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Acute Respiratory Infections in the Americas

Together with diarrheal diseases, acute respiratory in-
fections (ARI) are the most frequent causes of illness and
death in children; in addition, they cause absenteeism
from work in adults and death in the aged. According to
their location, they may be classified into infections of
the upper and lower respiratory tract; the first are very
frequent and usually viral in origin and the second-the
generic name of which is pneumonia-are those primar-
ily responsible for deaths. In pneumonia the etiology is
almost always viral (which is serious in infants under one
year of age or malnourished infants), bacterial, or the
result of bacterial complication of an initial viral process.

Because of limited laboratory resources and the dif-
ficulty of identifying the etiologic agent of pneumonia
in the normal flora of expectoration, diagnosis is usually
clinical.

Definition of the Problem

It is estimated that ARI are responsible for more than
2 million deaths annually throughout the world, accord-

ing to information from 88 countries with one-third of
the world population (Hitze, K. L. Bull UICT 53:314-
317, 1978). This represents twice the number of deaths
from chronic respiratory disease and 5.5 times more than
the number of deaths from tuberculosis reported by
those countries, although, because more information
comes from developed countries, chronic diseases are
probably over-represented.

Influenza-which is basically recognized during
epidemics and often confused with the common cold and
bronchiolitis (a characteristic disease of small chil-
dren)-has been included here with the pneumonia
group as a cause of death. Tables 1-3 show the relative
importance of influenza and pneumonia as a cause of
death in 24 countries in the Americas, broken down by
subregion.

Noteworthy are the high mortality rates in Continental
Middle America and Tropical South America, where
each year one out of every 100 children under one year of
age dies from pneumonia. In Tropical South America
the data do not include Bolivia and Brazil; their inclu-
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Table 1. Number, rate per 100,000 population, and percentage of deaths from influenza and pneumonla by age,
in subregions of the Americas, around 1976.

Age in years

<1 <5

Subregion No. Rate % No. Rate %a

North America 1,848 50.1 3.6 2,258 13.2 3.7
Middle America, Caribbean 1,330 277.9 9.6 1,786 69.1 10.1
Continental Middle America 35,559 1052.4 22.3 45,547 320.1 20.3
Tropical South America 18,357 925.5 17.6 27,220 281.8 17.2
Temperate South America 5,170 536.4 11.8 6,082 142.0 11.9

aAs a ratio of total deaths from all causes.

Table 2. Rank order of influenza and pneumonia among
causes of death in children under 1 year of age in 24 countries

in the Americas, by subregion, around 1976.

Rank
No. of

Subregion countries 1 2 3 4 5

North America 2 - - 2 - -
Middle America,

Caribbean 7 - 1 5 - 1
Continental Middle

America 7 2 2 1 2 -
Tropical South America 5 1 - 3 1 -
Temperate South America 3 - 1 1 - 1

Total 24 3 4 12' 3 2

Table 3. Rank order of influenza and pneumonia among
causes of death in children under 5 years of age in 24 countries

of the Americas, by subregion, around 1976.

Rank
No. of

Subregion countries 1 2 3 4 5

North America 2 - - - 2 -
Middle America,

Caribbean 7 - 2 4 1 -
Continental Middle

America 7 - 5 - 2 -
Tropical South America 5 1 1 3 - -
Temperate South America 3 - 1 1 - 1

Total 24 1 9 8 5 1

sion would considerably increase the absolute number of
deaths.

In most of the countries, mortality from influenza and
pneumonia in children under five years of age has fallen
significantly in recent years (Table 4). An improvement
in the reporting system may be the cause of the increase
noted in some countries. According to the findings of

various meetings of experts mortality could be much
lower than that recorded, given the therapeutic resources
available.

Pneumonia is also a frequent cause of death in the
aged, with similar mortality rates. Since this age-group is
still small in the Region the absolute numbers of deaths
represent a secondary priority. For this group, pneumo-
nia vaccine is also available for control activities and
while of little value in children, is highly effective in
adults.

Since cases of acute respiratory infections are not
notifiable, few countries have data on incidence.

In Venezuela pneumonia accounts for 8.6 per cent of
all diagnosed causes of death and 51.8 per cent of mor-
tality from acute respiratory infections (Salazar, E.T.
Tuberculosis Department, Ministry of Health and Social
Welfare, 1979). In the five year periods 1968-72 and
1973-77 reports of pneumonia increased by 28.7 per cent
and mortality from that disease fell by 4.2 per cent,
which suggests that the case fatality rate was lower. It
should be pointed out that in more than 90 per cent of
the reports the etiology was non-specific and that there
were no major changes between 1968 and 1977. In deaths
from pneumonia, confirmation of the etiologic agent in-
creased from 1.7 per cent in 1968 to 7.5 per cent in 1977
and pneumococcal etiology, from 0.1 to 4.6 per cent.
More than 50 per cent of the deaths occur in children
under 5 years of age and, within that age group, more
than 80 per cent are in children under one year of age.

The demand for medical care for acute respiratory
diseases represents an important burden for the health
systems. In Bolivia it accounts for more than 10 per cent
of all consultations. In 1970, 40.9 per cent, and in 1971
49.6 per cent of these consultations were for children
under 5 years of age (Table 5).

It is estimated that the situation in other Latin
American countries is similar to that shown by the data
for Bolivia and Venezuela.
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Year

1969
1977
1968
1977
1969
1977
1968
1977
1968
1975
1968
1977
1968
1977
1969
1975
1968
1976
1969
1974
1969
1974
1969
1976
1969
1976
1969
1974
1968
1977
1968
1974
1969
1977
1968
1973
1970
1976
1968
1977
1968
1976
1968
1977

Rates per 100,000

< 1 year

932.8
426.9
383.6
423.9
163.7
45.9

2,897.2
917.0

1,112.2
697.7
586.0
280.4
646.7
306.4

1,002.2
280.4
218.4
258.4
925.2
841.2
522.8
370.3

2,079.9
1,419.9

382.3
226.7

1,825.2
1,160.0

403.6
251.1
308.6
421.2

1,564.6
1,519.6
2,044.3
1,718.9

493.0
316.8
225.8
50.6

515.8
241.7
554.2
426.1

<5 years

217.8
125.9
115.7
112.9
37.4
11.8

669.8
191.7
310.5
199.6
144.7

76.1
154.3
69.2

381.0
63.0
67.4
82.1

317.8
286.9
187.1
108.9
877.0
616.2
156.7

79.4
557.4
337.4
136.6
77.0

129.6
132.4
298.2
369.2
604.8
521.4
123.0
78.5
51.8
13.3

119.7
67.8

162.7
128.9

aNo data available for Bolivia, Brazil, Guyana, and Haiti. Bahamas,
Grenada, Jamaica, and Suriname have been excluded because of in-
complete information.

bReporting area.

Control Strategles

Special world-wide attention has been accorded acute
respiratory infections since 1976. In May 1979 the
Thirty-second World Health Assembly approved a res-
olution (WHA32.33) recognizing the priority of respira-
tory diseases as a socioeconomic and public health prob-
lem and the importance of these infections as a cause of
death in infancy and childhood and recommended the

promotion and conduct of national control programs
that would give high priority to research on simple and
effective methods for preventing, diagnosing, and
treating them.

A number of countries in the Americas are already
studying the problem and in 1980 three consecutive
meetings organized by PAHO were held in Rio de Janeiro
on this subject: a preparatory course for virologists in the
diagnosis of respiratory viruses, a regional seminar on
ARI, and a meeting of experts from various countries to
prepare a research protocol on etiology, clinical treat-
ment, behavior, and course of pneumonia in children on
the basis of the demand for health services. This research
project is being conducted in Brazil and the protocol will
be a standard basis for studies in other countries once it
has been adapted to local conditions.

The principal purpose is to obtain information for the
needs of an ARI control program designed to reduce
mortality in the age group 0-5 years. An important factor
is to determine the etiology of pneumonia. If the cause of
death is primarily bacterial or a complication of viral
pathology, the early application of adequate antibiotic
therapy in programs with wide coverage that are free of
charge, extended to the entire primary health care sys-
tem, and the use of simple procedures and standards and
supervision, can have a major epidemiological impact.

If the fundamental cause is viral, as it is in the United
States of America, the application of respiratory support
measures (including the supply of oxygen) and the devel-
opment of vaccines will have a significant effect.

The two etiologies are probably important in Central
and South America. Through the studies, the possible
effect of each technical resource can be estimated and
decisions taken on the components of the program.

A priori, and on the basis of information derived from
clinical studies carried out in the various countries, a
large proportion of the cases of pneumonia in children
appear to be caused by pneumococci. In view of their
sensitivity to low-cost drugs, the principal problems
would be the organization of a prompt supply of them at
the primary health care level, on a controlled ambulatory
basis, and the method of operational and epidemiolog-
ical evaluation of the effect of the program.

The diagnosis entails the preparation of very simple
rules for the selection of the cases to be treated. Treat-
ment must include support techniques (clearing of ob-
struction in the nasal fossi, oral rehydration, etc.) and
methods of control of the evaluation and of referral when
necessary.

A number of Latin American countries that account
for three-quarters of the population are conducting re-
search programs like those mentioned above, preparing
the bases of a control program, or obtaining the neces-
sary epidemiological and operational information. Some
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Table 4. Mortality rates from influenza and pneumonia per
100,000 population in chlldren under 1 year of age and children
under 5 years of age, for two different years by countries In the
Americas.a

Country

Argentina

Barbados

Canada

Chile

Colombia

Costa Rica

Cuba

Dominica

Dominican
Republic

Ecuador

El Salvador

Guatemala

Honduras

Mexico

Nicaragua

Panama

Paraguayb

Peru

Trinidad and
Tobago

United States

Uruguay

Venezuela



Table 5. Summary of annual consultations for acute respiratory infections, Bolivia 1970-77.

Causes

Viral,
Upper bacterial
acute and non-

Total con- respiratory specified
Year sultations infections Influenza pneumonia Total Percentage

1970 400,523 22,592 21,474 6,600 50,726 12.7
1971 461,300 23,191 20,938 4,848 48,977 10.6
1972 554,508 24,248 24,809 6,949 56,006 10.1
1973 598,067 32,837 22,340 7,911 63,088 10.5
1974 626,790 36,055 29,877 8,441 74,373 11.9
1975 638,927 39,588 30,972 9,007 79,567 12.4
1976 699,620 43,468 60,515 9,610 113,593 16.2
1977 732,750 47,766 38,911 10,263 96,940 13.2

Source: Boletín Epidemiológico, No. 53, November 1979, Ministry of Social Welfare and Public Health.

already have standards for diagnosis and treatment
although a program with quantified targets has not yet
been established.

The scientific progress expected in the next decade in
the field of antibacterial and anti-viral vaccines, as well
as the existing interest in developing appropriate tech-
nologies for bringing therapeutic resources to primary
care services, promises a rapid technological break-
through in this field. However, only already organized
programs can make use of these resources, which makes
it urgently necessary for the health team to pay attention
to the problem of acute respiratory infections.

The immediate target for the years ahead is to estab-
lish national control programs integrated into primary
health care. PAHO will actively participate in coordinat-
ing the efforts of the countries and in disseminating the
advances made so as to achieve a regional program with
a major epidemiological impact on mortality in infants.

(Source: Program for the Control of
Acute Respiratory Infections,

Communicable Disease Unit, PAHO.)

Schistosomiasis in Cuba

The transmission of schistosomiasis has never been
observed in Cuba; nor have autochthonous cases been
diagnosed. Accordingly, all the reported cases have been
imported.

In 1976-1979 a total of 40,604 travelers from abroad
(24,935 Cubans and 15,669 foreigners) were investigated
through the international health control mechanisms. A
total of 1,886 cases of schistosomiasis imported from
Africa and the Middle East were diagnosed. Of these,
1,243 (65.9 per cent) were due to Schistosoma haemato-
bium and 643 (43.1 per cent) to S. mansoni. Cases of the
disease due to the other two species pathogenic for man
(S. japanicum and S. intercalatum) were not reported.

There does not appear to be any possibility of local
transmission of schistosomiasis in the country, except for
S. mansoni, which is a potential danger. Of the river
moluscs involved in the transmission of the disease, only

those of the genus Biomphalaria, which act as in-
termediate hosts of S. mansoni, have been reported in
Cuba. Of these, the species Biomphalaria havanensis
and B. helofila could be potential intermediate hosts, but
the studies made to confirm this fact have been insuffi-
cient or the results disputable.

The search for travelers from endemic countries has
been an important measure, since treatment has been
given to several hundreds of patients who were kept
under control. The possibilities of the disease being in-
troduced into the country have been limited by sharply
reducing the reservoir.

(Source: Boletín Epidemiológico, Vol. 2,
No. 5, 1980, National Institute of Hygiene,

Epidemiology, and Microbiology, Cuba.)
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