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IN PRO OF HEALTH IN THE NEW WORLD

N inety years ago, on 2 December 1902, representatives of the countries of the Americas gathered in
Washington, D.C., to organize a united front against the spread of pestilente and disease that

engulfed the Region at the turn of the century. Their determination—both visionary and pragmatic—
gave birth to what was to become the oldest, continuously functioning international health agency in the
world, the Pan Ameritan Sanitary Bureau.

Since its founding the Bureau, which shortly before mid-century became the Pan Ameritan Health
Organization, Regional Office of the World Health Organization for the Americas, has been the agent of
many “firsts”—in providing direct technical cooperation to prevent, control, and eradicate diseases and
to promote health; in stimulating research; in educating and training health workers; and in informing
professional and the populace about the scientific, technical, and social aspects of health.

Over time, the scope of the Organization’s work has widened: a focus on quarantinable diseases gave
way to a primary care movement that crystallized the moral and political obligation of the countries to
improve the health of all society, to reduce the gap between the health “haves” and the health “have
nots.” What have remained constant are the countries’ shared vision and their concerted political will-
their prevailing awareness of common interests, common concerns, and a common destiny and their
unflagging commitment to find common solutions to their problems. That communality has steadily
informed and nurtured the institution’s growth and development.

The history of PAHO is replete with heroes—men and women of vision, determination, knowledge,
and dedication. Over the generations, they have formed a pageant of mostly nameless movers and shak-
ers that have blazed a trail of progress toward health for all. Yet, in the end, it is the institution, the Pan
Ameritan Health Organization—a coalition of countries representing some 30% of the earth’s land mass
and some 14% of the world’s current population—that has made the difference. Evidence of that differ-
ence are the untold millions alive and healthy today, significant decreases in the population’s death rates
and increases in their life expectancy, and the ongoing transformation of countries’ health services. These
achievements have been wrought in large measure through the cooperation of the Governments of the
Region and the Pan American Health Organization.

This publication purports to tell that story. In researching it, we came to realize that a detailed his-
tory of the Organization would require tomes. That, evidently, is not the intention of Pro Salute Novi
Mundi. What we have attempted to do is recount how the Organization has worked to fulfill its mission.
We have done this in three parts. The first shows how PAHO addresses, through concerted action, major
regional health problems, as exemplified by its response to the recent cholera epidemic. The second
traces the progress of the Organization through the years. The last part focuses on special programs and
priorities.

As we approach the third millennium, the principles upon which the Organization was founded and
that have evolved over time represent a legacy that can be used to confront new problems and seek new
solutions that will assure that our people lead socially and economically productive lives. To achieve that
goal, we, like the original founders of the Bureau, will continue to dream . . . but, like them, we will do
our dreaming with our feet planted firmly on the ground.

Carlyle Guerra de Macedo
Director
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PAHO AT WORK TODAY

THE CASE OF

CHOLERA

T he countries of the world first began to organize their collective efforts to
improve the health of their peoples in the mid-19th century Epidemics of

cholera, plague, typhus, and influenza had ravaged populations since
ancient times, and as far back as the 14th century countries had sought to

defend their borders from the introduction of exotic diseases through quarantine of for-

eign persons and goods. Little was known, however, about the causes of individual dis-

eases and the epidemics they triggered-an ignorance that frustrated attempts to stem
their spread. The Industrial Revolution gave way to an explosion of international trade

and, with it, boundless opportunities for the spread of infectious diseases.
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The spur that was to unite countries in the com-
bat to control diseases was cholera, an acute illness
characterized by massive diarrhea and vomiting,
rapid dehydration, shock, and—at that time—death
in more than half of all cases. Known in Asia since
remote times, this scourge first reached Europe in 1817,
producing six successive pandemics that spanned a
century. In response to the initial waves of Asiatic
cholera, the First International Sanitary Conference
was held in Paris in 1851. The achievements of that
first meeting were slim, however, because, although
the impact of the disease was clear, its cause was
unknown.

Knowledge first came as a result of John Snow’s
findings regarding the 1854 cholera epidemic in
London: “If the cholera had no other means of com-

munication than
those which we have
been considering,
it would be con-
strained to confine
itself chiefly to the
crowded dwellings
of the poor, and
would be continu-
ally liable to die out
accidentally in a
place, for want of
the opportunity to
reach fresh victims;
but there is often a

John Snow way open for it to
extend itself more widely, and to reach the well-to-
do classes of the community; I allude to the mixture
of the cholera evacuations with the water used for
drinking and culinary purposes, either by permeat-
ing the ground, and getting into wells, or by running
along channels and sewers into the rivers from
which entire towns are supplied with water.”

Snow identified how cholera was transmitted,
showed that contaminated water played a major
role in its spread, and demonstrated that it could be
controlled. Three decades later, in 1884, Robert Koch
identified the bacteria Vibrio cholerae as the etiolog-
ic agent of cholera.

These discoveries armed scientists and health

Robert Koch

workers with the
knowledge needed
to combat the dis-
ease. Time would
prove, however, that
knowledge alone was
not enough to extend
the health benefits of
science to the world
at large. If cholera
was to be wiped out,
nothing short of the
political will of the
concert of nations
would suffice.

The five pan-
demics of the 19th century afflicted all the coun-
tries of the Americas, but the Region was spared the
sixth of 1902-1923 and had escaped the current sev-
enth pandemic, which started in Indonesia in 1961,
until l991. On 23 January of that year, an inordinately
large number of persons—atypically, adults—fell
prey to acute diarrhea in the small Peruvian coastal
village of Chancay. The disease next broke out in
Chimbote, another town along the coast, hospitalizing
over 900 people in the first week.

The initial reaction among health workers, who
in their lifetime had never seen a case of cholera, was
bewilderment. A doctor at Hospital de la Caleta,
Chimbote, describes what happened: “Cases of diar-
rhea are usually numerous during the summer
among children, but the hospital doctors observed
that in the last week of January diarrhea cases among
adults multiplied day by day. The hospital’s capac-
ity was overwhelmed. The number of sick that
arrived made it necessary for us to attend to them on
cots, in the hallways, on mattresses, benches, and even
chairs. None of us had a clear idea of what we were
dealing with, because cholera was a disease of the
poorest of countries, of the poorest of people.”

Within a month, thousands of cases were being
reported from throughout Peru, and before mid-
year a major epidemic was under way. This modem-
day scourge—the worst of its kind in this cen-
tury—would eventually affect most of the countries
of Latin America.



The cholera epidemic,

with its burden of death

and suffering, clearly

reveals the huge deficien-

cies in the delivery of

essential public services

in Latin America: lack of

safe drinking water, poor

sanitation and waste

management, and inade-

quate epidemiologic

surveillance and health

care. These deficiencies

go hand in hand with the

extreme poverty facing

more than 40% of the

population in Latin

America and the

Caribbean. Combined

with lack of education,

poor personal hygiene,

and unsafe food handling

habits, these factors have

allowed cholera to join

the list of communicable

diseases entrenched in

the Region.

The next few pages chronicle the Pan American
Health Organization’s efforts to collaborate with
the countries of the Americas to prevent and control
this latest pandemic. Through this chronicle, we
hope to illustrate the way in which the Organization
works, for this one story—PAHO’s response to the
recent cholera outbreak-exemplifies the quin-
tessential institutional story of PAHO in action: many
people, in many programs, in many places through-
out the Region, pulling together to help the countries
of the Organization in their time of need, when the
health of their peoples is in jeopardy. In the face of
cholera, PAHO is playing many critical roles-as agent
of epidemiologic information, as catalyst in the coor-
dination of technical expertise, as facilitator of social
and technical communication, and as mobilizer of
resources. What follows, then, is that story . …



PAHO IN PERU:
RESPONSE TO AN

EPIDEMIC

AHO was first notified on 5 February 1991
of the cholera outbreak in Peru by the
Minister of Health, who was in Washington,
D.C., at the time attending a PAHO technical

conference. To assure the Organization’s coordinat-
ed and effective response to the problem, the Director
of PAHO at once established an internal task force of
experts to mobilize assistance in epidemiology, diar-
rheal disease, laboratory services, emergency
preparedness and disaster relief, information, com-
municable diseases, environmental health, food safe-
ty, and research. From the outset, attention focused
on determining Peru’s needs for investigating the out-
break, supporting the country’s efforts to control it,
and alerting the international community.

In the meantime, the PAHO Country Office in
Lima set up a team to work alongside Peruvian
health authorities to confront the epidemic. A PAHO
epidemiologist accompanied national counterparts
to Chimbote to investigate the distribution of cholera,
determine the factors implicated in its transmission,
and assist the community in organizing health ser-
vices.

The epidemic drove home, in alarming terms, the
truth of PAHO’s basic message-without socioeco-
nomic development there can be no health and,
without health, social and economic progress will grind
to a halt. Nevertheless, the devastation wrought by

To prevent diseases like

cholera, PAHO technical

cooperation targets extending

safe water and sanitation

services to communities

lacking them.

cholera in Peru would surely have proven far worse,
were it not for a cumulative, decades-long experience—
attributable in large measure to PAHO coopera-
tion-in epidemiologic surveillance, environmental
protection, food safety, and diarrheal disease control.

The background is telling. In 1978, when the
World Health Assembly urged countries to strength-
en measures to control acute diarrheal diseases,
including cholera, Peru was one of the first to act. In
the decade to follow, PAHO had trained all levels of
health workers to manage cases of diarrheal dis-
ease. Together with the United Nations Children’s
Fund and the United States Agency for International
Development, PAHO worked with the Ministry of
Health in intense diarrheal disease control cam-
paigns, setting up units to distribute oral rehydration
salts packets and teaching pediatricians and the
community how to use them. As luck would have it,
some three million of these packets had just been dis-
tributed when cholera struck.



When cholera spread

from Peru’s coast to the

tropical rain forest,

diarrheal disease control

efforts of the country, in

collaboration with

PAHO, paid off. Health

promoters, who had

learned to use oral

rehydration salts,

helped ward off the

disease and save many

of their neighbors’ lives.
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Disinfected water supplies

are critical to preventing and

controlling the spread of

cholera. Since many commu-

nities receive their drinking

water from tank trucks, the

Pan American Center for

Sanitary Engineering and

Environmental Sciences in

Lima, Peru, developed a

cheap, simple, and locally

produced technology called

the “comparador”—a field

tester that indicates the

amount of chlorine in the

water as a means of assuring

that it is disinfected-and

distributed thousands of

them to people so they could

directly determine the quality

of their drinking water,



Providing technical information to deal with
the disease became a top priority. PAHO staff trans-
lated WHO’s Guidelines for Cholera Control; dis-
tributed modules on preventing and treating diarrheal
diseases, including cholera; prepared a set of teach-
ing slides on the epidemiologic and clinical charac-
teristics of cholera, with a guide for their presenta-
tion; prepared information on environmental health
measures; and offered information on laboratory
and control procedures.

Declaring the situation an emergency, the
Peruvian authorities appealed to the international
community for some $US4 million to satisfy the
most immediate medical attention needs: drugs,
oral rehydration salts, intravenous solutions, dis-
infectants, hospital equipment, diagnostic labora-
tory equipment, and expert support. Then, while the
Government attended to national and local needs,
the PAHO Country Office played a critical role in
coordinating external support-having gained con-
siderable experience in recent years in managing large
sums of resources to strengthen national and local
health services.

The Office executed a $USl million project fund-
ed by IDB designed to promote health education,
improve water quality, and support the local pro-
duction of oral rehydration salts, as well as to pro-
vide essential hospital and laboratory supplies, and
coordinated more than $USl million in emergency
assistance from the Canadian International Develop-
ment Agency, the European Economic Community,
the Overseas Development Agency of the United
Kingdom, the Netherlands, and Germany.

eru used its national disaster program as the
backbone of cholera management efforts.
In support of those efforts, the PAHO
Emergency Preparedness and Disaster

Relief Program worked to facilitate intercountry
and intersectoral cooperation and to assure emergency
logistics and communication. The Program advised
the Office of the United Nations Disaster Relief
Coordinator of emergency needs, and that Office, in
turn, sent out reports of Peru’s needs to all United
Nations Member Countries, thus guaranteeing the
coordination of international assistance.

For its part, the PAHO Procurement Office was
crucial from the outset in responding rapidly to the
country’s, and eventually the Region’s, need for
supplies.

The Pan American Center for Sanitary Engineer-
ing and Environmental Sciences worked with nation-
al entities, professionals, health promoters, and
communities throughout the country in training on
all environmental aspects of cholera from diag-
nostic techniques to the importance of personal
hygiene; realized studies related to disinfectants
and disinfection technologies, use of stabilization
ponds to treat wastewater, and treatment of hospi-
tal wastes; and provided supplies, equipment, and
technical and educational materials.

The PAHO Country Office launched a social
communications project using television, the press,
and radio to provide information about the impor-
tance of personal hygiene and sanitation measures
in preventing and controlling cholera. Staff appeared
regularly in spots about health on the Peruvian tele-
vision program “Hablemos de Salud” (“Let’s Talk
About Health”). To the local newspaper La República,
PAHO contributed information for a regular health
supplement, Vida, that devoted many issues to
cholera, the first of which was published within
days of the outbreak. Radio spots in Spanish, Que-
chua, and Aymara assured people that “¡El remedio
contra el cólera está en tus manos!” (“The solution
to cholera is in your hands!“) and exhorted
them “¡Acaba con el cólera antes de que el cólera
acabe contigo!” (“Finish off cholera before it fin-
ishes you off!“)

To document the need for international donations
in light of the epidemic, the PAHO Headquarters
Video Unit prepared a film, Cholera--The Seventh Pan-
demic, that shows health and environmental condi-
tions in Lima, the mountainous region near Cajamar-
ca, the Amazon River region at Puerto Belén, and the
tropical rain forest along the Marañon River.

Cholera struck Peru a devastating blow.
Notwithstanding, the country’s preparedness in the
face of this disaster-forged in good measure from
years of PAHO technical cooperation-unques-
tionably made a difference in reducing the number
of cases and in saving lives.
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REGIONAL OUTREACH

IN THE FACE OF

AN EPIDEMIC

T he cholera outbreak in Peru served to warn
other countries in the Americas of what
could—and inexorably did—become a
regional problem. More importantly, the

Peruvian experience schooled those countries, and
PAHO staff serving them, in how to prepare for the
inevitable.

As cholera spread, the countries had to fully
and accurately acknowledge its extent, in accor-
dance with the International Health Regulations.
Their compliance with this obligation prompted
studies, with assistance from PAHO and the U.S.
Centers for Disease Control, of the distribution of
cholera and factors related to its spread, including
environmental and food contamination, thus per-
mitting the application of specific and effective con-
trol measures.

The second country to be affected was Ecuador,
where preparations for the arrival of cholera were
already under way. On 2 March 1991, the day after
the first nine cases occurred, PAHO Country Office
staff arrived in El Oro Province along with a team of
national epidemiologists to initiate an investigation
of the outbreak and set up laboratory services to exam-
ine and diagnose fecal samples. With PAHO support,
the country formed a national committee to devise
an emergency plan that comprised epidemiologic
surveillance, preparation of audiovisual materi-
als, conduct of environmental sanitation activities,
distribution of oral rehydration salts, provision of
adequate supplies of antibiotics and intravenous
solutions, readying of hospital beds, and training
of health personnel.

Some days later, on 10 March, Colombia detect-
ed its first case. Within weeks Brazil was registering

Entire communities were

recruited to arrest the spread

of cholera by learning how to

prevent and control it.

cases of cholera, and the PAHO Country Office in
Brasília immediately translated WHO’s Guidelines
for Cholera Control into Portuguese and began
working with the Ministry of Health to prepare a pre-
vention and control plan, to train workers at all lev-
els, and to educate the community.

In April and May 1991, PAHO sponsored meet-
ings of representatives from South and Central
America and the English-speaking Caribbean to
help them prepare integrated national plans for
cholera surveillance, prevention, and control. In
countries affected by cholera, PAHO staff support was
immediate and far-reaching. Country Offices coor-
dinated the mobilization of financial, material, and
technical resources; offered technical assistance in per-
forming field research, applying environmental and
food protection measures, and managing cases; pro-
vided consultants; and published articles, docu-
ments, and books on cholera diagnosis, prevention,
and control. In Central America, PAHO staff col-
laborated with national cholera committees set up in

11



PAHO stressed the

importance of proper
sewage and waste disposal

in hospitals as well as commu-

nities.

the ministries of health, prepared drills for nationals
to evaluate cholera management programs, and
advised donor agencies as to the type of cooperation
that countries needed. In the Caribbean, where no cases
had been reported as of mid-year 1992, PAHO staff
in the Caribbean Program Coordination, Country
Offices, and the Caribbean Epidemiology Center
supported national committees set up to prevent
and control cholera, provided training in the man-
agement of cases, and conducted simulation exercises
to prepare health workers in the event of an outbreak.

The PAHO Diarrheal Disease Control Program
had been collaborating with countries of the Region
since 1980 to strengthen national programs, giving
courses and technical advice for the training of
health personnel in the management of acute diar-
rheal disease cases. As a result, a critical mass of qual-
ified health workers was ready to confront the
cholera epidemic and proved instrumental in keep-
ing the number of deaths low. The Program held a
meeting of coordinators of national diarrheal disease
control programs from 18 Latin American countries
in Bolivia in June 1991 to review the status of programs
and their role in cholera control. The Program also
worked with representatives at the community level
in developing interventions aimed at reducing the
incidence of diarrhea and cholera.

The PAHO Environmental Health Program col-
laborated in efforts to identify the environmental fac-
tors contributing to the spread of cholera and promoted
priority interventions to prevent it, especially water
chlorination in piped systems and disinfection of house
hold water supplies.

In collaboration with the IDB, PAHO organized
and held a regional seminar for upgrading laboratory
and environmental health capabilities in relation to
cholera and food safety. For Central American coun-
tries, a special project targeted the purchase and
distribution of household disinfection equipment,
and another the development of household water
containers to prevent the spread of cholera.

ood frequently acts as a secondary vehicle for
the transmission of cholera after it has become
contaminated by polluted water, during
crop irrigation and food preparation and

handling. The outbreak of cholera sensitized gov-
ernments, industry, and the community about the
importance of safe preparation and storage of foods.

Even though cholera is seldom transmitted by
commercial food products, some countries took
measures to restrict food imports from infected
countries. To minimize any impact on exports,
PAHO actively and successfully sought to have



such restrictions removed and advised exporting
countries regarding compliance with the requirements
and procedures of importing countries.

PAHO, the U.N. Food and Agriculture Or-
ganization, the U.S. Food and Drug Administration,
and the U.S. Agency for International Development
jointly conducted subregional courses on microbio-
logical analysis of Vibrio cholerae in foods that result-
ed in the training of some 80 food microbiologists from

PAHO distributed information throughout the
Hemisphere on the risks of transmission of cholera by

foods and worked with the countries to devise means
that would assure that street vendors in the Region

learned to sell food under hygienic conditions and
with sanitary controls.

Latin America and the Caribbean in the use of stan-
dardized methodology for detection of vibrios and
other microbiological contaminants in foods. Follow-
up courses were planned at the national level.

In view of the cholera epidemic, PAHO con-
vened a meeting of experts at the Pan American
Institute for Food Protection and Zoonoses in
Argentina to discuss food safety-production, con-
sumption, and commercialization, trade barriers,
and recommendations for national policy-and
sponsored a workshop on the subject for airline
caterers, representatives from the hotel and restau-
rant industries, and food protection officials in the
Region.

Countries’ ability to isolate and confirm the
presence of V. cholerae is essential to all at risk of the
disease. PAHO provided guidelines, reagents, and
samples for the control of cholera to improve nation-
al laboratory capacities in this regard. Fellowship
funds targeted the training of national personnel,
and courses aimed at assuring that staff in central
reference laboratories were adequately prepared.
PAHO, the U.S. Centers for Disease Control, and the
U.S. Food and Drug Administration began work

13



on developing standard laboratory procedures for
isolation of V. cholerae from human, environmental,
and food samples.

WHO and PAHO have recommended that the
current commercial cholera vaccine composed of
whole bacteria given parenterally should not be
used in the fight against cholera. Experts partici-
pating in a May 1991 PAHO-sponsored meeting on

mation on the history and epidemiologic aspects of
cholera and indicated environmental health measures.

To aid the countries in educating the public
about cholera prevention and control through use of
the mass media, PAHO signed an agreement with the
Government of the Netherlands in October 1991
that launched a two-year $US2.1 million social com-
munications program.

The Organization has developed an emergency
plan and a long-term plan for the prevention and con-
trol of cholera. The emergency plan-to be developed
in the context of national plans and to be put in
effect from 1992 to 1995, with a projected cost of $US610
million, almost 60% of which would come from the
countries themselves-aims at overcoming the imme-
diate consequences of cholera by improving man-
agement of cases, collection and dissemination of infor-
mation, provision of safe drinking water, and social
communication regarding waste disposal and prop-
er food handling. The long-term investment plan—
to last 12 years and cost an estimated $US200 bil-
lion-aims to improve essential water, sanitation, and
health services and to extend them to currently
unserved populations.

The efforts of the countries, together with PAHO,
to limit the extent and impact of the epidemic have

cholera vaccines supported the Organization’s rec-
ommendation and urged that two new cholera vac-
cines be further tested in the Region, under the gen-
eral coordination of WHO and with the support of
PAHO. PAHO is now assisting vaccine trials in
Mexico, Colombia, Brazil, and Chile. If limited stud-
ies of the safety and immunogenicity of the vac-
cines prove successful, large trials of protective effi-
cacy will be undertaken.

PAHO has collaborated in preparing radio, tele-
vision, video, and educational materials on cholera
prevention and control. PAHO Country Offices
worked vigorously in assuring the rapid dissemina-
tion of information to health workers and the commun-
ity. The Headquarters Public Information Office
promptly prepared an information kit for use by
countries in informing and educating the public
about cholera. The PAHO Health Situation
Trends Assessment Program and the Health and
Biomedical Information Program

14



had an effect that can be measured in terms of the
decline in cholera cases, low death rates, and a re-
duction in other diarrheal illness in many countries.
Notwithstanding, to control cholera the Region must
strengthen the detection and reporting of cases, sup
port basic diagnostic and laboratory services, assure
prompt and efficient treatment of cholera in all age
groups, undertake emergency measures to provide
safe water and food handling, and treat sewage in
selected high-risk locations. The eventual elimination
of cholera, which must be the ultimate goal, can
only be achieved by major investments to improve
water, sanitation, and health services.

e must guarantee the commitment on the part
of Governments and international donor
agencies to do whatever is necessary to pre-
vent cholera and other diarrheal diseases,

which alone are responsiblefor the deaths of 300,000 chil-
dren each year in the Americas. We must act quickly and
with determination to alleviate the poverty and accumu-
lated social debt to which the cholera epidemic so vividly
bears witness. Meeting the challenge will require the
coordinated efforts of leaders, Governments, and cooper-
ation agencies, as well as the participation of the people. It
must be a labor of all, and it must be done.-Dr. Carlyle
Guerra de Macedo
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A flying yellow

flag—not uncommon
in many cities at the

beginning of this
century—symbolized

the presence of
deadly yellow fever.

T he seeds of what became the Pan American Health Organization were plant-
ed in the 19th century, when serious health concerns brought political leaders

from throughout the world together at four international sanitary confer-
ences-the first and second held in Paris in 1851 and 1859, the third in

Constantinople in 1866, and the fourth in Vienna in 1874. For the countries of the Americas,
however, these conferences proved disappointing. Since the venues and the participants

were for the most part European, matters of European concern dominated the agenda. While
cholera was a problem on both sides of the Atlantic, the other main scourge afflicting the

Americas at that time—yellow fever—was of no interest at all in the Old World.
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In the 1870s, an epidemic of yellow fever spread
from Brazil to Paraguay, Uruguay, and Argentina—
causing more than 15,000 deaths in Buenos Aires alone.
In 1878 it reached the United States through maritime
contacts, triggering a major outbreak up and down
the Mississippi River Valley that resulted in more than
100,000 cases and 20,000 deaths.

It was clear that something had to be done at the
international level to combat this disease, and
arrangements were made to hold the Fifth Inter-
national Conference, this time in the Americas, “for
the purpose of securing an international system of
notification as to the actual sanitary situation of
ports and places . …” Participants in the Conference,
which convened in Washington, D.C., in early 1881,
included 10 delegates from the Western Hemisphere—
mostly diplomats stationed in the United States—and
“special delegates,” experts in medical matters,
from four countries.

Among the participants at that conference was
Carlos J. Finlay, the special delegate for Spain repre-
senting Cuba and Puerto Rico. Finlay brought dis-
tinction to an otherwise administrative affair with

Carlos J. Finlay, a
Cuban physician
famous for his
pioneering work
on yellow fever,
also played a
founding role in
the Pan American
Sanitary Bureau.

the announcement, on 18 February 1881, of a major
scientific theory: transmission of yellow fever
required an intermediate agent. Shortly thereafter he
singled out the mosquito Aedes aegypti (then called
Stegomyia fasciata) as the insect vector of the disease.
Finlay’s work on the etiology and mode of spread
of yellow fever made it possible for the countries of
the Hemisphere, at the dawn of the 20th century, to
take steps to control the disease. (See also the spe-
cial feature in this publication on Aedes aegypti.)

Around this time, the movement toward inter-
American cooperation was beginning to take shape.
In 1890 the First International Conference of American
States, held in Washington, D.C., had established the
International Union of American Republics (today
the Organization of American States) for the initial
purpose of collecting and disseminating commer-
cial information. The Second Conference, held in Mex-
ico’ City in October 1901, recommended that the
International Union call a ”general convention of rep-
resentatives of the health organizations of the differ-
ent American republics” to formulate “sanitary
agreements and regulations” and to periodically
hold health conventions. The general convention
should also “designate a permanent executive board
of not less than five members” to be known as the
“International Sanitary Bureau” with headquarters
in Washington, D.C. The convention’s expenses
would be apportioned among all the Governments
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The New Willard
Hotel, in

Washington, D.C.,
site of the First

International
Sanitary Convention,

held in 1902—a
history-making event

marked by a
community of

nations joining
forces on a

permanent basis to
deal with health.

of the countries on the same basis as those of the
International Union of American Republics.

It followed that the First General International
Sanitary Convention of the American Republics—
whose purpose was to assure effective cooperation
in promoting health in the Americas—was held in
Washington, D.C., from 2 to 5 December 1902 with
representatives of 11 countries present. Although this
and subsequent meetings were initially labeled
international conventions, they were always region-
al in scope and were eventually called conferences—
this, then, being the first of a long series of Pan
American Sanitary Conferences, generally being
held every four years.

Under the banner “Sanitary Conference To-
Day,” The Washington Post informed its readers on that
2nd of December that:

The sanitary conference of American republics
will be called to order at 10 o’clock this morn-
ing at the New Willard by Dr. Walter Wyman,
surgeon general Marine Hospital Service.…Them
will be a roll-call of the republics, with a short
response from each. President [Theodore]
Roosevelt will receive the delegates at noon
Thursday.

The Convention appointed an organizing com-
mittee—Dr. Carlos Finlay of Cuba, Dr. Eduardo
Moore of Chile, Dr. H.L.E Johnson and Dr. Glendower
Owen of the United States, and Minister Felipe
Carbo of Ecuador-which recommended that “the
International Sanitary Bureau shall consist of five
members, one of whom shall be the president of this
conference.” The Convention decided that there
should be seven members, who were to be experts
in the control of epidemic diseases and whose pur-
pose was to receive reports on sanitary conditions
in the ports and territories of the American Republics.
Resources were scant: the Bureau had a budget of a
mere $US5,OOO and no headquarters-probably,
during these first few years, using the facilities of the
United States Public Health Service.

At this First Convention, Finlay submitted a
scientific report posing the question “Is the mosquito
the only agent through which yellow fever is trans-
mitted?” and answered his own question with an
unequivocal “Yes.” Nevertheless, other participants
in the Convention, as elsewhere in the scientific
community, continued to resist the proposition that
yellow fever “is transmitted solely by the bite of the
genus Stegomyia.”



T he Second International Sanitary
Convention, which took place in October
1905 again at the New Willard Hotel, con-
tinued to stress the importance of yellow

fever, noting the success of control campaigns in Cuba,
the Panama Canal Zone, and Mexico. Setting an
important precedent, the convention resolved that,
in the event of epidemics, national health authori-
ties would be responsible for quarantine and disease
control campaigns-that is, each country was to
execute its own national measures. Interest in assur-
ing the Bureau’s continuity prompted this conven-
tion to establish regular operating procedures-to
hold meetings of officially authorized delegates
every two years and otherwise to operate as deter-
mined in the 1902 convention-and to recommend
that the Board members be reelected.

The first seven

members of the
Sanitary Bureau.
From top to bottom—
first column, Dr. A.

H. Doty (United

States), Dr. Juan
Guiteras (Cuba);
second column, Dr.

Juan J. Ulloa (Costa

Rica), Dr. Walter
Wyman (United
States), Dr. Eduardo
Licéaga (Mexico);
third column, Dr.

Eduardo Moore
(Chile) and Dr. Rhett
Goode (United
States).

It is worth noting that it was not until five years
after the countries of the Americas had set up their
International Sanitary Bureau that a group of pre-
dominantly European countries, at a meeting of
the International Sanitary Conference in Rome,
Italy, in 1907, signed an agreement to establish the
Office International d’Hygiène Publique, with head-
quarters in Paris.

Thus, when representatives from the Americas
met in Mexico City in December 1907 to celebrate the
Third International Sanitary Convention, they autho-
rized the Bureau to establish relations with the
Office International d’Hygiène Publique and-with
a touch of New World self-importance-explicitly
suggested that the European countries adopt the
Washington Sanitary Convention of 1905, so that their
colonies in the Western Hemisphere would comply
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At the First Sanitary

Convention, a report
on “Havana as a model

City” detailed success-

ful measures taken in

Cuba to eliminate

yellow fever.

The Second Sanitary
Convention likewise

noted the success of envi-
ronmental sanitation

efforts—such as shown

above in Balboa,
Panama—in effectively

wiping out yellow fever.

During the 1910s
Montevideo, Uruguay,

hosted the Bureau’s

first field Office,

housed on this Street

(above), photographed
some years later.

Delegates at the Fifth
Conference—held in

Santiago, Chile, in

1911—discussed health
conditions in 14 coun-
tries in the Americas.
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The retreat of yellow

fever enabled the
Sanitary Conferences,
beginning with the
Fourth, meeting in San
Jose, Costa Rica, in
1910—whose delegates

are shown above, to the

left—to consider a
wider range of public
health issues.

International cooperation in
health eventually reduced the
need to quarantine people,
such as these emigrants being

examined aboard ship.
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Resolution of the
First General International Sanitary Convention

of the American Republics
to organize the International Sanitary Bureau

Whereas the Second American International
Conference of the Pan American States, held in
the City of Mexico, October 1901 to January 1902,
provided that a sanitary convention convene in
Washington within one year from the signing of the
resolutions on sanitation and quarantine, and shall
elect an International Sanitary Bureau, with per-
manent headquarters at Washington, for the pur-
pose of rendering effective service to the different
Republics represented in this convention: It is
hereby

Resolved:

(a) That it shall be the duty of the International
Sanitary Bureau to urge each Republic to promptly
and regularly transmit to said bureau all data of every
character relative to the sanitary conditions of their
respective ports and territories.

(b) And to furnish said bureau every opportuni-
ty and aid for a thorough, careful, and scientific
study and investigation of any outbreaks of pestilen-
tial disease which may occur within the territory of
any of the said Republics.

(c) It is further resolved, That it shall be the duty
of the International Sanitary Bureau to lend its best
aid and experience toward the widest possible pro-
tection of the public health of each of the said
Republics in order that disease may be eliminated
and that commerce between said Republics may
be facilitated.

(d) It is further resolved by this convention, That
it shall be the duty of the International Sanitary
Bureau to encourage and aid or enforce in all prop-
er ways the sanitation of seaports, including the
sanitary improvements of harbors, sewage, drain-
age of the soil, paving, elimination of infection
from buildings, and the destruction of mosquitoes
and other vermin.

(e) It is also recommended by this convention, That
in order to carry out the above measures a fund of
$5,000 shall be collected by the Bureau of American
Republics in accordance with paragraph 7 of the res-
olutions of the Second International American
Conference above referred to.

with resolutions adopted by the American republics

for the control of yellow fever.

The Third Convention also urged that each of the

countries set up a committee composed of three

medical or health authorities to constitute, under the

direction of the International Sanitary Bureau in

Washington, “Sanitary Information Committees”

whose purpose would be to collect and communi-

cate data related to public health. It also arranged for

the establishment in Montevideo of an International

Sanitary Bureau to serve as a regional center for the

Sanitary Information Committees of Argentina,

Bolivia, Brazil, Chile, Uruguay, and Paraguay; all

other countries would deal directly with the

Washington office. Unfortunately, a lack of budget

and other circumstances rendered the Montevideo

office’s existence precarious and short-lived; its cre-

ation, however, presaged the need, over much of the

Bureau’s life, for decentralized offices.

It was resolved that an office be provided in the
International Bureau of the American Republics

(later the Pan American Union and now the

Organization of American States) for the use of the

International Sanitary Bureau. (This was approved

by the Fourth International Conference in 1910.)

Finally, the Third Convention instructed that an

employee be hired to handle administrative matters

of the Bureau. (No action was taken until 1921,

however, when the salary of an “executive clerk”

appears for the first time in the budget.)

The Bureau gradually began to take shape at the

same time as man’s understanding of health and dis-

ease advanced, affecting in turn both national and

international health developments. About this time,

new revelations about the pathology and epidemi-

ology of diseases such as cholera, plague, and

yellow fever underscored the fundamental impor-

tance, for the solution of health problems, of well-

organized health services in the countries. The

emphasis thus gradually shifted from one of quar-

antine in the face of communicable diseases to active

control of, and attack on, the source of epidemic out-

breaks, based on organization of adequate health ser-

vices and community health education.

At the Fourth International Sanitary Conference,

held in San José, Costa Rica, from December 1909 to
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January 1910, the “Convention” in the Governing
Body’s name was changed to “Conference.” From this
point on, one notes a marked shift in the nature of
these meetings: no longer solely or even primarily
interested in quarantine issues, they begin to consider
the promotion of health as a whole, including such
other health matters as a smallpox vaccine, malar-
ia and tuberculosis campaigns, national health leg-
islation, scientific study of tropical diseases with
emphasis on parasitology and pathologic anato-
my, laboratory research into tropical medicine, and
general pathology.

he Fifth International Sanitary Conference
meeting in Santiago, Chile, in November
1911, recommended that delegates “shall
be sanitary authorities in their own coun-

tries,” remarked that interesting reports had again
been presented from 14 countries, and approved 26
resolutions. So that their work would not be in
vain, delegates urged that Conference decisions be
given wider dissemination in the countries and that
Sanitary Information Committees in the republics

The first Chairmen
of the Bureau:
Dr. Walter Wyman
(left) served from
1902 to 1911, and
Dr. Rupert Blue
(right) from 1911 to
1920. The title was
changed to
“Director” in 1920.

advise their respective governments of obligations
imposed by the Sanitary Conference. Dr. Wyman, still
Chairman of the Bureau, was unable to attend this
Conference and died 10 days after its closure. He
was succeeded as both U.S. Surgeon General and
Chairman of the International Sanitary Conference
by Dr. Rupert Blue, who, however, never actually
chaired a meeting of the Conference, because the Sixth
International Conference, scheduled for 1915,
was postponed until 1920 due to the outbreak of
World War I.

By the time the war ended, the stage had been
set for a new era of cooperative progress in health
in the Americas. Scientific knowledge about the
cause and spread of many infectious diseases had
advanced enough to begin to control them, and
governments were aware of the urgency of setting
up services to protect the public health. A regional
arrangement, the International Sanitary Bureau—
born with the century, yet untapped for almost a
decade-was still in place and was soon to become
the catalyst for renewed and intensified inter-
American collaboration in health.
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THE BURGEONING BUREAU

1920-1946

For a quarter-
century, Dr. John D.

Long (center), the
Bureau’s first

“Travelling
Representative,”

crisscrossed the con-
tinent by plane,

train, boat, car, mule,
and on foot, promot-

ing measures to
improve public

health in the
Americas.

T he Americas experienced a period of accelerated economic growth during

the 192Os, as the result of a dramatic expansion of agriculture and industry. While
Europe reeled from the ravages of “the war to end all wars,” in the Western
Hemisphere social and economic development spurred a boom in communi-

cation, maritime trade, railroad and highway construction, and aerial travel. Acknowledgment
that labor was the indispensable tool for development prompted countries to become increas-

ingly concerned with assuring the health of their work force. In the cultural vacuum left
by a crippled Europe, the United States increasingly gained importance in the Region. That

country’s preeminent role in collaborative efforts to improve people’s health was evidenced
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Agriculture and
industry fueled
Latin America’s
economic boom in
the 192Os, and that

progress soon
spilled over into
the social sectors.

by the Rockefeller Foundation’s stepped up biomed-
ical research in Latin America, leading to communi-
cable disease control and environmental sanitation
campaigns throughout the Hemisphere.

At the start of the decade and during the entire
interval between the two world wars, three inter-
national health entities coexisted: the Office
International d’Hygiène Publique in Paris, the Health
Section of the League of Nations established in
London in 1920, and the Pan American Sanitary
Bureau. As time would prove, only the Bureau
would survive and grow.

First, however, the Bureau had to get back on
track, get organized, and get going. To do so, the Sixth
International Sanitary Conference of the American
Republics met in Montevideo, Uruguay, from 12 to
20 December 1920, and elected the U.S. Surgeon
General, Dr. Hugh S. Cumming, to head the Bureau,
changing the title of his office from Chairman to
Director. The Conference then set out to reorganize
the Bureau, creating the first Executive Committee
and establishing a Bureau-as distinct from the
Conference itself (until this time they had been co-

terminous)—with seven members, including the
Director, a Vice Director, and a Secretary. The Bureau
was charged with preparing a plan to publish a
monthly bulletin (a “Boletín Internacional de las
Republicas Americanas”). The Conference also rec-
ommended that the Bureau’s annual budget be
quadrupled from $US5,000 to $20,000. Finally, del-
egates urged that continuous correspondence be
established with officials of boards of health, health
officers, and prominent physicians in the American
republics, so that the Bureau could render the
countries the most effective possible service.

It followed that in the very first annual report of
the Director, for 1921, Dr. Cumming asserted that:
“today the International Sanitary Bureau corre-
sponds with all the important officials on health
and medical boards in the various republics in order
to cooperate with them in the progress of sanitary con-
ditions in their ports and territories, in order to
impede, where possible, the spread of infectious
diseases.” That report to the Governments about
the work of the Bureau barely filled two pages.
As the years passed, the reports would grow in
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Over the decades,
many great Latin
Americans have

graced the Pan
American Sanitary

Conferences. Carlos
Chagas (at center of
photo), who discov-
ered American try-

panosomiasis—more
commonly known as

Chagas’ disease—
early in this century

while working in
Brazilian backwaters,

brought distinction
to the Sixth Sanitary
Conference, held in

Montevideo in 1920,
as delegate of Brazil.

volume, reflecting a corresponding growth in
the Bureau’s activities.

This fundamental role of the Bureau in information
exchange with the countries of the Region explains
the importance given to what was at first called the
Boletín Panamericano de Sanidud, whose maiden issue
appeared in May 1922. Referring to the Bureau as “this
great enterprise in benefit of humanity,” the opening,
and timeless, article addresses the “importance of inter-
national cooperation in health,” followed by a pre-
sentation on the diagnosis and “extirpation” of small-
pox and a summary notification of infectious diseases
worldwide. The press run of the first issue was 6,630
copies in Spanish and 2,000 copies in Portuguese; there
after, 3,000 copies in Spanish were printed every
month. (See also the special feature in this publica-
tion on the Boletín de la oficina Sanitaria Panamericana.)

The first issues of the Boletín included contribu-
tions by authors from throughout the Hemisphere—
primarily North Americans, but also Mexicans,
Colombians, and Brazilians, among which figured
the famous Brazilian scientist, Carlos Chagas. The ar-
ticles reveal from the outset the wide net that the
Bureau cast: the first issues deal with leprosy, hook-
worm, “the importance of a good set of teeth,”

advances in sanitary engineering, diphtheria, water
disinfection, yellow fever, syphilis, tuberculosis,
industrial hygiene, malaria, and goiter. A regular fea-
ture was the summary of infectious diseases. And,
beginning in 1924, the Boletín published resolutions
of the Pan American Sanitary Conferences. When the
names of the institution’s official organs were changed
in 1923 from International Sanitary Conference and
International Sanitary Bureau to Pan American
Sanitary Conference and Pan American Sanitary
Bureau, the name of the monthly journal likewise
changed to its current title of Boletín de la Oficina Sanitaria
Panamericana.

During the Bureau’s first two decades, its
resources had been as scant as its scope of operations
was narrow: the Conference and the Bureau were in
effect one and the same body, there was no secretariat
or personnel as such, and the most had been made
of an annual appropriation of $US5,000. As the
Bureau’s activities grew, however, its need for addi-
tional resources increased proportionately.

In the 1920s, the staff consisted of the Director,
Dr. Cumming, the Assistant to the Director, Dr.
Bolivar J. Lloyd, and the Scientific Editor of the
Boletín and Chief Translator, Dr. Arístides A. Moll.
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In addition, an “executive clerk,” Mr. W. P. Mont-
gomery, was hired and became the first employee
to retire with a pension from an international orga-
nization in Washington, D.C. Around this time and
in support of the work of the Bureau, the United States
Public Health Service began to detail public health
experts for field duty with the Bureau. In 1923, the
first of these, Dr. John D. Long, Auxiliary Surgeon
General of the USPHS and later Assistant Director of
the Bureau, began working as the Bureau’s “Travelling
Representative,” conducting missions to Chile,
Bolivia, Peru, Ecuador, Panama, Cuba, and later
throughout the continent to assess health condi-
tions and formulate with national authorities a
plan to “broaden the usefulness of the Bureau.” His
peripatetics were to become a main staple of the
Bureau’s activities over a quarter-century.

The Bureau’s funding was even slimmer than its
staff. The financial records for fiscal year 1921-1922
showed $2,830.79, including $4.67 for “travelling
expenses” and $5.50 for “books.” Staffing strength-
ened in 1923-1924 with contracts for an editorial
assistant, a clerk, and a stenographer; and the bud-
get for that year increased to a still slight $11,154.29.

Understandably, when the Seventh Pan Ameritan
Sanitary Conference met in Havana, Cuba, in 1924,

a much more substantial budget of $50,000—10
times the original funding—was approved. By this
time, all 21 American republics had joined the
Bureau, 18 of which sent delegates to the Conference.
Acting on a resolution of the Fifth International
Conference of Ameritan States, which had met in
Santiago, Chile, in 1923, the Havana Conference
drafted a Pan Ameritan Sanitary Code, which was
eventually ratified as an international treaty by
all 21 republics. Still in force today, the Code
endowed the Pan Ameritan Sanitary Bureau with
broad functions and duties and with a firm juridi-
cal basis. It also served, in years to come, as a bulwark
against attempts to disestablish the Bureau.

In keeping with the Bureau’s quintessential role
as clearinghouse of health information, the Director,
beginning with his annual report in 1924, summarized
the known health conditions in the countries. Two
years later, his report informed the Govemments of
the Bureau’s efforts to set up a statistical service
and promote the naming of epidemiologic assis-
tants in the countries, so that they could collaborate
with that service. “It is hoped that all the countries
submit to the Pan American Sanitary Bureau reports
on diseases and mortality and that those reports be
broad and detailed so as to be of real worth to the

These gentlemen,
meeting in Havana in
1924, drafted the first
treaty of any kind to
be signed by all the
American republics,
the Pan American
Sanitary Code, which
continues in force
today.
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Over the centuries, plague had been responsible for
epidemics that wiped out millions of people at a time.

Primarily a disease of rats that can infect people
who come into contact with the fleas of infected
rodents, plague proved a major public health
problem in the Americas during the first part of
this century. In some areas, plague-infested rats
from ships spread the disease among domestic
rodents in ports, creating conditions favorable
for outbreaks of human plague. The Pan
American Sanitary Bureau worked with the
countries of the Region to organize sanitary
measures directed simultaneously against
rodents and fleas—the most effective means of
suppressing epidemic plague.

Countries went to great lengths to banish
plague. In Argentina, 40 trained terriers
waged a daily offensive against rats that
infested the port of Buenos Aires, killing
as many as 10,000 in the course of a month.



The Eighth Pan American Sanitary
Conference recommended that all countries
“name in all ports of entry a medical service
whose duty it shall be officially to diagnose
cases of contagious disease; that the Bureau
recommend to shipbuilders and navigation
companies…that they should in the future
build ratproof vessels; that the American
countries build ratproof wharves and … that
the freight in warehouses be carefully
elevated 1 foot above the floor and placed in
separate sections in order to leave free spaces
easily guarding against rodents.…“

Dr. Long, following a mission to Argentina in September 1928, reported nine months later that “I made an
inspection of the port and studied the construction of the warehouses used for storing grain and cereals, and
also the methods employed to load and unload steamers. From January 1 to August 1, 1928, 6,000 rats had
been examined, sixty of which (1%) were found infected. . . I participated in a conference of all port authori-
ties. As a result of this conference an executive decree was promulgated in November 1928, requiring the
methodical fumigation of all vessels both foreign and coastwise; the fending off from the wharf for a distance
of 1 l/2 meters; a general use of rat-guards on all lines; and either the raising of the gang-plank or the use of
brilliant lights at the gangway at night. It would seem that these measures have given good results, since in
the year 1928 five vessels proceeding from Argentina arrived at foreign ports with plague on board, while this
year, to date, no vessel from Argentina has been shown to carry plague.”
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For decades the second-
floor, balconied

window in the Pan
American Union build-

ing, shown here to the
upper right of the

entrance, shed light on
the single, increasingly

cramped office of the
Pan American Sanitary

Bureau.

activities of the Bureau.” Subsequently, in his report
for 1929, the Director noted improvements in the
reporting of information: “A telegraphic code was
devised, printed, and distributed to all the Directors
of Health. Monthly and sometimes weekly cables have
been received reporting the presence of quarantin-
able diseases and the means to prevent their spread
through international trade. When these cables have
been sufficiently important, they have been trans-
mitted immediately to the Directors of Health of the
countries most directly interested. The information
has also been transmitted by cable to the Office
International d’Hygiène Publique and to the Health
Section of the League of Nations.”

The crescendo in health activity in the Region dur-
ing this decade made it imperative for directors of
health services to “meet from time to time for the
mutual exchange of ideas and experiences.” Thus, at
the direction of the Fifth Conference of American States,
meeting in 1923, the Bureau assumed in 1926 respon-
sibility for a new periodic activity, namely arrange-
ments for the Pan American Conferences of National
Directors of Health of the American Republics.
Taking place between Pan American Sanitary
Conferences, six of these Conferences of National
Directors were held between 1926 and 1948.

The Bureau’s growth and the corresponding

need to steer its direction are evident in the Director’s
convocation of the Eighth Pan American Sanitary
Conference: “a major item, for frank and open dis-
cussion of the delegates, will be the future expansion
and growth of the Pan American Sanitary Bureau.
To assure the success of such an important matter,
delegates to the Conference will be asked to make
whatever indication or suggestion they consider
opportune, in order to elaborate and define the
future plan of action of the Sanitary Bureau, [which]
aspires, above all, to help its members and to count
on the cooperation of all of them.”

It followed that the Eighth Conference, con-
vening in Lima in 1927, established a Directing
Council to meet every year to 18 months and to
consist of officers and members of the Pan American
Sanitary Conference. Council members would have
their travelling expenses and living costs (10 gold dol-
lars per day) reimbursed. Dr. Cumming informed the
delegates that, during the International Sanitary
Conference that had met in Paris in 1926, the Office
International d’Hygiène Publique had asked that
the Pan American Sanitary Bureau act as “regional
organization” for the collection of health statistics and
epidemiologic information from the Americas, to
which the delegates at the Eighth Conference agreed.
The distinction continued to be made, however,
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The First Pan American Conference of National Directors of Health (1926)
did not seem to do much more than study the Pan American Sanitary Code,

but the debate was heated, as the following excerpts illustrate:

Delegate of Guatemala: … The first thing
we should do is modify paragraph (d)
of Article I of the Code [making notifi-
cation obligatory].

to the various American Republics

Delegate of Cuba: With reference to para-
graph (d), I believe that notification is
obligatory, in the spirit of the other
articles.

with the strong recommendation of
the Pan American Union that it be
approved by the respective
Governments. …  It therefore seems
absurd to me that we be discussing
and trying to interpret the articles of
the Code.…  We are making a
spectacle of ourselves.

Delegate of Brazil: I don’t think there’s
any need for us to vote on changes to
the Code.

Delegate of Guatemala: … I am of the
opinion that no word, no matter how
insignificant, can be added to the
Code, because we are not authorized
to do so.…

Delegate of Ecuador: I would like the fol-
lowing to be omitted from the article:
“or any other contagious disease of an
epidemic nature.”

Delegate of Cuba: I want “smallpox” to be
added to the article.… In Cuba,
everyone must be vaccinated against
smallpox, but I still think smallpox
should be put in the article.

Assistant to the Director: Do you not have
vaccination societies [in Cuba]?

Delegate of Cuba: We couldn’t care less
about vaccination societies!

Delegate of Mexico: I have read some-
thing of this Code, which was
approved in Havana and forwarded

Delegate of Venezuela: … I have come
up with a proposal to amend the
Code, which I have brought for your
consideration this afternoon.…

Delegate of Honduras: I have listened to
everything said here today and
frankly I think we’re wasting
precious time.

Delegate of Mexico: I want to make a
clarification.…

Delegate of Honduras: I want to make a
counter-clarification.…

Delegate of Cuba: A port without sani-
tary means for exterminating rats is a
port of no importance to me.

Delegate of Venezuela: As you all know,
the ports of Venezuela are clean and
they comply with all the require-
ments of the Sanitary Code. We have
no yellow fever, no plague … no
cholera, no poliomyelitis, no en-
cephalitis- only leprosy, typhoid
fever, and some smallpox. I am in
favor of no port being subjected to
these classifications.



Evidence of the
broadening scope of

the Bureau’s work
was the Pan

American Sanitary
Conferences’ concern

for workers, such as
these Bolivian tin

miners, being
exposed to occupa-

tional hazards.

between the relative effectiveness of the European-
and American-based organizations. In his closing
address to the Conference, Cumming told the dele-
gates: “Most certainly the Bureau will attain such
importance and prestige as you may desire. We
find ourselves in the same fix as the bricklayer. If you
do not furnish the bricks and mortar, it is not possi-
ble for us to construct the building. I have seen the
Paris Bureau function in such a lethargic manner that
now and then it was necessary to prick it with a pin
to see if it were still alive. For some time this Bureau
was in the same condition, but I believe that it has now
undergone a change. We have the standing—and with
it the responsibility, the obligation-to convert this
Bureau into a useful organization for each and every
one of us.”

Gradually the interests of the countries and,
consequently, of the Bureau multiplied. In the annu-
al report of the Director for 1922, the Bureau’s areas
of activity had been limited to sanitary engineering,
medical instruction conferences, smallpox vaccina-
tion, health education materials, ship fumigation, and
solid waste incineration. In addition to those continuing
themes, the Director’s report for 1927 notes widen-
ing continental concerns: drug addiction, venereal dis-
ease, “sanitary” administration, tuberculosis, intesti-
nal parasites, leprosy, trachoma, malaria, puericul-
ture, climate and disease, and immigration.

The first Directing Council of the Bureau (actu-
ally a “Meeting of the Officers and Members of the

Pan American Sanitary Bureau”) met from 27 May
to 9 June 1929. It drafted the “Constitution and
Statutes of the Pan American Sanitary Bureau,”
which were approved in 1934 by the Ninth Pan
American Sanitary Conference. At this point, the
Bureau was still an “Executive Board,” not an orga-
nization as such, with changing composition and elect-
ed members who continued to reside in their own
countries. The Constitution stipulated that the
Council would have nine “titular” members elected
by the Pan American Sanitary Conference as well as
ex officio members, most of whom were officers of
the U.S. Public Health Service. The Council agreed
that the annual budget should not be less than
$50,000, provided by a levy of 21.5 gold US cents per
1,000 inhabitants or a scale of contributions of 215 gold
US dollars per one million inhabitants.

The Council urged that the Second Pan American
Conference of National Directors of Health be con-
vened in 1931, that the Governments conduct nutri-
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tion studies and disseminate their findings, that the
Boletín continue to publish articles on cancer, that plague
control proceed in the six countries still infested
with the disease, and that those countries which
had not as yet ratified the Code do so as soon as pos-
sible. Delegates also applauded Brazil’s continuing
efforts to eradicate yellow fever.

The Bureau was beginning to make a differ-
ence and, with it, an impression among political
leaders in the hemisphere. In his report for 1928—1929,
the Director General of the Pan American Union
noted that “The Pan American Sanitary Bureau
expresses in a particularly happy and characteristic
way the growing spirit of cooperation between the
republics of America, and is a constant demonstra-
tion of the important service which these nations
can render to one another through the constant
interchange of information and experience.”

The 1929 stock market crash brought a halt and
a dramatic reversal to what had been the budding

As did his successors, Dr.
Cumming waged a relentless
battle with the budget in an
attempt to meet the demands
of the Bureau with the never-
sufficient resources at its dis-
posal. Notwithstanding, over
the years, as the Bureau’s
work expanded the budget
likewise grew: $5,000 in 1902;
$20,000 in 1920; $52,000 in
1934; $56,000 in 1936; $70,000
in 1937; $100,750 in 1938; and
$107,550 in 1940.

economies of Latin America. A social crisis ensued,
with mass unemployment and a widening gulf
between the few rich—owners of land and industry—
and the increasingly poor majority. It was against this
backdrop that hemispheric collaboration in health pro-
ceeded throughout the 1930s.

Health conditions at the outset of the decade,
according to the report of the Director for 1930-1931,
included plague in Ecuador, Peru, Argentina, and
Chile; yellow fever, mostly in Brazil; typhus in
Bolivia, Brazil, Chile, Mexico, and the United States;
undulant fever in the United States; onchocerciasis
in Guatemala and Mexico; malaria in many of the
countries; tuberculosis and smallpox in practically
all of them; measles and whooping cough in all the
countries; and an increasing cancer death rate
throughout the Region. The Bureau conducted epi-
demiologic studies on plague in South America in
cooperation with national and local authorities. It
improved the sections in the Boletín on disease preva-
lence in the countries-although with difficulty, as
this information was spotty and often inadequate. A
new publication, “Weekly Sanitary Reports,” was
launched using the latest telegraphed information.

The Second Pan American Conference of National
Directors of Health, meeting in April 1931, consid-
ered a wide range of topics: urban and rural sanita-
tion, safe water and milk supplies, notification of
communicable diseases, venereal diseases, tuber-
culosis, intestinal parasitoses, smallpox, malaria,
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Progress brought in its
wake many new public

health challenges.
The advent of commer-

cial air transportation
meant that public

health precautions
had to be taken against

the global spread of
infection.

plague, industrial hygiene, maternal and child health,
nutrition, habit-forming drugs, and onchocerciasis.
It reviewed, and made changes to, a draft of proposed
regulations designed to prevent the spread of quar-
antinable diseases by commercial aviation, which
had been referred to the Bureau by the Office
International d’Hygiène Publique. The OIHP sub-
sequently accepted the Conference’s changes.

Despite increased appropriations over the years,
the budget could not keep up with demands on the
Bureau, and Dr. Cumming reported in 1931 that:
“The Bureau’s expenditures have again exceeded its
receipts, and its reserve funds have been drawn upon
to cover this deficit.” Expenditures reported includ-
ed $15,695 for salaries; $15,074 for printing the
Boletín; $156 for furniture; $303 for telegrams and
cables; and a $529 contribution to the staff pen-
sion fund. Staff at this time consisted of a technical
editor-translator, one clerical assistant, and four
clerks (a stenographer and translators). All pro-
fessionals continued to be on loan to the Bureau from
the U.S. Public Health Service. The Bureau’s phys-
ical accommodation was a single office in the Pan
American Union.

Dr. Cumming continued to make the case of
the Bureau’s expansion, when he addressed the
Ninth Pan American Sanitary Conference, meeting
in Buenos Aires, Argentina, in November 1934:

“Fourteen years ago, when the Pan American Sanitary
Conference did me the honor of electing me as
Director of the Pan American Sanitary Bureau, it exist-
ed in name only.” In his report for 1933-1934, the
Director noted that: “The nature of the work of the
Bureau itself is such as to render it capable of con-
siderable expansion.” Delegates from all of the 21
American republics attended the Ninth Conference,
adopting 42 resolutions that covered practically
every aspect of public health in the Americas, serv-
ing in turn as a major stimulus to strengthen nation-
al health services in the Region. Also attending the
Conference for the Rockefeller Foundation and pre-
senting a report on yellow fever, which was round-
ly applauded, was Dr. Fred L. Soper, who 13 years
later would be elected Director of the Bureau.
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The Bureau branched out in the early
1940s, establishing field offices in
(shown clockwise) Lima, Panama

City, Guatemala City, and El Paso.

At their Third Pan American Conference, meet-
ing in Washington, D.C., in April 1936, the National
Directors of Health debated a subject that was to have
increasing importance in later years: local health
systems. On the basis of their discussion of public
health administration, they “recommended estab-
lishment of special technical services to study pub-
lic health problems, technical unification of nation-
al health activities, and the creation of urban and
rural health units staffed with trained full-time per-
sonnel.” The Directors also approved a seven-point
program on yellow fever control; discussed bubon-
ic plague, brucellosis, malaria, trachoma, and oncho-
cerciasis; and addressed industrial hygiene, mater-
nal and child health, establishment of institutes to
study conditions affecting human life at high alti-
tudes, control of venereal disease and malaria, small-

pox, typhoid and diphtheria vaccines, and continu-
ation of experimental work in the use of BCG.

Beyond the health sector and throughout the con-
tinent, the work of the Bureau continued to gamer
widespread and profound respect. At the Inter-
American Conference for the Maintenance of Peace,
in Buenos Aires in December 1936, participants took
“note of the progress already made and the plans for
future action of the Pan American Sanitary Bureau,
particularly with regard to the betterment of the
health and well-being of the American peoples, of their
progress in municipal and rural hygiene, nutrition,
housing, water supply and drainage services, and
control of infectious and occupational diseases.”
They also recognized “that the work of effective
cooperation between the American Nations in san-
itary matters facilitates mutual and intelligent inter-
communications and avoids delays and obstacles to
international commerce, and that in this respect
considerable results have already been obtained.”
Further evidence of the broadening import and
autonomous character of the Bureau was the United
States’ decision to grant it postal franking privi-
leges in 1938, following a law to that effect passed by
the United States Congress.
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Again, however, this expansion in work forced
the Bureau to stretch to the limit its scarce resources.
Somewhat frustrated, Dr. Cumming, at the Tenth Pan
American Sanitary Conference, held in Bogota,
Colombia, in September 1938, reported that the
Bureau’s activities could be “expanded almost indef-
initely with advantage to all the people of all the
American Republics,” however, “I do not believe that
it is worth the trouble to make suggestions, unless the
Bureau receives more funds.” His appeal fell on
sympathetic ears, and the delegates approved a
budget of not less than $100,000, with a corre-
sponding increase in the scale of quota contribu-
tions. More office space was another critical need, as
the now 11-strong staff, including the Director, con-
tinued to work out of one office of the Pan American
Union; that problem, however, would not be solved
for another decade. The Tenth Conference also decid-
ed that representation on the Directing Council,
which was increased from nine to 11 members-the
Director, Vice Director, two counselors, and seven
voting members-should rotate, with the naming of
representatives to be left to the discretion of the
respective countries.

Toward the end of the decade, and despite the
fact that the world was on the verge of yet another
devastating war, international relations in health
were extremely positive. Evidence of this spirit of coop-
eration was the declared interest of the League of
Nations Health Section, in 1939, to explore “the pos-
sibility of establishing closer cooperation with the
Pan American Sanitary Bureau. ” While the League
was about to fold, however, the Bureau was poised
for take-off.

During these pm-war years, field work increased
significantly. Among countries’ requests for assistance
were those to organize the new Social Security
Hospital in Lima; to set up hospitals in El Salvador;
to respond to a poliomyelitis outbreak in Colombia;
to help plague control efforts in Ecuador, Peru, and
Venezuela; to provide sanitary engineering advi-
sory services in the Andean and Southern Cone
countries; to offer training in sanitary engineering,
mosquito control, water supply, rural sanitation,
and malaria surveillance; to carry out epidemiolog-
ic studies; in sum, to cooperate in a wide spectrum

of public health efforts in every country of Latin
America.

Not surprisingly, by now the need to have
Bureau specialists working in the countries had
become patently clear. The Director’s report for
1939-1940 mentions a “Caribbean Sanitary Zone,” with
provisional headquarters in Panama, staffed with a
travelling representative and a sanitary engineer.
Then, in 1942, the Bureau set up in El Paso, Texas, the
still-serving United States-Mexico Field Office
-a cooperative program for training, supplies, and
public health education regarding the prevention
and treatment of communicable diseases, and for
general coordination of the respective national
programs. There followed steps to organize field
offices in Lima and Guatemala City.

I n May 1940, the Fourth Conference of
National Directors of Health was held in
Washington, D.C., concurrently with the
Directing Council, which, because of the war,

did not meet again until 1946 (although, according
to the Director’s annual reports, views and opinions
were exchanged among members in the interim). The
Fourth Conference included representatives of
Canada and Dutch Guiana (now Suriname) and
addressed old issues as well as several new ones: aeri-
al sanitation, appraisal methods for the evaluation of
health work and trial of these methods in represen-
tative cities, the importance of preventive medicine
in medical education programs, improvements in col-
lecting and utilizing vital statistics for public health
purposes; conservation of forested areas surround-
ing water basins to prevent the decrease of water sup-
plies and their contamination; and standardization
of methods for diagnosing, recording, and treating
venereal diseases.

During the early 1940s, the Bureau continued to
adapt to changing health conditions in the coun-
tries and to the growing public health needs of their
populations. The decrease in incidence of cases and
deaths due to quarantinable diseases continued;
however, poliomyelitis was on the increase in prac-
tically all the countries; typhus and other rickettsial
diseases were important problems in the Andean coun-
tries and Mexico; outbreaks of smallpox were being



Elected Director in 1920, Dr. Hugh S. Cumming
served the Bureau for 26 years and was named
Director Emeritus in 1947.

reported in Argentina, Colombia, Mexico, and
Paraguay; Chagas’ disease was a problem in most of
the countries; two serious outbreaks of cerebrospinal
meningitis had occurred in Chile and the United States
in 1942; other problems included encephalomyelitis
in Colombia, tick-borne relapsing fever in Bolivia, yaws
in Ecuador, and measles in El Salvador and Nicaragua.

The emergence of other international agencies
dealing with health prompted the Third Meeting of
the Ministers of Foreign Affairs of the American
Republics, held in Rio de Janeiro, Brazil, in January
1942, to adopt two telling resolutions. First, the
Governments of the American Republics should take
individually, or by complementary agreements
between two or more of them, appropriate steps to
deal with problems of public health and sanita-
tion, by providing-in accordance with ability-raw
materials, services, and funds. Second, to those
ends, they should use the “technical aid and advice
of the national health service of each country in coop
eration with the Pan American Sanitary Bureau.” This
hemispheric recognition of the accomplishments of
the Bureau presage the zeal, shown some years
later when the World Health Organization was

being created, with which the Governments of the
Americas would defend the independence of the
Bureau.

At the XI Pan American Sanitary Conference, held
in Rio de Janeiro in September 1942, with dele-
gates from all 21 of the American republics attend-
ing, Dr. Cumming was elected for the fifth and
last time. In light of the fact that there were now 17
people on the Bureau staff, all still cramped in the
Pan American Union building, the Director again
stressed the problem of space. He also urged that
countries rather than specific individuals be elect-
ed to the Directing Council. The Conference reso-
lutions reflect the usual topics of concern-water sup
plies, nutrition, housing, sanitation, disease control—
but also the reality of World War II: the impor-
tance of taking inventory of and conserving public
health resources and supplies in each country, the
urgency of exchange of supplies for continental
security, and the need for cooperation between
military and civilian health services.

Ironically, the war had a very positive impact
on the development of public health care in the
Americas. Health services got organized, devel-
oping comprehensively and fast. Health workers
were trained to play a major role in the military
and civilian arenas in saving lives and reducing
the effects of injury, hunger, and disease. And, as
an offshoot of wartime research and development
initiatives, new techniques and resources were
applied in disease prevention. Countries’ public
health advances would in turn fortify the Bureau’s
resolve in the years following the war to become
a major international force in assuring “the
attainment by all peoples of the highest possible
level of health.”
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A REGIONAL CALL TO ARMS

From a lone

1946-1958

“Travelling
Representative” in
the 1920s, by mid-

century the
Organization’s

staff comprised a
team of physicians,

nurses, sanitary
engineers, statisti-

cians, and many
others at the ser-

vice of public
health in the

Americas.

0 nce again, but this time more convincingly than ever, the sobering reality of
war’s death and destruction convinced the countries of the world that they
should seek the means to ensure peace and build a better world. Toward that
end, the delegates of 50 nations gathered in San Francisco in 1945 to set up

the United Nations. At that United Nations Conference on International Organization, del-
egates of Brazil and China recommended that “a General Conference be convened with-
in the next few months for the purpose of establishing an international health organization
[and that] full consideration should be given to the relationship of such an organization and
methods of associating it with other institutions, national as well as international, which
already exist… in the field of health.”

40



And so it came to pass, in February 1946, that the
United Nations Economic and Social Council made
arrangements for convening a Technical Preparatory
Committee for the International Health Conference,
the purpose of which would be to create the inter-
national health organization. That Committee, meet-
ing in Paris in March-April 1946, consisted of 16 pub-
lic health experts-distinguished private citizens
rather than official representatives of any particular
country-and representatives of four international
health organizations. Among the latter were Drs.
Hugh S. Cumming and Arístides A. Moll, attend-
ing as Director and Secretary of what they prema-
turely called the “Pan American Sanitary Organi-
zation,” a name that would not be officially given to
the Bureau until the following year. Participants
discussed views concerning the future constitution
of a single international health organization and
proposed a definitive conference for June. They
recommended that instead of “International Health
Organization,” the name unofficially used until
then to refer to the new agency, that “World Health
Organization” be adopted.

According to the précis of the meeting, Dr. Moll
described the work and situation of the Bureau at that
time and cautioned that it “might, of course, act as
a regional office of the new Organization in the
same way it had cooperated with other health orga-
nizations. It would be for the Governments main-
taining it to decide whether it would become such
an office.” Dr. Cumming echoed that caveat: “The
time now seemed ripe for establishing a single
international health organization; but it would
not be desirable to create a body with too marked a
super-governmental character. Regional offices
would be essential, and those already in existence
should be maintained and developed, among them
the Pan American Sanitary Bureau. Its importance
had continually grown, and its action in defense of
health was now exercised in all the countries of
Latin America.”

The Technical Committee recommended that the
other three organizations represented at the meet-
ing—the Office International d’Hygiène Pub-
lique, the Health Organization of the League of
Nations, and the Health Division of the United

Nations Relief and Rehabilitation Administration—
be absorbed into the World Health Organization. The
most ticklish question was the future role of region-
al organizations, of which the only viable one was
the Pan American Sanitary Bureau.

Recognizing that that Bureau “had achieved
so much,” the Technical Committee deliberated at
length as to whether “regional organizations should
be integral parts of the central organization” or
“a more flexible system” should be sought, allow-
ing for “related autonomous [regional organiza-
tions], established by multilateral intergovern-
mental agreement and brought into relationship
with the World Health Organization. … The sole
present example of this type of regional health
agency is the Pan American Sanitary Bureau.” While
the Bureau represented a thorn in the side of some
of the globalists at the meeting, the Latin Americans
present were supportive of it.

When the International Health Conference con-
vened on 19 June 1946, Drs. Cumming, John R.
Murdoch (Assistant Director), Moll (Secretary), and
John D. Long (Travelling Representative) attended
in representation of the Bureau. Again, according to
the précis, “The primary issue which had to be set-
tled by the Conference was that of determining the
relationship of the new health organization to the
Pan American Sanitary Bureau, the oldest and most
important intergovernmental regional agency in
existence.” Delegates from the Western Hemisphere
staunchly defended the Bureau. The United States
delegation submitted a resolution advocating the
principle of “dual allegiance” in the sense that “the
Pan American Sanitary Bureau should not only
promote regional health programs and undertak-
ings among the American Republics in harmony
with the general policies of WHO, but also serve when
necessary as its regional committee in the Western
Hemisphere.” The delegate of Peru stressed the
fact that “the PASB would require no reform, as its
long record of satisfactory service to the American
republics had shown that it was already well adapt-
ed to their needs.” The delegate of Paraguay noted
that: “Although, basically, the Latin American del-
egations, like other delegations, wished to see a
fraternal cooperation of all nations in the health
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field, the Pan American Sanitary Bureau should
remain in their hands. It was intertwined in the
happiness of a whole continent, and any change in
the situation would profoundly affect the health of
all the pan-American countries. An arbitrary ter-
mination of the Bureau would lead to all kinds of
difficulties . … An organization could not be brushed
aside without due regard to the basis on which it had
been created under international agreements.”

In an attempt to conciliate the various view-
points, the Conference set up a “harmonizing sub-
committee” that worked out the following text,
which later was approved by the full Conference and
included as Article 54 of the WHO Constitution:

The Pan American Sanitary Organization,
represented by the Pan American Sanitary
Bureau and the Pan American Sanitary
Conferences, and all the other inter-govern-

mental regional health organizations in exis-
tence prior to the date of signature of this
Constitution, shall in due course be integrated
with the Organization. This integration shall
be effected as soon as practicable through com-
mon action based on mutual consent of the
competent authorities expressed through the
organization concerned.

On 22 July 1946, 61 states signed the Constitution
of the World Health Organization. Encompassing a
preamble and 19 chapters, with 82 articles, this
basic charter of the Organization set forth its over-
all objective, enumerated its functions, established
its central and regional structure, defined its legal sta-
tus, and provided for cooperative relationships
between it and the United Nations and other orga-
nizations, both governmental and private, con-
cerned with health matters.

At the XII Pan American Sanitary Conference in 1947, Dr. Fred L. Soper was elected Director and Dr. Hugh S. Cumming
Director Emeritus. In passing to his successor the baton of leadership, Dr. Cumming pointed out the Bureau’s prin-
cipal challenges: it had to be reorganized; financial resources had to be increased to meet program demands; head-
quarters space had to be sought; inter-American professional personnel had to be trained; relations had to be estab-
lished with WHO; Governments had to be dissuaded from shunning the Pan American Sanitary Conferences when
held in countries with which they had political disagreements; and a salary and tenure for the Director had to be estab-
lished. Dr. Soper joined the staff in toasting Dr. Cumming’s 26 years of service to the Bureau at his farewell party
in December 1946.
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Within months, delegates of 21 American
republics met to celebrate the XII Pan American
Sanitary Conference, held in Caracas, Venezuela,
in January 1947. Although all of them had signed
the WHO Constitution, they assertively drew
attention to the fact that: “The continued progress
made by the Pan American Sanitary Organization
has been a decisive factor in the promotion of pub-
lic health in the Americas.” While they wanted to
cooperate with and participate in the World Health
Organization, they were not interested in “inte-
grating” the Bureau into WHO-if that meant
absorption-and much less in abandoning it alto-
gether. The XII Conference decided to consolidate
the Bureau’s separate identity, reorganizing it as the
Pan American Sanitary Organization (PASO), with
four organs: the Pan American Sanitary Conference
as the supreme governing body of the Organization;
the Directing Council, with one representative
from each of the Member Countries; the Executive
Committee, with seven representatives elected by
the Directing Council and serving for overlapping
terms of three years; and the Pan American Sanitary
Bureau, the Director and his staff, whose purpose
would be to carry out the new program “covering
the medico-sanitary aspects of preventive medicine,
medical care, and social welfare.” Thus, the Bureau
was no longer an “executive board,” as before, but
the secretariat of the regional organization. The
aim of this reorganization was to give Member
Governments more direct and active control over the
Bureau’s policies and programs and to develop an
organization that could work with WHO. In addi-
tion, the XII Conference unanimously elected Dr. Fred
L. Soper to be the next Director of the PASO.

The Conference instructed the newly formed
Executive Committee to draft a Constitution for
the Pan American Sanitary Organization as out-
lined by the Conference and to convene, in agree-
ment with the Director, a meeting of the Directing
Council within nine months so that the Constitution
could be deliberated and approved. These instruc-
tions were followed, the first meeting of the newly
constituted Directing Council being held in Buenos
Aires in September-October 1947. Comprised of
representatives of all Member Countries, the Council

adopted a Constitution for the Pan American Sanitary
Organization that reflected the situation in the
Americas at this historical juncture.

T he war had permitted the economies of
some of the countries of the Region to
prosper, with the Latin American contri-
bution to world trade now greater than

30%. All fields of human endeavor had registered
great progress, and the achievements gained triggered
the desire for further conquests. Throughout the
Region, productivity levels rose, standards of living
increased, and autonomy among territories blossomed.
Reflecting the optimism of the Region in an era of
growing prosperity, the preamble of the Constitution
stated: “Progress in the sciences of public health and
medicine together with new and wider concepts
of the responsibilities of Governments in matters of
health make it essential to broaden the scope of
international health work in the Western Hemisphere
and to develop and strengthen the Pan American
Sanitary Bureau in order that it may be able to carry
out fully the obligations imposed by this progress.”

To establish a relationship between the region-
al and global health bodies, the First Directing
Council authorized the Executive Committee to act
“as Negotiator with the Negotiating SubCommittee
of the World Health Organization,” on condition that
the “Pan American Sanitary Organization should
continue to function as an independent entity for the
solution of problems of a continental character.”
The Council drafted a proposed agreement with
WHO that was submitted to the First World Health
Assembly in Geneva in 1948, which approved it
with the exception of one article. The draft was
then studied by the Executive Board of WHO, and
the text proposed by that body was presented to and
approved by the Directing Council of the Pan
American Sanitary Organization at its second meet-
ing in Mexico in 1948.

Whereas the American republics readily signed
and put into effect the Constitution of their region-
al organization, that of the World Health Organization
was still pending ratification in 1947. Nevertheless,
although the Bureau’s foundation was in place, the
edifice was vulnerable: the exchequer was empty, most
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After years of negotiations, the coun-
tries of the Hemisphere not only did
not lose their Pan American Sanitary
Bureau . . . they gained membership
in, and a Regional Office for, the
World Health Organization.

The Intemational
Health Conference
approved the

Constitution of the
World Health
Organization on 22
July 1946.

The WHO Constitution
could not enter into force,
however, until ratified by
26 of the then full United
Nations membership of
61 Member States. That
happened on 7 April 1948
—considered thereafter the
Organization’s birthday.
An Interim Commission
(shown in session at right)
served as “midwife” to the
as yet unborn World Health
Organization.

In the meantime, the Pan American
Sanitary Bureau acted fast to get its own
house in order. The XII Pan American
Sanitary Conference, meeting in Caracas
in January 1947, elected Dr. Fred Lowe
Soper, Director, and reorganized the
Bureau as the Pan American Sanitary
Organization. One of its newly formed
organs, the Executive Committee, met
for the first time in Washington, D.C.,
in April of that year and drafted a
Constitution for the regional organiza-
tion. Dr. Soper would serve as Director
until 1958.



Five months later, that Constitution
was adopted at the First Meeting of
the Directing Council, held in
Buenos Aires in September-October
1947 (some of the officers pictured,
left), and immediately entered into
force.

Successive meetings of the
Governing Bodies of the Pan
American and World Health
Organizations negotiated the terms
of agreement for the relationship

between the two
organizations, the
final text of which
was approved by
the Directing
Council at its
second meeting in
Mexico City in
October 1948
(delegates pictured
to the left).

Finally, on 24 May 1949, the Director-General of the World
Health Organization, Dr. Brock Chisholm, and the Director of
the Pan American Sanitary Bureau, Dr. Soper, penned the
agreement that recognized the Pan American Sanitary Bureau
as both an independent entity and as Regional Office of the
World Health Organization for the Americas.
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of the staff temporary, and the locale--still offices in
the Pan American Union-borrowed. In his book,
Ventures in World Health, Dr. Soper described the
Organization he found on assuming its helm:

During World War II the United States of
America had funneled resources to the Bureau
for certain special programs and fellowships.
Thus it had a $600,000 program in 1946 pyramid-
ed from a $115,000 base. The U.S. Public Health
Service now desired to discontinue its secondment
of professional staff and to curtail fellowship
funds. The Bureau had about $85,000 to meet
estimated expenditures for 1947 of $175,000.
At the XII Conference…while voting in favor
of an increased program and new headquar-
ters for PAHO, [the delegates took] no action
to increase government quotas.

Hopefully, I looked toward WHO for early
relief in obtaining funds for the Bureau. This hope
was obliterated when I attended the March
1947 meeting of the WHO Interim Commission
in Geneva and learned that the Commission
was itself operating on a very small budget and
had no funds available for my Bureau.…
Fundamentally, as Director of PASB, I was
happy to find out that WHO was unable to bail
out the Bureau immediately. Had WHO been
well funded in 1947, PASB probably would
have become simply its regional organization.
In the fluid situation of 1947, it was obviously
important to maintain the PASB activities and
even to increase them before the WHO Consti-
tution became operative.

Dr. Soper thus worked the budget crisis to the
Bureau’s advantage: hand out, he went from coun-
try to country seeking “voluntary contributions” from
Member Governments. Thanks to the Director’s
persuasiveness, the $US85,000 fund of 1947 bal-
looned to an approved budget of $1,300,000 for
1948—$1 million of it the result of contributions, includ-
ing $400,000 from Argentina, $260,000 from Brazil,
and $200,000 from Mexico. Understandably pleased
with the success of his entreaties, Dr. Soper report-
ed that “The First World Health Assembly in 1948
found the PASB with a budget and a program which
could not be integrated into the relatively small
budget voted for WHO.”

On 24 May 1949, the first Director-General of

WHO, Dr. Brock Chisholm, and the Director of the
Bureau, Dr. Soper, signed an agreement formally es-
tablishing the relationship between the two orga-
nizations. It was approved on 30 June and became
effective on 1 July during the Second World Health
Assembly. As a result, the Bureau was converted into
the Regional Office of the World Health Organiza-
tion, while at the same time maintaining its identi-
ty as the Pan American Sanitary Bureau. The Directing
Council, and every fourth year the Pan American
Sanitary Conference, and the Pan American Sanitary
Bureau would “serve respectively as the Regional
Committee and Regional Office” of WHO for the
Americas. Moreover, “in deference to tradition,
both organizations shall retain their respective
names.” Since the WHO Constitution provided for
the Regional Director for the Americas to be ap-
pointed by the Executive Board in agreement with
the Regional Committee, the Council, sitting as
Regional Committee, could assure appointment
of the Director of PASB as Regional Director. This
agreement meant that the international health
work of two organizations would be carried out
under a single program. While there would be two
sources of funds, the operating procedures, employ-
ment policies, staff rules and benefits, and fiscal
arrangements were, practically speaking, the same.
The dual PASB and WHO budgets meant a pro-
portionately larger program for the Americas than
for any other WHO Regional Office.

A t this coalescing stage of the Bureau’s evo-
lution, organizational matters under-
standably prevailed over all others. Dr.
Soper informed the delegates at the XIII Pan

American Sanitary Conference, held in Ciudad
Trujillo (now Santo Domingo), Dominican Republic,
in 1950, that he was concentrating his efforts primarily
“…on developing the professional and administrative
mechanisms needed by the Bureau for the effec-
tive discharge of [its] mandate and in unifying the
activities of the Bureau and of the World Health
Organization for the Americas in a single program.”
The Conference, taking into consideration the
Organization’s current and potential growth, discussed
the need for relocating its headquarters, with Mexico,
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The quest for space
proved more successful

during Dr. Soper’s
administration, with

the Organization
moving from the Pan

American Union
building to new
headquarters in

Washington, D.C.—
first to 2001

Connecticut Avenue
(right) in 1947 and then

to 1501 New
Hampshire Avenue

(below) in 1951.

Panama, Peru, and the United States offering to
serve as host country. In the end, the Conference chose
the United States, but some time would pass before
an acceptable site could be found. The Bureau had
moved to offices on Connecticut Avenue in
Washington, D.C., in 1947 and, in 1951, with the aid
of interest-free loans from the W.K. Kellogg and
Rockefeller Foundations, purchased interim head-
quarters in the city on New Hampshire Avenue.

The XIII Conference terminated the holding of
the Pan American Conferences of National Directors
of Health, six of which had convened between 1926

and 1948, now that the Directing Council would serve
the same purpose of regular discussion of important
public health issues each year. The Conference also
took up discussion of a WHO recommendation that
the Pan American Sanitary Code be abrogated to bring
the Bureau more in line with worldwide regula-
tions. In the Region, however, it was considered
that the Code, signed in Havana in 1924 and ratified
by 21 American republics, was the treaty based on
which the Bureau and the Conference functioned. As
a compromise, the Conference authorized the
Director to negotiate this matter with WHO-nego-
tiations that led to the elimination of certain technical
articles in the Code.

Yet another relationship, this time within the inter-
American system, was due for an overhaul. To clar-
ify their respective roles, the Pan American Health
Organization and the Organization of American
States signed an agreement in 1950 that established
PAHO as a specialized inter-American organization;
reaffirmed its autonomy; and defined the principles
for mutual relationships, representation, and exchange
of information-including a commitment by PAHO
to take into account recommendations by the OAS
council.
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A NEW CONCEPT:
PAN AMERICAN
CENTERS
The need to organize Hemisphere-wide
research and development programs in
specific health-related areas spawned the
Institute of Nutrition of Central America
and Panama (INCAP) in Guatemala City in
1946; the Pan American Foot-and-Mouth
Disease Center (PANAFTOSA) in Rio de
Janeiro in 1951; and the Pan American
Zoonoses Center (CEPANZO)—today the
Pan American Institute for Food Protection
and Zoonoses (INPPAZ)—which opened in
Buenos Aires in 1956.

The Director of INCAP, Dr. Nevin S. Scrimshaw,
participating in a survey if endemic goiter in

Guatemala in 1954.

PANAFTOSA took the lead in vaccinating
cattle against foot-and-mouth disease.

A herd bathing in disinfectant against
zoonotic infection, an approach promoted
by CEPANZO.
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A major thrust of the
Organization’s assistance

to the countries during
the 1950s was environ-

mental sanitation-espe-
cially the provision of

water supply and waste
disposal services.

The Organization’s finances also begged for
order, and in 1951 the Directing Council approved
the Financial Regulations for the Organization
(which, in subsequent meetings, were amended).
Article 5.1 stipulated that the budget should be
financed by contributions from new Member States
“according to Article 60 of the Pan American Sanitary
Code.” Article 5.2 provided that the budget should
be augmented by supplementary contributions, by
contributions from new Member States, and from
France, the Netherlands, and the United Kingdom
in respect of their territories within the Region of the
Americas, and by miscellaneous income. (Article 60
of the Pan American Sanitary Code provided that “for
the purpose of discharging the functions and duties
of the PASB a fund of not less than $50,000 shall be
collected by the Pan American Union, apportioned
among the Signatory Governments on the same
basis as are the expenses of the Pan American
Union.“) Shortly thereafter, France, the Netherlands,
and the United Kingdom began making quota con-
tributions, thus allowing participation of their ter-
ritories in the Western Hemisphere in full discussion

of technical matters during the Organization’s
Governing Body meetings.

Having met head-on the organizational challenges
of budget and finance, relationships with the World
Health Organization and the Organization of
American States, and headquarters accommoda-
tions, the Director set about building a Bureau that
could effectively address health conditions in the
Region at mid-century. Those conditions Dr. Soper
summed up as follows: “The population in some
countries still suffers such epidemic diseases as
typhoid, smallpox, plague, malaria, and dysentery;
child mortality is excessive, nutrition inadequate,
modern hospitals practically nonexistent, and aver-
age life expectancy low.… Naturally the Bureau will
concentrate its efforts where the need is greatest and
in those fields in which we have expertise.”

Administration To accomplish its work, the
Bureau was organized to have an Office of the
Director; a Division of Public Health, with a Health
Promotion Branch, an Environmental Sanitation
Branch, a Communicable Diseases Branch, and two
special programs, one for the eradication of Aedes
aegypti and the other for the eradication of malaria;
a Division of Administration; and a Division of
Education and Training.



Yaws—before and
after one shot of

penicillin.

COMBATTING YAWS IN HAITI
At mid-century, over half the rural

population of Haiti had fallen victim to
yaws, an unsightly and crippling dis-
ease. About that time, Dr. John D. Cut-
ler, a front-line researcher in venereal
diseases who later became Deputy-
Director of the Bureau, visited Dr. Soper
in Washington, D.C. His recollection of
that visit is telling:

You invited me to have dinner with you
in Washington, … After you heard the
reports of the apparent curative value of
low doses of long-lasting penicillin in
the incubating stages of syphilis you
asked, “You think it would also work in
yaws?” When I replied that I did, you
then immediately set forth the concept
of a mass-treatment program based
upon complete coverage of the entireA former PAHO fellow from Haiti trained his

countrymen to become inspectors in yaws
eradication.
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All the employees of this
coffee packaging plant
were treated…

…as were all students

in this school.

population so that there would be a
cure not only of the clinical cases, but
also of the incubating cases—without
the need for extensive diagnostic stud-
ies. On the basis of existing evidence
you then dared to move rapidly, with-
out waiting for years of detailed clinical
studies, to launch the yaws eradication
program in Haiti, which set the pattern
for the rest of the world

At the request of the Government of
Haiti, PAHO, along with WHO and
UNICEF, organized teams staffed by
national and international technicians
to go door to door giving a single peni-
cillin injection to everyone with the dis-
ease and to all contacts (roughly 84% of
the population). Shortly, yaws had been
eliminated in Haiti. "Show your feet," where signs of yaws are frequently

found, became the order of the day in Haiti.
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Set up in 1948, the
Organization’s Supply

Office made it easier for
the countries to obtain

health and medical
supplies and equipment.

To place the Bureau’s resources closer to their
sphere of action, six decentralized zones were set up—
Zone I with Headquarters in Washington, D.C.,
covered the United States, Canada, and the non-self-
governing territories and had field offices in Jamaica
and El Paso; Zone II, in Mexico City, covered Cuba,
the Dominican Republic, Haiti, and Mexico; Zone III,
in Guatemala City, covered British Honduras (today
Belize), Costa Rica, El Salvador, Guatemala, Hon-
duras, Nicaragua, and Panama; Zone IV, in Lima,
covered Bolivia, Colombia, Ecuador, Peru, and
Venezuela; Zone V, in Rio de Janeiro, covered Brazil;
and Zone VI, in Buenos Aires, covered Argentina,
Chile, Paraguay, and Uruguay. Each Zone office—
according to Dr. Soper, “a copy in miniature of
what the Headquarters was before decentraliza-
tion”—had a medical officer with a degree in pub-
lic health, in some cases more medical officers, a san-
itary engineer, a public health nurse, and other staff
as program requirements indicated.

As “an experimental administrative undertak-
ing involving the long-term supervision of inter-
country cooperation in specific fields that are
beyond the reach of individual countries,” the
Organization created several Pan American Centers
during this period. The Institute of Nutrition of
Central America and Panama (INCAP) was set

up in Guatemala City in 1946. The Pan American
Foot-and-Mouth Disease Center (PANAFTOSA)
was established in Rio de Janeiro in 1951 as a hemi-
spheric entity for cooperation in the fight against
foot-and-mouth disease. The Pan American Zoo-
noses Center (CEPANZO) began operations in
Buenos Aires in 1956 to promote and strengthen ac-
tivities against zoonoses in the Americas.

Education and Training At this time the pop-
ulation of the Americas showed the highest rate of
increase in the world, an increase that implied an
urgent need for expanded health services, which in
turn meant a demand for more trained health work-
ers. To help overcome the countries’ shortage of
trained personnel, the Bureau organized seminars
and special training courses and workshops, award-
ed fellowships, and helped schools expand their
courses. These activities, in addition to building a
cadre of educated health workers, linked countries
through the exchange of information. The Bureau also
provided materials, teaching personnel, and advis-
ers on curricula and public health organization. A
Medical Education Information Center, established
in Washington, D.C., facilitated the exchange of
information among a dozen important groups work-
ing to strengthen medical education in the Americas.
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Under sponsorship of the United Nations, the
Bureau, and the Government of Chile, a regional
center for training health statisticians was set up in
Santiago; the Bureau provided fellowships to the
center and helped staff its faculty. Short-term cours-
es were given on insect control, water works oper-
ations, health education and laboratory diagnosis
of tuberculosis, venereal diseases, and brucellosis,
and a training program for foot-and-mouth disease
control was conducted at PANAFTOSA. The Bu-
reau established basic standards for nurse education
and assisted Governments in training graduate
nurses and growing numbers of nurse auxiliaries.

Public Health Administration The Organization
worked with national health departments, encour-
aging countries to improve public administration in
general. It helped Governments set up model pro-
jects to demonstrate the value of integrated health
services, assigning to them teams of experts and fel-
lows. As a harbinger of the policy that, decades
later, would target the strengthening of local health
services, Dr. Soper explained that: “With the expan-
sion of health programs, national and local health
services-the bases for raising health levels through-
out the hemisphere-are growing and developing
proportionately. International health work is just an
extension of domestic programs. It coordinates
them into regional and continent-wide campaigns
while promoting expansion of local health services.
This, in essence, is the thrust of international health
work in the Americas. Under the guidance of the
Bureau… this work has been progressively achiev-
ing more and better results. The intimate association
of professionals at the national and international lev-
els has been the secret of its success.”

Special projects on health administration, men-
tal health, and alcoholism were developed. In the
area of maternal and child health, the Bureau
worked closely with UNICEF, especially in setting
up immunization campaigns against diphtheria
and whooping cough. In nutrition, the establishment
of INCAP allowed that Institute to act as a technical
center for research into nutrition problems in Cen-
tral America, supported by the W.K. Kellogg
Foundation, the Massachusetts Institute of Technol-

ogy, the Rockefeller Foundation, the United Nations
Food and Agriculture Organization, and UNICEF;
the Bureau provided the Institute’s director and
accepted responsibility for administering INCAP. It
also worked in goiter control in regions where
iodine was scarce. Entering the field of veterinary pub-
lic health, the Bureau provided advisory services to
the countries on brucellosis, hydatidosis, and rabies.
PAHO environmental engineers assisted authorities
in the elaboration and execution of urban and rural
sanitation programs for the provision of water,
elimination of wastewater, insect and rodent control,
food safety, modern solid waste disposal, and dis-
aster relief. An area of special emphasis, hospital
administration, included courses, exchanges about
new techniques, hospital construction, administra-
tive reorganization, and a regional census of hospitals.
The Bureau set up a Supply Service in 1948 that facil-
itated the selection and acquisition of radioisotopes,
drugs and other medical supplies, and equipment.

Although, as a means of establishing regional
policy and directing programs, the countries in col-
laboration with the Organization had presented
reports of health conditions in the Hemisphere as far
back as the International Sanitary Conference of
1902, the systematic collection and distribution of
health information began with a Summary of Reports
on the Health Conditions in the Americas, 1950-1953, pre-
pared for the XIV Pan American Sanitary Conference
held in Santiago, Chile, in 1954. Thereafter, qua-
drennial reports have been prepared for each suc-
ceeding Conference to establish a reference of com-
mon information that facilitates the assessment of
major health trends in the Region. This information
has been utilized as well in preparing reports on the
world health situation published by WHO.

Control of Communicable Diseases This peri-
od, while one of firsts in so many areas, was perhaps
most significant for what Dr. Soper labeled a region-
al “call to arms” against communicable diseases.
Experience in disease control gained during World
War II and medical research, which accelerated in
the early 1940s, endowed mankind with a new body
of information on controlling epidemics and pre-
venting disease. The hope stirred that many diseases
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WAGING
WAR
AGAINST
MA L A R I A

Together, the countries and
the Organization under-
took a malaria eradication
campaign that Reached even
the most remote corners
of the continent.

In Mexico, men from the National Malaria Eradication Commission
rode horseback to carry the attack into otherwise inaccessible
mountain villages.

In Bolivia, villagers assembled at the arrival of
workers from the National Malaria Eradication
Service to give blood and, in the case of those
with malaria fever, receive medicine.

In Brazil, National Malaria Service boats coursed
the country’s rivers to distribute salt treated with
the antimalaria drug chloroquine, in an effort to
interrupt malaria transmission in sparsely
populated areas where systematic application of
insecticides was unfeasible.
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In Venezuela, the School of the Division
of Malariology in Maracay moved to the
forefront of malaria research and came to
serve as a training center for WHO-spon-
sored malariologists from around the
world, such as these from India,
Vietnam, France, and Italy.

In Suriname, personnel of the Antimalaria
Commission took blood samples for malaria
diagnosis from everyone coming from the
interior to depots around Paramarlbo.

In Costa Rica, the campaign recruited village volunteers
and set up volunteer collaborator posts to collect blood
smears for microscopic diagnosis.

In Colombia, medical professionals received specialized
training in parasitology to equip them to fight the disease.



could be controlled more easily or eradicated alto-
gether through organized health action. Medicine’s
“new dimension,” eradication, gamed hold through-
out the Hemisphere, and the Bureau acted on the
countries’ mandate to wipe out diseases altogether.
In 1947, Brazil proposed that the Organization
launch a campaign to eradicate Aedes aegypti. In
1949, Haiti proposed the eradication of yaws, and the
Bureau and UNICEF launched a successful pro-
gram toward that end based on universal appli-
cation of a single penicillin shot. In 1950, Costa Rica
proposed the eradication of smallpox, followed by
PAHO’s promotion of studies to perfect the dried
smallpox vaccine for tropical climates. In 1950, the
XIV Pan American Sanitary Conference declared the
eradication of malaria a priority goal.

Whereas in the period from 1902 to 1946, the
Bureau and the countries had sought to strike a
balance between the threat of spread of infectious
diseases and the interruption of international com-
merce, their focus was now no longer on preventing
the passing of diseases from one country to anoth-
er or on merely controlling them, but on eradicating
diseases at their very source. Dr. Soper summed up
the challenge this way: “As the sphere of coopera-
tion expands, the links that unite humanity become
stronger. Disease is the common enemy of the
human species. In the fight against disease, it is
essential that countries, like individuals, support
each other mutually and without reservation. Only
by putting health above national and institutional
rivalries will all the benefits of international coop-
eration be achieved. … Every country, colony,
department, province, and island in the Americas is
within the Organization’s orbit of coordinating
action and we cannot allow there to be, anywhere
in the hemisphere, a refuge for any disease, or dis-
ease vector, from which it can later reemerge.”

In its work to “combat disease, lengthen life, and
promote the physical and mental health of the peo-
ple,” the Bureau sought partners at every opportu-
nity. The Directing Council, meeting in Mexico in
1948, offered the right to those territories “without
their own government” to participate in discus-
sions of the Organization’s Governing Bodies. The
agreement to collaborate for mutual benefit was

reached with the Organization of American States
in 1950. PAHO, likewise, struck agreements for
mutual collaboration with the Inter-American
Institute for the Protection of the Child for activities
related to maternal and child health; with UNICEF
for yaws eradication, typhus control, and immu-
nization projects; with the Inter-American Affairs
Institute in sanitary engineering, nursing, and the
strengthening of national health services; with the
United States Public Health Service on research
into malaria, onchocerciasis, and venereal diseases;
with the Brazilian National Yellow Fever Service and
the Oswaldo Cruz Institute on Aedes aegypti eradi-
cation projects; with the Carlos Finlay Institute on
yellow fever vaccine research; with the Rockefeller
Foundation, which paid the salary of the Director in
1947 and supported regional nursing projects; and
with the W.K. Kellogg Foundation for develop-
ment of the Institute of Nutrition of Central America
and Panama.

During the 12 years of his directorship, Dr.
Soper acted as a veritable General for Health, mar-
shalling every available resource in the war against
disease. He transformed the Bureau from an entity
whose accounting, personnel, and even correspon-
dence had for decades been handled by the Pan
American Union into a major international health
force. The resources of the Bureau mushroomed
during this period. From Dr. Soper’s initial encounter
in 1947 with “$85,000 to meet expenditures,” the
budget increased to about $10,000,000 in 1958. A
staff of 88 in 1947 grew to 412 in 1954 and to 750 in
1958—more than two-thirds of whom were sta-
tioned in the countries. Gaining its additional role
as Regional Office of the World Health Organiza-
tion, the Bureau embarked on broad new cam-
paigns against communicable diseases. Dr. Soper
brought together groups which up to that time had
been working in isolation. Physicians, nurses, vet-
erinarians, dentists, sanitary engineers, and statis-
ticians-all these and others as well-joined the
international health team at work in the Region.
The era of technical cooperation and exchange of
specialists was under way, and the benefits of expe-
rience and progress were already in evidence
throughout the Americas.



THE RIGHT TO HEALTH

1958-1975
“To increase the
ability to learn and
produce by improv-

ing individual and
public health”

-goal of the Ten-
Year Public Health
Program for the

Americas, 1961-1970.

P an Americanism in health developed from the late 1950s to the mid-1970s against
an international backdrop of sweeping political, technological, and social
change. Politically, competing Soviet and U.S. commitments to world revolu-
tion and containment played out as a cold war between two blocs- Communist

and Western-that for decades threatened to become a hot, nuclear one. The Third World
for the most part resisted alignment with either bloc, asserting increasingly greater inde-

pendence from the bipolar balance of power. The West Indies Federation came into force,
a number of Caribbean islands gained their independence, and the countries of the

Americas sought strength in unity by forging greater solidarity through institutions of the
inter-American and United Nations systems.

57



Technologically, the period boasted countless
innovations: man orbited space and landed on the
moon, invented an artificial heart and trans-
planted a human one, deciphered the DNA dou-
ble helix, and discovered new galaxies.

Socially-an era of the “hot line,” “hippies,”
and “minis”-students rose up world-wide to
protest social injustices; environmentalists warned
of a “silent spring” wrought by the misused tools
of agricultural development; guerrillas waged
wars; computers unleashed an electronic revolu-
tion; and cigarettes were proven once and for all
hazardous to health.

The Region experienced a general economic
boom in the late 1950s and during the 1960s. The
good times, however, eventually ran their course,
and by the mid-1970s worldwide inflation trig-
gered dramatic increases in the cost of food, fuel,
and materials, bringing a halt to economic growth
and widening the breach between rich and poor
nations. Throughout this period, popular aspira-
tions for social and economic change strengthened
the resolve of the countries of the Americas to
combat conditions that fostered ignorance,
hunger, and disease-conditions that meant
blighted lives, children with bellies bloated and

Dr. Abraham Horwitz served as Director of the
Bureau from 1958 to 1975—a period of great growth
for the Organization’s programs and influence.

brains stunted by malnutrition, their parents scav-
enging for food in garbage heaps.

The first Latin American Director of the Pan
American Sanitary Bureau, Dr. Abraham Horwitz
of Chile, elected to office in 1958 by the XV Pan
American Sanitary Conference, drew attention to
the mounting evidence of the relationship
between health and wealth and, conversely,
between sickness and poverty: “The great chal-
lenge to public health today lies in the social envi-
ronment of most developing countries, where
large numbers of people barely exist-their labor
is unproductive; their food always scarce; their
housing inadequate; their life expectancy short;
and their physical, mental, and social health poor
and precarious.”

Regional Health Policy At the outset of the
1960s, the Governments of the Americas were
gaining a clearer understanding that the problem
of economic development was essentially one of
rapidly assimilating the vast resources of modern
technology to raise the living standards of the
broad masses. In signing the Act of Bogota in 1960,
the member countries of the Organization of
American States fixed the concepts of health poli-
cies and programs, set up a Special Fund for Social
Development, and agreed to cooperate in promot-
ing accelerated economic and social development
and in improving their people’s living conditions.

These commitments were the basis for the
Charter of Punta del Este, fruit of an Extraordi-
nary Meeting of the Inter-American Economic and
Social Council, held in Punta del Este, Uruguay,
in 1961. The Charter affirmed the close interrela-
tionship between natural and human resources on
the one hand and progress and social and cultural
changes on the other. It singled out the impor-
tance of planning as an approach to ordering
problems according to their importance, their var-
ious means of solution, and their potential for
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affecting well-being. The Charter set two general
objectives: to increase life expectancy by a mini-
mum of five years and to enhance the capacity to
learn and produce by improving individual and
collective health. Its specific objectives included
water supply and sanitation, reduction in infant
mortality, control of communicable diseases,
improvements in nutrition, training and develop-
ment of health personnel, strengthening of basic
services, and intensification of scientific research,
with knowledge being used to prevent and cure
diseases. The Charter was coupled with the Ten-
Year Public Health Program of the Alliance for
Progress—a juridical instrument that was to serve
as a framework for national development policies
that intimately related health objectives and pro-
grams, goals, and action. (See also the chapter on
health planning in this publication.)

The Pan American Health Organization con-
vened a Task Force on Health at the Ministerial
Level, held in Washington, D.C., in 1963, which
described the mission it undertook as follows: “In
light of the Charter of Punta del Este, we have
considered health in the Americas in its technical,
social, economic, juridical, and cultural aspects.
We have recommended a number of practical
measures for fulfilling the health objectives of the
Charter. Their execution will mean greater well-
b e i n g . … ” The Task Force concluded that the
objectives of the Ten-Year Public Health Program
were feasible, provided they were integrated with

Through courses, research, and publications, the
Organization strengthened national capabilities in the
area of vital and health statistics as an important
aspect of effective health services administration.

overall social and economic development objec-
tives. In closing the meeting of the Task Force, Dr.
Horwitz echoed that message: “Health contributes
directly to economic and social development in
that it prolongs life and increases productivity, or
indirectly in that it facilitates the exploitation of
natural resources by reducing or eliminating unfa-
vorable environmental factors.”

The political stage was thus set to realize the
purposes of the Organization as-defined by its Con-
stitution: “to combat disease, lengthen life, and pro-
mote the physical and mental health of the people.”
To achieve those purposes, the Organization cen-
tered its efforts on controlling or eradicating com-
municable diseases; attacking the environmental
causes of disease—lack of water and basic sanita-
tion, malnutrition, and ignorance; developing
human resources; conducting research; and improv-
ing national health services. It also formed a partner-
ship with the Inter-American Development Bank,
which became what Dr. Horwitz labeled a “Bank of
Health.” Together, the two institutions devised a
true health investment policy that enabled the coun-
tries of the Region to make significant health
progress throughout the 1960s and 1970s.
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The history of public health in the Hemi-
sphere reached another milestone with the Decla-
ration of the Presidents of America, signed in
Punta del Este in 1967, and the “Program of
Action” that they approved. The Governments
again recognized health as a fundamental factor
in regional economic and social development and
stipulated that health considerations be taken into
account in development projects from the prein-
vestment stage on. The Declaration addressed the
need for industrialization, modernization of rural
life, and consolidation of the scientific and cul-
tural communities to attain an efficient economic
community; moreover, it included a special chap-
ter dedicated to health.

It followed that the Special Meeting of Minis-
ters of Health of the Americas, held in Buenos
Aires in 1968, stressed the fundamental impor-
tance of health to social and economic develop-
ment-particularly in relation to production,
reduction in risks to the environment, and
exploitation of natural resources-and under-
lined the continuing value of individual and col-
lective health to community well-being.

The new decade brought with it a collective
determination to again chart the future, this time
embodied in the Ten-Year Health Plan for the
Americas, 1971-1980. In the words of the Director,
“The Governments have decided to program the
decade to achieve goals that will surely reflect the
enormous wealth of experience, the spirit of
progress, and the aspirations of the Americas.”
The Plan reevaluated health conditions and health
infrastructures in light of environmental realities,
the maternal and child health situation, food and
nutrition, the availability of resources, and com-
munity participation-taking into account the
experience gained from the preceding decade and
the needs to increase the achievements made and
take better advantage of future investments. It set
goals for a program of services, the development
of the infrastructure, and gains in life expectancy,
and formulated recommendations for each area of
the health field, likewise making recommenda-
tions for specific aspects of particular interest.
Summing up, the drafters of the Ten-Year Plan

clarified that: “The first priority is attending to the
rights of the 120 million people who are today
without access to even minimal care. Health ser-
vices coverage is the means by which this humani-
tarian commitment is to be met.”

Planning The Charter of Punta del Este had
recommended that each country prepare a
national plan for the 1960s as a long-range mea-
sure that would ensure the orderly development
of activities for the protection, promotion, and
restoration of health. The lack of experts in plan-
ning that could help countries devise health plans
prompted PAHO and the Latin American Insti-
tute for Economic and Social Planning to initiate
courses for the preparation of planners, with the
objective “to train 100 experts in the next five
years for Latin American countries.”

At the same time, PAHO and the Center for
Development and Social Studies of the University
of Caracas undertook preparation of a detailed
guide for the formulation of national and regional
health programs that established an order of pri-
orities among health problems, followed by alter-
native solutions for the investment of national
resources, and relating the health plan to the gen-
eral economic and social development plan.

To execute activities in this area, the Organiza-
tion created an Office of Planning, and the Directing
Council subsequently recommended establishment
of a Pan American Center for Health Planning,
which was set up in 1967 in Santiago, Chile.

Vital and Health Statistics By 1960, progress
in health had translated into an average five-year
increase in life expectancy over the preceding
decade in the five countries-Argentina, Chile, El
Salvador, Mexico, and Venezuela-for which
comparative data were available. Death rates for
infectious diseases were 41% lower in 1963 as
compared to 1956; those for diseases of the diges-
tive system, mainly gastroenteritis, decreased
35%; and those resulting from ill-defined causes
dropped 35%.

Because a system of collection and analysis of
basic data was critical to determining the magni-
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tude of health problems, their frequency, relative
priority, and resources and manpower available
to solve them, the Organization stressed the
importance of setting up services for vital and
health statistics. To that effect, it advised Govern-
ments in the areas of improving the quantity,
accuracy, and prompt publication of data; interna-
tional classification of diseases; education and
training; and research.

In addition to continuing the publication of
four-year reports on health conditions in the
Americas, the Organization launched an Inter-
American Investigation of Mortality, using 12
main collaborators working in 12 cities in 10 coun-
tries, to ascertain the differences in causes of death
in urban areas on the basis of a thorough study of
43,298 deaths.

Communicable Diseases The Organization
stressed efforts to prevent, control, and eradicate
both those diseases preventable by vaccines as
well as those requiring other methods of preven-
tion and control. In respect to malaria, PAHO’s
efforts entailed research, training of professional
and auxiliary workers, meetings of experts, and
coordination of international agencies. While
strides had been made in eliminating malaria—
deaths caused by the disease had dropped from
an annual average of 43,368 in the period
1950-1952 to 2,285 in 1964—many obstacles still
hindered greater progress, among them adminis-
trative and financial constraints and growing
mosquito resistance to insecticides.

Dr. Horwitz, convinced as early as 1960 that
smallpox “can be eradicated from the Americas,”
orchestrated stepped up activities in the produc-
tion of vaccine, training of technicians, provision of
essential supplies, and organization of eradication
programs in the countries. The Region’s last
autochthonous case was reported in April 1971,
and in 1973 the XXII PAHO Directing Council
declared the disease eradicated from the Hemi-
sphere.

PAHO continued its efforts to eradicate Aedes
aegypti, vector of both yellow fever and dengue.
No case of urban yellow fever had been reported

Once the ultimate symbol of ostracism, leprosy
victims began to return to the social fold in the 1960s,
and PAHO urged the countries to integrate the
detection and treatment of leprosy cases in general
health services.

since 1954, but the Caribbean was experiencing
outbreaks of dengue. The Organization initiated a
Dengue Newsletter to keep countries apprised of
the epidemiologic status of the disease. It also col-
laborated with Brazil and Colombia in production
of a 17-D vaccine conferring immunity against
jungle yellow fever.

To combat poliomyelitis, PAHO collaborated
on trials of live attenuated poliovirus vaccine;
sponsored two international conferences in 1959
and 1960 for exchange of experience among
researchers from throughout the world on biologi-
cal, immunologic, and epidemiologic aspects of
the disease; and assisted in organizing programs
and making arrangements for the supply of vac-
cines and equipment. By the early 1970s, a
marked decline in cases of poliomyelitis was
being registered.

The Organization also prepared a continental



plan to combat tuberculosis, based on the training
of specialists, particularly epidemiologists, to pro-
gram the incorporation of tuberculosis control
into local health services; formulation of stan-
dards for application of curative and preventive
measures; and collection and analysis of informa-
tion. In Latin America, mortality from tuberculo-
sis by 1973 dropped to one-tenth of what it had
been in 1953.

Another cause for concem, leprosy, prompted
PAHO to work with the countries to intensify case
detection and to hold courses in diagnosis and
epidemiology of the disease. During this period,
the number of cases fell significantly, and victims
of the disease became more integrated into soci-
ety. A major advance was the establishment of the
Intemational Center for Training and Research in
Leprosy and Related Diseases, in Caracas in 1972.

Also targets of the Organization’s advisory
services during these years were other diseases
preventable by immunization— measles, whoop-
ing cough, tetanus, diphtheria, and typhoid fever;
the lingering problem of plague; and such parasitic
afflictions as Chagas’ disease and schistosomiasis.

Increasing industrialization in the Region prompted
the countries and PAHO to undertake studies of the
effects of pollution on human health.

Environment and Health Both the Charter
of Punta del Este and the Ten-Year Health Pro-
gram singled out sanitation, especially the provi-
sion of water supplies and sewerage services, as a
fundamental health activity, and during the 1960s
and 1970s the Organization gave priority impor-
tance to environmental health. Activities in this
field were enhanced by a Special Community
Water Supply Fund, set up by the United States
and Venezuela, and by the first long-term, low-
interest loans executed by the Inter-Ameritan
Development Bank (IDB), beginning in 1961. The
IDB, citing PAHO as a “valuable collaborator
whose technical assistance is well-known to all
our member countries,” supported 23 water and
sewerage projects totalling $US127 million in
1962 alone that benefited 10 million persons in
Latin America.

Providing abundant water for 111 million
people was the major accomplishment of the
1960s; as a result, the Governments of the Ameri-
cas, fortified by the Organization’s sanitary engi-
neering expertise, surpassed the urban water sup-
ply goals set by the Charter of Punta del Este.

During 1970-1973, $US2.1 billion were com-
mitted for water supply and sanitation projects
that benefited over 33 million people, especially
those in rural areas. The need to modemize and
strengthen environmental health programs led to



Work renders results: water supply and sanita-
tion projects executed from the early 1960s to
the mid-1970s benefited more than 150 million
people in Latin America.

From rural communities to

sanitary engineering laborato-
ries in graduate schools, PAHO
collaborated in every aspect of

providing a safe and adequate
water supply to all the countries
of the Region.
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PAHO’s establishment of an institutional devel-
opment program with emphasis on sound man-
agerial practices. To concentrate advisory ser-
vices, research, education, and information in this
area, the Pan American Center for Sanitary Engi-
neering and Environmental Sciences was inaugu-
rated in 1974. (See also the section in this publica-
tion on environmental health.)

A new focus, on the ecology, gained ascen-
dancy in the mid-1960s. It addressed the subtle
process of adaptation of living beings to the sur-
rounding environment of which they were a part,
particularly in light of growing industrialization,
urbanization, internal migration, and the health
consequences of those trends. Because of
increased awareness of threats to the environ-
ment, the drafters of the Region’s Ten-Year Health
Plan for the 1970s noted that “It is incumbent
upon us to think and act ecologically and to mod-
ify our value judgments and behavior if we wish
to avoid or limit damage to the human environ-
ment.” PAHO began active cooperation with the
new United Nations Environment Program, an
outgrowth of the U.N. Conference on the Human
Environment, held in Stockholm, Sweden, in 1972.

The Organization created a Pan American Air
Pollution Sampling Network, which by 1973
included 85 stations in 25 cities in 14 countries of
the Americas. Its purpose was to provide informa-
tion that could be used to promote legislation for
the prevention and control of environmental risks.
Noting that “we must be able to determine more
precisely the essential limits of environmental qual-
ity so that we can set realistic standards that will
not interrupt development on the one hand or
compromise health on the other,” Dr. Horwitz pro-
posed to the Governing Bodies that a Pan Ameri-
can Center for Human Ecology and Health be cre-
ated, and Mexico offered a site for this new entity.

Major natural disasters shook the Region dur-
ing the early 1970s. Some 70,000 people were
killed and 600,000 left homeless as the result of an
earthquake in Peru in 1970. Two years later,
another, in Managua, Nicaragua, killed 10,000
people and injured as many more. The Organiza-
tion began to work with other agencies to respond

to affected countries’ needs and initiated activities
in what the Director labeled the “epidemiology of
disasters.”

The Organization also continued to work in
the areas of solid waste disposal, housing, food
protection, and occupational health.

Health Services At the outset of his adminis-
tration, Dr. Horwitz drew attention to the impor-
tance of organizing and administering health ser-
vices to solve those problems of public concern that
have the greatest social and economic importance.
“The countries have now accumulated consider-
able experience in this respect, but efforts must be
redoubled to organize all services—curative and
preventive—of the countries under the aegis of an
integrated administration, in which policy-making
is centralized and operations are decentralized.”

Increases in the countries’ populations were
outstripping the capacity of hospitals and health
centers to provide services. The Organization
stressed “the existence in every country of ser-
vices having the widest possible coverage and the
training of professionals and auxiliaries to carry
out aims of individual programs and of the health
plan as a whole.” The computer was coming into
wider use by health services, and PAHO urged
the rational use of computerization in program
budgeting, accounting and finance procedures,
and personnel and resource management.

Still, the most begging problems continued to
be the imbalance between needs and resources,
poor utilization of services, and use of inappropri-
ate technology. Moreover, the costs of services were
rising: by the end of the 1960s, infrastructure costs
represented over 80% of countries’ health budgets.

Noting a clear Hemisphere-wide trend in the
creation of “national health systems,” the Organi-
zation promoted a functional structure that would
concentrate all the available resources on existing
health problems so that targets could be fixed and
evaluated periodically. “The system would call
for the formulation and implementation of a pol-
icy, the delivery of services, financing, and devel-
opment of manpower resources operating in
terms of the health plan.”
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A major feature of the Organization’s thrust in
the area of health services during this period was
its “rural strategy”— targeting some 40% of the
population-based on the combined efforts of “the
motivated and active community, the empirical
health worker trained to use simple scientific tech-
niques, and the health auxiliary properly trained
to prevent and treat and above all refer to his
superiors that which he cannot or should not do.”

Education and Training Inherent to the
focus on health and development in the 1960s was
recognition that the best possible use of available
resources-a critical factor in development—
depended on the preparation of professionals and
the training of auxiliaries. Dr. Horwitz, calling
education and training “the most important long-
term investment for protecting and promoting
health,” described the situation as follows: “It is
clear that there is a shortage of professional and
auxiliary health workers in the Americas. Produc-
tion has not kept pace with the growth of popula-
tion; nor have the resources necessary to permit
health workers to practice their professions
increased proportionally. In addition, their distri-
bution between urban and rural areas in each
country is very uneven. It is thus important to
plan the number of health workers required, to
carefully define their responsibilities, and to
establish attractive salary scales.” So important
was education and training that, between 1970
and 1973, 35-40% of the total PAHO budget was
dedicated to educational activities conducted
throughout the Organization.

In support of human resource development,
the Organization promoted nurse education in
both medical care and in health protection and
promotion; increased substantially the number of
fellowships awarded-with nearly 5,000 awarded
in 1970-1973; emphasized preventive medicine in
medical education; carried out projects to raise the
standards of medical education; launched a study
in Colombia aimed at devising a method for
determining how many and what kind of person-
nel a country would need at a given moment and
in the future; and sponsored a study of 130 medi-

cal schools in Central and South America. (See also
the section in this publication on health workers.)

Concerned that “what is perhaps most serious
is that the teaching process is not in keeping with
the actual situation with which students will have
to live when they graduate,” PAHO sponsored
“laboratories of human relations and medical
teaching” in 15 countries of the Region to improve
teaching methods, and to reorganize the teaching-
learning process on the basis of health and medi-
cal problems rather than disciplines. The nurse
education curriculum was similarly reoriented,
and the training of auxiliaries intensified.

With the aim of adapting educational technol-
ogy to the health policy and health system in each
country, the Organization helped to establish a
Latin American Center for Educational Technol-
ogy in Rio de Janeiro in 1972 and another in
Mexico City in 1973 to develop self-teaching and
self-evaluation instruction methods for training
physicians, dentists, and nurses.

The PAHO Textbook Program placed dozens
of clinical textbooks, in Spanish and Portuguese, at
the disposal of students of the health professions
in the Region, at much lower than commercial
prices. A parallel program made diagnostic instru-
ments available to students of the health sciences.

To provide a forum on manpower develop-
ment issues, in 1966 the Organization launched a
quarterly journal for health professionals in the
Americas, Educación médica y salud. It also pub-
lished the seminal study, La educución médica en la
América Latina, in 1972. The focus on information
dissemination led to establishment in São Paulo in
1967 of the Regional Library of Medicine and
Health Sciences, which developed a Pan Ameri-
can network of biomedical and health information
that incorporated the United States National
Library of Medicine’s MEDLINE, a computerized
database of scientific abstracts.

Maternal and Child Care By the early 1970s,
women of childbearing age and children made up
two-thirds of the population of Latin America and
the Caribbean. In light of the Governments’
indication that the Organization should concen-
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trate on health rather than demographic objec-
tives, family planning activities-carried out in
coordination with the new United Nations Fund
for Population Activities-assisted in ensuring
that every household was properly informed and
could make its own decision as to the number of
children it wanted.

PAHO published the results of the Inter-Amer-
ican Investigation of Mortality in Childhood—
information on the multiple causes of some 35,000
deaths-which indicated that the single most seri-
ous factor in those deaths was malnutrition.

In support of maternal and child health,
immunization programs were stepped up, breast-
feeding stressed, education of mothers promoted,
safe water supply in or near the home urged, and

prenatal and perinatal health services empha-
sized. The Latin American Center for Perinatology
and Human Development was established in 1970
in Montevideo with a focus on investigation and
application of new methods related to care during
the last months of pregnancy, delivery, and the
puerperium, and in the first 30 days of life.

Food and Nutrition The relationship
between malnutrition and excessive child mortal-
ity and mental retardation underlay the Organiza-
tion’s expanded efforts in the area of nutrition
during this period. The Institute of Nutrition for
Central America and Panama was becoming one
of the most outstanding centers in the world for
nutrition studies. INCAP research targeted devel-
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opment of a vegetable protein mixture that would
be high in nutritive value and inexpensive. The
result was INCAPARINA—as nutritious as milk
but costing one-fourth less-which began to be
mass produced in Central America in the 1960s.

Toward the end of the decade, a consensus
among the Governments of the Region urged the
formulation of a food and nutrition policy “princi-
pally concerned with feeding the population.” The
Organization’s activities in this area were strength-
ened by the establishment of the Caribbean Food
and Nutrition Institute (CFNI) in Kingston, Ja-
maica, in 1967. At the beginning of the following
decade, the Ten-Year Health Plan set targets aimed
at substantially reducing malnutrition and totally
eliminating it in its severe form. The Organiza-
tion’s thrust in the area of nutrition ranged from
efforts to stem the loss of animal protein through
control of diseases in beef cattle, pigs, and sheep;
preparation of highly nutritive vegetable protein
mixtures; fortification of food—e.g., sugar with
vitamin A, salt with iodine, water with fluoride;

The Pan American Zoonoses Center
collaborated on serologic studies on
animals suspected of having zoonoses,
and the Pan American Foot-and-Mouth
Disease Center undertook research to
develop improved vaccines against
foot-and-mouth disease.

and enlistment of food and nutrition concerns in
disease control and prevention campaigns.

Animal Health The significance of foot-and-
mouth disease and the zoonoses in the Americas
derived in large measure from their high economic
costs and their effect of reducing available animal
proteins, which in turn directly related to malnutri-
tion and infant mortality. The Pan American Foot-
and-Mouth Disease Center in Rio de Janeiro
worked on development of vaccines against the
disease that would be of greater and longer-lasting
effect. The Pan American Zoonoses Center in
Buenos Aires offered advisory services and assis-
tance in education, training, and research to control
rabies, brucellosis, bovine tuberculosis, anthrax,
hydatidosis, and leptospirosis in the countries.

Research In 1961, the Director recognized
that “It is now evident that a long-range research
program coordinated by the Pan American Health
Organization is needed.” That same year, the
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United States Public Health Service gave PAHO a
grant to set up an Office for Research Coordina-
tion, whose charge it would be to carry out proj-
ects that investigated medical and social prob-
lems characteristic of the Americas.

The PAHO Advisory Committee on Medical
Research indicated that the immediate purpose of
the Organization’s support of scientific research in
Latin America should be the solution of problems
with a view to promoting human welfare. In the
course of these years, the Committee dealt with,
among other concerns, tuberculosis, environmen-
tal determinants of community well-being, and
deprivation in psychobiological development.
PAHO promoted exchanges among researchers in
the Western Hemisphere to target strengthening
what the Director referred to as an “intellectual
common market.”

Throughout the 1960s and early 1970s, the
Organization developed a growing and varied
program of research projects in biology, medicine,
and the social sciences. Those projects spanned a

full range of public health concerns: acute infec-
tions, nutritional states, and sanitation as factors
conditioning infant mortality; the role of Simuli-
idae as vectors of onchocerciasis; as mentioned
above, the preparation of vegetable protein mix-
tures; trials of new drugs for treatment of malaria;
use of live attenuated poliovirus vaccine; produc-
tion of a live attenuated virus vaccine against foot-
and-mouth disease; search for a simplified tech-
nique for iodizing salt to prevent endemic goiter;
and the zoonoses and their prevention.

Health Promotion A number of initiatives
were launched in the area of health promotion
during this period. The Organization framed a
long-term program for incorporating mental
health activities into basic health services. It coop-
erated with national health services to encourage
them to adopt international standards for radia-
tion protection, promoted teaching of radiation
protection in medical, dental, veterinary, and
other professional schools; fostered use of

Laying the foundation for a headquarters
for health in the Hemisphere. In 1965

PAHO moved to its new home on the
corner of Virginia Avenue and 23rd

Street in Washington, D.C.
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radioisotopes for diagnosis, treatment, and
research; and provided advisory services in the
use of X rays and radioisotopes and the organiza-
tion of radiation protection in health departments.
In the area of dental health, it promoted a redou-
bling of efforts to fluoridate water supplies. It
began to look into the prevention of traffic acci-
dents, which in some countries were among the
top 10 causes of death. And it stressed the impor-
tance of health education in support of commu-
nity participation, a growing trend in the Ameri-
cas during the 1960s and 1970s.

Administration Reelected three times, Dr.
Horwitz stewarded the Organization through a 16-
year period characterized by great growth in its
budget, programs, and influence—one of intensified
advisory services, educational outreach, research
development, and information exchange in every
area of public health throughout the Hemisphere.

From 1958 to 1961, the budget increased 40%;
from 1962 to 1965 it increased yet another 25%;
and by 1973 it reached $US45 million. The staff
grew from 725 in 1958 to 1,300 by 1972—900 of
which were stationed in the field.

As of the early 1960s, the Administration was
structured in three levels: headquarters, zones,
and-for the first time-countries. The country
representative was considered the “coordinator of
all projects in a country.”

A number of countries joined the Organiza-
tion during this period: Jamaica in 1962, Trinidad
and Tobago in 1963, Barbados and Guyana in
1967, Canada in 1971, and the Bahamas in 1974.

The problem of permanent space was finally
solved in 1965, when the Bureau moved to its cur-
rent headquarters on 23rd Street in Washington,
D.C. That move was made possible when the
W.K. Kellogg Foundation provided the $US5 mil-
lion required for the building, stipulating that it
be treated as an interest-free mortgage, to be
repaid over 20 years, not to the Foundation but as
a supplementary $250,000 assessment on the
Member Countries annually to be used for addi-
tional field programs. The land for the building
was donated by the United States Government. A

Region-wide competition resulted in award of the
design of the building to Uruguayan architect,
Román Fresnedo Siri.

The period during which the Organization
concentrated mainly on disease campaigns thus
ended with a great victory-the eradication of
smallpox from the Americas in the early 1970s.
The period to follow would target primary health
care to improve both health conditions and the
local health services set up to deal with them.
Consequently, the Organization’s health pro-
grams became less vertical and more integrated.
They focused more on programming aspects than
on direct execution. They targeted the training of
human resources, the production of biologicals
and control of their quality, the incorporation of
control or eradication measures into the appropri-
ate health system programs; the development of
antigens for correct etiologic diagnosis; the supply
of drugs, equipment, and instruments; and the
intensification of epidemiologic surveillance.

The central focus of the Organization, how-
ever, was on cooperating in the provision of health
care for every single inhabitant of the Hemisphere,
with special emphasis on the needs of those—
approximately two of every five persons-who
received no care of any kind, people who lived in
dispersed rural communities or who crowded
around the peripheries of major cities, who had a
disproportionately large share of high morbidity
and mortality rates, were susceptible to both com-
municable and chronic diseases, were illiterate,
and lacked basic sanitation.

In describing the Organization’s role and, by
implication, his own during this period, Dr. Hor-
witz summarized: “We have given priority
throughout our work in the Americas to assuring
coverage for all those who are now without access
to minimum health services. We do not accept any
discrimination or any compassion in health, for
we regard it as a right.” That work, in effect, her-
alded the end of acceptance of a reality best char-
acterized as “health for some” and the beginning
of a commitment, the length and breadth of the
Hemisphere, to what would soon come to be
known as “health for all.”
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TOWARD HEALTH FOR ALL

1975-1983

Primary health care—

“bringing care as close
as possible to where
people live and
work”—has long been
a tradition in the

communities of the
Americas.

H ealth and health care services in the Americas developed in the midst of ver-
tiginous political, economic, and social change from the mid-1970s to the early
1980s. The course of political progress in Latin America proved tortuous. One
country after another suffered military coups that thwarted the cause of

democracy. Yet a number of countries in the Region-Dominica, Saint Lucia, Saint Vincent
and the Grenadines, Belize, Antigua and Barbuda-gained their independence and joined
the community of nations, as well as the Pan American Health Organization.
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Primary health care…

education concerning

prevailing health prob-

lems and the methods

of preventing and con-

trolling them.

he oil crisis that began in 1973 triggered
continuing inflation and affected
economies throughout the Hemisphere—
proving a boon to a few oil-exporting

countries but a catastrophe for the overall devel-
opment of many oil-dependent ones. One presi-
dent urged his citizens to respond to the crisis by
declaring “the moral equivalent of war” against
oil consumption. Most countries had to severely
cut back on public spending, threatening far-
reaching consequences for social programs, in-
cluding health services, where the ill effects of the
crisis were exacerbated by steeply rising costs.

Social changes during this period were wide-
ranging. New environmental concerns about
ozone damage and acid rain emerged. An interna-
tional conference in Mexico City adopted a 10-
year plan whose overriding goal was to improve
women’s lot. And the “home” or “personal” com-
puter-the PC-hit the global market.

The march of science accelerated. Spacecraft

penetrated ever farther into the outer reaches of
the solar system. A functional synthetic gene was
produced, and the first “test-tube” babies were
born. For the first time, researchers successfully
treated with a drug a deadly viral infection, her-
pes encephalitis. Eight years after the Americas
had wiped out smallpox, the World Health Orga-
nization announced the global eradication of the
disease in 1979. No sooner had one disease been
vanquished, however, than another—one that
would prove devastating beyond calculation—ap-
peared: in 1981, scientists identified a new threat
to human health-acquired immunodeficiency
syndrome (AIDS).

The XIX Pan American Sanitary Conference,
meeting in September 1974, elected Dr. Hector R.
Acuña, of Mexico, to serve as Director of the Or-
ganization. In his inaugural speech, Dr. Acuña de-
clared that “our purpose is to create a climate that
makes it possible, through reason and study, to
introduce changes in keeping with the times in
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which we live, changes that reduce morbidity and
mortality from enteric infections, that reinforce
the Ten-Year Health Plan, and that, if possible,
will help solve age-old problems related to water
supply, environmental sanitation, vector control,
and food production, management, distribution,
and consumption.” The Organization proceeded
to reorient its work to adapt to the sociopolitical
changes that the Region was experiencing and, es-
pecially, to the implications of those changes for
health conditions in the Americas.

Policy Initiatives The World Health Assem-
bly that convened in 1977 resolved that the main
social target of Governments and the Organiza-
tion for the remainder of the century would be
“the attainment by all citizens of the world by the
year 2000 of a level of health that will permit them
to lead a socially and economically productive
life.” That same year, at the IV Special Meeting of
Ministers of Health of the Americas, held in

Washington, D.C., the Governments committed to
step up efforts to extend health service coverage
to the entire population. To achieve that purpose,
they adopted a regional policy with primary
health care and community participation as the
principal strategies. One year later, the Interna-
tional Conference on Primary Health Care, held in
Alma-Ata, USSR, issued a declaration that pri-
mary health care was the key to attaining univer-
sal health as part of overall development and in
the spirit of social justice. In the years that fol-
lowed, the Organization worked to translate the
health-for-all aspiration into a reality through spe-
cific health programs.

The XX Pan American Sanitary Conference,
held in St. George’s, Grenada, in 1978, reelected
Dr. Acuña and passed resolutions, among others,
regarding adoption of a biennial program and
budget (to bring PAHO into line with other
United Nations agencies) and attainment of uni-
versal coverage and incorporation of primary

Primary health care.
promotion of food
supply and proper
nutrition.



Primary health care…

an adequate supply of
safe water and basic

sanitation.

health care into general health services.
Toward the close of the decade, an evaluation

of the Ten-Year Health Plan pointed up a number
of shortcomings in the areas of immunization ser-
vices, epidemiologic surveillance systems, mater-
nal and child health care, food and nutrition poli-
cies, rural water supply, and solid waste disposal.
The main problem was that the population was
growing at a faster pace than services could be ex-
tended. It was deemed that, to close the gap, the
health sector would have to both strengthen rela-
tions within the sector and broach new ones out-
side it.

While the ultimate aim of health policies and
programs was primary health care, intermediate
aims consisted of strengthening health service
systems, developing human resources, and in-
creasing effective use of financial resources. The
principal strategies for accomplishing these aims
were adoption of a multidisciplinary approach to
health problems that promoted development of

health systems within the context of overall devel-
opment in each country; community participation,
where individuals and groups helped themselves
and worked to solve their special health prob-
lems; and national and regional self-reliance,
where countries dealt with their own needs in a
socially relevant context, giving rise to what
would come to be known as technical cooperation
among developing countries, or TCDC.

As they had at the beginning of the 1960s and
the 1970s, the Governments of the Americas, at
the outset of the 1980s, charted the future course
of collective health action-this time in pursuit of
health for all-by formulating national and re-
gional strategies. Together two documents, Health
for All by the Year 2000: Strategies (1980) and the
Plan of Action for Health for All by the Year 2000
(1982), served as a framework for the Organiza-
tion’s and the countries’ health programs for the
remainder of the century. (See also the chapter on
health planning in this publication.)
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Health Services To achieve the extension of
services, regional health leaders stressed the im-
portance of formulating and adjusting health
policies, improving planning and administration
to strengthen the health system, and developing
human resources. The Organization designed
methods for analyzing, on the one hand, sources
of financing health programs as well as, on the
other, the cost-effectiveness of existing programs.
Technical discussions were held on coordination
between social security and public health systems,
following which the Directing Council resolved
that Governments should establish mechanisms to
coordinate the provision of health services.
PAHO collaborated in establishing health care
levels, improving the installed capacity of 13,000
hospitals in Latin America and the Caribbean, and
recruiting hospitals to join a network of health
services. Since nurses were seen as critical to ex-
tending services to rural and urban areas, nursing
standards were established in most of the coun-
tries, and plans were drawn up to strengthen their
education and training.

The Organization stressed the development of
information systems, so that national health pro-
grams could have timely and reliable data to plan,
program, administer, and evaluate their programs
and projects, as well as management systems to
achieve greater equity in access to health services
by efficiently administering resources. PAHO car-
ried out activities aimed at incorporating two
strategies-health education and community par-
ticipation-into school curricula, inter-agency co-
ordination, and training workshops.

The PAHO Advisory Committee on Medical
Research established a subcommittee on health
services research to promote that field, considered
to comprise three principal areas-social, opera-
tional, and epidemiologic-and to be “the system-
atic study of the measures through which biomed-
ical knowledge and other relevant knowledge are
applied or are brought to bear on the health of in-
dividuals and communities, under a given group
of conditions or circumstances.”

The Organization undertook a relatively new
area of work, rehabilitation services, with the aim

of improving services for the disabled, using self-
help materials and a manual on training of the
disabled, together with research to develop sim-
pler prosthetics and orthotics.

Family Health To solve the health problems
of families, PAHO used a multidisciplinary ap-
proach that coordinated activities in maternal and
child cure, nutrition, mental health, dental health,
and family education. Many mothers and chil-
dren in periurban and rural areas in the Hemi-
sphere were still beyond the reach of health ser-
vices. To redress that situation, the Organization
carried out epidemiologic activities to detect and
prevent risks to mothers and children; coordi-
nated programs of nutrition, mental health, health
education, and community participation; gave
courses for midwives, nurse auxiliaries, and com-
munity health workers; promoted adolescent
health services; and conducted research on health
indicators and family welfare. PAHO also served
as executing agency for several projects financed
by the United Nations Fund for Population Activ-
ities targeting maternal and child care and family
planning.

The Latin American Center for Perinatology
and Human Development carried out perinatal
research, developing appropriate technologies for
perinatal and newborn care and management of
prematurity. More than 15 countries accepted and
began using that Center’s perinatal clinical his-
tory, and 50 maternity clinics in another 12 coun-
tries applied the Center’s methodology for identi-
fying perinatal risk factors.

Together with the World Food Program,
PAHO collaborated with the Governments in for-
mulating, executing, and evaluating food assis-
tance projects. The Organization also established
nutrition surveillance systems to detect, prevent,
and treat the principal nutritional deficiencies;
promoted intersectoral food and nutrition plan-
ning; urged integration of nutrition activities in
health services; and fostered food enrichment
technologies to prevent and control specific nutri-
tional deficiencies.

The Institute of Nutrition of Central America



Primary health care…

maternal and child

health care, including
family planning.

and Panama and the Caribbean Food and Nutri-
tion Institute carried out basic collaborative func-
tions-teaching, research, information exchange,
and direct technical cooperation-with the objec-
tives of eliminating malnutrition, reducing anemia,
controlling diabetes, developing institutions, and
formulating policies, strategies, and action plans.

Communicable Disease Control The Orga-
nization continued to provide technical coopera-
tion aimed at diminishing the sickness, death, and
disability produced by diseases that could be pre-
vented or controlled, promoting the inclusion of
disease control activities into general health and
especially primary care services.

The development in earlier decades of vac-
cines that prevented the more common and de-
structive communicable diseases had led to vigor-
ous mass vaccination campaigns. Those cam-
paigns withered, however, as complacency set in
when it appeared that the diseases had been over-

come. By the mid-1970s, a number of those com-
municable diseases were in fact resurging in
many places. In response to this situation, the
World Health Organization launched the Ex-
panded Program on Immunization (EPI) in 1977
to provide immunization services for all children
in the world by 1990 against diphtheria, tetanus,
whooping cough, poliomyelitis, measles, and tu-
berculosis. The program was directed toward
high-risk infants and pregnant women and rested
on integrating immunization activities in general
health services. PAHO’s EPI involved activities in
five areas-training, operation of a revolving fund
for purchasing vaccines and related supplies, de-
veloping and testing cold chain equipment, infor-
mation systems and program operation evalua-
tion, and information dissemination.

Epidemiologic surveillance became a major
part of the Organization’s work with the coun-
tries. Its aim was to improve both epidemiologic
information and the reporting of cases and deaths.
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To coordinate surveillance activities and promote
studies on the incidence and frequency of diseases,
PAHO established the Caribbean Epidemiology
Center in 1975, which supported health laborato-
ries, provided training in epidemiology, and con-
ducted applied research in that part of the Region.

This period witnessed major advances in the
control of diarrheal diseases, the principal cause
of death among infants and children under 5 in
more than half of the countries of Latin America
and the Caribbean. In 1975 a system was set up
for reporting diarrheal symptoms. Subsequently,
PAHO launched a hemispheric program with five
strategies: early treatment of acute diarrheal
episodes through oral rehydration and suitable
dietary management; improved child care prac-
tices, including breast-feeding, proper weaning,
and personal hygiene; health education; improved
water supply, environmental sanitation, and food
hygiene; and epidemiologic surveillance.

Tuberculosis was not declining as fast as it

should have been and still represented a major
problem in almost all the countries in the Region,
despite its being susceptible to available control
measures. The Organization collaborated in the
integration of tuberculosis control activities in
general health services; issued information and
produced several scientific publications on the
subject of tuberculosis control; accelerated BCG
vaccination coverage; and carried out training ac-
tivities.

Acute respiratory infections continued to be
responsible for high mortality in children and
ranked among the top three causes of death in
those under 1 year of age in 23 countries. Also a
major cause of morbidity, these infections placed
a heavy burden on health services. To foster mea-
sures to prevent these infections, PAHO dissemi-
nated information, conducted epidemiologic and
operations research, and sponsored meetings and
training workshops.

Work on leprosy received impetus as a result

On 9 December 1979, WHO cer-

tified the global eradication of
smallpox.
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of the launching of the WHO Special Program for
Research and Training in Tropical Diseases. Ad-
vances ensued on use of a new drug, rifampicin,
and the integration of case-finding and treatment
in primary care services. PAHO sponsored inter-
national training through courses given with the
Pan American Center for Research and Training
in Leprosy and Tropical Diseases (CEPIALET), a
Venezuelan institute associated with PAHO since
1976.

Progress toward eradicating malaria halted
as a result of technical and operational problems.
The situation worsened steadily during the 1970s,
with a rise in cases from 465,000 in 1978 to 593,000
in 1981. In 1980 the Governments drew up a hemi-
spheric plan to support national medium-term
malaria programs, and PAHO helped countries
review their malaria situation and programming
activities.

The Organization continued to work with the
countries to control emergencies arising from the

presence of Aedes aegypti and to limit the spread
of dengue epidemics that occurred in the
Caribbean and northern South America, particu-
larly in 1977. The Directing Council reiterated its
resolve to eradicate the vector from the Hemi-
sphere, but the campaign encountered serious fi-
nancial and administrative difficulties. The failure
of DDT to accomplish eradication plus newer
health priorities resulted in project decline and A.
aegypti reinfestation. PAHO concentrated on case
reporting, monitoring insecticide resistance in A.
aegypti, and upgrading the technical and profes-
sional competence of health workers in the coun-
tries.

In the area of animal health, specifically the
zoonoses and foot-and-mouth disease, the Orga-
nization cooperated in strengthening laboratory
infrastructures and control programs. The Pan
American Foot-and-Mouth Disease Center coop-
erated with disease prevention and control pro-
grams under way in all South American countries
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and worked on production of vaccines and the
systematic vaccination of cattle. The Pan Ameri-
can Zoonoses Center established regional surveil-
lance systems for canine rabies, equine encephali-
tis, leptospirosis, and brucellosis. A major
problem was the lack of enough veterinary bio-
logicals to cover demand, and PAHO supported
centers in Mexico, Brazil, and Venezuela for the
stepped-up production of quality-controlled bio-
logicals to cover domestic and regional needs.

Similarly, PAHO cooperated with the coun-
tries through training, epidemiologic surveillance,
and research to prevent and control other commu-
nicable diseases afflicting the Americas during
this period: cutaneous and systemic mycoses; bac-
terial diseases such as plague, meningococcal
meningitis, and typhoid fever; sexually transmit-
ted diseases, which were so widespread that it
was estimated that one Latin American adult in 50
became infected with at least one sexually trans-
mitted disease each year; rickettsial diseases such
as tickborne typhus, Q fever, and spotted fever;
influenza, which was monitored by 18 national
centers as part of WHO’s global influenza surveil-
lance program; hepatitis, especially the A and B
forms; and jungle yellow fever and dengue. In ad-
dition, in light of the fact that postsurgical infec-
tions were estimated to occur in as many as half of
all operations, PAHO in 1978 began to promote
and evaluate organized efforts to control hospital-
acquired infections.

Noncommunicable Disease Control
Chronic diseases were causing growing health
problems in both developing and developed
countries as their populations aged, lifestyles be-
came more sedentary, eating habits changed (with
the consumption of more fats and sugars), obesity
became prevalent, and other risk factors con-
ducive to cardiovascular and chronic respiratory
diseases increased. PAHO cooperated with the
countries by promoting knowledge of noncom-
municable diseases; designing programs to con-
trol and prevent them, taking into account local
conditions, resources, and health care structures;
providing training and current information; and

arranging extrabudgetary financing to carry out
multinational projects to standardize criteria and
coordinate activities to control and prevent these
diseases.

Cooperation intensified in cardiovascular dis-
eases, cancer, diabetes, and chronic rheumatic
diseases. In 1975, the Organization and 16 centers
in seven countries undertook a study on preven-
tion of rheumatic fever and rheumatic heart dis-
ease; it concluded with a recommendation that di-
agnostic and preventive procedures be put in
place at all service levels. The control of hyperten-
sion was organized along similar lines. The Latin
American Cancer Research Information Proj-
ect (LACRIP) was set up in 1975 with the assis-
tance of the United States National Cancer Insti-
tute. A cancer chemotherapy program was
initiated in 1977 with the cooperation of cancer
centers in six countries.

Although the prevention of blindness was not
as serious a problem in the Americas as it was
elsewhere, and two-thirds of all cases were pre-
ventable, PAHO organized an expert group that
prepared a comprehensive report on blindness
prevention, recommending integration of preven-
tion activities in general health services, especially
at the primary care level.

The Organization also helped several coun-
tries set up national programs for traffic accident
prevention and control, which was becoming an
increasingly serious problem in the countries of
the Region.

Environmental Health In an effort to extend
urban, periurban, and rural water supply and
sanitation services, the Organization helped in
conducting feasibility studies and worked with
national planners and financial institutions—the
Inter-American Development Bank, the World
Bank, the Canadian International Development
Agency, and the United Nations Development
Program. From 1974 to 1977, $US1.36 billion—
roughly half in the form of international loans and
half from national funds—was invested in water
and sewerage systems. National investments in
these systems from 1977 to 1981 exceeded $3.9 bil-
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lion; the IDB lent $672.6 million to such efforts,
and the World Bank $1.04 billion.

In preparation for the International Drinking
Water Supply and Sanitation Decade (1981-1990),
PAHO stressed operations and maintenance
aimed at improving the quality of water supplies,
gave training courses, disseminated information,
helped develop institutions and manpower, pro-
moted appropriate technology, and supported re-
search. The Organization helped countries set up
Decade Action Committees and reorient sector
planning. A special project with IDB aimed at im-
proving water agencies’ operation and mainte-
nance activities. The Pan American Center for
Sanitary Engineering and Environmental Sciences
developed an information program in sanitary
engineering and environmental sciences
(REPIDISCA), and cooperated with the Govern-
ments in establishing information exchanges as a
basis for technology transfer.

PAHO’s work in the area of improving na-

tional environmental health agencies’ operational
and financial management capabilities had as its
objective extending basic sanitation, solid waste
disposal, and pollution control services. The
growth of the population and of industry brought
in their wake increasing air, water, and land pol-
lution problems. The building of major highways
and the development of river basins and water re-
sources were triggering significant changes in the
ecology, with serious effects on the health of sur-
rounding communities. The Pan American Cen-
ters for Human Ecology and Health and for Sani-
tary Engineering and Environmental Sciences
cooperated with the countries in identifying criti-
cal situations and major threats to environmental
health. The Pan Ameritan Air Pollution Sampling
Network continued to expand and became affili-
ated with the WHO Global Air Quality Monitor-
ing Network.

The Organization’s occuputionul health activ-
ities bolstered Governments’ efforts to develop
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preventive measures, emphasizing the reduction
of accidents and the prevention of chemical intox-
ication, especially among farm workers.

PAHO also helped countries develop radia-
tion medicine services, including simple, low-cost
radiology units; produced a manual on radiology
and primary care; and promoted the organization
of training centers and the preparation of refer-
ence materials for radiotherapy technicians.

During this period and in the wake of Hurri-
cane Fifi, which killed 8,000 in Honduras and left
many homeless, an earthquake in Guatemala,
drought in Haiti, and Hurricane Liza in Mexico,
the Organization established an Emergency Pre-
paredness and Disaster Relief Coordination to
help countries develop national disaster pre-
paredness programs with material and technical
assistance, damage assessment, disease surveil-
lance, and health infrastructure recovery. It was
recognized that the frequency and strength of
earthquakes and hurricanes would not change.

Nevertheless, the mounting population density,
progressive settlement of vulnerable areas, and
continuing construction of health facilities and
housing without proper engineering precautions
were expected to increase the effect of disasters on
public health. PAHO developed disaster simula-
tions as a substitute for first-hand experience; in
1980 began publication of a quarterly newsletter,
Disaster Preparedness in the Americas; and issued a
number of scientific publications on the subject.

Human Resources and Research Since
health workers were critical to the extension of
services, the Organization emphasized the impor-
tance of relating the education and training of
various levels and categories of health personnel
to the requirements of health services and the
needs of the community, by coordinating the
work of service and training institutions and en-
hancing resource planning. The main targets of
the human resource development program
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included: intensified training of technical and
auxiliary personnel; continuing education of
health personnel; integrated teaching-service pro-
grams; and reorientation of nursing education to-
ward community health and primary care. (See
also the section in this publication on health
workers.)

The Advisory Committee on Medical Re-
search was reorganized and reoriented to cover
the priority fields of the Ten-Year Health Plan and
the priority goal of extending health service cov-
erage. The Committee held subregional meetings
to encourage countries to develop health research
policies. PAHO surveyed research resources in
each country as a basis for TCDC, and promoted
research in general through grants, meetings,
courses, seminars, and information exchange.

Administration During this period, an Of-
fice of Administration was set up to differentiate
administrative functions from those of the techni-
cal programs, and technical cooperation was
structured in four divisions: comprehensive
health services, disease prevention and control,
environmental health protection, and human re-
sources and research. PAHO established a
Caribbean Program Coordinator’s Office in
Bridgetown, Barbados, and began evaluating the
work of the 10 Pan American Centers.

As part of a global undertaking, the Govern-
ing Bodies evaluated PAHO’s structure in light of
its functions concluding that: the goal of health for
all was realistic; PAHO should concentrate on the
“technical” aspects of health; Country Offices
should be strengthened and national entities more
widely used; country contributions to hemi-
spheric and global policies should be enhanced
through subregional groups, governing bodies,
and task forces; and PAHO should play a greater
role in the in-service training of key nationals.

Zone Offices became Area Offices during this
period, and responsibility for program delivery
was yet further decentralized to the country level.
To bring a multidisciplinary approach to problems
with which the Organization dealt, a Headquarters
Programming Committee was established.

Dr. Héctor R. Acuña, served as Director from
1975 to 1983.

The budget increased from $45 million in 1973
to $70.4 million in 1977. The total for 1974-1977
was $98.5 million more than for 1970-1973—more
than half of the increase due to extrabudgetary
funding. The total for 1978-1981 increased
$40,772,771 or 40.5% over the previous quadren-
nium, with extrabudgetary funds again increasing
significantly.

Staff declined by 6% over these years, drop-
ping from 1,313 at the end of 1977 to 1,234 at the
end of 1981—with two-thirds of all personnel as-
signed to work in Member Countries.

The American Region Programming and
Evaluation System (AMPES) began operations in
1978 as an administrative instrument to formu-
late, execute, monitor, and evaluate the PAHO
technical cooperation program. It facilitated an
objective dialogue between PAHO and the Gov-
ernments regarding the countries’ health pro-
grams and goals, the most efficient allocation of
resources, and the most effective service the Orga-
nization could provide to the countries.
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HEALTH IN DEVELOPMENT

1983-1992
Health is a bridge

connecting the
peoples of the world
in the common effort

to attain peace,
understanding, toler-

ance, and justice.
PAHO led a cam-

paign to vaccinate
hundreds of thou-
sands of children
and mothers in El

Salvador, during a
ceasefire between

the Government and
guerrillas in the late

1980s.

ver the past decade, the international scene has witnessed an unending
parade of profound and wide-ranging political, economic, scientific, and
social changes. Seemingly overnight, the cold war thawed and then
dissolved altogether, with a rapid succession of radical geopolitical events:

“glasnost,” “perestroika,” the fall of the Berlin wall, the independence of the erstwhile
satellite countries of eastern Europe, the reunification of Germany, and the break-up of
the Union of Soviet Socialist Republics into sovereign States. These changes enabled the
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transition from the largest peacetime arms build-
up in history to a major disarmament among First
World powers-and the hope that defense cuts
worldwide would make possible greater invest-
ments in social sectors. Closer to home, one coun-
try after another in the Western Hemisphere re-
placed the authoritarian, military regimes of the
1970s with elected governments, so that by 1992
most of the nations of the Region had returned to
representative, civilian democracies.

Those democratic governments, however, as-
sumed power during a regional economic crisis
that stymied their efforts to achieve the social
equality so central to the democratic way of life.
The countries of Latin America and the Caribbean
ran balance-of-payment deficits, and the net trans-
fer abroad of a huge amount of funds occurred.
Countries’ investment and operating capacity
dropped, stunting their future productive poten-
tial. All these factors contributed to internal eco-
nomic maladjustments, high rates of inflation and
unemployment, reduction of income and deterio-
ration of its distribution, and fiscal deficits that
seriously compromised standards of living. As a
result of the crisis, Governments were forced to
submit to adjustments imposed by international
financial institutions and external creditors. By
1990, income per capita in Latin America and the
Caribbean had fallen by almost l0%, and the
number of people living in poverty had increased
to more than 200 million, or almost half of the
total population.

Governments were forced to curtail activities
and programs directed to meeting social needs,
and insufficient funds made it impossible to sat-
isfy a growing population’s increasing demands
or even to keep existing health services function-
ing adequately. Countries had to limit their pur-
chases of critical drugs, supplies, and equipment,
which in turn constrained health care delivery.
Reduced capital investment boded ill for infra-
structure maintenance and development, and
slashed public spending on social services trans-
lated into health care sacrifices and the with-
drawal of benefits, especially from those people
who were least able to take care of themselves.

Fortunately, the new decade brought decid-
edly improved economic prospects for the coun-
tries: they resumed their positive patterns of
growth in 1991, with that year’s regional growth
rate more than doubling the average annual rate
of the previous decade. That growth triggered a
reduction in the rate of inflation, significant relief
of the external debt burden, and the entry of capi-
tal resulting from lower international interest
rates. The countries’ improved economies are ex-
pected to result in greater investment in their na-
tional development, much of which can be ex-
pected to go toward health and sanitation.

Worldwide scientific and technological
progress during these 10 years was Promethean.
Researchers created the first artificially made
chromosome, grafting it onto yeast cells; the space
shuttle made its maiden flight; and the first
transatlantic optic fiber telephone cable entered
service. Computer technology continued to ad-
vance at a dizzying pace, launching the compact
disc, the microcomputer cum mouse, the silicon
microchip, a “transputer” that enabled computers
to parallel process information, and a portable
computer weighing less than two pounds.

The health field likewise registered many
firsts. United States and French teams indepen-
dently discovered the AIDS virus; surgeons used
lasers to clean out clogged arteries; and medical
researchers achieved the first triple-heart, lung,
and liver-transplant, implanted the first pluto-
nium-powered pacemaker, performed the first
brain-cell transplant, and administered the first
gene therapy to a human being.

But nature continued to mock the progress
wrought by man, unleashing a succession of
major disasters during these years. In 1985, an
earthquake in Mexico City killed more than 10,000
people, and a volcanic eruption in Colombia
wiped out the town of Armero, resulting in more
than 23,000 lives lost. The following year, the
world’s worst nuclear accident, at Chernobyl,
USSR, sent clouds of fallout over much of Europe
and galvanized nuclear disaster prevention pro-
grams worldwide. In 1988, Hurricane Gilbert, the
strongest ever recorded in the Western Hemi-
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sphere, killed hundreds in the Caribbean and
Mexico. And, when 1989 turned out to be the
warmest year on record, concern for the “green-
house effect” prompted a major international
agreement to stop production of chlorofluorocar-
bons. The environment became a main concern
and the principal condition for sustained develop-
ment.

The United Nations estimated in 1988 that the
world population was growing by 220,000 a day
and, in 1990, predicted that it would rise from 5
billion to 14.2 billion in 2100. The population of
the Americas reached 735 million in 1991 and was
estimated to top 835 million in the year 2000, de-
spite the sharp reduction of fertility rates. Almost
three-fourths of the population is now living in
urban areas, and the urbanization trend will con-
tinue: it is estimated that by the century’s close
some 100 cities in Latin America will have 1 mil-
lion or more inhabitants, and 15 cities will have
more than 4 million. Migrations-resulting from
the quest for greater economic opportunity or, in
the case of some Central American countries, the
escape from armed conflict-became an impor-
tant demographic phenomenon. One aspect of mi-
gratory movements in the Region was refugees:
between 1985 and 1990 their number grew from
360,000 to 1,200,000.

This rapid increase of the population and the
massive growth of major cities created serious
problems of infrastructure shortages, pollution,
unemployment, violence, insecurity, and
marginality-bringing with them greater de-
mands for health services. In general, health con-
ditions reflected poverty-related problems, in-
cluding communicable diseases and malnutrition,
accompanied by an increase in degenerative prob-
lems and in risks. Health service systems encoun-
tered serious operating capacity difficulties,
which were compounded by waste in the utiliza-
tion of resources. The work of a multiplicity of
health care delivery institutions was generally not
well coordinated, trained personnel were short in
supply and misused, and health care coverage
was insufficient—30%-40% of the population had
no access to basic health services. To cope with

this situation the countries sought to adjust and
strengthen planning and administration to im-
prove the sector’s ability to mobilize, organize,
and utilize resources in harmony with those of
other development sectors.

POLICY DIRECTIONS

In 1982, the XXI Pan American Sanitary Con-
ference elected a new Director, Dr. Carlyle Guerra
de Macedo, of Brazil, and in 1986 and 1990 the
XXII and XXIII Conferences reelected him, the last
time unanimously. Under Dr. Macedo’s leader-
ship, the Organization has been guided by the
principles that every citizen has a fundamental
right to health care, that the ultimate purpose of
national development policies is to ensure the
well-being of those citizens, and that health is not
only an outcome of socioeconomic progress-it is
a necessary condition for attaining that progress.

In light of the challenges posed by changing
political, economic, and social conditions in the
Region over this lo-year period, the Organization
set out to reorient the thrust of its work. It
adopted a series of policies aimed at improving
people’s health, transforming health service in-
frastructures, and furthering the relationship be-
tween health and development.

In 1983, a Managerial Strategy for the Opti-
mum Use of PAHO/WHO Resources in Direct
Support of Member Countries targeted improv-
ing the Organization’s technical cooperation in
carrying out the Regional Strategies and the Plan
of Action for Health for All. The managerial strat-
egy encompassed five basic principles: the coun-
try constitutes the basic unit for the production of
cooperative activities in health; the Governments
are participants in the administration of PAHO
cooperation; that cooperation should be flexible
and capable of adapting to the changing condi-
tions of the countries and the Region; technical co-
operation among countries should be promoted
and used to the utmost; and, finally, linkages be-
tween the Organization and other national and
international agencies should be intensified.
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In 1986, the XXII Pan American Sanitary Con-
ference endorsed a new quadrennial framework
for action in the Orientation and Program Priori-
ties for PAHO during the Quadrennium
1987-1990. That policy underscored the need, dic-
tated by health and development problems in the
Region, to transform the countries’ health service
systems. That transformation, in turn, involved
three general, interrelated areas: development of
the health service infrastructure, with emphasis
on primary health care; provision of responses to
priority health problems present in vulnerable
groups, with specific programs implemented
through the health service system; and manage-
ment of knowledge.

A s the latest quadrennial cycle ap-
proached, the XXIII Pan American Sani-
tary Conference again charted the course
of its future work by adopting, in 1990,

Strategic Orientations and Program Priorities for
PAHO during 1991-1994. This current expression
of policy reflects a logical consistency with, and
represents a fine-tuned evolution of, earlier poli-
cies, all of which share in common and are sus-
tained by certain basic principles.

Overarching all other policy considerations
during the course of these 10 years has been the
focus on health in development. In a world
marked by profound differences and beset by so-
cial, economic, and political conflicts, health—as
an area of human endeavor—can and should be
used as a bridge connecting all peoples in the
common effort to attain peace, understanding, tol-
erance, and justice. It is recognized that, in order
for health services to support those values, the
way health is integrated into socioeconomic de-
velopment has to be revised. Health can and must
change its role and image as the “nonproductive”
sector, tolerated and given resources for prag-
matic political reasons, for reasons of charity or
philanthropy, or as a result of trade union pres-
sures. Instead, it has to be shown what positive
social, economic, and political repercussions im-
proved health conditions could bring.

The Organization considered it indispensable

that health services be organized and adminis-
tered in accordance with the principles and values
of health for all and primary care: equity, univer-
sal coverage, participation, and efficiency. Ex-
treme poverty and the disparities in access to
health services among different social groups had
to be reduced. Health services should be reori-
ented to allow each individual to live a socially
and economically productive life. Efficiency de-
mands that waste be brought to a halt in the health
systems of Latin America and the Caribbean,
which is estimated at $US10 billion.

Comprehensive health care requires that the
countries overhaul their health systems. In re-
sponse to those systems’ excessive centralization,
which hinders the expansion of health services de-
livery, the Governing Bodies endorsed the concept
of decentralization through the development and
strengthening of local health systems in an effort
to establish authority, responsibility, and account-
ability at the local level—where health services can
directly respond to people’s health needs. Given
that social participation is critical for decentraliza-
tion to work, democratization is both a key to the
success and a by-product of this approach. The
need for community participation in health goes
beyond the use of community members in health
campaigns and programs, to involve the commu-
nity in decision-making and control of activities.

A keystone to the transformation of health
systems is the management of knowledge, and the
Organization encouraged stimulation of the cycle
of production, collection, critical analysis, and ap-
plication of knowledge. At the same time, social
communication —with health information pro-
vided through mass media, schools, and commu-
nity forums—enables an informed public to seek
individual and collective health and to support
local health services.

Critical to carrying out many of these strate-
gies and priorities for technical cooperation is an
enhancement of the role of women in health and
development. The Organization committed to im-
proving the health and health care of women
throughout their lives and to integrating them in
the work of the sector at all levels.
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those services that

directly respond to
people’s health needs.

The emphasis on health promotion recognizes
that well-being is the product not just of one sector
but of society as a whole, and that healthy
lifestyles influence health, can prevent disease,
and improve the quality of life.

With the focus on countries as the basic unit
for action in health, the Organization stepped up
the mobilization of resources to target national
needs in a timely fashion and to achieve a better
allocation of resources already assigned to the sec-
tor by instituting organizational and administra-
tive improvements to increase the efficiency of
their use. PAHO urged that resources be concen-
trated in priority areas of greatest impact and pre-
pared guidelines for the mobilization of external
financial resources.

One of the most useful means of promoting
the coordination of national and international ef-
forts proved to be the strategy of technical coop-
eration among countries, aimed at ensuring that
countries benefit from each other’s experiences in

handling common problems. That cooperation
concentrated on promoting health research and
technology development, designing systems to
ensure the availability of critical supplies, coordi-
nating interventions for health problems common
to the countries, and developing joint education
and training projects. To bolster technical cooper-
ation among countries, PAHO analyzed national
priority areas and potential recipients and
providers of this type of cooperation. Relations
were strengthened with key institutions working
in the sector: international financial institutions,
other United Nations agencies, and bilateral orga-
nizations.

To enhance technical cooperation among
countries, PAHO promoted a number of sub-
regional initiatives. A Plan for Priority Health
Needs in Central America and Panama was
adopted by the Ministers of Health of that subre-
gion in March 1984 with two overriding objec-
tives: to satisfy basic health needs which had
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been long neglected in those countries and which
had become exacerbated by the economic, social,
and political crises affecting the subregion; and to
capitalize on the consensus in matters of health to
promote understanding and cooperation among
countries, peoples, and governments in the inter-
est of peace. The seven priority areas of the Plan
consisted of strengthening health services, devel-
oping human resources, essential drugs, food and
nutrition, control of tropical diseases, water and
sanitation, and child survival. To examine oppor-
tunities for external cooperation in these priority
areas, PAHO and the Government of Spain
cosponsored three Madrid Conferences in 1985,
1988, and 1991, which were attended by represen-
tatives of the European countries, Canada, the
United States, Japan, and the Holy See. In 1989
PAHO and the Government of Italy cosponsored
a Ministerial Conference on Italian Cooperation
in Health in Latin America and the Caribbean.

Similarly, a Caribbean Cooperation in Health

initiative—undertaken by the Organization, the
English-speaking Caribbean countries, and the
Caribbean Community (CARICOM), and
adopted by Governments in that subregion—had
as its objective to identify priority areas for initial
operations, mobilize and utilize national re-
sources, and promote intercountry cooperation.
A Joint Plan of Action for the Andean Subregion,
designed by the Organization and the Hipólito
Unanue Agreement, emphasized the mobilization
of resources for priority health areas in that part
of the Hemisphere.

Subregional economic integration processes
throughout the Americas gathered momentum at
the start of the 1990s, as pacts and agreements
among countries in the Region proliferated.
Progress in subregional integration went beyond
the purely economic and commercial arenas. In
addition to the various ongoing projects of tech-
nical cooperation on shared health problems in
neighboring countries, work began in areas in
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which common guidelines and standards for pro-
duction and marketing could be established. In
1991, the Ministers of Health of Argentina, Brazil,
Paraguay, and Uruguay—the MERCOSUR
group—signed an agreement to deal with health
and environmental problems related to the flow
of goods and services. The Andean Pact and the
MERCOSUR group met to propose a “conver-
gence project” targeting regional integration in
the development of health technology. The Cen-
tral American countries developed various inte-
gration projects, many of them as part of a second
phase—“Health and Peace toward Development
and Democracy”—of the Plan for Priority Health
Needs in that subregion.

PROGRAM ACTION

Health Situation and Trend Assessment
A major regional meeting of epidemiologists,
health administrators, and planners, held in
Buenos Aires in 1983, reviewed the uses and
prospects for the practice of epidemiology and
concluded that countries continued to need en-
couragement to assess the population’s health sta-
tus, its determinants, and trends and that national
capabilities for evaluating the effectiveness and
impact of health service systems and programs for
health promotion and disease prevention still re-
quired urgent attention. In 1986 PAHO set up a
new program, health situation and trend assess-
ment, that promoted the use of epidemiology as
an instrument in the planning and technical and
administrative management of services and as an
essential element for understanding the factors
that influence changes in the health profiles of
populations-changes that would in turn influ-
ence the allocation of resources for health and de-
cisions on health policies and programs. Coun-
tries progressed in the complex task of establishing
epidemiologic profiles on which to base preven-
tive interventions and develop local health sys-
tems. The Organization gave the countries direct
technical cooperation for strengthening the prac-
tice of epidemiology in their health services, stim-
ulated and supported epidemiologic research,

conducted training, and widely disseminated in-
formation in the field, including one of the most
important publications ever issued by the Organi-
zation, The Challenge of Epidemiology.

Health Policies Development Health poli-
cies became a new area of PAHO activity during
this period. It emphasized strengthening of the ca-
pacity of national health sectors to interact with
other sectors that have a bearing on health poli-
cies; making health planning consonant with na-
tional development policies; enhancing the effec-
tiveness of national legislation regarding the
rights and duties of the State, individuals, and pri-
vate institutions in promoting, protecting, and
restoring health; analyzing the economic and fi-
nancial aspects of health problems and services;
and supporting health technology development.

Although all the countries had national health
policies and strategies that were coherent and con-
sistent with the strategy of primary care and the
goal of health for all, execution of those policies
and strategies was limited by financial, human,
and material constraints. In most of the countries,
strategies were insufficient to meet the challenge
of integrating health in national development.

To redress that situation and promote greater
recognition of health in the overall development
process, the Organization launched a democracy
and health project in 1990. It began with the spon-
sorship of four subregional meetings of parliamen-
tarians to promote inclusion of health on the agenda
of the countries’ legislatures and to forge a consen-
sus among multipartisan policy-makers regarding
the importance of health to national development.
Meetings held the following year with subregional
and regional legislative associations likewise sought
to form cooperative ties, with the aim of furthering,
at the political level, the cause of health.

Given the severe economic and budgetary con-
straints facing the health sector during this period,
the Organization explored with debtor and creditor
countries the possibility of debt conversion as a
means of providing additional health resources
while at the same time offering Governments relief
from their debt burden.
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Health Services Transformation The pro-
tracted economic crisis forced the Region’s health
ministries to concentrate much of their effort on
reorienting the deployment of resources in order
to maximize coverage of services. An estimated
170 million people lacked services, to which num-
ber 150 million were expected to be added by the
year 2000. Priorities included the need to quantify
the problem of underserved and unserved popu-
lations and to establish common and comparable
indicators to measure the availability and utiliza-
tion of health services. PAHO sponsored a meet-
ing of representatives of 35 countries in the Re-
gion, held in Santiago, Chile, in 1985, on the
primary care strategy in the transformation of
health service systems that confirmed the prob-
lems of coverage and the shortfallings of service
organization and administration, as well as the
urgent need to determine characteristics of the
supply and utilization of services at all levels of
the system.

In 1988, the PAHO Directing Council recog-
nized “the urgent need to accelerate the transfor-
mation of national health systems” and adopted a
strategy for developing and strengthening local
health systems aimed at decentralizing services
by providing primary care to attain the goal of
health for all through increased coverage and the
extension of services to those previously un-
reached. PAHO worked to promote and support
national efforts to establish networks of local
health systems that could respond to the specific
needs of the communities they served. Recent
years saw the countries’ adoption of legal instru-
ments and standards for decentralized manage-
ment, indicating the political importance attached
to local systems.

The Organization cooperated with the Govern-
ments in restructuring and expanding their health
systems by developing appropriate strategies, ap-
proaches, and techniques in the areas of planning,
institutional administration and development, in-
tersectoral linkage, legislation, project formulation,
and evaluation. Despite widespread resource con-
straints, Governments managed to improve the or-
ganization and expand the coverage of their health

systems by seeking appropriate means for extend-
ing their service networks, increasing the operating
capacity of their health service systems, and linking
their efforts with those of other sectors whose ac-
tions influence health conditions.

Progress was made in forging intrasectoral
and intersectoral linkages to ensure efficient use
of health resources, especially between health
ministries and social security institutes. Several
health ministries established operational agree-
ments with social security institutes to reduce the
duplication of services and provide coverage
where neither had done so before. Trends ranged
from delimiting the areas of responsibility of the
sector’s components and defining public and pri-
vate sector financing policies to determining the
degree of real coverage in the provision of ser-
vices. PAHO and the Latin American and
Caribbean Institute for Economic and Social Plan-
ning worked together to develop conceptual, tech-
nical, and methodological bases for including the
health component and its intersectoral linkages in
mechanisms for reaching decisions on govern-
mental operations in the countries.

Because travel was projected to be the leading
branch of the world’s economy by the year 2000,
and tourism would thus have a growing impact
on countries’ revenues and therefore develop-
ment, PAHO began to explore the relationship be-
tween health and tourism and its potential as a
mechanism for strengthening both the health sec-
tor and its interaction with other sectors.

Improving the availability, quality, and uti-
lization of essential drugs and vaccines was the
subject of concerted and coordinated efforts.
PAHO and a number of countries struck an agree-
ment to formulate and implement an intercountry
program for producing and marketing raw mate-
rials and finished products by linking production
facilities, achieving national self-sufficiency in
production where possible, and using combined
bargaining power in purchasing raw materials
and finished products. An essential drugs revolv-
ing sales fund for Central America made it possi-
ble to import these products at favorable prices.
National drug programs were strengthened in the
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areas of pharmaceutical policies, regulations,
quality control, and drug production and supply
systems.

Cooperation in radiological technology for
health services encompassed activities related to
diagnostic imaging, radiation therapy, nuclear
medicine, and radiation protection. The Organiza-
tion promoted use of the PAHO/WHO Basic Ra-
diological System, which could cover more than
80% of all needs for radiological examinations.

The objective of activities in support of health
of the disabled was to promote the adoption of
policies and the development of programs neces-
sary for better understanding problems relating to
disability, its prevention, and the treatment of dis-
abled persons. A number of countries applied a
community-based rehabilitation approach, which
produced information that permitted greater un-
derstanding of the prevalence of disabilities and
of the importance of integrating rehabilitation into
the general health services. PAHO encouraged
studies to shed additional light on certain epi-
demiologic and genetic aspects of disability as
well as on risk factors. During this period, well
over half the countries in the Region incorporated
rehabilitation in their health programs.

Human Resource Development The ade-
quate supply and effective distribution of well-
trained manpower is the most important determi-
nant of the success of health programs. While
PAHO continued to direct its efforts to educating
and training health personnel in every category,
the utilization of human resources became an in-
creasingly important strategy. Thus, the two main
areas of concentration in this field involved: man-
agement of human resource development, target-
ing formulation of policies and plans, informa-
tion, research, and utilization of personnel; and
education and training of personnel, with empha-
sis on the undergraduate and postgraduate edu-
cation of professionals, training of technical and
auxiliary personnel, and continuing education.

The Organization reviewed the status of
health manpower in the Region and elaborated
personnel requirement profiles. Training pro-

grams focused on developing the cadre of health
care workers needed to make possible universal
access to decentralized primary care services. Spe-
cial recent, efforts targeted promoting and prepar-
ing leaders in the health sector who could deal
with the new challenges posed by the greater inte-
gration of health in development.

Environmental Health Socioeconomic
changes occurring throughout the Region drew
into focus the close relationship that exists be-
tween health and environmental conditions.
Poverty belts ringing major cities grew denser in
Latin America during this period, resulting in
large masses with no basic services and living in
unthinkable squalor. The health sector had to deal
with the consequences of this poverty: low infant
birthweights, abandoned children, environmental
hazards, drug abuse, malnutrition, and a host of
other deleterious health conditions. Shortcomings
in the fulfillment of basic sanitary needs meant
that diarrheal and parasitic diseases continued to
be leading causes of high mortality and morbidity
in some countries, especially among children but,
with the return of cholera to the Region, among
adults as well. At the same time, industrialization
and urban development in these countries ele-
vated health risks by exposing the population to
toxic chemicals that contaminate the air, water,
soil, and food.

To address those problems, and in response to
the 1991-1992 cholera epidemic, the Organization
initiated a regional plan for investment in the en-
vironment and health that targets the mobiliza-
tion of $US200 billion in support of the sector. In
addition, PAHO activities for the development of
the environmental health infrastructure concen-
trated on strengthening its managerial, opera-
tional, and technical capabilities and coordinating
its work with cooperating agencies. The Organiza-
tion participated in the United Nations Confer-
ence on Environment and Development, held in
Rio de Janeiro in June 1992, which adopted “Pro-
gram 21” that encompassed provisions for protec-
tion of health, the atmosphere, the quality and
supply of water, and for ecologically rational
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management of toxic chemicals and hazardous
and solid wastes.

In water supply and sanitation, within the
reference of the International Drinking Water
Supply and Sanitation Decade, PAHO directed its
efforts at consolidating and accelerating coverage
by making optimal use of the limited financial re-
sources available, with preference given to under-
served populations in major cities and rural areas
in order to improve their living conditions. The
Organization emphasized linkage of water and
sanitation agencies with agencies in other sectors
involved in this work, utilization of existing com-
munity participation mechanisms, rehabilitation
of services, strengthening of system operations,
maintenance, and rehabilitation to reduce high
leakage rates, development of low-cost technolo-
gies to extend coverage, and institution of preven-
tive and treatment methods to protect water from
biological and chemical contaminants.

In water supply the coverages rose to 87% of
the urban population and 62% of the rural popu-
lation by 1990. In the same year, the coverage of
sewage and excreta disposal services increased to
79% of the urban population and 37% of the rural
population. Research at the Pan American Center
for Sanitary Engineering and Environmental Sci-
ences (CEPIS) was reoriented toward the develop-
ment of viable, low-cost technologies, preferably
for the benefit of underserved population groups
and others at greatest risk. Many more centers
were included in the CEPIS Pan American Sani-
tary Engineering and Environmental Sciences
Information and Documentation Network
(REPIDISCA), raising the total to more than 267
centers active in 22 countries.

PAHO collaboration in solid waste manage-
ment was directed to formulation of national
plans and programs, identification and prepara-
tion of projects for metropolitan areas and cities,
preparation of technical guides and criteria, sani-
tary management of solid wastes within the pri-
mary health care strategy, safe handling of special
and hazardous wastes, promotion of community
participation, and intersectoral coordination.

The aim of PAHO’s program to prevent and

Dr. Carlyle Guerra de Macedo, current Director of
the Pan American Sanitary Bureau, assumed office
in 1983.

control environmental pollution was to assist na-
tional authorities in carrying out health risk as-
sessments regarding chemical hazards and in de-
veloping programs in this area. The Organization
gave increasing attention to the traditional prob-
lems of environmental pollution arising from the
inadequate disposal of human wastes and of
chemical pollutants from industry, mining, and
agriculture. The Pan American Center for Human
Ecology and Health (ECO) gave priority to re-
search, information dissemination, and technical
cooperation on chemical contaminants and spear-
headed a study of chemical safety in the countries
as a step toward formulating a medium-term re-
gional control program. Support also targeted
regional projects for monitoring toxic discharges
into surface and subterranean sources of drinking
water, for monitoring water and air quality, and
for managing the coastal waters of Caribbean is-
lands.

The Organization also promoted sanitary im-
provements in housing, establishment of intersec-
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toral and interagency linkages, formulation of
guidelines on minimal sanitation features, appli-
cation of appropriate technology to hygienic im-
provements in housing, and training of national
personnel in this respect.

PAHO reviewed national occupational health
policies and legislation; promoted occupational
health services and expansion of coverage as part
of primary health care; encouraged extending pre-
ventive occupational health care among the most
vulnerable segments of the economically active
population; and offered training to personnel in
occupational health measures. In addition, the Or-
ganization supported the development of epi-
demiologic research on workers’ health as an es-
sential tool for gaining better knowledge of
conditions in each country and improving pro-
gramming. Specific projects targeted the study of
workers’ exposure to asbestos, occupational
health in mining, health problems of workers in
different occupational sectors, operational models
for occupational health programs consistent with
conditions prevailing in the countries, and specific
labor problems of, among others, children,
women, migrants, the disabled, and workers ex-
posed to chemical risks. In 1992, the “Year of
Workers’ Health,” PAHO launched a regional
plan of action that had as its centerpiece the de-
velopment of national plans for workers’ health.

Emergency Preparedness and Disaster Relief
Having pioneered disaster preparedness in the
world since the mid-1970s, PAHO set up a center
at its Headquarters to streamline emergency re-
sponse activities. During this period, hurricanes
swept across the Caribbean, Mexico, and Central
America; recurrent floods in South America had
serious health consequences; and earthquakes and
volcanos cost thousands of lives. Rural-to-urban
population shifts and the growing threat of tech-
nological disasters heightened the Region’s vul-
nerability. All the countries established a health
sector disaster coordinator or focal point, and
many countries set up national programs in this
field. Activities in the Caribbean were integrated
into multiagency preparedness and disaster pre-

vention. Other PAHO cooperation involved seek-
ing the participation of key sectors in disaster pre-
paredness, working to increase awareness of
health priorities and solutions during emergen-
cies, training health personnel in emergency re-
sponse procedures, and assisting in rapid assess-
ment of health needs following disasters.

Disease Control This area became progres-
sively more proactive over these 10 years, as the
Organization committed to attacking the commu-
nicable diseases that threatened human health,
with the aim of eradicating some and eliminating
others. In 1985, in order to speed up measures for
the eradication of poliomyelitis, the Director pro-
posed a plan of action to halt transmission of the
wild poliomyelitis virus in the Americas. The Re-
gion’s last poliomyelitis case was reported in Au-
gust 1991, and that progress prompted the PAHO
Governing Bodies, in 1992, to request the Director
to initiate a plan for certifying eradication of the
disease from the Americas. The rapid decrease in
the incidence of neonatal tetanus led the Govern-
ments to agree to a strategy for eliminating that
disease during this decade, and a number of coun-
tries proposed eliminating measles as well by the
end of the century. Recognizing that rabies, a
deadly disease, could be prevented, the Govern-
ments of the Region launched a program to elimi-
nate rabies in large urban areas of Latin America.
More recently, in 1992 the PAHO Governing Bod-
ies adopted a regional plan to eliminate leprosy
continent-wide by promoting multidrug therapies,
improving case surveillance, and incorporating
prevention and control of the disease into general
health services.

In working to prevent and control communica-
ble diseases, the Organization’s main thrust was to
integrate those activities in general health services,
and for the most part the traditional focus on verti-
cal programs became a practice of the past. PAHO
cooperated with the countries in establishing and
maintaining programs to control malaria, leishma-
niasis, schistosomiasis, Chagas’ disease, filariases,
dengue, yellow fever, tuberculosis, viral hepatitis,
Argentine hemorrhagic fever, leptospirosis, plague,

100







rickettsioses, taeniasis/cysticercosis, and helmin-
thiases. That cooperation centered on furthering
epidemiologic knowledge of these diseases, sup-
porting national services aimed at controlling
them, and mobilizing resources. An exciting collec-
tive effort launched by Argentina, Bolivia, Brazil,
Chile, Paraguay, and Uruguay targets the elimina-
tion of vectorial and blood transmission of Chagas’
disease. In addition, the elimination of onchocercia-
sis appears to be within reach.

Malaria continued to cause great and growing
concern, as the number of new cases increased year
by year, exceeding 1 million in 1990. PAHO pro-
moted active case detection, epidemiologic map-
ping of relative incidence and risk factors on which
to base malaria control activities, research, and
training.

The Governing Bodies reaffirmed the Aedes
aegypti control policy and recommended intensi-
fying programs for the control of dengue and jun-
gle yellow fever, in light of the fact that a number
of countries continued to report cases of those dis-
eases throughout this period. A new integrated
strategy for vector control was initiated.

In the mid-1980s, the technology for prevent-
ing, diagnosing, and treating tuberculosis had re-
duced the problem by nearly 10% per year in
some countries and by 5% per year for the Region
as a whole. By 1990, however, some countries
were registering increases in incidence of the dis-
ease, which was complicated by its close relation-
ship with HIV infection. PAHO continued an ac-
tive managers’ training program, supported the
national programs with technical information
documents, participated in a cooperative program
of research in tuberculosis bacteriology including
protocols on the quality of smear examination,
prevalence of resistance to drugs of Mycobacterium
tuberculosis, and prevalence of atypical mycobac-
terium.

Acquired Immunodeficiency Syndrome
The spread of the AIDS epidemic in the Americas
led to formal creation, in 1987, of a program to
prevent and control the disease. Notwithstanding
PAHO’s and the countries’ efforts in this area, by

1992 the situation was serious and worsening. Of
the 430,000 cases of AIDS reported to WHO up
through December 1991, 250,000—58% of the
total-were from the Americas. Conservative esti-
mates were that more than 2 million people in the
Region were infected with the human immuno-
deficiency virus (HIV): 1 million in the United
States, 750,000 in Brazil, and 370,000 in the rest of
the countries.

Cooperation was based on establishing labo-
ratory networks, supporting laboratory opera-
tions, and monitoring and improving national
and regional case surveillance. PAHO provided
the countries technical guidelines for AIDS pre-
vention and helped emerging national prevention
and control programs.

As evidence mounted that healthy changes in
behavior were possible, specific interventions
targeted groups at greatest risk. A PAHO AIDS
information, education, and communication unit
bolstered health education in preventing the
disease, and regional teleconferences were broad-
cast to provide health care workers current infor-
mation.

Resource mobilization efforts resulted in mil-
lions of dollars being pledged to combat AIDS in
the Region, and PAHO entered into a $US5 mil-
lion, five-year AIDS research agreement with the
United States National Institute of Allergy and In-
fectious Diseases.

In 1992 the PAHO Governing Bodies adopted
updated strategies and priorities to combat AIDS,
with special emphasis on its effects on the female,
adolescent, and child populations; greater empha-
sis on the health care of persons with HIV/AIDS;
and better integration with other programs for
health, social well-being, and economic develop-
ment in the countries of the Americas.

PAHO collaborated in the review of national
control programs for sexually transmitted dis-
eases and helped mobilize resources to improve
them. The public health challenge posed by AIDS
provided an opportunity to use awareness of the
devastating consequences of sexually transmitted
diseases to implement and strengthen strategies to
control them.
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Maternal and Child Health Most of the
countries integrated family planning into their ma-
ternal and child health programs and adopted the
risk approach in health promotion and disease
control operations to determine the appropriate al-
location of resources and efforts to meet the basic
health needs of mothers and children, giving more
attention to those in greatest need. The Organiza-
tion’s activities centered on monitoring the growth
and development of children up to 5 years of age,
control of diarrheal diseases and acute respiratory
infections, complete immunization of all infants
during the first year of life, and promotion of
breastfeeding, provision of food supplements, fam-
ily planning, pregnancy, childbirth, and postpar-
tum examinations, and care of the newborn.
PAHO’s Governing Bodies urged countries to set
national goals for reducing maternal mortality by
50% of prevailing rates by the year 2000.

PAHO participated in newly formed inter-
agency committees for vaccination, diarrheal dis-
ease control, and acute respiratory infection pro-
grams. Of particular note was the Organization’s
involvement in the Interagency Coordination
Committee set up to support fulfillment of the
agreements of the World Summit for Children.

Maternal and child research proved wide-
ranging, encompassing: development of vaccines
against rotaviruses, use of household oral rehydra-
tion solutions, epidemiologic and operational as-
pects of perinatology, and studies of child devel-
opment, adolescent health, and causes of maternal
and infant mortality. Support of the maternal and
child health program was evidenced by its ability,
in a period of economic crisis, to mobilize hun-
dreds of millions of dollars in extrabudgetary
funding.

Over the decade, PAHO’s cooperation with
the countries in this field contributed significantly
to reducing infant and maternal mortality rates,
assessing perinatal care, increasing vaccination
coverage, setting up and evaluating diarrheal dis-
ease control programs, and developing national
programs to deal with acute respiratory diseases.
The cholera epidemic of 1991-1992 may actually
have resulted in a reduction of infant mortality, as

compared to other years, as a result of the diar-
rheal disease prevention and control measures
that PAHO promoted and the affected countries
instituted.

The Expanded Program on Immunization
(EPI) increased vaccination coverage, a major ac-
complishment in an era of cost-cutting in public
sector programs. In 1978 only a small proportion
of children below age 1 (10%) lived in countries
where the EPI was being implemented, and only
50% of this group was covered under the pro-
gram. By 1992, vaccination coverage for the EPI
diseases reached 80%.

By the year 2000, adolescents and young
adults, who today represent roughly 25% of the
population, will number approximately 110 mil-
lion in Latin America and the Caribbean. To ad-
dress the current and future health needs of this
age group, PAHO activities aimed at encouraging
an intersectoral approach to young people’s prob-
lems-especially drug abuse, abortion, and
teenage pregnancy. In 1992, the PAHO Governing
Bodies approved a regional plan of action to pro-
mote the health of youth.

Women, Health, and Development To im-
prove the social and health status of women,
PAHO worked with the countries to integrate
activities targeting the welfare and development
of women in national health plans and to de-
velop the corresponding work programs, pro-
posed legal reforms, and made efforts to include
the participation of women’s organizations in
elaborating national health plans and executing
primary care programs. Focal points were estab-
lished in ministries of health or in women’s bu-
reaus in 33 countries in the Region, and all the
countries set up multisectoral national commis-
sions on women, health, and development, the
purpose of which was to mobilize resources and
promote action in this respect. At seminars spon-
sored by the Organization, discussion focused on
experiences in implementing women in health
and development activities, research priorities,
and strategies for increasing support for female
providers of health care.
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Food and Nutrition Recognition of the per-
sistence of serious food and nutrition problems in
the Region led the Directing Council to urge Gov-
ernments to strengthen multisectoral policies and
strategies for improving nutritional status, partic-
ularly among low-income populations as well as
groups at high biological risk. Although recent in-
formation on nutritional status shows a slight re-
duction in the prevalence of malnutrition, approx-
imately 7 million children under 5 years of age are
still moderately or seriously malnourished. The
Organization emphasized planning, executing,
and evaluating food and nutrition strategies; cre-
ating and strengthening food and nutrition
surveillance systems, especially in the Central
American countries; food distribution; and the
control of iodine, iron, and vitamin A deficiencies.
In 1992, the Governing Bodies agreed on a plan of
action for the elimination of vitamin A deficiency
from the Americas by the year 2000.

Health Promotion The Organization focused
on an integrated approach to preventing and treat-
ing cancer, cardiovascular diseases, diabetes, and
other noncommunicable diseases by promoting
healthy lifestyles, strengthening health services for
adults and the elderly, and identifying the most ef-
fective interventions. PAHO stressed the impor-
tance of linking hypertension control with general
health services, gave cooperation to countries in
the formulation of arterial hypertension control
programs, sponsored a study on prevention and
control of chronic cardiovascular diseases de-
signed to measure the effect of dietary changes on
the natural history of cardiovascular diseases, pro-
moted the formulation of programs and standards
for control of rheumatic fever, and urged integrat-
ing activities for the prevention and control of
chronic diseases and for promoting avoidance of
such risk factors as smoking, obesity, diet, and
sedentary habits in the general health services
within the primary care strategy. Antismoking ac-
tivities, in particular, became a top priority.

In respect to cancer, PAHO helped the coun-
tries establish cancer registries, sponsored work-
shops on cancer epidemiology and cancer re-

search, and expanded programs for early detec-
tion of cervico-uterine cancer. The Latin American
Cancer Research Information Project (LACRIP)
continued to collect and disseminate, through its
international computerized network, up-to-date
information on cancer.

Efforts in the area of mental health encom-
passed modernization of psychiatric care, preven-
tion and control of mental and neurological disor-
ders and of problems related to alcoholism and
drug dependency, and control of psychosocial fac-
tors that influence somatic and mental patholo-
gies. Many of the countries committed to reorient-
ing their mental health plans toward alternative
approaches to traditional psychiatric care, includ-
ing health promotion and community prevention.
PAHO channeled work through a network of col-
laborating centers for research and training in
mental health, the neurological sciences, and pre-
vention of alcohol abuse and drug dependency.

Drugs became an increasingly serious prob-
lem during these 10 years. Gang warfare broke
out between Colombian cocaine traffickers, who
went so far as to murder one of the country’s
presidential candidates. Crack, a cocaine deriva-
tive, became increasingly common in the cities of
the United States. The Governing Bodies resolved
to wage a hemispheric fight against drug addic-
tion, drug abuse, and drug trafficking, by inte-
grating drug abuse control into health plans and
programs as part of an intersectoral approach that
includes the private sector; strengthening admin-
istrative and legislative measures in support of
the program; and performing epidemiologic eval-
uations of the problem.

Health services prepared to deal with a popu-
lation in which the proportion of elderly persons
was increasing each year. To improve the health
of the elderly, PAHO focused on inclusion of the
health sector within the wider context of improv-
ing the quality of life for the elderly; promoted the
independence of the elderly and the avoidance of
their placement in long-term institutions when-
ever possible; and fostered family and community
participation, home care, and principles of self-
care for the elderly. The Organization held semi-
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The PAHO Publications Program has

been going strong for 75 years, earning

in the course of that time a well
deserved reputation in the field of

biomedical and health information. In
addition to periodicals and official
documents, the Program has issued

over 550 scientific and technical titles
on every aspect of public health in the

Americas. Seen as an optimal means of
making known experiences and

advances occurring in the field, the
Program has gained momentum over
the past 10 years and has come to be

seen as an essential component of
technical cooperation with the

countries. Today more than 300,000

copies of PAHO publications are
distributed annually. Moreover,

improvements in publishing technol-
ogy have enabled PAHO technical

programs and Pan American Centers
to disseminate specialized information

in their respective fields.

nars on policies concerning care of the elderly in
the interest of devising a multidisciplinary ap-
proach to this problem, conducted a survey on the
needs of the elderly in 13 countries, and estab-
lished a gerontology data bank to keep health
professionals up to date on developments in care
of the elderly and to promote dissemination of lit-
erature in this field.

Because the number of traffic accident deaths
as well as the number of motor vehicles was in-
creasing in many of the countries, PAHO worked
with the countries in accident prevention and con-
trol, helping to assess the situation regarding traf-
fic accidents and to design an effective plan of ac-
tion for their prevention.

PAHO worked with newly established WHO
Collaborating Centers in blindness prevention in
the Americas, helped start eye care programs in
some countries, and supported existing ones in
others.

Veterinary Public Health and Food Protection
The Organization developed a more effective
technology for rabies vaccine production in suck-
ling mouse brain; developed and transferred to
the countries the technology for production of oil-
adjuvanted foot-and-mouth disease vaccine;
sponsored a continental plan for control of urban
rabies, with the effect that 15 capital cities in Latin
America rid themselves of canine rabies; carried
out a regional program for training in animal
health; strengthened the Regional Primate Center
in Peru to protect endangered species of nonhu-
man primates (which serve as invaluable models
for understanding such important human dis-
eases as hepatitis, malaria, and AIDS); applied the
technology for immunodiagnosis of hydatidosis
in humans; established laboratories and a conti-
nental surveillance system for foot-and-mouth
disease and other vesicular diseases; and helped
improve food protection services by promoting a
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national food safety programs.
With the closing of the Pan American

Zoonoses  Center, PAHO and the Government of
Argentina struck an agreement in 1991 to establish
the Pan American Institute for Food Protection
and Zoonoses (INPPAZ). The absence of cases of
foot-and-mouth disease in Uruguay as well as in
several Argentine provinces and Brazilian states
made it possible to foresee attaining the goal of
eradicating that disease within the next 10 years.

Health Research and Technology PAHO
aimed to find ways, through research, to attain
the most effective, economical, and durable im-
pact on health by developing tools and ap-
proaches appropriate to national and local needs,
within the framework of the strategies to achieve
health for all. In 1984, the PAHO Advisory Com-
mittee for Medical Research became the Advisory

reflected the Organization’s need for a broader
scope of work and research to address the Re-
gion’s health problems and brought the focus of
the Committee more in line with PAHO’s own
definition of health. The Organization’s research
grants targeted projects in priority areas: health
situation analysis (health profiles, technological
development, health policies, labor market, uti-
lization and accessibility of health services, financ-
ing of the sector, and utilization, accessibility, and
efficiency of environmental sanitation services)
and health problems of specific population
groups (child survival, chronic diseases of adults,
health problems of workers, and health problems
of the aged). The trends in health service research
were studied in 15 countries; a directory of study
topics, researchers, and institutions was compiled;
and priority areas for technical cooperation in
health research were identified.

109









The Organization worked with the countries
to strengthen their mechanisms for selecting and
improving technology and for increasing national
capacities for its generation and use. Subregional
meetings resulted in agreement to conduct analy-
ses of the selection, cost, allocation, dissemination,
and utilization of technology, and a technological
information network was organized. PAHO fo-
cused its efforts on building a body of knowledge
on technological development in health in Latin
America and the Caribbean that was to include
policies on technology in health, supply of tech-
nology, demand for and use of technologies, and
effects of technology on society. PAHO-sponsored
meetings provided a forum for analyzing the ex-
portation and importation of health technology in
the Region. Emphasis was given to the identifica-
tion and analysis of legislation relating to health
technology, including regulations pertaining to
medical equipment, procedures, and drugs.

Scientific and Technical Health Information
The Organization attributed priority importance
to developing scientific and technical informa-
tion-promoting its production, broad dissemina-

tion, incorporation, and rational use-as a basic
means of supporting the strategic orientation of
managing knowledge. In addition to strengthen-
ing its own publishing efforts, PAHO placed spe-
cial emphasis on direct technical cooperation with
those countries that expressed interest in improv-
ing their national publications. In the area of in-
formation exchange, the Latin American and
Caribbean Center on Health Sciences Information
(BIREME) helped further develop national infor-
mation and documentation systems as well as in-
ternational networks.

Administration To realize its mission, PAHO
set in motion the managerial strategy for optimal
use of the Organization’s resources in support of
Member Countries to ensure their equitable, effi-
cient, and effective application. In 1984, a plan to
decentralize administration was launched: Area
Offices ceased to function as such and were re-
placed by Country Offices, to which increasing
authority was delegated. A new financial manage-
ment system installed in field offices provided
better information on, and control over, funds.
Joint Government-PAHO reviews of health poli-
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cies and programs were conducted annually,
which resulted in definitions of national priorities
and requirements for PAHO cooperation and in
mobilization of external financial resources.

The Organization worked effectively through-
out these 10 years to increase administrative flexi-
bility and reduce operating costs. A general mod-
ernization of administrative processes entailed
the installation of new systems for the budget op-
eration and control function, the overall account-
ing and payments system, the procurement sys-
tem, and various personnel systems. The addition
of machine translation, better communication
services, and text and data processing systems
helped greatly cut Secretariat costs.

PAHO’s pioneering in the area of machine
translation of health information merits special
mention among the Organization’s recent contri-
butions. The project-which entailed the build-
ing of a suite of software programs that would
yield English drafts of texts originally written in
Spanish (SPANAM™), followed by develop-
ment of a parallel system from English to Span-
ish (ENGSPAN™)—began in the mid-1970s and
greatly advanced in the last 10 years. Cited by
the U.S. Congress in 1990 as a successful exam-
ple of innovative technology, PAHO’s two sys-
tems were downsized for microcomputers in
1992, in order to make the benefits of this new
tool available throughout the Region.

The Organization maintained a sound bud-
getary and financial footing, making it possible
to protect its program activities and strategic
orientations during the resource-strapped 1980s
and into the 1990s—despite the economic and
political environment, which imposed a real re-
duction of the Organization’s regular budget of
approximately 30% between the 1982-1983 and
1992-1993 bienniums. The total income for
PAHO/WHO programs during the 1982-1985
quadrennium was $US450 million and during
1986-1989 $US613 million. For 1990-1991 the
combined PAHO and WHO regular budget was
$US195 million and extrabudgetary funding
amounted to $US194 million-or almost half of
the total budget for that biennium. The Organi-

zation’s extraordinary ability to attract sizable
external funding, coupled with a careful hus-
banding of its resources, enabled PAHO not
only to maintain but even increase its technical
cooperation program, while facing a significant
decrease, in real terms, in the regular budget. In
that regard, one indicator of greater operational
efficiency was the continuing reduction of over-
head, which fell to 7.4% of the Organization’s
total funding in 1992-1993.

At the beginning of 1992, the Organization
had a core international staff strength of 1,096 as
compared to 1,512 at the beginning of 1983—a
reduction of 28%. The need to mobilize national
resources led to the contracting in some duty
stations of national professionals with specific
expertise and first-hand knowledge of local con-
ditions and needs. By 1992 approximately 2,000
national staff had been added to the core staff—
resulting in almost a tripling of personnel mobi-
lized to provide technical cooperation in health
to the countries. To optimize their performance,
the Administration emphasized the quest for
technical excellence through a myriad of person-
nel management initiatives and staff develop-
ment and training opportunities.

The Organization recognized that the soci-
eties of Latin America and the Caribbean face an
enormous challenge if they want to approach the
goals of health for all by the century’s end-if
they want to raise their health standards and re-
duce existing inequities among and within coun-
tries. The health sector is not alone in con-
fronting this challenge, particularly since many
existing problems cannot be lessened-much less
solved-without the combined efforts of most of
the State’s sectors and the total support of all so-
ciety.

In light of that recognition, PAHO worked to
effect changes directed toward achieving equity
and eliminating wide disparities in health care. It
sought greater efficiency to ensure optimal use of
the scant resources available and promoted
wider participation of all sectors of society to ef-
fect a union of wills and action that would even-
tually ensure a future of health for all.
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Throughout this period, the Organization’s basic message has been,

in the words of the Director, that “Health is the concern of everyone:

health is not the last car in the train…it is the locomotive that can

lead us effectively on the track to development.”
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BOLETIN DE LA OSP:

FORUM FOR HEALTH

The first issue of the
Boletín proved
prophetic, signaling
the importance
of international
cooperation in health
and the promise of
eradication of

smallpox.

T he 846 issues of the Boletín de la Oficina Sanitaria Panamericana that have
come off the press during the Pan American Sanitary Bureau’s 90-year his-

tory represent not only 70 years of uninterrupted monthly publication but
also a long trajectory of direct influence over the course of public health in

the Americas. In the yellowed pages of the volumes from the early years, the histories
of the Boletín and the Bureau converge. A perusal of those issues reveals the multiple
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roles that both the Bureau and the Boletín have
played through the years, providing a flexible and
timely response to bridge the gaps created by the
countries’ changing health conditions and needs.

The founding of the Boletín and its inextrica-
ble link with the history of the Bureau date back
to the VI International Sanitary Conference, held
in Montevideo shortly before Christmas in 1920.
Among the resolutions relating to the reorganiza-
tion of the Bureau, one called for the establish-
ment of a bulletin, a “monthly report on Pan
American health from the International Sanitary

The fountain-of-life medallion struck to commemo-
rate the VI International Sanitary Conference (above)
reflected an early twentieth century understanding of
the requisites of good health-light, air, water, and
exercise-and served for many years as the logo of the
Boletín de la Oficina Sanitaria Panamericana.

Bureau,” to be issued in English and Spanish,
which would be published by means of a credit of
$US20,000, to be prorated among the Member
Governments. The report for fiscal year 1920-1921
indicates that the Bureau was reorganized in May
1922, and under the leadership of the Assistant
Director, Dr. J. H. White, work began on the
preparation of two special editions of a Boletín
Panamericano de Sanidad (6,636 copies in Spanish
and 2,000 in Portuguese), with articles written by
distinguished specialists from the United States.
The Bureau had decided to waive the privilege of
publishing the bulletin in English and to print a
Portuguese issue instead. The desire for regular
scientific communication among health officials in
the Americas assured the immediate success of
the Boletín, which figured prominently in the
annual reports of the Director during that period.

The first issue of the Boletín, which came out
in May 1922, included two articles that proved to
contain an almost prophetic vision of the future.
In one article, on the importance of cooperation
between nations in health matters, J. H. White
warned that it would be impossible to obtain sat-
isfactory results in health campaigns unless the
resolutions of the conferences were adopted as



law in the various countries. Another article, on
differential diagnosis and the eradication of small-
pox by B. J. Lloyd, foreshadowed what many
decades later would become an historic triumph.
The same issue contained a list of cases and deaths
from communicable diseases (cholera, bubonic
plague, smallpox, exanthematous typhus, and yel-
low fever) reported by the Surgeon General of the
United States. Such reports were a regular feature
of the Boletín for many years.

Beginning in July 1923, the journal was given
its current name under a resolution of the V Inter-
national Conference of American States, which
also decided that the International Sanitary
Bureau would thenceforth be known as the Pan
American Sanitary Bureau. That year was note-
worthy for the publication in Portuguese of spe-
cial issues on syphilis, tuberculosis, leprosy, small-
pox, diphtheria, dental care, mucocutaneous
leishmaniasis (buba), and other subjects.

Even in its modest initial format, the Boletín
already contained all the elements that 30 years
later would justify its being called “the most well-
known and widely distributed monthly journal on
health and medicine in Latin America.” Since the
publication consisted of only 26 pages, long arti-
cles were published as series that spanned several
issues. These were generally written by experts
from the United States with ties to the Bureau or
were translations of articles from prestigious
biomedical journals, although toward the end of
the 1920s the Boletín began to carry more original
contributions by Latin American authors. A sec-
tion on advances in sanitary engineering appeared
regularly; it was later replaced by a section of
“notes and reviews” that was similar to the cur-
rent section “Instantáneas” and contained sum-
maries of texts on sanitation and disease control.
Another short section featured book reviews. The
Boletín also began to carry reports on the health
systems in the countries, starting with those of
Venezuela and Mexico.

It soon became necessary to expand the publi-
cation’s scope to provide space for documents of
critical importance to the countries: model laws on
foods and drugs, texts of the Pan American Sani-

tary Code and updates on its ratification, circulars
on seaport quarantines, water purity standards,
proceedings of conferences, and the first transla-
tions of Control of Communicable Diseases in Man.
The texts were embellished with photographs,
tables, and drawings. Articles that were applica-
ble to specific situations were reprinted and dis-
tributed to national directors of health and news-
papers. The Boletín also began to carry editorials,
which, in addition to reflecting major public
health concerns and problems in the Americas
and other places around the world, would have a
marked impact on national health policies.

The official documents of the Organization
make clear the importance of the Boletín. A resolu-
tion adopted by the first administrative session of
the Directing Council of PASB, requested the
Bureau to continue giving special attention in the
Boletín to the publication of facts and discoveries
that might be of use in preventing tuberculosis
and cancer. In his report for 1927, the Director, Dr.
Hugh S. Cumming, drew attention to the articles
on public health administration in the Americas,
calling for completion of the series on that topic.
He also expressed his satisfaction with the success
of articles on ideal methods of health administra-
tion for cities of 100,000 inhabitants and on the
control of communicable diseases.

I n each period of its history, the Boletín has
reflected a realistic picture of the health situa-
tion. During its first decade, it focused on the
ravages of communicable diseases, including

not only the notifiable ones but others such as
tuberculosis, leprosy, and diphtheria. It also took
up concerns that would eventually become major
public health problems, including sexually trans-
mitted diseases and alcoholism. In addition, arti-
cles published in the Boletín at that time provided a
glimpse of the problems that would give rise to
important actions many years later. For example,
several of them anticipated the need to promote
preventive health measures among specific popu-
lation groups. A 1923 issue contained a list of rec-
ommendations for tuberculosis patients, and one in
1928 included articles with advice for mothers on
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oral health and other matters. This new selection of
material aimed at the general reader was, accord-
ing to the Director, “intended to increase the dis-
semination of reliable data on sanitation, hygiene,
and disease.” These early issues also reveal the
growing importance of topics like industrial
hygiene, the specific health needs of women, and
the influence of lifestyle factors, such as weight and
sexual behavior, on health.

By the early 1930s the Boletín was firmly
established. Dr. Arístides A. Moll, former Editor-
in-Chief of the Spanish edition of the Journal of the
American Medical Association, had joined the
Bureau as scientific editor of the Boletín and Chief
of Translations. He later took on the additional
responsibilities of Secretary of PASB. The Boletín

documented, step by step, the development of a
“health consciousness” in Latin America, publish-
ing reports that described improvements in leg-
islative provisions and health systems. Articles
were included in French and Portuguese, as were
an increasing number of informative features on
different diseases. Changes in format made it pos-
sible to systematize the presentation of statistics
from the countries in a section entitled “Demo-
graffía.” The report on communicable diseases was
shifted to a new publication, the Weekly Epidemio-
logical Report.

One of the Boletín’s most valued functions
was to answer requests for information on various
health problems. In 1937, for example, it respond-
ed to inquiries about fumigation, disinfection,
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poliomyelitis, legislation, medical assistance to
industry, and other concerns. Among the most
noteworthy documents published in the Boletín
during these years were the translations of the
United States Pharmacopeia and the International
Nomenclature of Causes of Death. The Boletín
served the additional function of communicating
the decisions of the Pan American Sanitary Con-
ference and disseminating data to aid the coun-
tries in putting the Conference’s recommenda-
tions into effect. A section on the prevalence of
diseases led to improved data collection in the
countries, which had not always been meeting
their obligation to provide adequate and timely
reports. Although during the 1930s yellow fever
was a primary focus of the Boletín, especially fol-

lowing the discovery of a jungle form of the dis-
ease, the journal began to devote increasing atten-
tion to the problems of tuberculosis and nutrition,
including good dietary habits. Each year one of
the first issues contained a review of the most
important health developments that had taken
place in the countries during the preceding 12
months. Thus, the Boletín established itself not
only as a primary source of reliable public health
information but also as an organ of the Bureau
that the Member Countries could rightfully claim
as their own.

Not surprisingly, the number of subscribers
grew steadily, reaching a total of 8,900 in 1938.
The Bureau’s library was receiving some 300 jour-
nals a month, many of them in exchange for the
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Boletín. One of the Bureau’s targets was to deliver
the publication throughout Latin America to all
communities of more than 2,000 inhabitants and
to increase circulation in the United States. The
journal’s popularity is revealed by a repeated
warning to subscribers to keep the Bureau
apprised of any changes of name or address, since
extra copies of each edition of the Boletín were in
short supply.

The 1940s brought major changes to the
Bureau. The Boletín chronicled the important
events of these years: the rapid development of
public health and medicine during World War II;
the XII Pan American Sanitary Conference of
1947, which adopted a new Constitution and reor-
ganized the Bureau into its current form; the early
years of Dr. Fred Lowe Soper’s term as Director;
the agreement whereby PASB became the
Regional Office of the World Health Organization
for the Americas; administrative decentralization
and the creation of zone offices; the coordination
of health programs along the Mexico-United
States border; and the transfer of the Bureau to a
new location. Among the new topics included in
the journal were information on WHO, workers’
health, accident prevention, zoonoses, medical
education, and nuclear medicine, and a new sec-
tion covered improvements in nursing services.

I n 1948 the Organization began to charge a
fee for annual subscriptions to the Boletín,
although free distribution was continued to
departments of health and official institu-

tions in the countries. Issues from July 1949
onward contained instructions on the preparation
of articles for publication, which undoubtedly
provided an impetus for scientific research in the
Americas by giving contributors the opportunity
to submit unsolicited papers to be considered for
publication. In many cases, these papers reflected
a first-hand view of the health situation in the
countries.

The editorial written for the May 1952 issue of
the Boletín briefly recounted the journal’s 30-year
history, pointing out that it had collected and
brought together ideas and knowledge about

health “in a single body of information that had
helped unite health workers throughout the
Hemisphere, regardless of the distances separat-
ing them, for a common purpose.” The last issue
of the year was devoted exclusively to the history
of the Bureau, which on 2 December marked its
50th anniversary.

During the 1950s the Boletín published articles
in the four official languages of PAHO (English,
French, Spanish, and Portuguese)-although, in
deference to the composition of its readership, the
bulk of them had appeared in Spanish or Por-
tuguese. However, every article was generally
accompanied by a summary in English, and later
in the four official languages, in keeping with the
aim of reaching all sectors of the inter-American
community through the Boletín. The editorial ser-
vice responsible for putting out the journal had
also taken on publication of a Spanish edition of
the Chronicle of the World Health Organization as
well as translations of various technical works. By
this time, the Boletín had expanded far beyond its
initial length of 26 pages and was publishing
many more articles based on original research. In
1951 it served as the vehicle for a survey on health
education, and in 1953 a new section was added
on the subject. The ideas explored in this section
coincided to a large extent with new develop-
ments in the quest for health that were being dis-
cussed at major international congresses. The
Boletín gave increasing attention to statistics, envi-
ronmental health, and the health needs of the
elderly, and it began to publish essentially mono-
graphic issues devoted almost exclusively to spe-
cific subjects, including poliomyelitis, malaria,
nursing, and medical education, among others. In
1953, 1955, and 1959 supplements were published
that included scientific material from the Institute
of Nutrition of Central America and Panama. A
forerunner of the current section on biomedical
communication was Selma Debakey’s piece on the
preparation of medical articles (October 1955).

During his tenure as Director of the Bureau,
Dr. Abraham Horwitz became a frequent contrib-
utor of incisive articles and editorials. At that
time, the Boletín was reporting monthly on





progress toward the eradication of Aedes aegypti
and had begun to publish the first articles on the
new topic of economics and health. It was also
carrying a growing number of articles on scientific
research from Latin American countries, as well
as material from the Bulletin of the World Health
Organization. The dynamic events of the famous
meeting of Punta del Este in 1961, and PAHO’s
role in that gathering, led to a new emphasis on
health as a component of development-an idea
that continues to be an important focus under the
present Director, Dr. Carlyle Guerra de Macedo.

By 1966, the need to publish a greater number
of articles in English was recognized, and the Bul-
letin of the Pan American Health Organization was
created. Up to 1970 it came out once a year and
featured selections from the Boletín. Three issues
were published in 1972, and in 1973 the current
quarterly publication schedule was adopted.
Today the Bulletin is aimed mainly at English-

speaking readers interested in public health
developments in the Region, and the articles are
selected with that criterion in mind, indepen-
dently of the articles published in the Boletín.

In 1972 the Boletín celebrated its 58th anniver-
sary, and the occasion was marked by the publica-
tion of an historical account in the May issue. With
characteristic foresight, during the previous year
the Boletín had carried several articles on cholera
with a view to preparing the countries of Latin
America for the possibility of a seventh pandemic.
An article by Albert Sabin on the elimination of
poliomyelitis had also been published. In 1973 the
Boletín announced the most dramatic news in its
history: smallpox had been eradicated from the
Americas. A few years later, in 1978, it published
the monumental Declaration of Alma-Ata.

During Dr. Acuña’s tenure as Director,
responsibility for production of several publica-
tions, including the Boletín, was transferred to a
new PAHO Publications Service in Mexico,
although the journal’s technical content continued
to be decided by the Office of Health and Biomed-
ical Publications at Headquarters. In 1982, as the
result of a cost-benefit study, the decision was
made to return those publication activities to
Headquarters.

In the last decade, the Bolefin’s focus has
shifted away from general information toward
more specific priority subjects. A new quarterly
section on drug information was inaugurated in
1980 and today provides ongoing support to the
national agencies responsible for drug regulation.
With the creation of new specialized periodicals
such as the Epidemiologic Bulletin, Educación médica
y salud, and the EPI Newsletter, as well as the pub-
lication of periodicals by the various Pan Ameri-
can Centers, the Boletín has gradually been
relieved of responsibility for disseminating the
type of information carried by those publications
and has been able to turn its attention to bridging
information gaps in other areas.

While in earlier days articles were reviewed
by the technical programs of the Organization
through an Advisory Committee, since the 1980s
this function has been carried out through a
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system of peer review, in keeping with the prac-
tices of other international biomedical journals. As
a result, the quality of the papers selected for pub-
lication has steadily improved. Since 1989, a sec-
tion on biomedical communication provides tech-
nical criteria for research and for the preparation
of papers and endeavors to increase readers’ abil-
ity to critically evaluate the medical literature. The
book section reviews more than 100 books a year
and letters from the readers provide a forum for
them to share their points of view. The Boletín has
a pressrun of 16,500, is listed in various indexes
and electronic data bases, and receives between
350 and 500 articles each year, 15% to 20% of
which are eventually published. Lengthy special
issues of the Boletín have examined some of the
major concerns of our time, including mental
health, economics and health, AIDS, drug abuse,
and bioethics. Each issue now opens with an edi-
torial by the Director aimed at fostering regional

edge and applications in the health sciences, from
the development of new antibiotics and vaccines
to spectacular advances in biotechnology. As a
depository and an organ for the communication
of knowledge, and through its support for scien-
tific research, the Boletín has made an undeniable
contribution to the development of public health
in the Western Hemisphere. As the voice of the
Organization, it has also guided the Member Gov-
ernments in the application of collectively
approved health policies and activities. Above all,
the Boletín has helped to nurture thinking about
public health and cooperation among countries in
the Americas. Its pages will continue to reflect the
forward-looking concerns of those who have
devoted their lives to the fight against poverty
and disease. As it has for seven decades, the
Boletín will chronicle both the failures and set-
backs encountered and the milestones reached in
the ongoing journey toward health for all the peo-
ples of the Americas.

solidarity and furthering the quest for health
equity as part of development.

Over the past 70 years, the Boletín has
pace with the unprecedented evolution of knowl-
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HEALTH AND THE

ENVIRONMENT

Crystal-clear water
—the source of life—
continues to flow
from this centuries-
old Inca ceremonial

fountain in Tambo
Machay, Peru.

C ontemporary concern about the environment echoes a millennia-old under-

standing of the relationship between human health and man’s physical sur-

roundings. Water and sanitation, in particular, are basic human necessities,

and services that provide safe water and adequate sanitation can directly

prevent disease, benefit health, and enhance people’s social and economic well-being.

In recognition of this relationship, the Pan American Health Organization has cooper-

ated closely with the countries of the Americas over the decades to develop services for

meeting the population’s basic environmental health needs in urban and rural areas.
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At the beginning of
this century a num-
ber of countries in
the Americas that
had posed serious

environmental
health risks under-

took comprehensive
sanitation mea-

sures-thus advanc-
ing both national
development and

their citizens’ health.

The critical importance of environmental sani-
tation was evident from the very beginnings of
the Pan American Sanitary Bureau. In 1902, the
First General International Sanitary Convention—
which set forth responsibilities for individual
countries, for the collective countries, and for
what was initially called the International Sani-
tary Bureau—specified that the countries should
adopt measures to dispose of garbage and other
wastes to prevent the spread of diseases and to
disinfect the discharges of all typhoid and cholera
patients. For its part, the Bureau was to elicit from
the countries information regarding the sanitary
conditions in their ports and territories and
encourage or enforce seaport sanitation, including
sanitary improvement of harbors, sewage dis-
posal, soil drainage, street paving, and elimina-
tion of the sources of infection from buildings.

The climate for these pioneering international
initiatives was favorable. The beginning of this
century witnessed a major push on the part of a
number of Governments to rid their environments

of insalubrious conditions. Cuba, Mexico, and
Panama, among other countries, made great
progress in this respect during the years prior to
World War I. Advances in sanitation were
wrought largely from the development of national
public health services. Those services, in turn,
were strengthened through cooperation of the Pan
American Sanitary Bureau and the Rockefeller
Foundation, which provided for the transfer of
technology, technical assistance, and hundreds of
fellowships.

Throughout the 1920s and 1930s, a number of
the countries of Latin America set up sanitary
engineering divisions within their ministries of
health with responsibility for assuring water
supply and sewerage services, food protection,
and vector control. The Bureau’s Governing Body
meetings continued to stress the prevailing
importance of these issues. The Second and Third
Pan American Conferences of National Directors
of Health, in 1931 and 1936, focused discussions
on the priority topics of urban and rural sanita-
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tion, safe water and milk supplies, and industrial
hygiene. It followed that the Bureau’s program
and budget reflected policy-makers’ focus on
environmental sanitation. The first, and very
small, Bureau field staff in the 1930s included four
sanitary engineers who traveled the length and
breadth of the continent, advising Governments
regarding water supply, rural sanitation,
mosquito control, milk supply, plague control,
mine sanitation, and the establishment of national
sanitary engineering divisions.

he X Pan American Sanitary Conference,
held in Bogota in 1938, passed a resolu-
tion that urged the convening of a con-
ference of sanitary engineers to exchange

experiences and approaches and thereby promote
improvements in sanitary engineering divisions
throughout the Americas. Although initially
delayed because of the outbreak of World War II,
the Conference for Sanitary Defense of the Hemi-
sphere was eventually held in Rio de Janeiro in
1942; following its recommendation, a Permanent
Sanitary Engineering Committee was set up
within the Pan American Sanitary Conference.
That Committee organized international courses
and regional conferences, thereby serving to unite
members of the profession. Their solidarity made
possible the creation, in 1948, of the Inter-Ameri-
can Association of Sanitary Engineering (AIDIS).

That Association, in turn, proved instrumen-
tal in creating what would become PAHO’s Pan
American Center for Sanitary Engineering and
Environmental Sciences (CEPIS). AIDIS became,
and today continues to be, a major vehicle for the
exchange of new ideas, experiences, and technolo-
gies among the approximately 20,000 members in
its ranks. The close relationship with PAHO like-
wise continues, with AIDIS Congresses held every
two years and preceded by PAHO symposia on
areas of great importance to environmental
health, the reports of which are then considered
by the Congresses and distributed widely.

The Sanitary Engineering Committee worked
closely with a new, independent agency, the Insti-
tute of Inter-American Affairs, which was created

in 1942 by the United States President and
Congress, as part of the “Good Neighbor Policy,”
to aid and improve the health and general welfare
of the people of the Hemisphere in collaboration
with their Governments. That Institute, which
later became the Point IV Program and eventually
the U.S. Agency for International Development,
had a Health and Sanitation Division which estab-
lished bilateral agreements with almost all the
Latin American republics allowing for the cre-
ation of the Inter-American Cooperative Services,
widely known as “the Servicios.” From 1942 to
1948, these special public health services bene-
fited an estimated 23 million people by extending
potable water supply and sanitation in the Region
and training hundreds of Latin American sanitary
engineers. Most of those engineers became profes-
sional leaders in their own countries. A number of
them were eventually recruited by PAHO, and in
time the Organization took over the development
of many of the environmental health projects
started by the Servicios.

Water Supply and Sanitation Notwithstand-
ing the gains made in environmental sanitation
over the first half of the century, toward the end
of the 1950s less than 60% of people living in
urban areas had access to water services and less
than 8% in rural areas did; sewerage was avail-
able to only 28% of those living in cities, and to
practically no one in rural areas. A growing politi-
cal awareness of the relationship between poor
water supply and excreta disposal systems on the
one hand and disease on the other rekindled
interest in developing better systems. As a result,
in 1958, PAHO’s newly formed Advisory Com-
mittee on Environmental Sanitation recom-
mended a program to extend and improve exist-
ing water supply systems and to construct new
systems to furnish water of good quality and
abundant quantity through house connections, as
the best method of reducing disease, accelerating
economic development, increasing tourism, and
encouraging the construction of new housing.
These recommendations foreshadowed the
emphasis placed, in the 1961 Charter of Punta de1
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In 1961, the Inter-American Development Bank began
a long and fruitful relationship with the

Pan American Health Organization, by making its
first loan to a PAHO project aimed at expanding

water supply and sewage disposal systems
in Arequipa, Peru.

People in countries throughout the Americas
pitched in to make water supply a reality in

their communities (facing page).

Este, on adequate water supply and sewage dis-
posal as well as the global interest in providing
these services, proclaimed over a decade later in a
series of United Nations conferences.

In 1959, the Directing Council requested the
Director “to establish a special account for the
purpose of providing assistance to the Govern-
ments in planning, preparing for, and obtaining
other technical assistance in the development of
community water supply.” With funding primar-
ily from the United States and Venezuela, PAHO
set up a Special Community Water Supply Fund
that grew to over $US2 million. The Fund targeted
helping Governments meet the goals of the Char-
ter of Punta de1 Este by financing the assignment
of sanitary engineers to community water supply
programs throughout the Region and by support-
ing the training and education of countless others.

The 1961 American Governments’ Charter of
Punta de1 Este envisioned extending, over a 10-
year period, water supply and excreta disposal
services to 70% of the urban and 50% of the rural
populations. Providing these services became one
of the Organization’s top priorities, as indicated
by the fact that community water supply and san-
itation were the subject of Governing Body resolu-
tions every year throughout the 1960s.

Whereas before water and sanitation services
had been largely local in nature, in the early
1960s, Governments, with PAHO cooperation,
began to create national or centralized agencies
with administrative and financial autonomy.

These agencies provided a receptive platform for
a major new development-namely, the interna-
tional financing of water supply and sanitation
programs in Latin America. The Inter-American
Development Bank initiated this lending, with a
loan to Arequipa, Peru, for drinking water and
sanitation services. Later the World Bank, too,
contributed substantial lending. Both these banks,
and other loan sources as well, required that Gov-
ernments prepare feasibility and engineering
studies. Consequently, many countries requested
PAHO cooperation in project preparation, as well
as in training national personnel for eventually
approved projects to improve existing systems
and build new ones.

In 1968, PAHO established the Pan American
Center for Sanitary Engineering and Environmen-
tal Sciences (CEPIS), with headquarters in Lima,
to help Member Countries solve problems related
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to protecting and enhancing the physical environ-
ment. Since its inception, the Center has collabo-
rated in the preparation of educational materials,
presentation of intensive training courses, con-
duct of applied research programs, and exchange
of information among professionals and entities
throughout the Americas and worldwide. Over
the years, CEPIS projects have encompassed air
pollution, which included the development of
REDPANAIRE; wastewater treatment and stabi-
lization ponds; water treatment systems; solid
waste collection and treatment, including sanitary
landfills; a network, REPIDISCA, for information
on sanitary engineering and environmental sci-
ences that has enabled the exchange of documen-
tation from Latin America and the Caribbean and
of selected worldwide literature among 267 col-
laborating centers in 22 countries; technological
development of water and sewerage systems;

industrial hygiene; educational materials; and a
network, PRELAB, of water laboratories for water
sampling.

By 1971, much progress had been made
toward meeting the decennial targets set in the
Charter of Punta de1 Este. Although the rural goal
for water supply fell short, with an extension of
services to 24% of the population, the urban goal
was surpassed, with 78% receiving access to water
through either house connections or public stand-
pipes. The gains in excreta disposal service were
less spectacular, with 38% of urban dwellers hav-
ing access.

The Third Special Meeting of Ministers of
Health in 1972 took up where Punta de1 Este left
off. As part of the Ten-Year Health Plan for the
Americas, the Ministers set new goals: providing
water through house connections to 80% and sew-
erage service to 70% of the urban population and
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Despite the population explosion, over the past three
decades the countries of the Americas, with PAHO’s

significant and sustained technical cooperation, have
progressively extended water supply and sanitation

services to their urban and rural populations.

extending water supply and excreta disposal ser-
vices to 50% of the rural population. Ten years
later, actual coverage was: urban water supply,
82%; urban sewerage, 78%; rural water supply,
47%; and rural excreta disposal, 22%.

At a 1974 PAHO-sponsored symposium on
the environment, 160 participating environmen-
talists from 23 countries in the Region voiced a
collective recognition of the close relationship
between environment, health, and development
and recommended that countries take that rela-
tionship into account in formulating national
development plans. Whereas before the main con-
cern was increasing the extension of services, by
the mid-1970s water quality and system operation
and maintenance, as means of protecting both
health and investments in the sector, had grown
in importance. Widespread water losses and
water contamination led to greater interest in
improving the administrative, technical, and oper-
ational aspects of water agencies.

A decade after PAHO Member Countries had
established goals for water supply and sanitation,
an official, global consensus setting goals for the
extension of these services was declared in a
series of United Nations Conferences—on the
Human Environment (Stockholm, Sweden, 1972),
on Human Settlements (Vancouver, Canada,
1976), and on Water Resources (Mar del Plata,
Argentina, 1977)—with recommendations that
drinking water and sanitation services be pro-
vided to the largest possible number of people by
1990, especially the poor in slums and under-
served rural areas. Subsequently, the International
Conference on Primary Health Care, held at
Alma-Ata in 1978, recognized safe water and ade-
quate sanitation as a principal component of pri-

mary health care. With the launching of the Inter-
national Drinking Water Supply and Sanitation
Decade (1981-1990), a number of international
agencies, including PAHO, intensified a wide
variety of programs to provide safe water and
sanitation to as many people as possible.

To prepare for the International Decade,
PAHO held technical discussions in 1979 related
to strategies for extending and improving potable
water supply and excreta disposal services. That
same year, the conclusions of those discussions
were brought before the Directing Council, which
resolved that Governments should include exten-
sion of water supplies and sanitation services,
particularly in underserved areas, among the pri-
ority programs for national development; should
stress active community participation in decision-
making, implementation, and operation and
maintenance of water supply and sanitation pro-
jects; should adopt appropriate technologies and
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explore the feasibility of local manufacture of sup-
plies and equipment for water supply and sanita-
tion facilities; should seek funding for institu-
tional development, training, and education; and
should explore new sources of financing for pro-
gram development.

In recent years; PAHO has collaborated with
Governments to further the regional strategies for
universal water supply by assisting in the rapid
assessment of existing national programs, prepar-
ing national plans, identifying and developing
specific projects, and obtaining international
financial support. The Organization has carried
out sector studies and collected pertinent data to
assist countries in identifying projects for financial
support; held training courses in project proposal
preparation; contributed to the development of
low-cost technology and institutions, including
the establishment of surveillance and correction
mechanisms; encouraged identification of projects
related to system operation and maintenance for
support by lending and donor agencies; prepared
guidelines, manuals, and models for various com-
ponents of institutional development; reviewed
and published international drinking water
guidelines; developed manpower at all levels,
through fellowships and courses; and exchanged
information with emphasis on assisting countries
in establishing their own systems as part of a net-
work of collaborating institutions.

In light of the pressing need to strengthen the
countries’ institutions by upgrading the technical
and managerial expertise of their professional
staff, CEPIS began a young professional residency
program in 1985, inviting nationals to the Center
to undertake activities in their areas of expertise
and related to applied research, problem solving,
scientific and practical upgrading, computer mod-
eling and programming, and computerized infor-
mation systems.

PAHO translated into Spanish the WHO
Guidelines for Drinking Water Qualify and, in work-
ing with the countries to adopt those guidelines,
discovered that 75% or more of water supply sys-
tems in the Region do not disinfect at all or have
serious operational problems that interfere with

effective disinfection. An estimated 60% of the
population of Latin America and the Caribbean
are at risk of exposure to unsafe water, because
people either do not have access to water, have to
store it in conditions that are unsafe, or have inter-
mittent supply. The presence of human wastes in
drinking water causes high mortality and morbid-
ity due to widespread diarrheal diseases and gas-
troenteritis. Chemical contaminants, such as pesti-
cides, are responsible for many acute and chronic
illnesses.

The recent return of cholera to the Americas
underscores the consequences of unsafe water
and inadequate sanitation: by the end of 1991, 15
countries in the Americas had reported 391,200
cases, accounting for 70% of the cases reported for
that year worldwide; during the first half of 1992,
four new countries had been infected, for a total
of 19, and 203,600 cases had been reported, or 89%
of the worldwide total.

In the face of these problems, countries are
taking into greater account the economic, environ-
mental, health, and social factors affecting water
resources, making institutional arrangements to
deal with water management, and promoting
health education about the safe use of water. Since
ensuring the supply of safe drinking water-both
to those who already have services and to those
who will receive services-is one of the greatest
challenges that most of the countries will have to
face in coming years, PAHO technical cooperation
in this area will concentrate on promoting water
quality.

Solid Waste Management The explosive
growth of cities has yielded a proportionate
increase in the solid wastes generated by their res-
idents-in some cities posing major health and
economic problems. Most solid waste manage-
ment services, which until recently were largely
the responsibility of municipalities, proved
unequal to the task of dealing with disposal
needs; although many cities in Latin America
match the solid waste collection technology avail-
able in developed countries, upgrading disposal
methods will require major efforts.
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Many Governments have become interested
in improving solid waste management services,
assigning national responsibility for that improve-
ment to environmental bureaus within the min-
istries of health, and recruiting PAHO’s technical
advice and training expertise in the area of urban
sanitation.

Environmental Pollution The growth of
cities, advances in industry, and the mechaniza-
tion of agriculture have translated into greatly
increased pollution of the air, water, and soil over
the past few decades. Dam construction, large irri-
gation projects, large-scale deforestation, major
urban settlements, acid rain, and global warming
can cause serious damage to water sources and in
turn favor transmission of various types of vector-
borne diseases, displacement of native popula-

Smog-a term coined
from a contraction of
“smoke” and “fog”—

has become a critical
health problem in

urban areas through-

out Latin America.

tions, loss of employment, and violence resulting
from increasing competition for water among
users.

In 1965 the Directing Council decided that the
Organization should address the growing prob-
lems of air and water pollution. That decision led
to the establishment, two years later, of the Pan
American Network for Normalized Sampling of
Air Pollution, commonly known as RED-
PANAIRE. The Network, coordinated from
CEPIS, comprised sampling stations in Buenos
Aires, Rio de Janeiro, Porto Alegre, Bogota,
Havana, Santiago, Kingston, Mexico City, Lima,
Montevideo, and Caracas. Each of these stations
used normalized methods that measured the level
of certain contaminants, making it possible to
compare and monitor air quality in those cities.

In 1968, the Directing Council asked that the



To concentrate technical cooper-
ation in environmental health,
the Organization established

the Pan American Center for
Sanitary Engineering and
Environmental Sciences in Lima

(left) in 1968 and the Pan Ameri-

can Center for Human Ecology
and Health in Mexico City in

1975 (shown below at the site in
Metepec, Mexico, to which it
moved in 1980).

Organization and the Governments bear in mind
the health implications of developing river basins.
With the aim of minimizing the adverse effects of
socioeconomic development and still favoring its
progress, PAHO, in the late 1960s and throughout
the 1970s, pioneered the river basin development
approach. In such areas as Santa Lucia, Uruguay,
Guanabara Bay and Paraiba River in Brazil, and
Cauca Valley in Colombia, PAHO participated in
evaluating the damage caused by wastes dis-
charged into waterways.

With funding from the United Nations Devel-
opment Program (UNDP) and with PAHO as exe-
cuting agency, several projects starting in the late
1960s helped create an infrastructure for air and
water pollution control. The focus was strength-
ening such agencies as the State Company for
Environmental Technology and Basic Sanitation
in the State of São Paulo (CETESB) and the State

Federation for Environmental Health Engineering
in Rio de Janeiro (FEEMA), with emphasis on
three main areas of action-technology transfer,
human resource development, and research-all
related to control of environmental pollution.
Another UNDP-funded and PAHO-executed proj-
ect in Mexico, working with the Subsecretariat of
the Environment, targeted the problem of air pol-
lution. In Venezuela, PAHO and UNDP collabo-
rated in strengthening environmental engineering
in three universities in that country.

Governments’ concern over environmental
contamination led to a recommendation in the
Ten-Year Health Plan for the Americas
(1971-1980) that cities with more than 500,000
inhabitants establish policies and programs to
control pollution. Although many of the countries
passed laws to protect their natural resources,
these were for the most part poorly enforced. In
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countryside spring

up around the
periphery of major

cities in Latin Amer-

ica—posing critical
environmental

health hazards,

Every day thousands

of ramshackle

dwellings of recent
arrivals from the

1971, the Directing Council resolved “To request
that the Director explore means for the establish-
ment of a center for human ecology and health
sciences… that will serve as a prototype in a
global network for the study of human ecology.”

It followed that the Pan American Center for
Human Ecology and Health (ECO) was estab-
lished in Mexico City in 1975 as a result of concern
about the impact of industrial development, as
well as the need for an international center to coor-
dinate the evaluation of development projects,
such as dams, and to provide a biomedical com-
plement to CEPIS’s engineering solutions to envi-
ronmental health problems. In this vein as well, in
the 1970s PAHO sent multidisciplinary teams to

major development projects to determine how the
health of project workers and communities in the
respective areas might be affected. In 1980, EC0
moved to Metepec, Mexico, and today the Center
collaborates with the countries on epidemiologic
and toxicologic aspects of the effects of chemical
pollutants on human health and on supporting a
network of collaborating centers in the Region to
further training, information exchange, and
research on human ecology and health.

Workers’ Health As early as 1927, delegates
at the Eighth Pan American Sanitary Conference
had declared that: “The health and welfare of the
laboring class is intimately related to the public
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health and to the economic development of a
country, and… losses sustained in industry
cause serious harm to the nation, diminish the
present output of labor, and particularly the
future yield of the population, by undermining its
health, for which reason the Conference recom-
mends to the different countries of America the
necessity of establishing special agencies within
departments of health which shall have charge of
everything relating to labor and sanitation in
industry in order to place laborers in the best pos-
sible conditions of life…” PAHO staff in subse-
quent years were instrumental in the creation of
occupational health institutes in Chile, Peru, and
Bolivia, among other countries.

In the 1970s, the Ten-Year Health Plan set the
goal of protecting 70% of the working population
in countries with occupational health programs
and 50% of that population in countries still with-

out such programs. Although those goals were
not met, occupational health became a political
concern among most of the countries. Toward the
end of the decade and increasingly during the
1980s, the focus on primary health care as a strat-
egy for attaining health for all prompted Govern-
ments to assign priority to the working popula-
tion, occupational diseases, and industrial
hygiene.

Today, 300 million people in the Region, or
some 42% of the population, work. Children are
part of the work force in many of the countries, and
in some they represent as much as 20% of all work-
ers. Women, who in 1960 comprised 18% of the
economically active population, today represent
26%, and by the century’s end will increase to
27.5%. In Latin America and the Caribbean, 26% of
the work force is employed in agriculture, 20% in
services, 16% in manufacturing, 15% in trade, 7% in
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construction, 4% in transportation and communica-
tion, and the remaining 12% in miscellaneous activ-
ities. Less than 10% of these workers have access to
occupational health services.

In most of the countries, ministries of health,
ministries of labor, and social security institutes are
responsible for developing occupational health
programs and preparing national workers’ health
plans. Thus far, eight countries have prepared and
begun executing their plans. To multiply the num-
ber of people trained in workers’ health, PAHO has
sponsored numerous courses and other instruc-
tional activities over the last 10 years.

The Organization’s recent policy framework,
“Strategic Orientations and Program Priorities for
1991-1994,” poses two challenges for the countries,
namely, to formulate workers’ health policies and
programs with the aim of increasing service cover-
age and to concentrate effective international
resources in the interest of protecting against dam-
ages and risks to occupational health. The countries
are moving further in that direction in response to
the initiative “1992: Year of Workers’ Health.”

Today, the Governments of the Americas real-
ize that, in addition to continued attention to more
traditional environmental health programs, they
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“During recent decades, the
pursuit of social and economic

development has produced
significant changes in the envi-
ronment, which have had both

positive and negative impacts
on human health. While gains

in well-being brought about by

development are noteworthy,
wastefulness, pollution, and too
little regard for scarce natural

resources have wrought an envi-
ronmental crisis, one that truly
unites our planet, in the sense
that environmental problems
respect no national or regional
boundaries. Likewise, in our

response to that crisis, we must
unite and learn to think in
global terms, while at the same

time striving to solve common
problems, beginning at the local
level. For surely the seeds of
change sown in one place will
produce a harvest that is reaped
worldwide.”

—Dr. Carlyle Guerra de Macedo

must take action in a broader area that encom- problems that may substantially affect the health of
passes the relationship between environmental fac- people in the Region.
tors and their comprehensive effect on the health
and welfare of the population; support for and fos- n line with the United Nations Conference on
tering of the countries’ sustained development;
monitoring of environmental quality to safeguard
the health of the most needy population groups; I the Environment and Development, held in

Rio de Janeiro in 1992, PAHO is widening its
environmental health scope, no longer just

greater attention to protection of natural resources, focusing on the management of natural resources,
such as water, air, and soil, which play important such as water, but broadening the emphasis to
roles in disease transmission and influence other include health protection, health promotion, and
health problems; and attention to worldwide con- management of the environment with the aim—
cerns, such as depletion of the ozone layer, acid ultimately—of protecting the human species and
rain, global warming, and other environmental assuring people’s quality of life.



THE FIGHT AGAINST

AEDES AEGYPTI

Female Aedes aegypti

mosquito, the vector of
yellow fever and dengue
in the Americas.

Y ellow fever is known to have appeared in the Yucatan Peninsula before

Columbus’s arrival in the New World. The first written account of the dis-
ease dates back to 1495, when an epidemic struck the island of Hispaniola.

Two centuries later yellow fever hit other Caribbean islands, and in 1685,
Brazil experienced its first epidemic, in Recife. Epidemics devastated areas of the Amer-
icas in the 18th and 19th centuries, including particularly serious ones in Cartagena,

Colombia, in 1741, in Cuba in 1762, and in Santo Domingo in 1803. The United States
registered its first epidemic in New York in 1668. The city of Philadelphia and the Mis-
sissippi River Valley suffered major outbreaks in 1669 and 1878. The last urban victim

of an epidemic in the United States was the city of New Orleans in 1905. By the turn
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of the century, yellow fever continued to take its
toll throughout South and Central America and
Mexico.

Toward the end of the 19th century, some-
thing clearly had to be done at the international
level to halt the spread of yellow fever. In 1880,
the United States Congress authorized the Presi-
dent to convene the Fifth International Sanitary
Conference, which was held the following year in
Washington, D.C. This gathering was given the
task of creating an international disease notifica-
tion system. At the meeting, Carlos J. Finlay pre-
sented his ideas about the spread of yellow fever,
asserting that transmission could occur only dur-
ing a certain period of the illness and required the
presence of a susceptible person and an agent
capable of transmitting the infection from a dis-
eased individual to a healthy one. Another 20
years elapsed before Finlay’s theory was proven
true and it was demonstrated that the Aedes
aegypti mosquito (then known as Stegomyia

Carlos J. Finlay (1833-1915), the Cuban physician
who devoted his life to the study of yellow fever,
pioneered the idea that the infection was transmitted
from person to person through the bite of a mosquito.
Based on this suspicion, he advocated various
measures that made it possible to control epidemics
and almost eradicate urban yellow fever.

fasciata) is the vector of yellow fever. Acceptance
of his ideas set in motion the first yellow fever
control programs.

Several events reaffirmed the validity of Fin-
lay’s theory and laid the foundation for future
vector control campaigns, among them: the suc-
cess of the Yellow Fever Commission, an arm of
the National Board of Health of the United States;
the achievements of William Crawford Gorgas in
Havana (1898-1902); the application of vector con-
trol measures during construction of the Panama
Canal; success in quelling the 1905 outbreak in
New Orleans; and the elimination of yellow fever
from Rio de Janeiro in 1908, following Oswaldo
Cruz’s campaign against A. aegypti.

Throughout its 90-year history, the Pan Amer-
ican Health Organization has collaborated with
the countries of the Region to control and elimi-
nate yellow fever, with emphasis on: constant
monitoring of the changes undergone by the vec-
tor and the consequences of those changes in the
Region; ongoing efforts to increase the application
of attack measures and the dissemination of new
information regarding the disease; and the quest
for new ways of financing cost-effective plans of
action and eradication alternatives.

The Bureau’s first resolutions regarding yel-
low fever were adopted by the First General Inter-
national Sanitary Convention of the American
Republics, held in Washington, D.C., in 1902. At
that meeting, Finlay, attending as Cuba’s head of
public health, presented a study titled “Is the
Mosquito the Only Vector of Yellow Fever?,” and
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his compatriot Dr. Juan Guiteras spoke of yellow
fever eradication in the city of Havana. These two
presentations constituted the theoretical founda-
tion that later led to effective measures to control
the disease.

The Second International Sanitary Conven-
tion, held in Washington, D.C., in 1905, adopted
several health measures relating to ships infected
with yellow fever. In many areas, the sole factor
required to complete the cycle of disease trans-
mission was the arrival of infected persons. The
constant transit of susceptible persons through the
port of Havana during the 19th century, for exam-
ple, had resulted in numerous outbreaks of yel-
low fever on the island.

The Third International Sanitary Convention,
held in Mexico City in 1907, issued a call to health
institutions to immediately report any occurrence
of yellow fever to the consular or diplomatic rep-
resentatives of the countries participating in the
convention. During the meeting, delegates also
recommended that European countries with
colonies in the Americas adopt the Washington
Sanitary Convention of 1905, particularly those
provisions relating to yellow fever.

The Fourth International Sanitary Conference,
held in San Jose, Costa Rica, in 1910, urged that all
available means be deployed to ensure effective
sanitation in port areas so as to prevent the spread
of yellow fever in the Region. Delegates recom-
mended that the Fifth Conference set criteria for
determining when a subject could be considered
immune to infection; agreed that the requirement
for declaring an area free of infestation would be
official confirmation that there had been no
deaths from or new cases of the disease for 18
days following the isolation, death, or recovery of
the last case; yet insisted that Governments
reserve the right to extend that period for coun-
tries that were not observing mosquito isolation,
disinfection, and extermination measures.

The Fifth International Sanitary Conference,
held in Santiago, Chile, in 1911, debated various
definitions of yellow fever immunity. According
to the criteria eventually adopted, an individual
was considered immune when he or she had suf-

fered a confirmed attack of the disease or had
remained in an endemic area for more than 10
consecutive years, even if he or she had not been
proven to have had the disease.

Following World War I, the Bureau resumed
efforts to break the cycle of transmission, as
reflected in the resolutions adopted by the Sixth
International Sanitary Conference, held in Monte-
video, in 1920, which reiterated that both the
surveillance of ports and the campaign against
mosquitoes and other possible vectors should be
stepped up. In light of the success of the yellow
fever campaign in Cuba, representatives of that
country were commended at the Seventh Confer-
ence, held in Havana in 1924, for their progress
toward eradicating the disease.

D uring the 1920s and 1930s, work cen-
tered on developing an effective vac-
cine, a need that became all the more
imperative when Dr. Fred L. Soper and

his colleagues demonstrated the existence of yel-
low fever’s jungle cycle. The research conducted
by Soper, who was later to become Director of the
Pan American Sanitary Bureau, changed epidemi-
ologic thinking about the disease. As he explained
in presenting the results of his work to the Ninth
Pan American Sanitary Conference, held in
Buenos Aires in 1934, the presence of yellow fever
in rural, fluvial, and tropical areas free of A.
aegypti threatened to reinfest urban areas where
the vector had been eliminated.

Among the various immunogenic substances
under consideration for production of the vaccine,
the 17D virus was deemed the best candidate. By
1937, tests had proven the efficacy, safety, and sta-
bility of the 17D vaccine--developed in New York
by Theiller, Smith, Sawyer, and others-and, with
PAHO’s cooperation, large-scale production
began in Rio de Janeiro and Bogota.

During the two decades following the Organi-
zation’s 1947 formal launching of a Regionwide
campaign to eradicate A. aegypti, numerous coun-
tries declared themselves to be free of the vector.
In 1961, the Directing Council had set the goal of
eradicating A. aegypti by 1966, and by 1962, the
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achievements already were remarkable: Mexico,
all the countries of Central America, and most
South American countries had eliminated the vec-
tor.

Notwithstanding, during the 1960s adminis-
trative and economic obstacles hindered eradica-
tion campaigns in several countries, and the
threat of reinfestation of the vector in countries
that had eliminated it loomed large. PAHO pro-
vided technical advisory services to the countries
with a view to eliminating existing A. aegypti
colonies and ensuring continued application of
the approved measures. In 1966, the Governing
Bodies adopted a set of requirements for eradica-
tion, and in 1969 approved safety standards rec-
ommended by a working group on the establish-
ment, operation, and inspection of laboratory
colonies of A. aegypti and urged that cost-benefit
studies be conducted of programs to prevent A.
aegypti -borne disease. Year after year, the Govern-
ing Bodies underscored the need for countries

that had succeeded in eliminating the vector, and
then been reinfested, to adopt the appropriate
measures.

During the 1970s and 1980s, several countries
that had eliminated the vector became rein-
fested—among them Mexico, Colombia, and most
of the Central American countries-representing
the risk of the urbanization of yellow fever, the
spread of dengue, and the introduction of dengue
hemorrhagic fever in the Americas. Consequently,
at the 1975 meeting of the Directing Council, the
Director agreed to expand the Scientific Advisory
Committee on Dengue to include experts on yel-
low fever and A. aegypti. On the basis of the report
presented by that Committee, in 1977 the Direct-
ing Council resolved that the Organization should
step up its support to the countries; the countries
should not only continue measures applied up to
that time but should promote epidemiologic
surveillance and vaccination; and the Director
should take steps to ensure the availability of
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high-quality vaccines, insecticides, and equipment
for their application.

During the late 1970s and early 1980s the
Governing Bodies sounded repeated warnings.
Reinfestation, insecticide resistance, aggravation
of the dengue situation, and economic difficulties
were posing-and continue to pose-a threat of
urbanization of jungle yellow fever.

AHO sponsored a meeting of experts,
held in Mérida, Mexico, in 1982, in an
attempt to solve the A. aegypti problem
and to identify alternatives to eradicating

the vector and preventing the urbanization of yel-
low fever. That same year, the XXI Pan American
Sanitary Conference confirmed the A. aegypti
eradication policy and recommended that the
countries assist each other directly or through the
Bureau, through bilateral loans and grants, the
provision of equipment, and technical advisory

services. In a major reversal, however, the Direct-
ing Council in 1985 adopted a resolution calling
for control and eradication of A. aegypti, thus
dropping the firm vector eradication policy that
had been established by the Organization in 1947.

In 1987 the Executive Committee of PAHO
urged the countries to conduct initial surveys and
establish surveillance systems to determine the
presence, distribution, breeding habitats, and
insecticide susceptibility of this species, as well as
to report periodically to the Director on any infes-
tations. The Organization supported country
efforts through training in biology and vector con-
trol and the preparation of manuals for identify-
ing, monitoring, and controlling the vector.

In recent years PAHO has coordinated a proj-
ect aimed at modernizing yellow fever vaccine
production laboratories in Rio de Janeiro and
Bogota with the financial and technical coopera-
tion of the Government of Canada and the Inter-
national Development Research Center.
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MALARIA

A worker in Veracruz,
Mexico, wears protective gear
while spraying with dieldrin
during a malaria eradication

campaign in the 1950s.
Today, strict guidelines

protect both fumigators and
the environment: protective

equipment must be worn
while spraying and

insecticides are no longer
used in the open, and are

only employed in those areas
where the mosquito has been

demonstrated to be still
susceptible to the chemical.

THE FRONTAL STRUGGLE AGAINST

liminating malaria and its consequences from the Americas has been a prior-
ity for the Pan American Sanitary Bureau since the early years of this century

To achieve that aim, campaigns have been mounted to eliminate all
mosquitoes of the genus Anopheles that are infected with either Plasmodium

vivax or Plasmodium falciparum—agents that cause the infection in humans—and to stem

the disease’s spread by preventing those mosquitoes from feeding on the blood of plas-
modia-infected individuals. The probability of being infected, becoming ill, or dying of
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malaria depends on people’s risk of being bitten
by the insect. Reducing that risk calls for interven-
tions that will be effective under special circum-
stances, such as when new areas are opened up
for mining and farming or when migration or
contraband occur.

The distribution of malaria in the Americas
has changed dramatically over the last 100 years,
during which time it has been eliminated or has
disappeared from most temperate and neotropical
zones. Since the colonial era, malaria has been an
important disease in the area stretching from the
southern United States to Argentina. The first offi-
cial documents on the disease date back to the
early 20th century. Before that time, malaria was
considered more a process of acclimatization than
a disease, often being confused with other febrile
illnesses. Malaria fevers were long one of the
major causes of disability and death, and up until
the 20th century quinine extract was the only con-
trol measure available.

It was the work of William Crawford Gorgas
in Panama in the early part of the century that
demonstrated the feasibility of controlling anoph-
eline mosquitoes and awakened interest in
malaria as an economic and health problem.
Drainage operations and the application of oil lar-
vicides to control mosquito breeding sites helped
reduce the number of cases in cities and seaports
throughout the Hemisphere. The success of those
measures led to the establishment of well-
financed surveillance and control projects, and, as
a result, malaria declined considerably during the
1930s. The 1940s saw the organization of commu-
nity education programs, continued application of
measures to control larvae and adult mosquito
populations, and establishment of central and
regional diagnostic laboratories.

Agricultural development; livestock hus-
bandry; and improved housing, environmental
conditions, and water levels in irrigation projects
have been decisive factors in controlling mosquito
vectors in some developing areas. During the
1940s, surveys and efficient malaria campaigns
coincided with the integration of municipal, state,
and federal resources, as well as the involvement

of all sectors of society, the armed forces, and var-
ious foundations. One of the first malaria-cam-
paign achievements was the eradication of
Anopheles gumbiae from Brazil in 1942. Once again,
coordinated efforts—in this case, those of the
Government of Brazil, the Pan American Health
Organization, and the Rockefeller Foundation—
yielded fruit.

Five years later, the XII Pan American Sani-
tary Conference focused on the insecticide
dichloro-diphenyl-trichloroethane (DDT), which
would become instrumental in efforts to break the
transmission cycle. In the years following the
appearance of DDT, the Organization promoted
widespread use of this insecticide. It recom-
mended that national control programs concen-
trate on increasing the use of DDT and, in parti-
cular, on documenting its effectiveness. The
remarkable reduction in the number of cases in
many countries of the world as a result of using
DDT led the XIV Pan American Sanitary Confer-
ence, in 1954, to recommend that Governments
convert their national control programs into erad-
ication campaigns within the shortest possible
time-an urgency dictated by concern that the
anopheline mosquito would develop a resistance
to DDT. To cover the cost of needed activities, the
Director of the Bureau was authorized to raise
funds from public and private organizations, both
national and international.

In 1955, the World Health Assembly adopted
a resolution calling for the global eradication of
malaria, underscoring that international col-
laboration was a sine qua non for success in that
endeavor. With the goal of eradication in mind, in
1957 the PAHO Directing Council urged that
malaria be declared a notifiable disease.

In 1960, the WHO Expert Committee on
Malaria set criteria for establishing malaria eradi-
cation programs, stressing the need to develop
effective rural health services in order to sustain
the maintenance phase once it was reached. The
Expert Committee’s introduction of the concept of
health infrastructure added a new dimension to
malaria control programs-a recognition of the
need to gradually integrate malaria control activi-
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In 1958, PAHO and the State
of São Paulo, Brazil, entered

into an agreement to eradi-
cate malaria from that state;

Dr. Fred L. Soper, seated left,
and Professor Carlos Gamma,
Secretary of Public Health for
the State of São Paulo, seated

right, signed the document.

Throughout the century,
PAHO has urged its Member
Governments to broaden the
reach of public information
campaigns on malaria eradi-
cation; as early as the 1940s,
community education pro-
grams for schoolchildren
such as these became part of
the armament to combat
malaria.

Spraying efforts endeavored
to reach even the most
remote areas. Inaccessible
sites, such as this wooden hut
located within a thick tropi-
cal forest, were sprayed with
dieldrin, a stronger and
longer-acting chemical than
DDT,
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ties into the basic functions of local-level health
services. Those activities needed to be simple and
clearly defined so that auxiliary personnel in the
malaria services could effectively carry them out.
It also became important for health centers to
gather experience with malaria control activities
as quickly as possible.

The scarcity of resources in the Region’s
developing countries threatened to jeopardize
malaria campaigns. In 1962, the PAHO Directing
Council underscored the urgent need for Govern-
ments to try to obtain financial assistance in order
to overcome obstacles in the efforts to halt the dis-
ease’s transmission.

Several factors conspired to increase the inci-
dence of malaria, such as: environmental condi-
tions that fostered a proliferation of Anopheles;
greater exposure to infection in the nonimmune
human population; and poverty, which height-
ened the chances that certain groups would
become ill or die of malaria.

he Organization’s growing involvement
in research on the disease-through
meetings of experts and funding for
studies-highlighted the importance of

existing technical problems and the fact that much
research remained to be done. Diagnostic meth-
ods had to be improved and studies carried out
on aspects of transmission related to the genetic
characteristics of the vector and the host, the epi-
demiologic significance of mosquito resistance to
insecticides and plasmodia resistance to drugs,
effectiveness and tolerance to new malaria drugs,
the impact of human migrations and other social
factors on incidence of the disease, and its associa-
tion with agricultural and mining activities.

During the 1960s, studies conducted to better
understand the biomedical problems hindering
malaria eradication campaigns demonstrated that
eradication would not be possible in areas where
the only control measure was household spraying
with residual insecticides. As a result, in 1966 the
XVII Pan American Sanitary Conference recom-
mended increasing coordination between local
health services and eradication programs.

The Organization faced a difficult challenge:
on the one hand, control programs needed to be
financed and coordinated with general health ser-
vices; on the other, questions raised by research
regarding the biology of plasmodia and the
malaria vector had to be answered. Accordingly,
in 1967 the Directing Council recommended that
Governments reorient their malaria strategies,
intensifying and channeling control and eradica-
tion efforts specifically toward problem areas.

In the 1970s the Organization sought material
and financial resources, intensified technical and
general support for national control programs,
and urged that those programs be incorporated
into national development plans. In 1971, in light
of the serious financial difficulties hampering con-
trol efforts in most of the countries, the Directing
Council recommended that Governments reexam-
ine their eradication programs, continue the pro-
duction of DDT, and strengthen basic health ser-
vices in those areas where malaria was most
prevalent.

Insufficient funds and inadequate health ser-
vices, mosquito resistance to insecticides, plas-
modia resistance to drugs, and lack of coordina-
tion between national control programs and
health services resulted in a deterioration in
malaria indicators-annual parasite incidence,
rate of household-spraying, annual blood exami-
nation rate-in some areas of the Region. These
problems were aired at the June 1976 meeting of
the Executive Committee, which recommended
that the Organization promote new measures—
including technical, economic, and administrative
feasibility studies of the malaria programs—and
that it ask international financial institutions to
provide government loans to strengthen their
malaria control programs.

In 1977, the Executive Committee asked the
Director to budget for training in application of a
new malaria control strategy, one that gave prior-
ity to primary health care to ensure coverage of
the rural population. That strategy implied over-
hauling the basic structure of malaria control ser-
vices and programs.

A year later, the XX Pan American Sanitary
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Conference reaffirmed eradication as the ultimate
goal of malaria programs and declared 1980 the
“Year of Frontal Struggle with Malaria in the
Americas.” The III Meeting of Directors of
National Malaria Eradication Services in the
Americas, held in Oaxtepec, Mexico, in 1979, laid
the foundation for developing a Region-wide plan
of action to combat malaria. Throughout the
years, the Organization repeatedly insisted on the
need to make malaria control a top priority and
pressed for strengthening education and training
for malaria program personnel. Attainment of
those ends hinged on the expansion of the areas
covered by the programs and the promotion of
research on methods to control transmission of
the disease.

The IV Meeting of Directors of National
Malaria Eradication Services, held in Brasíla in
1983, recommended that Governments redefine the
objectives of their programs, based on available

epidemiologic data, in terms of a malaria stratifica-
tion strategy that comprised three headings: final
(eradication of the disease), intermediate (reduc-
tion of endemicity, mortality, and morbidity in the
areas where eradication is not feasible), and imme-
diate (reduction of transmission levels in epidemic
areas and prevention of transmission in disease-
free areas, as well as increased socioeconomic
development in affected areas).

B y the mid-1980s, major challenges
included how to administer the correct
specific treatment to plasmodia-infected
persons and how to evaluate the ef-

fectiveness of treatment in the population. The
success of antimalarial chemotherapy was contin-
gent on discovering a solution to P. falciparum
resistance to chloroquine and other alternative
drugs. Success also depended on regulations and

An effective evaluation of malaria eradication
campaigns requires that the widest possible net
be cast to search for cases (above). With PAHO’s

technical support, antimalarial drugs were
administered free-of-charge at community volun-

teer posts. Since blood samples for microscopic
diagnosis must be taken from every suspicious
case of fever, critical components to the success

of this effort were the community volunteers
trained by Malaria Eradication Services instruc-

tors in simple techniques for collecting blood
smears for microscopic diagnosis (right).
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The malaria situation deteriorated markedly
over the past decade. Anopheles, seen above
drawing blood from a human host, had
developed a resistance to insecticides, and
plasmodium had developed a resistance to
chloroquine. By the close of the 1980s, 21 of
the Region’s countries reported a combined
total of one million new cases of malaria
each year. In response, the Organization
adopted a new approach-stratification.
Relying on ongoing research, diagnosis
(left), analysis, and interpretation of infor-
mation, stratification has made it possible to

target geographic and ecological areas and
population groups at high risk for malaria.

policies governing the importation, production,
distribution, marketing, and administration of
antimalarial drugs.

The malaria situation grew markedly worse:
between 1985 and 1990, 21 of 37 countries in the
Region reported a combined total of one million
new cases of malaria each year. Of these, two-
thirds were microscopically confirmed P. vivax
infections, and the remaining third were P. falci-
parum infections. This situation forced the Organi-
zation to rethink and modify the prevention and
control strategies it had been advocating and to
promote stratification as a useful approach for
epidemiologic diagnosis and as a basis for preven-
tion and planning. Stratification-using ongoing
research, diagnosis, analysis, and interpretation of
information-has made it possible to classify geo-
graphic and ecologic areas and population groups
in terms of the risk of malaria. Basically, malaria
stratification involves studying the annual para-

site incidence and its trends, in order to identify
priority areas; identifying and measuring the risk
factors in these areas; constructing strata based on
ranking the risk factors identified; selecting inter-
ventions to reduce or eliminate the most impor-
tant risk factors; transforming health services to
carry out the interventions selected; and identify-
ing indicators of structure, process, and impact in
order to measure the reduced risk of becoming ill
or dying of malaria and to evaluate the interven-
tions that have been applied. Knowledge of the
profile of these risk factors is extremely helpful in
selecting interventions to prevent and control the
disease.



COMBATTING

COMMUNICABLE
DISEASES

PAHO’s Governing
Bodies have long recog-
nized leprosy’s threat to
the Member Countries.
Today, despite the fact

that the disease remains
endemic in the Region,

the counties have
vowed to eliminate it

from the Americas
through a multifaceted

effort that rests on early
detection and the use of

multidrug therapy.
A physician from

Paraguay’s Leprosy Con-
trol Service is shown

here making a biopsy.

L eprosy, Chagas’ disease, nonvenereal treponematoses, tuberculosis,
onchocerciasis, and other communicable diseases have long afflicted the peo-
ple of the Americas. Over the decades, preventing, controlling, and-in some
cases-working to eliminate these diseases has been a major thrust of the

Pan American Health Organization’s program of technical cooperation with the coun-
tries of the Region. That cooperation has focused on epidemiologic surveillance, train-
ing, research, information dissemination, and health education.
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During the 1940s and 195Os, the PAHO Gov-
erning Bodies acknowledged that leprosy was a
growing public health problem in the Region and
urged that national control programs be reviewed
in light of new ideas regarding diagnosis, treat-
ment, and prevention of the disease. In 1979, the
Directing Council stressed the need to obtain
extrabudgetary funds in order to improve the
diagnosis and control of leprosy and to increase
research in that area.

Today, leprosy remains endemic in the Re-
gion. Nevertheless, as the countries have pro-
posed, it is feasible to eliminate the disease in the
Americas through vaccination of the susceptible
segment of the population with BCG, application
of early detection programs, use of multidrug
therapy, and prevention and treatment of the
complications of leprosy. The Organization is
therefore stepping up control efforts with a view
to reducing the disease’s prevalence to below 1
case per 10,000 population.

American trypanosomiasis, or Chagas’ dis-
ease, is, as are other zoonoses, tied to the popula-
tion’s economic and social development. To
reduce the threat of this disease in rural areas, the
XII Pan American Sanitary Conference recom-
mended in 1947 the construction of a new type of

In 1971, the Directing
Council called for the
elimination of one of the
vectors of Chagas’ disease,
Triatoma infestans (below),
from the Southern Cone
countries. Because the dis-

ease is intimately tied to

the population’s socio-

economic development,

particularly to housing

conditions, an important

aspect of the Organiza-

tion’s battle contemplates a

concerted effort to improve

living standards.

rural dwelling that would fulfill minimum health
standards, taking into consideration the habits
and economic condition of the population.

Experts believe that Chagas’ disease will per-
sist as long as people reside in substandard
dwellings and until the trend toward migration
and rapid urbanization experienced by most of
the Latin American countries stops. Conse-
quently, in recent years the Organization’s techni-
cal cooperation has aimed at bringing about
changes in lifestyle and improving the living and
health conditions of the population. PAHO, on its
own and in collaboration with the World Bank
and other health and financial agencies, has
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As part of a research
project on schistoso-

miasis control in
Brazil, snails were

collected from
marsh grass prior to
the application of a

molluscocide.
PAHO’s efforts to
combat schistoso-

miasis include
research cooperation

and the granting of
fellowships.

intensified efforts to strengthen research into the
biology and control of the Triatomidae and in
modes of transmission of the disease, as well as to
identify immunizing agents and therapeutic alter-
natives and improved methods of clinical and
laboratory diagnosis. In 1971, the Directing Coun-
cil emphasized the importance of eliminating
American trypanosomiasis transmitted by blood
transfusion and eliminating Triatoma infestans
from the Southern Cone countries.

The epidemiologic status in the Region of the
group of diseases known as nonvenereal trepone-
matoses has not been precisely determined. How-
ever, yaws has been reported sporadically in the
northern part of South America, while pinta
appears to be limited to Central America, Colom-
bia, and certain southern regions of Mexico. Fol-
lowing mass penicillin treatment campaigns dur-
ing the 1950s and 1960s, the prevalence of pinta
declined considerably in these countries. However,
epidemiologic surveillance activities have not been
maintained and not enough human resources have
been trained to detect the residual foci.

Given this situation, in the early 1990s the
Organization set out to learn more about these foci
and to work with the countries in treating them.
These undertakings will be accompanied by the
training of personnel in control programs so that
they will be able to assume the responsibility for
clinical confirmation, treatment, and epidemio-
logic surveillance.

The early 20th century witnessed an increase
in epidemic tuberculosis, as colonialism and
servitude gave way to the employment of large
numbers of people in mines and factories and as
families congregated in the shantytowns that
sprang up around burgeoning cities. Conse-
quently, the first Pan American Sanitary Confer-
ences emphasized tuberculosis as a cause of
death and disease. Although only limited infor-
mation is available from that time, it is estimated
that yearly mortality from tuberculosis exceeded
300-500 deaths per 100,000 population and that
1% of the population in most of the countries in
the Region suffered from the disease.

The IV International Sanitary Conference
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(1909) proposed the formation of a permanent
commission on tuberculosis, and the IX Pan
American Sanitary Conference (1934) character-
ized the disease as one of the most serious health
problems in the Region, both because of its high
rate of contagion and its social implications. The
Bureau worked diligently in a campaign against
tuberculosis, promoting the creation of national
tuberculosis control commissions in the 1930s,
establishing a special section to obtain statistical
information on the disease, disseminating infor-
mation and preparing recommendations on
patient isolation and treatment, and promoting
the application of BCG and the use of X rays.
Those activities continue to be the epidemiologic
foundation for current tuberculosis control pro-
grams, buttressed by the use of appropriate tech-
nology, the strategy of primary health care, and
the decentralization of health systems to the local
level. Although tuberculosis still represents a
serious public health problem—one that has been
recently complicated by its association with the
acquired immunodeficiency syndrome (AIDS)—

Schoolgirls queue up for BCG vaccination in Costa
Rica, and a young Ecuadorian boy is first in line for
X-ray screening for tuberculosis. Although many of
these efforts to fight the disease were established as
early as the 1930s, they continue to be relied upon
today.
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A health worker removes a
fibrous nodule, one of the

signs of onchocerciasis, from
a patient who is blind due to

the disease. PAHO actively
collaborates with its Member

Countries in developing
programs to prevent the

disease and to eliminate it
from the Region.

significant advances have been made, and it is
conceivable that the disease can be controlled in
the not-too-distant future.

Onchocerciasis —or Robles disease, as it also
is known in the Americas from its first descrip-
tion in the Region by Dr. Rodolfo Robles in
1915—has been a serious health concern in sev-
eral countries, among them Brazil, Colombia,
Ecuador, Mexico, and Venezuela. If the disease is
not diagnosed and treated in time, the sequelae of
the ocular lesions it produces result in blindness.

Although activities aimed at controlling this
disease-medical treatment for patients and
efforts to control the insect vector (Simulium sp.) of
the filaria—were initiated in Mexico in 1930, it was
not until the 1970s that onchocerciasis and other
related parasitic diseases were taken up as a spe-
cial concern by the Governing Bodies of the Orga-
nization. The XIX Pan American Sanitary Confer-
ence, in 1974, recognized that parasitic diseases
were a serious threat to the health and life of the
peoples of the Americas and urged health authori-
ties in the countries to promote applied research

as a way to improve the control of these diseases.
From that point onward, PAHO stepped up its
collaboration with its Member Countries, particu-
larly targeting the training of epidemiologists in
parasitic diseases-not just onchocerciasis but also
other zoonoses such as taeniasis (or cysticercosis)
and leishmaniasis—in order to enhance epidemio-
logic surveillance and control of these diseases.

In 1991, the PAHO Directing Council urged
the Governments to seek collaboration between
the public and private sectors in order to develop
and strengthen plans of action for eliminating var-
ious diseases, including onchocerciasis. As a result
of that resolution, the Organization is directing its
efforts toward promoting epidemiologic surveil-
lance, greater social participation within a multi-
sectoral framework, and mass communication.

PAHO has proposed to substantially reduce
the incidence of these diseases in the Americas
and to eliminate, by the year 2000, one of the
most frequent causes of blindness-that pro-
duced by Onchocerca volvulus, the causative agent
of onchocerciasis.



IMPROVING PEOPLE’S HEALTH THROUGH

PLANNING

In 1963, then-President of the United States, John F. Kennedy, in his welcoming message to the members
of the Americas Task Force on Health, accompanied by the Director of the Pan American Sanitary Bureau,
Dr. Abraham Horwitz (at the extreme left), observed: ‘The Charter of Punta de1 Este contains objectives which
are quite specific and no less important to the future health of our peoples than the current campaigns under
the Pan American Health Organization against malaria and smallpox. The Hemisphere looks to you to spec-
ify the means by which these objectives may be reached.”

P lanning, the critical underpinning for developing health services, aims to
assure that those services are appropriate, efficient, and effective. The goal of
planning in the context of health, however, is-first, foremost, and ultimately—
to enhance the well-being of people. From 1961 onwards, PAHO has been a prime

mover in the setting of regional health plans, each of which has served as a blueprint for
hemispheric and national action and a foundation of technical cooperation policies for the

Organization. Those regional plans, in turn, reflect the cultural evolution of the Americas—
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the major social, political, and economic movements
that have characterized the Region over the last 30
years. In that context, each of the plans described below
represents a landmark in the long journey toward social
justice in the Americas.

CHARTER OF PUNTA DEL ESTE:
THE TEN-YEAR PUBLIC HEALTH
PROGRAM

With the Charter of Punta de1 Este, and especially
the Ten-Year Public Health Program of the Alliance
for Progress, health transcends the sphere of specialized
agencies to become a concern of chiefs of State.
Countries in the Region, at the highest political
level, agree for the first time on a continental program
to advance health. Their commitment underscores the
fact that health can no longer be considered just a sec-
tor matter; rather, it conditions and is conditioned by
social progress and economic development.

The Ten-Year Public Health Program sets forth
the goal “to increase life expectancy at birth by a min-
imum of five years, and to increase the ability to learn
and produce, by improving individual and public
health.” Attaining this goal will require, among
other measures:

To provide adequate potable water supply
and sewage disposal to not less than 70%
of the urban and 50% of the rural populations;
To reduce the mortality rate of children less

than five years of age by at least one-half;
To control the more serious communicable
diseases, according to their importance as a
cause of sickness, disability, and death;
To eradicate those illnesses, especially ma-
laria, for which effective techniques are
known;
To improve nutrition;
To train medical and health personnel to meet
at least minimum requirements;
To improve basic health services at nation-
al and local levels; and
To intensify scientific research and apply its
results more fully and effectively to the pre-
vention and cure of illness.

The Charter charges the Pan American Sanitary
Bureau with programming and steering efforts to solve
regional health problems. In response, in 1961 PAHO
set up a headquarters office to program activities in
planning—an area that had previously been paid very
little attention.

TASK FORCE ON HEALTH
AT THE MINISTERIAL LEVEL

In a period marked by what then-Director, Dr.
Abraham Horwitz, called “a spirit of renewal, of
transforming expectations and hopes into the real-
ity of well-being,” PAHO convenes the first of what
became, over a 15-year period, a series of four spe-
cial meetings of Ministers of Health.

In response to the Charter of Punta del Este’s man-
date that integrated socioeconomic development
plans be formulated to meet the demands of projected
external investment, PAHO and the Center for
Development and Social Studies (CENDES) in
Venezuela work together to devise what comes to be
known as the CENDES/PAHO method of normative
planning. Ascribing to the State responsibility for plan-
ning, this method entails a rational, deterministic, lin-
ear treatment of health situations, problems, and
solutions. It singles out the importance of efficiency
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in the use of resources and promotes programming
devices such as five-year plans to project and evaluate
the direct relationship between resources and results.

In that context, the Task Force on Health defines
the current health situation in the Americas, forecasts
its future, and examines those areas to which efforts
should be directed to achieve the goals of the Alliance
for Progress and, more specifically, to put into prac-
tice the Ten-Year Public Health Program.

The Organization urges the countries to pre-
pare national health plans to facilitate the allocation
of domestic and external resources to achieve the
goals proposed by the Charter of Punta de1 Este;
to provide technicians working for the social de-
velopment and economic progress of each country
with a common language that would promote mutu-
al understanding; and to confer to the sector its
own role within the overall plan.

In its summation, the Task Force declares that:
“The Ten-Year Public Health Program recommends
the preparation of national plans…for the preven-
tion of disease and the promotion and restoration of
health. This will require taking a series of steps,
launching a continuous process that begins with the
formulation of a general health policy within the
framework of a national development plan. This
general formulation should be followed by a study
of the problems and their quantification, an analysis
of the physical and human resources available,
assignment of priorities, establishment of goals,
selection of the most suitable techniques, and devel-
opment of methods of reporting and evaluation for
the purpose of periodically readjusting the objec-
tives to conform to experience.”

SPECIAL MEETING OF MINISTERS
OF HEALTH OF THE AMERICAS

The Presidents of most of the American States,
meeting again in Punta del Este in 1967, proclaim their
abiding commitment to achieve to the fullest measure
the social order demanded by the peoples of the
Hemisphere through, among other measures, the
expansion of programs for the improvement of
health. To that end, they collectively call upon PAHO
to cooperate with their Governments in drawing
up those plans.

The Ministers of Health, at their second Special
Meeting, held in Buenos Aires in 1968, emphasize the
importance of planning in the development of health
policies. They note that, although progress has
been made in health planning within the Ministries
of Health, the aim to incorporate health plans into
national development plans has failed. The Ministers
urge that, in those countries where planning has
not been instituted, Governments should formu-
late and implement national health plans geared
to economic and social development, clarifying
that “…planning is a means, not an end; a pro-
cess, not an endpoint; a path of action, not a ter-
minus.” Around this time, health planning begins
to incorporate, as critical approaches, the coordi-
nation of health services and the extension of their
coverage.
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III SPECIAL MEETING OF THE
MINISTERS OF HEALTH OF THE
AMERICAS: THE TEN-YEAR
HEALTH PLAN FOR THE AMERICAS

At this meeting the Ministers, taking up where
the Charter of Punta del Este left off, devise a new Ten-
Year Health Plan for the Americas that dominates
health planning and programming in the Hemi-
sphere throughout the 1970s. They review progress
made in light of the Charter of Punta de1 Este and the
Ten-Year Public Health Program for the 1960s, as
well as persisting health problems. Experience has
revealed the shortcomings inherent in the
CENDES/PAHO method, particularly that the
lack of explicit policies for developing health sys-
tems has weakened planning as an instrument that
gives order to the administration of services.

The Ministers declare health a universal right, rec-
ognize the importance of social participation in deci-
sion-making, and set as the principal new goal the
extension of health services to unserved and under-
served urban and rural populations “to make it fea-
sible to attain total coverage of the population by the
health service system in all countries of the Region”—
thus adumbrating what would become the global aspi-
ration of health for all. To achieve that end, they rec-
ommend that health policies and strategies be
improved and incorporated into economic and social

development and that planning be incorporated
into the administration of the health service system
at all levels.

As an important outcome of these deliberations,
in 1975 the Pan American Center for Health Plan-
ning in Santiago, Chile, publishes a landmark
study on the formulation of health policies. That
study situates health planning in the political sphere
and visualizes a planning process that originates
with a diagnosis of the health situation, then speci-
fies objectives and strategies, in order, finally, to
formulate a plan.

IV SPECIAL MEETING OF MINISTERS
OF HEALTH OF THE AMERICAS

Geopolitical realities in the Americas are chang-
ing, with greater stress on the self-reliance of devel-
oping countries. The shift is from technical assistance—
seen as the patronizing by industrialized nations of
developing nations-to technical cooperation in
which developing countries determine their own
direction and work together with, rather than at the
behest of, the developed world. This shift leads to a
new set of approaches from “technical cooperation
among developing countries,” which aims at their
learning to help and share amongst themselves
rather than always seeking support from the First
World; “appropriate technology” that is right for the
countries and preferably obtained locally rather
than technology that is almost always imported and
often inappropriate; “extension of service cover-
age” through “primary health care”; and “commu-
nity participation” in improving people’s individu-
al and collective health.

At the Thirtieth World Health Assembly, in
1977, the WHO Member States resolve that the
Governments’ and WHO’s main social target for
what remains of the century should be “attainment
by all citizens of the world by the year 2000 of a level
of health that will permit them to lead a socially
and economically productive life”—shortened there-
after as “Health for All by the Year 2000.”



At their fourth meeting, the Ministers of the
Region endorse the goal of health for all, declaring
their intention to redouble efforts to mobilize the
resources required for accelerating the extension of
health service coverage to the entire population of
their countries. To achieve that purpose they adopt
a regional policy that defines primary health care
as a strategy for extending services to everyone—not
just as a program to cover the minimal needs of
the poor.

The following year, in 1978, the WHO/UNICEF-
sponsored International Conference on Primary
Health Care, held in Alma-Ata, U.S.S.R., produces the
“Declaration of Alma-Ata,” subsequently adopted by
the World Health Assembly in 1979. In formulating
global strategies to achieve health for all, the Declara-
tion asserts that the most critical one is primary
health care. Following this declaration of commit-
ment, it remains for the Regions to devise more de-
tailed strategies and a plan of action to attain the goal.

HEALTH FOR ALL
BY THE YEAR 2000: STRATEGIES

greater control of communicable diseases in many
countries, declines in general mortality, and a one-
third decrease in infant mortality. Shortfalls are
noted in the extension of water supply and sanitation
services as compared to population increases, insuf-
ficient organization of the health sector given the
increased installed capacity; lack of impact of sector
reorganization on the administration of national
health care systems; and poor or nonexistent coor-
dination between health and other development
sectors.

Toward the end of the 1970s, the strategic
approach to health planning comes to the fore. This
approach, which has several different variations,
focuses on situational planning centered on problems
and the operations that should be developed to con-
front them. It implies that there is more than one way
of understanding reality, that each way has its pro-
ponents, and that they in turn have their own set of
interests. In order to conciliate opposing forces and
get them to act consensually, planning must devise
strategies that encompass all contingencies and sit-
uations.

In this context, by 1980, most of the countries have
defined or confirmed their national strategies to
achieve the goal of health for all. Those national
strategies become the basis for formulating region-
al strategies for the Americas, which incorporate
long-range national health plans to provide univer-
sal health coverage, with primary care a strategy for
the rich as well as the poor, based on efficient, effi-
cacious, and equitable health services. The Regional
Strategies, presented and approved by the Directing

As they had at the outset of the previous two
decades, at the beginning of the 1980s the countries
of the Region set out to evaluate gains and shortfalls
in realizing past health plans for the Americas and
to cast a new plan in light of intervening experience.
Gains include an increase in life expectancy at birth,



Council in 1980, spell out the targets essential to
achieving the goal of health for all by the year 2000:

No country in the Region will have a life
expectancy at birth of less than 70 years.
No country in the Region will have an infant
mortality rate of more than 30 deaths per
1,000 live births.
No country in the Region will have a mor-
tality rate higher than 2.4 deaths per 1,000
children aged l-4.
Immunization services will be provided by
1990 to 100% of children under 1 year of age
against the major childhood diseases, and
that coverage will be maintained during the
first decade of the century.
Access to safe drinking water and sewage
disposal will be extended to 100% of
the population.
Access to health services will be extended to
100% of the population.

HEALTH FOR ALL BY THE YEAR 2000:
PLAN OF ACTION FOR THE
IMPLEMENTATION OF REGIONAL
STRATEGIES

PAHO prepares and officially adopts a Plan of
Action-seen as “the intermediate stage between
the formulation of regional objectives, goals, and
strategies, and their translation into specific pro-
grams”-with the central goal of ensuring that the
entire population attain access to health services
and stressing the importance of the principles of
equity, solidarity, social justice, and community
participation.

The Plan gives priority to children, women of
child-bearing age, the elderly, and the disabled. It
notes that, for its part in reducing social and eco-
nomic inequalities, the health sector should reorder
its priorities: “First, health services must be restruc-
tured and expanded to contribute to greater equity,
more efficiency, and increased effectiveness. Second,

the implications of economic policies and projects for
the health of people must be understood and addi-
tional linkages forged between health and other sec-
tors. Finally, regional and interregional cooperation
must be promoted in harmony with the goals of
Health for All.”

Together the Regional Strategies and this Plan of
Action serve as national and hemispheric guide-
lines in health planning and programming through-
out the 1980s and beyond.

O R I E N T A T I O N  A N D  P R O G R A M

PRIORITIES FOR PAHO DURING THE
QUADRENNIUM 1987-1990

The XXII Pan American Sanitary Conference
voices the need to “renew and reorient the efforts and
resources of the health sector as well as those of other
sectors to progress toward the goal of health for all.”
The Conference considers that PAHO technical coop-
eration should concentrate resources on priority areas
of major impact in national health development as part
of the countries’ general development. To transform
national health systems, the Organization is to chan-
nel its efforts toward three general, interrelated
areas:

Development of the health services infra-
structure, with emphasis on primary health
care;
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Attention to health problems of vulnerable
groups; and
Management of knowledge.

In recognition of the importance of health service
systems in carrying out priority health programs, the
Conference resolves that the Organization should give
special attention to:

Strengthening health services infrastruc-
tures;
Developing the health sector’s financial
analysis and resource management capa-
bilities;
Improving national health information sys-
tems; and
Defining the roles of health workers, rec-
ognizing the importance of community par-
ticipation, and integrating health manpow-
er education and training.

DEVELOPMENT AND STRENGTHENING
OF LOCAL HEALTH SYSTEMS IN THE
TRANSFORMATION OF NATIONAL
HEALTH SYSTEMS

The lack of access to health services by a great
proportion of the population in many countries of the
Americas-a problem seriously aggravated by the
Region’s economic crisis in the 1980s—accentuates

the need to make the most efficient use of health sec-
tor resources and, in effect, to transform national
health systems. Against this backdrop, in 1988 the
PAHO Directing Council adopts a resolution aimed
at developing and strengthening local health sys-
tems as part of the transformation of national health

systems. In summarizing the import of this reso-
lution, the Director of PAHO notes that: “The local
health system can promote a more active participa-
tion of the population in health promotion and in the
delivery of services, and it also assures the social and
administrative accountability that is so essential for
achieving efficient and effective services.”

STRATEGIC ORIENTATIONS
AND PROGRAM PRIORITIES,
1991-1994

The XXIII Pan American Sanitary Conference,
meeting in 1990, establishes guidelines for the work
of the Organization and the countries for the current
quadrennium, taking into account the general state
of, and prospects for, overall development in the
Americas and-within that context-the prevailing
health situation of the Region and challenges to
assuring the future transformation of the health sec-
tor to meet people’s health needs.

The Conference approves such strategic orien-
tations as the role of health in development, reor-
ganizing the health sector, focusing action on high-
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risk groups, promoting health, using social com-
munication in health, integrating women in health
and development, managing knowledge, mobilizing
resources, and furthering cooperation among coun-
tries.

At the same time, it specifies priorities in the
area of health services infrastructure-analyzing
sector and resource allocations, financing the sector,
managing local health systems and local program-
ming, developing technology, and preparing human
resources-and in the area of health programs—
the environment, food and nutrition, lifestyles and
risk factors, control and eradication of preventable
diseases, maternal and child health, workers’
health, drug addiction, and AIDS.

Dr. Macedo explains the significance of the
Strategic Orientations and Program Priorities for
the work of the Organization:

International organizations in general need to
accept the fact that they confront fundamental
demands for change. At PAHO major efforts
to explore the prospects for such change are
under way, including implementation of a

series of new approaches for the 1990s. Among
other things, these approaches suggest priorities
for both the PAHO Secretariat and PAHO
Member Countries, encourage subregional ini-
tiatives by groups of countries, favor closer rela-
tions between national priorities and initiatives
and the Organization’s technical cooperation
programs, emphasize the key role of the individual
country in technical cooperation efforts, press for
realizing the full potential of available national
resources, support decentralization and region-
alization of national health systems, and favor
concentrating efforts on the most critical areas of
need. Beyond that, we are also pressing for
acknowledgment of the major impact that polit-
ical decisions have on health activities, for appli-
cation of the “health for all” principles and pri-
mary care strategy, for integration of health into
the socioeconomic process, and for better appli-
cation of science and technology to meet people’s
basic needs. The aim of all this is to consolidate
some changes already started and make others
that will help meet the serious challenges we face.
We do not expect any of these changes in our advi-
sory and cooperative efforts to be easy, but we
see them as three things: our responsibility, a step
forward, and PAHO’s best response to the health
needs of the Region.
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NATIONAL AND LOCAL

HEALTH SYSTEMS

Communities,

such as this one

in the

Dominican

Republic,

strongly support

their “SILOS”—

their local health

systems.

I n the opening years of the 20th century, about the time the Pan American Sanitary

Bureau was just getting off the ground, new revelations about the pathology and

epidemiology of diseases such as cholera, plague, and yellow fever underscored

the fundamental importance of well-organized national health services for the solu-

tion of health problems. Those services, together with community health education,

were seen as critical to controlling epidemic outbreaks and attacking them at the source.

In the 1920s, what were known as “travelling representatives”—the Bureau’s first field

staff-visited the countries of the Region, and, at the behest of the respective Governments,

conducted studies of national public health administrations. During that same



Working with
nationals, PAHO

staff, such as these
serving in the

Dominican Republic
in the mid-1950s,

helped set up inte-
grated public health

programs throughout
the Hemisphere.

decade, issues of the newly launched Boletín de la
Oficina Sanitaria Panamericana carried articles by
public health leaders from throughout the Hemi-
sphere on the state of their respective national
health services. The then-Director of the Bureau,
Dr. Hugh S. Cumming, in his report to the VIII
Pan American Sanitary Conference, in 1927, noted
that: “We are making every effort to obtain origi-
nal articles penned by the highest authorities in
the Americas on topics of interest related to mat-
ters of public health. I draw your attention espe-
cially to the articles on public health administra-
tion in the American Republics.”

During the 1930s, biomedical research and
epidemiology were gradually becoming officially
institutionalized as a result of State efforts to pro-
tect and promote people’s health. Whereas in the
early decades of the century the principal public
health practices entailed quarantine, notification
of diseases, and management of certain communi-
cable and parasitic diseases, by the 1930s, the
development of health services began to be the
focus. Health directorates, ministries of health,
and institutes designed to promote and conduct
research were established-among them, the Fun-
dação Oswaldo Cruz in Brazil, the Instituto Izqui-

eta Perez in Ecuador, the Instituto de Higiene
Experimental in Uruguay, the Instituto Finlay and
the Instituto Samper y Martinez in Colombia, the
Instituto Biológico and the Instituto de Salubridad
y Enfermedades Tropicales in Mexico, the Insti-
tuto Algodonal in Venezuela, and the Instituto
National in Chile. These institutes made it possi-
ble for the countries to develop the technical and
physical infrastructure necessary to carry out
research, both biological and epidemiologic.

These advances, in turn, contributed signifi-
cantly to the development of health services. Cor-
respondingly, from about the mid-1930s on, the
Bureau’s thrust increasingly shifted from an
emphasis on exclusively quarantinable diseases
toward cooperation in organizing health services.
The Third Conference of National Directors of
Health, in 1936, debated the question of public
health administration and recommended the
establishment of special technical services to
study public health problems, the organization of
national health activities, and the creation of
urban and rural health units staffed with trained
full-time health workers.

In 1942, the XI Pan American Sanitary Confer-
ence, meeting in the midst of World War II, rec-
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Efforts to extend
health services
occasionally bogged
down.

ommended that an inventory be made of supplies
available and needed in each country, that
resources and supplies be conserved or sought to
preserve the public health, that supplies be
exchanged for continental security, and that mili-
tary and civilian health services cooperate
amongst themselves. In fact, overall, the war had
a very positive influence on the development of
public health in the Americas: services became
rapidly better organized; trained public health
workers came to play a major role, in both the
military and civilian arenas, in saving people’s
lives and reducing the effects of injury, hunger,
and disease; and new techniques and resources in
disease prevention were developed.

A fter the war’s end, health services devel-
opment became increasingly critical. In
1947, the XII Pan American Sanitary
Conference debated, among its principal

issues, the organization of national health services
and relations between public health and social
security agencies. The First Inter-American
Congress on Public Health, held in 1952 to cele-
brate the Pan American Sanitary Bureau’s 50th
anniversary, devoted special attention to the

importance of organizing and integrating public
health services. The following year, the Directing
Council of PAHO approved long-range Bureau
health programs “based on continuous survey
and evaluation of the needs and the resources of
the Member Countries,” which would serve to
strengthen basic health services and, thereby, to
promote and preserve health.

The Charter of Punta de1 Este, in 1961, indi-
cated that the goal of better health required,
among other measures, that the Governments
“improve basic health services at national and
local levels.” The Charter set forth a plan that,
with great prescience, laid the foundation for the
goal of providing comprehensive health care to all
peoples-a goal that eventually evolved into
today’s aspiration of health for all by the year
2000. The corresponding Ten-Year Public Health
Program recommended that the Governments:

Improve the organization and administra-
tion of national and local health services
by combining the functions of prevention
and cure; obtain a better return from
medical services and create the necessary
services gradually; and ensure financial
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The road to
health can be

tortuous…

accessibility to therapeutic agents and
means for the prevention of disease.
Take measures for giving increasingly
better medical care to a larger number of
patients, by improving the organization
and administration of hospitals and other
centers for the care and protection of
health.

In 1963, PAHO convened a Task Force on
Health comprised of Ministers of Health of the
Americas, whose charge it was to steer the Orga-
nization in pursuit of the health goals of the Char-
ter of Punta de1 Este. The Task Force recom-
mended, as primary among other actions, a study
of existing health programs; incorporation of all
levels of health service within a general frame-
work; rational distribution and utilization of

resources; integration of preventive and curative
services; and regionalization of services.

At their II Special Meeting, held in 1968, the
Ministers of Health noted that: “There are still
extensive areas in the countries of the Americas
whose population is without basic health services.
At the same time, there is wastage and defective
utilization of available resources.” The Ministers
therefore recommended that “systems should be
set up in each country without delay for the effec-
tive coordination of the health services of min-
istries of health with those of social security insti-
tutions, universities, and other private and public
bodies.”

When advances and shortcomings in health
progress during the 1960s were evaluated at the
beginning of the following decade, it was esti-
mated that health services covered 63% of the
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…but the
benefits
are great.

population with at least “minimal” health ser-
vices—emergency care, maternal and child care,
immunization, basic environmental sanitation,
recording of basic statistical data, and patient
referral to more complex services available in the
system-although smaller communities tended to
have less extensive coverage. In effect, more than
one in three people in the Region had no access
whatsoever to health care.

In that context, the III Special Meeting of Min-
isters of Health drafted a Ten-Year Health Plan
for the Americas, 1971-1980, which declared: “We
recognize the grave problems of our communities
without or with a token of medical care services.
In light of this fact, we are committed particularly
to the less privileged groups and through them to
the whole Hemisphere.” They set as a goal the
total coverage of the population by the health ser-

vices systems in all the countries of the Region
and indicated that that coverage should be
achieved by: defining in each country a policy for
developing health service systems; increasing the
productivity of the systems; conducting research
on technologies and approaches consistent with
countries’ conditions; regulating the sector; and
regionalizing services as a means of decentraliza-
tion.

During the decade of the 1970s, PAHO coop-
eration in health services development focused on
establishing a decentralized system of services
with three levels of care and resources, which
together formed a health care pyramid: the basic,
local, or primary level consisting of integrated,
broad-coverage community health services in
which users participate actively; the intermediate,
or regional, level involving integrated prevention,
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cure, and rehabilitation services within hospital
establishments; and, at the apex of the pyramid,
the national level comprising highly developed
medical centers and scientific research institutes.
In the context of this pyramid, PAHO cooperated
in developing institutional resources and widen-
ing the availability of services; improving the
accessibility and quality of care; stimulating
ambulatory care and emergency medical services;
and strengthening coordination between health
ministries and social security agencies.

At the beginning of the following decade, the
pressing issues in public health consisted of:
extending health service coverage by carrying out
investment programs for the construction of new
facilities, improving existing ones, training health
workers to staff them, making changes in the
organization and administration of health sector
agencies, including intersectoral approaches and
intrasectoral coordination; increasing and strength-
ening operating capacity by overcoming the short-
age of centers and the lack of equipment, deficien-
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Health care is a
personal right
and a community
blessing.

cies in the necessary types of health workers, lack
of funding, and the insufficient development of
appropriate technology; planning and evaluation to
assure a relationship between the efficiency of
health services, the effectiveness of their pro-
grams, and the ongoing evaluation of their work
to assure adjustment to emerging needs over time;
and information systems to determine the health
status and conditions in the countries and to
enable sound decisions to be made regarding
health service development.

I n 1981, the PAHO Directing Council
adopted a Plan of Action for the Implemen-
tation of Regional Strategies, to attain
health for all by the year 2000, which set as

the top priority that “health services must be
restructured and expanded to contribute to
greater equity, more efficiency, and increased
effectiveness.” Notwithstanding, in the years to
follow vast segments of the population in many
countries of the Americas continued to have no
regular access to health services-a situation

aggravated during the 1980s by an economic cri-
sis that further constrained resources available to
the health system.

Nothing short of a transformation of national
health systems could redress this situation, and—
to accomplish it—the PAHO Directing Council in
1988 recommended that the countries develop
and strengthen their local health systems. To bol-
ster countries’ efforts to transform national health
systems by strengthening local ones, the Organi-
zation is mobilizing political, technical, and finan-
cial resources in the areas of planning, informa-
tion systems, administration, community
participation, sector leadership, and personnel
training. It is encouraging exchanges of experi-
ences and information among countries, and is
promoting coordination of all health-related agen-
cies within countries. It is expected that this focus
on the development and strengthening of local
health systems will, in the years to come, help the
Governments of the Region respond to the chang-
ing and growing health needs of the peoples of
the Americas.
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THE CRITICAL RESOURCE:

HEALTH WORKERS

Not until the 20th
century did

countries focus on
educating and

training all levels
of health workers.

A lthough health care is, and has always been, only as good as the people who
provide it, comprehensive development of the human resource component of
health services-generally taken for granted in the past-only became a con-

cern relatively recently. In the Americas it was not until the late 19th century
that the need to strengthen the training of medical professionals was recognized, and not
until much later, with gradual institutionalization of the health sector, did development

of the full spectrum of health care professionals become an issue. As an area of concern,
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human resource development covered primarily
education and training of personnel, until recent
recognition of the complexity of policy and planning,
utilization and administration, and permanent train-
ing of human resources led to a broader scope of activ-
ities. The 20th century story of preparing people to
staff health services in the Hemisphere parallels the
evolution of the Pan American Health Organization
and, indeed, largely reflects PAHO’s efforts to
improve health by developing the most critical of
resources: health workers.

Initial Steps Since the early years of the Pan
American Sanitary Bureau, political leaders have
recognized that if countries are to solve their health
problems they must first train health workers. In
1911, the Fifth International Sanitary Conference
recommended that the Governments of the Americas
set up courses “of a practical nature in hygiene and
sanitation.” Decades later, in 1946, world leaders
would spell out, in the Constitution of the World
Health Organization, a main function of WHO:
“To promote improved standards of teaching and
training in health, medical, and related professions.”

At mid-century, the Organization embarked on

The health of
individuals, families,
and entire communi-
ties depends on well-
prepared health
workers.

a program to strengthen the preparation of health
personnel. While already promoting the training of
public health specialists through its incipient fel-
lowships program, PAHO took some major pre-
liminary steps to study human resource needs and
delineate a plan of action to meet them, the aims of
which were to stress prevention in medical education
and to raise the standards of health workers’ train-
ing. It followed that in 1953 the PAHO Directing
Council approved a long-term plan to train health
service professionals and technical personnel and to
develop local and regional resources for that purpose.
So important was the realization of this policy that
one of the three main Secretariat divisions then
established was that of Education and Training.

In pursuing that plan, and to clarify the issues
and approaches involved, PAHO sponsored two
path-breaking seminars on preventive medicine, in
Viña del Mar, Chile, in 1955 and in Tehuacán, Mexico,
in 1956, at which representatives of medical schools
from all over the Hemisphere endorsed the teaching
of preventive and social medicine throughout the
course of medical studies. The decade closed with yet
another important initiative, PAHO’s convening of
the First Conference of Schools of Public Health, in
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San Miguel Regla, Mexico, in 1959, which—like
subsequent conferences held biennially—enabled
school representatives to exchange experiences and
information that over the years permitted the shar-
ing of systematic approaches to the teaching of such
public health disciplines as statistics, epidemiology,
health administration, and environmental health,
among many others.

Two important departments of preventive and
social medicine were being developed in Ribeirão
Preto, Brazil, and Cali, Colombia, to which, for pro-
motion of preventive and social medicine in medi-
cal education, PAHO sponsored a series of travelling
seminars and “human relations laboratories,” empha-
sizing the importance of the teaching and learning
process in changing professional education.

Planning and Education It was not until 1961,
however, as part of the Ten-Year Public Health
Program of the Charter of Punta de1 Este, that a
comprehensive mandate was approved, which—
recognizing the importance of educating and train-
ing personnel for improved health services—rec-
ommended: that a study be done of existing human
resources in health, as well as of future needs; that
ministries of health and education and universities
work together on matters related to undergraduate
and graduate education; and that hospitals and
health centers be equipped to function as “training
laboratories.” These recommendations reflected prob-
lems prevailing at the outset of the 1960s—a general
shortage of physicians, their poor distribution in
many countries, and the “brain drain” of qualified Latin
American professionals—and underscored the impor-
tance of planning for human resources in health.

Following those proposals PAHO, together with
the Milbank Memorial Fund, sponsored two major ini-
tiatives: a study of human resources and medical
education, using a methodology that correlated quan-
titative health care needs and the qualitative orienta-
tion in medical education; and a study of medical edu-
cation and preventive and social medicine, whose
findings were published in 1972 in the PAHO Scientific
Publications Series (La educación médica en la América
Latina by Juan César Garcia). The first was fully
developed in Colombia and was also used in Argentina,

while the second covered all countries of Latin
America and greatly influenced understanding of the
relationship between medical education, the social struc-
ture, and the process of economic production.

During this period Latin America was experiencing
tremendous economic growth coupled with increas-
ing awareness of the inadequacy of the Region’s
health services, its lack of professional resources, and
pent-up demand for higher education. Combined,
these conditions produced an explosion in health sci-
ences education. From the mid-1960s to the mid-1970s
the institutional capacity in Latin America to train
physicians, nurses, and dentists doubled.

PAHO collaborated with numerous well-estab-
lished and emerging institutions in promoting new
organizational and educational approaches, and
helped create national associations of medical
schools as well as the Pan American Federation of
Associations of Medical Schools. In addition, the
Organization further emphasized fellowships;
launched the first journal in the field, Educación
médica y salud, which has been published on a quar-
terly basis since 1966; established the Regional
Library of Medicine in São Paulo, Brazil; and set
up the Textbook and Instructional Materials Program,
offering appropriate texts—selected by representa-
tives of educational institutions on the basis of eval-
uations of health profession curricula—at approxi-
mately half their commercial price.

As a reflection of the Organization’s broadened
scope in this area, what had been its Education and
Training Division became a Human Resources
Development Department that dealt with planning,
education and training, and utilization of health
personnel. PAHO collaboration in this area was,
however, not limited to that department’s activi-
ties; rather, it involved extensive interaction between
universities, research centers, and all of the Organi-
zation’s technical programs, as well as direct train-
ing of professional personnel at the Pan American
Centers.

Autochthonous Development At the beginning
of the 1970s the Organization responded to the need
to systematize the preparation of specialized personnel,
capable of dealing comprehensively with all facets
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of human resource development, by holding, year-
ly throughout the decade, short courses to provide
advanced training to deans, department heads of pro-
fessional schools, and personnel managers in the
ministries of health This period corresponds to a push
for autochthonous development with greater empha-
sis on countries’ self-reliance, leading to some reduc-
tion in the award of fellowships abroad, more local
initiatives for advanced training, and support for
institutional development. The aim was to upgrade
the skills of professors and health care providers, devel-
op educational technology, create and strengthen a
network of biomedical information, promote social
sciences applied to medicine, and encourage biomed-
ical and socioepidemiologic research.

A number of important initiatives resulted from
this new focus on national and regional self-reliance.
In Brazil and Mexico, the creation of two Latin
American Centers of Educational Technology for
Health (CLATES) helped to train more than 10,000
teaching staff and to develop 22 other national cen-
ters along similar lines. PAHO helped establish
three programs oriented toward comprehensive
development of health personnel with emphasis on
primary health care: the Program for Strategic
Training of Health Personnel (PPREPS) in Brazil, set
up with a trust fund from the Government; the
Health Training Program for Central America and
Panama (PASCAP), in Costa Rica, established with
funding from the United Nations Development
Program (UNDP); and the Program for Training
Allied Health Personnel in the English Caribbean, in
Barbados, likewise with UNDP funding. PAHO and
the W. K. Kellogg Foundation undertook as joint ven-
tures two regional, multicenter projects: one based
in several national nuclei of education and research
(NIDES-PLADES) to explore innovative approach-
es to developing human resources; and the other to
promote advanced training in health management
(PROASA) through the interaction of 10 programs in
health units or schools in Latin America with pub-
lic and business administration education programs.

By the mid-1970s the boom in new medical
schools began to be questioned as the ineffectiveness
of health manpower plans formulated in the previ-
ous decade became increasingly evident. Norma-

Over the decades, PAHO has collaborated
directly with the increasing number of institutions
established in Latin America and the Caribbean to
educate nurses and physicians.

tive planning climaxed with the Pan American
Conference on Planning Human Resources in Health,
held in Ottawa, Canada, in 1973, since then giving
way to efforts to curtail the expansion in the num-
ber of schools and to introduce regulatory policies.
Two important meetings—held in Caracas, Venezuela,
in 1976 and Bahia, Brazil, in 1977—dealt, respec-
tively, with basic principles for development of
medical education and requirements for the cre-
ation of new schools.



Another important milestone was the second meet-
ing, in 1974, of the Committee on the Teaching of
Preventive and Social Medicine, which reviewed
the progress made using the preventive orientation
and introduced a new approach that recognized
that the structure of medical care is the predominant
influence on the process of human resource devel-
opment. This view led to a recognition that medicine
as a whole and the integration of teaching and learn-
ing could not be the responsibility of preventive
medicine units, rather it involved the entire school;
it stressed, moreover, the study of society and trends
in medical practice and health conditions, using the
tools of social science.

In response to this trend, PAHO promoted stud-
ies on the dynamics of the health labor market and
utilization of the work force. Research was centered
around the issues of employment and unemployment,
manpower shortages and excesses, labor conditions,
and performance evaluation.

In light of the lack of intermediate-level per-
sonnel, the Organization launched a large-scale
training program to upgrade nurse auxiliaries and
supported schemes to train technicians, promoting
as well policies in these two areas.

Finally, in the interest of strengthening perfor-
mance and the quality of services to support primary
health care in the extension of health services coverage,
the Organization spearheaded a program to pro-
vide continuing education to health workers. That
program, funded by the Canadian International
Development Agency, aimed at changing the edu-
cational orientation from a discipline-based approach
(e.g., obstetrics, pediatrics) to a program-based
approach (e.g., maternal and child care) and entailed
a network scheme involving most of the countries of
Latin America and the Caribbean.

Stressing Services During the 1980s, the eco-
nomic crisis and the adjustment policies formulated
to deal with it severely crippled the Region’s social
sectors, particularly health and education. Marked
reduction of public expenditures on nonproductive
activities brought to a standstill employment expan-
sion and salary adjustments, further aggravating
the health sector “brain drain.” Funding for educa-

tion and training dropped, educators’ salaries fell, mo-
tivation declined, and laboratories and libraries
deteriorated.

PAHO, to both redress these problems and link
its human resource development thrust with efforts
to transform the health sector through decentral-
ization and strengthening of local health services, reori-
ented its approach to health sciences education using
an innovative methodology, “prospective analysis.”
Basically, that methodology consisted of institu-
tional and program development studies centered in
future scenarios aimed at attaining the goal of health
for all by the year 2000. With the involvement of
“actors” responsible for both the educational program
and the health services, and detailed analysis of a set
of indicators related to the scenarios, participants
reached a better understanding of the factors that
influence the education of health professionals.

Experience with the continuing education pro-
gram prompted the search for innovative technolo-
gies for in-service training. A new approach-intro-
duced in a number of countries and involving all lev-
els of health personnel-stressed the importance of
health workers’ education becoming a permanent
process, closely related to how actual health work is
carried out and the problems it entails, and of users’
and providers’ participation in decisions and activ-
ities related to education and practice.

With the aim of integrating health science edu-
cation and practice, clinical training shifted from
an academic to a service setting covering a wide
segment of the population, across all levels of care and
involving staff from all clinical departments as well
as from the health services. A further step in this inte-
gration entailed an interdisciplinary approach to
the study of the relationship between health and
disease, taking into comprehensive consideration
both biological and social aspects.

Latin America and the Caribbean now had more
than 100 public health training programs, but the de-
velopment of most of them was limited. In light of
that situation, PAHO launched an initiative aimed at
stimulating greater exchange among the schools of
North and Latin America, in the interest of improv-
ing research and education, especially in the critical
fields of epidemiology and administration. This ini-
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hensive develop-
ment of human
resources.
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tiative was part of an effort to promote leaders
capable of maintaining a sociopolitical dialogue, in
an intersectoral context, on a broad array of issues:
health and development, health situation and trend
assessment, health financing and economics, the
labor market, technology development and evalua-
tion, and reconsideration of health care delivery in
its curative, preventive, and promotional aspects. On
the basis of a review of this initiative, the First Ibero-
Pan American Conference of Schools of Public
Health, held in San Juan, Puerto Rico, in 1988, issued
a declaration of the schools’ collective commitment
to promote leadership, by recruiting all social sectors
to the health-for-all movement, and to enhance the
role of health education in health care delivery.

Starting in 1985 the Organization undertook an
even more direct contribution to developing leaders
in the health field by setting up an International
Health Residency Program, which annually receives
on average 10 participants. The residents spend the
year working for PAHO at Headquarters and in
the countries, comparing the health situation and pat-
terns of health services delivery in different con-
texts and studying the international dimension of
factors influencing health.

Future Challenges In the 1990s the Organization
faces enormous challenges posed by the regional
economic recession and sweeping worldwide polit-
ical changes. These developments profoundly affect
the health sector and its work force, as demonstrat-
ed in the weakening of many educational institutions,
the lack of appropriate manpower policies, the insuf-
ficiency of public health approaches, the relative
ineffectiveness and inefficacy of the health care pro-
cess, and the inequity of the system as a whole. It has
been recognized that conventional paradigms, such
as the essentially scientific and institutionalized
model of medical care proposed by Flexner, no
longer work, and that the efforts of social and pre-
ventive medicine to effect the changes needed in
human resource development have proved unsat-
isfactory.

In light of this situation, PAHO is striving to bring
together talents from the educational and service fields
to analyze and promote development of the theory
and practice of public health. A select group of lead-
ers from North and Latin America met in New
Orleans, in 1991, to discuss this subject. Thereafter,
a more detailed analysis began of the political, sci-
entific, technical, and operational changes that

Today, education in the
health sciences requires

ready access to current
biomedical literature

and information
technology.



have taken place and their repercussions on the
social process of services, education, and research. It
is expected that the involvement of experts from
throughout the Americas will favor wide accep-
tance and political endorsement of a new kind of de-
velopment—an ethical development. Along these lines,
a network of educational institutions working in
the health sciences in the Region is being mobilized
to facilitate the exchange of theoretical and practical
information, aimed at reorienting social action in the
health area.

The Organization is promoting interprogram-
matic cooperation among associations dealing with
the education of health professionals, including
medicine, nursing, dentistry, public health, and
social medicine. A First Integrated Conference was
organized to discuss the role of the Latin American
university in improving the health of the population,
with the intention of bringing the educational sector
in more direct contact with the needs and requirements
of local health services.

These endeavors have strengthened the pro-
motion of leadership and made possible a more
comprehensive review of institutional plans to cope
with emerging developments in the area. In support
of these trends, health sciences educational institu-

Dealing with complex
health problems, such
as AIDS, requires the
thorough training of
health technicians.

tions, working together with the health services,
are fostering the strategic planning of their actions.
Also, a new international course on human resource
development, using the best available scientific tal-
ents in the Region, is being offered once a year, each
time in a different country.

In sum, the development of methological
approaches, the production and dissemination of
scientific and technical information, and the mobi-
lization of qualified personnel in the countries have
been instrumental in introducing innovations, pro-
moting leadership, and creating greater visibility
for human resources in the health field. Over the
years, using a variety of programs to adapt to the
evolving needs of the countries, the Pan American
Health Organization has striven to enhance the edu-
cation and performance of health personnel-doctors,
nurses, dentists, engineers, veterinarians, and nutri-
tionists as well as mid-level and auxiliary workers.
In the process, PAHO has facilitated the training of
more than 250,000 people through fellowships, par-
ticipation in courses and seminars, and interaction
with experts. In the end, however, the beneficiaries
of these endeavors have been all the people of the
Americas, as their health is the ultimate goal of the
Organization.
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VETERINARY
PUBLIC HEALTH

Animals play an
important role in

many people’s
lives and have an
impact on human

health and
well-being.

T he health of human beings is tied to the health of animals, both domestic and

wild, in many ways. Certain diseases (called zoonoses) can be transmitted by
direct or indirect means between man and other animals. Infections and par-
asitic diseases of livestock may kill the animals outright, may necessitate their

destruction, or may reduce the survivors’ production of meat or milk, all of which can in

turn reduce the food supply available to humans. Such diseases are also an obstacle to inter-

national trade, as well as a serious financial dram on livestock owners and, more generally,
on the economy of a community or country-an impact which may have broad repercus-

sions for health in a society.



The vehicle transmitting infection from animal
to man is often food of animal origin. Thus, ensur-
ing that this food is safe for human consumption has
always been part of the veterinary public health
field of action. Extending this activity to include
the protection of all foods, regardless of their origin,
is a logical step in mating a comprehensive program.

Veterinary public health became an official part
of PAHO’s structure in 1949, with the hiring of the
first consultant in veterinary medicine. But even
prior to that date, the subject had figured prominently
in the work of the Pan American Sanitary Bureau.
Over the years, PAHO has supported diverse activ-
ities to equip the countries of the Americas to cope
with a wide spectrum of animal health problems.

Zoonoses More than 200 diseases are known
to be transmissible between animals and humans. To
help the countries fight these important diseases, PAHO
established the Pan American Zoonoses Center
(CEPANZO) in 1956 under an agreement with the
Government of Argentina. Located for its first 10 years
in Azul, Argentina, and afterward in two different
facilities in Buenos Aires, the Center provided train-
ing to laboratory and field personnel and technical

advice to the Member Governments on zoonoses con-
trol programs, standardization of diagnostic tests and
reagents, and production of biologicals. It also con-
ducted extensive research on vaccines and other
control methods, served as a reference laboratory, and
issued publications on zoonotic diseases. The valu-
able work of this Center, which closed in 1991, will
now be continued by the newly inaugurated Pan
American Institute for Food Protection and Zoonoses
(INPPAZ), also located in Argentina.

Several zoonoses were the focus of PAHO’s at-
tention even before the founding of CEPANZO. One
was brucellosis, an economically important bacterial
infection of cows, goats, sheep, and swine that can
be transmitted to humans through unpasteurized milk
or by contact with infected animal tissue. The XII Pan
American Sanitary Conference in 1947 adopted a res-
olution proposing an inter-American commission and
national committees for the study of brucellosis and
standardization of diagnostic methods. Growing
recognition of the importance of brucellosis as an occu-
pational disease led the Bureau to sponsor three
inter-American congresses and two training seminars
on diagnosis and vaccine productionby the early 1950s.
From its inception, CEPANZO worked toward the

At CEPANZO’s first
installation in Azul,
Argentina, a local
rancher stops by to
chat with staff. The
Center conducted
research and
provided technical
assistance to the
countries in
diagnosing and
controlling zoonotic
diseases.



The governor of the State
of Puebla, Mexico,

inaugurates a campaign
in 1954 to vaccinate cattle

with an improved
vaccine against bovine

rabies.

standardization of diagnostic antigens, and over the
years PAHO has continued to support research and
provide technical assistance to the countries for bru-
cellosis prevention and diagnosis.

The 1947 Sanitary Conference also called atten-
tion to the need for more ordinances and better
enforcement to control rabies transmitted by stray dogs.
However, since the rabies virus can infect any warm-
blooded animal, it can also be spread by wild species
and poses a danger for livestock as well as humans.
At the beginning of the 1950s, in response to severe
livestock losses and increased human cases along the
United States-Mexico border, the Bureau provided
equipment, materials, and a full-time expert to coor-
dinate rabies control programs and cattle and dog
vaccination campaigns on both sides of the border.
After an outbreak in Puerto Rico, the Bureau spon-
sored a rabies control conference in Kingston, Jamaica,
in 1950, which brought together representatives from
all over the English- and Spanish-speaking Caribbean
area in the first effort at subregional coordination of
anti-rabies measures. Thanks to vigorous control
efforts, today the countries of the Caribbean, with the
exception of Cuba, the Dominican Republic, Grenada,
and Haiti, are rabies-free.

Over the years, rabies has continued to be a pri-
ority concern of the Organization and the countries.

An international seminar on rabies in the Americas,
convened by PAHO at CEPANZO in 1967, led to the
establishment of a rabies surveillance system for
the Americas. The Center was also instrumental in
making available a more effective vaccine against
rabies, the suckling mouse brain (SMB) or Fuenzalida
vaccine originated at the Bacteriologic Institute of Chile.
Not only does this vaccine confer better protection,
it also causes far fewer adverse reactions than the clas-
sic rabies vaccine. SMB vaccine is now the standard
employed throughout the Region for vaccinating
humans and animals and has been a key to rabies
control in the Americas.

I n 1983, the goal of eliminating rabies from the
principal cities of Latin America was adopted
by the countries, which identified 414 cities
in 20 countries as the targets of this campaign.

PAHO acted to secure support from international
financing sources, including the European Economic
Community (EEC), the Rockefeller Foundation, the
United States Agency for International Development
(USAID), and the Arab Gulf Program for United
Nations Development Organizations (AGFUND).
By 1989, through intensified vaccination of dogs
and improved case surveillance, 364 of these cities were
free of the disease. The final attack phase is under way
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in the remaining 50 large cities, and the next step will
be to extend the campaign to medium-sized and
small cities.

In the meantime, increased attention is also
being given to rabies transmitted by wild animals,
particularly the vampire bat, a blood-feeding bat
unique to the Americas and found from Mexico to
northern Argentina. This species is responsible for
the largest number of wildlife-related human cases
and also transmits the disease to cattle in tropical
America. The Organization has begun consultation
meetings on extending surveillance and defining
control strategies for rabies transmitted by vampire
bats. In conjunction with the U.S. Centers for Dis-
ease Control, research is also under way on tech-
niques to identify rabies virus strains from vampire
bats and other animals, so that the required tech-
nology can be transferred to laboratories in several
Latin American countries.

Hydatidosis is a parasitic disease humans can con-
tract from dogs, which in turn get it by eating the infect-
ed viscera of domestic stock, particularly sheep. It caus-
es the formation of large cysts which may rupture and
prove fatal if not detected early and surgically
removed. PAHO began hydatidosis control activities
in 1950 with a public education campaign aimed

primarily at high-prevalence areas in southern South
America. A major contribution of the Organiza-
tion was the development and dissemination by
CEPANZO of the arc-5 immunodiagnostic test,
which allows hydatidosis to be recognized in humans
at an early stage.

The microorganism causing bovine tuberculosis
can be spread to humans through inhalation or in
unsterilized milk, making the disease a danger for peo-
ple in rural areas who consume raw milk and home
made dairy products. In 1991 the countries of the
Region determined that it would be more cost-effec-
tive to eradicate bovine tuberculosis than to maintain
existing control programs. Therefore, the Govern-
ments requested PAHO’s assistance in developing
eradication strategies and a plan of action to imple-
ment them. This process was begun at an inter-
American meeting held in November 1991 in Mexico.

Other zoonoses that have been signaled by the
Member Governments as veterinary public health pri-
orities are leptospirosis, anthrax, equine encephali-
tides, larva migrans, taeniasis-cysticercosis, toxo-
plasmosis, and trichinosis. PAHO continues to help
the countries focus their limited resources on mea-
sures that will have the greatest impact on these
diseases.



Personnel of PAHO’s
PANAFTOSA Center
examine the tongue of
a cow for lesions
indicative of foot-and-
mouth disease.

Foot-and-Mouth Disease Technically also a
zoonosis, this disease is rare and benign in humans,
but for many years it had the power to determine
whether cattle could be raised profitably in any
given area. Foot-and-mouth disease, also known as
aftosa, was introduced in the mid-19th century into
the United States and southern South America, from
whence it spread northward. Strict quarantine mea-
sures, destruction of infected and exposed animals,
and vaccination ended the sporadic outbreaks that
occurred in North America and Mexico until the
1950s, but this highly contagious viral disease has per-
sisted in parts of South America. Foot-and-mouth dis-
ease still causes severe economic losses for the South
American livestock industry, amounting to some
$US510 million per year, even though its impact
has been greatly reduced (and eliminated in some
areas) by national control programs that began in the
1970s. By debilitating cows and thus reducing meat
and milk production, the disease decreases the pro-
tein supply available to the human population. Swine,
goats, and sheep can also become infected.

The need for international cooperation to limit
the spread of the virus spurred the Organization of
American States in 1950 to request that PAHO devel-
op a program to fight foot-and-mouth disease. With
collaboration from the Inter-American Institute of
Agricultural Sciences, assistance from the Govern-
ment of Brazil, and funding from the OAS Technical
Assistance Program, the Pan American Foot-and-
Mouth Disease Center (PANAFTOSA) opened near
Rio de Janeiro in 1951. From the start, the Center has
engaged in research on the aftosa virus and ways to
improve vaccines and diagnostic techniques, and has
provided technical assistance and training to person-
nel in the national control programs of affected Mem-
ber Countries. In the 1960s it also helped the countries
develop bilateral agreements requiring vaccination,
inspection, and exchange of information to prevent
the disease from crossing borders. PAHO has con-
tinued to administer the Center and in 1968 took over
its funding through contributions from Member
and Participating Governments.

Though closely linked to human health, foot-and-
mouth disease, as well as some other zoonoses,
clearly falls within the domain of the agricultural sec-
tor. To enhance cooperation with this sector, in 1968
PAHO began convening regular meetings of repre-
sentatives of the ministries of agriculture to review
the activities of PANAFTOSA and CEPANZO and
discuss other matters of mutual interest. The first Inter-
American Meeting, at the Ministerial Level, on Foot-
and-Mouth Disease and Zoonoses Control was held
at PAHO Headquarters in Washington, D.C., in
April 1968, and the meeting was reconvened annu-
ally until 1981 and every two years since then.
Each meeting focuses on topics ranging from the role



of animal protein in human nutrition to tick-borne
zoonoses. The 1980 meeting was renamed the Inter-
American Meeting, at the Ministerial Level, on Ani-
mal Health (abbreviated as RIMSA), in recognition
that the discussions encompassed this broader
theme.

Motivated by the successful elimination of foot-
and-mouth disease in Chile and the creation of other
disease-free areas, the delegates at V RIMSA in April
1987 decided to launch a campaign to eradicate
foot-and-mouth disease from the Hemisphere and
requested that PAHO develop an eradication plan.
A Hemispheric Committee for Foot-and-Mouth
Disease Eradication, including government and in-
dustry representatives from all subregions, was estab-
lished. It approved the plan of action at meetings in
1988 and 1989 and continues to evaluate its progress.
PAHO, through PANAFTOSA, coordinates financial
support from the international community, includ-
ing the Inter-American Development Bank (IDB), the
Food and Agriculture Organization of the United
Nations (FAO), and the Inter-American Institute
for Cooperation on Agriculture (IICA).

Two achievements were vital to the eradication
effort. One was the development of an oil-adjuvant
vaccine through collaboration between PANAFTOSA
and the U.S. Zoonosis Control Center. This vaccine

provides longer and more reliable protection of
young animals against the virus and thus reduces the
need for, and cost of, revaccination. The second was
a continental surveillance system for foot-and-mouth
and other vesicular diseases in animals that has
become one of the most effective in the world, per-
mitting early identification and control of outbreaks.
PAHO also helped establish a laboratory network for
rapid diagnosis and typing of viruses causing these
diseases. With a longer-acting vaccine, strength-
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with the countries
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ened disease surveillance, international coordination,
and community participation, the eradication cam-
paign hopes to achieve its goal by 2009.

Biomedical Models For many years, animals
have been used extensively in biomedical research
as models for the study of human diseases and test
subjects in the development of vaccines and other bio-
logical products. Although there is now a trend
toward reducing the use of animals in experimental
research, animal models remain vital to under-
standing some important human diseases. PAHO has
been active in projects to ensure the availability
and welfare of experimental animals, as well as
research into alternative in vitro models.

Nonhuman primate species native to the Americas
are essential for research on such illnesses as malar-
ia and hepatitis. In an effort to resolve the apparent
conflict between utilization of nonhuman primates
in biomedical research and their conservation, PAHO
and the Government of Peru convened an inter-

American meeting on these activities in Lima in
1976. The discussions highlighted the fact that pri-
mate conservation and use in research can be comple-
mentary. Countries with primate populations were
encouraged to take steps to protect them as a natu-
ral resource and to set up breeding colonies, while
researchers were reminded only to use these animals
when no alternative biomedical model exists.

Concern for the protection of nonhuman primates
led PAHO to collaborate with the Government of Peru
and the U.S. National Institutes of Health (NIH) in
setting up a primate center in Iquitos, Peru, a research
and conservation station where several primate
species are bred under semi-captive conditions in their
natural habitat. Similar projects were undertaken
with PAHO assistance in Brazil and Colombia in the
1970s and in Bolivia beginning in 1985. Funding
has been provided under agreements negotiated by
PAHO with NIH and USAID. PAHO continues to
collaborate in research geared toward preserving
these important animals.
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Veterinary Education and Training Veterinarians
were instrumental in establishing the field of public
health, since their training was applied to early food
protection efforts. However, in more recent years, clin-
ical practice has been emphasized in the curriculum
of most veterinary schools at the expense of public
health training, even though there is a tremendous
need for veterinary professionals with expertise in this
area. PAHO began addressing this problem by spon-
soring a series of four seminars on the Teaching of
Preventive Medicine and Public Health in Schools of
Veterinary Medicine in the Americas, the first of
which was held in Kansas City, Missouri (U.S.A.), in
1959.

The need to produce more thoroughly trained
public health veterinarians persists, and one of
PAHO’s focuses is the development of teaching
materials for use in both veterinary schools and
graduate programs in public health. This work was
exemplified by the publication of technical manu-
als (through PAHO’s Expanded Textbook and
Instructional Materials Program) used in courses
of the Regional Program for Training in Animal

Health in Latin America, a four-year effort sponsored
by IDB in the mid-1980s. During the same period, a
project to train auxiliary animal health personnel,
undertaken with collaboration from the United
Nations Development Program (UNDP) and the
Governments of the English-speaking Caribbean,
helped provide much-needed services in an area that
suffered from a shortage of veterinarians, while
illustrating the principles of use of appropriate tech-
nology and technical cooperation among developing
countries.

Training has been an important function of
both of PAHO’s veterinary public health centers,
through seminars, courses, provision of technical
assistance to other institutions, and preparation of
manuals. In addition, the Organization has issued
a number of publications designed to educate vet-
erinary public health personnel on topics ranging
from the operation of a municipal slaughterhouse to
the investigation of food-borne disease outbreaks,
and has also produced two editions in both English
and Spanish of a comprehensive textbook on
zoonoses widely used in veterinary schools.

Training of
veterinary public
health assistants in
Guyana, through a
PAHO/WHO-UNDP-
CARICOM project,
provided a cadre of
personnel to respond
to animal health
problems.
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Veterinary Public Health Services It is difficult
to draw the line separating veterinary public health
services from human health services. Animal health
laboratories already perform many analyses relat-
ed to human disease and are capable of carrying out
other diagnostic functions. Epidemiologic surveil-

lance systems for animal diseases can be used to assess
human disease risk. Public education about animal
health problems conveys important health promo-
tion messages. PAHO is increasingly involved in
seeking opportunities to strengthen local human
health systems through mobilizing animal health
resources. Interdisciplinary activities target human
health problems such as zoonoses and food-borne
disease.

Food Protection Food-borne disease is a major
health problem in the Region and poses a special
danger to young children. Food protection was
among the earliest interests of the Pan American
Sanitary Bureau, particularly with regard to milk,
potentially the vehicle of a number of illnesses but
also an important part of children’s diet. Recom-
mendations aimed at promoting a safe milk
supply through application of the newest scien-
tific methods (such as pasteurization) were the
subject of resolutions at the VIII (1927), IX (1934),
and X (1938) Pan American Sanitary Conferences.
In 1934 the Bureau published and distributed a
Spanish version of the U.S. Public Health Service
Standard Milk Ordinance to serve as a model for
national or municipal milk regulations.
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Over the years, PAHO has advised the countries
on the establishment of food protection programs,
offered food analysis services at CEPANZO, and
provided training for food inspectors. The Organi-
zation has also cooperated closely with the Codex
Alimentarius Commission, which was created by the
World Health Organization and FAO in 1981 to for-
mulate and publish standards on food quality and
safety. PAHO sponsors workshops and seminars
in conjunction with the yearly meetings of the
Regional Coordinating Committee of the Codex
Alimentarius for Latin America and the Caribbean
and works jointly with FAO to promote the devel-
opment of food standards legislation by the countries.

In 1985, PAHO was one of the sponsors of the
Inter-American Conference on Food Protection, held
at PAHO Headquarters. The 33 countries participating
in the conference requested PAHO and FAO to pre-
pare a five-year regional program to strengthen
national food protection programs in the Americas.
The XXII Pan American Sanitary Conference (1986)
approved a plan of action which called for food
safety programs to be in place in more than half of
the Region’s countries by 1990. In the interim the
Organization has sponsored several subregional

workshops on planning and carrying out food pro-
tection programs.

Recognizing that better knowledge of the inci-
dence of food-borne diseases is vital to their control,
in 1989 PAHO convened a meeting on epidemio-
logic surveillance of these diseases, which led to
creation of a Latin American surveillance net-
work. Microbiological analyses, which are essen-
tial to tracing food-borne disease outbreaks, have
been provided by CEPANZO and now by INPPAZ,
in cooperation with other laboratories, Since the
onset in 1991 of the cholera epidemic-read by con-
taminated water and food-epidemiologic surveil-
lance of food-borne illness has taken on increased
urgency, and strong laboratory support and food
protection services are more vital than ever. The
IDB and PAHO are conducting an 18-month project
to bolster the countries’ capabilities in these areas,
sponsoring two international seminars and 25 nation-
al training courses. Foods sold on public streets in
unhygienic conditions are particularly likely to
spread cholera or other diseases, and PAHO and FAO
are working with the countries on developing guide-
lines to ensure the safety of street food while not
depriving the vendors of their livelihood.

PAHO has long been
a source of technical
information on the

safe handling of
foods of animal
origin.



With cooperation
from PAHO and

FAO, the countries
are developing

standards to ensure
greater safety in
the way food is

marketed, while
protecting the

income of food
vendors.

Food protection is an economic as well as a
health issue. Billions of tons of food are lost each year
because of contamination and improper handling,
and the real or perceived threat of food-borne disease
can lead to economically crippling trade restric-
tions. Tourism can also be adversely affected, which
has led to PAHO’s recent “health and tourism”
initiative, designed to protect the health of tourists
and local inhabitants and the economies of the coun-
tries. Thus, PAHO’s cooperation with the countries
in food protection, as in the other diverse areas of
veterinary public health, has far-reaching benefits
for the societies of the Region.
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HEALTH THROUGH

NUTRITION

A society’s well-
being rests on the
good nutrition of
its citizens-most

especially of its
children.

G ood nutrition is essential to an individual’s health, as well as to society’s

productivity, and the community’s well-being. In Latin America and the

Caribbean, nutritional deficiencies, which are more common among low-

income groups at high biological risk, pose a serious public health prob-

lem and contribute to high morbidity and mortality rates, especially in children under

five years of age.

Basically, malnutrition results from either insufficient food consumption-due to

flaws in a country’s economic structure, social organization, or food supply mecha-

nisms or to the low purchasing power and productivity of poor families-or from an

inadequate biological utilization of nutrients. The latter, in turn, can be caused by infec-
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tious or parasitic diseases. Moreover, excessive or
imbalanced nutrient consumption also plays a
role in the development of certain chronic condi-
tions, such as diabetes, obesity, coronary heart
disease, and certain forms of cancer.

Given these complex problems, the Pan
American Health Organization has given techni-
cal support to the Region’s countries in formulat-
ing, implementing, and evaluating policies and
strategies aimed at identifying and controlling the
various factors that affect people’s nutritional sta-
tus and undermine their food consumption.

The First Steps When the Pan American
Sanitary Bureau was established in 1902, it mainly
dealt with the control of infectious diseases, but
the ever clearer correlation between eating habits
and human health and productivity sparked the
Bureau’s interest in new developments in the field
of nutrition. During the 1920s, many of these
developments were published in the Boletín de la
Oficina Sanitaria Punamericana, and beginning in
the 1930s, a section dealing exclusively with nutri-

tion-related topics appeared regularly in that pub-
lication.

The Bureau’s sphere of action gradually
expanded from communicable disease prevention
in general to establishing hygienic standards for
food products. This led to the preparation, trans-
lation, and distribution of the “Ordenanza Mod-
elo para la Leche” [Standard Milk Ordinance],
which served as a basis for national and munici-
pal regulations for pasteurization. The Bureau’s
efforts to ensure the safety of milk and milk prod-
ucts continued throughout the 1930s.

Nutritional problems that emerged from the
Great Depression in 1929 led the Bureau to study
nutritional habits and food consumption in the
Region. In 1934, the IX Pan American Sanitary
Conference recommended that the Governments
create institutes that would determine the compo-
sition and nutritional value of foods produced by
each country and study problems related to food
production, processing, and distribution. In 1936,
the Committee on Nutrition was created as the
first permanent technical body to be established

One of the Organiza-
tion’s earliest efforts
in nutrition targeted

ensuring the safety
of milk and milk
products through

technical assistance,
fellowships, and the

provision of supplies
and equipment. In

the 1950s, two bacte-
riologists in the Pub-
lic Health Laboratory

in Tlalpan, Mexico,
control the quality of

powdered milk.



through a Pan American Sanitary Conference
vote. In subsequent Conferences, the strict focus
on hygiene gradually gave way to one in which
nutrition was approached as a public health con-
cern closely related to social well-being.

The Bureau’s nutrition activities prior to 1940
had a wide and varied impact on policies in the
countries, many of which set up government and
industry-subsidized dining halls and established
school-lunch programs and vegetable gardens,
institutes, laboratories, educational centers, agen-
cies devoted to nutrition from a health standpoint,
and services of all kinds to improve nutrition.
When in 1940 the IV Pan American Conference
of National Directors of Health recommended
that efforts to promote good nutrition be stepped
up, the Committee on Nutrition prepared a series
of menus for the various countries of the Region
based on the local availability and cost of foods. In
addition, the Bureau, in collaboration with the
School of Tropical Medicine of Puerto Rico, pub-
lished the first Spanish-language manual on food
science for use in tropical areas.

As a way to stimulate the community’s interest in
good nutrition and improve the food habits of chil-
dren and their families, the Organization, working
with FAO and UNICEF, established a program to set
up school gardens. These schoolchildren in Paraguay
tend to their vegetable patches.

PAHO’s Food and Nutrition Centers Histor-
ically, PAHO has conducted its work in nutrition
through the activities of two specialized centers:
the Institute of Nutrition of Central America and
Panama (INCAP) and the Caribbean Food and
Nutrition-Institute (CFNI). The founding of the
former in Guatemala City in 1946 was a far-reach-
ing event. Established by agreement among six
Central American republics and PAHO, and with
the support of the W.K. Kellogg Foundation and
the Massachusetts Institute of Technology, INCAP
was established to foster the development of nutri-
tion science. In 1949, a Nutrition Section was cre-
ated within PAHO in order to strengthen technical
assistance to the countries in this field.

Since its foundation, INCAP has sought
practical solutions to nutrition-related problems
through the efficient use of local produce,
improvements in traditional diets, and the teach-
ing of sound eating habits. INCAP’s early efforts
to reduce the prevalence of protein-calorie mal-
nutrition, which is associated with high infant
mortality rates in Latin American and Caribbean
countries, led to the development of a low-cost,
high-protein vegetable mixture, INCAPARINA,
in the 1950s. Use and manufacture of the product
soon spread to other countries, and today INCA-
PARINA continues to provide an excellent nutri-
tional source for thousands of children. Its chief
value lies, however, in having demonstrated- the
feasibility of fighting malnutrition by taking full
advantage of local food resources.

Today, INCAP is recognized as a prestigious
source of information, experience, and technical
guidance both within and outside the Region of
the Americas. Its library provides services to
thousands of people throughout the world, and
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With the establishment of
INCAP in 1946, nutrition work
in Central America was forever
changed. Through the years, the
Institute’s work has ranged far
and wide: at the INCAP laborato-
ries in Guatemala City (top left),
the biochemical composition of
foodstuffs, particularly proteins,
were analyzed; dietitians visited
even remote areas to monitor
daily food intake of families
(above); and INCAPARINA, the
low-cost and highly nutritive
vegetable mixture developed
from local food sources,
is manufactured, packaged,
and distributed throughout the
area (left).
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its ongoing distribution of journals and other pub-
lications—chief among them Archivos Latinoameri-
canos de Nutrición (ALAN)—represents an inex-
haustible source of information. INCAP is actively
involved in education through the provision of
postgraduate courses and other local and long-
distance training opportunities.

Since 1949, when the Bureau acquired its sec-
ond identity as the Regional Office of the World
Health Organization for the Americas, it has
endeavored to align its policies on nutrition with
those of WHO, while simultaneously maintaining
those orientations adopted in the course of its own
history. The next several decades, during which
greater attention was paid to nutrition-related
needs within countries, saw the establishment of
various national institutes, of the Regional Opera-
tional Network of Food and Nutrition Institutes,
and of WHO’s collaborating centers on nutrition.

The establishment, in 1967, of the Caribbean
Food and Nutrition Institute through an agree-
ment signed by PAHO, the Food and Agriculture
Organization of the United Nations (FAO), the
University of the West Indies, the Williams-
Waterman Fund, and the Governments of Jamaica

and Trinidad and Tobago also marked an event of
singular importance. From its inception, CFNI has
provided technical cooperation in human and
material resource mobilization; personnel train-
ing; direct technical aid to countries; promotion of
norms, policies, and strategies relating to food
and nutrition; research; and information dissemi-
nation-mainly through radio talk shows, video
programs, and two periodicals, Cajanus and Nyam
News. As a result of the effectiveness of CFNI’s
strategies, which aim at the efficient utilization of
locally generated resources, protein-calorie mal-
nutrition no longer poses a major threat in most of
the Caribbean countries, and the epidemiologic
profile of malnutrition has currently shifted to-
ward the noncommunicable chronic diseases.

Epidemiologic Trends and Primary Health
Care PAHO’s work in nutrition entered its most
intensive phase in the mid-1960s. On the one
hand, improved techniques for conducting com-
munity surveys greatly advanced the ability to
assess nutritional conditions at the community
level. Furthermore, several countries, motivated
and supported by PAHO, FAO, and the United

During the early
1980s, as part of its
overall emphasis on
monitoring the needs
of vulnerable
groups, PAHO
became increasingly
concerned with the
nutritional needs of
infants and small
children and began
its campaigns to pro-
mote breast-feeding
that are still in effect
today.



Nations Children’s Fund (UNICEF), launched the
Integrated Applied Nutrition Programs in an effort
to deal with major nutritional and health problems
in rural areas through the coordinated efforts of the
health, agriculture, and education sectors, and
through the community’s participation.

The 1970s marked the start of a regional
movement to promote food and nutrition policies
by urging Governments to establish priorities and
take decisions oriented toward supplying citizens
with basic foods and other services essential to
their well-being. After the 1978 Declaration of
Alma-Ata espoused the goal of health for all by
the year 2000, Food and Nutrition Surveillance
Systems were set up to protect groups at high risk
of malnutrition. Through such systems, different
sectors in each country gather information on the
local availability, consumption, and biological uti-
lization of food, and this makes it possible to track
the effect of changing socioeconomic conditions
and to anticipate any impending food shortage.
Since their establishment, these surveillance sys-
tems have been a valuable political and economic
weapon in the battle against hunger.

The main trends during the 1980s were the
incorporation of nutrition services within the
realm of primary health care and improved coor-

dination with other disciplines in planning, pro-
gramming, and research activities. Early in the
decade, PAHO focused increased attention on the
nutritional needs of infants and small children as
part of its effort to monitor the needs of vulnera-
ble groups. Along with UNICEF, it backed the
International Code of Marketing of Breast Milk
Substitutes adopted by the 34th World Health
Assembly and initiated its current campaigns to
promote breast-feeding.

Micronutrient Deficiency Control Measures
An important aspect of PAHO’s activities in the
area of nutrition throughout the years has been
the control of specific nutritional deficiencies. As
early as 1940, following a resolution of the IV Pan
American Conference of National Directors of
Health, the Bureau was studying the subject of
vitamin-enriched foods and establishing scientific
standards for their preparation. In the years that
followed, iron, vitamin A, and iodine deficiencies,
recognized as major problems in the Region,
became the focus of special attention from PAHO
and its nutrition centers.

Iron-deficiency anemia has long been a signif-
icant health concern in Latin America and the
Caribbean, especially among women of reproduc-
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tive age, young children, and the inhabitants of inland mountain regions. Beginning in the 1940s,
areas with a high prevalence of hookworm infec-
tion. In the 1960s, PAHO, in collaboration with
FAO, launched a coordinated strategy aimed at
investigating the epidemiology of anemia and its
prevention. Results showed that iron-deficiency
anemia in the Region can be traced to a complex
interaction of multiple factors, including the
insufficient intake of foods rich in iron. In 1963
PAHO sponsored the establishment of a regional
reference center for nutritional anemia within the
Venezuelan Institute of Scientific Research in
Caracas to teach Latin American and Caribbean
technicians and investigators how to study,
among other things, the role of diet in iron-defi-
ciency disorders. The results of such research led
to the supplementation of wheat flour with iron in
many countries.

Endemic goiter and cretinism are the two dis-
eases most commonly associated with a diet low
in iodine, although deficiencies of this micronutri-
ent may cause a wide range of organic and func-
tional disorders. These problems occur mainly in

the Bureau became a catalyst for the passage of
national laws providing for compulsory iodiza-
tion of salt in most countries. Nevertheless,
progress has been thwarted in some locations by
several economic, political, social, and geographic
factors. In 1988, PAHO developed a regional proj-
ect for the control of iodine-deficiency disorders
in Latin America, and in 1991 the Directing Coun-
cil proposed the target of eliminating such disor-
ders from the Region by the year 2000. The latter
is being promoted through the Expanded Pro-
gram for the Control of Iodine-deficiency Disor-
ders in Latin America, which provides sustained
support to national control programs and a plan
of action aimed at reinforcing iodization measures
and their control.

Vitamin A deficiency-which is associated
with night or total blindness, impaired immu-
nity, and increased risk of death among
preschool children-came to the fore in Latin
America and the Caribbean as a result of a world
survey on xerophthalmia conducted by WHO in
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PAHO and its nutrition
institutes have been engaged
in a battle to control specific

nutritional conditions such as
iron, vitamin A, and iodine

deficiencies. A laboratory
technician in Bogotá

Colombia, weighs commer-
cially produced iodized salt

as a quality control measure;
the compulsory use of iodized

salt in most of the Region’s
countries has been the main

thrust in the struggle against
endemic goiter, cretinism,

and other disorders caused
by iodine deficiency.

1962 and of the first and second meetings (1962
and 1968) of the PAHO Technical Advisory
Committee on Nutrition. Prior to that time the
disease had received little attention in the Ameri-
cas, despite its demonstrated frequency among
certain groups, particularly poor children under
age five. After an extensive epidemiologic study,
INCAP determined that the fortification of
refined sugar with vitamin A was the most
promising way of correcting the deficiency, and
in 1974 a fortification method fit for industrial
purposes was developed. PAHO has developed
a regional plan of action for eliminating vitamin
A deficiency as a public health problem by the
year 2000.

New Directions Today, PAHO’s Regional
Program on Food and Nutrition faces new chal-
lenges, particularly how to improve food avail-
ability and consumption at the family level

among groups at high biological risk. This implies
working with agencies and organizations that
promote subsistence farming and other methods
of local food production and marketing, while at
the same time trying to create product surpluses
in order to increase family incomes and food
availability in the community. Priority backing
also will be given to programs for controlled sub-
sidies, food distribution, and nutritional support
for vulnerable population groups, as well as to
social communication and community education
programs. Another area that will receive in-
creased attention is that of chronic noncommuni-
cable diseases connected with dietary habits and
lifestyle, given their rising incidence in develop-
ing countries. Through its various initiatives,
PAHO will continue to spur the Governments to
face these challenges by aiming its food and nutri-
tion policies and strategies toward achieving the
goal of health for all by the year 2000.
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Recognizing that

research is an essen-
tial ingredient for

the future of health
care in the Americas,
the Organization has
assumed a proactive

role in coordinating
its many facets—

including moderniz-

ing laboratory
systems in order to

cope with the
growing demand of

health programs.

THE PROMOTION OF

RESEARCH

T he role of the Pan American Health Organization in supporting and pro-
moting scientific research in medicine, biology, and other health-related sci-
ences has evolved gradually In the late 1950s and early 1960s, PAHO ini-
tially gave preference to health problems of international importance,

especially ecological and biological concerns that had social implications. During that

early period, studies addressed such subjects as the relationship of acute infections,
nutritional status, and sanitation to infant mortality; simuliid vectors as a cause of
onchocerciasis; and ways to derive high-value dietary protein from plant sources. In
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In the 1950s, research
gathered such

momentum that the
Region would boast

having world-
renowned investiga-
tors, teams, laborato-
ries, and institutions

working in almost
all aspects and areas

of research. At the
Inter-American

Center of Biostatis-
tics, located in

Santiago, Chile, the
center’s librarian

talks with three
fellowship
recipients.

R esearch, as a field in which
knowledge and technology
are created, validated, and

adapted, occupies an increasingly
important place in social develop-
ment. In the field of health, the
importance of research is even more
apparent. It translates into new
knowledge and technological
resources to facilitate the solution
of health problems.

-Strategic Orientations and Program
Priorities, 1991-1994

time, the scope of research expanded to include
the testing of new drugs, studies on vaccine effi-
cacy (for example, attenuated poliomyelitis vac-
cines), and the development of simple techniques
for iodizing salt to prevent endemic goiter. Even
comparative epidemiology-represented, for
example, by studies on the frequency of
atherosclerosis in ethnic groups from different
continents-figured on the list of research topics
of the time.

Eventually, health authorities recognized the
need to formulate long-term plans to coordinate
research being carried out in the Hemisphere.
Many obstacles impeded research in the area of
health and limited its application to health services
planning, the most frequent among them being a
lack of clearly defined national research policies
and plans and the fragmentation or lack of articu-
lation among the various institutions engaged in
health-related research. Clearly, it would be up to
the Organization to assume the role of coordina-
tion and leadership in health research.
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A major catalyst for new ideas that were
emerging in health-related research was an agree-
ment signed with the U.S. Public Health Service
that funded a research coordination unit at
PAHO Headquarters in 1961. Later, that unit
became responsible for coordinating research
activities being carried out under the Organiza-
tion’s other programs and for collaborating with
them in promoting studies that would respond to
priority health problems. More recently, the unit
has cooperated directly with the countries in for-
mulating and implementing policies for health
science and technology development, as well as
in strengthening their scientific and technical
infrastructure.

While the Organization worked on formulat-
ing a long-term plan, it also began to encourage
the presentation of proposals on specific research
topics in the Region. The first two, for which
funds were obtained from the U.S. National Insti-
tutes of Health, were a study on the economic
impact of malaria eradication in various countries
of the Americas, carried out by the University of
Michigan School of Public Health with PAHO
collaboration, and the Inter-American Investiga-
tion of Mortality in 12 major cities.

Within a short time, biomedical research had
progressed more rapidly in the Region than
research in other fields. Both its impetus, in terms
of number of projects, and its steady growth were
the fruit of State intervention in the planning of
scientific activity, which began to take place in
Latin America in the 1950s. Such was the momen-
tum that within a few years the Americas could
boast that it had world-renowned investigators,
teams, laboratories, and institutions working in
almost all facets and areas of research.

One of the characteristics of biomedical
research in Latin America, especially in universi-
ties, was that it focused on basic research, gener-
ally neglecting applied research. Internal and
external working groups that studied this situa-
tion concluded that more attention should be
given to applied research in the area of public
health. Fortunately, in the following years, Gov-
ernments, international cooperation agencies, and

financial institutions provided support that
would have immediate practical application. By
the end of the 1960s, the amount of research-not
only in health, but also in the social sciences—
being carried out in Latin America had increased
impressively.

The Organization’s efforts in this area led to
the creation of the PAHO Advisory Committee
on Medical Research (ACMR) in 1962, which in
1984 became the Advisory Committee on Health
Research (ACHR). From the outset, the Commit-
tee’s membership included renowned scientists
from throughout the Region, among them several
Nobel laureates. For the first 14 years the meet-
ings of the ACMR were held at PAHO Headquar-
ters in Washington, D.C., and starting in 1976 the
venue began to alternate between Washington
and elsewhere in the Region.

At the Committee’s first meeting in 1962, the
Director of the Bureau, Dr. Abraham Horwitz,
clarified that the body had been created for the
purpose of analyzing the proposed research pro-
gram and making suggestions and recommenda-
tions on long-term research policies, including in
the areas of research training and education.
Research was understood to have a clear and
very important place within the framework of the
Organization’s programs for improving health in
the Americas. The Committee framed its work
based on the mandate contained in the Charter of
Punta del Este, which called for intensifying sci-
entific research and applying its results more
fully and effectively toward the prevention and
cure of disease.

In the years that followed, the Organization’s
efforts in the area of research expanded. PAHO
encouraged research proposals that addressed
the needs of the countries and that met the
requirements for scientific excellence and rigor
being imposed by donor agencies. Multinational
research programs and collaboration among
major centers in the countries became increas-
ingly important. Moreover, the Organization
strengthened its own Pan American Centers,
which conducted research in specialized areas,
and created several new centers.
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The approach of the Organization’s research
program involved identifying health problems
and finding solutions to them within the Region’s
socioeconomic environment. Its emphases were
compatible with prevailing sector policies and
priorities: the strengthening of health services
and the extension of their coverage to rural and
neglected areas; disease control, especially com-
municable diseases; human resource develop-
ment; family health and family planning, with
emphasis on maternal and child health; and envi-
ronmental health.

In the 1970s, the ACMR began to participate
much more actively in the detailed evaluation of

Since research is only complete when its results have

been communicated, PAHO has furthered the dissem-
ination of health and biomedical information through
a long-standing series of scientific publications.

ongoing research. At the same time, conditions
and health needs in many of the Region’s coun-
tries forced the Committee to consider other
types of potentially necessary biological, epi-
demiologic, social, and administrative research
for improving or expanding disease control pro-
grams.

An important meeting of the ACMR, held in
Caracas in 1982 under the joint auspices of PAHO
and the Government of Venezuela, brought
together ministers and representatives of univer-
sities, research councils, international agencies,
and foundations for the purpose of promoting
the acceptance and application of research poli-
cies as an integral part of national health develop-
ment plans. The Committee addressed the prior-
ity issues affecting research in the Region and
reaffirmed its responsibility to review research
being carried out within the Organization, to
advise PAHO on policy matters relating to
research, and to establish subcommittees to
examine areas that might require special atten-
tion and possible strengthening. That last func-
tion has led to stepped-up research in the areas of
communicable diseases, maternal and child
health, environmental health, veterinary public
health, medical education, health planning and
policies, and the organization of scientific activity.

The mid-1980s saw a change in the Organiza-
tion’s approach to promoting health research.
Whereas in the past the emphasis had been on
strengthening the supply, the focus began to shift
to cooperating with the countries in organizing
scientific activity so that it would respond more
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Because accurate and complete data collection is essential for conducting many types of investigations, the Orga-
nization always has worked toward achieving the greatest possible coverage in surveys. A census taker in
Guatemala goes the extra mile to gather information.

closely and effectively to people’s needs. The
“management of knowledge”—defined by the
current Director of the Bureau, Dr. Carlyle Gue-
rra de Macedo, as “promoting the generation of
knowledge, compiling it, critically rethinking and
renewing it, disseminating it, and helping the
countries to use it”—has become the cornerstone
of PAHO activities in this area.

In recent years, PAHO has sought to expand
its cooperation in health science and technology

beyond enhancing the countries’ capacity to
establish their research policies and priorities,
and to focus instead on strengthening the scien-
tific and technical infrastructure in two strategic
areas-biotechnology and health services sys-
tems. The ACHR has created subcommittees and
entrusted them with the responsibility of orient-
ing the policies and programs to be developed in
these two areas. The work of these subcommit-
tees is now fully under way.
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RESPONDING TO THE HEALTH NEEDS OF

MOTHERS AND
CHILDREN

he care a society demonstrates for its members in their most vulnerable stages

is a yardstick of that society’s values. For as long as the Pan American Health
Organization has been in existence, the countries of the Americas have shown
that the welfare of mothers and children is a priority concern, and the

Organization has responded to those values with support for a broad spectrum of activ-
ities aimed at improving maternal and child health. In a sense, any activity that lessens the

threat or impact of disease benefits mothers and children, along with the rest of the pop-
ulation, and for that reason improvements in maternal and child health conditions over
the past 90 years have depended upon—and are inseparable from—the overall develop-
ment of the health sector, and of primary health care in particular.
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A 1920s poster from
the public health
department of Bahia
State, Brazil, empha-
sizes the benefits of
breast-feeding.

The Early Years International collaboration in
child welfare issues in this Hemisphere dates from
1916, when the first of a series of Pan American
Child Congresses was held in Buenos Aires. These
congresses presented the opportunity for pediatricians
and other experts to exchange information on med-
ical and social problems afflicting children and on the
role of the public sector in resolving them. In addi-

A routine check-up
for a healthy baby at

a Dominican
Republic health

center in 1956;
the poster on the

wall promotes
vaccination against

whooping cough.
Such clinics were

part of an integrated
public health

program initiated
in that country

in 1953 with
technical support
from PAHO and

UNICEF.

tion to the international meetings, national child
health conferences were held, and some countries des-
ignated a special day or week devoted to drawing atten-
tion to the health of children and mothers. The 1920s
and 1930s were a time of burgeoning social action in
Latin America, as many of the countries adopted leg-
islation protecting children and pregnant women and
many localities made provisions for prenatal and deliv-
ery care for indigent mothers at maternity hospitals.
All these developments were chronicled in the Boletín
de la Oficina Sanitaria Panamericana, which periodically
devoted a section to summarizing the medical and
legal advances in the countries related to maternal
and child welfare, as well as publishing articles and
reporting statistics on illness and mortality among these
groups.

Resolutions adopted by the Pan American
Sanitary Conferences from 1920 onward also reflect-
ed interest in maternal and child health by recom-
mending attention to such topics as hygiene in
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schools, intensification of campaigns to prevent
infant mortality, and adequate training for mid-
wives. The first broad statement of principles in
this area by PAHO’s Governing Bodies came in
1948 with the approval of the Declaration of Caracas,
drafted at the IX Pan American Child Congress, of
which PAHO was cosponsor. The declaration af-
firmed the right of children to the best possible
health protection, beginning in the prenatal period
and thus encompassing care for the mother. The II
Meeting of the Directing Council enthusiastically
approved the Declaration, adding the reminder
that activities focusing on children must be closely
integrated with national public health programs, since
the health of the entire family unit is intertwined.

Nineteen forty-eight was also the year the World
Health Organization was founded, and the First
World Health Assembly affirmed that maternal
and child health was among the priorities of the new
organization. Another international entity, the
United Nations Children’s Fund (UNICEF), had

A health worker in
Costa Rica visits a
mother in her home
to provide informa-
tion about family
planning tech-
niques. PAHO has
answered the coun-
tries’ requests for
support to family
planning programs
since the 1960s.

come into being two years earlier with the express
mandate to work for child welfare, and the need to
coordinate the activities of these agencies was
immediately recognized. To that end, the Director
of the Pan American Sanitary Bureau met with
WHO and UNICEF representatives in April 1949
in Geneva and again in October of that year in New
York, where an accord was reached on the allocation
of UNICEF funding to joint projects in Latin America.
In 1950, PAHO announced the beginning of a region-
al campaign for maternal and child health and
sent its Regional Adviser in this subject on a lengthy
fact-finding mission throughout Latin America in
order to tailor the emerging technical program to
the countries’ needs. By 1954, PAHO and WHO
were sponsoring field programs in maternal and
child health in Brazil, Chile, El Salvador, Mexico,
Paraguay, and Peru, and immunization programs
against diphtheria, pertussis, and tuberculosis in
a dozen other countries, all with the collaboration
of UNICEF.



Better education for
females is associated

with better nutri-
tion, lower birth

rates, and lower
maternal and infant

mortality rates, illus-
trating the close

links between
health and social

conditions.

At a health center in
Ecuador, mothers
who seek care for
sick children learn
how to prevent or, if

necessary, treat
dehydration due to
diarrhea, a leading
cause of infant
death.



Targeting Special Problems Because of the great
variety of health problems affecting mothers and chil-
dren, PAHO’s cooperation with the countries has
always been multifaceted, as it continues to be today.
Some of the earliest efforts focused on control of
diarrheal diseases, a leading cause of death of young
children. This problem formed the topic of technical
discussions in 1954 at the XIV Pan American Sanitary
Conference. To further stimulate the interchange of
ideas on diarrheal disease control, PAHO organized
two international seminars, the first in Chile in 1956
and the second in Mexico in 1957, and published the
reports arising from them as one of its early scientific
publications.

Though extremely important, diarrheal diseases
are only one of a host of causes of infant mortality.
The stark statistics on death rates of children under
one year old had long been recognized as perhaps the
most sensitive indicator of overall health conditions
in a country. To better understand the causes of
childhood mortality, PAHO sponsored and coordi-
nated the Inter-American Investigation of Mortality
in Childhood, carried out from 1968 to 1972 in 15
diverse areas of 10 different countries. Over 35,000
deaths among children under five were studied to
uncover the primary and underlying causes. The
major health problems in different areas were
found to be distinctive, but nutritional deficiency—
in children and pregnant women-was the single
most important factor contributing to child mortal-
ity, especially in rural areas. This comprehensive
study not only clarified the magnitude of certain
disease problems but also highlighted the impor-
tance of social and environmental factors, such as
maternal education and piped water supply,
allowing the countries to establish more effective
programs to tackle the problems specific to certain
communities.

Both this investigation and the earlier Inter-
American Investigation of Mortality in Adults
(1962-1964) revealed the heavy toll of frequent preg-
nancies on women’s health and the survival of their
children. In addition, death following abortion had
been found to constitute a major public health prob-
lem in several cities, accounting for 10% to 50% of ma-
ternal mortality. These findings pointed to the

pressing need for family planning services. In the
mid-1960s, even before the United Nations Fund
for Population Activities (UNFPA) was established,
PAHO initiated activities on the health aspects of
human reproduction by offering its technical exper-
tise to the countries upon request, establishing region-
al training and education centers on population
dynamics, and creating an office of health and pop-
ulation, including a population information center,
within the Organization. In 1969, at the request of the
Government of Colombia, PAHO began a full-scale
collaborative effort to extend maternal and child
health and family planning services in that country,
providing not only advice but supplies and equipment,
fellowships, and training programs. Other coun-
tries increasingly requested similar collaboration,
leading PAHO to establish a Department of Health
and Population Dynamics in 1970, which incorporated
its ongoing maternal and child health program. The
Organization emphasized that, rather than being a sep-
arate effort, family planning must become an integral
part of the established health services. Within two years,
PAHO was providing support to programs in 20
countries, in many cases with financial collaboration
from the U.S. Agency for International Development
(USAID) and UNFPA.

AHO’s Five-Year Work Plan in Family
Health for 1974-1978, partially funded by
UNFPA, strongly asserted the health ben-
efits of family planning and called for action

directed toward program management and policy
development, training of health personnel, and fam-
ily life education. Activities in these areas continued
to be emphasized, even as new initiatives were
launched. In accordance with resolutions of PAHO’s
Governing Bodies, the health of youth received
increasing attention in the 1970s, with PAHO spon-
soring and participating in conferences and seminars
on adolescent fertility and other health concerns.
For example, in honor of the International Year of the
Child (1979), proclaimed by the United Nations
General Assembly, nine such “health and youth” meet-
ings were held in the English-speaking Caribbean coun-
tries. Also in celebration of that Year, PAHO prepared
two publications on the health conditions of children
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and youth in Latin America, which outlined and
presented case studies of the innovative maternal and
child health program approaches being applied in the
countries. One such new approach involved identi-
fying those mothers and children most at risk so
that specific services could be provided where they
were most needed. The “risk approach” became a guid-
ing concept in the provision of primary care ser-
vices and has been the subject of numerous PAHO-
sponsored workshops and seminars.

The 1980s was a decade of diverse activities. In
addition to almost 50 projects carried out with joint
support from UNFPA, a three-year grant from the
W.K. Kellogg Foundation launched work to create
demonstration areas where primary care, training,
and research in perinatal, maternal, and child
health would be integrated. By 1983, 18 of these
projects were in operation. Subsequently, networks
of national and subregional projects in administra-
tion and health technology development and eval-
uation were established with Kellogg Foundation
support. Research and the provision of training and
information to health personnel at all levels contin-
ued to be emphasized by PAHO, and new regional
programs to combat diarrheal diseases and acute
respiratory infections were set in motion. In addi-
tion, the Expanded Program on Immunization
(EPI), begun in the Americas in 1977, continued to
make enormous strides in protecting children against
measles, polio, diphtheria, pertussis, tetanus, and
tuberculosis.

In 1984, the Governing Bodies were presented
with a report from the Director titled, “Basis for
the Definition of the Organization’s Action Policy with
Respect to Population Matters.” The document
pointed to the close relationships between health,
development, and family planning, and urged the
Member Governments to strengthen their maternal
and child health programs, especially for high-risk
and underserved groups, in order to narrow the
socioeconomic gaps existing in the countries. Those
proposals were endorsed by a resolution of the
XXX Meeting of the Directing Council. The report was
also submitted to other cooperating agencies, includ-
ing USAID, the World Bank, and the Inter-American
Development Bank (IDB), to improve coordination

of efforts. The Directing Council requested period-
ic reports on progress made in maternal and child
health and family planning, which were presented
in 1985, 1988, and 1991. Reaffirming the mandates
approved by previous meetings of the Governing
Bodies, the XXIII Pan American Sanitary Conference
in 1990 approved a regional plan of action to reduce
maternal mortality by 50% by the year 2000.

As the most recent progress report pointed out,
improvements in the overall health status of moth-
ers and children, even after a decade marked by
economic decline, are evident in the statistics.
Coverage of maternal and child health services
increased in the previous 10 years, as did use of
contraception. Infant mortality, maternal mortality,
and the birth, fertility, and population growth rates
all decreased, while life expectancy at birth went up.
Nevertheless, the progress of the countries has been
uneven, and substantial segments of the popula-
tion, especially in rural and marginal urban areas,
remain in dire need of the most basic preventive and
curative services. Meanwhile, the emergence of new
problems—such as AIDS—and the exacerbation of
old ones—such as alcohol and drug abuse, acci-
dents, and violence—by deteriorated social conditions
challenge the countries and the international orga-
nizations to do more. PAHO continues to respond to
that challenge in myriad ways.

Contemporary Concerns PAHO currently car-
ries out activities in several areas of maternal and child
health: growth, development, and human repro-
duction, which includes a wide array of efforts
aimed at improving the health of children and
women; adolescent health; control and treatment
of acute respiratory infections; control and treat-
ment of diarrheal diseases; and immunization.

Although PAHO activities regarding adoles-
cent health date back many years, it is the newest
formally established area of activity, having been
officially incorporated in 1989 following technical
discussions on the subject at WHO Headquarters
in Geneva. PAHO is assuming a leadership role in

this field by presenting a policy paper on health and
adolescents in the Americas at the 1992 meetings of
its Governing Bodies.
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A healthy start in
life is promoted by
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delivery, newborn

care, and regular

checks of growth
and development.



Adolescents are a group
with special health

needs and risks, many
of them behavior-

linked, requiring a
comprehensive

response from health
services.

The Organization’s work in this area also encom-
passes the Latin American Center of Perinatology and
Human Development (CLAP), located in Montevideo,
Uruguay. This Pan American Center, founded in
1970, is devoted to education and research aimed at
reducing maternal and infant mortality and morbidity,
with emphasis on problems that affect survival dur-
ing the perinatal period, such as low birth weight and
prematurity, birth asphyxia, and congenital disor-
ders. Its research activities center around developing
and evaluating appropriate technology and con-

ducting epidemiologic studies. Since 1970, CLAP
has hosted 3,700 participants from throughout the
Region in its courses, seminars, and workshops,
and has provided 7,600 consultant-days in response
to requests from the countries. In addition to publish-
ing a widely distributed newsletter for the past
seven years, the Center has also produced more
than 2,000 publications, including bibliographies,
teaching materials, and research reports.

Keeping the Region’s scientists and health work-
ers abreast of the latest technical health informa-
tion continues to be a high priority for the Organization.
One form this activity takes is a newsletter on the EPI
produced in English and Spanish, and a Spanish
version of newsletters on diarrheal disease control
and prevention of acute respiratory infections.
Technical guides for health workers are produced

through PAHO’s Expanded Textbook and Instruc-
tional Materials Program, and audiovisual training
materials are also prepared, in some cases in col-
laboration with schools of public health in the coun-
tries. Publications on subjects ranging from adoles-
cent health to low birth weight have been produced
throughout the years.

Program activities are interdisciplinary, involv-
ing cooperation both between areas and with other
PAHO programs. An example is the promotion of
breast-feeding, which is included in the growth and
development, diarrheal diseases, and perinatology
areas of maternal and child health and is carried
out in cooperation with PAHO nutritionists. Activ-
ities focus on educating mothers about breast-feed-
ing at the community level using the mass media and
specially produced educational materials, and
instructing health personnel about the importance of
encouraging and facilitating breastfeeding.

Another example of the broad scope of PAHO
activities is the binational project along the U.S.-
Mexico border called “Primary Health Care and
Maternal and Child Health Technologies for Women,
Adolescents, and Children.” The project began in
May 1988 with funding from the Carnegie Founda-
tion and Pew Charitable Trust, and is under the
supervision of the PAHO Field Office in El Paso.
Its strategies to improve the health status of women,
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children, and adolescents in the border area involve
research, education, and the creation of networks of
collaborating institutions in both countries to address
a wide range of problems, including the physical
and psychological health of working women, risk-
taking behaviors of adolescents, infant and child
morbidity and mortality, and specific diseases such
as cervical cancer and HIV infection.

In addition to support from private non-
governmental organizations, such as those men-
tioned above, cooperation among the international
multilateral and bilateral agencies continues to be
imperative for achieving maternal and child health
goals. In 1983, the Regional Director of UNICEF for
Latin America and the Caribbean and PAHO’s
Director signed an agreement which amplified the
long-standing relationship between the two agencies
by setting up yearly technical meetings to coordinate
their joint and complementary activities. Represen-
tatives of these two organizations as well as the
UNFPA, USAID, and IDB signed a memorandum of
interagency collaboration in 1991, pledging to unite
in providing technical cooperation to the countries
of the Region so that they can fulfill commitments to
maternal and child health made at the World Summit

for Children held at the United Nations in September
1990. That meeting-which brought together rep-
resentatives from 146 countries, including 71 heads
of governmen-ratified the World Declaration on the
Survival, Protection, and Development of Children
and approved a Plan of Action for Governments, inter-
national agencies, and other organizations to reduce
child and maternal morbidity and mortality, combat
malnutrition and illiteracy, improve sanitation and
provide safe drinking water, and improve the social
conditions of women. Specific goals have been set
toward these ends in the regional plan of action for
maternal and child health developed by PAHO for
1992-1995.

The recurrent theme in the struggle to improve
the health status of mothers and children is inter-
dependence: the problems are not isolated, but
rather are part of a complex social matrix; thus, the
solutions must be based on an approach that is both
comprehensive and focused toward achieving spe-
cific targets. So too, the benefits from improving
maternal and child health are impossible to separate
from benefits to society as a whole, for they are
reflected throughout the life of the individual, and
onward into new generations.

The future is theirs:
the World Summit
for Children in 1990
marked an intensi-
fied international
commitment to the
welfare of children,
the hope of all
societies.
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THE DEATH OF A

DISEASE

This 16th century
Aztec drawing

depicts a victim of
smallpox. The

disease decimated
indigenous

populations in the
Americas, where it
had never occurred

prior to European
contact.

T he eradication of smallpox, a disease that had ravaged humanity for untold cen-
turies, was an unprecedented public health victory The Region of the Americas

was the first to rid itself of this scourge, doing so through a united effort whose
benefits to the population’s well-being went far beyond ending the threat of

smallpox and also paved the way for future disease eradication campaigns.
Although it is impossible to trace the earliest occurrence of smallpox, evidence suggests

that it may have been endemic ever since humans first gathered in densely populated agri-

cultural settlements. Medical historians believe that smallpox spread from its origin in Egypt
or India to Asia, West Africa, and the Mediterranean area throughout the first 10 centuries
A.D. as the population in these areas increased. It was well established in Europe by the
16th century and spread to the New World as early as 1507 along with European explor-
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ers and colonists. Where it was endemic, the disease
caused periodic epidemics that afflicted mainly chil-
dren (who lacked immunity conferred by previous
exposure), killing up to 30% of those attacked and
leaving others disfigured and blind. In the New
World, it decimated the previously unexposed
Amerindian populations.

It had been known since the 13th century that cuta-
neous inoculation with the causative agent of small-
pox, the variola virus—a practice called variola-
tion—produced a milder form of the disease and con-
ferred resistance, but inoculated subjects some-
times died or transmitted severe smallpox to their con-
tacts. The milestone discovery by English physician
Edward Jenner in 1796 that inoculation with the
closely related cowpox virus—vaccination—could pro-
tect against smallpox gave the world its first safe means
of preventing this dread disease. The implications were
obvious to Jenner, who wrote in 1801, “it now
becomes too manifest to admit to controversy, that
the annihilation of the Small Pox, the most dreadful
scourge of the human species, must be the final
result of this practice.”

Vaccination was rapidly and widely embraced
in Europe and the United States of America. How-
ever, a problem hampered its application in tropical
countries: liquid vaccine quickly lost much of its
potency at ambient temperatures, and refrigeration

A freeze-drying unit for the
production of smallpox
vaccine, Institute of Hygiene,
Havana, Cuba, 1956. Freeze-
dried vaccine remained
effective without
refrigeration even in tropical
heat, and its production in
several countries of the
Americas, facilitated by
PAHO-supplied equipment
and consultants, aided the
smallpox eradication
campaign in this Hemisphere.

was difficult to come by. The solution was provid-
ed by the technique of freeze drying vaccine, devel-
oped in France in 1919. By the time the World Health
Organization was established in 1948, the efficacy of
freeze-dried vaccine had been well documented in
the French colonies in Africa, as was reported to
the First World Health Assembly.

Upon hearing of these reports, Dr. Fred L. Soper,
then Director of the Pan American Sanitary Bureau,
recognized that the thermostable freeze-dried vac-
cine offered the chance to eradicate smallpox from
the countries of the Americas. In 1949, he proposed
to the Seventh Meeting of the Executive Committee
that the countries cooperate in an effort to eradicate
smallpox in the Americas by means of an intensive
program of vaccination and revaccination. The
Executive Committee endorsed his proposal, and in
October of the following year the XIII Pan American
Sanitary Conference recommended that the countries
develop systematic smallpox control programs and
resolved that the Bureau would aid them in solving
whatever technical, financial, or legal problems they
encountered.

Measures to transform this resolve into action
had already been set in motion. In March 1950 the
Bureau had hired Dr. Abraham Horwitz (who nine
years later would become PAHO’s Director) to assist
in the continental coordination of smallpox control
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by negotiating cooperative programs with health
authorities in the affected countries. Dr. Soper also enlist-
ed the help of the United States National Institutes of
Health and the State of Michigan Department of
Health in studies on new techniques for the pro-
duction of freeze-dried vaccine and field trials of
the vaccine’s efficacy. An expert in dry smallpox
vaccine production was contracted by PAHO to visit
several countries, starting with Peru in January 1951,
and assist national health authorities in establishing
production laboratories. Successful initial studies in
Peru led to the commercial-scale production of freeze-
dried vaccine in that country by 1953.

The smallpox situation in the Americas when this
effort began was characterized by unevenness.
Extensive use of vaccination, which was compulso-
ry in some states, had eliminated the disease from the
United States by 1950, and it had disappeared six years
earlier in Canada. Endemic smallpox was also gone
from the Caribbean and virtually nonexistent in
Central America. Mexico saw its last cases in 1951.
However, 11 countries in South America were still each
reporting hundreds to thousands of cases yearly.

Throughout the 1950s, the Bureau continued to
provide the expertise and equipment needed to

establish laboratory facilities capable of producing
freeze-dried vaccine to meet the needs of the coun-
tries’ mass vaccination campaigns. The objective
was to integrate the smallpox eradication effort into
the general framework of public health services in the
countries, which would serve to strengthen those ser-
vices overall. Through mass vaccination campaigns
mounted by the national Governments, by 1959
smallpox transmission had been interrupted in all but
five countries: Argentina, Bolivia, Brazil, Colombia,
and Ecuador. Of these countries, only Brazil, which
had not yet launched a national campaign against
smallpox, still suffered major outbreaks of the disease.

In 1959, the Twelfth World Health Assembly
decided to undertake the worldwide eradication of
smallpox by means of a program similar to the one
being carried out in the Americas. The program
proposed national vaccination campaigns reaching
at least 80% of the population, with technical assis-
tance from WHO. However, it was not until January
1967 that a special budget for this effort was allocated,
marking the beginning of the WHO Intensified
Smallpox Eradication Program. In the meantime,
the Region of the Americas had been adding to its
already-impressive successes. By the start of WHO’s

PAHO celebrated World
Health Day 1965 by

offering smallpox
vaccination at its
Headquarters in

Washington, D.C. The
United States had been
free of the disease since
1950, but the threat, and

thus the need for
vaccination, remained

while smallpox still
existed anywhere.
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Intensified Program, endemic smallpox transmission
had been interrupted in every country except Brazil.

With its vast land area and large population Brazil
presented an enormous challenge for smallpox erad-
ication through mass vaccination. The country’s
first national campaign against smallpox began in
1962 but made limited headway. The introduction
of a new vaccination technique, the jet injector gun,
spurred an intensified second national program
beginning in 1966 after a PAHO-assisted pilot
project showed that the injector gun decreased cost
and increased vaccination efficiency and efficacy
compared to older techniques.

Brazil’s strategy involved a state-by-state mass
vaccination campaign, supported by vaccine pro-
duced in national laboratories. A 1967 outbreak in a
town in Alagoas State that had been previously vis-
ited by the vaccination campaign pointed to the
need for another essential component to the program:
assessment of vaccination coverage and take rates using
household sample surveys. But the decisive factor in
the eventual success of the program was a surveil-
lance and containment effort that began in four pop

Vaccination of
schoolchildren in
Paraguay against
smallpox. The
achievement of high
vaccination coverage
was key to
eradicating the
disease.

ulous states in 1969. Field investigation by epi-
demiologists uncovered large numbers of unre-
ported cases, and discovery of these outbreaks
allowed containment vaccination to be quickly insti-
tuted. Reporting units were encouraged to make
weekly reports, and a standardized report form was
developed. The surveillance and reporting system was
expanded throughout the country over the next two
years, and all suspected cases were investigated.
The last case in Brazil-and the Americas-was
detected in April 1971.

Surveillance continued for two years after the last
case was discovered, and during that time Brazil and
countries sharing a border with it began the process
of preparing reports for the Commission for the
Assessment of the Smallpox Eradication Program in
the Americas, which met in 1973. Based on the def-
inition developed by the WHO Expert Commission
on Smallpox Eradication in 1971, namely, the absence
of clinical illness caused by the variola virus for at least
two years in countries with active surveillance pro-
grams, the Commission certified the Americas free
of smallpox. It urged, however, that vaccination
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Poster produced by the
World Health

Organization in 1978
offering a $1,000 reward

to anyone reporting a
confirmed case of

smallpox during the
period before eradication

was certified. The
reward was never

collected, the last case
having occurred in

Somalia in 1977.

and surveillance activities continue and that, with
PAHO’s help, the technical proficiency of diagnos-
tic laboratories be strengthened, since laboratory
investigation of every suspected case was essential
for epidemiologic surveillance. In 1979, the eradica-
tion of smallpox worldwide was certified by the
Global Commission for the Certification of Smallpox
Eradication, the last case having occurred in Somalia
in 1977.

During the Brazilian campaign, routine and
mass vaccination had continued in other countries
of South America, with a total of 76.2 million vacci-
nations performed between 1967 and 1972. In the
same period, 134.5 million vaccinations and revac-
cinations were carried out in Brazil. Between 1966
and 1972 alone, more than 60 million doses of freeze-
dried vaccines were produced in South America,
almost half of them in Brazil. This massive effort was
supported by the Governments themselves, multi-
lateral organizations, and bilateral aid from other
Governments. In Brazil, during the period of the inten-
sified campaign, the national Government spent
$US4.5 million and PAHO and WHO contributed
approximately $US1.8 million, which was used to sup
ply advisers, vehicles, jet injectors, vaccine, and
vaccine production equipment. The United States of
America provided another $US892,000. Worldwide,
in the period 1967-1979, the international expendi-
ture to eradicate smallpox (multilateral and bilateral)
was $US98 million, while national Governments
spent $US200 million. When the average total annu-

al cost of the eradication effort—about $US23 mil-
lion—is compared to the yearly cost (estimated for
1967) of the disease and measures to protect against
it—$US1.35 billion —the economic benefits of the
eradication campaign become clear.

Other benefits accrued that are still paying div-
idends. The eradication campaign provided a rich
training ground for health personnel. It led to the es-
tablishment and strengthening of surveillance and
sample survey systems that are being employed in
the fight against other diseases. It stimulated the de-
velopment of improved diagnostic and vaccine pro-
duction capabilities in many countries. Finally, it
demonstrated the feasibility of freeing the world from
a once-feared disease, given a worldwide political
commitment and the joint efforts of Governments and
intergovernmental organizations.
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THE CAMPAIGN AGAINST

POLIO

“…it is unacceptable for
any child in the Americas
to suffer from polio.”

T he time has come for us to say that it is unacceptable for any child in the
Americas to suffer from polio.” With that affirmation, on 14 May 1985 the Bureau’s
Director, Dr. Carlyle Guerra de Macedo, announced the beginning of a campaign
to eradicate transmission of wild-type poliovirus in the Region of the Americas

by the end of 1990. The time for such a campaign seemed propitious. Polio incidence had
fallen sharply in the previous five years, thanks to increased vaccination coverage result-

ing from the Expanded Program on Immunization (EPI), which had been launched by WHO
in 1974 and in the Americas by PAHO in 1977. The disease had already disappeared from
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The oral poliovirus vaccine (OPV)
is quick and painless to administer.

some countries, lending credence to the idea that erad-
ication was possible. Later in 1985, PAHO’s Directing
Council would endorse the Director’s proposal,
pointing out that the EPI as a whole would benefit
from this campaign. But no one doubted that
formidable obstacles-technical, logistical, man-
agerial, and financial-would have to be overcome
to achieve this goal.

To help surmount some of these obstacles,
PAHO organized two groups. The Technical Advi-
sory Group, composed of five international experts,
would meet periodically and provide technical guid-
ance, review progress, and recommend any needed
adjustments in the campaign against polio and other
vaccine-preventable diseases targeted by the EPI.
The other group, the Inter-Agency Coordinating
Committee (ICC), represented an unprecedented
commitment by diverse organizations to work
together toward a health objective. It was charged
with coordinating financial support for polio erad-
ication and included members from PAHO, UNICEF,
the U.S. Agency for International Development,
the Inter-American Development Bank, the Canadian
Public Health Association, and Rotary International,
a private voluntary organization with chapters
worldwide. Representatives of these organizations

had been present for Dr. Macedo’s announcement and
had already pledged financial support. Nevertheless,
it was anticipated that the countries themselves
would have to provide at least two-thirds of the
needed resources. To assist them in resource mobi-
lization, national versions of the ICC, chaired by a gov-
ernment representative, were set up in each country.

I n the early 1950s, before the introduction of the
inactivated poliovirus vaccine (IPV) in 1955
and the attenuated live oral poliovirus vac-
cine (OPV) in 1961, poliomyelitis killed thou-

sands of children and crippled many thousands
more each year in this Hemisphere. The successful
use of OPV in the industrialized countries of North
America and Europe, its lower cost compared to
IPV, its ease of administration (orally instead of
by injection), and several immunologic considerations
had made OPV the polio vaccine of choice for inclu-
sion in the EPI. However, this vaccine did have a
major drawback: unlike the thermostable freeze-
dried vaccine that had permitted the eradication of
smallpox in the 1970s, OPV was rendered ineffective
at temperatures above 8°C, necessitating a “cold
chain,” or system of refrigeration during transport
and storage.
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A network of laboratories was essential to the
effort, since polio’s symptoms are mimicked by some
other diseases, and true polio cases can only be dif-
ferentiated by viral isolation from stool samples.
Thus, the success of the eradication campaign depend-
ed not only on ensuring high vaccination coverage
but also on building surveillance systems to un-
cover suspected cases and a laboratory infrastruc-
ture to verify polio cases so that control measures could
be instituted. These control measures, consisting of
intensive vaccination drives in the localities where new
cases were found, became known as “mop-up”
operations.

Vaccination When the EPI began in the Americas,
only about 35% of one-year-old children were covered
with two or three doses (depending on the country’s
practice) of OPV. By 1985 that figure had increased
to around 70%. The goal of universal child immu-
nization against polio would be approached through
three complementary strategies: routine vaccina-
tions carried out at all health care facilities at every
opportunity, mass vaccination by means of nation-
al vaccination days, and the mop-up efforts targeting
extensive areas around cases.

At the beginning of the initiative in 1985, the 11

Maintaining the “cold chain” is vital
to the polio eradication effort. The
vaccine must be kept below 8°C from
the time of manufacture until use.

countries that were classified as polio-endemic
(meaning they had reported confirmed cases in the
past three years) were encouraged to hold national
vaccination days, or jornadas, twice per year at least
four weeks apart. The goal of these days was to
vaccinate as many children under five years old as
possible, regardless of their previous polio immu-
nization status. National vaccination days had been
used successfully in several countries for years and
had led to striking reductions in polio incidence.
Even before the polio initiative began, PAHO had rec-
ommended that this strategy be made an integral part
of the overall EPI program.

The success of national vaccination days, com-
bined with continued routine vaccination, is evi-
dent: as of 1991, OPV coverage was 89% for the
Region as a whole, and coverage with other EPI
vaccines included during national vaccination days
also increased substantially. Even in the midst of civil
strife in Central America and Peru, vaccination cam-
paigns were carried out with the cooperation of the
opposing factions.

Surveillance The key to surveillance is case
reporting, which in turn depends on knowing exact-
ly what to report. For that reason, a uniform case def-
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inition was adopted which called for cases of acute-
onset flaccid paralysis in children under 15 years of
age to be reported as a suspected case of polio.
Investigations would then be carried out to determine
the cause of paralysis. Under the definition of a con-
firmed case in use before 1990, cases were classified
as polio if wild poliovirus was isolated or if they had
residual paralysis, were lost to follow-up, or died,
even if laboratory tests to identify the virus had not
been performed.

The need for virus isolation creates a pressing
demand for timely and correct collection of stool sam-
ples and for laboratories able to analyze them. Soon
after the initiative began, PAHO organized an eight-
member regional laboratory network. These labo-
ratories work together to solve technical problems
related to polio diagnosis, develop new analytic ap-
proaches, and provide training to laboratory person-
nel, offering benefits to the countries of the Region
that extend beyond the laboratories’ role in eradica-
ting polio.

Intensified surveillance activities through a net-
work of 20,000 reporting units, most submitting
weekly reports, has led to a doubling in the number
of cases of acute flaccid paralysis that are reported
and investigated—from 1,100 in 1985 to 2,390 in
1991. PAHO has also been offering a $USlOO reward
since 1989 for written reports of cases that are later
confirmed as polio in order to spur public awareness

Schoolchildren in Mexico
publicize one of the country’s

national vaccination days
with signs telling parents

“Vaccinate me!” Mass
vaccination campaigns are an
important part of the strategy
to eradicate polio and control

the other EPI diseases.

and ferret out cases that might escape the notice of
health services. Even as case-finding activities have
increased, the number of confirmed cases has kept
declining, falling from 946 in 1986 (an increase over
1985 owing to the enhanced surveillance) to only
9 in 1991.

Mop-up By 1989, confirmed cases were limit-
ed to northwestern Mexico, the Andean subregion
(Colombia, Ecuador, Peru, and Venezuela), and
northeastern Brazil. Special house-to-house vaccina-
tion campaigns of children under five were begun in
these areas to reduce the risk of outbreaks. In 1991,
polio cases were confirmed only in coastal Colombia
(8 cases) and central Peru (1 case), and the mop-up
operations swung into high gear in these areas.
During two rounds of campaigns in 1991 and a
third in early 1992, health workers and volunteers vis-
ited over a million households in 199 coastal coun-
ties in Colombia and vaccinated 80% of the chil-
dren under five years old. An even more massive
mop-up campaign-targeting two million house-
holds-was held in Peru in March and May 1992
in response to the last case of polio detected in the
Americas, on 23 August 1991 in Junín. To maximize
the value of this contact with the population, health
education activities aimed at reducing the enor-
mous cholera epidemic were included in the oper-
ations in both countries.
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Even as surveillance has intensified, resulting in reports

of more cases of paralytic disease, the number of cases
confirmed as polio has plummeted.

The dramatic reduction in polio cases as immuniza-
tion coverage has increased is clearly illustrated in the

above graph.

In anticipation of the day when all these labors
will achieve the campaign’s goal, in July 1990 PAHO
convened the International Certification Commission
of Poliomyelitis Eradication in the Americas to de-
velop a methodology for certifying countries polio-
free. However, a stumbling block to this process is
that timely and adequate stool specimens are some-
times not obtained from reported cases of acute
flaccid paralysis, which means that a diagnosis of
polio cannot definitively be ruled out. Efforts to
strengthen all the links in the surveillance and diag-
nosis chain are continuing. In addition, the Commis-
sion called for environmental sampling from sewage
to complement surveillance for cases.

As it did in the campaign to eradicate smallpox,
the Region of the Americas has led the way in the fight
against polio. Noting the progress that had already

selves, despite the economic crisis of the 1980s, allo-
cated almost US$500 million to immunization ef-
forts against polio and other diseases. Although the
1990 target date was not met, eradication now

appears imminent, since no new cases have been detect-
ed since August 1991. The campaign can certainly be
considered a success and the investments well spent.
The threat of polio has vanished for the vast major-
ity of the Region’s children, not only preventing
hundreds of deaths and incalculable suffering but
also saving millions of dollars in treatment and
rehabilitation costs each year. The strengthened
surveillance and laboratory systems are a legacy
that is currently being utilized in efforts to eliminate
other diseases-campaigns that will continue to
benefit from the lessons learned in the fight against
polio, long after that disease is just an unpleasant
memory.been achieved in this Region, in 1988 the Forty-first

World Health Assembly resolved that WHO
would work toward the global eradication of
poliomyelitis by 2000, and a WHO consultation rec-
on-unended in 1990 that the campaign should employ
strategies similar to those in use in the Americas.

In this Region, the investment of resources, both
human and financial, has been enormous. The
agencies of the ICC have contributed over $US110
million to the campaign, while the countries them-
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PREVENTING DISEASES THROUGH

IMMUNIZATION

It only
hurts for a

moment, but
the benefits

last a
lifetime—

vaccination
with DPT

and measles
vaccine in

Mexico.

W hen the International Sanitary Bureau (now PAHO) came into being in

1902, one of the responsibilities set forth for it was “to offer its aid and
experience in the promotion and protection of the health of the coun-
tries in order that disease may be eliminated.…” At that time, the

weapons available for this undertaking included only one vaccine—against smallpox.
Since then, an arsenal of vaccines has been developed, and immunization has proven

to be the most cost-effective public health measure for preventing disease and death,
especially among children. Today, the dream of eliminating some vaccine-preventable
diseases is close to becoming reality, as it did for smallpox, and research is under way

to develop new vaccines and improve existing ones.
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In May 1974 the World Health Organization
announced the beginning of the Expanded Program
on Immunization (EPI) in order to make the enor-
mous benefits of immunization available to more chil-
dren in developing countries. Six diseases were tar-
geted by the program, requiring application of four
different vaccines: measles vaccine; DPT, against
diphtheria, pertussis (whooping cough), and tetanus;
BCG, against tuberculosis; and oral polio vaccine
(OPV). In 1977, when PAHO launched the EPI in
the Americas, only 25% to 30% of the children in this
Hemisphere were covered by these vaccines.

The purpose of the EPI program in this Region
and the other WHO regions is to provide support to
national immunization services so that they can
reach the goal of immunizing all children under
one year old. Because of precarious economic con-
ditions, developing countries often encountered
a major obstacle to improving immunization cover-
age at the first step: obtaining the needed vaccines.
At the start of the EPI in the Americas, PAHO devel-
oped a means of ensuring that the countries could
obtain a steady supply of highquality vaccines at the

“For the life of the

child”—a reminder

to participate in a

national vaccination

day campaign.

lowest possible cost. The EPI Revolving Fund was
authorized in 1977 by PAHO’s Directing Council and
became operational in 1979. The fund was capitalized
with money from the PAHO budget, large donations
from UNICEF and the Governments of the
Netherlands and the United States of America, and
contributions from several other Governments.

The Revolving Fund works as follows: Each
year the countries submit to PAHO a listing of their
vaccine requirements, broken down by quarters.
PAHO consolidates all the lists and sends out bids
to vaccine suppliers, advising them of amounts
needed and required delivery dates. The lowest
bidders that can supply vaccine meeting WHO qual-
ity specifications on the required schedule are select-
ed, and the vaccines are purchased with money
from the fund. The counties then reimburse the
fund in local currency once they have received the
vaccines. This system not only prevents disruption
in vaccine supplies but also permits the countries to
benefit from the reduced costs of bulk orders. These
savings are so substantial—up to 80% off the price
of vaccines ordered by an individual country—that
they can be crucial to a national immunization pro-
gram’s success.

The remarkable progress attained since the EPI’s
inception is obvious from the figures on vaccination
coverage of children under one year old. For measles
vaccine, Region-wide coverage rates have increased
from 23% in 1978 to 80% in 1991; for DPT, from
12% to 75%; for BCG, from 31% to 81%; and for
OPV, from 24% to 89%. These coverage increases
translate into millions of cases of illness averted
and young lives saved, and, in the case of polio,
have resulted in the virtual disappearance of a much-
feared disease (see pp. 221-225).

The success of the polio eradication effort has
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encouraged new goals. Some countries and subregions
of the Americas are currently engaged in campaigns
to eliminate measles. because measles is highly con-
tagious and easily introduced from other areas, it is
impractical at present to speak of eradicating this dis-
ease from a given area (that is, wiping it out perma-
nently). Instead, it may be possible to eliminate the
indigenous transmission of the measles virus by
achieving and maintaining a high level of immuni-
ty in the population.

After the introduction of an effective vaccine in
the 1960s, measles cases in the Region dropped off
dramatically, but periodic epidemic outbreaks have
continued to occur. The goal of eliminating measles
in the United States, originally set for 1982, has not
yet been realized. Nevertheless, since humans are the
only host of the virus, the interruption of transmis-
sion is theoretically possible and may have been
accomplished in Cuba, where a mass vaccination
campaign launched in 1988 achieved 95% coverage
of children 1 to 14 years old. Another such drive
has begun in the English-speaking Caribbean and
Suriname, based on the 1988 commitment of the
Caribbean Community Ministers Responsible for
Health to eliminate measles in that subregion by
1995.
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Under the slogan “Make Measles History,” the
Caribbean has set out to make history by being the

first extensive geographic area to rid itself of the dis-
ease. The cornerstone of the plan of action developed
by PAHO for this effort was a month-long mass
vaccination campaign held in all the countries in May
1991. Well in advance, a large, multimedia promo-
tional campaign was undertaken to raise public



awareness of the importance of immunization.
Popular entertainers were enlisted for a half-hour
television special that aired several times just
before the vaccination drive began. Measles Elimina-
tion Month succeeded in immunizing over 90% of
children 9 months to 15 years old. The next steps
are to maintain high vaccination coverage among
children born each year and to strengthen the surveil-
lance system for measles. To that end, all the coun-
tries began weekly reporting of the occurrence
(or nonoccurrence) of measles cases to PAHO’s
Caribbean Epidemiology Center (CAREC) in
September 1991. Suspected cases are investigated,
with analysis of blood specimens at CAREC, and
outbreak control measures immediately instituted.

Other countries are following the example set by
those in the Caribbean. In November 1991, the Coun-
cil of Ministers of Health of the Central American

To protect newborns

against neonatal

tetanus, women of

child bearing age are

vaccinated with two

doses of tetanus

toxoid. They pass the

immunity to their

babies.

Countries resolved to eliminate the indigenous trans-
mission of measles in Central America by 1997, with
activities beginning in 1992. After a highly success-
ful campaign in the state of São Paulo, Brazil em-
barked on a national vaccination campaign against
measles in April 1992, and Chile began its own
initiative in the same month. The results of all these
initiatives will be carefully studied to assess the
feasibility of a regional campaign. Measles, the
biggest killer among the vaccine-preventable dis-
eases, may soon be on the run in this Region.

One killer disease that until recently had received
less attention is neonatal tetanus, an infection
acquired at birth when delivery takes place in unhy-
gienic conditions. While around 1,300 cases have been
reported annually in the Americas in recent years,
surveys indicate that 10 times as many may actu-
ally occur. Since newborns are affected, vaccina-
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tion campaigns aimed at older infants or children are
useless against this disease. Fortunately, newborns
can be protected if their mothers receive at least
two doses of tetanus toxoid vaccine (TT). In 1989 WHO
and PAHO both endorsed the goal of eliminating
neonatal tetanus as a public health problem by 1995,
and vaccination of women of child-bearing age
with TT has been integrated into the EPI. PAHO’s
strategy calls for vaccinating all such women who live
in high-risk areas, which are defined as a district in
which the incidence of neonatal tetanus was high-
er than the national average in any of the three to
five previous years. These high-risk areas—5% of
the districts—account for over half the cases. Offer-
ing women in these areas immunization at every
opportunity—such as during prenatal examina-
tions and other contacts with the health services,
in house-to-house vaccination campaigns, and along
with their children on national vaccination days—
should dramatically reduce the number of neo-
natal tetanus cases. Figures reported to PAHO in
1991 indicate that the countries are concentrating
their resources in line with this strategy; while still
low overall, TT vaccine coverage rates are up to
twice as high in high-risk areas. Improved epi-
demiologic surveillance for this disease is another
important feature of the fight to eliminate it.

The need for improved surveillance also applies
to pertussis, which is outranked only by measles and
neonatal tetanus as a vaccine-preventable cause of
death. As with the other EPI diseases, as vaccination
coverage rates (with DPT) rose, the number of report-
ed cases dropped sharply. But because the symptoms
vary in severity and can be hard to recognize, it is
believed that pertussis is greatly underreported. To
help resolve this problem, PAHO has recently pro-
posed a standard case definition and will work with
the countries in improving their case identification
and reporting systems.

Vaccines against several other diseases may be
added to the EPI in the future. Experts on viral hep-
atitis have called for the inclusion of hepatitis B
vaccine. EPI is promoting more research on the epi-
demiology and incidence of rubella to permit the most
appropriate vaccination strategies to be selected. A
new vaccine against Haemophilus influenzae infec-

tion, an acute respiratory illness of young children,
may be added if studies show it is a cost-effective inter-
vention and resources are found to purchase it.

The development of new vaccines against other
serious diseases and the improvement of existing ones
would be a boon to the health of children around the
world. To strengthen vaccine-related research in
the countries of Latin America and the Caribbean,
PAHO has proposed the creation of a Regional
System for Vaccines, which would aid the coun-
tries in the development and testing of new and
improved vaccines and stimulate training in new
technologies. A worldwide effort, the Children’s
Vaccine Initiative, was launched in December 1991
by WHO, UNICEF, the United Nations Development
Program, the World Bank, and the Rockefeller
Foundation to encourage the pharmaceutical indus-
try to invest in vaccine research and development.
A single-dose tetanus toxoid vaccine, a measles vac-
cine that would be effective in children younger
than nine months of age, and a thermostable oral polio
vaccine are among the first goals of the initiative. A
“super vaccine” combining protective agents against
many different diseases is a long-term dream.

Further gains in immunization coverage, with
new or existing vaccines, will require the contin-
ued commitment of the countries and the multilat-
eral, bilateral, and private organizations—such as
UNICEF, the U.S. Agency for International Develop-
ment (USAID), the Inter-American Development
Bank (IDB), Rotary International, and the Canadian
Public Health Association (CPHA)—that have pro-
vided such valuable support to the EPI throughout
its existence. This unprecedented cooperation is
continuing in the form of Child Health Phase II, a
five-year (1991-1996) accelerated immunization pro-
gram in the Americas launched by PAHO and
USAID. Rotary International, IDB, and CPHA have
also joined in this new effort. It aims to give the
financial boost needed to complete the polio eradi-
cation effort and the current measles and neo-
natal tetanus elimination campaigns, as well as to
further reduce the occurrence of all the vaccine-pre-
ventable diseases. In the wake of the enormous suc-
cess already achieved by the EPI, these goals, once
distant visions, are within sight.
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An important
complication of

acute respiratory
infections is

inflammation of
the middle ear,

which can lead to
hearing loss.

ACUTE RESPIRATORY

INFECTIONS

F rom the common cold to influenza, respiratory infection is a universal experi-
ence and in most instances only a minor, though miserable, illness. However,
not all cases are so benign: every year acute respiratory infections, particular-
ly pneumonia, prove fatal to more than 100,000 children under one and more

than 40,000 children one to four years old in the Americas. Even in their milder forms,

respiratory infections are so frequent (an average of four or more episodes per year in
children under five) that they place a tremendous burden on health services, generating
30% to 60% of all pediatric consultations. More serious cases account for 20% to 40%
of child hospitalizations.
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Although the diseases are ubiquitous, there is
a great disparity between the industrialized and
developing countries in the toll they exact. Only
1% to 3% of deaths among children under five in
the developed countries of the Region are due to
pneumonia, whereas in the developing countries
pneumonia accounts for 10% to 25% of these
deaths. Degree of access to health services is a key
element explaining this difference.

For many years PAHO’s work has addressed
aspects of the acute respiratory infection problem.
As far back as 1929 the Pan American Sanitary
Bureau was publishing periodic updates on the
occurrence, diagnosis, and treatment of influenza
and pneumonia in its Boletín de la Oficina Sanitaria
Panamericana. When prevention of three danger-
ous acute respiratory infections became possible
with the advent of effective vaccines against diph-
theria and pertussis (whooping cough) in the
1940s and against measles in the 1960s, the
Organization assisted in the development of vac-
cine production laboratories and the planning of
mass vaccination campaigns in the Member
Countries, even before the start of the Expanded
Program on Immunization (EPI) in the Americas
in 1977. Nevertheless, it became clear that the
complex problems posed by acute respiratory

PAHO helps train
health care profes-
sionals to diagnose
and properly manage
cases of acute respi-
ratory infection.

infections—diseases of diverse etiologies, requir-
ing varying treatments and giving rise to several
important complications—called for a compre-
hensive approach to aid the countries in prevent-
ing and managing them.

Since 1978, the program of work of the World
Health Organization has included a section specif-
ically dealing with the control of acute respiratory
infections. The 32nd World Health Assembly
(1979) adopted a resolution which urged the
Member States of WHO to give priority to the
fight against respiratory infections and called on
the international funding agencies to lend support
to this new initiative as an important element in
primary health care. The Program for the Control
of Acute Respiratory Infections (ARI) was estab-
lished as a distinct WHO program in 1982, with
funding beginning in 1984.

In the meantime, PAHO and the countries of
the Americas had also begun to work in this area.
As early as 1970, Costa Rica had established ARI
control activities. By 1980 several countries had
expressed interest in starting national ARI pro-
grams, and an ARI program was organized with
PAHO support in Pará State, Brazil. The experi-
ence of Costa Rica and Brazil was instrumental to
WHO’s design of control strategies in the late
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1980s. The regional ARI initiative became a major
activity of PAHO technical cooperation in 1983.

One goal of the regional program is to aid the
countries in setting up national ARI programs
that will reduce child mortality through correct
case management of acute respiratory infections,
particularly pneumonia. About one in every 50
episodes of respiratory illness in children devel-
ops into pneumonia, most commonly caused by
the bacteria Streptococcus pneumoniae and
Haemophilus influenzae. Without adequate treat-
ment 10-20% of these cases result in death. Proper
case management depends on early recognition
of pneumonia and treatment with antibiotics.
Training to recognize pneumonia must be
directed not only to medical and nursing person-
nel and community health workers, but to fami-
lies as well, so that they will quickly seek medical
attention for the child. Prompt treatment with
antibiotics is crucial in cases of bacterial pneumo-
nia. However, most acute respiratory infections
are caused by viruses, which are not affected by

antibiotics. Unnecessary antibiotic treatment is
not only a waste of resources, it is dangerous
because it can lead to the emergence of drug-resis-
tant bacterial strains, produce toxic side effects,
and deplete the supply of these drugs, making
them unavailable to patients who really need
them. The regional ARI program has promoted
guidelines to reduce the inappropriate use of
antibiotics and is working to train health workers
in this regard. Clinical training is carried out in
ARI treatment training units, which PAHO is
helping to establish in some health services that
see a high volume of acute respiratory cases.
Twenty such units are now in operation in seven
countries.

Other training activities carried out by PAHO
have included sponsorship of numerous courses
and seminars for ARI program managers, devel-
opment and distribution of technical standards
for case management, and production of manuals
and other teaching materials, including training
modules for supervisors, primary care and hospi-

re
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tal personnel, and community health workers.
The regional program also translates and dis-
tributes a Spanish version of the international
newsletter ARI News (“Noticias sobre IRA”), and
since 1983, in collaboration with the U.S.
National Library of Medicine, has been producing
a periodic bibliography of scientific works on
acute respiratory infections.

Another component in the fight against these
illnesses is research. PAHO is supporting re-
search on diagnostic criteria for pneumonia in
infants and older children, on the behavior of
families with regard to seeking medical care
when a child becomes ill, and on the effective-
ness and efficiency of health services in treating
ARI. Other studies are directed toward testing
promising new vaccines against the pneumonia-
causing bacteria—research that potentially will
add to the already—important role immunization
plays in preventing deaths from acute respiratory
infections.

Other interventions besides vaccination can
reduce mortality and complications from respira-
tory infections, since certain preexisting condi-
tions tend to make the illnesses more severe. The
most important risk factors are low birth weight
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and malnutrition, which weaken a child’s resis-
tance to disease and ability to fight it. Indoor air
pollution, especially smoke from cooking fires in
poorly ventilated areas and parental tobacco
smoke, also has been shown to increase the inci-
dence of respiratory infections and aggravate
their severity. Therefore, the aims of the ARI pro-
gram are closely linked to those of other maternal
and child health initiatives, and its work is inter-
connected with that of other PAHO programs,
such as nutrition, environmental health, essential
drugs, and health services development.

Control of acute respiratory infections is one
of the most important elements in the overall
effort to improve children’s health and develop-
ment to which heads of State committed their
countries at the U.N.-sponsored World Summit
for Children in September 1990. The goal of
reducing deaths from acute respiratory infections
by one-third is one of the six child health targets.
Those countries with the highest infant mortality
rates (above 40 per 1,000 live births), which
account for most of the ARI mortality, will be the
priority focus of program activities in the period
1992-1994. In addition to activities related to the
countries, the regional program is working to
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coordinate and establish support from interna-
tional agencies of the United Nations system and
other nongovernmental organizations. For this
purpose, PAHO, WHO, UNICEF, and the United
Nations Development Program (UNDP) orga-
nized the International Consultation Meeting on
the Control of ARI, held in Washington, D.C., in
December 1991, which brought together special-
ists and representatives of international agencies
to analyze progress and declare their commitment
to support the project. An Interagency
Coordinating Committee for the Control of ARI,
made up of PAHO, UNICEF, and the United
States Agency for International Development, has
been established, and the countries are being

encouraged to include an acute respiratory infec-
tion component in the national committees
charged with pursuing the goals of the World
Summit for Children.

To date, all the countries have designated a
focal point for ARI control and have adopted the
WHO technical guidelines for ARI prevention and
treatment. Sixteen countries have prepared ARI
control plans that follow these criteria, 20 have
done a profile of the problem in their country, and
20 already use PAHO training modules. As more
of the countries put control plans into operation,
the toll of these diseases will be reduced signifi-
cantly, and the effectiveness of the health services
will be strengthened in the process.
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THE CAMPAIGN AGAINST

CANCER

C ancer, one of the most feared scourges of humankind, continues to pose a

challenge for modem medical science and public health agencies. Several
aspects associated with socioeconomic development are contributing to the
rise in mortality from cancer being seen in many parts of Latin America:

rapid industrialization and urbanization, increasing life expectancy and the rising aver-

age age of the population, improvements in communicable disease control, and the

popularity of harmful habits such as smoking. And, aside from changes in the popula-
tion’s profile, the incidence of cancer also is gaming in real terms.

237
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still widely cited in the
literature in this field.

For almost three decades, PAHO has been
making a significant contribution to cancer control
in the Region’s countries. Given the complexity of
the factors that contribute to the development of
malignant neoplasms, many of the Organization’s
programs are involved in cancer control in one
way or another. These activities are carried out
along two basic levels: in general terms, healthy
habits are promoted to help prevent certain types
of cancer, and, specifically, activities are under-
taken in the areas of research, dissemination of
knowledge, training, development of registries,
detection, treatment, and social support services.

Background Articles in some of the earliest
issues of the Boletín de la Oficina Sanitaria Panamer-
icana sketched what would become the long-term
effort to unravel the enigma of cancer and stop its
devastating impact on the Region’s societies. At
the beginning of the century, the fight against can-
cer was waged almost entirely through oncology
centers located in some of the countries, con-
gresses and meetings, and the work of indepen-
dent researchers.

The full participation of international public
health agencies in the cancer campaign began in

the 1960s, when WHO, on the basis of data col-
lected by numerous international tumor reference
centers, began to develop an international classifi-
cation of malignant neoplasms in a series of “blue
books” accompanied by color slides. At the same
time, the section on tumors in the International
Classification of Diseases was expanded, and in
1972, a provisional supplement was published
containing a nomenclature for the histological
typing of neoplasms. After careful revision of
existing tumor nomenclature, in 1974 PAHO pub-
lished an updated Spanish version of the Ameri-
can Cancer Society’s original 1951 edition of the
Manual of Tumor Nomenclature and Coding (Manual
de Nomenclatura y Codificación de Tumores), which
proved to be a major contribution to the work of
pathologists, oncologists, and researchers in Span-
ish-speaking countries.

Cancer Registries During the 1960s, PAHO
actively joined the fight against this disease, which
by then had become one of the leading causes of
mortality in the Region. The Organization began
by providing technical advisory services to the
countries for the establishment of cancer registries,
which are indispensable sources of data for the
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Since the 1980s, the Organization has stressed the
modernization and expansion of cytology-based

diagnostic programs in several countries. Technicians
at the Brazilian Cancer Control Institute run cytology

tests, an extremely important step in the control of
cervical cancer.

design of control programs. In 1969, PAHO spon-
sored a seminar in Colombia on cancer registries.
The resulting report, Seminario sobre Registros de
Cáncer en América Latina [Seminar on Cancer Reg-
istries in Latin America], has served as a model for
the counties of the Region, along with a Spanish
translation, published in 1977, of the WHO Hand-
book for Standardized Cancer Registries. The direct
support provided to the Bureau for the creation
and maintenance of these registries in a number of
places has been strengthened over the years and
continues to be an important aspect of the institu-
tion’s effort to conquer cancer.

Research Activities The establishment of reli-
able registries enabled PAHO to undertake
regional epidemiologic studies on cancer. In the
mid-1960s, one of the first and most important was
carried out in 12 cities to identify patterns of mor-
tality in urban areas. The resulting publication,
Patterns of Urban Mortality, revealed alarming fig-
ures, which led PAHO to establish a Cancer Con-
trol Unit at its Headquarters in 1968.

While it is impossible to list all the studies
carried out or supported by PAHO in the years
that followed, many of which played a decisive
role in the orientation of its control policies, the
highlights included: a survey conducted in eight
Latin American cities to ascertain the frequency of
smoking (with a resulting publication that is still
widely cited in the literature in this field), a study
on the role of health education in the control of
cancer, studies of dietary factors in the develop-
ment of stomach cancer in three countries with
high cancer incidence, and epidemiologic and bio-
chemical research on cancer of the gallbladder
among Bolivian women.

Through the Collaborative Cancer Treatment
Research Program instituted by PAHO in 1977 at

several centers in Latin America and the United
States, many phase I, II, and III studies have been
done on the effects of surgery, radiation therapy,
chemotherapy, and immunotherapy in the treat-
ment of different types of neoplasms. In the last
decade, PAHO has participated in a series of four-
year studies, conducted in collaboration with
WHO and several U.S. and Latin American insti-
tutions, on the possible carcinogenic and terato-
genic effects of pesticides on humans. When, in
the mid-1980s, the human T-lymphotropic virus
(HTLV) began to spark the scientific community’s
interest, PAHO conducted a study on it in
Jamaica. These examples illustrate the breadth of
PAHO’s research in the area of cancer, ranging
from epidemiologic aspects to causality, detection,
and treatment.
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Development of Programs and Human
Resources Since the 1960s, PAHO has provided
technical advisory services to oncology institutes
in many countries and has prepared guidelines
for developing and coordinating detection and
control programs throughout Latin America.
Three forms of the disease in particular-cancer of
the cervix, breast cancer, and lung cancer-have
received the most attention because of their high
prevalence and the possibility of controlling the
first two through early detection and the third
through behavior modification. During the 1980s,
PAHO focused on the modernization and expan-
sion of cytology-based diagnostic programs in
several countries.

To cope with the manpower needs generated
by the expansion of these programs, PAHO pro-
moted the creation of training centers and has
offered fellowships at the graduate level, courses
in clinical oncology, and many other educational
opportunities for pathologists, radiation thera-
pists, epidemiologists, and other professionals
and technicians concerned with cancer detection
or treatment. An example of these efforts was a
project that involved training and exchange of

A physician in Costa
Rica examines a

patient’s mouth to
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in the countries
aimed at detecting

cancer before the
first symptoms

knowledge about chemotherapy carried out by
PAHO in 1974 with the participation of oncology
centers in Brazil, Chile, Colombia, Peru, and the
United States.

Cancer Treatment PAHO also has left its
mark in the area of treatment. During the eco-
nomic crisis of the 1980s, the high cost of drugs
used for chemotherapy became an especially seri-
ous problem in the Latin American countries
without social security programs or access to
these drugs at reduced prices. In 1983, the Organi-
zation compiled a list of essential cancer treatment
drugs and developed a plan for their procurement
in the countries. Following up on these initiatives,
chemotherapy protocols were prepared for stom-
ach cancer, cancer of the cervix, breast cancer,
leukemias, and pediatric tumors. In the 1980s a
survey of dosimetry units used in radiation ther-
apy was conducted among institutions participat-
ing in the Collaborative Cancer Treatment
Research Program.

Dissemination of Knowledge In 1974
PAHO, working in collaboration with the U.S.

appear.
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Periodic breast examinations and, especially, mam-
mographies such as the ones being studied by this
physician, represent the best hope for detecting
breast cancer early enough for a good prognosis.

PAHO emphasizes educating women about the
importance of these early detection methods.

National Cancer Institute, the International Union
Against Cancer, and the International Agency for
Research on Cancer, initiated a project to link the
Latin American and the Caribbean countries in a
specialized information network known as the
Latin American Cancer Research Information Proj-
ect (LACRIP). Under this project, which is man-
aged by the Regional Library of Medicine and
Health Sciences (BIREME) in São Paulo, Brazil, the
articles, protocols, and studies on cancer that are
produced in the Region are fed into the major data
bases such as CANCERLINE, CANCERLIT, CAN-
CERPROJ, and CLINPROT. Among its benefits,
LACRIP serves as a valuable tool for identifying
new areas of research. An especially important ini-
tiative under this project was the formation, in
1983, of the Selective Cancer Information Dissemi-
nation Service, whose Spanish-language quarterly,
Diseminación selectiva, provides information on
diagnosis, epidemiology, and treatment to thou-
sands of subscribers.

Through reports and other publications,
PAHO has placed countless teaching materials
within the reach of professionals and technicians
in the field of oncology, some of which already

have been mentioned. Additional examples
include the following scientific publications: a
Spanish-language version of Early Detection of Oral
Cancer and Precancerous Lesions, Manual on Norms
and Procedures for Cervical Cancer Control (updated
in 1985), and a manual on clinical radiation
dosimetry (adapted to needs in Latin America).

I n the future, PAHO’s campaign against can-
cer will be waged through the structuring of
national control programs that will help to
provide all communities, even the most

remote, with educational materials on prevention,
early detection, and treatment. The success of the
programs-measured in terms of reduced cancer
mortality-will depend on the extent to which
they succeed in instilling in the population the
importance of healthy habits, self-monitoring, and
periodic checkups for early detection. In its ongo-
ing support of the Governments and agencies that
are joined in the struggle against cancer, PAHO
will continue to work on mobilizing all involved
sectors in a common effort to reduce the physical
and moral burden that cancer inflicts on our soci-
eties.

241



TARGETING UNIVERSAL

AVAILABILITY OF

ESSENTIAL DRUGS

In an illustration
from the

Florentine Codex,
a medicinal plant

changes hands
between two

Aztec men.

0 f all the spectacular advances of the 20th century, few have benefited

humankind as much as the development of safe and effective drugs. The
continuous search for new drugs has given rise to a huge transnational

pharmaceutical industry and to thousands of commercial products whose

quality, safety, registration, distribution, advertising, and use require careful regulation.
The Pan American Health Organization has been a leader through the years, playing a
proactive role in setting regulatory policies in this area.
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This 19th century advertisement illustrates the
exaggerated or outright false claims about the healing

power of medicines that have been made for
centuries. In the 1950s, the Organization issued a
strongly worded warning against “miracle drugs,”
and a decade later, PAHO’s Directing Council
recommended the prohibition of false or misleading

advertisements.

Historically, technological dependency has
forced the health sectors in Latin America and the
Caribbean to devote a major portion of their bud-
gets to the purchase of pharmaceutical products,
but they have been unable to overcome some of
the difficulties typical of developing societies:
unavailability of drugs to certain groups, lack of
information and false claims about drugs, discrep-
ancies between demand and real health needs,
inappropriate use of products, and ineffective
supply systems. In response to these problems
and in order to adapt its policies to the priorities
of the moment, PAHO has provided ongoing
advisory services to the countries of the Americas,
with a view to making available safe, effective,
and good-quality pharmaceutical products to all
segments of the population.

Early Activities of the Bureau The United
States Pharmacopeia, first published in 1820 and
since updated numerous times, was the officially
recognized list of drugs in the United States at the
beginning of this century. In 1905, the II Interna-
tional Sanitary Conference proposed that it be

translated into Spanish in order to provide a basic
reference for physicians and pharmacists in the
Americas. The project was slow to come to
fruition, but the translation of the 11th revision of
the Pharmacopeiu and its First Supplement was
finally published in 1936. It was followed three
years later by the translation of the Epitome of the
Second Supplement. This impressive effort, carried
out by the Pan American Sanitary Bureau with the
assistance of auxiliary commissions from Cuba,
Puerto Rico, and the Philippines, remains one of
the earliest and most outstanding examples of
international scientific collaboration,

In the early part of this century, all the coun-
tries had independent pharmacopeias and the
need for a common standard was urgent. As early
as 1923, the V International Conference had rec-
ommended that the countries adopt uniform reg-
ulations, and in 1924 the VII Pan American Sani-
tary Conference laid the foundation for the
corresponding legislation. The proposals of that
Conference were subsequently adopted by the IX
Pan American Sanitary Conference in 1934, which
also designated the Bureau as the liaison among
the national commissions of the American phar-
macopeias. To fulfill this mandate, in 1938 the
Bureau began publishing a series of 24 articles in
the Boletín entitled “La Farmacopea y el médico”
[The Pharmacopeia and the Physician].

Growth of the Pharmaceutical Industry The
Bureau’s efforts in the area of drug regulation
gathered momentum with the rapid growth of the
pharmaceutical industry during World War II. In
1947, the XII Pan American Sanitary Conference
recommended the creation of a Committee on
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Drugs and Foods to study problems arising from
the exportation, importation, manufacture, and
supply of drugs, food, and cosmetics, coupled
with the setting of standards to facilitate commer-
cial exchange while safeguarding health objec-
tives. It also recommended that the Bureau ensure
that official laboratories be supplied with stan-
dards for determining drug potency. In response
to proposals of many earlier Pan American Sani-
tary Conferences, the XII Conference ratified the
promulgation of a Pan American Pharmacopeia—

a project that never came to fruition—and recom-
mended that the countries endeavor to stem the
traffic of dangerous or fraudulent drugs, make a
general revision of pharmaceutical products and
remove any that violated the principles of modem
therapeutics, and make manufacturing licenses
renewable for periods not longer than five years.

Quality Assurance Measures When the
Bureau became the Regional Office of the World
Health Organization in 1949, the World Health
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Assembly had already been given the authority,
under the WHO Constitution, to adopt regulations
regarding the quality, advertising, and labeling of
drugs that moved in international commerce. Over
the next two decades, the Bureau concentrated on
ensuring the safety, potency, and purity of drugs
and on setting guidelines for their evaluation. In
order to ensure good quality beginning with the
preparation phase, it approved a set of “good
manufacturing practices,” with which producers
of pharmaceuticals were urged to comply. These
standards have served as the basis for all quality
control activities since then. To reinforce them, the
Bureau has sponsored numerous courses and
workshops, many held for its own staff members
and inspectors.

During the following two decades WHO pub-
lished the first International Pharmacopeia, and the
measures designed to ensure legislative standard-
ization were strengthened. In 1958, with the assis-
tance of the Organization of American States,
WHO, and the International Union for the Protec-
tion of Industrial Property, PAHO established a

food and drug control program. At the same time,
the Governing Bodies suggested that laws be
adopted in the countries giving the Governments
the authority to regulate research activities and all
aspects relating to the purchase, control, registra-
tion, inscription, and distribution of drugs in their
territories. In order to support these measures,
PAHO followed the recommendations of the XV
Pan American Sanitary Conference, held in 1958,
and increased distribution of the most recent pub-
lications on therapeutics and pharmacology, orga-
nized meetings on the subject, and provided
resources for the training of specialists in control
techniques.

he 1950s brought increased awareness of
the damage that could be done by irre-
sponsible and false advertising of prod-
ucts. Several strongly worded warnings

were issued against “miracle drugs,” and in 1960
the Directing Council recommended the prohibi-
tion of any false and misleading advertising that
would diminish the benefits of drug control laws.

A successful pro-
gram of essential
drugs rests on well-
trained pharmacists
who are fully aware
of their role as
experts. PAHO has

devoted much effort
toward enhancing
education in this
area, including the

establishment of
centers in Central
America and the
Andean area that
disseminate up-to-
date information.



Following a lengthy study, PAHO determined to
undertake a closer examination of certain aspects
of the problem, particularly the potential terato-
genie properties of some drugs. In 1962, the XVI
Pan American Sanitary Conference recommended
that congenital defects be noted on certificates of
fetal death and live birth and that all imported
and domestically produced pharmaceutical
preparations be subject to quality inspections. In
light of the latter recommendation, in 1965 PAHO
began working toward establishing official inter-
national quality control laboratories, which would
later become important centers for research, refer-
ence, and training. It also began to sponsor annual
meetings for officials responsible for food and
drug control in Central America and Panama.

During the 1960s, PAHO espoused policies
aimed at extending the drug supply services from
the tertiary to the primary care level, while simul-
taneously continuing to ensure the quality of food
and drugs and to strengthen control activities in
the Region. The first Seminar on Drug Control in
the Americas, held in 1970 and sponsored by
PAHO and the Government of Venezuela,
emphasized the importance of adequate training
for auxiliary personnel and clinical pharmacolo-
gists and the need to standardize existing policies.
Consumers were the focus of increasing attention,
as was highlighted in 1972 when the 25th World
Health Assembly urged Governments to inform
their populations about the use, hazards, and lim-
itations of drugs. In addition, it requested that
they study the expiration of pharmaceutical prod-
ucts and that they maintain good records and a
system of certification to guarantee good quality.

The Regional Program on Essential Drugs
After the Declaration of Alma-Ata (1978), PAHO
turned its attention to the cost and availability of
drugs. It was acknowledged that given the rapid
growth of the population, if the goal of “health for
all by the year 2000” was to become a reality, tak-
ing into account the rapid growth of the popula-
tion, a larger portion of the limited budgets of
ministries of health would have to be devoted to
therapeutic agents as key elements in the control

of morbidity. However, it was also recognized
that there were too many brand-name products in
circulation that did not correspond to the basic
health needs and economic capacity of the coun-
tries. WHO responded to this situation by prepar-
ing a list of essential drugs-using only interna-
tional nonproprietary names-based on criteria of
cost, effectiveness, and safety. Inspired by this
example, almost all the countries in Latin America
and the Caribbean had prepared their own thera-
peutic formularies, or basic drug tables, by the
mid-1980s. These have been reviewed periodically
with a view to adding or deleting products based
on an assessment of their relative benefits and
risks. Since 1978, decisions regarding the safety
and effectiveness of drugs have been published in
a special section of the Boletín entitled “Informa-
ción farmacológica” [Pharmacologic Information].

ollowing WHO’s initiative, in 1983 PAHO
launched the Regional Program on Essen-
tial Drugs, which has two fundamental
objectives: to support the development

and application of basic drug tables and to help
the countries to create national drug programs
and policies based on their national health needs,
their supply and demand profile, and the supply
capacity of their industrial sectors. Between 1984
and 1989, PAHO published several important
works: Development and Implementation of Drug
Formularies, Policies for the Production and Market-
ing of Essential Drugs, Clasificación Internacional de
Medicamentos [International Classification of
Drugs] (a document prepared in collaboration
with WHO), Manual para la administración de far-
macias hospitalarias [Manual for the Administra-
tion of Hospital Pharmacies], and Pautas para el
establecimiento de un programa national de control de
medicamentos [Guidelines for the Establishment of
a National Drug Control Program], among others.

Despite the benefits of the foregoing mea-
sures, the cost of drugs escalated and problems
relating to the administration of supply systems
intensified during the economic crisis of the 1980s.
In response to this situation, PAHO concentrated
its efforts on improving the efficiency of supply
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systems and fostering self-sufficiency in the coun-
tries by promoting the domestic manufacture of
generic products and the use of traditional drugs
with proven safety and efficacy track records. It
also began to support financial and administrative
mechanisms designed to facilitate joint purchas-
ing of drugs by public sector entities. Reiterating
its traditional support for regulatory agencies, in
1984 the Organization sponsored the formation of
the Latin American Network of Official Drug
Quality Control Laboratories. The Network’s
sphere of action was extended to encompass drug

The best medicines in the world are

useless if they are allowed to stock-
pile and expire in warehouses
because of poor administration.
In order to help get drugs off the

shelves and where they are needed,
the Organization and Member
Countries are working together to

modernize distribution and supply
systems throughout the Region.

registration and regulation by the Ibero-American
Meeting on the Registration, Inspection, and
Quality Control of Drugs, held in Madrid in 1991.

Policies regarding the production and market-
ing of essential drugs were the subject of the Tech-
nical Discussions held during the XXIX Meeting
of the Directing Council of PAHO in 1984, an
important event at which considerable time was
devoted to discussing the drug situation in spe-
cific countries of the Region, as well as at the level
of subregional markets. Today, the multinational
nature of many PAHO projects in the area of
drugs is an outgrowth of the need to adapt regu-
latory and normative criteria to the processes of
economic and political integration that are taking
place in the Region. Most projects are carried out
in the context of the PAHO subregional initiatives
involving the Central American and the Andean
counties which assign priority to essential drugs.

Rational Use of Drugs With the advent of
the 1990s, the rational use of therapeutic agents
has begun to occupy a prominent place in the
Organization’s policies. In this context, one of the
greatest challenges facing PAHO is overcoming
the enormous resistance of professionals and the
public at large to the use of generic drugs for pur-
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poses of prescription, dispensing, and consump-
tion. In order to ensure the correct utilization of
therapeutic agents, it will be necessary, basically,
to modify the way in which physicians and phar-
macists are trained and to awaken in the latter an
awareness of their vital role as true experts. In
1990, the first Pan American Conference on Phar-
maceutical Education was held in Miami. The
declaration of principles regarding the role of
pharmacists that emerged from that Conference
has led pharmacy schools throughout the Region
to undertake an in-depth review of their curricula.
In order to enhance education in this area, PAHO
has created various centers in Central America
and the Andean area to disseminate up-to-date
information. The Organization itself is continually
disseminating information through a variety of
publications, many of them widely distributed ref-
erence materials. Notable among these are the
Spanish-language version of the eighth edition of

In response to

increased accessibil-
ity problems and the

escalating costs of
drugs during the

economic crisis of
the 1980s, PAHO

fostered the coun-
tries’ self-suffi-

ciency by promoting
the domestic manu-

facture of pharma-

ceutical products
and the use of

generic drugs.

USP Drug Information for the Health Professional, a
prestigious international source of information on
drugs for health professionals comprising two vol-
umes and published under an agreement signed
by PAHO, the Convention of the United States
Pharmacopeia, and the Ministry of Health and
Consumer Affairs of Spain.

Prospects The Organization’s work in the
area of essential drugs continues to expand
rapidly in response to the true needs of the peo-
ples of the Americas. While at the beginning this
work concerned itself chiefly with regulation,
today its scope has broadened to include all drug-
related matters—from the selection, purchase, dis-
tribution, labeling, and quality control of drugs to
their prescription and use. Increasing multidisci-
plinary involvement in this area poses a challenge
for the future, particularly in view of the difficulty
in coordinating the interests of all the sectors con-
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An educated

consumer is the

cerned, but it is precisely this characteristic that
will ensure vitality and progress. The Latin Ameri-
can Conference on the Economic and Financial
Aspects of Drugs, held in Caracas, in March 1992,
was one of the first clear demonstrations of the
way in which the pharmaceutical and economic
sectors today are inextricably linked.

In its work on essential drugs, PAHO receives
ongoing support from WHO, the United States
Food and Drug Administration, the Canadian
Health Promotion Branch, the Ministry of Health
and Consumer Affairs of Spain, and the American
Association of Colleges of Pharmacy, as well as a
number of other public and private entities in
Member Countries. Activities are funded mainly
through extrabudgetary funds from WHO and
projects with donor agencies, with the pharmaceu-

linchpin in the
effort to achieve an
effective and wise
essential drug use.

tical industry also providing support through its
national and international associations. It is diffi-
cult to predict exactly what direction the Organi-
zation’s work in this area will take in the future,
but its course will undoubtedly be determined by
the technical innovations and social, epidemio-
logic, economic, and political trends that develop
along the way. It will almost certainly have to
grapple with the challenges created by the biotech-
nological revolution, for example, as well as the
growing incidence of chronic and environmentally
related diseases in the developing countries. The
Organization has heretofore been, is now, and will
continue to be a valuable instrument for the Gov-
ernments of the Americas in their efforts to secure
the health and well-being of their peoples through
the wise use of good-quality drugs.
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PREPARING FOR

A single statue peer-
ing from its niche

keeps lonely vigil
over all that remains

of a church in

Guatemala in the
wake of the devastat-
ing 1976 earthquake.

Although any
disaster is unwel-

come and some may
never be prevented,
the work of PAHO

and its Member
Countries offers

hope of minimizing
human and material
losses and the social

and economic
upheaval that

disasters bring.

DISASTERS

T he Region’s record for natural disasters since 1970 is a stark reminder of just

how vulnerable the Latin American and Caribbean countries are. Massive

earthquakes in El Salvador, Guatemala, Mexico, Nicaragua, and Peru,

killed more than 100,000 persons. Hurricanes have wrought havoc in the

Caribbean each year—David, Allen, and Gilbert will be remembered for some time to

come, and Hugo and Andrew were so devastating that the names have been retired.

250



Many communities live with the imminent threat
of volcanic eruptions, like that of the Nevado del
Ruiz volcano, which buried the city of Armero,
Colombia, killing 23,000. And, while floods may

not claim the same attention from the interna-
tional press, their impact each year on public
health in the countries is every bit as great.

Until the 1970s, the role of the Pan American
Health Organization was essentially to respond to
specific emergencies. In 1977, however, the
Member Countries requested the Director to set
up a disaster unit with instructions to define the
policy of the Organization, formulate a plan of
action for the various types of disasters, make an
inventory of the human and other resources avail-
able, and tram the necessary personnel. With the
creation of the emergency preparedness program,
the countries began to tackle the difficult ques-
tion: How can emergency health services cope
more effectively with disasters?

A child wistfully

waits upon the
remnants of her
Montserrat home

shattered by
Hurricane Hugo in

1989. Disasters do
not hit with an even

hand: they strike

hardest at the poor,
especially the

women, children,
and elderly among
them-and it is this
highly vulnerable
group that is most
affected by a poorly

planned and slow
recovery effort.

Disaster preparedness became the key to
managing the health consequences of disasters.
The level of disaster preparedness in a country’s
health sector was seen as a reflection of the overall
quality of its health services and its ability to pro-
vide effective care and coverage in normal times.
Conversely, a country’s level of preparedness
could only be as good as the health sector’s orga-
nization and resources. In effect, the quality of
emergency health care delivery under disaster
conditions often reflected the quality of routine
public health care in normal times.

In working with the countries, PAHO devised
a health sector disaster preparedness strategy that
comprised two main components: strengthening
health sector institutions and developing human
resources. The countries were encouraged to con-
sider disaster preparedness as a permanent func-
tion of their health sector institutions, as perma-
nent an aspect of their organizational structure as,



Picking through the

cascading rubble of
what once was a

multi-storied
building, a battalion

of Mexico City
volunteers and

emergency personnel
searches for victims

and survivors from
the 1985 earthquake.

Contrary to popular
myth, the affected

population is neither
too shocked nor too

helpless to take
responsibility for its

own survival.

say, a maternal and child health or an epidemio-
logic surveillance program. The countries
responded by establishing or strengthening tech-
nical emergency preparedness programs in the
health sector, through adoption of the requisite
administrative and legal measures and provision
of the necessary human and budgetary resources.
Without this national commitment, workshops,
seminars, and other ad hoc activities would not
have achieved the expected results. Whereas prior
to 1977 disasters were considered to be almost
exclusively the responsibility of civil defense or
similar agencies, today every country in the
Americas also has a disaster coordinator for the
health sector within the ministry of health.

The other key component of disaster pre-
paredness-developing human resources in the
health sector-is especially important, because an
effective response to disaster depends, first and
foremost, on the readiness and qualifications of

the first responders—local leaders and primary
health care workers in the affected communities—
and then on the ability of those at the central level
to coordinate the external response. The better
prepared the local health services and communi-
ties are, the better the overall national response
will be. In support of human resource develop-
ment, PAHO organizes some 200 workshops,
courses, and other training initiatives each year.
Even more importantly, to ensure continuity
among future generations of health sector profes-
sionals, PAHO has targeted the systematic inclu-
sion of disaster preparedness in the undergradu-
ate and postgraduate curricula of medical, public
health, nursing, and engineering faculties in the
Region.

While the disaster preparedness of first
responders is critical, the Organization has also
recognized the importance of coordinating the
inter-institutional response to disaster. Efforts



International assistance in the aftermath of a disaster
must respond to real needs; otherwise, unsolicited

medical supplies, clothing, food, and even foreign
medical teams can contribute to the chaos.

have focused on preparing key decision makers in
the health sector, whose motivation and support
is essential; deans and faculties of medical and
health-related schools, who can progressively
include disaster preparedness in students’ formal
education; and officials from the foreign affairs
and planning sectors as well as the mass media,
who-if they acquire a basic understanding of
health-related disaster problems-can effectively
support the health sector.

By the close of the 1980s, disaster prepared-
ness was well accepted by the countries of Latin
America and the Caribbean. Their conviction that
emergency planning and preparedness must be
an ongoing process has prompted them, during
non-emergency times, to initiate many activities at
the national level. They recognized that seemingly
unrelated events, such as changes in the national
infrastructure or reductions in personnel, can alter
the logistics of a national disaster plan. And, they
understand that planning is perhaps even more
critical in the aftermath of a disaster, when strate-
gies can be evaluated, lessons can be learned
about the implications of emergency decisions,
and disaster plans can be revised.

The United Nations has proclaimed the 1990s
the International Decade for Natural Disaster
Reduction, the objectives of which are to reduce
the loss of life, property damage, and social and
economic disruption caused by natural disasters,
especially in developing countries. Worldwide,
countries have been encouraged to create
National Decade Committees—consisting of rep-
resentatives from an array of sectors, including
health-to identify their disaster priorities and
devise work plans that will improve the countries’
capacity to reduce the effects of disasters.

I n response to the International Decade,
PAHO has shifted the emphasis of some of
its activities toward other disaster reduction
measures: prevention and mitigation. While

preparedness accepts the inevitability of disasters
and focuses on how communities and health insti-
tutions can respond quickly and in an organized
manner when disasters occur, disaster prevention
aims at keeping natural hazards from becoming
disasters. Preventive measures can range from
building a dam to retain waters during major
floods, to enacting urban planning and public
works legislation that decrees where not to con-
struct or locate key facilities such as hospitals.



An effective response to a disaster depends, first and
foremost, on the readiness and qualifications of the
front—line response team—local health leaders and

primary care workers. PAHO organizes hundreds of
training events each year to ensure that the health

sector has well-prepared personnel who can cope
with disasters.

Disaster mitigation, on the other hand, will not
prevent a disaster, but can lessen the impact of a
disaster on the population and physical struc-
tures. Mitigation measures such as retrofitting or
strengthening hospitals, or designing them to
withstand earthquakes or hurricane-strength
winds, assure that these structures will remain in
operation after disasters, rather than contributing
to the death toll.

The relationship between disasters and devel-
opment is complex. If there is no development—
no human settlements or health care facilities, for
instance-then a natural hazard cannot become a

disaster that causes human or material losses. At
the same time, however, underdevelopment—
which prevails wherever poverty abounds and
education is lacking—can make a country’s popu-
lation more vulnerable to a disaster. Too often,
unsafe housing is constructed in disaster-prone
areas. Ironically, as countries develop and their
populations change the way they build their
homes and farm their lands, their vulnerability to
disaster does not necessarily decrease; on the
contrary, it may increase. Nowhere is that
increased risk more evident than in the link
between industrial development and the risk of
technological disasters.

Disaster reduction represents a long-term
investment in a country’s development. As the
nations of Latin America and the Caribbean focus
their efforts on disaster reduction activities during
the l990s, they may be able to take advantage of
the opportunities for genuine reform and
improvement that disasters offer.



HEALTH

PROMOTION

As health has come
to be viewed as

something that
people can influence

over the course of
their lifetimes, the

Organization has
focused on promoting

healthy lifestyles

and behaviors.
The pursuit and

enjoyment of exercise
is important for the

overall health of
children as well as

adults.

S ince its founding in 1902, the Pan American Health Organization has worked

to safeguard the health of the peoples of the Americas. The concept of health,

however, has evolved over time, and, in turn, so have PAHO’s policies and

approaches. When health was considered primarily in terms of the absence of

disease during the first part of the century., the Pan American Sanitary Bureau focused

mainly on controlling communicable diseases. By mid-century, around the time that the
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An important aspect

of health promotion

involves detecting
those persons who

are at risk of devel-
oping life-threaten-

ing cardiovascular
diseases. To that end,

PAHO helps the
health sectors in the

countries to provide
equitable and acces-
sible screening ser-

vices to rural and
periurban residents.

World Health Organization was created, a mod-
em understanding of health had emerged—one
that the WHO Constitution defined as a “state of
complete physical, mental, and social well-being
and not merely the absence of disease or infir-
mity.” Later, as the relationship between health
and development became more apparent, the
Organization undertook to help the countries to
improve their health infrastructure, particularly at
the primary care level, and to meet the needs of
groups at risk.

Today, chronic, noncommunicable diseases—
those diseases that develop gradually as a result
of unhealthful habits typical of modern soci-
eties—rank high among the causes of death in
countries at all stages of development. Conse-
quently, health has come to be perceived as some-
thing that people themselves determine over the
course of their lifetime, through their behavior
and through environmental modification. Relying
on this concept, PAHO now focuses on promoting
lifestyles and behavior patterns that are compati-

ble with overall well-being. Its emphasis on health
promotion targets educating and encouraging
people to adopt healthy lifestyles that will allow
them to achieve maximum levels of productivity
and to live in harmony with their environment.
Critical to this new approach is individual respon-
sibility: each person must consciously choose
day-to-day habits and behaviors conducive to
well-being and reject those that are hazardous. In
addition, Governments must support individuals
through official measures designed to reduce
harmful environmental influences. It follows that
health promotion, no longer the exclusive
province of the health sector, now requires the
coordinated efforts of many groups and sectors.

In light of the worldwide goal of health for all
by the year 2000, WHO, Health and Welfare
Canada, and the Canadian Public Health
Association signed the 1986 Ottawa Charter for
Health Promotion, which advocates the modern
concept of health and underscores the importance
of individual and collective responsibility and of
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environmental transformation. The Charter iden-
tified peace, shelter, education, food, income, a
stable ecosystem, sustainable resources, social jus-
tice, and equity as prerequisites for health.
Subsequently, in 1990, the XXIII Pan American
Sanitary Conference approved the Organization’s
strategic orientations, which underscored the
importance of health promotion as “the sum
activity of the population, the health services, the
health authorities, and other productive and
social sectors, aimed at improving the status of
individual and collective health.”

PAHO’s efforts in the area of health promo-
tion center on a concern for the needs of adults
and the elderly-the groups that are most directly
affected by unhealthful behaviors and harmful
habits such as alcoholism, smoking, drug addic-
tion, poor diet, sedentary lifestyles, and long-term
stress. These factors tend to manifest themselves,
sooner or later, as malignant tumors, cardiovascu-
lar disease, chronic respiratory and kidney dis-
eases, diabetes mellitus, mental and neurological

The waves of humanity migrating from rural to urban
areas have made many of the Region’s cities so con-

gested that their inhabitants are subjected to extreme
noise, pollution, and other hazards of urban living as

well as the stress, accidents, and violence that seem an
integral part of a fast-paced life. PAHO aims at pre-
venting these problems from undermining people’s
mental and physical health.

disorders, and accidents and violence. Currently,
Latin America and the Caribbean are experiencing
an upsurge in the occurrence of these problems,
as people assume the lifestyles of affluent indus-
trialized countries.

To implement its health promotion strategy,
PAHO coordinates activities related to the health
of the elderly, chronic noncommunicable diseases,
prevention and control of drug and alcohol abuse,
blindness prevention and eye care, mental health,
smoking prevention, and accident prevention.
Many of these areas have had a long history
within the Organization. Efforts to combat alco-
holism and drug trafficking, for example, go back
to the 1920s. The campaign against smoking was
launched in the 1960s, a time when institutional
efforts to investigate the origin and magnitude of
addiction problems also began. PAHO’s coopera-
tion with the countries in the area of health pro-
motion involves formulating official policies, set-
ting up programs, and organizing educational
campaigns, training courses, seminars, con-
gresses, and national and international work-
shops.

Chronic Noncommunicable Diseases The
occurrence of chronic noncommunicable diseases
in the Latin American and Caribbean countries is
rising rapidly as the population ages and urban-
ization and industrialization lead to unhealthful
lifestyle changes. Cardiovascular disease, cancer,
and diabetes mellitus are now among the three
leading causes of death in many countries of the
Region. Unfortunately, health services have
responded almost exclusively to the advanced



phases and complications of these diseases, which
has stretched their capability to meet the popula-
tion’s needs and has favored the over use of com-
plex technologies, whose high cost puts them
beyond the reach of the neediest groups.

To improve this situation, PAHO promotes
the establishment and development, at the level of
local health systems, of “integrated operational
interventions”-broad measures aimed at pro-
moting health, preventing the risk factors for
chronic noncommunicable diseases, improving
the effectiveness and accessibility of health ser-
vices, and making the best possible use of the
mass media. A recent and noteworthy example of
the last-mentioned approach is the Region-wide
community initiative, “From Heart to Heart,”
aimed at effecting a long-term “cultural change”
and of modifying the attitudes of people in the
Americas toward health, as well as their lifestyles
and perceptions about their personal responsi-
bilities.

A 1930s poster advertising an anti-marijuana film
relies on drama—and even exaggeration—to get the
most out of that early campaign. Today, the control of

alcohol and drug abuse involves dovetailing rehabili-
tation efforts, campaigns to reduce or stop the produc-
tion and distribution of addictive substances, and
improvements in the population’s living conditions.

Prevention and Control of Drug Abuse It is
estimated that 10% of the people in the countries
of the Region drink excessively and that 4% to 9%
of them abuse psychoactive substances. These
behaviors have an irreversible effect on health and
contribute to high rates of traffic accidents, homi-
cide, and suicide. Drug and alcohol abuse also
contributes to family breakup, arrests child devel-
opment, and has a detrimental effect on collective
well-being, social productivity, and health eco-
nomics. In order to control these problems, it is
necessary not only to provide rehabilitation ser-
vices but also to develop preventive strategies
aimed at reducing the production and distribu-
tion of substances that lead to addiction.

The Organization has waged an ongoing bat-
tle against these problems for many years and cur-
rently has as its objectives: to promote fiscal, legal,
and police control measures and to support poli-
cies and programs aimed at reducing the demand
and consumption of alcohol and drugs; to advise
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the countries about setting up epidemiologic
surveillance systems and conducting research; and
to aid the victims of drug and alcohol dependency
by establishing appropriate assistance services.
Along with other international agencies, PAHO is
mobilizing the resources needed to carry out these
activities, while providing direct technical advi-
sory services to the countries.

Mental Health By the year 2000, an esti-
mated 88.3 million people in Latin America and
the Caribbean are expected to be suffering from
some form of mental disorder. Although the
Organization has for many years endeavored to
help the countries to organize assistance and reha-
bilitation services, train personnel, and improve
institutional psychiatric care, the new concept of
health calls for a broader and more preventive
approach. PAHO focuses its efforts on combating
the risks that lead to mental disorders and estab-
lishing community-based assistance programs in
the context of general public health plans. In addi-
tion, it promotes the incorporation of mental

health services into primary care and local health
system activities.

Tobacco or Health Surveys on smoking in
several Latin American and Caribbean countries
have revealed an unexpectedly high prevalence of
tobacco use among both sexes and a progressive
increase among adolescents, affluent young
women, and residents of urban areas. It is esti-
mated that more than half a million avoidable
premature deaths in the Region every year can be
traced to smoking.

Since the 1960s, PAHO has been convening
groups of experts, organizing workshops, and
promoting national policies, plans, and programs
for the prevention and control of smoking—activi-
ties that have gained momentum over the last
decade as a result of the new emphasis on health
promotion. In 1989, the PAHO Directing Council
adopted a plan that set the goal of keeping soci-
eties and future generations “smoke-free.”

Toward that end, PAHO analyzes existing
laws in the countries and advocates changes if
necessary, as well as promotes official measures
aimed at reducing tobacco use and protecting the
rights of nonsmokers. The latter approach has
recently taken on growing importance, as people
have become more aware of the harmful effects of
passive exposure to tobacco smoke. PAHO also
provides technical advisory services, identifies
areas where there are deficiencies, and cooperates
in the training of research personnel. The transla-
tion into Spanish of the United States Surgeon
General’s 1992 report, Smoking and Health in the
Americas, coupled with a PAHO study of the

While the massive antismoking campaigns of recent
years have yielded positive results in the
industrialized countries, in many of the Region’s
developing nations, smoking seems to be on the
rise-especially among young women. In order to
make the battle against smoking more effective, the
Organization strives to rally the participation of
several sectors.
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smoking situation in each of the Region’s coun-
tries, provides an example of efforts to dissemi-
nate information, mobilize public opinion, and
heighten awareness at every level of authority.

Accident Prevention Accidents of all types,
including those resulting from violence, are
important causes of death, disability, and morbid-
ity in the Region, especially among young adults
and the elderly. It is estimated that in 1986, acci-
dents accounted for one-third of the total years of
potential life lost from all causes of death in the
group aged l-24. Among accidental deaths, the
number resulting from traffic accidents in particu-
lar has reached epidemic proportions. In some
cases, cultural factors, such as a belief in fate, tend
to hinder control measures.

PAHO cooperates with the countries in activi-
ties aimed at providing information and raising
the level of public awareness concerning the types
of behavior that lead to accidents. In addition, it
helps them to structure their assistance services so
that accident victims will receive appropriate

attention at the primary care level, within the
local health systems, and in emergency rooms.

Health of the Elderly As a result of a combi-
nation of demographic and epidemiologic
changes-decreased fertility, fewer deaths from
infectious diseases, and greater life expectancy at
birth-the elderly population in the Region is
growing rapidly. According to recent estimates,
the proportion of persons aged 60 or older in
Latin America will increase from 6.4% of the total
population in 1980 to 7.2% by the year 2000 and
10.8% by 2025. This aging of the population will
most probably place an excessive burden on
health services and give rise to a range of social,
economic, and political problems.

In 1980, the Directing Council urged Member
Governments to expand social and medical services
for the elderly in order to meet the growing needs
of this age group. The following year, the Council,
in its Plan of Action for the implementation of
regional strategies to achieve health for all by the
year 2000, singled out the development of programs
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for the elderly as a priority. In 1983, the Organiza-
tion established a general plan of action for compre-
hensive care of the population aged 60 and older.
This led to a number of surveys, including one on
the needs of elderly persons carried out in 15 coun-
tries, and other data collection efforts aimed at
assessing the needs of this group. Studies were also
carried out on morbidity, the prevalence of demen-
tia, and drug use patterns among the elderly.

In general, PAHO promotes the concept of
“active aging,” according to which the elderly
should remain with their families and social
nucleus, without losing their independence or
ceasing to fully participate in decisions that affect
their well-being. This implies reeducating the pub-
lic in order to debunk outmoded ideas about the
“dependent” role of the elderly. At the same time,
PAHO assigns priority to the elderly population in
efforts to encourage the adoption of social policies
aimed at improving the quality of life. Special
attention has been given to research about the
health needs of elderly women and the fulfillment
of those needs.

One of the main

thrusts of the

Organization’s
health promotion
efforts targets the
needs of the elderly.

PAHO stresses the
importance of

keeping the elderly
as active and as

independent as

possible and of their
remaining within
their family and

social environments.

Blindness Prevention and Eye Care Of the
1.9 to 2.5 million cases of blindness in the Region,
approximately 80% are curable or could have
been prevented. Most of these cases are due to
cataracts, and the remainder mainly to glaucoma,
diabetic retinopathy, ocular trauma, and, to a
lesser extent, onchocerciasis, trachoma, and vita-
min A deficiency.

Since 1980, PAHO has actively supported
national eye care programs, seeking to remedy the
relative lack of effective early detection systems
and improve the accessibility of services, which
tend not to be provided on an equitable basis in
the less developed countries. Efforts target reduc-
ing the prevalence of avoidable blindness and
ensuring that every person in the Region has
access to good eye care as a basic right.

General Strategies and Lines of Action The
Organization’s cooperation in health promotion
takes into account countries’ sociocultural, eco-
nomic, political, and epidemiologic situation.
Surveys and other means produce data to deter-
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PAHO has always
supported eye care

programs, and today
is particularly

concerned with

ensuring that
persons in all social
strata have access to

such services. The

Organization also
tries to steer the

activities of eye care
programs toward the
prevention and early

detection of various
eye diseases common

in the Region.

mine the magnitude of the problems and the sta-
tus of the control measures that have been initi-
ated at the national level. Using that information,
efforts target bringing about the changes needed
in order to correct shortcomings, a process that
requires mobilizing resources; identifying the top
technical centers at the national level and locating
sources of financing; training personnel through
courses and teaching materials; collaborating in
the design, implementation, and evaluation of
new policies and programs; and promoting epi-
demiologic and operations research.

In addition to technical support, PAHO pro-
vides health workers in the countries with current
technical and scientific information. Noteworthy
examples include the Latin American Cancer
Research Information Project (LACRIP), the
Cuadernos de Gerontología [Gerontology Reports]; a
program for selective dissemination of eye care
information; and bibliographic abstracts on men-
tal health.

As part of the Organization’s strategy for
transforming local health systems into dynamic
and efficient instruments of action that empha-
size risk prevention and management rather than
traditional medical care, the critical health pro-
motion approaches of community participation
and mass communication are gaining impor-
tance. The special attention devoted to the prob-
lems of women and the elderly and to the ratio-
nal use of complex high-cost technology reflects
PAHO’s concern for equity in the delivery of
health care.

The Organization endeavors to coordinate the
efforts of its staff members and consultants with
those of the countries’ political officials and the
public and private sectors. Ultimately, however,
successful health promotion depends on raising
the population’s level of awareness so that each
person, through his or her example, can transform
the attitudes of others and advance the modem
concept of health and well-being.



THE BATTLE AGAINST

AIDS

Of the many
battlefronts against

AIDS, the most
compassionate and
compelling is the
local arena, for it is
here that the success
or failure of national

programs often is
decided.

I n the relatively short time since it was discovered in 1983, the human immunode-
ficiency virus (HIV) has spread throughout the world. The number of HIV-
infected adults is estimated to be between 9 and 11 million, including 3 to 4 mil-
lion women. More than one million cases have already been recorded in the

United States and Canada, and almost one million in Latin America and the Caribbean.

According to conservative estimates, by the year 2000 there will be almost 10 million
cases of acquired immunodeficiency syndrome (AIDS) among adults worldwide, and a

total of 30 to 40 million people will be HIV infected—10 million of them children.
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To combat AIDS and strengthen national
AIDS programs in the countries, the Pan Ameri-
can Health Organization’s regional strategies have
targeted surveillance, research, promotion, infor-
mation dissemination, direct technical coopera-
tion, resource mobilization, training, and interna-
tional coordination.

between 1980 and 1984, 9,145 cases of the dis-
ease were registered, prompting PAHO to
request, in 1984, that the countries formally report
all diagnosed cases. The following year, consider-
ing advances in understanding the disease’s epi-
demiology, the Organization distributed a publi-
cation containing preliminary guidelines for the
control of AIDS. In response to the Governments’
growing concerns, the Caribbean Epidemiology

Center (CAREC) provided advisory services and
education and carried out a research program in
collaboration with the U.S. National Institute of
Allergy and Infectious Diseases. The causative
agent of AIDS was known, a test to detect the
virus had just been put on the market, and the
international scientific community had exchanged
experiences and knowledge about the epidemic at
the first international conference on AIDS, held in
Atlanta, Georgia. Without any effective treatment
for HIV, the only way to stem the epidemic was
to prevent transmission. The Organization had to
act quickly and effectively in order to address this
problem that threatened to reach unprecedented
proportions.

In 1986, the Organization responded with an
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effort to consolidate the epidemiologic surveil-
lance system that had been proposed to the coun-
tries and to revise and update, with the help of an
expert group, PAHO’s guidelines on AIDS.
PAHO distributed the guidelines and other
audiovisual materials; provided direct advisory
services, especially in regard to diagnosis, surveil-
lance, and research; and established a standard-
ized AIDS information system.

At the request of the countries, CAREC
offered laboratory support for research in
Trinidad and Tobago; studied migrant farm work-
ers from Saint Lucia and from the Grenadines
who had worked up to six months in Florida;
examined migrant workers in Dominica; and took
blood samples from donors in Grenada, Saint
Lucia, and St. Vincent and the Grenadines.

The strategy to combat AIDS clearly hinged
on reducing HIV transmission, basically through
behavior modification of infected persons and of
those at risk of contracting the infection. That
strategy had to be coupled with the distribution of
accurate, timely, and clear information to raise the
population’s awareness of the magnitude of the
problem, explain how to avoid infection, and dis-
pel unjustified fears.

In the beginning, most of the people affected
by AIDS in the Region had been homosexual or
bisexual men and persons who had received

blood transfusions or blood derivatives. In the
United States, intravenous drug addicts also had
contributed notably to the spread of the epidemic.
There was growing alarm in some countries, how-
ever, at the increasing number of cases being
reported among heterosexuals, a phenomenon
which could significantly increase the rate of HIV
transmission.

The magnitude of the estimates and the need
to care for all those affected by AIDS placed
increasing pressures on the countries’ health sys-
tems, which were already overburdened and
financially strained. This situation underscored
the urgency of setting up effective prevention,
control, and treatment programs.

The Organization, beginning in 1987, worked
to consolidate epidemiologic surveillance sys-
tems; conducted joint research activities with the
U.S. National Institutes of Health; helped develop
national plans of action; established the Regional
Program on AIDS in the Americas; provided sup-
port to laboratory services for the diagnosis of
AIDS and, in particular, for the training of labora-
tory personnel; and supported research proposals
on developing and evaluating methods for
diagnosis of the disease. In addition, more than
$US2 million in WHO extrabudgetary funds were
mobilized to assist in the rapid development of
national plans to fight AIDS in the Region.

A blood-bank technician tests
donors’ blood for HIV. Starting

in 1987, part of the Organiza-

tion’s work against the disease
involved supporting laboratory

services in AIDS diagnosis, par-

ticularly in the training of
laboratory personnel.



In order to effectively combat AIDS through

behavior modification, the public at large must be
given clear, timely, and accurate information. This

sampler shows a variety of messages tailored for

different audiences.

The Organization collected and disseminated
scientific and technical health information, includ-
ing scientific article reprints and compact discs
containing MEDLINE-AIDS bibliographies and
selected literature; CAREC established the first
clearinghouse for educational information on
AIDS; and work began on the creation of another
clearinghouse in Mexico. An issue of the Bulletin
of the Pan American Health Organization and
another of the Boletín de la Oficina Sanitaria
Panamericana were devoted entirely to the AIDS
epidemic, and that information also appeared in
PAHO’s AIDS: Profile of an Epidemic. Using a stan-
dardized report form developed to compile data
from the countries, PAHO collected, analyzed,
and published this information in monthly epi-
demiologic reports on the AIDS situation in the
Americas.

PAHO’s I Pan American Teleconference on
AIDS, held in Quito in September 1987 and broad-
cast by satellite in four languages to 650 sites in
the Region, demonstrated that telecommunica-
tions could be used to deliver important health
information to a large audience more effectively
than the conventional media.

During 1988, considerable headway was
made in preventing and controlling AIDS in the
Region. Most of the countries that had developed
AIDS or AIDS-related programs committed them-
selves to putting the plans of action formulated by
the Organization into effect as quickly and effi-
ciently as possible. For its part, the Organization
sought ways to meet the Governments’ urgent
requests for technical collaboration and financial
support by increasing regular contact with the
WHO Global Program on AIDS, the U.S. Agency
for International Development, the European Eco-
nomic Community, the Canadian International
Development Agency, and the United Nations

Fund for Population Activities, among other
agencies. Moreover, collaborative efforts were
undertaken with the International Red Cross and
the International Lions Club. Workshops, meet-
ings, and conferences at the local, national, and
subregional levels served to put governmental,
nongovernmental, multilateral, and bilateral
agencies into contact with one another and aided
efforts to develop national plans for AIDS preven-
tion and control. PAHO played a major role in
organizing and subsequently evaluating the First
International Symposium on Communication and
Information on AIDS, held in Ixtapa, Mexico, and
transmitted the II Pan American Teleconference
on AIDS via satellite from Rio de Janeiro.

During 1989, PAHO teaching workshops for
personnel covered topics such as counseling,
health promotion, marketing of condoms, the role
of nurses in preventing and controlling HIV trans-



With the Pan American Teleconferences on AIDS (three have been held so far), the battle against the disease
gained a new and powerful weapon. At the electronic hub of the I Teleconference, monitors capture images that
will be broadcast by satellite to 650 sites; at a press conference during the II Teleconference, a panel that includes

PAHO staff members fields questions.

mission, ways to ensure balanced media coverage
of the subject, and mobilizing youth in the cam-
paign against the disease.

As a result of the intensive work carried out in
preceding years, epidemiologic surveillance of
AIDS substantially improved by 1990, making it
possible to detect and report a much larger pro-
portion of AIDS cases. As heterosexual transmis-
sion of the infection increased, the Organization
modified its prevention and control strategies,
seeking ways to effectively meet the difficult chal-
lenges posed by the disease through interprogram
work and coordination with other international
agencies. The countries’ national programs for the
prevention and control of HIV infection under-
went substantial changes, which helped transform
the emergency and short-term control programs
into medium-term prevention programs.

During 1991, the III Pan American Teleconfer-
ence on AIDS, held in Caracas in March, proved
particularly noteworthy for the relevance of its
technical content, the degree of multisectoral par-
ticipation achieved, and the involvement of the
countries’ political and governmental representa-
tives. Work also began on an inventory of AIDS
related research in the Americas, which was pub-
lished in mid-1992. In addition, various research

projects in collaboration with the United States
National Institute of Allergy and Infectious Dis-
eases were completed or continued. PAHO allo-
cated a total of $US60 million in 1991 to support
national AIDS programs,

To prevent and control AIDS in the Americas,
PAHO and the Governments have committed
themselves to applying a global strategy, the objec-
tives of which are to prevent HIV infection, to
reduce its personal and social impact, and to mobi-
lize and unify national and international forces
against AIDS. Ultimately, AIDS must be consid-
ered not only as a health problem, but as a social,
economic, and political problem that will have
long-term repercussions in the communities and
countries of the Region. At the national level, the
fight against AIDS and the reduction of the epi-
demic’s social consequences will require a sus-
tained and concerted effort of ministries of health,
social security institutions, the communications
media, the private sector, and a vast array of orga-
nizations and community groups. Success will
require political support at the highest levels, tech-
nical leadership from the health sector, financial
resources from national and international agencies,
and, above all, the unconditional commitment of
local health systems and communities.
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HEALTH:
A CONDITION FOR DEVELOPMENT

This amate, a typical
Mexican art form

rendered on bark, depicts
a healthy and peace-

loving rural community
surrounded by the

bounty produced through
its own efforts.

A s the beacon and, to an extent, the historian of public health in the Americas
during the 20th century., the Pan American Health Organization has always

clearly understood the importance of health for the social and economic

development of countries. The decisions of the first Pan American Sanitary
Conferences-which were primarily concerned with the improvement of sanitary con-
ditions in ports and territories and the prevention of “pestilential” diseases—undoubt-
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The health of adults
determines the
productivity of the
work force.

edly were aimed at facilitating international trade,
which was the cornerstone of that period’s eco-
nomic modernization. The creation of the Inter-
national Sanitary Bureau and the adoption of the
Pan American Sanitary Code were pivotal steps in
establishing a firm basis for Hemisphere-wide
cooperation in the interest of common progress.
The idea that health is a fundamental component
of development, however, has only come to the
fore in relatively recent years, and making that idea
a force for change will require the political support
of every country in the Region.

Evolution of the Concept The concept of
public health that is currently practiced in the
Americas derives from England’s 19th century
health reform movement that set out to protect
workers from the threat of disease and premature
death associated with the Industrial Revolution
and urbanization. The Government’s involvement

T  he health and well-being of
workers is closely related to
the public health and eco-

nomic growth of a country, and the
damages produced by industry
cause the nation serious harm,
diminish production, and, above
all, affect people’s performance
potential.

—VIII Pan American Sanitary
Conference, 1927
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The community’s involvement in the organization
and execution of health projects that are based on
local needs can effectively contribute to improve

health and spur development.

The international exchange of fellows from the
health field is a way to respond to the countries’

health needs and to promote development
through technical excellence and regional

solidarity (facing page).

arose from its acknowledgment of the value of
human capital, and ultimately led to the establish-
ment of a ministry of health in 1919.

During the first half of the 20th century, the
countries of the Americas also came to the realiza-
tion that people’s productivity largely depends on
their state of health. The VIII Pan American
Sanitary Conference, held in 1927, recommended
that Member Countries establish special agencies
within their health administrations in order to
ensure the best possible living and working con-
ditions for workers. The ministries of health were
still in their infancy, however, and any initiative
they attempted to promote was greatly resisted.
Overall, the health sector’s meager political influ-
ence and the State’s lack of support precluded
effective action for many years, and this situation
was exacerbated by the fact that many of the con-
stitutions of the American republics made no
mention whatsoever of health.

Gradually, the world has come to understand
that health and disease affect not only the biologi-
cal sphere, but also the social, cultural, economic,
and political environment in which individuals
and communities live. In addition, it is now recog-
nized that development cannot be solely sus-
tained by economic production, but instead
depends on an array of factors that affect human
capital-its driving force. In the social context,
this implies a series of transformations regarding
the political order and the exercise of power, the
makeup of the work force and the distribution of
income, the organization of the State and govern-

ment, the education and health systems, lifestyles,
values and social standards, and various demo-
graphic and family factors, which, in turn, involve
changes in health and disease, in risks and mortal-
ity, and in the health sector’s practices.

These considerations underlie the Organiza-
tion’s strategic orientations and program priori-
ties, on which its cooperation with the countries
has been based since 1987, but many of these
approaches have been part of the Organization for
a long time. As early as the 1930s and 1940s, many
innovative thinkers were contributing ideas, and
regional and country-level collaborative initia-
tives were undertaken that marked progress in
the application of those ideas. An important trend
was the rise of the principles of “social medicine”
within academic circles. However, the strength of
the still dominant biomedical paradigm, with its
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emphasis on curing disease, and the largely eco-
nomic slant of development theories and policies
hindered widespread acceptance of the notion
that health is an essential component of develop-
ment.

Health as a Right The creation of the World
Health Organization in 1948 represented an enor-
mous humanitarian step, in that it legitimized the
desire of the majority of the countries in the world
to consider health as a fundamental human right.
Up to that point, health interventions had been
conditioned by the level of social development and
the prevailing standards in each country. The
advent of WHO signified an unprecedented oppor-
tunity for global cooperation that could reduce the
time lapse between the achievement of scientific
and technological advances in the most developed

countries and their application elsewhere in the
world. In this, the most important international
health forum ever to be created, the influence of
disease and health on the economies of the nations
began to be debated and, although the discussion
was not new, the sense of urgency was.

In 1949, the United Nations General Assembly
established the Expanded Program of Technical
Assistance for the economic development of
underdeveloped countries to promote the
exchange of technical knowledge. In the
Americas, the Pan American Sanitary Bureau con-
tinued to provide the necessary technical support
to strengthen health services in the countries, and
it now played an additional role as a Regional
Office of WHO. An agreement signed in 1950 with
the, Organization of American States set forth the
Organization’s functions as a specialized inter-

271



possible to objectively document the correlation
between health indicators, per capita income, and
investment in health care. Particular emphasis
was placed on programs aimed at controlling
various diseases and improving the environ-
ment-for example, the malaria campaign, which
held the potential for enlarging the work force
and making vast expanses of land suitable for
economic use to benefit the countries; projects to
supply water to communities, essential for the
development of agriculture, industry, and
tourism; and general sanitation, as a means of
preventing basic health problems.

By 1960, the concept of health as an integral
part of economic development had become firmly
established as one of the guiding doctrines for the
Organization’s activities. At this time, when the
populations of the countries had grown and
regional development was the issue of the
moment, there also was widespread discussion of
the social consequences of the economic situation
and of the strategies needed to promote increased

The construction of a
health center in
Colombia was one
of many activities
designed to improve
living conditions
that were carried out
in Latin America
under the aegis of
the Alliance for
Progress.

production. Singularly important agencies were
established, including the Inter-American
Development Bank and the United Nations
Economic Commission for Latin America, as well
as the Special Committee of the OAS. The Act of
Bogota summarized the deliberations of the third
meeting of the Special Committee with regard to
the harmonization of social and economic factors,
the creation of opportunities for international
credit, and the establishment of an inter-
American program of social development for
Latin America-whose priorities were to include
public health.

From Growth to Crisis The Charter of Punta
de1 Este, adopted in 1961, made the States respon-
sible for promoting health as part of development.
The Alliance for Progress that grew out of that
accord fostered a spirit of solidarity and launched
a major cooperative effort by the Governments
aimed at accelerating progress and improving liv-
ing conditions. In the flurry generated by the
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American agency, defining the way in which the
two Organizations would coordinate their efforts
and reinforcing the concept of health as a basic
component of development. At their meetings, the
Governing Bodies placed increasing emphasis on
the interconnectedness of the economic, cultural,
and social development of a community and its
health problems. Simultaneously, growing impor-
tance was attached to programs to combat dis-
eases such as malaria, which sapped the coun-
tries’ productive capacity and economic strength.

When the Special Committee of the OAS
Council met in 1959 to study new measures of
economic cooperation, the Director of the Bureau
outlined the repercussions from failing to assign
sufficient importance to human energy as an
indispensable element of economic development;
he pointed out that the production of goods and
services declines and that this results in lowered
wages that force workers to live in unhealthy
dwellings under wretched conditions that foster
the spread of disease. Since these conditions sap

workers’ energy, the production of goods and
services declines even further. In the case of a
country, this translates into a reduction in funds
available for prevention, as more and more
money is spent on curative care. Thus, diseases
continue to occur frequently and, as a result, pro-
duction levels remain low. It also was pointed
out at that meeting that in the formulation of
development plans it is necessary to consider the
customs, traditions, attitudes, and values of the
population and the relationships that exist
between various groups.

In the years that followed, PAHO was an
active participant in several international meet-
ings that sought to define new measures of coop-
eration and economic development. Health was
increasingly perceived not merely as an indicator
of a country’s capability to provide for the most
basic needs of its people, but, more importantly,
as an essential factor for ensuring the quality of
the human resources on which production and
productivity ultimately depend. Statistics made it

On the tenth
anniversary of the

Organization’s
Constitution,

Dr. Fred L. Soper
addresses the

Directing Council,
emphasizing the

importance of
new long-term

cooperative
programs.
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Alliance’s initiatives, planning was identified as a
fundamental mechanism for promoting develop-
ment and improving health care. As a result, the
Ten-Year Public Health Program was adopted, a
Hemisphere-wide commitment to achieve univer-
sal health through concrete long- and short-term
objectives. It was followed by the Ten-Year Health
Plan for the Americas, which covered the 1970s.
The target of “health for all by the year 2000,”
adopted in 1977 by the Thirtieth World Health
Assembly, represented a commitment by the
Governments to attain a level of health that would
allow all the citizens of the world to lead socially
and economically productive lives. That same
year, in the Final Declaration of the IV Special
Meeting of Ministers of Health of the Americas,
primary care was identified as the best strategy
for extending health services coverage to every
individual, thereby attaining the goal of health for
all. This strategy, which has become a PAHO pol-
icy, was the cornerstone of the international
consensus reached the following year in the
Declaration of Alma-Ata.

Although the capability to achieve major
health improvements had existed for most of the

century, the unfortunate reality was that vast seg-
ments of the population still lacked basic services
-and the health sector lacked sufficient political
clout to change that situation. In 1978, WHO
called on the world’s political leaders to give pri-
ority to health as a way of promoting develop-
ment and peace. In his address to the delegates of
the countries at the XX Pan American Sanitary
Conference, the Director-General of WHO under-
scored the urgency of supporting and attaining
social and economic goals by waging “a political
war for health” and educating the masses so that
they would insist on their rights.

Generally speaking, the 1970s witnessed
steady economic growth in Latin America. The
development-oriented optimism of the time rein-
forced tacit or explicit support for the theory that
social progress would be an automatic outcome of
economic growth and the interventions proposed
by normative planning. By 1980, all the countries
had formulated national health strategies and
many had developed health sector plans. Some
countries had succeeded in boosting life
expectancy, reducing infant mortality, and
increasing immunization against the common

Despite the impres-
sive advances

achieved in public
health during the

20th century, in the
1960s vast segments

of the population
still had no access to
even the most basic

health services.



childhood diseases, but there continued to be
tremendous disparities between and even within
countries. After two decades of economic growth,
the number of poor people had increased by 50%,
inequalities had been exacerbated, and numerous
health needs were not being met. Clearly, eco-
nomic growth would not necessarily be accompa-
nied by parallel improvements in health and well-
being. The progress achieved had not yielded the
anticipated benefits in terms of overall health, and
the social debt was mounting at an alarming rate.
The economic crisis that began in the early 1980s
revealed the frailty of the prevailing development
models. The balance of payments was rendered
negative, and by 1989, Latin America and the
Caribbean had transferred more than US$300 bil-
lion to the “First World,” either as service on an
overwhelming foreign debt or through capital
flight and trade deficits. Production declined, and
by 1990 per capita income had dropped 10%.
Fiscal spending decreased, which had a particu-
larly detrimental effect on the social sectors and
investment. Internal imbalances led to spiraling

By 1980, vaccination
campaigns in several
countries had been
astoundingly suc-
cessful—most
children had been
immunized against
the common child-
hood diseases, and
infant mortality was
down.

prices, with annual inflation rates that ran as high
as 30,000%, and income was increasingly concen-
trated in fewer hands. Poverty became wide-
spread, eventually affecting almost half the total
population. With the introduction of macro-eco-
nomic stabilization and adjustment policies, social
problems grew worse still. Never before had there
been such a patent need for a sweeping revision
of the concepts and policies governing develop
ment.

Recent Years Over the last 10 years, the con-
cept of health as a component of development has
become more firmly rooted and has evolved to
have a more dynamic connection with all social
factors. In an attempt to deal with the countries’
health problems, the deepening economic crisis,
and conflicts between countries, PAHO has
sought creative ways of mobilizing and rationaliz-
ing national resources and raising external funds
for the execution of priority programs. Through
subregional initiatives involving groups of coun-
tries, efforts and resources have been pooled to

275



address common problems. The Plan for Priority
Health Needs in Central America, initiated in
1984, underscored the fact that ideological rivalries
and differences, which cannot always be resolved
in the political arena, can be overcome through the
consensus that health is a human right. Notwith-
standing armed conflict and changes of govern-
ment, the Plan, working under the theme “Health,
a Bridge for Peace,” made it possible to implement
interventions in seven areas crucial to health and
development and led to an intense process of
internal change, with collective backing by the
international community, and the establishment of
a second phase called “Health and Peace for
Development and Democracy,” to be carried out
during 1990-1995. The English-speaking Carib-
bean countries have launched a similar initiative,
known as “Caribbean Cooperation in Health.”
Analogous efforts are under way in the Andean
Area and Southern Cone, where bilateral coopera-
tion also is being actively promoted.

The Plan for Priority
Health Needs in
Central America,
operating under the
theme “Health, a
Bridge for Peace,”
helped to facilitate a
dialogue that would
lead to the resolution
of ideological
differences and
would eventually
banish the specter of
child soldiers.

he contribution of health toT development is extensive
and indispensable. The

health of the peoples is a condition
that leads to fulfillment of the
requirements and attainment of the
objectives of development. The pri-
ority that is attached to health will
inevitably be reflected in the possi-
bilities and viability of the achieve-
ments made in the countries—
individually and as a Region.

—Carlyle Guerra de Macedo, 1992
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At PAHO Headquarters, Member Countries’ flags fly
high as a symbol of solidarity. The countries’

cooperation and joint endeavors are, more than ever,
an essential ingredient for their individual survival.

The growing spirit of collaboration and soli-
darity in this area has led to success in the cam-
paign launched in 1985 to eradicate poliomyelitis.
This campaign helped to strengthen several
aspects of the health infrastructure and has
inspired the countries to set new targets for the
elimination of other diseases. Within national
health systems, decentralization remains the fun-
damental strategy for change, while local health
systems are the mechanism for promoting the
communities’ education and democratic participa-
tion in health matters. The strategic orientations
and program priorities that have guided the work
of PAHO since 1987 represent a firm commitment
to work toward ensuring that health and well-
being are given their rightful place in the new
development models and that the health sector
plays a significant role in the revision of national
objectives and strategies.

In its advisory services to the countries,
PAHO advocates a model of sustainable develop-
ment that is designed to prevent the deficiencies
of the past, is guided by the principle of equity,
and is aimed at stabilizing the economy in order
to enhance universal well-being. The necessary
development also entails a far-reaching transfor-
mation of the processes of production, as well as
increased regional integration, both of which are
essential steps for achieving an effective participa-
tion in the global economy. Moreover, it requires
that the functions of the State and its relationship
to society be redefined in the context of regimes
founded on principles of freedom, democracy,
and an unwavering adherence to the rule of law.
Health is at the center of this new model of devel-
opment, as an essential component in the process
and its ultimate objective: the well-being of all. In
this way, the universal view of health in develop-
ment is reconciled with a health sector perspective

that is based on general and specific actions, while
at the same time the political cast of the sector’s
work is reaffirmed.

The enormous social deterioration that fol-
lowed the economic crisis of the 1980s, as well as
the nature of international relations within the
evolving new world order, require a united
regional front. Fortunately, the transition toward
democratic government in most of the countries
augurs well for a return to the social commit-
ments and responsibilities of States. The Orga-
nization, for its part, will continue to press for the
inclusion of provisions to ensure universal access
to health services, measures to fight poverty, and
programs of social solidarity as part of develop-
ment policies. And, it will seek to ensure a more
influential role for the health sector in the crafting
of political agendas that decide the distribution of
the countries’ resources.



EPILOGUE

The story of the Pan American Health Organization over the course of its first nine decades parallels
the history of profound social, political, and economic change experienced by the countries of the

Americas throughout the 20th century. During that time, the Organization has repeatedly made history
of its own, as the foregoing pages of this publication recount.

The premier public health forum for the Region, the Organization has acted like a social helix, inter-
weaving the various and ever-changing health needs from Alaska to Tierra de1 Fuego into positive, prac-
tical, and sustained technical cooperation. The experience of 90 years has shaped the tradition of Pan
Americanism, has embued policies with the dynamism that permits adaptation to change, and has con-
tributed to the spirit of hemispheric solidarity.

Throughout the years, PAHO has served- a n d continues to serve-as a prime mover in setting
regional policies, in assessing trends and evaluating the countries’ health situation, in exchanging experi-
ences and transferring information, in promoting health at the center of human development, and in
mobilizing and channeling resources by forming partnerships with others working in pro of health in the
New World.

Those efforts have resulted in accomplishments of which the Organization and its Member Countries
can be justly proud. The immunization campaigns alone-leading to the eradication of smallpox, polio,
and, it would appear now, neonatal tetanus and measles-represent a dramatic revolution in public
health in the Region. Those accomplishments, however, are but milestones along the road of a continuing
journey.

In travelling toward the next millennium, we cannot afford to rest on our laurels. We must use our
history of past achievements to forge a future of effective action. The challenges ahead are great and
formidable. From now until the year 2000, the Region’s population will grow by an additional 100 mil-
lion people, adding in turn to the imposingly large number of previously unmet social needs. Most of
these people will crowd into already overcrowded cities whose infrastructure has long since proved
unequal to the task of equitable public service. In the future, we must address inequities in access to
health care. We will also have to confront the AIDS pandemic that is growing exponentially. And we
must take on the myriad communicable diseases and chronic and acute illnesses that continue to take
their deadly toll.

We will have to meet these challenges, moreover, in the midst of a changing world in which the
hopes arising from the end of the cold war are offset by regional and local conflicts, ethnic strife, unre-
solved economic troubles, eroded human values, increasing inequity and growing poverty, and-in
Latin America and the Caribbean-societies still caught in the throes of the deepest economic and social
crisis of their history.

In the face of these daunting odds, we have a decided advantage: we know where we want to go.
Our unequivocal goal is universal access to health services. Reaching it will require leadership, and in the
years to come the countries of the Hemisphere will continue to look to the Pan American Health
Organization for regional leadership in defining health policies, transforming health systems, and
strengthening health programs.

Henceforth, that leadership will be informed by a new concept that envisions health as an integral
part of communities’, countries’, and the Region’s development. In pursuing that development, we must
never lose sight of its ultimate purpose: to assure a quality of life that benefits everyone, that centers on
human needs, that fosters the full realization of human potential. Liberated from the competing ideolo-
gies of the past, all those involved in the social enterprise can now channel their efforts toward effecting
this new concept of health.
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Emboldened by its constituents’ commitment to achieve a better world for all-for our children-the
Organization will orchestrate the expression, throughout the Americas, of a political will that the health
sector not only participate in the process of development but that it, in effect, set its direction.

There is no single recipe for successful development. In seeking a better future for all its citizens,
each country will pursue its own course. Each will draw from its own particular cultural roots. Each will
affirm its people’s unique identity. And, as the history of the Pan American Health Organization has
shown, united the countries can order a new world for all the Americas.

There are those who claim we dream. That we do. But our dream is anchored in reality. It stems from
the understanding that health is the most patent indicator of a society’s development. It is a dream to
transform a world where today a cholera epidemic can flourish but that holds the promise, tomorrow, of
health for all. For the sake of those who otherwise would be without health and deprived of access to
health care, ours is a dream that must come true.
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