
care. Moreover, indigenous people are often discriminated against
in health centers by non-indigenous staff, and both fear and dis-
trust caused by the attitudes and behaviors of health care workers
prevent indigenous people from seeking the health care they need
(381, 382). For example, traditional beliefs and practices related to
childbirth are frequently not respected in institutional settings
(383, 384). At the policy level, lack of vital statistics or breakdown
by ethnic groups, gender, and age makes the generation of
evidence-based policies and managerial processes more difficult.
An analysis presented by the Economic Commission for Latin
America and the Caribbean indicates that 13 out of the 24 coun-
tries with indigenous populations that have conducted population
censuses in recent years have incorporated questions designed to
identify indigenous populations. Furthermore, 10 countries of the
Region have already processed their most recent censuses, and
relevant studies on indigenous populations are being carried out
(385). In terms of vital and service coverage statistics, although
studies and estimates have been carried out, there is not an ade-
quate characterization of the indigenous peoples of the Region,
and certainly not a reliable system of information, monitoring,
and evaluation of their health conditions (352).

National policies and international agreements guide some
countries in their development of indigenous-focused programs
and designate funding specifically for indigenous social services.

Argentina, Bolivia, Brazil, Colombia, Costa Rica, Chile, Ecuador,
Guatemala, Guyana, Mexico, Nicaragua, Panama, Paraguay, Peru,
and Venezuela have included an acknowledgment of diversity in
their Constitutions. The promotion of indigenous people’s health
and the incorporation of indigenous traditional medicine into
national health systems is part of the national legislation of Ar-
gentina, Bolivia, Brazil, Colombia, Ecuador, Mexico, Nicaragua,
Panama, Peru, and Venezuela (386). Most countries report that
they have technical units devoted to indigenous health affairs
within their ministries of health and that they have national pro-
grams or projects in place regarding the health of indigenous
peoples. However, the implementation of these policies and expe-
riences is largely uncoordinated and does not include consistent
indigenous participation in the formation or implementation of
these efforts as stated, for instance, by Convention 169 of the In-
ternational Labor Organization (Box 5) (369). A lack of commu-
nication, as well as the fragmentation or duplication of efforts at
every level, impedes the dissemination of lessons learned and re-
stricts the systematization and use of information to deliver end
products to society. In addition, issues such as collective property
rights, patents, biodiversity protection, and conservation have
not been adequately addressed (352).

Aware of health disparities, in 2000, the Region’s countries
committed themselves to reducing gaps through the achievement
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BOX 5. International Labor Organization Convention (No. 169) Concerning
Indigenous and Tribal Peoples in Independent Countries

Part V. Social and Health Security 

Article 24
Social security schemes shall be extended progressively to cover the peoples concerned, and applied without discrimi-
nation against them.

Article 25
1. Governments shall ensure that adequate health services are made available to the peoples concerned, or shall

provide them with resources to allow them to design and deliver such services under their own responsibility and
control, so that they may enjoy the highest attainable standard of physical and mental health.

2. Health services shall, to the extent possible, be community-based. These services shall be planned and administered
in co-operation with the peoples concerned and take into account their economic, geographic, social and cultural
conditions as well as their traditional preventive care, healing practices and medicines.

3. The health care system shall give preference to the training and employment of local community health workers,
and focus on primary health care while maintaining strong links with other levels of health care services.

4. The provision of such health services shall be co-coordinated with other social, economic and cultural measures in
the country.

SSoouurrccee:: International Labor Organization. International Labor Norms. C169 Indigenous and Tribal Peoples Convention, 1989 [Internet site]. Available
at http://www.ilo.org/ilolex/cgi.lex/convde.pl?C169.



of the Millennium Development Goals (MDGs). However, evalua-
tions in the Americas and recent projections show that although
there have been some gains in the health sector, expected results
will not be reached in time nor in form, especially among indige-
nous populations, unless certain current strategies are reoriented.
For instance, poverty reduction and economic development
strategies do not consider indigenous identities, world views, and
cultures; the right to self-determination; the right of indigenous
peoples to control their territories and resources; and the indige-
nous peoples’ holistic perspective of health. Currently, the assess-
ment of progress toward the MDGs is based on averages, not on
disaggregated data; progress (or lack thereof) of indigenous pop-
ulations is, therefore, lost in the calculations (387).

In December 2004, the General Assembly of the United Na-
tions Permanent Forum of Indigenous Issues adopted a resolu-
tion for a Second International Decade of the World’s Indigenous
Peoples (2005–2015). The decade’s goal is to further strengthen
international cooperation for solving problems faced by indige-
nous peoples in such areas as culture, education, health, human
rights, the environment, and economic and social development,
through action-oriented programs and specific projects, increased
technical assistance, and relevant standard-setting activities
(Box 6) (388).

In acknowledging the priorities of indigenous peoples, PAHO
and the Member Countries have recognized the urgent need to
move forward with innovative and respectful ways of working
with indigenous representatives and to show clear results that

can demonstrate the reduction of the burden of disease and dis-
ability, and of barriers of access to quality health care for indige-
nous communities. This process will adhere to along the follow-
ing 2007–2011 strategic lines of action (389): 1) to ensure that
indigenous perspectives will be incorporated into the attainment
of the MDGs and national health policies; 2) to improve informa-
tion and knowledge management on indigenous health issues 
to strengthen regional and national evidence-based decision-
making and monitoring capabilities; 3) to integrate the intercul-
tural approach into the national health systems of the Region as
part of the primary health care strategy; and 4) to develop strate-
gic alliances with indigenous peoples and other key stakeholders
to further advance the health of indigenous peoples.

AFRO-DESCENDANT POPULATIONS

The Region of the Americas is enriched by its great ethnic and
cultural diversity, inherited from its sociological and historic
processes of conquest, colonialism, and immigration. In addition
to the indigenous populations analyzed in the previous section, an
estimated 250 million Afro-descendants live in the Americas.Afro-
descendants make up more than 45% of the population of the
English-speaking Caribbean, Brazil, Haiti, and the Dominican Re-
public. Brazil has the largest Afro-descendant population in the
Region, with an official count of roughly 75 million persons; the
United States is home to 36 million Afro-descendants (12.9% of
the population); and Colombia has approximately 8 million (23%).
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BOX 6. Objectives of the Second International Decade of the
World’s Indigenous Peoples

(1) Promoting nondiscrimination and inclusion of indigenous peoples in the design, implementation, and evaluation of
international, regional, and national processes regarding laws, policies, resources, programs, and projects.

(2) Promoting full and effective participation of indigenous peoples in decisions which directly or indirectly affect their
lifestyles, traditional lands, and territories, their cultural integrity as indigenous peoples with collective rights or any
other aspect of their lives, considering the principle of free, prior, and informed consent.

(3) Redefining development policies that depart from a vision of equity and that are culturally appropriate, including
respect for the cultural and linguistic diversity of indigenous peoples.

(4) Adopting targeted policies, programs, projects, and budgets for the development of indigenous peoples, including
concrete benchmarks, with particular emphasis on indigenous women, children, and youth.

(5) Developing strong monitoring mechanisms and enhancing accountability at the international, regional, and partic-
ularly the national level, regarding the implementation of legal, policy, and operational frameworks for the protec-
tion of indigenous peoples and the improvement of their lives.

SSoouurrccee:: United Nations Permanent Forum on Indigenous Issues. Second International Decade of the World’s Indigenous People [Internet site]. Avail-
able at: http://www.un.org/esa/socdev/unpfii/en/second.html.



Despite its size, this segment of the population has been so-
cially invisible since the independence era, due to characteristics
such as its high rate of urbanization and the loss, in most coun-
tries, of a linguistic identity. Most countries have not had specific
data on their Afro-descendant populations. Thanks to efforts
launched at the beginning of the 1990s with the support of fi-
nancial institutions and United Nations agencies, a handful of
countries (Brazil, Costa Rica, Colombia,24 Ecuador, Guatemala,
Honduras, and Trinidad and Tobago) have designated Afro-
descendants as an ethnic category in statistical sources. Disag-
gregated information from the aforementioned countries’ cen-
suses and household surveys can be used to analyze the living
and health conditions of this population group. In the future, this
will make it possible to monitor the extent to which policies im-
prove the quality of life of Afro-descendants.

PAHO’s analysis of the aforementioned statistical information
confirms that Afro-descendants in South America live in high-
risk conditions similar to those affecting indigenous communi-
ties. In Ecuador, for example, 52% of Afro-descendants live in
poverty, which is similar to poverty rates in the indigenous pop-
ulation. In Brazil, 52% of Afro-Brazilians are poor, compared to
26% of the general population. In Colombia, indigenous people
suffer the highest rates of poverty and indigence, followed by the
Afro-Colombian population (390). Importantly, the poverty dis-
tribution by ethnicity is coupled with gender-based differences
in household structure. Female-headed extended families are
overrepresented in the Afro-descendant population (Table 30).

This situation, which is common to this population group in
several countries, points up the great social exclusion that Afro-
descendants have endured for centuries, which affects all aspects
of life, and is manifested in other indicators. For example, in
Ecuador, 78% of Afro-descendant males and 80% of females
15–19 years old have completed six years of schooling, compared
to 87% of their peers in non-ethnic groups. In Brazil, this gap is
even wider. For the same age group, only 56.2% and 66% of Afro-
descendant males and females, respectively, have completed six

years of school, compared to 80.9% of males and 85.2% of fe-
males in the rest of the population.

The situation of Afro-descendants in Central America is not
quite so dire. In Honduras, Afro-descendants25 account for 5% of
the total population; they live primarily in cities along the At-
lantic Coast, including Tela, La Ceiba, Puerto Cortes, and Puerto
Castilla. In Honduras, poverty, as measured by unmet basic
needs, is less severe among Afro-descendants than indigenous
people: 42% of Afro-Hondurans have one or more unmet basic
needs, compared to 78% among the indigenous population. Edu-
cational attainment, as measured by the percentage of youth
15–19 years old who have completed six years of school, is also
higher in the Afro-descendant population than in the indigenous
population or the rest of the population (Figure 30).

There is a lack of data in regard to health indicators, because
up until very recently the countries’ health information systems
did not record the ethnic origin of Afro-descendants. As a result,
the data cannot be disaggregated. Studies that draw on other
sources reveal significant disparities in living conditions and ac-
cess to services to the detriment of Afro-descendants.26

With regard to infant mortality, the rate in the Afro-
descendant population in Ecuador is higher (32.6 deaths per
1,000 live births) than that in the non-ethnic population (25.8),
according to data from the 2001 census. The gap remains even
when data are disaggregated by urban area (29.3 among Afro-de-
scendants and 21.3 among non-ethnic groups) and rural area
(39.4 and 32.9, respectively). In Brazil, according to the 2000 cen-
sus, the infant mortality rate in the Afro-descendant population
is higher (37.6 deaths per 1,000 live births) than that in the rest
of the population (25.0). Colombia’s infant mortality rate is close
to the Latin American average. In the department of Chocó, how-
ever, where Afro-descendants are the majority of the population
(70%), male infant mortality rates are three times higher than
the national average (98.6 deaths per 1,000 live births) and fe-
male infant mortality rates are four times higher (80.9) (Figure
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TABLE 30. Household type, by ethnic group and sex of household head, Brazil, 2001.

Households headed by
an Afro-descendant (%) Other households (%)

Type of household Males Females Total Males Females Total

Single-person homes 6.8 15.6 8.9 6.0 23.4 10.3
Two-parent nuclear families 71.8 7.2 56.2 76.7 7.8 59.8
Single-parent nuclear families 1.8 39.0 10.8 1.7 38.7 10.8
Extended and mixed families 19.5 38.1 24.0 15.7 30.1 19.2
Total 100 100 100 100 100 100

Source: Data from Pesquisa Nacional por Amostra de Domicilios (household survey) 2001. Developed by PAHO.

24As information from Colombia’s 2005 Census is not yet available, data was taken
from the following publication: Situación de salud en Colombia. Indicadores Bási-
cos 2003, Instituto Nacional de Salud Ministerio de Promoción Social y OPS.
Bogotá, Colombia, 2003.

25The Afro-Honduran population descends from Africans who came to the coun-
try from Saint Vincent and the Grenadines and mixed with indigenous Caribs and
Arawaks.

26For more information on this topic, see PAHO, Health in the Americas, 2002
edition (pp. 105–106). PAHO, Washington, D.C., 2002.



31); these figures are higher than those in Haiti (79 deaths per
1,000 live births), India (65), and Kenya (68).

In Honduras, the mortality rate for children under 5 is higher
in urban Afro-descendant populations (30.7 deaths per 1,000 live
births) than in urban indigenous populations (21.3) and non-
ethnic populations (25.3).

The risk of dying from HIV-infection and diseases linked to
poverty varies by ethnicity and sex. In Honduras, more than 8%
of adults in the Garifuna population are HIV-positive, compared

with a national average of 2%, and the cumulative rate of HIV in-
fection is nearly 15 times the national average among Garifunas.
In Brazil, the Government adopted a policy of universal, free ac-
cess to antiretroviral therapy in 1998. Since then, in the state of
São Paulo, white men have seen their mortality risk fall consider-
ably, but their Afro-descendant counterparts have not seen such
an improvement; the mortality risk is similarly higher among
women of African descent than among white women (Figure 32).

With regard to water supply, the 2000 censuses indicate that
Afro-descendants have less access than does the non-ethnic pop-
ulation. In Brazil, 85.4% of Afro-Brazilians have adequate access
to drinking water, compared to 92% in the non-ethnic population.
In Ecuador, 66% of Afro-Ecuadorians have access to drinking
water, compared to 69% of the non-ethnic population. Afro-
Hondurans have nearly the same access as the non-ethnic popu-
lation (74% vs. 73%).

In 2004, Brazil’s Special Secretariat for Policies for the Promo-
tion of Racial Equality convened the regional workshop, “Work-
ing to Achieve Ethnic Equity in Health,” under the auspices of the
Office of the United Nations High Commissioner for Human
Rights and PAHO. Delegations from 24 countries attended, with
representatives from the health ministries, civil society, and the
foreign ministries responsible for monitoring summits. Delegates
acknowledged that indicators for the Millennium Development
Goals for Afro-descendants were lagging (Box 7) and declared
that “efforts should redouble to ensure that the Millennium De-
velopment Goals benefit the groups that are victims of racism,
racial discrimination, xenophobia, and related intolerance”(391).

Although Afro-descendants make up nearly half of Brazil’s
total population, they account for just 10% of its physicians. The
percentage of female doctors of African descent is even lower
(Table 31). In Ecuador, the percentage of Afro-descendant physi-
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FIGURE 30.  Percentage of the population 15–19 years old 
that completed six years of schooling, by ethnicity and 
sex, Honduras, 2001.

Source:  2001 Population Census, prepared by PAHO. 
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FIGURE 31.  Infant mortality rate (per 1,000 live births), by sex, various departments, 
Bogotá, and national average, Colombia, 2003.
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cians (1.5%) is much lower than for the population as a whole. In
Honduras, of the 17,320 people identified in the census as work-
ing in health-related professions, including categories such as
midwifery and naturopathy, fewer than 2% (336) were identified
as Afro-descendants, which is below the Afro-descendant per-
centage of the total population (approximately 5%).

To achieve greater equity for ethnic and racial groups in the
Region during the “Decade of Human Resources for Health”
(2006–3015), efforts by educational institutions to provide train-
ing and education with a multicultural focus will be critical, as
will those of the health care system to provide updated training
to its officials.

FAMILY AND COMMUNITY HEALTH
In order to ensure full access to health care services and

change the situations and factors that affect the health of persons
and communities, it is necessary to resort to strategies that com-
bine programs, services, and activities and also obtain effective
results as a consequence of a conjunction of efforts. One of the
proposed approaches relates to family and community health,
where families and communities are the key actors in managing
health and are not simply relegated to receive comprehensive care
and health promoting measures. In summary, the family and
community health approach attempts to combine actions and
participatory interventions of proven success, that through mu-
tual empowerment increase each one’s effectiveness and allow for
access to the health objectives and goals throughout the life cycle

(392). For example, reducing infant mortality can become an at-
tainable goal if comprehensive care incorporates the promotion
and preservation of health, the prevention of exposure to risk fac-
tors, the early detection and restoration of functions impaired by
disease, as well as curative and palliative interventions focused
on individuals and families.

In Brazil, for example, evidence shows that the family health
program has been successful in reducing infant mortality, and it
is estimated that a 10% increase in the program’s coverage could
reduce infant mortality by 4.5% (393). In theory, significant
progress could be made in improving the quality of life of chil-
dren and reducing child morbidity and mortality rates through a
family health program that includes care for pregnant women
from the onset of gestation and even earlier, to prevent compli-
cations and fetal development problems (394) and the spread of
infections in utero; delivery by trained professionals; immuniza-
tion of newborns and children; the prevention of respiratory in-
fections and treatment of diarrhea and parasitosis; and nutri-
tional guidance, early stimulation, development, and reductions
in risks in the home. There also is evidence that shows that pro-
grams that stress skill development among fathers and mothers
to be able to talk to their teenage children about risks associated
with having unprotected sexual relations are highly effective in
generating an understanding about the risks and behavior pat-
terns of self-protection (395).

Although it is still necessary to compile information that can
conclusively show how integrating programs geared to families
can lead to a more efficient use of services and a greater partici-
pation by people in the management of their own health, pre-
liminary evidence shows that this strategy is not only advisable,
but absolutely necessary for achieving the Millennium Develop-
ment Goals and expanding the coverage of services. Throughout
their lives, individuals maintain associations with their families
and communities through various links. Consequently, the use of
these social structures is conducive to ensuring an expansion of
coverage, as well as an improved efficiency of services and a
greater level of participation by families and the community.
Similarly, the constant implementation of the actions of the pro-
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FIGURE 32.  Risk of dying from AIDS, by sex and ethnicity, 
trends in the municipio of São Paulo, Brazil, 1998–2005.

Source: Proaim, São Paulo, Brazil, with PAHO collaboration. 
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TABLE 31. Percentage of health workers of African
descent, by profession and sex, Brazil, 2002.  

Profession Total Males Females

Physicians 10 11 8
Oral surgeons 9 11 8
Veterinarians 15 14 16
Pharmacists 8 12 5
First-level nurses 

and related personnel 20 38 18
Physiotherapists 

and related personnel 11 12 11
Nutritionists 31 0 32
Total 12 12 12

Source: Household survey, 2001.



grams and initiatives prevents the neglect and marginalization
that can have an impact on persons during critical points in their
lives, especially during adolescence and old age. Finally, these
kinds of programs encourage older persons to contribute to the
well-being of their children and grandchildren (396).

CHILDREN

Infant Mortality and Mortality in Children
under 5 Years Old

Approximately 12 million children are born each year in Latin
America and the Caribbean. According to estimates, close to

400,000 die before reaching their fifth birthday; 270,000 die be-
fore their first year and, of these, 180,000 die during their first
month of life (397). This steady loss of life is mainly due to causes
that can be prevented, or treated if detected early, such as malnu-
trition and many infectious and respiratory diseases that to-
gether are responsible for one of every four deaths among chil-
dren under 5 years old. In Latin American countries, the average
infant mortality rate dropped from 43 per 1,000 live births to 25
between 1990 and 2003 (398).

Nevertheless, despite this reduction and some progress at-
tained, in many Latin American and Caribbean countries, the
high mortality rate among newborns has not dropped as ex-
pected. Between 1989 and 1998, the infant mortality rate in Bo-
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BOX 7. Reducing the Ethnic and Racial Gap to Meet the 
Millennium Development Goals 

In countries where Afro-descendants make up a large segment of the population, the infant mortality rate must
be reduced to meet the Millennium Development Goals with greater equity.

The case of Brazil, where people of African descent make up 46% of the population, illustrates the point. The in-
fant mortality rate in Brazil fell by nearly 40% in one decade, dropping from 49.4 deaths per 1,000 live births in 1990
to 30.8 deaths per 1,000 live births in 2000. In terms of ethnicity, the following table shows that in 2000, the mortal-
ity risk for Afro-Brazilian infants was double the risk for infants in the rest of the population.

To achieve the goal of reducing the infant mortality rate to 16.5 deaths per 1,000 live births by 2015, different
strategies for closing the gap between segments of the population should be considered. Under a first scenario, the
goal would be met by maintaining the gap at 50%, which would require rates of approximately 19.5 deaths per 1,000
live births among Afro-descendants and 13 deaths per 1,000 live births among the rest of the population. If the infant
mortality rate for the general population fell to 16.5, with no drop in the Afro-descendant population, the gap would
grow, causing adverse social effects.

Another possible scenario is to attempt to reach the goal while also narrowing the gap. This would require reduc-
ing the mortality rate to 18.5 deaths per 1,000 live births for Afro-Brazilian infants, and to 14 deaths per 1,000 live
births for the rest of the population. In this case, the goal would be met as in the other scenarios, but with the added
value of a 25% reduction in the gap in the infant mortality rate. As illustrated in the table, the same approach could be
taken for reducing mortality in children under 5 years old.

The implementation of strategies for achieving these results will require considerable coordination between sectors.
For example, the positive impact that maternal education has on infant mortality has already been amply demonstrated.
In addition, successful coordination between government programs and the support of civil society will be necessary.

Infant mortality rate and mortality rate in children under 5, by area and ethnicity, Brazil, 2000.

Infant mortality rate Mortality rate in children under 5
(per 1,000 live births) (per 1,000 live births)

Ethnic group Total Urban Rural Total Urban Rural

Afro-descendant population 37.6 35.1 45.0 46.7 43.3 57.6
Rest of population 25.0 23.3 32.7 29.8 27.5 40.0
Total 30.8 37.6

SSoouurrccee:: Data from Brazil’s 2000 Population Census, available from the ECLAC/CELADE database.



livia dropped 29%, but during the same period, the neonatal
mortality rate in the country only fell by 7% (397).

Low birthweight, asphyxia, and sepsis are responsible for some
40% of the deaths attributed to perineonatal causes, and together
are responsible for 80,000 deaths annually. Most of these deaths
could have been prevented by improving prenatal care and en-
suring adequate care is given during childbirth and for the new-
born. A varying percentage of deaths due to problems during
pregnancy and childbirth also could be avoided if women reach-
ing childbearing age were in better health (especially in terms of
nutrition and being disease-free), received appropriate prenatal
care, and qualified care during delivery (399).

Rates of childhood malnutrition in terms of weight-for-age,
weight-for-height, and height-for-age have decreased, although
high rates of micronutrient deficit persist in countries with the
highest infant mortality rates. Low height-for-age reflects chronic
malnutrition, the most frequent kind of malnutrition in the
Americas, with a regional average of 16% in 2003 (400), although
this figure masks disparities in some areas within countries. Low
weight-for-age in boys and girls under 5 years old is increasing,
on average, by 7% (400). Although information has been pub-
lished about the benefits of exclusive breast-feeding during the
first 6 months of life on infant morbidity and mortality (401), in
21 countries of the Region only 29% of infants benefit from this
practice (402).

Poverty and Inequity
Poverty remains as the leading obstacle to achieving good

health, adequate development, and quality of life in childhood. In
Latin America in 2004, 36.7% of the urban population and 58.1%
of the rural was considered poor; 45% lived in extreme poverty,
55% of whom were children (400).Poor families tend to have more
children, and they are raised in adverse conditions. In 2000, it was
estimated that 36% of all children under 2 years old in Latin
America were at high risk in terms of nutrition; in rural areas the
percentage rose to 46%,given precarious health conditions and the
great difficulties in gaining access to public health services (400).

In 2002, only 69% of Latin America’s rural population had ac-
cess to drinking water and only 44% had access to basic sanita-
tion. Approximately 30% of children under the age of 6 lived in
homes without access to drinking water systems and, therefore,
were at high health risk associated with the quality of water 
used for housework and food preparation. In addition, 40% of
these children were at high risk for contracting diseases, owing to
a lack of systems for excreta disposal and the presence of waste
around the home (400).

Integrated Management of Childhood Illnesses
In 1996, the World Health Organization (WHO) and the United

Nations Children’s Fund (UNICEF) designed the Integrated Man-

agement of Childhood Illnesses (IMCI) strategy as a way to help
reduce infant mortality and morbidity caused by easily prevent-
able diseases and thus foster healthy growth and development of
children under 5 years old, especially among the most vulnerable
population groups. IMCI’s neonatal component, which targets the
first week of life, was recently formulated and is considered cru-
cial to further reduce infant mortality (397). PAHO promotes the
implementation of IMCI in the Americas; in 2001, 18 countries,
comprising 52% of the population under the age of 5 and ac-
counting for 75% of the deaths that occur annually in this age
group, adopted the strategy. The IMCI implementation process
consists of the following three fundamental components:

• The clinical component aims to enhance the skills of health
care workers in managing cases through training, super-
vision, the provision guidelines for the comprehensive treat-
ment of childhood diseases tailored to local needs, and
activities focused on promoting the use of guides for ex-
panding training coverage.

• The health care systems component aims to improve the
health systems that are necessary for providing good care.

• The community component focuses on incorporating family
and community practices that are key factors for childhood
survival and sound growth and development by enlisting
the participation of actors in society and the community.

Through the clinical component, IMCI addresses the evalua-
tion, classification, and treatment of the most frequently seen
problems, including aspects dealing with detection, treatment,
disease prevention, and health promotion. In this way, IMCI in-
corporates the treatment of the main reason for the medical
consultation and the overall state of health of the child in a com-
prehensive approach. To this end, IMCI emphasizes the identifi-
cation of signs and symptoms of other diseases and problems
and takes into account the epidemiological profile of each loca-
tion (403). The community component focuses on community
mobilization and participation, based on an analysis of the local
circumstances, and enlists the commitment of stakeholders to
foster sound health care practices in families and in the commu-
nity. In other words, it promotes behavior patterns that are es-
sential for preventing disease, improving the physical and mental
development of children, providing adequate care in the home,
and seeking medical assistance outside the home (404).

IMCI also incorporates a systematic evaluation of children’s
current state of nutrition, the food they are given, and their immu-
nization schedule. In so doing, nutritional disorders or problems
related to diet that can serve to prevent malnutrition or stunted
growth can be detected early. Finally, the implementation of the
IMCI strategy also encompasses basic child care in the home by
strengthening the role of health care personnel in informing and
educating parents about how to improve their knowledge and be-
havioral practices associated with their children’s health.
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In 2004, a WHO team conducted an in-depth national evalua-
tion of the activities associated with the clinical and community
components of the IMCI in Peru. The country was selected be-
cause IMCI has broad coverage there, in that every department
had received training as part of the strategy (405). In Chao, Peru,
the benefits perceived by the society stakeholders and by the
mothers consisted of: 1) a better awareness by families of key
family practices, and 2) changes in the behavioral practices of
families, especially in relation to cleanliness in the home, hand
washing, caring for children with diarrhea at home, identifying
dangerous warning signs, and seeking medical assistance (406).

Child Development within the Framework of the
Millennium Development Goals (MDGs)

The specific goal agreed upon by countries in relation to infant
mortality stipulates that by the end of 2015, infant mortality
levels would have been reduced by two-thirds of the 1990 figures
(MDG 4). The estimates for the Region of the Americas show that
achieving this goal will require accelerating the rate of decrease
of mortality levels of children under the age of 5, a reduction rate
that during the 1990s averaged nearly 2.4% annually. In order to
achieve by 2015 a mortality rate that is one-third the earlier fig-
ure, the rate of decrease in the mortality levels of children under
the age 5 will have to more than double, to 5.6% annually. If this
goal were achieved, the number of annual deaths in children
under 5 years old would be around 250,000, fewer than half the
number that, according to estimates, occurred in 2000 and one-
third the number estimated in 1990.

The assessment of the IMCI strategy implementation showed
an improvement in the rate of reduction of cases of diarrhea,
from 29% annually in 1975 to 50% annually in 2000. In respira-
tory diseases, the annual reduction in 1975 was 33%, increasing
to 50% annually in 2000. This shows that the IMCI strategy has a
good potential for reducing the burden from these diseases when
it is broadly implemented in national, regional, and international
programs (404).

HEALTH AND DEVELOPMENT OF ADOLESCENTS AND YOUTHS

The 2000 Millennium Declaration reaffirmed the commitment
to the principles of equality, equity, and human dignity, includ-
ing as they apply to adolescents and youths. Furthermore, the
United Nations General Assembly Special Session on HIV/AIDS 
(UNGASS) pressed for a reduction in the prevalence of HIV in the
population 15–24 years old (2001) (407, 408), while the UN Gen-
eral Assembly Special Session on Children (409) called for the de-
sign and implementation of national adolescent health policies
and programs (2002). Most countries in the Region of the Ameri-
cas have already met this latter goal, placing the issue of adoles-
cent and youth health and development on their political agenda.

Demographic Factors
Young people between the ages of 10 and 24 made up 28% of

the total population of Latin America and the Caribbean (161
million individuals) in 2006, with the population 10–19 years old
representing 20% (410). Youths 10–24 years old account for a
large share of the total population of the Region’s poorest coun-
tries, such as Haiti and Nicaragua, where they represent 35% of
the general population. Youths account for 30% to 35% of the
population of the Dominican Republic, Guatemala, Honduras,
and Paraguay, compared with a figure of 23% in Cuba, Puerto
Rico, and Uruguay. A breakdown of the population structure of
English-speaking Caribbean nations, by country, puts the share
of adolescents (young people between 10 and 19 years old) at
only 11% in Bermuda, 13% in Aruba, and 24% in the Cayman Is-
lands and Grenada (410).

The growing numbers of young people are putting pressure on
education, health, employment, legal, and recreational systems.

Indigenous populations include an even larger share of youths,
who make up 24% of the indigenous population of Panama, for
example, compared with 18% of the general population.According
to data for 2000, the countries with the largest indigenous youth
populations as a share of the general population were Bolivia
(62%), Guatemala (48%), Ecuador (25%–40%), Belize (16%),
Honduras (12%), Suriname (10%), and Guyana (6.3%) (411).

In general, the Region’s youth is the group hardest hit by
poverty, as defined by household income level (412). More specif-
ically, 41% of youths between 15 and 29 years of age are living in
poverty and 15% are living in extreme poverty (413). More than
50% of youths in Bolivia, Guatemala, Honduras, Nicaragua,
Paraguay, and Peru live in poverty. However, there are large
disparities between urban and rural areas. Thus, in 2002, one in
three youths residing in urban areas was poor, compared with
half of all youths in rural areas. Moreover, the likelihood of rural
youths being poor is 64% greater than that of youths living in
cities around the Region (413).

Adolescent and young women and indigenous youths are
among the most vulnerable populations. Females are at a higher
risk than males of experiencing a sexual assault or early marriage
and/or pregnancy and of dropping out of school (414). Indige-
nous peoples are one of the poorest and most socially excluded
population groups, with 75% to 85% of the indigenous popula-
tion living in poverty (415), with low levels of education, high
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“The most important new health problem confronting the
Americas is the acquired immune deficiency syndrome
(AIDS). The number of reported cases in the countries of the
Region by the end of December 1987 was 56,368—approxi-
mately 74% of the world’s reported cases.”

Carlyle Guerra de Macedo, 1987 



dropout rates, poor-quality jobs, low incomes, poor health and
nutrition, and limited access to goods and services (416).

There is more migration by adolescents and young adults (be-
tween the ages of 15 and 29) than by children and older adults
(413), which heightens this group’s health risks in general and
their risk of contracting HIV and sexually transmitted infections,
in particular. Most migration involves youths between the ages of
17 and 22 (417), who face greater social vulnerability and disad-
vantages in terms of education, employment, language skills, and
legal protection (413). One of the leading forms of migration is
rural-to-urban migration. In 2000 in Mexico, for example, 53% of
males and 34% of females between 20 and 24 years of age moved
to urban areas in search of employment, and 23% of females
moved for purposes of marriage or consensual unions. That
same year, 73% of residents of rural areas of Brazil between the
ages of 15 and 24 moved to an urban area (418).

The rate of international migration by youths between Latin
American and Caribbean countries in 2004 was estimated at
17%. There are large concentrations of immigrants in countries
such as Argentina, Costa Rica, and Venezuela, consisting mostly
of female domestic workers (413). That same year, the rate of out-
migration to the United States was 9% in Colombia, 7.7% in the
Dominican Republic, 8.8% in El Salvador, and 5.5% in Mexico;
the average age of these immigrants was 25.6 (419).

Education
There was progress at all levels of education in Latin American

countries in 2001–2005 (412). Most countries have achieved uni-
versal primary education coverage and have closed the gender
gap. However, only 39.8% of Latin American youths complete
their secondary education, compared with 85% of their peers in
Organization for Economic Cooperation and Development mem-
ber countries. The figure is even lower in the Region’s poorest
countries, at 12%. At higher education levels, only 6.5% of the
college-age population graduates, compared with a mere 0.9% in
the Region’s poorest countries (413).

There are stubborn socioeconomic and rural-urban dispari-
ties in the Region. According to data for 2000, 48% of youths in
the poorest quintile completed primary school and only 12% of
this group completed secondary education, compared with rates
of 80% and 58%, respectively, in the richest quintile (420). The
dropout rate at the primary education level in rural areas (54%)
was double that in urban areas (22%) (413). The indigenous
youth population is even more severely affected by these exclu-
sions. In Guatemala, for example, the repeater rate for indigenous
students at the primary education level was 90%, while in Bo-
livia, the probability of a non-Spanish-speaking indigenous child
repeating a grade was twice that of a Spanish-speaking child
(420). Data for 2001 shows indigenous adolescents in Panama
with higher dropout rates and less access to secondary and
higher education (421). There is little or no gender gap with re-

spect to access to education, and females reportedly outperform
males, particularly in the English-speaking Caribbean countries.
Countries like Bolivia, Guatemala, and Peru, however, do not have
this same gender equality (407).

Education is a key variable associated with lower pregnancy
rates, lower rates of HIV and other sexually transmitted infec-
tions, better physical and mental health, and a lower probability
of substance abuse, social exclusion, and violence. Improvements
in access to and quality of secondary education are crucial for the
achievement of positive health outcomes.

Employment
The employment status of the youth population is marked by

high job turnover, low pay, and limited social security coverage
(412). According to data for 2005, the percentage of the econom-
ically active population between the ages of 15 and 19 ranged
from 55% in Brazil, to 42.5% in Guatemala, to 14% in Puerto Rico
(410), averaging out to 54.2% for the Region as a whole (63.8%
for males and 44.5% for females) (422). Since 1995, employment
rates for 15-to-19-year-olds have come down by 6.6% in males
and edged upwards by 2.2% in females (422).

The unemployment rate for the Region’s youth population is
16.6%, 2.8 times higher than the adult rate (422). Of each 100 new
employment contracts in the Region’s countries, 93 involve adults;
the 7 involving youths are mostly for part-time jobs (420). There
are clear socioeconomic disparities in employment status, with
the Regionwide average unemployment rate for youths in the
richest quintile at 8.7%, compared with a rate of 28.1% for youths
in the poorest quintile (412). In addition to high unemployment,
there are growing numbers of youths in low-paying jobs as street
vendors or domestic workers and miscellaneous jobs in the infor-
mal sector. More specifically, 69% of working youths between 15
and 19 years of age and 49% of working youths between the ages
of 20 and 24 held these types of low-paying jobs (420). According
to data for 2000, Haiti had a total of 25,000 female domestic work-
ers, of whom 75% were between the ages of 7 and 14 and 85%
were from the countryside (423). An estimated 21% of 15-to-24-
year-old poor youths in Latin America and the Caribbean were
out of school and out of work (424).

Family Structure and Dynamics 
Family structure and dynamics are crucial to healthy adoles-

cent development, and nurturing family relationships can help
protect against early sexual initiation, substance abuse, and de-
pression (425). The share of two-parent households in which the
mother stayed at home dropped from 46% to 36% between 1990
and 2002, while the share of two-parent households with working
mothers rose from 27% to 33% over the same reference period
(426). According to data for 2002, 26% of urban households were
headed by women. This figure ranged from 21.4% in Mexico and
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Ecuador to 35.3% in El Salvador (427). The share of fatherless
families with female heads of household increased from 13% to
16% between 1990 and 2002 (426). The percentage of youths liv-
ing at home with their original families is inversely correlated
with their age. In Chile, for example, 98.6% of 15-to-19-year-old
adolescents still lived at home with their parents, compared with
only 68.4% of youths between 25 and 29 years of age (413). Still,
this latter figure suggests a growing trend for children to live at
home longer which, in turn, reflects how difficult it is for youths
to make it on their own (428).

Youths living in poverty, with little education, and scant em-
ployment prospects are at greater risk of having adverse health
and development outcomes. They particularly need support that
embraces human rights, gender, and equity perspectives.

Mortality and Morbidity
The mortality rate for 15-to-24-year-old youths in the Region

in 2003 was approximately 130 per 100,000 population (429).Ar-
gentina, Barbados, Bermuda, Canada, Chile, Costa Rica, Cuba,
Dominica, Paraguay, the United States, and Uruguay had the low-
est rates (<100 per 100,000), while Colombia, Haiti, Honduras,
and Peru all had rates of over 200 per 100,000 (429). A break-
down of adolescent and youth mortality rates shows males and
youths aged 15 to 24 with comparatively higher rates. The mor-
tality gender gap has widened everywhere, except in Colombia,
Cuba, and El Salvador (413).

Table 32 breaks down mortality rates by cause for 15-to-24-
year-old males and females in selected countries in the Americas.
In or around 2000, so-called “external” causes—including acci-
dents, homicides, suicides, etc.—were the leading cause of death,
followed by communicable diseases, noncommunicable diseases,
and complications of pregnancy, childbirth, and the puerperium.
In Colombia, homicides accounted for 62.5% of male fatalities in
this age group, compared with rates of 46.1% in El Salvador,
42.0% in Brazil, and 38.3% in Venezuela (430). During this same
period, suicide was the leading cause of death for females in the
same age group in Ecuador, El Salvador, and Nicaragua and
among the five leading causes of death in another 16 countries.

Complications of pregnancy, childbirth and the puerperium
were the main cause of death for 15-to-24-year-old females in
Haiti, Honduras, and Paraguay and are still among the five leading
causes of death in 18 countries in the Region. In Haiti, complica-
tions of pregnancy were the leading cause of death for 15-to-24-
year-old females between 2001 and 2003 (429). In the Caribbean,
AIDS is already among the five leading causes of death for youths
in this age group and, in Jamaica, was one of the three leading
causes of death for 15-to-19-year-olds in 2005 (431).

According to morbidity data, obstetric conditions were the
most common cause of hospitalization for 10-to-19-year-old
females (accounting for 27% and 31%, respectively, of hospital
stays in the Caribbean and Central America), followed by trauma

and violence and diseases of the respiratory tract in both males
and females. HIV infection was the fourth most common cause of
hospitalization in Honduras (430). Tuberculosis is a stubborn
problem among 15-to-24-year-olds in the Region, affecting males
more than females (432). This age group accounted for 60% of di-
agnosed cases of tuberculosis in Peru, 40% in Ecuador, 30% in
Argentina and Paraguay, and 7% in Uruguay.

Around half of all preventable premature adult deaths are at-
tributable to acquired risk factors dating back to adolescence,
such as smoking, poor eating habits, and a lack of physical exer-
cise. Adolescent obesity is on the rise, with a current prevalence
rate of between 8% and 22% (433). Half of all obese adolescents
continue to suffer from this condition in adulthood. Obese ado-
lescents between the ages of 10 and 15 are at the greatest risk
(433, 434).According to data for 2003, 12.7% of females (between
12 and 19 years of age) and 14.6% of their male counterparts in
the United States were overweight. The share of overweight ado-
lescents of Latin American descent was as high as 24.7% among
females and 19.9% in males (435).

Sexual and Reproductive Health
There are close ties between adolescent sexual and reproduc-

tive health and achievement of the Millennium Development
Goals (MDGs) (409–412).

Sexual Initiation
Most youths first become sexually active in adolescence, and

youths in many countries in the Region are sexually active at an
increasingly early age. Over 50% of 15-to-24-year-old females in
some Central American countries had had sexual relations by the
age of 15 (436); the percentage is even higher in rural areas. In
Brazil, according to data for 2006, 36% of young men and women
between 15 and 24 years of age reported having been sexually ac-
tive since the age of 15, and 1 in 5 reported having had sexual in-
tercourse with more than 10 partners during their lifetime (437).
In the Dominican Republic, 44% of the female adolescent popu-
lation had had sexual intercourse before age 15 and 78% had got-
ten pregnant (438). In Peru, 62% of females who had had sexual
relations before the age of 14 were coerced into doing so (407). In
Jamaica, 46% of 15-year-old males and 21% of 15-year-old fe-
males were sexually active, compared with 90% of 19-to-20-year-
old youths (439).

Contraceptive Use
According to a 2002 report by the Economic Commission for

Latin America and the Caribbean (ECLAC), nearly 90% of Latin
American and Caribbean adolescents were familiar with at least
one method of contraception, except in Bolivia (74%), Guatemala
(68%), and Paraguay (89%) (416). In the 2004 ECLAC report, 7%
of sexually active Honduran females between the ages of 15 and
24 reported having used some form of contraception in their first
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sexual encounter, compared with 7.3% of this same group in
Guatemala, 17.8% in El Salvador, and 23.6% in Paraguay (413).
According to a Jamaican survey, the rate of contraceptive use by
young women in their first sexual encounter rose from 42.7% to
67.3% between 1993 and 2002, while the rate of contraceptive use
by male youths went from 21.6% to 43% during the same time
frame (440). The same survey found a link between delaying sex-
ual activity until after 18 years of age and a higher likelihood of
contraceptive use in the first sexual encounter (77%, compared
with 42% for those choosing not to delay sexual initiation) (439).
The unmet need for contraception among young women in 2006
was 48% in Honduras, 38% in Guatemala, and 36% in Nicaragua
(440–442).

The launching of programs aimed at providing youths with
access to contraceptives to reduce the number of unwanted chil-
dren and prevent deaths due to unsafe abortions should be a pri-
ority for the Region’s countries.

Pregnancy
Half the countries in the Americas have adolescent fertility

rates higher than 72 per 1,000 live births. Honduras (137), Ni-
caragua (119), Guatemala (114), El Salvador (104), and the Do-
minican Republic (96) have the highest rates (440–442). Figure 33
shows fertility rates for 15-to-19-year-old girls for 2000–2005.

According to data for 2001, approximately 33% of young
women in Nicaragua between the ages of 20 and 24 had had a
child before age 18, and nearly half this group had had a child be-
fore the age of 20. The figures for Guatemala and Honduras were
44% and 50%, respectively (440–442).

Adolescents account for 15% of the burden of disease attribut-
able to maternal conditions and 13% of all maternal mortality
(443). According to a 2005 study in El Salvador, 52% of maternal
deaths involved young women between 15 and 24 years of age
(444). Adolescents run a higher risk of adverse pregnancy out-
comes such as postpartum hemorrhages, puerperal endometrio-
sis, low-birthweight-for-gestational-age babies, and preterm de-
liveries. A comparison of mothers under the age of 20 with
20-to-24-year-old mothers shows the former twice as likely to
have eclampsia and episiotomies and more likely to have a for-
ceps delivery and to experience postpartum hemorrhaging
(445).According to the same study, adolescent girls under the age
of 15 were at a four times higher risk of maternal mortality than
young women between the ages of 20 and 24 (445, 446).

An estimated 40% of pregnancies are unplanned and a result
of no contraceptive use, improper contraceptive use, or contra-
ceptive failure. Available data shows 45% of children born to
mothers between the ages of 15 and 19 in Nicaragua to have been
unplanned pregnancies (440), compared with figures of 40% in
Honduras (441) and 29% in Guatemala (442). These young girls
are also less likely to get prenatal care or to have their deliveries
attended by a health care professional.

An estimated 1 in 270 women in developing countries under-
going an abortion are at risk of dying, and 15% of all unsafe abor-
tions are performed on 15-to-19-year-old girls and 29% on young
women between the ages of 20 and 24. Abortions are responsible
for 13% of all pregnancy-related deaths (447).
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FIGURE 33.  Age-specific fertility rate for 15–19-year-old 
adolescents, selected countries, Region of the Americas, 
2000–2005. 
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The prevention of pregnancy in young adolescents is vital for
achieving the MDGs and reducing the intergenerational trans-
mission of poverty.

HIV/AIDS and Sexually Transmitted Infections
An estimated 1.6% of Caribbean females (an average of the

lowest estimate of 0.9% and the highest estimate of 2.3%) and
0.7% of Caribbean males (low estimate of 0.4%, high estimate of
1.5%) between the ages of 15 and 24 were infected with HIV in
2004. The figures for Latin America were 0.3% (low estimate of
0.2%, high estimate of 0.8%) for females and 0.5% (low estimate
of 0.4%, high estimate of 1.5%) for males (437). Adolescent girls
between 15 and 19 years of age were six times more likely to be
infected with HIV than adolescent males in the same age group
in Trinidad and Tobago, compared with a ratio of 2.5 in Jamaica.
The AIDS mortality rate for Latin American youths was 2.9 per
100,000 and was the leading cause of death among young women
between the ages of 15 and 24 in Belize, Guyana, and Trinidad
and Tobago. In general, estimated AIDS mortality rates in Latin
America for 2001–2003 were higher for males than for females.
However, figures for 15-to-24-year-old females in the Dominican
Republic, El Salvador, Paraguay, and Puerto Rico outstripped
male rates for the same age group (437).

The increasing feminization and youthfulness of the AIDS epi-
demic require stepping up AIDS prevention efforts targeted at
these population groups.

Sexually transmitted infections affect 1 in 20 adolescents a year.
The most common sexually transmitted infections are chlamydio-
sis, gonorrhea, syphilis, and trichomoniasis. In pregnant adoles-
cent girls, they increase the risk of delivering premature and low-
birthweight infants. Moreover, if left untreated, over the long term,
these infections heighten the risk of infertility (accounting for half
of all cases of infertility), cancer, and HIV infection (407).

Violence
Africa and Latin America have the world’s highest rates of

youth violence. There are studies which show that, for every
youth homicide, there are anywhere from 20 to 40 victims of
attempted homicides in this same age group requiring hospital

care (448). In Colombia and Peru, 6 out of 10 adolescents report
having suffered psychological and physical abuse in the home
(449). Colombia’s 2005 National Population and Health Survey
found 44% of women reporting an incident of physical abuse by
their spouse to be between the ages of 15 and 29. In Central
America, between 3% (Honduras) and 10% (Costa Rica) of male
respondents between the ages of 15 and 44 reported having been
sexually abused, with the abuse occurring between the ages of 10
and 13 in 30% to 46% of these cases (450). Another cause of vio-
lence is gang activity. The current number of gang members in
Central America is estimated at somewhere between 30,000 and
285,000, mostly in El Salvador, Guatemala, and Honduras, with
another estimated 50,000 gang sympathizers counted among
area youths (451).

Substance Abuse 
A survey of seven countries in the Region by the Inter-Ameri-

can Drug Abuse Control Commission, an agency of the Organiza-
tion of American States (CICAD-OAS), found that approximately
10% of 13-to-17-year-old adolescents in school had used illegal
drugs sometime in their lives (452). Rates of reported drug use in
the month immediately prior to the survey ranged from 1% in El
Salvador and the Dominican Republic, to 4% in Uruguay, and 8%
in Paraguay (452). Approximately 40% of the students surveyed
indicated that it was easy to get hold of drugs in their country,
and one in four reported having been offered some type of illegal
drug at some point (452). Dependency rates for marijuana and
inhalants among Brazilian adolescents were 6.9% and 5.8%, re-
spectively (433).

Rates of tobacco use by 13-to-18-year-old adolescent male and
female respondents in the month immediately prior to the survey
ranged from 9.7% for Venezuelan males to 37.0% for Uruguayan
females (452). Rates of exposure to tobacco advertising for 14-to-
17-year-old adolescents in Latin American and Caribbean coun-
tries run extremely high, exceeding 90% in Argentina, Bolivia,
Costa Rica, Mexico, and Uruguay. In Uruguay, 35% of male and
female students between the ages of 11 and 15 reported having
already tried their first cigarette, and 21.6% of adolescents had
received a free offer of cigarettes from some tobacco company
sometime between 1999 and 2001. In Argentina, 35% of 12-to-
15-year-old adolescents reported having used tobacco in the last
30 days. Argentina has the world’s highest percentage of adoles-
cents exposed to tobacco smoke in public places (at 86.7%). Iron-
ically, 70.4% of adolescents in Argentina feel that smoking should
be banned in public places, which is almost the exact number of
adolescent non-smokers in that country (433).

According to a number of studies, alcohol consumption is on
the rise in Brazil, Chile, Costa Rica, and Mexico, particularly
among young women (433). A study of adolescent health in the
Caribbean found 40% of females and 50% of males between the
ages of 12 and 18 to have consumed alcohol and 1 in 10 youths
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“All countries have shown declines in infant and childhood
mortality and increases in life expectancy at birth, primarily
as a result of the control of infectious diseases in the early
years of life. As populations have aged and concentrated in
large urban areas, chronic and degenerative diseases, partic-
ularly cardiovascular disease and cancer, have become more
important as causes of morbidity and mortality.”

George A. O. Alleyne, 1995



between the ages of 16 and 18 to have consumed four or more al-
coholic drinks at a time. In Brazil, 25% of 6-to-18-year-olds
spending all day on the street used alcohol regularly (433).

PAHO is helping the Region’s countries strengthen adolescent
health and development through a child development, rights,
gender, and equity-based approach. Given the links between dif-
ferent types of high-risk behavior, the Organization is recom-
mending use of the so-called Integrated Management of Adoles-
cent Needs (IMAN) strategy, which coordinates country efforts in
the area of primary health care, mainly at the first level of care,
focusing on the health sector, with cross-sector integration.

The IMAN strategy is designed to consolidate health promo-
tion, prevention, and treatment efforts through the following
components: 1) assistance in improving information systems for
gathering disaggregated data by age group (10–14, 15–19, and
20–24), gender, and ethnic origin; 2) assistance in framing youth
policies, including health policies; and 3) in-country cooperation
for the delivery of high-quality services with universal service
coverage for adolescents and youths. It also helps train necessary
human resources for addressing prevailing health needs and
problems. The family and community-based component is
geared to promoting interventions for strengthening the families
of adolescent girls, addressing gender issues by empowering
adolescents and developing a more equitable social construct of
masculinity, and coordinating youth involvement. Strategic al-
liances with organizations such as the United Nations, the
Swedish International Development Agency, and the Norwegian
International Development Agency have optimized the effort’s ef-
fect. There are still many challenges, such as improving program
monitoring and evaluation capacity at the country level, mount-
ing evidence-based interventions, generating data in key areas,
and mobilizing necessary resources at the country and regional
levels.

The inter-program initiative for the promotion of child devel-
opment and violence prevention mounted by PAHO and the Ger-
man Technical Cooperation Agency with funding from the Ger-
man Government is a good example of this kind of partnership.
It has produced hard data on the subject, has organized class-
room and online distance training courses, has helped establish a
conceptual framework, and has strengthened the monitoring of
results and evaluation systems.

OLDER ADULTS

The aging of the population varies a great deal from subregion
to subregion in the Americas. In Bolivia, for example, there are 17
persons 60 years old and older for every 100 adolescents under 15
years old, while in Uruguay, there are 70 older persons for every
100 children, and in Canada, there are 88 for every 100. With the
exception of Bolivia, Haiti, Guatemala, Honduras, and Nicaragua,
every country of the Region will have at least as many or more
persons aged 60 than children under the age of 15 by the middle

of the 21st century. In Cuba, Barbados, and Puerto Rico, there will
be 200 older persons for every 100 adolescents under the age of
15 (453).

In the last 25 years, life expectancy at birth in the Americas has
increased by  7 years, and the current average exceeds 70 years of
age, with a seven-year difference in averages between figures for
North America and those for Latin America and the Caribbean. Of
Latin American and Caribbean persons born today, 78.6% are ex-
pected to live beyond age 60, and 4 of every 10 will live beyond 80
years. On average, older adults in the Region are living increas-
ingly longer lives: while in the 1950s they lived 9.9 additional
years after age 60, the data for 2006 shows that today they live an
average of 20.5 years after age 60 and 7.1 years after age 80.

A Decrease in Premature Deaths before Age 85 
Increases in longevity beginning in the 1940s mainly have been

due to reductions in the number of cases of infectious diseases
and to success in reducing mortality rates during infancy and
other early live stages. Since the 1980s, the absolute risk of dying
has dropped by 10% among those aged 60 and older; as a result,
the life expectancy at age 60 increased an average of 1.5 years.

An analysis of the burden of mortality on the population older
than 60 years old to determine the gap between ages 60 and 85
(years of life lost or years of life to be gained) since the 1980s
showed that there are still between six and nine years of life that
can be potentially gained by reducing mortality at these ages
(Figure 34). Therefore, an important challenge for the public
health sector is to reduce the difference between life expectancy
observed at the beginning of the 21st century in persons 60 years
old and older, and a theoretical projected life expectancy of 85
years (454).

The standardized mortality rates from specific causes and
their contribution to potential years of life lost (PYLL) under-
score the priorities for improving life expectancy in the Region.
Between the 1980s and the 1990s, mortality rates from infectious
diseases dropped 16% among men and 19% among women age
60 and older. The risk of dying from these causes currently con-
tributes 0.5 PYLL, with respiratory infections being responsible
for half. There was, for example, a reduction in the number of
deaths from tuberculosis by more than 50%. The standardized
mortality rate attributed to malignant neoplasms increased
slightly among men (4%) and dropped among women (5%), with
an increase in mortality from prostate cancer of 52% among men
and of cancer of the lung (25%), stomach (34%), breast (15%),
and uterus (14%) among women.

Malignant neoplasms contributed to a 1.7-year loss in life ex-
pectancy among men and 1.2 years among women older than 60.
In addition, there was a drop in the risk of dying from cardiovas-
cular diseases of 21% in men and 29% in women, despite the fact
that these diseases continue to be among the leading causes con-
tributing to PYLL among the population 60 years and older: 3.5
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years among men and 2.9 among women, with a greater specific
weight of deaths associated with ischemic heart disease. There
also was a drop in the risk of dying from external causes (women,
19% and men, 16%). It is worth mentioning that suicide is six
times more prevalent among older men than among women in
the Region. The risk of dying from other causes increased, and
underscores an increase in mortality rates attributed to diabetes
mellitus of 57% in men and 38% in women.Among the latter, this
disease is a greater contributor to PYLL (0.58) than all of the neg-
ative inputs from infectious (0.39) and external causes (0.14) to-
gether; in men, diabetes contributes to 0.48 PYLL.

With an increasingly aging population in Latin America and
the Caribbean, older persons’ mortality burden also grows in
weight and relevance, given changes in the risk profiles of falling
ill and dying, the real or potential impact of mortality on life ex-
pectancy, and inequities in the quality and access to health care
services. The efficacy of health policies and the performance lev-
els of health care systems targeted to the older population should
be evaluated based on assigning priority to reducing premature
death, and the effectiveness of actions aimed at increasing the
number of years of life without disability after age 60.

Increasing Health and Functionality in Years Gained
Four population studies have been conducted in Latin Amer-

ica and the Caribbean on the health and welfare of older persons:

the Health, Well-being, and Aging Survey conducted in seven
Latin American and Caribbean cities (SABE, 2000) (455); the Na-
tional Study on Health and Aging of Mexico (ENASEM, 2001 and
2003) (456); the survey on the Health Conditions of Older Per-
sons in Puerto Rico (PREHCO, 2004–2006) (457); and the Study
of Longevity and Healthy Aging in Costa Rica (CRELES, 2004–
2008) (458). In the United States (459) and Canada (460) longi-
tudinal and representative population studies have been con-
ducted, which facilitate the study of health patterns among the
older population and help to systematically assess policies and
programs. The results of these studies have served to enhance the
understanding of the health situation and the epidemiological
features of the older population, mainly in the Region’s urban
areas and more developed countries. Nevertheless, there is a need
to conduct studies that will measure the health and well-being of
older populations living in rural areas, as well as of older indige-
nous adults, in order to identify inequalities in health among the
Americas’ diverse groups.

In all the available studies, a majority of older adults indicated
they had been diagnosed with hypertension (48.7% in selected
Latin American and Caribbean cities; 56.7% in Puerto Rico;
37.2% in Mexico; 51.9% in the United States; and 32% in Canada).
In the SABE survey, only 61.3% of persons diagnosed with hyper-
tension reported that they had received outpatient services in the
12 months immediately prior to the survey; 72.2% took some
medication for hypertension, but one of every two had to pay all
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FIGURE 34.  Years of life expectancy to be gained up to age 85 years in the population 60 years 
old and older, by cause of death, Latin America and the Caribbean, beginning of the 1980s to 
end of the 1990s.

Source:  Pan American Health Organization, Washington, D.C. Mortality burden in adults (DPM/GPP/Pg and AD/THS/MH), 2003.
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or partial costs; 65% reported they were not in good health; and
20.6% exhibited symptoms of depression. In addition, one out of
five persons with hypertension reported suffering from at least
two chronic ailments.

The prevalence of diabetes mellitus is increasing worldwide.
In the PREHCO study, the prevalence rate among persons aged 
60 years and older in Puerto Rico was 28%, a rate similar to that
in Mexico City and in Bridgetown, Barbados, where 22% reported
having been diagnosed with diabetes mellitus. The prevalence
rates of diabetes found in the SABE studies and in the PREHCO
study underestimate the actual prevalence of the disease, in that
it entails diagnoses carried out by medical and nursing staff. In
Mexico City, the SABE survey conducted there reported that the
prevalence of diabetes doubled when the interviewer also con-
ducted a fasting glucose test of all those questioned in the survey.
It is well known that diabetes complications can be serious, and
that proper care in dealing with the disease is vital. Diabetes also
is known as one of the main causes of blindness among older
persons. It is alarming to note that among persons aged 60 to 74
that reported that they suffered from diabetes in the SABE and
PREHCO surveys, at least 60% and 58%, respectively, also re-
ported that they had vision problems, both with and without
glasses; 20% in the SABE survey and 16% in the PREHCO survey
reported having difficulty performing at least one basic activity
in their daily lives.

The predominant risk factor associated with living with dis-
abilities in old age is being female. In the SABE survey, three out
of every four women reported suffering from at least one 
of three disabling conditions: arthritis, incontinence, and poor
vision (this last factor contributes to falls, hip fractures, and
depression among older persons). And yet, most elderly persons
cannot afford to pay for ophthalmologic treatments. Chronic pain
due to arthritis and isolation due to urinary incontinence con-
tribute to inactivity and the loss of functions in this age group, al-
though there is evidence showing that the proper management of
these chronic afflictions leads to improved health and increases
the number of years of life free from disability. Nevertheless, most
older persons in Latin America and the Caribbean do not have
access to treatment needed to deal with their chronic ailments,
either because of a lack of skilled personnel in geriatrics or a lack
of access to medicines.

Regional Strategy for the Implementation of the
Madrid International Action Plan on Aging 

The adoption of the Madrid International Action Plan on
Aging (PAIME) (461), in April 2002, represents a historic marker
in addressing the demographics of aging worldwide. Subse-
quently, in November 2003, the Economic Commission for Latin
America and the Caribbean (ECLAC), together with the other
organizations of the Inter-Agency Group on Aging—the United
Nations Population Fund, PAHO, the International Labor Organi-
zation, the Inter-American Development Bank, the World Bank,

and the United Nations Program on Aging—held a Regional in-
tergovernmental conference on aging in which the implementa-
tion of the PAIME strategy for Latin America and the Caribbean
was agreed upon. The Region’s countries agreed to establish,
tailored to their particular circumstances, specific goals for com-
pleting the Regional strategy objectives and follow-up mecha-
nisms to assess national goals. In 2004–2005 three intergov-
ernmental sub-regional meetings were held to promote the
development of national goals.

The process of establishing national goals and determining
follow-up mechanisms has been extremely difficult and is not yet
completed. If any significant progress was made, it was when the
Region’s countries identified a focal point to follow up on the
PAIME commitments, although only 8 of 20 countries in Latin
America and 2 of 22 countries and territories in the Caribbean
have created national multisectoral committees charged with es-
tablishing goals for three of the PAIME priority areas: 1) older
persons and development, 2) promoting health and well-being
among the elderly, and 3) creating a conducive and favorable
environment.

Regional Commitment to Promote Health and Welfare
among the Elderly

According to PAIME, older persons should have access to com-
prehensive health care that is appropriate to their needs, that en-
sures a better quality of life in their old age, and that preserves
their functionality and autonomy. To this end, the Regional strat-
egy has set out four objectives (462):

1. Promote universal health service coverage of older persons
and incorporate aging as an essential component of na-
tional health legislation and policies.

2. Establish a comprehensive health plan that responds to the
needs of older adults, reinforcing and reorienting existing
services and creating new ones that are needed.

3. Promote healthy behaviors and environments by formulat-
ing legislation, policies, programs, and actions at the na-
tional and community levels.

4. Create appropriate legal frameworks and mechanisms to
protect the rights of older persons who use long-term care
services.

In regard to the first two objectives, social protection related to
the health of older persons in Latin America and the Caribbean
is carried out through three systems: a free-access public system,
a social security system that includes enrollee contributions and
government subsidies, and private insurance plans. No country
in the Region specifically guarantees a comprehensive health care
plan for older persons. In most health benefit systems there are
no evidence-based standards or protocols dealing with care pro-
vided for chronic and age-related diseases and specifically de-
signed for older persons. In terms of objective 3 despite WHO’s

2. HEALTH CONDITIONS AND TRENDS

173



global dissemination of the “active aging” concept (463), the
countries that have developed national health promotion plans
have left out specific goals for changing behavior patterns of per-
sons 60 years old and older. In response to objective 4, countries
have made significant advances in developing legal frameworks
to protect the rights of older persons, although no programs or
protocols have been developed to monitor the rights of those
using long-term care services.

Technical Cooperation Strategies
PAHO promotes the following strategies for improving access

and quality of health services provided to older persons:

1. Develop, define, and promote preventive medicine and spe-
cific disease management strategies for older persons as
part of the effort to strengthen primary health care in all of
the countries of the Region.

2. Establish, in cooperation with the Region’s countries, qual-
ity and access to health service indicators that can measure
progress in the Regional strategy for implementing PAIME.

3. Cooperate with human resource training programs and
with the Latin American Academy of Medicine for Older
Adults (ALMA) to implement training programs for health
care personnel and in managing the health of older persons.

4. Develop standards and follow-up protocols to protect the
human rights of persons who use long-term care services.

PERSONS WITH DISABILITIES

Analyzing the conditions of persons with disabilities in the
Region is a difficult and complex endeavor, given such factors as
the scattered nature of the data, a lack of standardized technical
language that can articulate the issue’s various aspects, and a lack
of an intersectoral approach. Providing care to people with dis-
abilities is one of the greatest challenges for the health sector and
for society in general in the 21st century. This care must be able
to prevent disability and provide rehabilitation; improve the
quality of life and foster independence of people with disabilities;
and promote the integration and inclusion in society of persons
with disabilities under conditions of equal opportunity and re-
spect for their rights and dignity. To achieve this, efforts must be
pursued within an intersectoral and interdisciplinary framework
and with the community’s active participation (464). The Inter-
national Classification of Functioning, Disability, and Health
states that disability (465):

[…] is a generic term that includes impairments in body
functions and structures, activity limitations (capacity) and
participation restrictions (performance). It indicates the nega-
tive aspects of the interaction between an individual (with a
“health condition”) and his context (environmental and per-

sonal factors). In this approach, disability is the result of the in-
teraction between a person’s functioning and environment, al-
ways related to a health condition.

Disability is a multidimensional, multifactor phenomenon in
which poverty plays an important role because of its ability to
generate or perpetuate disabilities. In the Americas, the preva-
lence rate of disability varies considerably, given the wide range
of methods used to measure it and a lack of standardization and
harmonization in the technical criteria used to define it. To assess
the magnitude of the problem, several countries have used popu-
lation censuses conducted around 2000. Data revealed widely
varying rates: 14.4% in Brazil; 5.3% in Costa Rica; 6.4% in
Colombia; 4.7% in the Dominican Republic; 2.6% in Honduras;
1.8% in Mexico and Panama; 1.1% in Paraguay; and 3.9% in
Venezuela. In most cases, these percentages reflect only the most
serious or permanent disabilities. Other countries have used spe-
cific surveys on prevalence, as has Argentina, or household sur-
veys, as has Uruguay, which had prevalence rates of 7.1% and
7.6%, respectively.

Relying on the International Classification of Functioning, Dis-
ability, and Health (ICF), national studies were conducted be-
tween 2003 and 2005 in Chile, Ecuador, Nicaragua, and Panama,
and, more recently, in Colombia, using the disability module of
the Population Census (466, 467) (Table 33). Some of the survey
results are described below.

Nicaragua recorded a disability prevalence rate of 10.3%, with
women accounting for 56% of the total, and urban dwellers ac-
counting for 60%. The age group that was most affected were per-
sons 20–59 years old, who accounted for 47% of the total. Of per-
sons with disabilities, 45% had never attended school. The most
common disabilities were associated with mobility, communica-
tion, and participation in society, and the most commonly iden-
tified causes included age-related degenerative disorders, chronic
disease, accidents of all kinds, complications related to preg-
nancy and childbirth, and work-related diseases (468).

In Chile, the national prevalence rate, based on the ICF, was
12.9%, with 2.5% of the population suffering a serious disability.
Women accounted for 58.2% of the total population of persons
with disabilities, and urban dwellers accounted for 83.3%. The
most affected age group were persons 30–64 years old (51%). The
prevalence rate was twice as high in the low-income population,
where one in two people with a disability had not completed
basic education. The most common impairments were physical
(structures and functions related to movement, neuromuscu-
loskeletal functions), accounting for 31.2% of the total, followed
by visual impairments (18.9%) and bodily function impairments
(13.9%). All created problems related to activity, such as seeing,
moving, hearing, and personal care. The survey found that the
main causes of disability were chronic disease, age-related de-
generative problems, accidents of all kinds, and newborns’ com-
plications related to pregnancy and childbirth (469).
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In Ecuador, the national disability prevalence rate, based on
the ICF, was 12.1%, with women accounting for 50.3% of the total
and persons 20–64 years old accounting for 51%. In the survey,
80% of respondents reported the cause of their disability as re-
lated to a health condition. The remainder indicated that their
disabilities were the result of accidents or other causes. In all,
56% of people with disabilities were unemployed, and the main
impairments noted were related to mobility, learning, communi-
cation, and interaction with others (470).

In Panama, the prevalence rate was 11.6%, with women ac-
counting for 52.4% of the total, and men, 47.6%. The survey
found that 77.6% of people with disabilities did not work, and
only one in ten attended school. The most common impairments
were multiple impairments (23.5%), followed by motor (23.8%),
visual (15.7%), and mental (13.3%) impairments (471).

Data from the 2005 census in Colombia, which used the ICF, in-
dicate that, of the total number of people identified as having a
permanent impairment, 71.2% had just one impairment, 14.5%
had two, 5.7% had three, and 8.7% had four or more. Of the total
number of people reporting some type of disability, 29% had im-
pairments in moving or walking; 14.6% had impairments in the
use of arms and hands; 43.2% had visual impairments, even with
corrective lenses; 17.3% had hearing impairments, even with
hearing aids; 12.8% had speaking impairments; 11.9% had learn-
ing or comprehension impairments; 9.9% had problems relating
to others, due to mental or emotional problems; 9.4% had diffi-

culty bathing, dressing, or feeding themselves; and 19.4% had
some other limitation (472).

All the studies provided extremely important data for assess-
ing the situation of people with disabilities in Latin America and
the Caribbean: 25% are children and adolescents; between 2%
and 3% have access to rehabilitation programs and services; half
of all people with injuries from traffic accidents are young people
between 15 and 34 years of age; the population with disabilities
older than 65 represents a high percentage of the total population
with disabilities; 50% of people with disabilities in the Region are
working age; between 2% and 3% of newborns have serious dis-
abilities; and between 6% and 8% of children (2–6 years of age)
have a high risk of disability. Of children with disabilities be-
tween the ages of 2 and 12, between 20% and 30% attend school,
but only 5% complete their primary education; they suffer more
discrimination, violence, and mistreatment than other children
and are often confined to institutions (467, 468).

Access to the health care system, and particularly to rehabili-
tation services, for persons with disabilities continues to be a
problem, as does inequality in the provision of these services. For
example, in Chile, 1 in 15 people with disabilities used rehabilita-
tion services in 2004, but people living in urban areas had better
access than their rural counterparts.An analysis of the data from
Chile’s study reveals that 1 in 9 people with disabilities in high-
income groups had received rehabilitation services, compared to
1 in 20 persons in low-income groups. Of the latter group, 9 of 10
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TABLE 33. Disability prevalence (%), by data source, selected countries, Latin America,
2000–2006.

Censusa Household Prevalence studies
Country (2000) surveys (2003) (using ICF) (2002–2006) Others

Argentina 7.1d

Brazil 14.4
Chile 2.2 5.3 12.9
Colombiac 6.4
Costa Rica 5.3
Cubab 3.2
Dominican Republica 4.7
Ecuador 4.6 12.1
El Salvador 1.5
Honduras 2.6
Mexico 1.8
Nicaragua 10.3
Panama 1.8 11.6
Paraguay 1.1
Uruguayc 7.6
Venezuela 3.9

aModerate or severe impairment.
bSevere impairment, excluding mental problems.
cUsed ICF (International Classification of Functioning, Disability, and Health) as a technical basis.
dNo ICF.
Source: Technical document CD47715, Disability: Prevention and Rehabilitation in the Context of the Right to the

Enjoyment of the Highest Attainable Standard of Health and Other Related Rights.



people were seen in public facilities, whereas 3 of 4 people in
high-income groups were treated in private facilities (469).

In Nicaragua, 60% of people with disabilities in urban areas
received health care, compared to 48% in rural areas. Of the total
population with disabilities, 87% reported having at least one
unmet basic need in the area of health care; 43% lacked prescrip-
tion medication; 20% were in need of auxiliary aids; and 18%
were in need of specialized services. As of 2003, 56% of Nicara-
guans with disabilities had used a health care service and 2% had
attended a rehabilitation center (468).

In Panama, 1 in 8 people with disabilities used rehabilitation
services in 2005 (471), and in Argentina, 60.3% of the population
with disabilities had health-care coverage through a government,
private, or mutual plan. However, public and private plans did not
always cover rehabilitation treatment (473, 474). Overall, there are
inequalities in the care people with disabilities receive through
the Region’s health care systems. Furthermore, the health care
systems do not make sustained, systematic efforts to prevent dis-
ability or reduce risk factors; provide care for all types of disabil-
ities; develop rehabilitation services by degree of complexity; or
meet the needs of the population with disabilities. Health and ac-
cess to disability-related services is now considered to be a

human right and, as such, society should approach the issue from
an intersectoral perspective (475). To this end, in 2001–2005,
PAHO established a series of strategic guidelines for technical co-
operation with the Region’s countries in the field of rehabilitation
(Box 8).

In conclusion, the multiple causes of disability and the com-
plexity of the factors that interact to produce disabilities compel
us to search for and identify approaches and strategies that will
facilitate an integrated response, through programs and public
policies that respond to the needs of people with disabilities and
promote their rehabilitation and social integration.

NEW PUBLIC HEALTH CHALLENGES

NEGLECTED DISEASES IN LATIN AMERICA

AND THE CARIBBEAN

The Problem
More than 209 million persons in Latin America and the

Caribbean live below the poverty line (476), and they bear the
burden of several infectious parasitic diseases. PAHO has grouped
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BOX 8. Strategic Guidelines for Technical Cooperation in the Field of
Rehabilitation and Participating Countries, Region of the Americas

Guideline

Early detection of disability in children 0–6 years old in
the primary care network.

Community-based rehabilitation incorporated into the
health care system.

Strengthening of rehabilitation activities at the
intermediate- and high-complexity levels.

Conduct of disability prevalence studies.

Uses and applications of the International Classification
of Functioning, Disability, and Health (ICF). Analysis of
the situation of people with disabilities.

Epidemiological surveillance of disability.

Safe access to the physical environment and
information.

Countries

Argentina, Cuba, El Salvador, Guatemala, Honduras,
Mexico, Nicaragua, and Venezuela.

Argentina, Bolivia, Colombia, El Salvador, Guatemala,
Guyana, Honduras, Nicaragua, Panama, Paraguay, Peru,
and Venezuela.

Argentina, Chile, Costa Rica, Cuba, El Salvador,
Guatemala, Honduras, Nicaragua, Panama, Peru, and
Venezuela.

Chile, Colombia, Nicaragua, and Panama.

Argentina, Chile, Costa Rica, Cuba, Dominican Republic,
El Salvador, Nicaragua, Panama, Paraguay, and
Venezuela.

Argentina, Chile, Colombia, Mexico, Peru, and Venezuela.

Argentina, Cuba, Dominican Republic, Guatemala,
Honduras, Mexico, Nicaragua, Panama, and Venezuela.

SSoouurrccee:: Technical Document CD47715, Disability: Prevention and Rehabilitation in the Context of the Right to the Enjoyment of the Highest Attain-
able Standard of Health and Other Related Rights.



some of these diseases under the category of “neglected diseases
of neglected populations,” and they require urgent attention be-
cause of their extraordinary contribution to poverty,malnutrition,
interrupted schooling, and reduced employment opportunities.
Neglected diseases result from the interactions between biological
determinants of health, ecosystems, and human social systems,
which have come to be out of balance because of poverty and en-
vironmental degradation. Neglected diseases are termed as such
because they are continually overlooked for health and develop-
ment funding and are not subject to regular reporting. Funding is
more heavily focused on HIV/AIDS, tuberculosis, and malaria,
which have higher mortality rates in comparison to neglected dis-
eases. However, neglected diseases cause the suffering of millions,
and are responsible for high rates of morbidity and drastic reduc-
tions in income for the most marginalized and poverty-stricken
members of communities. Where neglected diseases overlap geo-
graphically, they often produce a high cumulative disease burden,
since many individuals and communities are infected with more
than one type of parasite simultaneously (coinfections).

Many persons affected by neglected diseases are indigenous
peoples, minority ethnic groups, marginalized urban popula-
tions living in shantytowns and slums, isolated rural popula-
tions, or seasonal migrant workers. This makes addressing neg-
lected diseases a question of human rights and equity, as well as
a significant public health issue (see Box 9). Certain neglected
diseases also carry with them much stigmatization in that they

involve physical deformities or disabilities, further marginalizing
affected individuals.As a result, the issue of neglected diseases in
neglected populations is emerging as an important one and one
that needs to be supported and tackled as a part of the current
global debate on health inequalities and burden of disease. Ne-
glected diseases also impede countries from reaching the health
objectives of United Nations Millennium Development Goals.

Neglected Diseases in Neglected Populations
Neglected diseases such as intestinal helminthiasis dispropor-

tionately affect the poor, particularly poor children, cause ane-
mia, and adversely affect children’s growth and development,
which contributes significantly to cognitive problems (learning),
school absenteeism, and poor scholastic performance. Ulti-
mately, they lead to overall poor health status and a poor quality
of life, thus making it difficult for future generations to escape the
cycle of poverty.

Disease Burden
Neglected diseases can cause high rates of morbidity among

those infected, although mortality rates associated with their in-
fection are often low. Soil-transmitted helminths, an important
group of neglected diseases, are widespread throughout the Re-
gion; PAHO and WHO estimate that 20%–30% of persons living
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BOX 9. List of Common Neglected Diseases in
Latin America and the Caribbean

Common in shantytowns and slums:
• Lymphatic filariasis (elephantiasis).
• Leptospirosis (Weil’s disease).

Common in rural and agricultural areas of several countries:
• Schistosomiasis (snail fever or blood fluke).
• Fascioliasis.
• Leishmaniasis (cutaneous and visceral).
• Chagas’ disease (American trypanosomiasis).
• Cysticercosis and trichinosis.
• Plague.

Common in some indigenous communities:
• Onchocerciasis (river blindness).
• Parasitic skin diseases (scabies, sandfleas, and tinea fungal mycoses).

Common in most impoverished populations:
• Roundworms, hookworms, and whipworms (soil-transmitted helminths).

SSoouurrccee:: PAHO/HDM/CD/P 2006.



in the Americas are infected with one of several helminthiases
(477). Intestinal helminth infections in slums can often reach
50%; they can reach up to 95% in some indigenous tribes (478).
These infections are known to lower the work capacity of adults
(479, 480) and are among the main causes of anemia among
women of childbearing age (481, 482). Schistosomiasis, another
helminth infection transmitted by water contact, occurs in seven
of the Region’s countries, mostly in small geographic foci and at
low prevalence (483). This suggests that the elimination of this
disease from some foci is possible, such as those in the Caribbean.

Other neglected diseases such as lymphatic filariasis (ele-
phantiasis), leprosy, and Chagas’ disease also cause severe
chronic disease or debilitation if not treated, are often accompa-
nied by prejudice and stigma, and prevent adults from assuming
their full economic and social potential in the workplace, in the
home, and in society. Leishmaniasis and onchocerciasis are two
neglected diseases that cause disfiguring skin lesions, and, in the
case of onchocerciasis, infection can lead to blindness.

Despite the enormous cumulative toll that neglected diseases
have on the health and productivity of marginalized popula-
tions, many of them can be effectively controlled or even elimi-
nated through large-scale preventive chemotherapy and health-
promotion activities such as school-based health education
campaigns and community efforts that promote healthy behav-
iors and teach people how to avoid certain risks. These should be
coupled with the provision of clean household water, street
drainage, and basic sanitation systems. Certain neglected dis-
eases cost only pennies to treat with medicines; in the case of
schistosomiasis and intestinal helminths, US$ 1 will buy one an-
nual treatment for 5 and 50 infected children, respectively.

PAHO’s strategy to combat neglected diseases takes a holistic
approach to disease prevention, treatment, and elimination that
recognizes the range of social, economic, and environmental fac-
tors that influence health and well-being. PAHO is developing an
intersectoral and integrated approach to neglected diseases that 
is expected to have a positive effect in the battle against neglected
diseases, and to be cost-effective; it will need demonstration and
testing in the field, however. This approach takes advantage of the
geographic overlap of some neglected diseases, their common
risk and protective factors, and the presence of local-level disease
prevention and control programs. PAHO’s approach provides in-
novative and cost-effective opportunities for one disease con-
trol intervention as it is combined with another (i.e., “piggy-
backing”).An example includes using combined therapies to con-
trol soil-transmitted helminths and schistosomiasis by jointly ad-
ministering albendazole and praziquantel in the same interval.
Another involves taking advantage of synergies by packaging to-
gether deworming, vitamin A supplementation, and childhood
immunization.

PAHO’s neglected disease strategy goes beyond these opportu-
nities for improved service delivery by the health sector. The
strategy involves local community- and family-focused activities

with other sectors, utilizing field-tested, development-based in-
terventions that have proven to be successful. The combination 
|of integration, intersectoral partnering, and interprogrammatic
approaches to health is emerging as an increasingly important
strategy in the face of current development trends, which include
a decline in international development funding and the growing
interest in corporate responsibility towards social issues. In the
future, the fight against neglected diseases will seek to take full
advantage of the synergies and efficiencies created by these
approaches.

Leishmaniasis
Leishmaniasis is a group of parasitic diseases distributed

worldwide and transmitted to humans by the bite of approxi-
mately 30 species of sandfleas infected by protozoa of the genus
Leishmania. It is estimated that two million new cases occur
every year throughout the world, of which 1.5 million cases are
cutaneous leishmaniasis. There are more than 12 million persons
estimated to be infected. Official data underestimate the reality of
the human affliction by these protozoa, because much of the offi-
cial data is obtained exclusively through passive detection; there
are many undiagnosed cases; many persons are asymptomatic;
and only 32 of the 88 countries where the disease is endemic re-
quire compulsory reporting. With the exception of Chile and
Uruguay, cases in the Americas have been reported from north-
ern Argentina to southern Texas. Based on 2005 data on cuta-
neous leishmaniasis, the countries reporting the greatest number
of cases were Bolivia, Brazil, Colombia, Ecuador, Panama, Para-
guay, Peru, and Venezuela. Brazil had the most cases of visceral
leishmaniasis.

The leading factors that contribute to leishmaniasis morbidity
are inaccessibility to patient care, limited or no organized social
participation, insufficient use of information in decision-making,
lack of treatment, and human interaction with the vector.

With support from PAHO and Brazil’s Ministry of Health, in
November 2005, a meeting of experts was convened in Brasilia to
discuss ways to strengthen systems for the prevention of visceral
leishmaniasis in the countries of the Americas. The experts
mainly concluded that leishmaniasis in all forms is an important
disease in the Region, and that the incidence of visceral leishma-
niasis has increased in recent years. They also concluded that
surveillance systems are insufficient and there are no human re-
sources trained to perform diagnostic and treatment activities or
implement control measures. The lack of medication for timely
treatment is another obstacle.

The Leishmaniasis Control Program, in conjunction with the
Global Program, prepared an action plan for 2007–2009 that
proposes the following: determine the burden of disease from
leishmaniasis; standardize diagnostic techniques for the Region’s
countries with the greatest burden of disease (Brazil, Colombia,
Ecuador, Panama, Paraguay, and Venezuela); and strengthen

HEALTH IN THE AMERICAS, 2007. VOLUME I–REGIONAL

178



human resources and epidemiological surveillance of the dis-
ease. The action plan emphasizes the need to promote decentral-
ized leishmaniasis prevention and control activities from na-
tional programs into the primary care network, empower the
community, and form strategic partnerships to fight the disease.

Lymphatic Filariasis
Lymphatic filariasis is the second largest cause of disability

worldwide, affecting over 120 million people in 80 countries. In
the Americas an estimated 8.8 million people are at risk for lym-
phatic filariasis, with 720,000 persons estimated to be infected
(Table 34). Lymphatic filariasis in the Americas is caused by
Wuchereria bancrofti and is transmitted by the night-biting mos-
quito Culex quinquefasciatus. As a result of mass drug adminis-
tration, and, to a lesser extent, selective treatment of individual
microfilaria carriers and vector control, there has been a marked
decrease in the prevalence of lymphatic filariasis in the Americas.

Lymphatic filariasis is disfiguring and painful, and affects a
person’s ability to work and lead a normal life. Infection is usually
acquired in childhood, but the worst clinical problems (elephan-
tiasis and genital damage) are seen in adults during their most
productive years, thus imposing a significant social and eco-
nomic burden. The disease typically affects the poorest people in
the world’s poorest countries. In the Americas, most cases are
concentrated in and around urban and periurban slums.

Subsequent to the 50th World Health Assembly in 1997, which
called for the elimination of lymphatic filariasis as a public health
problem by the year 2020, significant progress has been made in
the Region. According to consensus reached as a result of the res-
olution emanating out of that World Health Assembly, elimina-
tion of lymphatic filariasis would be achieved when the five-year

cumulative incidence rate is reduced to less than 1 new infection
per 1,000 individuals. The focalized nature of the infection and
the relatively small number of cases in the Americas suggest that
this goal could be met before 2020.

Since 1981, there have been reports of transmission in seven
countries: Brazil, Costa Rica, the Dominican Republic, Guyana,
Haiti, Suriname, and Trinidad and Tobago. Currently, only Brazil,
the Dominican Republic, Guyana, and Haiti report active trans-
mission, with epidemiological and entomological studies indi-
cating interruption of transmission in the other three countries.

Governments of endemic countries have been initiating pro-
grams to eliminate lymphatic filariasis primarily by mass drug
administration coupled with interventions to alleviate the suffer-
ing of affected individuals. Two drugs are currently used in the
Region for treating the disease, albendazole and diethylcarba-
mazine (DEC). Albendazole, which is donated by Glaxo Smith
Kline, also acts against soil-transmitted helminths, one of the
major underlying causes of malnutrition and anemia in poor
children. Albendazole is usually administered in combination
with DEC tablets or DEC-fortified salt. A total of 1,754,146 per-
sons in the Region were estimated to have been treated with ei-
ther DEC salt or DEC tablets plus albendazole for lymphatic filar-
iasis in 2005 (484).

In addition, national programs in the four endemic countries
are focusing their attention on the alleviation of the physical,
social, and economic hardship caused by the disease. Patient ed-
ucation, promotion of regular hygiene, and community educa-
tion and awareness programs have had an effect on reducing the
morbidity associated with infection, such as swollen limbs and
episodes of pain.

Haiti bears the greatest burden of lymphatic filariasis in the
Americas, with an estimated at-risk population of six million, ap-
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TABLE 34.  Population at risk of lymphatic filariasis and estimated number of infected
persons, Region of the Americas.

Population Estimated number
Population at risk of infected

Country Population at risk (%) persons

Brazil 186,405,000 1,500,000 0.8 60,000
Costa Rica 4,327,000 10,000 0.2 0
Dominican Republic 8,895,000 740,000 8.3 50,000
Guyana 751,000 630,000 83.9 50,000
Haiti 8,528,000 6,000,000 70.4 560,000
Suriname 449,000 35,000 7.8 0
Trinidad and Tobago 1,305,000 0 0 0
Total 210,660,000 8,915,000 4.2 720,000

Notes: Population data is derived from PAHO Basic Indicators 2005. Data for the population at risk and estimated
number of infected persons for Brazil, the Dominican Republic, Haiti, and Guyana are derived from the Weekly Epi-
demiological Record, No. 22, 81, pp. 221–232, 2006. Data for the population at risk and estimated number of infected
persons for Suriname, Trinidad and Tobago, and Costa Rica come from 2002 figures presented in the 2004 Report of
the Regional Review Program Group, Region of the Americas, to the Third Meeting of the Global Alliance for the Elim-
ination of Lymphatic Filariasis (GAELF-III).



proximately 70% of the total population at risk in the Region. The
largest concentration of infection is found in the country’s west-
ern region. Based on current population figures and mapping re-
sults, approximately 560,000 persons are estimated to be infected
(see Table 34). In 2006, mass drug administration did not pro-
ceed due to a lack of funds, but funding has been secured for
2007 and the Haitian campaign to eliminate lymphatic filariasis
will continue to build on past successes. In 2005, more than 1.2
million persons were treated with DEC and albendazole, achiev-
ing a coverage of 70% in the targeted areas. In Leogane, where
mass drug administration began in 2000, microfilaria prevalence
below 1% was reached in all four sentinel sites, demonstrating
the positive impact of the intervention. Support groups to pro-
vide care for persons affected by lymphedema are now operating
in at least three communities.

The Dominican Republic has an estimated 740,000 people at
risk for lymphatic filariasis infection and an estimated 50,000 in-
fected. Recent studies revealed prevalence rates ranging from 2%
to 14% using nocturnal blood films and 9% to 35% using im-
munochromatographic test (ICT) cards. Mapping of the princi-
pal areas has been carried out, but needs to be completed in some
areas in the east and north of the country. In 2005 there was a sig-
nificant increase in mass drug administration coverage in the
National District, from 82% to 92.5%. The current program is
based on multidisciplinary activities, and is integrated into pri-
mary health care in the province of Barahona.

Guyana has 630,000 individuals, or more than 80% of its pop-
ulation, at risk; 50,000 are estimated to be infected. The at-risk
population is located in various regions throughout the country.
In response to this, a program of DEC-fortified salt was initiated
in 2003. Guyana is the only country in the Region using DEC-
fortified salt as the basis of its lymphatic filariasis elimination
strategy and is working to improve coverage.

In Brazil, active transmission of lymphatic filariasis exists in
two foci, primarily in the metropolitan area of Recife (Pernam-
buco), where the entire population of nearly 1,500,000 is con-
sidered to be at risk. The second focus for active transmission is
Maceió (Alagoas); however, it is considered to be in a stage of pre-
elimination. Epidemiological mapping of active foci in Brazil is
almost complete, with only the area of Recife remaining. The in-
tervention strategy traditionally followed in Brazil has been that
of blood surveys and selective treatment of individuals. Since
2003, part of the metropolitan area of Recife has adopted a mass
drug administration strategy using DEC tablets alone, which has
expanded from 18,000 initial annual treatments to just over
55,000 annual treatments in 2005. This reflects coverage of ap-
proximately 87% of the 63,800 individuals who are eligible for
treatment in those areas.

Studies in Trinidad and Tobago demonstrate an absence of
transmission; however, it is necessary to maintain rigorous mon-
itoring due to the flow of tourists and migrants from endemic
countries. Recent studies in Suriname also suggest an absence of

transmission, but intense surveillance along the Guyana border is
required to monitor prevalence of the infection and risk of re-
newed transmission. Monitoring and surveillance activities in
Costa Rica demonstrate there is no transmission, suggesting that
lymphatic filariasis is no longer a public health problem. In addi-
tion, transmission also appears to be interrupted in the focus
area of Belém, Brazil.

Despite challenges faced by some programs, including the lack
of human and financial resources and, at times, political com-
mitment, in 2007 an estimated 2.4 million persons at risk in the
region will be covered by mass drug administration. Some of the
determinants of this disease and its complications lie outside the
purview of the health sector, including inadequate infrastruc-
ture, especially basic sanitation, water supply, drainage and waste
removal, and precarious housing. Intersectoral partnerships are
encouraged in order to ensure sustainability of the lymphatic fi-
lariasis elimination programs. PAHO actively encourages cooper-
ation between the ministries of health of the seven countries
where the disease is endemic, and coordinates partnerships with
the U.S. Centers for Disease Control and Prevention, bilateral
agencies, other United Nations agencies, the private sector, and
NGOs to eliminate lymphatic filariasis in the Region.

Onchocerciasis
Infection caused by the filarial nematode worm Onchocerca

volvulus can lead to eye lesions, including blindness, as well as
severe itching and disfiguring skin lesions, known as onchocerci-
asis and onchocercal skin disease, respectively. Because the vec-
tors, black flies in the genus Simulium, are insects whose imma-
ture stages breed in fast-flowing rivers and streams and where
adult flies bite humans near these sites, the disease is also known
as river blindness.

Onchocerciasis was first recognized in the Region in Venezuela
in 1948, in Colombia in 1965, in Brazil in 1967, and in Ecuador in
1982. However, since 1985, there has been no convincing evi-
dence of any expansion of existing foci in these countries. Based
on historical data and estimates obtained prior to the 1990s, the
total number of infected persons in the Region is estimated to be
150,000 to 200,000, while the estimated population at risk for the
disease in the six countries of the Americas where it is endemic
(Brazil, Colombia, Ecuador, Guatemala, Mexico, and Venezuela)
was 4,700,000 persons in 1995. More data have been obtained as
a result of rapid epidemiological and entomological assessments
undertaken by the countries since 1995. As a result of these as-
sessments the at-risk population estimates for 2005 dropped to a
little over one-tenth, or 515,675, of the number in 1995 (Table
35). The total population at risk in the Americas now lives in only
13 restricted endemic foci in 1,950 villages, of which 232 are con-
sidered to be hyperendemic and at a higher risk of developing oc-
ular disease. The areas at highest risk are those inhabited princi-
pally by indigenous peoples or isolated rural communities.
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Massive drug administration of the anti-filarial drug iver-
mectin (Mectizan®) to the total population at risk is the core ac-
tivity of the Regional initiative in each country; this is referred to
as the ultimate treatment goal (UTG) (eligible population treated
twice a year). The Pan American Health Foundation and the Mec-
tizan® Donation Program in Atlanta coordinate the delivery of
the drug, which is donated for free by Merck Inc. The national
elimination programs coordinate regionally with the Onchocerci-
asis Elimination Program in the Americas or OEPA. PAHO is a
member of OEPA’s technical coordinating committee. National
programs are monitored in terms of the percentage of the UTG
attained every year in each of the endemic countries.

In Brazil, onchocerciasis is limited to one focus located in the
northern part of Amazonas state and in the western part of Ro-
raima state, bordering Venezuela. The eligible at-risk population
was estimated at 7,522 individuals in 2005. The disease primarily
affects Amerindians of the Yanomami and the Yek’wana ethnic
groups, although immigration by miners could put other areas of
Brazil at risk if competent local vectors are encountered in the
miners’ main residence. Brazil managed to attain 90% of its UTG
in 2005, a noteworthy effort given the extreme difficulties of
physical access to undeveloped forest and mountainous area. The
alliance between the Ministry of Health and the nongovernmen-
tal sector to date has proven invaluable to the program as it at-
tempts to cover all of the endemic villages.

The only known focus in Colombia is in and around the
community of López de Micay, Cauca, on the Pacific coast. This
community is classified as mesoendemic. Only 70 cases were
identified between 1965 and 1991. The eligible population was
estimated at 1,179 persons in 2005. The program attained 94% of
its UTG in 2005, the seventh year in a row, and could well be ap-
proaching the interruption of transmission.

In Ecuador, the main onchocerciasis focus is located in the
northwestern coastal province of Esmeraldas (the Esmeraldas/
Pichincha focus) in the Santiago River basin, which has been di-
vided into six operational areas. Satellite foci have been detected
and can be traced to the migration of Chachi Amerindians from
this area. The eligible at-risk population was estimated at 20,021
individuals in 2005. In that same year the program exceeded its
treatment goal of 85%, achieving 98% of its UTG.

There are four foci in Guatemala, and the eligible population
was estimated at 174,812 persons in 2005. The program attained
94% of its UTG in 2005, a marked improvement over previous
years. In 2006 OEPA’s technical coordinating committee recom-
mended to the Government of Guatemala that ivermectin mass
treatments be suspended in the Santa Rosa focus due to evidence
of absence of transmission; a three-year epidemiological surveil-
lance system was recommended to accompany any cessation of
mass treatment in this focus. By the end of 2006 the Ministry of
Health of Guatemala had taken the decision to end mass treat-
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TABLE 35.  Population at risk of onchocerciasis, communities at risk and at high risk of the disease, and endemic foci,
countries of the Americas, 2004–2005.

Communities
Population Communities at high risk

Country at riska at riskb (hyperendemic)b Endemic focib

Mexico 168,819 670 39 • Oaxaca
• Northern Chiapas
• Southern Chiapas

Guatemala 199,558 518 42 • Huehuetenango
• Sololá/Suchitepéquez/Chimaltenango
• Escuintla
• Santa Rosa

Colombia 1,410 1 0 • López de Micay

Ecuador 23,386 119 42 • Esmeraldas

Venezuela 113,019 625 104 • North-central: Aragua, Carabobo, Cojedes, Guárico, 
Miranda, and Yaracuy

• Northeast: Anzoátegui, Monagas, and Sucre
• Southern: Amazonas (Yanomami Area)

Brazil 9,483 17 5 • Amazonas—Roraima (Yanomami Area)

TOTAL 515,675 1,950 232
aOEPA data for 2005, via e-mail correspondence from Dr. Mauricio Sauerbrey, OEPA Director, received on July 21, 2006.
b2004 Program Review for the Lions-Carter Center SightFirst River Blindness Programs, Cameroon, Ethiopia, Nigeria, OEPA, Sudan, and Uganda, 3–5 March

2005. The Carter Center, Atlanta, GA.



ment in Santa Rosa, and monitoring is under way. However, else-
where in the country, migrants crossing the Mexico-Guatemala
border could pose a challenge in securing high treatment cover-
age in the remaining foci in both countries.

In Mexico, the population eligible for treatment was estimated
at 152,303 in 2005. The country has managed to achieve high lev-
els of treatment coverage in the three endemic foci: in 2004 and
2005 the program attained 95% of the country’s UTG. The Oax-
aca focus may be approaching interruption of transmission.
Mexico also has been providing ivermectin four times a year
(quarterly) in 50 of its most endemic communities in the South-
ern Chiapas focus since 2003, in a trial aimed at hastening on-
chocerciasis elimination; results are pending.

Three main foci have been detected in Venezuela. Significant
efforts have been made in recent years to increase coverage in its
three endemic foci, the Northeastern, North-central, and South-
ern foci. The Southern focus is still poorly accessible (access is  by
boat or helicopter, the latter being very costly). Those primarily
infected are Amerindians of the Yanomami, Sanema, and
Yek’wana groups. In 2005 94% of its UTG was achieved. In 2006
Venezuela attained the 85% treatment goal for the first time in
the Southern focus. Studies conducted in Amazonas state in
Venezuela have found that the geographical distribution of com-
petent vectors is considerably larger than that of the disease. This
means new foci could be created by the migration of individuals,
especially miners. This issue, as well as the migration of
Amerindians across the border to and from Brazil, requires
added attention and needs to be placed in the wider context of
improving access of these migratory populations to general pri-
mary health care services on both sides of the border.

In summary, onchocerciasis has been recognized as a problem
for which there is now a relatively easy and economical solution.
With the advent of ivermectin in 1987 and the Mectizan® Dona-
tion Program, the disease can be suppressed and controlled glob-
ally with chemotherapy. Morbidity and transmission rates in the
countries have dropped significantly in response to the Regional
initiative. It is probable that the Americas will be the first region
in the world where ocular morbidity from onchocerciasis will
cease to be a public health problem (OEPA’s target: end of 2007)
and where transmission will be interrupted in most if not all en-
demic foci. Mexico and Colombia are approaching this stage, fol-
lowed by Ecuador and Guatemala. Currently, the hard to reach
areas of Venezuela and Brazil continue to pose the greatest chal-
lenge to the elimination of onchocerciasis from the Region.

EMERGING AND REEMERGING INFECTIOUS DISEASES

The international spread of infectious diseases continues to
pose a problem for global health security due to factors associ-
ated with today’s interconnected and interdependent world—
population movements through tourism, migration, or as a result
of disasters; growth in international trade in food and biological
products; social and environmental changes linked with urban-

ization, deforestation, and climate change; and shifts in the meth-
ods of food processing, distribution, and patterns of consump-
tion. These factors have reaffirmed that infectious disease events
in one country or region are of potential concern for the entire
world (485).

An additional concern is the possibility of outbreaks resulting
from the intentional or accidental release of biological agents.
Epidemics that might occur naturally and those due to the release
of biological agents both present a threat to global health secu-
rity. Recent examples of these are the deliberate release of an-
thrax in the United States; the severe acute respiratory syndrome
(SARS) epidemic; and the emergence of a new highly pathogenic
strain of avian influenza H5N1 that has alerted the world to the
possible emergence of a new pandemic influenza strain.

In the Americas, there were significant infectious disease out-
breaks in 2001–2006 that required international collaboration
and collective action in detection, confirmation, and/or public
health intervention. In Martinique, chikungunya was imported
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APPENDIX. List of the Leading Causes of Death (ICD-10/LC)

Total A00–R99, V01–Y89

LC-01 Intestinal infectious diseases (A00–A09)
LC-02 Tuberculosis (A15–A19)
LC-03 Vector-borne diseases and rabies (A20, A44, A75–A79, A82–A84, A85, A90–A96,

A98.0–A98.2, A98.8, B50–B57)
LC-04 Vaccine-preventable diseases (A33, A37, A80, B01, B05, B06, B15, B16, B17.0, B18.0, B18.1,

B18.9, B19, B26)
LC-05 Meningitis (A39, A87, G00–G03)
LC-06 Septicemia (A40–A41)
LC-07 Human immunodeficiency virus (HIV) disease (B20–B24)
LC-08 Malignant neoplasm of esophagus (C15)
LC-09 Malignant neoplasm of stomach (C16)
LC-10 Malignant neoplasm of colon, sigmoid, rectum, and anus (C18–C21)
LC-11 Malignant neoplasm of liver and intrahepatic bile ducts (C22)
LC-12 Malignant neoplasm of gallbladder or of other unspecified parts of the biliary tract

(C23, C24)
LC-13 Malignant neoplasm of pancreas (C25)
LC-14 Malignant neoplasm of larynx (C32)
LC-15 Malignant neoplasm of trachea, bronchus, and lung (C33, C34)
LC-16 Melanoma and other malignant neoplasms of skin (C43, C44)
LC-17 Malignant neoplasm of female breast (C50)
LC-18 Malignant neoplasms of the uterus (C53–C55)
LC-19 Malignant neoplasm of ovary (C56)
LC-20 Malignant neoplasm of the prostate (C61)
LC-21 Malignant neoplasm of kidney, except renal pelvis (C64)



LC-22 Malignant neoplasm of bladder (C67)
LC-23 Malignant neoplasm of brain (C71)
LC-24 Malignant neoplasms of the hematopoietic and lymphatic systems (C81–C96)
LC-25 In situ neoplasms or of uncertain or unknown behavior (D00–D48)
LC-26 Diabetes mellitus (E10–E14)
LC-27 Malnutrition and nutritional anemias (D50–D53, E40–E64)
LC-28 Volume depletion or other disorders of fluid, electrolyte, and acid-base balance

(dehydration) (E86–E87)
LC-29 Dementia and Alzheimer’s disease (F01, F03, G30)
LC-30 Mental and behavioral disorders due to psychoactive substance use (F10–F19)
LC-31 Parkinson’s disease (G20)
LC-32 Epilepsy and status epilepticus (G40, G41)
LC-33 Chronic rheumatic heart diseases (I05–I09)
LC-34 Hypertensive diseases (I10–I15)
LC-35 Ischemic heart diseases (I20–I25)
LC-36 Pulmonary heart disease and diseases of pulmonary circulation (I26–I28)
LC-37 Nonrheumatic mitral valve disorders (I34–I38)
LC-38 Cardiomyopathy (I42)
LC-39 Cardiac arrest (I46)
LC-40 Cardiac arrhythmias (I47–I49)
LC-41 Heart failure, complications, and ill-defined diseases of the heart (I50–I51)
LC-42 Cerebrovascular diseases (I60–I69)
LC-43 Atherosclerosis (I70)
LC-44 Aortic aneurysm and dissection (I71)
LC-45 Acute upper respiratory infections except influenza and pneumonia (J00–J06, J20–J22)
LC-46 Influenza and pneumonia (J10–J18)
LC-47 Chronic lower respiratory diseases (J40–J47)
LC-48 Pulmonary edema and other respiratory diseases affecting the interstitium (J80–J84)
LC-49 Respiratory failure (J96)
LC-50 Diseases of the appendix, hernia, and intestinal obstruction (K35–K46, K56)
LC-51 Cirrhosis of the liver and other chronic liver diseases (K70–K76)
LC-52 Diseases of the musculoskeletal system and connective tissue (M00–M99)
LC-53 Diseases of the urinary system (N00–N39)
LC-54 Pregnancy, childbirth, and the puerperium (O00–O99)
LC-55 Certain conditions originating with the perinatal period (P00–P96)
LC-56 Congenital malformations, deformations, and chromosomal abnormalities (Q00–Q99)
LC-57 Traffic accidents (terrestrial) (V00–V89)
LC-58 Accidental falls (W00–W19)
LC-59 Handgun discharge (unintentional) (W32–W34)
LC-60 Accidental drowning and submersion (W65–W74)
LC-61 Other accidental threats to breathing (W75–W84)
LC-62 Accidental poisoning (X40–X49)
LC-63 Intentional self-harm (suicides) (X60–X84)
LC-64 Assault (homicides) (X85–Y09)
LC-65 Event of undetermined intent (Y10–Y34)
LC-88 Others
LC-99 Ill-defined causes (R00–R99)
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