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PREFACE

The 1994 edition of Health Conditions in the Americas is the eleventh in a series of quadrennial
reports published since 1954 to document the changes and advances in health achieved by the
Member and Participating Governments of the Pan American Health Organization. This
document informs the XXIV Pan American Sanitary Conference about the health status of the
peoples in the Region, as perceived by the Organization’s Secretariat. It does not include a review
of the technical cooperation activities between PAHO and the Governments, which are described
for the Conference in the Quadrennial Report of the Director 1990-1993, Annual Report 1993.

The epidemiologic situation in the Region has undergone major changes in recent decades as a
result of a complex set of processes that have altered the age structure of the population, the rate
and extent of urbanization, the labor market, educational levels, the ecological situation, and the
organization of health services. More than any other factor, however, the situation is influenced by
the existence of deep social inequities and the growth of the population living in poverty.

The 1994 edition describes the changes that have occurred, emphasizing the period 1989-1992,
to the extent allowed by the available information. It consists of two volumes. The first presents a
profile of the health situation in the Region as a whole, in six chapters plus an annex of health and
development indicators. The first two chapters depict the health situation and living conditions, as
well as demographic characteristics, and provide an overview of mortality. The third and fourth
chapters describe the health situation from two perspectives: by analyzing the health of different
population groups and by reporting the status of specific diseases and health impairments. The
fifth discusses the health impacts of environmental problems, including lack of basic sanitation,
atmospheric pollution, chemical pollution, and disasters. The sixth chapter is an account of the
responses societies have made to health problems; it incorporates information on the economic,
political, and social settings in which they have taken place, current levels and trends in health
expenditures and investments, the training of human resources and the health labor market, and
changes that have come about in the organization and operation of health services. The annex is a
compilation of the latest available figures on 54 health, economic, and social indicators for each of
the countries. The second volume is made up of country reports that summarize the salient
processes and problems in each country. The structure of the reports is similar to that of the first
volume, but more specific detail is given.

This edition is based on information from many official and semiofficial sources. Despite efforts
to do so, it has not been possible to eliminate every discrepancy among them.

Like earlier editions, this one responds to the needs and interests of a wide range of users. For
governments, it will be a source of reliable data on leading health trends in the Region and
countries. For national and international agencies, as well as students, researchers, and workers in
the health field, it will be a useful reference for consultation. We are convinced of the relevance of
this information, and we trust it will assist in decision-making and stimulate continued
improvement of the generation, processing, and analysis of increasingly relevant and timely data
for the framing of health policies, the reorganization of services, the prevention and control of
diseases, and attention to priority problems.

Carlyle Guerra de Macedo
Director






ANGUILLA

GENERAL HEALTH SITUATION AND
TRENDS

Anguilla extends for 90.6 km? and has a population
of 8,960 (as of April 1991); it is the northernmost of the
Leeward Islands, due east of Puerto Rico. It is a British
Dependent Territory with internal self-government.
The Government’s Executive Branch is comprised of a
Chief Minister, other ministers, and the Governor,
who represents the United Kingdom; the Administra-
tion reports to the House of Assembly, the legislative
body.

The economy is based primarily on tourism, off-
shore banking, and commerce. The construction in-
dustry is expanding, particularly in relation to tourism
development. The principal sources of Government
revenue are indirect taxation and user fees from resi-
dents and visitors. Rapid economic growth has re-
sulted in a per capita GDP of US$ 5,926 in 1992, com-
pared to US$ 1,720 in 1984 and US$ 2,470 in 1987.

Health and Living Conditions

Most Anguillans own their own homes and land,
and 95% of the territory is privately owned. Most peo-
ple have access to electricity and telephone services.
The overall quality of housing is considered to be
within acceptable sanitary standards, with good venti-
lation and natural lighting; 6,241 persons in the popu-
lation live in households with radios and 4,329 with
televisions. Average occupancy is four persons per
household. The unemployment rate in 1990 was 1%.

Population

In April 1991, a population and household census
showed that the population increased from 6,680 in
1984 to 8,960 with women surpassing men in the total
population only by 14; this increase surpassed pro-
jected annual growth rates. The long-term emigration
trend of adult Anguillans in search of employment
abroad has been supplanted by the importation of
labor in recent years.

The population under 15 years of age declined from
35% in 1984 to 30% in 1991. Males outnumbered fe-
males by about 10% in the age group 25-29 years old
(470 versus 427) and in the age group 40—44 years old
(234 versus 215); in the age group 45-49 years old, the
number of males was 15% higher than the number of
females (169 versus 147). In the age group 75 years old
and older, the number of women (216) was 44% higher
than the number of men (150). Table 1 shows the dis-
tribution of the population by age and sex in 1991.

The birth rate was 24.5 per 1,000 population in 1991,
and ranged from 26.3 to 18.8 in 1987-1990. Fertility
rates per 1,000 women 15-44 years old declined from
131.4 in 1987 to 63.9 in 1992. Between 1987 and 1991 the
number of births to teenage mothers as a percentage of
total births was 18%.

The crude death rate was fairly stable: 8.4 per
1,000 population in 1989 (59 deaths) and 8.3 in 1991
(63 deaths). In 1991, the life expectancy at birth was
estimated to be 73 years for females and 71 for males.

All deaths occurring in the hospital are certified by a
medical practitioner and recorded by the Registrar of
Births and Deaths. Deaths occurring at home also are
certified by a medical practitioner and recorded by the
Registrar of Births and Deaths. There is no evidence of
underreporting.

Mortality

Because of the population’s small size, the infant
mortality rate per 1,000 live births fluctuated greatly
from year to year, from 38 in 1988 to 5 in 1989, then to
13 in 1990 and to 35 in 1991. Over the period between
1989 and 1991, the rate was 18. During 1985-1987 a
total of 13 infant deaths put the infant mortality rate
for the period at 25 per 1,000 live births.

Practically all deliveries in the territory occur in the
hospital, but an unknown number of women leave the
island to give birth. During 1987-1991, 859 deliveries
were registered in the hospital. In this period, there
were 13 stillbirths, resulting in a stillbirth rate of 15 per
1,000 deliveries. The perinatal mortality rate for
1987-1991 was 14.8 and the neonatal mortality rate
was 21.5 per 1,000 live births. Almost all infant deaths
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TABLE 1
Population by age group and sex, Anguilla, April 1991.
Total Male Female

Age group No. Y% No. % No. %
All ages 8960 100.0 4,473 499 4,487  50.1

0-4 986 1.0 494 55 492 5.5

5-14 1,749 19.5 867 9.7 882 9.8
15-24 1,558 17.4 796 8.9 762 8.5
25-34 1,668 186 848 9.5 820 9.2
35-44 1,098 123 560 6.3 538 6.C
45-54 610 6.8 317 35 293 3.3
55-64 480 5.4 229 26 251 2.8
65 and over 811 9.0 362 4.0 449 5.

Source: Population and Household Census 1991. Ministry of Finance and Eco
nomic Development, Anguilla, 1992.

occurred during the neonatal period. The causes
of death were listed as prematurity and congenital
anomalies.

According to the hospital’s medical records, the
number of deaths occurring in children 1-4 years be-
tween 1988-1992 was 3.

Diseases of the circulatory system (ICD-9, 390-459)
are the leading group of causes of death for all ages
combined, representing the assigned cause in 37%
(118 deaths out of 316 deaths from all causes) of the
total number of deaths (including those in the category
for symptoms, signs, and ill-defined causes) in the
1987-1991 period. The corresponding figure for 3
available data years in the 1970s (1973, 1975, and 1976)
was similar (35%, or 57 deaths out of 162 from all
causes).

Of the 118 deaths assigned to diseases of the circula-
tory system during 1987-1991, 45 (38%) were due to
diseases of pulmonary circulation and other forms of
heart disease (415-429), while 39 (33%) deaths were
due to cerebrovascular disease (430—438). Hyperten-
sive disease (401-405) and ischemic heart disease
(410-414) accounted for 31 deaths, or 26%.

The five leading groups of causes of death in
1987-1991, in rank order, were cardiovascular disease,
with 76 deaths (24.1% of total mortality, including
deaths from ill-defined causes); cerebrovascular dis-
ease, with 39 deaths (12.3% of the total); pneumonia,
with 37 deaths (11.7% of total); malignant neoplasms,
with 32 deaths (10.1% of total); and accidents and vio-
lence, with 28 deaths (8.9% of total). Together, the top
five groups of causes covered 66.4% of total mortality
(including deaths from ill-defined causes) in the
1987-1991 period.

It should be noted that most of the 37 pneumonia
deaths were reported in 1987 (17) and in 1988 (15).

2

Deaths from external causes showed a downward
trend in the 1987-1991 period; the number of deaths
from this cause group for the consecutive 5 years were
12,6,6,2,and 2.

No maternal deaths were reported during
1985-1991; 30% of all deaths occurred in persons 80
years or older.

Morbidity

The territory’s mortality and morbidity rates fluctu-
ate widely from year to year—on the one hand, the
small denominators are uncertain because of immigra-
tion and emigration; on the other, the numerators also
are uncertain because many Anguillans travel to Saint
Martin, the United States Virgin Islands, and Puerto
Rico for medical care or for HIV-testing, and to re-
gional institutions or to the United Kingdom for ter-
tiary-level care. Moreover, many pregnant women
leave the island to give birth, and severely disturbed
psychiatric patients are referred to Antigua.

According to hospital records, the most common
causes of admission in 1991 were as follows: among
patients aged 0-14 years old, conditions originating in
the perinatal period, acute respiratory tract infections,
gastroenteritis, and injuries; among patients aged
15-44 years old, injuries, urinary tract infections, alco-
holism, and mental disorders; and among patients 45
years old and over, diabetes mellitus, hypertension,
and cerebrovascular disease.

A 1989 health and population sector review con-
ducted by Keele University found that alcohol abuse
was responsible for the largest number of admissions
other than obstetric causes in 1987, and in 1988 ac-
counted for 5% of total hospital admissions. Admis-
sions for mental disorders, particularly schizophrenia,
make up 4% of admissions annually.

The main causes of attendance at district health clin-
ics were respiratory tract infections, asthma, gastroen-
teritis, diabetes mellitus, and hypertension.

SPECIFIC HEALTH PROBLEMS
Analysis by Population Group
Perinatal and Child Health
Conditions originating in the perinatal period are
the leading cause of perinatal and neonatal mortality.

The incidence of low birthweight infants as a per-
centage of live births has remained fairly constant; it
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was 6.9% in 1991, compared to 7.5% and 6.9% in 1990
and 1989, respectively.

In 1992, 238 cases of respiratbry tract infection were
treated among children under 5 years old attending
district medical clinics; 750 children under 5 years old
were registered at these clinics in 1992. That year, only
12 cases of gastroenteritis were treated in this age
group. Respiratory tract infection was the leading
cause of hospital admissions.

Although there were some cases of gastroenteritis,
this is not considered a serious problem. There are pro-
tocols for the management of diarrheal diseases, par-
ticularly oral rehydration. District nurses guide and
counsel parents regarding the management of diar-
rheal diseases and respiratory tract infections, and
make appropriate referrals for treatment.

In the 1990-1992 period, immunization coverage
was 100% for BCG, polio, and MMR in children under
1 year old. In 1978-1991, no cases of diphtheria were
reported. The last major measles epidemic occurred in
1979, when 259 cases were reported. There were no
cases from 1983 through 1987, but there were 2 cases of
measles reported in 1988, 7 in 1989, 15 in 1990, and 1 in
1991.

In 1981, one case of tetanus was reported; since then,
no cases were reported up to 1991. The ages of the pa-
tients were not included in the reports. Coverage with
tetanus toxoid is 100% for prenatal women.

Adolescent and Adult Health

No services specifically target adolescents, and data
on the health status of this age group are limited. For
the last 5 years, live births to mothers aged 15-19 years
old averaged 18% of total live births. Family planning
services are available to adolescents, and primary and
secondary schools offer a program of family life
education that includes peer counseling and skills
training.

Diabetes and hypertension are the main health prob-
lems among adults, and are highest in the age group 45
years old and older. Of the number of persons admit-
ted to hospital for hypertension and diabetes in 1988,
100% and 78%, respectively, were over 45 years old.
The same pattern was seen in 1992 for those persons
with diabetes and hypertension who visited health
centers—82.5% of those with hypertension and 85.0%
of those with diabetes were 45 years old and over.

Apart from parturition, visits to outpatient obstetric
clinics are mainly for urinary tract infection, candidia-
sis, and bleeding disorders associated with hormone
imbalance and uterine fibroids. Of 200 Pap smears

taken in health centers in 1989, two cases of cervical
carcinoma were detected.

Health of the Elderly

The main causes of mortality and chronic ill health
in this age group are cardiovascular and cerebrovascu-
lar diseases and malignant neoplasms.

Social changes have affected the traditional pattern
of family care for the elderly, who comprise 9.1% of the
population. Public health nurses periodically visit ap-
proximately 120 elderly persons who are considered
“shut-ins.” The infirmary adjacent to Cottage Hospital
is supervised by the hospital’s staff and accommodates
10 elderly persons; medical visits are usually made
weekly. Other problems affecting the care of this
group include social isolation, lack of occupational and
recreational services, and blindness.

Diseases and Health Impairments

Dengue is endemic in the Caribbean, and the Aedes
aegypti mosquito vector of dengue and yellow fever, is
prevalent in the island.

One case of leprosy was diagnosed in 1985. The few
contacts completed their course of prophylactic treat-
ment, and the primary case has since died.

One case of tuberculosis was reported in 1985. Six
persons are registered as former tuberculosis patients.

Regarding oral health, a 1986 baseline survey found
that the DMF (decayed, missing, and filled teeth) index
among 12-year-olds was 8.6, while a survey of
15-19-year-olds revealed that 34% had periodontal
disease. There is an ongoing program of prophylactic
care that includes providing fluoridation for school-
children 3-11 years old.

The prevalence of HIV infection is not known, since
persons from Anguilla go to Saint Martin and other
neighboring countries to be tested. As of September
1992, the cumulative total number of persons reported
infected with AIDS was four; three of these have died.

Risk Factors

Concern has been expressed about possible ground-
water pollution in the Town as a result of inadequate
septic-tank systems. Other pollution threats involve
ocean dumping of sewage and seepage of effluent from
pit latrines. Food sanitation is another area of concern,
because there is no abattoir, and slaughtering of ani-
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mals takes place on private premises. Food inspectors
are not always informed of such activity as required.
Anguilla lies in the tropical storm belt and is at risk
from hurricanes. There is a national emergency organi-
zation that coordinates prevention, mitigation, and re-
sponse and recovery activities. Draft operational plans
have been developed for the hospital and community
health services to respond in the event of a disaster.
Training of key personnel also has been accomplished.

SocCIAL RESPONSE TO HEALTH
PROBLEMS

Policies

The 1989 budget speech to the fourth House of As-
sembly stated the goal to “achieve primary health care
for all Anguillans by the year 2000.” At that time, the
Government expressed its intention to develop a 5-year
strategic health plan, addressing health infrastructure,
manpower and training, AIDS control, health legisla-
tion, environmental health, geriatrics, pharmacy ser-
vices, dental care, private practice, and laboratory
services.

That same year, a health and population sector re-
view was conducted by the Keele University Center
for Health Planning and Management. The Govern-
ment of Anguilla is collaborating with the United
Kingdom’s Overseas Development Administration in
a 3-year adjustment program for the health sector that
includes financial restructuring. The primary objective
is to strengthen the capacity of the health sector in
“planning and management of activities so that public
aspirations for good quality care could be met in an af-
fordable and sustainable manner.”

Organization of Services
Personal Health Care Services

The Ministry of Health is responsible for the man-
agement of all health services. The Permanent Secre-
tary is responsible for the overall administration, and
responsibility is delegated to technical and administra-
tive staff within the Ministry, the Hospital, and the
health centers.

Infrastructure. The infrastructure for personal
health care services consists of five district health cen-
ters/clinics; Cottage Hospital, with 24 beds; a dental

unit; a 10-bed infirmary for geriatric care; and private
doctors’ offices.

Functionally, the health services are divided into
district and hospital services, and operate as a two-tier
system. At the district or local level there are five dis-
trict health clinics—in the Valley area (population
4,004), in South Hill (population 2,561), in West End
(population 611), in East End (population 1,036), and
in Island Harbour (population 748). Services at the dis-
trict clinics include maternal and child health, family
planning, environmental sanitation, home visits, and
diabetes and hypertension clinics. Private physicians
also provide care at this level. There are referral link-
ages from the local level to the hospital.

Secondary care is provided at the 24-bed Cottage
Hospital which is only a 10-minute drive from the far-
thest district; it provides inpatient obstetric, gyneco-
logical, pediatric, medical, and surgical services, as
well as outpatient and emergency care. Support ser-
vices include a pharmacy, laboratory, and X-ray de-
partment. Clients seen at the health centers could be
referred by a nurse or doctor, and private doctors also
refer patients to the hospital. The new Princess Alexan-
dria Hospital will have 36 beds.

There is no systematic mechanism for referring pa-
tients discharged from the hospital to personnel at dis-
trict health clinics for care.

The dental unit is located in the Valley, and serves
the whole island. It is staffed by a dental surgeon, three
dental auxiliaries, and two dental care assistants; a
consultant orthodontist visits monthly.

The island has no facilities for tertiary-level care.
Clients who need specialized service are referred to re-
gional health institutions in the Caribbean, including
Puerto Rico, and in the United Kingdom; 18 patients
were referred in 1991 and 38 were referred in 1992.

Coverage. Free prenatal and postnatal health ser-
vices are provided to women and children. Persons
with hypertension or diabetes and the elderly who
qualify also are entitled to free-of-charge care. Most
older persons receive some financial support from the
Government in the form of a monthly allowance,
which is arrived at through a means test. Each health
clinic is staffed by a district nurse and a clinic aide. The
Valley Health Center has two nurses and a community
health aide. Environmental health officers routinely
visit areas as assigned. Medical officers conduct med-
ical clinics twice weekly at four health clinics and once
weekly at one health clinic. The Valley Health Center,
which served a population of 2,930 in 1988, now serves
a population of 4,004.
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Prenatal care is offered at health clinics on a weekly
basis and at Cottage Hospital, where high risk preg-
nant women are seen. Pregnant women are encour-
aged to attend clinic by the 12th or at least the 16th
week of pregnancy. There are written standards,
norms, and procedures for the management of the
pregnant woman. There are criteria for determining
“high risk” status, whose primary objective is the early
detection of abnormalities and the prevention of com-
plications arising from pregnancy, particularly pre-
eclamptic toxemia and eclampsia. There are guidelines
for the management of high risk pregnancies.

Prenatal coverage of pregnant women is 97%; of 167
women who delivered in hospital in 1991, 162 at-
tended health centers. The trend of women going off
the island to have their babies is waning, particularly
since the island now has an obstetrician employed by
the Government. In 1991, 42 pregnant women in their
first trimester (22%), attended clinic. The average num-
ber of visits for each mother up to the 36th week of
pregnancy was four. The number of antenatal women
registered for prenatal care at all clinics was 230, and
the number of attendances up to the 36th week was 622
in 1992.

All mothers are referred to the hospital for delivery.
Hospital stay for primigravidae is 5 days; for normal
deliveries it is 3 days. In 1991, 23 of 168 deliveries
(14%) were by cesarean section. Two nurses have been
trained in neonatal care, but there are no intensive-care
neonatal facilities for prolonged resuscitation in the
hospital. All mothers are referred to their respective
district clinics for follow-up care, and they are given
appointments to return in 6 weeks to the postnatal
clinic in the Valley, where they are seen and examined
by the gynecologist.

District nurses visit mothers discharged from hospi-
tal at home to provide follow-up care to mother and in-
fant. Infants attend clinics at 6 weeks, at which time
physical, developmental, and nutritional assessments
are performed and immunizations are initiated ac-
cording to schedule. Currently, 188 infants are regis-
tered at five clinics.

Family planning services and counseling are pro-
vided at all health centers/clinics, and family life edu-
cation activities are an integral part of the program.
Women attending this service receive medical exami-
nations and have Pap smears taken.

The total number of persons participating in family
planning services increased by almost 100%, from 605
in 1990 to 1,185 in 1991. New users accounted for 8.3%
of total users, and 70 clients discontinued participation
in the program.

Clinics for preschoolers are generally well attended.
An average of 32 attend each clinic session. There is no
organized school health program. Some screening of
schoolchildren is done by nurses at district health cen-
ters, booster doses of immunization are administered,
and referrals are made when necessary. This does not
include screening for visual acuity or hearing defects.

Medical clinics are held at Valley, East End, South
Hill, and West End twice weekly, and once weekly at
Island Harbour. In 1992, 7,070 clients were seen at 415
sessions conducted by medical officers at five health
center clinics. The average number of persons seen at
the five clinics is 17 per session, ranging from 35 at Val-
ley Health Center to 7 at West End.

District nurses conduct home visits for follow-up
care and/or supervision related to medication, treat-
ment, and advice; epidemiologic surveillance; encour-
aging attendance at clinics; checking up on persons
who have missed appointments; providing nursing
care; and giving prenatal guidance and counseling. A
total of 1,175 home visits were made in 1992, as com-
pared to 1,358 in 1991. Of the total in 1992, 345 (29.4%)
were visits to elderly “shut-ins” and 25 (2.1%) were
prenatal visits. The ratio of district population to num-
ber of home visits shows that the smaller populations
get relatively more home visits. The ratio varied from
4:1 in the small communities of West End and Island
Harbour (populations 611 and 748, respectively) to 9:1
in the Valley (population 4,004) and 13:1 in South Hill
(population 2,561). The ratio was 5:1 in East End (pop-
ulation 1,036).

The dental unit in the Valley is staffed by a dental
surgeon, three dental auxiliaries, and two dental assis-
tants. There is an ongoing prophylactic service for
schoolchildren, including fluoridation.

The average annual number of attendances seen and
treated by the dental surgeon is 2,434 and by the den-
tal auxiliaries, 2,412. Of 4,980 attendances in 1991, 37%
resulted in tooth extractions and 32% in fillings. Over
the 1987-1991 period, a total of 21,543 attendances re-
sulted in 7,809 tooth extractions (36%) and 9,028 fill-
ings (42%).

There is a national program for the prevention and
control of AIDS. Community awareness and education
activities with schools, youths, and other groups are a
key component of this program, which integrates in-
formation on sexuality, body changes, and substance
abuse. Data on the incidence of sexually transmitted
diseases are limited or nonexistent; this lack may be at-
tributed to the fact that some clients seek medical con-
sultation outside of Anguilla, as well as to the nonre-
porting of these conditions by private physicians.



Health Conditions in the Americas, 1994 edition, Volume Il

A community mental health program was started in
1990 with the appointment of a community psychiatric
nurse who is assisted by district nurses in the follow-
up care of clients; 56 clients currently receive commu-
nity care. A part-time resident clinical psychologist is
available for consultation, and a consultant psychia-
trist periodically reassesses patients and advises on
further management. In 1992, 52 severely disturbed
patients were referred for consultation.

Acutely ill clients are supervised by a medical officer
and referred to a psychiatrist who visits the island
quarterly. Severely disturbed patients are sent to either
Antigua or Barbados for hospitalization and treatment.

The following summarizes several performance in-
dicators for Cottage Hospital for 1991: bed occupancy
rate, 44%; average length of stay, 3.1 days; number of
inpatient admissions, 1,036; number of discharges,
1,052; number of attendances at the casualty/outpa-
tient clinic, 2,480; obstetric bed occupancy rate, 33%;
number of surgical operations, 259.

Outpatient, weekly clinics provide surgical, antena-
tal, diabetic, and hypertension care. Attendance at dia-
betic and hypertension clinics averages 12 weekly; at-
tendance at surgical clinics for 1991 was 537.

The laboratory functions as a diagnostic facility for
the hospital, health center/clinics, and the private sec-
tor, performing tests that include hematology, microbi-
ology, clinical chemistry, and serology (including HIV
analysis). Specimens for cytology and histology are
sent to Antigua for analysis. Blood banks have limita-
tions—inadequate storage facilities and the small size
of the population makes blood unavailable sometimes.

The X-ray unit is managed by a radiographer and
two technicians; limited accommodations and equip-
ment affect the unit’s ability to carry out its workload.
In 1992, 910 examinations and 29 special investigations
were carried out; 259 electrocardiograms were per-
formed, representing 52% more than the previous year.

The pharmacy is staffed by a senior pharmacist and
two pharmacists. It is located at Cottage Hospital and
provides pharmaceuticals to the hospital and clinics.
Storage facilities are inadequate. Drugs are procured
from suppliers in the United Kingdom, Barbados, and
Canada. A pharmacist frequently accompanies doctors
on ward rounds and sometimes on their clinic visits.

Government service has to compete with the private
construction and hotel sector for scarce maintenance
staff. Often there are long delays for maintenance and
repair work requested at health facilities. The repair of
biomedical equipment is a long-standing problem.
Laboratory and X-ray equipment often lies inopera-

tive, waiting for a technician to travel from Puerto Rico
or the Virgin Islands to repair it, or while the piece of
equipment is sent abroad.

Environmental Services

The Environmental Health Department handles
solid waste management, food hygiene, insect vector
and pest control, liquid waste management, environ-
mental sanitation, beach and roadside cleaning, build-
ing hygiene, occupational health and safety, and the
provision of low-cost sanitation services.

The rapid growth of the tourist and construction in-
dustries have increased solid waste, most of which is
nonbiodegradable. The estimated daily volume of
waste collected is approximately 12 tons. The dump-
site at Corito Bay, an area of approximately 20 acres, is
being used for the disposal of solid waste and is even-
tually to be transformed into a sanitary landfill. In
order to utilize this dumpsite to its utmost, trenches
being dug in already excavated areas are filled with
solid waste, thus using the same space twice.

The Anguilla Water Authority is responsible for the
planning, construction, operation, and maintenance of
the water supply works. This authority also is respon-
sible for monitoring the water quality, but this has not
been strictly or continuously implemented. The Health
Department does not carry out water quality surveil-
lance; although a laboratory in this department has
been equipped to monitor the bacteriology of the
water supply, it has not been staffed.

Building regulations require that new houses be
built with cisterns. Public water supplies are obtain-
able from groundwater sources, and eight new wells in
the Valley and four in the Quarter/Stoney Ground

"area now produce an additional 303,000 gallons per

day. Private supplies are obtained from rainwater stor-
age in cisterns, and some hotels use desalinated water
(reverse osmosis plants); 56.6% of households have
rainwater cisterns, 33.4% have piped water, and 10%
use public standpipes.

There is no sewerage system in Anguilla. Human
waste is disposed of through septic tanks (80.6% of
households) and pit latrines (13.4% of households); 6%
of households are reported to have no facilities. Some
hotels use packaged sewage treatment plants.

Environmental conditions in schools, hospitals,
health centers, and other institutions are monitored.
There is notable absence of potable water supply in
schools and a heavy reliance on stored water in cis-
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terns. There is periodic spraying of school compounds
to control mosquito breeding places.

The 1978 Food Hygiene Regulation empowers the
Health Department to carry out periodic inspections
of premises where food, drink, and other commodi-
ties are sold. Food handlers are required to have
physical examinations, VDRL tests, and tests for ova
and parasites. This program involves the examina-
tion, certification, and registration of all food han-
dlers and food premises. Food handlers undergo an-
other medical examination in the 3rd year. Education
of food handlers has been heightened, particularly
since the Region’s cholera alert. In 1992, 200 food
premises were inspected and 355 food handlers
examined.

There is a nationwide program for the control of
Aedes gegypti. In the past, activities consisted mainly of
stocking cisterns with larvae-eating fish and handling
complaints of mosquito nuisance. During 1991, a pro-
ject to develop a community-based approach to the
control of Aedes aegypti was initiated, involving an in-
tegrated strategy based on stocking cisterns and other
rainwater storage areas with larvae-eating fish, as well
as house inspections and treatment. The household in-
festation index was 66.7 in 1989 and declined to 25.0 in
1992. In 1992, 2,230 premises were inspected and 1,209
were treated. Seventy-one houses were sprayed.

Rodent control is ongoing, particularly during the
inspection of food premises. Baiting operations also
are continuous at public institutions as a means of con-
trol. Rodenticides are sold to the public.

Beach cleaning is routinely done as a means of main-
taining the aesthetic quality of the surroundings and as
a way of protecting the coastal environment.

A senior health education officer and a health edu-
cation officer are responsible for coordinating health
promotion activities. Health education programs are
being reoriented to focus on the promotion of health
and wellness, emphasizing behavior modification and
lifestyle changes. Target groups are schoolchildren
and their parents, young adults, and other community
groups. Mechanisms for intersectoral collaboration
and community participation in all activities are being
strengthened. Radio and television are used to dissem-
inate information.

Available Resources
Human Resources

There are no educational and/or training institu-
tions for health personnel in Anguilla. Depending on
the training need, health personnel are sent to various
islands in the Caribbean, the United States, and the
United Kingdom. Health personnel participate in ad
hoc in-service education programs.

As of March 1993, the following human resources
were available: 10 physicians (including 4 in the pri-
vate sector), 3 pharmacists (including 1 in the private
sector), 22 hospital nursing personnel (13 registered
nurses and 9 nursing assistants), 17 community health
nurses (7 registered nurses, 5 clinic aides, 5 care assis-
tants), 1 laboratory technologist, 1 radiographer, 4 en-
vironmental health officers, 1 dental surgeon, 5 dental
auxiliaries and assistants, 3 health educators, and 23
persons working in administrative, maintenance, and
support services. Some government medical officers
are allowed to pursue private practice.

Financial Resources

The health sector budget comprises allocations for
hospitals and community services, sanitation, and
dental services.

Aid support from the United Kingdom for recurring
budget health expenditures ceased in 1985, and, since
that time, Anguilla has been self-sufficient in meeting
the recurrent costs of health services expenditures. A
portion of health expenditure is met through cost-
recovery mechanisms.

Revenue sources from the health sector to recover
costs are medical and dental fees, laboratory and X-ray
fees, and sales of pharmaceuticals. It is estimated that
7% of the health sector’s recurrent expenditure is met
by revenue collected.

In 1988, the health sector’s recurrent expenditure as
a percentage of total Government recurrent expendi-
ture was 13.0%. In 1990, this figure was 11.4% and in
1993, it increased to 17.0%. This increase is expected to
cover the operating cost of the new hospital.



ANTIGUA AND BARBUDA

GENERAL HEALTH SITUATION AND
TRENDS

Antigua and Barbuda became independent in
November 1981; it is governed by a democratic institu-
tion integrated by elected parliamentary representa-
tives and constituted by a majority party and an oppo-
sition party. Elections are held at least every 5 years.
Executive authority is vested in a cabinet that is
headed by a Prime Minister and comprises 14 minis-
ters. The Minister with responsibility for Health is also
responsible for labor, the State Insurance Corporation,
and the medical benefits scheme. Administratively,
Antigua is divided into 16 constituencies, and Barbuda
represents one.

The country, which also includes the uninhabited
island of Redonda, is part of the Eastern Caribbean’s
Leeward Islands. Antigua’s relatively flat topography
is punctuated by southwestern volcanic hills and
central plains, all of which strongly influence the
island’s hydrology. To the north and east, the soil is
mainly calcareous limestone. Annual rainfall is low,
averaging 40 inches, and droughts occur every 5 to 10
years. There are no rivers, very few streams, and much
of the rainwater flows to the sea.

Health and Living Conditions

The country’s economy depends primarily on
tourism, with tourism and related services accounting
for 60% of the GDP. The Government’s strategy con-
tinues to focus on further developing the tourist indus-
try and diversifying the economy by expanding com-
modity production, especially in livestock, food
processing, and manufacturing.

Per capita GDP was US$ 4,984 in 1990, compared to
US$ 3,400 in 1987. Annual average growth declined
from 9.0% in 1988 to 2.8% in 1990. Currently, the exter-
nal debt is in the vicinity of US$ 270 million, an in-
crease from US$ 180.7 million in 1986, and efforts are
underway to bring about a phased reduction of the
overall public sector deficit to a level where it can be fi-

nanced over the medium term. Remittances from the
United States Virgin Islands, the United States of
America, and the United Kingdom continue to play a
role in the maintenance of living standards.

The inflation rate in 1990 was 7.0%, down from 9.2%
in 1987. Adult literacy is 90% and all eligible children
5-15 years old are enrolled in school. In 1991, 51.5% of
persons under age 15 had secondary level education,
as compared with 11.8% in 1960.

Population

The most recent national population census was
conducted in mid-1991. According to preliminary fig-
ures, the total population of Antigua and Barbuda was
59,355; the breakdown by sex is 28,612 males and
30,743 females, for a male-to-female ratio of 1:1.07.

This total figure is significantly lower than the popu-
lation estimates that had been given since the last offi-
cial census in 1960, a difference that cannot be ex-
plained solely on the basis of migration. (In 1988, the
estimated midyear population was 81,000). As a result,
many of the health and socioeconomic indicators will
have to be recalculated, and data that depend on de-
mographic characteristics should be interpreted with
extreme caution.

Persons under the age of 15 years make up 30.4% of
the population, and the age group 65 years old and
older constituted 8.2%. Life expectancy at birth is 74
years.

The number of registered live births has varied little
over the past several years—it was 1,256 in 1992, com-
pared with 1,178 in 1991, and 1,288 in 1990. The birth
rate in 1989 was 14.5 per 1,000 population compared to
14.0 in 1987.

The population’s ethnic breakdown is just over 90%
of African origin, 3.7% mixed, and 2% white. There are
small groups of Syrian, Lebanese, Chinese, East In-
dian, and Portuguese persons.

Over the years, Antigua and Barbuda has attracted
migrants from many countries. According to the cen-
sus, foreign-born residents primarily came from Dom-
inica, Guyana, Montserrat, the Dominican Republic,
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Jamaica, Saint Kitts and Nevis, Saint Vincent and the
Grenadines, and Saint Lucia; the United States and the
United Kingdom were the leading countries outside
the Caribbean.

The education system is being expanded through-
out, from the preschool level to the tertiary level of the
State College, which offers a range of academic and
technical courses. The local center of the University of
the West Indies (an institution jointly operated by the
English-speaking Caribbean Governments) provides
continuing education through locally conducted
courses and through the distance teaching system that
links the University’s centers in the different
Caribbean locations.

Mortality

Mortality data are generated by death certificates
completed by physicians. The death rate in 1990 was
6.3 per 1,000 population. The leading causes of death
in Antigua were malignant neoplasms, heart disease,
and cerebrovascular disease, with the ranking varying
slightly from year to year. Diabetes and external
causes also are important recorded causes.

The infant mortality rate remained constant at 21 per
1,000 live births in 1990, compared to 20.2 in 1989 and
20 in 1988. The neonatal mortality rate was 17.1 in
1990, compared to 18.4 in 1989. Of 26 deaths occurring
in 1990, 22 occurred in the perinatal and neonatal peri-
ods, the most frequent cause of death being prematu-
rity. There was one death due to neonatal tetanus. Data
from Holberton Hospital indicate that of 1,158 births in
1992, 47 were premature and 17 were stillbirths. In
1990, there were 7 deaths occurring in children 1 to 4
years old.

Morbidity

In 1990, the leading cause of admission to Holberton
Hospital for children under 1 year old was gastroin-
testinal infection and for those 1-4 years old, respira-
tory tract infections.

In 1992, the most reported communicable diseases
were gastroenteritis (notifiable only for children under
5 years old), influenza, conjunctivitis, chickenpox,
syphilis, other venereal diseases, and foodborne
illness.

The leading conditions for which persons sought
treatment in the community health centers were hy-
pertension (31.1%), diabetes mellitus (9.9%), and acci-

dents and injuries (6.5%). Other common conditions
recorded included arthritis, heart disease, acute respi-
ratory infections, alcohol and drug abuse, gastroenteri-
tis, bronchial asthma, mental illness, and sexually
transmitted diseases.

SPECIFIC HEALTH PROBLEMS
Analysis by Population Group

The majority of infant deaths occur in the perinatal
and neonatal periods, with prematurity being the main
cause of death. In 1990, 8.0% of infants had a birth-
weight of less than 2,500 g. Almost all deliveries are
conducted in the Holberton Hospital, which has ade-
quate facilities in the special care infant unit for pre-
mature and other infants requiring intensive care.

Of infants under 1 year old attending community
clinics, 9.3% were classified as high risk; less than 1%
of those 1-4 years old were so classified. Only 1% of
children under 1 year old were considered under-
weight according to the Caribbean growth chart, while
8.8% were overweight. In the age group 1-4 years old,
1% was underweight and 2.8% overweight.

Common health problems among children 0-5 years
old attending health clinics are acute respiratory infec-
tions, diarrhea, and skin infections.

Regular child-health sessions are held for develop-
mental and other screening and for parental guidance
and counseling on child care; 53% of infants attended
clinic before the age of 6 weeks.

Schoolchildren are periodically screened for abnor-
malities by the family nurse practitioner. Dental dis-
ease is one of the most common conditions, identified
in 11.8% of 5-year-olds and 9.0% of 10-year-olds.
Helminthic infestation and visual defects also are
common.

Births to women under 20 years old showed a de-
cline to 19.1% in 1989, compared to 23% in 1987. The
UNFPA-funded peer counseling and youth health ser-
vices project, has made significant inroads in address-
ing the health care needs of adolescents; its compo-
nents are peer counseling, family life education,
adolescent mothers program, parent education pro-
gram, and an adolescent health service, which is man-
aged by a family nurse practitioner and a physician
working part-time.

Most of the elderly’s health problems are due to
chronic noncommunicable diseases, and hypertension
is frequent. Cerebrovascular disease, cardiovascular
diseases, and malignant tumors are the main causes of
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death and chronic ill health. Blindness and hemiplegia
also are common causes of disability among the el-
derly. The program for the elderly is being reviewed,
and a specialist is being recruited for the gerontology
service.

The major causes of death in women in 1990 were
cerebrovascular disease, malignant neoplasms, dis-
eases of pulmonary circulation and “other” forms of

heart disease, ischemic heart disease, hypertensive dis-

ease, other diseases of the respiratory system, and en-
docrine and metabolic diseases.

Clinic attendance by females is twice that of males.
High levels of obesity are recorded for females 40 years
old and older. The Women's Bureau in the Ministry of
Education has conducted education programs for
women on health-related issues.

All employed persons are required to be enrolled in
the social security and medical benefits schemes. Ben-
efits include grants for disability and retirement and
provision of medication for certain diseases, includ-
ing hypertension, diabetes, glaucoma, and mental
illness.

There is a Council for the Handicapped that coordi-
nates activities for the disabled. Special programs for
the visually handicapped include general education
and technical and craft training, which are organized
by nongovernmental organizations and receive some
support from Government.

Diseases and Health Impairments

There have been no recent outbreaks of vector-borne
illnesses. However, dengue is endemic in the Caribbean
and the Aedes aegypti mosquito vector of dengue and
yellow fever is present in the island, threatening the
country with disease outbreaks.

There is constant surveillance to prevent the impor-
tation of malaria.

Ciguatera poisoning occurs, and is associated with lo-
cally caught barracuda and other fish.

There are occasional cases of tetanus, the most recent
having been recorded in 1993 in an adult with doubtful
immunization history. There have been no cases of
diphtheria or pertussis in recent years, and there were no
confirmed cases of measles in 1992. No cases of typhoid
fever have been reported for the past 10 years.

A special task force has been convened for the pre-
vention of cholera, that includes representatives from
the Ministry of Health, the Public Analyst Department,
and other agencies; no cases have been identified in
Antigua to date.
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Since the identification of AIDS in Antigua in 1985,
77 persons tested positive to HIV infection up to the
end of May 1993. Thirty-four cases of AIDS have been
reported, including 5 children, and of the remaining
adults, 22 were males and 7, females; of this number,
27 persons have died. Heterosexual spread is more
prominent, and intravenous drug abuse is uncom-
mon in Antigua. All blood donors are screened for
HIV.

Regarding other sexually transmitted diseases, gon-
orrhea, syphilis, and nongonococcal urethritis are the most
common. Of particular concern is the recent recurrence
of cases of congenital syphilis.

There are 15 patients with leprosy on the register, and
two of them remain at the Leper Home for accommo-
dation only. None of the cases was under treatment,
five were under surveillance, and the others were
under general care.

There are six cases of tuberculosis, the largest number
in 5 years. Tuberculosis is under careful study, partic-
ularly since BCG vaccine is not included in the immu-
nization program, and tuberculosis may again pose a
problem with the advent of AIDS.

Behavioral disorders are a priority health program. A
community mental health program provides follow-
up care to clients discharged from the mental hospital.
Cocaine, marijuana, and alcohol abuse are causes for
concern; a rehabilitation program has been developed,
and services are offered through the mental hospital
and the community mental health program.

The oral health program has been beset by equipment
maintenance and supply problems. A fluoride rinse
program is carried out in public schools, and dental
services are provided at the St. John’s Health Center,
which is staffed by two dentists, a dental nurse, a hy-
gienist, and an assistant.

Zoonoses are not a problem. The veterinary authority
and the Ministries of Health and of Agriculture are re-
sponsible for the inspection of local and imported meat
and animal products. Training of public health inspec-
tors is ongoing.

Traffic accidents take a heavy toll, and victims are
sometimes hospitalized for long periods. Violence also
accounts for much injury and sometimes death.

Risk Factors

Agricultural and waste disposal contamination
threatens drinking water supplies—several biocides
used in agriculture in Antigua and Barbuda are haz-
ardous to human health and fertilizer contamination
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has led to high nitrate levels that are extremely toxic to
infants.

The proliferation of itinerant food vendors also is a
matter for increasing concern. The health department
has embarked on a program of ongoing education of
staff in food establishments as well as persons operat-
ing independently.

The country lies in the tropical storm belt and is at
risk from hurricanes; it is also at risk from earthquakes.
There is a national emergency organization that coor-
dinates disaster mitigation, prevention, preparedness,
response, and recovery. There also is a health coordi-
nator responsible for coordinating health sector activi-
ties as they relate to disaster management, and a health
sector and hospital operational plans to respond in the
event of a disaster. Training of key health personnel in
disaster management has been accomplished.

SOCIAL RESPONSES TO HEALTH
PROBLEMS

Policies

A health policy document approved by the Cabinet
in 1984 outlines policy goals in relation to the follow-
ing program areas: personal health services, environ-
mental health, health infrastructure, and support staff.
In the presentation of the 1989 budget, the Govern-
ment reaffirmed its support of the primary health care
strategy, while recognizing that: “(1) Care at the sec-
ondary level needs to be reorganized to support refer-
rals and the interrelationship of the two systems. (2)
Managerial restructuring is necessary to enhance effi-
ciency and effectiveness of the health care system. (3)
Review and evaluation of the financing mechanisms
and in particular the Medical Benefits Scheme is re-
quired.”

Even though there has been a decline in economic
growth in recent years, the health sector continued to
hold on to its position of high priority within the gov-
ernment. The organization of the Ministry of Health
currently is under review, particularly in terms of re-
structuring the central board of health, strengthening
the local district health system, improving the admin-
istrative expertise in institutions and departments, and
expanding the epidemiology service.

The assessment of human resource needs for health
is an ongoing undertaking. A training and fellowship
committee has been constituted to facilitate rational
manpower development.

More attention is being paid to cost recovery for ser-
vices provided at the general hospital, and the general
accounting systems also are being improved.

Holberton Hospital is now the subject of a master
plan development project. In recent years, special in-
fant care, radiology, and pathology have considerably
improved. A new casualty/outpatient observation
block is nearing completion.

Three new community health clinics are currently
being planned or built, and should be operational in
1994.

The production and utilization of local foods con-
tinue to receive government attention, and there are
plans for establishing a new abattoir and meat market.
Small farmers continue to thrive, and fishermen are
being trained in new techniques.

The environment is a major concern, especially re-
garding solid waste, sewage disposal in the urban
area, and the protection of coastal zones. Consultants
are helping to address these issues.

The Eastern Caribbean Drug Scheme, which is the
central procuring agency for the members of the Orga-
nization of Eastern Caribbean States, also serves
Antigua and Barbuda. Vaccines are obtained through
the PAHO Revolving Fund.

The Ministry of Health is encouraging research into
the country’s health problems; with the progressive
expansion of the health education unit’s capabilities,
health promotion is being strengthened and a variety
of educational materials are being produced.

Several pieces of legislation are under review, partic-
ularly those dealing with the regulation of the practice
of medicine, pharmacy, and allied health professions.

A maternal and child health manual that includes
written standards, norms, and procedures, guides the
provision of services for that population group. Immu-
nization against diphtheria, pertussis, tetanus, polio,
and measles is required for school entry.

Organization of Services
Personal Health Care Services

Infrastructure. Personal health care services in-
clude government and private health facilities. There
are 6 health centers that serve as headquarters for the
Medical Districts, and 17 satellite clinics linked to the
health centers, which serve as subcenters for the outly-
ing communities.

Holberton Hospital, an acute general hospital with
210 beds, provides medical, surgical, obstetric and gy-
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necological, pediatric, and pathology specialties, and
houses specialists in otorhinolaryngology, ophthal-
mology, orthopedics, and radiology. Long-term facili-
ties include the Mental Hospital, with 150 beds; the
Geriatric Finnes Institute, which provides for 100 pa-
tients; and the Leper Home. Springview Hospital in
Barbuda serves mainly as an outpatient facility.

A private hospital with nine beds provides outpa-
tient and inpatient care. There also is a group practice
medical center and private practice physicians’ and
dentists’ offices.

Organization. The Ministry of Health is responsi-
ble for providing public health services, and answers
to the Cabinet of Ministers for this responsibility. Pol-
icy decisions are made by the Minister of Health and
senior technical health officers. Management of the
health system is delegated to the Permanent Secretary,
and, through her, to the technical and administrative
staff within the Ministry, hospitals, and health centers.
The Chief Medical Officer is charged with advising the
government on technical matters related to health and
coordinating the health service.

Antigua is divided into six medical districts—
St. John’s City, Northern, St. John's South, Windward,
St. Paul’s, and St. Mary's; Barbuda is considered a sep-
arate district. Each district in Antigua is served by a
government-appointed medical officer who has legal
responsibility for providing all medical services in the
district. All district medical officers also have private
practices in the capital city of St. John's.

Medical district boundaries do not coincide with ge-
ographic parish divisions, with nursing and environ-
mental health districts, or with property valuation and
public utility divisions, which does not facilitate the
coordination of community health services. Services
are not allocated to the population on the basis of pop-
ulation ratio to health facility and/or health worker,
and legislation governing the district divisions is out-
dated. In 1991, an assessment of health district divi-
sions was undertaken with a view to recommending a
rationalization of boundaries and catchment areas that
would improve the community health service.

Functionally, health services are divided into district
and hospital services, and operate as a two-tier system,
although there is no clear demarcation between the
two systems and primary services are offered in the
acute secondary care institution, Holberton Hospital.
At the district or primary level, services include mater-
nal and child health; health education; management of
common health problems; environmental sanitation;
follow-up mental health care; nutrition, including food
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supplementation; diabetic and hypertensive clinics;
communicable disease control and surveillance; home
visitation; and referral services.

Health center services are provided by family nurse
practitioners, public health nurses, medical officers,
district nurse midwives, community health aides, and
clinic aides. At the subcenters, a district nurse midwife
and a clinic aide supported by the family nurse practi-
tioner, medical officer or public health nurse provide
services. A utilization study conducted in 1990 indi-
cated that 84,179 visits were made by clients to clinics
in the seven nursing districts, and 4,369 visits were
made by district nurses to homes.

The data also show that the workload for district
nurse midwives is, on average, twice as heavy for
nurses in urban and/or suburban areas as it is for
nurses in rural areas.

District medical officers cover an average of three
clinics weekly. Although clients see doctors at the
health centers and subcenters, they must travel to St.
John’s for X-ray, laboratory, and drug services. There
are referral linkages from the district or local level to
the hospital.

Holberton Hospital, located in St. John's, is a sec-
ondary referral center. A nine-bed private hospital
with a well-equipped operating theater and X-ray fa-
cilities also functions as a secondary facility; maternity
services are also provided at this hospital.

Some tertiary level care is occasionally provided at
Holberton Hospital, but most clients who require com-
plex care are referred overseas; there are official ties
with the University of the West Indies in Jamaica and
the Queen Elizabeth Hospital in Barbados. Clients also
receive general tertiary care in Puerto Rico and Miami
and ophthalmological services in Guadeloupe and
Martinique.

Coverage. Prenatal services are offered by private
practitioners, government health clinics, Holberton
Hospital, and the private hospital—coverage is esti-
mated to be 95%. Normal pregnancies are seen at dis-
trict clinics, and those women at risk are referred to the
prenatal clinic at Holberton. Pregnant women are en-
couraged to attend clinic by the 12th or, at least, by the
16th week of pregnancy. The primary objective is the
early detection of abnormalities and the prevention of
complications arising from pregnancy, particularly
pre-eclamptic toxemia and eclampsia.

Postnatal coverage remains one of the weaker as-
pects of the maternal and child health program. Moth-
ers who deliver in hospital are referred to the postnatal
clinic for follow-up care. Family planning services are
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provided by the Antigua Planned Parenthood Associ-
ation, district clinics, the adolescent health service, and
private physicians. These services experience some
difficulty due to the limited choice of contraceptive
methods.

District nurses visit mothers and infants discharged
from hospital to provide follow-up care. Infants are
scheduled to attend clinics by 6 weeks of age, at which
time physical, developmental, and nutritional assess-
ments are performed and immunizations are initiated
according to schedule. In 1990, 53% of infants attend-
ing clinics had done so before the age of 6 weeks.

Clinics also are held for children 1-4 years old, and
they receive follow-up care until they are enrolled in
primary school, where care continues.

Child abuse has been receiving attention from sev-
eral sectors, including the Ministry of Home Affairs
which is looking at the legislative aspects.

Progress in program activities for children with de-
velopmental disabilities has been inconsistent, but the
early stimulation project and the Council for the Hand-
icapped continue their efforts.

In 1991, immunization coverage with DPT and OPV
for infants up to 1 year old was 95%. Immunization
against measles, mumps, and rubella was considered
successful, reaching 97% coverage of the target popu-
lation in 1992. The number of immunizations with
DPT and polio vaccine in 1992 exceeded the estimated
target, which could be attributed to immigration of
parents with infants to Antigua.

The school health program is managed by family
nurse practitioners, and referrals are made to a physi-
cian when necessary. The program includes the innov-
ative “Project Lifestyle,” supported by UNICEF and
CENI, which emphasizes proper nutrition, exercise,
and good health habits coupled with individual health
assessments. Health and family life education in
schools continues, but the Ministry of Education needs
to come up with a clear written policy, and there
should be greater collaboration between the Ministries
of Health and Education in this activity.

The adolescent health program is very successful in
meeting identified needs of teenagers. The program is
managed by a family nurse practitioner, a part-time
physician, and an ophthalmologist. Services include
health assessment and maintenance; guidance and
counseling, particularly in relation to AIDS and other
sexually transmitted diseases, substance abuse, nu-
trition, etc.; family life education; family planning and
Pap smears; and referrals. There is an average monthly
attendance of 500 adolescents. The program collabo-
rates closely with the Caribbean Family Planning As-

sociation, Antigua Planned Parenthood Association,
and the family life education project of the University
of the West Indies School of Continuing Education.

In 1990, there were 3,838 first visits made by persons
20 years old and older to community medical clinics.
Hypertension and diabetes continue to be the leading
causes of clinic attendance; clinics are scheduled for
the management of persons with these two conditions,
and a register of persons is maintained.

Environmental Services

The Central Board of Health within the Ministry of
Health is responsible for environmental health. The
functions of the department include solid and liquid
waste management, water quality management, vector
control, food safety, and environmental monitoring.

Solid waste management includes storage, collec-
tion, transport, disposal, and regulatory enforcement.
There are five official solid waste disposal sites in An-
tigua, and there are also many sizeable ad hoc dumps.
Plans are under way to convert a major facility at
Cook’s Dump, southwest of St. John's, into a sanitary
landfill. Solid waste legislation (1983 Litter Act) is
being enforced, and programs to promote community
education and participation are being implemented.

The Antigua Public Utilities Authority has overall
responsibility for managing the country’s water re-
sources. The Central Board of Health monitors drink-
ing water quality and coastal waters. The potable
water sampling program aims at collecting samples at
various points in the distribution system to determine
the physical, chemical, and bacteriological quality of
drinking water produced and distributed by the Au-
thority; a total of 24 samples are taken monthly. The
main sources of water for municipal use in Antigua are
groundwater (there are 45 operational wells); surface
ponds and reservoirs; desalinated water (there are two
desalination plants, although these are not always in
operation and do not always produce at full capacity);
and cisterns by individual householders.

In 1992, 38.8% of the inhabitants had piped water
connections in their homes, 51.6% used public stand-
pipes, and 9.6% relied on other means. The Barbuda
system is supplied from a single well that serves Co-
drington, where most of the population lives.

There is no sewerage system in either Antigua or
Barbuda—60% of the population is served by septic
tanks and soakways, 30% by pit latrines, and 1%-2%
by pail closets; 8% has no sanitary facilities. Sewage
treatment plants, with the exception of those at Hol-
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berton Hospital and at police headquarters, are located
on the coast to serve the tourist hotels.

There is great concern about overall wastewater dis-
posal and on-site sewage disposal systems, as these
tend to malfunction and discharge primary treated
sewage into open drains in St. John's city, or to over-
flow on the premises and into the gutters. Public
health inspectors have received training in the princi-
ples of on-site wastewater disposal.

The Hazard Analysis Critical Control Point Approach
to food safety and control is being used in restaurants in
an effort to arrest the critical factors that can contribute
to foodborne illness. Foods sold on the streets are given
high priority because of the potential for disease. Train-
ing programs have been implemented for street ven-
dors and food service establishment workers.

The vector control program focuses primarily on the
control of mosquitoes, particularly Aedes aegypti. A
community based integrated vector control strategy is
used, involving community education and participa-
tion, source reduction, the use of larvae-eating fish in
cisterns and other rain water storage areas, and house-
hold inspection and treatment. In 1991, five cycles of in-
spection were carried out islandwide, and 22,959
houses were inspected. The highest reported house in-
festation index was 11.5%, a decrease from 14% in 1989.

District environmental activities focus on identifying
problems and needs and finding solutions. Some of the
problems and needs encountered relate to nuisances,
community water supply, solid waste storage, littering,
household hazardous waste, vector control, excreta dis-
posal, environmental health education and community
participation, household sanitation, environmental
health monitoring, and sanitation quality control.

Marine and coastal waters are monitored. Samples
are collected from 19 sites at various beaches around
the country, and land based sources of marine pollu-
tion are identified, as a way to stop or reduce pollution
of inshore areas of the shoreline.

Health Promotion

Health promotion activities focus on fostering atti-
tudes and environmental conditions that can foster
good health. The peer counseling and youth health
services project is one of the mechanisms being used
to promote health and wellness in adolescents and
young adults. Health Education programs emphasize
behavior modification and lifestyle changes as one
means of promoting and maintaining good health.
Target groups are schoolchildren, young adults, and
other community groups. Mechanisms for intersec-
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toral coordination and community participation have
been strengthened. The health education unit has
been strengthened, and information is disseminated
through several visual aids and through the media.

Available Resources
Human Resources

Health manpower is lost mainly through emigration
and through nonrenewal of contracts. Retirements are
few and occur mainly among nursing personnel. Med-
ical staff usually are recruited from overseas and on
contract.

The main educational institution for health person-
nel is the Holberton Hospital School of Nursing. It of-
fers a 3-year program for the education and training of
professional nurses in basic nursing and a 1-year pro-
gram for midwifery. The school has a student capacity
of 72 (60 nursing and 12 midwifery students), but ac-
tual enrollment is much lower. There are ongoing ef-
forts to transfer the nursing educational program to
the State College.

Education and/or training of other health profes-
sionals, namely in pharmacy, environmental health,
and laboratory technology, is carried out at regional
health institutions. In addition, health professionals
participate in continuing education programs held lo-
cally and overseas. The number of health professionals
in selected categories in the country is shown in Table 1.

Financial Resources

The health sector is financed mainly from the Gov-
ernment’s annual budget, and partly from the medical
benefits scheme. The health sector recurrent budget
represents 12%, and is the second largest of the Gov-
ernment’s total budget.

Public health services are mainly provided free of
charge, but the private sector provides services on a fee
for service basis. Only a very small percentage of rev-
enue is collected from user fees at Holberton Hospital,
but efforts are being made to improve cost recovery
and the general accounting system. Social security con-
tributors receive free hospitalization in return for a
contribution to the Government by the scheme.

Capital expenditure is usually financed through local
resources and through grants. In 1992, EC$ 8,209,647
was estimated for capital expenditure. In addition,
EC$ 987,500 was estimated for capital expenditure on
health facilities by the public works department. The
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TABLE 1
Number of health professionals in selected categories,
Antigua and Barbuda, 1992.

Professional category Number
Physicians 59
Dentists 13
Nurses 179
Nursing auxiliaries 43
Nurses aides 145
Pharmacists 13
Nutritionists 1
Laboratory technicial/assistants 9
X-ray technicians and assistants 5
Dental hygienist/assistants 3

Source: Ministry of Health.

provisional figure on recurrent health sector expendi-
ture in Antigua for 1992 was EC$ 33,424,636, of which
EC$ 12,794,307 (38.3%) went to Holberton Hospital.
Recurrent expenditure for health services in Barbuda
in 1992 was EC$ 320,500.

Other Resources

Antigua and Barbuda is one of the 10 Eastern
Caribbean countries participating in the community

health information project, which aims at strengthen-
ing the countries’ capabilities in the management of
health information so that reliable data can be obtained
for monitoring, evaluating, planning, and program-
ming of health services. A national advisory commit-
tee and a health information unit have been estab-
lished, and there is a manual of procedures in use at
health centers. Equipment is being installed, and com-
puter software will be supplied.

The central medical supply unit of the Ministry of
Health is responsible for the management of drugs and
biologicals. The unit is staffed by a director and four
trained pharmacists, including a procurement officer.
Most of the drugs available from the public sector are
procured from the Eastern Caribbean Drug Supply
Service.

Efforts to rationalize the system have been made by
the introduction of a new Pharmacy Act, and the de-
velopment of a National Formulary. Nine pharmacists
dispense drugs through the government’s sole outlet
system at Holberton Hospital. In addition, the medical
benefits pharmacy provides drugs to its beneficiaries.
The operating budget of the central medical supply
unit is provided through a subvention from the med-
ical benefits scheme.

Several private pharmacies operate in Antigua, and
payments are made by the medical scheme to public
and private providers and institutions.
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GENERAL HEALTH SITUATION AND
TRENDS

Argentina is a federal republic composed of 23
provinces and the Federal Capital. By constitutional
mandate, these political-administrative divisions are
responsible for safeguarding and caring for the popu-
lation’s health. The Government that came to power in
1989—the second since the democratic system was re-
stored in 1983—launched a series of structural changes
in the economy and in the State, as well as changes in
the State’s relations with society in general and the
central government’s relations with the provincial
governments.

The current economic model seeks primarily to reac-
tivate the economy and curb inflation by deregulating
economic activities. An aggressive privatization plan
is being promoted, as are reforms of the State and a re-
definition of its economic and social role. Through the
application of this policy’s principal instruments—fis-
cal adjustments and a national currency conversion
plan— inflation has recently been relatively well con-
trolled and macroeconomic indicators have basically
stabilized. The economic, social, and sectoral changes
that have been made during this period are shaping a
new economy and a different form of social and insti-
tutional organization.

The last decade’s economic crisis affected both the
microeconomic (scale of operation, organization of
industrial activity, etc.) and macroeconomic (regula-
tory frameworks, behavior of markets, and organiza-
tion of economic and social institutions) arenas. The
changing role of the State in regulating the economy,
the emergence of new economic and financial groups
within the country and the diversification and expan-
sion of their production and interests, the appearance
of new industrial activity centers, and changes in the
orientation of foreign trade are crucial elements in this
process.

Economic adjustment measures have brought on
improvements in production, but they also have pro-
duced macroeconomic imbalances, especially the pro-
gressive decline in foreign sales of industrial goods,

16

with a corresponding influx of imported products.
During 1992, for example, imports totaled more than
US$ 14,500 million, 75% more than in 1991 and more
than triple the total for 1990. Consumer goods ac-
counted for 8% of total imports in 1990, but this pro-
portion rose to 21.4% during the first half of 1992.

As a consequence of the deregulation, privatization,
and economic liberalization strategies applied during
recent years, major changes also have taken place in
labor markets, union activity, and public services. The
pattern of accumulation has radically changed as the
structural soundness of the growth models in force
until the mid-1970s has been called into question, and
market incentives have become the basis for the alloca-
tion of resources.

Public services, such as health, education, and social
services, in which the State traditionally has played a
leading role both through regulation and direct in-
volvement, have changed and deteriorated, becoming
less efficient, operational, effective, and equitable.
Public sector financing has been eroding since 1982, as
a result of the economic instability and inflation of the
1980s as well as adjustment measures.

Economic, political, and institutional changes have
led to structural modifications, the most notable of
which include an increase in critical poverty pockets; a
drop in “formal” industrial employment; decreased ef-
fectiveness of the public sector’s budget management
and administrative mechanisms; exacerbation of the
loss of efficiency, effectiveness, and equity of public
spending on social needs; and a reduction in public
service coverage and quality.!

Health and Living Conditions
In the period between the launching of the national

currency conversion plan in April 1991 and the begin-
ning of 1993, the cost of the basic food basket for a typ-

ICetrangulo O, Damill M, Katz J, Lerner L, Ramos S. Desregu-
lacién y salud. Un anélisis de la reforma del sistema de obras so-
ciales. Buenos Aires: Fundaciéon Industrial Argentina, Instituto para
el Desarrollo Industrial; 1992. (Working document 2).
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ical family rose 56%, whereas industrial workers’
salaries increased only 27%. Reduced inflation (as
measured by the change in the monthly consumer
price index, which in April 1993 was only 1.0%) and
expanded productivity of the work force (a 10% in-
crease in 1991-1992) led to a slight rise in the rate of ac-
tivity, calculated as the percentage of the total popula-
tion that is economically active (economically active
population, or EAP); this percentage grew from 39.4%
in 1988 to 40.2% in 1992. Nevertheless, during the last
5-year period, the rate of open unemployment (unem-
ployed persons seeking employment) rose from 6.1%
to 7.0% of the EAP (INDEC, Ongoing Survey of House-
holds). In greater Buenos Aires, where one-third of the
country’s population is concentrated, unemployment
has doubled since 1980. The increase has been particu-
larly marked among persons aged 50-64, rising from
1.2% in 1980 to 6.7% in 1992. This, coupled with a pro-
gressive reduction in retirement pensions of persons
older than 65, has deteriorated the purchasing power
and the quality of life for a sizable segment of the pop-
ulation. The proportion of persons over 65 in the eco-
nomically active population has declined slightly. Of
the population between 65 and 74 years old, 33.7%
work; among those aged 75 and older, the figure is
15.8%. Under the current system, the retirement age
for men is 65 and for women, 60; early retirement is an
option in some cases. This system, which is experienc-
ing an acute financial crisis, pays retirees a minimum
monthly benefit of about US$ 200.

The housing shortage persists and has become an
important health and social risk factor. It is estimated
that even if 100,000 new housing units were to be con-
structed each year, it would take more than 30 years to
overcome the shortage. According to calculations by
the Department of Housing and Environmental Qual-
ity, 12,850,000 people (34.7% of the population) live in
substandard housing: 10.6% in irreparable dwellings,
18.2% in dwellings that are in poor condition but
reparable, and 5.9% in overcrowded conditions. This
situation has given rise to several phenomena, includ-
ing the establishment of slums or shantytowns—
which in the Federal Capital alone are home to 60,000
people—or, more recently, the illegal occupation of
uninhabited houses by poor families, who live in sani-
tary conditions that are even worse than those in the
shantytowns because they lack access to basic services
and effective social assistance networks.

Regarding education, although no changes were
noted in the trends registered during the 1980s, major
differences were seen from province to province. For
example, the percentage of the cohort registered in first

grade that went on to complete seventh grade was
62.9% for the entire country, but ranged from as low as
20.0% in the Province of Chaco to 80.6% in the Federal
Capital. The percentage of repeaters out of the total en-
rollment in public primary schools was 7.9% for the
country as a whole, but ranged from 16.1% in the
Province of Santiago del Estero to 1.7% in the Federal
Capital.

The only available figures that can quantify the dif-
ferences between the provinces deal with health indi-
cators, which, despite the gains registered, continue to
show sizable differences related to living conditions.
This is particularly telling in terms of the infant mor-
tality rate, which in 1990 was 16.8 per 1,000 live births
in the Federal Capital but was at least twice that in the
provinces of Salta (32.3), Jujuy (35.8), Formosa (33.2),
Chaco (35.8), and Catamarca (34.6). The province of
Salta, where the basic needs of 46.8% of the population
are not being met—one of the highest percentages in
the country—was the province hardest hit by the
cholera outbreak in January 1992.

Population

Preliminary data from the 1991 national population
and housing census showed the population of Ar-
gentina to be 32,608,687, an increase of 4,700,000 peo-
ple over the 1980 figure; this represents a 16.7% rela-
tive change between censuses, and it is a slow rate of
population growth. It is assumed that the slowed
growth is more the result of a reduction in migration
than a decline in national population growth, since no
significant changes in birth and death rates have been
registered as compared to the previous decade. Most
of the population (85%) lives in urban areas, and the
country still has broad uninhabited expanses. The de-
cline in the infant mortality rate (from 33.2 to 25.6 per
1,000 live births) and in the general mortality rate
(from 8.6 to 8.0 per 1,000 population) in 1980-1990
helped raise life expectancy from 65.4 years for men
and 72.1 years for women in 1975-1980 to 67.3 years
for men and 74.0 years for women in 1985-1990.

The geographic distribution of the population has
remained relatively stable, with a small increase in the
most sparsely populated provinces and a decrease in
growth rates in the Federal Capital, greater Buenos
Aires, and the provinces of Cérdoba and Santa Fe. In-
terjurisdictional migration from rural and suburban
departments to departments where capital cities are lo-
cated also has been observed. Whereas the 1947 census
showed only three capital departments with more than
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30% of the provincial population, in 1990 there were
15. There has been a noticeable decline in absolute
population growth in the 19 districts of greater Buenos
Aires, which indicates a tapering off of the migratory
flows these districts have traditionally received from
other regions.

In the Patagonian provinces, where various promo-
tional policies have been applied, average growth rates
of more than 30 per 1,000 have been maintained as a re-
sult of the oil boom, major hydroelectric projects, and
the industrialization of mining resources.

The age distribution of the population shows a trend
toward growth in the group 60 years old and older
(13.1%) and a decrease in the groups aged 0-24 years
(46.0%) and 25-59 years (40.8%).

Mortality

In 1990 the age-specific mortality rates were 1.1 per
1,000 population for those aged 14 years, 0.3 for those
5-14 years old, 1.8 for those 1549 years old, 11.5 for
those 50-64 years old, and 54.0 for those 65 years old
and older, with differences between the provinces as a
result of different living conditions.?

There were clear sex differences in mortality, partic-
ularly at older ages: males and females had respective
specific mortality rates of 1.2 and 1.0 per 1,000 in the
1-4 age group, 0.4 and 0.3 in the 5-14 age group, 2.2
and 1.3 in the 1549 age group, 15.8 and 7.3 in the
50-64 age group, and, finally, 63.5 and 46.0 per 1,000 in
the age group 65 years old and older.

Regarding the infant mortality trend between 1981
and 1985, the rate decreased from 33.6 to 26.2 per 1,000
live births, while in the following 5-year period,
1986-1990, the rates fluctuated only slightly, decreas-
ing slowly from 26.9 per 1,000 live births in 1986 to 25.6
in 1990. ,

An analysis of causes of death between 1980 and
1990 shows a progressive growth in the proportional
percentage of heart disease (ICD-9, 390-429), malig-
nant neoplasms (140-208), and cerebrovascular dis-
ease (430—439), which increased from 29.9% to 31.4%,
from 16.1% to 17.9%, and from 9.3% to 10.1%, respec-
tively.

Table 1 shows the evolution of mortality by age
group and by major groups of causes between 1980

2Ministerio de Salud y Accién Social. Estadisticas vitales. Informa-
cidn bdsica. Buenos Aires: Ministerio de Salud y Accién Social; 1990.
(Series 5, 34).
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and 1990. In the population under 1 year old, death
rates from pneumonia and influenza and from intesti-
nal infectious diseases declined substantially, drop-
ping from 270 to 99 per 100,000 live births for the first
group, and from 244 to 79 per 100,000 for the second.
Mortality from congenital anomalies, heart disease,
nutritional deficiencies, and accidents fluctuated
within relatively small ranges. In the 14 age group the
same trends were observed, except in the case of mor-
tality from accidents, which decreased during the pe-
riod, although the percentage share of this group of
causes has increased. The same thing occurred in the
group aged 5-14. It is worth noting that in many cases
the lowest levels occurred in 1985.

Among adults, for the group aged 15-49 the rates for
the five groups of causes fell and that for homicides in-
creased. The major reductions occurred between 1980
and 1985, with less change noted between 1985 and
1990. For the group aged 50-64, mortality from heart
disease, accidents, and cirrhosis of the liver declined,
while death rates from malignant neoplasms and cere-
brovascular disease remained practically constant.

Among those 65 years old and older, during the past
decade all the proportions and rates remained stable,
except for mortality from atherosclerosis, which de-
creased from 473 per 100,000 in 1980 to 305 in 1985 and
to 240 in 1990, and mortality from pneumonia and in-
fluenza, which reached its lowest point in 1985 (166 in
1980, 126 in 1985, and 164 in 1990).

SPECIFIC HEALTH PROBLEMS
Analysis by Population Group
Perinatal and Child Health

For children under 1 year old, the groups of causes
of death for which the rates decreased the most be-
tween 1985 and 1990 were pneumonia and influenza
(ICD-9, 480-487), which fell from 134.1 per 100,000 live
births in 1985 to 98.7 in 1990, and intestinal infectious
diseases, which went from 113.2 per 100,000 to 78.5 in
the same period. Causes that can be considered avoid-
able continue to account for a significant proportion of
deaths—in 1990 only 16% of neonatal deaths and
23.9% of postneonatal deaths were caused by diseases
considered unavoidable.

Among children aged 5-14, although mortality from
accidents decreased from 15.8 to 10.9 per 100,000 be-
tween 1980 and 1990, this cause continued to produce
one-third of the deaths in this age group. The next
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TABLE 1
Five leading causes of death by age group, Argentina, 1980, 1985, and 1990.
Principal causes of death 1980 1985 1990
(ICD-9) Rank Number Rate % Rank Number Rate % Rank Number Rate %

All ages
Total deaths 241,125 862.8 100.0 241,377 795.8 100.0 259,683 803.4 100.0
Heart disease (390-429) 1 72,146 258.1 29.9 1 77,098 254.2 31.9 1 81,632 252.6 31.4
Malignant neoplasms (140-208) 2 38,961 139.4 16.1 2 42,407 139.8 17.6 2 46,440 143.7 17.9
Cerebrovascular disease (430-438) 3 22,418 80.2 9.3 3 23,859 78.7 9.9 3 26,113 80.8 10.1
Accidents (EB00-E949) 4 11,895 42.6 4.9 4 9,914 32.7 4.1 4 10,532 32.6 4.1
Atherosclerosis (440) 5 11,704 41.9 4.8 — 8,361 27.6 3.5 — 7,324 27.2 2.8
Certain conditions originating

in the perinatal period (760-779) — 10,510 37.6 4.4 5 8,784 29.0 3.6 5 8,600 26.6 3.3
Under 1 year old
Total deaths 23,167 3,321.6 100.0 17,034 2,617.1 100.0 17,348 2,556.3 100.0
Certain conditions originating

in the perinatal period (760-779) 1 10,465 1,500.4 45.2 1 8,546 1,313.0 50.2 1 8,600 1,267.2 49.6
Congenital anomalies (740-759) 2 2,386 342.1 10.3 2 2,209 3394 13.0 2 2,531 3729 14.6
Pneumonia & influenza (480-487) 3 1,889 270.8 8.2 3 873 134.1 5.1 4 670 98.7 3.9
Intestinal infectious diseases (001-009) 4 1,699 243.6 7.3 4 737  113.2 4.3 — 533 78.5 3.1
Heart disease (390-429) 5 702 100.7 3.0 — 495 76.1 29 3 707 104.2 4.1
Nutritional deficiencies (260-269) — 611 87.6 2.6 5 522 80.2 3.1 . 567 83.5 3.3
Accidents (EB00-E949) — 633 90.8 2.7 — 485 74.5 2.8 5 658 97.0 3.8
1-4 years old
Total deaths 3,971 152.9 100.0 2,768 99.5 100.0 2,756 107.3 100.0
Accidents (E800-E949) 1 710 27.3 17.9 1 524 18.8 18.9 1 559 21.8  20.3
Pneumonia & influenza (480-487) 2 372 14.3 9.4 2 232 8.3 8.4 4 200 7.8 7.3
Intestinal infectious diseases (001-009) 3 364 14.0 9.2 3 173 6.2 6.2 — 181 7.0 6.6
Congenital anomalies (740-759) 4 231 8.9 5.8 4 157 5.6 5.7 3 215 8.4 7.8
Nutritional deficiencies (260-269) 5 209 8.0 5.3 — 166 6.0 6.0 5 199 7.7 7.2
Heart disease (390-429) — 183 7.0 4.5 5 173 6.1 6.2 2 231 9.0 8.4
5-14 years old
Total deaths 2,423 46.2 100.0 2,241 37.3 100.0 2,219 34.4 100.0
Accidents (EB00-E949) 1 829 15.8 34.2 1 723 12.0 323 1 705 10.9 31.8
Malignant neoplasms (140-208) 2 300 5.7 12.4 2 327 5.4 14.6 2 282 4.4 127
Heart disease (390-429) 3 166 3.2 6.8 3 168 2.8 7.5 3 168 2.6 7.6
Pneumonia & influenza (480-487) 4 96 1.8 4.0 4 67 1.1 3.0 4 67 1.0 3.0
Congenital anomalies (740-759) 5 89 1.7 3.7 5 64 1.1 2.8 5 109 1.7 4.9
15-49 years old
Total deaths 29,664 220.8 100.0 27,044 187.7 100.0 27,845 179.8 100.0
Heart disease (390-429) 1 5,593 41.6 18.8 1 5,066 35.2 18.7 1 5211 33.7 18.7
Accidents (EB00-E949) 2 5,126 38.2 17.3 2 3,916 27.2 14.5 2 3,932 25.4 14.1
Malignant neoplasms (140-208) 3 4,775 355 16.1 3 4,976 34.6 18.4 3 5,234 33.8 18.8
Cerebrovascular disease (430-438) 4 1,881 14.0 6.3 4 1,917 13.3 7.1 4 2,073 13.4 7.4
Cirrhosis of the liver (571) 5 972 7.2 33 — 681 4.7 2.6 — 655 4.2 2.4
Homicide (E960-E969) — 733 5.3 2.5 5 1,068 7.4 39 5 1,134 7.3 4.1
50-64 years old
Total deaths 47,104 1,411.5 100.0 47,564 1,167.8 100.0 48,495 1,148.9 100.0
Heart disease (390-429) 1 14,504 388.1 30.8 1 14,706 361.1 309 1 14,384 340.8 29.7
Malignant neoplasms (140-208) 2 11,969 320.3 25.4 2 13,105 321.8 27.6 2 13,438 318.4 27.7
Cerebrovascular disease (430-438) 3 4,578 122.5 9.7 3 4,875 119.7 10.2 3 5,211 123.5 10.7
Accidents (EB00-E949) 4 1,920 51.4 4.1 4 1,575 38.7 33 4 1,592 37.7 3.3
Cirrhosis of the liver (571) 5 1,515 40.5 3.2 5 1,377 33.8 2.9 5 1,287 30.5 2.7
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TABLE 1 (cont.)

Principal causes of death 1980 1985 1999
(ICD-9) Rank Number Rate % Rank Number Rate % Rank Number Rate %

65 years old and older

Total deaths 132,614 5,776.6 100.0 140,275 5,372.5 100.0 158,901 5,395.6 100.0
Heart disease (390-429) 1 50,381 2,194.6 38.0 1 55,708 2,133.6 39.7 1 60,432 2,052.0 38.0
Malignant neoplasms (140-208) 2 21,443 934.0 16.2 2 23,425 897.2 16.7 2 27,070 919.2 17.0
Cerebrovascular disease (430-438) 3 15,709 684.3 11.8 3 16,701 639.6 11.9 3 18,585  631.1 11.7
Atherosclerosis (440) 4 10,860 473.3 8.2 4 7,975 305.4 5.7 4 7,066 2399 4.4
Pneumonia & influenza (480-487) 5 3,804 165.7 2.9 5 3,288 125.9 2.3 — 4,830 164.0 3.0
Diabetes mellitus (250) — 3,114 135.5 2.3 — 3,427 131.3 2.4 5 4,070 138.2 2.6

Notes: Mortality rates in the under-1 age group are per 100,000 live births. In the other age groups, the rates are per 100,000 population.
Deaths in which sex was not specified were distributed proportionally among males and females.
Source: National Health Statistics Program, Vital Statistics, Ministry of Health and Social Action, 1990.

leading cause was malignant neoplasms, which ac-
counted for 12.7% of the total in 1990.

An analysis of age-specific mortality reveals that
among children under 1 year old, three groups of
causes account for two-thirds of all deaths: certain con-
ditions originating in the perinatal period (34.1%), dis-
eases of the respiratory system (22.3%), and intestinal
infectious diseases (14.9%). In the group aged 14, al-
most half (43.3%) of the deaths are due to the latter two
causes.

Adolescent and Adult Health

In 1990, in the population older than 15 years old,
heart disease causes the greatest percentage of deaths.
This cause accounted for 18.7% of all deaths in the
15-49 age group and 29.7% in the 50-64 age group.
Malignant neoplasms are the second leading cause of
death, with rates of 33.8 and 318.4 per 100,000 for the
two age groups, respectively. Accidents resulted in
5,524 deaths and are the third most important cause of
death in the group aged 1549 and the fourth among
those 50-64.

In the age group 15-64 years old, acute myocardial
infarction ranks first as a cause of death, accounting for
21% of the deaths from the 10 leading causes in this
group, followed by acute cerebrovascular disease, ac-
counting for 15%, and malignant neoplasm of the tra-
chea, bronchus, and lung, which account for 14%.

Health of the Elderly

Morbidity studies carried out in 1991 with data from
the National Institute of Social Services for Retirees
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and Pensioners showed that in major urban areas 10%
of doctor visits are for bone and joint disorders, 20%
for cardiovascular disorders, 15% for ophthalmologic
disorders, and 10% for urological disorders. With re-
gard to the causes associated with health institution
discharges, cardiovascular diseases account for 30%,
diseases of the digestive system for 12%, injuries for
10%, respiratory diseases for 9%, malignant neoplasms
for 9%, and metabolic disorders for 7%.

Health of Women

Excluding specific pathological risks from considera-
tion, the main problems that the country’s women face
are violence and social and employment inequities.

The percentage of illiteracy has decreased. In 1960 it
was 6.6% among men and 8.7% among women, but in
1980 it had fallen to 5.3% and 5.7%, respectively. The
situation in the labor market also changed signifi-
cantly, with a doubling in the number of women in the
work force, particularly in the category “office and
manual workers;” in addition, the proportion of
women in the economically active population rose
from 21% to 29.6%. Of working women, 50.4% were
married, and 22.9% of all married women worked.
Census data also showed that more separated and
widowed women than married women worked.

Between 1970 and 1990, as a result of measures tar-
geted to groups at highest risk (women under 15 and
women over 35), maternal deaths were reduced by
50%, although the total rate for the country (5.2 per
10,000 live births) remains high, considering that be-
tween 85% and 95% of deliveries are performed in
health care institutions. In the northeastern, north-
western, and Cuyo regions, maternal age is lower than
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the national average, fertility is higher, and so is the
rate of maternal mortality (8.0 per 10,000 live births).

Workers” Health

There continues to be a shortage of reliable data on
occupational accidents and diseases. The existing in-
formation system has not worked well and little useful
research has been conducted. A particularly serious
problem is the lack of epidemiologic research in the
field of occupational health, as well as the scarcity of
specialists in occupational health and safety.

Diseases and Health Impairments
Vector-borne Diseases

Chagas’ disease continues to be the most important
endemic parasitic disease in Argentina. In the rural
portions of endemic areas, epidemiologic studies have
demonstrated not only a high rate of Chagas’ infection,
but also a greater proportion of electrocardiographic
irregularities among the inhabitants with positive
serology. According to a study published in 1992, the
serological prevalence among military conscripts was
estimated at 5.78%, whereas in 1964-1969 it had been
10.13%. The substantial decline is the result of control
programs and better hygiene in housing in the en-
demic regions.3

The number of reported cases of leishmaniasis fluc-
tuated between 165 in 1988 and 111 in 1989, and be-
tween 224 in 1990 and 155 in 1992. The most heavily af-
fected provinces continue to be Salta, Jujuy, and
Santiago del Estero.

In 1990, a total of 727 cases of Argentine hemor-
rhagic fever was reported, twice the incidence of 1988
(339 cases) and 1989 (330 cases) in the endemic area
(provinces of Cérdoba, Santa Fe, and Buenos Aires).
The number of reported cases in 1992 fell to 92.

The rate of malaria in 1990 remained stable at 4.5 per
100,000, basically due to the reduction in prevalence in
the province of Misiones, where 219 cases were
recorded in 1989 but only 88 in 1990. The highest con-
centrations of cases are found in the northeast, espe-
cially in Salta, Jujuy, and Tucuman.

3Milei J, Storino R, Barragdn H. Aspectos epidemiolégicos de la
enfermedad de Chagas en la Argentina y América Latina. Revista de
la Federacion Argentina de Cardiologin. 1992; 21(3):239-246.

Vaccine-preventable Diseases

The country’s last measles epidemic occurred in
1984, with a rate of 111.9 per 100,000 population. The
rate dropped to 5.8 per 100,000 in 1990, as a result of an
increase in vaccination coverage, which peaked at a
level of 97% of children in 1 year. Most of the provinces
suffered epidemic outbreaks of measles between Sep-
tember 1991 and February 1992. The provinces of Cér-
doba, Chaco, Chubut, Mendoza, and San Juan had the
most cases. The total number registered between 1991
and 1992 was 62,644 cases, for a rate of approximately
100 per 100,000 population. In 1993, Argentina joined
the campaign to eliminate this disease.

In 1992, seven cases of neonatal tetanus were re-
ported, but underreporting is suspected, since in pre-
vious years the figure was substantially higher (70
cases in 1989). Although separate reporting of neonatal
tetanus and other forms of the disease is compulsory,
difficulties in recognizing cases are considerable. In
1993, a plan for the elimination of neonatal tetanus was
implemented, that calls for vaccination of all women of
childbearing age (14-49 years) in the eight provinces in
which cases were reported during the period.

In 1992, 4 cases of diphtheria were reported from
four different provinces, as compared to 20 in 1989,
when an outbreak occurred in the province of Mi-
siones, causing one death.

A total of 101 cases of flaccid paralysis were re-
ported. Intensive surveillance programs are being con-
ducted with a view to eradicating wild poliovirus.

In the last 5 years, the number of cases of whooping
cough reported remained under 2,500. Although sev-
eral provinces experienced increases in 1992 (Cata-
marca, Mendoza, San Juan, and Salta), the overall
trend points toward a decrease. The last epidemic oc-
curred in 1987, with 8,600 reported cases.

Lack of specific immunization against mumps and
rubella in many provinces created favorable condi-
tions for outbreaks in 1992. In that year, 40,000 more
cases of mumps were reported than in 1991, owing to
the increase of cases in the provinces of Buenos Aires,
Coérdoba, Mendoza, and Santa Fe. (In 1989, the total
number of cases was 53,379.) During 1992, epidemics
of rubella occurred in all the provinces (85,026 cases in
1992, compared to 21,705 in 1989).

Cholera and Other Intestinal Infectious Diseases

In January 1992, during the fourth epidemiologic
week, the first case of cholera was reported in the area
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of Pilcomayo, in the province of Salta, along the border
between Argentina and Bolivia. The epidemic mainly
affected the provinces of Salta and Jujuy, producing
553 cases with 15 deaths in 1992. In January 1993, a
new outbreak occurred, with 966 cases and 9 deaths,
and cases were reported in previously unaffected
provinces such as Tucuman, Mendoza, Santa Fe, Santi-
ago del Estero, and Chaco. The most important epi-
demic foci were in the provinces of Salta and Jujuy, in
areas that typically have water supply and excreta
disposal problems and poor hygiene and working
conditions, and whose residents live in a context of
structural poverty and marginalization. To these sani-
tary and social difficulties the disease added major
economic losses, estimated at US$ 6 million, as a result
of diminished tourism and the daily expenditure of
US$ 150,000 per day for surveillance along the north-
ern border.

Notification of diarrheal diseases tripled in some
provinces, as a result of the surveillance program im-
plemented after the first cholera outbreak. Figures on
the regional distribution of these diseases indicate that
the incidence has historically been higher in the north-
eastern provinces, which have serious problems with
water supply and excreta disposal.

Tuberculosis

The number of tuberculosis cases decreased from
15,987 in 1985 to 12,453 in 1989. Of this last figure, 9,704
cases were pulmonary tuberculosis and 5,787 were
sputum-positive. In 1992, 8,504 cases were reported.

Rabies, Foot-and-Mouth Disease, and Other Zoonoses

The number of cases of rabies in animals dropped
from 5,573 to 50 in a decade (a 99.2% reduction), and
no cases of rabies in humans have been reported since
1985. The occurrence of animal cases is limited to a few
provinces: Tucumdn, Cérdoba, Buenos Aires, and
Santa Fe. The number of foot-and-mouth disease foci
decreased from 1,239 in 1985 to 350 in 1992, with an av-
erage of 502 between 1985 and 1989, and of 308 be-
tween 1990 and 1992.4

4Servicio Nacional de Sanidad Animal. Informe periédico sobre
distribucién estacional de la aftosa en la Argentina, Promedio
85/89/Ocurrencia 1993. Buenos Aires: SENASA; 11 June 1993:25.
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In 1992, a significant outbreak of trichinosis oc-
curred in the province of Buenos Aires (more than 100
cases), and cases also were reported in Cérdoba and
Chubut. Reported cases of brucellosis increased only
in Catamarca (722 cases in 1992).

AIDS and Other Sexually Transmitted Diseases

Syphilis and gonorrhea rates remained low (0.2 per
1,000 and 0.4 per 1,000, respectively, in 1990), but AIDS
continued to spread. As of 31 March 1993, a cumula-
tive total of 2,456 cases had been reported in the coun-
try (145 up to 1987, 169 in 1988, 228 in 1989, 388 in 1990,
478 in 1991, and 605 in 1992). With regard to the age of
AIDS patients, at first the epidemic was confined to
adults, but then began to spread to adolescents and
young people: 69.4% of the cases reported up to 1988
were in persons 30 years old or older, compared with
53% in 1989 and 1990. The means of contagion have
shifted from a predominantly sexual transmission
(80%-100% of cases between 1982 and 1987) to an in-
creasingly frequent transmission through blood,
which accounted for 40% in 1990, with clear predomi-
nance of transmission through intravenous drug use
(34.2% of the total). In just 4 years, the percentage of
cases reported among intravenous drug addicts has
tripled, and it has doubled among heterosexuals. At
the same time, transmission of the virus through blood
transfusions has decreased thanks to control measures
instituted in blood banks.

Cardiovascular Diseases

Diseases of the heart (ICD-9, 390—429) continue to be
the leading cause of death. Cerebrovascular disease
(430-438) ranks third, and atherosclerosis (440) ranks
fifth. In 1990, acute myocardial infarction was the most
frequent underlying cause (16,874 deaths), especially
among men (10,595 deaths). During the same year,
other ischemic diseases, dysrhythmia, and hyperten-
sive disease accounted for 7,435, 11,913, and 4,058
deaths, respectively, with no major differences by sex.
Cardiovascular disease was the leading cause for doc-
tor visits in the country. Hypertensive disease
(401-405) and cerebrovascular disease (430-438) after
55 years of age, and heart disease (415-429) after age 65
accounted for 20% of all doctor visits. Studies of mor-
bidity from cardiovascular disease showed a high
prevalence of several risk factors: hyperlipidemia
(44%), overweight (40%), arterial hypertension (17%),
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diabetes (7%), and minor electrocardiographic abnor-
malities (7%) in adults aged 40-60.

Malignant Neoplasms

Between 1980 and 1990, mortality from malignant
neoplasms changed very little, both in terms of rates
(139.4 per 100,000 in 1980, 139.8 in 1985, and 143.7 in
1990) and in percentages (16.1%, 17.6%, and 17.9%). In
men, 42.1% of deaths from this cause were due to ma-
lignant neoplasm of the trachea, bronchus, and lung,
followed by malignant neoplasm of the stomach
(14,8%), prostate (12.4%), colon (10.1%), and esopha-
gus (9.6%). In women, the most frequent types are ma-
lignant neoplasm of the breast (23.3%), uterus (13.2%),
colon (10.0%), and stomach (8.2%).

Accidents and Violence

Accidents rank fourth as a cause of death for all
ages. Although the rate of accidents declined from 42.6
per 100,000 population in 1980 to 32.6 in 1990, they are
still a cause for serious concern, given that they are
avoidable and they take a high toll in years of potential
life lost. The percentage share of accidents among the
leading causes of death increased in 1990 for the age
groups under 1, 1-4, and 1549, but decreased for all
other ages. Mortality rates from external causes were
almost four times higher for men than for women; as a
result, the figure for years of potential life lost was
three times higher for men than for women.

Behavioral Disorders

Mental disorders (ICD-9, 290-319) accounted for 5%
of health institution discharges in 1990. The percent-
age ranges from 3% in the 25-29 age group up to 7.5%
in the 45-49 age group, with values close to the aver-
age for the elderly. The ratio of men to women hospi-
talized for mental disorders is 2:1, while the male-
female ratio for suicides is 3:1.

Opral Health

Of the population up to 19 years old, 86% has dental
caries, 90% has gingival disease, and 55%, malocclu-
sion. Among adults, the figures are 98% for gingival
disease, 50% for dental caries, and up to 94% for loss of

one or more teeth. In the population aged 65 or older,
30% has experienced total loss of either the upper or
lower teeth or both, 30% has dental caries, and 70% has
gingival and periodontal disease. Mouth cancer ac-
counts for 2%-5% of all malignant neoplasms in this

age group.

Risk Factors

The most recent information indicates that in the late
1980s the country had serious shortfalls in sanitation
services coverage. Only 67% of the urban population
and 43% of the rural population had access to public
drinking water supply systems. The average coverage
of the sewage system for the urban population was
39%. Almost 90% of the total population had some
type of excreta disposal system.

There are no regulations to govern the settlement of
the ever growing population that moves from rural to
suburban areas. This population shift, which exacer-
bates the shortage of housing and sanitation and water
supply infrastructure, primarily affects greater Buenos
Aires and the northeastern provinces.

Argentina’s environmental problems are quite var-
ied. The country has extensive semiarid areas, since
70% of the country’s water resources are concentrated
in 30% of the territory (in the northern area). Human
activity has led to the deterioration of forest ecosys-
tems, resulting not only in the loss of flora and fauna
resources, but also in serious erosion. It is estimated
that 80 million tons of sediment are being deposited
into the River Plate basin every year. An air quality
monitoring system has yet to be set up, but it is known
that air quality in major cities is poor from particulate
matter. In addition, noise pollution is serious and
worsening in cities with more than 500,000 inhabi-
tants.

The Government has acknowledged that the quality
of water resources continues to deteriorate and that
water sources are being contaminated by industrial
wastes. Studies conducted by the National Institute of
Water Science and Technology have found that indus-
trial and sewer effluent discharges, along with the
presence of organochlorine and organophosphate
products, are the main water contamination factors.

Other studies have found excessive levels of fluorine
and arsenic (provinces of La Pampa, Santa Fe, Cér-
doba, Chaco, Santiago del Estero, and Tucumén) and
nitrates (greater Buenos Aires and greater La Plata). It
is estimated that 65% of wastewater is discharged in
surface waterways without any treatment.
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Risks from air and atmospheric pollution have in-
creased in recent years, especially in major urban and
suburban areas. An estimated 70% of the pollutants
are produced by mobile sources, both automobiles and
diesel-powered mass transit vehicles.

In the 4-year period between 1989 and 1992, Ar-
gentina suffered several natural disasters, which
brought on severe economic consequences; these in-
cluded floods in several of the country’s river basins,
especially in the northeast and the central portion of
Buenos Aires province. In 1991, the eruption of the
Hudson volcano in the Andes mountains did not cause
any human deaths, but killed hundreds of animals and
caused huge economic losses as a result of ruined
crops and equipment.

Two serious poisoning incidents occurred in 1992.
The first, which caused 27 deaths and almost 100 cases
of poisoning, resulted from methanol contamination of
a batch of wines produced in the province of San Juan.
The second, which was responsible for 23 deaths and
prompted thousands of people to seek medical atten-
tion throughout the country, was caused by the use of
diethylene glycol rather than polyethylene glycol in
processing propolis, a substance produced by bees to
protect honeycombs, and that has been used empiri-
cally for several years now by various segments of the
population as an anti-infectious and revitalizing agent.
In the Federal Capital alone, 9,024 patients were
treated by the health system, and 35% of those hospi-
talized as a result of the poisoning died.5

SOCIAL RESPONSE TO HEALTH
PROBLEMS

Health Policies and Strategies

The country’s health services system is composed of
three subsectors: public, social security, and private,
with services heterogeneously distributed in 23
provinces, the Federal Capital, and hundreds of mu-
nicipalities, which have considerable autonomy to or-
ganize and execute health activities. Despite the sys-
tem’s complexity and fragmentation, its different
services are interdependent, owing to a form of financ-
ing that economists call “subsidized supply,” whereby
subsidies are provided through social security and
public funds, and payment is made by “service unit,”

SVallejo NE. Intoxicacién por propéleo contaminado con di-
etilenglicol. EI Derecho a la Salud. 11 June 1993:25.
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according to a schedule of fees determined through ne-
gotiation between financing entities and providers.
This system is currently in crisis and new ways of
structuring and operating the country’s health system
are being sought.

The current intense debate about the future of the
system of services centers on how to pay for medical
care. The discussion is being led by health economists
whose prime concern is cost-effectiveness, and the de-
bate rests on what has come to be a generally accepted
premise—there will be severe restrictions on spending
in the immediate future, and spending must, therefore,
be reoriented in order to increase efficiency. The con-
troversy revolves around whether the preferable
model is “subsidized supply” (the current system) or
“subsidized demand” (a model being tested in many
countries).

Efforts to restructure the health system rely on two
basic strategies: decentralization and, to a certain ex-
tent, deregulation. These strategies serve as the politi-
cal and economic basis for the principal health reforms
currently being pursued, namely, the reform of the so-
cial security system, a reorganization of public health
care services, and a change in the role of the Depart-
ment of Health.

In the State reform framework, the Department of
Health has been transferring the health care services
that remained under its jurisdiction to the provinces
and municipalities, thus ending, after several 5-year
periods, a long history of direct State responsibility.
The Department maintains a set of national institutes
and administrative units that are essentially designed
to set policy and ensure articulation with the pro-
vinces, regulate, monitor, set standards, and provide
technical support to the critical elements and strategic
approaches of the health care system.

In recent 5-year periods, the evolution of the health
sector has been characterized by imbalances which
were exacerbated during the second half of the 1980s.
Although private sector continued to be dynamic (new
care facilities, prepayment schemes, and growth in
highly complex technology), there were evident signs
of crisis in this form of organization. Contraction of the
market and the breakdown of traditional mechanisms
of social security financing led to the disarticulation of
this subsector.

At the same time, the public infrastructure, which
was already in a state of crisis, was forced to meet the
demand from needy segments of the population, in-
cluding those left unprotected as a result of the loss
of social security coverage. It should be noted that
for many years now the public services at the na-



Argentina

tional, provincial, and municipal levels have been
structurally and functionally overburdened by that
demand.

For the past 3 years, several public and private ini-
tiatives have been launched within the sector to ad-
dress this critical situation. The mechanisms proposed
for optimizing the allocation of resources include
adopting universal fee schedules, decentralizing the
remaining public hospitals from the national level to
other levels, establishing programs for the accredita-
tion and classification of inpatient care facilities, lifting
the controls of fees in social security institutions, and
pursuing a more widespread use of the therapeutic
formulary. Other important initiatives under way in-
clude the utilization of the self-management model in
public hospitals and the implementation of the pro-
gram for health care quality assurance.

An important development for the health sector was
the promulgation of a national health policy in July
1992, which establishes the following fundamental ob-
jectives: improvement of the accessibility, efficiency,
and quality of medical care; strengthening of health
promotion and protection activities focusing on spe-
cific population groups; and redefinition and reorien-
tation of the role of the State’s health sector on the basis
of federalization and decentralization processes. Cru-
cial to the achievement of these objectives is the devel-
opment of human resources and capabilities in the
area of regulation and control of drugs, technology,
food, and critical inputs. To that end, the National
Drug, Food, and Technology Administration recently
has been created.

Another policy area set as a priority is the develop-
ment of programs and activities to strengthen health
promotion and disease prevention. The National De-
partment of Occupational Health and Safety is carry-
ing out various research programs with a view to rem-
edying the lack of information about workers’ health,
including the national survey on working conditions
and environments and a study of specific aspects of
child labor. The Department of Occupational Medicine
of the Ministry of Health and Social Action, with sup-
port from the National Program for Technical Assis-
tance to the Social Sectors, also is engaged in various
epidemiologic research and intervention programs in
this area.

Organization of Services

The health services system has a curative orientation
and centers around hospital care. The development of

primary health care has not yet progressed much be-
yond the discussion stage, and most of the jurisdic-
tions that have taken some action have organized
“programs” of primary level care. Nevertheless, pri-
mary health care continues to be the basic strategy es-
poused by national, provincial, and municipal policies.

Currently, it is the provincial and municipal services
that serve low-income groups not covered by social se-
curity, as well as those who are theoretically covered
but whose access to services is limited for geographic
or economic reasons. These services constitute the
broadest and most extensive health service infrastruc-
ture of services in the national territory. Despite the
crisis they are experiencing, the public services, which
are provided free of charge, have had to respond to the
increased demand created by the decline in the cover-
age of many social services, through a mechanism of
public subsidy of the social security system.

The social security subsector, which is currently
being restructured, includes about a dozen entities of
differing institutional natures (associated with labor
unions, state-run, semipublic, provincial, geared to-
ward managerial personnel, etc.) and more than 300
entities that provide services to their affiliates in the
various productive sectors, almost 85% of which are
coordinated by the National Health Insurance Admin-
istration (ANSSAL). The remainder involves social se-
curity system entities for municipal and provincial
public employees and for employees of the judicial
branch, the legislative branch, the armed forces, and
the police. It is estimated that this subsector covers 22
million people (about 74% of the national population),
18 million of whom come under the ANSSAL system.
It has little infrastructure of its own and so contracts
private providers (clinics, hospitals, pharmacies,
physicians, etc.) for the delivery of almost all services,
thus serving as a conduit for financing.

The private subsector is composed of two major
groups: independent professionals who provide ser-
vices to private patients affiliated with the social secu-
rity system or a private prepaid health care system,
and health care establishments (of varying sizes and
capacities, levels of complexity, and economic power)
under contract with the social security system. The
subsector also includes nonprofit entities, such as cer-
tain hospitals in ethnic communities.

In recent years, prepaid health care organizations
have grown in both number and importance. They are
grouped under two trade associations: the Board of
Medical and Health Care Institutions of Argentina and
the Association of Prepaid Health Care Entities. The
latter represents organizations that do not have their
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own services. A survey carried out in 1989 found 79
prepaid health care organizations in the Federal Capi-
tal and 50 in greater Buenos Aires, with 1.5 million
beneficiaries. In 1992, it was estimated that there were
240 such organizations throughout the country, with
2.5 million beneficiaries.

The Health Care Infrastructure

In 1986, the Department of Health reported that
there were some 6,500 physicians’ offices and outpa-
tient facilities, 3,180 hospitals, and 147,000 hospital
beds in the country. In 1990, the Program for Technical
Assistance to the Social Sectors conducted a survey on
use of services and spending on medical care for the
Federal Capital and greater Buenos Aires. Health care
establishments were studied according to the type of
service provided (outpatient, inpatient, diagnostic and
treatment, production, research, or regulation), type of
establishment (public sector, private sector, or social
security), and geographic location. Almost half the es-
tablishments were outpatient facilities (48%), followed
by inpatient institutions (31%), and diagnostic and
treatment facilities (19%). Most of this infrastructure is
in the private sector (62% of the services), followed by
the public sector (30%), with the social security system
having the smallest proportion (7.4%).

With regard to the distribution of hospital beds,
44,300 are available in the metropolitan region. Two-
thirds of these are for patients with acute problems. Of
the latter, 58% are in the public subsector, 35% in the
private, and 7% in the social security subsector. The
public subsector has 53% of all the beds available for
patients with acute conditions and 67% of those for pa-
tients with chronic conditions, while the social security
subsector has only 9% of those for patients with acute
conditions and the private subsector has the rest. No
current, reliable, and disaggregated information is
available on the production and the output of services
at the national level.

Human Resources

Up to now, educational, medical care, and labor in-
stitutions have been the ones to set the criteria for the
development of human resources.

As a consequence of the major macrostructural
changes' taking place in the country, significant
changes also are occurring in medical practice as a re-
sponse to the changes in the organization of medical
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care. There is a strong trend toward specialization in
all areas, owing to the incorporation of new technolo-
gies and their influence on the value placed on certain
practices. At the same time, a decrease in the remuner-
ation of health personnel is being observed, which has
negative repercussions in terms of performance, in-
creased dependency, multiple jobholding, underem-
ployment, and unstable employment conditions.

Based on indirect information, consultations with
professional associations and organizations, and some
official and private projections, an estimated 90,000
doctors were practicing in 1992. They are unequally
distributed geographically, both among and within re-
gions and between urban and rural areas. The distrib-
ution of medical professionals by province has not
changed significantly—since 1980, there have been no
changes in the geographic location of new schools of
medicine, and no new policies have been applied with
a view to promoting or providing incentives for relo-
cation of professionals.

This situation is due in part to the fact that the uni-
versities that train doctors are located in major urban
centers (Buenos Aires, Cérdoba, Mendoza, Rosario, La
Plata, Tucuman, and Corrientes), which also offer the
best opportunities for medical graduates, since most of
the money in the country is concentrated in these areas
and the different services at the various levels of com-
plexity are more highly developed. As a result, new
doctors can find work more easily, either on their own
in private practice or in staff positions, an option that
has opened up basically in the past few years. In addi-
tion, owing to the peculiarities of the structure of ser-
vices, opportunities for the majority of medical resi-
dencies are concentrated in the major cities.

There is strong pressure to specialize, which starts
during training and is reinforced by market condi-
tions, the increasing use of complex technology, and
the consequent reorganization of the services. Several
studies® have found a high degree of specialization in
Argentina (50%—60% of all doctors). There are no com-
plete and comprehensive data available on the number
of physicians practicing in the various specialities, be-
cause there are several different certification mecha-

¢See Belmartino S, Block C, Luppi I, Quinteros Z, Troncoso MC.
Mercado de trabajo y médicos de reciente graduacion. Buenos Aires: Pan
American Health Organization; 1990 (Publication 14); Katz J, Muiioz
A, Tafani R. Organizacidn y comportamiento de los mercados prestadores
de servicio en salud. Reflexiones sobre el caso argentino. Buenos Aires:
Pan American Health Organization; 1988 (Publication 1); and World
Bank. Argentina: estudio sectorial sobre poblacion, salud, y nutricion.
Washington, D.C.: World Bank; 1987.
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nisms and no unified registry. Nevertheless, based on
information from various associations and organiza-
tions of specialists, it is possible to derive some figures
which, owing to the characteristics of the institutions
from which they come, give an idea of the minimum
numbers practicing in each area. A comparison of the
estimated number of physicians indicated by data
from the main specialties reveals that two out of every
three physicians are specialists. The proportion is as
high as 80% among doctors with more years of ad-
vanced training.

Regarding nursing, estimates made in 1989 by the
National Department of Human Resources and PAHO,
together with information from the Argentine Federa-
tion of Nurses, indicate that there are approximately
69,000 nursing profesionals, 18,000 of whom are nurses
(including university graduates), 26,000 are nursing
auxiliaries, and 25,000 are practical nurses. Although
the total number has increased about 5% over the last
3 years, this rate of growth has not been sufficient to
keep pace with population growth during the same
period. The number of nurses in the highest cate-
gory—nurses with university-level training—appears
to have decreased in absolute terms owing to better
employment opportunities outside the country.

The shortage of nursing personnel has thus intensi-
fied, and the ratio of doctors to nurses has increased.
The country has five doctors for every nurse, con-
trasted with the figure of three nurses per doctor con-
sidered to be acceptable. The number of nurses per
10,000 population in 1992 was 5.2.

The training of human resources in Argentina takes
place in public and private universities and service in-
stitutions, and in centers offering technical training in
the various health professions. Between 1991 and 1992,
at a time when the rate of enrollment in institutions of
higher learning was showing a downward trend, the
opening of four new private schools was authorized.
Two of these are now operating, and the others are ex-
pected to open their doors in 1994. Three are located in
the Federal Capital and the fourth is in the province of
Entre Rios.

Nursing professionals and nursing auxiliaries re-
ceive training from 95 institutions, of which 21 are uni-
versity-level, 45 are non-university institutions of
higher learning, and 29 are operated by the Ministry of
Education through the National Private Instruction
Service. Training is based on non-integrated curricula
that focus on curative aspects of medical practice and
emphasize the biological components of health-dis-
ease processes, without considering the social factors
associated with those processes.

Generally speaking, human resources training in Ar-
gentina can be said to be in a critical phase. Government
funding has been severely curtailed in most of the uni-
versities and public institutions that train about 95% of
all health professionals. Another obstacle to effective
undergraduate training is the structural rigidity that
characterizes academic institutions and prevents them
from incorporating technological changes with the
speed that their impact warrants, as well as the flood of
associated information. As a result, it has become es-
sential for medical personnel to pursue graduate stud-
ies in order to complete their professional training.

Environmental Services

In 1989, the Government promulgated a law on pri-
vatization, private investment, and public service con-
cession. This measure led to major changes in water
supply and wastewater disposal and treatment ser-
vices in the Buenos Aires metropolitan region, where
public services had been administered by a state-run
company, Obras Sanitarias de la Nacién (OSN).

With the privatization of OSN (under a 30-year con-
cession to a private international firm for water supply
and wastewater disposal), the regulatory and control
functions previously exercised by OSN were trans-
ferred to the new Department of Natural Resources
and Human Environment (SRNAH). This entity, cre-
ated in 1991 within the framework of State reform, has
formal authority to enforce regulations relating to de- -
velopment, protection, reclamation, and control of the
environment and the conservation of natural re-
sources. That same year, regulations were established
that impose fines of up to US$ 100,000 for direct or in-
direct contamination of waterways.

The country’s institutional structure for responding
to environmental problems is varied and fragmented.
At the national level, in addition to the SRNAH, there
are the Ministries of Health and Social Action, of Econ-
omy, of Interior, of Defense, and of Foreign Affairs, as
well as the Department of Planning within the Office
of the President, all of which have agencies that are di-
rectly concerned with the environment. Various
provincial and municipal institutions also share very
broad responsibility, because few functions were dele-
gated to the central Government in this area. Conse-
quently, the standards and procedures established at
the national level are not always adopted by the
provinces. Moreover, there are close to 700 non-
governmental organizations in the country working to
protect ecosystems and preserve the population’s
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quality of life, in addition to some 700 community or-
ganizations that are directly involved in securing
water supply and wastewater disposal services for
their respective populations.

Personal Health Care Programs

The reform of the State has led not only to the tech-
nical and political restructuring of the Ministry of
Health and Social Action and the Department of
Health, but also to a reorientation of the strategies and
programs of the various technjcal units. In addition to
setting policies and standards and regulating and con-
trolling services (in the broad sense) and resources,
provinces and municipalities also were given respon-
sibilities for technical cooperation. As a consequence of
the overall strategy of decentralization, provincial
units responsible for health programs have acquired
greater vitality and importance.

One of the main programs is the maternal and child
health program. A national commitment to maternal
and child health has been established, which sets na-
tional goals and strategies and for which action by the
provinces is essential. There also has been a significant
increase in national funds for the execution of provin-
cial programs, which are gradually stepping up their
level of activity.

With external financing, a maternal and child health
and nutrition program is being carried out with a view
to developing and improving a network of compre-
hensive care services and programs at the primary
level. The program’s strategy involves focusing on so-
cioeconomic risk groups; this effort is expected ini-
tially to cover 25% of the provincial jurisdictions.

The immunization program reached high levels of
coverage and surveillance for the EPI vaccines and im-
proved the coordination of its efforts with those of the
provincial programs. The program is carrying out a
national campaign to eliminate measles.

Other noteworthy programs at the national and
provincial levels are the AIDS and cholera control pro-
grams. The occurrence of cholera cases during 2 con-
secutive years gave rise to an intensive mobilization
effort to address the situation. Programs were estab-
lished for public information, health education, person-
nel training, and staffing of services, and in the affected
areas (mainly the northeastern and northwestern re-
gions), investments in basic sanitation were made.

Almost all the provinces are collaborating in the na-
tional AIDS control program, which supports and car-
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ries out efforts to improve diagnostic laboratories,
medical care for AIDS patients, and information and
education programs for the general public and for
specific risk groups. There is also intensive involve-
ment by nongovernmental organizations and interest
groups, which are carrying out independent activities
and support programs.

Drugs and Biologicals

Spending on drugs in Argentina is high (US$ 38 per
capita, according to information from 1985). In 1985,
there were 13,400 registered drugs, and 1,500 of them
were being marketed under 3,400 different names. At
the fifth Argentine Congress on Drugs (1990), per
capita spending on drugs was reported to be US$ 80.

A decree was recently promulgated that regulates
the prescription of drugs by their generic name and
is intended to promote greater transparency and
competition in the drug market in order to make
drugs more affordable for the population. With in-
tensive negotiation and reformulation of standards,
headway has been made toward establishing a new
national registry, which includes 8,000 drugs and
provides for compulsory generic labeling. At the
same time, an agency was created and put into oper-
ation to monitor and regulate the quality of drugs,
chemicals, reagents, diagnostic and treatment mate-
rials, foods, and hygiene and cosmetic products. This
agency is also responsible for monitoring the effec-
tiveness and adverse effects of drugs, foods, and
other products, as well as for regulating medical
technology.

Health Research

Argentina has a long tradition of health research, es-
pecially in the biomedical area, and was one of the first
countries in the Region to organize a State entity for
the promotion and development of scientific activity.
However, according to a recent study, the research sit-
uation appears to be deteriorating.”

In the years that have elapsed between the first na-
tional survey of scientific and technical resources

7Novick M, Sonino S, Bianchi E. La investigacién en salud en la Ar-
gentina. Buenos Aires: Pan American Health Organization; 1993
(Publication 36).
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(1969) and the latest survey (1988), both the number
of people engaged in health research and the number
of research projects have decreased, although health
research continues to constitute 30% of all scientific
research. Most research units are affiliated with the
State (most are within universities), with little partic-
ipation by the private sector. Most health research
takes place in the Federal Capital and greater Buenos
Aires (60% of the research units), followed by Coér-
doba and Cuyo.

Of all the research conducted, 70% is in the field of
biomedicine and 10% in chemistry. The social sciences
account for only 2% of research projects, although 4%
of the investigators have a social science background.
Between 25% and 30% of all studies have to do with
diseases—especially neoplasms, diseases of the diges-
tive system, and parasitic diseases (90% of the latter
concern Chagas’ disease)-—25% with biology (cellular
and molecular studies), 18% with technical issues, and
11% with public health.
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BAHAMAS

GENERAL HEALTH SITUATION AND
TRENDS

Health and Living Conditions

General Conditions

The Commonwealth of the Bahamas is an archipel-
ago of some 700 islands and cays scattered over almost
80,000 mi? in the Atlantic Ocean. The land area of the
islands totals 5,382 mi2. About 29 of the islands are in-
habited. The wide geographic dispersion presents
many logistical problems for the organization and de-
livery of services.

The census of 1 May 1990 recorded a population of
255,095. Over two-thirds (67.4%) of the people live on
the island of New Providence, which has a population
density of over 2,000 persons per square mile and
which is the site of the capital city, Nassau. An addi-
tional 16% reside on Grand Bahama (with a density of
about 77 persons per square mile), which contains the
nation’s second largest city, Freeport. The remaining
population lives throughout the other islands, known
collectively as the Family Islands.

Between 1980 and 1990, the urban population (de-
fined loosely as that of New Providence and Grand Ba-
hama) increased by 2.35% annually, while the overall
population increase was 1.97%. There was virtually no
growth (0.28%) in all the Family Islands combined,
and in specific ones population actually decreased.

According to the 1990 census, 32% of the population
is under the age of 15 years and 63% is between 15 and
64 years of age.

As an independent unitary state within the British
Commonwealth of Nations since July 1973, the Ba-
hamas is governed as a parliamentary democracy
based on the Westminster/Whitehall model. Its Parlia-
ment comprises a Governor General, who represents
the Government of the United Kingdom; a bicameral
legislature including an elected House of Representa-
tives; and an independent judiciary. The Cabinet of
Ministers is the executive arm of the Government and
is headed by the Prime Minister, who is also a member
of the legislature. Government programs are carried
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out by ministries—each headed by a Minister (politi-
cal) and a Permanent Secretary (administrative)—as
well as by quasi-governmental institutions.

There was a change of government (the first change
in 25 years) as a result of the general elections held in
August 1992

The gross national product (GNP) per capita in 1991
was US$ 10,965 (the currency exchange rate is B$ 1.00
to US$ 1.00). Contributing to this figure is the income
of a relatively small number of extremely wealthy per-
sons. The gross domestic product (GDP) has been in-
creasing steadily.

Tourism and tourism-related commerce constitute
by far the main economic activity, with more than
3 million tourists visiting the country annually. Tour-
ism accounts for about three-quarters of the GDP. Ser-
vice industries (including government services, tour-
ism, banking, and insurance), fishing, and agriculture
employ approximately 80% of the eligible labor force.

The economic crisis of the early 1990s has aggra-
vated unemployment, and labor absorption in other
activity areas is limited. Preliminary results from the
1992 labor force survey estimate the unemployment
rate for all the Bahamas to be 14.8%, up from 12.2% in
1986. The unemployment rate in New Providence was
estimated at 14.3%, a notable increase over the 11.3%
calculated in 1991. In Grand Bahama, the unemploy-
ment rate rose from 13.4% in 1991 to about 16.8% in
1992, the highest figure recorded in recent times. In the
Family Islands, economic activity is generally low and
is based primarily on farming and fishing.

About 16% of government resources were allocated
in 1991 for the health system; the national health ex-
penditure by government that year was US$ 90.5 mil-
lion, approximately 3.2% of the GNP. In 1988, national
expenditure for health was US$ 74.6 million, which
represented 14.6% of the national budget.

Health Overview
Life expectancy at birth has improved steadily. Cur-

rent estimates indicate a life expectancy at birth of 76
years for females and 69 years for males. Ten years
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ago, life expectancy at birth was 66 years for males and
74 years for females.

During 1991 a total of 1,319 deaths were registered
in the Bahamas. The crude death rate was 5.1 per 1,000
‘population, compared with 5.9 in 1989 and 5.3 in 1990.
Longer term trends indicate a general decline in the
crude death rate of about 25% from the 1970s to the
present.

Over the last two decades, infant mortality has
shown some improvement, moving from just below 35
deaths per 1,000 live births in the 1970s to around 20
per 1,000 in recent years.

The number of infant deaths recorded in 1991 was
122, for an infant mortality rate (IMR) of 19.7 per 1,000
live births. This is well below the highest rate in recent
years (30.2 in 1986). The lowest IMR was recorded in
1989 (18.1 per 1,000 live births). In 1990, the perinatal
mortality rate (PMR) was 19.3 per 1,000 births, while
the neonatal mortality rate (NMR) was estimated at
16.0 per 1,000 live births. There was a decline in both of
these rates in 1991, to 15.8 and 14.4 for PMR and NMR,
respectively.

An estimated 6,192 live births occurred in 1991, for a
crude birth rate of 23.6 per 1,000 population. This rep-
resents a decline over the last 3 years. Table 1 summa-
rizes these and other vital rates for the 8-year period
1984-1991.

Vital Statistics System Coverage and Data Quality

The registration of births, deaths, and marriages in
the Bahamas is required by law. The statutes require
that births be registered within 21 days of the event. A
Medical Certification of Death (with details of direct
and underlying causes) must be completed by a
physician and submitted to the Registrar of Deaths be-
fore burial can occur. This office registers the death
and issues a death certificate. Exceptionally, in remote
areas where a physician may not be present, a nurse
may certify the death (coroners’ cases do not fall in
this category).

An ongoing assessment of the coverage of the birth
registration system is possible because the birthing fa-
cilities throughout the country, including public and
private hospitals and clinics, routinely provide the
Ministry of Health and the Environment with reports
of all births occurring in their establishments. These re-
ports serve as the basis for calculating the actual total
number of births.

This process reveals an underregistration of around
18% each year, allowing for necessary adjustments to
be made to the basic health indicators that are derived
from birth data, such as neonatal and infant mortality.
Studies indicate that no more than 1% of the births in
the country occur outside a health facility without the

TABLE 1
Summary of vital events, rates, and natural increase, Bahamas, 1984-1991.
1984 1985 1986 1987 1988 1989 1990 1991*

Mid-year population estimates 226,000 232,000 236,171 240,344 244,611 248,933 255,295 259,000
Live births

Registered live births 5177 5,584 4,770 4,331 4,943 5,012 5,035 5,124

Estimated late registration 575 741 1,021 1,108 804 1,128 1,082 1,068

Estimated total live births 5,752 6,325 5,791 5,439 5,747 6,140 6,117 6,192

Crude rate/1,000 population 2555 27.3 24.5 22.7 23.5 24.7 24.0 23.9
Deaths

Number 1,150 1,341 1,407 1,376 1,319 1,459 1,343 1,319

Crude rate/1,000 population 5.1 58 59 5.7 5.4 5.9 5.3 5.1
Natural increase

Number 4,602 4,984 4,384 4,063 4,428 4,681 4,774 4,873

Crude rate/1,000 population 20.4 21.5 18.6 17.7 18.1 18.8 18.7 18.8
Infant deaths

Number 116 147 175 123 106 111 149 122

Rate/1,000 live births 20.2 23.2 30.2 22.6 18.4 18.1 24.4 19.7
Perinatal mortality rate 18.8 23.7 27.6 24.8 16.7 16.4 19.3 15.8
Neonatal mortality rate 13.4 17.4 21.8 16.2 12.4 9.0 16.0 14.4

*Figures for 1991 are preliminary.

Note: All rates relative to live births have been calculated based on the estimated number of live births.

Source: Department of Statistics, Ministry of Finance.
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knowledge or attendance of trained health workers,
who report all known births to the ministry.

Population

The total fertility rate (per woman) is estimated at
2.1. Comparisons of recent age-specific fertility rates
with those in the 1970s and 1980s show that fertility is
lower now among all age groups except 35-39-year-
olds. In 1983, for every 1,000 women 30-34 years there
were about 92 live births, and in 1991 the number was
87. Among 35-39-year-olds, the figures were 39.4 per
1,000 in 1983 and 45.6 per 1,000 in 1991.

Teenage pregnancy is a continuing problem. Statis-
tics are based on live birth data alone, since complete
data on abortions are not available. About 14% of all
births in the Bahamas are to mothers under 20 years of
age. Between 1988 and 1991 there were 53 live births to
girls under 15 years old. The seven births to mothers
under 15 years in 1991 equaled 0.1% of all births that
year, for a birth rate of 0.5 per 1,000 females 10-14
years. For the most part, teenage birth rates were high-
est in New Providence, although in the early 1970s and
again since 1986 the rates in Grand Bahama were equal
or greater.

Mortality

There were 1,319 deaths during 1991 (preliminary
data), 1.7% of which were assigned to ill-defined
causes. The leading defined cause of death in the gen-
eral population was diseases of the heart, with a rate of
94.3 deaths per 100,000 population (246 deaths). Sec-
ond was cancer, with a rate of 78.5 per 100,000 (205
deaths). AIDS and AIDS-related complex was the third
leading cause; the 126 deaths from this disease in 1991
translate to a rate of 48.3 per 100,000. The cause group
accidents and violence ranked in fourth place as a
cause of death, with a rate of 47.9 per 100,000 (125
deaths). Diabetes mellitus ranked fifth (29.5 per
100,000; 77 deaths) and cerebrovascular diseases, sixth
(28.4 per 100,000; 74 deaths).

Significant differences exist between males and fe-
males in the mortality levels and the ordering of princi-
pal causes of death. The 736 male deaths in 1991 yielded
a death rate of 580.0 per 100,000 males in the popula-
tion, while the female death rate was 441.3 per 100,000
(583 deaths). Diseases of the heart and external causes
(accidents and violence) were the two most important
groups of causes of male mortality in 1991, accounting
for 133 and 105 deaths, respectively; the leading causes
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among females were diseases of the heart and malig-
nant neoplasms, which accounted for 113 and 104
deaths, respectively. The biggest differences were for
accidents and violence, which did not figure among the
10 leading causes of death in females; chronic liver dis-
ease and cirrhosis, which was likewise outside the top
causes in females but ranked tenth among males; and
diabetes mellitus, which ranked third for females (51
deaths) but eighth for males (26 deaths).

Morbidity

Normal delivery (ICD-9, 650} is the foremost single
reason for admission to the general hospitals and is ex-
cluded from the analysis of hospital morbidity patterns.
In 1991 at the Princess Margaret Hospital (the major
public institution, serving over 80% of the population)
there were 17,903 total discharges, of which 16.5% fol-
lowed normal delivery. The leading cause of inpatient
morbidity is complications of pregnancy, childbirth,
and the puerperium (640-648, 651-676). In 1991 there
were 1,826 discharges due to this cause group (over
10% of all discharges). The second leading morbid con-
dition requiring hospitalization was the aftermath of ac-
cidents and violence, with 1,316 discharges (7.4%). Of
these, 71.4% were males. The age group with the great-
est contribution was 15-24-year-olds with 418 dis-
charges, 339 (81%) of males and 79 (19%) of females.
Table 2 shows the other leading causes of inpatient
morbidity at Princess Margaret Hospital in 1991 and at
Rand Memorial Hospital in 1990. Rand Hospital serves
about 16% of the population.

Information on length of stay sheds further light on
the picture of hospital morbidity. It is notable, for in-
stance, that while patients whose primary diagnosis
was complications of pregnancy, childbirth, and the
puerperium ranked first in admissions, they had an
average length of stay of 1 day. In contrast, the average
length of stay of patients diagnosed with cerebrovas-
cular disease (which ranked 19th) was 15 days.

SPECIFIC HEALTH PROBLEMS
Analysis by Population Group

Perinatal and Child Health

Infants. The regional goal for infant mortality by
the end of the century is 30 deaths or less per 1,000 live
births. In 1991 the rate in the Bahamas was 19.7 per
1,000 live births. Although the infant mortality rate is
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TABLE 2
Leading causes of inpatient morbidity, with number and percentage of the total for all causes, Princess Margaret
Hospital (PMH) and Rand Memorial Hospital, Bahamas, 1990 and 1991.

PMH (1991) Rand (1990) Both hospitals
Principal causes Rank Number % Rank Number % Rank Number %

Complications of pregnancy, childbirth,

and puerperium (640-648, 651-676) 1 1,826 10.2 1 536 11.7 1 2,362 10.5
Accidents and violence (E800-E999) 2 1,316 7.4 2 276 6.0 2 1,592 7.1
Pneumonia and influenza (480-487) 3 718 4.0 81 1.8 3 799 3.6
Bronchitis, emphysema, and asthma

(490-493) 4 580 3.2 60 1.3 5 640 2.8
Diseases of the female genital organs

(610-629) 5 473 2.6 5 169 3.7 4 642 2.9
Diseases of the heart (390-429) 6 471 2.6 9 98 2.1 8 569 2.5
Abortion (630-639) 7 464 2.6 7 123 2.7 7 587 2.6
Diseases of other parts of the digestive

system (530-549, 555-569) 8 454 2.5 3 177 3.9 6 631 2.8
Intestinal infectious diseases (001-009) 9 388 2.2 10 86 1.9 9 474 2.1
Certain causes of perinatal morbidity

(760-779) 10 385 2.2
Diseases of the upper respiratory tract

(460-465,470-478) 284 1.6 4 176 3.8 10 460 2.0
Mental disorders (290-319) 6 151 3.3
Diabetes mellitus (250) 246 1.4 8 118 2.6 364 1.6
Total, 10 leading causes 7,075 39.5 1,910 41.7 8,756 39.0
Normal delivery 2,946 16.5 597 13.0 3,543 15.8
Total admissions 17,903 100.0 4,575 100.0 22,478 100.0

below the global and regional goals advanced by
PAHO/WHO, there is deep concern in the Bahamas
over the difficulty encountered in bringing this indica-
tor closer to the levels found in some of the more in-
dustrialized nations.

The leading causes of death in children under 1 year
of age in 1984, 1989, 1990, and 1991 were certain con-
ditions originating in the perinatal period, which
ranked first in each of those years; congenital anom-
alies, which ranked second beginning in 1989; pneu-
monia, which was the second leading cause of infant
deaths in 1984, dropped to third place in 1989 and
1991, and ranked fourth in 1990; and intestinal infec-
tious diseases (ICD-9, 001-009) and “other” bacterial
diseases (020-041), which were the third cause in 1990.
AIDS and AIDS-related complex occupied fifth place
in 1989 and 1990 and fourth place in 1991. As data for
1989 illustrate, approximately 85% of infant deaths re-
sult from the top five causes: conditions originating in
the perinatal period (45%), congenital anomalies
(16%), pneumonia (12%), external causes (6%), and
AIDS (5%).

In 1991, gastroenteritis was the most frequently re-
ported infectious disease in males and females under
the age of 1 year. The other leading causes were ame-

biasis, influenza, and chickenpox, although the rank
order was slightly different in males and females. In
addition, five cases of AIDS were reported for females
in this age group.

The Health and Nutrition Survey (1988-1989) found
that approximately two-thirds of all mothers at least
made an attempt to breast-feed, but that over 80% of
them introduced a bottle as early as the first week of
life. In addition, bottle-feeding was introduced prior to
discharge to over 90% of infants delivered in hospitals.
Even partial breast-feeding was discontinued by the
seventh week of life among almost half of the infants
(47.7% overall). Only about 14% breast-fed beyond 12
weeks of age.

It is estimated that approximately 9.8% of full-term
infants born in the Bahamas are of low birthweight
(i.e., less than 2,500 g at birth). The problem of low
birthweight is greatest in Grand Bahama and least se-
vere in the Family Islands.

Children 1-4 Years Old. Based on mortality data,
the leading health problems of pre-school-age children
include AIDS and its related disorders, and accidents
and violence. Of the 14 deaths in 1991, these two
causes accounted for 4 and 2, respectively. In 1990, of
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the 21 deaths in children 14 years, 7 were due to AIDS
and 6 were due to external causes.

The regional goal for mortality in the 1-4-year age
group by the year 2000 is no more than 2.4 deaths per
1,000 population in that age group. In 1991 this indica-
tor stood at 1.3 per 1,000 in the Bahamas.

Diarrheal diseases among children under 5 years of
age continue to be an area of concern. Peak numbers of
cases were reported in 1989 (2,080 cases) and 1991
(2,025 cases), up from 1,095 cases in 1988 and 1,730 cases
in 1990. Fortunately, the problem has been limited to
morbidity: there was one death due to other and ill-de-
fined intestinal infections (ICD-9, 007-009) in 1991 and
none in 1990. Historically, intestinal infectious diseases
account for 10%-15% of all admissions of children
under 5 years old to the Princess Margaret Hospital.

The country’s participation in the regional program
initiated in 1990 for the elimination of measles (using
the measles-mumps-rubella [IMMR] combination vac-
cine) has clearly had a positive local impact. No cases
of this disease were reported in 1991. The last measles
epidemic was in 1983. Since then, the highest number
of cases (82) was recorded in 1986 and the lowest num-
ber (22) in 1988.

There was an outbreak of rubella in 1990, when 121
cases were notified, whereas in 1989 and 1991 five
cases were reported each year. Mumps was a problem
in 1985, but since then the number of cases brought to
the attention of officials has been relatively low: 34 in
1991, 18 in 1990, and 13 in 1989.

During the period 1982 to 1991, no cases of diphthe-
ria, polio, or neonatal tetanus were reported.

The coverage rates for DPT vaccine increased from
86% in 1989 to 92% in 1991 and 1992. Polio vaccine and
MMR followed this same pattern, and in 1992 their cov-
erages were estimated at 92% and 94%, respectively.

Children 5-14 Years Old. During 1991 a total of 20
deaths occurred in this group, one less than the 1990
total of 21 deaths. The leading cause of death in this
age group was the category accidents and violence, ac-
counting for 7 deaths during 1991 and 12 in 1990. Ane-
mia and pneumonia (3 deaths each) were the other sig-
nificant contributors to the 1991 total.

The principal infectious diseases affecting both sexes
in this age group in 1991 were chickenpox, influenza,
amebiasis, and mumps. This group contained the
largest proportion of reported cases for both chicken-
pox (33.2%) and mumps (50.0%).

Respiratory system problems constituted the most
common ailment in school-age children visiting the
community clinics in 1991 (8,805 visits), followed by
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skin problems other than scabies or ringworm (4,095
visits), and injuries and accidental poisonings (2,555
incidents).

Adolescent and Adult Health

The leading causes of death for young men 15-24
years of age in 1991, were similar in both 1990 and 1991
and included deaths due to accidents and violence
(60%), AIDS (7.5%), and pneumonia (5%). Among fe-
males aged 15-24 in the same year, AIDS, accidents
and violence, and diseases of the musculoskeletal sys-
tem and connective tissue accounted for over 47% of
the deaths.

Among males 1544 years of age, there were 180
deaths, 4 of them from ill-defined causes. The top two
causes of death were external causes (58 deaths or 33%
of the deaths from defined causes in this age group) and
AIDS and AIDS-related complex (51 deaths or 29.0% of
the deaths from defined causes). Diseases of the heart
ranked third (nine deaths). There were seven deaths
due to pneumonia and seven deaths due to the cause
group other diseases of the digestive system, to round
out the five leading causes of death. Among females in
this age group, there were 103 deaths, 1 of them from
ill-defined causes. AIDS ranked first (24 deaths or 23.5%
of deaths due to defined causes); malignant neoplasms
were the second leading cause of death (15 deaths or
14.7%), followed by external causes (10 deaths), other
diseases of the digestive system (7 deaths), and other
diseases of the respiratory system (7 deaths).

The main infectious diseases reported among those
in the 15-44-year age group are influenza, tuberculo-
sis, viral hepatitis, syphilis, gonococcal infections, and
AIDS. For both gonorrhea and syphilis, two of the
more commonly reported diseases, incidence rates
have decreased over the last decade, although syphilis
showed a transient increase between 1987 and 1989. In
addition, a significant number of chickenpox cases are
still reported among this age group.

The prevalence of hypertension in the 15-64-year
age group is about 15% in males and around 12% in
women.

Health of the Elderly

The death rate among the elderly (65 years of age
and over) is about 6 per 1,000 elderly population. The
life expectancy at age 65 is estimated at 15 years for
males and 18 years for females. Among the elderly
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there is little difference between the sexes with regard
to causes of mortality.

The dominant causes of mortality in persons 65
years and older are chronic diseases. Based on 1991
figures, the leading cause of death, accounting for
28.3% of the deaths in persons 65 and over, was dis-
eases of the heart, followed by malignant neoplasms
(21.8%). Diabetes mellitus (9.7%) and cerebrovascular
disease (9.6%) ranked third and fourth. Pneumonia, a
disease that opportunistically attacks the immuno-
compromised and the elderly, ranked fifth and ac-
counted for 5% of all deaths among persons in this age
group. Deaths due to accidents and violence—a cause
group that consistently ranks in the top five for deaths
among all other age groups combined—accounted for
2.1% of the deaths in this group and was ranked sev-
enth.

Ischemic heart disease, hypertensive disease, and
diseases of pulmonary circulation were the major
causes of death from heart disease in this group. Ma-
lignant neoplasms of the digestive organs and peri-
toneum, of the genitourinary organs, and of the
prostate were the leading causes of cancer death.

Workers” Health

Data from New Providence, where over 67% of the
population resides, indicated a total of 583 reported ac-
cidents in the working population in 1989. The major-
ity of these were accidental falls (32.6%), accidents due
to natural and environmental conditions (30.9%), and
injuries caused by machinery and by cutting and pierc-
ing instruments (22.0%).

Of every 100 reported work-related injuries, 63 af-
fected males. The proportion of males was even higher
for injuries due to machinery and cutting and piercing
instruments (80.5%), accidents due to natural and en-
vironmental factors (71.7%), injuries inflicted by other
persons (75%), and transport accidents (71.4%). The
only category where the majority (62.1%) of the re-
ported incidents occurred among females was acciden-
tal falls.

The under-30 age group accounted for 44% of all ac-
cidents, with only 13.9% occurring in the oldest group-
ing, those workers aged 50 years and over. No detailed
data are currently available on the nature of the work
that led to accidents, but a breakdown by kind of in-
dustry is as follows: 25.6% of the reported accidents af-
fected those employed in the hotel industry, 19.9%
those employed by the Government, and 12.0% those
employed in the construction industry.

Health of Special Groups

The illegal immigration of Haitian refugees is a dif-
ficult issue for the Bahamas. Estimates of the numbers
of Haitians living in the country range from 20,000 to
40,000. Their economic and social impact is far-reach-
ing for the Bahamas. The effects of the immigrants on
health conditions in the country are primarily related
to their contribution to infectious diseases and their
general demands on the health services. In general,
this group is plagued by substandard housing and liv-
ing conditions, with the attendant social and health
risks.

With regard to the first point, it has been noted that
of malaria, tuberculosis, typhoid, AIDS, and hepatitis
B cases notified within the Bahamas between 1984 and
1992, Haitian nationals comprised 71%, 32%, 32%,
23%, and 10%, respectively.

Health services utilization data for 1992 indicate that
individuals documented as being of Haitian origin
made up a significant proportion of the persons receiv-
ing care at government facilities: for example, 18.6%
and 16.4% of all visits to the child health and the ante-
natal clinics, respectively, at the Blue Hill Road Health
Center, and 51.2% of the total new clients registered in
the child health services section of the Flamingo Gar-
dens Clinic.

Diseases and Health Impairments
HIV Infection and AIDS

HIV infection and AIDS have a significant impact on
the Bahamas. The reporting of AIDS began in 1985 and
by 31 December 1992 a total of 1,093 cases had been no-
tified, 665 among males and 428 among females, for a
male:female ratio of 1.6:1. The 15-59-years age group
accounts for 83.4% of the cases, with 67.2% of the cases
occurring in the 15-44 portion of this age group. A fur-
ther 3,155 individuals are known to be HIV positive,
but so far have not developed full-blown AIDS.

The disease occurs primarily among heterosexual
adults (63%) and next most commonly among children
(16%). Bisexuals and homosexuals account for only 6%
and 2% of the cases, respectively. At the start of the
epidemic, as many as 70% of the persons in the country
identified as HIV positive were non-Bahamians
(mostly illegal immigrants). The increasing spread of
the virus has changed the percentage distribution
among Bahamians and non-Bahamians. Immigrants
now constitute 23% of the cases and known healthy
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carriers—a lower, but still significant, contribution to
the problem. Free-base/crack cocaine addicts (i.e.,
non-intravenous cocaine users) represent a core group
(33%) of individuals with HIV infection and AIDS.

A seroprevalence study conducted in 1992 found
that about 3 of every 100 prenatal patients are HIV
positive.

Injuries

Injuries (intentional or unintentional) rank high as
causes of premature death in the overall population
and in all population groups. The problem is most sig-
nificant among men, particularly those in the 15-44
age group, and among children 5-14 years of age.
About one-third of all the deaths of men 15-44 years
old were due to accidents or violence. It is estimated
that injuries from all causes account for 3,200 years of
potential life lost annually in the Bahamas.

More than 1,500 persons are admitted to Princess
Margaret and Rand Memorial hospitals each year
because of injuries. Injuries were the second leading
cause of admission to Princess Margaret Hospital
(in 1991) and Rand Memorial (in 1990) (see Table 2)
and were outranked only by pregnancy-related ill-
nesses.

The leading cause of the injuries admitted to hospi-
tal and of injuries resulting in death is traffic accidents.
They account for 30% of all injury-related hospital ad-
missions and 25% of all injury-related deaths.

Annually, over 53,000 patients are treated at the Ac-
cident and Emergency Department of Princess Mar-
garet Hospital. It is estimated that over 37% of these
visits are due to accidents and violence.

Substance Abuse

Alcoholism and drug abuse, the latter particularly
among young people, are major health problems. The
number of new cases of crack cocaine abuse presenting
for treatment at the community mental health clinic
(the principal outpatient treatment facility in the coun-
try) has been declining since 1987. However, the de-
cline in hospitalized cocaine abuse cases has not been
as consistent.

The prevalence of substance abuse has been esti-
mated for the general population and for selected pop-
ulation groups, including secondary school students,
in drug use studies carried out between 1988 and 1991.
The studies show, for example, that 5.7% of adults
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have used cocaine at least once in their lives. In young
males (18-29 years) the prevalence of ever having used
cocaine was as high as 15.9%. Among secondary stu-
dents, 1.7% had used cocaine, 8.2% had used mari-
juana, and 66.0% had used alcohol at least once in their
lives.

Chronic Noncommunicable Diseases

Diseases such as hypertension, diabetes, heart at-
tack, stroke, and cancer are among the leading causes
of mortality, accounting for nearly 45% of all deaths in
the country. In terms of morbidity, more of the popu-
lation is affected by these diseases than by any other
group of problems.

As a result of the National Health and Nutrition
Survey, it is now known that one out of every four
adults (15 years or over) in the Bahamas is classifiable
as frankly obese, and obesity is a potent predisposer
to the conditions named. The prevalence of high
blood pressure is as high as 13% in persons 15-64
years old and 38% in the elderly. Diabetes is present
in over 11% of the 15-64-year age group in New Prov-
idence.

Infectious Diseases

As stated previously, the last measles epidemic was
in 1983. Since then, the number of cases reported an-
nually has ranged from highs of 82 cases in 1986 and 72
cases in 1990 to lows of 26 cases in 1985 and 22 cases in
1988. No cases of measles were reported in 1991.

The highest number of tuberculosis cases reported
during the past 8 years, 71, occurred in 1986. From
1987 to 1991 inclusive, there were 39, 51, 52, 46, and 53
cases of tuberculosis reported annually.

Gastroenteritis in children under 5 years old con-
tinues at high levels, with the number of reported
cases fluctuating from year to year. Between 1987 and
1991 the numbers were 1,925, 1,095, 2,080, 1,730, and
2,025.

During May and June of 1991, a local outbreak of
Vibrio parahaemolyticus-related illness occurred in New
Providence. As many as 380 cases were reported in 1
week at the height of the outbreak. This illness was pri-
marily associated with the consumption of raw conch
obtained from wet storage sites in Nassau Harbor and
was linked to the food handling practices of the ven-
dors in that area, combined with the sanitary condi-
tions of the area itself.
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Risk Factors
Natural Disasters

Hurricane Andrew, which hit the Bahamas in late
August 1992, caused extensive damage. The areas of
North Eleuthera, Harbour Island, Spanish Wells, Bim-
ini, and the Berry Islands, with a total estimated popu-
lation of 6,170, were hardest hit. The economic toll of
this disaster is difficult to estimate. The human toll in-
cluded three deaths, two hospitalizations, and a num-
ber of minor injuries as a direct result of the storm.

The hurricane caused widespread contamination
of water supplies. Throughout the period of contam-
ination, the population in these areas was provided
with bottled water for drinking and was instructed
to boil water for all other household uses. Concen-
trated efforts at insect spraying were made. Fortu-
nately, no illnesses resulted from water or food cont-
amination. The mental health effects have not been
evaluated.

Cigarette Smoking

Tobacco is neither grown nor processed in the Ba-
hamas. Cigarettes are imported for local consumption
and for extensive duty-free sales to tourists.

No laws restrict tobacco-product advertising in the
Bahamas, and tobacco companies commonly support
sporting events. By law, tobacco-product advertising
in printed or electronic media must include a health
warning.

It is estimated that about 20% of males in New Prov-
idence and 14% of those in Grand Bahama can be clas-
sified as current regular smokers. Current smoking
rates among women are significantly lower (4.1% and
3.3% in the respective areas).

Lung cancer accounts for about 12% of the total
deaths due to malignant neoplasms in the country. The
age-specific lung cancer mortality rate has been consis-
tently higher for men than for women.

Obesity

The National Health and Nutrition Survey
(1988-1989) revealed that about 6.7% of children 5-14
years old were obese (based on body mass indices and
U.S. reference standard tables, using a cut-off point of
the 95th centile). Obesity was particularly prevalent
among females between the ages of 10-14 years resid-

ing in New Providence, where as many as 16% were
found to be obese.

Obesity is documented as a major nutritional
problem among the Bahamian adult population.
Overall, 21.3% of the population 15-64 years old was
obese. The problem is more common in females than
males. While the differences in the prevalence of obe-
sity among the three locations (New Providence,
Grand Bahama, and the Family Islands) are not
significant, the pattern that emerges suggests that for
males the problem of obesity is more common in
urban areas, while the opposite trend is true for

- females.

SOCIAL RESPONSE TO HEALTH
PROBLEMS

Policies

The Bahamas subscribes to the internationally ac-
cepted principle that health is a fundamental human
right and not a privilege. There is also full commitment
to the global goal of “health for all by the year 2000,”
and the concept of community participation is ac-
cepted as a vital element of the health philosophy.

The Ministry of Health’s policy document, originally
drafted as a dynamic tool in 1980 and most recently re-
vised in 1988, is automatically scheduled for review
and revision. But this process will receive even higher
priority as a result of the recent change in government.

The published Manifesto of the new Free National
Movement Government, prepared for the election
campaign, establishes broad health targets.

The following list details the steps taken since 1988
to fulfill the nation’s health goals and implicit health
objectives:

¢ The Dental Health Bill was passed in 1989 and re-
view of other legislation continues. A dental council
has been established.

* Eight modern primary care health centers have
been constructed and opened: three in New Provi-
dence and five throughout the Family Islands. In addi-
tion to maternal and child health services, the New
Providence facilities are offering—for the first time at
the community level—ambulatory services for the
general public.

* A major project for the improvement of the health
care delivery system was undertaken from 1988 to
1990. One of the components of the project was institu-
tional strengthening, which included policy formula-
tion, planning, and programming; organization and
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management reforms; health care cost recovery; cost
accounting systems; human resource development
plans; management information systems; supply man-
agement systems; maintenance management systems;
and health legislation.

* The establishment of local government has begun.
The new Government has already initiated efforts to
create both a licensing authority and a road traffic au-
thority in a number of Family Islands, commencing in
January 1993.

e In 1991/1992, the Ministry of Education imple-
mented a comprehensive family life education pro-
gram in the primary and secondary school curricula,
an important health promotion strategy that promises
to have significant impact over time.

e The National Health and Nutrition Survey was
completed in 1989. The results indicate a number of
areas of concern and provide direction for program-
ming. They also supply a baseline for monitoring and
evaluating health initiatives and for describing the
health status of the nation.

* A National Coordinator for Disaster Prepared-
ness has been identified, and work is proceeding to-
ward the implementation of a comprehensive national
disaster preparedness plan.

¢ As one of the outcomes of a staff training needs
assessment exercise started in 1991, the Ministry of
Health and the Environment has committed itself to
the establishment of a Human Resource Development
Unit. A core group responsible for drafting develop-
ment plans for the unit and for providing input to the
ongoing training recommendations of the Ministry has
already been established.

¢ In response to growing dissatisfaction with the
unavailability and high cost of pharmaceuticals, the
Ministry of Health and the Environment completed a
study in January 1992 of pharmaceutical selection and
procurement. As a result, the formulation, adoption,
and implementation of an essential pharmaceuticals
list for the public sector was undertaken, and a revi-
sion of the current pharmaceutical formulary is under
way.
¢ The country has been grappling with the defini-
tion of alternative ways to finance health care. The
main recommendation has been for the establishment
of a national health insurance plan.

Other social programs with an impact on health in-
clude the consumer subsidies available through the
Department of Social Services. Unemployment assis-
tance provides a cash allowance to qualified unem-
ployed persons for a specified period to help them af-
ford basic necessities while they are seeking other

38

employment. A food allowance provides permanent
monthly food coupons to certain retirement pension
recipients and disabled persons. Other categories of
persons may also be eligible for the food allowance.
Such grants range from US$ 10 to US$ 40 per month, as
the circumstances dictate.

The Government sponsors a school feeding program
for selected underprivileged children in Government-
owned schools. Under this program, certain needy
children are provided with a daily lunch at no cost.

The Bahamas has well-developed regulations in the
ministries responsible for health and agriculture which
address food handling, preparation, and processing.
These regulations are contained in the following legis-
lation: the Food Act, the Environmental Health Act,
and Food Regulations to Health Services Act.

The promotion of proper health practices, including
good nutrition and regular exercise, has been given
high priority by the Ministry of Health and the Envi-
ronment. It is the chief strategy for preventing and re-
ducing the impact of hypertension, diabetes, and ath-
erosclerosis.

Organization of Services
Personal Health Care Services

The public sector operates three hospitals, two of
which are located in New Providence. They are the
Princess Margaret Hospital (PMH), with 462 beds, pro-
viding general acute care and a wide scope of special-
ized services; and the Sandilands Rehabilitation Center
(SRC), with 457 beds, providing both psychiatric and
geriatric care. The third institution, the Rand Memorial
Hospital (Rand), is in the nation’s second largest city,
Freeport, on Grand Bahama. It provides general acute
care and limited specialized services and has a bed
complement of 78. Both general hospitals provide a
wide range of diagnostic and therapeutic services.

The occupancy levels of the Princess Margaret Hos-
pital are high and increased annually from 1988 to
1991, reaching 87.4% in the latter year. The Rand
Memorial Hospital had an occupancy level of at least
62% in the period 1988-1991, and the psychiatric and
geriatric institution maintained an occupancy rate of
91% in 1988 and over 95% during 1989-1991.

Outpatient services include emergency care on a
24-hour basis and general practice and specialty clinics
at PMH and Rand. In 1991 there were 181,053 outpa-
tient visits to PMH, down from 208,180 visits in 1988
and 200,841 visits in 1989, but somewhat higher than
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the low of 177,084 visits in 1990. The overall decrease is
due to a reduction in the number of general practice
clinic visits. At Rand, there were 47,468 outpatient vis-
its in 1988, 44,482 in 1989, 45,452 in 1990, and 55,701 in
1991. The increase in visits between 1990 and 1991 at
Rand can be explained by a 36.5% increase (from 34,289
to 46,805) in the number of emergency clinic visits.

There are two private hospitals, both of which are lo-
cated in New Providence. One is the Doctor’s Hospital
Ltd., which completed expansion to 72 beds (from 24
beds) in 1993. The other is the Lyford Cay Hospital,
with 12 beds.

Currently, the brunt of institutional care of the el-
derly is borne by the Ministry of Health and the Envi-
ronment through its geriatric care hospital; however,
there are several small “homes” or hostels that serve
persons in this group.

Public health services are delivered through the
community health clinics in New Providence and
throughout the Family Islands, as well as through
other community-based programs such as home and
district nursing and disease surveillance. Table 3 pro-
vides a count of the Ministry’s health care facilities on
each island-a total of 55 community clinics and 60
satellite clinics.

A major restructuring of the administrative arrange-
ments of the community health services was carried
out in 1991 to bring this area more in line with the ap-
proaches followed at the hospitals, which will facilitate
transitions to decentralization. An administrator was

appointed and was supplied with a full team of sup-
port staff and appropriate physical facilities.

In 1991, there were 217,049 visits to the community
health clinics in New Providence. This 35% increase
over the number of visits in 1988 resulted from an ex-
pansion of services and facilities at these clinics. As a
consequence, the volume of utilization of the outpa-
tient clinics at the Princess Margaret Hospital de-
creased significantly. The community health clinics in
the Family Islands provided 187,319 outpatient visits
in 1991, up slightly from the 187,310 in 1990 but down
from the 4-year high of 191,623 visits in 1988.

The Ministry of Health and the Environment also
conducts a school program through its community
clinics throughout the islands. This program checks
children at least three times during their school career:
in grades 1, 6, and 10. Anthropometric measurements
as well as screenings for visual and oral abnormalities
are included in the examinations.

Dental services are provided on an inpatient and
outpatient basis at the Princess Margaret Hospital,
which had a complement of 12 dentists in 1992.

Currently, the responsibility for medical care and
compensation for workers injured on the job remains
with the National Insurance Board (NIB) of the Min-
istry of Social Services, National Insurance, and Hous-
ing. Through this institution, workers who suffer a job-
related injury receive full coverage of all medical bills,
both locally and abroad, if the correct referral proce-
dures are followed.

TABLE3
Distribution of government health services facilities, Bahamas, 1991.

Island population

Island or island groups (1990) Hospitals ~ Community clinics  Satellite clinics
New Providence 171,542 2 8 -
Grand Bahama 41,035 1 5 5
Abaco 10,061 7 8
Acklins, Grooked Island, and

Long Cay 851 4 5
Andros 8,155 6 8
Berry Islands 634 1 1
Bimini 1,638 1 -
Catlsland 1,678 3 6
Eleuthera, Harbour Island, and

Spanish Wells 10,524 9 10
Exuma and Ragged Island 3,628 5 5
Inagua and Mayaguana 1,293 2 2
Long Island, San Salvador, and

Rum Cay 3,646 4 10
Total 254,685 3 55 60
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TABLE 4
Percentage of households without piped water inside
the house and using pit latrines or no method for sewage
disposal, by location, Bahamas, 1988-1989.

% without % with % with

Location (n)a  piped water pitlatrines no method
New Providence (347) 13.5 9.2 0.9
Grand Bahama (207) 8.7 8.7 0.5
Family Islands (213) 39.4 27.8 3.8
All Bahamas (767) 19.4 14.2 1.6

a(n) = Sample size (stratified cluster selection).
Environmental Services

The environmental concerns of the Ministry are man-
aged by the Department of Environmental Health Ser-
vices, whose prime responsibility is activities aimed at
managing and conserving the Bahamian environment.
These functions are conducted through three divisions:
the Health Inspectorate Division, the Environmental
Monitoring and Risk Assessment Division, and the
Solid Waste Collection and Disposal Division.

The provision of potable water is the responsibility
of the Water and Sewerage Corporation of the Ba-
hamas. The primary water source for the country is
groundwater (which accounts for about 95% of all the
water consumed). Rainwater collected in tanks and
cisterns supplies 3% of water needs; reverse osmosis
operations are used very little.

The water supply in New Providence, with its large
resident and tourist populations, is greatly inadequate.
A system of transporting water by barge from Andros,
a large neighboring island, has been in use for the last
two decades.

The salinity of the groundwater is above acceptable
levels, giving the water a salty taste. Many people pur-
chase bottled treated water for drinking.

A substantial number of areas are without piped
potable water, and even where piped water is avail-
able, handling methods are often unsatisfactory. Table
4 presents national and area-specific estimates of the
proportion of households without piped water inside
the house. Over 13% of the households in New Provi-
dence are without piped connections.

Also shown in Table 4 is the proportion of house-
holds using pit latrines (over 14% in the Bahamas as a
whole and as many as 28% in the Family Islands) and
the proportion of households with no method of
sewage disposal (3.8% in the Family Islands and 1.6%
in the total population).

The Health Education Division provides regular
training for workers in food establishments. Concerns
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over the outbreak of seafood poisonings mentioned
above dictated the need for stepped-up monitoring
and control programs by teams in the environmental
health, agriculture, and health education departments.

Social and Community Participation

Many nongovernmental organizations, covering a
wide spectrum of interests, are involved in the fight to
improve the health of the Bahamian population. Some
of the most visible of these organizations include the
Bahamas Heart Association, the Bahamas Diabetic As-
sociation, and the Cancer Society of the Bahamas.

Available Resources

Over 4,500 persons are employed by the Ministry of
Health and the Environment, of whom approximately
67% work in hospital services, 15% in community
health services, 14% in environmental health, and 4%
in the central administration.

A preliminary breakdown by occupational groups
from the 1990 census gives a count of 2,881 health pro-
fessionals and technicians. These personnel are spread
between private and public services and include all life
science professionals and technicians, health and qual-
ity inspectors, and other job categories.

For the country as a whole, the numbers of physi-
cians in the public and private sectors rose sharply
from 312 in 1989 to 370 in 1990, 371 in 1991, and 373 in
1992. During this 4-year period the number of physi-
cians in the private sector increased by 20.7% and the
number in the public sector by 18.9%. In 1989 there
were 53 dentists in the public and private sectors, a
number that rose to 57 in 1990 and stood at 59 in 1991
and 58 in 1992; the increase resulted from a greater
number of dentists in the private sector. The number of
public-sector registered nurses (staff nurses and nurs-
ing officers of all grades) rose from 623 in 1989 to 633 in
1990, reached a high of 636 in 1991, and then dropped
to 629 in 1992. The number of trained clinical nurses
(public) also rose between 1989 and 1990, from 457 to
467, but then decreased to 459 in 1991 and 438 in 1992.

The country depends on external sources for skilled
professional and technical training in some of the
health fields. There is a School of Nursing, the admin-
istration of which has recently passed from the Min-
istry of Health and the Environment to the College of
the Bahamas, a junior college that offers a wide variety
of programs including an associate-level degree in the
biological sciences.



BARBADOS

GENERAL HEALTH SITUATION AND
TRENDS

Barbados is the most easterly of the Caribbean is-
lands. It extends for 431 km?, through mostly flat ter-
rain that rises just over 334 m at its highest point.

The country is a democracy, and it holds parliamen-
tary elections every 5 years. The Government consists
of a Governor-General, who represents the Govern-
ment of the United Kingdom and is the Head of State;
a 21-member nominated Senate; and an elected House
of Assembly of at least 27 members. The Constitution
provides for a Privy Council (the members of which
are appointed by the Governor-General after consulta-
tion with the Prime Minister) and a Cabinet. The Cabi-
net, comprised of Ministers, is the main policy-making
organ; it is presided over by the Prime Minister, who is
appointed by the Governor-General and is the Head of
Government.

Health and Living Conditions

Barbados’ gross domestic product has shown a per-
sistent decline in recent years—4% in 1991 and 3.1% in
1990; real output in agriculture, tourism, and manu-
facturing declined by 4.6%, 5.8%, and 3.9%, respec-
tively, from 1990 to 1991. The per capita income was
BDS$ 11,200 in 1991. At the end of December 1991, the
adult population was 187,600 persons, 122,500 of
whom comprised the labor force. Approximately
64,700 persons, or 52.8% of the labor force, were male.
The rate of unemployment for 1991 was estimated at
17.1%, and it was recorded as high as 20% in the last
quarter of that year. Approximately 60.3% of the un-
employed were between 15 and 19 years old. Wage
increases secured in 1991 generally fell below in-
creases awarded in 1990, and inflation averaged 6.3%,
as compared to 3.1% in 1990.

During fiscal year 1991-1992, the Government intro-
duced a stabilization program that aimed at curbing
aggregate demand in order to protect and strengthen
foreign reserves. The program’s measures included
further controls on credit and interest rate increases.
The Government negotiated an International Mone-
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tary Fund stand-by arrangement of US$ 428.4 million
and an additional US$ 429.7 million from the Fund’s
Compensatory and Contingency Financing Facility to
support the balance of payments.

Tourism remained as the major source of revenue in
1991, although real output in the tourism sector de-
clined by 5.8% as compared to 1990, given that tourist
expenditure fell by 6.8%, to US$ 919.5 million.

Because of its size, flat terrain, and excellent commu-
nication infrastructure, Barbados is mainly an urban
island. A good network of roads and a good system of
private and public transportation allow the population
considerable mobility. More than 75% of households
have telephones installed, and telecommunication ser-
vices are available and accessible. Electricity and
potable water are available to more than 90% of all
households.

The housing situation in Barbados is fairly stable,
with most lower-middle, middle, and upper classes
owning their own homes. In 1990, the couniry had
75,170 households, with an average family size of 3.3
persons; 70,693 households had piped water.

The literacy rate in Barbados is estimated to be 96%.
Education is free at primary and secondary schools,
but tertiary-level students have to pay a small percent-
age of the cost of study. There is full enrollment for pri-
mary education and little attrition during secondary
school years.

Population

Barbados is heavily populated, with 599 persons per
km2. According to the 1990 census, the population in
May was 260,491, of which 124,571 (47.8%) were men
and 135,920 (52.2%) were women. Life expectancy was
75.2 years for females and 70.2 for males. Since 1980,
the average annual population growth rate has been
0.2%, although the rate was 0.6% in 1989. The resident
population decreased to 258,600 in 1991.

The crude birth rate increased from 15.2 to 16.8 per
1,000 inhabitants, and the general fertility rate rose
from 60.6 to 67.3 per 1,000 women 15-44 years old
from 1988 to 1990. In 1990, there were 65,071 females
aged 15-44 years, and the number of live births was
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4,377. Birth registration is complete—more than 98% of
all babies are delivered in hospital, and births must be
recorded immediately.

The migrant population in Barbados increases only
during the crop season, when cane cutters come from
neighboring Caribbean countries for the sugar cane
harvest.

The ethnic makeup of Barbados breaks down as fol-
lows: approximately 94% is of African descent; 5%,
Caucasian descent; and 1%, other, a combination of
East Indian and Chinese.

Mortality

The crude death rate has remained fairly constant
over the past few years; it was 8.7 per 1,000 inhabitants
in 1990. During 1988-1990 the total number of regis-
tered deaths was 6,739: of these, 213 (3.2%) were under
1 year of age, 24 were 1-4 years old, 41 were 5-14 years
old, 137 were 15-24 years old, 414 were 2544 years
old, 931 were 45-64 years old, and 4,974 were 65 years
old and older; 5 were of unknown age. The five leading
groups of causes of death accounted for 64.8% of the
total number of deaths. These five groups were cardio-
vascular diseases (ICD-9, 393-398; 410-429), repre-
senting 19.9%; malignant neoplasms (140-208), repre-
senting 19.0%; cerebrovascular disease (430—438),
representing 12.3%; diabetes mellitus (250), represent-
ing 8.5%; and “other” circulatory system diseases
(440—459) with 5.1%.

In 1990, the leading groups of causes of death for
children under 5 years old were certain conditions
originating in the perinatal period (760-779), 44
deaths; congenital anomalies (740-759), 11 deaths; sep-
ticemia, 3 deaths; pneumonia, 3 deaths; and AIDS, 2
deaths. These five groups accounted for 85% of deaths
in this age group.

The main causes of death in the age group 1544
years old for 1990 were homicide, traffic accidents,
drownings, and suicide, with totals of 39, 30, 24, and 8,
respectively, representing among them 66% of all the
deaths in this age group.

SPECIFIC HEALTH PROBLEMS
Analysis by Population Group
Perinatal and Child Health

The infant mortality rate was 15.3 per 1,000 live
births in 1990, and the neonatal death rate was 12.1 in
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1989. A breakdown of neonatal deaths shows that 49%
of them occurred in infants under 1 day old. The low
infant mortality rate is due largely to an extremely low
post-neonatal mortality rate. Neonatal deaths account
for 79.1% of all deaths for infants under 1 year old.

For 1988-1990, the mortality rate for children 1 to 4
years old was 0.5 per 1,000 in that age group; for the
age group 5 to 14 years old, the mortality rate in the
same period is 0.4 per 1,000.

From 1988 to 1990, the four leading discharge diag-
noses of children under 5 years old at the Queen Eliza-
beth Hospital were certain conditions originating in
the perinatal period; diseases of the upper respiratory
tract; congenital anomalies; and bronchitis, emphy-
sema, and asthma.

Health of Adolescents and Adults

For the age group 15 to 44 years old in 1990, there
were 1,788 hospitalizations for accidents and violence,
which represent 61.5% of all hospitalizations for these
causes and an average of 14 hospitalizations per 1,000
people in this age group.

Chronic noncommunicable diseases are the main
causes of death and chronic illness in the adult popula-
tion. They also are responsible for much disability and
loss of productivity, and they are the source of many
socioeconomic problems in the country. In 1990, there
were 91 diabetics who had lower limb amputations. At
the Queen Elizabeth Hospital there were 943 hospital-
izations for diabetes in 1990.

A survey conducted by the National Nutrition Cen-
ter in 1981, identified obesity as a major problem
among adult and adolescent females. In the past few
years there also has been an increase in obesity among
males.

Health of the Elderly

Chronic noncommunicable diseases such as arthri-
tis, hypertension, and diabetes mellitus are the main
health disorders among the elderly, and the major
causes of death in this age group are heart disease and
cerebrovascular disease. The age group 65 years old
and older is most often afflicted by chronic adult dis-
abilities such as blindness and poor vision, but diabetic
retinopathy is not a major problem. The prevalence of
chronic glaucoma and cataract among adults 65 years
old and older is high, as evidenced by 74 cases of glau-
coma and 259 cases of cataract in that age group in
1990.
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Health of Women

Abortions represent 2.9% of total discharge diag-
noses (765 in 1990); this suggests that abortion may be
being used as a birth control method. There were 12
maternal deaths in the 3 year period from 1988 to 1990,
which corresponds to a maternal death rate of 9.7 per
10,000 live births.

Cancer of the cervix and breast remain the major
causes of death among women. In 1990, there were 21
deaths from cervical cancer and 34 deaths from breast
cancer. Admissions to the hospital for those diseases
were 82 for breast cancer and 58 for cervical cancer.

Workers” Health

Since the early 1980s, the health of workers has been
safeguarded by the provisions of the Factories Act,
which governs safety and health in the workplace.
That Act is administered by the Ministry of Labor and
is overseen by the Labor Department in collaboration
with the Environmental Engineering Division, a de-
partment responsible for occupational safety and
health within the Ministry of Health. The officers of
those agencies mainly focus on ensuring that the
workers in the various factories are not subjected to
any undue danger or potentially hazardous health
conditions, and encourage workers to utilize the
mandatory protective gear prescribed for various jobs.

Health of Special Groups

Most severely disabled persons in the country re-
ceive custodial type care in government institutions.
The government-owned Children’s Development Cen-
ter offers a structured assessment program for children
with all types of disabilities, and both public and pri-
vate educational institutions cater to their academic
needs. Some disabled adults are gainfully employed.

Diseases and Health Impairments

No cases of yellow fever have been recorded in Bar-
bados for more than 100 years, and there have been no
indigenous cases of malaria recorded since 1935, al-
though there were three imported cases of malaria in
1990.

A concerted education campaign must be launched
in order to elicit the public’s participation in reducing
the prevalence of the Aedes aegypti mosquito, since in

1990 positive findings increased to 4,485, with an Aedes
index of 2.13, compared to 2,644 positive findings and
an Aedes index of 1.80 in 1989. This led to a dengue out-
break that began in 1990, with 236 cases registered in
that year. No cases of dengue hemorrhagic fever have
been detected.

No cases of poliomyelitis have been recorded in the
last decade. In 1990 there were six cases of tetanus, with
five deaths, and three cases of whooping cough. That
same year, there was an outbreak of rubella, with 165
cases, whereas only one case had been registered in
1988, and none in 1989. In 1990, there were 128 cases of
measles, but following the successful measles campaign
late in 1990, only 2 cases were recorded for 1991 and
none for 1992, despite an intensive search.

No cases of cholera have been registered in Barbados
after the most recent pandemy reached the Americas
in 1991. In 1990, 30 cases of gastroenteritis were regis-
tered in the age group under 5 years old, as were 88
cases of bacillary dysentery. There also was one case of
amoebic dysentery registered in 1990.

In 1990, there were seven cases of tuberculosis re-
ported (two were imported), and there was one im-
ported case of leprosy. In 1992, there were three cases of
leprosy; the consistently low number of cases reported
would indicate that the elimination of this disease is
imminent.

In 1990, in the age group under 5 years old, there
were ten cases of bronchopneumonia, one death from
acute bronchitis and bronchiolitis, and three deaths
from pneumonia. In the age group 65 years old and
older, 58 deaths from pneumonia occurred; likewise,
13 of the 22 deaths from bronchitis, chronic unspeci-
fied emphysema, and asthma occurred in this age
group.

From 1988 to 1990, the number of cases of leptospiro-
sis has been 31, 25, and 43, respectively, with 4 deaths
occurring in 1990. No cases of rabies or other zoonoses
were reported in 1990.

Since the first AIDS case was diagnosed in 1984,
cases have steadily increased. The number of new
AIDS cases in 1990 was 61, compared to 26 and 40 in
1988 and 1989, respectively. In 1990, the disease was
reported in 51 men and 10 women, of whom 31 (61%)
and 3 (30%), respectively, had died.

Transmission through sexual contact accounts for
more than 99% of all AIDS cases. In the early years of
the AIDS epidemic, homosexual males accounted for
practically all of the cases, but the National Advisory
Committee on AIDS has recently reported that bisex-
ual and heterosexual transmission of the disease is
rapidly increasing. At present, homosexual and bisex-
ual transmission accounts for 45% of all cases, while
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TABLE 1
AIDS cases and deaths, Barbados, 1984 to 1992.
Year Cases Deaths
1984 2 1
1985 9 5
1986 21 13
1987 24 16
1988 15 16
1989 40 31
1990 61 34
1991 80 59
1992 78 77

heterosexual transmission accounts for 42%. The cur-
rent male-to-female ratio of heterosexual transmission
is 3.5:1.

During the first quarter of 1993, pediatric AIDS cases
accounted for 7 out of a total of 20 cases. Table 1 shows
the breakdown of AIDS cases and deaths since the epi-
demic’s inception until 1992.

There has been a steady decline in reported cases of
syphilis (411 in 1987, 389 in 1988, 276 in 1989) and gon-
orrhea (706 in 1987, 350 in 1988, 283 in 1989). In 1990
there were 182 new cases of syphilis and 113 new cases
of gonorrhoea reported.

At the Queen Elizabeth Hospital there were 17 hos-
pitalizations for and 7 deaths from nutritional defi-
ciencies in the age group 65 years old and older, and
943 hospitalizations for diabetes mellitus with 194
deaths. Cardiovascular diseases accounted for 997 hos-
pitalizations and 54 deaths from hypertensive disease,
236 deaths from ischemic heart disease, 166 deaths
from acute myocardial infarction, 225 deaths from
other forms of heart disease and diseases of pul-
monary circulation, and 272 deaths from cerebrovas-
cular disease.

In 1990, malignant neoplasms accounted for 962 hos-
pitalizations, consisting of 66 malignant neoplasms of
stomach, with 46 deaths; 36 of colon, with 24 deaths; 39
of rectum, rectosigmoid junction, and anus, with 21
deaths; 13 of pancreas; 37 of trachea, bronchus, and
lung, with 26 deaths; 82 of female breast, with 34
deaths; 58 of cervix uteri, with 21 deaths; 22 of uterus,
part unspecified; 122 of prostate, with 67 deaths; and
43 leukemia cases, with 12 deaths. Benign neoplasms
of the uterus accounted for 571 hospitalizations. The
cervix and breast are the main sites for malignant neo-
plasms among women 15 years old and older. The
most frequent cancer location in men was the prostate,
and this accounted for 64 deaths in men 45 years old
and older.
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In terms of accidents and violence, in 1990 there were
642 hospitalizations for fractures, 320 for intracranial
and internal injuries, 67 for burns, and 327 for poison-
ing and toxic effects. There also were 1,284 hospitaliza-
tions for accidents and adverse effects, including 269
for motor vehicle accidents, with 22 deaths (2 of which
occurred in the age group 1-4 years old, 11 in the age
group 15-44 years old, 7 in the age group 45-64 years
old, and 2 in the age group 65 years old and older); 310
for accidental falls, with 18 deaths (12 in the 65 years
old and older age group); 162 for suicide and self-in-
flicted injury, with 16 deaths, all in persons older than
15 years old; and 222 for homicide and injury pur-
posely inflicted by other persons, with 34 deaths, 23 of
which occurred within the age group 15-34 years old
and 8 in the age group 65 years old and over.

An outreach community mental health approach
that was introduced in the polyclinics in 1988 was
largely responsible for the identification of various
stages of mental health disorders. The single psychiatric
hospital provides inpatient psychiatric care, and outpa-
tient services are provided in the polyclinics. The alco-
hol and chemical dependency treatment center at St.
Joseph Hospital, which has been operational since Oc-
tober 1992, is the only government-owned institution
that provides substance-abuse treatment on a fee for
service basis. One of the major causes of admission to
hospital for the age group 1544 years old was at-
tempted suicide, with 153 hospitalizations. In 1990,
there were 257 hospitalizations for other mental disor-
ders, 158 and 61 of which occurred among persons
15—44 years old and 45-64 years old, respectively; 19 of
the 20 deaths from mental disorders occurred in the age
group 65 years old and over.

Risk Factors

Barbados has carried out a vigorous ocean pollu-
tion monitoring program, which has resulted in a re-
duction of the risks of marine contamination and in
the excellent quality of the country’s potable water.
The 1969 Health Services Nuisances Regulation gov-
erns air pollution.

The country has no forests or jungles, although there
are a few woodlands. Farmlands consist of relatively
small tracts (40 acres), and are mainly used to grow
vegetable crops, fruit trees, and sugar cane, or for ani-
mal husbandry and poultry rearing ventures. The
waste from these animals could endanger human
health; for example, the high ammonia content in pig
urine could contaminate the water supply.
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Although Barbados has no volcanoes, no flood prob-
lems, and no earthquake activity, it lies within the hur-
ricane belt. Consequently, there is a concerted vigi-
lance each year during hurricane season, from July to
September. The Central Emergency Relief Organiza-
tion is responsible for disaster preparedness.

In 1990, there were 96 cases of salmonellosis re-
ported, with 1 imported case and another case of food-
borne illness. The Public Health Inspectorate in 1990
condemned 1.7% and 0.1% of local and imported meat
inspected, respectively. In addition, 1.0% of local and
0.8% of imported poultry was condemned, as was
0.3% of imported fish.

SOCIAL RESPONSE TO HEALTH
PROBLEMS

Policies

As a result of the economy’s structural adjustment,
the population’s reliance on public health services in-
creased, further burdening the Government’s budget.
In 1990, there were 260,811 total visits at the various
polyclinics, compared to 248,441 in 1989. Visits at the
general practice units of the polyclinics totaled 149,280
in 1990, compared to 144,696 in 1989. Some of those
services also have been cut back due to the same struc-
tural adjustments.

The Government of Barbados views health as a fun-
damental right and aims to provide comprehensive
health care services to all Barbadians at a price that the
country can afford. To achieve this goal, a community-
oriented approach to primary health care is being em-
phasized, which makes effective use of governmental
and nongovernmental organizations (NGOs) in all as-
pects of care. The strategy being adopted embraces the
decentralization of primary care services and manage-
ment with broad community participation in the pro-
motion of health and disease prevention. Intra- and in-
tersectoral coordination are being promoted as
vehicles through which some of these strategies can be
accomplished. Considering the country’s economic sit-
uation, the Government is emphasizing improved
management and other cost containment measures.

The Ministry of Health considers that health pro-
motion is a crucial component of the primary health
care strategy, and is actively engaged in collaborative
efforts with NGOs such as the Barbados Cancer Soci-
ety, the Heart Foundation, the Barbados Kidney As-
sociation, the Diabetic Association, and the Asthma
Association to promote healthy lifestyles, abstinence

from drugs and alcohol, proper nutrition, and regular
exercise.

The Barbados Family Planning Association and the
National Advisory Committee on AIDS are promoting
activities dealing with contraception and HIV/AIDS,
respectively. Health education activities also are pro-
moted at the polyclinics and hospitals through leaflets,
slides, and videos, as well as through talks by health
professionals.

The Ministry’s priority programs are care of the el-
derly, mental health services, services for the disabled,
development of convalescent and rehabilitative care,
family life development, food and nutrition, and envi-
ronmental services. The Ministry of Health is commit-
ted to improving the condition of vulnerable, high-risk
population groups such as the elderly, the disabled,
children, adolescents, and the mentally ill through pri-
ority programs targeted at these groups. Human re-
sources development is being promoted as an essential
component of the management of the health services.
Staff training considers the best utilization of acquired
skills, and efficiency also is achieved through the
grouping of related areas of responsibility so that pro-
grams can be cohesively planned and administered.

Currently, the Government spends approximately
15% of the total annual budget on health, and those
funds are used to upgrade and finance the operations
of health facilities throughout the country.

The Ministry of Health, in collaboration with the
Ministry of Agriculture, has been preparing a food and
nutrition policy, which stresses the importance of self-
sufficiency in food production, the importance of eat-
ing healthy meals and nutritious foods, and the bene-
fits of regular exercise.

The Government is committed to ensuring that all
citizens have access to clean drinking water, proper
sanitation, and an environment that is safe and free
from health hazards.

The Barbados Drug Service, which is a WHO Col-
laborating Center, has enabled the Ministry of Health
to ensure that Barbadians receive quality drugs and
pharmaceuticals.

Health research is actively encouraged, and the Min-
istry of Health is the base for a leptospirosis project.

In an effort to reduce teenage pregnancies, which are
on the rise, the Ministry of Health is pursuing a vigor-
ous family planning and family life education pro-
gram in collaboration with the Barbados Family Plan-
ning Association and the Ministry of Education.

The Ministry of Health has introduced a three-tiered
approach to the management of chronic noncommuni-
cable diseases. Level I uses the risk reduction approach
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of primary prevention, and is targeted at eliminating
as many potential risk factors as possible; Level II in-
cludes examinations, screening, laboratory testing,
other medical procedures, and follow-up at appropri-
ate health facilities; and Level III centers around reha-
bilitative services.

The country has broad health legislation. The Health
Services Act and its regulations, which were enacted in
the late 1960s and early 1970s, are quite comprehen-
sive, covering all areas that fall under the jurisdiction
of the Ministry of Health, including communicable
and notifiable diseases, disposal of offensive matter,
transportation of human remains, rodent control, food
hygiene, private hospitals and nursing homes, control
of drugs, control of mosquitoes, notification of births,
collection and disposal of refuse, and pathological lab-
oratories. Other health-related legislation includes the
sanitation service authority, dental registration, nurses
and midwives registration rules, medical registration,
paramedical professions, pharmacy, and the Mental
Health Act.

Organization of Services
Personal Health Care Services

The infrastructure of personal health care services in
Barbados comprises a combination of public and pri-
vate facilities and nongovernmental organizations.

The government facilities are the acute care Queen
Elizabeth Hospital, with its recently constructed
neonatal intensive care unit and accident and emer-
gency departments, which provides secondary, ter-
tiary, and emergency care; the Psychiatric Hospital;
the recently refurbished Geriatric Hospital and four
district hospitals for geriatrics and the disabled; eight
polyclinics and five outpatient clinics; the Hillside
Home, housing three leprosy patients; the St. Andrew
Children’s Center for disabled adolescents; the Evalina
Smith Ward for disabled adolescents; Committee
Halfway House; and the Children’s Development
Center. The latter is responsible for the early diagnosis,
assessment, and treatment of children identified as
having physical or mental deficiencies.

The recently opened, government-owned St. Joseph
Hospital, which currently operates 15 beds of its 108
bed capacity, is being run by a statutory board similar
to that of a private hospital. It offers services in obstet-
rics and gynecology, general surgery, and medicine, as
well as private consultations, and it includes the Alco-
hol and Chemical Dependency Treatment Center,
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which provides inpatient and outpatient treatment
services for a fee.

There are two small private hospitals with a total of
40 beds and several private nursing homes and senior
citizen homes.

The government facilities offer the following ser-
vices free of charge: acute care; emergency care; med-
ical, nursing, and ancillary services; consultant ser-
vices; psychiatric care; psychological counseling
services; geriatric services; custodial care for the el-
derly and the disabled; drug rehabilitation therapy;
counseling services; maternal and child health ser-
vices; immunizations; dental services; Pap smears; and
family planning and family life services.

Private facilities offer acute care, medical and nurs-
ing care, general practitioner services, immunizations,
consultant services, psychological services, dental
care, and convalescent and geriatric services. These
services are utilized primarily by the middle and
upper classes who can afford them.

Some NGOs such as the Barbados Family Planning
Association, the Cancer Society, the Heart Foundation,
the Kidney Association, the Association for Disabled
Persons, and the Diabetic Association are actively in-
volved in providing services, including counseling, the
conduct of tests, and the provision of support to pa-
tients and families.

There is a good referral system among the poly-
clinics, district hospitals, and the Queen Elizabeth
Hospital.

In 1990, there were 18,767 admissions, or 76.9 per
1,000 population, in the acute care Queen Elizabeth
Hospital. Percentage occupancy was 73.7, with a bed
turnover rate of 34.8. For the geriatric and district hos-
pitals, admissions ranged from 281 to 17, with percent-
age occupancy ranging from 80.1 to 97.4 and the bed
turnover rate at approximately 0.5. Information is not
available on the private hospitals, and the St. Joseph
Hospital has been only partially operational since
March 1993. There were 260,811, 248,441, and 252,465
visits in all for 1990, 1989, and 1988, respectively, in-
cluding visits to venereal disease clinics, maternal and
child health clinics, dental and eye clinics, and visits
for immunization.

These statistics indicate that although 47% of preg-
nant women receive prenatal care from private physi-
cians, about one-half of them use the infant care ser-
vices at the polyclinics.

In 1990, outpatient visits at the Queen Elizabeth
Hospital specialist clinics were 84,456, with 55,179 for
the accident and emergency and general outpatient
clinics. Polyclinic visits, including visits to sexually
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transmitted disease clinics, maternal and child health
clinics, dental and eye clinics, and immunization visits,
and excluding general practice, were 260,811; general
practice visits were 149,280 and family practice unit
visits, 11,117. Visits at the occupational therapy de-
partment of the psychiatric hospital were 10,873 for
1990, including the visits of 107 new patients. Informa-
tion is not available for visits to private doctors.

The Queen Elizabeth Hospital has CAT scan and ul-
trasound facilities. Radiotherapy treatment also is
available there and at private medical clinics. Statistics
for 1990 from the radiotherapy department of the
Queen Elizabeth Hospital indicate that the following
treatments were given: cobalt 60, 5367 (to 307 pa-
tients); superficial X-ray therapy, 204; deep X-ray ther-
apy, 25; beta plaque applications, 23; intracavitary in-
sertions, 114; isotope therapeutic doses, 39; thyroid
scans, 195; liver scans, 24; lung scans, 67; and other
scans, 218. Outpatient visits were 3,433 and 769 new
patients were referred.

Prenatal care is available in the polyclinics as well as
from private obstetricians. Maternal and child health
statistics from the polyclinics and outpatient clinics
show that in 1990 there were 2,338 new attendants in a
total of 25,526 prenatal visits, with an average of 11 vis-
its per case and 53% of the 4,377 live births. In that
same year there were 2,247 postnatal visits, and 3,208
new registrations for infant care relating to 73% of live
births. Statistics are not available for the babies born to
women who received prenatal care from private doc-
tors, but it is estimated that approximately 47% of ba-
bies born were to women in that category, and that
about one-half of them make use of the infant care ser-
vices at the polyclinics.

Bed utilization statistics from the Queen Elizabeth
Hospital show that there were 5,311 obstetric admis-
sions, with an 88% occupancy rate and a 90.9 bed
turnover rate. There were 621 cesarean deliveries. In
the polyclinics there were 47,110 visits for babies and
infants.

Immunizations are available in the polyclinics and
from private pediatricians. The Ministry of Health ad-
heres to the universally accepted immunization sched-
ule, and at the end of 1990 had achieved 85.2% and
84.5% coverage for DPT and polio, respectively, for the
age group under 1 year old; for 1-year-olds, the figures
were 79.3% and 82.3%, respectively; for 2-year-olds,
85.7% and 81.9%, respectively; for 3-year-olds, 88.1%
and 75.0%, respectively; and for 4-year-olds, 90.9% and
90.7%, respectively. The coverage for measles was
87.4% for 1-year-olds, 84.4% for 2-year-olds, 97.5% for
3-year-olds, and 93.0% for 4-year-olds.

Family planning services are available in the poly-
clinics, from private doctors, and from the Barbados
Family Planning Association. In 1990, there were 579
new family planning participants in the polyclinics out
of a total of 6,889 participants. The figures from the
Barbados Family Planning Association show 1,499
new participants for that period, out of a total of 5,103
participants.

The Red Cross Society, the Meal on Wheels Program,
and the Salvation Army provide daily free meals to
some elderly citizens. All primary school children are
entitled to receive school meals daily at minimal cost.

Dental services are available in the polyclinics for
schoolchildren, the disabled, the elderly, and pregnant
women only. Private dental practitioners provide den-
tal care for most adults. Dental statistics from the poly-
clinics for 1990 reveal that there were 24,915 visits,
9,323 extractions, 7,493 fillings, 8,339 prophylaxes, and
198 root canals. Information is not available on the sta-
tistics from the private dental practitioners.

All psychiatric services are provided by the single
government-owned Psychiatric Hospital. In 1990,
there were 1,379 admissions, or 5.4 per 1,000 popula-
tion, with a percentage occupancy of 97.6 and a bed
turnover rate of 2.2. A drug rehabilitation unit has re-
cently opened at the St. Joseph Hospital; it attracts
wealthy clients who pay for services and would for-
merly have gone overseas for treatment.

Most services for the disabled are provided by the
Ministry of Health, and take the form of custodial care
for the severely disabled. The St. Andrew Children’s
Center and the Evalina Smith Ward cater to adoles-
cents with disabilities. At the Children’s Develop-
ment Center, children are assessed for various dis-
abilities and appropriate treatment programs are
developed. That center also runs a day care facility for
disabled children. The Ministry of Education operates
a school for the hearing impaired in addition to a
school for the mentally retarded and learning im-
paired. There also are two private learning institu-
tions, the Challenor School and the Learning Center,
which cater to the educational needs of visually im-
paired children. The Blind Workshop is the only facil-
ity that actively teaches skills with which the disabled
can earn a living. The National Association of Dis-
abled is instrumental in bringing the disabled to-
gether and teaching members how to help each other
and be self-sufficient.

The Ministry of Health, in collaboration with the
Cancer Society, has been encouraging all sexually ac-
tive women to have regular Pap tests; the polyclinics
provide them as part of their postnatal care.
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Since the outbreak of cholera in the Region, the
country’s health authorities have mounted an inten-
sive surveillance campaign to ensure that food protec-
tion practices are maintained.

Environmental Services

Practically all of the institutions that provide envi-
ronmental services are government-owned. They in-
clude the Public Health Inspectorate, the Rodent and
Vector Control Unit, the Environmental Engineering
Division, the Coastal Conservation Unit, the Town and
Country Planning Division, and the South and West
Coasts Sewerage Project, as well as the Statutory Cor-
porations of the Sanitation Service Authority and the
Barbados Water and Sewage Authority.

The Ministry of Health’s Environmental Engineer-
ing Division is responsible for monitoring and control-
ling land, sea, air, and noise pollution; drinking water;
oil pollution; and hazardous materials. It also monitors
and licenses public swimming pools; monitors and
controls sewage treatment plants; and approves health
and environmental aspects of construction. In addi-
tion, it checks leachate in landfills, removes derelict
vehicles, and houses and monitors the groundwater
supply.

The Barbados Water Authority is responsible for
drinking water quality. Potable water is available to all
Barbadians, and 70,693 out of a total of 75,170 house-
holds have piped water.

The Bridgetown Sewerage project treats waste gen-
erated in the Greater Bridgetown area, and the South
and West Coasts Sewerage Project handles the sewage
for those areas. The Inter-American Development
Bank has made approximately US$ 79 million avail-
able for sewage treatment in the south coast.

The Sanitation Service Authority is responsible for
the collection and disposal of the country’s solid waste
and garbage, and operates one landfill and a pulver-
ization plant. It also is responsible for the control and
maintenance of cemeteries. The Government is cur-
rently negotiating with the Inter-American Develop-
ment Bank for funding of a solid waste project.

The Public Health Inspectorate, which is linked to
the various polyclinics, is responsible for ensuring that
households and businesses are maintained in sanitary
conditions. The inspectors advise the public on the
storage of food and water, safe food preparation pro-
cedures, and the disposal of food and garbage. They
issue licenses to businesses that sell food, restaurants,
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slaughterhouses, and other related enterprises, and are
empowered to prosecute persons for violating health
services regulations. The Rodent and Vector Control
Unit is based in the Ministry of Health, and is respon-
sible for controlling rodents, mosquitoes, and other
vectors. Its officers advise households and businesses
on proper baiting procedures, as well as on the uses of
pesticides, larvicides, and fogging.

Health Research and Technology

The Ministry of Health’s leptospirosis project is re-
sponsible for conducting research on that disease.
There also is ongoing research on diabetes and there is
a model diabetic clinic at the Randall Phillips Poly-
clinic. The Ministry is represented at the Common-
wealth Medical Research Council meetings and pre-
sents papers on various topics of specific interest.

Available Resources
Human Resources

At the end of 1990, medical doctors numbered 294,
which represents a ratio of 1 for 874 inhabitants. There
also were 33 dentists (1:7,790), 836 nurses (1:307), 502
nursing assistants (1:507), 12 veterinarians (1:21,424),
and 486 other technical health sector personnel, ex-
cluding clerical, administrative, and maintenance staff.
Several training programs are in existence, ranging
from inhouse seminars and workshops, to courses
held at local educational institutions or at overseas in-
stitutions. Continuing education is promoted as an in-
tegral part of personnel development, as well as a
means of keeping up to date on the latest develop-
ments in a given field. Public health training is mainly
provided for doctors, nurses, administrators, inspec-
tors, and engineers who work in or closely with the
polyclinics.

Financial Resources

For fiscal year 1990-1991, the recurrent government
expenditure on health was BDS$ 158,501,545, or 15.1%
of the total recurrent government expenditure, which
corresponds to approximately BDS$ 612.82 per capita.
In 1990, personnel expenditures accounted for approx-
imately 70% of the total health expenditure.
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TABLE 2
Type and capacity of health establishments,
Barbados, 1992.
Institution Type Beds
Queen Elizabeth Hospital Acute care 539
St. Joseph Hospital Acute care 152
Psychiatric Hospital Psychiatric 627
Geriatric Hospital Geriatric 428
Four district hospitals Geriatric/disabled 439
St. Andrew Center Disabied youths 20
Woodside Clinic (private) Acute care 10
Bayview Hospital Acute care 30
Total 2,108

a Under construction. Final capacity will be 108 beds, bringing the total capac-
ity for all institutions to 2,201.

Physical Resources, Equipment, and Supplies

Table 2 presents the types and capacity of the coun-
try’s institutions. The Ministry of Health is moving to-
wards total computerization, and the Queen Elizabeth
Hospital and the polyclinics already are equipped
with computers. There exists an adequate fleet of vehi-
cles, including an emergency ambulance service. There
is one laboratory at the Queen Elizabeth Hospital and
one at the Sir Winston Scott Polyclinic; these are com-
plemented by three private laboratories. The country’s
single blood bank is in Queen Elizabeth Hospital,
where most diagnostic and treatment procedures also
are performed, except for a few conducted in the of-
fices of private medical practitioners.

The Drug Formulary Committee must approve all
pharmaceuticals used in the government health ser-

vices and that are listed in the Barbados National Drug
Formulary. The formulary is prepared, maintained,
and updated by the Barbados Drug Service, which is
mainly responsible for providing a continuous supply
of formulary drugs and related items to health care in-
stitutions in the public and private sectors; for ratio-
nalizing the use of formulary drugs and reducing their
cost to the public; for making arrangements for the se-
lection, procurement, distribution, and utilization of
formulary drugs; for providing certain categories of
persons with drugs and related items either free of cost
or subsidized at point of delivery; and for improving
and strengthening the inventory and general manage-
ment system of the government pharmacies. There are
15 government pharmacies located at district hospitals
and polyclinics. The Drug Service’s relationship and
cooperation with private pharmacies in the country is
excellent, ensuring that the public is well served. Pri-
vate pharmacies assist the Service by providing drugs
to public patients, for which they are reimbursed.

The Drug Service operates a special benefit service
in which the following categories of persons are eligi-
ble to receive drugs free of cost at point of service: per-
sons 65 years old and older, children under 16 years
old, and persons who receive prescribed formulary
drugs for the treatment of hypertension, diabetes,
cancer, epilepsy, and asthma. For fiscal year 1989,
BDS$ 4,701,087.00 were paid to private participating
pharmacies for filling 371,327 prescriptions; in
1988-1989, BDS$ 3,693,598.00 were spent for 362,718
prescriptions. The total Drug Service budget for
1990-1991 was BDS$ 15.1 million or 10% of the health
budget. Of that total, BDS$ 13.1 million was allocated
for the purchase of drugs and related items.
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BELIZE

GENERAL HEALTH SITUATION AND
TRENDS

Health and Living Conditions

According to the World Bank, Belize’s gross domes-
tic product (GDP) per capita in 1991 was estimated at
US$ 2,010, as compared to US$ 1,120 in 1985. The min-
imum wage for workers in the agricultural sector,
agroindustry, and export industries is US$ 1 per hour,
and it is US$ 1.13 per hour for some manual laborers.
The annual average income of a worker with no formal
education is estimated at US$ 2,399 and that of a
worker with a primary-level education is US$ 3,135,
whereas an individual with a secondary education
earns US$ 4,443.50 and a person with a university edu-
cation averages US$ 9,382.50. Over three-quarters
(76%) of the total population completes at least pri-
mary school; in urban areas the proportion is 81% and
in rural areas, 70%. The proportion of the population
with a secondary education is 14% overall, 22% in
urban areas, and 6% in rural areas. The 1991 census re-
vealed differences between districts in terms of educa-
tional levels. For example, 22% of the population of all
the districts combined reached the secondary level, but
in the district of Toledo the figure was only 6.2%.

The country’s economy grew by an average of 8%
per year during the period 1985-1990. The average an-
nual growth in the GDP was over 10.9% in the period
1987-1990, compared to a growth rate of approxi-
mately 2.5% in 1985-1986. The fastest-growing indus-
tries (construction and tourism, for example) were in
the secondary and service sectors, although the export
crop industry has also expanded in recent years. The
principal reason for the rapid expansion in production
since the mid-1980s has been the significant increase in
both public and private investment, with capital in-
vestment up over 140% compared to the early 1980s, to
US$ 100.5 million (31.4% of the GDP), for the period
1986-1989.

The fiscal position of the central government and
nonfinancial public institutions has improved tremen-
dously. The current balance of payments of the central
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government shifted from a deficit of US$ 8.2 million in
fiscal year 1985-1986 to a surplus of US$ 18 million in
fiscal year 1989-1990, owing to a substantial rise in rev-
enues coupled with a minimal increase in spending.

Population

The census conducted in 1991 put the population of
Belize at 189,392, for a population density of 8.2 inhab-
itants per km? in the country’s 22,963-km? land area. A
survey carried out after the census revealed 1.84% un-
dercounting. Table 1 shows the age and sex distri-
bution of the enumerated population.

The country is divided into six districts, which con-
tain the following proportions of the total population:
Belize, 30%; Cayo, 20%; Orange Walk, 16%; Corozal,
15%; Stann Creek, 10%; and Toledo, 9%. Belize City
has 28% of the total.

The percentage of rural population has increased in
recent years owing to an influx of immigrants from El
Salvador, Guatemala, and Honduras—many of whom
work in agriculture in various rural areas—and to em-
igration from urban areas to other countries. Those
who immigrate to Belize are mainly rural inhabitants
with low levels of education, whereas those who emi-
grate have generally completed secondary school or
have professional training.

The population defined as “Creole” (of mixed
African and European heritage) makes up 30% of the
total population, and “mestizos” (persons of mixed
heritage descended from Spanish colonists and indige-
nous peoples) constitute 43.6%. In the past the Creole
population was the majority. Other ethnic groups liv-
ing in the country include the Garifunas (6.6%), the
Ketchi Mayas (4.3%), the Mopan Mayas (3.7%), and
several smaller groups.

Between 1970 and 1980 the population grew by
25,708 inhabitants. Between 1980 and 1990 the increase
was 44,039.

The estimated crude birth rate for 1990 was 35 per
1,000 population, and the crude death rate was 4 per
1,000. The total fertility rate is 4.5. A woman living in a
rural area has, on average, two children more than a
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TABLE 1
Age and sex distribution of the population of Belize
according to the 1991 census.?

Age group Total Males Fermnales %
Total 189,392 96,325 93,067 100.0
0-4 30,415 15,487 14,928 16.1
5-14 52,686 26,046 25,640 27.8
15-24 37,815 18,745 19,060 20.0
25-34 26,941 13,930 13,011 14.2
35-44 16,051 8,150 6,901 8.4
45-54 9,471 4,817 4,654 5.0
55-64 7,556 3,853 3,793 4.0
65 and over 8,457 4,297 4,160 4.5

“Population not adjusted with the underenumeration factor of 1.84%.
Source: Central Office of Statistics

woman in an urban area, and mothers with the least
education have the highest number of children. The
fertility rate among women in the upper socioeco-
nomic strata is 2.7; among employed women it is 2.9.

Mortality

In the past 20 years the crude death rate has shown a
tendency to decline, falling from 6.8 per 1,000 popula-
tion in 1970 to 5.6 in 1980 and 4.2 in 1989. Mortality
rates among men are slightly higher. In recent decades
mortality has decreased in all the districts except Be-
lize, which is the referral point for seriously ill patients.

Between 1980 and 1990 mortality rates remained es-
sentially unchanged in the various age groups, with
the exception of the group aged 0—4 years, in which the
rate decreased from 10.8 to 5.5 per 1,000 population.
The group aged 65 years and over accounted for 43.1%
of all deaths in 1990, the under-1 age group for 17%,
the 14 age group for 4.8%, the 1544 age group for
14.3%, and the 45-64 age group for 20.8%.

The leading causes of death have also remained basi-
cally unchanged over the past several years, although
in some cases the rates have increased. In 1983, 1984,
1989, and 1990, heart disease (ICD-9, 390-398, 410—429)
ranked first, with the highest rates. Certain conditions
-originating in the perinatal period (760-779) ranked
second in 1989 and 1990, with rates of 0.7 and 0.9 per
1,000 population, respectively. They were followed by
diseases of the respiratory system (460-519), cere-
brovascular disease (430-438), and hypertension
(401-405), all of which showed a rising trend in recent
years. Malignant neoplasms (140-208), accidents

(E800-E949), and diabetes (250) also figured among
the 10 leading causes of death.

Chronic diseases as a group were responsible for an
increasing percentage of total mortality during the pe-
riod 1976-1988. Taken together, hypertensive diseases,
immune and endocrine disorders, ischemic heart dis-
ease, cerebrovascular diseases, and malignant neo-
plasms accounted for 17.9%, 25.9%, and 26.9% of all
deaths in 1976, 1986, and 1988, respectively.

The same diseases registered as the leading causes of
death at the national level also figured among the six
leading causes in each district, with the exception of
Toledo and Cayo. In Toledo, the four leading causes
were intestinal infectious diseases, nutritional defi-
ciencies, “other diseases of the respiratory system,”
and congenital anomalies. In Cayo they were “other
diseases of the respiratory system,” certain conditions
originating in the perinatal period, “other accidents,”
and motor vehicle accidents.

SPECIFIC HEALTH PROBLEMS
Analysis by Population Group
Perinatal and Child Health

According to official figures, over the past 20 years
the infant mortality rate has shown a downward trend,
which was most pronounced during the first of the two
decades, when the rate fell from 47.2 per 1,000 live
births in 1969-1970 to 23 in 1982-1983. Since then, in-
fant mortality has remained stable, and the rate
recorded for 1990 was 22.5.

Information by district for the period 1983-1990 in-
dicates that Belize consistently recorded the highest in-
fant mortality rates, possibly because the only referral
hospital in the country is located in Belize City and
therefore patients at a high risk of dying were cared for
in that district and their deaths registered there. Or-
ange Walk and Cayo reported low infant mortality
rates for every year during that period.

Neonatal mortality has remained between 8 and 12
per 1,000 live births in recent years. Postneonatal mor-
tality, however, has shown a rising trend.

The high infant death rates that prevailed up to 1980
were associated primarily with infectious diseases (di-
arrheal diseases and respiratory infections), followed
by perinatal causes. A comparison of the periods
1980-1981 and 1982-1983 reveals that the reduction in
infant mortality from 30 to 23 per 1,000 live births was
due in large part to a decline in mortality from diar-
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rheal diseases and respiratory infections and that there
was no change in perinatal mortality.

In 1988 conditions originating in the perinatal pe-
riod were the leading cause of death among children
under 1 year, accounting for 47% of the deaths in that
age group. Among the other leading causes were
“other diseases of the respiratory system” (18% of the
total) and congenital anomalies (7%); 6% of all infant
deaths were attributed to signs, symptoms, and ill-de-
fined conditions.

According to estimates based on 1991 census data,
infant mortality was 35 per 1,000 live births. Toledo
and Stann Creek showed the highest rates, at 54 and
43, respectively, and the district of Belize had the low-
est, at 23 per 1,000.

Although by law all deaths must be registered
within 4 days in the district in which they occur, an un-
determined proportion go unreported, for a variety of
reasons.

Medical statistics indicate that 5.5% of all children
born countrywide in 1991 weighed under 2,500 g. In the
various districts the proportion ranged from 2.1% in
Corozal to 7.9% in Belize. Statistics from the hospital in
Belize City show that 8.2% of the children born there
in 1991 weighed less than 2,500 g. This hospital serves
as the referral center for the other five districts.

Among children aged 1-4, official statistics indicate
that during the period 1982-1989 the death rate fluctu-
ated between 1.3 and 2.2 per 1,000. A study conducted
in 1991 found the highest rates in the districts of Belize,
Cayo, and Stann Creek. More than 50% of the deaths in
this age group were due to respiratory diseases and
dehydration, with accidents, sepsis, and meningoen-
cephalitis accounting for the rest.

Between January and March 1992 a nutritional as-
sessment team gathered data from all the health centers
in the country. The data were analyzed using the indi-
cator weight-for-age and the WHO classification, with
one standard deviation below the norm being used as
the cut-off point to define malnutrition. The study data
referred only to the population that sought care at the
health centers, the characteristics of which may differ
from those of the general population. A total of 8,516
children were examined (approximately 28% of the
total population under 5 years of age). At the national
level, 59.2% of the children were considered to have
normal weight-for-age, while 19.2% were classified as
slightly malnourished (between —1 and -2 standard de-
viations from the norm), 4.9% as moderately malnour-
ished (between —2 and -3 standard deviations from the
norm), and 1.3% as severely malnourished (more than
-3 standard deviations from the norm). An analysis of
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TABLE 2
Prevalence of malnutrition in children under 5 years old
(n=8,516), by district, Belize, 1992.

% Malnourished

District Slighta Moderateb Severec Total
Toledo 29.8 13.3 2.2 45.3
Stann Creek 16.8 5.8 1.8 24.4
Cayo 20.0 5.1 1.4 26.5
Belize 12.4 2.8 1.1 16.3
Orange Walk 23.6 5.5 0.6 29.7
Corozal 23.7 5.1 1.8 30.6

aBetween ~1 and -2 standard deviations from WHO norm for weight-for-age.
bBetween ~2 and -3 standard deviations from norm.
<More than -3 standard deviations from norm.

malnutrition by district is shown in Table 2. In the
country as a whole, the most severely affected groups
were children aged 1-2 years, followed by those aged
6-12 months. In contrast, 1,222 (14.4%) showed some
risk of obesity, and 88 (1%) were classified as obese.

Health of Women

The sources of data on maternal mortality are vital
events registers and hospital statistics. During recent
years the official reported rates ranged from 3 to 6 ma-
ternal deaths per 10,000 live births. In 1989 a review of
maternal mortality conducted by the Ministry of
Health found rates of 4 to 13 maternal deaths per
10,000 live births during the period 1979-1989. The
majority (75%) of the maternal deaths registered in
that period were due to direct obstetric causes, includ-
ing abortion, infection, hemorrhage, toxemia, uterine
rupture, and complications of cesarean section.

Subsequent reviews were conducted in 1990 and
1991. In 1990 a maternal mortality rate of 19.9 per
10,000 live births was recorded—the highest since
1979. The district of Corozal had the highest rate (34.7)
and Belize the lowest (8.9). The leading cause of mater-
nal mortality was found to be postpartum hemor-
rhage. The 1991 review revealed a rate of 14.7 and
showed the leading causes to be pre-eclampsia and
postpartum hemorrhage.

A study carried out in 1989 gathered information for
1 month on 3,860 pregnant women visiting one of 15
health centers for their first prenatal check-up. Infor-
mation was also obtained from one rural center in each
district and from two in the district of Belize. As mea-
sured by WHO standards, 40.2% of the pregnant
women seen at prenatal clinics were anemic. The dis-
tricts of Toledo and Cayo showed the highest preva-
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lences, at 47.3% and 47.1%, respectively, and Stann
Creek had the lowest, at 24.3%. The districts of Belize,
Corozal, and Orange Walk had almost identical levels:
38%, 39%, and 39%, respectively.

Health of Special Groups

Disabilities related to eyesight are the most preva-
lent type, according to the 1991 census, in which 14.1%
of the population reported some disorder affecting vi-
sion. Disabilities relating to the lower limbs are more
common in urban areas.

Studies carried out among Garifuna and Ketchi
Maya ethnic groups have revealed iron and vitamin A
deficiencies.

Diseases and Health Impairments
Vaccine-preventable Diseases

The last case of poliomyelitis in the country was re-
ported in 1980. Measles cases decreased dramatically
between 1980 (when 607 cases were reported) and
1991 (10 cases), although a rise in the number of cases
was noted in 1986 (124 cases). Four cases of diph-
theria were diagnosed in 1982 and one in 1987. The
last reported case of neonatal tetanus occurred in
1987. In 1991 only four cases of whooping cough were
reported.

Vector-borne Diseases

In 1992, 4,630 cases of malaria were identified out of
a total of 24,135 blood samples examined. Plasmodium
vivax was found in 96.6% of the cases and P. falciparum
in the rest. In April an epidemic caused by P. falciparum
occurred in Stann Creek, and that district along with
Cayo reported the highest number of cases that year.
The working population aged 15-44 years had the
greatest risk of contracting the disease in these two dis-
tricts, which receive large groups of migrant workers
from neighboring countries. The district of Toledo,
which also receives migrants from Guatemala, re-
ported 777 cases. Anopheles pseudopunctipennis is the
most frequent vector.

Chagas’ disease and schistosomiasis are both pres-
ent in the country.

Rickettsiosis was among the leading causes of hospi-
talization in the district of Toledo during 1990-1991.

Cholera and Other Intestinal Infectious Diseases

In 1992 Belize had 159 confirmed cases of cholera
and four deaths from the disease. The fizst three cases
were detected in the district of Toledo (Punta Gorda)
in January, but no further cases appeared until August.
The highest number of cases (52) was recorded in Sep-
tember. The district of Toledo was hardest hit, with 120
cases and two deaths for an annual incidence rate of 7
per 1,000. This district has poorer access to safe drink-
ing water and sanitary means of excreta disposal than
the rest of the country.

According to a survey of family health carried out in
1991, 11% of children under 5 years of age had experi-
enced diarrheal disease during the 2 weeks prior to the
family’s interview. The incidence was highest among
children in the first 2 years of life and was slightly
higher in rural areas than in urban areas. The Ketchi
Mayas, mestizos, and Garifunas were the ethnic
groups most affected. The frequency of diarrhea cases
decreases markedly among children after their third
birthday. In general, the incidence of diarrhea among
children decreases as the educational level of the
mother rises.

In 1988, 70% of the reported diarrhea cases occurred
in children under 5 years of age. Intestinal infections
ranked fourth among the leading causes associated
with hospital discharge (excluding normal delivery) in
1990 and 1991. The majority (59.3%) of diarrhea deaths
occurred among infants between 28 days and 11
months of age.

Acute Respiratory Infections

In the same 1991 survey, 41% of the mothers of chil-
dren under -5 years indicated that their children had
exhibited signs or symptoms of ARI in the 2 weeks
preceding the interview. The highest percentages
were found in urban areas among children under 2
years of age whose mothers had low educational lev-
els. Of the children who had shown symptoms of ARI,
86% had been treated, 41% having received care at
public or private health care facilities and 2% having
been taken to traditional healers. The Ketchi Mayas
are most inclined to seek treatment from traditional
healers.

Rabies

Two cases of human rabies were reported in 1989.
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AIDS

The cumulative total of AIDS cases reported up to
1992 was 65 (68% acquired through heterosexual trans-
mission). One case was notified in 1987, 5 in 1986, 10 in
1988, 8 in 1989, § in 1990, 11 in 1991, and 22 in 1992. Be-
lize City, the country’s principal commercial center,
has recorded a total of 38 cases. The next highest num-
ber (8 cases) has been registered in the district of Cayo,
which is the largest in terms of area and population.
AIDS has spread to every district in the country.

The cumulative total of known seropositive individ-
uals is 205. The number of HIV-infected persons has
risen steadily. Most of the infected population is con-
centrated in the districts of Belize and Cayo.

Malignant Neoplasms and Cardiovascular Disease

In 1987 malignant neoplasms accounted for 10.6% of
all deaths from defined causes, and diseases of the cir-
culatory system accounted for 24.7%. The proportion
of deaths from these two groups of causes was similar
in both sexes; 61% of the deaths occurred in the group
aged 65 years or older.

Accidents and Violence

The group of external causes (accidents and vio-
lence) accounted for 12.1% of all deaths from defined
causes in 1987. Of these deaths, 75% occurred in males.

Risk Factors
Housing

According to the 1991 census, the country had a total
-of 38,000 housing units—a 35% increase over the num-
ber found in the 1980 census (28,000).

Of the total number of “family” dwellings—defined
as a place in which several persons spend most nights
of the week and eat at least one meal together—
22% are homes headed by a female. More than 50% of
the family dwellings house five or more people (56% in
rural areas and 45% in urban areas), and only 22%
house fewer than three.

Some 63% of the dwellings in the country have two
or fewer bedrooms, which would appear to indicate
overcrowding, considering that the average number
of persons per family is over five. Approximately 66%
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of all dwellings are owned by their occupants and
22% are rented; in urban areas, 57% are owned and
37% rented.

The most common roofing material used in the
country is zinc sheet metal. Wood is the most com-
monly used material for walls and floors, although
concrete is also widely used for outer walls and floors.
In the early 1980s, 59% of dwellings nationwide had
electricity, and that proportion had risen to 67% by
1991 (94% in urban areas and 40% in rural areas). At
the district level, only 25% of the housing units in
Toledo (the district in which conditions lag farthest be-
hind) had electricity. The proportions in other districts
ranged from 48% in Stann Creek to 88% in Belize.

Pesticide Use

The following risks have been noted: incorrect and
excessive pesticide use, lack of knowledge about safe
use on the part of farmers, insect resistance to certain
pesticides, environmental contamination, improper
storage and labeling of pesticides, lack of facilities for
analysis of pesticide residues, and lack of adequate fa-
cilities for the disposal of contaminated waste and
packaging materials. Action has been taken to regulate
pesticide use in the country.

SOCIAL RESPONSE TO HEALTH
PROBLEMS

Policies

The Government recognizes health as an essential
part of the development process and acknowledges its
own role in ensuring that all citizens have access to the
best possible health care, regardless of ethnic origin,
religion, socioeconomic level, or jurisdictional or geo-
graphic area of residence. It is understood that provid-
ing access to health care is an intersectoral undertaking
and that health services by themselves cannot improve
health conditions, which depend heavily on other so-
cial and economic programs.

The Ministry of Health is headed by the Minister,
who is responsible to the Cabinet for all services pro-
vided. The Permanent Secretary is the executive head
of the Ministry and is in charge of administration for
all sections of the services, while the Director-General
of Health is responsible for all the technical aspects.
The Administrative Support Division is under the re-
sponsibility of the Permanent Secretary and carries out
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functions related to planning and research, mainte-
nance, personnel, and finance.

The country’s Health Plan is part of its Development
Plan, which covers a 4-year period.

The Ministry of Health has embraced the primary
health care strategy, and accordingly it has created an
infrastructure of district health teams, which are or-
ganizations that work toward common health-related
goals. In order to facilitate the work of these district
teams, executive committees have been organized to
implement health plans and monitor their progress.
Additionally, people’s health committees have been
created as a vehicle for community participation in
health activities. The necessary responsibility and
authority are delegated to the physician who serves
as the District Director and to the district executive
committee.

Public spending on health is equal to 3% of the GDP
and accounts for 10% of the national budget. After
doubling between 1978 and 1981, the health budget
has remained more or less stable. The amount allo-
cated for primary health care represents 20% of the
total, while the amount devoted to hospitals (national
and district) is between 45% and 50%.

Health education is recognized as the basis for all
community-oriented programs. The Office of Health
Education and Community Participation within the
Ministry of Health is responsible for carrying out the
national plan for health education and community
participation.

Organization of Services
Personal Health Care Services

Government facilities are the principal providers of
health care in the country’s six health districts. Ap-
proximately 88% of the population has access to the
health services offered through this network.

The basic public sector infrastructure of health care
consists of 34 health centers, 17 health posts, and 7 hos-
pitals with a total of 388 beds (2.2 per 1,000 popula-
tion). Mobile clinics staffed by two or three nurses help
to increase coverage, providing services to 165 com-
munities, which they visit every 6 weeks.

In 1990 the Belice Hospital, which serves as the re-
ferral center for the entire country, had 47% of the total
hospital beds available and accounted for 57% of all
admissions.

In the private sector there are two hospitals, one in
Belize City and the other in the district of Cayo.

In regard to human resources in the health services,
problems have been identified in relation to the avail-
ability of physicians in the public sector, medical pro-
ductivity in that sector, and the availability of qualified
nurses. In 1989 the records of the Office of Medical Sta-
tistics of the Ministry of Health showed 95 registered
physicians (5.2 per 10,000 population) practicing in
public and private institutions. Approximately half
(45) were in private practice or were specialists work-
ing in both the private and public sectors. Seventeen of
the licensed specialists were practicing in the district of
Belize, 13 of them in Belize City. The private medical
sector primarily provides outpatient services.

According to the Ministry of Health, in 1989 there
were 13 registered dentists, 211 (12 per 10,000) gradu-
ate nurses, 114 (6.3 per 10,000) midwives, and 42 (2.3
per 10,000) nursing auxiliaries.

The distribution of human resources by district
varies considerably. Toledo, for example, has the
fewest doctors and nurses, and Cayo has the fewest
dentists. Each district, with the exception of Stann
Creek, has at least two public-sector medical offi-
cials—the District Director and another physician. All
the hospitals, except the San Ignacio hospital in the dis-
trict of Cayo, have at least one specialist, generally a
pediatrician or a gynecologist. Two-thirds of the hos-
pitals have a dentist, and only the district of Cayo lacks
professional dental services in the public sector. The
Dangriga hospital in Stann Creek has the fewest
nurses.

A social security statute was enacted in 1979 and the
Council on Social Security was established in 1981. The
members of the Council are appointed by the Minister
of Finance, who consults with employers and employ-
ees on the selection of candidates. Any change in so-
cial security benefits, contributions, or regulations
must be approved by the Minister of Finance. The so-
cial security system comprises three types of funds: a
short-term fund, a long-term fund, and a fund for
work-related accidents. These funds, which are fi-
nanced through employer and employee contribu-
tions, pay cash benefits at retirement and in the event
of illness, maternity, work-related accidents, and dis-
ability. The system covers medical care only when it is
related to occupational accidents or diseases. Under
the 1979 statute, participation is mandatory for all em-
ployers and public-sector wage-earners, as well as for
private-sector employees aged 14-65, who make up
about 70% of the full-time work force. The system does
not cover members of the armed forces, part-time
workers, temporary workers, or domestic workers.
Seasonal workers receive full coverage while they are
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under contract during harvest season. Employees over
the age of 65 are covered only against injury. Depen-
dents of social security beneficiaries are not covered.

The migrant populations in the country pose a prob-
lem in regard to health services coverage, since com-
munities of a few families tend to spring up suddenly
in remote areas and move or disappear just as sud-
denly. In addition, there is a continual flux of people
across the borders in both directions.

It is recognized that there is less utilization of health
services among populations with low levels of income
and education.

According to the family health survey conducted in
1991, a very high percentage (97%) of the Belizean pop-
ulation is familiar with at least one modermn method of
contraception. The most widely known method is oral
contraceptives. Of the women aged 1544 in the coun-
try, 40% use oral contraceptives. Women in rural areas,
those with little formal education, and Ketchi Maya
women were found to be least familiar with contracep-
tive methods. Among the reasons cited for not using
contraceptives was fear of side effects that would in-
terfere with future pregnancies or with normal sexual
relations.

In 1991 the maternal and child health program had a
coverage level of 80% for prenatal care. The highest
coverage was in the district of Cayo (92%), which was
followed by Orange Walk (91%) and Stann Creek
(90%); the district of Belize had the lowest coverage
(67%). This high level of prenatal care coverage at the
national level is reflected in the findings of the 1991
family health survey, which indicated that 95% of the
women who had given birth to live-born infants dur-
ing the 5-year period covered by the survey had re-
ceived prenatal care during pregnancy. This percent-
age includes women who received prenatal care from
private sources, although public facilities were the
main providers of such care.

The study also showed that 50% of the women who
received prenatal care had their first examination dur-
ing the first trimester of pregnancy, and the remaining
50% had their first visit during the second trimester. It
was reported that 75% of the women received five or
more check-ups during pregnancy. Women living in
urban areas and those with the highest levels of educa-
tion had more prenatal visits than women in rural
areas and those with less education. Pregnant women
in the Creole population and “other” ethnic groups
had more prenatal visits than those in other groups.

The 1991 family survey revealed that 84% of preg-
nant women received at least one dose of tetanus tox-
oid. Official data from the Ministry of Health for that
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year indicate that 76% of births took place in health in-
stitutions and one-fifth were attended by traditional
birth attendants.

Packets of oral rehydration salts (ORS) are available
through all government health clinics. According to the
1991 survey, 33% of the children in the families inter-
viewed had received ORS during their most recent di-
arrheal episode. However, if the number of children
who received homemade salt-sugar solutions is added
to the number who were given ORS solution, the pro-
portion receiving oral rehydration therapy rises to 44%.
Children in rural areas and children of mothers with lit-
tle education were most likely to have been treated
with antibiotics. Mothers in urban areas and mothers
with high levels of education tended to treat their chil-
dren with ORS or solutions prepared in the home.

The Expanded Program on Immunization has been
operating in the country through the maternal and child
health services since 1979. Immunization coverage
among children under 1 year old has risen slowly but
steadily since 1984. A national vaccination campaign in
1986 boosted coverage levels considerably. Coverage
declined slightly in 1987 but has increased since then. In
1991 coverage levels were 80% for the measles and polio
vaccines, 84% for DPT, and 80% for BCG.

Public dental services are provided in five of the six
districts. In 1988 a total of 7,862 adults and 3,704 chil-
dren were treated by these services; 80% of the chil-
dren had teeth extracted. Private dental services are
also available throughout the country. Most of the den-
tal care provided consists of extractions and oral health
education.

All the districts have an oral health education pro-
gram for schoolchildren aged 5-13. The school health
services in all the districts provide free dental hygiene
and treatment for schoolchildren.

Rabies control activities are managed by the Office
of the Public Health Inspector, in cooperation and co-
ordination with the Veterinary Section of the Ministry
of Agriculture.

Laboratory services are provided through the gov-
ernment’s central laboratory and a small laboratory in
the hospital in Belize City. Some laboratory services
are also available in the districts.

Environmental Services

In urban areas 92% of the population has access to a
water supply (89% through house connections and 3%
through an easily accessible source). In rural areas the
proportion is 51%. A widespread problem is contami-
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nation by fecal bacteria from latrines located too close
to water sources.

There are two laboratories capable of conducting
water quality tests, both located in Belize City. Oneis af-
filiated with the Ministry of Health and the other is op-
erated by a water and sanitation company. Both carry
out physical, chemical, and bacteriological testing.

The Ministry of Health is responsible for supplying
safe drinking water (treated surface water or untreated
but safe water from protected sources) in sufficient
quantities for the population, and it also provides ad-
vice on the selection of appropriate sites for the con-
struction of wells and on laboratory testing. In prac-
tice, the Ministry’s role is limited to monitoring the
quality of water from public sources in rural areas,
which includes water from hand pumps and rudimen-
tary water systems. The water and sanitation company
tests water samples from municipal water systems.

Regular water quality testing is conducted through-
out the country on a monthly basis, and reports are

submitted to the public health inspector. Testing has
been stepped up since the first case of cholera was re-
ported in January 1992. Public health inspectors apply
chemical substances and take samples in the field. In
urban centers routine sampling is performed to deter-
mine levels of residual chlorine.

The main problem in regard to provision of the ser-
vices described above is difficulty of access to some
rural areas, particularly in the district of Toledo.

Excreta disposal services cover 73% of the urban
population (44% has connections to the public system
and 29% has latrines or septic tanks) and 21% of the
rural population (through latrines or septic tanks).

The Office of Public Health, under the Ministry of
Health, has a food safety program targeting both pre-
pared and raw foods. Health inspectors collect sam-
ples from restaurants and street-food stands and check
them to ensure the food is safe for consumption. The
central laboratory conducts bacteriological testing of
samples suspected of being contaminated.
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BERMUDA

GENERAL HEALTH SITUATION AND
TRENDS

Bermuda is an island of about 60 km? situated in the
Atlantic Ocean about 970 km off the coast of the state
of North Carolina, United States of America. It is a
British Crown dependent territory.

The island has virtually no natural resources and
must import essentially all of its consumable goods
and energy sources. Nevertheless, the country usually
shows a balance of payments surplus generated by an
economy based on tourism and international business
enterprises. Inflation was running about 6% annually
at the end of the 1980s. Unemployment is negligible.
Two-thirds of jobs are in services such as wholesale
and retail trade, restaurants, and hotels, as well as
community, social, and personal services. Per capita
annual income is over US$ 20,000.

Health and Living Conditions

Living standards are high. Health and medical care
is of good quality, widely available, and easily acces-
sible. Housing, transportation, and communications
are adequate. Literacy is about 97%, supported by free,
compulsory education up to the age of 16.

Population

The 1991 population was estimated at 58,460, which
was 160 fewer persons than in 1988. The decline is ex-
plained by emigration and a slight reduction of the an-
nual natural growth rate, from 1% to 0.7%.

After declining until 1980, the crude birth rate has
increased marginally in recent years, from 14.6 per

1,000 inhabitants in 1980 to 15.9 in 1988, 15.2 in 1990,
and 16.4 in 1991. The number of births during the
4-year period 1989-1992 was 3,693; births averaged
about 925 per year during the period, and the number
increased each year, rising from 893 in 1989 to 953 in
1992. Crude death rates have shown a similar pattern:
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7.3 per 1,000 inhabitants in 1980, 7.5 in 1990, and 8.1 in
1991. Life expectancy at birth in 1991 was 76 years for
females and 69 years for males.

Proportionate age segments of the population re-
mained relatively stable, with about 20% under 15
years old and 9% age 65 and over.

Morbidity and Mortality

The two major causes of morbidity and mortality re-
main unchanged since the mid-1980s. Cardiovascular
disease accounted for 193 deaths in 1991, for a rate of
3.3 per 1,000 population, compared to 3.6 per 1,000 in
1983. Deaths from malignant neoplasms totaled 118,
for a rate of 2.0 per 1,000, compared to 1.5 in 1988. Dis-
eases of the respiratory tract, which ranked third in
1988 (0.4 per 1,000), has been replaced by AIDS and
AIDS-related conditions, with a rate of 0.5 per 1,000. In
1991, 27 deaths were AIDS-related.

The three most frequent diagnoses upon admission
to a hospital are alcoholism, respiratory illnesses, and
accidents. The rates of hospital admissions and
deaths resulting from traffic accidents have declined
in recent years as a result of successful campaigns
against drunk driving, the introduction of breath-
alcohol testing, strong police action, and heavy fines
for speeding.

SPECIFIC HEALTH PROBLEMS
Analysis by Population Group
Perinatal and Child Health

The proportion of births less than 2,500 g was 4.1%
(39 births) in 1991 and 7.0% (67 births) in 1992, or 5.6%
over the 2 years.

No deaths within the neonatal period (under 28
days) were recorded for 1992. In 1991, four neonatal
deaths resulted in a neonatal death rate of 4.2 per 1,000
live births. Neonatal deaths over the 4-year period
1989-1992 averaged 3.8 per 1,000 live births.
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The infant mortality rate was 6.7 per 1,000 live births
in 1989 (six deaths), 7.8 in 1990 (seven deaths), and 4.2
in 1991 (four deaths). For the 3-year period 1989-1991
the average yearly infant mortality rate was 6.2. There
were no infant deaths in 1992. The majority of infant
deaths occur in the neonatal period: 14 out of a total of
17 infant deaths in 1989-1991. The main causes of hos-
pitalization of infants under 1 year old are asthma, in-
testinal infectious diseases, and diseases of the respira-
tory tract.

There are no readily available data on death rates of
children 1-4 years old. The main causes of death in this
population are cerebral palsy, sepsis, and pneumonia.
Hospital admissions in the 1-4-year-old age group are
mainly due to asthma, convulsions, and diseases of the
respiratory tract.

Health of Adolescents, Adults, and the Elderly

Alcoholism, drug abuse, sexually transmitted dis-
eases, and accidents are significant public health con-
cerns. In 1991, 25 new cases and 27 deaths from AIDS
were reported.

In 1992, 74 (7.8%) of 953 total births were to mothers
16-19 years old and 3 (3.1%) to mothers under 16
years. In 1991, 95% of pregnant women received pre-
natal care either from a government clinic or a private
physician, and 99% were fully immunized against
tetanus. All births took place in hospitals or were at-
tended by trained personnel.

Cardiovascular disease, cancer, respiratory disease,
accidents, and violence are the main causes of morbid-
ity. Cardiovascular disease accounts for over 50% of all
deaths, while deaths due to cancers rank second.

Diseases and Health Impairments

Seven imported cases of malaria were reported over
the period 1989-1992, with the highest number (three)
in 1990. No cases of dengue fever or yellow fever were re-
ported.

There were no reported cases of measles, poliomyelitis,
diphtheria, tetanus, whooping cough, or acute flaccid paral-
ysis in 1992. Four rubella cases were reported in 1992,
bringing the total for the period 1989-1992 to 11. Dur-
ing the same period there were four reported cases of
measles. Immunization coverage of children under 1
year old for diseases included in the Expanded Pro-
gram on Immunization was reported to be 80% for
1991. However, coverage fell in 1992 (see Table 1).

TABLE 1
Immunization coverage (percent) among children
under 1 year old, Bermuda, 1989-1992.

Type of immunization

Target population (% coverage)
Year (No.) DPT OPV MMR
1989 895 74 76 67
1990 883 62 62 63
1991 883 82 82 84
1992 960 76 77 71

Source: Caribbean Epidemiology Center, EPI report.

No cases of cholera have been reported, but there
were 64 cases of gastroenteritis in children under 5
years old in 1992.

There were 7 reported cases of tuberculosis in 1992,
bringing the total for the period 1989-1992 to 12. Ten of
the 12 cases were seen in the last 2 years of the period.

In 1991 and 1992 the reported cases of influenza re-
mained about constant—1,893 and 1,873, respectively.

Although sexually transmitted diseases have been rec-
ognized as a concern by the Government, data on their
prevalence and incidence are not readily available.
During the period 1982-1992, 218 AIDS cases and 177
deaths were recorded; 118 of these cases (54.1%) oc-
curred in the 4-year period 1989-1992. The male-to-fe-
male ratio is 3.7:1. The majority (76%) of the AIDS
cases are in the age group 25-44 years. Intravenous
drug abuse is the most frequent risk factor, with 104
cases (47.7%) being attributed to that mode of trans-
mission. Male homosexual behavior was implicated in
50 cases (22.9%), and heterosexual transmission in 38
cases (17.4%).

SOCIAL RESPONSE TO HEALTH
PROBLEMS

Policies

The national health policy emphasizes maternal and
child health; health of school-age children; community
nursing care for the elderly; dental health; control of
communicable diseases, including AIDS prevention
and control; mental health; and alcohol and drug
abuse control and prevention. Population groups des-
ignated for special attention include mothers and in-
fants, school-age children, and the elderly. Responsi-
bility for implementing the policies and assuring the
general health and welfare of all Bermuda residents
rests with the Ministry of Health and Social Services.
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The Ministry controls, coordinates, and delivers its ser-
vices through departments of health, social services,
and prisons. Each department is responsible for its
own operation under the authority of the Permanent
Secretary and the direction of the Chief Medical Offi-
cer, the Director of Social Services, or the Commis-
sioner of Prisons.

A Joint Planning Committee chaired by the Minister
of Health and Social Services reviews all major expen-
ditures for public health, hospitals, social service pro-
grams, and prisons. Recently program managers have
been given greater responsibility and authority for fi-
nancial matters as a result of the decentralization of the
budgeting process. In matters of health, the Ministry of
Health and Social Services is responsible for health
planning, programming, budgeting, and evaluation. It
is also responsible for the overall policy of the
Bermuda Hospitals Board, a statutory body of seven
members appointed by the Minister to administer the
King Edward VII Memorial (general) Hospital and the
St. Brendan’s (psychiatric) Hospital.

Organization of Health Services

The Ministry administers public health clinics,
which encompass the immunization program; pro-
vides routine health examinations in schools and nurs-
eries; supervises the monitoring of food safety and
drug distribution; undertakes environmental health
inspection and quarantine services; provides general
health care in penal institutions and for the police; and
delivers educational information and reports to the
public on disease prevention and health promotion.
Specifically, the Department of Health is responsible
for public health, disease prevention, and health pro-
motion services. For administrative purposes, public
health programs are divided into sections, according
to the service provided. The Department’s units are
personal health services, dental health services, envi-
ronmental health services, and the public health labo-
ratory.

Personal Health Care Services

Public health activities include maternal and child
health services, school health programs, immuniza-
tion, communicable disease control, home health care
(including health visiting, district nursing, and selected
specialized care), health education, and health promo-
tion. Private voluntary agencies support and assist the
Government in providing some of these services.
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The Department of Health operates 10 health centers
to serve the 12 health districts into which the island is
divided. These health centers deliver antenatal, post-
natal, and child health services, including immuniza-
tion, and a preventive dental care program for infants
and children that provides fluoride treatment. School-
children receive both preventive and curative treat-
ment free of charge.

The King Edward VII Memorial Hospital has an in-
stalled capacity of 234 beds in private, semi-private,
and public wards, and 90 geriatric and rehabilitation
beds. This institution provides an array of medical and
surgical services as well as specialized intensive care
and oncology units. Referral for treatment or services
unavailable in Bermuda is most commonly made to
the United States of America, Canada, or the United
Kingdom.

In 1991 the ratio of general hospital beds to popula-
tion was 4 per 1,000, there were 13.8 hospital dis-
charges per 1,000 inhabitants, and the average length
of stay was 8.7 days, a figure that declined by a full day
during the year. Average occupancy of the hospital
was 79.3% in 1991.

Hospitalization is provided free of charge to chil-
dren up to 18 years or those attending school full time,
while patients over the age of 65 receive subsidies to
cover 75%—-100% of their hospital charges. The Gov-
ernment subsidizes the costs incurred by the few indi-
gent patients. Most other hospitalizations are covered
by insurance, which is mandatory for all employed
persons.

St. Brendan’s Psychiatric Hospital, which provides
care and treatment for the mentally ill and mentally
handicapped, has a capacity of 166 beds.

Skilled nursing care facilities include Lefroy House,
which has 57 beds, and the Extended Care Unit, with
89 beds. Privately operated personal care homes (nurs-
ing homes) provide limited nursing care and personal
services, while domiciliary care homes provide room
and board and some assistance with personal services.
In 1991 a hospice facility for the terminally ill was
opened.

Hospitals in Bermuda receive periodic accreditation
reviews by the Canadian Council on Hospital Accred-
itation.

Bermuda supports a substantial number of private,
mostly individual, general and specialty medical prac-
tices. In 1991 there were 71 physicians (12.1 per 10,000
population), 27 dentists (4.6 per 10,000), 523 nurses
(102.6 per 10,000), and 6 veterinarians. The high ratio
of physicians to population (with 57% of registered
physicians providing primary care), along with
mandatory hospitalization insurance for employed
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people, shared equally by the employer and the em-
ployee, allows good access to health and medical care.

No medical schools or graduate medical education
programs exist on the island. However, continuing
medical education is required for hospital-based
physicians.

Environmental Services

The entire population is served by both potable
water piped into the home and sanitary waste dis-

posal. Strict building codes apply to all construction
projects, particularly with regard to plumbing, sewage
disposal, and water supply. Solid waste collection and
disposal are carried out by the Government’s public
works department. Incinerator plants are used, and
marsh reclamation and landfill creation are ongoing.

There is growing concern over shoreline pollution
by oil, groundwater pollution by pesticides, and air
pollution caused by automobile and airplane emis-
sions—any or all of which may have an impact on the
health of the population as well as the pristine beaches
and waters.
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BOLIVIA

GENERAL HEALTH SITUATION AND
TRENDS

Bolivia has a land area of 1,098,581 km?2, of which
25% is mountain ranges and high-altitude flatlands
(the altiplano), 15% of which is inter-Andean valleys,
and 60% of which is plains. Forty-five percent of the
population lives in the altiplano, 30% in the valleys,
and 25% in the plains. Each region’s situation is very
different in terms of form of social organization, profile
of morbidity and mortality, and access to goods and
services. The country has nine departments, but re-
gional autonomy is a growing force.

The year 1985 saw a series of far-reaching structural
changes. In the political arena, parliamentary democ-
racy was finally being practiced freely after years of
dictatorships and authoritarian regimes, while in the
economic sphere structural reforms included the pri-
vatization of State enterprises, the institution of a free
exchange rate, and the introduction of measures to con-
trol the fiscal deficit. As a consequence, the public sec-
tor’s nonfinancial deficit was reduced from 25.5% of the
GDP in 1984 to 2.6% in 1986. At the same time, inflation
dropped to 12% in 1985 and stood at 16% in subsequent
years. The impact of the reforms and structural adjust-
ment was especially harsh on the poorest sectors, and it
added to the ranks of those living in conditions of
poverty and social marginalization. The changes also
served to shift the distribution of the economically ac-
tive population: the numbers of peasant farmers and
traditional mine laborers decreased, while the informal
sector climbed to an estimated 58% of all urban workers.

Health and Living Conditions

According to the 1992 census, water supply reached
84% of the urban homes, attaining levels as high as 92%
in some cities (Tarija and Oruro), while about 50% had
the benefit of sanitation services. In rural areas, access to
water ranged from a low of 4% in the department of
Beni to a high of 33.6% in the department of Santa Cruz,
averaging 24% for the country as a whole.
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Electric power was being furnished to 87% of urban
households (68% in Beni, 90% in the departments of
Potosi and Oruro) but only 15% of those in rural areas
(ranging from 6% in Chuquisaca to 23% in the de-
partment of Cochabamba). There are striking differ-
ences between the older, more central urban neigh-
borhoods, which are relatively well served, and the
new settlements on the urban outskirts, where the in-
crease in service delivery has failed to keep pace with
population growth. At the same time, the rapid
growth of the cities makes for a less stable habitat:
only half the heads of household are homeowners,
compared with 85% in rural areas. In addition, the av-
erage number of persons living under one roof has
risen in the cities to 4.2, compared with 3.3 in the
countryside.

Data from the 1992 census indicate that the illiteracy
rate in the population 15 years of age and over fell
from 35.8% in 1976 to 20%, with sizable variations
from one department to another. The rates were higher
among women than among men, and in rural areas
than in the cities; on average, illiteracy was 13 times
more prevalent among women in rural areas than
among men in urban areas. In the department of
Cochabamba the difference was by a factor of 16.8.

Population

According to the National Population and Housing
Census conducted in 1992, the country had 6,344,396
inhabitants. The population grew at an average annual
rate of 2.11% during the period between the 1976 and
the 1992 censuses, whereas between the censuses of
1950 and 1976 the growth rate had been 2.05%. The
population density was 5.84 inhabitants per km?, vary-
ing between departments from 0.6% in Pando to 19.9%
in Cochabamba. The population growth has not been
uniform: it has tended to be high in the departments of
Santa Cruz (4.16%), Beni (3.16%), and Tarija (2.82%),
whereas Potos{ has been losing population at a rate of
0.12% per year. In general, the departments in the cen-
tral and eastern part of the country have gained popu-
lation at the expense of the altiplano.
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The urban population represented 58% of the na-
tional total. Urbanization in Bolivia has largely con-
sisted of rapid growth in the three major metropolitan
areas—1La Paz, Santa Cruz, and Cochabamba—which
together had a population of 2,322,083, or 37% of the
country’s total. The 112 towns and cities with 2,000 to
200,000 inhabitants were home to only 21% of the
population.

Females constituted 50.6% of the total population.
Persons under 15 years represented 42% of the popula-
tion; the 15-to-44 age group, 54%; and those over 60,
approximately 4%. In urban areas the proportions cor-
responding to these three age groups were 39%, 57%,
and 4%, respectively, whereas in rural areas they were
44%, 50%, and 6%. According to the 1992 census, the
general fertility is estimated at 5 children per woman,
reflecting a decline of more than one child per woman
in the last decade. The rate ranged from 4.2 children
per woman in urban areas to 6.3 in rural areas. The
rates in the various departments ranged from 4.2 in La
Paz to 6.8 in Pando. These rather high rates stand in
contrast to a relatively moderate rate of population
growth, which is affected by mortality and also by
phenomena such as emigration to other countries. Al-
though the migratory flow has not been measured pre-
cisely, it may be estimated that more than 10% of the
population lives outside Bolivia.

According to data supplied by the National Institute
of Statistics (INE), the economically active population
numbered 2,530,409 in 1992. Figures for unemploy-
ment ranged between 9% (from official data) and 24%
(according to the Church and the workers’ union, Cen-
tral Obrera Boliviana).

The indigenous population, estimated at over 3.6
million, comprises 36 known ethnic groups, although a
sizable proportion is Quechua and Aymara. These
groups have recently joined together in a peaceful
movement for the principal purpose of defending their
land rights. Most of these peoples are politically, eco-
nomically, socially, and culturally segregated, which
makes them more vulnerable to disease and death. Cu-
rative care in this sector of society is based on tradi-
tional medicine. The ecological imbalance produced
by outside forces within the territory of these groups is
another factor that has added to their risks in recent
years, especially in the eastern part of the country.

Mortality and Morbidity

There are major deficiencies in the registration of
vital statistics. People have to pay to register births and

deaths, and it is believed that these events are greatly
underreported. At the same time, it is estimated that
only 20% of the deaths are certified by a physician.
There is no mortality information subsystem, and no
information is available at the national level on causes
of death.

Moreover, there are no general information systems
on morbidity, causes of consultations, or hospital dis-
charges, and no national morbidity surveys of the pop-
ulation have been carried out. The only data available
are figures on diseases for which notification is com-
pulsory and on health problems that are addressed by
existing control programs. Such information is usually
obtained from the Ministry of Welfare and Public
Health (MPSSP) and, in some cases, from the Social Se-
curity Institute.

According to the 1992 census, the crude mortality
rate was estimated at 18.6 per 1,000 population—16.7
per 1,000 in the urban areas and 21.3 per 1,000 in the
rural areas. In 1991, 35.4% of the deaths were in chil-
dren under 1 year of age (32.7% in urban areas and
38.3% in rural areas); 18.1% were in the 1-4-years age
group (15.2% and 21.1%, respectively); 5.6% in the
group aged 5 to 14 years (4.4% and 6.9%); 13.1% in the
population 15 to 44 years old (14.4% and 11.7%); 11.0%
in the age group 45 to 64 years (13.4% and 8.6%); and
16.7% in persons 65 years and over (19.8% and 13.5%).

The 1976 census estimated infant mortality at 151
per 1,000 live births, while data from the 1992 census
indicate that by the beginning of the 1990s this figure
had been reduced to 75 per 1,000. There were wide
variations in this indicator from one part of the country
to another: the department of Tarija had the lowest rate
(60 per 1,000), down 53.5% from the rate estimated for
1976, while the department of Potosi had the highest
rate (118 per 1,000), which nevertheless had fallen
38.2% since the previous census. The greatest drop was
seen in Cochabamba, where the rate fell from 174 to 78
per 1,000 live births, or 55.2%, while the least change
was observed in Beni, where the rate decreased by
21.1% and was still 90 per 1,000. Urban infant mortality
was 58 per 1,000 live births, whereas in rural areas the
figure was 94 per 1,000.

Table 1 shows mortality in infants and children
under 5 years by urban or rural location and by depart-
ment. It illustrates the wide variations between depart-
ments, the risks being much greater in the rural areas.

The leading causes of death in children, according to
the 1989 National Population and Health Survey, con-
tinued to be diarrheas and pneumonias. Diseases pre-
ventable by vaccination were no longer on the list of
leading causes.
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TABLE 1
Mortality in infants and children under 5 years, by
urban or rural area and by department, Bolivia, 1991.2

Total for the

country/ Urban rate Rural rate Total
departments <1 yr <5yrs  <lyr <5yrs <lyr <5yrs
Bolivia 58 85 94 146 75 113
Chuquisaca 52 82 100 149 88 132
La Paz 63 101 81 136 70 115
Cochabamba 56 97 94 163 78 135
Oruro 103 157 123 156 113 155
Potosi 98 136 129 186 118 168
Tarija 46 74 74 118 60 96
Santa Cruz 46 59 78 118 57 76
Beni 77 125 109 177 90 146
Pando 60 95 88 135 85 131

aBoth rates calculated on the basis of live births in 1991.
Source: National Institute of Statistics, National Population and Housing Cen-
sus, 1992,

This same survey estimated maternal mortality at
33.2 per 10,000 live births. This figure is consistent with
statistics from hospitals of 10.3 per 10,000 hospital de-
liveries, which represent about 25% of all deliveries
(these statistics include stillbirths but not multiple
births).

SPECIFIC HEALTH PROBLEMS
Analysis by Population Group
Perinatal and Child Health

The National Health Information System (SNIS) re-
ports that 42.3% of pregnant women obtained prenatal
care from the health services in 1991 and 52.2% in 1992.
Early coverage—i.e., before the fifth month-—was
36.0% and 39.1%, respectively, in those same years.
However, the proportion of women who had the rec-
ommended minimum of four checkups was only
17.7% in 1991 and 19.7% in 1992.

The incidence of low birthweight was 5% of all hos-
pital deliveries in 1991 and 6% in 1992, with variations
ranging from 3% in the department of Cochabambea to
10% in Chuquisaca. In-hospital perinatal mortality
was 32.4 per 1,000 births in 1991 and 33.5 per 1,000 in
1992, while in-hospital maternal mortality fell from
17.8 to 11.0 deaths per 10,000 live births.

Coverage of growth and development monitoring is
low, and only 33% of children under 2 years have even
one checkup. According to the SNIS, the percentage of
children under 2 who were not gaining sufficient

64

weight dropped from 29% in 1991 to 24% in 1992. In
1991 more than 40% of the children in Cochabamba,
El Alto, La Paz, and Potosi were in this condition. In
1992 over 30% of the children in the departments of
Beni and Oruro failed to gain sufficient weight. In the
department of Santa Cruz the proportion of children
under 2 years who were not gaining sufficient weight
rose from 12% to 22% between 1991 and 1992.

Measles is the only vaccine-preventable disease that
continues to be a major problem in children. Its inci-
dence in 1992 was 319.4 per 100,000 in infants under
1 year and 163.0 among children aged 1 to 4.

Acute diarrheal diseases are the leading cause of
death in children. It is estimated that each child has an
average of six episodes of diarrhea per year and that
every year 13,000 children under 5 years of age die
from this cause. In hospitals, the case-fatality rate for
diarrhea in children under 5 was 8% in 1991 and 5% in
1992, with wide variations between departments—for
example, 24% in 1991 and 14% in 1992 in Cochabamba,
compared with 4% in 1991 and 2% in 1992 in Beni.

Acute respiratory infections are reported more
commonly than diarrheal diseases but cause less
mortality. Deaths from pneumonia are estimated at
11,000 per year. Based on hospital figures, the na-
tional case-fatality rate for pneumonia in children
under 5 was 12% in 1991 and 10% in 1992; in the
department of Cochabamba the rate reached 42% and
41%, respectively.

A breakdown of infant mortality shows that the
leading causes are acute diarrheal diseases, pneumo-
nias, other acute respiratory infections, and neonatal
tetanus.

Ninety percent of all newborns are breast-fed during
the first 3 months of life. Two-thirds of the children 12
to 17 months of age are breast-fed, as are more than
one-third of those aged 18 and 19 months. The average
duration of breast-feeding is 16 months.

Workers’ Health

There are six social security funds, and one of them
reported 1,085 accidents leading to disability in 1986.

According to the Occupational Health Institute, the
prevalence of silicosis among miners was 7.6% in
1981-1983. The proportion with silicotuberculosis dur-
ing that same period was 1.3%.

Studies conducted in foundries revealed above-
normal levels of lead in the blood of 48.5% of the work-
ers examined, while 70.0% and 53.7% of the same pop-
ulation showed excessive levels of mercury and ar-
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senic, respectively, in the urine. Among workers han-
dling vaporizers, blood lead levels were above safe
limits in 11.5%, while the level of arsenic in urine was
elevated in 2.7%. For those working with hydrocar-
bons, unacceptable blood lead levels were found in
0.8%, and blood mercury levels were excessive in 7.0%.
In the manufacturing sector the main problems were
organic particulates (36% of the workers exposed),
noise (51%), and toxic gases and fumes (36%). In agri-
culture the rates of poisoning due to direct exposure to
pesticides ranged from 2.9% in the altiplano to 8.8% in
the warm valleys and 7.7% in the plains.

Deafness in workers directly exposed to noise
ranged from 24% to 35% in different productive
sectors.

Health of Special Groups

The true health situation of the minority ethnic
groups is unknown. Lack of access to health services
has resulted in high case-fatality rates from cholera in
some of these groups.

Diseases and Health Impairments
Vector-borne Diseases

These diseases are found in 75% of the national terri-
tory. Different diseases tend to affect different seg-
ments of the population, but there is broad overlap, es-
pecially in the inter-Andean valleys and the plains.
The incidence of most vector-borne diseases has risen
in recent years, undoubtedly influenced by such fac-
tors as migration—prompted by the economic crisis
and the shutdown of mines—and the opening of new
settlement areas.

Malaria has been on the rise in recent decades. Some
40% of the population resides in areas of transmission.
Whereas during the 1960s about 2,000 cases were
recorded annually, in 1980 alone there were nearly
17,000. Positive slides reached a peak of 25,367 in 1989,
for an annual parasite incidence (API) of 10 per 1,000;
the number of positive slides dropped to 19,686 in 1990
and 19,031 in 1991, but there was an upturn again in
1992 to 24,448 (API of 8.8 per 1,000).

The epidemiologic situation with regard to malaria
has clearly deteriorated: major outbreaks occurred in
vast areas that had previously been free of transmis-
sion. The proportion of Plasmodium falciparum cases
rose steadily from 3.2% in 1990 to 5.8% in 1991 and

11.3% in 1992, and resistance of P. falciparum to avail-
able drugs has been reported. The district of Gua-
yaramerin, with an API of 214.6 per 1,000, accounted
for 49.2% of the P. falciparum malaria cases.

The department of Tarija had an API 3.3 times
higher than the national average and produced 28% of
all the reported cases, although no P. falciparum cases
were observed there. In 1991 just 1% of the positive lo-
calities contributed 70% of the cases. In the department
of La Paz the API in the malarious area was 0.5 per
1,000 in 1985, 3.2 per 1,000 in 1989, 8.2 per 1,000 in 1990,
and 4.5 per 1,000 in 1992.

No reliable information is available on mortality
from malaria. Since 1991 the positive localities have
been ranked according to the seriousness of the prob-
lem in order to assist in the planning of interventions.

Chagas’ disease is a major problem in Bolivia. Vec-
tor-borne transmission occurs in 63% of the national
territory. It is estimated that 55% of the population is at
risk and that approximately 1.2 million people are in-
fected with Trypanosoma cruzi. Data from the Ministry
of Welfare and Public Health indicate that the disease
was responsible for 13% of all deaths in the population
15 to 74 years of age and for 29% of the deaths in men
aged 25 to 44 in 1991.

A study conducted in 1990 revealed 40% positive
serology in the disease’s endemic area, with regional
variations ranging from a low of 9% in the department
of La Paz to a high of 45% in Chuquisaca. All age
groups were affected, including children under 5
years. Of the individuals with positive serology, 26%
had electrocardiographic alterations compatible with
Chagas’ disease.

Surveys of blood donors conducted in the depart-
ment of Santa Cruz in 1982-1983 showed that 62% of
the donors tested were positive for T. cruzi; in
Chuquisaca a positivity rate of 39% was reported in
1988-1989.1 Other studies have found seroprevalence
rates of 56% to 70% in blood donors.

Baseline studies in 1992 yielded infestation indexes
of 73% for the department of Tarija and 82% for
Chuquisaca and triatomine infestation indexes of 40%
in Cochabamba and 61% in Chuquisaca; in these two
latter departments, 40% and 53%, respectively, of the
population in the study areas had positive serology. In
the town of Tupiza (Potosi Department) the infestation

Pan American Health Organization. Estado actual de las acciones
para la eliminacién de la transmision vectorial e interrupcién de la
transmision transfusional del Trypanosoma cruzi. Report from the
Southern Cone Initiative (August 1991-December 1992), 1992.
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index reached 82%, while it ranged between 19% in
Modesto Omiste and 94% in Sud Chichas. The vector
dispersion index averaged 75% to 80%, but reached
96% in Santa Cruz.

In studies conducted in the department of Santa
Cruz in 1989, vector transmission was found to be re-
sponsible for 42% of the cases, congenital infection for
27%, and transmission by transfusion for 12% (with no
information available on the rest).

Congenital Chagas’ disease is a problem in at least
some of the areas studied. In the department of Santa
Cruz 18.5% of the neonates weighing 2,500 g or less
whose mothers were serologically positive were found
to be infected. A recent study? undertaken to compare
diagnostic methods revealed that in one maternity ser-
vice 10.6% of 820 newborns weighing 2,500 g or less
were positive in histopathological studies of the pla-
centa; 73% of these infants had signs or symptoms,
mainly hepatosplenomegaly.

There are no national data on leishmaniasis, nor is
there a structured control program, although some
universities, institutes, and nongovernmental organi-
zations are working in this area and have warned that
the problem is widespread in the recently settled
warm valleys of La Paz Department and the Chaparé
region of Cochabamba Department. The first cases of
visceral leishmaniasis were detected in 1993 in the val-
leys, according to the Bolivian Institute of High-
Altitude Biology.

Transmission of jungle yellow fever persists in
Bolivia. For the years 1985-1988 cases numbered 54,
30, 23, and 12, respectively, with an average case-fatal-
ity rate of 70%. There were 107 reported cases in 1989,
50 in 1990, 91 in 1991, and 22 in 1992, and the average
case-fatality rate for those years was 73%. In 1989 and
1990 most of the reported cases occurred in the depart-
ment of Cochabamba. In 1991 there was an epidemic in
the department of Santa Cruz that produced 71 of the
91 cases reported that year. In 1992 the cases occurred
in the departments of La Paz, Santa Cruz, and
Cochabamba, and the case-fatality rate was 82%. A
1990 survey conducted in Santa Cruz and the tropical
region of Cochabamba indicated that vaccination cov-
erage against yellow fever was 82.7% in Colonias del
Chaparé, Carrasco Tropical, and Ichilo; 72.4% in the
town of Montero; and 58.9% in the city of Santa Cruz.

2Azogue E, Darras C. Chagas congénito: estudio comparativo de
la eficacia y del costo de los métodos de diagnéstico—Santa Cruz.
1993 [submitted for publication].
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After reinfesting the department of Santa Cruz in
1980, the Aedes aegypti vector continued to spread and
is now found in the 68 known localities in Santa Cruz,
Beni, and Tarija. In late 1987 and early 1988 there was a
dengue outbreak in the department of Santa Cruz, and
a serosurvey identified dengue type I infection in
20.5% of the 354,552 inhabitants; no deaths were
recorded. Similar outbreaks were also reported in
other parts of Santa Cruz. During that same time an
outbreak in the town of Villa Montes, Gran Chaco
Province (Tarija), affected 53.8% of the 7,271 inhabi-
tants. Cases of dengue were again reported in Santa
Cruz at the beginning of 1993, but no information was
available as to serotype involved or the extent or grav-
ity of the outbreak.

Varying numbers of plague cases were reported in
the department of La Paz throughout the 1980s. In
1989 there were 11 cases and 2 deaths, and in 1990, 10
cases and 2 deaths. Exanthematous typhus has not
been reported in the country since 1987.

The last outbreak of Bolivian hemorrhagic fever oc-
curred in 1975 in the department of Beni. Flooding in
1982 greatly extended the range of the rodent Callomys
callosus, the reservoir of the disease, and highway con-
struction in 1990 contributed to its further dispersion.
It is believed that floods in 1992 may have caused even
broader displacement, and a field study has been initi-
ated to determine whether this is so. In February 1993
a case was confirmed in Mamoré Province in the de-
partment of Beni.

Vaccine-preventable Diseases

Wild poliovirus was last isolated in 1986, but several
cases of poliomyelitis were diagnosed on the basis of
clinical criteria between 1987 and 1989. Cases of flaccid
paralysis were notified at a rate of 0.8 per 100,000 pop-
ulation in 1989, 1.9 in 1990, 2.5 in 1991, and 1.9 in 1992;
all reports were fully investigated.

The incidence rate of whooping cough was less than
5 per 100,000 population during the period 1990-1992.
For diphtheria it was less than 1 per 100,000 during the
last decade, the most recent outbreak having occurred
in 1983.

In 1992 the incidence of measles reached its highest
level in 10 years (63.6 per 100,000 population). In in-
fants under 1 year the rate was 319.4 per 100,000 (the
number of live births is unknown), while in children 1
to 4 years of age it was 163 per 100,000. The highest in-
cidence was in the department of Santa Cruz, where
the overall rate was 160.4 per 100,000 population and
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the rate in children under the age of 1 year reached 935
per 100,000.

The incidence of neonatal tetanus ranged between
20 and 24 cases per 100,000 children under 1 year dur-
ing the period 1990-1992.

Between 1989 and 1992, the following increases in
vaccination coverage were achieved: for the third dose
of oral poliovaccine, from 49.0% to 83.5%; for the third
dose of DPT, from 39.0% to 77.3%; for measles vaccine,
from 47.0% to 79.8%; and for BCG, from 49.0% to 85.8%.
Whereas in 1989 there had been 43 districts with cover-
age under 50%, by 1992 the number had fallen to eight.

Cholera and Other Intestinal Infectious Diseases

The presence of cholera was first recognized in the
latter part of August 1991 in the department of La Paz,
and by the end of that year there had been 206 reported
cases and 12 deaths. The cases were concentrated in
Rio Abajo, El Alto, and the city of La Paz, with no
record of sizable outbreaks or spread to the interior. In
the first week of 1992, an explosive outbreak occurred
in the department of Cochabamba, in both the capital
city and the interior. The epidemic then spread rapidly
to isolated indigenous settlements in Santa Cruz and
Tarija and eventually reached all the other depart-
ments except Beni and Pando. In 1992 the country
recorded a total of 23,645 cases and 400 deaths for an
incidence rate of 375 per 100,000 population and a
case-fatality rate of 1.7%, with wide variations among
regions. The ethnic minorities (Guarani and Mataco In-
dians) were especially affected. Although the disease
attacked all ages, the population between 15 and 59
years of age was at greatest risk. There was a clear pre-
dominance of cases among males in the country as a
whole. In some departments, the risk in rural areas
was as much as five to eight times greater than in
urban areas, although heavy outbreaks also occurred
on the outskirts of Cochabamba, Santa Cruz, and other
cities.

As already noted, acute diarrheal diseases are the
leading cause of death in young children. A total of
66,490 episodes of diarrhea were reported in 1991, and
152,407 in 1992.

Chronic Communicable Diseases
The incidence of pulmonary tuberculosis increased

from 64 cases per 100,000 population in 1982 to 124 in
1992—a period that also saw a sizable expansion of

control activities within the health services network.
Proportionally, the age group most affected was that of
persons 20 to 44 years old, and the group at greatest
risk consisted of persons aged 60 to 64. The problem
was most critical in the departments of Santa Cruz,
La Paz, and Cochabamba, in which some high-risk
areas had incidence rates five to eight times higher
than the national average. The proportion of patients
cured increased from 44.5% in 1988 to 71.3% in 1992.

For tubercular meningitis the incidence was 7 per
100,000 population, but the high risk of infection, esti-
mated at 3%, suggests that the disease is considerably
underdiagnosed and underreported.

In 1988 mortality from all forms of tuberculosis was
7.3 per 100,000 population for the country as a whole. It
ranged from 89.6 per 100,000 in the city of Cobija (six
deaths in the age group 15-64 years) to 2 per 100,000 in
Trinidad (one death in the age group 65 years and over).
In children under the age of 5 years the national rate
was 2.9 per 100,000, with large variations between areas:
in the city of Potos{ the level reached 30.9 per 100,000,
but it was zero in five departments. The age group at
greatest risk was that of persons 65 and over, among
whom the rate was 39.7 per 100,000, with variations
ranging from 429.7 in Tupiza to zero in Cobija. In cohort
studies, the proportion of deaths ranged between 3%
and 5% during the period 1988-1992. However, this
problem could easily be overestimated (by counting
“deaths associated with tuberculosis” rather than
“deaths from tuberculosis”) or underestimated (by fail-
ing to count deaths in patients who were lost to follow-
up because they abandoned treatment or moved away).

Little is known about the epidemiologic status of
leprosy. The disease occurs throughout a wide geo-
graphical area that includes all the departments with
the possible exception of Oruro and Potosi and the al-
tiplano region of La Paz. In the affected departments
the prevalence ranges from 0.4 to 99 cases per 100,000
population. There is no information on incidence.

Acute Respiratory Infections

These diseases constitute the second leading cause
of deaths in infancy, 70% of which are deaths from
pneumcnia. In absolute numbers, 11,000 deaths in
children under the age of 5 were attributed to this
cause, according to the National Bureau of Personal
Health Care. Pneumonias are overreported because of
classification problems (i.e., the tendency to automati-
cally regard any ARI as pneumonia), which are cur-
rently being addressed through extensive training pro-
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grams. The National Population and Health Survey in
1989 found that episodes of ARI are most frequent in
children under 2 years of age. According to this source,
the incidence of ARI in children is twice as high in the
plains as it is in the altiplano or the valleys.

Rabies, Foot-and-Mouth Disease, and Other Zoonoses

Rabies continues to be a problem in some regions, in-
cluding the departments of Santa Cruz, Cochabamba,
and La Paz. In the country as a whole there were 11 re-
ported cases of human rabies in 1989, 8 in 1990, 11 in
1991, and 25 in 1992. In 1991 and 1992, 1,701 and 1,773
cases, respectively, were recorded in animals. Only
9,000 cats and dogs were vaccinated against rabies in
1989, but this figure rose sharply to 220,000 in 1990,
250,000 in 1991, and 310,000 in 1992. Most of these vac-
cinations (87%) were administered in the cities of La
Paz, Santa Cruz, and Cochabamba.

Other zoonoses that are problems in Bolivia are cys-
ticercosis and teniasis, fascioliasis, and foot-and-
mouth disease.

AIDS and Other Sexually Transmitted Diseases

AIDS was first reported at the end of 1985. Ten cases
were notified in 1988, 2 in 1989, 9 in 1990, 17 in 1991,
and 8 in 1992. As of March 1993 the total number of
persons known to be infected with HIV had risen to 96.
Of the other sexually transmitted diseases, the most
prevalent are gonorrhea and syphilis. Over the years
1989-1992 the rates for reported cases of gonorrhea
were 24, 28, 36, and 30, respectively, per 100,000 popu-
lation. During the same period, the rates of reported
syphilis cases were 70, 66, 63, and 44 per 100,000. In
1990-1991 there was an outbreak of chancroid, which
is uncommon in Bolivia, with 100 cases reported.

Nutritional and Metabolic Diseases and Deficiencies

According to information from the International
Fund for Agricultural Development (1989), the per
capita availability of calories experienced a slight
decline between 1979-1981 and 1986-1988, from 2,082
to 1,987.

Malnutrition in children under 5 years of age ranged
from 29.2% to 47.3% in the various departments, and
there have been no significant changes in recent years.
The census of height among schoolchildren, conducted
by the National Epidemiological Surveillance System
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(SVEN) in 1988-1990, found that 35% of the school
population aged 6 to 9 showed retarded height growth
to the extent that they fell below two standard devia-
tions of the reference population distribution; in rural
areas the proportion was 40%.

According to data from the National Population and
Health Survey, 13% of the children under the age of 36
months who were examined were underweight for
their age by at least two standard deviations of the ref-
erence population distribution, as established by the
U.S. National Center for Health Statistics. The propor-
tion was higher in rural areas (15.9%) than in urban
areas (10.7%). The SVEN census, in turn, found that
11.7% of the infant population that had access to health
services showed retarded weight gain for age.

In 1983 a survey on the prevalence of goiter revealed
that 65.3% of the population was affected by iodine de-
ficiency disorders. Another survey in 1989, using the
same indicator, showed that the extent of the problem
had decreased to 20%. Measurements of iodine levels
in 1990 and 1991 were normal in urban areas, and in
rural areas 95% of a series of samples taken from 222
communities had adequate levels. A 1991 study esti-
mated that 9.1% of the population (539,639 inhabi-
tants) was at high risk because iodized salt was only
available 20% or less of the time. These people live in
scattered communities in sparsely populated rural
areas. Measurements of iodine levels in urine taken on
3,146 samples from schoolchildren and adults in 85
communities indicated that 65 of the localities had ad-
equate levels of iodine. Similarly, analysis of 5,138 fil-
ter-paper blood samples from 170 high-risk communi-
ties showed iodine deficiency in only 26 of the
localities (15%).

Studies of vitamin A deficiency have focused on
children 12 to 71 months of age in the most depressed
areas of the three ecological regions. The results, based
on serum retinol levels, indicated that the problem was
greatest in rural areas, especially in the altiplano,
where the prevalence was 19.3%, and the plains, where
the rate was 16.5%. However, almost half (48.3%) of
the study population was found to suffer from mar-
ginal vitamin A deficiency. This problem is being ad-
dressed through the administration of 200,000-1U cap-
sules during the EPI vaccination campaigns.

Malignant Neoplasms

There is no national tumor registry. The only data
available are from the La Paz Cancer Registry, which
was created in 1977 and is maintained intermittently,
depending on the availability of funds. According to
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these records, during the period 1980-1990 the inci-
dence of cancer was twice as high in women (145.8 per
100,000) as in men (72.5 per 100,000). The most fre-
quent sites in women were: uterine cervix (45.5 per
100,000), breast (21.2), gallbladder and bile ducts
(13.9), and skin, not including melanoma (8.5). In men
the common sites were: prostate (10.4 per 100,000),
skin, not including melanoma (8.9), stomach (7.6), and
gallbladder and bile ducts (7.0).

In 1988 the Ministry of Health launched a systematic
program for the detection and control of cancer in
women. During the first 2 years it focused on cancers
of the uterine cervix and breast.

Accidents and Violence

The collection, analysis, and processing of data on
accidents and violence has not been systematized. Ac-
cording to data from the Planning Department of the
National Police, between 1988 and 1992 a total of
23,661 persons were hurt in traffic accidents, of whom
2,901 died and 20,760 suffered injuries of varying
severity. According to the records of the Clinics Hospi-
tal in the city of La Paz, 24% of the 8,049 emergency
cases attended in 1990 involved injuries from acci-
dents. In hospitals in Cochabamba and Santa Cruz, in-
juries rank among the five leading causes for hospital
treatment in both adults and children.

With regard to violence, data from the city of Santa
Cruz are of interest in light of its rapid population
growth rate (6.4% per year). Statistics from the Crime
Bureau show the following breakdown: of the 597
charges filed in 1989, drunkenness accounted for 24%;
kidnaping, 18%; rape, 18%; physical assault and injury,
11%; minor threats, 7%; and other charges, 22%.

The National Organization for the Care of Women,
Children, and the Family, which was created to help
establish and coordinate national policies for the pro-
tection of these population groups, includes among its
activities a campaign against violence.

Oral Health

Some form of caries affects 97% of the population. In
the city of El Alto, children 5 to 14 years of age who
were attended in Ministry of Health clinics during
1992 had a DEF index (decayed, extracted, and filled
teeth) of 11.2. A similar situation was found in the city
of Riberalta among children who were attended in
Ministry of Health establishments: for the group aged
3 to 5 the DEF index was 6.9; those aged 6 to 11 had a

DMF index (decayed, missing, and filled teeth) of 4.9;
and those aged 15 to 18 had a DMF of 6.2. In the city of
Tupiza, children between the ages of 6 and 11 years
had a DMF index of only 1.6.

In 1989 direct prevention interventions were initi-
ated, including programs to promote biweekly self-
application of 0.2% sodium fluoride among the school
population.

Work-related Diseases and Injuries

Health service coverage of the working population
is estimated at no more than 10%. A high proportion of
the economically active population (63.8%) is in the in-
formal sector and therefore not covered for occupa-
tional risks.

Risk Factors
Risks in the Physical Environment

Drinking Water and Other Water Resources.
Only four of the principal urban centers have installa-
tions for the treatment of wastewater, and conse-
quently several of the major river basins continue to
have high levels of pollution. An added concern is that
this water is used to irrigate vegetable crops. More-
over, industries in general, and the mining industry in
particular, fail to control the waste that they discharge
into the country’s watercourses, making for a high risk
of chemical contamination, especially with heavy met-
als, in water that is often used for human consumption.
In addition, the technique employed in panning for al-
luvial gold releases mercury in some rivers in the de-
partments of Pando and Beni, and this pollution can
potentially affect the health of humans who eat fish
contaminated with mercury.

Air and the Atmosphere. Emissions of metallic par-
ticulates and gases severely pollute the air and atmos-
phere wherever mining and related activities are carried
on, especially in the vicinity of foundries in the cities of
Potosi, Oruro, and El Alto. In addition, the lead content
of gasoline is very high, resulting in high levels of
heavy-metal pollution in the urban environment.

Forests and Croplands. Extensive forested areas
have been recklessly cleared for farming and livestock-
raising in the warm valleys of La Paz Department and
the Chaparé region of Cochabamba, leading to a seri-
ous ecological imbalance and the extinction of local

69



Health Conditions in the Americas, 1994 edition, Volume Il

plant and animal species. The country lacks explicit
laws against deforestation, which is taking place hap-
hazardly as lumber resources are exploited. There is no
control over the use of agricultural pesticides, which
produce high levels of pollution in the soil and rivers
and place field workers at great risk of poisoning.

Domestic and Industrial Waste. There is no large-
scale industrial activity, and the types of industry
(chemical and others) that generate hazardous wastes
are not well developed. Not all the major cities have
adequate disposal of domestic waste, which usually
pollutes their water sources.

Chemicals in the Environment. Because of the in-
tensive mining activity in the western part of the coun-
try, there is considerable pollution from chemical con-
taminants released into the air, creating the risk of
various types of poisoning and long-term damage to
health.

Food Contamination. There is no efficient surveil-
lance or control of food production, handling, storage,
or distribution.

Natural Disasters and Industrial Accidents

According to the National Civil Defense, between
1991 and March 1993 a total of 176,629 families
(693,145 individuals) were affected by floods and land-
slides. Prior to these disasters, more than 200,000 fam-
ilies were affected by droughts in 1990.

The droughts triggered migration to tropical areas
more favorable for farming, which in turn increased
the population at risk for diseases such as malaria,
tuberculosis, yellow fever, and leishmaniasis. Eco-
nomic losses have been estimated at more than
US$ 70 million.

SOCIAL RESPONSE TO HEALTH
PROBLEMS

Policies

In response to the economic situation, in November
1991 the Government adopted a social policy, within
the framework of the national development strategy,
which is aimed at improving the conditions and the
quality of life of the population. The policy calls for in-
vestment in the development of human capital as a
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means of improving the living conditions of the popu-
lation and at the same time fostering growth through
increased productivity of the labor force.

The aim of the Bolivian social strategy is to improve
opportunities and living conditions for the groups that
are most vulnerable because of poverty, with focus on
development of the population engaged in traditional
agriculture, the urban population working in the infor-
mal sector, and certain vulnerable groups, including
indigenous peoples, children, young people, women,
the elderly, and families in difficult situations.

Although specific policies have been defined, bud-
gets for education, health, and other social sectors have
not been increased in order to fulfill them. The current
free market has encouraged a trend toward the priva-
tization of services offered by these sectors, including
the social security system.

The country has not legislated a population policy
and does not have a high-level technical or political
agency responsible for this area. However, within the
Ministry of Planning and Coordination there is a Tech-
nical Unit on Population Policy and also a Social Policy
Analysis Unit. The national development strategy
drawn up by this Ministry in 1992 includes policy
guidelines on the subject of population.

With regard to health policies and strategies, in 1989
the Ministry of Welfare and Public Health established
the basis for implementation of its National Health
Project, namely, priority care for women and children
under the National Plan for Child Survival and De-
velopment and Maternal Health, decentralization
through the development of local health systems, and
social empowerment.

The regionalization process was initiated in 1958,
and 11 regional health units were established. Subse-
quently, during the phase of democratic renewal
(1983), health policies and strategies were aimed at
spreading knowledge throughout the population, en-
couraging participation, and extending coverage
through the Comprehensive Plan for Health Activities.
Starting in 1987, emphasis has been placed on the de-
velopment of health districts (local health systems),
and since 1989 bilateral international cooperation has
provided broad-scale support for the health sector
through the Ministry, nongovernmental organiza-
tions, and churches.

The national health policy calls for strengthening the
Ministry as the head of the sector and bringing the sec-
tor together into an integrated but decentralized na-
tional health system. The Ministry is also responsible
for delivering health care to the population. It is struc-
tured into 12 health units that oversee 88 health dis-
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tricts, which in turn contain health areas and periph-
eral health centers. In all, the Ministry provides care
for 38% of the population through a three-tier model:
national (tier ), regional (tier IT), and district (tier ITI).

The Social Emergency Fund was established for the
purpose of generating jobs to alleviate the effects of the
structural adjustment, and it has undertaken a series of
projects in the social sector. In 1991 it became the Social
Investment Fund and was given the mandate of fi-
nancing social projects, especially in the areas of edu-
cation and health, and providing structural and orga-
nizational support at the district level.

In 1989 the Ministry initiated the process of defining
its policies in the area of human resources develop-
ment. The placement of trained professional personnel
is not guaranteed, and imbalances exist in the supply
of different types of professionals, since there is an
overproduction of physicians at the expense of the
other professional groups (nutritionists, nurses, social
workers, etc.). There are no figures on the proportion
of the health work force that is currently unemployed,
but the health labor market is showing early signs of
professional unemployment. Nevertheless, the surplus
does not translate into high rates of coverage, since the
last census reported that just 67% of the total popula-
tion was covered by the formal health services; in rural
areas the proportion was only 52%.

Training for community health workers, medical
technicians, and health auxiliaries, as well as continu-
ing education for health personnel in general, is the re-
sponsibility of the Ministry of Health and is closely tai-
lored to the personnel needs of that institution.

In 1989, 3.41% of the national budget was allocated
for health; in 1993 the total proportion was 4.51%, with
2.51% for public health services. This equates to an an-
nual per capita expenditure on health of US$ 16, while
the budgetary allocation for social security amounts to
an annual per capita expenditure of US$ 41.

External cooperation plays an important role in the
financing of this sector. More than US$ 100 million has
been committed by international donors for invest-
ment in health. Between 1991 and the first half of 1993,
almost US$ 14 million of this amount had been dis-
bursed for 411 health projects. In addition, support is
received from more than 400 nongovernmental organi-
zations and churches that carry on activities in the area
of health.

Nutrition programs involve two other government
sectors: education (incorporation of courses on food
and nutrition in the teacher training curriculum), and
agriculture (specific projects, including food safety and
improved production as part of the Comprehensive

Nutrition Project in support of the National Food and
Nutrition Plan for the south of Bolivia). A number of
efforts have been undertaken to respond to the malnu-
trition indices, with emphasis on immediate responses
such as food aid, which is increasing at an annual rate
of 22%.

In 1989 the Ministry established the National Cam-
paign against Goiter and assigned high priority to this
public health program.

Food aid is channeled through preschool and school
feeding programs, maternal and child care agencies
(women’s organizations, public day-care centers, com-
prehensive child development programs), institutional
food programs, humanitarian aid, food-for-work
swaps, emergency aid, and specific projects through a
funding system that allows for the inclusion of na-
tional products.

In the Anti-Poverty Campaign, launched by a
supreme decree in 1991, basic sanitation was declared
a national priority, along with education, health, and
productive infrastructure. As part of the country’s so-
cial policy, the program “Water for All by the Year
2000” was inaugurated in 1992 with a view to improv-
ing the population’s quality of life through the provi-
sion, upgrading, and maintenance of drinking water
and sanitation. This program will require an invest-
ment of US$ 15,000 million, and part of the funding has
already been guaranteed, as well as support from re-
gional development corporations, private water and
sanitation enterprises, and local governments.

Starting in 1991, Bolivia adopted a policy aimed at
streamlining the work of all the components, in both
the public and private sector, involved in supplying
medications. The goal of the policy is to improve the
availability of pharmaceutical products needed for
timely and comprehensive care, with special emphasis
on improving access in high-risk groups and ensuring
that medications are affordable for the disadvantaged
sectors of society.

The Ministry of Health is responsible for promoting
the rational use of drugs and has initiated the develop-
ment of a national program on essential drugs.

In 1991 decrees were issued creating the National
Science and Technology System, under the Vice Presi-
dency of the Republic, and the National Council for
Scientific and Technological Research in Health, under
the Ministry of Health.

In November of that same year, the basic principles
of the social policy were established by supreme decree.
The National Social Policy Council was created to im-
plement the Anti-Poverty Campaign, and social devel-
opment councils were created at the department and
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provincial levels. The health authorities at each of these
levels serve as members of the councils. Social consen-
sus has been adopted as the political strategy, and inter-
and intrasectoral cooperation, together with commu-
nity participation, are the operational strategies.

The Health Code approved in 1978 continues to be
in effect. This law gives the Ministry of Health respon-
sibility for defining national health policy and plan-
ning, controlling, coordinating, and setting standards
for health activities throughout the country in all pub-
lic and private institutions, without exception. Within
the framework of the Health Code, the Government
has formulated the National Plan for Child Survival
and Development and Maternal Health, as well as
legal instruments that facilitate its execution through
an established organizational structure.

Organization of Services
Personal Health Care Services

The population makes use of three types of health
services: formal (based on the scientific medical ap-
proach), traditional (rooted in culturally determined
views on health), and informal (essentially, strategies
for survival). It is estimated that 25% to 30% of the peo-
ple treat themselves with over-the-counter or home
remedies. Approximately 10% to 15% rely on tradi-
tional medicine, which takes different forms depend-
ing-on the cultural context. This figure may be an un-
derestimation because of reluctance among survey
participants to admit their preference for this type of
service. In urban areas recourse to traditional medicine
is 5% or less, whereas in rural areas the figure is about
25%. Finally, formal services account for 55% to 65% of
the demand.

In June 1990 the National Institute of Statistics un-
dertook a comprehensive household survey of 30,350
persons living in 6,437 homes in the nine departmental
capitals and the city of El Alto. Of this sample popula-
tion, 18% were ill or suffering from an accident at the
time of the survey, and of these, 48.1% had sought
some kind of formal care (38% from Ministry services,
26% from the social security system, 30% from private
practitioners, 6% from nongovernmental organiza-
tions), 32.9% had sought informal remedies, and 19%
had done nothing.

The formal services comprise three broad systems:
the Ministry of Health, social security, and private
medical practice. According to figures available for
1991, the social security system covers 24% of the na-
tional population; 85% of this coverage is provided by
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the National Health Fund, in which the State is the
principal employer, and the rest by 12 autonomous
comprehensive health insurance funds, with an aver-
age beneficiary population of 19,100. Dependents rep-
resent 15% of the population covered. The social secu-
rity system has a much greater presence in the
highland departments where mining is a traditional
occupation than elsewhere in the country. It also tends
to concentrate its services in urban areas, with only
sparse coverage in rural areas.

For the most part, the services of the Ministry of
Health are directed toward the rural and urban pe-
ripheral population. The Ministry has a relatively ex-
tensive network of establishments, which is more de-
veloped in rural than in urban areas. It has not been
able to keep pace with the rapid growth of the large
metropolitan centers—La Paz, Cochabamba, and
Santa Cruz in particular.

The private sector has grown considerably in the
cities, adapting to the socioeconomic conditions in the
neighborhoods where its services are located. Private
medical practice has failed to become involved in the
planning and organization of the health system, and
little control is exercised over the private sector.

More than 400 nongovernmental organizations
(NGOs) carry out activities in the health sector, al-
though only 42 of them have formal agreements with
the Ministry. Their relationship to the Ministry ranges
from almost full integration to total autonomy. They
are unevenly distributed around the country: while
there are extensive areas that receive no support, in
other places the NGO services overlap. The NGO ser-
vices tend to be concentrated in the more developed
departments along the central La Paz-Cochabamba-
Santa Cruz axis, although there are also some rural ser-
vices. Less than 5% of the people report that they use
the services of these organizations, perhaps because
they do not fully recognize them as part of the formal
sector, or possibly because the real impact of the NGOs
is not in keeping with their outlay of resources.

In 1991 the Ministry of Health provided 1,678,495
outpatient consultations, and the social security sys-
tem, 2,659,956. The figures for 1992 were 2,187,975 and
2,504,035, respectively. In 1992 the ratio of medical
consultation per inhabitant-year was 0.45 for the Min-
istry and 1.76 for the social security system, for a com-
bined ratio of 0.76.

The rates of hospitalization were 34.2 per 1,000 for
the Ministry and 53.0 per 1,000 for the social security
system, representing, respectively, 6% and 3% of all
consultations. The hospital fatality rate is similar for
the two sectors: about 2.7% of all discharges. The aver-
age hospital stay is 5.1 days in the Ministry facilities
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and 7.4 days in those under the social security system,
and the respective bed occupancy rates are 42% and
52%. The use of support services is similar for the two
sectors: 0.41 and 0.46 laboratory tests per consultation
and 0.21 and 0.23 surgical interventions per hospital
discharge for the Ministry and the social security sys-
tem, respectively.

Dental services are not very well developed, as indi-
cated by the consultation rates: 0.04 per person per
year in the Ministry’s services and 0.25 in those of the
social security system, for a combined rate of 0.09.

No separate records are kept on psychiatric care.

Coverage of prenatal care given by trained person-
nel is 61%, and delivery care provided by specialized
personnel is 21%. Activities under the 1989-1993 Plan
for Child Survival and Development and Maternal
Health will continue after 1993 under the Ten-Year
Plan of Action for Children and Women, which has
strategies and goals consistent with regional and
global plans.

Care for the disabled is the responsibility of the Na-
tional Rehabilitation Department, with the Ministry of
Health as the directing, normative, and supervisory
agency at the national level. The Ministry of Health,
through its health units, provides some partial services
for persons with physical disabilities at the Clinics
Hospital in La Paz, the Viedma Hospital in Co-
chabamba, and the Japanese Hospital in Santa Cruz.
Each of these institutions has a physician specialized in
physical medicine and rehabilitation as well as a staff
of physical therapists. The blind receive support from
the National Blindness Institute, which operates four
schools at the national level. There are no rehabilita-
tion services for persons with hearing impairments.
Coordination with other ministries or agencies takes
place on a direct basis and such efforts are limited.

Services for mentally handicapped children are pro-
vided in the city of La Paz through the Child Adapta-
tion Institute and in the city of Sucre by the Psychope-
dagogical Institute. The Bolivian Confederation of
Persons with Disabilities is the unifying force at the na-
tional level for 66 agencies, societies, and associations
concerned with the disabled. The primary care ap-
proach to rehabilitation has been adopted progres-
sively since 1991. This approach is an established part
of the Community-based Rehabilitation Program.

Environmental Services
In November 1991 the Ministry of Urban Affairs as-

sumed the direction of environmental services
through its National Bureau for Basic Sanitation. Also

involved in the provision of these services are the Min-
istry of Health, the regional development corpora-
tions, local governments, and the private sector.

Of the US$ 701 million budgeted for investments in
1981-1990, only US$ 189 million was actually invested
in this sector. During 1989-1992 external contributions
accounted for 84.3% of the investments made. Even
though the negotiation of soft credit (long terms and
low interest rates) made it possible to implement proj-
ects and master plans that improved the coverage of
these services, the increase in demand far outstripped
capacity.

Only four of the country’s major cities have installa-
tions for the treatment of wastewater. According to the
1992 census, 84% of urban households have access to
water (though not necessarily potable water), but in
rural areas this figure was only 24%.

Social and Community Participation

Intersectoral efforts in the area of social participation
were undertaken in cooperation with the Ministry of
Defense through the national armed forces. Under the
Comprehensive Plan for the Training of “Health
Sentinel” Soldiers, 750 military instructors were
trained and a total of 8,000 soldiers were subsequently
reached. The program has now been institutionalized
in the three branches of the armed forces. In this way,
health promotion and disease prevention have become
integral parts of the military curriculum. The plan is to
train more than 40,000 soldiers per year.

The “Women, Education, and Life” program is an
example of intersectoral cooperation with the Ministry
of Education. Under this program, more than 700 com-
munity diagnostics of the situation of women have
been developed, with the assistance of women leaders
and rural teachers.

Available Resources

The public health service work force numbered
20,446 in 1991, of whom 11,893 were professionals,
technicians, and health auxiliaries and 8,553 were ad-
ministrative and service staff. The Ministry of Health
employed 1,948 physicians and 4,106 nursing person-
nel, while the social security system had 1,580 physi-
cians and 2,476 nursing personnel.

Almost all the hospitals have laboratories. The Min-
istry of Health, through the National Laboratory De-
partment of the National Service Bureau, maintains a
national registry of laboratories installed in the coun-
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try’s health units. The laboratories are distributed by
department as follows: Beni, 34 (including 26 in Riber-
alta); Chuquisaca, 25; Cochabamba, 29; La Paz, 65 (in-
cluding 5 in El Alto and 60 in the city of La Paz); Oruro,
13; Pando, 1; Potosi, 8 (including 2 in Tupiza); Santa
Cruz, 42; and Tarija, 4.

There are several national and regional reference
laboratories, including the National Health Laboratory
Institute in La Paz, the National Tropical Disease Cen-
ter in Santa Cruz, the University Center for Tropical
Diseases in Cochabamba, and the Bolivian Institute of
High-Altitude Biology in La Paz. The first of these is
directly under the Ministry of Health while the others
operate with funding from foreign governments, uni-
versities, and the Ministry.

Of the 25,000 units of blood transfused annually in
- Bolivia, only 15% to 20% are screened serologically for
Chagas’ disease, syphilis, hepatitis B, and HIV.
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According to the Comprehensive Household Survey
conducted in 1990, the largest health expenditure was
for the purchase of drugs, which consumed 46.2% to
75.3% of total expenditures on health.

In 1990 the Ministry of Health established the Drug
Supply Clearinghouse (CEASS), a decentralized au-
tonomous enterprise with its own legal identity, which
is responsible for managing the drugs that fall under
the National Essential Drugs Program as well as spe-
cial public-sector programs and also collaborates with
nonprofit organizations and the social security system.
CEASS has established a network of regional supply
units in several of the country’s departments.

Vaccines and biological products are purchased
mostly with external cooperation funding. However,
in recent years the share borne by the national budget
has increased, totaling the equivalent of US$ 75,000 in
1991 and US$ 151,000 in 1992.



BRAZIL

GENERAL HEALTH SITUATION AND
TRENDS

Health and Living Conditions

A new constitution was enacted in 1988 which, for
the first time in the history of Brazil, gave special con-
sideration to health. That year also marked the first
time in 30 years that the country’s president was
elected by direct vote. Following the election, sweep-
ing administrative reforms were introduced, which re-
sulted in a reduction in State participation in the man-
agement of the economy, privatization of a large
number of government-run companies, and a major
downsizing of the bureaucratic and administrative
structure. In 1992 the elected president was forced to
resign in the face of widespread public pressure,
which led to new political and administrative changes.
Despite efforts to stimulate the economys, little positive
growth was registered. The country’s estimated exter-
nal debt stands at US$ 130,000 million. Inflation, which
reached 80% per month in 1990, declined during a
brief period but subsequently leveled off and has re-
mained at between 25% and 30%, frustrating attempts
to stabilize the economy.

Failure to exercise tighter control over public fi-
nances, persistent high inflation, and political insta-
bility, among other factors, have thwarted the ex-
pected recovery of economic growth. The gross
domestic product (GDP), after increasing 3.3% from
1988 to 1989, fell 4.4% in 1990 and grew a scant 0.9% in
1991. The change in per capita GDP in those same
years was 1.3%, —6.2%, and ~1.0%, respectively. On
the political front—where conditions reflect problems
that have accumulated over the past two decades—
the country faces a number of difficult challenges.
One is the rapid process of decline, illustrated by the
fact that industrial production in 1992 was lower than
in 1980, while the population had increased by 30%.
Another is the State’s severe loss of managerial capac-
ity, which has affected activities such as tax collection
and verification of the amounts received, and this in
turn has had a major impact on the State’s ability to
meet its obligations.
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The economic situation, which mirrors the uncertain
political situation, is characterized by high and persis-
tent inflation, an enormous public deficit, profound re-
cession and disorganization of the bases of production,
unresolved structural issues {fiscal reform, State re-
form, agrarian reform), and large outlays of capital to
pay off the external debt.

The political and economic situations, in turn, are re-
flected in the social situation. Unemployment rates
have remained high, at between 12% and 14% of the
economically active population (EAP). According to
data for the Sdo Paulo metropolitan area, in July 1992
the mean monthly income of salaried workers and
wage earners was 51.8% and 54%, respectively, of
what it had been in 1985. As for the supply of social
goods and services, despite the difficulties brought on
by the financing crisis, the lack of administrative conti-
nuity, and the disorganization of the State apparatus, it
has been possible to maintain at least the same mean
levels of current spending as in the last decade. Very
little was invested in low-cost housing and basic sani-
tation during the period 1989-1991, and the average
availability of housing during that period fell to
224,000 units, down from 550,000 in 1980-1982.

Between 1989 and 1991 disparities in the distribution
of income became more pronounced. According to the
Brazilian Statistics and Geography Institute Founda-
tion, the wealthiest 10% of the population had a 48.7%
share of national income (52.5% in the Northeast region)
while the poorest 10% received only 0.8%. The poor are
estimated to number 65 million (close to 45% of the
population), almost half of whom (32 million) are indi-
gent. In 1990, 30% of the employed population over 10
years of age had a monthly income equivalent to no
more than one minimum wage (between US$ 60 and
US$ 100); in rural areas the proportion was almost 50%.

In 1990 the EAP totaled 64.4 million persons, 64% of
whom were male and only half of whom were con-
tributing to the social security system. (In Brazil, the
EAP includes persons over the age of 10.) More than
10% of the EAP—i.e., more than 7 million persons—
was under 18 years of age. By area of activity, 22.8% of
workers were employed in agriculture, 22.3% in indus-
try, and 54.9% in the service sector. Of the 40.1 million
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wage earners over the age of 10, only 59% had formal-
ized their status by obtaining a signed work card (in
the Northeast the proportion was 41%). Female partic-
ipation in the work force in urban areas increased from
33.6% in 1981 to 40.1% in 1990. Of the total EAP, 64.7%
were wage earners, 22.7% were self-employed, and
4.6% were employers (the rest received no remunera-
tion). The unemployment rate recorded in some met-
ropolitan areas showed monthly variations of between
3.3% and 5.3% in 1990 and between 3.8% and 5.9% in
1991.

In 1990, 19.6% of the population aged 7 years or
older was illiterate. The illiterate population was un-
evenly distributed, with 13.5% in urban areas and
37.8% in rural ares. The distribution by region was also
uneven, ranging from 8.7% to 27.8% in urban areas of
the South and the Northeast regions, respectively (the
proportions for rural areas were 15.9% and 55.8%).

Population

According to the 1991 census, the Brazilian popula-
tion numbered 146,154,502. The average annual
growth rate between 1980 and 1991 was 1.9%, which
represented a marked decline from the rates of 2.5%
and 2.9% registered during the 1970s and the 1960s, re-
spectively. The wurban population increased to
110,875,826 (75% of the total population). The rural
population declined during the 1980s as it had during
the 1970s, when a decrease in absolute numbers was
observed for the first time.

The country’s nine major metropolitan areas grew at
a much slower rate in the 1980s than in the 1970s. This
was particularly true of Sdo Paulo, which registered a
net loss of population. As the pace of growth has
slowed in the major cities, it has picked up in the coun-
try’s medium-size cities. The concentration of popula-
tion by political-administrative region was 42.5% in
the Southeast, 29.0% in the Northeast, 15.1% in the
South, 6.9% in the North, and 6.4% in the Central-West
region. In 1991 the country had 72,171,165 males and
73,983,337 females, which is a male-female ratio of
97.6:100. The proportion of males is greater in the dia-
mond-mining regions of Roraima and Sul do Parj,
whereas there is a marked predominance of women in
the areas of emigration to the Northeast and in the re-
gional commercial centers that receive short-distance
migration—i.e., the capitals of the Northeast.

Although data on the age structure of the population
in 1991 are not available, it is assumed that the base of
the population pyramid has continued to shrink. In
1960, 43.0% of the population was between 0 and 14
years of age, and 4.7% was 60 or older; in 1980 these
proportions were 38.0% and 6.1%, respectively.

The total fertility rate in Brazil decreased from 5.8
during the 1960s to 4.3 in the period 1975-1980. In 1984
a national household survey found a total fertility rate
of 3.5. The results of the 1991 census indicate that the
total population is growing at a slower rate than in the
1980s. The decline in fertility had already begun
among some segments of the urban population in the
1950s and 1960s, and this trend has subsequently ex-
tended to all regions, to rural areas, and to groups with

TABLE 1
Proportional mortality (%) by age (in years) and groups of causes, Brazil, 1989.

Groups of causes Under 1 1-4 5-19 20-49 50 and over Total
Signs, symptoms and

ill-defined conditions 20.0 29.5 10.7 12.6 19.9 18.3
Defined causes 100.0 100.0 100.0 100.0 100.0 100.0
Diseases of the circulatory

system a.7 2.8 5.4 15.3 50.32 34.3
External causes 1.3 19.3 61.72 40.52 4.7 15.3
Malignant neoplasms 0.2 5.3 6.8 9.5 16.4 12.0
Diseases of the respiratory

system 13.4 239 5.9 5.4 10.7 9.9
Infectious and parasitic

diseases 19.5 24.72 6.2 5.6 3.8 6.7
Certain conditions originating

in the perinatal period 49.02 0.2 — — — 6.2
Other causes 159 23.8 14.0 23.7 141 15.5

2Leading cause of death in the age group.

Source: National Health Foundation and National Epidemiology Center.
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TABLE

2

Proportional mortality (%) by groups of causes, for the country as a whole and the
administrative regions, Brazil, 1986 and 1989.

Brazil Regions (1989?)
Groups of causes
1986 19892 North Northeast Southeast South Central-West

Signs, symptoms, and

ill-defined conditions 20.3 18.3 26.1 42.1 9.1 12.5 14.3
Defined causes 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Diseases of the

circulatory system 33.3 (1) 34.3 (1) 23.2 (1) 29.3 (1) 36.2 (1) 37.2(1) 29.8 (1)
External causes 14.7 (2) 15.3(2) 20.0(2) 16.5 (2) 18.1(2) 13.8 (3) 22.0(2)
Malignant neoplasms 11.4(3) 12.0(3) 9.6 (5) 9.1 (4) 12.1(3) 16.1 (2) 10.7 (3)
Diseases of the

respiratory system 10.3 (4) 9.9 (4) 7.9 (6) 7.9 (6) 10.6 (4) 10.6 (4) 7.9 (5)
Infectious and parasitic

diseases 7.8 (5) 6.7 (5) 14.3 (3) 12.2 (3) 5.1 (6) 4.4 (6) 9.3 (4)
Certain conditions

originating in the

perinatal period 7.1 (6) 6.2 (6) 10.7 (4) 8.2 (5) 5.6 (4) 4.8 (5) 6.6 (5)
Other causes 15.4 15.5 15.5 16.8 12.3 13.1 13.7

Preliminary data.

®Number in parentheses indicates the ranking among the six leading causes of death.

Source: National Health Foundation and National Epidemiology Center.

lower income and less education. There continue to be
significant differences in fertility, with rates remaining
relatively high among the poor rural population of the
North and Northeast.

Mortality

Mortality data for 1989 are shown in Tables 1 and 2.
Although the information has not been analyzed ac-
cording to living conditions, the breakdown by major
political-administrative units reveals that mortality
rates differ in the population as a result of the unfair
distribution of national wealth (Table 2).

Diseases of the circulatory system were the leading
cause of death in all regions, although the proportion
of deaths from this cause varied, ranging from 23.2% in
the North and 29.3% in the Northeast (the poorest re-
gions) to 36.2% in the Southeast and 37.2% in the South
(the regions with the wealthiest population). The pro-
portion of deaths attributed to signs, symptoms, and
ill-defined conditions also varied, from 9.1% in the
Southeast to 42.1% in the Northeast, indicating a lack
of health care in the Northeast, as well as possible mis-
takes in analysis of the data.

Similarly, the presence of infectious and parasitic
diseases among the six leading causes of death is an in-
dicator of poor living conditions. In the North and

Northeast, these diseases rank third among the causes
of reported deaths.

One-third of the deaths from diseases of the circula-
tory system were due to cerebrovascular disease,
while ischemic heart disease was responsible for 29%.
External causes and malignant neoplasms were the
second and third leading causes of death, respectively.
Among the external causes, traffic accidents and homi-
cide are particularly noteworthy, owing to their grow-
ing importance. Each of these two causes is responsible
for more years of potential life lost (YPLL) than any
other cause except malignant neoplasms. In 1989 the
YPLL from these causes totaled 1,271,861 and
1,453,529, respectively, which is on the order of 45.4
and 48.6 YPLL/death, respectively.

All the regions have seen a decline in premature
deaths coupled with a rise in mortality among the
older population groups, although there continue to be
disparities between regions in proportional mortality
by age. In the North region, for example, more than
one-fourth of all deaths continue to occur in the under-
5-years age group.

The leading causes of death for the various age
groups were as follows: conditions originating in the
perinatal period for infants aged under 1 year of age,
infectious and parasitic diseases for children aged 14,
external causes for persons aged 549, and diseases of
the circulatory system for persons 50 years and over.
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Morbidity

Little information is available on the distribution
and characteristics of morbidity in Brazil. Data on hos-
pitalization are available through the disease reporting
system that is part of the national epidemiologic sur-
veillance system, as well as through the hospitalization
register maintained by the National Health Care Insti-
tute of the social security system, which records 90% of
hospitalizations at the national level.

The data in the hospitalization register for 1984-1991
indicate that diseases of the respiratory system (ICD-9,
466, 480-519) were the leading cause of hospitaliza-
tion, accounting for almost 15% of the total. The other
leading causes, in descending order, were normal de-
livery (650), accounting for 10% of hospitalizations,
and mental disorders (290-319), direct obstetric causes
(640-646, 651-676), and diseases of the digestive sys-
tem (530-579), each of which was responsible for about
7% of all hospitalizations. The category “signs, symp-
toms, and ill-defined conditions” (780-789) figured
among the top 20 reasons for hospital stays. Cardio-
vascular diseases (415-429, 401-405, 430—438), which
together constitute the leading cause of death, are also
an important cause of hospitalization. Hypertension is
responsible for one-fourth of the hospitalizations from
this group of causes.

SPECIFIC HEALTH PROBLEMS
Analysis by Population Group
Perinatal and Child Health

Infant mortality fell steadily at an average rate of
2.7% per year during the 1980s. The decline was faster
in urban areas than in rural areas, owing to technolog-
ical advances in the control of diarrheal diseases and
acute respiratory infections, promotion of breast-feed-
ing, and control of vaccine-preventable diseases in
urban areas. Infant mortality continues to be high in
impoverished parts of the country. In 1979 the national
rate was 85 per 1,000 live births, and the estimate for
1991 was 55 per 1,000, but marked regional differences
exist. In the Southeast, for example, the infant death
rate in 1989 was 35 per 1,000 live births, while in the
Northeast it was 92 per 1,000. Neonatal mortality re-
mained stable during the period 1982-1988 at approxi-
mately 25 deaths per 1,000 live births.

In 1988 conditions originating in the perinatal pe-
riod were the leading cause of infant death, accounting
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for 47.1% of the total. Intestinal infectious diseases
caused 16.4% of infant deaths, pneumonia 11.4%, con-
genital anomalies 7.8%, and nutritional deficiencies
4.6%.

Despite a downward trend in the rates of intestinal
infectious diseases, they continue to be the leading
cause of morbidity and mortality among children
under 5 years old. In the 14 age group, 24.7% of all
deaths in 1988 were due to infectious and parasitic dis-
eases, the predominant ones being diarrheal diseases.
In 1989 the prevalence of diarrhea, as measured by the
National Health and Nutrition Survey, was 10.5% at
the time of the survey. Diarrheal diseases are an im-
portant factor in many cases of malnutrition and are
responsible for approximately 30% of total demand for
outpatient and inpatient hospital services.

Acute respiratory infections rank first as a cause of
death in children 14 years old, accounting for 24.5%
of total deaths. Nationally, the proportion of deaths
due to intestinal infectious diseases decreased from
16.7% in 1979 to 11.1% in 1988, but marked differences
were evident between regions (the proportion fell
from 29.5% to 19.6% in the Northeast, and from 7.6% to
52% in the Southeast). The proportion of deaths
caused by vaccine-preventable diseases also dimin-
ished, from 12.9% in 1979 to 2.4% in 1988 (from 10.6%
to 6.0% in the Northeast, and from 14.2% to 0.3% in the
Southeast). The proportion due to external causes,
however, rose: it almost doubled between 1979 and
1988 in the Southeast (from 10.9% to 19.9%) and in the
country as a whole (from 9.4% to 18.3%), while in the
Northeast the percentage of deaths from this group of
causes actually diminished (from 6.6% to 3.0%). The
higher proportional mortality from diarrheal diseases
in the North and Northeast regions of the country is in-
dicative of unfavorable socioeconomic conditions in
those areas, such as deficient environmental sanita-
tion, lack of access to health services, and very low ed-
ucational levels, especially among mothers.

Mortality from diarrhea, acute respiratory infec-
tions, and malnutrition is three times higher among
children whose mothers have no formal education. In
addition, the risk of dying from acute respiratory in-
fections is three to five times higher among children
who are fed exclusively with breast-milk substitutes.
In 1990 it was estimated that only 4% of infants aged
0-3 months were being exclusively breast-fed, and
28% of infants still being breast-fed at 6-9 months were
receiving some type of supplementary food along with
breast milk.

The incidence of low birth weight (under 2,500 g) is
approximately 10% among registered births. The intro-
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duction of the National System for the Registry of Live
Births has made it possible to confirm the estimates.

Adolescent Health

External causes are responsible for the largest pro-
portion of adolescent mortality. In 1989, 54.9% of male
deaths in the 10-14 age group were due to this group
of causes, and in the 15-19 age group the proportion
rose to 73.9%. Among females, the proportions were
35.6% and 39.4% for the same age groups. Traffic acci-
dents were the leading external cause, except in the
group comprising males aged 15-19, among whom
homicide was the most important (38.6%).

Studies of drug use carried out in 1989 in 17 cities re-
vealed that 17.3% of first- and second-year students in
public and private secondary schools used inhalants
(solvents), 7.2% used minor tranquilizers, 3.9% used
amphetamines, and 0.7% used marijuana. Among
street children, of which the country has some 7 mil-
lion, studies conducted in three capital cities indicated
that 21.5% to 43.5% of those interviewed used in-
halants, about 25% used marijuana, 1.0% to 4.5% used
cocaine, 25.0% to 54.5% drank alcoholic beverages, and
44.0% to 75.0% smoked.

The percentage of teenage pregnancies is high. Stud-
ies between 1989 and 1990 in three capital cities
showed that around 20% (21.4% in Rio de Janeiro) of
adolescent women aged 15-19 had been pregnant at
least once.

Health of Women

Care related to the reproductive process accounts for
a large proportion of all health services provided to
women aged 14—49. Estimates by the National Maternal
and Child Health Agency (COSMI) for 1991 reveal siz-
able regional differences in prenatal care coverage,
which ranges from 12.1% in Piaui to 80% in Sao Paulo.
Of those women who do receive prenatal care, 30%
begin late in pregnancy. In 1989, only 61.9% of pregnant
women in the country received some type of prenatal
care. Among women in the population group earning
the equivalent of at least twice the minimum wage the
proportion was 90%, but among those in the group
earning the equivalent of half the minimum wage the
figure was 44.8%. In the rural areas of the Northeast,
80% of poor women received no prenatal care.

According to data from the Unified Health System,
in 1990 there were 314,911 hospitalizations for abor-

tion. COSMI estimates that abortions in that year to-
taled 1,100,000, or 1 out of every 3 pregnancies. A sur-
vey conducted by the Brazilian Geography and Statis-
tics Institute Foundation in 1989 indicated that 82.9%
of children under 4 years of age had been born in a
hospital, and 31.8% of those births were by cesarean
section. In the Northeast, 31% of children were born at
home and 23% of hospitals births were by cesarean
section (in the Southeast the proportion of cesareans
was 47.2%).

According to Ministry of Health data for 1987, ma-
ternal mortality is 7.2 per 10,000 live births, with un-
derregistration estimated at 50%.

Malignant neoplasms, taken as a group, make up the
third leading cause of death among women. Accord-
ing to the Ministry of Health, programs to prevent gy-
necologic cancers reach only 10% of the female popu-
lation. Cancer of the uterus and breast are the most
frequent types.

Contraceptive methods are widely used; 43% of
women of childbearing age and 71% of those living
with a male partner use some method (tubal ligation is
the method chosen by 44.4%).

Although accurate quantitative data are not avail-
able on domestic violence, the problem is receiving in-
creasing attention from authorities and has prompted
the development of mechanisms to protect the rights
of women.

Health of the Elderly

The elderly population in Brazil is growing
rapidly. It is estimated that by the year 2000 the
group aged 60 years and over will number 14 million
(almost 10% of the total population). Exact figures
are not available on the incidence and prevalence of
diseases in this group. One multi-center study car-
ried out between 1986 and 1988 found the prevalence
of diabetes mellitus to be 17.4% among those aged
60-69. Studies on the prevalence of hypertension in
1988 indicated that the rates are high and increase
with age, reaching 63% in the group aged 60 and
over. Respiratory diseases, arthropathies, mental
disorders, malignant neoplasms, and blindness are
also frequent among the elderly. In 1989 the leading
causes of death in the population aged 50 and over,
excluding deaths attributed to signs, symptoms, and
ill-defined conditions (19.9%), were diseases of the
circulatory system (50.3%), malignant neoplasms
(16.4%), and diseases of the respiratory system
(10.7%).
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Health of Indigenous Peoples

The indigenous population, which today numbers
only 300,000, has fallen prey to violence and to dis-
eases which its communities lack the knowledge to
combat. The health status of indigenous peoples is a
direct reflection of how well their traditional territories
have been demarcated and preserved. Malnutrition—a
result of the dismantling of traditional food produc-
tion systems and other means of survival—is twice as
common among indigenous peoples as among low-in-
come nonindigenous groups. The formulation of pol-
icy on indigenous health is the responsibility of the
Ministry of Health. The first steps in this regard were
taken in 1993, when a local health system was estab-
lished in the Yanomami area, where onchocerciasis is
present.

Diseases and Health Impairments

Mortality from vaccine-preventable diseases de-
clined during the period 1987-1991. The last reported
cases of poliomyelitis occurred in 1989. Since then, epi-
demiologic surveillance of suspected cases has been
intensified with a view toward eliminating circulation
of wild poliovirus. National vaccination days, held pe-
riodically, ensure high immunization coverage rates
(close to 100%).

In April 1992 a national campaign was conducted to
vaccinate children between 9 months and 15 years of
age against measles. In 6 weeks 48 million children
were vaccinated and a coverage level of over 95% was
attained. Preliminary evaluations indicate that measles
cases have decreased significantly: the number of re-
ported cases fell from 42,352 in 1991 to 7,148 in 1992.
This achievement was also due to an increase in rou-
tine vaccination at the local level.

The incidence of whooping cough, diphtheria, and
neonatal tetanus decreased between 1980 and 1991. For
whooping cough, the incidence fell from 38.4 per
100,000 population in 1980 to 4.9 per 100,000 in 1991;
the incidence of diphtheria declined from 3.9 to 0.3 per
100,000 population and that of neonatal tetanus from
0.2 to 0.07 per 100,000 population. Among the vaccine-
preventable diseases, neonatal tetanus was the leading
cause of infant death in 1991, accounting for 261 cases
and 197 deaths. The second leading cause was measles,
which was responsible for 105 deaths. The distribution
of these deaths, and likewise the completeness of re-
porting, varies greatly among the regions of the coun-
try, which reflects the disparities in living conditions.
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In 1992 routine vaccination coverage for DPT (3
doses), BCG, and measles vaccine among children
under 1 year was 53.3%, 79.7%, and 73.6%, respec-
tively. Among the group aged 0—4 years, the 1991 cov-
erage levels were 84.4%, 92.2%, and 100%, respec-
tively. In the North, Northeast, and Central-West
regions coverage was lower than the national average.

The National Immunization Program recently began
to administer routine vaccination against hepatitis B
for children under 1 year of age in areas considered to
be at high risk for transmission of the hepatitis B and
delta viruses (the western Amazon region and the state
of Espirito Santo).

An estimated 62 million people, or 42.9% of the
total Brazilian population (based on 1991 data) live in
areas at risk for malaria transmission. In 1991 a total
of 577,098 cases were reported, 42.5% caused by
Plasmodium falciparum, 57% by P. vivax, and less than
1% by P. malariae. These figures indicate a rise in the
number of cases in comparison with previous years.
The annual parasite index (API) was 3.92 in 1989, 3.73
in 1990, and 4.01 in 1991. The states and territories in
the Amazon region account for 98% of the malaria
cases reported. Anopheles darlingi is the principal
vector, although there is evidence of considerable
transmission by vectors of the A. albitarsis complex
and the sporozoites of the parasite have been found
in other anopheline species. The majority of cases in
the Amazon region were seen in Mato Grosso
(35.2%), Rondénia (24.0%), and Para (22.7%). Of the
total number of cases, 87% occurred in 79 municipios,
each with more than 1,000 reported cases; in 38 of
these districts the API was over 100 per 1,000 popula-
tion. Localized malaria outbreaks have also occurred
in some areas, such as in Foz de Iguacu in 1989, as a
result of an increase in the anopheline population,
coupled with immigration from the Amazon region.
The incidence of cases among intravenous drug users
has declined.

Chagas’ disease control activities, which focus on
eradicating triatomine bugs (especially Triatoma infes-
tans), resulted in a 73% reduction in infested areas in
the last decade. In addition, blood quality control pro-
grams proved effective in interrupting transfusional
transmission of the disease. Excluding the state of Sao
Paulo, where active transmission has been under con-
trol for a number of years, the estimated prevalence of
seropositivity is 4.2%.

Brazil has extensive areas, particularly in the North-
east and in the state of Minas Gerais, in which schisto-
somiasis is endemic and positivity indices are high. As-
sessments of the impact of the control program—the
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objectives of which are to eliminate the most serious
forms of the disease and reduce the prevalence rate to
under 5%—have shown significant reductions in the
frequency of serious forms, with a corresponding drop
in mortality rates. Studies carried out in 1985 in the
Bahia area showed that the prevalence of infection had
decreased from 11% in 1977 to 5.8%. The proportion of
carriers with hepatomegaly declined from 90% to 31%,
while the proportion affected by splenomegaly de-
creased from 18% to 3%.

The epidemiologic profile of yellow fever has changed
as a result of the application of environmental sanita-
tion measures, eradication of the vector in urban areas
(1943), and introduction of the vaccine. The profile
may change again, however, owing to the risk that the
virus will become reestablished in urban areas. At pre-
sent the disease occurs only in its jungle form (15 cases
in 1991, with 8 deaths). The Ministry of Health has pro-
posed the following control strategies: prevention of
the urban form of yellow fever, reduction of the inci-
dence of the jungle form, and intensification of yellow
fever vaccination efforts.

In 1986 several factors—including vigorous trade
and migratory activity between countries and a defi-
cient entomological surveillance system—created fa-
vorable conditions for the reintroduction of the dengue
vector Aedes aegypti and its rapid spread in urban areas
of three Brazilian states. In addition, A. albopictus was
introduced in the Southeast. Unconsolidated data
show an incidence of 96,447 dengue cases, which oc-
curred during several epidemic outbreaks. The control
program is basically geared toward prevention and
early detection of classical dengue and prevention of
the hemorrhagic form.

In 1991 the disease reporting system recorded 950
cases of visceral leishmaniasis and 20,569 cases of cuta-
neous leishmaniasis. The cases of visceral leishmaniasis
were concentrated in the Northeast, and important foci
have been identified in the states of Pard and Ama-
zonas and the territory of Roraima in the North. Cuta-
neous leishmaniasis also occurs primarily in the
Northeast, although cases are seen in all states except
Santa Catarina and Rio Grande do Sul.

Despite control programs, the number of cases of ra-
bies in humans, which had decreased steadily until
1988, has shown a tendency to rise: 37 cases were re-
ported in 1988, 53 in 1989, 75 in 1990, and 69 in 1991. In
the latter year, 70% of the cases occurred in the North-
east region. The South has had no cases in years. Envi-
ronmental changes have altered the epidemiologic dy-
namic of rabies, with bats now serving as important
transmitters of the disease.

Tuberculosis is a leading cause of morbidity and mor-
tality. Based on studies of the disease’s prevalence
among schoolchildren, the risk of infection was esti-
mated at 0.5% in 1991, although a figure of close to 1%,
or 100,000 new cases per year, would probably be
more accurate. Based on that figure, it is estimated that
reported cases represent about 80% of the total number
of cases. The incidence of tuberculosis (all forms) de-
creased from 63.4 per 100,000 population in 1981 to
48.2 in 1990, which equals a mean relative reduction of
3.2% per year. Tuberculosis mortality declined 51.7%
between 1977 and 1987—a mean annual reduction of
5.4%. Integrated health measures, use of short-course
treatment regimens, and free distribution of tuberculo-
sis drugs are among the strategies employed by the
control program.

Leprosy, a persistent endemic disease in Brazil, is
spreading epidemically and constitutes a serious pub-
lic health problem. The incidence of the disease tripled
between 1973 and 1991, rising from 6.8 to 20.6 cases per
100,000 population, while the absolute number of
cases is estimated to have quadrupled. In 1990 there
were 278,692 leprosy patients on record, the preva-
lence rate was 18.5 per 10,000 population, and 28,842
new cases were detected. The regional distribution of
the disease is not uniform. The North and Central-
West regions have the highest prevalence rates (44.4
and 38.5 per 10,000 population, respectively), a situa-
tion which is directly related to the poor socioeco-
nomic conditions of the population in these areas. The
leprosy control program focuses on early detection
and appropriate treatment.

Filariasis has declined steadily in the state of Para,
but has increased in Pernambuco, where the slide pos-
itivity rate rose from 1.6% in 1982 to 5.0% in 1992.

The number of plague cases in the Northeast region
has declined since 1982, when 151 cases were detected.
Only 10 cases were seen in 1991 and 13 in 1992, all of
them in both years in Bahia.

Trachoma has a high prevalence, especially in the
Northeast region. Although its importance as a cause
of blindness declined considerably following the intro-
duction of a control program, the disease continues to
be a public health problem. A 1992 survey carried out
in selected states indicated a contagion rate of 8.0%
and a prevalence of 10.1%.

Meningitis continued to show an endemic pattern
during the 1980s. In the middle of the decade the inci-
dence of meningococcal meningitis caused by
serogroup B meningococci began to rise steadily,
reaching epidemic proportions in some states. Since
the start of the 1990s the incidence of serogroup B
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meningococcal disease has declined while that of
serogroup C disease has increased.

Congenital syphilis is a concern owing to the magni-
tude and impact of the problem and the difficulties in
preventing and controling it. A sizable proportion, es-
timated at 4%, of pregnant women in Brazil are posi-
tive by VDRL; however, the quantity of cases is not
known.

Between 1980 and July 1993, 40,862 cases of AIDS
were reported, making the cumulative incidence 30.1
cases per 100,000 population. The epidemic began in
the early 1980s in the states of Rio de Janeiro and Séo
Paulo. Since then all states have reported cases. Sexual
transmission has been responsible for 60.2% of the
cases, and transmission through blood transfusions
has accounted for 27.2%. Among the population over
18 years of age there has been a notable increase in the
number of cases acquired through heterosexual trans-
mission. In 1986 this route of transmission accounted
for 5.0% of cases, whereas in 1992-1993 it caused
23.4%. Intravenous drug use was responsible for 3.0%
and 24.5% of the cases in those years, respectively. The
number of AIDS cases in women has increased sub-
stantially since 1986, with the male-female ratio chang-
ing from 17:2 in that year to 5:1 in 1992. Of these cases,
90% have been in women over the age of 15. The grow-
ing prevalence of HIV infection among women of
childbearing age has been accompanied by an increase
in perinatal transmission, as evidenced by the rise in
the number of cases in children under 2 years of age.
The diseases most frequently associated with AIDS are
candidiasis (54.0%), Pneumocystis carinii pneumonia
(31.2%), and tuberculosis (19.9%).

The cholera epidemic struck Brazil in April 1991. The
disease followed communication routes along the
rivers of the Amazon basin, reaching the states of
Amazonas and Pard. From there it spread, via over-
land or river transportation, to the state of Maranhao.
By the end of 1992 the epidemic had extended into
Paraiba and all the states of the Northeast, and in the
early months of 1993 it reached Minas Gerais and Rio
de Janeiro. As of 27 February 1993 a cumulative total of
33,273 cases had been reported—2,101 in 1991, 30,327
in 1992, and 1,295 in 1993. The fatality rate among re-
ported cases was 1.6% in 1991 and 1.4% in 1992.

According to the National Health and Nutrition Re-
search Project, in 1989 the prevalence of chronic malnu-
trition in Brazil was 15.4%, while that of acute malnu-
trition, as measured by weight-for-height, was 2.0%.
However, these figures obscure enormous differences
among regions, localities, and socioeconomic groups.
In the Northeast region, for example, the prevalence of
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chronic malnutrition was 27.3%, whereas in the South
it was 8.1%. Chronic malnutrition is nine times more
prevalent among low-income groups (30.0%) than
among the segment of the population with the highest
income (3.4%). In general, between 1975 and 1989 mal-
nutrition showed a clear-cut downward trend and,
notwithstanding persistent marked regional differ-
ences, a decrease of 61.4% was observed among chil-
dren under 5 years of age. Several studies of retinol
levels carried out between 1987 and 1989 found high
levels of vitamin A deficiency in four states of the
Northeast region. In 1991 the National Food and Nu-
trition Institute determined that in the Northeast 18.5%
of children under 5 were suffering from anemia.

An estimated 4.5 million people in Brazil have dia-
betes mellitus. A multicenter study on diabetes con-
ducted during 1986-1988 found the prevalence of the
disease to be 7.6%, with higher rates in the South and
Southeast regions.

Diseases of the circulatory system are the leading cause
of death among the Brazilian population. Cerebrovas-
cular disease is responsible for about 38% of all deaths
from this group of causes. Next in proportional terms
are diseases of pulmonary circulation and “other
forms” of heart disease, followed closely by ischemic
heart disease, mainly acute myocardial infarction. Hy-
pertension is the underlying cause of 2% of deaths and
constitutes an important risk factor for cardiovascular
disease. Studies of multiple underlying causes of death
carried out in Sdo Paulo indicate that this disorder is
associated with approximately 30% of all adult deaths.
Other studies have shown the prevalence of hyperten-
sion to be 9.0% in the group aged 20-39 years, 36% in
the group aged 40-59, and 63% in the group aged 60
and over.

In 1989 malignant neoplasms were the third leading
cause of deaths from defined causes. Skin cancer, al-
though it accounts for relatively few deaths, is the
most common of all forms, representing up to 25% of
all cancers detected. Overall, lung, stomach, and breast
cancer are the next most common types, but there are
regional variations. In the most developed regions the
lung, colon, and breast are the most frequent sites,
while in the least developed regions cancer of the uter-
ine cervix and stomach predominate.

A national epidemiologic study of oral health in the
urban population revealed a high DMF (decayed,
missing, and filled teeth) index among all age groups.
The average DMF value was 1-2 among 6-year-olds,
5.8 among 11-year-olds, and 27.2 among those aged
50-59. Half of all Brazilians were in need of periodon-
tal prophylaxis and 7.5% of the population aged 50-59
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needed surgical treatment. The survey also found that
0.2% of the population aged 15-19, 16.3% of the popu-
lation aged 3544, and 40% of the population aged
50-59 were missing teeth.

Data on mental disorders are unavailable for the
country as a whole. One study carried out in
1990-1991 in three metropolitan areas estimated the
overall prevalence of such disorders at between 31.0%
(530 Paulo) and 50.5% (Brasilia), and the potential de-
mand for mental health services at 19.0% in Sao Paulo,
33.7% in Porto Alegre, and 34.7% in Brasilia. The prin-
cipal mental health problem found by this study was
neurotic disorders (especially anxiety and phobias),
the prevalence of which ranged from 9% to 18%.
Nonpsychotic depression was found in 14% of the
women studied in one of the regions. Alcohol abuse or
dependence was found to be 11 times more common
among males than among females, and the prevalence
was as high as 9%.

One of the consequences of the socioeconomic de-
velopment patterns in the country has been an up-
surge in violence in both urban and rural areas. System-
atized data on the problem are scarce, but its
magnitude can be measured in terms of mortality from
external causes, which in 1989 were responsible for
15.3% of all deaths from defined causes and ranked
second as a cause of death. Males were the most af-
fected, accounting for 81% of deaths from external
causes. Traffic accidents, which cause approximately
30,000 deaths per year, accounted for one-third of the
deaths from this group of causes, and homicide was re-
sponsible for another third.

Systematized data for the state of Parand indicate
that there were 660 outbreaks of food poisoning between
1978 and 1992. Of the 585 confirmed cases, 72.3% were
due to bacterial agents and 2.2% to chemical agents
(the cause of the remainder was not determined).
Homemade meals accounted for 46.6% of the cases,
processed foods for 16.7%, and commercial meals for
16.5%.

Risk Factors

The presence of cholera has prompted several stud-
ies on the cost of diseases associated with lack or insuf-
ficiency of basic sanitation services, including water
supply, sanitary sewerage, elimination of solid waste,
and vector control. In February 1992 the Sanitation Di-
vision of the Ministry of Social Action, now the Min-
istry of Social Welfare, indicated that the country was
spending around US$ 2,500 million per year to treat

such diseases and mitigate their economic and social
consequences.

According to the Ministry of Health, in 1992 the inci-
dence of cholera was 13.66 per 100,000 population,
while that of other waterborne diseases, including ty-
phoid fever, leptospirosis, and intestinal infections,
was 596 per 100,000.

One of the most serious environmental problems in
urban areas is air pollution, the principal source of
which is motor vehicles, which produce carbon
monoxide among other pollutants. Concentrated eco-
nomic activity, especially industry, is another source of
air pollution in some regions. In the Sdo Paulo metro-
politan region, air quality monitoring in 1991 showed
that total particulate concentrations exceeded safe lev-
els. Significant headway has been made in reducing
pollution from stationary sources, and a program is
under way to reduce polluting emissions from motor
vehicles.

No detailed data are available on smoking among
the Brazilian population, but studies conducted in the
South and Southeast regions have indicated that
prevalence rates are higher among males than females.
An estimated 63% of adult males smoke, as compared
to 33% of adult females.

Owing to social problems, underemployment, and
the continued lack of accurate information, the major-
ity of occupational accidents are not included in offi-
cial statistics. Between 1986 and 1991 the Ministry of
Social Welfare recorded 5,560,425 such accidents, with
28,966 deaths and 126,704 disabilities. The number of
deaths from occupational accidents and diseases is ris-
ing as a result of unhealthful conditions and the pres-
ence of risk factors in the workplace. The death rate per
10,000 accident victims climbed from 46.0 in 1987 to
70.6 in 1991—a 53% increase. The most frequent occu-
pational illnesses are hearing loss due to excessive
noise, occupational dermatoses, poisoning by metals
(especially lead), illness resulting from exposure to sol-
vents, and pneumoconiosis.

In the Amazon region, mercury has been used ex-
tensively since 1980 in connection with metal and dia-
mond mining activities. Several studies by Brazilian
universities and institutions have shown that mine
workers are being exposed to mercury vapors because
of carelecsness and lack of appropriate protective mea-
sures. In each of the 16 years between 1976 and 1992 an
average of 50,554 kg of mercury was discharged into
the environment as a result of mining in the Amazon
region. Mercury that is not reused in gold processing is
disposed of, contaminating watercourses and fish.
Mercury levels in some watercourses exceed the per-
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missible limits established by the National Environ-
mental Council.

SOCIAL RESPONSE TO HEALTH
PROBLEMS

Policies

The institutional organization of the health sector in
the 1980s and the early 1990s was shaped by the polit-
ical, economic, and social situation. The Federal Con-
stitution of 1988 defines health as a right of all persons
and attention to health as a duty of the State, establish-
ing social and economic policies aimed at reducing the
risk of disease and ensuring universal and equal access
to services and activities for the promotion, protection,
and recovery of health. The Constitution also estab-
lishes the Unified Health System (UHS), which is orga-
nized in accordance with the strategy of decentraliza-
tion and provides for unified management at each
governmental level, comprehensive care, and commu-
nity participation. The Organic Health Law establishes
the legal basis for the UHS and stipulates the condi-
tions necessary for the promotion, protection, and re-
covery of health and the organization and operation of
health services. The IX National Health Conference
(1992) encouraged the participation of all segments of
society—health service users, public and private
health care providers, producers of goods, legislators,
and administrators—and laid the foundations for ad-
dressing issues relating to funding and decentraliza-
tion of health activities to the municipio level. The
structural and institutional reforms that have been in-
troduced have prompted considerable public debate,
and the formation of municipal and state health coun-
cils has encouraged public participation in health man-
agement.

The health system is characterized by “exclusionary
universalization,” in which expansion of the system’s
coverage has been accompanied by the emergence of
characteristics that serve as rationing mechanisms—
especially poor quality of public services, whether they
are provided by State entities or private providers
under contract with the State. As a result, the middle
and upper classes as well as the most qualified health
care personnel remain outside the public health care
system. This phenomenon has led to the expansion of
the subsystem of complementary health services, an
offshoot of the subsystem of highly specialized ser-
vices. In the area of social security, the legal action to
prevent the assessment of social security contributions
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on the basis of the sales and profits of businesses has
had profound repercussions on health financing.

The expansion of the public subsystem’s coverage
through increasing incorporation of the groups with
the least purchasing power has lowered the quality of
the services provided and has pushed the upper eche-
lons of society toward the complementary subsystem.
However, these segments of the population continue
to depend upon the public high-technology subsystem
for costly services.

From the political standpoint, the exclusion of the
most influential social groups from the expanding
public system has led to an erosion of the political
base of support for the public subsystem, thus per-
petuating a vicious cycle: higher quality—exclusion of
organized sectors-lower demands for better ser-
vices-higher quality. This complex set of interac-
tions—involving users, public and private providers,
businesses and employees—has shaped the institu-
tional organization of the Brazilian health sector,
which is like a pyramid composed of three subsys-
tems. At the apex is the high-technology subsystem,
comprising highly specialized facilities. This subsys-
tem serves 3% of the population, but consumes
30%—40% of UHS resources. At the intermediate level
is the complementary health care subsystem—the
private sector—which in the 1980s underwent
tremendous expansion and by 1989 was serving
31,140,000 Brazilians, or 22% of the country’s popula-
tion. This subsystem generates spending of US$ 2,423
million per year and encompasses five medical ser-
vice modalities: group practice, cooperative practice,
self-management, health insurance, and health main-
tenance plans. Finally, at the base is the public health
care subsystem, made up of entities at the federal,
state, and municipio levels and of private services
under contract to the State. This subsystem serves 110
million people, although it does so under increas-
ingly adverse circumstances, given the crisis of the
Brazilian State.

Financing of Services

Taking into account public-sector resources and the
amounts spent by businesses and families, Brazilian
society invests 4%-5% of the GDP in health services. In
1989 public-sector resources from federal, state, and
municipal fiscal revenues accounted for close to 75% of
the total amount invested, and the Federal Govern-
ment contributed 80.9% of all public spending on
health.
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The resources mobilized by the Government, as es-
tablished by the 1988 constitution, come from the so-
cial security budget, under which funds are allocated
for social security, health, and social welfare, as well as
for the workers’ insurance fund, which finances unem-
ployment insurance. That budget, one of those in-
cluded under the Annual Budget Law, is funded by
the contributions of employees and the amounts paid
by employers based on their payrolls (45%); the contri-
butions of businesses and financial institutions based
on their sales and profits (20%—25%); regular Treasury
funds (close to 7%); and other revenues.

Part of the health resources of the Federal Govern-
ment are allocated to services under its direct respon-
sibility (Ministry of Health, armed forces ministries,
Ministry of Education and Sports, and university
hospitals); part is used to pay for private services
contracted by the UHS; another portion is transferred
to the states and municipios to cover the cost of the
services provided by them; and some funds are in-
vested. The resources mobilized by the states and
municipios, which account for about 20% of total pub-
lic spending, are derived from tax revenues (mainly
the tax on goods and services) and other contribu-
tions, and are utilized mostly to maintain the services
at these levels.

During the period 1980-1991 total federal spending
increased 6.1%, but per capita expenditure fell 13.4%.
Spending actually dropped twice during that period:
once in 1983-1984, when there was a real cumulative
reduction of 16.6% as compared to 1982, and a second
time in 1990-1991, when there was a real cumulative
reduction of 30.6%. As a percentage of GDP, federal
spending ranged from 1.5% in 1983 to 2.5% in 1989. In
1991 the proportion was 1.9%. The reduction in per
capita federal spending is explained by the economic
crisis, which caused revenues to be lower than ex-
pected, and by the legal action taken to prevent the as-
sessment of social security contributions on the earn-
ings of businesses, which reduced transfers of social
security tax funds to the health sector.

In regard to federal spending on health, by cate-
gory of spending, the proportion allocated for capital
expenditures (investment) in recent years has been
about 6%, which is low given the amounts needed to
maintain and expand the public health services sys-
tem. The proportion allocated to ordinary expendi-
tures decreased between 1980 and 1990 owing to a re-
duction in spending on services provided by third
parties, which fell from 63.0% to 25.6% of the total.
On the other hand, there was a major increase in in-
tragovernmental transfers (which rose from 1.2% to

22.1% of the total), as a result of the policy of decen-
tralization of financial resources to the states and mu-
nicipios.

Private spending on health has tended to remain
constant in recent years, following a period of major
growth during the 1980s. That growth was largely ex-
plained by the emergence of new forms of health in-
surance and prepaid health care plans.

Total spending on health, as estimated by the In-
stitute for Research in Applied Economics, was
US$ 18,789.8 million for 1989, which was 4.2% of the
GDP. Public sources provided 74.2% of this total and
private sources, 25.8%. Since 1989 spending by the
Federal Government has tended to be lower, holding
in the range of US$ 7,000 million to 8,000 million.

Environmental Services

In 1992, 89.6% of the urban population and 33.5% of
the rural population had running water, but only 68%
of the population was receiving water that met WHO
quality standards. According to the Institute for Re-
search in Applied Economics, close to 23.3% of the mu-
nicipios in Brazil have no type of water treatment and
32% use only simple disinfection, which means that
some 13 million urban inhabitants lack adequate ac-
cess to safe drinking water.

A 1989 study by the Brazilian Geography and Statis-
tics Institute Foundation, the results of which were
published in 1993, indicated that 92% of the municipios
did not perform any type of treatment on domestic
wastewater. According to projections by the Brazilian
Sanitary Engineering Association (ABES) for Decem-
ber 1992, 40.2% of the urban population lived in
dwellings connected to sewerage systems and 43%
had localized excreta disposal systems. ABES esti-
mates that only 16.5% of domestic wastewater receives
some type of treatment. Characteristic regional in-
equalities exist in the coverage of sanitary sewerage
systems.

According to the Brazilian Geography and Statistics
Institute Foundation, in 1989 the metropolitan areas in
the South and Southeast regions of the country had ad-
equate overall sanitation coverage (generally through
sewerage systems, or through septic tanks), with a
mean level of 83.3% (63.6% for households with in-
comes up to two times the minimum wage). The other
regions had considerably lower coverage levels: in the
Recife metropolitan area, for example, only 27.6% of all
dwellings were connected to a satisfactory sewerage
system.
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The only data available on the evolution of coverage
pertain to government-owned companies providing
basic sanitation services during the period 1988-1990.
This information indicates that the population being
supplied with water increased from 74 million to 81
million (9.2%) and the number of house connections
rose from 13,754,629 to 14,878,112 (8.2%). As for sani-
tary sewerage, the population served by government-
owned sanitation companies climbed from 26.9 million
to 30.4 million (12.6%), and the number of sewerage
connections increased from 4,043,518 to 4,573,119
(13.1%).

It should be noted, however, that government-
owned sanitation companies operate only part of the
systems and serve 78% of the population supplied
with water and 66.5% of the population that has sani-
tary sewerage.

Average per capita water use is estimated at 270
liters per day in urban areas and 80 liters per day in
rural areas. In urban areas 80% of the population re-
ceives water from surface sources, and 20% is supplied
from underground sources. About 78% of water sys-
tems monitor the quality of the water supplied (59%
test for fecal coliforms and 98.4% test for residual chlo-
rine).

In regard to solid waste, 241,614 tons of refuse were
being collected each day in 1989, 76% of which were
deposited into open-air dumps or in flooded areas. In
1989 hospital wastes were being collected in 2,516 of
the 4,425 municipios, and 74% of the municipios that
were collecting such wastes were depositing them in
open-air dumps.

Technological Products

The 1989-1992 quadrennium saw continued prob-
lems in regard to maintenance of adequate supplies of
essential drugs within the health services network, mo-
bilization, management, and rational use of resources,
and assurance of the geographic and economic accessi-
bility of health services to the low-income population;
the health sector’s efforts to respond to these problems
lacked the necessary coordination and direction. The
successive governments announced policies on drugs
that addressed certain limited aspects of the issue but
failed to incorporate the whole program area. In 1990
the total value of the pharmaceutical market was esti-
mated at US$ 4,000 million. Products sold by commer-
cial pharmacies accounted for US$ 2,700 million, or
70.5% of the total market. Of the 200 most widely sold
products, which represent 38.9% of the pharmacy
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product market, only 3.1% are currently under patent.
There are some 600 pharmaceutical companies in the
country, 520 of which are domestically owned. Fifty
major companies control almost 90% of the market; of
these, 20 are multinational firms, one of which is a
domestic-foreign partnership.

The 16 public-sector laboratories supply the public
health services network directly or through the Central
Drug Exchange (CEME); these laboratories meet ap-
proximately 10% of CEME’s demand. Successive polit-
ical-institutional crises, together with the policies of
CEME itself, have seriously eroded the productive ca-
pacity of the official laboratories responsible for 3.5%
of the country’s total production.

The National Program for Self-sufficiency in Im-
munobiological Products produces vaccines and sera
of adequate quality and in sufficient amounts to meet
national needs. Between 1986 and 1991 the program in-
vested some US$ 100 million, and it intends to invest a
similar amount over the next 5 years to construct new
production laboratories, purchase equipment, train
technical and professional personnel, and conduct
biotechnological studies with a view to developing
new technologies for vaccine production and quality
control. The aim of the program is to make Brazil self-
sufficient in the production of measles vaccine; the
triple vaccine against diphtheria, pertussis, and
tetanus (DPT); the double vaccine for adults (Td); the
double vaccine for children (DT); tetanus toxoid (TT);
BCG vaccine; canine and human rabies vaccines; yel-
low fever vaccine; the vaccine against groups A and C
meningococci; and antivenomous, antitoxic, and anti-
rabies sera. This program is carried out in seven labo-
ratories located in the South and Southeast regions.

Dental, medical, and hospital equipment is supplied
by 526 domestic companies, 223 of which are affiliated
with the Brazilian Association of Dental, Medical, and
Hospital Equipment Companies. Domestic production
totaled US$ 437 million in 1986 and US$ 960 million in
1990, but it decreased to US$ 672 million in 1991.
Equipment imports, which amounted to US$ 138 mil-
lion in 1986 (24.0% of the market), rose to US$ 288 mil-
lion in 1990 (23.1% of the market) and US$ 415 million
in 1991 (38.2% of the market).

The performance of highly specialized procedures is
governed by standards and regulations defined at all
levels and is monitored and evaluated by the Federal
Government. The subjects of these regulations include
cardiovascular surgery and implantation of cardiac
pacemakers, cancer treatments, orthoses and prosthe-
ses, and kidney transplants. International standards are
applied in the certification of equipment.
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TABLE 3
Distribution of health professionals actively practicing and affiliated with
professional associations, for the country as a whole and the administrative regions,
per 10,000 population, Brazil, 1992.

Specialty Brazil North Northeast South Southeast Central West
Medicine 14.22 5.93 7.95 12.57 20.52 13.50
Dentistry 8.07 2.78 3.78 7.70 11.99 8.01
Nursing 3.87 2.19 2.78 3.78 4.99 3.37
Nutrition 1.02 0.18 0.73 1.09 1.35 0.83
Physical therapy 1.37 — — — — —
Veterinary medicine 1.78 0.90 1.14 3.55 1.54 3.06

Source: General Coordination Office for the Development of Human Resources for the Unified Health System; professional

associations.

During the period 1980-1989 between 4% and 5% of
the national budget (0.4% to 0.5% of the GDP) was al-
located for scientific and technological development.
In the specific area of health, from 1987 to 1989 four re-
search promotion institutions spent US$ 241.1 million,
or about US$ 80 million annually, which represented
16.7% of the total resources applied to the production
of knowledge in all areas.

Available Resources

In 1989 the country had 34,831 health establish-
ments: 22,706 (65.2%) belonged to the public health
services network and 12,125 (34.8%) were private-
sector facilities. Inpatient hospital services were
provided at 6.8% of the public and 43.2% of the
private establishments. Hospital beds in public
institutions are distributed fairly evenly throughout
the administrative regions, with the number ranging
from 0.72 beds per 1,000 population in the South to
0.9 per 1,000 in the North. The 403,365 beds in the
private sector, on the other hand, are quite unevenly
distributed, with figures per 1,000 population for the
various regions as follows: North, 1.1; Northeast,
1.9; Southeast, 3.2; South, 3.4; and Central-West,
3.3. The shortage of private-sector hospital beds in
the North and Northeast is the result of the wide-
spread policy of investing less in the neediest
areas.

Human Resources

The distribution of health services and professionals
in the various regions is very unequal. Human re-
sources are concentrated in the most developed re-
gions and in the state capitals. Only nursing personnel
are more or less evenly distributed (Table 3). There are
208,966 practicing physicians in the country, approxi-
mately 29% of whom are female. The Southeast has
more than half of all physicians (61.5%), while the
Amazon area and North suffer from extreme shortages
of these professionals. Physicians make up 46.8% of
the total professional work force in the health field.
There are also 118,609 dentists, 57,047 professional
nurses, 14,906 nutritionists, 20,161 physical therapists,
and 26,116 veterinarians.

The training of health professionals underwent a 6%
reduction between 1985 and 1990. Training in the vari-
ous health professions is provided throughout the
country in 581 degree programs, including 80 in medi-
cine (7,182 graduates in 1989), 102 in nursing (3,230
graduates), and 81 in dentistry (5,366 graduates). Fe-
male participation in the health work force increased
from 40% to 60% during the period 1970-1980 and rose
to 80% by 1992. This change has had repercussions on
the earnings of health workers, since historically fe-
male workers have been paid less. The pay differential
not only is the cause of numerous conflicts but also
points up the fact that salaries in the sector are gener-
ally low, particularly in public-sector establishments.
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BRITISH VIRGIN ISLANDS

GENERAL HEALTH SITUATION AND
TRENDS

The British Virgin Islands comprises several islands,
islets, and cays; the five largest islands are Tortola,
where the capital and the seat of government are, Vir-
gin Gorda, Anegada, Jost Van Dyke, and Salt Island.
The total land area is 153 km? and the population was
16,600 in 1991.

The British Virgin Islands is a dependent territory of
the United Kingdom with internal self-government.
The executive branch is comprised of a Chief Minister
and four cabinet members, with the Governor acting as
chairperson and representing the British Government.
The legislative branch includes Cabinet Ministers, who
have specific responsibilities for various aspects of na-
tional development, and other elected representatives.
There is no local government machinery or town coun-
cil, although district officers have been appointed as
administrative representatives on many of the nearby
islands.

Health and Living Conditions

The economy is based primarily on tourism and on
the financial services sector, with emphasis on interna-
tional business company registration and trust ser-
vices, although efforts are being made to diversify the
economic base. The per capita GDP increased from
US$ 7,093 in 1983, to US$ 9,492 in 1987, and to US$
11,000 in 1991. The territory relies on local revenue and
loans from local and international services to finance
its capital and recurrent expenditures. At this time, aid
represents less than 6% of its financial requirements.

An average of four occupants live in each house-
hold, although in isolated cases there is serious over-
crowding. The British Virgin Islands has no zoning
legislation, so residential, commercial, and industrial
buildings can be located in the same area.

Adult literacy is high at 98%, and all children up to
15 years of age are enrolled in schools. Recently, ter-
tiary-level education was introduced through the
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British Virgin Islands Community College, which is
linked to the Hocking College (USA), and a fellowship
program, which allows nationals to study overseas.
Unemployment is estimated at under 2%.

There is sea and air travel between islands. All areas
except Roadtown are considered rural, although sig-
nificant populated areas have developed in some sec-
tions of Tortola.

Population

The 1991 population census revealed an increase
from 12,240 in 1987 to 16,643 in the census year. Males
represented 51% of the population and females, 49%;
26.6% of the population was under 15 years old (down
from 34% in the mid-1980s) and 5.8% was 65 years old
and older. Females in the age group 15-44 years old
showed a moderate increase, from 23% of the total
population between 1985-1987, to 27% in 1991. Table 1
presents the 1991 population by age and sex.

The population has undergone dynamic shifts be-
cause of high immigration and emigration rates. The
net migration in 1990 was 364. Immigration by other
Caribbean nationals to the territory has increased, with
most immigrants coming from the English-speaking
Caribbean and the Dominican Republic to work
mainly in tourism and construction.

There also have been significant changes in the pop-
ulation distribution, with a marked increase in Virgin
Gorda, which has a developing tourist economy, and a
decrease in Anegada. In 1992, Tortola had the largest
population of all the islands, with 13,582 inhabitants
(81.6% of the total population); Virgin Gorda had 2,495
inhabitants, Anegada 156, and Jost Van Dyke 141.

The fertility rate per 1,000 women aged 15-44 years
old has shown a steady decline, from 88.0 in 1987 to
67.4 in 1991. The birth rate remained fairly constant at
19.3 per 1,000 population in 1991, compared to 18.0 in
1990 and 22.0 in 1987. The average annual birth rate
over the 1987-1991 period was 17.9 live births per
1,000 population. Births to teenage mothers as a per-
centage of all live births was 9.9% in 1991, and 11.6% in
1992.
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TABLE 1
Population by age and sex, British Virgin Islands, 1991.

Age group Total Male Female
(years) No. %o No. %o No. Yo
Total 16,643 100.0 8,569 51.5 8,074 48.5

04 1,611 9.7 815 4.9 796 4.8

5-14 2,815 16.9 1,423 8.6 1,392 8.4
15-24 2,818 16.9 1,397 8.4 1,421 8.5
25-34 3,728 22.4 1,911 1.5 1,817 10.9
35-44 2,579 15.5 1,363 8.2 1,216 7.3
45-54 1,359 8.2 729 4.4 630 3.8
55-64 761 4.6 403 2.4 358 2.2
65+ 972 5.8 528 3.2 444 2.7

Source: Statistical Unit, Ministry of Finance, 1991.

The crude death rate for 1991 was 4.3 per 1,000 pop-
ulation, the same as in 1990. The average annual death
rate over 1987-1991 was 4.8. In 1990, life expectancy at
birth was 71.8 years for females and 70.3 for males.

Mortality

Deaths that occur in hospitals are certified by a med-
ical practitioner and reported to the National Registra-
tion Office. Deaths that occur at home are reported by
district registrars to the National Registration Office.

Infant mortality fluctuated between a high of seven
deaths in 1987 and a low of three deaths in 1990. In
1987-1991, of 1,354 total births, there were 19 still-
births. Of the 1,335 live births, there were 26 infant
deaths, 22 of them in the neonatal period. In the same
5-year period, there were two deaths in children 1-4
years old. These data can be translated into the follow-
ing average annual rates for the period: stillbirth rate
per 1,000 total births, 14.0; neonatal mortality rate per
1,000 live births, 16.5; and infant mortality rate per
1,000 live births, 19.5. There were five infant deaths in
1991, all of which occurred in the first 24 hours of life.

Of the total deaths, 53% occurred in persons 65 years
old and older.

Of 205 total deaths from all causes (including ill-
defined conditions) in 1988, 1989, and 1991, 50 (24.4%)
were attributed to heart diseases (ICD-9, 410, 414,
427.5); 28 (13.7%), to malignant neoplasms (140-208);
17 (8.3%), to cerebrovascular diseases (430—436); 19
(9.3%), to drowning (E910.8); 15 (7.3%), to pneumonia-
bronchopneumonia (480-486); and 16 (7.8%), to con-
genital anomalies and to conditions originating in the
perinatal period (748.9, 769, 770). Together, these six
groups of causes covered 71.7% of total mortality in

the 3 years (1988, 1989, 1991) combined. It was noted
that the majority of deaths due to malignant neo-
plasms occur in persons living on the western end of
Tortola.

During 1987-1991 there was only one maternal
death (in 1987), resulting in an average yearly maternal
mortality rate of 7.5 per 10,000 live births for the
period.

Morbidity

Although more than 50% of the territory’s popula-
tion is estimated to seek medical care from private
physicians, available data on morbidity are from pub-
lic facilities, and do not show morbidity at private clin-
ics. Health center and hospital data indicate that acute
respiratory infections, dermatologic problems, and
gastroenteritis are important causes of morbidity
among children; mental disorders and injuries stand
out among adolescents and adults; and circulatory dis-
orders, hypertension, diabetes mellitus, and degenera-
tive diseases are major causes of ill health among the
elderly.

SPECIFIC HEALTH PROBLEMS
Analysis by Population Group
Perinatal and Child Health
Of the 26 total infant deaths in 1987-1991, 85% (22)
occurred during the neonatal period. Between 1988

and 1991, 90% of infant deaths occurred during the
first week of life.
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Certain conditions originating in the perinatal pe-
riod (ICD-9, 760-779) is the leading cause of hospital
admissions for children under 5 years oid. In 1991, 24
children in this age group were hospitalized with this
diagnosis. Acute respiratory infection ranked second
(eight children under 5 years old hospitalized), fol-
lowed by gastroenteritis (six children hospitalized)
and bronchopneumonia (four children hospitalized).

In 1991, 21% of infants born were considered high-
risk births because of low Apgar score, multiple births,
cesarean sections, low birthweight, and prematurity.
In 1990, 8% of newborns had low birthweight (less
than 2,500 g).

The main health problems in children under 5 years
old at health centers/clinics are skin rashes and skin
infections, allergic reactions, obesity, and acute respi-
ratory tract infection.

The nutrition status (Caribbean standard) among
children under 5 years old attending child health clin-
ics in 1991 was severe malnutrition, 0%; mild to mod-
erate malnutrition, 2%; normal, 77%; obese, 21%.

The school-age population (5-16 years old) includ-
ing pre-primary, primary, and secondary schools was
3,681 in 1990. The main health problems among pre-
primary and primary students are dental caries, skin
rashes and /or infections, allergic reactions, and minor
injuries. Problems affecting high school students are
injuries, fever, coughs and colds, allergic reactions,
and dysmenorrhea.

Adolescent and Adult Health

Mental disorders occurring among adolescents and
adults are mainly related to substance abuse psy-
choses, and account for a high percent of hospital ad-
missions. Injury related to traffic and other accidents
also is common.

Mental disorders, particularly among those aged
25-44 years old, ranked highest for hospital admissions
from 1988 to 1991. Diabetes, hypertension, injury, heart
disease, and complications relating to pregnancy are
other leading causes of morbidity. In 1991, mental dis-
orders (ICD-9, 290-313) was the leading cause of hospi-
talization in Peebles Hospital, with 129. Pregnancy
complications (640-666) ranked second with 74 hospi-
talizations, followed by diabetes mellitus (250) with 69,
heart diseases (410—428) with 61, hypertension (401)
with 52, and fractures/open wounds (800-828) with 47
hospitalizations. Asthma (493) and concussion (850)
also were important, with 25 and 21 hospitalizations,
respectively, in 1991. It should be noted that patients of
all ages are included in these numbers.
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Births to teenage mothers represented 12.8% of total
births in 1988, 9.9% in 1991, and 11.6% in 1992. The av-
erage age of teenage girls giving birth increased from
16 in 1987 to 18 in 1990. The average age of women
aged 15-44 years old giving birth was 27.3. Family life
education and family services are available to teenage
girls. In a target population of 638 females aged 15-19
years old, 12.5% used family planning services in 1990.

Hypertension and diabetes continue to be the main
causes of morbidity, particularly in the age group 45
years old and older: 72% of persons with hypertension
admitted to hospital and 80% of persons with diabetes
were 45 years old and older. Cerebrovascular disease
associated with hypertension is a leading cause of
mortality.

The main reasons for hospitalization of diabetics are
for stabilization and for treatment of infections, espe-
cially those of the upper respiratory tract.

Health of the Elderly

The main causes of mortality and chronic ill health
in this group are cardiovascular and cerebrovascular
diseases and malignant neoplasms. Arthritis and
osteoarthritis are common causes of hospitalization.

Diseases and Health Impairments

In 1988, 13 cases of dengue fever were reported, and
since then, there have been isolated reports. No cases
of cholera have been reported.

Between 1987 and January 1992, 10 persons were re-
ported as being HIV-positive and 6 as having AIDS; 3
of those confirmed as having AIDS have died. Of 2,304
VDRL tests performed, 65 (2.8%) were positive in 1988,
as compared to 1,545 tests with 8 positives in 1992
(0.5%). In 1988, 45 persons tested positive for gonorrhea.

One case of tuberculosis was reported in 1988.

Mental disorders rank first as a cause of hospital ad-
missions, mostly as recurring episodes of psychosis.
Many of the younger clients with psychiatric problems
also use illegal drugs.

SOCIAL RESPONSE TO HEALTH
PROBLEMS

Policies

The Government'’s stated policy is to provide both
public and private comprehensive health care, with



British Virgin Islands

special focus on women, children, the elderly, the
mentally ill, and the handicapped. The national health
plan calls for increased efforts to reduce environmen-
tal health hazards, and identifies the need for involv-
ing the community in planning and mobilizing re-
sources to improve the health of its members. More
specifically, the plan provides for: (a) an environmen-
tal health program for the control of diseases through
food services investigation, waste disposal, water in-
spection, and other measures; (b) an immunization
program to reduce morbidity from communicable dis-
eases; (c) a surveillance program for the reduction of
existing communicable diseases and prevention of the
introduction of these diseases into the territory; and (d)
the strengthening of community health services and
hospital facilities.

Free medical and hospital care is extended to preg-
nant women, children, the police, firemen, the elderly,
and the mentally ill. In an effort to strengthen services
at the community level, the Community Health Ser-
vices Department was established in 1990. The social
service unit of the health department was established
and became operational in July 1991; it is headed by a
social worker, whose primary responsibilities include
providing social services support for the Department,
particularly regarding mental health and AIDS pre-
vention and control programs.

The Public Health Act provides the statutory
means of promoting and preserving the population’s
health, and grants the Minister Responsible for
Health duties, powers, and functions. This legislation
covers areas such as disease prevention, treatment,
and control; health education; environmental health;
and the appointment of advisory boards and public
health officers.

Organization of Services

The responsibility for government health services
falls under the Ministry of Health, Education, and Wel-
fare. Policy decisions for health services are made by
the Minister, in consultation with the Chief Medical
Officer, other senior technical officers, and the Perma-
nent Secretary, who is responsible for the Ministry’s
daily administration. Technical responsibility for
health services rests with the Chief Medical Officer.

Personal Health Care Services

Infrastructure. Functionally, health services are
divided into community and hospital services operat-

ing as a two tier system, and are offered by govern-
ment and the private sector.

The local or primary level of care is the first, most
basic level of care. Services in Tortola are offered
through one main health center in Roadtown and five
health clinics strategically located in Tortola to ensure
coverage. The Roadtown Health Center is located in the
Peebles Hospital compound, and functions as the main
referral center for the districts, although persons from
any district may go directly to the Hospital’s casualty
department. The most distant health clinic in Tortola is
only 10 miles away, or 20 minutes by road from the
Roadtown Health Center and Peebles Hospital.

The population in the catchment area for the Road-
town Health Center increased from 3,382 in 1989 to
9,106 in 1993. Tortola’s health clinics are used by their
respective communities, mainly for child health ser-
vices, and by older people; the five health clinics are
Capoons Bay, target population, 1,000 in 1993; Carrot
Bay, target population, 468; Cane Garden, target popu-
lation, 409; Long Look, target population, 1,425; and
East End, target population, 1,452.

Other available personal care facilities include a
mental health center, a dental unit, and a family plan-
ning unit.

The island of Virgin Gorda has two health facilities,
one in the Valley (with two beds, target population of
1,913 in 1993) and the other in North Sound (with one
bed, target population of 582). Both have inpatient fa-
cilities for deliveries, emergency care, and short stays.
The clinic in Virgin Gorda is staffed by a resident
physician, a public health nurse, a midwife, and a se-
nior nursing assistant. There is a resident midwife at
North Sound. One nurse is assigned to the Jost Van
Dyke Health Clinic (target population of 141 in 1993)
and one to Anegada (target population of 156).

Secondary care is provided at the 50-bed Peebles
Hospital in Tortola, which offers medical, surgical, ob-
stetric, and pediatric services, as well as emergency
and ambulatory care services. Outpatient services are
casualty (emergency), surgical, medical, gynecologi-
cal, dermatology, ophthalmology, and pediatrics. Di-
agnostic and other support services include labora-
tory, X-ray, pharmacy, and physiotherapy. An average
of 3,200 persons attend these clinics annually.

The Adina Donovan Home, a 26-bed residential fa-
cility for the elderly, is managed by the Ministry of So-
cial Services.

Private facilities consist of the 8-bed Bourganvillea
Hospital, nine private clinics, two dental offices, three
pharmacies, and two laboratories. It is estimated that
more than 50% of medical care at the primary level is
provided by private physicians.
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More specialized medical services are provided
through referrals to regional health institutions or by
specialists who visit the territory. Some clients who
can afford to, seek care in the United States Virgin
Islands or Puerto Rico.

Coverage. Prenatal care is provided at public
health facilities and by private doctors. In 1991, 33.3%
of mothers who delivered in Peebles Hospital attended
government clinics, compared to 14% in 1989 and
29.5% in 1990. Of all prenatal visits, 28% were made in
the first trimester, 54% in the second trimester, and
18% in the third trimester.

Pregnant women are encouraged to attend clinic by
the 12th week of pregnancy. All clients are seen and
examined by the obstetrician, and there are estab-
lished criteria for identifying high-risk clients, so that
they are detected early and receive prompt treatment.
Hemoglobin levels are assessed and those with ane-
mia are treated. VDRL tests are done and tetanus
toxoid is given. A maternal “passport,” which
records the status of pregnancy, is given to clients
and used to provide information to health personnel,
particularly between levels of care. In 1991, 98 prena-
tal clinic sessions were registered, with 407 atten-
dances; 19 women were identified as having high-
risk pregnancies.

Pregnant women attending government clinics, as
well as those attending private physicians’ offices, are
referred to Peebles Hospital for delivery. The average
yearly number of deliveries is 270; all deliveries are at-
tended by qualified health personnel—96.7% in hospi-
tal and 3.3% at health clinics by midwives. The total
obstetric bed occupancy rate is 33%—-35%. The average
length of stay for normal deliveries is 2 days. Cesarean
sections account for approximately 12% of deliveries.

A public health nurse visits the maternity unit at
Peebles Hospital daily to collect information regarding
delivery, management, and discharge of clients. Refer-
rals are made to district clinics. Postnatal visits are
made to homes on the third, fifth, seventh, and tenth
day after delivery.

Mothers and babies return to clinic at 6 weeks for
postnatal assessment; coverage ranges between 95%
and 100%. In the Roadtown area in 1990, 432 postnatal
visits were made to 150 women. There were 330 moth-
ers who attended postnatal clinics, 27 more than those
delivered in a hospital or health center; these 27 gave
birth outside the territory.

Child health services include developmental assess-
ment from 0-4 years old, monitoring of nutritional sta-
tus based on age for weight, plotting and interpreta-
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tion of the growth chart, and immunization according
to schedule.

The target population under 1 year old in 1991 was
341, and coverage in the group aged 0-11 months was
330, or 97%. Twenty-five percent of children registered
at clinics in 1990 were born outside the British Virgin
Islands. Many of these children are reported to be from
the English-speaking Caribbean and the Dominican
Republic.

Immunization coverage of children under 1 year old
in 1990 and 1991 was 100% and 90%, respectively, for
BCG, 96% and 98% for DPT, 98% and 96% for OPV,
and 96% and 84% for MMR. The decrease in measles
coverage may be due in part to the fact that children
immigrating to the British Virgin Islands may not have
been fully immunized.

Upper respiratory tract infections and gastroenteri-
tis are usually managed at child health clinics through
the use of protocols (oral rehydration therapy in the
case of gastroenteritis).

As part of the school health program, a child re-
ceives three physical examinations—the first on ad-
mission to school, another in middle school, and the
final one before leaving school. Follow-up care is done
by nurses and consists mainly of screening for nutri-
tional, vision, hearing, and other defects. Hemoglobin
testing is done and booster immunizations adminis-
tered.

Family planning services are offered at the family
planning clinic in Roadtown and at district health clin-
ics. There were 1,764 participants registered in 1991, of
which 124 were new participants; 156 Pap smears were
conducted. Of the clients using this service, 79% are
between 20-34 years old and 5.7% are between 15-19
years old.

A plan for the prevention of cholera has been imple-
mented.

Regarding the battle against AIDS, the National
AIDS Committee was renamed the National AIDS and
Sexual Health Committee, reflecting current emphasis
on sexual health. All blood for transfusion is screened
for HIV, and testing is done on some groups, such as
immigrants. Self-exclusion information for blood
donors has been developed.

Community awareness and education, particularly
targeting vulnerable groups, adolescents, and young
adults are key components of the national AIDS pro-
gram. Private physicians improved their AIDS and
HIV-positive reporting, and there are ongoing efforts
to strengthen and improve data management and epi-
demiologic surveillance, not only for AIDS, but also
for other communicable diseases.
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There are protocols for the management of persons
with hypertension and diabetes, which are the two
main health problems in adults, particularly among
those 45 years old and older. There is one hypertension
and diabetic clinic each in Roadtown, East End,
Capoons Bay, and Virgin Gorda. One hundred clients
with hypertension are registered at the Roadtown
Health Center and 220 diabetics are registered island-
wide. The main objective of control and management
efforts is early detection, treatment, and counseling to
promote behavior modification and lifestyle changes.
At 73 diabetic clinic sessions in 1991, there were 1,657
attendances by 206 persons. A national diabetic associ-
ation lends support to its members.

Social changes have changed traditional patterns of
caring for the elderly. The Adina Donovan Home of-
fers residential care for 26 senior citizens. Those with
health problems are referred to the hospital or medical
officer. Public health nurses visit the homes of the el-
derly in their respective districts. There were 120 el-
derly persons visited on a regular basis in 1991.

Immigration by other Caribbean nationals to the ter-
ritory has increased, rendering the health of immi-
grants an issue of concern. In the process of getting set-
tled in a home and job, some new arrivals tend to move
between districts, making it difficult for health person-
nel to contact them or provide follow-up care. In 1991,
59 immigration clinic sessions were held for 1,047 per-
sons, and in 1992, 953 persons were seen at 39 clinic
sessions. In an effort to control the importation of com-
municable diseases, persons who immigrate to the
British Virgin Islands are required to produce evidence
of a medical examination, as well as negative labora-
tory test results for VDRL, HIV, tuberculosis, ova, and
parasites.

Regarding oral health, the dental unit is located in
Roadtown and is staffed by a dental officer, a dental
hygienist, and two dental assistants, who also visit
Virgin Gorda, Jost Van Dyke, and Anegada. The spe-
cific goal of the program is to reduce the DMF (de-
cayed, missing, and filled teeth) and periodontal dis-
ease indices. Services focus on early diagnosis and
prompt treatment to prevent dental disease progres-
sion and recurrence, as well as on providing rehabilita-
tion and limiting disability.

Oral screening of schoolchildren reveals high DMF
indices. The current school-based fluoride mouth rinse
program was started because of high DMF values in
schoolchildren and the proven benefits of fluoride
mouth-rinsing. In 1991, 15 schools were visited and
oral inspections were carried out; as a result, 350 stu-
dents were referred for curative treatment.

The community mental health program focuses on
the treatment of individuals in their own communities.
Home visits to clients include monitoring of medica-
tion, administration of long-acting medication, family
counseling, and the promotion of self-care. Visits also
are made by the mental health staff to the prison and
geriatric home when necessary. The drug rehabilita-
tion program was suspended in 1991 due to financial
constraints.

In 1991, 104 new clients were registered at the men-
tal health center, a