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Health Situation in the Americas - 1992

Socioeconomic and Political Development
In 1992, for the second consecutive year, the

overall economic activity in Latin America and the
Caribbean experienced growth.The GDP in-
creased 2.4% (compared to the 3.5% figure in
1991), an increase that outpaced population
growth, and the per capita GDP rose 0.5 %, again
for the second consecutive year, although it is still
7% below the level reached in 1980. Variations in
the performance of individual economies continue
to be seen. Brazil's situation is particularly note-
worthy, in that it exerts a major influence on the
whole; thus, if Brazil is excluded, the regional
GDP grew 4.3%. Inflation continued to drop in
several countries, although Brazil's increase
(more than 1,100%) brought the regional rate to a
higher level than in 1991. The average increase in
prices, weighted by population, declined from
1,200% in 1989 and 1990 to 200% in 1991, only
to increase again to 410% in 1992. Of the other
21 countries for which data are available, by the
end of 1992, 16 had inflation rates below 20%, 2
between 20% and 50%, and the other 3 between
50% and 70%.

The Region's external debt, increased by 2% in
1992, reaching a total of US$450 billion, and the
proportion that the accrued interest represents in

total exports of goods and services continued to
decline, reaching 20%. This decline mainly was
due to a drop in interest rates, since sales were
somewhat flat. However, payments continued to
represent an excessive proportion, which means
that efforts to reduce them must continue to be
pursued.

Foreign trade, which up to 1991 showed a
surplus, posted a deficit both in overall terms and
for most of the individual countries, because im-
ports increased faster than exports; the former
doubled between 1987 and 1992, while exports
increased only slightly less than 50% for the same
period.

Pro-market policies are the cornerstone of the
economic strategies in almost all of the Region's.
The reduction of bureaucratic controls, the intro-
duction of new technology, the opening of mar-
kets, the promotion of exports through overall
competitiveness, the lifting of exchange market
controls, an end to price controls, the privatization
of public companies, control of government
spending, and the careful management of mone-
tary policy are the key elements of the new eco-
nomic policies in the Region.

Of 28 countries, 24 showed positive economic
growth rates: Argentina, Chile, the Dominican
Republic, Panama, Saint Vincent and the Grena-
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dines, Uruguay, and Venezuela had rates between
7% and 10%; Bolivia, Colombia, Costa Rica,
Ecuador, El Salvador, Guatemala, Guyana, and
Honduras, between 3% and 5%; Dominica, Ja-
maica, Mexico, and Paraguay, between 1% and
3%; Bahamas, Grenada, Nicaragua, Suriname,
and Trinidad and Tobago, under 1%; and Bar-
bados, Brazil, Haiti, and Peru showed negative
rates. In Cuba, the oil supply drastically dropped,
and of 415 items considered essential for internal
consumption, 226 were unavailable in 1992, as a
result of the country's trade with Easterri Europe
having shrunk by 85 %. Canada and the United
States of America, which had problems returning
to sustained growth, grew by 1.5% and 3.2%,
respectively, and maintained their unemployment
levels at 10% and 7%. It should be noted that
Canada's economic and social development levels
ranked it as the country with the best human
development index in the world in 1992.

The processes of market integration continued
to intensify in 1992.One of the most obvious
consequences of these integration processes has
been the notable increase in intraregional trade; in
1991, trade within MERCOSUR increased 18%;
in the Andean Pact, 33%; and within NAFTA,
10 %. In 1992, trade between Argentina and Brazil
grew 30%, exceeding $4,000 million; trade be-
tween Colombia and Venezuela was about $1,000
million.

Social tension and deterioration continue to
frame economic policies; moreover, the extraor-
dinary cutbacks in public spending, consumption,
and social investment might not be easily sustain-
able and the current fiscal equilibrium a transitory
one, unless a series of social justice initiatives are
implemented. On the other hand, there are only a
few countries whose fiscal budgets can be consid-
ered structurally balanced, in the sense that their
current revenues are solidly backed by a stable tax
base and are sufficient to maintain the level of
current spending required for the normal operation
of the public administration and the delivery of
basic social services, as well as to provide for the
necessary amounts of public investment needed to
repair and develop the infrastructure required for
economic growth and social improvements. The
benefits from growth have been regressive: real
average wages in 1992 were far below the 92.7%
level attained by the per capita GDP in 1980. A
series of economic conflicts are present in areas
such as health, education, housing, public works,
etc. The current economic policies have increased
poverty, generated rising income inequity and
unstable employment levels, leaving a limited

space for the development of fiscal policies to
improve already deteriorated social services.

The policy agreements, as well as the sphere of
action of the diverse powers, are provisional and
are underscored by a new reality that has not
recognized and defined the new rights and respon-
sibilities of the various actors. These gaps or
uncertainties have generated a variety of conflicts
that are present in almost all of the countries that
are experiencing conflicts between Powers of the
State, weak judicial systems, fraudulent elections
and corruption, all of which create a political
impasse.

Economic policies remain the most important
determinant of political evaluation in the countries
of the Region. There is constant reduction of the
operating capacity of the public health sector
which is totally dependent on economic policy
decisions.

This has contributed to the instability of the
public health authorities which is reflected in the
constant changes in the principal positions. These
changes, with some exceptions, are unrelated to
health issues and discrepancies, and occur when
there is a crisis at the level of the executive cabinet.

Demographic Trends

According to the latest United Nations esti-
mates, the population of the Americas in 1992 was
740 million (13.5 % of the world population). This
number breaks down as follows: 457.7 million in
Latin America and the Caribbean (61.8%) and
282.7 million in North America (38.2%). Within
Latin America and the Caribbean, 34.6 million
live in the Caribbean, 118.6 million in Central
America and Mexico, and 304.5 million in South
America. With respect to 1991, the above numbers
represent growth rates of 1.6% for the entire
Region, 1.8% for Latin America and the Carib-
bean, and 1.4 % for North America. The subregion
with the fastest growth is Central America and
Mexico, with 2.2%, followed by South America,
with 1.7%, and the Caribbean, with 1.4%.

By the beginning of the second half of this
century--with clear declines in mortality, a total
fertility rate of 5.9 children per woman in Latin
America, and birth rates of more than 50 per
1,000--population growth was striking, and an
unprecedented demographic explosion was feared.
Fertility and, more slowly, the birth rate began
declining in the 1960s to a level in the early 1990s
that may prove to be under 3, once the results of
the censuses are adjusted. This decline has oc-
curred in all countries, but it was most marked in
those countries with the highest fertility rates. This
fertility drop has begun to affect the number of
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births. The new, 1992 United Nations estimates,
make reference to 11.9 million births for 1990-
1995, as compared to 13 million estimated in 1988
for the same period. The trend toward an increas-
ing number of births that has been traditionally
seen in Latin America is over.

In Latin America and the Caribbean, interna-
tional migration reemerged as a major demo-
graphic phenomenon in the 1980s, and the process
continues in the 1990s. The greatest population
magnets, in order of importance, are the United
States, Europe, and Australia. Economic stagna-
tion and political instability have created condi-
tions that make permanent settlement unattractive
to the population, who, in turn, seeks alternatives,
especially through emigration. Currently, this
emigration differs from subregion to subregion.
While emigration from the Southern Cone is split
between Europe and the United States, Central
American and Mexican emigrants almost exclu-
sively move to the United States; in the Caribbean
countries the situation is more complicated, and
varies according to the country, its history, and its
language

In 1992, Haiti and El Salvador led the Region in
terms of migration, albeit for different reasons. By
the late 1980s and early 1990s the estimated annual
number of officially admitted immigrants to Can-
ada and the United States was 125,000 and
600,000, respectively. A significant percentage of
them, 18 %, were admitted as refugees: a category
declining considerably as a result of the Region's
improved political situation.

Urbanization, which is a distinctive feature of
Latin American demographic trends in recent dec-
ades, has had a devastating effect on health and
services. From 1975 to 1990, 123 million people
migrated to urban areas, 44 million during 1985-
1990. Estimates indicate that urban populations
will swell by 91 million between 1990 and 2000,
and that rural populations can be expected to
decline. Regarding mortality, although there are
few existing data for 1992, those for around 1990
make it possible to state that the general downward
trend in the countries continues.

Whereas between 1965-1970 and 1975-1980 the
infant mortality rate fell from 91 to 70 per 1,000
live births (23%), between 1975-1980 and 1985-
1990 it dropped from 70 to 53 per 1,000 live births
(24%). The estimated infant mortality rate of 47
per 1,000 live births for 1990-1995 is consistent
with the trend observed in the past. Previous
United Nations estimates, once they have been
integrated and reconciled with the results of the
most recent censuses and the findings of surveys,
especially those of Demographic and Health Sur-

veys, could be lower still. For example, whereas
the United Nations estimates an infant mortality
rate of 88 for Peru in 1985-1990, the 1991-1992
demographic and family health survey found that
for every 1,000 children born in Peru during
1987-1991, 55 died during the first year of life, as
compared to 73 for 1982-1986, a decline of 25%.
The decrease in mortality of children aged 1-4
would presumably be greater. Similarly, for the
Dominican Republic, whereas the latest United
Nations estimate of the infant mortality for 1985-
1990 was 65, the findings of the 1991 demographic
and health survey show a figure of 43, with the
gains in the 1-4 age group also being proportion-
ately greater. For northeastern Brazil (42 million
inhabitants), the infant mortality rate reportedly
declined from 125 per 1,000 in 1986 to 75 in 1991.
Although there are no estimates of the infant
mortality rate in Nicaragua, presumably it too has
declined, given the striking drop from 1990 to
1991 in the number of reported infant deaths.
Finally, in Cuba infant mortality decreased from
10.7 in 1991 to 10.2 in 1992. In the United States,
preliminary estimates for 1992 yield an infant
mortality rate of 8.5 per 1,000, as compared to 8.9
in 1991, and a total death rate, of 8.5 per 1,000
population, which has remained unchanged.

Health Situation

The cholera epidemic began in January 1991 in
Peru and later spread to 15 more countries in the
Region of the Americas, producing a total of
almost 400,000 cases and 4,000 deaths, with a
case-fatality rate of 1%. In 1992 the epidemic
continued in the same countries, and spread to
another 5, the total number of cases (354,000)
decreased compared to 1991, as did mortality
(2,440 deaths), and the case-fatality rate (0.7%).
At the beginning of 1993 the first cases were
detected in Paraguay, which up to then had been
disease-free. Uruguay is the only country in the
continental Americas that has not reported a single
case and none have been recorded in the Caribbean
as well. In 1992, 60% of the total cases in the
Region were reported by Peru. That country,
together with Bolivia, Brazil, Colombia, Ecuador,
and Guatemala, accounted for 95% of all cases
reported during the year. All the countries infected
in 1991 except two reported a greater number of
cases in 1992, in part because cholera was present
in most of them for the entire year, following its
introduction in mid- or late 1991. Peru and Ecua-
dor continued to be the most heavily affected
countries, with rates of 875 and 287 cases per
100,000 population, respectively. They were fol-
lowed by Bolivia, with 279 per 100,000. Guate-
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mala and El Salvador also had high rates. In many
countries, rural areas were as badly affected as
urban areas. In Venezuela, 35% of the cases
occurred in indigenous populations. Despite the
high number of cases and areas affected, the
disease spread at a slower rate in 1992, especially
during the second half of the year.

Mortality from diarrheal diseases has de-
creased in recent years in all the countries of the
Region. In countries with low mortality from
diarrheal diseases, the occurrence of cases of
enteric disease declined. This reduction in both
mortality and morbidity from diarrheal diseases is
most likely due to the dissemination of information
and the extension of cholera prevention measures.

In Venezuela the number of infant deaths from
diarrheal diseases fell from 2,538 in 1990 to 1,674
in 1991 and 1,210 in 1992, which represents a
reduction of 48 % in only two years. In Guatemala
mortality from intestinal infections decreased from
1.11 per 1,000 population in 1990 t, 0.77 in
1991--a reduction of 33 % in a year. In Nicaragua,
the number of deaths registered from this cause
dropped from 1,658 in 1990 to 847 in 1991 among
children under one year of age and from, 2,191 to
1,196 in all age groups, a reduction of almost 50%.
Initial data for 1992 appear to indicate that this
trend continued. With respect to morbidity, Pan-
ama, which reported increases in diarrheal epi-
sodes from 1986 to 1990, reported a smaller
number of cases in 1991 and 1992. In Mexico
reported cases of diarrheal disease decreased from
3.2 million in 1991 to 2.5 million in 1992. Colom-
bia and Honduras showed similar trends.

Chile experienced reductions of 73.5 % and 50 %
in the incidence of typhoid fever and hepatitis A,
respectively, between 1990 and 1992. In the city
of Montevideo, Uruguay, which is free from chol-
era, reported cases of hepatitis A rose from 3,000
in 1989 to 4,500 in 1991 and then dropped to 600
in 1992.

In reference to poliomyelitis, the last confirmed
case of the disease caused by the wild poliovirus
occurred in Junín, Peru on the 23 August 1991.

Since the introduction of the vaccine against
measles in the Region, the total number of cases
declined gradually although the disease still has the
tendency to peak every two years.

In 1992, 97,367 cases of measles were regis-
tered, representing the lowest number of cases
recorded. This is due to the high level of vaccina-
tion coverage achieved primarily through cam-
paigns in Canada, Cuba, the English-speaking
Caribbean, and Brasil, where 50 million children
under the age of 15 years were vaccinatedl. In Chile

4 million children of the same age group were also
vaccinated

In Mexico, after the serious epidemic that reg-
istered 84,000 cases in 1990, there were 5,000
cases in 1991 and only 734 cases in 1992. However,
some countries still have high incidences of cases
of measles.

The incidence of neonatal tetanus has gradually
diminished in the population of the 1,500 munici-
palities that are considered at high risk in 16 Latin
American countries; in 1992, a total of 896 cases
have been registered. There were no recorded
cases of neonatal tetanus in Chile, Cuba, Costa
Rica, Uruguay, and the English-speaking Carib-
bean.

The number of cases of whooping cough noti-
fied in the Region has declined from 123,466 in
1980 to 15,984 in 1992. The vaccination coverage
for children under 1 year old with three doses of
DPT increased from approximately 38% to 77%.
However, some countries, such as Brazil, Vene-
zuela, El Salvador and Guatemala, still have cov-
erage below 75 %.

Tuberculosis has not shown uniform behavior
in the countries of the Region. For example, in
Panama, after a reduction during the period 1978-
1984, the number of cases increased between 1985
and 1992, with the incidence rising from 18 to 33
per 100,000 population. In Bolivia the incidence
doubled, going from 77 to 150 per 100,000 popu-
lation during the period 1982-1992. In Brazil the
incidence declined steadily between 1982 and
1991, falling from 63 to 36 cases per 100,000. In
Ecuador, the incidence has shown a rising trend,
with the rate currently standing at 52 per 100,000.
In Venezuela the incidence of the disease has
remained constant at around 25 per 100,000 in
recent years. In Mexico, also, the number of
reported cases has held steady at around 15,000 in
recent years. It is estimated that 10% of those cases
are associated with AIDS.

In the United States of America, where current
estimates put the number of infected people at 15
million, following at reduction in the number of
cases over several decades, the number began to
rise in 1985. To date, 36 states have reported cases
of tuberculosis resistant to various drugs. In New
York, one third of the tuberculosis cases have
shown resistance to one or more drugs. In this
country, this disease is the principal cause of death
of people with AIDS. Twenty percent of patients
abandon treatment and fail to complete a full
course of drug therapy.

With regard to malaria, in 1992, 39.9% of the
population of the Region of the Americas lived in
areas in which ecological conditions were propi-
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tious for the transmission of malaria. During the
year a total of 1,187,316 parasitoscopically con-
firmed cases were reported. That number repre-
sents a decline in morbidity compared to 1991,
since the rate in malaria-prone areas decreased
from 437.8 cases per 100,000 population in 1991
to 409.5 in 1992. Since 1974, 1992 was the first
year in which the general epidemiological situation
of the disease showed slight improvement. In
countries or territories of the Region without evi-
dence of transmission, where around 316.0 mil-
lion inhabitants live, 1,263 cases of malaria were
reported. The majority were imported, and 12
were introduced.

The 21 countries of the Region with evidence of
malaria transmission together have a population of
207 million people living in originally malarious
areas. Although complete information is not avail-
able for the entire year, the annual parasite index
(API) registered in these countries was 5.7 per
1,000 population. This signifies a reduction com-
pared to 1991, when the API was 6.2 per 1,000
population in the malarious areas. Of the total
cases of malaria diagnosed and reported during
1992 in the various areas of the Americas, the
largest proportion, 51.4%, occurred in Brazil,
followed by the Andean area, with 27,5%, and
Central America, Panama, and Belize, with
14.6%. However, the estimated risk of contracting
malaria--that is, the API--showed a different pat-
tern, with Guyana and French Guiana registering
the highest API, 38.5 per 1,000 population in the
malarious area, followed by Brazil, with 9.5;
Central America, Panama, and Belize, with 8.5;
and the Andean area, with 5.8 per 1,000 exposed
population. It should be noted that Colombian
scientists have made remarkable progress in de-
veloping a synthetic malaria immunogen called
SPf66, which experimental results have shown to
provide effective protection against infection by P.
falciparum.

Dengue remained endemic, with no major epi-
demics occurring during 1992. In South America,
the disease has become endemic in Colombia after
the country was declared free from A. aegypti in
1967. Between 1990 and 1992 the cases of dengue
hemorrhagic fever (DHF) increased from 31 to
493. The estimated total number of cases of clas-
sical dengue is 18,000, although laboratory con-
firmation of that figure does not exist. As a result
of the reinfestation of Santa Cruz with A. aegypti,
the disease continues to be an important problein
in Bolivia, with risk of DHF. In Brazil, data for
the first 8 months of the year appear to indicate a
notable decline from 96,000 cases in 1991 to
31,000 in 1992. Venezuela, for the fourth con-

secutive year, reported a high number (649) of
cases of DHF. That number represents an increase
with respect to the period 1990-1991, during
which there were 140 cases. With regard to Cen-
tral America, during the second half of 1992 an
epidemic outbreak occurred in Nicaragua, produc-
ing a total of 4,377 cases of classical dengue and
559 cases of DHF. Viral isolation revealed the
circulation of serotype 4 for the first time.

Some 57 cases of yellow fever were reported.
The incidence of the disease was the lowest since
1983, when 46 cases occurred. The countries
reporting cases were: Bolivia (22), Ecuador (20),
Brazil (12), Colombia (3), and Peru, for which
exact figures are not yet available.

With reference to Chagas disease in man, Try-
panosoma cruzi is transmitted principally through
contamination by fecal waste from the insect tria-
tomineous; it is estimated that 300,000 cases of the
infection are produced through this mode of trans-
mission in a year.

Blood transfusion ranks second among the more
important modes of transmission. In Brazil, it is
estimated that between 10 to 20 thousand cases per
year of infection by T. cruzi originated in this
manner. The third important mode of transmission
is in-utero. In the Region, the prevalence of con-
genital Chagas disease is approximately 3%.

Despite migration of rural population to the
urban areas and the consequent "urbanization" of
the disease in some countries, the disease contin-
ues to be primarily a rural problem stemming from
the precarious socioeconomic conditions of the
population and the "domestic" nature of the vec-
tor. It is estimated that in the American continent,
at least 16 to 18 million inhabitants are infected by
T. cruzi. At least 10% of them will have the cardiac
symtoms or problems of the digestive system that
characterize chronic Chagas Disease. Also, it is
estimated that more than 50 million persons are
exposed to the risk of infection. The percentage of
the population who are at-risk is 63 % in Chile,
19 % in Brazil, and 32 %, 31 % and 39 % in Bolivia,
Paraguay and Peru, respectively. The positive
results of serology for T. cruzi in blood banks also
vary from 5% in Buenos Aires and 2% in Sao
Paulo, to approximately 50% in Santa Cruz, Bo-
livia. In Central America, it varies from less than
1% in Costa Rica to 6% in Guatemala and 8% in
Honduras.

In regard to Acquired Inmmunodeficiency Syn-
drome (AIDS), an estimated 2.5 million adults are
infected with HIV in the Americas--1 million in
North America and 1.5 million in Latin America
and the Caribbean. In 1992, 75,730 cases of AIDS
were reported in the Region, 8.4% more than in
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the 1991. By the end of 1992 (the last year for
which information is available) a total of 718,894
AIDS cases had been reported to the World Health
Organization worldwide. Of those, 403,459 were
reported from the Region of the Americas, includ-
ing 315,390 in the USA, 39,500 in Brazil, and
14,280 in Mexico. Although those countries had
the greatest number of cases, several other coun-
tries and territories in the Caribbean have inci-
dence rates up to five times higher than the USA.

During the period 1988-1992, the greatest rise
in annual incidence of AIDS cases was recorded
in the Southern Cone (210%), followed by Mexico
(206%), the Central American isthmus (189%),
the Caribbean (94%), Brazil (82 %), North Amer-
ica (38.5%), and the Andean Area (10.7%). The
Latin Caribbean, which includes Cuba, Haiti, and
the Dominican Republic, registered a significant
decline in annual incidence during the same pe-
riod, but that decline is attributed to reporting
problems, not to a real reduction in the number of
AIDS cases.

In Latin America and the Caribbean, the vast
majority of reported cases occur through sexual
transmission: 93 % in Central America, 92% in the
Andean Area, 90% in the Caribbean, 78% in
Mexico, 70% in the Southern Cone, and 67% in
Brazil. The relative importance of homosexual/bi-
sexual transmission has been declining, while het-
erosexual transmission has been on the rise in
practically all the countries. It should also be noted
that in some countries close to 25 % of reported
cases are now linked to intravenous drug use
(Brazil and Southern Cone). The increase in both
heterosexual transmission and transmission
through intravenous drug use have led to an in-
crease in the number of AIDS cases among
women. In the Southern Cone, for example, the
male:female ratio of cases has gone from 13:1 in
1988 to 4.5:1 in 1992. That change explains the
marked increase in cases due to perinatal transmis-
sion in the Region.

New cases of leprosy detected in 1992 in the
Americas numbered 38,637, which represents 6%
of the total new cases detected in the world. The
total number of cases of leprosy registered in the
Region in 1992 was 283,469, which is nearly 13%
of the world total of cases. The average prevalence
rate was 4.08 per 10,000 population.

Brazil accounted for 88% of the new cases
detected and 78% of the total existing cases. The
prevalence rate in that country is 14.3 per 10,000
population, the highest in the Region. Other coun-
tries or territories with high prevalence rates are
Suriname, with 6.5 cases per 10,000 population;
Guadeloupe, with 5.5; Colombia, with 4.6; Vene-

zuela, with 4.0; Saint Lucia, with 3.7; and Para-
guay, with 2.8. Ecuador, Cuba, Uruguay, and
most of the countries or territories of the English-
speaking Caribbean have already achieved preva-
lence rates of under 1 per 10,000, and the
Dominican Republic is expected to reach that level
in the near future.

Multidrug therapy continues to constitute the
principal tool for the elimination of leprosy. Cov-
erage with MDT in the Region is 34.6%, com-
pared with 48.7% at the global level.

As regards the situation of rabies, before the
Regional Program for the Elimination of Urban
Rabies was launched an average of 350 human
cases occurred annually. Since the Program's in-
ception the number of cases has declined. During
1992, 225 cases of rabies in humans were reported
in the Americas.

At the beginning of the decade, of the 414 cities
targeted by the Program, 74.5% of them, includ-
ing the capital cities, were rabies-free. In the
period 1990-1992, 50 of the 414 cities reported
human deaths from rabies, which means that the
percentage of cities free from rabies had risen to
87.9%. In 1992 only 4 of the capital cities had
cases of rabies (Guatemala City, San Salvador,
Quito, and Lima). The total human population
living in major cities free from rabies in 1992
numbered 136.7 million.

Dogs continue to be the principal transmitters of
rabies to man. In the period 1990-1992, dogs were
identified as the source of infection in 84.0% of
the 531 cases in which the attacking species was
known.

A decline has been observed in the annual aver-
age number of reported cases of canine rabies,
from 20,518 before the Program was launched to
an average of 8,434 for the last two years. Despite
this overall progress, the rabies situation has dete-
riorated in several countries, namely, Bolivia,
Ecuador, El Salvador, Guatemala, Haiti, and
Peru.

An outbreak of epidemic neuropathy was re-
ported by Cuba, beginning in mid-1992. The epi-
demic started in the western region and had
extended throughout the country by the beginning
of 1993. As of 22 June 1993 a total of 46,030 cases
had been reported, with a cumulative incidence of
422 per 100,000 population. The first reported
cases occurred in the Province of Pinar del Río
among adult males from rural areas who were
engaged in tobacco-growing and had a history of
moderate smoking and drinking. They exhibited
symptoms of optic neuropathy. The disease has
affected both sexes, the sex-specific rate being 510
per 100,000 population among women and 348
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among men. The group aged 25-64 years has been
most heavily affected, with the group aged 45-64

* at greatest risk (a rate of 856 per 100,000 popula-
tion). The disease is rare in children and adoles-
cents. The neuropathy has presented three clinical
pictures: one predominantly optic, another with
symptoms of peripheral neuropathy, and a third
that combines symptoms of the first two. The optic
form predominates among men and the peripheral
form among women. Peak incidence occurred
between 28 March and 10 April 1993. The optic
form was waning by the end of May, and the
peripheral form began to abate in mid-June. The
etiopathology of the disease has not yet been
conclusively determined, but the prevailing multi-
causal hypothesis points to toxic-nutritional fac-
tors and a possible viral association.
Contagiousness has not been verified. All the
patients have been treated parenterally with B
vitamins, and the majority have shown significant
neurological improvement. No fatalities have oc-
curred.

With regard to other health problems, the im-
portance of chronic degenerative diseases has
increased, especially in those countries in which
total mortality and fertility have declined appre-
ciably. The rise in such diseases in those countries
was foreseeable, given the aging of their popula-
tions. Mortality from external causes (accidents,
homicides, suicides, etc.) is having an increasing
impact on daily life, especially mortality from
urban violence and homicide, in particular. It is in
Colombia that this phenomenon has become most
pronounced in recent years, causing as many
deaths in that country as AIDS in the entire Region
of the Americas over the six-year period from
1987 to 1992. The homicide rate doubled in three
years, climbing from 36.1 per 100,000 population
in 1987 to 72.8 in 1990, and then continued to rise
to 81.2 in 1991 and 86 in 1992. Homicide went
from being the ninth leading cause of death in the
1960s to the fourth in the 1970s. It had moved into
first place by the late 1980s, claiming victims in
increasingly younger population groups. In
Medellín the rate in 1990 had reached 280 per
100,000 population. Annually, between 45,000
and 50,000 children are being orphaned and
13,000 women widowed as a result of the vio-
lence.

A number of natural disasters of varying types
and magnitude occurred during the year, produc-
ing multiple material, economic, and human
losses. The most serious in terms of sheer force
was Hurricane Andrew, which ravaged several
Caribbean islands and the southern states of the
United States, especially Florida and Louisiana,

where material losses were huge. In Nicaragua,
the Cerro Negro volcano erupted, but a more
serious problem was the tidal wave that caused 105
deaths and demolished several coastal towns. Co-
lombia also suffered an earthquake and volcanic
eruptions. And in Panama an earthquake struck
Bocas del Toro in April 1992, causing human and
material losses.

Special mention should be made of the situation
of Haiti in 1992 resulting from the coup d'état of
September 1991. The country is immersed in a
severe political, economic, and social crisis. Na-
tional institutions are not functioning effectively,
so it has fallen basically to international agencies
to run the Program for Humanitarian Assistance,
through which external food aid has been provided
to some 2 million people. As for health services,
in the current situation they are being delivered
mainly by the private and semi-public subsectors
(especially various NGOs).

Policies, Plans, Programs, and Service
Development

In general, the response in Latin America to the
cholera epidemic was the most important event of
the year in terms of the various goods and services
provided to the population. This response ex-
plains, in part, the lowered total death rate in the
epidemic compared with 1991. The prediction that
the disease could become endemic led almost all
countries in the Region to implement special pro-
grams to combat cholera, with such efforts as
interventions in medical care, public information,
food protection, and disinfection of water for
human consumption in the short term, and meas-
ures to overcome the shortfall in health services,
drinking water supply, and basic sanitation in the
long term.

The recent trend toward decentralization and the
development of local health systems continues. All
the countries include it among their priorities.
Cuba is strengthening the development of its mu-
nicipal health systems under the plan Objectives,
purposes, and directives to improve health in
1992-2000. Bolivia has assigned priority to 11
health districts. In the Dominican Republic, the
number of health zones that can be considered as
local health systems, continue to increase in size.
In Nicaragua, the regional health departments
have been replaced, and a local system has been
created in each of them to enable resources to be
mobilized in an integrated fashion at that level.
Mexico increased the number of jurisdictions op-
erating as local systems to 136, out of a total of
234. In Paraguay, the new constitution provides
for a National Health System under which the

7



departmental governments act as decentralized
units at the local level.

The integration of health services and other
social areas has received a special impetus in
recent years, over and above the boost that came
from the development of the local health systems,
with the creation of mechanisms known as social
emergency funds or social investment funds.

In 1991, commissions of interagency and inter-
institutional coordination were created to support
the implementation of the agreements of the World
Summit for Children, signed by all the countries
in the Region, except Haiti. As a preliminary step,
the Interagency Coordinating Commission, which
includes PAHO/WHO, UNICEF, IJNFPA,
USAID, and IDB, was established in May 1991.
At the country level, national commissions were
created, which in 1992 prepared National Plans of
Action to achieve the Summit's goals, including
control of the main childhood diseases, a 50%
reduction in malnutrition and maternal mortality,
a one-third reduction in mortality among children
under 5, the provision of drinking water to all
communities, universal access to services and in-
formation on family planning, and basic education
for all children.

One of the elements that is receiving increasing
emphasis in country policies is health promotion,
and it has become a basic part of the plans of
several countries. Canada continues to break
ground in the Region in this regard. The declara-
tion adopted at the International Conference on
Health Promotion, held in Santa Fé de Bogotá in
November, sets targets and identifies the chal-
lenges to be met, and the approaches to be pursued
to bring about healthy behavior. One of the most
effective tools being used for this increasingly
important health promotion is education, espe-
cially through the appropriate use of the mass
media.

The United Nations Conference on Environment
and Development, held in Rio de Janeiro in June
1992, brought together the greatest number of
statesmen in history. The final declaration that was
adopted by the Conference contains a chapter on
protecting and promoting health, which includes
five program areas: meeting primary health care
needs, particularly in rural areas; control of com-
municable diseases; protecting vulnerable groups;
meeting the urban health challenge; and reducing
health risks from environmental pollution and haz-
ards. In addition to the areas traditionally included
under the heading of environment, another area of
rising importance in the Region is tourism, which
is greatly influenced by environmental issues be-
cause of their ramifications and association. The

importance of the tourism industry has led to
mounting interest in environmental protection as a
vital element in attracting tourists. Moreover, en-
suring visitors of the availability of certain basic,
high-quality medical services in an efficient and
timely fashion is a critical part of tourism. This is
a new activity area in the Region, especially in the
Caribbean countries.

With the end of Nicaragua's civil war, with El
Salvador's conflict having been settled, and with
peace talks in Guatemala at an advanced stage,
these countries now face situations that involve
millions of people--refugees, repatriates, disabled
persons, relocated persons, displaced persons.
This poses enormous challenges for the delivery
of health services to these individuals and, as a
result, for peaceful coexistence. These challenges
are being met with hard work and great motiva-
tion. Guatemala has created a Fund for Peace that
provides technical assistance, including health
care, for refugees and repatriates. In El Salvador,
where an estimated 1.8 million people have been
uprooted (one-third of the population), the agree-
ment between the Government and the guerrillas
that has brought peace to the country, led to the
development of a National Recovery Plan that
includes a strong health services component, with
various administrative arrangements which vary
according to the area within the country. Decen-
tralization is enabling Nicaragua to tackle the wide
spectrum of problems of different population
groups. A critical element to be addressed is the
delivery of services to those who were disabled or
wounded in previous armed confrontations.

Given the high mortality from cervical cancer
and the high prevalence of diabetes in several
countries, especially those of the English-speaking
Caribbean, several countries have developed ag-
gressive programs for the prevention and control
of these diseases. However, the economic prob-
lems that have emerged as a result of adjustment
policies have prevented or hindered several of
them from carrying out their programs, as has
been the case in Ecuador and' Trinidad and To-
bago.

The subregional integration processes have gone
beyond purely economic and commercial issues.
In addition to the ongoing projects for technical
cooperation among countries, which in many cases
address problems common to neighboring coun-
tries, advances have begun to be made in areas in
which it is feasible to establish common guidelines
and standards that go beyond the areas of produc-
tion and marketing, on which the agreements
initially focused. Thus, the Ministers of Health of
MERCOSUR (Argentina, Brazil, Paraguay, and
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Uruguay) continued to emphasize technical coop-
eration among countries. The most successful

*work to date has been the effort to contain and
control Chagas disease. The Andean Area coun-
tries have proposed a common system for regis-
tering and marketing drugs, as well as an Andean
Health Card, within the framework of the Andean
agreement on social security. Efforts have contin-
ued under Project "Convergencia", which contem-
plates the regional integration of health technology
development and technical cooperation among
countries in this field. At a regional meeting in
Chile in July 1992 eight regional projects on
biologicals, drugs, rehabilitation, information sys-
tems, and others were prepared, in addition to
several subregional bilateral projects and agree-
ments. In addition to PAHO/WHO, this project
involves LAES, ECLAC, CELADE, UNDP, and
UNESCO.

It is in the area of health financing and expendi-
ture that the current situation is most critical in all
of the Region's countries. In Canada, Cuba, and
the United States there are calls to curb expendi-
tures, given the enormous resources absorbed by
health care and its steady upward trend. The
United States, which in 1965 spent 6.5% of GDP
on health care, has increased its health expendi-
tures to more than twice the rate of inflation,
reaching 13.2% of the GDP in 1991, with almost
36 million people under the age of 65 uninsured,
30 million of them employed workers. In 1992,
spending on health care in the United States was
expected to rise to 14% of GDP. Canada, whose
spending on health care was similar to that of the
United States in 1971, saw it rise to 8.9% of GDP
in 1989 and to 10% in 1991.

In Cuba, concern over spending on health stems
from the high priority that health care has had up
to now and from the costs entailed in maintaining
that quantitative and qualitative level in the midst
of a serious economic situation. In the rest of the
countries, by and large, the problems have arisen
as a result of certain fiscal adjustment policies,
which have led to lowered public funding at a time
of deteriorating employment, both in terms of the
number of jobs and real wages. This has led to a
deterioration of the quantity and quality of medical
benefits under social security and, thus, to a heav-
ier demand for public services among population
groups that would have been covered by social
security.

This shortage of economic resources, often ac-
companied by inefficiency and a lack of flexibility
in allocating resources to programs or priority

* problems, is reflected in various ways. In Nicara-
gua, whose spending on health declined from

4.8% of the GDP in 1987 to 2.7% in 1991, the
production of services declined between 1990 and
1991, with the exception of delivery care, which
increased. Ecuador had problems regarding vac-
cinations resulting from failure to contribute to the
Revolving Fund; the crisis in Guayaquil led to a
deterioration in sanitation services and a conse-
quent increase in urban rabies; and the suspension,
in early 1992, of external support for the malaria
program led to a shortage of supplies and medi-
cines for the program that probably led, in turn,
to an increase in cases and mortality. Owing to a
lack of resources and regulation, difficulties have
arisen in Colombia regarding the country's new
Constitution, particularly as concerns social
rights, and the establishment of a new Ministry of
the Environment has consequently been delayed.
In several countries the lack of budgetary planning
and total dependency on external assistance will
create serious difficulties for the development of
the Expanded Program on Immunization once
such donations begin to diminish. The Dominican
Republic is having problems in supplying oral
rehydration salts for diarrheal control and drugs
for acute respiratory infections, in addition to
carrying out canine vaccination programs. Several
countries have experienced serious hospital crises
occasioned by budgetary cuts; 40% of hospital
equipment in Peru is in disrepair; in Argentina,
budgetary restrictions on public sector expendi-
tures and the development of MERCOSUR, have
favored programs directly related to subregional
integration at the expense of services for the
population and with a notable weakening of the
role of the central level; and in Panama, the
economic crisis reduced the number of social
security beneficiaries from 63 % to 48 % of the total
population between 1987 and 1991, and the social
security system discontinued providing drugs to
nonmember patients in integrated hospitals. Sev-
eral countries are negotiating loans with external
financing organizations in order to strengthen,
maintain, or expand basic health services in a time
of restricted budgets, notably Chile, Ecuador, and
Venezuela, in view of their great needs in this
regard.

An indicator of the problems that hinder the
development of health services is the fact that
salaries, wages, and fees absorb an increasing
percentage of the total budget. This percentage has
been rising in almost all countries year after year,
in some cases exceeding 80%. Amid cuts in gov-
ernment expenditures this means that the amounts
allocated for supplies, maintenance, purchases,
food, drugs, medicines, and other items are being
reduced, and, thus, the quantity and quality of
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services are diminishing. Another indicator is the
ability of the public sector to attract workers,
especially physicians. The work force: in that sec-
tor is shrinking and moving to other subsectors,
especially the private sector, and in sorne countries
increasing numbers of professionals are emigrat-
ing.

A response that is being promoted in the coun-
tries to deal with the current crisis is privatization.
Proposals range from systems in which the serv-
ices obtained are directly related to the ability of
the population to pay to systems in which emphasis
is laid not on the origin of the funds, but rather on

the private nature of the institutions providing the
services. As a natural reflection of this process,
there are more and more countries in which the
role of the Ministries of Public Health is being
reduced, and proposals are being made to convert
them into departments of more expanded Minis-
tries, thereby diminishing not only their roles as
providers of services but also as regulators of
health services systems.

(Source: Health Situation Analysis Program, HDA.)

Outbreak of meningococcal meningitis in Chile

Starting in 1981, the number of cases of meningo-
coccal infection began to rise, particularly in the
northern regions of the country. In Iquique in 1986,
a rate of 20 per 100,000 population was reached.
Between 1982 and 1992, the rates in the country
increased by a yearly average of 0.186 per 100,000
inhabitants. Children under 5 years of age accounted
for 55% of total cases of which 21.9% occurred in
infants younger than 1 year old (a rate of 28 per
100,000 population). The highest morbidity rates
during this period were found in Iquique (19.1 per
100,000); Antofagasta (11.9 per 100,000); and the
southern and eastern sector areas of the Metropolitan
Region (4.7 and 4.5 per 100,000, respectively). The
average case fatality ratio of the disease was 10.3%
higher among children under one year of age, and
73.7% of all cases died within 24 hours. In 1982, an
immunization campaign using a vaccine against se-
rogroups A and C was carried out in the Metropoli-
tan Region, reaching 95 % of the population between
6 months and 25 years of age. Subsequently, the
number of cases of types A and C meningococcal
meningitis dropped. No study of vaccine efficacy
was carried out.

In early 1993, cases increased throughout the
country, a total of 367 cases being reported prior to
week 38 (25 September). Regions I (Iquique) and II
(Antofagasta) have been most affected, with 8.5 and
7.9 cases per 100,000 population, respectively. The
rate in the Metropolitan Region is 4.8 per 100,000
population. Of total cases, 56.8% are in children
under 5 and 18.6% in infants under 1 year of age.

The clinical manifestations were: 66.4% meningitis,
24.2% meningococcemia, 8.5% combination of
both, and 0.9% other. The highest case fatality ratio
was 31%, recorded in March. The ratio has now
stabilized at 11.8%, with a total of 49 deaths, 24.4%
of which were in children younger than 1 year old.
For 17.1 % of the deceased and 31.2% of the survi-
vors, a late diagnosis was made (more than 48 hours
elapsed between appearance of symptoms and con-
sultation). As the population has become better
informed, health services are being sought earlier,
contributing to the decline in case fatality ratios.
Bacteriological confirmation has been made in
57.0% of the reported cases, 93.6% being type B,
1.3% type Y, 4% type W, and 0.4% type C. There
are no differences according to age group. Variations
in the number of cases occurring are related to the
socioeconomic conditions of the population. An av-
erage of 3 cases were discovered in neighborhoods
where the poor population is less than 10%, com-
pared to 18 cases in neighborhoods where a larger
proportion of the population is impoverished.

Currently, the epidemic has stabilized throughout
the country, and it is hoped that as the summer draws
near and the population and health care providers are
alerted to the diagnosis of meningococcal infection,
both the number of cases and deaths will subside
during the next quarter.

(Source: Ministry of Health, and PAHO/WHO
Representative Office, Santiago, Chile.)
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