
shift an area of 4,403 km2 into the consolidation phase;
that area contained 620 localities with 23,273 dwellings
and 179,013 persons. Consequently, 49 per cent of the
territory of the country in which 92 per cent of the popu-
lation resides is at present in the consolidation phase.
The priority and the continuing financial support assigned
by the Government to this program have been the deter-
mining factors in the progress achieved.

Because of the high risk that exists in receptive areas
with substantial economic potential, it is essential to
maintain a proper surveillance system. At the same time
operating mechanisms for achieving more active partici-
pation in the program of the general health services and
of voluntary collaborators should be studied.

In this regard, the following recommendations were
made:

1. Step up efforts to interrupt the transmission of malaria in
the districts of the Province of Bocas del Toro, where the situa-
tion has been developing favorably in the past two years and give
special attention to the Province of Darien and the District of

San Blas in order to avert outbreaks which could lead to the im-
portation of cases or operational shortcomings in that area.

2. Study mechanisms for the coordination with national socio-
economic and livestock development programs in order to im-
prove the malaria situation, especially as it concerns the aspect
of local transmission.

3. Study mechanisms for technical cooperation with the ma-
laria programs of other countries and with international agen-
cies in order to promptly identify the importation and distribu-
tion of malaria cases.

In view of the excellent experience in coordinating activ-
ities with the Costa Rican Malaria Eradication Program,
it was recommended in addition that efforts continue to
be made to find alternative ways of maintaining or estab-
lishing mechanisms for the operational coordination of
the National Malaria Eradication Services of Panama
and of Colombia.

(Source: Parasitic Diseases and Vector Con-
trol, Division of Disease Prevention and

Control, PAHO.)

Yellow Fever in Bolivia, 1980

According to the data available, there are at present
three endemic areas of jungle yellow fever in Bolivia: El
Chapare, in the Department of Cochabamba; Los Yungas,
in that of La Paz; and the Province of Ichilo in that of
Santa Cruz.

In 1979 a pilot epidemiological surveillance program
was begun in El Chapare and in 1980 it was extended to
the Provinces of Ichilo and Andrés Ibañez (Department
of Santa Cruz). In addition, in 1980, a course was held in
Cochabamba for the purpose of standardizing criteria for
the histopathologic diagnosis of yellow fever and was at-
tended by 80 per cent of the anatomopathologists in the
country. Educational activities were supplemented by the
use of posters and the broadcasting of educational mate-
rial aimed at the community and health personnel.

In 1980 vaccination efforts in endemic areas were in-
creased and 555,014 persons were vaccinated by brigades
that visited the communities and by fixed posts on the ac-
cess routes to land settlement areas in the jungle.

In the 1981-1982 period surveillance activities are ex-
pected to be conducted throughout the country, yellow
fever vaccination activities intensified, and vaccination

posts established at strategic points of entry to the jungle
areas. In the second half of 1982 it is estimated that ap-
proximately 1,500,000 persons will have been vaccinated.

With respect to incidence, a total of 45 cases of jungle
yellow fever were reported in the country in 1980, 19 of
which were confirmed by histopathologic and serologic
examinations. There was a marked predominance of
cases in males of working age (84.5 per cent). Of the
cases, 86.7 per cent were over 20 years of age and had not
been vaccinated.

The most frequent clinical symptoms were: fever (97.7
per cent), severe headaches and prostration (95.5 per
cent), rash (84.4 per cent), digestive hemorrhage (80.0
per cent), lumbalgia (73.3 per cent), and shock (66.7 per
cent).

All the cases occurred between January and August,
with the highest incidence between March and May.

(Source: Epidemiological Bulletin No. 71,
1981, National Division of Epidemiology,

Ministry of Social Welfare and Public
Health, Bolivia.)
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