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Preface

This report covers the 1985-1990 period, and presents the results and level attained by the
countries of the Americas in their efforts to arrive at the goal of health for all by the year 2000.

The economic, political, and social difficulties that most of the countries have experienced
during this period have to some extent influenced the level of progress toward the goal of health for
all by the year 2000. The health services’ coverage and quality problems, the reliance on techno-
logically complex curative care, excessive centralization, the sector’s financing problems, and the
community s restricted participation in health services planning and administration are still preva-
lent in many countries, and in recent years, these problems have deepened in several of the
countries. The rise in relative and absolute poverty that has taken place in recent years, has
increased the marginalization of vast segments of the population from access to all services, and to
the health services in particular—all of which has amplified existing inequalities and inequities.

The resolutions that the countries adopted in Alma-Ata endorsed the notion that health is linked
to the population’s living conditions, and that it should not be viewed merely as the absence of
disease; that in order to care for health, comprehensive social responses are needed that allow
each individual and the entire population to benefit from health promotion, preservation, and
recovery activities.

If the goal of health for all is to be attained, the Region’s countries and the Organization still
have a long road to travel in the short time before the end of the century.

Nowadays, continually monitoring and periodically evaluating the health conditions of different
social groups have become more important for guiding high-level political decisions that seek
efficient and equitable social interventions. The economic transformation and adjustment policies
that the countries pursue as they attempt to once again experience growth and development, must
consider, as their highest priority, their effect on the living conditions, the health, and the welfare
of the populations. By the same token, the health sector’s transformation processes must take into
consideration their impact on the economy and political stability.

Making health one of the inherent elements of development while simultaneously reshaping the
organization and guidelines of the heath sector, is the great challenge that we face in the near
future as citizens, professionals, and public health institutions.

CARLYLE GUERRA DE MACEDO
DIRECTOR

PAN AMERICAN SANITARY BUREAU
REGIONAL OFFICE OF THE

WORLD HEALTH ORGANIZATION
FOR THE AMERICAS



Introduction

The Member States of WHO unanimously adopted the Global Strategy for Health for All by the
Year 2000 in 1977 (Resolution WHA30.43), and, subsequently, the Plan of Action for its imple-
mentation. They also agreed to monitor progress in the implementation of their national strategies
and to evaluate at regular intervals their effectiveness in improving the health status of the popula-
tion. The World Health Assembly proposed that the corresponding reports be analyzed every two
years by the regional committees, the Executive Board, and the World Health Assembly, and that
every six years an evaluation be performed to determine the effectiveness and impact of the
strategy on national, regional, and global plans. The process was initiated in 1983 with a first
monitoring report, which was followed in 1985 by a first evaluation of the effectiveness of the
implementation of national strategies, and in 1988 by a second monitoring report. The 39th World
Health Assembly (Resolution WHA39.7) decided to institute the submission of monitoring reports
on the strategy every six years, beginning in 1985.

To facilitate the presentation of systematic reports and the summary of information at the
regional and world levels, a common framework of reference was adopted. In 1982, a Common
Framework and Format (CFF) was prepared by WHO to aid in the collection and analysis of the
information needed in order to monitor progress in the implementation of the national strategies
and report it to the regional committees, the Executive Board, and the World Health Assembly.
Subsequently, an expanded CFF was prepared for reporting on the evaluation of the effectiveness
of the strategies’ implementation. The Common Framework: Second Evaluation (CFE/2), which
was utilized in preparing the present evaluation, is the result of modifications to the CFF made as a
result of observations and suggestions from the Member States and Regional Offices.

On the basis of the experience acquired during the evaluation carried out in this Region during
19841985 and during the monitoring process in 1988, the decision was made to send the CFE/2 to
the countries to guide them in the preparation of their national reports. In addition, the PAHO/
WHO Country Representatives were urged to provide all necessary support and collaboration to
enable every country to measure its progress, discover any problems, locate obstacles, and,
ultimately, utilize the results of the analysis to improve its health plans.

A total of 28 countries and territories submitted reports: Argentina, Bahamas, Belize, Bolivia,
Brazil, Canada, Chile, Colombia, Costa Rica, Cuba, the Dominican Republic, Ecuador, El Sal-
vador, Guatemala, Haiti, Guyana, Honduras, Jamaica, Mexico, Nicaragua, Panama, Paraguay,
Peru, Suriname, Trinidad and Tobago, the United States of America, Uruguay, and Venezuela.
Quantitative information also was received from Anguilla, Antigua, Barbados, the British Virgin
Islands, Cayman Islands, Dominica, Grenada, Montserrat, Saint Kitts and Nevis, Saint Lucia, and
Saint Vincent and the Grenadines. These countries and political units represent almost 100% of the
population in the Region of the Americas. The analysis of specific indicators took into account not
only the national reports received, but also complementary sources (World Bank, IDB, UNESCO,
UNICEE UNDP, ECLAC, United Nations Statistical Office, IMF) and information from PAHO
technical areas and previous reports from the countries to PAHO.

The consolidated regional report covers the following subjects: socioeconomic status, monitor-
ing process and mechanisms, national health policies and strategies, development of health sys-
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tems, international action, availability of primary health care, and health status and living condi-
tions. This analysis of the evaluation of the strategies of health for all by the year 2000 is based on
the information submitted in accordance with the Common Framework: Second Evaluation; conse-
quently, it includes only the answers of the 28 countries which followed the CFE/2 format in their
reports. On the other hand, the tables (see Annex) include all the countries and political units which
submitted quantitative data.
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Chapter 1

Socioeconomic status

In terms of their economies, the countries of Latin America and the Caribbean ended the 1980s
and began the 1990s (1988, 1989, and 1990) immersed in a prolonged recession, carrying large
external debt liabilities and confronting a basic maladjustment in the structures of international
demand and the makeup of exports. These economic setbacks, which had strong social conse-
quences, led some to call the 1980s the “lost decade,” reflecting the magnitude of the crisis in the
Region during that period.

One of the global indicators—the per capita gross domestic product (GDP)—declined for the
third consecutive year in 1990, decreasing by 2.6% (it had decreased 0.6% in 1989 and 1.2% in
1988), which constituted a cumulative change of —9.6% for the period 1981-1990. Several
difficulties remain, including macroeconomic imbalances, obsolescence of the capital and physical
plant infrastructure, a widening gap between worldwide technological changes and those that are
occurring in the Region, misuse of the financial and managerial capacity of the governments,
growing frustration on the part of those trying to enter the job market (especially in urban areas),
growing inflation in an increasing number of countries, and poor utilization of natural resources
with the ensuing damage to the environment.

In the course of the decade, the deterioration in trade terms, the external debt service, and
decreased foreign capital income reduced the net resources available for investment. The net
investment ratio for the Region fell from almost 23% in 1980 to 16.5% in 1988. This had far-
reaching implications for central government expenditure as a percentage of GDP, because a large
increase in the amount allocated for debt payment is coupled with a reduction in capital outlay.
According to ECLAC, the 1980s crisis in the countries of Latin America and the Caribbean was
characterized by a loss of dynamism in national economies, intractable macroeconomic imbal-
ances, the regressive nature of the adjustment and social deterioration, weakening of the public
sector, and a marked decline in investments.

The net transfer of resources to other countries, which had already been negative over the three-
year period from 1985 to 1987 (24 billion dollars annually), continues to drain Latin America and
the Caribbean. It amounted to 25 billion annually over the three-year period between 1988 and
1990. The balance of trade continues to be positive (basically due to the increase in exports),
totaling 27 billion annually during 1988-1990; it has been used to pay the debt, or rather the debt’s
interest, since the total gross external debt has remained constant at 420 billion over 1987-1990.
Given this stagnation in production and the Region’s characteristics, which basically involve
exporting raw materials, the foregoing figures imply a reduced availability of essential products for
domestic consumption.

The impact of increased unemployment, the government’s lowered social expenditure, and
decreased availability of products for domestic consumption is evident when the extent of the poverty
in Latin America in the 1980s is analyzed. By the end of 1980, 37% of families were considered poor
and 17%, indigent. Estimates for 1989 indicate that there are some 183 million people living in
poverty (44 % of the total population). This figure is 71 million more than in 1970. Of the 1989 total,
88 million people were classified as indigent (21% of the total population), 28 million more than in
1970. This growing impoverishment has been particularly marked in urban areas.
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During the late 1980s, supposedly sweeping reform programs were developed in most of the
Latin American and Caribbean countries. Some were tentative and others superficial, some were
successful and others were not. Despite their differences, all these programs shared one charac-
teristic: an acknowledgment of the importance of international trade and public financing in
promoting growth and consumption, although the instability of international markets and the
protectionist policies of many developed countries (in this regard, the failure of the GATT round is
very clear) have hindered the entry of the Region’s products into international markets. Recent
events point to an increase in trade between subregions; treaties have already been signed in North
America (Canada and the United States of America) and in South America (Argentina, Brazil,
Paraguay, Uruguay); others are under study (Central America; the Andean countries; and Canada,
the United States of America, and Mexico).

Although the 1980s were marked by economic and social setbacks, the decade witnessed some
notable political advances. By the mid-1980s, several democracies had already been strengthened,
and the trend was further accentuated when democracy returned to Chile, Haiti, and Paraguay
between 1988 and 1990, although the events in Panama interrupted this process. In other words, in
the 1980s, especially in the decade’s later years, there was a concurrence of trends in the Region.
Political dialogue was strengthened, but at the same time public institutions were debilitated.
Economic regression coexisted with structural reform programs that have yet to produce desired
results. Exports increased, but at the expense of investment and consumption. And the social costs
were high: increases in unemployment and poverty and decreases in the quality of education and
health services coincided with the development of social emergency programs for the neediest
groups, the impact of which has been difficult to evaluate given the lack of focus and clarity
regarding their functions.

In its analysis, ECLAC states that Latin America and the Caribbean are presently at a cross-
roads, and that they must find their way back to the road that leads to development, from which
they seem to have strayed in the turbulence of the past decade. Overcoming the crisis will
necessitate an extraordinary accumulation of needs. For example, there is, on the one hand, a need
to strengthen democracy; on the other, economies must be adjusted, stabilized, and incorporated
into the fast-paced process of worldwide technological change, and public sectors must be modern-
ized, savings increased, income distribution improved, and more austere patterns of consumption
implemented. And all of this must be done in the context of a sustained development.

Another consideration, although not one of the indicators, is the cholera epidemic, which in
early 1991 reappeared, for the first time this century, in several Latin American countries with
varying degrees of socioeconomic and sanitary development. The epidemic revealed all too clearly
the profound deficiencies that persist in the Region’s countries.



Chapter 2

Monitoring and evaluation
process and mechanisms

The efforts to promote the processes of monitoring and evaluation at various levels of the sector,
as described in the 1988 monitoring report, have weakened.| No country in Latin America has
reported the existence of (or attempts to create) a specialized unit for the monitoring and evaluation
of health for all by the year 2000 and primary health care. Since 1988, only two countries in the
Region have reported having defined their goals and objectives with regard to health for all by the
year 2000. In the document “Health for All: A Framework for Health Promotion,” Canada has
clearly outlined its goals and objectives regarding health for all by the year 2000, including
reducing inequities, enhancing coping, and building supportive environments. In the United States
of America, the document “Healthy People 2000” was prepared in 1990, following an evaluation
of the goals established in 1980 and through a broad participatory process (involving more than 800
organizations in two years). Perhaps the most widely seen feature in the countries reporting from
Latin America is the near total absence of any attempt at evaluating the previously proposed targets
and goals, regardless of whether or not they fell within the framework of health for all by the year
2000 and primary health care. Another important consideration is the failure to establish national
(and regional) indicators for specific problems in every country from the outset of the process of
development and commitment that began with the Declaration of Alma Ata. As is stated in the
report of El Salvador: “There is no true process of identification and updating of the indicators
necessary for planning, monitoring, and evaluation.” And as long as there is no real evaluation, the
process of collecting and using information will be intrinsically| weak.

The availability of data for the different indicators varies| considerably. The registries from
which information is obtained for the calculations of various indicators related to natality (specific
rates, fertility, general fertility, gross rates) and mortality (specific rates, life tables, cause of death)
hardly exist in two of the reporting countries—Bolivia and Haiti—and data from them cannot be
used. There are several countries with varying degrees of underfegistration, both between countries
and within the same country, and data from them therefore may not be entirely reliable: Brazil,
Colombia, the Dominican Republic, Ecuador, El Salvador, Guatemala, Guyana, Honduras, Mex-
ico, Nicaragua, Paraguay, Peru, Suriname, and Venezuela (the Jast being on the borderline with the
previous group). Finally, there are countries whose registration system is complete (or nearly
complete) and the data from them can be used to calculate rates: Argentina, Bahamas, Belize,
Canada, Chile, Costa Rica, Cuba, Jamaica, Panama, the United States, and Uruguay. Moreover,
in recent years, some countries have launched efforts to prevent the deterioration of their vital
statistics systems and to hold on to previous advances in this regard (Argentina, for example). This
has meant that in many countries the most important indicators come from estimates derived from
censuses or special surveys.

Immunization remains the area for which the most timely information is available (both at the
country and regional levels) in terms of coverage, with all the countries reporting on immunization
in their national reports. Next is basic sanitation, although in many cases the data are not broken
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down into urban and rural components. In this area there is a definite need for continuous updating
and perhaps for more precision, since many data are not comparable. The United States reports on
drinking water and excreta disposal services in households with connections, and, therefore, its
data are lower than those of other countries that report on population with “reasonable or easy
access.” There continue to be problems regarding the data on maternal and child health services:
birthweight is reported in 19 countries; weight-for-height (or similar) indicators, in 8 countries;
proportion of pregnant women immunized against tetanus, in 16; and attended pregnancies in 19.
Furthermore, many of these indicators do not come from ongoing registry systems that provide
total coverage and break down the data in such a way as to make them useful for programming
activities. The primary health care coverage indicator continues to be difficult to estimate because
not all the countries are capable of calculating it, and some figures are inconsistent with other
indicators. Thus, a country may show a high (94 %) rate of primary health care coverage, and yet
the individual figures for the primary health care component indicators are much lower. There has
been little understanding of the new indicator of probability of dying before the age of 5 years. Few
countries have calculated it at all, and of those that have, some have figured it as a rate and not as a
probability. The maternal mortality indicator has shown the most improvement because compara-
tively more figures are presented (21) and it also corresponds to the years following the monitoring
report.

The reliability of data comparisons on percentage of GNP spent on health is questionable, since
some reports only deal with the central government, and others include smaller political and
administrative units; some take into account social security expenditure and others do not. Argen-
tina reports data from surveys that also include private out-of-pocket expenditures. Furthermore,
there is no uniformity regarding the amounts allocated for public health care, and most of the
countries report that they are unable to make these calculations. The area of financing and
expenditure in Latin America and the Caribbean is a great void. Data on literacy basically come
from population censuses that are conducted every 10 years, usually at the beginning of each
decade; data for the periods between censuses are estimated. Owing to problems associated with
the lack of comparability (differences in year, currency, trends, constants, etc.), this report does
not include data from the countries concerning GNP or GDP (global and/or per capita). These data
have been taken from other sources.

Data regarding human resources were received from 19 countries, although some only report on
the public sector. Thirteen countries reported total beds in the country, four reported only those
corresponding to the public sector (MPH, SS, or both), and ten did not report.

With respect to mortality by cause, only five countries did not report; of these, information is
available for two (Chile and Guatemala). Some of the countries reported only the order of the main
causes. With regard to morbidity, there are 12 countries that did not report at all; for the other 15,
the data are not readily comparable, both because of underregistration and because they refer to
different aspects of morbidity (discharges, outpatient consultation, required reporting). For both
morbidity and mortality, each case must be studied individually in order to assess the usefulness of
the reported data.

One particular phenomenon should be pointed out—the national reports generally contain less
information than exists and is available in the countries themselves. Sometimes data are received
for a certain year and more current data actually exist; other times no data are sent, when they
could be found if a true process of investigation were undertaken. This applies especially to the
information. on services, since the information sent tends to concern the public sector, overlooking
not only the private sector but social security as well. In this regard, there have been noteworthy
advances in Mexico, with the establishment of the National Health Information System (SNIS),
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which includes social security institutions, and in Costa Rica, with the legal establishment of the
National Health System.

Several obstacles hinder monitoring and surveillance, but they all basically stem from the low
priority that has been assigned to health for all by the year 2000 and primary health care in recent
years. Decision-making has been dominated by political and economic considerations (changes in
political authorities, economic restrictions), which has led to a limited utilization of the data
generated (whether the amount was large or small), lack of coordination, and institutional breakup.
It is not surprising that there continue to be problems derived from the scarcity of human resources
(quantity, quality, distribution) and large gaps in data: underregistration, scattered sources,
untimely delivery, insufficient use of local level resources, and lack of conceptual uniformity
within the different levels and services.

The main steps that are being taken in the countries to strengthen the evaluation of health for all
are indirect, since they do not derive from a plan of priorities established specifically to that end,
but rather come out of attempts to rationalize the use of limited resources. Among the most
noteworthy of these steps are decentralization and the introduction of computerized systems. But
much work remains to be done in order to ensure the availability of complete, timely, and
comparable information for evaluation and monitoring.



Chapter 3

National health policies
and strategies

In recent years various plans, policies, and strategies have been formulated, and all of them have
components directly related to health for all by the year 2000 and primary health care and are in
accord with them. Notable among them because of the emphasis being placed on them in the
countries, and consistent with the trend observed three years ago, are decentralization, being
implemented through different approaches, and the development of local health systems.

Efforts to strengthen national health systems are illustrated by several plans:

Belize: The National Health Plan 1990, which has been conceived on the basis of democratic,
comprehensive, educational, and participatory principles, proposes accessibility to services, health
promotion, intersectoral coordination, and community involvement as components.

Bolivia: The National Plan of Survival, Child Development and Maternal Health (1989) was
characterized by a policy of decentralization and community involvement.

Canada: Following the plan for Achieving Health for All in 1986, several important programs
have been developed, including Mental Health for Canadians and Drug Strategy. The Health and
Environment Action Plan is currently being developed.

Colombia: The process of decentralization begun in 1986 was formalized with the passage in
1990 of Law 10 (Restructuring of the National Health System). A product of this law was the
development of the Quadrennial Plan 1991-1994: Health with Democracy—Healthy Families in a
Healthy Environment.

Costa Rica: Previous policies, especially those related to coordinating the activities of public
health and social security, led to the legal adoption of the National Regulations for the National
Health System (Executive Decree of November 1989). National health policy and strategy priori-
ties are: promotion, care for special groups, environmental health, local health systems, human
resources, infrastructure, and development of the national health service.

Ecuador: The National Health Plan 1989-1992 has the following priorities—integral family and
community health, food and nutrition, basic sanitation, drugs, and hospital care.

El Salvador: The National Health Plan 1991-1994 (framed within the Economic and Social
Development Plan) emphasizes focused expenditure and food aid and modernization of the admin-
istration of services and food aid.

Honduras: Based on two documents, “Leadership and Management of the Ministry of Public
Health in 1990-1994” and “Global Response of the Ministry of Public Heailth to the Effects of
Structural Adjustment in the Honduran Economy,” a plan of action was developed that included
effectiveness and efficiency in services; immunization; drugs; environment, nutrition, and health;
and monitoring of living conditions among deprived groups.

Mexico: As part of the National Development Plan 1989-1994, the National Health Plan 1990-
1994 was formulated (January 1991), which established promotion of a culture of health, universal
access with equity and quality, prevention and control of disease and accidents, protection of the
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environment and basic sanitation, regulation of population growth, and promotion of social welfare
as political guidelines.

Paraguay: The Plan for Immediate Actions in Health (1989) established the bases for the current
Strategic Sectoral Health Plan. This is complemented by the National Plan for the Second Drinking
Water Decade and the National Program for Human Development, which is addressed to the
population living in dire poverty.

United States of America: The program Healthy People 2000: National Health Promotion and
Disease Prevention Objectives (1990) encompasses three major goals—to increase the number of
healthy years of life, to reduce inequities in health status among population groups, and to provide
access to preventive services for the entire population. Twenty-two priority areas were defined with
300 quantified objectives.

In Chile, as a result of the major political changes that occurred in 1990, a review of policies and
strategies is being conducted with a view to preparing new future goals and objectives. The same
process is being carried out in Panama. In Argentina, under Law 23661 on the National Health
Insurance System, which passed in December 1988, efforts are being made to regulate, coordinate,
and extend coverage to the indigent, and this is being carried out within a process of state reform,
decentralization, and privatization. In Brazil, the Constitution of 1988 formalizes the strategic
principles of primary health care, creating the Unified Health System that integrates public health
and social security and, as a clear move toward decentralization, transfers health care units to the
states and municipios. Cuba, with a high level system of services, has set the following priorities:
prevention and promotion through the family doctor; development of a network of specialties;
training, specialization, and continuing education for human resources; and scientific research on
the pharmaceutical industry and production of medical equipment. In Haiti, a coordination unit for
the Health Priority Program was created, and seven priorities were established: diarrheal diseases
and maternal nutrition, immunization, maternal health and family planning, malnutrition, major
endemic diseases, tuberculosis, and AIDS. In Peru, the Integrated National and Regional Health
System was created with great emphasis on decentralization, and this occurred in the context of an
unfavorable political and economic climate (Decree 351 of the Organic Law of the Health Sector
was rescinded and the National Health Council is not functioning). In Suriname, the Regional
Health Services have been taken out of the public sector and have become nongovernmental
organizations (NGOs).

Obstacles to the implementation of national health policies and strategies vary, and in many
cases are predictable. They include personnel restrictions (quantity and quality); centralized and
bureaucratic administration and management; political and partisan use of health policies; the
population’s lack of education and awareness of health; and instability in the leadership (both
institutional and community). In some countries, the situation is aggravated by different kinds of
social upheaval. The three years since the previous monitoring report on health for all by the year
2000 and primary health care have witnessed armed confrontations in Nicaragua, El Salvador, and
Peru; serious violent incidents in Colombia as a consequence of drug traffic; violence in Haiti in
connection with the restoration of democratic order; major and far-reaching political changes in
Argentina and Brazil; and transition to a democratic government in Chile.

The main obstacle—which up to now has been unpredictable because of its long duration—is the
economic crisis, and it does not appear that the situation will be resolved any time soon. Not only
has the crisis led to increases in unemployment and poverty, but the ensuing reduction or stagnation
of per capita GNP and the weight of the external debt have influenced, through fiscal adjustment
policies, the amount of resources available for both social security and health care for deprived
groups. In other words, there are fewer resources to meet greater potential demand.
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In light of the above, the countries have approached the development of national health policies
and strategies by working toward greater efficiency in the use of their resources through decentral-
ization and restructuring of health systems, including carrying out administrative reforms, estab-
lishing logistical and managerial systems, mobilizing resources, especially at the local level, and
coordinating with sectoral or extrasectoral institutions or orientating the activities of nongovern-
mental organizations. As a result, community involvement has been emphasized, which can be a
valuable tool for the better utilization of resources at the local level.

The crucial effort of integrating national health policies and strategies with general development
policies appears to be at a critical point. Several of the reporting countries said nothing in this
respect, which may indicate a possible lack of integration; the other countries report that national
health policies and strategies are included in development plans and that various mechanisms
(plans, cabinet, committees, etc.) have been established to coordinate global policies.

The integration of health care services and other social areas has been given special impetus in
recent years, in addition to the momentum that had already been generated through the develop-
ment of local health systems. This new thrust has been manifested in the creation of social
emergency and social investment funds aimed at focusing social activities on the most deprived
groups, who are assumed to be the most adversely affected by the crisis and economic adjustment.
These are specific funds, which are usually financed from external sources and for which special
administrative structures have generally been created, outside the normal administrative structures
of the public ministries. They are used to finance activities related to maternal and child health,
food supplements, family farms, development of small companies, employment, basic sanitation,
essential drugs, etc. As yet, there has been no evaluation of their impact. Several countries have
developed different projects utilizing such funds (Bolivia, Honduras, Ecuador, Jamaica, Ven-
ezuela, etc.) and several more plan to do so.

With some exceptions (Canada, the United States, Cuba, and, to a lesser degree, Costa Rica, the
Bahamas, Mexico, and Venezuela), the countries report a lack of medium- and long-term plans,
because they have not been able to establish long-term strategies or a political consensus for the
development of health care and socioeconomic status as a whole. Without true integration and
coordination, it will be difficult to maintain the rate of improvement in health that has been
achieved over the last 30 years. Increasing urban poverty, lack of accessibility in rural areas,
decreased domestic availability of food products, lack of progress in basic sanitation services,
deterioration of public hospitals, social security problems due to losses or cuts in funding, and
increasing urban violence, are some phenomena that exist in almost all the countries and that stand
in the way of achievement of the goal of health for all by the year 2000.
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Chapter 4

Development of health systems

Organization of the health system based on primary health care

All the countries continue to affirm their commitment to and adoption of the primary health care
strategy as the main thrust for the development of their health systems. In reality, those that affirm
this commitment are the Ministers or Secretaries of Public Health, but in most cases they do not
represent the entire system of services, given that in recent decades social security has become
increasingly important as a provider of services, primarily medical care. There are no laws that
empower the Ministries to coordinate all the services and resources provided to the population.
Consequently, the information reported by the countries basically covers only the services that are
organized under the Ministry of Public Health. In many countries this means that only part of the
population, not the majority, benefits from the measures that have been implemented to provide
services based on the primary health care strategy.

Improving the coordination among the sector’s institutions is a goal shared by almost all the
countries. However, save for few exceptions the process is reported to be still incipient, particu-
larly with regard to coordination of the services provided by social security institutions and those
provided by Ministries of Health. Bolivia, Brazil, Costa Rica, Mexico, Panama, and Venezuela
report significant advances since 1985, ranging from the formulation of a legal framework for the
coordination/integration of services to the development of common technical and administrative
standards among the institutions and the implementation of integrated models of multi-institutional
services in pilot regions. The countries mention the following factors as obstacles to intersectoral
coordination: resistance and inertia on the part of institutional bureaucracies, normative and
managerial discrepancies among the institutions, differences in administrative and financial man-
agement, lack of legal standards for administrative and financial management, lack of adequate
legal standards, and the large number of institutions involved. The case of Peru, where a 1985 law
that provided for the integration of services was repealed, is indicative of the magnitude of the
obstacles. Cuba and Canada are the two countries that have been most successful in organizing
their health services on the basis of primary health care using different schemes to provide
coverage for the entire population: Canada has a law providing for federal and provincial health
insurance and Cuba has a single system that is administered and financed by the State.

The acceptance and inclusion of the primary health care strategy within the various levels and
institutions that comprise the health sector have been achieved only partially in most of the
reporting countries. Among the most frequently cited obstacles to full incorporation of the strategy
are:

—the predominantly curative orientation of the health services and of many professional groups;

—insufficient physical and financial resources for health promotion and protection activities and
not enough basic health teams at the primary care level;

—resistance from professional groups and institutions within the sector to fully adopt the pri-
mary health care strategy and lack of interest, knowledge, motivation, and commitment on the part
of health care personnel regarding the development of such strategies;
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—the trend toward a narrow interpretation of primary health care as a single program or a set of
vertical programs whose components are developed separately and unequally;

—the numerous institutions involved in the health sector in many countries, which makes it
difficult to achieve intersectoral coordination and establish a uniform conceptual and operational
definition of the primary health care strategy; and

—the insufficient development of community involvement as a component of primary health
care strategy in the majority of countries.

The countries report that various measures have been adopted to strengthen health systems,
utilizing the primary health care strategy as a basis. In most countries, this process has been
oriented toward strengthening services at the local level and introducing local programming
schemes and intra- and intersectoral coordination mechanisms at the local and regional levels.
There is a trend in many countries toward administrative schemes based on decentralization and
deconcentration of management mechanisms and the regionalization of health services. In several
countries, models of attention have been formulated that emphasize coordination and the most
rational use of existing institutional resources at the local and regional levels. Efforts have been
made to educate and train human resources to work at the primary care level and to introduce the
concept of primary health care in education programs for health professionals.

In many countries, social and geographical operational criteria have been established to identify
the least-served and highest-risk population groups with a view to channeling available resources to
them selectively, thus achieving greater equity in the delivery of services. However, the number
and exact location of these deprived groups have generally not been determined, nor have any
records been kept that would make it possible to effectively evaluate the delivery of services.

In addition to the above-mentioned obstacles, there are new challenges to be overcome in the
organization of health care systems based on primary health care. These include the increasingly
important role of NGOs (in some areas of Haiti and Bolivia these are the only entities providing
services to the population) and the creation of the Social Emergency or Social Investment Funds.
The NGOs are nonpublic multisectoral institutions, and the Funds are multisectoral, although they
can be held under the aegis of a public institution, usually the Ministry of Planning, or attached to
the presidency. They are new actors that necessitate flexibility and adaptation on the part of health
authorities in order to provide responses with a clear social impact.

The countries report that their systems of referral and back-referral of patients are not function-
ing smoothly and effectively in the majority of cases. This is due in part to the fact that response
capacity has not been adapted at the different levels of referral. Some countries, such as Chile,
Mexico, and Venezuela, have succeeded in establishing mechanisms for referral of patients with
specific problems (high-risk mothers and children, AIDS, auxiliary services, diagnoses, emergen-
cies). Guyana reports a straightforward reference system that operates with well-defined functions
at five levels. In most of the countries, the incipient schemes of decentralization and development
of local health systems have included patient referral as a basic point to be promoted in the near
future.

Intersectoral collaboration

The reporting countries agree that practically all the national sectors involved in the process of
overall development directly or indirectly affect the health status of the population. Among the
most directly related sectors are agriculture; education; social welfare; protection and improvement
of the environment, including water supply and basic sanitation and control of environmental
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pollution; housing and human settlements; employment; and population and family planning
programs. In some countries, the armed forces and public safety sectors have participated by
providing logistical support for national campaigns and mobilizations related to health. They also
have begun to collaborate with the judicial system on problems associated with drug addiction,
smoking, accidents, etc.

The sector whose basic function is to regulate the quantity of resources available for public
health and other basic services involves the institutions that oversee public spending and national
finances—the Treasury Ministries and the central banks. During this reporting period, most Latin
American and Caribbean countries, faced with the economic crisis, established economic adjust-
ment or reactivation policies characterized by a marked reduction in public spending on activities
that are considered nonproductive, such as health and education. These policies have led to a
reduction (Colombia reports a S0% reduction in the public health share of the national budget over
the last 10 years), or at best a stagnation in the amount of resources available for the development
and operation of health services. They have also adversely affected most of the population, limiting
their access to the elements necessary to meet their most basic needs (food, employment, housing,
etc.). There have been instances in which programs with a clear social and multisectoral emphasis
were discontinued, as was the case with the National Food Program (PAN) in Argentina and the
food program for pensioners and retirees in Uruguay.

The impact on health of these cost-containment policies and reduction in the quality of life for
large sectors of the Region have not yet been examined comprehensively, but available information
reveals that they have already had an effect on the health of the most vulnerable groups and will
continue to do so for some time to come. It should be pointed out that the impact of reductions in
multisectoral social expenditure will not necessarily be reflected in the traditional health indicators,
such as mortality (infant and maternal mortality, life expectancy, etc.). The deterioration or
stagnation in living conditions (especially with regard to the quality, quantity, and timely availabil-
ity of food, adequate sanitation, and access to health services, etc.) of large population groups is
not necessarily accompanied by a greater number of deaths.

The countries have established different institutional mechanisms in order to render the goals
and activities of the various development sectors as coherent and mutually supportive among
themselves and vis-a-vis the general development policy. In some, the ministers in the social area
have formed a social development cabinet or council in order to formulate, enact, and evaluate
coordinated policies and programs. These bodies include the Social Front in Ecuador, the Social
Committee in El Salvador, the Social Investment Funds in Guatemala and Bolivia, and the
National Solidarity Program (PRONASOL) in Mexico. In other countries it is the Secretariat or
Ministry of Planning that is responsible for coordinating intersectoral action (Ministry of Planning
and International Cooperation in Chile). The coordination mechanisms that are most often utilized
are those that have been established in response to concrete problems, such as occupational health
programs (work-related accidents) or educational programs (both within schools of medicine for
the training of human resources and at schools in immunization or health education programs for
parents and children).

Some countries have implemented intersectoral coordination mechanisms at the local
and regional levels. In Guatemala, urban and rural development councils have been estab-
lished, with multi-institutional and community involvement. Similar agencies at the municipal,
cantonal, or district level have been instituted in Bolivia, Costa Rica, and Mexico. Other
countries have had success with ad hoc mechanisms of interinstitutional coordination based on
concrete activities or projects, such as vaccination campaigns, child survival, and water and
sanitation.
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In recent years, as a result of the policy of decentralization, there have been various coordina-
tion agreements between public health authorities at the central level and political authorities in
smaller administrative subdivisions (state, province, department). Chile has decentralized the
primary level to the municipios, Brazil has transferred assistance units to the municipal states,
Colombia has restructured its national health system, and Uruguay has established agreements
between public health authorities and the municipal governments for the primary health care
services.

There are very few countries (United States, Canada, and, to a lesser extent, Cuba) that have
procedures for the systematic analysis and evaluation of the repercussions of major development
projects on health. However, many countries are concerned about the matter, and the environmen-
tal impact assessments required by all international and some bilateral financing agencies include
evaluations of the impact of such projects on health. Already existing environmental pollution has
elicited growing concern and a subsequent search for solutions, particularly in such places as
Mexico City and Santiago, Chile, where the problem is so great that it has noticeably affected the
population’s health. But it is the impact of development in the Amazon region in Brazil that has
perhaps inspired the greatest concern at both the national and international levels, not only for
health reasons but because of the ecological disruption it could bring.

Noteworthy for their degree of progress are the multisectoral projects on smoking, drugs, the
environment, and cities that are being carried out in Canada, in keeping with that country’s priority
on promotion and prevention. Environmental priorities will have their greatest expression in
Canada’s Green Plan.

The obstacles that stand in the way of achieving the highest possible level of intersectoral
collaboration in health development are:

—insufficient consensus regarding priorities and even regarding the political and ideological
framework of the various institutions and sectors in the countries, partly owing to the fact that
national development plans tend not to be very specific about sectoral goals and activities;

—a scarcity of financial resources for joint intersectoral actions;

—weakness or lack of technical and administrative mechanisms for the local, multisectoral, and
participatory programming of activities at the local level;

—persistence of managerial and administrative models characterized by centralization and con-
centration of the decision-making process, which limits local autonomy to undertake multisectoral
actions;

—the low priority assigned to the health sector and its limited powers of mobilization and
negotiation vis-a-vis other sectors in the country;

—a scarcity of trained human resources with intersectoral work experience, especially at the
middle management level; and

—lack of political will at the highest decision-making levels to establish effective mechanisms of
intersectoral coordination.

In several countries, as part of efforts to develop local health systems under a decentralized
scheme, efforts are being undertaken to foster and facilitate the creation of operational mecha- -
nisms for joint programming and coordination between sectors at the local level. This is the case
in Costa Rica, where the Ministry of Public Health and the Costa Rican Social Security Fund
participate in the joint annual operational preparation at the local health systems level and the
mechanism that is planned in Mexico, based on the modification (under study) of the General
Health Law.
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Community participation

The diversity of sociopolitical models in the Region’s developing countries is reflected in the
varying degree and form of community participation in health actions and in the development
process. The period since the first evaluation of health for all by the year 2000 in 1985 has been
characterized by the consolidation and extension of the process of democratization in the Region.
Since 1988, new constitutional regimes have been established in Chile, Haiti, and Paraguay.
Changes of government have come about through constitutional means in the other countries of
Latin America and the Caribbean. The level and nature of community participation in health must
be analyzed in the context of these overall political processes, especially in countries that have
recently emerged from situations in which democratic participation in national political life was
clearly restricted or limited.

All the reporting countries indicate that their stated policies acknowledge the need to support and
promote community participation as an essential component in the primary health care strategy. In
practice, the implementation of these policies is usually limited to community participation in
isolated aspects of the execution of certain activities at the local level, especially through health
collaborators or volunteers or through the contribution of labor and funds for the construction of
small local infrastructure projects, particularly in the area of basic sanitation. In some countries,
such as Bolivia, mechanisms have been established to allow the participation of organizations
representing the communities of the country in the formulation, execution, and evaluation of
policies and programs at the national level, the strategy of social management being one of the
priorities of the current government. In others, such as Canada, Costa Rica, Honduras, Nicaragua,
and Peru, the Ministries of Health have created programs, offices, or departments that are respon-
sible for promoting, coordinating, and regulating community involvement in health programs. In
Colombia, the Committees of Community Participation were established by presidential decree,
and in Venezuela community hospital boards have been established to permit community participa-
tion in hospital establishments.

In the Bahamas, Belize, and Suriname, community involvement has mainly been handled
through the NGOs. In Cuba, it is carried out through social and grass-roots organizations. In
Canada it is estimated that the contribution of volunteer agencies to health and social services
activities in 1990 amounted to more than one billion Canadian dollars. In Montevideo, Uruguay,
area committees have been created to provide for extensive participation by the residents of the
various areas. In the United States of America, in addition to work in the counties and the
participation of various organizations, community involvement has occurred in the context of the
Healthy People 2000 plan and the corresponding Consortium involving more than 300 organiza-
tions, which was created to assist in developing and implementing the plan. In Nicaragua, commu-
nity participation was strengthened by focusing on the Campaign for the Defense of Children’s
Lives (Campafia por la Defensa de la Vida del Nifio).

All the countries report the existence of some type of community volunteers, especially in rural
areas and lately also in certain deprived urban areas. They may perform such functions as collab-
orating in specific programs, such as those for vector control or control of diarrheal diseases, or
they may be traditional or formally trained midwives. In other countries there are community
agents, trained and regularly supervised by the health service, who carry out more extensive health
promotion and basic health care activities (Bolivia, Costa Rica, Ecuador, El Salvador, Guatemala,
Honduras, Mexico, Peru). In some countries, mass campaigns have been organized, especially in
relation to immunization activities, with community groups (boards of trustees, community
groups, churches, etc.) participating in programming and execution at the local level. In the case of
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Bolivia, this participation has been extended to the national level through the creation of the
Popular Health Council.

In all the countries, the contribution of nongovernmental organizations (NGOs) to the develop-
ment of primary health care is recognized and promoted. In some countries, the role of NGOs
basically involves supporting health education and health promotion activities, while in others,
NGOs act as suppliers of primary level services for a large sector of the population, especially
isolated groups who are not covered by any type of official service.

In Bolivia, Guatemala, Haiti, and Honduras agreements have been made between the govern-
ment and the main NGOs that provide health care services to improve coordination in the program-
ming and execution of activities.

Among the principal obstacles to community involvement in the strategy of primary health care
that have been identified by the reporting countries are:

—Ilack of appropriate attitude, behavior, and knowledge on the part of health care personnel with
regard to promoting, supervising, and accepting community involvement in programs, and lack of
human resources trained for community promotion;

—frequent shifts among community representatives and volunteers, which makes it difficult to
achieve stable development and ongoing training of community resources;

—frustration generated by the limited capacity of the health services to provide an appropriate
and timely response to the demands of the community;

—the population’s limited knowledge of health and low educational level, as well as apathy—
stemming from the inability to satisfy their basic needs—which limits their interest and capacity to
participate in the programming and evaluation of actions;

—difficulties in establishing communication between the communities and the health services
because of geographical inaccessibility, lack of communications media, cultural and linguistic
differences, etc.;

—the situation of internal armed conflict that prevails in some countries of the Region;

—the existence of a paternalistic perspective, both in the field and among high-level authorities,
that does not distinguish between community involvement and community manipulation, along
with a trend toward the partisan politization of the mechanisms of community involvement;

—scarcity of the material resources necessary to effectively promote community involvement
(vehicles, educational materials, etc.); and

—bureaucratic rigidity and the persistence of centralized forms of management and administra-
tion of the health services, making them less flexible and less able to provide a timely response to
the demands of the participatory process.

The countries have conceived several specific short- or medium-term measures to overcome
these shortfalls. In several, use of the mass media will be strengthened in order to disseminate a
basic knowledge of health and promote an awareness of each person’s responsibility to protect his
own health and that of his family members. In addition, there will be efforts in almost all the
countries to strengthen programs for health education and training of leaders at the community
level. Several countries will take steps to increase awareness and improve the aptitude of health
personnel regarding the promotion of community involvement. In countries that have plans to
promote the development of local health systems and administrative decentralization, mechanisms
will be implemented with a view to achieving community involvement in the process of local
programming and other aspects of service management.

Authorities in Peru indicate that unless the above-mentioned obstacles are overcome relatively
quickly in many of the countries of Latin America and unless some success is achieved in actions
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involving community participation, progress made thus far could be reversed, which would lead
the population’s interest to decrease.

Managerial process and mechanisms

In the last five years, the health services management process in most of the countries has shared
some features, given the sweeping fiscal austerity and rationalization of expenditure measures that
most of the countries have had to introduce. There also have been administrative reforms aimed at
increasing efficiency in the public sector. Some countries have gone so far as to experiment with
schemes for the partial or total transfer of certain services traditionaily handled by the State to the
private sector, as has been the case in Chile with the partial privatization of social security. Even in
those countries that have managed to avoid the privatization of health services, considerable
pressure is being exerted on the health sector to exercise greater control and obtain better results
from the limited resources available. Consequently, carrying out a revision and reformulation of
the administrative and managerial processes in the health services became a fundamental priority
during this period.

The democratization of national political life, shared by many Latin American countries, also is
marked by a trend toward deconcentration and decentralization of the State’s administrative func-
tions. In several countries, attempts are being made to strengthen regional, State, departmental,
and municipal systems, in order to increase the capability of the State apparatus to respond to the
demands of the population.

The health sector is not immune to this process. Most countries have attempted to create,
strengthen, and reinforce local health systems as the main instrument for achieving the goal of
health for all by the year 2000. In terms of the development of local health systems, the countries
propose to establish the following mechanisms to increase the efficiency and operating capacity of
their services:

—an effective coordination and even integration of the services provided by different institutions
in and outside the sector at the local and regional levels;

—the implementation of integrated and participatory processes in the local programming of
health activities with a view to facilitating an equitable, efficient, and effective utilization of the
resources available to respond to the community’s most urgent health priorities and problems in the
community;

—the development of technical and administrative capabilities of mid-level management at the
regional and local levels as a necessary prerequisite for the gradual decentralization of service
management; and

—the design and establishment of information, surveillance, and evaluation systems aimed at
supporting effective leadership and management in the health systems.

Several countries have reviewed and modified the sector’s institutional and organic/functional
framework in order to clear the way for new management schemes. Attempts have been made to
strengthen the normative, regulatory, and supervisory roles of the central levels of Ministries or
Secretariats of Health, in conjunction with increasing the executive functions and responsibilities
of the peripheral agencies of these institutions or other agencies and organizations that are involved
in the delivery of services, such as social security, municipalities, provincial governments, NGOs,
etc. (Brazil, Mexico, Bahamas, Belize, and Suriname). In other countries, the responsibilities and
sphere of action of the various institutions comprising the sector have been more precisely
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delimited as a prelude to greater intrasectoral coordination and possibly integration (Costa Rica,
Panama, Venezuela).

In some countries, legal instruments and standards have been formulated and implemented as a
step toward decentralized management, not only in the health sector but in other public services
(Colombia, Guatemala, Mexico, Peru). Moreover, many Ministries of Health in the Region have
modified their technical, policy-making, and administrative structures, in keeping with the decen-
tralization objective and in order to facilitate the administrative and managerial processes in the
priority programs; this effort, however, sometimes has been pursued following decisions made at
the central level of the government—state reform in Argentina and administrative and financial
state reforms in Bolivia. In order to facilitate management, several bodies have been created,
including the National Advisory Council, the National Private Health Council in Chile, the
National Health Council in Paraguay, the National Regionalized and Integrated Health System in
Peru, the Canadian Health Committee in Canada, and the Healthy People Consortium in the
United States. In Venezuela, attention on management has been channeled through a major effort
aimed at maintenance and managerial training. Cuba has. implemented new managerial processes
based on research and technology in the areas of biotechnology, drugs, equipment, and tourism and
health.

There are many obstacles to the adoption of such managerial measures, including:

—insufficient economic resources for promoting administrative decentralization, such as those
needed for wage standardization;

—a scarcity of sufficiently trained managers at the peripheral level;

—a multiplicity and lack of coordination and effective control of projects that are financed by
external sources, which leads to a splintering of the efforts of technical and administrative man-
agers at the central and peripheral levels;

—a lack of coherence among policies, strategies, and operational plans of the sector’s various
institutions, as well as the introduction of political and partisan criteria in the distribution of
resources to the institutions and peripheral levels;

—the absence of a sufficient and reliable information base for monitoring, evaluating, and
supporting the administrative and managerial processes in the sector; and

—a lack of cost systems that would facilitate a more equitable and effective distribution of
available resources.

For the public sector, especially public hospitals, the situation is aggravated by the lack of a real
maintenance and repair program (including equipment and specialized human resources). There
were many instances in which these institutions were unable to provide service to the public
because they lacked basic inputs and/or their equipment had deteriorated. Moreover, as a result of
the economic adjustment policies, several new hospitals (or facilities under construction) will be
unable to operate because of a lack of resources. The management of the physical infrastructure
currently  represents a serious stumbling block. If to this one adds the fact that the traditional
structure of resources (human and physical) in the public sector is out of sync with the new
epidemiological profile of the population and its demands (in Argentina, Chile, Uruguay as a
whole, and in many urban areas in other countries), it is clear that there are too many difficulties to
be overcome for the managerial measures to produce, in the short term, any qualitative and
quantitative improvement in services to the population.

Furthermore, the traditional resistance in the public sector to reassign human resources (aggra-
vated by the increase in unemployment) will undermine any managerial measure aimed at changing
the profile of health personnel.
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Human resources for health

This is the area where the obstacles to progress toward the goal of health for all by the year 2000
and the implementation of the primary health care strategy can best be appreciated. While in 1988
twelve countries reported having (or being in the process of preparing) a plan for human resources
in health in order to meet the needs of the primary health care strategy, there are now only two that
currently have a plan (Cuba and Mexico, which already had plans in 1988) and one, the Bahamas,
where one is being developed. Some countries are carrying out evaluations, particularly in order to
establish some permanent registration system for health personnel (Bolivia, Honduras) or to assess
the quality of the service provided by professional personnel (for example, the National Practi-
tioner Data Bank in the United States). But the general tenor of the responses is that there is no
national policy regarding the training of human resources to meet the needs of heaith for all and
primary health care, although there are training programs for existing resources, especially non-
professionals working at the local level.

The importance of the health sector as an employer (of the economically active population) is
growing: 8% in Canada and Cuba, 7% in the United States, 4% in Argentina, and 3% in Brazil.
Individual countries vary greatly, but in all of them the sector accounts for an ever-increasing
proportion of the total work force. Physicians basically constitute the bulk of health personnel in
the countries of Latin America. With the exception of Cuba, there are many more doctors than
nurses in all the Latin American countries. The situation is reversed in the United States, Canada,
and the non-Latin Caribbean, where there are more than three nurses for every doctor. And yet, in
Latin America, except for Cuba, the number of nursing auxiliaries and aides is increasing. All of
the above means that there is an exceptional situation regarding the supply and demand of employ-
ment in the sector, with all the consequences that this potentially has for the motivation and
participation of personnel in the primary health care strategy.

Human resources training has followed the trend described above. Between 1960 and 1988, the
number of schools of medicine increased from 97 to 217 in Latin America and from 98 to 144 in
North America.

The employment situation of physicians varies tremendously from country to country, which
necessarily brings about differences in the implementation of health for all and primary health care.
On the one hand, there are countries such as Bolivia, Guatemala, Honduras, and Peru where the
principal employer is the public sector (Ministry of Health), and on the other hand, there are
countries such as Brazil, Costa Rica, and Mexico where the principal employer is (directly or
indirectly) social security, an agency of the state. Then there is a third type of country where the
principal sources of income for physicians are corporate-controlled (Argentina) or private
(Uruguay) insurance firms.

Haiti continues to be the country with the lowest availability of health personnel to serve the
population—some 900 physicians for a population of nearly 6 million; Bolivia, Honduras, and
Guatemala follow. At the other extreme are Argentina, Cuba, and Uruguay with about 3 doctors
per 1000 population, more than the United States and Canada.

Several trends appear to be develaping, such as possible controls on enrollment in Argentina,
Uruguay, and Mexico. In Cuba, in addition to a strict training plan for family physicians that is
based on comprehensive general medicine, the decision has been made to train nursing personnel
only at the university level. Canada has begun to limit enrollment and residencies in medicine
because of the excessive number of doctors already available. In Chile, which reports no personnel
problems in relation to primary health care requirements, there is a need to cover 12,000 currently
vacant positions in the National Health System. In the United States, control is exercised through
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monitoring of professional performance. In Haiti, as a result of economic crisis and institutional
instability, the training of auxiliary personnel has been suspended.

There has been no analysis nor is there any methodology for studying progress toward a more
equitable distribution of human resources. Available information indicates that there is a greater
concentration of personnel in urban centers than in rural areas. Haiti reports that the distribution
worsened after 1988; the main reasons reported for this situation are the economic crisis, limited
financial resources, and the reluctance of health personnel to move to the least developed areas.

Several countries have instituted or strengthened training programs for training professional and
mid-level health personnel, using a teaching-service approach as a way to expose medical and
nursing students and mid-level technicians, at the outset of their training, to the concepts and
practice of primary health care in the primary level services in an extramural, community context.
Many countries report having recently carried out curriculum revisions in their professional train-
ing programs in order to incorporate more elements of public health and the primary health care
strategy, as well as establishing programs or schools to train specialists in public health and health
services administration. Some have particularly emphasized the training of teaching personnel. All
the countries have some program to provide continuing education for health personnel in specific
aspects of the primary health care strategy. Several have created interinstitutional commissions of
human resources for health care in order to improve coordination and planning in this area.

Most of the countries report that the main obstacles to improving the availability of human
resources for primary health care stem from the current economic-financial crisis. Salaries in the
majority of the countries are insufficient to overcome the reluctance of professionals to move to
rural or relatively inaccessible areas. The lack of supplies, infrastructure, and basic equipment in
underserved areas is a source of frustration, and leads health care workers to flee these services.
The absence of any clear national policies or plans for training health personnel, along with the
consequent lack of coordination and efficiency in the use of the resources available for this
purpose, has helped worsen the situation in several countries.

Research and technology

Very few of the reporting countries indicate having any national policy on health research and
technology (even if merely stated or only in the early stages of application).

The development and maintenance of scientific and technical infrastructure is an area in which
the gap between the Latin American and Caribbean countries and the developed world has, in
general, widened. Most of the countries in the Region have not even come close to the goal of
devoting 1% of their GDP for research and development, as advocated by the United Nations; in
fact, they seem to have moved in the opposite direction in recent years, with the exception of Cuba,
which is implementing an ambitious program that emphasizes biotechnology, drugs, and equip-
ment. The most notable example of the decline in research and technology is Argentina, where
there has been a new wave of emigration among investigators. This “brain drain” toward devel-
oped countries, especially to the United States, has been particularly pronounced in the Region.

Given the size of their populations and their level of economic-productive development, most
countries have not been able to achieve the critical mass that would enable them to initiate and
sustain research and development programs. Moreover, the government authorities’ lack of politi-
cal vision during the last few decades, and their failure to invest in this type of activity, has not
helped the situation. .

At this point, more emphasis is being placed on the study and rationalization of the technology
currently available than on research and/or the creation of local technology. In keeping with this
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focus, several countries have established a basic institutional capacity for action in this area
through the creation of vice ministries, departments, institutions, centers, nuclei, and programs for
health technology (Argentina, Brazil, Colombia, Costa Rica, Cuba, Chile, Ecuador, Mexico,
Uruguay, Venezuela). These entities generally produce reviews and inventories of the existing
technology in the country, which are then used to prepare priority lists of needed technologies that
can serve as markers so that the regulatory institutions in every sector can establish specific
guidelines. The coordination of health technology’s selection and use generally is poorly developed
in most of the countries. In some, this function is assigned to commissions, academies, national
ministries of science and technology, or specific interinstitutional groups, but almost all the
reporting countries indicate deficiencies in this area, and certain initiatives, such as INDES in
Peru, have been discontinued. In the United States, however, many of the health for all by the year
2000 goals and objectives have come out of the National Institutes of Health, the foremost health
research center in that country. And in Mexico, the Instituto Nacional de Salud (INS) is making
important contributions to the new health policy.

In terms of identifying and developing research proposals that focus on priority heaith problems,
cight countries have explicit guidelines and five are in the process of formulating them. The
approaches utilized correspond to priorities derived from the epidemiological profile and level of
development of the health services: basic applied clinical and epidemiological research on the most
prevalent infectious, contagious, and parasitic diseases; food and nutrition problems; human
reproduction; alcoholism and drug addiction; traffic accidents; chronic and prevalent diseases; and
AIDS. Several countries have instituted guidelines for establishing priorities in health services
research and associated technologies, such as drug production, natural medicine, and epidemiol-
ogy applied to the planning, administration, and training of human resources.

In nine countries, the coordination, promotion, and dissemination of health research results are
the responsibility of national health institutes or interinstitutional national research commissions;
the others lack formal mechanisms for this purpose. The countries mentioned several factors that
have impeded the effective development and application of policies in health research and technol-
ogy, including the perennial problem of insufficient financial resources for investment in research
on priority concerns, lack of sufficient trained investigators and infrastructure, weak mechanisms
of interinstitutional coordination for the rational utilization of resources for research, and lack of
political will to promote research as an instrument of development.

In order to offset these difficulties, the countries plan to establish or strengthen the leading
agencies in health science and technology so they can coordinate, promote, and disseminate the
efforts that are being carried out in this area and make specific allocations for research in the
budgets of the institutions in the sector. Several countries intend to mount efforts to sensitize the
political authorities and the public to the need to view the development of science and technology
as an essential component in general and sectoral development.

Resource utilization and mobilization

Of the reporting countries, only four indicated that they had a basic plan for the mobilization and
use of material and financial resources in support of the national strategy of health for all by the
year 2000 (Cuba, Mexico, Canada, and the United States).

Most of the countries have reassigned resources toward deprived areas and groups, especially
through the above-mentioned emergency funds and through several special programs related to the
local health systems and national policies of decentralization and deconcentration of services.
Bolivia reports the existence of 94 districts organized as local health systems. Chile has prepared,
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with international support, an investment plan for 1990-1991 to address major financing and
maintenance problems in the hospital network, and it is also carrying out a program to strengthen
primary health care in 24 urban and 104 rural high-risk areas.

According to IDB and World Bank data, the domestic economic resources mobilized at the
central government level for health care during the period 1980-1989 either remained the same or
increased in the United States, Cuba, Canada, Belize, Chile, Ecuador, Honduras, and Venezuela;
in the other 16 countries they decreased. Colombia reported that the central government’s share
diminished 50%. It would be necessary to undertake a country-by-country study in order to fully
analyze this phenomenon, since, as a result of decentralization and state reforms, income that
previously corresponded to the central government is now collected at the departmental level (in
Bolivia, for example). This has affected the manner in which resources are distributed among the
sectors by authorities of the central government. The reduction in central government spending
began in the late 1980s; however, the studies that have been carried out would appear to indicate
that priority programs have been maintained (EPI, Maternal and Child Health, etc.) and that the
principal impact has been a decline in the quality of hospital care (lack of maintenance and repair
and scarcity of inputs), along with a drop in the real wages of health care workers.

There is a lack of organization, standards, and information on the source, utilization, amount,
and status of the various resources (human and physical), especially regarding the economic
aspects of service delivery, and this continues to be one of the major obstacles to monitoring and
evaluating health programs.

In several countries steps have been taken to increase efficiency in the utilization and produc-
tivity of available resources through the establishment of expenditure, production, and cost sys-
tems; streamlined administrative procedures; a managerial approach for information systems; and
other measures. Attempts also have been made to mobilize more resources from state, municipal,
or provincial entities in support of the process of decentralization and strengthening of local health
systems.

The most prevalent obstacles to the mobilization of resources include the fiscal crisis, excessive
external indebtedness, domestic inflation, higher prices for basic inputs in the international market,
wage losses, and increased unemployment.

The countries’ reporting regarding their expenditures on health has improved, with 19 countries
covering this component in their reports; the data, however, are not comparable, since they are
calculated on according to different bases. Argentina, Costa Rica, the United States, Uruguay,
Brazil, Suriname, Peru, Chile, and Belize reported on total expenditure as a percentage of GNP,
while the Bahamas, Bolivia, El Salvador, Guyana, Honduras, Jamaica, Nicaragua, and Paraguay
presented public sector expenditure. Mexico included social security information, and Cuba’s data
were based on its own GNP accounting. The fact that it is not known whether reported government
expenditure corresponded only to the central government or to the government in general posed an
additional complication. The proportion of national expenditures allocated to primary health care is
even more difficult to determine because some countries report only on expenditure for specific
programs of coverage extension without including, for example, outpatient care, health education,
and environmental improvement services. Most of the countries report that they are unable to
calculate what they spend on primary health care. This situation reflects a lack or deficiency of
information in the countries regarding the production, costs, and expenditures of the services by
level of care, without which it is almost impossible to objectively monitor the efficiency and equity
of resource distribution and allocation.
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International action

International movement of resources

Few countries have carried out systematic analyses of the needs for international cooperation in
relation to the national health for all by the year 2000 strategy; those that had did so a number of
years ago. The best efforts in this area have been those carried out with the Organization’s support
in the Central American countries, Panama, and the Dominican Republic. Since 1984, these
countries have participated in the Plan for Priority Health Needs in Central America and Panama,
and have jointly systematized their requirements for external financial cooperation in six priority
areas through the development of a common portfolio of national and subregional projects. Since
1985, under this initiative, the Central American countries have succeeded in mobilizing a total of
US$390,000,000 from external sources for health development in the subregion. The second stage
of this plan was presented at an international meeting in May 1991.

The number of different agencies, governments, international agencies, NGOs, foundations,
religious associations, etc., that carry out actions or provide funds for activities directly or indi-
rectly related to health is very large and increasing. Other than the control and coordination
mechanisms that exist for these entities, there is no information on the true magnitude of interna-
tional action. The countries’ reports basically cover those projects that are under the responsibility
of the Ministries of Health or other ministries, and there is very little information on the economic
volume of these projects.

In general, what exists is a list of priorities that includes all the components of the primary health
care strategy (water and basic sanitation, immunization and infant survival, maternal health and
family planning, control of communicable diseases, food and nutrition, essential drugs and devel-
opment of the pharmaceutical industry, control of chronic diseases), as well as projects aimed at
increasing the operating capacity of the health services by enhancing the capacity of the physical
installations and infrastructure, maintenance of installations and equipment, training of human
resources, development of biotechnology, and strengthening of the managerial system.

Inter-country cooperation

Almost all the reporting countries have established cooperation agreements to promote joint
health actions in border areas, especially regarding vector-borne disease control, immunization
activities, and epidemiological surveillance. There also are bilateral or multilateral agreements
involving several countries for the purpose of exchanging knowledge and experiences and carrying
out joint research and manpower training in specific areas of common interest such as biotechnol-
ogy, drug production and quality control, nutrition education, and prevention of drug addiction and
rehabilitation of addicts.

The most important mechanism of technical cooperation among countries in recent years has
been the Plan for Priority Health Needs in Central America and Panama, which not only has
mobilized external resources but has also served as a means of achieving closer technical coopera-
tion between the countries of the subregion in areas of mutual interest and priority such as malaria
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