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PREFACE

The Secretariat of the Pan American Health Organization has a constitutional responsibility to report
to the Pan American Sanitary Conference on health conditions and trends in the Region. Such is the
principal purpose of this 2007 edition of Health in the Americas. It offers an updated, comprehensive
presentation of the health situation throughout the hemisphere generally and specifically in the 46
countries and territories of the Americas, and it describes and analyzes the progress, constraints, and
challenges of PAHO Member States in their efforts to improve the health of the peoples of the Region.

As a health agency, our core discipline is epidemiology, which enables us to measure, define, and
compare health problems and conditions and their distribution from the perspectives of population,
geography, and time. This publication addresses the issue of health as a human right, taking into ac-
count both the individual and community contexts, and examines various critical determinants of
health, including those of a biological, social, cultural, economic, and political nature. That examina-
tion reveals the existence of gaps, disparities, and inequities that persist in our Region, especially those
related to access to basic services, health, nutrition, housing, and adequate living conditions as well
as to the lack of opportunities for human development—all of which contribute to the greater vul-
nerability to diseases and health risks of some population groups.

Therefore, in addition to the Secretariat's institutionally specific remit to describe and analyze
health problems and the response of the health sector to those problems, we have chosen to frame
our analysis in the context of the universal commitment to the Millennium Development Goals of re-
ducing hunger and poverty, promoting gender equity in opportunities for education, preventing and
controlling diseases, managing and furthering cooperation among countries, and creating and
strengthening subregional and intersectoral partnerships between governments and civil society—as
necessary conditions to achieve better health for the peoples of the Americas.

Production of this publication has been a major and complex undertaking of more than 500 of
the Secretariat's staff members. In the course of their work, they have consulted countless sources,
both official and unofficial, to compile this compendium of information; consequently, some discrep-
ancies in the presentation of data may have occurred. It bears noting, moreover, that the quality of in-
formation from the countries varies considerably and that it was impossible to obtain from some of
them within-country disaggregations of data that would enable measurement of disparities in the
health status of specific population groups. Nonetheless, this regional panorama expresses our com-
mitment to work with the countries to address the unfinished agenda of unnecessary, preventable

deaths of mothers, children, and other vulnerable population groups; to continue and renew efforts to
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sustain achievements in health, such as the elimination of diseases preventable by immunization; and
to tackle ongoing and future challenges such as, among others, HIV/AIDS, multiresistant tuberculosis,
juvenile violence, and new forms of bioterrorism.

In our determination to add value to the information we provide our readers, this edition of
Health in the Americas offers some new features such as individual highlights of each country’s efforts
to deal with a specific national health problem, and several other features described in the note to our
readers (see next page). And, in our continuing attempts to broaden the reach of our information and
to capitalize on changing technologies for the benefit of our readers, we are publishing this edition of
Health in the Americas in print, online, and other digital platforms.

Along with the description and analysis of regional health conditions, this edition provides the
perspectives of 10 internationally renowned experts regarding the “Health Agenda for the Americas,
2008-2017," an initiative of the countries of the Region launched on the occasion of the XXXVII
General Assembly of the Organization of American States (Panama City, 3 June 2007), the aim of which
is to pursue over the coming decade an integrated, collective enterprise to attain the health goals of
the Region.

In closing, we aver that this latest in a series of 14 editions of our flagship publication gathers
facts and presents intelligence with regard to health in the Americas, by providing analysis, perspec-
tives, and context as accurately, fairly, and authoritatively as possible. We hope that our readers will
bear in mind that behind every number and every statistic in this publication is the life of a girl, a boy,
a woman, or a man living in some corner of the Region. We further hope that the 2012 edition of the
publication will bring news of the countries’ great progress in their common covenant to attain bet-
ter health and longer, fuller, more fruitful lives for all the peoples of the Americas, especially those who

thus far have been excluded from the benefits of development.

Mirta Roses Periago
Director
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NOTE TO OUR READERS

This edition of Health in the Americas introduces a number of changes to previous editions.

The Regional Volume includes an opening chapter that provides an overview of health in terms of the
Millennium Development Goals; of the health status continuum—the unfinished agenda, the protec-
tion of health gains, and the confrontation of emerging threats; and of the national and international
health sector response to that health status. Also added is a final chapter that contemplates a vision
of the future of public health in the Region in the context of the Health Agenda for the Americas, 2008-
2017, with commentaries from a number of distinguished international experts. Each of the interven-
ing chapters commences with an introductory summary, which is set off from the main text with a dif-
ferent format. Color is used throughout the volume to assure the clarity of graphic material. Finally, as
one of the main purposes of the series Health in the Americas is to trace regional trends in health con-
ditions and health systems over time, complementing this edition are quotations from the Directors of
the Organization—from Hugh S. Cumming in the 1920s to Mirta Roses Periago in the 21st century—

that are germane to the subjects of the various chapters.

The Country Volume presents maps of each country and territory, as well as short notices that high-

light a specific health challenge and the response of the national health sector to that challenge.

Throughout both volumes, text boxes are introduced to provide additional material; figures and tables

are inserted as close as possible to their in-text mention; and bibliographic references are included.

We hope that these editorial enhancements will serve both to interest and to enlighten you, our

readers.
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AN OVERVIEW
OF REGIONAL HEALTH

ince the inception of the Pan American Health Organization in 1902, the governments of the Amer-

icas have jointly addressed their concerns regarding health and the environment, committing to

collective action and defining strategies to respond to emerging challenges. From the beginning,
the collection, analysis, and dissemination of health information has been a primary function of the Organi-
zation. Starting in 1924, health conditions and trends reported by countries were a main feature of annual
reports of the Director. In 1954, the Secretariat of PAHO produced the first separate report on health condi-
tions in the Americas, thus launching an uninterrupted quadrennial, now quinquennial, publication of infor-
mation on health in the Region.

This 2007 edition of Health in the Americas presents a broad picture of the regional situation and that
of all the countries with regard to health and human development; specific disease conditions and risk factors;
environmental health, and the evolution of health systems and services. In addition, it considers and discusses
progress made regarding the global commitment, expressed in the United Nations Millennium Development
Goals (MDGs), to tackle extreme poverty, hunger, disease, lack of water and sanitation, inadequate housing,
and social exclusion and to promote gender equality, education, and environmental sustainability. That ex-

pression of countries’ collective commitment to social equity informs the text throughout this publication.

HEALTH IN THE CONTEXT OF DEVELOPMENT

In the Region of the Americas, human development and health have advanced over the past quarter-
century, as shown by selected indicators in Table 1. Population growth has slowed, dropping in 2006 to a rate
of 1.2% per year—ranging from 0.4% in the non-Latin Caribbean to 2% in Central America. Urbanization has

expanded from 68.6% in 1980 to 78.9% in 2006. Coverage of basic services is on the increase for the
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TABLE 1. Improvements in health and development in the Americas, selected indicators,

1980-2010.
Indicator! 1980-1985 1990-1995 2005-2010
Life expectancy at birth (years) 68.8 AR 74.9
Total fertility rate (children/woman) 3.1 2.6 2.6
Infant mortality (per 1,000 live births) 318 22.5 16.5
Urban population (%) 68.6 72.8 79.1
Indicator? 1980-1984 1990-1994 20002004
Mortality from communicable diseases

(rate/100,000 inhabitants) 109 62.8 55.9
Mortality from diseases of the circulatory system

(rate/100,000 inhabitants) 280 256.2 229.2
Indicator? 1980 1990 2005
Literacy rate (%) 88 87.6 93.8
Immunization coverage (%): DPT3 45 76.8 93
Immunization coverage (%): Measles 48 82.5 93
Access to drinking water (%) 76 80 93
Access to sanitation services (%) 59 66 84
Nurses per 10,000 inhabitants 23.1 379 30

Sources:

"United Nations, Department of Economic and Social Affairs, Population Division (2005). World Population Pros-
pects: The 2004 Revision. CD-ROM Edition Extended Dataset. U.N. Publications Sales No. 05.XI1.12.

2PAHO/Health Analysis and Statistics Unit (HA). Mortality Database System. 2004.

3PAHO, Health Situation in the Americas: Basic Indicators, 2006. Washington, D.C.; Health Conditions in the Ame-
ricas, 1994 Edition and UNESCO for 1985-1994; PAHO, Evaluacién Regional de Agua y Saneamiento, Washington, D.C.
2000; and http://stats.uis.unesco.org/unesco/TableViewer/tableView.aspx?ReportID=201.

most part, although less so in rural areas: the general population
has better access to education, water and sanitation services,
primary health care, cost-effective technologies, and immuniza-
tions. This increased coverage has enabled measurable progress
toward preventing and controlling numerous communicable dis-
eases that heretofore represented a significant burden. At the
same time, life expectancy at birth has increased by an average of
six years, and the incidence of infant mortality has decreased by
one-half (1). The slowing of population growth, the lengthening
of life spans, and the stemming of deaths from communicable
diseases and perinatal conditions are among the foremost ad-
vances in health in the Region.

Notwithstanding these important gains in regional health,
many major challenges remain: communicable diseases such as
HIV/AIDS, malaria, and tuberculosis; various chronic noncom-
municable diseases and conditions such as obesity, hypertension,
cardiovascular diseases, diabetes, and cancer; and accidents and
violence. Those health problems, in turn, stem from risk factors
related to various demographic, social, and economic shifts in the
Americas, including the aging of the population; changes in diet
and physical activity as well as the consumption of tobacco, alco-
hol, and drugs; and the deterioration of social structures and
supports.

The Millennium Development Goals set markers of progress in
terms of human development and, at the same time, are indicators
of the effectiveness of health systems. Having brought investment
in people’s health to the core of the global development agenda,
the MDGs afford new opportunities for the health sector and
health organizations to gain wide support for the health agenda.

The greatest share of health problems is attributable to broad
social determinants—the “causes behind the causes” of ill-health:
poverty, malnutrition, unemployment, lack of access to education
and health services, the social exclusion of certain population
groups, among others. These social determinants are analyzed in
depth in Chapter 1 of this publication, “Health in the Context of
Development,” which covers the economic, political, social, and
environmental contexts of health. Some of the salient factors im-
pacting on health in the Americas are presented summarily in
the paragraphs that follow.

Demographics. The Region of the Americas continues to ex-
perience three major demographic shifts: population growth, ur-
banization, and aging. Since 1950, the regional population has al-
most tripled, reaching 900.6 million inhabitants in 2006,
according to the latest United Nations population revision (2).
Under a mid-fertility variant scenario, this population is projected
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FIGURE 1. Total population trends and projections by main geographic subregion, Region

of the Americas, 1950—2050.
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to surpass the mark of 1 billion people, more than 600 million of
them in Latin America and the Caribbean, in 2016 (Figure 1).

Social and economic disadvantages in rural areas and smaller
population centers have led people, both worldwide and in the
Americas, to migrate toward urban areas in search of employ-
ment and better living conditions, and urbanization is indeed a
prominent feature of regional demographic change. Considerable
differences exist among subregions, however: the urban popula-
tion in the non-Latin Caribbean is 46.3%; in Central America,
54.8%; in the Latin Caribbean, 67.4%; in the Andean Area, 75.8%;
in North America, 81%; and in the Southern Cone, 86.8%. Nearly
20% of the total population is now concentrated in only 20 of
the Region’s largest cities. In Latin America and the Caribbean,
migration has spawned large, sprawling cities with marginalized
areas that breed poverty, unemployment, violence, insecurity,
pollution, and poorly distributed basic services. Since 1950, when
rural population represented 58% of the total population, urban
population has been growing, reaching 77.4% in 2005. If that
trend persists unaltered, in 2030 the urban population in Latin
America and the Caribbean is projected to reach almost 85%, as
shown in Figure 2 (2).

The two population groups with the fastest growth in the
Americas are the 60 and older and the 80 and older age groups. In
North America, where the population-aging process began earlier,
people 60 years of age and older went from representing 12.4% of
the total population in 1950 to 16.7% in 2005; it is projected that
this population group will increase to 20.1% of the total popula-
tion in 2015 and to 27.3% in 2050. In Latin America and the
Caribbean, on the other hand, the 60 and older age group com-
prised 5.6% of the 1950 population, increasing to 9.0% in 2005;
it is projected to reach 11.3% of the total population in 2015 and

24.3% in 2050. The proportion of the total population represented
by the 80 and older age group jumped from 1.1% in 1950 to 3.5%
in 2005 in North America (and is projected to reach 3.7% in
2015), and from 0.4% to 1.2% in Latin America and the Caribbean
(projected to increase to 1.7% in 2015). As the population ages,
the ratio of productive adults to elderly individuals shrinks, as
does potential funding of support for the elderly (Figure 3).

Economic growth, income, and employment. The Region’s
economy has undergone a series of shifts from low to high
growth rates. After a period of declining growth and persistent

FIGURE 2. Urban and rural population trends and

projections in Latin America and the Caribbean, 1950-2030.
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The Millennium Development Goals

GOAL 1. ERADICATE EXTREME POVERTY AND HUNGER

TARGET: HALVE, BETWEEN 1990 AND 2015, THE PROPORTION OF PEOPLE WHOSE INCOME IS LESS THAN
US$ 1 A DAY.

Population living in extreme poverty (%), in Latin America and the Caribbean, 2005.

Change from 1990 to 2005

Population living in extreme poverty (% of target)
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TARGET: HALVE, BETWEEN 1990 AND 2015, THE PROPORTION OF PEOPLE WHO SUFFER FROM HUNGER.

Underweight children under 5 years of age (%), in Latin America and the Caribbean, 1995-2003.

Prevalence of underweight children
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Sources: Economic Commission for Latin America and the Caribbean (ECLAC). The Millennium Development Goals: A Latin American and Caribbean Perspective. Produced
in collaboration with the Pan American Health Organization; International Labor Organization; Food and Agricultural Organization of the United Nations; United Nations
Educational, Scientific, and Cultural Organization; United Nations Development Program; United Nations Environment Program; United Nations Children’s Fund; United
Nations Population Fund; World Food Program; United Nations Human Settlements Program; United Nations Development Fund for Women. Santiago, Chile: ECLAC; 2005.

United Nations Statistical Division online database: http://millenniumindicators.un.org/unsd/mispa/mi_goals.aspx; and ECLAC Statistics and Economic Projections Division
online database: http://websie.eclac.cl/sisgen/Consultalntegrada.asp?idAplicacion=1.



in Latin America and the Caribbean

GOAL 2. ACHIEVE UNIVERSAL PRIMARY EDUCATION

TARGET: ENSURE THAT, BY 2015, ALL CHILDREN EVERYWHERE, BOYS AND GIRLS ALIKE, WILL BE ABLE
TO COMPLETE A FULL COURSE OF PRIMARY SCHOOLING.

Net enrollment in primary education (%), in Latin America and the Caribbean, 2004.

Net enrollment in primary education Change from 1990 to 2004 (%)
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Youth literacy rate (%), in Latin America and the Caribbean, 2000/2004.
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GOAL 3. PROMOTE GENDER EQUALITY AND EMPOWER WOMEN

TARGET: ELIMINATE GENDER DISPARITY IN PRIMARY AND SECONDARY EDUCATION, PREFERABLY BY
2005, AND IN ALL LEVELS OF EDUCATION NO LATER THAN 2015.

Share (%) of women in nonagricultural wage employment in Latin America and the Caribbean, 2001.

Women in nonagricultural
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GOAL 4. REDUCE CHILD MORTALITY

TARGET: REDUCE BY TWO-THIRDS, BETWEEN 1990 AND 2015, THE UNDER-5 MORTALITY RATE.
Under-5 mortality rate per 1,000 live births, in Latin America and the Caribbean, 2003.

Under-5 mortality rate
per 1,000 live births

Haiti
Bolivia
Peru
Dominican Republic
Guatemala
Paraguay
Honduras
Nicaragua
El Salvador
Latin America and the Caribbean
Brazil
Colombia
Ecuador
Panama
Mexico
Venezuela
Argentina
Uruguay
Costa Rica
Chile
Cuba

[ T I I I I I I I I
00 9% 80 70 60 50 40 30 20 10 0

Note: The absence of bars means no change.

Progress from 1990 to 2003 (%)

0 5 10 15 20 25 30 35 40 45 50 55 60 65 70 75 80 85 90

Sources: Economic Commission for Latin America and the Caribbean (ECLAC). The Millennium Development Goals: A Latin American and Caribbean Perspective. Produced
in collaboration with the Pan American Health Organization; International Labor Organization; Food and Agricultural Organization of the United Nations; United Nations
Educational, Scientific, and Cultural Organization; United Nations Development Program; United Nations Environment Program; United Nations Children’s Fund:; United
Nations Population Fund; World Food Program; United Nations Human Settlements Program; United Nations Development Fund for Women. Santiago, Chile: ECLAC; 2005.

United Nations Statistical Division online database: http://millenniumindicators.un.org/unsd/mispa/mi_goals.aspx; and ECLAC Statistics and Economic Projections Division

online database: http://websie.eclac.cl/sisgen/Consultalntegrada.asp?idAplicacion=1.



GOALS. IMPROVE MATERNAL HEALTH

TARGET: REDUCE BY THREE-QUARTERS, BETWEEN 1990 AND 2015, THE MATERNAL MORTALITY RATE.

Maternal mortality rate per 100,000 live births,
Latin America and the Caribbean, 2000.
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GOAL 6. COMBAT HIV/AIDS, MALARIA, AND OTHER DISEASES

TARGET: HAVE HALTED, BY 2015, AND BEGUN TO REVERSE THE SPREAD OF HIV/AIDS.
HIV/AIDS prevalence rate (%) among 15-49 year-olds, in Latin America and the Caribbean, 2005.
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GOAL 7. ENSURE ENVIRONMENTAL SUSTAINABILITY

TARGET: HALVE, BY 2015, THE PROPORTION OF PEOPLE WITHOUT SUSTAINABLE ACCESS TO SAFE
DRINKING WATER AND BASIC SANITATION.

Proportion of the rural population with sustainable access to an improved water source (%),
in Latin America and the Caribbean, 2004.

Rural population with sustainable
access to improved water Change from 1990 to 2004 (%)
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Proportion of the urban population with improved sanitation services (%),
in Latin America and the Caribbean, 2004.

Urban population with improved
sanitation services Change from 1990 to 2004 (%)
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in collaboration with the Pan American Health Organization; International Labor Organization; Food and Agricultural Organization of the United Nations; United Nations
Educational, Scientific, and Cultural Organization; United Nations Development Program; United Nations Environment Program; United Nations Children’s Fund; United
Nations Population Fund; World Food Program; United Nations Human Settlements Program; United Nations Development Fund for Women. Santiago, Chile: ECLAC; 2005.

United Nations Statistical Division online database: http://millenniumindicators.un.org/unsd/mispa/mi_goals.aspx; and ECLAC Statistics and Economic Projections Division
online database: http://websie.eclac.cl/sisgen/Consultalntegrada.asp?idAplicacion=1.



GOAL 8. DEVELOP A GLOBAL PARTNERSHIP FOR DEVELOPMENT

TARGET: IN COOPERATION WITH DEVELOPING COUNTRIES, DEVELOP AND IMPLEMENT STRATEGIES
FOR DECENT AND PRODUCTIVE WORK FOR YOUTH.

Unemployment rate (%) of young people aged 15-24 years, both sexes,
in Latin America and the Caribbean, 2001.

Unemployment rate of 15-24 year-olds Change from 1990 to 2001 (%)
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Health at the Core of Development

The Millennium Development Goals reflect the outcomes of decades of consensus-building within the United
Nations system and of numerous global gatherings, starting with the International Conference on Primary Health
Care in 1978 and including the World Summit for Children in 1990. Through the Millennium Declaration adopted by
189 countries in 2000 and the outcomes of the International Conference on Financing of Development in 2002, the
world community reconfirmed agreements reached at earlier United Nations summits and reinforced them through
the 2015 target date. The key challenge of the MDGs is not technical but political: never before had the community
of nations set for itself such a focused common agenda, calling on governments, civil society, the private sector, and
international organizations to give priority to poverty reduction and to redress inequalities in access to key determi-
nants of development. The Millennium Declaration gives a new sense of urgency and provides a framework that tran-
scends individual sectors; now, within the context of the MDGs, education, health, and the environment are under-
stood, together as an indivisible package, as prime investment areas for poverty reduction and human development.
At the same time, because three of the eight MDGs refer explicitly to health and all of them relate in some measure
to health, the world community has made clear its collective recognition of the crucial role of health at the center of
economic and social development.
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FIGURE 3. Trends and projections in aging, North America
and Latin America and the Caribbean, 1950-2050.
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Source: United Nations Population Division. World Population Prospects: The 2006
Revision. New York. 2007.

downturns in the 1980s, the countries began to experience slug-
gish growth—averaging around 1.4% per year in the 1990s. Be-
tween 2000 and 2003, another crisis produced a new decline in
economic growth. Growth resumed in 2004, however, reaching a
regional average of 6%; in 2005, around 4%; and in 2006, a pro-
jected 3-5.5% increase in most of the countries.

Although advances have been scored in poverty reduction in
recent years, in 2005 40.6% of the population of the Americas
(almost 213 million persons) continued to live in poverty and
16.8% (88 million persons) in extreme poverty; furthermore, de-
spite overall regional economic growth, the gap in wealth be-
tween the richest and the poorest countries, far from narrowing,
widened between the late 1970s and the early 2000s—a trend
that, if current conditions persist, is projected to continue (3).

Unemployment precludes subscription in the social security
system and, consequently, limits access to health care. Informal
employment and child labor further complicate the situation. As
regards women, their entry into the paid labor force over the past
two decades, while augmenting family income and purchasing
power, has overburdened many of them, as women continue to be
the principal homemaker—a role that, paradoxically, is increas-
ingly neglected; yet even when they hold jobs traditionally held
by men, women tend to be paid less. As for the younger genera-
tion, the eighth MDG—the aim of which is to forge a global part-
nership for development—targets the promotion of decent and
productive work for youth, whose unemployment rates in Latin
America and the Caribbean have worsened since 1995.

Education. In the Americas, progress in education has been
significant over the past quarter-century, as measured by the re-
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gional literacy rate, which has increased from 88% in the 1980s to
around 94% in 2006. Notwithstanding, educational progress has
not been uniform across all population groups: women still have
lower literacy rates than men; rural residents have lower rates
than their urban counterparts; and the poor are less literate than
the rich. Still, access to education is improving throughout Latin
America and the Caribbean, as indicated by the increase in net
enrollment in primary education for boys and girls alike, from
86% in 1990 to 95% in 2004.

Environment. Historically, human health has been shaped by
the interaction of diverse environmental, biological, economic,
social, political, and cultural determinants, which can result in
unsatisfactory living conditions, environmental risks and haz-
ards, lifestyle and behavioral changes and, ultimately, in illness,
disability, and death. A 2004 WHO report found that, of the 102
major diseases, 85 were partially caused by exposure to environ-
mental risks and that environmental causes contributed to about
one-fourth of disability-adjusted life years lost and one-fourth of
associated deaths (4).

In the Americas, socioeconomic deterioration—characterized
by poverty, rapid urbanization, and social fragmentation—has
contributed to greater inequalities and unhealthier environments,
particularly affecting rural agricultural and traditional indige-
nous populations. Other environmental inequalities are observed
in marginal urban areas where housing conditions and access to
drinking water and sanitation are poor and people are more ex-
posed to noise, chemical contamination, and violence. These con-
ditions are worsening in some countries; for instance, 60% of the
urban population in Haiti had access to drinking water in 1990,
whereas by 2004 only 58% did. Chapter 3 discusses these envi-
ronmental issues in detail.

In addition, violence resulting from unhealthy social environ-
ments in marginal urban areas is taking a deadly toll. Official reg-
istries show that in the last 10 years 110,000-120,000 homicides
and 55,000-58,000 suicides occurred in the Region (5). Govern-
ments and the health sector in a number of Latin American
countries are growing increasingly concerned about juvenile vio-
lence, which is leading to the formation of gangs that conduct
such transnational operations as kidnapping, human trafficking,
and weapon and drug smuggling.

Urban growth results in increased needs for transportation,
which in turn leads to greater risks of injuries and more air pol-
lution. Every year in the Americas an estimated 130,000 people
die, more than 1.2 million suffer injuries, and hundreds of thou-
sands become disabled as a result of traffic-related injuries. Low-
income countries in Latin America are more affected because of
the use of poorly maintained vehicles, the wide variety of public
road users (pedestrians, cyclists, and motorcyclists), less safety
education, and lack of adequate regulations (Chapter 3).

Urban air pollution, intensified by rapid urbanization and in-
dustrialization and the associated increase in fossil fuel use and
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carbon dioxide emissions, also affects human health and is re-
ported to contribute to climate change and global warming. The
2001 report of the United Nations Intergovernmental Panel on
Climate Change (IPCC) showed that over the course of the 20th
century the global temperature had increased 0.2-0.6° Centi-
grade and that the sea level had risen 10-20 cm. The IPCC pro-
jected a global warming of 1.4-5.8°C by 2100. As a result, along
with other regions of the world, the Americas will experience pe-
riods of intense precipitation, hurricanes, and flooding that will
severely affect human health and well-being. Four countries of
the Americas are among the world’s largest carbon-dioxide emit-
ters: the United States, Canada, Brazil, and Mexico (6). The 2007
report of the IPCC confirmed that human activity is warming the
planet at a potentially disastrous and irreversible rate (7).

Globalization. The world’s increasing connectivity, integration,
and interdependence in the economic, social, technological, cul-
tural, political, and ecological spheres—a process generally re-
ferred to as “globalization”—is one of the greatest challenges con-
fronting the health sector. The world’s changing economic and
social structures are imposing competitive conditions and raising
the risk of economic crises. Countries, institutions, and individuals
are having to adapt to these changes to assure their place in the
local and global scenarios. At the same time, globalization is creat-
ing opportunities that transcend national borders. In the Americas,
this phenomenon has resulted in connectivity and collaboration
among countries, as expressed in various international summits to
advance the human condition throughout the hemisphere, and in
the formation of subregional economic blocs (Chapter 1).

Science and technology. Scientific and technological ad-
vances, industrialization, socioeconomic development, improved
communication, better hygiene and increased food intake have
contributed to increasing life expectancy and reducing mortality
rates throughout the world. In the last 50 years many technologi-
cal developments have led to new diagnostic and therapeutic pos-
sibilities in medicine, such as imaging technologies, materials for
internal or external prosthesis, laser technology and biosensors.
Vaccine research has produced numerous successes, among them
vaccines for hepatitis B and Haemophilus influenzae type B as
well as ongoing development of vaccines for cholera, malaria, tu-
berculosis, and HIV/AIDS. Many state-of-the-art technologies—
such as genetic engineering, microsurgery, and custom-designed
drugs—are becoming increasingly available. As a result of break-
throughs in DNA technology, specific, highly sensitive diagnostic
tests have been developed for field use in tropical countries, giving
rise to more precise surveillance and tracking of microorganisms
and diseases. Transgenic animals are being bred to produce drugs,
vaccines, hormones, and other substances of value to the pharma-
ceutical industry; transgenic pigs have been bred as a source of
organs and tissues for transplantation, raising concerns about the
possibility of the transmission of viruses or other pathogens to

Clhere is in our societies a persistently high degree of
stigma and discrimination. This, coupled with a lack of true
political participation in each country’s development plans,
makes the situation unsustainable. The permanent denial of
fundamental rights has led to the marginalization of the in-
digenous population, leading to alarming poverty rates, lack
of land, low earnings, high unemployment, high rates of illit-
eracy especially among women, high rates of school dropouts,
and an epidemiological profile with high rates of illnesses and
premature death where preventable causes are predominant.
The communities and municipalities with the highest per-
centage of indigenous population are those furthest from the
»

Mirta Roses, 2006

goals set by the Millennium Declaration.

humans. The introduction of gene manipulation techniques has
also led to bigger crop yields and better food quality, by providing
resistance to pests and weeds; however, concerns that engineered
organisms in nature might alter native ecosystems or even harm
people’s health is resulting in demands for ethical standards for
genomics, cloning, and genetic engineering.

Regional health information systems have improved signifi-
cantly in recent years. Although the collection of comprehensive
information about priority diseases in different geographic, demo-
graphic, and social segments of a community is difficult even in
developed countries, virtually enabled advances, such as geo-
graphic information systems and collaborative work methods, are
reducing the cost and improving the quality of health information.

Today the scientific and public health communities confront
the challenge of making the benefits of science and technology
available to the maximum number of people so as to improve,
equitably, the quality of their lives. Currently, Latin America and
the Caribbean trail more developed countries in the numbers
of scientific and technological programs. Research productivity
in the region is still low compared to developed countries, as
expressed in the fact that only 3% of the 1.1 million scientific pa-
pers included in MEDLINE during the period 2000-2003 were
authored by Latin American and Caribbean investigators (8).

One of the main constraints to the advancement of science and
technology has been the low allocation of resources towards that
end. As a percentage of GDP, the allocation for research and de-
velopment in Latin America and the Caribbean was 0.5% in 1990
and rose to 0.6% in 2002, while in the United States the compara-
ble allocation was about 2.6%, a proportion that remained con-
stant throughout the period 1990-2002. Moreover, Latin America
and the Caribbean have 0.7 investigators per 1,000 population as
compared to the international benchmark of 6-10 per 1,000 (9).

11
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TACKLING THE UNFINISHED AGENDA

Almost three decades have passed since the signing of the
Declaration of Alma-Ata at the International Conference on Pri-
mary Health Care (Alma-Ata, Kazakhstan, September 1978), and
in the Americas much progress has been made towards realizing
the agenda it set forth (for more in that regard, see the section
below on “Protecting Health Gains”). The countries of the Region
have placed primary health care policies and programs at the
center of their national health systems so as to meet the goal of
health for all. The number of people living in extreme poverty
(less than $1 a day) fell by about 3 million from 1990 to 2005. The
Region is close to achieving universal primary education—some
97% of children are completing primary school, although re-
gional averages disguise the situation in countries that lag be-
hind. The youth illiteracy rate has fallen by 12% in 30 years. And
life expectancy is nearly 20 years longer, on average, than it was
50 years ago (10).

Notwithstanding, work towards realization of the primary
health care agenda remained unfinished at the start of the new
millennium: in some countries and in many within-country
areas, diseases and conditions have persisted that hamper attain-
ment of health for all. Despite the availability of cost-effective
solutions and simple interventions, a scenario of disparities pre-
vails in which a “tyranny of averages”—that is, excessive refer-
ence to the middle value—hides the continuing presence of pri-
ority health problems. In many countries and within-country
areas, the “unfinished agenda” means the persistence of problems
resolved elsewhere, including:

« Extreme poverty and hunger

+ High mortality in children under 5

+ Lack of improvement in maternal health

+ Inadequate prevention and control of HIV/AIDS, tuberculo-
sis, and malaria

« Limited access to essential drugs

« Insufficient access to water and sanitation

« Barriers to improving health of indigenous people

+ Neglected diseases in neglected populations

Addressing inequities. The benefits of improvements in re-
gional social and health indicators have not reached all groups
and populations alike, resulting in inequitable disparities in mor-
bidity, mortality, and access to health services. Income, ethnicity,
and education continue to matter. In many of the countries in the
Region, health conditions remain unacceptably—and unneces-
sarily—poor. Poor health translates into grief, misery, stalled
economic growth, and thwarted efforts to reduce poverty. Those
most hurt are children in low-income countries, women, indige-
nous people, the uneducated, rural dwellers, migrant workers, sex
workers, street children, and the elderly. Geography also matters:
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the situation with regard to mortality rates in Central America
and the Latin Caribbean in 2005, for instance, is closer to the re-
gional average of the early 1980s. These inequities in health are
expressed as large disparities in health status, differential access
to health care, and disproportionate exposure to health risks—
unsafe water and sanitation, malnourishment, pollution, and ex-
posure to climatic and geographic threats.

Health inequities in the Americas are extensive and profound,
as expressed in countless examples, including among others:

+ The greatest share of maternal mortality takes place in the
poorest countries of Latin America and the Caribbean.

« Life expectancy at birth ranges from a minimum of 68.8
years in Central America to a maximum of 77.9 years in
North America (2005).

« Differences in life expectancy among countries are even
more dramatic, particularly the gap between the richest and
the poorest, which has widened to nearly 20 years.

« Although women have a life expectancy at birth that is on
average six years greater than that of men, the social status
of many women compromises the quality of their lives.

« The differential distribution of newly emerging health
threats and their risk factors have further exacerbated health
inequalities in the countries.

+ Some 218 million people are without protection against dis-
ease risk because they lack social security coverage in
health; and 100 million are without access to health services
due to geographic location, economic barriers, or the lack of
health service facilities near their homes or workplaces.

The status of women. One of the main constraints to com-
pleting the primary health care agenda is the status of women.
While women represent over two-fifths of the labor force in Latin
America and the Caribbean, their economic advancement is cur-
tailed because they have difficulty securing paid jobs, earn less,
are kept out of some occupations, and work disproportionately in
the informal sector. Thus, despite the international community’s
commitment to gender equality, the lives of millions of women
and girls throughout the Region are compromised by discrimi-
nation, disempowerment, poverty, and violence. Attainment of
the third MDG—promoting gender equality and empowering
women—will reap the “double dividend” of bettering the lives of
both women and children (11).

The status of ethnic groups. In the Americas today, between
45 and 50 million people belong to more than 400 unique ethnic
groups—around 7% of the regional population; 40% of the rural
population in Latin America and the Caribbean; and over 40% of
the total population in Peru, Guatemala, Bolivia, and Ecuador.
The incidence of poverty is higher among indigenous groups in
the Americas, and they experience higher levels of illiteracy,
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greater unemployment, and less access to health care services—
including vaccination against preventable diseases. They suffer
disproportionate rates of maternal and infant mortality, malnu-
trition, and infectious diseases (12). “In Mexico, there are an
estimated 96.3 doctors per 100,000 people nationally, but only
13.8 per 100,000 in areas where indigenous people make up 40%
or more of the population” (13). One of the principal problems
for indigenous people is the lack of official documentation. In
any country, birth registration is important because it gives an
individual an official identity as a member of society and may
be needed for access to services later in life. Latin America and
the Caribbean have among the highest rates of birth registra-
tion in the developing world: 92% in urban areas and 80% in
rural areas. But indigenous children are less likely to be regis-
tered at birth: “in the Amazonian region of Ecuador only 21% of
under-fives have a birth certificate, compared with the national
average of 89% . .. [and] more than 85% of Bolivians living in
rural indigenous communities lack the official documentation
that would allow them to inherit land, register their children in
school, or vote” (14).

Infant and child health. Despite significant improvements in
child survival in the Americas since the “health for all” initiative
was launched in 1978, a profound inequality in its attainment has
persisted unabated. The distribution of the risk of dying before
age 5, as reflected by child mortality rates, in the population of
the Americas—ranked from poorest to richest according to their
country’s national gross income per capita (purchasing power
parity-adjusted)—shows an inequality concentration index of
-0.3, which means that the poorest 20% (quintile) of the regional
population concentrates almost 40% of the total number of child
deaths, whereas the richest 20% accounts for only 8% of child
deaths (Figure 4).

The Region of the Americas has made huge progress in reduc-
ing infant and child mortality rates. Notwithstanding the
achievements in reducing mortality in the very young, differ-
ences in child mortality continue to prevail among countries as
well as within them. In countries with high child mortality rates
(e.g., Bolivia, Peru, Guatemala, and Brazil) but also in others with
relatively low rates (e.g., Colombia and Belize), significant inter-
nal inequalities persist. Three of the many critical determinants
of health inequalities among infants and children are ethnic
group, geographic location, and education. In Bolivia, Ecuador,
Guatemala, Mexico, and Panama, which have collected informa-
tion on ethnic group and mother’s area of residence (i.e., urban
vs. rural), infant mortality rates are consistently higher among
rural indigenous populations than among their non-indigenous
rural peers as well as among urban indigenous populations (see
Chapter 2). Similarly, an analysis of inequalities in mortality of
children under 5 in relation to maternal education in Bolivia,
Brazil, Colombia, the Dominican Republic, Guatemala, Haiti, and

FIGURE 4. Inequalities in child survival: under-5 mortality
concentration curve and index, the Americas, around 2005.
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Peru indicates that child mortality level and mother’s educational
level are inversely related; moreover, the same analysis shows
that, although overall mortality dropped greatly between the late
1980s and the early years of the present century, the size of the
mortality gaps among the educational segments remained prac-
tically unchanged (15).

What are the constraints that must be overcome to achieve the
fourth MDG—that is, to reduce child mortality by two-thirds?
Principal among them are the lack of safe water to drink, expo-
sure to disease-bearing mosquitoes, lack of immunization, and
poor nutrition. The great majority of childhood deaths could be
prevented with the proven technologies of the child survival rev-
olution—breastfeeding, vaccinations against the main childhood
diseases, clean water sources, oral rehydration therapy, and bed
nets to prevent malaria. In fact, the interventions needed to pre-
vent and treat the causes of death in children that could lead to a
two-thirds reduction in child mortality are available, “but they
are not being delivered to the mothers and children who need
them” (16).

The children most at risk are those in the poorest countries and
in the most deprived communities within countries; those who
are discriminated against because of gender, race, or ethnicity;
those affected by HIV/AIDS; those lacking good nutrition; those
who have been orphaned, many as a result of AIDS, and end up re-
sponsible for themselves and often for their siblings; those sub-
jected to violence, abuse, or exploitation; those who have to work
for a living; and, in general, those who lack access to essential
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goods and services. For instance, in Latin America and the
Caribbean in 2003, of all children under age 18, 6.2% were or-
phans; and, during the period 1999-2004, 8% of females and 11%
of males in the 5-14 year age group were involved in child labor.
The persistence of inequalities in health are further confirmed by
the ranking of perinatal disorders and malnutrition among the 10
leading causes of death in several Latin American countries and
in subnational areas of others—information that reflects a high
proportion of childhood deaths, as most occur in the first years of
life.

Maternal health. Many public health scholars consider that, in
addition to life expectancy, a country’s health status can best be
judged by its maternal survival “marker”: “if the maternal mor-
tality rate drops, it can be assumed that a population’s other
health problems are also improving; if, on the other hand, mater-
nal mortality remains the same, other attempts to improve the
population’s health will ultimately have little effect on its well-
being” (17). Each year, more than 22,000 women in Latin America
and the Caribbean die from complications of pregnancy and
childbirth. Most of those deaths would be preventable if appro-
priate interventions and care were available throughout preg-
nancy, childbirth, and the postnatal period (18). And, although
maternal mortality has declined significantly in the Region in re-
cent decades, in five countries the maternal mortality rate exceeds
the rate registered 60 years ago in the United States. The Americas
still had a rate of 70 deaths per 100,000 live births in 2006, and if
only Latin America and the Caribbean are considered the rate
rises to 91.1, with Haiti registering the highest rate at 523 and
Chile the lowest at 17.3 (1). Figure 5 reflects the magnitude of the
inequality in maternal mortality in the Americas: the poorest
20% of the regional population concentrates 50% of the maternal
deaths, whereas the richest quintile only accounts for 5% of those
deaths (inequality concentration index = -0.43). Pregnancies
among adolescents, for the most part unplanned, have reached
20% of total pregnancies in many countries, a situation implying
evident challenges for those future mothers and their children.

As expressed in the fifth MDG, the world community has com-
mitted to reducing maternal mortality by three quarters. Toward
that end, the Regional Strategy for Maternal Mortality and Mor-
bidity Reduction in the Americas is founded on firm convictions:

Maternal death is preventable; effective interventions are
known; and investment in safe motherhood will not only re-
duce maternal and infant death and disability, but will also
contribute to improved health, quality of life, and equity for
women, their families, and communities. Safe motherhood in-
terventions are among the most cost-effective in the health
sector, particularly at the primary care level (19).

Persistent inequalities in access to health services and re-
sources are at the core of child and maternal survival in the Amer-
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FIGURE 5. Inequalities in maternal health: maternal
mortality concentration curve and index, the Americas,
around 2005.
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icas (Figure 6). Paramount health indicators such as availability
of physicians per population, proportion of deliveries attended by
skilled personnel, low birthweight prevalence, and public health
expenditure as a proportion of the gross domestic product are
unequally distributed along the income quintiles of the Region’s
population, where the more socioeconomically disadvantaged are
the ones with disproportionately higher health risks. It bears not-
ing, however, that the percentage of births attended by skilled
health personnel in the Americas compares favorably with the
rest of the world: in 2004, seven of eight deliveries in the Ameri-
cas were attended by skilled personnel.

Nutrition. An important indicator of a country’s nutritional
status is the proportion of newborns with low birthweight—i.e.,
<2,500 g. Birthweight largely depends on the nutritional status of
the mother during pregnancy and prior to conception. In that re-
gard, birthweight also becomes an indirect indicator for evaluat-
ing maternal nutrition and, up to a point, for predicting the fu-
ture development of the child.

Of the two forms of child growth failure, length and weight,
that of length—or stunting—is three to six times more prevalent
in Latin America and the Caribbean. Since underweight can be
reversed but stunting is permanent, children with stunted growth
are at risk of becoming overweight, thereby putting them at an
increased risk of developing chronic diseases in adulthood. It is
in the first two years of life both when stunting can occur and
when efforts to prevent it through good nutrition are most op-
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FIGURE 6. Inequalities in health services resources and access, hy income quintiles, the Americas, around 2005.
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portune. In general, the trend data show very slowly declining
prevalence of stunting. Brazil is the country with the most signif-
icant reduction, 60% in 10 years, followed by Colombia and the
Dominican Republic, with declines of slightly more than 40%
during roughly the same period. Notwithstanding, it is troubling
that, as of 2000, the growth of one in every two children in
Guatemala and one in every three children in Bolivia, Honduras,
and Peru was stunted (Chapter 2).

Preventing and controlling local endemic diseases. De-
spite a reduction in its incidence, malaria, a disease that is
preventable, continues to constitute a significant public health
problem. More than one million people—most of them children
under 5—die each year from the disease, and in the Americas

malaria is the cause of 0.4% of deaths among children under 5
(20). Malaria transmission still occurs in 21 countries of the
Americas, and an estimated 250 million people live in zones at
risk for transmission, 40 million of which reside in moderate-
and high-risk areas. Of the approximately one million cases re-
ported annually, three-fourths are caused by the principal para-
site, Plasmodium vivax (21).

In recent years, dengue has been on the rise, increasing from
almost 400,000 cases in 1984 to over 430,000 cases in 2005 (I).
Carried by the Aedes aegypti mosquito, dengue flourishes in areas
with poor sanitation and high precipitation; there is no vaccine
or cure for the disease, and people can best deal with it by keep-
ing their homes free of breeding places for the mosquito. In Jan-
uary 2007, Paraguay declared an epidemiological alert as new
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“Hypertensian, or high blood pressure, is a silent but dan-
gerous disease affecting an estimated 140 million men and
women of all ethnic backgrounds in the Americas.)?

Mirta Roses, 2003

cases of dengue began to emerge; by early February some 9,000
cases had been reported, including 40 cases of dengue hemor-
rhagic fever, prompting the declaration of a national emergency.
As a result, health authorities in Paraguay, Argentina, Brazil, and
Bolivia stepped up prevention in border areas, including intensi-
fied surveillance and control measures.

An ongoing health priority throughout the Americas, tuber-
culosis afflicts over 350,000 people, and 50,000 die of the disease
every year. The regional disease rate was 26.8 per 100,000 in 2004,
with Latin Caribbean and Andean Area countries reporting rates
as high as 61.5 and 55.5 per 100,000, respectively. This situation
is aggravated by TB/HIV coinfection and the resistance of tuber-
culosis to multidrug therapy, which jeopardizes attempts to con-
trol the disease throughout the Region.

The so-called neglected tropical diseases—which can cause
excruciating pain, disfigurement, and disability—vary in distri-
bution, but are directly associated with poverty, malnutrition,
lack of schooling, and unemployment. Their burden is substan-
tial among the 568 million people living in Latin America and
the Caribbean, where the estimated currently infected popula-
tions (and, where relevant, the percentage of the total population
in 2005) are, respectively:

Chagas’ disease: 18 million (3.2%)

Trichuriasis: 99 million (17.6%)

Ascariasis: 82 million (14.6%)

Schistosomiasis: 3 million cases in Brazil (1.6% of the coun-
try’s total population)

Leprosy: 86,652 cases

Hookworm infection: 34 million (6%)

Leishmaniasis: 60,000 cases of the cutaneous form of the dis-
ease were reported in Brazil in 2003, and 3,500 cases of the
visceral form in 2004

Onchocercosis: 63 new cases reported in 2004 from Colom-
bia, Ecuador, Mexico and Guatemala combined (0.3%)

Lymphatic filariasis: 720,000 cases, principally in Haiti
(8.4% of the country’s total population)

Trachoma: of 150,000 cases examined in Brazil in 2004, 10,000
were found to be positive.

Lack of routine epidemiological surveillance and data collec-
tion for the neglected diseases in almost all countries in Latin
America and the Caribbean make it very difficult to accurately
estimate disease burden, with the exception of leprosy (22).
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Safe water and basic sanitation. Availability of drinking
water has improved in the Americas since 1990, but that improve-
ment has not grown at an even pace throughout the hemisphere.
By 2002, 93% of the population in the Americas used improved
sources of drinking water, while coverage in the North American
region (the United States and Canada) was 100%, in Central
America was 83%, and within that subregion, in Guatemala the
proportion of the population using improved sources of drinking
water was only 75%. The differences are greater between urban
and rural populations. In Brazil, for example, the proportion of
the urban population using improved sources of drinking water
reaches 96%, while the rural population having service is only
58%. Basic sanitation services reach even less of the regional pop-
ulation, 84%, and in addition to the marked differences between
urban and rural access, the total (urban and rural) coverage in
Central America and the Latin Caribbean is much lower relative to
other subregions—63% and 66%, respectively (Figure 7). The sit-
uation is critical in rural areas of a few countries like Guatemala,
Belize, Haiti, and Bolivia, where coverage of improved sanitation
facilities in rural areas is between 17 and 23%. The relationship
between coverage of water and sanitation services and levels of
health and human development is described in Chapter 3. Among
other examples of that relationship, the regional child mortality
rate due to diarrheal diseases was 3.7% and as high as 7.8% in the
Andean subregion in 2000-2005.

In summary, while great advances are underway in science
and technology, not all of humankind is benefiting from them. A
gap still exists between the targeted (2015) and recent (2005)
rates of reduction in child mortality, while within each country
there are further gaps in the rates. Although progress has been
extraordinary—diseases have been eradicated or eliminated and
the public health infrastructure has been strengthened—it has
been uneven. Some countries still have a significant proportion of
their populations living in districts where vaccination coverage
remains below 95%. Sporadic outbreaks of diphtheria and per-
tussis still occur because of an accumulation of susceptibles
missed by routine national programs. This accumulation also
puts countries at risk for large measles outbreaks when importa-
tions of the measles virus occur, as recently happened in Vene-
zuela (2001-2002), Colombia (2002), and Mexico (2003-2004).
Thus, although progress has been scored toward attainment of
the goal of health for all, the agenda remains unfinished.

PROTECTING HEALTH GAINS

Improvements in human health in the Americas for over a
century have been profound, extensive, and unprecedented.

After 1840, the upward trend in life spans proceeded at a sur-
prisingly sustained and uniform rate of increase of 2.5 years
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FIGURE 7. Proportion of the total, urban, and rural populations using improved sanitation
facilities, Region of the Americas, main subregions, and large countries, 2002.
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per decade for the next 160 years. . . . Even though life ex-
pectancy in high-income countries exceeds that in developing
regions, convergence is notable. In 1910, for example, a male
born in the United States could expect to live 49 years, but
had he been born in Chile, his life expectancy would have
been only 29 years. By the late 1990s, in contrast, U.S. life ex-
pectancy had reached 73 years and that of Chile had reached
72 years (23).

And gains have continued since the 1990s. Infant and child
mortality have fallen significantly: the under-5 mortality rate de-
creased from 54 per 1,000 live births in 1990 to 25 per 1,000 live
births in 2005—a 54% drop. The infant mortality rate decreased
from 42 to 19 per 1,000 live births (from 2001 to 2005, depending
on the country). Diseases that at one time could wipe out entire
populations and leave survivors disfigured and crippled—small-
pox, poliomyelitis, measles, and tuberculosis—no longer do. Life
expectancy has lengthened from 56 years of age in 1960 to almost
75 years in 2006.

These gains can be attributed to a mosaic of variables, among
them: changing demographics, improved economic productivity,
greater urbanization, with more access to health services; in-
creased food supplies; advances in medical science; more and
better sanitation services; strengthened institutions, especially
technical progress in the application of simple treatments such
as oral rehydration therapy, preventive care such as better hy-
giene and vaccination, innovative treatment methods for some
communicable diseases, such as the directly observed treatment
strategy (DOTS); institutional and managerial innovations in

public health services, training and epidemiological surveillance;
increases in financing of health interventions; social security;
greater agricultural productivity, infrastructure, education; and
social changes such as improvements in the status of women. As
countries have taken advantage of technical advances, they have
experienced proportionately significant progress in health.

Certainly, one of the major reasons for the breathtaking im-
provements in child survival in the Americas is the success of na-
tional immunization programs (for an in-depth analysis of the
situation with regard to immunizable diseases, see Chapter 2). Of
all the regions of the world, the Americas was the first to eradi-
cate smallpox and poliomyelitis and to eliminate measles and
neonatal tetanus by attaining high levels of immunization cover-
age. Thanks to those efforts, the peoples of the Americas now
live free of indigenous polio and measles; neonatal tetanus, diph-
theria, and pertussis have been well controlled; protection cover-
age against rubella has increased significantly, and new vaccines,
have been added to national immunization programs and their
application has been sustained. Countries’ efforts to reduce child
and infant mortality rates have resulted in avoiding the deaths of
millions of children. The focus now is on sustaining immuniza-
tion achievements and reaching the people who have not bene-
fited from existing and new vaccines.

To protect the gains achieved, countries will have to persist in
their efforts to extend the coverage rates of their national immu-
nization programs. Health gains are not necessarily cumulative and
permanent. Their underlying causes must be managed and main-
tained. Otherwise, the progress that has been achieved in health
can stop and even reverse. Outbreaks of diseases preventable by
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FIGURE 8. Estimated mortality rates due to broad groups of diseases, Region of the

Americas and main subregions, 2002-2004.
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immunization have occurred in some countries due to reduced
vaccination coverage. Economic crises can result in malnutrition
among the general population. Furthermore, sustained health
progress can be threatened with reductions in investments in
health, natural disasters, war, violence, and other forms of social
unrest, and the emergence of new diseases and risks. The focus
must be on the strengthening of national institutions that will en-
sure that accomplishments in health in the Americas continue and
are scaled to the entire Region. To protect the gains attained, it will
be necessary to:

« Strengthen and expand vaccination programs

« Sustain DOTS for tuberculosis

+ Provide safe blood

« Ensure food security and food safety

+ Keep free from foot-and-mouth disease

« Mitigate the impact of emergencies and disasters
+ Produce core health data

« Improve epidemiological surveillance systems

+ Monitor and analyze health inequities

« Share health data, information, and knowledge

CONFRONTING EMERGING CHALLENGES

The epidemiological profile in the Americas has undergone
significant changes in recent decades as many of the old public
health problems have been solved, while new ones emerge and
old ones reemerge. Over the next 10 years, deaths from chronic
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diseases will increase by 17% and, most alarmingly, deaths from
diabetes will increase by over 80% (24). The projected increase
in the burden of chronic diseases is attributable to aging of the
population as well as to unhealthy behavior and choices that in-
dividuals and whole communities make related to poor nutri-
tion, overweight and obesity, tobacco and alcohol. As described
in Chapter 2 of this publication, in almost all countries, chronic
degenerative diseases have replaced communicable diseases as
leading causes of illness, disability, and death, except in Haiti
where communicable diseases remain the leading cause of mor-
tality with a total estimated rate of 351.2 per 100,000, followed by
diseases of the circulatory system with a mortality rate of 227.9
per 100,000 (25). Diseases of the circulatory system, malignant
neoplasms, chronic respiratory diseases, and diabetes have be-
come the leading causes of death, along with external causes such
as accidents, homicides, and other sources of violence (Figure 8).

An analysis of the disease burden in the Americas in 2006 in-
dicates that the leading causes of death that have the greatest
effect on years of life lost in males are diabetes, AIDS, and homi-
cides; their effects, however, occur in different age groups, with
homicides being a fundamental problem of young adults and
adults; AIDS of adults; and diabetes of persons =50 years of age.
The disease burden in females shows a different pattern: the lead-
ing causes are diabetes, AIDS, and lung cancer, with diabetes
mainly affecting women over 45 years of age; AIDS, young women;
and lung cancer, associated with a new pattern of tobacco con-
sumption among females, women over 45 years of age. External
causes—especially homicides and motor vehicle accidents—and
HIV/AIDS lead to many more male than female deaths, primarily
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in young people, and are thus the principal reason why life ex-
pectancy has increased more in women than in men, an increase
of as much as five to eight years in several countries (26).

During the past decade, and in good measure due to the
growing permeability of transnational borders, diseases once
thought to have been brought under control—such as tuberculo-
sis, malaria, dengue, plague, yellow fever—have been reappear-
ing, while relatively new communicable diseases—such as HIV/
AIDS, SARS, and more recently, West Nile fever and the new vari-
ant of avian influenza (H5N1)—are emerging as major health
threats.

After the bioterrorism-related anthrax cases reported in sev-
eral cities of the United States during 2001, those threats were ex-
pected to continue, challenging national surveillance and re-
sponse systems. Early detection of a bioterrorist attack is crucial
to decrease illnesses and deaths, especially in the event of a covert
attack with a biologic agent. Better knowledge of the geographic
distribution, incidence, and epidemiological characteristics of
potential bioterrorism endemic agents, particularly zoonoses, is
needed to initiate investigations of a suspected outbreak or ter-
rorism attack.

Concern about health threats from excessive antibiotic use is
increasing in the Americas, particularly in those countries of
Latin America where antibiotics are available to the public with-
out medical prescription. Excessive use of antibiotics among
outpatients has contributed to the emergence and spread of
antibiotic-resistant bacteria in many communities; important
common pathogens such as Mycobacterium tuberculosis, Es-
cherichia coli, Salmonella spp., Staphylococcus aureus, and Strepto-
coccus pneumoniae have developed resistance to common anti-
bacterial drugs, complicating treatment for the diseases they
cause. On the other hand, antimicrobial-resistant foodborne in-
fections caused by improper use of antibiotics in animal produc-
tion have contributed to the resistance of Salmonella spp. and
Campylobacter jejuni. While new biological markers and DNA
microarray technologies are being developed, the challenge going
forward will be to devise simple, computerized diagnostic tech-
nology that permits rapid identification of antimicrobial resist-
ance soon after the onset of symptoms (27). While the use of
new antimicrobial agents and the improved use of currently avail-
able antimicrobial drugs will become standard practice in high-
income countries, resulting in good treatment and rare complica-
tions, proper treatment of antimicrobial-resistant infections will
not be available to the poor, thus perpetuating health inequities.
Such is already the case with the HIV/AIDS epidemic, which—
despite good coverage in the Americas of antiretroviral drugs—is
expected to expand among poorer groups of population (27).

Aging of the population. In most countries of the Americas,
the population is aging due to longer life expectancies and de-
clining or stabilizing fertility rates. In the last 25 years, life ex-

pectancy at birth in the Americas has increased by 17 years, and
the average life expectancy exceeds 70 years—with a seven year
difference in the average between North America and Latin
America and the Caribbean. Of the Latin American and Carib-
bean population born today, 78.6% will live longer than 60 years
and four out of 10 will live beyond 80 years. Older people place
greater demands on health services, because they require more
frequent and comprehensive care and need services related to the
treatment of chronic diseases and disabilities. The assessment of
health policies and of the performance of health services for the
elderly should target increasing the years of life free of disability
after age 60 (28).

Unhealthy lifestyles, risky behaviors, and noncommunica-
ble diseases. One of the biggest culprits in the increase in non-
communicable diseases is unhealthy lifestyles. The nutritional
habits of the population of the Americas are changing: increas-
ingly, people are consuming fewer fruits, vegetables, legumes,
whole grains, and cereals and more processed foods, milk, refined
cereals, meats, and sugar. Poor nutrition is further complicated by
deficiencies of micronutrients—iodine, vitamin A, iron, zinc, and
folate. At the same time, 30-60% of the population in the Americas
do not achieve the minimum recommended levels of physical ac-
tivity. The occupational shift from manual labor and agriculture to
the service sector in most of the Region means that physical activ-
ity is generally on the decline. That decline has been aggravated by
increased urbanization, motorized transportation, and the intro-
duction of labor-saving devices and computers in the home. This
coupling of poor diets and sedentary lifestyles is leading to an epi-
demic of noncommunicable diseases among adults (see Chapter
2). According to WHO, of the 6.2 million deaths estimated to have
occurred in the Region in 2005, more than three-fourths were re-
lated to chronic diseases, and over the next 10 years 53 million
people will die from a chronic disease. At least 80% of premature
heart disease, stroke, and type 2 diabetes, and 40% of cancer in the
Americas could be prevented through healthy diet, regular physi-
cal activity, and avoidance of tobacco products; chronic disease
death rates could drop an estimated 2% per year over the next 10
years, saving almost 5 million lives (24). A recent study of more
than 3,000 young people from 26 developing countries—includ-
ing Argentina, Brazil, the Dominican Republic, Honduras, Mexico,
and Peru—singled out “developing a healthy lifestyle” as one of
the five pivotal phases of life that can impact the future of youth:
“It has been estimated that nearly two-thirds of premature deaths
and one-third of the total disease burden of adults can be associ-
ated with conditions or behavior begun in youth” (29). Again,
those conditions or behaviors, many of them interrelated, include
smoking, heavy alcohol consumption, drug use, traffic accidents,
unsafe sex, violence, sedentary lifestyles, and poor nutrition. Un-
less those trends reverse, the impact on health in the future will be
huge, and the demand for health services overwhelming.
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“Despite significant ongoing efforts to expand and improve
maternal health services in the Region, including the intro-
duction in recent years of insurance to cover the cost of mother
and child care, maternal mortality ratios have changed only
slightly in the past decade.”?

Mirta Roses, 2004

Overweight and obesity. Changes in consumption patterns
along with lower levels of physical activity are linked with in-
creased prevalence of overweight (body mass index equal to
or greater than 25 and less than 30 kg/m?) and obesity (body
mass index equal to or greater than 30 kg/m?). Surveys con-
ducted in Latin American and Caribbean countries in 2002 found
that 50-60% of adults and 7-12% of children under 5 years of
age were overweight or obese. In Argentina, Colombia, Mexico,
Paraguay, Peru, and Uruguay, more than half of the population is
overweight and more than 15% obese. Even more disturbing, the
trend is growing among the Region’s children: in Chile, Mexico,
and Peru, an alarming one in four 4-10 year olds is overweight.
Between now and 2015, the prevalence of overweight in the
Americas is expected to increase in both men and women. In the
United States, 64% of adults are overweight and 30.5% are obese.
Canada trails somewhat behind the United States, with 50% of
adults overweight and 13.4% obese (30).

Diabetes. As of 2006, an estimated 35 million persons were di-
abetic in the Americas—a number that is projected to increase to
64 million by 2025. The projected increase in the prevalence of di-
abetes parallels the increase in the prevalence of obesity, a leading
risk factor for diabetes. It is estimated that in 2003, diabetes was
associated with 300,000 deaths in Latin America and the
Caribbean. For women of all ages in almost all countries of the
Americas, diabetes is among the three leading causes of death.
Prevalence rates are highest in the adult population of the
Caribbean: prevalence of diabetes ranges from 18% in Jamaica
and 17% in Barbados to an estimated 8% in South America and
6% in Central America (31). The total societal cost of diabetes in
Latin America and the Caribbean is estimated to be US $65 billion.

Tobacco. WHO has estimated that tobacco is the second cause
of preventable deaths, after high blood pressure, and responsible
for 900,000 deaths every year in the Americas (see Chapter 3). If
current trends continue, tobacco will result in the deaths of over
1 billion people in the 21st century. In 2006, over 20% of youth
13-15 years of age in the Americas had used tobacco, the highest
prevalence in the world for that age group (32); more than 70% of
smokers in the Region started using tobacco before age 18. In
2000, the prevalence of smoking among youth 13-15 years of age
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ranged from 14-21% in the Caribbean countries to 40% in the
Southern Cone. In the United States and Canada, almost one-
quarter of youth used tobacco. Tobacco use is estimated to cur-
rently cause one million deaths every year in the Americas, with
the Southern Cone having the highest mortality rate due to
smoking tobacco. An estimated one-third of heart disease and
cancer deaths in the Region are attributed to tobacco use. In-
creasingly concentrated in poorer countries and among the poor
within them, tobacco is associated with chronic obstructive pul-
monary disease, cancer, and heart disease; contributes signifi-
cantly to asthma and deaths from tuberculosis; and is projected
to cause an exponential increase in deaths—6.4 million people a
year by 2015, 50% more than HIV/AIDS.

Alcoholism. For its part, alcoholism has been shown to be the
leading risk factor, among 27 different such factors, for the bur-
den of disease in the Americas (Chapter 3). Intoxication, alcohol
dependency, and biological damage due to the consumption of
alcohol can cause long-term health and social consequences.
“Alcohol-related diseases account for about 4% of global disabil-
ity-adjusted life years (DALYs) each year and for 8.8% in Latin
America and the Caribbean” (33).

Malignant neoplasms. Malignant neoplasms are responsible
for one-fifth of all chronic disease mortality in the Americas, ac-
counting for an estimated 459,000 deaths in 2002. This repre-
sents an increase in cancer deaths of one-third since 1990. Lung
and colon cancer are included in the 10 leading causes of death in
many countries of the Americas. Prostate, breast, and uterine
cancers are also major causes of death in several countries of
Latin America. In North America, lymphatic tissue neoplasm is
one of the 10 leading causes of death in the general population
and among the top five among 5-24 year olds (26).

Diseases of the circulatory system. Circulatory system dis-
eases combined represent approximately 20% of all deaths in the
Americas, the highest proportion of leading causes of death in
all countries of the Region. Within that group, ischemic heart
disease and cerebrovascular disease deaths figure most promi-
nently. Hypertensive diseases and heart failure also stand out as
major causes of death; 8-30% of the population in the Americas
have hypertension, a strong independent risk factor for heart
disease and stroke. Mexico, which has conducted risk-factor sur-
veys, has experienced an increase in the prevalence of hyperten-
sion from 26% in 1993 to 30% in 2000 (26). These diseases al-
ways appear among the five or 10 principal causes of death for
the general population (both sexes).

Mental health problems. Mental health problems impact
both the young and the old in the Region, albeit in different
forms. For the year 2000 suicide, the most reliable indicator of
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TABLE 2. Projection of Alzheimer's disease prevalence (in millions), in Latin America and
the Caribbean, in North America, and worldwide, in 2006 and 2050, by stage of disease.

Prevalence (in millions)

2006 2050
Early Late Early Late
Overall  stage stage Overall  stage stage
Latin America and the Caribbean 2.03 1.14 0.89 10.85 5.99 4.86
North America 3.10 1.73 1.37 8.85 4.84 4,01
Worldwide 26.55 14.99 11.56 106.23 58.75 47.48

Source: Ron Brookmeyer, Elizabeth Johnson, Kathryn Ziegler-Graham, and H. Michael Arrighi, “Forecasting the
Global Burden of Alzheimer's Disease,” Johns Hopkins University Department of Biostatistics Working Paper 130,

2007.

mental health problems, was the third leading cause of death
among 10-19 year olds and the eighth leading cause of death
among 20-59 year olds in the Americas overall. Alzheimer’s
disease and cerebrovascular dementia was the 10th leading cause
of death for the entire population of the Americas and ranked
eighth for persons 60 years and older. Alzheimer’s disease and
cerebrovascular dementia was one of the leading causes of death
in Canada, Chile, Cuba, Puerto Rico, the United States, and
Uruguay. The prevalence of Alzheimer’s disease in the Ameri-
cas—estimated at 2.0 million cases in Latin America and 3.1
million cases in North America—is expected to increase as
countries’ populations age. More than 26 million people world-
wide have Alzheimer’s disease, a number expected to quadruple
to over 106 million by 2050, including almost 9 million in North
America and almost 11 million in Latin America and the Carib-
bean (Table 2).

Road traffic injuries and deaths. In 2002 the Americas reg-
istered approximately 374,000 deaths due to road traffic acci-
dents, and every year many hundreds of thousands suffer in-
juries and disabilities due to these accidents (Chapter 3). Road
traffic injuries ranked as the ninth leading cause of death for the
Region overall for 2002. For the same year, low- and middle-
income countries in the Americas had road traffic injury mortal-
ity rates of 16 deaths per 100,000 population, and high-income
countries experienced 15 deaths per 100,000 population (34).

Violence. In 2002 the Region of the Americas registered ap-
proximately 384,000 homicides and 179,000 suicides (Chap-
ter 3). In countries where motor vehicle accidents is not the first
leading cause of death among adolescent and young adult males,
homicide is. Homicide rates per 100,000 population exceed very
high or critical levels in a number of countries, notably Brazil
(28), Venezuela (35), Jamaica (44), El Salvador (45), Guatemala
(50), Honduras (55), and Colombia (65). The number of violent
crimes is increasing throughout the Region, compromising health

TABLE 3. Percentage of women reporting having
experienced violence, five countries in the Americas,
2000-2005.

Physical violence Sexual violence

Bolivia 53 12
Peru 42 10
Colombia 39 12
Ecuador 31 12
Haiti 29 17

Source: National Demographic and Health Surveys for Bolivia (2003), Peru
(2000), Colombia (2005), Ecuador (2004), and Haiti (2000).

conditions and overburdening health services. Approximately one
in three women in Latin America and the Caribbean has been a
victim of sexual, physical, or psychological violence at the hands
of domestic partners (Table 3). Violence against women not only
exacts an enormous public health toll, it impedes social and eco-
nomic development by preventing its victims from contributing
fully to their communities.

Emerging threats. The international spread of infectious dis-
eases poses problems for global health security, in large measure
due to factors related to today’s interconnected and interdepend-
ent world. Among other factors raising the risk of spread of these
threats are population movements, through tourism, migration,
or as a result of disasters; growth of international trade in food
and biological products; social and environmental changes linked
with urbanization, deforestation, and alterations in climate; and
changes in methods of food processing, distribution, and con-
sumer habits. These factors once again demonstrate that infec-
tious disease events in one country or region are potentially a
concern for the entire world (35). Another concern is the possibil-
ity of outbreaks resulting from intentional or accidental release of
biological agents. Both epidemics that might occur naturally and
those due to the release of biological agents present a threat to
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“Every year in Latin America and the Caribbean some
200,000 people are diagnosed with tuberculosis, and an esti-
mated 50,000 or more die as a result of the disease. Yet tuber-
culosis is curable; these deaths are preventable. Only with
strong and active community participation can we improve
the detection of cases and increase the number of people who
can be cured. Tuberculosis can affect everyone, without regard
to age, sex, race or social status; but poor and neglected popu-
lations are particularly vulnerable to the disease.)?

Mirta Roses, 2004

global health security. Moreover, because of the impact that prob-
lems such as SARS, avian influenza, food contamination, and anti-
biotic resistance to pesticides can have on a nation’s and the in-
ternational community’s economy and security, their surveillance
must now encompass many new areas and agents (36).

What is new [about the international spread of diseases] is:
(1) the broader scope of identified ‘emerging’ or ‘reemerging’
diseases; (2) the extent of globalizing factors that unleash
them; (3) the intrusion of new actors in the arena of public
health surveillance, bringing in economic or security concerns;
(4) the blurred limits between potential hazards of deliberate
and natural outbreaks; and (5) the ever-increasing demand
from the public and press agencies for real-time informa-
tion. ... At the international level, it is not enough to acknowl-
edge the global threat of emerging or reemerging diseases and
to focus on a strategy based on externally driven surveillance
and response. With equal urgency, preparedness for future epi-
demics has to comprise a parallel overhaul of health systems,
including the essential issues of human resources develop-
ment, governance, and equity in access to care (37).

HIV/AIDS. After sub-Saharan Africa, the Caribbean is the
second subregion in the world most affected by HIV/AIDS. An es-
timated 1.2% of the Caribbean population, one quarter of a mil-
lion people, was living with HIV in 2006. The Caribbean’s largely
heterosexual epidemics occur in the context of harsh gender
inequalities and are being fuelled by a thriving sex industry: half
of the people infected are women, and young women are 2.5
times more prone to be infected than young men. Nearly three-
quarters of them are in the Dominican Republic and Haiti, but
HIV prevalence is high throughout the subregion: 1%-2% in
Barbados, the Dominican Republic, and Jamaica; 2%-4% in the
Bahamas, Haiti, and Trinidad and Tobago. North America had an
estimated prevalence of 0.8% or 1.4 million persons and Latin
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America 0.5% or 1.7 million persons. Despite prevention cam-
paigns to reduce the risk of HIV infection, advances in treatment,
and expanded treatment coverage to extend the lives of persons
living with AIDS, the HIV/AIDS pandemic continues to be one of
the Region’s leading public health challenges.

From 1981 to 2005, more than 1.7 million persons with AIDS
were officially reported in the Americas, with 38,000 of these
cases younger than 15 years of age. The percentage of females
with AIDS reported in the Americas increased from 6% of all
prevalent AIDS cases in 1994 to approximately 31% in 2005, with
this general trend repeated in all subregions. Although the num-
ber of persons living with AIDS continues to slowly increase in
the Americas, the best estimate of the number of deaths due to
AIDS in the Caribbean has declined from 2004 to 2006, thanks in
good measure to the advent of improved treatment and expanded
coverage of treatment. Many Latin American countries have also
shown a decline in the number of AIDS deaths over the past
decade. For the period 2003-2005, however, the number of AIDS
deaths increased from 53,000 to 65,000, which means that on av-
erage 200 people die from HIV/AIDS every day in Latin America
and the Caribbean. HIV/AIDS antiretroviral treatment cover-
age goals for the Americas—as part of the regional commitment
to WHO’s “3 X 5 initiative to treat 3 million people by the end
of 2005—had been surpassed by 13% by the target deadline. It
is estimated that in June 2006 three-quarters of persons needing
antiretroviral treatment for HIV/AIDS in the Americas were re-
ceiving that treatment—the highest coverage in the developing
world. During 2006, according to reports from 28 countries in the
Americas, more than 1 million people were tested for HIV/AIDS,
and access to counseling, testing, and prevention of mother-to-
child transmission also increased substantially (38-41).

Pandemic influenza. Since the influenza pandemic of 1918,
which killed tens of millions of people worldwide, many preven-
tion and control measures have been taken to reduce the likeli-
hood of similar or worse pandemics, including implementing in-
fluenza surveillance, developing vaccines and antiviral drugs,
and taking preventive actions such as the recent rapid destruc-
tion of 1.5 million poultry in Hong Kong to control the spread of
avian influenza. Worldwide disaster and emergency surveillance
and preparation for pandemic influenza, especially the highly
mutational, highly pathogenic avian influenza subtype H5N1, is
ongoing. To date, avian influenza subtypes are primarily limited
to the spread from bird to bird, occasionally jumping to and sick-
ening a human host. No sustained human-to-human spread of
this influenza has yet been identified; however, serious concern
exists that a dangerously pathogenic strain of this influenza will
mutate or acquire other viral genes, allowing it to easily pass from
human-to-human. Certainly, avian influenza, only the latest seri-
ous influenza threat, will not be the last (42-45).
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RESPONDING TO THE POPULATION’S
HEALTH NEEDS

Meeting the pending health needs, sustaining the health gains,
and confronting the emerging health challenges described in the
foregoing pages will require strong public sector governance,
equitable delivery of services, sufficient financing of the health
system, a critical mass of well-prepared health workers, coordina-
tion among the various social sectors, and a robust pro-health
alliance among countries and the international community. Chap-
ter 4—“Public Policies and Health Systems and Services”—ana-
lyzes in depth health systems, financing of health care, health leg-
islation, human resources, essential public health functions, health
technologies, scientific health information, and the renewal of
primary health care. And Chapter 5—“Health and International
Cooperation in the Americas”—presents information on official
development assistance, public-private partnerships, technical co-
operation among developing countries, and regional integration
processes.

Governance. In some countries, advances that had accrued
from democratization processes that began in the 1980s and be-
came further entrenched in the 1990s have been compromised by
recent political, social, economic, and institutional crises—not
least of which has been widespread corruption. Those crises have
tarnished the image and credibility of public institutions and of
the political class in general and, in so doing, have contributed to
increasing social unrest, violence, and insecurity. In some coun-
tries, the promises of self-determination, the return of power to
people and communities, and effective citizen participation have
gone unfulfilled. In others, where decision-making power has
been incompletely transferred from the national to the subna-
tional level, local institutional capacities have not been ade-
quately developed. Giving public agencies greater managerial au-
tonomy has not always resulted in better, more efficient services.
While much has been said about the need to increase donor as-
sistance and transfer technological solutions for health in the de-
veloping world, recipient countries have a stake in, and must be
held accountable for, developing the institutions that can imple-
ment health programs and technology.

Improving public health in the countries of the Americas takes
strong states, strong public health systems, and adequate infra-
structure. Growing demands on the health care system are trig-
gering greater competition for limited resources. Anticipating
and responding adequately to the many epidemiological, techno-
logical, and organizational challenges to health, social security,
and surveillance systems will require ever-better governance and
management of those systems. Although health sector reform
and modernization of the State, widely promoted in the 1990s,
yielded some benefits and facilitated the involvement of new ac-

tors in the sector, particularly the private sector, reform focused
primarily on financial and organizational aspects, relegating crit-
ical public health issues to the sidelines. As a result, the role of
government in key areas weakened, as did the capability of min-
istries of health to exercise their steering role and perform essen-
tial public health functions. Now regulation of the sector, taking
into consideration both its public and private components, poses
a major challenge. Meeting that challenge will require that the
two biggest health infrastructure constraints—segmentation
and fragmentation—be addressed (see Chapter 4).

The division of the health system into subcomponents that
“specialize” in different population groups—or its segmentat-
ion—generally takes the forms, both for provision and insurance,
of: (1) a public subsystem oriented toward the poor; (2) a social se-
curity subsystem that covers formal workers and their depend-
ents; and (3) a for-profit private subsystem used mainly by the
wealthiest segments of the population. By imposing conditions on
access to the latter two subsystems that can only be met by those
groups that are socially, occupationally, and financially well placed,
segmentation prevents or complicates the implementation of cost-
effective health care interventions and makes it harder to reach
some population groups, thereby consolidating and entrenching
inequities that especially affect the poor, the formally unemployed,
the indigenous, and women. Changes in the labor market, particu-
larly growth of the informal economy, have aggravated this situa-
tion. Ethnic origin is a factor limiting health-system access: in at
least five countries in the Region—Bolivia, Ecuador, Guatemala,
Paraguay, and Peru—belonging to an indigenous group or speak-
ing only an indigenous language constitutes a barrier. And, since
access to health systems is linked to formal-sector employment,
women experience greater exclusion than men: because of their
domestic duties, over half of all women in the Region are not gain-
fully employed, and, when they are, they are more likely than men
to work in the informal sector and in part-time occupations that
are not usually covered by social security; moreover, although over
30% of households in the Region are headed by women, women
are often dependents who, along with their children, rely heavily
on the person who has health coverage being employed and re-
maining in the household (26).

Where there is fragmentation of services in the health sec-
tor—that is, when the different subsystems do not operate in a
coordinated, synergistic way, but tend instead to ignore and even
compete with each other—a centering of health service delivery
in hospitals and on individual care tends to result, to the detri-
ment of public health services. Fragmentation hinders imple-
mentation of cost-effective interventions; makes it difficult to
standardize the quality, content, cost, and application of health
measures; raises their cost; and encourages inefficient use of re-
sources within the system. Such inefficiency is exemplified by the
coexistence of low hospital occupancy rates in the social security
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subsystem and high percentages of unmet demand for services
in the public subsystems of Bolivia, the Dominican Republic,
Ecuador, El Salvador, Guatemala, Honduras, and Paraguay. In
some countries—among them, Bolivia, Honduras, Guatemala,
and Ecuador—the fragmentation of services has a territorial di-
mension, where deficient referral and counter-referral mecha-
nisms in rural areas severely constrain health care delivery (26).

Provision of and access to health services. In many coun-
tries, the gap between those who can and those who cannot access
health care is widening. The reasons for that growing inequity,
and the resultant profound adverse consequences for the popula-
tion’s health, are many: the downside of globalization, poverty, the
loss of employment, lowered incomes, and great disparities in in-
come distribution, all of which can lead to impoverished living
conditions, social fragmentation, and high vulnerability. Although
many of the countries have undertaken pro-poor health-related
interventions, such interventions do not always reach those most
in need; to the contrary, they often favor and extend the health gap
between the rich and the poor. Research published in the 2004
World Development Report showed that in the 21 countries stud-
ied, the highest income quintile received, on average, 25% of gov-
ernment health service expenditure compared with only 15%
among the lowest quintile (46).

Notwithstanding persistent gaps in health care access in the
Region, some countries have made notable progress in their
quest for equitable delivery of health services through pro-poor
interventions. Among outstanding examples of these success sto-
ries are:

+ Colombia created and financed an equity fund that in-
creased health insurance coverage for the poor and lowered
financial barriers to the use of services. “While insurance
coverage among those in the highest income quintile in-
creased modestly with the reform, from 60% in 1993 to 81%
in 2003, insurance coverage among the poorest quintile of
income increased from 9% in 1993 to 48% in 2003” (47).

* Mexico provided direct cash transfers to poor families so
that they could use those funds to pay for health services; by
2003, almost 60% of the people reached by this program be-
longed to the poorest 20% of Mexico’s population and 80%
of the beneficiaries were in the poorest 40% of the country’s
population (48).

+ Honduras, Peru, and Nicaragua, set up “social funds”to en-
courage communities and local institutions, especially
in poorer areas in those countries, to take the lead in identi-
fying and carrying out small-scale investments in health
clinics and water and sanitation systems. “These poverty-
targeted investments tend to increase the utilization of health
services, especially maternal and child health, and translate
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into improved health incomes including significant reduc-
tions in infant and child mortality” (49).

Financing. Serious deficiencies in health system financing
persist: some countries have extremely low health expenditures,
while others are excessively dependent on external resources and
thus highly vulnerable. In many countries, out-of-pocket spend-
ing has greatly increased, with the consequent regressive effect
that the poorest are the most affected. The amount and dis-
tribution of public health expenditure are critical factors in the
equity/inequity that characterize health systems. Where highly
segmented health systems prevail—most countries in Central
America (El Salvador, Guatemala, Honduras, Nicaragua) and in
the Andean Area (Bolivia, Ecuador, Peru, Venezuela)—public
sector health funding is generally low and public sector coverage
therefore limited, while private expenditure is high and covers
mostly private individuals. In those countries, where a large per-
centage of the population is poor, serious inequities in health care
access result from low public sector spending on health and high
out-of-pocket expenditure, which is proportionately higher in the
poorer of those countries (26).

Around 2005, national health expenditure for all countries in
Latin America and the Caribbean accounted for approximately
7% of the region’s gross domestic product or an annual expendi-
ture of approximately US$500 per capita (Chapter 4). Approxi-
mately 45% of this expenditure corresponded to public spending
on health—on services by ministries of health, other central gov-
ernment and local government institutions, and through compul-
sory contributions to privately run health funds or social security
institutions. The remaining 55% corresponded to private expen-
diture, including direct out-of-pocket expenditure to purchase
health goods and services and to cover health services consumed
through private health insurance plans or pre-paid health care
plans. Notably, because women have more need to use health ser-
vices, their out-of-pocket health expenditures tend to be higher
than mens—a gender-based inequity that looms even larger
when considering that women’s incomes average only about 70%
of those of men.

In addition to the amount of public sector spending on health,
its distribution among the poorest groups in a population (gener-
ally referred to as its “progressiveness”) is a critical factor in those
groups’ access to health services. Out-of-pocket spending by the
poorest households is lower in countries where the distribution of
public spending is tilted toward low-income groups; Chile, Costa
Rica, and Uruguay distribute about 30% of public spending
among the lowest-income population. Inversely, where distribu-
tion of public spending disregards the greater needs of the poor,
the poor have to pay more for access; in Ecuador and Guatemala
just over 12% of public health expenditure goes to the first in-
come quintile (the poorest), while the fifth quintile (the richest)
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receives over 30%; Peru distributes public spending across all in-
come groups alike. Chile, Costa Rica, and Uruguay have national
health insurance systems, while Ecuador, Guatemala, and Peru
have highly segmented health systems (26).

Health workers. It stands to reason that the greater the num-
ber of health workers available to a population the greater their
influence will be on its level of health. A clear case in point is the
relationship between adequate numbers of health care providers
and reductions in maternal and infant mortality: as the availabil-
ity of health workers increases, the rates of mortality decrease.
The inverse occurs in countries with a low density of health work-
ers: the rate of mortality among children under 5 increases; the
maternal mortality rate increases; and the proportion of deliver-
ies handled by qualified personnel decreases (50).

In 2005, an estimated 21.7 million people comprised the full-
time health workforce in the Americas. Many of the countries in
the Region have a critical shortage of health workers, and that
shortage is expected to grow more acute with the projected
growth in population, the aging of the health workforce, and the
ever-increasing burden of disease. In less-developed countries,
competition for limited human resources and the international
migration of health workers are expected to further destabilize
the workforce; already, 72% of the countries of the Region have
experienced a loss due to migration.

Serious imbalances persist in the distribution of health work-
ers in the Region, both within countries and from country to
country. The optimal (density) ratio of physicians and nurses to
inhabitants is 25:10,000. In 11 countries that ratio is greater than
50, which translates into 30% of the population in the hemi-
sphere having 73% of all physicians and nurses. In 15 countries
the density ratio is below 25, which translates into 20% of the re-
gional population having 6% of the human resources in health;
128,000 more physicians and nurses would need to be added to
the workforce to reach the optimal ratio. Women make up almost
70% of the health work force, and yet they also represent a dis-
proportionately high percentage of unemployed health workers,
which averaged 6.2% in a sample of 13 countries. The within-
country distribution of health workers is greatly uneven, with
urban areas having from 8 to 10 times more physicians than rural
areas. At the regional level, while in North America there are three
nurses for every one physician, in Latin America and the Carib-
bean there are three physicians for every nurse (51).

Intersectoral engagement. Many advances in health condi-
tions over the past decades have been the result of collaboration
between the health sector and other social sectors: water supply
and sanitation and the environment in general, education, labor,
agriculture, and transportation, to name a few. The potential of
the synergies of intersectoral collaboration was recognized in the
1978 Declaration of Alma-Ata. Decades later, in 2000, the multi-

The countries have made a tremendous effort to interrupt
the mother-to-child transmission of HIV/AIDS. Likewise,
spread of the disease by blood transfusions has halted. Access
to treatment has improved significantly: the Americas was the
first region in the world to negotiate a reduction of the price
of antiretrovirals. But the regional situation is uneven, and in
some countries less than 30% of those who need treatment are
receiving it. »

Mirta Roses, 2006

sectoral approach drove elaboration of the Millennium Develop-
ment Goals, which, as has been seen, propose to integrate action
to reduce poverty and hunger and promote education, women’s
empowerment, health, environment, and global partnerships to
further those goals.

International involvement. The international architecture of
development assistance for health—the cooperation of multilat-
eral organizations, bilateral assistance, and private philanthropic
aid—has undergone radical change over the past decade: “new
multilateral organizations, initiatives, and foundations have as-
sumed a prominent role in financing health, nutrition, and pop-
ulation activities, among them the Global Fund to Fight AIDS,
Tuberculosis, and Malaria; the Global Alliance for Vaccines and
Immunization (GAVI); the Global Alliance for Improved Nutri-
tion (GAIN); and the Bill and Melinda Gates Foundation” (52).
While the actors have proliferated, the debate regarding the most
desirable investment of international cooperation in health goes
unresolved (Chapter 5).

The challenges of persisting inequities and unsolved health
problems are being confronted by concerted intersectoral national
and international efforts as well as through the opportunities af-
forded by initiatives such as the Millennium Development Goals
and renewal of the primary health care movement. The prospects
for improving health in the Region are addressed in Chapter 6 by
a group of internationally renowned experts who offer their com-
ments on the “Health Agenda for the Americas, 2008-2017; which
has been adopted by the governments of the Region, and provide
advice to policymakers regarding how to implement each of its
eight areas of action.

* ¥ %

In summary, the current health status of the peoples of the
Americas is a reflection of interactions and changes in the size,
composition, distribution, and behavior of the population; the
dynamic and continuing shifts in the nature, incidence, and
burden of disease; and, to a large extent, the ongoing and often
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dramatic turns in the political, social, economic, and physical
environment in which individuals, communities, nations, and the
Region as a whole are developing.
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Chapter 1
HEALTH IN THE CONTEXT
OF DEVELOPMENT

t the dawn of the new millennium, 189 countries committed themselves to reducing poverty by

2015. To that end, they set eight Millennium Development Goals (MDGs), all of which relate in

some measure to health. Their commitment underscores a growing recognition that economic
growth, the distribution of income, and investment in human capital have a huge impact on peoples’ qual-
ity of life and on their health. At the same time, a realization of the social determinants of health is fuelling
greater emphasis on collaboration among all social sectors to improve the population’s health and on the
international recognition of human rights.

One of the principal indicators of development, and of health, is life expectancy. The inhabitants of more
developed countries tend to live longer than their counterparts in developing countries. National averages,
moreover, tend to mask disparities within countries, whose more vulnerable groups tend to have shorter lives.
The population’s collective years of life lost translate, in turn, into lowered national productivity.

Despite a reduction in the rates of poverty in Latin America and the Caribbean as a result of economic
growth that began in the 1990s (as measured by gross national product), that reduction has not been suffi-
cient to counter the increase in poverty that had occurred in previous decades. In addition, no measurable
improvements have been registered in indicators of the distribution of income in the region, which contin-
ues to show vast inequalities, as discernible from a comparison between the richest and the poorest quin-
tiles of the population in most countries.

In the past couple of decades, the governments of Latin America and the Caribbean have significantly
increased public funding for social sectors. In general, however, a disproportionate amount of that funding
has gone to social security/social welfare and education, with lesser portions targeting health and housing.
Governments also have embarked on various forms of collaboration, as expressed in many international

summits designed to advance the human condition throughout the Hemisphere.

28



Among the social determinants of inequity, the greatest is poverty—defined for Latin America as in-
sufficient income to meet basic needs. Such poverty results, in large measure, from low levels of growth, low
productivity, limited development of human capital, and ineffective economic and social policies. Both the
rates of poverty and the absolute number of poor people in Latin America and the Caribbean have been
dropping in the past several years, but within the region, and within countries, huge disparities persist.

Efforts to reduce hunger and malnutrition, likewise targeted in the MDGs, have also scored gains in
Latin America and the Caribbean, but progress is uneven throughout the region, with certain areas actually
experiencing upticks in both the numbers and prevalence rates of the undernourished.

Employment is a basic determinant of health from many different angles—access to labor markets, in-
come, and working conditions—and sustained employment is critical to countries’ ability to reduce poverty.
The unemployment rate has been rising in Latin America and the Caribbean in recent years, during which
time informal employment has increased as a share of overall employment. Youth unemployment also is in-
creasing, and that of women is much higher than men.

The reciprocal relation between health and education is clear and explains the MDG focus on univer-
sal primary education as a principal strategy for reducing poverty. The Americas is on pace to achieve the
goal of 100% completion of primary school by 2015, having already attained coverage higher than 97%.

For the most part, inequitable health conditions—that is, those that are unnecessary, unjust, and re-
mediable—reflect an unfair distribution of the social determinants of health. While the “average” health sta-
tus in Latin America and the Caribbean is relatively good, great disparities across an array of indicators—
such as in infant mortality, child mortality, proportion of births attended by skilled personnel, maternal
mortality—exist among and within countries. These and other inequities—such as differential rates of in-
fectious diseases, chronic diseases, access to health care services—disproportionately afflict women, ethnic
and racial groups.

The environment is yet another major determinant of health. Latin America and the Caribbean have
the highest urbanization level in the developing world, with more than three in every four persons living in
cities. While urban areas generally offer advantages over rural areas in terms of access to social services, em-
ployment, and the like, many of the cities in the region have grown beyond their capacity to provide ade-
quate services. Access to water and sanitation, although having improved significantly over the past several
decades, continues to be inequitable in that coverage is greater in urban than in rural areas. Among other
environmental challenges are air pollution, shrinking forests and land degradation, degraded coasts and pol-

luted seas, and the looming global impact of climate change.
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HEALTH IN THE AMERICAS, 2007. VOLUME I-REGIONAL

THE ECONOMIC AND POLITICAL CONTEXT

Life Expectancy

Life expectancy has traditionally been recognized as a key in-
dicator of a country’s development, while the life expectancy
index reflects the overall health of a population. In examining
these indicators, it is necessary to consider not only national av-
erages and possible similarities between the countries of the
Americas, but differences within countries as well, in order to be
able to identify inequities affecting the most vulnerable groups.

Figure 1 shows the evolution of life expectancy at birth in the
United States since 1930 and in Latin America and the Caribbean
since 1950-1955. In 2005, life expectancy in Bolivia, Guatemala,
and Haiti reached the levels seen in the United States more than
60 years ago. That same year, life expectancy in Brazil, Nicaragua,
and Peru was similar to the level attained in the United States in
the 1950s.

The difference between life expectancy in Latin America
and the Caribbean and that in the United States and Canada is
decreasing. While the gap was 10 years in the mid-1960s (57
years in Latin America and the Caribbean and 67 years in the
United States and Canada), in 2000-2005, it narrowed to 6 years
(71 and 77, respectively). Despite this convergence, there are sig-
nificant country-to-country differences in Latin America and the
Caribbean—for example, life expectancy in Haiti is 59.7 years, in
Costa Rica it is 77.7 years.

Figure 2 shows the life expectancy index for a selected set of
countries. The index has been pegged to life expectancy in the
Netherlands, a country that has the longest-living population and
the highest life expectancy rates in the world. The index shows
that Chile, Costa Rica, Cuba, and Panama have the best health

FIGURE 1. Life expectancy at birth in the United States
(1930-2005) and in Latin America and the Caribbean
(1950-2005) and life expectancy at birth in selected
Latin American and Caribbean countries (2000-2005)
in relationship to the United States.
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Health Policies and Systems Unit, 2006.

conditions in Latin America, with survival rates over 0.90, which
is close to the maximum potential observed. The potential sur-
vival rate for Haiti is just 0.73.

Economic Growth and Inequality
An analysis of data on economic growth, poverty, and inequal-
ity in income distribution in Latin America and the Caribbean

FIGURE 2. Life expectancy index, selected Latin American and Caribbean countries,

2000-2005.
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TABLE 1. Changes in gross domestic product for Latin America and the Caribbean,
Latin America, the Caribbean, and countries in the region, 2000-2006.

Country/region 2000 2002 2003 2004 2005 20062
Antigua and Barbuda 15 25 5.2 1.2 46 11.0
Argentina -0.8 -10.9 8.8 9.0 9.2 8.5
Bahamas 1.9 2.3 14 1.8 2.7 4.0
Barbados 2.2 05 19 48 39 39
Belize 129 5.1 9.3 4.6 35 217
Bolivia 25 25 2.9 39 41 45
Brazil 44 1.9 0.5 49 23 2.8
Chile 45 2.2 3.9 6.2 6.3 44
Colombia 2.9 19 3.9 49 5.2 6.0
Costa Rica 1.8 2.9 6.4 4.1 59 6.8
Cuba 6.1 15 29 45 .. ...
Cuba® . 1.8 3.8 5.4 11.8 125
Dominica 0.6 -4.2 2.2 6.3 33 4.0
Dominican Republic 7.9 5.0 0.4 2.7 9.2 10.0
Ecuador 2.8 4.2 3.6 7.9 47 48
El Salvador 2.2 23 23 1.8 2.8 3.8
Grenada 7.0 15 15 -14 13.2 7.0
Guatemala 3.6 2.2 2.1 2.8 3.2 46
Guyana -1.4 1.1 -0.7 1.6 -3.0 1.3
Haiti 0.9 -0.3 0.4 -3.5 1.8 25
Honduras 5.7 2.7 35 5.0 41 5.6
Jamaica 0.7 1.1 2.3 0.9 14 2.6
Mexico 6.6 0.8 1.4 42 3.0 48
Nicaragua 4.1 0.8 25 5.1 4.0 3.7
Panama 2.7 2.2 4.2 15 6.9 15
Paraguay -33 e 3.8 41 2.9 4.0
Peru 3.0 5.2 3.9 5.2 6.4 7.2
Saint Kitts and Nevis 43 1.1 05 1.6 5.0 5.0
Saint Vincent and the

Grenadines 1.8 3.7 3.2 6.2 15 4.0
Saint Lucia -0.2 3.1 41 5.6 1.1 7.0
Suriname 4.0 19 6.1 1.7 5.7 6.4
Trinidad and Tobago 6.9 6.9 12.6 6.4 8.9 12.0
Uruguay -14 -11.0 2.2 11.8 6.6 15
Venezuela 3.7 -8.9 -1.17 17.9 9.3 10.0
Latin America and the

Caribbean®4 39 -0.8 20 5.9 45 53
Latin America® 40 -0.8 19 6.0 45 5.3
Caribbean! 34 33 5.8 38 49 6.8

@Preliminary figures.

®Data provided by the Oficina Nacional de Estadisticas de Cuba, which are being evaluated by ECLAC.

Does not include Cuba.

dBarbados, Dominica, Guyana, and Jamaica GDPs are expressed in factor costs.
Source: ECLAC. Statistical Yearbook for Latin America and the Caribbean, 2006, p. 85.

suggests that poverty reduction during the economic recovery that
began in the early 1990s has not been able to offset the growth in
poverty in the 1980s. Nor has income distribution changed signif-
icantly, remaining as unequal in the 1990s as in the 1980s. This
confirms the hypothesis that the rewards of economic growth are
not distributed equally among different population strata. In
times of economic recession, poverty has grown quickly while in
periods of economic growth, poverty has declined very slowly.
During the 1980s, the so-called “lost decade,” per capita in-
come in Latin American and Caribbean countries as a whole fell
by an annual average of 0.7%. In 1990, average per capita income

was approximately US$ 3,300, almost 10% lower than at the start
of the 1980s (US$ 3,500). The economic recovery in the 1990s
made for significant growth in per capita income, which was
US$ 3,800 in 2001, for a 15% increase over 1990.

Since 2000, annual growth in GDP in Latin America and the
Caribbean underwent major changes, with significant differences
from country to country and variations from one year to the next
(Table 1).

In 2000, average growth in Latin American and Caribbean
countries was 3.9%, with extremes ranging from -3.3% (Para-
guay) to 12.9% (Belize); Argentina, Guyana, and Uruguay showed
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When living conditions improve, as a result of either pre-
ventive or curative activities, they promote well-being and,
consequently, productivity. In either case the funds assigned
to health are an investment; the more prevalent the problem
the greater the return it gives. »

Abraham Horwitz, 1964

signs of slowing growth. Between 2000 and 2002, many of the
countries suffered a sharp slowdown in growth associated with
serious problems in South America and Mexico. Argentina,
Uruguay, and Venezuela saw their growth shrink by close to 10%
or more in that period and faced serious economic difficulties,
such as the temporary closure of banks, suspension of payments,
and widespread unemployment. Thanks to a series of measures
designed to curb inflation and to halt the flight of capital and in-
vestments, however, the economy was reactivated between 2003
and 2004, when average growth in Latin America and the
Caribbean climbed to 5.9%. The countries that grew the fastest
were the ones that had most suffered during the crisis, which ex-
perienced rates averaging close to 9% or more. In 2005, average
growth in Latin America and the Caribbean was 4.5%. That year,
close to one-third of the countries experienced growth of more
than 6%, which surpassed the per capita gross national income
(GNI)! levels seen before the 2002 crisis.

In 2000-2005, the level of wealth in the countries of the Amer-
icas, measured by their GNI, also shows uneven advances. By the
end of the period, the average weighted GNI for the Americas
was about US$ 19,500 (value adjusted by purchasing power par-
ity or ppp), which ranks it among the regions with the highest
income in the world. However, there are major differences from
subregion to subregion: Central America (US$ 5,687), the An-
dean area (US$ 5,300), the Latin Caribbean (US$ 6,528), and the
English-speaking Caribbean (US$ 7,410) present levels that
are below the Latin American and Caribbean general average
(US$ 8,771). The Southern Cone (US$ 10,042) and North Amer-
ica (US$ 37,085), on the other hand, are higher. Wide gaps also
exist between countries, with GNI values ranging from US$ 1,840
in Haiti to US$ 41,950 in the United States (Table 2).

Figure 3 shows the per capita gross national income for se-
lected countries of the Americas and allows comparisons to be
made between groups of countries. According to 2005 GNI levels
and the weighted average for each group of countries, the income
of the countries in the wealthiest quintile (US$ 22,288) was seven
times higher than that in the lowest quintile (US$ 3,218). In ad-

'Previously called per capita gross national product (GNP), this indicator mea-
sures the total output of goods and services for final use produced by residents
and non-residents, regardless of the allocation to domestic and foreign claims, in
relation to population size.
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dition, the GNI in three of the groups, totaling 20 countries, falls
below the Latin American and the Caribbean average.

Growth in GDP and GNI rates, partly owing to their variabil-
ity, has not translated into significant improvements in poverty
rates or income distribution in Latin America and the Caribbean.

Income distribution is generally measured by the Gini coeffi-
cient, which uses a value of 0 for greatest equality and a value of
1 for greatest inequality. Latin America and the Caribbean contin-
ues to be the region with the greatest inequality in income distri-
bution in the world, except for sub-Saharan Africa (see Figure 4).

Another way to measure income distribution is by using the
ratio between the income of the 20% wealthiest population and
the 20% poorest. In the Americas as a whole, the ratio of the in-
come of the wealthiest 20% to the poorest 20% is close to 20.
Some countries have less economic inequality, with a ratio under
10 (Canada, Jamaica, Nicaragua, the United States); conversely,
some have a ratio higher than 25 (Bolivia, Colombia, Haiti and
Paraguay), as shown in Figure 5. Both measures reflect signifi-
cant inequalities between countries in the Americas.

Inequality in Latin America and the Caribbean also is ex-
pressed in terms of access to good quality drinking water, sanita-
tion, schooling, and health care; a respect for property rights; and
political representation. Large inequalities also exist with regard
to the power and influence exercised by individuals and, in many
countries, in the administration of justice. Inequalities in con-
sumption—which can be measured more accurately—also are
higher in Latin America than elsewhere in the world, although the
differences are not as sharp as those for income inequalities (1).

Trends in Social Spending

As part of public policy adjustments, to compensate for some
of the population’s economic difficulties (some of which worsened
after structural reforms were put in place), and to provide effec-
tive redistribution of wealth, Latin American and Caribbean gov-
ernments substantially increased the public funds devoted to so-
cial spending. Between the start of the 1990s and 2003, social
spending experienced a sustained increase in most countries.
Social spending as a percentage of GDP rose from 12.8% to 15.1%,
representing an increase of 39% in per capita spending in real
terms (2).

The Economic Commission for Latin America and the Carib-
bean (ECLAC) estimates that public sector per capita social
spending in the 21 countries for which data are available for
the 2002-2003 was US$ 610 (US$ 170 more than in 1990-1991 in
constant 2002 dollars). In this period, there were significant
differences between the countries, ranging from a minimum of
US$ 68 (Nicaragua) to a maximum of US$ 1,284 (Argentina).
Table 3 shows the wide variation seen from country to country
when investments in social spending as percentages of GDP are
compared—from a minimum of 5.5% (Trinidad and Tobago) to a
maximum of 29.3% (Cuba).
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TABLE 2. Per capita gross national income (in ppp-adjusted $), countries of the Americas,

2000-2005.
Country 2000 2001 2002 2003 2004 2005
Antigua and Barbuda 9,200 9,190 9,520 9,730 11,100 11,700
Argentina 11,930 11,570 10,380 11,410 12,530 13,920
Bahamas 16,200 16,000 16,140 e 16,350
Barbados 14,840 14,810 14,660 15,060 15,060 .
Belize 5,470 5,700 5,850 6,320 6,550 6,740
Bolivia 2,330 2,380 2,430 2,490 2,600 2,740
Brazil 7,150 7,310 7,480 7,510 7,940 8,230
Canada 27,180 28,070 29,170 30,040 30,760 32,220
Chile 8,850 9,200 9,440 9,810 10,610 11,470
Colombia 5,940 6,060 6,160 6,410 6,940 7,420
Costa Rica 8,190 8,340 8,560 9,140 9,220 9,680
Dominica 5,230 5,160 4,970 5,020 5,290 5,560
Dominican Republic 5,830 6,060 6,310 6,310 6,860 7,150
Ecuador 3,050 3,240 3,350 3,440 3,770 4,070
El Salvador 4,610 4,730 4,820 4,910 4,890 5,120
Grenada 6,900 6,630 6,600 7,030 7,050 7,260
Guatemala 3,910 3,990 4,040 4,090 4,260 4,410
Guyana 3,750 3,950 3,950 3,980 4,240 4,230
Haiti 1,760 1,740 1,730 1,730 1,730 1,840
Honduras 2,430 2,510 2,530 2,590 2,760 2,900
Jamaica 3,500 3,610 3,670 3,790 3,950 4110
Mexico 8,690 8,760 8,830 8,980 9,640 10,030
Nicaragua 3,050 3,130 3,130 3,180 3,480 3,650
Panama 5,920 6,010 6,150 6,420 6,730 7,310
Paraguay 4,610 4,740 4,600 4,690 4,820 4,970
Peru 4,610 4,650 4,880 5,080 5,400 5,830
Puerto Rico 15,090 16,210 e e 16,120 .
Saint Kitts and Nevis 10,150 10,310 10,550 10,740 10,910 12,500
Saint Vincent and the

Grenadines 5,090 5,400 5,540 5,870 5,590 ..
Saint Lucia 5,250 5,020 5,170 5,310 6,030 5,980
United States of America 34,690 35,320 36,260 37,750 39,820 41,950
Trinidad and Tobago 8,260 8,420 9,080 10,390 11,430 13,170
Uruguay 8,710 8,560 7,690 7,980 9,030 9,810
Venezuela 5,580 5,760 5,240 4,750 5,830 6,440

Source: World Bank. World Development Indicators, 2006.

The increase in social spending was not enough to repair the
damage caused by the successive economic crises, however, nor
did it alter existing differences between countries nor the distribu-
tion within them. While Argentina, Brazil, Costa Rica, Cuba, and
Uruguay allocated more than 18% of GDP for social spending,
Ecuador, El Salvador, the Dominican Republic, Guatemala, and
Trinidad and Tobago assigned less than 7.5% to it. These varia-
tions mean that despite the efforts of poorer countries to boost so-
cial spending, the disparities in Latin America and the Caribbean
continue in real terms (2).

Also in 2002-2003, it is estimated that Latin American and
Caribbean countries directed most of their public spending into
social security and social welfare (7.1%), followed by education
(4.1%), with spending on health and housing amounting to just
2.9% and 0.9%, respectively (see Figure 6).

Spending on the health sector as a percentage of GDP in 2002-
2003 is shown in Figure 7. Figure 6 shows changes in the patterns
of public social spending, by sector, since 1990 in Latin America
and the Caribbean; Figure 7 shows the large differences that per-
sist in the percentage of GDP that the countries devote to social in-
vestments.

Investments in health, particularly targeting the most vulnera-
ble groups, have an immediate impact on the population’s pro-
ductive prospects. Investments in the health of the most vulnera-
ble persons are a necessary condition for facilitating their access
to greater development benefits, such as the possibility of boost-
ing their productivity, building their income, and transferring
assets to their descendents. The pattern of social spending on ed-
ucation and health in Latin America shows a positive trend, ex-
emplified by the increase in access to public services and the po-
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FIGURE 3. Per capita gross national income (GNI) in US$ adjusted for purchasing power parity (ppp), by income quintile,
countries of the Americas, 2005.
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FIGURE 4. Gini coefficient, Latin America and the Caribbean, various regions and country
groupings, and worldwide, 1990 and 2000, and projections for 2015.
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p. 62.
litical will of governments during the 1990s to finance programs on education. This pattern occurs both because of the structure of
for the population’s poorest segments, particularly at early life the countries’ national health systems and of the fact that private
stages, as a way to break the intergenerational cycle of poverty. So- sector spending contributes to provide health services. Finally,
cial spending varies from country to country, however, and public public spending on social security (pensions) is more regressive,
spending on health shows wider differences than public spending in that it has a negative effect on the poorest sectors, favoring those
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FIGURE 5. Inequity gap between the wealthiest quintile
and the poorest quintile, selected countries of the
Americas, 2000-2005.
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who usually contribute to plans (medium- and high-income per-
sons) and receive health care and pension benefits after they re-
tire. The poor tend to work in the informal sector and do not re-
ceive a pension or protection from catastrophic events; rather,
government resources to assist them are eaten away by the com-
mitment to fund social security. This is a legacy from the recent
past, given that social security plans do not provide universal ac-
cess and only benefit employees in the formal economy.

In general, the low level of per capita public spending and of
the amount of funding allocated to social spending by the poor-
est countries reflect their low tax revenues. Considered in a global
context, Latin American and Caribbean countries’ government
revenues expressed as a percentage of GDP are also relatively low.

Along with the increase in public social spending, in the 1990s
several Latin American and Caribbean countries received new fi-
nancial resources from multilateral institutions, cooperation
agencies, and privately funded global initiatives. The strongest
economies and some mid-sized ones have been the main benefi-
ciaries, followed by the poorest countries that are part of the
Highly Indebted Poor Countries Initiative.

Subregional and Regional Integration

During the 1990s, opportunities arose for consolidating eco-
nomic agreements in the Americas. In addition, various cooper-
ation mechanisms were created to address political, economic,
social, and cultural aspects important for Latin American and
Caribbean countries.

These trade-oriented subregional integration processes were
followed by social integration processes that have given rise to
bodies and mechanisms designed to study various aspects of eco-
nomic integration and its social repercussions. Chapter 5 analyzes
in detail the Central American Integration System, the integration
processes in the Caribbean, the Andean Community of Nations,
the Southern Common Market, the Amazon Cooperation Treaty
Organization, and the North American Free Trade Agreement.

Charting New Paths through Summits—
Regional Political Cooperation

The First Ibero-American Summit, held in Mexico in 1991,
was convened to establish a forum to advance along a common
political, economic, and cultural process. These summits have
been a favored forum for conducting political consultation and
consensus-building so as to reflect on international challenges
and promote cooperation and solidarity among the 22 member
countries (Andorra, Argentina, Bolivia, Brazil, Chile, Colombia,
Costa Rica, Cuba, Dominican Republic, Ecuador, El Salvador,
Guatemala, Honduras, Mexico, Nicaragua, Panama, Peru, Para-
guay, Portugal, Spain, Uruguay, and Venezuela). Since the first, 16
summits have been held. Early on, the issues under discussion
did not reflect a central concern for health, but more recently,
summits have given special attention to social development with
emphasis on human development issues. This, in turn, has trans-
lated into commitments related to public health. The Declaration
of the Thirteenth Ibero-American Summit, held in Santa Cruz de
la Sierra, Bolivia, in November 2003, states that “health is a fun-
damental human right for sustainable development” and under-
takes to “revisit primary health care, the goal of health for all,
compliance with the Millennium Development Goals, and im-
provement of local management capacity in health” In the same
declaration, the Heads of State and Government undertake to
“target activities to excluded sectors, with the aim of reducing
infant and maternal mortality rates and preventing the spread of
infectious diseases such as AIDS” (3). The Fourteenth Ibero-
American Summit, held in San José, Costa Rica, in November
2004, reaffirmed the commitment to the Millennium Develop-
ment Goals, placing special emphasis on the need to reduce ex-
treme poverty and hunger and to combat social injustice.

The Fifteenth Ibero-American Summit, held in 2005 in Sala-
manca, Spain, created the Ibero-American General Secretariat, a
permanent body designed to support the institutionalization of
the Ibero-American Conference and which is charged with pro-
moting “cooperation programs in the field of health that help to
combat pandemics and curable diseases” in relation to the MDGs.
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TABLE 3. Public spending on social sectors, per capita (in 2000 US$) and as a percentage of GDP, selected countries of

Latin America and the Caribbean, 2002-2003.

Total social sector Public spending

Public spending Public spending Public spending

public spending on education on health on social security?  on housing and others
Asa Asa Asa Asa Asa
Per percentage Per percentage Per percentage Per percentage Per percentage
Country capita of GDP capita of GDP capita of GDP capita of GDP capita of GDP
Argentina 1,284 19.4 279 4.2 291 44 642 9.7 72 1.1
Bolivia 136 13.7 66 6.7 16 1.6 51 5.1 3 0.3
Brazil® 678 19.2 128 3.6 102 29 444 12.6 4 0.1
Chile 764 14.8 209 4.0 155 3.0 390 1.6 10 0.2
Colombia® 268 13.5 86 43 87 44 76 3.8 19 1.0
Costa Rica 782 20.7 235 5.7 236 5.7 232 14 79 1.9
Cubad 784 29.3 328 12.3 168 6.3 209 7.8 79 29
Dominican Republic 185 14 72 3.0 39 1.6 28 1.1 46 17
Ecuador 77 5.7 36 2.7 15 1.1 23 1.7 3 0.2
El Salvador 149 7.1 67 3.2 34 1.6 29 1.4 19 0.9
Guatemala 110 6.5 44 2.6 17 1.0 20 1.2 29 1.7
Honduras® 126 13.0 70 1.2 34 35 5 0.5 17 1.8
Jamaica 3N 9.6 162 5.2 78 25 15 05 56 14
Mexico 603 10.5 233 4.1 136 24 144 2.5 90 15
Nicaragua 68 8.8 32 4.1 24 3.0 . . 13 1.7
Panama 686 174 185 47 236 6.0 218 5.5 47 1.2
Paraguay 115 9.1 55 44 16 1.3 38 3.0 6 0.4
Peru¢ 158 1.8 50 25 36 1.8 67 33 5 0.2
Trinidad and Tobago 392 5.5 223 3.1 93 1.3 5 0.1 n 1.0
Uruguay 1,072 20.9 173 34 125 24 754 14.7 20 0.4
Venezuela' 489 1.7 213 5.1 67 1.6 170 4.1 39 0.9
Latin America
and the Caribbean9 641 15.4 m 4.1 120 29 314 15 36 0.9

Source: ECLAC, based on information from the Commission's database on social spending.

2Includes spending on labor.

bThe figure is an estimate for social spending at the three levels of government (federal, state, and municipal) based on information on social spending at the

federal level.

The figure corresponds to the average 2000-2001. This figure is not included in the averages.
dThe figure in per capita dollars uses the official exchange rate (1 dollar = 1 peso).

The figure corresponds to 2004 and is not included in the regional averages.

fThe figures correspond to agreed social spending (budget and budget amendments at the end of each year).

9Weighted average for the countries, except El Salvador.

Also, the meeting agreed on the importance of “promoting con-
crete actions and initiatives to make the universal right to health
a reality, placing this objective at the top of the political agenda in
our countries and in Ibero-American cooperation” (4).

At the Sixteenth Ibero-American Summit, held in Montevideo,
Uruguay, in November 2006, the leaders highlighted the impor-
tance of addressing the global migration issue from the stand-
point of human rights and to acknowledge the cultural contribu-
tion that immigrants bring to the host countries.

To carry out the mandates issued from the Ibero-American
summits, parallel meetings have been instituted of the Ibero-
American Meetings of Ministers of Health, which have approved
an Ibero-American space for health and the launching of the first
four thematic networks for cooperation in health: the Ibero-
American donation and transplant network; the drug policies
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network; the network to combat tobacco use; and the network for
public health teaching and research. The Ibero-American forum
has made it easier for the countries to reaffirm their shared val-
ues and principles, with a view to building consensus for improv-
ing living and health conditions in Member Countries.

At the urging of the United States, the Summit of the Ameri-
cas met for the first time in 1994 in Miami (USA). From the out-
set, its objective was to lay the groundwork for a Free Trade Agree-
ment of the Americas, but it was acknowledged that to achieve
this goal, agreement would have to be reached and progress made
in pending social issues. The Summit of the Americas meets every
four years, and its decisions are summarized in a Declaration and
an Action Plan signed by the participating presidents and heads of
state. Two summits were held in the 1990s, the Miami summit in
1994 and the Santiago summit in 1998. The Third Summit was
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FIGURE 6. Evolution of public social spending as a percentage of GDP, by sector, Latin
America and the Caribbean, 1990-1991, 1996-1997, and 2002-2003.
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Source: Economic Commission for Latin America and the Caribbean, based on information from social spending database.

FIGURE 7. Distribution of public social spending as a
percentage of GDP, by sector, Latin America and the
Caribbean region and selected Latin American and
Caribbean countries, 2002-2003.
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held in 2001 in Quebec City, Canada, and dealt with the commit-
ment to strengthen democracy, create prosperity, and develop
human potential. For the first time, the discussion about hemi-
spheric security included the concept of new health threats, such
as the HIV/AIDS pandemic and rising poverty levels (5). Discus-
sions also stressed the need to work together on health sector
reforms, emphasizing concern with the essential functions of
public health, the quality of care, equality of access, and the prepa-
ration of standards to govern the performance of the public health
profession. Commitments entered into at this summit included
strengthening hemispheric programs for the prevention, control,
and treatment of communicable and noncommunicable diseases,
mental illnesses, violence, and accidents, as well as participating
in negotiating a framework agreement to combat smoking (5).
In 2004, the Special Summit of the Americas was held in Mon-
terrey, Mexico. Its declaration sets forth a commitment to rein-
force the strategies for disease prevention and treatment, health
promotion, and investments in health, emphasizing the social
protection of health as a pillar of human development. Support
was given to the World Health Organization’s initiative to provide
antiretroviral treatment for three million people worldwide by
2005, and participants committed themselves to provide treat-
ment for at least 600,000 persons in the Americas by that year.
The Fourth Summit of the Americas was held in Mar del Plata,
Argentina, in November 2005. The keynote theme was “Creating
Jobs to Fight Poverty and Strengthen Democratic Governance.”
In addition to reaffirming the commitments made at the Millen-
nium Summit of reducing poverty by 2015 (6), the summit
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“lhe economic crisis of the 1980s aggravated the social debt,
plunging more people into poverty while simultaneously lim-
iting the resources available to the social sectors. The situa-
tion seems to be a vicious cycle: lingering economic problems
lead to a lack of services that adversely affects the health of
the population, but the countries need a healthy population in
order to participate in economic and social development. »

Carlyle Guerra de Macedo, 1992

supported the creation of a strategic intersectoral partnership
among ministries of health, of education, of labor, and of the en-
vironment. Under this partnership, a commitment was made to
promote public policies “to protect the health and safety of all
workers and foster a culture of prevention and control of occupa-
tional hazards in the Hemisphere”(6). Lastly, the summit recog-
nized the urgency of developing national preparedness plans to
fight influenza and avian flu pandemics before June 2006 (6).

The purpose of the Latin American, Caribbean, and Euro-
pean Union Summit, first held in Rio de Janeiro in 1999, is to
promote and develop a strategic association based on full respect
for international law; on the United Nations Charter goals and
principles; and on a spirit of equality, partnership, and coopera-
tion. The Second Summit was held in Madrid, Spain, in 2002, and
stressed the importance of gender equity in combating poverty,
achieving sustainable and equitable development, and assuring
the well-being of all boys and girls. To that end, it recognized the
importance of strengthening assistance in health and social pro-
tection. In terms of HIV/AIDS, it recognized the importance of
prevention and the need to facilitate access to antiretroviral treat-
ment. The Third Summit, which was held in Guadalajara, Mexico,
in 2004, reaffirmed the commitment to achieve the MDGs in
2015 and announced the launching of the EUROsociAL program,
whose objective is to promote the exchange of experience, spe-
cialized knowledge, and good practices between Europe and
Latin America, particularly in the education and health sectors. It
also established a commitment to strengthen bi-regional cooper-
ation mechanisms for indigenous peoples, women’s empower-
ment, the rights of persons with disabilities, and children’s rights.
The Fourth Summit was held in Vienna, Austria, in 2006, and it
reaffirmed the commitment to increase official development aid,
bringing it up to 0.56% of GNI by 2010 and meeting the target of
0.7% by 2015, recognizing that additional resources are required
to achieve the MDGs.

The summits have led to the establishment of commitments
among heads of state and government, their respective min-
istries, and regional and international multilateral organizations
to work jointly and determinedly to attain the MDGs in the Re-
gion. In this context, the fundamental role played by health in the

38

reduction of poverty and inequity has been strengthened. Con-
sensuses also have been built that have had repercussions on so-
cial policy development and planning at the local level, and fun-
damental values have been disseminated throughout the Region.
They include a recognition of the role of social determinants, the
particular needs of the most vulnerable population groups, the
importance of boosting the efficiency of social spending through
a quest for synergies within government agencies, and the need
to involve other social players, starting with their own beneficiar-
ies, in social change actions.

THE SOCIAL CONTEXT

Individual health is not an isolated phenomenon. In fact, the
greatest health determinants are social in nature, mainly poverty,
undernutrition, and unemployment, but also gender, ethnic
group, and race. The MDGs are commitments to reduce poverty,
hunger, disease, illiteracy, environmental degradation, and gender
inequity. They present a vision of development that goes far be-
yond economic growth, since it stresses health, education, and en-
vironmental conservation as the motors of development. Three of
the eight objectives, eight of the 16 targets, and 18 of the 48 indi-
cators are directly linked to health, and health also exerts an im-
portant influence on attaining other objectives (see the spread on
the Millennium Development Goals in Latin America and the
Caribbean on pp. 4-9).

The MDGs represent the first political consensus by heads of
state and government, whereby they commit themselves, in an
act of solidarity that transcends borders, to reduce poverty; at the
same time, developed nations commit themselves to increasing
official development assistance. Promoting and working towards
the MDGs has led, once again, to the acknowledgment of the
transcendental role played by social determinants in health, par-
ticularly in the health of the most vulnerable groups.

In 2005, the World Health Organization (WHO) established
the Commission on the Social Determinants of Health to study
the impact of socioeconomic and environmental conditions on
health. The commission was set up to create a local and global
agenda for the formulation, planning, and implementation of
health policies, plans, and programs that would help to reduce
health inequities and improve the quality of life and the health of
individuals.

The commission stresses the role played by persistent inequal-
ities, poverty, exploitation of certain population groups, violence,
and injustice in the absence of health. Worldwide, socially disad-
vantaged persons have less access to basic health resources and
to the health system as a whole. That is why persons belonging to
more vulnerable groups become ill and die more frequently. Para-
doxically, despite progress made in medical science and the fact
that the planet has never had access to so much wealth, the in-
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equity gap continues to widen. The commission underlines that
health is not simply a biological and personal matter, but, by its
very nature, it is the result of complex and changing relations and
interactions between an individual’s biology; the surroundings;
and living conditions on the economic, environmental, cultural,
and political fronts.

The MDGs and the social determinants of health are validated
by the Universal Declaration of Human Rights adopted and pro-
claimed by the General Assembly of the United Nations on 10 De-
cember 1948 and, in turn, they reaffirm and strengthen it. In Ar-
ticle 25, the declaration clearly establishes the right to adequate
standards of living for the health and well-being of persons and
their families, when it affirms that: “Everyone has the right to a
standard of living adequate for the health and well-being of him-
self and of his family, including food, clothing, housing and med-
ical care and necessary social services, and the right to security
in the event of unemployment, sickness, disability, widowhood,
old age or other lack of livelihood in circumstances beyond his
control” It adds that mothers and their small children have the
right to special care and support.

The lack of access to health-related goods and services, as well
as the absence of social protection plans, are key factors in ex-
plaining inequities in Latin American and Caribbean countries.
In this context, it is clear that the efforts of society as a whole
should focus on improving access to health systems for groups
that are currently excluded, through the gradual expansion of
health care service coverage and the elimination of barriers—
economic, ethnic, cultural, gender-based, and labor-related—to
access those services.

In order to attain the MDGs in Latin America and the Carib-
bean, the social and economic determinants that have a negative
influence on equity must be addressed. In so doing, the probabil-
ity of making headway in the reduction of existing inequality
gaps and in building up the political, economic, and social rights
of citizens will increase.

Poverty and Indigence

There is close correspondence between the MDGs and the
major determinants of inequity. For example, the main determi-
nant of health is poverty, and this is reflected in MDG 1, which
proposes to eradicate extreme poverty and hunger.

Despite economic advances, poverty persists in all Latin
American and Caribbean countries. The main elements that have
caused existing high poverty rates include low growth rates, poor
productivity, a limited pool of human capital, ineffective eco-
nomic and social policies, and sometimes, the negative conse-
quences of external factors.

Income often is used to measure poverty. MDG 1 proposes to
reduce by half the percentage of persons earning under US$ 1 a
day. For Latin America and the Caribbean, however, ECLAC es-
tablishes national indigence lines that consider the cost of pur-
chasing a basic food basket. A broader definition, complementing
the income definition, considers poverty as a human condition
marked by the ongoing or chronic lack of resources, capabilities,
options, security, and the power necessary to enjoy an adequate
standard of living and other civil, cultural, economic, political,
and social rights (7).

ues correspond to Bolivia and the highest to Mexico).

Indigence: A person is classified as “indigent” when the per capita income of the household in which he or she lives is
below the “indigence line,” or below the minimum income the members of a household must have in order to purchase
the cost of a basic food basket, taking into consideration consumption habits, the effective availability of foodstuffs and
their relative prices, as well as the differences between metropolitan areas, other urban areas, and rural areas.

Poverty: A person is classified as “poor” when the per capita income of the household in which he or she lives falls
below the “poverty line”—or the minimum income the members of a household must have in order to meet their basic
needs. To calculate the total value of the poverty line, the indigence line is multiplied by a constant factor of 2 for urban
areas and 1.75 for rural areas. Poverty lines are expressed in each country’s currency and are based on the calculation
of the cost of a particular basket of goods and services, employing the “cost of basic needs” method.

According to the most recent calculations, the monthly equivalent in dollars of the poverty line varies between US$ 45
and US$ 157 in urban areas and between US$ 32 and US$ 98 in rural areas; the figure for indigence lines varies be-
tween US$ 23 and US$ 79 in urban areas and between US$ 18 and US$ 56 in rural areas (in all cases, the lowest val-

Source: Economic Commission for Latin America and the Caribbean (ECLAC), Social Panorama of Latin America 2006.
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FIGURE 8. Indigence and poverty rates (A) and numbers of
indigent and poor persons (B), Latin America and the
Caribbean, 1980-2006.
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According to ECLAC estimates, there were significant reduc-
tions in poverty and indigence rates in Latin America and the
Caribbean between 2002 and 2006. Over that period, the percent-
age of people living in poverty fell from 44% to 38.5% and the fig-
ures for indigence fell from 19.4% to 14.7%. In terms of numbers
of poor and indigent, it is estimated that in 2006, 205 million
people lived in poverty and 79 million in indigence (8) (Figure 8,
A and B).

Moreover, the poverty rate is almost twice as high in rural
areas as in urban ones and the indigence rate is almost triple.
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FIGURE 9. Poverty and indigence rates, Latin America and
the Caribbean, most recent available estimates.
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With continuous migration to cities, however, the number of
poor and indigent people continues to rise in urban areas.

ECLAC considers that the 2003-2006 period saw the best per-
formance in social issues in the last 25 years. In 2006, the poverty
rate fell below 1980 levels for the first time (9). In terms of
progress toward MDG 1 and its goal of reducing indigence by half
between 1990 and 2015, the estimated figures for 2006 indicate
68% progress for Latin America and the Caribbean (9).

In Latin American and Caribbean countries, however, poverty
and indigence figures for 2002-2005 vary significantly. Despite
progress made, several countries still have poverty levels above
60% (see Figure 9).

These results should be viewed with caution, given that they
are national averages and can mask significant inequalities be-
tween different population groups or between geographic areas
within the countries.

Poverty also expresses itself in terms of unsatisfied basic
needs, including a lack of access to education (in terms of enroll-
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ment and number of completed years), housing (in quality and
available per capita space), and certain public services (potable
water, basic sanitation, and electricity).

Unlike changes in household income that come about as a re-
sult of changes in the economy, improvements in unmet basic
needs come more slowly. According to ECLAC, in Latin America
and the Caribbean the two most frequent unmet needs that affect
more than 30% of the countries’ population are the housing short-
age, measured by the percentage of overcrowded houses (ranging
from 5% in Uruguay to 70% in Nicaragua) and the lack of appro-
priate waste disposal systems in rural areas (ranging from 8% in
Chile to 83% in Guatemala). At least 10% of the Latin American
population is affected by one or the other of these needs (2).

Poverty is a determinant of health; moreover, poor health is
both a cause and a consequence of poverty. Disease can reduce
family finances, learning capacity, productivity, and quality of
life, leading to the onset or perpetuation of poverty. In turn, poor
people lack adequate nutrition and are more exposed to individ-
ual and environmental health risks and have fewer possibilities of
gaining access to pertinent information and treatment. In short,
the poor are at greater risk of disease and disability than other
population groups.

Hunger and Undernutrition

One of the targets of MDG 1 is to reduce by half, between 1990
and 2015, the percentage of people who suffer from hunger. Two of
the indicators for this target deal with nutrition. Indicator 4 mea-
sures “the prevalence of underweight children under 5 years of
age”and indicator 5 evaluates the “proportion of population below
the minimum level of dietary energy consumption” Undernutri-
tion is as powerful a determinant of health as poverty, and, in most
cases, poverty causes undernutrition. Large segments of the pop-
ulation experience social exclusion, having limited possibilities of
living a healthy and productive life and, therefore, limited possi-
bilities of escaping from poverty. Undernutrition is one of the
leading ways that poverty and inequality get passed on from gen-
eration to generation. Undernourishment affects 10% of the Latin
American and Caribbean population. Between 1990 and 2003, the
number of undernourished persons in Latin America fell from 59

million to 52 million, which means that the region is moving
apace toward MDG 1. Progress is uneven, however; most of the ad-
vances are concentrated in South America and the Caribbean,
while increases in both numbers and in prevalence are observed
in Central America (10).

According to ECLAC, between 1990 and 2003, the percentage of
the Latin American and Caribbean population that suffered from
undernutrition fell from 13% to 10%. Over the same period, out
of 24 countries with available information, only 5 had been able
to reach the goal of reducing hunger by half, achieving the target
set for 2015. Nine other countries made significant progress, with
about a 60% reduction in undernutrition compared to 1990. An-
other six, although they also made some progress, will not attain
the 2015 goal (Figure 10). In the period in question, undernour-
ishment increased in three countries (10).

Nutritional deficiencies have an impact throughout life, but
their effects are more harmful during the early years. The devel-
opment of human capacity requires adequate nutrition from
early infancy. Undernutrition hampers the intellectual and phys-
ical development of children, placing them at multiple physical
and cognitive disadvantages later on in life.

According to Food and Agriculture Organization (FAO) fig-
ures, in Latin American and Caribbean countries there are great
differences in the percentage of persons who are unable to cover
their minimum dietary energy requirements, with extremes
ranging from 2% in Argentina, Barbados, and Cuba to 47% in
Haiti (Figure 11). Overall, this situation also is reflected in the lev-
els of underweight (low weight-for-age) among children under
5 years old, which ranges from 0.7% in Chile to 22.7% in Guate-
mala (Figure 12).

Undernutrition is the most direct consequence of hunger and
has a series of negative effects on health, education and, over
time, on a country’s productivity and economic growth. Under-
nutrition makes individuals more vulnerable to various diseases
and affects their survival. Undernourished children are more
likely to become ill, which means that they often enroll late in the
education system and are absent from school more often. Mi-
cronutrient deficiencies, particularly deficiencies in iron, zinc, io-
dine, and vitamin A, are linked to cognitive deterioration, which
translates into decreased learning. These disadvantages, com-

and/or other nutrients.

Source: FAO glossary, available at http://www.fivims.net/glossary.

Undernourishment: Food intake that is insufficient to meet dietary energy requirements continuously.
Undernutrition: The result of undernourishment, poor absorption and/or poor biological use of nutrients consumed.

Malnutrition: An abnormal physiological condition caused by deficiencies, excesses, or imbalances in energy, protein,
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FIGURE 10. Trends in the rate of undernourishment, in terms of progress (%) towards
MDG 1—which proposes to eradicate extreme poverty and hunger by 2015—Latin America
and the Caribbean and selected countries, from 1990-1992 to 2000-2002.
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pounded over the life cycle, can result in adults who cannot de-
velop to their maximum intellectual or physical potential, nor
reach their productive potential.

Unemployment

Employment is a basic health determinant that acts in various
ways. Access to labor markets is a contextual determinant, in-
come is a structural determinant, and labor conditions are inter-
mediate determinants. Sustainable employment is crucial if Latin
American and Caribbean countries are to reduce poverty and
reach MDG 1.

Between 1995 and 2005, the unemployment rate’ in Latin
America and the Caribbean held steady at about 10%, while the
employment rate tended to decline up to 2002, after which it began

*Number of persons who are not working, are available to work, or are seeking
work, as a percentage of the total labor force.
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to rise again (Figure 13). Employment in the informal sector rep-
resents a very high percentage of total employment, as does the in-
formal economy’s contribution to GDP (Figure 14).

The main disadvantages of working in the economy’s informal
sector include lack of access to social welfare and pension bene-
fits, which leaves these workers vulnerable to unforeseen events
such as serious illnesses, accidents, loss of income, or death. In
2005, 58.9% of the employed urban population in Latin America
had health protection and/or pensions. However, informal work-
ers continue to experience coverage rates that are significantly
lower than those for the employed taken as a whole, since just
33.4% of them are covered by some kind of health protection
and/or pension plan (11).

Juvenile unemployment is another expression of social exclu-
sion in many Latin American and Caribbean countries. Youths’
inability to find work leads to feelings of marginalization and
uselessness and can contribute to their involvement in illegal ac-
tivities. Furthermore, for many youths, not having a job means
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FIGURE 11. Percentage of persons living below the
minimum dietary energy level, Latin American and
Caribbean countries, 2001-2003.
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not having the chance to escape from poverty, which helps to per-
petuate the needs they have experienced practically since they
were born. According to ECLAC, in 2003-2004, the unemploy-
ment rate among youths 15-24 years old in Latin America and
the Caribbean averaged 19.6% for males and 26.2% for females.
These figures were much higher than in 1990 (11.5% and 13.9%,
respectively) (12).

Figure 15 shows the wide variations seen in youth unemploy-
ment in Latin American and Caribbean countries. In every case
except for El Salvador, unemployment is higher among females
than males. In Argentina, the unemployment rate is almost the
same for both sexes, although the figures are high: one out of
every three youths in Argentina is unemployed. Unemployment
among males 15-24 years old ranges from a minimum of 5.6% in
Mexico to a maximum of 34.1% in Uruguay, while the figures for
females range from 7.6% in Mexico to just over 41% in Colombia
and Uruguay. For the most recent year for which information
is available, the average unemployment rate among females

FIGURE 12. Percentage of underweight (low weight-for-
age) children under 5 years old, selected Latin American
and Caribbean countries, most recent year available.
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15-24 years old is more than 8% higher than the rate for males in
the same age group.

These figures often refer to urban or metropolitan areas, or
only reflect open unemployment, failing to consider other as-
pects such as underemployment or employment in the informal
sector, which is extremely high in some countries. Employment
figures among youths do not take into account the quality of
work or whether it pays sufficient wages or provides social pro-
tection mechanisms to enable young people to escape poverty.

Target 16 of MDG 8 refers to youth unemployment, extending
the commitment to, “in cooperation with developing countries,
develop and implement strategies for decent and productive work
for youth.” This commitment is consistent with the quest for labor
conditions that will produce good health for future generations.
And yet, according to data reported by the International Labor Or-
ganization (ILO), the percentage of underemployed youths is in-
creasing, with some working for fewer hours than they would like
and others working long hours without fair compensation (13).
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FIGURE 13. Unemployment and employment rates (%),
Latin America and the Caribbean, 1995-2005.
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Latin America and the Caribbean, 2005-2006, p. 85. 2006.

Access to Education

The relationship between education and poverty is clear, par-
ticularly the relationship between years of schooling and extreme
poverty. The poorest children have fewer opportunities for com-
pleting primary school, and by failing to do so they replicate the
conditions of extreme poverty that halted their education in the
first place. Given these circumstances, MDG 2 proposes the at-

tainment of universal primary education as a strategy for com-
bating poverty.

The impact of education on the productive potential and in-
come prospects of individuals has been widely documented (14).
Many studies have also linked the amount of education to the
health of individuals and that of their families. Figure 16 shows
the relationship between the mother’s years of schooling and in-
fant mortality. The link between education and health problems
and conditions such as maternal mortality, HIV/AIDS, obesity,
and various lifestyle problems also has been proven (15).

Given the key role that education plays in the distribution of
opportunities for well-being, particularly its impact on health, it
is fundamental to pursue an approach to achieving the MDGs
that is comprehensive, synergistic, and indivisible. Progress has
clearly been made in attaining universal public education (16)—
Latin American and Caribbean primary-school enrollment rates
have increased, on average, from 86.2% in 1990 to 91.5% in 2004
(Figure 17). Yet, inequity in access by the most vulnerable groups
and disparities within countries continue to be the greatest chal-
lenge in education.

An ECLAC analysis in 2002 found that at least one in four
youths 15-19 years old from the poorest 20% of Latin American
and Caribbean households failed to complete primary school. The
same study indicated that the opportunities for completing pri-
mary school for children in rural areas are much lower than for
children in urban areas, and that there also were significant dif-
ferences in primary school completion rates between indigenous
and nonindigenous populations, particularly in Bolivia, Brazil,
Ecuador, Guatemala, Nicaragua, Panama, and Paraguay (9).

FIGURE 14. Urban employment in the informal sector and contribution of the informal
economy to the GDP, selected Latin American countries, 2003-2005.
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FIGURE 15. Unemployment rate among 15-24-year-olds, by
sex.
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One of the greatest challenges for reducing poverty, and one
that has an impact on health determinants, is the educational lag
in adults. Based on the 2000 round of censuses, in 2005 UNESCO
estimated that 9.5% of the population older than 15 years old in
28 Latin American and Caribbean countries was illiterate, with
figures of 8.8% for men and 10.3% for women (17). Although
significant progress was made in attending to this priority group,
wide gaps remain between countries, as shown in Figure 18.
In Guatemala, Haiti, Honduras, and Nicaragua more than 20%
of the adult population is illiterate and in Bolivia, Brazil, the
Dominican Republic, El Salvador, and Jamaica more than 10% of
the population is illiterate.

Inequities in Health Conditions

Inequities are inequalities that are described as and consid-
ered to be unfair and avoidable. Consequently, actions to reduce
inequities in health seek to correct the injustice that poor health
conditions of the most vulnerable groups represent. Inequality in
health is a generic term used to designate differences, variations,
and disparities in the population’s health status. Most inequities
in health between social groups (differences by class or race, for
example) reflect an unfair distribution of social determinants of
health (16).

The average health status in Latin America and the Caribbean
is relatively good. However, an examination within subregions
and within countries reveals inequities. Inequities in access to
health services manifest themselves as wide gaps in subregional
health indicators, some of which are exemplified in Table 4. In ad-
dition, inequities within countries are very pronounced. In a
group of selected countries (Bolivia, Brazil, Colombia, Guatemala,
Haiti, Nicaragua, Paraguay, and Peru) 34% of the poorest quintile

FIGURE 16. Trends in infant mortality rates, by level of schooling of the mother, selected
Latin American and Caribbean countries, 1986-2003.
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FIGURE 17. Net primary-school enroliment rates, selected
Latin American and Caribbean countries, 2004.
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and 94% of the wealthiest quintile have access to health care ser-
vices (Table 5).

These levels of inequality in access translate into yawning gaps
in health indicators, such as childhood malnutrition and maternal
mortality. For the same group of eight countries, the simple aver-
age for undernutrition in children in the poorest quintile is 6.3
times higher than in the richest quintile. There are also large dif-
ferences between countries, with the quotient ranging from 3.6 in
the least unequal cases to 10.1% in countries with the greatest in-
equality. In Bolivia, for example, the percentage of births attended
by health care professionals (an indicator for MDG 5) in 1998 was
just 39% in the poorest quintile, compared to 95% in the richest.
Moreover, the percentage of children 0-2 years old who were im-
munized against diphtheria, tetanus, and polio in the richest quin-
tile is 9% higher than that in the poorest quintile (18).

The World Bank’s concentration index (1) shows that in sev-
eral Latin American countries, the greatest inequities in health

46

FIGURE 18. Trends in illiteracy rates, population older than
15 years of age, Latin America and the Caribbean and
selected countries in the region, 2005.
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are concentrated in the poorest households.® For mortality in
children under 5, the concentration index worldwide in 2002 was
—0.12; it was —0.17 for Latin America, meaning that it was more
concentrated in the poorest households there than in the rest of
the world. The index was even higher in Brazil, Bolivia, and Peru,
for -0.26,-0.25,and -0.22, respectively. In terms of underweight,
Latin America again had a concentration index that was farther
from zero than did the rest of the world (-0.28, while the global
index was —0.17), with extremes such as the Dominican Repub-
lic and Peru with —0.44 and -0.40, respectively. Brazil, Paraguay,
and Peru had values farthest away from zero in the prevalence
rates for diarrheal diseases. In indicators such as the coverage of

3The concentration index is a measurement for determining the degree to which
a variable is distributed unequally along the income profile of a population. As-
pects such as infant mortality (“bad”) produce a negative concentration index
and aspects such as immunization (“good”) produce a positive value. A concen-
tration index of zero indicates absolute equity.
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TABLE 4. Selected health indicators: worldwide; Latin America and the Caribbean;
and Bolivia, Guatemala, Guyana, Haiti, Honduras, and Peru.

Countries with the

Latin America greatest difference from

World and Caribbean Latin America and
Indicator average average Caribbean average
Infant mortality rate? 54 27 Haiti 74
Bolivia 54
Guyana 48
Mortality rate among children 79 31 Haiti 117
under 5 years® Bolivia 69
Guyana 64
Percent childbirths attended by 62 88 Haiti 24
trained personnel Guatemala 41
Honduras 56
Maternal mortality rate® 410 194 Haiti 680
Bolivia 420
Peru 410

aNumber of deaths among children under 12 months for every 1,000 live births.

®Number of deaths among children under 5 years for every 1,000 live births.

°Number of women per 100,000 who die from complications during pregnancy or delivery, according to the estima-
tion model.

Sources: World Bank (2006) World Development Indicators Database 2004 and PAHO (2006) Regional Core Health

Data Initiative.

TABLE 5. Access to health care services, by income quintile, selected countries in

Latin America and the Caribbean, 1996.

Country Average 1 (poorest) 2 3 4 5 (richest)
Bolivia 56.7 19.8 44.8 67.7 87.9 97.9
Brazil 87.7 71.6 88.7 95.7 97.7 98.6
Colombia 84.5 60.6 85.2 928 98.9 98.1
Guatemala 34.8 9.3 16.1 31.1 62.8 91.5
Haiti 46.3 24.0 37.3 47.4 60.7 78.2
Nicaragua 64.6 329 58.8 79.8 86.0 92.3
Paraguay 66.0 41.2 49.9 69.0 87.9 98.1
Peru 56.4 14.3 49.6 75.4 87.2 96.7

Source: Inter-American Development Bank (2004). Millennium Development Goals in Latin America and the Carib-

bean, p. 139.

basic universal vaccination plans, prenatal care, and assistance
during childbirth by trained personnel, Latin America had con-
centration indexes that indicate that these “good” conditions are
concentrated in the richest households more frequently than in
the rest of the world.

For all the indicators analyzed, Latin America had concentra-
tion indexes farther away from zero than did the rest of the world,
which is consistent with the findings of a study on socioeconomic
inequality that indicated that Latin America appeared systemati-
cally as the most inequitable region on the planet (19).

Gender, Ethnic, and Racial Inequities

One of the most important social determinants in public
health is inequity in access to goods and services. When examin-
ing these inequalities from the standpoint of gender, ethnic
group, and race in Latin America and the Caribbean, it can be
seen that poor women, indigenous people, and Afro-descendents
are at a disadvantage in terms of access to health services.

Autonomy for women and gender equality are acknowledged
to be key objectives in the Millennium Declaration. For Latin
American and Caribbean countries, the pursuit of equity and the
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TABLE 6. Estimates of the indigenous population as a
percentage of the total population, selected countries of
the Americas.

Total indigenous population

Percent of 100,000
total population  <100,000 to 500,000 >500,000
More than 40% Peru
Guatemala
Bolivia
Ecuador
5%—40% Guyana El Salvador Mexico
Belize Nicaragua Chile
Suriname Panama Honduras
Under 5% Costa Rica Argentina Canada
Guyana Brazil Colombia
Jamaica Paraguay United States
Dominica Venezuela

Sources: Reports on the Evaluation of the International Decade of the Indi-
genous Peoples of the World, PAHO, 2004. Hall G, Patrinos AH. Indigenous
Peoples, Poverty and Human Development in Latin America: 1994-2004.
Washington, DC: World Bank, 2005. Montenegro R, Stephens C. Indigenous
Health in Latin America and the Caribbean [Indigenous Health 2]. Lancet
2006; 367:1859-69.

provision of culturally sensitive services for indigenous peoples
and communities of African descent is a social debt that can
no longer be postponed; an effective means to combat poverty,
hunger, and disease; and a way to stimulate truly sustainable de-
velopment (10). Because these are cross-cutting objectives, the
adoption of policies that take into consideration gender, ethnic,
and racial issues will contribute to attain all the MDGs, because
the goals are related to the development of capabilities (educa-
tion, health, nutrition); access to resources and opportunities
(jobs, income, property rights, political participation); and secu-
rity (protection from violence and abuse).

In Latin America and the Caribbean, cultural diversity is
largely determined by the existence of some 40 million indige-
nous people, who represent more than 10% of the total popula-
tion (see Table 6). There are about 400 different ethnic groups,
each with a different language, view of the world, and social or-
ganization, as well as different forms of economic organization
and modes of production responsive to their ecosystems (20).
As shown in Table 7, different countries of the Americas face
major challenges related to health care for indigenous popula-
tions. The Inter-American Development Bank (IDB) estimates
that in countries where household surveys are broken down by
ethnic group, up to one-fourth of the difference in income levels
can be attributed simply to the fact of belonging to an indigenous
or Afro-Latin ethnic group (21).
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Causes of Inequity in Access to Essential Health Care Resources

Women, particularly indigenous women, suffer most from the
consequences of poverty. In Bolivia, for example, illiteracy is
highly concentrated among the indigenous women, affecting one
out of four women over the age of 35. The same holds true in Peru,
where indigenous women who are heads of households have 4.6
fewer years of schooling than nonindigenous women (22).

When society ascribes a domestic role to women, it limits
women’s opportunities to participate in the productive arena; the
lack of recognition of the economic and social worth of women’s
work at work and at home is the root of gender inequity.

While indicators relating to women’s education have shown
progress, such is not the case for indicators of women’s participa-
tion in the labor or political arenas. Women participate in the
workforce less than men, and although the figure for urban women
in Latin America rose from 37.9% to 49.7% between 1990 and
2002, the difference with men’s participation averaged more than
30% for the period (23). Urban males’ participation in the work-
force ranged from 71% (Uruguay, 2004) to 83% (Venezuela, 2003
and Nicaragua, 2001), while the figures for women ranged from
45% (Costa Rica, 2004 and Chile, 2003) to 57% (Bolivia, 2002;
Colombia, 2002; and Paraguay, 2000) (2).

Unemployment is higher among women in all Latin American
countries, except for El Salvador, Mexico, Nicaragua, and Peru. In
the Dominican Republic, open unemployment among urban
males was 13% in 2003; for women, the figure was 31% (2).
Women also earn less then men, and in Latin America they are
paid 35% less, on average (2). In 2002, women earned 58% of
what men earned in Guatemala and 77% in Colombia (23). Figure
19 shows the average income of women compared to men.

In Latin America and the Caribbean, the percentage of women
working in the economy’s informal sector and at part-time jobs
is higher than for men. One of the reasons is that women seek to
make their domestic and labor responsibilities compatible. But
both informal and part-time jobs tend to receive less protection
or to be left out of social security coverage and health insurance
plans. In 2002, the average percentage of urban women working
in low productivity sectors (informal sector) was 56%, while the
figure for men was 48% (2). This difference is greater in Bolivia
(76.7% and 58.5%, respectively) and in Peru (71.7% and 56.7%,
respectively) (24).

During the 1990s,40% of women and 20% of men worked part
time in Argentina; 33% of women and 12% of men worked part
time in Venezuela; and 41% of women and 17% of men worked
part time in Bolivia (25).

Indigenous people and descendents of Africans tend to work
at low-paying jobs, mainly in the informal economy, which means
that they lack social protection and health insurance. Their work
often entails health risks. In Bolivia, according to a 2000 study, in-
digenous people work at 67% of insecure jobs and 28% of semi-
skilled jobs. Just 4% of indigenous workers have jobs that require
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TABLE 7. Health care challenges for indigenous peoples.

Poverty
Ecuador. In rural zones in the sierra and the Amazon, which are
areas with indigenous populations, it is estimated that 76% of
children are poor (PAHO, 1998).

llliteracy
Peru. In the Peruvian Amazon, 7.3% have no schooling whatso-
ever, compared with 32% in indigenous communities (INEI-UNICEF,
1997).

Unemployment
El Salvador. Unemployment among the indigenous population is
24% (PAHO, 2002).

Undernutrition
Guatemala. The chronic undernutrition rate is 67.8% among indi-
genous peoples and 36.7% among nonindigenous (PAHO, 2002).

HIV/AIDS
Honduras. Garifunas and English-speaking groups are most
affected by HIV/AIDS (PAHO, 2002).

Basic services
El Salvador. Among the indigenous population, 33% has electricity,
while 64% use candles; 91.6% drink river water or well water
(PAHO, 2002).

Ethnic and cultural heterogeneity
Brazil. The indigenous population is estimated to be 350,000
persons belonging to nearly 210 different groups who speak 170
languages. Although they constitute 0.2% of the total population,
indigenous people are present in 24 of the 26 states (PAHO, 2003).

Infant mortality
Mexico. The infant mortality rate among indigenous children
was 59 per 1,000 live births in 1997, which is twice as high as the
national rate (PAHO, 2002).

Maternal mortality
Honduras. The national average for maternal mortality is 147
deaths per 100,000 live births. In the departments of Coldn, Copén,
Intibuca, Lempira, and La Paz, which are areas with indigenous
populations, the maternal mortality rate fluctuates between 255
and 190 deaths per 100,000 live births (PAHO, 1999).

Infectious diseases
Nicaragua: The municipalities affected by sickle-cell trait are
located in the autonomous regions on the Atlantic coast, which is
where indigenous people and Afro-descendents live (PAHO-NIC,
2003).

Diabetes, obesity, alcoholism
United States. The indigenous population has a far greater proba-
bility of dying from liver disease related to alcohol abuse that the
general population (PAHO, 2003).

Suicide
Canada. The suicide rate is two to seven times higher among the
indigenous population than the general population and is a cause
of concern, particularly among young males in Inuit communities
(PAHO, 2002).

Location
Indigenous populations are generally scattered, sometimes are
on the move, and are difficult to reach; they mostly live in rural,
marginal urban, and border areas. Several indigenous peoples are
multinational, such as the Miskito of Nicaragua and Honduras and
the Quechua of Colombia, Ecuador, Peru, Bolivia, Argentina
(PAHO, 2002).

Culturally appropriate care
In the evaluation of essential public health functions, function 8
(human resources development and training in public health)
ranks poorly in Latin America and the Caribbean (38%); the com-
ponent for providing culturally sensitive care also rates poorly
(17%) (PAHO, 2002).

Source: PAHO (2003) Health of indigenous peoples initiative. Strategic directions and plan of action 2003-2007.

higher skills. In 2000, one out of every five indigenous workers in
Chile had a temporary job. In Guatemala, 81% of indigenous peo-
ple worked in the informal economy (26)

Unemployment is also higher among indigenous people and
Afro-descendents. In Brazil, unemployment is higher among
Afro-descendents than among whites (13.8% for Afro-descendent
women and 8.4% for men). In 2001, average wages earned by
black women were 53% of white women’s (27).

Women, indigenous people, and Afro-descendents have less ac-
cess to social benefits and long-term health care plans. Also, given

their roles in childbearing and in child rearing and because cultur-
ally they are the main caregivers for the elderly and the chronically
ill, women experience more breaks in their work history, which di-
minishes their access to insurance. The gap in contributions be-
tween men and women is extremely large and widens with age in
every Latin American country. On average, in 2002 among 15-64-
year-olds, 19% of women and 32% of men, on average, made con-
tributions to the social security system in 2002 (23). These factors
translate into pensions for women at age 65 that are equivalent, on
average, to 77% of the pensions received by men (23).
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FIGURE 19. Average income of women compared to men,
selected Latin American and Caribbean countries, most
recent year for which information is available.

Honduras (2003) 83
Panama (2005) 79
Dominican Republic (2005) 77
El Salvador (2004) n
Venezuela (2005) 76
Colombia (2005) 75
Ecuador (2005) 74
Costa Rica (2005) 73
Uruguay (2005) Al
Nicaragua (2001) 69
Brazil (2005) 67
Argentina (2005) 67
Chile (2003) 64
Bolivia (2004) 63
Peru (2003) 61
Mexico (2005) 58
Paraguay (2005) 58
Guatemala (2002) 58

0 10 20 30 40 50 60 70 80 90
Percentage
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of Latin America 2006. Statistical Annex.

Health and Equity in Gender, Ethnicity, and Race

Analyzing health status from the gender equity standpoint un-
derlines conditions and problems that: (a) are exclusive to one sex
or the other; (b) respond differently to risks by sex; (c) affect men
and women differently; and (d) can be avoided. The categories
that usually respond to these criteria are: sexual and reproductive
health (fertility regulation, teenage pregnancy, maternal health,
HIV/AIDS and other sexually transmitted infections); malignant
neoplasms (breast and uterine cancer, prostate cancer, lung can-
cer); and several conditions that present clear differences by sex in
prevalence and risks, such as accidents and violence (murder, sui-
cide, violence against women), diseases of the circulatory system,
nutritional problems, diabetes, and cirrhosis of the liver.

In all Latin American and Caribbean countries, women have
longer life expectancy at birth and lower mortality than men in
all age groups, except in the perinatal period and early infancy—
in the Americas, women live an average of 5.9 years longer than
men. The advantage ranges from 7 years longer in Argentina,
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Brazil, and Uruguay and 1.3 years longer in Haiti. Women’s
greater longevity means that they are the majority of older adults.
Women account for 56% of the population over 60 years old in
Latin America and the Caribbean (28).

Women’s greater longevity does not necessarily mean a better
quality of life, however. Estimates of healthy life expectancy ex-
pressed in years of life free from disability indicate that differ-
ences by sex tend to be smaller when quality of life is included in
the consideration. In the Americas, figures show that the gap in
healthy life expectancy between men and women removes almost
two years from the life expectancy at birth figure, and this differ-
ence is proportionally higher in the poorer countries (29).
PAHO’s SABE-2000 survey shows that in seven Latin American
and Caribbean cities, the frequency of disability among persons
60 years old and older was 27% to 52% higher for women than for
men (30). Although they live longer, women experience more ill-
ness and disability than men throughout their lives. This differ-
ential is more pronounced in cases of acute conditions and short-
term disability during the reproductive years, and in chronic
conditions and disabilities in the elderly. In contrast, men experi-
ence fewer illnesses and disabilities, but their health problems,
when they occur, tend to be lethal (31).

There are also differences between the life expectancy figures
of indigenous populations compared and those of nonindige-
nous persons, as well as between Afro-descendents and whites.
A study conducted in Mexico comparing indigenous and non-
indigenous municipalities found that in 1900-1996, indigenous
Mexicans lived for 64 years and nonindigenous, for 68 (32). In
Brazil, life expectancy in 2000 was 71 years for whites and 64
years for blacks (27).

The nature and size of the gender gaps related to length and
quality of life vary substantially depending on the socioeconomic
and the cultural contexts. WHO documented an example of the
interaction between gender and socioeconomic inequality in 13
Latin American countries by estimating the risk of premature
death (death between 15 and 59 years old) for poor and non-poor
men and women (33). Calculation of the ratio for the risk of pre-
mature mortality between poor and non-poor persons showed
the impact of poverty on the probability of survival of men and
women. In 1990, in 10 Latin American and Caribbean countries,
the risk of premature death among poor men was 2 to 5 times
higher than that for non-poor men; for poor women, the same
risk was 4 to 12 times higher than for non-poor women.

Women older than 60 years of age are the majority of the older
adult population, and they also are one of the most vulnerable
groups in society. These women are affected by loneliness,
poverty, disease, and a lack of social and economic benefits.
Women living longer means that that they experience higher rates
of widowhood and years lived without a partner. In addition, the
cumulative effect of their diminished participation in the work-
force, lower wages and, consequently, lower contributions to re-
tirement systems during their lives, means that women reach
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FIGURE 20. Unmet contraception needs among women and adolescents with no
schooling, selected Latin American countries, most recent year for which information

is available.
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old age at a disadvantage, not just in economic terms, but also in
terms of their entitlements to health and social security benefits.

Gender and Access to Health Care

Inequities in access to health services vary by socioeconomic
stratum and age and by type of service. In some poor countries
and in low-income sectors, women’s use of services for illness or
injury deviates from the norm and is lower than men’s. In terms
of age, women in their childbearing years use services more than
men; in some countries, the percentages of boys and girls who re-
ceived treatment for illnesses revealed that when showing symp-
toms of fever, acute respiratory infection, or diarrhea, boys were
brought to medical services more often than girls (34). Evidence
shows that women tend to use preventive services more, while
men resort to emergency services more often (34).

Information on the use of health services based on the specific
needs of each sex has not been widely systematized and available
data tend to relate to women’s reproductive health services, for
example:

Contraception. In 2000-2005, more than 60% of Latin
American and Caribbean women regulated their fertility with
modern contraceptive methods. Access to those methods is
highly uneven, however, and disparities are tied to a given
country’s socioeconomic context, the national reproductive
health policies, education, socioeconomic stratum, rural or
urban residence, and a woman’s ethnic origin. Another rele-
vant inequality is related to distribution by sex of the respon-

sibility for obtaining and using modern contraceptive tech-
niques, which women bear in 84% to 98% of cases (35).

Family planning. The unmet-needs index in family plan-
ning for a group of countries shows that the percentage of
women with unmet contraceptive needs ranged from a mini-
mum of 5.8% in Colombia (2005) to a maximum of 40.7% in
Haiti (2000) (Figure 20). The highest levels of unmet demand
were among adolescent women (17% to 58%), women with
less education (13% to 41%), indigenous women (39%), and
women living in rural areas (8% to 40%) (36).

Births delivered by qualified personnel. Although 91.4%
of births in the Americas were delivered by qualified person-
nel, about 7 out of every 10 births in Guatemala (2004) and
Haiti (2000) and 4 out of every 10 in Bolivia (1999-2003) re-
ceived no qualified care (37). This indicator also reveals in-
equalities: in Ecuador, just 30% of deliveries among indige-
nous women were seen by qualified personnel, while 86% of
white women and 80% of mixed-race women received such
assistance (38).

Gender Equity and Health Care Financing

Gender inequity in access to health care services also is
linked to how health care is financed. Systems that do not have
solidarity-based financing place a disproportionate burden on
women, since their more frequent need for care (particularly be-
cause of the reproductive function) means that women use more
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health services and spend more on them. Information from
household surveys shows that in Chile, private insurance premi-
ums for persons in childbearing age were 2.5 times higher for
women than for men (39), and in Brazil, the Dominican Repub-
lic, Ecuador, Paraguay, and Peru, out-of-pocket spending on
health care was between 16% and 60% higher for women (40).
Given women’s diminished economic capabilities, this absolute
inequality in spending restricts their access to basic services or
imposes a disproportionate financial burden on them.

Health care coverage for indigenous people is much lower than
for non-indigenous groups. In Bolivia, where coverage rates are
low, 10% of indigenous people are covered by the public system
and 2% have private coverage. In Mexico, close to 45% of the pop-
ulation has health coverage, but just 18% of the indigenous pop-
ulation is covered. In Peru, access to health coverage is extremely
low for the indigenous and the non-indigenous population alike,
and 55% of Peruvians have no coverage at all. Close to 42% of Pe-
ruvians have public health coverage and just 1.1% of indigenous
and 2.8% of non-indigenous have access to private plans (41).

THE ENVIRONMENTAL CONTEXT

Urban Growth

Latin America and the Caribbean have the highest rate of
urbanization in the developing world: 77% of the population (433
million people) lives in cities, and projections suggest that the
figure will rise to 81% by 2030.

Although urban settings have been recognized historically as a
favorable health determinant, the unplanned urban growth cur-
rently occurring in the developing world can threaten health. The
rapid growth of cities seriously affects the environment and the
social context, and has detrimental consequences for the popula-
tion’s quality of life and health. Haphazard urban expansion, par-
ticularly in suburban areas, leaves the urban population’s poorest
sectors living in sites that are highly vulnerable to natural disas-
ters and have limited access to basic services such as housing,
electricity, drinking water, drainage, and solid waste removal. Vi-
olence and marginalization are growing at alarming rates.

Green spaces, recreational areas, and sports grounds that foster
physical activity and entertainment and that strengthen the sense
of community are increasingly scarce or nonexistent in large
cities, particularly in marginal areas. Vast urban areas with scant
natural spaces have produced so-called “hot zones,” which can
create conditions that favor infestations of disease-transmitting
vectors. Finally, environmental pollution problems are aggravated
by rapid economic development and industrialization in cities,
and are associated with delays in adopting effective air pollution
control measures.

The health repercussions from unplanned urban growth are
manifested in an important group of infectious diseases (diarrhea,
dengue, respiratory infections), chronic diseases (cancer, diabetes,
obesity, cardiovascular problems), and accidents and injuries.
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Access to Potable Water, Water Pollution,
and Waste Disposal

Since ancient times, societies have acknowledged that water
and sanitation are health determinants. Science has further
demonstrated their causal relationship to health.

Although more than 90% of households in urban centers have
access to water, there are large social and spatial inequities within
cities. The cost of drinking water is rising, due to growing de-
mand, to decreasing accessibility, and, particularly, to declining
groundwater levels. Sewage treatment also is a major challenge in
urban settings. In Latin America and the Caribbean, just 14% of
sewage is adequately treated. Anecdotal evidence points to rising
pollution of surface- and groundwater with nitrates and heavy
metals, yet monitoring and systematic protection of water sources
has only been introduced very recently, and it still is not a high
priority on the research agenda. Water pollution has a significant
impact on coastal areas, where 60 of the 77 major cities of Latin
America and the Caribbean are located and 60% of the population
lives (42).

Per capita solid waste production has doubled in the last 30
years and its composition has changed from waste that was fun-
damentally dense and organic to waste that is bulky and non-
biodegradable. Almost 90% of the waste produced is collected,
but more than 40% is not adequately disposed of and goes on to
pollute land and water (43).

These services are extremely important for human health.
In Latin America, mortality caused by infant diarrhea is a major
consequence of the lack of water, poor quality water, and the lack
of sanitation.

Air Pollution

Air quality is a basic determinant of health. Human beings
take in oxygen from the atmosphere, and oxygen is one of the
main elements that keep cells alive. Modern air pollution reduces
the oxygen in the atmosphere, contaminating air and lungs.

Today, some mega cities, such as Mexico City and Sao Paulo,
monitor and control air pollution from intensive use of fossil
fuels in transportation and industry. Bogotd also has reduced air
pollution from motor vehicles, but it still struggles to control
emissions from several urban industries. Air pollution and its
impact on health are rising in medium-sized and smaller cities,
where resources and technologies for controlling it are less read-
ily available. Indoor air pollution, which mainly affects poor
urban dwellers who use biomass for cooking or heating, has an
even lower profile on the urban agenda (42).

Although average per capita carbon dioxide emissions appear
to have peaked in 1998 and have recently fallen, very few coun-
tries have improved their energy efficiency. Only one-third of
Latin American countries have set air quality standards or emis-
sion limits. Urban sprawl has increased travel times and the de-
mand for public transport, with an estimated combined cost of
6.5% of the region’s GDP (43).
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Air pollution contributes to infectious and chronic respiratory
diseases, cancer, and cardiovascular disease. Air pollution seri-
ously affects the health of 80 million people in Latin America
and the Caribbean and is the primary cause of more than 2.3
million cases of respiratory insufficiency in children each year
and more than 100,000 cases of chronic bronchitis in adults.

Shrinking Forests and Land Degradation

In the 1990s, 46.7 million hectares of forest were destroyed in
Latin America and the Caribbean—half the global loss at twice
the rate. Almost half of this loss occurred in Brazil. Unrestrained
globalization, haphazard urbanization, and a lack of territorial
planning are driving the conversion of forests into pastureland
(to produce more livestock for export), an increase in monocul-
ture plantations (including coca and soy), infrastructure growth
(such as mega dam and road projects), and rising human settle-
ments. Other pressures come from land speculation, wood har-
vesting (61.7% of the wood is used for fuel, mainly in Brazil and
in Central America), and to meet demand for timber by Asian
furniture industries that supply northern markets (44).

Deforestation depletes water sources and diminishes their
quality; it increases soil erosion and the sedimentation of bodies
of water, and is responsible for the severe decline or loss of biodi-
versity. Deforestation also is an important source of greenhouse
gas emissions. Deforestation in Latin America and the Caribbean
is responsible for 48.3% of total global carbon dioxide emissions.

Moreover, some 313 million hectares in Latin America and
the Caribbean (15.7% of the territory) have been degraded (42).
Degradation is more severe in Mesoamerica, affecting 26% of the
territory; 14% is affected in South America (45). Erosion is the
main culprit in degradation of the land, but the gradual intensi-
fication of agricultural production plays an important role in de-
pleting nutrients from the soil and wind erosion also is signifi-
cant in some areas. Desertification, which affects 25% of the
territory, is largely determined by natural conditions, but also has
been influenced by deforestation, overgrazing, and inadequate
irrigation.

Shrinking forests and degraded land pose serious health risks,
such as acute and chronic diseases caused by a lack of water, use
of contaminated water, nutritional imbalances due to poor qual-
ity nutrients or their absence, and death and injury due to in-
creased vulnerability to natural disasters.

Coastal Degradation and Ocean Pollution

Degraded coasts and polluted seas can harm health in various
ways. More than half of the population in Latin America and the
Caribbean lives within 100 km of the coast, compared to 38%
globally (42). A 1996 estimate of global threats to coastal ecosys-
tems indicates that 50% of South America’s coast and 29% the
coast in North and Central America was at moderate or high
threat from cities, ports, and other sites with high population

CThe permanent denial of fundamental rights has led
to the marginalization of the indigenous population, leading
to alarming poverty rates, lack of land, low earnings, high un-
employment, high rates of illiteracy especially among women,
high rates of school dropouts, and an epidemiological profile
with high rates of illnesses and premature death where pre-
ventable causes are predominant. The communities and mu-
nicipalities with the highest percentage of indigenous popula-
tion are those furthest from the goals set by the Millennium
Declaration.??

Mirta Roses, 2006

density (for example, tourism infrastructure), and oil or indus-
trial pipelines (46). In the Caribbean, 61% of coral reefs are under
moderate or high threat from sedimentation, marine- and land-
based pollution sources, and overfishing. Coastal groundwater
contamination (including salt-water intrusion) and depletion
are occurring throughout the Region, taking an enormous eco-
nomic toll (42).

Some 86% of sewage in Latin America and the Caribbean is
dumped raw into rivers and oceans. In the Caribbean, the figure
hits 90% (42). There is a high level of oil pollution from Greater
Caribbean refineries, particularly in the Gulf of Mexico, and off-
shore drilling in the Gulf of Mexico and Brazil. Agrochemical
runoff is also a source of pollution, and highly toxic concentra-
tions have been found in Caribbean estuaries and in Colombia
and Costa Rica. Shipping also contributes, with cargo volume
doubling between 1970 and 2000. Hazardous waste, including ra-
dioactive materials from other regions of the world, is shipped
around South America or through the Panama Canal. Many inva-
sive species come in freight and ballast, such as crustaceans, mol-
lusks, and insects that have inflicted great economic damage on
infrastructure and crops.

Overfishing also is a matter of grave concern, particularly in
the Caribbean. Estimates indicate that most central Caribbean
local production systems are threatened by over-exploitation of
commercially valuable species. The Caribbean deep-sea fishery
peaked in 1994, accounting for nearly 28% of the global catch.
Fish harvests in Peru and Chile, which represent most of the
catch, doubled or tripled compared to the 1980s (47). Catch lev-
els fell by 50% in 1998, however, although they climbed again by
2000, reaching 85% of the 1994 levels. These fluctuations are
warnings of the dangers of overfishing.

The health effects of degraded coasts and polluted seas are
seen in infectious diseases, injuries, and deaths caused by such
factors as an increased vulnerability to natural disasters, malnu-
trition, and the violence associated with unemployment. Warm
sea-surface temperatures promote algal growth that can play a
part in cholera epidemics. Finally, rising sea levels also can in-
creasingly threaten coastal communities (42).

53



HEALTH IN THE AMERICAS, 2007. VOLUME I-REGIONAL

Regional Variability and Climate Change

Climate change will damage health worldwide through direct
effects, such as increased temperatures on the earth’s surface,
or through indirect effects, such as food shortages, water short-
ages in arid and semiarid regions in particular, a wider reach of
vector-borne diseases (dengue, malaria), or an increase in vul-
nerability to natural disasters.

The Intergovernmental Panel on Climate Change has predicted
that the impact of global warming and climate change in Latin
America and the Caribbean will include rising sea levels, higher
rainfall, increased drought risk, stronger winds and rain linked
to hurricanes, and more pronounced floods associated with El
Nifio (47, 48).

Environmental, social, and productive pressures increase the
vulnerability of Latin America and the Caribbean to this impact.
Central America’s tropical rainforests, the Amazon river basin,
the Caribbean coral reefs and other tropical areas, the Andean
mountain ecosystems, and wetlands are particularly vulnerable
(49). Water cycle changes may affect arid and semiarid areas,
with consequences to electric power generation and agriculture.

Rising temperatures, modification of land cover, changing
precipitation patterns, and shrinking spending on health lie
behind the re-emergence in Latin America and the Caribbean of
epidemics that were once under control (42). Climate conditions
linked to the El Nifio Southern Oscillation (ENSO) or to global
climate change cause temperature and precipitation extremes,
contributing to the proliferation of vector-borne diseases such as
malaria, dengue, yellow fever, and bubonic plague. The loss of
plant cover and extreme weather events will help bring about
water pollution and an increase in pests.

Glacier loss due to rising temperatures in the Andes and salt-
water intrusion due to rising sea levels will put pressures on the
availability of drinking water. Agricultural production, food secu-
rity, and tourism will be affected.

The increase in extreme weather events since 1987, such as
tropical storms and hurricanes, floods, landslides, and droughts
is evidence of the impact of climate change. The number of
episodes of this kind doubled in Central America between 1987
and 1997 and grew by nearly 60% in South America between
1998 and 2005. Loss of human life tripled in Central America and
grew 4.3 times in the Caribbean islands and 6.5 times in South
America, while economic damage doubled in Central America
and grew by 80% in South America and by 50% in the Caribbean
islands (42).

Where there is flooding or drought, respiratory diseases can
increase due to overcrowding. Excess fungal growth also can
cause respiratory diseases, and there often is a rise in psychiatric
disorders such as anxiety and depression, probably related to
damages to the domestic environment and financial losses.
Higher suicide rates have been reported and the number of be-
havioral disorders in children can rise. Droughts can have an im-
pact on health in developing countries owing to their adverse ef-
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fects on food production and hygiene, given that water is mostly
consumed, rather than used for cleaning. Finally, outbreaks of
malaria also can occur during droughts as a result of geographic
changes that affect the disease’s vector (47).

INTERNATIONAL HUMAN RIGHTS LAW

Legal Sources for the Right to Health in Latin America
and the Caribbean

The right to the highest attainable standard of health (“the
right to health”) is enshrined in different national and interna-
tional legal sources. The right to health and/or the right to health
protection is established in 19 of the 35 national constitutions of
Latin American and Caribbean countries. The most important
international sources of the right to health include the Constitu-
tion of the World Health Organization, international and regional
human rights conventions, and international guidelines or stan-
dards on health and human rights. The United Nations System
has a Special Rapporteur to cooperate with the States in promot-
ing and protecting the right to health (50).

WHO’s Member States have reached agreement on important
principles related to public health that appear in the preamble to
the Organization’s Constitution. This document establishes a fun-
damental international principle to the effect that the enjoyment
of the highest attainable standard of health is not just an individ-
ual concern but is “one of the fundamental rights of every human
being without distinction of race, religion, political belief, eco-
nomic or social condition”

With regard to international and regional conventions, Article
12 of the International Covenant on Economic, Social, and Cul-
tural Rights sets forth “the right of everyone to the enjoyment of
the highest attainable standard of physical and mental health”
(51) and the measures that Member States should adopt to ensure
that this right is effective, including the prevention and treatment
of diseases and epidemics and the provision of medical treatment
and services. Article 10 of the Protocol of San Salvador (Addi-
tional Protocol to the American Convention on Human Rights in
the Area of Economic, Social and Cultural Rights) (52) also en-
shrines the right to health. International and regional human
rights conventions have incorporated the principles established
by the Universal Declaration of Human Rights, which is consid-
ered a fundamental legal source of civil, political, economic, so-
cial, and cultural rights, and fundamental freedoms.

At the international level, the most important conventions for
the protection of human rights in the United Nations System in-
clude: the International Covenant on Civil and Political Rights
(53); the Convention on the Rights of the Child (54); the Conven-
tion against Torture and Other Cruel, Inhuman, or Degrading
Treatment or Punishment (55); and the Convention on the Elim-
ination of All Forms of Discrimination against Women (56). The
Inter-American system includes the American Convention on
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Human Rights (57); the Inter-American Convention on the Elim-
ination of All Forms of Discrimination against Persons with Dis-
abilities (58); the Inter-American Convention on the Prevention,
Punishment, and Eradication of Violence against Women; and
Article 10 of the Protocol of San Salvador, mentioned earlier.

A series of declarations, recommendations, and reports pro-
mulgated by the General Assembly of the United Nations Organi-
zation; the General Assembly of the Organization of American
States; the United Nations Commission for Human Rights; the
United Nations Committee on Economic, Social, and Cultural
Rights; the Inter-American Human Rights Commission; WHO;
and PAHO also set forth important guidelines (although not bind-
ing) that can be incorporated into national plans, policies, legisla-
tion, and practices related to different areas of health.

Initiatives in Bioethics

In October 2005, UNESCO’s General Conference approved by
acclamation the Universal Declaration on Bioethics and Human
Rights, whereby Member States undertake to respect and apply
the fundamental principles of bioethics. The declaration repre-
sents a major step toward the recognition of rules that govern re-
spect for the dignity of individuals, human rights, and funda-
mental freedoms in the field of bioethics.

As an applied discipline, bioethics deals with issues related to
health; interventions involving life, death, and genetic heritage;
and the social accountability of scientists, physicians, and other
professionals. In Latin America and the Caribbean, equity in the
access to health care services coupled with the provision of qual-
ity services remain as major challenges. The first of these issues is
of concern to the authorities, opinion shapers, and service man-
agers. The second has to do with financing, research, and human
resource training, which entail bioethical responsibilities.

Bioethics demonstrates that improvements in health care and
scientific and technological advances merit special attention. It is
difficult to gauge the impact of work done on bioethics, since it is
basically qualitative, but evaluations by health systems man-
agers, health professionals, the public, and policymakers indicate
that its inclusion in the policy-related and technical mandates of
international organizations is fundamental.
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Chapter 2
HEALTH CONDITIONS
AND TRENDS

n recent years, the demographic situation in the Americas continues to be characterized by a transition

caused by low fertility and decreasing mortality rates. As a result, the population overall is aging and the

"demographic dependence” of the young (0-14 years of age) and the old (64 years of age and older)
on the potentially active (working) population (15-63 years of age) is decreasing. Regional, subregional,
and national averages, however, mask persistent inequitable situations at various geographic and social
levels and among certain population groups. Furthermore, migration within and between countries affects
the distribution of the population and impacts the delivery of health services.

In the last quarter-century, life expectancy in the Americas has increased by 17 years, with the aver-
age age today over 70. The aging of the population varies greatly among countries of the Americas: aging is
a significant phenomenon in Barbados, Cuba, Puerto Rico, and Uruguay; while in Bolivia, Haiti, Guatemala,
Honduras, and Nicaragua the population is generally younger.

The mortality profile in the Americas has changed significantly over the past several decades. In al-
most every country, communicable diseases have been replaced as the principal causes of illness and death
by chronic, degenerative diseases—circulatory system diseases, malignant neoplasms, chronic respiratory
diseases, and diabetes—and by external causes such as traffic accidents and homicides. Among the factors
contributing to this changed profile are the aging of the population, the control and reduction of a number
of communicable diseases, and the appearance of new ones such as HIV/AIDS. Significant differences in mor-
tality exist, however, among countries and subregions of the Americas.

Countries of the Americas have led the way in vaccine-preventable disease eradication (smallpox and
poliomyelitis), elimination (endemic transmission of measles), and control (pertussis, diphtheria, tetanus, in-
vasive diseases caused by Haemophilus influenzae type b, and hepatitis B). These achievements have been
secured by attaining and maintaining high levels of immunization coverage, implementing effective surveil-

lance, and conducting mass immunization campaigns. In 2003 the countries committed to eliminating
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rubella and congenital rubella syndrome by 2010. Using immunization to its full potential is critical to at-
taining mortality reduction and health development targets, which implies new challenges in immunization
that extend to influenza, rotavirus, pneumococcus, and human papilloma virus.

Vector-borne diseases—especially malaria, dengue, and Chagas'—continue to compromise the health of
a large proportion of the regional population. While the number of reported cases of malaria hit a peak in the
late 1990s, the disease is still endemic in 21 countries and results in approximately one million cases reported
annually—a significant economic impact, as two-thirds of those cases occur in working-age people. The inci-
dence and epidemics of dengue have increased worldwide over the past 35 years; from 2001 to 2005, more
than 30 countries in the Americas reported almost three million cases of dengue and dengue hemorrhagic fever.
Chagas’ disease, endemic in 21 countries of the Americas, is currently estimated to infect some 18 million peo-
ple, primarily the poor in rural areas.

Zoonoses—diseases in animals that can be transmitted to humans—represent two-thirds of patho-
genic species affecting humans and three-fourths of emerging pathogens. Given the serious threat they pose
to public health and economic development, the countries of the Region vigorously pursue prevention and
control programs to combat such zoonoses as plague, rabies, leishmaniasis, hydatidosis, brucellosis, and
bovine tuberculosis.

At year-end 2005, an estimated 3.2 million people in the Americas were infected with HIV—60% of
whom resided in Latin America and the Caribbean. Moreover, incidence of the disease is on the rise in the
Region, with 220,000 new cases reported in 2005. Of the 10 regions with the highest HIV prevalence world-
wide, the Caribbean ranks second, and, while the disease is concentrated in certain populations in the rest
of the Region, in the Caribbean it is generalized throughout the population. The groups most affected by HIV
are men who have sex with men, sex workers, and those who inject drugs. An estimated 50 million new cases
of sexually transmitted infections (STIs) occur every year in the Americas.

Noncommunicable chronic diseases—cardiovascular diseases, cancer, diabetes, and chronic pul-
monary obstructive diseases—cause two of every three deaths in the general population of Latin America
and the Caribbean and almost half of all deaths in the under-70-year age group. In addition to leading to
premature deaths, these diseases cause complications and disabilities, limit productivity, and require costly
treatments. Together with genetic disposition and age, risk factors contributing to these diseases include
poor diet, physical inactivity, smoking, and alcohol abuse; other factors range from hypertension, to high cho-
lesterol, to overweight and obesity.

Mental health problems constitute one-fourth of the total disease burden in the Americas, as mea-
sured by disability-adjusted life years (DALYs) lost. Notwithstanding, in most countries a significant gap ex-

ists between the magnitude of mental health disorders and the health sector’s response to them. Mental
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health care tends to concentrate on dealing with psychiatric problems—anxiety, depression, and substance
abuse. Disasters are major a cause of mental disturbances.

Oral health continues to be a critical aspect of public health in the Americas, because of its contribu-
tion to overall morbidity, the high costs of treatment, and the increase in oral health inequities. While the
prevalence of dental caries in the Region has dropped 35%-85% since 1995, oral disease continues to be
high compared to other parts of the world. Poor oral health services and their limited coverage contributed
to these high rates. Scientific evidence points to a causal relationship between oral health and health in gen-
eral. Fluoridation programs, the promotion of simple technologies, and health systems that integrate oral
health with general health care can lead to reduced oral disease.

In Latin America and the Caribbean, two-thirds of the incidence of eye disease—namely, blindness and
visual impairment—can be attributed to treatable conditions such as cataracts, refractive errors, diabetic
retinopathy, and glaucoma. According to national assessments, however, huge discrepancies exist in eye care
service coverage—from close to 80% in well-developed urban areas to less than 10% in rural and remote
areas—as well as in the quality of services provided. Prevention of eye disease has the potential to produce
major savings for national economies; conversely, if large-scale preventive measures fail to be taken, the cost
of eye disease is expected to more than double by 2020, to approximately US$ 10 billion.

Sexual and reproductive health involves mostly maternal and child health and the health of adolescents
and adults. Some 16.2 million children are born every year in the Region, 11.7 of them in Latin America. The
regional population is increasing, but birth and fertility rates are dropping, although rates differ greatly from
country to country. The sexual and reproductive health situation in Latin America and the Caribbean represents
20% of the total burden of disease in women and 14% in men—a clear gap. The use of birth control meth-
ods exceeds 60%, but considerably less than that in some countries. Although reporting differs among sources,
and huge disparities occur among countries of the Region, the World Health Organization (WHO) estimates
that of the 16.2 million births registered in the Americas in 2003, 22,680 maternal deaths occurred—a rate of
140/100,000 live births—principally resulting from abortion, preeclampsia, and hemorrhage. WHO further es-
timated that 280,000 perinatal deaths had occurred in 2006. Again, disparities are wide: the risk of perinatal
deaths in Latin America and the Caribbean is three times that in Canada and the United States. Sexual and re-
productive health relates directly to the high rates of birth among adolescents in Latin America and the
Caribbean, where one in three females under 19 years of age has had a child.

Malnutrition in children and noncommunicable chronic diseases in adults, which pose problems in all
the countries of the Region, are in large measure the results of poor diet. The growing tendency for children
to be over recommended weights places them at later risk for chronic diseases. Breast-feeding is the single

most important practice to reduce infant morbidity and mortality and a significant and preventable mode of
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mother-to-child transmission of HIV, the main cause of pediatric HIV. Micronutrient deficiencies—of iron,
vitamin A, zinc, vitamin B12, folate, and iodine—continue to be public health concerns that greatly impact
human development and economic productivity. The coupling of nutritional problems with physical inactiv-
ity is a recipe for major increases in noncommunicable chronic diseases.

Disasters are a constant in the Americas and in large part correlate to geography: volcanoes in Cen-
tral America and the Andean countries; storms and hurricanes in the Atlantic and Pacific oceans and in the
Gulf of Mexico; flooding in the Southern Cone; and El Nifio affecting almost the entire Region. These disas-
ters have a huge impact as measured by numbers of persons affected, deaths, and economic damage.

Some 50 million indigenous people live in the Americas, and in some countries they represent the ma-
jority of the population. They tend to be poorer, less educated, more unemployed, and in worse health—with
higher rates of maternal and infant mortality, malnutrition, and infectious diseases—than their compatriots.
In some countries, alcoholism, suicide, drug abuse, and sexually transmitted infections are disproportionately
higher among indigenous populations. Their poor health status is compounded by discrimination and in-
equity within the health system. To redress this situation, many countries have drafted national policies and
established funding for indigenous-focused health programs.

The population of the Americas includes an estimated 250 million Afro-descendants. Most of the coun-
tries in the Region do not disaggregate data on this group, rendering an analysis of its health status diffi-
cult. Nevertheless, available information indicates that the situation with regard to Afro-descendants is ex-
tremely vulnerable in South America, where in a number of countries they are disproportionately poorer and
less educated, suffer higher rates of infant and child mortality as well as of HIV and other poverty-related
diseases, have less access to drinking water, and represent a smaller proportion of doctors and other health
workers. While the situation is generally not as serious in Central America, in one country in the isthmus child
mortality rates are higher and health professionals fewer among Afro-descendants.

The focus on family and community health integrates programs that enable individuals, as both fam-
ily and community members, to manage their health throughout the life cycle and enables the greater cov-
erage and efficiency of, as well as more direct participation in, health services. Health indicators improve sig-
nificantly by emphasizing the role of the family in health promotion and protection, prevention of exposure
to risks, and early diagnosis and rehabilitation.

Youth between the ages of 10 and 24 represent 28% of the population in Latin America and the
Caribbean. Of the 161 million youth in the Region, the largest share lives in the poorest countries. Many in-
digenous youth live on the margins of the predominant culture, in their own communities. Approximately half
of adolescents in the Region are sexually active, and about half of those use no birth control or protection of

any kind. Dealing with the problem is hampered by cultural beliefs and practices. Another major problem af-
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flicting the health of youths is violence, with homicide figuring as one of the principal causes of death among
10-19 year olds. Youths' health is further undermined by their lifestyle choices—the consumption of alcohol,
tobacco, and drugs; poor nutrition and physical inactivity; and the growing prevalence of overweight and
obesity.

Although the aging of the population varies considerably throughout the Americas, by the mid-21st
century all but five of the countries of the Region will have as many inhabitants over 60 years of age as under
15 years, and a few countries will have twice as many elderly as young people. Reductions in infectious dis-
eases and in infant and child mortality have translated into longer lives. More than three in four individuals
born in Latin America and the Caribbean today will live to be older than 60, and two in five will celebrate
their 80th birthday. The challenge for health policymakers and health systems will be to ensure that those liv-
ing beyond 60 can celebrate not only their longevity but their good health and functionality.

Uniform epidemiological analysis regarding disabilities is lacking throughout the Americas, making it
difficult to assess the dimensions of disability in the Region; reported prevalence rates range from over 14%
in Brazil to less than 4% in Venezuela. The most common types of disability relate to mobility, communica-
tion, and social participation. The most frequent causes are age-related degeneration, chronic diseases, ac-
cidents, problems stemming from pregnancy and delivery, and occupational diseases.

Neglected diseases—infectious, parasitic diseases that afflict millions of poor people in Latin America
and the Caribbean—are a patent expression of inequities in health. Included under the rubric of neglected
diseases are intestinal helminthiasis, schistosomiasis, lymphatic filariasis, leptospirosis, leishmaniasis, cys-
ticercosis, Chagas' disease, and onchocerciasis—all of which disproportionately affect indigenous popula-
tions, minority ethnic groups, slum and rural dwellers, and migrant workers. Together, the toll of these dis-
eases on workers’ productivity and, consequently, countries’ economic development is huge. Yet inexpensive
medications, health promotion, and environmental sanitation could effectively control and eliminate them.

Emerging and reemerging infectious diseases are becoming a growing threat to global health security,
stemming from disease outbreaks in one country or region that can spread to others and from the inten-
tional or accidental release of biological agents. Since 2001, the Region has experienced a series of signifi-
cant disease outbreaks related to emerging and reemerging diseases that have required international pub-

lic health interventions.
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POPULATION CHARACTERISTICS
AND TRENDS!

CONSEQUENCES OF THE DEMOGRAPHIC TRANSITION

The concept of demographic transition® has been useful in de-
scribing the effect that the social, political, and economic changes
have had on mortality and fertility trends in developed countries
(the United States and Canada, in the case of the Americas). To
some degree, this concept has also been theoretical food for
thought, fueling speculations that the developing countries of the
20th century—accounting for practically all of the Americas—
would undergo similar transitions and at more or less the same
time frame. However, birth and mortality indicators in Latin
American and Caribbean countries have evolved differently (due
more to the spread of technological innovation in health than to
sustained, equitable development) and in different time frames
(because they evolved faster than in the more developed coun-
tries and have been less tied to economic, social, and political
crises sweeping the Hemisphere in recent decades). This situa-
tion had led to consequences in terms of inequality, inasmuch as
the so-called “population explosion”—resulting from a slow-
down in the decrease in the birth rate with respect to that of the
mortality rate—has been sustained, for the most part, by the
poorer segments of society.

What is certain nearly a century later is that the visible ex-
pressions of this process during the early years of the 21st cen-
tury show certain characteristics that merit consideration and
that define a continent with a very low population growth and
low fertility and mortality rates, thus giving the appearance of
stability and equilibrium. Indicators at the national level mask
differences that need to be pointed out, given their impact on the
population’s characteristics and because these differences need
to be considered in formulating social policy generally and health
policy specifically. In terms of the Region as a whole, these char-
acteristics can be summarized as follows:

!This section was prepared in conjunction with the United Nations Latin Ameri-
can and Caribbean Demographic Centre (CELADE, Population Division of the
Economic Commission for Latin America and the Caribbean [ECLAC]), pursuant
to an agreement between PAHO and ECLAC. The content is based on references
1-4; information cited in figures 1, 2, 3, and 5 was furnished by the PAHO Re-
gional Core Health Data Initiative (RCHDI) (http://www.paho.org/Spanish/SHA/
coredata/tabulator/newTabulator.htm).

2This concept makes it possible to describe the passage from high to low levels of
mortality first and then of fertility, with consequences for population growth and
population structure by sex and age.

3The transition from high to low birth and mortality rates has not occurred uni-
formly in the countries of the Americas and, with the exception of countries
where this transition occurred earlier—Canada and the United States first, fol-
lowed later by Argentina, Cuba, and Uruguay—most countries have experienced
extremely high population growth rates due to persistent high fertility rates amid
rapid drops in mortality. This process of rapid growth is known as the population
explosion.

+ In little more than 30 years, median annual population
growth rates in Latin American and Caribbean countries
have decreased nearly 50%, dropping appreciably during
the last two decades, from annual averages on the order of
2.7% during 1950-1955 to 1.5% at this writing. Conse-
quently, the Region’s population more than tripled between
1950 and 2000, skyrocketing from 161 million inhabitants
in 1950 to 561 million in 2005. The population of the Re-
gion, expressed as a percentage of the world’s total popula-
tion, increased slightly over this same period (from less
than 7% to nearly 9%).

+ By 2005, most countries had either achieved low levels of
fertility and stabilized mortality (in full demographic tran-
sition, characterized by low population growth) or were ex-
periencing an advanced stage of demographic transition,
with only slight or no population growth. Guatemala is the
only country of the Region currently in a moderate stage of
demographic transition, inasmuch as its fertility rate has re-
mained higher than that of the other countries.*
Annual population growth rates reveal the first important
difference between the countries of the Region, ranging
from 0.3% in Cuba to 2.5% in Honduras (Figure 1).
Fertility rates in the Region, which were among the world’s
highest 40 years ago, are now at very low levels, and in many
cases fall below the world average. Figure 2 illustrates the
second significant difference among the Region’s countries
with respect to fertility: a difference of nearly three children
per woman between the countries on either extreme.

+ Mortality in the Region, which began a sustained decline
during the first half of the 20th century, is reflected in a
20-year increase in life expectancy at birth for both sexes, in-
creasing to 72 years over 2000-2005—or eight years higher
than in all other developing regions of the world, although at
levels experienced by developed countries 35 years ago. Fig-
ure 3 illustrates the third great difference among the coun-
tries of the Region: a nearly 30-year variation in life ex-
pectancy between the countries at either extreme.

The above-mentioned changes in fertility and mortality have
altered the population structure, owing to differences in growth
among age groups. Accordingly, this has brought about a shift in
the distribution of the dependent population (ages 0-14 and age
60 and older) with respect to the economically active population
(ages 15-59). This shift reveals two trends that merit closer ex-
amination: a declining population dependence (defined as the
dependent population—or the sum of the 0-14 plus the 60 and
older age groups—divided by the economically active popula-

“Clear differences exist between countries in the process of demographic transi-
tion. Upon considering Canada and the United States within the group of devel-
oped countries in the original demographic transition model, said countries are
actually in post-transition stages.
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FIGURE 1. Annual population growth rate (%), Region of
the Americas, 2005.
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tion—or the 15-59 age group) and the aging of the population
(understood as the portion of the population over age 60 years
above a given percentage level).

The decline in the population dependency ratio is associated
with the economic “burden” the economically-active population
must assume to satisfy the demand of the dependent population.
The lower the dependency ratio, the lower this burden, which is
considered desirable for society as a whole. Projections indicate
that for a certain period specific to each country (Figure 4), the
dependency ratio will fall below 60, which is considered a “demo-
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FIGURE 2. Total fertility rate, Region of the Americas, 2005.
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graphic dividend,” meaning that the countries will experience a
“dividend” in terms of less demand pressure from children. This
dividend should be used to invest in productive sectors and to re-
allocate social spending, primarily as a means for improving the
quality of education and health-sector reforms, with a view to
changing the epidemiological profile. Once this window of op-
portunity closes (i.e., due to an increase in the proportion of
older adults), the specific demand in the health sector will be
much more costly than it was for children. Unfortunately, there is
no evidence to suggest that countries are using this demographic
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FIGURE 3. Life expectancy at birth (years), Region of the
Americas, 2005.
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window of opportunity to their advantage, inasmuch as the job
demand generated by the swelling ranks of the economically ac-
tive population is being met instead with excessively flexible, pre-
carious, and/or informal employment arrangements that are
more beneficial to middle- and high-income households, which
are precisely those that have experienced greater declines in fer-
tility. If this “dividend” is to help poor sectors, income redistribu-
tion policies must be implemented to ensure that all of society
can benefit from any resources freed up due to a lower depend-
ency ratio.

FIGURE 4. Year the population dividend will “end,”
selected countries, Region of the Americas.
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Moreover, as the demographic transition progresses, the Latin
American and Caribbean population is slowly and relentlessly
aging, with annual rates of nearly 3.5%, much higher than the
1.5% average rate. In all countries of the Region, the proportion
and absolute number of persons 60 years old and older will in-
crease steadily over the next decades. The elderly population will
grow between three and five times faster than the total population
in 2000-2025 and 2025-2050, respectively. Consequently, the per-
centage of persons aged 60 and older will triple between 2000 and
2050. Social insurance and health systems could very well face de-
finitive collapse without a redistribution of income and an equi-
table distribution of the opportunities derived from macroeco-
nomic development.

In order to do this, men and women must be guaranteed equal
employment and social protection opportunities, and health cov-
erage must be ensured for the urban and rural poor, as well as for
different ethnic groups in many countries of the Region. In terms
of health, it will be necessary to redefine the role and character-
istics of health care according to an approach based on the need
to preserve the independence of older adults as long as possible,
thus postponing disability; to initiate a reengineering of health
systems with a view to training qualified human resources so
they can provide comprehensive care of older adults; and to focus
on disease prevention and health promotion actions targeted to
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each life-cycle stage, and not only to the elderly population. The
longevity of women merits special attention, since its effects will
need to be taken into account in health policies.

DIFFERENCES AND INEQUITIES IN FERTILITY
AND MORTALITY

Despite the decline in fertility over the last 30 years and the
limited impact of economic and social crises on these changing
profiles, certain characteristics of the Region of the Americas
should be pointed out, with a view to better understand the de-
mands that health systems must cope with. The main challenges
in this regard include:

» Fertility rates range from below the replacement level (fewer
than two children per woman) in Canada, Cuba, the United
States, and other Caribbean island nations to nearly four
children per woman in Guatemala and Haiti (see Figure 2).

+ Low total fertility stands in contrast with an increase in
adolescent fertility, which has spiked in recent years in most
countries, especially among young people under 18 years of
age. This trend—which is much more frequent among poor
segments of society—is linked to the school drop-out rate
and has been steadily increasing among unmarried persons
or those not in a stable union.
Generally, there is a high negative correlation between fertil-
ity and certain economic and social development indica-
tors, such as per capita gross domestic product, level of
schooling, illiteracy, exposure to the mass media, and levels
of poverty. If the use of contraceptives is factored into the
analysis (i.e., prevalence use of modern methods among
women in common law relationships), this variable in fact
captures the main differences in fertility among countries,
and most of the remaining variables lose statistical signifi-
cance. Accordingly, this situation reinforces the need for ef-
fective, universally applied reproductive health policies.
Disparities observed within countries are even greater
than differences between countries, since fertility is highest
among the poorest of the population—groups with lower
levels of education and indigenous populations that have
been historically marginalized. In some countries such as Bo-
livia, Guatemala, and Honduras, fertility among uneducated
women is three times higher than among women who have
completed secondary or higher education. This gap holds
true in countries where vast segments of the population are
still not using modern and safe birth control methods.

In terms of differences in fertility among ethnic groups,

census data (2000) show that indigenous populations con-

tinue to have high fertility rates.

Despite the significant reduction in mortality mentioned pre-
viously (especially among the young), which has brought about
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FIGURE 5. Estimated infant mortality rate (per 1,000 live
births), Region of the Americas, 2004.
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an increase in the life expectancy of the population of the Amer-
icas, and in light of important changes in the epidemiological
profile of death and disease by cause (which points to an im-
provement in the health of the population), significant inequali-
ties remain:

+ Infant mortality in Latin America has dropped from an
average of 128 deaths in children under 1 year old per 1,000
live births in 1950-1955 to only 28 deaths in 2000-2005.
There are significant differences between countries, however
(Figure 5). Moreover, this indicator continues to be higher
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among the most disadvantaged populations (indigenous
groups, rural populations, and groups in which mothers have
low levels of education), in which preventable causes consti-
tute the leading causes of death. This points to the fact that
the battle against premature mortality in the Region has yet
to be won completely.
Although the gap among countries with respect to life ex-
pectancy at birth is closing, significant inequalities remain
that account for a difference of almost 30 years between
countries on either extreme (see Figure 3).
+ In all Latin American countries, female mortality is lower
than male mortality. Consequently, life expectancy at birth
for females is nearly seven years more than for males. Beyond
biological differences between the sexes, there are some dis-
eases that are unique to women, such as the complications of
pregnancy and delivery, which have been battled with better
success than diseases primarily affecting men, such as those
associated with cardiovascular disease, external causes (vio-
lence), and certain types of malignant tumors. Moreover,
men delay seeking timely health care compared to women.
Maternal morbidity and mortality are considered among the
most important public health problems of developing coun-
tries. Although their numbers are not terribly high, maternal
morbidity and mortality are unacceptable because they can
be easily avoided in most cases. According to available esti-
mates, approximately half a million (515,000) women died
worldwide due to this cause in 1995. In Latin America and
the Caribbean, maternal deaths that year accounted for ap-
proximately 22,000 deaths, or approximately 4% of the total
worldwide.

Mortality has increased in some countries among certain

age groups of the population, due to the persistence or re-

emergence of epidemics of communicable diseases such as
cholera, hantavirus, malaria, Chagas’ disease, tuberculosis,
and dengue—all of them diseases of poverty.

+ The incidence of HIV/AIDS is lower in the Americas than in
other regions of the world. Because it is lower, some coun-
tries have not made much effort to reduce mortality due to
this cause, especially among specific population groups. In
the Region, which accounts for approximately 8% of the
world’s population, some 1.5 million persons were infected
with HIV by the end of 2002 (220,000 contracted the disease
in 2005), representing 3.6% of the 42 million cases world-
wide. The disease is most relevant in Haiti, Honduras, and
other countries of the Caribbean.

INTERNATIONAL AND INTERNAL MIGRATION

International and internal migrations are two aspects of the
same process and are population components that underscore
inequalities in terms of how people leave their countries and how
they move around within their countries. This holds important

Cscute respiratory infections—especially pneumonia in its
various forms—and influenza continue to cause a major pro-
portion of disease and suffering in the Americas.)?

Hugh Cumming, 1932

consequences for the well-being of significant contingents of
people and can have negative health consequences for both mi-
grants and for those who remain.

External migration is very much linked to earlier and current
population changes in the Region. In recent years it has been
characterized by a significant increase in migration to North
America (especially to the United States and, to a lesser degree,
to Canada) and to Europe (especially Spain). Migration within
Latin America and the Caribbean has remained at the same lev-
els as in the past, with migration flows largely targeting the tradi-
tional receiving countries, such as Argentina and Costa Rica. This
phenomenon has not occurred uniformly among population
groups, and the specific characteristics of this migration in terms
of gender, age groups, and socioeconomic status have deeply af-
fected the social and family structures of the Region’s countries.
The main characteristics of recent trends in this regard may be
summarized as follows:

« It is estimated that 20 million Latin American and Carib-
bean persons currently reside outside their country of birth.
This unprecedented figure is the result of a massive increase
in migration that has been going on for more than a decade,
mainly involving migrations to the United States (75% of
migrants), as well as unprecedented new migratory flows to
Europe, especially to Spain.

+ Of this number, 15 million migrants were already in the
United States by 2000, 54% of which were Mexican, followed
by Cubans, Dominicans, and Salvadorans. Migrations to
other destinations involved a total of five million people,
three-quarters of whom went to Canada, some European
countries (especially Spain and the United Kingdom),
Japan, Israel, and Australia. The remaining two million mi-
grated to other Latin American and Caribbean countries
(Argentina, Costa Rica, and Venezuela continue to have the
highest numbers). In the Caribbean, significant numbers of
Haitians continue to migrate to the Dominican Republic.

* The flow of migrants—which is likely to continue and even
to increase in the future, despite restrictions imposed by
some countries—is fueled by difficulties in fulfilling the de-
mand for new jobs and deteriorating standards of living in
many of the Region’s countries. Other factors that have fed
the flow are technological innovations, better access to in-
formation regarding opportunities outside the homeland,
improved transportation facilities, and migrant community
networks.
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+ Thelack of legal status that many immigrants must contend
with and the absence of a social safety net for legal immi-
grant workers are important issues for consideration given
their impact on migrant health, which is reflected in ex-
tremely weak and discriminatory integration mechanisms,
which particularly affect women. Undocumented migrants
with low levels of education and who work in unskilled jobs
are more prone to risks and exclusion.

+ Trends point to a significant “feminization” of migratory
flows—a distinguishing characteristic of Latin American
and Caribbean migration with respect to other regions of
the world. The nature of migratory flows by sex is closely re-
lated to the complementary nature of the countries” labor
markets, demand for service-based jobs, and the effects of
family reunification. Female migration features specific
characteristics that should be taken into account in health-
sector planning and policies.

Internal migration, which has a long and deeply-rooted his-
tory in the Region, also results in inequities and disparities in
terms of access to goods and services for a significant portion
of the migrant population and for the receiving population. The
main features of recent trends in this demographic component
may be summarized as follows:

+ Internal migration has resulted in the highest degree of ur-
banization in the developing world. Three of every four in-
habitants of Latin America and the Caribbean live in urban
areas. In most countries, migrants target large cities (one of
every three persons of the Region resides in a city with more
than one million inhabitants) and most settle in the largest
city, accounting for more than one-quarter of a country’s
population and one-third of its urban population.

+ Internal migration also occurs between cities and is selec-

tive, in that migrants tend to be women and young people.

Generally, the likelihood of a person migrating increases

with education level.

In recent decades a trend toward migration to midsized

cities has been observed, as well as migrations to areas spe-

cializing in producing raw material for export or that offer
advantages in terms of trade (i.e., border areas).

Recent years have witnessed: i) moderate internal migra-

tion within Latin America and the Caribbean at rates below

that of the most developed countries, such as the United

States and Canada; ii) a predominance of flows between

urban areas; iii) persistent net outmigration from the coun-

tryside, which continues to greatly affect rural areas, inas-
much as it explains the intensified aging of their popula-
tions, which is beyond what would be expected as a result of
these areas’ stage in the demographic transition; iv) con-
stant forced migrations as a result of internal conflicts in
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several of the Region’s countries; v) ongoing migration from
major metropolitan areas to more dynamic mid-sized cities
that offer a better quality of life, some of which lie within
metropolitan areas; vi) the persistent and significant allure
for migrants of some small-country capitals, with highly
advantageous urban systems; vii) the polarization of inter-
metropolitan population transfers, with the poor tending to
move to city outskirts and higher-income families moving
to rural areas near cities, where they take advantage of
urban services and infrastructure and from which they
commute daily into the city to work or study; and vii) a re-
vival of the downtown areas of some cities due to repopula-
tion programs.
Migrants show selectivity by age and above-average educa-
tion, and persistence—although declining—of the tradi-
tional feminine bias of internal migration and the highest
levels of unemployment among recent immigrants. Also ob-
served, however, is the fact that migrants’ income levels are
equal to or higher than those of non-migrants (where key
variables are controlled for, such as age, education, and fam-
ily responsibility).

+ With the exception of forced migration, migratory flows and
the decision to migrate are fanned by expectations for bet-
ter living conditions. Evidence suggests that migration has
benefited many migrants, as evidenced in their higher me-
dian incomes, after controlling for other factors. However,
significant numbers of migrants face difficulties integrating
into the society where they settle, as is evidenced by higher
rates of unemployment among recent immigrants, and dif-
ficult access to goods and services—to such a degree that
some are unable to improve on their former living situation.

CoNCLUSIONS

The analysis presented here summarizes the main demo-
graphic aspects that have a direct or indirect effect on the popu-
lation’s health. Aging and the future consequences of the rapid
growth in the proportion of the elderly population are at the
heart of an evaluation and prospects of current and future health
care systems. The rise in adolescent fertility and the rising re-
ports and confirmations of maternal deaths are yet additional ex-
amples of the intertwined nature of demographic and health
trends. If infant mortality and life expectancy are to improve,
health systems must act to control preventable childhood ill-
nesses and other diseases affecting the adult population, such as
HIV/AIDS. The absorption of massive numbers of immigrants
and, conversely, the emigration of large groups of the population
from one country to another, pose challenges for health systems,
which may collapse in the receiving countries under the weight of
the new demands for services or in the source countries where
demand dries up. The growth of urban populations and conse-
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quent saturation of hospital supply in the most economically de-
pressed urban areas with a significant poor population also pose
challenges for public health.

Discussions point to the development of better mechanisms to
close the current gaps, masked by national averages. Finally, ac-
cess to demographic information at the national level, as well as
the potential to access data for smaller areas where health events
and disease occur, is an essential input for assessing the health
situation, formulating health policies, and conducting follow-up
and monitoring.

MORTALITY: EXTENT, DISTRIBUTION,
AND TRENDS

OVERVIEW

The mortality profile for the Region of the Americas has un-
dergone significant changes in recent decades. In almost all of the
countries, chronic degenerative diseases have overtaken commu-
nicable diseases as the leading causes of disease and death. Dis-
eases of the circulatory system, neoplasms, chronic respiratory
diseases, and diabetes are among the leading causes of death,
along with external causes such as traffic accidents and homicide.

Several factors have contributed to this evolving profile, in-
cluding changes in the population structure (aging), improve-
ments in disease control and a lowered risk of death due to sev-
eral diseases (such as vaccine-preventable diseases and intestinal
infectious diseases), and the emergence of other diseases (such
as HIV/AIDS). Changes have not occurred uniformly or with the
same intensity in every country. This section examines the lead-
ing causes of death by sex and broad age groups for each of eight
countries or subregions: the Andean Area, Brazil, Central Amer-
ica, the Latin Caribbean, the non-Latin Caribbean, Mexico, North
America, and the Southern Cone (see Box 1: Technical Notes).

With respect to the population as a whole, four causes of death
are consistently present within the ten leading causes of death for
all eight subregions: ischemic heart disease (ranking from the
first to the third leading cause), cerebrovascular disease (first to
the fourth), diabetes mellitus (first to the seventh), and pneumo-
nia and influenza (first to the eighth). In fact, with the exception
of Central America and the Latin Caribbean, these same causes
figure among the ten leading causes of death and disease in men
and women alike. Likewise, chronic respiratory diseases appear
among the ten leading causes of death in five of the eight subre-
gions, with the exception of Central America, the Latin Carib-
bean, and the non-Latin Caribbean.

—Mexico

—Brazil

flect the average of the corresponding period.

volumes/84/4/297.pdf ).

BOX 1. Technical Notes

1. Subregions. For this mortality analysis, countries and territories were classified into the following subregions:
—North America: Bermuda, Canada, and the United States

—Central America: Costa Rica, El Salvador, Guatemala, Honduras, and Nicaragua

—Latin Caribbean: Cuba, French Guyana, Guadeloupe, Haiti, Martinique, Puerto Rico, and the Dominican Republic.

—Non-Latin Caribbean: Anguilla, Antigua and Barbuda, Bahamas, Barbados, Belize, Cayman Islands, Dominica,
Guyana, Montserrat, Saint Kitts and Nevis, Saint Lucia, Saint Vincent and the Grenadines, Suriname, Trinidad and
Tobago, Turks and Caicos Islands, and the British and U.S. Virgin Islands.

—~Andean Area: Bolivia, Colombia, Ecuador, Peru, and Venezuela

—Southern Cone: Argentina, Chile, Paraguay, and Uruguay.

2. Data years. The source of data for each country or territory is the most recent available (past two to three years). On
average, the data used for all subregions is circa 2002. Accordingly, the mortality rates appearing in the tables re-

3. Rates. Specific mortality rates by cause and age have been calculated according to the methodology described in
Health Statistics from the Americas, 2006 Edition (http://www.paho.org/english/dd/ais/hsa2006.htm).

4. Rank order. For this purpose, a specific list of the leading causes of death was prepared by PAHO and WHO in 2004
(A method for deriving leading causes of death, Bulletin of WHO, April 2006, 84(4) http://www.who.int/bulletin/
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FIGURE 6. Mortality from ischemic heart disease, by sex, subregions of the Americas, circa 2002.
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FIGURE 7. Mortality from cerebrovascular disease, by sex, subregions of the Americas, circa 2002.
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Figure 6 shows that men consistently have higher rates for is-
chemic heart disease. There are significant differences between
subregions, with rates ranging between 35-50 per 100,000 popu-
lation in Central America and Mexico, and up to more than
170 per 100,000 population in North America. Similarly, Central
America and Mexico have lower mortality rates for cerebrovas-
cular disease (Figure 7). In contrast to ischemic heart disease,
mortality rates for cerebrovascular disease are highest among
women in almost all subregions except for Brazil.

With regard to diabetes (Figure 8), although differences by
sex have been decreasing in recent years, mortality rates continue
to be higher among women than men. In the Southern Cone,
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diabetes mortality rates are practically the same for men and
women.

Mortality rates from influenza and pneumonia are highest
among males in six of the eight subregions (Figure 9); North
America and the Southern Cone being the exceptions.

Mortality rates from chronic respiratory diseases in Latin
America range between 16 and 25 per 100,000 population for
the population as a whole, and are consistently higher among
men (Figure 10). In North America, these rates approach 42 per
100,000 population and are the same for both sexes. This group
of diseases is not included among the leading causes of death for
either sex in the non-Latin Caribbean.
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FIGURE 8. Mortality from diabetes, by sex, subregions of the Americas, circa 2002.
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FIGURE 9. Mortality from pneumonia and influenza, by sex, subregions of the Americas, circa 2002.
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Heart failure and complications and ill-defined descrip-
tions of heart disease rank among the ten leading causes of
death in all subregions except Mexico. On the one hand, this in-
creases the relative weight of diseases of the circulatory system
within overall mortality; on the other, it points to potential prob-
lems regarding imprecise medical certification of the causes of
death, inasmuch as these conditions often are the terminal cause
of death, but not necessarily the basic or underlying cause.

While the great majority of deaths from conditions originat-
ing in the perinatal period occur during the first months of life,
they may also occur up to several years following birth. Although

infant mortality has decreased considerably in the subregions,
there is still room to reduce it further. Moreover, because children
continue to represent an important percentage of the overall pop-
ulation, these conditions continue to figure among the ten lead-
ing causes of death among the total population. Only in North
America and in the Southern Cone countries, with their older
populations and lower infant mortality rates, are these conditions
not included among the ten leading causes of death for the total
population. Nonetheless, they are the leading cause of death in
children under 5 years old in all the subregions. In addition, in-
testinal infectious diseases continue to rank among the five
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FIGURE 10. Mortality from chronic respiratory diseases, by sex, subregions of the Americas, circa 2002.
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leading causes of death in children under 5 in all subregions ex-
cept North America.

In Mexico, Central America, the Latin Caribbean, and the An-
dean Area the maternal mortality causes rank among the ten
leading causes of death among females aged 10-59 years old,
while in Brazil and the Southern Cone they are among the lead-
ing ten causes of death only in adolescent females aged 10-19
years old. In North America and the non-Latin Caribbean, the
causes of maternal mortality do not rank among the ten leading
causes of death for females in any age group. These findings, to-
gether with those discussed in the preceding paragraph suggest
that much more progress will be needed to meet the Millennium
Development Objectives (MDGs).

The impact of external causes of death on mortality also is
important. Despite an observed decline in traffic accidents, they
continue to rank among the leading causes of death in most of
the subregions—only in the Southern Cone do traffic accidents
not figure among the ten leading causes of death among males.
Mortality due to homicide has been on the rise, particularly
among young men and adolescent boys. Suicide constitutes an
important component of mortality and is included among the
leading causes of death in adolescents and young adults. In North
America and the Southern Cone there are more suicides than
homicides. Accidental drowning or submersion is also a signifi-
cant cause of death.

ANALYSIS BY SUBREGION
North America

Ischemic heart disease accounts for 20.9% of all deaths in this
subregion, for a mortality rate of 171.1 per 100,000 population
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(the Region’s highest), followed by cerebrovascular disease
(6.9%) and malignant neoplasms of the trachea, bronchus, and
lung (6.6%), the latter of which is the second leading cause of
death among men (7.8% of deaths). Also important is the fact
that dementia and Alzheimer’s disease is the fourth cause of
death among women and the fifth cause for the population as a
whole; it does not figure among the ten leading causes of death in
men (Table 1).

Other differences in mortality between the sexes can be seen
with respect to malignant neoplasms. Neoplasm of the prostate is
the sixth leading cause of death among men; breast cancer holds
the corresponding rank for women. For men, malignant neo-
plasms of the hematopoietic and lymphatic systems account for
the seventh leading cause of death, and malignant neoplasm of
the colon for the ninth, although these diseases are not included
among the ten leading causes of mortality in females.

Almost half of all deaths of children under 5 in both sexes
are due to conditions originating in the perinatal period, with
another more than 20% attributable to congenital malforma-
tions. External causes account for most of the remaining 30%, in-
cluding traffic accidents, homicide, and accidental drowning or
submersion.

Among the population aged 5-19, which is the group with the
lowest risk of death overall, external causes contributed most to
mortality in both sexes, with traffic accidents constituting the
leading cause, followed by homicide. Suicide is the third leading
cause of death among the population aged 10-19 years old, and
affects both sexes equally. Mortality rates for all causes among
5-9-year-olds and 10-19-year-olds are the lowest in the Region,
at 0.15 and 0.42 per 1,000 population, respectively.

Malignant neoplasms of the trachea, bronchus, and lung is the
leading cause of death among women 20-59 years old in North
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America; nevertheless, despite representing only the fourth lead-
ing cause among men, the male mortality rate (20.4 per 100,000
population) for this cause is higher than that for the female pop-
ulation (16.9 per 100,000 population). Traffic accident rates are
almost three times higher for males (24.7 per 100,000 popula-
tion) than females (9 per 100,000 population), representing the
second and fourth leading causes, respectively. Among men in
this same age group (20-59), ischemic heart disease is the lead-
ing cause of death, and, as mentioned earlier, traffic accidents are
the second, followed by suicide, lung cancer, cirrhosis, and homi-
cide. Death from HIV/AIDS, which was among the highest rank-
ing causes of death in the mid-1990s, began trending downward
in the late 1990s. After lung cancer, ischemic heart disease is the
second leading cause of death among women, followed by breast
cancer, traffic accidents, cerebrovascular disease, and cirrhosis.
Beginning at age 60, for both sexes, the leading causes of death
are diseases of the circulatory system (ischemic heart disease
and cerebrovascular disease) and neoplasms (cancer of the lung
for both sexes, of the breast in women, and of the prostate in
men), in addition to dementia and Alzheimer’s disease, chronic
respiratory disease diseases, and diabetes, presenting similar
profiles for both sexes and with slightly higher rates among men.

Mexico

The leading cause of death for Mexico’s total population is dia-
betes mellitus, accounting for 12.8% of deaths; it is the leading
cause among women, responsible for 15.7% of deaths, and the
second leading cause among men, with 10.6% of deaths (Table 2).
As does the non-Latin Caribbean, Mexico has one of the highest
rates in the Americas for both sexes, with more than twice the
rates of any other subregion.

Ischemic heart disease and cerebrovascular disease rank
among the four leading causes of death in Mexico for both men
and women, as in all other subregions. Cirrhosis is the country’s
third leading cause of death, for a rate of 32 per 100,000 popula-
tion (49.5 among men and 15.4 among women). Moreover, Mex-
ico is the only subregion in which cirrhosis is included among the
ten leading causes of death in women (fifth leading cause). It is
the leading cause of death among men aged 20-59 (15%) and the
second leading cause among women (6.1%). For men, traffic acci-
dents, chronic respiratory diseases, conditions originating in the
perinatal period, and homicides continue to figure prominently.
Among women, chronic respiratory diseases constitute the fourth
leading cause, followed by cirrhosis, conditions originating in the
perinatal period, hypertensive disease, diseases of the urinary
system, pneumonia and influenza, and nutritional deficiencies
and anemias (2.5% of all female deaths) rounding up the tenth
cause—Mexico is the only subregion where this occurs.

Among children under 5 years old, conditions originating in
the perinatal period and congenital malformations account for
60% of total deaths, followed, in order of importance, by pneu-
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monia and influenza, intestinal infectious diseases, accidental
obstruction of the respiratory tract, and malnutrition. The same
holds true with respect to the leading causes of death among
both boys and girls, although mortality rates are slightly higher
among boys for all these diseases.

Among Mexico’s female population aged 5-19 years old, the
leading causes of death are traffic accidents, followed by malig-
nant neoplasms of the hematopoietic and lymphatic systems,
congenital malformations, diseases of the urinary system, suicide
(third leading cause among the 10-19-year-olds), and homicide;
complications of pregnancy, childbirth, and the puerperium is
the seventh leading cause among the age group 10-19 years old.
Traffic accidents are also the leading cause of death among males
in the 5-19 age group, followed by homicide, malignant neo-
plasms of the hematopoietic and lymphatic systems, accidental
drowning or submersion, and congenital malformations. Mortal-
ity rates for the age group 5-19 are consistently lower than those
of other groups, although rates for males are always higher than
for females, especially with regard to external causes. As is the
case for the female population, suicide is the third leading cause
of death among males.

Among the population 20-59 years old, diabetes is the leading
cause of death for women and the second for men; cirrhosis is the
first leading cause for men and the second for women. After these
two causes, the causes of death for the male population, in rank
order, are traffic accidents, homicides, ischemic heart disease,
and HIV/AIDS. The third to sixth causes of death are ischemic
heart disease, malignant neoplasms of the uterus, malignant
neoplasms of the breast, and cerebrovascular disease.

After age 60 the leading causes of death for both sexes are
diabetes, ischemic heart disease, cerebrovascular disease, and
chronic respiratory diseases.

Central America

The leading cause of death for both sexes in this subregion are
pneumonia and influenza (8.6% of total deaths), whose rate is
more than double that seen in most of the other subregions. This
may partly be due to shortcomings in the medical certification of
death, inasmuch as pneumonias are often fatal but the basic or
underlying cause is not stated on the death certificates. Among
the male population, pneumonia and influenza are followed by
homicide, ischemic heart disease, intestinal infectious diseases,
and conditions originating in the perinatal period, whereas the
corresponding order for the female population is ischemic heart
disease, cerebrovascular disease, intestinal infectious diseases,
and diabetes. 