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Los trabajos enviados deberdn cumplir con los
requisitos que se describen a continuacion.
EDITORIALES

Esta seccion estard dedicada al andlisis y lareflexion
sobre los problemas de salud de la poblacion, los distintos
enfoques preventivos y terapéuticos,asicomo los avances
logrados en el campo de la investigacion biomédica y
otros que considere la Direccién-Redaccion.
ARTICULOS ORIGINALES

Deberan contener en la pagina frontal el titulo conciso
einformativo del trabajo; nombre(s) y apellido(s) de cada
autor; grados académicos de los autores e institucién en
la cual se realizo el trabajo; nombre y direccién actual
del autor responsable de la correspondencia; un titulo
corto de no més de 40 caracteres (contando espacios y
letras) y las palabras clave.

Los trabajos originales, revisiones sistemadticas y
metanalisis deben tener un resumen estructurado, como
se indica a continuacién:

Debe contener un méaximo de 250 palabras, y los
siguientes segmentos:

e Introduccidn: ;Cudl es el problema principal que
motivo el estudio?

e Objetivo: ;Cudl es el propésito del estudio?

e Meétodos: ;Como se realizé el estudio? (seleccion de
la muestra, métodos analiticos y observacionales).

* Resultados: ;Cudles son los aspectos mas impor-
tantes? (datos concretos y en lo posible su signifi-
cancia estadistica)

¢ Conclusion: ;Cudl eslamas importante que responde
al objetivo?

Al final se anotaran 3 a 6 palabras clave.
Resumen en inglés

Debe corresponderse con el resumen en espaiiol.
Se sugiere que este sea revisado por un traductor
experimentado, a fin de garantizar la calidad del mismo.
Introducciéon

Incluir los antecedentes, el planteamiento del
problemay el objetivo del estudio en unaredaccion libre
y continua debidamente sustentada por la bibliografia.
Método

Seiialar claramente las caracteristicas de lamuestra, el
olos métodos empleados con las referencias pertinentes,
de forma que se permita a otros investigadores, realizar
estudios similares.

Resultados
Incluir los hallazgos importantes del estudio,
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comparandolos con las figuras estrictamente necesarias

y que amplien la informacién vertida en el texto.

Discusién
Relacionar los resultados con lo reportado en la

literatura y con los objetivos e hipétesis planteados en

el trabajo.

Conclusiéon
Describir lo mas relevante que responda al objetivo

del estudio.

Agradecimientos
En esta seccion se describiran los agradecimientos a

personas e instituciones asi como los financiamientos.

Referencias
Se presentardn de acuerdo con las Recomendaciones

ICMIJE.

Indicarlas con ndmeros ardbigos entre paréntesis
en forma correlativa y en el orden en que aparecen por
primera vez en el texto, cuadros y pie de las figuras. En
las citas de revistas con multiples autores (mas de seis
autores), se debera incluir dnicamente los 6 primeros
autores del trabajo, seguido de et al.,

a. Articulos en revistas o publicaciones periddicas:
apellido(s) del autor(es), inicial del nombre(s). Titulo
del articulo. Abreviaturainternacional de larevista: afio;
volumen: péginas, inicial y final. Ejemplo: Puffer R.
Los diez primeros afios del Centro Latinoamericano de
la Clasificacién de Enfermedades. Bol. Of San Pam.
1964;57:218-229.

b. Libros: apellido(s) del autor(es), inicial(es) del
nombre(s). Titulo del libro. Edicién. Lugar de
publicacién (ciudad): casa editora; afio. Ejemplo: Plaza
Izquierdo F. Doctores venezolanos de la Academia
Nacional ade Medicina. Caracas: Fundacién Editorial
Universitaria, 1996. (No lleva “Ediciéon” por tratarse
de la primera).

¢ Capitulodeunlibro: apellido(s) del autor(es),inicial(es)
del nombre. Titulo del capitulo. En: apellido(s) e
inicial(es) del editor(es) del libro. Titulo del libro.
Edicién. Lugar de publicacion (ciudad): casa editora;
afio.p. pagina inicial y final. Ejemplo: Aotiin-Soulie C.
Estado actual de lasalud en Venezuela. En: Aotin-Soulie
C, Briceno-Iragorry L, editores. Coleccién Razetti
Volumen X. Caracas: Editorial Ateproca; 2010.p.87-
124- (No lleva “Edicién por tratarse de la primera).

Fotografias
Las fotografias de objetos incluirdn una regla para

calibrar las medidas de referencia.

Enlas microfotografias debera aparecerlaampliacién
microscépica o una barra de micras de referencia.

CONGRESO DE CIENCIAS MEDICAS

Se publicardn Unicamente trabajos originales de
presentaciones en Congresos de Ciencias Médicas. Serdn
enviados a la Gaceta por los coordinadores, quienes
se responsabilizardn de la calidad, presentacion de los
manuscritos, secuencia y estructura, incluyendo un
resumen general en espafiol y en inglés, en formato libre
y que no excedan de 250 palabras. Cada contribucién no
excederdade 10 cuartillas y deberd apegarse alo sefialado
en estas instrucciones a los autores.

ARTICULOS DE REVISION

Versaran sobre un tema de actualidad y de relevancia
médica. El autor principal o el correspondiente debera ser
una autoridad en el drea o tema que se revisa y anexara
una lista bibliogréfica de sus contribuciones que avale
su experiencia en el tema.

Las secciones y subtitulos serdan de acuerdo con el
criterio del autor. Incluir un resumen general en espafiol
y en inglés que no exceda de 150 palabras. La extension
maximadel trabajo serd de 20 cuartillas. Lasilustraciones
deberan ser las estrictamente necesarias, no siendo mas
de seis, la bibliografia suficiente y adecuada y en la
forma antes descrita.

ARTICULOS ESPECIALES

Son aquellas contribuciones que por suimportanciael
Comité Redactor considere suinclusion en esta categoria.
CAS0s CLINICOS

Deberan constar de resumen en espaiiol e inglés
(maximo 100 palabras) en formato libre. Constara
de introduccién, presentaciéon del caso, discusion,
ilustraciones y referencias,con unaextension maximade
10 cuartillas y apegadas a las instrucciones a los autores.
HISTORIA Y FILOSOFiA DE LA MEDICINA

Enestaseccion se incluirdn los articulos relacionados
con aspectos histdricos, filoséficos, bases conceptuales
y éticas de la medicina. Aunque su estructura se dejara
a criterio del autor, debera incluir restimenes en espaiiol
e inglés (maximo 100 palabras) en formato libre,
referencias bibliogréficas citadas enel textoy en listadas
al final del manuscrito,siguiendo los lineamientos citados
para los manuscritos de GMC.

ACTUALIDADES TERAPEUTICAS

Se informara sobre los avances y descubrimientos
terapéuticos mas recientes aparecidos en la literatura
nacional e internacional y su aplicacién en nuestro ambito
médico. La extension méaxima serd de cuatro cuartillas
y con un maximo de cinco referencias bibliograficas.
Deberd incluir resimenes en espafiol en inglés, en
formato libre (maximo 100 palabras).
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INFORMACION EPIDEMIOLOGICA

Serd una seccién de informacion periddica sobre los
registros epidemiol6gicos nacionales e internacionales,
destacando suimportancia,su comparacion con estudios
previos y sus tendencias proyectivas. La extension
maxima serd de cuatro cuartillas y deberd incluir
resimenes en espafiol en inglés (maximo 100 palabras),
en formato libre.
COMUNICACIONES BREVES

Seran considerados en esta seccion, los informes
preliminares de estudios médicos y tendrén la estructura
formal de un resumen como se describié previamente
(maximo 150 palabras). Se deberan incluir 10 citas
bibliograficas como maximo.
BIOETICA

Se planteardn los aspectos éticos del ejercicio
profesional y aquellos relacionados conlos avances de la
investigacién biomédica y sus aplicaciones preventivas
y terapéuticas. Su extensiéon mdaxima serd de cuatro
cuartillas y cuatro referencias bibliogrédficas, deberd
incluir restimenes en espafiol e ingles (mdximo 100
palabras) en formato libre.
EL MEDICO Y LA LEY

Esta seccion estard dedicada a contribuciones
tendientes a informar al médico acerca de las disposi-
ciones legales, riesgos y omisiones de la practica
profesional que puedan conducir a enfrentar problemas
legales. Sumaxima extension serd de cuatro cuartillas y
no més de cincoreferencias bibliograficas. Deberd incluir
resimenes en espaiiol e inglés (maximo 100 palabras).
NOTICIAS Y CARTAS AL EDITOR

Cartas al editor son breves informes de observaciones
clinicas o de laboratorio, justificadas por los datos
controlados pero limitado en su alcance, y sin suficiente
profundidad de investigacién para calificar como
articulos originales. Aligual que los articulos originales,
estos manuscritos estan sujetos a arbitraje. Las cartas
al editor son accesible para busquedas bibliograficas, y
citadas como articulos originales, reuniendo lo siguiente:
1. Ser breve. Llenar 2 paginas en la revista impresa,

aunque los manuscritos que excedan este pueden ser

ocasionalmente aceptados para su publicacién en la

discrecion de los editores. En general, una Carta al

Editor no debe exceder de 1 000 palabras, sin incluir
las leyendas, figuras y referencias. Tener en cuenta:
que al superar significativamente estos limites puede
ser devuelto a los autores para acortar antes de la
revision.

2. Titulo breve y relevante en una pagina.

3. Resumen corto que integre las conclusiones del
informe para un publico con orientacién clinica.

6. Nombre(s) del autor(es), titulos académicos,
instituciones(s) y ubicacion.

7. Un méaximo de nueve referencias.

8. Se limitara a un total de 2 figuras y/o cuadros.

Presentaciéon del manuscrito

El manuscrito debe ir acompafado de una carta,
dirigida al editor, en la que todos los autores aceptan,
con su firma, que han participado activamente en su
desarrollo y ejecucion, y que el manuscrito estd siendo
enviado a la consideracion de la GMC. En esta carta,
los autores deben indicar que la obra presentada es
original, que no ha sido publicada previamente, y
que no esta bajo consideracion para publicién en otra
revista, que no existe conflictos de interés, y que tiene
la aprobacién del Comité de Bioética de la institucion
donde se efectuaron las investigaciones en humanos o
en animales de experimentacion. La aprobacién para
su publicacién conducird a ceder los derechos de autor
a la GMC. Las opiniones contenidas en el articulo, son
responsabilidad de los autores. La GMC, no se hace
responsable de las opiniones emitidas por los autores.

Elordendelaautoria acreditado debe ser unadecision
conjunta de los coautores.

Los trabajos se deben enviar en version electrénica
a: acamedve880@gmail.com en un archivo de Microsoft
Wordy dos ejemplares impresos ala siguiente direccion:
Apartadode Correo 804-A,Caracas 1010-A, Venezuela.
Academia Nacional de Medicina, Palacio de las
Academias, Bolsa a San Francisco. Caracas 1010.
Venezuela.

No se aceptardn articulos para su revisién si no
estan preparados de acuerdo a las Instrucciones para los
Autores. Se enviard un recibo electrénico al autor y en
tiempo oportuno se le comunicara el dictamen del Editor.

Suscripciones, correspondencia y canjes deben solicitarse y dirigirse al Apartado de Correo 804, Caracas 1010-A Venezuela.
Academia Nacional de Medicina, Palacio de las Academias, Bolsa a San Francisco - Caracas 1010- Venezuela.
Teléfono: 482.18.68 483.21.94. e-mail: acamedve880@gmail.com ¢ sitio web. http:/www.anm.org.ve
Biblioteca Academia Nacional de Medicina. Teléfono: 481.8939. e-mail: bibliotanm@yahoo.es

Textos, arte y publicidad: ATEPROCA. Teléfono: (+58-212) 793.51.03 Fax: (+58-212) 781.17.37
http:/www.ateproca.com ¢ E-mail: ateproca@gmail.com
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The COVID-19 pandemic in Latin America:

introduction to the supplement

Guest Editors

Drs. Marino J. Gonzalez R. (Coordinator)!, Mariano Fernandez-Silano?

After almost a year of the COVID-19
pandemic, Latin America is the most affected
region in the world. Of the 69.5 million cases
reported through December 4, 2020, 13.2
million (1) have been reported in Latin America,
equivalent to 20 %. An examination of mortality
caused by COVID-19 shows that455 033 people
have died in the region (1), corresponding to
30 % of the 1.52 million deaths worldwide. The
disproportionate impacton Latin Americais very
evident given that the region represents 8 % of
the world’s population.

The effects of the pandemic in Latin America
are diverse and profound. In addition to the
drama for families of the sick and the dead, the
consequences are expressed in social depri-
vation, economic recession in all countries,
unemployment for millions of people, and
increased uncertainty about the immediate future.
Without a doubt, the region is experiencing a
severe humanitarian crisis (2), unparalleled by
the widespread in the 20 countries that make up
the region, and with immense requirements to
guarantee the protection of more than 600 million
Latin Americans (3).

'Professor, Simé6n Bolivar University (USB), Venezuela. National
Corresponding Member N° 39 of the National Academy
of Medicine. Member of the Latin American Academy of
Sciences (ACAL). Associate Researcher, University of La
Rioja, Spain. E-mail: marinojgonzalez@gmail.com

ORCID: 0000-0002-6204-272X

2Professor, School of Public Health, Faculty of Medicine, Central
University of Venezuela (UCV), Courtesy Guest of the
National Academy of Medicine. E-mail: mferna@ gmail.com
ORCID: 0000-0002-5233-8818
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The National Academy of Medicine of
Venezuela, sharing these great concerns for the
well-being of Latin America, took the initiative
to publish this supplement of the Gaceta Médica
de Caracas dedicated to exploring different facets
that a crisis of these dimensions has placed on the
public agenda. We are especially grateful for the
invitation of the Academy’s Board of Directors
and the Editor-in-Chief, Dr. Manuel Velasco, to
prepare this supplement, as well as for the great
support received from the Senior Editor, Dr.
Anita Stern Israel.

Three purposes guided the development of
this supplement. The first is the importance
of documenting the various impacts that the
pandemic has had on the region. Despite the
speed of events, which has led to the emergence of
multiple new, often changing,areas of knowledge,
itisimperative to order and analyze these changes,
with the high probability that they will be modified
inashorttime. The second purposeistoexamine,
within the information and resource constraints
imposed by the pandemic, the lessons learned,
especially because, if communicated, they may
be useful in other contexts, within and outside the
region. Finally, the third purpose is to identify
challenges and new perspectives required for
the next stages in the control of the pandemic,
especially in what it may mean for research and
exchange priorities of academic centers.

Three types of topics were identified for
the preparation of the supplement. First, those
aspects that required a focus on the region as a
whole, which is why they are called regional
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analyses. The second type corresponds to the
review of the impacts of the pandemic on the
specific contexts of the countries in the region.
These inputs constitute the country analyses. The
third type includes inputs derived from research
on the consequences of the disease in specific
areas. They are therefore included as analyses
of specific topics. Some of the specific topics
are concentrated in particular countries, others in
the region, and others prioritize certain aspects
of pandemic management.

The supplement is composed of 21 papers
(6 regional analyses, 8 country analyses, and
7 topic-specific analyses). Sixty-one authors,
specialists in multiple areas of knowledge in Latin
America, have participated in the preparation
of the papers. We wish to express to all the
authors the broadest appreciation of the National
Academy of Medicine of Venezuela, and the
Gaceta Médica of Caracas, for their willingness
to participate, as well as for the dedication and
quality of their contributions. To ensure the
widest dissemination of these contributions in
the global academic community, many of the
articles are published in English.

The regional analyses review various general
aspects of the pandemic. Welsch discusses the
relationship between government responses and
political system type characteristics, as well as
the resulting differences in early action and the
severity of control strategies. Welsch also points
out some of the catalytic effects of the pandemic
in areas such as learning, working from home,
tourism, and trade. Castro and Castro discuss
the relationship of the pandemic to the holding
of national or local elections. They compare the
evolution of indicators in countries that have held
elections this year with those that have not. This
analysisis especially relevant given thatelections
will be held in several countries in the region in
the coming months. Maurizio and Bertranou
examine the effects of the pandemic on labor
markets, noting especially the widening of labor
and income gaps in different population groups,
as well as the importance of occupational safety
and health for recovery strategies with safe and
healthy employment.

In the regional analysis prepared by Moreno,
the implications of adopting Universal Basic
Income (UBI) as an alternative to minimize
the socio-economic impact of the pandemic are
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described. This paper examines how, given the
potential constraints on UBI implementation,
other options such as less universal and
unconditional cash transfers can be explored. In
the regional analysis on the relationship between
food security and the pandemic, Herrera proposes
two levels of policy: one of an immediate
nature aimed at the attention of the vulnerable
population, and the other dedicated to medium-
and long-term structural transformations. In
the last regional analysis, Gonzalez analyses
the effects and sequences of COVID-19 control
policies through the components included in
the Government Response Stringency Index
(GRSI) developed by the Blavatnik School of
Government of Oxford University.

The country analyses correspond to Colombia,
Costa Rica, Ecuador, Honduras, Paraguay,
Dominican Republic, Uruguay, and Venezuela.
In the analysis of Colombia,Carrasquilla presents
the results of the early control measures, as well
asthe processes to ensure adequate preparation for
diagnostic tests,and the services to be provided in
intensive care units. Carrasquilla also highlights
the importance of social communication in the
control of the pandemic and the contributions
made by the National Academy of Medicine of
Colombia. Evansetal. review indetail the control
policies implemented in Costa Rica,establishing
the differences between the first stage (of greater
effectiveness),and the second stage in which there
has been a greater growth in cases along with an
increase in social discontent due to the economic
impact of the pandemic. In the case of Ecuador,
Romo describes the impact on health services,
expressed in hospital congestion and difficulties
in protecting health workers, as well as the excess
mortality recorded in the country as a whole.
Fuentes-Barahona et al. detail the evolution of
the increase in cases in Honduras, indicating
the significant impact on adults aged 20-49
years, the collapse of public network services,
and the implementation of primary care clinics
and mobile medical brigades as alternatives for
attending to the population.

Cabral-Bejarano et al., when analyzing the
situation of the pandemic in Paraguay, highlight
the importance of the articulation of health policies
with social policies, as well as the importance of
prompt decision making and the inclusion of
multiple social actors in control activities. In
the analysis of the Dominican Republic, Rathe

Vol. 128, Supl 2, diciembre 2020



GONZALEZ M, FERNANDEZ-SILANO M

details the limitations in the country’s pandemic
preparedness, expressed in the deficiencies in
the areas of prevention, early detection, and case
notification, as well as in the underfunding of
the first level of care. Aleman et al. describe,
in the analysis of Uruguay, the characteristics
of the health emergency decreed in the country,
as well as the creation of the Coronavirus Fund
to finance the required activities. The analysis
of Uruguay also emphasizes the increase in
diagnostic capacity and home case management,
aspects of great relevance to the positive results
obtained in the control of the pandemic. Castro
and Castro, in analyzing the case of Venezuela,
specify the constraints associated with the
previous situation of hyperinflation, economic
deterioration, and weaknesses of the health
system. They also draw attention to the lack
of transparency in the policies implemented, as
well as the persistence of vulnerability and low
preparedness of health services.

Specific topic analyses highlight significant
aspects of pandemic control. Cabrera et al.
explore the different ethical issues involved in
the care of pregnant patients with SARS-CoV-2
infection, focusing on maternal-fetal care. The
authors recommend the use of enlightening
dialogue and reflective deliberative clinical
judgmentthat takes into account facts, values,and
duties to make ethical and humane decisions in
the face of the challenge posed by the pandemic
during pregnancy in Latin America.

Bonilla-Cruz et al. analyze the implications
on the mental health of the elderly of the social
confinement measures adopted in the face of
the COVID-19 pandemic and the design and
implementation of health programs that attempt
to mitigate the adverse effects on this vulnerable
population group. The research group reports
as a finding that despite the fact that many
countries prioritized health promotion and disease
prevention,they seem to have neglected strategies
to deal with the emotional and mental aspects
of confinement. Cudris-Torres et al. identified,
in a study carried out in Colombia on personal
financial managementand life satisfaction during
confinement, findings that allow us to know the
impact on the economic situation of the groups
analyzed and the way they consider to face it.

D’Suze and Fernandez present the
epidemiological situation of COVID-19 in
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Venezuela, during the first four months of the
pandemic, using tools for the analysis of an
epidemic outbreak and the categories of the
classicepidemiological description,emphasizing
the public health measures during the emergency.
Cudris-Moreno et al. focus their attention on
education, one of the most affected areas in this
emergency, proposing an investigation on the
use of educational technologies and academic
performance before and during the confinement.
For this purpose, they analyzed a group of
schoolchildren, measuring their performance,
behavior, and appreciation of the technologies
used during the confinement period.

Navarro et al. describe the increased use
of ICTs and social networks in different areas
of social life in the progress of the pandemic,
replacing withrelative success, work,commercial
and educational processes, and providing
elements for the use of online and virtual
connections for the promotion of peace and the
fight against violence. Ruiz-Dominguez et al.
report evidence of increased psychological well-
being in university students, proposing that this
trait is a strength in the face of the effects caused
by confinement.

The Gaceta Médica de Caracas and the
National Academy of Medicine hope that the
analysis and dissemination of these contributions
will detail more precisely the effects of the
COVID-19 pandemic in Latin America, and
also help to motivate new explorations of the
topics analyzed, as well as identify aspects that
require further research. It is also hoped that all
of this effort will be geared toward improving the
health and welfare conditions of the hundreds of
millions of Latin Americans so affected by the
pandemic today.
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La pandemia de COVID-19 en América Latina:

introduccion al suplemento

Editores invitados

Drs. Marino J. Gonzalez R. (Coordinador), Mariano Fernandez-Silano

Luego de casi un afio de pandemia por
COVID-19, América Latina es la regién mas
afectada del mundo. De los 69,5 millones de
casos reportados hasta el 4 de diciembre de
2020, en América Latina se han registrado 13,2
millones (1), equivalente al 20 %. Al examinar
la mortalidad causada por COVID-19, se
constata que en la region han fallecido 455 033
personas (1),correspondiendo al 30 % de los 1,52
millones de fallecimientos a escala global. La
desproporcién de la afectacion de América Latina
es muy evidente dado que la regién representa
el 8 % de la poblaciéon mundial.

Losefectos de lapandemiaen América Latina
son diversos y profundos. Ademads del drama
para las familias por los enfermos y fallecidos,
las consecuen cias se expresan en privaciones
sociales, recesién econdmica en todos los
paises, desempleo de millones de personas, y
en el aumento de la incertidumbre ante el futuro
inmediato. Sin dudas, la region experimenta
una severa crisis humanitaria (2), sin parangén
por la extensién amplia en los 20 paises que la
conforman, y con requerimientos inmensos para
garantizar la proteccién de mas de 600 millones
de latinoamericanos (3).

La Academia Nacional de Medicina de
Venezuela, compartiendo estas grandes
preocupaciones por el bienestar en América
Latina, asumié la iniciativa de publicar este
suplemento de la Gaceta Médica de Caracas
dedicado aexplorar distintas facetas que unacrisis
de estas dimensiones ha colocado en la agenda
publica. Agradecemos de manera especial la
invitacién de la Junta Directiva de la Academia
y del Editor en Jefe, Dr. Manuel Velasco, para
preparar este suplemento,asi como el gran apoyo
recibido de parte de la Editora Senior, Dra. Anita
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Stern Israel.

Tres propdsitos orientaron la elaboracién
de este suplemento. EI primero de ellos es la
importanciade documentar los distintos impactos
que la pandemia ha tenido en la regién. A
pesar de la rapidez de los acontecimientos, lo
cual ha ocasionado el surgimiento de muiltiples
areas de conocimientos nuevos, muchas veces
cambiantes, es imperativo ordenar y analizar
estos eventos, con la gran probabilidad de
que sean modificados en corto tiempo. El
segundo proposito es examinar, dentro de las
restricciones de informacién y recursos que ha
impuesto la pandemia, las lecciones aprendidas,
especialmente porque, si se comunican, pueden
ser de utilidad en otros contextos, dentro y fuera
de la region. Finalmente, el tercer proposito es
identificar los retos y nuevas perspectivas que se
requieren para las préximas etapas en el control
de la pandemia, especialmente en lo que puede
significar para prioridades de investigacién e
intercambio de centros académicos.

Para la preparacién del suplemento se
identificaron tres tipos de temas. En primer lugar,
aquellos aspectos que requerian un enfoque de
la regién en su conjunto, por eso se denominan
andlisisregionales. El segundo tipo corresponde a
larevision de los impactos de la pandemia en los
contextos especificos de los paises de la region.
Estos aportes constituyen los andlisis de paises.
En el tercer tipo se incluyen aportes derivados
de investigaciones sobre las consecuencias de
la enfermedad en areas especificas. Por ello se
incluyen como analisis de tépicos especificos.
Algunos de los tépicos especificos estan
concentrados en paises particulares, otros en la
regién, y otros priorizan determinados aspectos
de la gestion de la pandemia.
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El suplemento esta compuesto por 21 trabajos
(6 analisis regionales, 8 analisis de paises, y 7
analisis de tépicos especificos). Enlaelaboraciéon
de los trabajos han participado 61 autores,
especialistas en multiples areas de conocimientos
en América Latina. Queremos expresar a todos
los autores el mas amplio agradecimiento
de la Academia Nacional de Medicina de
Venezuela, y de la Gaceta Médica de Caracas,
por su disposicién a participar, asi como por la
dedicacion y calidad de sus contribuciones. Para
garantizar la mayor difusién de estos aportes en
la comunidad académica global muchos de los
trabajos se publican en inglés.

En los analisis regionales se revisan distintos
aspectos generales de la pandemia. Welsch
analiza la relacion entre las respuestas de los
gobiernos y las caracteristicas de tipo de sistema
politico, asi como las diferencias resultantes
en las acciones tempranas y en la severidad
de las estrategias de control. Welsch también
indica algunos de los efectos catalizadores de la
pandemia en areas como aprendizaje, trabajos
desde el hogar, turismo, y comercio. Castro y
Castro analizan la relacién de la pandemia con la
celebracién de elecciones nacionales o locales.
Paraellocomparan laevolucién delos indicadores
en paises que han realizado elecciones en este
afio, con aquellos que no las han celebrado. Este
andlisis es de especial relevancia dado que en
los pr6ximos meses se celebraran elecciones en
varios paises de laregién. Maurizio y Bertranou
examinan los efectos de la pandemia en los
mercados de trabajo, sefialando especialmente la
ampliacién de las brechas laborales y de ingreso
enlos diferentes grupos de poblacién,asicomola
importancia de la seguridad y salud ocupacional
para las estrategias de recuperacién con empleo
seguro y saludable.

En el andlisis regional elaborado por Moreno,
se describen las implicaciones de la adopcién del
Ingreso Basico Universal (IBU) como alternativa
paraminimizar el impacto socio-econémicodela
pandemia. Se examinaen este trabajo que,dadas
las posiblesrestricciones paralaimplementacion
del IBU, se pueden explorar otras opciones como
las transferencias monetarias menos universales
y no condicionadas. En el analisis regional
sobre la relacién entre la seguridad alimentaria
y la pandemia, Herrera propone dos niveles de
politicas: uno de caracter inmediato dirigido a
la atencion de la poblacién vulnerable, y otro
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dedicado a las transformaciones estructurales
de mediano y largo plazo. En el dltimo analisis
regional ,Gonzalez analizalos efectos y secuencias
de las politicas de control de COVID-19 a través
de los componentes incluidos en el Government
Response Stringency Index (GRSI) elaborado
por la Escuela de Gobierno Blavatnik de la
Universidad de Oxford.

Los analisis de paises corresponden a
Colombia, Costa Rica, Ecuador, Honduras,
Paraguay, Reptblica Dominicana, Uruguay,
y Venezuela. En el andlisis de Colombia,
Carrasquilla presentalos resultados de las medidas
tempranas de control, asi como los procesos
para garantizar la preparacién adecuada para
realizar pruebas diagnosticas, y de los servicios
a prestar en las unidades de cuidados intensivos.
Carrasquillatambién destacalaimportanciadela
comunicacién social en el control de la pandemia,
y los aportes realizados por la Academia Nacional
de Medicina de Colombia. Evans y col. revisan
en detalle las politicas de control implementadas
en CostaRica,estableciendo las diferencias entre
la primera etapa (de mayor efectividad), y la
segundaetapaen lacual se haregistrado un mayor
crecimiento de casos junto con el aumento de la
disconformidad social por el impacto econémico
de la pandemia. En el caso de Ecuador, Romo
describe la afectacién de los servicios de salud,
expresadaen el congestionamiento de hospitalesy
enlas dificultades confrontadas parala proteccién
del personal de salud, asi como el exceso de
mortalidad registrado en el conjunto del pais.
Fuentes-Barahona y col. senalan en detalle la
evolucién del aumento de casos en Honduras,
indicando la afectacién destacada de los adultos
de 20-49 anos, el colapso de los servicios de la
red publica, y la implementacién de clinicas de
atencion primaria y brigadas médica mdviles
como alternativas de atencién de la poblacion.

Cabral-Bejarano y col., al analizar la situa-
cién de la pandemia en Paraguay, destacan la
importancia de la articulaciéon de las politicas
de salud con las politicas sociales, asi como
de la importancia de la prontitud en la toma de
decisiones y la inclusion de miiltiples actores
sociales en las actividades de control. En el
andlisis de Republica Dominicana, Rathe detalla
las limitaciones en la preparacién del pais ante
la pandemia, expresadas en las deficiencias en
las areas de prevencién, deteccién temprana,
y notificacion de casos, asi como en el sub-
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financiamiento del primer nivel de atencion.
Alemany col.describen,en el andlisis de Uruguay,
las caracteristicas de la emergencia sanitaria
decretada en el pais, asi como la creacién del
Fondo Coronavirus para el financiamiento de las
actividadesrequeridas. También se enfatizaenel
analisis de Uruguay el aumento en la capacidad de
diagnésticoy en el manejo domiciliario de casos,
aspectos de gran relevancia para los resultados
positivos obtenidos en el control de la pandemia.
Castroy Castro, al analizar el caso de Venezuela,
especifican las restricciones asociadas con la
situacion previa de hiperinflacién, el deterioro
econémico, y las debilidades del sistema de
salud. También llaman la atencién sobre la poca
transparencia de las politicas implementadas, as{
como lapersistenciade la vulnerabilidad y labaja
preparaciéon de los servicios de salud.

Los andlisis de topicos especificos ponen
de relieve aspectos significativos en el control
de la pandemia. Cabrera y col. exploran las
diferentes situaciones éticas que involucra la
atencion de pacientes gestantes con infeccion
por SARS-CoV-2, centrandose en la atencién
materno- fetal. Los autores recomiendan el
uso del didlogo esclarecedor y el juicio clinico
deliberativo reflexivo que tome en cuenta los
hechos, valores y deberes para tomar decisiones
éticas y humanas ante el desafio que representala
pandemiadurante el embarazo en AméricaLatina.

Bonilla-Cruzy col. analizan las implicaciones
sobre la salud mental del adulto mayor de las
medidas de confinamiento social adoptadas
ante la pandemia de COVID-19 y el disefio e
implementacion de programas en salud que
intentan mitigar los efectos adversos sobre
este vulnerable grupo de poblacién. El grupo
investigador reportacomo hallazgo que apesarde
muchos paises priorizaron lapromociéndelasalud
y la prevencion de enfermedades, parecen haber
descuidado las estrategias frente a los aspectos
emocionales y mentales del confinamiento.
Cudris—Torres y col. identificaron, en estudio
realizado en Colombiasobre la gestion financiera
personal y la satisfaccion con la vida durante el
confinamiento, hallazgos que permiten conocer
el impacto en la situacién econdmica de los
grupos analizados y la forma que consideran
para enfrentarlo.

D’Suze y Fernandez exponen la situacion
epidemioldgica del COVID-19 en Venezuela,
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durante los primeros cuatro meses de pandemia,
utilizando herramientas de andlisis de un brote
epidémico y las categorias de la descripcion
epidemioldgica clasica, poniendo de relevancia
las medidas de salud publica durante la
emergencia. Cudris-Moreno y col. centran su
atencion en la educacion, una de las areas mas
afectadas en esta emergencia, planteando una
investigacion sobre el uso de las tecnologias
educativas y el desempeiio académico antes y
durante el confinamiento. Para ello analizaron
un grupo de escolares, midiendo su desempeiio,
conducta y apreciaciones sobre las tecnologias
utilizadas durante el periodo de confinamiento.

Navarro y col. describen el incremento
del uso de las TIC y las redes sociales en las
diferentes areas de la vida social en el progreso
de la pandemia, sustituyendo con relativo éxito,
procesos laborales, comerciales y educativos, y
aportando elementos parael uso de las conexiones
en linea y virtuales para la promocion de la paz
y la lucha contra la violencia. Ruiz-Dominguez
y col. reportan evidencias sobre la mayor
frecuenciade bienestar psicologico en estudiantes
universitarios, proponiendo que este rasgo es
una fortaleza ante los efectos provocados por el
confinamiento.

La Gaceta Médica de Caracas y la Academia
Nacional de Medicina esperan que el analisis
y difusion de estas contribuciones detallen
con mas precision los efectos de la pandemia
por COVID-19 en América Latina, y también
contribuyan amotivar nuevas exploraciones sobre
los temas analizados,asicomo identificar aspectos
que requieran mas investigaciones. También se
aspira que todo este esfuerzo esté orientado a
mejorar las condiciones de salud y de bienestar
de los cientos de millones de latinoamericanos
hoy tan afectados por la pandemia.
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SUMMARY

The COVID-19 pandemic hit nations in all continents
hard with the Americas standing out as the world’s
hardest-hit region. Government responses have been
varying in timeliness, stringency, and results with
outcomes being independent of regime type or political
system but influenced by early action and the severity
of containment strategies.

The economic and financial impact of the pandemic
has been estimated at a US$ 8,8 trillion decrease
of the global GDP, more than the economies of
Japan and Germany combined, and threatening
the destruction of nearly half the global workforce
livelihoods. Governments worldwide have announced
unprecedented rescue packages to the tune of around
US$ 10 trillion 40 percent of the global GDP.

The pandemic hit Venezuela during a generalized
humanitarian crisis and the health system in tatters.
The real dimension of the pandemic is a mystery due
to the opaqueness of the virus-related data published
by the government. Due to the shortage of protective
gear and disinfectants in run-down public hospitals,
the virus-related death toll among medical staff
is extremely high. The health authorities miss the
minimum testing standards of the WHO.

It is unlikely that our post-pandemic lives will return
to their pre-pandemic characteristics, especially in the
areas of learning, retail, tourism, and other services.
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The pandemic may be a catalyst for a new normalcy
with teleworking heading toward a working-from-
home-economy.
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RESUMEN

La pandemia del COVID-19 ha afectado duramente
a las naciones de todos los continentes, destacando
América como la region mds afectada del mundo. Las
respuestas de los gobiernos han variado en cuanto a
oportunidad, rigoryresultados. Los impactos han sido
independientes del tipo de régimen o sistema politico,
pero han estado influidos por las medidas tempranas
vy la severidad de las estrategias de contencion.

Se ha estimado que las repercusiones economicas
vy financieras de la pandemia han supuesto una
disminucionde 8,8 trillones de dolares del PIB mundial,
mds que las economias del Japon y Alemania juntas,
y que amenazan con destruir los medios de vida de
casi la mitad de la fuerza de trabajo mundial. Los
gobiernos de todo el mundo han anunciado paquetes
de rescate sin precedentes por valor de 10 trillones
de dolares o el 40 % del PIB mundial.

La pandemia golpeo a Venezuela en medio de una
crisis humanitaria generalizada 'y el sistema de salud
en ruinas. La dimension real de la pandemia es un
misterio debido alaopacidadde los datos relacionados
con el virus que ha publicado el gobierno. Debido a
la escasez de equipos de proteccion y desinfectantes
en los hospitales puiblicos deteriorados, el niimero
de muertes de personal médico relacionadas con
el virus es extremadamente alto. Las autoridades
sanitarias no cumplen los requisitos minimos de
pruebas establecidos por la OMS.
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Es poco probable que nuestras vidas en la pos-
pandemia vuelvan a sus caracteristicas pre-
pandémicas, especialmente enlas dreas de aprendizaje,
comercio, turismo 'y otros servicios. La pandemia
puede ser un catalizador para una nueva normalidad
con el teletrabajo orientado hacia una economia de
trabajo desde los hogares.

Palabras clave: Pandemia, COVID-19, preparacion
del sistema de salud, Indice de Rigurosidad de
Politicas, estrategias de contencion, desemperio del
gobierno, impacto economicolfinanciero, Venezuela,
teletrabajo, nueva normalidad.

The big picture

The novel coronavirus COVID-19 was first
identified toward the end of 2019 in Wuhan, a
closely connected industrial, commercial, and
financial hub in Central China. It spread fast
from Asia across the globe (Figure 1) (1), sparing
barely a handful of Polynesian microstates, and
was recognized as a pandemic by the WHO on
the 11™ March 2020.

Global coronavirus cases still rising quickly

Cases
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fram 15 to 20 million
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om s Do aths
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Source: Johns Hopiing University, national healh agencies, dala to 14 Sep BEE

Figure 1.

The pandemic hit nations in all continents
extremely hard, with the Americas standing out as
the world’s hardest-hit region. According to the
statistical update as of mid-September 2020, of
the ten countries with the highest mortality rates,
8 were in the Americas. In just a few months, its
exponential spread and the authorities” responses
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in the form of containment measures such as
school, workplace, and restaurant closures,
cancellation of public events, restrictions on mass
gatherings, travel bans, testing policy, contact
tracing, quarantine and border closures have
wrought havoc upon mankind.

As of mid-September 2020, the global
infection cases count was up to nearly 30 million,
with about 1 million deaths. The containment
measures triggered the worst recession since the
Great Depression. An IMF study from a historical
perspective concludes that decades of progress in
poverty reduction and education might already
have been lost to the pandemic (2). World Bank
Chief Economist Carmen Reinhart and Stanford
University’s Vincent Reinhart refer to the slump
asthe “pandemic depression’ and think the global
economy will never be the same: “The shared
nature of this shock- the novel coronavirus does
not respect national borders — has put a larger
proportion of the global community in recession
than at any other time since the Great Depression.
As a result, the recovery will not be as robust as
the downturn” (3).

On the other hand, the pandemic has been a
catalystfor social change upending everyday life
in a variety of aspects and opening opportunities
for further development, from the organization of
learning and work to commuting and lifestyles.
Lockdowns travel bans, school closures, and
increased work, from home helped reduce
emissions and pollution, at least a sigh of relief
in the climate change that may translate to
opportunities for further efforts and investments
to make it sustainable once the world returns to
a “new normalcy”.

Government responses to the coronavirus
pandemic have been different in timeliness,
stringency, and results. Independent of regime
type or political system, some countries have
done well while others have not. Even the
Global Health Security Index scores on the level
of preparation to respond to a pandemic are not
predictors of good performance in controlling the
COVID-19: half of the ten best-prepared systems
(Figure 2) (4),the United Kingdom United States,
Sweden, the Netherlands, and Canada present
mortality rates well above the global average,
with one more -Denmark- scores just close to
it (Figure 3).
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The Countries Best Prepared To Deal With A Pandemic
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Figure 2.
Source: (4).

Total eonfirmed COVID-19 deaths per millbon people “

Figure 3.

On the other hand, evidence demonstrates
that the timeliness and severity of government
strategies designed to control the exponential
growth of cases and bend the curve have
influenced outcomes. In a multivariate analysis
of data covering 194 countries, Leffler et al. (5)
found that lower mortality rates were associated
with the timing of containment measures as well
as the duration of mask-wearing in public and
travel bans, while viral testing and tracing policies
were not. According to a Columbia University
study (6), had the United States responded with
its lockdown justone week earlier in March 2020,
around 36 000 lives would have been saved, and
over 50 000, had the lockdown begun in early
March 2020.
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A research team at Oxford University’s
Blavatnik School of Government created a
COVID-19 Government Response Stringency
Index based on 17 indicators covering 180
countries. They caution “that these indices simply
record the number and strictness of government
policies,and shouldnot be interpreted as ‘scoring’
the appropriateness or effectiveness of a country’s
response. A higher position in an index does not
necessarily mean that a country’s response is
‘better’ than others lower on the index (7), and
the dataset actually reflects a mixed picture but
still points at a relation between the timing and
severity of measures.

By mid-March, shortly after the WHO had
declared COVID-19 a pandemic, all in a group
of ten countries — five with the highest confirmed
case scores as of mid-September, three of them
in the Americas and two in Asia (United States,
Brazil India, Russia, Peru), and five with low
confirmed case scores, fourin Asia and one in the
Americas (China, Taiwan, Thailand, Vietham,and
Uruguay), all began to impose relatively or very
severe containment policies, or had had some in
place already before, such as China (Figure 4) (8).

COVID-19: Government Response Stringency Tndex -

Figure 4.

From the same point of time on, the five
countries with low confirmed case scores
managed to bend the pandemic curve and
keep it roughly flat, except for Vietnam which
experienced aslight surge from the end of August,
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while the five with high confirmed case scores
did not, with their curves surging further from
May through September. A closer look reveals
that the governments of Thailand, Uruguay, and
Taiwan did quite well in mitigating or suppressing
the pandemic withoutimposing extremely severe
containment measures, as did China and Vietnam
with policies of very high stringency scores
throughout the period. Having imposed policies
of equally high stringency, Peru, India, Russia,
and Brazil fared far worse, as did the United
States with its medium-range stringency score
policies (Figure 5) (9).

Cumulative confirmed COVID-19 cases per million peapl “

Figure 5.

In a nutshell, the overall stringency score of
containment strategies alone does not explain
policy outcomes. In a study on national policies
and success in bending the rising curve of cases,
Migone (10) found that early action was helpful
“independently from how strict the final policies
were: Australia, Japan,and South Korea targeted
early on the spread of the disease and generally
the Stringency Indexwas relatively low. Countries
like Spain and Belgium ramped up their policy
measures dramatically but appear to have done
so after the window of opportunity had closed
andvery stringent rules seem to have had limited
effect on medical outcomes” .
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Politics and the Pandemic

The relationship between politics and the
novel coronavirus pandemic is as complex as the
phenomenon itself. Scholarly observers agree
—as I mentioned above — that the effectiveness
of governmentresponses designed to contain and
suppress the disease is unrelated to the type of
political regime or system type,democratic or not,
centralist or federal. Some, e.g. Diamond (11),
see ademocratic regression and existing autocrats
seizing the opportunity of the disease to tighten
their control over the public and strengthen their
positions but point out that “democracy was
faltering globally even before the pandemic”.
In the same vein, Fukuyama (12) adds that it is
not a matter of regime type whether a country
handles the crisis better than others but that the
“factors responsible for successful pandemic
responses have been state capacity, social trust,
and leadership” .

Statistical evidence does not support the
Fukuyama thesis convincingly; the problem
seems to be more complex. As for state capacity,
of the ten countries with top scores in Moscow’s
Higher School of Economics State Capacity
Index (13), only four reports confirmed corona-
related deaths per million people below the world
average. As for social report, of the top ten
countries ranked in the social capital pillar of the
Legatum Prosperity Index (14), again only four
report corona-related deaths per million people
below the average.

As forleadership, the picture is still mixed but
somewhat more conclusive. Understanding the
public’s COVID-19-related leadership perception
as a process beginning after the outbreak of the
pandemic when containment strategies were in
place, I compared the net approval ratings of
13 world leaders from mid-March through the
beginning of September 2020 and the outcome
of their handling of the pandemic in terms of
deaths per million people. Leadership approval
should not be confounded with the approval of
policies. Using the data series published by
Morning Consult Political Intelligence (15) and
Our World in Data (16), I found that eight of
those leaders pursued strategies that produced
results better than the world average, while five
failed to best that average (Table 1).
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Table 1

World leaders approval ratings and coronavirus containment policy results

Net Approval** 2020

Leader* Mid-March Mid-May Mid-July 9th Sept Deaths***
Merkel/Germany -11 22 23 22 0.05
Moon/South Korea n.d. 24 11 12 0.07
Abe/Japan -23 -31 -33 -6 0.08
Trudeau/Canada -17 30 11 5 0.14
Conte/Italy n.d. 34 23 27 0.16
Johnson/UK 2 -18 -5 -15 0.19
Morrison/Australia -19 40 37 31 0.24
Macron/France -37 -25 -32 -29 0.55
World 0.68

Modi/India 53 64 58 52 0.84
Sanchez/Spain n.d. -6 -9 -11 1.88
Trump/US -9 -7 -14 -12 2.58
Lépez Obrador/Mexico 30 28 26 26 3.19
Bolsonaro/Brazil 20 -9 0 4 3.74

* Ordered by lowest to the highest death toll

**The share of each country’s residents that approve minus the share that disapproves of their respective head of state.

Source: (15)

***Daily new confirmed COVID-19 deaths per million people. Source: (16).

Two of the leaders who enjoyed the highest
approval ratings throughout the period, namely
Modi and Lopez Obrador,handled the pandemic
in ways that were unsuccessful under the terms
of this comparison, with Ldpez having presided
over the second-worst outcome, while Conte
enjoyed high positive ratings consistent with the
policy outcome. The ratings of three leaders —
Merkel, Trudeau, and Morrison, jumped from
quite negative to very positive also consistent
with their successful handling of the crisis.
Abe, Macron, Sdnchez, and Trump saw negative
ratings throughout the period, even though the
first two achieved positive results under the
terms established here. Of the remaining two,
Johnson’s approval plummeted despite a better-
than-average result while Bolsonaro first took a
dip and then recovered positive scores despite
having presided over the public policy strategy
with the worst outcome in the sample.

The leadership perception picture as presented
here suggests that Coronavirus-related public
policies were in many cases, not the only or
even decisive factor being evaluated by public
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opinion. There seems to be no fit for all pattern
for the relationship of politics to the coronavirus
pandemic.

Public opinion on their government’s handling
of the pandemic and trust in the national health
authorities also draw a mixed picture as both
governments and health authorities that achieved
good results in terms of daily new confirmed
deaths were consistent with those results in some
cases but not in others. For the same selection of
countries used in the leaders” approval ratings, the
public opinion varied widely as shown in Table 2.

The publics of Canada and India express
very high or the highest government approval
and confidence ratings, the first consistent
with performance, the second not at all. Best
performance does not guarantee the best
“marks” (Germany, Japan), and the difference
between government approval and confidence
in health authorities, often enough appointed
by those governments, can be significant
(United Kingdom, Spain). The approval of
the government increases only in Japan while
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Table 2

Evaluation of governments handling the pandemic and confidence in health authorities (2020)

Country* Government handling pandemic well Confidence in Health Authorities
Beginning of April End of August Beginning of April End of August
Germany 71 70 68 65
South Korea nd. nd. 86 76
Japan 31 42 45 52
Canada 79 74 80 78
Italy 71 62 78 66
United Kingdom 72 40 81 77
Australia 76 79 69 79
France 40 37 59 49
India 90 77 87 71
Spain 36 36 87 76
United States 51 38 63 47
Mexico 43 31 41 41
Brazil nd. nd. 57 43

Source: (17).

confidence in the health authorities increases in
Australia and Japan. In most cases, both ratings
drop slightly and more; the sharpest drop is
registered for the approval of the United Kingdom
government’s handling of the pandemic. Again,
a mixed picture.

Intheir meta-analysis,Devineetal.(18) review
several studies focused on the “relationship
between the COVID-19 pandemic, government
responses, and political and social trust”. They
presenttheir findings in atable which Ireproduce
here (Table 3).

Economic fallout and financial stimulus

The economic fallout of the coronavirus
pandemic is unprecedented. According to the
latest IMF World Economic Outlook (June
2020), advanced as well as emerging economies
will experience depression up to nearly 13 % of
GDP with the only exception of China which is
projected to grow 1 %. The global economy will
decrease by -4.9 %, with advanced economies
plummeting -8 % and emerging & developing
economies taking a hit of -3 % (Table 4). The
world economy is expected to recover in 2021,
in part due to the stimulus packages announced
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by governments but the IMF (19) warns that
“Alternative outcomes to those in the baseline
are possible”.

A later forecast by the Organization for
Economic Cooperation and Development
(OECD) (20) that includes the projected impact
of the massive rescue programs announced by
many governments and the European Union after
June is somewhat more optimistic (Table 5).

Due to the lockdown, social distancing, and
otherrestrictions imposed by governments, most
sectors were hit hard by the pandemic, especially
automobiles, aviation, transportation, education
services, and other services, especially tourism.
While big companies are in a better position
to shoulder the burden, and the IT and online
retail giants even profit from the crisis, smaller
businesses will suffer most.

At the global level, the Asian Development
Bank (21) expects the value of the losses inflicted
by the pandemic could amount to $8.8 trn, more
than the economies of Japan and Germany
combined.

The International Labor Organization (22)
estimates the full-time job losses at around
300 million and warns that “The continued
sharp decline in working hours globally due to
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Table 3

Selected studies on the coronavirus pandemic and trust (February to July 2020)

Area Findings Countries Authors

Implementation Higher societal and political trust is European Union Toshkov, Yesilkagit,
associated with the later adoption of countries and Carroll
restrictive policies

Compliance Compliance is greater in those with The United Goldstein and

Risk perception

higher trust, but this may be
conditional on trust in those who
deliver the orders rather than trust in
general. One study finds social trust

is negatively related to compliance in

the United States.

Risk perception is negatively
associated with trust in government.
Conversely, risk perception is higher
when individuals have low trust in
science and medical professionals.

Mortality Institutional trust is associated with

lower levels of mortality.
Consequences Personal exposure to COVID-19 is
for trust associated with reduced trust;

implementation of lockdowns may

States, Denmark

The United
Kingdom, the
United States,
Australia,
Germany, Spain,
Italy, Sweden,
Mexico, Japan,
and South Korea

European Union

countries

European Union
countries, Spain,

Wiedermann;
Olsen and Hjorth;
Han et al.

Dryhurst et al.

Oksanan, Kaakine,
Latikka, Savolainen,
Savlea, Kovula

Balis, Bol, Giani,
Loewen;

lead to higher trust (but see below).
Higher social trust is a result of
political trust. A government that is
organized, clear in messaging, and
perceived as fair increased trust.
Lockdowns even in other countries
may increase political trust.

Trust was driven by the growing
number of those with the virus, not
by lockdowns themselves.

Denmark, 23 Amat, Falc6-Gimeno,

countries Arenas, Mufioz;

globally Madsen, Mikkelsen,
Christensen,
Baekgaard;

Esaiasson, Sohlberg,
Ghersetti, Johanson;
Han et al.;

De Vries, Bakker,
Hobolt, Arcenaux;
Schraff

Source: (18).

the COVID-19 outbreak means that 1.6 billion
workers in the informal economy —that is nearly
halfofthe global workforce— standin immediate
danger of having their livelihoods destroyed” .

To help stimulate post-pandemic recovery,
governments have announced rescue programs far
beyond the scope of the rescue packages following

Gac Méd Caracas

the 2008 financial crisis. McKinsey (23) estimates
the combined value of the programs proposed by
54 governments worldwide ataround $10 trillion
or 40 % of the global GDP, aimed at maintaining
financial stability, household economic welfare,
and help companies survive. The biggest stimulus
responses in terms of % of GDP are distributed
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Table 4

World economic outlook June 2020
GDP growth projections

Real GDP, annual percentage change 2020 2021
‘World output -49 54
Advanced Economies -8.0 4.8
United States 9.0 45
Euro Area -10.2 6.0
Japan -8.8 24
United Kingdom -10.2 6.3
Canada -84 4.9
Other Advanced Economies -4.8 4.2
Emerging markets and developing economies 3.0 59
Emerging and Developing Asia -0.8 74
Emerging and Developing Europe -5.8 4.3
Latin America and the Caribbean 94 3.7
The Middle East and Central Asia -4.7 33
Sub-Saharan Africa -32 34
Low Income Developing Countries -1.0 52
Source: (19).
Table 5 Table 6

OECD economic outlook September 2020
Real GDP growth, % year-on-year

Country 2020 2021
Canada -5.8 4.0
China 1.8 8.0
France 95 5.8
Japan -5.8 1.5
United Kingdom -10.1 7.6
United States -3.8 4.0
World -4.5 50
Euro Area -7.9 5.1
G20 -4.1 5.7

Source: (20).

as shown in Table 6.

While the bulk of the funds for the rescue
and stimulus programs comes from increased
government debt, there are also different forms
of financing such as Coronavirus bonds issued
by entities formed by two or more central
governments to promote development for the
members (Sovereign, Supranational,and Agency/
SSA). For its part, the European Union reached
an unprecedented aid and budget deal worth $
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Stimulus responses per country, in % of GDP

Country % GDP
Germany 33.0
Japan 21.0
France 14.6
United Kingdom 14.5
United States 12.1
Canada 11.8
India 10.0
South Africa 8.6
Brazil 6.5

Source: (23).

1.85 trillion, composed of an aid package of over
$ 750 billion and a 7-year budget of around $
1.1 trillion (24).

The Venezuelan nightmare-cum-pandemic

Even before the onslaught of the COVID-19
pandemic, Venezuela had been mired in a
political, economic, and humanitarian crisis
of historic proportions. With oil production
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down to a trickle, the economy ruined, physical
infrastructure in tatters, its GDP per capita had
plummeted to abare one-seventh of its peak value
before the “‘revolution”, falling back to the handful
of poorest countries of Latin America leaving
behind only Nicaragua and Haiti. The country’s
health system was ill-prepared to adequately
handle a pandemic. Fortunately, the virus spread
to Venezuela with some delay compared with
its neighbors Brazil and Colombia, probably
due to its preexisting near-total isolation from
international traffic.

The autocratic regime did not waste time to
seize the opportunity of “fighting” the pandemic
to invoke emergency powers to tighten its
control and “legitimize” the already usual brutal
repression of social protests against failing
services and supply shortages arguing “public
safety concerns”. Fortunately enough, the early
strictresponse —lockdown, school and university
closures, cancellation of events, social distance
rules including quarantine, and obligatory face
masks in public— helped to contain the spread
of the disease, at least initially.

The country’s hospitals are ill-prepared to
receive and treat coronavirus patients. Most of
them have no running water, insufficient provision
of disinfectants,and above all,a severe shortage of
protective gear (PPE) for doctors and paramedics.
As a consequence, the death toll among health
workers in Venezuela extremely high. Around
mid-September 2020, the Venezuelan Medical
Federation lists 126 deaths of doctors and nurses
who had been fighting the spread of the disease
under the toughest conditions and without the
required protective measures, more than one-
fifth of the total coronavirus-related deaths at
that time (25). Protests of healthcare workers
againsttheirinadequate working conditions were
brutally repressed and over adozen were detained
for publicly criticizing the situation (26).

President Maduro rated the country’s health
system as excellent, he said: “you’re are given
the care that”s unique in the world, humane care,
loving, Christian” (26). His henchmen far from
convinced. The two dozen of them who got sick
with coronavirus preferred to seek treatment in
costly private clinics to avoid the deadly risk
associated with public health institutions if you
are seriously ill.
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The real dimension of the pandemic is a
mystery. As with all information on government
performance, the coronavirus-related data
published by the authorities cannot be trusted.
Health workers are warned not to reveal any
information about cases and the situation in
their workplace. Testing is insufficient, getting
the results takes too long because there is
only one laboratory in the country capable of
carrying out the PCR tests. Apart from the
information opaqueness, Venezuela is probably
the only country where having gotten sick with
coronavirus is considered a crime (as long as
you are not a regime buddy, of course). People
who were fast-tested positive were forcefully
quarantined in makeshift quarters without
minimum facilities; most of them never received
a confirmed test result. Venezuelan migrants
who had lost their jobs in Colombia due to the
pandemic and who returned to their country were
corralled in temporary camps and characterized
by official spokespersons as “bioterrorists” who
were spreading the disease to the fatherland.
Meanwhile, Colombian guerrillas, narcotics,
and mining mafias crossed that border without
being bothered.

Civilianthugsor“colectivos’ heavily armed by
the government control the peoples’ movements
in the densely populated barrios enforcing the
lockdown. In the poor communities, where most
work in the informal sector, people have simply
two options: comply staying at home and starve
or defy the lockdown and go out and get some
food for sheer survival.

Salomén and Bensayag (27), provide evidence
thatthe Venezuelan health authorities grossly miss
the minimum testing standards of the WHO. As a
consequence, the official picture of the pandemic
must be considered as a flagrant understatement
of thereal situation. The recentupward trajectory
of the curve of confirmed cases underscores that
point of view.

Toward new normalcy?

As the pandemic spread and governments the
world over responded with severe containment
measures, our way of life and habits have
changed profoundly. Itis unlikely that our post-
pandemic lives will return to their pre-pandemic
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characteristics. While some of the innovations
and changes brought about in this period may be
or even better should be scrapped — such as the
COVID-19 tracking applications — others have
come to stay, especially in the fields of learning,
commute, workplace, retail, and tourism and
travel industry, among other services.

For this occasion, I focus on one aspect,
namely the changes in the workplace, after some
comments on the tracking apps. Private and state-
owned IT firms and Silicon Valley giants like
Google and Apple have developed smartphone
contact tracing applications that were launched
by dozens of countries, either voluntarily
or mandatory as was done in China. Such
applications identify the persons the user has come
in contact with and alert if any of those contacts
turns out to be a confirmed Coronavirus carrier.
Obviously, such applications are double-edged
swords that may be helping keep the contagion
in check but also raise privacy concerns as they
allow governments to misuse the information
for social control.

O’Neal et al. (28) compare Coronavirus
tracking apps around the world, rating them
on a five-star scale based on the answers to the
following questions:

“Is it voluntary? In some cases, apps are opt-
in—but in other places, many or all citizens are
compelled to download and use them.

Are there limitations on how the data
gets used? Data may sometimes be used for
purposes other than public health, such as law
enforcement—and that may last longer than
COVID-19.

Will data be destroyed after a period of
time? The data the apps collect should not
last forever. If it is automatically deleted in a
reasonable amount of time (usually a maximum
of around 30 days) or the app allows users to
manually delete their data, we award a star.

Is data collection minimized? Does the app
collect only the information it needs to do what
it says?

Is the effort transparent? Transparency can
take the form of clear, publicly available policies
and design, an open-source code base, or all of
these” .
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For each affirmative answer, they award one
star. Of the over 40 apps reviewed, only eleven
got five stars; as was to be expected, on average
democracies did better than autocracies.

As for the changes in the workplace
environment, Stanford economist Nicholas
Bloom argues (29) that the “US economy is
now a working from home economy... were
working from home accounts for around 60 %
of economic activity”. Likewise, the OECD
sees the COVID-19 pandemic as a catalyst for
the increased use of teleworking in the post-
pandemic era (30). Flexible or remote working
had been an option which companies worldwide
offered some of their staff; a 2019 survey by
the International Workplace Group (31) of over
15 000 business people across 80 nations found
that 62 % of global companies had a flexible
workspace policy in place and that three out of
four employees considered flexible working as
the “new normal”.

Thelockdown and otherrestrictive government
regulations aimed at suppressing the spread of the
Coronavirus forced businesses to innovate and
design strategies to introduce or increase working
from home. Many employees who had not been
included in such schemes before the crisis gained
new experiences and became accustomed to
their new working environments. Their personal
experiences and those of the businesses may
be catalysts for further innovations in the post-
pandemic era. A survey conducted in May for
the Federal Reserve Bank Atlanta (32) found
that firms expect remote work to triple, and a
post-COVID-19 pandemic forecast by Global
‘Workplace Analytics (33) estimates “that 25-30
% of the workforce will be working-from-home
multiple days a week by the end of 2021”’.

The Q1/2020 update of Global Remote
Working Data and Statistics (34) found that
younger employees represent the bulk of remote
workers, that working from home (WFH)
increased productivity and lowered costs, helped
to attract and retain talent, and improved the
wellbeing of workers. WFH also produces a
positive impact on the environment as workers
spent less time and fuel commuting.

Apart from individual feelings reported by
remote workers such as loneliness, difficulties
to switch off from work, and not being provided

Vol. 128, Supl 2, diciembre 2020



WELSCH F

the latest technology by their employers, the
downsides of WFH include inequality and the
loss of the daily spending of commuters in
restaurants and shops. Bloom (29) speaks of an
inequality time bomb only about half of the jobs
can be carried out working from home, many
employees lack adequate facilities for WFH
such as extra rooms, and WFH favors educated
high-income employees. Despite the downsides,
Bloom concludes that WFH is here to stay.

In the September 2020 update of its Policy
Responses to COVID-19 Report (30),the OECD
supposes that telework will be an integral part
of the future working environment and that
public policies can contribute a great deal to
advance it. The report cautions that “While
more widespread telework in the longer-run
has the potential to improve productivity and a
range of other economic and social indicators
(worker well-being, gender equality, regional
inequalities, housing, and emissions), its overall
impact is ambiguous and carries risks especially
for innovation and worker satisfaction.” And
recommends that to “improve the gains from
more widespread teleworking for productivity
and innovation, policymakers can promote the
diffusion of managerial best practices, self-
management,and ICT skills, investments in home
offices, and fast and reliable broadband across
the country”.
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Impact of elections on the COVID-19 pandemic
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SUMMARY

The pandemic has affected thousands of activities
around the world. Elections are not exempt from this.
Although many of the countries that had electoral
events scheduled for 2020 have suspended them,
many others have decided to hold them despite the
implications it may have for the development of the
epidemic in their countries.

Based on the scientific evidence of how these events
influenced the development of the COVID-19 in the
countries that held elections, we attempted to make a
projection based onthese experiences to determine how
the parliamentary elections scheduled in Venezuela
for the first week of December 2020 may affect the
behavior of the epidemic in the country.

Key words: COVID-19, elections, pandemic.

RESUMEN

La pandemia ha afectado la realizacion de miles de
actividades alrededor del mundo. Las elecciones
no escapan de esto. A pesar de que muchos de los
paises que tenian eventos electorales programados
para el 2020 los suspendieron, otros tantos decidieron
realizarlos a pesar de las implicaciones que pudiese
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tener en el desarrollo de la epidemia en sus paises.
Con base en la evidencia cientifica de como estos
eventos influyeron en el desarrollo del COVID-19
en los paises que realizaron elecciones, intentamos
hacer una proyeccion basada en estas experiencias
para determinar como las elecciones parlamentarias
programadas en Venezuela para la primera semana
de diciembre pueden afectar el comportamiento de la
epidemia en nuestro pais.

Palabras clave: COVID-19, elecciones, pandemia.

INTRODUCTION

The COVID-19 pandemic has caught the
world off guard. When the first cases appeared
in Wuhan, China in mid-December 2019, not
many imagined the magnitude of this strange
disease. By the end of October 2020, the world
has accumulated more than 45 million cases
and almost 1.2 million deaths. Due to its high
level of contagion, the disease has advanced at
a speed that has been practically impossible for
any country to stop.

This disease has shaken even the most robust
health systems in the world and has caused all
of humanity to generate all kinds of strategies
to control outbreaks. Needless to say, none of
them have been very effective so far. However,
if we must point out some of those that have
achieved greater control over the amount or at
least the speed of the contagions, we can name
the most basic: use of masks or mouthpieces and
hand washing, and also confinement.
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Although after the first few months of
confinement, the entire world realized that even
the most stable economies could not be closed for
so long, there is clear evidence in the behavior
of the disease indicating that restrictions on the
mobility of people and the prohibition of crowds
have succeeded in significantly reducing the rate
of contagion. More importantly, in the sea of
uncertainties that still exist in the world after 8
months of the pandemic,one of the few certainties
is that massive events or accumulations of people,
in whatever context, inevitably have a high and
direct impact on the behavior of the epidemic in
any country.

One of the most notable examples was seen in
the early stages of the pandemic when, following
an event at the Church of Jesus in Shincheonji,
South Korea, more than 500 people were infected
with COVID-19. The same occurred in Spain
and Italy, also in the earlier stage of the pandemic
when ahigh number of infections associated with
sporting events were recorded.

Election events in any country cannot escape
this, as most are events that generate a high
mobilization of people in a very short window of
time, resulting in an environment too favorable
forthe spread of adisease like COVID-19. In this
sense, of the electoral events that were scheduled
for this year worldwide, 24 were held despite the
risks of doing so, while 71 countries decided to
suspend them.

In this paper, we analyze the electoral impact
of the COVID-19 pandemic in Latin America.
This is very important given that the following
elections will be held in the region in the first half
of 2021: Honduras (general and local elections,
bothin March),Chile (election of representatives
to the Constituent Convention and local elections,
both in April), Peru (general election in April),
Ecuador (general election in April). For this
purpose, the case of the parliamentary elections
in Venezuela is selected.

Since Venezuela has scheduled elections for
the first days of December 2020, we intend to
make a balance of how the holding of elections
may affect the behavior of the epidemic towards
a worsening of it, also taking into account the
conditions of the Venezuelan health system, which
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is afundamental element for analysis such as this.

To evaluate the effect thatelections could have
in the context of COVID-19 in Venezuela, we
made a comparison between the behaviors of the
epidemic in countries that held national elections
versus countries that did nothold electoral events.
These countries were compared taking into
account that they were similar in geographical
location and similar socioeconomic conditions.

Methodological aspects

For this analysis, we will call electoral
countries those that did hold elections and control
countries those that did not hold electoral events
in this period.

The socioeconomic parameters taken into
account at the time of the comparison were the
following: 1) population, 2) average per capita
income, 3) geographical location, 4) Per capita
PCR performance rate, and 5) continent. These
five aspects were used to make the comparisons
as fair as possible and to make the transmission
dynamics as similar as possible.

To determine the influence of electoral events
on transmission dynamics, we compared the
population-adjusted growth rate (weekly new
cases per million inhabitants) of both electoral and
control countries in weeks 0, 4, and 8 following
the electoral event.

We also use a calculated growth rate that we
call a growth factor in which we compare the
growth rates of cases in weeks 4 and 8 versus
week 0.

It is important to point out the limitations of
the scientific and methodological level that we
found to be able to do this study.

First, the definition of “‘cases’ is not homoge-
neous worldwide. While in some countries, a
patient with a positive diagnostic testis considered
a “case”, in others a patient with a clinical
diagnostic picture is considered a “case”. There
are also cases in countries thathave changed their
definition of ““cases” as the epidemic has evolved.

On the other hand, the capacity of diagnosis
through tests is not the same in all countries and
this inevitably affects the number of reported
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Table 1. Characteristics: electoral countries and control countries
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Table 2. Comparison between electoral countries and control countries. Cases variability per million.

Cozas Cantrol
Per vapita GOF 23.226,00 19.335,00

Fupulation density 565,00 154,00

POPULATION (evernge] 3300 26,00
Cases per million - =
babi Week 0 112,00 E9.,00 ;
=
=
Coses per millien =
T B 183,00 120,00 [5] i
=
Ca milli -
ses per million =
i a 149,00 100,00 4 =
E
Growth rabe of cases E
17, 5% =

48,00 00

Sources: Center for Systems Science and Engineering (CSSE) at John Hopkins University, own calculations.
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cases. Also, it is extremely complex to evaluate
a phenomenon like this because it is what we
technically call a time-dependent variable.

Itis also important to note that transmissibility
is influenced by the different measures that
each government may or may not impose on
its population: mandatory use of masks, the
prohibition of gatherings of people, limitation
of internal mobility, the closing of borders, etc.
Therefore, for this comparison, it is assumed
that in general the measures were adopted more
or less simultaneously at the regional level and
that therefore; this should not distort the analysis
too much.

The information used in this analysis was
obtained through datascience,epidemiology,and
medical statistics obtained from the global data
repository of John Hopkins University, which is
updated and audited daily. For this analysis, data
were taken from January 1 to September 30,2020.

Implications of an electoral process

In strictly epidemiological terms we have that
anelectoral process is aphenomenon thatinvolves
the interaction of a large number of people,in short
windows of time. Not only during Election Day
as such but in a series of pre- and post-election
activities that also generate mobilization and
interaction of people at different levels.

In what would be a ““normal” electoral event
we could be talking about at least 90 activities
ranging from the call and administrative activities
to logistical activities,campaign events, Election
Day, and audits. All of these take place for
approximately four months.

This same dynamic involves different groups
including both electoral authorities, political
parties,and civil society. Italsoincludes forces of
public order or anybody responsible for security
operations on Election Day and the safeguarding
of election materials.

If we must point out two moments where the
danger of contagion is increased due to high
exposure of people during an electoral event, we
have “D” day or Election Day, but we also have
all the acts that comprise the electoral campaign.
Regardless of whether itis a one-time event such
as ahouse-to-house or amass event, thisinvolves
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directcontactbetween people which significantly
increases the danger of contagion.

In the specific case of Venezuela, we are
talking about an electoral registry of around
20 million people and currently, our electoral
system does not have figures such as distance
or early voting, so we are talking about the
mobilization of a very large number of people
during a 12-hour day. Taking into account that
there are approximately 15 000 electoral centers
and 45 000 voting tables, we are talking about an
influx of around 70 to 100 people per hour per
table in the same space. Also taking into account
that most of the electoral centers in Venezuela
are schools, therefore, closed spaces that do not
favor social distancing.

Additionally, especially on “D” day, it is not
only the electorate thatis mobilized,butthe Army,
under the figure of the “Plan Republica”, also
moves throughout the national territory together
with the personnel of the National Electoral
Council, both for the delivery and collection of
electoral material as well as for the custody of
the centers on election day.

In general, very few events worldwide generate
the same mobilization of people at the same time
as an electoral event, wherever it may be.

RESULTS

For this comparison, we assume as a base date
the day of the election, when in theory there has
been no event that has affected the natural course
of the epidemic. At this point, which we will call
moment zero, electoral countries have an average
of 112 cases of COVID-19 per million inhabitants,
while control countries have an average of 89
cases per million inhabitants, representing 25 %
more cases in electoral countries than in control
countries already at moment zero.

Interestingly, the electoral countries enter into
this comparison with a higher number of cases
than the control countries,a hypothesis that could
explain this would be precise all the activities
associated with elections that take place in the
months leading up to “D” day.

For weeks 4 and 8 after zero, there is a very
noticeable trend of increasing cases per million
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inhabitants in the electoral countries compared
to the control countries. In week 4, the electoral
countries reported an average of 183 cases of
COVID-19, while the control countries reported

120. This translates into a 163 % increase in
cases in the electoral countries relative to the
zero moments and a 29 % difference against the
control countries, where the growth was 134 %

Figure 1. Comparison between electoral and control countries. Cases per million.
Sources: Center for Systems Science and Engineering (CSSE) at John Hopkins University, own calculations.

during the same period.

By week 8 after the elections, electoral
countries had an average of 149 COVID-19 cases
per million inhabitants, while control countries
had 100, a difference of 14 % of electoral cases
over controls.

In the case of Venezuela, to project what it
would mean to hold an electoral event in terms
of additional cases that we would have, versus

not going to an electoral event, we took the data
from the projections of the Academy of Physical,
Mathematical and Natural Sciences and the
projections of the Institute for Health Metrics
and Evaluation (1,2),where without the influence
of an electoral event, Venezuela would have an
estimate of between 10 000 to 11 500 cases per
day for the first week of December, 13 400 to
15 410 cases for January, and 13 400 to 15 560
cases for the first week of February.

Figure 2. Venezuela: comparison between electoral and non-electoral scenarios.
Sources: Center for Systems Science and Engineering (CSSE) at John Hopkins University, own calculations.
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On this basis, and applying the rates of
increase of cases in the experiences of the
electoral countries versus the control countries,
we have that the 29 % excess of cases presented
by the electoral countries in week 4 after having
held elections, in Venezuela would represent
an estimated 12 500 to 14 375 daily cases of
COVID-19.

For week 8, given that the evidence shows a
14 % excess of cases in electoral countries, in
Venezuela, this would mean 16 750 to 19 262
COVID-19 cases per day for the first week of
January 2021 and between 11 055 and 12 712
cases per day for the first week of February 2021.

Figure 3. Cases of COVID-19 in Uruguay.

In broader terms, holding the parliamentary
elections in the first week of December would
mean an ‘“excess” in the 8 weeks following
Election Day of 278 804 COVID-19 cases. If,
alsothe official average fatality rate is maintained
(0.8 %), we are talking about around 2 788
additional deaths than would be the case in a
non-electoral scenario.

The 2020 municipal elections in Uruguay were
held later than Venezuela’s estimate described
above. We include the figure with the evolution
of new cases of COVID-19 in Uruguay asithelps
to illustrate the effect of electoral events on the
development of the epidemic.

Eleetion: [.

September 27Tth

Sources: Center for Systems Science and Engineering (CSSE) at John Hopkins University, own calculations.

By-election day, Uruguay had 37 cases of
COVID-19 per million inhabitants. By week
4 following Election Day, Uruguay reported 93
cases per million populations, representing a
248 % increase in cases registered from week
zero to week 4.

One of the variables we must take into account
in this analysis is that not all countries held
elections at the same time as the epidemic. In
other words, we have places like Afghanistan
or Guinea where the elections were held at the
beginning of the epidemic, and others like the
Dominican Republic where the electoral event
took place in the middle of an exponential phase.
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We also have the cases of France, the Czech
Republic, and Poland, which held their elections
when there was apparent control over the disease
and adecrease in cases. Thislast groupis without
a doubt where we can observe much more the
influence of the electoral event on the behavior
of the epidemic, since it is where we see that,
after having controlled it, elections are held and
the infection curves shoot up again.

Another element that is of vital importance
when projecting what may happen in Venezuelain
the coming months is that the Venezuelan health
system lacks the robustness of other countries
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Figure 4. Cases evolution in electoral countries.
Sources: Center for Systems Science and Engineering
(CSSE) at John Hopkins University, own calculations.

we are analyzing; therefore, the scenario of an
increase of cases in an already collapsed hospital
system is not at all encouraging. According to an
analysis made by John Hopkins University (3),
Venezuela would be 176 out of 195 in the world
and last in the American continent in the General
Index of Health System Readiness.

On the other hand, the monitoring of the
National Survey of Hospitals in its application
for COVID-19 has demonstrated the low capa-
city of specialized attention in intensive care units,
as well as the low capacity to carry out CRPand the
low provision of personal protection equipment
for health equipment. This, although not new
or attributable to the pandemic, does directly

Gac Méd Caracas

affect the response capacity of the Venezuelan
State through its health system in an emergency
like this and highlights the danger of an abrupt
increase in cases.

In an environment as complex and full of
uncertainties as to the one we are living in, it
seems one of the few certainties that an electoral
event will undoubtedly affect the development
of an epidemic of this nature, always with a
tendency towards the worsening of the situation.
This, applied to a context like Venezuela’s, in a
complex humanitarian crisis and a health system
incapable of handling ““normal” demand, seems to
be the perfect recipe for an unmanageable crisis.
Unlike many of the previous crises that Venezuela
has gone through, in its very complex history
of the last 20 years, the COVID-19 epidemic is
impossible to solve using repression. The patients
and the dead are very difficult to hide and what
happens in Venezuela due to the parliamentary
elections with the development of the epidemic
will be very evident.
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RESUMEN

América Latina experimenta una crisis sin precedentes
en sus mercados de trabajo como consecuencia del
COVID-19. Esto se refleja enunadrdstica contraccion
delempleo,de las horas trabajadasy de los ingresos. El
panorama resulta aiin mds preocupante al considerar
que dichos impactos han sido desiguales y que el lento
sendero de recuperacion podria ir acompariado de
una amplificacion de brechas laborales y de ingresos
entre los diferentes grupos de poblacion. Esta crisis,
por lo tanto, estaria exacerbando los elevados niveles
de desigualdad existentes antes de la irrupcion de
la pandemia, aun cuando los paises han realizado
importantes esfuerzos paraimplementar rdpidamente
un conjunto de politicas tendientes a sostener el
empleo y los ingresos. Resulta crucial fortalecer
la institucionalidad laboral, particularmente en lo
que refiere a las politicas activas del mercado de
trabajo. Asimismo, la seguridad y salud en el trabajo
se ha convertido en un elemento relevante para las
estrategias de recuperacion con empleo seguro y
saludable.

Palabras clave: América Latina, COVID-19, empleo,
desocupacion,politicas laborales, politicas de ingreso,
instituciones laborales.

Introduction: an unprecedented labor crisis

The COVID-19 pandemic has generated
an economic recession in Latin America of
unprecedented magnitude and extension. The
latest projections by the International Monetary
Fund (IMF) estimate a contraction in regional
GDP of -9.4 % by 2020, with falls of -11 % in
Mexico, -9.1 % in Brazil, -9.9 % in Argentina,
-7.5 % in Chile,-7.8 9% in Colombiaand-13.9 % in
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Peru. The September update by the Organization
for Economic Cooperation and Development
(OECD) for the G20 countries further sharpens
the picture for Argentina, with a projected drop
of -11.2 %, while suggesting a less pessimistic
outlook for Brazil and Mexico, with projections
of -6.5 % and -10.2 %, respectively.

Atthe same time, the outbreak of the pandemic
in the region is taking place in a context already
characterized by an economic slowdown and a
slowdown or reversal of the labor improvements
achieved in previous years, where structural
characteristics associated with high labor
informality,low average wages,significant wage
gaps and weaknesses in social protection and
health systems in terms of coverage and adequacy
of benefits persist.

It is not surprising, therefore, that the
macroeconomic crisis is having a very intense
impact on the region’s labor markets and,
especially, on some segments of the population,
amplifying existing labor and social gaps. One
difference that emerges most strongly in this
crisis is between those individuals and families
who continue to receive all or part of their
income and those who do not. This is not only a
consequence of the fact that they have lost their
jobs or are unable to develop their professions
or work activities, but also because a significant
number of people who continue to be employed
are absent from their jobs without obtaining
compensation,especially self-employed workers,
or are receiving only partial compensation due
to the reduction in the workday.

Given the scarce labor alternatives in this
critical context and the supply shock associated
with the confinement measures, job losses
have not fully translated into transitions into
unemploymentbutrather into exits from the labor
force. This is why the short-term adjustments of
labor market variables are being different from
previous crises, in which, in general, there were
strong increases in the unemployment rate and
informality. Thus, the dynamics observed and
discussed for this note may not fully reflect the
dynamics that may occur in the medium and long
term, when lockdown restrictions are relaxed and
people re-enter the labor market.

The current labor scenario is even more
worrisome because the expected recovery for
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2021 and beyond is weaker than that seen in
previous crises, and will likely occur at different
speeds depending on how the prolonged pandemic
affects different sectors of the economy. The
IMF estimates growth for Latin America next
year in the order of 3.7 %, significantly lower
than the growth observed, for example, in 2010
(6.3 %) at the regional level, when the economy
recovered more robustly from the 2008/9 crisis.

This paper provides an analysis of the labor
dynamics caused by the COVID-19 pandemic,
and the policy responses, including a typology of
three types of interventions that seek to maintain
jobs and support the incomes of workers and
families. Finally, considerations are made about
relevant issues that have emerged on the agenda
of labor and social policies in the region.

Adjustments to job loss: transitions to
unemployment and exits from the labor force

Given that the start of the pandemic in most
of the countries of the region took place around
the middle of March 2020, the most significant
impacts on employment, unemployment, and
economic participation, particularly, occurred
during the second quarter of this year?.

The average employment rate of the 9
Latin American countries for which updated
information is available for the first half of 2020
(Argentina, Brazil,Chile,Colombia,CostaRica,
Mexico, Peru, Paraguay, and Uruguay)® was
51.1 %,representing areduction of 5.4 percentage
points (pp) compared to the record for the first
half of last year*. The drop is even more intense
when comparing the first two quarters of 2020,
which is about 9 pp for this group of countries

It is important to note that analyzing labor dynamics in this
particular context for the region as a whole is not without
its difficulties because the pandemic spread in countries
at different speeds. Therefore, the way in which statistics
began to reveal these changes in the labor markets shows
some differences.

3Together, these countries accounted for 80 % of total employment
in Latin America and the Caribbean in 2019.

“Due to changes in the information collection mechanism (through
telephone calls) in employment surveys and household
surveys, there may be problems of comparability with data
from previous periods.
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(Figure 1)°. This represents a historic low and
meant that about 34 million workers lost their
jobs in the first half of the year.

Figure 1. Employment rate, Unemployment rate, and
Economic Participation rate in nine Latin American
countries, 2010-2020.

Source: Author’s elaboration based on SIALC/OIT.

This drastic fall in the magnitude of employ-
mentimplied transits towards unemployment and
mostly strong exits from the labor force. In effect,
the participation rate also registered a record
low, falling from 61.3 % to 52.6 % between the
first and second quarters of this year in all nine
countries. In the second quarter of 2019, this
rate had been 62.2 %. This meant that 32 million
people were no longer economically active during
the first half of 2020. As noted, the significant
fall in the economically active population (EAP)
is due both to measures of confinement and social
distancing and to unfavorable expectations about
the functioning of labor markets that reduce
incentives to seek employment for those who
lost a job.

These transits, therefore, significantly
moderated the impact of the reduction in
employment on unemployment. This is why,
unlike other economic crises, the unemployment
rate very partially reflects the magnitude of
the difficulties the region is going through and

SAlthough the comparison between these two quarters may be
affected by the presence of seasonality, it is used to observe
in greater detail the short-term impacts of the economic crisis.
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therefore needs to be complemented with other
labor indicators to have a more complete picture
of the underutilization of the labor force. Even
so, this average indicator for the nine countries
considered was 11.5 % during the second quarter,
2.2 pp higher than in the first quarter of this year.
This translated into an additional 2 million or so
people who were unemployed and continued to
look for work. Once again, and even under these
circumstances, this figure represents a maximum
thateven exceeds the values recorded in previous
crises in the region.

Table 1 shows the variation in the employment
rate between the first and second quarters of this
year,broken down for the 9 countries considered.
It also shows the percentage that the increase
in the number of unemployed people and the
increase in those outside the labor force represent
the drop in the number of employed people. It
can be seen that the reduction in employment
was expressed in massive net outflows from the
labor force, with these outflows representing 94 %
of total job losses. The remaining 6 % implied
increases in the number of unemployed people.
The cases of Paraguay and Uruguay show a
difference with the rest of the countries, as the
total number of unemployed even decreased (also
in Brazil, although very weakly)®, so the only
group that increased in a net way has been the
non-economically active population’.

Therefore, if the population that lost its job -
in some cases temporarily - had remained in the
labor force (as unemployed) the impact on the
unemploymentrate would have been significantly
higher. In the group of countries considered, it
would have reached 24 % in the second quarter
of this year. What this counterfactual exercise
is intended to reflect is the magnitude of the
potential labor supply that is likely to return to
the labor market as job search restrictions are
relaxed. This situation has begun to be verified

°It could be conjectured that this responds to a discouraging effect
because the unfavorable economic situation discourages
people who lost their jobs from continuing to actively search.
This assumption will have to be evaluated later in time based
on the availability of information for the coming months.

"There is still not enough information to identify the transits that
people have actually made between these labor states during
the first half of this year in these countries. That is why the
net variations in the number of people in each one of them
are compared.
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Table 1

Change in Employment Rate and Transitions to Unemployment or out of the Workforce.
Nine countries in Latin America, Quarter 1 - Quarter 2 20208

Employment rate

Percentage of transits from occupation to:

COUNTRY Q1 Q2 Var. (pp) Unemployment Out of the labor force Total
Argentina 525 428 -9.7 2 % 98 % 100 %
Brazil 535 479 -5.6 -1 % 101 % 100 %
Chile 57.3 45.6 -11.8 11 % 89 % 100 %
Colombia 53.8 43.7 -10.2 34 % 66 % 100 %
Costa Rica 555 43.7 -11.8 51 % 49 % 100 %
Mexico 57.8 47.0 -10.8 3% 97 % 100 %
Paraguay 65.6 61.6 -39 -15 % 115 % 100 %
Peru 66.6 41.3 -253 2% 98 % 100 %
Uruguay 55.6 529 -2.8 -14 % 114 % 100 %
TOTAL 55.7 46.5 9.2 6 % 94 % 100 %

Source: Author's elaboration based on SIALC/OIT

with effective impacts on labor indicators and
can be seen more clearly from the availability
of data corresponding to the third and fourth
quarters of 2020.

The briefness of workforce outflows
during the first months of the pandemic in
2020 appears to be supported by the significant
increase in people who are in this situation but
declare themselves available for work. In Mexico,
for example, in a context where the total non-
economically active population increased by
30 % between March and April of this year, the
increase in the subset of available persons was
240 % while the number of those not available
decreased. Between those two months, the first
group went from representing 15 % to 40 % of
the non-EAP. In June, although lower, it still
accounted for 29 % of the total non-working
population. In Uruguay, on the other hand, in
March, about 19 % of the inactive people who
were available to work but did not seek work
declared that they did not do so because of the

8For example, in Chile, outflows from the labor force accounted
for 89 % of the total drop in employment while transits to
unemployment accounted for the remaining 11 %. In Uruguay
or Paraguay, on the other hand, unemployment instead of
being a “net recipient” also reduced the number of people
in this state, those who joined the flow of workers who lost
their jobs and left the workforce.
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economic situation. This percentage roseto 36 %
in May, 28 % in June, and 22 % in July.

Therefore, to the extent that these transits
into the labor force are more intense than the
generation of jobs, the rate of unemployment
will probably continue its upward trend. The
climate of great macroeconomic uncertainty,
together with unfavorable expectations regarding
economic growth for the region in 2021, makes
that scenario more likely.

Employment contractions have not been of
equal magnitude for the different population
groups in each of the countries surveyed. In fact,
in all cases, it was women, more than men, and
young people (up to 24 years of age), more than
adults, who suffered, in relative terms, the most
intensely from the loss of employment. Thus,
while the range of falls in male employment goes
from 3 % to 34 %, the female fall extends from
7 % to 43 %. Likewise, in the four countries
for which we have additional information on the
evolution of employmentby age group, the loss of
employment among adults has hovered between
5 % and 20 %, but has reached a maximum of
45 % among young people®.

°The perspective could be different if the variations in percentage
points were analyzed due to the significant divergences that
population groups exhibit in the initial employment rates.
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As mentioned, these trends significantly
exacerbate the employment gaps that existed
before the pandemic. In the case of women,
this is associated with their greater presence
in certain economic sectors that have been
heavily affected by this crisis, the higher rate of
informal employment (which, as will be seen
below, has been reduced more intensely than
total employment) and the growing difficulties in
reconciling paid work with family responsibilities
in a context where education and care services
have been profoundly altered by health measures
to distance and reduce people’s mobility.

As noted in (2), by 2019 women were over-
represented in some of the sectors of activity
severely affected by this crisis, such as hotel and
restaurant services, other service activities, and
the household sector as employers, where the
average female presence for the region was in the
order of 61 %, 59 %, and 81 %, respectively'°.
Indeed, the different sectoral composition of
employment between men and women has been
one of the key factors through which the impacts of
employmentreduction were channeled according
to gender. For example, in Costa Rica, the five
most affected productive sectors accounted for
more than half of female employment in 2019.
Among them, domestic service, which reduced
total employment by almost 46 % between April
and June (3). The contraction of employment
in this sector has also been very abrupt in the
case of Chile, where the drop was almost 48 %
between those same months (4). In Bolivia, for
its part, while total employment in urban areas
fell 16 % between February and May, it fell 22.%
in domestic service.

Additionally,the proportion of formal salaried
workers in the mentioned sectors of activity is
extremely low: between 19 % and 26 %. This
panorama is even more complex if we consider
that, on average, the segment of workers in high-
risk activities (that is, sectors where the level
of economic activity has been greatly reduced)
or medium-high, where these activities are
included, receive reduced labor income, below

9Although the presence of women in the education and health
sectors, which were less affected by the crisis, is also high,
this has not compensated for the heavy loss of employment
in other economic activities.
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the average for all workers. This is associated,
in part, with the higher incidence of informality
among salaried workers and self-employment,
especially self-employment where the incidence
of informal workers is also very high.

Consequently, the loss of employment in
these productive sectors with a greater presence
of women is associated with both the abrupt fall
in the levels of economic activity and the greater
instability of certain jobs. The fact that labor
income is relatively low suggests that those who
lose their jobs donothave sufficient prior financial
resources to sustain adequate living standards in
the absence of a source of labor income.

Finally, while women also predominate in
activities with alow risk of employmentreduction
in the context of the pandemic, such as health
and social services, they are disproportionately
exposed to risks of infection and/or extended
working hours. In particular, health care workers,
many of whom are women, face increased
professional demands as family care demands
have increased (5).

In the case of young people, the greater loss
of employment is also associated, at least in part,
with their sectoral insertion (6). In particular,
the incidence of youth employment is high in
hotels, commerce, personal services (except for
public administration, health, and education),
and construction, activities strongly affected by
the pandemic.

Additional information reports dissimilar
impacts among employees with differentlevels of
education. In Metropolitan Lima, for example,in
the May-July quarter, the year-on-year reduction
in the total number of employed persons was 40
% , but the loss reached 52 % among those with
an elementary level of education, while it was
32 % among those with a university level of
education. In Costa Rica, there was also a more
intense reduction among those with incomplete
secondary education or less. This may be linked
to the higher probability that people with lower
levels of education have of inserting themselves
in informal jobs, the lower probabilities of
teleworking, and its higher incidence in certain
productive sectors strongly affected by this crisis.

As mentioned, a significant part of the job
losses resulted in outflows from the labor force.
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Again,these transits have notbeen homogeneous
among the population, but have been stronger
among women, youth, and those with lower levels
of education. While falls in the case of men range
from 3 % to 30 %, in the case of women the range
is 11 %-42 %. A similar picture emerges among
young people for whom job losses have led to exit
from the workforce. In particular, the reduction
in the economic participation rate of people
between 15 and 24 years of age has represented
2 to 3 times the drop registered among people
25 years and older.

While, as noted, the significant reduction in
employmentisnotentirely reflectedinincreasesin
unemployment,the unemploymentrate increased
in almost all of the countries considered. Again,
and as a correlate of the above, these transits have
been different according to population group. In
effect, the increase in unemployment has been
proportionally more intense among men, which
means that the abrupt loss of jobs, particularly
among women, implied a greater intensity in
leaving the labor force, while men remained in
greater proportion in search of employment.

Asimilar perspective appears when comparing
adults with youth, where the gap in unemployment
incidence narrowed between both groups. In
particular, adults - with lower rates of previous
unemployment than young people - experienced
relative increases in this indicator thatrepresented
between 1.3 and 2 times more than those recorded
by people under 25 years of age.

It is therefore clear that the “adjustments™ in
the labor market in the face of unemployment
have been different between men and women,
on the one hand, and between young people and
adults, on the other. These movements could slow
down or even reverse previous trends such as the
growing incorporation of women into the world
of work, due to the more pessimistic scenario
and the fewer opportunities that the labor market
presents, and will present, in addition to the
already mentioned fact that education and care
services have been severely affected, increasing
the weight of family responsibilities.

This situation adds to the greater historical
difficulties experienced by young people in
the region’s labor markets. Indeed, they face
greater labor intermittency explained, in part,
by the intense inflows and outflows of the labor
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force. The greater occupational instability, in
turn, is associated with their greater prevalence
in informal, precarious, low-skilled activities.
For those adolescents who enter the labor market
early and, in general, for young people with low
work experience and less development of work
skills, the high occupational turnover attempts
against the possibility of accumulating specific
qualifications, thus making their future work
trajectory more difficult. In turn, the lower
experience reduces, especially in contexts of low
labor demand, the probability of accessing a job
and increases the chances of being fired. This
situation may be accompanied by an increase in
the discouragement effect that results in fewer
incentives both to seek employment and to begin
or continue studies.

Finally, when both dimensions -gender and
age- are combined with socioeconomic level, the
labor panorama becomes even more complex,
since young low-income women tend to be more
likely to move and stay out of the labor force,
or tend to face greater difficulties in accessing
a job. Therefore, these movements in the labor
market can generate significant unfavorable
distributional impacts not only in the short term
but also in the long term.

The drastic contraction of hours worked,increased
suspensions, and absenteeism

As was pointed out, in the context of this
economic crisis with its characteristics, neither
the unemployment rate nor the employment
rate is complete measures of the significant
difficulties faced by the labor markets. That is
why another key indicator is the hours worked.
Indeed, the variation in the average number of
hours worked by the working-age population
may be affected not only by the destruction of
jobs (which reduces to zero the hours worked)
destined for unemployment or inactivity but also
by temporary suspensions (which alsolead to zero
this value) and by the reduction of the working
day (which partially reduces it). Therefore, the
average hours worked reflect in aggregate the
overall underutilization of the labor force, not
only because it is not occupied but also because
it is not fully occupied.

This is why the ILO has been estimating the
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loss of hours worked in the world and by region.
The latest estimates from September (7) show
that Latin America is the region with the greatest
contraction in working hours worldwide, with
an estimated loss of around 20.9 % for the first
three quarters of 2020 compared to the fourth
quarter of 2019. This figure is almost double
the global estimate of 11.7 %. It is interesting
to note that, consistent with the evolution of
other labor indicators already analyzed, the
greatest contraction in hours worked was seen in
the second quarter of this year (-33.5 %) while
in the third quarter the fall was less intense
(-25.6 %). Once again, the gaps with the world
average are very significant, where the reductions
were 17.3 % and 12.1 % in these two quarters,
respectively.

In the countries of the region with available
information, it can be seen that the reduction in
hours worked and the increase in absenteeism
-that is, those who have not been working in
the reference period but who continue to have
a labor relationship with their employer or have
expectations of returning to work in the case of
independent workers- was especially intense in
the second quarter of the year. The employment
support measures implemented by the region’s
countries have helped maintain the employment
relationship even when workers are temporarily
not performing the tasks.

In Colombia, for example, the proportion of
informal self-employed workers withoutincome
rose from 4.2 % in May 2019 to 30 % in May
2020. Among formal self-employed workers,
these figures were 1 % and 21 %, respectively.
A similar panorama, although with less intensity,
is observed among wage earners where these
values were 1 % and 18 % among the informal,
and 0.4 % and 5.2 % among the formal.

In Argentina, on the other hand, the rate of
suspensions of formal employees in the private
sector has experienced a growing trend and
recorded historical highs since March. In July
2020, the percentage of suspended workers
was 8.4 % (0.8 % in March 2020) while 19 %
of companies had applied suspensions (5 %
in March). In turn, in this same country, the
proportion of absent workers in total employment
was 21 % in the second quarter of this year,
compared to 2.6 % in the same period in 2019.
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In Paraguay,as of June 18,2020, some 94 000
jobs had been suspended, equivalent to 18.5
% of formal workers in the private sector. In
Chile, absentee workers represented around 19
% of total employment in the May-July 2020
moving quarter, more than doubling its value in
the last 12 months. In Mexico, the incidence of
temporarily absentemployment with employment
ties was only 3.8 % of total employment in July
2019. This figure rose to 22 % in April of this
year. Although after that peak this percentage
began to fall, in July of this year it was double
that of the previous year.

In Uruguay, the employed temporarily absent
from their jobs represented 9.4 % of the total
employedin March,havingbeen 5.4 % in the same
month of the previous year. This figure rose even
higher in April, reaching a maximum of 23.7 %.
Although the figures for the following two months
were lower than this record (16 % in May and
10.6 % in June), in all cases they continued to
be high in the year-on-year comparison. The
latest available figure for July was 8.6 %, lower
than the March record (9.4 %). On analyzing the
composition of the reasons for absence in April,
suspension or quarantine due to COVID-19
was the main reason (explaining around 37 %),
followed by those covered by unemployment
insurance. In the following three months this
last cause explains most of the absences (37 %
in July) while the first one reduces its relative
importance (15 %).

In addition to the higher incidence of
absenteeism, the reduction of the effective
working day among the employed present has
also been another way of adjustment in some
countries of the region.

In Costa Rica, 20.5 % of people were
underemployed in the second quarter of 2020,
representing an increase of 10.3 pp over the
same quarter of the previous year. In turn, 26.8
% in the second quarter worked fewer hours per
week than they normally do. In Mexico, the
underemployment rate was 7.9 % in July 2019
and rose to 30 % in May of this year, with 20 %
in June and 18.4 % in July.

In Metropolitan Lima, the visible
underemployment rate also experienced a
sustained increase in recent months in relation
to the February-April 2020 quarter, when 13.3 %
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of the employed population involuntarily worked
less than 35 hours a week. That value was about
18 % in the May-July quarter of this year.

Finally, in Chile, in the May-July quarter,
the number of effective hours worked fell by
32 % compared to the same quarter last year.
In Paraguay, underemployment did not vary
significantly in the second quarter of 2020 (7.7 %)
compared to the same period in 2019 (7.9 %).
However, it was somewhat higher than in the
first quarter of this year (6.6 %), explained by
what happened in rural areas.

The adjustment mechanism turned off: the massive
loss of informal and self-employment jobs

In this exceptional context, some adjustment
channels in the labor markets are cushioned while
others are exacerbated. It is frequent that when
salaried employment falls, self-employment
plays a counter-cyclical role. In fact, this has
been the case in recent years and previous
crises. However, this “traditional mechanism” is
weakened or disappears in this situation, where
these occupations as well as informal wage-
earners have been strongly affected.

A significant portion of the independent
workers was not framed in the exception of
the distance and reduced mobility and, in turn,
many of them are self-employed who did not
work from home and for whom the possibility
of teleworking is reduced. In turn, the transit
between this type of occupation and economic
inactivity is usually very frequent in the countries
of the region. This is explained both by a
lower rate of retention of informal jobs or self-
employment (greater occupational instability) and
by higher rates of exit from the labor force once
they leave these types of jobs. These behaviors
were exacerbated in the context of confinement.
Given this panorama, the countries of the region
have quickly implemented or expanded income
transfer programs to reach the most affected
population, many of whom were previously
employed informally.

In Costa Rica, for example, self-employment
accounts for 22 % of total employment but
accounted for around 28 % of the drop between the
first and second quarters of 2020 (3). The impact
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of the pandemic has also been differentiated
in Mexico, where the proportion of dependent
employment increased by about 6 pp between
March and May of this year compared to the
reduction in the other occupational categories (8).
Something similar was seen in Argentina, where
the share of self-employment fell from 22.3 %
to 19.8 % between the first and second quarters
of this year, after experiencing an upward trend
during 2019.

In Colombia, however, a different situation
arises, since between May 2019 and the same
month in 2020 the number of self-employed
workers fell by 19 %, while salaried workers fell
by about 26 %. When a detailed analysis is made
of each of these two groups, it can be seen that it
was the informal workers, that is, the workers of
private sector companies and domestic workers,
who suffered the greatest reductions (-50 %),
followed by the formal self-employed (-32 %).
However, these figures must be considered
together with those corresponding to the hours
worked. In particular, informal self-employed
workers are the group with the highest rate of
absence from work, where about one-third of
them did not work for temporary reasons, mostly
associated with confinement and restrictions
on mobility (9). Once again, this points to the
insufficiency of a single labor indicator to explain
this situation and, therefore ,the need to considera
broad set of indicators in order to better dimension
and understand the specific impacts of this crisis
on the region’s labor markets.

In that sense, as mentioned, the dynamics that
have followed formal and informal employment
differ, in many cases, from those observed
in previous economic crises. In fact, despite
the measures to contain formal wage-earning
employment implemented in a large number of
countries, which have undoubtedly contributed
to limit job losses, the data emerging from
administrative records also show significant
drops in this type of occupational insertion.
In fact, the evidence seems to suggest that the
negative impacts of the economic crisis on formal
employment were more intense in April and May.
In the cases for which subsequent information
is available, a certain stability is observed in the
number of formal employees. As will be analyzed
later, some of the countries in the region have
implemented mechanisms to sustain this type of

S163



LABOR MARKET IN LATIN AMERICA AT THE TIME OF THE COVID-19

employment. Therefore, the dynamics of formal
employment in the coming months will depend,
among other factors, on the maintenance of these
policies together with the evolution of the level
of activity and the demand for labor.

With even greater intensity than that observed
in the fall informal jobs, there has been areduction
in informal wage employment and, even more
so, in self-employment, most of which is also
informal. This greater contraction has meant that
the rate of informality has fallen (temporarily) in
all countries with available information, in the
context of the widespread collapse in demand
for labor, especially in the early months of the
pandemic (Figure 2).
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Figure 2. Informality rate before and immediately after
COVID-19, selected Latin American Countries*.

* The blue bars reflect the situation before COVID-19,
while the red bars reflect the situation immediately after.

Source: Author’s elaboration based on employment and
household surveys of the considered countries

Therefore, the counter-cyclical adjustment
mechanism on the part of informal jobs, often
observed in the region in the face of weak formal
job creation, has been strongly cushioned at
this particular juncture. This is explained by
a multiplicity of factors. Among others, the
higher rate of informality was shown by some
productive sectors that had to stop their activities
because they were not included among the
essential ones. In addition,itis easier to interrupt
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a non-registered wage-earning relationship and
the greater incidence of this type of occupation
in smaller, less productive businesses, which
find it more difficult to endure long periods of
inactivity. On the other hand, and as mentioned,
the measures to sustain formal employment are
also a fundamental factor in explaining these
divergent dynamics.

In summary, the region’s labor markets have
experienced the impacts of the economic crisis
as a result of the COVID-19 pandemic mostly
during the second quarter of this year. This
crisis is exceptional in both its magnitude and
characteristics. This is even more problematic
considering thatinformal workers, women, young
people and those with lower levels of education
arethose who have generally experienced the loss
of a job with greater intensity. Given that these
workers, on average, are located in the lower
half of the distribution, that they generally do not
have sufficient economic support to endure long
periods without a source of employment, and that
income from work represents amajority of family
income, the contraction in the demand for labor
ends up having very unfavorable distributional
impacts.

The massive loss of labor income

As a result of the sharp contraction in
employment and hours worked, the world and the
region have been experiencing a deep contraction
inincome from the labor market. Recentestimates
by the ILO (7) suggest a global loss of 10.7 %
in labor income during the first three quarters of
2020, which is equivalent to 5.5 % of the first
three-quarters of global GDPin 2019. However,
consistent with the above, the contraction in total
labor income is significantly higher in Latin
America, on the order of 19.3 %.

In Metropolitan Lima, nominal income
from labor fell in the March-May 2020 moving
quarter, on average, 8.1 % compared to the same
quarter in 2019. This, added to the contraction
of employment, resulted in a fall of more than
50 % in the wage bill. This downward dynamic
continued to be strongly observed in the following
months, with a 48 % year-on-year drop during
the May-July quarter.
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According tothe ILO (10),thelevel of income
fell back to the levels of 2014, that is, six years
ago. In Mexico, the proportion of employed
people with incomes up to the minimum wage
increased from 22.0 % to 26 % between March
and April 2020.

In Argentina, for the first time, the variation
in the average income of formal employees in
the private sector between March and May was
negative, with the fall being even greater in real
terms due to inflation. This, in part, reflects the
wage reduction for private-sector employees who
were suspended, but also the wage reductions for
some of those who continued to work.

According to Chile’s Remuneration Index,
average labor income decreased by 1.3 % during
April compared to the previous year. This drop
was even higher in the transport and storage
sector (-4.9 %) and professional activities
(-3 %). In turn, in the May-July quarter of 2020,
34 % of those employed declared that they had
experienced a drop in their income while 58 %
kept it unchanged and 2 % obtained an increase.
Itis interesting to observe this behavior separately
among the absent employed (19 % of the total
employed) and the presentemployed. Among the
former, as expected, the loss of income amounts
to 58 %, of which 31 % had no income. Among
those present (81.1 % of the total employed) these
percentages were 28 % and 2 %, respectively.
Self-employed workers and employers are the
most affected groups, with 68 % and 67 %,
respectively, suffering a contraction in income.
They are followed by informal workers (34 %),
domestic service (24 %), and formal workers
(23 %). Finally, and as additional evidence of
the unequal impacts of these reductions, self-
employed and domestic service personnel were
the ones who reported the highest percentage of
zero labor income.

Consequently. given the context of very weak
labor demand, itis very likely that adjustments in
the region will be further channeled through real,
but also nominal, wage reductions, especially in
the informal part of the labor market. In turn,
given that labor income represents, on average,
between 70 % and 90 % of total family income,
these reductions result in heavy losses in the
monetary resources obtained by households with
significant impacts on poverty levels.
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National policy responses to sustain employment
and provide economic security

As a response to the crisis, numerous direct
actions have been implemented in Latin America
to support businesses, maintain jobs, and
compensate for the loss of income of households,
especially those most affected and which are
generally in the informal economy. As previously
mentioned, multiple aspects make this crisis
unprecedented. Its magnitude, scope, speed, and
characteristics demand coordinated responses
in terms of health, labor, economic and social
protection. To this end, countries have resorted
to mechanisms created in previous crises, but
have alsoimplemented new responses taking into
account the specificities of the current situation
and the need to cover a broader set of population
than in previous experiences.

The main policies and measures concerning
three areas, not necessarily exclusive but
complementary, could be stylistically classified
into three groups: i. measures and monetary
benefits within the framework of strategies
to sustain labor relations; ii. unemployment
benefits and iii. other programs to provide
economic security through monetary benefits
to the individuals and families most affected by
this crisis that are not in the sphere of formal
salaried labor relations and/or are not covered by
social security contributory programs (Table 2).
The severity of the crisis has led the countries
in general to implement a combination of these
instruments; for example, within the framework
of unemployment insurance, subsidies for
the payment of benefits for the suspension of
activities and/or reduction of the workday have
been incorporated.

The policies and instruments described below
do not exhaust the set of public interventions
that were also expressed through active fiscal
responses, flexible monetary policies, direct
actions to specific economic sectors, credit and
financial support to companies, protections
for workers in the workplace, and the use
and revitalization of instruments that allowed
consensus to be reached through social dialogue.
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Table 2

Typology and instruments of the main policies implemented in Latin America to sustain employment and provide

economic security to families and individuals

Retention of
employment
in the informal economy

Economic security
for the unemployed

Economic security for
families and individuals

Instruments
- Payroll subsidies
- Unemployment Insurance
Benefits
- Other support to firms
conditioned to the maintenance
of employment

Recipients:
- Employed persons
(full and part-time, absent)

Examples:

Argentina: ATP

Uruguay: unemployment insurance
Chile: unemployment insurance
Costa Rica: Bono PROTEGER
Paraguay: subsidy through IPS
Colombia: payroll subsidy
Dominican Republic: FASE

Features to be highlighted:
- Transience
- Sustainability

Instruments
- Contributory unemployment
insurance

Target group
- Unemployed

Examples:

Uruguay, Chile, Brazil,

Argentina, Colombia: contributory
unemployment benefits paid

by social security institutions

and unemployment savings

Features to be highlighted:
- Relatively low coverage (either
by its contributory nature
or insufficient financing)
- Relatively low performance

Instruments
- Conditional benefits
- Unconditional (emergency)
benefits
- Other monetary and non-
monetary benefits

Target group
- Unemployed, inactive and
workers in the informal
economy
- People with no or low
income regardless of
their work status

Examples:

Chile: Bono COVID-19, IFE
Argentina: IFE

Brazil: EmergencyAid
Colombia: Solidarity Income
Costa Rica: Bono PROTEGER

Features to be highlighted:
- Speed of response
- Transitions
- Coverage, registration
systems, duplication of

benefits/beneficiaries

Benefits to support formal employment

Support measures and incentives to maintain
the laborlink are crucial because,on the one hand,
they prevent its discontinuity from generating
losses of specific and general job skills as well
as future search costs for both sides of the labor
relationship but also, on the other hand, because
maintaining this link could facilitate a faster
economic recovery.

Inthis areathere have been several innovations
and programs in the region that seek through
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payment to the company or the worker, generally
with funding from general income taxes, social
security contributions or a combination of both,
the payment of such benefits either through
social security institutions, the tax authority or
another agency.

In particular, two types of interventions
can be differentiated: on the one hand, payroll
subsidies and, on the other, the extension of
unemployment insurance to cover other events
beyond unemployment due to dismissal. In fact,
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this second modality has been extended to cover
both total suspension and reduction of working
hours or partial suspension of activities. Some
insurances already had these options, while
other countries incorporated this modality, thus
allowing to adapt the schemes to the diverse
realities that the different economic sectors and
their companies have been facing.

Within the first group, Paraguay established a
subsidy for formal employees who earn up to 2
minimum wages and whose work contracts are
suspended due to the cessation of activities by the
pandemic. The amount of the subsidy corresponds
to 50 % of the minimum wage and is financed
by the National Government through an increase
in the resources allocated to the Social Security
Institute (11). Colombia allowed companies
and individuals who certify a decrease of 20 %
or more in their income to apply in May, June,
July, and August for a subsidy equal to 40 % of
the minimum wage for all workers for whom
they contribute in the Integrated Contribution
Settlement Plan (PILA), without exceeding the
number of employees registered in February
2020 (9).

In Peru, workers included in a complete work
stoppage continued to have the benefit of the
Social Health Insurance - EsSalud. In addition,
the private sector employer receives a subsidy
of up to 35 % of the gross monthly salary of its
employees whose salaries do not exceed 1,500
soles (US$424). The Dominican Republic
launched the Employee Solidarity Assistance
Fund (FASE), a monetary transfer to sustain
employment in the sectors most affected by the
pandemic and where the government contributes
70 % of the salary from a minimum value of RD$
5,000 pesos to a maximum of RD$ 8,500 pesos
per month per worker.

In Argentina, the National Government
established the “Emergency Assistance Program
for Work and Production” (ATP) that provides
a 95 % reduction in employer contributions to
the Argentine Integrated Social Security System
(SIPA) and a compensatory salary allocation
in private companies. At the same time, it
establishes the prohibition of dismissals without
just cause and for the causes of lack or decrease
of work and force majeure and suspensions for
such causes, first until the end of May, but then
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it was extended for six more months (12). In
September the sixth payment of the program
was approved with some differences from the
conditions previously stipulated. In particular,
the companies that can apply for this benefit are
those with less than 800 workers, which registera
nominal recovery of their turnover of up to 40 %
but areal negative variation compared to the pre-
pandemic situation. ATP 6 offers the possibility
of access to the complementary salary for critical
sectors and credit that can be converted into a
subsidy for companies that incorporate workers.

The “Beneficio Emergencial de Preservacaodo
Emprego e daRenda” in Brazil is also a program
to sustain the income of formal employees with the
temporary suspension of contracts or reduction
of working hours and income. The amount of
the benefit is calculated based on the employee’s
salary of the last three months and corresponds to
apercentage of the Severance Insurance to which
the worker would be entitled in case of dismissal.

Within the second modality, Uruguay has a
contributory unemployment insurance, and to
respond to the pandemic situation, the conditions
of entry were made more flexible or the duration
of the benefits was extended. The existing regime
was thus complemented with a special regime
that covers all sectors of activity that have Wage
Councils, including both monthly contracts and
day laborers and those who have exhausted the
subsidy under the general regime. The benefit
was also extended to those workers with partial
suspension, with a partial reduction of the hours
worked (at least 50 % of the working day) and
to those workers who carry out activities with a
total suspension of tasks (subject to compliance
with certain requirements), maintaining the
employmentrelationship. Within this framework,
unemployment insurance reached a maximum
number of applications of around 82 000 in
March 2020, compared to a maximum value of
16 000 applications per month in previous years.
This figure decreased in the following months.
During the period March-June about 77 % of
the applications corresponded to the cause of
suspension and less than 10 % to dismissal (13).

In Trinidad and Tobago, the Wage Assistance
Grant provides $1,500 (USD220) for 3 months
to dependent workers who have been affected
by the pandemic at work.
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Finally, in Chile, through the Employment
Protection Act, additional resources have been
injected into the Unemployment Solidarity Fund
and the criteria for eligibility for insurance have
been temporarily modified. In particular, specific
circumstances are contemplated, including
the temporary closure of companies, staff
suspensions, or temporary reductions in working
hours to access this benefit. Therefore, the
worker maintains the employment relationship
while receiving income from the unemployment
insurance while the employer must continue
to pay the worker’s provisional and health
contributions. The basis for the calculation of
the benefit is the average remuneration of the
last 3 months (while for the calculation of the
insurance in case of unemployment it is the last
12 months). While the replacement rates in the
case of contract suspension are the same as in the
case of unemployment, in the case of a reduction
of working hours the employer pays the worked
part and the insurance covers half of the non-
worked part (14).

Unemployment insurance

In the proposed typology, the “pure”
unemployment benefits are those provided
by the unemployment insurance. Among the
modifications that contributory insurance has
undergone in the context of this crisis, to expand
its horizontal and/or vertical coverage, are the
relaxation of certain requirements for access to
them, the extension of the duration of benefits,
the increase in replacement rates, the increase
in benefit amounts and the use of individual
accounts for reasons other than those originally
contemplated

In Argentina, unemployment insurance
provides workers registered with social security
who has been legally dismissed without just cause
with a monthly payment, family allowances, and
medical coverage while they are unemployed. In
the context of this crisis, in April the minimum
and maximum amounts were raised to $6.,000 and
$10,000, respectively. At the same time, in view
of the extension of the quarantine, the Ministry
of Employment, Labor and Social Security
established a new extension of the expiration of
the benefits until December 31, 2020 (after the
one established in March and May), for all those
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cases with expiration between August 30 and
November 30,2020. The number of beneficiaries
remained relatively constant at around 120 000
people.

In Chile, in July, the national government
announced a project of transitory modifications to
the unemployment insurance. On the one hand,
accessrequirements are relaxed by reducing from
6 to 3 contributions made in the last 12 months.
At the same time, those workers with available
balances in their individual accounts can access
their funds regardless of the months they have
contributed. Atthe same time, replacement rates
are increased from month 2 onwards. On the other
hand, the “Benefit for self-employed workers™
was created, which includes a subsidy and an
interest-free loan to self-employed workers who
have submitted ballots for at least three months
in the last year or six months in the last two years
and who, additionally, in the month they apply
for the benefit have experienced a drop in their
income of at least 30 % for the period April 2019
-April2020. The subsidy, which is not considered
income and, therefore,is not subjectto taxes noris
it considered for social security purposes, covers
a maximum of 70 % of the reduction in income,
this percentage decreasing with the amount of
income (14). In September of this year, through
Law 21 269,domestic workers were incorporated
into the unemployment insurance system.

In Ecuador, before the Humanitarian Support
Law came into effect on June 22,2020, workers
independent relationships who were laid off had
to wait 60 days of being unemployed to apply for
unemployment insurance. Now they can apply
from the tenth day of being unemployed and
payments are made automatically (15).

In Costa Rica, the Law of Delivery of the
Labor Capitalization Fund was approved in April,
which allows for the withdrawal of the Labor
Capitalization Fund in the event of suspension
of the work contract or reduction of the workday
that implies a salary decrease (3). In Colombia,
while the economic emergency lasts, the salaried
workers who continue with the labor relationship
but who have suffered income cuts may withdraw
each month from their severance account an
amount that allows them to compensate for
such reduction (9). In Peru, on the other hand,
free availability for workers of up to S/2 400 of
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the compensation funds for the time of service
(CTS) and additional retirement measures for
workers with a complete suspension of work
were established.

Cash transfer programs to informal workers and
families

Another important group of strategies and
policies aims at compensating, at least partially,
the loss of monetary resources for families in
a situation of vulnerability, many of them in
informality and beyond the condition regarding
occupation and type of labor insertion. To this
end, non-contributory income transfer programs
were expanded and/or created. Some of them are
described below, without attempting to make an
exhaustive review of all the experiences in the
region.

In Argentina, in March, the amount of the
Universal Allowance per Child (AUH) and the
Universal Allowance per Pregnancy (AUE)
was doubled, with an additional outlay of $13.4
billion. In addition,abonus of up to $3,000 (USD
45) was granted to approximately 4.6 million
retirees who received a single pension benefit
untilreaching $18,892, which implied an outlay of
approximately $13.8 billion. However, the largest
income transfer measure is the “Emergency
Family Income (IFE),” created towards the end
of that month, liquidated through the National
Social Security Administration (ANSES), and
destined for informal workers,domestic workers,
and single-income or single-income workers in
the first two categories. The beneficiaries of the
AUH and the AUE were the first to be included
in this new benefit. The amount of the IFE is
$10,000 (59.3 % of the minimum wage). The first
payment was made between April and May 2020.
The second payment was made during June and
July and a third during August and September.
The number of benefit holders has been around 9
million, a figure that compares to the 4.3 million
children and adolescents receiving the AUH.

Colombia already had two conditional transfer
programs: Families in Action and Youth in
Action. During the first months of the pandemic
emergency, the national government authorized
the payment of two extraordinary transfers, one
in March and the other in May, to strengthen
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both programs. At the same time, the Solidarity
Income program was created for families that
are not beneficiaries of those two programs or
Colombia Mayor, and VAT refund and are in a
situation of vulnerability.

Ecuador, through its Ministry of Economic
and Social Inclusion, established the Family
Emergency Protection Bond for a few months,
aimed at those who do not have access to social
security with an income below the unified basic
salary, and at those affiliated with the peasant
insurance. In Bolivia, the Family Bonus was
created, atransfer of 500 Bolivian pesos (USD70)
per month to low-income families with children
attending the initial, primary, and secondary
educational level.

In Uruguay, contributions to the Uruguay
Social Program and the Equity Plan were
increased, programs focused on protecting poor
households. In CostaRica,the PROTEGER Bond
was implemented, which consists of temporarily
providing an economic amount according to the
condition of labor vulnerability in which the
person finds him/herself as aresult of the national
emergency caused by COVID-19.

In Paraguay, the Social Fund was established
to provide a subsidy of 25 % of the minimum
wage to independent informal workers or
employees of micro, small, and medium-sized
enterprises. The so-called “Pytyvd” program
reached approximately 1,100,000 beneficiaries
by mid-June 2020. In September 2020, a new
phase of this program began, with four additional
monthly payments, reaching 770 000 potential
beneficiaries. At the same time, the coverage of
the “Tekopora” program and the Elderly program
was expanded (11).

In Peru, different alternatives were also
implemented to reach the population most
affected by the crisis. On the one hand, the “Yo
Me Queen en Casa” bonus,amonetary subsidy for
households in situations of poverty; on the other
hand, the “Independiente” bonus for households
withlow-income independent workers affected by
the pandemic; the “Bono Rural” for rural families
in situations of poverty or extreme poverty;
the “Bono Familiar Universal” bonus for those
vulnerable households that were not covered by
the previous bonuses and the “Contigo” program
for severely disabled people in situations of
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poverty, in which the payment of a bimester was
advanced in March-April.

In Chile,the COVID-19 Emergency Bond and
the Emergency Family Income were created. The
former provided a one-time subsidy to households
receiving the single-family subsidy, households
receiving other transfers from the Seguridades y
Oportunidades system,and households belonging
to the 60 % most vulnerable households according
to the Social Registry of Households. In those
households in which some member receives a
retirement pension or is a formal worker, the
exclusion was indicated. The Emergency Family
Income is a monthly transfer to households
belonging to the 80 % most vulnerable (14).

In Brazil, the “Auxilio Emergencial” was
implemented, a money transfer for informal
workers, individual micro-entrepreneurs, the
self-employed and the unemployed,belonging to
families whose monthly income per person does
not exceed half the minimum wage (R$522.50),
or whose total family income is up to 3 minimum
wages (R$3135). Households benefiting from
the Bolsa Familia program receive the benefit
automatically. The program consists of 5
payments of R$600 and is doubled in the case
of single-parent mothers. In September, the
continuity of the program was announced until
December 2020, but for an amount of R$300.

Final considerations

The COVID-19 pandemic has clearly
demonstrated the constraints faced by labor
and social policies in countries with a high
presence of informality and relatively weak labor
institutions. This is compounded by challenges
in terms of fiscal space and institutionality,
including aspects such as government and
public-private coordination and technological
and logistical capacities to provide the goods,
services, and economic benefits required by
the affected populations, especially the most
vulnerable, including the restrictions imposed
by geographical location, for example, being
far from urban centers where there is the greater
installed capacity for health services. Some
national and sub-national governments quickly
decided to deliver food directly in order to
guarantee food security before the impossibility
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of rapidly expanding or implementing cash
transfer programs. Such is the case of Chile,
which at the end of May began delivering 2.5
million boxes of food. Subsequently, this program
was expanded, reaching 5.6 million in August.
Private initiatives by employers’ organizations
and private companies and the community work
carried out by many unions and other workers’
organizations also joined in.

The crisis clearly shows the need to move
towards greater income coverage because of job
losses,especially in the informal economy. Until
the beginning of the pandemic, the region had
a rich experience in social protection programs
of conditional and unconditional cash transfers,
although in most cases with strict targeting
criteria, thus reaching mainly the first deciles
of income in the distribution of the population’s
income.

Given the magnitude of the crisis, it also
strongly reached the middle sectors of the
population, who were also severely affected
in their income. Thus, in terms of managing
transfer policies, they have faced the challenge
of expanding and improving the registration
of these individuals and households that have
also become vulnerable. The rapid and timely
intervention has not only made it possible to
limit the immediate loss of income and the lack
of access to basic goods and services but also to
limit the amplification of these negative shocks
in the medium term.

Additionally, another challenge refers to the
best intervention strategies to support economic
recovery, and the insertion of people who have
lostor seen their sources of laborincome severely
reduced. The countries of the region have
different schemes of active labor market policies
with different designs, requirements, and target
population, implemented from different state
levels, which could, a priori, fulfill the double
objective of providing income to people with
greater difficulties in entering an occupation,
while at the same time helping them to achieve
quality labor market insertion. However, their
scope is still very insufficient, and the effects
in terms of the possibilities of obtaining formal
employment after going through the transfer
program are usually low. The challenge at
this juncture is even greater given the strong
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uncertainty regarding the characteristics and
intensity of the post-pandemic growth paths.

The crisis opens the opportunity to restructure
labor and social protection institutions to advance
in strategies that allow for a more permanent
labor guarantee and social protection basis, as
well as to structure acomprehensive employment
policy that accompanies or is part of the economic
recovery strategy. The adaptation of some labor
institutions such as unemployment insurance can
already be considered an important institutional
advance. In this sense, the design of a system of
protection againstunemployment, which includes
the suspension and reduction of working hours
as a reason for receiving benefits, is making it
possible to improve coverage while maintaining
the employmentrelationship. These mechanisms
will surely be very appropriate for future systemic
or sectoral crises that the economies of the region
may face.

A key dimension, which should play a
greater role in the strategy for recovery with
employment, relates to occupational safety and
health, particularly in the area of biological risks
caused by the COVID-19 pandemic. Countries
have been incorporating and gradually increasing
provisions for policies, institutions, businesses,
and workers to take the necessary preventive
measures, but given that the overlap between
pandemic and possible recovery scenario is the
most likely, there is no doubt that a strengthening
of occupational safety is what will allow a safe
and healthy return to activities. Other dimensions,
such as psychosocial risks, have also taken on
significantimportance,for example, in segments
that have seen teleworking intensify. Thus, the
quality of work, the sustainability of companies,
and their productivity have begun to be more
closely linked to these factors and areas of labor
policy.
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SUMMARY

The wide socioeconomic impact of the COVID-19
pandemic in the world has led to several political
initiatives to minimize it, both in developed and
developing countries. One that has gained some
notoriety is the idea of transferring cash to citizens
with a broader scope in terms of universality and
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inthe past. This article describes the implications that
adopting a UBI policy could have in Latin American
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conditions that these countries would face in adopting
a UBI policy. We conjecture that, given these initial
restrictions, the full implementation of a UBI program
in the region does not seem feasible at this time; and
that, given the profoundimpact and slow recovery they
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RESUMEN

El amplio impacto socioeconomico de la pandemia
COVID-19 en el mundo ha dado lugar a varias
iniciativas politicas para reducirla al minimo, tanto
en los paises desarrollados como en los paises en
desarrollo. Una que ha adquirido cierta notoriedad es
laideade transferir dinero en efectivo a los ciudadanos
conunalcance mds amplio entérminos de universalidad
e inclusividad (ingreso bdsico universal (IBU), que lo
que este tipo de programas han tenido tipicamente en el
pasado. Eneste articulo se describen lasimplicaciones
que la adopcion de una politica de IBU podria tener
en los paises de América Latina (ALC), basdndose
tanto en las consideraciones analiticas del IBU como
enlasdébiles condiciones socioeconomicas de partida
a las que se enfrentarian estos paises al adoptar una
politica de IBU. Conjeturamos que, dadas estas
restricciones iniciales, la plena implementacion de
un programa de IBU en la region no parece factible
en este momento,; y que, dado el profundo impacto
vy la lenta recuperacion a la que se enfrentan ante
el impacto de la pandemia, un compromiso entre el
IBU y una transferencia monetaria menos universal
e incondicional, podria satisfacer tanto la necesidad
de hacer frente a la emergencia economica a corto
plazo, como la capacidad financiera para abordarla.

Palabras clave: Renta bdsica universal, renta bdsica

de emergencia, rentabdsicatemporal, América Latina,
COVID-19, pandemia.

INTRODUCTION

The wide socio-economic impact of the
COVID-19 pandemic in the world has led to
various policy initiatives to minimize it, both
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in developed and developing countries as well.
One that has acquired some notoriety is the
idea of transferring cash to citizens, although
with different scope in terms of universality and
inclusiveness.

From the start of the pandemic until now,
among the proposals, only two have turned
operational. UK, Colombia, and Argentina are
among the countries with initiatives proposed by
specific political groups. In the UK, over 170
opposition politicians, in a letter dated March
19, 2020, to the Chancellor of the Exchequer
HM Treasury, called for the government to
approve a universal basic income (UBI) during
the COVID-19 pandemic (1). In Colombia,
some senators asked the parliamentto approve an
Emergency Basic Income to deliver to vulnerable
people during the COVID-19 emergency
pandemic in the country (2). In Argentina, a
government project to implement a Universal
Basic Rent is pending (3).

On the operational front, only Spain
implemented a program that could be aligned with
the UBI approach. Law on a Minimum Living
Income Law was approved last May and the
transfers started in June (4). A pilot in Germany
should be mentioned, though. The Institute for
Economic Research, based in Berlin, started
the “My Basic Income” project of delivering
1 200 euros a month to 1 500 people randomly
selected and for three years, starting last August
up to December 2024 (5). Two proposals, with
a greater regional scope, were also presented;
one sponsored by the United Nations (UN) that
recommends the adoption of a Temporary Basic
Income in developing countries (6), while the
other one proposes a Basic Emergency Income
in the Latin American and Caribbean region (7).

This article describes the implications that
the adoption of a UBI policy could have in Latin
American countries (LACs), taking into account:
first, that they come from experiencing a weak
socioeconomic position before the COVID-19
pandemic; and, second,that such initial condition
would make it more difficult to adopt a UBI
policy, given its demands on fiscal resources
and possible unwanted impacts in the long term.

The discussion is organized as follows: In
the first section, we present the UBI concept,
main features, and criticisms. Itis perceived that
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implementing a pure UBI looks difficult, which
explains why, despite being a concept developed
since long ago, it has not spread in practice.

In the second section, we examine two
proposals of a sort of combination of universal
conditioned cash transfers aimed at mitigating the
effects of policies directed to control the spread
of the COVID-19 pandemic in LACs. We arrive
at two important considerations: first, given the
initial conditions of LACs, we conjecture that
moving towards a pure UBI in LACs does not
look feasible at the moment; and, second, given
the deep shock and slow recovery they face,
an intermediate solution between a UBI and a
less universal and unconditional cash transfer
could meet both the need to face the economic
emergency in the short term, as well as the
financial capacity to address it.

A Universal Basic Income. A policy response
to the COVID-19 Pandemic? or A long-term
welfare policy?

...at least for the moment, a UBI should be
taken seriously,but not necessarily literally. .. (8)

The following comments on UBI’s conceptual
aspects and implications are based on the recent
World Bank publication on the subject (8).

The IBU is conceived as a government
payment in cash to each individual, regardless of
whether they work or not and without distinction
of their socioeconomic situation. Beinguniversal
means the absence of eligibility restrictions,
except perhaps those related to national identity
and age. So far, considering these basic features
—name-ly, cash transfer modality, universality,
and lack of conditionality —, only two UBI
initiatives have put into place (Mongolia and the
Islamic Republic of Iran) and for a limited time.
Indeed,their implications make the authors saying
that ...the move toward an unconditional cash-
based transferis plausible, though...it may not be
without controversy... They are discussed next.

An individual IBUis considered superior to
other social assistance programs in that it would:
give more freedom to its beneficiaries to spend it
as they see fit; lack stigma issues related to poverty
status; offer economic security by becoming a
stable source of income, and foster the financial
development and human capital accumulation.
Nonetheless,concerning its unconditional nature,
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establishing a uniform UBI for everyone is
incompatible with equity objectives and may
confront alow willingness of the society to accept
an income delivery in exchange for nothing. On
the other hand, with the use of unconditional
transfers, expected externalities that conditional
transfers permit through changes in the behavior
of economic agents would be lost with a UBI;
for example, the correction of market failures in
cases of insufficient provision of certain public
goods and services, such as health, nutrition,
among others.

At an operational level, a UBI’s institutional
management is simpler than that of conditional
transfers; problems of moral hazard related to
the household definition and the administrative
follow-up that targeted transfers require are
minimal; the beneficiaries’ transactional costs
are low; it promotes banking in low-income
strata,and allows taking advantages of electronic
banking. Despite these advantages, a UBI is not
without complications. Although it would bear
low administration costs, it’s total fiscal costs
would be high. Its tax financing would make it
no longer universal; particularly, a uniform UBI
would favor the lower-income strata with lower
marginal tax rates, but it would harm those of
the highest affected strata with higher marginal
tax rates. Due to this, a UBI could raise strong
political opposition. Likewise, the existence of
fragile institutions might give rise to exclusion
errors and, as such, impede access to the benefits
of the IMU.

Some macroeconomic effects of a UBlinclude
facing risks of price increases in certain goods
andservices induced by higher demand in weakly
integrated markets; loss of purchasing power
that might originate in unstable macroeconomic
environments; the UBI’s frequency, spending
patterns should be taken into account too. The
netimpactof migration should also be considered,
although its costs would not always have to be
greater than its benefits.

Given those shortcomings, the political
viability of a UBI may have to hinge onembedding
some form of co-responsibility in its design.
A decision to combine the UBI with targeted
social programs, to enhance the universality
of the transfers and maintain at the same time
some kind of co-responsibility would involve
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some challenges: it would face the conventional
problems attached to targeting; would oblige
citizens to choose between them; and eliminating
some existing schemes might not be politically
feasible while adding the IBU to them would
raise the fiscal costs.

...As a radical solution, a UBI is bound to
be thought-provoking...(8)

The present narrative of the UBI has diverse
antecedents. The first attempts to propose a basic
income date back to the 16th century. They argued
for the establishment of a minimum income for
the poor, either to avoid the effects of negative
social behaviors forced by poverty (9), or as a
matter of the moral exercise of charity (10). Poor
laws in England and public welfare in Europe,
which began to be implemented at the end of that
century, were fed by these proposals.

The idea of a sufficient income for survival
took hold over time, but new conceptual bases
emerged. Anatural inheritance of wealth created
in the past that cannot be attributed to someone
in particular (11) and of a form of liberation
of labor from the domination of capital (12).
Likewise, the incipient ideas of a subsistence
income for each member of the community stand
out, regardless of whether they work or not (13),
that no one should be forced to work (14). At
the same level of social justice in Vives (10), the
moral right of each person to access the means
of subsistence was invoked (15,16). However,
some incipient considerations on conditionality
for the enjoyment of a basic income started to
appear next, such as its insertion into a national
program of social security and protection of
children (17). The initial foundations of social
security, as ameans to reduce inequality, poverty,
and the risks that such situations entail, had been
anticipated already (18); but,instead of addressing
an unconditional basic income, the idea moved
towards that of a social benefitrelated to workers’
contributions.

While the Social Security consolidated in
practice,especially in Europe, liberal economists
in America started defending the idea of a
less conditional minimum income (19,20). A
proposal of a negative tax income prompted the
simplification of all social care programs and the
eradication of inefficiencies that derived from
conditioning for access to their benefits (21);
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while the idea that work should not be used as
an income reference emerged as well (22).

The proposals and arguments defending an
unconditional basic income also gained strength
in Europe. In the Netherlands, the rationale of
paid work’s dehumanizing nature was used to
propose the reduction of working hours (23). In
Great Britain the Basic Income Research Group
was formed in 1984 and, after various changes,
has remained as the Citizens’ Basic Income
Trust since 2017 (24); its main arguments focus
on the failure of full employment policies and
the need to separate people’s income from work
commitment. In Germany, the discussion also
strengthened among academics, politicians,
trade unions, and public officials, on the basis
that the UBI is a new category that not only
allows individuals to stop being subjected to the
conditions of the labor market but also that the
time they release is part of their well-being (25).
In France, various arguments supported the
idea of an income decoupled from work due
to: the value of working time is different from
that of labor income (26); the displacement of
workers caused by the progressive automation
of production (27); and the intangibility of the
value of work that prevents it from equating it
to wages (28).

Currently, the simpler approach that the
availability of a UBI guarantees more freedom
to their recipients, has displaced the previous
narratives (29)!. Therefore, neither social justice
nor poverty reduction is the main objective of a
UBI under this approach; although, in practice, it
would contribute to achieving them. In essence,
with a UBI, people would not have to choose
between the obligation to work for a salary and
working or engaging in voluntary and/or more
socially useful creative work.

Some details allow us to weigh the conceptual
scope of this approach. First, the UBI is seen as
a complement to the income that people would
receive from other ordinary sources, including
those coming from the social welfare system.
Particularly, its implementation would require

'Philippe van Parijs is among the most prominent representatives
of the UBI as a mechanism of economic freedom. See
the listing of his work at https://uclouvain.academia.edu/
Philippe VanParijs/CurriculumVitae. He is also co-founder of the
Basic Income European Network (BIEN) https://basicincome.org.
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the absence of poverty,to guarantee the condition
of freedom mentioned previously; a UBI that
coexisted with situations of poverty should notbe
considered as efficient. Second, it is recognized
that UBI tax financing would have different
effects for the low- and high-income strata; in the
first case, the substitution effect of lower marginal
tax rates would lead to an increase in the supply
of work, while the opposite would occur in the
second one. Third, although it could happen that
the net effect would be of a reduction in the labor
supply, rather a redistribution of jobs would be
expected; still, if the former occurred and the
financial sustainability of the UBI were to be
threatened, the increase of some taxes (on capital
and wealth, especially inheritances) should be
considered. Finally, it should be expected that
the establishment of a UBI would not replace
public programs directed to education, health,and
other services, nor would it lead to a broadening
of the public sector.

From a political economy point of view, the
UBI could lead to rejection from employers,
based on their expectations of wage increases
that would lead to areduction in the labor supply.
Likewise, it is possible to expect the unions to
oppose the loss of power spaces; yet, more than
to the UBI itself, this loss could be attributed to
the new structural features of the role of work
in production processes. Potential moral hazard
and labor ethic problems would probably cause
rejection to a UBI, but this argument ignores the
right of low-income workers to enjoy the same
freedom of high-income sectors. A political
problem might arise if massive migrations are
attracted to countries that implement the UBI;
this would require solving discrimination by
the exclusion of non-residents and the effects
on labor markets of migrants forced to work
with low wages. In a different vein, potential
problems might arise if mass migrations were
attracted to countries that implemented the UBI;
this would require solving the exclusion caused
by discrimination against non-residents and for
the negative effects on labor markets coming
from the migrants’ lower wages.

In general, it is considered that no experiment
could convince about the application of a UBI,
since its limited scope and temporary nature,
would not allow it to appreciate the development
of the expected behavior. The recommendation of
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van Parijs (29) points to a gradual implementation
in both advanced and developing countries. Some
skepticism still prevails for the macroeconomic
impact of the UBI, mainly because its limited
practice leaves unanswered big questions on its
general equilibrium, distributional and welfare
effects. Thisisespecially true when adistinction is
made between the neutral financing of the UBI, or
when it would replace other social programs (30).

A brief summary

Provoking as it is, the IBU concept presented
here, with a long history behind, shows that its
successful implementation faces non-trivial
implications. Are the latter beneath the limited
practice of the UBI? Answering this question
is difficult, because being the UBI’s practice
limited, there only remain the insights from the
experience of conditional cash transfer programs,
whose results prevent the formation of definitive
and unique conclusions and make them extensive
to those of the unconditional cash transfers.

Yet, the relevance of such a question remains,
and gives rise to other ones. First, on what basis
anyone should have the right to receive it, and
for how long? Appealing to the original intention
of the UBI — namely, more economic freedom —
might not be enough, if the expected behavior of
its beneficiaries would not materialize and cause
distortions in the supply of labor.

Second, what level should the UBI reach,
should it complement the people’s income? It
looks like the initial socioeconomic conditions of
the countries might obstacle its implementation,
particularly, in developing countries affected by
situations of high inequality and poverty.

Third, what conflicts might it cause between
different economic sectors? The fact that the
UBI's tax financing might involve important
redistributive impacts, might cause political
rejection. Also, the lasting impact of specific
taxes to finance the UBI on employment and the
public finance might be considerable.

Because of those implications, it can be
conjectured that, for now, the UBI might be
both a temporary and of restricted universality
instrument of welfare programs. A recent
recommendation of a UBI for LACs is in that
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perspective.

A UBI for LACs?

The policy dilemma between containing the
spread of the COVID-19 pandemic through self-
isolation, quarantine and social distancing, and
fostering economic activity poses significant
challenges for any country. Although the net
impact of the pandemic will depend on the quality
of the measures and the citizens’response to them,
it is highly probable that the course of contagion
will last longer than estimated at the beginning
of the pandemic, that part of the income’s active
population is lost, and that some lasting effects
will hit harder to the countries least prepared to
face them. LACs are among the latter.

As part of a set of measures aimed at
mitigating the impact of COVID-19 control
policies on the economies of the region, the
Economic Commission for Latin American and
the Caribbean Countries (ECLAC) has proposed
a temporary Basic Income in the form of cash
transfers for the region, as a means to move
gradually towards a UBI (7). How prepared are
LACstoundertake a UBI, why should they follow
this pattern and how much would a program
like this cost? As their initial conditions show,
the implementation of a UBI require enormous
efforts to overcome the significant losses of
income caused by the COVID-19 pandemic
and the structural deficiencies of the prevailing
economic models and social protection systems
in the region.

Initial conditions

After important advances in the 90s and
2000s, the LACs have been showing economic
and social stagnation in recent years, especially
in the last quinquennium (Box 1). These results
place them among the countries with the worst
macroeconomic and socioeconomic performance
inthe world (Box 2). Furthermore, in the absence
of proactive and effective policies, it is projected
that poverty and inequality will increase even
more, as a result of the COVID-19 pandemic’s
controls (Box 3). Although such a performance
might be associated with a possible loss of
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Box 1 Macroeconomic and social performance before the COVID-19

The COVID-19 pandemic came at a time of weakness and socioeconomic vulnerability in LACs.
Indeed, this pandemic arises at a time when the region’s macroeconomic and social indicators were
already showing stagnation and/or reversion signs.

The deterioration in GDP growth rates in LACs began to be observed since 2010 when the average
for the region reached almost 6 %; between 2014 and 2019, the average per year was 0.8 %,
approximately 8 times the 2014 value (31). It should be noted that these levels are the lowest since
the 1950s (32).

The same trend shows the average annual variation rate of the region’s exports of goods and services;
from the peak reached in 2010 (9.2 %), it falls to an average of 2.5 % between 2012 and 2019 (31).

In the fiscal sphere, with ordinary public revenues, affected by the impact of lower GDP and export
growth, the countries of the region tended to make more intensive use of public debt to finance
part of their fiscal deficits. Public debt as a proportion of GDP increased by almost 3 percentage
points on average per year, from less than 30 % to 50 % of GDP and, correspondingly, the account
of interest on this debt also did so by around 1 % of GDP during the same period (32).

The deterioration in macroeconomic performance affected efforts to reduce poverty and inequality,
which had improved significantly between 2000 and 2014. In the case of poverty, the rates had
dropped from 48 % in 1990 to 28 % in 2014, and from 22.6 % to 12 % in the case of extreme
poverty between the same years. However, since 2014, they began to show some signs of reversal;
with an increase of 2 percentage points between 2014 and 2018 (32).

The improvement in equity is evidenced by the simple average of the Gini coefficient which, for a
group of 15 countries in the region, had fallen from 0.477 in 2002 to 0.465 in 2018, with a reduced
rate per year of 0.9 %. However, the reduction in the indicator weakened between 2014 and 2018
(0.6 % per year), behavior consistent with the less favorable economic performance of the region
since 2014 (33).

Informality in the region, at levels of more than 50 % of the active population, constitutes a relevant
aspect in the determination of poverty in the region, because it entails instability in family income,
low-income levels in cases of low-skilled independent jobs, and a high proportion of child and
youth employment (more than 70 % of the population aged between 5 and 17 years (7) and limited
access to contributory social security services (health and employment insurance, pensions).

Other inequities in the region include limited access to social protection, particularly to universal
public health and education services; as well as the enjoyment of subsidized public services of
electricity, water, social housing programs, telephone communications, and internet services.
Bancarization is also precarious and/or only generalized in basic products that do not allow taking
advantage of the advantages of digitization and internet banking. Gender inequality in the region is
evidenced in women’s labor income that is 25 % lower than that of men and high rates of domestic
violence and femicide (7).
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Central government spending on health averaged 2.2 % of GDP in 2018, way below the one
recommended by the Pan American Health Organization. Facilities and coverage are also insufficient.
The number of hospital beds per thousand people remains in general below the world average in
almost 1/3 (3 beds). The participation in health insurance plans of employed aged 15 years and
older was only 57.3 % in 2016, while the out-of-pocket health expenditure was 37.6 % of total
health expenditure (7).

In education, the lags in the use of communication technologies stand out. The use of the internet
has extended in the region, but not equally among countries and income groups. The percentage of
inhabitants in most South American countries reaches 80 % in mobile internet connection, while it
drops to 30 % in Central American countries. The connectivity rate among income groups shows
a significant gap between the poorest and the richest, 60 percentage points in the widest cases, and
17 points in the narrowest (7).

Box 2 International comparison

LACs’ macroeconomic and welfare indicators for the last five years not only contrast with the most
favorable achieved in the immediately preceding decade but also because they are among the worst
in the world. Not only did the average rate of change in GDP fell considerably; its level was lower
than that of other regions.

Compared to the 2014-2019 growth rates of LACs, those of South Asian (SA) were more than
eight times higher, five times in East Asia and Pacific (EAP), 3 times Middle East and North Africa
(MENA), and in Sub-Saharan Africa (SSA), and twice in Europe and Central Asia (ECA) (31).

The contribution of the Latin American region to world export growth is also one of the lowest.
The annual average for the 2014-2019 period is just 0.2 %, compared to 1.5 % for the EAP and
ECA countries (each) and 0.5 % and 0.3 % for the MENA and South Asian countries, respectively
31).

In the fiscal area, the average annual government revenue as a percentage of GDP for the 2014-
2019 period was 23.9 %, similar to the world average (24 %), but almost 10 percentage points of
the average of the countries of Europe and Central Asia (31). For some countries, the public debt /
GDP ratio was below the maximum prudential limit of 40 % (Peru and Paraguay), but for others, the
ratio widely exceeded that limit (Argentina 89 %, Brazil 76 %, Costa Rica 61 %) (32). Obviously,
these countries will face severe restrictions to obtain credit in external markets in the near future
and probably much more in the context of the COVID-19 pandemic.

In the comparison of well-being indicators, the group of Latin American and Caribbean countries
also occupy the worst position. The variation rate of the average real GDP per capita for the 2014-
2019 period is not only the lowest, but it is the only one that turns negative (-0.2 %). Meanwhile,
those of the high, middle- and low-income countries averaged 1.5 %,3.2 %,and 1.2 %, respectively,
during the same period (31).
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Despite the decline in inequality levels in Latin American and Caribbean countries, they are still
among the highest in the world. In some countries of the region inequality stopped decreasing or
even started to increase (since 2010 in Mexico, since 2013 in Brazil, and since 2014 in Argentina),
(34); a fact that reveals that the different dimensions of the problem continue to constitute barriers

for the inclusion and development of the population.

effectiveness of their targeted social programs,
other restrictions might be underneath those
results as well: punctual shocks, like the global
financial crisis of 2008-9 that may have caused
lasting negative economic effects, on one side;
and structural factors on the other hand,especially,
the high vulnerability of economies that strongly
depend on exports of commodities whose prices
are subject to big swings. The latter explains

Box 3 Some projections

to a great deal, the region’s recent poor growth
rates and the lack of enough financial resources
to boost social assistance programs.

Indeed, LACs have not exceeded their
historical development patterns; and their
industrial policies, fiscal space, social program
networks, and institutional settings have
consistently lagged.

Since March of this year, when the World Health Organization (WHO) declared the COVID-19
pandemic, initiatives began to emerge from various institutions to measure the socioeconomic
impact of COVID-19 and the preparation of projections on the economic and social performance
of the countries in the context of the development of said pandemic. Obviously, the estimation of
projections on the results of the macroeconomic performance and the social management of the
countries may have margins of error due to the uncertainty about the development of an epidemic
that still does not show signs of stabilization and control and about the time it will take to do so.

Initial projections (March-April) for world GDP growth for 2020 were more optimistic than those
published more recently (June-August). In April, the IMF (35) placed it at -3 %, but reduced it in
June to place it at -4.9 %; the World Bank (36), for its part, projected -5.2 % for June, a somewhat
larger drop. For Latin America and the Caribbean, the projected reduction levels are higher, and
likewise, the most recent ones are less favorable than that estimated for the region in March-April.
By then, it was estimated at -5.3 % (32), but in June the projected reduction reached -7.0 % (36);
in August the estimated reduction is even greater, equal to -9.3 %. In some countries, the situation
is more unfavorable than in others, with Venezuela leading the list with -22.9 %, followed by Peru
with -13.1 %, Argentina with -11 %, Mexico with -10.5 %, and Brazil and Ecuador with -8.4 %
and -8 %, respectively; In the group for which a smaller drop is projected in 2020 are Paraguay and
Uruguay with rates of -3.7 % and 3 %, respectively (37).

Regarding exports, estimates last April projected substantial reductions in their growth rates, with
oil companies being the most affected (-15.9 %) and followed in order of importance by mining
products (-12 %) and agro-industrial products (-5 %). The reduction in oil prices was estimated at
-47.9 % last June, while that of non-energy raw materials was estimated at -5.9 % (7).
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These projections are based on the contraction of global demand - especially from China -, the
deep fall in oil prices last March and the interruption of trade in the case of global value chains. In
the latter case, both Brazil and Mexico are among the most affected countries also because their|
manufacturing sectors are the largest in the region. In the same way, there is a great contraction
for the Caribbean countries due to the fall in tourism, severely restricted by restrictive policies for|
travel related to containing the contagion of COVID-19. Closely related to these projections, less
availability of access to international financing and intensification of exchange rate depreciation is
expected, as a result of the lower inflow of external resources to the region.

The impact of real contraction is estimated to be very severe on tax revenues, especially in the
countries of South America. The primary fiscal result is projected in very important negative values,
ranging between -3.3 % (Uruguay) and 12.6 % (Brazil), with intermediate values that average
around 6 % for the other countries (36). This entails significant budgetary restrictions that will
limit the fight against poverty and inequality in the region. In fact, for last July it was estimated
that unemployment will increase in 2020 by 13.5 % (34), 10 percentage points more than what
ECLAC (32) had projected in March (3.4 %); and an increase in the Gini coefficient for the region

in 7.8 % (34).

other regions of the world. Particularly, trade
patterns based on static comparative advantages —
raw materials and low value-added manufactures
— translate into little export dynamism and make
the region very vulnerable to the volatility of
its exports’ prices. These weak fundamentals
add to a structurally limited fiscal capacity. Tax
revenues are determined by low average effective
tax rates and unnecessarily high tax expenditures
(high informality,indiscriminate and inconsistent
exemptions and exemptions, and loopholes that
facilitate tax evasion and avoidance) that reduce
the tax bases. On the other hand, the tax structure
tends to be regressive, which in many cases
implies high marginal tax rates for sectors with
less taxable capacity. The social security systems,
due to the high level of labor informality, tend
to be deficient from the budgetary point of view.

The persistence of high informality, large
gaps in access to social security and protection
programs,unequal access to education that limits
productivity growth, deficient and insufficient
health services, and high health out-of-pocket
costs, the exclusion of socially focused programs
are among the main structural deficiencies that
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characterize social protection systems in the
region.

Increasing incomes for the richest and
expanding middle-income strata involve
additional problems; in the first case, because it
reinforces inequality, and in the second, because
the improvement has not been high enough to
meet their expectations in terms of better living
conditions.

To these aspects add others that pose new
risks of reinforcing different forms of inequality;
among them stand out: the impact of climate
change and natural disasters on the poorest;
migratory movements and automation of tasks
that tend to benefit the richest countries with
highly skilled workers and a deep inequality
between them and the poorest countries.

Inabroaderlong-term and global vision,LACs
face additional challenges. A possible greater
permanence of teleworking and the increase in
production processes based on robotics — which
in fact, have been developing since before the
pandemic — imply technological demands that
exceed a scarcely diversified export vocation
and a specialization in products with little value-

Vol. 128, Supl 2, diciembre 2020



MORENO M

added. The relocation of foreign investment?
might also occur by the trade barriers that have
arisen between the US and China. This might give
rise to changes in the structure of international
trade, for which adaptation requires preparation
that in LACs would take longer than in others.
Finally, the transition towards a global energy
consumption pattern based on non-polluting
sources raises the reorientation of the production
schemes of the oil-producing countries, whose
presence in Latin Americaisrelatively important.
Therefore, the expectations of the ‘““new normal”
for LACs are those of alonger period of economic
contraction and, of greater fiscal difficulties for
their performance in the medium and long term.
They have to choose between continuing the
validity of the development style followed up
till now or reinventing themselves, embarking
on a new route that guarantees sustainability in
growth and higher levels of well-being, based on
respect for the environment and social solidarity.

Why going “universal’”’?

Until now, LACs have focused on using
conditional cash transfers (CCTs) as part of
their social assistance policies and, specifically,
as a more secure and direct means of achieving
objectives of poverty and inequality reduction.
CCTs became popular in the late 1990s and
nowadays there are more than thirty such
programs in about twenty countries of the region
(see Appendix). Due to their targeting nature,
the beneficiaries of CCTs are expected to behave
in some expected way; the conditions typically
include compliance of children and young’s

2Offshoring, a business practice consisting in the localization of
manufacturing investment in foreign countries, facilitated by the
existence of cheap labor and the availability of safer and more
efficient transportation, started to show some sign reversions
since the last decade. Reshoring - creation of added value in the
countries of origin — and nearshoring — outsourcing in a nearby
country, preferably a neighboring country — have been taking
place as an answer to eroding advantage of lower salary costs,
pressure of companies to innovate and increase their competitive
capacity, risks of locating assets abroad and protection of
intellectual property. Emerging technologies — as digitalization
production processes (additive manufacturing, information and
communication technology, nanotechnology) — and experience
gained on the risks of global chain values have facilitated the
move toward these practices, that project a manufacturing
production progressively concentrated in local and regional
hubs closer to both developed and developing countries (32).
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enrollmentin the educational system and family’s
enrollment in health programs.

In the face of the COVID-19 pandemic,CCTs
are not enough, as the loss of income affects a
wider range of the population. For this reason,
ECLAC took the initiative to recommend a set
of policy measures with broad coverage as a step
in the direction towards universal protection.

In general, these policies area have been
directed to an immediate implementation of
fiscal stimulus measures to avoid the stoppage
of companies and the loss of jobs; guarantee
the supply of essential products (food, energy),
medicines and medical equipment and universal
access to COVID-19 tests and medical care and
treatments for those infected; guarantee liquidity
and credits at low-interest rates; alleviate the
economic conditions of people through deferral
of credits’ payments, rents, and public services;
and the payment of temporary cash transfers
to meet basic needs and support household
consumption (7). These cash transfers are seeing
as a means to reach those living in poverty and
the ones that face risks of falling into poverty as
well (low-income non-poor and lower-middle-
income strata) and to move even further: to turn
the transfers into a UBI.

Going from targeting to universal in LACs
is seen as making real the exercise of people’s
rights to free access to social protection and,
therefore, as established in the objectives of
both the 2030 Agenda for Sustainable and the
International Labor Organization (ILO) Social
Protection Floors Recommendation No. 202 (38)
and the 2019 Regional Agenda for Inclusive
Social Development (39), (Box 4). Among
IL.O’s guidance points (38), there highlights the
recognition and primary responsibility of States to
give universality of protection, “based on social
solidarity” and including by “setting targets and
time frames”; and ECAC’s Regional Agenda
includes among its principles “universalism that
is sensitive to differences” (39).

In practice, going universal in social protection
in developing countries would not be new
at all, since some health coverage has been
progressively taking this direction. The lessons
of this experience show mixed results, whose
fundamentals should have to be considered.
Some studies show positive evidence on financial
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protection, but others find weaker or even
negative impacts (40). Yet, the examination of
this particular field of social assistance presents
many methodological challenges? that have to be
overcome to get enough confidence that “going
universal in health” is worth the effort and,
more importantly, that this experience should be
extended to the rest of social programs.

How much a UBI would cost in LACs?

ECLAC proposes a Basic Emergency Income
(BEI) in LACs, which could transform later into
a UBI (7). The specific features of this BEI are a

cash transfer, a duration of six months (minimum
three months), five different targeting criteria
from the most to the least expensive ones: 1.
everyone (universal), 2. all persons living in
poverty, 3. all informal workers aged 18—64
years, 4. all children and adolescents aged 0—17
years and 5. all persons aged over 65. In each
case, the costs are estimated for people under
poverty (Pov Line) and extreme poverty lines
(ExtPovLin), respectively (Table 1). The costs
are also compared to those of current CCTs for
the different groups.

The average cost/GDP estimated for 18
countries*and a 6-months-duration cash-transfer

Table 1. Costs in % of GDP of ECLAC’s Basic Income (Cash Transfers)

Coverage Pov Line Ext Pov Lin $ Current
% of $ 67/mes CCTs
Population Duration 6 months - % of GDP
Universal 100.0 9.2 4.0 0.6
Persons living in poverty 34.6 2.8 1.0 0.6
Children and adolescents aged 0-17 28.8 2.7 1.3 0.2
Informal workers aged 18-64 20.0 20 0.7
Persons aged 65 or over 8.8 0.6 0.1 0.3

Source: (7)

ranges between a minimum of 0.1 % of GDP
(persons aged 65 or over - ExtPovLin) and a
maximum of 9.8 % of GDP (universal - PovLine).
These figures show that a considerable amount
of fiscal space would be required to finance the
proposed BEI, especially,in the first three groups:
universal, persons living in poverty, and children
and adolescents aged 0-17. Therefore, ECLAC
recommends choosing the transfer for “Persons
living in poverty”, which would cover 35 % of
the population and would require a monthly
transfer of $143.

3Among them, choosing the units of measurement of health
indicators properly, their timing, heterogeneity of population
groups (even across regions in a country), design of health
programs, income distribution, institutional health setting, etc.
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How much this choice will affecteach country,
will depend on their characteristics (population
size, number of persons living in poverty and
mean poverty line income). The amount of
reference for Poverty Line ($143 per month) is
below the vulnerability measure for LACs,which
is in the range of $5.5 to $13 per day (equivalent
to $165 to $390 per month) used in other studies.

In Ortiz-Juarez and Gray (6), the proposal of
a Temporary Basic Income (TBI) deploys the
methodology of estimation, which gives some
insights to evaluate the choice of a basic income

“Argentina, Bolivarian Republic of Venezuela, Brazil, Chile,
Colombia, Costa Rica, Dominican Republic, Ecuador,
El Salvador, Guatemala, Honduras, Mexico, Nicaragua,
Panama, Paraguay, Peru, Plurinational State of Bolivia
and Uruguay.
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Table 2. Potential beneficiaries of the TBI

Cash transfer

Developing countries by region*® Poor Vulnerable | Median of national | Vulnerability per regions’s

poverty lines measure vulnerability

threshold
# of people $ per day (2011 PPP)

South Asia 193 594 2.0 19-32 1.9
Sub-Saharan Africa (SSA) 440 267
East Asia and Pacific (EAP) 155 366
Middle East and North Africa 34-39 Below 5.5 32
(MENA) 75 94
Europe and Central Asia (ECA) 59 159
Latin America and the Caribbean 151 227 52-63 5.5-13.0 55
(LAC)
Total 1,073 1,707
Source: (6)

*The study covers 132 developing countries.

in LACs. The proposed TBI takes the form of
unconditional, non-entitlement, and individual
cash transfers and is thought to rule for a specific
period,up to 9-12 months. Its design distinguishes
between “poor’ and “vulnerable” people; being
the firstthose who live under international poverty
lines, and the second those that are no longer poor
according to the previous standards, but that face
risks of falling into the first group.

To estimate the level of the TBI, the authors
group 123 developing countries under regions
that are classified according to the current UN
international poverty lines’ thresholds (Table 2).
The exercise assumes the 2018 welfare levels,
as a reference to determine the TBI potential
fiscal costs; in addition, they also consider three

Table 3. Estimation Scenarios

scenarios of TBI levels, according to certain
criteria (Table 3).

The first scenario corresponds to the estimation
of a cash transfer equivalent to each country’s
average shortfall in income, concerning its
corresponding vulnerability threshold; for
example, the median shortfall for South Asian
and SS A countries will be the difference between
$3.20 a day and $1.90 a day. The TBI in the
second scenario is equivalent to the difference
between half the median per capita income or
consumption in each country and the amount of
the typical international poverty line. The last
scenario corresponds to a uniform cash transfer
of $ 5.5 a day.

Cash transfer Pj equivalent to

Scenario 1 Average income shortfall/Threshold vulnerability

Scenario 2 Half median household per capita income or consumption

max ($1.9, 0.5 yij)

Scenario 3 $5.5 uniform cash transfer

$5.5

a/i: individual; j: country; nj: total population in j; yij: income of I living below z in j; qj: total number of people whose

incomes yij are below z; z: vulnerability threshold
Source: (6)
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According to this approach, the average
TBI costs, for the 132 countries and a 6-month
period in % of the GDP, go from 1.6 % in the
first scenario to 2.1 % in the second one and
3.8 % in the third one (Table 4). The figures

for each country group vary, corresponding to
the highest costs to those with large populations
in the bottom-income and biggest gaps between
their median poverty lines and the vulnerability
threshold (Sub-Saharan Africa).

Table 4. Total costs of the TBI for 6 months in % of GDP and TBI per month

Population
Developing countries by region a/ Poor + TBI Per month * % of GDP 6

Vulnerable months *

million 1 2 3 1 2 3

South Asia 787 27 59 167 1.3 2.7 7.6
Sub-Saharan Africa (SSA) 707 47 58 167 4.6 5.7 16.3
East Asia and Pacific (EAP) 521 52 114 167 0.5 1.1 1.6
Middle East and North Africa
(MENA) 169 65 80 167 1.3 1.6 34
Europe and Central Asia (ECA) 218 159 179 167 1.9 2.2 2.0
Latin America and the Caribbean
(LAC) 378 193 153 167 4.3 34 3.7
Total 2780 1.6 2.1 38
*Own calculations.
Source: (6)

The per-beneficiary amounts under scenarios
1 and 2 will vary across countries as they
are sensitive, respectively, to the prevailing
difference between the incomes of the potential
beneficiaries and the vulnerability threshold
and to the standard of living in each country. In
scenarios 1, the measure reflects the average per
capita shortfall, as a percentage of z, between the
incomes of those living below z and the value of
z. In scenario 2, the amount of the TBI depends
onthe distance between their half median income
and the reference value of $1.9 a day.

In scenario 3 ($5.5 a day), the TBI’s scope
increases the most for the country groups with
an income vulnerability threshold of $1.9 and
$3.2 per day. Under this scenario, the monthly
amount per person equals $167, which remains
unchanged regardless of the size of the targeted
population and the country where they live.

Taking into account the income vulnerability
thresholds is more expensive thanusing ECLAC’s
approach. However, Ortiz-Juarez and Gray (6)
consider that in a context of deep shock and slow
recovery, the costs in the case of TBI could be
considered moderate. On the other hand, they
point that taking into account the short-term
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nature of the TBI, additional taxation should
have to be ruled out and other potential resources
should have to be used: deferral of debt service
payments,elimination of non-essential expenses,
and/or self-financing in the form of taxes that the
multiplier of the expense in which it would be
invested allows the TBI.

CONCLUSIONS

Of central interest in this article is to discuss
more specifically whether unconditional cash
transfers are part of a structural change or just
a temporary relief measure. The main concerns
point to their financial viability and to the
institutional and macroeconomic requirements
to maintain them as long as needed; namely,
real GDP growth, employment, fiscal space
of resources, social security, industrial and
commercial policies, among others.

The current proposals of unconditional cash
transfers have revived the questions. On what
basis anyone should have some right to receive it
and for how long? What level should they reach?
Should they complement people’s income? How
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could they be financed? What would their long-
term impact be, particularly on employment and
on public finance? What conflicts they might
cause between different economic sectors?

The last question, relevant to the purpose of
this article, refers to the capacity of LACs to
implement a UBI. According to what we have
seenin previous sections, going towards universal
in unconditional cash transfer programs in LACs
involves considering:

Weighing the objectives of poverty and
inequality, against those of freedom — invoked
by the proponents of a universal basic income —
which, respond more to the characteristics and
economic potential of developed countries. The
latter, certainly, present better initial conditions in
terms of poverty and inequality than developing
countries do, have more space for resources to
face the fiscal costs of unconditional and universal
monetary transfers, and have better political and
economic institutional settings.

Bearing in mind that there are political
economy restrictions that, even in developed
countries, oppose a generalized practice of a
UBI; and that without it, it is not possible to have
evidence that allows an unambiguous defense of
its potential positive effects.

That, even, the most radical defenders of the
UBI, because of that lack of evidence, recognize
that its implementation must be gradual.

That, they also recognize that there might
be losers with a UBI — since its tax financing
causes income redistribution —and that, therefore,
universality might be less than expected.

That, the possible impact of a UBI on the labor
supply might not be negligible, if the behavior
of its beneficiaries is not as expected.

Taking into account the initial socioeconomic
conditions at the time of implementing the UBI.
This constitutes a severe restriction in LACs:
lack of savings that they could have accumulated
had they had consolidated economies in the
productive,fiscal and social sectors,and that they
could have used immediately in the emergence
posed by the COVID-19 pandemic; the need to
overcome in the medium and long-term their
high dependence on exports of raw materials and
to move their productive apparatus in the same
direction the world’s mostdynamic economies are
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undergoing (i.e., taking advantage of reshoring
and nearshoring to add to the advantages of
processes based on regional value chains).

That raising a permanent flow of increased
resources will inevitably take time; and that,
addressing the current emergency with a policy
of cash transfers will, therefore, respond to the
restoration of income in the short term with adual
purpose: alleviating the precarious situation of the
biggest population living in poverty — enhanced
by those who have lost their ordinary sources
of income, and stimulating aggregate demand
to avoid risks of loss of productive assets that
further hamper the possibilities of economic
and social sustainability of the population and
to promote the transition towards a new normal
after the control of COVID-19.

Such a policy, due to its high demand for
resources, probably cannot be extended to the
entire population affected by the loss of income;
so it will have to combine a less than optimal
universality under current conditions with some
degree of conditionality.

Thus, it is considered that a UBI as defined
in this article cannot yet be implemented; and
that proposals such as those for a BEI or a TBI
could have a better chance of being implemented
in LACs.
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Appendix

Non-contributory Social Protection Programs Latin America and the Caribbean

Country Program Year*
Argentina Asignacion Universal por Hijo para Proteccién Social 2009
Programa Ciudadania Portefia “Con todo derecho” 2005

Bolivia (Edo Bono Juancito Pinto 2006
Plurinacional de) Bono Madre Nifio-Nifa “Juana Azurduy de Padilla” 2009

Subsidio Unico Familiar 1981
Chile Chile Seguridades y Oportunidades 2012
Mais Familias en Accién 2001

Costa Rica Avancemos 2006
Crecemos 2019

El Salvador Comunidades Solidarias Rurales 2005

Haiti Ti Manma Cheri 2012

Jamaica Programa de avance mediante la salud y la educacion 2001

Panama Bonos Familiares para la Compra de Alimentos 2005
Red de oportunidades 2006

Pert Juntos 2005

Trinidad y Tobago Programa de transferencias monetarias condicionadas focalizadas 2005

*Starting date
Source: https://dds.cepal.org/bpsnc/cct
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SUMMARY

Latin America is a region full of challenges due to its
characteristics. The COVID-19 pandemic arrived
in an unprepared region that must take action for
controlling an emergency of a large magnitude, which
is not surprising because of the economic decline,
the increase in hunger, and informal employment
experienced in recent decades. Previous efforts to
eradicate hunger and move closer to meeting the
number two goal of sustainable development are facing
now a setback given the slowdown in activities because
of the pandemic. The projection of the increase in
intraregional poverty reported by CEPAL is a call for
attention to the reformulation of policies associated
with the dimensions of poverty and in particular the
food and nutritional security of the population. Policies
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attention to the vulnerable population and another
dedicated to planning structural actions with a view
to the middle and long term.

Key words: Food security, Latin America, COVID-19,
pandemic

DOI: https://doi.org/10.47307/GMC.2020.128.52.6

ORCID: 0000-0003-0162-3480

!Centro de Estudios del Desarrollo (CENDES), Universidad
Central de Venezuela.

2Fundacion Para la Alimentacion y Nutricion José Maria Bengoa,
Venezuela.

3Observatorio Venezolano de la Salud (OVS), Venezuela.

E-mail:manyma@gmail.com

Recibido: 16 de noviembre
Aceptado: 20 de noviembre de 2020

S188

RESUMEN

La region de Latinoamérica por sus caracteristicas,
es una region llena de retos y desafios. La pandemia
de COVID-19 toma a la region sin prepararse para
una emergencia de tal magnitud, lo cual se puede
constatar por el decrecimiento economico, el aumento
del hambre y del empleo informal experimentado en
las ultimas décadas. Los esfuerzos realizados con
anterioridad para erradicar el hambre y acercarse al
cumplimiento del objetivo niimero dos de desarrollo
sostenible se han encontrado con un franco retroceso
dada la ralentizacion de las actividades por causa de
lapandemia. Laproyecciondel aumento de lapobreza
intrarregional reportado por CEPAL, es un llamado de
atencion ala reformulacion de las politicas asociadas
con las dimensiones de la pobreza 'y en particular a la
seguridad alimentaria y nutricional de la poblacion.
Las politicas deben enfocarse en dos niveles: uno
inmediato de atencion a la poblacion vulnerable
y otro dedicado a la planificacion de las acciones
estructurales con mirada al mediano y largo plazo.

Palabras clave: Seguridad alimentaria, América
Latina, COVID-19, pandemia.

INTRODUCTION

The global pandemic of COVID-19 disease
(produced by the SARS-COV-2 virus) has
generated a space for discussion about key points
for humanity, as never seen before in recent
history. On one hand, the severe criticisms of
the management of the pandemic by the World
Health Organization (WHO) at the beginning
of the epidemic and the breaks and fractures in
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the different approaches on the other, show the
complexity of this issue. The world after this
pandemic will be changed. The way of work,
bring education, and investing time will be
transformed and the planet will have to rethink
in global terms how to face this transition of
society (1). Itis very important to be aware of the
situation in Latin America since it is the region
with the highest inequalities in the world (2).

One of the most important points for low- and
middle-income countries,and particularly for the
Latin American region (LA), is the awareness
of pre-existing problems which include: high
poverty, food insecurity, poor sanitation, hunger,
and malnutrition, and which become in this
situation the center of proper decision making
to overcome the milestones that contribute to
achieving the living conditions of the majority
of the population.

Given the high contagiousness of SARS-
CoV-2, the risks to the general population are
high. If symptoms are not addressed, health
complications may occur. These symptoms
have been categorized from what may appear to
be a simple cold to severe pneumonia and truly
life-threatening oxygenation disorders (3). Inan
ideal world, staying at home would be logical
thinking, but is it feasible?

Over the past three years, international
multilateral organizations have begunto transform
reports to include relative measurements of the
achievement of sustainable development goals.
An example of this is the global and regional
food security reports produced by the Food
and Agriculture Organization (FAQO), United
Nations Children’s Fund (UNICEF), The World
Food Programme (WFP), International Fund for
Agricultural Development (IFAD), and WHO
in 2019 (4). In particular, in the State of Food
Security, the measurement and categorization
of food security (FS) in marginal and moderate
and severe food insecurity (FI) have made
the difference by highlighting the significant
vulnerability of the population that must face a
life without the possibility of adequately feeding
themselves (4).

It was not enough to indicate the level of
undernourishment, based on the apparent
consumption of calories. The food panorama
remained narrow, given the impact that not only
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the available calories have on food consumption,
but also the capacity to access food, use it, and
the ways to achieve those permanently.

Therefore, during the global and regional
food security scenario that existed before the
pandemic, and according to reports such as the
FAO and the Global Nutrition Report (2,5) that
expressed that Latin America is the most unequal
region in the world in terms of food security at
the time, this article proposes to review some of
the effects that the COVID-19 pandemic has had
on food security within the region.

Poverty and its impact on Latin American food
security

From the multidimensional concept of food
security, its close association with poverty
can be understood; both, poverty and FS are
multidimensional notions. Food security exists
“when all people, at all times, have physical,
social and economic access to sufficient, safe
and nutritious food that meets their daily energy
needs and food preferences for an active and
healthy life” (6,7). This concept comprises four
dimensions: Physical availability, economic and
physical access,utilization,and stability over time
of the three previous dimensions (6). From these
scopes, which are interrelated, we can conclude
that they have some relationship with well-being,
living conditions,and family orindividual income
without necessarily being a perfectly defined
causal association. The impact of food security
on the development model has been proposed
for several decades since nourishment is part of
the biological wellbeing of the population, that
allows being healthy, productive and express
the maximum potential in the best conditions
possible, thus, food insecurity interferes with the
holistic development of individuals, therefore is
an obstacle to achieve societal development (8).

Multidimensional poverty includes three
aspects: health, through the measurement
of nutrition and infant mortality indicators;
education, through the years of schooling and
years within the educational system; and quality
of life, through the evaluation of access to energy
for cooking,sanitation,drinking water, electricity,
housing,and household goods. The measurement
of poverty and its dimensions can determine
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the existence of simultaneous deprivations and
allows both to identify people in poverty and to
disaggregate them by dimension and indicator (9),
in such a way that it can give a more precise idea
of the situation of people and the area in which
they are most vulnerable. It also gives an idea of
the human rights situation and the potential and
windows of development opportunities.

During the COVID-19 pandemic, Latin
America has faced enormous challenges in
addition to those already faced in pre-pandemic
times. Scenarios of poverty and continuing
social challenges such as economic decline
and the presence of a high proportion of
informal employment have increased during
the pandemic (10), given the quarantine and
physical distancing measures required to stop
the spread of the SARS-CoV-2 virus that has
proven to be highly contagious to people (11).
These measures, which have prevented regular
performance in jobs, have resulted in the loss
of jobs and of course, have meant a decrease in
income for large sectors of the population (10).

In this context, where life continues and
families must follow the course of their activities,
couples join ordivorce, women may be pregnant,
children born pre-pandemic must face their first
two years of life - which is a critical period of
growth and development - older adults continue
toage and chronic diseases follow theirevolution
and worsening, if these are not taken into account
because of social isolation and distant measures,
existing problems will increase and new ones will
appear. It can be seen that health, in general, has
suffered an alteration, and prevention programs
have also been altered.

Living in poverty implies facing challenges
daily, which impact the health and well-being of
the population. Lack of services, fewer years of
schooling,access to health, all of which continue
and are worsening in the current conditions within
the COVID-19 pandemic. A logical reflection is
about the future in people’s quality of life, and the
consequences of having lived, for example, the
first thousand days, or at least a portion of them,
in conditions of deprivation that already exist and
that have been worsening during the pandemic.
Studies refer to understanding the environmental
influence in the first thousand days of life,
for example, and the dramatic consequences
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on future health if negative disturbances and
temporary exposures are not corrected (12). A
child who does not receive the nutrients needed
for brain development and psychomotor skills
is at increased risk of developing cognitive and
psychomotor disabilities (13).

Poverty, then, is a multidimensional deter-
minant that will influence development, but it
will also increase the gaps between populations
groups, augmenting the backwardness already
accumulated in previous decades.

The following Table is a projection of the
population in a situation of poverty and extreme
poverty made by the Economic Commission
for Latin America and the Caribbean (ECLAC-
CEPAL in Spanish) without considering the effect
of the COVID-19 measures.

In the same Table, even though Venezuela
is not disaggregated, it is included in the total.
In the particular case of Venezuela, the figures
provided by the ENCOVI 2019-20 surveys
reflect a dramatic increase in deprivation with
96 % income poverty and a marked increase in
multidimensional poverty indicators (14).

With the increase in the expected regional
poverty reflected in the table, the predictable
behavior of family food security is undoubtedly
to be toward worsening. With the loss of formal
jobs, during the already high informal sector in
the region, households would resort to survival
strategies that would help them overcome this
situation, and face the probable deterioration in
the nutritional status as a result of the inadequate
feeding of their members (15).

From Northern Mexico to Patagonia, Argentina

Latin-American countries, before the
pandemic, were registering signs of alarm
that should have been taken into account to
implement the necessary corrective measures for
their improvement and reorientation regarding
FS (5). People with undernourishment in LAC
showed an increase in the last four years of 4.5
million people for a figure of 42.5 million people
compared to the numbers reported in 2014. Also,
asignificantinequality was identified in terms of
food and nutritional security by gender. Of the
187 million people affected by the total or partial
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Table 1

Latin America (17 countries): projection of population living in poverty (extreme and total) in 2020, without including
the effect of the measures for mitigation of the impact of COVID-19 (in percentages)

Extreme Total

Country 20192 2020° 20199 2020°

Context Context Context Level Context Context Context

Level Low Middle High Low Middle  High

Argentina® 3.8 5.1 5.5 6.3 26.7 32.5 33.6 353
Bolivia 14.3 154 16.0 16.7 32.3 33.6 24 .4 35.5
(Estadoplurinacional de)
Brazil 54 6.9 74 79 194 23.0 243 254
Chile 14 2.1 2.3 2.6 9.8 11.9 12.7 13.7
Colombia 10.3 11.3 12.0 12.7 29.0 304 31.5 32.5
Costa Rica 4.0 4.7 4.9 53 16.0 17.7 184 19.1
Ecuador 7.6 9.9 10.7 11.6 25.7 30.0 30.8 31.9
El Salvador 74 8.5 9.0 9.6 337 354 364 37.3
Guatemala 19.8 21.2 214 21.8 48.6 50.3 50.5 50.9
Honduras 18.7 19.5 19.8 20.5 54.8 56.3 57.1 57.8
Mexico 11.1 149 159 17.1 41.9 46.7 47.8 48.9
Nicaragua 18.0 20.7 21.3 222 471 50.6 51.6 52.7
Panama 6.2 64 6.6 6.8 14.2 14.5 149 15.6
Paraguay 6.2 6.3 6.5 6.9 194 19.8 20.3 21.1
Peru 3.7 4.6 4.8 5.1 16.5 18.5 19.1 20.1
Dominican Reptblic 4.5 4.6 4.9 5.3 20.3 20.7 21.1 21.7
Uruguay 0.1 0.2 0.3 04 29 4.2 4.8 5.7
Latin America? 11.0 13.0 13.5 142 30.3 337 34.7 358

Source: Comisién Econémica para América Latina y el Caribe (CEPAL), based on Banco de Datos de Encuestas de Hogares

(BADEHOG).
a Projections.

b Preliminary projections based on assumptions of impacts on employment and wages for different productive sectors. The
three contexts vary according to if the average wage’s variability of households is less than the GDP (low context), same

(middle context), or higher (high context).
c Urban areas settings.

d Includes the 17 countries on the table plus the Bolivarian Republic of Venezuela.

interruption in their access to food, 69 million
were women compared to 55 million men (5).

Since food environments are the interaction
between people and the physical, economic,
political, and socio-cultural conditions that
determine how food is acquired, stored, and
prepared, understanding these surroundings
becomes critical to addressing what happens
there (5).

In Latin America, the last few years were
marked by economic decline, which together
with the inequities in the region contributed to
the taking over the continent by the Sars-CoV-2
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virus without being prepared for an emergency of
such magnitude (1). In fact, so far it is reported
that at the regional level there is a drop in GDP of
6.4 % due basically to the restrictions applied to
the tourism and service sectors, and the decrease
in exports from the manufacturing, mining, and
fuel industries (16).

We will now evaluate the following aspects
that contribute to improving or worsening food
security: food production, trade restrictions,
the vulnerability in food prices, difficulties in
transportation, and the increase in informal
employment.
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Food production

Latin America (LLA) has traditionally been a
food exporting continent, with some exceptions,
including Venezuela. The region is responsible
for 14 % of the world’s production of agricultural
and fishery products,and before the pandemic was
projected to double its production, thus becoming
the continent with the largest food exports in the
world (17). In Brazil and Argentina, the continued
practice of double cropping of corn and soybeans
was expected to increase, and poultry production
in Latin America and China was expected to
account for nearly 40 % of the increase in global
poultry production (17).

Food production in the region was then,
and still is, an important source of income
and employment in the area. In fact, despite
the pandemic, there has been a 6 % growth in
agricultural production and the fishing sector in
the region, a figure that is very important when
one considers that the rest of the goods exported
by the region have reported a 21 % drop, due
to the loss of productive capacity for different
reasons (15). The contraction in income from
food production, and consequently the decrease
in it, is considered an alteration in availability.
The reduction in the production of perishable
foods and those with greater artisan labor have
been the most vulnerable during this crisis, to the
detriment of healthy eating (15,16).

Trade restrictions

Even though some countries promoted trade
restrictions for food, in Latin America trade
liberalization measures surpassed restrictions,
exceptin afew cases. Particularly noteworthy is
the case of the Bolivarian Republic of Venezuela,
where food imports have continued to include
luxury foods that are completely inaccessible to
the majority of the population (18). However,
trade flexibility measures in no way guarantee
access by the most vulnerable population to basic
foods that should constitute a varied, balanced,
and sufficientdiet. Itis important to highlight that
food exports outside the region have remained
practically unchanged, while intraregional food
marketing has experienced a decline (15,16).
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The vulnerability of food prices

Traditionally, food prices have behaved in
a volatile manner. Depending on crops, and
supply and demand, food is acommodity that has
taken on particular relevance over the decades
in world markets. Thus, in the mid-2000s it was
possible to observe how quickly the world food
market changed according to circumstances. In
the early 2000s, the positive consequences of
previous decades of growth in the food market
were evident: good harvests increased purchasing
power and diversification of diets. However, from
2004 onwards, the increase in production failed
to keep pace with demand, and prices began to
rise. With the successive global economic crises,
particularly in 2008 and 2009, the impact on food
security in many countries was felt (19).

In this context, which was unexpected and
abnormal for the entire world —including
Latin America— some foods had already been
experiencing adrop in prices before the pandemic
and with some variations, this same trend
continued during the first months of the crisis.
However, since April, prices have risen in many
countries of the region, which is an obstacle to
economic access to food, thus altering one of the
dimensions of food security (20).

In fact, unlike the other indicators, the
consumer price index (CPI) has had a greater
impact on food than on the rest of the products
in the basic goods basket. Feeding during the
pandemic has had a higher cost than in the same
period with respect to the previous year and thus,
at the regional level, the food CPI has registered
a variation of 5.6 % compared to the total CPI
which has only varied by 3.8 % (16).

This relative increase in food prices, marked
by an alteration in the supply and demand for
food, is to be expected given the circumstances
andis afactor influencing price variability. Atthe
beginning of the pandemic,as we have mentioned,
there was stability and even a small decrease in
the price index. However, as the pandemic has
progressed and supply has decreased, prices have
increased (16,20).

Difficulties for transport

Transportation difficulties, in general, have

Vol. 128, Supl 2, diciembre 2020



HERRERA CUENCA M

been an obstacle to living a normal life during the
pandemic, from initial prohibitions on walking
the streets in some countries, to preventing travel
by air, boat, or motor vehicles. Similarly, early
trade restrictions affected transportation and fuel
production failures influenced regional food
transportation (15). It is worth noting the case
of Venezuela, which during the pandemic has
experienced a crisis in the availability of fuel,
being a net exporter of oil in the past, but with
the deterioration in the facilities of the refineries
and the inadequate public policies with respect
to the economy, oil production has deteriorated,
and consequently, access to gasoline and even
diesel has decreased for the transportation of
food and the general population (15,16,20,21).

Implications for the nutrition, health, and well-
being of the population

As a result of undernourishment, food
insecurity, and hunger in the region, which have
not been eradicated despite having experienced
a decline at the beginning of the past decade,
millions of people must face the impossibility
of eating adequately. According to FAO, by
2018 the countries with the highest prevalence
of people suffering from hunger were Haiti
(49.3 %),Guatemala (15.2 %) ,Nicaragua (17 %),
Bolivia (17.1 %), and the Bolivarian Republic
of Venezuela (21.2 %) (5).

On the other hand, chronic growth retardation
in children under 5 years of age, which responds
to the impossibility of maintaining a constant
balanced, varied, and sufficient diet in the most
vulnerable populations over long periods, is an
indicator that reflects the cumulative effects of
prolonged environmental deprivation among
which are: poor nutrition,recurrent infections, and
poor hygiene (22). However, equally important
has been the increase in obesity in the region,
associated with hidden hunger, particularly
among more disadvantaged women, having
a higher prevalence of food insecurity than
men in the region, and being more obese than
them (5.,23).

Main risks and challenges

The food systems and food security of Latin
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American countries are undoubtedly at risk.
Recovering access to and distribution of food
and ensuring its adequate use must be a regional
priority to guarantee the right to food. The biggest
challenge is to ensure multi and intersectoral work
giventhe complex situation in Latin Americathat,
since the pre-pandemic period, stood out as a
scenario where social inequalities were immersed
in social components such as health, food, and
education. Thus, a comprehensive view of the
multiple and complex problems that afflict the
region must prevail even more at this time.

To think that the solution to food insecurity
could be food distribution only is to take
assistance policies and programs to a paternalistic
extreme since this crisis represents a window
of opportunity to start working together and
by levels, within the severe problem of food
insecurity and its negative consequences for the
population.

The region requires a holistic development
plan assuming the human rights framework as the
guiding axis of the proposals to generate adecrease
in the social inequality gaps. An important point
is that the social determinants of health ultimately
have a permanent interrelationship among
them so, a deviation in the path of the well-
being of some of these determinants has direct
consequences on the other. This is the case with
food and nutritional deficiencies, which have a
direct impact on health and education.

People cannot be healthy with nutritional
deficiencies or excesses,nor can they be prepared
for education when they do not eat an adequate
breakfast. In the case of Latin America, the
pandemic has represented a step away from the
achievement of sustainable development goal 2
(SDG?2): zero hunger. The already slowed down
Latin American economy is facing this new
challenge where generating formal employment,
access to food, health and education is difficult
due to the deteriorated conditions in the various
countries. The growing poverty with all its
dimensions and its implicit deprivation shows
that it is impossible to move forward without
taking into account the integrality of human
beings. Beyond the figures, the qualitative aspects
studied in the region express the coexistence of
countless restrictions on the daily life of millions
of people. Thus, the deterioration of food access
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and availability expressed by visible deficiencies
in nutritional status or excesses with hidden
hunger, build a scenario that does not favor the
development of individuals, the achievement of
hunger eradication, and ultimately constitutes an
obstacle to regional development.

Public policies should focus on two aspects:
food and nutritional attention in the short
term to those who require it, and programs
aimed at structural strengthening, developing
formal jobs and aligning them with prevention
programs in health, education, environment,
and comprehensive well-being. This window of
opportunity for rethinking regional development
should not be wasted; on the contrary, it should
take into account the intra-regional support of
capacities, trade, and economic structures of the
region. In this way, Latin America could emerge
strengthened with great learning, and be able to
overcome the vulnerability of its population for
the best.
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SUMMARY

Introduction: The extraordinary impact caused by the
COVID-19 pandemic in Latin America gives special
importance to the analysis of the control policies
implemented. Objectives: 1) To update the evolution
of the characteristics of COVID-19 control policies
in Latin America, and 2) to analyze the sequence in
which these policies are implemented. Methods:
Data from the Government Response Stringency
Index (GRSI), developed by the Blavatnik School of
Government at Oxford University, was analyzed for
the 20 Latin American countries in the period January
21 to November 9, 2020. The evolution of the GRSI,
as well as of some of its components, was taken into
account. The sequence of implementation in three
countries (Uruguay, Argentina, and Panama)was also
analyzed. Results: The vast majority of the region’s
countries recorded an average GRSI of over 57 (out
of 100) for the period. In 15 countries of the region,
the mandatory closure of educational institutions
was in effect on 75 % of the days. Eighteen countries
implemented mandatory closures of businesses at
some point. Ten countries applied requirements to
remain in the home on more than 80 % of the days.
The sequence of policies implemented by Uruguay
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reveals greater flexibility in application than those
implemented by Argentina and Panama. Discussion:
Uruguay’s experience shows that control of the
pandemic was possible, and that differences with other
countries may be related to structural (pre-pandemic)
factors,and management performance. Conclusions:
Health systems in the region must identify in detail
the institutional constraints evident in controlling the
pandemic, bothtomeetthe challenges of health services
in the coming months, and to improve preparedness
for future pandemics.

Key words: Latin America, COVID-19, pandemic,
control policies, Government Response Stringency
Index (GRSI), health policy.

RESUMEN

Introduccion: La extraordinaria afectacion causada
por la pandemia de COVID-19 en América Latina
otorgaespecialimportancia al andlisis de las politicas
de control implementadas. Objetivos: 1) Actualizar
la evolucion de las caracteristicas de las politicas de
controlde COVID-19 en América Latina,y 2) Analizar
la secuencia en la implementacion de estas politicas.
Métodos: Los datos del “Government Response
Stringency Index (GRSI)”, elaborado por la Escuela
de Gobierno Blavatnik de la Universidad de Oxford,
fueron analizados para los 20 paises de América
Latina en el periodo 21 de enero a 9 de noviembre de
2020. Se tomo en cuenta la evolucion del GRSI, asi
como de algunos de sus componentes. También se
analizo la secuencia de implementacion en tres paises
(Uruguay, Argentinay Panamd). Resultados: La gran
mayoria de los paises de la region registro un GRSI
promedio mayor de 57 (sobre 100) en el periodo. En
quince paises de la region el cierre obligatorio de
instituciones educativas estuvo vigente en el 75 %
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de los dias. Dieciocho patses implementaron cierres
obligatorios de empresas en algiin momento. Diez
paises aplicaron los requerimientos para permanecer
enloshogares enmdsde 80 Y% delosdias. La secuencia
de politicas implementadas por Uruguay revela una
mayor flexibilidad en la aplicacion que las ejecutadas
por Argentina y Panamd. Discusion: La experiencia
de Uruguay evidencia que el control de la pandemia fue
posible, y que las diferencias con otros paises pueden
estar relacionadas con factores estructurales (previos
a la pandemia), y con el desempeiio en la gestion.
Conclusiones: Los sistemas de salud de laregion deben
identificar en detalle las restricciones institucionales
evidenciadas en el control de la pandemia, tanto para
enfrentar los retos de los servicios de salud en los
proximos meses, como para mejorar la preparacion
ante proximas pandemias.

Palabras clave: América Latina, COVID-19,
pandemia, politicas de control, Government Response
Stringency Index (GRSI), politicas de salud.

INTRODUCTION

The COVID-19 pandemic has had an
extraordinary impact on Latin American
countries. By early November 2020, the region
had recorded 22 % of global COVID-19 cases
(Figure 1), approximately 11 million cases.

Cumulative eonfirmed COVTD=10 ciees, Nov Q. 2020 “

Figure 1. Latin America: cumulative confirmed cases of
COVID-19 until November 9, 2020.
Source: (1).
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The number of deaths per COVID-19recorded
in Latin America by the same date reached 32 %
of total deaths (Figure 2). Since Latin America
represents 8 % of the world’s population, it is
clear that the pandemic has had a greater effecton
the region. Different dimensions of this impact
have been analyzed in recent publications (2-11).

Cumulative sonfirmed COVID-19 deaths, Nov 0, 3020 “

Figure 2. Latin America: cumulative confirmed COVID-19
deaths until November 9, 2020.
Source: (1).

This greatimpact makes itnecessary to analyze
the characteristics of the control policies thathave
been implemented in Latin American countries.
An analysis conducted in mid-May 2020 reported
the relevance of structural factors within health
systems to explain these performance differences,
such as financial protection, service coverage,
and service organization (12). It also pointed out
that the monitoring of the implemented policies,
as well as their specific characteristics, becomes
especially relevant to identify the tasks that must
be carried out to correct these restrictions (12).

Contrary to the experience in Europe and Asia,
most Latin American countries had not controlled
the pandemic in the first half of this year (12).
This situation has continued into the second half
of 2020, resulting in very high demand for health
services. Restrictions on health care services have
resulted in the fact that in early November, seven
countries in the Americas (Peru, Brazil, Chile,
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Bolivia, Argentina, Mexico, and Ecuador) were
in the group of the ten with the highest mortality
rates per COVID-19 in the world (Figure 3).

alative comfirmeed COVID- 14 deaths per million people, Nov g, 2020 '-

Figure 3. Countries with the highest mortality per
COVID-19 as of November 9, 2020 (population over 1
million).

Source: (1).

Two objectives are proposed for this analysis.
The first is to update the evolution of the
characteristics of COVID-19 control policies
in the region. To do so, special consideration is
givento the stringency of the policies, as available
in the Government Response Stringency Index
(GRSI) developed by the Blavatnik School of
Government at the University of Oxford (13).
This index is now being used more frequently
for monitoring pandemic control policies by
COVID-19 (14-28). In Latin America, recent
work has explored the relationship of GRSI to
various demographic and health issues (29), and
as part of the process of estimating the incidence
of the pandemic (30). This paper focuses on the
analysis of some of the components of GRSI to
characterize the degree of policy implementation.
The second objective is to analyze the sequence
of policies implemented in selected countries.
The orientation of this analysis is to describe
the sequencing features that may evidence
lessonslearned forimproving performance in the
pandemic or in other areas that require control
policies.
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METHODS

The analysis was divided into two parts. The
first part considered the GRSI for the 20 countries
of Latin America. The information for these
countries was extracted from the complete GRSI
database (31). Table 1 shows the components of
the GRSI. For each of the countries, there are
daily measures of the GRSI. The measurement
begins on January 21, 2020, as this was the first
day on which control measures were recorded
in the countries of the region. The registry ends
on November 9, 2020, as it was the last day
with information from all the countries in the
region. The GRSI varies between O and 100.
The maximum stringency value is 100.

This analysis took into account the general
evolution of the GRSI in the period indicated,
as well as the variations in the following
components: 1) school closing, 2) workplace
closing, and 3) stay at home requirements.

The second part of the analysis consisted of
selecting three countries to compare the sequence
of control policies implemented in the period. To
examine the sequence,adatabase was constructed
for each country, including daily data for each
of the nine components of the GRSI (Table
1). A first country was selected as a reference,
taking into account the lowest GRSI value in the
period analyzed, and which also had diagnostic
records of COVID-19 available for international
comparisons. This showed the difference between
the other two selected countries. These two
countries had the largest number of new cases
of COVID-19 by November 9, 2020 (1).

RESULTS

For each of the parts of the analysis, the results
are presented below. They are divided into each
of the aspects of the stringency policies for
COVID-19 control: 1) effects, and 2) sequence.

Effects of stringency policies

Five countries in the region reached the
maximum value of the GRSI (100) in the
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Table 1

Government Response Stringency Index (GRSI), composition

Code Name Measures
c1 School closing (0) no measures, (1) recommend closing, (2) require clesing (only some
levels or categories), [3) require closing all levels
c2 Workplace dosing (0) no measures, (1) recommend closing [er work from hame), (2) require
closing (or work from home) for some sectors or categories of workers, (3)
require closing (or work from home) all but essential workplaces
c3 Cancel public events {0) no measures, (1) recommend cancelling, [2) require cancelling
c4 Restrictions on gathering (0) no restrictions, (1) restrictions on very large gatherings (above 1000
people), (2) restrictions on gatherings between 101-1000 people, (3)
restrictions on gatherings between 11-100 people, (4) restrictions on
gatherings of 10 pecple orless
cs Close public transport {0) no measures, (1) recommend closing. (2) require closing
C6 Stay at home requirements (0) no measures, {1) recommend not leaving house, (2) require not leaving

house with exceptions for daily exercise, grocery shopping and “essential®
trips, (3) require not leaving house with minimal exceptions

c7 Restriction on internal movement

(0) no measures, (1) recommend not to travel between regions/dties, (2)

internal movement restrictions in place

c8 International travel controls (0) no measures, [1) screening, (2) quarantine arrivals from high-risks
regions, (3) ban on arrivals from some regions, (4) ban on all regicns or total
border closure
H1 Public info campaigns (0) no COVID-19 public information campaigns, (1) public officals urging

caution about COVID-19, { 2) coordinated publicinformation campaign

Source: (13).

period analyzed (Table 2). These countries
are Argentina, Cuba, Dominican Republic,
El Salvador, and Chile. Eight other countries
reached maximum values above 90. This means
that on the days when these values were obtained
all the components of the GRSI also reached
the maximum value or were very close to it.
On the other hand, Uruguay was the country
with the lowest maximum value (72) among
the countries with internationally comparable
records. Although Nicaragua had the lowest
GRSI value, the fact that no data are available
from this country for international comparisons
of COVID-19 diagnosis does not allow for an
adequate relationship between the value and
the actual evolution of the pandemic. The

Gac Méd Caracas

other countries without data for international
comparisons of COVID-19 diagnostic tests are
Argentina, Haiti, Honduras, and Venezuela (2).

When calculating the average GRSI for the
period under consideration (Table 3),the country
with the highest value is Honduras, followed by
Argentina, Bolivia, and Peru, all with more than
70 GRSI on average. Except for Haiti, Uruguay,
and Nicaragua, all the countries in the region had
an average GRSI above 57 (out of a maximum
of 100). As mentioned above, in the group of
countries with the lowest average, only Uruguay
(average GRSI of 38.45) meets the condition of
international comparability for the diagnosis of
COVID-19 cases.
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Table 2

Latin America: Government Response Stringency Index
(GRSI) value until November 9, 2020
(Countries in descending order)

Country GRSI
Argentina 100
Cuba 100
Dominican Republic 100
El Salvador 100
Honduras 100
Bolivia 96
Guatemala 96
Peru 96
Paraguay 94
Ecuador 94
Haiti 94
Panama 94
Colombia 91
Chile 89
Venezuela 88
Mexico 82
Costa Rica 81
Brazil 81
Uruguay 72
Nicaragua 17

Source: (31), own calculations.

Mandatory closure is the highest level of
stringency in the school closure component of
the GRSI (C1, Table 1). This level was reached
at some point during the period by 19 of the
20 countries in the region (Table 4). Only in
Nicaragua was no measure of school closure
established. In 15 countries, mandatory closure
was in effect for more than 75 percent of the
days of the period (294). In eight countries
the mandatory closure was in effect for more
than 80 % of the days, with El Salvador having
the longest duration (244 days). Uruguay was
the country with the fewest days of mandatory
closure (79),equivalentto26.87 % of total days.
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Table 3

Latin America: Government Response Stringency Index
(GRSI) average November 9, 2020
(Countries in descending order)

Country Average

GRSI
Honduras 76.61
Argentina 74.80
Bolivia 72.62
Peru 71.36
Guatemala 70.88
El Salvador 70.55
Venezuela 69.40
Panama 68.23
Paraguay 68.18
Colombia 67.72
Dominican Republic 67.18
Cuba 65.03
Chile 64.34
Ecuador 63.08
Brazil 60.74
Mexico 58.76
Costa Rica 57.85
Haiti 49.10
Uruguay 38.45
Nicaragua 10.43

Source: (31), own calculations.

Mandatory workplace closure (except for
essential sites) is the highest level of stringency
in the C2 component of the GRSI (Table 1).
Eighteen of the region’s 20 countries reached
this level at some point during the period under
review. Only Uruguay and Nicaragua did not
implement this measure. In Uruguay, the most
stringent measure was the recommendation of
workplace closure or work from home (measure
1, Table 1). Nicaragua did not implement any
type of site closure (measure O, Table 1).
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Table 4

GONZALEZ M

of educational institutions until November 9, 2020

(Countries in descending order)

Country More stringent | Days of effect | % over total
measure days
El Salvador 3 244 8299
|Bolivia 3 243 B1.65
Brazil 3 243 82.65
Panama 3 243 B2.65
Péru 3 243 B2.65
Ecuador 3 242 §2.31
Honduras 3 242 §2.31
Argentina 3 239 81.29
Colombia 3 239 £1.29
Guatemala 3 239 81.29
Venezuela 3 239 £1.29
Costa Rica 3 238 B0.95
Dominican Republic 3 236 B0.27
hexico 3 232 78.91
Cuba 3 224 76.19
Chile 3 210 71.43
Paraguy 3 194 65.99
Haiti 3 144 48.98
Lhruguay 3 il 26.87
Nicaragua o Notapplicable |Notapplicalde

Table 5

Latin America: Effective days for the mandatory closure
of workplaces until November 9, 2020

(Countries in descending order)

Country Maore stringent | Days of effect | % owver total
e asUre days
Chile | 3 184 62.59
Brazil 3 173 58.84
Venemuela 3 161 54,76
hexico 3 138 46,94
Argenting 3 137 46,50
Guatemala 3 132 24,50
Balivia 3 56 32,65
Ecuador 3 84 31.597
Honduras 3 B0 27.21
Colombia 3 78 26,53
Cuba 3 7 26,19
El Salvadaor 3 73 24,83
Paraguay 3 73 24.83
Dominican Republic 3 62 21.08
Panama 3 54 18.37
Pitru 3 A6 15.65
Costa Rica 3 3 13,27
Haiti 3 32 10.88

MNicaragua 0 Mot applicable | Mot applicable

Uruguay 1 Mot applicable Nat applicable

Source: (31), own calculations.

In those countries thatimplemented mandatory
closure (except in essential workplaces),
Argentina, Brazil,and Venezuela maintained this
level on more than 54 % of the total days in the
period (294). Panama,Peru,CostaRica,and Haiti
are the countries with less than 20 % mandatory
closure of these work sites in the period.

The requirements for people to stay in their
homes (component C6 of the GRSI) range from
recommendation (Measure 1, Table 1) to the
obligation not to leave except exceptionally
(Measure 3, Table 1). The first step was to
quantify the days of the requirement to remain
in the case by including measures 1, 2, and 3.

In Table 6, the countries have been ordered
according to the number of days in which some
type of restriction on leaving the home was in
effect (Column 1). Paraguay was the country with
the highest number of total days of requirements
to stay at home (245), representing 83.3 % of
the total days of the period. Eleven countries in

Gac Méd Caracas

Source: (31), own calculations.

the region recorded more than 80 % of the days
with some type of restriction on the mobility of
persons outside the home (column 2). Uruguay
was the only country thathad approved measures
torequire people to stay athome and recorded less
than 50 % of the days in this condition (40.8 %).
Nicaragua was the only country thatdid notapply
measures in this component of the GRSI.

Table 6 also shows that the most stringent
measure of this component, not leaving the
household but with minimal exceptions (column
3), was applied in 11 countries. In Venezuela,
Haiti, Colombia, Mexico, Guatemala, Ecuador,
and Uruguay the maximum level of stringency
was 2 (leaving for grocery shopping and other
essential activities). In Costa Rica, the most
stringent measure of this component of the GRSI
was the recommendation not to leave the home.

Considering only the countries with the
most stringent measure, the number of days of
effect (column 4) varied from 179 in Chile to 4
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Table 6

Latin America: Effective days with requirements to stay at home until November 9, 2020
(countries in descending order)

1 F 3 4 5
Country Days with requirements to stay at | Days with r:qulrlmnu More of effect of | Days of effectof
home (sum of days with options 1, 2, |to stay at home over total| stringent | measure 3 measure 3 over

and 3 of the GRSI component C6) days (%) measune total days (%)
'Fﬂu.‘w 245 B3.33 3 61 20.75
Brazil 242 8231 3 7 2.38
Veneruela 242 8231 2 Net applicable Mot apolicable
Fery 240 8163 3 54 18.37
Honduras 239 81.29 3 159 54.08
Bolivia 238 B0.55 3 d 1.36
Dominican Republic 238 E0.93 3 20 6.80
P2 amd 238 BD.95 3 76 15.85
Argentina 236 E0.27 3 39 13.27
Haiti 236 £0.27 2 Motapglicable | Maotapalicable
El Salvador 134 T9.59 3 87 29.59
Chile 230 78.23 3 179 6088
Colombia 230 78.23 2 Mot apelicable Mot apolicable
Maxico 225 76,53 2 Mot applicable Mot apolicable
Costa Rica 223 75.85 1 Mot applicable | Motapalicable
Guatemala 193 55.65 2 Mot apolicable Mat apolicable
Ecwador 181 £1.56 2 Not apolicable Mot apolicable
Cuba 152 51.70 3 33 12.93
Uruguay 120 40 82 2 Mot apolicable Mot apolicable
Nicaragua 0 Mat apalicable 0 Mot apolicable Mot apolicable

Source: (31), own calculations.

in Bolivia. This meant that in Chile the most
stringent measure was effective on 60.8 percent
of the days in the period, while in Bolivia it was
1.36 percent (column 5).

Sequencing of stringency policies

Three countries were selected to analyze the
sequence of stringency policies. The first of
these was Uruguay, as it met the criteriaof having
the lowest average GRSI for the period (Table
3), and also having information on COVID-19
diagnoses for international comparisons. The
other two countries were Argentina and Panama
because they had the highest incidence rates per
COVID-19 on the final day of the period analyzed
(November 9, 2020), as shown in Figure 4.
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Figure 4. Latin America: New COVID-19 cases recorded
on November 9, 2020.
Source: (1).
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Uruguay kept the number of new cases of
COVID-19 below 6.9 per million inhabitants until
October 13,2020, comparable to South Korea’s
record (Figure 5), between 40-50 times less than
that recorded by Panama and Argentina.

Daily new confirmed COVID-1g éases per millioan peogls H

Figure 5. New COVID-19 cases in Uruguay, Argentina,
Panama, and South Korea, January - November 9, 2020.
Source: (1).

No pandemic control measures were taken
in Uruguay until March 13 (Figure 6). Initial
measures included the following: prohibition
of public events, recommendation to stay
home (Measure 1 of GRSI component C6),
recommendation to avoid cross-regional travel,
and initiation of quarantine for persons from high-
risk regions. The following day, all educational
institutions were ordered to be closed and public
information campaigns began. By March 15
(that is, two days after the report of the first
case of COVID-19 in Uruguay), the GRSI was
already at 52.

On March 24" the borders are ordered to be
closed, bringing the GRSI to 57. Three days
later,itisrecommended that public transportation
be closed, which increases the GRSI to 63.
The maximum number of cases is registered
on March 31st. On April 2 the level of stay at
home requirements is increased (only outings for
essential activities are allowed). The maximum
GRSI is thus reached (72).
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Figure 6. Government Response Stringency Index (GRSI)
in Uruguay, Argentina, Panama

January - November 9, 2020.

Source: (1).

This GRSI maximum level was maintained for
only 11 days (April 2-12). The daily case peak
in Uruguay was half (in terms of population)
that of South Korea. As the daily cases began
to decrease on April 6, the de-escalation began
on April 13 (the GRSI was reduced to 63, due
to the reduction in the level of confinement, that
is, again with the recommendation not to leave
home). The GRSI remains close to 60 until May
31. The GRSI remains close to 60 until May
31. On this day, the total closure of educational
institutions is modified by closing only some
levels, thus reducing the GRSI slightly to 57.

As of June 27, the ban on public events was
lifted, and the GRSI was placed at 46. On July
10, there is areturn to normal working conditions.
This results in the reduction of GRSI to 25. The
next day, the recommendation to close schools
(as opposed to the requirement to close at some
levels) is made, reducing the GRSI to 23. It
remains at this level until August 2. As of August
3, the recommendation to close workplaces
and teleworking resumes, bringing the GRSI to
27. On August 17 the recommendation for the
cancellation of public events is reintroduced,
increasing the GRSI to 32 (until September 15).

On September 16 the cancellation of public
events becomes mandatory and public meetings
are restricted to a maximum of 1 000 people.
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With these two measures, the GRSI increases
to 44. The GRSI remains at this value until
November 9, even though the maximum number
of new cases in the pandemic had been tied since
October 8. On November 9, this number of cases
reached a new all-time high, almost three times
the October level.

In Argentina, the first control measure (January
23) was the start of the public information
campaign, which led to the GRSI starting in 11
(Figure 6). No further action was taken until
March 11 (almost a month and a half later).
These new measures were the cancellation of
public events and the beginning of quarantines for
passengers coming from countries at high risk of
COVID-19. On March 16,the mandatory closure
of educational institutions began, and the entry
of passengers from abroad was prohibited. With
these two measures, the GRSI increases to 42.

As of March 19, it was established the closure
of worksites (only maintaining open the essential
ones), the restriction of meetings to less than 10
people, and the requirement to remain at home
(Measure 3 of component C6 of the GRSI).
The following day (March 20) these measures
were complemented by restrictions on internal
mobility, bringing the GRSI to 89. On March
23, with the closure of public transportation, the
GRSIreaches its maximum value (100),which is
maintained for one month,until April 25. During
this maximum GRSI period, the number of daily
cases did not exceed 1 per million inhabitants.

On April 27, the requirements for remaining
at home were reduced (from Measure 3 to
Measure 2, Table 1), so that the GRSI stood
at 89, and remained at that level (with slight
variations) until October 9. From this last date,
the restrictions on workplaces are reduced, so
that the GRSI decreases slightly to values close
to 80 until the end of the period. Between April
27 and the end of October 2020, the number of
daily cases per million inhabitants in Argentina
increased 100 times.

Panama begins control measures on January
21, through the indications of government
officials to take precautions on COVID-19 (Figure
6). The nextday, mechanisms for detecting cases
at the country’s entry points were introduced. In
this way, the GRSI reaches the value of 8 and
remains so for a month and a half (until March

S204

11). On March 12 the closure of all levels of
educational institutions goes into effect. The
following day, public events are prohibited and
meetings are limited to 100 people. Entry into the
country from some at-risk areas is also prohibited,
bringing the GRSI to 44.

On March 16, it is recommended that
workplaces be closed, as well as working from
home. The next day, the recommendation for
people to remain in the homes begins, increasing
the GRSI to 52. On March 20, workplaces are
closed (only essential services are kept open).
Three days later (March 23) the restrictions on
travel in the country take effect. Thus, GRSI is
increased to 70. On April 4 the GRSI increases
to 90 with the suspension of public transportation
and the beginning of the requirement to stay home
(allowing only trips for essential activities). By
this date, the number of new cases per day of
COVID-19 had increased by 30 per million. The
GRSI remains close to 90 until June 7. From this
day on, it decreases to 83 and remains at values
close to 80 until September 13. By this date, the
number of daily cases had increased five times
compared to April’s figures.

On September 14 the closure of public
transportation resumes, increasing the GRSI to
87. Itremains at this value until October 11. On
this day the number of daily cases of COVID-19
was 166 per million. On October 12, restrictions
on the entry of persons from abroad were reduced
and public transportation resumed, reducing the
GRSI to 59, and remaining close to 60 until the
end of the period analyzed (November 9). By
this last day, the number of new daily cases of
COVID-19 had increased to 180 per million.

DISCUSSION

Until the end of November 2020, the use of
the GRSI to compare Latin American countries
had been reported (12,29). In the first case (12)
the maximum and average value of the GRSI
from the date of registration of the first case in
each country until May 17, 2020, was used. In
the second case (29), the average GRSI over
the first 90 days of the pandemic’s evolution in
each country was reported. In (12), the effects
of control policies up to May 17,2020, were also

Vol. 128, Supl 2, diciembre 2020



GONZALEZ M

reported, in terms of stringency, with respect to
closures of educational institutions, workplace
closures, and requirements to stay at home.

The results already described corresponding
to the period from January 21, 2020 (date of the
first measures implemented in the region), to
November 9 (last date with the registration of
the GRSI in all countries).

By the end of the period under review, only
three Latin American countries had managed to
reduce the number of cases to levels comparable
to those of South Korea (Figure 5), and they
also had COVID-19 diagnostic test figures for
international comparisons (Uruguay, Bolivia,and
Cuba). It should be noted that, by November 9,
the number of new cases in Uruguay had almost
tripled the maximum number of cases recorded
up to October 8.

The findings indicate that it was possible
to control the pandemic in Uruguay with an
average GRSI of 38, which is about half the
average GRSI value of many countries in the
region. Specifically, Uruguay required fewer
days with educational institution closures (26 %)
and did not apply measures 2 and 3 related to
workplace closures on any day during the period.
Uruguay was also the country with the fewest
days with stay home requirements (40.8 %) and
did not apply the most stringent measure in this
component of the GRSI. Uruguay’s experience
shows that control of the pandemic was possible,
and that differences with other countries may be
related to structural (pre-pandemic) factors and
management performance. Detailed examination
in each country may provide evidence in this
regard. This successful performance of Uruguay
is even more relevant considering that its Global
Health Safety Index value was below the Latin
American average in 2019 (32).

This analysis also reports, for the first time,
details on the evolution of the GRSI components,
in the specific cases of Uruguay, Argentina, and
Panama. Figure 6 shows the difference between
the GRSI levels of Argentina and Panama with
respect to Uruguay. This gap in the GRSI is
evidence of the different institutional capacities
in the control of the pandemic. It can also be
seen when looking at the similarity of GRSI in
Uruguay and South Korea (Figure 7). In the
period with the highest number of cases in both
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countries, Uruguay’s GRSI was lower than South
Korea’s. Another characteristic in the evolution
of the GRSI in Uruguay is the flexibility which
allowed, for example, that the requirements to be
athome were only valid for 11 days in measure 2,
and that on the vast majority of days there were
no requirements to stay at home.

COVTR-1G: Governmen! Response Stringency [ndes “

Figure 7. Government Response Stringency Index (GRSI)
in Uruguay and South Korea. January - November 9,2020.
Source: (1).

Analysis of the sequence of GRSI components
in each of the region’s countries may enable
the identification and characterization of policy
patterns in the different phases of the pandemic.

The analysis has two limitations that should be
noted. The firstis that the recording of daily data
for each component may vary as the information
from the countries is updated and that detailed
analysis in each country may in turn show
differences from what is recorded in the GRSI
database (31). The second is that the database
does not include measurements of compliance.
Therefore, the actual levels of stringency may
be very different from those derived from the
analysis of the recorded data (5).
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CONCLUSIONS

In the vast majority of Latin American
countries, control policies have been very
stringent, but this has had no impact on reducing
cases and deaths. As of early December 2020,
very few countries have achieved control of the
pandemic. This may mean that the effectiveness
of control policies was significantly influenced by
the capacities of the region’s health systems. A
pending task in identifying the constraints on these
capabilities is to examine in detail both structural
and management factors in the pandemic. The
generation of databases for monitoring pandemic
control policies will facilitate this identification,
as well as their use in other areas of health care.

Comparative analysis of these control policies
is even more necessary now that alternatives to
COVID-19 immunization are already available,
whose effectiveness may also be conditioned by
these factors. On the other hand, since the risks
of new pandemics are still present,itis even more
relevanttodraw lessons in the management of the
COVID-19 pandemic. These lessons may also
be applicable in other areas of health systems,
especially in the care of chronic diseases.
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SUMMARY

The first case of SARS-Cov-2 in Colombia was
reported on March 6™,2020, in a woman arriving from
Milan (Italy), and on March 12" sanitary emergency
was declared by the President. Colombia started
preparation for the pandemic in early January by
monitoring all ports of international entrances. The
initial strict and complete lockdown was mandated
for 19 days starting on March 24, which was later
extended in various opportunities until August 31.
However, beginning late April few economic sectors
were allowed to start activities. The number of cases
grew constantly up to the end of July and since the
beginning of August, the daily number of new cases
is decreasing. Colombia began processing 3 000
samples for RT-PCR diagnose of COVID-19 and
increasedto 119 laboratories and 45 000 tests per day
and increased from 3 000 to 10 000 beds in Intensive
Care Units across the country. The National Academy
of Medicine has followed the pandemic by meeting
weekly to analyze different aspects of the pandemic,
among others, primary health care, and the situation
of health services, mental health, economic impact,
and social indiscipline. Results of the early control
measures and proper preparedness in testing and
ICU are presented as well as the opportunities for
improvement in social communication oriented to
more pedagogic and educational messages instead
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of prohibition or fear of the current situation. There
are challenges for the post-pandemic such reforms
to the health system, strengthening primary health
care, better coordination between national and local
governments, and recovery of employment that will
require strong participative leadership.

Key words: Colombia, Pandemic, COVID-19,
epidemiology, prevention, control, National Academy
of Medicine.

RESUMEN

El primer caso de SARS-Cov-2 en Colombia fue
reportado el 6 de marzo de 2020, en una mujer
procedente de Mildn (Italia) y el 12 de marzo la
emergencia sanitaria fue declarada por el presidente
de la Repiiblica. Colombia comenzo a prepararse
para la pandemia desde principios de enero mediante
la vigilancia de todos los puertos de entradas
internacionales. El confinamiento inicial, estricto
y completo, se ordend por 19 dias a partir del 24 de
marzo, luego se prorrogo en varias oportunidades
hasta el 31 de agosto. Sin embargo, a partir de finales
de abril se permitio que pocos sectores economicos
iniciaran actividades. El numero de casos aumento
constantemente hasta finales de julio y, desde
principios de agosto, el niumero diario de nuevos casos
estd disminuyendo. Colombia comenzo a procesar
3 000 muestras para el diagnostico por RT-PCR de
COVID-19 y aumento a 119 laboratorios y 45 000
pruebas diarias y se incremento de 3 000 a 10 000
camas en las Unidades de Cuidados Intensivos de
todo el pais. La Academia Nacional de Medicina ha
seguido la pandemia reuniéndose semanalmente para
analizar diferentes aspectos de lamisma, entre otros, la
atencion primariade salud, la situacionde los servicios
de salud, la salud mental, el impacto economico y la
indisciplina social. Se presentan los resultados de
las medidas de control tempranas y la preparacion
adecuada en las pruebas y en la UCI, asi como las
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oportunidades de mejora en la comunicacion social
orientada amensajes mds pedagogicosy educativos en
lugarde laprohibicion o el miedo a la situacion actual.
Existen desafios para la post pandemia tales como las
reformas del sistema de salud, el fortalecimiento de la
atencion primaria, una mejor coordinacion entre los
gobiernos nacionales y locales y la recuperacion del
empleo que requerird unfuerte liderazgo participativo.

Palabras clave: Colombia, pandemia, COVID-19,
epidemiologia, prevencion y control, Academia
Nacional de Medicina.

INTRODUCTION

The SARS-Cov-2 pandemic arrived in
Colombia throughout the International Airport
in Bogota. The first case was reported on
March 6%, 2020, in a woman arriving from
Milan (Italy) and three days later, on March 9,
two cases from Spain were also detected, one
in the airport of Cali and the other one also in
the airport, in Medellin, the three main cities of
the country. The following day, six new cases
were identified in three different cities (Bogota,
Cartagena, and Medellin). On March 12%, the
first pandemic control measure was announced
by the government. A Sanitary emergency was
declared and public events with more than 500
people were prohibited (1).

Colombia began preparation for the possible
entrance of the SARS-CoV-2 in early January.
The first decision was to start monitoring all
potential entrances such as international airports,
seaports,and borders with neighboring countries.
Besides,contact was initiated and maintained with
international organizations, namely the World
Health Organization (WHO), Pan-American
Health Organization (PAHO), and the US Center
for Disease Control (CDC). The severity of the
menace was clearly defined, and the President
called for daily updated information for him to
proceed in decision making, as necessary.

Atthe Ministry of Health (MoH), the minister
led the preparation for the pandemic by, initially,
establishing case definition, how intervention
for a detected case was going to be, how the
follow-up should be, what to do every health
institution like the National Institute of Health,
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Secretariats of Health at the department (state)
and municipal level, what diagnostic tests
should be implemented. In addition, diagnose
the number of ICUs available in the country and
their geographical distribution. Promptly, as of
January 28, the government allocated the first
7.5 million dollars to face the coming pandemic.
Furthermore, communication and information
strategy was designed, and messages announcing
the risk and the characteristics of the disease were
widely disseminated by mass media including
social networks. Initially, the low-risk level
for the country was defined and was upgraded
to medium risk when Italy declared a high-risk
situation. On March 2™, a high risk for Colombia
was declared because the first case was reported
in Ecuador. At this moment there was open
information about the high risk for the country
by press release.

It should be underscored that a new Minister
of Health was appointed by the President to face
the pandemic because the former Minister had
resigned few months ago. On March 20" with
145 casesreported,anational and total lockdown
was mandated by the government, beginning
on March 24", for 19 days. The lockdown
continued successively up to August 30", On
March 21% occurred the first death of a taxi
driver in Cartagena. Additional measures were
announced by the government: On March 15%,
the government closed schools and universities.
On March 27" lockdown for people older than 70
years old was determined and should go until May
30™. On April 20" lockdown was extended until
May 11, however economic activities start with
strict restriction, manufacture and construction
could start working with strict protocols.

In general,Colombia’s preparedness took into
account the main aspects of what getting ready
for a pandemic should be implemented: Good,
clear, and transparent communication of the
risk to the general population, preparation and
updating institutional capacity for testing with
the appropriate technology, opportune lockdown
especially related to the population athigherrisk,
health system preparedness for the increased
number of people requiring hospitalization
and intensive care units (ICU) and centralized
response with local implementation left to
governors and mayors according to particular
situations.
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After describing the current epidemiological
situation in the country, this document will
analyze each of the above issues regarding the
positive aspects implemented and the issues that
may have been performed in a better way or are
still pendent to develop.

Epidemiological Information (as of Aug 29,2020)

Figure 1 shows the distribution of cases by age,
sex, and status, indicating a similar distribution
between males (51.5 %) and females (48.5 %),
increasing the risk of death as age is older and a
relatively low occupation of ICU.

SR G G et B, ROy SENCRIN
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Figure 1. Distribution by age, sex, and status in COVID-19 patients. Colombia as of August 29, 2020.

Source: INS 2020 (2)

In more detail, Figure 2 shows the distribu-
tion of COVID-19 deaths by age (left) and cases
(right) (3), showing that most mortality occurs
in older ages despite having a lower number
of cases. A higher number of cases and case

fatality rates occur at 60-80 years old that is also
the population whit frequent risk factors such
as diabetes, hypertension, renal failure, chronic
obstructive pulmonary disease.
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Figure 2. Distribution by age of COVID-19 number of deaths and cases in Colombia on August 29, 2020.

Source: INS 2020 (2)
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Figure 3 displays the daily number of cases
in Colombia up to August 29, 2020. In the
last ten days (from August 19) the increasing
trend has changed, and the number of cases is
diminishing. However, this may be due to afewer
number of tests that have been taken in the last
few days. Nonetheless, models and predictors
have shown that the peak of transmission, unless

in the main cities (Bogota, Medellin, Cali, and
Barranquilla), should be happening at the end
of August beginning of September. Based on
these assumptions, the Colombian Government
has opened the obligatory quarantine and
recommended self-isolation as well as continues
using of basic preventive measures such as
masks, hand washing, and physical distance.

Figure 3. Daily number of cases in Colombia as of August 29, 2020.

Source: INS 2020 (2)

Comparing the epidemiologic situation (at
the end of August) with other countries in the
Americas, Colombia has reported 11 030 cases
per one million inhabitants (6" in The Americas)
and 351 deaths per million inhabitants (9" in The
Americas) (2).

Finally, in the epidemiological profile of
Colombia, Figure 4 shows the daily increase

in the number of cases since the beginning of
the pandemic (left) and in the last two months
(right). In the last ten days of August, the number
of cases has not increased more than 2 % daily;
indicating that the country is arriving at the peak
of the pandemic, and the number of daily cases
will be diminishing from now on.

Daily increase of cases in Colombia
March 13- August 23

Daily increase of number of cases
COLOMBIA - July-August 2020

Yl 29l S-ago 12-ag0 19290 2&-ag0

Figure 4. The daily increase in the number of cases in two periods in Colombia.

Source: (3)
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Lockdown of the general population, high-risk
groups, schools, and universities

The main purpose of the Colombian
government to declare an early lockdown for
the total population was to start preparing the
hospital capacity for the care of patients that
would require hospitalization and ICU. At the
beginning of the pandemic, Colombia had less
than 4 000 ICU beds and the MoH estimation
was that 50 % of them could be occupied by
patients with severe COVID-19 disease. The
government created the Pandemic Unit with
a former minister as the manager of the unit
reporting directly to the President. This unit
started looking for ventilators across the world
to increase ICU capacity three-to-four-fold the
current availability. As of the end of August,
the total number of beds in ICU is 9 993 (4), six
thousand one hundred out of them allocated for
COVID-19 patients in addition, 20 % of beds in
intermediate care units is occupied by COVID-19
patients.

As was pointed out, Colombia reports 351
deaths per million inhabitants, ranking 9" in The
Americas, and the early lockdown to prepare the
hospital system yielded its effectt, since there
is no case of a severe COVID-19 patient that
has been rejected to be hospitalized in ICU, if
required. By the same token, in 2-3 cities only
(Barranquilla,Cartagena,and Leticia), ICUshave
been with more than 90 % of occupation, but as
average in the country, there has been less than
75 % of ICU capacity in the peak of use of the
hospital system. No doubt that the magnitude
of the pandemic has revealed how weak and
obsolete most health systems are; with very few
exceptions, no country was prepared to handle
and control a health emergency of the magnitude
of the current pandemic. Despite the weaknesses
of the Colombia health system, the country has
been able to show that, for hospital capacity was
able to prepare an appropriate response for severe
patients of COVID-19.

On March 15, the government announced the
suspension of classes for all public and private
schools and universities. This preventive measure
is still present (as of the end of August) at may
continue the rest of the current year although there
have been discussions about the impact that such
measure may have on children and adolescents
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(see below). The first measure taken by the
president, after declaring the state of emergency
on March 17, was to order mandatory isolation
from 20 March to 31 May for all adults over 70
years of age. However, on July 3" the judge
of Bogota ruled in favor of the tutelage action
lodged by a group of elder citizens, ordering the
Government to allow the elderly population to
leave their homes for outdoor physical exercise
two hours every day instead of an hour thrice a
week. President had to comply with the ruling
but exhorted the elderly population to stay at
home given the known higher mortality in this
segment of the population (5).

Lockdown was an effective measure to contain
transmission in the first three months of the
pandemic. However,in June, after the lockdown
was relaxed and a gradual commercial opening
started, the number of cases tripled (6). The
opening of other economic sectors continued
up to August 30th. June 19th was declared the
VAT day exemption (“COVID Friday”) when
the pandemic was increasing across the country.
People went out to buy appliances, generating
crowding, and close contact. Many people were
in the malls and streets without basic preventive
measures such as masks and, of course, physical
distance.

Testing for diagnosing and contact tracing

Diagnose Tests to detect SARS-Cov2 were
implemented from the very beginning of the
pandemic. Colombia was the first country in
Latin America to implement the Berlin Protocol
for diagnosing lead by the National Institute of
Health (NIH) that started to perform RT-PCR for
the suspected cases with a limited capacity of
fewer than 3 000 tests per day. Simultaneously,
the Institute called for laboratories with the
capability to perform PCR tests. Universities
and research centers were the first institutions
in supporting the NIH in processing tests in
the main cities. Hospitals and private health
insurance companies started to make diagnose
and contract to trace with RT-PCR, afterward.
The Institute keeps working on capacity building
for other laboratories. As of the end of August,
119 laboratories across the country are currently
approved (7) for SARS CoV-2 PCR tests and the
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country can test more than 45 000 samples per day.
To date (August 30") more than 2.5 million tests
have been performed and the country ranks third
in Latin America in the number of tests (48 814)
per million inhabitants (8). Another important fact
in testing the population is the positivity of tests
that was 12.7 % in May and has been increasing

to 21.1 % in June, 28.9 % in July, and 33.2 % in
August with an average, during the pandemic,
of 25.9 % (Figure 5). The increasing proportion
of positive PCR tests for SARS-Cov-2 is related
to the decision of addressing diagnosis mainly
to symptomatic people and contact tracing for
identified cases.

Proporcion de Muestras Positivas

Progorcidn de Pesitmdad

0.0

mar 2020 abr 2020 may 2020

Fecha de Toma de Muestiras

jun 2020 jul 2020 ago 2020

Figure 5. The proportion of positive PCR tests in Colombia (11).

Source: INS 2020 (2).

To strengthen the country’s capacity for testing
symptomatic and suspected cases as well as giving
priority to contact tracing as a strategy to control
transmission by case identification and isolation,
given the opening of mosteconomic activities, the
government established the PRASS (“Pruebas,
Rastreo y Aislamiento Selectivo Sostenible™)
strategy (9). PRASS attempts to identify as many
as 30-40 contacts of a COVID-19 case amongst
relatives, close persons,and all possible contacts.
A call center is being installed for the tracing of
contacts across the country.

In the last month, the number of daily tests
has decreased because the decision has been to
test one member of a family and, if positive,
isolation is imposed to the complete family to
prevent transmission. In addition, no second
test is required anymore when the patient has
recovered from COVID-19.

During the pandemic, the health committee
of the National Academy of Medicine has been
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analyzing differentissues related to the pandemic
with experts and leaders of the health sector as well
as with highly respected economists, secretaries
of health and mayors of cities, education experts,
and members of the Academy. Recommendations
have been sent to national and local governments.

Primary Health Care

The primary health care system was not
prepared for such a pandemic and it has been
more evident the lack of economic incentives,
appropriate technology, and continuous training
for the institutions and for the health care
professionals to work at PHC facilities. Recom-
mendations from the Academy of Medicine
were addressed to give financial support to PHC
institutions without intermediaries such private
insurance companies, to conform and train
multidisciplinary teams to deliver health care
(information and education about prevention and
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control as well as clinical signs and symptoms of
COVID-19,caseidentification, treatment for mild
cases athome, refer to health care facilities people
withrisk factors),not only at health care facilities
but also domiciliary care. At the beginning of
the pandemic efforts of MoH were addressed to
prepare hospitals for patients that might require
hospitalization. Later, in some cities such as
Bogota and Medellin, for example, primary
care strategies were implemented, domiciliary
visits performed, samples for diagnosing tests
collected, and follow up of COVID-19 patients
at home was conducted.

Impact on Health Services

As stated above, the early lockdown in the
country was addressed, besides protection of the
population of the risk of coming down with the
disease, towards allowing hospital and health
services to prepare the infrastructure (increasing
number of ICU beds), equipment and supplies
(ventilators), testing capacity and training of
healthcare workers.

However, the quarantine also implied that
hospitals diminished ambulatory care; suspend
elective surgery,only emergency patients went to
surgery. The income of both public and private
hospitals decreased at the beginning of the year
since many services diminished or were closed
expecting Covid-19 cases that start arriving at
high-level hospitals when the pandemic had
advanced.

On the other hand, people rejected to attend
hospitals for the fear of contracting COVID-19,
control visits and treatments to NCD such
diabetes, hypertension, chronic pulmonary
obstructive disease (CPOD),orrenal failure have
been delayed or postponed. The consequences
will be seen when a higher incidence of
complications, the severity of the disease, and
mortality will occur.

Public health programs and promotion and
prevention activities have been affected by
the pandemic, as well. EPI program has been
impacted since children are not taken to primary
care centers to obtain theirimmunization schedule
and so has prenatal care for the same reason of
fear going to health institutions or because of
the lockdown. Treatments and control of other
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public health problems such as vector-borne
diseases like dengue and malaria may have been
discontinued of unattended.

The pandemic has made more evident
weaknesses of the Colombian System of Social
Security in Health. Inequity in access to
health care between regimens subsidize (poor
population) and contributory (employees, private
health insurance),lack of governmental financial
support to public hospitals, low political will
for appropriate support to primary health care
with proper incentives and training, payments
delayed by insurance companies to health care
institutions, low priority to health promotion
and disease prevention. The National Academy
of Medicine and other health institutions and
scientific organizations as well as leaders of
the health sector are advocating reform to our
health system.

Another issue that might have affected the
initial response to the pandemic at local level
was that on October 2019 was the election of
new governors and mayors who inaugurated
their administration on January 1% 2020. The
new officers had to establish their teams, planing
for the four-year term, budgetary issues, political
agreements,and else while start facing the coming
outbreak that had already taken place in China
and was at the beginning in Europe.

Mental Health

During the pandemic, mental health has not
been taken into account in the way it should
have been done, but what the pandemic has
made visible about the problems of mental
health and psychopathologic conditions are
serious, complex, frequent, and not easy to
face. There are several factors associated with
the appearance of mental health disorders (That
may increase by three-fold according to experts)
in the current pandemic situation. Lockdown is
an effective preventive measure for transmission
of COVID-19. Notwithstanding, an important
proportion of the population stays in small
areas where four, five, or more people live
causing intrafamilial violence or sexual abuse
that both have increased. Another consequence
of lockdown is the increase in unemployment
that means a lack of income, especially for the
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poorest in urban areas and big cities. Besides the
obvious problems of this factor, the impact on
mental health has been enormous. Depression,
anguish, stress,claustrophobia,ideas and attempts
of suicide have increased and psychiatrists and
psychologists are in high demand. Furthermore,
it must be emphasized that lockdown has
different consequences for different groups of
the population, namely males and females,urban
and rural inhabitants, young and the elderly,
among others.

Structure and models of health care delivery
were not prepared to give aresponse during or after
the pandemic. Our health system must change
regarding mental health care, according to with
Caracas Declaration (10) whose recommendation
was that the restructuring of psychiatric care
linked to Primary Health Care and within the
framework of the Local Health Systems model
will permit the promotion of alternative service
models that are community-based and integrated
into the social networks; mental health programs
must adopt the principles and guidelines on
which these strategies and models of health care
delivery are based. After all, this pandemic is an
opportunity to change and improve mental health
care services worldwide.

There have been, however other positive
effects of the pandemic from the mental health
standpoint. In general, people have developed or
improved capacity to adapt to new circumstances,
quarantine has provided better opportunities for
family life, closer contact between parents and
children, there are, for an important proportion
of people, an improvement on informatics and
technological capabilities, lifestyle has changed
and persons and families have learned that there
are unnecessary things that they would have
shopped, otherwise.

Opening Schools and Universities

Closing schools and universities started early
on March 15 and in just a matter of few weeks
both public and private education institutions
had to get ready for virtual classes and academic
activities. Return to school has been an issue
worldwide and the Colombian National Academy
of Medicine decided to approach the subject to
make recommendations for the government.
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Several problems startrising amongst children
and youngsters. Some went back to look for jobs,
even though they were registered in schools,
but families needed income since many parents
had lost their jobs or decreased their income,
due to the pandemic. Without attending school,
children and youngsters are exposed to bullying,
mistreatment, sexual abuse, poverty, and prone
to delinquency. The school is a system to protect
children and youngsters with care, food, peer
interaction, and playtime.

The country should be aware that there is
only 40 % of the population with access to the
Internet, although there are regional differences.
Furthermore, fundamental functions and goals
of the school cannot be obtained virtually and
those who do not have access to the Internet are
precisely those who are more vulnerable.

Recommendations from the Academy of
Medicine to the ministers of Education and Health
to be considered to allow students going back to
school were as follows:

To comply with established protocols of self-
protection, use of masks, sufficient availability
of hand washing facilities, physical distance in
classrooms, and isolation in case of a suspected
case. Continuous surveillance, protection to
teachers since some of them may have risk
factors, schools can be re-open in places where
there are no cases but, on the other hand, there
are places where compliance with protocols may
not be possible. It is recommended to prepare
protocols with the participation of students,
teachers, principals, and parents. In this way,
compliance with them is more attainable.

Economic impact

As it has been shown at a worldwide level
the economic impact of the pandemic has been
devastating. In Colombia, the unemployment
rate has reached up to 21 % (July 2020). It has
been pointed out that only 3 % of the country’s
population has not been affected by the economic
standpoint.

Besides COVID-19,there have been additional
factors affecting the economic situation in the
country, asignificantdecrease in oil international
prices and the cost of financing has increased by
1.5 %-2 % . Because lockdown primary objective
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was to “buy time” to prepare hospitals and the
health sector to deal with the increasing number of
cases,thelonger the time of quarantine, the greater
the economic impact, thatis unemployment,lack
of income especially for the vulnerable population
such informal jobs or self-employed people like
taxi drivers, street vendors and else. The line of
poverty in Colombia before the pandemic was
27 % of the population and due to the pandemic,
this percentage may reach 40 %-45 %. One-to-
two decades may be lost in poverty and inequity
due to pandemic.

Special consideration should be taken
regarding the survival of enterprises and
assessment of what sectors should be supported
by the state, for instance, tourism and recreation
since these sectors have lost an enormous amount
of money and have laid off several employees.
For the second trimester of 2020, the country’s
GNP fell by 15.7 % compared to the same period
of 2019, which was reported to be the greatest
economic decline in recent history in Colombia.
The economic activities that were hit the hardest
were: wholesale and retail trade, repair of motor
vehicles and motorcycles, transportation and
storage, accommodation and food services
(which decreased by 34.3 % and contributed
—6.6 percentage points to the annual variation);
manufacturing industries (which decreased by
25.4 % and contributed —3.1 percentage points
to the annual variation), and construction, which
decreased by 31.7 % and contributed —2.1
percentage points to the annual variation) (11).

Given these considerations, some issues
should be underscored as actions taken by the
government to support the crisis for different
sectors of the economy: Allocation of extra funds
for the health sector to respond to the pandemic
has been prioritized and results are shown in the
increase of ICU beds across the country,subsidies
for the most vulnerable groups (30 %) of the
population with extra income were decided for
three months and later extended for additional
three months, Central Bank has provided finance
liquidity allowing private banks to refinance debts
from customers and enterprises. Nonetheless,
some issues should have been considered to
minimize the economic impact on certain sectors
of the population: The independents or freelancers
have significantly lost income without support
or subsidy and the informal jobs (50 %) have
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not received any subsidy either. An important
allocation of resources is required during and
after the pandemic to recover employment and
income of the high proportion of the population
that went back to be below the poverty line.
Different sectors,as mentioned above, will require
support in different ways, by loans at subsidized
rates, renegotiations and/or delay payments of
debts or stimulating generation of employment,
defer payment of taxes as examples of different
alternatives to strengthening the economy (12).

CONCLUSIONS

Colombiahad an early response to the coming
pandemic by starting preparation lead by the
Ministry of Health and the National Government
with clear and proper communication of the
coming risk to the general population, the
health care institutions, and the state and local
authorities. There was an early allocation
of additional resources for the health sector.
Preparedness of hospitals for strengthening their
capacity of ICU as well as the preparation for
testing and capacity building of laboratories to
implement PCR testing capacity. Identification
and preventive and control measures were
established at an earlier stage for risk groups.
The result of this preparedness is that never the
ICU was insufficient for attending patients of
both COVID-19 and other diseases. The daily
growth of the number of cases was moderated,
after the first month and not more than 2 % in the
last 4-6 weeks (August 31), CFR has remained
around 3.1 %-3.3 % and in mortality and incidence
per million inhabitants ranking 9™ and 6™ in the
Americas.

There may be two additional factors
influencing the low incidence and mortality rates
in Colombia, namely weather and demographic
profile. In Colombia, peaks of respiratory virus
transmission occur mostly during rainy seasons
However, since October 2019 the country has
experienced an unusually long dry season that
has extended through June 2020 coinciding with
the end of the lockdown. In addition, Colombia
has a relatively young population which may
have attenuated the SARS-CoV-2 impact on
mortality (6).
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On the other hand, there have been some
drawbacks from which there must be a process
of learning for the remaining of the pandemic
and future health situations. Communication
and information were more based on fear,
prohibition,and alarm instead of more pedagogic
and educational messages to the population.
Preparedness and decisions were more oriented
towards capacity building of ICU and not more
comprehensive activities including primary
health care, ambulatory care for NCD patients,
and public health activities such as keeping
immunization coverage and prevention and
control of vector-borne diseases.

Finally, as for most countries worldwide,
there are, for Colombia, several challenges for
the current situation of the pandemic as well as
the post-pandemic period. Better coordination
between the national and the state and municipal
governments is required and leadership of the
country ought to work in such away. To attend
to the consequences of the pandemic on mental
health at the individual and community level thru
a well-integrated primary health care strategy is
necessary given the wide impact of the lockdown
and economic situation in the country. To work
together among different leaders and institutions
of the health sector to assess and to propose the
changes and reform required for equitable access
to health care. Last, but not least is the enormous
challenge for Colombia and most countries of the
worldintherecovering of economy,employment,
income for vulnerable groups. For all these
challenges strong and participative leadership
is required, and the country must demonstrate
that can do so for a better place to live for our
future generations.
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The objective of this paper is to present a series of
policies for the control of the COVID-19 pandemic
by the Costa Rican authorities. An exhaustive review
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official government media, mainly the Ministry of
Health and the Costa Rican Social Security Fund
and some collective media. The first wave of the
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government to address it with a series of quite effective
suppression and mitigation measures, which had the
unrestricted support of the population. The second
wave grew aggressively, causing social discontent due
to the economic impact. Due to the ineffectiveness of
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RESUMEN

El objetivo del presente trabajo es presentar una serie
de politicas de control de la pandemia del COVID-19
por parte de las autoridades de Costa Rica. Se hizo
una revision sistemdtica de las politicas de control de
la pandemia en los medios oficiales gubernamentales,
principalmente el Ministerio de Salud y la Caja
Costarricense del Seguro Social y algunos medios
de comunicacion colectiva. La primera ola de la
pandemia en Costa Rica fue bastante leve, permitiendo
al gobierno hacerle frente con una serie de medidas
de supresion y mitigacion bastante efectivas, que
contaron con el apoyo irrestricto de la poblacion. La
segunda ola crecio de forma agresiva, provocando
una disconformidad social por el impacto economico.
Debido a la inefectividad de la estrategia del martillo
vladanza el gobierno costarricense se hareplanteado
esa estrategia, levantando ciertas restricciones,
aunque reconociendo elriesgo que implica en términos
del incremento de casos de COVID-19 en casos y
defunciones.

Palabras clave: COVID-19, politicas publicas,
gobierno, Costa Rica.

INTRODUCTION

Sixty-six days after the announcement by the
Chinese authorities of the presence of 27 cases
of viral pneumonia of unknown origin and 60
days after the declaration by the same Asian
authorities that it was a new coronavirus (1), on
March 6 of this year, the first case of the disease
was diagnosed in Costa Rica,known by the WHO
as “Coronavirus 1919 Disease (COVID-19) (2).
In Latin America, the first case of the COVID-19
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pandemic occurred in Brazil on February 26%,
and in the United States, the new disease had
already been diagnosed in New York. The first
death in Latin America occurred in Argentina on
March 7. The rest is history. The pandemic has
spread everywhere. By early July, 27 333 464
cases had been diagnosed, for a rate of 3 507
per million population, with 57 456 new cases.
In addition, 893 711 deaths had occurred, for a
rate of 114.7 deaths per million population, with
1 039 deaths for that day.

Undoubtedly this is the pandemic of the
century, one that occurs every hundred years,
although, to date, it is still far behind the famous
and misnamed ‘“Spanish Influenza” of 1918
that caused some 50 million deaths and affected
approximately a quarter of humanity (3). With
the reserves of the case, knowing the differences
of time, transferring these figures to the present
moment, we would have about 175 million deaths
and about 1 750 million cases. The numbers
are frightening, but the non-therapeutic control
measures that have been taken are undoubtedly
slowing down the strength of SARS-CoV-2 and
also, in perspective, we have the early arrival of
some of the vaccines that are in advanced stages
of testing, which are expected to contain the
pandemic. But even so, the current and future
consequences for global health are extremely
serious.

The effects on the economy are also seriously
affecting all nations, especially those outside the
developed world. This is “a health, human and
economic crisis unprecedented in the lastcentury
and one that is continually evolving” (4). Only
in times of world war does one experience a
similar situation. The measures of suppression
and mitigation thathave been taken to contain the
pandemic,have proven to be effective,especially
the physical distancing, but they have a negative
action in the economic field since they cause
the deceleration of production, which implies
the loss of jobs and decrease of working hours,
with the consequent action on the salary. The
result is a reduction in the aggregate demand for
goods and services.
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National health structure

According to the health system profile pre-
pared by the Panamerican Health Organization
(PAHO) (5),the “health,nutrition and education”
sector, as indicated in Executive Decree N°41187
of 2018, is made up of: the following centralized
and decentralized institutions: Ministry of Health,
Ministry of Agriculture and Livestock (MAG),
CostaRican Social Security Fund (CCSS),Costa
Rican Institute of Aqueducts and Sewers (AyA),
National Insurance Institute (INS), Costa Rican
Institute of Sports and Recreation (ICODER),
National Directorate of Education and Nutrition
Centers and Children’s Centers for Integrated
Care (CEN-CINAI), Institute of Alcoholism and
Drug Addiction (IAFA), National Institute of
Research and Teaching in Nutrition and Health
(INCIENSA) and National Rehabilitation Board
(PANARE).

The National Health System of Costa Rica
is made up of the Ministry of Health, which
is its governing body, the Costa Rican Social
Security Fund (CCSS), the National Insurance
Institute (INS), the Costa Rican Institute of
Aqueducts and Sewers (A&A), universities and
public and private institutes that train health
personnel, private health services, cooperatives
and self-management companies that provide
health promotion, disease prevention, healing,
and rehabilitation services to individuals,
municipalities, and communities.

This health system underwent a real and
effective transformation in the nineties, a period
in which the health sector reform was carried
out, framed within the discussion on the Costa
Rican State Reform. In 1991, a Health Sector
Evaluation Commission was created to identify
the main problems of the sector at that time.
In 1993 the National Plan for Health Sector
Reform was formulated (5). From then on,
the Ministry of Health was responsible for the
steering role of health, as well as some specific
programs, such as health promotion and disease
prevention such as vector control,basic sanitation,
comprehensive care for children from families
with nutritional needs through the National
Directorate of Education and Nutrition Centers
and Children’s Centers for Comprehensive
Care (CEN-CINAI). Finally, the prevention,
treatment, and rehabilitation of people with
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addiction problems is the responsibility of the
attached body, the Institute on Alcoholism and
Drug Dependence (IAFA).

The CCSS was assigned to provide health
services at all three levels of care. Of particular
importance was the creation by the CCSS of the
network of Basic Teams for Integrated Health
Care (EBAIS) and Health Areas, “with the
main objective of complying with the universal
coverage that had previously been established
in the 1961 Law for the Universalization of
Health Insurance. The CCSS divides the national
territory into seven health regions, each region
subdivided into health areas that would have
one EBAIS for every 3 500-4 000 inhabitants,
depending on population density” (5).

The National Health System in Costa Rica
is governed by four fundamental principles: 1.
Financing is provided by contributions from
the state, employers, and workers. Public funds
covered 73 % of total health care spending
in 2014, equal to the average among OECD
countries (6). Sofar,ithas covered the prevailing
needs and obligations, but it is feared that very
serious actuarial studies will not be enough in
the medium term.

According to the 1998 Reform, the Ministry
of Health was assigned four primary functions:
1) direction and management; 2) regulation of
health development; 3) health surveillance,and 4)
research and technological development. These
attributions have been very evident during the
current COVID-19 pandemic, in which the work
of the Minister of Health has been outstanding
and leading, a very important fact since in the
past, with the exceptions of rigor, the actions of
the Ministry had been quite grey, overshadowed
by the enormous magnitude of the CCSS and
its multi-presence throughout the country. The
occasion-although very serious-has served then
to highlight the role of the Ministry of Health as
the undisputed rector of the sector.

The COVID-19 pandemic in the country

So far, there are two stages or two waves of
the pandemic in Costa Rica. The first goes from
March 6, when COVID-19 is firstdiagnosed in a
tourist from abroad, starting to rise slowly, until
it reaches its peak on April 9 when 37 cases are
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reported. From then on, the descent begins with
some irregular ascents, until May 24", that is, it
lasted eighty days when from then on, it can be
established that the second wave or outbreak of
the pandemicis beginning. The first outbreak had
its highest percentage increase in the weeks, 2,
3, and 4, while the minimum was reached in the
ninth. In all, it had a cumulative total of about
1 000 cases, lasting up to eighty days. The first
death of the pandemic occurred on March 19,
and 48 hours later the second victim died. Then
a long period of 17 days passed without death,
when by that time 502 cases had been diagnosed.
By the end of May, only ten deaths had occurred,
resulting in a very low lethality for the country (7).

The second wave began in the last week of
May, slowly increasing the number of cases in
June, but never going below twenty. However,
the mortality rate continues to be very low, so
much so that during those four weeks it barely
added six deaths to the ten that had come
before, at a time when 3 459 cases were counted
(lethality 0.5 %). As of June 24, no fewer than
one hundred cases are reported daily, until the
present time. On July 15, for the first time, more
than 500 cases were diagnosed in one day, while
on August 7, more than one thousand cases were
diagnosed daily. It is already evident that July
represents the breaking point of the pandemic in
Costa Rica. Both prevalence and mortality are
increasing steadily, with the former rising from
3 459 to 17 820 cumulative cases, while deaths
are rising from a mere 16 to 150. Figure 1 shows
the increase in cases every five days during July
and August. In the first 25 days of July, there
was a practically continuous increase in cases,
followed by 15 days in which cases decreased,
only to resume on August (8).

This is the last month in which cases are rising
rapidly,reaching high rates in the Latin American
context. Table 1 shows the cumulative cases and
deaths from June 6 to August 23, as well as their
respective rates per million inhabitants. It can
be seen how the prevalence went from 237.2 per
million on 3 June 20 to 6 935 on 23 August 20
(a 25-fold increase). During the same period,
mortality varied from 2.7 per million on 3 June 20
to 72.8 per million (a 26-fold increase). Figure 2
(semi-logarithmic) shows how the rates of deaths
and cases rise in parallel. Referring only to the
second half of August,Costa Rica, as can be seen
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Figure 1. Costa Rica. The average number of new cases of COVID-19, according to five-day periods. July-August, 2020.
Source: Own elaboration based on data of Costa Rica’sMinistry of Health.

Table 1

Costa Rica. Cases and deaths per million inhabitants by COVID-19 from June 3 to August 23, 2020

Date Cumulative Cases/million Cumulative Deaths/million
cases hab. deathshab.

3/06/20 1157 237.0 10 2.7
14/06/20 1715 351.0 12 2.5
26/06/20 2 836 581.0 12 2.5

5/07/20 4 996 1024.0 19 3.9
15/07/20 8 986 1482.0 40 8.2
25/07/20 14 600 29992.0 98 20.01
14/08/20 26 931 55203 281 57.06
19/08/20 30 409 62332 321 65.8
23/08/20 33 820 6935.0 355 72.8

Source: Own elaboration based on data of Costa Rica’s Ministry of Health.

[ S —

Figure 2. Costa Rica. Cases and deaths of COVID-19 per million (expressed in logarithms), June-August, 2020.
Source: Own elaboration based on data of Costa Rica’s Ministry of Health.
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in Table 2, has higher rates of COVID-19 than
Mexico and all Central American and Caribbean
nations, except for Panama, and in the case of
South America, above all countries except Peru,
Colombia,and Argentina. Fortunately, mortality
continues to be one of the lowest in the region,
as can also be seen in the same Table 2 (9).

As of 7 September, Costa Rica reported 46
920 accumulated cases, for a rate of 9 618 per
million, of which 18,211 are recovered and
28 231 remain active; 478 deaths (rate 98 per
million), 50 % have occurred in the last 28
days. The base reproduction number for the
date is 1.2. According to the risk classification
COVID-19 (10), a score of 3.49 % is obtained
which implies “high risk™.

Table 2

Latin America. The average number of cases, deaths,
and active cases per COVID-19 from 14 to 28 August
2020 (14 days), per million inhabitants

Country Cases Deaths Active cases

North America

Mexico 4339.1 470.7 3242
Central America

Guatemala 39842 151.0 550.9
Belice 1619.0 16.7 1488.3
El Salvador 38272 102.8 1847.8
Honduras 6 066.9 1869 4948.2
Nicaragua 688.2 212 200.1
Costa Rica 65264 68.8 42640
Panama 21073.2 459.0 59379
Caribbean

Cuba 311.7 7.9 49.0
Haiti 737.0 18.1 2183
Dominican Rep. 84783 144.9 28353
South America

Argentina 7649.5 151.8 1895.0
Bolivia 9674.9 397.0 5403.9
Brazil 16 896.9 541.1 2 631.1
Chile 215483 586.4 863.8
Colombia 10 563.7 3374 32200
Ecuador 63933 3772 624.5
Paraguay 1783.2 270 728.9
Peru 17 896.1 856.2 48024
Uruguay 436.0 11.9 59.8
Venezuela 1261.0 10.5 334.8

Source: Own elaboration based on http://malouche.github.io
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Measures taken by the government of Costa Rica

In CostaRica,there was a 32-day gap between
the taking of the first measure (3/02/20) and
the appearance of the first case (6/03/20) (11).
From the outset, the national government took
a series of measures to address COVID-19,
very similar to those already being applied in
other countries (12,13). Among them were the
declaration of a national emergency, restrictions
on vehicle traffic and public transport, physical
distancing, closure of schools, colleges, and
universities, as well as shopping centers,
restaurants, bars, civic and religious centers,
sports facilities, border closures, suspension
of international flights, migration measures,
promotion of hygienic behavior such as hand
washing, treatment of contacts and people
suspected of having the disease, strengthening of
hospital facilities, mainly in the area of intensive
care, and later, the mandatory use of masks.

Among the most recent measures in the
transition phase (starting in September) are the
following:

e From August 31 to September 8, a transition
closing phase is applied towards a model of
controlled reopening and co-responsibility
with municipalities, the private sector, and
communities.

e During these 9 days, restrictive measures are
established for the opening of establishments.

e Allestablishments with ahealth care operating
permit in cantons on orange alert are ordered
to be closed, except for the list of exceptions
which includes supermarkets, hardware
stores, home service, vehicle repair, stores,
restaurants, beauty salons, among others.

e The operation of individual sports is
authorized, outdoors or indoors, without an
audience; contact sports for the training of the
Women’s and Men’s National Teams of high
competition; and competitions of the high
performance or professional category, behind
closed doors and without an audience; and
contact sports for individual training without
physical contact or approach; all according to
the list authorized by the Minister of Sports.

e The hotels will be able to operate throughout
the country with 100 % capacity. In the
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In chronological order, among the most important are the following (14):

Table 3. Measures taken by the government of Costa Rica

Date

Mar. 14" Measures to protect or mitigate the economic and social impact of the pandemic.

Mar.16" The National State of Emergency.

Mar. 19" National Assembly approves a reduction in work hours.

Mar. 20" A tax moratorium and exemption for commercial rents take effect.
The Ministry of Labor publishes procedures for the temporary suspension of work contracts. On the
same day, the government announces temporary school closings.

Mar. 21" Approval of teleworking.

Mar. 24" Labor measures in the public sector.

Mar. 27" The extraordinary budget proposal to help affected families.
The Costa Rican Tourism Institute grants a 4-month moratorium on the payment of taxes. The same
day, it announces a restriction on night-time travel.

Mar. 31 The CCSS approves the streamlining of public procurement awards.

Apr. 1 Approval of fines for those who violate sanitary isolation measures, as well as vehicle restriction.

Apr. 41 Daytime vehicle restriction. On the same day, temporary closure of establishments with sanitary
permits for public meetings.

Apr. 5™ Restriction to the entrance to beaches and national parks.

Apr. 7™ Permission for public and private education to have alternative measures for teaching.

Apr. 9" Prohibition of the sale of chloroquine, hydroxyquinoline, and ivermectin without a prescription.

Apr. 12" Daytime vehicle restriction.

Apr. 17" Approval of the "Bono Proteger" to help unemployed families.

Apr. 20" Border closures are extended.

Apr. 22"  Activation of protocols and health measures in workplaces.
The Legislative Assembly approves a temporary subsidy for those whose employment is affected.
The Ministry of Health announces protocols and health measures in work centers.

Apr. 30"  Reform of the general health law in cases of suspicion or confirmation of communicable diseases
that must be reported.

May 11"  Restriction of the entrance of international flights to the national territory.

June 5" Restriction to navigation in some of the country's rivers. Expansion of certain orange cantons.

June 25"  Health Care Guidelines for Pandemic COVID-19.

June 27"  Mandatory use of masks or masks.

Aug. 5™ Declaration of interest in research projects that contribute to the development and validation
of diagnostic tests for the detection of SARS-CoV-2.

common areas of these hotels (restaurants, with only 50 % of its maximum capacity and in
swimming pools, gyms, among others) a schedule from Monday to Friday from 5 p.m.
capacity of 50 % must be maintained. to 10 p.m. and on Saturdays and Sundays until

8 p.m. Places where there may be mass events
such as bars, casinos, among others, are kept
closed. Places of worship, event halls, cinemas,
e The cantons on yellow alert will continue the and theaters may operate with some restrictions.

process of reopening establishments. Other business and academic places may operate
with a maximum of 75 people. For other events,
the maximum will be 30 people.

e All the beaches in the country are open from
Monday to Sunday until 14:30.

The phase of controlled opening begins on
September 9 allowing the controlled opening
of establishments that serve the public, but

The shared management model (““Costa Rica
trabajay se cuida”) implies involving all citizens’
at all administrative levels in the application of
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the “protocols and guidelines for the prevention
of COVID-19 infection in each of the territories
and within the organizational structure of the
National Risk Management System™. In each
canton, reference will be made to the “Cantonal
Risk Ratio” (RRC), which is the product of the
analysis of epidemiological indicators carried out
by the Situation Analysis Room of the Emergency
Operations Center (COE) (15).

DISCUSSION

The first wave of the COVID-19 pandemic in
CostaRicawas quite mild and the country’s health
structure responded adequately. Itis recognized
that its powerful national health system, with
national coverage, well organized in its three
operational levels, under a unified command
and with a very competent and well-prepared
staff (16),waspreparedto face the virus that was
already devastating many areas of the planet. It
also favored that there was enough time to be ready
for what was coming and that we already said, the
beginning was slow and not abrupt. The proofis
in the low number of cases and attenuated linear
growth. Similarly, it happened with the lethality
and mortality, which were among the lowest in
the world, as has already been mentioned.

Another positive condition was the initial
participatory and comprehensive response of the
population. In the face of the suppression and
mitigation measures undertaken, it responded
with respectful compliance. The intelligent
participation of the highest health authorities,
who daily addressed the country, giving details
on the evolution of the pandemic, contributed to
this. Among them, practically in the first months,
the Ministry of Health and the director of the
Costa Rican Social Security Fund were always
present. The President of the Republic attended
several of these presentations,buthe always acted
discreetly, talking as little as possible and giving
all the support to his technicians. At that time,
the government gained favorable points among
the population’s feelings, and the figure of the
Minister of Health, Dr. Daniel Salas, and that of
MS.C. Roman Macaya gained popularity and
respectability.
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That honeymoon ended when the second
wave came with unusual vigor. It is in full
swing right now and is expected to peak in mid-
October. The government, after taking alternative
measures to the “hammer and dance” strategy
during August,has decreed as of September 9, the
lifting of some measures tending to favor physical
distancing. Public opinion has changed, and that
popular support that benefited the government at
the beginning of the pandemic has been shattered.

For a long time, the thesis that the country
had entered phase three of the pandemic was
defended, when it was already evident to the
population that the country had entered a stage
of community contagion. The number of PCR
tests dropped substantially,bringing the negative/
positive ratio down to two when during the first
wave it reached 40. It was evident that the high
number of cases that have been presented has
frankly exceeded the official response capacity.
Either economic resources were not available -
for lack of them or not foreseen - to carry out a
sufficient number of tests, or perhaps there was
not an adequate number of trained personnel to
carry them out. Alack of personnel has been cited
to meet a demand that has grown too much in
recent weeks, but the truth is that there has been
no effect on this aspect (Table 4).

Table 4

Costa Rica. Percentage of cases recovered from
COVID-19 with respect to the cumulative total of cases,
March-August 2020

Date Cumulative ~ Recovered Percentage
cases cases
25/03/20 201 2 1.0
15/04/20 626 67 10.7
30/04/20 719 338 47.0
15/05/20 843 542 64.3
31/05/20 1056 669 634
15/06/20 1744 771 442
30/06/20 3559 1436 41.5
15/07/20 8 986 2551 284
31/07/20 17 820 4 404 24.7
15/08/20 27 737 9010 325
23/08/20 33 820 10518 31.1

Source: Own elaboration based on data of Costa
Rica’sMinistry of Health.
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It would seem that the government has been
proactive in diligently increasing the number of
hospitalization beds to attend to patients with
the disease, especially those in intensive care.
However, it is reaching a dangerous point, in
which, if the increase in cases continues, there
could be a collapse in-hospital care.

CONCLUSIONS

The first wave of the pandemic in Costa
Rica was quite mild, both in terms of morbidity
and mortality, allowing the government to deal
with a series of quite effective suppression and
mitigation measures, which had the unrestricted
support of the population. The process lasted
eighty days and created a false sense of security
and even pride, for having traveled without too
much damage, a path that had been very painful,
for many countries in the world, and even in
Latin America.

The second wave began slowly at first,but after
four weeks it has been growing in an unusually
aggressive manner, both in terms of the number
of cases and deaths, increasing the occupation
of beds for moderate patients, as well as for
severe patients located in intensive care units.
The community has begun to protest, especially
because of the economic impact that has arisen
and the official discourse no longer generates the
positive impact of the first months. Rather, it
lookstired,repetitive,and notentirely transparent,
which is why it has been accused by journalists.

Some sectors are beginning to complain about
the ineffectiveness of the hammer and dance
strategy and to ask for it to be rethought. The
government has been forced by the circumstances
to lift certain restrictions, which will allow the
economy to improve, even though it recognizes
the danger of occurring in the middle of an upward
epidemic curve. This is the case with tourism, an
activity thatrepresents the country’s main source
of income, but bringing tourists from Europe
and the United States, despite all the precautions
taken, will increase risk exposure.

The pandemic has spread during other serious
health problems that Costa Rica has in common
with other Latin American countries. First of
all, chronic non-communicable diseases should

Gac Méd Caracas

be mentioned, which constitute the first cause of
mortality and disease burden in the region (and in
the world). Their interaction with the pandemic
is known from the beginning, making both
intertwine to form a “perfect storm”. Then we
have the diseases of poverty, which include under
nutrition thatis particularly prevalentin children,
as well as the other infectious diseases, which are
still amajor cause of death and disease in the area.
In addition,there are alarge number of other health
problems aggravated by the pandemic, which a
magnificent study by the Latin American Society
of Pediatric Infectious Diseases (SLIPE) has
recently reported (17),among which it mentions
mental health, increased consumption of drugs
and alcohol, learning disabilities, increased food
insecurity with the closure of school canteens,
limited access to immunizations, among others.
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SUMMARY

The paper presents the situation in the Dominican
Republic in terms of pandemic preparedness, the
policiesimplementedtorespondtoit,the achievements
made,and the challengesfor the future. The COVID-19
pandemic found the Dominican Republic unprepared
todealwithit, with significant deficiencies in the areas
of prevention, early detection and notification, rapid
response and mitigation, compliance with international
standards, risk environment and health system strength.
The country had the most infections in the entire
Caribbean region and one of the most important in
Latin America, however, the policies implemented were
appropriate and the country faced lower rates of both
serious illness and mortality, compared to the rest of
the region. The health system, so far, has been able to
respond, without exceeding the installed capacity in
terms of beds and intensive care units. The worst part
of the response preparedness is the weakness of the
firstlevel of care and its underfinancing, concluding on
the necessity of investing adequately in strengthening
the first level of care, implementing the population
assignment using geographical criteria, developing
paymentfor results mechanisms to increase quality and
efficiency and putting in place the unified electronic
medical record, in order to make it feasible to establish
a prevention strategy.
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RESUMEN

En el documento se presenta la situacion de la
Repiiblica Dominicana en lo que respecta a la
preparacionparalapandemia, las politicas aplicadas
pararesponderaella,loslogros alcanzadosy los retos
para el futuro. La pandemia del COVID-19 encontro
a la Republica Dominicana sin preparacion para
enfrentarla, con importantes deficiencias en las dreas
de prevencion, deteccion temprana y notificacion,
respuesta rdpida y mitigacion, cumplimiento de las
normas internacionales, entorno de riesgo, y en la
fortaleza del sistema de salud. EIl pais registro el
mayor numero de infecciones de toda la region del
Caribe y una de las mds importantes de América
Latina, sinembargo, las politicas aplicadas resultaron
apropiadas. El pais presenta las tasas mds bajas
tanto de enfermedades graves como de mortalidad, en
comparacion con el resto de la region. El sistema de
salud, hasta ahora, ha podido responder, sin exceder
la capacidad instalada en cuanto a camas y unidades
de cuidados intensivos. Lo peor de la preparacion
de la respuesta es la debilidad del primer nivel de
atencion y su subfinanciamiento. Se ha puesto en
evidencia la necesidad de invertir adecuadamente
en el fortalecimiento del primer nivel de atencion,
la aplicacion de la asignacion de la poblacion con
criterios geogrdficos, el desarrollo de mecanismos
de pago por resultados para aumentar la calidad
v la eficiencia y la puesta en marcha de la historia
clinica electronica unificada, a fin de hacer factible
el establecimiento de una estrategia de prevencion.

Palabras clave: Repiiblica Dominicana, COVID-19,
preparacion para las epidemias, sistemas de salud,
financiacion de la atencion primaria.
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INTRODUCTION

The Dominican Republic, located in the
Caribbeanregion,shares the island of Hispaniola
with Haiti, occupying the eastern two-thirds of
the island, with a territory of 48 670 km and
10.3 million inhabitants. It is an upper middle-
income country (US$ 19,182 per capita in PPP
by 2019) (1). The country has experienced rapid
economic growth inrecentdecades,rising to tenth
place in 2019 in terms of per capita income in
the Latin American and Caribbean (LAC) region
(after The Bahamas,Panama, Trinidad & Tobago,
Chile, Argentina, Antigua & Barbuda, Uruguay,
Costa Rica, and Mexico) from 22nd place in
1990 (1). However, the investment made by
successive governments in the social sectors has
been very low; resulting in poor health outcomes,
lower than those in the LAC region (2). Within
the LAC region, investment in the first level of
care (3)andinthe steeringrole andleadership of
the health system, including community services,
in particular epidemiological surveillance
and emergency health preparedness, has been
particularly low (4).

It is in this context that the COVID-19
pandemic arrives, finding the country ill-prepared
to face it. In this paper, we present the situation
in the Dominican Republic in terms of pandemic
preparedness, the policies implemented to
respond to it, the achievements made, and the
challenges for the future.

Pandemic preparedness

In order to evaluate the Dominican Republic’s
preparedness for the COVID-19 pandemic, we
used the Global Health Security Index (GHS),
developed in late 2019 (5). This instrument
is, as its authors say, “the first comprehensive
and comparative assessment of health security
and response capacity” in 195 countries. The
GHS Index is a project of the Nuclear Threat
Initiative (NTI), the Johns Hopkins Center
for Health Security (JHU) and the Economist
Intelligence Unit (EIU). This index was created
to produce health security metrics that could be
monitored over time, “stimulating changes that
improve international capacity to address one of
the world’s most pervasive risks: the outbreaks
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of infectious diseases that can be caused by
international epidemics and pandemics™ (5).

The GHS Index assesses countries’ health
security and capabilities in six categories

- Preventing the emergence or release of
pathogens

- Early detection and notification of epidemics
of potential international concern.

- Rapid response and mitigation of the spread
of an epidemic

- Sufficient and robust health system to treat
the sick and protect health workers.

- Compliance with international standards to
improve national capacity, funding plans
to address gaps, and adherence to global
standards.

- Overall risk environment and country
vulnerability to biological hazards.

The above dimensions are measured by 34
indicators and 85 sub-indicators,obtained through
open source information, i.e., data that a country
has published on its own or reported by an
international entity. The GHS Index prioritizes not
only countries’ capacities, but also the existence
of functional, tested and proven capacities to stop
outbreaks at their source. Itincludes indicators of
nations’ capacities toreduce Global Catastrophic
Biological Hazards (GCBR),which are biological
hazards of an unprecedented scale thatcould cause
serious damage to human civilization globally,
undermining the potential of civilization in the
long term. These are events that could wipe
out advances in sustainable development and
global health because of their potential to cause
national and regional instability, global economic
consequences, and widespread morbidity and
mortality.

The GHS Index Overview Report, released
in October 2019, concludes that most countries
are unprepared for a global biological catastrophic
event, including those that could be caused by
the international spread of a new or emerging
pathogen or by its deliberate or accidental
release. It also concludes that biosafety is a low
priority area at the international level and those
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connections among health sector actors in the
response to epidemics are generally weak.

Interestingly, according to this index, the best
prepared countries are the United States (with 84
points out of 100) and the United Kingdom (with
74 points). In the Latin American and Caribbean
(LAC)region,the best prepared was Brazil (with
60 points). In October 2019, no one imagined
that, just a few months later, the COVID-19
pandemic would spread around the world and that
the countries at the top of the ranking would have
the worst record in terms of impact and response
to the pandemic. The Figure 1 below shows the
overall results of the index in the countries of
the Americas, drawing attention to the fact that
some of the worst prepared countries (according
to the GHS index) have so far performed well,
such as several islands in the Caribbean, and
especially Cuba.

The Dominican Republic is ranked 14" out
of 34 countries in the Americas, with an overall
score of 38, which places it at 91st out of 195
countries, as shown in the Table 1.
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Source: (5).

Table 1

Dominican Republic: GHS Index, October, 2019

DR Score DR Rank (out Average

of 195) score (of all

195 nations)
Overall 38,3 91 40,2
Prevention 30,5 105 348
Detection and Reporting 37,1 105 419
Rapid Response 473 53 384
Health System 16,1 125 264
Compliance with International Norms 435 126 48,5
Risk Enviroment 59,3 73 550

Source: (5).

As a result, the country’s preparedness to
respond to an epidemic is arguably low in
absolute terms (although it is in the middle in
relative terms). It is interesting to note that its
worst score refers to the strength of the health
system, where the weakest areas refer to the
absence of a plan to address human resource
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shortages, lack of evidence of an effective
communication system with the population and
between the public and private sectors in the
event of a health emergency, low priority given
to health worker care, and lack of a monitoring
and evaluation plan.
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Implementation of COVID-19 control policies

The first case of COVID-19 was identified
on March 1, 2020, being a case imported from
Italy. Policies to address the epidemic were put
in place on March 19", a few days after the World
Health Organization (WHO) declared a global
state of emergency and the disease a pandemic.
That day there were 34 confirmed cases in the
country (6).

The government created a high-level com-
mission, coordinated by the Minister of the

Presidency of the Republic, composed of
high government officials and private sector
personalities. A state of emergency was
established in the country, borders were closed
by sea, land and air, teaching in schools and
universities was suspended, and businesses and
productive activities were closed. The next day,
acurfew was established starting at eight o’clock
atnight. Table 2 shows the policies implemented
in the country from March 19 to October
15%,2020.

Policies implemented to control pandemic by COVID-19

Date Implemented policies Cases

19/03/20 State of emergency

21

Flight suspension — countries Europe, China, Korea and Iran
Quarantine of passengers from countries with community transmission

Restriction on coronavirus testing laboratories

Suspension of teaching in schools and universities

Air, land and sea passengers border closures

20/03/20 Curfew

72

Trafic and circulation ban between 8:00 p.m — 6:00 a.m. (exceptions for health

personnel, journalisis, emergencies)

26/03/20 Modification of curfew

581

Exceptions for persons an vehicles in the industrial, food, energy, water and

telecommunications sectors.
14/04/20
Madatory use of masks

Extension of the state of emergency and curfew until May 1 3614

1/05/20 Extension of the state of emergency for 25 day 7 954
Curfew 7:00 p.m.-5:00 a.m.; Sunday 5:00 p.m.-5:00 a.m.

20/05/20 First phase of reopening

13 657

Companies enter gradually according to the number of employees. Public transport
resumes at 60 % capacity. Churches reopen only on Sundays with protocols.
Barber shops, beauty salons and medical offices only by appointment

3/06/20 Second phase of reopening

Curfew 8:00 p.m.-5:00 p.m.

18 319

Increase the size of the companies authorized to work; opening of shopping centers;

private transportation of passengers is alowed
Third phase does not start because of the increase in infections 26 645

17/06/20
The second phase in maintained
1/07/20 End of the state of emergency

34197

Opening of borders. Authorization to tourist hotels and restaurants with protocols
Opening of gyms and companies with protocols is allowed.

Curfew is lifted
20/07/20

New State of Emergency due to increased infections 54797

Curfew 7:00 p.m. - 5:00 a.m. on weeksdays and 5:00 p.m. - 5:00 a.m. on weekends

3/09/20 Extension of the state of emergency

97 902

Continuation of the curfew in the previous period

28/09/20 Extension of the state of emergency

111 209

Curfew is established in the national territory from Monday to Friday from 9:00 p.m.
To 5:00 a.m. and on Saturday from 7:00 p.m. to 5:00 a.m.

15/10/20 Extension of the state of emergency

120 924

The state of emergency continues and the curfew is maintained in the last format.

Source: own elaboration.
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The University of Oxford has a tool for
monitoring the response that governments are
giving to the coronavirus pandemic, through
which they build a set of indicators, namely:
governmentresponse, health containment, policy
stringency and economic support. The first one,
of government response, covers the indicators of
all the previous ones.

The Stringency Index seems to be the most
used and has begun to be included in some
international databases, such as “Our World
in Data”, also from the same University of
Oxford. It does not include economic policies
or information on diagnostic tests, which are less
available internationally. The indicators included
are the following:

- Containment policies: School and university
closures; workplace closures; cancellation
of public events; restriction of social events;
closure of public transportation; obligation
to stay home; domestic travel restrictions;
international travel restrictions.

- Health system policies: public information
campaigns.

Figure 2 shows the Stringency y Index in
relation to COVID-19, noting that it was very
high during the first two months, but that it
subsequently began to relax as of June 2020,
coinciding with the process of reopening the
economy. Although not presented in the graph,
by October 24" the index showed a reduction
to 65 %.

Figure 2. Government Response Stringency Index to control
COVID-19 pandemic.
Source: (7).
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In fact, during the month of May, the
population began to put strong pressure on the
government to begin the process of opening,
not only because of the difficult economic
situation generated by the complete closure of
the economy but, very especially, because of
the political process that the country was going
through. On February 16, before the pandemic
was declared, municipal elections were to be
held and on May 16, presidential elections. The
former, held with electronic voting, had to be
cancelled on the morning of February 16th due
to the malfunctioning of an important group of
voting machines. The elections were postponed
to March 16th and were held despite the fact that
the pandemic was already known. This was the
reason why the government waited until the 19"
to declare a state of emergency. What was left of
March, April and May, the country maintained
an almost total closure and it was even necessary
to postpone the presidential elections for July 5.

In mid-May, the pressures were felt,due to the
suspicion of various sectors of society regarding
the political panorama. The government proposed
a plan to open up the country starting on May 20,
when the country had 13 657 confirmed cases and
the daily cases were increasing, without public
information on the number of diagnostic tests
being performed or the rate of positivity.

The first and second phases occurred as
scheduled, but it was not possible to enter the
third phase, due to the increase in new cases. As
of June 17, there were 24 645 confirmed cases,
new cases continued to increase, and the positivity
rate (which had already begun to be published)
exceeded 20 %.

Because the elections had been rescheduled
for July 5, on the first of that month the state
of emergency was lifted, curfews were lifted,
borders were opened, public transportation was
normalized, and hotels and restaurants were
allowed to operate with protocols, although
controls on business operations were maintained.

Since mid-June, political activities were
carried outduring the electoral campaign, with the
polls favoring the main opposition party. Finally,
the elections were held, with this party winning
and beginning a process of political transition
until August 16, when the new authorities took
office. At the end of July there was a surge of
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Table 3

Dominican Republic: programmed opening phases

Phase 1 — May 20

Microenterprises may incorporate up to 5 employees or 50 % of their staff
Small companies may hire up to 10 employees or up to 50 % of the staff

Medium and large companies up to 25 % of the total

Barber shops, beauty salons and medical offices - users must make an appointment to be seen

Phase 2 — June 3

Microenterprises will be able to work 100 % of their staff

Small companies may incorporate up to 75 % of their staff

Large and medium-sized companies can operative with up to 50 % of their staff

Stores in shopping malls, private passenger transportation and gaming companies, except

casinos, may begin operations
Phase 3 — June 17

Small and microenterprises of up to 50 employees will be able to work with 100 % of their staff
Companies with more than 50 employees may have up to 75 % of their staff

Religious service may be held three times a week
Phase 4 — July 1*

All companies resume work with 100 % of their staff

Tourism is reactivated, opening hotels and airports, as well as gyms and restaurant dining

rooms

Source: coronavirusrd.gob.do/2020/05/19/comision-alto-nivel-detalla-4-fases-del-plan-de-reapertura/

new cases and a strong increase in positivity. In
fact, between July 1 and July 20, the number of
confirmed cases increased by 60 %, reaching a
positive rate of 35 %.

By common agreement between the govern-
ment in office and the elected government, on
20 July the state of emergency was reinstated,
and a curfew was again imposed from 7 p.m. on
weekdays and 5 p.m. on weekends.

Within the Family Health Insurance (which
is part of the Dominican social security system),
some policies were implemented to ensure
adequate care for patients with COVID-19. Inthe
contributory system, as of July 2020 there were
4.2 million people affiliated, representing 42 %
of the Dominican population. This population has
access to private health services, so adjustments
were made in the fees to be paid to infectious
disease doctors and pulmonologists. The co-
payments were also modified (usually between 10
and 30 %), eliminating them for hospitalization
and intensive care by COVID-19, allowing the
high cost coverage limits to be exceeded (which
currently reach one million pesos per year per
person). The system also decided to assume the
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PCR tests, which are free for the entire population
(as long as they are indicated by an authorized
professional) (www.sisalril.gov.do).

The subsidized FHS system includes 3.8
million people, or 38 % of the Dominican
population, who are affiliated with the National
Health Insurance (SENASA), the public risk
manager that administers this system and
contracts with providers, mostly public or
non-profit associations (but also some private
ones). SENASA made compensatory payments
to hospitals in the public network that were
experiencing adrop indemand for other services.
It also made advances to first-level providers.
For these people, both the PCR tests and the
treatment of patients were fully financed by the
public system. Additionally, the government
implemented the so-called “Employee Solidarity
Assistance Fund (FASE)” to benefit employees
whose contract was suspended due to the crisis
by providing a subsidy through the company
for those companies affected by the decrease in
economic activity, which consists of a monthly
payment of five thousand Dominican pesos
(equivalent at that time to about ninety dollars).
https://ovi.mt.gob.do.
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Successes and limitations

COVID-19 control policies in the Dominican
Republic were similar to those adopted in most
countries. Particularly at the beginning of the
epidemic, they were quite strict and most of the
population complied with the restrictions. The
epidemic affected the country significantly. As
of August 28,2020, it had 8 570 confirmed cases
per million inhabitants, ranking eighth in the

Americas region, after Chile (21 139), Panama
(20 854), Peru (18 864), United States (17 727),
Brazil (17 696), Colombia (11 438) and Bolivia
(9 691). In the Caribbean region, the Dominican
Republic is the most affected, with cases per
million inhabitants doubling the number of cases
in the Bahamas (7). In terms of mortality rate,
the country is in a better position, since the case
fatality rate has not been as great, compared to
other countries in the region.
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Figure 3. Latin America: evolution of the crude fatality rate by COVID-19 in the most affected countries.

Source: (7).

Ascanbe seeninFigure 3,after CostaRica,the
Dominican Republic has the lowest fatality rate
in the period from July 25 to August 28, having
halved it in the two periods considered. The
high rates of countries such as Mexico, Canada
and Ecuador stand out, as they are reluctant to
go down.

In the case of the Dominican Republic, the
demographic factor has been considered as an
explanation, given that it has a relatively young
population (although this also occurs in Mexico).
No studies have yet been conducted to better
understand these differences.

Despite having been strongly affected by
the epidemic, the severity of cases - leading to
hospitalization in intensive care units, use of
respirators, and eventually death - has not been
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as severe in the Dominican Republic. In fact,
only about 2 % of confirmed cases of COVID-19
have presented serious illness and, within these,
between 15 %-20 % have required intensive care.
As we have seen, the case fatality rate is less than
2 % since early July 2020.

Given these circumstances, the health system
has been able to respond to the demand for care.
It was only at the end of July, because of the
increase in cases when the economy opened up,
that the limits were reached in terms of occupancy
of hospital beds and intensive care units.

Figure 4 shows the evolution of new cases at
the beginning of the opening and then the positive
effect in terms of the decrease in cases, with the
re-imposition of limitations on circulation.
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Figure 4. Dominican Republic: evolution of new cases of COVID-19 from March to October 2020 (Seven-day moving

average).
Source: (6).

A clear decrease in the impact of the epidemic
has been observed in recent months. The new
government has taken important measures to
contain it, including intersectoral actions in so-
called “hot spots”. It made the decision to increase
the affiliation to the Family Health Insurance to
the two million people who still do not have it,
by December 2020. Likewise, it substantially
increased the number of daily tests that are
carried out, being able to observe a decrease in
the positivity rate, which in October was around
10 %, with a clear downward trend.

Perspectives and challenges for the future

As we have seen, the COVID-19 pandemic
found the Dominican Republic unprepared to deal
with it, with significant deficiencies in the areas
of prevention, early detection and notification,
rapid response and mitigation, compliance with
international standards, risk environment and
health system strength.

The epidemic has hit hard, being the country
that has had the most infections in the entire
Caribbean region and one of the most important
in Latin America. However,ithas faced low rates
of both serious illness and mortality,compared to
the rest of the region. The health system, so far,
has been able to respond, without exceeding the
installed capacity in terms of beds and intensive
care units.
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Theresponse of the authorities was appropriate,
although as of the end of May it began to relax,
especially compliance by the population. Despite
the political processes that had a significant
impact on the mobility of people and the fact
that there was a change in the authorities, there
was consensus between the two parties on how to
face the crisis and the measures were continued.

The weakness of the health system is probably
responsible for the fact that the epidemic could
not be controlled at the beginning and became
communitarian. There is an extremely low
developmentofthe firstlevel of care in the country,
despite the fact that the laws that create the current
health system, which date from 2001, establish
it as a gateway. According to the model of care
included in the legal framework, all people should
be assigned to some first level center, but this has
not been fulfilled (8,9,11). The country also has
an importantunderfinancing of the health system
compared with other countries of the region,
with particularly low financing of the leadership
and governance function as well as community
services - including epidemiological surveillance
and preparation for health emergencies (3,10).
This makes intersectoral coordination and efforts
to contain epidemics locally difficult when they
begin. It also makes it difficult, once infections
occur, to track contacts and isolate them.

Consequently, looking ahead - whether in the
presence of new waves of this epidemic or in
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preparation for the next ones - it is necessary to
invest adequately in strengthening the first level
of care, put effectively in place the population
assignment using geographical criteria, develop
payment for results mechanisms to increase
quality and efficiency and implementing the
unified electronic medical record, in order to
make it feasible to establish a prevention strategy.

And, of course, the leadership and governance
role of the system needs to be strengthened, so
that it functions in the direction of the country’s
intended north and is able to achieve joint and
coordinated action with all sectors of society.
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SUMMARY

By the end of August 2020, the pandemic caused by
the new SARS-CoV-2 coronavirus has killed 826 743
people worldwide. All countries have been hit by the
infection and have failed to prevent the progression
of the infection in their populations. Ecuador, which
already had serious social and economic difficulties
before the pandemic, now faces very serious funding
problems. The rate of diagnostic tests per I 000
inhabitants is one of the lowest in the region, while
the lethality of COVID-19 is one of the highest in the
world. The trend has been to have cities paralyzed
by fear, hospitals unable to receive more patients,
people wandering the streets risking their lives to
raising some money to support themselves and their
families. Among the dead are friends, colleagues,
parents, and grandparents, in addition to the excess
mortality recorded in all cities of the country that
account for indirect deaths from the pandemic. The
health personnel have been the most sacrificed
and continues to provide its contingent despite the
limitations of supplies and medicines from hospitals.
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RESUMEN

A finales de agosto de 2020, la pandemia provocada
por el nuevo coronavirus SARS-CoV-2 ha causado
la muerte de 826 743 personas alrededor del
mundo. Todos los paises han sufrido el embate de la
infeccion y no han logrado evitar la progresion de la
infeccion en sus poblaciones. Ecuador que ya tenia
graves dificultades sociales y economicas antes de la
pandemia afronta hoy problemas de financiamiento
muy graves. La tasa de pruebas diagndsticas por mil
habitantes es una de las mds bajas de la region, en
tanto que, la letalidad de la COVID-19 es una de las
mds altas delmundo. La tonica ha sido tener ciudades
paralizadas por el miedo, hospitales sin capacidad
para recibir mds pacientes, personas que pululan por
las calles arriesgando sus vidas para recaudar algtin
dinero que permitan su sustento diario y el de sus
familias. Entre los muertos constan amigos, colegas,
padresy abuelos, ademads el exceso de mortalidad que
registran todas las ciudades del pais dan cuenta de
muertes indirectas de la pandemia. El personal de
salud ha sido el mds sacrificado y continva prestando
su contingente pese a las limitaciones de insumos y
medicamentos de las casas de salud.

Palabrasclave: Pandemia, SARS-CoV-2,COVID-19,
Ecuador.

INTRODUCTION

Between 1918 and 1920, the “Spanish
Flu” killed more than 40 million people
worldwide; it is believed to have been cause
d by the influenza A virus, subtype HIN1 (1).
By 2020, August 27, the new SARS-CoV-2
pandemic has infected 24 215 678 people and
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killed 826 743, according to the Johns Hopkins
University pandemic tracking website (2).
Ecuador contributed to those figures with 110
549 infections and 6,410 deaths, figures that
show an exponential increase, the same as the
relaxation of confinement. Fifty-four percent of
those infected were male (Figure 1).

Total COVTI- 10 tests, confirmed cases and deaths, Feuador m

Figure 1. Ecuador: confirmed cases and deaths from
COVID-19.
Source: Our World in Data. Oxford University, UK.

It is clear that most countries have failed to
manage the pandemic; containment measures
never worked, so efforts have been directed almost
exclusively to mitigation activities. It should be
noted that the management of the crisis by the
World Health Organization (WHO) has also left
much to be desired, including the late warning of
the epidemic, outdated management guidelines
without sufficient evidence, and politicization of
crisis management (3).

According to official figures in Ecuador,
315 924 laboratory tests have been carried out
to detect coronavirus, most of them rt-PCR tests
and, to a lesser extent, rapid tests. The provinces
of Pichincha, Guayas, and Manabi account for
50 % of those infected and 54 % of the deaths
in the country. Although the highest explosive
peak of infections and deaths occurred in March
and April in the province of Guayas (18.3 %),
particularly in the city of Guayaquil, in August,
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the highest number of infected persons was found
in the province of Pichincha (22.7 %), with its
epicenter in the city of Quito, and the third-highest
frequency of infections was found in the province
of Manabi (8.1 %) (4).

Health system response

On this occasion, the protagonist has been
the Ecuadorian health system that has shown all
its weaknesses. The hospitals are permanently
overloaded and forced by circumstances to
become COVID hospitals, relegating the care of
patients with other pathologies to stay at home,
delaying the therapy of catastrophic diseases.
For their part, health personnel have been the
great sacrificed, at the beginning they did not
have appropriate personal protective equipment
(EPP) and many had to provide for themselves. In
the midst of the chaos, the Pan American Health
Organization (PAHO) made the same mistakes
it made in the HIN1 epidemic, by initially
proposing and achieving centralization of PCR
testing,and proposed protective measures against
influenza to fight the coronavirus, although
underestimating the risk. Doctors in this country
and many in the region paid for these mistakes
with their lives.

In Ecuador, 150 doctors have died since the
beginning of the pandemic, according to reports
from the union medical body, the Ecuadorian
Medical Federation. While the health authority
recognizes only 35 deaths and in an unusual
attitude claims that these doctors were infected
in their homes. Studies published in the United
Kingdom and the United States indicate that
hospital personnel has 11.61 [95 % CI 10.93-
12.33] times the risk of having a positive test
for COVID-19 than the general population (5).
These circumstances cannot be different in our
countries.

Another aspect that calls for attention is
the low number of PCR tests per thousand inha-
bitants performed. Ecuador and Mexico are the
countries with the lowest number of diagnostic
tests for COVID-19 per 1000 inhabitants in the
region. Since the number of confirmed cases
depends on the number of molecular biology
tests performed, under-reporting is evident
(Figure 2) (6).
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Figure 2. COVID-19,diagnostic tests per 1000 population.
Source: Our World in Data. Oxford University, UK.

Consequently, it is certain that the number
of infections and deaths reported in the official
figures is far from reality and that we have
only estimated a fraction of the total infected
population.

Given these characteristics, we have resorted to
one of the indicators mostused by epidemiologists,
the lethality rate. Ecuador’s case fatality rate has
been recorded as one of the highest in the world
(Figure 3).

Case fatality rate = (No. COVID-19 deaths /
Total confirmed COVID-19)*100.

Case fatnlity rate of e ongotng COVID=19 pandemic -

Figure 3. COVID-19: case fatality rate in selected countries.
Source: Our World in Data. Oxford University, UK.
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Excess mortality

In the city of Guayaquil, during March and
April, the explosive outbreak was so intense that
ittripled the monthly average of deaths in the two
years before the pandemic. Calculations made
by The Financial Times of London, with the
numbers of deaths of the countries and the Civil
Registry of Ecuador estimated that the Province
of Guayas had excess mortality of 10 100 people,
equivalent to 347 % of the mortality of previous
years (7). The Ecuadorian government accepts
that an additional 3 500 people would have
died from COVID-19 because of the clinical
picture described, but without verification with
laboratory tests (Figure 4).

Figure 4. Ecuador: excess mortality January-July, 2020.
Source: Civil Registry of Ecuador. National COE.

Excess mortality refers to the number of deaths
over the expected average in the same period in
previous years. In this case,itindicates the impact
of the pandemic, because in these conditions,
under-recording is important and not all deaths
from COVID-19 are diagnosed. There are also
indirect deaths, such as those who suffered from
cardiovascular,cerebrovascular, and oncological
diseases, among others, who did not receive the
necessary health care due to lack of physical
space in COVID hospitals.

The mostused measure to represent the excess
of mortality is the P-score which, in our case,
allows us to identify the most affected provinces
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and coincides with the different moments in The peak of deaths in March and April occurred
which the increase of infections and, of course, in Guayas and Santa Elena but did not replicate
of deaths occurred in each of them. with equal intensity in other provinces where the

increase was progressive (Table 1).

Table 1

Ecuador: P-score, excess mortality in the provinces, January-July 2020

PROVINCE January | February | March | April | May l june | July |
AZUAY 0,01 004 -007 oo00] o009 o01s] 040
BOLIVAR -0,23 013] -037] o058 o046 0271 o067
CARAR 0,16 -012| -020 o080 o021 002] o047
CARCHI -0,03| 006 -011] -007] o015 027] 104
CHIMBORAZO 0,03 010 -012] o051 o057 o70] 1,13
COTOPAXI -0,21 o14] -005] o003 o027 e
EL ORO 0,09| -000 -006] 148 177 1,14 078
ESMERALDAS -0,15 014 -036 023] 163 109] o050
GALAPAGOS 0,11 -0,11 1,000 -025]| -075 133  -0.20
GUAYAS 0, uil 0,02 1711 539 o054 012| o019
IMBABURA r:r,@l oo4] -017] -003] -003 039 1,07
LOJA -0,03 -026| -029] -023] 012 031 063
LOS RIOS -0,04) -006] -020] 118 o093 044 040
MANABI 0,10 001 -012] 178 68| 0s6| 060
MORONA SANTIAGO 0,01 019 -028 -049] 015 n94] 113
NAPO 0,04| 026 -059] -003] o097 2 0,44
ORELLANA 0,20 027 -043] -033] o021 1, 1,27
PASTAZA 0,42 032l -017] -014] 025 104 131
PICHINCHA -0,06 014 o003 o024] o043 072] 162
SANTA ELENA 0,02 00s|] 034 8ss] 27 02 -009]
5TO. DOMINGO DE LOS TSACHILAS -0,02 021] -021] o022 o054 20|
SUCUMBIOS 0,08| -0,05 001 -013] o052 11 2,56
TUNGURAHUA -0,04) 007l -011] o024 os9]  124] 155
ZAMORA CHINCHIPE 0,13| 026 -038 -005] o04s] 210 o079

Source: (8). The highlighted cells correspond to the months with excess mortality.

Evelution of the sffective raprodutive mumber ind cases bused on the date ol repart, Frusder
"

These figures are related to the average
variation of the Effective Reproductive Number 1 ' . i
(Rt), which is a parameter that adjusts the RO i I |
according to time. As the proportion of the ‘ . el

population likely to acquire the disease decreases, ¥ W ,"' i .' ~ ' e \f’ﬁ" *’\f\ 'I

the transmission would be lower; however, the y 'y ”

figures presented by the Pan American Health 'J'I’L 'Lt Ib"" bl i
Organization (9) reveal that the Rt >1 in August s

2020 and its projection do not allow us to foresee

a decreasing trend (Figure 5). Figure 5. Ecuador: Effective reproductive number (Rt),

2020. Source: (9).
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Just as in the Spanish influenza epidemic
(1918), the social determinants were those that
qualified the new coronavirus pandemic. The
mostdispossessed social classes could notendure
confinement to their homes; large numbers of
people took to the streets to seek daily income,
became infected, and spread to family and friends.
There are no published studies in the country
that indicate the quintiles of the population
that became infected, but it cannot be different
from other countries. The biggest casualty of
the pandemic, of course, has been employment.
According to estimates from the Central Bank
of Ecuador, 335 413 jobs were lost due to the
COVID-19, 31 % of which corresponded to the
commercial sector. The Central Bank projects
that the national economy will fall between 7.3 %
and 9.6 % in 2020 due to the crisis, which could
mean a loss of 600 000 jobs by the end of the
year and an increase in poverty of up to4 % (10).

Activities developed by the Ecuadorian Academy
of Medicine

In the contextof this pandemic, the Ecuadorian
Academy of Medicine has made efforts to
share relevant information on the protection of
health care personnel and the management of
infected patients. This activity was carried out
in collaboration with the San Francisco de Quito
University and consisted of six webinars, which
attracted the interest and connection of hundreds
of Ecuadorian doctors. The topics covered in
the sessions dealt with concepts of genetics,
bacteriology, molecular biology, critical care,
convalescent serum transfusion, mechanical
ventilation, among others.

The voice of the Academy was also present
in union forums demanding the provision
of protective material for health personnel;
denying the promotion of false treatments to
the Ecuadorian population by pseudoscientists,
since, in the absence of specific treatment, offers
of treatments of doubtful or no efficacy have
proliferated, with the consequent danger to the
health of the population.

In the field of research, with regard to the
pandemic, members of the Ecuadorian Academy
of Medicine are carrying out research sponsored
by universities and together with their teams.
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Soon we will have the results of these studies,
which will help us to know this disease better
and to help patients.

It is worth mentioning the work done
by the Institute of Microbiology of the San
Francisco de Quito University that sequenced
the complete genome of the virus strain isolated
in Ecuador, variant named hCoV-19/Ecuador/
HEE_01/2020 (11).

The enormous efforts made by the country’s
young doctors, the sacrifice that has cost the
lives of the health personnel of our hospitals
should not go unnoticed, so this Academy pays
tribute to the fallen in battle and applauds the
work done by the Ecuadorian doctor. Always
remember Seneca’s words: “Work and struggle
always call for the best™.
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SUMMARY

Introduction: Several emerging and re-emerging
diseases in the last decade have shown the global
weakness to detect and act in a timely manner in
situations that threaten the health of the planet.
Latin America has been vulnerable to outbreaks
as a result of increased poverty, social inequity
and the poor response capacity of the public health
system. OQObjective: Describe the situation of
COVID-19in Honduras andthe challenges it presents.
Methodology: Analysis of the epidemiology and
control strategies applied in the country to contain the
spread of SARS-CoV-2, in the context of the social and
economic reality until September 18, 2020. Results:
Honduras ranks fifth in Central America in the
number of tests performed; the cumulative incidence
rate of cases is 7 105 per million inhabitants. The
country has an accelerated growth in the percentage
of positivity with intense community transmission.
Some 63 .4 % of cases are concentrated in the group
20-49 years old (43 624 cases); 15.2 % in adults
60+ (10 440 cases) and 7.5 % in children under 20
(5 133 cases). With a disjointed health system and a
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chronic and recurrent shortage of physical and human
resources, the National Risk Management System
(SINAGER), which includes the Ministry of Health
(SESAL), implemented various strategies to reduce
the spread of the virus. Some control measures were
border closures, physical distancing and the use of
masks were made mandatory by legislative decree.
The serious impact on the weak national economy
forced an intelligent opening coinciding with the rise
of cases. Conclusions: Current data show that the
age group most affected is adults between 20 and 49
years old. The country’s socioeconomic situation has
been aggravated by the pandemic; the continuous rise
in the number of cases, hospitalizations and deaths
has collapsed the public health system leaving the
majority of Hondurans in continuous vulnerability.
Primary care clinics and mobile medical brigades
have been implemented as a new way to contain the
spread and impact of transmission. Several European
countries and cities in the Americas have had to
reverse the process of economic reopening when faced
with successive waves of outbreaks. Honduras has
demonstrated limited capacity to deal with catastrophic
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situations. The national epidemiological surveillance
system and access to timely and quality diagnostic
tests remain weak and fragmented. There is an urgent
need to improve the health and surveillance system to
guide strategic evidence-based decision making and
to prevent future pandemics.

Key words: SARS-CoV-2 Infection, COVID-19
pandemic,2019 novel coronavirus infection, Honduras.

RESUMEN

Introduccién: Diversas enfermedades emergentes y
reemergentes en la ultima década han evidenciado
la debilidad global para detectar y actuar de forma
oportuna ante situaciones que amenazan la salud
del planeta. América Latina ha sido vulnerable
a brotes como consecuencia del incremento de la
pobreza, la inequidad social y la pobre capacidad de
respuesta del sistema de salud piblico. Objetivo:
Describir la situacion de COVID-19 en Honduras y
los desafios que presenta. Metodologia: Andlisis de
la epidemiologiay estrategias de control aplicadas en
el pais para contener la propagacion de SARS-CoV-2,
en el contexto de la realidad social y economica hasta
el 18 de septiembre del 2020. Resultados: Honduras
ocupa el quinto lugar en Centroamérica en niimero de
pruebas realizadas, la tasa de incidencia acumulada
de casos es 7 105 por millon de habitantes. El pats
tiene un crecimiento acelerado del porcentaje de
positividad con una intensa transmision comunitaria.
Un 63,4 % de los casos se concentran en el grupo
20 a 49 anios (43 624 casos); 15,2 % en adultos 60+
(10 440 casos) y 7,5 % en menores de 20 arios (5
133 casos). Con un sistema de salud desarticulado
Yy una escasez cronica y recurrente de recursos
fisicos y humanos, el Sistema Nacional de Gestion
de Riesgo (SINAGER), que incluye a la Secretaria
de Salud (SESAL), implemento diversas estrategias
para disminuir la propagacion del virus. Algunas
medidas de control fueron el cierre de fronteras,
distanciamiento fisicoy el uso de mascarilla fueron de
cardcter obligatorio mediante decreto legislativo. El
grave impacto en la débil economia nacional obligo a
una apertura inteligente coincidiendo con el ascenso
de casos. Conclusiones: Los datos actuales muestran
que el grupo de edad mds afectado son los adultos
de 20 a 49 afios. La situacion socioeconomica del
pais se ha agravado por la pandemia; el continuo
ascenso en el numero de casos, hospitalizaciones y
muertes ha colapsado el sistema sanitario publico
dejando en continua vulnerabilidad a la mayoria de
los hondurefios. Como una nueva forma de contener
la dispersion y el impacto de la transmision se han
implementado clinicas de atencion primariay brigadas
médicas moviles. Varios paises europeosy ciudades del
continente americano han tenido que revertir el proceso

Gac Méd Caracas

de reapertura economica al enfrentar olas sucesivas
de brotes. Honduras ha demostrado una limitada
capacidad para enfrentar situaciones catastrdficas.
El sistema nacional de vigilancia epidemiologica y
el acceso a pruebas diagndsticas oportunas y con
calidad continvan siendo débiles y fragmentados. Se
plantea la necesidad urgente de mejorar el sistema
de salud y de vigilancia para orientar la toma de
decisiones basada en evidencia estratégica y para
prevenir futuras pandemias.

Palabras clave: Infeccion por SARS-CoV-2,
COVID-19 pandemia, enfermedad por coronavirus
2019, Honduras.

INTRODUCTION

Inthelast 10 years, the world has faced several
events that have shown the global weakness to
detect and act on time in situations that threaten
the health of the planet. Among them are
various health emergencies: in 2001 the attack
by Al-Qaeda, also known as Amerithrax (1) and
the emergence of Acute Respiratory Distress
Syndrome (SARS) (2); the outbreak of Middle
EastRespiratory Syndrome (MERS) (3)in2012;
and the outbreak of Ebola (4) in 2014 in West
Africa that counted more than 10 000 deaths.
Recently, two African viruses were introduced
to the American continent, Chikungunya in
2013 (5) and Zika (6) in 2015.

In October 2019, The Center for Health
Security at John Hopkins University published
the results of its annual report on the Global
Health Security Index (GHS) (7). This report
analyzed 195 countries and its primary purpose
is to assess the global and national capacity to
deal with global risks and disasters. The GHS
consists of 140 questions organized into six
categories: prevention, detection and reporting,
rapid response, health system, compliance with
international standards, and environmental risk.
Out of a total score of 100, the average for
participating nations was 40.2. The average for
developed countries was 51.9,and for Honduras, it
was 27.6. The results are conclusive with respect
to the low global capacity to confront situations
of global threat. In the case of Honduras, the
result obtained is similar to that of several of the
most neglected African countries.

COVID-19 is the name given to the condition
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caused by the new SARS-CoV-2 virus (8). Asa
completely new virus,unless an effective vaccine
isdiscovered to protect againstinfection,the entire
world population is at risk of being infected with
this highly contagious new airborne pathogen.
The pandemic has evolved in epidemic waves
that began in southern China, rapidly spread to
neighboring Asian countries, to Southeast Asia,
then advanced to the Arabian Peninsula,to spread
to the European continent, and as early as the
second quarter of 2020 began its rapid expansion
in the Americas and Africa (9).

COVID-19 was officially declared a pandemic
by the World Health Organization (WHQO) on
March 11,2020 (10). From a few cases reported
in the first weeks of January to WHO from
southern China, a total of 30.3 million cases and
about 950 493 deaths in 215 territories/countries
around the world are reported as of September 18,
2020 (11). OnFebruary 25,2020, the Ministry of
Health of Brazil confirmed the first case in Latin
America,and since May, this country has become
the epicenter of the pandemic in the region (11).
The situation in the Americasis equally worrying,
with 15.6 million cases reported (51 % of global
cases), making it also the new global epicenter
of pandemic transmission. Several American
countries report figures that exceed one million
cases, such as the United States with 6.9 million,
Brazil with 4.4 million, Argentina, Mexico,
Colombia, and Peru, which individually report
more than 600 000 cases (12).

The speed of spread and the impact of the
pandemic on morbidity and mortality in each
affected country are related to:

- Social exclusion of large sectors of the
population from basic health services due
either to their irregular migration status or
to poverty conditions (13-15) leading to late
diagnosis and management of complicated
cases of COVID-19.

- Fragility and disarticulation of health systems
and epidemiological surveillance subsystems,
with poor access to diagnostic tests and
timely strategic information for decision
making (16,17).

- Ourliving conditions that favor overcrowding,
low schooling, and poor access to prevention
services.
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- Demografic transition in the region with
significant changes in the age structure of the
population (16).

- Patterns of undiagnosed and/or poorly
controlled comorbidity in the population,
with highly prevalent chronic diseases, such
as Diabetes mellitus, Arterial Hypertension,
Obesity, among the main ones (17,18).

Latin American and African countries
show multiple deficiencies in their health care
systems and infrastructure, especially a deficit of
critical and intensive care beds and mechanical
ventilators and high flow equipment required
to support patients with a severe respiratory
infection so that the risk of an overwhelming
increase in deaths is always latent (7).

The crisis in the health sector is multi-causal.
Latin America consumes about 4 % of the gross
domestic product (GDP) in health, far below the
health expenditure in middle- and high-income
countries in other latitudes of the world. The
relatively low social investment contributes
to deficits in health infrastructure, low health
workforce,and insufficient and inadequate inputs
to address emergencies where response time is
vital as it has been in the current pandemic. In
Honduras,atertiary level health services approach
predominates, oriented to the management of
pathology and its complications, with little
emphasis on primary health care (PHC) models.
Additionally,scarce highly trained health human
resources and diagnostic and clinical management
technology are concentrated in the major cities
of Honduras. This urban concentration of
resources favors the constant flow of cases with
complicated pathology from the most neglected
areas, which represent almost 75 percent of the
national territory, to hospitals (19).

The International Health Regulations (IHR-
2003)is abinding document signed by Honduras,
which obliges it to create the appropriate sanitary
conditions to contain an event that puts national
and international health at risk, at all border
points (air, land, and sea). The strengthening of
health services at these points has been limited.
In addition, the national surveillance system and
the information system of the Secretary of Health
(SESAL) is fragmented, with little capacity to
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detect and monitor these events in real-time.

Honduras registered its first case in the first
week of March 2020 and as of September 18,
2020 reports 70,611 cases (20,21). The country
ranks fifth in Central America in the number of
tests performed; fifth and forty-seventh in the

number of cases reported in the isthmus and
worldwide, respectively (Table 1).

Despite low access to testing, Honduras’
cumulative case incidence rate is 7,397.8 cases
per million populations, the third-highest in the
region and one of the highest in the continent
(Table 2).

Table 1

Central America: Indicators of the evolution of the pandemic by COVID-19 (as of September 18, 2020)

Country Total Total Tot cases/ Deaths/ Total Total Population
cases deaths 1M hab. 1M hab. tests 1M hab.
Panama 104 879 2229 24 226 515 423 054 97 720 4329 267
El Salvador 27 346 804 4211 124 359 765 55 405 6493 351
Guatemala 84 344 3076 4 689 171 286 730 15942 17 985 890
Costa Rica 63 374 686 12 220 134 196 377 38474 5104 190
Honduras 70 611 2 146 7 105 216 167 103 16 814 9938 225
Belize 1590 20 3983 50 12 429 31138 399 161
Nicaragua 4961 147 747 22 - - 6 641 520
Source: Worldmeter’s COVID-19 Data.
Table 2

Honduras: Cumulative incidence rate per COVID-19 in departments (up to epidemiological week 37, 2020),
in descending order

Department Reported Cumulative rate/
Cases million hab.
Atlantida 4910 13 222,70
Islas De La Bahia 953 12 717,20
Cortés 21595 12 095,50
Francisco Morazan 18 512 11 052,00
Valle 1709 9 009,40
Col6n 2 604 7 539,90
Yoro 4524 7 176,20
Gracias a Dios 746 7 155,10
La Paz 1206 5 370,70
El Paraiso 2329 4 700,10
Choluteca 2 206 4 641,40
Santa Barbara 1789 3 809,80
Ocotepeque 571 3 450,50
Comayagua 1 662 2 957,10
Intibuca 775 2 924,50
Olancho 1450 2 504,70
Copén 901 2 182,00
Lempira 387 1 063,60
Total 68 832 7 397,80

Source: Cases reported by SINAGER until September 16, 2020. Calculations based on the number of positive PCR-TR
tests reported by SINAGER, and performed by the Health Surveillance Laboratory, Ministry of Health of Honduras. Data
analyzed through Epidemiological Week 37. Comunicado Nuimero 13, Plataforma “Todos Contra el COVID-19”. The
population data used comes from projection figures from the National Institute of Statistics.
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With figures close to 60 %, the country
shows accelerated growth in the percentage of
positivity to RCP-TR tests conducted by the
Health Surveillance Laboratory, Ministry of
Health of Honduras,especially since the date that
SINAGER authorized the premature opening of
the economy on June 8 (Figure 1).

/\_N'f\
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Figure 1. Honduras: Percentage of RCP-TR positivity by
epidemiological week, 2020.
Source: Plataforma “Todos contra el COVID-19”.

All Honduran population centers with
more than 50 000 inhabitants have community
transmission, and there are already sixteen
departments (of the country’s 18) that have a
rate per million inhabitants greater than 1,000,
with the three most affected: Francisco Morazan,
Cortés and Valle (Table 2).

Of the total number of tests performed with
positive results, a total of 35,731 (51.9 %)
correspond tomen and 33096 (48.1 %) to women.
Confirmed cases are concentrated in the group
20-49 years old, with 43,624 cases (63.4 %)
(Table 3). In the older age group (60+) there are
10 440 cases (15.2 %) and in the younger age
group, there are a total of 5,133 cases (7.5 %).

In accordance with Executive Decree Number
PCM-005-2020 published in the Official
Gazette “La Gaceta”, dated February 10, 2020,
Honduras declared a State of Sanitary Emergency
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Table 3

Honduras: Distribution of confirmed cases by RT-PCR
test, stratified by age group and sex

Sex
Age Group No data Female Male  Total %o

<1 84 87 171 0.2
1-4 1 215 211 427 0.6
5-9 338 343 681 1.0
10-14 631 559 1190 1.7
15-19 2 1426 1236 2664 39
20-29 1 7 341 8290 15632 227
30-39 7914 8242 16156 235
40-49 1 7737 6098 11836 172
50-59 4332 4554 8886 129
60-69 2748 3263 6011 8.7
70-79 1386 1660 3046 4.4
80-89 522 644 1166 1.7
90+ 93 124 217 0.3
No data 329 420 749 1.1
Total 5 33096 35731 68832 100.0

Source: Cases reported by SINAGER up to September
16, 2020.

throughoutthe national territory. In the third week
of March, the National Risk Management System
(SINAGER) was activated, and with the support
of the Ministry of Health (SESAL), various
provisions were issued to reduce the spread of
SARS-CoV-2, such as the implementation of a
respiratory code when coughing and/or sneezing,
management and isolation of confirmed and
suspected cases, physical distancing, use of a
mandatory mask, frequent hand washing and
the prohibition of events that lead to crowding
of people, among the main ones (22).

Despite the limited capacity of its hospital
infrastructure, with 70 611 confirmed cases and
2 146 deaths, the country reports 3 % mortality
and acumulative mortality rate of 216 per million
inhabitants (Table 1). This low mortality rate is
perhaps related to the fact that groups of doctors
in San Pedro Sula and Tegucigalpa alerted society
and the profession to the importance of early
management of the inflammatory and thrombotic
phenomenon in cases of COVID-19. However,
the hospital capacity is already reaching its limit
in all the cities of the country and it is possible
that, when exceeding this capacity, a catastrophic
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growth in the number of deaths will occur.

After 120 days of lookdown and economic
shutdown, Honduras has had to resort, for the
first time in its history, to international loans to
pay public wages. State revenues have declined
dramatically, the tourism industry is paralyzed
as are most exports, there is an estimated 30
percent reduction in remittances from the United
States and Europe, the unemployment figure is
unquantifiable, and the outlook is bleak for the
next 2.5 years.

The following is a presentation of the various
measures implemented in the country to contain
the spread of SARS-CoV-2 and acritical analysis
of each in the context of their effectiveness and
the social and economic reality that Honduras
is experiencing.

Border Closure and Intensified Epidemiological
Surveillance at Border Points

After confirming the first imported case and
the spread of several contacts at the national
level, Honduras took the step of closing national
borders and suspending national and international
flights. Similarly,individuals confirmed as cases,
suspects, or from countries with transmission
were followed up for early identification of new
cases.

Honduras is the center of the Southern
Hemisphere migration corridor to the United
States and Canada. Most migration occurs
in “blind” spots, so many of the early cases
went unnoticed in communities and were not
properly monitored. Additionally, surveillance
was concentrated in Tegucigalpa, and the
epidemiological curve shows that the first
cases and the initial planting of the virus in the
population occurred on the country’s North Coast,
especially in the department of Cortés.

Measures to increase the physical distance between
people

Several studies have demonstrated the
effectiveness of various measures that increase
physical distancing to decrease the spread of
SARS-CoV-2 such as quarantine, staggered
opening, closure of schools, universities,
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churches, and any activity considered non-
essential (23-25).

Honduras was one of the first countries in
the Central American isthmus to decree the
quarantine in all its territory and this possibly
achieved a delay in the growth of the number of
reported cases that accelerated until June, when
the “Intelligent Opening” of the economy began.

Various factors have contributed to the fact that
these measures have not been fully complied with.
In the country’s cities, up to 70 % of work is part
of the informal economy, where the population
lives in a daily subsistence economy. Also, there
is a big difference in the prices of food sold in
supermarkets and those sold in open markets and
on the streets. For this reason, street vendors
have saturated various sites in the cities and
open markets have become transmission sites
for SARS-CoV-2.

Poverty belts in Latin America constitute
almost 80 % of the urban population (26,27),
where overcrowding and precarious housing
conditions also favor the spread, and where
compliance with minimum measures for home
management of confirmed and suspected cases
is impossible.

Mandatory use of masks,application of biosecurity
protocols

Through Legislative Decree No. 58-2020,
published in the Official Gazette “La Gaceta”
on May 23,2020, the National Congress decreed
the mandatory use of masks, the observation of
social distancing measures, and the mandatory
application of biosafety protocols issued by
SINAGER.

Since the end of March 2020, the Platform
“Todos contra el COVID-19” (All Against
COVID-19),recommended the use of obligatory
masks (N95 certified for health and surgical
personnel for the general population) and personal
protective equipment for health personnel not
only in the sites assigned for the care of patients
suspected by COVID-19 but in all public and
private hospital emergencies (28). The shortage
of these supplies has been and continues to be one
of the main obstacles to the adequate protection
of health personnel that has caused multiple
infections and deaths.
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Compliance with the use of obligatory masks
among non-healthcare personnel and the general
population has been erratic due to various factors,
including hoarding and price speculation that
has resulted in little access for the population,
low-risk perception and low schooling that
condition the lack of use or the inadequate and
intermittent use of this protection measure.

Access to public services must also be
considered, since in some areas of the country
access to drinking water is reduced by various
factors, making it difficult to use water for
frequent hand washing. Besides, the use of gel
was also affected by hoarding and lack of quality
control.

Even though the Intelligent Opening law
decreed by SINAGER on June 8 obliges
companies to provide their employees with
biosafety equipment,compliance with which has
not been monitored.

Formation of brigades for the detection and home
management of confirmed or suspected cases of
COVID-19

This strategy began to be implemented in mid-
June in the main cities and municipal capitals. It
is a new strategy and taking into account that the
majority of the population is in denial in the face
of the national emergency, it has not achieved
the expected results. In addition to the deficit
in logistics for health personnel.

Opening of care sites for people suspected or
confirmed with COVID-19

Since the beginning of the pandemic,adequate
measures were not taken to prevent the National
Reference Hospitals with the greatest response
capacity in specialties from being affected by the
pandemic, such is the case of the Mario Catarino
Rivas Hospital (HMCR) and the Honduran
Institute of Social Security (IHSS) in San Pedro
Sula and the Hospital Escuela and THSS in
Tegucigalpa. Progressively, the various sectors
of society are collaborating to open sites that are
accessible 24 hours a day, seven days a week
in the affected cities and municipalities for the
health care of people with symptoms compatible
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with COVID-19. A major constraint is the lack
of qualified health human resources for the
management of people with severe illness due
to COVID-19. The stigma and discrimination
generated by this pandemic has prevented many
people from seeking early medical care

Recruitment of personnel for COVID-19 areas

As part of the opening of new care centers
and the formation of community brigades,
health personnel have been hired. However,
Honduras, because it lacks a sustained policy for
the development of human resources for health,
faces alack of specialized personnel without risk
factors, who can handle various health aspects
of the pandemic. The provision of personal
protective equipment and supplies continues to
be another constraint that has contributed to the
nearly 20 % prevalence of infection and the high
number of SARS-CoV-2 deaths among health
workers.

Border Closure and Intensified Epidemiological
Surveillance at Border Points

From March 16, when the borders were closed,
until September 18, 2020, a total of 21 879 (29)
Hondurans have returned to the country from
Mexico and the United States. Since 2018,
Central American caravans, mostly Hondurans,
have made their way to the U.S.-Mexico border
and now, amidst border closures and uncertainty
about the pandemic, hundreds of Hondurans
have been left vulnerable in areas where cases
of coronavirus are on the rise.

On the other hand, the hardening of migration
policies has managed toreduce migratory flows in
relationto 2019, however, the migrant population
returning to the country continues to need medical
assistance and to be tested for asymptomatic cases.

CONCLUSIONS

Despite the many measures adopted in the
country,the expected resulthas notbeen achieved,
and many factors influence this. The health
personnel hired to provide primary health care
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have been limited to direct intervention with
the population through education on biosecurity
measures and in the care of patients who require
hospital or outpatient management.

There is a leadership crisis in the country’s
health system that is leading to a high turnover
of decision-makers during the pandemic, the
creation of parallel structures, and the dismantling
of the different actors involved in the national
response.

Access to timely testing with quality control
remains one of the country’s main challenges.
It is estimated that the arrears in swab samples
that have been taken and not processed exceed
seven thousand.

The “Todos Contra El COVID-19” platform
has a volunteer team of experts in infectious
diseases,Internal Medicine,epidemiology, public
health, pharmacology,risk management,disaster
management, and the use of information and
communication technology. The importance of
a technology platform is transcendental in the
current situation of the country.

An “Intelligent Opening” of the economy is
insisted on when only data from swab samples,
taken in suspicious cases, contacts,and personnel
at risk are available. The data reported is
approximately two weeks late. A technology
platform can be very helpful in monitoring in
real-time the appearance of case outbreaks with
compatible symptoms, identifying trends in
hospitalizations and mortality.

In the near future, consideration should be
given to strengthening weakened health systems
in some Latin American countries to provide a
better response in cases such as the COVID-19
Pandemic. Good primary care services are
required as abasis for any emergency response (9)
and to ensure that infection is prevented by the
strategies implemented, thus achieving control
of the pandemic.

Authors contributions: MASS ,FAML.,LIZ,
ICFB, KIHM conceived the review, develop
the preliminary search strategy, and drafted the
manuscript. All authors critically reviewed the
manuscript for relevant intellectual content. All
authors read and approved the final version of
the paper.

Gac Méd Caracas

10.

11.

Funding: None

Conflicts of interest: None

REFERENCES

. McCarthy M. Anthrax attack in the USA. Lancet

Infect Dis. 2001;1(5):288-289.

Pelosi P, Gattinoni L. Acute respiratory distress
syndrome of pulmonary and extra-pulmonary origin:
fancy orreality? Intensive Care Med. 2001;27(3):457-
460.

Memish ZA, Zumla Al, Al-Hakeem RF, Al-Rabeeah
AA, Stephens GM. Family cluster of Middle East
respiratory syndrome coronavirus infections. N Engl
J Med. 2013;368(26):2487-2494.

Organizacién Mundial de la Salud. Ebola Virus
Disease in West Africa — The First 9 Months of the
Epidemic and Forward Projections. N Engl J Med.
2014;371(16):1481-1495.

Perret C, Vizcaya C, Weitzel T, Rosas R, Dabanch J,
Martinez C. Chikungunya,enfermedad emergente en
América Latina. Descripcion de los primeros casos
en Chile. Rev Chilena Infectol. 2018;35(4):413-419.

Organizacién Panamericana de la Salud. Alerta
Epidemioldgica: Incremento de microcefalia en el
nordeste de Barsil. Infobioquimica. 2015. Disponible:
https://www.infobioquimica.com/new/2015/12/01/
alerta-epidemiologica-incremento-de-microcefalia-
en-el-nordeste-de-brasil/

John Hopkins Center for Health Security. 2019 Global
Health Security Index. 2020. Disponible: https://www.
centerforhealthsecurity.org/our-work/Center-projects/
global-health-security-index.html

Rodriguez-Morales AJ, Sanchez-Duque JA,
Hernandez Botero S, Pérez-Diaz CE, Villamil-Gémez
WE, Méndez CA, et al. Preparacién y control de la
enfermedad por coronavirus 2019 (COVID-19) en
América Latina. Acta Med Peru. 2020;37(1):3-7.

Sanchez-Duque JA, Arce-Villalobos LR, Rodriguez-
Morales AJ. Enfermedad por coronavirus 2019
(COVID-19) en América Latina: papel de la atencién
primariaen la preparacién y respuesta. Aten Primaria.
2020;52(6):369-372.

Organizacion Mundial delaSalud. Coronavirus disease
(COVID-19) Situation Report-155. Disponible en:
https://covid19.who.int/?gclid=CjOKCQjwu8r4BRCz
ARIsAA21i_BSpAvMgNZR9yquRO6Fm-
AFtPqtBuRaFQ61D6s76JmLGP1Fm-SOp-
waAtR6EALw_wcB.

John Hopkins University. Coronavirus COVID-19

S249



13.

14.

15.

16.

17.

18.

19.

20.

S250

COVID-19 SITUATION IN HONDURAS: LESSONS LEARNED

Global cases by the center for Systems Science and
Engineering (CSSE): 2020. Disponible en: https://
coronavirus.jhu.edu/map.html.

Worldometer’s COVID-19 data. Coronavirus
Update (Live) 2020. Disponible en: https://
www.worldometers.info/coronavirus/?utm_
campaign=homeAdvegas1?%?22.

Wang ML, Behrman P, Dulin A, Baskin ML,
Buscemi J, Alcaraz KI, et al. Addressing inequities
in COVID-19 morbidity and mortality: research
and policy recommendations. Transl Behav Med.
2020;10(3):516-519.

Plagg B,Engl A, Piccoliori G, Eisendle K. Prolonged
social isolation of the elderly during COVID-19:
Between benefit and damage. Arch Gerontol Geriatr.
2020;89:104086.

Ramirez 1J,Lee J. COVID-19 Emergence and Social
and Health Determinants in Colorado: A Rapid
Spatial Analysis. Int J Environ Res Public Health.
2020;17(11).

Bonanad C, Garcia-Blas S, Tarazona-Santabalbina F,
Sanchis J, Bertomeu-Gonzalez V, FacilaL, et al. The
Effectof Age on Mortality in Patients With COVID-19:
A Meta-Analysis With 611,583 Subjects. J Am Med
Dir Assoc. 2020;21(7):915-918.

lasencia Urizarri TM,AguileraRodriguezR ,Almaguer
Mederos L. Hipertension,diabetes y enfermedad renal
crénicacomo factores deriesgo paraCOVID-19 grave:
Congreso Virtual de Ciencias Basicas Biomédicas de
Granma. 2020. Disponible en: http://cibamanz2020.
sld.cu/index.php/cibamanz/cibamanz 2020/paper/
viewPaper/496.

Petrova D, Salamanca-Fernidndez E, Rodriguez
Barranco M, Navarro Pérez P, Jiménez Moleé6n JJ,
Sanchez M-J. La obesidad como factor de riesgo
en personas con COVID-19: posibles mecanismos e
implicaciones. Aten Primaria. 2020;52(7):496-500.

OrganizacionPanamericanadelaSalud. Financiamiento
de la salud en las Américas. 2020. Disponible en:
v}https://www.paho.org/salud-en-las-americas-
2017/?post_type=post_t_es&p=290&lang=es.

Plataforma Todos contra COVID-19. Resultados
Anadlisis de Base Verdaderos Positivos y Negativos.
2020. Disponible en: http://www.desastres.hn/
COVID-19/Plataforma/8_Plataforma%?20Todos %20
Contra%20COVID19_Informe_30042020.pdf.

21.

22.

23.

24.

25.

26.

27.

28.

29.

Despacho de Comunicaciones y Estrategia
Presidencial. COVID-19 Honduras - OFICIAL
Coronavirus en Honduras. 2020. Disponible en:
https://covid19honduras.org/.

‘World Health Organization. Advice on the use of masks
in the community, during home care and in healthcare
settings in the context of the novel coronavirus
(COVID-19) outbreak. 2020. Disponible en: https://
www.who.int/publications /i/item/advice-on-the-use-
of-masks-in-the-community-during-home-care-and-
in-healthcare-settings-in-the-context-of-the-novel-
coronavirus-(2019-ncov)-outbreak.

Dantas RCC, Campos PA de, Rossi I, Ribas RM.
Implications of social distancing in Brazil in the
COVID-19 pandemic. Infect Control Hosp Epidemiol.
2020:1-2.

Taghrir MH, Akbarialiabad H, Ahmadi Marzaleh M.
Efficacy of Mass Quarantine as Leverage of Health
System Governance During COVID-19 Outbreak: A
Mini Policy Review. Arch Iran Med. 2020;23(4):265-
267.

Parmet WE,Sinha MS. Covid-19-The Law and Limits
of Quarantine. N Engl J Med. 2020;382(15):e28.

Notas de la CEPAL. La urbanizacién presenta
oportunidades y desafios para avanzar hacia el
desarrollo sostenible. 2020. Disponible en: https://
www.cepal.org/notas/73/Titulares2.html.

Programa de Naciones Unidas. Estado de las ciudades
de américa latina y el caribe. 2012 Rumbo a una
nuevatransiciéonurbana. 2012. Disponible en: https://
www.zaragoza.es/contenidos/medioambiente/onu//
newsletter12/887_spa.pdf.

Ong SWX, Tan YK, Chia PY, Lee TH, Ng OT, Wong
MSY,etal. Air, Surface Environmental, and Personal
Protective Equipment Contamination by Severe
Acute Respiratory Syndrome Coronavirus 2 (SARS-
CoV-2) From a Symptomatic Patient. JAMA. 2020.
doi: 10.1001/jama.2020.3227.

Centro Nacional de Informacién del Sector social.
Sistema Integral de Atencién al Migrante Retornado:
Estadistica. 2020. Disponible en: http://ceniss.gob.
hn/migrantes/.

Vol. 128, Supl 2, diciembre 2020



ARTICULO ORIGINAL

Gac Méd Caracas 2020;128(Supl 2):S251-S261
DOI: 10.47307/GMC.2020.128.s2.13

Policies and strategies implemented in Paraguay to control
the COVID-19 Pandemic

Drs. Maria Stella Cabral-Bejarano!, Felipe Recalde Ibarra?, Eleonor Conill?, Diego Ricardo Xavier*

SUMMARY

Introduction: The purpose of this article is to
contribute to the discussion on the repercussions and
disruptive effects of the COVID-19 pandemic on the
region’s health systems based on the description of
the epidemiological scenario, and the policies and
strategies implemented in Paraguay. Methodology -
This is a case study, a cross-sectional descriptive type.
The description was operationalized based on the
following dimensions of analysis: crisis management
model, governance, leadership, media, technological
solutions for surveillance, clinical and healthcare
management, care for health personnel, socio-sanitary
repercussions, complemented with the rapid review of
original articles, official documents, administrative
and epidemiological data, and gray literature obtained
from websites of national and international steering
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organizations. Structured matrices were used to
organize the relevant information. Results: Health
policies were articulated with social policies and
solidarity initiatives,immediate suppression measures,
andreconfiguration of emergency care and specialized
level. The cumulative incidence rate in Paraguay
has reached 17 cases per 100 000 inhabitants, with a
high proportion of asymptomatic or oligosymptomatic
patients. The protagonism of multiple health,
economic, scientific, and mass media actors was
decisive in activating intersectoral responses, with
the predominance of the National Health Authority’s
steering roles. Conclusion: Ethical and political
dilemmas demand a broad debate and analysis, due to
their impact and socio-health, political, and economic
consequences. They also constitute opportunities to
redesign strategies and measures to contain them in
the short, medium, and long term.

Key words: Health system, Paraguay, Pandemic,
COVID-19, health policies.

RESUMEN

Introduccioén: El propdsito de este articulo es
contribuir a la discusion sobre las repercusiones y
efectos disruptivos de la pandemia de COVID-19
en los sistemas de salud de la region a partir de la
descripcion del escenario epidemiologico, y de las
politicas y estrategias implementadas en Paraguay.
Metodologia: Se trata de un estudio de caso, tipo
descriptivo de corte transversal. La descripcion
fue operacionalizada a partir de las siguientes
dimensiones de andlisis: modelo de gestion por crisis,
gobernanza, liderazgo, medios de comunicacion,
soluciones tecnologicas para la vigilancia, gestion
clinica y asistencial, atencion al personal de salud,
repercusiones sociosanitarias, complementada con la
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revision rdpida de articulos originales, documentos
oficiales, datos administrativos y epidemiologicos y
literatura gris obtenida de sitios web de organizaciones
rectoras nacionales e internacionales. Se utilizaron
matrices estructuradas para organizar la informacion,
relevante. Resultados: Las decisiones politico-
sanitarias fueron articuladas con politicas sociales e
iniciativas solidarias, medidas de supresioninmediata,
y reconfiguracion de la atencion de urgencias y nivel
especializado. La tasa de incidencia acumulada en
Paraguay hallegado a 17 casos por 100000 habitantes,
con alta proporcion de afectados asintomdticos u
oligosintomdticos. EIl protagonismo de miiltiples
actores de salud, economia, ciencia y medios de
comunicacion masiva, fueron decisivos para activar
respuestas intersectoriales, con predominio de roles
de rectoria de la Autoridad Sanitaria Nacional.
Conclusion: Dilemas éticos y politicos demandan
un amplio debate y andlisis, por su impacto y
consecuencias sociosanitarias, politicasy economicas.
También se constituyen en oportunidades para
redisefiar estrategias y medidas para su contencion
a corto, mediano y largo plazo.

Palabras clave: Sistema de salud, Paraguay,
Pandemia, COVID-19, politicas de salud.

INTRODUCTION

In December 2019, cases of pneumonia of
unknown origin, confirmed and recognized as
a pandemic by the World Health Organization
(WHO), were reported in the city of Wuhan,
China. By March 2020, the new coronavirus
called Sars-CoV-2, which causes COVID-19
disease, had spread rapidly globally. To date,
the pandemic has affected 216 countries and
territories, with more than 46 734 454 million
cases and 1 203 494 deaths. In Paraguay, 63 731
cases and 1 418 deaths have been reported (1).

The countries of the region share common
scenarios characterized by institutionally weak
governments, social deterioration, economic
deceleration, limited financial room for
maneuver, and medium and low average public
spending on health. Such a situation generates an
unequal impact on the emerging middle-classes
and vulnerable strata with gaps in access to public
services, inefficient administrative contexts,
medium quality levels in terms of health response,
and the need to adapt health systems to respond
to the state of emergency and contingency, as
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pointed out in a recent analysis (2).

Paraguay, a country of 7 152 000 people,
has a fragmented and segmented health system,
with inequities and difficulties in efficiently
addressing the double disease burden of chronic
non-communicable diseases and communicable
diseases with high health impacts such as
dengue, tuberculosis, and HIV. The population
profile shows that almost half of the Paraguayan
population is under 20 years old, and 7.5 % are
older adults. 62.1 % reside in urban areas. The
country’s metropolitan area concentrates 37 %
of the total population. The average annual
population growth rate in 2019 was 1.40 % (3).
The annual birth cohort is estimated at 150 000,
with an average life expectancy of 73 years (71.6
in men and 77.5 in women) (4).

The illiteracy rate for those over 15 is 5.2 %,
with 11 % of school absenteeism for those under
15. Only 65 % of the population has access to
safe water, 55 % has garbage collection services
and internet connectivity has reached 43 % (5).

The figures in the Human Development
Report 2019 reflect the effects of the policies
on the profile of inequalities, demonstrating the
importance of the events and their consequences,
beyond income levels. Paraguay, with an HDI
of 0.972, varies according to adjustments for
inequality of achievement in health, education,
and standard of living (income), with Paraguay
ranking 0.522 out of 151 countries (6,7).

The Ministry of Public Health and Social
Welfare (MSPBS) exercises the steering role
of the system, and at the same time carries out
the function of providing services through an
integrated network of public services, with four
levels of care and complexity,and whose effective
coverage is estimated at 65 %. Other relevant
public hospitals are part of the public hospital
network such as the Hospital de Clinicas (HC),
which depends on the National University of
Asuncién (UNA), the Hospital de la Cruz Roja
Paraguaya (CRP),amixed entity with public and
philanthropic funding sources. The Instituto de
Prevision Social (IPS) covers approximately 18 to
20 % of the population with formal employment.
The Military and Police Health hospitals cover
approximately 3 % of the population. The private
sector is made up of private hospitals and prepaid
medical services, with 5 % coverage (8,9).
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The provision of services, medicines,
equipment, inputs, and technology and the
availability of resources are considered unequal,
making the quality of care inequitable. The
system’s providers have different financing
modalities, target population, and service
provision conditions, according to the type and
conditions of employment, social position, and
payment capacity (10,11).

As of this new government, reforms aimed at
strengthening cross-cutting components began to
be implemented, starting with the reorganization
of services, territorial planning,and the definition
of a portfolio of services by level of care to
maximize efficiency and expand opportunities
for access by making it more equitable. In
the medium term, the progressive expansion
of infrastructure standards, equipment, human
resources, supplies and medicines, information
and communication technologies (ICTs) at the
regional and local levels and the renewal of
the transportation fleet are also planned. The
intermediate component would be the separation
of the steering role and the provision of services,
assuming the social protection of around 25 %
of the excluded population with mixed financing
sources as a state responsibility (12,13).

The purpose of this article is to contribute to
the discussion on the repercussions and disruptive
effects of the COVID-19 pandemic ontheregion’s
health systems based on the description of the
epidemiological scenario and the policies and
strategies implemented in Paraguay.

Methodology

This is a qualitative, descriptive, cross-
sectional study, based on a country case study
of Paraguay in the specific context of the
COVID-19 pandemic. It describes dimensions
established a priori, to analyze the response
capacity of the health system. Original articles,
publications, official documents, administrative
and epidemiological data, including grey
literature,obtained from websites of national and
international leading organizations (Ministry of
Public Health and Social Welfare, Pan American
Health Organization, John Hopkins University,
Andalusian School of Public Health, among
others) were reviewed.

Gac Méd Caracas

RESULTS

The following topics describe the main effects
and actions implemented between March and
October 2020.

Model of crisis management

Analysis and estimates guided by data provided
by epidemiological surveillance and information
systems have supported rapid decisions in
both health and administrative aspects, such as
planning and investmentin complex and adaptive
scenarios in uncertainty to identify and provide the
best responses. Resources from the cooperation
of bilateral and public-private agencies have been
integrated, installing immediate suppression
measures to prevent the spread based on the
confinement or mandatory quarantine of the
population, as well as massive surveillance and
controls to detect cases. It has been necessary
to reconfigure the model of care, with emphasis
on specialized assistance to mitigate the initial
impact and its consequences. This stage was
classified as reactive management in European
countries, whose effects provided timely lessons
to Latin American countries when selecting
strategies and reorganizing their services.

Governance and leadership

The political-administrative and health
decisions required the protagonism of multiple
actors from the executive branch, from the
health, economic, academic, scientific and trade
sectors, whose recommendations were decisive
in the decision-making processes, although
the contingency required the predominance of
the National Health Authority’s steering roles,
responsible for issuing “mandatory provisions”,
establishing priorities and calling for the
representation of opinions, with strong support
and protagonism from the mass media. Experts
affirm that “the greatest number of actors does
not guarantee correct governance in times of
crisis” (14-16). There were differences in
compliance with government recommendations
in some regions and municipalities (17).
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There is a perception that each country has
faced its health contingency individually with
national measures,both atthe departmental,local,
and community levels. Attheregional level, there
are no visible strategies for joint cooperation
between government actors and civil society to
resolve specific health problems. The absence
of clearregional leadership has been highlighted.

Health policy disruptions and lessons learned

The course of the reforms initiated in the new
period of government (2018 -2023) is temporarily
interrupted, clearly projecting the model of a
health system that the country needs, in the
face of the challenge of COVID-19, a disease
that affects all social classes, gender, and ethnic
groups, highlighting that in Paraguay 71 % of
the population has informal employment and
the concern about the lack of guaranteed social
protection for this sector (18).

Table 1

The option for a health system based on
primary health care, with the expansion of basic
care units in regions with greater vulnerability
and processes of functional reorganization, with
a portfolio of services that is explicit in terms of
levels of care and complexity, points in the right
direction (19).

The early suppression measures established
included the declaration of a state of a health
emergency, the closure of international borders,
schools, universities, public spaces, the sale
of food in bars and restaurants, shops and
malls, the suspension of international flights,
and mandatory quarantine of travelers from
abroad (in ‘“hostels” and ‘“health hotels™),
Rigorous hygiene promotion, mandatory use
of masks, social isolation measures (physical
separation when confirming active disease and
its contacts), social distancing (physical distance
between people, avoiding contact), restriction
of circulation schedules, and reorganization of
passenger transportation. Table 1 shows abalance
of lessons learned.

Paraguay: Lessons Learned from Health Policies in the Pandemic. 2020.

Health policy decisions articulated with social policies are necessary. Links between the State, the market an society.

Definition and need for sustainable funding modalities in the context of a pandemic.

Rational use and transparent mechanisms for the allocation of material resources and logistics.

Orientation to sustainable reform processes, balancing political and technical times.

Designng a comprehensive social protection, in addition to expanding the range of services.

Assume universal access as a value, as a right and as an objective, not as a mere discourse of minimum coverage.

Clearly identify the weaknesses of the health system and the factors that particularly affect each country.

Reorganize the service networks, with a vision towards integral actions that mitigate the impact of the social and environmental

determinants of health.

Need to promote debate on experiences and strategic actions implemented by the regions’s health systems (benchmarking).

The qualification of multidisciplinary human resources in health needs to be continuously evaluated.

Ethical approach to the management of resources allocated to the different dimensions of COVID-19.

Source: elaborated by the authors
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Media and technological solutions

The media and different modalities of a virtual
environment have expanded the opportunities
for debate, exchange, and joint learning in real-
time, allowing an extraordinary approach to the
scientific flow through digital media, pre-print
publications and peer review publications,
experiences, conferences, and proposals for
urgent implementation, including the promotion
of responsible behavior in citizenship.

Epidemiological surveillance and the information
system

The epidemiological profile of the disease
records 67,948 cases according to data from
epidemiological week 45, reported through the
national surveillance network, which is made
up of 1 257 reporting units, local, district, and
regional epidemiological units (UER), updated
weekly, with a predominance of cases in males
(68 %) and in the 20-39 year age group (59 %),
with acumulative incidence rate of 17 per 100 000
inhabitants, 63 % of recovered cases,48 % active
cases, and 1 % of deaths (1 502 deaths).

The development of mathematical models

Throughequations andsimulations,apredictive
curve was estimated,using epidemiological tools
and basic statistics,from abaseline, alerting about

the risk reflected in figures several times higher
than the actual records (Table 2). It is attributed
to the early measures of the maintenance of cases
below the projected curve for a whole semester,
which could be verified comparatively with data
of interactive maps in real-time provided by John
Hopkins University.

Utilization of PCR diagnostic tests

The diagnostic tests of PCR, carried out in
national laboratories, have been insufficient to
respond to the demand in the first stage, attributed
to the performance of other simultaneous
tests (dengue and other prevalent diseases).
This scenario generated the incorporation of
academic institutions (IICS/UNA/PY: Institutode
Investigacion en Ciencias dela Salud/Universidad
Nacional de Asuncion/Paraguay) and private
services to expand the diagnostic capacity and
the training of new teams. It was imperative to
open new laboratories for biomolecular diagnosis
in the metropolitan area and border cities. In
the first months, the cumulative incidence rate
and the case fatality rate was low. The number
of tests performed per million inhabitants had
progressive increases.

The interventions made may have influenced
mortality indicators and the occurrence of cases
observed in Paraguay. A comparison of the
occurrence of cases and deaths to date shows much
lower numbers than in Latin America (Table 3).

Table 2

Epidemiological surveillance and information systems

Bringing the scientific flow closer through digital media.

Elaborattion of predictive curves using basaic espidemiological and statistical tools.

Moderate cumulative incidence and low case fatality rate in the first semester.

High proportion of asymptomatic or oligosyntomatic population.

Estimation of the basic reproductive number (Ro), to project the exponential growth rate and the transmission rate in the

population.

The delay in the increase of the transmission curve was attributed to the early adoption of public health measures.

Source: elaborated by the authors
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Table 3

Latin America: Mortality and incidence rates by
COVID-19 as of October 30, 2020
(Selected countries)

Rayes by 100 000 hab.

Countries
Mortality  Incidence
Argentina 68.52 2 575.02
Bolivia 76.04 1235.78
Brazil 76.12 2 634.97
Chile 74.10 2 661.67
Paraguay 19.39 875.14
Peru 105.74 2762.21
Uruguay 1.65 87.59
Venezuela 246 284.27
Source: (1).

Management of clinical care services

Adjustmentshavebeenmadetotheorganization
of services and innovations in emergency care,
concentrating efforts on the third and fourth levels
of care (specialized hospitals), with the primary
objective of saving lives, maintaining minimum
reproductionrates,and providing the time needed
to progressively expand the installed capacity,
testing capacity and sustainable provision of
protective equipment for health personnel.

In Paraguay, the availability of functional
beds and doctors trained in ICUs does not
exceed 220 professionals throughout the country,
highlighting the insufficiency of human resources
in this specialty in overdemand scenarios such
as the COVID-19 pandemic (19). These gaps in
installed capacity in a weak system for providing
care for serious cases requiring hospitalization
have led to mobilization and alliances with the
private sector in some regions. Experiences have
been made in integrating and complementing
joint care for services in the public network of
the MSPBS and the social security system (IPS),
to expand coverage of intensive care, within the
framework of the new lines of “Reforms for
Better Health in Paraguay” (2019).

Although the expansion of the disease tested
the performance of the available workforce,
the over-demand at the third and fourth levels
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of care has set the agenda on the need for
simultaneous expansion of health units at the
basic levels, such as the installed capacity at the
specialized level, with emphasis on the training
of therapists,considering the potential endemicity
and circulation of SARS-CoV-2.

The pandemic has tested the health human
resources at all levels, which have remained
resilientto two overlapping health contingencies,
the dengue epidemic, and the COVID-19
pandemic,adapting to the strategies implemented
in crisis scenarios, to effectively attend, treat and
manage the high volume of affected patients.
The patients take longer to recover and the less
severe ones can evolve slowly, maintaining a
high occupational bed capacity (20,21).

The activation of response mechanisms
in-hospital emergencies required adjustments
and organizational innovations, defining at all
levels, strategic and coordination institutional
and inter-institutional directives. The clinical
rectory was fundamental to coordinate, inform,
articulate logistics, operations, and manage
both the available resources and the day-to-day
events and experiences, demonstrating adequate
activation of the response mechanisms.

The coordination between levels of care has
been achallenge and a great effort for the jointand
continuous accompaniment, for the identification
and control of cases, follow-up of patients in their
homes,application of triage and the identification
of early complications, promoting and applying
in parallel the education and implementation of
non-pharmacological measures, and the care
of patients with acute and chronic prevalent
conditions (22).

In this context, the recent definition of a
portfolio of services by life cycle and by levels
of care and complexity (2019) constitutes a
declaration of explicit commitment to advance
in the guarantees for access to basic services for
all citizens (23).

The reorganization of the emergency care
included the design and implementation of new
emergency strategies,ensuring the discrimination
of respiratory and non-respiratory patient care,
and associated with technological solutions to
respond to over-demand (teleconsultations).
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Mobilization of resources and strengthening of
the installed capacity

The mobilization of resources and the
strengthening of the installed capacity focused
on the implementation of emergency strategies
and the development of capacities in the different
links of prevention, diagnosis, and treatment,
articulating medium complexity hospitals
with high complexity reference centers, and
new contingency pavilions in the following
services National Hospital of Itaugua, Hospital
of Respiratory and Environmental Infections,
Regional Hospitals of Ciudad del Este,Caagua-
zu, Concepcion, San Pedro, District Hospitals
of Villa Elisa, Limpio, San Lorenzo, General
Hospital of Barrio Obrero, and the General
Pediatric Hospital.

According to national indicators, Paraguay has
50 % of the expected standardized provision of
ICU beds (734 beds), 300 of them distributed in
34 hospitals of the public sector (MSPBS),around
200 in the private sector, 154 corresponding to
the Institute of Social Security (IPS),45 available
in the Hospital de Clinicas and 17 in the Tesai
Foundation of Ciudad del Este. It is estimated
that from 4 beds per 100 000 inhabitants at
the beginning of the pandemic, the figure has
increased to 10 beds per 100 000 inhabitants.
These datademonstrate the opportunity to prepare
the health system that the country has had, in the
first six months.

Primary health care

Primary health care in different territories has
become a greatally,contributing to the monitoring
of mild cases, and in the processes of education
of families, providing containment during
the implementation of mandatory quarantine,
although the pandemic had its impact on some
priority programs, several of which were able
to continue operating, others had to close
(hypertension, diabetes, HIV, tuberculosis), in
places that failed to incorporate technologies and
teleconsultations, or adaptation of operation in
safe conditions.

The priority and strategic expansion of family
health units at the first level of care, before
the pandemic, with institutional agreements at
subsequent levels of care with the Institute of
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Social Security (IPS), especially in vulnerable
territories, is considered strength.

The predominant hospital-centric vision of two
decades ago has changed significantly towards
the integrated implementation of promotion and
prevention,in atransversal manner at all levels of
care incorporating the notion of continuity of care,
and the capacity to resolve processes and make
diagnoses at the first and second levels before
they become more serious and costly (24,25).

The private subsystem does not currently
have coverage standards and affordable costs to
respond to eventual integration with the public
subsystem,and itis estimated thatonly about5 %
of the population has access to private services
and prepaid medicine.

The supply of inputs, logistics, equipment

The provision of individual protection
equipment (EPI), medicines, basic disposable
materials, electronic devices, and respirators
has been difficult due to the concentration of
production in a limited number of countries
and the high demand and complexity of mass
transportation, which required extraordinary
efforts. Health professionals and teams have
faced in the first stage the consequences of limited
availability of replacement personal protective
equipment (EPI), with the availability of inputs
estimated to be below average.

Strengthening the skills of non-intensive doctors
and nurses

The strengthening of competencies of non-
intensive doctors and nurses, assimilated from
less complex hospitals, has been an emergency
strategy that allowed the expansion of the health
workforce, limited to 220 critical care specialists
and 700 nursing professionals trained to provide
supportat specialized levels. It was also necessary
to hire professionals from various disciplines and
sub-specialists in emergency positions in the last
five months to meet the demand.
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Table 4

Some relevant considerations on clinical and care management

It is estimated that there are 5 doctors per 100 000 inhabitants. The availability of personnel and health professionals is
below average.

There are about 22.5 community health workers per 10 000 people. At the national level, the geographic distribution is not
equitable, especially in dispersed and underserved rural areas (26).

About 70 % of health professionals work in the capital and metropolitan area, where 30 % of the population resides.

Epidemiological, clinical, and preventive protocols were continuously adjusted by scientific societies, supported by global
and regional regulations (PAHO-WHO-CDC).

Need to increase the number of family doctors and the medium- and long-term training of therapists, to respond to emergencies
and contingencies in the event of endemic behavior of the COVID-19.

Return of health professionals from labor markets in the countries of the region.

Non-pharmaceutical measures applied early have influenced mortality indicators compared to Latin American countries.

Law No. 4392/2011 created the National Fund of Solidarity Resources for Health (FONARESS). It was regulated in 2013
to guarantee access to high complexity medicine to people without any kind of health insurance. However, there is no

evidence of its compliance.

In practice, the IPS and the MSPBS provide residual coverage for catastrophic diseases.

Postponement of the inclusion of the private sector in integration agreements currently in force for the neonatal, child, and

adult intensive care (27) .

Source: elaborated by the authors.

The socio-health approach to the pandemic

The roles of community agents and members
of family health teams have not been able to
develop community social services, especially
health care for more vulnerable populations
including indigenous communities, diminishing
the potential effects on group well-being, in
contexts where the differential impact of social
determinants of health is stronger.

It is necessary to guarantee an ethical
approach in the use of health resources such
as the availability of diagnostic tests with an
equity approach, as well as access to vaccines,
and the consideration of the ethical implications
of clinical trials conducted on human subjects
with pre-approved drugs already used in other
previous pandemic scenarios.
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DISCUSSION

The case fatality rate for COVID-19 observed
in different countries around the world has
varied between 0.3 and 5.8 % attributed to
underreporting of asymptomatic or mild
cases (overestimation of case fatality), and to
incomplete case follow-up data orunderreporting
of deaths (underestimation).

Attheregional level,the pandemicisevolving
unevenly, with highly compromised areas being
noted in contrast to less affected areas. The
evolution and trends in different countries confirm
outbreaks (second wave),reinforcing uncertainty
about the behavior of the virus, and the type of
immunity it generates, without ruling out an
endemic evolution (10,11).
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The capacity of the countries to react to the
challenges of adaptation and changesimplemented
in the pandemic has been directly related to the
strengths of the governing institutions, in this case,
health, academic-scientific and technological
institutions, in the search for cost-effective
solutions, and interpretation of the opportunities
for transformation and change.

There has been little supranational coordina-
tion, atomization of efforts, and few initiatives
for interregional action. The type of political
and technical leadership, the capacity of social
organization,and the existence of conflictsderived
from the economic effects have influenced the
evolution and results between one country and
another, aspects that will condition the changes
and transformations necessary to face the real
impact of the pandemic in the future.

In Paraguay, there is a cumulative incidence
rate of 17 cases per 100 000 inhabitants up to
epidemiological week 45 of 2020. The behavior of
the epidemic curve is attributed to early measures
of isolation, suppression (total quarantine),
without ruling out possible false negatives, and
the under-recording of undetected cases due to
initial restrictions on access toreagents that made
massive testing difficult at that time.

Paraguay has a deficit of installed capacity
at the specialized level, reflected in a single
supply indicator (2 intensive care beds per
1 000 inhabitants), compared to other countries
in the region. European countries are in a
privileged position with rates of 33 per 100 000
inhabitants, attributed to the specialized care they
have developed for the care of elderly patients.
Spain and Italy have 9 and 8 beds per 100 000
inhabitants.

The COVID-19 pandemic,of which a potential
endemicity is estimated, shows the urgent
need to invest in the expansion of the installed
capacity, the training of intensivists, nurses, and
physiotherapists,resuming the previous agendas
with more objectivity,considering thatonly about
24 .74 % of the total population of Paraguay have
some kind of health insurance, including social
security and private insurance.

Early isolation measures modified the flow of
patients in hospitals, a factor that contributed to
the balance of demand and allowed public systems
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to provide coverage to all citizens, although this
rationalization is estimated to have had an impact
on the increase in mortality from other causes,
related to chronic and prevalent diseases.

Primary health care has been one of the factors
to which the lesser impact of the pandemic is
attributed, among others, through systematic
contact with the community, to a greater or lesser
extent for the attention, information, and care of
both chronic-degenerative and acute diseases
prevalent in most of the country’s departments
that have family health units. This shows that
the first level must continue to be strengthened,
to respond to people’s expectations by preparing
it materially.

In Brazil, for example, despite an extensive
primary care network, uncoordinated measures
did not allow the use of this workforce to identify
and track cases, which broughthigh rates of cases
and deaths in the country (28), Giovanella et
al. (29), highlights the potential of PHC in the
response to surveillance, monitoring of individual
case care through community work. They
describe examples of actions carried out in some
Brazilian federal capitals and municipalities,
despite the absence of a national policy. They
also point out the importance of the role of PHC
in the care of other ailments that continue to affect
the populations. The authors map out in detail
the actions that can be implemented, consistent
with the attributes of PHC,recognizing that what
is critical in this issue is to ensure resources to
strengthen these practices.

The level of the informal economy makes
this model of care the option for acting on social
and environmental determinants in unfavorable
economic and social contexts. This facilitates the
periodic evaluation of lessons on what does not
work and the strengthening of urgent components
that are still delayed, projected as a qualified
and accessible PHC, with the incorporation
of technologies and communication systems,
information, education, and health promotion
networks that empower the population.

The availability of open data and the
modeling of the pandemic in real-time, since the
beginning, has contributed to the understanding
of the transmission patterns of SARS-CoV-2,
showing variation in the impact in the different
Latin American countries. Several of these
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countries have had predictable evolutions, going
through different stages, in which suppression-
oriented measures have been applied followed
by mitigation strategies, with highly contagious
behaviors for long periods.

In most cases, control of the pandemic has
faced uncertain scenarios. The mathematical
models and the estimation of the basic
reproductive number have provided useful
projections to dimension the average number of
citizens that would be infected from a primary
case, discriminating comparatively differential
attack rates by countries, regions, and territories.
In this way, it is possible to anticipate, intervene
and evaluate the magnitude of the effects and
the direct and indirect impact of the pandemic
on health, as well as to guide the selection of
measures and the flexible design of surveillance
and containment strategies. For this purpose, it
should be assumed the heterogeneity of cultural
factors, social contact structures, biological
conditions, crossed immunity with other viruses,
susceptibility related to natural immunity factors,
transmissibility, exposure mechanisms, severity,
and super-propagation effects attributed to
hyperconnectivity nodes and bridges, to closed
spaces where dissemination occurs very quickly,
suboptimal working conditions, which modify
the patterns in more contacted societies, with
a higher degree of intergenerational contact,
demonstrated in seroprevalence studies as
opposed to compartmentalized structures. All of
this makes itdifficult for health systemstodevelop
strategies and respond in a quality manner (30).

Thelevel of datadisaggregationisrestricted in
regions and territories thatlack digital notification
systems. That is why only aggregated data is
obtained, incorporating not only sex and age
variables but also disaggregation by ethnicity.
Since mortality databases are not public, there
are delays in updating data by weeks, affecting
the availability of nominal data, with acceptable
periodicity. This is due to the lack of connectivity,
transmission infrastructure, trained personnel
with analytical skills, regulatory protection
systems, and access to open data (31,32).
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CONCLUSION

The challenges faced by Latin American
health systems in the face of the pandemic trigger
ethical dilemmas that require extensive debate
and analysis,due to theirimpact and socio-health,
political and economic consequences, which at
the same time constitute opportunities toredesign
strategies and measures for their containment in
the short, medium and long term.

The emerging knowledge of global, regional,
and sub-regional experiences has allowed
the expansion of the scientific knowledge in
all areas related to the management of the
pandemic by the new SARS-CoV-2 and the
COVID-19disease. The accelerated exchange of
scientific communications in the political-health,
epidemiological, clinical, economic, and social
fields, has contributed to the formulation of new
options for health policy, clinical management,
strengthening of information systems, and
processes for the promotion and prevention of
responsible behavior among citizens.

Finally, the pandemic reproduces previous
conditions of inequality in scenarios of poverty
and social vulnerability in Paraguay and Latin
America.
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SUMMARY

America has become anew epicenter of the COVID-19
pandemic but the epidemic in Uruguay has had
an atypical behavior compared to the region, with
positive results in the management and control of the
health crisis. This article describes the socio-sanitary
characteristics of the country, the evolution of the
pandemic, and the sanitary policies implemented, as
well as the challenges to face the next stages. Since
the beginning of the pandemic, the national health
emergency was declared, the national emergency
system was launched and a Coronavirus Fund was
created to finance the required interventions. An
outbreak mitigation strategy was implemented by
recommending non-mandatory physical distancing.
Likewise, the increase in diagnostic testing capacity
through national developments, the management

DOI: https://doi.org/10.47307/GMC.2020.128.s2.14

'ORCID /0000-0002-9247-1031

2ORCID 0000-0002-0606-4174

SORCID /0000-0001-5854-6362.

4“ORCIDO0000-0002-1798-7361

SORCIDO0000-0001-5565-6064

*Adjunct Professor of the Department of Preventive and Social
Medicine, School of Medicine, University of the Republic
of Uruguay.

**Aggregated Professor of the Department of Preventive and
Social Medicine, School of Medicine, University of the
Republic of Uruguay.

##* Acting Director of the Department of Preventive and Social
Medicine, School of Medicine, University of the Republic
of Uruguay.

Correspondence: Dr. Alicia Aleman

aaleman@unicem-web.org
cellphone:+598 98557679

Recibido: 12 de octubre de 2020
Aceptado: 17 de noviembre de 2020

5262

of suspected cases at the household level, and the
implementation of telemedicine stand out. There is
currently little community circulation of the virus. The
largestincreases in the number of cases have occurred
mainly in clusters, institutional agglomerations, and
small cities. In all these situations, index cases and
contacts were quickly identified. An important role is
attributedto the participation of the academic scientific
community and the epidemiological surveillance
system of the Ministry of Health, which has made it
possible to effectively manage the outbreaks through
surveillance and active search for cases.

Keywords: COVID-19, Uruguay, health policies, risk
management, mitigation strategies.

RESUMEN

América es un nuevo epicentro de la pandemia
por COVID-19 en donde Uruguay ha tenido un
comportamiento atipico para la region, obteniendo
resultados positivos en el manejo 'y control de la crisis
sanitaria. Este articulo describe la caracteristica
socio sanitarias del pats, la evolucion de la pandemia
vy las politicas de control implementadas, asi como los
retos a enfrentar en proximas etapas. Desde el inicio
de la pandemia se declaro la emergencia sanitaria
nacional, se puso en marcha el sistema nacional de
emergencias 'y se creo el Fondo Coronavirus para el
financiamiento de las intervenciones requeridas. Se
implemento una estrategia de mitigacion del brote
mediante larecomendacion del distanciamiento fisico
noobligatorio. Asimismo, se destaca elincremento de la
capacidadde testeo diagnostico através de desarrollos
nacionales, el manejo de los casos sospechosos a nivel
domiciliario y la implementacion de la telemedicina.
Actualmente se observa una escasa circulacion
comunitaria del virus. Los mayores incrementos en
el niimero de casos han ocurrido fundamentalmente a
partirde aglomeraciones institucionalesy en ciudades
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de pequeiio porte. En todos los casos se ha podido
identificar rdpidamente los casos y los contactos. Se
atribuye un papel fundamental a la participacion de
la comunidad cientifico académica y al sistema de
vigilancia epidemiologica del Ministerio de Salud que
ha permitido gestionar eficazmente el brote a través
de la vigilancia y la buisqueda activa de casos.

Palabras clave: COVID-19, Uruguay, politicas
sanitarias, gestionderiesgo, estrategias de mitigacion.

INTRODUCTION

Latin America has become since June 2020
a new epicenter of the COVID-19 pandemic, in
this context Uruguay has positioned itself as an
atypical case in the region, obtaining very good
results in the management and control of the
health crisis (Figure 1).

The objective of this article is to describe
the evolution of the COVID-19 epidemic
in Uruguay, the strategies defined to control
it, the lessons learned, and the challenges and
perspectives for the next stages in the manage-
ment of COVID-19 in the country. To achieve
this objective, a review of official documents,
websites, and scientific articles was carried outin
relation to the subject. This section outlines some
of the main aspects that make up the Uruguayan
reality to date.

Characteristics of the country and evolution of
the epidemic

Uruguay is a small country in the southern
region that borders Argentina and Brazil and
has a continental surface area of 176 215 square
kilometers (1). The total population is 3 530 912
inhabitants, approximately 40 % live in the

Figure 1. Biweekly (previous two weeks) cases of confirmed COVID-19 per million people (14 al 29/9/2020).

capital Montevideo and if we consider this city
and its metropolitan area, the proportion of the
population that lives in the region exceeds 60 %
of the total. The global population density is
20 inhabitants per Km?, given its condition as
a macrocephalic country (a large part of its
population is concentrated in the capital and
metropolitan region), the population density
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presents aheterogeneous behavior in the territory:
it is 6 662 inhabitants per Km? in Montevideo
(a city with an area of 536 Km?) and 12.2 in the
rest of the country (1).

The first cases of COVID-19 in Uruguay
were identified on March 13, 2020. The
government almostimmediately declared ahealth
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emergency and implemented a mitigation strategy
by recommending non-mandatory physical
distancing. Likewise, it began the monitoring of
travelers from risk areas, the closure of airports,
educational centers, and large shopping centers,
the prohibition of public shows, the promotion of
teleworking, and the dissemination of the “Stay
at home™ strategy (2). In the package of more
specific measures, the increase of the diagnostic
testing capacity through national technology
development, the management of suspected
cases at the home level, and the implementation
of telemedicine to avoid crowds in healthcare
centers stand out. Uruguay has an Integrated
National Health Care System that provides
universal access to care to all residents of the
country, with additional strength in this context,
a good endowment of beds for intermediate and
critical care.

From the time the first case of COVID-19
was identified in the country to the end of
September, 197 days (28 weeks) haselapsed (3).
In that period, 225 803 tests were carried out
for the diagnosis of COVID-19 (one test per 15
inhabitants until 25" September), 1 967 cases were
confirmed by laboratory techniques (cumulative
incidence of 55.71 cases per 100 000 inhabitants),
210 are active cases, 1 710 are recovered cases
and 47 have been deceased (case fatality rate is
2.4 %) (4).

Taking into account the number of PCR tests
performed and the number of them being positive,
it can be affirmed that the pandemic in Uruguay
evolved with little community circulation. In fact,
66 % of the cases have contracted the SAR-CoV-
2 viruses through contact with confirmed cases
and 19 % were travelers from endemic areas (3).

In the country, the greatest increases in the
number of cases have occurred from crowds
in institutions or social events and small cities
located in the interior of the country!. Timely
tracking of cases and contacts by the system of
health surveillance of the Ministry of Public
Health has allowed each outbreak to be managed
efficiently, making that the curve of confirmed

'Among the affected cities, the border city of Rivera stands
out. It is a city of approximately 80 thousand inhabitants
that borders by land with a Brazilian city of Santana do
Livramento with approximately 140 thousand inhabitants.
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accumulated cases never reached an exponential
trend.

Preparation of the country to face the pandemic:
the health system and the scientific-academic
network

On March 1, 2020, the new authorities of
the Ministry of Public Health (MPH) took
office at the beginning of a new government
administration in the country. Technical teams
of the Epidemiology Division of the MPH had
already begun developing some documents to
define control measures considering the global
contextof the pandemic. On February 26, the first
technical recommendations for case management
were published in coordination with all health
institutions (5). This document details an initial
Epidemiological Surveillance Strategy,based on
the increase of sentinel surveillance of severe
acute respiratory infection (SARI) and influenza-
like illness (ILI), to detect a possible unusual
behavior of an important event for public health.

Once the health emergency in the country was
declared, all actions were lead and supported
by the Ministry of Public Health. The MPH’s
active epidemiological surveillance system, with
great experience in managing outbreaks of other
communicable diseases (the last one in 2019)
was an enormous strength. This system made
possible by contact tracing that there were no
more than five generations of virus transmission in
the country during the beginning of the epidemic
(in most of the outbreaks, the chain was stopped
in the second generation) (6). The Uruguayan
State through the National Integrated Health
System offers universal health care coverage
based on the conception of Health as a right.
This new paradigm began with the reform of
the health system in 2007. Currently, the health
sector represents more than 6.5 % of public
spending as a percentage of GDP, compared to
an average of less than 6 % in Latin America (7).
Financing and governance of the system is the
direct responsibility of the State and medical
care is accessible to the population as a whole,
including the most vulnerable (which does not
contribute to the national health fund) (8).

Therefore, when facing the pandemic, the
country had an institutionally strengthened health
system and a decentralized health care network
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with adequate development of its infrastructure.
The broad social protection system that operates
in a context of relatively low informality
in the labor market also stands out. These
characteristics of the country, consolidated
in the last decade, contributed to the mitigation
of the socio-economic and health effects in the
health emergency. Likewise, it can be affirmed
that the extensive existing health infrastructure
also contributed to the success that the country
has been obtaining to date in controlling the
epidemic (1,9). Uruguay has approximately 5
doctors per 1 000 inhabitants and the availability
of hospital beds per inhabitant is among the
highestin the continent: 8 940 moderate care beds
(2.5/1000 inhabitants) and 963 critical care beds
(0.2 / 1 000 inhabitants) at the beginning of the
epidemic in the country (9). This starting point
allowed rapid action to be taken to increase the
availability of intensive care beds, as well as the
supply of ventilators.

In a comprehensive analysis of the Uruguay
an case, the State is positioned as the main actor
in the management of the crisis. A large part of
the measures arose from a presidential decree that
established all the measures already mentioned,
which altogether and others included in Table 1,
represented an alternative strategy to mandatory
quarantine (10,11). Another very important
aspect that contributed to the control of health
crisis is the long civic tradition of the Uruguayan
population, which has surely made it possible for
awareness campaigns on good health practices
and hygiene protocols to have both echo and
level of compliance (10,11)

Another aspect to emphasize is the scientific
development of the country and its academy.
The University of the Republic (UDELAR), the
Pasteur Institute, the Clemente Stable Institute,
and other public institutions quickly became
involved in the development of diagnostic tests,
allowing early application on a large scale (12).

As a consequence, the systematic and
timely testing of the identified contacts was
possible and the consequent early isolation
of the positive cases. The development of
contact traceability technologies and the use of
mobile applications?contributed to community
monitoring of the infection in outbreak areas and
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prevention of the spread (13).

The broad consensus of the leading groups
in giving relevance to the issue and in defining
strategies is also highlighted. The alignment
occurred in all spheres of national and municipal
government and among all political parties
with parliamentary representation. It was also
possible to coordinate and take advantage of
highly qualified human resources with the
capacity to contribute to scientific development
and detection and tracking tasks in a context of
the limited expansion of the epidemic, an aspect
that, according to the existing evidence, was not
possible in other countries of the region. The
Uruguayan government convened an advisory
group of scientists headed by experts -medical and
from other disciplines- of the firstlevel (Honorary
Scientific Advisory Group)? that provided
recommendations for scaling up or de-scaling
the control measures with some basic criteria:
recommendations based on the best possible
scientific evidence, step by step, monitored
before and after scaling them and based in a
transdisciplinary and intersectoral vision (14).
The government also sought coordination with the
private sector, including the industries involved
in addressing the problem.

In Uruguay, an application for cell phones
called “Coronavirus UY” was designed, with
the aim of monitoring cases. The application
made it possible to issue alerts in situations of
close contact with cases detected as positive.
This method has also been applied in other

’In Uruguay,an application for cell phones called “Coronavirus UY”
was designed, with the aim of monitoring cases. The application
made it possible to issue alerts in situations of close contact with
cases detected as positive. This method has also been applied
in other countries. In the case of Uruguay, it seems to have not
been widely accepted by the population. Among the possible
factors that explain this is skepticism regarding the guarantee of
personal data protection and also the requirements involved in
downloading and activating the application on the cell phone (it
should be taken into account that in Uruguay there are still important
gaps in the use of information and communication technologies).

*Prior to the creation of this honorary scientific group and
immediately after the first positive case of COVID-19 in
Uruguay, the Epidemiology Division of the MPH called an
advisory group to contribute in the design of inputs for the
first measures adopted by the government. This group was
made up of technical officials of the institution and experts
in the field of epidemiology, infectology, geography and
sociology, most of them from the University of the Republic.
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countries. In the case of Uruguay, it seems to
have notbeen widely accepted by the population.
Among the possible factors that explain this is
skepticism regarding the guarantee of personal
data protection and also the requirements involved
indownloading and activating the application on
the cell phone.

Control policies for COVID-19: implementation
and lifting of measures

Afterthe first cases of COVID-19,the national
health emergency was declared, decrees were
established defining control measures and the

Table 1

Coronavirus Fund was created to make it possible
to finance in part some of the strategies deployed
(Table 1) (10).

Prior to the creation of this honorary scientific
group and immediately after the first positive
case of COVID-19in Uruguay, the Epidemiology
Division of the MPH called an advisory group
to contribute in the design of inputs for the first
measures adopted by the government. This
group was made up of technical officials of the
institution and experts in the field of epidemiology,
infectology, geography and sociology, most of
them from the University of the Republic.

Interventions implemented to control the COVID-19 epidemic in Uruguay 2020

Interventions Date*
Global public health measures to prevent infection

The exhortation of the population to voluntary physical distancing (two

meters), especially the population at risk 13/3/2020

Appeal to the population to maintain environmental and hands hygiene 13/3/2020

Transparent reporting of information on cases and evolution of the epidemic

through the Secretariat of the presidency and the National Emergency System 14/3/2020

Popular education on virus transmission and non-pharmacological measures

to control the epidemic (National Coronavirus Plan) 15 minutes a day on TV. 19/3/2020

Mandatory use of face masks for the general population 24/4/2020
Surveillance measures

Definition of case/quarantine and isolation for suspected cases and contacts 13/3/2020

Contact tracking system by phone and app (later) 13/3/2020

Quarantine of Uruguayans returning to the country 16/3/2020

Travel restrictions to specific sites 16/3/2020

Suspension of comercial flights 20/3/2020

Availability of diagnostic tests for extensive testing of the population

(developed at the national level) 2/4/2020

Scaling up of sanitary controls at border crossings with Brazil 5/5/2020

Measures to promote physical distancing

Closure of study centers (schools, high schools, universities, etc.),

maintenance of distance education and telework 16/3/2020

Closure of bars, shopping centers, and shows with an audience representing crowds of people 17/3/2020

Parties, dances, religious celebrations, and in general social events of

significant attendance of people are suspended 17/3/2020

Closure of game rooms and equestrian venues 19/3/2020

Authorization to stay at home, to all those 65 years of age or over, under

cover of the sickness allowance, especially in public bodies. Telecommuting. 25/3/2020
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... continued from Table 1.

Interventions Date*
Measures to optimize medical care
Clinical management of suspected cases at home. 13/3/2020
Implementation of the use of telemedicine to give continuity to the medical
care of the population as a whole 2/4/2020
Prevention and control of respiratory infections (all usual measures
including flu vaccination) 13/4/2020
Reinforcement of third-level health services (suitable personnel and
ventilator) and development of protocols for the use of personal protective
equipment and care. Flexibility for the importation of necessary equipment. 20/3/2020
Mitigation measures for the socio-economic effects generated by the pandemic
Authorization to suspend cuts for non-payment of electricity supply and
telecommunications services provided by state companies during the first
months of the epidemic. 4/4/2020
Expansion of subsidies from the Ministry of Social Development for poor households 4/4/2020
Percentage exemptions of personal and employer contributions during the period 16/4/2020
Extension of the unemployment insurance allowance 19/5/2020
Technical advisory measures
Honorary Scientific Advisory Group 17/4/2020

* Approximate date

The measures implemented to promote physical distance and air connectivity are being lifted in stages (under sanitary

protocol) since May 2020.

Successes and limitations in controlling the
epidemic in Uruguay

The measures adopted were timely and based
on guaranteeing the individual freedoms of all
people without putting third parties at risk. The
strategy was based on the trust of the population
and the transparency of information on the
evolution of the epidemic.

Self-responsibility, symptom reporting,
notification of contacts,and voluntary quarantine
in case of self-perceived risk were promoted,
as well as immediate consultation, prioritizing
telephone contact, and encouraging non-
attendance at health centers in cases considered
of low severity.

The socio-demographic characteristics of
Uruguay are also an aspect to take into account
when analyzing the good results obtained so far.
The magnitude and intensity of social interactions
are considered risk factors for the transmission of
the virus; therefore, the low population density
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of the country favors the control of outbreaks.
Although Montevideo (where approximately
half of Uruguayans live) is a city of 1.3 million
inhabitants, its structure maintains a balance in
terms of the distribution of green areas and public
spaces that makes it possible to keep a physical
distance from the population.

The country has only one large port and
one large airport; this facilitates the control of
Uruguay’s interaction with other countries in
the world (except for Argentina and Brazil, with
which the land border is shared).

Another aspectto highlightis that the virus has
hardly affected the low-income population and the
most socially vulnerable. The initial spread has
been restricted to the upper and middle classes
of the city of Montevideo.

The epidemic had its initiation milestone in
a conglomerate (grouping of cases in a defined
space,ina greater quantity than could be expected
by chance). This first outbreak arose as aresult of
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one of the first four cases entering the country and
became a superspreading event. Although these
types of events are difficultto predict and prevent,
once detected, the speed of response is essential
and rapid deployment of case identification and
follow-up of contacts is critical (15). The speed
with which this situation was addressed has been
the constant in all other outbreaks subsequently
generated in the country (Figure 2).

Figure 2.Identified transmission chains of COVID-19 cases
by age group. Uruguay, 2020 (09/18/2020).

Elaborated by the department of surveillance of the Ministry
of Public health, 2020.

From the beginning, events that could lead
to super spread were prohibited, that is, events
that take place in closed, poorly ventilated
environments, with many people meeting for a
long time (weddings, churches, choirs, gyms,
funerals, etc.) especially when speaking or
singing and not wearing face masks. Taking
into account the evidence that indicates that the
spread of the disease probably presents a 20/80
pattern (20 % of patients are responsible for 80 %
of infections) through superspreading events, it
is reasonable to infer that the measures adopted
by the country in this regard contributed to the
reduction of infections and the low community
circulation of the virus (15-17).
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The circulation of the virus can be verified by
observing the value of the reproductive number
(Rt). Thisremained low in our country throughout
the entire process until the latest available data,
being greater than one only with the appearance
of rapidly controlled outbreaks* (Figure 3).

Figure 3. Estimation of the reproductive number (Rt) of
COVID-19 in Uruguay. 03/03/2020 - -09/25/2020.
Source: (2).

The Rt value is an average value that does
not always fully represent reality (since it often
does not represent well the evolution by clusters
or outbreaks), but it is a widely used indicator
and valued as positive when it is below one (18).

The Department of Health Surveillance of the
MPH has a data recording system used for the
analysis of epidemiological situations in almost
real-time. Decisions of lifting some control
measures were based on evidence obtained from
this rigorous national data, centralized by the
MPH and analyzed by the Health Surveillance
team and by the Scientific Advisory Group.
Having access to these databases (even though
it was not always complete and timing) was a
strength in the management of this epidemic.
As an example, the decision to reopen schools
was influenced by the fact that the chains of
contacts analyzed had theirlastlink in the children
(according to transmission maps generated with
the surveillance team of MPH), making itunlikely
that there would be a greater spread of the disease

“The Rt value is an average value that does not always fully
represent reality (since it often does not represent well the
evolution by clusters or outbreaks), but it is a widely used
indicator and valued as positive when it is below one (18).
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due to in-person educational activities (Figure 1
developed by Health Surveillance Department).

The role of academic scientific participation
notonly had to do with making recommendations
through the Scientific Advisory Group but also
to the creation of a consortium of laboratories
(Pasteur Institute of Montevideo, Faculty
of Sciences, Clemente Stable Institute) that
were able to develop national diagnostic tests
that were quickly available at an appropriate
cost (19). Viral sequencing techniques were
also carried out in this context, allowing us to
know more about circulating viruses and their
spread. The University of the Republic, through
several of its services, also worked to generate
knowledge in real-time to better understand this
epidemic (20,21).

The government promulgated decrees that
allowed a proportion of the people employed
in the orbit of the State to go to telework; the
same happened in the private sector, where
many companies adopted similar measures.
In cases where it was not possible, the State
relaxed the criteria for access to unemployment
and sickness insurance subsidies, as well as
reinforced non-contributory transfers aimed at
the most vulnerable population (who are over-
represented among informal workers). These
measures promoted the permanence of employed
persons in their homes during the first months
withoutlosing their jobs (10). The evolution of the
incidence of effective teleworking in employed
persons was 19.3 % in April and 11.8 % in July
2020 (22).

Social impact of the COVID-19 sanitary
emergency

Although epidemic control has been successful
so far, it has had collateral effects on other areas
of health and people’s lives, affecting different
sectors of the population differentially.

Inthe sanitary field, the implemented measures
may have contributed to the decrease in mortality
from respiratory infectious diseases due to
isolation in the early stages of the epidemic and
possibly have also impacted on mortality from
external causes,especially due to traffic accidents
given the low traffic activity in the first months
of the pandemic (23). Likewise, there was a
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record coverage of influenza vaccination in the
context of the pandemic (in Uruguay influenza
vaccination is voluntary) (24).

The health emergency has also had a high
impact on the living conditions of the most
vulnerable segments of society. Although there is
notyetenough information to show the magnitude
of these effects, it is reasonable to consider
that the incidence of poverty and indigence has
increased in the country and it can be pointed out
with certainty thathousehold income at the global
level has dropped and so did the employment rate
(Figure 4 and 5).
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($ U). January - July 2020.

Source: Authors elaboration based on INE's Technical
Report on household income. Available at http://www.
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Figure 5. Evolution of the employment rate. Total,
Country (%) January - July 2020.

Source: Authors elaboration based on INE's Technical
Report on household income. Available at http://www.
ine.gub.uy/inicio
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Teleworking has been an option for some
people and has prevented a further drop in
employment; however, the experience has surely
been uneven taking into account, for example,
existing gender inequalities. In general, women
are the ones who are overloaded with domestic and
care work, and it is possible that in our country
this aspect has been aggravated in the context
of a health emergency. So far there have been
no signals from the government accounting for
this situation.

On the other hand, during the health
emergency, it was not possible to fully account
for the worsening of situations of intrafamily
violence and domestic violence against children,
women, and the elderly in a context of massive
confinement.

In relation to the school-age population, the
degree to which students remained linked to
their educational centers during the suspension
of face-to-face classes and the degree to which
they participated in the different educational
proposals developed by their teachers during this
period is one of the most relevant unknowns for
monitoring the educational situation in the context
of the health emergency. According to studies
that have been carried out, in general terms, a
non-majority, but important group of students,
in all education cycles and all modalities, did
not manage to maintain regular contact with the
educational system and to participate in teaching
proposals developed by his teachers.

Likewise, it has not been measured yet the
effects of the health emergency on food insecurity,
on mental health eventually deteriorated by
isolation, on the adequate continuity of medical
care through telemedicine, and the weakening
of health care and care of dependents networks.

Prospects and challenges for the next stages in the
control of the epidemic

The main challenge for the future is to continue
scaling the main activities at the population level
(work,education,recreation), keeping the country
in a green zone of sanitary risk and attending
not only to the needs related to the COVID-19
epidemic but also responding to the situations
that the control measures have generated in other
socio-economic and health aspects.
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There is special concern about the exhaustion
that the maintenance of sanitary measures has
generated on the population.

The massive return to face-to-face classes
imposes some of the most important challenges
such as maintaining the physical distance
between students, hygiene in the centers, and
the availability of elements such as alcohol gel
and masks.

Measures are being gradually descaled with
continuous monitoring of the consequences,
balancing therisks and benefits,in anenvironment
in which the health system has managed to
generate a certain shield for the care of critical
cases.

The reactivation of ports and airports, and the
movement of people and cargo, is also achallenge
that must be carried out under protocols and in
permanent surveillance and mustbe accompanied
by the implementation of international health
regulations, currently under review by the WHO.
In this sense, regional diplomatic work with the
governments of the region is critical since the
greatest mobility of people entering and leaving
the country is to and from neighboring countries,
which are in a different epidemiologic situation
from that of Uruguay

The approach of the summer season and the
need to reactivate tourism, an important source
of income for the country, is also a challenge.
The study of lessons learned by other countries
concerning tourism is an important basis to take
into account when defining a strategy in Uruguay.
The development of predictive models of different
opening scenarios is an important input in this
regard. Criteria for recommendations should
take into account the progressivity of measures,
regulation, and monitoring.

Summarizing, the great perspective to take
into account for the future management of the
epidemic in Uruguay is to manage the risk that
lifting control measures imposes, balancing the
different consequences on the general well-being
of the population.

Finally, the decision to be made regarding the
use of the COVID-19 vaccine and its application
strategy (reduction of the burden of disease or
protection of the population at risk) should be
taken into account in future perspectives. We
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also see as challenges: the surveillance of vaccine
safety in amarketing framework with abbreviated
studies, costs, and the possibilities of vaccine
acquisition for the countries in the region, in
a world, struggling to obtain a solution to the
problem of COVID-19.
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SUMMARY

Since March 13, 2020, the COVID-19 virus has been
detected in Venezuela. The country had a situation
before the pandemic, where the notorious thing was
a very important weakness of the health system, a
compromised situation of hyperinflation and economic
precariousness in the last four years, and a tense
political situation. Although the growth of cases in
the first wave was not as intense as in other countries
in the region (probably related to their economic
precariousness), the impactit has had on hospitals and
national life has been very important. What is striking
about the State’s management has been a few policies
that are not very transparent, not very cohesive, and
very dispersed, which has made it difficult to interpret
and analyze the real impact on the epidemic. It is
likely that the difficulty in obtaining gasoline and an
extremely reduced economy in recent years have been
anegative incentive for the transmission of the virus in
the population as has been seeninthe African continent
at this time. Despite this, vulnerability persists, the
capacity for improvement and the preparation of
hospitals has not been substantially modified yet. It
is estimated that the number of cases may increase
significantly and that consecutive waves may be
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repeated and increase the impact that the virus has
had in other latitudes.

Key words: Venezuela, health policy, COVID-19,
transmission, determinants.

RESUMEN

Desde el 13 de marzo de 2020, el virus COVID-19
ha sido detectado en Venezuela. El pais tuvo una
situacion previa a la pandemia, donde lo notorio
fue una debilidad muy importante del sistema de
salud, una situacion comprometida de hiperinflacion
vy de precariedad economica en los iultimos cuatro
afios, y una tensa situacion politica. A pesar de
que el crecimiento de casos en la primera ola no
fue tan intenso como en otros paises de la region
(probablemente relacionado con su precariedad
econdomica), el impacto que ha tenido en los hospitales
vy en la vida nacional ha sido muy importante. Lo que
llama la atencion por parte de la gestion del Estado
han sido unas pocas politicas poco transparentes, poco
cohesionadas y muy dispersas que han dificultado la
interpretacion y el andlisis del impacto real sobre la
epidemia. Es probable que la dificultad para conseguir
gasolina y una economia extremadamente reducida
en los ultimos arios, hayan sido un incentivo negativo
para la transmision del virus en la poblacion como se
ha visto en el continente africano en este momento. A
pesarde ello, lavulnerabilidad persiste, la capacidad
de mejora y la preparacion de los hospitales no se ha
modificado sustancialmente todavia. Se estima que el
numero de casos puede aumentar significativamente
v que las oleadas consecutivas se pueden repetir
e incrementar el impacto que el virus ha tenido en
otras latitudes.

Palabras clave: Venezuela, politica de salud,
COVID-19, transmision, determinantes.
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INTRODUCTION

Since the last week of December 2019 when the
first global alarm of cases was reported in Wuhan
province, China, the SARS-CoV-2 epidemic has
been spreading for eight months. No country
has not recorded cases to date. Despite this,
the transmissibility and impact of cases in each
country and region are beginning to be different.
The virus has behaved homogeneously and has
not presented genetic variability thatexplains the
changes or differences we have seen in impact
in each of the countries. The explanation of the
differential impact must be in other factors that
we are still understanding.

In Venezuela, the first case of COVID-19 by
PCR test was officially reported on March 10,
2020. The objective of this paper is to outline the
profile of the epidemic in Venezuela and correlate
it with the control and mitigation policies that
have been implemented.

Estimation of impact through the calculation of
the number of affected

From March 10 to the date of writing this
article, the only definition accepted by the
Ministry of Health as a case of coronavirus is the
positive result of the polymerase chain reaction
(PCR) test (1). This definition, despite being
quite strict from the medical point of view, has
a deficiency from the epidemiological point of
view, since in a large part of the national territory
the access to PCR tests is significantly limited.
A clinical definition has not yet been accepted:
the only indicator of monitoring the epidemic is
exclusively the number of daily cases of PCR.

Another important aspect of the definition’s
limitation is that in much of this time only one
institution at the national level has the technical
and regulatory capacity to perform PCR testing,
the “Instituto Nacional de Higiene” Rafael
Rangel INHRR). Although at the beginning of
the epidemic, when there were few cases, access
was not a major problem, as the number of cases
increased,access to PCR testing has become much
more limited, not only because of the number but
also because of the transportation of samples,
particularly from the interior of the country.
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An indicator of the difficulty of access to the
testand the weakness in the processing capacity is
that once March has passed, the time for reporting
the result of the PCR test has remained around
10 to 15 days in any part of the national territory,
with a tendency for the results to take longer in
more distant areas than in nearby areas.

The limitation of access to PCR tests and
the time of the return of the result represent
very important limitations both for the clinical
activity and for the epidemiological follow-up.
Identifying the patients, as well as their contacts
after 15 days of knowing the positive result, is
practically impossible. Mostexperts in the world
recommend that aresult of arapid molecular test,
both for clinical management and epidemiological
management, should be available in less than 48
hours, otherwise the urgency of the test is lost.

In September 2020, according to official
information,the Venezuelan Institute of Scientific
Research (IVIC) and the Research Institute of
the State of Lara Dr. Felix Pifano joined the
certification of PCR tests. Despite the increase
in the number of centers for PCR testing, in
practice, there is no improvement in reporting
times or in health services’ access to test results.

The comparison between the data provided
by the spokespersons of the Ministry of Health
(MPPS) and those obtained through the hospital
follow-up, shows differences in the trends that,
although subtle in some cases, imply differential
interpretations according to the indicator being
analyzed.

In the case of the number of patients diagnosed
per day, the PCR graph shows a significant trend
of decreasing cases since the second week of
September (Figure 1), while the monitoring of
hospital ARI cases presents more of stabilization
with a trend of variation in the weeks. This
difference may be related to the fact that the
capacity of performing PCR is compromised
during the weeks between September and
October. If fewer tests are performed, there
are fewer cases. Although hospital monitoring
reports a slowdown or change in the pattern of
case growth thatcould be interpreted as adecrease
in cases, the orders of magnitude are different.
In the case of PCR results, the interpretation is
of a control epidemic, while when clinical cases
are taken into account it is a stabilization.
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Figure 1. Venezuela: new cases of COVID-19 per epidemiological week between March 9 and November 16,2020. Source:
Ministry of Health (MPPS), Venezuela.
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Figure 2. Venezuela: cases of acute respiratory infections (ARI) per epidemiological week between March 9 and November
16,2020. Source: (2).

Similarly, there is a discrepancy between the COVID-19 disease is three times higher than the
number of deaths reported by the Ministry of cases reported by the MPPS.
Health (MPPS) and the number of deaths reported
by the hospital monitoring of the COVID-19
National Hospital Survey (2) (Figure 3). This
difference can be explained by the definition
used by the MPPS to recognize dead people, that
is, to register a positive PCR before death. The
logistical limitations and access to diagnostic tests
have already been explained, so a large number
of the deceased have not had a PCR performed
and this does not imply that they are not real
cases of SARS-CoV-2. In fact, the number of
deaths with clinical signs of ARI compatible with

The management of information on PCR
results implies an excessive centralization and
difficult access to health centers to the results.
In an effort to decentralize PCR tests, other
laboratories in the academic field and private
institutions with technical and logistic capacities
to perform them were verified. This information
was sentby the Pan American Health Organization
(PAHO) to the Ministry of Health, but none of
these laboratories have been certified so far,
which could improve access at the national level.
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Figure 3. Venezuela: deaths reported from acute respiratory infections (ARI) per epidemiological week between March 9

and November 16, 2020. Source: (2).

This lack of decentralization of PCR testing
and practice of excessive control of those results
by the central government has not been positive
for the management of the epidemic. Similarly,at
no time from March 10 to date has the number of
PCR tests performed per day been reported. Only
acumulative number of tests has been reported in
some news reports without specifying the number
of rapid tests compared to the number of PCR
results per day. Considering that not only the
absolute value of positive PCR test per day but
also the percentage of positivity of the test as a
function of the total number of tests performed
are indicators of the evolution of the epidemic, it
is critical that the real operational capacity of PCR
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tests in our country has not been revealed so far.

Only through indirect information elaborated
by the United Nations Systemregarding PCR tests
accumulated in time (3), it has been possible to
make extrapolations and comparisons,according
to the rate of PCR tests carried out with other
countries in the region and the world (Figure
4). According to this, Venezuela has the lowest
PCR index per capita in the region, probably the
lowestin the world, which puts us in a situation of
ex