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PAN AMERICAN SANITARY BUREAU
VALUES, VISION, and MISSION

The Pan American Sanitary Bureau (PASB), the oldest international health agency in the world, is
the Secretariat of the Pan American Health Organization (PAHO). The Bureau is committed to pro-
viding technical support and leadership to PAHO Member States as they pursue their goal of Health
for All and the values therein. Toward that end, the following values, vision, and mission guide the
Bureau's work.

VALUES
Equity
Striving for fairness and justice by eliminating differences that are unnecessary and avoidable.

Excellence
Achieving the highest quality in what we do.

Solidarity
Promoting shared interests and responsibilities and enabling collective efforts to achieve common
goals.

Respect
Embracing the dignity and diversity of individuals, groups, and countries.

Integrity
Assuring transparent, ethical, and accountable performance.

VISION

The Pan American Sanitary Bureau will be the major catalyst for ensuring that all the peoples of the
Americas enjoy optimal health and contribute to the well being of their families and communities.

MISSION

To lead strategic collaborative efforts among member countries and other partners to promote
equity in health, to combat disease, and to improve the quality of, and lengthen, the lives of the
peoples of the Americas.
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PREFACE

On this centennial year of the Pan American Health Organization (PAHO), | am pleased to
present the quadrennial publication Health in the Americas, 2002 edition. With this publica-
tion, PAHO continues to respond to Member States’ mandate to analyze and disseminate in-
formation on health situation and trends in the Region of the Americas. This publication
presents, in two volumes, a Regional analysis and an analysis for each of the 47 countries and
territories of the health situation and trends in the Americas from 1997 to 2000.

An important feature of this publication is its documentation of the effects of socio-
economic inequalities on the populations’ health, particularly the relationship between in-
come distribution and health status, viewed when countries are analyzed in groups. This
relationship has an extremely important implication—it is possible to make significant
improvements in health not only by promoting economic growth, but also by reducing in-
come gaps within a country.

In broad terms, the Region's health situation can be viewed as a reflection of the dual im-
pact of the demographic changes and shifts in epidemiological profiles. It also mirrors the ef-
fectiveness of health policies and the performance of the health systems. Some health prob-
lems still remain unresolved and new ones have emerged. Moreover, health problems are
unequally distributed across the population and have differential effects on various groups.
The health gains that have accumulated at the beginning of the 21st century are, in great
measure, a tribute to the capacity of the countries to pursue the goal of “Health for All
by the Year 2000,” recognizing that it remains valid in the Region of the Americas even today.

This publication offers an updated assessment of overall health conditions in the
Americas and, as such, contributes to a better understanding of its determinants. I encour-
age national health authorities, policy makers, scholars, researchers, health workers, and any-
one committed to the advancement of public health in the Americas to take advantage of this
valuable resource.

George A. O. Alleyne
Director

vii






INTRODUCTION

Health in the Americas is the Pan American Health Organization’s flagship publication ana-
lyzing the health situation and trends in the Region of the Americas. This edition is the lat-
estinalong series of such reports that the Organization has published since 1954. The book’s
contents, format, and slant have evolved over time in order to adapt to changing demands
from Member States, to reflect new developments in epidemiologic thinking and practice,
and to respond to new challenges in PAHO's technical cooperation. Through its history, this
publication has grown from an almost purely statistical report to an in-depth, comprehen-
sive, public health assessment of the Region’s health status and its determinants.

In this 2002 edition, the analysis of Health in the Americas is oriented toward docu-
menting inequalities in health. In order to best show the analysis at both the Regional and
country levels, this edition, as were previous ones, is presented in two volumes. Volume I's
eight chapters bring together the contributions of several of PAHO's technical units to pre-
sent a Regional perspective on the current health situation. This volume includes analyses of
the status and trends of several important health and health-related indicators and determi-
nants, ranging from mortality and changes in life expectancy to the impact that income-level
and income-distribution inequalities have on the population’s health. Viewed in the context
of globalization, health sector reform, and other macro-political processes, Volume | de-
scribes the current status and trends in health promotion, environmental health, disease pre-
vention and control, availability of health resources and technology, and external cooperation
in health.

Chapter | presents a conjunctural analysis of the current political and socioeconomic
context in the Americas, emphasizing democratization, decentralization, globalization, pri-
vatization, urbanization, and other major macro-determinants of health. It also presents a
demographic analysis that focuses on changes in natality and fertility, as well as their transi-
tion; aging; migration; and urbanization processes. In addition to showing updated mortal-
ity rates for major causes of death, by sex and age, the mortality analysis in this chapter doc-
uments the contribution of 32 causes of death to changes in life expectancy observed in the
Americas between the beginning of the 1980s and the end of the 1990s. The chapter ends
with an analysis of inequalities in health that considers the population’s income level and in-
come distribution.

Chapter 11 analyzes major macro-political, social, economic, and financial determinants
of health, emphasizing those processes that can potentially affect health status and the or-
ganization, effectiveness, and accessibility of health systems. The chapter also examines the
effects of globalization, international trade, and economic policy and growth on poverty, as
well as issues of gender and ethnicity as health determinants.

Chapter 111 looks at trends and main features of health sector reforms in the Region,
stressing the importance of essential public health functions and including an analysis of
policies, resources, and offer/access of health services according to public, private, and social
security participation. It also describes the stages of decentralization of health services and
essential public health functions; the reorganization of health care systems and public health
services; health sector financing, including national health accounts; health legislation and
regulation; and the monitoring processes of health sector reforms.

Chapter 1V deals with how individuals and populations organize themselves to respond
to health needs by promoting health activities both within and outside the health sector. It
examines healthy communities and healthy individuals; food and nutrition; prevention and
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control of tobacco, alcohol, and other drug use; reproductive health; indigenous populations;
the elderly; the disabled and handicapped; violence prevention and control; oral health; and
mental health.

Chapter V shows how environmental forces change living conditions and public health.
It highlights environmental policies and the regulation of water, air, housing, waste, and pol-
lution; it also looks at progress made in water supply and sanitation, control of pesticides and
other pollutants, and the work environment and occupational health services in the Region.

Chapter VI—which deals with disease prevention and control—briefly describes the
current situation and trends of health problems and impairments based on morbidity and
disability, stressing the main interventions carried out to prevent and control them. Analyses
highlight inequalities by geographic areas, age, sex, and socioeconomic categories. The chap-
ter also shows the Region’s current situation in regard to emerging and re-emerging diseases;
tuberculosis and other chronic communicable diseases; AIDS and sexually transmitted in-
fections; vaccine preventable diseases, with emphasis on Regional efforts toward measles
eradication; and acute respiratory infections and diarrheal and other infectious intestinal
diseases in the context of the Integrated Management of Childhood lliness Initiative. It also
updates the situation analysis of vector-borne and foodborne diseases; zoonoses, including
rabies; Creutzfeldt-Jakob disease; foot-and-mouth disease; as well as cancer and other
chronic degenerative diseases, accidents and other external causes, and disaster prepared-
ness and emergencies.

Chapter VII analyzes health resources and technology, and details how scientific and
technical activities are organized to cope with health problems in the countries. The analysis
includes the situation of human and technological resources, health care facilities, health
services provision, medical technology, drugs, blood and other biological products, and the
scientific production in health in the Americas.

Finally, Chapter VIII reviews the characteristics and trends of external cooperation in
health within the context of changes in subregional initiatives, including the international
commercialization of foods, biological products, means of current transportation and
tourism. It also examines new forms and new agents in cooperation in health, PAHO's re-
sponse to disasters, the volume of resources for international and bilateral technical cooper-
ation in the context of the “Shared Agenda for Health in the Americas.”

Volume 11 presents the most up-to-date health situation analysis for each of the 48
countries and territories of the Americas. This volume is a product of a Regionwide analyti-
cal effort that is conducted using a common framework that includes an analysis of overall
health status, specific health problems, and the response of the health system and services.
Emphasis was given to the use of disaggregated core health data available within each coun-
try, the documentation of inequalities, and the gender approach. Each country’s overall
health status analysis covers recent political, economic, and social trends, as well as the de-
gree of implementation of national development plans and these plans’ impact on the popu-
lation’s living conditions, health status, and level of equity. It also includes a demographic and
mortality analysis, with emphasis in health inequalities. Country-specific health problems
are analyzed both in terms of standard population groups and in terms of specific diseases
and injuries, taking into account a gender approach. The section that examines the health
system’s response touches on current national health policies and plans; health sector reform
strategies and programs and their relationship to principles of equity, quality, efficiency, fi-
nancial sustainability, and social participation; and the degree to which essential public
health functions have been implemented. It also updates information on the institutional or-
ganization, health regulations, and functioning of health system and health care services.
Finally, the country’s health situation analysis includes the availability of health supplies,
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human resources, health technology, and research, as well as an assessment of sectoral fi-
nancing and expenditure, including technical and financial external cooperation in health.
Additional information to complement the analyses presented here can be accessed in
other PAHO publications and on the Organization’s website. These sources include the Core
Health Data System at regional and national levels, a series of annual brochures, Health
Situation in the Americas: Basic Indicators, and the publications, Health Statistics from the
Americas, the Annual Report of the Director, and the PAHO Epidemiological Bulletin.

Xi






ANGUILLA

OVERVIEW

113 km northwest of Saint Kitts, 8 km north of Saint

Maarten, and 240 km east of Puerto Rico. The island,
which covers an area of 91 km2, is mostly flat, with the highest
elevation being Crocus Hill, at 65 m above sea level. The climate
is tropical, with the heat and humidity tempered by trade winds.
Anguilla lies in the tropical storm belt and is at risk from hurri-
canes and tropical storms.

Due to the island’s small size and population, and its pattern of
development, there is no urban-rural distinction in Anguilla. The
Valley is the capital, and all major settlements are easily accessi-
ble via the main road network, which consists of paved and
unpaved roads. There are two seaports and one airport.

In 1980, Anguilla ceased to form part of the territory of the
associated state of Saint Kitts, Nevis, and Anguilla, but continues
to be a territory of the U.K. The Governor and Deputy Governor
are appointed by the Queen. The Governor presides over the
Executive Council, which is composed of the Chief Minister, no
more than three other ministers, and two ex-officio members,
namely the Deputy Governor and the Attorney General. The
administration reports to the legislative council. General elec-
tions are held every five years, but can be held at anytime, as they
were in 1999 and again in 2000.

The Anguillan economy registered an annual average growth
rate of 9.2% in 1997, 5.2% in 1998, and 8.2% in 1999. GDP in 1990
constant prices was US$ 60 million in 1997, US$ 63 million in 1998,
and US$ 68 million in 1999. Per capita GDP grew steadily from US$
6,073 in 1997, to US$ 6,162 in 1998, and to US$ 6,271 in 1999. In
spite of the devastation wrought by Hurricane Lenny, which flood-
ed many parts of the island in November 1999, economic activity
expanded strongly. This was due mainly to expansion of the con-
struction sector, as the Government, businesses, and homeowners
worked to repair the damage caused by the hurricane.

Anguilla has few natural resources, and tourism is the largest
contributing sector to the economy, representing more than 30%
of GDP or US$ 2.6 million (EC$ 7 million), and employing over
20% of the labor force. According to the National Accounts

n nguilla is northernmost of the Leeward Islands, situated

Statistics (1999), construction is the second largest contributor to
GDP. The construction sector’s output continued to increase dur-
ing 1999, and was US$ 11.08 million (16.22% of real GDP). This
represented a 21% increase from 1998, when output was US$ 9.1
million. The offshore financial services sector, an important
source of tax revenue for the government, is being developed as a
means of strengthening and diversifying the economy. Legislation
covering limited partnerships, offshore banks and trust compa-
nies, insurance, and company management has been enacted.

The unemployment rate was 8% in 1999, with a male-female
ratio of 1:2. A labor force survey conducted in September 1999
revealed that the distribution of the labor force by occupational
group was professionals (13.7%), craftspeople and tradespeople
(13.2%), service and sales workers (13.1%), clerks (7.6%), senior
officials and managers, technicians, and associate professionals
(7.2%), persons employed in the legislative sector (4.2%), per-
sons employed in agriculture and fisheries (2%), plant and
machine operators (1.7%), unskilled workers (0.2%), and
unspecified occupations (35%).

Anguillas territory is divided into 7,394 parcels, 66% of which
are under one acre in size. Approximately 95% of the land is pri-
vately owned in small family plots. According to the Land and
Surveys Department, during the period 1997-2000, there were a
total of 4,276 dwellings (houses, apartments, and villas), with an
average occupancy of three people per household. Eighty-one
percent of households have access to electricity and sewerage
services, 70% have water available in their houses, and 78% of
households have telephones installed. There were 274 internet
lines in 1997,465 in 1998, and 659 in 1999. Most households have
access to radio and television.

School attendance is compulsory through age 17 years. There
are six primary schools and one secondary school, which are
owned by the Government, and one private primary school.
Primary schools are located throughout the island; the secondary
school is located in The Valley. Average enrollment in all primary
schools was 1,520 from 1997 to 2000. The teacher-student ratio
was 1:17 in 1999. Average secondary school enroliment was 1,126
from 1997 to 1999. Slightly more than half (51%) of primary and
secondary school students in 1999 were females. Government
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scholarships and loans facilitate access to tertiary education. The
adult literacy rate is 95%, with no reported difference by sex. Over
80% of the labor force received a secondary education, with a fur-
ther 11.2% receiving a university education.

The population growth rate was 2.9% in 2000. The 1992 census
reported the population as 8,920, 49% of whom were males.
According to the Statistical Unit of the Ministry of Finance, the
estimated population was 12,871 in 1999, yielding an estimated
population density of 141 persons per km?,

The crude birth rate was 13.6 per 1,000 population for the
period 1997-1999. The annual number of live births fluctuated
over the period, with 169 births registered in 1997, 155 in 1998,
176 in 1999, and 193 in 2000. The total fertility rate was 1.8 chil-
dren per woman according to the 1992 census. The number of
births to teenage mothers ranged from 22 (13%) in 1997 to 37
(19.1%) in 2000. Life expectancy at birth is 71.3 years for males
and 77.3 years for females.

There has been increasing immigration to Anguilla, particular-
ly from neighboring Caribbean Islands. In the 1992 census, non-
Anguillans accounted for 16% of the population (with even sex
distribution); most immigrants were of working age or children.

Mortality

Diseases of the circulatory system accounted for 48% of
deaths (123) during the period 1997-1999, malignant neoplasms
for 14% (34 deaths), external causes for 6% (14 deaths), and con-
ditions originating in the perinatal period for 2.4% (6 deaths).
Two deaths due to communicable diseases were recorded in 2000,
one from septicemia and one from bronchopneumonia. Figure 1
shows estimated mortality rates by broad groups of causes and
sex for 1990-1994.

There were 56 deaths in 1997, 62 in 1998,58 in 1999,and 71 in
2000, for a total of 247 deaths over the period (116 males and 131
females). During the period, 70% (172) of all deaths were in the
70 years and older age group, 11.3% (28) were 60—69 years old,
8.5% (21) were 40-59 years old, 4.4% (11) were 20—39 years old,
3.2% (8) were 1-19 years old, and 3.2% (8) were under 1 year old.

The infant mortality rate for the period 1997-2000 was 11.8
per 1,000 live births. There were five deaths in 1997, and one each
in 1998, 1999, and 2000. Most infant deaths occurred in the
neonatal period. During the 1997—2000 period, 695 deliveries
and 7 stillbirths were recorded; there were no maternal deaths.

HEALTH PROBLEMS
By Population Group
Children (04 years)

There were eight deaths among children under 1 year from
1997 to 2000. Four were due to conditions originating in the peri-

natal period; two to slow fetal growth, malnutrition, and imma-
turity; and two to hypoxia and birth asphyxia. Most newborns
weigh over 2,500 g. There were 16 (9.5%) low birthweight infants
born in 1997, 6 (4%) in 1998, 9 (5.1%) in 1999, and 14 (7.2%) in
2000. Acute respiratory infections are the leading cause of mor-
bidity in this age group.

There were two deaths among children age 1-4 years during
1997-2000, one due to injuries caused by fire and one due to
signs, symptoms, and ill-defined conditions.

Growth and development of all children under 5 years old are
monitored monthly at the district health centers.

Schoolchildren (5-9 years)

There were no deaths in this age group during the period
1997-2000. The school health service provides physical exami-
nations and dental, hearing, and vision screening for children
5-9 years of age. There is no organized vision referral system, but
a visiting specialist from Saint Maarten visits Anguilla to per-
form limited services.

Worm infestation was reported in four children in the 5-6
years age group in 1997; no infestations were reported in 1998 or
1999, but five were reported in 2000.

Adolescents (10-14 and 15-19 years)

During the period 1997—2000, females under 19 years of age
accounted for 11.8% of all births. Family planning services are
available to adolescents and a family life education program,
which includes peer counseling and skills training, has been
implemented in the schools.

From 1997 to 2000, 43 cases of child abuse (mostly females)
were reported and referred to the Social Welfare Department.

Adults (20-59 years)

Prenatal care is provided by midwives and by the resident
obstetrician/gynecologist in district health centers until 36 weeks
gestation. After 36 weeks, all prenatal patients are seen and exam-
ined by an obstetrician/gynecologist at Princess Alexandra
Hospital. Approximately 80% of pregnant women attending pre-
natal clinics enroll before the 16th week of pregnancy. Vita-
mins, iron, and folic acid supplements are distributed routinely.
Approximately 20.4% of pregnant women had hemoglobin levels
below 11 mg/dI in 2000.

All deliveries are performed at Princess Alexandra Hospital
and are attended by trained personnel. Postpartum care begins in
the hospital and continues through home visits by district mid-
wives. The public health nurse from each district visits the hospi-
tal weekly, thereby strengthening communication between the
hospital and the health centers.

Family planning services are delivered at the health centers.
There were 258 registered clients in 2000; of these 158 (61.2%)
used oral contraceptives, 85 (32.9%) used injectables, and 15
(6%) used condoms. There were 49 new acceptors, which
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accounted for 19% of registered clients. A total of 37 intrauterine
devices were inserted during 1997-2000. Visits to private clinics
are not accounted for in these statistics.

Pap smears are available at Princess Alexandra Hospital.
Coverage fluctuated, with 198 examinations conducted in 1997,
234in 1998, 217 in 1999, and 132 in 2000. There were five cases
of noninvasive cervical cancer and no deaths due to cervical can-
cer reported from 1997 to 2000.

The Elderly (60 years and older)

The elderly constitute 18% of the total population according to
the 1992 census. Females comprise 23% (1,035 persons) of this
age group. Most elderly persons live at home with their extended
family, but a growing number live alone. Health care providers,
mainly nurses, make periodic home visits to housebound elderly
(an estimated 34 males and 59 females) for routine monitoring
and medical care.

The Miriam Gumbs Senior Citizen's Home, a 16-bed geria-
tric care facility, provides institutional care for the elderly and
destitute.

Family Health

The 1992 census revealed that 25% of households were single-
person households, 42% were nuclear families, and 12% were
extended families.

Public health services at the primary and secondary care lev-
els, including maternal and child health services and general
medical care, are very accessible. Families can seek exemptions
from the nominal charges at the hospital through the Social
\\elfare Department.

By Type of Health Problem

\ector-borne Diseases

No cases of malaria, yellow fever, Chagas’ disease, plague, or
schistosomiasis were reported during the 1997-2000 period.
There were 14 cases of dengue fever over the period, but no cases
of dengue hemorrhagic fever. The Aedes aegypti mosquito is
highly prevalent on the island.

Diseases Preventable by Immunization

There were no confirmed cases of poliomyelitis, tetanus,
measles, whooping cough, rubella, or diphtheria reported during
the period 1997-2000.

Immunization coverage over the period was 100% for BCG,
99% for MMR, 94% for polio, and 96% for DPT. Figure 2 shows
the coverage for these vaccines in 2000 among the population
under 1 year of age. A pentavalent vaccine for diphtheria, pertus-
sis, tetanus, hepatitis B, and Haemophilus influenzae was intro-

duced in July 2000. All pregnant women are immunized against
tetanus and diphtheria.

Intestinal Infectious Diseases

There were no reported cases of cholera, typhoid fever, para-
typhoid fever, shigellosis, food poisoning, or amebiasis over the
review period. According to the laboratory at Princess Alexandra
Hospital, there were four cases each of ancylostomiasis and neca-
toriasis (hookworm), two cases of ascariasis, and no cases of
schistosomiasis during the period 1997-2000. There were 14
cases of trichuriasis and 1 case of strongyloidosis.

Chronic Communicable Diseases
There were no reported cases of tuberculosis or leprosy from
1997 to 2000.

Acute Respiratory Infections
No deaths due to acute respiratory infections were reported
during the review period.

Zoonoses
There were no reported cases of rabies, hantavirus, or
Venezuelan equine encephalitis during the period 1997—2000.

HIV/AIDS

Blood investigations from the laboratory at Princess
Alexandra Hospital revealed one HIV-positive case in 1997, three
in 1998, one in 1999, and two in 2000; one blood donor tested
positive from 1997 to 2000. Four of these cases were males and
four were females, and all were in the 20-60 years age group.
There were no deaths from AIDS during the period.

Sexually Transmitted Infections

In 1997, no sexually transmitted infections were detected
among blood donors. In 1998, one donor was positive for syphilis
and in 1999, one was positive for syphilis and one for hepatitis B.
No cases of hepatitis or other STIs were reported among blood
donors in 2000.

Other blood investigations revealed four cases of hepatitis B in
1997, six in 1998, three in 1999, and none in 2000. There were
eleven cases of syphilis in 1997, three in 1998, two in 1999, and
three in 2000. There was one case of gonorrhea in 1999 and two
cases in 2000.

Nutritional and Metabolic Diseases

Obesity, particularly among women and children, is one of
the major health problems facing Anguilla. Anemia was found
in an estimated 7.4% of 5- and 6-year-olds and in 4.8% of 12-
year-olds in 2000. In 1997, an estimated 20.2% of pregnant
women were anemic. One male (in the 60—64 years age group)
died due to other protein calorie malnutrition during the review
period.
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Diseases of the Circulatory System

Ischemic heart disease (31 deaths), cerebrovascular disease
(18 deaths), and hypertensive disease (6 deaths) were among the
leading causes of death from 1997 to 2000.

Malignant Neoplasms

Malignant neoplasms accounted for 10% (25) of deaths dur-
ing the period 1997-1999. Of these, the main sites were the
female breast (24%); the lip, oral cavity, and pharynx (16%);
stomach (8%); and prostate (8%). There was one death each due
to malignancy of the female breast in the 45-49 years, the 65—69
years, 75—79 years, and the 80-85 years age groups; there were
two deaths due to this cause among women 85 years and over.

Accidents and Violence

There were four deaths due to accidents during the period
1997-1999. Also, six cases of domestic violence were reported.
Police statistics for the period 1997—-2000 registered 13 reported
cases of rape, 37 cases of indecent assault, 1 case of murder, and
311 cases of wounding and assaults. There were no cases of
manslaughter.

Oral Health

Oral health screening and treatment take place at the Dental
Unit. The ratio of tooth extraction to fillings was approximately
1:4 during 2000. The number of visits to the Dental Unit ranged
from 9,029 in 1997 to 9,369 in 2000. Tooth extractions ranged
from 1,501 in 1997 to 1,660 in 2000, and the number of fillings
ranged from 4,333 in 1997 to 4,282 in 2000.

RESPONSE OF THE HEALTH SYSTEM

National Health Policies and Plans

The objective of the Ministry of Health and Social Develop-
ment is to ensure equitable health care. A Health Authority
Project Board was formed in 2000.

Health Sector Reform Strategies and Programs

In 1996, the Ministry of Health adopted the primary health
care approach and, in 1997, the Primary Health Care Department
was instituted to ensure that appropriate, affordable, and accessi-
ble services are delivered to the people of Anguilla in a timely
manner.

The Health System

Institutional Organization
The Minister of Health and Social Development is responsible
for the management of health services. The Permanent Secretary

of Health, the Health Planner, and the Director of Health Services
advise the Minister of Health. The Director of Health Services
is responsible for the effective functioning of all departments
and delegates responsible to the Primary Health Care Manager,
Health Services Administrator, and Principal Nursing Officer.

The strategic management group, composed of senior techni-
cal and administrative staff and the Minister of Health and Social
Development, meets monthly to plan and advise the Minister on
policy and quality assurance issues as well as financial and budg-
etary reviews in the public and private sector. Chaired by the
Director of Health Services, the group is responsible for the over-
all management and coordination of publicly provided health
services.

The Primary Health Care Management Team and the Hospital
Management Team are each responsible for the day to day man-
agement of services in their respective departments. The private
health sector in Anguilla is small, but growing. It is limited to pri-
mary and selected tertiary care.

Health Insurance
The Government of Anguilla has group insurance for all pub-
lic servants.

Organization of Regulatory Actions

Certification and Professional Health Practice

The medical council certifies physicians and monitors med-
ical practices. There are no mechanisms for regulating the prac-
tice of other health professionals.

Environmental Quality

The Environmental Health Section of the Primary Health Care
Department is responsible for solid and liquid waste manage-
ment, food hygiene, vector control, environmental sanitation,
beach and roadside cleaning, improving hygiene practices, occu-
pational health and safety, and the provision of low-cost sanita-
tion services. However, it is severely constrained by inadequate
human resources, limited training, and lack of technology.

Organization of Public Health Care Services

Health Promotion

Health Committees were formed in two districts. Though
there is no formal intersectoral collaboration, there are several
informal intersectoral collaborations established, includ-
ing programs on water monitoring and solid waste manage-
ment, a mobile dental unit, and a health/education liaison
committee.

Two health educators deliver education programs that focus
on the promotion of health and wellness and emphasize behavior
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modification and lifestyle changes, targeting primary and
secondary schoolchildren, young adults, and community groups.
Alliances have been formed with the various media houses on
the island and weekly radio programs disseminate health
information.

Disease Prevention and Control Programs

\ector control activities concentrate on the control of the
Aedes aegypti mosquito and rodents. The national Aedes aegypti
control program uses a community-based approach. Activities
include the stocking of cisterns and water storage facilities with
larvicidal fish, house inspections, and treatment. Rodent control
is ongoing, with baiting at food premises, schools, and public in-
stitutions. Rodenticides are sold to the public through the En-
vironmental Health Unit of the Primary Health Care Department.

Epidemiological Surveillance

There is no budgeted epidemiologist post in Anguilla. How-
ever, the Public Health Nurse Supervisor has been responsible for
the collection of data on communicable diseases since 1998. The
Health Information System, based at Princess Alexandra Hos-
pital, aims to improve medical recordkeeping and to ensure more
timely and appropriate information for quality assurance, epi-
demiologic, resource management, and planning purposes.

Solid Waste Services

The Environmental Health Section is responsible for the col-
lection of refuse from Government institutions, public roads, and
beaches. Garbage is collected twice weekly by contractors.
Homeowners are responsible for the removal of construction
waste and old appliances and vehicles. Hotels and other commer-
cial establishments are required to make their own waste collec-
tion arrangements.

Potable Water, Excreta Disposal, and Sewerage Services

The Water Laboratory of the Primary Health Care Department
started its first water quality monitoring program in 1999.
Treatment and testing of groundwater is the responsibility of the
Water Laboratory. The Anguilla Water Department is responsible
for the planning, construction, operation,and maintenance of the
water supply. The Environmental Health Section is responsible
for inspection and treatment of cisterns.

All sewage is treated and disposed of on site by means of sep-
tic tank soak-aways (84% of households), pit latrines (12%), and
package treatment plants, which are used primarily by hotels,
some commercial establishments, and government institutions.

Food Safety

The Environmental Health Unit conducts periodic inspections
of premises where food and drinks are sold. There is an exami-
nation, certification, and registration program for food handlers
and food establishments; education of food handlers is an inte-

gral component of the program. In 2000, there were 76 registered
food establishments and 249 registered food handlers.

Organization of Individual Health Care Services

Outpatient, Emergency, and Inpatient Services

The health care delivery system consists of a public and pri-
vate sector. Public sector services include primary health care
and secondary health care. Each of Anguilla’s five health districts,
through which primary care services are provided, has a health
center and defined boundaries. There are four health clinics and
The Valley Health Center. The health clinics are staffed by a pub-
lic health nurse, a clinic aide, and an environmental health officer.
These clinics provide basic core services, including maternal and
child health, family planning, immunization, nutrition advice,
semiweekly basic medical clinics conducted by a medical doctor,
geriatric care, chronic disease management, health education,
and environmental health. The Valley Health Center offers the
same services, but also has support from a nutritionist, a health
educator, and a pharmacist, as well as a district medical officer.
Other staff at the health center include a public health nurse, a
district nurse-midwife, a district nurse, acommunity health aide,
and a clinic aide.

Secondary health care is delivered at Princess Alexandra
Hospital, a 36-bed facility. Hospital services include emergency
treatment; outpatient and inpatient care for surgical, medical,
pediatric, and gynecological and obstetric cases; and laboratory
and radiological diagnostic services. The main pharmacy is locat-
ed at the hospital and serves both the private and public sector. A
doctor or a public health nurse makes referrals to services at the
hospital from the primary care level. The hospital’s Accident and
Emergency Department also offers scheduled outpatient services.
To further enhance the services offered, a number of new buildings
have been added to the hospital, including a laboratory with mod-
ern facilities and a maternity unit. The Emergency Medical Service
was introduced in 1998, with two ambulances and a team of nine
emergency medical technicians who were trained in Barbados.

Referrals are made from the health clinics to the hospital, and
there is a referral system for all patients discharged from the hos-
pital returning to their respective clinics. Anguilla has no terti-
ary-level care facilities and refers patients needing such care to
the UK., Saint Maarten, Puerto Rico, and other Caribbean
islands. Between 1997 and 1999, 62 cases were referred for treat-
ment overseas.

Public dental services are offered at the central unit in The
Valley and are supported by a mobile unit that provides care at
primary schools. Two dental surgeons, four dental auxiliaries,
and three dental assistants staff this service.

The Miriam Gumbs Senior Citizen's Home is a 16-bed geriatric
care facility that provides institutional care for the elderly and
destitute.
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A psychiatric nurse provides community mental health ser-
vices, and is responsible for the care of all mentally ill patients. A
visiting psychiatrist from Barbados supports the services in
diagnosis and treatment review. Emergencies are referred to a
district medical officer. Patients requiring specialized hospital
care are referred to neighboring Caribbean islands at the Gov-
ernment’s expense.

Auxiliary Diagnostic Services and Blood Banks
All blood donors—388 over the period—are screened for
HIV, hepatitis B, and syphilis.

Specialized Services

Community mental health services are provided by two
trained community psychiatric nurses. There is an arrangement
for a psychiatrist to visit the island every three months to offer
consultancy services. The expertise of these nurses is sought by
the hospital, as no psychiatric nurses are employed in the
Secondary Health Care Department. In 2000, 276 clients were
counseled and treated; 17 were new clients.

Health Supplies

Drugs

Anguilla obtains drugs monthly through the Pharmaceutical
Procurement Service (PPS). The PPS also gives support in the
areas of inventory control and organization. Anguilla has no
national drug formulary and purchases are guided by the region-
al PPS formulary. Similarly, there is no list of essential drugs.
Other medical supplies are procured from other agencies both
regionally and internationally.

Immunobiologicals

Vaccines for the Expanded Program on Immunization are
obtained through the PAHO Revolving Fund for Vaccine
Procurement. Inventory control is good and a reliable service is
maintained. Standards and protocols for this program are strin-
gently adhered to.

Human Resources
Availability by Type of Resource

In 2000, there were 9 doctors, 40 trained nurses, 2 dentists, 4
dental therapists/nurses, 3 dental assistants, 3 pharmacists, 1 lab-

oratory technologist, 3 laboratory technicians, 2 radiographers, 5
environmental health officers, 1 nutritionist, and 2 health educa-
tors. To enhance service delivery at the primary care level, train-
ing in dietetics, environmental health, public health nursing, and
health information was offered.

Training

There are no training institutions for health personnel in
Anguilla. Depending on health staffing needs, personnel are sent to
various Caribbean islands, the UK., or the US. for training.
Increasingly, local training workshops on both primary and sec-
ondary health care issues are organized. The Government supports
training for health personnel in the public and private sectors.

Health Sector Expenditure and Financing

Health received 14.1% of the recurrent budget in 2000. Of
this, 5% goes to primary health care and 9% to secondary health
care. Approximately 9.3% of the total recurrent expenditure for
health is collected in user fees for dental, hospital, and pharmacy
services.

Approximately US$ 30,000 in revenue was collected at the hos-
pital during 1999-2000. Collected funds go directly to the gener-
al consolidated fund and cannot be used by the hospital. Total
health expenditure in 2000 was US$ 2,550,380; drug expenditure
was US$ 130,597.

External Technical Cooperation and Financing

The Ministry of Health continues to receive significant techni-
cal and financial assistance from PAHO, CAREC, CFNI, DFID, and
UNDP. Technical assistance is received from PAHO on a continu-
ous basis in the form of training of Health Personnel and other
technical advice. CAREC supplies vaccines that are procured by
PAHO for the Expanded Program for Immunization.

CFNI provided technical assistance in the areas of breast-
feeding policy, child feeding guidelines, the annual School
Nutrition Quiz competition, and education and training for
national nutrition coordinators, including a basic food and nutri-
tion course.

DFID has been active in numerous health projects. The Island
Harbour District Development Project is jointly funded by the
Government of Anguilla and the Government of the United
Kingdom.

UNDP provided funding for the Public Health and Environ-
mental Protection Project in 1998.
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FIGURE 1. Estimated mortality, by broad groups of causes
and sex, Anguilla, 1990-1994.
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FIGURE 2. Vaccination coverage among the population

under 1 year of age, by vaccine, Anguilla, 2000.
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ANTIGUA AND BARBUDA

OVERVIEW

Barbuda, and the uninhabited Redonda, all located at the

center of the Eastern Caribbean’s Leeward Islands. The is-
lands span a total area of approximately 440 km? (Antigua, 280
km?; Barbuda, 160 km?; Redonda, 1.6 km?).

Both islands have relatively flat topographies. Antigua has cen-
tral plains and volcanic hills rising in the southwest to altitudes
of 400 m at Boggy Peak; Barbuda’s highest point, the Highlands,
rises to 40 m. Antigua and Barbuda have many beaches, which at-
tract tourists to the country.

The country’s relatively flat topography and the felling of trees
to plant sugarcane during the colonial era has left both islands with
very low rainfall,approximately 40 to 42 inches annually. Moreover,
droughts occur every 3 to 7 years, with the last drought occurring
in 2000, when only 30.9 inches of rain were recorded. The islands
have no rivers and very few streams. Because of the low rainfall,
Antigua relies on two desalination plants for about 70% of its
water: one is owned and operated by the Antigua and Barbuda
Public Utilities Authority; the other is privately owned and oper-
ated. Other sources of water include surface water from the
Potworks Dam in the east (20%) and underground wells located
mainly in Antigua’s southern portion (10%). Barbuda relies on un-
derground wells for its water supply, but because the water in these
wells is brackish and not potable, it is mainly used for domestic
purposes. The unreliable water supply conditions lead residents to
store potable water collected in the rainy season in cisterns, drums,
and tanks. Unfortunately, this practice encourages mosquito
breeding and has other negative consequences on hygiene, such as
a potential increase of the incidence of waterborne diseases.

Antigua and Barbuda became independent from Great Britain
in 1981, and the island has its own system of government based
on the British Westminster model. It is governed by an elected
Parliament that represents majority and opposition parties; elec-
tions are held at least every five years. The islands are divided into
17 administrative constituencies, which include Barbuda.
Executive authority is vested in a Cabinet that is headed by the

n ntigua and Barbuda encompasses the islands of Antigua,

Prime Minister and comprises 12 ministers. Barbuda’s affairs are
run mainly by the Barbuda Council, which was set up by an act of
Parliament in 1976.

The last national housing and population census was con-
ducted in 1991. The 1999 estimated mid-year population was
70,856. The crude birth rate was 21.6 per 1,000 population in
1997 and the crude death rate at that time was 6.4 per 1,000 pop-
ulation. Antigua and Barbuda’s population structure in 2000, by
age and sex, is presented in Figure 1. In 2000, life expectancy at
birth was 72.3 years for males and 76.4 years for females. During
the 1996-1999 period, there were 5,602 live births, an average of
1,400 births annually. The average birth rate for that period was
19.8 per 1,000 population.

Tourism is an important contributor to GDP, followed by the fi-
nancial sector (offshore banking, trusts, and insurance), whole-
sale and retail trade, construction, and government services. The
Government continues to focus on further developing the tourist
industry and diversifying the economy by expanding the finan-
cial and information sectors.

GDP increased steadily, from US$ 460.4 million in 1996 to
US$ 565 million in 1998. Annual GDP growth is presented in
Figure 2.

The external debt was US$ 384 million in 1999, an increase
from US$ 246 million in 1996. At the end of fiscal year 2000, the
total outstanding debt of the consolidated public sector was ap-
proximately US$ 0.5 hillion, consisting of US$ 0.4 billion in ex-
ternal obligations and US$ 0.1 billion in domestic debt. Ac-
cording to the International Monetary Fund’s Interim Index, the
country’s inflation rate in 1999 was 1.1%, down from 3.4% in
1998; the inflation rate further fell to near zero in 2000.

As a way to promote better fiscal performance, the Govern-
ment of Antigua and Barbuda began to improve its tax collection
system in 2000. Reforms included the introduction of an
amended property tax regime and the imposition of a 2% levy on
the gross income of unincorporated businesses; residents con-
tinue to enjoy an income tax free status.

Since 1973, Antigua and Barbuda has had a free and compul-
sory educational system for children 5-16 years old; children
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under 5 years old attend preschools, of which there were 93 for the
1997-1998 school year, 104 for 1998—1999, and 100 for 1999—2000.
In the 1999-2000 academic year, there were 13,079 students en-
rolled in 30 government and 26 private primary schools, and 5,318
students enrolled in 9 government and 5 private secondary
schools. In 1996—2000, males represented 52% of enrollment at the
primary-school level; only 45% of the enrolled students were males
at the secondary-school level. The adult literacy rate in 1998 was
88%. Barbuda has a single school, which provides both primary
and secondary education for children who reside there.

The quality of tertiary level education at the Antigua State
College continues to improve. In 2000, both the School of Nursing
and the School of Pharmacy were integrated into this institution’s
system. A local campus of the University of the West Indies—an
institution jointly operated by the English-speaking Caribbean
Governments—provides continuing education. Private institu-
tions provide technical and secretarial education courses.

Mortality

In the 19961999 period, there were a total of 1,858 deaths,
most of which (63.5%) occurred in the age group over 65 years
old; 13.6% of the deaths were in the age group 15—49 years old. In
1999, 54.8% of the deaths occurred in males.

Between 1996 and 1999, the leading causes of death included
neoplasms, diseases of the circulatory system, and accidents.
Conditions originating in the perinatal period also featured pre-
dominantly as a cause of death during that period.

HEALTH PROBLEMS
By Population Group

Children (04 years)

Children 0—4 years old accounted for 10.4% of the total popu-
lation. In 1999, 92.1% (1,224) of the 1,329 live births took place
at Holberton Hospital, Antigua’s main hospital, and 6.8% (90) of
the births took place at Adelin Medical Center, the only private
hospital on the island; the remaining 1.1% (15 live births) took
place outside of the secondary care system. These figures reflect
the Government’s policy of maximizing the number of births that
take place in institutions. The number of stillbirths was 15 in
1996 and 1997, 12 in 1998, and 16 in 1999. The health sector is
well equipped: facilities are adequate, including a special care
unit for premature and other infants requiring special care. All
high-risk pregnancies are referred to Holberton Hospital.

The perinatal mortality rate was 29.2 per 1,000 deliveries in
1996, declining to 18.8 in 1997, dropping further to 18.4 in 1998,
and rising to 23.8 in 1999.

Of the 103 infant deaths that occurred in 1996-1999, 71
(68.9%) were early neonatal deaths and 11 (10.7%) were late

neonatal deaths. The leading causes of neonatal deaths in 1999
were conditions originating in the perinatal period (57%), pneu-
monia (18%), congenital anomalies (7%), external causes (7%),
and other diseases of the respiratory system (7%). The infant
mortality rate, which was 25.3 per 1,000 live births in 1996, fell to
14.5 and 12.4 respectively in 1997 and 1998. In 1999, the infant
mortality rate rose to 21.1 per 1,000 live births.

The country’s goals regarding breastfeeding involve attaining
exclusive breastfeeding of infants for the first 6 weeks of life as a
minimum, and continuing breastfeeding for at least 4 months. In
1997, 26.8% of infants were exclusively breastfed at 6 weeks of
age; in 1998, 28.5%; and in 1999, 37.5%, all figures well below the
100% target. Continued breastfeeding at 3 months was at 84.1%
in 1997, 86% in 1998, and 84.8% in 1999, again below the set tar-
get of 4 months.

During the 1996—1999 period there were a total of 15 deaths in
the age group 1-4 years old. The causes of these deaths were pneu-
monia (3), congenital anomalies (3), accidents including acciden-
tal poisoning (4), acquired immune deficiency syndrome (1), in-
testinal infection (1) and diseases of the nervous system (3).

Child Health Services, which monitor growth, development,
and nutritional status of children under 5 years old, are provided
at various health centers throughout the island. The prevention of
certain childhood diseases through immunization also is empha-
sized. Coverage of Child Health Services ranged from 82% in
1996, to 89% in 1997, 86% in 1998, and 84% in 1999. An esti-
mated 15% of children under 5 years old receive child health care
from private physicians.

Screening programs for nutritional status and hemoglobin
levels in children under 5 years old have not been as successful,
with the proportion of children screened falling far below the
100% target for 1996—1999. Mild to moderate levels of malnutri-
tion, as determined by weight-for-age on the Caribbean Growth
Chart, were at low levels for the period in review. The number of
children in the age group under 5 years old with mild to moder-
ate malnutrition was 73 in 1997, 72 in 1998, and 51 in 1999.
Figures for severe malnutrition are even lower, with only two chil-
dren falling in this category in 1997, one in 1998, and three in
1999. Of concern is the fact that in this age group 311 children
were classified as being overweight in 1997, 266 in 1998, and 243
in 1999.

In the 1996-1999 period, the most common health problems
among children 1-4 years old attending health clinics were acute
respiratory infections, diarrheal diseases, injuries, and skin
infections.

Schoolchildren (5-9 years)

In 1998 only 63% of 5-year-old children received their first
health assessments prior to entry into primary school; the figure
for 1999 was slightly better, at 77%. There are many problems as-
sociated with this service, including the fact that it does not nec-
essarily coincide with the Child Health Clinic and depends on
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having enough space in the health centers and the presence of
family nurse practitioners to conduct the assessments.

Adolescents (10-19 years)

Adolescents aged 1019 years represented 18.6% of the esti-
mated population for 1996-1998. In 1996, the Adolescent Health
Survey identified the following as primary issues affecting the
health status of this age group: violence and gang-related inci-
dents, drug abuse, and sexual and reproductive health. The sur-
vey was conducted in Antigua and Barbuda in 1996—1997, in col-
laboration with the Health Education Unit and the Health
Information Division.

The survey also indicated that in the 12 months prior to the
survey, 15.8% of the students had been involved in acts of van-
dalism, 8.3% had stolen, 8.8% had been involved in fights where
weapons were used, and 10% had been gang members. According
to the survey, the substances most commonly used by adoles-
cents were alcohol, tobacco, marijuana, and cocaine. The survey
also reported that 7.8% used cigarettes, 36.7% used alcohol, 6.1%
used marijuana, and 1.8% used cocaine. Of those surveyed, 15%
indicated that they had at some time been subjected to physical
abuse. Approximately 10% had been sexually abused, mainly in
the age group under 15 years old. Attempted suicide also was
identified as a problem, with 9.6% of the students having at-
tempted suicide at least once, most of them females. Finally, 30%
of the students surveyed admitted to having had sexual inter-
course; of these, 12.9% reported that they had been forced
into it.

Adults (20-59 years)

In 1998, the population aged 2059 years old was estimated at
35,484, roughly 50% of the total population; 52% in this age
group were females. According to community clinic reports, the
main conditions for consultation by adults were hypertension, di-
abetes mellitus, injuries, heart disease, and acute respiratory in-
fections. There are hypertensive and diabetic clinics, sexually
transmitted infection clinics, and psychiatric clinics providing
services to this age group at the community level. Reasons for
first clinic visits included diabetes, hypertension, accidents and
injuries, heart disease, and drug abuse including alcohol; hyper-
tension and diabetes accounted for 25% of all visits by this age
group. Other reasons for clinic visits among persons in this age
group included accidents and/or injuries, respiratory infections,
and heart disease. Twice as many women as men utilize adult
services.

According to collected data, in 1998 accidents and injuries ac-
counted for more than 26% of deaths, homicides and suicides for
15%, AIDS for 7.5%, and diabetes for 7.5%. In 1998 in the age
group 45-59 years old, heart disease was the leading cause of
death. Malignant neoplasms and conditions related to alcohol
and drug dependency followed as leading causes of death in this
age group that same year.
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Services for women in this age group include prenatal care and
family planning. Prenatal clinic coverage ranged from 71.8% of
pregnant women in 1997 to a peak of 81.9% in 1998, decreasing to
77.7% in 1999. The proportion of women attending clinic before
12 weeks of gestation ranged from 24.2% to 29.1% for 1996—1999.

In the 1996—1998 period, the country defined national targets
for pregnant women. The first was to achieve a minimum of eight
prenatal visits during pregnancy. Only four visits per pregnancy
on average were attained for the period, and fewer than half of all
pregnant women met the recommended four visits up to 32
weeks and four visits after 32 weeks. The second target aims for
at least 90% of women reaching labor with hemoglobin levels no
lower than 11 g/dl. The goal was achieved in 1999, when only
6.9% of women tested showed anemia with hemoglobin readings
below the set level. The third target was to increase screening for
venereal disease and to screen for hemoglobin levels at 23-32
weeks for the 1995-1999 period. Results for this goal were low—
35.2%—48.8%—and are cause for concern. The fourth target was
to achieve 100% postnatal coverage for mothers and infants; the
level attained in 1999 was 72%, slightly lower than the 74% figure
for 1997. Postnatal services are offered at the community level.

Family planning services showed a significant decline be-
tween 1996 and 1999, due to a decrease in resources. The number
of users declined dramatically, from 521 to 140 for new users, and
from 1,796 to 361 for active users. Family planning acceptance at
postnatal clinics showed a decline between 1997 and 1998, falling
from 62% to 30%. In 1998, oral contraceptives were the preferred
method among new family planning users, whereas in 1999 in-
jectible contraceptives were the most used.

Elderly (60 years and older)

The estimated population 60 years old and older in 2000 was
4,172 persons (6.3% of the total population); 2,479 were women
and 1,693 were men. Within this age group, 599 persons were
over 80 years old. Health problems affecting this group included
malignant neoplasms, cerebrovascular disease, heart disease, di-
abetes, and hypertension. These chronic, noncommunicable dis-
eases accounted for the majority of cases seen in community
clinics. Many patients also showed related risk factors such as
obesity, alcoholism, and smoking. Hemiplegia and blindness due
to cataracts, glaucoma, and diabetes were common causes of dis-
ability among the elderly.

The Social Security Board provides old-age pension to per-
sons over 60 years of age, based on past contributions. The
Medical Benefits Scheme provides free laboratory and other in-
vestigative services, as well as pharmaceuticals to beneficiaries
over the age of 60 years.

In addition to a 100-bed, long-term care geriatric facility oper-
ated by the Government, there are four privately run homes for the
aged. The St. Vincent de Paul Society also has a day care program
for the elderly. A home-help program for the elderly introduced by
the Citizens Welfare Division of the Ministry of Home Affairs
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continues to provide social, economic, and health services to this
vulnerable group. Support services are provided by welfare aides
and home help workers, and several social and recreational pro-
grams are organized for the senior population.

Family Health

The 1991 census reported that approximately 42% of house-
holds were headed by women. The Citizens Welfare Division of-
fers specialized and professional welfare services geared to pro-
mote and maintain family stability and meet needs of persons
coping with personal crisis and other family and social problems.
The Directorate of Gender Affairs, a division of the Ministry of
Health, is responsible for managing services for abused women,
including a 24-hour crisis hot line, a court advocacy service, a
safe haven for victims, and counseling and support for victims in
an attempt to deal with these problems.

The Collaborative Committee for the Promotion of Emotional
Health in Children is a nonprofit organization that addresses the
needs of emotionally disturbed and abused children and their
families through the operation of the Child and Family Guidance
Center. During 1999, the center saw a total of 66 cases, ranging in
ages between 3 and 24 years. Behavioral disorders were cited as
the most frequent problem, with a total of 22 children seen for
this cause; other cases seen at the center were due to slow learn-
ing (11), child abuse (6), and truancy (5).

Workers' Health

The country has no specific workers’ health program, but na-
tional workmen's compensation legislation applies to most work-
ers. Allemployed persons are required to participate in the Medical
Benefit and Social Security schemes through monthly contribu-
tions of a fixed percentage of salary; employers also are required to
make monthly contributions on behalf of their employees. The
Medical Benefits Scheme provides coverage for medical and surgi-
cal care and services, including hospitalization, medication, labo-
ratory tests, X-rays, electrocardiography, and other services. The
scheme also provides medication to persons diagnosed with cer-
tain chronic diseases, including hypertension, heart disease, dia-
betes, cancer, glaucoma, and mental illness. Social Security bene-
fits cover illness, disability, maternity, and pension.

The Disabled

The Council for the Handicapped provides and assists with
special programs for the disabled. School-aged children who are
hearing-impaired attend the School for the Deaf and Hearing-
Impaired, which is supervised by the Ministry of Education; chil-
dren who are blind or visually impaired also attend the school.
Mentally challenged children attend a special school.

The Government, through the National Vocational and
Rehabilitation Center for Disability, assists disabled adults with
job placement and transportation to and from their work sites.
Those disabled persons who are unable to work are provided

with a government stipend. The center offers agricultural,
sewing, and handcraft projects, as well as skills-training activi-
ties in such areas as communication, reading, writing, sign lan-
guage, independent living skills, and home management. The
Society of and for the Blind provides technical and craft training
for the visually impaired.

Indigenous and Other Special Groups

Antigua and Barbuda attracts many immigrants, primarily
from Dominica, the Dominican Republic, Guyana, Jamaica,
Montserrat, and Saint Vincent and the Grenadines, most of whom
come in search of employment. The immigration of citizens from
Montserrat deserves special mention: many of them came to
Antigua in 1995, fleeing the volcanic activity of the Soufriere
Hills Volcano in that country. An estimated 4,000 Montserratians
resided in Antigua at the peak of immigration, with many relo-
cating to Antigua to stay with friends or relatives. Antigua has put
together contingency plans in the event of a mass evacuation of
Montserrat.

Antigua also has experienced an increase in the number of
Spanish-speaking immigrants. Many of those coming from the
Dominican Republic have Antiguan ancestry, since many
Antiguans migrated to the Dominican Republic in search of work
in the 1920s. These migration issues have mainly affected the ed-
ucational, health, and social systems, which were strained as they
worked to incorporate these individuals. Language barriers also
have had to be overcome in providing health care and education
to these new residents. There is no indigenous population in
Antigua and Barbuda.

By Type of Health Problem

Natural Disasters

The most common natural disasters in Antigua and Barbuda
are hurricanes and tropical storms. In October 1998, Antigua was
ravaged by Hurricane Georges, which resulted in 2 deaths and 34
injured persons. Damages to public facilities, agriculture and
fisheries, the environment, health tourism, education, churches,
homes, and businesses were estimated at US$ 74,074,074.

In 1999 hurricanes José and Lenny struck Antigua in October
and November, respectively. There was one death and 13 injured
persons; more than 3,500 homes were damaged or destroyed.
Estimates put the financial cost to homes, the environment, roads
and bridges, health, utilities, agriculture and fisheries, and busi-
nesses at US$ 91,640,519.

\ector-borne Diseases

Vector-borne diseases of significance are dengue and malaria.
In 1997, there were 10 confirmed cases of dengue on the island. In
2000, there were 11 confirmed cases of dengue due to serotype 3
virus; there were no cases of dengue hemorrhagic fever or dengue
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shock syndrome. There were no reported cases of malariain 1997
and 1998, but there was one confirmed case in 1999. There is on-
going surveillance to prevent the importation of malaria.

Diseases Preventable by Immunization

Vaccines against diphtheria, pertussis, measles, mumps,
rubella, tetanus, and polio are routinely given as part of Child
Health Services. In July 2000, the pentavalent vaccine that includes
hepatitis B and Haemophilus influenzae type b was introduced.
Yellow fever vaccinations are available to persons travelling to areas
where yellow fever is endemic. For the 1996—2000 period, a total of
181 doses of yellow fever vaccines were given. Immunization cov-
erage against diphtheria, polio, tetanus, measles, mumps, and
rubella in children under 5 years old was 99% in 1999 (Figure 3).

There is active surveillance for diseases preventable by immu-
nization. There were no cases of acute flaccid paralysis, fever with
rash, or measles for the 1996—2000 period. There were four re-
ported cases of mumps in 1999 and five in 2000. The Ministry of
Health launched a rubella immunization campaign in September
1999, which targeted all adults between 20 and 30 years old; the
campaign aimed to immunize this group against the rubella virus
using the measles, mumps, and rubella (MMR) vaccine. A total of
9,250 vaccine doses had been administered up to March 2000.

There were three cases of tetanus in 1999; all three were males
and included one fatality. During 1999, there were 17 cases of
hepatitis B infection reported to the Epidemiology Service. These
reports were mainly recorded from the Blood Bank screening
process.

Intestinal Infectious Diseases

The country remains free of cholera. In the first quarter of 1997
there was an outbreak of gastroenteritis due to rotavirus which af-
fected 2,000 persons. More than 50% of those affected were under
10 years old. In 2000, there were four confirmed cases of typhoid.
The ages of the cases ranged from 3 months to 43 years.

Chronic Communicable Diseases

There have been no new cases of leprosy since 1995. The two
remaining residents with leprosy who did not require active
treatment were relocated to the community and continue to re-
ceive assistance from the Government.

Between 1996 and 1999 there were 16 cases of tuberculosis: 6
in 1996, 3 in 1997, 4 in 1998, and 3 in 1999. BCG vaccine is not
routinely given as part of the immunization schedule. There was
no evidence of coinfection between tuberculosis and AIDS.

Acute Respiratory Infections

Acute respiratory tract infections ranked as the leading com-
municable disease in 1998 and 1999. In 1999, there was an out-
break of acute respiratory tract infection, with 1,344 cases. In
1996 and 1997 there were two episodes of legionnaires’ disease
identified, both traced to defective water heating systems.
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Z00n0ses
Antigua and Barbuda continues to remain free of rabies and
other zoonoses.

HIV/AIDS

In 1999, AIDS began to rank as one of the 10 leading causes of
death. The cumulative total of HIV notifications from 1985 to the
end of 1999 was 271; in that time period, 85 persons died from
AIDS. Most of the notified cases of HIV were distributed among
the 25—29-year-old age group.

In 1998, there were five new AIDS cases reported, and three
deaths. In 1999 there were 14 new AIDS cases reported, and 10
deaths were attributed to HIV-related illnesses. In 1999, the annual
incidence of AIDS was 209 per 1,000,000 population, and the male
to female ratio of AIDS cases was 2.5:1. A study conducted in 1997
among pregnant women revealed an HIV prevalence rate of 0.9%.

Sexually Transmitted Infections

For the 1996-1999 period, sexually transmitted infections
(STIs) ranked among the five leading communicable diseases
each year; according to the Health Information Division there
were 1,629 STI cases for the period. Visits to health centers for
sexually transmitted infections declined for the period, however,
from an average of 19.3 patients per week in 1996 to 9.3 patients
per week in 1999.

Nutritional and Metabolic Diseases

The percentage of young children with hemoglobin levels
below 10 g/dL dropped from 13% in 1995 to 7.1% in 1999. A 1996
micronutrient study revealed that 1% of children 1-4 years old
had vitamin A and beta-carotene deficiencies; more females were
affected with vitamin A deficiency and levels improved with age.
Among the children surveyed, 62% were found to have below-
normal vitamin E levels.

In 1999, the chronic disease register recorded a total of 713 di-
abetic patients, which accounted for 4,332 clinic visits.

Diseases of the Circulatory System
Diseases of the circulatory system accounted for 180 (37.7%)
of all deaths in 1998 and 190 (37.3%) in 1999.

Malignant Neoplasms

Malignant neoplasms were the leading cause of death in 1999,
with 73 registered deaths. For 1998 and 1999 the main sites were
prostate (26%), stomach (9%), colon (8%), liver and lungs
(7.7%), and breast (4%).

Accidents and Violence

In 1996-1999 there were 37 fatal motor vehicle accidents,
which caused 43 deaths and 87 injuries. The total number of
motor vehicle accidents for the period was 3,922 with the highest
number (1,562) occurring in 1996.
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Oral Health

A Health Situation Analysis conducted by the Ministry of Health
and Home Affairs in 1996 reported that dental disease was a con-
dition identified in approximately 10% of 5— and 10-year-olds.
Observations on oral conditions of the children attending dental
clinics in Antigua seem to indicate that untreated decay remains a
severe problem, but the prevalence and severity of dental caries in
Antigua and Barbuda needs to be further studied and quantified.

RESPONSE OF THE HEALTH SYSTEM

National Health Policies and Plans

In 1997, the Government approved the National Health Policy
for the 1997-2001 period. The policy reflects the Government’s
acknowledgement of the need to have clear and unified policies
to guide the country’s development; it sets priority goals and
ways to attain them. The policy reiterates the Government's com-
mitment to universal health services, but calls for creative ap-
proaches to health care financing. In 1997, the Government ap-
proved a national policy on HIV/AIDS and other sexually
transmitted infections.

In 2000, the Cabinet mandated the Ministry of Planning,
Implementation, and Public Service Affairs to produce a four-year
National Strategic Development Plan for the 2001-2004 period.

In 1999, a local coordinator was assigned to the Health and
Family Life Education Project, and members were appointed to a
National Coordinating Committee. A policy on health and family
life education was developed in 2000 and was approved by the
Cabinet.

The Health System

The Ministry of Health oversees the public health care system,
regulations, and delivery of services. The Minister of Health is a
Cabinet member and delegates management authority for the
Ministry to a Permanent Secretary. Technical and administrative
staff assist the Permanent Secretary in attaining the Government’s
health goals and objectives. The Chief Medical Officer functions as
the Minister’s chief technical advisor and is responsible for coor-
dinating health services delivered in hospitals and health centers.

Antigua is divided into six geographically determined medical
districts, each of which is served by a government-appointed
District Medical Officer responsible for providing medical serv-
ices to residents. Primary health care services in the district in-
clude maternal and child health, health education, environmental
sanitation, community mental health, nutrition, diabetic and hy-
pertensive screening and care, communicable disease control
and surveillance, and home visitation. As part of ongoing decen-
tralization efforts, Parliament enacted the Hospital Boards Act in
1999, which was implemented in 2000.

The health system is financed through public taxation and
levies that support the Medical Benefits Scheme. Private insur-
ance’s participation in health financing is minimal.

Health services in Barbuda are regulated and organized by the
Barbuda Council. Private services are limited to Antigua where
there are private practitioners who offer ambulatory services.

Organization of Regulatory Actions

New regulatory standards are needed to cope with the expan-
sion of public and private health services. The Pharmacy Act was
passed in 1995 and the Midwifery Act was revised in 2000.
Amendments to the Environmental Health Act and Mental
Health Laws are under way.

The Medical Registration Board regulates medical practice.
The General Nursing Council regulates the training and practice
of nurses and is responsible for their registration. The Midwifery
Board regulates the practice and training of midwifery.

Organization of Public Health Care Services

Health promotion is emphasized in community programs and
school activities; community participation also is encouraged.

Disease prevention and control programs in Antigua and
Barbuda fall under the Ministry of Health's Medical Division.
Noncommunicable diseases such as diabetes, hypertension, and
cancer were identified as priorities. Subsequent to a meeting in
1999, a draft protocol for the management of diabetes in primary
care has been outlined.

The Ministry of Health facilitates public education programs
about mosquito control and the prevention of dengue fever and
its complications.

Antigua and Barbuda follows the Directly Observed Treat-
ment, Short course (DOTS) approach for the prevention and con-
trol of tuberculosis; it is supervised by the Nurse Epidemiologist
and the Medical Officer of Health. The AIDS Secretariat and the
National AIDS Committee continue to conduct educational pro-
grams and to distribute condoms as part of the HIV/AIDS Pre-
vention and Control Program.

The country has one public health laboratory; in 1999 it was
integrated into the Public Health Laboratory Information
System. Using a software program designed for the purpose, data
from the laboratory are processed and transmitted to the
National Epidemiologist. This ensures that timely data are avail-
able, which is critical for disease prevention and control pro-
grams. Epidemiological surveillance is the responsibility of the
Ministry of Health.

Potable water in Antigua is provided by the Antigua Public
Utilities Authority. The Central Board of Health monitors the
quality of water supplied by the Authority and that stored by pri-
vate residents.
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There is no central sewerage system on the islands. In 1999, re-
sponsibility for solid waste management was transferred from the
Central Board of Health to the National Solid Waste Management
Authority, which was established by the Government in 1995. The
Authority is responsible for solid waste collection, storage, treat-
ment, and disposal. Presently all solid waste, including medical
waste, is disposed of at the Cooks Dumpsite. Since 1996, plans
have been under way to establish sanitary landfills in Antigua and
Barbuda, as well as a medical waste incinerator at a new hospital.

The proliferation of itinerant roadside food vendors is a mat-
ter of increasing concern. The Central Board of Health inspects
restaurants and other establishments where food is sold.

Organization of Individual Health Care Services

Health care services are provided both by private institutions
and by government facilities. Holberton Hospital, a 141-bed facil-
ity, is the only public, acute health care institution. General and
specialist services are provided in internal medicine, surgery, or-
thopedics, obstetrics and gynecology, pediatrics, radiology, and
pathology. In addition, private sector and foreign specialists
provide nephrology, ophthalmology, neurology, and oncology
services.

A renal dialysis unit with three dialysis machines was com-
missioned in July 1997. The unit now has four machines, one of
which operates using independent reverse osmosis. These serv-
ices and facilities attract patients from neighboring islands, such
as Anguilla, Montserrat, and Saint Kitts and Nevis.

Holberton Hospital also offers emergency medical services.
This important service began in 1996 with the procurement of
several emergency vehicles and the provision of paramedical
training for personnel.

Holberton Hospital has a rehabilitation unit with facilities for
physiotherapy, occupational therapy, speech and language ther-
apy, and respiratory therapy.

Various diagnostic tests and therapeutic agents remain un-
available in the country, and many patients must travel abroad to
neighboring islands or to the United States for tests such as mag-
netic resonance imaging and treatment options such as radio-
therapy and chemotherapy. The Medical Benefits Scheme has a
referral system, whereby patients are referred overseas for diag-
nostic tests and therapeutic agents that are unavailable on the is-
land. In 1999, 149 persons were referred overseas for treatment or
tests; in 2000, the number fell to 123.

The Mental Hospital houses an average of 100 patients, some
of whom come from neighboring islands such as Anguilla, Mont-
serrat, Nevis, Saint Kitts, and Tortola. The Fiennes Institute is a
100-bed public geriatric facility.
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Residents of Barbuda are served by the Hannah Thomas
Hospital, formerly known as the Spring View Hospital, which is an
eight-bed facility that functions mainly on an outpatient basis.
Patients from Barbuda receive specialist treatment in Antigua.

The Ministry of Health's Division of Oral Health is developing
a comprehensive dental health program. Antigua has three den-
tists, a dental auxiliary, and one dental hygienist. The three-chair
dental unit at the St. John's Health Center, in the capital, offers
dental prophylaxis, temporary and permanent restorations,
sealants, extractions, and fluoride gel treatments.

There is one private, secondary-care facility—the 21-bed
Adelin Medical Center—which provides both outpatient and in-
patient care. There are three group practice medical centers with
private physicians and dental offices.

Community Health Services are provided through a network
of 9 health centers and 18 satellite clinics or subcenters. Teams
that include district medical officers, family nurse practitioners,
public health nurses, district nurse midwives, and clinic aides
provide services in the health centers. District nurse midwives
and clinic aides provide services at the subcenters with support
from the health center team.

The health services are centrally managed and operated.
Patients from rural areas travel to the capital, St. John's, for
X-rays, laboratory, and pharmacy services.

During 1999, construction began on four new health centers on
the island. This project was undertaken by the British
Government through its Department for International Devel-
opment (DFID) as a way to cope with the added stress put on the
health system after the immigration of residents of Montserrat. As
a way to help decentralize the health services, these new clinics
will provide pharmacy and dental services in addition to the serv-
ices offered at other health centers on the island; they also will op-
erate for extended hours to make the services more accessible.

All resident medical specialists, including government consult-
ants and district medical officers, have private practices in the
capital. In addition there are four private ophthalmology/oph-
thalmic centers, one private orthopedic center that offers X-ray
facilities, four private laboratories, and a private physical therapy
center.

Blood banking is centrally provided at Holberton Hospital and
at the Adelin Center. In 2000, there were 989 blood donors at
Holberton Hospital. Blood is screened for hepatitis B, syphilis,
and HIV.

Health Supplies
Antigua and Barbuda is a member of the Eastern Caribbean
Drug Service (ECDS); through this service the country’s drug
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procurement system has been upgraded and computerized.
There is a National Drug Formulary and a National Formulary
Committee that streamlines the use of pharmaceuticals.
Vaccines are obtained with the assistance of PAHO's Revolving
Fund for Vaccine Procurement.

The Government spends approximately US$ 330,000 annually
on drugs and medical supplies. The Medical Benefits Scheme
covers medication for selected diseases—asthma, diabetes, glau-
coma, hypertension, cardiovascular disease, heart disease, sickle
cell anemia, and mental disorders. Those covered by the scheme
include contributors and persons under age 16 years and persons
60 years and over.

Human Resources

Holberton Hospital demands a higher proportion of human
resources. As a result, the Government began to collaborate with
the Government of Cuba in 1998 to increase the hospital’s health
care personnel, specifically in the areas of urology, oncology, ra-
diology, general surgery, and anesthetics. This cooperation has
resulted in the contracting of an internist, an anesthesiologist, a
radiologist, two pharmacists, four laboratory technicians, and
registered nurses for a two-year period beginning in 2000.

In 1997, based on a decision by the Barbuda Council, a resi-
dent physician began to work at the Hannah Thomas Hospital,
significantly adding to the services provided by the existing vis-
iting volunteer physician.

The Government of Antigua and Barbuda is committed to
enhancing the pool of human resources available for health.
Local training included certified programs for the education of
health personnel at the School of Nursing and the School of
Pharmacy. Training for other health personnel is provided at re-
gional training institutions. Continuing education is provided
both locally and abroad through the effort of the Ministry of
Health, professional organizations, and international and re-
gional agencies. The Fellowships Committee, which is chaired
by the Chief Medical Officer, coordinated the training of health
care personnel. Fellowships were awarded in many areas, in-
cluding nursing administration, public health nursing, commu-
nity psychiatric nursing, basic environmental health, food
safety, solid waste management, medical laboratory technology
informatics, and health education. Family nurse practitioners
also received training.

Health Research and Technology
The expanded Health Information System has become the
Health Information Division. Computers, software, and human

resources have been provided through the community health in-
formation system project of the Organization of Eastern
Caribbean States. Modules are in place for nutrition,communica-
ble diseases, maternal and child health, chronic noncommunica-
ble diseases, human resources, and environmental health. The
Health Information Division works closely with the Police’s
Traffic Department to provide regular reports on traffic acci-
dents. The Division also works closely with the Statistics Division
of the Ministry of Finance.

The Health Information Division has been named as the local
coordinating center for the MEDCARIB network, which provides
a database for health literature in the region. The Division has
published an annual Health Statistical Digest since 1996. The
Health Information Division also regularly publishes informa-
tion and articles on health-related matters.

Staff at the Division has been trained in health informatics;
the community health information system; and project prepara-
tion, appraisal, implementation, and management.

Health Sector Expenditure and Financing

The public health sector is financed through general tax funds
managed by the Ministry of Finance. Specifically, the Medical
Benefits Scheme is the main contributor towards financing the
country’s health care system in Antigua and Barbuda. Private in-
surance companies and the Social Security Fund make some
contributions to health care financing in the private sector.

Between 1996 and 1999, actual health expenditure increased.
The Ministry of Health has, over these years, been allocated be-
tween 12% and 14% of the national budget. Per capita health ex-
penditure was US$ 312 in 1998.

In 1999, the total expenditure of the Medical Benefits Scheme
was approximately US$ 11 million, an increase of about US$ 2
million from 1998. The amount disbursed for overseas treatment
for the 18-month period ending in December 2000 was approxi-
mately US$ 1 million. Grants through the Ministry of Health in-
creased from US$ 2.5 million in 1999 to US$ 4 million in 2000.

External Technical Cooperation and Financing

Antigua and Barbuda benefits from technical cooperation and
financing from several regional and international organizations.
The Caribbean Environmental Health Institute (CEHI), the
Caribbean Epidemiology Center (CAREC), and PAHO all assist
with evaluating programs, reviewing health services, developing
policies and legislation, and providing training. In addition, WHO,
UNICEF, UNAIDS, and the British Government’s Department for
International Development also have provided assistance.
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FIGURE 1. Population structure, by age and sex, Antigua
and Barbuda, 2000.
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FIGURE 2. Gross domestic product, annual growth (%),
Antigua and Barbuda, 1991-2000.
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FIGURE 3. Vaccination coverage among the population
under 1 year of age, by vaccine, Antigua and Barbuda, 2000.
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OVERVIEW

milestone in its history as a nation: consolidation of a sta-

ble democracy. This process has occurred as part of an-
other more general process that has taken place in virtually all
the countries of the region that had suffered periodic disruptions
of their institutional order. Argentina achieved democracy not
through the undoing of yet another military government but as
the result of a military defeat in an international war against a
European power. This event held great symbolic significance for
a country that was born, evolved, and came of age looking more
towards Europe than to the other countries of the Region.

Immigrants—especially the Europeans who arrived from
Spain and Italy between the end of the 19th century and the
1940s—have played a crucial role in shaping the country’s socio-
cultural and demographic profile. In the course of the 20th cen-
tury, that European lineage, coupled with the influence of the
Argentine-born Creoles, already heavily Hispanicized since the
colonial period, helped mold Argentina into a society with a large
and growing majority of middle class workers eager to get ahead.
Despite the erratic nature of the public policies of virtually all the
country’s governments—especially the long-term policies—free
public education remained a constant that helped the population
realize that aspiration. Indeed, as of the early 1990s, the literacy
rate among Argentines aged 10 and over was 96.3%.

During the 1990s, the country succeeded in overcoming the
chronic problem of inflation, which affected primarily the major-
ity middle-class working population. A system of currency con-
vertibility with U.S. dollar-peso parity was put in place. At the
same time, through a controversial process, a significant portion
of the State apparatus was privatized. These economic changes
failed to translate into real gains in living standards, however. On
the contrary, many people saw their quality of life decline.
Moreover, other changes aimed at transforming the State did not
bring about the expected results either. None of the reforms in-
troduced in government administration brought about signifi-
cant reductions in public spending, nor did that spending be-

Over the last two decades, Argentina has achieved a true
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come more effective in terms of social impact or as a motor for
growth. The same thing occurred in many cases when responsi-
bility for inalienable and essential services was decentralized to
the provincial and municipal levels.

The provinces suffer from their own structural problems, and
they are excessively dependent on the resources they receive
under the federal tax-sharing system, in which the provinces turn
over most of the taxes they collect to the federal government,
which then redistributes the funds in accordance with this legal
framework. This system has often been subject to the discretional
authority of the provincial and federal governments.

The constitutional reform of 1994 had more repercussions on
political organization than it had concrete effects on the situation
of the Argentine people. The new constitution reduced the presi-
dent’s term of office from six to four years and allowed for the
possibility of one reelection. It also created the office of Chief of
the Cabinet of Ministers, a position similar to that of a prime
minister, although this change has not really taken root in a soci-
ety that remains very attached to the president-dominated
model.

Although the annual federal budget was approved on time and
in accordance with the constitutional provisions—something
that had not happened for five decades—its execution remained
hindered by a severe tax deficit, exacerbated by a complex and in-
efficient taxation system that encourages evasion. This situation
prompted an inevitable chain reaction: the provincial deficits, in
most cases generated by the virtually sole and subsidizing indus-
try of public employment, could be covered only by transferring
extraordinary funds from the federal level, and those funds,
which proved insufficient despite the revenues obtained from
privatization, could only be financed by increasing the external
debt. In the early 1980s, Argentina’s debt amounted to around
US$ 30,000 million, but by early 2001 it had risen to US$ 150,000
million. Meanwhile, GDP, after a period of growth between 1993
and 1997, declined in 1998 and 1999 (Figure 1).

Argentina has not succeeded in changing its profile as an ex-
porter of primary agricultural products or exploiting its compar-
ative advantages. The balance of trade—historically favorable,



HEALTH IN THE AMERICAS, 2002 EDITION, VoLuME |1

though insufficient to offset the tax deficit—began to turn nega-
tive. At the same time, monetary stability brought with it a high
cost of living, similar to that in most developed countries, as a re-
sult of which relative prices for Argentine goods were not com-
petitive on the world market. Generally speaking, the state of
Argentina’s public accounts left the country extremely vulnerable
to the adverse effects of globalization. The major national indus-
tries passed into the hands of foreign investors, and were thus
subject to the volatility that generally characterizes foreign capi-
tal in difficult economic times.

Small and medium enterprises (SMEs), unable to compete or
finance their operations, suffered enormously from a recession
that began in 1998, and many were forced to close their doors. As
a consequence, unemployment affected Argentina with unprece-
dented intensity. By the end of 2000, the unemployment rate had
climbed to around 20%. With an economically active population
(EAP) estimated at 21 million, this meant that more than 4 mil-
lion Argentines were without work. It is estimated that, in 2000,
45.4% of the population was employed in the informal sector
(44.3% of males and 47.1% of females). The workload for women
in the informal sector may be up to triple that of men. Rural and
indigenous women have the longest workday.

Child labor is an important social problem in Argentina.
According to UNICEF estimates for 1995, at least 90,000 children
aged 14 and 162,000 children under 14 years worked. Although
the incidence of child labor is higher in rural areas, where work
has cultural connotations and children as young as 4 or 5 years
often toil alongside their parents and siblings, the largest propor-
tion of working children (73%) are concentrated in urban cen-
ters. In urban areas, child workers most commonly engage in do-
mestic activities, such as care of younger siblings or certain
family businesses, or they work in the informal sector of the
economy. Two-thirds of the children who work are male.

Paradoxically, Argentina’s per capita income during the 1990s
was a powerful magnet for immigrants, the majority of them il-
legal, from the countries of the subregion and, to a lesser extent,
Eastern Europe. This flow of immigrants swelled the ranks of the
poor and unemployed. The social consequences of this situation
are evident in the tremendous growth in poverty (one third of the
population is now considered poor) and the proportion of house-
holds with unmet basic needs (20%), as well as higher levels of
marginalization, violence, crime, and insecurity. Since it is im-
possible for the country to finance an unemployment insurance
system capable of covering such a large proportion of the popu-
lation, sustained economic growth is the only long-term solution
to this critical problem.

An analysis of incomes per inhabitant in the various provinces
(GDP per capita) reveals sizable differences in their economic sit-
uations. In 1996, income in the wealthiest jurisdiction (the city of
Buenos Aires, with per capita income of US$ 20,544) was almost
four times higher than the US$ 5,571 per capita registered in the
province of Jujuy. If the provinces are divided into four groups
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corresponding to four income quartiles and correlated with indi-
cators of living and health conditions, the groups more or less co-
incide with the geographic regions of Argentina. Group | (per
capita income of US$ 20,544-9,833) consists of the city of
Buenos Aires and five Patagonian provinces, which earn signifi-
cant income from production of hydroelectric energy and hydro-
carbons. Group 11 (US$ 9,515-8,075 per capita) comprises the re-
maining Patagonian province, three central provinces, and two in
the Cuyo region. Groups 111 (US$ 7,758—6,711 per capita) and IV
(US$ 6,617-5,571 per capita) include provinces from the lesser-
developed northern regions of the country.

The projected total population of Argentina for 1999 was
36,578,355. The country’s population growth rate has declined
steadily over the years, with average rates of 1.4% between 1985
and 1990, 1.3% between 1990 and 1995, and 1.3% between 1995
and 2000. The total fertility rate has also fallen steadily, decreas-
ing from 3.6 children per woman in 1980-1985 to 2.8 in
1990-1995, with an estimated rate of 2.4 for 1995-2000. The
birth rate, on the other hand, decreased only from 19.8 per 1,000
population in 1993 to 18.8 per 1,000 in 1999. Except for the city
of Buenos Aires, where the rate in the latter year was 13.5 births
per 1,000 population, the birth rate in the other 23 provinces re-
mained between 17 and 24.9 per 1,000, with a tendency towards
higher rates in the poorer provinces.

Over the past two decades, life expectancy at birth for the pop-
ulation as a whole has increased slightly more than two years,
though the difference of more than seven years between female
and male life expectancy has remained unchanged. In 1985—
1990, life expectancy for the population as a whole was 71.03
years (67.58 for men and 74.62 for women). The projection for
the period 1995-2000 was 73.1 years (69.7 for men and 76.8 for
women). As a result of these demographic changes, the propor-
tion of population aged 65 and older rose from 8.5% in 1985 to
9.7% in 1999, while the population under 15 years of age shrank
from 31% to 27.9% during the same period. The masculinity
index for the overall population in 1999 remained about the same
as in 1985 (96.4%), but owing to the difference in life expectancy
between the sexes, the value dropped to 81% in the group aged
65—70 years and to 50.3% in the population aged 80 and older,
with a value of 69.7% for the overall population aged 65 and over
(Figure 2).

The spatial distribution of the population is very heteroge-
neous. In a total surface area of 3,761,274 km?, population densi-
ties range from just under 15,000 population per km? in the city
of Buenos Aires to 0.7 per km? in the province of Santa Cruz.
These differences are the result of a marked concentration of the
population in the city and province of Buenos Aires, where almost
50% of the country’s total population resides. The proportion of
the population living in urban areas was 86.9% in 1990 and was
projected to rise to 89.3% in 1999. The demographic profile of the
provinces shows a correlation with their economic conditions.
Table 1 illustrates how in the wealthiest groups of provinces there
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TABLE 1. Demographic indicators, grouped according to per capita income,

Argentina, 1999.

Total Life
Population Population Birth rate fertility rate expectancy
<15 years >64 years (per 1,000 (children per at birth
Group (%) (%) population) woman) (years)
IV (poorest) 334 6.5 23.0 3.0 70.9
I 32.6 7.2 22.8 29 713
I 26.9 10.1 17.6 2.3 732
| (richest) 22.6 13.0 15.4 1.9 73.0

is a trend towards lower fertility, lower birth rates, and a lesser
proportion of young population, whereas the proportion of people
aged 65 and older is as much as double and life expectancy has
risen more than two years. The 1991 census revealed a similar cor-
relation with the proportion of illiterate population in these
groups of provinces. The national rate of 3.68% contrasted with
1.9% in Group 1,2.9% in Group I1,and figures two and three times
higher in Groups 111 and 1V (6.9% and 7.2%, respectively). The
proportion of the population holding a university degree was 4%
nationwide, but the rate in Group | was 8.9%, whereas it was 3.4%
in Group Il and 2.6% in Groups I11 and IV.

Mortality

The crude death rate in Argentina has hovered around 8 per
1,000 since 1986, falling from 8.2 per 1,000 in 1986 to 7.9 per
1,000 in 1999 (8.9 per 1,000 for males and 7.1 per 1,000 for fe-
males). This actual decrease may be greater, however, given that
during this period the proportion of older adults has increased.
There are notable differences among the provinces with regard to
crude death rate: for example, the city of Buenos Aires registered
a rate of 11.7 per 1,000 for both sexes, while in Tierra del Fuego
the rate was 2.4 per 1,000. These disparities are largely caused by
differences in the age structure of the provincial populations,
since after the rates are adjusted for age, the values become more
uniform. In fact, the rate for the city of Buenos Aires, once ad-
justed, is even lower than that of Tierra del Fuego. The province
of Neuquén, with a rate of 6.3 per 1,000, had the lowest age-ad-
justed death rate, while in the province of Chaco the rate was 9.3
per 1,000. Analysis by income groups shows a correlation be-
tween income and adjusted general mortality, especially among
women. It is estimated that in 1998 there was 12.5% excess mor-
tality among women in Group Il in comparison with those living
in the provinces of Group I. In Groups Il and 1V excess female
mortality was as high as 20%.

It is estimated that in 1999 around 782 years of potential life
(YPLL) per 10,000 population were lost in Argentina, based on
life expectancy at birth of 70 years. The loss of potential years of
life was greater among males (993 YPLL per 10,000) than among
females (580 YPLL per 10,000). Diseases of the circulatory sys-

tem (ICD-10: 100199, except 146) account for the largest number
of deaths in the general population (Figure 3). In 1999, at a rate
of 270.3 per 100,000 population, this group of causes produced
36.9% of all deaths (34.9% among males and 38.5% among fe-
males). No significant relationship was found between deaths
from cardiovascular causes and groups of provinces by income.
Neoplasms (ICD-10: C00-D48) ranked second as causes of death
(20.2%) in 1999, with a mortality rate of 151.3 per 100,000 pop-
ulation in the general population. Communicable diseases (ICD-
10: A00-B99; J00-J22; GO0—GO03) were the third cause of death,
with a rate of 67.2 per 100,000 population, which represented
9.3% of total deaths. When this group of causes of death was an-
alyzed by income groups, the rates did not change. External
causes (injuries and poisoning) were the fourth leading cause of
death (7.1% of all deaths), with a rate of 53.8 per 100,000 popu-
lation (79.8 per 100,000 males and 24.7 per 100,000 females). For
this group of causes there was a clear relationship to income: the
proportion of deaths from external causes in the wealthiest
provinces was 5.1%, whereas in the poorest provinces it was
9.6%. Conditions originating in the perinatal period (ICD-10:
P00-P96) caused 2.3% of all deaths. As in the case of deaths from
external causes, the proportion of deaths from this cause is
clearly higher in the poorer provinces: while in Group | perinatal
causes accounted for only 1.0% of deaths, they accounted for 5%
in Group IV. The proportion of deaths from ill-defined causes
shows a similar trend. Out of the overall proportion of 6.6%, in
Groups I and IV the percentage of deaths from ill-defined causes
was 2.8% and 15%, respectively, which indicates that the quality
of reporting is significantly lower in the poorest provinces.

HEALTH PROBLEMS
By Population Group
Children (04 years)
For several years infant mortality has showed a sustained
downward trend. From a rate of 26.9 per 1,000 live births in 1986

it dropped to 17.6 per 1,000 in 1999 (12,120 deaths). This national
value does not reflect the variations in the rate across the country,
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where at one extreme the province of Tierra del Fuego has a rate
of 7.8 per 1,000, while at the other, the province of Chaco regis-
tered 29 infant deaths per 1,000 live births. Measurements of in-
equality in infant mortality among the provinces of Argentina
yielded a Gini coefficient of 0.107 (Figure 4). It is important to
consider that the provincial values also mask internal disparities
within provinces. In the regions of the country with the highest
incomes and lowest initial rates (central region and Patagonia),
the decrease has been more marked than in the poorest regions.

In 1999, the neonatal mortality rate was 11.3 per 1,000 live
births and the postneonatal death rate was 6.3 per 1,000. The
ratio between neonatal and postneonatal mortality remained
stable during the period 1986—1999. Even across the country’s
various regions, postneonatal mortality always represented
around 35% of total infant mortality. Conditions originating in
the perinatal period remained the leading cause of death, ac-
counting for 50.4% of all perinatal mortality. Between 1995 and
1999, specific mortality from pneumonia and influenza de-
creased 35.2%, while mortality from intestinal infections de-
clined 38.8% and specific mortality from congenital malforma-
tions decreased 10.1%. In contrast, specific mortality from
external causes rose 9.3%, to become the third leading cause of
death, after conditions originating in the perinatal period and
congenital malformations. Based on these trends, it is estimated
that neonatal deaths could be reduced 59.2% and postneonatal
deaths could be reduced 46.2% through prevention and timely
diagnosis and treatment.

The prevalence of exclusive breast-feeding for the first four
months of life was 36.7% in 2000, an increase over the figure of
26.3% registered in 1998. The prevalence of continued breast-
feeding at age 6 months was 6.6% in 1998 and 12.0% in 2000.

In 1999, 1,948 children aged 1—4 years died, for an age-specific
death rate of 0.7 per 1,000 population; 57.0% of those children
were male. Between 1995 and 1999, the age-specific death rate
declined 12.5%. External causes continued to be the leading
cause of death, with an increase in the specific rate from 0.17 per
1,000 population in 1995 to 0.21 per 1,000 in 1999. The pattern of
the rates across provinces and regions is similar to that of infant
mortality. Infectious and respiratory diseases and malnutrition
accounted for 30.7% of all deaths.

Schoolchildren (5-9 years)

In 1999, there were 974 deaths among children aged 5-9 years.
The age-specific mortality rate in this group was 0.29 per 1,000
population. External causes continued to be the leading cause of
death, accounting for 39.1% of the total number; 70.3% were
deaths of male children. Transport accidents were the leading
cause, accounting for 37.8% of all deaths from external causes.

Adolescents (10-14 and 15-19 years)

In 1999, the population aged 10-19 years numbered an esti-
mated 6,640,000, which was 18.1% of the total population. That
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year, 3,701 adolescent deaths were reported (1,062 among 10-14-
year-olds and 2,639 among 15-19-year-olds, with specific rates
of 0.32 per 1,000 population and 0.79 per 1,000, respectively).
The ratio of male deaths to female deaths was 2:1 for the group as
awhole and 3:1 in the subgroup aged 15-19. External causes ac-
counted for 60% of adolescent deaths, with specific rates of 13.4
per 100,000 for transport accidents, 6.6 per 100,000 for suicides,
and 10.9 per 100,000 for homicides and violent events of unde-
termined intent. Neoplasms were the second leading cause of
death (8.4%).

Since the start of the HIV/AIDS epidemic, 46 AIDS cases have
been reported among young people aged 10-14 and 305 among
those aged 15—-19. These figures accounted for 0.3% and 1.2%, re-
spectively, of the total number of AIDS cases reported between
1982 and 2000. More adolescent males than females are affected.
It is estimated that 46% of males and 32% of females acquired
the infection through the use of intravenous drugs. A national
study conducted in 1999 found that the current prevalence of
drug use (defined as consumption in the last 30 days) among
adolescents aged 12—15 was 35.2% for tobacco and alcohol, 1.2%
for illegal drugs, and 0.2% for illicit consumption of prescription
drugs. However, 67% of those interviewed reported that they
smoked or had smoked at some time, and 41% had started smok-
ing before the age of 16, while 10.1% had used illegal drugs at
some time, and 22.8% had begun using them before age 16.

The fertility rate among adolescents decreased from 38.7 per
1,000in 1980 to 31.9 per 1,000 in 1999 (1.7 per 1,000 in the group
aged 10-14 and 62.3 per 1,000 among those aged 15-19). Of all
the children born in Argentina in 1999, 15.2% were born to ado-
lescent mothers (104,386) and, of those children, 2.6% (2,747)
were born to girls under 15 years of age. Infant mortality is
higher among the children of adolescent mothers, not only be-
cause of the mother’s age but also because pregnancy in this age
group is strongly associated with unfavorable socioeconomic
conditions. Although maternal mortality would also be expected
to be higher in this group, only 38 deaths of mothers aged 10-19
were reported in 1999, making the age-specific rate 3.6 per
10,000 population. That is slightly less than the national maternal
mortality rate, which suggests that underreporting of maternal
deaths among adolescents may be higher than in the general
population.

Adults (20-59 years)

According to a UNICEF survey, 86% of pregnant women had
five or more prenatal visits in 1994; however, single women and
women who had not completed primary schooling had fewer
than five. Maternal mortality for the country as a whole in 1999
was 41 per 100,000 live births, slightly higher than the figure of
38 per 100,000 registered in 1998. However, the Directorate of
Health Statistics and the Program on Maternal and Child Health
of the Ministry of Health estimate that about 50% of maternal
deaths go unreported. Hence, the real rate would be around 80
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per 100,000 live births. The differences found between provinces
are greater than in the case of other health indicators. While in
the city of Buenos Aires and in provinces such as Rio Negro,
Chubut, Cérdoba, and Buenos Aires fewer than 20 maternal
deaths per 100,000 live births were reported, provinces such as
Chaco and Formosa had rates of 130 and 160 per 100,000 live
births. The Lorenz curve of maternal mortality (Figure 5) shows
that 40% of the births that occurred in the provinces with the
highest maternal death rates accounted for almost 80% of these
deaths. The Ministry of Health has launched a program to pro-
mote local and national meetings to analyze maternal mortality
in order to detect and rectify the factors responsible for these
deaths as well as the problems that lead to serious illness during
pregnancy, childbirth, and the puerperium.

The Elderly (60 years and older)

In 1999, the population of adults aged 60 and older numbered
almost 5 million, accounting for 13.4% of the total population.
This age group has grown 24.6% since 1970. Fifty-six percent of
all adults in this age group were women and 44% were men, but
whereas there is very little difference in the proportions of men
and women between the ages of 60 and 64, after age 79 there are
twice as many women as men. There is no accurate information
on the number of older adults who are institutionalized.
Although there is a social tendency to keep older persons at home
with their families, the number of homes and residences for the
elderly has grown appreciably in the last 10 to 15 years. In 1999,
there were 20 nursing home beds per 1,000 population aged 70
and over in 13 provinces. The retirement age is 65 years for men
and 60 years for women, but the possibility of gradually increas-
ing it to 70 and 65, respectively, is under study.

Lifestyle-related diseases account for the greatest proportion
of mortality among older adults. Cardiovascular diseases
(30.7%), neoplasms (19.1%), and cerebrovascular diseases
(8.9%) are the leading causes of death in this age group, with an
increase in cardiovascular diseases and a proportional decrease
in neoplasms among the oldest members. The proportional
weight of neoplasms is greater among women, especially those
between 60 and 70 years of age.

Workers' Health

Between July 1999 and June 2000, 433,495 accidents were re-
ported among workers in the formal sector of the economy. Of
these, 96% were minor, 3.5% were serious, and 0.2% were fatal
(955 deaths). The average accident rate was 76.7 per 1,000 ex-
posed workers, but the rate in the construction sector was more
than twice that: 185 per 1,000. In the manufacturing sector, it was
128 per 1,000 and in the agricultural sector, 103.1 per 1,000. A
1996 law on occupational hazards seeks to prevent risks and
compensate workers for occupational injuries. Under this law, al-
most 5 million workers are covered by workers' compensation in-
surance. In addition, the Occupational Safety Administration has

established the “Safe Work for All” plan, which includes a number
of preventive measures for businesses with high workplace acci-
dent rates.

The Disabled

Based on data from a household survey conducted in 1991, it
was estimated that 7% of the population (around 3,250,000 peo-
ple) suffered from some type of disability. According to disability
certificates for the period 1997—2000, 41.6% were mental disabil-
ities, 41.1% motor disabilities, 13.8% sensory disabilities, and
3.5% visceral disabilities.

The National Service for the Rehabilitation and Advancement
of Persons with Disabilities oversees several programs to support
rehabilitation centers and services, care for needy disabled per-
sons, recreation and sports activities, and training of human re-
sources in orthotics and prosthetics and in occupational therapy.

Indigenous Groups

According to the Institute for Indigenous Affairs, the esti-
mated indigenous population in 1999 was 372,996 (1.1% of the
total population). The largest indigenous groups were the Colla
(98,000), Mapuche (60,000), Diaguita (50,000), Mataco (40,000),
Tobas (39,000), and Quechua and Aymara (38,500). However,
health statistics are not broken down by ethnic group. The ma-
jority of the indigenous groups reside in the lowest-income
provinces (Groups Il and 1V), the exception being the Mapuche,
who live in Patagonia and the province of Buenos Aires.

By Type of Health Problem

Natural Disasters

Floods are the highest-risk event, although some provinces are
also at risk for seismic activity and volcanic eruptions. During
2000, more than 36,000 were victimized and 21 died or went
missing as a result of floods in northwestern Argentina, and in
the province of Buenos Aires there were more than 50,000 flood
victims but only one death. Powerful storms and heavy rainfall, a
tornado in the province of Buenos Aires, a landslide in Santa Fe,
and intense snowfall made it necessary to evacuate the popula-
tion from some cities. The eruption of the Copahue volcano in the
province of Neuquén had a negative impact on tourism, the main
economic activity of the region, although it did not cause any
deaths.

The Federal Emergency System (SIFEM) was created by exec-
utive decree in October 1999 under the cabinet chief. The sys-
tem coordinates governmental and nongovernmental action in
emergency situations. SIFEM encompasses a wide array of gov-
ernment agencies and has an emergency ministerial cabinet con-
sisting of the ministers of the interior, defense, finance, infra-
structure and housing, health, and social development and the
environment.
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\ector-borne Diseases

Argentina is in a position to certify the interruption of vector
transmission of Triatoma in eight of the provinces in which
Chagas' disease was endemic (Jujuy, Salta, Catamarca, Entre Rios,
Rio Negro, La Pampa, Neuquén, and Tucuman). Another six
provinces have achieved an intermediate control situation, char-
acterized by localized residual household triatomine infestation
and discontinuous surveillance (Cérdoba, Corrientes, Misiones,
Santa Fe, Mendoza, and Chaco). A third group, consisting of La
Rioja, San Luis, San Juan, Formosa, and Santiago del Estero, is
still at risk of vector transmission. The national Chagas’ disease
control program has carried out a sustained effort, resulting in
achievement of 97% of the insecticide-spraying goal and 96.5%
of the household entomological surveillance goal. Interruption of
vector transmission in all provinces within the next four years is
considered feasible.

Since 1997, the nation’s blood banks, which process some
800,000 units per year, have screened 100% of blood donations
for Trypanosoma cruzi, finding a prevalence rate of around 55
positives per 1,000 donors. Seroprevalence studies conducted in
2000 among 21,427 children between 6 months and 14 years of
age in endemic areas showed a prevalence of 1.94%. Among
131,900 pregnant women, the prevalence was 6.4%, with an aver-
age vertical transmission rate of 4.7% and a range of 2% to
12.4%.

The presence of Aedes aegypti has been confirmed in 17 of the
country’s 24 provinces. Of a total of 854 municipalities inspected
in the areas at risk, the vector was found in 581. Of these, 111
were classified as high-risk, 400 as medium-risk, and 70 as low-
risk. During the first three months of 2000, indigenous cases of
classical dengue (dengue-1) reappeared in the northwest in the
departments of Iguazu and Clorinda, located in the provinces of
Misiones and Formosa, respectively. These cases were associated
with an epidemic in Paraguay. The province of Salta also reported
cases of classical dengue (dengue-2). Also in 2000, 617 non-in-
digenous probable cases were reported in eight provinces (clini-
cally diagnosed and IgM positive). During the summer of
2000-2001, no outbreaks were reported in the areas considered
at risk, but isolated non-indigenous cases continued to be
reported.

Malaria occurs most frequently in a risk area in the province
of Salta, which borders Bolivia (departments of Ordn and San
Martin, where the annual parasite incidence is 2—3 per 1,000).
Second most affected is the province of Jujuy. In the northeast,
the provinces of Misiones and Corrientes experience occasional
epidemic episodes. During 2000, a total of 461 cases of malaria
were reported, of which 114 (25%) were indigenous; the remain-
ing cases can be associated with migration that occurred in the
region.

Owing to the existence of an ecological niche that could enable
yellow fever to spread and with the large volume of people who
travel from endemic areas in Bolivia and Brazil, the provinces of
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Jujuy, Salta, Formosa, Chaco, Corrientes, and Misiones are con-
sidered potentially at risk, although they have reported no cases
of the disease. In recent years, the yellow fever vaccine has been
administered to people who travel to endemic areas or live along
the border. The vaccination program has been expanded with the
goal of vaccinating the entire population over 1 year of age in the
aforementioned provinces. An estimated 1,600,000 people still
need to be vaccinated to reach that goal.

Diseases Preventable by Immunization

The last reported case of poliomyelitis caused by wild po-
liovirus in Argentina dates back to 1984. As of the end of 2000, a
total of 136 suspected cases of poliomyelitis or acute flaccid
paralysis (AFP) had been reported. The rate was 1.32 per
100,000. In 2000, selective weekly reporting from all provincial
operational units was instituted. In early 2001, 10 of the 24 juris-
dictions (with 64% of the total population under 15 years) were
reporting selectively, and all 24 provinces were reporting sus-
pected AFP cases weekly. Ninety-one percent of the AFP cases re-
ported in 2000 were investigated within 48 hours from the onset
of paralysis, and stool samples were obtained from 73% of the
cases within 14 days of paralysis onset. Since 1995, polio vacci-
nation coverage has been above 90%, although the rate varies sig-
nificantly among provinces.

Since 1990 vaccination coverage for measles has been over
90%. Thanks to a large-scale campaign mounted in 1993, coupled
with surveillance and laboratory investigation of all cases of
febrile rash illness, the number of measles cases reported de-
clined dramatically between 1994 and 1996, dropping to 0 in the
latter year. Following the occurrence of cases in 1997, a nation-
wide follow-up campaign was conducted in 1998 among children
aged 2 to 5. The MMR vaccine against measles, mumps, and
rubella was administered to children under age 1, and a coverage
rate of 95% was achieved. However, between 1997 and 1999,
Argentina experienced a measles outbreak that caused 121 con-
firmed cases in 1997, 10,229 confirmed cases in 1998, and 351
confirmed cases in 1999. In 2000, 935 suspected cases were re-
ported, most in children under 5 years of age, but only six were
confirmed. In 1999, 10,806 cases of rubella were reported and, in
2000, 6,007 cases were reported. In both years, all Argentine
provinces reported cases of rubella, although the majority were
reported in the province of Buenos Aires. In 1999, 23,938 cases of
mumps were reported and, in 2000, the number was 17,630.

Since 1990, coverage with the DPT vaccine has been over 80%.
In 1997, the vaccine against Haemophilus influenzae type b (Hib)
was introduced as a separate vaccine. In November 1998, the
DPT-Hib vaccine was incorporated into the regular immuniza-
tion schedule for children, and in 1999 a coverage level of over
85% was achieved. In 2000, coverage with three doses of DPT or
DPT-Hib was 83%, with rates among the 24 jurisdictions rang-
ing from 65% to 99% and a median rate of 84%. In 1999, 65 cases
of meningoencephalitis due to H. influenzae were reported. In
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2000, the number decreased to 35. In 2000, 3,682 cases of menin-
gitis were reported; 46.9% were of unspecified etiology. Of the
cases with specified etiology, 80% were bacterial, and the most
frequent etiologic agents isolated were Streptococcus pneumo-
niae, Neisseria meningitidis, and Haemophilus influenzae. With
respect to 1999, these values represent a decrease of 23% in total
reported cases, 30% in cases of bacterial meningitis, and almost
50% in cases of Haemophilus influenzae meningitis. In
1989-1990, an outhreak of diphtheria occurred, resulting in 51
cases in the provinces of the northeast. The number of cases de-
clined steadily from 1991 to 1997, when no cases were reported.
In 1998, two cases were reported in the province of Misiones, but
no cases were reported in 1999 or 2000. In 1998 and 1999, the
number of cases of pertussis increased in some provinces.
During 1999, 657 cases were reported in 22 of the 24 provinces;
only Jujuy in the north and Tierra del Fuego in the south reported
no cases. In 2000, a total of 567 cases were reported, including
139 in the province of Buenos Aires and 105 in the province of
Santa Fe. The number of cases of neonatal tetanus decreased
from 21 in 1988 to 0 in 1998 and 2 in 1999; all occurred in the
northeast. No cases of neonatal tetanus were reported during
2000. Tetanus cases in all age groups decreased from 220 to 19
during the period 1980—-1999. In 2000, 13 cases were reported in
8 jurisdictions, most in the northern part of the country.

Intestinal Infectious Diseases

By 1999, a total of 4,834 cholera cases had been reported since
the first case was reported in February 1992. Case-reporting
showed a seasonal and epidemic pattern. Most of the cases oc-
curred in the northwest region (Salta and Jujuy) among adult
males, probably because they tend to move around more than
other population groups. The last case was reported in the
province of Santa Fe in 1999.

Chronic Communicable Diseases

In 1999, 11,871 new cases of tuberculosis were reported. Most
cases were concentrated in the province of Buenos Aires, but the
highest incidence rates were in the north. While the national rate
was 32.5 per 100,000 population, the figure ranged from 12.7 per
100,000 in the province of San Luis to 100 per 100,000 in Jujuy.
The national rate is 47% lower than the rate registered 20 years
ago. This is the result of a decrease in the incidence of tuberculo-
sis in almost all provinces, except Formosa, where the rate rose
47% between 1980 and 1999. The decline in incidence was larger
in the population aged 15-29. In 1999, mortality from this cause
was 2.8 per 100,000 population (1,019 deaths). The province of
Jujuy registered the most deaths per population (10.4 per
100,000). Mortality rates in the oldest age groups were the high-
est, rising to 14.3 per 100,000 in the group aged 75 years and
older. AIDS and HIV infection play an important role in tubercu-
losis mortality in the groups aged 20-34 , in which around 50%
of tuberculosis deaths are associated with HIV infection. In 628

patients studied between 1999 and 2000, initial drug resistance
was found in 10% and multidrug resistance was found in 1.7%
(with values of 8.8% and 0.8%, respectively, in HIV-negative pa-
tients and 24.5% and 13.2% in HIV-positive patients).

The endemic area of leprosy encompasses 12 provinces in the
northeast and northwest, center, and along the coast. In 2000, a
total of 364 cases were reported and the national prevalence rate
was under 1 per 10,000 population (0.75), which is consistent
with the control and elimination goal proposed by PAHO.
However, the provinces of Chaco, Formosa, Entre Rios, and
Corrientes have higher rates.

Acute Respiratory Infections

Acute respiratory infections (ARISs) account for 37% of all dis-
eases reported to the National Epidemiologic Surveillance System
(SINAVE) (889,578 cases in 2000) and are a major cause of death
in the population under 5 years of age, especially in association
with nutritional problems.

Zoonoses

Animal rabies continues to be an endemic problem in the
northern part of the country, especially among bovine cattle. In
1999, 66 cases of animal rabies were reported (34 in bovines, 16
in dogs and cats, 8 in bats, and 8 in other animals). Most of the
cases in dogs and cats were associated with an outbreak in the
province of Salta (communities of Oran, Hipolito Irigoyen, and
Pichanal), which required focus control, mass vaccination, and
restriction of animals in public streets. In 2000, the number of
canine and feline cases fell 30% with respect to the previous year.

HIV/AIDS

From the beginning of the epidemic through the year 2000, a
total of 18,824 AIDS cases were reported; however, allowing for
delays in reporting, the true number of cases is estimated at
21,000. The number of cases registered annually rose between
1984 and 1996, when 2,640 cases were reported (rate of 75 per
1,000,000), but since then the number of cases has decreased
slightly. The epidemic has affected all jurisdictions, but because a
large proportion of the population is concentrated in large cities,
87% of the cases are in the city of Buenos Aires and the provinces
of Buenos Aires, Santa Fe, and Cordoba. The disease has consis-
tently been more frequent among men than women, but the ratio
of 12:1 in 1989 had declined to 3:1 in 2000 (Figure 6). Most af-
fected are those in the group aged 25-29, which accounts for 26%
of the cases, and the group aged 30-34, with 22.3% of the cases.
Seven percent of the cases are in children under 10 years of age.
The risk factor profile for the reported cases has shown an in-
crease in heterosexual transmission of the disease in both sexes,
although among females this mode of transmission accounts for
over 60% of cases. Since 1990, the proportion of cases in male in-
travenous drug users has remained around 50%. The HIV-in-
fected drug users are younger than those who become infected by
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other routes (80% are under 35). \ertical transmission causes
96% of cases in children. The proportion of cases due to transfu-
sions and antihemophilic factors has dropped from 22.6% in
1982-1990 to under 1% in the most recent years. The proportion
of blood screened for HIV in blood banks increased from 84.5%
in 1995 to 100% in 1999. The national AIDS standard in perina-
tology requires that diagnostic testing be offered to all pregnant
women, which has improved detection and facilitated treatment
of infected mothers, thus reducing the incidence of AIDS due to
vertical transmission by 50% between 1996 and 2000. During the
year 2000, studies conducted in various population groups
yielded HIV infection prevalence figures of 0.56% among preg-
nant women, 3.56% among people who sought care for sexually
transmitted infections, 2.47% among prisoners, 0.08% among
blood donors, 0.05% among armed forces personnel, 5% among
sex workers, and 12% among men who had sex with men. The
number of AIDS deaths fell from 1,829 in 1997 to 1,673 in 1998
and 1,469 in 1999. This decline, despite the rise in the number of
people infected, can be attributed to the increased availability of
free antiretroviral therapy (the number of people receiving treat-
ment grew from 2,500 in 1993 to 14,500 in 2000) and to the use,
since 1998, of triple-drug therapy for those infected with HIV.

Sexually Transmitted Infections

The number of syphilis cases (5,000) and unspecified gono-
coccal and suppurative infections (20,000) has remained stable
in recent years. However, the situation has not been the same with
congenital syphilis, which has increased from 126 cases in 1994
to 378 in 2000. A study by epidemiology unit in the city of
Cérdoba during the first months of 2001 showed that underre-
porting of congenital syphilis in the previous three years was
over 50%. This points up the need for greater attention to report-
ing of and care for sexually transmitted infections, especially
during the prenatal period.

Hantavirus Pulmonary Syndrome

After the first cases of this disease were diagnosed in 1995, it
was found that the majority of cases were occurring in three areas
of the country: the central area, the Andean-Patagonian area, and
the northwest. The cases show a seasonal distribution. In the
north, most cases are reported between March and June, while in
the center and south cases occur from March to October. Except
for an outbreak in the Andean-Patagonian area in 1996, most re-
ported cases have been isolated cases. Eighty-one cases were re-
ported in 1999 and 69 in 2000; 81% of all cases occurred in men.
The case-fatality rate fell from 80% in 1995 to 20% in 2000. This
decline is attributed to heightened awareness of the disease, early
diagnosis, and better knowledge and treatment practices.

Viral Hepatitis

Although case-reporting has improved in terms of capacity to
discriminate between the various types of hepatitis, in a high

24

percentage of cases the virus type is still not being specified.
Since 1994, the number of cases reported has remained relatively
constant at around 30,000 cases per year. Almost 90% of reported
cases of hepatitis A occurred in children under the age of 14. In
2000, 926 cases of hepatitis B and 566 of hepatitis C were re-
ported from 19 jurisdictions. The prevalence of the disease is be-
lieved to be higher than reporting indicates, however. In 2000, the
Ministry of Health added the hepatitis B vaccine to the national
immunization schedule for newborns. The proportion of blood
donations screened for hepatitis B and C in public-sector blood
banks increased from 66% and 53%, respectively, in 1995, to
99.9% and 93% in 1999. In the latter year, the prevalence of hep-
atitis B in 810,259 units of blood was 6.1 per 1,000 and that of
hepatitis C was 6.6 per 1,000.

Nutritional and Metabolic Diseases

The nutritional status of children in Argentina reflects the si-
multaneous presence of problems of both deficiency and excess. A
survey by the Department of Nutrition within the Ministry of
Health (1995-1996), which examined children under the age of 6
who received care in public sector outpatient facilities, showed
that 12.9% suffered from stunting (chronic malnutrition), while
8.7% were overweight. The highest rates of global (as measured by
weight-for-age) and chronic malnutrition were found among
some of the provinces in the lowest-income groups (Chaco, 8.1%
and 16%; and Tucuman, 7.5% and 19.7%). The prevalence of ane-
mia (Hb <110 g/L) among children under 2 over the last decade
was estimated at around 20%, with some values as high as 50%. In
response to this problem, maternal and child health programs
have instituted iron supplementation, and fortified milk is now
being included in food aid programs. In 1999, a study on vitamin
A deficiency among children aged 6 months to 2 years in three ju-
risdictions indicated that the prevalence of low serum retinol was
26%, 32%, and 46%, respectively, in the three areas studied.

Diseases of the Circulatory System

Although it is known that these diseases cause more than one-
third of deaths and account for a very high proportion of mor-
bidity and disability, there have been no studies that would make
it possible to accurately determine their prevalence. However,
various surveys have provided information on the frequency of
risk factors, showing prevalence rates of 30% for sedentary
lifestyles, 9% to 24% for hypertension, up to 11% for high choles-
terol and/or triglyceride levels, and 5% for diabetes. As for to-
bacco use, 46.8% of males and 34% of females were smokers in
1999.

Malignant Neoplasms

In 1999, breast cancer was the leading cause of cancer deaths
among women (20.5% of all cancer deaths), followed by cancer of
the uterus and cervix (11.1%), colon (9.4%), and lung (7.4%).
Among men, lung cancer caused 23.3% of all deaths due to
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malignant neoplasms; prostate cancer, 11.8%; colon cancer,
8.5%; and stomach cancer, 6.8%.

Accidents and Violence

In the last 10 years, the number of accidents and violent events
rose from around 88,000 in 1990 to close to 180,000 in 1999, which
is an increase of slightly over 100%. According to official informa-
tion supplied by the police, almost 30% of these events were due to
traffic accidents, which caused 50,681 injuries and 3,668 deaths.
This last number is higher than the 3,446 deaths due to homicide.
SINAVE is now collecting data on morbidity due to accidents, but
the degree of underreporting is high. In 2000, a total of 589,258
events were reported to SINAVE, including 362,902 accidents in the
home, 106,912 traffic accidents, and 119,444 unspecified events.

Oral Health

The National Oral Health Program pursues the following lines
of action: promotion of oral health in childhood, fluoridation and
defluoridation of drinking water, and enhancement of the quality
of care. The priority groups targeted by the program are children
under 12 and pregnant women. Through school programs aimed
at some 800,000 children, tooth-brushing and a healthy diet have
been promoted and topical fluorides, sealants, and caries in-
hibitors have been applied on temporary teeth. Continuing edu-
cation programs enable oral health professionals to update their
knowledge of technical standards, cavity prevention, early detec-
tion of oral cancer, and AIDS.

RESPONSE OF THE HEALTH SYSTEM

National Health Policies and Plans

Argentina’s national health policies are based on the strategic-
political framework established under Decree 455 (2000) and are
detailed in an official health policy document. The seven major
policies defined in this document are: concerted health action
between the federal, provincial, and municipal levels; health sec-
tor management that emphasizes development of local capacity;
rational use of available financial resources; action to rectify
gaps, inequalities, and inequities; coordination of public, private,
and civil society resources in each jurisdiction; support for the
activities of nongovernmental organizations working in the areas
of promotion, protection, and rehabilitation of health; and pro-
motion of active social participation in the care of individual and
collective health at the municipal level.

The Health System
Institutional Organization

To understand the complex organization of the health system
in Argentina it is necessary to recognize the extent to which

responsibility for various aspects of national life, including
health, has been decentralized to the provincial level. The system
is so decentralized that any national legal provision approved by
law or decree that is to apply to the provinces must be endorsed
through specific provincial legislation. The other noteworthy as-
pect of the system relates to the important role that the labor
movement has historically played in the country. By the middle
of the 20th century, labor unions were the main source
of financing for health care, which was provided through
union-sponsored employee benefit programs known as obras so-
ciales. More than 300 of these obras sociales, each with its own
health plan, continue to operate today, with varying degrees of
effectiveness.

Law 25,233, enacted in 1999, modified the Law on Ministries
and restructured the Ministry of Health, creating two new subdi-
visions: the Secretariat for Health Care and the Secretariat for
Health Policy and Regulation. Two undersecretariats exist within
the former: one concerned with primary health care and the
other with health promotion and disease prevention programs.
The latter comprises the Undersecretariat for Planning, Control,
Regulation, and Inspection; the Undersecretariat for
Coordination; and the Undersecretariat for Research and
Technology. Other significant developments include the emer-
gence of the Federal Health Council (COFESA) as the primary co-
ordinating entity in the sector, the creation of the Council of
Federal Health Agencies and the corresponding Network of
Federal Health Agencies, the emphasis on subregional integration
within MERCOSUR, the creation of a national health information
system, and the implementation of a system of national health
accounts. Within this reform framework, a system was also es-
tablished for dealing with issues related to biomedical ethics, and
the regulatory framework governing the obras sociales was mod-
ified to strengthen the Solidarity Fund.

Resolution 939/2000 established the new Compulsory Health
Plan for agents of the National Health Insurance System. The plan
mandates coverage for primary care, health promotion activities
(such as smoking cessation), preventive services (for example,
breast and cervical cancer screening), rehabilitation, and pallia-
tive care. Despite the considerable opposition it may face on the
part of health care providers and financers, the implementation
of the new nationwide obras sociales plan should go a long way to-
wards progressively regulating the health care delivery compo-
nent of the health sector.

In the provinces, services are provided by means of a network
of provincial primary and secondary care services and by the
private sector. Very few health care facilities are administered by
the national or municipal governments. With a few exceptions,
such as in the cities of Buenos Aires and Rosario, there are no
large municipal health service networks. Some provinces, includ-
ing Buenos Aires, Mendoza, and Rio Negro, are working actively
to shift responsibility for primary care to the municipal level, a
phenomenon which, should it spread throughout the country,
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could signify a major change in the health care model. In the pri-
vate sector, there is a clear division of functions, since most fi-
nancing entities (obras sociales and insurance companies) do not
operate their own services. However, some hospitals, especially
those that serve the most affluent segments of society, do offer
their own health plans.

In 1995, 49.7% of the population was affiliated with an obra
social, 11.5% had private insurance (prepaid health care plans),
and 7.8% had other coverage, bringing the total proportion of the
population with health care coverage to 69.0%. The remaining
31.0% was not covered under any formal system. Of those that
did have coverage, 19.4% were covered under two or more sys-
tems simultaneously. The percentage of covered population is
highest in the wealthiest group of provinces. When the popula-
tion is stratified by income level, the proportion without coverage
rises from 15.1% in the highest-income stratum to 23.0% in the
middle-income strata, 31.9% in the lower-middle income stra-
tum, and 45.9% in the low-income stratum. The uninsured pop-
ulation receives care from the provincial health systems that
serve the entire population indiscriminately. These systems pro-
vide a large volume of services per capita, and their health care
expenditures rival those of the obras sociales. In the case of the
provinces in Group | (highest income), spending per capita on
the uninsured population is even higher than in the case of the
obras sociales. Part of this expenditure results in cross-subsidiza-
tion, since the public hospitals also provide both inpatient and
outpatient care to the insured population, especially members of
some of the less structured and solvent obras sociales.

Private prepaid health care plans account for 17.1% of total
health spending. That amount combined with 27% in fee-for-
service spending brings the private share of total health sector fi-
nancing to 44.1%. Of the 155,749 hospital beds in the country in
1995, 67,198 (43.15%) were in private sector establishments. Of
the 16,085 ambulatory care facilities in 2000, 8,873 (55.2%) were
private.

Organization of Regulatory Actions

The Ministry of Health establishes basic regulations for the
delivery of health services and the operation of health facilities.
Most of the 24 provinces also have an extensive set of regulations,
though they may not necessarily be complete. The Ministry,
through its National Program for Quality Assurance in Health
Care, sponsors workshops aimed at forging conceptual consensus
and encouraging stakeholder participation in the development of
basic normative instruments for all the provinces.

The practice of medicine, dentistry, and allied health occupa-
tions is regulated by National Law 17,132, enacted in 1967, which
entrusts responsibility for supervising practice and licensing of
these professions to the former Secretariat of State for Public
Health, now the Ministry of Health. The legal framework covers
all activities relating to medical and social services and other
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personal care and hygiene services, to the extent that they are re-
lated to people’s health. Licensing requires the provider to submit
academic degrees or certificates to the Ministry of Health, which
issues a license that may be suspended by judicial order.
Certification in medical specialties may be awarded jointly by the
Ministry of Health and the Argentine Medical Association
(AMAY); by the Council for Certification of Medical Professionals,
which grants academic certificates endorsed by the National
Academy of Medicine; by the provincial ministries of health or
provincial medical schools; and by scientific societies. The
National Academy of Medicine and the AMA have put forward a
proposal for a system of voluntary certification and periodic re-
certification that would be open to all health professionals and
would be awarded on the basis of peer review through scientific
societies and other entities participating in the system.

Since 1992, the National Food, Drug, and Health Technology
Administration (ANMAT) has provided the country with an ex-
tensive and reasonably complete set of normative instruments
and practices for regulating food, drugs, and medical supplies.
The pharmaceuticals market generates about US$ 3,640 million
a year, and 85% of the drugs are manufactured in the country.
Drugs account for 15.8% of total national spending on health
(US$ 23,900 million in 1999), while medical equipment and de-
vices account for 1.7% of total health spending. Of the total
US$ 318 million in medical equipment and devices purchased,
one-third were domestically produced. Ten percent of domestic
production in this area was exported.

During the 1990s, responsibility for managing most potable
water and sanitation services was transferred to the private sec-
tor, but not all the necessary regulatory and control mechanisms
were put in place, which resulted in gaps in regulation and con-
trol. At the end of the decade, these functions were being carried
out by the jurisdictions that granted the private concessions (na-
tional, provincial, or municipal governments), and there was still
no centralized system for regulating the services. Quality stan-
dards for drinking water and guidelines for quality monitoring
have been regulated by the National Food Commission under the
National Food Code.

On the basis of Law 20,284 concerning prevention of air pol-
lution, provincial and municipal governments have formulated
laws and standards, establishing their own definitions of air
quality alert and alarm levels. The Secretariat for Social
Development and Environmental Policy is the agency that en-
forces the law on hazardous waste (including chemical sub-
stances), which prescribes standards for fixed-source gaseous
emissions and recommended levels for hazardous substances,
while jurisdictional authorities enforce limits for vehicle emis-
sions. Municipal ordinances allow for flexibility in solving pollu-
tion problems at the local level.

Law 24,051 regulates hazardous waste, which includes patho-
genic medical waste. In the province of Buenos Aires, Law 11,347
calls for incineration or autoclaving of such waste. The City of
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Buenos Aires has enacted Law 154/99 on pathogenic waste, but
the corresponding regulations have not yet been issued. Within
the sphere of the Ministry of Health, the regulatory framework
established under Law 349/94 on biological waste produced by
health care facilities permits treatment of these wastes by incin-
eration, autoclaving, or burying in a safe landfill. The same regu-
latory guidelines call for segregation of medical waste and treat-
ment on site.

Since 1967, the Argentine Food Code has regulated provisions
relating to food hygiene and safety, food science, and labeling of
foods. The code assigns responsibility for control to the national
health authorities, represented by the Ministry of Health and by
provincial and municipal governments in their respective juris-
dictions. The National Food Control System was established in
1999 with a view to assuring full compliance with the Argentine
Food Code. The Directorate of Food Quality and Standards—an
agency of the National Directorate of Food within the
Undersecretariat of Food and Markets, which, in turn, is a divi-
sion of the National Secretariat of Agriculture, Cattle, Fisheries,
and Food—serves as the national coordinating center for the
FAO/WHO Codex Alimentarius Commission. Within MERCO-
SUR, two technical working groups deal with food-related is-
sues—one works on technical standards and the other on agri-
cultural policy. Standards set in the framework of MERCOSUR
are incorporated into the Argentine Food Code.

Organization of Public Health Care Services

Health Promotion

Relatively little headway has been made thus far in the area of
health promotion in Argentina. The bulk of health promotion ac-
tivities are concentrated in health services, and greater involve-
ment of other sectors is needed. In addition, many health promo-
tion initiatives, programs, and activities are undertaken by
independent groups and sectors, and lack of coordination among
them results in fragmentation or duplication of effort. More than
120 nongovernmental organizations are currently working on the
issue of HIV/AIDS, for example. The Ministry of Health has cre-
ated an office to coordinate the work of these NGOs with pro-
grams of the Ministry.

There is an incipient healthy municipalities movement that
has the political and technical support of the Ministry of Health
and receives technical cooperation from PAHO. Ten municipali-
ties have projects under way and three others are formulating
project proposals.

The Secretariat of Criminal Policy and Prison Affairs within
the Ministry of Justice and Human Rights has launched a
“healthy prisons” project in Argentinas federal penitentiaries.
The project is supported by PAHO and the Secretariat for Health
Policy and Regulation of the Ministry of Health. Around 40,000
people are imprisoned in Argentina, 7,351 of them in federal

penitentiaries. An estimated 24% of prison inmates suffer from
some health problem, and heavy use of alcohol, drugs, and to-
bacco, continuous violence, and high risk of HIV infection and
AIDS are priority problems. Under the project, an interinstitu-
tional and interdisciplinary team, a network of “partners;” and
prison staff work to address mental health and communicable
disease problems through an approach that emphasizes health
promotion and respect for prisoners’ right to health.

The first National Forum on Risk Prevention and Health
Promotion was held in 2000. It culminated with a declaration on
health promotion in Argentina, which seeks to bolster the nor-
mative role of the Ministry of Health and lays out the framework
for the development of a national health promotion plan.

Disease Prevention and Control Programs

The Maternal and Child Health Program provides coverage for
women and children at highest risk, emphasizing prenatal care,
skilled attendance at childbirth, and monitoring of child health
and development. It includes prevention and health promotion
activities, aimed at children and adolescents, in areas such as sex-
ual health, addiction, violence, and eating disorders. The pro-
gram also encourages the development of responsible parent-
hood programs, and it cooperates with the provinces by
transferring funds for the purchase of powdered milk, drugs, and
equipment for basic health services, health education, and social
communication. The program is developing an information sys-
tem comprising basic indicators that can be applied across the
heterogeneous health care structure of the provinces, and it is
carrying out a program of surveillance of maternal mortality and
morbidity and infant mortality.

The Expanded Program on Immunization (EPI) increased
vaccination coverage progressively over the period 1980-1999,
achieving coverage levels of over 80% in all provinces since 1990
and over 85% since 1995. In 2000, vaccination coverage at the na-
tional level was 91% for the polio vaccine (third dose), 92% for
DPT (third dose), and 95% for the measles vaccine. The coverage
figures are also broken down by province and by department
within provinces. Figure 7 shows vaccination coverage among the
population under 1 year of age in 2000.

The national vaccination guidelines were updated in 1997, and
the MMR vaccine was introduced in 1998, the Hib vaccine in
1999, and the hepatitis B vaccine in 2000. A national evaluation of
the immunization program was conducted in April 2000.

Other programs exist for the prevention and control of specific
diseases. One is the tuberculosis control program, which contin-
ues to advocate directly observed treatment, short course (DOTS).
There are also specific programs on vector-borne diseases (such
as Chagas' disease, dengue, and malaria), leprosy, and cholera and
a program on blood banks. The activities of these programs are
coordinated between the national and provincial levels.

The program on human retroviruses and AIDS supplies anti-
retroviral drugs free of charge, supports viral load testing for
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uninsured patients, and carries out information dissemination
activities among both high-risk groups and the general popula-
tion. These activities involve community and nongovernmental
organizations as part of a strategy in which community partici-
pation is critical. Other areas of government, such as the
Secretariat of Programming for the Prevention of Drug
Addiction, are also involved.

To support control of noncommunicable diseases such as can-
cer and cardiovascular disease and risk factors such as tobacco
use, commissions have been formed under the auspices of the
Ministry of Health to help formulate programs and policies. Their
members include representatives of scientific associations, non-
governmental organizations, and health service professionals.

Health Analysis, Epidemiological Surveillance, and Public Health
Laboratory Systems

The national health statistics program produces statistical in-
formation on living conditions and health problems, as well as
information on vital statistics (marriages, births, and deaths),
morbidity, and hospital performance. It also provides informa-
tion on the availability and use of health resources for manage-
ment purposes at the various levels. The program stresses the de-
velopment of uniform standards and procedures for information
collection and data processing. The program comprises three lev-
els (national, jurisdictional, and local), which are interrelated and
not administered vertically. It uses permanent records, censuses,
property registers, and population surveys. Permanent records
include the records in the Subsystem of Vital Statistics, which
draws information from civil registries, and Subsystem of
Statistics on Hospital Services, Performance, and Morbidity,
which are derived from records relating to health services pro-
vided in health establishments. The jurisdictional level receives,
controls, codes, enters, and processes data, which it submits to
the national level yearly. The Subsystem of Statistics on Health
Resources and Services utilizes census data, while the Subsystem
of Statistics on Coverage, Demand, Service Use, and Out-of-
pocket Spending on Health relies on population surveys, in par-
ticular the periodic household surveys.

The National Epidemiological Surveillance System (SINAVE)
is responsible for the registration of diseases subject to obligatory
reporting, which was established in 1960 by Law 15,465. This sys-
tem is also structured by levels and comprises the Directorate of
Epidemiology at the national level and the provincial-level epi-
demiology directorates, departments, or units within ministries
of health. The system compiles information on reportable dis-
eases and laboratory data weekly.

The Dr. Carlos G. Malbran National Health Institutes and
Laboratories Administration, which consists of 11 institutions,
has served as the national reference laboratory and has coordi-
nated the laboratory network since 1997. It generates knowledge
in its area of expertise, trains health service personnel, produces
biologicals, establishes technical procedure standards, and pro-
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vides advisory services, thus functioning as both a research and
service institution.

Potable Water and Sewerage Services

The country’s drinking water supply and sanitation services
(urban and rural) are operated by a total of 1,548 companies or
agencies, 68% of which are cooperatives, neighborhood associa-
tions, or private concessions. The remaining 32% are provincial
or municipal agencies. Private concessions account for only 3.2%
of the service providers but they supply services to 60.6% of the
population in urban areas. In 2000, 67% of the population had
potable water supply (72% in urban areas and 27.6% in rural
areas). However, the distribution of water supply services is ex-
tremely unequal. In the wealthiest provinces (Group I), potable
water coverage was as high as 93.1%, while in the remaining
groups it was under 66%. Unplanned urban growth in recent
decades has exacerbated the deficiencies in the large cities, creat-
ing high-risk situations, especially in areas inhabited by the poor.

Solid Waste Services

The variety, quantity, and quality of the urban solid waste gen-
erated by the approximately 1,600 municipalities in Argentina
are such that it is impossible to accurately determine per capita
waste production. Although households are encouraged to recy-
cle their waste, there are no regulations on recycling or separate
collection of recyclables. There are also no regulations on treat-
ment of waste aimed at recovering energy, minimizing the
amount of waste generated, and reducing health and environ-
mental risks.

Some municipal governments do promote the recovery of ma-
terials for reuse or recycling, an activity in which youth ecoclubs
have played a key role in more than 90 municipalities. In the
Buenos Aires metropolitan area (which comprises 21 municipal-
ities) and the cities of Mendoza, Santa Fe, and Cdrdoba, waste is
disposed of in sanitary landfills. Smaller communities (with pop-
ulations of between 2,000 and 15,000) eliminate waste by a vari-
ety of means, ranging from open-air burning to fumigation, with
the resulting deterioration of the environment. The Ministry of
Health is collaborating in the development of a MERCOSUR doc-
ument containing guidelines for sanitary management of solid
waste in border areas and transport terminals.

No accurate information is available on the amount of solid
waste generated by the various health care establishments.
Different provinces have different procedures for disposing of
these wastes, but the most common method is incineration, gen-
erally in pyrolitic ovens.

Pollution Prevention and Control

A variety of factors have had a negative impact on the envi-
ronment in general and air pollution in particular, including pop-
ulation growth without adequate land use planning, heavy con-
centration of the population in large cities, the often
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inappropriate location of industries, scarcity of green spaces, and
the growing fleet of private and public transport vehicles. Six
cities with air quality problems are part of the Global
Environment Monitoring System (GEMS). The National Network
on Air Quality and Health is currently registering information in
16 provinces and municipalities with a total population of
17,029,799. The network takes continuous or sporadic measure-
ments of air pollution.

In some provinces, responsibility for environmental surveil-
lance has been transferred to municipal governments, which are
linked to the area of health through the National Network. In re-
cent years, these municipalities have increased their investment
in equipment for continuous monitoring, using their own re-
sources or external financing. The National Program on Air
Quality and Health of the Ministry of Health supports the
provinces in the area of human resources with the aim of form-
ing multidisciplinary teams for the evaluation and management
of health risks caused by environmental pollution.

Food Safety

The provinces and municipalities are expected to establish
complementary regulations in order to carry out national laws,
monitor compliance with those regulations in food production
and marketing processes, advise food producers and vendors,
and conduct health education campaigns in the community. The
extent to which these functions are being fulfilled varies consid-
erably, and they are not all centralized in a single agency. The
National Food, Drug, and Medical Technology Administration
(ANMAT), through its National Food Institute (INAL), author-
izes, registers, controls, and monitors processed foods, dietary
supplements, additives, sweeteners, and other ingredients. INAL
also has a food surveillance network. The National Food Safety
and Quality Service (SENASA) carries out activities related to
food safety in the area of inspection of products of animal and
plant origin. It issues quality certificates for plant products in-
tended for sale on domestic and export markets, verifying that
they meet national and international standards, and it monitors
the use of techniques, equipment, and procedures in slaughter-
ing, processing, transport, and marketing of products, by-prod-
ucts, and derivatives of animal origin.

SINAVE has recently incorporated reporting of outbreaks of
foodborne disease. During the period 1998-1999, 36 outbreaks
were reported and investigated. These incidents affected 1,988
people and caused 2 deaths. During 2000, reporting improved
substantially and 50% of the jurisdictions in the country were
participating.

Food Aid Programs

Several food assistance programs operate concurrently.
Numerous feeding programs in governmental and nongovern-
mental sectors (programs for schoolchildren and infants, as well
as municipal, community, and neighborhood programs) make a

significant nutritional contribution to the diet of needy groups.
The Maternal and Child Health Program provides milk for chil-
dren and pregnant women receiving prenatal care. The Aid for
Older Adults Program distributes food rations to persons over the
age of 60 who lack social security coverage and have incomes
below the minimum retirement pension. Other provincial and
municipal programs also carry out nutritional support activities.
The Child Food and Nutrition Program targets children aged 2 to
14 who have basic unmet needs, providing them every month
with boxes of food that supply 1,200 calories a day. One of the ob-
jectives of the National Tax and Social Security Identification
System, created in 1998 under the Chief of the Cabinet of
Ministers, is to identify and maintain a database of the benefici-
aries of these nutritional programs so as to avoid duplication or
exclusion.

Organization of Individual Health Care Services

Outpatient, Emergency, and Inpatient Services

All the provinces have organized networks of hospital and out-
patient services, some of which are quite complete, such as those
in the city of Buenos Aires and the provinces of Buenos Aires,
Mendoza, Cérdoba, Santa Fe, La Pampa, and Neugquén. Some mu-
nicipalities, such as Rosario (province of Santa Fe), have a com-
plete network of services which offer broad coverage and re-
sponse capacity. Many others have primary care services, though
they are not always well integrated with the provincial networks.
Some provinces, including Cordoba and Buenos Aires, have
turned over all responsibility for primary health care to the mu-
nicipalities.

Auxiliary Diagnostic Services and Blood Banks

The auxiliary diagnostic services in the public sector are part
of the hospital network. In the private sector, as well, most are lo-
cated within health care establishments, but in the largest cities
there are also generally autonomous diagnostic services that con-
tract with health plans to provide services.

Since 1996, Argentina has had a national program to train
blood bank personnel. In 1999, the country had 781 blood banks
(440 public and 341 private). This excessive number makes con-
trol and inspection extremely difficult. Some provinces have es-
tablished legal instruments for applying the national regulations.

Specialized Services

Although the number of disabled persons in the country is not
known and there is not a complete list of the institutions that as-
sist them, recent legislation (Laws 22,431 and 24,901) standard-
izes terminology, integrates activities carried out by various sec-
tors (health, education, labor, and social development),
establishes criteria for categorizing rehabilitation services, and
creates a single national registry of beneficiaries, which implies a
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single system of benefits. Of the 24 provinces, 12 have formally
adopted the new system, which has made it possible to identify
320 organizations, as of early 2001, that work with the disabled.

In the area of mental health, during the period 1997-1998, the
National Mental Health Epidemiology Program identified 11,460
patients institutionalized in public facilities, 15% of whom were
suffering from disorders related to use of psychotropic sub-
stances (13% suffered from alcoholism and 35% from schizo-
phrenia, schizophrenia-like disorders, and delusional disorders).
A de-institutionalization program initiated at the Hospital
Montes de Oca seeks to transform psychiatric institutions for
chronic patients into institutions open to the community and
prioritizes rehabilitation and prompt reintegration of the men-
tally ill into the community.

Health Supplies

Virtually all the end products sold on Argentina’s drug market
are made in the country; however, only 25% of the inputs are of
national origin. Though there are no current data on the volume
and structure of immunobiological production in Argentina, it is
estimated that 85% of the biologicals used in the country are im-
ported and 15% are made by domestic manufacturers that have
met the necessary quality standards. Human erythropoietin,
human interferon, colony-stimulating factors, growth hormone,
and insulin are produced for domestic consumption and export
by four private laboratories that generate approximately US$ 80
million a year in sales. In the area of vaccines for human use,
Argentina continues to produce BCG and antivenins on a limited
basis. A local producer manufactures the recombinant hepatitis B
vaccine. In the private sector, there are about eight international
drug producers operating in the country and two laboratories au-
thorized to import semimanufactured products. The domestic
market for reagents is worth US$ 120 million annually; 75% of
the products are imported. Forty-seven percent of total national
production is exported.

Human Resources

The findings of the national network of the regional Observatory
of Human Resources in Health Sector Reform indicate that in 1998
the country had 440,100 workers in the health sector. That number
represented 3% of the economically active population. Of these re-
sources, 24.7% were physicians, 6.6% dentists, and 19.6% nurses
and nursing auxiliaries (Table 2). The apparent decline in the par-
ticipation of health workers in the labor market might be explained
by the changes that have occurred in health service management, in
workplace processes, and in new hiring schemes that mean that
some health workers are being counted as members of the labor
force in other sectors of the economy.

During the period 1993-1998, 12 universities graduated
23,762 new physicians, an average of 3,960 a year. In 1998, 3,789
physicians, 916 dentists, 830 pharmacists, 716 biochemists, 429
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TABLE 2. Health human resources (estimated), Argentina,
1998.

Category Number Percentage
Physicians 108,800 24.7
Dentists 28,900 6.6
Pharmacists 15,300 35
Biochemists 11,100 2.5
Psychologists 43,000 9.8
Kinesiologists 9,800 2.2
Dietitians/Nutritionists 5,300 12
Nurses 29,000 6.6
Auxiliary nurses and staff

without formal training 57,000 13.0
Sanitary engineers?® 1,000 0.2
Social workers? 3,300 0.7
Veterinarians 13,000 3.0
Technicians (excluding

professionals) 11,100 25
Administrative and general

services personnel 103,500 235

Total 440,100 100.0

2Data for 1992.

nurses, 2,115 psychologists, 545 kinesiologists, and 264 nutri-
tionists completed their studies. The number of nurses is in-
creasing, thanks to various professional training programs and
curricular enhancements, such as the Federal Professionalization
Program for Nursing Auxiliaries. Around 50% of the physicians
graduated each year go on to do postgraduate study through the
system of health residencies. In 1999, the Ministry of Health, the
province of Buenos Aires, and the government of the city of
Buenos Aires invested close to US$ 105 million to promote these
health residencies.

The distribution of the health workforce in the country is far
from even. Although in 1998 there was one doctor per 332 popu-
lation at the national level, when groups of provinces are analyzed
by income levels, this ratio varies from 1 doctor per 132 popula-
tion to 1 doctor per 500 population. The disparities are even
larger with other health resources. In the case of dentists, for ex-
ample, the national average was 1 dentist per 1,267 population,
but in the city of Buenos Aires the ratio was 1 dentist per 367
population and in Tierra del Fuego it was 1 per 4,279 (almost 12
times lower).

Health Research and Technology

Health research is an area that has always enjoyed great pres-
tige within the national research community. Under the country’s
rather unusual research financing system, doctoral positions and
fellowships are awarded by the Secretariat for Science and
Technology through the National Council for Scientific and
Technical Research (CONICET) to scientific and technological in-
vestigators at different levels, who go on to work in a wide variety
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of institutions, most of them public and academic. The national
universities and the Ministry of Health, through the
Undersecretariat for Research and Technology, also contribute to
this financing through research grants.

With technical cooperation from PAHO/WHO, Argentina has
begun establishing and developing the Argentine branch of the
regional Virtual Health Library, which will include components
in the areas of pediatrics, dentistry, environmental health, and
health and equity. This process is gradually involving all the
stakeholders in the information cycle: authors, editors, librarians,
information specialists, health professionals, and end users,
thereby fostering the development of an integrated system of in-
formation in the health and environmental sciences.

Health Sector Expenditure and Financing

In 1997, 55% of health spending was public and 45% private.
Of the public expenditure, 60% was financed through the social
security system and 40% was financed directly out of tax rev-
enues. The country’s total health expenditure in 1999 was esti-
mated at US$ 23,900 million, which is equivalent to per capita
expenditure of about US $750.

In 1999, the proportion of public spending on health paid out
directly for prevention was 2.9% of the total national health ex-
penditure, while 4.2% was expended on preventive services as
part of general social assistance spending. No data exist on the
distribution of expenditure in the public and private sectors. In
1999, the central government’s share of total health spending was
3.3%, while the provincial and municipal shares were 16.6% and
3.8%, respectively. The obra social for retirees (PAMI) accounted
for 8.2% of the total, the national obras sociales for 16.3%, and the
provincial obras sociales for 8.3%. Individuals and households ac-
counted for 44.1%, through both copayments and private insur-
ance plans (prepaid) and direct out-of-pocket expenditures. Of
total out-of-pocket spending, 47% was for drugs, 39% for health
insurance, and 14% for other health-related items. In 1999, busi-
nesses contributed 10.7% (US$ 2,200 million) of the total
amount spent on health. Of that sum, national obras sociales ac-
counted for 90.7% and PAMI for 9.3%.

External Technical Cooperation and Financing

The largest financial contributions come from loans for proj-
ects provided by the IDB and the World Bank. In 1997, a second
loan for US$ 71 million enabled Argentina to carry out the sec-

ond phase of the Maternal and Child Nutrition Program
(PROMIN 1), which is still under way. The activities of these
projects have overlapped with those being carried out by the na-
tional and provincial ministries in the area of maternal and child
health, and there has been a lack of coordination between them.
Since the beginning of 2000, a significant effort has been made to
address this problem, integrating activities and unifying areas of
work.

Two new projects were launched in 1996 with loans from the
World Bank for US$ 101.4 million and US$ 375 million, respec-
tively: the first concerns provincial health sector reform and the
second, restructuring of the obras sociales and the Social Security
Institute for Pensioners and Retirees. The Program for Prevention
of AIDS and STDs (LUSIDA) was initiated in 1997 with a loan for
US$ 15 million, also from the World Bank. In the early stages,
LUSIDA and the HIV/AIDS control program of the Ministry of
Health were pursuing parallel but separate lines of action, which
made it difficult to apply an integrated approach. The areas of ac-
tion have since been unified, thereby facilitating the development
of an integrated program and enhancing the sustainability of the
actions. LUSIDA has entered into two agreements, one with GTZ
for the printing of publications to support the program and an-
other with UNESCO for collaboration in the establishment of a
telephone hotline.

In early 2000, the IDB granted Argentina a loan for US$ 100
million for its Primary Health Care Program, which seeks to im-
prove the coverage, quality, and efficiency of health services by
applying the primary health care approach under the family
health framework with these services to be financed through de-
mand subsidies.

Finally, in November 2000, Argentina signed an agreement
with the World Bank for a loan in the amount of US$ 52.5 million,
to be used to develop a program to strengthen the epidemiologi-
cal surveillance system and support disease prevention and con-
trol. Its main areas of action are training human resources, hiring
staff to work in the national and provincial epidemiology units,
developing a computer system for epidemiological surveillance,
strengthening the network of diagnostic laboratories, and carry-
ing out a campaign to discourage tobacco use and promote
healthy habits.

During the year 2000, the Unit for Coordination of Externally
Financed Programs and Projects was created to link the various
technical and financial cooperation programs and projects to one
another and to the programs of the Ministry of Health and other
government institutions.
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FIGURE 1. Gross domestic product, annual growth (%),
Argentina, 1991-1999.
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FIGURE 2. Population structure, by age and sex,
Argentina, 1999.
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FIGURE 3. Estimated mortality, by broad groups of causes
and sex, Argentina, 1995-2000.
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FIGURE 4. Distribution of infant mortality, Argentina,
1999.
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FIGURE 5. Distribution of maternal mortality, Argentina, FIGURE 7. Vaccination coverage among the population
1999. under 1 year of age, by vaccine, Argentina, 2000.
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FIGURE 6. AIDS incidence, by sex, with male-female ratio,
Argentina, 1994-2000.
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ARUBA

OVERVIEW

ernmost island of three Dutch Leeward Islands—Aruba,

Bonaire, and Curagao. Aruba covers roughly 180 km?; it is
divided into eight districts, and its capital is Oranjestad. The is-
land has a tropical climate cooled by trade winds; temperatures
range between 75 and 85 °F. Rainfall averages around 18 inches
per year, most of it falling in January. Aruba lies outside the hur-
ricane belt and at most experiences only minor effects of nearby
tropical storms.

Dutch is the official language, used both in education and in
the civil service; the native language, Papiamento, is used in Par-
liament and in the media; it only is spoken on these three Dutch
islands. English and Spanish are compulsory in the last grades of
primary school and are spoken by much of the population.

Aruba used to be part of the Netherlands Antilles, along with
Bonaire, Curagao, St. Maarten, Saba, and St. Eustatius. In 1986,
it separated from this federation, to become a separate entity
within the Kingdom of the Netherlands.

Aruba’s Constitution is based on Western democratic princi-
ples. Legislative, executive, and judicial powers are vested in
Parliament, which consists of 21 elected members. The cabinet
consists of a maximum of nine ministers and is headed by the
Prime Minister. Aruba is autonomous in its administration and
policy making, but matters of defense, foreign affairs, and Su-
preme Court decisions are under the Kingdom of the Neth-
erlands. Aruba continues to have strong economic, cultural, and
political ties with Holland.

Between 1986 and 1990, the average growth of the real GDP in
Aruba was 16.3% each year, while in the 1991-1998 period, the
growth rate slowed to 3.8% annually. Purchasing power parity
reached US$ 11,352 in 2000. Throughout the 1990s, the country
experienced imbalances in the labor market, housing, utilities,
health, education, and in other sectors (see Figure 1).

The rapid growth of the Aruban economy led to relatively high
inflationary pressures in the early 1990s: the annual inflation rate

n ruba is part of the West Indies and the smallest and west-
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was 3.2% in 1996, and the Government succeeded in lowering in-
flation to 2.3% in 1999.

The most active section in the economy is the service sector,
and tourism by far plays the most important role and continues
to gain in importance. Of all jobs held in 1997, approximately
17% were directly related to the hotel industry. Aruba’s share in
the Caribbean tourism market increased from 2.1% in 1986 to
4.3% in 1997. From 1986 to 1997, hotel rooms nearly trebled, in-
creasing from 2,524 to 6,687, and the number of stay-over visi-
tors increased from 181,012 to 649,893. Yearly average occupancy
rates in hotels exceeded 70%. Tourists from the United States
made up almost 62% of arrivals, followed by tourists from
Venezuela (15.2%) and the Netherlands (4.7%).

While the employed population increased from 29,127 in 1991
t0 41,501 in 1997, the total population grew more quickly. As a re-
sult, the unemployment rate also increased, rising from 6.1% in
1991 to 7.4% in 1997.

The Government of Aruba established a free zone in 1995 in
order to suppport trade, light industry, and services, thereby fos-
tering economic diversification. To further stimulate the financial
sector, in 1996 the Government established a financial center to
oversee offshore activities and trust companies, develop new fi-
nancial products, and market Aruba as a high quality financial
center.

The total population increased from 66,687 in 1991 to 95,201
in 1999, a 43% increase, most of which is attributed to immigra-
tion (see Figure 2). In 1997, the non-Aruban population repre-
sented 27% of the working age population, of which 49.4% were
males and 50.6%, females. Population density increased steadily
from 341 inhabitants/km? in 1985 to 529 in 1999. The capital,
Oranjestad, was the most populated area, with approximately
22,850 inhabitants in 1999. Fertility rates during 1995-1999 de-
creased steadily from 68.2 per 1,000 women aged 15—44 years in
1995 to 52.7 in 1999. The crude birth rate also decreased, from
17.4 per 1,000 population in 1995 to 13.0 in 1999. In 2000, life ex-
pectancy at birth was 73.2 years for males and 81.2 for females. A
full 21.3% of the population was younger than 15 years old and
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15.4% was older than 60 years old, of which 4.7% were males and
10.7%, females (see Figure 2).

Mortality

Between 1995 and 1999, the crude mortality rate varied be-
tween 6.2 and 5.8 per 1,000 inhabitants. The three leading causes
of death in 1994-1999 were diseases of the circulatory system; ma-
lignant neoplasms; and endocrine, nutritional, metabolic, and im-
munological disorders. In 1999, the last year for which figures on
causes of death are available, of a total of 548 deaths, 37.0% were
attributed to diseases of the circulatory system and 19.2% to ma-
lignant neoplasms. The detailed data for the causes of death for
1999 show some differences between the sexes. Heart and cere-
brovascular diseases constituted the leading cause of death for
both males and females. For males this was followed by malignant
neoplasm of prostate; hypertensive disease; and malignant neo-
plasm of trachea, bronchus, and lung. For females this was followed
by diabetes mellitus, diseases of the urinary system, and malignant
neoplasm of digestive organs and of reproductive organs.

Communicable diseases accounted for only 8.0% of the total
mortality. Of these cases, almost a third were due to acute respi-
ratory infections (30.0%) and less than a fourth to HIV/AIDS
(22.7%). The proportion of the data classified as “ill-defined con-
ditions” declined from 25.4% in 1993 to 7.4% in 1999.

HEALTH PROBLEMS
By Population Group

Children (04 years)

Between 1996 and 1999, there were 47 deaths in children
under 1 year old, including 30 perinatal deaths. In 1998, the in-
fant mortality rate was 3.8 per 1,000 live births and in 1999, 6.8.
In 1996, 78% of the defined causes of death for children under 1
year old were conditions originating in the perinatal period; of
them, 29% were due to hypoxia, birth asphyxia, and other respi-
ratory conditions. In 1997, 69% of the defined causes of death
in this group were due to conditions originating in the perinatal
period and in 1998, 50% were due to this cause; 50% of them
were due to obstetric complications affecting fetus or newborn
and birth trauma. In 1999, 73% of the defined causes of death
were related to conditions originating in the perinatal period,
with 25% of them due to maternal conditions affecting fetus or
newborn.

In 1996 there were four deaths in the age group 14 years, two
males and two females. Maternal HIV infection accounted for
one of the female deaths. In 1997 there were two male deaths in
this age group. In 1998 there were four male deaths recorded, one
due to parasitic disease, one to disease of pulmonary circulation

and other forms of heart disease, one to accidental drowning and
submersion, and one to accidents, including late effects.

Schoolchildren (5-9 years)

There was only one death (a male) in this age group in 1996
and five (all males) in 1997; the causes of death for the latter were
accidental drowning and submersion, malignant neoplasm of
colon, acute respiratory infection, congenital anomalies, and one
death due to unknown causes that was classified as symptoms,
signs, and ill-defined causes. In 1998 there were four deaths: the
three male deaths were due to other malignant neoplasm, dis-
eases of pulmonary circulation and other forms of heart disease,
and accidental drowning and submersion; the female death was
due to malignant neoplasm of digestive organs and peritoneum,
other than stomach and colon. In 1999, there were three female
deaths due to septicemia, a motor vehicle traffic accident, and an
accident caused by fire and flames.

Adolescents (10-14 and 15-19 years)

Two adolescent deaths were reported in 1996—1997, one due to
cerebrovascular disease and the other to meningitis infection. In
1998, six male deaths were reported, one each due to acute respi-
ratory infection; accidental poisoning; and bronchitis, chronic and
unspecified and emphysema and asthma and three due to other
transport accidents. In 1999, there were six male deaths due to
malignant neoplasm of lymphatic and hematopoietic tissue (1),
motor vehicle traffic accidents (3), and suicide and self-
inflicted injury (2), and one female death due to certain vector-
borne diseases.

According to a 1998 survey, 20% of children 6—14 years old who
attended school do not eat breakfast before going to school; more
than three-quarters (76%) of the children, however, consumed a
warm meal every day or almost every day. The survey also found
that children attending primary school had a higher frequency of
eating fruits (46%) than vegetables (39%). Consumption of soft
drinks seems to be the preferred habit for 45% of the children, at a
frequency of at least one bottle per day. Approximately 70% of the
children bring food and a beverage to school.

In 1997, a study on drug use among young men aged 17 to 25
years old found that the average age for marijuana use was just
under 21 years old and the average age for cocaine and crack use
was slightly older than 23 years. Of great concern is the survey
finding that roughly one-third of the persons (30%) in this age
group used drugs.

In the 1995/1996 school year, the Foundation against Drug
Abuse carried out a survey among 635 high school students (the
response rate was 98%) to determine their beliefs concerning the
effect of drugs on health; establish whether legal and/or illegal
drug use had increased or decreased; examine the students’ fam-
ily composition; and establish differences among districts and
among sexes in level of use, availability of drugs,and occasions in
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which drugs are used. Of the 98% who responded, 25% admitted
legally or illegally using drugs. Of these, 19.3% admitted to
drinking beer, 16.5% drinking wine, and 12.2% drinking rum or
whisky; 5.6% used marijuana, 0.4% cocaine, and 9.1% cigarettes.
Most of the time, drugs were acquired on the street, at disco-
theques, and at friends’ houses.

Adults (20-64 years)

In 1998, there were 117 male deaths and 70 female deaths in the
age group 20—64 years old. More than 29% of the male deaths in
this period were due to diseases of the circulatory system, of which
ischemic heart disease and pulmonary circulation and other forms
of heart disease predominated. Among females, 31% of the deaths
were due to neoplasms, with most attributed to breast cancer. In
1999, 120 male deaths and 72 female deaths were recorded; 28% of
male deaths were due to diseases of the circulatory system; most of
these deaths were caused by ischemic heart disease. Among
women, 28% of the deaths were due to neoplasms, of which carci-
noma of the uterine cervix; the uterus, body, and unspecified parts;
and breast cancer were the most common.

A 1997 retrospective study showed that, on the average, first-
time drug users began using drugs at age 17 years, with the
youngest respondent having started at age 7; 13% of interviewees
began at the age of 12. Most respondents (84%) started drug use
with marijuana, followed by cocaine (15%) and crack cocaine
(1%). According to 41% of interviewees, they first began to use
drugs on the street, followed by 27% who began experimenting
with drugs with friends. Most respondents (47%) said they
began using drugs out of curiosity, followed by as a result of peer
pressure (15%) and, more worrisome, through the influence of a
family member (7%). Among users, 25% had finished elemen-
tary school, 32% had finished basic job training education or
completed a few years of high school, and 43% had finished high
school or a higher education. More than 40% of them were un-
employed, and 15% had part time jobs. Some 10% of drug users
used pills such as MDMA (also known as Ecstasy or XTC), other
amphetamines, and hashish.

Family Health

According to the 1991 census, 6,186 persons aged 55 and over
were heads of family, representing 32% of the single family pop-
ulation. Among all heads of family 55 years and older, 22% were
aged 75 years or older.

There were no certified maternal deaths between 1998 and
2000. The fertility rate was 67 live births per 1,000 women in
1996, 65 in 1997, 57 in 1998, and 53 in 1999. Throughout 1996—
1999, women aged 25—29 years and 30—34 years had consistently
higher fertility rates than other age groups, except in 1999, when
the age group 25-29 far outdistanced any other age group, with a
fertility rate of 450 live births per 1,000 women.
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Aruba’s Family Planning Foundation promotes responsible par-
enthood in the context of the island’s cultural and religious tradi-
tions; the Foundation distributes contraceptives through its clinic.
In 1998, the prevalence in utilization of contraceptive methods was
47.8% for oral contraceptives, 35.8% for condoms, 8.0% for in-
jectibles, 5% for intrauterine devices, 2.5% for sterilization, and
1.1% for other methods. After a US$ 15.00 membership fee was im-
posed, Foundation clients declined by nearly half, dropping from
6,750 in 1995 to 3,684 in 1998. The fee entitles members to a supply
of contraceptives, four check-ups, and a cervical test each year.

Aruban women can choose whether a general physician, a
midwife, or a gynecologist will provide them with prenatal care.
Before the introduction of general health insurance (AZV), not all
women had this choice. Women who had private health insur-
ance, public sector employees, and women working in the private
sector did, but women who carried cards for low income or poor
people could only opt for a midwife.

Abortion is punishable by law in Aruba. Data from the Horacio
Oduber Hospital indicate that there were 117 and 148 abortions
in 1998 and 1999, respectively, although these numbers may be
unreliable, since some abortions are registered as curettages.

Workers' Health

A public sector agency conducts pre-employment health con-
trols and monitors sick workers. It also handles the prevention
and control of occupational risks, the educational aspects of the
worker, the registry of accidents, and occupational diseases. In
1999, there were 7,072 workers registered with the agency, which
represented a 6.5% increase from the previous year. The average
yearly rate of absenteeism in the public sector was 4.6%; in both
1998 and 1999, the average length of absenteeism was 4.5 days;
the most frequent causes contributing to labor absenteeism are
the flu, digestive disorders, and headaches.

The Disabled

According to the 1991 census, there were 3,700 disabled persons
in Aruba (5.5% prevalence). The most frequent disability is limb
impairment (28.7% of disabilities), followed by motor disabilities
(18.3%) and visual disabilities (13.2%). Men have a slightly higher
prevalence of disability (5.7%) than women (5.4%).

By Type of Health Problem

\ector-borne Diseases

In 1998, the first case of dengue was reported in an outbreak
that affected the country for five months. In 1999, a total of 202
suspected cases were reported; of these, 180 were laboratory con-
firmed. No cases of dengue hemorrhagic fever occurred in 1999.
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In 2000, there were 198 suspected dengue cases, 128 of which
were laboratory confirmed. There were two cases of dengue hem-
orrhagic fever, one of which was fatal. All serotypes, except type
4, have been seen. There were no cases of malaria, yellow fever,
Chagas' disease, schistosomiasis, or plague reported.

Diseases Preventable by Immunization

There were no cases of poliomyelitis, acute flaccid paralysis,
diphtheria, pertussis, or tetanus in the reporting period. In
1998, there were two registered cases of measles; none in 1999
or 2000. No cases of mumps were registered between 1998
to 2000.

Between 1998 and 2000, there were 50 cases of hepatitis A: 9in
1998, 12 in 1999, and 29 in 2000. In the same period, there were
31 cases of hepatitis B: 11 in 1998, 11 in 1999, and 9 in 2000. No
cases of hepatitis C were reported in 1998; there were two and
three cases in 1999 and 2000, respectively.

Consolidated data for vaccine coverage is unavailable, but DPT
coverage has been estimated at 80% for children 1 and one-half
years old and at 100% for children aged 6 years.

Intestinal Infectious Diseases

There were no reported cases of cholera. In 1998, there were 17
cases of shigellosis, 28 cases in 1999, and 8 in 2000. There were 50
cases of salmonellosis in 1998, 30 in 1999, and 26 in 2000.

Chronic Communicable Diseases

In 1998-2000, the highest incidence of tuberculosis was re-
ported in 2000, with 11 cases. In 1998 and 1999 there were 5 and
6 cases, respectively. There were no reported cases of leprosy in
the period 1998—2000.

Acute Respiratory Infections

According to hospital discharges, acute respiratory infections
were 4.1 per 1,000 population in 1998 and 7.4 in 1999. The figure
is three times higher in the age group 1-4 years old and in the
group aged 65 years and older.

Z00N0ses
There were no reported cases of rabies in the review period.

HIV/AIDS
Between 1997 and 2000, there were 115 registered cases of
AIDS.

Sexually Transmitted Infections
There were 56 cases of syphilis in 1998 and 87 each in 1999
and 2000.

Nutritional and Metabolic Diseases
There is no data on protein-energy malnutrition in children
under 5, nor on breast-feeding.

RESPONSE OF THE HEALTH SYSTEM

National Health Policies and Plans

The Government’s goal is to attain high quality and affordable
health care that is accessible to all. To that end, Aruba’s
Department of Public Health has identified the health sector’s
most pressing problems—the rising cost of health care, insuffi-
cient availability of medical care, and flawed quality control—
and has set specific targets to achieve the goal.

Health Sector Reform Strategies and Programs

The most far-reaching health care reforms in Aruba involve
the reorganization of the Department of Public Health and the
health services under its jurisdiction and the introduction of a
general health insurance plan.

Historically, the Department of Public Health has provided di-
rect medical care services through the operation of a medical
center, a psychiatric service, ambulance services, the public
health laboratory, and an occupational health center, and by re-
taining medical doctors on its payroll. Reforms plan to gradually
privatize all of these services, and most medical doctors will be
removed from the payroll. In addition, there are plans to reorgan-
ize and expand the Medical Center, expand the occupational
health department to include services to private companies, im-
prove health care inspection services, enhance mental health care
services, automate the public health laboratory and construct a
new building, and improve overall hospital care. Some existing
services will merge as a way to gain in efficiency.

The planned introduction of a general health insurance plan
intends to attain equal and universal access to health care, re-
gardless of income, age, and health risks; achieve and maintain
high quality, cost-effective care; bring about more uniformity in
the financial administration of medical costs; and develop the
means to control health care expenditures.

The new general health insurance plan would entitle the in-
sured to a basic package of services, including primary medical
care provided by general physicians; secondary care provided by
medical specialists, obstetricians, and physical therapists; and
coverage for prescription drugs, hospitalization, home nursing,
dental care, and ambulance transportation. These services are
contracted out. According to the general insurance plan, an in-
sured person would not be reimbursed for medical expenses, but
instead would receive direct health services. The general health
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insurance agency contracts with individual health professionals
or health care institutions to provide service to the insured.

The Health System

Institutional Organization

The Department of Public Health falls under the jurisdiction
of the Ministry of Public Health, Social Affairs, Culture and Sport.
The Department is charged with promoting overall public health;
it also operates the Dr. Rudy Engelbrecht Medical Center, the psy-
chiatric ward, and the public laboratory. In addition, the De-
partment is responsible for ensuring compliance with public
health laws.

The Public Health Department embraces about a dozen ser-
vices with which it carries out prevention, inspection, and med-
ical activities. Services include youth health care, youth dental
care, occupational health, yellow fever and dengue vector control,
food inspection, veterinary public health, health promotion and
education, epidemiology and research, social psychiatry, the Dr.
Rudy Engelbrecht Medical Center, ambulance service, and the
public laboratory.

Aruba’s health care system is structured into three levels of
care: primary care, specialist care, and hospital care. A person
must be referred from one level of care to a higher one.

Private Participation in the Health System

In the last few years, specialists have increasingly opened pri-
vate practices, most of them clustered near the hospital. Private
clinical laboratories also have begun to emerge on the island;
quality assurance programs need to be established for them.

Health Insurance

With the current health insurance scheme, every citizen of
Aruba has compulsory medical insurance to cover medical costs,
which means that healthy people help pay for those incurring
high medical expenses. Aruba has an old-age pension program
designed to guarantee a minimum income to senior citizens; eli-
gibility for receiving full social security benefits begins at age 60.

Organization of Regulatory Actions

Aruba's health care legislation falls into two categories—gen-
eral laws, also known as organizational regulations, and specific,
or individual laws. The general regulations that set the institu-
tional organization of the health system are based on the Public
Health Act. According to this law, the Department of Public
Health is entrusted with the organization that looks after health
care and the supervision and promotion of health. Specific regu-
lations deal with the functioning of such issues as health profes-
sions, mental health, supervision of drugs and narcotics, hygiene,
and diseases.
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Certification and Professional Health Practice

The Director of the Department of Public Health is responsi-
ble for inspecting medical proceedings, thus ensuring the quality
of medical professional services in Aruba. The office of Medical
Inspection is an autonomous institution headed by a pharmacist
that is entrusted with supervising the production and delivery
of medicines; it also is charged with supervising the practice of
pharmacists and assistant pharmacists.

Organization of Public Health Care Services

Health Promotion

The Department of Public Health's health promotion section
provides information on health issues to the general public. It
publishes information and educational materials based on inputs
from other Department services and committees, and from gov-
ernmental and nongovernmental organizations, and oversees de-
partmental promotional campaigns and activities regarding such
health issues as nutrition, AIDS, dengue prevention, youth health,
and dental care. Other Department services also give lectures to
the general public, including schools.

The Youth Dental Service conducts dental hygiene and fluori-
dation activities at primary schools. Professionals in this depart-
ment, along with those from the Department of Education, have
developed educational materials to be used at the preparatory
and primary schools. Currently, 14 primary schools and 3 prepa-
ratory schools participate in the fluoride-rinsing program.

The Department’s Juvenile Health Service works on children
and youth issues. It is staffed by 5 physicians, 5 school nurses, 1
psychologist, 1 dietitian, and 1 clerical staff member.

In 2000, the Department of Public Health launched a multi-
disciplinary effort dealing with various nutrition and healthy
lifestyle related areas, such as education, physical activity, and
agriculture. Representatives from a variety of sectors will come
together to develop a 10-year plan in this regard.

Disease Prevention and Control Programs

Within the Department of Public Health, the AIDS task force
works on preventing and controlling HIV infection, reducing
mortality and morbidity from HIV infection, and diminishing
the effects and consequences of HIV and AIDS on the commu-
nity. The task force organizes public awareness campaigns and
conducts seminars and workshops on relevant topics; it also car-
ries out research on the population’s knowledge, attitudes, and
practice regarding HIV and AIDS. In 1999, the UNAIDS group, in-
tegrating both governmental and nongovernmental organiza-
tions, was established.

A committee to combat dengue was established in 1999, in re-
sponse to an epidemic of dengue fever. The committee provides
information to the general public on how to prevent the spread of
breeding sites for the mosquito vector, Aedes aegypti; conducts an
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ongoing evaluation of the dengue situation based on epidemio-
logical and clinical information from Aruba and the Region; and
takes necessary action. Information on the clinical diagnosis and
treatment of dengue is passed on to the country’s medical pro-
fessionals. The Department of Health's Division of Vector Control
enforces measures regarding the presence of Aedes aegypti in
households, including imposing a fine on owners after the third
consecutive positive find. The division also monitors the pres-
ence of the vector in three sites on the island and treats water de-
posits through biological control. In 1999, the Department of
Public Health created a team to deal with dengue outbreaks; team
members meet on a regular basis to evaluate the situation and to
take preventive measures.

The Youth Health Service of the Department of Public Health
vaccinates infants and primary schoolchildren. Children are vac-
cinated against diphtheria, pertussis, tetanus, poliomyelitis,
mumps, measles, rubella, and Haemophilus influenzae type b.
Vaccination coverage is approximately 80%, but awareness cam-
paigns have been launched in an effort to increase coverage.

Health Analysis, Epidemiological Surveillance,
and Public Health Laboratory Systems

In 1994, as part of a UNDP technical cooperation program to
help implement the country’s 1993—-1997 national development
plan, the Department of Public Health implemented a project to
develop and manage an epidemiology section within the Depart-
ment staffed with trained personnel capable of implementing
surveillance activities, investigating outbreaks, collecting neces-
sary data, setting health care policies, conducting research, and
carrying out health promotion actions. As a result, the Depart-
ment of Public Health now has a well-equipped and staffed epi-
demiology unit, databases and data sources have been identified,
and the unit is now able to provide data to other Department sec-
tions and to other governmental departments and nongovern-
mental institutions. Epidemiological data have been used in out-
lining strategic plans for several health issues such as AIDS,
dengue, and nutrition. In addition, the unit has conducted at least
one survey each year for the last two years, including surveys on
eating habits and physical activity among primary schoolchild-
ren; on knowledge, attitude, beliefs, and practice on HIV/AIDS;
and on nutrition and exercise among adolescents; the unit also
provides methodological and data-analysis assistance to other
departments and sections in conducting surveys.

The epidemiology unit issues regular bulletins for physicians
such as Epi-Alert, a bulletin on epidemics or outbreaks in Aruba
or in the Region, and Info-Epi, an epidemiological information
bulletin. The unit provided courses for physicians and at the end
of 2000, it began pilot testing a physician-based sentinel surveil-
lance project in which six physicians participate. The project is
intended to estimate the incidence of rash, fever, diarrhea, and
cough in the general population, as well as to follow some health
conditions for one to two years, in order to determine the impact

of interventions such as vaccination campaigns and other pre-
vention efforts, and to study clinical approaches to health condi-
tions in general physician practice. Participating physicians fill
out surveillance forms each week and send them to the epidemi-
ology unit. This surveillance functions in parallel to the regular
surveillance system for notifiable diseases.

Law mandates that health care providers report diagnosed or
suspected cases of infectious diseases listed as notifiable diseases
to the Department of Public Health’s Contagious Disease Service;
the service's public health nurses follow up on patients. The
Service also undertakes control measures to prevent possible
outbreaks of these diseases.

The Public Health Laboratory provides a range of public
health services, including clinical laboratory diagnoses at the re-
quest of physicians, specialists, and the hospital. The laboratory
is equipped with state-of-the-art instruments and has a well-
trained staff; it is enrolled in the external quality control survey
programs of five different international authorities. The Public
Health Laboratory tests for HIV infection. All positive cases are
reported to the Department of Communicable Diseases and re-
ceive counseling services. In addition to counseling and clinical
care for HIV-infected persons, control measures include educa-
tion and epidemiological surveillance especially of prostitutes,
patients with sexually transmitted diseases, and all blood donors.

Potable Water, Excreta Disposal, and Sewerage Services

Aruba has no natural source of fresh drinking water and very
little rainfall. The island’s water and energy company produces
drinking water by desalinating marine water; water quality is ex-
tremely high. Tap water is distilled water, filtered through beds of
coral stones; tap water is safe for consumption without further
treatment such as boiling. Aruba’s water and energy company has
procedures in place to ensure the safety and quality of the water
supply and the distribution system. The company tests water for
chemicals on a daily basis at its laboratory, and testing also is
done on a monthly basis at 21 strategic sites throughout the is-
land. The public laboratory also does bacteriological testing
twice a month at these same strategic sites, and the bacterial
count is consistently below detectable levels. The salt content in
Aruba’s drinking water is substantially below WHO standards for
maximum dissolved salts per million.

The water and energy company’s water distribution system
covers all the island. It serves more than 29,000 registered cus-
tomers and provides drinking water to more than 7,000 hotel
rooms, each one consuming 1 metric ton of water per day on the
average. An average 200,000 tons of drinking water are supplied
annually for Aruba’s cruise ship tourism.

Aruba has an adequate sewerage System: sewage is put
through a water purification system and then drained into one of
the largest inland waterways. Every house and building in the
capital, Oranjestad, is connected to the sewerage system, repre-
senting about 30% of all houses and buildings on the island. Of
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the remainder, about 62% of houses rely on cesspools or septic
tanks and some 8% drain their sewage directly into the ocean.An
additional sewerage system has been planned to serve the south-
ern part of Aruba; the target year for creating it is 2003.

Solid Waste Services

Throughout the 1990s, there was uncontrolled dumping in a
12.5 hectare site in the south of the island. Waste dumped at the
site is not separated for reuse or recycling, and includes house-
hold, office, and industry waste, as well as refuse from hotels,
restaurants, construction and demolition activity (including as-
bestos), scrap iron, and old automobiles. Waste at the dumpsite is
incinerated continually, and the prevailing winds normally take
much of the smoke to sea. Other solid waste problems include il-
legal dumping, littering, inefficient waste collection, and dump-
ing of reusable material.

Hospital waste also is transported and disposed of at the mu-
nicipal dump. Infectious waste is burned in an incinerator, but it
is poorly operated and maintained.

Food Safety

A division within the Department of Public Health is responsible
for overseeing animal treatment and ensuring that meat products
are safe for human consumption. The division monitors agricul-
tural and domestic animal laws, controls meat products for human
consumption, supervises the management of butcher shops, over-
sees the veterinary diagnostic laboratory, and advises regarding the
granting of licenses, registry of protected animals, preventive atten-
tion of animals, research, and field and laboratory analyses.

Arubas reliance on tourism—some 750,000 tourists come to
the island each year—makes food safety particularly important
for the territory. Almost all food is imported, at a value of nearly
US$ 106 million annually. To date, there have been no recorded
outbreaks of food transmissible diseases, because the statistical
register is not designed to detect them. Each year, the Public
Health Laboratory tests all persons working in food preparation
or sale for shigellosis, salmonella, and tuberculosis. Those that
test negative are given a health certificate, and no one without
such a certificate is allowed to handle food. The Division on
Contagious Diseases makes sure that the people who handle the
food take required tests. The Division on Sanitary and Food
Inspection regularly visits the establishments that serve food.
Samples are taken and sent to the laboratory to determine the
presence of any contamination.

Organization of Individual Health Care Services
Outpatient, Emergency, and Inpatient Services
Aruba’s single hospital, the Dr. Horacio Oduber Hospital, is a

private, nonprofit hospital administered by a foundation and lo-
cated to the island’s northwest. It provides the bulk of hospital
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care on the island, and offers internal medicine, surgery, cardiol-
ogy, urology, gynecology and obstetrics, pediatrics, otorhino-
laryngology, ophthalmology, neurology, neurosurgery, orthope-
dics, dermatology, plastic surgery, and psychiatric services. The
hospital has 264 inpatient-care beds and 41 beds in its psychi-
atric ward. In 2000, there were 11,718 admissions, for an occu-
pancy rate of 92.0%. The average length of stay was 8.7 days, with
internal medicine and surgery having the longest (9.1 days) and
obstetrics and the delivery room having the shortest (3.1 and 1.2
days, respectively). The hospital has a 24-hour emergency room,
which in 1999 attended 30,128 patients, 3,295 of them tourists
(11.0%). The hospital also provides outpatient care, as well as he-
modialysis, physiotherapy, wound care, and radiology services. In
addition to X-ray equipment and a CT-scanner, the Dr. Horacio
Oduber Hospital plans to buy MRI equipment and to develop a
state-of-the-art nuclear medical technology section for oncology
medicine, rather than referring patients abroad, as is done now.

Deliveries are normally carried out in Dr. Horacio Oduber
Hospital, which has two modern delivery rooms, but women also
can opt to give birth at home. Premature births are relatively
uncommon; if a premature birth is suspected, the mother is
transferred to Curagao; premature babies also are transferred to
Curagao as soon as possible, if necessary. There is no policy pro-
moting breast-feeding in Aruba; many mothers breast-feed their
babies, although baby-bottle food is provided as a supplement.

The Dr. Rudy Engelbrecht Medical Center provides medical
care—mainly primary care—to the population living in Aruba’s
southeast and to inmates at the Correctional Institute. The med-
ical center has a 24-hour emergency room that is under the su-
pervision of a general practitioner. The Dr. Rudy Engelbrecht
Medical Center is currently being managed by the Department of
Public Health, but it will eventually be privatized. Plans are in
place to expand and improve the facility.

When a patient needs medical treatment or diagnostic ser-
vices that are unavailable on the island, arrangements can be
made to refer the person abroad. A specialist wishing to refer a
patient abroad must fill out an application and submit it to a gov-
ernment appointed committee specifically convened to review
such applications based on established criteria; in emergencies,
decisions can be reached within 24 hours. In 1999, 741 requests
were approved for referral abroad. Most patients were referred to
Venezuela (41.8%), the United States of America (23.6%),
Curagao in the Netherlands Antilles (20.0%), and the Nether-
lands (14.4%). Referrals abroad were mostly for diagnostic pro-
cedures (36.6%), heart disease treatment (17.5%), and neo-
plasms (17.1%); 89.0% of diagnostic procedures were MRIs done
in Venezuela.

Specialized Services

The Department of Public Health is attempting to increase
home nursing care, which is particularly critical for Aruba’s many
diabetics and the elderly.



ARUBA

The Aruba Heart Institute is a nonprofit organization dedi-
cated to the advancement of the understanding and treatment of
cardiovascular disease through innovative research, education,
and patient care programs. The Institute is located next to the Dr.
Horacio Oduber Hospital and patients receiving treatment at the
Institute also can be hospitalized in the Dr. Horacio Oduber
Hospital. The Aruba Heart Institute works closely with three in-
stitutions in Texas (U.S.A.)—the Texas Heart Institute, St. Luke’s
Episcopal Hospital, and the Texas Medical Center—on research
and training designed to improve patient care. The Institute in-
cludes a state-of-the-art cardiac catheterization laboratory and a
cardiology day-care ward. By 2000, more than 300 cardiac diag-
nostic procedures will have been performed.

Aruba also has a private hemodialysis center, the Posada
Clinic, which provides services to locals and tourists.

NGOs also provide many critical health care services in Aruba.
The White Yellow Cross, for example, specializes in providing
home nursing care. Its clients include new mothers and their in-
fants, the elderly, diabetics, terminal patients, and other persons
needing home care. White Yellow Cross also provides courses for
future mothers and fathers, teaching them such things as how to
feed their baby and giving them information on the growth and
development of the fetus, hygiene, lactation, delivery, and postna-
tal care, safety at home, child care, and vaccination.

The White Yellow Cross also provides home care and post-hos-
pital care for the elderly; as of May 1994, 432 elderly people had
received care. About half of the elderly receive nursing care and
the other half receive assistance with daily living activities such
as bathing. The organization also provides assistance with check-
ups, contact with the family, and nutritional and information
services; it can also refer the elderly to other agencies and profes-
sionals. In addition, there are two day-care centers, providing
mainly recreational programs in the mornings primarily to vital
and mobile older adults. There also is an organization that pro-
vides recreation for elderly persons who are physically impaired;
it also operates only in the mornings. Stichting Algemene
Bejaardenzorg Aruba (SABA) provides attention to adults aged
60 years and older through three nursing homes with a total ca-
pacity of 236 beds, covering around 4% of this population.

Psychiatric care in Aruba is under development. For now, the
general hospital operates a 40-bed psychiatric ward, in which
chronic patients occupy half the beds. The outpatient facility ac-
commodates 15 patients, and 10 of its beds are reserved for
crises. About 40 Aruban patients are hospitalized in Curagao’s
psychiatric hospital. Outpatient services for chronic psychiatric
patients are provided through the social psychiatric service cur-
rently under the jurisdiction of the Public Health Department;
these services will be eventually privatized. Patients are given
drugs and therapy and also receive support in their communi-
ties. A new nonprofit organization plans to offer halfway houses
for chronic psychiatric patients. The Government has set up
a foundation whose goal is to consolidate Aruba's mental health

organizations. In addition, there are plans to expand the present
psychiatric ward in the general hospital, and transform it into an
independent psychiatric hospital.

The Government has appointed a National Drugs Coordinator
as a way to centralize efforts in this regard. The current approach
involves admitting drug addicts to the general hospital’s psychi-
atric ward and detoxifying them. Nongovernmental organizations
also provide rehabilitation services for drug addicts and alcoholics;
some also work on prevention, providing information and educa-
tion on drugs and alcoholism to the community, especially to
youth. Aruba also has chapters of Alcoholics Anonymous, Al-anon
(for family and friends of alcoholics), and Narcotics Anonymous.

Four institutions offer drug rehabilitation programs, all of
them dealing with persons between 22 and 59 years old. Centro
Dakota and SAMBA offer inpatient rehabilitation to 30 and 15
patients, respectively; SAMBA also sees clients as outpatients.
The other two institutions only offer group therapy sessions and
temporary rehabilitation. Outpatient clinics will only admit
clients who have successfully completed the rehabilitation pro-
grams in either of the inpatient institutions.

In addition to the child care services provided by the De-
partment of Public Health, several NGOs give shelter to abused or
homeless children and promote recreational activities and job
opportunities for youth. Nongovernmental organizations serve
the interests of the mentally handicapped, the deaf, the blind, and
the physically disabled.

The Government subsidizes the personnel costs of the founda-
tions that provide community welfare services; these costs are
the highest in NGO budgets.

Aruba has sat as an observer at the Caribbean Community
and Common Market (CARICOM) since 1992, which means that
it is entitled to participate in the working groups prior to
CARICOM's Ministerial Meeting. Aruba has participated in dis-
cussions on education and labor. In 1996, Aruba became a mem-
ber of the Caribbean Epidemiology Centre (CAREC).

Aruba also has been a member of Parlatino (Parlamento
Latino Americano) since 1986, where two members of Parlia-
ment represent the island of Aruba in the permanent committee
on health issues. In 1999 a UNAIDS-theme group, chaired by
UNDP’s representative in Trinidad, was established for Aruba.
The group will support the territory’s efforts to effectively and
comprehensively combat HIV/AIDS.

Human Resources

There are 38 general practitioners distributed over the island,
usually practicing alone, although they sometimes team up.
Aruba also has a wide range of specialists, including surgeons,
gynecologists, internists, pediatricians, a neurosurgeon, neurolo-
gists, psychiatrists, ophthalmologists, orthopedic surgeons, radi-
ologists, cardiologists, plastic surgeons, urologists, pathologists,
otorhinolaryngologists, and a traumatologist. In addition, there
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is a complement of other health care providers such as occupa-
tional health physicians, dentists and orthodontists, midwives,
and emergency physicians.

Aruba’s health care system also taps the services of physicians
from abroad. For example, agreements have been made with an
oncologist, a dental surgeon, and a cardiologist from Curagao,
whereby they regularly visit the island on set days each week or
month to see patients, using Aruba’s consultation rooms, secre-
tary services, and equipment. The island does not have enough
nurses. In the last few years, nurses have been recruited from
abroad, especially from the Philippines, where nursing educa-
tion is similar to Arubas. The number of nurses will continue to
be insufficient, however, given plans to expand the Dr. Rudy
Engelbrecht Medical Center and home nursing care.

Most physicians obtain their degrees at accredited institutions
in the Netherlands, followed by medical schools in the United
States, Costa Rica, Colombia, and Venezuela. Aruba’s educational
system offers a lower and intermediate nursing degree that gradu-
ates auxiliary nurses. Most who want to obtain a graduate nursing
degree go to Curagao or to the Netherlands. In 2000, the Dr. Horacio
Oduber Hospital launched a postgraduate program in nursing in
close cooperation with the University Hospital of Rotterdam in
Holland, as a way to update the nursing staff’s knowledge and
understanding of the latest developments in medical treatment
and technology and offer nurses expanded career possibilities.
Through an agreement with the University of Rotterdam in
Holland, the study program in Aruba will mirror the curriculum,
exams, and degree level of the program in Holland. The Medical
Inspection registers all certified health care professionals.
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Health Sector Expenditure and Financing

Since 1990, health care has taken an increasing share of the
Government’s budget. In 1998, the proportion of Government
expenditures allocated to health was about 5.3% of the total
expenditures. Between 1990 and 1998, government expendi-
tures in health grew from US$ 47 million to US$ 81 million,
with an average annual increase of 10%. Population growth
and aging, as well as an enormous increase in the use of med-
ical facilities, are the main reasons for the increase in health
care expenses.

External Technical Cooperation and Financing

Cooperation funds from the Kingdom of the Netherlands
decreased from US$ 9 million in 1998 to approximately US$
1 million in 1999. In 1997, a committee of the Government of the
Netherlands issued a report recommending that the Dutch
cooperation program be terminated in 2010 in order to make
Aruba more autonomous financially. Until that year, US$ 72
million will be committed for Government projects and US$ 88
million for other programs and expenses. Up to 1998, Dutch
contributions represented approximately 44% of total public
investments.

In 1999-2000, the Department of Public Health’s Disease
Control Section received US$ 10,000 from the European Union
and US$ 10,000 from the Dutch Development Cooperation. The
funds were channeled through UNAIDS for use in Aruba’s UN-
AIDS Theme Group campaigns. Aruba’s Kiwanis Key Club also
donated US$ 5,700 to the theme group.
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FIGURE 1. Gross domestic product, annual growth (%), FIGURE 2. Population structure, by age and sex, Aruba,
Aruba, 1996-2000. 1999.
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BAHAMAS

OVERVIEW

some 700 islands, with a land mass of 5,382 mi? scattered

over 80,000 mi? of the Atlantic Ocean, off the southeast
coast of Florida, USA. It is an independent unitary state within
the British Commonwealth of Nations, governed by a parliamen-
tary democracy based on the Westminster/Whitehall model.

The total population in 2000 was estimated at 307,000; nearly
90% of the total population resides on three of the 40 total inhab-
ited islands and cays. The two major population centers are
Nassau, the capital, located on New Providence (with 70% of the
population), and Freeport, located on Grand Bahama (with 15%
of the population); the remaining islands and cays are known as
the Family Islands. About 30% of the population is under 15
years of age and about 5% is over 65 years of age (Figure 1). The
dependency ratio was 55.4 per 100 in 2000. Life expectancy at
birth was estimated at 71.0 years for males and 77.6 years for
females in 2000. The crude birth rate was estimated at 21.7 per
1,000 population in 2000. The estimated total fertility rate was
2.6 children per woman in 2000.

There is universal access to all essential social services, includ-
ing health, education, and housing. Approximately 35% of the
national recurrent budget is allocated to the social sectors. In the
1999-2000 fiscal year, a total of US$ 132.5 million was allocated
to health, which represented 14.8% of the national budget.
During the period 1996-2000, annual health expenditure per
capita increased steadily from US$ 362 to US$ 420.

Education is compulsory to age 14 years. Tertiary education is
provided at the Government-owned College of the Bahamas and
at a number of private institutions which offer associate’s, bache-
lor’s, and selected master’s degrees.

Since 1972, the exchange rate with the U.S. dollar has been 1:1.
Tourism and tourism-related commerce are the most important
economic activities, accounting for over 50% of GDP and 60% of
employment. Service industries, including the public sector,
tourism, banking, insurance, fishing, and agriculture employ
approximately 80% of the labor force. The working population

The Commonwealth of the Bahamas is an archipelago of
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increased from 146,635 in 1996 to 157,640 in 1999. Women were
the main contributors to this growth, as female participation in the
labor force grew by 8.3%; male participation grew by 6.7%. The
overall unemployment rate in 1999 was estimated at 7.8%, with
local rates of 7.8% on New Providence and 9.5% on Grand Ba-
hama. Annual per capita income was estimated at $15,500 in 1999.

The co-existence of conditions such as cardiovascular diseases
(hypertension and ischemic heart disease); communicable dis-
eases (HIV/AIDS, tuberculosis, sexually transmitted infections,
acute respiratory infections, intestinal infections); malignant
neoplasms (breast and prostate cancer); injuries and violence
(road traffic accidents, homicides, child abuse, and domestic vio-
lence); drug and alcohol abuse; and teenage pregnancy and abor-
tion are a challenge for the health system. Inequities in health are
a concern with respect to gender, socioeconomic status, and
access to quality health services. Gender inequity is reflected in
the differences in the mortality and morbidity patterns of ado-
lescents age 15-19 years and men and women age 20-59 years.
Adolescent boys and young adult men are the groups most vul-
nerable to premature mortality due to violence (homicide), land
transport accidents, and HIV/AIDS. Women and girls, while also
vulnerable to HIV/AIDS, are more vulnerable than males to vio-
lence associated with sexual abuse. Conditions associated with
poverty, such as tuberculosis and nutritional deficiencies, are also
present in the health profile. The implementation of targeted
public health interventions produced positive health outcomes,
particularly the prevention of mother-to-child transmission of
HIV, the strengthening of maternal and perinatal care, the provi-
sion of family planning services, and the provision of compre-
hensive care for people living with HIV/AIDS.

Mortality

The crude death rate remained fairly constant during 1996—
2000, showing an important difference between males and
females. In 2000, there were 1,625 deaths, yielding a crude death
rate of 533.1 per 100,000 population. The crude mortality rate for
19962000 averaged about 625 per 100,000 males, ranging from
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alow of 585 in 1999 to a high of 679 in 1998. Among females, the
crude mortality rate averaged 485 per 100,000 over the same
period, about 140 per 100,000 fewer deaths than for males.

In 1996—2000, communicable diseases and diseases of the cir-
culatory system, with mortality rates of approximately 140 per
100,000 population, were major problems for males, followed by
deaths from external causes and malignant neoplasms, with rates
approximating 85 per 100,000 population (Figure 2). The num-
ber of deaths from external causes was nearly double that of the
previous review period. Diseases of the circulatory system were
the leading cause of death for females, with a rate of 143 per
100,000 population, followed by communicable diseases (93 per
100,000 population) and malignant neoplasms (72 per 100,000
population).

In 2000, diseases of the circulatory system accounted for 28%
(458) of all deaths, followed by communicable diseases, for 20%
(323); malignant neoplasms, for 14% (224); and external causes,
for 13% (217).

HEALTH PROBLEMS
By Population Group

Children (04 years)

The infant mortality rate decreased from 18.4 per 1,000 live
births in 1996 to 15.8 per 1,000 live births in 1999. The cause-spe-
cific mortality rate due to conditions originating in the perinatal
period (as per registered events) dropped from 23.6 per 100,000
population in 1996 to 9.5 per 100,000 population in 2000. During
1996—2000, important progress was made toward reducing infant
mortality, particularly mortality due to conditions originating in
the perinatal period and to mother-to-child transmission of HIV.
With regard to preventable deaths and morbidity, conditions orig-
inating in the perinatal period, intestinal infectious diseases,
acute respiratory infections, HIV/AIDS, injuries, and child abuse
are areas of concern for this age group. Hypoxia and other condi-
tions originating in the perinatal period, which accounted for 50%
(153) of total infant deaths, is also a concern.

In 2000, approximately 10.4% of newborns had low birth-
weight (<2500 g). There were very few cases of diseases prevent-
able by immunization among infants: nine in 1997, two in 1998,
and none in 1999 or 2000.

Between 1996 and 2000, HIV/AIDS was the leading cause of
death in the 14 years age group, accounting for 18.6% (19) of
total deaths (102), followed by land transport accidents, which
accounted for 7.8% (8) of total deaths.

Approximately 52% (4,694) of all hospital discharge diag-
noses! in the under-5 years age group during 19962000 were

! Hospital discharge diagnosis refers only to the primary diagnosis with defined
cause.

due to acute respiratory infections, injuries, and intestinal infec-
tious diseases; approximately 6% (511) were due to slow fetal
growth, malnutrition, and immaturity.

Children under 5 years of age are highly vulnerable to child
abuse. According to one study in New Providence, they accounted
for 42% of all reported cases of abandonment and neglect, and
for 27% of the total reported cases of sexual abuse during
1997-2000.

Schoolchildren (5-9 years)

Acute respiratory infections, intestinal infectious diseases and
parasitic diseases, injuries, HIV/AIDS, and child abuse are prior-
ity problems for children aged 5 to 9 years.

During 1996-2000, land transport accidents and accidental
deaths by fire (7 each) accounted for 19.4% of all deaths (72) in
this age group; there were 9 registered deaths due to HIV/AIDS
and 3 due to nutritional deficiencies and anemias.

Of the 4,789 total hospital discharge diagnoses among this age
group during this period, 1,115 (23%) were acute respiratory
infections, 800 (17%) were intestinal and other infectious and
parasitic diseases, 635 (13%) were injuries, 471 (10%) were bron-
chitis and asthma, and 152 (3%) were nutritional deficiencies
and anemias.

Approximately 29% of the total cases of child abuse and 32%
of incest and sexual abuse cases reported between 1997 and 2000
were children between 6 and 11 years of age.

Adolescents (10-14 and 15-19 years)

Injuries (due to violence and land transport accidents), early
onset of sexual activity, teenage pregnancy, HIV/AIDS, and alco-
hol and drug abuse among adolescents are of major concern.
Child abuse is also a problem, as 135 cases of incest and 78 cases
of sexual abuse were reported for these age groups on New
Providence during 1997-2000. Acute respiratory infections,
intestinal infectious diseases, and nutritional deficiencies and
anemias are important contributors to morbidity. Diabetes melli-
tus appears among the ten leading hospital discharge diagnoses
during 1996-2000. Morbidity data reveal important differences
between boys and girls, indicating different vulnerability and
levels of risk.

During 19962000, a total of 41 deaths were registered in the
10-14 years age group: 6 due to land transport accidents, 4 due to
homicides, and 2 due to HIV/AIDS. Injuries represented 17% of
total hospital discharge diagnoses (472 of 2,736), for a male-
female ratio of 2.1:1. Acute respiratory infections and intestinal
infectious diseases accounted for 23% (633) of total hospital dis-
charge diagnoses, followed by nutritional deficiencies and ane-
mias (3.5% or 95); and diabetes mellitus (2% or 54). Diabetes
mellitus was among the ten leading hospital discharge diagnoses
for females in this age group, and complications of pregnancy
accounted for 6% (77 of 1,247) of all hospital discharge diag-
noses for females in this age group.
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There were 112 deaths registered among 15-19-year-olds for
the period 1996—2000. Approximately 60% were due to external
causes, mainly homicides (42) and land transport accidents (25).
The male-female ratio was 7.4:1 for homicides and 4:1 for land
transport accidents. There were five registered deaths due to
HIV/AIDS in this age group during 1996—-2000.

Injuries accounted for 46% (563 of 1,217) of the total hospi-
tal discharge diagnoses for males, while complications of preg-
nancy accounted for 72% (2,599 of 3,604) of the total hospital
discharge diagnoses for females. There were 331 abortions
recorded in the 15-19 years age group, 14% due to spontaneous
abortion, 0.8% due to legal abortion, and 85% due to unspeci-
fied abortion.

Mental disorders (including alcohol and drug abuse) appear
among the ten leading hospital discharge diagnoses for this age
group, accounting for 2.4% (118 of 4,822) of the total discharge
diagnoses from Princess Margaret Hospital and Rand Memorial
Hospital during 1996—2000, for a male-female ratio of 2.1:1.

Approximately 20% of the 3,703 cases of child abuse reported
on New Providence by the Department of Social Services during
1997-2000 were in the 12-18 years age group, but this number
rises to 33%, if neglect is excluded. Of the reported cases of sex-
ual abuse and incest among children, 38% were in this age group.
Within this age group, females 18 years and younger accounted
for 84% of all cases of reported sexual abuse and incest. In con-
trast, males of the same age group comprised 16% of reported
cases. In the 1997 National Youth Health Survey, 5% of males
aged 10-19 years reported having been sexually abused. The
same survey also revealed that 19% of male students aged 10-19
years had carried a weapon to school during the previous month,
15% had been injured by a weapon, 20% had gang experience,
and 56% had engaged in sexual intercourse.

Adults (20-59 years)

There were 3,567 deaths in this age group (2,252 males and
1,315 females), with a male-female mortality ratio of 1.7:1 over
the period 1996—-2000. Although the overriding issue in this age
group is deaths from HIV/AIDS, which accounted for 36% of
total deaths, there are marked differences between mortality and
morbidity patterns for men and women.

In 1996-2000, the leading causes of death among males were
HIV/AIDS, homicides, land transport accidents, ischemic heart
disease, and cerebrovascular disease (Table 1). Among females,
the leading causes of death were HIV/AIDS, breast cancer, dia-
betes mellitus, hypertensive disease, and ischemic heart disease
(Table 2).

Acute respiratory infections and parasitic diseases accounted
for approximately 9% of the total reported hospital discharges
(39,992) for this age group in 1996—2000. There were 12,582
reported hospital discharges for men; injuries and HIV/AIDS
accounted for 25% and 7%, respectively. Mental health problems,
particularly alcohol and drug abuse, were also a concern for
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TABLE 1. Leading causes of mortality among males 20-59
years of age, Bahamas, 1996—2000.

% of

total deaths

with defined  Male-
cause female

Cause Number (n=2,217) ratio
HIV/AIDS 764 345 161
Homicide 172 78 7.2:1
Land transport accident 135 6.1 471
Ischemic heart disease 108 4.9 261
Cerebrovascular disease 76 34 181
Diabetes mellitus 64 29 11
Chronic pulmonary disease 63 2.8 231
Chronic liver disease 61 2.8 1.7:1
Diseases of the pulmonary 61 2.8 231
circulatory system
Hypertensive disease 60 2.7 1:1

TABLE 2. Leading causes of mortality among females
20-59 years of age, Bahamas, 1996-2000.

% of total
deaths with defined
Cause Number cause (n =1,302)
HIV/AIDS 471 36.2
Breast cancer 70 54
Diabetes mellitus 63 4.8
Hypertensive disease 59 45
Ischemic heart disease 42 3.2
Cerebrovascular disease 42 3.2
Chronic liver disease 36 2.8
Land transport accident 29 2.2
Chronic pulmonary disease 27 2.1
Homicide 24 1.8

males aged 20-59 years.

Additional issues of particular concern to females aged 20-59
years were maternal morbidity, abortion, domestic violence, and
mental health, particularly depression. Complications of preg-
nancy accounted for 50.7% (18% due to lacerations and 14% due
to abortions) of the total hospital discharge diagnoses for females
(27,410) in 1996—2000. There were 2,215 abortions recorded in
the 20-59 years age group, 14% due to spontaneous abortion,
0.4% due to legal abortion, and 86% due to unspecified abortion.
Data from the Crisis Centre for 1997 showed that 76% (223 of
295) of victims of domestic violence were females.

The Elderly (60 years and older)

This age group accounted for 3,873 deaths and had the high-
est mortality rate (approximately 633 per 100,000 population)
during the period 1996—2000. It also had the lowest male-female
mortality ratio (0.9:1). The leading causes of mortality among
males and females in this age group are presented in Tables 3
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and 4. More females than males in this age group are dying from
hypertension (male-female ratio = 0.6:1), diabetes (male-female
ratio = 0.5:1), and cerebrovascular disease (male-female ratio of
0.7:1); these ratios are similar for hospital discharge diagnoses
for these conditions as well.

During 1996-2000, hypertensive disease, cerebrovascular dis-
ease, ischemic heart disease, and diseases of pulmonary circula-
tion accounted for 31.4% of all hospital discharge diagnoses
(3,284 of 10,457) for this age group. Other important conditions
were diabetes, acute respiratory infections, diseases of the urinary
system, and diseases of other organs of the digestive system.

Workers' Health

Based on processed claims, data from the National Insurance
Board indicate that musculoskeletal problems, fractures, sprains,
strains, dislocations, and infections (including HIV/AIDS) were
among the most common causes of absenteeism in the work-
place. The most common causes of invalidity were HIV/AIDS,
psychiatric disorders, cardiovascular disease, arthritis, fractures,
and skin and neurological disorders.

By Type of Health Problem
HIV/AIDS was the leading cause of death every year during
19962000, followed by hypertension, diabetes, cerebrovascular

TABLE 3. Leading causes of mortality among males aged
60 years and older, Bahamas, 1996—2000.

% of total
deaths with
defined cause
Cause Number (n=1,860)
Ischemic heart disease 256 13.8
Hypertensive disease 179 9.6
Cerebrovascular disease 179 9.6
Malignant neoplasm of the
prostate 165 8.9
Diabetes mellitus 137 74

TABLE 4. Leading causes of mortality among females aged
60 years and older, Bahamas, 1996—2000.

% of total
deaths defined
by cause
Cause Number (n=2,013)
Hypertensive disease 283 14.1
Ischemic heart disease 255 12.7
Diabetes mellitus 252 125
Cerebrovascular disease 251 12.5
Diseases of pulmonary
circulatory system 76 3.8

disease, and ischemic heart disease. In 1996, land transport (motor
vehicle traffic) accidents and homicides began to appear among
the 10 leading causes of death and to move up in the rankings.

Natural Disasters

Hurricanes are the most threatening natural disaster to the
Bahamas. In 1999, the islands were hit by Hurricane Floyd, which
caused extensive infrastructural and property damage in several
of the Family Islands, but no deaths and few personal injuries.
Several cases of posttraumatic stress syndrome were reported.
Concerted efforts were made to restore services, remove debris,
control insect proliferation, provide bottled water, and to advise
the public to boil drinking water. A widespread outbreak of conch
poisoning occurred on New Providence following the hurricane.

\ector—horne Diseases

Malaria is not endemic to the Bahamas, though the vector (the
Anopheles mosquito) is present. In 1997, there were eight report-
ed cases of malaria (imported). In 1998 and 1999, there was a
marked increase in malaria activity, with 21 and 30 reported
cases, respectively. In 2000, there were only two cases of malaria
(imported).

There have been no cases of yellow fever in the Bahamas since
the 1970s, though the vector (Aedes aegypti) is present. There was
one confirmed case of dengue in 1998; prior to that, the last
reported case was in 1996.

Diseases Preventable by Immunization

Diseases preventable by immunization are a top priority for
the Bahamas. Vaccination coverage rates are high (Figure 3), and
sustained immunization efforts have resulted in important
reductions in this group of diseases. The last cases of polio were
recorded in the 1960s. Continuing the trend seen over the
1993-1996 period, there were no cases of diphtheria, measles, or
neonatal tetanus during 1997-2000. There were no cases of
whooping cough over the 1997—-2000 review period. There was
one case of tetanus in an adult in 1998.

Since an outbreak in 1990, there have only been sporadic
cases of rubella, with a peak of seven cases in 1997. A mass
MMR vaccination campaign was successfully conducted in
1997, interrupting transmission; two cases were reported after
the campaign. However, four cases of congenital rubella syn-
drome were reported in 1998. Data on laboratory-confirmed
new cases of hepatitis B infection show an increase from 162 in
1996 to 353 in 2000, though this may be partly due to better
reporting.

Intestinal Infectious Diseases

No cases of cholera were reported during the review period. A
total of 1,317 foodborne illnesses were reported in 2000: 305
cases of fish poisoning, 225 cases of ciguatera, and 787 cases of
other food poisoning.
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There were 4,484 hospital discharge diagnoses of intestinal
infectious disease (for all age groups) during 1996—2000. A total
of 1,857 cases of diarrhea were reported among the population
aged 5 years and older, and only 1,103 cases were reported
among children under 5 years of age in 2000. However, intestinal
infectious diseases are a leading hospital discharge diagnosis
among children under 5 years of age and among those aged 5-9
and 10-14 years.

Chronic Communicable Diseases

New reported cases of tuberculosis ranged from 59 in 1996 to
82in 2000. Over this period, the proportion of new reported HIV-
negative tuberculosis cases rose from 25% (22 of 88) in 1997 to
56% (46 of 82) in 2000. Leprosy is not endemic in the Bahamas;
however, a case was diagnosed in 1996.

Acute Respiratory Infections

Of the 239 registered deaths due to acute respiratory infec-
tions during 1996—2000, 59% occurred among the elderly (60
years of age and over), 31.4% occurred among 20—29-year-olds,
and 5.4% occurred among infants. Acute respiratory infections
were among the ten leading hospital discharge diagnoses for all
age groups during 1996—2000.

Z00noses
There were no cases of human or canine rabies reported dur-
ing 1996—2000.

HIV/AIDS

The HIV/AIDS mortality rate decreased from 97.2 per
100,000 population in 1996 to 80.4 per 100,000 population in
2000. However, for each year over that period, HIV/AIDS was the
leading cause of death in the general population. As of December
31, 2000, a total of 3,810 cases were reported, of whom 2,699
(71%) have died. A further 4,537 individuals were known to be
HIV positive, without symptoms of the disease.

While the number of reported cases of HIV generally
declined, from 734 in 1994 to 386 in 1999 and 461 in 2000, the
number of deaths due to AIDS increased due to the rising preva-
lence of HIV/AIDS. There were 764 male and 471 female deaths
due to HIV/AIDS in 1996-2000, representing 35% of deaths with
defined cause. The incidence peaked for males in 1995 at 1,768
per million population and declined to 1,284 per million popula-
tion by 1999; for females, incidence peaked in 1997 with 1,088
per million population and declined to 829 per million popula-
tion in 1999 (Figure 4). Males’ risk of contracting HIV was ap-
proximately 1.6 times greater than that of females from 1990 to
1999. One factor contributing to the decrease in HIV incidence
was the implementation of interventions to reduce mother-to-
child transmission of HIV in 1996. In contrast, the increased
death rate from AIDS is a reflection of the cumulative effects of
the disease since 1989.
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Sexually Transmitted Infections

The Surveillance Unit reported 1,632 new cases of sexually
transmitted infections in 1996—2000: 797 cases of chlamydia
(49%), 416 cases of syphilis (26%), 384 cases of gonococcal
infection (24%), and 35 cases of congenital syphilis (2%).

Nutritional Diseases

Reports from Community Health Clinics throughout the
Bahamas indicate that in 1997, 16.5% of screened women
attending prenatal clinics had hemoglobin levels of 10 g or
less.

There were 1,049 hospital discharge diagnoses of nutritional
deficiencies and anemias during 1996—2000; these conditions
were among the ten leading hospital discharge diagnoses for
children and the elderly.

Diseases of the Circulatory System

Cardiovascular diseases were major causes of mortality, espe-
cially among adults aged 20-59 years and the elderly. Hyper-
tension, cerebrovascular disease, and ischemic heart disease
were among the leading hospital discharge diagnoses and causes
of death during 1996—2000.

Malignant Neoplasms

There were 1,172 registered deaths due to malignant neo-
plasms during 1996—2000, with the age groups 20-59 years and
60 years and over being the most affected. Prostate, breast, and
uterine cancers were major contributors to mortality and
morbidity due to this cause. There were 2,036 hospital dis-
charge diagnoses of malignant neoplasm over the period;
of these, cancer of the female breast accounted for 19.1%, pros-
tate cancer accounted for 10.6%, cancer of digestive organs and
peritoneum accounted for 12.1%, uterine cancer accounted
for 8.7%, and cancer of trachea, bronchus, and lungs accounted
for 6%. Breast cancer (70) represented 5.3%, and uterine can-
cer (31) represented 2.4% of total deaths in the age group
20-59.

Accidents and Violence

Deaths due to external causes increased over the 1996—2000
period. The most important contributors to this increase were
homicides and land transport accidents, which mainly affected
male adolescents and young adults. Injuries also ranked high
among hospital discharge diagnoses for all age groups during
the period.

During 19962000, the police reported an increase in murders
(51 registered cases in 1996 and 74 registered cases in 2000),
fatal accidents (22 in 1996 and 76 in 2000), and accidents with
injury (148 in 1996 and 474 in 2000).

Cases of child abuse reported by the Department of Social
Services also increased in this period. Domestic violence is rec-
ognized as a problem that affects mostly women.
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Mental Health

The number of new cases of substance abuse treated at the
Community Mental Health Clinic of the Ministry of Health
increased during the period 1996—2000. New cases of alcohol
abuse increased from 91 in 1996 to 149 in 2000, and new cases of
cocaine and marijuana abuse increased from 186 in 1996 to 313
in 2000. The Clinic recorded 131 cases of depression, 42 cases of
schizophrenia, and 120 cases of psychological disorders in 2000.
Drug and alcohol abuse accounted for 49.3% (1,924 of 3,896) of
the total discharge diagnoses from the national psychiatric hos-
pital, Sandilands, during 1996—2000.

Oral Health

Data provided by the Oral Health National Survey 19992000
shows that among 1,060 5-year-old children examined, the
prevalence of dental caries in the primary dentition was 58%.
The prevalence of dental caries in the permanent dentition of 12-
and 15-year-old schoolchildren was 55% and 61%, respectively.
Five-year-olds had, on average, 2.42 decayed, missing, and filled
teeth (DMFT) and 4.43 decayed, missing, and filled surfaces
(DMFS). The mean DMFT and DMFS scores for 12-year-olds
were 1.56 and 2.30, respectively. The mean DMFT and DMFS for
15-year-olds were 1.98 and 2.96, respectively.

There were important inter-island differences in the preva-
lence and severity of dental caries. Overall estimates were higher
for Andros, Abaco, and Long Island among all age groups, among
5-year-olds in Cat Island, and among 15-year-olds in Bimini.
Between 55% and 65% of students examined required treatment
at the time of examination; 9% to 14% required urgent treatment
due to history of pain or infection.

RESPONSE OF THE HEALTH SYSTEM

National Health Policies and Plans

The Government of the Bahamas is implementing institutional
reforms to improve the social safety net and maintain a climate con-
ducive to domestic and international investment. The main objec-
tives of monetary and fiscal policies are the maintenance of macro-
economic stability, improved competitiveness, and stimulation of
sustainable development in partnership with the private sector.

The Ministry of Health is committed to fostering evidence-
based decision making for the strategic guidance of the reorienta-
tion of the health services. The National Health Services Strategic
Plan envisions an effective health response, which requires the fur-
ther integration of the health promotion strategy and the strength-
ening of the public health functions. It also requires that vulnera-
ble groups be identified and that targeted interventions be
developed to address their specific needs as well as differences in
the health profile.

In 2000, the Ministry of Health completed a National Health
Services Strategic Plan (2000—-2004), which calls for the integra-

tion of the health promotion strategy at all programmatic levels
and outlines five strategic directions: healthy people, healthy
environment, maximized resources, quality service, and health
care planning. The priority program areas are maternal and child
health; school-based adolescent health programs; family plan-
ning; health of older persons; communicable and chronic non-
communicable disease prevention and control; food and nutri-
tion; mental health; substance abuse prevention and control; oral
health; rehabilitative services; injury prevention and control;
emergency medical services; disaster preparedness; pharmaceu-
tical services; tourist health; and HIV/AIDS.

To improve service quality, efficiency, and effectiveness, the Gov-
ernment invested in the health infrastructure both on New Prov-
idence and on the Family Islands, and in human resources. Rec-
ognizing the need for greater social participation and intersectoral
collaboration, the Ministry of Health also embarked on a process to
establish sustainable relationships with nongovernmental organiza-
tions (NGOs), and to establish an NGO desk within the Ministry.

The Health System

Institutional Organization

The reorganization of the health system increased the Minis-
try of Health's regulatory role. The Public Hospitals Authority,
created in 1999 and governed by a board that reports to the
Minister of Health, is responsible for the management of hospital
care. The Ministry of Health, through the Department of Public
Health, continues to be responsible for the provision and man-
agement of primary health care services and the development
and implementation of public health programs.

A series of Technical Advisory Committees have been ad-
dressing the challenges resulting from this reorganization to
ensure programmatic integration and continuity of care. Priority
was given to the reorganization of the Planning Unit and the
strengthening of information systems.

Developments in Health Legislation

As amember of the Regional Nursing Body and the Caribbean
Medical Examination, the Bahamas has actively participated in
the process of developing common examinations for the region-
al registration of nurses and physicians.

Decentralization of Health Services

Decentralization has been advanced through the creation of
the Public Hospitals Authority and the development of health ser-
vices on various Family Islands.

Private Participation in the Health System

In the area of ambulatory care, private physicians have indi-
vidual practices, and in some instances, have hospital privileges
at the private hospital. There is a private ward within Princess
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Margaret Hospital, managed by the Physicians’ Alliance. At the
programmatic level, the private sector participates in the Na-
tional Breast Screening Program.

Health Insurance

The Government of the Bahamas is responsible for ensuring
universal access to essential health services, regardless of ability
to pay. In addition, private health insurance is offered by a num-
ber of companies. All workers in both the private and public sec-
tors are required by law to participate in the National Insurance
Scheme, which provides sickness, disability, and death benefits
to its contributors, as well as retirement, occupational injury,
maternity, and survivorship benefits.

Organization of Regulatory Actions

Health Care Delivery

The Ministry of Health is responsible for regulating and mon-
itoring the national health care system. The Hospitals and Health
Care Facilities Act was passed in 1998, enabling the Minister of
Health to create a board to oversee the licensing of these facilities
on the Ministry’s behalf. The board is empowered to regulate and
inspect private and public sector hospitals and health care facil-
ities, and to undertake investigations of matters pertaining to
patient management, diagnosis, and treatment. The Ministry of
Health continues to be responsible for establishing standards,
norms, and guidelines for health care delivery and patient care.
Protocols for maternal care are in place in both the private and
public wards of Princess Margaret Hospital (National Hospital),
though the monitoring and enforcement of the protocols are
inadequate.

Certification and Professional Health Practice

Through the Medical Council, Dental Council, and Nursing
Council, the Ministry of Health is responsible for regulating doc-
tors, dentists, and nurses. Through the 1998 Health Professions
Act, the Ministry also regulates all other health professions.

Basic Health Markets

The Pharmacy Act regulates the dispensing and control of
narcotics and psychotropic substances, but not the registration of
imported drugs.

Environmental Quality

The Department of Environmental Health Services has the
mandate for monitoring and ensuring air, water, soil, and hous-
ing quality, and for monitoring the security of hazardous
substances.

The monitoring of water quality is conducted by the Public
Analyst Laboratory and the laboratory of the Water and
Sewerage Corporation. A Joint Water Quality Committee was
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established to develop guidelines and mechanisms to monitor
water bottling plants.

Due to indiscriminate dumping, including batteries, the
Department of Environmental Health Services developed a com-
prehensive solid waste plan for the establishment of sanitary
landfills on New Providence and the Family Islands.

Food Quality

Food quality is regulated jointly by the Ministries of Agricul-
ture and Health. The Department of Environmental Health Ser-
vices has an inspectorate that monitors eating establishments
and outbreaks of foodborne illness. All food handlers are re-
quired to complete a training program and undergo an annual
medical exam.

Organization of Public Health Care Services

Health Promotion

As a strategic approach identified in the National Health
Services Strategic Plan, 2000-2004, the Bahamas has begun to
integrate health promotion into national planning and program-
ming, as shown through the work done to develop the Healthy
Schools Initiative.

Disease Prevention and Control Programs

A number of disease prevention and control programs are in
place to address communicable diseases, including HIV/AIDS
and other sexually transmitted infections, as well as chronic non-
communicable diseases, including diabetes, hypertension, and
cancer (particularly breast cancer).

Health Analysis, Epidemiological Surveillance, and
Public Health Laboratory Systems

Efforts were undertaken to strengthen surveillance systems,
especially for communicable diseases. Information systems and
evidence-based decision-making were clearly recognized as pri-
ority areas in the National Health Services Strategic Plan.

The public health laboratories are linked to Princess Margaret
Hospital, Rand Memorial Hospital, and the Public Analyst
Department. Facilities on Grand Bahama also monitor water and
food quality.

Potable Water, Excreta Disposal, and Sewage Services

On Grand Bahama, the Grand Bahama Utility Company pro-
vides water and sewerage services to some 8,300 customers. On
Paradise Island, water is supplied by the Paradise Island Utility
and a large number of private wells. The Water and Sewerage
Corporation provides water services on New Providence and
operates 50 water systems on 13 Family Islands. On the Family
Islands, some 2,200 households have private wells.
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The Water and Sewerage Corporation is the primary provider
of sewerage services on New Providence, covering approximately
16% of the population; the remainder use septic tanks. Sewerage
on the Family Islands is disposed of mainly through septic tanks
and latrines.

Major hotels and resorts have on-site sewerage treatment and
disposal systems.

Solid Waste Services

The Department of Environmental Health Services on New
Providence and the Local Authority on the Family Islands are
responsible for municipal solid waste collection services. The
Department provides technical support to the Family Islands.

Pollution Prevention and Control
Prevention and control of air pollution is the responsibility of
the Department of Environmental Health Services.

Food Safety

Protection and control of food is also the responsibility of the
Department of Environmental Health Services. Department staff
at ports monitor the quality of imported foods. The Department
also has a food inspectorate, which monitors food quality and
collaborates in the surveillance of foodborne illnesses. Meat and
food inspectors at the abattoir on New Providence inspect ani-
mals to be slaughtered. Department officers stationed on the
Family Islands perform the aforementioned functions, and
depend on the Public Analyst Department on New Providence for
laboratory support.

Organization of Individual Health Care Services

Outpatient, Emergency, and Inpatient Services

Individual health care services are provided through hospitals
and community clinics in the public and private sectors.

Two public hospitals—Princess Margaret Hospital on New
Providence and Rand Memorial Hospital in Freeport—provide
general, specialized, and emergency services (secondary and ter-
tiary level). The Sandilands Rehabilitation Centre, located on
New Providence, provides psychiatric, mental, geriatric, and
rehabilitative care on an inpatient and outpatient basis. The only
private hospital, Doctor’s Hospital, on New Providence, provides
general, specialized, and emergency services.

Under the direction of the Department of Public Health, pri-
mary health care facilities (community clinics) offer ambulatory
curative and preventive health services, and limited inpatient
care throughout the Bahamas.

The Public Hospitals Authority is responsible for the Emer-
gency Medical Services. The Emergency Medical Services has a
fleet of ambulances, some of which are equipped to offer ad-

vanced life support. Though ambulance service is only available
on New Providence and Grand Bahama, health staff on the
Family Islands have been trained in advanced cardiac life sup-
port. A number of volunteers on each of the Family Islands have
been trained in basic life support and are classified as first
responders.

The Bahamas Air Sea Rescue Association is a non-profit volun-
tary organization that responds to emergencies at sea or in the air.

Auxiliary Diagnostic Services and Blood Banks

Diagnostic services are offered through the public health sys-
tem, but some services are also offered by the private hospital.
The laboratories perform various levels of microbiological and
clinical analyses. There are a number of small private laborato-
ries with limited diagnostic capacity.

There are three blood banks in the Bahamas: one at Princess
Margaret Hospital, one at Rand Memorial Hospital, and one in
the private sector. All blood for transfusion is screened for HIV,
hepatitis B and C, and syphilis.

Radiological services are offered in both the public and private
sectors, though service quality varies. Although deficiencies have
been identified and addressed, continuous quality monitoring
remains a challenge.

Specialized Services

Rehabilitative services are offered at the hospital and commu-
nity levels. Rehabilitation services for cerebrovascular and land
transport accidents are offered at the hospitals, but other services
are limited. Community-based rehabilitation services have
grown and are well established in three of the most populated
family islands (i.e., Abaco, Eleuthera, and Long Island). These
programs have been successful in rehabilitating many disabled
individuals and assisting with the integration of children with
disabilities into the school system.

A variety of oral health services are provided in hospitals and
community clinics. The School of Dental Health Service, which
operates in 60 primary schools, offers preventive and restorative
care. There is a permanent dental service in Abaco, Andros,
Eleuthera, Exuma, and Grand Bahama which provides preventa-
tive and restorative care; a visiting service provides care on the
other islands.

The school health services offer hearing and vision screening,
monitor nutritional status, and make referrals for treatment.

The mental health services are based mainly at Sandilands
Hospital, where inpatient and community services are offered.
The Crisis Centre provides counseling and support for do-
mestic violence, substance abuse, and other mental health prob-
lems. The community mental health services' coverage is limited.

Reproductive health services are offered through community
clinics, family planning clinics, and the adolescent health clinic.
Maternal care is offered throughout the Bahamas, and prenatal
care coverage increased during 1996—2000.
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Health Supplies

No drugs, biologicals, reagents, or equipment are produced lo-
cally. Drugs and reagents are imported via a competitive bidding
process in the public sector.

Human Resources

Availability by Type of Resource
In 1996, there were 453 physicians per 10,000 population and
667 nurses registered in the public sector.

Training

Health personnel are trained locally and overseas. The Nursing
School trains all categories of nurses in collaboration with the
College of the Bahamas. Most postgraduate training in nursing is
done at the University of the West Indies (UWI). All physicians are
trained in the Caribbean, North America, or the United Kingdom.
In 1997, the Government entered into an agreement with UWI to
provide clinical training to UWI medical students. Training is pro-
vided through Princess Margaret Hospital, Sandilands Rehabili-
tation Centre, and community health clinics. UWI also started a
clinical training program at Princess Margaret Hospital for under-
graduate medical students. All training in public health is con-
ducted either at UWI or in North America or the United Kingdom.

Continuing Education

There is no human resources development policy addressing
continuing education. Government and private institutions offer a
variety of courses to address needs arising from the health reform
process. Both public hospitals have a continuing education pro-
gram in place for physicians. Professional bodies also organize
meetings and conferences, which offer continuing education
opportunities. A human resources policy for the training of physi-
cians in the public sector has been developed for implementation.

Job Market

The emigration of health personnel is not a problem for the
Bahamas, which attracts health professionals from around the
world.

Health Research and Technology
Health research is recognized as an essential component of the
National Programmes in the Bahamas. During 1996—2000, the
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Bahamas implemented various clinical research protocols and
participated in the Adolescent Health Survey carried out in the
Caribbean region. The Abbot Study, which examined the
efficacy of the new protease inhibitor in children (ABT 378/r),
commenced in 1999; the U.S. National Institutes of Health (ACTG
316) Nevirapine Study was also conducted that year.

Health Sector Expenditure and Financing

In the 1999-2000 fiscal year, a total of US$ 132,492,992 was
allocated to health, which represented 14.8% of the national
budget. Public health expenditure per capita was US$ 419.56 in
1999-2000, most of which went for hospital-based services. The
portion of the health budget allocated to the Public Health
Department, which manages the national public health programs
and the community clinics, increased slightly in the last fiscal
year of the review period.

External Technical Cooperation and Financing

In the health sector, the two agencies that provide technical
cooperation and financing are the IDB and PAHO/WHO. The IDB
supports the health sector strengthening project, which aims to
improve the delivery and quality of care and to develop and
strengthen the managerial and institutional capacity of the
Ministry of Health and the Public Hospitals Authority. The 1DB
also supported the Solid Waste Management Project and the
Family Islands Water Project. The first project involves the con-
struction of sanitary landfills on New Providence and 10 Family
Islands, as well as the institutional strengthening of the De-
partment of Environmental Health Services. The second project
aims to increase the efficiency and quality of sanitation services
in the Family Islands. The IDB also provided funds for the
Adolescent Reproductive Health Education project during the
review period.

PAHO/WHO worked in partnership with the Ministry of
Health and other health-related agencies during the review
period to enhance programs in such priority areas as strategic
planning, information systems and evidence-based decision-
making, health promotion, adolescent health, reproductive
health, communicable diseases, HIV/AIDS, and mental health.

UNAIDS worked through the Bahamas Theme Group and the
PAHO/WHO office in the implementation of the first UNAIDS
grant (1996—1997).
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FIGURE 1. Population structure (estimated), by age and sex, FIGURA 3. Vaccination coverage among the population
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OVERVIEW

tude 13.3° North and longitude 59° West; it covers a 430

km? land area. The average temperature is 27° C and an-
nual rainfall is approximately 1,524 mm, most of which falls be-
tween June and November. Barbados lies within the hurricane
belt, and each year there is increased vigilance during the hurri-
cane season, from June through November. There were no natu-
ral disasters in the review period, although some districts expe-
rienced flooding.

Barbados is divided into eleven parishes, and has a popula-
tion of 270,000, based on a 2000 estimate. The parish of Saint
Michael, where the capital, Bridgetown, is located, is the most
densely populated, with a total of 97,516 persons (37.4% of the
country’s total population). The country’s excellent network of
roads link the airport; the capital, Bridgetown; the seaport; the in-
dustrial areas; and the tourist belts along the west and south coasts.
Barbados also has an efficient public transportation system.

Barbados has a democratic system of government with parlia-
mentary elections held every five years. Legislative power is vested
in Parliament, which comprises a House of Assembly of 28 elected
members, a Senate of 21 nominated members, and the Governor
General, who is the Head of State. The Constitution provides for a
Privy Council (whose members are appointed by the Governor
General after consultation with the Prime Minister) and the
Cabinet. The Cabinet, which is comprised of ministers, is the prin-
cipal policy organ and is presided over by the Prime Minister.

In 1999, Barbados experienced its seventh consecutive year of
economic growth. Gross domestic product grew from US$ 1.4 bil-
lion in 1992 to US$ 2.1 million in 1999. During the 1993-1999
period, the annual average rate of growth was 2.8%, which is in
line with the 3% target set by the Government as the nation's sus-
tainable growth rate (Figure 1). Per capita GDP increased from
US$ 5,650 in 1992 to US$ 7,750 in 1999.

The main sectors contributing to the economy were tourism,
financial and business services, manufacturing, agriculture, and
construction. Tourism contributed approximately US$ 225.4 mil-

Barbados, the easternmost Caribbean country, lies at lati-
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lion to GDP in 1997, US$ 241.1 million in 1998, and US$ 232.2
million in 1999. Most tourists came from Canada, the UK., the
US.A., and CARICOM countries. In 1999 there were 517,870
long-stay arrivals and 432,854 cruise ship passenger arrivals.

The Government was fiscally stable during 1997-1999.
Current government expenditures increased from US$ 723.6 mil-
lion in fiscal year 1997/1998 to US$ 834.2 million in 1999-2000.
Capital expenditure during this period also increased, from US$
122.9 million to US$ 128.4 million. The Government’s current
revenues increased from US $729.2 million to US $802.2 million
during this period, resulting in an overall fiscal deficit of approx-
imately 1.5% of nominal GDP, which is well within the
Government’s annual target of a fiscal deficit of 2.5% of GDP.

Since the 1950s, successive governments have prepared five-
year development plans to guide Barbados' economic, social, and
physical development. In view of the rapid pace of globalization
and world trade liberalization, however, the current Government
is reforming the mechanisms for sectoral and national planning.
The 1996 Medium-Term Economic Strategy Paper was prepared
as a rolling plan to the end of 1999; it will be succeeded by the
National Strategic Plan 2000-2010.

In 1999, the mid-year population estimate was 267,400 per-
sons; 48% were males and 52%, females (Figure 2). Approxi-
mately 21.8% of the population was under 15 years old, while
11.6% was over 65 years old. The birth rate was 14.5 per 1,000,
the highest since 1992, when it was 15.6 per thousand. The crude
death rate in 1999 was 8.3 per 1,000. Life expectancy at birth was
74.1 years for men and 79.1 years for women.

The population older than 15 years old at the end of December
1999 was 201,800 persons. The total labor force stood at approx-
imately 135,500, 53% males and 47% females; the labor partici-
pation rate was estimated at 73.3% for men and 61.8% for
women. At the end of 1999, the unemployment rate stood at
10.4%, compared to 12.3% at the end of 1998. The Barbados pop-
ulation is approximately 80% black, 4% white, and 16% other
ethnic groups.

Education in Barbados is compulsory for all children up to the
age of 16 years. The literacy rate is estimated at 97.4%.
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Information from the 1990 Barbados Population and Housing
Census indicated there were 75,170 households, with women
heading approximately 44%; the average household size was 3.5
persons. Information also showed that 70,693 households (94%)
had potable water piped into their houses; the remaining 6% had
easy access to potable water supplies. More than 75% of house-
holds had telephone service and more than 90% had electricity
installed.

Mortality

During the 1997-1999 period, the mortality rate declined from
9.3 per 1,000 population to 8.3. Diseases of pulmonary circulation
and other forms of heart disease, which ranked second among the
ten principal causes of death in 1997 and 1998, moved into first
position, overtaking cerebrovascular disease. Diabetes and is-
chemic heart disease remained in third and fourth places respec-
tively. Diseases of pulmonary circulation and other forms of heart
disease was the leading cause group of mortality, accounting for
885 deaths, with a rate of 110 per 100,000 population in
1997-1999. During this same period, cerebrovascular diseases
caused 745 deaths, with a rate of 62 per 100,000, and malignant
neoplasms of the digestive organs except stomach were responsi-
ble for 298 deaths, with a rate of 37 per 100,000 population.

The infant mortality rate had dropped to 10.9 per 1,000 live
births in 1998, but it increased to 12.8 per 1,000 live births in
1999. This increase may be related to the fact that more high-
risk pregnancies now come to term, rather than ending in
spontaneous abortions as in the past. The neonatal death rate
was 8.5 per 1,000 live births in 1999, 6.7 in 1998, and 7.1 in
1997. Neonatal deaths accounted for 57% of all infant deaths and
66% of all neonatal deaths were in the age group 1-6 days old.
The leading causes of death in children under 5 years were con-
ditions originating in the perinatal period, followed by congeni-
tal anomalies.

In 1999, deaths in the age group 5-14 years old were due
mainly to cancer, diabetes, asthma, and diseases of the digestive
system. Among the main causes of death in the age group 15-24
years old were road traffic accidents, violence, and HIV/AIDS,
while in the age group 4564 years old, heart disease, diabetes,
cerebrovascular disease, malignant neoplasms, and HIV/AIDS
were the main causes of mortality.

HEALTH PROBLEMS
By Population Group
Children (04 years)
There were 3,516 live births in 1998 and 3,836 in 1999; ap-

proximately 11% of these newborns weighed under 2,500 g.
Malnutrition in children is uncommon and is seldom a cause for

hospital admission. Approximately 75% of all newborns were
seen in the polyclinics and the remainder were seen in the private
sector. There were no deaths from HIV/AIDS in children under
1 year old in 1997 or 1998.

Between 1997 and 1999, more than 90% of children between
0—4 years were immunized against poliomyelitis, diphtheria,
pertussis, tetanus, measles, mumps, and rubella. According to the
Government’s policy, all children must be immunized prior to
entering primary school.

Schoolchildren (5-14 years)

There are 20,004 children in this age group (7.5% of the total
population), and the health status of the group is good. Children are
immunized against tuberculosis with BCG vaccine at age 5 years
and older. In 1999, deaths in the age group 5-14 years old were due
mainly to cancer, diabetes, and diseases of the digestive system.

Adolescents (15—24 years)

Among the main causes of illness and death in this age group
were road traffic accidents, bronchitis, chronic and unspecified
emphysema, asthma, and HIV/AIDS. Other health problems in-
clude mental health problems related to depression, substance
abuse, suicide, and violence.

Information from the drug rehabilitation unit at the Psychi-
atric Hospital indicates that marijuana and cocaine continued to
be the main substances abused by those under 20 years old.
According to the 1999 preliminary report of the Barbados Global
Youth Tobacco Survey that was conducted in schools, 36% of stu-
dents had experimented with cigarettes, but only 1% were con-
sidered to be daily smokers.

Data from the Government Statistical Department indicated
that births to adolescent mothers increased in 1997 and 1998, but
decreased in 1999. The Ministry of Health recognizes that ado-
lescent health programs must be strengthened.

Adults (25-64 years)

Motor vehicle accidents, violence, and other injuries are the
main causes of illness and death among persons 25—44 years old.
In the age group 45 to 64 years old, heart disease, diabetes, cere-
brovascular disease, malignant neoplasms, and HIV/AIDS were
the main causes of mortality. Chronic noncommunicable dis-
eases have increased among those 45 years and over.

Data from the Barbados Family Planning Association indicate
that for the 19981999 period, the main birth control methods
used were condoms and oral contraceptives. In 1997-1999, the
fertility rate of women in the age group 15-44 years decreased.
Two maternal deaths were reported in 1997; none were reported
in 1998 or 1999.

The Elderly (65 years and older)

In 1999, there were 30,781 persons over 65 years old (11.6% of
the total population); 40% were men and 60% were women.
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Approximately 5.9% were 75 years and older. In 1999, there were
25 centenarians, the oldest being 107 years old.

The main causes of death in this age group were diseases of
pulmonary circulation and other forms of heart disease, cere-
brovascular disease, diabetes mellitus, acute myocardial infarc-
tion, and pneumonia. The most common reasons for medical
consultation were related to hypertension and cardiovascular
diseases, respiratory tract infections, osteoarthritis, diabetes
mellitus, malignant neoplasms, and skin disorders.

Most of the elderly live alone or with relatives; about 3.5% live in
institutions. The Government-administered National Insurance
Fund provides a contributory pension to persons who contributed
to the fund when they were employed; all other persons over age 65
years are provided with a fixed old-age pension. Pensions are the
only source of income for many of the elderly 65 years old and older.

Family Health

Given that many women are single parents and heads of
household, the impact of the work environment on women's
health and on family life needs to be further investigated.
Decision-makers in the public and private sectors are being en-
couraged to consider gender issues in formulating policies and
developing projects.

Workers' Health

Statistics from the National Insurance Department show that
the number of sickness and injury claims received increased
from 57,768 for sickness and 7,347 for injury in 1997, to 66,193
and 7,616, respectively, in 1999. Trade unions have been calling
for safety and health in the workplace, as more and more cases of
stress-related illnesses, including carpal tunnel syndrome, occur.

The Disabled

Around 1999, there were 2,197 disabled children registered at
the Children Development Centre. Among those aged 1-12 years
old, most were mentally challenged. Public education programs
have been responsible for a growing acceptance of persons with
disabilities. The disabled have been registered nationwide, and the
rights and responsibilities of disabled persons have been promoted
in print and electronic media. To facilitate the integration of phys-
ically and mentally challenged persons into community life, issues
related to parking facilities, seating on public transport, mobility
on city streets, access to buildings, and greater opportunities for
education and employment were supported by nongovernmental
organizations, trade unions, and Government agencies.

By Type of Health Problem
\ector-borne Diseases

Dengue fever continues to be endemic: There were 511 con-
firmed cases and 5 deaths in 1997; 237 cases and 6 deaths in
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1998; 696 cases with 4 deaths in 1999; and 909 cases and 4 deaths
in 2000. Viral serotypes 1, 2, and 4 were circulating in Barbados
prior to 1998; by 1999, serotype 3 had been introduced. The
Government has implemented a three-pronged strategy to con-
trol the outbreak and prevent loss of life: eradicating the Aedes
aegypti mosquito, the disease’s vector; conducting community
education programs; and improving case management.

Diseases Preventable by Immunization

In 1998, CARICOM’s Council for Human and Social Develop-
ment accorded that rubella and its devastating complication,
congenital rubella syndrome, should be eradicated from the
Caribbean by the end of 2000. To this end, the Ministry of Health
embarked on a campaign to immunize all men and women aged
21-35 years (approximately 64,000 persons). Women in the post-
natal period were the first to be vaccinated; nurses immunized
the remainder of the population at work. By December 2000, 51%
of the targeted population had been immunized.

Barbados has been free of poliomyelitis since 1994. However,
since 1999, surveillance was increased with booster coverage for
children over 4 years old. No cases of diphtheria or whooping
cough were reported during the period under review. Since 1994
no cases of tetanus have been reported.

A very high proportion of children under 5 years old are im-
munized against diphtheria, pertussis, tetanus, poliomyelitis,
measles, mumps, rubella, and tuberculosis. The overall goal for
immunizations continued to be 100% coverage as set out by the
World Charter on Immunization. In 2000, Barbados had achieved
97% coverage with DPT, 96% coverage for polio, and 92% cover-
age with MMR (Figure 3).

Intestinal Infectious Diseases

No cases of cholera were reported. Since the threat of cholera
in the Americas in 1993, the Government has introduced a
weekly monitoring program of water supplies. There have been
no reported cases of hookworm or trichuriasis.

Chronic Communicable Diseases

No cases of tuberculous meningitis have been reported for
more than 10 years, and no cases of pulmonary tuberculosis have
been reported in children under 15 years old. The incidence rate
of tuberculosis varied between 8 per 100,000 population in 1995
and 1 per 100,000 population in 1999.

Acute Respiratory Infections

In 1997, 11,588 asthma episodes were treated at the
Emergency Department of Queen Elizabeth Hospital; the num-
ber fell to 9,301 in 1998, but rose again to 11,447 in 1999. In that
last year, the incidence of bronchopneumonia in children under 5
years old was 96.3 per 100,000 population. Asthma was a signifi-
cant cause of morbidity among children, with more asthmatic
episodes occurring during the rainy season in all age groups.
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Admissions to hospitals due to asthma increased by 3% over the
period. The Ministry of Health strengthened the case manage-
ment of asthma by providing training for health care workers in
Queen Elizabeth Hospital's emergency department and chest
clinic, as well as for nurses in the polyclinics. In addition, a pilot
project was implemented in the schools to train children with
asthma to self-manage the disease.

Zoonoses

There is no rabies in the country. Leptospirosis was the only
zoonotic disease reported between 1997 and 1999; the num-
ber of cases declined since the previous period, dropping from
34 cases and 8 deaths in 1995, to 23 cases and 4 deaths in
1996, 6 cases and no deaths in 1998, and 6 cases and 1 death
in 1999.

HIV/AIDS

The prevalence of HIV/AIDS in the adult population has been
estimated at 2%. Of the reported HIV/AIDS cases, 89% were in
the sexually active group aged 1549 years old.

As of 2000, a cumulative total of 2,525 persons had tested
positive for HIV. Of these, 1,242 AIDS cases had been reported,
and 1,025 deaths were registered. During the 1997-2000 pe-
riod, there were 590 new HIV/AIDS cases, with 388 deaths. The
major mode of transmission was through heterosexual contact.
The male to female ratio for HIV/AIDS cases was 2.9:1 in
1990-1998 and 2.5:1 in 1996-1998 (Figure 4). As a result of a
1995 policy to treat HIV-positive pregnant women with AZT, the
transmission of HIV to infants of HIV-positive mothers has
been reduced by 83%.

Sexually Transmitted Infections

The number of first attendances for syphilis and gonorrhea
decreased from 7,715 in 1997 to 6,878 in 1999. Sexually trans-
mitted infections are not notifiable by law. All pregnant women
attending antenatal clinics are counseled and tested for sexually
transmitted infections, including HIV.

Nutritional and Metabolic Diseases

Surveillance and monitoring of the nutritional status of chil-
dren under 5 years old is part of the maternal and child health
program in the polyclinics. Protein energy malnutrition in chil-
dren under 5 years does not pose a significant problem in
Barbados. The prevalence of obesity among the Barbadian popu-
lation, however, has increased, mainly due to the adoption of
high-fat diets and sedentary lifestyles. Data shows that 58% of
women and 29% of men are overweight, and 30% of Barbadian
women are obese. It is estimated that by the age of 40 years, 40%
of Barbadians have high blood pressure and 18% have diabetes.
The management of diabetes, especially in the age group 65 years
old and older, continued to be of concern, particularly the num-
ber of amputations of lower limbs.

Diseases of the Circulatory System

Heart and cerebrovascular diseases are among the leading
causes of illness and death in adults. Discharges for strokes de-
clined from 296 in 1997 to 245 in 2000. These cases occurred in
persons 65 years old and older.

Malignant Neoplasms

Breast and cervical cancers were among the most frequent
cancer sites in women, while the prostate was the leading cancer
site among men. Based on the referrals from Queen Elizabeth
Hospital’s department of radiotherapy, between 1994 and 1998
there was an annual average of 71 new breast cancer cases, 33
new cases of cancer of the cervix, and 28 new cases of cancer of
the prostate. Cervical cancer screening is offered to women of
childbearing age as part of the family health program in the poly-
clinics.WWomen over age 45, however, do not routinely receive Pap
smears. The Government conducted a survey to assess women's
knowledge and attitudes regarding cervical cancer screening, as
away to implement better intervention strategies. The Barbados
Cancer Society is planning a breast-cancer screening project to
promote early detection and reduce premature death due to
breast cancer.

Oral Health

The national oral health survey of children indicated that the
combined efforts of the private and public sector dental care were
insufficient to meet the needs and demands for services. The
Dental Health Service provides early disease prevention, detec-
tion, and intervention for all school-aged children up to age 18
years old. On average, there are over 21,000 visits to public sector
dental clinics each year, many of which are using fluoride releas-
ing materials. Limited oral and maxillo-facial surgeries are per-
formed.

RESPONSE OF THE HEALTH SYSTEM

National Health Plans and Policies

The mission of the Ministry of Health is “to provide the lead-
ership and environment which will promote the total well being
of each citizen, through well-regulated and financially sustain-
able services which are easily accessible to all, and equitably de-
livered by well-trained and highly motivated health-care person-
nel working in collaboration with all sectors of the community”

The primary health care approach continues to be an integral
part of the country’s health care delivery system. Health promo-
tion and education also remain as key elements of the country’s
health care strategy. The importance of occupational health and
safety has been underscored by a joint initiative undertaken by
the Barbados Employers Confederation, the Government, and the
trade unions. The initiative seeks to promote workers' health by
creating awareness of healthy workplaces by training employers
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and workers on how to maintain health and safety and improve
air quality, reduce noise pollution, and promote healthy lifestyles.
Particular emphasis is being placed on developing AIDS and drug
awareness programs in the workplace. In 1999, the Government
introduced a National Employees Assistance Programme aimed at
providing counseling and referrals to appropriate social sector
agencies for public officers and their families.

In 2000, a Green Paper outlining a national policy for persons
with disabilities was completed; the proposed policy encourages
citizens to acknowledge the rights and responsibilities of persons
with disabilities.

The Government's policy is to provide essential drugs free of
cost to patients seen in government institutions. Drugs listed in
the Barbados Drug Formulary are provided free at private partic-
ipating pharmacies to children under 16 years old, persons with
some chronic noncommunicable diseases and those 65 years old
and older.

It is the Government’s policy to provide prenatal care for preg-
nant mothers before the 12th week of gestation. Health services
for adolescents are provided at the eight public polyclinics
around the island. These services seek to improve family life and
reduce teenage pregnancy and child abuse among this age group.

The country is committed to ensuring that all citizens have ac-
cess to potable water, proper sanitation, and an environment free
from health hazards. Through provisions in the Health Services
Act, the Ministry regulates and monitors new development proj-
ects and other commercial and industrial activities specifically
with respect to their impact on drinking water quality, near shore
water quality, solid and liquid waste management, hazardous
waste management, and air and noise pollution. The Government
has also implemented a drainage-control program involving
cleaning of wells and drains and damming gullies to reduce
flooding of low-lying areas. The Central Emergency Relief
Organization conducts hurricane preparedness exercises each
year to prepare the country for disasters and to mitigate against
the impact of hurricanes or any other natural disaster.

Health Sector Reform Strategies and Programs

During the 1990s, the Government recognized that reforming
the health sector was critical for improving quality of care, im-
proving equity, improving efficiency and effectiveness, and en-
suring the health sector’s long-term financial sustainability. To
address some of the sector’s more critical areas, several initiatives
have been undertaken, including mental health reforms, contin-
uous quality improvement and accreditation, care of the elderly,
care of persons with disabilities, and reform of the Queen
Elizabeth Hospital.

The current mental health care system is based upon institu-
tionalized care. The Government has prepared a strategy to shift
mental health services away from this modality and towards a
community-based model that promotes mental health and
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builds links with private sector providers for treatment and reha-
bilitation services.

There is an ongoing effort to develop a policy on continuous
quality improvement and accreditation of health care institu-
tions. During 2000, the Government approved a policy whereby
private sector providers would provide long-term care for elderly
persons who were on a waiting list. This initiative is part of a pol-
icy to increase equity and improve access to health and other so-
cial services for the elderly.

An Advisory Commission of Enquiry was set up in 1998 to
review all aspects of the Queen Elizabeth Hospital, to prepare
a charter for its effective management; it will recommend
measures for more efficient and cost-effective provision of health
care, including enhancing the hospital’s role as a teaching hospital.

The Health System

Institutional Organization

The Ministry of Health has a dual role in the sector: it is the
major provider of health care services and it also functions as the
health sector’s regulator. It is headed by a Minister who has over-
all responsibility for policy making and political direction.
Decision-making is a centralized process. The Permanent
Secretary, as the administrative head, functions as the chief exec-
utive and accounting officer and is responsible to the Minister for
the proper functioning of the Ministry. The Chief Medical Officer
is responsible for all technical and professional aspects of the
health services.

Queen Elizabeth Hospital, for more than 30 years the main
provider of acute, secondary, and tertiary hospital care, is the
largest consumer of the Ministry’s budget. In 1999, it had 501
beds, representing more than 90% of the acute beds in the
country. The School of Clinical Medicine and Research of the
University of the West Indies is based at the hospital, and uses
the facilities for teaching and research. In addition, a network of
five district hospitals provide long-term care for elderly per-
sons, and there also is a mental health hospital and a halfway
house, a long-term care facility, a rehabilitation center for the
physically and mentally challenged, and a hostel for homeless
persons with AIDS. Eight polyclinics strategically located to be
within easy access to their catchment populations provide serv-
ices to the community. All of the polyclinics are supplied with
the necessary equipment for the delivery of quality health care.
Health care services at government facilities are free at the point
of delivery.

There also is a growing private health care sector that is
exploiting new market niches. The private health sector consists
of more than 100 general practitioners and consultants working
either individually or in group practices. Providers of laboratory
radiological and diagnostic services complement the work of
these medical practitioners. The private Bayview Hospital
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provides 30 acute-care beds, and 37 private nursing homes and
senior citizens’homes provide long-term care for elderly persons.
There is a referral system between clinics, hospitals, the private
sector, and other support services.

Public health services cover family health, including maternal
and child health; adolescent health; community mental health;
dental health; nutrition; general practice clinics; and environ-
mental health services such as food hygiene, and mosquito and
rodent control. The Environmental Engineering Division is re-
sponsible for construction control, and monitoring air and water
quality. The Sanitation Service Authority is responsible for refuse
collection, management of the landfill, maintenance of cemeter-
ies, and the cleaning of city streets. The Barbados Drug Service, a
WHO Collaborating Center, manages the provision of essential
drugs in the country, ensuring that Barbadians receive affordable
quality drugs and pharmaceuticals.

Health Insurance

Insurance companies market health insurance packages
specifically to credit unions, trade unions, and large organiza-
tions. As a rule, policies are basic indemnity plans, reimburs-
ing the beneficiary on the basis of a fixed percentage for each
service. Estimates of private health insurance coverage in 1995
and 1996 ranged between 18% and 20% of the population,
respectively.

Organization of Regulatory Actions

The 1969 Health Services Act defines the responsibilities of
the Minister of Health for the comprehensive regulation of all
public health matters. Environmental health officers and the
Environmental Engineering Division are responsible for regula-
tory functions to safeguard quality and safety of food, drinking
water, air quality, solid and liquid waste management, vector con-
trol, and hazardous waste management. Public health nurses, in
collaboration with environmental health officers, maintain sur-
veillance at air and sea ports for diseases listed in the
International Health Regulations, as well as investigate cases of
notifiable diseases.

The Barbados Drug Service was established in 1980 and is
governed by the Drug Service Act and the 1980 Financial (Drug
Service) Rules. Its mandate is to provide essential drugs to the
people of Barbados at a reasonable cost. Drug safety and effec-
tiveness and the operation of pharmacies and pharmaceutical
manufacturing plants are the responsibility of drug inspectors
who function under the Control of Drugs Regulations. The Bar-
bados Drug Service also collaborates with the Police Department
in narcotic and drug control matters.

In 1999, new legislation was introduced to regulate and moni-
tor the operations of private hospitals, nursing homes, and senior
citizens’ homes. This legislation provides for a multidisciplinary
inspection team comprised of a public health nurse, an environ-

mental health officer, a drug inspector, and a nutritionist, with
other professionals to be added as required.

The professional practice of doctors, nurses, pharmacists,
dentists, and paramedicals is regulated by medical, nursing, den-
tal, pharmacy, and paramedical councils, respectively. In 1997,
the Paramedical Professions Act was amended to include other
professional areas such as dietetics and nutrition, osteopathy,
cardiac technology, speech language pathology, counseling and
educational psychology, acupuncture, reflexology, and nuclear
medicine technology.

During 1999, the Government introduced legislation into
Parliament designed to strengthen the control of foods imported
into Barbados. Given globalization and the rules of the World
Trade Organization, new protocols for food protection must be
developed. The Government and stakeholders have been review-
ing the food legislation in order to respond to new and future
trends in the food industry.

There is need for a comprehensive review and amendment of
several elements of health legislation to reflect current activities
and technologies. Among laws to be reviewed and amended are
the Dental Registration Act; the regulation of practitioners of al-
ternative and complementary medicine; food hygiene and
restaurant regulations; and the Mental Health Act.

Organization of Public Health Care Services

Health Promotion

In accordance with the Caribbean Charter on Health
Promotion, the Ministry of Health pursues the promotion of
health and wellness for all Barbadians. In 1997, the National
Consultation on Health Promotion brought together government
agencies, the media, trade unions, nongovernmental and com-
munity-based organizations, churches, and businesses to discuss
approaches for building personal life skills, stimulating commu-
nity participation, and establishing partnerships for cooperation
in health. The media has taken an active role in promoting health
by producing regular features on relevant topics. It also collabo-
rates with Government, businesses, and NGOs to promote
healthy lifestyles through fairs, fun walks, and other events.

A pilot project to strengthen the community’s participation in
reducing the incidence of dengue fever was tried in one polyclinic
catchment area in 1998. The project involved training community
representatives in the “healthy community” concept, and assisting
them to clean and beautify their community. An evaluation showed
that after the project, there was less illegal dumping, fewer mosqui-
toes and rodents, and a greater sense of pride and awareness of the
physical environment by residents. The Government now plans to
introduce the project to other communities around the island.

The introduction of Health and Family Life Education in
primary- and secondary-school curricula has been a major
achievement for building positive attitudes, skills, and habits
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among the students. The syllabus that is being tested in schools
includes modules on HIV/AIDS and sexually transmitted infec-
tions, substance abuse, personal hygiene, environmental health,
and nutrition.

The elderly have access to primary care, which is available at
the polyclinics, and to acute and secondary care at Queen
Elizabeth Hospital and the Psychiatric Hospital. Five geriatric and
district hospitals provide long-term inpatient care for elderly
persons who are chronically ill and disabled. These institutions
have a combined capacity of 768 beds. In addition, 37 nursing
and private senior citizens homes contribute to inpatient care for
approximately 530 elderly persons.

During the 1990s the demand for long-term care exceeded the
availability of bed places in the Geriatric and District Hospitals.
As a result of an increasing number of elderly persons occupying
acute care beds at the Queen Elizabeth Hospital in 1999, the
Government introduced legislation to strengthen the manage-
ment and care provided for elderly persons in nursing homes and
senior citizens homes. A public-private partnership in 2000 was
implemented for this purpose. In keeping with the United
Nations declaration that 1999 be the International Year of Older
Persons, the Government set up a national committee with repre-
sentation from relevant stakeholders to maintain a national focus
on issues relating to aging.

Epidemiological Surveillance

The surveillance of communicable diseases is the responsibil-
ity of a team led by the national epidemiologist and integrated by
environmental health officers and public health nurses working
in collaboration with public health and private laboratories and
the Leptosopira Laboratory. Barbados has the only leptospirosis
laboratory in the subregion, and performs diagnostic analyses for
other Caribbean countries and territories. Medical practitioners
are required by law to notify the Ministry of Health of all cases of
communicable diseases listed in the Health Services Regulations.
During the 1990s, active surveillance was conducted for dengue
fever, diarrheal diseases, measles, and rash/fever illnesses.

Potable Water, Excreta Disposal, and Sewerage Services

The Barbados Water Authority provides potable water to house-
holds throughout the country. Approximately 98.7% of them are
connected to the water supply system, and the remainder have
access to potable water. The Water Authority relies on inland deep-
water wells and desalination of brackish water. The daily water de-
mand is between 32 and 36 million gallons, with the desalination
plant providing between 10%-12% of this quantity.

The Government acknowledges the importance of preserving
the country’s ecosystem by improving sewage disposal in
Bridgetown and along the densely populated south and west
coasts. Bridgetown is already connected to a sewerage system,
and construction of the sewerage system on the south coast of
the country is nearly complete.
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Solid Waste Services

Refuse collection services are provided twice per week in
densely populated districts, once per week in rural areas, and
daily in Bridgetown and its environs. It is estimated that between
500 to 600 tons of refuse are disposed of daily at the landfill. The
Ministry has given priority to solid waste management in order
to reduce the quantity of refuse in the waste stream, and to solve
the problem of illegal dumping. Through the Integrated Solid
Waste Management Program, which is an IDB-funded project, a
composting facility and a chemical waste storage facility will be
constructed.

Food Safety

There is ongoing surveillance of food catering establishments
licensed under the Health Services Act. Temporary restaurant
permits are approved for vendors operating at street fairs and fes-
tivals. Each year, the Ministry of Health provides training for food
service personnel who work in the food service industry and
food service operators. The Ministry of Health continued to col-
laborate with the Ministry of Agriculture and the private sector
in an effort to control the rodent population that causes economic
losses due to damaged foodstuff and contributes to the lep-
tospirosis problem.

Food Aid Programs

The school meals program for primary school students is
heavily subsidized to make daily meals affordable to almost all
children. The Welfare Board, the Barbados Red Cross Society,
church-based organizations, and other NGOs provide food assis-
tance to the needy. In the public sector, the National Assistance
Board assigns home-helpers to prepare meals and take care of
the elderly who live alone. The National Advisory Committee on
AIDS facilitates a food bank program through donations of food-
stuff received from the public, to be provided to persons living
with HIV/AIDS.

Organization of Individual Health Care Services

Ambulatory, Emergency, and Inpatient Services

Ambulatory services are provided in both the public and pri-
vate sectors. In 1999, there were 3,998 surgical cases seen at
Queen Elizabeth Hospital. Outpatient clinic attendances at the
hospital for the major causes of chronic illnesses—diabetes,
hypertension, cardiovascular diseases, ophthalmology, and
nephrology—numbered 110,194. A 1996 economic study of the
Barbados health sector concluded that the private sector
provided 55% of all ambulatory care visits for primary and
specialist care services; the private sector provided 87% of
ambulatory visits for dental services. These services are financed
by consumers, either out-of-pocket or from private health
insurance.
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The polyclinics also provide much ambulatory care, including
maternal and child health care services, dental services, and gen-
eral practitioner visits. To reduce the number of nonemergency
cases presenting at the accident and emergency department and
the waiting times for medical care, the Government in 1999 intro-
duced a fast track system at the polyclinic nearest to Queen
Elizabeth Hospital. That year, there were 7,345 attendances
processed through the system, of which 65% were walk-ins and
35% were referrals from the accident and emergency department.

Specialized Services

A referral system exists between public sector institutions and
private providers of specialized health care services. These serv-
ices are paid on a per capita basis and include ultrasound and
mammogram, angioplasty, magnetic resonance imaging, renal
dialysis, and laboratory services. Another model of care for the
elderly in Barbados is one that allows them to pursue independ-
ent living; for more than a decade, this has been provided by the
local branch of Soroptomist International.

In an attempt to reverse the current trends of the HIV/AIDS
epidemic, the Government implemented an aggressive expanded
response with a multisectoral approach involving the Ministry of
Health and other ministries, faith-based organizations, civil soci-
ety, and persons living with HIV/AIDS. Recognizing the socio-
economic impact that the disease can have on the population, the
Government has established HIV/AIDS as a national priority.

The National HIV/AIDS Program has a strategic focus, and
operates within the context of the Caribbean Regional Strategic
Plan of Action established in July 2000. This plan identifies prior-
ity areas that can be best addressed collectively at the regional
level to the benefit of all, while identifying key issues for national
level focus. Priority areas include the reduction of mother-to-
child HIV transmission; the decrease of the incidence of
HIV/AIDS among vulnerable groups; the improvement of sur-
veillance; and the provision of treatment, care, and support for
people infected and affected by HIV/AIDS.

Health Supplies

Supplies for medical and other health care purposes are ob-
tained for the public sector through a government central pur-
chasing agency. Most supplies are imported from outside the
Caribbean.

The Barbados Drug Service contracts with private, participat-
ing pharmacies to meet the population’s prescription demand. In
1999, 60% of prescriptions were filled at private pharmacies, for
a total expenditure of US$ 13.2 million, of which 50% was paid to
private participating pharmacies.

Immunobiologicals and Reagents
Vaccines for the Expanded Program on Immunization are
purchased through the PAHO/WHO Revolving Fund. Reagents

for laboratory use and for diagnostic procedures are purchased
through the main medical laboratory at Queen Elizabeth
Hospital for redistribution to other laboratories on the island.
Bacteriological testing is done in collaboration with CAREC.
Automatic and semi-automatic laboratory testing are used for
hormone and cardiac testing. Barbados is in the process of set-
ting up MRI services through public/private sector collaboration.
CAT scan ultrasound, mammograms, angiograms, and X-rays
are available at Queen Elizabeth.

Human Resources

At a 1997 Conference of Caribbean Ministers of Health, partic-
ipants considered the issue of human resources to facilitate the
movement of Caribbean health professionals between countries.
Issues discussed included the accreditation of training institu-
tions; development of a mechanism for the registration of profes-
sionals; identification of human resource needs; and reorienta-
tion of training institutions to train personnel based on regional
priorities.

Queen Elizabeth Hospital is a teaching hospital used by the
University of the West Indies Faculty of Clinical Medicine and
Research for undergraduate and postgraduate training in
medicine.

During the 1990s, an increasing number of professionals, es-
pecially nurses, migrated to the UK. and the United States, re-
sulting in a shortage of nurses in all areas. In light of this, the
Government is training 120 nurses per year at the Barbados
Community College. The Barbados Community College also
trains other health professionals, such as environmental health
officers, medical records clerks, laboratory technicians, pharma-
cists, registered nurses, nursing assistants, and rehabilitation
therapy technicians.

As a small, developing country, Barbados faces a paucity of
trained personnel to service and repair the full range of biomed-
ical and other equipment used in the health services. The
Ministry of Health is committed to ensuring that a cadre of well-
trained health professionals are available to provide quality and
effective health care services. To renew the skills of health care
workers, the Ministry provides continuous education programs
for health personnel through fellowships and in-service training
programs.

Health Research and Technology

The University of the West Indies is the focal point for health
research and technology in the country.

The Ministry of Health has also undertaken various collabo-
rative research projects with the University, that have contributed
to establish care models and guidelines for the clinical manage-
ment of noncommunicable diseases.
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Health Sector Expenditure and Financing

Health care services in Barbados are financed through
Government expenditure on publicly provided services, out-of-
pocket payments, and reimbursements to policy holders by pri-
vate health insurance providers. Government allocation to the
Ministry of Health accounts for between 15% and 16% of total
government expenditure. In 1999—-2000, Ministry of Health ex-
penditures were US$ 147.6 million. Approximately 21.5% of this
sum was allocated to the provision of preventive services, includ-
ing family health, environmental health services, dental health,
and health promotion. The Ministry’s expenditure on the South
Coast Sewerage Project and the Integrated Solid Waste Manage-
ment Program represented 16.0% of the Ministry’s budget in
1999-2000.

The largest share of the Ministry’s allocation is for the provi-
sion of secondary and tertiary care services. In 1999/2000
this represented approximately 39%; care of the elderly and
provision of pharmaceuticals accounted for 8.2% and 10%
respectively.
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External Technical Cooperation and Financing

The Ministry of Health has collaborated with international and
regional organizations to foster health developments. Among the
regional and international agencies providing technical coopera-
tion are PAHO, the Caribbean Regional Drug Testing Laboratory,
the Caribbean Food and Nutrition Institute (CFNI), the Caribbean
Epidemiology Center (CAREC), the Caribbean Environmental
Health Institute (CEHI), the Caribbean Health Research Council
(CHRC), and the Inter-American Development Bank (IDB).

Technical cooperation received from these institutions has
mainly been in the areas of environmental health, public health,
human resources development, research methodology, and
health promotion. This cooperation has mainly been in the form
of training programs such as seminars, and technical assistance
has also been received in the development and use of information
systems and the improvement of laboratory testing.

The Government received two IDB loans to assist with envi-
ronmental health programs and to conduct the Barbados Health
Sector Rationalization Program, which is integral to the country’s
health sector reform process.
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FIGURE 1. Gross domestic product, annual growth (%),

Barbados, 1991-1999.
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FIGURE 2. Population structure, by age and sex, Barbados,
2000.
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FIGURE 3. Vaccination coverage among the population
under 1 year of age, by vaccine, Barbados, 2000.
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FIGURE 4. AIDS incidence, by sex, with male-female ratio,
Barbados, 1990-1998.
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BELIZE

OVERVIEW

ics or subtropical geographic belt. It is bordered by Mexico

to the north, Guatemala to the west and south, and by the
Caribbean Sea to the east. Belize is 274 km long and 109 km wide.
The total land area is 22,700 km?, with a population density of
approximately 11 inhabitants per km? in 2000. A former British
colony, Belize is the only English-speaking country in Central
America. Its culture, politics, and economy are more similar to
those of other English-speaking Caribbean countries; due to its
location, however, Spanish is widely spoken.

Belize obtained its independence from Britain in 1981. It is
a sovereign state governed by the principles of parliamentary
democracy based on the British Westminster system. The titular
head of state is Queen Elizabeth 11, represented by a Governor
General. A Prime Minister and Cabinet constitute the executive
branch of the government, while a 29-member elected House of
Representatives and a nine-member appointed Senate form a bi-
cameral legislature, the National Assembly.

Twice destroyed by hurricanes, the capital was moved from
Belize City to Belmopan City in 1981. The country has six ad-
ministrative districts: Belize, Cayo, Corozal, Orange Walk, Stann
Creek, and Toledo. Districts and urban areas are administered by
locally elected boards, and a mayor and village council govern at
the village level. Unique to this system is Belize City, which has its
own nine-member elected city council. Village councils assist in
village-level administration, with the traditional “alcalde” or
mayoral system incorporated into the structure in the southern
part of the country (Toledo District).

The national mechanisms for planning and managing develop-
ment and social policy are those defined by the various ministries.
Important social and economic reforms are proposed, which call
for the participation of civil society and the private sector in the
development and management of national policies and programs.

Belize has an open, simply structured economy based prima-
rily on agriculture and services. The stable currency attracts for-
eign investments. Since 1976, the exchange rate has been pegged
to the U.S. dollar (US$ 1.00 = BZ$ 2.00). Per capita income in

B elize is located in Central America. It lies in the outer trop-
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1999 was US$ 2,427, compared to US$ 1,664 in 1989, which rep-
resents a growth of 45.8% at current prices. GDP at current prices
increased by 92% from US$ 306 million in 1989 to US$ 589.7 mil-
lion in 1999. GDP had a real growth rate of 8.1% in 2000, com-
pared to 6.4% in 1999 and 1.5% in 1996. Inflation decreased from
6.4% in 1996 to 1.2% in 1999 and 0.6% in 2000. The Ministry of
Health expenditure as a percentage of the government budget
was 9% in 1998; from 1994 to 1997, it was approximately 8%, and
in 1992, was 10% at current prices.

Belize's economy is dominated by agricultural exports, includ-
ing sugar cane, citrus, concentrate, bananas, and marine prod-
ucts. Forestry, fishing, and mining are also important sectors.
Recent economic trends include a significant widening of the
trade deficit, which has placed pressure on net foreign reserves.

Social investments in 1999 were distributed among education
(40%), water and sanitation (30%), health (25%), and human de-
velopment (5%). The health sector recurrent expenditure in 1998
was US$ 39,114,000. The Ministry of Health expenditure in-
creased from US$ 9,679,450 in 1996 to US$ 15,452,604 in 1999.

Several socioeconomic indicators reveal disparities among dis-
tricts (Table 1). For example, infant mortality rates vary greatly
from district to district.

Belize's unemployment rate was 13.8% in 1996, 12.7% in 1997,
14.3%in 1998,and 12.8% in 1999. Approximately 70% of the em-
ployed labor force were males and 29% were females in 1996, and
these proportions were similar in 1999.

A 1995 Poverty Assessment Report conducted by the
Caribbean Development Bank, Kairi Consultants Ltd., the
Ministry of Economic Development, and the Central Statistics
Office considers 33% of Belizeans to live in poverty, with 13% con-
sidered indigent. Of male-headed households, 24% are considered
poor, while 31% of female-headed households are poor. In Toledo,
where the greatest concentration of Maya live, 58%
of the population—nearly half the households—are considered
poor. Of these households, approximately 44% are indigent.
Specifically, 66% of Maya were deemed poor, and of these, 30% are
indigent. Nationally, Maya account for almost 25% of the poor.

Adult literacy remained stable from 1996 to 1998, at 86.8% in
urban areas and 62.7% in rural areas. Growth retardation figures in
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TABLE 1. Socioeconomic indicators of inequity, by district, Belize, 1995-1999.2

Growth

Infant mortality rate Poverty Unemployment retardation
(per 1,000 live births) (%) (%) (%)
District 1996 1997 1998 1999 1995 1996 1999 1996
Belize 294 28.1 28.1 29.1 24.5 184 16.2 41
Cayo 17.9 15.1 14.0 13.8 41.0 15.2 145 17.8
Corozal 13.8 33.0 21.9 9.8 26.7 5.8 11.8 15.8
Orange Walk 32.6 20.3 23.6 13.0 249 6.6 54 16.8
Stann Creek 322 28.9 205 5.7 26.5 15.4 8.4 135
Toledo 30.1 235 13.8 115 57.6 14.3 16.9 39.0
Total 26.0 24.0 215 17.3 33.0 13.8 12.8 15.4

@ Underregistration of deaths accounts for the low infant mortality rate outside Belize district.

1996 also showed disparity among districts; Toledo had the highest
proportion of growth retardation among the 0-5 age group (39%)
and Belize had the lowest (4.1%). The national average was 15.4%.

The 2000 census indicated that the total population of Belize
was 249,800 (125,600 males and 124,200 females, for a sex ratio
of 102:100) (Figure 1). This represents an increase of approxi-
mately 55,800 persons since the 1991 census and an intercensal
growth rate of 2.7% per year. The demographic profile is one of a
young population: 41% of the population was under 15 years of
age and 52% was under 20 years of age. The elderly (60 years and
older) accounted for 5.8% of the total population. The depen-
dency ratio was 0.88. Women of childbearing age (15—49 years)
accounted for 47% of the total female population.

From 1991 to 2000, the urban-rural population ratio remained
stable at 48:52, though the district with largest rural population
has shifted from Cayo to Orange Walk. The most populous village
in the country, Trial Farm (3,442 persons), in Orange Walk, expe-
rienced a two-fold increase in population between the two cen-
suses. Belize district has maintained the highest proportion of
the total population, though its share has gradually decreased.
Urban areas had more females than males, while the opposite
was true in rural areas.

Fertility rates have gradually declined since 1970. The 1999
Family Health Survey (3,613 population sample, 48% urban and
52% rural) estimated the total fertility rate at 3.7 children per
woman. The corresponding rate from the Vital Registration
System for the same year was 3.3 children per woman, which
compares closely with the survey figure. Differences in fertility
by urban/rural residence, educational and socioeconomic levels,
ethnicity, and religion estimated from the 1991 Family Health
Survey revealed several facts. Rural women have, on average, two
more children than urban women; non-working women have
three more children than working women, and women of low so-
cioeconomic level have four more children than those of high so-
cioeconomic level.

Potable water and sanitation coverage is lowest in the south,
where 100% of urban households have access to water, while only
69% of rural households do.

The 1991 census revealed that almost 90% of the total foreign-
born population came from Guatemala, El Salvador, Mexico,
Honduras, and the U.S., in decreasing order. Most immigrants
from Guatemala, El Salvador, and Mexico settled in rural areas,
whereas most immigrants from the U.S. settled in urban areas. At
that time, an almost equal number of Hondurans resided in
urban and rural areas. Since the early 1990s, there has been sig-
nificant immigration from Asia, primarily from mainland China
and Taiwan.

The number of naturalized immigrants was 385 in 1996, 1,878
in 1998, and 980 in 1999. There were 751 permanent residents in
1996 and 1,198 in 1999. The Government started an amnesty
program in 1999 and processed the backlog of applicants for
legal status.

The 1991 census revealed that over 70% of Belizean emigrants
were from urban areas. Most people who left (53.6%) were be-
tween the ages of 15 and 24.

The major ethnic groups according to the 1999 Labor Force
Survey are Mestizos, who account for some 46.4% of the popula-
tion and live mostly in the west and north (Cayo, Orange Walk,
and Corozal districts); and Creoles, who account for an estimated
27.7% and live along the mid-eastern coast (Belize District). The
Maya constitute about 10% of the population, and of them, two
major groups—the Mopan and the Ketchi—live primarily in the
more remote Toledo District. The Garifuna (also known as the
Garinagu), who live mainly in the mid-to-southeastern coast of
Stann Creek District and along the Toledo District coast, make up
some 6.4% of the population. Belize has other ethnic groups as
well, such as East Indians (3.3%), Mennonites (3.3%), and other
groups (2.9%), mainly Chinese, Syrians, and Lebanese.

In October 2000, the Government and the Maya of south-
ern Belize signed an agreement to seek a solution to the land
needs of the Maya communities. Both the Maya and Garifuna
have councils that advocate for their interests and develop-
ment. These groups have formed the wider Belize National
Indigenous Council and the Belize Indigenous Training In-
stitute, facilitating more organized, broader dialogue. Maya
community-based organizations include the Ketchi Council
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of Belize, the Toledo Maya Cultural Council, and the Toledo
Maya Women's Council. The only Garifuna organization is the
National Garifuna Council.

With regard to the education system, the indigenous groups
are at a disadvantage. According to a 1999 paper from the
Ministry of Rural Development, “as far as regular programs are
concerned, none of the educational institutions in the formal ed-
ucation system cater to the specific needs of indigenous people”
The education system reflects a skewed pattern of development
across the country, with fewer resources directed to the southern
rural schools. Nonetheless, the University College of Belize
opened its modest campus in Toledo in 1996, which has con-
tributed significantly to facilitating access. Few data are available
on enrollment by ethnicity at any level of education; however, one
study showed that Maya girls have a high dropout rate in the later
grades of primary school. Out of 495 Maya women from 26 vil-
lages, only 26% had been to primary school and only one had
been to secondary school. Toledo District had the lowest level of
secondary-school enrollment (13%) whereas Belize City had the
highest (28%).

Life expectancy at birth in Belize has increased by 3.5 years,
from 68.4in 1980 to 71.9in 1991. Female life expectancy increased
by about 4 years and male life expectancy by about 2 years.

The crude birth rate in 2000 was estimated at 29.2 births per
1,000 population, which is lower than the 1980 rate of 43.1. Births
to the under-20 population have remained high: 17.9% of all
births in 1996 and 18.5% in 1998.

Mortality

The crude mortality rate from 1997 to 2000 was 5.1,5.7, 5.0,
and 6.1 deaths per 1,000 population per year, respectively. There
were more male deaths (3,103) than female deaths (2,138),
yielding a ratio of 1.5:1. Belize District had the highest mortality
rate over the period (7.3 per 1,000 population), while Toledo
District had the lowest (3.0 per 1,000 population). However, the
Vital Statistics Unit reports that more than 30% of deaths were
not registered.

There were 5,241 deaths during the 1997-2000 period. The
leading cause of mortality was diseases of the circulatory system,
which accounted for 30% (1,579) of deaths. External causes was
the second leading cause of death, accounting for 14% (740). Five
times more males (616) than females (124) died due to external
causes. Communicable diseases accounted for 13% (409 males
and 263 females) of all deaths, malignant neoplasms for 12%
(343 males and 281 females), conditions originating in the peri-
natal period for 6% (155 males and 138 females), and signs,
symptoms, and ill-defined conditions for 5% (156 males and 96
females). Over the 1997-2000 period, Belize District reported the
highest proportion of deaths (42%), followed by Cayo (16%),
Orange Walk (13%), Corozal (12%), Stann Creek (10%), and
Toledo (6%).
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HEALTH PROBLEMS

The analysis of the available data from 1996—2000 indicates that
communicable diseases are decreasing in Belize, while morbidity
and mortality due to external causes, specifically road traffic ac-
cidents, are increasing. Such conditions as diseases of the circu-
latory system, metabolic illness, mental illness, and HIV/AIDS
are becoming leading causes of morbidity and mortality and im-
portant public health problems.

Improvements in health status are reflected in the increase in
life expectancy at birth and the reduction in infant mortality.
Maternal mortality was 111 deaths per 100,000 live births in
1996, 100 in 1997, 150 in 1998, 42 in 1999, and 82 in 2000. In all,
there were 25 maternal deaths from 1996 to 2000.

According to a 1996 Ministry of Education survey, approxi-
mately 15% of schoolchildren have low height-for-age. The coun-
try is in the process of being declared iodine deficiency free.
Malaria is decreasing, the incidence of cholera has decreased (no
cases were reported in 2000), and no cases of measles or polio
were reported for the period 1996—2000.

Belize is still battling such infectious diseases as acute respira-
tory disease, gastroenteritis, pulmonary tuberculosis, HIV, and
such chronic diseases as cardiovascular disease. Homicides and
deaths and injuries due to road traffic accidents, acts of violence
(including domestic violence), and drug abuse and other depen-
dencies have increased.

The challenge, therefore, is to maintain the measurable
health gains, such as the reduction of such communicable dis-
eases as cholera and gastroenteritis, and at the same time make
policy, structural, and technical adjustments in the health care
system to address health needs and changing patterns of mor-
bidity and mortality, especially the increase in road traffic acci-
dents and violence.

By Population Group

Children (0—4 years)

The infant mortality rate was 26.0 per 1,000 live births in 1996
and 17.3in 1999. More than half (123 deaths) of infant deaths oc-
curred in approximately one-third of the under-1-year popula-
tion in 1999.

The leading cause of infant mortality during the 1997-1999
period was conditions originating in the perinatal period, which
accounted for approximately 57% (249 of 438) of deaths, increas-
ing from 39% in 1996. Of all deaths among neonates due to con-
ditions originating in the perinatal period, slow fetal growth, fetal
malnutrition, and immaturity accounted for 41% (101 deaths);
hypoxia/birth asphyxia for 22% (54 deaths); other conditions
originating in the perinatal period for 12% (29 deaths); congeni-
tal anomalies for 7% (18 deaths); septicemia and meningitis for
3%; and injury and poisoning for 3%.
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During the period 1997-2000, intestinal infections were the
main cause of death in the postneonatal period, accounting for
11% (21), followed by acute respiratory infections (10%), con-
genital anomalies (9%), nutritional deficiencies and anemia
(9%), injury and poisoning (6%), septicemia (5%), and slow fetal
growth (3%).

The mortality rate for children aged 1-4 increased from 88
deaths per 100,000 population in 1997 to 121 per 100,000 in 2000.
A total of 127 deaths occurred during 1997—-2000, with 25, 38, 29,
and 35 deaths in each respective year. The highest proportion of
deaths (24%) were due to infectious diseases. Of these, acute res-
piratory infections accounted for 47%; intestinal infections, 40%;
and septicemia, 10%. The second leading cause was external
causes, accounting for 23% of deaths; road traffic accidents
caused 31% of these deaths. Congenital anomalies accounted for
8% of deaths in this age group. All deaths due to accidents, in-
cluding drowning and submersion, occurred among boys.

In 2000, 29% (331 of 1,138) of hospitalizations among this age
group were due to respiratory infections, 14% (159) were due to
intestinal infections, and 7% (81) were due to external causes (in-
cluding 12 due to transport accidents).

According to statistics from the Maternal and Child Health
Department of the Ministry of Health, there was little or no im-
provement in breastfeeding practices or infant feeding practices.
A qualitative study on breastfeeding and infant feeding com-
pleted in 1997 found that in Toledo, while exclusive breastfeeding
practices were appropriate, complementary foods were intro-
duced too late, leading to the high occurrence of malnutrition in
this age group.

Schoolchildren (5-9 years)

This age group had the lowest mortality rate (41 per 100,000
population) of all age groups in 2000, with a total of 54 deaths be-
tween 1997 and 2000 and a male-female ratio of 1.8:1. External
causes, including road traffic accidents, accounted for 50% of all
deaths during 1997-2000 in this age group. HIV/AIDS, acciden-
tal drowning and submersion, meningitis, diseases of the urinary
system, and diseases of the nervous system other than meningi-
tis accounted for one death each. Respiratory diseases were the
leading cause of morbidity for both males and females.

The prevalence of growth retardation was 15%, as measured
by height-for-age in a 1996 national census of schoolchildren.
Its prevalence was higher in rural areas (23%) than in urban
areas (7%); in Mayan children (45%) than in Hispanic children
(18%) and other ethnic groups; and in males (18%) than in
females (13%).

Adolescents (10-14 and 15-19 years)

The mortality rate for adolescents 1014 years old varied from
38 per 100,000 population in 1997 to 62 in 2000. A total of 67
deaths occurred in this age group during the four-year period. In
2000, three of six deaths due to external causes were caused by

transport accidents. This age group accounted for 4% of all hos-
pitalizations (511 of 14,308) in 2000. Of these, 26% (132) were
due to external causes, 10% to communicable diseases, acute res-
piratory infections, and intestinal infections, and 10% to compli-
cations of pregnancy.

The mortality rate among adolescents 15-19 years old was
96, 113,89, and 113 per 100,000 population in 1997, 1998, 1999,
and 2000, respectively. There were 411 deaths in this age group
over the four-year period. In 2000, 31 deaths (29%) were due
to external causes, of which 33% were due to transport acci-
dents. Seven suicides occurred in the 10-19 age group during
1996-2000.

During 1996-2000, 31 adolescent males and 19 adolescent fe-
males were infected with HIV. This age group accounted for 13%
(1,864) of all hospitalizations in 2000. Complications of preg-
nancy was the leading cause of hospitalization among 15-19-
year-olds (70% or 1,302 hospitalizations), followed by external
causes (9% or 172 hospitalizations).

There are limited opportunities for teenage mothers to con-
tinue their secondary education, as very few schools allow
teenagers to return after giving birth.

Adults (20-59 years)

This age group comprises approximately 42% of the total pop-
ulation. The mortality rates per 100,000 population were 353 in
1997,424in 1998, 327 in 1999, and 398 in 2000. There were 1,515
deaths in this age group, which accounted for 29% of all deaths
(5,241) over this period; more deaths occurred among males
(65% or 989 deaths) than females (35% or 526 deaths).

The leading cause of death in 2000 was external causes, ac-
counting for 30% (128) of all deaths in this age group; 34 of these
deaths were due to transport accidents. The second most impor-
tant cause was malignant neoplasms (mainly breast and cervical
cancers), followed by cerebrovascular accidents, diabetes melli-
tus, and all forms of heart disease.

In 2000, complications of pregnancy was the main cause of
hospitalization for women, and 79% of women hospitalized for
this cause were in this age group. Complications of pregnancy ac-
counted for 59% of all hospitalizations in this age group, followed
by external causes (9%) and cervical and other cancers (1.5%).
Other important causes of hospitalization were diabetes mellitus
and diseases of the circulatory system. There were 22 cases of
HIV/AIDS in this age group.

Approximately 95% of women received prenatal care, though
only 25% attended clinic during the first trimester. The 1999
Family Health Survey found that 37.5% of women aged 15-44
were contraceptive users.

The Elderly (60 years and older)

In 2000, the elderly made up 5.8% of the population (14,500
persons), as compared to 6.8% (15,620 persons) in 1997. The
mortality rate among this age group was 3,820, 2,079, 2,499, and
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2,356 deaths per 100,000 population for 1997, 1998, 1999, and
2000, respectively. A total of 1,682 deaths occurred over the four-
year period in this age group (32% of total deaths); of these,
62% were males and 38% were females. In 2000, diseases of
the circulatory system was the leading cause of death, for
86% (477), followed by malignant neoplasms (17%), diabetes
mellitus (12%), acute respiratory infections (9%), and external
causes (5%).

This age group accounted for 11% (1,603) of all hospitaliza-
tions in 2000. Diseases of the circulatory system was the leading
cause (34%) of hospitalization in 2000, followed by diabetes mel-
litus (9%), external causes (7%), malignant neoplasms (5%), and
acute respiratory infections (5%).

Workers' Health

In 1999, the population at risk covered by Social Security was
57,710. Health insurance claims totaled 1,522 in 1996 and 4,152
in 1999. Most claims were due to sickness (37%) and injury
(19%). The leading conditions for sickness claims were respira-
tory diseases, back pain, and fever. Orange Walk, Corozal, and
Stann Creek districts accounted for almost 80% of all injury-
related claims. It should be noted that in these districts, where
agro-industry is more developed, the age group most affected
was the 20—39 group, which accounted for 64.5% of all claimants.

The Disabled

Services for the disabled are provided by the Ministry of
Human Development, Women and Children, and Civil Society
and the Ministry of Education through its Special Education
Unit. The Special Education Unit monitors the delivery of special
education programs to disabled children, provides training to
teachers in special education delivery, and monitors the integra-
tion of these children into mainstream schools.

In 2000, there were 1,991 school-aged children with primary
disabilities. These ranged from slow learners to children with
speech, visual, and physical disabilities to children with emo-
tional, social, and behavioral disorders. Forty percent (813) of
these children were categorized as slow learners, 8.5% had some
form of speech or language disorder, 6% had a visual impair-
ment, and 3% had a physical disability. Most children with dis-
abilities live in Belize and Cayo districts, while Corozal and
Orange Walk districts have the fewest disabled children. Sixty-
three percent of children with primary disabilities were boys.

Indigenous Groups

In Toledo and parts of Stann Creek, where most indigenous
peoples live, access to health care is a concern. Medical personnel
offer fixed and mobile services to respond to the districts’ needs.
There is one hospital in Toledo district; a new regional hospital
opened in Stann Creek in 1999.

The total fertility rate in Belize is 3.7 children per woman.
Fertility rates are highest in both Stann Creek and Toledo dis-
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tricts (5.6 children per woman), where the Garinagu and Maya
live. Maya women have a higher fertility rate—up to 10 to 12 chil-
dren per woman—aparticularly in Ketchi communities, where
marriage and childbearing begin at age 13.

By Type of Health Problem

Natural Disasters

Belize was affected by two major hurricanes during the review
period—Mitch in 1998 and Keith in 2000. Although Mitch did
not make landfall in Belize, it prompted the largest evacuation in
the country’s history. Mitch demonstrated the country’s vulnera-
bility and the need for a disaster preparedness plan. Hurricane
Keith devastated the islands of San Pedro and Caye Caulker and
left two-thirds of the country flooded. Keith affected approxi-
mately 72,100 persons (30% of the total population).

\ector-borne Diseases

Malaria continues to be a significant public health problem
in Belize, despite the decrease in the number of cases occurring
in the country during the 1996-1999 period. The number of
cases reported over the period was four times lower than the
number reported in 1995. Malaria cases ranged from 6,014 in
1997 to 1,441 in 1999. Most of this reduction occurred in the
districts of Cayo, Orange Walk, and Corozal. Overall, Toledo
District was most affected, with 1,077 (58%) cases in 1999, fol-
lowed by Cayo (18%) and Stann Creek (16%); these districts ac-
counted for 92% of all malaria cases in 1999. The highest num-
ber of cases occurred from June to August, the months with the
highest rainfall. Ninety-three percent of the cases in 1996 were
due to Plasmodium vivax and 6.3% to P. falciparum. The pro-
portion of cases due to P. falciparum was 2.5% in 1999 and 1.3%
in 2000.

In 1995, a total of 107 cases of dengue were reported, of which
only 9 were laboratory confirmed. Belize does not have the ca-
pacity to conduct serological testing. There were no cases in
1996, and 38 cases were reported between 1997 and 1999.

Diseases Preventable by Immunization

There have been several significant achievements within the
expanded program on immunization, such as the elimination of
measles and the introduction of the MMR and hepatitis B vac-
cines. In 1996, when MMR was first introduced, coverage was
74%. It rose to 98% in 1997 and stabilized around 84% in 1998
and 82% in 1999 (Figure 2). Hepatitis B vaccine was introduced
into the program in 1999. Coverage for BCG increased over the
1996-1999 period, rising from 90% in 1996 to 96% in 1999.
DPT3 coverage increased slightly from 85% in 1996 to 87% in
1999. Coverage for OPV3 averaged 85% from 1996 to 1999.

In November 1996, an outbreak of rubella was reported in a
primary school in Belize City. Of the 197 cases investigated, 75
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were laboratory confirmed. Of these, six pregnant women were
reported exposed to children infected with rubella, and three
were IgM positive for the disease. After this outbreak, active sur-
veillance for congenital rubella syndrome was integrated in the
measles/rubella surveillance system in January 1997. Since then,
19 cases of congenital rubella syndrome have been investigated,
and of these, 5 have been laboratory confirmed.

Intestinal Infectious Diseases

Cholera was first reported in Belize in January 1992. There
were 69 cases from 1996 to 1999. Five deaths were reported over
the period 1993-1998. Educational programs, along with the im-
provement and expansion of the water supply and sanitation, had
a positive impact on reducing cholera outbreaks in the country,
as no cases were reported in 2000.

Chronic Communicable Diseases

It is noteworthy that 42 of the 203 (21%) tuberculosis cases re-
ported over the period 1997-2000 were associated with HIV. Co-
infection with HIV increased from 11% of tuberculosis cases in
1996 to 43% in 1999. Males accounted for 69% of cases during
this period. Adults aged 20 years and older are the most affected
group.

Acute Respiratory Infections

Acute respiratory infections continue to be an important cause
of death for all age groups. During 1999, it was the sixth leading
cause of mortality among infants. Among the 1-4 years age
group, upper respiratory infections were the third leading cause
of death for 1998, accounting for 7.2% of deaths among boys and
15.8% among girls. In 1998-1999, it was the sixth leading cause
of death among the general population.

Zoonoses

Though rabies in animals is endemic in Belize, no human
cases of rabies have been reported since 1989. Rabies cases
have been reported among domestic animals (including dogs
and cats) and wild animals (e.g., foxes and bats) since 1995.
Belize suffered an epidemic in 1997, with 18 canine and 1
bovine case. Following the epidemic, an effective vaccination
program was implemented, and no cases of canine rabies were
reported in 1998.

HIV/AIDS

The first AIDS case in Belize was identified in 1986. AIDS cases
increased at an alarming rate over the review period. Between
1996 and 1999, 119 people died from AIDS, and the disease in-
creased by 63%, with approximately 40% of new cases identified
in 1999. Nearly 80% of cases occurred among adults between the
ages of 20 and 49.

The male-female ratio of reported HIV cases fell from a high
of 13:1in 1989 to 1.5:1in 1999 (Figure 3). In approximately 46%

of new cases, the virus was transmitted through heterosexual
contact, though approximately 14% of AIDS cases (compared to
27% during 1989-1995) reported bisexual activities. By year end
1999, the Central Medical Laboratory reported a cumulative total
of 1,037 HIV cases.

Sexually Transmitted Infections

In the 15-35 age group, 344 males and 113 females were
treated in 1997-1999 for gonorrhea. Trichomonas vaginalis and
yeast infections were mostly identified and treated in pregnant
women. Other important STIs treated in Belize include syphilis,
chancroid, and herpes.

Nutritional and Metabolic Diseases

Severe undernutrition is a problem for 6% of children under 5
years. A 1996 National Height Census of 6—9-year-olds revealed
that 15% suffered from growth retardation. The problem is most
prevalent in Toledo District (39%) and least prevalent in Belize
District (4%). Growth retardation affected more boys (18%) than
girls (13%).

Diabetes caused 36 deaths in 1997,52 in 1998, 67 in 1999, and
89 in 2000. Five out of six amputations in Belize are due to dia-
betes. According to the Belize Council for the Visually Impaired,
9% of cases of blindness were related to diabetic retinopathy.

Diseases of the Circulatory System

Cardiovascular disease accounted for 30% (1,579) of reported
deaths during 1997—2000. The mortality rate increased during this
period, from 131 per 100,000 population in 1997 to 250 in 2000.

Malignant Neoplasms

Malignant neoplasms was an important cause of death during
the 1997-2000 period, accounting for 12% (624) of deaths. The
mortality rate varied from 55 to 79 per 100,000 population over
that period. In 1997, prostate cancer was the tenth leading cause
of death, accounting for 1.7% of all deaths. In 1998, cancer of the
digestive system ranked tenth, accounting for 4.8% of all deaths.
In 1999, malignant neoplasms was a leading cause of hospitaliza-
tion among adults aged 50 and older, accounting for 4.8% of all
hospitalizations in this age group.

Accidents and Violence

Road traffic accidents were an important cause of death, ac-
counting for 62% (297 of 483) of all deaths due to external causes
during the period 1996—1999. The mortality rate for transport
accidents increased from 16 per 100,000 population in 1996 to 31
per 100,000 population in 1999. The rate for males increased
from 27 to 55 per 100,000 males over that period, but for females
increased only from 7.2 to 7.4 per 100,000 females. The use of
seatbelts on highways is mandatory. According to the National
Traffic Annual Accident statistics for 2000, 51 of 2,337 traffic ac-
cidents resulted in at least one fatality.
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Thirty-four suicides occurred from 1996 to 1998; most oc-
curred in the 20-29 age group. The male suicide rate was 85%
greater than that of females.

A Ministry of Health report on domestic violence from Sep-
tember 1999 to December 2000 revealed a total of 562 reported
cases—94.5% in Belize District and 2.1% in Cayo District.

Oral Health

The number of adults seen by the oral health care services de-
creased over the period from 3,440 in 1997 to 2,230 in 1999. The
number of children also decreased, from 715 in 1997 to 643 in
1999. A baseline Caries Index and Fluorosis Survey completed in
1999 demonstrated a continuing reduction of dental decay in the
country: 15-year-olds had 1.56 DMFT and 6-8-year-olds had
2.53 DMFT; 72% of 12-year-olds were caries free. In another
study done in 1999 that assessed the level of fluoride in drinking
water sources, some sources in Orange Walk District were found
to have higher than optimal levels.

RESPONSE OF THE HEALTH SYSTEM

National Health Policies and Plans

The Ministry of Health's national health plan has changed
from a traditional disease-focused approach to a people-focused
and a life-cycle/gender approach. One of the plan’s aims was
changes in the structure and management of health services,
with more a limited but defined role for the central (normative)
level and more resources and autonomy for the districts.

During 1997-2000, the Government developed a proposal for
health sector reform and defined the main strategies for imple-
mentation. In 1998, the new government addressed the Health
Sector Reform Project as a main strategy to enable the Ministry
of Health to raise the health status of the population by improv-
ing the efficiency, equity, and quality of health care services and
promoting healthier lifestyles. This project supports the Health
Sector Reform Program, which is market oriented, with the
preparation of public sector providers to obtain autonomy and
become self-sustaining. The program will stress the multiple
providers from the private sector and the introduction of the
National Health Insurance Fund.

A National Strategic Plan for the HIV/AIDS Epidemic in Belize
(1999-2003) was developed, involving the Ministries of Health,
Human Development, Education, and Economic Development. A
multisectoral Food and Nutrition Security Policy was approved by
the Cabinet in October of 2000. A sexual and reproductive health
policy was prepared and is pending Cabinet review and approval.

Health Sector Reform Strategies and Programs
The Health Sector Reform Program has three components.
The first involves sector restructuring and strengthening the or-
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ganizational and regulatory capacity of the central and regional
levels. It stresses their regulatory and policy design roles, with
five components: reorienting the Ministry of Health, deconcen-
trating operational authority to health regions, piloting auton-
omy with the Karl Heusner Memorial Hospital Authority, formu-
lating a public information strategy, and promoting knowledge
and behavioral change. The second component involves service
rationalization and improving the coverage and quality of public
and private sector services by restructuring public facilities and
purchasing selected services from the private sector to support
the public supply. Performance agreements will be designed and
implemented to this end. The third component involves support-
ing the National Health Insurance Fund, which may be financed
by payroll contributions (estimated as a percentage of wages)
and by government contributions from general taxation to cover
the unemployed and the poor. A pilot project is under way to as-
certain the most affordable method of financing.

The Health System

Institutional Organization

The Government is responsible for providing health care for
the entire population. The public sector is the main provider of
health services, which are usually free. Cost recovery mecha-
nisms, particularly for curative services, are being instituted.
Private sector health services are limited in Belize, but both for-
profit and non-profit health services are expanding. The respec-
tive roles of the public and private sectors are not clearly defined
and no formal coordination exists between the sectors. The regu-
latory, financing, purchasing, and provision functions of the pub-
lic health care system are not clearly separated. Management is
mostly centralized and health services and programs are disease
oriented. The Health Sector Reform Program established four
health regions: Northern, Southern, Western, and Central.

The Ministry of Health is the only public sector health services
provider, and is responsible for both primary and secondary
health care. Karl Heusner Memorial Hospital is the national re-
ferral hospital. Health services, particularly in rural areas, are
based on primary health care, managed mainly by nursing per-
sonnel and health inspectors.

The private health sector primarily offers ambulatory ser-
vices. The inpatient care provided is mainly for maternity cases
and surgeries.

Institutional Direction, Regulation, Health Provision, Insurance,
and Financing

The Ministry of Health is responsible for regulation, financing,
health service delivery, sectoral management, and exercise of
sanitary authority. These functions are organized in a centralized
and vertical structure, in which decision-making occurs at the
senior level of the Ministry (Minister of Health, Chief Executive
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Officer, and Director of Health Services). Insurance for occupa-
tional injury is the responsibility of Social Security.

Authority to prevent and control environmental pollution is
contained in the provisions of the Public Health Act, the Pesticide
Control Act, and the Solid Waste Management Authority Act. The
Environmental Protection Act of 1992 established the Depart-
ment of the Environment. Since 1996, legislation has been devel-
oped for the control of land and water pollution. The Housing
Department has set standards for housing ventilation.

Decentralization of Health Services

The Health Sector Reform Program has decentralized respon-
sibility to the four health regions and one autonomous hospital.
Financial resources, but not authority, have been partially trans-
ferred to the district level. Districts have little control over fund-
ing and personnel decisions, particularly in relation to the main
public health programs (i.e., vector control, public health, ex-
panded program on immunization, maternal and child health,
AIDS/STIs, tuberculosis, and mental health), which continue to
operate in a centralized and vertical manner.

Private Participation in the Health System

Private institutions are legally registered as businesses, though
there is no legislation that addresses the regulation of private sec-
tor health services. Government-employed physicians are allowed
to use government facilities at no cost to provide private services.
The only private, for-profit hospital is located in Belize City. There
are 54 private clinics that provide ambulatory services; most are
located in Belize City. Services are financed mainly through
users, directly or through private health insurance.

There is one non-profit hospital (20 beds) in Cayo District. Non-
profit private health sector institutions are legally recognized as
any other non-profit institution.  Nongovernmental
organizations that provide ambulatory services are the Red Cross,
the Belize Family Association, the Belize Council for the Visually
Impaired, the Lions Club, Addiction Alert, the Mercy Clinic, and
others. Financing is based on cost recovery mechanisms, dona-
tions, and external aid. These organizations operate mainly in
urban areas. There are no formal, defined mechanisms for referrals
and interaction between private and public sector organizations.

Health Insurance

Private health insurance is limited in Belize, but has increased
rapidly during the 1980s and 1990s. Many insurance companies
are affiliates of large international firms. Benefit packages cover
expenses for medical care in Belize and abroad, depending on the
premium. Insurance companies also sell executive plans that
cover services provided in the United States. Premiums are high
and generally out of reach for the average worker. Family cover-
age can cost from US$ 60 to US$ 100 monthly (group policy), rep-
resenting from 10% to 40% of the earnings of many Belizean
workers. Some companies provide insurance for their employees.

In 1997, Social Security had 55,000 contributors, represent-
ing 68% of the estimated labor force as of April 1997 (80,940 work-
ers). The Ministry of Health does not collect or process
data on the various private health insurance modalities, and there is
no basic package of health benefits to which all citizens are entitled.

Organization of Regulatory Actions

Health Care Delivery

The Ministry of Health is responsible for the regulation of
health care delivery and the development of norms and stan-
dards for patient care.

Certification and Professional Health Practice

The laws of Belize address medical services and institutions,
public health, food and drugs, and certification and practice of
health professionals. The Medical Council registers medical prac-
titioners, dentists, opticians, and nursing homes, and advises the
Minister of Health on regulations concerning those categories of
health personnel. The Nurses and Midwives Council is responsi-
ble for the registration and regulation of nurses and midwives.
The Nursing Faculty of the University of Belize participates in an
accreditation program within CARICOM countries. The Board of
Examiners of Chemists and Druggists is responsible for the ex-
amination and registration of chemists and druggists.

Environmental Quality

The key environmental issues are related to agricultural ex-
pansion and agro-processing activities. The Pesticides Control
Board regulates the use, importation, manufacture, distribution,
sale, and disposal of pesticides.

The main threats to marine resources (especially reefs) are ef-
fluents from sugar and citrus processing facilities, fertilizer and
pesticide run-off, and untreated sewage from urban areas. To ad-
dress these issues, in 1997 the Government began to register all
industries that release effluents into the environment. As a result,
processing companies that use large quantities of water must
apply for a license to discharge effluents and comply with envi-
ronmental protection regulations.

Food Quality

Responsibility for food safety traditionally lies with the Public
Health Bureau of the Ministry of Health. However, responsibility is
now being shared with the new Belize Agricultural Health Authority.

Organization of Public Health Care Services
Health Promotion

The establishment of local health promotion coordinators
contributed greatly to the decentralization of health education
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and promotion. In 2000, the Mayors Association of Belize and the
Minister of Health formally adopted the healthy municipalities
approach for the country. The Healthy Municipalities Declaration
was signed at a public forum on health and equity. The Healthy
Municipalities Initiative in Punta Gorda, Corozal, and Orange
Walk, and the Healthy Schools Program were started during the
review period.

The Ministry of Health has various programs in place through
maternal and child health clinics, pre- and postnatal clinics, and
well and sick baby clinics. These include immunization services,
growth and nutrition monitoring of children under 5 years old,
treatment for diarrhea and minor ailments, and general health
education. Some primary level specialized services, referrals, and
follow-up care are offered at the health centers for hypertension
and diabetes. Prevention and control programs are in place for
such communicable diseases as malaria, dengue, rabies, tubercu-
losis, STIs, and HIV/AIDS.

Through the Health Education and Community Participation
Strategy, the Ministry of Health promoted the development of in-
tersectoral district health teams and village health teams to facil-
itate social participation in health.

Disease Prevention and Control Programs

The vector control program carries out systematic house
spraying, particularly in rural areas. The public health bureau
conducts anti-rabies vaccination programs and health education
activities.

The tuberculosis program runs a chest clinic for treatment of
tuberculosis cases.

Health Analysis, Epidemiological Surveillance, and Public Health
Laboratory Systems

Through the National Health Information and Surveillance
System, the Ministry of Health has built an integrated and decen-
tralized heath information network, which includes the Central
Medical Laboratory Information System and allows reports to be
generated at the district level.

Potable Water, Excreta Disposal, and Sewerage Services

Substantial investment in the expansion of water services is
being undertaken to expand and improve water systems, espe-
cially in rural areas. Access to safe drinking water in Belize has
improved in recent years. The water supply in urban areas is safe
for drinking. Problems relating to water quality are more concen-
trated in rural areas, especially in communities that take their
water from shallow and unprotected hand-dug wells or open
streams. Toledo and Cayo districts have been identified as high-
risk areas for waterborne diseases for this reason.

In contrast, sanitation coverage remains low, especially in
rural areas. According to 1995 data, 59% of the urban popula-
tion had access to sanitation services, while only 22% in rural
areas had access. In 1999, urban coverage increased to 71%,
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while rural coverage was 25.3%. There are three sewerage treat-
ment systems in the country, one each in Belize City, Belmopan,
and San Pedro.

Solid Waste Services

Based on results from a study conducted by the Belize Solid
Waste Management Project, it is estimated that in 1997, about
US$ 1.3 million was expended on municipal waste services, for
an average per capita expenditure of US$ 11.25. Approximately
48% of that sum was spent in Belize City, since about 51% of the
country’s waste is generated there.

Food Safety

Due to the importance of the agriculture sector in Belize, pes-
ticides are widely used to enhance productivity. Although the na-
tional pesticide use per capita fell from 5.7 to 3.9 kg/person/year,
it is still high.

The 21 cases of pesticide poisoning (9 deaths) reported in
1999 only represent people who seek medical attention. It is be-
lieved that the majority of work-related cases are not being re-
ported and therefore more active surveillance is needed.

By year end 2000, approximately 10,000 pesticide users had
been trained through the National Pesticides Certification
Program, and of those, over 6,000 have been certified.

Organization of Individual Health Care Services

Outpatient, Emergency, and Inpatient Services

Public health care services are based on primary health care.
There are eight hospitals, one in each district (six), except for
Cayo District and Belize District, which have two each. Three of
the hospitals are regional hospitals, which function as primary
level facilities; secondary care is offered at some hospitals. One
hospital, Karl Heusner Memorial Hospital, functions as both the
national referral center and the general hospital for Belize
District. The National Mental Health Hospital is also in Belize
District. Both provide individual care. Hospitals provide emer-
gency, surgery, X-ray, laboratory, pharmacy, internal medicine,
obstetric, pediatric, and general surgery services, as well as some
specialized services. Emergency services are available during
regular working hours; physicians are on call for after-hours
cases. There are no standard protocols for patient care or for re-
ferral to local services or to neighboring countries.

By 1999, there were 598 countable beds in the country, 93%
(554) in the public sector and 7% in the private sector (44). The
hospital bed occupancy rate was 23% in San Ignacio, 29% in
Stann Creek, 30% in Belmopan, 35% in Punta Gorda, 40% in
Orange Walk, 64% in Corozal, and 78% in Belize City. The na-
tional average of 55% indicates that services are underutilized.
There were 16,949 hospital discharges in 1999; the average length
of stay was 3.2 days.
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There are 76 public facilities in Belize: 39 health centers and 37
rural health posts. Each health center serves 2,000—4,000 per-
sons. These facilities provide health care, including maternal and
child health care, immunizations, and vector control. Most cen-
ters also provide outreach services through mobile clinics, visit-
ing smaller and more remote villages every six weeks. Mobile
clinics account for approximately 40% of the centers’ service de-
livery. The quality and scope of services provided through the
mobile clinics vary from district to district.

There is a large gap in access to health services between rural
and urban populations, and between the poor and non-poor.

Auxiliary Diagnostic Services and Blood Banks

The laboratory services provide diagnostic testing for insti-
tutions and outpatient facilities, surveillance, and patient man-
agement. The Central Medical Laboratory is in Belize City. It is
responsible for the technical oversight for all Ministry of
Health laboratories, for ensuring the availability of reagents,
and for advising on equipment purchasing and maintenance. It
also supervises the Blood Bank and the Karl Heusner
Memorial Hospital Stat Laboratory. Services include bacteriol-
ogy, serology, chemistry, cytology, histology, hematology, and
blood transfusion. Outside Belize City, each of the district hos-
pitals has a laboratory that performs basic diagnostic services
as well as prenatal screening (including blood typing and he-
moglobin, glucose, and sickle cell anemia tests, and screening
for syphilis; routine screening of food handlers for parasitic in-
fections; and referral to the Central Medical Laboratory for
HIV, hepatitis B, and thyroid function tests and for bacterio-
logical cultures, surgical biopsies, and Pap smears.
Occasionally, food products are tested at the Central Medical
Laboratory to rule out food poisoning.

There are 22 clinical laboratories, 32% (7) in the public sector
and 68% (15) in the private sector.

Annual blood donations ranged from 2,445 units in 1996 to
3,275 units in 2000.

Specialized Services

The Maternal and Child Health Program provides the follow-
ing health services: education on safe motherhood; promotion
of maternal nutrition, micronutrient supplementation, and teta-
nus toxoid vaccination; and prenatal care and counseling, and de-
tection and management of high-risk pregnancies, particularly
of adolescents and primigravid, high parity, poor, and abused
women. Information and counseling are provided on the preven-
tion of STIs, including HIV/AIDS, and their implications for
the child. Family planning counseling and services, support pro-
grams for domestic violence, and cervical and breast cancer
screening are also offered.

The Maternal Morbidity and Mortality National Survey con-
ducted in public hospitals reported 87% coverage for prenatal
care (at least one visit). Of the total deliveries, 18% were attended

by physicians, 66% by nurses, 1% by auxiliary nurses, and 11%
by nursing students.

Health care for the elderly is primarily provided through gov-
ernment facilities and through the St. Joseph Mercy Clinic, lo-
cated only in Belize City. The Government provides support to the
elderly through the Ministry of Human Development and
through Social Security.

There are five residential care institutions, two operated by
Helpage Belize and two by the Salvation Army. The Government
also operates a home in a semi-rural community. In addition,
Helpage has active day care centers in all six districts of Belize.
Approximately 100 older persons are supported through residen-
tial care countrywide, while approximately 200 are supported
through non-residential care and day care services.

Inpatient psychiatric services are provided at the psychiatric
hospital. Some 80% of patients are chronically disabled, and ap-
proximately 60% of these patients are over 50 years of age.
Outpatient services at the psychiatric clinic saw 389 new cases
and 1,476 old cases in 2000. Services offered include daily crisis
interventions, follow-up, and clinical assessments. Some 350
clients were seen at various community institutions and during
street visits. Ancillary services, which are growing, consist of vis-
its to homes, streets, prison, shelters, infirmaries, and the Mercy
Clinic. These services are mainly provided by social workers, who
are occasionally accompanied by a psychiatrist, or by a psychi-
atric nurse practitioner.

The Mental Health Association was formed to serve as an
advisory board to the Minister of Health to recommend the
implementation of plans and programs and to improve mental
health.

Health Supplies

No drugs are produced in country, nor is there quality control
of imported drugs. The Belize Drug Formulary includes 241
drugs and must be used by all registered physicians. All Belizeans
have access to the drugs on the list, when available, through the
public sector health services. The major problems identified in
the public sector’s drug management are an insufficient annual
budget, ineffective procurement, and a dysfunctional distribution
system that causes frequent and prolonged stock shortages.

The amount of the Ministry of Health's budget allocated to
drugs and medical supplies was 15.7% in 1966, 14% in 1998, and
19% in 1999, with an average annual per capita expenditure of
US$ 21.60.

Human Resources

Health personnel are concentrated in the metropolitan area of
Belize, where more than half of the health staff are employed
(54% of physicians, 52% of practical nurses, and 57% of profes-
sional nurses). Through a bilateral agreement with Cuba, 67 doc-
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tors were brought to Belize during 1996—2000 to provide primary
care services in rural areas. AlImost 75% of the health personnel
work in the public sector, with the largest group being practical
and professional nurses (84%). Approximately 14% of health
personnel work in both the public and private sectors. Personnel
in the public health system also includes community health per-
sonnel—202 community health workers, 135 traditional birth
attendants, 117 midwives, 68 vector control staff, 19 public health
inspectors, 7 health educators, and 4 nutritionists. There were 0.1
physicians and 1.8 nurses per 1,000 population in 1999.

There are 61 pharmacists and 73 pharmacies in the public and
private sectors. Forty percent of the human resources and phar-
macies are in Belize district, leaving some rural areas with inad-
equate access to essential drugs.

Saint Matthew’s University, in San Pedro District, has a private
medical faculty, but more than 90% of the students are from
abroad. Only the first courses are taken at the University; high-
level courses are taken in the United States. During the review pe-
riod, the Nursing School, which offered diplomas, was incorpo-
rated in the University of Belize and is now a nursing faculty that
offers a degree.

Health Sector Expenditure and Financing

Financing for public health services is provided by the central
government. Cost recovery mechanisms exist in the form of di-
rect payment for some services, particularly laboratory and cur-
ative services; nonetheless, the amount recovered is minimal.
Fees collected go directly to the general fund and cannot be used
by the collecting facility.
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The Belize Social Security also provides US$ 500,000 per year
to the Ministry of Health in return for the provision of services
for job-related injuries for all covered employees. According to
the information from the Planning Unit of the Ministry of Health,
annual spending on health care services and related costs totaled
US$ 39.1 million. Approximately US$ 15.8 million (40.5%) of this
is spent by the Government, some US$ 23 million (58.8%) di-
rectly by consumers, and a small amount by donors (0.7%).

Government health spending per capita was approximately
US$ 81 in 1991 and US$ 115.70 in 1998. Investments made dur-
ing the 1996-2000 period have been for the expansion of the
health facilities network, particularly for hospital facilities.

The Social Security medical care expenditure for 1999 was
US$ 700,000, of which 22% was for surgery, 17.5% for travel re-
lated to tertiary care, and 8.3% for therapy.

External Technical Cooperation and Financing

The Health Sector Reform Project, with an estimated cost of
US$ 18,126,000, is being financed by the Inter-American
Development Bank (US$ 9,800,000 or 54.06%), the Caribbean
Development Bank (US$ 4,716,000 or 26.02%), the European
Union (US$ 1,600,000 or 8.83%), and the Government (US$
2,010,000 or 11.09%).

Belize has developed many bilateral agreements for technical
cooperation. A program for the interruption of mother-to-child
transmission of HIV was developed with the Bahamas. Cuba and
Nigeria have provided health professionals to work in Belize.
Belize is working with Mexico on malaria control activities, and
with Guatemala on rabies and communicable diseases.
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FIGURE 1. Population structure, by age and sex, Belize,
2000.
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FIGURE 2. Vaccination coverage among the population
under 1 year of age, by vaccine, Belize, 1999.
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FIGURE 3. AIDS incidence, by sex, with male-female ratio,
Belize, 1994-2000.2
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BERMUDA

OVERVIEW

tory, is a group of small islands in the Atlantic Ocean, the

largest seven being linked by bridges. It is located 586 mi
east of North Carolina, U.S.A. The islands cover an area of ap-
proximately 20.5 mi? and have a maximum elevation of about 260
ft. The subtropical climate is mild, frost-free, and humid, with
temperatures ranging from 65°F to 88°F and average annual rain-
fall of 55 in. Hurricanes are the only potential cause of natural
disasters, with hurricane season lasting from May to November.

Hamilton is the capital of Bermuda. The Territory has nine
parishes: Sandys, Southampton, Warwick, Paget, Pembroke,
Devonshire, Hamilton, Saint Georges, and Smiths. Pembroke is
the most populated parish.

Bermuda’s constitution was established in 1968 and amended
in 1989. It has a Westminster parliamentary system of govern-
ment, and its legal system is based on English Common Law.
External affairs is the responsibility of the United Kingdom. The
Premier appoints a 12-member Cabinet. The Legislature consists
of a 11-member Senate appointed by the Governor and a 40-
member elected House of Assembly.

Bermuda has very few natural resources and must import al-
most all of its consumable goods. Its economy is based almost
entirely on tourism and international company business.
Approximately one-third of the workforce is employed in whole-
sale retail trade, one-third in restaurants and hotels, and one-
third in community, social, and personal services.

In general, Bermudians enjoy good health as measured by
standard indicators. The population was estimated at 61,688 in
2000. Nineteen percent of the population was under 15 years of
age, and 10% was 65 years of age or older (Figure 1), which is con-
sistent with an aging population. The estimated male population
was 29,703 (48%) and the female population was 31,985 (52%).
Population density was estimated at 3,009 per mi? in 2000. The
dependency ratio was estimated at 0.42 in 2000. In 1999, the
crude birth rate was 13.2 per 1,000 population and the annual
population growth rate was 0.7%. The total fertility rate was esti-

Bermuda, the oldest self-governing British Overseas Terri-
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mated at 1.8 children per woman. The period 1997-2000 saw a
total of 3,335 births, with the highest number of births (849) in
1997 and the lowest (824) in 1999. Although life expectancy at
birth has continued to increase, the difference between the sexes
has widened. Life expectancy at birth around 2000 was estimated
at 75 years for males and 79 years for females.

There were 27,200 households in 1998; household size contin-
ued to decrease. In 2000, it was estimated that 36% of households
were headed by females.

In the period 1997-2000, half of the population belonged to
three religions: Anglican (28%), Catholic (15%), and African
Methodist Episcopalian (12%). The racial composition of the
population has not changed significantly over the past decade. In
1998, 61% of residents were Black and 39% were White and other
races. Census data indicated that 75% of the Bermuda-born pop-
ulation was Black, while the foreign-born population was prima-
rily White and other races (79%).

The country generally showed a small balance of payments
surplus; the Bermuda dollar is pegged to the U.S. dollar on an
equal basis. Inflation was estimated at 2.7% per annum in 2000.
The tourist industry, which accounts for an estimated 28% of GDP,
attracts 84% of its business from North America. The industrial
and agricultural sectors are very small; some 80% of food is im-
ported. International business contributes over 60% of Bermuda's
economic output. GDP at factor cost increased from US$ 1.9 bil-
lion in 1996-1997 to US$ 2.1 billion in 1998—1999. Figure 2 shows
Bermuda’s annual GDP growth from 1991 to 1998.

Education is free in public schools and compulsory up to age
17 years. The literacy rate has been estimated as being as high as
97%. In 1998, a total of 10,163 students were enrolled in both
public and private primary and secondary schools, and in
Bermuda College, a two-year tertiary-level institution. In 1999,
there were 230 males and 396 females enrolled in Bermuda
College; many Bermudians study abroad at the tertiary level. The
highest enrollment figures were in hotel and business adminis-
tration (50% of students) and arts and science (35%). Since the
1980s, Bermuda College has developed an extended academic
structure with links to academic institutions outside the country.
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Living standards in Bermuda are high, with good housing and
well-developed transportation and communication systems.
Roads are of good quality and there is a well-developed public
transportation system, including buses, taxis, and ferries. Private
car ownership is high, though limited to one vehicle per house-
hold. All of the population has safe drinking water available in
their homes, as well as hygienic waste disposal.

Economic expansion during 1997-2000 occurred primarily in
the financial sector. In 2000, Bermuda had one of the highest per
capitaincomes in the world, with an estimated purchasing power
parity of US$ 33,000 per capita. A survey of the major occupation
groups in 2000 estimated the employed male population at
19,310 and the employed female population at 18,707. Women
constitute 50% of the workforce, and 30% of the workforce was
foreign born. A substantial number of contract personnel worked
in the hotel industry and international business sector; by law
they are all included in a health insurance scheme that assures
equitable access to health care.

As a developed country, Bermuda faces problems associated
with declining fertility rates and increasing longevity, such as a
shrinking active labor force, increasing demand for housing, and
a growing elderly population, with consequent health and social
needs. Increasing health costs have required the Government to
find cost-cutting measures while taking into consideration the
needs of an increasingly aging population, particularly the eld-
erly poor. It also addressed the environmental and general health
risk factors related to patterns of employment.

Mortality and Morbidity

There were 446, 526, and 451 deaths from all causes for 1997,
1998, and 1999, respectively, with a male-female ratio of approx-
imately 1.2 for each year. In 1999, the crude mortality rate was 7.1
per 1,000 population. Diseases of the circulatory system ac-
counted for 39% (176) of total deaths in 1999, while malignant
neoplasms accounted for 31% (138). There were 30 deaths due to
communicable diseases (including 9 from HIV/AIDS), 24 due to
external causes,and 2 due to certain conditions originating in the
perinatal period. According to the Ministry of Health and Family
Services, diseases of the circulatory system and malignant neo-
plasms were the first and second leading causes of death every
year from 1990 to 1998. In 1997 and 1998, respiratory diseases re-
placed AIDS as the third leading cause of death (1993-1996).
Accidents and violence and diabetes have also been among the
five leading causes of death since 1997.

Between mid-1998 and mid-2000, data from the general hos-
pital showed asthma to be the principal diagnosis (322), followed
by pneumonia (273) and calculus of the gallbladder (174). The
major health problems, as reflected in mortality data, included
cancer, ischemic heart disease, fatal cerebrovascular disease
(stroke), HIV/AIDS, and motor vehicle accidents. In 1999, the
Adult Wellness Report indicated that 58% of respondents cited

AIDS/sexual diseases as their greatest concern, followed by can-
cer (49%), drug/alcohol abuse (43%), diabetes (25%), heart dis-
ease (22%), and obesity/food-related diseases (20%).

HEALTH PROBLEMS
By Population Group

Children (04 years)

Almost all births in Bermuda take place in hospital. There
were eight infant deaths and six stillbirths during 1997—2000; no
infant deaths were reported in 2000. The prevalence of low birth-
weight infants was 4.1%, compared to 7% in 1992. There were no
recorded infant deaths due to communicable diseases during
1995-1999. Around 1999, respiratory diseases were the leading
cause of hospitalization among children under 1 year.

There were no deaths in the age group 1-4 years during
1997-2000. During that period, 453 cases of gastroenteritis were
reported among children under 5 years.

Schoolchildren (5-9 years)

One female death was recorded in the age group 5-9 years be-
tween 1997 and 2000. There were 868 cases of gastroenteritis in
this age group in the period 1998—2000.

Adolescents (10-14 and 15-19 years)

There was one female death in the age group 10-14 years (due
to a motorcycle accident in 1998) during the 1997-1999 period.
In this period, there were two male deaths among 15—19-year-
olds, also due to motorcycle accidents. Accidents were the leading
cause of death among youths 15-19 years of age, and one of the
major causes of hospital admissions in this age group, along with
pregnancy and respiratory diseases.

In 2000, the National Drug Commission conducted a survey of
middle and secondary school students to assess their use of alco-
hol and drugs. Of those surveyed, 28% indicated that they drink,
10% use tobacco, and 14% use marijuana. This survey also
showed that very few students (around 1%) were current users
either of crack cocaine, cocaine, heroin, LSD, or ecstasy.

In a national survey of middle and high school students con-
ducted in 2000, 276 (8%) students indicated that they had seri-
ously considered suicide in the last year; of these, 171 (64%) were
females. The survey found suicide to be the third leading cause of
death among adolescents. Regarding safety in motor vehicles,
2,907 (83%) of students indicated that they do not use seat belts
all of the time. In addition, 1,450 (42%) do not wear helmets all
the time when riding bikes, all-terrain vehicles, or motorcycles, or
when in-line skating.

Obesity is a public health concern in Bermuda. Approximately
10% of children and adolescents age 5-15 years have weight-for-
age above the recommended level, and some are obese. Decreases
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in the incidence of dental decay have been maintained over the
past decade and oral health in children is generally excellent. This
is largely attributed to a preventive dental care program for
infants and children that provides free fluoride treatment. The
voluntary school-based health program has maintained high
participation levels.

During 1996-2000, there were 25 deliveries to females 15
years of age or younger, of which 18 were live births. There were
386 deliveries reported in the 16—19 years age group, and 411 live
births to 16—20-year-olds. There were 48 therapeutic abortions
among teenagers (12.4% of teenage deliveries).

Adults (20-59 years)

There were 303 deaths among adults age 20-59 years in the pe-
riod 1997-1999. Of these, 189 (62%) were males; the male-female
ratiowas 1.17:1.0nly 36 (12%) of these deaths occurred in the age
group 20—-34 years; most (267 or 88%) occurred in the age group
35-59 years. In 1999, 8 of 11 deaths among 20—34-year-olds were
due to external causes, while 30 of the 86 deaths among 35-59-
year-olds were due to neoplasms and 27 to circulatory diseases.

There were 58 deaths from diabetes during 1997-1999; in
1999, all were persons over 40 years of age. In addition, there were
860 admissions to the general hospital in 1997-2000 due to dia-
betes, with an average length of stay ranging from 28.6 days in
1998-1999 to 20.5 days in 2000.

Childbirth and accidents were major causes of hospital admis-
sion among adults age 25—44 years, and diseases of the circula-
tory and digestive systems and cancers were the leading causes of
admission among persons age 50-64 years.

In 1997-1999, there were 887 cases of infection from sexually
transmitted diseases, excluding HIV/AIDS.

The Adult Wellness Report (1999) suggested that 35% of
adults were obese (BMI = 30), and that 25% were overweight
and/or obese (BMI = 25).

In 1999, 90% of women who required mammograms received
them, 95% of women 40 years of age and older had a Pap smear,
and 60% of men over 40 years of age had a prostate exam. Most
pregnant women continued to make their first prenatal visit dur-
ing the first trimester either in Government facilities or to private
practitioners; around 2000, 99% of births occurred in the hospi-
tal. In 2000, over 95% of pregnant women received prenatal care,
and 99% were fully immunized against tetanus; all births took
place in hospital. Of the 4,168 births in the period 19962000,
976 (23%) were to women 35 years of age and older, and were
considered high-risk pregnancies. This reflects the aging of the
population, and indicates that many women are choosing to have
children at older ages.

Elderly (60 years and older)

The elderly represent the fastest growing segment of Ber-
muda's population. Heart disease and cancer are among the lead-
ing causes of death of persons 60 years and older. There were
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1,107 deaths in this age group during 1997-1999, accounting for
78% of total deaths. There were 352 deaths among this age group
in 1999, of which 149 (42%) were due to circulatory diseases and
108 (31%) were due to neoplasms.

The most common causes of hospitalization among persons age
65—74 years included diseases of the circulatory system, cancer,and
diseases of the digestive system. Among persons 75 years and over,
the major causes of hospitalization were diseases of the circulatory
and respiratory systems. Data from the general hospital indicate
that between mid-1998 and mid-2000, 85 persons age 65 years and
older were hospitalized for pneumonia, 84 for intermediate coro-
nary syndrome, 81 for congestive heart failure, and 75 for cataracts.

Workers' Health

The Office of Health and Safety oversees the enforcement of
health regulations in the workplace. “No smoking” policies are in
place in Government offices and virtually all other institutions.
There were no industrial site fatalities during the 1995—2000 period.

The Disabled

Bermuda has two special education facilities for handicapped
and impaired children. In addition, a specially equipped housing
complex, Summerhaven, is available for physically impaired ado-
lescents and adults. Disabled students are being mainstreamed
from special schools into the regular school system, where para-
professionals are assigned to facilitate the process; in the
1997-2000 period, a Government post was established to coordi-
nate this activity. In 2000, an agency was established to oversee
the implementation of universally recognized human rights for
disabled persons.

By Type of Health Problem

In 1997-2000, there were no natural disasters or reports of
zoonoses, including rabies. Cholera has not been reported for at
least 40 years.

Diseases Preventable by Immunization

The incidence of diseases preventable by immunization is low.
Immunization against diphtheria, measles, mumps, pertussis,
polio, rubella, and tetanus has been maintained at consistently
high levels. Hepatitis B and Haemophilus influenzae type b vac-
cine are also included in the national immunization plan.

Intestinal Infectious Diseases

There were 187 cases of Salmonella and 4 cases of shigellosis
during 1997-2000; 55 cases of other foodborne illnesses were re-
ported in the period 1998—2000.

Acute Respiratory Infections
There were 62 deaths due to acute respiratory infections dur-
ing 1997-1999; of these, only 4 were among persons younger
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than 60 years. There were 1,169 admissions to the general hospi-
tal due to asthma, with the average length of stay ranging from
6.0 days in 1998 to 4.2 days in 2000. The fact that respiratory
diseases were the third leading cause of death in 1997 and 1998,
and that asthma and pneumonia were leading causes of hospital-
ization during the period 1998-2000, is of concern.

HIV/AIDS

HIV and AIDS, first reported in 1982, are a major public
health problem in Bermuda. Figure 3 shows the annual AIDS in-
cidence in Bermuda from 1991 to 2000. By the end of 2000, a
total of 453 cases had been recorded and 359 (79%) persons had
died. Females accounted for 24% of all reported cases. Four pe-
diatric cases were recorded during the period 1982-2000.
Ninety percent of the total cases occurred among the Black pop-
ulation. Most cases (208 or 46%) occurred in the age group
30-39 years, followed by the 40-49 years age group (135 or
30%); there were only 45 cases (10%) among persons age 20—29
years. Thirty-nine percent of cases were reported in intravenous
drug users and 30% in homosexual or bisexual men. The per-
centage of cases occurring among intravenous drug users has
gradually declined, while cases among homosexual and bisexual
men, and among heterosexual partners of persons infected with
HIV, have increased.

Sexually Transmitted Infections

Incidence rates for sexually transmitted diseases did not
change significantly in the period 1997—-2000. Reported cases of
gonococcal infections decreased, while the rates of reported cases
of syphilis, chlamydia, and nonspecific urethritis have increased
slightly. The rate for herpes has remained about the same. In the
period 1997-1999, there were 252 cases (22%) of sexually trans-
mitted infection, excluding HIV/AIDS.

Diseases of the Circulatory System

The number of deaths due to diseases of the circulatory sys-
tem in 1998 (195) was 1.8 times greater than in 1990 (110). Death
rates for heart disease remained unacceptably high during
1997-2000. Approximately one in five deaths were due to cardio-
vascular disease in 1999. That year, there were 176 deaths from
cardiovascular disease, of which 38 were due to acute myocardial
infarction, 25 to cerebrovascular disease, 20 to chronic ischemic
heart disease, 15 to atherosclerotic heart disease, and 6 to ather-
osclerosis. There were 2,038 hospital admissions due to cardio-
vascular disease between 1997 and 2000, with an average length
of stay ranging from 11.6 in 1997 to 7.3 in 2000.

Malignant Neoplasms

The number of deaths due to malignant neoplasms in 1998
(157) was 1.4 times greater than in 1990 (109). From 1996 to
1998, there were 79 deaths from malignant neoplasms of the di-
gestive organs, 62 of the respiratory system, 54 of the female

breast, 47 of the male genital organs, and 20 of the skin. In 1999,
there were 138 deaths from malignant neoplasms; of these, 27
were malignant neoplasms of the trachea, bronchus, or lung, 17 of
the prostate, 13 of the female breast, 10 of the pancreas, 4 of the
stomach, and 2 of the uterus. Approximately one of every four
deaths was attributed to cancer, which has increased in frequency
as a cause of death.

Between 1997 and 2000, 225 cases of malignant neoplasm of
the male genital organs were diagnosed, as well as 201 cases of
the digestive organs, 196 of the female breast, 193 of the skin, and
115 of the respiratory system.

Accidents and Violence

There were 67 deaths from accidents and violence during the
period 1997-1999. Accidents are a major public health problem
that contribute significantly to morbidity and mortality.
Although alcohol analyzers have been introduced, and road
safety campaigns are ongoing, fatalities from motor vehicle acci-
dents remained high. Accidents were the major cause of death
among 15—-34-year-olds; the majority of deaths were males.

RESPONSE OF THE HEALTH SYSTEM

National Health Policies and Plans

Bermuda’s health policy emphasizes several areas, including
maternal and child health, health of schoolchildren, community
nursing for the elderly, dental health, control of communicable
diseases, mental health, and alcohol and drug abuse. Population
groups designated for special attention include mothers and in-
fants, school-age children, and the elderly.

During 1997-2000, public health policy concerned itself with
improving the public health infrastructure to facilitate the deliv-
ery of health services. Health education, public health core func-
tions, and professional training were also emphasized.

Health Sector Reform Strategies and Programs

During 1997-2000, reviews were carried out to find strategies
to contain escalating drug and health care costs, and at the same
time meet the needs of the increasing number of elderly persons
and of the poor. Solutions included a restructuring of insurance
schemes for these groups to facilitate increased availability of
pharmaceuticals, especially for diabetes, chronic heart failure,
and asthma. In 2000, a “one-stop” service center for the elderly
was proposed. The issue of hospital versus home health care for
the elderly was also addressed.

Health sector reform activities focused on several areas, par-
ticularly quality assurance in hospitals, physician accountability,
and program management. In addition, the hospital instituted a
departmental structure, creating department chief positions for
surgery, medicine, and pediatrics.
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The Health System

Institutional Organization

The public and private health care systems collaborate closely in
the provision of health care. Responsibility for public health care
lies with the Ministry of Health and Family Services. The Ministry
is mandated to promote and protect the health and well-being of
Bermuda’s residents, and is charged with assuring the provision of
health care services, setting standards, and coordinating the health
care system. The Minister of Health sets public policy and reports
to the Cabinet. The Ministry is responsible for health planning and
evaluation; there is no central planning agency.

The Ministry of Health and Family Services is composed of
several departments and agencies, including the Department of
Child and Family Services, the Department of Financial Assist-
ance, the Housing Corporation, and the National Drug Com-
mission. Each department is responsible for its own operation,
under the authority of the Permanent Secretary, and the direction
of the department head or director.

The Ministry is also responsible for Bermuda’s two hospitals,
King Edward VIl Memorial Hospital (the general hospital) and
Saint Brendan's Hospital (the psychiatric hospital). The general
hospital has 226 beds, and private, semiprivate, and public wards.
Services are organized into five multidisciplinary programs: con-
tinuous care, critical care, maternal/child care, medical care, and
surgical care. The nursing and medical staff, recruited locally and
worldwide, is diverse, and provides quality nursing and medical
care within the community using up-to-date procedures and
technological equipment.

Developments in Health Legislation

The Public Health Amendment Act of 1999 and the Public
Health Mammography Regulations of 2000 introduced require-
ments for registration, accreditation, and management of mam-
mography programs and facilities. The Children’s Act of 1998 and
the Day Care Center Regulations established new standards of
day care services for providers. The Residential Care Homes and
Nursing Homes Act of 1999 established standards for long-term
care facilities for elderly persons. The Mental Health Amendment
Act of 1997 comprehensively revised existing mental health laws.
The Professions Supplementary to Medicine Amendment Act of
2000 expanded the categories of health personnel subject to reg-
ulation. This Act also updated definitions for existing categories
and established requirements for re-registration and continuing
education. The Nursing Act of 2000 established requirements for
categories of nurses and continuing education requirements.

Private Participation in the Health System

There is a large private sector with fee-for-service practices,
and an increasing number of informal groups or corporations of
specialist physicians and allied health professions; part of their
focus is on primary care.
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Health Insurance

Bermuda has no universal, publicly funded health insurance.
Health insurance schemes are provided through private compa-
nies, public agencies, and employers. Government employees are
insured through the Government Employees Health Insurance
Scheme, while several major employers operate approved
schemes to cover their employees. The Hospital Insurance
Commission operates a health insurance plan, the Hospital
Insurance Plan. This plan has an annual open enrollment period
designed to ensure access to health (hospitalization) insurance for
all residents of Bermuda. Hospitalization insurance is mandatory
for all employed and self-employed persons. Both employers and
employees contribute to hospitalization insurance, with employ-
ers contributing 50% of the premium costs. Insurance coverage is
nearly universal, and some individuals are overinsured. Insurance
sold by private companies and public agencies is regulated
through the Hospital Insurance Commission, and must provide
mandated minimum benefits (the Standard Hospital Benefit).

A Mutual Reinsurance Fund, also administered by the Hos-
pital Insurance Commission, has been developed to cover dialy-
sis, anti-rejection drugs, and hospice care. Hospitalization is pro-
vided free-of-charge to children and the elderly; costs are covered
through a Government subsidy to the Bermuda Hospitals Board.

Organization of Regulatory Actions

Health Care Delivery

Responsibility for providing public health services rests with
the Ministry of Health and Family Services, which is mandated to
provide disease prevention and control, as well as health promo-
tion services. It also serves as a regulatory agency, and monitors
food safety, and water and air quality. It also provides a variety of
public health services, including personal health and dental
health as well as environmental health services.

The Public Health Service is heavily involved in providing per-
sonal health services and administers a number of traditional
public health programs, including maternal and child health;
school health; immunization; communicable disease control;
home health care, including health visiting, district nursing, and
selected specialized care for such diseases as AIDS; rehabilita-
tion; health education; and health promotion.

Bermuda is divided into three health regions to facilitate the
delivery of public health services. In each region, the Ministry of
Health and Family Services operates a health center that offers
prenatal care, family planning, immunizations, child health, and
other primary care services, as well as dental clinics for children.

Private voluntary agencies provide some specialized services
with Government assistance, such as community-based oncol-ogy
nursing, personal services for HIV-infected persons, and others.

King Edward VII Memorial Hospital and Saint Brendan's
Hospital are administered by the Bermuda Hospitals Board, a
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statutory body appointed by the Minister of Health and Family
Services. The Board delegates day-to-day responsibilities for the
running of the hospital to an Executive Director, who is assisted
by several senior managers, including a Chief of Staff and a
Director of Nursing and Patient Services. Medical staff commit-
tees representing the physicians are involved in the administra-
tion of the hospital. Both hospitals undergo periodic accredita-
tion reviews by the Canadian Council on Hospital Accreditation.
There are no private hospitals in Bermuda.

Certification and Professional Health Practice

Licensing is required for most health professions. Regulation
of physicians is provided through the Bermuda Medical Council
under the 1972 Medical Practitioners Act. Nurses are registered
with the Bermuda Nursing Council on an annual basis, while
pharmacists are regulated through the Bermuda Pharmacy
Council. The Bermuda Dental Board licenses dentists, and the
Opticians Board licenses opticians and optometrists. The Council
on Professions Supplementary to Medicine registers and regu-
lates nutritionists/dietitians, physiotherapists, audiologists, and
other allied health workers. Professional associations also exist
for these categories of health professionals.

There are no legal provisions for the registration of nurse practi-
tioners or physicians' assistants. Legislation governing psychologists
has been drafted. There are no regulations on counselors.

Basic Health Markets

The Ministry of Health and Family Services monitors the
manufacture, importation, and distribution of drugs and medical
supplies. The importation of drugs follows strict guidelines; for
example, drugs not authorized for use in the country in which
they are manufactured cannot be imported into Bermuda. The
main suppliers of drugs are Canada, the United States, and Great
Britain. The Ministry of Health and Family Services also moni-
tors the importation and use of vaccines and biologicals, as well
as the quality and applicability of medical equipment.

Organization of Public Health Care Services

Health Promotion

“Health for Success,” a comprehensive school health program,
was developed during the 1997—-2000 period. The purpose of this
project was to develop a network to expand health promotion ac-
tivities in schools and communities.

Television and radio advertising of tobacco products is pro-
hibited, and the Department of Child and Family Services con-
trols the advertisement of tobacco products in newspapers.

Disease Prevention and Control Programs
Disease prevention and control activities and functions are the
responsibility of the Ministry of Health and Family Services,

which also provides health analysis and epidemiology services.
Routine laboratory tests are conducted in country, and formal
arrangements exist for some specialized laboratory testing with
overseas laboratories.

Potable Water and Sanitary Excreta Disposal/Sewerage Services

Potable water and sanitary excreta disposal are handled on an
individual household basis; hotels and other establishments have
their own systems. As there are few natural water supplies in
Bermuda, water is obtained mainly through a roof cistern collec-
tion system. Desalinization through a reverse osmosis process
and water treatment at the Wellington Water Works supplement
hotel and residential water needs. By law, well water is to be used
only for non-drinking purposes. However, there are some private
licensed wells that supplement the tank supply; these are moni-
tored by the Environmental Health Division.

Sanitary excreta is handled through individual septic tanks, as
the islands’ limestone formation provides a natural filtering sys-
tem. Beaches and harbors are monitored to control sewerage dis-
posal or dumping into the ocean. Ships hook into a main sewer-
age line for disposal in the capital city and Dock Yard (a port). In
the town of Saint George’s, ship sewage is disposed of in a hold-
ing tank. In general, sewage is treated and only then channeled
out to sea. Monitoring was conducted to assure that sewerage was
treated prior to disposal into the sea, and although no serious
health problems were reported, the process was of concern and
under review in 1997-2000.

Food Protection and Control

Protection and control of food, including the monitoring of the
quality of imported food, is carried out by the Ministry of Health
and Family Services, which also monitors food handlers and itin-
erant food vendors.

Organization of Individual Health Care Services

Ambulatory, Emergency, and Inpatient Services

Primary health care services, which are generally available on
demand, are delivered at private physicians’ offices, Government
health centers, and hospital outpatient clinics. Additional ambu-
latory care services are provided through specialty clinics and the
emergency room at the hospital. A substantial proportion of
primary health care is delivered through the private sector. The
majority of physicians and dentists are independent, private
practitioners. Most other health care providers are employed on a
salaried basis by the hospitals, the Public Health Service, or by
private physicians.

There are no health maintenance organizations, independent
practice associations, or preferred provider organizations. There
are no provisions for prepaid medical care. There are a small
number of multispecialty group practices and a limited number
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of partnerships involving specialists. Primary care physicians, in-
cluding internists and pediatricians, account for half of all physi-
cians in active practice. General practitioners (i.e., family physi-
cians) and other primary care physicians coordinate care and
control access to other specialists. Office visits are a major por-
tion of physician—patient contact. Almost all physicians have ad-
mitting privileges at the hospitals.

In addition to its specialty, ambulatory care clinics, the general
hospital operates a primary care clinic for indigent patients. The
average length of stay at the general hospital was 8.1 days during
1996-1997 and 7.7 in 1998-1999. The occupancy rate dropped
from 76% in 1996—1997 to 69% in 1998—1999.

Emergency and outpatient surgery services are only provided
at the hospital. There were over 32,349 patient visits to the emer-
gency room in 1999.

There are no secondary or tertiary care hospitals in Bermuda.
However, tertiary care is provided through links with institutions
inthe US.A., UK., and Canada.

Specialized Services

The general hospital provides diagnostic and treatment serv-
ices for patients with a variety of medical conditions. Services in-
clude medicine, surgery, obstetrics and gynecology, rehabilita-
tion, and geriatrics. The hospital also provides some specialized
services, including oncology, renal dialysis, and medical and sur-
gical intensive care.

Mental health services are provided by psychiatrists, psycholo-
gists, a psychiatric social worker, mental health welfare officers at-
tached to Saint Brendan's Hospital, and the Employee Assistance
Program. Saint Brendan’s, Bermuda’s only psychiatric hospital,
provides care and treatment for both mentally ill and mentally
handicapped individuals. Accredited by the Canadian Council on
Health Services Administration, and recognized by the Royal
College of Psychiatry as a training site for psychiatric resident
doctors, Saint Brendan'’s provides a high standard of comprehen-
sive mental health care and services. Embracing the Program
Management structure, Saint Brendan's covers all areas of psychi-
atry, including acute general adult, child, and adolescent psychia-
try, rehabilitation, community care, extended care, and the sub-
specialties of learning disability and substance misuse. Forensic
psychiatric services are provided to the prisons and consulting
services are provided to the general hospital and social service
agencies. The 120-bed hospital, which serves approximately 600
outpatients per year, has undergone a process of deinstitutional-
ization over the past 20 years, and today has several community
group homes. Services are provided by an interdisciplinary, mul-
ticultural team of professionals. Saint Brendan's operates a day
hospital and an outpatient clinic, and provides community-based
services. It also maintains a halfway house and supports addi-
tional facilities within the community. With the exception of one
psychiatrist in private practice, the Hospitals Board employs all of
the consultant psychiatrists in Bermuda on a salaried basis.
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The Hospitals Board and the Government operate long-term
care facilities. Skilled nursing care facilities include Lefroy House,
with 57 beds, and the Extended Care Unit at the general hospital,
with 90 beds. A hospice facility, Agape House, provides care for in-
dividuals with terminal ilinesses, including AIDS. It is operated by
the Hospitals Board and is partially subsidized by public funds.
There are eleven residential care facilities for the elderly, including
nursing homes that provide limited nursing care and personal
services, as well as domiciliary care homes that provide room and
board and limited assistance with personal services. Most of these
facilities are partially funded through public monies.

Human Resources

Availability by Type of Resource

In general, Bermuda had sufficient human resources to meet
its heath needs. Over the period 1997-2000, the number of physi-
cians increased, as did the number of visiting specialist physi-
cians. There were 16.7 physicians per 10,000 population in 1999.
There were 105 physicians in active practice, and while this num-
ber is assumed to be in keeping with needs, there were shortages
in some specialty areas. Physician specialties included general/
family practice (33), internal medicine (9), anesthesiology (8),
emergency medicine (7), public health/preventive medicine (6),
pediatrics (5), psychiatry (5), general surgery (4), obstetrics/gy-
necology (4), orthopedics (4), sports medicine (4), otolaryngol-
ogy (3), radiology (3), cardiology (2), dermatology (2), ophthal-
mology (2), pathology (2), geriatrics (1), and urology (1).

Nurses represent the largest group of health care providers in
the country; there were over 800 licensed nurses, including regis-
tered nurses, and psychiatric nurses in 1999. Registered nurses
accounted for 75% of nurses. Most nurses were hospital based,
and a significant proportion of these were non-Bermudian. There
is an ongoing shortage in some nursing specialties.

There were 4.6 dentists per 10,000 population. Twenty-seven
dentists were in active practice; five were in the Public Health
Service. Most private dentists have independent practices.
Specialized dentistry, such as periodontics and orthodontics, is
also available.

There were a variety of allied health personnel, including 40
medical lab technologists, 23 radiographers, 15 occupational thera-
pists, 15 physiotherapists, 10 nutritionists/dietitians, and 7 speech-
language pathologists. There were 38 pharmacists, who provided
services ranging from retail pharmacy to clinical pharmacology.
Most pharmacists were employed on a salaried basis. Nurse mid-
wives are registered but do not provide independent care.

Training

Bermuda has no medical schools or graduate medical educa-
tion programs, though continuing medical education is required
for hospital-based physicians. Refresher courses and a degree
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program for nurses have been developed at Bermuda College in
conjunction with overseas institutions. Training programs for
emergency medical technicians have been established by both
the Bermuda Fire Service and the Bermuda Hospitals Board.
Health care providers received intensive training in the manage-
ment of asthma. In addition, several diploma courses were offered.

Health Research and Technology
No formal scientific research projects were conducted during
the period 1997-2000.

Health Sector Expenditure and Financing

The health care system is financed through a variety of mech-
anisms. Health services are paid either through an insurer, by a
Government agency, or by consumers. The prevailing method of
payment for doctors and dentists is fee-for-service. There are no
Government controls on physicians’ fees; however a fee schedule

for hospital-based physician services is established annually by
the Bermuda Medical Society and the Health Insurance
Association of Bermuda. The Government determines overall in-
creases in hospital fees, and regulates the acquisition of major
equipment and services. Funding for the general hospital is pro-
vided through a variety of mechanisms, including insurance and
Government subsidies. The Government provides an operating
grant to the psychiatric hospital.

Though nongovernmental agencies provide such health serv-
ices as diabetes education, home health care, and food aid pro-
grams, they do not provide direct funding. Government expendi-
ture on health and social services amounted to US$ 105.3 million
in 1996-1997 and US$ 112.3 million in 1998—1999.

External Technical Cooperation and Financing

During the period 1997-1999, the Pan American Health
Organization and the Caribbean Epidemiology Centre provided
technical cooperation in health to Bermuda.
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FIGURE 1. Population structure, by age and sex, Bermuda,
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FIGURE 3. AIDS incidence, by sex, with male-female ratio,
Bermuda, 1991-2000.
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BOLIVIA

OVERVIEW

lels 9° 39" and 22° 53 south latitude. It covers an area of

1,098,581 km?, approximately 60% eastern plains with a
warm climate, and the remaining 40% Andean highland plateaus
(altiplano), where the climate is cold. The population of Bolivia in
2000 was estimated at 8,328,700 inhabitants, on the basis of the
1992 census, with an overall population density of 7.6 inhabitants
per km?, ranging from as few as 0.9 inhabitant per km?in the de-
partment of Pando to as many as 27.4 per km? in Cochabamba.

Bolivia is a unitarian republic with representative democratic
government headed by a president. Its sovereignty lies with the
people; government authority is vested in three branches of
power: executive, legislative, and judiciary. The country is divided
administratively into 9 departments, subdivided into 112
provinces, which in turn are subdivided into 314 municipalities.
As a result of the State promoting a decentralization process in
recent years, local administration of the municipalities has be-
come particularly important. After rule of law was restored in
1982, the judicial modernization and reform of the State led to
the establishment of the Constitutional Tribunal, the Public
Defender’s Office, and the Judiciary Council. In the legislative
area, the Political Parties Act was passed and single-member dis-
trict representation was introduced. Modernization policies in-
cluded passing the Community Involvement Act (Ley de
Participacion Popular) and reforming the Constitution in 1994,
thereby increasing the degree of participatory democracy by del-
egating responsibility for municipal management to autonomous
governments of equal hierarchy under a Council and a mayor
elected by universal suffrage.

By 1998, GDP had risen to US$ 1,010 per capita (at current
prices), posting 4.3% growth between 1990 and 1998, falling to
0.4% in 1999, and rising to 2.4% in 2000 (Figure 1). Over that pe-
riod, mean annual inflation was 10%, declining from 18.0% in
1990 to 3.1% in 1999. The fiscal situation tended to be favorable
over that period; however, in 1997, the deficit increased with the
reform of the pension system, the cost of which is assimilated en-

B olivia is situated in central South America between paral-
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tirely by Bolivia's National Treasury. During the 1990s, the sectors
with above-average growth were electricity, gas, and water; trans-
portation, storage, and communications; construction and public
works; and financial institutions and insurance companies. The
following sectors grew at a below-average rate: manufacturing;
community, social, and personal services; mining and quarrying;
restaurants and hotels; trade; agriculture; public administration
services; and domestic services.

The open unemployment rate was down by around 4% in
1999; however, only 48% of the working population in the de-
partment seats are salaried workers entitled to social protection
benefits. The unemployment figure is low, basically because there
is no unemployment insurance, so people use multiple strategies
to survive, and 50% of the labor force is in fact underemployed.
In 1999, women accounted for 45% of the working population in
the department seats; only 34% of working women are in full em-
ployment, compared with 65% of men; moreover, data gathered
by Bolivia's National Statistics Bureau show that women's salaries
tended to be lower and their working conditions more precarious
than men's. The State ceased to be the main source of employ-
ment over the last few years; its share fell from 26% in 1986 to 8%
in 1999.

The incidence of poverty in the Bolivian population, measured
in terms of income, fell from 80% in 1976 to 71% in 1990 and to
60% in 1997. The proportion of indigent poor dropped from 75%
in 1976 to 67% in the 1990s. Poverty affects over 50% of the pop-
ulation (56% in 1996 and 50% in 1997): the poor would need
50% more income to bring them all above the poverty line. The
Gini coefficient, an indicator of the inequality of income distri-
bution, stood at 53.4 in 1996 and 56.2 in 1997. However, the mean
poverty indicators disguise serious differences from the point of
view of sociospatial distribution: the highest incidence of poverty
is concentrated in rural areas and affected 80% of the population
in 1990. Table 1 summarizes the breakdown of poverty, indi-
gence, and the Gini coefficient in the country’s nine departments
and in La Paz and El Alto.

The 1997 National Survey of Employment estimated national
illiteracy at 8% among men over 15 and at 22% among women in
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the same age group; this means there are 2.8 times more illiterate
women than men; the ratio is as much as 4.0 in Oruro, 3.5in La
Paz, and 2.5 in Cochabamba and Santa Cruz. Illiteracy among
women aged 15 years and older in rural areas is even more criti-
cal, reaching 55% and 52% in the departments of Potosi and
Chuquisaca, respectively. According to the results of the National
Survey of Employment, the following rates of female illiteracy
were recorded for the main cities: 15% in El Alto, 14% in Sucre,
13% in Tarija, 12% in Potosi, and 10% in La Paz.

In rural areas, 31% of women speak only their indigenous lan-
guage and 42% also speak Spanish, although the latter commu-
nicate mostly in their autochthonous language; in other words,
two of every three Bolivian peasant women habitually speak in
their indigenous mother tongue. According to estimates from
UNDP’s 1998 Report on Human Development in Bolivia, 60%—
65% speak in Quechua, 25%—30% in Aymara, 5% in Guarani,and
1%—2% in other autochthonous languages. In department seats
where there is a high level of peasant migration, as well as in
urban areas, the proportion of bilingual women who speak an in-
digenous language as well as Spanish is close to 30%.

In 1996, Bolivia's male population had an average of 6.5 years
of schooling, and females 5.1 years. According to the aforemen-
tioned UNDP report, the need to work is the reason most fre-
quently cited to explain why children aged 6-19 years do not at-
tend school, followed by insufficient financial resources. Among
women, the other reason often mentioned was “domestic obliga-
tions”; in effect, “if those obligations were officially considered
work, [...] that would be the predominant reason for women fail-
ing to attend school and would be a weightier one among girls
than boys.”

In 1993-1995, the average supply of food energy was 1,835
kcal per person per day, 12% less than the estimated requirement
(2,085 kcal); vegetables were the main source of calorie input
(81%—84%). Rural and remote plains, valley, and altiplano re-
gions have the lowest level of food energy supply in the country,

TABLE 1. Poverty indicators by department, Bolivia, 1996.

Department Poverty Indigence Gini
(or city) (%) (%) coefficient
Santa Cruz 67.7 38.7 49.3
La Paz (department) 69.5 45.0 58.0
La Paz (city) 61.2 35.2 58.0
El Alto (city) 79.9 50.0 44.7
Cochabamba 69.8 434 50.0
Pando 744 44.0 48.4
Beni 74.8 46.0 517
Tarija 76.9 52.1 535
Chuquisaca 79.2 59.7 59.5
Potosi 814 55.8 50.8
Oruro 84.3 63.8 50.7
Total for the country 72.2 46.7 53.4

Source: R. Morales, based on the National Employment Survey.
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and food in the plains and altiplano regions has the lowest pro-
tein content: 29 g per person per day, half the required amount
(57.7 g). With regard to the national standard for protein and fat
consumption, fat intake since 1995 has grown in relation to pro-
tein intake. Two-fifths of the population have below-average ade-
quate energy consumption; adequate energy and protein intake
are lower in homes where the mother is illiterate or has only a
basic level of education.

In the last 50 years, the Bolivian population has tripled in size,
at an overall average growth rate of 2.25%. The department with
the lowest level of growth between 1950 and 2000 was Potosi
(0.84%), and the one with the highest growth rate was Santa Cruz
(4.01%). This increase was accompanied by an intense urbaniza-
tion process. According to estimates of the Ministry of Sus-
tainable Development, the rural population accounted for 65% of
the country’s entire population in 1950, but by 1992, it had
dropped to 42.5% and in 2000 to 35%. Bolivia’s population is
young, and the underlying structure of the population is a broad-
based pyramid (Figure 2). In 2000, according to the above-men-
tioned source, 15% of the population was under 5 years of age,
40% was under 15 years, 59% was under 25, and 31% was be-
tween 10 and 24 years; women of childbearing age accounted for
24% of the population and 4% of the population was over 65. The
total fertility rate remains high; between 1995 and 2000, women
had 4.4 children on average, with as many as 5.0 children per
woman in the departments of Beni, Chuquisaca, Pando, and
Potosi, and 4.0 in La Paz.

Migratory flows registered in the 1992 census are the only re-
cent indications of internal migration available for the country.
According to the Ministry of Sustainable Development, the de-
partments of Santa Cruz and Tarija continue to be the main des-
tination of migrants; the departments of Beni and Cochabamba
no longer appear to be sources of emigration and instead have
become migrant destinations. From around 1992 on, the depart-
ments of Potosi, Oruro, Chuquisaca, and La Paz registered nega-
tive net migration rates.

Mortality

The annual crude death rate was estimated at 9 deaths per
1,000 population between 1995 and 2000, and life expectancy at
birth at 61.4 years. The lowest life expectancy was recorded in
Potosi (57.3 years for men and 60.5 years for women) and the
highest in Santa Cruz (66.0 years and 69.6 years for men and
women, respectively).

It is not yet possible to determine the structure of mortality
accurately, because Bolivia has not yet managed to develop a sys-
tem to record vital statistics. Underregistration of mortality is be-
lieved to be as high as 63%. According to the National Civil
Registry Office, the main reason is that burials in rural cemeter-
ies are rarely registered. A study on general mortality conducted
in 2000, based on information from 21 cemeteries, was used to
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identify the causes of death classified by broad groups according
to PAHO list 6/67 (ICD-10). It found that 30.3% of deaths resulted
from diseases of the circulatory system, 12.0% from communica-
ble diseases, 10.7% from external causes, 8.7% from neoplasms,
5.4% from conditions originating in the perinatal period, 22.2%
from other causes, and 10.8% from signs, symptoms, and ill-
defined conditions. Figure 3 shows proportional mortality by
broad groups of causes during 2000.

HEALTH PROBLEMS
By Population Group

Children (04 years)

The infant mortality rate declined steadily in the 1990s: it fell
from 89 deaths per 1,000 live births in 1988 to 75 in 1993 and 67
in 1998; by the year 2000, it was estimated at 55 per 1,000.
However, between 1992 and 1994, the rise in the Gini coefficient
from 0.13 to 0.16 reflected the increased inequality of infant
mortality.

In rural parts of the country, the infant mortality rate ex-
ceeded 80 deaths per 1,000 live births, except in the departments
of Tarija, Beni, and Pando; in the rural areas of the department of
Potosi, there were 126 deaths per 1,000 live births in 1998. Infant
mortality is appreciably lower in urban areas, especially in de-
partment seats like Cochabamba (35 per 1,000 live births). The
exception is La Paz (110 per 1,000), which includes the city of El
Alto, where the level of migration from rural areas is high.

The neonatal mortality rate averages 34 per 1,000 live births
nationwide and varies significantly from one department to an-
other: 47 per 1,000 in La Paz-El Alto; 44 in Potosi; 38 in
Cochabamba; 35 in Chuquisaca; 25 in Oruro; 20 in Santa Cruz,
Beni, and Pando; and 15 in Tarija. Early neonatal mortality (in
the first week of life) represents 57% of neonatal deaths; the re-
maining 43% correspond to late neonatal mortality (7—28 days
after birth).

The mortality rate among children under 5 years, which was
131 per 1,000 live births in 1989, dropped to 116 in 1993 and to
92 in 1998, and the estimate for 2000 was 79 per 1,000 live births.
Approximately 40% of deaths in children under 5 occur in those
under 1 month old, 37% in infants 1-11 months, and 23% in chil-
dren 1-4 years of age. Nationwide, 36% of deaths in children
under 5 years are attributed to diarrhea, 20% to pneumonia, 16%
to perinatal causes, 3% to diseases preventable by immunization,
and 25% to other causes.

In 1998, data on the level of education of mothers, geographi-
cal region, place of residence, and degree of marginalization in
different municipalities showed that the mortality rate in the
population under 5 years of age is conditioned by these factors.
The risk of death for a child in this age group is three times
higher if the mother is uneducated (mortality rate, 132 per 1,000

live births) than if she has intermediate or higher education (33
per 1,000 live births); and it is two to three times higher (146 per
1,000 live births) if she lives in a municipality with a high level of
marginalization, measured by indicators of income level and ac-
cess to basic services, than if she lives in a department seat (55
per 1,000 live births). It is also twice as high if she lives in a rural
area (125 per 1,000 live births) compared with an urban one (65
per 1,000 live births).

Adolescents (10-14 and 15-19 years)

In 1994, 37% of adolescent girls were mothers by the time they
were 19; by 1998, this proportion had dropped to 27%, although it
was 51% among unschooled adolescent girls. Beni, Pando, Tarija,
Santa Cruz, and Cochabamba have the highest rates of adolescent
fertility. In the 25-49-years age group, the average age at which
males initiated sexual activity was 17, and 19 for females.
Adolescents have little education or information about sex, and
they lack access to reproductive health services. Estimates show
that 14-19-year-old girls account for 69% of all abortions. Forty-
three percent of rural youths aged 12—-17 years had begun to drink
and 46% had begun to smoke, while nationally, 53% of youths
started to drink and 48% started to smoke between 18 and 24
years of age. The age group that runs the highest risk of consum-
ing stupefacients is 12—18-year-olds; however, 4.2% of consumers
of other drugs began between ages 5 and 11 years.

Adults (20-59 years)

In Bolivia, a woman with intermediate or higher education
has, on average, 2.7 children during her childbearing years,
whereas the average for an uneducated woman is 7.1 children.
The average age at which an uneducated woman gives birth to
her first child is 19; for an educated woman, it is 23. Among
women with intermediate or higher education, 99% say they are
aware of modern contraceptive methods, compared with 54% in
the case of uneducated women. Despite this, only 7.6% use such
methods. Educational messages on family planning reach 66% of
women with intermediate or higher education and 4% of women
without education. In the case of educated women, 98% of them
know about AIDS compared with only 29% of uneducated
women. The infant mortality rate among children of uneducated
women is 88 per 1,000 live births, three times the rate observed
in children of women with intermediate or higher education (29
per 1,000 live births). In 1994, the maternal mortality rate was es-
timated at 390 per 100,000 live births (274 in urban zones and
524 in rural areas). The rural altiplano had the highest maternal
mortality rate, with 602 maternal deaths per 100,000 live births.

Family Health

Child abuse is frequent and in 90% of cases is attributed to
parents resorting to such treatment “to bring them up properly”:
one of every three children is regularly the object of physical ag-
gression. Cases of rape and sexual abuse of children have also
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been reported. It is estimated that 5 to 6 of every 10 women are
victims of some form of violence in the home, and 2 of every 10
men are psychologically abused by their wives or partners.

Workers' Health

Over the last few years, workers' health has deteriorated because,
due to political and socioeconomic conditions, the workforce af-
fords higher priority to means of subsistence than to protection
from occupational hazards. Hence, informal production methods,
carried out under more hazardous working conditions, are on the
rise. As a result of the economic crisis, the increasingly precarious
labor conditions, combined with a lack of explicit policies in this
area, have undermined the existing institutions’ capacity to resolve
workers' health issues. In 1997, Law 1,732 on Compulsory
Insurance was passed and two pension fund administrators were
created. These entities will handle labor risk management until the
professional risk insurance companies envisaged in the law are cre-
ated. Despite the establishment of the Superintendency of Pension
Funds responsible for supervising and assessing the activities of the
insurance companies, to date no information is available on work-
ers’ health for the country as a whole.

Indigenous and Other Special Groups

By and large, the Aymara and Quechua communities in the al-
tiplano and the Andean valleys, and those living in rural areas,
have the most critical health indicators in the country; these pop-
ulations are below the poverty line and over half of them live in
indigent conditions. The health situation of the ethnic minority
groups inhabiting the Amazon region and the Bolivian Chaco is
no less critical; the only reports available are not up to date but
show 1990 infant mortality rates at close to 200 for every 1,000
live births among the Pacahura ethnic groups (Madera and
Abund Rivers), Reyesanos (Maniqui River), Guarasugwe (Chaco),
Cayubaba (Yata River), and Araona (Manuripi River).

By Type of Health Problem

Natural Disasters

The main threats are flood, landslide and mudslide, drought,
and forest fire, all of which occur on a cyclical basis with varying
degrees of severity. In the last few years, the most serious conse-
quences have been linked to the effects of the EI Nifio phenome-
non and its economic impact: 40 deaths and losses totaling US$
837 million in 1997, and 75 deaths and losses amounting to US$
527 million in 1998, according to ECLAC.

Although earthquakes are not frequent in Bolivia, the threat
does exist, mainly in Cochabamba. In 1998, the toll of the Aiquile-
Totora earthquake was 75 dead and 74 injured in a population of
7,000 inhabitants. The country has a disaster and emergency re-
sponse system but is unprepared for medium- and large-scale ca-
tastrophes.
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\ector-borne Diseases

In three quarters of the Bolivian territory, malaria is actively
transmitted through the circulation of Plasmodium vivax and P.
falciparum and the presence of the vectors, Anopheles darlingi and
A. pseudopunctipennis. Half the country’s population—3.5 million
people—Tlive in areas where malaria is prevalent. In 2000, 31,468
cases of malaria caused by the P. vivax parasite were reported [an-
nual parasite index (API) 8.8 per 1,000], 37% below the figure for
1999 (50,037 cases; API 14.3 per 1,000) and 58% less than in 1998
(74,350 cases; API 24.8 per 1,000). This situation contrasts with
1991 when 19,031 cases were reported (AP1 7.0 per 1,000). In 2000,
2,536 cases of malaria from P. falciparum were detected, which was
78% lower than the figure for 1998 (11,414 cases).

Chagas' disease is endemic in 60% of the Bolivian territory,
owing to the presence of the Triatoma infestans vector. This vast
endemic area encompasses 6 departments, 65 provinces, 169
municipalities, and 13,776 communities, with 700,000 infested
dwellings in rural and periurban areas alike, jeopardizing the
health of 4 million inhabitants. The prevalence of infection by
Trypanosoma cruzi is estimated at 40% of persons living in en-
demic areas, 24% of whom show some degree of electrocardio-
graphic change consistent with the disease. Serological screening
for Chagas' disease conducted by three blood banks in 1998 and
1999 showed a 17.5% incidence of Trypanosoma infection.

The increase in the number of cases of jungle yellow fever dur-
ing the 1980s was followed by a downward trend in 1990.
However, between 1996 and 1999, the incidence of the disease
rose significantly (30 cases in 1996, 63 in 1997,57 in 1998, and 68
in 1999), and then dropped sharply in 2000 (8 cases). Over the
last five years, 88 (39%) of these 226 cases occurred in the de-
partment of Cochabamba and 65 (29%) in Santa Cruz, the ma-
jority in 1999; in effect, 5 of every 8 cases confirmed in 2000 were
detected in Santa Cruz. In the last decade, the death rate from yel-
low fever exceeded 60%. Since 1999, the Expanded Program on
Immunization has dealt with the control of yellow fever. In 2000,
amass vaccination program was conducted in the areas at risk. It
was then extended to the rest of the country to include the entire
population of Bolivia. During 1996-2000, a total of 2,189,340
doses were administered.

Circulation of dengue virus serotype 1 and occurrence of cases
of classic dengue in the departments of Santa Cruz, Tarija, and
Beni have been documented since 1987. In 1998 and 1999, sero-
logical studies of 760 samples revealed an IgM positivity rate of
12.4% and 10 viral isolations: 9 corresponded to serotype 1 and 1
to serotype 2. The latest entomological evaluations reflect high
rates of vector infestation in Camiri (74%), Yacuiba (24%), tropi-
cal Chapare (19%), Boyuibe (8%), Cuevo (8%), and the city of
Santa Cruz (17%). In 1999, 27 cases of classic dengue were identi-
fied in the department of Santa Cruz, all in the first 25 weeks of the
year. In 2000, 80 cases, 62 of them in Santa Cruz, 12 in Beni, 4 in
Tarija, 1 in La Paz, and 1 in Pando, were detected. In 2000, 80% of
the cases were recorded between the third week in March and the
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second in May, after the rainy season. No cases of hemorrhagic
dengue with clinical or laboratory confirmation were reported.

Leishmaniasis is found in the tropical and subtropical rural
areas of the departments of La Paz, Beni, Pando, Santa Cruz,
Cochabamba, Tarija,and Chuquisaca. In 2000, the highest rates of
incidence were in Pando (380 cases per 100,000 population),
Beni (59 cases per 100,000), La Paz (40 cases per 100,000), and
Santa Cruz (13 cases per 100,000). More than half of the 1,735
cases of leishmaniasis reported in 2000 were concentrated in the
department of La Paz.

Endemic foci of plague were detected in 2000 in the depart-
ments of La Paz, Chuquisaca, Santa Cruz, and Tarija. In 1996 and
1997, there was an outbreak of human plague in San Pedro Apolo
(Franz Tamayo province, department of La Paz, the same en-
zootic-endemic area as the 1981 outbreak) and 17 cases were
confirmed with isolation of Yersinia pestis, resulting in 4 deaths
(24% mortality). The Pulex irritans flea was identified as the vec-
tor and rodents of the Orizomys genus were the reservoir. Since
then, no new cases have been reported in humans.

Diseases Preventable by Immunization

In 2000, the DPT3 vaccine and the poliovirus vaccine (OPV3)
provided national immunization coverage of 88.5%, and BCG
coverage was 94% among infants under 1 year of age; 100% of the
population aged 12—23 months was vaccinated against measles
(Figure 4). During 1996—-2000, annual coverage with DPT3 and
OPV3 was above 80%, except in 1997 (79%); coverage with the
measles vaccine was higher than 95%, except in 1998 (85%). The
desertion rate nationwide fell to 11% in 2000, thanks to the in-
crease in vaccinations administered.

Between the 20th week of 1998 and the 40th week of 2000, a
huge measles outbreak spread across the country, accounting
for 51% of all the reported cases in North and South America
in 1999. A total of 4,751 suspected cases were reported, of which
2,567 were confirmed. The under-5 years age group was
the most affected and the highest rates of incidence were
recorded in Tarija (60.3 cases per 100,000) and Beni (57.4 cases
per 100,000). The last confirmed case was reported in
Cochabamba.

Wild poliovirus was last isolated in Bolivia in 1986. The lowest
OPV coverage by department in 2000 was recorded in Beni
(76.1%) and La Paz (77.3%); the latter is the only department in
the country where coverage with this vaccine has not exceeded
80% since 1996. There has been a decrease in the number of
cases of acute flaccid paralysis (AFP) reported in children under
15 years: 11.9 cases per million population in 1998, 9.4 in 1999,
and 7.6 in 2000. The adequate stool specimen collection indica-
tor for AFP surveillance went up from 58% in 1998 to 68% in
1999 and to 72% in 2000. In the period 1996—2000, the depart-
ments that met the AFP detection target were Santa Cruz (5
years); La Paz, Chuquisaca, and Tarija (3 years); Oruro and Potosi
(2 years); and Cochabamba (1 year).

In the 1990s, the incidence of neonatal tetanus fell signifi-
cantly, with two cases reported and investigated in 2000. The na-
tional strategy is to vaccinate women of childbearing age in areas
at risk, administering the diphtheria toxoid vaccine introduced in
1990 to replace the tetanus toxoid vaccine.

With diphtheria’s low levels of transmission and focalized ge-
ographic location, the seasonal trend of the disease is dropping.
In 1999, four cases were reported among the school-age popula-
tion, and only two cases were reported in 2000. The incidence of
pertussis has also dropped, in line with the increase in DPT3 vac-
cine coverage: in 1996, 115 cases were reported, whereas just 10
cases were reported in 2000.

Rubella outbreaks in 2000 behaved in a similar manner to
the measles outbreak in the preschool and school-age popula-
tion in the majority of the country’s departments and 427
cases were confirmed, 60% of them in Santa Cruz. In July
2000, application of the MMR vaccine against measles,
mumps, and rubella was included in the regular EPI scheme
for the population aged 12—-23 months. Although mumps is
not yet included in the national epidemiological surveillance
system, in the 1996-2000 period, the National Health
Information Subsystem recorded 5,500 cases, of which 2,157
occurred in 1999 and 680 in 2000. The hepatitis B virus has
not been included in the national epidemiological surveillance
system either, nor is there any up-to-date information on the
incidence of this disease.

Intestinal Infectious Diseases

Bolivia saw 40,212 cases of cholera between 1991 and 1995,
resulting in 814 deaths (2.0% mortality), including 23,862 cases
in 1992. Since then there has been a downturn in incidence: 2,068
cases in 1996, 1,609 in 1997, 467 in 1998 (mortality rate 2.3%,
0.7%,and 0.0%, respectively), and no cases in 1999 or 2000. Since
1998, surveillance of Vibrio cholerae 01 and 0139 circulation in
individuals with suspicious diarrheal symptoms and in water for
human consumption and sewage has increased: 365 of 2,118
samples (17.2%) processed in 1998 tested positive for V. cholerae
01;1in 1999 and in 2000, all the samples processed (143 and 684,
respectively) tested negative.

Z0onoses

Teniasis and cysticercosis are found nationwide. Based on
studies conducted on urban and rural specimens between 1994
and 1996, the highest seroprevalence of teniasis and cysticercosis
was detected in Chuquisaca (12% and 16%, respectively),
Cochabamba (7% and 7%), Potosi (7% and 5%), Tarija (8% and
4%), and La Paz (8% and 3%, respectively).

The endemic zone of fascioliasis encompasses the provinces of
Los Andes, Ingavi, and Murillo in the northern altiplano of the
department of La Paz, where the prevalence can reach 75% in the
population aged 9-19 years and 45% in the adult population, ac-
cording to studies conducted in 1997. The prevalence of fasciola-
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sis in livestock is also high: 72%, 32%, and 27% in sheep, cattle,
and pigs, respectively.

During the last decade, cases of human rabies followed an in-
terannual cyclical pattern. The most severely affected depart-
ment was Cochabamba, followed by Chuquisaca, Potosi, and
Santa Cruz. The human-animal ratio of rabies was 1:51, and the
human-canine rabies ratio was 1:40. The number of people
treated each year for animal bites is estimated at 6,000 to 7,000;
70% require vaccination and 3% heterological antirabies serum;
the highest demands were recorded in Santa Cruz (35%), La Paz
(32%), and Cochabamba (16%).

The incidence of canine rabies fell from 18 per 10,000 dogs in
1992 to 1.8 in 2000. This drop was linked to the increase in canine
rabies vaccinations. In 2000, the highest incidences were recorded
in the departments of Santa Cruz (3.5) and Cochabamba (2.7).

Chronic Communicable Diseases

In 1999, the National Tuberculosis Program reported 9,272 cases
of tuberculosis in all its forms, 12.6% less than those recorded in
1996 (10,614 cases). Confirmed cases of tuberculosis (sputum-
smear positive for acid-alcohol—fast bacilli) dropped by 6.4%; there
were 6,506 cases in 1999 and 6,949 in 1996. This change was re-
flected in the drop in the incidence rate from 132 to 114 per 100,000
population between 1996 and 1999. However, this reduction must
be interpreted with care, as it might be linked to changes in the re-
porting and recording system: the number of respiratory symp-
toms detected fell by 13.3% between 1996 (71,959) and 1999
(62,371) and the number of diagnostic sputum smears by 14.1%
(from 133,316 to 114,564), despite the natural population increase.
Tuberculosis occurs in densely populated areas, especially where
there is overcrowding and malnutrition; 76% of cases are located in
La Paz, Santa Cruz, and Cochabamba, and over 80% correspond to
individuals of economically productive age. Ever since the directly
observed treatment, short course (DOTS) strategy was applied in
1994 in demonstration areas in Oruro, Cochabamba, Caranavi, and
Santa Cruz, coverage by the National Tuberculosis Program has not
exceeded 60% in terms of case localization or 70% in terms of cured
cases in people who began treatment, with treatment incompletion
rates ranging from 10% to 12% nationwide.

In 2000, the prevalence of leprosy was 5.3 cases per 100,000
population, ranging from 0.1 per 100,000 population in La Paz to
16.2 in Santa Cruz. Of the 82 new cases detected in 2000 (52 of
them in Santa Cruz), 64 were in men (78%). As for the clinical
form, lepromatous leprosy accounts for 48% of cases, tuberculoid
leprosy for 36%, dimorphous leprosy for 11%, and undetermined
leprosy for 5%. The number of prevalent cases of leprosy reveals
the declining trend in the disease: 1,179 cases in 1993, 607 in
1997, and 379 in 2000.

Acute Respiratory Infections

In 2000, 1,502,221 acute respiratory infections were treated in
the country’s health services, an increase over the 1,351,293
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treated in 1999 and 1,140,861 in 1998. By the year 2000, a mean
concentration of 1.4 episodes of acute respiratory infection per
child under 1 year of age (0.5 per child 1-4 years of age) was reg-
istered. This evidence, combined with the epidemiological and
environmental characteristics prevalent in Bolivia, shows that for
a significant proportion of the infant population there is neither
the demand for, nor access to, health services to treat acute respi-
ratory infections, because four to six annual episodes of these
diseases are expected per child annually. No qualified informa-
tion is available to discriminate between acute respiratory infec-
tions with and without pneumonia.

HIV/AIDS

Between 1985 and 2000, 605 cases of AIDS were registered in
Bolivia (52% asymptomatic carriers of HIV). The average annual
incidence remained around 3.0 cases per million population be-
tween 1990 and 1997; nevertheless, the male-female ratio de-
creased from 12:1 to 3:1 during that period (Figure 5). The 99
new cases reported in 1999 correspond to an annual rate of inci-
dence of 12.3 per million population. Approximately 70% of
cases registered were among men. The most seriously affected
age groups are 25—34 years (40%) and 3544 years (25%); 18%
of cases occur in individuals between 15 and 24 years of age.
Sexual transmission is the predominant form of transmission
(83% of cases); 4% correspond to vertical transmission, 3% to
blood transmission, and there is no information on the probable
mode of transmission for the remaining 10%. Of all sexually
transmitted cases, 62% of individuals declare heterosexual pref-
erence, 16% homosexual, and 12% bisexual (there is no informa-
tion for the remaining 10%). Surveillance studies have estab-
lished the prevalence at below 1% in pregnant women and 5% in
populations with high-risk behavior, which is why the status of
this epidemic in Bolivia is typified as incipient.

Sexually Transmitted Infections

In 1999, incidence rates of gonorrhea, syphilis, and hepatitis B
in the general population were estimated at 74, 55, and 5 per
100,000 population, respectively. Among sex workers, in 1999 the
incidence of chlamydiosis was 9%, syphilis 8%, gonorrhea 5%,
and trichomoniasis 5%. About 3,000 sex workers regularly attend
prevention and control programs at health establishments.

Nutritional and Metabolic Diseases

According to the 1998 National Health Survey, the prevalence
of chronic undernutrition in children under 3 years was 26%,
but it was 44.3% among children with uneducated mothers and
35.6% in rural areas, twice the figure for urban areas (18.3%).
In the same age group, the national incidence of anemia was
67%, reaching 77% in Potosi and 76% in Cochabamba. Iron de-
ficiency is the main cause of anemia: one of every three women
of childbearing age is anemic. Among infants 0—3 months old,
61% are exclusively breast-fed. The salt iodization program re-
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duced the prevalence of iodine deficiency disorders from 61%
in 1981 to 21% in 1988 and to 5% in 1995. In the country’s main
cities (La Paz, El Alto, Santa Cruz, and Cochabamba), the preva-
lence of diabetes among the population is 7.2% (7.6% in
women; 6.8% in men). In Santa Cruz, it is 12%, with a higher
percentage among older adults—20% in individuals aged
60-64 years. Seventy-three percent of diabetics are overweight
and 36% have arterial hypertension. In the main cities, the inci-
dence of arterial hypertension is 18.6% in the general popula-
tion (16% in women; 21% in men) and as high as 22% in the
city of Santa Cruz.

Accidents and Violence

The police recorded 792 deaths from traffic accidents in 1998
and 681 in 2000, 1,007 suicides in 1998 and 391 in 2000, and 504
homicides in 1998 and 306 in 2000. Child abuse and domestic
violence are frequent but underreported.

Oral Health

In 1998, the DMFT index at 12 years of age was 4.7, with a
caries component of 93%. The prevalence of untreated caries at
this age is 84.6%. This situation is worse in areas of extreme
poverty. Lack of oral hygiene explains the prevalence of peri-
odontal disease and the need for community treatment.

Emerging and Re-emerging Diseases

The first confirmed case of hantavirus pulmonary syndrome
was reported in June 1998 (week 24) in Tarija (Puesto Garcia),
and the second, in October 1999 (week 40) in Santa Cruz
(Montero); neither of the two was fatal. In May 2000, there was
an outbreak of five cases in men 15-54 years of age (four
deaths) in Bermejo, in the department of Tarija. The epidemio-
logical investigation detected 8% seroprevalence (3 IgG-posi-
tive samples of 38 analyzed) in inhabitants of Bermejo and
cross-reactivity to the Sin Nombre virus in 3 of 127 rodents
caught.

The provinces of Mamoré and Iténez in the department of
Beni comprise the endemic-epidemic zone of Bolivian hemor-
rhagic fever since the first case was reported in 1959 in San
Joaquin. No cases were reported from 1997 to 1999; the only case
reported in 2000 was in Huacaraje, Beni, and was fatal.

RESPONSE OF THE HEALTH SYSTEM

National Health Policies and Plans

The 1997-2002 National Government Plan known as the “To
Live Better” plan rests on four pillars: equity, dignity, institution-
ality, and opportunity. The 1997-2002 Strategic Health Plan es-
tablishes the national policy for the sector and is designed to de-
velop the Bolivian health system and ensure universal access
through individual, family, and community primary health; an

“epidemiological shield”; short-term basic and social insurance;
and promotion of healthy municipalities, subject to participation
of and control by society. It is aimed at the reform by the health
sector of its State policies for the struggle against poverty and in
favor of universal access to health care. The Health Plan adopts
the sectoral decentralization guidelines provided for in the 1994
Community Involvement Act, which provides for transfer of
management of the physical infrastructure of the health estab-
lishments to the municipalities and those responsible for its im-
plementation, the municipal councils.

The Health Plan pinpoints four technical and strategic lines of
action: (1) the technical line, aimed at developing economic and
financial models, administrative and jurisdictional management,
and health care; (2) the intersectoral technical line, aimed at pro-
moting healthy municipalities, intercultural and gender ap-
proaches, and health education and promotion; (3) the strategic
social management line, which addresses the mobilization, par-
ticipation, control, and social information components; and (4)
the legal and strategic and media line, aimed at drafting and
passing a new Health Act (Ley de Salud).

Health Sector Reform Strategies and Programs

The main strategy behind the sectoral reform process is
Basic Health Insurance, an instrument aimed at achieving eq-
uity, quality, efficiency, financial sustainability, and social par-
ticipation in the health system’s response to the population’s
health needs. The Basic Health Insurance scheme is designed
to guarantee all inhabitants permanent access to a series of
promotional, preventive, and curative health benefits, which
are essential to mitigate the consequences of the main causes
of disease and death in the country, at a sustainable cost. This
system provides health care and nutrition for children under 5
years; immunization and promotion of nutrition; and attention
to priority problems in the mortality profile. The latter include
infectious respiratory diseases and acute intestinal diseases;
women'’s health (addressed through regular prenatal check-ups
and delivery and postpartum care), and complications and
care during pregnancy; and sexual and reproductive health
(addressed by the provision of guidance, including family
planning).

Basic Health Insurance covers diagnosis and treatment of the
country’s principal endemics: tuberculosis, sexually transmitted
infections, malaria, and cholera. The insurance strategies cover
home visits, regular visits to the community, transfer of patients
in the event of emergency, care by accredited community agents,
and mother and child hospitalization services.

The debt relief program for heavily indebted poor countries in
which Bolivia participates proposes monitoring four perform-
ance indicator goals: delivery care coverage (69%), coverage for
treatment of acute respiratory infections in children under 5
(70%), coverage for treatment of acute diarrheal disease in chil-
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dren under 5 (56%), and DPT3 immunization coverage in infants
under 1 year of age (85%). By the year 2000, these coverages were
50%, 87%, 36%, and 86%, respectively.

The financial sustainability strategy for Basic Health Insurance
depends on the investment of per capita tax resources assigned to
the municipalities exclusively for insurance purposes. The amount
required to operate the Basic Health Insurance scheme nationwide
was estimated at US$ 31.14 million in 1999. The sources of financ-
ing are the municipal governments (57%), the national govern-
ment (33%), and international cooperation (10%).

The Health System

Institutional Organization

Bolivia's health system comprises public and private for-
profit and not-for-profit sectors and the social security system.
The Ministry of Health and Social Welfare is responsible for sec-
toral regulation and for issuing and applying policies and na-
tional standards. The central administration of the Ministry of
Health, the decentralized entities, social security, and the entities
engaged in health activities that operate at the local government
level (prefecturas) in the departments and municipalities are all
part of the public health sector administration. The social secu-
rity system provides insurance coverage for sickness, maternity,
and short-term occupational illness and injury. Its beneficiaries
are mainly workers and their families, who contribute to the
National Health Fund, which provides public coverage, and pri-
vate funds. Private sector coverage is provided through insur-
ance companies, prepaid medical schemes, and nonprofit non-
governmental organizations. Because of its pluricultural and
multiethnic condition, the country has an ancestral system of
ethnic medicine, which is gaining recognition and being coordi-
nated with the formal system to meet the population’s general
health needs.

Developments in Health Legislation

The Bolivian Constitution states that it is compulsory to de-
fend human resources by protecting the population’s health.
The 1978 Health Code sets forth the legal regulation of activities
aimed at preserving, improving, and restoring the health of the
population. This has gradually been modified through legal
provisions such as the 1994 Community Involvement Act, which
transferred administration of the health infrastructure and op-
erating expenditure to the municipal governments, leaving staff
management to the Ministry’s central administration; and the
1995 Administrative Decentralization Act and Supreme Decree
24,303 of 1996, which created the National Insurance Scheme
for Mothers and Children, and was amended in 1998 by
Supreme Decree 25,265, which created the Basic Health
Insurance service.
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Institutional Separation of Functions

In the public sector, the Ministry of Health is the sole entity
in charge of regulation, policy and standards issuance, and im-
plementation and oversight functions. Administrative responsi-
bility for the ambulatory and hospital network that provides
services lies with the municipal governments. Because health
care is provided as a public service, the national government
and the municipalities are responsible for insurance and financ-
ing. Likewise, each health fund is responsible for managing the
implementation, provision, and funding of social security serv-
ices. The Vice Ministry of Social Security and the National
Health Insurance Institute, a decentralized entity of the
Ministry, are in charge of management and health insurance au-
diting functions.

Segmentation of the Population Served

Approximately 43% to 48% of the population uses the public
services of the Ministry. Social security funds, including health
insurance funds, account for 22% of health insurance coverage.
An estimated 10% of the population has access to private health
care, and between 20% and 25% of the population—mainly the
scattered rural population—Ilacks access to either public or pri-
vate sector services. An estimated 70% of Bolivians use ethnic
medicine.

Decentralization of Health Services

The Community Involvement Act, which stipulated that man-
agement of the health infrastructure—uwith the exception of per-
sonnel management—should be transferred to the municipali-
ties, has benefited the decentralization of the health services.
During a series of national dialogue sessions promoted by the
Government in 2000 to guide social and economic development,
government and civil society alike agreed on the need to decen-
tralize all health management functions and bring them under
the responsibility of the municipalities. This would involve trans-
ferring the management of health services personnel to the mu-
nicipalities as well, leaving the Ministry responsible solely for
oversight and policy setting functions.

Private Participation in the Health System

The private health sector is composed of insurance companies
that act as funding intermediaries for the health services. Toward
the end of 1998, an estimated 40,000 people were insured under
this system and the annual premium per policyholder cost be-
tween US$ 120 and US$ 450. In turn, the private prepaid medi-
cine system acts as a funding intermediary and service provider.
Around 30,000 persons are insured under the private system, for
an annual quota ranging from US$ 240 to US$ 650. Nonprofit
nongovernmental organizations, and in particular the health
services run by the Catholic Church, complement the private sec-
tor, as do other institutions, which are funded by bilateral coop-
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eration and operate through cooperation agreements with the
Ministry of Health.

Organization of Regulatory Actions

Health Care Delivery

The system has three levels: the first level is outpatient care
and the development of health promotion programs and disease
prevention; the second level is hospital care, which covers the
basic specialties (internal medicine, pediatrics, gynecology and
obstetrics, and surgery); and the third level corresponds to spe-
cialized institutes. The Ministry of Health is responsible for or-
ganizing services and setting standards for ambulatory care,
health promotion, and disease prevention.

Certification and Professional Health Practice

The Bolivian university system trains health professionals.
The system includes state universities and, more recently, private
ones currently undergoing a government accreditation process.
Supreme Decrees 16,181 of 1979 and 17,203 of 1980 and the 1980
Agreement between the Ministry and the Executive Committee
of Bolivian University, renewed in 1992, establish the coordina-
tion between training entities and State health services agencies
through a research and training-health care integration process.
Under the certification and professional practice system, upon
completion of their undergraduate studies, doctors and nursing
staff are required to work in the Compulsory Rural Health Social
Service at a secondary-level rural hospital (in keeping with
Supreme Decree 25,695 of March 2000).

Environmental Quality

The low level of access to potable water, sewerage, and solid
waste disposal services constitutes a serious environmental
problem and contributes to the medium- and long-term deple-
tion of natural resources. Despite Bolivias rich agricultural,
forestry, and hydrologic potential, deforestation is estimated to
have increased from 80,000 ha in 1985-1990 to 168,000 ha in
1990-1995 because of the expansion of the agricultural frontier,
along with unquantified agrotoxic contamination. What is typi-
fied as “strong” erosion already affects 61% of the soil in the
semiarid and subhumid Andean region, and “very serious” ero-
sion affects 24%. Institutional efforts led to approval of the
Forestry Law by the National Congress and approval of the cre-
ation of the National Institute for Agrarian Reform; approval of
forestry management plans and land ownership is pending.

The housing deficit has resulted in only 34% of dwellings hav-
ing acceptable living conditions and 79% of the population living
in crowded conditions (five people to a room). In the agriculture
sector there are two main methods of food production: tradi-
tional and entrepreneurial. The former is a peasant-farming

economy, and the latter an industrial economy. The participation
of very small landholdings in the food supply amounts to 70%,
aimed mainly at agro-export products (soy, chestnut, palm).
Food security coverage nationwide is 20%.

Organization of Public Health Care Services

Health Promotion

The first-level health care service network is in charge of dif-
ferent health information, education, and communication pro-
grams, in coordination with the respective municipal govern-
ments of its jurisdiction, depending on the epidemiological
profile,and geared to the school and labor populations in general.
Development of healthy municipalities is promoted through
these activities.

Disease Prevention and Control Programs

The “epidemiological shield” strategy for the surveillance and
control of Chagas’ disease, malaria, tuberculosis, yellow fever,
leishmaniasis, and diseases preventable by immunization was set
up by the Ministry of Health to vertically integrate the activities
of priority programs. Control of outbreaks is complemented by
the regular system for the provision of diagnostic services and
treatment of prevailing pathologies not subject to compulsory
notification under Basic Health Insurance service coverage.
Health care for priority population groups (women, mothers,
children, and adolescents) is part of the national health care pro-
gram, with emphasis on prevention and control of acute diar-
rheal disease, acute respiratory infections, sexual and reproduc-
tive health, sexually transmitted infections, nutritional disorders,
cervical cancer, other chronic and degenerative disorders, and
domestic violence.

Health Analysis, Epidemiological Surveillance, and Public Health
Laboratory Systems

The National Epidemiological Surveillance and Health
Situation Analysis System was set up in 2000. This public health
surveillance model includes mortality, morbidity, nosocomial in-
fections, risk factors, environment, and basic indicator compo-
nents. The surveillance system includes a network of 248 clinical
analysis laboratories in rural endemic areas in the process of
consolidation—70% with an installed capacity for the micro-
scopic diagnosis of tuberculosis and malaria and 10% with a ca-
pacity for bacteriological or serological confirmation of re-
portable diseases. The National Institute of Health Laboratories
in La Paz and the Center for Tropical Diseases in Santa Cruz are
national referral laboratories that, in turn, contribute to the stan-
dardization and accreditation of establishments belonging to the
network. The National Health Information Subsystem, consoli-
dated since 1990 as a component of the National Statistical
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Information System, prepares information on the production and
productivity of health services in the country.

Potable Water, Excreta Disposal, and Sewerage Services

In 1999, 72% of the population had access to potable water
services (93% urban; 37% rural); the departments of Pando
(31%), Chuquisaca and Potosi (52%), and Beni (57%) had a
lower level of coverage. Only 61% had access to sanitation and
excreta disposal services (79% urban; 33% rural); the lowest lev-
els of coverage were in Potosi (24%), Oruro (34%), and
Chuquisaca (37%).

Solid Waste Services

At the national level, only 70% of the population benefits from
an urban solid waste disposal service, but no data are available
for rural areas. In the cities, the waste collection companies have
initiated special hospital waste collection, but it is not fully
treated. The National Health Laboratories Institute has set up an
appropriate technology system to facilitate the disposal of hospi-
tal waste in the city of La Paz.

Food Safety

In March 2000, Law 2,061 created the National Animal Health
Service, a decentralized agency of the Ministry of Agriculture.
This service is in charge of the National Food Safety Program,
which is in the process of being organized.

Food Aid Programs

The Ministry of Presidential Affairs has implemented a food
security program for 1997—2002 that includes integrated rural de-
velopment, health, and education. The Ministry of Agriculture
runs a food-for-work program for extremely poor families, rotat-
ing funds for small loans and training. In conjunction with the
Ministry of Urbanism and Housing, the Ministry of Health pro-
motes home improvement programs to eliminate Chagas' disease.
The Ministry of Health also supplies iron tablets and vitamin A-
enriched flour. The WFP participates in all these programs.

The Child Care Program, implemented with credits granted by
the IDB and with community involvement, organizes children’s
centers for early stimulation and food complementation. This is
an important program for the marginal zones of the main cities
in the country.

Organization of Individual Health Care Services

Outpatient, Emergency, and Inpatient Services

The country has 3,165 health care establishments of varying
complexity (2,613 belong to the public health sector, 197 to the
social security system, and 355 to the private sector). These have
a total of 12,554 beds (9,203 in the public health sector, 2,823 in
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the social security system, and 528 in the private sector). A na-
tional health care service network for children under age 5 and
women of childbearing age was set up under the Basic Health
Insurance policy. Through this network, these groups can access
the Basic Health Insurance benefits package through the public
sector, social security system, or NGOs, through an agreement
with the public sector. The system also seeks to improve emer-
gency obstetric care.

The health establishments are organized locally in health care
service networks, according to criteria such as accessibility, ade-
quate response to health problems, political and administrative
division of the country, sociospatial distribution of the popula-
tion, and epidemiological criteria. The networks include a series
of first-level ambulatory care establishments, which in turn are
linked to a general hospital that covers the four basic specialties.
Emergency health care is better structured in the general and re-
gional hospitals of each department seat. The compulsory rural
health service guarantees the provision of basic emergency serv-
ices, though it is not always possible to refer emergencies that re-
quire a higher level of technology, particularly for the scattered
rural population.

Auxiliary Diagnostic Services and Blood Banks

Most of Bolivia’s hospitals have auxiliary diagnostic services,
which include a clinical laboratory and imaging. The public out-
patient services in urban centers use the regional services. In the
rural areas, clinical analyses and X-ray services are available only
in rural referral hospitals, known as district hospitals. The supply
of safe blood is still fraught with difficulties: 90% of the dona-
tions from the 60 registered blood banks that existed in 1999
were replacement donations by family members and 5% came
from paid donors. Of the 23,415 units donated in 1999, 18,831
(80.4%) were screened; in these units, positive markers of
Trypanosoma cruzi (17.5%), syphilis (1.7%), hepatitis C (1.2%),
and hepatitis B (0.5%) were detected.

Specialized Services

The dental clinics operating under the ambulatory health
service network conduct oral health promotion programs, espe-
cially fluoridation, as well as morbidity care, though in many
cases this is limited to exodontic treatment. There are three na-
tional referral centers (in La Paz, Sucre, and Cochabamba) spe-
cializing in care for mental conditions that require admission to
an institution. Reproductive health care now includes the net-
work of ambulatory care services and, in many cases, intermedi-
ate education and youth centers too. Santa Cruz has the first cen-
ter that specializes in pregnancy care for adolescents. In 1998,
Free Medical Insurance for Senior Citizens was introduced
through Law 1,886. It guarantees adults over 60 access to public
health services and social security. Gerontological centers oper-
ate in the private sector as well.
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Health Supplies

Drugs

The pharmaceutical subsector is an important segment of the
country’s economy, accounting for 1.15% of GDP. In 1999, US$
98.5 million was spent on drugs. This is equivalent to US$ 12.1
per capita per annum. In that year, 77.5% of drug expenditure
came from out-of-pocket expenditure, 15.5% from social secu-
rity funds, and 5.0% from the public sector. In the Bolivian phar-
maceutical market there are 8,293 legally registered drugs, 5,518
(66.5%) of which are marketed. Of these, 27% are essential drugs
and 21% are marketed under their generic name—that is, for
every generic product, four commercial varieties are distributed
in the market. In that same year, 70% of the national pharmaceu-
tical market consisted of imported drugs; 20% were smuggled
into the country. A total of 210 firms were involved in producing,
importing, distributing, or marketing drugs, but only 99 of these
actually sell essential drugs. Of the 20 most sold drugs, 7 are es-
sential drugs.

Although most of the money spent on drugs comes out of the
consumer’s pocket, this situation is likely to change gradually
with the insurance schemes now in force. Drug prices are not
controlled and are generally beyond the reach of the poorer
strata. To deal with this situation, the country operates the
National Supply Center, a scheme through which medicine is pur-
chased on the world market at low prices and distributed and
marketed in the public sector under a rotating fund modality; it
also purchases drugs with its own funds. The Center provides
drugs to the municipal Basic Health Insurance service, for supply
free of charge. The nongovernmental organization Essential
Medical Inputs distributes drugs to the poorest sectors. Essential
drug registrations are issued in 40 days and the tariffs are US$ 78
for national products and US$ 85 for imported ones. In 2000, a
health inspection program was introduced prior to the applica-
tion of the “Good Drug Manufacturing Practices.”

Equipment

Mobilization of medical technology resources to the public sec-
tor in recent years is related to the implementation of two invest-
ment projects to develop basic health services, funded with World
Bank and IDB loans. The National Health Fund manages a med-
ical equipment renewal program on a regular basis. There is no
national policy to introduce planned technological development
in the health field, which hampers the implementation of preven-
tive and corrective maintenance with economy-of-scale criteria.
As regards explicit policies and standards on local production,im-
ports, marketing, and public supply, as well as on good quality
medical equipment manufacture and control policies, the only
administrative regulations provided for in the Law on Financial
Administration and Government Control System are to guarantee
adequate goods and services procurement procedures.

Human Resources

In 1999, the Ministry of Health and Social Welfare had a staff
of 13,850, 27% of whom were nursing auxiliaries, 26% adminis-
trative and service personnel, 18% physicians, 14% technicians,
9% professional nurses, and 6% other professionals. This is sim-
ilar to the breakdown of the 12,056 workers recorded in the 1992
census, when the Ministry employed 48.5% of the economically
active population involved in the health sector (a total of 24,872
people); the social security fund, 37.5%; and the private sector,
14%. The staff structure illustrates the imbalance between the
human resources available and the tasks required to deal with the
population’s welfare, due to the “irrational” ratio between admin-
istrative personnel and medical and nursing staff. This is com-
pounded by the fact that the capacity of the professionals in the
system charged with solving these problems is low, as are the
salaries of medical and paramedical staff.

The training of health staff, and particularly undergraduate
medical training, tends to be almost entirely hospital oriented and
unconnected with health programs; training processes too are dis-
connected from the way the sector is evolving. The fact that staff do
not receive proper clinical and management training on matters
related to Bolivia’s epidemiological profile and national health sys-
tem; the inadequate distribution of medical and auxiliary staff;
and the lack of ongoing education programs and of an incentive
system indexed to professional performance are all characteristics
that in turn affect the performance of Bolivian health workers.

Health Research and Technology

Strengthening the Bolivian Network of Health Sciences
Information (REBICS) has facilitated access to scientific and
technical information. REBICS has 30 libraries, a web page, and a
nursing subnetwork. In 2000, there were 150 medical libraries in
the country, many of which lacked infrastructure, equipment,
and human resources. The main ones are in universities, medical
associations, and private institutions.

The Bolivian Association of Publishers of Biomedical Journals
was created under the aegis of the Bolivian Academy of Medicine
to raise the scientific level of specialized journals and participate
in the selection of journals published since 1987, to include them
in the LILACS database, as well as to educate health staff in med-
ical and scientific report writing.

Health Sector Expenditure and Financing

National health expenditure amounted to US$ 421,655,000 in
1998. In accordance with the methodology used in the national
health financing and expenditure reports, that amount repre-
sented 5% of GDP and was equivalent to US$ 46 per capita per
annum. Public health expenditure accounted for 65% of national
spending on health (42% to social security; 23% to the public
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sector) and private out-of-pocket spending for 27%. Of the total
national expenditure, 37% was earmarked for the payment of
outpatient services, 18% for hospital services, and 4% for health
promotion and prevention services; these almost exclusively
(97%) under the public sector. Expenditure incurred to replace
equipment and improve the health infrastructure consumed 9%
of the national expenditure, and 11% went to materials and sup-
plies. The majority of expenditures were for personnel services
(salaries and professional fees) and non-personnel services (pay-
ment for utilities such as water, electricity, and communications).

The main sources of sectoral financing are from the country’s
companies and institutions. In the 19951998 period, companies
financed 45%, consumers 31%, the government (at its three lev-
els—national, departmental, and local) 17%, and international
cooperation agencies and nongovernmental organizations 7% of
the sector’s total expenditure. The public sector is financed by the
Ministry, local governments, municipalities, social investment
funds, and other public system resources; the health insurance
funds are financed by private, military, and university entities.
Insurance companies and prepaid insurance schemes are the
main sources of private sector financing.

External Technical Cooperation and Financing
Through a loan agreement signed with the IDB, the

Government of Bolivia is developing the Bolivian Epidemiological

Shield project and the 19992004 Support for the Reform of the
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Health Sector Project, equivalent to US$ 53.7 million (US$ 45.0
million in credit and US$ 8.7 million national counterpart alloca-
tion). The project aims to strengthen the program for the preven-
tion, control, and treatment of Chagas' disease; the epidemiologi-
cal surveillance and blood banks system; studies on health sector
reform; and a pilot experiment on health reform.

The country also signed a US$ 28 million loan agreement with
the World Bank for the first phase of the 1999-2001 Program to
Reform the Health Sector, the purpose of which is to reduce na-
tional maternal and infant mortality rates. The global coopera-
tion program with the World Bank will be implemented in three-
year phases and foresees the additional disbursement of US$ 25
million in each of the successive phases. The two main health re-
form strategies are (1) to increase coverage by the health care
service network and strengthen the social organizations to im-
prove the standard of health, and (2) to boost local capacity to
meet health care needs.

The British Government’s Department for International
Development and the Bolivian Government are working together
on the 2000-2002 communicable diseases project. Its goal is to
reduce the incidence of tuberculosis and sexually transmitted
diseases through a US$ 3 million investment. The country is also
involved in bilateral technical and financial health cooperation
programs, the most outstanding ones being those in which the
countries and governments of Belgium, Canada, Cuba, Germany,
Holland, Italy, Japan, Spain, Sweden, and the United States of
America are participating.
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FIGURE 1. Gross domestic product, annual growth (%),
Bolivia, 1990-2000.

8

Growth (%)
o

1990 1991 1992 1993 1994 1995 1996 1997 1998 1999 2000
Year

FIGURE 2. Population structure, by age and sex, Bolivia,
2000.
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FIGURE 3. Proportional mortality, by broad groups of
causes, Bolivia, 2000.
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FIGURE 4. Vaccination coverage among the population
under 1 year of age, by vaccine, and tetanus toxoid
coverage among women of childbearing age, Bolivia, 2000.
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FIGURE 5. AIDS incidence, by sex, with male-female ratio,
Bolivia, 1990-2000.
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BRAZIL

OVERVIEW

million km? and a population of 169.6 million in 2000,

shares borders with all the countries of South America
except Ecuador and Chile. It has a constitutional system of gov-
ernment, with a president as head of state. The country’s political-
administrative organization comprises 26 states, 5,561 munici-
palities, and the Federal District, seat of the federal government.
The country is governed jointly by the legislative branch, the ex-
ecutive branch, and the judicial branch, which function inde-
pendently but in harmony with one another. The Federal
Constitution of 1988 consolidated the return of democratic gov-
ernment after two decades of military regimes.

Brazil is divided politically and geographically into five re-
gions (North, Northeast, Southeast, South, and Center-West),
which have some common physical, human, economic, and cul-
tural features. The North region accounts for 45% of the country’s
total area and includes the Amazon River basin and seven states.
The Northeast region, which is the most diverse, encompasses
nine states and is poorer than the other regions. The Southeast,
Brazil's economic engine, comprises four states and is home to
43% of the population. The South region has a temperate climate
and is the smallest region in area, consisting of only three states.
Finally, the Center-West region, on the central plateau, includes
three states and the Federal District.

The average population density for the country as a whole is
19.8 inhabitants per km?, but the values range from 77.9 in the
Southeast to 3.3 per km? in the North. In 2000, 81.2% of the total
population lived in urban areas and the sex ratio was 96.8 men
per 100 women, with a larger proportion of men (102.4) only in
the North region. The annual geometric population growth rate
dropped from 1.93% in the 1980s to 1.63% in the period
1991-2000, with the lowest rates in the Northeast (1.3%), which
has lost population as a result of migration to other regions. The
total fertility rate decreased to 2.3 children per woman in 2000.
The rate in the Southeast region (2.10) has fallen to very near the
population replacement level. Life expectancy at birth in 2000

The Federative Republic of Brazil, with a surface area of 8.5
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was 68.6 years (64.8 years for men and 72.6 for women). The
proportion of children under 5 years of age declined from 11.3%
of the total population in 1991 to 9.3% in 1999; during the same
period, the proportion of people aged 60 and over grew from
6.8% to 8.0% for men and from 7.8% to 9.7% for women (Figure
1). In 2000, the economically dependent population (under 15
and over 65 years of age) composed about 35% of the total pop-
ulation and, of every 20 dependents, 3.5 were elderly.

The recent evolution of the Brazilian economy is the result of
the country adopting a monetary plan in 1994 that kept inflation
quite low and stable. However, this stability was accompanied by
rapid growth in public indebtedness, which resulted in the net
debt of the public sector increasing from 29% of GDP in 1994 to
51% at the end of 2000. At the same time, Brazil's dependence on
external resources increased, as evidenced by the current account
deficit, which showed a clear upward trend between 1994 and
1997 (from 0.31% to 4.16% of GDP) and remained at around
4.35% of GDP during the period 1998—2000. Starting in 1996, av-
erage economic growth rates fell to historic lows: 2.7% in 1996,
3.6% in 1997,0.12% in 1998, and 0.8% in 1999. But in 2000, GDP
grew 4.2%, which raised expectations for an economic recovery
(Figure 2).

Estimated per capita income in 1999 was US$ 4,271, although
the level of poverty—estimated at 28% of the population—is
comparable to that of countries with a per capita income of only
US$ 1,000. Moreover, the national average conceals marked in-
equalities with regard to social development. Whereas in the
South and Southeast regions the human development index
(HDI) calculated by UNDP is close to the levels in developed
countries, in the North and Northeast it is on a par with that of
the poorest countries.

Between 1992 and 1999, the percentage of income in the
hands of the wealthiest 10% of the population increased from
45.4% to 47.2%; at the other extreme, the share of the poorest
10% remained unchanged at 0.7% of the total. Average earned in-
come showed an upward trend in 1994 and 1995, especially
among the poorest 10%. However, this growth began to slow in
1996 owing to several phenomena, among them changes in rela-
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tive prices, a decline in wages, and economic stagnation. Some
social groups were able to offset the losses in earned income with
gains in retirement pensions, since they benefited from a rise in
social security coverage during the period 1993-1999. There are
no recent indications of any reduction in the levels of concentra-
tion of farmland.

As of the late 1990s, the economically active population num-
bered around 80 million. Women's participation in the work-
force, which has been growing since the 1970s, reached 38.5% in
1999, while the proportion of workers between 10 and 14 years
of age fell from 16.9% to 13.2% between 1995 and 1999. This de-
crease was due in part to the Government’s efforts to expand ac-
cess to opportunities for formal education among the school-age
population. At the same time, labor market conditions deterio-
rated, partly as a result of the rise in unemployment—from
7.3% in 1992 to 9.8% in 1998—which affected mainly workers
in the agricultural and industrial sectors. Although the percent-
age of workers employed in the service and civil construction
sectors increased, these sectors could not absorb the entire
workforce surplus. The lack of job security has been reflected in
a reduction in employment in the formal sector and growth in
the number of employees without official working papers (from
29.4% to 30.6% between 1992 and 1999) and self-employed
workers (from 22.5% to 24.4% during the same period). The
growth in informal-sector employment has had a negative im-
pact on the social insurance system, the State’s regulatory capac-
ity to enforce labor legislation, and, for large segments of the
labor force, access to government programs designed to serve
workers in the formal sector.

The Brazilian labor market exhibits significant inequalities in
regional and ethnic terms. In 1999, the Northeast region had the
highest proportion of child labor: 24% of the population aged
1014 versus 9.4% in the Southeast region. Only 17% of workers
in the Northeast were employed in the formal sector and had
working papers, but this proportion was 40% in the Southeast.
Unemployment in Brazil affects more blacks and mestizos (11%
in 1999) than whites (9%); there are also significant differences
in average income between these two segments of the popula-
tion, who earned, on average, two and five times the minimum
wage, respectively, in 1997.

By the end of the 1990s, there were some clear signs of pro-
gress on the educational front, although certain historical prob-
lems persisted. The literacy rate among adults increased from
83% in 1992 to 87% in 1999, with the lowest values in the North-
east (73%) and the highest in the South and Southeast (92%). In
the Northeast, there were also large disparities between rural and
urban areas, which registered adult literacy rates of 59% and
81%, respectively, in 1999. The progress was more notable with
regard to child literacy rates, which in 1999 rose to an average of
95% in the group aged 10-14, while the school enrollment rate
among children aged 7-14 reached 97%. However, the average
number of years of schooling for the population aged 10 and over

was still only 5.7 years—insufficient to meet the growing de-
mands of the production system.

Access to schooling is assured by the public education system,
which in 1999 covered 93% of demand in the first four years of
primary school and 87% in secondary school. The participation of
municipal public education systems in the supply of primary ed-
ucation grew from 45% to 67% between 1994 and 2000. In the late
1990s, only 19% of the adult population held a secondary school
diploma (20.4% of adult women and 17.5% of adult men). The
highest female enroliment rates are found at the post-secondary
level and in the last four years of primary school. The productiv-
ity of the Brazilian educational system remains a cause for con-
cern, given the high rates of repetition found in the 1998-1999
biennium (40% of students repeat the first year and 21% repeat at
least one year during the eight years of primary education).

The urban population served by the general water supply sys-
tem increased modestly during the last decade, from 88% in 1992
to 92% in 1999. In the same period, the coverage of sanitation
systems with house connections to sewerage systems or septic
tanks rose from 66% to 74%, while the coverage of refuse collec-
tion systems increased from 80% to 90%. In 1999, the North re-
gion had the lowest coverage levels of urban water supply (71%)
and refuse collection (80%), while the Center-West had the low-
est levels of sanitation coverage (48%). The Northeast region had
intermediate levels. At the same time, more than 95% of the
urban population in the Southeast and the South were served by
water supply and refuse collection systems. Ninety-five percent of
Brazilian households have electricity.

During the period 1996—2000, State reform initiatives in the
social realm sought to increase the efficiency of public expendi-
ture and the flexibility of managerial mechanisms, decentralize
administration, and increase the regulatory capacity of public
authorities. In contrast to what has occurred in other areas for-
merly characterized by strong State participation—such as
telecommunications and mining—there has been no significant
move toward privatization in the overall social sphere or in the
health system in particular.

State reform efforts have aimed to strengthen the regulatory
functions of the government, which, in the case of the Ministry of
Public Health, means enhancing oversight and control of public
and private agents responsible for providing health-related goods
and services. To better exercise this regulatory role, two finan-
cially and administratively autonomous institutions were created
at the federal level—the National Health Surveillance Agency
and the National Supplementary Health Agency—whose func-
tions also have an economic dimension, because they include
control and regulation of prices.

Mortality and Morbidity
The mortality information system registers almost a million
deaths annually in the country as a whole. The system’s mean
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coverage—i.e., the ratio between the number of deaths reported
and estimates based on demographic projections (expressed as a
percentage)—was estimated at 81.8% in 1998, with the lowest
values in the Northeast region (60%). This proportion tends to
increase with the incorporation of data from complementary
sources, such as notification of deaths by community health
agents. The proportion of deaths attributed to ill-defined
causes—which includes unattended deaths—fell 25% in the last
10 years. In 1998, it was around 15% overall, but the percentage
varied widely among regions, ranging from 7.7% in the South to
29.8% in the Northeast. Analysis by sex reveals a larger propor-
tion of male deaths in virtually all age groups, and males ac-
counted for around 59% of total deaths. The age distribution of
mortality shows that deaths in children under 1 year of age as a
proportion of total deaths decreased from 24% in 1980 to 8% in
1998. In the latter year, 54% of all deaths reported occurred in the
group aged 60 and over, with the proportions ranging from 42%
in the North to 60% in the South.

Excluding deaths from ill-defined causes, the proportional
distribution of deaths from defined causes showed some discrete
variations between 1995 and 1998. An exception is malignant
neoplasms, which accounted for 14% of the total deaths in 1998.
Moreover, according to data for 1999, this cause showed signs of
replacing external causes as the second leading cause of death in
the country. Diseases of the circulatory system continued to be
the foremost cause in all regions and accounted for one-third of
all yearly deaths, although a downward trend was noted in the
Southeast. Since 1997, the upward trend of external causes, which
were responsible for 15% of deaths in 1998, seems to have re-
versed. In that year, external causes were the second leading
cause of death in proportional terms in the North (20.1%),
Northeast (16.3%), and Center-West (18.6%). In the South, ma-
lignant neoplasms ranked second as a cause of death (17.4%).
The rates per 100,000 population were 158.4 for diseases of the
circulatory system, 72.7 for external causes, 68.5 for malignant
neoplasms, and 51.9 for communicable diseases. Figure 3 shows
male and female mortality rates per 100,000 population by broad
groups of causes.

Data on hospital morbidity come from a national information
system that collects information from health care establishments
in the public system. The system indicates that close to 12 million
patients are hospitalized annually, 25% for causes related to preg-
nancy, childbirth, and the puerperium. If hospitalizations for
those causes are excluded, the largest proportion of hospitaliza-
tions occurred among the elderly, with no significant sex differ-
ences. In 1999, communicable diseases were the leading cause of
hospitalization (accounting for 17% of the total), followed by dis-
eases of the circulatory system (9%), digestive system (8%), res-
piratory system (7.5%), and genitourinary system (6%). The pro-
portions of hospitalizations due to communicable diseases in the
North (21.9%) and Northeast (21.1%) were higher than in the
Southeast (12.6%) and South (15.1%); diseases of the circulatory
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system, malignant neoplasms, and mental disorders were the
predominant causes in the Southeast and the South.

The national information system on live births, introduced
during the 1990s, achieved a mean national coverage of 90% of
the live births in 1998 estimated by demographic methods. The
system is already operating in the Southeast and South regions
and its installation is almost complete in the Center-West. In 14
states of these regions, the data from the system are used to di-
rectly calculate rates, and they also generate information on var-
ious national indicators relating to prenatal care and attendance
at childbirth.

HEALTH PROBLEMS
By Population Group

Children (04 years)

Data on live births during the period 1996—1998 indicate that
around 8% of babies suffered from low birthweight, with no sig-
nificant variations among regions. Three national surveys on
breast-feeding carried out in 1975, 1989, and 1999 revealed a
gradual increase in the proportion of children receiving breast
milk at the age of 6 months. In 1999, the percentage was 69%.
Half the children studied in 1999 were no longer receiving breast
milk exclusively as of the 30th day of life.

In 1998, the infant mortality rate was 33 deaths per 1,000 live
births—30% below the 1990 rate of 48 per 1,000. Substantial in-
equalities in infant mortality exist among regions and states. The
highest rates are found in the state of Alagoas (68 per 1,000 live
births) and the lowest in Santa Catarina (17 per 1,000). The
Northeast registered high rates throughout the period, while the
opposite occurred in the South. This inequality is evident in
Figure 4, which indicates that 60% of infant deaths in Brazil oc-
curred in 40% of the population of live-born children (Gini coef-
ficient = 0.2419).

As the proportion of avoidable deaths has declined, thanks to
basic health care and sanitation activities, infant mortality has
tended to be concentrated in the neonatal period. In 1998, 60% of
all infant deaths occurred in the first month of life and 47% in the
first week. In 1990, these percentages were 49% and 38%, respec-
tively. In the Northeast, however, half the infant deaths reported
in 1998 were still postneonatal deaths. Among children aged 1-4
years, the leading causes of death in 1998 were communicable
diseases (43.0%), external causes (22.5%), and diseases of the
respiratory system (8.2%). Acute diarrheal diseases and acute
respiratory infections were each responsible for about 7% of the
deaths of children under 5 years of age in 1998. Diarrheal dis-
eases accounted for a larger share of child deaths in the Northeast
(12%), while acute respiratory infections were a more frequent
cause of death in the South (8%). To reduce morbidity and mor-
tality among children under 5 years of age, a national network of
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breast milk banks was created. The milk is pasteurized and qual-
ity controlled before being distributed to newborn and prema-
ture infants. In 1999, the network comprised 132 units in 22
states, which collected 100,000 L of breast milk.

Schoolchildren (5-9 years)

Fewer than 0.6% of all deaths occur in this age group. In the
period 1996-1998, 46% of the deaths among school-age children
were caused by accidents and violence, mainly transport acci-
dents, drowning, assaults, and falls. The next most frequent
causes were communicable diseases (18%) and malignant neo-
plasms (13%). Among the communicable diseases, the principal
causes were septicemia, meningococcal meningitis, and intes-
tinal infectious diseases. In 1999, around 450,000 children in this
age group were hospitalized in public hospitals. That figure rep-
resents 3.5% of the total number of hospitalizations. Diseases of
the respiratory system, especially pneumonia and asthma, and
diseases of the digestive system, especially hernias and diseases
of the appendix, were important causes of hospitalization.

Adolescents (10-14 and 15-19 years)

Adolescents make up around 20% of the country’s population
and account for 3% of overall mortality, with a marked predomi-
nance of male deaths, mainly from accidents and violence. In
1998, 47% of the deaths in the group aged 10-14 and 68% of
those in the group aged 15-19 were due to external causes; the
proportion of male deaths in those two groups was 69% and
85%, respectively. Homicide accounted for the largest proportion
of deaths, with the share due to this cause rising from 22% dur-
ing 1979-1981 to 53% in 1998. Four percent of the deaths re-
sulted from suicide, and 69% of those deaths were of males. Falls
accounted for the largest proportion of hospitalizations for in-
juries (34% in 1998), followed by transport accidents (15%).
Noteworthy in relation to the latter is the rise in accidents involv-
ing motorcycles, which are being used with increasing frequency
as a means of transportation to work and for recreation.

In 1998, 729,000 births were reported among adolescent girls
aged 10-19 (24% of the total), a higher proportion than was reg-
istered in 1994 (21%). Close to 27,200 of the live births in 1998
(0.9% of the total) were to mothers between 10 and 14 years of
age; the frequency of low birthweight among these babies (9%)
was higher than the average (8%). The health program for ado-
lescents and young people seeks to promote favorable conditions
for their physical and mental development, emphasizing aspects
related to sexuality, reproductive health, and family life as well as
prevention of accidents, violence, and communicable diseases,
including AIDS.

Adults (20-59 years)

Around 35% of the deaths reported in 1998 occurred in this
age group. A larger proportion of males died (41%) than females
(26%), and the mortality rate in the adult male population (471

per 100,000) was double that in the female population (209 per
100,000).

In 1998, external causes accounted for 32% of all adult deaths,
with major sex differences (41% of the male deaths and 13% of
the female deaths). Men's risk of dying from an external cause
(rate of 162 per 100,000) is more than seven times higher than
women’s risk (21 per 100,000). Diseases of the circulatory system
ranked second as a cause of death in 1998 (23% of the total), with
rates of 80 per 100,000 men and 51 per 100,000 women.
Malignant neoplasms were third (14% of the total), with equal
rates for the two sexes (around 40 per 100,000). Male mortality
from infectious diseases and diseases of the digestive system was
two and three times higher, respectively, than female mortality.

Maternal mortality, calculated for 10 states that had consistent
data in 1998, ranged from 44 to 87 deaths per 100,000 live births.
Taking into account the recognized deficiencies in reporting of the
causes of maternal death, it is estimated that the average national
rate could be around 127 deaths per 100,000, based on a correc-
tion factor obtained in localized studies. Close to 69% of maternal
deaths in 1998 were due to direct obstetric causes, in particular
eclampsia, prepartum hemorrhage, premature separation of pla-
centa, and placenta previa. The most important indirect causes—
preexisting conditions exacerbated by pregnancy—uwere infec-
tious diseases, diabetes, anemia, and cardiovascular disorders.

The public health care system recorded 7.3 million adult hospi-
talizations in 1999; 72% of the patients were women and 58% of
those hospitalizations were related to pregnancy, childbirth, and
the puerperium (41% of all hospitalizations). Excluding that
group of causes, the main reasons for hospitalization were dis-
eases of the digestive system (13.9%), genitourinary system
(13.7%), and circulatory system (11.0%). Injury, poisoning, and
other external causes were the second leading cause of hospital-
ization among men (14%), whereas among women—after causes
related to pregnancy, childbirth, and puerperium—diseases of
the genitourinary system were the most frequent cause (21%).

Data on 2.7 million births in 1998 indicate that close to 50% of
the mothers had six or more prenatal visits, with the percentages
ranging from 29% in Amapa to 70% in Mato Grosso do Sul.
Between 1995 and 2000, the proportion of births by Caesarean
section in public institutions decreased from 32% to 22%, owing
to restrictions on payment for this procedure. Brazil has systems
at the state level for hospital referral of women with high-risk
pregnancies. In the public health care system, family planning ac-
tivities include educational campaigns, supplying condoms, and
performing tubal ligations and vasectomies.

The Elderly (60 years and older)

The proportion of the population aged 60 and over, especially
the female population, is increasing steadily in all regions. In
1999, 9.7% of women and 8.0% of men fell into this group, while
in 1991 these percentages had been 7.8% and 6.8%, respectively.
The mortality profile reflects demographic changes, with a pro-
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gressive increase in the proportion of deaths observed in the
group over 60 years of age, which rose from 38% in the period
1979-1981 to 54% in 1998. This proportion ranged from 42% in
the North to 60% in the South. In 1998, diseases of the circulatory
system (46%), malignant neoplasms (17%), and respiratory dis-
eases (11%) were the leading defined causes of death. A high per-
centage of the deaths were attributed to ill-defined causes (18%),
and this percentage tended to rise in the oldest subgroups of the
elderly population.

Older persons accounted for 18% of all hospitalizations in the
public health care system in 2000. The main causes were diseases
of the circulatory system (28%), respiratory system (20%), and
digestive system (10%). Activities aimed at this segment of the
population are guided by the National Policy on Health of Older
Persons, approved in 1999, which includes guidelines, general
strategies, and priorities for action designed to promote healthy
aging, maintain and improve the functional capacity of older
adults, prevent specific diseases, treat the sick, and rehabilitate
those who have limited functional capacity. One of the most im-
portant preventive measures is vaccination against influenza and
pneumococcal infections through annual campaigns, which,
since 1999, have helped reduce hospitalization for respiratory in-
fections. In a campaign conducted in April and May 2001, more
than 10 million older adults were vaccinated.

Workers' Health

The information available on occupational diseases and acci-
dents concerns only workers covered under the government so-
cial insurance system. This constraint limits the population ana-
lyzed to 18.8 million workers, the majority of whom are
concentrated in the Southeast (58%) and South (19%) regions,
according to data from 1998. In this group, the occupational dis-
ease rate was 16 cases per 10,000 insured workers. In the same
year, 384,000 occupational accidents occurred (20 per 1,000 in-
sured workers), with 3,800 deaths (20 per 100,000 insured work-
ers). The male death rate (23.3) was markedly higher than the fe-
male rate (13.1) in all regions of the country. Of the total number
of accidents reported in 1998, 91% were considered typical—i.e.,
the result of factors associated with the worker’s job—while the
rest took place during the commute between home and the work-
place. Close to 85% of the accidents led to temporary or perma-
nent disability (96% and 4%, respectively).

Responsibility for workers’ health in Brazil is shared by the
health, labor, social insurance, and environmental sectors, each of
which has its own functions and sphere of authority. In the health
sector, various recent federal regulatory instruments guide activ-
ities aimed at improving the coverage and quality of assistance
for workers.

The Disabled

The only available data of national scope, which are from 1991,
put the disability prevalence rate at 1.1% of the general popula-
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tion. Since 1989, legal protections for this segment of the popula-
tion have been expanded, and an increasing number of commu-
nities are offering special facilities to improve mobility for the
disabled. In 2000, the National Health Council approved a na-
tional policy on the health of disabled persons. There are several
centers of excellence that serve as national technical reference in-
stitutions on the care of people with specific disabilities.

Indigenous and Other Special Groups

The indigenous population in Brazil is estimated at 350,000
people, who belong to some 210 groups and speak more than 170
languages. Although they make up only 0.2% of the total popula-
tion, indigenous peoples are found in 24 of the 26 states. Each
group has its own forms of social, political, and economic organ-
ization and ways of relating to the environment and utilizing the
land. Around 60% of the indigenous population and 98.7% of the
indigenous lands are concentrated in the North and Center-West
regions. The health situation of this population is characterized
by high mortality rates from malaria, tuberculosis, and other res-
piratory diseases; diarrheal diseases; and vaccine preventable
diseases.

Since 1999, the Ministry of Public Health has exercised direct
responsibility for indigenous health through 34 special indige-
nous health districts linked to the National Health Foundation
(FUNASA). Each district has a health team that provides basic
care under the supervision of the local and district indigenous
health councils. Villages and communities are served by indige-
nous health agents, trained in basic health care. Linkages with the
formal services at the secondary and tertiary levels are supported
by “Indian health units;” located in municipal referral centers.

The black population of Brazil is larger than that of any other
country outside of Africa. This population has some distinctive
genetic features, resulting from the interbreeding of individuals of
various ethnic groups from different regions of sub-Saharan
Africa. In 1999, it was estimated to number 8.6 million blacks and
64 million pardos, who together made up 45% of the national pop-
ulation. Around 85% of the blacks reside in the Northeast and
Southeast. Additionally, there are some 1,000 remnants of fugitive
slave communities scattered around the country. The most fre-
quent health problems in the black population—uwhich include
malnutrition, drug use, septic abortions, and violence—are asso-
ciated with long-standing social inequalities that lead to poverty
and reduced access to health services. These inequalities are ag-
gravating factors in diseases such as arterial hypertension, dia-
betes mellitus, and glucose-6-phosphate dehydrogenase defi-
ciency, which seems to affect the black population predominantly.

Among the genetically determined diseases that occur in this
population, the principal one is sickle-cell anemia, the most com-
mon monogenic hereditary disease in Brazil. It is estimated that
8,000 persons have the disease and 2 million carry the sickle-cell
gene, which implies a high degree of underreporting of cases,
since only around 4,000 cases have been identified. An estimated
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80% of those with sickle-cell anemia die by the age of 30, but 85%
of these deaths are not reported as such. In 1995, a government
initiative aimed at heightening appreciation of black culture
helped mobilize civil society, the scientific community, and
health professionals, which resulted in the formulation of a pro-
gram for control of sickle-cell anemia and measures to protect
the interests of this population group.

By Type of Health Problem

Natural Disasters

The most common natural disasters in Brazil are floods, land-
slides, cave-ins, forest fires, droughts, and low water levels, which
have the heaviest impact on the low-income population in rural
and periurban areas. In 1998, 75% of the Northeast suffered a
drought that affected 1,429 municipalities. Serious floods also
occurred in 1998 in the states of S&0 Paulo, Rio Grande do Norte,
and Rio de Janeiro; in 1999 in the states of Sdo Paulo and Acre;
and in 2000 in Rio de Janeiro, Alagoas, and Pernambuco. Floods
are generally accompanied by a rise in cases of leptospirosis. The
National Civil Defense System, established in 1993, coordinates
the activities of government institutions and civil society to pre-
vent and assist in natural disasters. The system’s operations are
guided by a manual, published in 1999, and by the National Civil
Defense Policy, instituted in 2000.

\ector-borne Diseases

Malaria is endemic throughout the Brazilian Amazon region,
which encompasses the whole of the North and parts of the states
of Maranh&o and Mato Grosso. More than 99% of the cases re-
ported in the last 10 years occurred in this area, where the annual
average number of positive exams was 530,000. The incidence of
malaria surged in this area in 1999, returning to the levels seen in
the 1970s. Some 632,600 new cases were reported—a34% more
than in 1998—resulting in 21,100 hospitalizations, mainly of
adults and youths of the male sex. The high endemicity of malaria
in Amazonia is related to the presence of extractive industries,
which generate internal migration and the establishment of make-
shift rural establishments. Lack of local capacity for planning, con-
trol, evaluation, and efficient provision of services enables the dis-
ease to spread over large distances. Despite these difficulties,
however, malaria mortality decreased from 0.7 to 0.1 death per
100,000 population between 1986 and 1998. The proportion of
cases due to Plasmodium falciparum also fell (from 29% in 1996 to
18.6% in 1999). The Plan for Intensification of Malaria Control
Activities in Amazonia, launched in 2000, has brought a new per-
spective to intervention based on intersectoral action.

No cases of yellow fever have been reported in Brazil since
1942, although since the 1970s, there has been a progressive rein-
festation of the national territory by the Aedes aegypti mosquito,
the urban vector of the disease. Jungle yellow fever is endemic

mainly in the North and Center-West regions, where a high pro-
portion of deaths are reported (45% to 50%), owing to low levels
of case detection in patients who exhibit few symptoms. The dis-
ease has spread cyclically to other regions of the country through
the years; the most recent upsurges occurred in 1993-1994 and
1998-2001. The last outbreak began with epizootics among simi-
ans in the Amazon region and spread to the center of the country,
where tourists visiting a nature preserve in the state of Goias
were infected in 1999. The virus continued to spread in a south-
easterly direction, where epizootics were detected in 54 munici-
palities in six states. Since 1998, 48 million people have been vac-
cinated against yellow fever in the areas affected by the outbreak.
The last case reports from the North and Center-West regions
were in June 2000.

The country has experienced three dengue epidemics since the
detection of the initial cases in Roraima in 1982. The first two
(19861987 and 1990—1991) were concentrated in Rio de Janeiro
and several states of the Northeast region. A total of 104,000 cases
occurred in 1991. The third epidemic began in 1995 and peaked
in 1998, with 570,000 reported cases. In 1999 and 2000, 207,000
and 238,000 cases, respectively, were reported, more than half of
them in the Northeast and around 30% in the Southeast, although
all states had dengue cases. In 2000, 40 cases of dengue hemor-
rhagic fever were reported (33 in the state of Pernambuco).
Serotypes 1 and 2 of the dengue virus circulate simultaneously in
about 20 Brazilian states, and one case caused by serotype 3 was
confirmed in December 2000. The latter case occurred in the en-
virons of Rio de Janeiro. In 2000, 3,592 municipalities were in-
fested with the mosquito Aedes aegypti, the disease vector, and
transmission of the virus was occurring in 2,137 of them. An A.
aegypti eradication plan was launched in 1996 and is being car-
ried out, but on a limited basis, owing to weaknesses in epidemi-
ological surveillance and social mobilization activities.

Chagas'’ disease is currently under control, thanks to specific
entomological surveillance activities and improvement of dwell-
ings in the endemic areas. Serologic screening among school-
children in 1989 and 1999 found only 329 positive samples
among 245,000 specimens, with an overall mean prevalence of
0.13%. In 2000, the international commission on Chagas’ disease
control of the Southern Cone countries determined that trans-
mission of Triatoma infestans had been interrupted in six states
(Goias, Mato Grosso, Mato Grosso do Sul, Paraiba, Rio de Janeiro,
and S&o Paulo), and another four were in the certification phase
(Pernambuco, Piaui, Minas Gerais, and Rio Grande do Sul).

Schistosomiasis remains endemic in virtually the entire
Northeast region and in the states of Minas Gerais and Espirito
Santo in the Southeast. Schistosomiasis continues to spread despite
amplification and decentralization of diagnostic testing of stool
samples and treatment of cases. In recent years, foci have been iden-
tified in the Federal District and in the states of Par4, Parana, and
Santa Catarina, and indigenous transmission has been confirmed
in one municipality in Goids and one in Rio Grande do Sul.
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Visceral leishmaniasis has been occurring in urban areas
since the 1970s. It is associated with the precarious living condi-
tions of the populations in which it occurs. The disease is cyclical
and has shown an upward trend, with reports of epidemics dur-
ing the 1980s and 1990s. Around 4,000 cases a year occurred in
1999 and 2000, 85% of them in the Northeast, especially the
states of Maranh&o and Bahia. In the Southeast, the disease was
reported in some urban centers. Cutaneous leishmaniasis is
spreading rapidly, even in rural areas that have been virtually
cleared of trees and in urban peripheral areas. In 1999, indige-
nous cases were detected in 2,036 municipalities. The only state
not affected was Rio Grande do Sul. During the period
1997-1999, the incidence per 100,000 ranged from 13.5 to 19.8
cases. In 2000, a total of 34,513 cases were reported, 68% of which
occurred in the North and Northeast.

The main focus of lymphatic filariasis is in the metropolitan
area of Recife, a city in the state of Pernambuco, where 2,119
cases were reported in 1999. There is a small focus in the state of
Alagoas, with 21 reported cases in 1999 and 10 in 2000. A na-
tional plan for elimination of the disease, utilizing new
chemotherapeutic substances, is currently under way.

The last epidemic of human plague in Brazil occurred in
1974-1975 and was concentrated in the Northeast region, where
there continue to be enzootic foci in rural areas of mountain and
plateau regions. During the period 1998—2000, 11 human cases
were reported from the state of Bahia.

Onchocerciasis occurs only among the indigenous population
of Yanomami Park, along the border with Venezuela. A study con-
ducted during the period 1993-1997 found 1,266 indigenous
persons infected out of a total of 4,283 examined (29.6%).

Diseases Preventable by Immunization

Control of vaccine-preventable diseases is carried out rou-
tinely within the system of health services. Special intervention
strategies are adopted for different vaccines and specific areas, in
keeping with programming established at the national, state, and
municipal levels. Data on vaccination coverage in all the munici-
palities of the country have been available since 1995. In
1998-2000, annual vaccination coverage levels in children under
1 year of age were over 95% for the poliomyelitis vaccine (three
doses), tuberculosis, and measles and between 93% and 94% for
the vaccines against diphtheria, tetanus, and pertussis (three
doses). Nevertheless, in 1999 close to half the municipalities in
Brazil had vaccination coverage levels under 90% for three doses
of the DPT and the poliomyelitis vaccines. In 57% of the munici-
palities, measles immunization coverage was under 95%. In ad-
dition to routine vaccination during childhood, periodic cam-
paigns are conducted, targeting specific diseases and population
groups. Figure 5 shows immunization coverage in children under
1 year of age in 2000.

The national initiative to eliminate measles began in 1992
with a national vaccination campaign aimed at the population
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aged 9 months to 14 years. In the following years, there was a
drastic reduction in measles incidence, but in 1997 the country
was struck by an epidemic that caused 53,664 cases and 61
deaths, affecting the population that was not part of the vaccina-
tion target group, such as young adults. The strategies for eradi-
cation of measles have included two national vaccination cam-
paigns (conducted in 1997 and 2000) and the organization of a
task force to enhance surveillance and control of foci. The num-
ber of confirmed cases fell 95% between 1999 and 2000 (from
890 to 36), and since March 2000, when an outbreak occurred in
the state of Acre, no indigenous cases of the disease have been re-
ported. There is reason to believe that transmission of measles
has been interrupted in Brazil.

In 1996, surveillance of rubella was incorporated into measles
surveillance activities; in 2001, surveillance of congenital rubella
syndrome began. The number of rubella cases reported in 1999
and 2000 remained at about 14,000 annually, and more than 60%
of these cases occurred in the North and Northeast, where vacci-
nation was introduced in 2000. The incidence among adults aged
20~29 increased from 5.7 per 100,000 population in 1999 to 11.9
in 2000, while the number of cases of congenital rubella syn-
drome increased from 34 to 57 in the same period.

The last cases of poliomyelitis in Brazil occurred in 1989; in
1994, the interruption of transmission of the disease was certi-
fied. Annual vaccination campaigns and surveillance to detect
acute flaccid paralysis have continued.

Neonatal tetanus persists in association with poverty, but the
incidence has been falling for more than a decade. Sixty-six cases
were reported in 1999 and 41 in 2000. The incidence of other
types of tetanus decreased from 646 cases in 1999 to 439 in 2000.

The number of diphtheria cases showed little variation from
1999 to 2000, with 56 and 54 cases reported, respectively. The
number of cases of pertussis declined from 1,369 in 1999 to
1,177 in 2000. The disease was most serious among children
under 1 year of age, who accounted for the vast majority of the 24
deaths registered in 1999.

In 1999, 1,358 cases of meningitis due to Haemophilus in-
fluenzae type b were reported. Of those, 617 (45%) occurred in
children under 1 year of age, the group at highest risk for the dis-
ease. In 2000,530 cases were reported, 226 (43%) of them in chil-
dren under 1.

The available data on hepatitis B as of 1999 are difficult to in-
terpret because cases due to types B, C,and D of the virus did not
begin to be recorded separately until 2000. In that year, 4,263
cases of hepatitis B were reported, including both new and old
cases. Their geographic distribution is heterogeneous, with a
higher prevalence in the North, especially among the indigenous
population.

Intestinal Infectious Diseases
Cholera remains concentrated in the Northeast region, where
98% of the cases reported in the period 1996—1998 occurred. In
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1999, 4,620 cases were reported, more than 50% of them in the
state of Pernambuco. There was also an outbreak in the port of
Paranagug, in the South region, during 1999, which caused 469
cases. In 2000, only 753 cases were reported, the lowest number
since 1991, when the disease was reintroduced into Brazil.
Mortality from acute gastroenteritis decreased from 9,391 deaths
in 1996 to 7,214 in 1999. In addition, between 1995 and 1999, the
number of children under 1 year of age hospitalized for acute di-
arrheal disease in the public health care system dropped 32%,
and the number of deaths associated with those same hospital-
izations decreased 54%.

Chronic Communicable Diseases

The clear downward trend of tuberculosis noted in the 1980s
has slowed in recent years, although mortality from the disease
has remained constant at around 6,000 deaths a year. In 1999,
78,870 cases of all forms of tuberculosis were reported, with an
incidence rate of 48.1 cases per 100,000 population. Tuberculosis
has also occurred as an opportunistic infection in 22.6% of AIDS
cases since the 1980s. Of all new cases in 1999, 53% were the pul-
monary form of the disease (25.4 per 100,000). In 1998, of
204,000 specimens from individuals with respiratory symptoms
examined by sputum smear microscopy, 9.3% were positive. The
North region had the highest incidence of sputum-positive pul-
monary tuberculosis cases in 1999 (34.7 per 100,000), followed
by the Northeast (27.0), Southeast (26.0), South (19.8), and
Center-West (17.3). In 1999, the state of Amazonas recorded the
highest rates for all forms of tuberculosis (82.7 per 100,000) and
for the pulmonary form (49.9 per 100,000). A national study car-
ried out in 1997 on multidrug resistance showed resistance to
isoniazid (5.9% of cases), rifampicin (1.1%), streptomycin
(3.6%), and ethambutol (0.1%). The rate of primary resistance to
one or more drugs—not including the combination of ri-
fampicin and isoniazid—was 8.6%, and the rate of resistance to
isoniazid and rifampicin was 0.9%.

Leprosy remains an important problem, with a prevalence rate
of 4.9 cases per 10,000 population in 1998 and 78,000 leprosy pa-
tients on record. In the same year, 42,055 new cases were diag-
nosed (detection rate of 2.6 cases per 10,000 population). In the
North and Center-West, the disease remains hyperendemic
(more than 4 new cases per 10,000 population), but the
Northeast had the highest absolute numbers of existing leprosy
cases (25,267) and new cases detected (14,015). Intensification of
the control program since the early 1990s, with decentralization
of diagnostic and treatment activities to local health services, has
yielded good results: between 1991 and 1998, the number of
cases decreased by almost 200,000, and the prevalence rate fell
from 18.2 to 4.9 cases per 10,000 population.

Acute Respiratory Infections
Acute respiratory infections (ARI) are among the leading
causes of morbidity and mortality in children under 5 years of

age, and they account for 30% to 60% of outpatient care visits in
this age group. In 1999, pneumonia and other ARIs accounted for
35% of all hospitalizations of children under 5 years of age in the
public health care system and 31% of hospital expenditures.
Pneumonia was responsible for around 90% of the hospitaliza-
tions due to ARIs in children younger than 5. Between 1995 and
1999, hospitalizations for ARIs decreased 8.6% among children
under 1 year and 3.4% among all children under 5 years of age,
while the number of hospital deaths in these same age groups
dropped 35% and 32%, respectively.

Zoonoses

The incidence of human and canine rabies has fallen sharply
since the 1970s, when the national control program was insti-
tuted. The program has prioritized annual dog vaccination cam-
paigns in urban areas. Still, 26 human cases and 1,227 canine
cases were reported in 1999 and 26 human cases were reported in
2000. In 1999, canine vaccination coverage reached 88.3%. Since
the 1980s, there have been no reports of human cases transmit-
ted by dogs in the states of the South region. Together, the North
and Northeast accounted for 69.2% of the human cases in 1999
and 84.6% in 2000. During the period 19802000, 83 cases of
human rabies transmitted by bats were detected (6.3% of the
total), most in rural areas of the Amazon region. Human prophy-
lactic treatment is standardized and is administered free of
charge.

Leptospirosis is endemic in the principal urban centers, with
seasonal peaks associated with flooding. In the period
1995-2000, 22,651 cases and 1,951 deaths from the disease were
reported.

The first cases of hantavirus disease were identified in 1993 in
S&o Paulo, and since then the disease has been reported mainly in
the South, Southeast, and Center-West regions. Of the approxi-
mately 100 cases registered, 81 occurred in the period
1999-2000.

Foodhorne Diseases

In 1999, 353 outbreaks of foodborne disease were reported
(4,564 cases) and in 2000, 380 outbreaks (7,556 cases). In those
two years, 87.5% of the cases were detected by means of studies
carried out in the Southeast and South, where foodborne disease
surveillance activities are better organized.

HIV/AIDS

The AIDS epidemic showed an upward trend until 1997, when
23,172 new cases and 7,545 deaths were confirmed. Since then,
the incidence seems to have stabilized, with 23,117 cases in 1998.
The male-female ratio of new cases decreased from 6:1 in 1989 to
2:1in 1999 (Figure 6). Sexual transmission of the disease de-
creased from 87% of the male cases with known exposure in
1989 to 78% in 1999; however, this decline was offset by an in-
crease (from 13% to 19%) in the proportion of male cases due to
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transmission via contaminated blood or blood products in the
same period. The opposite occurred with the female cases: the
proportion of cases due to sexual transmission rose from 44% in
1990 to 84% in 1999. Among males, the proportion of cases in
homosexuals decreased, while the proportion in intravenous
drug users increased (24% and 30%, respectively, in 1999).

The policy of free universal distribution of antiretroviral
drugs seems to have been very effective in reducing case fatality
and mortality from AIDS. To prevent transmission of HIV in
women and newborns, educational campaigns were conducted,
the availability of HIV testing during the prenatal period was ex-
panded, and systematic treatment of seropositive women was in-
troduced.

Sexually Transmitted Infections

Syphilis, the leading sexually transmitted infection in the
country, occurs in both the acquired and congenital forms. A total
of 154 deaths from syphilis were reported in 1996, 150 in 1997,
154 in 1998, and 166 in 1999. Almost all these deaths occurred
among children under 1 year of age, which indicates the presence
of congenital syphilis, a highly prevalent disease in Brazil. The av-
erage rate for 1998 was 1.2 cases per 10,000 live births, with
higher rates in the Federal District (3.7) and in the states of
Pernambuco (3.8), Rio de Janeiro (3.7),and Goiés (1.7). There are
indications that the incidence of other sexually transmitted in-
fections—such as gonorrhea, venereal warts, chancroid, and
granuloma inguinale—is also higher.

Nutritional and Metabolic Diseases

The prevalence of malnutrition among children under 5 was
assessed by determining the percentage of children with weight
two standard deviations or more below the median weight for
age. Data from a national study conducted in 1996 show a mean
prevalence of 5.7%, with values ranging from 2.0% in the South
to 8.3% in the Northeast. These figures indicate low prevalence of
malnutrition, with a reduction of 20% over the period 1989—-1996
and a decrease in the difference between the South and Northeast
regions, in comparison to the period 1975-1979. In 1996, the
mean prevalence of acute malnutrition (as measured by weight
for height) in children under 5 was 2.3% (2.8% in the Northeast).
The prevalence of stunting (height for age), which reflects nutri-
tional status over time and child morbidity, was around 10.5%,
with much higher rates in the North (16%) and Northeast (18%)
and marked differences between urban areas (8%) and rural
areas (19%). These values reflect a one-third decrease since 1989.
The prevalence of obesity has increased among children and
adults of both sexes in all regions and income brackets. From
1975 to 1996, among women of childbearing age with children
under the age of 5, the proportion with a body mass index of
more than 30 kg/m? almost doubled, rising from 5.3% to 10.1%.
The most important nutritional deficiency is iron deficiency,
which is found in all regions, principally among children and
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pregnant women with low family incomes. The prevalence rates
among preschool-age children range from 48% to 51%. Data
from 1996 on food intake in seven metropolitan areas indicated
low iron content in the diet.

Since the 1980s, vitamin A deficiency has been recognized
among children in the North and in impoverished areas in the
Southeast. In the states of Paraiba (1992) and Pernambuco
(1997), serum retinol levels below 20 mg/dl were detected in 19%
and 16% of preschool children, respectively. The prevalence of
endemic goiter has diminished considerably with the iodization
of salt, but iodine deficiency persists in some areas of the North
and Center-West regions and in some states of the South,
Southeast, and Northeast. A survey of schoolchildren aged 6-14
revealed low mean levels of urinary excretion of iodine in three
states. In six states, the levels of salt iodization were under
10 mg/g.

The National Food and Nutrition Policy, approved in 1999,
seeks to guarantee the quality of foods and promote healthy eat-
ing habits as well as to prevent and control nutritional disorders.
To supplement the caloric intake of pregnant and lactating
women and children under 6 years of age, in July 2001 a financial
support program was established to assist the poorest families.
Benefits under the program are subject to beneficiary compli-
ance with a basic care scheme that includes vaccination and pre-
natal care.

Although deaths from diabetes are underreported, their ab-
solute number is known to have increased in recent years. In
1999, the disease caused 31,000 deaths and accounted for 3.4% of
total mortality. The age distribution of diabetes deaths reflects
the higher frequency of the disease at more advanced ages, irre-
spective of sex. In 1998, 88% of the deaths from diabetes oc-
curred after 40 years of age (58% of those who died were
women). A study conducted in S80 Paulo showed an association
between diabetes and stroke (42.8% of the deaths for which dia-
betes was mentioned as a cause), hypertensive disease (33.8%),
and ischemic heart disease (31.2%). There were 104,000 hospi-
talizations for diabetes in 1998, of which 45% were of people aged
50-69. Although the majority were women (61%), up to age 39 a
larger proportion of those hospitalized were men.

In 2001, guidelines were established for restructuring and ex-
panding basic care for groups with or at risk of diabetes and ar-
terial hypertension. These standards emphasize the importance
of primary prevention, early diagnosis, and incorporating per-
sons with these conditions into the primary health care system.
Preliminary data from a national diabetes screening campaign
that targeted the population over 40 years of age show that, of 20
million people who took the finger-stick test, 2.9 million (14.7%)
were presumed to have diabetes mellitus.

Diseases of the Circulatory System
Diseases of the circulatory system were responsible for about
32% of all deaths, excluding those from ill-defined causes, in all
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regions and in 23 of the 26 state capitals during the period
1995-1999. Only in the Southeast region was a decline in mortal-
ity from this cause observed in all age groups, owing mainly to
the reduction in deaths due to ischemic heart disease in the state
of S&o Paulo. The leading causes of death are ischemic heart dis-
ease and cerebrovascular disease, which accounted, respectively,
for 25% and 34% of all deaths during the period. In the North,
Northeast, and Center-West regions, cerebrovascular diseases
were the leading cause of death; in the Southeast, ischemic heart
disease prevailed. In the South, the two causes accounted for sim-
ilar percentages of deaths.

In 1999, this group of diseases was the third leading cause of
hospitalization in the public health care system, accounting for
more than a million admissions (around 10% of the total num-
ber). Hypertensive disease accounted for 14.3% of hospitaliza-
tions for diseases of the circulatory system in 1999, substantially
higher than the percentage of deaths due to this cause, owing to
differences in the rules for coding mortality and morbidity. Data
from 1997 indicate that the average hospital stay for diseases of
the circulatory system was 7.2 days, while for other causes of
hospitalization it was 6.4 days. The highest average expenditures
for hospitalization were associated with ischemic heart disease,
which accounted for an amount double that spent on the group of
diseases of the circulatory system as a whole.

Malignant Neoplasms

Cancer mortality increased by close to 10% during the 1990s,
rising to 75.5 deaths per 100,000 males and 62.5 per 100,000 fe-
males in 1999. Among males, lung cancer is the leading cause of
death, with a rate of approximately 12 per 100,000. Next are
stomach and prostate cancer, with rates of around 8.9 per
100,000 in 1998; in 1999, prostate cancer tended toward second
place. The ranking of other cancer sites has changed little since
1996. Among women, breast cancer remained the principal cause
of death, with rates of 8.9 to 9.6 per 100,000 women. Lung cancer
became the second leading cause of death in 1997, and in 1999
the death rate from this cause was 5.1 per 100,000. Cervical can-
cer ranked third in 1999 (4.6 per 100,000), but the rates for the
group of uterine cancers as a whole (cervix, corpus uteri,and un-
specified parts of the uterus) have been close to 7.9 per 100,000
since 1996.

In 1999, some 356,000 hospital discharge diagnoses of malig-
nant neoplasms were registered in the public health care system
(65% were female patients). Excluding in situ and benign neo-
plasms and those of uncertain behavior, the six primary cancers
among males were the mouth and pharynx (7%); leukemia
(5.6%); stomach (4.6%); colon, rectum, and anus (4.6%);
prostate (4.4%); and lung (4.3%). Among females, the predomi-
nant types were malignant neoplasms of the uterine cervix
(10.2%), breast (9.1%), corpus uteri and unspecified parts of the
uterus (8.9%), ovary (5.1%),and colon, rectum, and anus (2.7%).
During the national cervical cancer control campaign, which was

carried out in 1998 and reached 98% of the municipalities in
Brazil, 3.2 million samples were examined. Close to 11,900 were
found to be precancerous and, as of April 2000, 9,052 people had
been treated or were in treatment.

Accidents and Violence

Injuries, deaths, and disabilities due to accidents and vio-
lence are most frequent in the young population and cause high
expenditures for emergency care and rehabilitation. Around
15% of deaths from defined causes are due to external causes,
which accounted for the highest mortality rate in 1996 (76 per
100,000 population). While the overall rates are declining, sig-
nificant inequalities exist in their distribution by cause, age, and
sex. In general, male mortality is close to three times greater
than female mortality. Between 1996 and 1999, the proportion
of deaths from transport accidents fell from 30% to 25% of
the total due to external causes. At the same time, the proportion
of homicides rose from 30% to 37%, with rising death rates,
especially among young men. The large number of homicides
by firearms prompted legislative proposals to control the sale,
use, and possession of such weapons. External causes accounted
for only about 6% of hospitalizations in the public system
and their daily cost is 60% higher than that of other causes of
hospitalization.

The number of drug poisoning emergencies has risen continu-
ously, with 79,000 cases and 450 deaths reported in 1998. The main
victims of drug intoxication and poisoning are children aged 1-5
(25% of the cases), and the most frequent agents are drugs, various
household substances, and poisonous plants; in adults, drugs and
agrochemicals are the most frequent causes of poisoning. Drug in-
toxication was responsible for 28% of the cases reported in 1994,
and 35% of the cases involved children under the age of 5.
Accidental intoxications and suicide attempts made up 79% of the
cases in 1998. The deaths were caused mainly by agrochemicals
(40% of the total), venomous animals (16%), and drugs (12%).

The National Policy on Reduction of Mortality and Morbidity
from Accidents and Violence, adopted in 2001, establishes guide-
lines for promoting safe and healthy behaviors and environ-
ments, monitoring information, providing pre-hospital care,
training human resources, and supporting correlative research
and studies.

Mental Health

Mental disorders are an important cause of hospitalization
and absenteeism from work, especially among males in the eco-
nomically active population. In 1999, these causes accounted for
3.5% of all hospitalizations in the public system nationwide, with
a higher percentage in the Southeast region (5.2%). Mental dis-
orders were responsible for 12% of all hospitalizations—exclud-
ing those for causes related to pregnancy, childbirth, and the
puerperium—in the 30-39 age group and 10% of those in the
40-49 age group. Schizophrenia and abuse of alcohol and other
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psychoactive substances were the most frequent disorders, ac-
counting for 72% of the cases in the group aged 20-49 years.
More than 15% of the mental disorders were cases of alcoholism,
which affects more males than females. Use and abuse of alcohol
and other psychoactive substances is also associated with in-
creases in traffic accidents, assaults, and homicides.

Oral Health

The prevalence of dental caries in the Brazilian population de-
creased markedly between 1986 and 1996. Studies conducted by
the Ministry of Public Health among the school population of the
state capitals showed that the DMFT index at 12 years of age had
fallen from 6.7 to 3.1, thanks to a set of educational and preven-
tive activities carried out with the participation of the public sec-
tor and entities in the area of dentistry. In addition, 42% of the
population had access to fluoridated drinking water in 1996.
Although no more recent information is available yet, a new study
currently under way will provide more complete data on the oral
health situation in Brazil.

RESPONSE OF THE HEALTH SYSTEM

National Health Policies and Plans

The national health policy is based on the Federal Constitution
of 1988, which set out the principles and guidelines for the deliv-
ery of health care in the country through the Unified Health
System (SUS). This system, whose operating regulations were es-
tablished in 1990, is guided by the principles of universal and eg-
uitable access to services for the promotion, protection, and re-
covery of health, integrated in a regionalized, multilevel network
under the responsibility of the three levels of government (federal,
state, and municipal). The private sector plays a complementary
role. The SUS operational guidelines call for decentralized man-
agement, integrated care, and community participation.

Under the Constitution, the activities of the federal govern-
ment are to be based on multiyear plans approved by the national
congress for four-year periods. In the 1996-1999 quadrennium,
the essential objectives for the health sector were improvement of
the overall health situation, with emphasis on reduction of child
mortality, and political-institutional reorganization of the sector,
with a view to enhancing the operative capacity of the SUS. The
plan for the next period (2000—2003) reinforces the previous ob-
jectives and prioritizes measures to ensure access at activities
and services, humanize care, and consolidate the decentraliza-
tion of SUS management.

Health Sector Reform Strategies and Plans

The current legal provisions governing the operation of the
health system, instituted in 1996, seek to shift responsibility for
administration of the SUS to municipal governments, with tech-
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nical and financial cooperation from the federal government and
the states. To that end, they strengthen the mechanisms for nego-
tiation among agents in the various government spheres; support
concerted and integrated programming and processes for evalu-
ation, control, and auditing of the system; and establish criteria
for financial management of the federal resources transferred to
the municipal level. To harmonize SUS activities in the three lev-
els of government administration, two negotiation and consen-
sus-building bodies meet regularly: at the state level, the Bipartite
Interagency Commission, on which the states and municipalities
are represented; at the federal level, the Tripartite Interagency
Commission, with equal representation of the Ministry of Public
Health, the National Council of State Secretaries of Health, and
the National Council of Municipal Secretaries of Health.

The municipalities that meet the criteria established for as-
suming full responsibility for administration of the municipal
health system or for administration of primary health care re-
ceive federal resources, which are transferred directly, regularly,
and automatically to the municipal health fund. The same
process applies to administration of the SUS in the states. Since
1998, a certain amount of resources have been allocated exclu-
sively for primary care activities. The Piso de Aten¢&o Bésica pro-
vides a fixed amount of resources, apportioned on a per capita
basis, for basic care and an additional variable amount, utilized
to support strategic activities (epidemiological surveillance and
disease control, activities to address nutritional deficiencies,
health surveillance, supply of basic drugs, family health, and
community health agents), depending on specific needs. As of
late 2000, 523 municipalities, which account for around 40% of
the total national population, had been entrusted with full re-
sponsibility for administering the municipal health system, and
virtually all the others had assumed full responsibility for ad-
ministration of primary care.

Social participation in the SUS takes place mainly through two
formal bodies: health councils and health conferences. These
councils are standing bodies, which formulate strategies and
monitor the execution of health policy, including the economic
and financial aspects. The conferences are convened every four
years, with broad stakeholder participation, to analyze progress
with regard to the health situation and propose guidelines for the
public policies in the sector.

Councils exist at the federal and state levels and in 98% of the
municipalities. Confirmation of the existence of functioning state
and municipal councils is a requirement for the transfer of ad-
ministrative responsibility to the municipalities and, conse-
quently, for the regular and automatic transfer of federal funds.
Another regionalization initiative is the creation of health con-
sortia, which pool the resources of several neighboring munici-
palities. In 1999, there were 143 of these consortia, involving a
total of 1,740 municipalities, mainly in the South and the
Southeast. An important instrument of support for regionaliza-
tion is REFORSUS, a project to reorganize and strengthen the
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SUS, launched in 1996 under a US$ 650 million lending agree-
ment signed by the Government of Brazil, the 1DB, and the World
Bank. The investment is being used to upgrade the system's phys-
ical facilities and introduce improvements in the areas of infra-
structure, information, service management, and operational
mechanisms, among others.

The Health System

Institutional Organization

The health sector in Brazil comprises a complex network of
services that encompasses public and private suppliers and fi-
nancers. The SUS, which is national in scope and supported by the
public sector, is responsible for around 75% of the services pro-
vided to the population. Private commercial enterprises and com-
munity and philanthropic institutions provide the remaining
25%. The SUS network includes government-run units and pri-
vate establishments that provide public services under contract;
80% of the hospitals that supply services to the SUS are private. An
estimated 25% of the population is covered by at least one form of
health insurance; 75% of the insurance plans are offered by com-
mercial operators and companies with self-managed plans.

The SUS includes subsystems at the level of each state (state
SUS) and each municipality (municipal SUS). Under the Federal
Constitution, the municipalities are responsible for providing
health care to their respective populations, with technical and fi-
nancial assistance from the federal government and the states. At
the state level, the SUS is administered by the state secretariats of
health. Nationally, the SUS is managed by the Ministry of Public
Health, which has primary responsibility for regulatory func-
tions and plays a major role in financing the system. The
Ministry maintains some of its own operational structures in the
areas of education, research, tertiary care, and delivery of special
services, such as indigenous health care. Other parts of the fed-
eral government also provide health services directly, notably the
system of university hospitals operated by the Ministry of
Education and the armed forces health services. The SUS carries
out ongoing functions of coordination, articulation, negotiation,
planning, monitoring, control, evaluation, and auditing, which
are incumbent on the three levels of government. The health
councils, at their respective levels, undertake periodic monitor-
ing of activities.

The private health services sector, which includes both for-
profit entities and philanthropic and community organizations,
has organizational and financial characteristics that are increas-
ingly dependent on the dynamics of the private health insurance
market. In 1999, the 5,193 private hospitals existing in the coun-
try indicated that their main sources of private financing were di-
rect payments by users (90% of cases), third-party insurance
plans (84%), and insurance offered by hospitals themselves or by
their managing companies (17%).

Organization of Regulatory Actions

Oversight of professional practice in the various health careers
is exercised by professional boards, which maintain regional
bodies whose jurisdiction corresponds to the geographic area of
each state. The boards are autonomous public entities, created by
law, which supervise ethical and legal aspects of professional
practice in the various health occupations throughout the coun-
try. In addition to these boards, there are union organizations and
professional associations that are concerned with the cultural,
labor, and scientific interests of various professional groups.

In 1995, Brazil implemented a program for hospital accredita-
tion, which is granted pursuant to an evaluation of hospital serv-
ices based on standards established in a specific federal regula-
tory instrument. Since 1998, the services of private insurers have
also been subject to regulation, standards, monitoring, and over-
sight, as provided in specific legislation. The production and
marketing of health-related goods and services are regulated by
the federal, state, and municipal bodies that make up the
National System of Health Surveillance. The Ministry of Public
Health coordinates the system through the National Health
Surveillance Agency, which is also responsible for health regula-
tion at ports, airports, and borders. The Agency also has regula-
tory authority over a large segment of the national productive
sector, for which purpose it employs an efficient set of mecha-
nisms and procedures. In addition, it receives scientific and tech-
nical support from the National Institute for Quality Control in
Health.

Procedures for the registration, control, and labeling of foods
and identification and quality standards for food products are es-
tablished under federal legislation, which assigns specific re-
sponsibilities to the health and agriculture sectors. In the health
sector, health inspection activities have been decentralized to the
state and municipal governments. The health and agriculture
sectors each have their own laboratory networks for food quality
control.

Brazilian environmental policy derives from specific legisla-
tion and from the Constitution of 1998, which established the
National Environmental System. The advisory and deliberative
body of the system is the National Environmental Council; its ex-
ecutive body is the Brazilian Institute for the Environment and
Renewable Natural Resources.

Organization of Public Health Care Services

The main strategy for strengthening primary health care is the
Family Health Program (PSF), which was introduced in 1994 and
is overseen by the municipal health secretariats in collaboration
with the states and the Ministry of Public Health. The Program is
organized into local teams consisting of a doctor, nurse, nursing
auxiliary, and five or six community health agents. Each health
team is responsible for some 1,000 families. The professionals on
the teams are trained at special training and continuing educa-
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tion centers. As of December 2000, 31 such centers existed in the
country.

To facilitate the work of the program, the Federal Government
supplies technical support and transfers funding through the
Piso de Atencdo Basica, which provides specific financial incen-
tives to encourage municipal governments to expand the cover-
age of the Family Health Program and form new teams. In
December 2000, there were 10,473 family health teams working
in 3,090 municipalities and serving 27 million people. By the end
of 2002, the number of people being served is expected to rise to
70 million. There are also some 145,000 community health
agents, not necessarily linked to the PSF teams, who regularly
visit 73 million people in 4,610 municipalities. To strengthen the
PSF and encourage medical and nursing professionals to go and
work in underserved areas, a program of professional incentives
was launched in February 2001. Initially, the program is focusing
on 500 municipalities.

Disease prevention and control activities follow guidelines es-
tablished by technical experts in the Ministry of Public Health
and laid out in plans and programs executed by the municipal
and state SUS entities. The National Epidemiology Center
(CENEPI), an agency of the National Health Foundation
(FUNASA), coordinates the national epidemiological surveil-
lance system, which provides information about and analysis of
the national health situation. CENEPI also coordinates the na-
tional system of public health laboratories, which is currently
being restructured.

Since 1999, the executive structure of FUNASA has been de-
centralized to the state and municipal levels. As of April 2001, 27
state health secretariats and 3,553 municipal health secretariats
had assumed administrative responsibility. In addition to
strengthening decentralized management and fostering better
coordination with primary care programs, this process has led to
an increase of close to 85% in financing for high-priority disease
prevention and control activities. Under a lending agreement
with the World Bank for US$ 600 million, since 1999 FUNASA
has been carrying out a health surveillance project (Vigisus) in
Amazonia that includes epidemiological surveillance, environ-
mental health surveillance, indigenous health, and disease
control components. The funds are being used to improve the op-
erational infrastructure (information, laboratory support, com-
munications, and transportation), training of human resources,
and research studies.

Basic sanitation is the responsibility of the municipal govern-
ments, but in most cases services are provided by sanitation
companies administered at the state level. To help mitigate the
harm caused by environmental conditions, FUNASA carries out
activities through decentralization of resources to the state and
municipal levels. Between 1995 and 1999, around US$ 400 mil-
lion were allocated to 3,500 Brazilian municipalities, 80% of
which have fewer than 30,000 inhabitants. A total of 11 million
people benefited from this funding.
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Organization of Individual Health Care Services

In Brazil, the private sector supplies a large portion of hospi-
tal, diagnostic support, and therapy services, while the public
sector is responsible for most outpatient services. In 1999, 66% of
the country’s 7,806 hospitals, 70% of its 485,000 hospital beds,
and 87% of its 723 specialized hospitals belonged to the private
sector. In the area of diagnostic support and therapy, 95% of the
7,318 establishments were also private. In contrast, 73% of the
41,000 ambulatory care facilities were operated by the public
sector.

In 1999, hospital beds in the public sector were distributed as
follows: surgical specialties, 21%; clinical medicine, 30%; pedi-
atrics, 17%; obstetrics, 14%; psychiatry, 11%; other areas, 7%. In
the same year, 43% of the public hospital beds and half the hos-
pital admissions were in municipal establishments. The SUS am-
bulatory care facilities offer primary care, which includes preven-
tive measures such as immunization; specialized care, provided
by medical specialists; and complex care, utilizing more sophisti-
cated equipment and technology. In 1999, the ambulatory care
system logged about two visits per person. As of December 1999,
this system included 55,700 health care establishments of vari-
ous types.

One of the instruments for improving the administration and
quality of care in the SUS is the National Health Card. Through
this system, computerized records are kept of the identity and
relationship of users, care history, appointments, authorization
for highly complex procedures, and health care financing. A sur-
vey among users of public health services in 2000 revealed high
overall rates of satisfaction with the SUS (64%), particularly in
relation to guaranteed access (50%) and promptness of care
(20%).

Health Supplies

Drugs

Brazil is one of the 10 largest consumer markets for drugs, ac-
counting for a 3.5% share of the world market. In 1999, gross re-
ceipts on the domestic market totaled US$ 8,500 million. The
pharmaceutical sector comprises 471 companies, 50 of which
control 80% of the market. There are some 50,000 pharmacies in
the country—including hospital and homeopathic pharma-
cies—that sell 5,200 products in 9,200 different forms.

The National Drug Policy, approved in 1998, seeks to ensure the
safety, efficacy, and quality of drugs, as well as rational use and ac-
cess for the population to essential products. Its implementation
presupposes decentralized management of resources, based on a
national list of essential drugs and a set of essential products
whose supply is obligatory. Financing for basic drugs is shared by
the three spheres of government on a per capita basis. To expand
the population’s access to drugs, incentives have been offered for
marketing generic products, which cost an average of 40% less
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than brand-name products. In February 2000, there were 14 in-
dustries authorized to produce generic drugs and about 200 reg-
istered generic drugs were being produced in 601 different forms.

Immunobiologicals

Responsibility for national production of immunobiologicals
is entrusted to public laboratories, which have a long-standing
tradition of producing vaccines and sera for use in official pro-
grams. Between 1995 and 2000, the Ministry of Public Health in-
vested some US$ 120 million in developing the capacity of these
laboratories; in 2000, the supply of products was sufficient to
meet the need for heterologous sera, such as those used in the
vaccines against tuberculosis, measles, diphtheria, tetanus, per-
tussis, yellow fever, and human and canine rabies. In addition,
60% of the products obtained for the National Immunization
Program in 2000—including vaccines, immunoglobulins, and
sera—were manufactured in the country. Each lot of products
procured for the Program, including imported products, is sub-
ject to quality control before use by the national reference labora-
tory. To enhance quality control activities, the registration
process has been standardized and a program for inspection of
producers and importers of biological products has been imple-
mented as part of the health surveillance system.

Blood and Blood Products

Quality control of blood used for transfusions began in 1980,
with the offering of incentives for voluntary donation and the es-
tablishment of a network of public blood donation centers. In
1999, the network consisted of 26 coordinating centers, located in
the state capitals, and 44 regional centers. Working in collabora-
tion with universities, the blood donation centers also help train
specialized personnel and contribute to scientific and technolog-
ical development in this area. Some 2 million people donated
blood in 1999; 90% of them were males between 16 and 30 years
of age. The Blood Quality Control Program, created in 1998, is
currently carrying out 13 projects to strengthen the infrastruc-
ture and operations of the network. One of these projects is
aimed at achieving self-sufficiency in blood products.

Reagents and Equipment

Purchases of medical and hospital goods and equipment
amounted to around US$ 3,500 million in 1999. National indus-
tries supplied close to 45% of domestic demand, with equal par-
ticipation by the public and private sectors. The bulk of these in-
dustries are located in the South and Southeast regions, where
around 60% of high-technology equipment is concentrated. The
manufacturing sector estimates that in 1997 there were 11,000
groups of products, made by 515 manufacturers, on the market.
No basic policy on the assessment and incorporation of new
technology has yet been instituted. A surveillance system was in-
troduced in 2000 to certify good manufacturing practices and to
train inspectors, mainly in the field of equipment and in vitro

testing kits. Brazil is participating in efforts to harmonize inter-
national standards in the framework of MERCOSUR and the
Global Harmonization Task Force.

Human Resources

In 1999, the country had some 237,000 physicians, 145,000
dentists, 77,000 nurses, 26,000 dietitians, and 56,000 veterinari-
ans. The national average ratio of physicians to population was 14
per 10,000, with a strong concentration of physicians in the
Southeast (21 per 10,000) and lower numbers in the North (6 per
10,000) and Northeast (8 per 10,000). The distribution was sim-
ilar for dentists and nurses. Generally speaking, the number of
positions available in health care establishments exceeds the
number of registered professionals in each category, and the
same individual may hold two or more positions. In 1999, of the
665,000 professional positions, 65% were occupied by physicians,
11% by nurses, 8% by dentists, 3.2% by pharmacists and bio-
chemists, 2.8% by physical therapists, and 10% by other profes-
sionals. The disproportion between doctors and nurses is due in
part to the employment of large numbers of auxiliary personnel,
who perform most nursing work. In 1999, the public sector em-
ployed a larger proportion of health personnel in the North (54%
of the health workforce) and Northeast (62%) versus only 38% in
the South.

In 1998, 7,616 professionals were trained in medicine, 5,447 in
nursing and obstetrics, and 7,710 in dentistry. In 1999, 54% of the
97 medical training programs, 38% of the 130 dentistry pro-
grams, and around half of the 153 nursing and midwifery pro-
grams were offered in the public sector. An estimated 1.4 million
health sector jobs are occupied by technical and auxiliary per-
sonnel. In 1999, 703 courses for such personnel were offered and
29,000 students were trained. A large-scale project currently
under way is providing technical and financial cooperation for
training workers in the nursing field.

Health Research and Technology

Over the last decade, the amount invested by the federal gov-
ernment in science and technology dropped from approximately
US$ 1,900 million in 1990 to US$ 1,300 million in 1999. Direct in-
vestment in the health sector also declined, falling from US$ 63.1
million in 1990 to US$ 41 million in 1999, a percentage difference
of 35% during the period. An estimated 30% of the resources al-
located for science and technology are used for research and de-
velopment of technology in the health sciences.

In the period 1995-2000, 38,235 articles by Brazilian authors
were published in indexed international journals, and, in 2000,
Brazil was the leader among Latin American countries in scien-
tific production and number of research groups in the health
field. In 1998, the country had 503 recognized graduate programs
in the health sciences (295 at the master’s level and 208 at the
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doctoral level). Consolidation of the strategy for creation of sec-
toral funds to support scientific and technological development
is expected to lead to the creation of a national fund for health re-
search that will boost the country’s scientific and technological
production in the health field through a system of induced de-
mand, based on a national agenda of priorities.

Health Sector Expenditure and Financing

The official information available indicates that in 1998 na-
tional health spending amounted to US$ 62,000 million, which
was around 7.9% of GDP. Of that total, public spending accounted
for 41.2% (US$ 25,500 million, or 3.25% of GDP) and private
spending accounted for 58.8% (around US$ 36,500 million, or
4.63% of GDP). In per capita terms, public expenditure is esti-
mated at US$ 158 and private expenditure at US$ 225, for a total
of US$ 383 per capita. Of the total of public expenditure on
health, US$ 14,500 million (56.7%) came from the federal gov-
ernment, approximately US$ 4,800 million (18.7%) came from
the states, and US$ 6,300 million (24.6%) came from the munic-
ipalities. Fifty percent of total public spending on health was con-
centrated in the Southeast, while the shares of the Northeast and
the North were 18% and 4.5%, respectively. As for private expen-
diture, families spent US$ 32,600 million and businesses spent
around US$ 3,900 million. The largest categories of spending by
families were drugs used on a regular basis (37.2%), monthly
premiums for health plans and insurance (33.1%), dental treat-
ments and prostheses (11.8%), and hospitalizations (4.4%). Of
the total private expenditure, 40% occurred through prepaid in-
surance systems.

A large proportion of public expenditure is federal govern-
ment spending to finance the SUS, which takes the form of in-
vestments for the maintenance of the system’s own entities and
programs of national scope, transfers to states and municipal
administrative agencies, and direct payments to public and pri-
vate providers of services in the states and municipalities not
yet authorized to take over full administration of their systems.
In 1999, excluding personnel and administrative expenditures,
the largest items in the breakdown of federal spending were
medical and health care (65%), prophylactic and therapeutic
measures (6%), and communicable disease control (3%).
Transfers for municipal administration of the SUS rose from 7%
of total federal spending in 1993 to around 30% in 1999, which
reflects the policy on decentralization of health care. In addi-
tion, municipal governments are now contributing more of their
OWN resources.

A constitutional amendment approved in 2000 provides for
progressive increases, until the year 2004, of the resources con-
tributed by the three spheres of government to finance public
health activities and services. In the case of the federal govern-
ment, the minimum amount allocated for health will be pegged
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to increases in the nominal value of the GDP. The share of the
states and municipalities will rise to levels of 12% and 15%, re-
spectively, of the value of the taxes collected at each level.

External Technical Cooperation and Financing

A study in 2000 identified 129 external cooperation projects
scheduled to be carried out in the health field in Brazil between
1998 and 2004. The countries and agencies participating in these
projects include Canada, France, Germany;, Italy, Japan, Spain, the
United Kingdom, the United States, the IDB, the World Bank,
PAHO, UNFPA, UNDRP, the European Union, and UNESCO. These
projects have mobilized a total of US$ 675.6 million, including
funds from the agencies, national counterpart funding, and bank
loans. Data collected after completion of the study showed that
UNICEF mobilized some 4.2 million reales for health projects
and activities during the period 1997-2000.

International cooperation projects are emphasizing the areas
of collective services and training, especially in the subareas of
management and disease prevention and control. They are either
national in scope or are targeted to states where the health situa-
tion is particularly unfavorable, especially in the Northeast re-
gion. In general, the thematic areas for international cooperation
correspond to the federal government's multiyear plans and in-
clude reducing infant and maternal mortality through promotion
of women's and children’s health and expansion of the Family
Health Program; improving the quality of health services
through physical restructuring, strengthening of management,
and training of human resources; and extending access to health
activities and services.

Several international foundations are also active in Brazil and
provide direct financing for projects or individuals in fields re-
lated to the Program of Action of the 1994 International
Conference on Population and Development. In 1998, these enti-
ties contributed more than US$ 3.2 million in technical and fi-
nancial cooperation for activities relating to family planning, re-
productive health, and AIDS. The resources mobilized by the IDB
and the World Bank under lending agreements with the
Government of Brazil account for a substantial and strategically
important share of financing for the health sector.

Brazil’s participation and influence in cooperation initiatives
have increased, and the volume of financial resources involved
has grown. Some neighboring countries, including Bolivia,
Colombia, Guyana, Paraguay, Peru, and Venezuela, benefit from
programs for the control of endemic diseases (malaria, schisto-
somiasis, leishmaniasis, tuberculosis, leprosy) and prevention of
AIDS. Brazil is also engaged in an intense exchange with the
MERCOSUR countries, aimed at establishing common health
regulations. In addition, the country maintains traditional lines
of cooperation with East Timor and the Portuguese-speaking
countries of Africa.
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FIGURE 1. Population structure, by age and sex, Brazil,
1999.
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FIGURE 2. Gross domestic product, annual growth (%),
Brazil, 1990-1999.
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FIGURE 3. Estimated mortality, by broad groups of causes
and sex, Brazil, 1995-2000.
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FIGURE 4. Distribution of infant mortality, Brazil, 1998.
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OVERVIEW

the United Kingdom. The BVI includes over 50 islands and

cays, 15 of which are inhabited. The total land mass of 59.3
mi? is spread over 1,330 mi? in the northeastern Caribbean Sea.
The four largest islands—Tortola (21.5 mi?), Anegada (15.2 mi?),
Virgin Gorda (8.5 mi?), and Jost Van Dyke (3.2 mi?)—account for
48.4 mi?of the Territory’s total area. The capital, Road Town, is lo-
cated on Tortola. Transportation to Tortola from Virgin Gorda
and Jost Van Dyke is mostly by ferry, with the trip averaging 30
minutes; transportation from Anegada is by boat or air taxi.
Tortola has good roads and telecommunications services; there is
no public transportation system, but private vehicle ownership is
high and private transport services are readily available.

The BVI is self-governed by a democratically elected
Legislative Council. The Government is composed of an
Executive Council consisting of a Chief Minister, the Attorney
General,and four other ministers. The Governor exercises reserve
powers on behalf of the Crown and normally acts on the advice
of the Executive Council, over which he presides. There are no
local government structures; however, there are three District
Officers with administrative functions for Virgin Gorda, Jost Van
Dyke, and Anegada.

The Government relies on locally generated revenue and loans
for most of its recurrent and capital spending. It also receives
small grants-in-aid from the British Government, mainly for in-
ternal security and foreign affairs, the areas covered by the
Governor’s reserve powers, and to support good governance.

The Territory’s economy is driven by tourism, which con-
tributed 21.1% of GDP in 1999, and financial services, which
contributed some 50.2% of total Government revenue in 1999.
Since 1996, several pieces of legislation have been passed to re-
duce money laundering, regulate the mutual funds sector, and
govern general and limited partnerships. GDP at current prices
was US$ 511 million in 1996 and US$ 682.8 million in 2000; the
annual growth rate decreased from 10.4% to 4.4% over those
years (Figure 1).

The British Virgin Islands (BVI) is an overseas territory of
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The expansion of the Beef Island airport and the construction
of a new bridge between Beef Island and Tortola, as well as hous-
ing construction, fueled activity in the construction industry.
Such activity has led to the importation of labor, mainly from
other Eastern Caribbean countries. The unemployment rate aver-
aged 3.6% from 1998 to 1999; unemployment was 3.8% among
males and 3.4% among females.

Between 1980 and 1990, the BVI's population increased by ap-
proximately 45%, from 11,000 to 16,000; in the 1990s, the rate of
growth decreased to an average of about 2%. Approximately 65%
of the population growth since 1980 is due to immigration.
During the review period, immigrants accounted for approxi-
mately half the population.

The population of the BVI increased from 18,737 in 1996 to
20,254 in 2000. In 2000, there were 10,429 males and 9,825 fe-
males, yielding a sex ratio of 1.06:1 (Figure 2). Most of the popu-
lation lived on Tortola (16,630), Virgin Gorda (3,063), Anegada
(204), and Jost Van Dyke (176).

The large influx of immigrants has increased the working-age
population. In 2000, persons under 15 years of age accounted for
27% of the population, persons age 15—64 years for 67%, and per-
sons 65 years of age and older for 5%. The dependency ratio in
2000 was 0.46.

School attendance is compulsory up to age 15. The average
length of school attendance is 9.4 years, though most students
complete a total of 12 years (primary and secondary). There are
20 primary schools (12 public and 8 private) in the Territory, and
5 secondary schools (4 public and 1 private). Adult literacy rates
in 1998—2000 were 98.3% for females and 97.8% for males.

The H. Lavity Stoutt Community College, which is located on
Tortola and is part of the University of the West Indies, offers ter-
tiary education. The College has articulation agreements with
several academic institutions in the U.S., such as Wright State
University (Ohio), for business studies; the State University of
New York (SUNY) at Buffalo (New York), for nursing studies; and
St. Augustine College (North Carolina).

During 1996—2000, the crude birth rate averaged 16 births per
1,000 population, and the total fertility rate averaged 1.9 children
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per woman. Life expectancy at birth over the period 1996—1999
averaged 74.5 years (72.2 years for males and 77.8 for females).

Mortality

Many people access health care through the private sector;
however, the health information system does not capture routine
data from the private sector. A medical practitioner certifies all
deaths. Those that occur in hospital are reported directly to the
National Registration Office, while deaths that occur at home are
reported to the Office by district registrars.

The crude death rate was 4.7 deaths per 1,000 population in
1996,5.1in 1997,4.5in 1998, and 4.8 in 1999. There were no ma-
ternal deaths during the review period. From 1996 to 2000, there
were approximately 92 deaths per year.

Figure 3 shows estimated mortality by broad groups of causes
and sex for the period 1995—2000. According to hospital data, in
2000, diseases of the circulatory system accounted for 31 (33.3%)
of total deaths with defined cause (93), malignant neoplasms for
22 (23.7%), and external causes for 7 (7.5%). The age group most
affected was persons age 65 years and older (59 deaths), followed
by persons age 20-59 years (23 deaths), and infants (6 deaths).

HEALTH PROBLEMS
By Population Group

Children (04 years)

There were a total of 13 deaths among children under 1 year of
age from 1996 to 1999. There were 16 deaths among children age
1-4 years over the same period. The mortality rate for children
under 5 years of age was 14.9 deaths per 1,000 live births. There
were 47 premature births from 1996 to 2000. The average inci-
dence of low birthweight was 6.8% for 1996—2000.

Infant mortality rates were generally over 10 per 1,000 live
births during the 1997-2000 period, but there were only 13
recorded infant deaths between 1996 and 1999, with 1 in 1997
and 3 in 1998. Data from Peebles Hospital indicate that in 2000,
there were three deaths among children under 1 year of age and
one death among children age 1-5 years.

Asthma, gastroenteritis, and acute respiratory infections are
important causes of morbidity and hospital admissions among
children age 14 years. Eight infants and 64 children age 1-4
years were treated for asthma as outpatients in 2000; there were
10 hospital admissions for this cause among the latter age group
that year.

From 1996 to 2000, 11 children under 1 year of age and 38 chil-
dren between 1 and 4 years of age were admitted to Peebles
Hospital for gastroenteritis. Overall, there were 134 reported
cases of gastroenteritis among children under age 5 years in the
BVI in 2000.

There were 197 cases of acute respiratory infection among
children under 5 years of age in 2000. There were no hospital ad-
missions for pneumonia among infants in 1999, and two in 2000.
There were 23 hospital admissions for pneumonia among chil-
dren age 1-4 years in 1999 and 25 in 2000.

Schoolchildren (5-9 years) and
Adolescents (10-14 and 15-19 years)

Eighteen children and adolescents age 5-14 years were admit-
ted to hospital for asthma; 112 were treated on an outpatient
basis in 2000.

Adolescents accounted for 167 (11%) of the 1,560 births dur-
ing the period 1996-2000, for an average of 33.4 births per year.
During that period, there were approximately three births to girls
under 15 years of age.

A 1999 adolescent health survey among 400 students age
11-20 years found that approximately 18% had used marijuana
or hallucinogens in the previous year, 17% had used inhalants,
16% had smoked cigarettes, 11% had used amphetamines or
steroids, and 10% or less had used chewing tobacco, cocaine,
heroin, intravenous drugs, or sedatives. As many as 60% had con-
sumed alcohol, including 25% of 10-12-year-olds; 35% of re-
spondents had never drank. Among those who had consumed al-
cohol, 44% reported having one drink, 10% two to three drinks,
and 9% four drinks or more at one time.

One quarter of students who had had sex reported using con-
traception always, 19% sometimes, and 39% never. Eleven per-
cent of students surveyed reported having suffered physical
abuse or mistreatment, and of these, 60% reported being abused
by an adult living in their home. Six percent of students reported
having been sexually abused. Thirteen percent had attempted or
contemplated suicide, with more than half attempting suicide in
the previous year.

Secondary schools have no formal health or sexual education
curricula. However, high school nurses offer some substance
abuse counseling, and guidance counselors and some NGOs offer
seminars on this and other health subjects throughout the year.
The family planning nurse also visits schools to offer seminars on
sexual health upon request from teachers or counselors. A manda-
tory school health screening program is in place. Family life edu-
cation is incorporated into the curricula of all primary schools.

Adults (20—64 years)

Breast cancer accounted for five deaths among women age
25-64 years in 1999-2000. Prostate cancer accounted for one
male death in the 45-64 years age group.

The 25-44 years age group had the most admissions (23 of 51)
due to motor vehicle accidents from 1997 to 1999; the next most
affected group was young persons age 15—24 years, with 16 ad-
missions over that period.

The 25-44 years age group accounted for 27 of 192 hospital
admissions for heart conditions from 1998 to 2000; the 45-64
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years age group accounted for 56 admissions, with congestive
heart disease (29 admissions) and angina pectoris (11 admis-
sions) predominating.

The age groups 25—44 years and 45—64 years accounted for 11
and 25 hospital admissions for diabetes, respectively, in
1999-2000.

There were 10 hospital admissions due to asthma among the
age group 25—44 years in 2000; in addition, 48 patients in this age
group were treated for asthma on an outpatient basis that year.
The 45-64 years age group accounted for six admissions due to
asthma and nine outpatients seen the same year.

\Women age 20 years and over accounted for 1,393 (89%) of
the 1,560 births from 1996 to 2000, yielding an average of 279
births per year. There were no maternal deaths over this period.

Elderly (65 years and older)

The number of deaths among males age 65 years and older
due to prostate cancer increased from 9 in 1996 to 17 in 2000,
with a total of 60 for that period. A voluntary screening program
for prostate cancer was initiated in 2000.

Persons age 65 years and older accounted for 103 of 192 hos-
pital admissions due to heart conditions in 1998—2000. Conges-
tive heart disease was the most common problem, accounting for
51 admissions; coronary heart disease/ischemic heart disease (9
admissions), and arteriosclerotic heart disease/coronary artery
disease and angina pectoris (7 admissions each) were also im-
portant problems.

The Adina Donovan Home, a 29-bed residential facility for
senior citizens adjacent to Peebles Hospital, is run by the
Ministry of Health and Welfare. Thirty patients were cared for in
2000. The average age of residents is 68 years, and the average
length of residence is 8 years. A home care program is offered by
the BVI Red Cross.

Family Health

The maternal and child health program is based at the Road
Town Health Clinic. The program offers child immunizations;
growth and development monitoring; nutritional consults; pre-
and postnatal care; and educational counseling for pregnant
women.

Domestic violence and child abuse have become critical issues
for the health sector, and an intersectoral committee is formulat-
ing protocols for reporting and care of the abused. A domestic vi-
olence act was passed in 1996.

A study on domestic violence in the BVI was conducted in
1998 through the Women's Desk of the Office of the Chief
Minister. The study sample included women age 15-54 years
from Tortola, Virgin Gorda, Jost Van Dyke, and Anegada. Of 700
survey questionnaires sent out, 330 (47%) were returned; most
responses (79%) were from Tortola. The study found that 94
(28%) respondents reported have been physically abused, and of
these, 43 (46%) reported the abuse to the police and 24 (26%)
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sought medical attention (18 through Peebles Hospital and 6
through the private sector).

Workers' Health

The Social Security Board reported 25,000 individuals covered
for 2000. In that year, there were 121 claims and claimants. The
most common claims were for fractures, lacerations, and broken
bones. Most injuries were to persons employed in the yachting
industry.

The Disabled

The Esleyn Henley Richiez Learning Centre is a school for chil-
dren with mental and physical disabilities. It is located at John's
Hole, Tortola, and is run by the Department of Education. The 17
students registered in 2000 ranged in age from 5 to 16 years, and
their disabilities included learning disabilities (extremely slow
learners) (8), Down syndrome (5), deafness (1), autism (1), cere-
bral palsy (1), and spina bifida (1).

By Type of Health Problem

Natural Disasters

The BVI suffered four natural disasters during 1996—2000:
Hurricane Bertha, in 1996, which caused an estimated US$ 2 mil-
lion in damages; Hurricane Georges, in 1998, which caused some
US$ 12 million in damages; Hurricane Lenny, in 1999, which re-
sulted in US$ 29 million in damages; and Hurricane Debbie, in
2000, which was not as devastating as the others, but damaged the
water system. No outbreaks of communicable disease due to these
hurricanes were reported. The Health Department updated the
National Health Sector Emergency Management Plan in 2000.

\ector-borne Diseases
Dengue (types 1,2,and 3) is the only vector-borne disease that
affects the BVI; sporadic cases were reported during 1996—2000.

Diseases Preventable by Immunization

There were no cases of morbidity or mortality due to diseases
preventable by immunization over the review period. The BVI
has an aggressive immunization program, and all children age
0-5 years are immunized. Children under 1 year receive the
DPT3, Haemophilus influenzae type b (Hib), hepatitis B, OPV,
and BCG vaccines; MMR vaccine is administered at 1 year of
age. Average rates of coverage for the period 1997-2000 were
98% for DPT3, 97% for OPV3, 99% for BCG, and 98% for MMR
(Figure 4). DPT, polio,and MMR hooster shots are given accord-
ing to the immunization schedule until 11 years of age. The hep-
atitis B and Hib vaccines were added to the immunization pro-
gram in 1999, and pentavalent vaccine, which provides coverage
for diphtheria, pertussis, tetanus, hepatitis B, and meningitis,
was added in 2000.
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A hepatitis B vaccination campaign, which was funded by the
Social Security Board and conducted in March 1999 and
November 2000, targeted primary and secondary school students
and teachers, health workers, and police and fire officers. A total
of 4,829 individuals were immunized during the campaign, with
particularly high rates of coverage among students (over 90%),
teachers (100%), and fire officers (100%).

To reduce the risk of congenital rubella syndrome in BVI, a
rubella mass vaccination campaign was conducted in January
and June 2000. Out of a target population of 3,220 adults age
22—44 years, 2,910 (90%) were immunized.

Intestinal Infectious Diseases

Hospital data for the period 1996—2000 indicate that there was
1 admission for amebiasis, 95 for gastroenteritis, 2 for salmo-
nella, 3 for shigellosis, and 4 for viral intestinal infection. In the
same period, 68 children age 14 years and younger were admitted
for gastroenteritis; of these, 49 (72%) were children age 5 years
and younger. There was one death due to gastroenteritis in 1996.

Throughout the Territory in 2000, there were 134 reported
cases of gastroenteritis among children under 5 years of age, and
281 in the population over 5 years of age.

Chronic Noncommunicable Diseases

Approximately 350 registered diabetics attended Government
clinics in 1996. There were 27 hospital admissions for diabetes in
1999 and 30 in 2000; the 25—44 years age group (11 admissions),
the 45-64 years age group (25 admissions), and the 65 years and
older age group (18 admissions) were most affected.

In 2000, there were 42 hospital admissions for asthma, mainly
among the 1-4 years age group (10) and the 5-14 years age
group (18). A total of 286 patients were treated for asthma on an
outpatient basis that year, with 64 patients age 1-4 years and 112
patients age 5-14 years.

Acute Respiratory Infections

There were 59 hospital admissions due to acute respiratory in-
fections in 1996; most admissions (19) were among children
under 1 year of age and among children age 1-4 years (20). There
were 197 admissions among children under 5 years of age in
2000. There were 163 suspected cases of influenza in 2000.

Pneumonia accounted for 97 primary hospital admissions in
1999 and 63 in 2000. The age groups most affected were children
age 14 years, with 48 total admissions, and persons age 65 years
and older, with 52 total admissions.

HIV/AIDS

By the end of 2000, 30 cases of HIV/AIDS (20 males, 10 fe-
males) had been reported in the BVI, 7 of them since 1997. There
were no cases reported in 1996. Only one female case of
HIV/AIDS was reported between 1994 and 2000. There were 22
deaths due to AIDS by the end of 2000 (15 males and 7 females).

An HIV seroprevalence study of 408 pregnant women, con-
ducted between February 1996 and August 1997, revealed no
positive cases.

All blood for transfusion is screened for HIV.

Diseases of the Circulatory System

There were 159 hospital admissions for cardiovascular disease
in 1996, accounting for 10% of all admissions that year. From
1998 to 2000, there were 50, 78, and 64 hospital admissions due
to heart conditions for each respective year. Congestive heart
disease was the main contributor, accounting for 22 (44% of
admissions for heart conditions) in 1998, 35 (45%) in 1999, and
25 (39%) in 2000. Other important heart conditions during
1998-2000 were angina pectoris, hypertensive disease, and
myocardial infarction (19 admissions each), and arterios-
clerotic heart disease/coronary artery disease and coronary
heart disease/ischemic heart disease (17 admissions each). The
age groups most affected by heart conditions were 45—64-year-
olds, with 56 admissions, and persons age 65 years and older,
with 103 admissions.

Malignant Neoplasms

Hospital data revealed 21 deaths due to malignant neoplasms in
1999 and 22 in 2000; most deaths—13 and 17 for each respective
year—were among persons 65 years of age and older. Males, who
accounted for 15 deaths each year, were more affected than females.

In 1999, prostate cancer accounted for 8 of 21 deaths due to
malignant neoplasms, breast and colon cancer for 3 each, and
stomach cancer for 2. In 2000, prostate cancer accounted for 10 of
22 deaths due to malignant neoplasms, breast cancer for 3, stom-
ach cancer for 2, and colon cancer for 1.

Prostate cancer caused 4 deaths each in 1996 and 1997, 7 in
1998,8in 1999, and 10 in 2000. There were 9 hospital admissions
for prostate cancer in both 1996 and 1997, and 12 in 1998.

Accidents and Violence

Between 1997 and 1999, there were 51 hospital admissions
due to motor vehicle accidents; 35 of those admitted were males
and 16 were females, for a male-female ratio of 2.2:1. The age
groups most affected were 15—24-year-olds (16 admissions) and
25—44-year-olds (23 admissions). There were no deaths due to
this cause in 1996 or 1997; there was one death in 1998, two in
1999, and one in 2000.

Oral Health

In 1999, 1,120 schoolchildren were screened and 979 were ex-
amined by the Dental Services. In that year, 379 extractions and
1,669 surface restorations were performed.

Foodborne IlInesses

There were 24 suspected and 8 confirmed cases of ciguatera
poisoning in 2000.
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Mental Health

The number of active patients attending the mental health
clinic in 1996 was 200, of which 184 were adults (79 males and
105 females) and 16 were children.

Among adult males, alcoholism and drug abuse are contribut-
ing factors to mental and behavioral disorders and hospital ad-
missions. In 1996, 56 of 62 (90%) hospital admissions for psy-
chotic conditions were classified as drug induced (marijuana and
crack cocaine). Of these, 44 (79%) were between 15 and 44 years
of age; 38 were males and 6 were females. Alcohol abuse resulted
in approximately 55 admissions in 1996. In 1997, there were 65
admissions for mental and behavioral disorders. Of these, 34
were due to alcohol abuse (27 males and 7 females) and 7 (6
males and 1 female) to other substance abuse. Depression ac-
counted for 6 and schizophrenia for 5 of the remaining 24 ad-
missions for mental and behavioral disorders. Most cases of al-
cohol and drug abuse (21) occurred among the population age
25-44 years. There were only 22 hospital admissions for alcohol
abuse in 1999.

In 1999, the Government hired a local psychiatrist who, in ad-
dition to managing psychiatric hospitalizations, also directs the
Mental Health Services Unit.

The Sandy Lane Center offers drug rehabilitation and treat-
ment, domestic violence, and child abuse services. In 1998, 114
clients were seen in a total of 1,737 visits. The drug treatment
center saw 93 persons in 1999 and 86 in 2000; more than 79% of
patients were males. Alcohol, marijuana, and crack cocaine were
the three most abused substances.

RESPONSE OF THE HEALTH SYSTEM

National Health Policies and Plans

It is the policy of the British Virgin Islands Government to pro-
vide comprehensive health care, with special focus on women,
children, the elderly, the mentally ill,and the handicapped. Health
promotion is strongly emphasized, and the Government's goal is
to expand the integration of health promotion beyond the activi-
ties and policies of the health sector to all Government planning
processes, activities, and policies, particularly those that have an
impact on health, such as education, employment, housing,
transportation, and environmental resource management.

The Government's health priorities are the enhancement of
hospital services, the strengthening of public primary health care
services, and the improvement of environmental health, includ-
ing solid waste management.

Health Sector Reform Strategies and Programs

With funding from the United Kingdom, the Government un-
dertook a Health Sector Adjustment Project from 1993 to 1996,
with the aim of implementing a new management structure and
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process, revising planning approaches and systems, revising fi-
nancing strategies, improving quality of care, and optimizing
health outcomes. As a result of the Project, a new management
structure was agreed upon and partially implemented, and
health sector studies on health information, health promotion,
accident prevention, mental health, and environmental health
were undertaken in order to provide local health managers with
a sound basis for planning. Continuing health reform efforts are
concentrated on improved health care delivery through increased
efficiency, effectiveness, and responsiveness.

Recognizing that the Territory has outgrown most of its exist-
ing health facilities and that a major effort must be made to bring
the health services up to recognized standards, the Government
embarked on a study of the health system in 1999. The study rec-
ommended that the Government’s goal be to procure high qual-
ity and accessible primary and secondary care services, to moni-
tor and evaluate them, and to develop policies to govern the
health sector, rather than continue to provide these services itself.
In order to address some of the identified needs, the decision was
made to upgrade Peebles Hospital’s physical infrastructure,
to improve community clinics, and to improve waste disposal
programs.

The Health System

Institutional Organization

The Ministry of Health and Welfare is responsible for provid-
ing public health and social services, as well as for monitoring
and regulating private sector providers. The Minister, in consul-
tation with the Permanent Secretary and the Director of Health
Services, makes policy decisions. The Permanent Secretary is re-
sponsible for the administration of the Ministry headquarters
and for supporting the Minister in his policy role. The Director of
Health Services is charged with the day-to-day management and
planning of health services.

The Public Health Department is responsible for managing
Government health services. The Department is organized into
community services (primary care) and hospital services (sec-
ondary care) departments, each headed by a senior manager who
reports to the Director of Health Services. Budgetary responsibil-
ity lies with the heads of the respective units.

The 1976 Public Health Act provides the statutory framework
for protecting and promoting the population’s health. In accor-
dance with the Public Hospitals Ordinance, Government health
services are provided free at the point of use to certain groups.
These groups include full-time schoolchildren, nursing mothers,
the elderly, the mentally ill, health workers, firefighters, the police,
prisoners, and prison officers.

Patients requiring diagnostic and treatment services beyond
the scope of Peebles Hospital are referred to Puerto Rico, Jamaica,
Barbados, the U.S., U.S. Virgin Islands, and the U.K. Individuals
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with private health insurance have the option of being evacuated
overseas without ever entering the public hospital system.

Private Participation in the Health System

The BVI has a vigorous private health sector, encompassing
both inpatient and ambulatory care. There is one private hospital
(Bougainvillea Clinic), which specializes in plastic surgery, two
private dental surgeries, and three private medical complexes, all
located in Road Town. There are 15 physicians practicing in the
private sector.

Many residents utilize private health insurance to access serv-
ices through the private sector and care abroad, mainly in the
U.S. Virgin Islands or Puerto Rico, either by choice or because
they require specialized care unavailable locally.

Health Insurance

A compulsory social security scheme covers all paid employ-
ees, with employees and employers contributing equally to the
premiums; some persons are covered 100% by the Government.
Self-employed workers are also required to participate in the
plan. The social security scheme includes maternity, occupa-
tional injury, unemployment, old-age pension, sickness, and sur-
vivor’s benefits, as well as a funeral grant.

Discussion on the development and implementation of a
national health insurance scheme continued during the review
period.

Organization of Regulatory Actions

Health Care Delivery

The Government does not monitor or regulate the standards
of health care, and as such, these activities are the responsibility
of individual providers and institutions. Discussions on the for-
mation of a hospital board, which would report to the Ministry of
Health and Welfare, continued during the review period.

Certification and Professional Health Practice

The new Medical Act, passed in 2000, provides for the regis-
tration of medical, dental, and allied health practitioners, and for
pharmacists. It also provides for the establishment of a Medical
and Dental Council, as well as an Allied Health Professionals
Council, in order to enhance and enforce standards for these cat-
egories of professionals. The Nursing Act provides for the certifi-
cation of nursing professionals.

The Ministry of Health has the mandate to regulate private
sector practice, registration, and licensing, but does not have ef-
fective mechanisms in place to do so.

Basic Health Markets
A certificate from the Director of Health Services and the
Senior Pharmacist is required to import narcotics into the BVI;

all other drugs used in the private sector are purchased inde-
pendently and are not regulated by the Government.

Environmental Quality

Several departments are responsible for environmental qual-
ity in the BVI. The Environmental Health Unit, part of the
Department of Health, has primary responsibility. The Water and
Sewerage Unit (under the Ministry of Health and Welfare) is re-
sponsible for monitoring and maintaining the public water sup-
ply and waste disposal practices. Several other ministries and de-
partments also are involved in environmental health matters
including the Conservation and Fisheries Department, the
Department of Agriculture (under the Ministry of Natural
Resources and Labor), and the Water and Sewerage Department
(under the Ministry of Communications and Works).

Food Quality
Food quality is monitored by the Environmental Health Unit's
food hygiene program.

Organization of Public Health Care Services

Health Promotion

The health sector takes three main approaches to health pro-
motion. The first is a medical approach, which includes such ac-
tivities as breast, cervical, and prostate cancer screening; immu-
nization; and medically managed behavioral changes, such as
substance abuse treatment. The second is a behavioral approach,
which focuses on health education, social marketing, and public
policies to promote lifestyle changes. The third is a socioeco-
nomic approach, which addresses and advocates for improve-
ment in areas that impact upon health, such as housing and em-
ployment. Other health promotion strategies include health
education, use of the media, and the development of health pol-
icy and legislation. Intersectoral action has led to improvements
in water supply and quality, housing stock, and income levels, as
well as the encouragement of a balanced diet and exercise.

The Health Education Unit is responsible for the development
and coordination of health education and promotion initiatives.
Among the Unit's accomplishments are the development of an
asthma education and prevention program, and a radio cam-
paign to promote HIV/AIDS prevention and education. The BVI
also has an Intersectoral National AIDS Committee. A Health
Promotion and Wellness Council was created on Virgin Gorda in
1997.

Disease Prevention and Control Programs

The Environmental Health Division is responsible for food hy-
giene, vector control, water quality surveillance, institutional hy-
giene, and the investigation of such complaints as septic tank
problems, rodents, and abandoned vehicles.
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The control of vector-borne diseases is the responsibility of
the Environmental Health Division's Vector Control Unit. Dengue
is the most important vector-borne disease in the BVI. The usual
control measures are fogging, oiling of ponds, and the supply of
larvivorous fish for use in cisterns and other water containers. In
1999, the Vector Control Unit completed its four quarterly cycles
of verification and treatment for most localities; a few were veri-
fied and treated five times. A total of 25,996 cumulative visits
were made, of which 25,271 were actual inspections; 571 positive
premises were found and 2,017 were treated with temephos.
Aedes aegypti was found in 636 of 38,313 containers inspected.
The Vector Control team stocked 1,054 cisterns with larvivorous
fish. The house index for A. aegypti ranged from 2.10% to 3.36%
during 1999, compared to 3.18% to 4.02% in 1998.

Health Analysis, Epidemiological Surveillance, and Public Health
Laboratory Systems

The only public sector health laboratory is at Peebles Hospital.
Samples requiring testing beyond the laboratory’s basic diagnos-
tic capacity are sent to CAREC, the U.S. Centers for Disease
Control, a private lab in Puerto Rico, or a private lab on Saint
Thomas (U.S. Virgin Islands) for analysis.

Efforts were made during the review period to improve the
timeliness and completeness of the communicable disease re-
porting system. The district clinics, the Peebles Hospital Medical
Records Unit, and the Peebles Hospital Laboratory are the sys-
tem's reporting sites.

Potable Water and Sanitary Excreta Disposal/Sewerage Services

All' households have access to potable water, mainly rainwater
collected in household cisterns. By law, each home and commer-
cial building must have a cistern attached. Piped water, obtained
from several groundwater sources and from a desalination plant,
is supplied by the Water and Sewerage Department and covers
80%—85% of the population.

The Water and Sewerage Department monitors the quality of
the water it produces. The Environmental Health Division also
performs water quality monitoring. The Division’s water quality
and institutional hygiene programs deal with the surveillance of
water supplies and ensuring the maintenance of a basic level of
sanitation in such public institutions as schools, preschools, day-
care centers, and clinics. The bacteriological quality of the public
water supply is monitored by the Environmental Health Division
at least once every two months; in addition, cistern water is ex-
amined, and employees of water bottling companies are certified.
In 1997, 63% of the water sampled by the Division was found to
be satisfactory; this percentage increased to 77% in 1999. All un-
satisfactory sources were chlorinated.

Approximately 90% of the population has a good sewerage sys-
tem. There are two municipal sewerage systems—one in Road
Town and one in Cane Garden Bay. The latter system was built in
1997 to protect the beach from pollution. The municipal systems
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are still expanding to accommodate increased hookups. Some 600
households are connected to these systems; others rely on septic
tanks. Malfunctioning soakaways resulting from poor soil perme-
ability continue to pose serious problems, particularly in commu-
nities where large apartment buildings have been constructed.

Solid Waste Services

The Solid Waste Department is responsible for the collection
and disposal of solid waste, and operation of the incinerator on
Tortola. Solid waste is collected by Department staff and by pri-
vate contractors. The Government covers the cost of solid waste
collection and disposal, though some people contract and pay
private collectors. A combination of landfill and open burning is
used on all major inhabited islands, except Tortola. A long-term
landfill site has been designated for Tortola, but alternative man-
agement practices to reduce the bulk of waste and to increase re-
cycling are needed. Hazardous and special waste is disposed of at
the incinerator on Tortola, but guidelines and a better collection
and disposal system are needed. No dumping fees or taxes are
levied.

Pollution Prevention and Control

The BVI does not have the technical capacity to monitor air
quality, nor are there any laws in place to prevent or control air
pollution.

Food Protection and Control

The food hygiene program inspects food-handling premises
and provides training for food handlers. All food handlers are re-
quired to have physical examinations, tuberculosis tests, and
stool examinations for ova and parasites. The food handlers
clinic, given by the inspector of the Environmental Health
Division, offers weekly sessions on food handling techniques.
Food handlers are required to attend on an annual basis to main-
tain certification.

Food Aid Programs

A cooked goods program is administered through the senior
citizens program to benefit homebound seniors and those at-
tending senior citizens centers. There are five centers on Tortola,
and one each on Virgin Gorda and Anegada. A dry goods pro-
gram provides benefits of US$ 50—225 per month to persons in
need of public assistance. Both programs are administered
through the Social Development Unit of the Ministry of Health
and Welfare.

Organization of Individual Health Care Services
Ambulatory, Emergency, and Inpatient Services

Public sector primary care services are offered at the district
health clinics. There are a total 13 health clinics in the BVI (2 are
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satellite clinics)—the Road Town Health Center and eight other
clinics on Tortola, two on Virgin Gorda, and one each on Jost Van
Dyke and Anegada. The Road Town Health Center serves as a re-
ferral point for the district clinics. The clinic in The Valley, on
Virgin Gorda, is staffed by two physicians; the clinic at North
Sound is staffed by a resident nurse who is supported by The
Valley clinic physicians. The clinic on Jost Van Dyke is staffed by
anurse practitioner, and the clinic on Anegada, by a public health
nurse; both clinics are visited regularly by a physician. The clin-
ics on Tortola and Virgin Gorda are adequately staffed and func-
tion well; the other clinics are understaffed.

District clinics provide a full range of child health services, in-
cluding growth and nutritional monitoring, development assess-
ment, treatment of common ilinesses, counseling, school health,
and screening for anemia, including sickle cell anemia.

Catchment populations are augmented by tourists and tempo-
rary residents, such as yacht dwellers, who may also receive care
through the public health services.

Through an arrangement with the International Division of
the U.K. Department of Health, a limited number of patients each
year may access specialist care in the United Kingdom. The Gov-
ernment also has an agreement with a U.S. hospital corporation
to provide critical tertiary care not available in the Territory.

The BVI has one 44-bed public hospital, Peebles Hospital, and
one 8-bed private hospital, the Bougainvillea Clinic; both are lo-
cated in Road Town. Peebles Hospital offers inpatient, obstetrical
and gynecological, pediatric, general surgery, ophthalmologic,
and psychiatric services; some neonatal intensive care services
are also offered. The Government opened a four-station renal
dialysis unit in May 2000 at Peebles Hospital. In that year, a total
of 724 treatments were given to 55 patients. Other care services
offered include cardiology, neurology, and some orthopedic
services. Basic diagnostic services, such as biomedical tests, x-
ray, and ultrasound, are also available at the hospital. The
Government has a preferential arrangement with a private
provider in Road Town to purchase computed tomography (CT)
imaging services for the public sector, though some CT scans
and magnetic resonance imaging are done on the U.S. Virgin
Islands. Total admissions to Peebles Hospital increased from
1,824 in 1997 to 2,206 in 2000 (excluding the nursery), with an
average length of stay of 5 days and a bed occupancy rate of
58%. The Bougainvillea Clinic specializes in general and recon-
structive surgery.

Hospital ambulatory care includes emergency care and several
outpatient clinics, including pediatrics, surgery, medicine, oph-
thalmology, dermatology, and obstetrics. Clinical support in-
cludes physiotherapy, x-ray, and laboratory services.

Three private medical complexes and several private medical
practices in Road Town also offer primary care and basic diag-
nostic services. Services range from general practice, internal
medicine, general surgery, obstetrics and gynecology, gastroen-
terology, dermatology, psychiatry, and pharmaceutical services.

X-ray, mammography, ultrasound, CT, and laboratory services
are offered as well.

Blood Banks

The BVI's only blood bank is located at Peebles Hospital. All
blood for transfusion is screened for HIV. The Red Cross also
screens blood donors.

Specialized Services

Reproductive health care is offered through the family plan-
ning clinic. The family planning nurse is stationed at the Road
Town Health Center, but makes regular visits to the district clin-
ics. The services offered through the family planning clinic are
integrated family planning, contraceptive counseling, pregnancy
tests, Pap smear screening, breast examinations, community out-
reach, counseling, gynecologic referrals, and STI counseling. In
2000, 46% of contraceptive acceptors chose injectables, 40% pills,
9% condoms, 3% intrauterine device, and less than 2% chose di-
aphragm or foam/jelly.

In addition to annual Pap smear campaigns, in 2000, the clinic
collaborated with the Health Education Unit on the “Sista to Sista
Competition,” which encouraged women to have a Pap smear. Of
the 242 Pap smears done in 2000, 6 dysplasias were detected and
referred for further testing, where necessary.

Pregnant women are encouraged to seek prenatal care from dis-
trict clinics or private practitioners. All pregnant women are referred
to the hospital clinic by the 12th week of pregnancy, where an obste-
trician identifies high-risk cases. Hemoglobin levels are appraised,
anemia treated, VDRL tests performed,and tetanus toxoid is admin-
istered, if necessary. All pregnant women are referred to Peebles
Hospital for delivery, though some go to the U.S. Virgin Islands or to
Puerto Rico to give birth so that the child will have U.S. citizenship.

Hypertension and diabetes clinics are conducted on Tortola at
Road Town, East End, Capoons, and Carrot Bay, and on Virgin
Gorda at North Sound and The Valley.

The Community Mental Health Centre, located in Road Town,
provides most of the ambulatory mental health care for the
Territory through its outpatient psychiatric services. The Centre
is directed by a psychiatrist, who also manages the inpatient care
of psychiatric clients at Peebles Hospital. At the end of 1999, 236
clients were enrolled at the Centre. The mental health service's
approach emphasizes treating individuals in their community,
including monitoring and administering medication, providing
family counseling, and promoting self-care. Mental health center
staff visit the hospital, the prison, and the geriatric home as nec-
essary. Mental health officers also travel on a regular basis to clin-
ics on Tortola, Virgin Gorda, Jost Van Dyke, and Anegada to follow
up on patients. Psychotic patients are admitted to the medical
ward of Peebles Hospital. There are no psychiatric nurses on staff
and quarters are cramped. Many of those who come in contact
with the penal system, often for minor offenses, wind up in
prison and are treated there by a mental health nurse.
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Physical therapy and rehabilitation services are based at
Peebles Hospital, and clinic and home visits are provided on the
four main inhabited islands.

The Government’s dental service provides basic routine care
from the main clinics in Road Town and on Virgin Gorda; a mobile
clinic services Anegada and Jost Van Dyke. Treatment is free for
schoolchildren, the poor, persons over age 70 years, prison in-
mates, the severely handicapped, firefighters, and police; other
adults are charged modest fees. Preventive, screening, and educa-
tional services are also offered. The dental officer also treats adults
in private clinics part-time on a split-fee basis with the Ministry of
Health and Welfare. The dental service is staffed by a dental sur-
geon, two dental nurses/therapists, a dental hygienist, and a dental
assistant. The dental service monitors primary school dental
health programs and conducts screenings during school visits. The
dental hygienist made 68 school visits in 2000. In 2000, the dental
service began a toothbrushing program in public primary schools.

Vision care is provided by Pearle Vision Centre, a private sec-
tor franchise. Vision screening for children and adolescents is
done periodically as part of the school health program, and when
students leave high school.

Audiological services were established in 1999. Over the pe-
riod January 1999 to January 2000, there were 319 births. During
that time, 136 (43%) of the new mothers were contacted con-
cerning testing of their infants, and 97 babies were tested. Of
these, 68% passed and were dismissed from the program. Those
who failed were recalled for further testing and referred to off-
island services, when indicated.

Health Supplies

Drugs

No drugs, vaccines, or medical equipment are produced in the
BVI. The Peebles Hospital pharmacy is the central purchasing
agency for the national public health services. Drugs are purchased
through the Eastern Caribbean Drug Service (ECDS), then clinics
requisition drugs from the hospital pharmacy as needed. Narcotics
are not available at district clinics. Some drugs not included in the
ECDS formulary are purchased directly from private suppliers.
Private sector practitioners arrange their own drug purchases.

Immunobiologicals

Vaccines are purchased through the PAHO Revolving Fund for
Vaccine Procurement. When urgently needed, some vaccines are
purchased through a vendor in Barbados. Some vaccines are pro-
vided at no cost to private sector practitioners. A limited number
of vaccines are ordered directly by the private sector.

Equipment

Most laboratory supplies and equipment are purchased from
U.S. vendors.

122

Human Resources

Availability by Type of Resource

The British Virgin Islands has difficulty attracting and retain-
ing health personnel due to the high cost of living, uncompetitive
salaries, and limited opportunities for professional growth and
development. Overall reliance on foreign-born and trained med-
ical personnel remains high. Nurses tend to come from within the
Caribbean, but doctors from farther afield. Non-nationals usually
receive two-year contracts, and turnover is high among foreign
staff.

There are 15 physicians and 3 dentists in the private sector.

Training

Through a health human resources initiative, 16 registered
nurses began an intensive program at H.L. Stoutt Community
College in March 2000, leading to a bachelor of science degree
in nursing from SUNY at Buffalo. Further professional training is
undertaken in other Caribbean countries, the U.S., or the
U.K. Health personnel also participate in local staff development
programs organized by the Health Department and the Govern-
ment’s Training Division. In addition, they take advantage of pro-
grams provided through the University of the West Indies’ dis-
tance education facilities at the Community College campus.

Health Sector Expenditure and Financing

Public health services are almost entirely financed by the
Government. In 1996, the total expenditure of the Ministry of
Health and WWelfare accounted for approximately US$ 12.46 million
(12%) of total Government expenditure. Community (primary
level) services accounted for slightly more than US$ 2 million
(16%) of the Ministry of Health and Welfare's expenditure, and
hospital (secondary level) services accounted for some
US$ 4.4 million (35%). By 2000, the total Ministry of Health and
\\elfare expenditure was an estimated US$ 17.18 million, or ap-
proximately 17% of total Government expenditure (some US$ 99
million). Community services accounted for approximately
US$ 2.88 million (17%) of the Ministry’s expenditure, and hospital
services for some US$ 6.6 million (38%). The public health ser-
vices' overseas medical expenditure was US$ 92,263 in 2000. Data
on expenditure on private sector health services are unavailable.

A nominal fee is charged for public sector health services,
though children, health workers, prisoners, police, firemen, and
pensioners are exempt. User fees generally raise only 8% of the
operating costs of primary and secondary health care services.
For example, Government revenue from medical and dental fees
was US$ 895,000 in 2000.

State Social Security
Over the period 1996-2000, the Social Security Board fi-
nanced some improvements to the Peebles Hospital emergency
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room. It also purchased some physical therapy equipment and External Technical Cooperation and Financing
collaborated in various vaccination campaigns. BVI's Expanded Programme on Immunization received tech-
nical assistance from PAHO during the review period, and finan-
Private Resources of Institutions and Corporations cial assistance for the 2000 rubella vaccination campaign. The
Mossack Fonseca Trust, Inc. purchased gynecologic equip- National Youth Council's AIDS Youth Project was funded by
ment for Peebles Hospital during the review period. PAHO/CAREC during the review period.
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FIGURE 1. Gross domestic product, annual growth (%), FIGURE 3. Estimated mortality, by broad groups of causes
British Virgin Islands, 1991-2000. and sex, British Virgin Islands, 1995-2000.
16
Communicable
14 X
diseases
2
Diseases of the
= 10 circulatory
£ system
£ 8
:
© 6 Neoplasms
4
2 External
causes
0
1991 1992 1993 1994 1995 1996 1997 1998 1999 2000 500 400 300 200 100 100 200 300 400 500
Vear Estimated mortality rate (per 100,000 population)
| B Males [ Females |
FIGURE 2. Population structure, by age and sex, British FIGURE 4. Vaccination coverage among the population
Virgin Islands, 2000. under 1 year of age,2 by vaccine, British Virgin Islands,
1997-2000.
100
801
& 60
(]
&
g
3 401
20
0
OPV3 DPT3
Vaccine
2 10 8 6 4 2 0 0 2 4 6 8 10 12 .
Percentage MMR vaccine is administered at age 1 year.

B Males [ Females

124



CANADA

OVERVIEW

ing 10 million km? of land that is as diverse as its popu-

lation of 30.7 million people. Multiculturalism is fun-
damental to Canada: approximately two-fifths of the country’s
population has origins other than British, French, or Aboriginal.
Canada is governed as a parliamentary democracy, and it com-
prises a federation of 10 provinces and 3 territories, including the
April 1999 addition of Nunavut, a territory that was previously a
part of the Northwest Territories. English and French are the two
official languages, and the country has a dual legal system that
embraces common and civil law traditions. Canada has an exten-
sive social security network, including old age pension, family al-
lowance, employment insurance, and social assistance. Basic
health care, such as physician and hospital services, is provided
to all Canadians through a universal health care system that is
free at the point of delivery.

In 1998, the gross domestic product (GDP) was Can$ 28,814
per capita (in 1998, US$ 1 = Can$ 1.55). Figure 1 shows annual
GDP growth from 1990 to 2000. Total health expenditures were
$83.9 hillion in 1998, representing 9.3% of GDP, down from the
peak 10.0% level reached in 1992. Per capita health expenditure
was $2,776 in 1998.

There is little gender variation by age group, with the excep-
tion of a slightly higher percentage of women in the oldest age
groups. In 1997, Canadians aged 14 years old or younger made up
20% of the population, and 12% of the population was age 65
years old and older. Figure 2 show Canada’s population structure
in 2000. Life expectancy at birth in 2000 was 82.1 years for
women and 76.3 years for men. At all ages, women have a greater
life expectancy than men, but the 5.6 year advantage that existed
for women at birth declined to 2.6 years by age 75.

According to the 1996 census, there were some 799,000
Aboriginal people living in Canada, representing approximately
2.8% of the total population. Of these, 69% were North American
Indian, 26% were Metis, and 5% were of Inuit ancestry. The birth
rate for Registered Indians is consistently higher than the na-
tional birth rate in Canada, resulting in a relatively young

Canada is the largest country in the Americas, encompass-
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Aboriginal population. With a majority (53%) of the population
under the age of 24 and a growth rate nearly double that of the
general Canadian growth rate, Aboriginal people are also one of
the fastest growing segments of the population. Among the
Aboriginal population, life expectancy increased by nearly nine
years for both sexes between 1980 and 2000. Nevertheless, in
2000, the life expectancy for Aboriginal females and males was
estimated to be 6.9 and 4.8 years lower, respectively, than that for
the general Canadian population.

Canada’s population is highly urbanized and largely concen-
trated in the provinces of Ontario (38%) and Quebec (24%), al-
though British Columbia (20%) experienced the highest popula-
tion growth rate between 1991 and 1997. Immigration plays a
vital part in Canadian society. The 1996 census showed that
60.5% of Canadians reported English as their mother tongue,
23.3% reported French, and 16.1% reported a mother tongue
other than the two official languages. In 1996 there were 226,000
new immigrants, most coming from Asia, the Middle East, and
Europe. In 1996, immigrants represented 17% of the Canadian
population, with Ontario (25.6% of immigrants) and British
Columbia (24.5%) being home to the highest percentage of im-
migrants in the country. Most immigrants tend to settle in urban
areas.

Overall, 99% of the adult population is literate. According to
the 1996 census, 34% of Canadians had completed post-second-
ary education; this was the first time that a census had recorded
more university graduates than people reporting less than a
Grade 9 education.

In 1998, there were roughly 324,000 births in Canada, for a rate
of 1.54 live births per woman of childbearing age. The crude
birth rate for 1998 was 11.3 live births per 1,000 population, the
lowest since before 1972. The birth rate for the Aboriginal popu-
lation was 27.5 per 1,000, more than double that of the Canadian
population. From 1986 to 1998, the age-specific fertility rates de-
clined from 119.0 to 101.6 per 1,000 population for women in the
25-29 age group. These rates increased from 72.5 to 84.6 births
per 1,000 population, and from 22.3 to 32.8 births for women in
the 30-34 and 35-39 age groups, respectively, suggesting that
women are waiting until later in life to have children.
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Mortality

In 1998, the age-standardized mortality rate in Canada was 6.5
deaths per 1,000 population. The male mortality rate was higher
than the female rate: 8.3 per 1,000 population versus 5.2 per
1,000, respectively. This was true in every province and territory,
although the total provincial mortality rates dropped from east to
west: from a high of 7.5 per 1,000 in Prince Edward Island to a
low of 6.2 in British Columbia. The mortality rates for the territo-
ries were much higher than for all provinces: 8.9 per 100,000 in
Yukon and 10.1 in the Northwest Territories in 1996. Men in the
Yukon Territory had the highest mortality rate in the country
(16.7 per 1,000), while women in that territory had the lowest
mortality rate (4.2 per 1,000). The crude death rate of the
Aboriginal population was approximately 5.5 per 1,000.

In 1998, the infant mortality rate was 5.3 per 1,000 live births,
of which neonatal mortality was 3.7 per 1,000 and post-neonatal
mortality, 1.6 per 1,000 live births. In 1997, perinatal mortality
was 6.2 per 1,000 live births and maternal mortality was 4.4 per
100,000 live births.

Despite the fact that the 1997 rates had declined steadily from
previous years, diseases of the circulatory system remained the
major broad group of causes of death in Canada, with 79,457
deaths or 37% of total deaths. The crude mortality rate for circu-
latory diseases in 1998 was 262.5 per 100,000. Figure 3 shows es-
timated mortality rates by broad groups of causes and sex for
1998. This was followed by malignant neoplasms as the second
leading cause of death according to broad causes, at a crude rate
of 204.1 per 100,000. The crude mortality rate for external causes
was 43.8 per 100,000; communicable diseases, 39.0 per 100,000;
and conditions of the perinatal period, 7.0 per 100,000.

Age-standardized data by sex reveal that the leading causes of
death for women in Canada in 1997 were all circulatory diseases,
187.7 per 100,000; all malignant neoplasms, 148.5; accidents and
injuries, 24.4; pneumonia and influenza, 19.2; and diabetes mel-
litus, 14.8. For males, the age-standardized leading causes of
death were all circulatory diseases, 307.0 per 100,000; all malig-
nant neoplasms, 229.7; accidents and injuries, 60.2; pneumonia
and influenza, 31.5; and diabetes mellitus, 206. The most fre-
quent sites for cancers continue to be breast for women and
prostate for men. Cancer incidence and mortality rates have also
steadily declined, especially among women.

HEALTH PROBLEMS

By Population Group

Children (0—4 years)

Infant mortality rates vary substantially among the Canadian
provinces and territories, with higher rates found in northern
areas and in regions with a larger percentage of Aboriginal peo-
ples; some Aboriginal populations experience infant mortality
rates twice as high as the national rate.
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In 1998, 1,811 infants died in Canada before their first birth-
day. Of these deaths, 70% occurred in the neonatal period and
30% in the post-neonatal period. Perinatal conditions (46% of
infant deaths) were the greatest single cause of death of infants
under 1 year of age, followed by birth defects (27%) and sudden
infant death syndrome (SIDS) (8%). The perinatal mortality rate
was 6.2 per 1,000 live births in 1998. There were also significant
geographic differences in perinatal mortality in the 1998 data,
ranging from 4.7 per 1,000 live births in Alberta to 9.6 in the
Northwest Territories. In 1997, the perinatal mortality rate was
higher for males (6.9) than for females (6.3). In the neonatal pe-
riod, the leading causes of death were respiratory distress, pre-
maturity, low birthweight, and congenital anomalies. The two
leading causes of post-neonatal death were sudden infant death
syndrome (SIDS) and congenital abnormalities.

In 1998,5.7% of all live births in Canada were low birthweight
newborns (under 2,500 g). While the rate of low birthweight
among Aboriginal infants did not differ significantly from the na-
tional average, the rate of high birthweight (associated with high
neonatal mortality) was significantly higher than the national av-
erage. The rate of pre-term births was 7.2% in 1998.

According to the Canadian Hospital Injury Reporting and
Prevention Program, in 1997, 4,104 children under 1 year of age
were treated for injuries; of these injuries, 3,300 occurred in the
home. The rate of infant hospitalization due to injuries in
1996—1997 was 983 per 100,000 population, and the rate of infant
death due to injury was 26 per 100,000.

The national prevalence of breastfeeding initiation is 75%, but
there were marked differences by age, income, marital status, and
place of residence. Women aged 29 years old and older, who have
higher education levels and income, and who are married have a
consistently higher rate of breastfeeding, and immigrant mothers
are more likely to breastfeed than non-immigrants. A striking
regional difference was observed in initiation rates, increasing
from east to west, showing a range from a low of 53% in the
Atlantic provinces to a high of 87% in British Columbia. Research
has revealed that Aboriginal mothers are less likely to initiate
breastfeeding than mothers in Canada overall (54% compared to
75%), but are more likely to breastfeed for six months or more if
they do breast-feed (39% compared to 24%).

Schoolchildren (5-9 years)

Injuries are the leading cause of death (41%) among Canadian
schoolchildren between the ages of 5 and 9, followed only by
deaths attributed to cancer (18%). The death rate due to injuries
for children aged 5 to 9 is 3 per 100,000. Injury-related deaths
among children and youth have declined dramatically in the last
20 years. In 1997, 24,214 injured children between the ages of 5
and 9 were treated in hospital emergency departments. More
than half of these children were injured during play (54%, or
about 13,000 injuries) and 10% of injuries were related to trans-
portation. Among children aged 5 to 9 years old, boys have a con-
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siderably higher rate of hospitalization (3,101 per 100,000) than
girls (2,537 per 100,000).

While the incidence of childhood cancer has been relatively
stable over the past 15 years—with leukemia (3.8 per 100,000),
brain tumors (2.9 per 100,000), and lymphoma (1.4 per 100,000)
being the most common cancers diagnosed in children 5 to 9
years old—there have been significant improvements in overall
mortality rates.

Adolescents (10-14 years)

The leading cause of death among adolescents between 10 and
14 years old was external causes or injury (52%)—this includes
poisoning from experimentation with illicit and licit substances,
as well as motor vehicle traffic accidents and suicides. Cancer was
the second leading cause of death (13%) for this age group.
Among 15-19-year-olds, external causes and injuries accounted
for 75% of deaths among males and 66% among females.

Respiratory conditions, including allergies and asthma, were
the main cause of activity limitation among one-third of teens
aged 12 to 17 years old in the reporting period. The most preva-
lent illnesses or medical conditions among Canadian adoles-
cents, according to a World Health Organization survey, were
allergies (15%) and asthma (12%). Depression was the most
common psychosocial condition affecting adolescents, and
young women aged 15 to 19 are more likely than any other age or
sex group to exhibit signs of depression. A high rate of suicide,
mainly among young men, is another troubling indicator of ado-
lescent distress, with the suicide rate for the Aboriginal popula-
tion being much higher than that for the general population.
There also appears to have been a resurgence in adolescent sub-
stance use during the 1990s (according to a 1998 survey, 40% of
Grade 10 students reported using marijuana) and a correspon-
ding increase in deaths due to substance use.

In 1998-1999, 28% of youth aged 15 to 19 smoked either on a
daily or on an occasional basis and 73% of them also drank alco-
hol regularly or occasionally. The percentage of Canadians who
reported regular alcohol consumption increases from 5% in
12-14-year-olds to 61% in 18—19-year-olds. Both smoking and
drinking were more prevalent among adolescents with lower ed-
ucational levels, and cohort studies reveal that gender differences
are very small until Grade 10, when substantially more girls are
likely to be daily smokers.

Data also revealed that 22% of males and 19% of females re-
ported that they first had sexual intercourse by the age of 14.
According to the study, 66% of males and 61% of females re-
ported using no protection during sexual intercourse. According
to the 1996-1997 National Population Health Survey, 13% of
males and 19% of females between the ages of 15 and 19 reported
having had two or more sexual partners and not having used
condoms in the previous year. The survey also revealed that fe-
male youth (51%) were more likely to have had sexual inter-
course than male youth (43%). Despite the above results, teenage

pregnancies have declined significantly in Canada over the past
20 years in all areas except the Northwest Territories (137 per
1,000) and the province of Quebec (33 per 1,000).

The chances of having a sexually transmitted infection other
than AIDS are highest among young people aged 15 to 24. The
highest rates of chlamydia (114.8 per 100,000 population) and
gonorrhea (16.8 per 100,000) infection are among females aged
15 to 19 years. The number of positive HIV test results among
Canadians between the ages of 15 and 19 years has decreased
from a high of 40 reported cases in 1996 to 24 reported cases in
1998; 32% of these cases were contracted through heterosexual
contact, and 29% through men having sex with men.

Adults (20-59 years)

According to a recent Canadian study,“The Health Divide: How
the Sexes Differ;” men in this age group tend to drink and smoke
more, and are more likely than women to be overweight. Women
report higher levels of stress at home and in the workplace;
women also access health services more often than men in
Canada.

In 1998-1999, 76% of Canadian women aged 18 to 69 re-
ported having had a Pap smear within the preceding three years,
but 10% reported never having had a Pap smear; women with
higher levels of education also were more likely to have had one.
A 1998/1999 population-based survey showed that among Cana-
dian women aged 50-69, approximately 66.3% reported having
had a diagnostic mammogram in the previous two years.

The Canadian study on contraception indicates that in 2000,
84% of Canadian women used or had used oral contraceptives. In
a1996-1997 survey of Canadians between the ages of 15 and 59,
one-sixth of respondents who were in a relationship of less than
12 months reported that they had not used a condom the last
time they had sex. Canadians in this age group are, however, at an
increased risk for HIV and other sexually transmitted infections
because of their sexual behavior.

In 1998, the maternal mortality rate in Canada was 3.8 per
100,000 live births. Approximately 29% of normal birthweight
newborns are discharged from Canadian hospitals within two
days of birth, and short stays for mothers delivering vaginally
also have increased, from 3.2% staying less than two days in 1989
to 25.6% in 1997. The consequences of these trends in terms of
an increase in readmission rates have been documented and call
for closer examination of such practices.

A Canadian survey on tobacco use revealed that approximately
24% of the population aged 15 years and older (about 6.6 million
persons) were smokers. Smoking rates among women and men
in the highest income quintile were 13% and 16%, respectively, in
contrast to rates of 36% and 40% for the lowest income quintile.
The deaths of 45,000 Canadians each year are attributable to the
use of tobacco products. Direct and indirect health costs of
smoking have been estimated at about $11 billion annually.
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In 1996/1997, 53% of Canadians 12 years old and older re-
ported ever drinking and 12.7 million Canadians considered that
they regularly consumed alcoholic beverages.

Overall, 22% of Canadians were classified as physically active
during leisure time by the 1998/1999 National Population Health
Survey. Almost one-quarter (24%) were regarded as moderately
active, while over one-half (51%) were regarded as inactive. Men
were more likely to engage in vigorous physical activity during
their leisure time, but about 1.4 times as many men were over-
weight as women. Being overweight is most prevalent among
Canadians aged 45 to 64. There was no difference in the preva-
lence of obesity between adult men and women.

The Elderly (60 years and older)

In 1998, about 3.7 million Canadians, or 12.3% of the population,
were 65 years old or older, an increase of one million seniors in the
population over the past decade. Between 1980 and 1996, the age-
standardized death rate for seniors declined 12%. Heart disease and
cancer continue to be the main causes of death among seniors. Only
16.9% of seniors 65 to 74 years of age and 13.2% of seniors aged 75
and older reported no chronic illnesses in 1998/1999. Arthritis and
rheumatism were the most common chronic conditions, followed by
high blood pressure, allergies, and back problems.

In 1998/1999, 87% of seniors said they did not smoke. In
1996/1997, only 37% of seniors had at least one drink a month,
compared to 50% of those aged 65 and under.

Overall, suicide rates among seniors are no higher than the
Canadian average; in fact, senior women have a lower rate of sui-
cide than the country’s average. Senior men over 85 years old,
however, have the highest suicide rate of all age and sex groups,
and the rate has increased. In 1997, there were 34.3 suicides for
every 100,000 men aged 85 and older, compared to a national av-
erage of 23 suicides per 100,000 for all men that year. In 1993,
there were 28 suicides per 100,000 men over the age of 85.

In 1997/1998 seniors represented 36% of all hospital admis-
sions for injury that year. Between 1994/1995 and 1997/1998, the
number of admissions due to injuries from falls rose dispropor-
tionately in relation to the increase in the population of seniors.
Based on 1998/1999 data, about 12% of seniors had received
home care in the previous 12 months, a rate that has been stable
since 1994/1995; 10% of senior males reported receiving respite
care, as compared to 2.5% of women.

It is estimated that 4% of seniors living in the community have
been victims of some form of abuse. In 1999, 3.3% of men and
2.9% of women over 65 were victims of violent crime, compared
to 16.8% of male youth and 13.9% of female youth. Seniors, how-
ever, are more likely than other age groups to be victims of eco-
nomic crimes (e.g., telephone fraud).

Family Health

In 1996, 42% of Canadians were single and 47% were married
(including common-law and separated couples). Between 1991
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and 1996, the number of common-law families increased by
28%, compared with a 19% increase of single-parent families and
a 2% increase in married-couple families. In 1996, there were 1.1
million single-parent families (15% of all families). More than
80% of those single-parent families were headed by women,
nearly one-quarter of whom had never been married. The aver-
age family size is 3 persons and the average number of children
was 1.2; these figures have been virtually unchanged since the
1991 census.

A 1999 general social survey estimated that 8% of women and
7% of men who were married or lived in a common-law relation-
ship had experienced some type of violence by a partner during
the previous five years; in other words, 690,000 women and
590,000 men reported at least one incident of violence. Women
were five times more likely than men to require medical attention
for injuries incurred from abuse.

In 1999, children and youth under the age of 18 comprised
60% of all sexual assault victims and 20% of all physical assault
victims reported among a sample of 164 police departments.
Parents were more likely than other family members to commit
these acts of violence against children and youth. Parents were re-
sponsible for 66% of physical assaults and 42% of sexual assaults
against children under the age of 18. With the aim of preventing
family violence and protect and treat its victims, Health Canada
has established the National Clearinghouse on Family Violence,
a national resource center for Canadians seeking information
about violence within the family and looking for new resources
being used to address the issue.

Workers' Health

In 2000, the size of the Canadian labor force was 15.9 million
persons, or 65.9% of the population 15 years old and older, and
the unemployment rate was 6.8%. Female participation in the
work force increased from 36% to 59.5% between 1970 and 2000.

About two-thirds of employees reported days lost from work
due to ill health in 1999. Most reported short-duration absen-
teeism, with 25% missing up to two days of work. People with
higher education levels are less likely to be absent more than 10
days per year. The use of medication is accompanied by increased
absenteeism, and there is also evidence of a positive association
between smoking and higher levels of absenteeism.

Although there was a steady increase in work related injuries
until the 1987 peak of 48.5 per 1,000, the rate declined to 27.6 in
1996. Men have 2.5 times more injuries than women, and are
most likely to be injured at work between the ages of 15 and 29.

The Disabled

In 1998/1999, 18% of Canadians aged 12 years and older re-
ported a disability, handicap, or ongoing limitation due to a
health problem. In 1996, for all age groups combined, women
were more likely to report activity limitations at home or any
type of long-term disability. For both sexes, the rates of limitation
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increased with age, to a peak of 33% at age 75. Among those older
than 75 years, 44% reported some kind of long-term limitation.
Overall, 25% of Canadians in the lower income levels reported
some kind of long-term disability, compared to only 14% in the
highest income levels.

Most disabilities are non-arthritic back problems, followed by
vision or hearing impairments and musculoskeletal problems.
The prevalence of the conditions listed above did not increase
with age.

Indigenous and Other Special Groups

Aboriginal people remain at higher risk for illness and prema-
ture death than the Canadian population as a whole. As a result,
life expectancy at birth for males and females is 71.5 years and
75.2, respectively, which is lower than the national figures for
both sexes. The leading cause of death among Aboriginal peoples
is injuries and poisonings, with a crude rate of 154 deaths per
100,000 population. They also suffer from more chronic diseases
such as diabetes (three times more often) and cardiovascular dis-
ease than the general population—and there is evidence that the
prevalence of these conditions is on the rise among Aboriginal
people. In addition, the suicide rate is 2—7 times higher among
the Aboriginal population than in the general Canadian popula-
tion, and a cause of concern, especially among young men in
Inuit communities.

The infant mortality rate for Registered Indian Populations in
Canada in 1996 was 14 per 1,000—almost three times higher
than the national average—although this represents a drop from
the rate of 18 per 1,000 recorded in 1986. In Canada there are
about 150 SIDS deaths each year, but Aboriginal infants have
three to four times as high a risk of SIDS as non-Aboriginal
infants.

Aboriginal children and youth have a higher rate of disability
than those in the national population as a whole, and Aboriginal
children living off-reserve have a higher rate of severe disability
than those living on reserves. Inadequate housing and crowded
living conditions contributed to higher rates of respiratory prob-
lems and other respiratory infectious diseases among Aboriginal
children. Children in Aboriginal families also have a higher rate
of unintentional injuries and early deaths from drowning, and
they are more likely to smoke, drink, and use drugs at a younger
age. Surveys of First Nations and Inuit communities reveal smok-
ing prevalence rates two-to-three times higher than the Canadian
national average (62%—73%).

Compared to Canadian families as a whole, a greater propor-
tion of Aboriginal families are experiencing problems with hous-
ing and food affordability. These problems are likely linked to
high levels of unemployment and pervasive low incomes. In
1996, the unemployment rate of Aboriginals ranged from 26%
to 29%. In 1995, at least 44% of the Aboriginal population and
60% of Aboriginal children under age 6 fell below the Statistics
Canada low-income cut-off rates.

By Type of Health Problem

Natural Disasters

Canada experiences floods, forest fires, snow storms, and tor-
nadoes. The 1998 ice storm was the worst to hit Canada in
decades, causing at least 25 deaths, many from hypothermia. The
ice storm affected parts of Ontario, Quebec, New Brunswick, and
Nova Scotia, and directly affected more people than any other
previous weather event in Canada.

\ector-borne Diseases

Canada only has imported cases of malaria; over the past five
years, the number of cases has dramatically increased. In 1997,
1,036 cases were reported in Canada, an increase from 430 cases
in 1994. There have been no reported yellow fever cases in
Canada in decades.

Diseases Preventable by Immunization

Since Canada first introduced vaccines, the country has expe-
rienced a 95% reduction in diseases preventable by vaccination.
Poliomyelitis was eliminated officially in 1994, and the imple-
mentation of the two-dose measles immunization program has
led to a seven-fold decrease in the incidence of reported measles
in 1998. In 1997, 94% of 2-year-olds had received immunization
appropriate to their age for measles, mumps, and rubella; 85%
had received immunization for diphtheria, pertussis, and tetanus;
86%, for poliomyelitis; and 74%, for Haemophilus influenzae type
b (Hib). Vaccination coverage in 1998 is shown in Figure 4.

No cases of diphtheria were reported in 1996.Only 2 to 5 cases
have been reported annually from 1986 to 1995, and there have
been no deaths due to diphtheria since 1983. As of December
1999, 28 cases of measles were reported, 8 of which were caused
by exposure while outside of Canada; the remaining 20 were
linked to an imported case. In 1998, there were a total of 12 labo-
ratory confirmed sporadic cases. There were 117 reported cases
of mumps in 1998. Mumps encephalitis has been reported to
range as high as 5 per 1,000 cases, with a case-fatality rate of
around 1.4%. There were 68 cases of rubella reported in 1998;
however, there is concern that it is grossly underreported. The av-
erage annual incidence rate of pertussis decreased to 17 cases per
100,000 population between 1986 and 1996. In recent years, epi-
demics have increased in size. Almost 20% of cases caused illness
severe enough to warrant admission to an intensive care unit,
with a case fatality rate of 0.7%. Three cases of tetanus were re-
ported in 1996. There were 55 Haemophilus influenzae type b
(Hib) cases in 1996 and 46 in 1998. Although the immunization
rate for Hib remains below that of other immunization programs,
coverage has increased by 20% between 1995 (55%) and 1998
(75%). Hepatitis B rates are consistently higher for males than fe-
males, and reported cases in Canada remain around 970 per year,
or 3.2 per 100,000 population.
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Intestinal Infectious Diseases

There are no endemic foci of cholera in Canada; all cases are
imported. Other intestinal infectious diseases such as ancylosto-
miasis, hookworm, ascariasis, necatoriasis, and trichiuriasis are
uncommon and are not reported nationally as notifiable diseases.
There are other foodborne or waterborne enteric diseases being
reported in Canada, the most common of which are nationally no-
tifiable. In 1998, campylobacteriosis was the most commonly no-
tified enteric infection, with 14,236 cases and a rate of 47.1 per
100,000; followed by salmonellosis, with 7,040 cases and a rate of
23.3; and E. coli infections, with 1,484 cases and a rate of 4.9.

Chronic Communicable Diseases

In 1998, there were 1,798 cases of tuberculosis reported in
Canada, with an overall rate of 5.9 per 100,000 population. In ad-
dition, tuberculosis was listed as the underlying cause of death
for 114 individuals in 1997. There is an increasing proportion of
cases among persons born outside Canada. In 1998, foreign-born
cases accounted for 64% of all tuberculosis cases, up from 37% in
1981. Tuberculosis case loads among non-Aboriginal Canadians
dropped from 48% of all cases in 1981 to 19% of all cases in 1998.
The proportion of cases among the Aboriginal population, how-
ever, was unchanged, at 15% in 1998. The 25 to 34 age group has
the largest number of reported cases, accounting for 19% of the
total case load. The median age of Canadian-born, non-Aborigi-
nal cases is older (58 years) than that of foreign-born (43 years)
and Aboriginal (32 years) tuberculosis cases.

To date, there is little national data available regarding the in-
teraction between tuberculosis and HIV. A recent study indicated
that 4.2% of the cumulative cases of AIDS also had tuberculosis
in 1997. Of the 1,975 cases of AIDS-tuberculosis coinfection re-
ported in 1997, 120 died. In 23% of those deaths, tuberculosis
was reported as the underlying cause of death, and in 35%, tu-
berculosis was reported as a contributing cause.

Leprosy is not common in Canada, and is not monitored as a
notifiable disease.

Acute Respiratory Infections

In 1997, 304 Canadians died from influenza. In the influenza
season during 1999/2000, the number of influenza cases reported
by laboratories was higher than for any influenza season over the
last 10 years. This is partly explained by the increase in influenza
surveillance activities. Senior citizens (65 and older) represented
42% of laboratory confirmed cases in 1999/2000. Pneumonia
caused 7,728 deaths in 1997.

Zoonoses
There were no cases of human rabies reported in Canada in
the 1990s.

HIV/AIDS

At the end of 1999 there were an estimated 49,800 Canadians
living with HIV/AIDS, a 24% increase from 1996. This increase is
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the result of both new infections and the fact that AIDS deaths
have declined due to successful retroviral treatment. Approxi-
mately 4,190 Canadians became infected with HIV in 1999; 49%
of them were attributed to the exposure category of men who
have sex with men and 19% were attributed to intravenous drug
use. The character of the epidemic is changing: from 1996 to
1999, there was a 30% increase of new infections per year among
men who have sex with men and a 26% increase in the number
of heterosexuals who were HIV positive. Furthermore, there was
a 48% increase of women testing positive for HIV. Conversely,
there was a 27% decline in the number of new infections among
injection drug users.

The estimated number of prevalent HIV infections among Abo-
riginals was 1,430 in 1996, increasing to 2,740 cases in 1999,a 91%
increase. This represents 5% of all prevalent HIV infections.

The annual incidence rate of AIDS cases in Canada in 2000
was approximately 17 per 1,000,000 population, and the male—
female ratio was approximately 8.3:1 (Figure 5).

Sexually Transmitted Infections

As of 1996, chlamydia was the most common sexually trans-
mitted infection (STI), and the rate of infection was 114.8 per
100,000. In contrast, the gonorrhea infection rate was 16.8 per
100,000, and syphilis, significantly lower, at 0.4 per 100,000 pop-
ulation. In 1999, there were 41,676 cases of chlamydia; 5,381
cases of gonorrhea; and 187 cases of syphilis. The chances of hav-
ing an STI (other than AIDS) are highest among the 15 to 24 age
group. The incidence of syphilis infection is most common in the
25-29 age group for both males and females. Men were more
likely than women to become infected with gonorrhea and
syphilis, but up to age 60, women are more likely than men to be-
come infected with chlamydia. The highest chlamydia and gon-
orrhea infection rates are among females 15 to 19 years old, while
the highest incidence among males occurs at later ages (2024
years old). The highest rate of chlamydia occurred among women
15-19 years old (971.6/100,000) followed by women 20—24 years
old (914.9/100,000); this represents an inversion of the pattern
from 1989/1990, making it seem that the disease is moving to
younger females over time. Geographically, gonorrhea and
chlamydia infections were highest in the Northwest Territories
(13 times the national rate), and lowest in Newfoundland.

Nutritional and Metabolic Diseases

Aboriginal people who live in northern communities exhibit a
wide range of medical conditions caused by inadequate nutri-
tion. Residents in remote areas tend to eat diets higher in fat,
sodium, and sugar and lower in nutritional value. Medical condi-
tions resulting from this include anemia, dental problems, obe-
sity, respiratory illness, and non-insulin-dependent diabetes.

Body weight above the healthy range (body mass index of 27
or greater) has been associated with various health problems, in-
cluding cardiovascular disease and diabetes. Several surveys have
shown that the proportion of overweight men and women in
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Canada increased steadily between 1984 and 1998/1999, from
22% to 37% among men, and from 14% to 26% among women.
Being overweight is most prevalent among Canadians aged 45 to
64 and the increasing prevalence of higher body mass has been
attributed to dietary changes and decreases in physical activity.

In 1997 there were 5,699 deaths for which diabetes mellitus
was certified as the underlying cause, although the number of
deaths for which diabetes was a contributor is probably five times
higher. Age-standardized annual mortality rates for diabetes
have increased since the early 1980s, reaching a rate of 20.6 per
100,000 in 1997.

New cases of insulin-dependent diabetes mellitus, type I, have
been estimated at around 60,000 every year. Population-based
estimates suggest that among Canadians aged 12 and over, the
overall prevalence of diabetes ranges from 4.9% to 5.8%; this fig-
ure amounts to approximately 1.2 to 2.2 million cases, although
only about 800,000 are actually diagnosed as having diabetes.
The prevalence of diabetes increases with age, from 3% in the 35
to 64 year old age group, to 10% in those aged 65 and over. The
prevalence rate of diabetes among Aboriginal peoples is approx-
imately triple the rate of the general population, ranging from
10% at age 15, to 22.8% over age 65. Among the female youth
population in Canada, 3.6% of Aboriginal females are diagnosed
with diabetes, compared to 0.4% of non-Aboriginal female
youth.

The diabetes burden in terms of health care costs, disability,
work loss, and premature death is estimated at up to $9 hillion
annually.

Diseases of the Circulatory System

Cardiovascular disease is the leading cause of morbidity and
mortality in Canada. It has a significant impact on the health care
system and is the leading cause of hospitalization (excluding
childbirth) for men and women. Based on the rate of hospitaliza-
tion by age group, acute myocardial infarction and ischemic
heart disease become important health problems beginning at
age 45 for men and at age 55 for women. Marked differences re-
main in the rate of hospitalization and procedures between men
and women, which are still unexplained. Cardiovascular disease
not only affects the elderly, but is also the third leading cause of
premature death of Canadians under the age of 75. Altering risk
behaviors is therefore important from the early years in life.
Greater efforts are being undertaken to prevent smoking, for ex-
ample, since the rates of smoking among youth aged 15 to 19
years continue to rise, with the greatest increases among young
women. Furthermore, the Canada Heart Health Surveys have
found that 41% of men and 33% of women aged 18 to 74 had two
or more major risk factors (smoking, high blood pressure, high
cholesterol, physical inactivity, or obesity). In 1997, cardiovascu-
lar disease accounted for 79,457 deaths, or 37% of all deaths in
Canada; ischemic heart disease accounted for 20.2% and stroke
accounted for 7.4% of all deaths. Cardiovascular disease ac-
counted for 36% of male and 38% of female deaths. Deaths from

cardiovascular disease increase after menopause in women, but
in men the percentage of all deaths due to CVD increases steadily
from age 35 to 84.

Data from 1998 reveal that the crude mortality rate from car-
diovascular diseases in Canada was 262.5 per 100,000; this broad
cause group also accounted for 258.4 female deaths per 100,000,
and 266.6 male deaths. The 1996/1997 Population Health Survey
showed that 10% of Canadians 12 years and older reported that a
health professional had diagnosed high blood pressure, 4% re-
ported heart disease, and another 1% reported the effects of a
stroke. In 1998/1999, 13% of females and 9% of males over the
age of 12 reported that they had been diagnosed as having high
blood pressure.

Malignant Neoplasms

According to the 2001 Canadian Cancer Statistics, malignant
neoplasms are the second leading cause of death among adults in
Canada. An estimated 134,100 new cases and 65,300 deaths from
cancer are expected to occur in 2001. Men outnumber women by
4.8% for incidence, and by 12.7% for mortality; 70% of new cases
and 82% of deaths due to cancer occur among those 60 years old
and older. Prostate, lung, and colorectal cancers contribute to
50% of new cases among men; breast, lung, and colorectal can-
cers make up 50% of new cases for women.

Almost one-third of cancer deaths in men (a rate of 69 per
100,000 population) and one-quarter (37 per 100,000) in women
are due to lung cancer. Lung cancer mortality rates among men
leveled off in the mid-1980s, and since then have consistently de-
clined. In contrast, mortality rates among women continue to in-
crease rapidly. Preliminary research indicates increased tobacco
use among young women and teens, which may be the probable
cause of this increase. Lung cancer incidence among women is 47
per 100,000.

Breast cancer incidence in Canadian women increased
steadily over the past three decades. The benefits of screening
programs and improved treatments, however, have resulted in a
decrease in mortality since 1990. Among women, breast cancer
incidence is 105 cases per 100,000 population, while breast can-
cer mortality rates, after decades of stable rates, have declined to
a rate of 27 per 100,000.

After years of increasing steadily, the incidence rates for
prostate cancer began to decline in 1994. In 1999, the rate was
118 per 100,000, a spike in incidence explained by the increased
use of early detection techniques. Prostate cancer mortality rates
also appear to have stabilized in the early 1990s; the rate for 2000
was 30 per 100,000.

Colorectal cancer is the third most common cancer for both
men and women; incidence and mortality rates have steadily de-
clined, especially among women. The incidence rate of skin can-
cer (malignant melanoma) is comparatively lower than that of
other cancers (12 per 100,000 in males and 10 per 100,000 in fe-
males); however, it has almost tripled since 1971 and at least 3,700
new cases and over 700 deaths are expected to occur in 2000.
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Accidents and Violence

In 1995/1996 there were 217,000 hospital admissions due to
injury. The highest rate of admissions due to injuries was among
Canadians over the age of 65—235 per 100,000 population
among senior women and 152 per 100,000 population among
senior men. Nearly two-thirds of hospital admissions due to in-
juries were the result of falls or motor vehicle injuries. Injuries in-
tentionally inflicted by another person accounted for 5% of all
injury-related hospital admissions, while another 2% were self-
inflicted.

It is estimated that more than 90% of unintentional injuries
are preventable. Injuries and poisonings are the number one
cause of death in the Aboriginal population (crude rate 154 per
100,000).

Mortality rates for injuries or unintentional injuries have been
declining in Canada; in 1997 they accounted for 4% of deaths.
This decline is due mainly to a drop in deaths attributable to
motor vehicle traffic injuries, which generally make up about
two-thirds of these deaths. Motor vehicle traffic accidents were
the major cause of death due to unintentional injury,and in 1997
they accounted for 35% of accidental deaths, followed by falls
(29%), drowning and suffocation (6%), and fires (3%). However,
due in part to the use of seatbelts and more stringent penalties
against drunk driving, the number of deaths attributable to
motor vehicle traffic accidents has declined, from 5,253 in 1977
to 3,055 in 1997.

In 1997 there were 3,681 suicides in Canada, almost 10 per
day. There are, however, dramatic differences in suicide rates:
men were four times more likely than women to commit suicide,
but women attempt suicide more often than men. Men have an
age-standardized death rate from suicide of 19.5 deaths per
100,000, compared with 4.9 deaths per 100,000 for women.
Suicide among the Aboriginal population has been reported to be
2 to 7 times higher than for the Canadian population at large.

There were 581 homicides reported in Canada in 1997, a de-
cline of 9% from 1996. Following a rapid increase in the late
1960s and early 1970s, the rate of homicides in Canada has
reached its lowest point since 1969. In recent years, concern has
grown over the number of young females involved in violent acts.
Over the last 10 years, the rate of female youths charged with vi-
olent crimes has increased twice as fast as that of male youths.

Oral Health

Sixty-four percent of women and 60% of men aged 12 years
and older reported having made a dental visit during 1996/1997.
The highest rate of dental visits was reported by youth aged 12 to
14 years (67%), 15 to 17 years (71%), and 18 to 19 years (61%),
but the frequency dropped sharply to 48% among people aged 20
to 24 years. Income level and dental insurance were the most
powerful determinants for access to dental care. Low income
Canadians were the least likely to have dental insurance, or to
have visited a dentist during the past year. Among Canadians in
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the middle income group, only 45% visited a dentist in the previ-
ous year. By contrast, 73% of high income Canadians had dental
insurance, and 81% reported a visit to a dentist in the previous
year. In 1997, Aboriginal people reported lower rates of dental
visits than the national average. Most communities across
Canada use fluorinated drinking water.

Emerging and Re-emerging Diseases

The most salient events in terms of emerging communicable
diseases have been small epidemics of meningitis caused by
Neisseria meningitidis. In 1998 there were 155 reported cases of
meningococcal infections, as well as 887 cases of viral meningi-
tis, 158 cases of pneumoccocal meningitis, and 80 cases of other
bacterial meningitis.

Over the past few years, there has been a significant increase
in the prevalence of bronchial asthma, particularly in children
and young Canadians. Researchers are investigating the relation-
ship between asthma and air quality, including the role of such
indoor contaminants as tobacco smoke, natural cooking gas, and
animal dander, as well as outdoor contaminants.

RESPONSE OF THE HEALTH SYSTEM

National Health Policies and Plans

Health Canada’s development of policies and programs de-
signed to improve the population’s status and reduce health in-
equities between population groups is guided by a population
health approach. Strategies are based on an assessment of which
conditions could harm or benefit the population as a whole or
given subgroups within the population. The population health
approach uses the following determinants of health: income and
social status, social support networks, education, employment
and working conditions, social environments, physical environ-
ments, biology and genetic endowment, personal health practices
and coping skills, healthy child development, health services,
gender, and culture.

Health Sector Reform Strategies and Programs

In 1994, the federal government called for a national forum on
health, a broad, countrywide consultation process to gather ad-
vice on ways to reform the health care system and to improve the
health of Canadians. In 1997, the forum produced the report,
“Canada Health Action: Building on the Legacy,” which focused
on four key areas—values, striking a balance, determinants of
health, and evidence-based decision making—and identified
several priorities for action. Many of these priorities triggered
various initiatives to improve the population’s health, the most
salient of which was the creation of the Health Transition Fund,
which provides Can$ 150 million over four years to finance na-
tional, provincial, and territorial projects and innovations to
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modernize health services and health delivery. To further support
health research, the federal government also launched the
Canadian Institutes of Health Research (CIHR) in June 2000.
With the creation of this institute, the research budget was dou-
bled over three years and several virtual institutes were created to
link biomedical research, clinical research, health systems and
services research, and population health research.

The Prime Minister and the Minister of Health recently cre-
ated a new advisory body—the Romanow Commission—de-
signed to provide additional information and direction to the
Federal Government on how to effectively deal with major chal-
lenges that may face Canada’s public health care system, includ-
ing changing demographics, increasing cost of treatments and
technology, and measures to ensure sustainability of universal
health care.

The Health System

Institutional Organization

The Canadian health care system is financed mainly through
federal and provincial taxes, administered mostly publicly, and
delivered privately. At the national level, the Federal Department
of Health, Health Canada, sets and administers national princi-
ples of the health system and assists the provincial/territorial
health systems through funding transfers. In addition, Health
Canada provides direct service delivery for specific groups such
as veterans, First Nations and Inuit people, military personnel,
people incarcerated in federal correctional facilities, and the
Royal Canadian Mounted Police. Health Canada also is responsi-
ble for national health protection, disease prevention, and health
promotion.

The administration of the health care system largely rests with
the provinces and territories, and includes comprehensive cover-
age for medically insured health services. The provincial/territo-
rial health care services adhere to federal-level national princi-
ples, as set in the 1984 Canada Health Act. The principles of the
Act are universality, comprehensiveness, accessibility, portability
of benefits, and public administration on a nonprofit basis.

Each of the ten provinces and three territories has a Ministry
of Health or its equivalent, charged with the operation of the
health care system and other social services in their jurisdictions.
The ministers are politically accountable to their electorate.
Provincial and territorial health insurance plans are operated by
the corresponding Ministry of Health or by a separate agency
closely related to the Ministry. The operation of these health in-
surance plans must conform with the principles and regulations
of the Canada Health Act in order to qualify for full federal fund-
ing transfers.

There are several structures in place that allow the various
government levels to consult with one another, such as the
Conference of Ministers of Health, the Conference of Deputy

Ministers of Health, and several Federal/Provincial/Territorial
Advisory Committees. Among other efforts, these structures
work to improve prevention programs, develop clinical practice
guidelines, ensure the quality and appropriateness of health care,
and the effective use of human and other resources. The 1999
Federal, Provincial and Territorial Advisory Committee on
Population Health’s “Second Report on the Health of Canadians”
is an example of how officials from many jurisdictions can col-
laborate to provide national policy advice on population health.
This undertaking is a commitment to review progress in health
status and the determinants of health in order to identify gaps
and propose improvements.

Most of the hospitals in Canada are operated as private, not-
for-profit institutions that are run by community boards of
trustees, voluntary organizations, or local municipalities. Hospi-
tals have some degree of autonomy over their daily operation,
though they must stay within their operating budgets as deter-
mined by regional or provincial health authorities. Some addic-
tion centers and long-term care facilities are run privately and
operate for profit. Such private, for-profit facilities account for
less than 5% of the total number of Canadian hospitals.

Health Insurance

All Canadians are covered for medically-necessary physician
and hospital services. Under most provincial legislation, private
insurance companies cannot provide services already covered by
the government programs, but they can supplement benefits that
are not covered in full or for which there is no government insur-
ance coverage (e.g. prescription drugs, dental and vision care,
chiropractice, etc.). Many Canadians obtain private supplemental
insurance for those services. Provinces and territories provide
public coverage for some services beyond those that are benefits
of the national insurance program for certain segments of the
population, such as seniors, children, and recipients of social
assistance.

Organization of Regulatory Actions

In addition to having responsibility for administering the
Canada Health Act, and conducting national disease surveillance
and health research and risk assessments, the Federal Minister of
Health is responsible for regulatory functions to safeguard the
quality and safety of food, water, drugs, consumer products, ther-
apeutic devices, cosmetics, chemicals and pesticides, and for the
administration of several health-related statutes. Generally, how-
ever, regulations for many health services and products are gov-
erned by a mix of federal, provincial, and territorial government
offices, as well as some nongovernmental organizations. The as-
sessment of the quality and effectiveness of health technologies,
for example, is undertaken by the Canadian Coordinating Office
for Health Technology Assessment at the federal level and by sim-
ilar agencies at the provincial levels.
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Hospitals in Canada may seek accreditation through the
Canadian Council for Health Services Accreditation, a non-
governmental body that assesses hospitals that have voluntarily
agreed to meet various quality standards. The license to practice
medicine in Canada is granted by each provincial and territorial
medical licensing authority, under respective medical acts and
upon meeting specific regulated conditions. However, to facilitate
portability and reciprocity between different provinces and terri-
tories, the Medical Council of Canada establishes qualifications
and maintains the Canadian Medical Register, which includes in-
formation on all licensed physicians.

Health Canada’s new Health Products and Food Branch en-
sures the safety and quality of the Canadian food supply, drugs,
and natural health products. Coordinating bodies at the federal
level include intersectoral committees on food regulation and
food inspection, and the Canadian Agricultural Research Coun-
cil. In 1996, the responsibility for food inspection was transferred
to the newly created Canadian Food Inspection Agency. Health
Canada retains its jurisdiction over food safety, as regulated by
the Food and Drug Act, and continues to direct research, risk as-
sessment, standard setting, and evaluation of the safety of food
and food related products.

Drug product review—uwhich assesses the benefit/risk profile
and the safety and efficacy of drugs—is conducted at the federal
level by the Health Products and Food Branch, as regulated by the
Food and Drug Act and the Controlled Drugs and Substances Act.
The manufacturer prices of patented medicines are regulated by
a federal agency—the Patented Medicine Prices Review Board
(PMPRB)—a quasi-judicial body that regulates the highest
prices that can be charged by manufacturers of patented medi-
cine. The Board reports to Parliament on drug price trends and
research and development. Currently, the federal, provincial, and
territorial governments have several mechanisms to indirectly
influence prices of non-patented medicines, but there is no na-
tional regulatory body dealing with non-patented drugs. The
Health Products and Food Branch of Health Canada is responsi-
ble for regulation of biological drugs, blood products, genetic
therapeutic products, tissues and organs, and also serves as a
focal point for biotechnology research.

The Healthy Environments and Consumer Safety Branch
(HECSB) within Health Canada ensures the safety and effective-
ness of consumer products and conducts benefit/risk assess-
ments of chemical and radiation hazards in the environment, as
governed by the Canadian Environmental Assessment Act of
1995. The Act requires federal departments and agencies to as-
sess the environmental implications of all of their projects. It also
provides effective means to integrate economic factors and social
issues, such as health, as well as public concerns into the govern-
ment decision-making process. The Canadian Environmental
Protection Act is administered by the Minister of the Environ-
ment, but it grants the Minister of Health the responsibility to
control toxic substances, animate products of biotechnology,
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international air pollution, and international water pollution.
HECSB also administers the Tobacco Act, which restricts tobacco
product advertising and governs the labeling of tobacco product
packaging.

The Pest Management Regulatory Agency (PMRA) was cre-
ated by Health Canada in 1995 to consolidate the resources and
responsibilities for pest management regulation. PMRA regulates
all products designed to manage, destroy, attract, or repel pests
that are used, sold, or imported into Canada. This is done in ac-
cordance with the Pest Control Products Act, and often involves
interdepartmental collaboration with the Departments of Agri-
culture and the Environment.

Organization of Public Health Care Services

Health Promotion

Health Canada carries out and funds various population
health, health promotion, and disease prevention and control
programs, many of which target population groups, including
Aboriginal populations, children, women, and seniors.

Although the federal government is mainly responsible for the
health of Aboriginal peoples living on reserves in the North of
Canada, provincial and territorial governments share some of
this responsibility. In 1997, Health Canada announced “Gathering
Strength: Canada’s Aboriginal Action Plan;” which sets a new
course for policies for Aboriginal peoples, including new invest-
ments in health initiatives and services for this population. The
1999 budget also announced an investment of Can$ 190 million
over three years to improve the health of First Nations and Inuit
people and provide a broader range of care for Aboriginal com-
munities. A new Aboriginal Research Institute was recently es-
tablished, which will be part of the Canadian Institutes of Health
Research.

The National Children's Agenda is a cooperative effort to en-
sure that all Canadian children have the best opportunity to de-
velop to their utmost potential. As a way to advance the Agenda,
the Government of Canada, working with provincial and territo-
rial governments, reached an agreement in December 2000 to
strengthen community support for early childhood development
and is now working to implement the proposed actions of this
agreement. Federal programs such as the Community Action
Program for Children, the Aboriginal Head Start Program, and
the Canada Prenatal Nutrition Program foster early childhood
development, parental involvement and education, intersectoral
approaches for children’s well-being, and partnerships with other
governments, nongovernmental agencies, and communities.
These community-based programs reach more than 100,000
Canadian children and parents in more than 1,000 communities
each week. The Government also has developed a National
Strategy on Fetal Alcohol Syndrome/Fetal Alcohol Effects and in
1999 announced additional activities and funding for programs,
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treatment, and rehabilitation through the Alcohol and Drug
Treatment and Rehabilitation Program.

Health Canada’s Women’s Health Bureau ensures that women's
health issues are given appropriate attention. In 1999 the
Minister of Health launched the Women's Health Strategy, which
commits Health Canada to monitor the effects that the health
system’s renewal is having on women and to consider women's
particular needs when interpreting and enforcing the Canada
Health Act. Health Canada also conducts research on and promo-
tion of gender issues in cooperation with the five Centres of
Excellence for Women's Health. Specific women'’s health promo-
tion programs include funding for the Canadian Heart Health
Initiative (Can$ 2 million per year), the development of National
Guidelines on Family Centered Maternity and Newborn Care, the
Canadian Breast Cancer Initiative, and the Canada Prenatal
Nutrition Program. Food supplementation is the key intervention
of this last program, and it is accompanied by counseling on nu-
trition, lifestyle issues, and family violence.

In 1998, federal, provincial, and territorial ministers responsi-
ble for seniors released the National Framework on Ageing, to as-
sist in responding to the needs of Canada’s aging population.
“New Horizons: Partners in Ageing” was a Health Canada com-
munity funding program that provided financial support for in-
novative grass-roots projects involving seniors.

Other health promotion programs undertaken by the federal
government focus upon specific health issues, some of which tar-
get at-risk populations. Such initiatives include the Canadian
Strategy on HIV/AIDS, which allocates Can$ 42.2 million annu-
ally for HIV/AIDS policy development, programming, and re-
search and surveillance; the five-year, Can$ 530 million National
Strategy for Tobacco Control; the Canadian Active Living Chal-
lenge; and the Family Violence Initiative.

In response to the increasing prevalence of diabetes, the
Government of Canada, along with the provincial and territorial
governments and private organizations, has developed a five-
year, Can$ 115 million Canadian Diabetes Strategy that includes
Can$ 58 million for the Aboriginal Diabetes Initiative.

Health Analysis, Epidemiological Surveillance,
and Public Health Laboratory Systems

The federal Department of Health also monitors disease inci-
dence and mortality, identifies and assesses health risks, and pro-
vides epidemiologic and laboratory surveillance through its
Population and Public Health Branch. These activities are carried
out in close collaboration with Statistics Canada, the Canadian
Institute of Health Information, and other federal entities. Provin-
cial and territorial governments, laboratories, public health units,
and voluntary agencies also participate actively in this process.

Potable Water, Excreta Disposal, and Sewerage Services
Safe water, sewage, and waste management services are oper-
ated by provincial, territorial, regional, and municipal authori-

ties, in collaboration with the ministries of the environment. Ap-
proximately 99% of the Canadian population has safe drinking
water, and about 95% has adequate disposal facilities. Treated
municipal drinking water is supplied to 87% of Canadians, most
of whom (86%) are served by central systems; the remainder are
served by individual systems. Aboriginal peoples have some
problems accessing such services, in part due to inadequate or
nonexistent water treatment systems.

The federal government completed a Can$ 6 billion infrastruc-
ture investment, aimed at upgrading drinking water and recre-
ational and ambient water, as well as developing water quality
guidelines. The federal government also provides funding for
Aboriginal peoples to construct and operate basic community fa-
cilities such as water, sewage, and electricity services; school
roads; community buildings; and fire protection facilities. The
Saint Lawrence Vision 2000 Development Fund was established
by Health Canada and Fond de la Recherche en Santé du Quebec
to support research on human health consequences from con-
tamination of the Saint Lawrence River, Canada’s major waterway.

Pollution Prevention and Control

Air quality is the responsibility of the federal government,
through Health Canada’s Healthy Environments and Consumer
Safety Branch. Its Air Quality Unit actively researches the effects
of air pollution on health and develops guidelines to protect out-
door and indoor air quality.

Food Safety

Health Canada is responsible for administering the Food and
Drug Act at the national level; in practice, however, Health
Canada shares the enforcement and implementation of food
safety measures with the federal Department of Agriculture, the
Canadian Food Inspection Agency, and provincial and territorial
governments, all of which work together through public health
units. Health Canada is responsible for issuing nutrition recom-
mendations and guidelines for healthy eating and for reducing
the risk of nutrition-related diseases.

After the World Food Summit, Canada released its Action Plan
for Food Security in 1998, which monitors the cost of a nutritious
food basket and develops education programs and income sup-
port initiatives to ensure food safety and security. The federal
Department of Health also supports the Food Mail Program,
which subsidizes transport costs of the most nutritious foods
into remote, isolated communities; this program is led by the
Department of Indian and Northern Affairs.

Organization of Individual Health Care Services
Outpatient, Emergency, and Inpatient Services

Primary health care physicians—family physicians or general
practitioners—are the first points of contact with the health care
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system for most Canadians. Primary health physicians refer pa-
tients to specialists, prescribe drugs or diagnostic tests, and rec-
ommend hospital admissions. Most of these doctors are private
practioners who submit their service claims directly to the
provincial or territorial health insurance plans for payment.
Hospital emergency rooms also are a point of access; in fact,
some population subgroups, such as the homeless, tend to use
emergency rooms as their first point of access for health services.

Nurses are generally employed in the hospital sector, but they
also provide support at the primary health care level (commu-
nity-based agencies, home-care groups), in private practice, or
within the public health system. The Office of Nursing Policy was
developed by Health Canada in 1999, and is charged with advis-
ing the federal Department of Health on the nursing perspective
of various policy issues and programs, contributing to health pol-
icy development, and maximizing the potential of nursing
human resources. Several other allied health care professionals
also are involved in primary health care. Referrals are needed to
access specialty services.

Most hospitals that provide emergency and inpatient services
are nonprofit facilities administered by nongovernmental boards
of directors drafted from the community. Hospitals are organized
to provide acute or long-term care at the secondary or tertiary
level. In some larger cities, hospitals have become highly special-
ized to address specific problems, such as orthopedics, heart
health, cancer, and children’s or women'’s health. Furthermore, as
part of the restructuring of the health system, many hospitals in
larger cities are being consolidated into one single urban hospi-
tal, often with multiple sites.

Private, for-profit hospitals represent less than 5% of all hospi-
tals and are mostly long-term care facilities or institutions that
provide specialized services, such as addiction treatment.
Currently, most hospitals run directly by the provinces are psy-
chiatric institutions, but many provinces are divesting them-
selves of these institutions. The federal government operates sev-
eral hospitals that serve the military, veterans, and Aboriginal
peoples.

Specialized Services

Canada’s health care system also encompasses public health
services, which originally were established to control the spread
of infectious diseases, ensure public sanitation, and provide basic
health education to the local population. Over time, the role of
these public health units has evolved to provide services for
health concerns and needs that are not met by the rest of the
health care system, as well as to meet the needs of underserved
population groups. Today, most of these services are funded and
provided for separately from Canada’s main health care compo-
nents, and are increasingly provided alongside other health ser-
vices through regional health authorities. Each public health
unit operates under the direction of a regional medical officer of
health, who liaises with local hospitals, health care practitioners,
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and voluntary agencies. Public health units provide some or all of
the following services: maternal and child health counseling pro-
grams, immunizations, school health education, health surveil-
lance and STD clinics (including AIDS management), food safety,
and nutrition information.

Some provinces also have developed legislation and educa-
tional programs to guide and assist the practice of nurse practi-
tioners in primary health care settings, as well as various screen-
ing programs for different health concerns. For example, all
provincial and two territorial governments have established pro-
grams to provide breast cancer screening to asymptomatic
women aged 50—69 every two years. Participation rates in organ-
ized programs of women aged 50—69 in 1997 and 1998 ranged
from 11.5% to 54.7%, below the recommended 70% participa-
tion rate. A 1998/1999 population-based survey showed that
among Canadian women aged 50-69, approximately 66.3% re-
ported having received a screening or diagnostic mammogram
in the previous two years; several women continue to receive op-
portunistic screening across Canada.

Despite the existence of various mental health associations
and community groups, many people who suffer from depression
often do not seek help. A 1997 review of best practices in mental
health reform found that the availability of support—housing,
vocational and educational services, crisis response services, and
community-based case management—tended to reduce the need
for institutional care. Mental health programs in Canada are un-
der the responsibility of the provinces and territories. Mental
health services at this level are provided through primary health
care, general hospital psychiatric units, community mental
health centers, specialized treatment facilities, psychiatric hospi-
tals, community providers, and several community-based organ-
izations.

Childhood immunizations are usually administered by gen-
eral practitioners, family physicians, or through a public health
unit; they are under provincial or territorial jurisdiction and,
hence, are covered by provincial/territorial health plans.

Long-term and continuing care services generally are organ-
ized on two levels: institutional-based care and home-based care.
The institutions involved range from residential care facilities
that provide only limited health services, to intensive, chronic
care facilities that provide care for the more demanding needs of
institutionalized patients. Home-based care encompasses an
array of services that enables totally or partially incapacitated
clients to live at home, often preventing, delaying, or substituting
long-term care or acute care alternatives. Home care is delivered
under many organizational structures, and similarly numerous
funding and client payment mechanisms.

Health Supplies
Drugs, including vaccines and serums, are developed by pri-
vate pharmaceutical companies. Many multinational pharma-
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ceutical corporations have facilities that conduct basic or applied
research in Canada, and some domestic manufacturers process
off-patent or generic medicines. Researchers or corporations
wishing to market new drugs in Canada must submit a drug ap-
plication with Health Canada; the product then undergoes a
stringent review to determine whether the drug will be approved
in the country.

Provincial and territorial ministries of health buy vaccines
from licensed products available on the market, which are then
provided to the public free of charge. The Division of Im-
munization at Health Canada helps the provinces and territories
in immunization programs to reduce the incidence of vaccine-
preventable diseases in the country and undertakes program
evaluation and post-market surveillance. The National Advisory
Committee on Immunization, comprised of public health experts
and pediatric and infectious disease researchers from across the
country, formulates guidelines on the use of vaccines and pro-
vides timely medical, scientific, and public health advice related
to vaccines and prophylactic agents.

Medical equipment, such as wheelchairs, is often subsidized
by service or disease-specific, nongovernmental organizations or
charity groups. The purchase of certain technologies, such as
expensive diagnostic tools, is regulated through provincial con-
trol on capital expenditures. At the federal level, assessment of
these technologies falls under the mandate of the Canadian Coor-
dinating Office for Health Technology Assessment and under
similar provincial-level assessment agencies. The Therapeutic
Products Directorate at Health Canada also is involved in the
evaluation and monitoring of medical devices.

Human Resources

The number of per capita registered nurses has steadily de-
clined in Canada: in 1989, there were 80.4 registered nurses per
10,000 population; in 1999, there were 74.6. Of the 228,450 regis-
tered nurses that were practicing in 1999, 62.5% were employed
in hospitals. Nurses are increasingly working part-time (45.3%),
however, as well as outside of the hospital setting in home care
and public health services. The distribution of nurses has been
determined by hospital demand and dispersion.

In 2000, there were 57,052 physicians in Canada, for a rate of
18.6 physicians per 10,000 population (9.4 general or family
physicians and 9.2 specialists). This represents an increase from
the 1986 rate of 17.4 physicians per 10,000 population. Most
physicians are concentrated in urban areas, and there tends to
be a shortage in rural, isolated areas. These problems have led
to the development and implementation of several initiatives to
ensure a more equitable and efficient distribution of physi-
cians. In June 2000, for example, the Minister of Health created
a Ministerial Advisory Council on Rural Health to provide ex-
pert advice on health issues and concerns in Canada’s remote
areas.

Because physicians are scarce in some northern areas or terri-
tories, nurse practitioners may provide pregnancy, labor, and
after-birth care there. Midwives have recently become regulated
in some provinces to manage planned home births, and some
provinces now provide them with public funding. Canadians are
more frequently using complementary and alternative ap-
proaches, and nearly two million people used these services in
1998/1999. The Minister of Health has established an advisory
panel to provide a regulatory framework for herbal remedies, and
many private insurance plans are beginning to offer coverage for
such treatments.

The labor market for health professionals varies from occupa-
tion to occcupation. The groups that saw the largest per capita
decreases between 1988 and 1997 were laboratory technologists
(20%) and licensed practical nurses (17.1%). Conversely, there
were per capita increases in rehabilitation services (52.6%), den-
tal services (26.1%), and psychological and social services
(22%).

The vast majority of health professionals in Canada need uni-
versity training and require certification by provincial and ter-
ritorial licensing bodies. Most provinces also offer training for
rehabilitation assistants who work under the supervision of oc-
cupational and physical therapists.

Health Research and Technology

Based on recommendations of the National Task Force on
Health Research, the federal government announced the creation
of the Canadian Institutes of Health Research (CIHR) in 1999.
CIHR includes 13 “virtual” institutes that bring together re-
searchers who approach health challenges from the four disci-
plines that represent CIHR's four areas: biomedicine, clinical sci-
ence, health systems and services, and sociocultural and other
factors that affect the population’s health. These virtual organiza-
tions support and link researchers working at universities, hospi-
tals, and other research centers across Canada, in partnership
with the voluntary health care sector, industry, and other govern-
ment agencies. The Institutes focus on specific health issues or
populations, and regularly update a database that reports on re-
searchers involved in various initiatives, as well as alternative
sources of research funding and support.

Health Canada also plays a role in ensuring the safety of health
products and technologies. The federal Department of Health's
Therapeutic Products Directorate is the national authority that
evaluates and monitors the safety, effectiveness, and quality of
drugs, medical devices, and other therapeutic products, includ-
ing medical equipment and instruments, diagnostic testing tools,
and biological products such as vaccines, blood and blood prod-
ucts, tissues, and organs. The Directorate also widely dissemi-
nates information to Canadians about the benefits and risks of all
therapeutic products introduced into the marketplace. Through
the Bureau of Licensed Product Assessment, the Directorate is re-
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sponsible for post-approval assessment activities, including col-
lection of adverse drug reactions through national and regional
reporting centers; single generation and benefit-risk assess-
ments; risk communication; coordination of market interven-
tions; advertising policy and compliance decisions; monitoring
medication incidents; and active surveillance of pilot projects.

In regard to health information, the Department of Health's
Information, Analysis and Connectivity Directorate oversees key
aspects of information—from the creation of information,
through analytical research, to the dissemination of information
and knowledge; the Directorate manages requests for access to
information and houses the Government On-Line Project Office.
Two other organizations also play vital roles in the production
and dissemination of health related information: Statistics
Canada tracks data related to various health indicators and dis-
seminates this information in various media to the general pub-
lic and to government departments; the Canadian Institute of
Health Information is a national, not-for-profit organization re-
sponsible for developing and maintaining the country’s compre-
hensive health information system.

Health Sector Expenditure and Financing

The Canada Health Act authorizes cash contributions to
provinces and territories as part of the Canada Health and Social
Transfer, and provides for a mandatory dollar-for-dollar penalty
when a provincial or territorial plan fails to satisfy the criteria set
by the Act. The 1996/1997 Canada Health and Social Transfer re-
formed federal and provincial/territorial cost-sharing arrange-
ments for health services by combining the block transfer pay-
ment from the federal government to the provinces and
territories for all provincial health, post-secondary education,
and social services.

Total health expenditures in current Canadian dollars were es-
timated at Can$ 84.0 billion in 1998, and are forecasted to reach
Can$ 89 hillion in 1999, and Can$ 95.1 billion in 2000, reflecting
projected increases in health care spending by the provinces and
territories. Total per capita health expenditures were estimated at
Can$ 2,776 in 1998, a 5.5% increase from 1997, or Can$ 144 per
capita. Per capita spending on health is expected to continue to
increase by 6% in 2000. These expenditures were equivalent to
9.3% of GDP in 1998, and are forecasted to remain at this level in
1999 and 2000 since it is believed that health expenditures and
GDP will have grown at nearly identical rates.

Health expenditures by governments and government agen-
cies (the public sector) in 1998 were estimated at Can$ 58.8 bil-
lion, equivalent to Can$ 1,946 per capita. This accounted for
70.1% of total health care spending, and was an increase of 5.9%
compared to 1997. Private sector spending by households and
insurance firms in 1998 totaled Can$ 25.1 million (or Can$ 830
per capita). The private sector accounted for an estimated 29.5%
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of total expenditures in 1999, down from 29.9% in 1998. This de-
crease is expected to continue in 2000.

Hospital care represented the largest share of health expendi-
tures in Canada in 1998, accounting for 32.9%, followed by ex-
penditures on drugs, 14.8%. Hospital expenditures financed by
the private sector in 1998 totaled Can$ 2.5 billion, or 3.0% of total
health expenditures and 8.9% of hospital expenditures. Spending
on drugs, the second largest category of health expenditure in
1998, has steadily increased since the late 1970s. In 1998, total
spending on prescribed drugs was an estimated Can$ 9.3 billion,
a 10.6% increase from 1997. This is expected to increase to
Can$ 11.4 billion in 2000 (or Can$ 14.7 billion when both pre-
scription and over-the-counter drugs are considered together).
The portion of prescribed drugs financed by private sources in
1998 was 58.6% or Can$ 5.5 hillion.

In 1998, it was estimated that 74% of Canadians over the age
of 12 had some form of supplementary insurance coverage for
prescription drugs. In 2000, spending on drugs is estimated to
have reached Can$ 14.7 billion, or 15.5% of total health care
spending. Drug expenditures increased faster than any other
major health cost. Both public (provincial plans) and private sec-
tor payers (insurance companies) are implementing measures to
contain the cost of drugs. These measures include the use of re-
strictive formularies, with emphasis on the use of the most cost-
effective products; the increase of deductibles or copayments;
capping benefits; and improved information to guide appropriate
prescription. Since 1996, federal, provincial, and territorial gov-
ernments have undertaken collaborative work through the
Working Group on Drug Prices to obtain a better understanding
of pharmaceutical pricing practices and cost drivers within juris-
dictions. Building on the recommendations of the National
Forum on Health, governments are working towards the long
term goal of a national prescription drug benefit program.

Although the mid-1980s saw expenditures on physicians grow
at above average rates (10.0%), peaking at 15.7% of total health
care spending in 1987, they have since grown at below average
rates, leading to a decline in the share of total expenditure. The
vast majority of physician services (99%) are financed by the
public sector.

Total public and private per capita health expenditures are
highest in the territories, due in part to their large geographical
area and low population densities. Per capita spending on health
in the Northwest Territories was Can$ 5,244 in 1998, followed by
the Yukon at Can$ 3,262. Looking only at the provinces, British
Columbia (Can$ 2,898) and Ontario (Can$ 2,875) had the high-
est per capita total expenditures on health in 1998, though there
is not a significant amount of variation across the provinces. The
public sector share of health care spending was greatest in the
Northwest Territories (92%) and in the Yukon (84.7%), while
Ontario (33.3%) and Alberta (32.1%) saw the highest proportion
of private sector spending on health care.
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Publicly financed health care spending in Canada takes place
across four levels: provincial and territorial governments; direct
health care spending by the federal government; municipal gov-
ernments; and social security plans such as workers' compensa-
tion boards. Federal transfers for health to the provinces and ter-
ritories are included in the provincial government data because
national health expenditures are reported based on the principles
of “responsibility for payment,” rather than source of funds. In
1998, direct federal spending on health accounted for 5.2% of
publicly financed health care spending; 91.9% of these funds
originated from provincial and territorial governments, while so-
cial security funds accounted for 1.7%, and municipal expendi-
tures, 1.2%. Total direct federal spending on health came from
three federal departments: Health Canada (60%), the Depart-
ment of Veteran Affairs (20%), and the former Medical Research
Council (10%). Total provincial and territorial spending on
health care was approximately Can$ 54.1 billion in 1998, and is
expected to reach Can$ 62.01 billion by 2000.

Although provinces and territories have control over how the
funds from the Canada Health and Social Transfer are spent, it is
useful to examine the amount of money provided to them from
the federal government, because it provides a more accurate pic-
ture of both direct and indirect federal spending. In 1998, for ex-
ample, the federal government transferred Can$ 26.6 billion to
the provinces and territories through CHST for postsecondary
education, social services, or health care. By 2000, this figure had
increased to Can$ 31.2 billion.

Health Canada has developed various strategies whereby
many nongovernmental organizations and community groups
receive funding support to undertake prevention programs and
health education projects. The Family Violence Initiative, for
example, develops innovative partnerships with community
groups, and encourages organizations in various regions across
Canada to develop projects aimed at raising awareness and de-
veloping local solutions to family violence with the help of federal
funding support. Similarly, the Canadian Strategy on HIV/AIDS
allocates Can$ 10 million of its annual Can$ 42.2 million budget
to a community development component to support national
NGOs and AIDS service organizations.

In 1998, out-of-pocket expenses represented the largest share
of private sector financing (54.8%), followed by private health in-
surance (37%) and nonconsumption expenditures (8.3%), a cat-
egory of expenditures that includes hospital nonpatient revenue,
capital expenditures, and health research. During the 1980s and
1990s, expenditures by insurance firms grew more rapidly than
out-of-pocket expenditures. In 1998, insurance expenditures

were growing at a rate of 9.6%, three times the growth rate of out-
of-pocket expenditures.

External Technical Cooperation and Financing

Health Canada has promoted and actively pursued partner-
ships and collaborative projects with various countries in the
Americas. For example, Health Canada has developed two formal
memoranda of understanding with the ministers of health of
Cuba and Mexico, which cover activities in health promotion,
health communication, and healthy community programs with
Cuba and activities related to the health and well-being of seniors
and long-term care with Mexico. In addition, Health Canada and
partner organizations have carried out projects on gender-based
health policy in Costa Rica; violence against women in Saint
Lucia; and a regional partnership project among Health Canada’s
National Laboratory for Enteric Pathogens, PAHO, and 20 Latin
American and Caribbean countries.

In Canada, PAHO is represented by the Canadian Society for
International Health (CSIH), a nongovernmental organization.
In this capacity, CSIH often works in collaboration with Health
Canada, to enhance Canadian awareness and understanding of
PAHO's efforts in the Americas and also to identify Canadian
technical expertise for involvement in projects outside of
Canada.

The Canadian International Development Agency (CIDA) is
the federal government agency responsible for about 80% of
Canada’s development assistance. As part of a new framework for
poverty reduction, outlined in the policy document, “CIDAS
Social Development Priorities (2000),” programming will be
strengthened in four key areas: health (including water and san-
itation) and nutrition; basic education; HIV/AIDS prevention
and care; and child protection. CIDA will increase its investments
in these four areas from 19% to 38% of its total budget and will
increase total expenditures to Can$ 2.8 hillion over the next five
years. The respective priorities’ action plans have undergone
broad consultation with governments and civil society in
Canada, with partner countries, and with other donors.

CIDA has been an active collaborator with PAHO on nutrition
and health issues and has provided significant extrabudgetary
resources for such health projects and issues as HIV/AIDS proj-
ects with PAHO's Caribbean Epidemiology Center (CAREC), a na-
tional immunization program in Haiti, the Vaccine Preventable
Diseases project (SIREVA), measles eradication, disaster relief,
communicable diseases, rehabilitation of landmine victims, and
the Canadian Consultant Technical Assistance Fund.
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FIGURE 1. Gross domestic product, annual growth (%),
Canada, 1990-2000.
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FIGURE 2. Population structure, by age and sex, Canada,
July 2000 estimates.
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FIGURE 3. Estimated mortality, by broad groups of causes
and sex, Canada, 1998.
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FIGURE 4. Vaccination coverage of children at 2 years of
age, by vaccine, Canada, 1998.
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FIGURE 5. AIDS incidence, by sex, with male-female ratio,
Canada, 1990-2000.
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CAYMAN ISLANDS

OVERVIEW

ing the islands of Grand Cayman, Cayman Brac, and Little

Cayman. The territory spans about 250 km?in the western
Caribbean Sea, about 240 km south of Cuba and 290 km west of
Jamaica. George Town, the capital, is located on Grand Cayman,
the largest and most populous island. All the islands are generally
low-lying, with the exception of a massive limestone bluff that
rises on Cayman Brac. The last natural disaster to threaten the
Cayman Islands was Hurricane Mitch in 1997. Damage to the is-
lands was minimal, and there were no deaths or injuries.

The Governor, who represents the Queen of the United
Kingdom, heads the territorial government and presides over the
Executive Council. Ministers elected by the Legislative Assembly
and the three official members sit on the Executive Council.
Ministers delegate policy implementation and administrative
matters to Permanent Secretaries.

The Cayman Islands are politically stable and economically
strong. The exchange rate has remained constant over the past
two decades, at Cayman Islands dollars 0.80 to US$ 1.00. The lat-
est estimates (1997) put GDP at US$ 1.2 billion in 1999 prices. It
is estimated that GDP growth slowed in 2000, between 4.4% and
4.6%, down from the five-year average of 5.0%. At the end of
1999, the aggregate consumer price index stood at 182.1, an in-
crease of 5.1% over the 1998 figure of 173.5. The total labor force
was estimated at 21,820 persons in 1998, and the unemployment
rate at 4%. Unemployment stabilized at 4% in 2000.

Economic growth was mainly fueled by the finance and
tourism sectors. The annual recurring Government expenditure
nearly doubled, rising from US$ 163.2 million in 1995 to US$
316.9 million in 2000.

According to the 1999 census, the population stood at 39,020
(Grand Cayman, 37,083; Cayman Brac, 1,822; and Little Cayman,
115), representing a 53% increase over the 1989 census (25,355).
The population annual growth rate for 1991-2000 remained
steady, ranging from 3.9% to 5.3%, with an average of 4.5%. Most

The Cayman Islands is a British overseas territory compris-
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of the population was between 20-59 years of age (62.2%), which
is an indication of the magnitude of the workforce; 19.5% were
under 15 years of age and 8.3% were 60 years old and older
(Figure 1). The comparative figures from the 1989 census were
22.7% under 15 years, 60.2% 20-59 years old, and 9.1% 60 years
old and older.

According to the most recent census, only 53% of the popula-
tion were Caymanians, a drop from 69% in 1989. In fact, while
the birth rate has been gradually declining, from 18.0 per 1,000
population in 1991, to 16.3 in 1996, and 15.1 in 2000, the total
population has actually increased sharply, which is attributed to
the rapid increase in the number of foreign work-permit holders
and their dependents who live in the Cayman Islands as a result
of the unavailability of local workers. This influx has burdened
the territory’s services, including health care.

As calculated in 1999, life expectancy at birth was 77 years, 75
years for males and 79 years for females. The crude birth rate in
2000 was 15.1 per 1,000 population, a downward trend from 16.3
in 1996 and 15.4 in 1999.

Schooling is free and compulsory for all children between 5
and 16 years old. Health care is provided free of charge to all
schoolchildren. The adult literacy rate is about 98%.

Mortality

The crude death rate held steady during 1996—2000, fluctuat-
ing between 3.3 and 3.5 per 1,000 population. The leading causes
of death during this period were diseases of the circulatory sys-
tem (41%) and malignant neoplasms (23%).

There is 100% registration of deaths in the Cayman Islands.
Mortality data is reported on all residents, whether Caymanians
or work-permit holders and their dependents. Data are not com-
plete on residents who die overseas, however. Mortality data of
visitors (tourists) are analyzed separately. Deaths of residents av-
erage approximately 120 per year. The leading groups of causes of
death in the 19961999 period were diseases of the circulatory
system (41%), neoplasms (23%), and external causes (11%). The
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mortality rate for circulatory diseases was 157 per 100,000 males
and 101 per 100,000 females, while neoplasms had rates of 87
and 62 for males and females, respectively, in 1998 (Figure 2).

HEALTH PROBLEMS

Because the territory is small, with scant demographic or socio-
economic differences, health problems do not vary from one
geographical location to another. There were about 25,000 hospi-
talizations in the 1996-2000 period, with an average of 5,000
hospitalizations per year, or 134 hospitalizations per 1,000 popu-
lation. Of these, 84% were handled at Cayman Islands Hospital.
The major causes for hospitalization were diseases of the diges-
tive system (11%), diseases of the genitourinary system (7%),
diseases of the respiratory system (7%), and diseases of the
circulatory system (7%).

By Population Group

Children (04 years)

The infant mortality rate declined from 10.7 per 1,000 live
births in 1996 to 7.0 per 1,000 in 1998. In 1991-2000, the num-
ber of infant deaths varied from 0 to 7 annually, with the highest
infant mortality rate, 14.0 per 1,000 live births, occurring in
1991; there were 4 infant deaths in 1998 and none in 1999 or
2000. The average annual infant mortality rate during 1996—-2000
was 5.9 per 1,000 live births. Of the 17 infant deaths during the
reporting period, 9 were neonatal deaths, 10 were attributed to
prematurity, and 2 to congenital anomalies. Stillbirths fluctuated
from 5in 1996, to 3 in 1998, and 8 in 2000. There was one death
among children 1 to 4 years of age, due to accidental drowning.

About 24% of total hospitalizations at Cayman Islands Hos-
pital during 1996—-1999 were of children under 5 years of age; it
should be noted, however, that 58% of these admissions were
newborns, as all deliveries take place in the hospitals and new-
borns are counted as admissions (there were only two home de-
liveries in 2000). In those same years, 1,490 sick children under 5
years of age were admitted to the hospital, with an age specific
admission rate of 143 per 1,000 population.

The major groups of causes for admission in children under 5
years old were diseases of the respiratory system (26%), certain
infectious and parasitic diseases (15%), diseases of the digestive
system (14%), and diseases of the genitourinary system (7%).
Among the diseases of the respiratory system, the most common
conditions were asthma (26%), acute bronchitis and bronchioli-
tis (17%), and acute pharyngitis and acute tonsillitis (13%). Of
admissions due to infectious and parasitic diseases, 82% were for
management of diarrhea and gastroenteritis, with an age specific
hospitalization rate of 17.2 per 1,000 population.
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Schoolchildren (5-9 years)

In 2000, the 627 school entry health screenings revealed that
100% of the children had received the three-dose, primary series of
DPT and polio vaccines; 99.7% had received at least one dose of the
MMR vaccine; 96.3% had received four doses of DPT and polio vac-
cines; and 96% had received two doses of MMR vaccine. Anemia is
not a problem among this age group: of the 482 children tested for
hemoglobin levels, 96% had levels of 11 g/dI or above; only 1 child
tested below 10 g and 16 tested between 10 g and 11 g/dl.

One child in this age group who had acquired HIV through
mother to child transmission died of AIDS during the reporting
period. A total of 578 children were hospitalized, at a rate of 57
per 1,000 population, compared to 52 in 1995. The most common
groups of causes of admission were diseases of the respiratory
system (21%) and diseases of the digestive system (19%); 62% of
children in this age group were admitted for the management of
diarrhea and gastroenteritis, with an age specific admission rate
of 6.1 per 1,000 population.

Adolescents (10-14 and 15-19 years)

Throughout the 1990s, there were between one and two live
births to women under 15 years of age each year; there were only
three live births in this age group between 1996 and 1999. There
was one death due to malignant neoplasm of the liver and one
due to infantile hemiplegia among 10—14-year-olds during the
reporting period. There were 316 children in this age group hos-
pitalized, for a rate of 39 per 1,000 population. The main causes
for admission were external causes (23%), diseases of the respi-
ratory system (13%), and diseases of the digestive system (16%).

The proportion of teenage mothers 15-19 years old declined
from 8% in the 1992-1995 period to 6% during 1996—1999.
Births to mothers under 20 years of age decreased from 13% dur-
ing 1992-1995 to 9% in 1996—1999.

Eight deaths occurred among 15—-19-year-olds between 1996
and 1999, all of them male: six were due to motor vehicle accidents
and two due to homicide. A total of 548 hospitalizations were
recorded among 15—-19-year-olds, for a rate of 74 per 1,000 popu-
lation in this age group in 1996—1999. The most common causes
for admission among females were normal delivery (31%), other
obstetric causes (20%), genitourinary diseases (8%), and diseases
of the digestive system (7.9%). Of 138 males hospitalized during
this period, 48 admissions were due to external causes (35%) and
23 were due to diseases of the digestive system (17%).

There were no suicide cases among 10-19-year-olds during
the reporting period. In 1998, the National Drug Council con-
ducted a drug use survey among students that had an 86% par-
ticipation rate. Alcohol was the most common substance used in
the 12 months prior to the survey (40%), followed by tobacco
(9%), marijuana (7%), and inhalants (6%). Gender differences
were seen only in terms of marijuana use, with males reporting
higher use (9%) than females (5%). Although more than one-
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quarter of students (28%) had tried cigarettes in their lifetime,
only 9% were current smokers. While only 40% of students had
used alcohol in the year preceding the survey, about two-thirds
(61%) had used alcohol during their lifetime; most of them
drank only on special occasions, but 13% drank on a weekly
basis. About one in ten (11%) had tried marijuana at least once
in their lifetime and 7% had used it in the past year.

Adults (20-59 years)

This age group represents 67% of the total population.
Conditions related to pregnancy, childbirth, and the puerperium
accounted for 18% of hospitalizations of adults. There have been
no births to women older than 50 years since 1986. During
1996-1999, 91% of live births were to women 20—44 years old.
There was only one maternal death due to eclampsia (in 1993)
during 1991-2000. The rate of caesarian delivery decreased from
30% in 1995 to 23% in 1997, rising again to 26% in 1999 and to
27% in 2000. In that last year, 196 mothers were tested for rubella
and 85% were found to be immune. In addition, 215 mothers
were tested for VDRL and 5 were found to be reactive.

There were 93 deaths among the 25-59-year-old age group
(19% of all deaths) in 1996-1999, for an average age specific
death rate of 9.4 per 10,000 population. The most common
causes of death in this group were external causes (34%), dis-
eases of the circulatory system (27%), and neoplasms (24%). Of
the deaths in this age group, 70% were males and 30% were fe-
males, with age specific death rates of 14 and 6 per 10,000 popu-
lation, respectively. Among males, 23 deaths were due to external
causes, 18 to cardiovascular diseases, and 16 to neoplasms; for fe-
males, 10 deaths were due to external causes, 7 to cardiovascular
disease, and 6 to neoplasms.

In 1996-1997, 48% of total hospitalizations were in the age
group 20-59 years old; 72% of them were females. The age spe-
cific hospitalization rate was 39 per 1,000 males and 74 per 1,000
females (excluding normal delivery). The main causes for hospi-
tal admissions for women were obstetric causes (28%), normal
delivery (24%), genitourinary diseases (14%), and diseases of
the digestive system (12%). Among males, the major causes for
hospital admission were diseases of the digestive system (21%),
external causes (20%), diseases of the circulatory system (12%),
and mental and behavioral disorders (6%).

According to the Cayman Islands Drug and Alcohol Survey
conducted among adults in 2000 (94% of all households selected
for inclusion participated in the survey), alcohol and tobacco are
by far the most commonly used substances. The survey showed
that approximately 61% of respondents had tried alcohol during
their lifetime, and more than half (54%) had consumed alcohol
in the 12 months prior to the survey. Men were more likely to have
consumed alcohol than women (69% vs. 45%). About 61% of 20—
29-year-olds and 62% of 30—49-year-olds had consumed alcohol;
only 42% of 50-59-year-olds had done so. Almost half of respon-

dents (47%) reported having smoked tobacco during their life-
time, and slightly more than one-fifth (22%) had smoked during
the year prior to the survey. The proportion of men who smoked
during the 12 months prior to the survey (29%) exceeded that of
women (17%). Those most likely to smoke were in the 20-29-
year-old category. Almost one in six adults reported having
smoked marijuana at some point in their lives, and 3.5% reported
having used it during the year prior to the survey. Approximately
2.9% reported having used cocaine.

The Elderly (60 years and older)

The 1999 census revealed that 8.3% of the population was 60
years old and older, a slight decrease compared to the 1989 cen-
sus, when this group represented 9% of the population. The 2000
Cayman Islands Drug Survey revealed that 24% of persons aged
60 years and older had consumed alcohol during the 12 months
prior to the survey and 18% were smokers.

During 1996-1999, 75% of all deaths occurred in this age
group, for an age specific death rate of 297 per 10,000 population.
The most common causes were diseases of the circulatory system
(47%) and neoplasms (24%).

During this period, 17% of hospitalizations were of persons 60
years and older, representing the highest age specific hospitaliza-
tion rate (198 per 1,000 population); females accounted for 54% of
admissions in this age group. The main causes for hospital admis-
sions among women were diseases of the circulatory system
(25%)), diseases of the digestive system (14%), diseases of the res-
piratory system (13%), diseases of the eye (12%), external causes
(8%), diseases of the genitourinary system (7%), diseases of the
musculoskeletal system (6%), and neoplasms (6%). Among
males, the main causes of admissions were diseases of the circu-
latory system (19%), diseases of the digestive system (12%), dis-
eases of the respiratory system (9%), diseases of the eye (7%), dis-
eases of the genitourinary system (6%), neoplasms (5%), external
causes (5%), and diseases of the musculoskeletal system (4%).

Family Health

In 1998, the marriage rate was 8.0 per 1,000 population, close
to the 8.8 figure seen in 1995. The divorce rate decreased slightly,
from 4.3 per 1,000 population in 1995 to 4.0 in 1999. There is no
comprehensive data available on the extent of contraceptive use
in the Cayman Islands. Teenage mothers constituted 10% of new
mothers during this period. A program for young parents begun
in 1995 to help develop skills in young mothers continues to be
carried out.

Workers' Health

There are no specific data on occupational diseases, but it is
known that occupational health hazards are minimal. There are no
major industries that use heavy equipment in the Cayman Islands,
and there have been no major accidents in the construction indus-
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try. There is no child labor in the Cayman Islands, as compulsory
schooling precludes employment of children under 16 years old.

The Disabled

Specific data on the disabled are not available. About 52 dis-
abled children attend Lighthouse School, a special public educa-
tion facility. Common handicaps among these children are men-
tal challenges (24), genetic disorders such as Down syndrome
(5), cerebral palsy (7), and mental retardation (3). Eighty chil-
dren, most of them developmentally delayed, are in an early in-
tervention program.

By Type of Health Problem

\ector-borne Diseases

Diseases such as dengue, yellow fever, and malaria are not en-
demic. No Aedes aegypti mosquitoes have been found in the Islands
since November 1996, although the Asian tiger mosquito was found
in Grand Cayman in June 1997. It still occurs in low numbers in a
few locations in George Town, and the Mosquito Research and
Control Unit has taken measures to prevent its further spread.

Cases of imported malaria fluctuated between 2 and 4 each
year, reaching a high of 12 in 1997; imported dengue cases
ranged from 1 to 4 annually in the same period. The Mosquito
Research and Control Unit is notified if any malaria or vector-
borne illnesses are detected so it can institute appropriate control
measures. Malaria prophylaxis and yellow fever vaccines are of-
fered to those traveling to endemic areas.

Diseases Preventable by Immunization

There have been no reported cases of polio, diphtheria, or
tetanus since 1986, and none of measles since 1991. In 1999, there
was a small pertussis outbreak among primary schoolchildren
(5-10 years), however, amounting to 7 cases. During 1997, there
was an outbreak of rubella: 78 cases were reported in 1997 and 7 in
1998; 57% of the cases were females. There were no cases in 1999
and a localized outbreak occurred in 2000, resulting in 10 cases (4
males and 6 females) after exposure to an imported case.

There are between two and four cases of mumps reported each
year; none were reported in 2000. Vaccination coverage among
the population under 1 year of age in 2000 is shown in Figure 3.
There were two reported cases of hepatitis B in 1998, and one
each in 1999 and 2000. Three cases of hepatitis C were reported
in 1998 and none in 1999 or 2000. All blood for transfusion is
screened for HIV, VDRL, hepatitis B and C, and human T-cell
lymphotrophic virus (HTLV-1).

Intestinal Infectious Diseases

There is no cholera in the Cayman Islands. Reported cases of
gastroenteritis among children under 5 years of age have fluctu-
ated widely during 1996—2000, ranging from 68 in 1996, to 260 in
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1999, and 155 in 2000, with an average annual reported incidence
of 53.2 per 1,000 population. There were no epidemics of food-
borne diseases during the reporting period. Food poisoning
cases occur sporadically, mostly due to ciguatera. The incidence
of ciguatera food poisoning fluctuated from 2 cases in 1995, 17 in
1997, 0in 1999, and 13 in 2000. Amebiasis and ankylostomiasis
are not endemic to the Cayman Islands.

Chronic Communicable Diseases

The reported annual incidence of tuberculosis ranged from 0
to 5 cases. There were no cases in 1996 or 1997, three cases in
1998, and two in 1999; there were five cases in 2000, however, four
of which were imported. During 19962000, none of the tuber-
culosis cases had HIV coinfection.

There were no cases of leprosy.

Acute Respiratory Infections

About 5% of deaths were due to acute respiratory tract infec-
tions in the reporting period, all of them in persons 60 years old
and older. During the period, 2% of hospitalizations were due to
acute respiratory infections. Of those admitted, 59% were children
under 5 years of age, 17% were 20 to 59 years old, and 23% were
60 years old and older. Among children under 5 years old, the com-
mon conditions were acute bronchitis and bronchiolitis (32%),
acute pharyngitis (24%), and pneumonia (22%).

Zoonoses

Rabies is not endemic in the Cayman Islands. One case of
human leptospirosis was confirmed in 1998 and another in 2000.
Other zoonotic diseases are not prevalent in the Cayman Islands.

HIV/AIDS

The first known case of HIV/AIDS in the Cayman Islands oc-
curred in 1985. From 1985 to December 2000, there were a total
of 54 known HIV-positive cases, 28 males and 26 females. Of the
54 cases, 29 developed AIDS, and 23 died. There were 15 new HIV
infections and 10 AIDS cases during 1996—1999, with the average
annual incidence of AIDS cases being 5 per 100,000 population,
and the incidence of new HIV infections, 8 per 100,000 popula-
tion. Of those infected with HIV, 65% were 20—34 years old when
they first tested positive; 67% of them were heterosexual. There
were two cases of mother-to-child HIV transmission (one in
1989 and one in 1994), representing 4% of all HIV cases.

Sexually Transmitted Infections

Sexually transmitted infections are underreported. The inci-
dence of gonococcal diseases was 30 per 10,000 population (112
cases) in the year 2000, and 38 per 10,000 (147 cases) in 1999.
The incidence of syphilis was 34 per 10,000 population (138
cases) in 2000 and 37 per 10,000 (146 cases) in 1999. The inci-
dence of chlamydial infections has been 114 and 77 per 10,000
population in 1999 and 2000 respectively.
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Nutritional and Metabolic Diseases

The percentage of newborns weighing less than 2,500 g at
birth fluctuated between 6% in 1996 and 9% in 1998, with an an-
nual average of 7% during 1996—-1999. While obesity among chil-
dren and adults is a cause of concern, there are no current data on
its prevalence. Pregnant women and preschoolers are routinely
provided with vitamin supplements.

Diseases of the Circulatory System

During 1996-1999 diseases of the circulatory system ac-
counted for 41% of deaths due to defined causes, for a death rate
of 133 per 100,000 population. For the 1992-1995 period, this
cause accounted for 42% of deaths—a death rate of 154 per
100,000 population. Circulatory diseases were responsible for
38% of deaths among males and 43% among females. Ischemic
heart disease caused 47% of these deaths, and cerebrovascular
disease, 17%. During 1996-1999, 7% of hospital admissions were
related to these conditions (66 per 10,000 population), and most
of the cases (54%) were among persons 50 years old and above.
Of 2,727 hospitalizations of persons over the age of 60 years, 528
(19%) were related to diseases of the circulatory system.

Malignant Neoplasms

During 1996—1999, 110 deaths were due to neoplasms, for a
mortality rate of 74 per 100,000 population, similar to that seen
in 1992-1995 (76 per 100,000): 23% of these were of trachea,
bronchi, and lungs; 15% were of the prostate; and 11% of the fe-
male breast. The corresponding figures for the 1992—1995 period
were 19%, 12%, and 15%, respectively. Neoplasms accounted for
only 1.6% of hospitalizations during 1996—1999.

From late 1991, the Pathology Laboratory of Cayman Islands
Hospital started diagnosing cancer specimens, and it is the only
laboratory that maintains a comprehensive database of all can-
cers identified in the territory. A total of 606 neoplasms were di-
agnosed during 1992—-2000, of which 283 were female and 323
were male. Neoplasms of the skin accounted for 42% of the cases.
Between 1992 and 2000, the annual incidence rate of neoplasms
was 194 per 100,000, and the average annual incidence rate for
skin cancer was 81 per 100,000 population. Among both males
and females, malignant neoplasm of the skin was the most com-
mon, 50% and 35% respectively. Among malignant neoplasms
diagnosed, 48% were among persons ages 60 years old and older
and 28% were in persons between 40 and 50 years of age.

Accidents and Violence

Road traffic accidents declined to 124 per 10,000 population
in 1999, compared to 330 per 10,000 population in 1995. The
number of fatal accidents fluctuated from 8 in 1995, 10 in 1996, 2
in 1998, and 8 in 1999. The 1998 introduction of seat belt legisla-
tion, public education efforts of the health services and the Police
Department, and enhanced enforcement measures are responsi-
ble for this reduction.

There has been an increase in the incidence of assaults, from
4.2 per 1,000 population in 1995 to 7.2 in 1999. During 1996—
1999, 11% of deaths among Cayman Islands residents were due
to external causes, compared to 8% in 1992—1995. Of deaths from
external causes, 29% were due to motor vehicle accidents and
27% were due to accidental drowning and submersion. Of the
total 75 deaths among visitors during 1996—1999, 45% were due
to accidental drowning and submersion and 26% were due to
motor vehicle accidents. During the same period, 8% of hospital-
izations were due to external causes: one-third were among per-
sons under 19 years of age, and one-half among persons between
20 and 59 years of age, similar to the 1995 figures.

Mental Disorders

About 2.3% of total hospitalizations during 1996—1999 were for
the management of mental and behavioral disorders. Of the 325
admissions in this category, mental and behavioral disorders due
to alcohol and other substance abuse represented 26% of the ad-
missions. Other conditions were mood disorders (27%), neurotic
and stress related disorders (20%), and schizophrenia (17%).

During 2000, about 135 patients were admitted for various
mental and behavioral disorders, 37% of whom were admitted
for detoxification. Other major causes for admission were depres-
sion, 22%; psychosis, 19%; and bipolar disorder, 12%. In 2000, 13
patients were sent abroad for psychiatric care.

Oral Health

Oral health was measured using indices for decayed, missing,
or filled teeth (DMFT). The DMFT index for 5- and 6-year-olds
increased slightly, from 2 in 1995 to 2.11 in 1998.

Emerging and Re-emerging Diseases

Emerging and re-emerging diseases are not a problem in the
Cayman Islands. During 1996—2000, however, there were three
cases of meningococcal meningitis, 1 in 1999 and 2 in 2000.

RESPONSE OF THE HEALTH SYSTEM

National Health Policies and Plans

In 1999, “Vision 2008—Cayman Islands National Strategic
Plan, 1999—-2008" was developed to cover the 1999-2008 period.
The 30-member planning team that began working on the plan
in June 1998 was drafted from the community. “Vision 2008” en-
compasses 16 strategies that address various national issues, one
of them being health. In terms of health, the plan supports and
ensures the implementation of a comprehensive health care ap-
proach that emphasizes prevention, mental health, and wellness.
Specifically, “Vision 2008” supports health needs assessments,
programs for reducing the incidence of cancer and cardiovascu-
lar diseases, comprehensive mental health services, collaboration
between the private and public health care system, and wellness
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promotion. “Vision 2008” complements the earlier “Cayman
Islands National Strategic Plan for Health, 1997—-2001" that was
established in 1995 and updated in 1998 and 1999. Major
achievements of that strategic plan for health were: the construc-
tion of a modern, 124-bed hospital in Grand Cayman; the devel-
opment of new health centers in the four health districts; enact-
ment of health insurance legislation; and development of quality
assurance programs. The revised mission statement for the
Cayman Islands’ national health policy endorses the reliance on
comprehensive health care as a way to ensure the wellness of the
people through a dynamic community-based health system.

The National Youth Policy approved in September 2000 pro-
motes healthy lifestyles for youth.

Health Sector Reform Strategies and Programs

After the November 2000 elections, ministerial portfolios were
reallocated, and the Department of Health Services now falls
under the Ministry of Health and Information Technology. In
1997, health insurance coverage for employees and their depen-
dents became mandatory.

The Health System

Institutional Organization

The Department of Health Services was responsible for the
provision of all government health care, including public health
services. The department operates two hospitals, the 124-bed
Cayman Islands Hospital in Grand Cayman and the 18-bed Faith
Hospital in Cayman Brac, as well as a public health unit, four dis-
trict health centers, a general practice clinic at Cayman Islands
Hospital, a dental clinic (including school dental services), the
Lions Eye Clinic, and a clinic in Little Cayman. The Government
operated hospitals are the only inpatient facilities. In addition,
an 18-bed private hospital opened in 2000; various private out-
patient clinics also provide health care locally. Because it is nei-
ther cost-effective nor efficient to provide tertiary care in the
Cayman Islands, the Government has entered into a formal con-
tractual arrangement with the United States of America to pro-
vide such services.

The Department of Health Services is under the direction of the
Director of Health Services, who is assisted by the Deputy Director
of Health Services, the Chief Medical Officer, the Medical Officer of
Health, Chief Nursing Officer, Senior Dental Officer, Chief Financial
Officer, Chief Administrative Officer, and Manager of Human
Resources. Primary health care is provided through the district
health centers. With the commissioning in 1999 of Cayman Islands
Hospital in Grand Cayman, emergency care, specialist services,
and inpatient care are provided through the hospital; general prac-
tice services are transferred to the community health services.
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Substance abuse services were given departmental status in
2000. The Caribbean Haven Residential Center for inpatient sub-
stance abuse clients opened that same year; it has capacity for 15
residential and 8 day-care clients.

An Emergency Medical Relief Plan is in place in the event of a
hurricane or other natural disaster. The National Health
Coordinator ensures that the plan is updated on a yearly basis
and that essential supplies are available and staff allocated. An
Intersectional Committee oversees the Emergency Relief Plan,
which forms part of the National Hurricane Plan.

Developments in Health Legislation

The Health Insurance Law was enacted in June 1997, providing
health insurance for all employees and their dependents organ-
ized through their employer. Draft legislation also has been devel-
oped to establish various councils to regulate the practice of all
health care workers in the territory. Medical, dental, nursing, phar-
macy, and allied health professionals councils have been estab-
lished to replace the outdated Health Practitioners Law of 1974.

The 1997 National Drug Council Law provides for the estab-
lishment of a National Drug Council, whose functions involve
formulating policies and developing programs intended to pre-
vent or reduce drug abuse. The Council promotes the establish-
ment of a system to coordinate the treatment and rehabilitation
of drug abusers and to educate the public.

Institutional Direction and Regulation

The Ministry of Health and Information Technology has the
overall responsibility for ensuring quality of care in the Cayman
Islands. The Department of Health Services is responsible for the
management of the public sector health care institutions. The
Health Practitioners' Board, a statutory body, is responsible for li-
censing all health care practitioners.

Degree of Population Segmentation

Cayman Islands Hospital is located in the capital, George
Town. The health centers, located in various districts, provide all
primary care services. Full time nurses are present at all health
centers, although the frequency of physicians’ visits varies de-
pending on population size. Anyone can access the services of
any health care facility on the Islands.

Decentralization of Health Services

Given the small size of the population and area of the Cayman
Islands, the management of health services is centralized. Senior
managers have decision making authority as set by general poli-
cies and guidelines, however.

Private Participation in the Health System
An 18-bed private hospital was commissioned in the year
2000, and there also are 19 private outpatient health care facili-
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ties. There were 41 doctors in full time private practice who pro-
vided family health or specialized treatment on a regular basis.
Private physicians use public hospital services.

Health Insurance

The government-provided basic health insurance covers
emergency care, hospitalization, and some outpatient services.
Many employees opt for additional coverage provided by private
companies, however. The Government regulates all insurance
carriers. In 2000, the Government contracted with a health insur-
ance company to provide health insurance to all its employees
and their dependents.

Organization of Regulatory Actions

Health Care Delivery

Although there is no legislation specifically designed to
monitor, standardize, and regulate health facilities, the construc-
tion of any health facility requires approval from the terri-
tory’s planning authority. Approval includes the review of con-
struction plans by the Environmental Health Department and
appropriate health professionals to ensure that health care stan-
dards are met.

Certification and Professional Health Practice

Only health professionals licensed by the Health Practitioners’
Board are eligible to practice in the Cayman Islands. In order to
cope with the increase in the number of health professionals, leg-
islation has been drafted to establish professional councils that
will regulate their respective practices.

Basic Health Markets

The Cayman Islands has no local manufacture of drugs or
other medical supplies. The 1979 Pharmacy Law and its regula-
tions as revised in 1999 sets controls for importing and dispens-
ing drugs. Pharmaceuticals and medical equipment that have
been approved in the United States or in the United Kingdom are
automatically approved for use in the Cayman Islands. Any other
drugs or medical equipment must be approved by the Health
Practitioners' Board.

Environmental Quality

The Department of Environmental Health, which falls under
the Ministry of Planning, Communications, and Works, is re-
sponsible for monitoring and ensuring environmental quality. Its
mission is to preserve human life by minimizing and controlling
environmental hazards. The department offers various pro-
grams, some of which involve the provision of services, while
others are regulatory in nature. The department manages solid
and hazardous wastes and monitors water quality throughout the

territory. In addition, in an effort to continue educating the pub-
lic on various topics of environmental health, the department
distributes pamphlets and other information as part of aware-
ness campaigns. It also participates in school programs, national
fairs, and other events, and provides guided tours of the landfill
and public sanitation laboratory. Campaigns are designed to fos-
ter waste reduction/recycling, food safety, cistern care, rodent
control, anti-littering, and hurricane preparedness.

The department’s laboratory continues to improve its quality,
safety, and efficiency. For example, training in rapid methods in
microbiology has resulted in the further development of the
food-testing program. Moreover, the laboratory routinely moni-
tors accommodations and food premises, and it also collects and
analyzes recreational water samples from swimming pools and
public beaches.

The laboratory’s analytical chemistry section continues to
monitor groundwater and surface water at the George Town and
Cayman Brac Landfills, as well as to conduct a sampling program
for used oil and incinerator ash; the samples are sent to United
States laboratories for analysis.

Food Quality

As part of its food surveillance program, the Department of
Environmental Health monitors imported containers containing
chilled and frozen foods, recalls food products as needed, in-
spects food establishments, trains food handlers, monitors su-
permarkets, conducts post-mortem meat inspections, and re-
sponds to food-related complaints. The department is currently
drafting food legislation as a way to attain more effective man-
agement of this critical program. Animal regulations control the
importation of animals and meats in order to prevent the intro-
duction of diseases such as bovine spongiform encephalitis and
foot-and-mouth disease.

Organization of Public Health Services

Health Promotion

Vision 2008 fosters the development of a comprehensive health
education curriculum and promotion of national wellness pro-
gram. The National Strategic Plan for Health encompasses the de-
velopment of programs to encourage community members to take
responsibility for maintaining individual and community health.
Health promotion activities conducted through intersectoral coop-
eration target disease prevention, fostering of healthy lifestyles,
teaching of health skills, and protecting the environment.

Health promotion highlights during 1996—2000 included the
organization of a smoking cessation course for women in collab-
oration with the Cayman Islands Cancer Society; the undertak-
ing of a project with a local grocery store designed to raise aware-
ness of heart disease risk factors and prevention of heart disease;

147



HEALTH IN THE AMERICAS, 2002 EDITION, VoLuME |1

the conduct of a health awareness course for a Boy Scout group
that provided valuable health information and encouraged health
promotion among their peers; the development of a community
health newsletter in 2000 that is widely distributed in the com-
munity; the provision of ongoing information about local health
issues to the public, especially regarding available community
health services; and the dissemination of breast cancer aware-
ness and the availability of screening activities in association
with the Lions Club of Tropical Gardens. As part of the develop-
ment of health promotion in the workplace, a wellness assess-
ment survey was carried out in 2000 among health services staff.

Disease Prevention and Control Programs

The Government of the Cayman Islands offers free immuniza-
tion to all resident children. Given the high immunization co-
verage of infants with polio and DPT vaccines—between 93%
and 95% in 1996—2000—no special campaigns were conducted.
Because of the Cayman Islands’ small population and few sur-
veillance units, the acute flaccid paralysis surveillance is 100%
complete.

It is estimated that 90% of infants are protected from neonatal
tetanus at birth. After the occurrence of two new cases of whoop-
ing cough in 1997 and seven in 1999, the 18-month DTP booster
was introduced in 1999. The territory’s few tuberculosis cases
have led to the admission of all pulmonary tuberculosis cases for
2-3 weeks of treatment to ensure compliance; the cases are dis-
charged upon becoming smear negative.

In response to a rubella outbreak in 1997, a campaign to pro-
mote vaccination with MMR was carried out.

In 1999, the laboratory confirmation of any suspected mumps
cases was initiated as part of the surveillance strategy of the
disease.

There have been some changes in immunization policies and
activities during 1996—2000: Hepatitis B vaccine, for example,
has been part of the territory’s childhood immunization schedule
since November 1997. In order to protect schoolchildren who had
not been immunized, a catch-up program was organized for the
school population. Hepatitis B vaccination coverage of infants
was 85% in 1999 and 74% in 2000. In 2000, DTP was replaced by
DTaP and OPV by IPV, and thiomersal-free hepatitis B vaccine
was procured. For convenience and to minimize the number of
injections, the Cayman Islands started using a pentavalent vac-
cine consisting of DTaP, IPV, and Hib in the year 2000.

In recognition of its efforts in immunization, the Cayman
Islands has received the Caribbean Region Surveillance Award
from the PAHO Expanded Program on Immunization, winning
first place in 1999 and third place in 1998 and 2000.

The Department of Environmental Health works closely with
the Public Health Department to conduct field investigations of
foodborne illnesses and other similar suspected or confirmed
disease outbreaks. Both departments also work together to offer
health awareness training to barbers, beauty parlor operators,
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cosmetologists, and to those doing tattooing and body piercing;
training focuses on specific diseases such as skin infections and
bloodborne pathogens, general health, and sanitation.

Health Analysis, Epidemiological Surveillance, and Public Health
Laboratory Systems

Training in the use of the Caribbean Public Health
Surveillance Manual was conducted in 2000. An active surveil-
lance system is in place for collecting notifiable disease data: the
nurse epidemiologist visits the hospital twice or three times per
week to identify any communicable disease occurrences.

An epidemiological team comprised of representatives from
the Environmental Health, Laboratory, and Public Health de-
partments was established in 2000 to regularly review the epi-
demiological situation. Representatives from the Veterinary
Department, the Mosquito Research and Control Unit, and other
physicians are consulted periodically as the need arises. The
Cayman Islands Hospital Laboratory functions as the territory’s
public health laboratory. To test for dengue, measles, and sero-
grouping of meningococcal meningitis, however, samples are
sent to the Caribbean Epidemiology Center (CAREC) or to a ref-
erence laboratory in the United States.

Potable Water, Excreta Disposal, and Sewerage Services

The Water Authority of the Cayman Islands, a statutory body
of the Government, is charged with the provision and implemen-
tation of water and sewage infrastructure for the country and
with the protection of the territory’s water resources. In Grand
Cayman, the authority supplies water to the district of George
Town and eastward into the village of East End. A private com-
pany holds a government franchise to provide piped water sup-
plies to the West Bay Beach area and the district of West Bay.

The Water Authority operates a small piped water supply sys-
tem in Cayman Brac to serve a few customers. Potable water is
provided via water tankers to customers not on the piped system.
A private operation has been granted a government franchise to
provide piped water to a very limited area of Little Cayman island.
The population with piped water supply has increased to 90% in
2000 from 70% in 1995. In addition, rainwater collected from
roofs in cisterns and groundwater is usually used for domestic
purposes. Water quality is monitored internally by the companies
and externally by the Department of Environmental Health.

The Water Authority operates a sewerage system that provides
services to the tourist hotel areas of Grand Cayman. All other
sewage treatment and disposal is through septic tanks with deep-
well injection or soak-away fields. Septic tank collection services
are available through private companies and the waste is treated
at the Authority’s wastewater treatment plant. Adequate excreta
disposal facilities cover 99.5% of the population. Because the
Water Authority’s current sewage treatment method in Cayman
cannot be expanded to accommodate the demands for waste-
water treatment for all of Grand Cayman island over the next
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10-15 years, proposals are under way to find ways to meet the
Cayman Islands’ needs in the long term.

Solid Waste Services

Residential solid waste is collected twice a week in Grand
Cayman and three times a week in Cayman Brac and Little
Cayman. Commercial collection is carried out at least on a weekly
basis, with restaurants having daily collections. All three islands
have sanitary landfills, and government-managed landfills are
the only legal disposal sites in the territory. In addition, two bulk
waste collection campaigns were organized in 2000, and public
drop-off is provided at the George Town landfill 24 hours a day.

In 2000, approximately 57,500 tons of waste were delivered for
disposal in the Grand Cayman landfill; this site is expected to
reach capacity by early 2003; alternative waste management sys-
tems for the island are under study.

The recycling project that the Department of Environmental
Health began in 1995 continues to collect, process, and market re-
cyclable materials covered under the project.

Hospital infectious waste is collected and incinerated; small
amounts also are collected from medical offices.

Pollution Prevention and Control

This is an area that is in much need of development. For the
most part, air pollution implications are only considered in large-
scale project proposals and as part of the Department of
Environmental Health's review of construction plans.

There is a need for appropriate legislation to deal with thisin a
more effective manner. In addition, technical staff, equipment, and
software is needed to further develop industrial hygiene compo-
nents, such as air and noise pollution monitoring and hazardous
material emergency response. Currently, these activities are carried
out on a limited basis, most often in response to complaints.

Food Safety

The Environmental Health Laboratory is now equipped to
conduct various food analyses and monitoring. A program
to monitor ready-to-eat foods is in place at selected food
establishments.

Food Aid Programs

Based on a financial evaluation, the Social Services
Department provides financial assistance for food to those who
are economically deprived.

Organization of Individual Health Care Services

Ambulatory, Emergency, and Inpatient Services

To minimize response time, ambulance services are strategi-
cally located—two in George Town, one in West Bay, and one in
North Side.

Services offered at district health centers include daily treat-
ment by nurses, and clinic treatment by doctors on specified days
in general practice, psychiatry, nutrition counseling, child wel-
fare, health education, and drug counseling. The West Bay Health
Center has a daily general practice clinic, while others have clin-
ics on specified days. A public health nurse provides public health
services on Cayman Brac and Little Cayman. All services offered
on Grand Cayman are available on the other smaller islands, al-
though on a smaller scale. There are 32 outpatient health care fa-
cilities, 13 public and 19 private.

Auxiliary Diagnostic Services and Blood Banks

All public and private hospitals have radiological and labora-
tory facilities. Diagnostic services greatly improved during
1995-2000 with the addition of two CT scans, one in the private
and one in the public sector, and one MRI unit in the private
health sector. There are four mammography units, three in the
private sector and one in the public sector. Blood banking facili-
ties are at the government hospitals and all blood donations are
screened.

Specialized Services

Mental health services are offered through outpatient clinic
services at the hospitals and district health center, as well as
through visits to homes and prison. Inpatient psychiatric care is
provided in the medical wards of Cayman Islands Hospital and
Faith Hospital. In 2000, 135 patients were admitted to Cayman
Islands Hospital for inpatient psychiatric acute care, representing
a 24% increase over the 109 admissions in 1999. Patients admit-
ted for substance abuse detoxification were treated at Cayman
Islands Hospital or transferred to the New Caribbean Haven
Residential Treatment Center. Plans are under way to build a
mental health facility for both inpatient and outpatient care.

The Dialysis Unit at Cayman Islands Hospital has eight patient
stations and one special-care room with two additional stations
for infectious patients. A nephrologist who joined the health
services in late November 2000 oversees the medical aspects of
the dialysis unit. In 2000, 3,025 treatments were offered, repre-
senting an increase of 81% from the 1,671 treatments offered in
1999. The number of resident patients undergoing dialysis more
than doubled, going from 12 in 1999 to 29 in 2000. The underly-
ing cause in most cases was diabetes. The program is being
reviewed.

Eye care is provided by two full time ophthalmologists in the
public sector and four in private practice. The Lions Eye Clinic in
Cayman Islands Hospital is run by government staff and assesses
and treats childhood visual development diseases, as well as
glaucoma and diabetic eye disease. Laser treatment was intro-
duced in 1999.

Dental care is provided by five government dental officers and
nine private dentists. In addition, a visiting periodontist and two
visiting orthodontists are available. Total dental visits to the
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government dental service in 2000 were 26,337 (including school
visits), for an increase of 10% over the previous year (23,980).
The dental laboratory was upgraded with new crown and bridge
equipment.

A decompression chamber for diving emergencies is located at
Cayman Islands Hospital in Grand Cayman; it is operated by a
volunteer group.

Prenatal and postnatal care and family planning services are
offered free to all Caymanians. The Department of Health Ser-
vices has continued to offer regular screening and follow-up Pap
smears for all women.

A 1997-1998 study of the incidence of cervical cancer in the
Cayman lIslands revealed that the participation in cervical
screening programs was low. To try and improve participation, a
project in 1998 offered free screening to all women in both the
public and private sectors. This considerably increased the par-
ticipation for that year to 5,200 smears. A target of 5,200 cervical
smears was again set for 1999 for the public and private sectors:
in 1999, 4,739 women had had cervical smears, representing 91%
of the target. Emergency contraception was made available at all
health centers during the year 2000.

Health Supplies

All drugs, reagents, syringes, needles, and equipment are im-
ported. Vaccines are procured through PAHO's Revolving Fund.
The Cayman Islands Health Services Formulary includes all es-
sential drugs.

Human Resources

The number of health professionals dramatically increased
during 1996-2000. In 1995 there were 7.9 health professionals
per 1,000 population, increasing to 12 in 1998, 14.6 in 1999, and
16 in 2000. There were 7.0 nurses per 1,000 population in 2000,
compared with 4.3 in 1995. In addition to population growth, this
sudden increase was due to the commissioning of the 124-bed
new Cayman Islands Hospital in 1998/1999 and the 18-bed pri-
vate hospital in 2000.

In 1995, there were 1.4 physicians per 1,000 population, rising to
2.0 in 2000. According to 2000 data, the breakdown of human re-
sources in health per 10,000 population in the Cayman Islands was:
20.1 physicians; 7.2 midwives; 63.4 nurses, excluding midwives; 3.5
pharmacists; 3.4 dentists; and 7.2 community health nurses.

Training is available locally for practical nurses and emer-
gency medical technicians. All other training must be sought
overseas. The Government of the Cayman Islands supports the
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training of locals, but there are not enough candidates seeking
training. As a result, 97% of the physicians and 75% of other
health care professionals are non-Caymanians. All Caymanian
health professionals are employed. All health professionals work-
ing in the territory are required to have 10 hours of continuing
education per year; continuing education opportunities are of-
fered locally and abroad.

Health Research and Technology

The scope of research is limited due to small population size
and budgetary and staffing constraints. Efforts are being made to
strengthen this research, however. In 1999, the Government en-
tered into a three-year contract with an institution in the United
States to conduct research on gene localization of non-progressive
cerebella ataxia. The first phase—a health needs assessment in
Cayman Brac—was conducted in 2000, and a needs assessment
project in Grand Cayman is just beginning. As a follow-up to the
1995 oral health survey, oral health screening was conducted
among 5- and 6-year-olds in 1998 and 12-year-olds in 1999.

Scientific documentation is readily accessed through the
Internet and international organizations.

Health Sector Expenditure and Financing

Health sector expenditures rose from 10% of total Govern-
ment expenditure in 1994 to 15% in 2000. The territory’s small
population and size does not make it feasible to break down ex-
penditures by regions or social groups.

During 1990-2000, the Government’s budget for health care
services steadily increased—from US$ 12.7 million in 1990, to
US$ 20.9 million in 1996, US$ 36 million in 1998, and US$ 46.8
million in 2000. Recurrent expenditures for health care out of total
Government expenditures ranged between 10%—11% between
1986 and 1995, but the figure spiked to 14% in 1997 and 16% in
1999. These variations were attributable to the commissioning of
the new health center and the Cayman Islands Hospital during
these years. Per capita government health expenditure in 2000 was
US$ 1,143, compared to US$ 552 in 1995. Data on private sector fi-
nancing and expenditures on health are not available.

External Technical Cooperation and Financing

PAHO, CAREC, and CFNI provide training support through
fellowships and workshops. This funding amounts to US$ 25,000
per annum. There is no external funding for health care delivery
in the Cayman Islands.
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FIGURE 1. Population structure, by age and sex, Cayman
Islands, 1998.

85+
80-84
75-79
70-74
65-69
60-64
55-59
50-54
45-49
40-44
35-39
30-34
25-29
20-24
15-19
10-14

5-9

0-4

14 12 10 8 6 4 2 0 0 2 4 6 8 10 12 14
Percentage

B Males EH Females

FIGURE 2. Estimated mortality, by broad groups of causes
and sex, Cayman Islands, 1998.
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FIGURE 3. Vaccination coverage among the population
under 1 year of age, by vaccine, Cayman Islands, 2000.
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CHILE

OVERVIEW

most recent census (1992) showed the population to be

13,348,401, with just 14.41% living in rural areas. The
estimated population in June 2001 was 15.4 million. The most
densely populated areas are the Santiago metropolitan region
(40%), followed by the Bio-Bio (12%) and Valparaiso (11%) re-
gions. The country has eight indigenous groups that make up
10% of the total population: Aymara, Atacamefio, Quichua,
Mapuche, Rapa Nui, Colla, Kaueskar, and Yamana.

Different types of households coexist in the country. Two-par-
ent families accounted for 57% of all households in 1996 and 55%
in 1998. Extended families increased from 27% to 28.6% and sin-
gle-parent families from 6.4% to 8.4% of households over the
same period. In 1998, one-person households accounted for 7.6%.

Chile is a unitary State and its government is democratic. The
country is divided into 13 political-administrative regions, which
are, from north to south: Tarapaca (I), Antofagasta (I1), Atacama
(111), Coquimbo (IV), Valparaiso (V), the Santiago metropolitan re-
gion (RM), Libertador General Bernardo O'Higgins (VI), Maule
(VII), Bio-Bio (VIII), Araucania (1X), Lagos (X), Aisén del General
Carlos Ibafiez del Campo (XI), and Magallanes (XI1). The regions,
inturn, are subdivided into 51 provinces and 341 “communes” (co-
munas), with 178 cities (over 5,000 inhabitants), 215 towns (2,000
to 5,000 inhabitants), and 768 villages (under 2,000 inhabitants).

The regional governments are headed by governors, who rep-
resent the country’s president in the region. The provinces have
provincial governors, who are subordinate to the regional gover-
nor. The “communes” are administered by the chief municipality,
which is governed by the mayor and a municipal council (chaired
by the mayor) as the decision-making and supervisory body.
Mayors and council members are elected by popular vote every
four years. The Ministry of Health is represented in the 13 regions
by a regional secretary, who is a member of the regional gover-
nor’s cabinet.

In 1989, the country held its first democratic elections after 17
years of military government. The current government’s equity

Continental Chile has a surface area of 756,626 km2. The
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policy has the goals of creating new jobs, contributing to human
dignity, reforming the health sector, reducing educational in-
equities, making progress in judicial reform, supporting small and
medium-sized businesses, improving public transportation, build-
ing low-cost housing for the very poor, and reducing pollution.

Health care is one of the Government’s priorities and reform-
ing the health sector is one of seven major changes proposed for
the period 2000—2006. The purpose of the reform is to guarantee
the right to health of all Chileans, without discrimination; im-
prove their levels of health; and reduce inequities owing to so-
cioeconomic status and geographic location. The most relevant
changes include solidarity financing and a law that protects pa-
tients’ rights. Health policies are based on the principles of citi-
zens' rights, equity, solidarity, quality, and participation.

The country experienced sustained economic growth until
1998, with GDP growing by 7.7% per year. Inflation was 4.7% in
1998 and unemployment rates were moderate. Owing to the cri-
sis on international markets, growth turned negative in 1999
(close to—1.1%) (Figure 1) and unemployment rose significantly.

Aggregate social and economic indicators for the country
show clear improvements, expressed in a reduction in poverty
levels from 39.3% in 1990 to 20.6% in 2000 and growth in per
capita GDP of 46.9% between 1991 and 1999, when it reached
US$ 4,492. However, inequity between social groups and regions
continues to exist. According to a socioeconomic survey (CASEN
2000), at the end of 2000, 10% of the wealthiest households cap-
tured 40.3% of income, while the poorest 10% obtained just
1.7%. The differences among “communes” are even more ex-
treme. In 1998, just 6% of the population lived in “communes”
with an average household income of more than US$ 800, while
the figure for the “commune” with the highest average income
was US$ 2,500.

In 1998, the income of the richest 20% of Chileans was 15.5
times higher than the income of the poorest 20%. When the fi-
nancial subsidies paid by the Government to the poorest house-
holds are factored in, the figure falls to 13.9 times. In the same
year, 70% of the country’s households had an income below the
national average.
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With regard to basic physical and environmental living condi-
tions, the CASEN 2000 survey showed very marked differences
among “communes” in housing quality, potable water supply, and
sanitary sewer systems. In some “communes;” virtually every
household met or exceeded the standard, but in 20 “communes;’
fewer than 50% of families had good-quality housing.

In 1999, the literacy rate among people aged 15 and over was
95.5% (95.3% for men and 95.7% for women). On average,
Chileans attended school for 9.9 years. During the 1990s, there
was a slow but steady increase in the coverage of preschool edu-
cation. Basic education (eight years) is the only mandatory level
and access to it is virtually universal (98.5% in 1999).

The 1999 National Employment Survey indicated that the eco-
nomically active population grew from 5,500,000 in 1996 to
5,738,470 in 1998. Female participation in the workforce rose
from 33.7% in 1996 to 36.1% in 1998. Whereas most women
worked in “communal,” social, or personal services, men were
evenly distributed among the different branches of the economy.
The national unemployment rate, which held steady at 6%—7%
from 1990 to 1998, jumped to close to 12% between 1999 and
2000. Employment has not recovered as quickly as the economy.
The main sources of employment in 1998 were “communal” serv-
ices, commerce, industry, agriculture, hunting and fishing, trans-
portation and communications, construction, and financial and
social services. Salaried workers accounted for 65.5% of the
workforce, the self-employed for 24%, service personnel for 5%,
employers for 3%, and unpaid family laborers for 2.4%.

The demographic profile is in transition. Birth and mortality
rates have declined in recent decades. The fertility rate dropped
rapidly after relevant changes in the mortality rate took place
during the second half of the 20th century. There is still ample
room for the rate to fall further, which would lead to a declining
population growth rate. This translates into slow growth and an
aging population (Figure 2). During 1995-2000, the highest fer-
tility rates were in the 20—24 years age group. In the last 41 years
(1960-2001), the population growth rate fell from 2.4% to 1.2%
and the population aged 65 and older grew from 4.3% to 7%. In
1998, children under age 15 accounted for 28.8% of the popula-
tion, the 15—64 years age group for 64.2%, and persons aged 65
and older for 7%. The dependency ratio was 35.8% in 1998. Net
migration in Chile has traditionally been negative and is not con-
sidered to be a decisive factor in population dynamics.

Life expectancy at birth in the period 1995-2000 was an esti-
mated 75.2 years. The infant mortality rate was 10.1 per
1,000 live births in 1999. There are sharp differences in infant
mortality among “communes;” and in 1998, the rate ranged from
2.6 per 1,000 live births to 42.2 per 1,000.

Mortality and Morbidity
There were 81,984 deaths in 1999, for a rate of 510.7 per
100,000 population. The declared causes, which correspond to

the adjusted mortality rates (per 100,000), are diseases of the cir-
culatory system (150.3), malignant neoplasms (124.2), commu-
nicable diseases (67.5), and external causes (57.6) (Figure 3).

There is an overall downward trend in mortality rates, and
mortality among men is higher in all age groups. Mortality rates
fell among children in the 0—4 years age group and remained sta-
ble in the group aged 15-34. The difference between sexes
widened at the expense of a slight increase in the rates for men. In
the group aged 35-44, there was a slight reduction in mortality
rates for both sexes, as was true in the groups aged 45-49 years
and 50-79 years. In the group aged 80 and older, the difference
between the sexes increased slightly, with a higher rate for men.

Mortality rates standardized by age and sex vary widely
among “communes” and regions, including the Santiago metro-
politan region. After eliminating the extreme values, the rates
among “communes” range from 30 to 160 over a standardized av-
erage of 100. When the rates and household income obtained in
a survey conducted in 1999 by the Ministry of Health are com-
pared, an inverse ratio is found between mortality and average
family income in the “communes.”

As for morbidity, Table 1 presents the national situation for
notifiable diseases over the period 1996—1999.

The data collected by the CASEN 2000 survey, which includes
Chileans’ perceptions of their quality of life, cover the main
causes of morbidity, such as chronic and acute diseases, disabil-
ity, and accidents. Among the first, arterial hypertension is the
maost prevalent chronic disease in Chile, followed by defects of re-
fraction and gallstones. Women have higher rates of chronic dis-
eases. The public reports an average of 9.5 bouts of acute illness
per person per year (11 for women and 8 for men). Twenty per-
cent of Chileans say they suffer from some degree of disability,
with eye problems being the most frequent. Lastly, 1 of every 10
people had a serious accident in the previous year (10.5% of men
and 9.5% of women).

The most recent information on hospital discharges is for
1997 and includes both public and private institutions. In that
year, there were 1,092,995 discharges. The main reasons for hos-
pitalization were complications of pregnancy, childbirth, and the
puerperium (27.6%); diseases of the digestive system (11.3%);
injuries and poisoning (10%); diseases of the respiratory system
(9.4%); diseases of the genitourinary tract (6.8%); circulatory
diseases (5.2%); certain conditions originating in the perinatal
period (3.5%); and other illnesses (3.5%).

Health Problems
By Population Group
Children

Deaths among infants under 1 year of age accounted for 3.8%
of total deaths in 1999. In the same year, infant mortality was 10.1
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TABLE 1. Notifiable diseases, with number of cases and cumulative incidence rate per 100,000 population, Chile,

1996-1999.
1996 1997 1999

Disease No. Rate No. Rate No. Rate No. Rate
Diphtheria 2 0.01 0 0.00 0 0.00 0 0.00
Invasive Haemophilus influenzae type b disease® 156 10.68 65 4.46 26 1.79 35 2.42
Mumps 2,374 16.46 2,312 15.81 2,224 15.01 2,253 15.00
Acute flaccid paralysis® 76 1.80 75 1.77 65 1.52 89 2.07
Rubella 1,095 7.59 3,940 26.95 4,571 30.84 1,608 10.71
Measles 0 0.00 58 0.40 6 0.04 31 0.21
Neonatal tetanus 1 0.01 0 0.00 0 0.00 1 0.01
Tetanus (all others) 17 0.12 8 0.05 15 0.10 15 0.10
Pertussis 1,146 7.95 1,456 9.96 2,482 16.75 3,064 20.40
Cholera 4 0.03 1 0.01 24 0.16 0 0.00
Yellow fever 0 0.00 0 0.00 0 0.00 0 0.00
Malaria (imported cases) 6 0.04 10 0.07 7 0.05 7 0.05
Hantavirus pulmonary syndrome 3 0.02 30 021 35 0.24 26 0.17
Typhoid and paratyphoid fever 1,395 9.67 1,249 8.54 1,152 7.77 801 5.33
Hepatitis B 133 0.92 146 1.00 162 1.09 177 1.18
Hepatitis (all others) 8,180 56.73 10,525 71.98 5,796 39.10 4,666 31.07
Meningococcal infections 532 3.69 560 3.83 521 3.52 552 3.68
Brucellosis 8 0.06 13 0.09 16 0.11 21 0.14
Anthrax 19 0.13 13 0.09 16 0.11 17 0.11
Chagas’ disease 363 2.52 424 2.90 556 3.75 560 373
Echinococcosis 343 2.38 442 3.02 314 2.12 292 1.94
Psittacosis 0 0.00 1 0.01 3 0.02 1 0.01
Rabies (human) 1 0.01 0 0.00 0 0.00 0 0.00
Trichinosis 43 0.30 64 0.44 44 0.30 85 0.57

aRate in the population under 5 years of age.
bRate in the population under 15 years of age.
Source: Ministry of Health.

per 1,000 live births and there was a drop in early neonatal,
neonatal, and postneonatal mortality. Better perinatal and post-
natal care and a new program for the use of surfactants in pre-
mature babies with very low birthweight in all maternity wards
in the public system contributed to these results. The main causes
of death were perinatal diseases, congenital anomalies, respira-
tory diseases, and injuries and poisoning. These four causes ac-
counted for 86.5% of deaths in this age group. Average infant
mortality rates mask significant differences among regions and
“communes.”

There were 461 deaths among children aged 14 in 1999, or
0.5% of the total, for a rate of 0.4 per 1,000 population. The lead-
ing causes of death were external causes (33.4%), followed by
congenital anomalies, deformations, and chromosomal abnor-
malities (16%), and respiratory diseases (13.9%).

Schoolchildren

The 5-9 years age group accounts for 0.3% of deaths, making
it the group with the lowest age-specific mortality rate (0.20 per
1,000 population). The deaths reported in 1999 were mainly due
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to external causes (39%), tumors (18%), congenital anomalies
(10%), and diseases of the nervous system (10%).

The information provided by the National Children’s Service
and the National Statistics Institute and complaints made to the
police indicate that between 50% and 75% of parents use physical
punishment. Boys are the main victims of physical abuse and girls
of sexual abuse. Close to 80% of abused boys and girls are under
the age of 12 and almost one-third of them are under 5 years of age.
The factors associated with abuse include alcoholism and psychi-
atric problems among abusers, the number of children in the fam-
ily, unemployment and poverty, and a history of family violence.

According to UNICEF, in 1997, 75.9% of children completed
basic education. According to CASEN 1996, 1.9% of children be-
tween the ages of 6 and 14 (47,000) worked and 2.4% neither
worked nor attended school. Casual employment predominates
in this age group and more boys than girls work. Most also attend
school at the same time (63%). There is more child labor in rural
and poor areas. According to the Sixth National Farming and
Forest Census taken in 1997, 1% of rural workers are under the
age of 15 and just 22.2% of them are paid.
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Adolescents

The mortality rate among adolescents between the ages of 10
and 19 is 0.37 per 1,000 population. Injuries and tumors are the
leading causes, for 18% of the total. However, when specific
causes were examined, the first nine were found to be external,
with suicide by hanging in fourth place, for 56 deaths, 41 of
which involved young men. The male-female mortality ratio is
2.2:1.

In 1998, the suicide rate was 6.9 per 100,000 in the general
population and 2.7 in the adolescent population (10-19 years),
with the figures rising in 1999 to 7.2 and 3.2, respectively.

Fertility in girls and young women under the age of 20 in-
creased as a percentage of total fertility to 16.2% in 1998. In other
words, one of every six babies was born to an adolescent mother,
for 16.6% of all live births in 1998. In the same year, 48% of
teenage mothers lived below the poverty line. Thirty-six percent
had not completed basic education and 56% of pregnancies were
wanted. Among sexually active teenagers (15-17 years), 32.2%
stated that they had not used any method of contraception in
their most recent sexual encounter.

A study on drug consumption among urban students in 1999
performed by the National Drug Control Council indicated that
65% of students had consumed alcohol, 53% had used tobacco,
and 6% had taken tranquilizers. As for illegal drugs, 23 of every
100 students have used them on at least one occasion: 21.7%
marijuana, 4.6% coca paste, and 4.5% cocaine. The lowest aver-
age age for initiation of use was for tobacco (12.9 years), followed
by solvents (13 years), coca paste (13.5 years), marijuana (14.4
years), and cocaine (14.8 years).

According to UNICEF, 4.2% of teenagers between the ages of
12 and 14 (32,000) and 9.7% of teens between 15 and 17 (78,000)
worked in 1998.

Adults

People between the ages of 20 and 60 account for 53% of the
country’s total population. The CASEN 2000 survey includes in-
formation on the lifestyles of Chileans, based on a national sam-
ple of 4,069,395 people 15 years of age and older (44.4% were
men and 55.6% women). The results indicate that 40% smoke
(44% of men and 36% of women), 75% are not physically active
(64% of men and 84% of women), and 34% are overweight (27%
of men and 39% of women).

Adults between the ages of 20 and 44 have a mortality rate of
1.3 per 1,000 population. The leading causes of death are external
causes, tumors, and diseases of the circulatory system, in that
order. Seven of the first 10 specific causes of death are external,
with traffic accidents involving motor vehicles occupying first
place.

Mortality in the 45-59 years age group is 5.2 per 1,000 popu-
lation. In 1998, the main causes of death were tumors (30% of the
total in this group), followed by diseases of the circulatory system
(21%), and diseases of the digestive system (15%).

In 1997, experts from the Forensic Medicine Institute handled
1,906 cases of sexual assault in the Santiago metropolitan region.
However, the real magnitude of sexual violence is unknown, be-
cause an estimated 75% to 80% of all sexual crimes are not re-
ported. Although a law on rape and other sexual offenses was
passed in January 1999, in practice, services are not adequate or
sufficient and the social climate does not favor reporting these
offenses.

A study on the prevalence of mental illness and risk factors in
primary care conducted in 1995 at 23 primary care clinics in the
Santiago metropolitan region identified a higher incidence of
emotional disorders in women. The WHO International Study of
Psychological Problems in Primary Care (Preliminary Report from
the WHO Collaborative Project on “Psychological Problems in
General Health Care™) suggested that, although two of every three
people who visited a primary care facility had some kind of psy-
chological problem, only a tiny minority had consulted on that
account (5 of every 100).

Most primary care facilities provide contraceptives, such as
Copper T 380 intrauterine devices, combined birth control pills,
and condoms. Some services also offer progesterone-only pills,
which are generally used by breast-feeding women. Between
1991 and 1998, 19.1% of women and 17% of men used condoms.
Sixty-nine percent of women and 64% of men did not use any
kind of protection.

In 1998, cancers of the cervix and uterus were the fourth lead-
ing cause of death among women, with a mortality rate of 10 per
100,000; breast cancer was the second leading cause, with a rate
of 13 per 100,000.

Medical intervention in the treatment of menopause is be-
coming increasingly frequent, particularly hormone replacement
therapy with estrogen and progesterone.

In 1997, there were 1,126 deaths from prostate cancer, for a
rate of 15.6 per 100,000 population. In 1998, the rate increased to
16.6 per 100,000. Prostate cancer is the third leading cause of
death among men.

The Elderly

Mortality in the 65—79 years age group is 31.51 per 1,000 pop-
ulation. Tumors are the leading cause of death, followed by dis-
eases of the circulatory system and diseases of the respiratory
system. In the group over 79 years of age, the mortality rate is
138.62 per 1,000. The leading causes of death are diseases of the
circulatory system, diseases of the respiratory system, and tu-
mors, in that order.

Between 5% and 10% of people over 65 and 20% to 30% of
people over 85 suffer from some kind of dementia.

According to a study conducted in 2001, 15% of people over
the age of 60 are unable to read or write a message, 11% have
never attended school, and 61% have between 1 and 6 years of
schooling. Functional limitations are higher among low-income
women who have not completed school. Sixty-one percent have
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no partner, 82% live in their own homes debt-free, and 66% live
with two or more people. Between 80% and 90% have consider-
able difficulty in bathing, 25% suffer from clinical depression,
and 9% suffer from cognitive deterioration (10% of women and
7% of men).

Family Health

In 1993, the care provided by clinics was reoriented and they
were gradually transformed into family health centers. This in-
novation has meant a change in the architectural model and use
of physical space in the establishments. In 1999, there were 35
centers that attended to more than half a million people.

Worker’s Health

In 1998, work-related accidents led to a loss of 3.3 million
working days. Every day, 822 workers have accidents of this kind.
Close to 2 million workers have no access to any kind of occupa-
tional health protection and a large percentage have limited pro-
tection (temporary workers, unskilled laborers). The accident
rate dropped from 10% in 1998 to 9% in 1999. In 1996, the high-
est percentage of accidents occurred in the 2534 years age group
(8%). Seventy-six percent of the accidents reported by mutual in-
surance plans in 1999 affected men. Fifty-four percent of the
accidents suffered by women occurred in service activities, and
the largest number of accidents suffered by men was in industry,
at 27%.

The aggregate rate of occupational diseases fluctuated signifi-
cantly over the period 1995-1999, with values ranging from 4 per
1,000 population (9,400 cases) to 2.2 per 1,000 population (5,800
cases). The most commonly diagnosed occupational diseases in
1995 and 1996 were musculoskeletal diseases (26%), diseases of
the skin and connective tissue (23%), poisoning (15%), and res-
piratory diseases (12%).

The Disabled

By 1994, Chile had already passed Law 19284 on the social in-
tegration of persons with disabilities. The policy stresses improv-
ing the educational, economic, and social status of this group;
quantifying the disability by type and degree; intervening to in-
troduce improvements in health care services; improving labor
conditions; and adopting specific measures to prevent different
types of accidents. The National Disabilities Fund (FONADIS) is
in charge of the policy.

According to CASEN 1996, 616,000 Chileans, or 4% of the total
population, had some kind of disability in that year. Although
this figure is almost double the figure given in the 1992 census
(283,888), it should be recalled that the definition of disability
changed from total restriction caused by some psychiatric dis-
eases to definitions based on the level of functionality. In 1996,
85% of persons with disabilities were of working age (over 14).
Twenty-six percent of them worked, 2% were unemployed, and
72% were out of the labor force, which is significantly higher than
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the 45% for the general population and confirms that this group
is excluded from the workforce.

The National Kindergarten Board performed a national sur-
vey in 1999 of 115,000 children, and, according to that survey,
1,500 have special needs for assistance and education: difficulties
in verbal communication (48%), motor dysfunction (19%), men-
tal impairment (13%), visual impairment (7%), multiple dys-
functions (6%), hearing impairment (5%), and alterations in re-
lationships and interpersonal communications (4%). In 2000,
52,600 people were enrolled in special schools. Classifying them
by type of disability gives the following breakdown: intellectual
(29,000), verbal communications (20,500), hearing dysfunction
(1,300), motor (922), visual (501), and autism (274). School inte-
gration projects are carried out in 1,100 regular schools and ben-
efit 10,700 children and teenagers.

Indigenous Groups

In 1993, life expectancy was 63 years (67 for women and 60.3
for men) for the Aymara, 72.8 (76.1 for women and 69.7 for men)
for the Rapa Nui, and 75.6 for Mapuche women and 68.5 for
Mapuche men. There is a high concentration of indigenous
groups in 39 of the country’s “communes” and a significant pres-
ence in 26. Standard-of-living indicators are lower in these “com-
munes” than in other parts of the country, and the correlation be-
tween poor areas and indigenous areas is high. Infant mortality
rates for the Atacamefio are up to 40 points higher than the na-
tional average, and life expectancy for the Aymara is up to 10
years less.

By Type of Health Problem

Natural Disasters

Chile suffered a number of natural disasters over the period
1996-2000. In 1998, La Nifia caused a significant drop in precip-
itation that affected an extensive zone running about 1,500 km
from north to south. From the Valparaiso region southward,
water levels in the large reservoirs were low compared with the
historical average, which led to serious problems in potable water
supplies in rural areas, and an agricultural emergency was de-
clared in 217 “communes.” Traditional crops and livestock suf-
fered, the number of forest fires increased, and 90,000 hectares of
forest were lost, particularly in the Bio-Bio region. In October
1997, an earthquake affected a large part of the Coquimbo re-
gion, damaging 13,000 houses.

June 2000 saw heavy rainfall, storms, blizzards, and heavy
snowfalls from the Antofagasta to the Lagos region. The main
rivers burst their banks, causing partial flooding in many towns
and farms; roads and bridges were washed out and thousands of
people were left isolated. Almost all the health care establish-
ments, which were also affected, saw increased consultations for
respiratory diseases of different degrees of seriousness.
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\ector-borne Diseases

The last malaria epidemic occurred in 1945 and no au-
tochthonous cases have been reported since then. The country is
free from the mosquito Aedes aegypti, and yellow fever, dengue,
plague, and schistosomiasis are unknown in Chile.

Chagas' disease is endemic in rural areas and the outlying
areas of cities in the Tarapaca and Libertador General Bernardo
O'Higgins regions, with 850,000 people exposed. Mortality from
the disease increased until 1985 and stabilized over the last five
years at about 55 cases a year, for a rate of 0.4 per 100,000 popu-
lation. This figure represents 0.07% of total deaths. The cause of
death in over 80% of these cases was heart disease caused by
Chagas; in the other cases, a different organ was affected. No
deaths among children under 15 have been reported since 1989.
There are virtually no differences by sex and the highest rates are
in the 45-64 years age group.

Screening of donated blood has been mandatory since 1996.
In November 1999, an international meeting was held in Santiago
to certify the interruption of vector transmission of Chagas'
disease, where Chile was declared free from transmission by
Triatoma infestans.

Diseases Preventable by Immunization

National vaccination coverage of infants under 12 months
with BCG, measles, Hib, OPV1, OPV2, OPV3, DPT1, DPT2, and
DPT3 was 91% in 1998 and 96% in 1999 (Figure 4). Coverage of
children between 12 and 23 months with rubella, mumps, and
measles vaccine was 91% in 1998 and 96% in 1999. DT vaccina-
tion in schoolchildren was 90% in 1998 and 89% in 1999.
Influenza vaccination coverage in adults over 65 was 95% in 2000
and 99% in 2001.

The last case of poliomyelitis occurred in 1975. In 1999, re-
porting of acute flaccid paralysis (the WHO surveillance indica-
tor) was 25% higher than it had been in 1998 (2.1 and 1.7 per
100,000, respectively).

After a marked decline, at the beginning of the 1990s, diph-
theria turned from endemic to sporadic. The last case was re-
ported in 1996.

A country-wide mass vaccination campaign was conducted
with the goal of eradicating measles in the Americas in 2000. In
1993, just one imported case was reported; in the following three
years, no cases were confirmed. Subsequently, there were local-
ized outbreaks and sporadic cases, totaling 58 in 1997, 6 in 1998,
and 31 in 1999.

The highest incidence of pertussis in 19 years was reported in
1999 (20 per 100,000), and in 2000, the cumulative incidence was
73% higher than it had been in 1999 (6.4 and 3.7 per 1,000 pop-
ulation, respectively). In 85% of cases, the diagnosis was only
clinical. An increasing trend in infants under 12 months of age
was observed in 1996—1999.

Reporting of tetanus is mandatory. Sporadic cases occurred at
a constant incidence of 0.1 per 100,000 population over the last

decade. As for neonatal tetanus, the goal is to eliminate it by vac-
cinating all pregnant women. No cases were reported in 1997,
1998, 1999, or 2000.

The expanded program on immunization has had very good
results against mumps with the MMR vaccine. In 1999, the mor-
bidity rate was 15 per 100,000 population.

Although the incidence of rubella had declined thanks to the
introduction of the MMR vaccine, there was an unexpected in-
crease in the number of cases in 1997 and 1998 (28 and 31 per
100,000 population, respectively), with outbreaks in the spring
and summer, which dropped to 11 per 100,000 in 1999 and 4.9
per 100,000 in 2000. A national rubella vaccination campaign
was carried out in 1999, which consisted of immunizing all fe-
males between the ages of 10 and 29. A congenital rubella sur-
veillance system was introduced in September 1999 and 13 cases
were detected. By August 2000, the number had increased to 17 of
atotal of 313 suspected cases.

Since June 1996, vaccinations against Haemophilus influenzae
type B have been gradually increasing, which has contributed to
a drop in morbidity in children under the age of 5.

The rates of hepatitis have fluctuated and exhibit a rise every
five years. A new surge can be expected, because the cumulative
incidence rose in 2000 over 1999. Data on diagnostic confirma-
tion of the cases reported indicate that, since 1997, hepatitis B
has been diagnosed clinically and serologically, and, since 1995,
confirmation of reported cases of hepatitis C was mainly sero-
logical. Until 1995, screening of blood banks was mandatory only
for HIV, hepatitis B, and syphilis. In January 1996, the Ministry of
Health included screening for hepatitis C.

Intestinal Infectious Diseases

In 1998, there was an outbreak of cholera in San Pedro de
Atacama, with 23 cases.

The incidence of typhoid and paratyphoid fever is in clear de-
cline. The lowest rate (5 per 100,000 population) was reported in
1999.

Chronic Communicable Diseases

Morbidity from tuberculosis dropped from 52 per 100,000
population in 1989 to 22 per 100,000 in 1999, which is close to
the threshold for elimination, which was 20 per 100,000 in 2000.

Acute Respiratory Infections

Epidemic outbreaks of influenza occur during the cold
months, with surges every three or four years. An influenza epi-
demic occurred in 1999. It began in May and peaked in June with
20,211 reported cases and a rate of 134 per 100,000 population.
In 1999, 131 deaths from influenza were reported (0.9 per
100,000), for an increase of 62% over the previous year (81
deaths). The population aged 65 and older accounted for 89%
(117) of total deaths. In 2000, influenza presented the expected
seasonal increase but with a lower peak than in 1999.

157



HEALTH IN THE AMERICAS, 2002 EDITION, VoLuME |1

Z0onoses

Between 1996 and 1999, rabies did not alter its epidemiologi-
cal pattern, which is marked by permanent presentation in in-
sect-eating bats and sporadic cases in domestic animals. There
was one case of human rabies in that period.

The reported cumulative rate of anthrax in 1999 was the same
as in the preceding year (0.11 per 100,000 population).

Brucellosis during 1999 was higher than the median for the
previous five years, owing to the number of cases reported by the
0Osorno Health Service, which had one of the highest rates in the
last decade. Isolated cases of the disease were found at other
health services.

Trichinosis took the form of sporadic family outbreaks. The
cumulative rate in 1999 was higher than in 1998 (0.3 per 100,000
population) on account of an outbreak in October in Nuble.

Over the last decade, the rates of echinococcosis have held
steady at between 2 and 3 per 100,000. In 1999, there was a slight
drop in reporting, which fell to the lowest values in the decade.
With regard to echinococcosis in humans, the number of cases
notified fell slightly from 343 in 1996 to 313 in 1999. However,
hospital discharges for this disease are high, more than 1,200 a
year on average. This demonstrates that existing epidemiological
conditions permit the perpetuation of the disease and that inter-
vention programs to solve the problem have not been carried out,
especially in rural areas.

HIV/AIDS

Because of its prevalence in urban areas, HIV/AIDS mainly af-
fects people with access to health care and education. There is a
clear trend toward its spread to women and the poor, but men
who have sex with men are the main victims. Between 1984 and
2001, 2,479 deaths were reported. The cumulative rate is 280 per
million population and it has been rising systematically over the
years. Figure 5 presents the incidence of AIDS by sex and the
male-female ratio from 1990 to 2000. In 1998, 1999, and 2000, an
artificial reduction was observed owing to shortcomings in the
reporting system, which will be corrected as the remaining re-
ports for those years are received.

Since the start of the epidemic, 90% of victims have been men
and 10% women, but there has been a relative increase in cases
among women. The most highly affected age group is 20-49
years (85%), followed by persons aged 50 years and older
(12.5%) and young people under the age of 20 (2.5%); there are
no significant differences between the sexes. The main form of
transmission is sexual, followed by the use of injectable drugs;
vertical transmission ranks third, and transmission through
blood fourth. The epidemic is incipient, which provides an op-
portunity for carrying out preventive programs.

Sexually Transmitted Infections

Traditional surveillance of sexually transmitted infections is
based on a system of mandatory notification, with syphilis and
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gonorrhea being virtually the only ones reported. Historical se-
ries for syphilis are available since 1963 and for gonorrhea since
1981, with aggregate data on syphilis in pregnant women and
congenital syphilis for the period 1990-1998.

The sentinel system is composed of six centers that cover a
population of 3 million (1.49 million men and 1.51 million
women) or 20% of the total population. The Health Services re-
port the cases of sexually transmitted infections seen at the cen-
ters. The total rate reported is 71.6 per 100,000. The highest rate
is in the 20-24 years age group (190.6), followed by the 25-34
years age group (146.4) and the 15-19 years age group (110.2).
Rates of 83.8 per 100,000 were reported for women and 59.3 for
men. The rates per 100,000 population reported in 1999 were
14.68 for syphilis, 14.21 for genital warts (Condyloma acumina-
tum), and 10.88 for gonorrhea.

Nutritional and Metabolic Diseases

Different factors have had an influence on the reduction in in-
fant malnutrition, including sociocultural changes, the lower
birth rate,and malnutrition prevention programs, such as the na-
tional supplementary food program and the breast-feeding pro-
motion program. There has been a reduction in the number of
live-born infants weighing less than 2,500 g over the last 20 years.

An emerging problem among children aged 2-5 is overweight
and obesity. The Ministry of Health is conducting an education
campaign and promoting more physical activity.

There are no recent national studies that demonstrate the true
scale of the problem of diabetes. Estimates suggest that 5% to
6.5% of the adult population is affected. In 1999, about 160,000
diabetics were seen in the public health system alone, which
amounts to just over half the beneficiaries estimated to have
the disease. Ninety-five percent of all cases are type 2 diabetes,
which primarily attacks adults. However, the situation is chang-
ing owing to the number of obese children. According to official
mortality figures, there were 2,200 deaths from diabetes in 1998,
but this figure underestimates the problem. According to the
CASEN 2000 survey, which includes the national quality of life
survey, the national average of declared prevalence of diabetes
mellitus was 3.2%.

Diseases of the Circulatory System

These diseases are the leading cause of death, accounting for
27% of the total. They are also an important source of illness and
disability. Ischemic heart disease and cerebrovascular disease,
taken together, accounted for 69% of deaths from diseases of the
circulatory system in 1996 (this classification does not include
congenital anomalies of the circulatory system, which are classi-
fied together with other congenital defects).

In 1999, one of every three deaths was caused by a disease of
the circulatory system, with a mortality rate of 148.8 per 100,000
population. It is the third leading cause of years of potential life
lost. Hypertension is one of the main reasons for consultations at
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the primary care level and is among the diseases most often men-
tioned in studies on perceived morbidity in the country.

The risk of dying from diseases of the circulatory system in-
creases gradually with age; after the age of 5, it is significantly
higher in males. Eighty-five percent of deaths are among people
over the age of 60. The increase in risk with age is similar for the
different diseases included in this group and is more marked in
ischemic and cerebrovascular diseases. The risk of death is 37%
higher for men than for women, on average.

The risk has dropped over the period 1997—2000, with a larger
reduction for women (26% compared with 19% for men).
Mortality in children under 5 has remained the same over the last
12 years. Most deaths in this group occur in infants under 12
months and the leading main causes reported on death certifi-
cates are primary pulmonary hypertension and other primary
cardiomyopathies.

Public health strategies focus on controlling modifiable risk
factors, particularly behavioral factors, and on controlling the ill-
nesses that place people at greater risk for cardiovascular disease.
Since 1997, Chile has participated in the CARMEN project (ac-
tions to reduce the factors causing noncommunicable diseases),
which defined two key strategies: prevention and control of car-
diovascular diseases, cancer, and diabetes, and of risk factors
such as hypertension, obesity, dyslipoproteinemia, smoking, and
lack of physical activity.

Malignant Neoplasms

Neoplasms are the second leading cause of death, accounting
for 22% of the total. There is a greater prevalence of cancers of the
digestive organs. In 1996, there were 16,700 deaths from tumors
in different parts of the body. The risk of dying from cancer is
clearly higher for males and is directly related to age. A national
cancer register is being established.

Accidents and Violence

Since 1995, accidents have been the fourth leading cause of
death; in 1997, the rate was 57 deaths per 100,000 population.
The risk is higher for men than for women, with a difference of
4.2 in 1997. Excess male mortality is observed in all age groups,
in all parts of the country, and for all the different types of acci-
dents. Deaths from injuries and poisoning mainly affect adults 20
years of age and older.

Suicides account for 10.5% of deaths from injuries. In men,
this cause ranks second, with a rate of 10.5 per 100,000 popula-
tion; in women, it ranks third, with a rate of 1.7 per 100,000.

Oral Health

Epidemiological studies conducted in 1996, 1997, and 1998
point to the persistence of high rates of dental caries among chil-
dren, with a national rate of 88% for children aged 6—8 and an av-
erage of 5.5 temporary and permanent teeth affected. Among 12-
year-olds, the DMFT index for all parts of the country was 3.4.

This value is somewhat higher than the goal proposed by WHO
for 2000, which is DMFT-3. No information is available on caries
in adults.

Emerging and Re-emerging Diseases

Ninety-five percent of hantavirus pulmonary syndrome cases
occur in southern Chile and the disease primarily affects rural
areas. Seventy-three percent of cases are among men, mainly farm
and forest workers, with an average age of 29 and a range of 2—75
years. There have been 116 confirmed cases since 1993. Twenty-
three cases were confirmed in 2000, 17 in 1999, and 31 in 1998.

Children under 15 make up 15% of the cases and the greatest
risk of contracting the disease is during the productive years
(20-39). General mortality is 50% (61 deaths), with a decline in
the last two years. The lowest mortality rate was in 1999 (42%).

Meningococcal disease has been endemic since the 1950s,
with approximately 500 cases a year. It affects slightly more men
(54%) and children under the age of 5.

RESPONSE OF THE HEALTH SYSTEM

National Health Policies and Plans

The policies and plans defined for the period 2000—-2006 es-
tablish the following strategic goals: to enshrine citizen health
rights, to undertake a solidarity reform of the financing system,
to prepare a program for equal access to health care, to modern-
ize the social safety net for health, to improve health guarantees
in the public sector, to develop a government health promotion
policy, to monitor respect for the rights of members of the private
health insurance plans (ISAPRES), and to institutionalize the
quality of care.

The Ministry of Health's short-term goals (2000-2002) are to
provide timely access to care, respect the health rights of citizens
by adhering to the patients’ bill of rights, and create a national
program of user participation. With regard to the quality of care,
aims are to design a policy to improve service for users; make
changes to the law governing the National Health Fund
(FONASA); move ahead in establishing guarantees of health serv-
ices; issue rules for access, quality, and timeliness of health serv-
ices; design an occupational health policy and new regulations on
basic sanitation and environmental conditions; establish an air
quality monitoring program in the regions; regulate the produc-
tion and sale of genetically modified foods; implement the sector
investment plan; promote the signing of new programming
agreements with the regional governments; and issue enabling
regulations for the new Law on Health Care Professionals.

Health Sector Reform Strategies and Programs
To advance reform, the Government established an intermin-
isterial committee in 2000 chaired by the Minister of Health and
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tasked with preparing the proposal the President would present
to the country. The basic proposal establishes a guaranteed plan
that is binding on the public insurer (FONASA) and the private
insurers (ISAPRES) and assures effective and timely treatment of
the most frequent, most serious, and most costly diseases.
Priority is placed on primary care, and the family and commu-
nity health teams will be strengthened. Consistent with the short-
term goals (2000-2002), the hours of service of primary care fa-
cilities were extended. Copayments were eliminated for FONASA
beneficiaries over age 65. In structural terms, the reform is in-
tended to create a solidarity fund, financed by government con-
tributions and three-sevenths of the mandatory health care quo-
tas, which will finance a guaranteed plan for the members of
FONASA and the ISAPREs.

In the general context of the reform, the Government has pre-
pared draft legislation on the health rights and duties of individ-
uals, which has been presented to Congress for consideration. As
part of the project, a participation policy was designed to permit
awide variety of players to make their views and opinions heard.

The Health System

Institutional Organization

The Ministry of Health is the lead agency in the sector. It for-
mulates and establishes health policies and issues general stan-
dards and plans and supervises, monitors, and evaluates compli-
ance with them. The Health Services, FONASA, the ISAPRE
Authority, the Public Health Institute, and the Central Supply
Clearinghouse (CENABAST) report to the Ministry. The 28
Health Services act as the health authorities in their territories
and are responsible for supervising, evaluating, and monitoring
the delivery of health care services by different public and private
suppliers. There is also an Environmental Health Service in the
Santiago metropolitan region. The Public Health Institute is re-
sponsible for regulating drugs and medical inputs.

The health services system is mixed. Public insurance is pro-
vided through FONASA, which receives contributions from its
members and transfers from the national government to cover
indigents and to carry out public health programs. It manages all
public funds and the contributions paid by workers who choose
this option. By law, all workers are required to pay 7% of their
monthly wage into public or private health insurance.

The private sector is represented by the ISAPRES, which are
private health insurers. Their members can pay additional pre-
miums to improve their insurance plans. The ISAPRES are over-
seen by the ISAPRE Authority. There are also employers’ mutuals
that specifically administer insurance for on-the-job accidents
and occupational diseases. This is the only kind of insurance
fully funded by employers.

Although FONASA and the ISAPRE Authority are independent
managers, they are subject to oversight by the Ministry of Health
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and its Subsecretariat, which bear responsibility for sector policy.
The Public Health Institute controls medications and medical in-
puts and acts as the national reference laboratory and producer
of vaccines and reagents. CENABAST procures products for the
public sector.

Services are also delivered by public and private suppliers. The
vast majority of primary care establishments depend on the
“communes;” and the hospitals are under the direction of the
Health Services. There are a series of clinics, centers, laboratories,
and pharmacies managed by private individuals or companies.
There are only a few not-for-profit nongovernmental organiza-
tions and their work is limited to some rural health centers and
hospitals operated by churches. However, there are charitable in-
stitutions such as the Red Cross and Hogar de Cristo that carry
out health promotion activities and provide direct assistance for
people who are ill.

FONASA covers 63% of the population and the ISAPRES 23%.
The remaining 14% is covered by other private plans (such as the
armed forces plan) or has no insurance at all.

There are two categories of membership in FONASA.
Beneficiaries belonging to the institutional category are required
to use the public network of suppliers. All of the indigent popula-
tion is included in that category. The other category is free choice,
which is reserved for contributors. In this case, individuals can
select from a pre-established list of service providers, who are
predominantly public, although some are private.

The ISAPREs can be restricted or open. In the first case, mem-
bership is limited to certain people, generally those who work in
a given company or sector of the economy. In the second, anyone
may become a member. Most of the ISAPREs (26 nationwide)
work with private providers but the possibility exists of reaching
agreements with public health institutions. Some ISAPRES have
their own networks to provide care for their subscribers. In that
case, the insurance contract is negotiated individually between
the insurer and the contributor, who is required to make a copay-
ment whose amount varies considerably. However, the ISAPRES
may not offer health insurance plans with fewer benefits than
FONASA offers.

The public health services are required to attend to all de-
mands for emergency services. Also, the public health programs
(such asimmunization and tuberculosis control) are aimed at the
entire population, without discrimination. After a period of con-
tinued growth that peaked in 1995 with coverage of 26.3%, the
ISAPRES' share in the system has shrunk. The subscribers who
left the ISAPRES generally migrated to FONASA.

FONASA provides more than 2,000 different services and is
responsible for supervision and control over public health sector
financing. As is true for all public sector institutions, the Office of
the Controller General has ultimate control over its management.
The ISAPRE Authority is responsible for the supervision and
control of the ISAPREs. The Authority issues rules regarding
membership conditions, the content of health insurance con-
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tracts, the nature and costs of the plans, and fees for services. It
regularly publishes its rulings in cases of litigation between the
ISAPRES and their members. These rulings are helping to build
up a body of jurisprudence in this area. Last, it conducts techni-
cal studies and generates statistics that allow the ISAPRE system
to be analyzed.

Vital statistics (birth and death certificates) are the most solid
element in the information system. Their coverage is above 90%
and they make it possible to calculate mortality rates and the dis-
ease burden. The system for surveillance of communicable dis-
eases is also functional and universal. Data are scarcest for dis-
eases that are not included in the surveillance system, and for
financing, and service delivery.

Organization of Regulatory Actions

Health Care Delivery

Health care is regulated by rules that form part of the Ministry
of Health's programs. The programs define coverage, frequency of
contacts between users and service providers, and the responsi-
bilities of the different levels in the system. Although most of the
program guidelines are designed for services offered in public
sector establishments, where there are mandatory frameworks,
they also serve as a reference for the organization of care in pri-
vate establishments.

The Health Services Directorates are responsible for regulating
public and private health care establishments located in the ter-
ritory of the respective Health Service. This function is exercised
through the medical and paramedical professions offices of the
Health Services.

Certification and Professional Health Practice

Professional degrees may be granted only by universities,
which are regulated by the Ministry of Education. The legal
framework does not make it mandatory to obtain certification in
a medical specialty after obtaining a degree in general medicine.
Certification of a specialty (or subspecialty) is granted by univer-
sities after a period of formal training. For physicians who have
not followed a formal course taught by a university, there is an al-
ternative mechanism for certification of medical specialists
through a national certification board (CONACEM). Universities
and specialist scientific societies sit on the board.

The Health Services Directorates, through their offices of
medical and paramedical professions, are empowered to regulate
certain aspects of the practices of professionals who provide
health services in the geographic area of the respective Health
Service.

Basic Health Markets
The drug market is governed by a series of regulations on
standards for products and distribution and sales chains and is

affected by factors such as the significant market share of generic
drugs, the large presence of national laboratories, and the exis-
tence of the Ministry of Health's Central Supply Clearinghouse.
There are no price controls on medications. Generic drugs ac-
count for 38% of the total pharmaceutical market, but only 10%
of sales revenue generated. This large share of the market held by
generic drugs causes the average price of medications to drop.
During 1998, the average price per unit on Chile’s drug market
was US$ 3.40 and the average price of generic drugs was
US$ 0.88. The laboratory with the largest presence was
Laboratorio Chile (27% of the market), whose production has
been geared to generic drugs for many years. Other emerging na-
tional laboratories have followed this trend.

Environmental Quality

Under the Health Code, the health sector is responsible for
overseeing the elimination or control of all environmental fac-
tors, elements, or agents that affect the health, safety, and well-
being of Chileans. To carry out this mandate, the Ministry of
Health, through the Environmental Health Division, has estab-
lished different programmatic areas to regulate, control, and
oversee the different risk factors for health. There are programs in
the fields of basic sanitation, air pollution, hazardous chemicals,
hazardous waste and liquid industrial waste, food hygiene, vec-
tors of sanitary importance, zoonoses, microbial and parasitic
diseases, environmental impact assessment, occupational health,
public places, and environmental emergencies. Eleven Health
Services have raised their environmental health programs to the
rank of subdirectorate, and 11 maintain them as departments.
These environmental health subdirectorates and departments,
together with the Environmental Health Service of the Santiago
metropolitan region, are the bodies responsible for prevention,
control, inspection, and oversight in the environmental area.
Environmental testing is performed by 20 laboratories that oper-
ate in coordination with the Public Health Institute, which acts as
the national reference laboratory in microbiology, bromatology,
environmental pollution, and occupational health.

Food Quality

The new regulations governing food safety are intended to
provide basic health standards for the safety, purity, and nutri-
tional value of food and dietary guidelines. There is also a control
and hygiene program with national coverage and coordination,
which is supported by the national network of bromatological
laboratories. Food safety and control activities pursuant to the
Health Code are reflected in the fact that approximately 60,000
food samples are analyzed each year. The samples are subjected
to microbiological tests (75%), chemical-bromatological tests
(20%), and parasitological tests (5%). The levels of noncompli-
ance with the standards are 8% for the microbiological tests, less
than 5% for the chemical-bromatological tests, and under 3% for
the parasitological tests.
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Evaluation of Health Technology

Since 1997, the Ministry has had a Health Technology
Evaluation Unit responsible for providing technical support to
identify the most cost-effective processes for addressing the
country’s priority public health issues. This unit, which has insti-
tutional links to the International Network of Agencies for Health
Technology Assessment and the International Society of
Technology Assessment in Health Care, was recognized in 1998 as
the Chilean Agency for Health Technology Assessment.

Organization of Public Health Care Services

Health Promotion

The general objectives of the National Health Plan (1997) are
to promote healthy lifestyles and a healthy environment, increase
individual and community knowledge and capacity for self-care,
and bolster the regulatory function of the State with respect to
factors that determine health. The National Council for Health
Promotion (Vida Chile) was established as an intersectoral
agency composed of 24 national institutions, which is responsi-
ble for advising the ministries and regional and local govern-
ments, supporting implementation of “communal” plans, and
recommending public health policies. In the last three years, a
health promotion plan has been established in 257 “communes.”
To achieve the objectives, strategies include programs for healthy
“communes;” health-promoting schools, the health for people
program, healthy workplaces, and the CARMEN project. The
Chilean government signed the agreements reached at the Fifth
Global Conference on Health Promotion held in Mexico in 2000.

In 2001, there were 305 “communal” health promotion plans,
while the strategy for health-promoting schools has been intro-
duced in 2,435 educational institutions and 32 schools have been
accredited by the health sector as health-promoting schools.

Disease Prevention and Control Programs

The Ministry of Health's basic programs (children, women,
adults, and oral health) and their respective subprograms have
been designed to take a comprehensive approach, including pro-
motion, prevention, treatment, and rehabilitation. The Ministry
of Health has established specific prevention programs, including
immunization, food supplements, control of respiratory diseases,
prevention of traffic accidents, control of the Red Tide, and erad-
ication of Chagas’ disease. There are also programs to detect cer-
vical and uterine cancer and breast cancer, with coverage of 60%
and 30%, respectively.

Health Analysis, Epidemiological Surveillance,
and Public Health Laboratory Systems

The Public Health Institute carries out epidemiological sur-
veillance in cooperation with the Ministry of Health's Epi-
demiology Department. Through the National Control Depart-
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ment, the Public Health Institute monitors the national system
for the control of pharmaceutical products, food, cosmetics, pes-
ticides for sanitary and domestic use, and medical articles. The
Institute also acts as the national reference center and is the body
that certifies clinical laboratories and blood banks around the
country. Thus, the Institute provides support for ministerial pro-
grams to control communicable diseases and the quality of pes-
ticides, clinical laboratories, and blood banks.

Potable Water and Sewerage Services

In 1998, 99% of the urban population had access to potable
water through public systems, 90% had access to sewer systems,
and 4% had access to an adequate sanitation technology, chiefly
septic tanks and soakaways. One percent of the urban population
(115,000 people) had no water service and 7% (853,000 people)
had no adequate sewage disposal system.

The country has not established national coverage goals for
potable water and sanitation services. However, the development
plans of the urban sanitation companies state that by 2005, 100%
of the urban population will have potable water and 100% will
have residential sewer connections. It is expected that the
“camps” (areas where housing is temporary and substandard)
will have been eradicated by then.

According to the Pan American Center for Sanitary Engineer-
ing and Environmental Sciences, 77% of the rural and urban
population had residential sewer connections in 1998 and 16%
had no connection but had an adequate on-site private or shared
disposal system. In that year, 94.2% of the population had
residential water connections, while 5.8% did not receive that
service.

Chile’s water quality standards have not been updated to coin-
cide with WHO guidelines. Water quality monitoring, particularly
in urban systems, is considered effective. Monitoring of rural
water systems is not totally satisfactory.

The reliability of Chilean sanitation companies is high. The
operation of year-to-year regulating reservoirs, the requirement
to comply with development plans, and the fact that the same re-
gional enterprise generally manages the different water resources
in a watershed contributes to the security of supplies even in the
event of serious drought.

Solid Waste Services

In a culture that prizes disposables over recyclables, the
amount of waste grows steadily and has become a problem for
waste management companies. The largest volumes of domes-
tic waste are generated in consolidated urban areas. In 1994,
99.1% of the urban population had regular residential trash col-
lection service. Eighty-three percent of all the trash collected in
urban areas is disposed of in sanitary landfills. The different
stages of domestic waste management are largely performed by
private enterprises. About 80% of “communes” with popula-
tions of over 50,000 have contracted out their trash collection



CHILE

services. This private sector participation has some drawbacks;
very few companies dominate the market, which leads to higher
costs.

An estimated 29,300 tons of hospital waste are produced each
year. There is no legal classification of hospital waste, although
categories are distinguished that require separate handling: in-
fectious waste, pathologic waste, sharp objects, pharmaceutical
waste, and radioactive and genotoxic chemical waste.
Noninfectious residential waste does not need to be handled sep-
arately. In practice, infectious waste is not always handled sepa-
rately. Some health facilities have incinerators but most do not
have adequate treatment systems. Health legislation gives little
direction regarding hospital waste.

Pollution Prevention and Control

Information is available on sources of industrial emissions for
the cities of Temuco, Vifia del Mar, and Valparaiso, obtained from
two studies conducted by consulting firms for the National
Environment Commission (CONAMA) to compile inventories of
emissions in regions V and IX. The methodology used in the
studies to prepare the inventories was similar to the methodology
used by the United States Environmental Protection Agency. In
these cities, emissions from mobile and residential sources were
inventoried and it was concluded that metering equipment
should be installed in the future in Temuco, Rancagua, Valpa-
raiso, and Vifia del Mar.

Food Safety

Food safety and control systems are based on the Health Code.
The Food Health Regulations, which establish specifications for
food products for human consumption in Chile, came into force
in 1996.

The Health Services, specifically the subdirectorates of envi-
ronmental health or the environmental programs departments,
are responsible for overseeing compliance with the legislation,
through their food safety programs, which are headed by veteri-
narians.

Food Aid Programs

Chile has had a national supplementary food program for sev-
eral decades, whose beneficiaries are children under 6 and preg-
nant women. Food is delivered through primary care facilities
that monitor pregnancy and the growth and development of the
child. Milk, grains, and rice are provided in amounts that depend
on the nutritional condition of the beneficiaries. There is also a
supplementary food program for schoolchildren, operated by the
National School Assistance and Bursaries Board, which reports to
the Ministry of Education, that consists of providing breakfast
and lunch in schools, depending on the socioeconomic classifica-
tion of the children and their families. In recent years, a supple-
mentary food program has been established for older adults,
which is delivered through primary care facilities.

Organization of Individual Health Care Services

Ambulatory, Emergency, and Inpatient Services

The public health network is composed of ambulatory and
hospital facilities offering services of different complexity. They
include 196 general hospitals, 20 high-complexity hospitals, 526
primary care clinics, 1,840 rural health posts and medical sta-
tions, and 73 establishments of other kinds. There is one clinic for
about 28,500 people (1 for 17,100 if only FONASA members are
considered). There is one rural post for every 1,900 rural
dwellers, considering only FONASA members, who represent an
estimated 14.6% of the total population. In recent years, more
complex ambulatory facilities have been added to the public net-
work, such as the diagnostic and treatment centers (five in the
country) and the health referral centers (six in the country).
These centers are intended to bolster outpatient treatment and
reduce the need for hospitalization.

There were a total of 35.4 million medical consultations and
checkups in 1999 or the equivalent of 2.4 per person per year (or
3.9 per person per year if only FONASA members are consid-
ered). This represents an increase of 15% since 1995. Of this total,
81% were consultations and 19% check-ups.

An oral health monitoring program benefits close to 3% of
Chileans. There were 1.4 million first visits in 1998 and 455,000
(33%) patients were pronounced to have healthy mouths after
being provided with curative and preventive treatment. Such
good results were not obtained with the other two-thirds.

In 1998, 36,663,341 laboratory tests and 3.4 million imaging
studies were performed, which represent 2.2 and 0.2 per visit,
respectively.

In the private sector, the ISAPRE Authority reported that
13.7 million medical consultations took place under that system
in 1999, although it did not report on their nature. It also reported
that 16.2 million diagnostic tests had been performed, for
3.6 medical consultations and 4 laboratory tests per beneficiary.
The vast majority of the services were provided by the private
sector. An unknown portion of the 6.9 million consultations at-
tended to by physicians and nurses paid by FONASA under the
free-choice category should be added to that figure.

The country has about 30,000 hospital beds or 1 bed for every
5,000 people (or 1 for every 3,000 FONASA beneficiaries), which
represents a reduction of 10% during the 1990s. The private sec-
tor has about 11,000 beds distributed among 223 hospitals, clin-
ics, and maternity facilities. The ISAPRE Authority reported
424,500 hospital discharges in the private sector in 1999, which is
higher than in previous years.

In 1998, there were approximately 1 million discharges from
public hospitals and the bed occupancy rate was 71%, with
an average stay of 6.8 days. The five most frequent causes of
hospitalization were complications of pregnancy, childbirth,
or the puerperium (15%); diseases of the digestive system
(12%); diseases of the respiratory system (11%); injuries
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and poisoning (8%); and diseases of the genitourinary system
(T%).

Urgent treatment is provided by emergency services in hospi-
tals and emergency primary care services. The main private hos-
pitals and clinics also offer emergency care. In recent years, the
Ministry of Health has promoted the establishment of a prehos-
pital emergency care system, with rescue ambulances of different
complexity and response capacity and a dispatching center. The
system operates in the three most heavily populated regions
(metropolitan Santiago, Valparaiso, and Maule) and work is
being done to extend it to the rest of the country.

Auxiliary Diagnostic Services and Blood Banks

Auxiliary diagnostic and therapeutic services are offered by
the public and private sectors. In the public sector, the services
are located in hospitals and serve demand generated in ambula-
tory services as well as in hospitals. They are complemented with
a few “communal” laboratories in the large urban “communes.”

In the private sector, auxiliary diagnostic and therapeutic
services are offered by units in private hospitals or clinics or
through establishments that only offer services of this kind.
Blood banks are mainly linked to public hospitals and to the
largest private hospitals. In 1999, 218,000 units of blood were do-
nated and 98% of them were screened for HIV, hepatitis B surface
antigen (HBsAg), hepatitis C, syphilis, and Chagas’ disease.

Specialized Services

Dental care is provided by public and private suppliers. In the
public sector, the oral health program gives priority to compre-
hensive care for children and pregnant women and offers emer-
gency services for the rest of the population. Treatment is pro-
vided through primary-level clinics and some hospitals provide
specialized services. The Ministry of Health's program for chil-
dren has stepped up its preventive approach. This effort is com-
plemented by the operation of dental clinics in municipal
schools, which are subsidized by the Ministry of Education
through the National School Assistance and Bursaries Board.
Since 2000, the First Lady's Cabinet has promoted a campaign
called “Sonrisa Mujer;” to provide care for women who have lost
teeth. Some ISAPREs are beginning to institutionalize private
dental care in provider networks, although coverage is still low.
Treatment has been complemented by public health actions, such
as fluoridation of drinking water.

Mental health is the area with the greatest mismatch be-
tween supply and demand in both the public and private sec-
tors. In the public sector, long-term specialized hospital care is
only provided in three establishments. Acute care for patients
is provided in those same establishments and by the psychi-
atric services that exist in some general hospitals. In recent
years, under the national plan for psychiatric care and mental
health, the establishment of shelters to deinstitutionalize some
patients and encourage their reentry into society has been pro-
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moted. The public system also provides ambulatory care at
community mental health centers in some urban “communes;”
which are administered by the respective municipalities. The
ISAPREs offer only minimal coverage for psychiatric care in
their health plans.

Reproductive health services are provided by public and pri-
vate suppliers. The Ministry’s program includes family planning
and contraceptives (hormonal, intrauterine devices, di-
aphragms), which are provided free at primary care establish-
ments. Normal pregnancies are monitored at primary care facili-
ties and high-risk cases are referred to hospitals. Both the public
and private sectors have centers that offer treatment for infertil-
ity but coverage is still low.

Geriatric services are scarce in the public and private sectors.
Public care is offered through the general services provided by
primary-level facilities and general hospitals. There is only one
specialized center (the Geriatric Institute in the Santiago metro-
politan region), which still has limited capacity. The private sec-
tor has protected residences for older adults that offer care. The
quality of these establishments is linked to cost.

Treatment for cancer patients is provided in some specialized
establishments, both public and private, which offer surgery,
chemotherapy, and radiotherapy. The National Cancer Institute
and three other regional centers that are somewhat less devel-
oped are operated by the public sector. The Ministry has estab-
lished national chemotherapy programs for certain types of
childhood and adult cancer. The private sector has centers that
offer radiation therapy, some under agreements with the public
insurer to treat its beneficiaries.

Rehabilitation services are provided in public and private es-
tablishments, although coverage is low in both cases. In the pub-
lic sector, there are some national reference centers located in the
Northern Metropolitan Santiago Health Service for the adult pop-
ulation and the Eastern Metropolitan Santiago Health Service for
children. Some establishments in other regions also offer rehabil-
itation services, such as the regional hospital in Concepcidn. In
the private sector, the most important services are provided by a
not-for-profit foundation, the Children’s Rehabilitation Institute,
which has centers in the Santiago metropolitan region and other
parts of the country. In recent years, social and political aware-
ness of rehabilitation has increased and one of the most signifi-
cant expressions of this fact was the establishment of the
National Disability Fund (FONADIS), which comes under the
Ministry of Planning and Coordination.

Health Supplies

Drugs

Data from 1999 indicate that there are 16,000 registered phar-
maceutical products. However, sometimes companies register
the same active principle under a trademark, its generic name,
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and as a similar product. Accordingly, the number of drugs reg-
istered is higher than the number of pharmaceuticals that are
actually sold. Over-the-counter drugs account for 14% of regis-
tered products and generic drugs for 38% of total sales; total
drug sales amounted to US$ 632 million in 1998 (US$ 42 per
capita). There has been a sharp rise in spending in recent years,
which almost doubled between 1994 and 1998. The low average
price per unit in the Chilean pharmaceutical market (US$ 3.40
in 1998) is associated with the significant market share held by
national laboratories and the widespread use of generic drugs.
Financing for medications follows the general rationale of fi-
nancing for health services.

Public and private establishments buy their pharmaceuti-
cals from laboratories and distributors. In the public sector,
CENABAST acts as a clearinghouse to consolidate and facilitate
procurement for establishments that want to use its services. It
is also the official distributor of the products included in na-
tional public health programs (for example, vaccines and tu-
berculosis drugs). Pharmaceutical services administrators op-
erate in the private sector, taking charge of all aspects of
medications, from their selection to their use. The presence of
a pharmacist is mandatory in private pharmacies where most
of the units are sold in the country (80%). A pharmacist’s pres-
ence is also mandatory in public hospitals but not in private
clinics.

Immunobiologicals and Reagents

The Production Department of the Public Health Institute is
responsible for public production of immunobiologicals. The
products manufactured exclusively for the expanded immuniza-
tion program include the DPT vaccine and diphtheria toxoid. The
Institute also makes the typhoid vaccine, the rabies vaccine for
human and veterinary use (which it exports to other Latin
American countries), and the tetanus antitoxin.

The Public Health Institute also produces some specific
reagents that are used to diagnose infectious diseases. Private
companies that sell such reagents on the domestic market must
obtain health clearance from the Public Health Institute.

Equipment

Heavy investments were made in the public system during the
1990s, whose main results were the construction or reconstruc-
tion of 13 hospitals, for US$ 260 million. In addition, another 53
hospitals and 13 clinics or specialized consulting facilities were
modernized for US$ 180 million and US$ 105 million, respec-
tively. Construction and modernization included civil works and
medical equipment.

Regional studies of the system conducted in 1999 reported
equipment worth US$ 571 million, with US$ 523 million of that
figure corresponding to medical and industrial equipment and
the remaining US$ 48 million to vehicles. About 32% of equip-
ment has outlived its useful life.

Human Resources

According to the College of Physicians, the country had 17,467
physicians in 1998 (membership in the College of Physicians is
not mandatory). This figure, which amounts to 18 physicians per
10,000 population, has remained stable in comparison with pre-
vious years. The 12 faculties of medicine (9 public and 3 private)
graduate about 600 new doctors a year. Projections indicate that
there will be a 50% increase in the number of physicians in 10
years. It is estimated that just 8,000 of the country’s 18,000 nurses
work in the public sector.

As of March 2000, 13,100 physicians or 75% of the total
worked in the public sector. Of them, 1,700 (13%) are contracted
by the municipalities at the primary care level. Many physicians
work in both the public and private sectors. In 2000, there were a
total of 60,000 professionals, technicians, and health assistants in
the public sector and there was one nurse for every three physi-
cians. In that year, the public health sector employed 90,000 peo-
ple, which indicates that administrative and service staff ac-
counted for one-third of the total.

As for developments in the number of health services employ-
ees, there was an increase of about 5,000 physicians and 1,000
nurses between 1990 and 2000, for a rise of 76% and 37%, re-
spectively. There are glaring shortages of certain professionals,
such as nurses and ophthalmologists, and an unsuitable ratio be-
tween professionals and support staff.

Health Research and Technology

Health research is carried out primarily in universities and re-
search centers. The Government, through the National Science and
Technology Council, provides incentives for health research, which
has been targeted more to basic sciences and clinical areas than to
public health. To promote essential research on the country’s pri-
ority health problems, the Ministry of Health has developed a na-
tional research policy directed to health policies and has estab-
lished the Research and Technology Commission, whose members
are drawn from the faculties of medicine and public health schools
and departments of the country’s main universities.

The incorporation of technology reached its peak during the 1990s,
as part of major investments in the public health system in Chile.
Technology development was not limited to infrastructure and
equipment projects but extended to information and management
technologies. The same process took place in the private sector.

National scientific information on health is generated in uni-
versities, scientific societies, and the Ministry of Health. The in-
formation is presented in traditional printed formats, although
recently efforts have been made to present it electronically to fa-
cilitate access by different users. Progress has been made in es-
tablishing a virtual health library, whose consultative committee
is composed of representatives of the Ministry of Health, the
library of the Faculty of Medicine and Public Health School of
the University of Chile, the National Science and Technology
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Research Council, the National Library of Congress, and the
Society of Editors of Scientific Journals.

Health Sector Expenditure and Financing

Information on health spending is provided by FONASA for
the public sector and the ISAPRE Authority for the private sector.
There is no information on out-of-pocket spending. In 1999, av-
erage per capita spending for the total beneficiary population of
FONASA and the ISAPRES was US$ 279 (US$ 245 for FONASA
beneficiaries and US$ 362 for ISAPRE beneficiaries). The public
sector is financed from government contributions, quotas, and
copayments by members of the public system and operating in-
come. In 1999, the distribution was 54%, 39%, and 7%, respec-
tively; in 1990, the figures were 41%, 53%, and 6%. Direct contri-
butions by municipalities, which were estimated to average
US$ 8.50 per capita in 1998, should be added to these figures.

Spending on health accounted for 17.1% of public social
spending in 1999, a percentage that has remained relatively sta-
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ble. As a percentage of GDP, health spending rose from 2% in
1990 to 2.8% in 1999. As for private spending, in 1999, distribu-
tion in the ISAPRES was 63% for medical services, 18% for other
services (mainly subsidies for labor disabilities), and 19% for ad-
ministrative and sales costs. The profit margin was about 0.5%
above operating income. The cost structure is stable but there has
been a reduction in profit margins in recent years.

External Technical Cooperation and Financing

In 2000, external technical cooperation was received for proj-
ects on the quality of life, mental health, epilepsy, equity in
health, and HIV/AIDS. Efforts were made to seek lines of work
shared with the United Nations system and between it and its na-
tional counterparts. Cooperation projects exist with Germany,
Canada, and France. The IDB is processing a loan of US$ 45 mil-
lion for indigenous health promotion. Financial cooperation
from WHO is approximately US$ 2 million a year between funds
provided by the country office and by headquarters.
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FIGURE 3. Estimated mortality, by broad groups of causes
and sex, Chile, 1995-2000.
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COLOMBIA

OVERVIEW

phy dominated by three branches of the Andean mountain

range. In 2000, an estimated 42,299,000 people lived in the
country’s 32 departments, which are divided into 1,076 munici-
palities, according to the National Administrative Department of
Statistics (DANE). The departments of Santa Fe de Bogota,
Antioquia, and Valle had more than 4 million inhabitants each,
and another 12 departments had 1-2 million each.

In 1999, Colombia faced its most serious economic recession
in 60 years, with GDP declining by 4.3% (Figure 1) and unem-
ployment rising to 18%. The low price of coffee on the world mar-
ket and the extensive damage inflicted on coffee-producing areas
by the earthquake on 25 January of that year added to Colombias
economic problems. Although the economy grew by 2.8% in
2000, unemployment reached 19.7%. That year, the DANE esti-
mated that, although the working-age population increased by
25,000 a month, the number of employed persons grew by only
22,000 a month. The number of persons living in poverty in-
creased from 19.7 million in 1997 to 22.7 million in 1999.
Between 1995 and 1999, Colombia’s total indebtedness rose from
19.1% to 34% of its GDP. In 2000, public expenditure was re-
duced, the tax base was broadened, a special tax on financial
transactions was established, and measures were taken to control
tax evasion. In addition, the salaries of government employees
were frozen and an attempt was made to reduce bureaucracy and
noninvestment spending. Although these actions halted the
economy’s downward trend, no progress was made in solving the
problems of unemployment, poverty, or the steadily worsening
situation of the most vulnerable sectors of the population.

The country’s development is seriously hindered by inefficient
social expenditures. For example, spending on education is more
than 4% of GDP, but national coverage is only 88%. Health spend-
ing, in turn, was 3.9% of the GDP, according to the National
Planning Department. The national Gini coefficient of 0.56 re-
mained unchanged between 1997 and 1999, but the inequality of
income distribution decreased in some departments, such as

Colombia has a land area of 1,141,748 km?, with a topogra-

168

Narifio (where the index went from 0.67 to 0.55), Guajira (from
0.53 to 0.48), Caldas (from 0.61 to 0.54), Antioquia (from 0.60 to
0.52), and Quindio (from 0.61 to 0.52). On the other hand, the in-
equality widened in the departments of Cesar (from 0.53 to 0.59)
and Bogoté (from 0.52 to 0.56). According to the 1993 census and
estimates made by the DANE in 1995, about 25% of the munici-
palities fell within the two strata with the highest proportion of
unmet basic needs (UBN); another 25% were in the two strata
with better living conditions. Inequality is also seen in the num-
ber of persons covered by the subsidized health care system—
that is, the medical benefits plan for those unable to pay, who be-
tween 1993 and 2000, amounted to 59.8% of the total population
with UBN. Nonetheless, 15 departments had a large proportion of
UBN and low coverage under the subsidized system; 7 others, in-
cluding the 3 most densely populated, had a low percentage of
UBN and high subsidized coverage. Social inequality can also be
seen in the negative impact economic liberalization had on the
agricultural sector in the 1990s. Some of Colombia’s grains and
basic products were not competitive on the world market, and by
the end of the decade, 700,000 ha of agricultural production had
been lost, while planting of illegal crops doubled from 57,500 ha
in 1994 to 112,000 in 1999. These changes exacerbated the armed
conflict and societal deterioration, and contributed to the in-
crease in all forms of violence.

For more than 35 years, Colombia has been suffering from a
major armed conflict. The current government has initiated ne-
gotiations for a peace agreement with the guerrilla movement
that will be based on territorial integrity, democracy, and human
rights. Five protagonists are involved: the guerrilla movements
known as the Revolutionary Armed Forces of Colombia (FARC)
and the National Liberation Army (ELN), the regular armed
forces, the so-called United Self-defense Forces of Colombia
(AUC),and the civilian population. The situation is marked by the
highest levels of violence in Colombia’s recent history, and it is un-
doubtedly the factor that weighs most heavily on the country’s
political life. In 2000, the FARC and the Government agreed on a
joint agenda for negotiation, which was later accepted by the ELN
as well, with the aim of reaching a national agreement. Civil soci-
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ety is demanding an ever-greater presence in the peace process,
especially in overseeing it to ensure that conditions favorable for
reconciliation are created. Plan Colombia, a strategy formulated
by the Government to lay the foundations for sustainable peace, is
based on four components: economic and social recovery, negoti-
ation of the armed conflict, an anti-drug policy, and strengthen-
ing of institutions in conjunction with social development.

The human rights situation continued to deteriorate in 2000,
especially because of mounting crimes against life, liberty, and
personal integrity and safety. It is estimated that some 70,000 an-
tipersonnel mines are scattered throughout 164 districts in 23
different departments. In the first half of 1998 alone, mines killed
100 people and injured 155, 78% of whom were soldiers who re-
turned to civilian life without any social rehabilitation. Mass pop-
ulation displacement due to violence is a glaring expression of
the humanitarian crisis. Colombia ranks fourth in the world and
first in the Americas in the number of displaced persons.
According to the Social Solidarity Network, an estimated 400,000
displaced persons were in need of immediate assistance in 2000.
The Commission on Human Rights calculates that, between 1985
and 1999, 1,700,000 persons were displaced due to violence. The
United Nations has given priority to 139 municipalities, 19 of
which are net receivers of population; 40, receivers and exporters;
and 80, net exporters.

Massacres, defined as “a single criminal action that causes the
violent, indiscriminate, and arbitrary death of three or more per-
sons, usually civilians and, more specifically, to the most vulner-
able groups of the population,”are the most flagrant and barbaric
violations of human rights and of international humanitarian
law. They are the principal cause of population displacement, es-
pecially among peasants. The number of massacres in Colombia
doubled between 1996 and 1999, from 188 to 403; according to
the Public Defender’s Office, one of every four massacres re-
ported in 1999 occurred in Antioquia, one of the departments
that has been most affected by population displacement. The
National Institute of Legal Medicine and Forensic Sciences esti-
mated that the impact of the approximately 25,000 homicides
recorded annually translated to 1.3 million potential years of life
lost due to violent death in 1998—1999.

The observed trend suggests that population displacement
can be expected to continue and that potential new emergencies
will arise. For example, the call under Plan Colombia for intensi-
fied crop fumigation in the department of Putumayo, which is the
source of 70% of the country’s coca, could trigger an even greater
outflow of people to Narifio, Cauca, and the border with Ecuador.
Another major concern is the persistence of drug trafficking and
the high levels of crime associated with it. Even when drug car-
tels are broken up, they remain active, and Colombia has become
the world leader in cocaine and heroin production, with 103,000
ha devoted to coca and 9,000 ha to poppies.

Colombia is experiencing the demographic and epidemiologi-
cal changes typical of transitional societies, such as population

aging, decreasing fertility, rapid urbanization, and the persist-
ence of communicable diseases among a large proportion of the
population and the increasing importance of noncommunicable
diseases as causes of morbidity and mortality in a large propor-
tion of the population. In 2000, the National Population Health
Survey (ENDS-2000) reported that life expectancy at birth had
increased to 70.6 years, fertility dropped to 2.8 children per
woman, and 71% of the total population lived in urban areas.
Figure 2 shows the distribution of the population by age and sex
in 2000.

Mortality

Colombia has been using the International Classification of
Diseases, Tenth Revision (ICD-10), since 1997 to classify causes
of death. Diseases of the circulatory system continue to occupy
first place, with a downward trend from 125.6 to 115.4 deaths per
100,000 population between 1995 and 1998, followed by external
causes, which declined slightly, from 107.8 to 105.1 per 100,000.
Malignant neoplasms (62.1 deaths per 100,000 population in
1998) and communicable diseases (30 deaths per 100,000 popu-
lation in 1998) remained stable during that period. The percent-
age of deaths from ill-defined causes fell from 6.2% in 1995 to
3.0% in 1998 (4.2% in 1997, coinciding with the change to ICD-
10). Figure 3 shows estimated mortality rates by broad groups of
causes and sex in 1998.

HEALTH PROBLEMS
By Population Group

Children (04 years)

In 2000, Colombia had 4.8 million children under 5 years old.
According to ENDS-2000, the infant mortality rate that year was
21 deaths per 1,000 live births and ranged from 17 per 1,000 in
Bogota to 29 per 1,000 in the coastal area. It was noted that age of
the mother (especially mothers under 20 years and over 40), the
time between pregnancies (when fewer than two years), and
number of deliveries (more than three) were factors associated
with higher levels of infant, neonatal, and postnatal or perinatal
mortality. The DANE estimated that the mortality rate for certain
diseases originating in the perinatal period rose from 480 deaths
per 100,000 live births in 1985 to 750 in 1998. In this age group,
according to ENDS—2000, the prevalence of chronic undernutri-
tion was 13.5%; diarrhea, 13.9%; and acute respiratory infec-
tions, 12.6%.

Schoolchildren (5-9 years)

There were 4.8 million children aged 5-9 years in 2000. DANE
information shows that in 1998, this age group accounted for
1,537 deaths (36.9 per 100,000 boys and 26.7 per 100,000 girls);
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more than 65% of deaths were due to external causes, 18% to
communicable diseases, and 13% to malignant neoplasms.

Adolescents (10-14 and 15-19 years)

In 2000, adolescents numbered 8.6 million: 4.4 million were
between the ages of 10 and 14 and 4.2 million were between 15
and 19. According to the DANE, in 1998, there were 7,864 deaths
in the adolescent population (133.4 per 100,000 males and 47.9
per 100,000 females). In young men aged 15-19, violence ac-
counted for 69% of the deaths; there were 13 male deaths for each
female death in this age group. Data from a national survey on ju-
venile drug use showed that among the population surveyed al-
cohol and marijuana continued to be the most consumed drugs;
15.2% of all persons who drank alcohol and 6.8% of cigarette
smokers were under 18 years of age. The prevalence of cocaine
consumption in the general population is 3.8%; 15.2% of those
are 11-15 years old and 30.4% are 16—18 years old. According to
ENDS-2000, 56% of 10-14-year-olds live with their parents.
During the 1990s, the proportion of pregnant women aged 15-19
years almost doubled, from 10% in 1990 to 19% in 2000.

Adults (20-59 years)

In 2000, the adult population in Colombia numbered 26 mil-
lion. According to the DANE, 78,280 deaths were recorded for this
age group in 1998 (406.3 deaths per 100,000 males and 168.9 per
100,000 females). At the end of the 20th century, the adult popu-
lation aged 15—44 saw an increased disease burden, especially
among males, attributable to the rise in homicides and in AIDS as
causes of death. In 1997, the Second National Study on Mental
Health and Psychoactive Substances revealed a downward trend
in tobacco use, from 29.7% in 1987 to 22.2% in 1998; 3.7% of the
general population were recent ex-smokers (less than 1 year),
with no difference between the sexes. ENDS—-2000 found that
among sexually active females living with a male partner, there
was a 77% prevalence of contraceptive use; an average of 37
months between pregnancies (as opposed to 34 months in 1995)
and 46 months for women with a university education; and a
crude birth rate of 24.4 per 1,000 population, compared with 27.0
in 1995.

The Elderly (60 years and older)

In 2000, 7% of Colombians (3 million people) were aged 60
years and over. According to the DANE, in 1998, there were 73,121
deaths in this age group. The leading diseases for both sexes were
ischemic heart disease; chronic obstructive pulmonary disease;
diabetes mellitus; and malignant neoplasms of the trachea,
bronchus, lung, prostate, and uterine cervix.

Family Health

Domestic violence is a high-priority problem. According to
ENDS-2000, 41% of women who ever lived with a partner de-
clared they had been physically abused by their partner (and an
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additional 20% by another relative). In addition, 34% had been
threatened by their partner: the most common threats included
desertion (23%), taking away their children (18%), and refusing
to provide financial support (16%); 11% stated they had been
raped by their spouse (and an additional 7% by another person).
Only 20% of the physically abused women lodged an official
complaint. In 1997, the Second National Study on Mental Health
and Psychoactive Substances disclosed that 9.7% of children had
been emotionally abused and 4.3% had been physically abused.
The National Institute of Legal Medicine and Forensic Sciences
recorded 34 homicides due to physical abuse in 1999, and it eval-
uated 9,896 cases of sexual abuse of minors, either within the nu-
clear family (33%) or outside it (67%).

Workers' Health

Every year there are thousands of cases of severe trauma and
hundreds of deaths due to exposure to physical and chemical
hazards in the workplace. The artisanal industries do not provide
adequate health conditions for their employees. The main prob-
lems are underreporting of the morbidity and mortality caused
by occupational diseases and work-related accidents; the lack of
technical assistance programs aimed at the working population;
overlapping jurisdictions; the dearth of human resources trained
in occupational health research, clinical diagnosis, and treatment
of occupational illnesses; the lack of epidemiological surveillance
in the area of occupational health and risks; and the absence of
national standards and limits on permissible levels of chemical
substances that are harmful to both workers and the environ-
ment. Industrial centers and areas of agricultural production
pose the highest occupational risks.

The Disabled

Colombia lacks systematic and reliable registration of disabil-
ity. Information is limited to the 1993 census, which recorded
593,546 disabled persons,and to ademographic study conducted
by Pontificia Universidad Javeriana in nine departmental capitals
since 1995. The latter identified 2,360,000 persons with disabili-
ties, 12.1% of them under 14 years old and 27.6% over 60, and
most of them males.

Indigenous Groups

The indigenous population of Colombia, which endows the
nation with its ethnic and cultural diversity, was estimated at 2%
in the year 2000. In all, there are 81 groups, who speak 17 au-
tochthonous languages; 92.6% of these people live in rural areas,
compared with 7.4% in municipal seats. In addition, there is an
ethnic population of African origin that numbers more than 10
million and represents 25% of the nation’s total. A humanitarian
mission that visited 22 indigenous communities in 1992—1993
found that the most prevalent health problems afflicting both
sexes were acute respiratory infections, intestinal parasitosis, and
acute diarrheal disease.
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By Type of Health Problem

Natural Disasters

Many of Colombia’s natural disasters can be attributed to a
large extent to environmental deterioration, poor natural re-
source management, and inadequate risk prevention. The coun-
try’s vulnerability to natural and manmade disasters is increased
by its hydrometeorological, geological, and topographic charac-
teristics; deficient environmental protection measures; and the
proliferation of human settlements in high-risk areas. The de-
partments most vulnerable to floods and land or mudslides are
Cordoba, Sucre, and Bolivar, plus areas along the Sinu River.
Narifio, Cauca, Quindio, Valle, and Choco, in turn, are at greatest
risk of earthquakes, whereas Bogota and Antioquia are at inter-
mediate risk. Government policy tries to guarantee effective and
timely management of technical, administrative, and financial
resources for preventing, mitigating, and attending to emergen-
cies; rehabilitation of areas struck by disaster; and establishment
of institutional responsibilities in affected areas to make them
less vulnerable and more self-sufficient in coping with disasters.

\ector-borne Diseases

Malaria poses a serious public health problem for Colombia. It
is estimated that 18 million people live in areas where malaria is
transmitted. In 1998, there was an epidemic with 240,000 con-
firmed cases. In 2000, there were 141,047 confirmed cases—a
figure consistent with the endemic level observed over the pre-
ceding decade—and this number included 52,056 cases of
Plasmodium falciparum infection (for a P. vivax-P. falciparum
ratio of 2:1) and 41 deaths. The malarious area, in which 90% of
the cases occurred, covered 462,701 km?and was concentrated in
154 municipalities, located in 9 departments. The annual para-
site index in this area was >10 per 1,000 population.

Another serious public health problem in Colombia is dengue.
Around 65% of the urban population face a high probability of
becoming infected with dengue or dengue hemorrhagic fever
(DHF). The average number of cases per year is 30,000, but in
1998, a total of 57,985 cases were documented, including 5,171
cases of DHF. The dengue-2 and dengue-4 serotypes were circu-
lating simultaneously. In 2000, there were 22,772 reported cases
of classic dengue and 1,819 cases of DHF, with 19 deaths. The
most affected cities were Huila, Cali, Clicuta, Bucaramanga, and
Barranquilla.

The high index of Aedes aegypti infestation in many munici-
palities poses a serious risk factor for the urban transmission of
yellow fever, and jungle yellow fever continues to be active in
Colombia. Jungle yellow fever can occur as both an endemic and
an epidemic disease: in the 1990s, there were an average of four
cases per year, although eight and six cases were reported in 1996
and 1997, respectively. The most affected regions were located at
the base of the eastern and central Andean ranges. The average
case-fatality rate was 35%, but was as high as 100% in 1996 and

63% in 1997. In 1999, two cases were confirmed (in Caqueta and
Putumayo) and in 2000, there were four cases (in Guaviare, Meta,
and Vichada). The expanding range of A. aegypti and the threat
of A. albopictus have raised fears of a possible reurbanization of
yellow fever.

On average, 6,000 cases of leishmaniasis are reported annu-
ally. In addition, it is estimated that 8 million people live in areas
where Chagas’ disease is endemic.

Diseases Preventable by Immunization

In 1993, Colombia joined a regional partnership for the elimi-
nation of measles by the year 2000; successive national cam-
paigns in 1993, 1995, and 1999 achieved coverages of 97%, 95%,
and 90%, respectively, in children under 5 years old. Reports of
suspected cases increased from 632 in 1997 to 1,267 in 2000,
while the number of laboratory-confirmed cases fell from 308 in
1995 to 0 in 2000, and the number of clinically confirmed cases
(without blood sampling or other analysis) dropped from 473 in
1995 to 34 in 1999 and to 1 in 2000. Coverage with measles vac-
cine was 79% in 1999 and 80% in 2000. Eighty percent of the
country’s municipalities achieved less than 95% coverage in
1999, as did 75% of municipalities in 2000. Rubella was added to
the measles surveillance system in 2000, and that year, 679 sus-
pected cases were reported, 155 of them laboratory confirmed
and 4 of them clinically confirmed. The reports included out-
breaks among military personnel (in Bogoté, Narifio, and Norte
de Santander) and sanitation workers (Norte de Santander).
According to the Health Information System (SIS-12), rubella
cases numbered 6,302 in 1996, 1,901 in 1997, 1,906 in 1998, and
974 in 1999.

Vaccination against Haemophilus influenzae type b was intro-
duced in 1998, with coverage levels of 51.7% in 1999 and 64.4%
in 2000. There has been a decline in meningitis caused by H. in-
fluenzae type b among children under 5 years, from 306 cases
(6.4 per 100,000) in 1998 to 163 cases (3.4 per 100,000) in 1999
and 119 cases (2.8 per 100,000) in 2000.

Most of the reported cases of pertussis occurred in the depart-
ment of Antioquia (181 in 1998, 255 in 1999, and 264 in 2000).
Also, in 2000, there was an outbreak of 46 cases with 7 deaths in
the indigenous population of Sierra Nevada de Santa Maria.

Reported cases of hepatitis B numbered 1,354 in 1998, 1,490
in 1999, and 1,283 in 2000; most of the cases were in endemic
areas (Orinoquia, Amazonia, and Santa Maria).

There were 183 cases of acute flaccid paralysis in 1997, 180 in
1998, and 190 (1.4 per 100,000 population under 15 years) in
1999. None of these cases was laboratory confirmed as po-
liomyelitis.

Neonatal tetanus declined steadily throughout the 1990s,
falling from 160 cases in 1989 to 10 in 2000. A total of 489 mu-
nicipalities are included in the area at risk, but in 1999, only 6 of
these municipalities (1.2%) registered an incidence of 1 case per
1,000 live births or higher.
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Only 3-5 annual cases of diphtheria were reported during
1997-1999, but in 2000 there were 39 suspected cases, including
an outbreak in Cali, with 7 laboratory-confirmed cases, 1 clini-
cally confirmed case, and 1 death. The patients affected were be-
tween 3 and 18 years of age.

During 1995-1996, coverage with vaccines in the regular im-
munization schedule exceeded 90%, whereas in 1998-1999, no
coverage reached 90% and only the vaccines against tuberculosis
(BCG) and measles exceeded 80%. In 2000, coverage was 90.9%
for BCG; 82.4% for OPV, 78.5% for DPT; 78.2% for hepatitis B
vaccine; 64.4% for Hib; and 79.5% for MMR (Figure 4).

Intestinal Infectious Diseases

In 1998, a total of 445 cases and 7 deaths from cholera were re-
ported for the entire country, followed by 18 cases in 1999 (11 of
them confirmed), and 1 case in 2000.

Chronic Communicable Diseases

Tuberculosis has reemerged as a public health problem. The
causes are multiple, including increased poverty, migration and
population displacement, the growth of marginal communities,
the weakening of control programs, insufficient political will,and
inadequate patient education. Nonetheless, available information
appears to indicate that the incidence of the disease fell signifi-
cantly between 1970, when the rate was 58.6 per 100,000 popula-
tion (12,522 cases), and 1999, when it was 26.5 per 100,000
(10,999 cases). Reported cases in 2000 totaled 11,590. In the 1999
treatment cohort, 78% were successfully treated and 66% were
cured.

National policy calls for eliminating leprosy as a public health
problem. In 2000, the reported incidence was 0.5 per 10,000 pop-
ulation (2,124 cases), and in four departments the rate was
higher than 1 in 10,000. It should be noted that, although the in-
cidence has been reduced, the proportion of new cases with some
degree of disability has risen, which indicates delayed diagnosis
of the disease.

Acute Respiratory Infections

Acute respiratory infections continue to be one of the leading
causes of morbidity and mortality in children under 5 years old,
even though mortality from pneumonia fell from 51.0 per
100,000 population in 1988 to 34.1 in 1998. The morbidity rate
for acute respiratory infections rose from 174.0 per 100,000 pop-
ulation in 1991 to 214.0 in 1996.

Z0oonoses

Since 1994, 61.8% of Colombia’s canine population, estimated
at 3.4 million, has been vaccinated against rabies. Cases of canine
rabies decreased from 350 in 1990 to 67 in 2000. At the same
time, human rabies dropped from 10 cases in 1990 to 1 case in
2000. In the late 1990s, monoclonal techniques were used to char-
acterize the different strains of rabies in circulation, and the fol-
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lowing strains were found: variant 1 (dog, mongoose); variant 3
(vampire bat); and variant 4 (insectivorous bat).

Three important varieties of equine encephalitis exist in
Colombia: Venezuelan, Eastern, and Western. In 1997, the
\enezuelan and Eastern varieties of the virus were detected in an
equine epizootic that occurred in the department of Casanare.
The introduction of serologic techniques in 1995 to detect IgG
and IgM antibodies has facilitated epidemiological surveillance.
Since then, no human cases have been reported.

HIV/AIDS

Of the 17,163 cases of HIV/AIDS registered between 1983 and
March 1999, 11,381 corresponded to carriers of HIV infection
and 5,782 to patients with AIDS, 85% of which were males
(Figure 5). During the same period, 3,441 deaths were reported
(90% in males). In 2000, it was estimated that 67,000 persons
were carriers of HIV. Sexual transmission, both homosexual and
heterosexual, is the predominant means by which the infection is
transmitted. The first case of vertical perinatal transmission of
HIV in Colombia was observed in 1987, and 195 cases have been
reported since then. According to sentinel surveillance studies,
the prevalence of HIV in pregnant women was 0.1% in Bogoté
and 0.4% in Cali, which implies that transmission patterns in
mountainous areas differ from those on the coast. The associa-
tion of tuberculosis and HIV is not well documented in
Colombia, but some studies suggest that 15% to 20% of
HIV/AIDS cases are associated with tuberculosis and that 6% to
14% of tuberculosis cases are associated with HIV.

Sexually Transmitted Infections

There has been a noticeable deterioration in programs for the
prevention, control, and surveillance of sexually transmitted in-
fections, due in part to the concentration of technical and finan-
cial resources for fighting HIV/AIDS. The overall incidence of
sexually transmitted infections ranged from 350 per 100,000
population in 1985 to 130 per 100,000 in 1996. It has been esti-
mated that primary syphilis is declining, while other forms of the
disease, including congenital syphilis, have leveled off. Of the
56,343 cases of sexually transmitted infection reported in 1996,
about 35% were gonorrhea, 16% were syphilis, and 14% were
hepatitis B. Three-fourths of these cases were in persons aged
15-44 years and 11% were in persons under 15 years of age.

Nutritional and Metabolic Diseases

According to ENDS-2000, the average height of Colombian
women was 154.6 cm (6% measured less than 145 cm). Their av-
erage body mass index was 24.7, and 3% of mothers were at risk
(BMI <18.5). At the same time, 30% of mothers had excess
weight for height, and 11% were obese. The prevalence of chronic
undernutrition was 13.5% in children under 5, with 2.8% at risk
for severe undernutrition. The prevalence of exclusive breast-
feeding through the fourth month of life was 23%, and through
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the sixth month, 12%; on average, children under 3 years of age
were breast-fed for 15 months.

The prevalence of anemia in children under 5 years old in-
creased from 18% in 1997 to 23% in 1995, and it was higher in
the 12—23-month-old group (36.7%) and in rural areas (27.2%).
The prevalence of vitamin A deficiency was 14.2%, with higher
rates in the Pacific (20.3%) and Caribbean (19.3%) coastal re-
gions. In 1998, Colombia certified internationally that 92% of salt
for human consumption met the national standard: in a sample
of 6,000 schoolchildren, it was found that urinary iodine levels
were sufficient (over 100 ug/dl) and the prevalence of grade 1 goi-
ter was 7%.

Diseases of the Circulatory System

During 1995-1998, mortality due to diseases of the circula-
tory system accounted for 26% to 30% of all deaths. The highest
rates are for ischemic heart disease, cerebrovascular damage, and
hypertension (44.0, 31.1, and 13.5 per 100,000 population, re-
spectively).

Malignant Neoplasms

Stomach cancer is the neoplasm with the highest incidence in
Colombia, followed by lung cancer, and leukemia and lymphoma.
In men, the lung and prostate are the most frequent sites; in
women, cervical and breast cancer head the list. In 1998, the mor-
tality rate from neoplasms was 62.7 per 100,000 in the popula-
tion as a whole. By site, the highest mortality rates were for the
stomach (9.6), lung (6.3), leukemia and lymphoma (5.4), cervix
(4.8), prostate (4.2), and breast (3.4). The departments with the
highest mortality from neoplasms were Quindio (91.3),
Risaralda (84.2), and Valle (83.6).

Accidents and Violence

The last 25 years have seen an increase in accidents and vio-
lence, especially homicides (25,000 per year on average).
According to the National Institute of Legal Medicine and
Forensic Sciences, there were 36,947 violent deaths in 1999, of
which 23,209 were homicides, 7,026 were due to traffic accidents,
and 2,089 were suicides. The groups most affected were men
aged 25-34 years (9,097 deaths) and 18—24 years (7,925 deaths).
In five departments, the homicide rate approached or exceeded
100 per 100,000 population: Cauca (97.5), Arauca (101),
Risaralda (110), Antioquia (120), and Guaviere (136).

Oral Health

According to the Third National Study on Oral Health, the
prevalence of bacterial plaque in 1998 was 81.6% (95% in per-
sons under 20 years of age and 27% in those over 60); the plaque
index was 1.6 in 7-year-olds and 1.2 in 12-year-olds. In persons
aged 15-44 years the index was 0.8, 25% lower than in 1980,
when it was 1.1, which suggests there has been an improvement
in clinical levels of hygiene. In 5-year-old children, there was a

30% reduction in the average number of teeth with a history of
caries, and the DMFT index was down from 4.2 in 1980 to 3.0 in
1998. Although Colombia did not reach the dental health goal set
by WHO and the World Dental Federation for this sector of the
population, the fact that 39.6% of these children had no dental
caries indicates there has been positive, though modest, progress
in raising the level of primary dental care.

RESPONSE OF THE HEALTH SYSTEM

National Health Policies and Plans

In 1990, the health sector gave impetus to Law 10 on
Municipalization of Health, which launched the process of
strengthening national health system institutions at all levels.
This initiative, which sets forth the fundamental principles of
sectoral reform, was reflected in the new Constitution of 1991.
These mandates, in turn, were taken into account in Law 60,
which defined the scope of responsibility of the different territo-
rial jurisdictions and stipulated the resources to be made avail-
able to them. The legal framework was further refined by the en-
actment of Law 100 (1993), which created the General Health and
Social Security System (SGSSS) and, under it, a comprehensive
pension plan, coverage for work-related risks, supplementary so-
cial services, and the health and social security system itself. The
main overall objective of the SGSSS is to expand coverage for par-
ticipants in the contributory regime, participants in the subsi-
dized regime, and those who are “linked” to the system. The lat-
ter are included in the system through subsidized services
because they are blocked from participating in the subsidized or
contributory regimes.

This scheme looks ultimately to the attainment of sufficient
solidarity in income redistribution so that coverage can be pro-
vided not to only insured individuals but also to their spouses,
minor children, and even parents and relatives up to the third de-
gree. Its guiding principles are efficiency, universality, solidarity,
integration of services, unity, and social participation. The re-
form process was initially led by the Ministry of Labor and was
intended to modify the existing scheme for pensions. However, in
the course of technical discussions it was decided to reform the
service delivery system as well.

Since 1993, health policy has been dictated by the goal of im-
plementing and advancing sectoral reform, taking advantage of
market forces and regulated competition to make social spending
on health more efficient. Priority has been given to the separation
of responsibilities, competition between public and private in-
surance, public and private offers of basic packages for individual
care, and the encouragement of competition among providers
with a view to improving efficiency and quality and facilitating
freedom of choice. The SGSSS today is faced with: (1) a major
hospital crisis, primarily in public institutions, which carry the
market burden of providing services to the poorest segment of
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the population and those tied to the system through subsidized
health services, plus the added financial risk of caring for the lat-
ter, because under the subsidized Mandatory Health Plan (POS)
they receive only a partial per capita reimbursement; (2) paraly-
sis in the extension of health coverage under both regimes be-
cause of the fiscal crisis, increased unemployment, and the fiscal
adjustments in the macroeconomic policy negotiated with inter-
national financial institutions; (3) the deterioration of public
health programs and epidemiological surveillance systems in the
country; (4) lack of social responsibility and commitment to
public health on the part of professionals and technical special-
ists as a result of changes in the regulations, including flexibiliza-
tion of the workforce and the reduced size of public institutions;
(5) managerial and operational difficulties with quality control
(including oversight, integration of services, and continuity) in
connection with the epidemiological and health care team ap-
proaches; and (6) administrative problems that hamper the sys-
tem’s operation, caused by mistakes made by the health author-
ity, fragmentation and anarchy in the organizational structure,
inadequate information systems, poor internal communication,
complex legislation, and corruption, among other causes.

Health Sector Reform Strategies and Programs

Inspired by the Colombian Constitution, the objectives of na-
tional health service reform are centered around correcting pres-
ent conceptual, structural, and procedural shortcomings of the
system and casting the structure and functions of the SGSSS
within a new doctrinary, methodological, and operational frame-
work, with central participation of entrepreneurial and market
mechanisms for the management of health. The system is guided
by three key principles contained in the Constitution—namely,
efficiency, universality, and solidarity—and the interpretation of
these principles was spelled out in Law 100 (1993). Their signifi-
cance in the context of the health system is reviewed briefly in the
following paragraphs.

Efficiency means making the health sector more rational in its
spending at the macroeconomic level (efficiency in the allocation
of funds), so that the resources available can be used for provid-
ing certain needed services, which are defined by a mechanism of
exclusion priorities and stipulated in the Mandatory Health Plan
(POS). There is an expanded version of this list of services for
beneficiaries under the contributory regime, and a more limited
version for the poor (strata | and 11 of the beneficiary identifica-
tion system, SISBEN). The law calls for universal coverage by the
POS and provision of an equalized benefit package for all by
2001, though this goal is not likely to be achieved in the medium
term. In the meantime, failure to comply is preventing
Colombians from exercising their irrevocable right to health care.
The law is also designed to make spending more efficient through
an explicit process of identifying beneficiaries (SISBEN) based
on the criteria of poverty or quality of life.
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The concept of efficiency tied to competition among the dif-
ferent actors in the system has been introduced at the microeco-
nomic level, especially in the insurance institutions, or health
promotion enterprises, and the entities responsible for the deliv-
ery of services (service providers). It is hoped that separating
these two actors, which were formerly combined in a single insti-
tution, introducing market mechanisms into their relationship
with one another, and changing competitive criteria so that they
are no longer based more on price than on quality of service will
help provide more efficient service and furnish the public with
the right to freely choose their insurers and providers.

Universality means guaranteeing all citizens membership in
the new SGSSS, regardless of their past or present health status,
their history of service use, or their socioeconomic situation.
With this principle in mind, the Law specifies that all persons
who have the capacity to pay, based on a minimum set by the
Government, are required to contribute to the system. The premi-
ums may be paid either through payroll deductions, with the em-
ployer contributing a corresponding share, or on an individual
basis if the person is outside the formal workforce, in which case
the independent worker is responsible for the full premium
under the contributory regime.

In addition to the contributory regime, there is a subsidized
regime that covers all citizens without enough income to pay pre-
miums on their own, who are therefore subsidized by the State.
The Government is required to guarantee sufficient resources in
its annual budget to ensure that these persons, together with
their family members, will receive the benefits they are entitled to
under the Mandatory Health Plan (in its version for subsidized
members). Equity will be achieved under the system when the
benefits equal the capitation received through these two regimes.

Solidarity is sought mainly in the financial and vertical sense,
through a scheme of cross-subsidies within the system, which is
intended to ensure that a percentage point of the premiums paid
into the contributory regime goes to pay for the coverage of the
poor population. The monies would be handled through an in-
termediary fund. In addition, both the State and local govern-
ments help to finance the cost of local health care, the former
from tax revenues and the latter from regional shares allocated in
the national budget.

In performing its basic functions, the SGSSS reform has dis-
played weaknesses in meeting its social responsibility to
strengthen the national health authority. These weaknesses can
be seen in the deterioration of public health as a result of the
changes that have been introduced and in the absence of an inte-
grated health policy, inasmuch as the innovations have focused
on organizational and institutional reforms, separation of func-
tions, individual health insurance, and financing of the system. In
fact, health sector reform has had to contend with a long list of lo-
gistic and administrative problems: excessive regulation; need
for a useful information system for monitoring health and health
management as well as a system of quality assurance; absence of,
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or weak, administrative control and epidemiological surveil-
lance; bureaucratization of the system, which limits public access
and the timely flow of resources; a crisis in the economic model
that is undermining financial support for the health and social
security system; poverty, unemployment, and expansion of the
informal sector of the economy, all of which hinder attainment of
the system’s objectives; and, finally, serious incapacity of the cen-
tral entity to exercise its regulatory and moderating functions
and articulate them through intermediate entities. Achieving the
much-needed transformation of the health services requires
stronger leadership on the part of the Ministry of Health, im-
provements in the management of national health funds, greater
partnership with civil society, a health benefit portfolio that will
guarantee resources for everyone, and a reexamination of the role
of public and private insurers to ensure they take into account the
country’s regional and social diversity.

The Health System

Institutional Organization

Until 1993, the health care model in Colombia was dictated by
the criteria for primary care. The national health system saw it-
self as basically a centralized health care system, and, accord-
ingly, it proceeded to strengthen its institutional infrastructure
and gear its training programs to provide various levels of cover-
age, with little concern for the prevention of disease. Creation of
the SGSSS under Law 100 (1993) introduced a new scenario in
which health service delivery is expected to operate within a reg-
ulated market in which the public and private sectors both par-
ticipate. In theory, this would ensure free choice for users and
promote competition among insurers and service providers. In
short succession, a string of new entities emerged: health promo-
tion enterprises, service provider institutions, subsidized regime
administrators, and occupational risk administrators. In addi-
tion, new managerial functions were assigned to the National
Council on Social Security, while inspection, monitoring, and
regulation of the system (basically in terms of its juridical, con-
tractual, administrative, and financial aspects) were delegated to
the National Health Superintendency. The new scenario also en-
compasses public health programs, and the present system has
been designed to ensure equitable coverage, improve the quality
of services, and actively advance promotional and preventive
plans for improving the health conditions of all Colombian citi-
zens.

According to the Ministry of Health, the hospitals under its au-
thority managed to improve their productivity by 5% between
1996 and 1997, while at the same time lowering their costs by the
same percentage (since there was no increase in resources), but
they experienced a moderate decline in overall production be-
tween 1997 and 1998: total hospital discharges fell from
1,079,747 to 1,073,918; outpatient consultations, from 5,173,703

to 5,123,393; surgeries, from 518,721 to 514,643; and deliveries,
from 276,073 to 260,703. Nonetheless, visits for emergency care
rose from 4,026,885 to 4,169,412. A study of 26 third-level public
hospitals showed that, between 1997 and 1998, the number of
hospital beds increased by 234, from 8,037 in 1997 to 8,271 in
1998. But there was a reduction in discharges from 430,032 to
429,616, bed turnover dropped from 53.51 to 51.94, and the aver-
age hospital stay was prolonged from 5.64 to 5.75 days, making
for an overall reduction in hospital productivity, and hence a de-
cline in the bed occupancy rate from 84.88% to 83.09%.

Developments in Health Legislation

The Constitution establishes that the nation shall be organized
under a democratic, participatory, and pluralistic regime and
that it shall be a unified but decentralized republic in which the
territorial entities are autonomous. As a political process, decen-
tralization is backed by the legal framework embodied in Law 60
(1993), Law 141 (1994), and Law 358 (1997), which regulate the
procedures for transferring funds to the territorial entities. Law
60 (1993) provides that municipal participation in Colombias
current income will increase from 14% in 1994 to 22% in 2002.
Distribution is to be based on the following minimum criteria:
40% in direct relation to the number of inhabitants with UBN,
20% in relation to the degree of poverty of each municipality, 6%
depending on fiscal efficiency, 6% depending on administrative
efficiency, and 6% according to demonstrable improvement in
quality of life as measured by change in the UBN index during a
specified period. Article 22 of this law sets basic priorities for
municipal investment: 25% to health; 30% to education; 20% to
potable water; 5% to physical education, recreation, culture, and
sports; and the remaining 20% left to the discretion of the mayor
or the community as long as the activities are provided for in
Law 60.

Law 100 (1993) reformed the health policies that had been in
effect up to that time and defined the health plans: the Basic
Health Plan (PAB), both free and compulsory, run by the
Government and directed toward the entire community, and the
Mandatory Health Plan (POS), run by the health promotion en-
terprises and the subsidized regime administrators and available
to subscribing members and their dependents. The law also sets
forth the responsibilities of each party or authority in accordance
with the regime that connects the person to the system: sub-
scribers who are able to pay premiums under the contributory
regime and are insured by the health promotion enterprises, and
the poorest and most vulnerable members of the population,
some covered by the subsidized regime and others who are taken
care of by the subsidized regime administrators. The latter two
groups are assisted by demand subsidies. There is yet another
large group that does not enjoy the benefits of State subsidy but
is assisted through supply subsidies at public hospitals, which
themselves are in the process of being turned into social enter-
prises of the State.
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Five years later, a review of the achievements of the period
shows that 61.53% of the population with UBN is covered by the
subsidized regime. However, this figure conceals serious in-
equities between and within Colombia’s departments. Fifteen
departments have high percentages of the population with UBN
and low percentages of coverage by the subsidized regime, in-
cluding Norte de Santander, Tolima, Cérdoba, and Bolivar, each
with a population of over 1 million. At the same time, seven de-
partments have low percentages of UBN and high percentages of
coverage by the subsidized regime, including Bogot4, Antioquia,
and Valle, with populations of over 4 million each. The depart-
ment of Antioquia, however, has 46 municipalities with high
percentages of UBN and very low coverage by the subsidized
regime.

The Basic Health Plan, to be financed with public resources,
covers the principal public health services that are considered the
exclusive responsibility of the State. These services include all ac-
tivities involving the control of environmental risk factors that
affect health, such as the campaigns against malaria, leishmania-
sis, dengue, and yellow fever, as well as vaccination campaigns,
health education, and activities related to the dissemination of
information. In addition, the plan is expected to offer a food sub-
sidy program for pregnant and nursing women and for infants
under 1 year of age.

In 1999, the National Congress received the draft of Law 156
for its consideration. This is essentially a national public health
law that will bring the National Health Code (Law 9 of 1979) up
to date and fill in some of the gaps relating to public health in
Law 100 (which created the SGSSS).

Organization of Regulatory Actions

Health Care Delivery

In the course of implementing the institutional reform of
health services, it has been observed that institutions tend to op-
erate in isolation, which makes it difficult to coordinate the net-
work of strategies developed to fight the health problems of the
community. The decentralization of local and intermediate-level
health systems has been taken to mean that these regional and
local systems were autonomous and self-sufficient, and it has not
been accompanied by an adequate transfer of authority and tech-
nological and financial resources. One problem is the shortage of
human resources with the knowledge and skills to steer and
manage epidemiological networks and activities in accordance
with the scientific principles of local health system administra-
tion. A serious defect in the social management of health care
processes and the development of healthy municipalities and
smaller urban settlements has been the lack of training in nego-
tiating agreements that will ensure diligent performance. At the
same time, failure on the part of national health authorities to
meet basic public health responsibilities has caused decentraliza-
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tion to become a problem in the effective coordination of health
systems.

In addition, decentralization of the health services market is
not consistent with Colombia’s political-administrative division.
It has been difficult to harmonize the logical principles that un-
derlie democracy and participation (based on laws governing the
organization and responsibilities of municipalities and depart-
ments), epidemiology (based on populations and spaces defined
geographically at a given point or period in time), and the deliv-
ery of services (based on levels of technological problem solving,
expressed as attack strategies, and concerned with economies of
scale) with the logic of the market, which is driven by profit and
economic feasibility and does not necessarily have to take into
account the characteristics of a particular population or geo-
graphic situation. Faced with this challenge, the health promo-
tion enterprises have chosen to create new service delivery estab-
lishments to increase their market share, rather than to meet the
need for health care access in underserved areas.

The local levels have responded to the new situation by at-
tempting to strengthen their steering function at the departmen-
tal and municipal level by placing health care under the author-
ity of departmental officials and mayors, respectively. In so
doing, they hope to pursue local activities focusing on primary
health care, supplementing the scarce resources available, active
and dynamic surveillance of the health-disease process, develop-
ment of systems for the referral and counter-referral of patients,
integration of health care, and interaction between health care
teams and the community based on active social participation.

Certification and Professional Health Practice

The certification required to practice the various health care
professions is conferred, in principle, by the educational institu-
tions that grant degrees attesting to the specific professional or
technical competency of their graduates, or, in the case of the
auxiliary occupations, corresponding certificates, which are then
registered with the authorities (currently the respective depart-
ments in the Ministry of Health). In other words, there are no
mechanisms for evaluating and verifying the competency of
health workers. The system relies totally on the quality and rele-
vance of educational programs.

The regulation and educational training of professionals and
technical specialists should be distinguished from the training of
auxiliary health workers. Until 1993, training of professional- and
technical-level personnel was under the jurisdiction of the edu-
cational authorities. All programs had to be submitted for prior
approval and monitoring by the Colombian Institute for the
Promotion of Higher Education, which controlled which educa-
tional establishments could operate and regulated their curric-
ula. Law 30, which reformed higher education, granted educa-
tional institutions the autonomy to create their own programs.
Until 1992, the training of auxiliary personnel, known as nonfor-
mal education, was done in schools under the departmental
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health services, which trained personnel for both the public and
private sectors. A central agency, the General Council for Health
Human Resources Development, was responsible for approving
and monitoring programs, with the participation of the Ministry
of Health and the support and advisory services of departmental
health authorities. After passage of Law 100 (1993), which re-
formed the health system, departmental health secretariats were
relieved of their educational responsibilities, and the training of
auxiliary health personnel was turned over to the private sector.
As a consequence of this move and restructuring of the Ministry
of Health and the departmental secretariats, accomplished
largely through the reorganization and downsizing of State insti-
tutions, which abolished the Human Resources Office in the
Ministry of Health, control is no longer exercised on a regular
basis. In short, recent years have seen a troubling proliferation of
educational entities and programs that fail to guarantee the qual-
ity or pertinence of their professional curricula or, for that
matter, relevance to the real human resource needs of the health
sector.

Environmental Quality

One of the most serious effects of economic development has
been the deterioration of natural resources, especially water, soil,
and air. Poor water quality and variations in the water cycle are
having a negative effect on health. The pollution of groundwater
by domestic and industrial effluents and solid waste of all kinds
is threatening not only the supply of water available for human
consumption and production but also the nation’s flora and
fauna. One of the worst pollutants is oil, which has leaked into the
soil and watercourses as a result of attacks on the country’s pe-
troleum infrastructure. In 1998, the Ministry of Health and other
sources estimated that leakage of 2 million barrels of oil had af-
fected 70 municipalities in 13 departments, including 2,600 km
of rivers and streams, 6,000 ha of land with agricultural poten-
tial, 1,600 ha of marshes and wetlands, and transnational catch-
ment areas such as the Catatumbo and Arauca river basins.

On average, Colombian households are made up of 4.2 per-
sons. Almost four of five people (79%) live in houses and 19% live
in apartments. The lowest levels of overcrowding are in the re-
gions of Bogota, Antioquia, and San Andrés. In towns and settle-
ments with populations of fewer than 30,000 inhabitants, defi-
ciencies in the infrastructure of basic services such as the
provision of potable water and the disposal of excreta and liquid
and solid waste are a constant threat to the health of the infant
population. Furthermore, inadequate housing conditions, espe-
cially poor ventilation, provide favorable environments for dis-
eases like tuberculosis, which is found especially in settlements
with precarious infrastructures. Overcrowding in the large city
centers also contributes to transmission of this disease.

In 1994, Colombia produced more than 28,000 tons of pesti-
cides, while in 1996, it imported 9,500 tons and exported 31,689

tons; it also produced 720,000 tons of fertilizer in 1994, import-
ing 478 tons and exporting 1,152 tons in 1996. In general, all the
areas of agricultural production (3 million ha) have problems
stemming from use of agrochemicals, which not only affect the
health of workers but also figure among the principal pollutants
of soil and water resources. The most critical situation is found
near Monteria, where in 2000, the Ministry of Health reported the
presence of pesticides in drinking water at levels above the rec-
ognized standard. The Cauca and Magdalena river basins are also
polluted by agrochemical waste. The effects of chemical agents
used to eradicate illegal crops in the southeastern and south-
western departments have not been studied sufficiently. Another
threat, still not adequately quantified, arises from the use of
household pesticides without proper protective measures, espe-
cially in areas with large numbers of mosquitoes in squatter set-
tlements and near open landfills.

Colombia’s production of industrial chemicals, such as those
derived from petroleum, is valued at Col$ 4,200 million per year.
Chemicals for industrial use are the country’s largest imports and
exports (1,700,000 and 1,900,000 tons, respectively). The eight
major industrial areas are responsible for 74% of all industrial
waste in Colombia and produce very high levels of environmen-
tal pollution. Hazardous chemical and solid waste are generated
particularly by mining and oil operations, plants that produce
and distribute energy, and the manufacturing industry, as well as
health establishments (laboratories as well as hospitals and
health centers). The metals produced by mining and contained in
leather tanning waste pose a threat on the Pacific Coast and in
Antioquia, Boyac4, and Cundinamarca. Other hazardous chemi-
cal substances damage the environment and cause health emer-
gencies, especially through improper waste disposal and incor-
rect handling of packaged food products. In 1997, the Chemical
Safety Information Center reported 202 emergency calls related
to the use of chemicals and 85 related to their transportation,
storage, and production.

Food Quality

The increase in foodborne diseases throughout the world, and
especially in the Americas, has spurred governments to prioritize
activities aimed at preventing and controlling them. The problem
assumes importance at the world level insofar as it concerns in-
ternational trade in food and the standards set by the World
Trade Organization, and it also affects the safety of domestic food
products. In Colombia, the program for epidemiological surveil-
lance of foodborne diseases and the corresponding information
system initially met with certain difficulties in connection with
decentralization standards and the division of responsibilities
between the Ministry of Health and its decentralized agencies.
Colombia has begun to set policies on food protection and to co-
ordinate activities with international cooperation agencies, par-
ticularly with regard to the Codex Alimentarius.
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Organization of Public Health Care Services

Health Promotion

In each municipality, the mayor is responsible for overseeing
the management of health, guaranteeing the effective operation
of the PAB, regulating health insurance, and monitoring health
and health services. The program of the PAB calls for the devel-
opment of health promotion activities and mandatory interven-
tions to be carried out for and by communities in the various ter-
ritorial jurisdictions. It stipulates, furthermore, that these
activities should not entail any cost to the user or require affilia-
tion with any organization, that they should supplement other
plans, and that they should have a significant positive effect on
the population, especially its most vulnerable groups. The PAB
has given health promotion an important place in municipal
health activities and provided local health authorities with an op-
portunity to address the challenges involved in formulating inte-
grative strategies, fostering community action, solving the prob-
lems in their municipalities with the participation of various
sectors, and mobilizing financial sources. The health promotion
initiatives of the PAB are healthy municipalities; promotion of
peaceful coexistence and prevention of domestic violence;
healthy schools; information, education, and communication
strategies; promotion of sexual and reproductive health; preven-
tion of the use of psychoactive substances that are harmful to
health; promotion of healthy eating habits; and prevention of
problems stemming from malnutrition.

Every SGSSS benefits plan calls for sectoral resources to be as-
signed specifically to health promotion. PAB monies must be
used for activities in the areas of health promotion, disease pre-
vention, public health surveillance, and the control of risk factors.
It is funded by budgetary allocations to departmental and mu-
nicipal jurisdictions, current national income, resources ear-
marked for municipalities, and other sources.

Disease Prevention and Control Programs

The PAB component of SGSSS enables the mayor in each mu-
nicipality to carry out his or her primary duty, which is to ensure
the community’s health. The activities undertaken should be in-
tegral to health matters and ongoing. They encompass all the dis-
ease prevention and control programs, including those for vector-
borne, vaccine-preventable, and sexually transmitted diseases;
tuberculosis; leprosy; rabies; and hepatitis B, C, and D.

Health Analysis, Epidemiological Surveillance, and Public Health
Laboratory Systems

In 1990, when the central epidemiological team was broken up
in order to incorporate this specialty into each of the agencies
that use it as a tool, the results were not satisfactory. On the con-
trary, systems parallel to the traditional surveillance system were
created or built up, while no changes were made in the flow of in-
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formation or in the tools used to gather it. While these systems
were overloaded with events to monitor, at the same time there
was no clear definition of the scope of their responsibility to an-
alyze and disseminate information; these problems were further
aggravated by insufficient knowledge about advances in com-
puter technology and bottlenecks in communicating with per-
sonnel at the central level trained in epidemiology. In short, there
was no awareness of the importance, usefulness, and necessity of
modernizing public health surveillance to bring it in line with the
country’s new political, administrative, and financial context. In
Article 14, Law 60 sets forth the requirements for the au-
tonomous administration of funds collection by the territorial
jurisdictions, based on their epidemiological profile; it goes on to
call for strengthening epidemiological surveillance teams for the
collection, analysis, and utilization of information.

The enactment of Law 100 (1993) created a unified social se-
curity system that incorporates the private sector. In other provi-
sions, the law maintains the validity of preceding regulations,
sets the conditions for the accreditation of new service delivery
institutions, and extends these conditions to new participants—
namely, the health promotion enterprises. The law also provides
for the development of a single national public health informa-
tion and surveillance system, encompassing both the public and
private sectors. This area is also important because decentraliza-
tion requires the preparation of local health programs and,
within them, basic health care plans that are tailored to specific
needs and epidemiological profiles. For this purpose, strong sur-
veillance is an indispensable tool for the territorial jurisdictions.
Presumably, an epidemiological surveillance system would stand
to benefit greatly from advanced technology to speed up the col-
lection and transmission of information, as well as from linkage
to a shared database for registration procedures and invoicing.
However, the surveillance system has remained unchanged since
it was set up for the 1996—2000 period. Even though the number
of reporting units has almost quadrupled (from 1,179 to 4,100),
bulletins are being produced by fewer information centers than
in 1993-1996, and the information is mainly going to cities and
the more advanced departments. Finally, it is also important to
point out that efficient surveillance depends on having an ade-
quate public health laboratory network.

Potable Water, Excreta Disposal, and Sewerage Services

According to the Ministry of Development, barely 5% of
Colombia’s 1,076 municipalities treat their wastewater before
they dispose of it. This situation has turned the Cauca and
Magdalena river basins essentially into sewers, as they receive
more than 80% of the nation's wastewater. Recent proposals to
ameliorate the problem have included reducing the volume of
water used through the adoption of low-consumption technolo-
gies, education of users, and better management of the water
pricing system. These approaches have led to some improve-
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ments, as in the lower consumption levels officially reported for
Bogotéa and Cali. Recycling wastewater for productive purposes
has begun to be studied and implemented in Colombia, mainly in
research and demonstration projects. River basin protection still
is not an integral part of programs and projects in all the sectors.
According to the most recent estimates released by the Ministry
of Development, water supply and sewerage services reach 77%
and 60.2% of the population, respectively; more than 9.5 million
people are without water service, and 15.5 million do not have
sanitation systems. Most of these people live in rural and mar-
ginal urban areas, where they have no choice but to dispose of
excreta and wastewater on their land or in streets and water-
courses, thus contaminating their own homes, public spaces, the
soil,and surface and groundwater. This egregious inequity makes
it imperative to devote special attention to the countryside and
marginal urban areas and strengthen support mechanisms for
these populations. It should also be mentioned that the quality of
water for human consumption continues to be largely unsatisfac-
tory. According to the Ministry of Health, 60% of the inhabitants
in the municipal seats run a medium to high risk of contracting
diseases because of the poor quality of the water. The situation is
most serious in squatter settlements, urban settlements with
fewer than 30,000 inhabitants, and rural areas. Moreover, accord-
ing to information provided by the departmental secretariats of
health in 2000, 76% of municipalities did not have potable water.
Therefore, it is clear that national priorities should include im-
proved application of the National Health Code, with emphasis
on the control and supervision of water quality and comprehen-
sive management of watersheds through the use of appropriate
and low-cost technologies for treatment of household and indus-
trial effluents.

Solid Waste Services

\ery few urban areas in Colombia have adequate facilities for
the disposal of solid waste. In rural areas, this waste is usually
dumped in open fields or burned or buried on household prop-
erty. The use of organic solid waste for productive purposes has
not been sufficiently studied, and recycling programs lack conti-
nuity. In Bogota, Medellin, and Cali, the daily output of trash is
more than 1 kg per person, whereas in rural areas it is no more
than 0.2 kg. The volume of hospital solid waste has not been
quantified, although preliminary studies indicate that the
amounts may be between 2.6 and 3.8 kg per bed per day.

Pollution Prevention and Control

Industrial areas are the primary fixed source of atmospheric con-
tamination, but the internal combustion engines of motor vehicles
also cause an inordinate amount of air pollution (mainly with car-
bon monoxide, sulfur, and lead). All this contamination predisposes
the population, especially children, to respiratory diseases and also
generates harmful environmental phenomena like acid rain.

Organization of Individual Health Care Services

According to ENDS-2000, 67.4% of Colombia’s population
was considered to be in good or very good health and 32.6% in
average or poor health. Of those affiliated with a health system,
13.1% were classified as being in very good health, compared
with 9.5% of those without such affiliation. Of the former, 46%
visited a physician or dentist for an annual check-up, and 8.4%
were hospitalized, compared with 32.1% and 5.3%, respectively,
of nonbeneficiaries. Furthermore, of those affiliated, 72.1% with
chronic illnesses visited a physician on a regular basis, compared
with 55.6% in the other group, and, finally, a higher proportion of
affiliated beneficiaries (80.7%) visited health institutions than
did those who were not members (66.9%).

Health Supplies

Drugs

The General Social Security and Health System guarantees ac-
cess to essential drugs (from a list of some 350 medicines)
through the Mandatory Health Plan (POS) for those insured
under the contributory regime, with certain restrictions for those
under the subsidized regime, and with no clearly defined criteria
for those not affiliated with the system, although this last group
receives prescribed medications for basic care. In any event, ef-
forts are being made to create the necessary conditions for up-
dating the standards, guaranteeing the quality of drugs, and pro-
moting their rational use. In 1999, application of these criteria
was tested in patients with diabetes mellitus in three cities, with
the following results: 91.5% of diabetic patients were prescribed
medication through the POS without any significant differences
in terms of type of regime or city, and 43.8% of the prescribed
drugs were dispensed at no cost to the patient. However, signifi-
cant differences were observed between the contributory regime
(77%), the subsidized regime (16.9%), and the “linked” system
(4.6%). Also, significant differences were observed among cities:
Medellin (37.7%), Manizales (70.1%), and Espinal (64.7%).

In the case of 56% of the patients, the prescribed medications
had to be purchased, and differences were noted between the
regimes and between the cities depending on where the patients
acquired the drugs. The Public Defender’s Office found that 32.7%
of the beneficiaries and 34.9% of the paid subscribers under the
contributory regime were not given their medications, nor were
43.9% of those under the subsidized regime or 44.3% of those
under the “linked” system. The proportion of patients satisfied
with the availability of drugs varied with level of education: 51.4%
of those without any schooling were satisfied, compared with
78.6% of those with a graduate degree. Of those interviewed,
93.7% were told what the drugs were for and how to take them,
with no notable differences in terms of geographic region, sex, or
type of affiliation. The percentage of essential drugs prescribed is
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rising; 70% of drugs prescribed in public hospitals in 1995 were
essential drugs; 62% in health care centers in 1997; and 91.5%
among the diabetic patients in the three cities and 89.6% at a first-
level hospital in 1999. This indicates that the drugs being selected
are appropriate for Colombia’s needs and that those who prescribe
the drugs are familiar with the regulations. Under current legisla-
tion, access to essential drugs is expected to increase in tandem
with health system coverage. However, in the studies cited, in-
equities were found between the regimes and the cities, and it was
also seen that co-payment systems and those based on moderated
premiums make access more difficult. Finally, user dissatisfaction
measured in terms of prescription drugs that were not dispensed
varies from 10.4% to 56%.

The POS and the Expanded Program on Immunization cover
vaccinations and other immunobiological supplies, which the
Ministry of Health imports under various agreements for distri-
bution to the different territorial jurisdictions.

Equipment

As a consequence of decentralization and health system re-
form, there have been some noteworthy advances in the area of
biomedical technology. (1) The provision of maintenance serv-
ices in public sector health institutions has been regulated so that
5% of the sector’s total annual budget is invested in executing an
institutional maintenance plan; this arrangement makes it possi-
ble to take care of infrastructure and equipment and ensure that
they are always in good condition, thereby meeting the require-
ments for the delivery of improved services. (2) A detailed inven-
tory of infrastructure resources in second- and third-level hospi-
tals (170 institutions) was conducted under a program for health
services improvement (the physical and functional inventory of
hospitals project). Thanks to this program, the Ministry of Health
and the institutions themselves are now aware of their strengths
and weaknesses, and they are better prepared to make the invest-
ments required to strengthen the system. With regard to the dis-
tribution of equipment, the study showed that the functional
clinical laboratory and surgery units are the ones that have the
largest share (16% and 15.7%, respectively) of the 35,000 pieces
of equipment inventoried. (3) The procurement of medical
equipment increased in both the public and the private sectors,
although advanced legislation is still needed to control the influx
of countless pieces of equipment and devices that do not conform
to international standards, do not have adequate representation
in the country, or leave much to be desired in terms of quality.
Currently, there is only basic legislation in this area, which con-
trols the acquisition of second-class equipment, donations, ex-
perimental technologies, and certain high-cost equipment (to-
mography machines, gamma ray cameras, magnetic resonance
imaging machines). The equipment procurement projects wor-
thy of special mention are those promoted by the Ministry of
Health, which utilizes its own resources as well as external credit,
and some sizable donations such as the approximately US$ 7.5
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million from the Government of Japan in 1998 to renovate equip-
ment in 22 of the country’s hospitals, and the US$ 4.5 million
contribution in 2001 for four hospitals located in coffee-produc-
ing areas.

Human Resources

In Colombia, the inequitable distribution of human resources
is more pronounced for professionals and, among physicians,
specialists. Physicians are concentrated in large cities such as
Barranquilla, Cali, Medellin, Bogot4, and the cities in the coffee-
producing areas and in the department of Tolima. Within the
cities, moreover, there is an inequitable distribution that leaves
peripheral and socioeconomically depressed areas with little cov-
erage. In addition, there are areas that have traditionally been un-
derserved by physicians, including the Pacific Coast, the eastern
plains region, and parts of the Caribbean Coast and middle
Magdalena Valley. According to the database of the Colombian
Association of Schools of Medicine and a 1999 study of special-
ized medicine, Colombia has 43,166 physicians, for a rate of 10.4
per 10,000 population—2.4 times higher than 30 years ago. Of
this total, 24,717 (57.3%) are primary care physicians, and 26.4%
of them practice in Bogota. Of the specialists, 62% are located in
Bogotd, Cali, Medellin, and Barranquilla, and almost 40% of them
are concentrated in the capital. In Medellin and Bogota there is
0.85 and 0.86 specialist, respectively, for each primary care physi-
cian. With the exception of obstetrician-gynecologists, the differ-
ent specialties follow a similar pattern of uneven distribution—
for example, Bogot4 has a disproportionate concentration of
psychiatrists and neurologists.

Health Research and Technology

In Colombia, no agency does a thorough compilation of na-
tional data on health research. Until two years ago, the former
Science and Technology Office in the Ministry of Health gathered
partial information on research topics and teams working in the
health sector. The Colombian Institute for Science and
Technology Development (COLCIENCIAS) has various programs
that are responsible for strategic planning within the national sci-
ence and technology system. One of these programs corresponds
to the health sector and follows up on research conducted with
official funds made available through the Institute. Since 1997,
COLCIENCIAS has been analyzing trends in health research un-
dertaken in Colombia, categorized in terms of topics or problems
and the approaches taken. Of the problems studied between 1990
and 1997, 73.6% had to do with communicable, chronic, and de-
generative diseases, with very little attention devoted to injuries
caused by trauma and violence; 6.6% were concerned with health
services; and 19.7% corresponded to topics in the basic sciences.
The 1990s saw a strengthening of biomedical research (39.8%), a
decline in clinical research (29.0%), and, in the case of public
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health, a predominance of epidemiological research (22.9%) over
studies related to health systems (8.3%). Infectious diseases and
parasitoses, particularly tropical diseases, headed the list, fol-
lowed by endocrinological diseases, except diabetes. In the area
of health services, the problems of health care predominated,
while research in the basic sciences concentrated on pharmacol-
ogy, immunology and immunogenetics, biology, and cytogenet-
ics. The research activities have contributed very little to knowl-
edge about the diseases of greatest incidence and prevalence:
only 4.39% of the projects have studied the leading causes of gen-
eral mortality in the Colombian population.

From another standpoint, the body of research can be ana-
lyzed in terms of research units, investigators, and scientific out-
put. Between 1996 and 1997, 73 research units participated in
projects convened by COLCIENCIAS, almost 70% of them affili-
ated with centers or institutions of higher education. By geo-
graphical distribution, 52% were from Bogota, 24.7% from the
northwestern region, 13.7% from the Pacific region, 5.5% from
the Caribbean region, and 4.1% from the central-eastern region.
These 73 units employed 985 researchers, almost all of them with
undergraduate degrees, but only 16% of them with doctorates.
The majority had studied either basic (45%) or clinical (40%)
sciences, 7% had been trained in public health, and the rest came
from other disciplines such as the social and human sciences and
business administration.

The scientific output mainly takes the form of articles pub-
lished in journals (60%), most of them specialized and therefore
limited in circulation to equally specialized readers. Individual
research (59%) predominated over collaboration (18%) or affili-
ation with large research projects (23%). This trend reflects the
degree of isolation within the scientific community, both in
Colombia and in the rest of Latin America, as well as the incipi-
ent state of networking and interinstitutional cooperation. The
most recent COLCIENCIAS plan for the health sector covers the
1999-2004 period and focuses on the problems the sector faces
as it transitions in three areas (demographics, epidemiology, and
the health system), all of which are closely interrelated and have
a profound impact on the dynamics of health. The plan also takes
into account the economic recession, deterioration of the envi-
ronment, and the meager benefit Colombian society is deriving
from technological and scientific advances in health.

Health Sector Expenditure and Financing

Under Law 100 (1993),in 1996, an estimated US$ 300,482,310
was spent on health in Colombia, or the equivalent of 10.1% of
the GDP (estimated for that year at US$ 4,400 million); 4.1% cor-

responded to the public sector and 5.9% to private sources. In
1999, the nation's investment in health was estimated at 10% of
the GDP, or approximately US$ 966 million. The 1997 expendi-
ture on health promotion and disease prevention was estimated
at US$ 46.77 million for the Basic Health Plan and US$ 201.86
million for the Mandatory Health Plan. In addition, there were
taxes paid on ammunition and explosives under the Program for
the Prevention of Violence and the Promotion of Peaceful Co-
existence (US$ 605,500), for a total of US$ 294.24 million. To this
amount must be added the budget of the National Health
Institute, estimated at US$ 2.81 million for 1999, and that of the
National Institute for Drug and Food Surveillance (founded in
1995), which was US$ 1.27 million for 1999. Of the total amount,
spending on health promotion and disease prevention came to
about 5% of all health expenditure. In 1997, 31 health promo-
tion enterprises were assessed in terms of their activities de-
voted to health promotion and disease prevention, and it was
learned that 5 of the 11 mandatory programs used 86.3% of the
resources. The largest amount (30.2%) was spent on the oral
health program, followed by the prevention of diseases related to
pregnancy, childbirth, and the puerperium (18.5%); the
Expanded Program on Immunization ranked seventh, with a
2% investment; and the smallest expenditure reported was for
the prevention of sexually transmitted diseases and HIV/AIDS
infection.

External Technical Cooperation and Financing

The international cooperation received by the Ministry of
Health in 2000 was reflected in the execution of 13 agreements
for multilateral cooperation, entered into with the following
agencies and international programs: JICA; GTZ; the Hipdlito
Unanue Agreement; Partners in Population; the Andean De-
velopment Community; the Organization of lberoamerican
States for Education, Science, and Culture; the World Bank; the
IDB; the I0M; and the Andrés Bello Agreement. Three of these
arrangements were for nonreimbursable financial assistance,
and 10 provided technical cooperation in the following areas:
strengthening health systems, sexual and reproductive health,
hospital consortia, a meeting of the health ministers of the
Andean area, and health sector reforms and financing. Bilateral
cooperation agreements were undertaken with various agencies
and governments, including the International Cooperation and
Assistance Fund and the governments of Canada, Jamaica,
Mexico (Ministry of Health), Panama, and Spain (Ministry of
Health and Consumer Affairs and the provincial government of
Valencia [Generalitat de Valencia]).
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FIGURE 1. Gross domestic product, annual growth (%),
Colombia, 1994-2000.
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FIGURE 2. Population structure, by age and sex, Colombia,
2000.
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FIGURE 3. Estimated mortality, by broad groups of causes
and sex, Colombia, 1998.
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FIGURE 4. Vaccination coverage among the population
under 1 year of age, by vaccine, and tetanus toxoid
coverage among pregnant women, Colombia, 2000.
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FIGURE 5. AIDS incidence, by sex, with male-female
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ratio, Colombia, 1990-1998.
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COSTA RICA

OVERVIEW

tion, ended the 20th century with a stable political system
in which transparent elections are held every four years
and the work of the State is governed by a system of powers.

The last decade has seen a weakening of political power and
more expressions of social discontent, such as the popular
demonstrations in early 2000 against privatization of the Costa
Rican Electricity Institute and questioning of the two-party sys-
tem and its representativeness. The increase in voter abstentions,
which reached 30% in the 1998 elections, has been an indicator
of popular discontent with the political parties. The Public
Defender’s Office and the National Consumer Commission, es-
tablished in the 1990s, are examples of initiatives to create greater
opportunity for social participation. Other institutions that play
an important part in overseeing public administration are the
Office of the Controller General, the Fourth Constitutional
Forum, the Public Service Regulatory Authority, and the con-
trollers’ offices in the public institutions. At the same time,
amendments to the Municipal Code in 1998 have opened the way
for progress in decentralization, although management at the
local level continues to be weak.

In both 1998 and 1999, GDP rose by 8%, but in 2000 it in-
creased only 1.5% (Figure 1). The slower growth was due in part
to an 11% decline in the value of export goods, along with fluctu-
ations in the electronics industry market, which affected the ex-
ports of Intel Corporation and other high-tech companies with
operations in Costa Rica. This experience has highlighted the
vulnerability of the Costa Rican economy. Also contributing to
the reduced growth rate were declines in the primary and manu-
facturing sectors and a slowdown in the construction industry.
The other sectors experienced an average growth of 4.3%.
Agricultural production was down 3% because of lower prices on
the international market, financial difficulties on the part of the
growers, and adverse weather conditions.

Real salaries in the formal sector remained flat, and per capita
income fell. Unemployment increased slightly, from 5.7% in 1997

Costa Rica, a country with a deeply rooted democratic tradi-

183

to 6% in 1999; the situation was roughly the same in both urban
and rural areas, but the rate was higher for women (8.2%) than
for men (4.9%). The average income of economically active men
was 29% higher than it was for women. Monetary policy, the low
nominal devaluation of the exchange rate, and the reduced pace
of productive activity all helped to hold inflation at 10%, despite
pressure from rising prices for combustible fuels. The central
government’s investments declined by 20% in real terms, while
the national debt rose to 23% of GDP.

The 1990s saw progress in three important social areas: infant
mortality declined, work on health sector reform continued, and
several education indicators improved. Even so, one-fifth of all
Costa Ricans were still living in poverty in scattered parts of the
country. In 1999, the proportion of people living in extreme
poverty was 6.7%, up from 5.7% in 1997. In urban areas, extreme
poverty increased from 3.2% in 1997 to 4.5% in 1999, while in
rural areas, it rose from 7.6% to 8.5% during the same period.
The percentages of extreme poverty were three times higher in
the Brunca (14.8%) and Chorotega (13.2%) regions than in the
central region (4.4%).

The distribution of household income remained stable during
the 1990s, and the income ratio of the highest quintile to the low-
est quintile was 12.6:1. The Gini coefficient, based on per capita
family income, showed a slight increase, from 0.374 in 1990 to
0.400 in 1999.

The Gini coefficients corresponding to the differences in in-
fant mortality between one province and another, calculated on
the basis of cumulative live births and cumulative deaths in chil-
dren under 1 year of age, came close to a situation of equity: 0.06
in 1990-1994 and 0.04 in 1995-1999 (Figure 2).

The literacy rate was 95.3% in 1999. Primary and secondary
education coverage increased from 90.1% in 1990 to 91.8% in
1999, and coverage of diversified (upper intermediate) education
and tertiary (higher) education increased from 39.5% in 1990 to
49% in 1999, with no overall differences in terms of sex. However,
males predominated in the scientific and technical career pro-
grams. In 1999, the estimated rates of students in a given cohort
completing their schooling were high: 31.2% at the primary level,
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65.9% at the middle school level, and 72.4% at the end of the
eleventh grade, with higher percentages for boys.

Costa Rica has a land area of 51,100 km?,and in 2000, an esti-
mated population of 3,824,593. Of this number, 51.9% lived in
urban areas and 50.1% were males. The population density was
74 inhabitants per km?, and the annual growth rate fell from
3.2% in 1994 to 2.6% in 1999. Life expectancy at birth in 1999
was 76.9 years (74.2 for men and 79.2 for women). In terms of
age distribution, the largest single group is people 15-64 years
(65%). The nation’s principal demographic trends were: (a) a de-
clining general mortality rate, mainly in the 0—4 years age group,
between 1970 and 1980, followed by a leveling off thereafter, with
a rate of 4.3 per 1,000 population in 1999; (b) a reduction in the
general fertility rate, from 5.1 per 1,000 in 1970 t0 2.7 in 1999; (c)
a decrease in the crude birth rate, from 25.6 per 1,000 in 1992 to
20.5 in 2000; (d) increasing immigration, especially since 1990;
(e) a steady rise in life expectancy, which reached 76.7 years in
1990 and remained at approximately that level until 1999, with a
five-year difference between the sexes in favor of women; and (f)
a 40% drop in the dependency ratio between 1970 and 1999,
from 1:1 to 0.6:1. These trends have made for a rapid demo-
graphic transition between 1970 and 2000, creating a bulge in the
age pyramid at middle age for both men and women (Figure 3).

The ninth population census and the fifth housing census
were conducted in July 2000. Early results indicate that the num-
ber of inhabitants increased from 2,416,809 in 1984 to 3,824,593
in 2000. The average annual growth rate rose from 2.3% between
the 1973 and 1984 censuses to 2.9% between 1984 and 2000. The
province of San José continues to have more than one-third of the
country’s population, and during the intercensal period, it grew
atan average annual rate of 2.7%. The province of Limdn has ex-
perienced particularly rapid growth, with an average annual in-
crease of 4.5%. The number of its inhabitants has doubled, and
they now represent 8.9% of the national population.

Costa Rica receives a large and growing influx of immigrants,
especially from Nicaragua. In 1975-1980, there were 2.9
Nicaraguans per 1,000 population; by 1990-1995, the figure had
risen to 9.1 per 1,000. In 1999-2000, there was a sizable increase
in immigration from Colombia.

Mortality and Morbidity

The general mortality rate for 1995-1999 was 3.9 per 1,000
population (with an adjusted rate of 5.6 per 1,000, based on the
standard population established by WHO), or 4.4 per 1,000 for
males (adjusted rate: 6.81 per 1,000) and 3.4 per 1,000 for fe-
males (adjusted rate: 4.5 per 1,000). The highest adjusted rates
for the period were in the provinces of Limén (6.4 per 1,000),
Puntarenas (5.7), and Alajuela (5.7), while the rate for San José
was 5.5 per 1,000 population. Of the 15,052 deaths registered in
1999, 58.1% were in the population aged 65 or older, and 57.8%
were in males. Signs, symptoms, and ill-defined conditions ac-
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counted for 1% of all deaths; 83.4% of deaths were certified by
physicians.

Diseases of the circulatory system, which took 4,578 lives (1.3
per 1,000 population), were the leading cause of death in 1999,
followed by neoplasms (3,129 deaths or 0.9 per 1,000 population)
and external causes (1,798 deaths or 0.5 per 1,000 population).
This last group of causes was responsible for the highest propor-
tion of years of potential life lost (YPLL)—26.4% in males and
8.8% in females—and it also posed the greatest mortality risk for
men, especially from transport accidents. The foregoing broad
groups of causes followed a consistent pattern from 1996 through
1999.

In a comparison of adjusted mortality rates for 1995-1999 by
province, diseases of the circulatory system were slightly higher in
Limon, Alajuela, and Cartago. The highest rates for communicable
diseases were in Limon (87 per 100,000 population), Alajuela (76
per 100,000), and Puntarenas (75 per 100,000). The provinces of
Guanacaste and Puntarenas had the lowest rates of malignant
neoplasms, while the rate for external causes (185 per 100,000)
was twice as high in Limon as it was in any other province.

The most significant decline for any of the broad groups of
causes was in communicable diseases, the rate for which fell from
310 per 100,000 population in 1970-1974 to 67 per 100,000 in
1985-1989 and remained stable thereafter for the next two five-
year periods (1990-1994 and 1995-1999). Deaths due to certain
conditions originating in the perinatal period declined from 45
per 100,000 population in 1970-1974 to 21 per 100,000 in
1995-1999, and diseases of the circulatory system dropped from
537 per 100,000 to 377 per 100,000. Neoplasms and external
causes also decreased slightly during the same time span.

By sex, the crude death rate during 1995-1999 was 4.4 per
100,000 for males and 3.4 for females (adjusted rates: 6.81 per
100,000 and 4.53 per 100,000, respectively). Males had the high-
est rates in all the cause groups. In males, the mortality rate from
communicable diseases fell from 163 per 100,000 in 1970-1974
to 40 per 100,000 in 1995-1999, and among females there was
also a decline, from 147 per 100,000 to 27 per 100,000. External
causes were down slightly—more so among males than females,
with a male-female ratio of approximately 4:1 for the period
1970-1999. Mortality from diseases of the circulatory system de-
creased more in women (from 255 per 100,000 to 157 per
100,000) than in men (from 282 per 100,000 to 220 per 100,000)
(Table 1).

Communicable diseases accounted for 6.7% of deaths during
1997-1999, with acute respiratory infections, diarrheas, and
AIDS/HIV infection accounting for 80% of all deaths in this cat-
egory. Approximately half of all deaths were due to cardiovascu-
lar diseases and neoplasms. Deaths associated with the repro-
ductive process, including perinatal deaths and those due to
congenital malformations, accounted for 5.8%.

In 1995-1999, there were 203,355 YPLL among males, and
139,253 YPLL among females, representing increases of 10.7%
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TABLE 1. Adjusted mortality rates,2 by broad groups of causes and sex, Costa Rica, 1970-1999.

Five-year period

1980-1984 1985-1990 1990-1994 1995-1999

M F T ™M F T M F T M F T

1970-1974 1975-1979

Broad groups of causes M F T M F T
Communicable diseases 163 147 310 75 59 134
Certain conditions originating

in the perinatal period 21 19 45 21 15 37
Malignant neoplasms 153 133 286 154 123 277
Diseases of the circulatory

system 282 255 537 232 197 429
External causes 106 25 130 110 28 138
Residual causes 111 111 222 129 121 251
Signs, symptoms, and

ill-defined conditions 60 48 108 32 26 58

48 38 86 38 29 68 40 27 67 40 27 67

20 14 34 17 12 29 13 10 23 12 9 21
157 117 273 159 122 280 151 110 261 146 107 253

230 187 418 221 171 392 227 167 394 220 157 377
84 23 107 81 23 105 86 24 110 87 22 109
122 109 231 145 124 268 142 115 257 168 126 294

24 18 41 8 6 14 11 6 18 8 4 12

a Rates per 100,000 population, according to the standard world population established by the World Health Organization, 1995.

M = males, F = females, T = total.

and 6.0%, respectively, over the figures for 1990-1994 (183,651
YPLL and 131,312 YPLL).

Infant mortality has fallen steadily over the last 30 years. The
1970 rate of 61.5 per 1,000 live births dropped to 11.8 per 1,000
in 1999 and 10.2 per 1,000 in 2000 (11.6 per 1,000 for males and
8.8 per 1,000 for females). Of the 798 deaths among infants under
1 year of age in 2000, 463 (58.02%) were males. Neonatal mortal-
ity in 1999 was 8.1 per 1,000 live births, and postneonatal mor-
tality, 3.7 per 1,000. Conditions originating in the perinatal pe-
riod represented 50.8% of all infant mortality, followed by
congenital anomalies (28.5%) and pneumonias (8.4%). Infec-
tious and parasitic diseases were responsible for 4.9% of infant
mortality.

Data for 1996—1998 show that 15 of the country’s 81 cantons
had infant mortality rates above the national average.
Stratification of infant mortality by quintiles and by geographic
area yields clusters of cantons that had rates above 15 per 1,000
live births (the highest rate in any canton was 25.8 per 1,000 live
births), largely in the province of Limon, including areas on the
borders with Panama and Nicaragua and areas inhabited by the
Talamanca indigenous group. By contrast, the rates in the urban
cantons of the central valley (province of San José) were lower
than 10.4 per 1,000 live births.

Maternal mortality was 20.2 per 100,000 live births in 1995
and 19.0 per 100,000 (15 deaths) in 1999. In 1996—1998, the lead-
ing causes of death were complications of abortion and eclamp-
sia; in 1999, 85% of cases were classified as preventable.

The 1996—2000 period was characterized by an upswing in the
morbidity rates for certain communicable diseases (dengue,
malaria, leptospirosis, tuberculosis, AIDS, and gastrointestinal
and respiratory infections) as well as a rising trend in accidents
and violence, adolescent pregnancy, and suicide. During 1999—
2000, there were outhreaks of nosocomial infection, pertussis,
rubella, and food poisoning.

Respiratory diseases were the leading reason for consultations,
followed by diseases of the genitourinary system, diseases of the
musculoskeletal system, and hypertension. Women had twice as
many checkups as men. The most frequent reasons for emergency
consultations were diseases of the respiratory system (32.3%); ex-
ternal causes (14.7%); pregnancy, childbirth, and the puerperium
(6.8%); and infectious and parasitic diseases (5.8%). The leading
hospital discharge diagnoses were pregnancy, childbirth, and the
puerperium:; diseases of the digestive system; diseases of the gen-
itourinary system; and external causes.

Among the factors contributing to this epidemiological situa-
tion were weak policies and strategies for disease prevention and
control at a time when program responsibilities were in the
process of being transferred from the Ministry of Health to the
Costa Rican Social Security Fund (CCSS), emphasis on the indi-
vidual curative approach, weak community participation in
health, and the impact of migration. Other risks were posed by
the poor quality of water for human consumption, inadequate
road and highway infrastructure, and risk-prone behaviors and
practices associated with lifestyle.

HEALTH PROBLEMS
By Population Group

Children (0—4 years)

In 1998, the population of children under 5 years of age was es-
timated at 404,032, or 10.7% of the total. The 925 deaths in this age
group represented 6.1% of all deaths in the country. The most fre-
quent reasons for emergency visits in children under 1 year in 1997
were acute respiratory infections (33.6%), gastrointestinal infec-
tions (4.7%), and asthma (5.2%). Hospital discharge diagnoses fol-
lowed the same pattern, with higher rates for disorders associated
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with length of gestation, acute respiratory infections, congenital
anomalies, jaundice, and child abuse, and lower rates for intestinal
infections and pneumonias. Infants under 1 year represented 2.5%
of the total population and 8.7% of hospital discharges.

Children aged 1-4 years accounted for 10% of consultations
and 5% of hospital discharges; the most frequent diagnoses were
intestinal infection, asthma, and bronchopneumonia. In 1998, a
total of 167 deaths were reported for this age group (1.1% of all
deaths), for a mortality rate of 5.2 per 10,000. Accidents and vio-
lence were the leading cause of death (1.3 per 10,000), followed
by congenital anomalies (1 per 10,000) and diseases of the nerv-
ous system. The most common reasons for emergency visits were
acute respiratory infections (35.7%) and injuries due to external
causes (10.7%). Child abuse accounted for 0.18% of all hospital
discharge diagnoses in 1997, and the rate was higher for girls
than for boys. Mortality from homicide and injuries not other-
wise specified accounted for 1.1% of all deaths in this age group.

Schoolchildren (5-9 years) and Adolescents
(10-14 and 15-19 years)

In 1998, children aged 5-9 years represented 11.7% of the total
population; those 10-14 years, 10.9%; and youths 15-19 years,
9.8%. Children aged 5-9 years had the lowest mortality rate of
the three groups (2.3 per 10,000), followed by those 10-14 years
old (2.9 per 10,000), and the highest rate was in the group aged
15-19 years (5.9 per 10,000 population). Together, these three
groups accounted for 3% of total mortality. The leading causes of
death were external causes, followed by neoplasms and diseases
of the nervous system.

The most frequent reasons for emergency visits were res-
piratory problems (26.6%), external causes (16%), and asthma
(11.3%). In 1997, the group aged 5-9 years accounted for 8% of
all consultations and 4% of all hospital discharges. Asthma was
the leading reason for hospitalization, followed by injuries and
appendicitis. There was a reduction in meningitis, but increases
were seen in child abuse and leukemias.

The group aged 10-14 years made the least use of health serv-
ices, accounting for only 6.3% of emergency room visits, 5% of
consultations, and fewer than 3% of hospitalizations. In 1997, the
leading reason for hospitalization among boys in this age group
was injuries (16.7% of 5,414 discharges), and among girls the
main reason was complications of pregnancy, childbirth, and the
puerperium (18.1% of 4,573 discharges). Between 1990 and
2000, deliveries by adolescent mothers increased by almost 25%,
and among those under 15 years old by 65%.

In the services provided by the CCSS, the group aged 15-19
years accounted for 9% of emergency visits, 6% of consultations,
and 8% of hospitalizations. In all instances, injuries were the most
frequent cause for boys, and for girls the leading cause was com-
plications of pregnancy, childbirth, and the puerperium. Injuries
accounted for 28.9% of the 4,306 male discharge diagnoses, and
80.7% of the 24,282 female discharges were associated with com-
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plications of pregnancy, childbirth, and the puerperium. The sec-
ond leading discharge diagnosis was diseases of the digestive sys-
tem (18.7% for males and 3.2% for females). In this age group,
there has been an increase in the use of services by females.

Adults (20-59 years)

In 1998, the population aged 20-59 years was estimated at
1,893,968, or 50.3% of the country’s total. This group accounted
for 24.8% of all deaths. The mortality rate was 9.3 per 10,000 for
20-24-year-olds and 64 per 10,000 for the group aged 55-59. In
1998, the leading cause of death in the population aged 15-34
was traumatic injuries and poisoning for both sexes, followed by
neoplasms in men and cardiovascular diseases in women. In the
group aged 35-49, the leading cause of death in women was neo-
plasms (42%), followed by cardiovascular diseases and external
causes. In men, external causes ranked first (34%), followed by
cardiovascular diseases (15%). In those aged 5069, cardiovas-
cular diseases headed the list (31%) and external causes were in
third place (11%).

Adults aged 20—44 years benefited from 36.8% of the emer-
gency services provided, 40% of consultations, and 50% of hos-
pital services. The most frequent reasons for the demand in all
these services were injuries in males and reproduction-related
conditions in women. In 1997, 83.4% of the 146,458 hospital dis-
charges in this age group corresponded to women, and 67.58% of
the cases were associated with pregnancy, delivery, and the puer-
perium. Abortion was the discharge diagnosis for 5.6% of ado-
lescent girls 15—19 years old and for 6.5% of women in the 20—24
years age group. Adults aged 45-59 years accounted for 9.8% of
emergency services, 14% of consultations, and 8.5% of hospital-
izations. In 1997, 60% of the 29,081 discharges in this age group
corresponded to women, and the leading groups of causes were
diseases of the genitourinary system (19.7%), neoplasms
(16.1%), and diseases of the digestive system (14.2%). In men,
the leading reasons for hospitalization were diseases of the diges-
tive system (18.0%) and the circulatory system.

In the area of reproductive health, fertility levels have fallen in
recent decades. In 1999, the total fertility rate was 2.7 children
per woman, with sizable differences between urban and rural
areas. Women with little education had a higher average number
of children (3.8) than those who had completed more years of
schooling (2.2). Those at the lowest socioeconomic level had 5.2
children, or twice as many as those at the highest level. In 1999,
the average desired number of children was 2.7, and 51.6% of
women surveyed said they did not want more children. Of
women living in stable unions, 96% indicated they had used con-
traception at some time, and the most popular methods were the
pill and the condom. In 1999, more than 90% of all deliveries
were attended in public hospital centers. The birth rate declined
from 23.9 in 1995 to 22.6 per 1,000 population in 2000. Three re-
gions had birth rates above the national average: Huetar Norte,
Huetar Atlantica, and Brunca.
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The Elderly (60 years and older)

In 1998, the population aged 60 years and older was estimated
at 271,586 (46.8% men). This age group represented 7.2% of the
total population and was the most rapidly growing segment. The
mortality rate in 1998 was 34.9 deaths per 100,000 population
(40.1 per 100,000 males and 31.1 per 100,000 females). For both
sexes, the leading cause of death was cardiovascular diseases, fol-
lowed by neoplasms and diseases of the respiratory system. In
the services provided by the CCSS, this group accounted for 9.4%
of emergency visits, 13.5% of outpatient consultations, and 13%
of hospitalizations. In 1997, a total of 1,311,885 consultations
were provided, and the leading complaints were hypertension, di-
abetes mellitus, and diseases of the nervous system. That same
year the CCSS reported a total of 44,656 discharges, and the main
reasons for hospitalization were diseases of the circulatory
(21.6%), digestive (12.9%), genitourinary (12.5%), and respira-
tory (10.6%) systems, and neoplasms (10.6%). In women, the
leading reasons were diseases of the circulatory (20.1%) and di-
gestive (12.0%) systems, and eye diseases (9.9%).

Family Health

In 1999, 28% of Costa Rican women between the ages of 18
and 44 were living in a consensual union, with an even higher
proportion among young couples. On average, the women were
20 years old when they began their first serious relationship. It
was noted that 47.1% of all registered births were to unwed
mothers and 2% to widows or women who were divorced or sep-
arated; moreover, 30% of the births were registered without a rec-
ognized father. A recent paternity law entitles a woman to regis-
ter the name of her child’s father.

Workers' Health

In 1999, Costa Rica had an economically active population of
1,383,452 (66.9% men), distributed fairly equally between urban
and rural areas. By sector, 24.6% of this workforce was in serv-
ices, 20.7% in commerce, 19.6% in agriculture, and 15.7% in
manufacturing (15.7%). That same year, there were a total of
120,279 work-related accidents (87% in men and 13% in
women). Of salaried employees, 78.4% were insured against oc-
cupational risks, and 17% of them were victims of accidents.
Workers aged 20-25 years had the most accidents in both
1992-1995 and 1996-2000, with an annual average of 28,869 and
22,383, respectively. In 1996—2000, agriculture was the economic
sector with the largest number of work-related accidents, fol-
lowed by manufacturing, but by 2000, these two sectors showed
declines of 17% and 20%, respectively, relative to 1996.

The Disabled

In 1998, it was estimated that 9.3% of the population was dis-
abled. Of the 311,359 persons who suffered from some form of
disability, only 29.7% were treated in the health establishments of
the CCSS, and, of this proportion, 60% were from the province of

San José. According to data compiled by the National Reha-
bilitation Center of the CCSS, which takes care of 55% of the na-
tional demand, the most frequent causes of disability in 1998
were postural disorders (22%), low back pain (11.5%), facial
paralysis (3.6%), and fractures (3.5%). The number of persons
affected with low back pain increased from 3,743 in 1996 to 5,584
in 1998, while the other causes remained unchanged over the
period.

Disability has a significant impact on economic and produc-
tive activity. In 1999, there was an average of one day of incapac-
ity for every insured person in the country, and this average has
been gradually rising over the last five years. A similar pattern
was observed in transportation and work-related accidents.

Indigenous Groups

Costa Rica’s eight indigenous peoples—the Bruncas, Cabe-
cars, Teribes, Bribris, Huetars, Malekus, Chorotegas, and Guaya-
mis—together number approximately 40,000 and represent 1%
of the total national population. The most numerous are the
Bribis (34%) and the Cabecars (26%), who live in the Huetar
Atlantica region, especially in the canton of Talamanca. Com-
pared with the national averages, the indigenous areas have
higher birth rates and higher infant and general mortality, as well
as major deficiencies in housing and basic services (potable
water and electricity). In 2000, 47% of the Cabecars were illiter-
ate, and only 6% had completed the primary grades or higher. In
1999, of the 14 infant deaths in the canton of Turrialba, those in
the indigenous communities represented 29% of the total even
though they accounted for only 4% of the population. In the same
canton, 73% of the pregnant women had no prenatal care and
70% of the babies were delivered at home. At the same time, 60%
of the dwellings suffered from serious structural defects and had
no latrines.

In 1995, measures were taken to extend social security cover-
age to indigenous groups and provide them with primary care.
With a view to further improving care, the CCSS and the National
Commission for Indigenous Affairs signed an agreement in 1998
for integrated health services development. Despite these efforts,
however, political, geographical, and cultural barriers still limit
this population’s access to services.

By Type of Health Problem

Natural Disasters

Steps have been taken to identify geographic areas where the
greater risk of flooding (on the Atlantic and Pacific slopes) is re-
lated to situations of social inequality. The country also has a his-
tory of earthquakes (in the provinces of Cartago, Alajuela, and
Limon) and volcanic eruptions. Other threats have been created
by inappropriate land use, such as deforestation, contamination
with waste, and alterations of river basins. In recent years, there
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have been increasing anthropic threats associated with the ex-
pansion of industrial installations and processes.

\ector-borne Diseases

Dengue reappeared in 1993 and has been on the rise since
then, with epidemics in 1994 and 1997. A total of 6,041 cases
were reported in 1999, and there were 4,889 in 2000, representing
an incidence of 434.7 per 100,000 persons at risk (1,128,837 in-
habitants). Fifty percent of the cases occurred in the Pacific
Central region in 1999-2000, and 46.2% in the Huetar Atlantica
and Chorotega regions.

One case of hemorrhagic dengue was reported in 1995, an-
other in 1996, and 8 in 1997; then, in 1999, the number soared to
a high of 117 (88.9% in the Huetar Atlantica region), but by 2000
it was back down to 5. Six deaths from hemorrhagic dengue were
reported during 1996—2000. In addition, there was an increase in
cases of classic dengue with hemorrhagic manifestations, from
214 in 1999 to 445 in 2000. Dengue type 1 circulated in 1993—
1996, and type 3 in 1994—1999; the emergence of type 2 in 1999
coincided with the outbreak of hemorrhagic dengue. Dengue
types 2 and 4 circulated simultaneously in 2000.

In 1999, the average index of Aedes aegypti infestation was
5.3%, and in 2000, it was 3.4%, with considerable variation by lo-
cality. A larger percentage of A. aegypti larvae were found in
standing water deposits (63.1%) than in those that were for
household use (35.8%). During the 2000 outbreak, high infesta-
tion indexes were found in collapsed pipes of the Puntarenas city
sewer system. Although progress has been made, the continued
presence of atypical deposits that are difficult to eliminate and
the lack of adequate strategies for community participation have
been obstacles to the adequate control of dengue outbreaks.

Malaria reemerged in 1991 in rural areas along the Atlantic
coast that previously had been under control. This trend coin-
cided with intense deforestation in connection with the develop-
ment of banana plantations in the Huetar Atlantica region,
which has created breeding grounds for Anopheles albimanus,
the most important vector involved in malaria transmission,
along with an influx of (mostly undocumented) workers coming
from endemic areas. Malaria also increased in the Huetar Norte
region with the immigration of temporary workers employed in
the area’s growing agroindustries. After 1992, when the number
of cases peaked at 6,951 and the annual parasite index (API)
reached 7.9 per 1,000, the incidence declined, but there were still
large numbers of autochthonous cases. In 2000, a total of 1,879
cases were reported (API: 1.38 per 1,000), representing a reduc-
tion of 53.0% relative to the 3,998 cases in 1999. The Huetar
Norte and Huetar Atlantica regions accounted for 67.5% of all
cases in 2000. In Huetar Norte, transmission occurred in two
cantons (San Carlos and Los Chiles), which reported 100% of the
cases in that region in 1999 and 2000. The geographic area at
risk covered 35,436 km? (69.5% of the national territory) and
was home to an exposed population of 1,357,896 (35.2% of the
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total population). Of all the positive samples examined in
2000, 99.4% corresponded to Plasmodium vivax and 0.6% to
P. falciparum.

Recent years have seen an increase in chloroquine-resistant
cases of P. falciparum malaria in persons traveling to endemic
areas of South America, and there is a potential risk of spread
through migration. In 1998, an integrated malaria prevention
and control project was begun in the Huetar Norte region, and the
criteria for this project were later incorporated into the Roll Back
Malaria initiative, which achieved a 32% reduction in incidence
between 1998 and 2000.

Leptospirosis rose from 6 reported cases in 1992 to 192 in
2000, after having peaked at 283 in 1999. During 1996-2000,
there were 559 cases, 74.0% of them in males and 93.0% in per-
sons 15-44 years old. The Brunca (37.2%), the Pacific Central
(24.6%), and Huetar Atlantica (13.6%) regions were the most se-
riously affected. Outbreaks after 1998 were related to intensified
agricultural activity in risk areas, the increased flow of immi-
grants in connection with sugarcane processing, and a rise in the
rodent population.

Diseases Preventable by Immunization

The incidence of diseases preventable by immunization has
been falling since 1993, with the exception of acquired rubella,
which reached epidemic proportions in 1998 and 1999.
Reduction of the incidence of these diseases has been related to
the maintenance of vaccine coverage at over 80%, with variations
among geographic areas.

Immunization coverage against measles, mumps, and rubella
(MMR vaccine) increased from 82.1% to 99.9% between 1996
and 2000. During this time, the incidence of measles declined: 24
cases were reported in 1996, 23 in 1999 (4 laboratory confirmed
and 19 clinically diagnosed), and none in 2000. Over that period,
a total of 1,387 rubella cases were reported, 82.9% of them in
1999. A comparison of age-specific incidence in 1987-1988,
1993-1994, and 1998-1999 shows that the disease has been
shifting toward the 1544 years age group, which coincides with
the childbearing age of women. This pattern was especially evi-
dent in the outbreak that occurred in 1998—1999, when 79% of
the cases occurred in this age group.

The last case of poliomyelitis in the country was recorded in
1973,and in 1994 the eradication of wild poliovirus was certified.
Vaccination coverage of children under 1 year was 85% or higher
throughout the country except in 2000.

Immunization coverage against diphtheria, pertussis, and
tetanus with 3 doses of DPT vaccine increased from 85% in 1996
to 94% in 2000, and during the same period there were no re-
ported cases of diphtheria or neonatal tetanus. However, pertus-
sis averaged 23 cases a year (ranging from 11 to 29 cases), mainly
affecting infants under 6 months of age and even those under 2
months. During the same period, the annual average of non-
neonatal tetanus was 2 cases (ranging from 1 to 3).
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The vaccine against diseases caused by Haemophilus influen-
zae type b (Hib) was introduced in 1998. During the prevaccina-
tion period (1994-1997), there had been an annual average of 16
cases of meningitis caused by Hib, whereas in 2000, when vacci-
nation coverage reached 93.3%, there were only 2 cases.

Intestinal Infectious Diseases

Diarrheal and respiratory diseases are the two leading groups
of reportable diseases, and they both increased between 1995
and 1999. The rates for acute diarrheal diseases rose from 2,903.2
per 100,000 population in 1996 to 3,632.9 per 100,000 in 1999;
the Brunca, the Pacific Central, and Chorotega regions were most
affected. General rates of mortality from this cause went from 1
to 3 deaths per 100,000 population in the period 1996—1998,
while specific rates in the group under 1 year old and those 65
and over also increased. In 1999, the mortality rate was 2.8 per
100,000 population; the provinces of Limén and Puntarenas had
the highest rates, each with 3.9 per 100,000 population. No cases
of cholera were reported in 1996 or 2000.

Chronic Communicable Diseases

The incidence of all forms of tuberculosis increased by a fac-
tor of 2.2 between 1990 and 1999, from 9.3 to 21.0 per 100,000
population. During the same period, the incidence of pulmonary
tuberculosis rose from 7.5 to 16.2 per 100,000. In 1999, the high-
est incidence rates were recorded in the urban and rural areas
outside the central valley, where the average was 29.0 per
100,000, while in the urban areas of the central valley the rates
averaged 6.9 per 100,000. The rates ranged from 9.4 per 100,000
in the North-Central region to 41.3 per 100,000 in Huetar
Atlantica. Females accounted for 65% of the cases, and 90% were
pulmonary. The incidence of tubercular meningitis is low, with
only 2 cases reported in 1999.

Tuberculosis is the second leading cause of death among the
infectious diseases, after AIDS, and in 1999, the death rate was
2.3 per 100,000 population. During 1997-1999, between 20%
and 40% of tuberculosis patients abandoned treatment. At the
same time, 42 cases of resistance to the treatment regimen were
identified, signifying increased resistance of the mycobacteria in
circulation to the drugs used to treat the disease. The directly ob-
served treatment, short course (DOTS) strategy has been being
executed since 1998 in two trial areas in the Pacific Central and
Chorotega regions. Even though Costa Rica ranks among the
low-prevalence countries (those with rates under 20 per
100,000), the rising trend in recent years, the high rates of pa-
tients abandoning treatment, and the increase in multidrug re-
sistance raise concern for the future. In 1999, the CCSS took over
prevention and control activities, as well as reorganization of the
national tuberculosis program, including the updating of stan-
dards, the improvement of the diagnostic infrastructure, and the
expansion of areas using the DOTS strategy, which in 2000
reached only 10% of the population.

In 1999, there were 157 registered cases of leprosy and 12 new
cases were reported. All the cases were in persons over 15 years of
age, and 76% were multibacillary. The endemic area encom-
passed the Pacific Central, Huetar Norte, and Huetar Atlantica
regions.

Acute Respiratory Infections

Acute respiratory infections (ARIs) have been a major cause of
morbidity, and the 1990s saw a rising trend. The 762,912
episodes recorded in 2000 represented an increase of 93.2% com-
pared with the figure of 394,790 in 1996. In 1999, ARIs accounted
for 33.6% of all emergency consultations by children under 1
year of age and 35.7% by those aged 1-4 years. In 2000, there
were 36 deaths from this cause in children under 5 years (8.73
per 100,000), representing 33.8% of all deaths in this age group.

Meningococcal Meningitis

Reported cases of meningococcal meningitis declined from 37
in 1996 to 19 in 2000. Fifty percent of the cases were in children
and adolescents, and 70% of those reported in 1999 and 2000 oc-
curred in urban areas of the South-Central and East-Central
regions.

Zoonoses

No cases of human rabies have been reported since 1970, but
between 1996 and 1998, a total of 13 cases of bovine rabies were
reported, one each year, in the Brunca region. The western part of
the country is at greatest risk. Activities aimed at controlling the
problem include a mapping project, epidemiological surveil-
lance, vaccination of cattle, and reduction of the vampire bat pop-
ulation.

Five cases of human brucellosis were recorded between 1997
and 2000, and in cattle there were 70 foci (218 cases) of bovine
brucellosis in 1998 and 10 foci (766 cases) in 2000. The Ministry
of Agriculture has strengthened its surveillance system so that
control measures can be targeted more precisely. Toxoplasmosis
declined from 155 cases in 1996 to 114 cases in 2000.

HIV/AIDS

The first known cases of AIDS in Costa Rica were identified in
the early 1980s among hemophiliacs exposed to contaminated
blood. Sexually transmitted cases began to appear in men in
1985, and by the 1990s, the epidemic had spread to women and
newborns. Between the start of the epidemic and November
2000, a total of 2,003 cases of AIDS had been registered in Costa
Rica.

From 79 cases of AIDS reported in 1990, the figure rose to 214
in 1995 and then declined slightly to 181 in 1999. Men accounted
for 90.5% of all cases in this period (Figure 4). Sexual transmis-
sion accounted for 61% of the cumulative cases for which the
mode of transmission was known, followed by parenteral trans-
mission in hemophiliacs (2.4%), in blood transfusions (1%), and
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through intravenous drug use (1%). In another 1.5% of cases, the
virus was transmitted perinatally. Since October 1985, all blood
units have been screened for HIV, and this form of transmission
has been interrupted. In April 1998, a general law on HIV/AIDS
and its enabling regulations were enacted. This legislation speci-
fies the rights and responsibilities of AIDS patients and defines a
series of procedures related to this health problem. Since then,
treatment has been give to all patients who have needed it.

Sexually Transmitted Infections

In 1999, there were 3,905 cases of sexually transmitted infec-
tion (excluding HIV), reflecting little change since 1996.
Gonorrhea and syphilis represented 83.7% of these cases, and
30% of the cases occurred in two cantons: Central San José (26.2
per 100,000 population) and Central Puntarenas (317.6 per
100,000}, both of which had rates far higher than the overall na-
tional incidence rate (7.6 per 100,000 population).

Nutritional and Metabolic Diseases

In 1996, the proportion of preschool children suffering from
some degree of undernutrition was 5.1%, a considerable reduc-
tion from 8.6% in 1980. The 1996 National Nutrition Survey
found that 0.4% of preschoolers were suffering from severe un-
dernutrition; 0.4% had an acute weight-for-height deficit (wast-
ing), and 1.9% had a severe height-for-age deficit (stunting). The
percentage of stunting was higher (2.5%) in rural areas.
Schoolchildren have experienced a steady increase in height,
from 118.6 cm in 1981 to 120.6 cm in 1997. In the latter year,
1.8% of all schoolchildren were suffering from acute undernutri-
tion, and 8.8% from moderate undernutrition.

Obesity was found in 6.2% of preschoolers and 8.4% of
schoolchildren. The problem was greatest in the metropolitan
area, and girls were most affected. Among women of reproductive
age, 45.9% of those aged 20-44 years and 75% of those aged
45-59 years had a BMI over 25.\Women in urban areas, especially
the metropolitan area, contributed the most to these high
percentages.

The prevalence of nutritional anemias in preschool children
was 26%; in pregnant women, 27.9%; and in all women of repro-
ductive age, 18.9%. The percentage of iron deficiency was similar
for pregnant women (58.5%) and preschool children (58.3%).
Folate deficiency, the number two cause of nutritional anemias,
was greater in women aged 15—44 years than in children, and in
both groups the prevalence was higher in rural areas.

In 1996, the prevalence of vitamin A deficiency in the pre-
school population was 8.7%, while the proportion with a “mar-
ginal” vitamin A deficiency was 31.4%. With regard to iodine de-
ficiency, that same year the percentage of schoolchildren with
urinary iodine excretion levels below 10 mg/dl was 8.9%; rural
residents had a greater risk of suffering from iodine deficiency
disorders, because 7.6% consume salt intended for industrial or
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animal use, which is not iodized. The average level of fluoride in
children is optimum, both for the country as a whole (1.34 mg/I
of urine), and in the rural (1.43 mg/l), urban (1.26 mg/l), and
metropolitan (1.31 mg/l) areas.

In 1998, the prevalence of non—insulin-dependent diabetes
mellitus, estimated on the basis of a household survey, was 2.2%
for males and 3.4% for females, while the prevalence for persons
over 40 years old was 9.4% (7.6% for men and 11.0% for
women). Between 1990 and 1998, this disease accounted for a
total of 36,852 hospitalizations of persons aged 40 and over who
were discharged from CCSS institutions, with an annual average
of 4,094. During the same period, the rate of hospital discharges
associated with this diagnosis fell from 605.3 per 100,000 popu-
lation to 424.6 per 100,000. In 1999, mortality from this cause in
the group over 40 years of age was 26.7 per 100,000 population.
Diabetes-related disabilities were found in 37.2% of the diabetic
patients according to the 1996 Household Survey. Among per-
sons over 40 with a diagnosis of diabetes, 26% either had im-
paired vision or had lost their sight, and 5% had had a limb
amputated.

Diseases of the Circulatory System

Cardiovascular diseases have been the leading cause of death
since 1971. The mortality rate for this group of causes has been
declining gradually, and the levels for men have always been
higher. However, the adjusted death rates for arterial hyperten-
sion show values rising over time, without notable differences be-
tween the sexes. Ischemic heart disease is the leading cause of
death in this group of causes, especially in men. In 1999, 47% of
all deaths from circulatory diseases were caused by ischemic
coronary disease and 19% by cerebrovascular disease.

Malignant Neoplasms

Malignant neoplasms are the second leading cause of death
after cardiovascular diseases. In 2000, there were 3,010 deaths
from this cause, representing 20.3% of the national total—a per-
centage similar to the proportion in 1999. The relative increase
for 1990—2000 was 27% in males and 44% in females. The crude
death rate for this group of causes has been rising steadily in re-
cent years, reaching 80.7 per 100,000 (85.8 in males and 75.6 in
females) in the period 1995-1999. In 2000, however, it was down
slightly, to 76.4 per 100,000 (81.2 in males and 71.5 in females).
When these rates were adjusted for age to the world population,
which eliminates the effect of population aging, the levels were
253 per 100,000 (146 in males and 107 in females) in 1995-1999.
This result suggests that the higher mortality from cancer in
women is explained by the fact that the female population is
older. Indeed, life expectancy for women in 1999 was 79 years,
compared with 74.2 years for men.

Since 1990, the leading causes of death from malignant neo-
plasms in men have been cancers of the stomach, prostate, lung,
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and liver, and leukemias, while in women the principal sites have
been the stomach, breast, uterine cervix, colon, and lung.

Accidents and Violence

External causes accounted for 11.6% of all deaths in 1998
(45.4 per 100,000 population). In terms of age distribution, the
highest rate was in the over-60 group (143.9 per 100,000), fol-
lowed by the population aged 20-29 (58.5 per 100,000). Among
the most frequent causes were transport accidents (37%), sui-
cides (13%), homicides (13%), and drownings (9%).
Geographically, the highest rate was in the province of Limén
(70.7 per 100,000), followed by the provinces of San José and
Alajuela.

Mortality from transport accidents increased from 417 deaths
in 1996, to 583 in 1997 and 630 in 1999. This type of accident
mainly affected the adult age group and men. In 1998, the most
frequent victims were pedestrians (37%) and motorcyclists and
other cyclists (19%).

Homicides and intentionally inflicted injuries as the cause of
death increased from 183 in 1994 to 214 in 1998. In the latter
year, 89% of homicide victims were men. Assaults were mainly
with a firearm (53%) or a blade or other sharp object (33%), and
33% were prompted by family or personal problems or were
crimes of passion.

In 1998, there were 223 suicides—90% of them males—the
most frequent methods being hanging (40%), pesticide poison-
ing (27%), and gunshot wounds (24%). In females, the principal
methods were pesticide poisoning and hanging (83%). In 1999,
there were 84 reported suicide attempts with pesticides, and the
number increased to 110 in 2000. Adults aged 25-29 had the
highest suicide rate (13.0 per 100,000 population).

In 1999, 26 women died as a result of domestic violence. A free
telephone hotline run by the National Women's Institute received
11,346 calls in 1999, and 57% of these were from women aged
20-39 who had been battered by their spouses or sexual part-
ners. There has been an important increase in the reporting of
domestic violence. In 1999, the Women's Delegation of the
Ministry of Justice reviewed 5,188 complaints. The number of
cases brought before the courts rose from 15,336 in 1997 to
20,996 in 1998 and 26,437 in 1999, for an increase of 72% be-
tween 1997 and 1999.

Oral Health

According to the 1996 National Nutrition Survey, oral health in
preschool and school-age children had improved since 1992. The
national DMFT index in the preschool population was 3.8, with
differences according to area of residence: San José metropolitan
area, 3.0; all other urban areas, 2.7; and rural areas, 4.0. In the
school-age population, 49.9% of the children had a history of
caries in 1 to 4 teeth, for a DMFT index of 2.6 in the San José met-
ropolitan area and 3.2 in rural areas.

RESPONSE OF THE HEALTH SYSTEM

National Health Policies and Plans

Costa Rica has developed two instruments to ensure direction
and leadership of the sector in the short and medium term as
well as continuity of the sectoral reform processes formally initi-
ated in 1994: the National Health Policy 1998-2002, and the
National Health Plan 1999-2004.

The Policy is based on the health needs and social policy
guidelines set forth in the National Plan for Human
Development, and it is consistent with the General Law on Health
and the sectoral reform process. In the area of institutional
strengthening, it identifies strategies for enhancing ministerial
leadership, modernizing institutions, setting standards, develop-
ing human resources, advancing research and technology, and fi-
nancing health. Under the heading of health care for individuals,
the document defines strategies for health surveillance, health
promotion, disease prevention, primary care, hospital treatment,
care for the disabled, and rehabilitation. In environmental
health, it sets forth strategies for protecting and improving the
environment.

With regard to gender equity, the National Women's Institute
(INAMU) was established in 1998; in addition, two entities have
been created to specifically address women’s health issues: the
Commission on Gender Health within the Ministry of Health,
and the Women’s Health Section in the Department of Preventive
Medicine of the CCSS. The National Plan for the Treatment and
Prevention of Domestic Violence, elaborated in 1994, has been an
interinstitutional and intersectoral response to this problem.
Also, the Council on Domestic Violence functions in the health
area with the participation of the Ministry of Health, the CCSS,
and INAMU.

The National Council on Rehabilitation and Special Education,
in coordination with the health sector institutions, sets policies
on rehabilitation of the disabled. The care of this population is
governed by its own legal framework, including a law on equal
opportunity for the disabled, which was enacted in 1997.

Health Sector Reform Strategies and Programs

Reform of the health sector got under way at the beginning of
the 1990s, and in 1994 the process was institutionalized on the
basis of a formal proposal that specified the following four com-
ponents: Ministry of Health leadership, restructuring of the care
model, modification of the resource allocation system, and
strengthening of the CCSS. Sectoral reform is already bringing
about major changes in the Costa Rican public health system. Its
main objectives have been to maintain universal health insur-
ance coverage, create greater equity in access to services, guar-
antee the quality of care, and improve the efficiency of resource
utilization.
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As a first step within the framework of the reform, the
Ministry of Health completed the revision of its functions and
implemented its structural reorganization, which was approved
in 1998. In the second stage, it adjusted its resources and adapted
its processes to allow for sectoral management and performance
of the essential public health functions that are within its compe-
tence, such as regulation of health services and health surveil-
lance. These changes led to the transfer of 1,700 of its staff to the
CCSS and the health care programs. Also, formation and training
of personnel were strengthened during this stage. The third stage
got under way in 2000, and the emphasis has been on institu-
tional development, in connection with which the various organ-
ization manuals have been rewritten and functions have been
deconcentrated to the regional and local levels. These steps have
paved the way so that the necessary resources and authority can
been transferred to them and they can begin to assume their
leadership role.

As part of the reform process, an integrated care model has
been proposed that incorporates prevention and health promo-
tion activities, increased social participation, and a primary care
strategy with integrated basic health care teams (EBAIS) consist-
ing of a general physician, an auxiliary nurse, and a primary
health care technician. The strategy calls for five health care pro-
grams, aimed at children, adolescents, women, adults, and the
elderly, respectively, each of which is intended to cover a popula-
tion of approximately 4,000. Although the EBAIS strategy is to be
applied nationwide, the reform has given first priority to rural
and marginal urban areas with a view to improving the availabil-
ity of services and making access more equitable. The work of the
EBAIS is backed by support teams located in 83 health areas.
Through a network of second- and third-level health care estab-
lishments, the system is intended to guarantee continuous and
comprehensive care. In terms of social participation, as of 2000,
the CCSS had organized 105 Health Boards with oversight func-
tions, made up of representatives of users, employers, and health
workers.

In those areas of the country where it has been implemented,
the EBAIS strategy has helped to reduce inequity in health.
Between 1995 and 1998, the proportion of the population with
insufficient and inequitable access to health services was reduced
from 20% to 15%. However, an evaluation of 203 EBAIS con-
ducted by the Ministry of Health in 2000 showed that the indi-
vidual clinical orientation still prevails, to the detriment of pre-
vention and health promotion activities. The number of EBAIS
increased from 425 in 1998 to 670 in 2000.

Adjustments in the financing system were delayed in part for
lack of a satellite health accounting system but mainly to await
the political decision to review financing from a sectoral per-
spective. However, in the last five-year period, the CCSS has made
progress toward improving the financing mechanisms for indi-
vidual health insurance, and it has also developed new modalities
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of resource allocation aimed at encouraging increased productiv-
ity on the part of service providers and following up on expendi-
tures. The year 2000 saw implementation of a deconcentrated
version of the centralized collection system that provides incen-
tives for ensuring the payment of employer-worker premiums
and reducing evasion, which had been estimated at approxi-
mately 30%. With regard to new modalities for the allocation of
resources, starting in 1998 funds have been being transferred
to CCSS health areas and establishments under “managerial
commitments.”

The Health System

The national health system comprises the Ministry of Health,
which provides leadership for the sector; the CCSS, which deliv-
ers care in the event of disease and maternity; the National
Insurance Institute (INS), which offers protection against work-
related and transportation accidents; and the Costa Rican
Institute of Water and Sewerage Systems (AyA), which regulates
the supply of water for human consumption and the manage-
ment of wastewater. According to the General Law on Health, the
system also includes the universities, the municipalities, and the
private sector. The public institutions receive a budgetary alloca-
tion from the State treasury, and the CCSS is funded with contri-
butions from employers, workers, and the State. Coordination
and negotiation are the responsibility of the Sectoral Council on
Health, which comes under the Ministry of Health.

In 1999, 11% of the population had no health insurance and
89% were insured through nine different insurance schemes.
Approximately 12% of the latter population received care subsi-
dized by the State. To broaden its health services coverage, the
CCSS has begun to contract with third parties (cooperatives and
private hospitals) for provision of services. In 2000, 10% of the
population sought private care.

Organization of Regulatory Actions

Health Care Delivery

The Ministry of Health sets standards for the public health
regulation system, which is composed of three subsystems cover-
ing the following areas: health services, basic health supplies, and
the environment. Under the Ministry of Health, there is a national
program for the qualification and accreditation of public and pri-
vate health services, which endeavors to ensure that health serv-
ices meet minimum infrastructure conditions and quality stan-
dards. Professional practice is regulated by the professional
associations, and in 1999, the College of Physicians initiated a
program of professional certification.

With regard to the regulation of medical technology, devices,
and equipment, the Ministry of Health has drafted the relevant



CosTA RicA

regulations and the instruments for applying them. In the area of
pharmaceutical regulation, the Ministry of Health maintains a
list of proprietary and generic as well as over-the-counter drugs.
Quality control is the responsibility of two official laboratories,
which provide support for the regulation and purchase of drugs
by conducting bioequivalence and bioavailability studies.

During the last decade, the number of pharmaceutical products
sold in the country has consistently stood at around 5,000. There
is a policy for partial control of drug prices in order to keep down
point-of-sale profit margins, which remained under 30% during
1998-2000. The Ministry of Health controls the registration, pro-
duction, and sale of drugs as well as importation and consumption
of stupefacients and psychotropic substances. In addition, in 2000
it introduced its“800 Line” service, which offers information to the
public about the therapeutic uses and cost of drugs. The CCSS has
an official list of drugs that are required to be used in all its estab-
lishments, consisting of a total of 399 active substances classified
into 54 therapeutic groups. The hospitals and clinics have stan-
dardized treatment protocols for the main diseases, and all the
pharmacies in the country have a pharmacist on staff. Per capita
expenditure on drugs was US$ 15.6, and the proportion of public
health spending that went for drugs was 7.7%.

Environmental Quality

There continued to be problems related to water pollution,
solid waste management, air pollution in some urban areas, soil
erosion due to inappropriate use of the land, and deterioration of
the forest reserve. The highest levels of pollution are found in the
basin of the Tarcoles River, the main outlet from the Central
Valley, which in turn contaminates the Gulf of Nicoya. In 1999,
household wastewater represented 40% of the pollution in the
basin, followed by industrial runoff (23%), animal waste (16%),
and solid waste (14%). Industrial pollution from the processing
of coffee, which in the early 1990s amounted to 21% of all pollu-
tion, was down to 5% in 1998.

Air pollution in the San José metropolitan area has declined
since 1995, when suspended particulates peaked at 340 mg/m?
(compared with the WHO maximum threshold of 100 mg/m?) as
a result of the massive uncontrolled influx of vehicles starting in
1994. The reduction of this level in subsequent years was due to
introduction of required catalytic converters and, to a lesser ex-
tent, emission controls. It is estimated that 75% of all air pollu-
tion comes from the transportation sector and the remaining
25% from industrial activity and electric power generation.

Costa Rica ranks among the top users of pesticides in the
Americas, with a per capita level more than four times higher
than the world average of 0.5 kg/inhabitant/year. Use of these
substances exposes the community, and agricultural workers in
particular, to high risk. Acute pesticide poisonings have in-
creased: 676 cases were reported in 1999 and 752 in 2000 (23% of
them in children and youths).

Organization of Public Health Care Services

Health Promotion

Since 1995, the Ministry of Health has had a National Program
for Health Promotion and Protection, which encourages social
participation and ties this in with education and mass commu-
nication. Programs have been carried out in connection with the
creation of “healthy spaces” in the cantons, at education centers,
and in the workplace. A joint action program (CARMEN) has
been launched to address the multiple factors that contribute to
chronic diseases.

An intersectoral program, “Toward an Agenda for Childhood
Beyond the Year 2000, has been started that envisages improve-
ments in the health of children and adolescents, fulfillment of in-
ternational commitments, and the defense of their rights as set
forth in the “Code on Children and Adolescents” promulgated in
February 1998.

The elderly have received greater attention since 1998, after
creation of the National Council on Older Adults, chaired by the
First Lady, and approval of the Comprehensive Law on Older
Adults, which sets forth the rights and entitlements of persons
over the age of 65.

Disaster Preparedness

The country is highly vulnerable to earthquakes and floods. In
1999, a law was enacted that expanded the functions of the
National Emergency Commission (CNE), giving it authority to
act in the face of imminent risks at times of disaster and to mo-
bilize the nation for intervention based on municipal prepared-
ness plans. The Ministry of Health plays an important role in pol-
icy making, planning, and taking actions at the different levels of
the health system to reduce the vulnerability of the health infra-
structure and safeguard it against the impact of disasters.

Vaccination Program

The Expanded Program on Immunization (EPI) is executed
by the CCSS, while epidemiological surveillance and case find-
ing are the responsibility of the Ministry of Health, with partic-
ipation by the CCSS through interinstitutional boards. During
19962000, vaccination coverage was consistently 80% or
higher, except for the vaccines against Haemophilus influenzae
type b (Hib) and hepatitis B virus (HBV), more recently incor-
porated into the EPI. However, the national indicators do not re-
flect differences in coverage at the level of the cantons (Figure
5). In 1999, national vaccination coverage against measles in
1-year-olds was 89.3% for the country as a whole, with 86.4%
of the cantons at levels of 80% or higher and 43.2% at 95%
or better. That same year, national coverage with OPV3 was
85.5% in children under 1 year of age; 79% of the cantons had
levels of 80% or higher, and 33.3% reached or exceeded the 95%
mark.
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Health Analysis, Epidemiological Surveillance, and Public Health
Laboratory Systems

In 2000, the Ministry of Health created the Bureau of
Epidemiology, while the CCSS inaugurated its Epidemiological
Surveillance Unit. In addition, plans progressed toward imple-
menting the public health epidemiological surveillance system,
covering reportable diseases such as domestic violence, cervical
and breast cancer, and accidents. Also, interinstitutional surveil-
lance committees were established to improve coordination be-
tween the Ministry of Health, the CCSS, the AyA, and municipal
governments. The Ministry of Health is responsible for vector
surveillance and control.

The Public Health Laboratory Network comprises 85 CCSS
and private laboratories, a national reference center, and the
Costa Rican Institute for Research and Education in Nutrition
and Health (INCIENSA). In 1996, the Institute began a restruc-
turing process that emphasizes the role of laboratories, training,
and research in the area of surveillance.

Surveillance of deaths in children under 1 year was initiated in
1996 with creation of the National Infant Mortality System, and
the surveillance of maternal mortality began in 1997. In each
case, standards have been set and research tools are available for
investigating each death.

Potable Water, Excreta Disposal, and Sewerage Services

Water supply service attained a coverage of 97.5% in 1999, but
only 75.7% of the population had potable water. By law, AyA is re-
sponsible for designing and building the country’s water supply
and sewerage systems. In 2000, AyA reached 46.9% of the popu-
lation, although it supplied 96% of the potable water. Other enti-
ties are also responsible for water administration, such as the
municipal governments and the committees that manage rural
aqueducts.

Coverage with sanitary sewerage systems and in situ excreta
disposal reached 96.1% of the population. However, sewage dis-
posal via sanitary sewerage lines was 26%, and only 4% of the
sewage received sanitary treatment. In 2000, AyA invested US$ 28
million in water supply and sewerage infrastructure specifically
for the San José metropolitan area.

Solid Waste Services

Collection and final disposal of solid waste is handled by the
municipal governments. Coverage with household solid waste
collection was 69% in 2000. Of the country’s 81 municipalities, 38
(47%) disposed of their refuse in sanitary landfills, and the re-
maining 43 (53%) used open dumps. Hospital waste is inciner-
ated and disinfected and then discarded in sanitary landfills or
controlled refuse dumps. Forty-five percent of all hospital waste
is deemed hazardous. In 1999, the health authorities took steps to
classify and manage hospital waste. The CCSS invested US$ 1
million in basic sanitation programs and in procuring special-
ized disinfection equipment.
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Pollution Prevention and Control

The Ministry of Health, through its Human Environment
Control Program, is responsible for monitoring and controlling
air pollution. It coordinates an emissions monitoring network
that includes the Ministry of the Environment and the
Atmospheric Chemistry Laboratory at the National University.
The Ministry of Public Works and Transportation controls pollu-
tion generated by automotive vehicles. The building code cites
the need for ventilation to improve air quality in closed areas, and
the regulations for worker safety and hygiene include guidelines
on ventilation to prevent health problems.

Food Aid Programs

Three food aid programs have nationwide coverage: the Child
Nutrition and Development Centers, which have been in opera-
tion since 1930, are directed toward mothers and children at risk;
the School Cafeteria Program, established in 1912, serves pre-
school children, school-age children, and adolescents in the pub-
lic education system; and the Community Households Program,
created in 1992, assists the children of low-income working
mothers.

Organization of Individual Health Care Services

Outpatient, Emergency, and Inpatient Services

At the end of 2000, the CCSS had 670 EBAIS supported by
teams from the 83 health areas; in addition, there are 120 EBAIS
managed by cooperatives that do not come under the CCSS but
carry out the same health care programs. The secondary level of
care is made up of 10 clinics, 13 peripheral hospitals, and 7 re-
gional hospitals. At the tertiary level, there are six specialized hos-
pitals and three general hospitals that serve the entire country
and offer highly specialized care.

The private health sector institutions are financed by direct
payments from users. There is little connection between them ex-
cept for patient referrals. Medical care for work-related accidents
is provided by the National Insurance Institute; however, because
its service network is limited, it often enters into service con-
tracts with private providers and even the CCSS.

Auxiliary Diagnostic Services and Blood Banks

The health services are supported by a network of laborato-
ries, some of which use very advanced technology. INCIENSA
acts as a reference center. For the management of blood and
blood products, there is a network of 25 public and 3 private
blood banks strategically located throughout the country. The
laboratories and the blood banks initiated quality assurance pro-
grams in 2000.

The Department of AIDS Control has a diagnostic and refer-
ence laboratory that provides support for the public and private
laboratories that diagnose HIV as well as for the blood banks.
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The quality of blood for transfusion is guaranteed, and serologic
screening for all pregnant women is being promoted. A law on
HIV/AIDS and its enabling regulations were enacted in April
1998, and this legislation defines the rights of patients and guar-
antees them access to comprehensive treatment without discrim-
ination.

Specialized Services

The CCSS has the following specialized services: the National
Psychiatric Hospital, the Dr. Roberto Chacén Paut Hospital for
psychiatric care, the Blanco Cervantes National Hospital for geri-
atric care, and the National Women's Hospital. There is also the
Institute on Alcoholism and Drug Dependence, which provides
ambulatory care,and a model program that offers comprehensive
care for domestic violence has been in operation since 1998 in
the province of San José. For rehabilitative care, there is a national
network of CCSS services consisting of three specialized and two
general hospitals at the national level, plus five regional and two
peripheral hospitals.

Health Supplies

The Ministry of Health has a Bureau of Registration and
Control, which is responsible for regulating drugs, food, and
other products for human use. There are two laboratories that
provide drug quality control and have personnel trained in the
surveillance of good manufacturing practices. The CCSS has a
laboratory that produces generic drugs and parenteral solutions,
but more than 90% of these products are obtained from private
laboratories.

The official list of drugs is prepared by the Central Committee
on Pharmacotherapy and includes six categories: drugs of gen-
eral and specialized use; restricted drugs; radiodiagnostic con-
trast media; drugs used in dentistry; drugs used by obstetric
nurses; and drugs used in coverage programs.

The public sector has 1.6 hospital beds per 10,000 population;
four national hospitals offer tomography services and have trans-
plant and hemodialysis units, and 11 hospitals have an intensive
care unit. The CCSS sets aside 4.4% of its operating budget for
maintenance, and 55% of its personnel in this area are technically
trained. A study revealed that 87% of the equipment is in good
condition and 6.4% in fair condition.

Human Resources

Information on the available supply of health personnel by
category is not confirmed or compiled within the health sector
institutions, nor is there an accessible register of employment for
the private sector. The only information available for the country
as awhole is the data from the National Institute of Statistics and
Censuses (INEC). Another limitation has been the deconcentra-
tion of human resource management to the health service units,

which have the authority to hire personnel under flexible
arrangements and to contract for their needs with third parties.

The number of personnel in almost all categories has in-
creased, but a percentage breakdown by professions in the CCSS
shows that the proportion of physicians fell from 85% in 1990 to
51.9% in 1999 (Table 2). This drop is accounted for in part by the
increase in other professional categories in connection with the
EBAIS strategy.

Fifteen private universities joined the ranks of Costa Rica’s ac-
ademic institutions during 1996—2000, for a total of 54 universi-
ties. With no policy regulating the formation and training of
human resources in the health sector, there is a risk that in the
medium term the increased number of professionals in the
health sciences may exceed the availability of jobs.

The Ministry of Health has set forth its training priorities in
the Institutional Training Plan, which is being executed with
funds from cooperation agencies. Training is offered by the CCSS
through its Social Development Center and also its National
Strategic Development Center. The decentralized establishments,
according to their management agreements, can organize and fi-
nance their own training activities.

The proportion of private sector workers in the health labor
market has grown from 9.9% in 1990 to 24% in 1999. At the same
time, however, data from INEC show that unemployment in the
health sector increased from 0.4% in 1998 to 1.2% in 1999.

Health Research and Technology

In Costa Rica, the Ministry of Health is responsible for guiding
health research, which is primarily carried out at the Health
Research Institute and the Clodomiro Picado Institute, which is
part of the University of Costa Rica. Research in public health is
conducted mainly at the University of Costa Rica School of Public
Health and includes thesis research undertaken by candidates for
the master’s degree. The National University conducts research
on topics related to the environment and health. The Latin
American Institute of Prevention and Health Education and the
Costa Rican Demographic Association are nongovernmental
agencies that also conduct research.

The last five years saw an increase in private research carried
out at CCSS installations by foreign organizations, which usually
included research with human subjects. This situation raised
concern among the institution’s authorities, which led to an eval-
uation of compliance with institutional and international stan-
dards for research on human subjects.

Health Sector Expenditure and Financing

The country’s expenditure on health as a percentage of GDP
declined from 7.6% in 1996 to 5.7% in 2000. Health expenditure
included spending by the Ministry of Health, CCSS, AyA, INS, and
municipal governments. The decrease in spending by the
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TABLE 2. Human resources in the health services, by category, Costa Rica, 1995-1999.

Health professionals 1995 1996 1997 1998 1999
Total

Physicians? 3,820 5,157 5,518 5,998 6,422
Dentists 1,325 1,356 1,404 1,416 1,543
Pharmacists 1,187 1,233 1,258 1,327 1,452
Microbiologists® 929 964 1,002 1,042 1,112
Population per physician® 883 668 636 596 567
Personnel working in the health sector

Physicians 2,845 2,937 3,021 3,178 3,330
Dentists 202 198 211 254 286
Pharmacists 219 222 249 241 260
Microbiologists 356 369 379 400 428
Nurses 1,747 1,825 1,817 1,159 1,204
All professionals 5,396 5,551 5,677 5,232 5,508
Other professionals 25 27 27 730 732
Others

Technicians and aides 9,224 9,559 9,948 10,942 11,307
General services and 13,066 13,100 13,087 13,434 13,515

administrative personneld

aln 1995, this included practicing physicians, resident aliens, and those in the social services. In 1996, the College of
Physicians modified its database and since then only registers practicing physicians, thus these two periods are not compa-
rable.

PExcludes members who are retired or live abroad.

®Based on population figures from DGEC, MIDEPLAN, and CELADE. Population estimates and projections for 1950-2025
(recommended hypothesis). In 1996, the College of Physicians modified its database and since then only registers practicing
physicians, thus these periods are not comparable.

dIncludes industrial production personnel.

Ministry of Health may be attributable to personnel and budget-
ary cutbacks within the context of health sector reform.
Compared with the monies allocated to the Ministry of Health
(0.3%), AyA (0.4%), INS (0.2%), and the municipalities (0.2%),
the largest share of health spending in 2000 went for individual
care provided by the CCSS (4.6%)—in other words, to cover dis-
ease and maternity.

In 1999, the CCSS contributed 95.5% of the health sector’s in-
come, while the remaining 4.5% came from other institutions
(Ministry of Health, INCIENSA, National Drug Commission,
Institute on Alcoholism and Drug Dependence, Technical Council
on Social Medical Care, and Office of International Cooperation
in Health). CCSS insurance financing was contributed on a tri-
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partite basis by employers, workers, and the State (9.25%, 5.5%,
and 0.25%, respectively).

External Technical Cooperation and Financing
Technical cooperation for Costa Rica fell 17.6% between 1990
and 1999, while nonreimbursable technical cooperation dropped
12.6% in the same period. The United Nations system, USAID,
and cooperation from Sweden funded most of the technical co-
operation projects at the beginning of the decade. Currently, the
largest amounts come from Taiwan and the United Nations sys-
tem. Support from the IDB accounted for 35.7% of all coopera-
tion during 1990-1999, and in 1999, it accounted for 52.4%.
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FIGURE 1. Gross domestic product, annual growth (%),

Costa Rica, 1990-2000.

FIGURE 4. AIDS incidence, by sex, with male-female ratio,

Costa Rica, 1990-2000.
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FIGURE 3. Population structure, by age and sex, Costa

Rica, 2000.

80+
75-79
70-74
65-69
60-64
55-59
50-54
45-49
40-44
35-39
30-34
25-29
20-24
15-19
10-14

5-9

0-4
12 10 8 6 4 2 0 0 2 4 6 8
Percentage

B Males Il Females |

10 12

197



CUBA

OVERVIEW

major islands—Isla de Cuba and Isla de la Juventud—and

around 4,190 keys and islets. The country is located in
the Caribbean Sea, at the entrance to the Gulf of Mexico, and
has a total surface area of 110,860 km?. Politically and admin-
istratively, Cuba is divided into 14 provinces and one special
municipality.

Despite the economic constraints and socioeconomic adjust-
ments that followed the crisis of the 1990s, which is known as the
“special period,” Cuba’s development strategy has remained fo-
cused on achieving the essential objective of social equity by en-
suring universal availability of free social services, such as edu-
cation, health care, and social assistance. A basic level of food
intake and provision of essential goods are also assured, with dif-
ferential treatment for children, pregnant women, the elderly, the
sick, and other vulnerable groups.

The lowest point in the economic crisis came in 1994. The re-
covery began the following year, and the economy has registered
growth every year since then. The GDP grew steadily at an annual
average rate of 4.8% between 1994 and 2000, rising to 5.6% in the
period 1999-2000. The increase in income per capita averaged
3% a year between 1994 and 2000. This economic turnaround
has enabled sustained growth in expenditures for health, educa-
tion, social assistance, and social security. It is estimated that
GDP per capita (at constant 1981 prices) in the country increased
from US $1,290 in 1996 to US $1,475 in 2000; of those amounts,
between 8% and 10% annually was spent for health.

The key sectors of the economy have recovered, but globaliza-
tion has had a negative impact on import and export prices. For
example, sugar exports in 2000 suffered as a result of low prices
on the world market, even though production increased 7.3% in
comparison to 1999. At the same time, rising petroleum prices
have increased the price of imports.

Tourism revenues have become a mainstay of the national
economy. In 2000, 1.8 million tourists visited Cuba—a 10% in-
crease over 1999 and five times more than 11 years earlier.

The Republic of Cuba is an archipelago consisting of two
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At the start of the “special period,” unemployment and under-
employment rose to 7.5%, and between 1990 and 1998 more than
155,000 workers lost their jobs (although they continued to re-
ceive 60% of their wages). Most of these workers eventually found
new employment, and by the end of 1998 only 3,044 remained
jobless.

The agricultural sector comprises a cooperative subsector (the
largest), a private subsector, and a State subsector. In the last six
years, the Cuban government has turned over, free of charge,
100,000 hectares of state-owned land for use by farmers in order
to stimulate the production of coffee and fruit crops, as well as
other crops to meet family needs. There is also a sector of work-
ers who engage in private activities, producing a wide range of
goods and services, and a corporate sector, in which foreign in-
vestors play a role through various forms of partnership.

The country’s domestic financial situation is in balance, and
liquidity has been maintained at levels considered appropriate
since 1995. The budget deficit has fallen to under 3% of GDP,
thanks to the stabilization and structural adjustment policy in-
troduced in 1993. This policy has been largely successful, as evi-
denced by the correction of the fiscal and external deficits, re-
duction of monetary pressures, and the evolution of the parallel
exchange rate. Moreover, the risk of hyperinflation has abated
and productive activity has recovered.

With regard to external finances, Cuba remains without access
to the principal sources of financing and credit. In 1999, the
country negotiated favorable agreements on the foreign debt
with Japan and some European countries, which has enabled it to
fulfill its commitments and increase trade and investment.

Although the macroeconomic situation is relatively good, the
population does not enjoy the same standard of living as before
1989 with regard to availability of foods, manufactured goods,
and domestic appliances at affordable prices. Transportation—
both short- and long-distance—remains a problem, as does
housing, both in terms of construction of new dwellings and lack
of the means to repair existing ones. Production of eggs, milk,
poultry, beef, and pork is 5% lower than before the start of the
“special period” in the early 1990s.
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The demographic transition process, coupled with a sustained
decline in fertility and mortality rates over the last two decades,
has led to low levels of population growth and a shift in the age
structure of the population, with an increasing proportion of
older persons. In 2000, the group aged 60 and over made up
12.9% of the total population (Figure 1). Persons under 15 years
of age constituted 22.0% of the population in 1996 and 22.2% in
2000.

As of 30 June 2000, the total population was estimated at
11,187,673 (population density of 100.9 persons per km?), and
75.2% lived in urban areas. The crude birth rate decreased from
17.6 births per 1,000 population in 1990 to 12.7 in 1996; in 2000
the crude rate increased, but only to 12.8. The average annual
population growth rate fell from 0.36% in 1996 to 0.30% in the
year 2000, with no noteworthy changes in the interim.

The fertility rate increased from 46.2 per 1,000 women aged
15 to 49 in 1996 to 47.3 in 2000. At the same time, total fertility
rose from an average rate of 1.49 children per woman to 1.55. The
crude reproduction rate in 1996 was 0.76, and it remained stable
over the next four years, indicating a low population replacement
level. In 2000, the age-specific fertility rate decreased from 54.3 to
52.3 among the youngest group (15-19 years), while the rate
among the group aged 20-39 increased, with a more marked rise
in the group aged 20-24 (Figure 2).

The crude death rate was 7.2 per 1,000 population in 1996 and
6.8 in 2000. Sex-specific mortality was slightly higher among
males (55.1%). Life expectancy at birth for the period 1994—1995

was 74.8 years for both sexes: 72.9 for males and 76.9 for females.
The differences between provinces are minimal: the figures range
from 73.9 in Havana to 76.6 in Holguin.

Table 1 shows death rates from six broad groups of causes by
age groups for 1996 and 2000. Diseases of the circulatory system
are the leading cause of death, with a crude mortality rate in 2000
of 288.7 deaths per 100,000 population and a male-female ratio
of 1.11 (Figure 3). In comparison with 1996, the age- and sex-
adjusted death rates from diseases of the circulatory system and
external causes decreased 9.7% and 14.5%, respectively, in 2000,
while deaths from malignant neoplasms increased 4.6% (Table
1). In terms of age, the group aged 5 to 14 had the lowest death
rates (27.3 deaths per 100,000 population), and the group 65 and
over had the highest rates. During the four-year period, the risk
of dying for these age groups fell 17.3% and 9.1%, respectively.

Mortality from communicable diseases declined in all age
groups, except those over the age of 65. Mortality from the six
broad groups of causes differed only slightly for urban and rural
population strata in 2000: 754.8 per 100,000 population in urban
areas, 633.1 in rural-urban areas, and 552.5 in rural areas. The
urban-rural mortality ratio was 1.37.

The leading causes of death in the country are chronic non-
communicable diseases. Diseases of the heart, malighant neo-
plasms, and cerebrovascular diseases are the first three causes and
account for 60% of all deaths. Between 1996 and 2000, the risk of
dying from heart disease decreased from 206.3 deaths per
100,000 population to 180.3, while the risk of dying from malig-

TABLE 1. Mortality? by broad groups of causes® and age, Cuba, 1996 and 2000.

Age groups Total
0-4 5-14 15-39 40-64 65 and older Crude Ajusted

Broad group of causes 1996 2000 1996 2000 1996 2000 1996 2000 1996 2000 1996 2000 1996 2000
Diseases of the circula-

tory system (390-459) 38 32 14 10 115 120 2055 2116  2,776.6 24292 3114 2887 260.2 235.0
Malignant neoplasms

(140-239) 64 75 56 5.2 15.8 156 1664 189.9 9855 9927 1410 1503 1182 1236
External causes

(E800-E999) 229 151 157 127 631 494 720 664 3242 2947 793 689 710 607
Communicable

diseases

(001-139, 320-322,

460-466, 480-487) 310 265 21 15 46 42 285 261 4538 4607 532 539 451 446
Certain conditions

originating in the

perinatal period

(760-779) 577 617 0.2 - 0.1 0.0 - - - 0.1 42 42 43 45
Other causes

(remaining 001-E999) 680 60.9 81 69 279 241 1166 110.8 9478 809.2 1346 1202 114.2 100.9
Total 189.8 1749 330 273 1230 1054 589.1 6048 54879 49865 7237 6861 6141 569.4

aRates per 100,000 population.

bCauses of death coded according to the International Classification of Diseases, 9th Revision (ICD-9).

Source: Direccion Nacional de Estadistica, Ministerio de Salud Publica.
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nant neoplasms and cerebrovascular diseases increased 6.6% and
0.9%, respectively. In contrast, the death rate from diabetes melli-
tus decreased 46% over the last five years (Table 2). When mortal-
ity rates from the principal causes of death are adjusted for age, a
decrease is observed for all causes except influenza and pneumo-
nia (Figure 4). Geographic differences in adjusted mortality rates
for the 10 leading causes of death (highest value/lowest value for
each cause) are minimal. As for sex differences in death rates,
male deaths exceeded female deaths from all causes except cere-
brovascular disease (0.9) and diabetes mellitus (0.5). In 2000, ma-
lignant neoplasms and heart disease accounted for the largest
number of years of potential life lost: 15.5 and 11.5 years per 1,000
population aged 1-74 years, respectively (Figure 5).

HEALTH PROBLEMS
By Population Group

Children (04 years)

In 1997, the United Nations Committee on the Rights of the
Child recognized Cuba for having achieved the majority of the
goals of the World Summit for Children. The country is also very
close to reaching other goals in regard to maternal deaths, low
birthweight, nutrition, and breast-feeding.

Infant mortality has shown a downward trend, dropping from
7.9 per 1,000 live births to 7.2 in 2000, with some yearly varia-
tions. In 2000, 62.8% of infant deaths occurred in the neonatal
period, including both early and late neonatal deaths (overall rate
of 4.5 per 1,000 live births; early neonatal mortality was 3.1 per
1,000 and late neonatal mortality was 1.4). The differences in
neonatal mortality rates among the three regions of the country
were relatively slight, ranging from 5.0 to 8.1 per 1,000 live births
for the central provinces and between 7.0 and 9.1 for the eastern

provinces. The western provinces had the lowest rates: 4.9 to 7.6
per 1,000. Over the last decade, infant mortality has declined in
all provinces (Figure 6), and the differences between provinces
have lessened.

Since 1980, the first five causes of death among children under
1 year of age have been conditions originating in the perinatal pe-
riod, congenital anomalies, sepsis, influenza and pneumonia, and
accidents, which together account for more than 80% of all
deaths in this age group. In the period 1996—2000, the risk of
dying decreased for all causes, except conditions originating in
the perinatal period (Table 3). Between 1996 and 2000, perinatal
mortality ranged from 12.4 to 12.7 per 1,000 live-born infants
aged under 7 days and fetuses weighing 1,000 g or more. The per-
centage of children with low birthweight fell from 7.3% in 1996 to
6.1% in 2000. This percentage was lower for all provinces with re-
spect to the previous quadrennium, but there were differences
between provinces, which in 2000 ranged from 3.8% to 7.2%.

Mortality from all causes among children aged 1 to 4 de-
creased from 0.6 per 1,000 in 1996 to 0.4 in the year 2000. Table
4 shows the five leading causes of death in this age group in 1996
and 2000. Deaths among children under 5 years of age consti-
tuted 1.7% of all deaths in 2000. Mortality among children under
age 5 decreased from 10.7 per 1,000 live births in 1996 t0 9.1 in
2000. The child survival rate at 5 years of age was 99.1% in
2000—0.2% more than in 1996.

Schoolchildren (5-9 years)

Deaths in this age group represented 0.3% of total deaths in
2000, with a mortality rate of 0.3 deaths per 1,000 population (0.3
for males and 0.2 for females). In 2000, the five leading causes of
death accounted for 73.2% of all deaths in this age group. The
first cause was accidents, at a rate of 9.6 per 100,000 population
(12.0 among males and 7.0 among females), followed by malig-
nant neoplasms (4.1 per 100,000, similar rates for both sexes),

TABLE 2. Leading causes of death??, all age groups, Cuba, 1996, 1999, and 2000.

Causes 1996 1999 2000
Cardiovascular diseases (393-429) 206.3 193.2 180.3
Malignant neoplasms (140-208) 1374 1474 146.5
Cerebrovascular diseases (430-438) 722 74.9 729
Influenza and pneumonia (480-487) 40.4 473 46.2
Accidents (E800-E949) 51.6 46.9 445
Diseases of arteries, arterioles, and capillaries

(440-448) 31.9 337 32.6
Suicide and self-inflicted injuries (E950-E959) 18.3 18.4 16.4
Diabetes mellitus (250) 235 14.3 13.1
Cirrhosis and other chronic liver disease (571) 8.4 10.1 8.9
Homicide (E960-E969) 6.6 55 53

aCrude rate per 100,000 population.

bCauses of death coded according to the International Classification of Diseases 9th Revision (ICD-9).
Source: Direccion Nacional de Estadistica, Ministerio de Salud Publica.
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TABLE 3. Leading causes of death?® in the population
under 1 year of age, Cuba, 1996, 1998, 1999, and 2000.

Causes 1996 1998 1999 2000
Certain conditions originating in the

perinatal period (760-779) 32 30 28 32
Congenital anomalies (740-759) 22 20 19 19
Sepsis (038) 06 04 03 03
Influenza and pneumonia (480-487) 04 04 02 03
Accidents (E800-E949) 03 03 03 02

aRates per 1,000 live births.

bCauses of death coded according to the International Classification of
Diseases, 9th Revision (ICD-9).

Source: Ministerio de Salud Publica, Direccion Nacional de Estadistica.

TABLE 4. Leading causes of death®? among children aged
1-4 years, Cuba, 1996 and 2000.

Causes 1996 2000
Accidents (E800-E949) 19 11
Congenital anomalies (740-759) 0.8 0.5
Malignant neoplasms (140-208) 0.6 0.5
Influenza and pneumonia (480—487) 0.6 0.4
Meningitis (320-322) 0.2 0.2

aRates per 10,000 population.

bCauses of death coded according to the International Classification of
Diseases, 9th Revision (ICD-9).

Source: Direccion Nacional de Estadistica, Ministerio de Salud Publica.

congenital anomalies (2.1), homicide (0.7), and influenza and
pneumonia (0.4). The most frequent communicable diseases in
this age group are acute respiratory infections and acute diar-
rheal diseases.

Adolescents (10—14 years and 15—19 years)

Health of adolescents is the focus of a specific program of
health and development. In 1996, this population group consti-
tuted 14% of the total population and in 2000, 13.8%. Slightly
over 70% of adolescents reside in urban areas, with no significant
differences by sex or age subgroup. The fertility rate among ado-
lescents decreased from 54.3 per 1,000 women in this age group
in 1996 to 52.3 in 2000.

Adolescent deaths between 1996 and 2000 accounted for less
than 1% of all deaths in the country. The mortality rate for all
causes among adolescents was 0.56 per 1,000 population in 1996
and 0.48 in 2000. Particularly worthy of note is the 27% reduction
in mortality from accidents during the last four years.

Adults (20-59 years)

The adult population in 2000 was estimated at 5,572,066, and
50.4% were females. The largest proportion of the adult popula-
tion (53.2%) resides in urban areas; 28.8% of adults live in
intermediate or urban-rural areas, and the rest live in rural areas.

Around 20% of all deaths in the country occur in this age
group. Males account for 12.0% of that proportion and females
for 8.0%. The crude death rate from all causes was 2.9 per 1,000
population in 1996 and 2.8 in the year 2000 (3.5 among males
and 2.2 among females). The five leading causes of death were
malignant neoplasms (75.1 per 100,000), heart disease (55.3),
accidents (31.1), cerebrovascular disease (20.9), and suicide
(19.0). The first three causes were responsible for 56.5% of all
deaths in this age group. Excess male mortality was observed for
all causes except malignant neoplasms (the risk of dying was
2.22,4.43,1.17,and 2.37 times higher among men for the other
four causes, respectively).

The most frequent communicable diseases in this population
are acute respiratory infections (which accounted for 222.5 med-
ical visits per 1,000 population in this age group) and acute diar-
rheal diseases (40.7).

Almost all mothers (99.9%) give birth in a health institution.
The largest number of births occurred among women aged 25 to
29. With respect to schooling, a higher proportion of births in
urban areas occur among women who have completed 12 years
of schooling (48.1%), while in rural areas women who have com-
pleted nine years of education account for the largest proportion
(45.8%). The average number of prenatal visits exceeds 10 per
birth, and 95% of first visits occur before the 14th week of preg-
nancy. The country has 258 maternity homes that provide special
care for women who require it, whether for geographic or other
reasons. The direct maternal mortality rate was 24.2 per 100,000
live births in 1996. In 2000, the rate was higher (34.1), due mainly
to an increase in deaths from other complications of pregnancy,
childbirth, and the puerperium.

The Elderly (60 years and older)

Health care for older adults is provided through a comprehen-
sive program that encompasses both the community level and
the institutional/hospital level. Community services under this
program are oriented basically towards health promotion
through “grandparents’ circles,” of which there are currently
13,894 in the country, with a total of 468,584 participants. There
are also 129 “grandparents’ homes;” with 3,699 residents, and 865
recreational and educational groups for older adults. The home
health care system for older adults serves more than 60,100 older
persons who live alone, providing them with comprehensive, in-
tersectoral care. Care is provided by 447 multidisciplinary pri-
mary health care teams. The Ministry of Labor and Social
Security and the Ministry of Public Health have principal re-
sponsibility for the social programs that serve older adults who
live alone or have no family support.

Mortality among older adults has shown an upward trend in
recent years. This population group accounted for 75.4% of all
deaths in the year 2000 (53.2% men and 46.8% women). The
main causes of death in 2000 were heart diseases (rate of 1,174.8
per 100,000 population aged 60 and over), malignant neoplasms
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(827.8), and cerebrovascular diseases (481.5), which were re-
sponsible for 63% of the total number of deaths in this age group.
The risks of dying from heart and cerebrovascular diseases in
2000 decreased 16% and 1.2%, respectively, in comparison with
1996; mortality from these two causes was 1.36 and 1.62 times
higher among men than women, whereas the male-female ratio
was lower (0.91) in the case of cerebrovascular disease.

The most frequent communicable diseases in the older popu-
lation are acute diarrheal diseases and acute respiratory infec-
tions, which accounted, respectively, for 56.7 and 296.2 per 1,000
medical visits among older adults in the year 2000.

Workers' Health

Workers' health is organized nationally as part of the occupa-
tional health and safety strategy. Responsibility for this area is
shared by the Ministry of Public Health, Ministry of Labor and
Social Security, and Ministry of the Interior. In the labor context,
women enjoy equal rights with men in all spheres. In addition,
women are entitled to paid maternity leave before and after
childbirth (up to one year), and their children receive care and
education in state institutions. Workers have guaranteed access to
primary health care services in the community and, in some
cases, in their workplaces. In 2000, 4,722 workplaces offered
health care services for their workers.

Since 1998, reporting of occupational diseases has been manda-
tory, and 53 specialized facilities have been exclusively authorized
to diagnose such diseases. In that year, 668 cases of occupational
disease were diagnosed. The number for 2000 was 436. Of those
cases, 70% occurred in male laborers aged 40-50 who had more
than 15 years of exposure. The main diseases were dermatosis
caused by exposure to petroleum products, chronic nodular laryn-
gitis among teachers, and chronic chemical poisoning. The annual
average number of occupational accidents is 13,000. Disability due
to such accidents has increased from 7 to 10 days per case in the
last five years. The total days of temporary disability due to disease
or accidents decreased 25% during the same period.

Special Groups

Cuba has a special government program known as the
Turquino-Manati Plan, which is aimed at promoting sustainable
development among populations residing in mountainous areas.
In addition to other social benefits, the 726,605 inhabitants of
these regions have access to an extensive network of health serv-
ices, including 1,387 primary health care teams (family doctors
and nurses), who work in 1,137 health care facilities distributed
among the rural communities, which are linked to 19 polyclinics.
This population is also served by 43 rural hospitals, 107 pharma-
cies, 31 laboratories that produce phytopharmaceuticals and ap-
itherapy products (derived from honey bees), and 273 oral health
care posts. In 2000, there were 2,445,744 medical visits (3.9 per
person), 983,898 dental visits (2.1 per person), and 26,561 home
health care visits. During the same period, infant mortality in
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these areas was 7.6 per 1,000 live births. Of the 48 municipalities
targeted by the Turquino-Manati Plan, 46 are served by the
Integrated Emergency Care System and 24 belong to the healthy
municipalities network.

By Type of Health Problem

Natural Disasters

Between 1997 and 1999, the country suffered the effects of a
prolonged drought and two hurricanes, Georges and Irene, which
caused considerable property damage in the eastern and central
provinces. Timely preventive measures prevented more serious
consequences, although six human lives were lost. The absence of
outbreaks of communicable disease reflects the high level of or-
ganization and control achieved by the respective programs.

In 1996, the Public Health Ministry created the Latin Ameri-
can Center for Disaster Medicine for the purpose of coordinating
the national scientific and technical resources available in 12 re-
search institutes and other prevention, care, education, and sci-
entific-technical information centers. Updating and execution of
annual plans and regular training for medical and paramedical
personnel and for the general public help ensure that the country
is prepared to cope with disasters.

\ector-borne Diseases

Cuba has a program aimed at eradicating the Aedes aegypti
mosquito, with an entomological and epidemiological surveil-
lance system that permits detection of the vector and of cases im-
ported from other countries. A dengue outbreak in Santiago de
Cuba in 1997 was caused by a serotype 2 virus. This epidemic
produced 3,012 confirmed cases (although the actual number of
people who contracted the disease is estimated at over 5,000),
with 205 cases of hemorrhagic dengue and 12 deaths, all of
adults. The onset of the epidemic was confirmed in late
December 1996, but it was halted before it spread to all 35 mu-
nicipalities in the country that were infested with A. aegypti. In
the second half of September 2000, the Pedro Kouri Institute of
Tropical Medicine confirmed the circulation of serotypes 3 and 4
of the dengue virus in three municipalities in Havana province;
138 cases of dengue fever were reported.

Malaria was eradicated in 1967, following a campaign to elim-
inate the vector and control foci of diagnosed cases. Since that
year, imported cases and isolated outbreaks of locally transmit-
ted cases have been reported, the majority associated with in-
fluxes of population from Nicaragua and countries of Africa. In
the period 1996—2000, Cuba had 75 imported cases.

Diseases Preventable by Immunization

The National Immunization Program protects the population
against 13 diseases. The Program achieved the elimination of po-
liomyelitis in 1962 (although annual vaccination campaigns con-
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tinue to be conducted among children under 3 years of age),
neonatal tetanus in 1972, diphtheria in 1979, measles in 1993,
and pertussis, rubella, and mumps in 1995.

Vaccination coverage among children under 2 years, school-
children, and adults is over 95%. Only five cases of tetanus were re-
ported in 1995 and only one in 2000. In 1999, the vaccine against
Haemophilus influenzae type b was introduced for all children
under 1 year of age. As a result, in 2000 only 35 cases of illness due
to this pathogen were reported, as compared to 128 cases in 1995
(a 72% reduction). The impact of vaccination against meningo-
coccus groups B and C is evident from the ongoing decline in mor-
bidity, which dropped from 64 cases in 1995 to 56 in 2000.

Intestinal Infectious Diseases

The incidence of intestinal infectious diseases in 2000 was
77.1 per 1,000 population, which is 25.7% lower than in 1994.
Typhoid fever exhibited an endemo-epidemic pattern, with the
occurrence of localized outbreaks in some high-risk areas. The
number of reported cases per 100,000 population fell from 0.7 in
1996 to 0.3 in 2000. The disease had the greatest impact on the
population aged 1 to 14 years. No clinical or subclinical cases of
cholera have been reported since the early 1900s, but the country
maintains a national cholera program and surveillance system.

Foodborne Diseases

Cuba has a program for surveillance of food and water con-
taminants. The highest number of cases occurred in 1996, when
716 outbreaks of disease due to contaminated water and food
(especially ciguatera fish poisoning) were reported; in 2000, only
306 outbreaks were reported.

Chronic Communicable Diseases

From 1972 to 1992 the incidence of tuberculosis showed a
downward trend, with an annual average reduction of 5%. In sub-
sequent years, the rate rose by almost two and half times before
beginning to decline again in 1995 (Figure 7). The incidence of
reported cases in 1996 was 13.5 per 100,000 population and 10.1
in 2000. The reduction occurred mainly in the group aged under
1 year, in which no cases were reported (BCG vaccination cover-
age among newborns is over 99%), and the group aged 15 and
over, in which the rate decreased from 15.4 in 1996 to 12.8 per
100,000 in 2000. Mortality in the last five years remained below 1
per 100,000 population, falling from 0.8 in 1996 to 0.3 in 2000.
Nationwide, the cure rate is 92%.

The association of HIV infection and tuberculosis is not a
public health problem in Cuba: the two diseases occurred to-
gether in only 6.9% of cases during the period 1986—1999.
Similarly, drug resistance is not a significant problem, as only
0.7% of cases are multidrug resistant.

Leprosy was deemed to have been eliminated as a health prob-
lem when the prevalence dropped to 0.79 per 10,000 population
in 1993. In 2000, the prevalence was 0.5 per 10,000 population

and the incidence was 2.5 per 100,000 (278 new cases), which
signified a reduction of 16.5% with respect to the previous year.
The population under 15 years of age accounted for between
1.1% and 3.0% of new cases of leprosy in the last 20 years.

Acute Respiratory Infections

Influenza and pneumonia remain among the five leading
causes of death in the child population under 5 years of age and
constitute the fourth leading cause in the general population.

Acute respiratory infections (ARIs) are responsible for an av-
erage of 4,000,000 health care visits each year and account for
25% to 30% of outpatient visits and around 30% of hospitaliza-
tions. Most ARI cases are mild and self-limiting. In 1999, epi-
demics of acute respiratory infection occurred in all provinces
and all age groups.

The influenza A/Sidney (H3N2) virus was the predominant
causal agent. In 2000, influenza accounted for a total of 4,823,831
medical visits, the largest proportion occurring in the central and
western provinces. Since 1997, the flu vaccine has been adminis-
tered to all older persons residing full or part time in institutions
or in the “grandparents’ homes,” as well as to patients undergoing
dialysis and hemodialysis.

Infectious Neurological Syndromes

The main etiologic agents of bacterial meningoencephalitis in
the last four years were Streptococcus pneumoniae, Haemophilus
influenzae type b, and Neisseria meningitidis. With the introduc-
tion of the H. influenzae vaccine, the number of cases among
children under 4 has decreased more than 70%. The incidence of
pneumococcal infection rose in 2000, when there was an epi-
demic outbreak of viral meningoencephalitis due to echovirus
16, which was controlled completely.

Z0onoses

Since 1976 no human cases of rabies transmitted by dogs have
been reported; however, human rabies reemerged in 1988, mainly
as a result of transmission by bats. Since then, 8 cases have been
reported (7 due to non-hematophagous bats). Four of those cases
occurred between 1995 and 2000. Canine rabies is confined to a
few suburban and rural areas and is almost always associated
with mongoose attacks.

Leptospirosis, which has exhibited both endemic and epi-
demic behavior, increased markedly in the first half of the 1990s,
when incidence rose to more than 20 per 100,000 population.
Between 1995 and 2000, mortality decreased 66.7%, while mor-
bidity fell 75.5%. As of the end of the period, 553 cases had been
reported, with a rate of 4.9 per 100,000 population. The most fre-
quently affected groups were males and persons between the
ages of 15 and 44 years. Cuba’s development of a vaccine against
leptospirosis has enabled it to apply an intervention strategy in
the areas at highest risk for the disease. A total of 1,026,106 peo-
ple have received the vaccine since 1994.
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HIV/AIDS and Sexually Transmitted Infections

Between 1986, when the national AIDS program was
launched, and the end of the year 2000, 3,231 HIV-positive indi-
viduals had been detected nationwide; of those individuals, 1,194
went on to develop AIDS and 840 died. Between 1995 and 2000,
839 cases of AIDS were reported, 49.7% of them in Havana, which
has the highest rates in the country. The annual incidence of
AIDS increased from 8.9 per million population in 1996 to 15.1
in 2000; 75.8% (636) of the cases during the period occurred in
males (Figure 8). The most frequent route of transmission was
sexual (98% of cases). The epidemic remains concentrated in
certain groups and the transmission rate is considered low. HIV
antibody screening carried out in 2000 found 8 positives among
189,963 pregnant women (0.004%); 54 among 581,421 blood
donors (0.009%); and 55 among 164,843 persons with other sex-
ually transmitted infections and their identified sexual contacts
(0.033%). It is estimated that 0.03% of the Cuban population be-
tween 15 and 49 years of age is infected. All patients diagnosed
with HIV infection and AIDS who require antiretroviral treat-
ment or medication to control opportunistic infections receive
these drugs free of charge, including the combination therapy for
AIDS.

The creation of the Government Operational Group has facil-
itated the application of an intersectoral strategy for the control
of sexually transmitted infections, in particular AIDS. This strat-
egy has helped strengthen health education and promotion ef-
forts, the introduction of therapeutic approaches, and care for pa-
tients and people at risk throughout the country. The National
Center for Prevention of AIDS and Sexually Transmitted
Infections, created in 1995, has targeted mainly high-risk groups,
especially men who have sex with men. Condom distribution has
also increased, from some 6 million before 1996 to more than 30
million in 2000, although even that number is insufficient.

Syphilis and gonorrhea are the other two sexually transmitted
infections of importance in the country. Between 1996 and 2000,
reported cases of gonorrhea declined steadily, falling to a rate of
170.4 per 100,000, whereas syphilis showed an upward trend
until 1997, when the incidence was 143.3 per 100,000. It de-
creased thereafter, reaching 82.2 in 2000.

As part of the Program for Prevention and Control of Viral
Hepatitis, launched in 1987, all patients who show clinical evi-
dence of acute viral hepatitis are tested for hepatitis B surface
antigen (HbsAg). In 1992 a strategy was implemented to elimi-
nate the disease through universal vaccination of newborns, cou-
pled with vaccination of the population cohort aged under 20
years (completed in 2000) and the principal risk groups. The
strategy also includes vaccination of contacts of infected people
and case-finding among pregnant women and people with sexu-
ally transmitted infections. The impact of this vaccination strat-
egy is clear: since its introduction, morbidity from hepatitis B has
declined 79.5%, dropping to 4 per 100,000 in 2000. The incidence
in the population under 15 years of age dropped 98%. Mortality
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from the disease is low, averaging 15 deaths a year in the last five-
year period, all of persons over the age of 20. The principal routes
of transmission are sexual, and the sexually active age group has
the highest rates. The prevalence of hepatitis B among blood
donors was 0.8% in 2000.

The country began blood testing for hepatitis C in 1995 and all
donated blood is now tested. Since 1998, Cuban-made third-gener-
ation techniques of high quality have been used. All persons with
acute hepatitis who have been exposed to blood or blood products
in the last six months are also tested. The annual number of cases
averaged 96 in the five-year period 1995—2000, with an incidence
of 0.4 per 100,000 population in 2000. Those at highest risk for
hepatitis C infection are hemodialysis patients, who are screened
regularly. The average prevalence in this group is 30%. The preva-
lence of hepatitis C infection among blood donors is 0.8%.

Nutritional and Metabolic Disorders

In 2000, 7,263 households were surveyed to determine the
prevalence of protein-energy malnutrition among children under 5
years of age, based on the standards established by the U.S. National
Center for Health Statistics. As measured by weight-for-age, the
prevalence of moderate malnutrition (2 or more standard devia-
tions [SDs] below the median) was 4.1%, while the prevalence of
severe malnutrition (3 or more SDs below the median) was 0.4%.
Based on height-for-age, 4.6% of the children surveyed suffered
from moderate malnutrition and 1.1% from severe malnutrition.
As measured by weight-for-height, 2% of the children suffered from
moderate malnutrition and 0.4% from severe malnutrition.

Iron-deficiency anemia is the most frequent nutritional prob-
lem in Cuba. It affects 22.5% of women in the third trimester of
pregnancy, according to data from the maternal and child health
surveillance system for sentinel sites in 2000. A study conducted
in 1999-2000 among a national sample of 1,987 children aged 6
months to 2 years found an anemia prevalence rate of 46%
(53.1% in the group aged 6—12 months and 42.1% among those
aged 13-24 months). Of all anemic children, the disorder was se-
vere in 0.1%, moderate in 18.6%, and mild in 27.3%. The national
plan for prevention and control of iron deficiency and anemia in
the Cuban population provides for fortification of foods, a pro-
gram of nutritional supplementation for pregnant women, di-
etary diversification, and nutritional surveillance activities.

A study conducted in 1999 measured vitamin A levels in a na-
tional sample of 2,579 children aged 6 months to 2 years. Only 85
samples (3.6% of the 2,371 analyzed) had levels of under 20
mg/dL. No cases of clinical vitamin A deficiency have been re-
ported in the country.

In cooperation with the Ministry of Basic Industry and with
financial support from UNICEF, a project was carried out for the
iodization of table salt. In 2000, salt iodization plants were estab-
lished at Las Tunas and Camagtey, with financing from the
Cuban Government and a nongovernmental organization,
Kiwanis International.
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Diabetes is the eighth leading cause of death. The mortality
rate decreased from 23.5 per 100,000 population in 1996 to 13.1
in 2000—a reduction of 44.2%. In contrast, the prevalence con-
tinues to rise, and in 2000 it reached 23.6 per 1,000 population.
Mortality is higher among women than men (masculinity ratio
of 0.6). In-hospital mortality is as high as 1.2 deaths per 100 ad-
missions. The National Diabetes Mellitus Program is carrying out
a variety of control activities, including a major training initia-
tive, and is working to increase detection of the disease and im-
prove the availability of effective medications.

Diseases of the Circulatory System

For more than 40 years, heart disease has been the leading
causes of death in all age groups. Between 1980 and 2000, the
death rate from this cause increased from 166.7 per 100,000
population to 180.3, with a slight decline in the late 1990s (Figure
9). Nevertheless, adjusted mortality from these diseases has
shown a downward trend. In the four-year period 1997-2000, is-
chemic heart disease was the leading cause of death in this group
(80%) and was responsible for one out of every four deaths. By
sex, excess male mortality is most evident in the case of acute is-
chemic heart disease (masculinity ratio 1.3). The largest number
of deaths occur among people over 65 years of age, who account
for 77% of all deaths from these diseases. A national risk factor
survey in 1997 found the prevalence of acute myocardial infarc-
tion to be 7 per 1,000 population among persons over 15 years of
age. The incidence in 2000 reached 1.8 per 1,000 in that same
population, with a case fatality rate of 65.2%.

The risk of dying from arterial hypertension increased from
8.9 per 100,000 population in 1996 to 11.5 in 2000, with no sex
differences. A national risk factors survey found 30% prevalence
of high blood pressure in the population over 15 years of age in
urban areas. The prevalence increased from 9.9% in 1997 to 20%
in 2000.

Since the late 1970s, Cuba has seen a progressive rise in mor-
tality from cerebrovascular diseases. In 2000, the crude reported
death rate was 72.9 per 100,000 population. However, the ad-
justed rates have declined in recent years, dropping from 56.1 per
100,000 population in 1996 to 53.8 in the year 2000. In the last
five years, an average of 7,900 people died from this cause each
year; 85% were 60 years of age or older. The risk of dying from
cerebrovascular diseases was higher among men up to 1992,
when the pattern reversed, and now the death rate among women
is higher (masculinity ratio 0.93). These diseases are responsible
for the highest in-hospital mortality and are the leading cause of
hospital admission for neurological disease in the acute phase.
Arterial hypertension is the most important risk factor for this
disease.

Malignant Neoplasms
Between 1990 and 2000, crude death rates from malignant
neoplasms showed an upward trend, rising 13.7%. The adjusted

rates, however, remained stable, ranging from 108 to 112 per
100,000 population in the period 1990-2000 (Figure 10). Rates
among males are higher than those among females (masculinity
ratio of 1.31), and more than 60% of the deaths from this cause
occur in the population aged over 65. The 10 most frequent can-
cer sites include trachea, bronchus, and lung (22%) and colon
and rectum (9%). Among males, next most frequent is prostate
cancer (19%), and among females, breast cancer (15%) and uter-
ine cancer (6%). In 1997, breast, lung, skin, cervical, and colon
cancer accounted for more than 50% of the incidence of cancer in
women, while among men, malignant neoplasms of the lung,
prostate, skin, colon, and larynx were most frequent. In the last 10
years, mortality from lung cancer among men increased less than
1% a year, compared to 2.3% among women; in the case of can-
cer of the larynx, the risk of dying increased 2.7% among women
and 4% among men. In the population under 15 years of age, the
principal neoplasms are leukemia, lymphomas, and kidney can-
cer. Only 1% of cancer cases and deaths occur among children.

Bronchial Asthma

The prevalence of detected cases of asthma increased from
5.9% in 1996 to 7.7% in 2000. This rise is attributed to improve-
ments in active surveillance by the health system. Mortality from
this disease has decreased in recent years, dropping from a crude
rate of 5.2 per 100,000 population in 1996 to 1.9 in 2000 (mas-
culinity ratio of 1.6). The activities of the health services are
geared basically towards preventing and controlling the disease
and strengthening training for all personnel.

Accidents and Violence

Mortality from external causes (accidents, suicide, and homi-
cide) decreased from 79.3 per 100,000 population in 1996 to 68.9
in the year 2000. This reduction occurred in all age groups, al-
though the risk of dying increased after 40 years of age.

Accidents were the fourth leading cause of death overall until
1998; they were the fifth cause of death among children under 1,
the first among children aged 1 to 14, the second in the popula-
tion aged 15 to 49, and the fourth in the group aged 50 to 64. The
death rate from accidents was 51.6 per 100,000 population in
1996 and 44.5 in 2000. The most frequent causes of death within
this group are accidental falls (16.5) and transport accidents
(16.3), which account for almost 70% of all deaths from external
causes. Male mortality is higher for all types of accidents, except
accidental falls and burns from exposure to fire.

Suicide deaths decreased from 18.3 per 100,000 population in
1996 to 16.4 in 2000. Cuba’s national suicide prevention and con-
trol program emphasizes control of risks for suicidal behavior.

Oral Health

Mortality from oral cancer, which includes cancer of the lips,
oral cavity, and pharynx, fell from 4.8 per 100,000 population in
1999 to 4.4 in 2000. The rates in 2000 were 6.6 among males and
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2.1 among females. Oral health is one of the priorities of the
Ministry of Public Health. Of a total of 26,434,231 consultations in
2000,51.4% occurred in primary care facilities and 54.2% were by
persons under the age of 18. The Network for Facial Restoration
and Buccomaxillary and Facial Prostheses, created during this pe-
riod, provided 4,577 consultations and rehabilitated 707 patients.

RESPONSE OF THE HEALTH SYSTEM

Health Sector Policies and Plans

In response to emerging and reemerging problems, the
Ministry of Public Health has formulated a policy aimed at en-
hancing the efficiency and quality of health services, ensuring
the sustainability of the system, and eliminating the health in-
equalities between regions and population groups. The policy
prioritizes health promotion and disease prevention activities as
components of primary care and family medicine. It also empha-
sizes decentralization, intersectoral action, and community par-
ticipation, as well as strengthening of services at the secondary
and tertiary care levels.

In 1995, the Ministry of Public Health launched a process of
health sector reform and formulated a strategic development
plan for the period 1995-2000. The process included a sectoral
analysis that identified the existing problems and served as a
basis for the development of a normative document known as the
“methodological toolkit” In addition to methodological guide-
lines, this document sets out five strategies: reorientation of the
health system towards primary care; improvement of hospital
care; promotion of high-technology programs and research insti-
tutes; development of the program of natural and traditional
medicine and drugs; and prioritization of dental, eye, and emer-
gency care. In addition, it identifies four high-priority programs
for the sector: maternal and child health, noncommunicable dis-
eases, communicable diseases, and health of older persons.

The Health System

Institutional Organization

The health system is structured in three levels, which corre-
spond to the political and administrative subdivisions of the
country: national, provincial, and municipal. The national level is
overseen by the Ministry of Public Health, which plays a steering
role and carries out methodological, regulatory, coordination,
and control functions. The provincial level comprises the provin-
cial departments of public health, which are subject to the ad-
ministrative and financial authority of the provincial people’s
councils. The municipal level consists of the municipal depart-
ments of public health, which are subject to the authority of mu-
nicipal people’s councils; polyclinics (basic geographic adminis-
trative units); and health areas. The strategic development plan
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for the five-year period establishes participatory bodies such as
the national, provincial, and municipal health councils, and
health areas within the citizen councils, which serve as links for
intersectoral coordination.

Developments in Health Legislation

Law 41, which took effect in August 1983, lays out the basic
principles for the regulation of social relationships in the field of
public health. New legislation has reorganized the medical ethics
commissions at all levels, established regulations for Ministry of
Public Health managerial staff, addressed the issue of organ and
tissue transplant, and regulated the dismissal and transfer of
upper- and mid-level technicians in the health sector. New health
legislation was drafted in the period 2000-2001, including laws
on drugs, regulations for medical equipment and issue and con-
trol of medical certificates, a resolution on encephalitis deaths,
and legislation on the human genome.

Organization of Regulatory Actions

The Regulatory Bureau of the Ministry of Public Health is re-
sponsible for enforcing state and government policies on the pro-
tection of human health. It establishes and ensures compliance
with regulatory policies on research, introduction of health tech-
nologies, and regulation and quality control of pharmaceutical
products (for human and veterinary use), cosmetics, foods,
chemical products potentially harmful to health, and medical
equipment and devices.

Health inspection functions are overseen by the Ministry of
Public Health and executed at all levels of the national health sys-
tem, under the supervision of the public health and epidemiol-
ogy centers and units. These centers monitor compliance with es-
tablished health regulations for the entire native and foreign
population in Cuba.

Pharmaceutical products are subject to a state system of qual-
ity control based on good manufacturing practices. Quality con-
trol functions are carried out by the Center for Drug
Development, which is responsible for evaluating and certifying
drugs and diagnostic materials for registration, setting standards
and regulations, conducting inspections to verify the use of good
manufacturing practices, and certifying drug manufacturing
laboratories that are in compliance with established regulations.
The Center also grants authorization for clinical trials, which are
conducted by the National Center for Clinical Trials.

Environmental Quality

The Standards Review Committee of the Ministry of Science,
Technology, and Environment encompasses the state agencies and
institutions responsible for updating and enforcing health and en-
vironmental regulations. Cuba participates in the Regional Plan
on Air Quality and Health in the Americas, 2000—2009. The coun-
try has health and air quality diagnostic units and a statistical in-
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formation and surveillance system for monitoring concentrations
of pollutants and measuring their effect on human health.

Organization of Public Health Care Services

Health Promotion

The health promotion strategy has been strengthened as a
consequence of the process of decentralizing the national health
system and prioritizing programs aimed at improving the popu-
lation’s quality of life. The result has been increased social and
community participation, development of primary health care,
reorientation of health services, and decentralization and devel-
opment of local administrative capacity (especially through the
institutionalization of the popular health councils).

The National Network of Healthy Municipalities, which in-
cludes 46.7% of the country’s 169 municipalities, encourages
activities in educational institutions, workplaces, cooperative
centers, markets, and penitentiaries. Through decentralized
technical cooperation activities, PAHO has collaborated in 44
municipal development projects aimed at promoting health and
improving quality of life. Other projects, such as the productive
municipalities project, are being carried out by 54 municipalities
and 120 popular councils. These projects link health promotion
with nutrition and involve several sectors. Social participation
has been used in various ways to improve the control of noncom-
municable diseases and sexually transmitted infections and
HIV/AIDS. Social participation has also been an important com-
ponent of the Program for Prevention and Control of Tobacco
Use, launched in 1995.

Health Analysis, Epidemiological Surveillance,
and Public Health Laboratory Systems

Epidemiological surveillance is carried out at all levels of the
national health system by trend analysis units created in 1993.
The functions of these units are tactical surveillance to detect
and immediately report the occurrence of acute events; strategic
surveillance, including long- and medium-term behavioral stud-
ies; health situation analysis; and evaluation of user satisfaction
with health services.

The country has a national network of microbiology laborato-
ries, which are part of the diagnostic system that serves health
care units throughout the country. The system comprises one na-
tional reference unit (at the Pedro Kouri Institute of Tropical
Medicine), 145 local units, and 14 regional units.

Potable Water and Sewerage Services

The capacity of the country’s water supply system is sufficient to
meet domestic, agricultural, and industrial needs; 72% of the
water supplied to the population is extracted from underground
sources and the rest comes from surface sources. In 2000, the vol-
ume of water supplied increased 57.1 hm3with respect to 1999. Of

the water supplied, 150.3 hm? (93.6%) received treatment, and
continuity of chlorination reached 96.5%. In 1999, 95% of the pop-
ulation was being supplied with drinking water and 73.8% had
house connections (85% in urban areas and 40% in rural areas).
Public sewerage systems and septic tanks are the predominant
means of wastewater disposal in cities, although latrines are
common in the peripheral areas around the cities. During 2000,
sewer systems carried 577.3 hm? of sewage, 33% of which was
treated prior to final disposal (22% more than the previous year).
The number of communities with sewer systems grew from 529
to 541. It is estimated that 10.4 million people (93% of the popu-
lation) have wastewater disposal systems of some type (38%
sewer systems and 55% septic tanks and latrines). Between 1996
and 2000, new sewer systems were built to serve 109,450 people.

Solid Waste Services

In 1997 a study of the solid waste sector in Cuba was con-
ducted with support from PAHO. Based on that analysis, Cuban
authorities established a development strategy for the short,
medium, and long term. As a result, 11 provinces had solid waste
management plans in 2000, and the country was addressing the
problem of final disposal of urban solid waste through the con-
struction of 166 manual sanitary landfills, a technology that has
worked extremely well in cities of up to 20,000 inhabitants. Urban
solid waste collection services have improved significantly in re-
cent years in cities throughout the country, with the exception of
the national capital. A system for handling hazardous hospital
waste is currently being implemented.

Food Safety

Cuba has developed a new food safety program that includes
seven components: surveillance, inspection, education and train-
ing, standardization, food laboratory network, risk reporting, and
investigation of outbreaks. A system of health standards for foods
was developed as part of a project conducted by the Pan Ameri-
can Institute for Food Protection and Zoonoses (INPPAZ). Some
modifications were introduced in the system for surveillance of
chemical, biological, and toxic contaminants, which comprises a
network of 52 laboratories, including the provincial and munici-
pal public health and epidemiology centers. The Center for
Radiation Protection and Safety collaborated in the development
of a program for surveillance for radionuclides in foods, which
will be implemented in the country during the second quarter of
2001. In accordance with the Program of Food Imports and
Exports, all imported foods and cosmetics must be registered.

Organization of Individual Health Care Services
Outpatient, Emergency, and Inpatient Services

The strategy for strengthening primary health care (PHC)
seeks to improve the system of family medicine and bolster the
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response capacity of family medicine clinics and polyclinics with
respect to organization, implementation, and evaluation of health
care for the population. The PHC system comprises 31,000 doc-
tors and nurses, organized in a network that encompasses 442
polyclinics, 64 rural hospitals, and some 22,000 family medicine
clinics. Of the total number of family doctors, 16,730 are special-
ists in comprehensive general medicine.

The basic health care team is composed of one physician and
one nurse, who provide medical care to a population of between
600 and 800 individuals. For every 15 to 20 basic health care
teams, there is a basic provider group (of which there are 969 na-
tionwide), formed by specialists in internal medicine, pediatrics,
gynecology and obstetrics, and psychology, in addition to techni-
cal experts in public health and epidemiology, statistics, and so-
cial work. As of the end of 2000, 99.1% of the Cuban population
was covered by the health care system. This model of care ad-
dresses the needs of individuals and families throughout the life-
cycle, using health situation analysis as an instrument for assess-
ing the health of the community and designing appropriate
interventions.

In 2000, 84.8% of the total 51,490,506 outpatient visits were
provided at the primary care level and 668,566 individuals and
families benefited (the number of beneficiaries in the last four
years is over 1,500,000). This, coupled with improvements in the
quality of the comprehensive medical care provided, has led to a
decline in the number of hospital admissions (300,000 fewer in
the year 2000) and the number of patients seen at the secondary
level of care (1 million fewer in the year 2000). With the develop-
ment of the Integrated Emergency Care System (known by its
Spanish acronym: SIUM), emergency care—provided by the
family doctors and nurses—has been made available at the pri-
mary care level. All 169 municipalities are served by the SIUM
and by a maternity home for women with high-risk pregnancies.
In addition, 167 municipalities have “grandparents’ homes,” 145
have multidisciplinary gerontology care teams, 62 have the ca-
pacity for minor outpatient surgery, and 87 have community
mental health centers.

The country’s 270 hospitals form a hospital network that pro-
vides preventive, curative, and rehabilitation services. Sixty percent
are general hospitals, clinical-surgical hospitals, pediatric hospi-
tals, and obstetrics and gynecology hospitals. In addition to med-
ical care, they carry out teaching and research activities. To serve
the rural population, the country has 62 hospitals, which offer care
in the basic specialties as well as primary health care services.

An effort has been made to adapt the hospital network to the
care needs in each geographic area. This process has been linked
to the introduction of technological changes in hospital care and
the sustained growth and strengthening of PHC. Between 1996
and 2000, some 10,000 low-use hospital beds were eliminated as
aresult of the increase in outpatient care (for surgical operations
and other diagnostic and therapeutic procedures) and home
health care. This process has also been accompanied by reorgan-
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ization of existing services, with the addition of some services
not previously available in some areas, such as geriatrics, rehabil-
itation, nephrology, and others.

Since 1996, emergency medical care services have been reor-
ganized under the SIUM, whose purpose is to organize the deliv-
ery of medical emergency care at all levels, from polyclinics,
physician’s offices,and communities to hospitals. The SIUM com-
prises four care delivery subsystems (first aid, emergency care at
the PHC level, mobile emergency services, and hospital emer-
gency services) and five non-care subsystems (teaching, ambu-
lances, communication, finances, and services).

Blood Banks

Twenty-four institutions in Cuba have blood banks. Annually,
575,000 blood donations are made (one per 18 population). One
hundred percent of donated blood is screened for syphilis, HIV-
1, HIV-2, and hepatitis B and C.

Specialized Services

The country has a network of 1,308 oral health services, which
are provided through 168 dental clinics, polyclinics, hospitals,
and other primary and secondary care facilities. In addition, ter-
tiary multidisciplinary services are provided by provincial clini-
cal-surgical hospitals and the Network for Facial and
Buccomaxillary-Facial Prostheses. At the PHC level, a compre-
hensive oral health care model is being applied by 46% of profes-
sionals, and in 1998 a specialized training program in compre-
hensive oral health care was introduced. In all services, oral
health professionals, working with the family doctors, provide
promotion, prevention, cure, and rehabilitation services for the
population covered by a certain number of clinics. During the pe-
riod 1997-2000, an oral health surveillance program began col-
lecting information on 13 events at sentinel sites; the coverage of
the preventive fluoride mouthwash program was extended to
adolescents; an oral health advisory board was created; an oral
health component was incorporated into the healthy municipali-
ties movement; and a project to institute salt fluoridation in 2001
was completed.

Family planning services are provided under the programs for
comprehensive maternal and child health, reproductive health,
and women’s health. In addition, a growing network of family
planning services is available through the family doctor and
nurse system, and the provider groups in the polyclinics of 192
health areas also provide specialized reproductive health serv-
ices, supported by centers at the secondary and tertiary care lev-
els. Access is universal and is based on the free and informed de-
cision of the woman or the couple. Specialized services are also
available to the approximately 6% of the female population un-
dergoing menopause, including educational activities for indi-
viduals, couples, families, and the community, as well as hor-
mone replacement therapy. The National Program for Early
Detection of Cervical Cancer offers screening nationwide. In
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2000, the screening rate was 132.4 per 1,000 women aged 25 and
over, and more than 80% of the positive cases detected by the
program were diagnosed at clinical stage 0. The death rate from
this cause was 6.9 per 1,000 women. The National Program for
Early Detection of Breast Cancer has three components: breast
self-examination, physical examination by a doctor, and mam-
mography screening.

In the area of cardiovascular surgery, some 1,700 surgical op-
erations of medium to high complexity are performed a year, in-
cluding highly complex repairs of congenital malformations in
neonates. In addition, each year an average of 2,276 cardiology
procedures are performed, including angioplasty and valvulo-
plasty, and 1,602 pacemakers are implanted. The rate of organ
donation is about 19 per million population, and every year
Cuban physicians perform an average of 100-150 kidney trans-
plants, 12 liver transplants, 12 bone marrow transplants, 150-189
cornea transplants, 2 heart transplants, and more than 400 bone
grafts. Minimally invasive surgery is practiced in 52 hospitals of
the network by general surgeons, orthopedists, rheumatologists,
gynecologists, pediatricians, neurosurgeons, and urologists.
Services for patients with chronic renal insufficiency include in-
novative dialysis methods, with more than 180 artificial kidneys
and 32 reverse osmosis plants to purify the water used for dialy-
sis. Hemodialysis services are provided to 1,400 patients, among
whom mortality is below 24% a year. Prevention of kidney dis-
ease has been incorporated as an essential function of the PHC
services. In the period 1997-2000, 17 hospitals performed in-
traocular implants (more than 5,500 lenses annually) and retinal
and subretinal surgery, among other procedures. Oncology serv-
ices have benefited from the use of technologies such as telether-
apy and brachytherapy, as well as simulation and planning.

Health Supplies

Efforts to assure the availability of drugs are geared towards
sustainably increasing industrial, local, and pharmacy produc-
tion; extending the use of natural medicine and traditional med-
icine and homeopathy techniques; and strengthening pharma-
coepidemiology in the Principal Pharmacy and its network of
pharmacies in the municipalities. More than 1,000 generic drugs
are produced in Cuba, and they are classified based on the WHO
criteria according to whether they are of chemical-industrial ori-
gin, naturopathic, homeopathic, or herbal, as well as phytophar-
maceuticals and apitherapy products. National manufacturers
make 86% of the drugs consumed in the country. The biotechno-
logical products produced in Cuba include innovative products
such as interferon, recombinant streptokinase, epidermal growth
factor, melagenine, PPG (policosanol—a dietary supplement),
anti-psoriasis cream, monoclonal antibodies, and transfer factor.
In addition, Cuban laboratories have produced several new vac-
cines, such as those for hepatitis B, meningococcus, and lep-
tospirosis.

The country also manufactures medical equipment of proven
quality, such as ultramicroanalytical laboratory testing systems
that use fewer reagents; computerized equipment for studies of
the electrical activity of the heart; equipment for storage, trans-
mission, and evaluation of bone scan images; rapid microbiolog-
ical test kits; and ozone and laser treatment instruments.
Recently, magnetic resonance models have been developed using
Cuban technology.

Human Resources

The number of workers in the national health system in-
creased from 298.5 per 10,000 population in 1996 to 321.5 in
1999; of these workers, 72.4% were women. In 1996, the country
had 60,129 physicians (54.6 per 10,000 population), and in 1999
the figure had increased 6% (58.2 per 10,000). The highest ratios
were found in the western provinces. The ratio of nursing per-
sonnel to population in 1999 was 78.3 per 10,000; 77.8% of these
workers were technical and auxiliary personnel. The ratio of den-
tists to population was 8.9 per 10,000 in 1999.

Institutions that provide advanced medical training in collab-
oration with science and technology units are offering a program
known as the “postgraduate health certification ladder;” in which
students participate in short courses and graduate and special-
ization programs leading to a master’s degree and, eventually, a
doctorate. The Virtual Health University, organized in 1997, uti-
lizes the Telematic Health Network to operate an information sys-
tem that links the network of units in the national health system.

The State guarantees employment for 100% of graduating
health professionals, which meets the demand for health serv-
ices. Cuba has a centralized human resources planning process,
through which five-year plans are developed for training health
workers, bearing in mind the needs of the various geographic
areas and the country as a whole.

Health Research and Technology

The Science and Technology System is composed of 28 science
and technology units, 12 of which are research institutes.
Research in the provinces is conducted by professional training
institutions in the health field, including 4 medical universities,
22 schools of medicine and 4 schools of dentistry, the National
School of the Public Health, the Latin American School of
Medical Sciences, and 20 other educational and technical centers
and schools of nursing. At the national level, there are 12 research
programs, which in December 2000 were conducting a total of
495 research and development or technological innovation proj-
ects. Each hospital and healthy municipality has a scientific
council that approves projects for epidemiological and tradi-
tional biomedical research.

The national health system has 475 professionals who hold a
doctoral degree in sciences, 941 researchers, and 9,151 professors
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of advanced medical education. In addition to these and other
professionals who work in the health sector, there are 198 youth
interns and 1,016 graduates in the process of obtaining scientific
degrees. Currently, 228 professionals are pursuing scientific de-
grees and 595 are preparing to do so. The country has
PAHO/WHO Collaborating Centers in the areas of housing, re-
productive health, diabetes, tuberculosis, vector control, medical
malacology, growth and development, and medical genetics.

The National Center for Medical Sciences Information over-
sees the National Medical Library, the Telematic Health Network,
and Editorial de Ciencias Médicas, a medical sciences publishing
house. It is also a participant in projects such as PAHO's Virtual
Health Library and the Virtual Health University. The health in-
formation produced in the country is published in Cuban and in-
ternational medical journals.

Since 1997, evaluation of health technologies has been pro-
moted. During 2000, evaluations were undertaken in nine med-
ical institutions of seven Cuban products that have been regis-
tered and introduced into the national health system.

Health Sector Expenditure and Financing

The total amount spent on public health grew 58.6% between
1994 and 2000—an annual average increase of 9.6% in the state
budget. In 2000, this figure rose to 11.0% of the state budget and
6.1% of GDP (Table 5). Wages accounted for the largest propor-
tion of this spending (Figure 11). Spending on drugs averaged
around 180 million pesos a year, with no significant variations.
The share of the central government in the distribution of expen-
diture on public health showed a downward trend (from 7.7% of
total health spending in 1996 to 7.2% in 2000), which is reflective
of the process of decentralization and the strengthening of pri-
mary health care. In 2000, US$ 170.8 million were spent directly
in the sector, which was 89.6% more than the US$ 90.1 million
spent in 1994,

The Ministry of Public Health science and technology units
received US$ 2,463,100 in the year 2000 to finance research and
development and technological innovation projects; 59.5% of
that amount came from external sources. A meeting on “Science
and Technology for Health,” held in Havana in May 2000, led to
the signing of 33 international cooperation agreements on Cuban
products. The meeting brought together 80 participants from 23
countries, including representatives of United Nations agencies,
companies, laboratories, universities, foundations, and govern-
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TABLE 5. Health expenditure as a percentage of GDP and
the national budget, Cuba, 1994-2000.

Health Health % of

expenditure GDP2 expenditure  national

Year  (millions CUP) (millions CUP) as % of GDP  budget
1994 1,061.1 19,198 55 75
1995 1,188.3 21,737 5.4 8.0
1996 1,190.3 22,814 5.2 9.3
1997 1,265.2 22,951 55 10.0
1998 1,344.9 23,900 5.6 10.3
1999 1,553.1 25,503 6.1 111
2000 1,683.8 27,634 6.1 11.0

aGDP expressed in current prices in millions of Cuban pesos (CUP).

Sources: Anuario Estadistico. Ministerio de Salud Publica, 2000; Indica-
dores Bésicos de Salud de Cuba. Ministerio de Salud Publica, 2000; Anuario
Estadistico de Cuba. Oficina Nacional de Estadisticas, 2000; Estadisticas se-
leccionadas 2000. Oficina Nacional de Estadisticas, 2001.

mental and nongovernmental organizations, in addition to 200
Cubans from more than 90 science and technology institutions
working in the health field.

External Technical Cooperation and Financing

In regard to multilateral cooperation, Cuba has entered into
agreements with various United Nations specialized agencies in
the area of health. Since 1998, available funding for cooperation
has tended to decrease; between 1999 and 2000, the amount
dropped 10%, to US$ 1.84 million. Cuba has received develop-
ment financing mainly from Canada, Germany, Italy, Norway,
Spain, and the United States. The country has also strengthened
its ties with institutions of excellence and provided assistance to
several countries; for example, Cuba sent 3,160 Cuban profes-
sionals to work in other countries (71% to six countries in the
Americas) through its Comprehensive Health Program, which of-
fers comprehensive medical care to the most vulnerable popula-
tions in 13 countries of the world.

The country has also collaborated in training human re-
sources in university medical schools in countries of Africa, Latin
America, and the Middle East. The recently founded Latin
American School of Medical Sciences in Cuba trains physicians
who then return to practice in their place of origin. The School
currently has 3,313 students from 23 countries of Latin America
and Sub-Saharan Africa. In addition, the Caribbean School of
Medicine in Santiago de Cuba is training 234 students from Haiti.
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FIGURE 2. Fertility rate, by mother's age, Cuba, 1996 and
2000.
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FIGURE 5. Years of potential life lost among persons aged
1-74 years, by leading causes, Cuba, 2000.
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FIGURE 6. Infant mortality, by province, Cuba, 1990 and
2000.
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FIGURE 9. Mortality due to cardiovascular diseases, Cuba,
1970-2000.
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FIGURE 10. Mortality due to malignant neoplasms, Cuba,
1981-2000.
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FIGURE 11. Total public health expenditure, Cuba,
1994-2000.
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DOMINICA

OVERVIEW

northerly of the Windward Islands in the Lesser Antilles, is

situated between the French islands of Martinique and
Guadeloupe. The central statistical office projected the total pop-
ulation for the end of 1999 at 76,069. The island covers an area of
790 km2, and is the most mountainous of the Eastern Caribbean
islands. Dominica is of volcanic origin and, with eight active vol-
canoes, it is considered to be the most seismically active location
in the area. The island has an abundance of rivers and 65% of its
territory is covered by rainforest. Rainfall ranges between 1,200
mm per year on the east coast to 8,000 mm in the island’s central
part. Given the centrally located mountain range and the rugged
topography, the population is concentrated in coastal towns and
villages.

Dominica is divided into 10 parishes; the parish of St. George
is the most populous, with 28.6% of the island’s total population;
the capital city, Roseau, is there.

Carib Indians, Dominica’s indigenous population, number
4,500 persons, mainly concentrated on a 15.3 km? reservation.
Carib villages are located in the Castle Bruce and Marigot health
districts. The Carib population is young, with 70% under 30 years
of age and 40% under 19 years old. Carib economic activity is
mixed, mainly subsistence farming, craft production, and boat
building.

Since its independence in 1978, Dominica has been centrally
administered and governed through a parliamentary democracy;
the Constitution mandates the holding of general elections every
five years. The Prime Minister is the Head of Government and the
President is the Head of State. Parliament consists of 21 elected
representatives and 9 senators appointed by the President; they
have full legislative powers under the Constitution.

Furthermore, there are 4 municipal councils and 37 village
councils, each functioning independently of the other. This
serves as a form of political decentralization intended to encour-
age local autonomy and social participation in the country’s de-
velopment. Councils are legally constituted and have the author-

The Commonwealth of Dominica, the largest and most
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ity to make bylaws, impose house and land taxes, and receive an
annual subvention from the central Government. Council elec-
tions are held every three years. An investigative study commis-
sioned by the Local Government Department in 1999 recom-
mended that the autonomy of these councils be increased and
that their functioning be enhanced. Councils are not directly in-
volved in providing health services.

The current Dominican economy can be described as open
with persistent internal and external imbalances. It is a monocul-
ture economy that is trying to shift from an over