAT[VE NUMBEROF CASES (a) AND DEATHS

As of 20 March 1990

............................. . ............... . ....................................................... . ....... ° .....

Cases Cases Cases Cases Cum.
SUBREGION thru year year year total Total

Country 1986 1987 1988 1989 cases deaths
............ . ....... o ........................ . ..... . ........ ..°°... .......................... . .....................

REGIONAL TOTAL 44,586 31,963 38,310 35,071 149,930 82,536

LATIN AMERICA b) 3.618 4,425 6,384 5,762 20,189 6,916
ANDEAN AREA 197 306 371 752 1,626 652

Bolivia 3 2 3 3 11 7
Colombia 84 119 105 335 643 207
Ecuador 13 19 25 15 T2 18
Peru 9 60 68 117 254 110
Venezuela 88 106 170 282 646 310

SOUTHERNCONE 100 129 258 353 840 373
Argentina 69 7'2 174 251 566 242
Chile 22 41 55 60 178 72
Paraguay I 7 1 4 13 9
Uruguay 8 9 28 38 83 50

BRAZIL 1,534 2,043 3,205 2,772 9,554 4,760

CENTRAL AMERICAN ISTHMUS 84 152 311 516 1,063 416
Belize 1 6 4 0 11 8
Costa Rica 20 23 52 56 151 72
El Salvador 7 16 48 94 165 33
Guatemala 18 16 13 18 65 36
Honduras 15 66 130 301 512 192
Nicaragua 0 0 2 2 4 4
Panama 23 25 62 45 155 71

MEXICO 793 997 1,192 530 3,512 326

LATIN CARIBBEAN c) 910 79_ 1,047 83_ 3,594 389
Cuba 0 27 24 12 63 29
Domlnican Republic 115 294 292 499 1,200 63
Haiti 795 477 731 328 2,331 297

CARIBBEAN 454 383 522 582 1,941 1,029
Angullla (UK) 0 0 3 1 4 1
Ant3gua 2 1 0 0 3 2
Bahamas 86 90 93 166 435 216
Barbados 31 24 15 41 111 82

CaymanIslands(UK) 2 1 1 1 5 5
Dominica 0 6 1 3 10 10
French Guiana 78 25 33 1 137 57
Grenada 3 5 3 3 14 10

Guadeloupe (FR) 46 37 45 25 153 46
Guyana 0 14 36 34 84 33
Jamaica 11 33 30 55 129 71

Martinique (FR) 25 21 25 44 115 35
Montserrat (UK) 0 0 0 1 1 0
Netherlands Antilles 0 23 16 2 41 16
Saint Lucia 3 ? 2 4 16 10

St. Christopher-Nevis 1 0 17 0 , 18 9
St., Vlncent and the Grenadines 3 5 8 6 22 12
Surqname 4 5 2 0 11 11

Trinidad and Tobago 149 82 158 164 553 366
Turks and Caicos Islands 3 4 I 0 8 6
Virgin Islands (UK) 0 0 I 0 1 0
Virgin Islands (US) 7 0 32 31 70 31

NORTH AMERICA 40,514 27,155 31,404 28,727 127,800 74,591
Bermuda(UK) 51 21 28 31 131 97

Canada 1,134 821 862 689 3,506 2,146
Unites States of America c) 39,329 26,313 30,514 28,007 124,163 72,348

a) Oifferences or changes in case definition may lead to discrepancies with other published data.
b) French Guiana, Guyana0 and Surlname included in Caribbean.
c) Puerto Rico included in USA.
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Initially, AIDS cases in Latin America and the Caribbean were

reported among male homosexuals and bisexuals with a history of travel

outside Latin America and the Caribbean. Increasingly, this pattern is
changing toward heterosexual transmission and there are now two distinct
patterns of sexual transmission in the Americas.

_igure 1 clearly contrasts the two patterns found in the Region.

Pattern 1 is found in countries where the disease is transmitted by

homosexual/bisexual men, as shown in four representative countries: the

bnited States of America, Canada, Chile, and Bolivia. Pattern 2 is

characterized by heterosexual transmission, as found in the Dominican

Republic, _rinidad and 2obago, Honduras, and Bahamas. Over time, more

and more countries will move from pattern 1 to pattern 2. A direct
consequence of this movement toward heterosexual transmission will be an

increase in the perinatal transmission of AIDS to children and further

spread of the epidemic in the heterosexual community.

2ransmission through blood continues to be a major problem in the
Americas. Many countries do not have a safe blood supply because the

basic infrastructure for transfusion services does not permit screening

100% of transfused blood. HIV antibody prevalence among blood donors is
highly variable, as shown in Table 2.

%he contribution of contaminated needles and syringes to the

transmission of the AIDS virus among drug abusers and through inappro-

priately sterilized medical equipment appears to be less important for

most countries in the Region. however, HIV transmission among IV drug
users is increasing rapidly in several cities of North and South America
and in some smaller territories in the Caribbean.

lable 3 summarizes the prevalence of HIV infection in different

population groups according to their risk behavior. Studies on

homosexual men have disclosed HIV prevalence ranging from 9.4 to 20.3%.

As seen in this table, IV drug use has not been adequately studied but
appears to be associated with high levels of infection.

At the global level, it is estimated that five million people are

alreaay infected with hlV. Based on current knowledge of the natural

history of hl_ infection, international experts have predicted that even

if we could stop hlV transmission now, we could still expect five to six

million cases of AIDS worldwide by the year 2000. If HIV transmission is

not greatly reduced or stopped, the number of infected individuals may
exceed 16 million by the same year. Medical care costs and social

services required by the increasing numbers of AIDS patients and

hl_-infected individuals will undoubtedly pose a major challenge to

achieving the goals of "health for All by the Year 2000" in many
countries of the Region and the world.



FIGURE 1

AIDS SURVEILLANCE IN THE AMERICAS
Bisexual/Homosexual vs Heterosexual

Transmission
1987-1988
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TABLE 2

HIV PREVALENCE IN BLOOD DONORS
SELECTED LATIN AMERICAN CITIES

City, Date Sample Size Prevalence rate %

PanamaCity, 1986 7720 0.2
PANAMA
7 Cities,1987 38077 0.1
COLOMBIA
Buenos Aires,1987 9810 O.1
ARGENTINA
MexicoCity, 1986-87 319153 0.7
Puebla, 1985-86 1362 0.7
MEXICO
Rio de Janiero,1985-7 21679 0.2 2_

_ I._

Sas Paulo,1985-86 22245 0.2 _LSl_
,,.j

BRAZIL
D1

0_

A8 oompiled by U.S,Censuo Bureau 1089



TABLE 3

SEROPREVALENCE BY RISK GROUP
SUBREGIONS

Subregion Homo-Bisexual I.V. Drug User
Andean 20.3%(n=128) N.A
Brazil 12.3%(n=283) 48.9%(n=366)
Central America 9,4% (n=668) N.A
Mexico 21,1%(n=3370) N.A.
Latin Caribbean 15.1%(n=233) N.A.
Southern Cone 11.7 (n=556) 35.6% (n=1302)

L-_
0_ I-,
('b O

o",_
-,j

1989 U.S. Census Bureau (Pooled averages)
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2.2 Recent Advances in AIDS Research and AIDS Prevention

During the last year, the advances in scientific knowledge related
to AIDS and hI¥ infection have not been as dramatic as in previous years.

however, a steady progress has been achieved in several areas. These

include the diagnosis and management of HIV-infected individuals with
utilization of more sophisticated laboratory tests such as IgA detection

in perinatal AIDS, the polymerase chain reaction (PCR) and the wide use

of prognostic indicators such as the CD4 count; the development of an HIV

staging system; implementation of clinical trials of established and

promising drugs (AZ%, ddC, ddI, interferon) at earlier stages of the
infection and in pediatric age groups; better understanding of gene

regulation of hIV; interaction of HIV infection and other infectious

agents; initial evaluation of additional candidate vaccines and

immunomodulators, and others. However, a cure for AIDS and the primary

prevention of hlV infection through vaccination remain elusive.

On the other hand, research on and evaluation of educational

interventions have begun to show that behavioral changes are possible and

perhaps sustainable in some specific population groups. Finally,

epidemiological biomedical, clinical, behavioral and economic research

are increasingly being conducted in developing countries to answer

questions relevant to AIDS prevention in those particular settings.

3. bE_ELOPMENI OF PROGRAP_iING %0 COMBAI AIDS IN %HE AMERICAS

Programming to combat AIDS in the Americas began in 1986 with the

initiation of emergency activities for AIDS control. This phase includ-

ed emergency funding from the Global Program on AIDS to country efforts.

PAhO-assisted Member Countries in developing both their emergency

strategies and short-term programs for AIDS control with a one-year term

of financing and activities. By mid-1988, all countries had received
some funds for AIDS control and the last of the short-term plans was

approved and funded in 1989. As the long-term nature of the problem

became clear, medium-term coordinated control efforts replaced short-term

efforts as a priority. The medium-term plan process to detail national

activities over a three-year planning frame allows countries to plan more
effective interventions and also brings donors other than GPA into the

financing of AIDS efforts. Such plans have been elaborated by 35 Member
Countries.

lhe appreciation of the long-term nature of the AIDS epidemic
reiniorced not only the appreciation of the need for medium-term planning

efforts but also the appreciation that AIDS control efforts need to

become a permanent, integrated and sustainable program within the ongoing

efforts to insure the public health in the Region. Early national AIDS

control pzograms, in view of the urgency with which they were conceived

ana implemented, tended to have a vertical approach. GPA and GPA/Americas

have undertaken concrete action to assist national programs in broadening

the programming approach to include links with other programs such as
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MGh and family planning programs, STD and tuberculosis control activities,

and adult health programs. Such links serve to assure permanence and

integration of AIDS programming. %he initiative to involve NGOs in

national AIbS programs, the institution of interagency and interpro-

grammatic activities by GPA/Americas, the introduction of multidisci-

plinary teams and the interprogrammatic briefing and orientation of such

teams to provide technical collaboration in national AIDS program formu-

lation and execution, all represent examples of efforts to insure broad

programming in the effort against AIDS at both the regional and national
level.

%here has been an increasing emphasis on the national contribution

to AIDS programming. It is clear that the fight against AIDS requires

strong national commitment and the dedication of national resources to

this priority area. At the same time, there must be a balance between

the imperatives of AIDS control and the ongoing need for health care and
disease prevention for other conditions and problems. It is clear that

the majority oi resources dedicated to AIDS control are national
resources. It is is estimated that the financial contribution of GPA to

national programs is approximately 20% of moneys spent on such programs
from national and international sources.

4. _hE GLOBAL PROGRAM ON AIDS IN THE AMERICAS

PAhO continues to execute the Global Program on AIDS in the

Americas. Since 1987, PAHO has been promoting the establishment of

national AIDS prevention and control programs in all the major territories

and countries in the Region of the Americas in accordance with WHO/GPA

guidelines. In the process, more than _15 million from GPA sources has

been applied in direct support of national programs and more than 35

million, for regional activities. During this time, the regional effort

has moved from emergency and short-term support to longer-term objectives
for the next three to five years, specifically the development of

medium-term national plans and the consolidation of the Regional capacity

to provide leadership and technical collaboration to Member Countries.

4.i Objectives

lhe first priority of the AIDS Program is to improve the quality

and intensity of technical collaboration with the countries to strengthen

existing national programs. She program's main objectives are:

a) So prevent hlV transmission;

b) So reduce the morbidity and mortality associated with HIV

infection;

c) lo diminish the impact of hI_ infection on individuals, groups,
and societies.
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lhe second major regional priority is to consolidate the management

of the program, mobilizing human and financial resources and providing

leadership and coordination for AIDS prevention in the Americas.

4.2 Strategies

highest priority has been placed on direct technical collaboration

with Member Countries in support of the development, execution, financing

and evaluation of their national AIDS prevention and control programs.

PAhO has mobilized resources and has provided technical cooperation to
the countries in all aspects of the national AIDS programs. Broadly,

these activities have included support to national AIDS commissions;

development of national managerial and administrative capacity;

improvement of surveillance; enhancement of laboratory capability; and

strengthening of national and international efforts to prevent sexual,

blood-borne, and perinatal transmission of HIV through educational and

other public health approaches.

Another strategy has been the dissemination of technical informa-

tion on the epidemiological, biological, clinical, laboratory, and

e_ucational/behavioral aspects of AIDS and H1V infection.

4.3 Activities

Virtually 100% of the activities of the GPA/Americas program

planned for 1989 were completed. The level of execution of the 1989

budget was 85%.

hue to the nature of the AIDS epidemic and its perception in the

countries, a large number of non-programmed activities were implemented

in response to country requests for specific technical assistance. In

addition, there _ere unanticipated demands to have regional

representation at global meetings on AIDS prevention and control.

4.4 Organization

lhe GPA/Americas program is a component of the Health Situation

and 2rend Assessment Program (HSR) under the area of Health Services

Infrastructure (HSI) of the Pan American Sanitary Bureau, the Secretariat
of PAhO.

Program direction and coordination of activities is the responsi-

bility of the Senior Regional Advisor (SRA) on AIDS/STD, under the

overall coordination of the Program Coordinator (HSd). lhe SRA office is

also responsible for special initiatives (e.g. laboratory strength-

ening; global blood safety initiative, teleconferences, etc.) and for
coordination of PAhO's interprogrammatic group on AIDS and the interagency

group _or AlbS prevention in the Americas.

_he main areas of activities of the AIDS program are carried out

by three units: national Program Support (NPS), health Promotion (HPR),
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and Research (RES). The AIDS program organizational chart is attached

(Figure 2). During the last year PAHO initiated a change in program

direction, from an emergency mode towards a more consolidated approach to

planning and implementation of activities. In addition to the Washington

staff, there are four inter-country advisors to provide technical

cooperation to the Caribbean countries (stationed at CAREC), Central
_nerica and Panama (stationed in Costa Rica), the Andean countries

(stationed in Ecuador), and Brazil and the Southern Cone (stationed in

Brazil), as well as a country advisor in Haiti.

5. S1AIUS OF PAhO'S IEChNICAL COOPERATION WI%H MEMBER COUNTRIES

By the end of 1989, all countries and territories in the Region of

the Americas had consolidated previous activities for AIDS prevention and

control into national AIDS programs. %hese programs were organized

according to WhO's global guidelines, objectives and strategies for AIDS

prevention and control, with technical collaboration from PAHO. Most of

the short-term plans designed to initiate urgently needed activities in

1967 and 1288 were converted into medium-term plans during 1989 and 1990.

%he Regional Program provides direct technical collaboration to

national programs, lo date, well over 150 short-term consultants have

been oriented and mobilized to address particular problems in AIDS

prevention and control. Special teams, each composed of an

epidemiologist, a health education specialist, a laboratory expert and an

administrator, have been sent to countries to evaluate national programs,

to plan the transition between short- and medium-term approaches, and to
contribute to the development of financial strategies for funding these

programs. Specific expertise has been provided to solve special
p_oblems. In general, plans continue to reflect the four key

strategies: prevention of sexual transmission of HIV, prevention of

transmission through blood, the prevention of vertical transmission, and

reduction of impact of the A1DS epidemic on individuals and groups in
society, lhe collaborative expertise on the teams has strengthened the

capability to carry out these activities.

%hese multidisciplinary teams have visited Costa Rica, Haiti,

Dominican Republic, Mexico, Panama, E1 Salvador, Guatemala, Uruguay,

Argentina, Bolivia, Venezuela, Brazil, Colombia, Honduras, Nicaragua and

Ecuador since Oanuary 1989. Medium-term plans for the Central American

countries, biexico, Dominican Republic and haiti have been finalized and
financed.

In 1990, the Andean and Southern Cone subregions will complete

meaium-term plans for their national AIDS programs. In addition, a review

and reprogramming activity is being carried out with the Caribbean coun-

tries and territories, which are entering the second year of MTP

activities. A review and monitoring meeting in Jamaica in March included

20 Member Countries and territories and produced a concrete plan for

_ealizing this activity in a timely way.



FIGURE 2

PROPOSED ORGANIZATIONAL CHART
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lhe Program disseminates technical and scientific information to

national AIDS prevention and control programs. Some special initiatives
include the establishment of three Information/Education Communication

Centers in Mexico, Brazil, and at PAHO's Caribbean Epidemiology Center

_CARE6) to collect, evaluate and disseminate AIDS information and

education materials from as many countries as possible to other Member

Countries to assist them in formulating their national education efforts.

Scientific information is distributed to the national programs utilizing

compact disk technology. %he compact disk contains the entire bibli-

ography on AIDS from the US National Library of Medicine plus the full

text of articles selected from major worldwide journals. PAHO will
continue to utilize innovative technology to promote AIDS education

through the broadcast of the %hird Pan American Teleconference on AIDS in
the near future. _his leleconference is expected to reach over 50,000

health care workers throughout the Americas.

As part of the training strategy, a large number of workshops on

health promotion, counseling, surveillance and other areas have been

organized with participation of personnel from all the countries of the
Americas.

Under its research strategy and a special contract with the US

National institutes of health (National Institute of Allergy and

Infectious Diseases), PAhO has established research programs on AIDS in

several countries. PAhO is now seeking to extend its research activities

beyond the biomedical sphere to include projects on sexual behavior
research.

In order to promote international coordination, PAHO has organized

quarterly meetings attended by well over 40 representatives from various

international and national agencies and institutions. %his has helped to

coordinate support for _AhO's Member Countries for AIDS prevention and
control.

}inally, through the strategy of mobilization of resources, PAHO,

with the collaboration of the GPA, has secured funding for the countries
from WhO and other donors in the amount of 420 million since the

beginning o_ the program. Ihese funds have been distributed to 35

countries and PAHO's Caribbean Epidemiology Center (CAREC). During the
period 1987-i990, 75% of these funds were distributed directly to the

countries. %he largest share went to the Caribbean countries (39%) while
Brazil, the Central American Isthmus and the Latin Caribbean received 14,

11, and 11%, respectively. In 1989 alone, 45.4 million was secured for

Regionwide AIDS prevention and control. Of the total amount, 34.5
million was channeled directly to the countries in support of their

programs. Rhe Caribbean areas received the largest amount (34%),

followed by Central America (27%), and Brazil (19%).

buring the second half of 1989 and the first half of 1990 resource

mobilization meetings for the five central American Republics, Panama and
Mexico were held.
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In the remainder of 1990 the medium-term plans for the five Andean
countries, the Southern Cone countries, and Brazil will be finalized, and

PAhO will continue to assist its Member Countries in seeking additional

international support for their national AIDS prevention plans. A formal

review of the progress of the Caribbean programs will be undertaken in

accordance with the recommendations of national AIDS program managers,

meeting in Kingston, Jamaica, in March 1990. The strengthening of

regional and national managerial capacity will remain as a top priority

for PAhO's AiDS program.

6. 1ARGEIS FOR 1990-1991

For the biennium 1990-1991, the following targets for AIDS

prevention in the Americas are proposed:

- By 1991 all countries and territories of the Region will have

medium-term programs for AIDS prevention and control fully funded and
under way;

- By the end of 1990, the majority of blood and blood products

utilized in ail countries of the Region will be screened for HIV;

- By the end of 1991, all countries will have established national

AIDS reference laboratories and have implemented nationwide quality

control programs for hIV testing;

- During the biennium, all national programs will strive to

mobilize high level political support within governmental, nongovern-

mental and private organizations and interested groups in support of the

activities of the national program;

- All national programs will include development of national

policies aimed at achieving a balance between individual human rights and

the public health needs for AlbS prevention and control; PAHO will

organize a meeting on the legal and ethical aspects of AIDS in 1990;

- By mid-1990, ?ARO will have developed guidelines and procedures

ior obtaining condoms, supplies and materials for AIDS prevention and

control as well as comprehensive approaches to the management of
hl¥-infected individuals;

- By the end of 1991, all countries will have developed policies

for integrating AIDS activities within their national health systems and
services.

- During the biennium, PAHO will expand its AIDS program to

include country prooects for sexual behavior and education research.
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In the years ahead, the increasing and changing nature of the AIDS

epiaemic will continue to pose a major challenge to the regional and

national programs for AIDS prevention in the Americas. Areas of special

attention will include the provision of comprehensive health and social

services to hlV-infected people; innovative efforts to addresss the

emerging problem of intravenous drug use as a mechanism for HIV trans-

mission; and the integration of RIV-prevention activities at all levels

of the health care delivery system and the community. _o meet this

challenge, PAhO and its Member Countries will need to strengthen and

consolidate the managerial capacity of their AIDS prevention programs and

ensure the continuous support and cooperation with other health and

social service agencies and institutions.
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AIDS SURVEILLANCE IN THE AMERICAS
Summary

Data as received by 8 June 1990

Cumulative number of cases reported

worldwide: 261,417

Cumulative number of cases reported

in the Americas: 161,059

Cumulative number of deaths reported

in the Americas: 93,301



AIDS SURVEILLANCE WORLDWIDE
Cases reported by WHO Region

1979-1989

Number of oases

100,000 ^_ 1

 ,ooo / o

10

iliads: 'ii:iiiii,
0.1 i i t _ , _ i i i :l i

1978 1980 1982 1984 1986 1988 1990

Year
C:\H G\U P-S L IQE,_.W_O.T.RN D



REPORTEDNUMBEROF AIDS CASES, BY YEAR, AND CUMULATIVE NUMBEROF CASES AND DEATHS,
BY COUNTRY, THROUGH1989. (As of 8 June 1990).

.................................................................................................................

Number of Cases
.................................................................................

SUBREGION Through Cumulative Total Date of
Country 1986 1987 1988 1989 1990 total deaths Last report

................................................................. _ ...............................................

REGIONAL TOTAL 44,830 32,187 38,992 39,994 5,055 161,059 93,301

LATIN AMERICA a) 3,632 4,437 6,451 7,404 543 22,468 8,874
ANDEAN AREA 197 306 371 752 77 1,703 868

Bolivia 3 2 3 3 0 11 7 30/Jun/89
Colombia 84 119 105 335 0 643 333 31/Dec/89
Ecuador 13 19 25 15 7 79 56 31/Mar/90
Peru 9 60 68 117 70 324 122 31/Mar/90

Venezuela 88 106 170 282 0 646 350 30/Sep/89

SOUTHERN CONE 100 128 259 353 78 918 389
Argentina 69 72 174 251 39 605 242 31/Mar/90
Chile 22 41 55 60 0 178 71 31/Dec/89

Paraguay 1 6 2 4 3 16 13 31/Mar/90
Uruguay 8 9 28 38 36 119 63 30/May/90

BRAZIL 1,546 2,053 3,273 3,488 150 10,510 5,316 31/Mar/90

CENTRAL AMERICAN ISTHMUS 86 155 309 538 176 1,265 517
Belize 1 6 4 0 0 11 8 30/Sep/88
Costa R_ca 20 23 52 56 18 169 96 31/Mar/90
El Salvador 7 16 48 94 27 192 38 31/Mar/90
Guatemala 18 16 13 18 15 80 54 31/Mar/90
Honduras 15 66 130 301 114 626 231 31/Mar/90
Nicaragua 0 0 2 2 2 ? b) 4 31/Mar/90
Panama 25 28 60 67 0 180 86 31/Dec/89

MEXICO 793 997 1,192 1,434 0 4,416 1,270 31/Dec/89

LATIN CARIBBEAN c) 910 798 1,047 839 62 3,656 514
Cuba 0 27 24 12 0 63 29 31/Dec/89
Dominican Republic 115 294 292 499 62 1,262 188 31/Mar/90
Haitl 795 477 731 328 0 2,331 297 30/Sep/89

CARIBBEAN 456 387 525 716 44 2,128 1,245
Anguilla 0 0 3 1 0 4 1 31/Dec/89
Antigua 2 1 0 0 0 3 2 21/Mar/89
Bahamas 86 90 93 168 0 437 229 31/Dec/89
Barbados 32 24 15 40 11 122 89 31/Mar/90
Cayman islands 2 1 1 1 0 5 5 31/Dec/89
Dominica 0 6 1 3 0 10 10 31/Dec/89
French Guiana 78 25 34 54 0 191 118 31/Dec/89
Grenada 3 5 3 5 1 17 15 31/Mar/90
Guadeloupe 47 41 47 47 0 182 85 31/Dec/89
Guyana 0 10 34 40 12 96 43 31/Mar/90
Jamaica 11 33 30 66 0 140 79 31/Dec/89
Martinique 25 21 25 44 10 125 65 31/Mar/90
Montserrat 0 0 0 1 0 1 0 30/Jun/89
Netherlands Antilles 0 23 16 2 0 41 16 30/Jun/89
Saint Lucia 3 7 2 4 0 16 10 31/Mar/89
St. Christopher-Nevis 1 0 17 0 0 18 9 31/Dec/88
St. Vincent and the Grenadines 3 5 8 6 0 22 12 31/Dec/89
Suriname 4 5 4 35 10 58 46 31/Mar/gO
Trinidad and Tobago 149 86 158 164 O 557 376 31/Dec/89
Turks and Caicos Islands 3 4 1 0 0 8 4 31/Dec/88
Virgin Islands (UK) 0 0 1 0 0 1 0 31/Mar/90
Virgin Islands (US) 7 0 32 35 0 74 31 31/Mar/90

NORTH AMERICA 40,742 27,363 32,016 31,874 4,468 136,463 83,182
Bermuda 51 21 28 35 0 135 102 31/Dec/89
Canada 1,151 827 910 869 61 3,818 2,282 31/Mar/90
United States of America c) 39,540 26,515 31,078 30,970 4,407 132,510 80,798 31/Mar/90

...............................................................................................................

a) French Guiana, Guyana, and Suriname included in the Caribbean.
b) Includes one case for period of diagnosis unknown.
c) Puerto Rico included in the United States.



ANNUAL INCIDENCE RATES PER MILLION
POPULATION, BY SUBREGION, 1982-1989.

As of 8 June 1990
Cases (per million population)
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Annual Incidence Rates (per million population),
by Subregion, 1986-1989.

As of 8 June 1990

Cases (per million)
1986 1987 1988 1989

LATIN AMERICA 4.7 10.8 15.2 15.6
Andean Area 1.4 3.6 4.2 8.4
Southern Cone 0.8 2.5 5.0 6.8
Brazil 6.6 14.4 22.2 23.7
Central American

Isthmus 2.5 5.8 11.2 19.0
Mexico 5.6 12.0 14.0 16.5
Latin Caribbean 13.6 34.8 45.0 35.5

CARIBBEAN ,34.4 54.0 72.1 97.2

NORTH AMERICA 69.3 100.8 115.6 116.1
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Percent distribution of AIDS cases (cumulative)
by subregion, Latin America and Caribbean,

through 1989. As of 8 June 1990.
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Number of reported AIDS cases, by sex, selected countries
of the Caribbean and Central American Isthmus

1989. As of 8 June 1990.
Number of cases
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Percent distribution of AIDS cases,
by risk factor, Argentina, through 1989
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Percent distribution of AIDS cases,
by risk factor, Bahamas, through 1989
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Percent distribution of AIDS cases,
by risk factor, Brazil, through 1989
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Percent distribution of AIDS cases,
by risk factor, Chile, through 1989
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Percent distribution of AIDS cases,
by risk factor, Costa Rica through 1989
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Percent distribution of AIDS cases,
by risk factor, Honduras, through 1989
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Percent distribution of AIDS cases by
risk factor, North America, through 1989
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