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GENERAL SITUATION AND TRENDS

Socioeconomic, Political, and Demographic Overview

Puerto Rico is a commonwealth associated with the
United States of America; as a result, political, social, and
economic events that occur in that country have a direct

impact on the island. Since 1992, when the newly elected ad-
ministration began its term in the United States, both Puerto
Rico and the United States have developed plans for health re-
form that have prompted several social and economic
changes. In order to adapt the island’s social reality to these
changes and trends, the Government of Puerto Rico has estab-
lished a new public policy and strategies relating to health.

The highest rate of real economic growth for the
1990–1995 five-year period was registered in 1995. The gross
product that year rose 3.4%, compared to increases of 3.3% in
1993 and 2.5% in 1994. Various factors helped to accelerate
the island’s economic growth rate in 1995, including increases
in consumer spending, government consumption, and gross
domestic fixed capital formation. However, the latter invest-
ment was partly offset by an increase in the negative balance
of net sales of goods and services to the rest of the world.

The Government of Puerto Rico continued to apply its New
Economic Development Model, whose economic, social, fi-
nancial, regulatory, institutional, and human resource strate-
gies were determining factors in the economic recovery.
Among the advances achieved were the creation of 40,000
jobs, employment growth in the manufacturing sector (the
first such increase since the 1990–1991 period), and an in-
crease in jobs created under the aegis of the Economic Devel-
opment Administration in the manufacturing sector. In addi-
tion, civil servant salaries and wages rose as a part of the
wage fairness program. The tourist industry also experienced
growth, as evidenced by the fact that both the number of peo-
ple registered in hotels and their expenditures increased, as
did the number of available hotel rooms. The Government

played a significant role in the growth of the construction in-
dustry, particularly through investments in infrastructure
works such as roads, electricity and telephone lines, and
prison facilities.

During fiscal year 1995, financial reforms to reduce tax
rates were approved, which was expected to increase the
amount of disposable personal income in the next fiscal year.
In addition, within the framework of the Government’s priva-
tization policy, the sale of the Shipping Authority was final-
ized and the privatization of hotels and companies such as
the Sugar Corporation and Lotus Pineapple Company contin-
ued. During the period, Puerto Rico opened trade offices in
Chile, Costa Rica, the Dominican Republic, Mexico, and
Panama to promote the island’s exports.

The real growth in the United States’s economic production
benefited Puerto Rico, as there was greater demand for man-
ufactured products; this, in turn, led to an 11.1% monetary
increase in Puerto Rican exports to the United States. In addi-
tion, domestic economic activity and higher income on the is-
land had an effect on imports. Many of these imports (75.6%)
were capital goods, raw materials, and intermediate products,
which helped to increase Puerto Rico’s productive capacity
and meet the demand for raw materials for industrial use. In
fiscal year 1995, the gross domestic product (GDP), in current
prices, rose to US$ 42,363,700, which represented an increase
of 7.2% with respect to the previous year.

Owing largely to the economic recovery, personal income
increased 5.5% in 1995, surpassing the previous year’s figure
(4.1%). Total personal income amounted to US$ 27,016,700,
compared with US$ 25,609,300 in the previous year, for an
absolute increase of US$ 1,407,400. This increase translated
into a rise in per capita personal income and in average fam-
ily income. At current prices, per capita personal income was
US$ 7,296 in 1994–1995, higher than the previous year, when
it was US$ 7,009.

In fiscal year 1995, the total number of employed persons,
according to a Survey of the Department of Labor and
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Human Resources, averaged 1,051,000, which reflects an in-
crease of 40,000 jobs with respect to the previous year. The
level of employment measured by this survey excludes agri-
cultural workers and self-employed persons, who total
896,000 people. The increase in jobs resulted in a reduction in
the number of unemployed people, which was 168,000. That
year the unemployment rate was 13.8%.

The U.S. Federal Government participates actively in the
island’s economy through net disbursements. These consist of
net federal transfers to individuals and to the public sector, as
well as the net operating expenditures of the federal agencies
that are active in Puerto Rico. The net disbursements of the 
U.S. Federal Government have increased over time. In fiscal
year 1995, they totaled US$ 6,367,100, representing an in-
crease of US$ 430.8 million (or 7.3%) with respect to
1993–1994. These disbursements account for 22.4% of the is-
land’s gross domestic product. The increase registered in
1994–1995 exceeded the average rate of growth over the
1990–1995 five-year period, which was 5.4%.

The basic unit used to analyze the geographic distribution
of the population of Puerto Rico is the municipio, or county
(the island is divided into 78 municipios). Each municipio is
made up of an urban or semiurban nucleus (city, town, or vil-
lage) and may include both urban and rural areas.

The population density has been increasing: in 1990 there
were 396.9 inhabitants per km2, but by 1995 this figure had
risen to 416.0 inhabitants per km2; it is estimated that by the
year 2000 the population density will be 432.7 inhabitants per
km2. The population of the municipio of San Juan, the capital
of Puerto Rico, accounted for 12.2% of the island’s population
in 1995, with a population density of 3,643.7 inhabitants per
km2. The next largest municipio, Cataño, had 3,068.8 inhabi-
tants per km2. Two of the municipios with the lowest popula-
tion density in 1995 were Maricao (50.3 inhabitants per km2)
and the island municipio of Culebra (54.7 inhabitants per
km2).

According to preliminary estimates of the Bureau of the
Census, an office within the Puerto Rico Planning Board, as of
1 July 1995, the total population of Puerto Rico was 3,720,018,
which represents an increase of 34,288 people (0.9%) with re-
spect to July 1994. The cumulative increase over the previous
five years was 192,918 persons. The population growth rate
was 17.9% (1.7% per year) in the 1970s and 9.9% (1.0% per
year ) in the 1980s. In the 1990–1995 period, the annual aver-
age growth rate was 1.1%.

As of 1 July 1995, the female population totaled 1,918,499,
which amounts to an increase of 17,684 (0.9%) with respect
to 1994. The male population, which totaled 1,801,519, grew
by 16,604 with respect to the previous fiscal year. The total
population of Puerto Rico in 1994 was 3,685,730 people.

For many years, migration has been one of the demo-
graphic variables that has most affected Puerto Rico’s popula-

tion dynamics. The bulk of the migration is between Puerto
Rico and the United States: Puerto Ricans frequently migrate
to the mainland and then return to the island, a phenomenon
known as return migration. This results in a continuous flow
of migrants in both directions, facilitated by the fact that, as
United States citizens, Puerto Ricans need no passports or
visas to enter the United States.

Net migration in Puerto Rico in fiscal year 1980, was
–16,101 persons, whereas in 1994 it was +26,853. According
to preliminary data for 1995, a negative net balance of 1,326
people was registered, the lowest since fiscal year 1971, when
the figure was –2,525 people.

In 1994, 33,200 marriages were registered, 62 fewer than in
1993. The rate of marriages per 1,000 population aged 15
years or more was 12.3 in 1994, compared with 12.6 in 1993.
A total of 13,724 divorces were registered, which represents a
rate of 5.1 per 1,000 population aged 15 years or more. In
1993, the divorce rate was 5.4.

The birth rate, which was 24.8 per 1,000 population in
1970, dropped to 18.8 in 1985 and to 17.5 in 1994. With re-
gard to the specific fertility rate, the available data reveal a
falling trend during recent decades in all age groups of moth-
ers, except those aged 15–19. In the group aged 20–24 years,
for example, the specific fertility rate in 1970 was 187.7 births
per 1,000 women, but this rate fell to 138.0 in 1992; in the
group aged 25–29 years, the corresponding rates were 179.4
and 122.0, respectively. In the group aged 15–19 years birth
rates have fluctuated: the specific fertility rate in this group
was 71.9 births per 1,000 women in 1970, 76.3 in 1980, 63.5 in
1985, and 73.3 in 1992.

Morbidity and Mortality Profile

The Ongoing Health Study is a field study of the Evaluation
Division of the Office of the Undersecretary for Planning,
Evaluation, and Statistics of the Department of Health. It is
based on the guidelines of the National Health Interview Sur-
vey (NHIS) of the National Center for Health Statistics, a
branch of the United States Department of Health and
Human Services. The survey gathers statistical data on hospi-
talization, physician and dentist visits, acute and chronic
morbidity, and days of restricted activity. The sample of
dwellings used is a subsample of the group of workers of the
Statistics Division of the Department of Labor and Human
Resources. The population under study consists of noninsti-
tutionalized civilians in Puerto Rico.

Data from the survey reflected a total of 5.5 million chronic
disorders in 1992. This figure indicates a rate of 154.4 chronic
disorders per 100 population, equivalent to 1.5 disorders per
person per year, which means that one person reported suf-
fering one or more chronic disorders in the four weeks imme-
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diately prior to the interview. The rate begins to increase at 6
years of age and reaches a peak of 429.4 disorders per 100
people in the group aged 65 years and over.

In 1992, as in previous years, diseases of the circulatory
system were the leading cause of morbidity, with rates of 25.6
per 100 population; next, in terms of frequency, were diseases
of the respiratory system (20.7), diseases of the muscu-
loskeletal system and connective tissue and endocrine dis-
eases (both with rates of 12.5), and diseases of the digestive
system (10.6). The rate of chronic disorders in women was
higher than that in men (174.0 per 100 women, compared
with 133.6 per 100 men).

In 1992, according to data obtained from a sample of
Puerto Rico’s noninstitutionalized civilian population of
Puerto Rico during two quarters of the year, the estimated in-
cidence of acute morbidity was 4.5 million disorders. Women
showed a higher rate (138.9 per 100 women) than men (113.9
per 100 men). The incidence of acute disorders tends to vary
with age. Children under 6 had the highest rate of acute illness
(229.1 per 100 population per year); the lowest rate was found
in the groups aged 45–64 and 25–44 years (99.0 and 129.9 per
100 population per year, respectively). Diseases of the respira-
tory system accounted for the highest rate of acute illness in
1992 (55.8 per 100 population), followed by infectious and
parasitic diseases, injuries, and diseases of the digestive sys-
tem (25.9, 8.9, and 7.8 per 100 population, respectively).

All births, deaths, marriages, and fetal deaths that occur in
Puerto Rico are registered at local offices of the Population
Registry located throughout the island. Death registries are
very complete, and causes of death are certified by physicians:
52% by family doctors, 37% by physicians who base their cer-
tification on the results of autopsies and medical records or
other tests, and the remaining 11% by physicians who utilize
other sources of information.

Mortality has remained relatively stable: in 1970 the rate
was 6.6 per 1,000 population; in 1980, it declined to 6.4 and
remained at 6.5 during the first four years of the 1980s; sub-
sequently it rose to 7.0 in 1987 and continued to increase
until reaching levels of 7.9 in 1993 and 7.7 in 1994. An impor-
tant factor that explains the increase in this rate is the natural
aging of the population and the rapid growth of older age
groups. Another factor in the rise in mortality is the increase
in the diseases that are the leading causes of death.

In 1994, 28,444 people died from all the causes (16,707
men and 11,737 women). In that same year, heart disease
(rate of 157.7 per 100,000 population) and malignant neo-
plasms (116.6 per 100,000 population) were the two leading
causes of death, together accounting for 35.6% of all deaths.

Diseases of the heart continue to be the leading cause of
death. Some 5,814 people died from this group of causes in
1994 (3,169 men and 2,645 women), while 4,298 died from
malignant neoplasms (2,516 men and 1,782 women). To-

gether, cardiovascular diseases (including heart disease, cere-
brovascular disease, hypertensive disease, and atherosclero-
sis) were responsible for 8,401 deaths, representing 29.5% of
the total.

Among women, there were 1,782 deaths from malignant
neoplasms; the most frequent form was breast cancer, which
was the leading cause in this group of causes and accounted
for 294 deaths (6.8%), followed by colon cancer, which caused
153 deaths (3.6%). Among men, 2,516 deaths from malignant
neoplasms occurred; prostate cancer was the most frequent,
causing 505 deaths (11.7%), followed by cancer of the tra-
chea, bronchus, and lung, which caused 386 deaths (9.0%).

As in the previous years, diabetes mellitus ranked third as
a cause of death, accounting for 1,868 deaths, or 6.6% of all
deaths in 1994; of these, 1,028 were women. In 1993 diabetes
mellitus caused 1,876 deaths.

The fourth leading cause of death was AIDS. A total of
1,549 deaths from this cause were reported: 1,210 (78.1%)
males and 339 (21.9%) females.

Cerebrovascular disease was the fifth leading cause, ac-
counting for 1,428 (5.0%) deaths. This cause ranked fourth in
1993, when it accounted for 1,443 deaths (5.1%).

SPECIFIC HEALTH PROBLEMS

Puerto Rico’s social transformation over the last 50 years
has brought with it a significant increase in longevity and life
expectancy. It is expected that this trend will continue and
that by the year 2030 some 15% of the population will be 65
or over. This and other trends, such as the transition from a
rural agricultural society to an urban industrial society, have
led to changes in the patterns of morbidity and mortality. The
epidemiological profile has changed. Chronic degenerative
diseases now coexist with acute infectious diseases, and the
prevalence of cardiovascular diseases and cancer is high. Al-
cohol and tobacco use have become more common; the popu-
lation has grown more sedentary; the diet is often poor, with a
high fat and protein content; and illegal drug use is on the
rise.

Analysis by Population Group

Health of Children

In 1992, children under age 6 had the highest rates of acute
illness (229.1 per 100 population per year), and the incidence
was highest among the youngest in this age group. The pat-
terns are similar in males and females. Children under 6 years
old also had the highest incidence of common cold and in-
fluenza (83.5 per 100 children per year) and other infections
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of the respiratory system (37.2 per 100 per year). This age
group also experienced a greater number of episodes of
dysentery and gastroenteritis, with a rate of 24.9 per 100 pop-
ulation. As for diseases of the digestive system, a rate of 3.1
episodes of non-specific gastroenteritis and colitis per 100
children under 6 years of age was reported.

In 1994, there were a total of 738 deaths in this age group,
or 11.5 per 1,000 live births (557 neonatal and 181 post-
neonatal). The leading causes of infant mortality were condi-
tions related to prematurity and low birthweight (215
deaths), congenital anomalies (142 deaths), respiratory dis-
tress syndrome (92 deaths), conditions originating in the
perinatal period (24 deaths), and accidents and injuries (ICD-
9, E800–949) (18 deaths).

In the under-1 age group, 30 deaths occurred, and the lead-
ing cause was accidents (9 deaths). Among 2-year-olds, 16
children died, and the principal cause was heart disease.
Among 3-year-olds, 21 children died, and malignant neo-
plasms were the leading cause, and among 4-year-olds, 9 chil-
dren died, and the leading cause of death was accidents.

In 1994, 53 children aged 5–9 years old died, for a rate of
16.0 per 100,000. The leading cause of death was accidents
(13 deaths, rate of 3.9), followed by AIDS and diseases of the
nervous system, which caused a total of 8 deaths each (rate of
2.4). Among males, the leading cause of death was accidents,
which accounted for 11 deaths (6.5 per 100,000), followed by
diseases of the nervous system and sensory organs, which
caused 6 deaths (rate of 3.6). Among females, the leading
cause of death was AIDS, which accounted for 5 deaths (rate
of 3.1), followed by congenital anomalies, which accounted
for 3 deaths (rate of 3.1).

Abuse and neglect of minors are critical issues in Puerto
Rico. During the 1994–1995 period, the Department of Family
Services reported a total of 48,705 cases of child abuse, 30,388
due to some type of neglect and the other 18,317 to some type
of mistreatment (this includes exploitation; institutional,
emotional, physical, or multiple types of abuse; and sexual ha-
rassment). Of all the cases reported, 11 children died. In 1995,
49,913 cases of neglect and abuse were reported.

Health of Adolescents

In 1994 it was estimated that there were 355,355 adoles-
cents aged 10–14 years and 341,902 aged 15–19 years. For
both groups, the principal health problems were accidents,
homicide (especially drug-related homicide), and pregnancy.
That year, 452 young people in those age groups died. The
general death rate was 29.0 per 100,000 in the group aged
10–14 years and 102.1 in the group aged 15–19 years. The
two leading causes of death for the younger adolescent group
were accidents, which accounted for 37 deaths (rate of 10.4),

and homicide, which accounted for 14 (rate of 3.9). In the
group aged 15–19 years, the leading causes of death were also
homicide, which accounted for 187 deaths (rate of 54.7), and
accidents, which caused 83 deaths (rate of 24.3). The order
varies slightly by sex.

According to a risk survey conducted by the Centers for
Disease Control and Prevention in public and private schools
throughout the island during the first quarter of 1995, sexual
activity among adolescents has increased compared to 1992.
In that year, 30% of the young people enrolled in grades 9–12
were sexually active, while in 1995 the percentage was found
to be 36.35%. In the 1995 survey, 8.4% of those surveyed re-
ported having had four or more sexual partners and only
39.1% had used condoms during their most recent sexual en-
counter. The exact number of adolescent pregnancies is un-
known, but a steady rise in the birth rate among mothers
under 20 years of age has been noted since 1988, when 17.2%
of all births were reported among adolescents. In 1994, of
64,325 births, 12,779 (19.9%) were to mothers under the age
of 20 (444 were to mothers under 15 and 12,335 were to
mothers aged 15–19 years). Of these 12,779 births, 8,165 were
to unwed mothers (63.9%). Of the children of adolescent
mothers, 1,215 (9.5%) had low birthweight (< 2,500 g) and
204 (1.6%) had very low birthweight (< 1,500 g).

Health of Adults

In 1994, 2,195,594 people, or 59% of the population, were
between 15 and 59 years of age; 1,050,395 were male and
1,145,199, female.

Of the 64,325 births that occurred in 1994, 63,854 were to
mothers between 15 and 49 years of age. Within this group,
most births were registered in the subgroup aged 20–24 years
(20,469 births and a specific fertility rate of 133.8). During
the same period, one out of every four pregnant women did
not receive prenatal care until the third trimester. In 1994,
1.2% (764) of women did not receive any prenatal care. This
led to higher maternal and infant morbidity and mortality. It
is difficult to identify and provide timely treatment for condi-
tions originating as a result of late prenatal care, which may
affect both the mother and the child. The maternal mortality
rate was 7.8 per 100,000 live births, the lowest since 1990.
Three of the five maternal deaths that occurred in 1994 were
of women in the 20–24 age group.

The most recent survey of reproductive health was con-
ducted between November 1995 and July 1996. This study,
which analyzed a representative sample of 5,944 women aged
15–49, revealed that one in four (22.5%) was not using any
contraceptive method. The three most frequently utilized
methods were female sterilization (45.2%), oral contracep-
tives (9.7%), and male condoms (6.4%). The least used were
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Norplant (0.1%); vaginal methods, including sponges, jellies,
creams, and foams (0.2%); and intrauterine devices (1.0%).
The natural family planning method was used by 6.2% of the
women interviewed.

Of the 28,444 deaths registered in 1994, 7,981 (28.1%) oc-
curred in the population aged 15–59 years. In the group aged
15–24, there were 862 deaths (729 men and 133 women),
which represents 3.0% of total deaths. Of these deaths, 435
(50.5%) were due to homicide and 199 (23.1%) were the re-
sult of accidents.

In the subgroup aged 25–49 years, 4,598 people died
(16.7% of the total), 3,439 men and 1,159 women. Slight vari-
ations were noted between the sexes with regard to the lead-
ing causes of death. Among men in the subgroup aged 25–29,
the leading causes of death were homicide (156) and AIDS
(111), while among women, AIDS (56) was the leading cause,
followed by accidents (16). The leading cause of death among
men aged 30–39 years was AIDS (507), followed by accidents
(195). Among women in that age range, the leading causes
were AIDS (156) and malignant neoplasms (53). For the sub-
group aged 40–44 years, the leading cause of death among
men continued to be AIDS (238), followed by diseases of the
digestive system (72), while among women, malignant neo-
plasms (69) were the leading cause, followed by AIDS (46).
The leading causes of death among men aged 45–49 years
were AIDS (159) and heart disease (85). Among women in
this group, the leading causes were malignant neoplasms (86)
and heart disease (48). In the 50–59 age group, 2,521 people
died (1,682 men and 839 women), and the two principal
causes of death for both sexes were heart disease and malig-
nant neoplasms.

Health of the Elderly 

In 1994, according to data from the Planning Board, 13.2%
of the population of Puerto Rico was 60 or more years of age.
Of the total of 487,381 people aged 60 or more, 224,055 were
men and 263,326, women. The health situation of this age
group is influenced by normal aging processes, as well as by
injuries or diseases. Diseases of the circulatory system, dis-
eases of the musculoskeletal system and connective tissue,
endocrine diseases, and diseases of nutrition and metabo-
lism were the chronic disorders that prevailed in this age
group in 1992. In that year, a total of 19,493 people died. The
leading causes of death were diseases of the heart (ICD-9,
390–398, 402, 404–429), malignant neoplasms (140–208),
and diabetes mellitus (250). Other important causes of death
included chronic liver disease and cirrhosis (571), hyperten-
sive disease (401, 403), cerebrovascular disease (430–438),
and chronic obstructive pulmonary disease and related dis-
orders (490–496).

The Population and Housing Census of 1990 found that
66,187 elderly people lived alone, which is 19.4% of this age
group. Analysis by municipio indicates that between 14.0%
and 24.9% of the elderly lived alone. In almost all the munici-
pios, there was a higher percentage of women than men living
alone. These data are particularly important for planning
health and other services for this population. The principal
sources of income for the elderly population are social secu-
rity, pensions, and public assistance. According to the Depart-
ment of Family Services, 18,202 elderly people participated in
the Economic Assistance Program during fiscal year 1990,
and 22,432 participated during fiscal year 1993–1994.

Family Health

The Government of Puerto Rico has launched several as-
sistance programs for needy families, which are administered
by various agencies. One is the Department of Family Ser-
vices, whose mission is to facilitate and promote the develop-
ment of families who face social, economic, and/or physical
disadvantages so that they can contribute to and benefit from
the progress of Puerto Rican society. The Office of the Under-
secretary for Public Assistance administers programs of the
Department of Family Services designed to provide economic
assistance to families that lack enough resources to meet their
basic needs. This assistance is channeled through programs
that provide food and nutritional assistance, economic assis-
tance, and clothes and shoes for schoolchildren, as well as the
electricity subsidy program and the energy crisis subpro-
gram. These programs offer services for children, persons
with physical and mental disabilities, the elderly, the home-
less, and families in general.

According to data from the 1990 census, in that year
435,665 families participated in the program for nutritional
assistance; in 1994 the number rose to 490,813. The total value
of the assistance provided in 1994 was US$ 995,824,899. That
year, 23% of the families served were headed by women.

The Health Department within the Office of the Undersec-
retary for Health Promotion and Protection has several pro-
grams aimed at the maternal and child population, as well as
programs for older persons. The Division of Maternal and
Child Health prepares manuals to facilitate the implementa-
tion of procedures and regulations concerning the various ac-
tivities of the program: family planning, prenatal and post-
partum care, high-risk delivery and neonatal care, health
maintenance for children and adolescents, school health, and
care for pregnant adolescents. The managers of the divisions
of maternal and child and adolescent health participate with
other health programs in the preparation of special protocols
on topics such as counseling before and after HIV-testing and
administration of AZT to pregnant, HIV-positive women and
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their children. These manuals and protocols are distributed
and discussed with regional primary care providers.

Workers’ Health

In fiscal year 1994–1995, the State Insurance Fund Corpo-
ration, the agency responsible for covering medical care (in-
cluding hospitalization and supply of drugs) for workers who
suffer work-related accidents or illnesses, reported that 75,823
claims were filed out of a total of 1,051,000 employed persons.
The public sector reported 31,646 cases and the private sector
reported 44,177. The amount of compensation paid totaled
US$ 159.5 million. In that fiscal year, 30,077 certificates of dis-
ability were issued, 688 (2.3%) for permanent disability.

The injuries that gave rise to the largest number of claims
were contusions (13,691), injuries to the back (12,318), and
cuts and lacerations (8,047). The number of claims filed by sex
was 31,889 for women (42.1%) and 43,934 for men (57.9%).

Health of the Disabled

The Office for the Protection of Persons with Impediments
(OPPI) is the government agency responsible for safeguard-
ing the rights of the population with physical, mental, or sen-
sory impairments. This Office attends to problems, needs,
and claims of this group through the provision of guidance,
referrals, legal advisory services, protection, and intercession.
It also intervenes in the fields of education, health, housing,
employment, transportation, recreation, and culture.

The State Council on Developmental Deficiencies is con-
cerned with persons aged 5 and older who have serious
chronic disorders, such as mental retardation, epilepsy,
autism, spina bifida, deafness, blindness, serious emotional
disorders, and Down’s syndrome. The Council seeks to in-
crease employment opportunities for these people and pro-
mote the organization of community activities aimed at pre-
venting, identifying, and treating developmental disorders in
children (early intervention).

According to data from the statistical compendium of
OPPI (1993), in 1990 there were 704,407 people in Puerto
Rico with some type of disability, including some 140,881
with visual impairments and 176,102 with developmental
problems. OPPI calculates the total number of people with
disabilities by means of an empirical methodology based on a
model that uses population data from the census. The defini-
tions of disability used in the 1990 Population and Housing
Census focus mainly on the relationship between disability
and the capacity to work.

Data obtained through the Maternal and Child Health Pro-
gram of the Office of the Undersecretary for Health Promo-

tion and Protection from pediatric centers that serve children
with special health needs indicate that the number of persons
under 21 seen in these centers has increased. In 1993–1994,
15,363 people received care, while in 1994–1995, the number
was 21,335. Of the 21,335 children with special needs served
in that latter fiscal year, 11,620 were 6 years of age or under,
8,864 were between 6 and 17, and 851 were 18 or over.

According to data from the last census, these pediatric cen-
ters cover 1.5% of the children in Puerto Rico and 27% of the
children who need services. The most frequent problems
treated in the centers are delayed psychomotor development,
cerebral palsy, neural tube defects, speech and language dis-
orders, and cleft palate.

Data from the Department of Education reveal that mental
retardation and specific learning disorders are the most com-
mon conditions diagnosed among persons between 6 and 21
years of age. Hearing impairments account for 2.2% of all the
disorders treated and visual impairments, for 1.5%. In 1994,
the Department of Special Education served a total of 37,278
children and young people aged 6–21 years.

The Office of the Undersecretary for Family Services
within the Department of Family Services administers a pro-
gram whose purpose is to help blind, disabled, and elderly
adults achieve greater well-being and, wherever possible, be-
come self-sufficient and productive members of their families
and communities. The Office offers housekeeping services,
foster homes, day care, and prosthesis and orthesis services.
In 1993–1994, of the 70,261 people served, 3,163 (4.5%) were
disabled.

Analysis by Type of Disease or Health Impairment

Communicable Diseases

Vector-Borne Diseases. In 1993, the Dengue Control Pro-
gram established an active surveillance system that made it
possible—through a communication network linking nurse-
epidemiologists, physicians in public and private hospitals,
and environmental health workers—to immediately investi-
gate any increase in the incidence of suspected cases.

In a 1994 epidemic outbreak of dengue, 24,252 suspected
cases were reported and 5,390 cases were laboratory con-
firmed, 3 of them fatal. The outbreak was due mainly to the
widespread use of water storage containers and tanks by large
segments of the population, caused by water shortages and
rationing during much of 1994. A general state of alert was
declared, and mass media campaigns were developed to pro-
vide educational information and guidance on the manage-
ment and maintenance of stored water.

In 1995, 2,046 cases of dengue were confirmed by labora-
tory testing; in 1996, 1,804 cases were confirmed. The pres-
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ence of dengue-3 virus has not been detected since 1977. In
recent outbreaks, serotypes 1, 2, and 4 have been identified.

Vaccine-Preventable Diseases. In a re-emergence of
measles, the highest number of cases was recorded in 1990,
when 1,805 cases (51.3 per 100,000 population) and 12
deaths were reported. In 1993, 355 cases were reported (10.1
per 100,000 population), of which 254 (72%) occurred in
preschoolers (0–5 years) and 116 (33%) occurred in infants
(under 12 months of age). In order to interrupt the transmis-
sion of measles by 1996, the Health Department launched a
Measles Elimination Program, an island-wide collective effort
that included a mass vaccination campaign, increased sur-
veillance, and control of outbreaks. The mass vaccination
campaign of 1994 succeeded in covering 77% of the target
population (children aged 6 months to 5 years). The strategy
adopted was based on PAHO’s recommendations for measles
elimination. In May of that year, Puerto Rico participated in a
national coverage study (estimated population based on
64,336 births), achieving 87% coverage (four doses of the
triple vaccine against diphtheria, tetanus, and pertussis
[DTP], three doses of oral polio vaccine [OPV], and one of the
vaccine against measles, mumps, and rubella [MMR]). In July
1994, the initial phase of the National Immunization Registry
was implemented.

In 1994, 2 cases of tetanus were reported, 3 of whooping
cough, 2 of mumps, 3 of meningitis (due to Haemophylus in-
fluenzae type B), 415 of hepatitis B, and 46 of measles. That
same year, two deaths from tetanus, both of males, were re-
ported. No deaths from diphtheria, pertussis, or measles were
reported.

In 1992, with the adoption of Law 59, which created the
Hepatitis B Immunization Program, the hepatitis B vaccine
began to be administered to employees in the public and pri-
vate sectors at high risk from occupational exposure. As of 30
June 1995, 110,224 doses had been administered in the public
sector and 17,681 in the private sector.

In 1992, a hepatitis B perinatal growth protocol was estab-
lished with a view to offering early treatment to infected
mothers and vaccination of the children of identified mothers.
In 1993 the hepatitis B vaccine was included in the vaccination
series for children under age 1, and the age of coverage is to be
increased successively every year. The ultimate objective is to
cover the entire population aged 0–18 by the year 2000.

Cholera. Puerto Rico has had no reported cases of cholera
in the twentieth century.

Chronic Communicable Diseases. The incidence of tu-
berculosis has shown slight variations over the years: 312
cases were reported in 1992 (rate of 8.9 per 100,000 popula-
tion), 257 cases in 1993 (7.3 per 100,000), 274 cases in 1994

(7.8 per 100,000), 263 cases in 1995 (7.5 per 100,000), and 222
cases in 1996 (6.3 per 100,000). The distribution by sex was as
follows: in 1994, 73.4% of the cases occurred in males and
26.6% in females; in 1995, 65% occurred in males and 35% in
females; and in 1996, 72% of the cases were in males and 28%
in females. In 1996, 90% of the cases were the pulmonary form
of the disease. During that same year, the distribution of cases
by age group was as follows: 6.3% in the group aged 0–14
years, 1.4% in the group aged 15–19 years, 39.2% in the group
aged 20–44 years, 15.3% in the group aged 45–54 years, and
33.8% in the group aged 55 and over. The age of 4% of tuber-
culosis patients is unknown. Mortality from tuberculosis was
1.7 per 100,000 population in 1994, 1.6 in 1995, and 1.7 in
1996. The incidence of multidrug resistance in the reported
cases was 11 cases in 1994, 8 in 1995, and 4 in 1996.

From 1994 to 1995, an increase was seen in the percentage
of tuberculosis cases in people who are also infected with the
human immunodeficiency virus (HIV). In 1993, in accor-
dance with the definition of AIDS established that year by the
United States Centers for Disease Control and Prevention
(CDC), 72 of 257 tuberculosis patients had AIDS (28.0%). In
1994, 81 of 274 tuberculosis patients had AIDS (29.6%); in
1995, 57 of 263 (18.0%); and in 1996, 60 of 222 cases (27.0%).

Acute Respiratory Infections. According to a study con-
ducted by the Basic Sampling Division of the Department of
Health on acute disorders, the estimated incidence of acute
morbidity in the noninstitutionalized civilian population in
1992 was 4.5 million episodes. The highest incidence was for
diseases of the respiratory system, with a rate of 55.8 episodes
per 100 population. The most frequent respiratory disorders
were the common cold and influenza (39.7 per 100 people),
other diseases of the respiratory system (10.7), and acute
bronchitis (3.2). Among children under age 6, the most fre-
quent diseases were the common cold and influenza and
other diseases of the respiratory system, with rates of 83.5
and 37.2 per 100 children per year, respectively. The rate of
common cold and influenza in the population aged 65 and
over was 47.7 per 100 population.

A study of the prevalence of chronic disorders found
737,435 episodes of acute respiratory disease (rate of 20.7 per
100 people) in 1992. The most frequent were asthma (309,403
episodes) and respiratory allergies (234,596 episodes).
Among males, 362,529 episodes of respiratory disease were
registered. The group aged 6–16 had the highest prevalence
(108,283 episodes) and asthma was the most common disor-
der (66,720 episodes). Females suffered 374,906 episodes of
respiratory disease and women aged 25–44 were most fre-
quently affected (112,034 episodes); again, asthma was the
most frequent disorder (152,125 episodes) and the largest
concentration of episodes occurred in the group aged 6–16
(40,601), followed by the group aged 25–44 (35,647). Respira-
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tory allergy was the most frequent disorder in the group aged
25–44 (43,022).

In 1994, as in 1993, pneumonia and influenza (1,187
deaths, 639 in males and 548 in females) and obstructive pul-
monary disease (1,186 deaths, 643 in males and 543 in fe-
males) were the seventh and eighth leading causes of death,
respectively (together accounting for 2,373 deaths).

Rabies and Other Zoonoses. The Office of the Undersec-
retary for Environmental Health is charged with controlling or
eliminating environmental factors that pose a health threat to
Puerto Rican residents. One of its programs is the zoonoses
program, which seeks to prevent the transmission of animal
diseases to man, especially rabies. During fiscal year
1994–1995, 5,908 animals were vaccinated against rabies, a
figure that surpassed the number programmed by 11%. In
that same period, 211 suspected cases of animal rabies were
investigated and 51 animals tested positive, as a result of
which rabies treatment was administered to 51 people.

AIDS and Other STDs. In 1994, AIDS was the fourth lead-
ing cause of death in Puerto Rico, accounting for 1,549
deaths, with a mortality rate of 42.0 per 100,000 population.
Of the 1,549 deaths, 1,210 (78.1%) were of males and 339
(21.9%) were of females. However, AIDS is the leading cause
of death for both men and women in the 25–49 age group. As
of December 1994, 16,109 cases of AIDS had been confirmed;
of that number, 11,400 patients (71%) had died. According to
more recent data, as of 30 April 1997 there were 19,625 con-
firmed cases, with 12,752 (65%) deaths. Of the total number
of diagnosed cases, 19,261 occurred in adults and adolescents
and 364 occurred in the pediatric population. Forty-five per-
cent of those affected were between 30 and 39 years of age
and 23% were between 40 and 49. The primary risk factors
were drug use in males (56%) and heterosexual relations with
an HIV-infected partner in women (57%). The incidence of
AIDS declined 27% from 1993 (89) to 1994 (65). At present,
there is no HIV/AIDS registry in Puerto Rico.

The incidence of primary and secondary syphilis declined
34% from 1993 to 1994 (13 and 9 cases per 100,000 popula-
tion, respectively). The incidence of gonorrhea declined 5%
from 1993 to 1994 (15 and 14 cases per 100,000 population,
respectively). In contrast, five times more Chlamydia infec-
tions were reported in women in 1994 than in 1993 (109 and
19 cases per 100,000 population, respectively).

Noncommunicable Diseases and Other Health-Related
Problems

Nutritional Diseases and Diseases of Metabolism. Dia-
betes mellitus is an important cause of morbidity, disability,

and mortality in Puerto Rico. The Vital Statistics Report for
1994 indicates that it is the third leading cause of death, out-
ranked only by heart disease and malignant neoplasms. In
1994, 1,868 people died as a result of diabetes mellitus (1,028
females and 840 males). This disease ranked among the first
five causes of death of males in the 55–59 age group, with 60
deaths and a rate of 87.3 per 100,000 population, and it ac-
counted for the greatest number of deaths (139) in the group
aged 70–74, with a rate of 329.4 per 100,000 population.
Among women, it figured among the first five causes of death
in the group aged 45–49 years, accounting for 19 deaths (17.7
per 100,000 population), and its importance is increasing. In
the group aged 85 and over, diabetes accounted for 211
deaths, with a rate of 1,060.7 per 100,000 population. In 1983,
mortality from diabetes mellitus was 31.0 per 100,000 popu-
lation; in 1994, the rate was 50.7 per 100,000 population—an
increase of 63.5% in 10 years.

According to a study by the Basic Sampling Division on
chronic conditions of Puerto Rico’s noninstitutionalized civil-
ian population, 5,496,140 suffered from some chronic disor-
der in 1992. The group of diseases comprising endocrine, nu-
tritional, and metabolic disorders ranked fourth, affecting
443,452 persons. A total of 206,644 people suffered from dia-
betes mellitus. The most diabetics were found in the group
aged 45–64 (91,763), followed by the group aged 65 and over
(77,152). Among males, 86,592 had diabetes mellitus, and the
highest prevalence was observed in the group aged 45–64
(41,269).Among females, 120,052 were diabetics, and the dis-
ease also was most prevalent in the 45–64 age group (50,494
diabetics), followed by the group aged 65 and over (47,882).

Puerto Rico’s Department of Health estimates that the
prevalence of diabetes, including both diagnosed and undiag-
nosed cases, in the adult population is 13.98%. According to
the National Institute of Diabetes and Digestive and Kidney
Diseases, 10.9% of Puerto Ricans who reside in the United
States of America have diagnosed or undiagnosed diabetes.

Cardiovascular Diseases. According to data on chronic
morbidity from the Basic Sampling Division, diseases of the
circulatory system were the most frequent disorders in this
category in 1992, affecting a total of 909,409 persons. Of these
diseases, hypertensive disease (400,293 cases) and heart dis-
ease (160,807 cases) were most prevalent. The group aged
45–64 had the highest number of cases of hypertensive dis-
ease (192,103), while the group aged 65 years and over had
the greatest number of cases of heart disease (72,188).

Among women, diseases of the circulatory system were
most common (569,927 cases), and hypertensive disease was
most prevalent (226,863 cases). The group aged 45–64 years
was most affected, followed by the group aged 65 years and
over. Among men, a total of 339,482 suffered from diseases of
the circulatory system, and hypertensive disease was most
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prevalent (173,430 cases). Again, the group aged 45–64 was
most affected (89,053 cases).

In 1994, cardiovascular diseases, including heart disease,
cerebrovascular disease, hypertensive disease, and atheroscle-
rosis, caused 8,663 deaths (4,589 males and 4,074 females),
which was 30.4% of all deaths in that year, yielding a mortal-
ity rate of 235.0 per 100,000 population. Mortality from heart
disease was the highest (157.7 per 100,000 population). Of
5,811 deaths from heart disease, 3,169 were of males and
2,642 of females. For both sexes, ischemic heart disease
caused the most deaths (3,372–1,895 males and 1,477 fe-
males). Among men, heart disease becomes the leading cause
of death in the group aged 50–54 and among women, in the
group aged 65 and over.

Malignant Neoplasms. According to a study conducted by
the Basic Sampling Division, in 1992 a total of 14,982 malig-
nant neoplasms were reported. The most affected age groups
were those comprising persons 45 years old and over, for both
males and females. Of the 6,652 cases of malignant neo-
plasms in the male population, 5,425 occurred in the group
aged 45 years and older. Among women, 8,330 cases were re-
ported, 7,693 in the group aged 45 years and older.

Malignant neoplasms were the second leading cause of
death in Puerto Rico in 1994, accounting for a total of 4,298
deaths. The most frequent cancer sites were the digestive or-
gans and the peritoneum (1,426 deaths in 1994), the geni-
tourinary organs (866), and the respiratory and intrathoracic
organs (657). Within the last two categories, malignant neo-
plasms of the trachea and lung caused 569 deaths (386 male
deaths and 183 female deaths), while prostate cancer caused
505 deaths of men. Of the 866 persons who died from malig-
nant neoplasms of the genitourinary organs, 623 were males
and 243 were females. The most frequent cancer site in men
was the prostate and in women, the placenta and uterus (64
deaths) and the ovaries (54 deaths). Among women aged
35–64, malignant neoplasms were the leading cause of death.
After age 65 they dropped to second place, while among men
they became the second leading cause of death after 50 years
of age.

Accidents and Violence. In 1994, accidents were the sixth
leading cause of death, accounting for 1,313 deaths (1,006
males and 307 females). Of all deaths due to accidents, 48.1%
are attributed to motor vehicle accidents (631); of these
deaths, 144 were of persons aged 15–24 and 117 were of per-
sons aged 25–34 years.

Homicides were the ninth leading cause of death in 1994. A
total of 1,017 deaths were attributed to this cause (931 males
and 86 females), which yields a mortality rate of 27.6 per
100,000 population. Homicide is among the first three causes
of death in group aged 10–14 and in the group aged 35–39. Of

the 1,107 homicide victims, 816 (65.6%) were between 10
and 39 years of age and of this group, 759 were males.

Of 355 suicide deaths registered in 1994, 320 were males
and 35 were females. Suicide figures among the first five
causes of death in men aged 10–39 (141 deaths). In the group
aged 40 and over, 202 people committed suicide.

Behavioral Disorders. In 1994, the Program for Treat-
ment of Alcohol Abuse within the Substance Abuse and Men-
tal Health Services Administration (ASSMCA) treated 7,391
people who tended to share several characteristics. In 1995, it
was found that the persons treated by the Program generally
were single persons between 25 and 54 years of age who were
employed full-time and had had some schooling; 59.3% indi-
cated that they had been incarcerated, 61.7% had not been
treated previously, 36.0% had received treatment, and 2.3%
gave no information in this regard.

In 1994, of all the people treated (7,391), 7,042 were males
(95.3%) and 349 were females (4.7%). The largest percentage
of males treated fell into the 35–44 age group (32.2%); the
next largest percentage were in the group aged 45–54
(24.1%), and the third largest percentage were in the group
aged 25–34 (23.0%). These groups account for 83.3% of all
the cases treated (79.3% were males and 4.0% were females).
In both males and females, the group aged 35–44 was most
likely to be treated repeatedly for excessive consumption of
alcohol (33.8%), followed by those aged 45–54 (24.9%), and
those aged 25–34 years (24.6%).

In 1994, a total of 36,604 people were treated in ASSMCA
facilities for drug addiction (87.8% males and 12.2% fe-
males). ASSMCA has six specific programs to address this
problem, and its facilities range from evaluation and rehabili-
tation centers to mobile clinics. “Drug-free” programs also
have been developed for minors and adults.

The mental health services follow a biopsychosocial ap-
proach that takes into account biological and psychological
aspects of human behavior, as well as its social dimension,
based on the relationship of the individual with his or her im-
mediate environment. Seven mental health institutions and
12 outpatient care centers operate on the island. In 1994,
4,109 more people than in the previous year were treated in
the outpatient services, of which 3,658 were treated in mental
health centers. Of the total number of patients treated in
mental health facilities (102,117), 95.8% received outpatient
care. Of these, 54,937 were male (53.8%) and 47,108 were fe-
male (46.2%).

According to a study by the Basic Sampling Division on
chronic morbidity, 264,798 of the individuals interviewed had
suffered some form of mental illness in 1992. Neurosis was
the most frequent disorder (193,383 cases). The age group
with the largest number of cases of mental illness was the
group aged 45–64 (106,255), followed by the group aged
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25–44 (77,285). Among men there were 128,481 cases of
some type of mental disorder and among women, 136,317. In
both sexes, neurosis was the most common disorder and the
groups aged 45–64 and 25–44 were most frequently affected.

Oral Health. Although Puerto Rico’s legislature was the
first in the world to make fluoridation of water mandatory,
and despite the fact that fluoridation is the most cost-effective
means of preventing dental caries, in recent years the practice
has been stopped due to lack of funding. Studies are being
conducted with a view to reinstating it.

In 1994, 68 people died from malignant neoplasms of the
oral cavity. According to the Ongoing Health Study (Basic
Sampling), in Puerto Rico there were 3.5 million dental visits
among the noninstitutionalized civilian population in 1992
(1.0 visits per person). This rate was the same as that
recorded in 1989. The rate of visits per person per year was
1.2 for the female population and 0.8 for the male population.
The group aged 45–64 had the highest rate of dental visits
(1.3 per person per year), followed by the group aged 6–24
(1.1 visits per person per year). There is a direct correlation
between income level and number of visits per person. The
highest rate per person per year (1.5) was registered among
persons with an annual income of US$ 20,000 or more, while
the lowest rate was found among those earning less than US$
5,000 per year (0.6).

RESPONSE OF THE HEALTH SYSTEM

National Health Plans and Policies

In recent years, health care costs in Puerto Rico have sky-
rocketed, as they have elsewhere in the world. Curbing this in-
crease and ensuring that every Puerto Rican receives good
and reasonably priced health care are at the core of current
health reforms. The model now in effect also seeks to have the
Department of Health delegate responsibility for the delivery
of services to the private sector—the aim being to eventually
have a single health care system—while maintaining respon-
sibility for ensuring that the population receives appropriate
health services. The model emphasizes a preventive ap-
proach, including education and promotion of healthy
lifestyles, in order to minimize long-term costs for hospital-
ization and treatment of catastrophic illness.

In order to provide better health services, the Government
has made it a top priority to restructure the health regions
and their levels of care, as a way to avoid duplication. Its
strategies include the establishment of national and regional
interdisciplinary working groups to prepare and implement a
model for the evaluation of the regions, preparation of nor-
mative guidelines that establish which services are to be pro-

vided at each level, streamlining and improvement of the sys-
tem for referral of patients among health care system levels,
and utilization of health facilities at the various levels and
community organizations as key instruments for mass health
education campaigns.

Health Sector Reform

The new model for health service delivery to the indigent
seeks to improve the accessibility and quality of services in a
framework of equity and social justice. Once the model has
been fully implemented, it is expected to eliminate many of
the barriers that hinder access at the various levels of the
health care system (primary, secondary, and tertiary).

As of October 1997, 61 of Puerto Rico’s 78 municipios in
Puerto Rico (78%) had been brought into the health sector re-
form process, and health insurance coverage had been ex-
tended to more than 1 million indigent persons. It is expected
that another 14 municipios will have been included by the
end of fiscal year 1997–1998. Unlike in 1994–1997, when
leasing was used to try and privatize health institutions, the
current model envisages the sale of health institutions to the
private sector.

One of the principal goals of health sector reform is to con-
trol the costs associated with the delivery of health services.
This goal can be reached by providing universal access to nec-
essary medical care, controlling the costs of care, restructur-
ing the service system, establishing and maintaining a high
level of quality in the services provided, developing primary
level services with emphasis on disease prevention and health
promotion and protection, and ensuring that all beneficiaries
pay a reasonable amount for their health care in accordance
with their income.

The government insurance plan covers services that are
necessary to maintain good physical and mental health,
namely, outpatient care, medical and surgical services, hospi-
talization, dental care, laboratory services, and drugs. Insur-
ance cost and the deductible amounts are determined accord-
ing to the beneficiaries’ ability to pay. Beneficiaries are
entitled to select a health care provider from a network of
providers in their area of residence.

The incorporation of the new public policies on health into
the operations of the Department of Health and its Health Fa-
cilities and Services Administration is considered a priority.
The strategies for accomplishing this include preparation, or-
ganization, and dissemination of information on prevention
of the most common diseases; design and implementation of
educational programs, emphasizing chronic diseases and
lifestyles; and creation of mechanisms to enable Puerto Ri-
cans to actively participate in caring for and maintaining
their own health. Among activities under way are the identifi-
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cation of volunteer organizations and their guidance services,
and the identification of barriers that impede access to Health
Department’s services.

Another high priority is the strengthening of technical and
administrative capabilities for the delivery of optimal ser-
vices for the prevention and treatment of AIDS. The strategies
envisaged for this purpose include putting in place mecha-
nisms for analyzing, monitoring, and evaluating plans for risk
reduction and education, in order to measure their progress;
identifying factors that reduce effectiveness or efficiency; de-
termining the need to continue, refine, reduce, reorient, or ex-
pand operations; expanding facilities of regional immunol-
ogy centers; identifying community leaders who could
collaborate in AIDS prevention; and identifying the physical
and psychosocial needs of HIV-infected women of childbear-
ing age and HIV-infected children and their family members.

Priority also is being assigned to the strengthening of
health services in order to ensure that people age 65 and older
receive regular health care services. The strategies in this area
include analysis of existing community resources that pro-
vide specific services to this age group, coordination of these
services, and organization of health promotion, health educa-
tion, and disease prevention activities.

Another priority area involves improving the availability
and quality of mental health services at the primary care
level. The strategies consist of equipping facilities for the pro-
vision of basic mental health services, creating positions and
recruiting the necessary personnel for every center that pro-
vides such care, and developing a continuous mental health
care system in the framework of the Substance Abuse and
Mental Health Services Administration.

Organization of the Health Sector

Institutional Organization 

Law No. 101, known as the Health Facilities Law, establishes
that the Department of Health shall be the sole public authority
responsible for planning health services. In order to fulfill this
responsibility, the Department of Health designed a regional-
ization scheme, which it began to implement in 1958. The first
region to be designated was the area served by the Bayamón
District Hospital, which included the San Juan metropolitan
area and 16 municipios. In 1960, the rest of island was divided
into five regions, each with a population of between 350,000
and 900,000. The three levels of care included in this scheme
were the local health centers (primary care), the regional hos-
pitals (secondary and tertiary care), and the Río Piedras Med-
ical Center in the metropolitan area (specialized care).

In 1970, the existing system was restructured and the is-
land was divided into three regions: northeast, south, and

west. The medical centers in Río Piedras, Ponce, and
Mayagüez were designated as base hospitals for each of these
regions, respectively. In 1977, the geographic and functional
aspects of the regionalization scheme were again modified.
The new system, which remains in effect today, comprises
seven regions (Metropolitan Area, Bayamón, Arecibo,
Mayagüez, Ponce, Caguas, and Fajardo) and two subregions
(Aguadilla, in the region of Mayagüez, and Humacao, in the
region of Caguas), which in turn have been subdivided into
16 areas.

Various linked levels of care have been established, which
makes it possible for users to receive the care they need as
quickly and effectively as possible. The primary level is the
gateway into the health system, to which every person has di-
rect access and from which referrals are made to higher lev-
els. The services are accessible to the population and are ori-
ented toward prevention and treatment of the diseases that
have a high probability of affecting people at some time dur-
ing their lives.

The primary level has emergency and ambulatory services,
as well as facilities and equipment for the treatment of dis-
ease in diagnostic and treatment centers, family health cen-
ters, and public health clinics and units. Health promotion
and protection and disease prevention activities are stressed.
These activities are complemented by health education and
combined with treatment and rehabilitation activities.

The secondary level is responsible for treating health prob-
lems that occur relatively infrequently in isolated individuals
but whose prevalence is significant in population groups of
more than 25,000 people. Early detection of disease is empha-
sized. Medical care is intermittent and patients access this
care through referral from the primary level, to which the sec-
ondary level offers support services. Secondary level services
are provided in subregional and area hospitals, which, in turn,
have outpatient and inpatient services in the basic medical
specialties (internal medicine, obstetrics and gynecology, and
pediatrics). At this level, surgical, ophthalmologic, and other
procedures can be performed, and radiology and clinical lab-
oratory services are always available.

The tertiary level concentrates on infrequent diseases, the
prevalence of which can only be predicted in populations
across several municipios. This level requires costly special-
ized services, complex technology, and highly skilled profes-
sionals. The regional specialized and semi-specialized hospi-
tals provide services at this level. The Mayagüez, Ponce, and
Río Piedras medical centers and the Cardiovascular Center 
of Puerto Rico and the Caribbean offer highly specialized
services.

The growth of the population in various areas of the is-
land, coupled with extensive use of health services, has af-
fected their accessibility and quality. Under the new model,
the regional offices have been maintained but their functions
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have changed radically in order to focus more on health pro-
motion and protection. Rather than operational functions re-
lating to direct provision of health care to the population, the
offices are now carrying out normative functions, and the
strategy of healthy communities and “total wellness centers”
are being applied as instruments of social participation. The
importance of forming alliances among the various levels is
also being emphasized.

The Department of Health has implemented several strate-
gies to achieve the integration of administrative components,
both at the central and regional levels. Administrative Order
99/104, issued in June 1995, seeks to integrate areas with simi-
lar functions and reduce the size of the government apparatus.

Health Legislation

Health sector reform requires changes in the existing legal
framework. At the central level, committees have been created
expressly to advance decentralization and to eliminate obso-
lete regulations. The new approach to privatization also has re-
quired that the law on privatization of health care facilities be
amended, in order to permit the sale of such facilities to the
private sector and to incorporate other privatization models.

Organization of Health Regulatory Activities

Health Services Delivery: Facilities and Standards of
Care. The Office of the Undersecretary for Regulation and
Accreditation of Health Facilities (SARAFS) is the agency
within the Department of Health responsible for the regula-
tion and quality control of health services and the operation
of health facilities in Puerto Rico. In addition to the Office of
the Undersecretary, it includes the Office of Administration,
the Division for Certification of Need and Suitability, the
Drug and Pharmacy Division, the Laboratory Division, the
Division of Health Institutions, the Medicare Coordination
Division, and the Division of Medical Emergencies. The Drug
Bioequivalence Board also comes under this Office. It moni-
tors the adoption of state and federal laws and standards that
regulate health services; provides advice and guidance to the
general public on the regulations applicable to health ser-
vices; and develops and reviews laws, regulations, standards,
and related procedures. Among its more specific responsibil-
ities is the enforcement of regulations, procedures, executive
orders, and memoranda issued by regulatory and fiscal agen-
cies and entities with the public administration system and
the Regional Office of the United States Health Care Financ-
ing Administration (HCFA).

The Division for Certification of Need and Suitability eval-
uates requests for expansion of services, purchase and sale of

health facilities, contract extensions, remodeling, capital in-
vestment, and acquisition of highly specialized medical
equipment. It guides and advises persons who plan to offer a
health service on the applicable laws, regulations, and bidding
processes. It also investigates complaints relating to possible
violations of laws and regulations, and the Division’s staff tes-
tify as needed in administrative and legal proceedings. Its
principal mission is to promote the orderly planning of health
services and institutions in order to meet the needs of the
population, control the costs of services, and ensure the avail-
ability of services where they are needed.

The Drug and Pharmacy Division is responsible for provid-
ing guidance and information and granting licenses to estab-
lishments where drugs, medications, pharmaceutical prod-
ucts, and chemical products are manufactured, produced,
packaged, sold, and distributed. It also carries out inspections
in these establishments and maintains the Puerto Rico Drug
Registry.

The Laboratory Division carries out yearly inspections,
and licenses clinical and pathology laboratories and blood
banks. It also monitors the processing of clinical analyses in
physician’s offices.

The Division of Health Institutions inspects health ser-
vices. It is responsible for inspecting and licensing the 282
health institutions, including hospitals, diagnostic and treat-
ment centers, convalescent homes, mental health centers, vo-
cational rehabilitation centers, public health units, social re-
habilitation centers, and medical institutions for the mentally
retarded.

The Medicare Coordination Division carries out inspec-
tions and certifies health care facilities that participate in the
Medicare Program offered under the Federal Social Security
Law of the United States, by means of a contract between the
HCFA and the Department of Health.

The Division of Medical Emergencies regulates, inspects,
plans, and develops services in the area of emergency medi-
cine. Together with the Public Service Commission, it also
regulates the operation of ambulances. All ambulance opera-
tors must be licensed by the Public Service Commission after
passing a training course offered by the Department of
Health.

Certification and Practice of Health Professionals. The
Office for Regulation and Certification of Health Professionals
is in charge of all regulations relating to the practice of the
health professions, administration of professional examina-
tions, licensing and certification, registration of licenses, and
license renewal every three years upon fulfillment of the con-
tinuing education requirement, as established by law. The Of-
fice includes boards of examiners for regulated health profes-
sionals and a registry of professionals. It provides the boards
with the administrative services they require.
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Health Services and Resources

Organization of Services for the Care of the Population

Control of Environmental Quality (Water, Air, Soil,
Housing, and Chemical Safety, Including Hazardous
Waste). Within the framework of the political relationship
between Puerto Rico and the United States of America, vari-
ous federal and state agencies are responsible for the regula-
tion and control of activities relating to environmental pro-
tection. At the federal level, the main agency is the United
States Environmental Protection Agency. At the local level,
primary responsibility rests with the Environmental Quality
Board, an agency under the Office of the Governor. Other
public corporations and agencies in Puerto Rico that play an
important role in this area are the Department of Health, the
Department of Natural and Environmental Resources, the
Solid Waste Authority, and the Aqueduct and Sewer Authority.

The Environmental Quality Board was created in 1970. Its
functions are to adopt rules and prepare regulations, carry out
investigations, impose sanctions, initiate legal and adminis-
trative actions, and establish requirements for the issuance of
permits related to its programs for the control of ground- and
surface water contamination and air, soil, and noise pollution.
In addition, it is empowered to take necessary action in envi-
ronmental emergencies, such as oil and chemical spills; for
this purpose it administers the funds provided under the law
establishing the Environmental Emergency Fund.

The Solid Waste Authority is a public corporation created
in 1978. Among other functions, it is empowered to provide
technical and economic assistance to the municipal govern-
ments for the management and proper disposal of solid
waste. If necessary, it is authorized to operate facilities for the
disposal of such waste.

The Department of Natural and Environmental Resources
was created in 1972. Among other functions, it is responsible
for the enforcement of laws concerning forests, water, mines,
caves, caverns and sink holes, sand, stone, and gravel. In addi-
tion, it has primary responsibility for the management of
coastal resources and wildlife conservation in Puerto Rico.
The Monitoring Board within the Department, together with
the inspectors of the Environmental Quality Board and the
Health Department and members of the Puerto Rican police
force, are key resources for the operation of the programs de-
signed to ensure compliance with applicable legal provisions
in this area.

The Aqueduct and Sewer Authority is a public corporation
that is responsible for drinking water supply to communities
and administration of sanitary sewerage systems. In addition,
it controls the discharge of water to public treatment systems
and, when necessary, requires prior treatment. The Depart-
ment of Health maintains active monitoring of drinking

water quality in public water systems. In 1974, the Congress of
the United States approved a law known as the Safe Drinking
Water Act, which makes the Environmental Protection
Agency responsible for the establishment of minimum na-
tional standards on drinking water contaminants. These stan-
dards determine the maximum allowable concentrations of
radioactive substances, organic and inorganic chemicals, pes-
ticides, herbicides, and bacteria in drinking water. The law
applies to all water systems that have at least 15 service con-
nections or that regularly serve at least 25 people.

The Law on Protection of Drinking Water in Puerto Rico was
adopted in July 1977. In keeping with the provisions of this law,
in December 1977 the Secretary of Health issued Regulation
No. 42, which has been amended twice. This Regulation sets al-
lowable levels for drinking water contaminants in all public
water systems of Puerto Rico. In coordination with the Envi-
ronmental Quality Board, the Environmental Protection
Agency administers the National System for the Elimination of
Contaminant Residues in Puerto Rico, which seeks to control
the discharge of contaminants into the island’s bodies of water.
In addition, the Environmental Protection Agency plays an im-
portant role in monitoring the management and disposal of
hazardous solid waste, as well as in investigation of sites that
are contaminated with hazardous substances and design, plan-
ning, and implementation of necessary sanitation activities.

Food Protection. The Department of Health has delegated
responsibility for food quality control to the Office of the Un-
dersecretary for Environmental Health. In order to prevent
unsafe food from becoming a public health problem, several
programs have been put in place, including programs on hy-
giene in food service establishments, hygiene in the process-
ing and handling of milk products, and hygiene in food facto-
ries, warehouses, and meat markets.

Health Promotion. The Department of Health is changing
its orientation from basically curative activities toward an ap-
proach that stresses health promotion. The Office of the Un-
dersecretary for Health Promotion and Protection has a pre-
ventive medicine program that carries out health promotion
and disease prevention activities in keeping with the objec-
tives of Health for All by the Year 2000. To foster public inter-
est in these activities, mass media campaigns have been de-
veloped and talks, workshops, and health fairs have been
organized. In addition, collaborative working groups (coali-
tions) have been formed and given the necessary organiza-
tional, technical, and leadership capacity to enlist support
from representatives of public and private agencies, busi-
nesses, and the mass media in order to join forces to achieve
the goals of the program. The activities are aimed at the
general public and are carried out in public places such as
shopping centers, primary health care facilities, universities,
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workplaces, isolated communities, hotels, nursing homes,
hospitals, schools, and churches.

Epidemiological Surveillance System and Public
Health Laboratories. Reporting of infectious diseases by
health professionals to the Epidemiology Program is gov-
erned by Law No. 81, enacted in March 1912. The Program of-
fers technical and medical assistance at the three levels of the
health care system. Trained nurse-epidemiologists, who work
at the primary and secondary care levels in each municipio,
compile and submit weekly reports in their respective health
regions on numbers of cases of communicable diseases. At
the regional level, a nurse-epidemiologist and an epidemiolo-
gist organize and process the data from the municipios and
communicate them to the Epidemiology Division at the cen-
tral level. The Division, in turn, coordinates the collection of
all epidemiological information, which is then transmitted by
modem from regional computers to be analyzed, interpreted,
and redisseminated to each of the lower levels.

The Epidemiology Program collaborates directly with the
CDC in the collection, analysis, and dissemination of epi-
demiological surveillance data and reporting of acute out-
breaks of infectious disease. The CDC provides the program
with advisory and support services and it establishes stan-
dards for the disease prevention and control methods used in
Puerto Rico. With the support of the CDC, the program pro-
vides advisory services to public and private hospitals in all
the health regions of Puerto Rico, conducts epidemiological
research, and carries out educational activities and training
in disease prevention and control.

During outbreaks, the Epidemiology Division works in co-
ordination with the Environmental Health Program and the
Institute of Health Laboratories. In the event of a dengue out-
break, the Epidemiology Program collaborates with the CDC
Dengue Laboratory located in San Juan.

The Institute of Health Laboratories has five operational
programs: the Program for Proficiency Testing of Clinical
Laboratories, Program on Alcohol Toxicology, the Program for
Certification of Health Laboratories, the Program for Epi-
demiological Support Laboratories, and the Program for En-
vironmental Health Laboratories.

Drinking Water and Sewerage Services. The Puerto Rico
Aqueduct and Sewer Authority administers 208 water sys-
tems that supply approximately 97% of the island’s popula-
tion. The remaining 3% is supplied by other means. Seventy-
four percent of the urban population is connected to sewer
systems (26% have septic tanks), and 80% of the rural popu-
lation has basic sanitation services, including latrines. The
Aqueduct and Sewer Authority reports all drinking water
quality problems to consumers.

Solid Waste Disposal. According to estimates of the Solid
Waste Authority, in 1994 some 2 million tons of solid waste
were generated on the island. The vast majority of this waste
was disposed of in municipal dumps. Only a small proportion
(7% of the total) was recovered for recycling.

Food Aid Programs. A strategic priority of the Depart-
ment of Health is the prevention of nutritional risk factors, es-
pecially those associated with chronic degenerative diseases,
through preventive services offered to vulnerable groups.
Among the measures adopted by the Department during fis-
cal year 1994–1995 were the adoption of a public policy to
promote breast-feeding and the provision of advisory ser-
vices and execution of surveys on nutritional matters. During
that period, enrollment in the Federal Supplemental Nutrition
Program for Women, Infants, and Children (WIC), adminis-
tered by the United States Government, reached 197,663,
which represented an increase of 40,000 participants with re-
spect to the previous year. The dissemination of information
about the services offered under the program was improved
through nutritional guidance campaigns aimed at physicians,
hospitals, and pediatric clinics. In coordination with other
agencies, the referral processes were facilitated, and the iden-
tification of eligible mothers increased 2%. In addition, sev-
eral shelters and institutions for the homeless were identified
and the delivery of services to this segment of the population
was coordinated.

The Department of Family Services, through the Office of
the Undersecretary for Public Assistance, carries out the Pro-
gram for Nutritional Assistance. This program was estab-
lished in July 1982 for the purpose of offering economic assis-
tance to low-income families for food supplements and
emergencies. During fiscal year 1993–1994, the program
served an average of 490,813 families monthly. The total
amount of funds distributed was US$ 1,002,817,928 (US$
2,043.18 per family).

The Food Distribution Program aims to distribute food
donated by the U.S. Department of Agriculture to people with
low or no income, in order to provide them with a balanced
diet. The food is distributed to the beneficiaries of the Eco-
nomic Assistance Program, residents of public housing pro-
jects, and impoverished communities identified by the Pro-
gram for Economic and Social Rehabilitation. In 1993–1994,
a total of 182,326 families participated in this program.

Organization and Operation of Personal Health Care Services

Outpatient, Hospital, and Emergency Services. The
health care delivery system includes public, private, and pri-
vatized public institutions. Facilities that provide primary
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care services must be accredited, in accordance with Law No.
101 and Regulation No. 52. According to data from the Office
of the Undersecretary for Regulation and Accreditation of
Health Facilities (SARAFS), in 1997 Puerto Rico had 68 hos-
pitals, 24 of them public (including privatized public hospi-
tals) and 44 private hospitals. Of the public hospitals, 16 are
general hospitals, 3 are specialized, 4 are psychiatric hospitals,
and 1 is a federal hospital. Of the private facilities, 38 are gen-
eral hospitals, 4 are specialized, and 2 are psychiatric. The 24
public hospitals have a total of 5,464 beds, of which 3,930 are
available beds; 3,811 of these are in use. The private hospitals
have a total of 6,614 beds, of which 6,239 are available beds
and 5,818 are in use.

According to the Annual Report on Institutional Statistics,
in fiscal year 1993–1994 the public sector registered, at its
three levels of service delivery, a total of 2,952,491 visits to
outpatient clinics, 2,093,294 visits to emergency rooms, an
average hospital stay of 5.33 days, and a bed occupancy rate
of 67.17%. At the tertiary level, the average stay was 5.83 days
and the bed occupancy rate was 70.26%.

Human Resources

Professionals who provide health services in public and
private institutions must have completed a formal course of
study in a school or university recognized by the Government
of Puerto Rico and must meet the requirements for continu-
ing education stipulated under Law No. 11.

Of the 6,269 physicians who were practicing in 1989–1992,
3,377 worked in the public sector and 1,283 in the private sec-
tor, 1,601 had their own private practices, and 8 worked on a
volunteer basis. There were 6,707 general nurses in the public
sector and 5,252 in the private sector. Of the 7,394 licensed
practical nurses, 4,406 worked in the public sector and 2,807
in the private sector, 175 were self-employed, and 6 worked on
a volunteer basis. In 1989–1992, 55% of the general nurses,
59.6% of the licensed practical nurses, and 53.9% of the
physicians worked in the public sector, while 43.1% of the
general nurses, 38.0% of the licensed practical nurses, and
20.5% of the physicians worked in the private sector.

Training of Health Workers. Health workers receive for-
mal training through educational programs within or outside
Puerto Rico. These programs must be recognized by the local
regulatory authority. The island currently has schools of med-

icine, nursing, pharmacy, medical technology, and allied
health professions (physical therapy, occupational therapy,
speech and language pathology, and others), as well as intern-
ships in nutrition and dietetics, a graduate school of public
health, and graduate programs in psychology and other areas.
In addition, there are intern and residency programs in vari-
ous medical specialties and technical schools and associate
degree programs in other health-related disciplines.

Labor Market for Health Professionals. Traditionally, the
public sector has provided most employment opportunities
for health professionals, but the reform of the health system
has changed this. As it gradually takes over health care deliv-
ery to the indigent, the private sector is recruiting more pro-
fessionals. In addition, the growth of the health insurance
market has created new job opportunities for health profes-
sionals. As service contracts are being established in the vari-
ous regions where health reform is being implemented, pro-
fessionals are beginning to move to new sectors. In addition,
the Department of Health, in order to fulfill its core functions,
requires professionals skilled in policy analysis and public
policy-setting.

Research and Technology

Research and technology activities are carried out by uni-
versity centers in coordination with the Department of
Health. Research projects are conducted under agreements
with the CDC and others are subsidized with federal funds
from the United States Government, especially in the area of
treatment of patients with HIV and AIDS.

Expenditures and Sectoral Financing 

Between 1986 and 1995, health care expenditures grew at
an annual rate of 6.0%. Although annual growth rates appear
to have declined (7.1% in 1992, 5.6% in 1993, 2.9% in 1994,
and 5.0% in 1995), health care spending has nevertheless in-
creased at a faster rate than inflation in almost every year of
this decade. In 1995–1996 the operating budget of the De-
partment of Health and the Health Facilities and Services Ad-
ministration totaled US$ 1,035,788,933.

As of December 1996, 1,033,777 people had purchased
health insurance plans at a total cost of US$ 608 million.


