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PART {: Introduction

The relationship between the environment and human health is so
fundamental as to be nearly intuitively understood. At the simplest level,
the interaction between ecological factors and human innovation in the
area of food acquisition or production determines people's ability to stay
alive., At a more complex level, the environment affects both ;he nature
and the quality of life, determining the condltions under which people
live, work, and socialize. This means that any social, economic, or
political policy which alters relatlionships between individuals and their
environment potentially affects human health, Socioceconomic development
bears examination in this context.

We will rely on the author of the cornersﬁoné of this project (see
'Sunkel, 'La Interaccion entre los estilos de desarrollo y el medio ambiente
en el proceso historico reciente de América Latina') to elaborate on the
details of the relationship between development and the environment.
Similarly, we will draw freely from theorists who have expounded on the
social consequences of particular development styles {including trans-
nationallzation, reliance on imported technology, mechanization, etc.) and,
through focusing on the relationship between health and environment, we will
demonstrate the applicability of these types of analyses to the area of
human health and-nutrition in Latin America.

In the past three decades, socioeconomic development in Latin America
has been characterized by broad ecological changes, These include

urbanization, industrialization, and population growth and movement from



rural to urban areas, and are a result of policies focused primarily on
rapld economic development through capital concentration, large-scale
production, and the expansion of exports., Most countries, some remarkably,
have achieved unprecedented rates of economic growth,

This progress has been accompanied by improvements in the health and
nutritional status of Latin America's population, as indicated by declining
mortality, increased life expectancy, and decreasing morbidity, particularly
from those infectious diseases which have been successfully combatted by
vaccines and antibiotics. Evidence shows, however, that good health and
nutrition still elude large sectors of the population, The fallure for
development to have effected widespread gains in health and nutrition is
clearly related to economic and environmental forces. In splite of overall
growth, the economic priorities of development have resulted In extreme
economic inequalities, both between Latin America and the developed
capitalist world, and within Latin American countries themselves. The
nature of these inequalities can be attributed to the pattern of growth
engendered by the expansion of transnational capitalism, its creation of
a new socio=cultural system, and its impact on the distribution of
1

resources,  In many cases, the same policies and exigencies Inherént

in particular styles or patterns of development are the causes of the
most prevalent health problems in Latin American countries == malnutrition
and infectious disease,

These facts make policy-makers pause to think, Some of the most
widely accepted indicators of a country's level of development are
health-related. Life expectancy and general-and Infant mortallty are

commonly presented as measures of socioeconomic progress, Some of the
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elements reflected In these statistics which make them useful include:

1) the nutritional status of population reported upon {and, In the case of
Infant mortality also that of the mother); 2) the presence or absence of
Infectious disease; and 3) probable access to preventive and curative
health services.

Mortality, however, Is not a sufficient measure of health, nutrition,
disease, or access to services; therefore, even falling mortallty rates
should not be smugly accepted as Indicators of economic or physical well-
being. First, as with all statistics, methods for collection-and,
subsequently, accuracy vary immensely, Problems which inhibit good data
collection, such as poor reporting, geographical isolation, lack of
trained personnel, and.lack of adequate finances, are especially prominent
fn less developed countries. Second, although these figures can tell us
about numbers of people who are too old or sﬁck to continue living, they
do .not permit us even to Imagine the conditions, physlcalnand environmental,
under which others continue to survive. Third, and most important, such
figures are simply statistical averages which, unless disaggregated, are
Impossible to use to differentiate among economic and geographic sub-
groups.

Morbidity statistics (the prevalence or Incidence of a disease within
a partlcular population) suffer from the same Ilmjtatiohs. These too are
averégés, disguising any intrapopulation trenas or inequalitles, Further=
more, though morbidlty_can document the presence of a particular disease,
It cannot assure us that anyone not suffering from such pathological
conditions Is, 1nd;ed, "healthy."

If "health indicators,' then, are to be used as measures of socio-

economic development, the concept of health must be broad enough to
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1) meaningfully define the conditions under which people may be considered
healthy, and 2) include all sectors of the population supposed to benefit
by development.

The World Health Organization (WHO), in a preamble to its 1946
Constitution, addresses both of these issues, declaring health to be "a
state of complete physical, mental and soclial well-being and not merely
the absence of disease or infirmity," as well as '"a fundamental riéht of
every human being."2 This conceptualization of health re-emphasizes its
environmental nature, as environment is understood in the framework for
our discussion == l.e., a varlable in the development process, a sum of the
interactions between social and natural processes, and a giobal concern, 3

it is not original to view health in Latin America within the
environmental or ecological context., In the latest ten-year plan
formulated in 1972 by the Pan American Health Organization and the Health
Ministers of the region, special attention was given to ecd!ogical
considerétions in relation to serious health problems in the Amerlcas,

- Particularly stressed was the link between human health and patterns of
socioeconomic develbpment which have environmental impacts. Pointing out
the already apparent trends toward contamination and misuse of natural
resources, and the problems which result from malnutrition, poor sanitation,
unhealthy living and working conditions, ignorance and low income, the
Ministers emphasized the need for careful planning in all sectors of the
economy, Recognizing the tendency for "developmenp“ to become an end in
itself, they stressed that economic decisions should be made with man's.
well-being in mind, and recommended that health and environmental
considerations be integrated in other aspects of deve!opment.Il

Thls Integratlon has taken place on some levels in a number of
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countries, as we wlil point out, However, even in countries with relatively
""progressive' social Iggislation and health programs, economic and
environmental inequalities have grown between socioeconomic groups, resulting
in stagnating or worsening health and nutritional status among the lowest
groups. Fundamental changes In soclai and economic relations, brerequisites
to good health, as defined above, have yet to occur in most of Latin America,
The remainder of our paper will be devoted to an examinatloh of
patterns which emerge from the interrelationship between development,
environment, and health and nutrition., In the following section (Part tl)
w? will consider the components of this Interrelationship, discussing the
inseparability of human health problems -~ such as malnutrition, fecally-
borne, alr-borne and parasitic diseases, and occupational diseases -~ from
environmental factors such as lack of food, poor sanitation, and dangerous
tiving and working environments.  Then we will show how these 1inked
elements are further tied to and, in fact, defermined by the style of socio-
economic development pursded at the national and regional (i.e., throughout
Latin America) level, Partlcular characteristics which will be explored
in thls context are: 1) intensive exploitation of the agricultural
sector, principally for cash crop export;DZ) rapid industrialization; and
3} the groyth of particular sociocultural phenomena such as changing values
and consumption patterns. All these are spurred by the economic exigencies
of Latin America's participation In the transnatiénal capitalist system,
Part |1l will be devoted to a discussion of the response of the
formal health sector to the problems described in tﬁe preceding sections.
It will be seen that many of the same elements of development style that
foster poor environments and health have operated to limit the efficacy

of this sector's response to the health problems in Latin American
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countries, Iﬁ other words, by mirroring many of the economic, technological
and soctocultural concerns which motivate general development policy, deQeI-
opment in the health sector has actually contributed to the Inequalities

in health among different population groups. We also hope to show that

if health is a goal or marker of development, or {f as Alan Berg has said,
Mthe quality of human life {s the ultimate measure of development,'> it is
not sufficient to Institute progressive changes in the health sector only;
rather, health cOnsideratIons-must be allowed to modify polic?es outside

that sector,



PART (i: ODevelopment, Health and Environment

In spite of significant tgchhological progress throughout Latin
America in the past three decades, disease and mortality patterns and
rapidly increasing population (see Tabie 1) c0nfinue to reflect the region's
status as underdeveloped, Infant mortality rates, a widely used (fhough
prob%emafic) indicator of socioeonomic and environmental conditions, still
grossly exceed comparable data for the U.S. and Europe. Life expectancy,
another significant measure of the health status of a population, Is
similarly poorer in Latin America In comparison to the deVe1oped countries
(see Table 2).. The causes of high mortality are overwhelmingly poverty=
related == primarily malnutrition, air-borne infections, and diseases
transmitted via human excrément.6

There is a general parallel trend between a nation's per caﬁita gross
nat!ona{ product and the average (l.e, statistical norm) health status of
its general population. This relationship is shown in Table 3, which
indicates Improvement in overal) health indicators as GNP rises for
countries throughout the Americas.

Nonetheless, these flgures need to be examined more closely. Lowered
mortality (or rising 1ife expectancy) data can be effected by a number
of factors. First, Independently of health, autritional and environmental
variables, they can indicate changes in data reporting or collection
procedures; for example, the initiation of a fee for registering a death
could artificially lower mortality rates. Second, they can be Influenced

by Improving conditlons among all sectors of the population,. Flnally,



TABLE 1

Population of Latin America, 1977, and Vital Rates, 1976, BgﬁSubcggIon

1976

Estimated : Urban

population Births Deaths Rate of population,
_ - July 1, 1977 per 1,000 per 1,000 growth annual grow:
Subregion (thousands) population population (percent) 1970-1980
LATIN AMERICA 341,599 34-37 9 2.4-2,7 3.8
Caribbean 28,615 29 9 1.9+2,0 3.3
Middle America 84,269 38-43 8 2.9-3.3 bk
Temperate South America 39,557 22-23 9 1.3 2.2
Tropical South America 189,158 36-39 10 2.5-2.8 4,2

Source: World Population 1977. U.S. Department of Commerce, Bureau of the
Census, p, 231,
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TABLE 2

Life Expectancy at Birth; Infant Mortality Rate and Percentage of Deaths
under 5 vears of age in the Americas

(2)

Life expectancy at birth (1)

infant Mortallty

Projected Percentage
years of deaths
1960 1970 1975 Galned under % years
1965 1975 1980  1970-1980 1960 1970 1975 of age\Z
Northern America 26,2 19.9 15.8 3.2
Middle America 70.4 62.4 48,3 34,7
South America 84,9 64,9 49,4 23.3
Argentina 66,0 £8.7 69.4 +1,7 62.4 58.8 58.0 17.2
Barbados 66.0 69,1 70.5 42,6 60,3 45,9  29.0 6.5
Bolivia 43.8 46,8 48,3 +4,0 . 175.0 (3} ===
Brazil 57.9 61,4 63.6 +4,3 70,0 (1977)90=100 -——
Canada 71.4 72.4 72.5 +0.3 27.3 18.8 13.7 3.6
Chile 57.7 62.6 64,4 +3.,5 120.3 79.3 55.4 22.1
Colombia 56.6 60.9 63.4 +4,9 99.8 70.4 56,0 33.0
Costa Rica 62,8 68.2 70,2 +3.6 68.6 61.5 37.1% 27.5
Cuba 60.0 ———— 70.0., 35.4 37.5 27.3 10,0
Dominican Republic  53.0 57.8 60.2 +4,8 100.6 50,1 43,6 39.4
Ecuador 54,2 59.6 62.1 +4,7 100,0 76.6 70.0 48.0
E! Salvador 51,5 57.8 60.7  +5,5 76.3 66.6 58.3 38.6
Guatemala 47,2 £2.9 55.7 +5.6 91.9 - 87.1 80.7 50,0
Guyana 62,4  67.9 69,1 +3.3 61.4  ==--=- 38,0 (3) =---
Haiti 4s,.s 50.0 52.2 +4,5 200,0 = 150.0 ———
Honduras 45,1 53.5 56,2 +5.4 52.0 32,2 33.7 41,0
Jamaica 65, 69.5 70,6 +2,0 51.5 32,2 23.2 19.5
Mexico 59-5 63.2 6505 +3.8 7"'.2 68.5 "’907 3608
Nicaragua 47.9 52.9 55.2 +5.7 70.2 ———- 46.0 37.4
Panama 62.9 66.5 67.9  +2.6 56.9 40.5 30.3 29.1
Paraguay 57.0 61.9 63, +3,2 90.7 93.8 84.9 30.8
Peru 51,0 55.7 58.1 +5.0 92.1 65.1 65.0 47.1
Trinidad & Tobago 65.8 69.5 70.8 +2,3 45,4 34,4 32,8 12,4
United States 70.0 71.3 71.6 +0,6 26,0 20,0 16,1 3.1
Uruguay 68,3 69,8 70.2 40,9 47.4 42,6 48.6 10. 4
Venezuela 60,2 64,7 66.4 +3.3 52.9 49,2 43,7 34,0

(1) Estimates and Projection of Life Expectancy at Birth by Countries of the Americas.
Source: World Population Prospects as Assessed In 1973. United Nations.

(2) Rates by 1,000 live births by country.

Sources: Health Conditions in the Americas 1973-1976, PAHO Sclentific Pubiicatlon.#36&
Washington, D.C.: PAHO?HHO, 1978,

World Development Report, 1978. Washington, D.C.: World Bank, August 1978,

(3} Economic and Soclial Progress In Latin America, 1977 Report. Washington, D.C.: Inter-
American Development Bank, (1978).




TABLE 3

GNP per Capita; Selected Mortality Rates and Percent of Population

served by Piped Water and Sewerage in the Amerjcas

Rate and
% of deaths
from Diarrheal % of
GNP per Plseases in population % of population(3) servec
» capita Infant Children under 1{n urban Piped Water
uss Mortality & yrs, of age areas Supply Sewerage
1976 (1) 1975 (3) 1975 (3) 1975 (1)
Rate(4) % . Urban Rural Urban Rur:
lorthern America 15.8 5.0 1,4
liddle America 48,3 399,8 24,7 78 30 4o 3
jouth America b9, 4 290.3 19.1 79 36 by 2
faiti 200 150.0 mms m=en 21 37 1 -= -
lolivia 390 175.0(2)  eee aee- 37 72 13 W 6
londuras 390 33.7 397.8 25.8 28 99 14 L8 <
'] Salvador 490 58.3 L48.4 25.6 40 82 37 36 <1
‘olombia 630 56,0 251.4 20.3 62 86 33 65 6
iuatemala 630 80.7 979.1 26,0 35 86 14 3 -
cuador 640 70,0 552,.1 22.0 42 82 . 13 63 11
‘araguay 640 84,9 = mee= 37 32 -0 15 2
licaragua 750 46,0 497.4° 39,7 48 100 43 31 -
Jominican Republic 780 43,6 233.1 18,3 i 88 29 27 17
‘eru 800 65.0 304,99 21,1 57 72 10 50 <1
'uba - 860 27.3 by, 0 8.1 62 91 6 Lg 6
osta Rica ]OhO 37.1 174.1 18,2 Lo 100 63 42 4
hile 1050 55.4 160.6 12,2 83 92 30 67 9
lamalica 1070 23,2 ~—e eeee 45 100 74 21 1
lexico 1090 49,7 352,5 24,2 63 73 32 41 <
irazil 1140 90-100(2) "2 ein 60 75 46 34 -
'anama 1310 30.3 120,0 11,9 51 100 63 97 78
lruguay 1390 48,6 94,9 8.2 81 89 13 58 3
wrgentina 1550 59.0 == e=we 80 78 30 Lo -
‘rinidad & Tobago 2240 12.8 198.6 30.4 25 87 90 69 6
'enezuela 2570 43,7 195.5 15.3 82 94 47 52 7
‘anada 7510 13.7 45 1.4 78 - -
Inited States 7890 5.0 1.3 76 -~ -

16.1

(1)

ources:

World Development Report, 1978,

(2)

Washington, D.C.: The World Bank, August 1578,

Economic and Soclal Progress in Latin America, 1977 Report.

Inter-American Development Bank, (1973),

(3)

Rates by 1,000 live births by country,
Health Condftlons In the Americas t9?3-1976

Washington, D.C.:

(b)

ey

177 Ae mne s

" PAR

0/WHO, 1978,

Rates per 100,000 poputation,

rtmms misml VTak

Washington, D.C.:

PAHO Scientific Publication #364.
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they might reflect better conditions among some groups, in spite of
stable or worsening conditions among others.

The first situation has undoubtedly occurred In various countries at
different times, but its overall impact is difficult to assess andis beyond
the scope of this paper. It would be nice to beljeve that the second
situation were indeed the cause of improved health indicators and
certainly, in some areas, across-the board improvements have been achieved.
However, the ‘unequal distribution of the fruits of socioeconomic progress
noted throughout the region indicates that the third situation is the
most worthy of examination in the context of the development's effects on
health,

The most widely recognized inequalities In health and mortality
status between population groups in Latin America and other developing
countries are those between urbah and rural dwellers, with the latter o
experiencing significantly worse health and mortality risks.

The éxplanatioh usually given for these widespread differences is
the relative lack of Maccess to health services" in rural areas.’ This is
undoubtedly a factor, and we will discuss the problem of geographic dis-
tribution of services in Part 11}, below, However, data that have been

" further disaggregated, indicate that urban versus rural residence is far
fess a factor in health status inequalities than are socioeconomic factors
related to development style of Individual countries and the region as
a whole,

Data presented by Behm® for urban areas in 14 Central and South
American countries and by Carvalho and Wood? for Brazil demonstrate that
very little of the urban/rural differential in mortality remains when

differences In social class (particularly family income and education) are



controlled. The Brazilian data, which include the correlation betwgen real
income and infant mortality in Sao Paulo and Belo Horlzonte from 1969 to
1974, are especially striking. !t Is no secret that Brazil's economic
miracle, begun in the 1960's, has been accomplished at the cost of great
sacrifice on the part of a majority of the Brazilian people. Through a
series of development policies designed to control inflation and stimulate
economic growth, the real minimum wage was deliberately reduced. In the
meantime the concentration of total national income increased from 27.3 to
36.2 percent among the richest 5 percent of the population, while the share
among the poorest 40 percent dropped from 11,2 to 9.1 percent.'0 The
purchasing power of working= and lower-class Brazillans, then, dropped
drasfically. It should be no surprise that infant mortality rates, especially
sensitive to changes in real income, rose sharply dqring the same decade in
geographical areas with high concentrations of poor populations.

Significant child mortality differences are afso visible when data
are disaggregated by mothers' educational level. This is demonstrated for
recent years by the data presented in Table 4, For the eleven countries
inc!uded; not only are urban and rural rates (within country) similar when
mothers! education is equal, but children of mothers with relatively ﬁigh
educational levels have greater chances for surviving up to their second
birthdays than do children of women with less education.

At ieast tworauthors have proposed extensions of the correlation between
health Indicators and socioeconomic level, as judged by education and
Income, to an analysis of a group's structural position within a given

1 working in two rural Mexican

society. Laurell and her colleagues,
villages, found that morbidity (i.e., episodes of reported illness) varied

according to people's position In production and their village's level of



TABLE &4

Child Survivorship in Selected Latin American Countrles.
Number of Children Alive at Exact Age 2 of Every 1,000
Live Births according to Mother's Level of Education

Mother's educational attainment (years of Instruction)

None 1-3 L-6 7-9 10 or more

Bolivia, 1975 Total 755 791 824 890 a/
Urban 788 795 83k 900 a/
Rural 745 792 819 856 a/

Chile, 1970 Total 869 892 908 934 954
Urban 875 896 911 935 953
Rural 864 887 895 921 - b/

Colombia, 1973 Total 874 905 937 ¢/ 958 d/ 968 e/

Urban 878 814 943 ¢/ 958 4/ 970 e/

Rural 871 896 915 ¢/ 954 d/ 935 e/

Costa Rica, 1973 Total 875 907 930 949 967
Urban 908 917 942 946 968
Rural 873 904 921 960 963
Ecuador, 1974 Total 824 866 899 939 954
Urban 827 875 911 ghk2 956
Rural 824 862 887 925 939
E1 Salvador, 1971 Total 842 858 889 942 970

Urban f/ 816 864 302 963 a/
Rural g/ 844 856 882 940

Guatemala, 1973 Total 831 875 915 9k2 974

Urban 837 - 887 923 940 975
~ Rural 830 868 895 961 a/

Nlcaragua, 1971 Total 832 858 885 927 952
Urban 815 855 886 a31 950
Rural 837 862 880 - b/ - b/

Paraguay, 1972 Total 896 320 939 955 973
Urban 894 911 942 955 976
Rural 897 922 938 959 - b/

Peru, 1972 Total 793 h/ 864 i/ 898 k/ 923 m/
Urban 824 h/ 873 1/ 901 k/ 924 m/
Rural 777 8/ 84k T/ B8O R/ 903 m/

Dominfcan Total 837 869 892 917 945

Republic, 1975 Urban 829 865 896 918 951

Rural 84 870 g8sg 917 Ej
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TABLE b - Cont'd,

a/ Seven or more years of jnstruction,

b/ Not calculated because the women in the group had fewer than 100 children.
¢/ U=5 years of instruction,

d/ 6~8 years of instruction,

e/ 9-11 years of instruction

f/ Urban San Salvador

g/ Remainder of El Salvador

h/ Less than 3 years of instruction,

i/ Did not complete primary education,

k/ Primary level completed.

m/ Secondary education not completed,

Sources: United Nations Population Commission, Report of Monitoring of
Population Trends. E/CN, 9/XX/CRP,1, January 1979, pp. 2384-5,
Compiled from Hugo Behm, et al., La Mortalldad en los primeros
afios de vida en pafses de la América Latina (5an Jose€, Costa

Rica, CELADE, various dates), individual volumes for each
country.
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participation in the market economy. The living and workfng conditions
created by the proletarlanization of the ''developed" village were said to
result in greater morbidity among the village's population than among the
primarily subsistence agriculturalists of the Mess developed' village,
Behm!2 cites data from both Costa Rlca and Chile which similarly indicate
that a socia) class's relationship to or control over the means of
productionris a meaningful varlable in mortallity and thus, morbidity and
health,

Analyses of this sort comprise a number of variables, all related to'
development style and environment., These variables include natjonal income
. but, as we have seen, more Important than per capita growth Is the

distribution of resources within a society., We can see this particularly

clearly If we note the case of Cuba. Though having one of the lowest levels
of per caplita Income in Latin Américé,13 Cuba's mortality trends more
closely approximate those of the developed world than do those of any other
Central or South Aﬁerlcan cmuntry.“l Obvlouély, national policlies which
determine the distribution of components of good health are responsible
for this achlevement,

As stated above, the core health problems of Latin America -~ mal-
nutrition and air-borne and fecally~transmitted infections -~ are rooted
in the ecology of poverty. whjie each of these afflictions has separate
contr1buting agents, together they'forﬁ a complex Interrelationship In
which cause and effect are lnseparable and‘In which environmental factors
are often mediating varlables.

Among the most fundamental components of health Is proper nutrition.
An adequate diet is the basis of human growth énd development. Conversely,

insufficient or inappropriate nutritional intake can contribute to a



myriad of health problems, Inhibiting the pursult of normal, healthy life
functions.

The avallability and distribution of food, then, is an essentjal variable
which links health (in the broadest sense), nutrition, and economic produc~-
tivity to the process of socioeconomic development. As we could expect
from the inequalities among social class/fncome groups already demonstrated
In the areas of mortality and morbidity, there exist great differences in
food consumption patterns among different sectors of the populations of
Latin American countries. And just as natlonal morbidlity and mortality
figures are deceptive In covering up inequalities within the total population,
per capita food availabtllty and intake data mask gross Itnequalities in the
consumption of nutrients and the epidemiclogy of malnutrition among different
population groups.

It has been estimated that In recent years (1972-74), fifteen percent
of Latin America'§ population were taking In food below the critical minimum
level calculated for their region. Although proportionately this situation
indicated an improvement over the sixteen percent figure estimated for 1969-
71, because of population increase, the actual numbers of undernourished
Latin Américans rose from 44 to 46 mi11ion.'> Even without disaggregated
figures, an analysis of avallable per capita data, as presented in Table 5,
serves to forewarn us of the potential magnitude of undernutrition. If we
look at figures for Individual countries with the shortest supplies, the
Implications are frightening. For example, Bolivia and El Salvador (countries
which rank among the lowest In Latin America in health indicators of all
kinds), supplies do not meet requirements even on a per capita basls,

meaning that a large number of these countries' residents are severely

underfed.



Argentina
Bolivia
Brazil

Chile

El Salvador
Mexico

Panama

Lafin America

U.S.

=16~

TABLE 5

Per capita dally calorie and proteln subplies for selected Latln American countrles

and Latin America as a whole, compared with Unlted States of America

{Includes production and Tmports)

CALORIES PROTEIN
Supply a “‘Supply as ¥ Supply & Supply as %
Requlrement of requirement a Requirement b of Requirement
1961-63  1972-74 1961-63 _1972-7L | 1961-63 1972-74 = =7
3238 3281 23504 122 124 108.6  102.0 54 201 189
1631 1869 23902 68 | 78 h4.9 | 48.5 | " 83 90
2382 2538 23903 100 - 106 61.7 63.4 " ‘114 117
2552 2736 24402 105 112 66.2  73.9 " 123, 137
1808 1885 22902 81 91 4.0 b47.4 " 85 88
2537 -2693 23302 109 116 62.7 | 765.6 " 116 121
2317 2332 23102 100 101 57.3 57.4 H 106 106
2400 - 2540 2390 10 107 64 65 " 19 120
3320 3530 2635 126 134 101 104 " 187 193
Source:

(a) U.N. Population Commission, Report of Monitoring of Population Trends. E/CN.9/XX/CRP.I,
January 1979, pp. L42, W61-64, _

(b} Food and Nutrition Board: Recommended Dletary Allowances, ed. 8. Washlngton, D.C.3

Natlamnal Acadams oF Coto Mot lmnal Do o .a

| IO e In-Th
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However, even in countries possessing resources which approximate
thelr nutritional requlfements, malnutrition is clearly going to be
present. As can be seen in the data indicating percentage of requirement
fulf!lled by supply for Latin America in gqneral, the margin between
adequate nutrition and undernutrition per capita Is extremely slight -- not
much above 100 percent. in a_markef economy {which characterizes every
Latin American country except Cuba} individuals or population groups with
financial means to do so will consume mare than their ''share" of calories.
In addition, calories will be lost due to spoilage or waste. This means
that, if exactiy 100 peréent of the per capita requirements Is avallable,
some jndividuals will necessarily consume less (i.e., be undernourished),

Data available on the actual consumption of nutrients among dif-
ferent socioeconomic strata confirm what common sense tells us must be
so == that is,differences in consumption are directly related to
income and sociél class characteristics of population sectors, These
differences are both qualitative and quantitatlve;

In Mexico around 1970, for example, the population of the capital
city,‘comprislng only 15 percent of the national population but of a
substantially higher income ievel than the rest of the country, consumed
between 22 and 58 percenf of national food supplies, depending upon the
type of food in question, This figure included seven times more poultry,
thrée timeé more éggs, fish and other seafood, and twice the amount of
milk and beef consumed by the other 85 percent of the population.16

In Jamaica, it has been estimated that the seventy percent of the
population considered to be in the low Income sector falls short in its
consumption of dlefary energy {caloric) requirements by about twenty-seven

percent and In its consumption of dietary protein by about fourteen percent,
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In additlon, the most lmportant sources of energy glnclhding wheat, rice
and salt fish) for thIs.group are fmportéd, thus placing poor Jamalcans
lat the constant mercy of [nternaticonal market factors.!7

Pata from another Caribbean country, the Dominican Republic, show
similar correlations betweeﬁ low income and extremely low consumption of
nutrients, As can be seen in Table 6, the lowest 75 percent of the popula-
tion (in terms of Income) consume less than the generally accepted

requirements of Z{QOO calories and 54 grams of proteln per day.'8

TABLE 6

Per Capita Calorie and Protein Consumption by Socioeconomic
Strata, circa 1970, in the Dominican Republic

tncome Population Calories  Protein
__stratum 2 _{grams)
 Lower 50 1408 27
Lower middle 26 1988 43
Upper middle 18 2471 60.0
Upper 6 3148 | -83

Source: Machicado (see note 18).

Simitar types of data.exlst for Brazll and for Chile. In the former,
income level and education have been shown to be inversely proportional
to protein-calorie consumpticn in an urban population.19 In Chile, the’
autritional consequences of inflation in the national economy, sharply
declining purchasing power, and lower nutritional levels among the lower
income strata have been demonstrated through as recently as the mid-
1970'5.20 These examples serve to document the strikingly varied levels

of nutritional intake among different socioeconomic groups. However,
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even within sectors, certain individqals are far more vulnerable to
permanent negative ccnsequences-of low nutrient intake than are others,
Malnutrition, Il.e,, the effects of undernutrition on the body, ig

dishroportionately concentrated among young children, According to the

Pan American Health Organization, In most-Latin American countries, from
ten to thirty percent of all children suffer chronicaily from at least
moderate malnutrition., Not surprisingly, nutritional deficiencies are most
common and severe in areas where poverty and [ts environmental features are
the worst.2! It has been estimated that of all babiés born today in South
America, fully twenty percent weigh under 2,500‘grams, and coutd thus be
considered underweight, due primarily to nutritional factors.22 The im=
mediate effects of malnutrition on young children are devastating. A

study conducted from 1968 through 1970 found that though nutritional -
defic;encies or infant immaturity (which includes premature and under=~
Weight births) were the primary causes of only six percent of deaths
“among children under five years of age, these conditions were associated
with up to 57 percent of all childhood deaths.23

This is largely due to the synergistic relationship between nutrition

~and infectious disease. It has been widely proven that dietary deficiencies
reduce the body's ability to fight infection.za One classic example of a
childhood disease which demonstrates this is measles, The measles virus

is the same in Latin America as in the United States, MNonetheless, around
1970 in Mexico the fatality rate from the virus was 180 times higher than

in the U.5.; in Guatemala the disease caused 268 times and in Ecuador 480
times more deaths than }n the United States. These extreme differences

in mortalitf between Latin America and the United States can be attributed

to environmental factors, including the nutritional status of infected



indlviduals.?5 Other common Infectious diseases which have far more
serlous consequences In malnourished children than In those who are well~
nourished are whooping cough, upper respiratory infections, and diarrhea,

The synergistic relationship to which we have refecred indicates,
though, that malnutrition Is a conseduence as well as a cause of Infectious
disease, The mechanisms by which inféction can affect nutritional status
include: 1) the body's loss of nitrogen and depletion of proteln} 2) anorexia
{loss of appetite and-reduceq food Intage) in individuals suffering from
(nfection; and 3) Intestinal parasites and resultant Iron and vitamin
deficiencies,?6 Thus, a ¢ycle of malnutrition, infection, and worse mal-
nutrition is perpetuated,

Children who survae often suffer from the long-term effects of the
malnutrition=infectious disease syndrome, typlically living ét impaired
levels of mental and physical development, Behavioral abnormalities and
lowered intellectual capacity have been widely observed in chrontcally

and severely malnourished children. These phenomena are rooted in insep-
arable social and physiological factors, including truancy and_early_school-
leaving, lack of environmental stimulation, nutritionally=~induced apathy
and frequent episodes of nutrition-related disease. In addition, the
lower productivity of a malnourished individual contributes to his or her
already deflcient physical and social fﬁnctloning.'

The long-term effects of malnutrition on physical maturation have
been widely recognized in studies of developing countries. As Alan Berg
has pointed out, while heredity determines the ultimate size an individual
can attain, nutrition Is the variable that determines how close he will
come to his genetic potentlal.27 Since the mid~1960s the World Health

Organization has formally acknowledged that though short physical stature,



per _se, Is not dangerous, when it Is a general feature of a particular
population It indicates that malnutrition is present.28 Th;.almost-
‘universally observed smaller body slze among low income groups, then, is

an Indication of their inferfor nutritional {and therefore health) status
as ccmpared to more well-to~do sectors of the-population.

Peter Hakim and Giorgioc Solimano, using data available for Chile from
1936 through 1965, demonstrate the inverse relationship between socio=
economic class/income of a family and the helght and weight of their
children. They also present more recent data which show the low-
percentile ranking of Chilean children on the lowa standérd scale, Indi-
cating widespread malnutrition in the Chilean population through the late
1960s.29 Similar findings have been presented for other Latin American
countries,30
Retarded physical and Intellectual growth are usually accompanied

by Yow physical productivity of undernourished or malnourished individuals.
(The "azy" indians or slum-dwellers aré more likely simply underfed.).
This consideration has been evoked by advocates of food distribution programs
who maintain that undernourished populations, because of their un-
productivity, early mortality, etc., actually waste resources, thus '"holding
back'" socioeconomic deVelbpment.Bl However, {f human well-being Is an

end rather than simply a means to development, then malnutrition should
also be récognized for what it Is on an every=-day le§el == both the cause

and result of misery, disease, and curtailed life,



Much of Latin America's recent economic growth has beeﬁ financed
through capital acquis}tion from the export of agriculfural and industriai
products to the United States and other developed countries. Even thoughr
for the region as a whole, agriculture's phase of the Gross Domestic
Product (GDP) has fallen steadily since 1960, in a recent 5-year period
(1972-1977) food and agricultural expo?ts nearly doubled in dollar value.32

It s ironic that Latin American countries are feeding the developed world
while large sectors of thelir own populations go hungry,
The reason behind fhis apparent paradox becomes clear, howeve'r. if
consider the style of socioceconomic development pursued, as reflected in
agricultural and food policy. THough local conditions vary greatly; and though
-(as yet) not all food production is commercial, there are several important
features which are common to most Latin American countries. The ones we

will focus on here are: 1) intensive commercial qxploitaflon of agricultural
land; and 2) takeover of food production and distribution by agribusiness
.eﬁterprises, particularly multinationa) corperations (MNCs). The

remarkable feature of agribusiness and the transnational food system.is that
the poorest populations of underdeveloped countries are'm#de into double
victims., First, they are forced away from subsistence farming, some to
stand idle (as unemp loyment rises) and others to produce at very low wages the
foed or goods to be sold by large profit-making companies or MNCs fo those
who can pay. Second, they are, at the same time, forced into becoming
consumers in the same system, as locally-produced basic foodstuffs become
Incrqasingly scarce and expensive processed foods begin to take their place
In the marketplace. Thus, food and agriculture-related development style

‘reflects particular economlc imperatives and result In social, environmental



and ‘soclocultural consequences which directly Influence health and nutrition.
intensive exploitation of agricultural land comprises economic, demo-

‘graphic and ecological features. The fOCu§ on cash monocrops for export

has led to a concentration of land holdings and increasing mechanization,

These trends, while they may serve to lower the landholder's or leasor's

costs of production, are neither soclally, economically, or environmentally

benefIcIaI for the general population.

Both concentration of holdings and agricultural mechanization dis-
place rural small landholders and agricultural workers, releasing them into
an aiready glutted labor market, !n a development model based on the
experience of the United States and Western Europe, it can be expected that
labor released from the agricultural sector will be absorbed by expansion
of the industrial and service sector.33 This has not occurred in Latin
America, however, as reflected in rampant unemployment and persistent
poverty both In rural areas and in urban areas to which the unemployed
{migfate;}n search of work.3h

In additfon to creating socfal costs, thiﬁ\agrlcultura] deve lopment
style iIs also.f1nancla!ly expehlee, especially for the sam}!l farmer, In
traditional agricultural systems, a multitude of crops are grown and laﬁds
are rotated on a seasonaltor-yearly basis, making It difficult for weeds
and Insect predators to establigh themselves, The search for higher ylield
In monocrop agriculture, however{ is marked.by particular technologlical
inputs, Including the heavy use of fertllizers and reliance on herbicides
and pesticides to keep down weed and Insect predators.

Only very large grower§ can afford {or obtain credit for) the initial
costs of mechanization and the rising prices of petroleum-based fertlilizers

and insecticides. Furthermore, with hybrids, farmers lose their self-
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reliance because these plants are_unéble to reproduce themselves, meaning
that new seed must be purchased every year, Finally, the risks of
'natura?-dlsaSter such as b?lgh; are greafly increased with standardized
commerclial production, as opposed to the hedge against crop loss which
farmers planting various varieties of the same crop would have.
Recognizing thesé risks, and In an effort to avoid their own losses, agri-
business concerns have begun to rely on contract farming arrangements for the
acquisition of crops. Under these arrangements; small farmers can obtain
credit to.grow {on thelr own lands) designated crops which they agree to
sell to a particular company at harvest., Thus the.toTI of any natural
disaster, or of falling world prices for that matter, is absorbed by the
farmer who has invested money, land and labor {as well as the labor of his

family), and the commercial contractor loses nothing.35

Finally, the ecological costs of this system are frightening., As
mentfoned above, since thef have not had time to adapt to their environment
‘and predators, new hybrid varitles require chemical inputs in the form of
fertilizers, herbicides, and pesticides. Unfortunately, the amounts of
chemicals applied must be conétantly Increased, as weeds and Insect pests
develop resistance to fhgm.36 Environmentally, then, éhls practice can have
- disastrous consequences, Heavy concentrations of these substances can and
do pollute local soil, water, fish and wildlife. They alsd may affect fhe
nutritional value of current food crops and restrict use of the land many
years lntb the future; farmers who have attempted to switch to a new crop
have lost entire harvests due to the residual effects of herbicides which
had been developed for use with previous crops.37

The health consequences of such heavy use of agricultural chemicals are

enormous, Workers who apply the substances, local water supplies, fish,
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and produce can be directly poisoned by these cbntqmlnants. Less directly,
but with devastating magnitude, the evolution of pesticide-resistant Insect
strains can result in serfous disease trends.38 A most remarkable case
of this phenémenon is the recrudescence of -malaria In areas where cotton is
grown, | |

Under the malaria eradication program undertaken by WHO in the late
1950s and 1960s, malaria Incidence was greatly reduced and the &isease was
even eradicated in a number 9f countrieg. As cotton expanded as a cash
qrop, however, growers increasingly relled on insec;lcides to kill pests
== the same insecticﬁdés originally used to combat the malarla~carrying
Anopheles mosquito. As Anopheles becamé resistant, malaria resurged. Thus,
in E1 Sslvador, malarlé, which decreased by nearly two-thirds in the 1960s
and early 1970s, began to rise in 1973, reachlng.an all—time.hlgh In 1976.39
This period coincided with one of soaring cottonlproductlon. .1t has been
calculated that this resurgence Is occurring at the rate of 105 new
ca;es-of malaria for every kilogram of insecticlide used.ho

As well as producing environmental and health risks, the agricultural
system we are déscribing is wasteful of land and energy inputs, In
capitalist economy, food is a commodity, subject to ma}ket factors such as
supply and demand. Those who cannot pay for food must elther grow it’
themselves or go without, and those who can pay dgtermlne both type and
quantity of food produced. In such a system, policy declsions are made
without regard to the nutritional needs of local populations.

A prime example of the misuse of land and energy for commercial profit
Is the ralsing of llvestock for export. Meat is a very energy-inefficient
source of proteln and calories, requiring grain inputs which, if consumed

directly, could feed from three to twenty times more people, depending upon



the type of meat In question, This conversion relati;nship {s shown in
Figure 1. Nonetheless, the profitability of meat exports has lead to:

'1) the inéreasing conversion of land formerly used for human food crops to
use for animal feed, and 2} the conversion.of cultivable land to grazing
land.

In the first place, in Colombia, for example, between 1958 and 197L the
acreage planted with staple'puises (peas, beans, lentils, chickpeas, etc.},
which provide 18 to 25 percent high quality protein, decreased to one=-
seventh its original slze., Land area devoted to soybeans, on the other
hand, increased astronomically ?-.from zero to 61,000 acres for the former °
and from 15,000 toyover\1h1,000 acres for the latter. These crops were es-
sentially Intro&uced by Ral;ton Purtna, a multinational company primarily
" Involved In animal food; Purina, then, in order to guarantee a market for

its sorghum and soybeans, went into the poultry business in Colombia., There
. is no reason to believe, however, that rising chicken and egg production

-have done ‘anything to benefit the Colﬁmbian poor; in 1970, one dozen eggs

and a small chicken cost more than one week's earnings for the lowest quarter
of the population.hT |

An example of the second case exists in Central America, where the largest

latifundia owners are beef ranchers, who raise cattle on land that could as
easily (though not as profitably) be used for food crops. Between 1962 and
1972, Central American beef production increased only S-percent per year

but beef exports increased 18 percent, Considering population growth ‘

).hz the obvious result

(roughly three percenf annually in the same period
of these productlon/export policies has been that many people have glven

up eating meat.l|3 This is confirmed by data for Costa Rica, whose per capita
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beef consumptionldeclined from 49 to 33 pounds per year between 1951
and 1971, In 1975, Costa Rica exported 60 mitllon tons of beef to the
-U.S., a quantify which would have doubled cqnsumption for that nation's
population, had the meat stayed In the couhtry.hh The abllity of com-
mercial food entefprises to prevall even in times of extreme economic
crisis was demonstrated in Nlcaragua recentiy. During a time when, due
to civil war, hundreds of thohsands of people were dlsplaced and wide-
spread hungef was reported, beef exports {largely in the hands of the
Somoza family} continued., The same planes chartered by the Red Cross
to bring in emergency medical supplies were flying back to the United
States loaded wlth Nicaraguan meat for American c0nsumers.45
Other cases of food éollcy catering to the tastes of developed
countrie; include the growing of commodlity export crops, such as coffee
and sugar, which uses land and labor that could otherwise be used to grow
food for Latin Americans. Even local marline resources (a cheap source
iof protein) are converted into luxury ltems for forelgn consumers;
efighty to ninety percent of Peru's anchovy catch is exported as fishmeal
to feéd industrially-~raised chickens,.and other exported fish pfoducts
(as well as grain) go into pet food for American dogs and calt'.a.j'6
Without a doubt, the foreign exchange generated throuéh exports Is
necessary for developing countries. But due to the capitalist nature of
food produ¢tion and the socioeconomic stratification within most Latin
Amerfcan countrlies, the economic benefits of such earnings never reach
those who sacrifice the most to produce them,
What does reach the underfed Latin Americans is an ever-growing in-
flux of new foods and products which cost far more and provide far less

value nutritionally than either traditlonal foocds they replace or the



primary Ingredients of which they are made. Thus Brazil grows sugar and
oranges for Coca~Cola, which is rapidly expanding fts market through sales
of Coke and Orange Crush to a population the majority of which Is thought
to be deflicient in Vitamin C.h7 In nglco; the growing preference for
white bread from wheat flour over corn tortillas Iliustrates how changing
tastes are related to profits to be gained by the creation of a new market
for U.5, wheat growers, |

Probably the most widely=-pubiicized case of Inappropriate, unhealthy
and expensive food being used to replace cheaper and more energy-efficient
nutrients is that of artificial infant formula, Experfs agree that human
breast milk is the best source of nutrients for human infants, except when
the mother is severely -111alnourlshet:l.!"8 Even in these cases, however, there
is nothing to indicate that artificial formula is an approprléte remedy,
for the same economic and environmental condjtions which produce maternal
malnutrition (poverty and infectious disease) make the use of formula Im=
practicable.

In order for an artificlal formula to adequately and safely nourish
an Infant, it must be served In the proper concentration after being pre-
pared under the proper conditions., {n developing countries, a week's
supply of formula for one Infant can cost up to a quarter of total house=
hold income for the week., In an effort to cut costs, poor mother's dilute
the fbrmula‘far beyond Its recommended concentration, thus reducing the
nutrients thelr babies‘receive to‘a fraﬁtlon of what is necessary for
health.t+9 In addition, bottles, nipples, and water must be sterilized
and properly stored in order for the milk to be safe. For most of Latin
America's rural and urban poor, often living at a most marginal level of

subsistence with no access to clean water nor sanitary facilities of any
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kind, it is Impossible to meet these requirements. Eetween contami=~
nation, loss of nutrients, and the loss of Immunologtcél_protecfion
offered by.huﬁan breast milk, it is not difficult to understand the
rise In Infant diarrhea, infectious diseases and subsequent mortality
which accompany the ''modern' practlcé of bottle feedlng.50

Another cost to the poor of artificlial formulas, though‘more diffi-
cult to calculate, Is that of additional births, By suppressing ovulation,
lactation has a contraceptive effect In nursing mothers, This protection,
badly needed In poor familles, Is lost when a mother switches to formula,
thus increasing her own health risks and the nutritional risks for all
members of the household imposed by the arrival of a new mouth to feéd.sl
The infant formula business In Latin America is In the hands of such
" multinational gfants as Nestles and Bristol-Myers. These companies, depen-
dent for their profits on expand}ng sales, tailor their marketing and pro-
motion to téke advantage of social, demographlc, &nd cultural conditions.
The same conditions which worsen the situation of the poorer sector of
the poputation =- reduction of the subsistence base, forced participation
In the ca;h economy, and rural=-to-urban migration =-- also serve to make
thlis sector into a new market for food products whose princlpal character~

Istics are the nutritional and financlal strain they place upon. their con=-

sumers.,

All countries face the potential conflicts which quse between tech-
nological progress and development, oh the one hand, and environmental and
.health concerns, on the other. However, due to their structural position
within world politiés and economics, countries developing under capigglism

probably have greater problems in this regard. This Is due to: 1} the push
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for rapid industriallzation and capftal formation, and 2) the fact that
decision-making power |s often shared Qlth, if not dominated by, non-national
Interests,

We have discussed the problems of malnutrition and Infectious disease
and have shown how the former Is exacerbated by particular patterns In agri-
culture and fﬁod distribution, We have also mentioned in passing some of the
ecological problems tied to development as [t {s being carried out In Latin
Amerlcan couétr!es. At this point we would like to focus on some general
environmental concerns which result from particular aspects of development
and which have health and nutritional consequences. We will see tha;, al=
though certain environmental conditions affect the health of everyone regard-
less of socloeconomic status, just as In the area of food and agricultural
policy, negative environmental impacts tend to be disproportionately harmful
among the poor. '

A basic requisite for health, second perhaps only to proper nutrition,
is the availability of safe water for drinking, washing, and cooking. MNone-
theless, In 1977 a substantial proportion of Latln America's population lacked
this amenfty, The differences between urban and rural areas are striking.

In eleven of thirty countries, 80 percent of the urban population had piped
water, thus meeting the 1980 goal set for the region in thé Pan American
Health Organization's Ten Year Plan.E? In the same year, ten (not neces-
sarfly the same as thbse for urban areas) of thirty countries for which data
are avallable had met the goal for 1980 of safe water (piped or "easy access")
for 50 percent of the rural population (Figure 2). Translated into numbérs,
these data signify that In 1977, approximately 130 million Latin Americans

were without safe water.53



The 1980 goal set for coverage of sewerage systems or other sanltary
facilities was 70 percent for urban areas and 50 percent for rural areas.
In 1977, of all countries reporting daté, only Panama had met these goals.
Sewerage services were avaiiable to more than 45 percent of urban inhabi=
tants in .only ten of twenty-five counfries, and to 10 percent or more of
rural inhabitants in only three (see Figure 3). fhis means that nearly
240 million people in Central and South America had no sewerage éystéms
or sanitary facilities in thqir homes. The excessiQer high mortality
rates in this region from fecally=-related diseasessh(see Table 3) are
ﬁot surprising, given these figures,

The relationship between sanitation, diséase and poverty Is clear,
Poor people are far moré likely to be without safe water and sewerage than
are people of the middle and upper income sectors, Furthermofe. due to
other poverty-related conditions==malnutrition, lack of access to medical
services, etc, -~ economically péor-people are often locked into a state
of poor heatlth,

As already discussed, one of the effects of agricultural development
in Latin America has been the displacement éf rural laborers. This factor,
together with high birth rates in rural and urban areas, has resulted in
extremely rapid growth of hrban areas.

Health problems related to poor sanitation are worse in areas with
high population c0ncentrations.‘ Fecally-borne diseases are spread more
easily in crowded cities than in open rural areas. Given the synergistic
relationship between malnutrition and infectious disease, undernourished

slum dwellers become easy targets for the poverty-malnutrition-infectious
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FIGURE NO, 2

Percentage of urban and rural population served by water supply systems,

with house connections or easy access, in countries of Latin America,

1977 or most recent year avallable
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FIGURE No. 3

Percentage of urban and rural population served by sewerage systems I{n countries of
Latin America, 1977 or most recent year available
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disease cycle. Indeed, studies on differential rural/urban mortality. have

shown that among all population sectors, mortality is highest among the
55

urban poor.

Other environmental conditions associated with development provoke
greater disease risks aﬁong poor peoPIeufhan among those who are more
affluent. It is commonly known that poor people tend to live in the most
polluted areas., These may be crowded urban or rural slums lacking safe
water and sewerage, or they could be Industrial areas which, because of
nolse, Inaccessibility, and industrial pollution, are undesirable éo those
sectors of the populétlon who can afford to live elsewhere, Air pollution
is a significant risk factor In chronic diseases, especlally those of the
resplratofy tract.56 Furthermore, contamination of local waters by Indus-
trial and chemical wastes, particularly severe In Latin America because of
the absence or laxity of government restrictions on such actlvities itﬁ be
further discussed, below), place the population of such areas at immediate
. risk of poisoning from toxic substances. In éddltldn, there is growing
evidence that poor people are more susceptible to dangers of chemical/industrial
contalmlnants'because of thei; already precarious health aﬁd nutritional
status, _

The problem of toxiclty from overuse of agricultural chemicals in
rural areas has alfeady been mentioned, Their widesprea& use In underdeveloped
countries is particularly dangerous for two reasons. First, among Latin

American countries, control or regulation over these substances runs from

being practically nonexistent to being $ignificantly more lenient than in



developed countries, fn fact, herbicides and pesticides which have been
banned In the United States are regularly soid by the multinational cor«
porations who manufacture them to dev§10ping countiies,?/ Second, the
effects of pesticide poisoning, especially, seem to be more extreme in
individuals with malnutrition, a condition widespread throughoﬁt Central
and South America. And by poisoning livestock and local food supplles,59
flnancial and energy inputs are wasted, and nutritional deficiencies worsen
‘among.poor populations.

Some negative_éealth effects of development are épread equally among
all socloeconomic sectérs of the population, and some are even concentrated
in the upper sectors. An example of the former Is general ﬁfban air contami-
nation By industrial and automoblle exhausts. Alr pollution in large Latin

‘American citles s, as any visitor knows,lat least as bad as that IA cities
'ofzthe industrialized, developed countries, it may even be worse, due to
the laﬁk'qf coﬁirol 6vef emissions, énd the'préponderance of older vehlc-les.60

. An examble of negative development consequences which d!sproportlonately
affect the rich are the "hazards of the affluent diet." 6! Refined sugars and
starchés, processed foods (with their high salt and chemical additives), and
obesity all contribute to the chronic disease pattern characteristic of deve-
lope& countries. Some of the allments linked to higher socloeconomic status
are hyperténslon, coronary artery disease, and varlous cancers,

Cigarette smoking is another.health risk which Is Increasing In Latin

American populations., A éurvey conducted in eight Latin American cities In

the early 1970s revealed that 18 percent of all women and 45 percent of all
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men residing in those cities smoked,”“ While smoking 1s more frequent among
the upper and middle classes, and thus in urban areas, we can expect
that advertising and changing values will overcome economic and sociocultural

resistance to cigarettes, and that we wll) see a corresponding increase in

lung cancer and other related respiratory diseases,

Except for diseases of affluence, however, the environmental health
problems we have discussed are concentrated among population sectors that
can 111-afford added health risks, Ffurthermore, because of Latin America's
‘disadvantageous position in relation to developed capitalist countries and
multinational business, these problems are closely linked to politics,
economics, and development style,

Related to, or more aécurately a narrower aspect of, environmental
problem; resultant from development style, are the health hazards associéted
with particular occupations or job-settinjs. And just as with most of the
general environmental hazards described above, It is the lowest socibeconomlc
sectors of the population who experience the greatest risks and harmful
effects from occupationally-reiated health problems,

The battle for sgfe working conditions in developed countries has a
long political history. Shorter working hours, child labor laws, regula=
tions requiring employers to provide thelr workers with protective clothing
and safety equipment, etc., have all been won through strong efforts on the
part of organized labor and an lIncreasingly aware‘populace.63 Even so,

occupational hazards still abound In developed countries, though their
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_ character has changed from some of the grossest, most visible risks
to less visible ones such as chemlical carcinogens, nolse‘pollutlon,
and psychological risks Imposed by stressful work environments,

The pres#ures on Industry to reduce the dangers to which their
werkers are exposed, together with rising labor and production costs
In developed countries, have lead corporations to search for new places
to conduct their business cheaply and relatively undisturbed, Third
worid capitai]st countries, anxioas for the Jjobs and capltal generated
through Industrial expansion, have opened their doors to foreign or
multinational business, providing tax shelters and keeping safety and

64

other restrictions to a minimum, = These pollicies have often resulted
in the achievement of industrial growth at the expense of the health of
these countries! populations,

Latin America, because of I;S geographical proximity and willingness
to cooperate, has thus recelved a good proportion . of exported hgzardous
Industry from United States companies or United States-based multinational
concerns, These companies acquire workers easily, because éf widespread
unemployment in most Latin American countries and because they are able to
offer better wages and benefits than local industries while still
keeping their costs well below those in the home country.65

The economic aspect of the locatioq of buslnesses In forelgn countrles
is a story In Itself, The nature of forelgn or multinational capital Invest-
ment, accumulation and profit, and local governments' cooperation with these
enterprises, have a direct relationship to the Increasing Inequalities in

income distribution observed within Latin America's populations However,

these factors are also responsible for the unsafe conditions under which
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Latin Americans produce a wide range of industrial and consumer goods,
Just as in the case of food and agr1cultur$l products, described above,
these goods are often expensive, Inappropr{ate and unnecessary for most
of Latin America, and are targeted for the elite consumers of the deve~
loped and developing countrlesé6

One of the most well-known cases of the export of a hazardous jndustry
to Latin America islthat of asbestos, Ever since 1918, recognizing the fétal
or disabling lung disease su%fered by those exposed to asbestos flibers, life
insurance companies in Canada and the Unlted States have refused to insure
asbestos workers.67 Nonetheless, through the mld=1960s, U.S. workers con=-
tinued to manufacture asbestos products with only minimal protection in the
form of masks, proper ventilation, etc. The United States was at that time
one of the‘largest exporters of finlshed asbestos products In the world,
Since 1968, however, as a result of both stficter occupational regulations
and the economic inventlves provided by foreign cbuntrles, the U.S, asbestos
industry began to transfer Its manufacturiﬁg operations to Latin American
countries, particularily Mexico, Brazil and Venezuela,

It s evident that this move will Aot have positive health conséquences
for Latin Amerlican workers., [n Mexico, eyewitness reports tell of hazardous
conditions in an asbestos cement plant which In 1977 employed over 1,000
workérs at an average salary of (U.S.) $6 per daf:

An industrial englneér was gulck to assure us that in

general they "provide minimum but safe protection for

workers.'  [However,] the knowledge [that the Mexican
Institute of Social Security (IMSS) lists asbestos cement
manufacture among the most dangerous Industries] has little
apparent effect on the plant we visited. Even though some
procedures In the plant are less hazardous than others, because

no section Is blocked off from another the dust has dangerously
spread everywhere, It Is accumulated In corners and hangs down



from the pipes. We saw men sweep up armfuls of raw
asbestos, manually packing boxes of fiber to be weighed.
None of these workers wore any type of protective
clothing. Elsewhere, dust could be seen clinging to
their wool caps or powdering their boots. No lockers
are provided to store street clothes and since workers
go home for lunch, twice a-day they agg unconsciously
contaminating their families as well,

Similarly dangerous conditions have been observed at other Mexican

asbestos plants.

Asbestosis, a paralyzing and fatal lung disease found exclusively
among people exposed to asbestos fibers, has been recognized for cen-
turies.69 More recently, however, it has become evident that asbestos
workers also suffer other afflictions of the respiratory organs. A
1975 book published by'the American Public Health Association states that
among retired American asbestos workers, observed deaths froﬁ respiratory
cancer were 275 percent higher than expected mortality from this afflic-
tion in the general population. For all cancers, mortality among asbestos
workers was nearly 150 percent higher than that of the general population.70

Similar respiratory risks exist for workers in mining, a notoriously
unregulated industry. In a report to the Fifth International COnfeqpnce'
on Pneumoconioses (sponsored by the International Laboutr Organization and
held in Caracas in November 1978}, a Brazilian epidemiologist estimated
that as many as 30,000 Brazilians have silicosis as a direct result of
Brazil's accelerating economic deveIOpment.7‘ A 1970 report had outlined
simitarly grim situations for Colombian and Bolivian miners.’2 |t
should be mentioned that not only does silicosis itseif severely impair

respiration, but it also predisposes its victims to tuberculosis. It

should also be pointed out that the mineral resources of many Latin American



countries are in the hands of multinational or foreign firms. This

is anothér example of Qasted natural and human resources -- profité
leave the country, and a diseased or debilitated population of workers
remains.

Occupational health hazards are not restricted to urban areas or to
Industrial occupations. As we have already mentioned, agricultural
workers are also subjected to dangerous work-related hazards, such as the
risk of polsoning from pesticides and other synthetlc chemical compounds
used in commercial agriculture. It might also be mentioned here. that
the manufacture of such chemlcals is rapidly shifting from the Unlted
States to the developing countries. This follows on the discovery that a

large group of pesticide compounds causes sterility in workers manufacturing

them, as well as in laborers who apply them.”73 Rural workers are also
disproportionately subjected to'the occupational risk of tetanus.7h The
fatality rate from this disease Is nearly 100 percent, unless sophisti~-
cated medical treatment is administered, and the‘economic and demographic
distrlbutlon of health services in Latin America (see Part 111, below)
usually preclude rural workers' access to such services.

Other general socioeconﬁmic conditions have an important impact in
the area of occupational health problems. The poor health and nutritional
status of the lowest socioeconomic sectors of the population have
already been des;ribed. We have discussed how these conditions place
economically disadvantaged groups at greater risk in terms of their
susceptibility to infection and lowered resistance to chémical toxins
aﬁd air-borne contaminants.’>

In . addition, It is easy to see how poverty-related conditions could



place workers at r{sk, from accidents In particular, Iﬁ even a relatively
"safe' job environment. Poor health and nutrition, high rates of infec-
tion, and crowded, unrestful living conditions can all result in fatigue
and physical debilitation. If combined with long working hours, frequently
long commutes, and lack of proper on;the-job food and sanitary facilities,
these factors can significantly lower a worker's physical and mental
reactions, thus contributing to his or her potential for having Qork-
related accidents, Finally._low wages, a characteristic feature of

low status, ”blﬁe collar" or agricultural occupations, perpetuate the
often unhealthful environﬁent in which such workers live, making it
unlikely Ehat they will be able to break the cycle of poverty and poor
health.

Proponents of multinationally- or foreign-generated industrial expan;
sion in Lafin American countries have argued that development-related
environmental dangers, though unfortunate, a}e unavoidable in developing
countries. This argument Is based, In part, on the belief that Latin
America and other developing regions can safely absorb far greater environ-
mental contaminants because of their relatively low current levels of
industria)l deveiopment and population density, especially in rural areas.76
Some also hold that because of the need for rapid industrialiéétion and
capital accumulétion, Latin American countries cannot afford the "luxury"
of worrying about envlronmental risks to human health,

The latter argument has been put Fforth especially in wuc related
area of occupational heaith. *orkers' health risks which are present
In the job environment are 5imply a more narrow aspect of general environ-
mental health problems. It has been said that the need for Jobs

in Latin America s so great, and the financial cost of envlronmental



protection so high, that for local governments to do anything which
might reduce profits would only discourage foreign investment, worsen
unemployment, and negatively affect national economies.

These arguments are valid in the short tun, if corporate gosts and
profits are considered of'the highest priority. 1t is indeed conceivable
that if companies are pushed too hard to install expensive anti-contamina-
tion devices, filters, etc., or to require their workers to wear protective
clothing whi;h, in addition to its cost, might somewhat lower productivity,
they will take their business elsewhere.

On the other hand, if human health is a priority, and if the human
and social costs of environmental and occupational hazards are appre-
ciated, developing countries cannot afford to expose their citizens to
such risks. As the developed Industrialized countries are learning, it
Is far more difficult to go back and undo the damage wrought by poiéons
in the alir and water, poorly managed nuclear wastes, and the heedless
depletion of natural resources, than it is to avoid these problems in
the first place. It is also impossible to restore human lives lost from
these causes, or from accidents which occur to workers while producing
profits for others.

We are not saying that technology and industrial development are, in
and of themselves, bad. Nor are we suggestlng that Latin American
countries abandon their attempts to develop in these areas. What we are
suggesting, however, is that the current style of development will, if
pursued, only perpetuate the social, political, economic and health con-

ditions that have kept Latin America underdeveloped for so long.



PART |11: The Formal Health Sector

In the foregoing discussion, we have attempted to show that the pre-
valence of particular heaith problems in LatInIAmerican countries is
due to social and environmental factors whgch are determined, to an impor-
tant degree, by styles of development pursued throughout the region. At
this point, we will turn to a discussion of the formal health sector,
that system which is charged with remedying the grave health)problems which
have been outlined above. The purpose of this section is to demonstrate
that many of the same demographic, political, economic, and sociocultural
mechanisms that contribute to malnutrition, infectious diseasés, occupa-
" tional and other environmental illnesses, determine the types of healtﬁ ser-

vices which are available and to whom they are accessible.

During the last two or three decades, favorable changes in the area
of heaith services have been observed in various countries. These have
been effected through increased health expenditures, rationalization of
services, redistribution of health resources, and better training and
utilization of health personnel, These factors, combined with a) the
dissemination of medical technology in the form of vaccines, -antibiotics,
etc., and b) the general improvement of socioeconomlc conditions in the
form of better housing, sanitation, education, eté., have all contri-
buted buted to falliing mortality, rising life expectancy, and the decline
in particular infectious diseases. Serious problems'remain, however, and
as we have seen, are disproportionately concentrated among the lowest
socioeconom{c groups who live in the worst environments, Health sector
development, technological advance, and economic development are actually

by-passing the majority of the population.
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This situation is not unique to Latin America. Nor has it goné
unrecognized. A report prepared by the Directors of the World Health
Organization and UNICEF defines the current problem as follows:

The gap is widening between the health '"haves' in the
affluent countries and the health "have-nots' in the devel~-
oping world. Moreover, this gap is also evident within
individua! countries, whatever their lTevel of development . .

Better health could be achieved with the technical know-
ledge available., Unfortunately, in most countries this
knowledge is not being put to the best advantage for the
greatest number. Health resources are allocated mainly to
sophisticated medical institutions in urban areas. Quite
apart from the dubious social premise on which this is based,
the concentration of complex and costly technology on limited
segments of the population does not even have the advantage
of improving health. Indeed, the improvement of health is

' being equated with the provision of medical care dispensed
by growing numbers of specialists, using narrow medical tech-
nologies for the benefit of the privileged few . . .

At the same time, disadvantaged groups . . . have no
access to any permanent form of health care. These groups
probably total four-fifths of the world's population, living
mainly in rural areas and urban slums. In some countries,
even though health facilities are located within easy reach,
inability to pay or cultural tsboos put them out of bounds.

To complicate matters, health systems are all too often
being devised outside the mainstream of social and economic
development. These systems frequently restrict themselves
to medical care, although industrialization and deliberate
alteration of the environment are creating health problems
whose proper control lies far beyond the scope of medical
care, ‘ .

Thus, most conventional health care systems are becoming
increasingly complex and costly and have doubtful social
relevance. They have been distorted by the dictates of
medical technology and by the misguided efforts of a
medical industry providing medical consumer goods to society.
Even some of the most affluent countries have come to
realize the disparity between the high care costs and low
health benefits of these systems. Obviously it is out of the
question for the developing countries to continue importing
them. Other approaches have to be sought. 7

Thus, 1) unequal distribution of resources and access to services,

2)reliance on imported values including high technology and specialization,

3)the lack of integration of health services with other aspects of



development, and 4) the involvement of private enterprise in the area of
medical technology, are all defined as problems common to health systems
of developing countries, If we add to these one additional problem -- the
fragmented nature of the health sector itself -- Wwe have the elements around
which the remainder of our discussion-will revolve, We would like to make
clear from the outset our belief that these features are all related to
or direct consequences Qg;_of socioeconomic development, Egz'gg,'but of the
capitalist development style pursued'in most of Latin America.
Unfortunately, information available on health services and resources
is fragmentary on national.and regional levels. Moreover, In dealing with
a sector very complex in both structure and organization, it is difficult
to determine total resoﬁrces invested in health, and even more difficult
to differentiate the distribution of resources by geographic fegion or
socioeconomic class.  Our analysis, therefore, Is based on data obtained
through international and multilateral agencfes, from specific studies
avallable for individual countries, and from our an and our c¢olleagues'
experliences in different Latin American countries. We are aware of the
wide vatiation among the health systems of each country. We are also
aware of the great priority given to fmproving health within certain
countries, especially in recent years, and of the positive results that
such attention has produced. The scope of this paper, however, and con-
siderations of time and space, limit our discussion to problems and features
which are now or have until recently been common among most Central and
South American countries, and which are tied to thelr development style

and the partjcular conditions it foments,



Between 1972 and 1976, available data indicate that the ratio of :
‘health personnel to the general population in Latin America rose from
20 per 10,000 to 28 per 10,000. Although some of this Increase is doubt-
less due to data collection procedﬁres and to the inclusion of new cate-
gories that were omitted in earlier years, it is believed that there
has actually been a real increase.78 Figures which indicate changes for
individual practioner groups may be seenlln Table 7, which shows the
ratios of physicians, nurses, nursing auxiliaries and dentists In Nortﬁ,
Central and South America for 1964, 1972 and 1976,

However, an increése in the proportion of physicians or other
generél'health workers does not necessarily mean that quality or quantity
of -health care is improving. Just as the '"trickle down'' theory In
economics (the idea that if per Eapita Gross National Product and other
economic indicators are raised, the benefits of these changes will even-
‘tual1y reach the lowest sectors of the society) has not.been borne oﬁt
fn developing capitalist countries, the experience of the United States
illustrates the failure of a similar theory in the healith sector --
particularly in regard to physician ratio. For years one popular belief
has been that one of the problems limiting access to medical care was
a shortage of physicians, due primarily to a low number of medical schools
and to other exclusionary policies encouraged by the American Medical
Association, However, In spite of a substantial increase in the number
of physicians trained in recent years, many people -- partlc@larly the
urban poor and those living in small towns and rural areas == still have

trouble seeing a doctor when they are in need.
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TABLE 7

Physlcians, Nurses, Nursing Auxilfaries and Dentlsts In the Three Reglons of the Amerlcas,

Northern America
Middte Amerlica

Southern Amerlca

19641976,

Ratios per 10,000 population

Physicians Ndrses Au:!ulrg;‘?es Dentlists
1964 1972 1976 |1964% 1972 1976 |1964 1972 1976 |1964 1972 1976
15,1 15.5 16.4 |30.0 37.8 h6.h |34k 62.9 67.2 | 5.4 k9 5.1
5.0 6.1 6.9 | 3.7 3.5 s.b | 82 66 9.0 |1.0 1.0 1.1
6,0 7.4 80 | 2.6 2.3 2.4 | 7.2 10.5 10.5 | 2.8 2.9 3.1

Source: _Health Condltlons In the Amerlcas, 1973-1976. PAHO Sclentific Publication No. 364, 1978,
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The reason for this lies in the concentration of practicing iv2 ¢:ans
in wealthy urban or suburban areas, and in doctors turning to research
and highly specialized fields (because of the exclitement, prestige and
profit offered by these), rather than to general or primary care. Thus,
it is necessary to be cautious in eqﬁating'an increase in health manpower
with an increase in quantity or quality of health services. The same
caution must be had in analyzing other aspects of formal health'services
(hospitals, technical innovations, etc.), it being necessary to determine
their actual accessibility to different sectors of the population.

In Latin America, probably the most easily documented and most
striking inequalities in the distribution of health resources lie in the
differential access to-health practitioners and services between urban
and rural areas. Table 8 and Figure No. 4 demonstrate the dispropor-
tionate concentration of physicians in urban areas for a number of coun-
tires in the Americas. Although precise data on the geographic distri-,
butlon of nurses, nurse auxiliaries, and other health personnel are not
available, a similar situation is known to exist for these groups.

Table 9 shows that hospital resource distribution is also skewed toward
national capitals and large cities in twenty countries presenting data
for the mid-1970s.

This urban-rural differential in health resource distribution con-
forms Inversely to the sociceconomic distribution of the population. High
disease rates attest to poverty and low rates of medical care in rural
areas of Latin America. Additional evidence is the widespread lack of
medical certification on reported deaths among rural residents. In

Panama around 1970, for example, while over 95 percent of deaths taking



TABLE 8

GNP per capita and ratios of Physiclans, Nurses and Nursing Auxiliaries
per 10,000 population In selected countries of the Americas

1975-1976
_ Nursing
GNP per caplita % Rural Physicians {(2) Nurses (2) Auxlliaries (2)
Us$, 1976 (1)  population(1) Capitals Rest
and large of the
Total clties country
Haltl 200 79 0.9 4.1 -~ 0.4 1.1 3.8
Bolivia 390 b,7 1,6 1.7
Ei Salvador 490 60 2.7 9.2 1.0 2.9 6.1
Colombia 630 . 4.8 1.4 11.0
Nicaragua 750 52 - 6.3 13.8 L 2.4 9.8
Dominican Republlc 780 56 S.b 4,7 1.6 0.7 5.5
Cuba 860 8.9 ) 10,1 14,4
Costa Rica 1040 60 6.6 14.3 3.3 5.6 21.3
Chile 1050 17 4.5 6.1 3.6 2.6 20.6
Jamaica 107¢ 55 2.8 6.4 1.4 14.8 4.7
Mex!co 1090 37 8.0 12.1 3.9 k.6 8.2
Panama 1310 4g - 7.9 19,3 4,2 6.9 15.1
Venezuela 2570 18 11.5 21.0 8.7 7.4 15.9
Canada . 7510 22 17.3 18,2 16,2 61,5 k7.4
United States 7830 _ 24 16.3 L, 9 69.4

Sources: 1) World Development Report, 1978, Washington, D.C.: The World Bank, August 1978.
2} Health Conditions In the Americas, 1973-1976. Washington;D.C.: Pan American Health Organization, 1978.
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FIGURE NO. 4

Physicians per 10,000 Population In Capitals and Large Cities and in the
Remainder of the Country, around 1976
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TABLE 9

Hospital Beds with Ratios per 1,000 Population, in Capitals and Large
Cities of more than 100,000 Population and the Remainder of Country, @ 1976

- Total Capitale and large cities Remainder of country
Country or other Year -

pelicical unic Numbery Ratio Number Ratio Rumber Ratio
Argentina 1973 133 847 5.4 a) 27 145 9.4 b) 106 702 4.9
Bahamasg 1975 874 4.3 - 816 6.9 58 0.7
Barbados 1976 214 8.7 €} 1 636 16.7 . 505 4
Belize 1976 653 4.5 452 9.6 . 201 2.1
Bolivia 1975 5 113 0.9 2 021 1.4 3 092 0.7
Canada 1975 208 912 9.2 120 153 19.3 B8 759 5.3
Chile 1975 33 7172 3.3 2)12 796 3.4 b) 20 976 3.2
Colombia 1973 44 242 2.0 25 218 3.0 19 024 1.4
Costa Rica 1974 73N 3.8 * & 665 21.2 2 706 1.6
Cuba 1973 37 693 4.2 22 636 13.8 15 057 *2.0
Dominican Republic 1975 7129 1.5 a) 3 018 3.8 b) 4 111 1.1
El Salvador 1976 5 935 1.4 2 769 7.1 3 156 0.8
Halel 1976 4 509 1.0 2170 4,4 2 339 0.6 -
Honduras 1976 4 751 1.7 3157 7.6 1 594 0.7
Jamaica 1974 7 B15S 3.9 ¢} 5029 8.6 2 786 2.0
Nicaragua 1976 L 426 2.0 1 348 2.8 3 o078 1.7
Panama 1676 € 181 a7 3 146 7.6 323 2.5
Puerto Rico 1974 12 267 4.0 7 230 6.4 5 037 2.6
Trinidad and Tobago 1975 4 815 4.5 1 049 14.6 3 766 3.7
Venezuela 1976 36 163 2.9 a) 10 990 5.7 b) 25 1713 2.4

(a) Capital city only. (h) Including one or more cities of over 100,000 population. (e¢) Parish
which includes capital eicy,

Source: Health Conditions in the Americas, 1973-1976. Washington, D.C.:.
Pan American Health Organization, 1978, p. 105.

place in urban areas were medically certified, fewer than 30 percent of
deaths occurring in rural areas had medical certification. For the copntry
as a‘whole, 96 percent of all non-certified deaths took place In rural
areas.79 It can be assumed that individuals who were not receiving medical
attention at the time of their deaths were pfobab]y not regularly attended
during their lives, either. ‘

With the exception of the poorést urban populations, income, education,
and health and nutritional status are lower In rural areas than in cities
(as we have discussed above). Furthermore, again with the exception of
urban stums, access to safe water and sanitary facilities s far more

limited in rural areas. Therefore, the characteristics of resource distri-



bution within the health sector simply parallel the urban concentration
of wealth and capital investment for socioeconomic deveiopment.

Not only are urban areas more heavily endowed with health personnel
and various types of services in comparison to rqral,areas, but within
cities there is evidence that the geégraphlc distribution of health
services is further differentiated.eo The concentration of private
physicians énd services among populations with the greatest ecOAOmIc
resources is a widely recognized phenomenon wherever private medicine is
practiced. Therefore, wealthy urban areas in Central and South American
cities may be expected to have a greater proportion per capita of medical
services than poorer neighborhoods. However, even in the public sector
the pattern of inequal%ty seems to prevail. A recent study of Sao Paulo,
Brazil, provides a case in point. In this study It was found that from
1970 to 1978, in spite of a government policy designed to augment publicly
funded health services for the needy, both the number and proportion of
state~supported health centers increased at a hiéher rate in middle and
upper income areas than in poor neighborhoods. Thus, already significant
disparatles in access to public services were actually widened, rather
than narrowed, during this period of ”reform.”81

The health consequences of low access to services are compounded by
environmental and socioeconomic conditions. Inadequate sanitation,
malnﬁtrition, andrinfectious diseases among poor or socially marginal
groups have already been dealt with In some detail. !t should also be
pointed out here that these groups are unlikely to receive health- or
nutrition-related services which might be provided through other sectors

or Institutlons 'in the society. Thus, immunization or supplementary
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feeding programs provided through schools, screening programs or health
education provided Iﬁ the Job setting will all miss infants, non-enrolled
school-age children, many women, and the unempfoyed -- members of the
society that most need such services.

The maldistribution of health services in terms of geographic area
and population groups served is not only ethlcélly unjustifiable. It also
constitutes a gross misuse of resources, resulting from placing political
consideration; above the goal of maximization of health for the whole
society. The political motivations behind sdch poticies are reinforced
by the particular model of medicine practiced in Latin America, and the
values implicit within it. This model, adopted from the developed
capitalist countries, is part of the transnational socliocultural value
system referred to by Sunkel and Fuenzalida in their recent work.82 it
is further propagated by the comﬁercial interests of the multinational
medical supply industry (to be discussed below), and constitutes an important
force behind Latin America's difficulties in solving its major health
problems.

Some of the features of this medical model include a focus on hospital-
based rather than ambulatory care, on curative rather than preventive
services, on increasing specialization (particularly among physicians), and
on the tendency to adopt sophisticated, complex and expensive treatment
| methods, whereas the mﬁst basic health needs of the reglon could be
treated with simpler and cheaper techniques ~- If economic and social
resources were directed to this end.

| The values and practices which make up the existent system are rein-
forced at all levels, beginrning with the training of health care providers,

especially physictans., The German, French, Spanish and North American



models of medical curricula which have been adopted in most Latin

83

American countries,”” are concerned with a mechanistic view of the
‘human body and disease. In addition, these models are designed for
application in primarily urban, institutionalized settings, a feature
whose appropriateness may be questioned even for developed countries
and which certainly does not respohd to the health needs of the major-
ity of Latin Americans.8h

Another’ feature of this adopted medical model is its tendency to
encourage physician specialization in those fields most popular in the
developed world. As can be observed in Table 10, surgeons and gynecolo-
gists are proportionately over-represented in manf Central and South
American countries, and far outrank pediatricians and public health
physicians in eight of eleven countries for which such data are avail-
able. These fécts are especially striking when one recalls that, in
many countries, the majority of births take place without medical assis~
" tance, that approximately half of the Latin ‘American population is under
fifteen years of age, and that the principal causes of morbidity and
mortality are environmental and nutritional.85

These specialists practice for the most part, as we have seen, in
the wealthier areas. The health care they provide is largely concen-
trated in institutional settings, such as hospitals and large clinics.
This pattern is not conducive to either a broad or an equitable distri-
bution of services, for the demographic and socioeconomic reasons out-
lined above, and in terms'of distribution of health resources in general.
In Brazil, for example, seventy percent of the human and financial

resources for treating tuberculosis are directed toward sanitariums and

clinic¢cs, which treat only ten percent of that nation's TB victims.86
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Distribution of Physiclans by Specialty,
by Area, Around 1976
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128 104
107 94
385 hlﬁ
23 29
66 50
H 15
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103 63
139 111
132 186
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Publication No. 364, Washington,
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12
4
26
237
15

7

24

2,600

Other &
not stated

4
54
7,437
327
476
675
67
222
43
22,899
257
450
112

154,924



Within health care institutions, the medicine which is practiced
is increasingly expensive and technologically comp\e*. In many cases
not only is this technolbgy unresponsive to the health needs of the
region in general, but it is actually inappropriate even within the context
for which it was intended, due to_lack of trained personne] to run or
monttor equipment, lack of money or knbwledge necessary for parts and
upkeep, and to cultural factors which limit the patients' or staff's
utilization of the technology.

The ultimate problem with the medical system being described here,
. however, is that it requires an enormous investment of human and financial
resources. These resources could, if applied to ambulatory, primary
care and integrated social programs, serve to treat or prevent major
categories of health problems. An example of thfs is illustrated with
Vicente Navarro's calculation tﬁgt with the annual operating expenditures
Af three open heart surgery units in use in Bogota, Colombia in the
early 1970s, one quarter of that city's children could be provfded with—
a half liter of milk dally éor a ;/ear.87 Navarro also compéresnthe expend1-
tures for curative health services with those.for environmental sanita-
tion inrseveral countries (Colombia, Nicaragua, El Salvador, Peru and
Venezuela). He célculates that (around 1970) from only 4.4 to 8.8 pefcent
of the total health budget in these countries was spent on water and
sewage supply, and notes the irrationality of this distribution given
the'prevalence of environmentally-related infectious diseases in Latin

America.88 The World Bank's Health Sector Policy Paper similarly criti-

cizes the over-expenditure on high-cost, hospital-based curative services
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in developing countries, and the neglect of cheaper, more effective
ambulatory services and environmental improvements for illness preventiod.89

Basic sanitation and a safe water supply are two components included
in the World Health Organization's concept-of primary health care. Other
components are maternal and child care, immunization against the major
infectious diseases, prevention and control of locally endemic diseases,
and community education concerning the prevention and control o% the most
common diseases and injuries,go Specific health conditions will vary
from country to country, and within countries among different cultural
and geographic areas. For primary health care to work, then, it must
be organized locally around the particular conditions of the area.

The inéqualities énd unresponsiveness to local problems inherent
in the standardized, technologically complex medicine practiced in ter-
tiary care hospitals and in wealthier urban areas, has been recognized
by several governments as obstacles to improved health. The Cuban
government, in the past two decades, has totally reformed that country's
health care delivery system, making primary community-level health care
the central hub of this reorganization.gi The changes in the health pro-
file of Cuba's population, marked by an extraordinary drop in infant
mortality and morbidity from infectious diseases,92 has been accompliéhed
with minimal emphasis on expensive equipment for diagnosis and treatment,
but ﬁith %ntensive environmental improvement and a restructuring of
social and educational priorities to include community pariicipation and
equality in health care. 93

Other deveiloping countries -- Panama, Costa Rica and Barbados, for

example -- are also making strides in the area of community-based primary
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health care. Multilateral organizations. such as the Inter-American
Development Bank {IDB) are recognizing the necessity for expanding health’
‘serves to hitherto underserved and unserved areas and populations, as
indicated in a roster of the IDB's most re;ent health programs.9h How-
ever, these projects are still confined solely to the health sector.

Their descriptions include no mention of integration with other aspects

of socioeconomic development and environmental improvement, or of any
basic socialvchanges necessary for the breaking of existing disease
patterns.

Though of great importance to the individua\s.heiped by reorganized
health services on a local level, within the total context of Latin
America these achievements are mihor. In larger, more heterogeneous
countries, national health systems and health problems continue to reflect
the political and economic prior}ties of national development style and
stratified social structures. The prevailing medical model} in these

-countriés, with its mystification of health technology, practitioners,
and services, serves to further alienate health care from the people who
should be benefitting. The conceptual and practical isolation of health
and nutrition from changing land tenure patterns, agricultural develop-
ment and food policy, and industrialization and urban plan%iné, only
magnifies the probability that negative health consequences will occur

as a result of these activities,
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Fundamental to any future coordination between health care and
other development sectors is the relationship between di fferent components
of the hgalth sectornitSelf. In nearly all of the capitalist countries,
health care is characterizéd by its diversified, multiple institutional
structures. [n Latin America, the structures which are present at the
national level are, principally, a) those supported by national health
ministries, b) those related to social security in one of its various
forms, and c) those which are privately organlzed. (In addition, tﬁere
are locally importaﬁt services which are organized at the community
level, but we shall not include these in our present discussion, as their
characteristics and impact vary widely and do not relate so highly to
national development style.) This multiple health care system contri-
butes to uneven quality of care and unequal coverage of the population,
partly due to administrative factors but, more seriously, due to inequali-
ties in resource distribution.

Within the public sector, the two major sources of health care are
institutes of social security and the ministries of health. Although
the propcrtion of the population covered by social §ecurit§ insurance is
generally rather low compared to the proporfion without such coverage,
health expenditure; in this sector are relatively high. This situation
maf be summarized as followed: In most of Latin America, under twenty
percent of the population is protected by social security health services
(see Figure No. 5). MNonetheless, the total public resources invested in
these systems far exceed those invested In public health services provided A

by the ministries of heaith -~ which are supposed to cover most of the



FIGURE NO.

Percentage of the Population Covered by Social Security Systems, 1975,
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remainder, or over three-quarters of the population. Around 1970, for
example, in Colombia, E1 Salvador and Peru, the per caplta health
expenditures were three, six and seven times higher, rgspectively, in
the social security system than those spent by the Ministry of Health
in each country.95

Although it has been held that strong social security programs
neither constitute rivals of public health programs nor preclude the
expansidn of services in the 1attér,96 two points should be kept in
mind. First, social security systems cover only a small privileged
sector of the working population (and their families, in some cases).
Ministries of Health are charged with providing health services for the
largest sector of the society with the poorest personal resources, and
possess signiflcantly lower per capita public resources to do so. This
system clearly discriminates agaihst the majority of the population.
Second, all resources are limited. Even though governments that strongly
support social security may also strongly support public health programs,
coordination of the two systems would eliminate duplication of technology
and services, reduce administrative costs, and maximize the health benefits
to al1. %’ |

One country which has undertaken such a program of integration of
;ervices is Panama, which, since 1969, has been progressively turning ocver
to the Ministry of Hea!th.the responsibility for planning and carrying
ocut all preventive, curative and rehabilitative services for thg entire
country. This includes the centralized handling of human and monetary
resources, the rationalization of "health care utilization, and Improved
distribution of services among the capital, the provinces, and rural

areas.98 These activities have resulted in important improvements In the



overall health status of this country,99 as can be seen in the health
indicators listed in Table 2, and in improved equity in services

between urban and rural areas, as shown for 1969 through 1974 in Table 11.

TABLE 11

Panama: Health Services and Environmental Health, 1969-74.

~ Professional % of Population w/ % of Population w/

Birth Attendance ' Potable_Water Waste Disposal

Urban Rural Urban Rural Urban Rural
1969 96.4 36.4 100 ‘ 38.0 91.5 68.2
1970 | 100 41.0 93.0 68.3
1971 100 46.9 ) g2.5 68.3
1972 100 49.8 9h. 4 67.8
1973 100 51.5 95.6 67.7
1974 97.9 47.6 100 53.2 97.3 71.2

Source: Abraham Saled, Memoria que presenta el Ministro de Salud .
Panama, October 1976.

Unfortunately, however, rather than integration of the social security
and public health sectors, a common trend in many other Latin American
countries has been the strengthening of privéce medicine. Under contrac-
tual agreements (convenios), the government, through social security;
purchases ambulatory and institutional health services from the private
sector. Critics of this system in Brazil, for example, have held that it
simply acts to magnify already serious inequalities in health service
coverage by ?avoring salaried employees of large state-owned or multi-

national enterprises; and by diverting public resources away from primary



preventive care toward a system already dedicated to practicing expensive
curative medicine for pfofit.loo

Other government economic policies in the health sector are also
resulting in decreased access to health care for the general population.
In Argentina, for example, a country with a long history of pregressive
health policies and excellent free services, the practice of charging

101" in chile, since the

for services in public hospitals in increasing.
overthrow of the popularly elected Allende government, the country's

social security outpatient clinics have been sold to private investors, thus
placing the burden of increased costs of medfcal care upon those forced

0z addition, private physi-

to seek attention from the public sector.
cians havé been permitted to increase their fees substantially and to
.decrease their participation in public healthlcenters, and overall govern-
ment funds committed to health care and the training of personnel have been
drastically reduced.m3

The expansion of private medical care can only worsen the health
situation amﬁng those who are unable to pay for services. Nonetheless,
this phenomenon is‘consistent_with the capitalist development style under
discussion in this work. We have pointed out throughout the paper cases
in which the interésts of private enterprise clash with the health needs
of the majority of Latin Americans. Examples of this include: a) the
privatization of health care (just described); b) the area of agricultural "
development in relation to food policy and nutrition; c) industrialization,
Import and export po!iciés in relation to occupational and environmental

health; and.d) the promotion of inappropriate and expensive products.



Within the formal health sector, unfortunately though not surprisingly,
developing capitalist countries are extremely vulnerable to the pressures
6F companies which make their profits by ever expanding the market foru
health-related products. This vulnerability takes place on at least two
fronts -- financial and sociocultural, In the first instance, private
corporations {often multinational in ownership) offer health officials
with ailing budgets the opportunity to equip health facilities in exchange
for support 0} promotion of their products. Infant formula companies are
. champions at this technique -~ building hospital maternity wards and providing
pre- and post-partum visiting nurse service as a way of advertising their
brand of formula.lon In the second instance, the socliocultural aspect
of multinational influence in the health sector consists of the.attachment
of.values inherent in the "modern' or 'Western" medical model to practices
such as formula feeding. -

Another industry which has an enormous influence -- economic and
sociocultural -- over heaith and the style of medicine practiced in Latin
America and other developing capitalist countries is the multinational
pharmaceutical business.'o5 Promotional tactics similar to those employed
by the infant formula manufacturers, including the publication and distri-
bution of drug-related information and the penetration of séles personnel
or “"detail men'" into thg clinical setting, are regularly carried out by
phermaceutical companié;.

The importance of promotion to the pharmaceutical industry can be
appretiated in the following illustration: Whereas in the United States,
the ratio of visiting salesmen to physicians is approximately one to ten,
in Latin American countries the ratio is much higher -- one to eight in

Ecuador, one to five In Colombia, and one to three iIn Mexico, Guatemala
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and Brazil, In many Central and South American countries, pharmaceufical
salesmen often earn larger salaries (including commissions) than do most
physicians.106 For many doctors, especially those not affiliated with
large teaching or research institutions, these industry representatives and
the propaganda they distribute constitute the only type of drug education
they receive after completing tﬁelr formal training. And with the wide
distribution of free samples, the companies seek to ensure that their

brand name product . will be the one rememberéd by practitioners when they
prescribe for their patients.

Several other aspects of the pharmaceutical indhstry's place in
developing Latin American countries bear emphasizing. Among these are:
1) the relative lack of regulation over promotion and marketing and over
the content of the products themselves; 2) socioeconomic factors which
influence the way in which the d;ugs will be used; and 3) the place of
drugs in primary health care,

The attractiveness of Latin America to foreign industry because of
fhe absence or low level of environmental regulation has beeﬁ discussed
above., Occupational and other environmental health hazards resulting
from this situation and from indiscriminate importation and appllcation
of dangerous agricultural chemicals have been cited in this regard. A
parallel situation exists in the multinational phérmaceutical industry's
penetration of Latin America. Very few countries in the world, and
certainly no Latin American countries, with the possible exception ﬁf
Cuba, regulate the safety and efficacy of drugs as strictly as does the
United States. However, developing countries, due to their technological

dependence on the developed world, are particularly lax in this regard.



Though controls and their enforcehent vary from one country to another,

a pattern of marketing of potent!a]-ly unsafe drugs, or of acceptable
drugs in unsafe dosages, exists throughout Latin America., Some of the
substances which are most widely abused in 'this sense are among the most
common therapeutic classes -- antibiotics, analgesics, etc. Contraceptive
preparations and devices have actually been field tested among Central

and South American women without their'knowledge‘of the risks in;folved.lo7

The potential dangers from thésa drugs are intensified by !ack of

‘regulation in the fetail marketplace and by the sociceconomic characteris-
tics of the populations who purchase them. The ease with which an indi-
vidual can buy ethical (''for sale by prescription only") drugs without

a prescription in most of Latin America is well~known by ﬁost residents
and trayel]ers, and by the-pharmaceutical_companies who organize promotion
and distribution around retail ehterprises._ This phenomenon is dangerous
for a numbef of reasons. First, individuals who obtain drugs without a
prescription have often either diagnosed themselves or have asked for the
drug on the recommendation.of a friend, neighbor or relative, rather than
a trained health practitioner. Second, if they ésk the pharmacy employee
for assistance, they are not likely to get good advice on two accounts:

a) the employee is apt not to be ; trained pharmacist; and'b) since tHe drug
is being sold to make money, the vendor may prescribe an expensive brand-name
comp;und wheﬁ a generic or cheaper pfeparation_would be eéually effective,
or may prqs:ribe a larger quantity or dosage than Is necessary. In
\addition, the pharmacist is subjected to the same barrage of propaganda
and free samples as Is the physician, and can be expected to pass on his

induced “preferénces" to the patient.



For poor people, the cdnsequences of such practices are most severe.
The poor often turn immediately to a pharmacy for illness-related needs,
either because of lack of access to a physician or primary health services,
or because they are unable to afford Qggh’tﬁe doctor's fee and the‘drugs
they know he or she will prescribe. Furthermore, they may not have
sufficient money to purchase the amount of the drqg (prescribed or other-
wise recommended) necessary for effective treatment, a ciréumstance
which can resﬁlf in further illness. Insufficient quantities of anti-
biotics, for example, can lead to the development of sensitivity tothe
drug administered, and/or to super-infections. Poor peopTe are additionally
jeopardized by the practices and conditions described above because (as with
pesticides and other chemical contaminants) their frequently more debilitated
health and nutritional status make them more vulnerable to toxicity and
other adverse drug reactions. '

The pattern of drug production and distribution carried out by multi-
national cocporationé conforms in concept and in practice to the‘imported
medical model, described earlief in this section, As virtuafly all
pharmaceutical research and development occurs in the developed countries,
and as pharmaceutical preparations are sources of extraordinarily high
profits for the multinational enterprises which produce them, it-should
not surprise us that these products are often neither economically nor
medically suitable for developing countries. First, the amount of research
conducted on so-called "tropical diseases" (principally the parasitic

afflictions which plague most Latin American countries) is miniscule. In

1975, the Worlid Health Organization estimated that the globail research
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budget that year for all tropical diseases amounted to around 30 billion

u.s. dollars, or less than'five percent of the amount spent on cancer

research alone.108

Therefore, among the vast number of available drugs, relatively few
address the most fundamental health problems of many Latin Americans.

A great proportion of what companies call ''research and development!
actually consists.of the repackaging of already known and marketed prepara-
tions in new dosages, in new combinations: with other drugs, or with the
addititon of a vitamin. These practices contribute to the proliferation of
‘new'! products in pharmaceutical stocks, and to intense competition within
the industry, each company promoting its own brand-name version of what is
essentially the same drug, and which could be purchased genericaliy for a
fraction of the price.

Second, the research, promoti;n and marketing practices of multina£ional
pharmaceuytical companies -~ supported by the developed countries' medical
ﬁodel which guides health personnel training the the pattern of health
expenditures -~ encourage individuals to feel that the solution of Latin
America's health problems is chemical and can be purchased in the form
of pills and injections. Much of the same intent and attitude lie behind
the infant formula and the food fortification businesses. Medicines,
articifial infant formula, and fortified foods surely have a place in the
treatment of health and nukritional disorders. It must be remembefed. however,

that many of the problems they are meant to treat are actually symptoms of
environmental and sociceconomic illnesses. While antibiotics, anti-parasitic
drugs, or fancy nutritional supplements might cure the immediate condition
for which the patiént is being attended, their long-term effectiveness is nil,

if the individual later returns to the environment in which the disease occurred.



It may seem inappropriate to spend so much space here on the pharma=

geutical Industry, given that drugs are just one small part of hedica!
technology and health care. However, the amount of money spent in
Latin American countries on pharmaceutical supplies is hardly small,
Whereas in most industrialized countries drug expenditure takes up from
ten to fifteen percent of the national health budget, in developing
countries this figure is between twenty and fifty pel‘cent.]09 in 1974,
in Brazil alone the amount spent on drugs was 900 million U.S. dollars, three-
quarters of which went to forelgn-owned or multinational 1’in'ns.”0
It has been estimated by various sources, including the United Nations
Conference on Trade and Development (UNCTAD} and the World Health Organiza-
tion {WHO), that the majority of the health problems of any nation can be
met with only 200 to 300 of the more than 15,000 drugﬁ currentlflavailable
on the world market.'l! Furthermore, health care Institutions have shown
that they can effect enormous savings by setting up their own small-scale
!aboratofies, and by producing basic drugs for their own needs, in a system
" reminiscient of pre~World War I} Aays -- before muitinationals began to
monopolize the ‘industr\f.”2
National strategies to cut drug costs through the use pf generics,
bulk purchases, local manufacture and packaging, etc., have been met,
however, by powerful resistance and undermining tactics on the part of the
large corporations. Bécause of the multinational pharmaceutical industry's
power, plans for technology transfer, regional cooperation, and rational
consumption, such as those proposed by WHO, UNCTAD, and the UN Industrial

Development Organization (UNIDO), are actually belng made In cooperation with

the Industry In developing capitalist countries. In Latin America, limited



nationalization (in Ecuador, for example, which has a very small pharmaceu-
tical Sector']3) and pharmaceutical agreements among Andean pact countries
have not been able to reverse the progressive concentration of manufacture
and distribution in the hands of the multinationals,

This pattern of concentration occurs with the tacit consent, if not
the encouragement and collaboration, of local governments and e]!tes.llh
Patent regulations, import and export policies, tax laws, enforcement of
regulations céncernlng product content and retail sales, and so forth, are
intimately linked to the health consequences of the distribution and use
of these products among the Latin Amerlcan po.aop'le..”5 Therefore, any
attempt to control or regulate this aspect of the health sector must be
undertaken at various social and governmental levels. Unless this is done,
market forces and the economic interests of the minority will continue to
contribute to the overall misﬁse ;f economic resources and to the poor .

health of the majority.

In this section, we have attempted to show‘the interrelationships
between health and nutrition, environment and development style, and to
analyze various aspects of the formal health sector which relate 'to these
concerns, Although we have tried to cover what we perceive‘to be among
the most significant themes in health and health care for Latin America,
an enormous amount of material has remained untouched.

One of the remaining areas which should undoubtedly be addressed in
fut;re research and analysis is that of population control. Growing

population is one phenomenon which proponents of capitalist development

say is "holding back' progress. Though we recognize the strain that bur-



ggoning populations place on societal‘resources, we believe the fundamen~
tal solution to be an equitable distribution of these resources. Certainly
all families should have a choice about the number of children they bring
into the world, and family planning methods and education should be avail-
able to those who desire them. But all families should also have a fair
chance to raise healthy, well-nourished children who will be able to lead
productive and satisfying lives, There-is no current evidence to lead
us to believe.that if the lowest sectors of society =- the majority --
redﬁce their numbers or their birth rate, they will suddenly be eiigible
for sanitation, safe watee, sufficient food, and their share of the finan-
cial resources which have, until now, been held by a small minority.
Another area to which we have not referred, but which is of great
importance, is that of the health and envirommental factors associated with
migration and the relocation of populations to formerly unsettled or less-
;ettled regions, Resettlement usual ly takes place. in conjunction with
drastic ecological alterations, such as deforestation, re-channelling of
local waters, road-building, and other forms of Industrialization. In
addition to the fact that relocated persons often have virtually no access
to health services of any kind, they also have no immunity to local diseases.
Furthermore, the altered ecological balance of newly settled areas can lead
to epidemics or to the spread of hitherto isolated diseases. All of these
phenomena have been obgerved as-a result of government resettlement pro-
grams in Brazil and Paragquay, for éxample, and are constant sources of
concern among health officials in countries with permanent migrant labor

forces.



As we have seen, though, it is nét sufficient to seek solutions to
these and other environment- and development-related health problems
within the health sector alone. Health and health care are simply one
aspect of the total organization of a soc?efy. As such, the goal of
good health and adequate nutrition for al} is inseparable from the goal

of social justice and equality.



3.

10.

11,

12.

13.

~Th-

REFERENCES

Osvaldo Sunke! and Edmundo F. Fuenzalida, "Transnational Capitalism
and Nationa] Development,' in José J, Villamil (ed.), Transnational
Capltalism and National Development. Harvester Press (In press).

World Health Organization: Basic Documents, 26th ed. Geneva: World
Health Organization, 1976, p. 1.

Osvaldo Sunkel, '"Proyecto 'Estilos de Desarrollo y Medio Ambiente en
America Latina,' Informe No, 2," unpublished manuscript, November 1978,

Organizacion Panamericana de la Salud, Plan Decenal de Salud para las
Américas, Informe Final de la Ill Reunidn Especial de Ministros de

Salud de las Américas (Santiago, Chile, 2-9 de octubre de 1972), Docu-

mento Oficial No., 118, Washington, D.C., January 1973, pp. 4-5.

Alan Berg, The Nutrition Factor: Its Role in National Development.
Washington, D.C.: The Brookings Institution, 1973, p. 5. '

World Bank, Health Sector Policy Paper. Washington, D.C., 1976,

IDB News (Washington: inter-American Development Bank) 6(5), July, 1979.

Hugo Behm, ''Soclioceconomic Determinants of Mortality in Latin America,"
paper presented at the World Health Organization, Meeting on Socio-
economic Determinants and Consequences of Mortality, Mexico City,
19-25 June 1979, : '

Josg Alberto M, de Carvalho and Charles D. Wood, ''Mortality, Income
Distribution and Rural-Urban Residence in Brazil,'' Population and
Development Review 4(3), Sept., 1978, pp. 405-420,

J.C. Duarte, Aspectos da Distribul¢ao da Renda no Brasil em 1970,
Piracicaba, S3o Paulo: Universidade de Sao Paulo, 1971, p. 4Z (cited
in Carvalho and Wood, ibid.).

Asa Cristina Laurell et al., "Enfermedad y.desarrollo: andlisis socio-
16gico de 1a morbilidad en dos pueblos mexicancs,' Medicina: Economia y
Polftica, Vol. 84, April-June, 1976: 131-58; also published In English,
as "Disease and Rural Development: A Sociclogical Analysis of Morbidity
In Two Mexican Villages," iInternational Journal of Health Services 7(3),
1977, pp. L01-23,

Hugo Behm, op cit.

Erik P, Eckholm, The Picture of Health: Environmental Sources of
Disease, HNew York: W.W. Norton & Co., 1977, p. 23.




-75-

14, Hinisterio de Salud Pdbiica (Cuba), Informe Anual, 1978,

15, United Nations Population Commission, Report of Monitoring of Population
Trends, E/CN,9/XX/CRP,|, January 1979, p. 450,

16. Juan Ram{rez Herndndez, Pedro Arroyo and Adolfo Chavez V., "Aspectos
socloecondmicos de los alimentos y la alimentacich en México," in
La Desnutricidn y la salud en México. Mexico: Instituto Nacional de la
Nutricidn, Divisién de Nutricidn, Pubiicacidn L-34, 1976, pp. 158-68,

17. A _Food and Nutrltlon Policy for Jamaica, with Programmes for Incorporation
into the National Development Plan, 1975/76-1977/78. (Jamalca), prepared
for the Nutrition Advisory Council, June 197k, rev. January 1975,

18. Flavio Machicado, '"La distribucidn del ingreso y el consumo de alimentos
por estratos: presentacidn del caso de Chile y la Repdblica Dominicana,"
in G. Solimano and L. Taylor (eds.), Impact of Food Price Policies on '
Nutrition, United Nations University/Centro de Estudios Econdmicos y
Sociales del Tercer Mundo {México), In press,

19, Edgér Lulz G. Alves, "Nivel alimentar, renda e educagao," Revista ABIA/
SAPRO (Asscociacao Brasileira das tndustrias de Aliméntasao, Sector
de Alimentos Caldrico-Proteicos), No. 30, May 1977.

20, Oscar Ruiz, "Politicas econémicas y situacidh alimentaria de los pobres
urbanos, Chile 1968-1976," in G, Solimano and L. Taylor (eds.), op. cit.’
(see note 18); Peter Hakim and Giorgio Solimano, Development, Ré?%rm
- and Malnutrition In Chile, Cambridge, Mass.: MIT Press, 1978,

21, "Food and Nutrition Sltuation in the Latin American and Caribbean
Countries,” in Final Report of the Twenty Third Meeting of the Directing

Council of the Pan American Health Organization. Washington, D.C.: PAHO,
October 1975,

22, United Natfons Population Commission, op. cit., p. L4k,

23, Ruth Rice Puffer and Carlos V. Serrano, Patterns of Mortallty in
-+ Childhood. Washington, D.C.: Pan American Health Organization, 1973.

2h, N,S. Scrimshaw, C.E. Taylor and J.E. Gordon, WHO Monograph Series No.
57, Geneva, 1968,

25, D, Morley, Paediatric Priorities In the Developing World. London:
Batterworth, 1973, ’

26. Michael C, Latham, "Nutrition and Infection In National Development,'
Science, May 9, 1975,

27. Berg, op. cit., p. 12.

28, "Priorities In Public Health Nutrition Problems," in Proceedings of the
Seventh International Congress of Nutrition, Vol, 4: Problems of World
Nutrltion, Hamburg, Germany: Pergamon Press, 1967,




29.

30,

31.

3z,

33,
34,

35.
36!

37.

38,

39.
4.
b1,

42,

‘Hakim and Sollmano, Development, Reform and Malnutrition in Chile,
Op. cit., pp. 1-6,

See, for example, J, Cravioto, E,R. DeLicardie, and H.G. Birch,
"Nutrition, Growth and Neurointegrative Development: An Experimental
Ecologlical Study,' Pediatrics, Supplement, August 1966, pp. 319-72.

For example: Hector Correa, '"Sources of Economic Growth in Latin America,’
Southern Economic Journal, July 197G pp. 17-31; Hector Correa and Gaylord
Cummins, 'Contribution of Nutrition to Economic Growth,' AmericandJournal
of Clinical Nutrition, May 1970, pp. 560-65; Schlomo Reutlinger and
Marcelo Selowsky, Malnutrition and Poverty: Magnitude and Policy Options,
Baltimore & London: International Bank for Reconstruction and Devel-
opment/World Bank, 1976,

Inter-American Development Bank, Economic and Social Progress In Latin
America, 1977 Report. Washington, D.C., pp. 15-16.

Ibide, p. 15.

International Labor Organization, Empioyment, Growth and Baslic Needs.
Geneva, fLO, 1976,

Susan George, Feedlﬁg the Few: Corporate Control of Food, Washington,
D.C.: Institute for Policy‘Studles,[]S?@].

Barry Commoner, "“The Environmental Cost of Economic Growth,'" Chemistry
in Britain 8(2), Feb., 1972, p. 58.

R. Pillai, et. al, ""Herbicldal effects on RNA, DNA, and protein synthesis,
Proceedings of the Southern Weed Socliety 31, 1978, p. 278; D. Penner,
"Herblcide residues in plants and soils,'" North Central Weed Contr, Conf.
Research Rept,, 28th, 1971, pp. 17-29; S, Heathman, '"Herbicide residues

in vegetable crop rotation, Q, Coop. Ext, Service Univ, Ariz. 136, May,

1973,

Anil Agarwal, '""Pesticide reslstance on the Increase, says UNEP)! Nature,
Vol. 279, 24 May 1979, ' '

WHO Statistics Annual. Ceneva: World Health Oréan!zation, Yeafly
updates.

Georganne Chapin and Robert WassersZrom, '""The Pesticide Pushers': Cotton
and Malaria in the Developing World," unpublished manuscript, 1979.

Robert J. Ledogar, Hungry for Profits: U.S, Food and Drug Multinationals
in Latin America. New York: !DOC/North America, 1975, pp. 94-96,

Robert W, fox and Jerrold W, Huguet, Population and Urban Trends In

Central America and Panama, Washington, D.C.: Inter-American Development
Bank, 1977, p. 6,




43,
44,

45,
46,

47,
48,

by,

50,
51,

52,

53.

54,

55.
56¢
57,

53.
58.

60,

61.

~ Nutrition, Vol., 24, Aug., 1971.

Susan George, op. cit., pPe. 50,

Frances Moore Lappé and Joseph Colllns, Food First: Beyond the Myth of
Scarclty, Boston: Houghton Mifflin Co., 1977, p. 262,

MNew York Times, July 18, 1979,

Susan George, op. cit., p. 45.
Robert J. Ledogar, op. cit., p. 125,

Derrick B, Jelliffe and E.F.P., Jelliffe (eds,), The Uniqueness of
Human Milk, Symposium reprinted from the American Journal of Clinical

Robert J. Ledogar, op. clt., pp. 127-45,

Leah Margulies, “A Critical Essay on the Role of Promotion in Bottle
Feeding,'" PAG Bulletin (Protein=Calorie Advisory Group of the United
Nations System}, 8{(3-4}, Sept.-Dec., 1977, p. 73,

For informatlon related to the toplc, see Davlid Wolfers and Susan

Scrimshaw, 'Child Survival and Intervals between Pregnancies in Guayaquil,
Ecuador,!t Population Studies 29(3), pp. 479-96.

Organizacidn Panamericana da Salud, Plan Decenal de Salud, op. cit., 1973,
p. 109,

Figures calculated from information presented. in Annexes Vi=1 and V-2,
Health Conditions in the Americas, 1973~76. Scientific Publication No.
36h4, Washington, D.C.: Pan American Health Organization/World Health
Organization, 1978, pp. 320, 321,

Ruth Rice Puffer and Carlos V., Serrano, op. cit., pp. 138 ff,
See, for example: Jose Alberto Carvalho and Charles H. Wood, op, cit.
Erik P. Eckholm, op. cit., pp. 138 ff.

R, Jeffrey Smith, ""W.S. béginning to act on bannmed pesticides,' Science
Vol, 204, 28 June 1979, pp. 1391-94,

~Eldon M, Boyd, Protein Deficiency and Pesticide Joxicity. Springfield,

111incis: Charles C, Thomas, 1972,

R. Jeffrey Smith, op. cit.

Pan American Air Pollution Monitoring Network, Report of Results, June
1967-December 1970, Lima: Pan American Center for Sanitary Engineering
and Environmental Sciences, 1971,

Erik P, Eckholm, op. cit.



62.

63.

64.

65.
66.

67-
68.

69.
70.

n.

72.

73.

7h.
75.

-73-

Daniel S. Joly, Cigarette Smoking in Latin America: A Survey in
Eight Cities. Washington, D.C.: Pan American Health Organization,

1973.

F. Wallack, The American Worker, an Endangered Species. WNew York:
Ballantine Books, 1972,

Richard J. Barnet and Ronald E. Muller, Global Reach: The Power of
the Multinational Corporations. New York: Simon and Schuster/
Touchstone, 1974; L. Turner, Multinational Companies and the Third
World, New York: Hill and Wang, 1973.

Multinational Enterprises and Socizl Policy. Geneva: International
Labour Organization, 1973.

Jeffrey James, "Growth, Technology and the Environment in Less Developed
Countries:- A Survey,'" World Development 6, 1978, pp. 937-965.

Ray H. Elling, "Industrialization and Occupational Health in Under-
developed Countries,' international Journal of Health Services 7(2),
1977 L pp- 209-235 .

M“Asbestos: A Tragic and Magic Mineral,' and "International Hazards:
You Can Run but You Can't Hide,'" MACLA, Report on the Americas (North
American Congress on Latin America) 12(2), March-April 1973, pp. 9-29.

Ray H. Elling, op. cit., p. 219.

Chart Book. Health and Work in America. Washington, D.C.: American
Public Health Association, 1975, ‘

Tee L. Guidotti, '"Health: Venezuelan Conference on Occupational Lung
Diseases,' Environment 21(2), March 1973, pp. 42-3.

Seminario Regional de Silicosis, Washington, D.C.: Pan American
Health Organization/World Health Organization, 1970 (cited in Erik P.
Eckholm, op. cit., pp. 163 ff.}.

"Export of Hazardous Industries,' Congressional Record (U.S. Government],
June 29, 1978, pp. E3559-E3567. This article, an excerpt from the

- work of Barry Castleman, contains invaluable information for anyone

interested in the subject of occupational health and problems of regu-~
lation in Third World countries. It covers industries such as asbestos,
arsenic, copper, mercury, lead, zinc, pesticides, benzidine dyes, and
others.

World Bank, Health Sector Policy Paper. Washington, D.C., 1975, p. 14,

See also, Barry Commoner, The Closing Circle., MNew York: Alfred
Knopf, 1971,




- 76.

17.

78.
79.

g0.

81,

82.

83.

84,

85.

86.

87.
88.
89.
90.
91,

...79..

For an example of this position, one only need look, unfortunately,
to a2 United Nations publication: Industrial Development Survey. New
York: United Nations lIndustrial Development Organization (UNIDO), 1974.

Primary Health Care, A Joint Report by the Director-General of the

World Health Organization and the Executive Director of the United
Nations Children's Fund. (Report from the International Conference on
Primary Health Care, Alma-Ata, U.S.S5.R., 6-12 September, 1978) Geneva
and New York: World Health Organization, 1978, pp. 7-8.

Health Conditions in the Americas, 1973-1976, op. cit., p. 118,

P.0. Woolley, C.A. Perry, and R.N. Eccles, §yncrfsis: The Dynamics
of Health. An Analytic Series on the Interactions of Health and

Socioceconomic Development. |. Panama. U.S. Department of Health,
Education, and Welfare, Public Fealth Service, 0ffice of International
Health, Division of Planning and Evaluation, 1972

Samir S. Basta, “Nutrition and Health in Low Income Urban Areas of
the Third World," Ecology of Food and Nutrition 6, 1977, pp. 113-24,

Carlos Augusto Monteiro, 0 peso ao nascer no municipio de S3o Paulo:
Impacto sobre os niveis de mortaltdade na infancia, Doctoral thesis
presented to the Faculty of Public Health of the University of S3o
Paulo, Brazil, 197s.

Sunkel and Fuenzalida, op. cit. (see reference 1).

C. Garcia, La _educacién médica en la América Latina. Washington, D.C.:
Pan American Health Organization, 1973. ’

Allan G, Rosenfield, "Modern Medicine and the Delivery of Health
Services: Lessons from the Developing World,'" Man and Medicine 2(4),
1977, pp. 279-96.

Vicente Havarro, Medicine Under Capitalism. New York: Neale Watson
Academic Publications, 1976, p. 20.

Luiz Eduardo Soares, ”Vendendo saude: o INPS e a Segurldade Social no
Brasil,' segunda parte, Sattde em debate {Revista do Centro Brasileiro
de Estudlos de Salde}, No. Z, Jan.- March, 1977, p. 43.

Vicente Navarro, op. cit., p. il.
Ibid., pp. 18-20.

World Bank, Health Sector Policy Paper. Washington, D.C., 1975.

Primary Health Care, op. cit., p. 23,

Ministerio de Saiud Publica, Fundamentaci&n para un nuevo enfogue de
la medicina en la comunidad. La Habana (Cuba), 1976




92,

94,
9s.

96.

97.

- 98,

39.

100.

101,

102.

103,

104,

Milton 1. Roemer, Cuban Health Services and Resources. Washington,
D.C.: Pan American Health Organization, 1976.

Sally Guttmacher and Ross Danielson, ''Changes in Cuban Health Care:
An Argument agalinst Technological Pessimism, "'International Journal of
Health Services 7(3), 1977, pp. 383-400.

1DB News (Inter-American Development Bank) 6{5), July 1979.

Individual country data from Quadrennial Projections, 1971. Washington,
D.C.: Pan American Health Organization (summar:zed and cuted in
Navarro, Medicine Under Capitalism, pp, 25-27.

Milton 1. Roemer and Nobuo Maeda, ''Does Social Security Support Weaken
Public Health Programs?" International Journal of Health Services 6(1),

pp. 69-78.

Milton |. Roemer, ''Development of Medical Services under Social Security
in Latin America,” International Labour Review 108, 1973, pp. 1-23; '
Health Conditions in the Americas, 1973-1376, op. cit., p. 98.

Julio E. Sandoval, -'Reflexiones en torno a la integracuon de servicios
de salud en el proceso de desarrollo,’ Planificacion y Camb:o Social,
September 1974, pp. 72-8.

Abraham Saied, Memoria que presenta el Ministro de Salud ., . . .
Panama, October 1976.

Regina Maria Gittoni, "Privatizar ou estatizar?" Saude em debate, No.

2, Jan.-March, 1977, pp. 33-36; Carlos Gentile de Mello, "A privatizagao
dos hospitais governamentais, filantrdpicos, universitirios e de
ensino,' Saude em debate, No. 2, Jan.-March, 1977, pp. 26-29; Carlos
Gentile De Melio, '"A formacao do médico generalista e a medicina pre~
videricidra, SaGde em debate, No. 7/8, April-June, 1978, pp. 30-39.

Silvia Bermann and Jose Carlos Escuderc, "Health in Argentina under
the Military Junta," Interpational Journal of Health Services 8(3),

1978, pp. 531-40.

Report on Human Rights in Chile, London, England, September 1975 (cited
in Bonnie Mass, Population larget: The Political Economy of Population
Control in Latin America. Ontario, Canada: Charters Publishing/
Brampton Press, 1976, pp. 201-208).

Vicente Navarro, ''"What Does Chile Mean: An Analysis of Events in the
Health Sector, Before, During and After Allende's Administration,"
Milbank Memorial Foundation Quarterly, Spring 1974.

Leah Margulies, op. cit. (See Reference 50).



105. Much of the information in this paper regarding mult!national
pharmaceutical companies comes from Milton Silverman, The Druggtgg
of the Americas {Berkeley: University of California Press, 1976),
from Robert J. Ledogar, Hungry for Profits {New York: {iDOC/North
America, 1975). Both authors have conducted recent on-site investiga~

tions of the industry's practices and thelr effects on health In Latin
America.

106. Milton Silverman, op. cit., p. 122,

107. Bonnie Mass, Population Target: The Political Economy of Population
Control in Latin America. Ontario, Canada: Charters Publishing/
Brampton Press, 1976, pp. 209-222.

108. World Health Organization, '"A Special Programme for Research and
Training in Tropical Diseases,'' Geneva, September 1975.

109. John S. Yudkin, '"'Drugs and Underdevelopment,' New Scientist, 14
December 1978, pp. 853-5; Anil Agarwal, 'UN Takes a Stand on Drugs,"
New Scientist, 9 November 1978, pp. h42-3,

110. Luiz Eduardo Soares, op. cit.; Robert J. Ledogar, op. cit., p. 7.
111, Anil Agarwal, op. cit.
112, Robert J. Ledogar, op. cit., pp. 10-12.

113. "Drug Firms in Ecuador,' Business Latln America, May 11, 1377.

114, See, for example: Silverman, op. cit.; Ledogar, op. cit.; Carlos
Alfaro Lara, et al., '"Las transnacionales y el costo de los medica~
mentos en Costa Rica,' Revista centroamericana de ciencias de salud
2(4), May-August, 1976, pp. 207-225.

115. Jorae M. Katz, Patents, the Paris Convention and Less Deve?oped
Countries. New Haven, Connecticut: Yale University, Economic Growth
Center Discussion Paper No. 190, November 1373; Sanjaya Lall, '"Medicines
and Multinationals: Problems in the Transfer of Pharmaceutical Tech-
nology to the Third Werld, Monthly Review, March 1977, pp. 19-30;
Sanjaya Lall, The Growth of the Pharmaceutical Industry in Developing
fountries: Problems and Prospects. United Nations Industrial Develop-
ment Organization (UNIDO), July 1978.




