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PREFACE

"lan and his specie¢ are in
perpetual struggle -- with
microbes, with incompatible
mothers-in-law, with drunken
drivers, and with cosmic rays
from outer space ... The
'positiveness' of health does
not lie in the state, but in
the struggle ..." 1/

A. PURPOSY OF THE HEALTH SECTOR ASSESSMENT

A relatively short time ago, an assessment of the health sector
would have been of much less interest to economic planners in develop-
ing countries. Theozies of economic development which guided country
planners, as well as foreign aid donors during much of tke 1950's and
1960's, werc deminated by the view that the principal key to economic
growth was accelerated investment. What the economy could not generate
from domestic savings was to be supple iented by foreign investment and
capital transfers. Great emphasis was put on high rates of growth,
Farther, it was generally assumed that the benefits of such growth
would eventually be diffused throughout the economy.

The assumption that diffusion of benefits follows economic growth,
is not necessarily valid, particularly in the short and intermediate
term. While the GNP of daveloping countries grew at a rate of 5 percent
annually during the 1960's, the poorest half of the population often
found itself no better off because of increased population, little
improvement in nutrition and poor health generally, continued high
rates cf unemployment and a skewed distribution of income. To a
considerable extent, this trend has characterized the situation in the
Dominican Republic. The unprecedented growth of the Dominican economy
during the past five years has resulted in an dverage annual increase
of rhe gross national product of 10.2 percent. Yet, unemployment and
underemployment continue a: bigh rates -- estimated to be about 40
percent. Inflation has intensified income inequalities somewhat.
Recent major policy changes, particularly in the agriculture sector,
hold promise of improvement in the situation. But parallel action in
the health sector is required if the gains are to be solidified and

1/ 1. Gordon, "That Damned Word Health," Lancet, 2 (1958) 638-9,
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further improvements made. Population growth continues at an

annual rate in excess of three percent. A recent study by

international experts suggests that in 1973 the rate of increase in
employment was 2.25 percent, about one-half percent less than the rate of
increase in the labor force.

In response to the above trends, theories of development have
been undergoing gradual change. FYor example, in the Dominiran
Republic the President is cognizaut of the necessity to improve the
well-being of the poorest majority so that the benefits of economic
development will be more widely distributed and the poorest majority
will be able to contribute more productively to development progress.
Over four-fifths of che focd consumed in the Dominican Republic is
grown by small farmers. Their ability to triple production by the
year 2000 will depend on agricuiture technical assistance and
capital aid, but no less so on their being healthier and more
economically and sccially productive. The question is "how."

[mproved health programs and delivery systems can help to bring about -
more balan:ad and equitable growth and, at the same time, help

improve real income through direct provision of services, particularly
if these are directed toward low-income eroups, which in the past have
not had access to such services. YMorzover, the benefits of improved
nutrition, nealth, and well-being can themse.ves be significant
causative factors for increasing the rate of economic development.
Reduced demographic pressure as a consequence of successful family
planning programs would allow for increased per capita income and
allow for the possibility of increcased savings and additional
investment.

This health sector assessment therefore has several purposes:
to assess as accurately as possible the present health situation, to
identify the principal problems and inhibiting obstacles to chnge, to
ascertain what can be done to overcome the principal constraints within
what time frame and with what expected consequences in terms of slowed
population growth and a healthier and more productive population. Thus,
the health sector assessment has as a principal objective helpirng to
identify a better basis for Dominican decision-making, and within this
context to facilitate U.S, bilateral aid decision-making. There should
be cosideration of altcrnative courses of action and costs. There
needs to be some basis for judgements as to whether an across-the-board
health effort is possible or desirable or whether a more limited and
pragmatic building-block approach would need to be followed. Indeed
there needs to be some basis for concluding that there should be or
should not be a bilateral aid effort in the health sector -- and if not
now, under what circumstances and with what additional evaluative
efforts. What is abundantly clear is that Dominican governmental
capacity to deal successfully with health sector problems is weaker than
for the agricultural sector.



In some respects this sector asseusment gccomplishes rhese
purposes. 1In other respects further goal-oriented analysis and
congideration of action choices need to be undertaken. Whai is
clear in retrospect is that the magnitude of the assessment task
has been consistently uvndervestimated. ‘Uho conslraints to adecuate
improvement of health in the Pominle s lepublic cre severe. Appro-
priate judgements on tne capacity o1 tio Dominican Health Sector to
efficiently absorb large external aid laputs should be made only
after the most careful consideration.

B.  INTEREST OF AID IN SECTOK ASSLSSIENT

As a major bilateral doror azd contributor to internatiomal
organizations, the United States Goverament has an interest in
assuring that the maximum benef (t b2 obtained from external resources
made available at the request of the Dominican Government. AID is .
particularly concerned that any U.5, bhiluteral assistance provided
is supportive of well-formulated I minican programs that can realisti-
cally be expected to be achieved, i ussessment which follows and
the more extensive analytical process uadertaken by persons assigned
to the Secretariat of Kealth should provide the beginnings of this
kind of decision-making framework, recognizing that Dominican goals
have not yet been fully defined and chut alternative courses of action
are somewhat sketchy at this stage. 1

Ihis is not to deprecate a

monumental effort in the Dominican llgalth Se¢otor Assessment, eutitled

"El Diagndstico de Salud en la Reptthlics Yominicana." Rather, given

the lack of data and analvtical maceri.!, coupled with a frequeutly

e, uheive have been limits to what
m

weak health administrative strucin:
can be accomplished within the limiraq peciod of time available for
preparing the assessment.

The Strategy Section consisty o suwber of observations which
are more programmatic than strategic 1o character and are vet to be
tested through further discussion and subsequently modified to reflect
maturing judgements. Thus these vhrervations constitute at this 3tage
more a basis for informed Jiscuscicn than a definitive blueprint {or
action.

Furthermore, AID is not the only international donor agency
considering help in the health sector. There are the World Bank and
the IDB. The Government of the Dominican Republic will want, and
indeed should, consider how the combined resources and capabilities
of all can be cooperatively employed.
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C. BRIEF SUMMARY OF AVAILARLE ANALYTICAL EFFOKTS

FPrior to the prasent efiort, studies approaching sector assesas-
ments have been wade on several occasions. However, most have baen
project-oriented. They have provided a uscful basis for evaluation
of project proposals, and to some extent the interrelationship among
a nunber of projects.  They have ol exanined comprehensive sector
goals or alternative choicer und trade-offs under a variety of
assumptions for the sector as 2z whole.

Similarly, donor agency efiorts have generally analyzed only
limited portions of the health sector. 1n 1968, AID prepared a
Capital Assistance Paper to determine the most appropriate capital
investments in the health sector. Partisl sector assessments have
been made by the World Bank and PAHO in connection with their own
assistance activities (Appendix I1). Such partial assessments have
had limited utility but do contain useful information and observations
wihich are being used by both the CODR and AID.

The present effort began in February 1974, Under the direction
of Dr. Amiro PZrez Mera, Professor of Preventive Medicine of the
Autonomous University of Santo Domingo and a former Secretary of
Health himself, eight groups of Dominican experts from a variety of
disciplines began a comprehensive study of the health of the Dominican
Republic population.

This study considers the major problem areas within the health
sector and analyzes in considerable detail the complex interrelation-
ship between the various determirants of health and disease. To some
extent, it offers alternative solutions to the problems which have
been identified. All of the approaches suggested are presently
empleyed in this country to a greater or lesser degree. Some are
costly. Some are very inexpensive. None are offered as perfect
answers to the intricate compusite of forces which adversely affect
the health of the Dominican people,

D. ADMINISTRATIVE FRAMEWORK, MAJOR CONTRIBUTORS, SOURCE OF FINANCING,
AND METHODOLOGY

Discussions with the Secretary of Health in 1973 established the
existence of a mutual GODR~USAID interest in conducting a health
sector assessment. The Secretary of Health is charged with one of
the most difficult and complex tasks of the GODR. He has welcomed
assistance in this area. A team composed of Dominican professionals
identified by the Secretary of Health, consultants proposed by the
backstop team in Washington and, to a lesser extent, assistance from

vil



Mission personnci, prepared a scope of work for the assessuent in
January 1974 and work commenced immediately,

At the suggestinon ¢ the Scevetary, dhe prograw was admwinistra-
tively located in the Corsein ‘lacional de Peblacidn , Familia
(""'CONAPOFA™) with its direstor, Luis 4. Gonzdlez Fabra, rakiuyg
personal responsibiiity rur progranm admiadstiation.  Aa ad-icce group
of Dominican professionzis tus formed, drawing personnel from
universities, the Secrecar.at ol Hewlth, National Pleoning Office,
and other Dominican agoncies. Consultants were alsc identitfied to
worl with thase cups, bathh by ALD aad PAHO.

The AID role in the acscssment steamed from a request by the
Missiecn Diractor to AIRAY te provide a turn-key assessment since the
AID Mission did not then heve the tecinical staff who could guide and
undertake the necessary comprehbensive analyticzal effort. AID/W with
extraordinarily heiptul and ablc HEW rarticipation and cocperation
mobilized extensive talont with a view to contributing to an improved '
Dominican analytical product. At this stage it has been more conslusion—
reaching than decisicn-making in characcer. The second phase, i.e.,
the critiquing phase. apein involved a wide variety of consultants,
The result, siven the tevere time constraints under which all have
beer working, is a product vihich advances thinking about the Dominican
health sector arpreciablv. In the Mission view, the contribution of
the turn-key team, in szrticular John Daly, has been excellent.

AID consultants were finanzed through the normal health, nutrition,
and population technical assistance grant funds. Dominican personnel
were financed by the Dowinican Government using hest--country owned
counterpart funds. Thrce specific surveys (nutrition behavior, human
and physical rescurcas, snd population and morbidity) were financed by
AID funds and were timed to coincide with the assessment.

The Dominican assessment, orviginally scheduled to be completed in
September, is in the final review and editing stage at this writing
(December 7, 1974). Honetheless, draft documents, amounting to nearly
2,000 pages of text, were in hand by October 27, 1974 and the last
major pieces were made available by November 30. This massive quantity
of material has fcrmed the principal basis for the present document.

The complexity of the task and the lack of previous quantitative studies
on the effects of heaith programs on health status has Leant that the
analysis is, to some extent at least, subjective. Nevertheless, it is
clear that the analysis even at this leve! has been useful, provocative,
and provided new insights of knowledgeable Dominicans. It has also
provided a mcre systematic organization of existing knowledge and data.




The documwent which follows was written mostly during the month
of November 1974, by a team especially convened for this purpose.
The methodology used here iz also based in part on intuitive reason-
ing, historical experience and the application of professional
judgements. bLiilization of available information and data from many
sources in a practical and systematic manner has been the fundamental
method for arrivive at concluzions. Insufficient data was frequently
a significant problem and a limiting factor on the use of more
sophisticated techniques of enalysis.

E, THE MODEL BASED APPROACH TO DEVELOPMENT ANALYSIS

In the Deminican Republic where rural subsistence or near
subsistence agriculture is che dominant life pattern, where the
existing medical care system deals with only a portion of the health
problems, and where record-keeping is exiguous, particular difficulties
are posed ror builder: of guantitative health models. 1in part, the
absence of adequace information leads to difficulties in determining
the relationship between given levels of input and a measurable output.
Moreover, subtleties involved in analvzing a population's decisions
with regard te utilization of health services make quantification
difficuit. Wwhile inputs can be measured fairly eacily, and outcomes
measured, albeit, with somewhat zreater difficulty, ic is often
difficult to measure what haspens in between. Yet, it is here that
many of the obstacles to iwproving delivery systems and health
behavior of the population lic.

Because of the difficuliies posed by thorough quantitative
analysis of the bealth sector in general, and because of the lack of
information on the Dominicun system in particular, no attempt was

made to develop a mathematical model of the health sector. Two points
should be made, however. First, an attempt is currently underway in
Colombia to develop a methedology for constructing a mathematical
model for the health sector in that country, and such a methodology
could provide a foundation for future analysis in the Dominican
Republic. Secound, discussions are in process to develop the framework
for a mathematical model of the Dominican agriculture and health
sectors.
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I, SUMMARY

The rate of population growth in the Dominican Republic was
dpproximately three percent per year over the last decade. This
not only seriously interferes with economic development, but also
threatens continuous deterioration of the quality of life for the
majority of Dominicans. Urban growth alone has been double that of
the nation as a whole in the last. ten years, and particularly in the
case of the capital, Santo Dumiungo, has increased problems of over-
crowding,

Mortality is consistently high. Life expectancy at birth is
only 52 years. Gross mortality is 14.7 »ar 1,000 inhabitants.
Infant mortality, very high, is 104 per 1,000 live births. Mortality
in one to four year olds is 17 times that of U.S. children the same
age, and even adult mortality is 2.5 to three times that of the
United States. There is significant cause to believe that major
reductions in fertility will only be achieved if prior reduction in
mortality, particularly mortalitv of young children can be achieved.

High mortality is, of course, an outcome of poor nutrition and
high prevalence of disease. It has been estimated that almost 70 percent
of the Dominicans are below nutritional standards in one or more
respects, and that more th.n three-quarters of pre-school children
have protein-calorie malnutrition. While mortality statistics are
poor in the Republic, and must be interpreted with care, the six
principal causes of mortality in 1970 were: (1) senility and poorly
defined causes, (2) infectious and parasitic diseases, (3) perinatal
mortality, (4) diseases of the circulatory system, (5) respiratory
diseases, and (6) accidents, poisoning, suicide, etc. The first
category is illustrative of the lack of medical services, Most
people die without sufficient medical attention to even determine the
cause of death. Nutritional problems are stirongly implicated in high
mortality from infectious and parasitic diseases, in perinatal mortality,
(i.e., prematurity due to poor maternal nutrition), and in respiratory °
diseases. Inadequate environmental barriers against ill health are
implicated in all these, and in accidental death.

In September 1973, the Secretary of Public Health proposed a
health policy for the Government. 1/ The document indicated a basic
goal of increasing life expectancy. To achieve this, major emphasis

ey T r

1/ "Politica de Salud: Periodo 1973-1980," Secretaria de Estado de
Salud Pliblica y Asistencia Social, Santo Domingo, September 1973.



was to be given to reduction of iliness and death due to "erradicable
and reducible diseases, especially the communicable diseases, peri-
natal diseas2, and malnutrition." vriovity and emphasis was to be
given to '"the most vulnerable age groups of the population: those
younger than 15 years (especially ti.ose younger than five years),

and mothers involved in the gestational process.” The major emphasis
of the policy was to extend coverage of health services to satisfy
more adequately the needs of the whole population for health services.

The Government of the Domiaican Republic also has set out a
national population policy, and the President has announced repeated-
ly the purpose of decreasing the population growth rate. 2/ 3/ The
Dominican Health Sector Assessment s a significant but as yet
partial step in the process of problem identification, policy refine-
ment, and the development of programs directed to serve these broad
policies.

A. THE INTERRELATIONSHIP OF HEALTIH AND DEVELOPMENT

The most important health benefits to be sought from socio-
economic development in the less developed countries are satisfaction
of the basic needs of people; adequate food, freedom from disease,
freedom from early death, adequate water. Not surprisingly, better
nutrition and better environmental sanitation accruing as a consequence
of development, result in better health even without the benefits of
modern medicine. Similarly, socio-economic development was correlated
with reduction of birth rates in the developed countries long before
there were campaigns for birth control or family planning.,

Economic growth does not necessarily cause general well-being to
improve. The extraordinary growth in GNP in the Dominican Republic
over the last several years has not been accompanied by appreciably
lower rates of unemployment. Health planning in an important sense
is social-economic planning to assure that che development process
contributes significantly to potential improverents in nutrition
and health. Planning for the appropriate and efficient delivery of
medical services is an important aspect of health planning. Planning

2/ Decree No. 2091, creating the National Council of Population and
Family. February 14, 1968.

3/ Regulation No. 4476, of the National Council of Population and
Family. December 15, 1969.



those intersectoral activities, however, that deal more directly
with the food pecople eat, the environment they live in, their
knowledgo and behavior, and their income are probably more important
in actually affecting health.

Lf health is an outcome of socio-wconomic development, it also
contributes to it. Reduced population growth allows more rational
and productive investment, and more rapid growth of per capita income.
Improved nutrition and health contribute to improved worker productiv-
ity. Similarly, improvemer.cs in each of the areas of responsible
parentheod, nutrition, and health may be expected to lead to improve-
ments in the others.

B,  NUTRITION

Both the overall growth in gross national product over the last
several years and the projected increases in Government revenues,
principally from export earnings, in the next few years indicate
significant financial potential for development of the Health Sector.

In terms of nutrition, the development of the agricultural
sector offers significant opportunities to improve performance through-
out the food chain of production, processing, aad marketing as well as
an opportunity to augment the real income of a large part of the poor
population, a necessary condition to solution of the national nutrition
problem.

Personal health services are inaccessible to a considerable part
of the population. Those that exist are also underutilized. A
reallocation of these resources could therefore provide both more and
more cost-effective services. Modern water and sewerage systems of
the country are few. The Dominican assessment points out that they
are poorly managed and maintained. Some management infrastructure
does exist and provides opportunity for amplification and improvement.

c. CONSTRAINTS

The GODR budget for health services has diminished over the last
several years as a proportion of total Government budget. An increased
allocation of funds related to the capacity of the sector to efficiently
absorb funds would demonstrate a Government commitment to support
improved health policies and programs. Modernization of the Health
Sector in its various key aspects is a central consideration to
addressing the major constraints to positive change in the Sector.



The financing of the various types of health programs which
are suggested, as well as the maintenance of already planned
expenditures for water and public works, should be less of a
difficulty to the GODR in light of the improved Covernment fiscal
situation. Econouic constraints will influence the social deter-
minants of health: employment generation, increasing agricultural
productivity, and upgrading the role of women in che society, for
example, will cevrtainly facilitate the effectiveness of specific
health development projeccs.

The public administrative and organizational capacity to mount
a substantial health development effort is a matter for attention.
The Secretariat of Healch lacks the skilled manpower, the planning
capability and the administrative efficiency for any extensive
expansion of functions or coverage. In the area of nutrition, recent
press coverage has created a temporary interest, but generally there
is no consensus as to the nature of the problem, nor has much attention
been given to the long range problem of food and nutrition. The
Dominican Assessment team notes that there is only limited capacity
to plan a national nutrition prograw. This capability will have to
be developed and institutiounalized before any comprehensive program
can be executed.

In the area of provision of potable water and disposal of waste,
a number of potentially useful institutions exist, but responsibility
is divided among them. Prior to the establishment of the Santo
Domingo Water and Sewerage Corporation (CAASD) this year, the National
Institute for Potable Water and Sewerage (INAPA) offered promise of
developing into g strong institution. The transfer of many competent
technicians from INAPA to CAASD puts in doubt an expanded program for
provision of water to secondary cities, at least at the present time,
Moreover, the highly technical and capital intensive approach to
water supply for the rural areas, promulgated by INAPA, would not
seem to take advantage of the possibility for labor-intensive activity
where it is most needed and possible. A self-help approach could
make rural water a reality for perhaps 50 percent of the rural
population by 1980, rather than for 25 percent as now planned, if the
administrative structure were created.

The personal health services sector is primarily private, with
several relatively small autonomous public institutions (in terms of
numbers of persons served) offering relatively modern but costly
medical services, as well as health service programs of the Secretariat
of Public Health and Social Assistance (SESPAS). The task of adminis-
tering the Health Secretariat is complex. There is no modern system
of management control to assist the Secretary of Health. While formally
‘invested with full legal authority to supervise all health related



activities of the country, it has considerable difficulty in
admiristering a sizeablo lLiealth infrastructure with the personnel
assigned to the Secretariat. There are some exceptions, e.g., the
National Service for Malaria Erradication (SNEYi, which is subject

to external wmonitoring, is led by capable protfessionals, attacks
serious perceived health needs in an efficient manna2r, and employs
relatively limited financial resources. Thus, a major effort wiil be
required to improve relatively weak administrative organizations

and new and expanded services should be organizationally linked

to those elements which are now relatively effective and efficient.

D. POTENTIAL FOR ACHIEVEMENT

Significant improvements should be made in infant and pre-school
mortality over a ten-year period, especially through better nutrition,
improved environmental sanitation, reduced prevalence of communicable
diseases and greater availability of health care. It is felt that
the increased availaiility of family planning services will prevent
the birth rate from climbing for the next five years (as it would
otherwise due to changes in age composition of the population), and
that a 20 percent reduction of these rates might be achieved in the
following five years, given the reduction in child mortality and a
continuation of the present level of socio~economic development.

Even a modest reductinn in birth rates could exceed the reduction
in mortality, and could contribute to a reduction in population
growth rate by the end of ten years.

E, POSSIBLE STRATEGY AND PROGRAM APPROACH

A suggested health program approach and strategy is discussed
in terms of soucio-economic poliey concerns, long term institutional
development strategy, and priorities for activities with immediate
impact. These are illustrated in Figure 1. Socio-economic policies
are considered exogenous to the health sector, in that health officials
are not the primary determinants of such policy. The approach should
therefore be understood in terms of identification of the key populatio
and nutrition and hecalth effects of policy alternatives so that these
may be more adequately weighed by national policy makers. The key
effects of income raising measures for the poor, status enhancement
of women, and agricultural development are noted.

Longer term institutional development strategy suggestions
revolve around strengthening the Secre:ariat of Health in both its
central planning and coordinating role, and its executive role in the
provision of public health services. In order to plan, implement,
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and coordinate key nutrition and environmental sanitation programs

(1) nutrition planning and implementing capability should be developed
and (2) coordination of water and sewerage administracive capacities
should be institutionalized. This apyroach contemplates the formation
of linkages between these institutional elements.

Perhaps the most useful immediate impacc programs suggested
are "Basic Health Services for Rural Areas" (SANAR) and "Health
Services for the Urban Poor" (CURAR), which are low-cost health
service delivery systems to be oriented to the rural and urban poor,
respectively. SANAR is based upon voluacteers and practicantes, and
a model of service delivery developed and used by the SNEM. CURAR is
to be studied through two experimental projects initially, testing
medical students vs, auxiliaries as primarv health care providers.
Both urben models would use peripheral healt!. centers in the poor
barrios as well as direct home contacts. These systems, combined
with improved financial systems, are intended to make coverage for the
bagic health services eventually complete for the population. Figure 2
shows an approxir-te time scale of how such coverage could be achieved,
and what integration of institutions are proposed.

Additional service innovations include the development of a
private, nim-profit system of famiiy planning centers, the marked
expansion >f the existing system of governmental (CONAPOFA) family
planning centers, the development and dist- sation of high-protein,
low-cost weaning and maternal food supplements and enriched foods,
and the development of a low-cost system to make selected drugs
available to the financially indigent population. Educational
activities are to be channeled through a general increase of use of
mass media, and through a much more intensive person-to-person health
promotion program as well as program training of school teachers in
health and nutrition.

Environmental sanitation innovations include the development
of a coordinated and expanded program for intermediate city water
supplies, and a self-help program for water for disperse rural
populations.

F. COOPERATIVE PROGRAM

At this stage, an AID assistance program has not been defined.
The GODR needs to consider the Dom:.nican Health Assessment and decide
what policies to follow and programs to implement. As they identify
their needs for external aid, useful discussions can take place and
further program coordination with other donor agencies undertaken.
Program initiation would depend on a number of considerations, includ-
ing (1) desire for AID assistance, (2) willingness to undertake
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significant reforms, (3) willingness to allocate additional national
resources as may be needed. The focus of Dominican effort would be

to develop feasible policies and programs having long-term effect,

and stimulate service innovations that would increase the cost-
effectiveness of population, nutrition, and health activities in the
short term. Areas to be explored in depth in terms of possible AID
support include: dinstitutional strengthening; low-cost health
delivery systems; capital investment in water systems for intermediate
cities; and facilitating the development of food supplements.



II. DEVELOPMENT, HEALLH, NUTRITTON AND POPULATION
DYNAMICS T4 THE DOMINICAN REPUBLIC

Development, health, autriticn and population dynamics are ell
intimately interrelated. Modification ¢f one element results in varia-
tions of the cther untril equilibrium is recstabiished. In the following
pages these factors are discussced. The disenseion focuses on economic
rather than social development because of the difficulty of measuring
the latter, rather than because of priovity,

The general economic picture is fivge established. Effects of
further rapid population growth on development are examined. Attention
ig also directed at rhe economic eftfecis of i1l health, both in terms of
lost productivity and of expenditures on medical care. Some final consid-
eraticns precede the Conclusions and fecommendations,

A, THE GENERAL ECONOMIC SITUATION

A, Recent Economic Performance

The period 1964-68 was one of econcmic stagnation and deteriora-
tion resulting from the severe sconomic and social dislocation and atropl
of production capacity, caused by civil war and extended drought in
1967-68. There was virtually no inecrease in OGN during this period.

The economic readjustments tollewing the chirty-year Trujillo
dictatorship which ended in 1961 also had its effects during the first
half of the 1960s. Under Trujillo, travel and education abroad, except
for the favored few, were actively discouraged. Particularly during the
later years of the dictatorship, capi-al flight became extensive, and the
ambitious plaus for the expansion of fureign private investment and
tourism failed fo materialize. Fublic servicas deteriorated and the eco-
nomy progressively became a vehicle for the pezrsonal gain of the Trujillc
family.

The country was faced, at the end of the Civil War in 1965, with
a depressed economy dependent on a few agricultural crops, & scarcity
of trained and effective civil servants and a distinct lack of self-
confidence about the country's prospects.

The Government of President Joaquin Balaguer, elected in 1966
and re-elected in 1970 and 1974, has brought a return to political
stability. This has been essential undecpinning of the economic up~
swing that began to be in evidence by 1969. The upswing essentially
has been fueled by five economic facters: a doubling of exports from
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1970-1973, largely due to sugar and ferronickel; substam ial private
domestic and foreign investment; sharply riuing public sector capital
expenditures; and large external resource transfers, mainly in the 1965
to 1969 period aud predominantly U.S. bilateral assistance; allocation
of U.S. sugar quotas which added about $250 million in net foreign ex-
change earnings during this same five-year period.

With respect vo sugar, the country, since 1969, has reaped the
benefits of good weather, contirued guarantee of access to the prefer-
ential U.S. sugar market and a rapidly rising world price for sugar,
Buring 1970-72 world Sugar prices nearly doubled, rising to 7.3 cents
per pound. By the first quarter of 1974 the world price had risen to a
monthly average of 19.3 cents and has nearly doubled again in the latter
half of 1974, Foreign exchange £arnings from sugar and sugar by-
products rose from $115.9 million in 1970 to $176.4 million in 1972,
$205.8 million in 1973 and $249.9 million during the first half of 1974,
The additional Dominican foreign exchange gained as a direct consequence,
of the U.S. sugar quota averaged more than $50.0 million per year from
1966 through 1971. It changed precipitously in 1972. 1In 1973 and 1974

the country sustained a net loss in attempting to protect their U.S,
" market.

Economic growth has been spurred by private foreign and domestic
investment, e.g., by a $200 million foreign investment in a large
ferronickel facility and an externally financed oil refinery. Ferro-
nickel exports amounted to $83 million 1973.

The Balaguer Government has placed heavy reliance on public sector
capital expenditures, financed in significant amounts from increased
public savings in order to expand infrastructure, to stimulate economic
growth and to reduce unemployment.

U.S. bilateral assistance stimulated and facilitated the growth
of the eccnomy, principally through the resources comritted in the
1965-69 period, amounting to $267 million, prior to the upswing, and
less so in the later period from 1969 to June 1974 when our resource
commitment diminished to $80.5 million. These large aid flows not only
helped to shore-up a precarious balance of payments situation from 1964-
70, but also to expand significantly and upgrade the skilled manpower
resources of the country through technical assistance and participant
grants and specially to enlarge and complement the capital development
investments of the Government. For example, AID's support of total
Central Government investment averaged 287 for the 1966-69 period with
a high of 50% in 1966 and a low of 14% in 1269. 1In the three years,
1970-72, AID's support diminished to 8.6% as the Government demonstrated
increased capacity for self~financing of investment activity. Many use-
ful projects with a high development benefit such as the Tavera Dam, the
development of the Superior Institute of Agriculture (ISA), agricultural
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credit, to mention acepal representative activities were carried out
with U.8, suppoct,  Thare is no doubt but that U.S. assistance was a
najor fucter in Lelping to lay a base for the dramatic economic prowth
of the last “ive vears.

These factors help ro explain che average annual real GDP growth
of 10.2% ‘or the country guring the 1969-73 period. Indications are
that thie -apid socwin is sontivuing in 1974, although inflation will
diminish the rece of raal LYCath somewhat.

A2, CGODR Jevelopuent Fricrivies

Until late in 1971 much of Prezident Balaguer's public investment
priorities were dirccted touard creating a modern infrastructure and al-
leviating unemploynent. These Frojects included substantial investments
in irrigation projects, roads, dems, and, housing, streets and parks.
These iuveetments, particularly the former, gave considerable impetus

to the cowntry's zconemic growth.

by 1872, with o booming aconumy and rigorous governmental fiecal
management, incressed ressurces were available for investmen:. While
maintaining iis ousing and urban development expenditures, the President
directed substantially increased awounts of money into public capital
formation such as irrigatior and feeder roads as well as services, such
as educaticn and health. He has also sought to encourage better perform-
ance by agricultural wgencies of the Government such as the Secretariat
of Agriculture, the Agriculzural Bank, and the Agrarian Reform [nstitute
by providing additional new leadership and budget resources. 1In early
1972, a new set of agrarian reform laws was also enacted. Other proposals
are pending Cengressional actior, e.g., one to limit to 500 tareas (83.3
acres) the amount of first-clags land which can be used for cattle
production. Furtler, the Government has directed larger sums of money
into food proluction programs in the agricultural sector. Thus, as
sovermmental institutions demonstrate additional capacity to use funds
efficiently, the President has increased budgets through savings and
external borrowinge tc increase and iaprove governmental services for
increased numbers of prople.

At the same time the President continues to support large public
infrastructure expenditures —- not inappropriate at the present stage
of davelopment of the country. And as noted above, there is a new
empliasis on borrowing for development on concessional terms. There is
also a record of consistent encouragement of both foreign and domestic
private investment. There are increasing indications that the Pregident's
intention now is to put much more public resources into pPrograms which
favor the disadvantaged poor in the country such as programs to help
small farmers. He looks with favor on an expansion of health zervices
to the rural poor.

12



The principal social and economic objectives of the Dominican
Government as recorded by ceEPCTESE were as follows:

1. Maintain a high GNP growth rate.
2. Reduce unemployment,

3. Promote social develupment in the country with
special attention to areas of extreme poverty.

4, Reduce domestic inflationary pressures.
5. Increase internstional reserves.

To achieve these goals the Government proposes to put greater
emphasis on the agricultural and tourism sectors in the allocation of
resources, to maintain an increase in investment, to increase current
expenditures for social purposes and to increase or at least maintain
public savings by raising the level of budgetary receipts.

Some slowdown in allocaticu orf public savings for investment is
likely over the next few years in view of the need to increase the cur-
rent expenditures of the Goverament and when export receipts from sugar
sales drop.

Last, the markedly improving development climate in a number of
GODR institutions is worthy of mention. The level of professional
capacity, motivation and willingness to consider development alterna-
tives and take necessary decisions have progressively improved. This
trend is particularly notable in the Central Bank and the Secretariat
of Agriculture. These institutions, as well as the Export Promotion
Office (CEDOPEX), the Electric Corporatiom, the Price Stabilization
Institute and the Housing Bank have been able to attract and retain
competent staffs. Attention is now being given as to how to iuprove
institutional structures and staffing in the health agencies.

A.3. External Assistance

From 1966 to 1973 net annual foreign assistance disbursements
fell from $50 million to $18 million while Dominican GNP ciimbed from
RD$1.1 billion to about RD$2.4 billion, thus dropping net foreign
agsistance as a component of GNP from 5% to about .7%. Foreign assis-
tance as a percent of public sector expenditures declined from nearly

1/ ComisiGn Econdmica Permanente del Consejo Interamericano
Econdmico y Social.
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16Z to about 3.5%Z. The proportion of this foreign assistance provided
by U.S. bilateral aid (including P.L. 480) declined from close to 100%
in 1966 to one-third at the present.

Within the past two years, the loan portfolios of the IDB and
IBRD for the Dominican Republic have been undergoing a substantial ex-
pansion. Active loans to the Dominican Republic approved between 1970
and to date are shown in Annex A to this section. The prospects of
further expansion appear to be very good given the number of proposed
loans now in various stages of consultation and review. The recently
signed USAID Agricultural Sector Loan also reflects an increase in U.S.
bilateral development assistance.

The UNDP and its asscciated UN agencies have replaced the U.S.
as the largest provider of technical assistance. At the present time
the UN has 45 technicians in the Dominican Republic providing advisory
assistance principally in the fields of agriculture, education, public
administration and health.

The Govermment of the Dominican Republic is vigorously pursuing
an expanded role for multilateral assistance in the development programs
of the country. For example, the Governor of the Central Bank has stated
that "the idea is to have prepared and ready sufficient development
projects, as required to maintain the high rate of economic growth,
with the purpose of having a three to four year program of continuous
investments into the basic priority sectors for the planned development
of the domestic economy." The international lending and reviewing
agencies have also emphasized that the present level of growth —-
currently about 7% —- is not likely to be sustained without an expansion
of official aid flows. There is an increasing awareness of these same
points by a number of influential Dominicans in both the public and
private sectors.

B. THE EFFECTS OF POPULATION GROWTH

In order to assess some of the effects of population growth, a
simplified model has been comstructed. The difficulty with such a
model, of course, is that so many social and economic factors interact,
that even a simplified model ends up being fairly complex.

In the model, three factors are held exogenous: the population
growth rate, the balance of Govermment investment, and the balance of
private investment. These three factors were varied. sinultaneously
as shown in Table 2 under the assumption that the emplcyment generation
and improvement in the quality of life for the poor droaught about by
the investment Alternatives II and III would be required to reduce
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ASSUMPTIONS FOR POPULATION GROWTH MODEL
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populaticn growth vates; furthermore, reduced population pressures

resulting frow the smaller growth yate would be a necessary precondition
to long term chifir in imvestment priorities.2/ It is also assumed that
a redivection ol investment to rural areas and to labor intensive activi-

ties wil! reduce the GNP growth vate duving the first fifteen years due
te the Tower productivoity of these investments. Redirection of invest-
ment in urican areas sech as low cost housing was required to maintain
reasonable urhban cmploymeat and to erphasize secondary cities. Not

surprisingly, ar Increased concern on the distributional aspects of eco-
nomic and sccial welfare normally accompanies a decrease in aggregate
econcmic growth, Such policies indicate a less rapid rate of income

growth for the upper classes in the Dominican Republic. Table 3 presents
the actual inviertmens schedules used in the model. Increased investment
in rural aress, Ly increasing rural employment and- the attractiveness of
rural life relative Lo urban life, is assumed to decrease the rate of
urban growth.
The effucty of these assumptions, as projected by the model, are

shown in lable 4. The beneficial effects of the total program appear

to be very zreat. A population program would be expected to have only
the moet minuscule erfect on population of age 15 to 64 by 1990. There-
fore, the potential work force would remain essentially constant under
the three alternatives. Employment is estimated at 1,365,000 under
alternative I1!. Even increasing the percentage of the population
actively interested in employment ('employable population') unemployment
would decvease from 936,000 under assumption I to 739,000 under assump-
tion 1. Since this most ophimistic yrojection implies an unemployment
rate of 30 percent, the gravity of the problem is apparent. In the
case of sssnwption [, the current rate of 40 percent total unemployment
would remain for the rest of the century.

Similarly, the 102 percent increase in the population of urban
dareas in a fifreen year pericd foreseen with Alternative III, is indi-
cative of the dirficult charvacter of the problem. The present urban
infrastructurc (housing, schools, public works, etc.) is inadequate for
today's population. Vet this infrastructure would have to double in
only 15 y2ars just to accomcdate the added growth. Alternative I,
implies a 176 percent urban growth in the same period. That is, an
additicnal /90,000 persons would live in the urban areas by 1990, beyond
those foreseen in Alternative III. The consequences of this growth
appear even more ominous.

2/ Population calculations are from R.mlrex N., "Proyecciones de la
Poblacidn de Republlca Dominicana por sexo y Edad, 1970-1990 (versidn
preliminar)."
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TABLE 3

GNP and Investment Schedules by Public and Private Sector, by Area, 1975-9
' under Assumptics T, IT, and III
(miilions of 1970 pescs)

1975 1980 1983 1990
Assumption I

GNP 2,033 2,851 4,000 5,609
 Total Investment 407 570 800 1,122
Urban 318 ) 445 25 877
Rural 8¢9 125 175 245
Urban Public b 163 228 320
Rural Public +9 54 76 106
Urban Private 202 © 282 397 557
Rural Private 50 71 99 139

issumption II
" GNP 2,033 2,851 3,639 4,644
Total Investment 407 A 570 - 728 929
Urban 311 423 577 786
Rural 96 147 196 263
Urban Public 109 141 180 229
Rural Public 46 76 97 124
Urban Private L 202 282 397 557
Rural Private 50 71 99 139

Assumption IIT
GNP | 2,033 2,851 3,639 4, 644
Total Investment 407 570 728 929
Urban 298 380 496 632
Rural 109 182 232 297
Urban Public 09 © 141 180 229
Rural Public 46 76 97 124
Urban Private . 39 247 316 403
Rural Private 53 106 135 173

Source: Compiled by DR/YSAID Mission, Fopulations projections hased on
Nelson Ramfrez "Proyecciones de la Poblocién de la Repdblica Dominicana
por Sexo y Edad 1970-1990" ‘

18



61

<

vy fex and Regiom, 1675-90

Pepulation, labor Force Fuplored
) ns 1. 1%, ard 1131

Accorcing to tean

Projections i'nder -
1975 1980 i%¢

Projectiors Undar Aszumn. 11T
19_75 ; B8 jves 1

POPULATION (000)

Urban 2,226 2,96 3,260 2,216 1.814 3,573 4,470
Pural 2,691 2,852 3,245 2,879 2,928 3,i89 3,372
Total . 4,917 3,545 £,200 4,393 5,752 3,752 7,853
ECONMIC POPULATION
Urban Aged 15-64
Male 573 756 971 1,226 573 737 944 1,220 573 723 £26 1,175
Fewale 672 a1 1,12 1,402 679 £33 1,05¢ 1,359 8§79 i 1,027 1,321
Urban Employable
Male 483 637 £19 1,033 482 ¢35 764 976 483 601 741 $37
Female 206 267 268 313 200 260 33s 4438 206 257 342 452
Urban Employed
Male 283 373 479 605 295 369 466 595 295 379 474 €09
Female 123 150 149 188 348 1R7 243 323 143 165 257 351
Rural Aged 15-64
Male 692 740 776 848 692 758 804 848 692 763 8§21 886
Female - 636 691 43 317 636 734 797 851 636 755 815 °31
Rural Employable . . o
Male 626 670 703 767 626 675 707 738 626 679 715 771
Female. 155 163 171 137 155 191 215 238 155 196 - 228 264
Rural Employed
Male 375 %02 £L22 460 388 432 467 494 358 441 ° 479 532
Female 92 98 193 112 112 .. 139 159 179 117 145 171 203
Total Aged 15-64 . 2,580 3,068 3,605 4,294 2,580 3,068 3,600 4,278 2,580 3,068 3,600 4,262
Total Employable " 1,470 1,737 1,91 2,301 1,470 1,730 2,024 2,400 1,470 1,730 2,026 2,477
Total Employed 873 1,033 1,152 1,365 ‘943 1,127 1,336 1,591 943 1,150 1,381 1,594
Total Unemployed 593 704 7E9

9236 527 603 689 809 527 579 645 739

Source:- Compiled by PR/USAID Mission. Popularions projections based on Nelson Ramfrez "Proyccciones de la Poblacién de 1s Repiblica
Dumiaicana por Sexo y Edad 1970-1990" ’



Alternative ITI actually sacrifices average per capita GNP in
1990 as compared with Alternative I. {(Alternative TIT Las greater
average pev capita GNP than Alternative IT at that time.) However, the
sacrifice of the average is achieved at an improvement of the distri-
bution of income, both in terms of rural and urban inc.mes, and of
income distribution within urban areag. The ratics of cotal persons
to employed persons under the thres alternatives are:

1980 1985 1990
Alternative I " 5.66 6.10 6.23
Alternative II 5.13 5.14 5.12
Alternative III 4,99 4.88 4.62

Thus, with employment spread much more equitably ia the society,
and a greater percentage of families expected to have employed wembers,
the income distribution would elso be expected te improve with Alterra~
tive IIT (and to worsen with Alternative 1),

The lessons of this model are immediate. The population program,
in terms of both urbanization and total population growth is not to be
considered in isolation, nor as & problem tou be solved by the simple
distribution of family plauning services. As part of a holistic national
program, the population program can yield significant benefits in terus
of social development. Moreover. the situation in the Dominican Republic
is now extremely serious, and the most ambitious program available will
scarcely suffice. If the developments predicted in Al “ernative I cceur,
the consequences will be severe. A situation with a large, unemployed
urban population and with an increasingly poor rural population will
obviously result in poor nutrition, poor health, and in all probability
continued high population growth rates to further complicate develop-
ment programs.

Clearly, the difference between Alternatives are further accen-
tuated as projections are further extended into the future. Moreover,
the differences grow at an accelerated rate. By 1990, the last year
of the projections presented, the effects on the labor force of Alter-
native III have barely began to be noted, but they would become
increasingly evident in the following decade.

c. LOSSES DUE T0 ILL HEALTH

Death and diseases, among other affects, remove people from
economically and socially productive activities. The developmental



conscquences of this fact are serious but difficult to measure.
Accounting for the present and future economic and social loss from

the premature death of productive membere of the population, ohviously
is theorstically desivable [or cost-benefit analysis but impractical

to guantify. Assigning o cost to the death of aun employable adult is
difficule in a so-dfety with 40 percent under/unei:ployment. The follow-
ing tentative findings are the result of a relatively simple analysis.
The magnitude of rhe effects are ohservable, even if detailed cost
analysis wv not ioavile.

Mortality in adulte is a serious economic toss. The investment
in raising and cducating children is so long and expensive that, in
poor societies w.th high discount rates, negative present values are
often observed fur education and health investments in children., On
the other hand, for active adults where these past investments represent
sunken costs, mertaiity has greater economic consequences.

Table 5 prezents date related to the mortality in adults ir the
Dominican Fepublic., As pointed out earlier, it is surprisingly high.
Barbados, auothev Caribbean country with a similar economic development
level, and similar populatien, has a far lower mortality. Attributing
the difference between Barbados and Dominican mortality rates as "excess
deaths", it is pusaible to calculate that over 5,700 of the approximately
60,000 deaths vhich cccur annually are excess deaths. Assuming that the
average expected ecccnonmically productive life is to age 62.5 years fer
all adults, the number of potentially productive person years lost per
year is 165,370. Clearly, pesc values associated with this mortality
(even at the relatively low yearly income figures for Dominican poor)
would be many million of pesos.

Table 6 shows the incidence of perceived illness in a two-week
period for three Dominican population groups. Roughly 12 percent
reported illness, indicating an average of more than 3 perceived illness
episodes per person yearly. As expected, females have somewhat higher
disease incidence than males. The tendency toward less perceived ill-
ness in urbuan population than in rural, and in urban middle classes
compared to urbii lower classes, compares both with the results of
survey resecacch iu other countriss and with our expectation. These
data must be iaverpreted with care, however, since the preliminary tab-
ulations are for a subsawple, and since there is some indication that
perception of illuness varies significantly between social classes.
Therefore, sdditional conclusions as to differential mortality within
groups are not drawn,

Another, perhaps more interesting approach, focuses on the days
of bed rest (either in the home or hospital) for populations of school
age and the economically active. These are shown in Table 7. Overall
.405 days per person (891 days/2,198 persons) were lost. Of these.
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Table -5

ATIONS OF EXCESS MOKTALITY IS ADULTS IN THE DOITHICAN REPURLIC.

Ace Croup

1Y%

1'_‘-'19 572,135
20-24 458,139
25-29 359,534
30-34 252,474
35-39 205,023
AU-24 196,500
45-49 ’ 152,131
50-34 _lQl‘:,:‘ITGO
55-59 105

TOTAL 2,&;;7:,552

() = (2) - (3);

(1) SOTRCE:

(2) SOURCE:
(3) sorzcE:-

i.T7

- Ramivez, Nelson, “Proyecciones de la Poblacidn de la Fepbhliza Dewinicana por Sexs v Edad, 1970-1990.°

“Disgnos” Survey

LN pepulation yeartook.

U MO 3 {6} (7
: rpected
"Senis-Focnnaic! YExcegs' lous nf
Frodu =" Fergon Yearn fax
R _ Yeay —Frseen Morzaiity
4 &5 22,172 514 .6
A A3 L7,43g 1140.3
2.5 5 31,107 BELLE
2.) 3G 23,480 82,7
3.1 25 15,889 635.¢8
Z.5 20 9,823 491.4
3.2 15 8,022 5$34.8
4.7 10 5,699 566.9
Lk - 733 a5
.2 2zs 165,370 57G%
{5) Assuming in all cases that ¢ pocted 'productive” Iife s £3.5 years.
..... Y 2 RS SR A SRR R e . () = (53) X (&)



Table -6

IN [DEXNCE OF PERCEIVED ILLNESSl/
IN TUE DOMINICAN REIUBLIC, 1974 ~

Popnlation, By Area

and Income Class  Males ‘Females Total
RURAL ‘
Sampled Population 356 388 744
Reporting 1lllucesg 42 50 92
“ 11.8 1249 2.4
URBAN POOR
Sampled Population 667 728 395
. Reperting Illness i 91 165
% 12.5 1.8

URBAN MIDDLE INCOME

Sampled Population 290 366 656

‘Reporting Illness 28 . 48 76

4 9.7 13,1 1.6
TOTAL :

Sampled Population 1313 1482 795

Reporting Illaess 144 : 189 333

Z 11.0 12.8 -1.9

SOURCE: Freliminary Tobulations, Fncuesta Diagnos, 1974,

Y/ Refers to the persons reporting illness during the preceeding
"fifteen days." The term "quince dias," translated literally as
fifteen days, is used in Spanish to signify a two-week period.
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Table -7

INCIDENCE OF ILLNESS AND RESULTIM
JRHOSLITALIZATION PP 0w O-WEEK PERIND

1574 1/
Population 3y ) B Per Capitafis Pays Incidcncﬁmygigggors/IS Days .
Area, Sex, Sampled Number | Reonrting rercertaye Percentape
& lacome Age population Reporcing Davs  Lost 1lloess 2/ Bays lost a/ Production
1lineass Total | Yronm. e el Per Prrson 1 Dave Lost
’ \
RURAL : :
Male 5-14 83 8 o1 7 9.064 2.0 2313
15-34 173 i2 57 [ 6.94 3.9 36,0
Female 5= 1 109 9 3 2 .26 3.9 63.2
15-54 184 21 75 34 12.50 40,3 45.3
URKAN POOR
Male 5-14 190 20 % 59 10.53 5.l 59.6
15-54 341 30 125 90 8,80 37 16,0
¢ !
Fermale 5-14 193 12 9 1/ 6,06 6 89.5
15-54 343 47 2h2 4u 12,27 HE, 4 34,4
URBAN MIDDLE ‘ .
Male 5-14 69 8 13 11 11.59 1.8 B4.0
15-54 169 12 al 3t 7.10 24,3 75.6
Female 5-14 73 4 i 17 ; 5.48 2.3 00,0
15-54 226 32 1ih 60 14,1€ 5L,9 48.4
TOTAL v .
Male 5-14 342 36 S I 5 17 10,53 3,9 : 57.9
v, 15-54 B&3J 34 221 Pin 6,12 213 10,2
Pemale 5-14 380 25 74 90 C.5% 15,5 78,4
15-54 793 102 461 18 12.86 5t 34,9
- Lt A a5 Y SR e e e——a - - — e oy w— -

SJURCL:  Preliminary Tabilations, Encuesta viapnos., 1974,

A7 REILEH LO LhOSE Teporting 1lliness and, as a consequence, often leading to atunce from work or schuol’

- .
2/ . Vefers to the number of persons reporting. illness as a peccentage of total nuaber of respondent:
: nultiplied Ly 100. e

3/ Nefers to the number of days loat from work or school us a rercentage of totl respondents,

4/ Yefers to the number of days lost {pomynsbpfu- 2olipel as a percentage of totsl days lost.
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34.8 percent (489 out of 891) were from persons who were either students
or employed. These figures reduce to approximately 10.6 days lost per
year per pers?n in these critical age groups. There are estimated to

be 3,705,2803 persons in the Dominican Republic in thess age groups,
which implies that the total man yezrs lost because of illness is ap-
proximately 106,000 per vear. The losses due to excess mortality are
Breater but any program that coduces productive days lost due to ill-
ness would be expected to ghow great benefits. Since half of these lost
man years are in fact in student and worker population, the effect of
improvements should be fairly immedijate in productivity.

A more difficult problem is involved in discussing the loss of
potential related to poor nutrition, or to illness that is not perceived
as sufficiently serious to require bed rest., Scattered results from
other countries indicate that poor nutritional status reduces produc-
tivity for manual laborers. The massive energy requirements for agri-
cultural labor in the Dominican Republic indicate the importance of
high protein calorie nutrition levels. Other evidence also demonstrates
the reduction in worker zfficienzy from febrile and other illness.
Lacking quantitative data, chese problems are merely noted in passing.

D. EXPENDITURES IN MEDICAI CARL

Medical care in economic terms is partially a consumer good and
partially an investment. Expendiiures which reduce losses due to ill
health are to that extent investments. On the other hand, people de-
mand medical care to ameliorate sickness and anxiety, and such services
are primarily consumer services. Interestingly, it is generally the
case that private medicazl expenditures and good health increase in
parallel, not because medical services necessarily bring such good
health, but probably because increased social and econcmic well-being
that produces good health also allows people to "consnme" more medical
services. {In fact, most illness are self-limiting and the patient
gets better with or without medicul attention.) Consequently, an
improvement in health does ot automatically lead to a reduction of
expenditures on health care. At the same time, however, it is desirable
to provide medical services that are more cost-effective in serving
consumer needs,

Table 8 illustrates the approximate level of expenditures on
‘medical services per year as 109.8 willion pesos. This represents
-approximately 4.7 percent of the GNP of 1973. This value, however,
does not include some of the investments in resources to provide medical
services, (e.g., medical education) nor does it include portions of

D

3/ Ramirez, Op. Cit.
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Table -8

-EXPENDITURZS FO2 MEDILAT, CARE

(Millions of Pesos)

Direct Payments by Individuals (Frojeocted 1675)

Pharnaceuticals 28.3
Physician Service 9.7 -
Oiner 13.5

Ceneral Budget of the Government (1Y73) .
SESPAS 2).4
Other 16,9

Decentralized Government Agencies (1872)
1055 18,8 -
OthC‘f }.al’

SOURCES: "Presupuesto Ejecutado”
Roberts, P., "Total Private EXPENDITURES on
Health Care Services,"

- 26



expenses in other sectors attributable to health (e.g., aqueduct and
sewerage expenditures).. While 4.7 percent of total GNP devoted to
medical erpenditures appears reasonable for a country at the level of
economic development of the Dominican Republic, the fact that less than
20 percent of total public and private health care expenditures are
controlled by the Secretariat of Public Health is unusually low for
Latin America.

The nature of the largest portion of this expenditure, direct
pur?hase of medical services and drugs, can be appreciated from Table
9.4/ over 42 percent of these expenditures were for medicines. Far~
ticularly interesting are the very high expenditures for electrolytic
solutions (18 percent of total) among the poorest population. This is
illustrative of the grave problem created by diarrhea, since serums
are used primarily for rehydratation of children with diarrhea, see
also Chapter VII, It is also safe to say that many of these other
medications (liquid tonics, vitamins, pills and tablets) are of litgle
therapeutic value. Physician consultations absorb a fairly uniform
15.% to 18.8 percent of total medical expenditures among all income
groups. Apparently, all urban socio-economic levels do use private
physician services to some extent. Approximately 9.6 percent of the
medical budget of "middle income" groups (100 to 300 pesos per family
per month) is spent on public hospitals services and corroborates a
feature previously noted. Public hospitals, which are legally free
institutions, in fact have established an "informal" system of fees for
adnission and discharge of patients.

Figure 3 illustrates that out-of-pocket medical expenditures in-
crease with increased income. It is probable that there is in fact
some asymptotic figure close to an average yearly per capita expenditures
of RD$60, or for monthly in excess of RD$S5. Interestingly, the RD$S60/
month is approximately the expenditure level maintained by the Social
Security Institute per beneficiary, indicating that the level of
spending in that institution may in fact approach the maximum level of
health care purchases aspired to by the Dominican consumer.>’/

Evidence suggest that medical services are inefficient in the
Dominican Republic, and that considerably more health benefits could

4/ The following d ta is from Santo Domingo. More complete data from
the "Diagndstico" survey will be available but has not yet been tab-
ulated. Further data will be available in 1975 from a national study
of family expenditures.

5/ Whether this level is appropriate in terms of equity or of efficient
use of resources is quite another matter.
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TABLE

Fnﬁily Health Care éxpcnditures According to Coods

9

and Services Purchnséd, by Urban Income Groups

1969
TOTAL Less Than $100 $190.1 to $300 $300.1 to 3509 $600.1 plus
($000) % {$000) e ($000) 7 ($000) * (5000) 7
Distribution of Persons 100. _19.7 50.0 19.3 11.¢
_TOTAL EXPENDITURES 376,641.6 - 36.045.7 - 139,778.9 - 100,853.2 - 193,755.¢ -
Total Medical 14,9347 100.0 _1,597.0 100.0 3,813.0 109.4 4,544 07 150.0 2,070.0 LO0N. 0
Expenditurcs on Medicsl “ -
as 7 of Total Expendi- !
tures on Medical IC0.0 10.1 28.v 20.4 20.6
Physician Consults __2,601.7 17.4 283.7 18.8 896,7 5.4 56,1 13.8 5€4.0 184
Hospitalization 2,178.5 14,6 135.4 9.0 1,253.¢ 21.& 765.93 O] . hr3a 133
Private 1,527.7 10.2 81.¢ 5.5 203.7 5.1 754.4 e 3256.¢ 12.9
Public 650.8 4.4 51,8 3.4 560.1 9.€ 11.5 8.3 27.4% c.2
Diagnostic Services 1,585.5 10.6 43, 2.0 e B73,7 8.1 02.8 " 5.5 365.8 11.9
Laleratory 1,264.4 8.5 43,2 2.¢ 433.4 7.5 530.¢ 1.7 257.8 8.4
X~Rays 321.1 2.2 - 40.3 0.7 172.8 2.8 108.¢ 3.5
Medicines 6,282.3 42.1 901.8 59.3 2,514.8 $3.2 1,606.3 3%.3 1;229.1 43.¢
Prescriptions & Related 3,62¢,7 25.3 249.9 16.6 1,339.7  2¢.s 1,039.3 22.9 797.8 26,0
Injcctions 777.2 5.2 101.5 6.7 31i1.2 5.4 231.0 5.1 100,31 -3,
Pills & Tablets 530.3 3.5 81,2 5.4 195.6 3.4 120.0 2.¢ 133.5 4.3
Vitaming 448.0 3.0 ii9.1 7.9 162.3 3.5 58.0 1.5 1.7 z.3
Liguid Tonics 372.1 2.5 35.8 2.4 173.4 3.0 | 84.4 1.8 78.5 2.6
Electroiytic Solutions 287.1 1.9 284.8 18.3 2.3 0.0 - - - -
Antibiotics 240.9 1.6 23.5 2.0 100.3 1.7 53.6 1.4 47.5 1.5
Dental Services 544.3 3.6 10.1 0.7 164.2 2.8 25,2 2.5 254.¢8 8.3
Optemetrist Services 377.2 2.5 - - 40.3 0.7 244.8 5.4 2.1 3%0
Other T 5,991.9  33.4 2135.9 9.0 869.5 15.0 253.% 5.6 143.4 4.7

Source:” ‘Bamco Central,

]

Estudio sobre Presupuestos Familiares.,

Santo Dcniﬁgo. July 1972.
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be gained from the expenditures made. Perhaps the most serious problem
is an accentuation of hospital based curative medicine rather than more
cost-effective preventive measures (See Chepter VI).

Table 10 demonstrates that the physician sees an average of 25.95
patients per working day. The high lavel of non-respondents to this
question has been interpreted to suggest that even this figure is high.
An average weekly case load of 130 patients is low by international
standards. As the Table further illustrates, some Dominican physicians
do see more patients. Paradoxically, medical students who observed and
analyzed physician/patient contacts noted that the physicians seeing
more than 100 patients per day generally provided the highest quality
standards of all physicians visiced.

While available physician manpower is low, medical schools are
producing physicians at a very nigh rate, and are expanding enrollment
even more rapidly. Currently, the Dominican Republic has the second
highest ratio in the hemisphere (exceeded only by Argentina) of medical
students to population, and the highest ratio of students to graduates-
per-year. Not surprisingly, emigration of new medical school graduates
is high, and it will probably increa.,. ‘n the future. Assuming that 50
percent of the new graduates continue to emigrate, that 350 doctors
graduated in 1974 and 500 will graduate in 1980, and that training costs
about $20,000 per physician,®/ this represents an export of RDS$3.5
million in human capital in 1974, that will increase to RD$5 million
per year by 1980.

Perhaps a more serious consequence is the effect of employment
pressures by these physicians in the Dominican Republic. Due to their
professional status and social prestige, their demands are hard to
forestall. Consequently, public health institutions tend to cater
toward programs filled with health professionals and relegate the de-
mands of the health consuwer to lower priority. Under these circum-
stances, cost-effective programs are difficult to attain or maintain,
The emphasis is on employment intensive programs and systems which
do provide income for high salaried physicians. Finally, of 1755
physicians surveyed by thte Domiunican Assessment team, 862 (49 percent)
reported post-doctoral specialization. In a country where the largest
categories of morbidity are simple diarrhea or respiratory infections,
and where most people do not enjoy medical care, such a core of post-
graduate trained physicians is indicative of an inequitable allocation
of resources.

6/ The source of these figures is the medical school of Universidad
Autbnoma de Santo Domingo (UASL; by far the largest in the Dominican
Republic. All figures are approximate.
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fable -10

DISTRIBUTION OF PATIENTS PHYSICIANS STATED THEY PAD SEEN
- ON THEIR LAST FULL DAY OF PRACTICL, BY REGION

NLMGER _ OF PATIENTS ATTENDED ON PREVIOUS DAY OF PRACTICE

Standard . - . .
Region .. | Average Deviation | 1-5 6-10 11-15 16-201 21-25 26-35 36-50 51-75 76-100 101 +| TOTAL
I 24039 23.23 35 ¢ 34 33 18 23 31 26 13 3 220
84 29.44 21.10 6 5 L5 8 10 12 9 5 - 63
111 28.22 20.63 2 7 5 3 2 6 9 2 - 37

v 33.36° 23.85 1 2 2 - 2 1 3 2 - 14

v 24.71 16.13 1 4 3 3 2 3 A 1 - 21
TOTAL 25.95 21.88 45 52 48 32 39 53 "s1 23 3 355

URCE: Survey of Human Resources for Health in the Dominican Republic.

(@) A sub-aample of every third questionnsire was selected for Region I but all uspandanto

were includec in the other regions.
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Similarly, fapilities appear to be underutilized. There are 460
fgcilities oifering outpatiant services belonging to Government agencies,
1he vast majority of these offer services mo more than four hours per
day. Two cr more facilities may serve the same village, while other
areas of the country have no immediate facilities. The maximum poten-
tial accegsibility that would be available from this system is limited
by dnstitutional eligibility coustraints. For example, most facilities
in the east -~ Regién V -- belong to the IDSS and are not available for
MCH services. The lack of ourreach coupled with the lack of appropriate
operating hours aggravate the problem. Much of the investment in out -
patient facilities has|brought questionable results.

Due to the lack ol statistics on hospitals services, an extensive
sample of hospital occupancy was carried out. By obtaining a complete
ieusus of beds and occupancy in each institution visited, it was pos-
sible to develop a picture of some hospital services offered. The ;
6,742 beds ol the SESPAS were observed to have an occupancy of 79 percent,
quite high by Latin American standards. The highest averages occurred
in the capital city. The number of 234,460 hospitalizations recorded
in 1973 would indicate an average length of stay of 8.32 days, ualso
acceptable when compared to other Latin America standards. The situation
in the IDSS similarly was 80 percent occupancy for 1,529 bedg. However,

if their reported number of discharges for 1973 was correct’/ —- 28,956 -

the average length of stay would be about 15.5 days. This is very long,
and & more appropriate stay would imply a use drop of 50 percent, imply-
ing low efficiency of facility investments. In the private sectcr, 40
percent utdilization was observed in 3,049 beds —- a strong indication

of inefficiency and/or over-investment,

A major portion of the investment in health facilities is in
medical equipment such as X-ray machines, laboratories, surgical suites
and their equipment, etc. Moreover, this equipment is necessary if
physicians are to provide services consonant with their training and
with the fess charged. However, Table 11 illustrates the small per-—
centage of public and IDSS facilities that are supplied with even the
most basic equipment and services. Not only does this reflect poor
efficiency in the use of personnel, but it also indicates poor main-
tenance and low returns to investment in equipment. Unfortunately, the
Dominican team_has not completed tabulation of data regarding existence

'_Df-indpg;ative”equipment, but a cursory examination of the survey
instrument: (questionnaire) suggests many of these facilities once had

operating X-ray and laboratory equipment that are now inoperative.

7/ The ﬁféfious?yéhr more than 40,000 hospitalizations were recorded,
and no explanation was‘offered for the difference.
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in Health Facilities in the Dominican Republic

Sub Sector B : Facilities
SESPAS 202
Ipss i 90
-FRIVATE 771
OTHER 41

XRay

31

18

129

10

Sourcé} Study of Facilities for Health Care

T§ﬁle 11 Equiprent Functions

Clinical
Lab

73

22

167

10

Pharmacies

‘75

54

40

Ambuiénce
Service

16



The foregoing data strongly suggests that medical services are
less than efficient, and that more efficient utilization of the nearly
five percent of the GNP that presently goes into these services would
result in considerably greater health benetite to the population.

E. OTHER CONSIDERATIONS

E.1l. Income Distribution

The consideration of health services as a necessary consumer good
calls for analysis of the distribution of these services and their costs.
These equity considerations are observed in the estimation of direct con-
sumer expenditures shown in Figure 3, ‘‘he direct association observed
between expenditure and service received can be justified as a relation-
ship. As expected, there is a decreasing percentage of income spent on
medical services for the upper classes. Significantly, the decrease is
at a falrly constant rate.

Governmental services are divided between the Secretariat of Health
which spends approximately $21.4 million and among other govermmental
agencies that spend approximately $.6.9 million. These latter expendi-
tures provide services to relative.y small segments of the population,
The financial burden of IDSS services probably may be regarded as 1f it
were a tax on manufactured goods. Thus IDSS services are probably re-
gresslive, charging much of the population a relatively fixed portion of
total wages on order to provide services to an urban minority of rela-
tively elite industrial workers. Similarly, the Armed Forces medical
budgeting expenditures are probably a relatively inequitable redistribu-
tion of income toward a minority population. Even the Secretariat of
Health tends to provide services primarily to an urban minority at the
expense of the rural population. Thus health services are consonant
with other social institutions that are not now serving their potential
role of redistribution of real *‘ncome toward the poor.

E.2. Employment

Several countries have organized medical services to provide low-
cost care to poor majorities through the use of paramedical personnel,
Not only does this lead to a real wealth transfer toward lower income
groups, it also can generate relatively large amounts of employment, As
has been stated, currently health services absorbs nearly five percent
of GNP, but this amount is largely for imported medicines, amortizing
expensive facilities and (imported) equipment, and paying highly salaried
professionals, Services such as SANAR and CURAR (see Chapter VI), by
using less expensive medicines, by stressing outreach services, and by

34



hiring non-professional personnel, would be far more effective in
creating employment, Thus for each RD$500 per month physician in a
traditional system, at least four RD$125 per month paramedicals could

be hired. Almost no effort has been made in the Dominican Republic to
take advantage of these possibilities., Even the rezent ONAPLAN/ILO em-
ployment study suggested merely expanding the current systems as in-
creased demands for services are generated. To the cxtent morbidity

and mortality are decreased among the economically productive population,
to that extent the nation is saved employment losses,

E.3. Import Substitution

Principal imports for medical services are drugs and equi pment,
Little can be done with respect to the latter, other than to improve
maintenance, so as to increase the average life of equipment, At the
present time the country has a limited capacity for a pharmaceutical
/industry except the importation of components, final preparation and
packaging, Some benefit could be obtained by supplanting drugs of high
cost or little benefit by more cost-effective drugs, and making-up in
increased volume for a lesser profit per transaction. This would require
considerable education and reorientation of the medical fraternity. In-
creased volume of more cost-effective medicines could be assured if there
were to be programs on how to use them. Such programs, backed by strong
purchasing controls and procedures, and special packaging and distribu-
tion, could conceivably open new markets to importers.

E.4, Tourism
If tourism is to be developed as a major national industry, im-

proved hyglenic conditions in the tcurism areas, particular those away
from major cities, will be necessary,

F. SUMMARY CONCLUSIONS

1. The rapid economic growth of the Dominican Republic in recent
years has not been proportionately shared by the whole population, and
conditions for the majority of poor appear not to have improved much.

2. While the balance of trade situation of the D, R, is delicate
due to uncertainties of world markets, it would appear that significant
budget surpluses will exist for 1974, 1975, and probably 1976, and large
trade surpluses for 1975 and 1976.
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3. Basic causes of the present income distribution are
decapitalization in the rural sector, serious unemployment generally,
and recent inflation,

4. Over the next fifteen years, the problems of unemployment and
urban growth can at best be only partially remedied.

5. Among the soclo-economic consequences of poor health are ex-
cess adult mortality of 5,700 deaths per year (with a calculated loss
of 164,000 man years annually), morbidity involving more thaa 100, 000
man years of bed rest per year in the school and working age population,
and unmeasured but serious loss of productivity due to other illness.

6. Approximately RD$110 million per year are spent on medical
sexvices, or roughly 4,7 percent of the GNP.

7. While these expenditures are probably not reducible, greater
benefits might be achieved from them.

8, Lost investment 28 a consequence of emigration of physicians
is estimated to rise from about RD$3.5 to about RD$5 million per year
from 1975 to 1980,

9. Health services are not now playiug a significant role in
redistribution of income to the poor.

10. Cost-effective opportunities for low-income employment genera-
tion exist in the health field, and are not being utilized.

11. An effective andlow-cost drug purchase program to provide
medicines for financially indigent population would be possible, and would
help reduce incremental increases in greater future foreign exchange costs
for drug imports.
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III. THE DETERMINANTS OF HEALTH

"Moden medicine might te compared to a
mizhty and glamorous occan lirer with
powerful engires ard luxuricus apneint-
mente, but vith ne cempass ard 97 ¢hsurdly
small rudder. It moves fast but i.s course
has not betn charted, its PLrts of call are
uncertaia and its destination unknown."

~Rengé Dubos~ v

A. GENLRAL DISCUSSION

This section of the assessment does not deal specifically with
materials from the Dominican Republic, for there have been few studiec
in this country on the distribution and determinants of health and di-
sease. - What follews is an attempt to placs Dominican~health problems
in a glotal convext and to explain the rat:onale for a multi-sectoral
approgch to furthering health in this societly.

Laymen and physicians alike are prone to think that the health
of the individuals of a given country is largely cetermined by the
availability of doctors, clinics, and hospitals. Indeed, the number
of inhabitants pir physician and the number of hogpital beds per
thousand inhabitants are commonly employed measures of the state of
kealth of a given society. Obviously, the services of a competent
surgecn and the facilities of a modern hospital are crucial for the
welfare of a patient suffering from acute appendicitis, but man's
health and his survival are determined to 4 much greater degree by his
ability to adapt to his environment than by the availability of me-
dical services.

A.1. Nutrjgtion

The most important single environmental Factor related to the
health of en individuzl or a society is the availability of sufficient

-1/ René Dubos, Man Adapting, Yale University Press (New Haver:
1965), p. 439, L
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&/ Williwr Nenry Sekrelld, et.al., "Mutritional Status of Niddle
erd Iow dncome Croups in the Domlaicss rmipubiic.”  Apchivos iatino-
G CATOs Co HAL.LC'GU, Nanero impecial (July 1972).
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into the neonatal pericd (0 to 27 days) and the post-neonatal period

(26 days tc 11 wmonths). Whils such elements as the quality of obstetric
care, congenatal nzlformations, and immaturivy have a profound influence
on death retes in the peonatal period, environmental Factors predominate
during the post-neonatal period. Tihe Inter-Ameriecan Study of Mortality
in Chitdheod previously cited has shown thet in thoSe areas in which
_piped water incide the house is available to at least 80 percent of the
families, the pust-neonatal death vate varied from 4.8 per 1,000 to -
29.2 per 1,000.5/ In those areas with less than 30 percent of the
familics served vith piped water, the post-neonatal death rate varied
from 42.9 per 1,000 to 83,9 per 1,000.

In the Dominican Republic, about 60 percaent of the population
of the wrban aress has a household connection for water, but in the
rural ar2as, oaly 10 percent of the famiiies have such facilities.
This sitvation iz reflected in the fect ~hat gastro-enteritis is the. -
second mest frecuently reported of the notiriable diseases in this
couritry.

A.3. Ed

-

[¢]

L
3

[

Ca

l

Oric facter that Seems civuiay iwiaceu o mai-s auilily 1O dacapt
to his “nvironmert is education. The level of educational attainment
of mcthors may be: one of the impertant deteraminants of -infant mortality.
Sloan cramired the relationship between & number of variables and in-
fant anl pre-school rortality in Costa Rica, Hexico, Bzngludesh (East
Pakistar 4t th2 tinme), and Puerto Rico.8/ While the role of medical
carce was noyv clearly established, female literacy and a&vailability of
food were positively and significantly correlated with reductions in
nortvatlivy chrldren under the age of five years.

T Saperiencs of education in relation to infant and pre=-school
ehild wor - iity Is :lse shown Ly ti Findings of the Inter-American
Lavestioay.oi oo ifvetality in Childhood.7/ For infants born to Latin

5/  Puffer, Ou. Cit.

b/ Trank Slean, "Survival of Progeny in Developing Countries:

An analysis of Evidence vrom (Costa Rica, Mexico, East Pakistan, and

RIS
Puerto Rico." The Rand Corporation (Santa Monica: July 1973), AID
Contract R-733. .

7/ Puffer, Ov. Cit.
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fmerican mothers with some secondary or university education, mortality
declired from 18,4 Juring the neonatal peried to 8.4 in the postneonatal
period and to 6.0 §i tlLz one to Ffoup year group. ror women with no
-vv increased from 19,2 in the neonatal reriod to 28.8
periol ana to 36,7 in the ooe te four year age group

-

BUUCATION, ot

in the postuoon:

racoing reflects to an unknown extent the in-
i howoever, there Is some evidence from the

d ¢ City), which suiarests that maternal educatior
£ 4 Tavorable effect ca infant mortaliity that is independent of
L oedase. &/ A study of 142,017 liv~ births and 3,115 subgequent
ant deaths showed tha< soclodemographic risk, which included a
level of educatizras actainment of eight years or lgss on the part «

*h2 woien in the study, adversely affected mortality rates of those
infants delivered on private services as well as those delivered on

L
genzrzl services.

Parentheviczlly, it might be added that in Latin America, in-
cluding the Dominican Republic, educational attainment is negatively
anc siznificsatly correlated with fertility.9/, 10/ If the GODR
.shee to confront seriously the problems of ackiev.ag reductions ir

e
Vel

-
=nrant mortality z=nd fertility, it shouwld continue to invest heayily
in public edusaticn.

A4, Familv §ize

There is sume evidence to suggest that family size may be im-
plicated in the cause of disease, particularly malnutrition. Ina
house to house survey of Candelaria, Coliombia, Wray and Aguirre found
that children frex lavger families are more likely to be malnourished

8/ Helen €. Chase, np Study of Risks, Medical Care, aﬁd Infant
Hortality." Amcvicsn Journal of Public Health, 63, (September 1973
Supplerant), pp. i-56.

S

8/ Carrmen Yird znd Walter Merterns, "Influences Affecting Fer-
tility in Urban and Rural Latin America." Milbank Kemorial Fund
Quarterly, 42, (2967), pp. 98-120.

10/ Nelson Ramirez, "Situacibn ¥ Tendencias Demogr&ficas
Actuales en la Repthlica Dominicana," (mimez0), September 1973,
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than those from smaller families.i11/ In families with four or fewar
children, 38 percent of the childéren were malnourished. In families
with.five or more children, 44 percent were malnourished.

Thir finding .o hardly surprising. The same study showed that
as laboring wen in Candelaria get oider, their income rises only a
little wuile family size steadily increases. They attzmpt to com-
pensate for this disparity by spending a larger proportion of their
anceme ivr food, but per capita expenditures for food actually fall,
and the children become increasingly malnourished.

Families are large in the Dominican Republic. The average
number of children born to women who have reached the end of their
reproductive span is 6.8. Only a few Latin American countries, in-
-cluding El Salvador and Honduras, have such elevated global fertility
rates. :

A.5. Health and Medjical Care

If curative medicine is introduced into a primitive society, )
one would cxpect some improvement in health. However, the supporting
evidence is not very convincing., Scrimshaw's well known study of
three Guatcaalan Indian villsges is a case in point.12/ In the
"fecding village" no medical or public health services were provided,
but the diets of infants and pre-school children were supplemented
with milk and a high-protein cereal drink. No measures were taken
in the third village, which served as a control.

During the five year period of the study, death rates declined
in all three villages. However, the most striking decline occurred
in the feeding village. Hortality in the treatment village and the
control village declined to a lesser degree. :

A more recent experiment was conducted in the Navaho Indian
community of Many Farms, Avizon, where modern medical care was made

A1/ Joe D. Wray end Alfredo Aguirre, "Protein-Calorie Mal-
vutrition in Candelaria, Colombia: I. Prevalence, Social and
Demographic Facteors," Journal of Tropical Pediatrics, 15, (1969),
pp. 76-98,

42/ N, s. Scrimshaw, M. A, Guzm&n, M. Flores, and J. E. Gordon,
PHutrition and Infection Field Study in Guatemalan Villages, 1959-1964:
V. Disease Incidence among Preschool Children Under Natural Village
Conditions, with Improved Diet, and with Medical and Public Health
Services," Archives of Fnvironrental Health, 160 (1968) pp. 223-254,
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available to some 2,000 jinhabitants for the first time in history.13/
Five years later, there was no clear-cut downward trend in infant
sortality or the crude death rate. The auchors: felrv that the program
of medical care failsd to have a greater impact because [t ignored
significant environmental Ffactors.

There is some evidence that cerrvain kin'ls of intervearion not
only influence moprtality favorably but do so wheve it exwort. its
greartest influence during the first five years of 1i
women wno received care through a prepaid, LOTPPC'QP
gsuranca plan in New York City had a lower incldence of
Livery than all women in the same arca, and their infants had lowver
perinatal mortality rvates than alil infants delivered in the city.lh/
fact chat infants porn to women included in the health insurance
fared better than these delivered by private rhys ciang ~uggests
the Jdifferences could not be accounted for by variation in social

ive, health in-
premature de-

The findings related to a nurse-midwife program introduced in a
‘poor county in California to alleviate the shertage of medical man-
power are equally impressive.15/  The nurse-midwives offered ante-
partum care, performed deliveries, and provided care To mother and
child foltlowing delivery. During the three years the program was
operative, the percentage of pregnant women receiving prenatal care
incrzased, and there were marked reductions in the incidence of pre-
matyrity and in neonatal mortality. When the program was discontinued
Tor lack of funds, the incidence of prematurity and the neonatal deatn
rate returned to the pre-program level.

Nutrition rehabilitation centers appear to offer special p“onise.
In Haiti, four percent of the children treated in nutrition rehabilitation

le, and Ciifford R. Barnett,
: Techrnological lefir of
ted in this Navaho Commurity."

13 Walsh McDermott, Kurt W. Deu
"Health Cure Experiment at Many Farns
iealth Care and Disease Patterns Exis
Secience, 175 (1972) pp. 23-31

A4/ 8. Shapirw, L. Weiner, ani P. N. Dersen, "Compar.son of
PTb"iiufltj and Perinatal Mertality in a Seneral Population and in
the Population of a Prepaid Croup Practice fedical Care Plan," Am-
erican Juurral of Public Health, u48& (1953) pp. 170-167. T

15/ B. S. Levy, F. $. Wilkinson, and W. &. Marine. "Reducing
Hecnatal Mortality with Nurse~Midwives," American Journal of Cbstetrics
and Gynecoloay, 109 (i971) pp. 50-58.
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centers diad within two years following discharge from the centers
while 14 peccent. of the children in a matched group of controls died
"within the same veriod."f/  One percent of the Guatemalan children
in the nutrition rerabilitation Jrocp failed to survive the two year
period foliowing discharge from .se centers vhile nire percent of the
children in the coatrol group Gicé. Wrile these results are not
statistically significant due to the small nwaters involved, they are
lnpressive and encouraging: '

More recently, a study of the nutritional Status of the siblings
of children who had been treated in Haitian nutrition rchabilitation
centers showed that the standard weight for age of untreated, younger
s5iblings at the time of admissiorn, discharge,. and follow-up.17/ This
suggests that the effects of educating the mothers of malnourished
children are transmitted to yourger siblings who have not been mal-

nourishced - an important finding.

‘B. INTERRELATIONSHIPS

In the foregoing paragraphs, varicus elements related to health
have been discussed as if they acted independently of each othepr. In
the Dominican Republic as in other develcping countries the facters
that determine illness and death as well as rapid population growth
are multiple and interrelated.

Nutritional deficiencies in “he Deminicen Republic are wide-
spread, and particularly in children the lack of protein and calories
in the diet leads to rrecarious nutritional states. The interaétion
cf infection, notably diarrhea, ani malnutritson in chilédhood all veo
frequently ends in dezth. This excessive nerrality among the young
leads to suvntained high Tertility and rapid population growth. The
resultant growth slows the process of economic development, perpetuat-
ing ignorance and F verty which are causelly related to malnutrition.
These relationchips are chown graphically in Figure 4.

16/ M, Beaudry-Darisne, and . L. Latham. "Nutrition Rehebil
itation Centers - An Evaluation of their Performance," Unpublished
report to the -FAO/WHO/UNICEF Protein Advisory Group, (December 1971).

17/ Ryland E. Webb, William Fougere, and Yvette Papillon, "An
Lvaluation of the Educational Benefits of Nutritional Rehabilitation

Centers as lc:.sured by the Nutritional Status of Siblings," Journal of
Tropical Peiici»ics (forthcoming). '
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Attempts to interrupt this vicious circle atr one point are much
less likely to succced than coordinated action which confronte a number
of the causal factors previously identified. - llence, the activities
which are 1ikely to fora a part of the Government's program would in-
clude:  lmproved nutrition, the cvevision of safe water, the prevention
of infectious aisecases in shildhood end treatment to render them less
virulent winen thoy do occir, and rcacy access to ramily planning
servicos oy those women currently denied them by virtue of trans-
portation costs and distance. Obviously, the implementaii.n of such
a progran woulG be no easy task, and thz AID participation would have
to be selective. Honetheless, this avpreach offers the best hope for
improving the health of the Dominican populaticn as well as for reduc-
ing the rate of population growth,

C. MORTALITY AS A DETERMINANT OF FERTILITY

Some authorities in the field of public health are convinced
that it is difficult, if not impossible, to reduce fertility in arecs.
where infumt and preschool child mortality rates persist at high levels.
18/, 19/ Empirical data is not available Ffor the Dominican Republic
to test this hypothesis. However, there is considerable evidence to
support the view that declines in mortality, particularly among children,
favor declines in birth rates.

In a particularly interesting study, Potter and his colleagues
pointed out that the duration cf Fostzartum amenorrhea is indirectly
affected by infant mortality, since the early death of an infant re-
duces the length of the period of lactation.?20/ Using data from the
Punjab, the zurhers showed that if the effects of infant mortality
woere eliminated from 1,042 women, the average period of postpartum
wnacnorrhea for that group of women would be increased by one-half
moath.  In othe~ werds, the total pericd cf amenorrhea for that group
oi women would Le increasad by 521 months. This result would be the
equivalent of huving 10 women using contraception successfully for 52

18/ Carl E. Taylor, "Nutrition anc Population," Dr. Alan Berg,
Nevin S. serimshow, and David L. Call (ed.), Nutrition, NatZonal Develop-
ment and Planning, MIT Press (Cambridge and Londdn: 1973) pp. 74-79,

19/ Neviu S, Scrimshaw, "Myths and Realities of Public Health
Programs," Awerican Journal of Public hizlih, 6% (August 1974) pp. 792-798,

20/ R. G. Potter, Wyon M. Parker, and J. L. Gordon, "A Case
Study of Birth Internal Dynamics," Population Studies, 19 (1945) pp. <1-94,
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months. Since the mean bisth intervel for these Indian wemen is 30
months, 17 bivehs wenld be averted by havidg 10 women use contraceplion
successyulliy For 52 months.

e analyvoed nehin botueen bivths and deaths
. ; Cwrer 1930 and 15uu in 24 d stri:ts./l/ Brieflv, he found
rat in thuse LisTraats in v ceclincd, fertility declinea
as N(l¢. ?:tkﬂ, he cna;yuud Jdta Irem verious ~ou“tz‘ies and dound
wations zcimilar to thu:e in Ceylon.22/, 23/ In sumsariziag his
58, the author stoted o

Fredori-

y

+ in a baluancing movement, fertilicy
tends towsrd an apnroximate cquilibrium
with moerveliicy, chat is, with 2 net re-
productiva rata zhove replacirient hut

appreximating unity®.

It

Heer has shown that there was a positive and significant corrc'
iatien between Tertility end :qun mcrtu'lty in 41 ccuvtriev while
controelling foir va
capita. 24/ Tre co
was stronger than v
VdPlaJlCu.

i e :
Telaticn butween fcctilit nd infant rurlal;ty
3 Tility with any of t;c other four

Ekanen's an:lysis of data From &2 developing ccountries, in whieh
hu utirized six variables o= ow d istiuat points In time, 1950 and
950, led hin to conclude thet low llxkﬂ“acy =rﬁs ard low mertality

z“tas ware opilonum conditionz Jap 'ow Tertiliz ¥+25/  He acded that
goveranents cowritted to reducing birth rates 1n their re:pectiwo

ne
countries "shcull invest large embunts of money in health ani educarion'.

s g . PR » Ty . 1. o, o a e - phl .
A ‘1'u(j:" UG anTrangte: i S ], 007 rong revealns arn
- A k5ol 4 ) v ~
Hasd LnIlite |«

Yoorterminegats and Conr guenees of fertality
sl Mopewt L 76 4904 phn. G59-663.

ain and Demesraphic Tranziticn,"
W (1666) pp. 395-322.

Dgullilrii of feo
aod Cidoasel Char

in fecnonic and fonegra phic Transition," Scicnce

2L/ Davil M. Heer, 'Deonomic Develcpment and Pertility," Demo-
L;ZLH' , 4r 2 (1666) pp. W22~liy, T

25/ I. L. Tkanem, "4 Firther lo tioon the Relation Between Feonomic
Davel prent ard £ooeilite, Lenopraphy, 9 (1572) Po. 383-329,

D T TS
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four pregnuncies and had lost a child wanted an additional child as
those women of the same parity who had not Jost & ©hild.26/ Similaxr
findings were noted by the author in two villages in Nigeria.

Iroa vl area of Turker, the infant mortailty rate declined
unity redicine, tnizh ineluded family
tnitiated 27/ Zipth rates renained at the same level

rapldly altm o program o coned
planniing, was

for three yoors, During “he Fourth and Fifth years. the birth rate
declined safflciently to reduce the net rate of ropulation growth
to a level oli; '

2ty beow that which urevailed price to the decline
daoinfunt wortality.  Thic is shown craphically in Figwe 44,

Jilines Duoinfant rortality In 2 number of Taiwainese tovmships
were followed by a reducvicn in birth rates within ‘three years.28/ A
study of 75 Pusivo Rican runicitalities revealed that changes in re-
gionil gdeath rates were associcted within a few years by Fully com-
rensating birth rates without a significant increase in the rate of
population growth. 29/

Additional examples could be cited from Puerto Rico and Taiwan.
Suffice it to say that the aveilable cvidence suggests that deeclines
in infnt and prescheol cFild mertalicy are @ necassary bur not suf-
ficient precondition For doclines in birth rates. The possibility
that mortality Is one of tae determinants of fertility i~ the Dominican
Repubile hus niot heen investizated as vet. Information from the
"Diagnostico" Cupvey lencds itself to tuch a study, which will e
undertiaken as soon as the 1aw date has been‘proce:sed for computer
andlysic.  Iv ds knewn that mortality is higher in the rural areas
than in the cities, and tertility is higher in the rural areas as
we:ll, although the association clearly may be sccondary.

3

¢ dray, "Wiil Better Nuteition Deorcase Pertility?®
Cof trivien, Hoxico City, (Septumber,

RN
DA RSNk L

Toan o P i n gy e provee v Yy, L - Taie T
canvlvi, YDIfectivenoss at Panily Plapning in

Teiwan: 4 Hothedolepy ol Program Lvaivaiion,”™ The Rond Corpuration

(Santz Lot oiong),

= ) _ VA Beononic Model of Family Planuing and
Fertility," o st 77 (196%) pp. 153-180.
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HEALTH STATUS INDICATORS IN THE nCMINICAN REPUBLIC

- One need only lock at the distribition of the population by age,
the levels of wducati~nal attainment, and Per capita income to predict
the predowinant htaein prosless of the Teaminican secple.  With 47.5
percent of the popuiivion under the age of 15 years, some 1,904,425
persons, it is prudiztable that infectious diseases, particularly
gastreenteritic, and th- conmunicablie ¢ seases of childhood, respi-
ratory infection:z, and pepinatal discrcers will dominate the picture
of merbidity.

Giver the curent of maloutrition in the poﬁulation, much of it
beinp Grade II and Grade IIT according to the classification of Gemez,
it is agparent that this will contribute to a significantly elevated
mertality rates from different infectious diseases cue to the syner-
gistic effect of malautrition and infection.

As in ary scciety, one would expect the influence of accidents,
trauwa, homicide. ans suicide to have a more profound effect on mor-

o ically active sector of the sopulation. Simi-
larly, cne would anticipate a greater incidence of chronic diseases
amorg the oldor ase group of the population”and a higher mortality
from-such disecases in this age Zroup. *

{

.

The expectation of life at birth is frequently used as an index
of the level of mortality. It represents a summarization of the whole
series of mortality rates for all ages combired, and it is strongly
affected by the iafant mortality rate. It is dependent on accurate
census aata and corplete registraticn of deaths, including the age of
the deceased. Utilizing the 1970 census data, Rawirez estimated life
expectarncy at birti Ffor both sexes at 52 years for the 19565-1370 period.
The corr :sponcing values for men end women during the same period were
0.8 years and 5205 years respectively,

The conventionsil infant mortality rate is defined as the number
of infart detis .or year per 1,000 live births, In view of the limited
extent to wilcy wiiThs and deaths are registered in the Dominiean Re-
public, offic?ul sutae are almost useless fop calculating this rate.
Analysis of th. 1874 "Jiucncstico! Survey data gave an infant mortality
rate of 104, infient scrtality is influenced by medical factors during
the firct mentn oo jife und by environmental factors in particular
during the ensaing oleven months. While data ape not available for
mortality in thooe two perieds, neonatal and postneonatal, it seens
Safe To asswune (hat the high rate of infant mortality in the Dominican
Répui:lic reflects hLoth inadequate obstetric care as well as dietary
deficiencies, the lack of sanitation, and other environmental factors.
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¥ortality among the 1-4 vzar aca -roup is also commonly used,
particularly in tke developing woerlé, zs an indicator of health. Again,
official data are not reliable, and the dest estimate is thet from the
1374 “Diagnostico" Survey, which estirat:d the death rate in this age
group at 16.8 per thousand., Thals high rate undoubiedly reflects to a
very large degree che influence of nalnutrition.

Age-specific mortalitv rates in the Dominicar Republic for the
age groups 10-ik to 35-3Y ave atrikingly higher than those of the .
United States or Barbades. Tne reascns underlying this differerce

cannct be determined with any de ree of confidence. Accidencs and
homicide may well account for higher rates in these age groups for
males. Haternal FL”‘allTj may contrihute to higher rates for Dominican
females. Malnutrition is prcbably a Factor in botr sexes.

During 1970, 167 deaths due to cormplications of pregnancy,
delivery, and the postpartum period were reported to the Secretariat.
of Public Health. While this figure almost assuredly represents
considerable unuer-reporting, it “uggests that the maternal mortalizy
rate In the Dominican Republic is very high. 1In 1367 there were
approximately thre=2 deaths per 10,000 live births iIn the United
States.30/ Assuming that the figure cf 167 maternal deaths represents
complete reportin 2, there were approximately nine deaths per 10,000
deliveries in 1970 in the Dominican Fepublict Such a high maternal
mortality rate could. reflect widespread induced abortion -or delivery
by untrained persornel under unsanitery conditions. It seems likely
that both factors, particularly the latter, are operative. -

Only brief considzration will be given to the causes of death in
the Dominican Republic because of lacx of reliability of the data.
Official sources list the ten leading causes of de<th as shown in
Table 12 . In a develcping, trofical acuntry one wculd expect high
mortality from disease related tc snwireonmental factors, and it is
worth nothing that infectious and asitic diseascs, deaths related
to pe;;raual causes, and diseases the respiratery system figure
prominently among the ten leading reported cavses of death.

The average number of cases cif nouifiable diseases reuor*ed to
the Secretariat ¢f Public Health duriny the period of 1968- 1973 are
shown in Table 12 . Considereble urizwr-veporting uncuestionably
exists if for nou otier reason than to: Jact tnat about half of the
Seeretariat's rural clinics do not swomit the required monthly reports.

. 30/ 1968 Demographic Yearbook, Tre United Nations, (New York:
1969 '
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Table 12

TEN LEZD13G CAUSES OF DEATH,
- DUXINICAN REPUSLIC

1970
DISEASE RATE PER 100,000
1. Seniiity and ill-defined causes 243.2
2. Infectious and Parasitic Diseases 95.7 .
J. Causes related to berinatal mortality © 58.4
%. Discases of the circulatory system 43.0
5. Diseases of the respiratory system 37.8
6. Accidents, poisoﬁings, and viojlence 35.6
7. Other Discases 26.3
8. Tumors (neoplasms) , 22.2
9. Discases of the endocrine glands,
metabolisn, and nutrition 16.4
10. Diseases of the digestive tract 12.8

SOURCE: Statistical Division, Secretariat of.Public Health
and Social Assistance, 1974.
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Table 13

AVELRAGE NUMBER GI' REPORTED CASES OF NOTIFIAGLE DISEASES
DOMINICAN REZUBLIC

1966-1373

DISEASES AYERAGE NUMBZR OF

CASES REPORTED
Infiuenza | | 78,915
Gastroenteritis ' | 35,637
Genorzhea 9,866
Syphilis 8,343
Heasles 3,869
Straptococcal Pharyngities 3,356
Pertussis 3,27.
Hepatitis _ 1,333
Chancroid A,032
Typhoid Fever sul
Tubgzrculosis 756
Diphtheria ' 363
Lymphogranuloma 234
Tetanus - 218
Schistosomiasis 45§
Poliomyzlities 61

S0URCE: Statistical Division, Secretariat of Public Health and
Social Assistence, 1974.
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Honetholess, sone findings are of interest. In addition to the ernormous
nunbecs of cases of Iniluenza and gastroenteritis, ihe incidence of
vieneneal diccase appears to be very high. The large numbers of czses

of weaslos, pevrrussic (vhouping zouzrh), and Tynho’& fever zve espocially
noteworthy since these dise: Jre reacily prevencable by funw Lo
Tetanws, which dppears to be mnder-reportad to an eupecially warked
degrec, i aise readily preveniable.

A,\

Patteins of morbivity
selves at Boealt cdare ool

as reflected by g ,3tie.t° presenting them-
tiez Trovide aduitional information. It
must be born in ailnd however ¢ 1those who do seeak medical scrvices
represent a soelect ; roup, 5 introduced some measure of biss. The
Donminican Aoscssment Group recoracd the disezse categories reported
for 7,639 cut-patients who visited a Daninicen Social Security Ins-
titute clinic in fanto veminge during the Mav-July period of 1974,

and the five most freguently diagnosed disorders fell into the follow-
ing groups of aiscases:

Digeasus Number of Cases Percent of T 7zl
Respiratory infections 2,046 26.8
Arthrivie, rhewnatism, cte. 1,105 ; - 14.5
Gastrointestinel infections 868 4 11.4

Malnutrition, avitaminosis, and

anemias _ 658 8.6
Gynecological disorders 653 7.4
ALl other disercers - 38.7

It must be pointed out that these patients zre from a socio-
econonic proup consideranly favored when compared to the great majority
of the Daminican population. HNonetheloss, aimost half of rhs Illnesses
affecting these patlnnts (#6.3 percent) are relatced to environmental
factors.

Data en houpitalivation offer a slighvly ditfervent perspective
o health coatus, v fur, the most frequent couse Jov hospitalization
is for factesas asseciavsd with preguaney (M4 porccat), with normal

35 gercent of all iUw}lnuAL,Jleﬂu and

prognasneles accovnting for
anapnticns woeotatirg for 7 percent.  The next most Jreguent cause for
hospitridiaticon Js as a ecesult of uotor vehicle and other accidents

which aoconats fov 3.7 percent, Largely because of the high number of
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hospitalizations for these two causes, most people hospitalized fall
into the 15 tc 44 year old age group (67 rercent}. A treakdown of
leading causcs of hospitalizaticn by age is shown in Table 14 . While
net necessarily an acurate reflection of the actual morbidity load in
che population, the information does reveal the changing patterns of
movbiaity throughout the life cycle.

In brief, the patterns of morbidity and mortality in the Dominicar
Reprblic supgest that preventive health measurss should be given the
highest priority in health programs. Programs to improve nutrition are
mount jmportance for reducing infant mortality and mortality
he one to four age group. Greater coverage, of the population
h the provision of safe water is essential to reduce the incidence
diarrheal disease, which will particularly favor veduced mortality

2 ]
of para
'T'{‘

among infants and preschool children, but will aiso prove beneficial

to 2ll age groups. Massive prograns of imnunization will be required
to reduce the incidence of such diseases as tetanus, reasles, pertussis,
and diptheria and their attendant mortality. Improving the quality of
ostetric care would app.eciably lower perinatal mortality, which
Cuncoubtedly contributes substantially to the current high rate of in-
fant mortality. Whether or not this is feasible given available re-
sources and the constraints of tradition is another guestion, but the
possibility must be considered. The problem caanot be cecnfronted
without & better understanding of its magnitude and of the distribution
of thz2se diseases. ’
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TABLE 14

Nimber of Hospitalizmatizng for Five Leadina Causes by Agze
Poercentape of Totel dospicalizations ua Paroathases)

Cause " Number of Hospitalizations

Less than | yeax 6,883 ( 3.4)
L. Enreritis and other diacrhesl diseases 3,273

2. Poorly (afined symptoms 917

3, Meninficis 457

4. Bronchivis 454

3. Avitaminosis and other nutritional disorders 398

1 -~ 4 year: 14,576 ( 7.3)
[. Avitaniunosis and other nutritional disorders 2,331

2. Enteritiy and other diarrheal diseases 2,330

3. Broanchitis 1,293

4. Pneumonia 679

5. Diptheria 596
5 - 14 vears 22,417 (11.1)
1. Accidents other than motor vehicle 4,646

2. Motor vehicle accidents 2,121

3. Enteritis and other dizrrheal diseases 1,686

4, Other direcases of the genito-urinary system 973

5. " S " " digestive system 934

1Y - 44 yeers ' 135,435 (66.9)
1. Childbirth 70, 482

2, Abortiun 12,706

3. Other diseases of the genito-urinary system - 7,421

4, Accidents other then motor vehicle 6,659

5. Cemplicaticns of pregnancy 5,563

45 -~ 64 years 15,791 ( 7.8)
1. Acciderc- acher than motor vehicle 1,514

2. Other di. ses of the gepito-urinary systen 1,389

3. fivpertensive discase 1,193

4. Other di.eanses of the digestive aystem 815

5. Other infections and parasitic diseases . 797

65 and over 7,288 ( 3.6)
1. Hypertensive discase 796

2. Other haart diseace 517

3. Influenza 356

4. Other diseases of the genito-urinary system : 355

5. lntestinal obstruction and hernia ) 337

Source: Data compiled from a 5 percent sample of public hospitals.
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IV, _POPULATION

A. DEVELOPMENTAL EFFECTS OF POPULATION GROWTH

As is true in most Latin American countries, the Dominican
census »f 1970 was characterized by certain inaccuracies. Under-
enumeration of females under the age of five years, and discrepancies
in age distribution as reflectad by clustering at those ages which
end in zero or five were particularly apparent. Standard demcgraphic
techniques were employed by Ramirez 1/ to compensate for the errors
just described, however, unknown sources of error remain. Nonethcless,
the data from the 1970 census are one of the best available sources
of information with regard to the general characteristics of the
Dominican population, size, composition, distribution, etc., and
except as noted, the material in this section is based on the 1970
census.

Accerding to Dominican census data, the population of the
country increased from 3,047,070 in 1960 to 4,006,405 in 1970, which
represents an increase of 31.5 percent during the intercensal period.
The increase in the growth of cities of 20,000 or more inhabitants is
even more impressive. The population of such cities was 568,700 in
1960 and 1,208,545 in 1470, which represents an increase of 112.5
percent,

The growth of the capital city, Santo Domingo, has been little
short of extraordinary. It has grown from 30,943 inhabitants in 1920
to 673,470 in 1970. Santo Domingo's population has increased 22 fold
during that 50-year period. In 1920, the population of Santo Domingo
represented 3.5 percent of the total population while in 1970 it
contained 16.8 percent of the country's inhabitants and 42.3 percent
of the nation's urbar population.

The implications of such a rapid rate of population growth for
economic development are discouraging. Utilizing the population
projections of Ramirez 2/, which are shown in Table 15, and the
GE TEMPO model, several estimates of per capita GNP were derived for
the Dominican Republic. (See also Figure 5).

r

1/ Nelson Ramirez, "Proyscciones de la poblacidn de la Repiiblica
Dominicana por Edad y Sexo, 1970-1990." (Mimeo, not dated).

2/ 1bid.



TABLE 15

. Estimated Values for the Crude Death Rates, Expectancy of Life at Birth
and the Infant Mortality Rate, for 1950, 1560, and the Five-Year Perijod 1965-1970

LS

Year or Period

1950 1960 1965-197
Crude Dezth Rate 20.3 16.6 14.7
(per thousand)
Life Expectancy at Birth 43.0 48.4 _ 52.0
(in years)
Infant Mortality Rate 150.2 142.6 © - 110.0

(per thousand)

Source: Nels.n Ramirez, Situacidn y Tendencias Demograficas Actuales en la
Repiiblica Dominicana (wimeo). September 1, 1973.
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FIGURE: & °

DOMINICAN REPUBLIC POPULATION GROWTH CURVES FOR

ACTUAL HISTORICAL _POPULATION SIZE AND THREE
PROJECT IONS 1950 - 1990
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. Assuming a moderate decline in mortality and constant fertility
(Projection I), the per capita GNP for 1985 is estimated at RD$ 572

as opposed to RD$ 414 in 1974, Assuming the saue decline in nortality
and a modust decline in fertility (Projection II), it is estimated that
per capita GHP for the same year will be RD$ 501, Again, assuming the
sam2 patcern of mortality and a somewhat more rapid decline in fertility
(Projection III), per capita GNP in 1985 is estimated at RDS 630, an
increase of 10 percent over that which would result under conditions

of constant fertility,

The differences in investments in primary education that would
be required under conditicns of constant fertility (Projection 1) and
of even modest declines in fertility (Projection II) are striking.
These projections are based on the actual enrollment of 55 percent
of the school aga population in 1970 and a gradual improvement of 3
percent per year so as to achieve a total of 70 percent of the school
age population enrolled by 1980,

With Projection I, 5,477 .additional urban classrooms and 8,193
additional rural classrooms would be required. With Projection II,
5,183 additional urban classrooms and 7,774 additional rural classrooms
would be¢ necded., Based on current cost of $15,000 per urban classrc n
and $4,500 per rural classroom _3 /, the construction costs with Pro-
jection I would be $119 million “and thosé for Projection II would be
$112.7 million., Thus, a modest decline in fertility would result in
savings of $6.3 million. With a somewhat more rapid decline in fir=-
tility, the savings in construction costs would be $14 million.

Of course, additional teachers would be required for any expansion
of the cducational system. Assuming a cost of §3,000 per year per
teacher _4/ and a student/classroom ratic of 64,6 in 1970 and 60 in 1990,
the additional costs for salaries with Projection I would be $79.5 mil-
lion, with Projection II, $58.2 million, and with Projection III, $55.6
million.

A modest decline in fertility as envisioned with Projection II
would reduce the total costs of expanding the educational system as
previously deseribed from $198.5 million to $168.3 over a ten year
period, which would represent a savings of $30,2 million during that
period or a savings of over $3.0 million annually,

.3/ Secretariat of Education and Fine Arts,
4/ Secretariat of Education and Fine Arts.
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The effects of rapid population growth are already evident in
the Dominican Republic. There is ample evidence that the nation's
population has grown faster than the social and economic resources
necessary to support it. In the event of continued high fertility,
all indications suggest that the future presents a grim prospect for
ever increasing numbers of citizens. Malnutrition is widespread
among children and adults. Forty-five percent of the labor force is
unemployed, and while underemploymen: is thought to be widely pervasive,
its extent has not been estimated. The situation promises to deterio-
rate even further unless the rate of population growth is reduced.

That rapid population growth is a problem has been formally
recognized by the GODR. Until the end of the Trujille era in 1961,
the Government was strongly pronatalist. This position has been
attributed to a number of factors, including maintaining a balance
between the two countries of Hispaniola. Between 1961 and 1962,
private organizations began to offer contraceptive servicen on a
limited scale, but the Government officially remained sileut on
the issue.

In December 1967, President Joaquin Balaguer signed the
Declaration on Population at the meeting of the Chiefs of American
States held at Punta del Este. This statement recognized unconcrolled
population growth as a deterrent to social and economic development.
In February 1968, the GODR established the National Cou il of
Population and Family (CONAPOFA) within the Secretariat of State for
Public Health and Social Assistance. Supported by public funds and
financial assistance from international donoss, the Council currently
offers family planning services through 91 clinics and hospitals.

B, DYNAMICS OF POPULATION

B.1l. Internal Migration

Migration within the country is predominantly toward urban areas.
The population of Santo Domingo and of Santiago, the only cities with
more than 100,000 inhabitants in 1970, increased by 82 percent between
1960 and 1970. During the same period, the population of the country
as a whole increased by 29.5 percent. The annual growth rate during
the intercensal period (1960-1970) for cities with more than 20,000
inhabitants was 5.9 percent, exactly double the annual national growth
rate during the same period. Since fertility is higher in rural than
in urban areas, it is clear that the growth of the cities during the
intercensal period is largely due to immigration.
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The percentage of migrants to the cities who return to rural
areas cannot be cstimated from the demographic studies available at
this time. Research on migration in other developing Latin American
countries suggests that it is probably quite small. Intensive
migration to Dominican cities has resulted in high rates of unemploy-
ment and underemployment among the poor.

B.2. Emigration

While precise data are not available with regard to magnitude,
there has been substantial migration of Dominicans to Puerto Rico
and the mainland of the United States. According to the Visa Office
of the U. S. Department of State, over 84,000 Dominicans migrated
legally to the United States between 1961 and 1969 5/. During the
same period, 210,000 Dominicans were issued non-immigrant visas.

It is estimated that between 100,000 and 200,000 Dominicans are
presently residing in New York City 6/. During the 1960's, there
were approximately 86,000 more Dominican emigrants than immigrants.
Nonetheless, it seems most doubtful that migration will significantly
alleviate the pressures due to population growth in the Dominican
Republic.

B.3. Mortality

It has been estimated that about 50 percent of all deaths in
the Dominican Republic are not registered, and hence, one is forced
to use other sources of data for some insight into mortalitr. A study
of a sub-sample of households enumerated during the 1970 ceusus
estimated the crude death rate at 14.7 during the previous five-year
period. Preliminary findings from the "Diagnos" survey conducted in
1974 also yielded an estimate of 14.7 for the crude death rate 7/.

Utilizing the sources cited above, it is estimated that the
crude death rate declined from 20.3 in 1950 to 14.7 during the
period of 1965-1970, a decline of 28.7 percent, as shown in Table 15.
During the same period, infant mortality declined from 150.2 to 104.0,
a decline of 29 percent. The cause for the latter decline is unknown,

3/ Nelson Ramirez. "Situacién y Tendencias Demogrdficas en la Repd-
blica Dominicana." (Mimeo, September 1, 1973.)

6/ Thomas E. Weil et.al. Area Handbook for the Dominican Republic.
U.S. Government Printing Office (Washington, D.C.: 1974), p. 25.

7/ The "Diagnos" survey was carried out under the auspices of the

Secretariat of Health as part of the Dominican Health Assessment,
and the sample consisted of 24,560 randomly selected households or
about 176,000 people.
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but it probably reflects at least in part an increase in the
proportion of women delivering in hospitals. The infant mortality
rate of 104 was calculated from the preliminary findings of the
"Diagnos" survey, and it is appreciably higher than that estimated
for 1973 by the United Nations 8/. It must be added that both of
these est.mates are subject to distortion from failure of recall

and other sources of human bias as well as sampling variation. 1In
the case of the "Diagnos" survey, the time available to the Dominican
Assessment group did not permit the calculation of confidence
intervals.

B.4. Mortality as a Health Indicator

Traditionally, mortality has been used as a health indicator,
and with good reason. With the exception of those deaths due to
violence, automobile accidents, homicides, etc., the events which
terminate fatally begin with an illness. Since the causes of death
vary in different age groups, age-specific mortality rates are
particularly useful as health indicators. Age-specific mortality
rates for the Dominican Republic, preliminary estimates based on
analysis of the data from the "Diagnos" survey are shown in Table 16.

In 1967, the infant mortality rates for Barbados and the United
States were 43,7 and 23.1 respectively 9/. Infant mortality in the
Dominican Republic in 1973-1974 was more than twice as high as that
in Barbados in 1968 and more than 4 times as high as that in the
United States in 1968.

Age-specific mortality rates for the Dominican Republic (1973~
1974), Barbados (1968), and the United States (1968) for the age
groups of 1-4 years through 55-59 years are shown craphically in
Figure 5A., 1Infant mortality rates were not included to facilitate
comparison for the age groups cited previously.

-8/ "1973 World Population Data Sheet,' Population Reference Bureau,
Inc,

9/ 1968 Demographic Yearbook. United Nations (New York: 1969).
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Table 16

Age-Specific Mortality Rates,
Dominicizn Republic, 1974

Country As Urban Rural
Age Group A Whole Areas Areas
-1 103.8 73.9 127.9

1 -4 16.8 » 15.0 19.6
5 -9 4,7 3.6 5.4
10 - 14 2.0 2.0 2.1
15 - 19 2.6 2.3 2.9
20 - 24 3.7 2.4 4,0
25 - 29 4.0 3.7 4.9
30 - 3u 4,7 4.5 5.0
35 - 39 4,9 4.6 5.0
40 - uy 5.2 4.5 6.0
45 - L9 7.8 4.9 13.4
50 ~ 54 10.6 - 8.5 13.6
55 - 59 15.7 13.7 17.8
60 - 64 13.9 15.3 12.7
65 - 69 ' 4.1 - 37.3 51,9
70 - 74 65.0 48.3 C 75,7
75 + 141.2 132.9 148.3

SOURCE: '"viagnos" Survey, Secretariat of Public Health anu Social
Assistance, July 1974,
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Mortality rates in Barbados and in the United States are quite
similar for every ape group. In contrast, the Dominican rates for
almost cvery age group are appreciably higher than those of the other
two countries. It is strikin, that mortality in the 1-4 age group is
eight times higher among Dominican children than those of Barbados and
17 times higher than those of the United States. lso worth noting
1s that wnile the causes of mortality in iafancy arc many and varied,
a basic or contributing cause of.most deacns in the 1-4 age usroup in
Latin America is malnutrition _10/. 1In the Dominican Republic, as
pointed out in this assessment, malnutricion is widespread anong pre-
school children,

High levels of mortality continue through young adulthood. The
mortality rate for Dominicans in the 15-19 year age group is 2.5 times
higher than that for the same age group in tha United States, and the
rate for the 20-24 year age group is 3 times higher than chat in the .
Unived States. It murt be pointed out that minor changes in the number
of deaths registered during the 'Diagnos" survey due to sucihi factor::
as sampling variation could result in marked changes in rates. If it
can be demonstrated later that the findings of the “urvey can be gener-
alized to the universe of Dominicans with reasonable assurance, it will
apparent that the state of health of the Dominican population is pre-
carious indeed,

B-5, Fertility,

It must be emphasized that the registration of vital ecvenus in
the Dominican Republic is woefully inadecuate for measuring demographic
variables, including fertility. Birth rates in the past have been cal-
culated 'argely through intercensal estimation procedures., The latter
arce subjecl to considerable and unknown error since they depend on as-
sumptions regarding mortality and migration which in turn are subject
to similar ervors. Estimates of completed fertility are also subject
to crror stemming Ifrom failure of recall as well as the fact that an
unknown number of women have died or migrated,

During the past three decades estimates of the crude birth rate
have ranged drom 45 to 50 per 1,000 inhabitants. Based on a sample
of households cnumerated duriag the 1970 census, the crude birth rate
was estimated at 47, one of the highest in Latin America., The crude
birth rate cstimated from the preliminary analysis of the "Diagnos"
-survey place the crude birth rate at 45. The 1970 census data showed

10/ Ruth Rice Puffer and Carlos V. Serrano. _Characteristics of
Mortality in Childhood. The Pan American Health Organization (Washington,
D. C-: 1973)0 ) .
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that qémpletcd fertility for women beyond the child bearing age (50
years) was 6.8 children per woman,

A measurve of fertility which is much less subject to bias is
the child~womar ratio, the number of children of a given age per
thousand women in a particular age group. The advantage of this
measure is that it can be obtained with relatively little error from
census data, It ls also a good measure of effective fertility since
it automatically takes into account infant and child mortality, Two
such measures for 1950, 1960, and 1970 are shown in Table 17.

Comparisons within the first column of Table 17 indicate that
effective fertility in the Dominican Republic has been increasing
since 1950 and at an increasing rate, Between 1950 and 1960, the
rate of increase in the child-woman ratio was 2.6 percent; the 1960-
1970 period, it was 8.8 percent, although the increase may reflect
in part improved census data,

It is important to note the variation between decades in the
differences in the child-woman ratios among the 5-9 year old children
as compared to the 0-4 age group. The number of children born betwee
1960 and 1965 was smaller than would otherwise have been the case
because of the depressed fertility associated with the revolutionary
period. The foregoing indicates that Dominicans can and do exercise
control over their fertility to some degree even in the absence of
programs aimed at such a goal. The increase in effective fertility
in the post-revolutionary period (1965-1969) suggests that the per=-
ceived need to control fertility declined, '

B~6., Composition.

The age-sex composition of the Dominican population is shown

in Figure 6. From the 1970 census data, it was estimated that 48
percent of the Dominican population was under 15 years of age and
3 percent was 65 years of age or older, This yielded a dependency
ratio of 1,04. Expressed somewhat differently for every 100 persons
in the age range of 15-64 years, “here were 104 who were not in the
labor productive age group. In the light of the social and economic
realities of the Dominican Republic, this indicates an even greater
burden than would the same figure for a developed country. The earn-
ing capacity of those in the labor force is very low with a per capita
income of RD$ 414 in 1974, Moreover, the unemployment rate of those
considered to be in the labor force 1s estimated at about 45 percent
at the present time., Uader-employment is also high. These several

factors combined mean that the economic burden is actually carried by
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Child Woman Ratios for the Dominican Republic,
and the Inter-Decade Changes in Magnit

TABLE 17

1950, 1960, and 1970
ude of Ratios

Children under Inter-Decade Children age Inter-Decade
3 years of age Change in 5-9 years per Change in
per 1,000 Magnitude of 1,000 females Magnitude of
females, 15-49 ratio 20-54, in the ratio
Year in the population (percent) Population (percent)
1550 749 733
1960 769 +2.6 877 +19.6
1970 837 +8.8 928 + 5.8
Source: Henry S. Shyrock, Jacob S. Siepel, et.al.  The

Washington, D. C. vy. s. Department nf Commerc
== Nelson Ramires, Proyecciones de la Poblacidn

Methods and Materials of Demography.

Bureau of the Census, 1973, p. 504;

dad, 1970-1990 (mimeo) not dated.
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only a small portion of the population.

The 48 percent of the population under 15 vears of age represents
a tremendous drain, not only on the parents who must feed and clothe
these children but also on the society in terms of satisfying "“~alth
and educational needs. Educational needs have clearly not been satisfied.
Over 30 percent of the population over 10 years of age is illiterate,
and only 64 percent of the 15-19 year age group are attending school.
The educational system has fallen far short of thav which would be required
to fully exploit modern economic possibilities. Assuming constant popu-
lation growth, future costs of educating greater numbers of the population
will be excessively expensive. '

B.7. Distribution

Population density, 88 inhabitants per square kilometer or 240
per square mile, is one of the highest in Latin America. This is
striking for a country with such high unemployment, low industrialization,
low per capita income, and great dependence upon subsistence agriculture.
The prospect of doubling the population within the next 22 years (assum-
ing an annual increase of 3.2 percent) is discouraging unless capital
inputs are high and yield increases substantial.

The implications of continued rapid growth with regard to the
quality of life in the cities are severe. The population of the
National District, which includes Santo Domingo and the immediate
surrounding area, grew from 466,830 in 1960 to 817,645 in 1970, an
increase of 75 percent. As noted previously, the population of
cities with 20,000 or more inhabitants almos® doubled during the inter-
censal period increasing from 568,700 in 1960 to 1,208,545 in 1970.

There is no reason to expect that the existing rapid rate of migr-
ation to the cities, and especially to Santo Domingo, will not continue.
The latter meets the needs of its present mass of poor with great
difficulty. Water supplies are frequently inadequate for Santo Domingo's
poor, and sanitary facilities are almost non-existent. As shown by the
Central Bank's study of income in 1969, many of these people do not have
enough resources to feed themselves a nutritionally adequate diet. Future
migrants may fare little better.

C.  CURRENT POPULATION PROGPAM

C.1. Description of Present Program

The National Council of Population and Family (CONAPOFA) was created
by Decree 2091 signed by the President of the Republic on February 14, 1968.
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It was established within the Secretariat of Public Health, and its
principal mandate was given as ‘the study, research, analysis, and
publication of everything related to the growth, mobilicy, and

projecticn of population in the country.'" ‘he sanc decree established
CONAPOFA as the "maximum authorityv” for pepulation and ¢amily planning,
and a later statute, Regulation 4478, also charged CONAPOFA with the
responsibility of advising the lecretariat of Public Health in establish-
ing a population program. I rhe intervening years CONAPOFA has
concentrated on the provision of c¢linical family planning services.

On June 1, 1973 the GODR and the United Nations Fund for
Population Activities (UNFPA) signed an agreement which provided
$1.9 million for the GODR family plauning program during the period
of 1973-1976. The UNFPA also agreed to provide the services of two
advisors from the Fopulation Council, one in the field of administraticn
and one in research and evaluation, and these advisors have since played
a very active role in program development and implementation.

From 1968 to mid-1374 the number of clinics offering family
planning services in the Dominican Republic increased from 8 to 71.
As of this moment there are 94 clinics providing family planning
services, and CONAPOFA plaus to increase the number to 191 during the
next twelve months.

0f these 94 clinics, five are operated by the Armed Forces, one
by the National Sugar Council, one by the Dominican Association for
Family Welfare, and one by the Dominican Social Security Institute.
The remaining 86 clinics are operated by the Secretariat of Public
Health, and these clinics provide family planning services in addition
to others such as prenatal care, well baby care, etc.

By the end of December 1971, the national family planning program
had reached 101,922 acceptors. On June 30, 1974, the number of accep-
tors had increased to 115,007 women, 11 percent of the women of repro-
ductive age (15 to 44 years).

The clini~ records of 45,000 acceptors, more than a third of the
total number, wecre receatly analyzed by a United Nations advisor, and
it was estimated from this analysis that only 32 percent of all acceptors
were continuing to use contraception. About 3.5 perceut of the target
group are practicing family planning. Under the circumstances, il seems
very likely that the program has had little or no demographic impact
thus far.

In a study of the national family planning program carried out
in 1973 by Mundigo and Stycos, the authors noted that the tota]l number
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of acceptors increased vapidly from the first year of the program
(1968) until the end of 1973 _11 /. Wnen the authors examined the
data for ten individual clinics, however, chey found that the number
of new acceptors per clinic had consistently declined after they had
been in opecacion for one year. The innrease in the total number of
acceptors mercly reflzcted incrcases in the number of new family plan-
ning clinics accouparied Ly relatively rapid saturation for the demand
for services,

During the first two years of the program a majority of the ac-
ceprors chose an IUD, but in cecent years tne oral pill has been the
methed of choica. During the second scuester of 1973, 23 percent of
the acceptors close che IUD; 51 percent, oral pills; and 26 percent,
other methods 12 /. .

The implications of 26 percent of acceptors using 'other methods,"
generally condons and foan, as far as the effect on birth rates is '
concerncd, arc not ciacourwging., Waile dara on continuation rates for
such methods are not wvailable for the Dominican Kepublic, studies in
other countrics show they have a low level of use effectiveness in mass
programs. Yost recently, Laing has shown that 32 percent of all ac~-.
ceptors of "other mothods' in the Philippines became pregnant within
12 wonths after acceptance as compared to 10 percent of all IUD ac-
ceptors during a comparable perlod of time 13 /.

There is some evidence that the IUD is more effective than the
pill in the Dominican Republic, although not strikingly so. Mundigo
and Styccs found that first mwethod continuation rates for the IUD were
70 percent at 12 months and those for the pill were 6f) percent for the
sama period _14 /.

__11/ Axel I. Mundigo and J. rayone Stycos. 'Information and Education
in Perspective: An Overvieuw of the Dominican Family Planning Prograri.'
In J. Mayon2 Stycos (ed.), The Clinic_and Information Flow, Lexington
Books. P.C. ilcalth anl Company (Lexington, Mass.: in press). Permission
to use material granted by the author and publisher.

12/ Consejo Vacional de Poblacion y Familia. 'Informe General del
secretario Ejecutivo del Consejo Nacional de Poblacién y Familia, Perfodo
Enero~Junio.' (Mimeo, 1973) :

13/ John E. Laing, ‘'Differentials in Contraceptive Use Effectiveness
in the Philippincs." Studies in Family Planning, 5 (October 1974) pp.302
313,

__14/ Mundigo and Stycos, Op. Cit.
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Some program administrators would be concerned that only one-fourth of
all acceptors in the Doninican Republic receive IUD's, It might be said
that the present distribution of methods employed in the Dominican pro=
gram rcflects the prefarenc2s of acceptord, but ther. is some evidence
to suggest that physizians exert appresiable influence on acceptors'
selection of methods, particularly the IUD _15/,

CONAPOFA has recencly providad nurses with special training in
order that they may prescritc the pill and insert IUD's. At the same
time, it authorized auxiliary nurses to prescribe the pill after inter-
viewing potential accertors and utilizing a check list to identify those
women with contraindications to use the pill. Medical supervisors for
the national family planning program have algo been trained recently.
All of these measures will undoubtedly contribute to improved program
implementation.

The critical question is whether or not the present family
planning program, including the future expansion as envisioned, will
subatantially reduce the birth .ite, Mundigo and Stycos in collaboration
with Cornell University's Center for Environmental Quality Management,
prepared a mathematical model for estimating the demographic impact of
alternative programs, a rwdel which utilized demographic data from the
United Nations and the 1970 census, program effectiveness data gathered
locally, end program resources consumption data _16 /.. The findings
which follow are shown graphically in Figure 7.

The authors utilized the model to test the effects of the following
on fertility: extendinz the existing program for ten vears, reaching
20 percent of the romen in the reproductive ages in five years, adding
a nation wide radio program to the exlsting program of services, and
implementing a Taylor-Berelsoa program, The latter is a maternity based
famnily program which would essentially provide every pregnant woman Six
visits by a trained medical person and would offer each woman family
planning services after delivery., As shown in Figure 7, only the latter
program had an appreciable effect on the birth rate,

15/ Donald W. MacCorquodale, 'Philippine Physicians Influence on
Aceptors®' Selection of the IUD.,'" Studies in Family Planning, 5 (April
1974) pp. 140-143, . :

16 / Mundigo and Stycos, Op. Cit,
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Cc.2. Constraints

There are powerful constraints on programs designod to reduce
birth rates in the Dominican Republic, While the determinants of
fertility are imperfectly understood, a number of elements fa'or low
birth rates. Among others, they include: wurbanization, induscrializ-
ation, high mean levels of educational attaiament particularly for
women, low infant mortality rates, .and late age at tirst marriage or
consensual union.

The Dominican Republic is not yet an urban society in the sense
that Colombia is, with more than half of its population residing in
cities of over 100,000 inhabitants, but ove-half of the population
will be living in urbanized areas Ly the end of the cecade. Neverthe-
less, this country is predominantly agricultural rather than industrial.
The mean level of educational attainment of Dominican women is low.

Infant mortality is high in comparison with many Latin American countries,
and the high fertility of women in the 15-19 vear age group shows that
~marriages and consensual unions are established early in life.

In addition, there are serious constraints within the delivery
system of femily planning services. Most Dominican women live in towns
of less than 2,000 people, and hence, they do not have rvady access to
services. The Dominican Assessment pointed out that in those communi-
ties with clinics, physicians come to work late and leave early. More-
over, women must wait long periods for services in most_clinics.
Physicians are not available in the great majority of family planning
clinics in the afternoons. Choice of method is restricted since all
methods (notably sterilization) are not available., Niddle and upper
class women can purchase contraceptive pills over the counter in drug-
stores, but poor women are denied this convenience since they cannot
pay the high cost for these items as available in pharmacies.

Even if the foregoing constraints did not exist, considerably
more effort would have to be made in the area of family planning in
the Dominican Republic in order to achieve an appreciable reduction
in birth rates. Quite obviously, more resources would have to be
allocated to family planning as vill be shown.

According to the National Council of Population and Family
(CONAPOFA), $666,720 was spent on family planning in 1972. The sour:es
of funding are shown below:

GODR $397,980
IPPF¥ 180,840
Population Council 72,300
Funds generated by PL 480

Sales 15,600

Total $666,720
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This figure is grossly inflated. The contribution from the
GODR includes $80,000 for the operating expenses of CONAPOFA, and
the balance represents half of the salaries of the physicians who
work in clinice of the Secretariat of Health, which offer family
planning services. This reflects the assumption that half of these
physicians' time is spent on family planning. Assuming that one-
‘tenth of their time is spent on family planning is a generous
estimite. DMNonetheless, the latter ~usumption will be used to offer
a somewhat more realistic preseniation of resource aliocation to
family planning in 1972 which follows:

IPPY $180, 840
GODR (CONAPOFA) 80,000
GODR (physicians' salaries) 3,600
Population Council 72,300

Funds generated by PL 480
Sales 15,600
" Total §412,340

oance the national family planning program according to CONAPOFA
reached 20,271 acceptors in 1972, the cost per acceptor equals $20.34 '
for 1972. '

) The USAID has calculated that it would be necessary to reach
a minimum of 84,000 new acceptors annually from 1975 through 1979
to reduce the crude birth rate by 20 percent in the Dominican Republic
by 1980. The methodvlogy employed was based on the conce~t of the
birth interval as related to the length of time a woman must practice
contraception to avert a birth, and it was assumed that all acceptors
would use an IUD. Assuming a cost of $20.34 per new acceptor,
$1,708,560 would have to be expended each vear to reach 84,000 women
during that periocd. Since most women accept methods which are less
effective than the IUD, a larger number of new acceptors would have
to be reached annually to have the same demographic impact, As a
result, cost would be greater. Nonetheless, the figure given above
is generally illustrative of the order of magnitude of the resources
that would be required to reduce fertility by 20 percent within a
peri d of five vears.

The foregoing should not be interpreted as meaning that if the
GODR were willing to invest a given amount of money in family plaaning,
a declinz: in the birth rate would assuredly follow. No matter how great
the investment in family planning in thiz country, birth rates will not
decline unless Dominican women are determined to have fewer children.

Nonetheless, there is in all likelihood an unmet demand for
family planning services in this country if for no other reason that the
Y i g 3
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present delivery system is se {nefficient, Unhapplly, the extent of
thig demand cannot be estimated from available data, but the importance
of attemptiang to meet the neods of theuss women e sclf-evident. Bviden-
ce from other countries suygests thet much more cen be done in this
regard. No single additional progranm s likely to have a marked demo-
graphic impact, bur action in a auaber of arezs well migat do so.

D. ALTERNATIVE AFPPROACHES

Before considering additional activitles that might be undertakan
in a further acttempt to veduce fertility jn the Dominican Republic, it
is worth pointing out that no sinrle meosurc would faver declines in
birthe as nowerfullv as widesprrad ivpraviment in the general standard

of living of the great mass of (he Lonmirfcan pepulation, Programs that,
result in more cquitable distribution of irncome and the creatlon of em-
ployment will have favorable effects on fertility. Those nations so fre-
quently c¢ited as having successful Tamily plannlng programs, Taiwan,

" South Korza, Hong Long, and Singavorc, .o alias states which have under-

gone remarkable cconomic and sccial development,

D-1. Contraceptive Distribution Throuph Heighborhood Stores,

In late 1972 an interesting experiment was conducted in
Colombia _17 /., For four months 60 druzstores kept a daily record of
the sales of condous, suppositories, and oral pills. After the first
two months, 30 drugstores were given pamdhliccs which described in simple
Spanish how each mzthod worked, how to use the method, and its relative
efficiency in preventing pregnancy, and these pamphlets were given to
customers wiro purchasced contraceptives. The use of the pamphlets was
associated with a sfignificant increase in condom and suppository sales
and a sli~ht increase in oral contraceptive gsales,

it is worth noting that declines in Ffertility in Costa Rica
between 1965 and 1969 were largely duc to a declining proportion of men
and women entering into sexual unions and to increased use of contra-
ception and sterilization with commercial sources contributing abeut
60 percent of the contraceptives 18/, o

17/ Jerald Bailey and Maria Cristina de Zambrano., ‘'Contraceptive
Pamphlets in Colombian Drugstores." Studics in Family Planning, 5 =
June 1974, pp. 173-181, .
18/ Jack Reynolds, "Evaluation of Family rlanning Program Performance:
A Critical Review." Demographkv, 9 February 1972, pp. €7-87.
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While most Dominican ccuples do not have ready access to a
drugstore, parcicularly for reasons of cost, they do have a neighbor-
hood store or colmado nearby. Moreover, distribution systems already
exist te provide these stores with supplies of canned goods, soft
drinks, cce.  If prices were subsidized, condoms and suppositories
would be readily available to the wass of the population. If the
national family planniny program were to obtain ccnventional
contraceptives at liztle or no charge from internarional donors for
distvibution through colmados, it might evoke some opposition,
the extent of which has not been objectively determined. Alternatively,
the national family planning program could buy appreciable quantities
of conventional contraceptives in large lots through normal commercial
channels.

The avaiiability of oral contraceptive pills through colmados .
would increase their use. If 10,000 wouen were reached by such a
program during the first year, 123,000 cycles of piils would be
requirad. Assumning that 40,000 cycles could be obtained free from
international donors and the remaining 80,000 cycles were purchased
locally at %0.40 a cycle, rhe cost of the program (less transportation
coats within the country) would be $32,000 that year. The number of
users of family planning techniques would thereby be increased by
25 percent and through a method that was more effective than currently
picked by the majority. The pills could be sold for $0.10 per cycle,
which would be kept by the owner of the colmado.

D.2. Rural Pill Distribution Program

In cooperation with the National Coffee Growers Association in
Colombia, the Colombian Association for Family Welfare instituted a
program for distributing oral pills and conventional contraceptives
in rural villages several yeats ago. Local women were trainad to sell
pills at about US$0.20 per cycle using a coupon system. While data
are not available regarding the percentage of the target population
reached through this program, an unpublished report suggests that all
method continuation rates (some condoms and suppositorias were sold
as well) are among the highest in the world. This report also points
out that the cost per new acceptor in this rural program is lower than
that in any of the Colombian clinic-based or hospital-based progr.ms,
namely, US$6.00.

Assuming such & program were implemented here at the same cost
per acceptor and that 10,000 women entered the program the first year,
the cost would be $60,000. This approach lends itself ideully to



lmplementation through the SANAR program, which would reduce costs
of supervision, transgortation, etc. RisK from thrombo-smbolic
disease can be minimized by the use of a chack list to detect women
for whom the use of oral contraceptives is medically contraindicated

D-3 Postpartum Family Planning.,

Experience in eleven countries in coutheast Asia, west Asia,
and Latin Amevica have shown that ramily planning acceptanc.. is
much higher among women in the immediate postnartum period than
among women in the general population of women of reproductive age,
Most importantly, continuation rates are much higher among women who
accept during the irmediate poscpartum pericd than among woman who
have not had a child recently 19/, As peinted out earlier in this
paper, 70 percent of all IUD acceptors in the Doainican Republic are
still using the IUD cne veavr later. Significantly however, 61 per-
cent of acceptors in the Mexican postpartum program and 71 percent
of the acceptors in the Verczuelan postpartum program are still usin
the IUD three years later,

The Dominican Assessment recormended that the national family
planning program should consider making every effort to provide im~
mediate postpartum family planning services to every woman who
delivers in the Dominican Republic. The costs of a nation wide post-
partum program in public hospitals would be minimal since it would
involve little more than that of cquipment and training of personnel,
A note of caution is in order at chis peint. There is some evidence
that the use of the cral contraceptive pill diminishes milk supply
and shortens the period of lactation in postpartum women 20/, 1In
view of the magnitude of the problem of malnutrition in the Dominicar
Republic and the importance of breast feeding in this regard, the
question of whether or not the pill should be offered to postpartum
women would have to be considered very carefully. 1In any event, as

19/ Irving Sivin. Contrace:iion and Tercility Change in the
International Postpartum Program. The Population Council.
(New York: 1973), '

20/ S. Koctsawang, S., P, Phireleus, and T. Chiemprajert,
"Effects of Oral Contreaceptives on Lactation.'! Fertility and
Sterility, 23, January 1972, pp. 24-28, :
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shown above, the IUD is an excellent postpartum method.;;

Tt is somewhat disconcerting to note that family planning
services were initially offered solely to postpartum women of high
obstetric risk in the largest public maternity hospital in the
country. While this rule still prevails officially, it is encourag-
ing to note that services are now being offered to some women who
are not in the category of high obstetrical risk. Relatively poor
women do seek private medical care occasicnally in this country.

A study of Dominican attitudes, physicians as well as general populace,
regarding the implications of current rates of population growth, the
need for family planning programs, and related subjects would be
extremely useful, and such a study should be considered in the near
future. '

D,4. Increased Information and Education Program

A study conducted in 1970 to determine the impact of a radio
campaign on acceptance rates in the Dominican national family planning
program showed that as much as a 50 percent increase was possible
under favorable circumstances 21/. The Dominican Association for
Family Welfare (ADBF) currently offers educational family planning
programs by radio for one hour five days a week over radio stations
in five intermediate sized cities. ADBF also offers similar programs
for one-half hour Mondays through Fridays in Santo Domingo and
Santiago. These programs are given at prime time, and potentially
about 75 percent of the Domiaican populaticn can be reached by them.
The advantages of providing ADBF with sufficient funds to enable it
to provide nation-wide coverage with its educational radio prograr
seem apparent. An additional $60,000 a year would enable it to de¢ so
as well as provide much needed additional staff for the preparation
of these programs.

D.5. Increased Clinical Services in Urban Areas

The relative merits of unipurpose and multipurpose family
planning delivery systems is a hotly debated issue. The issue is
gomewhat obscure by virtue of the fact that unipurpose clinics are
located in general in urban areas where societal factors favor declines

21/ Mundigo and Stycos, Op. Cit.
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in fertility. Although there have been few studies directed toward
this question, the available evidence suggests that unipurpose clinics
are more eifective 22/, 23/.

Distance and transportaticon costs in Santo Domingo and Santiago
unquestionably make access to fawily plauning services difficult for
women in the low ‘ncome groups. lence, one should consider establish-
ing four additional family planping clinics in Santo Domingo and two
in Santiago, Th2se clinics should be esthlished in or near areas
densely populated by lew income families, and they should be staffed
by specially trained nurses, rather than physicians, if possibie.

The costs Zor snuch a program would pe about $10,800 per clinic
for rent and personnel costs, $4,800 for me-.:zal supervision, and an
initial cost ot $900 per clinic for cquipment. The total cost for
the first vear would be $123.600.

D.6. Female Sterilization

There is reason to believe that tubal ligation would be widely
accepted among low income Dominican wom:n. A survey conduced by the
National Statistics Gffice ana: the Secretariat of Health revealed
that of 6,582 women who were married or tiving In consensual union,
70 percent had knowledge of the pill, 34 percent of tubal ligation,
and zJ percent of the IUD. Among illiterate women, tubal ligation
was the most widely known method, ¢ is striking to note that 45
percent of the wom.u in the sample stated thar thev did not waint
another child in the future.

Tubal ligation in neighboring Puerto Rico has had remarkable
acceptance. A study of an island-wide probability sample of women
revealed that 34 percent of 21l wouwazn 20 to 44 years of age who had
born a child had been sterilized 24/. iany of these women uere

22/ William J. Kahley. ‘“ramily ¥Planning in Zolombia: An Analysis
w & Cost and Achievement," The Pennsylvania State University,
(Unpublishe! Ph.D. Dissertation: 1972).

23/ Jack Reynolds, '"Delivering Family Planning Services: Autonomous
vs. Integrated Clinics.” Family Planning Perspectives, 2,
Januarvy 1970.

24/ Harriet B. Presser, Sterilization and Fertility Decline in
Puerto Rico. Population Monograph No, 13, University of
California Press (Berkeley: 1973).
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relétively young and of low parity, and there can be little doubt
that tubal ligation in Puerto Rico was a factor in reducing birth
rates.

If tubal ligation were easily rvailable to low income Dominican
women, it would have special appeal to women over 3( years of age.
Nonetheless, fertility is so high among women in the 30-34 and 35-39
age group that tubal ligation would probably have some demographic
impact.

Costs could be minimized by offering postpartum tubal ligation
in public hospitals. An estimate of costs of a female sterilization
program offered to women generally are difficult to estimate because
of the lack of information with regard to demand. If one assumes
a paymen*: of $100.00 to a private surgeon and costs of $300.00 for
hospitalization for each patient, it tvould cost $80,000 to provide
tubal ligations for 200 women during the first year of the program.
Tt should be remembered that the demogrs ‘hic impact of 200 women
undergoing tubai ligation would probably be equal to that of 1,000
1UD acceptors in the same age group. At $20.00 per new acceptor,
an 1UD program of that size would cost $20,000. Making tubal
ligation available should be considered by Dumi:.ican policy makers.

As an alternative to offer tubal ligation in public hospitals,
policy makers could consider subsidizing the private family planning
organization (ADBF) to undertake a program.

The risks of laparoscopic tubal ligation, i.e., injuries to
the bowel and bladder, which occasionally terminate fatally, suggest
that this approach should be limited to use by tr-ined obstetrician-
gyrecologists, This would limit the usefulness of such an approach
here due to the lack of manpower. Moreover, this approach would
require considerable delay to train personnel and costs would exceed
those of a postpartum tubal ligation program.

D.7. Male Sterilization

While there is considerable evidence to suggest that female
sterilization would find wide acceptance in the Dominican population,
there is only limited experience with a program of vasectomy. The
method has the advantage of simplicity and low cost, but the likelihood
of limited acceptability suggests that vasectomy would have little
if any demographic impact here.
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D.8. Incentives for Family Planning

There are twn tvpes of incentives for family planning: those
for familyv plonning acceptors acd those [or workers in family planning.
Incentives tor family plonning workers have contributed to the success
of programs in South Forea and Taiwan,

Incentives tor accentors in the rea states of Sri Lanka and in
a limited arer of Tilusn have plaved a role in reducing the birth
rates of paruvicipatiog wenen. These programs uve not inexpeasive,
and they do veguire censiderable adminiscrative skill for successful
Implemerntation.

S A change in the curraent "coutraceptive mix' In the Dominicen )
Republic, i.e., & shift from Less erffective methods ("orher methods")
to a wore effective method (the TUD) would have a favorable effect
on birth vaces snce enough women in the target group were reached.
There was no i icant iucresse in the percentage of fertile wonmen
practicing centracepiion in the Erimesgut District of Turkey between

72 frrom 50 nercent to 54 percent), but there was a striking

1967 and 197 ;
decline in fertilitv 25/. The crude bivth rate fell from 35 to 29, and
this appears to have been due to increased reliance on the IUD and

decrzased use or ather umethods.

The national Family plaaning program could consider offering
physicinns and graduate nurses tinancial incentives for IUD insartions.
Assuming .that the number of new acceptors. increases to 30,000 during
the next twelve monthe duc to new clinics being opened and that 20
percent of all acceptors continue to get IUD's, there will Le 6,000
ILD acceptors during taat perlou. If pavalicians and nurses were paid
90.50 per IUD insertion, the percentage of IUD acceptors well might
cdouble. The cost cf the incentive program would be $6,000.00 for the
year, but a substantial Increase in demographic impact would be
achieved.

25/ WNueret H. Fisek, "An Integrated Health/Family Planning Program
in Etimesgut District, Turkey." Studies in Family Plamnning, 5
(7), July 1574, pp. 210-220.
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D.9. A Combined Approach to Reduce Fertility

In order to reduce the birth vate by 20 percent in 1979 through
the use of IUD's alone, 231,535 women would have to be using IUD's
during tnat yens. Those calculations are shown in Table 17A.

Assuming that all icsertions are made at mid-vear for ease of
calculation (the assumption is not critical) and assuming further

that 25 percent of all TUD zcueptors will cease using the method

each year aftcr insertion, 84,195 IUD's would have to be inserted
annually from i%75 ro 1979, These calculations are shown in Table 17B.
For obvious reascns a program utilizing IUD's alone is not feasible,
and other metheds must be ofrered.

As pointed ont earlier, there is evidence that tubal ligation
would be widelv accepted in this countrv. There will be about
200,000 live tirths annually betwcen 1Y75 and 1979, and of these
about 40 percent or 80,000 will tale place in hospitals. If only
1.0 percent of these women underwent tubal ligation (a deliberately
minimal assumption), &,000 female sterilizations would be perforined
annually, The Secretariat of Heelth has 75 hospitals which provide
surgical or maternity services. If two female sterilizations were
performed weekly, 7,200 could be done anw ally and 36,000 could be
performed during a rive-year period. This would reduce the number
of women who would have to be utilizing contraception effectively
in 1979 from 231,535 to 195,335 and would reduce the number of new
acceptors to be reached anuually to 71,104 in order to reduce the
birth rate by 20 percenc.

Assuming that 25 percent of all women continue to use IUD's as
is the case now, 17,776 women would have to be inserted annually
from 1975 to 197% to naintain this rat+o. The remaining 53,328 women
would have to be reached by other methods. If one assumes little or
no demographic effect from the use of traditional contraceptives due
to their limited use-ctfectiveness, these women would have to be
reached with pills. Since the pill is only about 80 percent as
effective as the TUD in the Dominican Republic in terms of continuation
rates, the latter number swould have to be incrcased by 20 percent or
to 63,994 pill acceptors annually to be assured of a demographic
effect approximating that of the IUD.

Reaching that wany acceptors should be feasible through the
combined efforts of the present clinic-based program (21,331 acceptors
annually), distribution uf ~ills through colmados (21,331 acceptors
annually) and distribution ot pills through the additional low-cost
delivery systems (21,331 acceptors annually).
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Nunber of IUD Acceptors Necessary to Reduce
The Crude Birth Rate By 20 Fercent In 1979.

Estimated

78

Estimated number of Number of
female Age-specific  Birth births in births to Number of iUDs
population fertility interval 1979 ba averted tc be in place
in 1978 rates in years (W)=(1)x(2) (20%) in 1979
Age Group (1) : (2) (3)=1/(2) 1,000 (3)=(4)x0.2 (6)=(3)x(5)
15-19 313,243 107 9.3 33,517 6,703 62,353
. 20-24 267,546 248 4.0 66,301 13,275 . 53,090
25-29 211,351 275 3.6 58,122 11,69u 41,846
30-34 : 162,323 247 4.0 40,094 8,019 32,076
35-39 116,264 175 5.7 20,300 4,060 23,142
40-4Y 95,336 92 10.9 8,740 1,748 19,053
TOTAL 1,116,063 - : - 227,123 45,424 231,535

SOURCE: Calculated by USAID/DR.



Table 17B

Calculations of the Number of IUDs
To Be Inserted Annually .
To Have 231,53% IUDs In Piace In 1979

PROPORTION OF IUDs REMAINING EACH YEAR AFTER INSERTION

1975 1376 1977 1978 1978
95 .75 .55 .35 .15
.95 .75 .55 | +35
.95 75 .55
.95 .75
.95
2.75

* The number of IUbs to be inserted annually to be able
to have 231,535 IUDs in place in 1979= 231,535 = 84,195
2.75

SOURCE: Calculated by USAID/DR.
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In summary, to achieve the goai of fertility reduction there
would have to be 7,200 tubal ligations performed, 17,776 IUD's inserted,
and 63,994 new pill acceptors recruited annuallv from 1975 to 1979,

An Indirect cost of RDSICU.GS per tubal livation in a public
hospital seems reasonablc. The cust per new 1D or pill acceptor is
assumed constant at the present level of RDS20.00 in the existing
clinic-based program, and a new pill acceptor in the colmado
distribution program or the low-cost deliverv svstems based on the
Colombian experience cited earlier is assumed G be $6.00. The
annual cost of such a program would be as follows:

Tubal ligations PDs 72,000
IUD insercions 355,520
Pill acceptors, clirnic 420,620
Pill acceptors, other _255,972

RD$1, 290,952

0f course, the proportion of women resched by IUD's is
important due to their greater use-effective.css.

Physicians could possibly be encouraged to work in family
planning by means of incentives for IUD insertijons. RD$2,00 per
IUD insertion seems reasonable since one IUD insertion per day
would increase the participating physician's iucome py 10 percen..
This would increase the annual cost by a modest RD$35,552. The
total annual cost would then becone RDS$1, 326,504, and the cost of
the five~year program would be RDS6,632,520.

D.10. Summary

There is a great deal more that can be done in the Dominican
Republic in the field of family planning. The distribution of
contraceptives through commercial channels, increased postpartum
activities, greater reliance on the IUD through incentives for nurses
and doctors, and female sterilization hold special promise for reducing
birth rates, although tubal ligation on a large scale may not be
feasible. The critical question is the extent to which the GODR is
determined to confront the problem of rapid population growth,
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V. NUTRITION

A.  INTRODUCTION

The Dominican Assessment group recognized nutrition as a major
factor in improved health. It did not submit an independent appraisal
of nutrition in the Dominican Republic. An excellent 1969 survey of
the nutritional status of middle and low income groups provides ample
information about nutritionsl deficiencies. It is unlikely that there
have been significant changes in the past five vears. TIts. observations
on nutrition depended heavily on this survey and vieus of AID consultants
and advisors. This section of the present assessment essertially
reflects both consultants and resident advisors' analyses of thc problem.

While it is not firmly established that improving the health of
the populace is a necessary precondition to lower fertility rates, thereé
is a reasonable presumption that this is sc, especially reducing infant an.
child mortality. There is an increasing accumulation of evidence to
suggest that in developing societies attitudes about family size relate
directly to expectations of child survival. It is assumed in the absence
of contrary evidence that this would be true for the Doninican Republic
as well. This then would suggest an important, if indirect, relationship
between better nutrition and lower fertility.

Malnutrition may even be the major health problen in the Dominican
Republic. Signs of malnutrition abound among the urban and rural
children, and even among adults. Children are often so small that it is
difficult to guess accurately their age. Frequently, mainourished
children suffer with swollen stomachs and de-pigmented hair, clea.ly
defined signs of protein-calorie malnutrition. In the poorest areas,
people often appear listless and inactive, signs also associated with
malnutrition. The relationship of maluutrition to mental retardation
exists but is difficult to assess. Poor school performance also is
undoubtedly partially the consequence of prolonged malnutrition.

For poor Dominicans, and most Dominicans are poor, the problem
18 a daily scarcity of food. The typical family usually eats twice a
day. In the urban areas there has been a noticcable doop in food
consumption during the past five years. An aflerncon meal will usually
include rize with a watery bean sauce, boiled plantain and coffee. 01l
is used in cooking vhen the family can afford it. ‘leat is caten ouce

or twice a weelh it ar ail. Fish is usually aot available and in some
areas actuslly belicved to be dangerous to health. Vegetables are
infrequently consumed, and the readily available - iits are not eaten

by many because of superstition.
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The national nutrition survey carried out in 1369, 1/ founa
that the most serious nutritional problem in the Dominican Republic
was protein-calorie deficiency. Average daily .aiorie intake (1634)
and protein intake (45 grams) are, respectively, only 7A and 82
percent of that recommended. Malnutrition was fouud to be most
critical in children from 0-5 vears. The poor nutritional status of
mothers, especially when lactating or carrying children, affects
the children's nutrition from the.very beginning. Over three-fourths
of the pre-school children examined had protein-calorie malnutrition
according to Gomez classification (Table 18). body weight was normal
at birth, but by 12 to 18 months, retardation of growth had become
apparent (Figure 8). Deficits in health and weight appeared to
persist through life (Figure 9 and Figure 10). Other significant
dietary deficiencies included Vitamin A, riboflavin, pyridoxine,
Vitamin B12, Vitamin E, copper, zinc, and magnesium (Figure 11).

Malnutrition is a common problem throughout the developing world,
but there is reason to believe that in the Dominican Republic it is
nore severe than many countries, for example, in comparison with Central
American countries (Table 19).2/ Striking regional variations also
occur within the Dominican Republic (Figure 12). More serious nutritional
problems exist in the rural than in the urban areas, but particularly in
the .Southwest region. (Table 20). The problem of malnutrition stems
in large part from the inability to pay for food and from the lack of
adequate food supplies, but also because of food preferences and a lack
of nutritional knowledge. Consequently, differences in economic,
agricultural, and social development among different areas help to
determine these disparate nutrition levels.

A greatly increased national concern for improving nutrition will
have to occur before significant improvement in nutrition can be expected.
In many respects, good nutrition 1esults from attitudes even more than
from discrete progiams. Consequently, there needs to be an awareness
about nutrition and nutritional benefits when decisions on policy and
resource ~llocations are made, be these in health, education, public
information or agricultural institutions and agencies.

1/ W, H. Sebrell et.al., "Nutritional Status of Middle and Low Income
Groups in the Dominican Republic," Archivos Latinoamericanos de
Nutricidm, Vol. 22. Nimero Especial (July 1972).

2/ While all data in Table 19 were obtained with similar methodologies
samples were drawn differently, and the data are not strictly
comparable.
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Table 18-

Gomez Classification of the State of Malnutrition
' of Pre-School Children

Percent . Percent of
Classification Standard Weight No. of Subicets Subjects
Normal 91 or above 271 25
Grade I 76 to 90 536 49
Grade 1II 61 to 75 249 23
Grade IIIX 60 or below : 44 4

Source: Sebrell, W. H. et.al. "Nutritional Status of Middle and Low
Income Groups in the Dominican Republic ", Archivos Latinoamericanc
de Nutricidn, Vol. 22. Nfmero Especial (July 1972).
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Cereals
Tuber Roots
Ségar
Pulses
Vegetables
Fruits
Meat

Eggs

Fish

Milk

0il

Other Foods

Non-Alcoholic

Beverages

Table 28

*COMPARISON OF 1969 AND 1974 COSTS OF MONTHLY FOOD PURCHASES IN 1969
BY PER CAPITA INCOME GROUPS

B C F G I

$ 5-9.99 $10-14.99 $25-29.99 $30-49.99 $100-199.99
1969 1974 1969 1974 1969 1974 1969 1974 1969 1974
$1.89 § 3.08 $1.96 $ 3.19 $ 3.07 § 5.00 $ 3.04 § 4.95 $ 3.96 $ 6.49
.18 .31 .25 . .38 .65 .49 .84 .79 1.35
.25 .25 .34 .34 .57 .57 .62 .62 1.09 1.09
.34 .50 .39 .58 .59 .88 .48 .71 .66 .88
.23 .29 .38 .48 .73 .92 .75 .94 1.80 ~  2.28
.45 1.05 56 1.31 1.35 3.17 1.35 3.16 3.20 7.51
.73 1.23 1.87  3.17 3.09 5.24 3.21 5.44 8.23  13.95
.05 .06 .05 .06 .27 .32 .43 .51 1.10 1.31
.14 .36 .19 .48 .27 .69 .40 1.01 .87 2.31
.47 59 .90 1.12 2.21 2.76 2,41 3.01 4.01 5.00
.68 98 .89 1.29 1.65 2.39 2.21 3.20 3.00 4.34
.39 .59 47 .71 .75 1.14 .87 1.32 1.38 2.09
.30 .41 .42 .58 .84 1.17 .88 1.22 1.81 2.52
$6.10  $9.70 $8.68 $13.75 $15.77 ° $24.90 $17.16  $26.93 $31.95 $51.12

Source: ‘*sancu central, "Income and Expenditure Survey," 1969 - Santo Domingo.
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C.2, The Dominican Assessment

The Dominican Assessment suggests that there are three ways
to increase real income of the poor: increasing em: loyment, direct
transfers of income, and reducing the cost of food. There is no
suggestion as to how these objectives should be achieved. Unemploy-
ment in Santo Domingo in February 1973 was estimated at 15 percent
among men and 30 percent among women, while 45 percent of the total
labor force is unemploved. Underemployment in Santo Domingo was
estimated at 50 percent. Rural underemplovment 'sas estimated at
40 percent. The data base is weak and too much attention should
not be paid to the figures. What is clear is that there is an
unemployment problem of large proportions. Obviously, improvements
would have a significant impact in raisi.g food purchasing power.
The generation of employment for women would likely have more .
nutritional impact, since women have more respousibility for the
children.

Direct transfers, most probably in the form of food price
subsidies (food stamps, etc.) were also deemed appropriate as a short-
teri measure. This type of program could provide special food
supplements to high risk groups. However, price subsidization
programs do not provide a viable permanent solution to nutrition
problems. The potential problems of serious market distortions and
sequel of production and economic problens are great. Efforts to
reduce the cost of food are considered in succeeding paragraphs.

While no one can quarrel with the advantages to reducing the
level of unemployment, health professionals, per se, have no
competence with regard to specific measures which should be undertaken.

Direct transfers of food are currently being made to a limited

extent. While this approach may indeed be serving a useful pt Tpose,
it does not constitute a long-term solution.

D. THE SUPPLY OF FOOD

Increased supply of food is needed to meet the increased
demand. It will not be possible to rectify nutritional deficits
of low income groups unless both demand and sitpply of food increase
more rapidly than the population.
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The diet of Dominicans because of food preferences utilizes
reasonably cost-efficient sources of calories and protein. The
input cocts for protein and calories possible for different foods
are shown in Figure 15, The least expensive such diet -- corn and
fish —- costs about 22 cents per day or $6.60 per month. Even very
low income families could improve their nutritional intake by
consuming more rice, beans, fish, and other high efficiency foods.
Whiite such diets would not be balanced, they would more nearly meet
the fundamental caloric and protein requirements. Much education
and public information would be required to modify cultural practices
and traditions. )

D.1, Agricultural Production

Production of more nutritious feods must be obtained if major
nutritional impact is to be achieved. In recent years, more than 40
percent of the value of agricultural production has been in the
principal export crops: sugar cane, tobacco, coffee, and cacao. World
prices continue to be high. Production of food for export rather than
domestic consumption will continue to be attractive for some time.
Agriculture accounts for 72.1 percent of total commodity exports.
While food imports have varied from 12 to 22 percent of total imports,
they are still far tess important. in the balance of trade than
agricultural exports. GODR is making a major effort to expand
production of food crops, at the same time it is taking advantage
of currently high world prices.

Long term trends in agricultural pioduction are shown in
Table 29. The reader is cautionad net to put too much reliance on
this data collection which in many cases is aclaiowledged to be
estimates and approximitions. Nevertheless, general trends are
probably reasonablyv accurate. Most noticiablv, per capita food
production would appear to have decreased over the last 15 years.

This tends to be confirmed by incrcases 1o food iuported. Table 30
reorders the data fur some of the crops according to rate of
increase of production. Of the basic food cieps, oniy paddy rice

production has increased [aster than the popularion in this time span.
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. Table 29

DOMINICAN REPUBLIC: Production of Sclected Agricultural Commodities,
Production Aggregates and Indices, 1957-59 Average and Annual 1969-73

———

Average ) Estimated
1957-59 .. 1966 1970 1971 1972 1973
A. Production Thousands of Mctric Tons
Rice, paddy 109 195 210 207 200 177
Corn, shelled 48 43 45 47 50 40 -
Beans, dry 22 26 25 28 30 32
Potatoes 5 23 23 24, 25 26
Cassava (yucca) 150 165 170 184 195 205
Sweet Potatoes 81 84 g7 91 95 97
Sugarcane 7,621 £,231 9,500 10,200 10,463 10,600
Tobacco . 22 22 23 23 28 30
Peanuts, in shell 57 73 75 77 83 N/A
Bananas 257 267 275 280 290 310
Coffee, green 1/ 33 44 44 46 46 46
Cacao beans, dry 1/ 35 26 26 26 41 26
Beef and veal 22 32 32 33 37 39
_ Pork 7 10 11 12 16 17
Milk 228 264 283 304% 315 330

B. Agpregates of Production (Constant Values) ﬂillions of Dollars

Crops ' 111.2 135.5 137.7 139.9 152.1 144.3
Livestock 40.8 50.0 53.0 56.9 61.4 64.6
Total agriculture 152,0 185.5 190.7 196.8 213.5 208."

Total food 130.1 159.0 165.5 173.5 184.2 179.

€., Indices of 2?roduction

Crops 100 122 124 127 137 130
Livestock 100 122 130 139 151 158
Total agriculture 100 122 125 130 141 137
Total food 100 - 122 127 133 142 138
Per capita agri. 100 88 87 87 93 87
- Per capita food 100 88 89 90 93 48

Index of population
1958 population = : ’ )
2,834,300 . 100 139.3 143.4  147.7 152.0  156.

lj Data for coffee and caczo beans refer to the marketing years beginnin
’ in the indicated calendar years, even though most of the harvest occu
between January 1 and the end of the marketing year

Source: GODR, USAID/ DR Industry contacts, and U.S. Agricultural Attaché
estimates based on official and unofficial information. ’
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Table 30

CHANGES IN PRODUCTION OF VARICUS CROPS IN THE DOMINICAN REPUBLIC

Food Production (000 MT) Percent
1857-1959 1973 Change
Petatoes 5 , 26 +420,00
Pork | 9 17 +142, 86
Beef and Veal 22 39 + 77.27
Rice (paddy) 109 175' 62.38 *
e T e sa0 © 46.05
Beans (dry) 22 32 45,45
Coffee 33 w6 39.39
Sugar Cane 7,621 10,600 39.09
Cassava (Yucca) 150 205 36.66
Tobacco | 22 30 36.66
Bananas 257 310 : 26.62
Sweet Potato | 81 a7 19,75
Peanuts (in shell) 57 67 17.54
Corn (shelled) 43 40 -16.67
Cacao Beans (dry) 35 26 -25.71

* Population growth during this period was estimated at 56.9 percent.
Thus, production above the line grew faster than population while
" that below the line grew more slowly.

SOURCE: Compiled from Agriculture Production Figures of USAID/DR
and the American Agriculture Attaché.
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The major cause of reduced agricultural production was the period
of political and social instability that followed the death of
Trujillo and the drought of 1967 and 1968. Lagging investment in
the agricultural secto~ is a more recent factor although early
correction is in prospect.

llore recent trends are shown in Table 31. 1In the four years
from 1971 to 1974, there werc increases in all crops noted with the
exception of rice and corn. 6/

For better nutrition, production of rice and beans should
be increased and starchy roots and plantains decreased to make
higher protein staples more generally available. Even corn which
at present has low acceptability for human consumption would be
better than starchy roots and plantains. Nevertheless, changes in
production patterns are not a guarantee of significantly better
nutrition and a comprehensive program of better nutrition information
will need to be developed in schools, media and through special
campaigns,

Theoretically there is great potential on increases in crop
production. In practice the time needed to reach these goals is
very considerable indeed. (Table 32). Using no more land than is
now planted in five major food crops, but using the best available
land for this purpose, increasing yields to that which appear
attainable in the Dominican Republic would result in enough
calories and protein for eight to ten million inhabitants. Major
effort will be required to keep production moving ahead of population
growth.

D.2. Summary of Agriculture Sector Assessment Findings

The agricultural sector has been analyzed in some detail in
1974 7/. Studies and analyses will continue under the auspices of
the Secretariat of Agriculture. Parts of the Agricultural Sector
Assessment record a number of observations which have relevance
to our consideration of the nutritional problem. These are summarized
as follows:

5/ Corn is primarily livestock feed in the Dominican Republic.

7/ Agriculture Sector Assessment.
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TABLE 31

DOMINICAN REPUBLIC: Agricultural Produc..ow sos cuiected Crops
. Calendar Years 1971-74, in metric tous ‘

1971 (revised) L1272 (revised) 1973 (estimated) -1974 (forecast)
Rice, paddy - 207,000 200, 000 177,000 193,000
Corn ) " 47,000 50,000 40,000 - 40,009
Peanuts ‘ 77,000 81,500 81,700 82,000
Sugarcane 10,200,000 10,463,000 10,640,000 11,475,000
:Sugar - 1,210,009 1,255,000 1,300,000 1,460,000
Coffee 1/ 45,500 46,000 46,060 48,000
Cacao Beans 1/ . 26,000 41,500 : 25,695 42,000
Tobacco o 23,000 28,400 30,000 31,000
Poultry 24,883 25,091 . 31,026 ' 32,659
Beef _ 33,000 36,700 : 39,000 o 40,000
Pork 12,000 16,000 "7,000 18,000
Milk . 304,000 315,000 330,000 340,000
Garlic 4,000 5,000 5,000 6,000
Pumpkin - 1,900 2,000 2,200 2,400
- Sweet Potatoes 91,G00 95,000 , 97,000 100,000
Onions ' 10,000 11,000 12,000 13,000,
. Pigeon Peas . 26,000 37,600 41,300 47,000
Bananas 286,000 290, 000 310,000 315,000
Beans, dry 23,000 . 30,000 32,000 ‘ 34,000
Yams 25,000 27,000 28 .000 31,0600
Potatoes 24,000 25,000 26,000 27,000
Pineapple 5,000 . 5,000 5,500 6,000
Plantains 558,600 581,000 600,000 615,000
Grain Sorghum 16,000 26,000 30,000 34,000
Yucca : 184,000 195,000 205,000 215,000

1/ 1In crop vears, Oct. 1 - Sept. 30.

Source: Secretariat of Agriculture, Agriciltural Bank, USAID, local trade contacts, and
U.S. Agricultural Attaché estirates bazed thercon.
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Table 32

.Potential ‘Increase in Supply of Selected Foods 1/

. (Metric Tons)
Production Increasing Yield Theoretical
Using Most Further by Applying Optimum with
: ‘ Productive Available Techmnology Existing

Comunodity _Actual Land 2/ Available in D. R. __ Techuolowy
Rice 72,727 109,091 209,455 363,273
Beans 234,000 351,000 565,110 1,130,220
Corn - 110,000 165,750 193,928 387,655
Yucca 139,669 209,508 301,685 545,708

Plantain 104,038 156,057 469,732 597,693

1/ Land Area Constant.

2/ Adjusted for transfer of most suitable lands to these crops,
substituting for less suitable lands now in production. The increase
of 50 percent yield was set arbitrarily after consultation with FAD
officials and other agricultural experts.

— r—————  t— - — —-—

Source: Preliminary Data, Food and Agriculture Organization
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Land -- With some exceptions, almost the entire agriculturatiy
usable land area is in agricultural production. Less than half of ag-
riculture land is used to produce crops for domestic consumption,

Most farmer's holdings are very small and 62 percent of the farms
are operated by their owners. A series of Agrarian Reform laws were
promulgated in 1972 and currently the Agrarian Reform is procceding
slowly. Increases in production are possible through the use of new
technology, more intensive farming, more efficient land use and use
of suitable lands for the best possible crops.

Preliminary FAO estimates for the Cibao Valley indicate that
of the 630,000 hectares of land area, approximately 359,000 are usable
for agriculture or cattle-raising. Of this total, 167,700 hectares
are in pasture land, or 46.7 percent of the available land. Estimates
for the nation indicate the figure may reach as high as 57 percent of
non-sugar agricultural land in pasture.

Labor -- Rural unemployment and underemployment are estimated
at 40 percent of total available rural manpower. The rural work
force has relatively poor educational, nutritional, and health levels.

Irrigation -- Seven percent of agricultural .land is irrigated
and that figure will nearly double to 13 percent by 1980. As of
1973, approximately 50 percent of the irrigated land was planted in
rice, which is subject to Agrarian Reform laws. The Presiden. at-
taches much priority to irrigation and has in the past authorized
substantial investment. He has asserted recently his intention to
continue this policy.

Investment -- Although adequate data are not available, the
decrease in per capita production in agriculture indicates a relative
decapitalization over the last fifteen years. The GODR is seeking
to reverse this trend. The rate of investment in the rural areas
will increase appreciably in 1975 over 1974 and prior years.

Agricultural Machinery -- Agricultural machinery is not present-
ly available to the small farmer but could be made available through
a4 system of equipment rental and other schemes.

Fertilizers and Agrochemicals -- The use of fertilizers and
agrochemicals is becoming increasingly expensive for small farmers.
Availability and use is dependent on availability at lowest possible
prices amd much technical assistance and credit supervision of smali
farmers.

Increase in Production

Sice -- There will be a significant governmental effort to in-
crease rice produccicn.  Additionn! dirrigated T-nds and resge.arch pro-

grams to develup uew varieties of rice ror the ominican Republic
are Factors fuvoring incieased production.
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Beans -- In 1973, 11,170 tons of beans were imported to cover
27 percent of the effective demand. This reflects Dominican food
preference, drought conditions affecting production adversely, and
prices which were relatively more beneficia! to consumers than some
other crops.

Fish -- Dried codiish has been one of tas most popular and cos
effective sources of animal protein. Recently, higher prices have re
duced consumption. Fresh fish is not popular because inadequate
marketing procedures have mzde it unsafe except near its source of
supply. Fishing potential in the Puminican Republic is probably low
because of the limited coastal shelf and the relative lack of nu-
trients in the waters, The IDB has under consideration a pilot
fishing fleet project which is estimated could produce 2,000 tons an-:
nually. Stocking of inland rivers and lakes would seem to offer
some possibilities as well,

E. THE PROCESSING AND DISTRIBUTION OF FOOD

Food distribution in the Dominican Republic is primarily throus
cash market systems. The urban population is fully dependent on mar-
ket systems. About 50 percent of the rural diet is purchased rather
than produced for home consumption. Of the major food crops, only
cassava (yucca) is retained for large home consumption (Table 33),
other crops are grown principally for market. Over 80% of the food
produced for sale comes from small farms. Rice and beans, the mcst
important food crops, are almost totally sold before harvest, and
families must later repurchase for their own consumption,

Price increases between the farm and the consumer are illus-
trated in Table 34, As would be expected, relatively easily-handled
staples, which are not subject to deterioration or major loss in
handling, e.g. beans, plantains, increase less in cost than do more
perishable products. A weighted average indicates that with current
consumption patterns, the consumer pays about twice what the Ffarmer
receives.,

The potentiality for increasing real income of consumers by
lowering food prices through reduction in distribution costs is
promising., Prices of fish, fruits and vegetables to consumers, es-
pecially pigeon peas, avocado, and oranges, are high compared to
selling price of producers. Products such as these should figure
more prominently in the diet. To some extent prices are an inhib-
iting factor to greater product use. Thus, while farm prices per
unit of production may be reduced through increasing yields and with-
out compromising farmer income, improved marketing of agriculture
products appear to be as promising in obtaining better nutrition. A
combination of programs could reduce prices to consumers.
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Table 33

FARM USES OF PRODUCTION OF VARIOUS CROPS

(%)

. home- Animal Payment
Produ Consumption Consumption Seecds in Goods Sales Stock Other
Rice 3.5 - 1.9 1.7 91.9 1.0 -
Corn 7.0 6.0 1.5 .3 79.9 . 3.8 1.5
Beans 6.3 - 2,2 0.1 90.9 0.3 0.1
Plantains 21.7 - - 0.1 78.0 - 0.3
Cassava 45.8 1.7 - 0.3 51.4 ~ 0.7
Sweet Potatoes 29.1 2.8 - - 67.4 - 0.5

rurce:  ""SLA tstudio sobre Lonsumo,” pecember, 1973



- GROSS MARGINS OF ‘COMMERCIALIZATION OF PRINCIPAL

TABLE 34

AGRICULTURAL PRODUCTS

Product Unit 1960 1970 1971 1972
Sweet Potato 100 1bs. 62 131 107 110
Potato " " 113 62 64 100
Yucca " " 108 82 169 143
Yautia " " a8 75 98 100
Hame " " 85 58 89 92
Beans (kidney) ron 43 75 58 4y
Garlic " " 195 106 101 9y
Onion " n 116 11y 79 128
Pigeon Peas hoon 96 137 313 462
Tomatoe " " 160 389 i43 147
Cabbage " " 6 236 242 109
Avocado Thousand 230 226 613 LS54
Banana Dozen 142 136 121 148
Cranges " Sy 140 287 365
Oranges (cooking) " 438 376 560 414
Plantain Unit 63 11 42 65

i

Fruits & Vegetables
Weighted Average # 93 90 123 131
Beef Pound 33 63 62 70
Pork " 64 88 96 94
Crabmeat " 51 €7 96 91
Fish " 124 187 202 233
Chicken " 52 45 55 61
Beef and Chicken
Weighted Average * 47 65 70 77
Fresh Milk Guarter 81 102 92 100
Eges One 56 70 63 38
Eggs and Milk
Weighted Average ¥ 75 gy 85 84

70 80 gy 99

Total Weighted Avcrage ¥

* The above products have been weighted according to the average assighed
within the market basket of goods and services used in the price index

calculations.

SOURCE: Banco Central, Estudios de los Precios en Finca de los Princi-

pales Productos Agropecuarios, Santo Domingo, 1973.
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There is a wide variation in prices frog/one year to another
and between one region and another (Table 35).% While food prices
are often higher in Santo Domingo than in other sections of the
country, this is not always the case. , Despite the Dominican Repub-
lic's being relatively small, differences principally result from
three factors. There is no system of regular marketing information.
Distribution is in the hands of a great many persons and truckers
who contract to purchase production at farm site frequently well in
advance of time of production and distribution. Storage facilities
are limited, particularly for perishable crops, and production is
not cycled to meet consumer demand. There are alco major seasonal
variations in food prices.

The Dominican Assessment team was handicajpped’in its analytical
tasks because adequate marketing information was unavaiiable, Only
this year, was radio broadcasting of market information initiated.
Prices however were current prices. There is no svetzm for estimating
future average prices. INESPRE, lacking food stock information,
makes impor: purchases on the basis of crude estimates. INESFPRE
domestic and import purchases contribute to price fluctuations.

This is contrary to INESPRE's purpose and function. Many farmers
enter into contracts with food processing plants which guarantee a
purchase price and furnish loans, inputs and services. These include
such crops as peanuts and tomatoes. The guaranteed minimum price is
more advantageous than for some other crops where there is a higher
risk of price fluctuations., Up-date iniormation on crop yields and
market prices is needed. Price stabilization is also needed.

The distribution of staples is not systamatized and is com-
plicated. Despite the large numbers of purchases of food at the farm
level, in practice farmers have virtually no alternatives for ensur-
ing a fair price paid for his production. Thus, tens of thousands of
small farmers sell to thousands of trucke57 who in turn sall, often
through several levels of intermediaries,Z’ to retailers, who are
usually located within walking distance of their customers., Further-
more waste is high because of losses in harvesting, infestation,
storage and the primitive transport practices. For perishable crops
it is particularly high, thereby denying consumers needed nutritional
foods at more modest prices. The retailer vho offers a wide variety
of goods may deal personally with 20 to 25 suppliers daily. In each

8/ Peace Corps Volunteers carried out 2 sample survey of re-
tail prices in various portions of the country to obtain this data.

3/ The "Asociacién de Almacenistas Importadores” and the

"Asociacién de Mayoristas" serve different clientele in this system
of intermediaries.
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praces von PR3 Ffus ny

REGIONS
Supcrnafk:tl
National National Supermarkets
tan District Cibao Northarn Zastern Southvestern District Santisgo
1. Rice $0.26/1b. $0.22/1b, $0.23/1v. $0,23/1b. $0.22/1b. $§0.24/10b. $0.20/1%.
2. Oatmesl §0.34/14 or. $0.31/14 oz,
3. Bpaghectd $0.38 $0.30 $0.39 30.21 $0.30 $0.32 $0.33
4. Bread §0.35 loef $0.05 roll $0,05 roll  $0.05 roll  $0.05 roll $0.35 loaf $0.35 loat
5, Casava $0.12 1b. $0.08 $0.10 $0.09 $0.20 1b,
6, Potatoes $0.14 1b, $0,10 1b, $0,07 1b.
7. Sweet Potatoea $0.10 1b. $0.19 1b.
8. Supar - White $0.55/5 1lbs, $0.11 1b. §0.10 1b. $0.10 1b. $0.12 1b, $0.54/5 1bs. $0.52/5 1bs.
9. Sugar - Browvn $0.0% 1b, $0.08 1b. $0.10 1b. $0.08 1b, $0,U8 1b. $0,08 1b. $0.08 1b.
10, Pianto Beans $0.30 1b, $0.27 1b. $0.25 1b. $0.24 1b, $0.30 1b. $0.32 1b. $0.44 1b,
11. Black Deans $0.35 1b. $0.26 1b. $0.28 1b,
12. Plantain $0.05 wa. $0.04 ca. $0.04 ea. $0.05 ea. $0,U7 ea. §0.06 1b. $0.03 ea.
13. Tonstoes $0.20 1b. $0.17 1b, $0.17 1b.
14, Meat $1.22 1b. $1.24 1b,
15, Poultry $0.57 1b, $0.79 1b.
16. Eggs $0.89 doz. $0.08 «a. $0.07 ea. $0.08 ea. $0.08 ea. $0,89 daz. §0.67 doz.
17. Codfish $1.69 1b, 71.43 1b,
18, Past. NMilk $0.28 ltr. $0.3)1 1cr $0.30 1tr.
19. Rav Bilk
20, Whole Powder Milk  §1.47 1b, $1.53 1b.
21. Peanut 0§l $8.50/15 1bs.  $1.24/1b. $1.15 ler,  §1.22 ltr. 51,07 ltr. $9.93/15 1vs.
22, Salt $0.05 1vb. §0.05. 1b, $0.05 1b.
23, Coffce $0.85 1b. $0.80 1b.
24, Tomato Paste $0.91 kilo §0.94 kilo $0.88 kilo
25, Pum §1.56 §1.50 $1.50 $1.80 $1.68 $1.57 $1.39
26. Beer $0.56 §0.66 $0.57 $0.67 $0.65 $0.56
27, Malta Morcoa $0.15 $0.13 $0.4 $0.15 §0.19 §0.15
28. Katsup $0.50 $0.49 §0.45
29. Mayonnaise $1,35/16 oz. $1,34/16 oz. $1.25/16 ox.
30. Cond. Milk $0.25/6 oz, §0.22 $0.20 $0.21 $0.24 $0,25/6 ozx. $0.20/6 oz,
31, Neatls Quick $1.45/16 oz, $1.45/16 oz. §1.45/16 oz,
32, Sobrino Chocolate  $0.B5/16 oz. $0.85/16 ox. $U.79/16 oz,
33, Butter $3.49/5 1bs. §4.19/5 1bs. $4,0975 lbs.
34, Vegotable Soup $0.28 $0.28 $0.26
35 Crackers $3.55/3-1/2 1bs. $3.65/3-1/2 1bs. §3.89/3-1/2 1us,
36, Salchichbn $0.85 1db, §0.76 1b, $1.00 1b. $0.58 1b. $0.77 1b.
37. Salomi $1.08 1b, ' $1.19 Ib. §0.95 1b,
39, Red Ouniona $0,18 1bs §0,22 1b, $0.18 1b,
4D, Carlic $0,25 1b, §0.29 1b. $0.9 1h.
Al, Canned Fish ($.27) $0.21 $0.23 ($0.12)
S0URCE: Peace Corps Volunteer Survey, July 1974.

June 1974
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Table 36

FOOD PROCESSING COMPAN.:ZS IN THE DOMINICAN REPUBLIC

: (a) (b) (b)
Type 1967 1969 1972
Meat Products 6 18 11
Pasteurized Milk 3 3 5
Ice Cream 14 22 14
Butter and Cheese 23 30 32
Other Milk Products Co- 2 1
Margarine & Vegetable Facts 1 2 3
Edible 0il 2 2 6
Wheat Mills 1 1l 1
Corn Mills 1 2 2
Bakeries 330 367 216
Spaguettis,etc, 5 6 5
"Sugar Wills 16 16 16
Candies 22 37 23
" Chocolate € 13 8
Rice Mills 43 53 44
Fruit Preserves 2 3 1
Fruit Juices 2 3 5
Tomate Sauce 3 4 3
Coffee 34 35 40
Toasted Ground Coffee 5 11 2
Rum Distilleries 9 9 9
Breweries 2 2 2
Non~Alcoholic Beverages 5 11 6
Vinegar ' 3 12 6
Salt 2

a) Source: Nutrition Survey of the Dominican Republic
b) Source: Oficina Nacional de Estadistica.

126



case, he must inspect merchandise, negotiate prices, and arrange for
transportation to his place of business. At the game time, the
average purchase of the consumer for non-staple i-ems is very small
and prices to individual customers are high to insure profit. Pro-
cedures for more 2ilicient distribution and reduced handl:ng of foods
would reduce losses and permit the possibility of reduced prices.

IWESPRE has n storage system, mostly for cereals and crops
casily stored. The CGovernment has not actively encouraged the private
sector to jnvest in storage facilities., Nevertheless there is a fair
amount of speculative .toring which has resulted in punitive action
by the Government. This too has discouraged the development of a
rational and medern system of marketing and distribution. INESPRE is
currently inereasing storage facilities and is 1ow storing garlic,
onion, and potatmes. Guaranteed prices of garlic and onions have
been so high as to encourage an excess production. Losses in INESPRE
storage have thus been high and consumers have not benefitted.

Most food in the Dominican diet is not processed by the food
industry. Other than sugar, coffee, cacao and tobacco and a few
specialty preducts, as mushrooms, the food industry is domestically-
oriented. With the saturation of the domestic market for tomato
paste for example, combined with favorable U.S. market prices, sur-
Plus produclion is now being exported. See Table 36 for a list of
food industries,

Special attention should be given to the processing of rice,
pastas, flour, and salt. These foods reach the majority of urban
consumers and offer possibilities for nutritional improvement through
fortification. Such fortification could be directed toward specific
deficiencies (e.g., salt with iodine to reduce goiter, flour with
vitamin A to veduce deficiency blindness, and iron for iron deficiency
anemia), or with protein supplements in the case of rice and wheat
products,

F. DISCUSSION OF PROGRAM POSSIBILITIES

F.1l. introduction

The Supplementary feeding programs in the D. R. consist of a
series of food supplement programs administered by three U. S. volun-
tary agencies using PL 480 Title 11 foods primarily, a GODR fresh
milk distribution program, and a GOUDR subsidized food program, both
raw and prepared in communal cafeterjas. Total efforts are estimated
to reach about 12 percent of the population. Appendix IIT discusses
these programs in more detail. These programs do not make the most,
nutritionally, of the opportunities provided. Furthermore, the most
important group, ecxpectant -nothers, nursing mothers and infants, are
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not the principal target. These programs, combined with the preven-
tive health services are the principal nutrition programs at the
present time in the health sector.

Correction of malnutrition is difficult and complex. There
are many causes. Numerous disorders fall within the general classifi-
cation of malnutrition. Most do not have single or simple solutions.
Action must be taken in many areas: agriculture, education, health,
Efforts in any one sector need to be related to other sectors. The
issue is how?

The Dominican Health Sector Assessment has suggested specific
steps be taken under the following broad headings: incraasing pur-
chasing power of consumers; increasing the supply of basic foods;
providing adequate nutrition education; distributing fo.d to particu-
larly vulnerable segments of the population and erriching particular
foods. These, however, constitute "conclusions" and are not framed
to facilitate decision-making. There are no nutritional goals,
Nutrition is recognized as a major health problem, but the lack of
alternative policy choices and courses of action make this area prob-
ably the weakest in the entire health sector. Furthermore, govern-
mental experience and capacity in this area is limited.

It is also clear that there is little awareness on the part of
Dominican leaders of the nature and magnitude of malnutrition in the
Dominican Republic. The economic, as well as social costs, are sub-
stantial but not fully appreciated. Fixing responsibility for nutri-
tion policy planning and coordination of implementation should be
considered.

F.2. Food Distribution

Efficient food distribution to particularly vulnerable groups,
children under the age of two years and pregnant and nursing mothers,
is inhibited by the lack of efficient governmental services in urban,
but particularly rural, areas. Such distribution should be practicable
in the logistical sense, but it could involve djfficult decisions for
the GODR. While it is logical to think of a "health delivery system"
this is by no means the only alternative. There are food distribu-
tion points now and an extensive scliool feeding program., Food sup-
plements are not now achieving their maximum nutritional impact,

A number of factors are taken into accownt in food distribution. The
GODR is presently spending almost $6.5 million annually on feeding
programs, While this sum is significant, it constitutes a very minor
part of total GODR expenditures. Additiomal sums, well-directed,
could have a substantial nutritional consequence for the country.
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_Table 37

ggéptity,and(Cost of Dietary Supplement *

" Number of Cost
Beneficiaries —_Quantity of Food Per Year
_Age _ (000) Tons /Month Tons /Year (000)
0 to 1 year - 75 225 2,700 $1,850 (a)
1 to 2 years 75 188 © 2,250 667 (B)
Pregnant Women 80 120 1,440 720 (a)
Nursing Mothers 75 188 2,250 1,125 (a)

(g) At US$0.50/Kg.

Total Product Cost

1

Distribution & Profit

Margin

$4,362
$1. gnn

; Caloric Density = 500 Cal/l00 grams.

(b) At US$0.30/kg.; Caloric Density = 400 Cal/100 grams.

*

Estimated costs include simple, cheap, packaging materials,
e.g., plastic bags.

Source:

Rutman, M.
August 1974.

"Alimentos para el Primer Periodo de Vida."
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Table 3§

' Bu&get for Market Research
.

Study of Consumer Preferences,
Infant Fcod Habits -~ 500 Interviews
at $20,00/Interview $10,000 *

Study of Wholesale, Retail, and
Institutional Distributors -

100 Interviews at $10.00/Interview 1,000 *
Study of Users of By-Products,
Alternative Foods 1,000 *
Data Analysis 2,000
Sub-Total ' $14,000

Includes sanple design, questionnaire,
development, training, and validation
of interviewers, salaries, per diem.

Taste Panel $ 3,000
In-Home Panel -~ 500 Interviews :
at $15.00/Iaterview 7,500
Market Test. - 500 Interviews
at $20.00/Interview 10,000
Data Analysis ' 2,000
Sub-Total $22,500
TOTAL $36,500

Source: Cooke, Tom '"Mass lMedia as one of the Determinants
of Nutritional Status." Sept. 1974.
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TABLE 39

Comparative USG and GODR Funding for Alternative
Supplementary Feeding Programs

Value of Food

Us$
GODR Economic Kitchens
Prepared Food $ 430,560
Raw Food , 3,311,880
Cruzada del Amor 249,600
MCH Fresh Milk Distribution 1,500,000
GODR Distribution Costs of PL 480 Title II
(1974) 1,586,487
USG Costs of PL 480 Title II (1974) 3,040,043

Source: USAID and GODR sources.
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F.3. Importation of Weaning Foods, Development of a Locally-Produced
Weaning Food and Research on Readily Available Local Foods

Product testing by limited importation of weaning products,
e.g. INCAPARINA, should be tried, but longer term solutions are
probably dependent on a locally-adapted product. The Dominican Health
Assessment identifies the development and distribution of a subsidized,
low-cost weaning food and a dietary supplement for pregnant and lacta-
ting women as a primary nutritional intervention. These supplements
are intended to complement, not replace, breast feeding, particularly
when infants reach the age of six months. Clearly appreciable and
beneficial nutritional impact could be obtained from more extensive
breast feeding. Yet breast feeding, as cited earlier, is inhibited
for a variety of cultural, social and economic reasons. A campaign
should be considered, This can be done through nutrition education,
by health care services, and mass media educational techniques,
Medical doctors should be encouraged to place wmure emphasis on the
importance of breast feeding, both during the pre- and post-natal
care periods, Comnercially prepared formualas in maternity hospitals
should not be routinely supplied unless there is reascnable expectation
that they can be continued. 1Infant foods available (Enfamil, Similac,
Nan) and recommended by health practitioners in the Dominican Republic
are prohibitively expensive for most Dominican families (e.g. $4.00/1b.).

There should be a low-cost, culturally and nutritionally ac-
ceptable, infant food, It should be nutritious, easily digestable,
soluble, high in calories, have a sufficient quantity of high quality
protein, be easy to prepare, hygienic, and have acceptable taste,
color, and texture, This is easier to specify than to achieve. It
will also take some time to research and bring into production and
distribution. Turthermore, consideration of this alternative should
not become an excuse for not paying more attention to food products
vhich may more generally be available, particularly in the country-
side and which can be prepared and adapted for infant and child use.
Varieties of fruits and vegetables frequently gn to waste because
their value or potential is not appreciated or diminished in prepara-
tion. This would be a useful area for investigation looking toward
the establishment of a practical and pragmatically-oriented food re-
search laboratory. Greater use of readily available food should be
considered.

To decrease the cost factor of a weaning food, consideration
should be given to designing the composition of the infant food so
that it more nearly approximates the composition of human milk rather
than that of cow's milk., One possibly acceptable product would be a
milk analog which has the physical characteristics of milk powder (an
already acceptable product but prohibitively expensive) and is much
lower in cost., The powdered milk plant near Vega, currently closed,
could possibly be used to prepare and/or process the food produced.
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Any new subsidized infant food should be commercially presented
as a "baby food" to discourage consumption by adults. This can be
aided by advertising and packaging. In the case of the supplement
for pregnant women and nursing mothers, a similar product with its own
particular identifying characteristics can he promoted as "food that
goes only to the child," or an "hembra" food related to female sexual-
ity to make it unattractive to men or women of other groups.

Taking into consideration .the logistical and administrative
problems of manufacture and distribution, production of weaning foods
and food supplements should be on a commercial scale with the GODR
guaranteeing the purchase price. Commercial manufacture would
probably assure more efficient production and normal marketing channels
could be used to promote and distribute the products. An MCH program
could utilize these products in both urban anl rural areas, for ex-
ample, by offering food stamps to b? presented at local markets
(colmados) to obtain the product.l-Q Other distribution syctems to
be considered are: (1) SAKAR and CURAR, (2) the militavy distiibu-
tion system, (3) governmental hospitals and clinics, e‘:c.

Cost is very difficult to estimate since the composition and
proportions of the product has not been established. The values in
Table 37 are only approximate. For purposes of calculation it is
assumed that the foodstuffs will be used by 50 percent of the target
population, and will supply 50 percent of the nutritional require-
ments of the birth to one year age group; 30 percent of the one to
two year age group; 100 percent of the suggested additional supple-
ment .or the pregnant women (see Table 37), and 50 percent of that
additionally recommended for nursing mothers. The cost of production
for 8,640 tons/year are estimated to be about $4.5 million to which
would be added distribution costs and profit of about $1.0 million.
Various alternatives for production site are discussed in the
Dominican Assessment.

Other costs are estimated at $75,000 for developing the pro-
ducts composition, consisting ol six nea’monchs for two food chemists;
$36,500 for market research as explainr.d in Tab.c 38; $100,000 for
costs of media promotion during two years; $45,000 for non-media
promotion for two years; and $10,000 for evaluation and product con-
trol. "The costs of this proposal can be compared to those of the
existing supplementary feeding programs shown in Table 39 (see also
Supplementary Feeding Programs, Appendix TIT).

10/ "Alimentos para el Primer Perfodo de Vida', Dominican
Health Sector Assessment
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Table 4@

PER CAPITA DAILY CONSUMPTION OF STAPLE FOODS BY SELECTED INCOME GROUPS

E

e

FOOD SOCIO-ECONOMIC GROGUPS
A== ~F-% ] - F/A%S J/A%
Lovwest Income Bracket 8.5% of Pop. Highest Income Bracket
Represents 4% of Yop. ($25-330/mo.) Represents 5% of Pop.
{Less than $5/mo.) (More than 5200/mo.)
Rice (a) 100 188 162 * 1.85 1.02
Pastas (a) 8 9 24 1.13 3.06
Bread (b) 0.64 1.82 1.11 2,84 1.73
Sugar (L) - 0.15 0.57 2.12 3.80 14.10
Salt (a) .12 17 23 T, 1.35
Coffee (a) 2 17 17 : 6 8.5
(2) in grams
(b) in units

Note that population betwcen income groups A and F-represents 55% of the total.

The relationship between the consumers of groups I and J with respect to A serves to establish
the effects of fortification. 1In reviewing F/A, the pastas and salt are the best vehicles for
distribution and the worse is coffee. Group F consumes 6 times more coffeec than A. If our

target group were to be selected from the bracket J, then salt, rice, and bread would be the
best choice.

SOURCE: Compiled from material obtained from the 1969 Central Bank Survey.



F.4. Fortification

Vitamin and mineral fortification of various basic processed
foods is well known and could be employed to attack vitamin/mineral
deficiencies in the Dominican Republic. Some foods are already
fortified but are consumed largely by the upper and middle income
families. Llabeling and control laws do not exist and the consumer
has only the assurance of the producer that the advertised fortifica-
tion does exist.

The most suitable foods for fortification are wheat, sugar,
dried and evaporated milk, rice, and coffee since per capita consump-
tion is rclatively high. Sec Table 40, :

The 1969 Nutritional Surveyll/ estimated the cost of a Pub-
lic Health-based national nutrient fortification formula at
$2,992,387 (based on 1970 prices)., This formula included methionine
(an amino acid) which alone represented a cost of $2,200,000 annually,
Another ingredient in the proposed formula -- Vitamin A -- could be
offered by injection under low cost health delivery programs. The
remaining vitamin/mineral mixture necessary for a fortification was
relatively inexpensive,

Food supplements needed by persons in the several income
brackets differ. Therefore any fortification program, or nutritional
supplement program, would need to take into account problems of over-
supply as well as undersupply in the daily diet, The best food
vehicle is probably rice fortification. Rice would also benefit the
lowest income groups most. Thus, an appropriate program, even in-
cluding vitamin A, would cost approximately $1,232,000 per year
(See Table 41). It is estimated that it would take approximately
one year to put the fortified food on the market; this timing includes
a pre-design study to test types and quantities of vitamins and
minerals and consumer acceptance.

F.5, Nutrition in National Policies and Programs

The complexity of the nutrition problem has been cited. Much
more study needs to be undertaken by the GODR to determine how ag-
ricultural, education and health agencies should take the nutrition
factor into account in formulation of policies and programs, what
programs to have, how to organize to perfcrm new and strengthened

11/ Sebrell, W. H. et.al. "Nutritional Status of Middle and
Low Income Groups in the Dominican Republic," Archivos Latinoameri-
canos de Mutricidén. Vol, 22, NGmero Especia”. (July 1972) Table 31.
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‘Table 41

PRCGRAH FOR VITAMIN AND MINERAL FORTIFICATION OF SELECTED FOODS STAPLES

(In Thousands of Dollars)

YEAR ' COSTS
1975 Technical Assistance for the

Identification and Fortification

Programs c 50
1976 Cost of Vitamin/Mineral Mixture¥

Product Control 1,232
1977 Cost of Vitamin/Mineral Mixture*

Product Control 41,232
1978 Cost of Vitamin/Mineral Mixture® : _

Product-Control 1,232
1979 Cost of Vitamin/Mineral Mixture®

Product Control 1,232

* Assumes that medium costs for fortirication mixture are used.
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Tahle U2

A SAMPLE NUTRITION UNIT STAFFING PATTERN _

. In RDS
Number Salary/rerson Total Requirement
Needed Position Yonth Year . Per Year
1 Director - Dominican,
with proven capacity
in applied nutrition 750 3,000 000
1 Administrative Officer 500 5,000 0O
1. Nutritionist (as Head 3
-of Applied Nutritiom Div.) 700 5,400 4Q0
1. Nutritionist/
Dietitian 650 7,800 8QO
1. Agro-Econonist 650 7,800 800
i Marketing Specialist 650 7,800 BOO
1 Medical Doctor with
training in Maternal/
Child Health and ) .
Nutrition 700 8,400 400
a4 Statisticica 5Q0 6,00Q 000
1 Economist 650 7,800 800
1 Information Officer
(editorials & reporis 500 6,000 6,000
4  Secretarie 250/ 3,000 12,000
275
. Sub-Total 87,000
Overhcad at 30 perce o 26,000
. ' 113,000
1 Full-Time Advisor 25,000
‘ (Contracted for 5 years +5,000 ‘
- : . + 50% 45,000
TOTAL $158,000

Complementary agriculturdl activities

USAID/DR Agricultural Sector Assessment, 197’ °

SOURCE: Estimeted by USAID/SHDAR.
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functions efficiently., Such focus in governmental agencies now

is either minimal or non-existent. Yet it would not be unreasonable
to assert, even if it can not be proved, that adequate nutrition
over the past generation would have been more beneficial for the
country than the total of governmental development expenditures in
the same period,

Nevertheless, a nutritional fecus within organizations is
needed, Nutrition is broader than any single governmental agency.
Thus there are a number of agencies where such function could lodge,
depending on whether primary emphasis should be on food production,
education or health. The Presidency should not be excluded from con-
sideration. A sample budget of such unit is included as Table 42.

In its simplest form a HNutrition Policy is:  Eit more; eat
better. Exhortation is rarely persuasive and this simple formulation
is not a useful guide for action.

If the constraints to better nutrition are examined, it be-
comes readily apparent that certain Dominican cultural food habits
and preferences constitute a significant constraint. Better nutrition
for much of the population is also dependent on either subsidy or in-
creased capacity to pay. To what extent the cultural and preference
constraint, and, the economic constraint overlap is difficult to
say., While preferences may have developed as a consequence of pur-
chasing cheap foods, there is no assurance what-so-ever that improve-
ment in economic condition would automatically lead to an appreciably-
improved diet,

Those medical practitioners who advocating formula-feeding in
lieu of breast-feeding is suggestive of several things, two of
which are: One, the medical fraternity has influence in the country
despite the food taboos which abound. How can the medical fraternity
be mobilized to support better nutrition? Two, the medical frater-
nity is no less immune than other groups in dcveloping countries in
seeking "modern" and "technological' solutions even when these solu-
tions may have only limited application,

Any technically-advanced '"solution" to the problem of malnu-
trition introduces a new series of practical constraints: research
on product composition} production and quality control; distributiony
preparation for consumption, including product quality and germ free
state at this stage. The first constraint can be overcome through
application of a combination of imported and national expertness,
The second is also susceptible to technology transfer and importaiion
of the necessary machinery. Distribution is basically a question of
choice of alternatives or combinations of alternatives, e.g. distri-
bution through colmados, pharmacies, health clinics, schools, etec.
Decisions would also be required about how to make the product
available at affordable cost. .
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The fourthconstraint is the most difficult. To a major extent
all constraints except this final one are controllable. The hetter-
nutrition-foodchain, based on modern technology is weakest at the
point of the inteded beneficiary, If quality is not then maintained,
e.5. as a concequence of dilution, or if hygienic standards are not
observed, che product could introduce rather more adverse than bene-
ficial effccts. Where living conditions are poor -- inadequate
housing, primitive conditions of.food preparation -- '“ere is no
basis for .assuming that handling of the technological product would
be any better than other food preparation practices unless, of
course, cultural traditions and practices were sharply modified. This,
however, would take time.

Therefore, one must take several "time" fact rs into account
in considering technologically-advanced solutions. ‘rhe first is
realistically judging the time to develop, produce and market the
product. The second is the time to develop acceptability under
adequate conditions of use. The third is the time to modify tradi-
tion and cultural practices. The constraints surrounding technological-
ly-advanced solutions are scvere. While there is a definite place
for such solutions, impact -- particularly in the short and inter-
mediate term is likely to be limited -- and, optimolly, such solu-
tions should be applied under controlled conditions.

This leads to the question of how to control conditions. 1In
this society at present, control, generally, should be institutional-
ized in some form. Once education on product use has some possibility
of being followed, regarding both quality and hygienic standard,
the control can be the sclf-control of the last persons in the better-
nutrition-food chaiu.

There is another major alternative choice for improving nu-
trition., Obviously some locally-produced foods are more nutritious
than others. The Dominican Health Assessment Team suggested pro-
moting greater use of certain foods in the diet, particularly rice
and beans. This is a pragmatic and constructive observation. Ap-
preciably greater use of rice and beans would indeecd improve nutri-
tion generally. 1In both cases the Dominican Republic does not pro-
duce enough of these agricultural products, despite its having cer-
tain natural production advantages. It has the potential for meeting
its current consumption needs, but now importations are Lhigh and
costly and the GODR, with its central purchasing, has to compete in
the world market where widespread food scarcity prevails. The Gov-
ernment is now encouraging greater production of both crops but has
not allocated sufficient foreign exchange and budgetary allotaents to
import enough high-yielding seed. While foreign eschange and budget
income, per se, are not a constraint, the necessary allocations have
not been forthcoming., For exanple, $900 thousand was estimated as
the requivement to purchase improved bean seed, 200 thousand was
allocated. The consequence will be reduced production of high-
vielding bean virieties, There will be need [or substantial foreign
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excha:ge expenditures if current food requirements are to be met.
Furthermore, there is no inecreased production margin to support im-
proved nutrition, using beans as a basis, during the coming year,

While rice and beans can be the hard core program for better
nutrition, there are other foods readily available in the country-
side which can be used. Tor example, bananas are widely-produced,
but more for income than for consumption. The nutritionally poor
plantain is widely-consuned green where produced. Citrus [ruits are
usually plentiful, but frequently rot on the ground. There could
be much more extensive growing of tree crops, e.g. avocade and
coconuts. Increased production of chickens and pigs can be obtained
using feed crops generally and naturally available in the countryside.
Little care for some of these are necessary, and, the; can be pro-
duced on marginal lands. Crowing and using these crops more for con-
sumption would make more nutritional food a reality,

Dominicans in rural areas need to be encouraged and helped to
produce more and better foods. Greater activity in this direction,
obviously, would have greater potential application and practical
benefit in the countryside than in the cities.

What is clear is that the problem of identificatiol of food

production priorities from the nutritional viewpoint -- except for
rice and beans -- ig not being systematically addressed,

Nor has the problem of distribution network for food supple-
ments been considered except for the present food distribution pro-
grams such as the Cruzada de Amor, school and institutional feeding
programs, the present limited MCH program and the even more limited
food-for-work program. The systems which exist are not utilized to
the optimum in reaching the most nutritionally-vulnerable members of
the population -- pregnant women, nursing mothers and infants. As
pointed out earlier, those benefitting from current programs are
not necessarily those who would benefit most from nutritional sup-
plements. The needs of the most vulnerable group are only marginally
met in current food supplement programs -- both in terms of proportion
of total in category served, and, in terms of proportion of daily
adequate diet provided.

Furthermore, the adoption of the modern technology food sup-
plement choice and greater use of local products choice address
primarily the problem of production. The distribution problem of
the former could prove to be difficult while that of the latter is
negligible. The lesson to be learned in any society, developed or
undeveloped, is to reduce the incidence of difficulty by reducing
the nunber of problem areas.

Discussion of either choice do not yet address the problem of
how to encourage greater adherence by people to improved nutritional
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practices., Here the constraint of acceptability becomes almost
overwhelming because it is culturally and traditionally-based. It
matters little if availability is increased vhile patterns of
acceptability do not chanpge. TIntegral to implementation of any nu-
trition policy would have to be programs of public information and
education, requiring the use of all communication media,

As stated above, the nutrition problem is perhaps the most
serious Dominican health problem, Malnutrition is a substantial
factor in infant, child and adult morbidity and mortality., Economic
as well as social costs can be estimated. There is indicative infc
mation and data on the state of malnutrition in the 1969 nutrition
survey of middle and lower income families. The calorie and protei
deficiencies are calcuable, as are other essevtial ‘vitamin and
mineral deficiencies. The constraints are identified even if their
full extent has not adequately been assessed. There are resources,
financial, institutional and to some extent human, which could be
mobilized to deal with the comnunication problem.

The remaining questions are: Is the extent of the problem
known and the benefits to be obtained through better nutrition
appreciated by governmental and non-governmental leadership? Where
does nutritional improvement figure among governm:ntal priorities?
Consequently, is there a desire and willingness to attack the problem
aggressively and even enthusiastically? Can and will a national
nutrition policy be formulated and implemented? Can the leadership
in agriculture, education aund health, and supporting services like
public media, be made sensitive to nutritional needs and be motivated
to work for nutritional improvement? Can public opinion be motivated
and public interes: in better nutrition be sustained?

All these questions have to be answered affirmatively if there
is to be an appreciable impact in improving the level of nutrition
in this country. To attack the nutrition problem piece meal and ad
hoc is to tinker with the machinery without making any really sig-
nificant improvement in nutrition and in health. To have programs
that '"do good" does not uecessarily achieve significant and lasting
results., Impact can be beneficial in some respects without really
coming to grips with the problem, providing thereby only an illusion
of progress.

In the Dominican Republic there would necessarily have to be
several preconditions to effective action in the nutrition area.
One, there has to be an advocate. The advocate has to be the Secre-
tary of Health. Two, the advocate has to be persuaded and he, in
turn, has to carry the argument to the President. Three, the Presi-
dent has to become convinced of the necessity to improve nutrition
generally. He himself must articulate the goals and the policy. He
must instruct secretariat and agency heads to prepare, and when ap-
proved, carry out activities which in combination with activities of
other agencies will result in better nutrition. He must be willing
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to allocate increased financlal resources. He must take steps which
will mobilize public opinion -- among the medical fraternity and
among the public generally.

How? Mirst, there must be a goal and a policy. Second, there
must be a mobilization of interested and competent persons to work
for nutritional improvements, Third, there must be plans which are
focused and, to some extent, are integrated, or, at least are coor-

dinated.

How? One, a National Nutrition Policy should be developed and
issued. A suggested one is shown in Annex I. Two, there are three
basic alternatives for obtaining policy attention and support,

There could be a series of proposals, developed and iiitiated by a
governmental unit charged with nutritional development., A structured
National Nutritioca Council could be convoked. A prestigious ad hoc
and widely representative Presidential commission could be called
together to discuss and recommend goals, policies, programs, projects.

The governmental unit approach might carry weight as a tech-
nical body but the issue at this stage is not technical but broad
policy. Accordingly its influence would be minimal except for
performing secretariat functions for a consultative policy body.

A Nutrition Council was proposed in 1963 but never convened.
A recommendation to activate the National Nutrition Council has been
submitted to the Office of the Presidency. There has been no decision,.
It is unlikely to be convened until there is a much better and wide-
spread understanding of what the nutrition problem is and what the
GNDR can do about it. Theve is considerable doubt that a central
Couuvii could usefully coordinate anything at this point although
depending on its composition, it might be a useful forum. The forum
purpose could be served at this stage by a less formal structure.

Attention by a prestigious group, ad hoc and temporary in
nature, with a mandate to examine and propose goals and policy par-
ticularly, could possibly be useful in directing national attention
to the nutrition problem. The best people in the country could be
obtained if they were not required to make a long~term commitment,
From such group there might evolve, in time, a National Nutrition
Council served by a small secretariat attached to the Presidency or
to one of the major secretariats, e.g. health, agriculture, education.
As part of a general effort to sustain public interest in better
nutrition, those persons who share an interest and concern with nutri-
tion professionals may find it useful to consider establighing, as
have such in other countries, an association to promote nutritional
improvement.
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The foregoing is not a proposal to be implemented. Rather, it
is a proposal to be considered. Proposals in the nutrition area
heretofore have been partial, limited, and by and large ineffectual,
Something bolder and more comprehensive is needed i1f there is to
be significant nutritional improvement in this country any time soon.
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ANNEX I

SUGGESTED NATIONAL NUTRITIONAL POLICY

Considering: That malnutrition is widespread among the
people of the Dominican Republic, particularly so among preschool
children; that malnutrition is a direct or associated cause of most
deaths that occur in children in this age grovp; that malnutrition
seriously impairs the physical and mental growth of those individuals
who suffer from it, thus seriously limiting their capacity to enjoy
a meaningful and useful life; and, that malnutrition cxerts an awesome
toll in terms of human suffering, diminished productivity of workers,
and great expenditure of human and material resources to deal with
its effects,

Therefore, the problem of malnutrition is declared to be a
matter of urgent national priority und concern. An adequate level
of nutrition for all of the Dominican people would be mcre beneficial
for them and for the country than all of the current expenditures
for development purposes.

It shall be the goal of this Government that every man, woman
and child will have an adequate diet by 1985 and an improved diet
as soon as national efforts can be organized,

There will be a national campaign, including assistance from
private sector agencies, to improve nutrition. Programs of education
and public information will be designed and carried out to promote
better food consumption practices.

Priority emphasis in agricultural production programs, credit,
technical assistance, and support prices will be for food and produce
where nutritional benefit is greatest.

To the extent that better nutrition is beyond the financial
means cf the Dominican people, they will be assisted and aided.

This Government will support research by public and private
organizations, universities, and individuals to provide the additional
knowledge necessary for a better understanding of the problem of
malnutrition in all its dimensions and to evaluate progress in itsg
control.

The Secretariats of Agriculture, Education and Public Health are
charged with the responsibility for the joint planning and implementatior
of such programs as deemed necessary for carrying out the nutrition
policy in this document,
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VI. PERSONAL 1EALTH SERVICES

Personal health services are those services popularly referred to
as medical services. They mav be provided by physicians, modern
auxiliary personnel, or traditional practitioners such as midwives or
"curiosas.”" While the efficacy of many modern medical services are
unproved, medical interventions can prevent, cure and ameliorate many
diseases, In the Dominican Republic, as discussed in Chapter III, many
citizens suffer unnecessarily from disease because they do not have
ready access to health services, still more because of lack of basic
understanding and appreciation about what contributes to good health,

A USE OF HEALT}: SFRVICES

As shown in Table 43, the Secretariat of Health has the responsibility
of providing services tc 68 percent of the population, Autonomous
.agencies of the Government provide services to an additional 15 percent,
and the private sector, principally, is assumed to provide service to
17 percent of the population. This is an oversimplification since the
budgets per person show that the services provided by the State Sugar
Council (CFA), at RD$1.09 per person per year are more rudimentary than
those provided by the INSS,

Perhaps the most appropriate indicator oi preventive services
would be the percentage of the population immunized against certain
diseases: diphtheria, whooping cough, tetanus, tuberculosis, measles,
polio, typhoid and paratyphoid. Unfortunately, reliable data in this
regard are not available,

The Dominican Social Security Institute does very little in the
field of immunization. The Medical Assistance Program (MAP), a private
charitable institution which provides almost a half million consultations
per vear, has all but terminated innoculations because it can not longer
afford the vaccines. Only CEA, the State Sugar Council, has an active
innoculation program, but this program reaches fewer than 10 percent of
the total population., The Secretariat of Health has a weak program of
routine innoculation services, but it has organized immunization
campaigns intended to provide nationwide coverage on occasion, usually
in response to an epidemic, Gulf and Western is about to finance a
major innoculation campaign in the Eastern region.

From 1969 and 1,70, about 6.2 percent of reported mortality

resulted from preventable diseases. 1t is estimated that less than
half of all deaths were reported and that mortality rates from communicable
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Table 43

1973 EXPENDITURES IN HEALTH CARE BY INSTITUTION
o AND ESTIMATED TARGET POPULATION

nstitution.

Allocation of Financial

Resources

Estimated
Target Population

Per Capita
Expenditures
RDS$ Per Year

Ambdunt % Number %

Secretariat of Health 21,425,068 20.1 3,118,825 68.4 6.87
( SESPAS)
Social Security 13,000, 000 12.2 192,918 4.2 67.39
(iDss) °
Armed Forces and Police 5,583,764 5.2 125,000 2.7 44, €7
Sugar Council 380,292 A 350,000 7.7 1.23
(CEA) '
Other Government 12,396,927 11.6
Private Sector 54, 000, 000 50.6 775,598 17.0 8¢, 22

TOTAL 106, 786,051 1100 4,562,341 . 100 .



diseases are probably higher than reported, Innoculation services are
in all likelihood inadequate to maintain appropriate levels of immunity
on the part of the NDominican population.

The use of oukpatient and hospital services by the target
population of two institutions are shown in Table 44. Information
regarding the averayce number of consultations sought per person per
year should be available in the future from the 'Diagnos" survey, but
tabulations are net yet available., In Chapter II, however, it is
pointed out that the number of perceived illness episodes is approxi-
mately three per person per year. Many of these illnesses would result
in utilization of health services if they were easily accessible,
Consultations for prenatal care, family planning services, and chronic
diseases (diabetes, tuberculosis, and mental illn:ss) are undoubtedly
far below optimal levels,

Access T.ack of recady access to medical services is a principal
reason why the latter are not used, The most serious barriers to
services are four interrelated factors: (a) costs of transportation from
homes to services, (b) the time costs for use of services, (c) other
monetary costs of services, and (d) skepticism about clinical services
except for maternitv, and the most serious illnesses, Table 45
illustrates economic factors, based on data from a number of “micro-
studies” conducted in health facilities,

There are 809 hospital and outpatient facilities in the Dominican
Republic. They are concentrated in urban areas and high density rural
areas, The average travel time to get to Secretariat of Health's
facilities for those outpatient services selected for study varied
from 25 minutes to o.e hour and 12 minutes. There was marked variation,
which indicates that some users spent considerably longer periods in
travei., Average travel costs for these public outpatient services
varied from RDS$0.12 to RDS1.29.

The total time required for outpatient services, including travel
and waiting, varied from one hour and 17 minutes to 4 hours and 5 minutes.
Usuallv, services are offered in these facilities only in the morning.
Patients often leave their homes very early and spend long periods
travelling and waiting for service.

An even greater barrier to health services consumption, however,
is cost. A 1974 studv by the International Labor Organization indicated
that 30 percent of the population of Santo Domingo, 40 percent of the
population of other urban areas, and 50 nercent of the rural population
were below the poverty line. The patieat seeking care must incur both
direct and indirect costs which are often prohibitive, Quite often
services which are ostensibly free have hidden costs such as medica-
tions, laboratory services, or X-rays. The importance of this cost
factor is revealed by the popularity of one voluntary agency MAP, which

147



Table 44

SOME ESTiHATED UTILIZATION DATA OF SESPAS AND IDSS

1973
Secretariat Social
of Health Security
SESPAS IDSS
Estimated 1974 Target Population 3,118,825 192,918
Qutpaticnt Consultations, 1973 2,090,957 1,173,184
Outpaticent Consultations per Person per ycar + 67, 6.08
Number of Physicians . 835 410
Number of Facilities ' _ _ 202 91
Number of Outpatient Consultation 2, 504 2,861
per Physician per year
Number of Outpatient Consultations
per Facility per year
Total Number of Hospitalizations 234,460 28,956
Hospitalization per Person .07 N

Source: Dominican Assessment "Diagndstico'.
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TABLY. 43

SOMI 1¥DIPZCT COSTE PERCEIIVED BY PAYILNTS SEEKINC KEDICAL CARE
(Std. Dev. Iz Pareatbesis)

NOURS SPENT SEEKING SERVICES AVERACE SXPINOITURES IN TRANSPORTATION .
TESTITUTION ‘ PATIENTS FOR ALL PATIENTS s ~
Fusber of Patients Hean o
Time Loft Travel Waiting Total Paying for Traneporzatioa a) MEAX Trane~
Totgl Male  Peanls Boma Time Time Time Trenspertstipe Coste pottation Coets ¥
SISPAS: ‘
Genaral Mespital
Outpatieat 12t ] 23 3:24 a,m.  0:28 3144 3149 87 1.22 0.61
(1113 (0:17) (1:29) L:131) (0.91) (0.358)
Ispetient 2 22 o 7:39 a.m. 1:18 0:56 2:07 20 1.63 1.50
Crban (2:10) £2:02} (1:28) {1:22) (1.22) {1.26)
Maternity Hospital R
Ostpatient s 1049 e 5:44 a.m. Ot} 23128 4108 wt 1.42 1.2
(1:24) (0:34) {0:47) (0:31) €1.02) {0.82)
Ispatieat 18 7 o 8:43 p.m. 03134 an 1:2) “ 2.12 .77
Urban {2:52) {0:4)) {0:31) 1:18) {c.93) {0.78)
Padiatric Nospital
Outpatieat 79 30 L 7:34 a.0. 0:34 1127 2:18 74 1.57 1.29
(1:38) (0:42) (0:43) (1:00) (1.40) (1.00)
Inpatiest 33 P2} 29 3143 a.m, 1:14 L:39 2:3%0 1)) 1.36 2.25
Urban (2:38) {1113) (1:33) {2:18) {0.613 {c.76)
Bealth Subcenter A
Outpatient 0 33 3 T:l4 a.m. 0:23 2:01 2:28 3 1.33 0.12
Semiurban {1:11) {0:20) {0:3%) {0:38) {2.11) {0.18)
Mealtn Sulccatec © - ¥
Outpaticut %0 30 10 5:00 a.m.  0:58 1:3 2:26 13 0.40 0.16
Semturhen _(0:48) LG40 £0:2%) ___(0:%8) Q.12 £6.06)
esitn dutcenter C
Outpaciant 3 19, 1 8:15 a.m. 0:40 0:54 1117 18 0.36 0.38
Senturban =+ s i N (0:31) _pun L0:38) ., (D146) : . 0.2 = 40-38)
-
fural Clinic A
Outpatisnt 2? 10 7 €105 a.um. 1:12 1:13 2:28 [ 0,42 0.25
M [¢H$H] (:10 (Q:47) (1:20) {0.22) .2
Rugal Clinic B
&7 30 1?7 7:10 a.m.  0:38 3:12 12 22 0.42 0.20
(1:20) (0:44) (1:2 ) (1:19) £0.17) (0.24)
IDss:
Polyelintc 8 3 12 7:38 aum. 0330 1:13 2:02 s2 0.36 0.40
Urhan (1:16) {0:42) 0:37) (1:10) {0.20) €0.20)
Cancral Hospital
Outpacieat 68 i 37 7319 a.». 1:10 838 . 2.3 3% 1.74 0.81
(1:29) €9:58) {1:07) (1:23) (1.72) (0.63)
Inpatient A4 30 14 7:22 a.m. 1:36 2:00 214t 3 3D Y
Vghan (2:31) {2:14) (1:3:) {310s) (2.03) (1.41)
s
Outpatient [1] 36 3 6101 a.m. 0143 2133 3:44 3 8.76 0.38
Urbaa (3:37) €0:40) (0:38) (1:16) 0.01) (0,62)

SOURCE:

Study oo Consumptioa of Mealth Services.

a) Average for thoes who patd out of pocket transprotation costs,
b) Aversge faor sll Persons,
€) Includes post netsl cers for tnfent.

d) Costs subsidized by IDSS for travel to hospital for iapetient care.
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charges a flat fee of RD$1.00 for every patient visit, This fee
covers both the phvsician visit and any medication prescribed. Physi-
cians in this ambulatory care center see up to 300 patients daily.

: Indirect vosts also play a significant role with regard to health
service accessibility, The potential patient must balance the cost of
the time and wages lost from work ‘against that of continued illness.
Mothers are often forced to take all of their children to the clinic,
even if only one is sick, because no other family membevs are available
to stay with them. The most etfective public transportation svstem in
t"e Dominican Republic is the collective taxi system. DPrices are so
high relative to the income of wmost families as to put this service
bevond the reach of much of the populatien, According to the dirvector
of a pediatric hospical, there was an immediate 30 percent drop in the
number of cutpatient visits to the hospital the dav after the price of
the collective taxi iare was increased by an average 20 to 25 percent.

B. THE SYSTEM FOR SERVICE DELIVERY

The Secretariat of Public Health and Social Assistance (SESPAS)
is the main governmenrcal health agency and is responsible for providing
personal health services to approximately 70 percent of the population.
There is, however, a sizeable group of people with modest incomes using
SESPAS' services vho are not eligible for services f(rom other entities
and are unable to afford private care. These peonle pay the SESPAS
physician an extra fee in public facilities to receive special services
not available to charity patients. The personal health services of
SESPAS are provided in a variety of facilities: hospitals, health
centers, subcenters, and rural clinics. Facilities are located throughout
the national territory, but all of the larger institutions and specialty
hospitals (pediatric, maternity, psychiatric, tuberculosis, and leprosy)
are located in Santo Domingo.

The health services of SESPAS are offered in the morning Monday
through Friday. First aid and emergency services are available in some
centers on a 24-hour basis. Some services are offered onlv on certain
days. Physicians are paid to work a four-hour day while auxiliary
personnel to work a full eight hours. Most physicians have other jobs,
and the actual number of hours a physician devotes to his SESPAS job are
considerably less than four per day. Most rural centers are operated
by auxiliary personnel., Supervisory visits are rare. The personnel
in charge of supervision are stated by the Dominican Assessment team to
be generally uninterested and apathetic regarding their duties.
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The Dominican Social Security Institute (IDSS) provides medical
services for certain groups of employed persons who earn less than
$200 per month, (Governmental employees are not included). The actual
coverage of the populatien by IDSS is limited hecause most workers are
excluded by law or in practice ¥amily members are excluded, except
for hospital care at hirth for legal wives. Given the society's
prevalence of consensnal unions, this policy effectively excludes
prenatal and postnatal care for many families.

The services of the Dominican Social Security Institute are
organized into four zones. Fach zene has at least one modern hospital,
which serves as rhe referral point for more comp.icated medical problems
in the zonme, 1In addition, each zone has at least one intermediate
level ambulatory care facility for outpatient consultations, There are |
small consultation offices throughout each zone, These are staffed
with practical nurses (mostly male) who funz®i~n with very litrle
medical supervision. Some are staffed by medical students, particularly
in the urban areas, Many have no training. These small facilities
provide basic first aid and some other primary care scrvices

A large hospital, located in Santo Domingo, receives the specialty
cases from all zones. Most of the human resources (40 percent physicians)
are concentrated in this one hospital alone. The health facilities of
IDSS usuallv offer services for only four hours per day, five days a
week, Most are open 24 hours daily for emergency care,

Although the INSS svstem is relatively well-endowed with buildings,
personnel, equinment, and supplies, certain features act to limit accessi~
bility, effectiveness, and efficiency of services. These include:
administrative barriers which prevent the insured from obtaining services,
the limited hours of .peration (which in reality are fewer than four hours
per day), the I ck 4f physician accountability for the hours worked, the
lack of supervi: on of para-professionals, and the lack of preventive
services,

The Armed Forces and the National Police have developed their own
system of health care for the members of their immediate families. The
Armed Forces have few dispensaries outside of the capital city. The
lack of ambulatory care facilities is solved by utilizing the services
of the social security institute for primary care, and anyone who is in
need of more specialized attention is transferred to Sante Domingo.

Since 1970, the State Sugar Council (Consejo Estatal del Azdcar,
CEA) has made arrangements with SESPAS and IDSS to provide primary care
services to those who work om its plantations., The CEA mobile
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unit program serves 12 ingenios (sugar mills) and provides immunizations,
treatment of venereal diseave, dental extractions, and some curative
services. The usec of more extensive promotion activities and improved
organization would offer potential for reducing the incidence ol certain
communicable diseases such as tetanus, poliomyelitis, diphtheria, and
measles in the areas served. .

- The National Service for Eradication of Malaria (SNEM) was
established in 1963 under a tripartite agreement signed by the Dominican
Covernment, PAHO, and UNICEF. A semi-autonomous agency of the lcalth
Secretariat, the malaria service receives insecticides, vehicles,
equipment, and supplies from UNICEF, technical assistance and training
grants from PAHO, and substantial budgetary suvoport from the Dominican
Government.

Usitg a combination of salaried staff and volunteers, the control
of malaria wvas achieved by SNEM in less than ten years. A reorientation
toward prevention and control services was instituted in 1971. The
rural extension service provides disease monitoring and patient referral
activities for an estimated 1,000,000 to 1,500,000 people in isolated
areas.

The private sector is composed of two elements: the traditional
or indigenous practitioner system and the more formalized, institution-
ally trained professional system. The urban, economically self-
sufficient population banefit almost exclusively from the more formal
system. The rural poor are served by the traditional system. The
comadronas oricticas, or empirical midwives are a major segment of the
latter system. About 65 percent of the 1970 births occurred at heme,
and 98 percent of these were attended by practitioners who lacked any
formal training. It is estimated that there are about 6,000 empirical
midwives throughout the country.

The more formal private system dominates the health sector.
Nearly all government.employed clinical psersonnel have private practices.
This system experienced very rapid growth in the post-Trujillo era due
to an increase in the size of segment of the population able to
purchase services, the construccion of private facilicies, and the
expansion of health insurance schemes. Little is known about these
private sector systems in terms of the health needs of the popilation
they serve or the percentage of the population they reach. Members of
the Dominican Health Sector Assessment team were denied permission to
analyze the most important private health institutions serving the
wealthiest class. A
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C. RESOURCES FOR PERSONAL HEALTH SERVICES

c1, Financial Resources

As illustrated in Table 43, total 1973 expenditures on personal
health services were approximately 106 million pesos, Roughly fifty
percent of this expenditure was in the private sector, Only 20 percent
of health expenditures are channeled through the Secretariat of Health.
Assuming that health services provided by the Armed Forces and other
governmental agencies are at approximately the same per capita cost
as those of the TDSS and private sector, only 25 jercent of the popula-
tion benefit from 75 percent of the health care expenditures.

The average expenditure per capita was 23 pesos per year, If
distributed uniformly, this expenditure would clearly provide basic
preventive and curative services for the whole society, However, it
is estimated that only 1,650,000, about 43 percent, of the Secretariat
of Health's target population received any services in 1973, If true,
nearly one-third of the total population received no services at all,
The resources which theoretically could provide basic services to all
are used to provide relatively high cost services to a quarter of the
population,

Central governmental expenditures 1/ for "Health and Social
Assistance’ have shown a steady decrease from 12 in 1968 to 10 percent
in 1973 Moreover, as is shown in Table 46, the Secretariat of Health's
nortion of this health sector budget declined from 59 to 53 percent
from 1969 to 1973, while that of the Office of the Presidency rose
from 27 to 32 percent, Thus while both the Government budget for health
and that of the Secretariat of Health rose during this period, they did
so more slowly than the overall central budga:t of the Government, and
there was a substantial reallocation of financial resources from the
Secretariat to the Office of the Presidency, reflecting increased
expenditures for construction of health facilities, The Secretariat

o4

of Health's share of the total budget dropped from 7 to 5 percent

As figure 16 shows, the increase in governmental income paralleled
the increase in national income. The Secretariat of Health budget,
however, barely increased faster than population, and in real terms
there has probably been little or no increase over a six year period in
the Secretariat's budget per person to be served.

AL/ Not including the expenditures of decentralized or autonomous agencies,
like the IDSS, Red Cross, etc.
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Table 46

Expenditures in Health and Social Assistance
by SESPAS and other governmental ‘institutions®*

#ST

1969 - 1973
(RD$)”
Total Expenses in 19609 1970 1971 1972 1973
Health/Social o
Assistance 25, 613,030 29,018, 580 32,328, 481 33,436,436 33,274,828
SESPASK* 15, 383,139 16,122, 518 17,504,363 18, 396, 056 20, 294, 137
Other Institutions 10,383,139 12,896,062 14,824,118 - 15,040,380 - 17, 980, 691
Office of the o
Presidency 6, 810, 640 8,132, 807 8, 536, 065 10, 366, 648 12, 206, 141
Interior & Police 462,760 1,205,276 2,2?5,627 1,694,738 2,895,371
Armed Forces 1,924, 364 2,117,757 2,137,910 2,640,714 2, 688,333
Foreign Relations 6,075 5,512 21,343 5, 651 11,923
Finances 156,000 252, 500 156, 000 156,000 178,821
_Education & Fine Arts 965,320 1,182,710 1,767,173 176, 620 -
ngriculture 58, 000 - - -

‘Expenditurcs from Central Budget and do not include the decentralized government agencies.

7*SESPAS cxpenditures do not include some fund transferences made by SLSPAS tc -other governmental -
. institutions such as INAPA,

jource: Ljecucidn del Presupuesto, 1969-1973
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Figure 17 illustrates the allocation of funds within the
Secretariat of Health, The emphasis is on provision of personal
health services, as opposed to preventive health care. As stated
earlier, only 43 percent of the Secretariat'’s target population
received anv services in 1973. The most costreffective services for
those totally unprotected would certainly be those for the control of
communicable disease., Funds are concentrated in hospital and medical
services to the almost complete exclusion of "epidemic control," '"TB
control,' "health mducation," and "nutritional improvement,"

The Dominican Health Sector Assessment points out that the
use of financisl resources is inefficient throughout the sector.
Budgetary resources are used to keep underutilized facilities in
operation, Doctors are paid high salaries to perform services which ,
could be suitably provided by less costly personnel. Patients are
maintained in hospitals when they could be treated on an outpatient
basis at lower cost,

C,2, Human Resources

An indication of personnel ayailability in the Dominican Republic
as compared with other Latin American countries is presented in Table 47.
The relatively large national investment in health personnel is in high
prestige occupations for phvsicians and graduate nurses. Relatively few
auxiliaries are being trained, and there appears to be resistance to
development of additional categories of health professionals.

The Dominican Republic has one of the lowest physician to
population ratios in the Americas, in part reflecting emigration of
about half of all medical graduates, a trend that has persisted for at
least 15 years. Medical school enrollment has exploded in recent years.,
The country now has 12 medical students per 10,000 population, the
second highest such ratio in Latin America. 2/ Four new medical schools
have been created since 1965. They account for a smaller number of medica
students than the original medical school -~ the Universidad Autdnoma de
Sant> Domingo.

The country ranks slightly higher than the average of 1,0 dentist
per 10,000 population in Central America, but considerably lower than

gj Argentina has the world's highest ratio of physicians to population.
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Table 47

LUNLER OF PHYZICIALS, DLUTISTS, CRADUATE LURSES, AND NURSING AUXILIARIES
«ITL 2#TICS TEF 18,030 TCPULATION, PER COUNTRY

PLYSICTARS T i s AP/ TUATE, NURSLS FUYILIARIES
L
Country Year llumber ratio Year T hunler ratio Year Lumber Ratio Year Number Patio
o
T .
Argentiza 1972 42,950 20.9 1872 : 13,300 5.¢ 1972 14,621 6.1 " 1972 23,859 10.0
Chite 1973 5,572 5.4 1973 i 3,875 3.8 1373 2,324 2.3 1973 19,527 16.9
| ! .
Colorlia 1972 { 30,317 4,6 1972 3,264 1.5 ; 1272 2,700 1.2 i 1972 1y 9050 6.7
. - "
Cocta Rica 1973 1,323 7.0 1973 263 1.4 1973 870 &, € 1973 3,180 16.8
. "{' ’ .Lr
Dominican Pepublic 1974 1,785¢% 3.¢ 1972 51¢ 1.2 1972 317 0.7 1972 3,012 7.0
Fesu 1972 8,023 5.5 [ 1972 2,542 1.8 1972 5,040 3,5 1972 11,357 7.9
1

SCURCE: Health Conditions In the Americas, 1964-1972, p. 226.

* Cata from 1974 Juman and Pliysical Fesources Survey.



FIGURE * |7
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three for South America and four for North America. A4s in other

countries there appears to be little progress in increasing the dentist

to population ratio. Although many mecdnicos (empirical dental workers)
‘ or—r————y . .

extract teeth, the use of dental auxiliaries is otherwise virtually

non existent,

There are 317 graduate nurses, (RN's) in the country, the lowest
per capita ratio in the Americas. 1In contrast, they have one of the
higher ratios of auxiliaries per nurse, a ratio of 9.5. This phenomenon
has serious implications for the supervision of auxiliary personnel,

As a result of the scarcity of graduate nurses, the majority of
auxiliary nurses work with no supervision. Mursirp school enrollment has
gone down in recent years due to lack of approprizte career potential
for nurses A nursing curriculum is to be created at the level of a
technical high school diploma. 1lts graduates, if appropriatelv utilized
could fill this supervisory gap.

The majority of health professionals are located in the largest
urban areas, Santo Domingo and Santiago. Moreover, manpower is con-
centrated in curative and medical specialty services. More than 50
percent of physicians reported smecialty practice in areas other than
pediatrics, obstetrics, and gynecology. Only four percent of physicians
responding to a questionnaire had received any training in public health.
Similarly, nurses and auxiliaries tend to prefer specialty hospital
practice to basic health services. Those who do practice general
medicine are required to handle administrative responsibilities as well,
usually without adequate training. The majority of physicians,
dentists, and pharmacists are listed as being enploved in the private
sector, Those physicians who are officially emploved by public
facilities spend most of their time in private practice. The most
serious investment inefficiency in human resources lies in the excess
production of physicians, Current estimates of projected production of
doctors indicate that from 1970 to 1980 2,750 physicians will have
entered the labor force and that by 1980 more than 500 physicians per
year will graduate. Since these people cannot possibly be absorbed
into the health care system, the alternatives available to those new
doctors will be to emigrate or to leave the profession.

Although costs to produce a physician vary because a large number
of students spend up to 10 years completing the 6-year program, the
total investment in each graduate is estimated to average $20,000, If
a large portion of graduates never produce services, this investment
is essentially lost. Given the shortage of nurses and auxiliary persomel,
it would seem more reasonable to encourage the production of these types
of health workers rather than more costly physicians.
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TABLE 48

Distribution of Medical Facilities in the
' Dominican Republic

Secretariat '
of Health IDSS Private Other Total
Region I
Hospitals & Clinics 15 5 98 127
Outpatient Faciiities! 31 36 142 - 14 223
Region IT
flospitals & Clinics 11 3 39 2 55
Outpaticnt Facilities 44 16 47 4 111
Region II1
Hospitals & Clinics EEETR 2 30 1 44
Outpatient Facilities 33 11 59 2 - 105
legion IV
Hospitals & Clinics 10 1 18 - 29
Outpatient Facilities - 27 7 10 2 46
Region V
Hospitals & Clinics ' 6 2 17 25
Outpatient Facilities 13 8 23 44
Total
Hospitals & Clinics 54 13 202 11 280 °
Outpatient Facilities 148 78 281 22 529
809

Total ' 20?2 91 483 a3

Source: Survey of Physical Rescurces

1)Health Centers, Subcenters, Medical Dispensaries, Consultation Rooms

(consultorios),'Pplyclinics, Rural Clinics and Sanitation Offices
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Utilization of personnel is low. The average number of patients
seen on an outpatient basis by physicians is about 10 per day in SESPAS
facilities and 12 per day in IDSS institutions. Based on the usual
four-hour day in public institutions, this means a consultation rate
of about 2.5 per hour, According to a recent human resources survey,
the average time spent bv physicians daily in Govermment health institu-
tions was only tvo to three hours, rather than the scheduled four, The
average time spent with patients was less than five minutes.

C.3. Facilities and Equipment

The distribution of health facilitv investments reflects the
same pattern as that of health personnel. The highest concentration
of both hospital beds and ambulatery care facilities exists in the
Santo Dominge area as is shown in Table 48. The same holds true for
ancillary services such as laboratory and X-ray facilities. Over half °
of these resources are located in the National District, which contains
less than one quarter of the population.

As in most other Latin American countries, the Secretariat of
Health operates over 50 percent of the hospital beds. DMost of its
hospital resources are located in the area of the capital city. This
uneven geographical distribution adds to the inaccessihility problem
encountered by the rural Dominican population.

The ratio of 2.8 beds per 1,000 population in the Dominican
Republic as compared to the mean or 3,2 for Latin America is misleading.
Long term hospitals are presentlyv operating near capacity but in general,
hospital bed utilization is low. Decisions to further increase hospital
investment must he made only after intensive investigation. Similarly,
outpatient facilities are fewer per capita than in other countries of
the Americas, and are underutilized at the present time,

Inefficient investmer' appears to be common in the construction
of new health facilities. Several new private hospitals have already
had to close entirely or partially due to poor utilization. Small
hospitals in particular have low utilization, although caution must be
used in interpreting these figures., A six-bed hospital may have three
patients which would mean only a 50 percent occupancy rate, even though
at least that number of surplus beds would be needed in case of emergency.
Moreover, in small hospitals, surplus beds may require little or no over-
head to maintain., With regard to the larger hospitals, however, it would
seem more apnropriate for the short term to change utilization patterns
than to build additional facilities, The Dominican Assessment proposes
transferring some chronic care beds for the use of acutely ill patients
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and an efforv to decrezse the average length of stay in all facilities.
The chronic care facilities now cost $1,807 per tuberculosis patient
discharged and $18,940 per leprosy patient discharged as compared to
$42 for general hospital patients, The proposed changes would probably
improve care as well as decrease costs of inpatient services.

C.4. Medical Supplies
R e e et T S

A growing concern is the limited distribution and use of medical
and pharmaceutical supplies in many parts of the country, Drugs are
imported almost entirely through private channels. Distribution is also
primarily through private channels, since public ambulatory services
have almost no drugs -~ sometimes only four or five co treat all patients,
Similarly, publie hospitals often have limited drug supplies. Formularies
are not used to assure cost efficient drug prescription, and purchasing
and logintics svstems arc net operated to insure efficient acquisition
and distribution of drugs. TFor vhatever reasons, the Secretariat of
Public Health has not instituted a4 low-cost distribution system, The
private sector imports most products. Distribution is oviented primarily
to the urban areas and to the upper income groups.

The overall national cxpenditure on drugs, about 25 million pesos
Per year, exceeds the budget of the Secretariar of Health. This would
provide drugs for most of the pressing needs of the population if more
equitably distributed.

D. INSTITUTIONAL CONSTRAINTS

D,1. General

The Dominican Mealth Assessment group is highly critical of
organization and management. There is little administrative strength
in health sector organizations. A good proportion of the budget of
public institutions is spent for non-medical purposes, Yet administration
is generally inadequate, Physicians and nurses are responsible for
administration and are not trained for the task., There is no personnel
accountability system., FEven in the central offices, many employees do
not come to work. There is nc vay of determining which employees are
officially on the payrol. or to which services they are assigned. There
is no way of knowing whether allocated funds were spent for purposes
intended, Finally, information and reporting systems are rarely used
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in the individual institutions or in the health sector as a whole,

Three administratiyve problems demand immediate attention if any progress
is to be made toward strengthening health care administration;

(a) accountability, (b) logistics, and (c) information flow, control
and uvtilization.

Accountability., Without appropriate personnel and budgetary
accountability, there is no way of assuring proper use of resources.
Agency heads frequently do not have authority to appoint and discharge
public officials, Personnel are often appointed with no regard to their
qualifications and cannot responsibly discharge their assigned duties.
Low pay ard ill.defined task assignments are commcn place, Supervision
is practically non-existent at any level. Decisions are frequently
referred to the highest administrative levels for action.

Logistics. Supplies of medicaticas in particular are a serious
problem, 1In one public facility studied in the Dominican Assessment,

two~thirds of the medications prescribed by the physicians were not
available in the facility, Supplies for immunizations are particularly
scarce. One community physician requested 1,000 doses of measles vaccine
from SESPAS and received 150, Personnel interested ir. outreach immuni-
zation programs quickly become discouraged under these circumstances.
Shortages and costs do account for some of these problems, but undoutedly
the major difficulty lies in the absence of an adequate distribution
system,

There is additional evidence suggesting that the majority of funds
for maintenance never ceach their final destination. Visits to public
institutions reveal rundown facilities and outdated equipment. Even
the newer buildings have electrical and sewerage problems. Laundry
and kitchen facilities are obsolete. The latter frequently consist of
iron kettles over open fires. Even in the best public hospitals in
Santo Domingo, laboratory, blood bank, X-ray and other important equip-
ment are lacking or are not being used,

Information Systems. 1In the Dominican Republic low priority is
assigned to the collection and analvsis of data concerning health needs,
services, and resources, Symptoms of this problem abound:

- There is nc meaningful system of epidemiological surveillance.

= 55 percent of the SESPAS health facilities did not report
service statistics to the central office in 1973.
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~ No utilization statistics ave available from the Secretariat
of Health's Epidemiology Diyision in 1972 because the person
in charge was ill the entire vear.

-~ Mortality and morbidity data are collected only from public
institutions,

The reform of statistical systems would be slow and difficult.
Data collected by careful sampling could provide a vast improvement in
retiability as compared to previous unsuccessful attempts to achieve
complete reporting of all cases. Since the law does not require death
certification prior to burial, mortality statistics are incomplete
and inadeqwate. Death statistics could be improved by collecting
sample data from a number of publie, church, and other agencies.

D.2. SESPAS

The Dominican Assessment has suggested that administrative
improvement within the Secretariat of Health can be accomplished by
providing the Secretariat with resources to contract techni:al man-
power, particularly from universities and management firms, It is
likely that this type of assistance would be welcomed by the Secretary
and senior Secretariat officials.

Beginning in the early 1960's the Secretariat of Health with
help from PAHO initiated a regionalization scheme for the delivery of
its health services. The country was divided into five health regions,
and each region was further divided into areas. The health area is the
basic operational unit for the delivery of health services. Fach area
has one integrated health center or base hogpital in addition to three
or four subcenters and five or six rural clinics.

Regionalization has proceeded slowly. The main obstacle has
been the lack of administrative capability. The Dominican Health
Assessment has also proposed strengthening the Secretariat's program
of regionalization. The staffing, construction and equipping of four
modest regional offices is contemplated, assuming that administrative
and policy restraints are removed. Regional staff would have to be
given more authority and responsibility through implementation of new
laws, the creation of new posts, and the definition of a specific
budget for the regional program.
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D.3. The Dominican Social Security Institutgﬂ(IDSSI

The extent and magnitude of the administrative problems faced
by the IDSS do not giffer appreciably from those in the Secretariat of
Health, IDSS, however, has certain autonomv and mere funds to spend
per capita of those served. There is still a lack of institutions to
provide prepaid medical services ro certain intermediate income groups.
An alternative to extending the IDSS coverage would be to encourage
the private sector to fill this gap,

It seems unlikely that either of these alternarives are feasible
at present, Morecver, Lhe new initiatives in health currently under
consideration will constitute a strain on availalle adainistrative
capacities,

D.4, National Malaria FEradication Service (SNEM)

In contrast to other agencies providing health services, this
organization is relativelv strong., The origin of SNEM dates from a
1963 agreement signed by the GODR, the Pan American Healt! Office and
UNICEF. The Dominican Government readilv aporoved this agroement.,
The proposed program was modeled on similar programs then being
adopted by other Latin American and Caribbean countries. UNICEF
donated insecticides, vehicles, laboratory and other equipment, and
PAHO centributed technical assistance with advisors and training
grants, The Dominican Government provided substantial local support
for program operations,

SNFM's organizational structure is unique in the Dominican
Republic. TIts key feature is operational autonomy. Within its approved
yearly budget, SNEM can purchase the supplies it requires as pceded and,
most importantly, hire and fire its own personnel,

Malaria has not been eradicated, but it has been brought under
control. Except for limited areas along the Haitian border where
eradication activities still continue, SNEM is primarily invelved in
surveillance operations., The scale of SHEM artivities has declined
with the reduction in malaria. From an annual operating budget of
RD$1,130,000 in 1964, SNEM has reached a level of RD$781,860 per year,
This has remained constant over the past five years., In 1973 SNEM
employed 342 persens, 53 of whom were supervisory and administrative
personnel,
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Following the reduction in malaria eradication activities in
1971, SNEM began an experiment using its field employees to extend
certain elementary health services in the northern nart of the country,
These services being carried out currently by SNEM field personnel
include:

1. Collection of elementary demographic data.
2. Reporting contagious diseases.

3. Referral of mothers and children to other oublic health
facilities when appropriate.

4 Environmental sanitation activities. .

5. Identification of cases of leprosy and tuberculosis aund
referral to appropriate authorities.

This rural extension service covers some 1,407,200 inhabitants
located in isolated areas not served by any other health service.
SNEM has 4,402 volunteers within these rural communities to assist
in its program by distributing literature. The majoritv are local
school teachers and other community leaders,

D.5 The National Sugar Council (CFA)

This organization presently provides medical service to over
350,000 people annually, While CEA has considerable resources, it
could profit from technical assistance in defining priority areas
for action and in designing activities to meet these priorities as
proposed by the Dominican Health Assessment group.

D.6, The Armed Forces

The population residing in the mountainous areas of the
Dominican Republic is widespread. SNEM has no personnel in these
areas since malaria has never been endemic there. The Dominican Health
Assessment has proposed utilizing the Armed Forces to implement some

aspects of a rural delivery program in the mountain areas., This approach

would appear to be administratively feasible and the Armed Forces have
undertaken civie action programs which have benefited rural people,
€.,8+, construction of rurul clinics, schools, roads, etc.
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E. ALTERNATIVES

The foregoing description summarizes a number of factors which
characterize Dominican health services, Limited resources are used to
provide a measure of services to a large mmber of Dominicans buit are
often low in quality and serve a relatively small portion of the total
population, Better and more costly services are provided to a still
smaller proportion of the population., These relatively few people, who
can afford to pay, have appreciably better services. A great number of
Dominicans, particularly in rural areas, have no ready access to
services at all, The Dominican Assessment team his suggested attacking
this problem in as rapid and direct manner as pos:ible. They have
opted for an array of cost-effective preventive melical services, and
for carrying these services directly to the population., The program
includesy (1) providing basic services to urban and rural poor people,
(2) strengthening the Secretariat of Health, and (3) financing programs
for other groups.

E.1, OQutreach Services

The proposed program leads to other long range program
possibilities, Since poor Dominicans normally do not take advantage
of medical services located more than a kilometer and half from their.
homes, a system to achieve equitable coverage will have to extend to
the smaller villages. Since the GODR is able to spend little per
capita for health care, services will have to be very low in cost.
The least costly, reasonably efficient personnel would need to provide
basie health services. The emphasis of such services would necessarily
be preventive rather than curative

The Dominican team identified the following as the key criteria
for the design of the services:

1. Only those activities will be incorporated into the system
that have demonstrated to be cost-effective on the basis of randomized
field trials in the Dominican Republic,

2, Yersonnel from local communities will be trained for each
activity that they perform,

3, Training will be cyclical, usually related to cycles of mass

campaigns. Refresher training in each function will be provided
regularly,
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4, Supervision will be continuous and will constitute a major
part of the program,

5 Drugs and vaccines for the six to ten basic health problems
must be available at a greatly subsidized cost.

Training and supervision of traditional midwives to improve their
capacities should te considered, The Dominican Assessment team also
proposes using these midwives as family planning promotors, providing
pavment per capita tec replace income thev might lose through decreased
child bearing.

Organization. The Dominican Assessment team has taken the
philosophical position that the provision of medical services to the
two-thirds of the population who are financially indigent and who do not
receive services now must be the responsibility of the Government. No
medical institution of the Government currently has the management
capacity or efficiency to carry out this task unassisted. The one
example cf a competent organization with near national coverage is the
Servicio Nacional de Frradicacidn de la Yalaria (SNEM). The Dominican
Assessment group has proposed huilding on this organization to provide
services at the grass roots., The new service would be callcd the
Servicio Popular de Salud (SPS).

The target population of the SPS is divided into four specific
sub groups. A different svatem is proposed for each, The largest
single group, numbering about 1.5 million, are the rural populations
in those areas with many small farms and a varied agricultural
productien. For these people there is the program of Sanitacidn,
Atencifn Médica, Nutricién para el Area Rural, SANAR. The urban,
financially indigent population, estimated currently at 300,000, will
be served by the nrogram for Cuidado Tirbano por Medio de una Red de
Asistencia y Remisién, CURAR, The population in the sugar areas,
employed by large agvo~industrial organizations, would be served by
their respective organization. This mechanism is to reach an additional
300,000 persons. Tinally, the public service program of the Armed Forces
would be requested to carry out the SPS-designed programs in the difficult
to reach mountain areas of the country, serving a population of approxi-
mately 200,000,

SANAR.  This program is the largest of the low-cost delivery
systems, The proposed staffing for SANAR is shown in Table 49. It is
proposed to extend the functions of SNEM velunteer workers to include
community promotion of health, nutrition and family planning as well as
the use of a few simple drugs, Traditional midwives, when trained, will
also be included in the program,
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TABLE 49

SONNE L SED _TOR

(Assiming Populaticn of 1.5 Millica to be Coverad)

Totinated Coverment

Ratio to Bumbar of Span of 0ff1ce/sita 3/ Yunctions Tinancing Comminications YExpendifures (Pescs)
Fogulatton Persons Superyiston it
Lowives Y 1/1,000 1,500 Commnity 1. Deliver Bables 1. Tae for Servics Via $ 360.000 $ 13,000
2. Tmily Planning 1. Capititiou-fFaxtly Tracticante
Promction Flanning at $240/Year
3. Sudstdire Kite .
sluntesre /400 2,730 13 Commnivy 1. Health Promutton 1. Voiunteer Rallos 4 187,500 4375,000 (Radtos &
Voluatewrs 2, Drugs and Instructioa 2. Capitetion per person Hotercycles)
. peT for Automedication Vacclinated or Ceutacted
Practicante 3. TFirst Ald 1a Mass Campaign at *
. 4. Health Education $30/Year
3. Distributton of Tood 3. Comatesion on Sale
Youchers Pruge
6. Femtly Planning
Promotion
Practicantes” 176,000 230 12 to 13 Rurel 1. Training and Supervi- 1. Salaried at §1,6G0 per Radtoo, «. 50,000 Radios °
Practicantes Canterse, sing Volunteers Yosr Hotorcyclas acd Tralning
por Six Sud- 2. Maws Acticn-Use of 2. 50,000 Motorcycles &/
Suparvisor Cencere Jet Injectors, etc. 3. $250,000 (Radld for
3. Llogietic-Drugs, ln- Rursl Centers and Sud-
forzation, Food Canters)
Staxps, etc.
4, Rducation (tovies,
ete.)
.
Supervisors 3/ 1/75,000 20 s Regiomal 4. Superviston of 1. Salaried ac $6,000 Automobiles $120,000 $ 60,000 (cars -20-) ¥
Supsrvisors Offican Practi{cantes and pet Yoar
pac « Volunteers
Begion 2. Programing, Plann-
ing Administration
~?ralaers » » 1-3 Ragiensl 1. Train Nidwives
Tratnars Ofticas 2. Tretn Precticantes
por Rogies . and Volunteets
’ 3. Develop curricula
- . e e e e . . T cpn o) 7
Regtonal Staffe ¥/ - s Pive Regisns  Regioaal 1. Admiststretion of 3. Selariad st 323,300 ) 117,500 43,000 (13 ea ').
Oftices Progras Tweal L ) y
Bartesal Statf & - 1 Naziomal Seato Dewings 1. Adelsistracion of 1. Salarled at $17,800 ¢ 17,000 3 3,000 (oos sax)
Ragiomsl Ofiice, Progrem
SEEPAS
Totals L3 3,39 $48,000

NiSwives will be supervised by the perssusel st the Sacratarist of Neslth. Commniceticn via “practicsntes™. Traintng b

Will be phyviciams.

$1,252,300

Physicisn (dirsctor of ragisn) st $85,800/year, edainistrator at $3,000/year, thres drivers at $1,500/ysar, three secretaries at §1,500/ysar, warehousamsn

ac $1,500/year.

Offices space will de previded by the

o e
£
]
»
&

Most of these vehicles alresdy sxtst and beleag te the SHEN, se that wew i

direszer of §10,800/pear, sesretary at §1,808/year
Sarvatariat

, sdministrator at $6,000/ysar.

of Nealth, : Provision for Reglons! Qfficas 12 facluded Lin program for thet orgenizstico.
Metecrycles will be imperted withent duty, peid for the practicemtes and will belemg to them, Msintemance end gas insiuded in salary. $30.000 escablishes .
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d



http:66.OO0ly.ar
http:V4.iotoL.1o

CURAR, The urban program is to be operated through satellite
health centers in Santo Domingo and Santiago. Two alternatives are
offered for staffing: medical students and raculty, or nursing
auxiliaries and physicians, Table 50 illustrates the nature of the
program. Using medical students as primary care providers under
faculty supervision would provide a most important chanpe to
medical education by orienting it.to public health and outpatient
cdre., The university faculty should find the pronosal particularly
attractive s’nce the six existing hospitals used for teaching are
totally inadequate to handle the load of medical students. The
auxiliary personnel model would not be subject to the nossible
periodic disruption of service that is to be feared in university
based programs in Latin America, It would be more expe nsive since
medical students would not be paid.

Estimated annual cost to run the full SANAR program is
RD$1, 250,000 for salaries, and an equivalent amount for drugs and
supplies, RD$2,500,000 per year in total., Initial investment should
not exceed RD$1, 000, N0O,

Yearly expenditures for the final CURAR program would be
approximately RD$400,000 for salaries if medical students were the
principal providers of care, or RD$950,000 if auxiliary rersonnel were
used. Drugs and supplies are expected to cost approximately RD$500, 000
per year, so that the CURAR total yearly budget would be RD$900,000,
or RD$1,450,000 depending on the staffing. Initial investment, assuming
community supplied buildings, would be approximately RD$100, 000,

E.2, Strengthening the Secretariat of Health

The Dominican Assessment team suggests strengthening the Health
Secretariat bv having a core of several groups of professionals attached
to and working under the guidance of the Secretary of Health, Four
groups have been identified which would w rk toward resolving some of
the more critical problems presently eXist.ng within the Secretariat:
human resources, physical resources, health education, and organization
and management,

ﬁyman Resources.  nNne group would be responsible for studying in
detail the problem of human resources, particularly the production and
training of persomnel. Six full-time and three half-time professionals
with staff are proposed with a yearly budget of RD$75,000,
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Table - 50

PEPCCINEL PROPOSEL FOR CURAR

(Assuming 300,000 Population to Cover)

Tyre Hidwivas Auxilliaries Prinary Care Providers Physicians (2) Other Local Central Total
Administration Administration
‘Patio to Pcpulation 171000 1/15,000 1/1000 1/10,000 1/10,000 NA
surker of Persoas 200 20 300 30 150 S 805
Span of Supervision One Auxilliary to 15 Midwives Ten Primary Personnel per Physician
Offices Community Peripheray Peripheray Peripheral Peripheral Santo Domingo
‘ Centers +Centers Centers Centers
Functions -Jeliveries Supervision 1. Preventive Yedicine 1. Supervision 1. Auxiliary See Note (8)
-Family Plan~- of Nidwives 2, Prirary Care of Care Nurses (3)
.. ninp Promotion ~-FCH Care 2. Referral Care 2. Sweeper
Janitors (4)
3. Records
Clerk (S)
4, Drug Clerk (6)
finandng -Fee for Service Salary at See lote (1) See Note (2) Salary at (3,4, Salary, (8)
-Capitation for $1,800/Yes 5,6}
Fanily Planning .
at $245/Year
Estimated Expenditures
Yearly 72,000 336,000 54,000 (1) 180,000 (2) 201,600 20,500 $384,100
3,200 432,000 75,000 (7) 3,000 (car) 942,100
81,000

(1) Two flternatives are preposed for testing: medical Students with
expenditure of 11,800 per year for 30, for providing night care in
centers, or auxilljaries paid at $1,440 per year.

(2) These physicians may be paid by the university if medical students

. are used; otherwise, at 05,00 per year by CURAR

(3} Two per center at 21,440 per year

(4) One per center at $360 per year.
(5) One per center at 31,440 per, year.
(6) One per center at $1,u40 per’ year.

(7) Assuming $2,500 to equip community supplied center:

(8) Director ($10,900 per Year), administrator

-two bookkeeners !S2 00N man waacd

(59,000 per year),’



Physical Resources. This group would have the ol lowling
functions:

- Planning and =valuation of the physical plants qand develop-
ing architectural standards for the construction and
renovation of medical facilities.

~ -Guidance in the selection of apprepriate sites for health
facilities.

~ Guidance in the purchase of equipment.
~ Traiuning in the appropriate use of equipment.

- Creation of a functional system of maintenance of buildiangs
and cquipment.
Six professionals plus their stafi are suggested at a yearly
budget of RD$65,000.

¢

Health Lducation. The Health Education Division »f the
Secretariat of Health is already involved in the training of primary
and secondary school teachers in hygiene, autrition, and health.
These activities, however, absorb all of its time and personnel.

It is seen necessary to develop a mass media program of health and
nutrition education.

Organization and Administration. Tha Secretariat of Health
should develop its techaical capacity for planning and designing
health programs for the entire health sector. Unfortunately, unaer
its present structure it cannot attract or maintain a group of
competent professionals in these areas. It is suggested that the
Planning and Program Office be reinforced within the Secretariat.
This group might also establish a series of contracts with outside
organizations to support the aforementioncd groups. This would allow
salaries conducive to attracting top personnel. 1t is desirable to
consider use of the teaching faculty of universities for such
purposes,

Internally, some basic administrative changes are needed
urgently in the Secretariat. The most important change is the
delegation of budgeting and personnel ,power to the Secretariat instead
of in the Office of the Presidency where it now resides. Although it
may not be feasible in the shkort run to change the latter, it is
suggested that a strengthening of the middlé level of organizational
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structure in the Secretariat would improve the delivery of health
services.

Finally, it is recommended that kev management svstems be
revised and improved including:

a) Information systems on service activities, and morbidity,
mortality, and fertility rates,

b) Personnel systems,
c) Accounting systems.

d) Supervisorv and managerial svstems.

E.3, Financing Programs for Other Populations

The remainder of the Dominican population are provided adequate
care or are economically able to obtain the medical services they
desire. They have access to private care, Socjal Security, Armed Forces,
and prepaid medical insurance. Large amounts of 1esources are available
to provide care for these people. These services are unutilized. Thus
there are major inecuities and the health service needs of this
population are not adequately met.

The Dominican team, noting the inequities, Las suggested that
employers, including the GODR, and employee groups he permitted to
seek prepaid services through either insurance or group practice systems
and to choose any entity that provides the services thev desire on the
basis of least cost per unit of coverage. The Government would set-up
a regulatory agency to assure the quality of services offered. New
services would be encouraged by the Government, Thus if one medical
service institution were to offer low quality service at excessive
prices, another groun could take ac tage o currently unused capacity
in the private sector to offer and alternative and more efficient service.
There are many practical difficulties and obstacles to such a proposal
and changes in the current systems are not likelyv soon.
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VII, ENVIRONMENTAL HEALTH

A, HEALTH PROBLEMS DUE TO LACK OF ENVIRONMENTAL SANITATION

Inadequacies in Dominican environmental santitation conditions
cause severe health problems for most of the population. Enteritis
and other diarrheal diseases cause more deaths (21.5 percent) in the
Dominican Republic than any other major category of disease. They
are also an important cause of illness, especially when associated
with malnutrition, and account for much hospitalization. The inci-
dence of diarrhea is determined primarily by the quantity and quality
of water consumed by people, food sanitation, quantity of insect vec-
tors, the way in which human wastes are disposed, and more basically
habits of personal hygiene. All these factors fall under environ-
mental sanitatiom.,

Poor environmental sanitation also contributes to the spread of
other serious health problems. Hookworm, roundworm, tuberculosis,
and other infectious and parasitic diseases all stem from poor food
sanitation, lack of water and waste facilitiles, aggravated by inade-
quate housing conditions. A survey of 4,315 persons in Saato Domingo
indicated that 53 percent had hookworm; 29 percent had severe cases.—/
For relatively healthy people, these diseases are not normally fatal,
but for people whose nutrition and general well-being is considerably
below normal, these problems are difficult to treat and compound other
existing health problems.

In stvly after study, a pesitive relationship is found between
accessibility of water anglreduction of diarrhea, especially in in-
fants and smail! children.®’ Studies of metropolitan Santo Domingo in
1971 and 1974 founa the combined effects of a shortage of water and
inadequate handling of excreta was consistently accompanied by in-
creases in the incidence of diarrhea (Table 51), Diarrhea is almost
three times more frequent among children age one to four years in
homes without water.

1/ Hookworm Survey, Santo Domingo (1973)

2/ Ruth Rice Puffer and Carlos V. Serrano. Characteristics of Infant
Mortality, World Health Organization (Geneva: 1973).
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TABLE 51

Average Number of Diarrhea Cases per Child
Over a Two-Week Period, Chilcren One to Four Years of Age
Santo Domingo, 1971 and 1974

(Sample Size in Parenthesis)

1971 1974
Houses with Easy Access to Water 0,1266 0.1293

(1107) ( 385)

Houses without Easy Access to Water 0.3776 0.3742
( 766) ( 263)

Source: 'Study of Diarrheas,' Autonomous University of Santo Domingo
(1974) unpublished.

The economic loss as a result of this disease is substantial.
Diarrhea attacks are estimated to have cost the people of Santo
Dowingo one million dollars in 1974 for medicines, 1035 educational
production, and reduced economic production of m.ales.-3~ Water costs
an estimated 80 centavos per 1,000 gallons if delivered by pipes, but
RD$4.50 if delivered by truck, and RD2}4.00 per 1,000 gallons by
"acuelata" (gallon lot distribution).? The unnecessary direct costs
because of inadequate piped water supplies are heavy.

B, ORGANIZATION OF THE SECTOR

Several agencies have responsibility for aspects of environ-
mental health: Secretariat of State for Public Health and Social As-
sistance (SESPAS), National Water Supply and Sewerage Institute
(INAPA), the Public Works Investment Commission (CFOIE, or President's
Technical Office), and the new Corporation of Aqueducts and Sewerage
System of Santo Domingo (CAASD). 1In addition, the Dominican Munici-
pal League (LMD) is comprised of various city and town governments
which have operating control over their own water and sewerage
systems. The role each agency plays in envirommental sanitation is
governed largely by tradition and past experience.

3/ Autonomous University of Santo Domingo. "Study of Diarrheas"
(1974) unpublished.

4/ A colloquial expression combining acueducto (aqueduct) with lata
(tin can).
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The most serious problem is a lack of regulatory enforcement over
sanitation hazards., The multiplicity of agencies was noted by the
Dominican Assessment Group to contribute to a certain confusion. 7The
National Water Supply and Sewerage Institute (INAPA) was formed in
1962 to centralize control over the Dominican water and sewer systens,
The responsibility for design, construction, and vperation of these
urban systems was to be handed over to INAPA by the wmunicipal govern-
ments (municipios). As of 1972 only 63 urban commmitiecs with popula-
tion over 2,000 were administered by INAPA, Seventy-one were adminis-
tered by municipalities. Thirteen were without services (Table 52),

A nunber of systems were to have been transferred to TNAPA over the
past five years. Tne failurc to complete transter ne doubt reflects
reluctance on the part of municipalitics to give up chatever small
revenues the systems produce. Additionally, the Techrical Office of
the Presidency (CFOIE) is responsible for much of the dosign and
censtruction work of new municipal systems,

TABLE 52

Agency Responsible ifor Water
System Operation

INAPA CAASD Ayuntamien.» No ? Total
(Local) System
Municipio Urban Center 22 1 54 1 0 78
Distrito Municipal 23 ] 9 1 2 36
Other Urban Places 18 7 8 i1 U 44
TOTAL 63 9 71 13 2 158

Source: Compiled by USALD/DR

At the present time, in practice, INAPA and the municipios are
responsible only for the actual operation of water and sewerige systems,
Construction and expansion, on the other hand, is directed by CFOIE,

Since 1966, nearly $20) million have been spent for small and
medium-sized city water and sewerage construction projects under the
auspices of the Presidency.

In addition, enforcement authority, affecting environmental
health, 1s not exercised by any of these national agencies, Milk,
for example, is transported over long distances without refrigeration,
SESPAS is empowered to collect milk samples from dairies and has legal
authority to take action against violators of quality standards, but
does not exercise this authority, Thus, if milk arrives at dairies
with bacterial counts too high to permit effective pasteurization, the
SESPAS is unaware of a problem and is nct in a position to prohibit
the sale of such milk.
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C. PRESENT COVERAGE, PLANS AND EXPENDITURES

C.l, Water System Problems

Development of improved water supply systems have from time to
time received Govermment altention and priovity (Table 53). Fifty-
four percent of the people in urban areas presently have access to
water. Many systems were constructed during the early 1950's and late
1960's. 3anto Domingo and Santiago reccived recent special attention,
including design of 2 system which is expected to meet water needs
through the year 2000, Rural water service reaches perhaps 20 percent
of the people. New water system construction countinues as a part of
a naticenal plan for locales containing 300 to 5,000 people. No
effort is presently being made to provide water service to the more
dispersed wural population, i.e. under 300 people per locality.

Sanitary waste disposal systems are largely non-existent. Only
the largest cities have sewer systems and coastal cities provide no
treatment for sewerage discharged into the ocean. A plan for rural
latrine construction was prepared recently, and latrine construction
projects are underway. As with water supply, there are no national
goals within a specified time frame to construct sewers although an
informal policy euxists to develop sewerage systems in conjunction
with water supply syscems for urban areas.

Problems with respect to water systems include: (1) need for
greater accessibility to sources of water; (2) poor quality of
water; (3) loss of water through leakage and wmisuse; (4) contamina-
tion of water supplies. The following discussion focuses on the
technical aspects of these problems althou-h lack of authority and
control in Government ngencies, as cited & the Dominican Assessme.at
Group, remains a principal hirdrance t. an adequate solution,

There are four multiproject plans for water and sewerage systems
for which engineering information exists: '"Plan Nacional de Acueductos
Rurales' (PLANARY, Rural Latrine Plan, Saunto Domingo Master Plan,
and Santiago Master Plan, lirban darcas outside Santo Domingo and
Santiapgo are not subject to these plans but have received heavy
post-1966 water and sewerage system counstruction investments,
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TABLE 53

Annual Increase in Water System Investment, Sewer System Investment,

and National Economy, Dominican Republic, 1968-1973

Gross National Product
(at current RDS)

Total Central Government Expenditures
(at current RDS)

Central Government Capital Expenditures
(at current RDS)

Total Water and Sewer System Investment
(at current RDS)

Source: Compiles by USAID/DR

1968 1969 1970 1971 1972 1973
4.4 13.9 12.1 12.2 18.5 21.5
3.3 13.7 11.9 15.1 G.5 10.4
9.6 30.3 26.7 32.8 15.0 16.5

37.8 -11.7 -2.5 31.6 135.5 -5.7



C.2. Santo Domingo and Santiago

Over 50 percent of the people in the large urban centers of
Santo Domingo and Santiago are served with water connections, (Table
54) but these cities clearly need increasing pumping and processing
capacity. As stated above, master plans were recently developed for
these cities to accommodate the expected population increase through
the year 2000. As the current sources of ground water supply have
become increasingly contaminated, new sources are designated in
the plans and large capital investments are projected. In Santo
Domingo, the Corporation of Water and Sewerage for Santo Domingo
(CAASD) was recently established. The head of INAPA has taken over
active direction and has transferred many competent persons from
INAPA to CAASD. This has weakened INAPA. CAASD now directs all
water and waste systems construction, operati.n and maintenance
in Santo Domingo. The cost of the first five year phase of work in
Santo Domingo hus been set at $18,000,000 for development of new well
fields in the eastern part of the city, study of the feasibility of a
new Madrigal Dam on the Haina River, and installation of water meters.
It is assumed that, if che dam is constructed and provides an adequate
supply of water, the eastern wells will be abandoned.

In Santiago, the master plan being implemented is presently
estimated to cost $13,200,000, covering a five year span. The city
water system is operated by the Municipal Government with the assist-
ance of the Municipal League. The project includes new filtration and
treatment facilities, reserve tanks, and distribution lines. The
plants will have a capacity of 70 million gallons per day.

C.3. Intermediate and Small Cities

In small and medium-sized urban areas, the press of population
growth over the past decade has greatly strained the availabhle
sources of water supply. The 1970's Goal for the Americas2/ for urban
areas is a household connection for 80 percent of the population
(Figure 18). At present, all Dominican urban areas including the
major cities mentioned above provide water for about 55 percent of
the residents. Some intermediate cities are being upgraded jointly
by INAPA and the Technical Office of the Presidency, CFOIE. Under
this arrangement, many water distribution projects are initiated by
the CFOIE, planned by local engineering firms and constructed by
INAPA, About $10,000,000 has been spent since 1966 by CFOIE for the
various systems while INAPA has invested another $8, 000,000,

5/ At the meeting of Ministers of Health of the Americas in Santiago,
Chile, Goals for Health were made for the continent, and have been
used in most countries since that time as bench marks for develop-
ment of the vector.
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TABLE 54

Availability of Household Water Comnections in Santo Domingo
Based on 1974 Sample of 6,965* People in 1,257 Households

Inside
: ] Inside Outside Another Vith Comneccion
Area Income Level Total House House  House Without Pressure Other
Area § (moderately poor) 277 104 70 9 9 85
Area 6 (marginal) 2,225 545 888 - 450 342
Area (poor) 2,295 1,062 859 23 245 106
Area ‘(medium) 1,044 800 137 9 51 47
Area (high) 949 854 5 8 75 7
Sample Total 6,790% 3,365 1,959 49 830 5€7
Percent of Total 100% 49.6% 28.9% 0.7% 12.2% 8.6%

* Based on data from the 1974 Diarrhea Study carried out by the Universidad Aut®noma de Santo
These preliminary findings contain an error of about 7Z.

Domingo and the Diagndstico de Salud.
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From the health point of view, the most beaeficial environmental
health investment is investment in water systems, No present plan
really addresses the needs of small and medium-sized cities for water
systems., A national urban water plan directed to these smaller urban
centers, PLANURBE, prepared by INAPA, remains in draft form. PLANURBE
lists 20 cities which INAPA believed to represent high priority needs
for water system construction (Table 55). As it has turned out, many
cities not on the PLANURBE list have received water system assistance
from the CFOIE. Completion of the 20 systems in PLANURBE would af-
fect 222,600 people at a projected cost of $15,582,000, Estimated
costs, which are already too low, would average $70 per perscn served.
The PLANURBE list includes both cities which operate their own water
systems (with assistance from Dominican Municipal League) and ¢ities
where INAPA operates the system.

Maintenance and operation of completed systems is a problem, )
particularly in those cities where water revenues are credited to the
general municipal treasury. Lack of othei municipal funds frequently
results in these funds being used for purposes other than maintenance,
At present, the Municipal League attempts to repair damaged or inopera-
tive systems with approval and financing from the Technical Office
of the Presidency. It had been planmed that maintenance of these
systems would be transferred to INAPA. However, INAPA does not have
the resources either,

C.4. Rural Areas

In the rural areas the construction of water supply systems
by INAPA is proceeding at a slow pace. Between 1968 and 1973, the
proportion of the rural Dominican population with access to water im-
proved frcm about 7 percent to about 19 percent.g/

INAFA supplies water to rural communities. Household counections
are made and paid for by the residents, Table 56 indicates the 1973
coverage ol the populaticn by rural water systems and the respective
financial opeations, Research evidence indicates that water piped
from the community souvce into the home reduces the incidence of
diarrheas, Easy acceis to water, however, 1s even more important in
terms of tie gencral health of rural communities. As important as
potability is, it must be judged secondary to house connection.

6/ '"Diagnéstico," p. 45
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TABLE 55

"PLANURBE" Aqueduct Enlargement Proposal

Supervision Population Population Cost of
No. City and Operation 1973 1980 Construction
1 San Cristobal Mun.Gov./LMD 31,179 43,212 2,182,530
2 Bani "o " 29,167 37,504 2,041,650
3 ~ Bonao "o " 25,047 39,709 1,753,290
4 Villa Altagracia noon " 6,691 28,744 469,370
5 Neyba ' v " 14,266 18,168 993,620
6 Santiago Rodriguez voon " 14,605 14,822 1,022,350
7 Hato Mayor woomn " 11,927 15,081 834,830
8 Villa Bisond roon " 11,544 14,199 308,080
9 Montecristi INAPA 9,356 11,236 654,920
10 Cotui INAPA 9,413 11,994 658,910
11 Jarabacoa Mun.Gov. /LMD 8,313 12,530 581,910
12 Sanchez roow n 7,919 9,370 554,330
13 Cabral noow " 6,405 7,810 448,350
14 Dajabon "o " 7,657 10,579 . 535,990
15 Elias Pifia noon " 6,628 7,313 463,960
16 Loma de Cabrera "o " 5,329 6,920 373,030
17 Miches " " " 5,053 5,016 353,710
18 Constanza " " " 5,095 8,184 356,560
19 Villa Gonzilez L " 4,420 4,700 309,400
20 Jimani "roon " 2,586 2,939 181,020
TOTALS 222,600 300,000 15,582,000




TABLE 56

Financidl Operations of Rural Water Systemns, by Zone

1973
¥inancial Indicators ‘ ZONE®
1 11 Y11 Vv TOTAL

lio. of Systems : 16 40 22 17 95
Papulation Served 66,217 109,212 41,164 41,118 257,711
Household Connectzons 5,884 8,572 3,636 . 4,311 22,403
Total Project Costs

($ million)%* 2.4 2,3 1.2 1.2 7.2
Revenuaes from Fees 99,512 94,872 51,6C5 67,241  313,23C
Operating and Maint, 57,179 53,395 23,306 30,025 163,905
Surplus 42,332 . 41,471 28,294 37,216  149,31:
Deprecistion 16,932 16,566 11,754 14,891 60,142
Interest 25,399 24,902 16,541 22,324 89, 16¢
New Loans 10,265 61,950  1,3% 8,982  82,55C

(Reinvestments)
Source: ''Miagndstico del Sector Salud." Refers to a retabulation

of data submitted by INAPA for PLANAR activities.

Zone I includes the prouvinces of the northwest, Zome II the
prov’aces in the southwest, Zone IIIL provinc=s in the north
central area, and Zone IV refers to the provinces of the eas.
plus the National District, San Cristobal, and Peravia.

Rounded figures.

PLANAR, the rural water supply plan, proposed tre construction
of water systems in 650 selected localities out of 2,800 rotal rural
localities studied in 1966 (Table 57). Some 450,000 additional rural
people vere (o receive water by 1980, but the work is f:1ling behind
schedule and may not be completed until 1982 or later. At the
scheduled rate of construction, the country would spena about
K0$29,000,000 on rural water systems between 1972 and 1980.

Applying the Joint Health Ministers' 1970's Goal for th~ Americas

to the Dominican Republic would require that water be uade accecssible
to 50 percent of those in rural areas, or 1,330,000 people (Figurel9).
PLANAR projections show water coverage reach1ng ouly about 895, 000

of the rural population by 1980.
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TABLE 57

PLANAR Proposed Work

Stage Years of No. of Population
No. Execution Localities Estimate Cost-RDS
1 1969-1971 115 141, 000 3,500, 000
2 1972-1974 180 . 205,000 7,440,000
3 1975-1977 180 179,000 9,900, 000
4 1978-1980 175 175,000 11,600, 000%%
TOTAL 650 700, 000 32,440,000

* Estimates

Source: Information compiled by USAID/DR

Price inflation has affected maintenance of rural water sys-
tems adversely. Operational and maintenance costs continue to in-
crease while water service rites continue at 1966 levels, Inflation
is partially responsible for increased difficulty in collectlon of
water bills,

A recent trend is to construct more zomplex and larger rural
water supply networks, called mGltiples, interconnecting five to ten
1,000-person systems and having fuli-time operators at one central
point. On the positive side, some dispersed rural people receive
water from mGltiples who would not otherwise receive service. On the
other hand, costs of miltiples are higher (estimated at 30 t2 50%)
than for single unit systems. Original costs also vary greatly but
are generally higher. The extended useful life of equipment and lower
maintenance costs of mdltiples are said to offset higher construction
costs. No re'iable basis for ,udgement has yet been brought forth,

C.5. Sewage Disposal Systems

Piped sewage disposal systems service only a small nunber of
Dominicans at this time (Table 58). Septic tanks, latrines, and other
arrangements are used by many more people. Many areas near urban
centers are without adequate waste disposal of any type, with ground
water pollution occurring as a consequence. Some urban areas have
sewerage systems but have an inadequate water supply to handle the
water load required by these systems.
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TABLE 58

Cities Served by Sanitary Sewers, Deminican Republie, 1974

Locality 1970 1877 Populaticn Population Date of Type of Class of Treatment Final
Inhabitants Prejected Served Capacity of Construction Treatment Disposition
Irnabitants Trunk
Pipelines
Santo Domingo 671,402 755,236 360,000 1928-1973 none none Caribbean Sea
San Cristobal 25,829 28,224 23,000 43,000 1956-1973 none none Caribbean Sea
Santiago 155,15 174,524 110,000 348,000 1959-1973 Complete & Conventional Plant &. Yaque River
Primary Imhoff Plants
Puerto Plata 32,181 35,165 26,000 * 60,000 1973 Complete Aeration Lagoons Atlantic Ocean
San J. de la Maguana 32,248 35,175 30,000 108,000 1969-1973 Conmplete Ichoff, Percolator, San Juan River
Acration Lagoons
(Pilot)
San F. Macoris 43,941 48,016 44,060 156,000 1973 Complete Aeration Lagoons Guamacaje Creek
Yonte Cristi 8,252 9,017 6,000 13,000 1973 Primary Inhoff Plant Atlantic Ocean
La Vega 31,085 33,967 32,000 108,000 1873 Complete Aeration Lagoons Ponton Creek
Higuey 21,741 23,757 17,000 74,000 1973 Complete Aeration Lagoons Yuma River
' Anerobic Lagoons
(Pilot)
Uamana _ 54,435, 4,846 4,846 12,000 1973 Complece Aeration Lagoons Atlantic Ocean
1,026,205 1,147,927 652,846 -
Other Urban Centers 577,672 604,738

Dominican Republic 1,603,937

1,752,665

652,846

Source: Based on estima:esmﬂ& "Acueductos y Alcantarillades, C, por A."



In Santo Domingo, ?bout 25 percent of the population are
served by piped systems.l Lack ol sowape treatment facilitiecs in
these systems vesults in pollution of the Ozama and lsabeln rivers.
It is estimated that implementation of the sewerage system plianned
for Santo Domingo would require some 30 wmillion through 1980, and
would cover completely the projected populaticn. lavestment in piped
severage systems for sSantidgo and the woderate-sized towns has pro-
ceeded in an attempt to keep pace with urban population grovth.

The cost for Santiago, assuming 95,000 persons Lacking service and

a RD§52 per capita figure would be about EDS5 million. Using the
average cost of current coustruction of RD$32 per caplta, and the
cost to provide all cities over 10,000 pupulation with sewverage and
treatment service by 1980 would be Ri:=30 milliovn (excluding Santo
Domingo and Santiago).

septic tanks remain the most common sewape disposal method in
the Dominican Republic, while latrines also are in use in sowe
areas., Particularly in rural areas, sanitary latrines are consideréd
the only reasonable solution to low cost sewage handling 4t present.
Latrine construction is proceeding under a national plan prepared
in 1970, but after years much work remiins. An estimated 1,840,000
rural people need waste disposal services with 320,000 new latrines
required to provide minimal service, While the plan apnears erffic-
iently implemented, it is constructing only 8,400 latrines per year
and thus is about keeping pace with population increase. Assuming
no population growth, it would require 39 years to satisfy naclonal
requirements at this rate.

D, ALTERNATIVES FOR ENVIRONMENTAL HEALTH

The Dominican Ass2ssment has determined that the highest
prioricy alternatives among environmental health problems are those
related to providing more extensive water and waste disposal services
to urban and rural people. Priority should be given to systems which
benefit the greatest number for relatively modest per rapica costs.
This sugzgests installation of systems where there are economic con-
centrations of people, e.g., intermediate cities. Food canitation
and enviroamental polliution are increasingly preat hazards and are
discusced below.

1/ ‘'Diagnéstice." p. 67C
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D.1. Urban Water Systems and Wiste Disposal Pesjects
= )’

Because of rural/urban migration, as well ag natural increase,
demands-on urban vater systems arc beyond capacity and account for
the growing incidence of diarrhes and velated problems. Scattered
but increasingly {requent reports of outbreaks of typhoid are also
indicative. A continued inurease of urban sanitation problems
must also be regarded in light of possible introduction of cholera
in the next decade ii the world-yide pandemic arrives in Latin
America,

Santo Domingo -- Guided by the 1969-70 Boyle Engineering Study
and the Hydrotechnic Scudy of water and waste disposal system needs
through the year 2000, the Dominican Assessmeat proposes the systematic
implementation of the plan in new coustruction by the CAASD. The
plans require missive Investments, including dam and treatment plan~
construction, over the next two decades.

The proposed Dominicun strategy for water systems calls for
continued construction, so that the trunk iines needed by the popu-
lation in the yeur 2000 viil be installed by 1990. ithout concur-
rent development of the sewer and storm drain systems the water
system plan will not effecrively serve the growinz population. Present
sewer secrvice covers only 25 percent of the population and contamina-
tion of water sheds and of supply systems throughout the city is
mounting. Current estimates place the cost of sewer development in
Santo Domingo at $60,000,000 throngh the year 2000, The analyses
which led to the Santo Domingo pirans were competently performed and
their use to guide further censtruction seems most appropriate,

The Dominican Assessment assumed preventive maintenance would
be improved if personnel reccived better salaries. While improved
wages may be a precondition to hiring and retaining competent staff,
this does not guarantee better rmaintenance. Thev also advocated
tighter coutrol by a central agency. While controls and standards
may need to be introduced, organizational alternatives will need tco
be considered. 1In practice maintenance may continue to be neglected
for a variety of reasons. Management was not fully treated in the
Dominican Assessment. It would also seem prudent that "master
plans" should be reexamined periodically to adjust to changing con-
ditions.

Santiago -- The city is well on its way to achieving at least
the potential to provide the projected 1985 population with water
services., The engineering end construction .ctivities developed in
the master plan for Santiago have been accepted by the Dominican
Assegsment team, The Dominican Assessment also focused on the urgent
need to establish satisfactory staffing and maintenance procedures to
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avold tragedies such as the 1973 contamination of the waler system
which resulted in a severe diarrhea epidemic affecting half of the
population. The lack of chlorination for long periods of time is
illustrative of deficiencies which need to be corrected. Another
recommendation was to increase househcld connections, including subsi-
dizing connections if necessary. The total cost of iLhe current
planned program to improve this water system 1s RDS13.2 million over

a five-year period,

In 1969, approximately 75 percent of the city area had a sew-
erage system, Although no reliable data exist concerning the number
of household connections, certainly the percentage of the population
served is considerably below three-fourths. An estimate given on
an ad hoc basis by INAPA engineers places the population served by
sewerage system at roughly 120,000 in 1974 of a total population of
205,000,

Recent pcpulation growth trends for Santiago point to a 60 per-
cent increase by 1985, The present inadequate sewervage system,
therefore, would have to be expanded to meet the needs of 330,000
people by 1985, The one treatment plant on the banks of the Yaque
del Norte River is over fifteen years old, The Dominicar team
noted that maintenance over the years has not been exemilary and
that this has led to a severe deterioration of service

The Dominican team has recommended two major Iinvestments, The
first involves increasing the sewage treatment capacity of the
present plant, either by enlarging and reconditionﬁ?g the present
one, or preferably, installing a modern new plant. The second,
concurrent with the first, i3 to increase the numher of households
served by the system, Implicit in this second strategy ls the
training, staffing, and supporting of a municipal department in
Santiago (or through INAPA) which need not awalt the major investments.

Intermediate Cities -~ Unless the secondary cities of the
Dominican Republic can absorb a larger share of people moving from
rural to urlan areas, Santo Domingo and Santiapo will be faced with
Insurmountable demands for public services. Availability of ade-
quate water and sewerage, together with other public services, can
make small and medium-sized cities more attractive to migrants and
improve prospects for job formation in the agri-business and light
industries, assuming appropriate govermnmental incentives on indus-
trial location. Improvements in intermediate cities gshould reduce
population pressures on the two major ctciss,

The Dominican Assessment Group advocated the following water
system proposals for small and medlum-sized c!ties. The order is

8/ See the Boyle Engineering recommendations referred to earlier.
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suggestive of the sequence to be followed.

L. Improvement of planning, maintenance, and cperational
control in small and medium-sized citics by bringing the municipali-
ties operating under the LMD and the cities under INAPA so as to im-
prove central supervision.

2. Channel assistance for the design and construction of new
vater systems in urban localities not presently served wlih any
aqueduct water.

3. Chaunel assistance for :he design and construction of the
water systems in small and intermzdiate cities now partially provided
with such systems in order to expand coveragao,

The first proposal could have imnediate bencfizial effect.
The second requires investments on the order of 35 million. The
third requires investments of about $15.6 million and, according to
the Dominican Team, should be preceded hy organizational changes
and improvemerts.

The first prcposal calls for bringing control over secondary
cities water and waste system development and operation under the
supervision of one agency (INAPA, Seciletariat of Health, LMD, or
Technical Office of the Presidency) by providing funds to establish
a balanced program of planning, maintenance, and operational control,
This program would include: (1) upgrading of urban water operations
through training of personnel, purchase of vehicles, tools, and
machinery, and analiysis of operation control routines; (2) vubsidy
of municipal governments to enable them to redirect water revenue
funds back to these functions; (3) expansion of regional supervisory
operations to enable coordination of these maintenance and operational
control duties; and (4) streagthen the pianning and analysis capaci-
ties of the selected central agency for preparation of surveys and
plaus.

h.2, Operation of Intermediate Cities Water Systoms

Operation ui Systems ~-- At the rate of 15 cities per year,
about 75 cities cculd be upgraded by 19i0. INAPA has estimated on an
approximate basis labor and materials costs of 350,000 per city in
the first year and contiuuing costs of $10,000 for ecach covered city
in the second und following years., Thus, the costs would total
$5,250,000 through 1980, as follows:
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Cumulative

Total Cities Served Total Cost

1976 15 $ 750,000
1977 30 900,000
1978 45 1,050,000
1979 60 1,200,000
1980 75 1,350,000
TOTAL $5, 250,000

In 1981 and after, the cost is estimated to be $750,000 above
current expenditures for the cities. The staff at each site should
in most cases include an engineer, operator, plumber. and helper.
The central agency would have two additional englneel-planners, two
additional engineering assistants, and access to technical advisors
from Santo Domingo or elsewhere on the more difficult problems,

This program would be established under contractual provisions
which would require that planning and sup-rvisory coatrol for each
city water system be assigned to a central agency at the time 1t is
brought under supervision. Either municipal governments or some
other agency would accept responsibility for actual field operation,
maintenance, and quality control with assistance from the central

agency.

While INAPA is legally responsible for potable water systems,
its operations have been limited to caly a number of cities.
Cities having independent water and waste systems do not contract
with INAPA for a number of reasomns, e.g. (1) loss of city control
over water revenues, (2) reluctance to vest responsibility in an
organization not directly responsible to the municipality, and
(3) the seeking to deal directly with the Presidency rather than
through a third organization is more traditional and traditionally
is more effective.

Financing -- The long range financing method advocated would
provide national Govermment transfers to the city government in
amounts equal to or greater than present city water reverues, there-
by freeing water money for water operations. A second alternative
would us2 national Government funds to subsidize water operations,
leaving water revenues flowing to local govermment for general
purpose activities. Water billing rates and water revenues would re-
main unattached to water costs.2’ A third alternative would place
water billings receipts into the hands of a national agency, such as
INAPA, and arrange complete ownership of the water system by that

9/ The common practice of flac rate, unmeteved water billing in the
Dominican Republic where there are house connections places a relative-
ly greater burden on those least capable of paying.
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agency. HNo attention was given by the Dominicun Assessment team to
a valorization system, whereby those benefitting from public worke
improvements are taxed accordingly. This has proved successful in
Colombia and elsewhere and helps to remove some of the substantial
financial burden from the central government. More study by
financially competent experts would be beneficial,

Personnel -- There are few professionally-trained persons
operating and maintaining water and sewerage systems, There are,
in fact, too few persons to assure adequate operations. Some cen-
tralized national supervision over water and sewerage planning and
engineering programs are indicated. Training of around 200 tech-
nicians would seem to be a high priority requirement.

D.3. Construction of Systems

Assistance is also proposed by the Dominican Health Assessment
Team for the design and construction of water systems in the small
urban localities which presently have no piped water service. This
would be fairly expensive on a per capita basis and would not 1in
itself assure improved maintenance and operatioral control in
existing water systems. At the RD$75 per capita PLANURBE estimates,
RD$5,000,C00 would bring water to around 65,000 people or 13 urban
localities averaging 19,000 population.

Perhavs the most cost effective team proposal 1s to invest
In water system expanslon for intermediate cities. Expansion
in this context refers to the delivery of water to areas of cities
not presently receiving water as well as to the connection of '
houscholds to existing networks. For example, the total cost would
be approximately $15,600,002 for the 20 high priority PLANURBE
cities. This alternative would require financing in excess of that
devoted to these cities in recent years. Some of the 20 FLANURKE
projects are in fact already under development by the Techaical
Office of the Presidency.

Institutional Constraints =-- Tlie Public Works Investment
Commission (CFGIE) is now, at the President's direction, arranging
to have urhan water and waste systems constructed by private enginecr-
ing firms. [Private firms have demonstrated a capacity to produce
the desired result wore promptly, This has contributed to some
attrition in the opevation of 1NAPA., Future intentions of the GODR
about INATA are not ai this time cleiar. The Dominicen team advocates
designation of one agency, either INAPA or an alternative, to take
responsibility for planning and construction of all urban water and
waste disposal systems except thosc in Sants Domingo and Santiago.
Organizationa' conclusions would not secew to be as conclusive or
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clear cut as portrayed and additional study will no doubt be under-
taken before a decision is made.

Rural Water and Waste Disposal -- In unserved rural areas,
ratios of benefit to cost may demonstrate the practicalitv of invest-
went in neighborhood water supply systems {rrespective of water
quality, Later efforts to increase rural water quality would have
an additional health payoff. At planned rates of construction,
rural water service will serve 35 to 40 pevcent of rural Dominicans -
far below the 1970's Goal for the Americas of 50 percent coverage.

Contrary co the conclusion of Dominican Assessment, there
would appear to be some advantage in secting a high priority for
bringing water supplies to the rural population. Cos: is an import-
ant consideration, At $66 per capita, for example, 50% coverage
of the rural population by 1980, i.e. 500,000 more than currently
targetted, would cost an additional $33,000,000. A program of
this size would likely tax ti:e capacity of institutions. An alter-
native not considered by the Assessment is the installation of
plastic pipe and hend pumps at a per capita cost under S$40 using
self-help labor. Given sanitation practices, this alternative
might not prove practicable. PLANAR, the division of INAPA which
devotes itself to the provision of potable water to rural com-
munities, has demonstrated its administrative capabllity to provide
potable water in rural areas and opyld likely carry a greater load
than at present.

Attention to problems in rural waste water and excreta dis-
posal should continue to focus on rural latrine construction, or
some low cost, low pollution alternative. 1In the interim, the main-
tenance and servicing of septic tanks requires attention in many
areas of the country,

Increased emphasis on the construction o¢f latrines for rural
families is proposed by the GODR at this time, A variety of
Goverament ageacies including the Secretariat of Health, the National
Office of Community Development, and the Secretariuat of Agriculture
would implement the program under a plan prepared by PAHO .und admin-
istered by the Secretariat of Health. In the past, the materials
for constructing latrines have been cunated by the Secretariat of
Health, but there does not appear to be great impetus in this pro-
gram.

N specific recommendations are proposed in the Assessment
for other environmental problems, There appears to be little
interest in environmental pollution, nor is it the problem it is in
develope«- countries, Regulatory action on food and drink is likely
to be a matter for action at a later stage in the country's develop-
ment except that enforcement takes place in export orfented agri-
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cultural and agro-industry. There is also an important measure of
self-enforcement in these instances. Cousultations were held be-
tween PAHO and national heal-h leaders this year corncerning the
possibility of strengthening national public health laws and regu-
lations. ‘They ended without formally proposing changes to the codes,

E. CONCLUSIONS

1. Those diseases which arise from lack of water and sanita-
tion, including diarrhea and hookworm, are responsible for many
deaths as well as the highest proportion of hespitalization in
the country.

2. The public agenciles concerned with environmental ' .
pollution are understaffed and uncoordinated, thereby imposing limita-
tions on what can be accomplished in the short term.

3. A 1962 attempt to centralize urban water systems opera-
tions under one public agency was unsuccessful in improving
planning and maintenance operations of urban water systems and .
there i1s not present disposition evident in moving in this direction
again at thls time. : '

4. There is limited regulatory control over quality of
domestic food products.

5., There is no public agency attempting to bring better
water systems to small rural localities (e.g. fewer than 300 people).

6. Reentry of untreated sewage into local water systems
thraatens water quality significantly in several urban areas, in-
cluding Santo bowingo.

7. There appears to be a disposition to construct new
water and sewerage systems than to assure high quality maintenance
of existing systems,

8. Price inflation and division of local water revenues
to other purposes havec reduced available funds for water system opera-
tion and maintenance to a perilous state in many areas of the country.

9. Lack of adequate water and waste disvosal systems in

intermediate cities indirectly adds to population growth pressures
in Santo Domingo and Santiago.
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VIII., ANALYSIS OF THE DOMINICAN ASSESSHENT

“... the health of the population is

the most important component of secial

and economic¢ well-being, for in addition
to assisting econoric growth and struc-
tural change, it sinpularizes the
essential: that is, the spitirnal signifi-
cance of health, the authentic infrastruc-
ture of the happiness of the people.™ 1/

The programmatic aspects of the Dominican Health Sector Assess-
ment Team's conclusions have been described in the vreceding chapters.
The team sought to identifv those actions which would in their judge-
ment be most effective in ueeting the critical health vroblems of the
country, lowever, as in anv professional document attempting to
describe the health situation, the reality has necessarily been
depersonalized. For many Dominicans, the effort to offer their
children better opportunities tlhar thev themselves had, is too often
unrevarded, Fortunatelv, there are leaders with vision and capacity
who are dedicated te improving the quality of life of poor NDominicans.
This is the realitv and, despite the dif“iculiies, affords promise of
improvement in thte health field. 'lith an impressive economic growth
of over 10 percent per vear for the past five vears, an improved
budgetary situation, and impreved halance of pavments prospects in the
short rum, Dominican resources are sufficient to reduce appreciably
the incidence of disease and rortality among the verv noor.

A ANALYSIT OF TRE DOSMINTCAN ASSESSMEND AS VIEWED BY THE ATD
ASSESSNTNT TEA

The Dominican Repullic has a history of strong central govern-
ment but relatively weaker public administrative institutions. The
health sector, because of the complexity ¢f the nrohlems, and multiplicity
of agencies with responsibilities which to some extent duplicate and

1l/ Dr Héctor Pereyré Ariza, Secretary of State for Public llealth and
Social Assistance, Dominican Republic, '"Politica de Salud: Periodo
1973-1989," September 1973,
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overlan, poses unusually difficult problems for resolution, Complete
and reliable health information and data does notr exist. The achieve:-
ment of the Nominican health professionals involved in the assessment
is all the more remarkable. They have produced a document with a
strong public health corierntation.

Fach of the NDominican health nrofessionals have had significant
responsibility in the Dominican Republic health syster for long periods
of time. Their 'fecl" for that system, vheir level of cultural and
intuitive understonding of its functicning is evident in their analysis
and conclusions The assessment is without doubt the most complete
analysis of the health situation in the countrv yvet written,

While the Dominican health professionals would not claim to be
economic c¢xperts, they were not reluctaul to raise economic questions..
For example, *YNe Dominican team has pointed out that the price support
mechanism for rice could be modified or adjusted to encourage increased
production of a more nutritious food., Since manv cannot afford a
suitably nutritious diet, food subsid:ies have important nutritional
and incorie redistribution benefits., While not pretending to provide
the definitive judgements, asscssment statements are likely to
stimulate usefu! public debate,

The greatest strength of the assessment lies in its suggestions
for possible programs and its attempts to encourage activities which
they considered would net the maximum health benefits. The Dominican
team has advocated program recommendaticns it bhelieved were (1) low in
cost, (2) composed largely of elements tested ard proved acceptable in
the Dominican Republic, (3) directed toward those Dominicans most in
need of services, and (4) adninistrativeiy and otherwi-e feasible.
These program recommendations would involve some shift of health
resources in the public sector, a significant increase in services to
the urban and rural voor, and a strengthening of key public institutions.
The program appears financiallv, administrativelv, and otherwise
feasible -. if indeed it were to accord with GODR priority concerns.
It may be noted that it does not set goals, does not identify the time
frame, does not consider alternative choices, does not analvze constraints
to ke overcone.

The Dominican Healtli Assessment has provided a most complete
description and analvsis of the health situation during and since the
colonial period. TIts perspective on the future is modest with
projections of five, Len, and occasionally fifteen vears. Yet many
of the current hkealth nrolicies and programs cannot bhe assessed in such
short term time frame.
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The Dominican analysis has been cautious in detailing program
alternatives. Wbile the courses of action proposed are known to be
relatively low cost, there ave few estimates of total costs. ‘uch
1

additional worlt will be veguived before the GODR can confidently

proceed on pgiven courses of action,

Tt was obvicuslv not possible for the Dominican team to cover
all aspects of healeh in the limited period available to them. Certain
arcas were oaitlaed, for onample, consideration ot constraints and how
they are 0 he overcome in infrequent.  Cost-effective alternatives
could have been Ldenti{icd und coasldered. Thus the Dominican Assess~
ment Inoan ompressive maios step forward which allows opportunity for
further devalopmont,

Envioronmental sonitation was one such area.  Almost all of the
Dominican .nalvsis came from the files of INAPA, an organization which
is perbaps less seotive than heretofore. Many of its recoamendations
have not heen avted wpon af firnatively for good and sufficient reasons.
Therefore, reliance ca INAPA mav represent an analvtical weakness.

Moreever, rhe Domindcan team did not claborate the decision-making

process 1t thils soctor.

There ave zap areas for further studv. Accidents are a
principal caure ot death in adults, and vet a comprehensive program of
industrial and traftic safety was not discussed. Vector discase,
related to poor housing ar. of great importance, but the health
effects of Lousing programs was not coasidered, cote.

particularly dengue, respiratory diseases, and other health problems

The siteation with repard to public and private sector health
services is different. The private sector serving 2 much smaller
community has access (o twice the financial rosonrces of the public
health services. As the Modical Assistance Program (MAP) demonstrates,
there are cnormous possibilities for improving scrvices to the poor
by tapping these resources. There are peossibilities [or health
insurance schemes which would allow both preater utilization of private
services and greater accessibilicy of services to a lavger portion of
widdle class Dominicans. There was littie opporcunity for analysis
of these liinds of alternatives.
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The nutrition problem was identified by the Dominicans as being of
the highest priority, hut adyocacy of a nutrition nolicy or program
ig prominent by its absence, The team decided that institution
buildine would be rauired Yofore vesources could be used efficiently
and effectiwvelv to dumprvove nutrition, but institution-huilding for

what purpoese uva: not evplicicly foeussed upon,

The GODY has clearlw recopnized tlac rapid population growth in
this country constitnces a serious problem, and it has acted to confront
this obstacle t¢ economic growth and hunan well-being by creating the;
National Council of Pepulation and Family, 2/ The team neither
confronted the issue nor supported the nolicr, although obviously

familv planning acrvices are implicit in many of their proposals., The
importance of reducing the rate of illness and death from the viewpoint
of the GODR is showm by a statement of the Secretary of Health which |
places emphasis on "the most vulonerable age vrouns of the population:
those vounger than 15 venrs (especiallv those younger than 5 years.' 3/
There is lictle avareness, if indeed it is true, that these two

problems are interreolated, Yigh mortality rates among the very young

in the poorest sepment of the socicty would seem Lo favor high fertility,
High fertility is assecciatad with increased mate 'nal mortality and
morbidity, higher incidence of malnutrition among the children, and
poorer family health in general.

The GODIl in confrenting health problems is hampered by a
number of factors. Resgponsibility for the provision of health care
is fragmented. No single entity is responsible for overall planning,
nor is coordination of health services programs effected.

The Dominican Health Assessment asserts that management of the
two principal providers of health care, tne Secretariat of Health and
the Dominican Social Sccurity Instir-te, is poor. The programs of
these two erganizaticns were characterized as wasteful and inefficient.
The complexitv of the task, however, must not be underestimated.

B. ASSUMPT LONS

Three interrelated issues are central to an understanding of the
problems of health in the Dominican Republic; first, rapid population
growth and disease must be treated as interrelated phenomena; second,
administrative practices of the several institutions involved in health

2/ Decreto No. 2091, creating the "Conscjo Nacinnal de Poblacidm y
Familia." February 14, 1968,

"Politica de Salud: Periodo 1973-1980,'" Secretaria de Estado de
Salud Piiblica y Asistencia Social, Santo Domingo, September 1973.
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care must be improved if health services are to pe cxpanded and
improved; and third, in terms of resource allocation and program
orientation, morc emphasis should he gfiven tuo preventive rather than
curative medical care,

B.1. A Crisis Exists

As of this moment the Dominican population has Srown in excess
of the nation's capacity to provide it with adequate food, lousing,
decent drinking water, and educational and health services. If birth
rates remain unchansed, the population of this country in ten years
will reack 7.0 million people. With o fairly rapid decline in fertility,
the Dominican population wouid reaecn 6.7 mil!lien be 1980, OF course,
the latter course of events would mesn enormous savings for this country.
As shown elsewhere in this dusessuent, even a muedest decline in fertility
could result in a savings or 330 millior over a cen vear neriod in the
field of primary education alone. t'ther savings wouvld acerue in water
and sewerage facilities, hospital construction, housing, ctc. Nonethe-
less, resources will be strained to meet the needs of so many people,
even with declines in fertility,

B.2. Appropriate Measures can lmurove Health

As documented earlier, not all health programs bring beneficial
effects tc their recipients. Sowe approaches, which include maternal
and child health programs, the provision of potakle water, and improved
nutrition, favorably influence worbidity and mortality rates, particu-
larly among the very young {those under five vears). As has been
repeatedly emphasized, it is declines in this age group that are asso-
ciated with subsequent declines in birth rates, one of the clearly
stated aims of the GODR.

B.3. Priorities are Focused on the Poor

The Dominican Health Assessment has asserted that the greatest
single health problem is inadequate nutrition. (Many would suggest, as
stated above, accelerated population growth.) 7Tt has also stated that
nutritional status is a function of income. Mo one would doubt that
this is a major factor, but not the only one. Those with low intake
of protein and calories are those who suffer the highest rates of illness
and mortality and bear the greatest number of children. If the overall

state of health of the Dominican people is to improve -- and birth
rates are to decline -- priority must be siven to helping those who
need help most -- the poorest elements of the society.
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B.4.  Sersvices Must Be Taken to the People

Tha CODR has invested large sums of money and human resources in
creating a network of health services: hospitals, sub-centers, health
centers and rural clinics. The orientation of the current health
system 1s toward traditional medical services on a one-to-oune basis.

It does constitate an infrastructure for health. This system is not
fully utilized. The Dominican Health Assessment puinted out that the
percentage of beds occupied in hospitals with 100 or fewer beds (and
most hespitals of Lhe Secretariat of Health have 10D or fewer beds)
varind from 66 percent to 28 percent. RKapeated visits to out-patient
facilities such as health centers and rural clinics offer the visitor
2 panorame of spargely ponulated waiting rooms. In this society,
parricularly in rural areas, where suspicions cuntinue to exist about
“hospitals," services must be carried into the howe. This approach
has been shown to be effective olsewhere and, indeed, in the Dominican’
Republic by such entities as the National Malaria Eradication Service.

C. ESTABLISHMENT OF GOALS

C;l. The Potential For Reform

A most hopeful sign on the horizon in this regard is the concern
of the highest levely of leadership in the Dominican Republic. There
is recognition of the problem of rapid population growth. This is a
matter of public record at home and abroad. There is interest in
providing better health services to the disadvantaged segments of the
socliety.

The Dominican Health Assessment has created some awareness of
the rature and magnitude of the problems of health in this country
both within the Government and the private sector. The Secretary of
Health in particular is cognizant of health problems.

The willingness of the GODR to undertake reforms in the health
sector would afford a suitable environment for requesting and accepting
external aid. Yrevious AID assistance in health, which was not
predicated on potycy teforims, has also produced results that are
considerab.yv lews than optimal.  The willingness of the Government to
allocate wsie o e bodget oo population, health, and nutrition (or
to effect ~ignitieany cvaltocations within the existing budget toward
these actr itic. ), would hwelp to signify the willingness of the GODR
Lo cdrrv vt corigrn peeded changes.
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c.2. Assqi"Available to Improve Health and Reduce Population Growth

The Dominican Republic has experienced much econcaic growth, and
pelitical stability in the last eight years, und future prospects continue
to be encouraging. As a result of major increases in world prices for
its principal exports, one con expéct that Government revenucs and
foreign exchasge reserves will increase substantially in the short run.
Some of these tinancial resources could be made available for additional
programs to improve heaith.

An institutional base also exists for expanded health activities.
Moreover, there exist specific institutions with adminis:trative
capacities which could be more directly emploved.

Infrastructure in terms of physical facilities, communications
systems, roads and transport all exist. Morecver, the country is
small and nearly 50 percent urban, so that services can relatively easily
be made accessible to a substantial portion of the population.

Human resources for health and health services also exist.
There are 2,000 health professionals, and many thousand more auxiliary
health workers trained and working in the field. Similarly, other
secters that have a mejor impact on health (public works, agriculture)
have competent persons who might be used for intersectoral health
support activities.

GOALS

The identification of national goals for health programs is
difficult. Many variables influence the state of Lealth of a given
society and are beyond the control of health planners. TFor example,

a reduction of the unemployment rate by 5 percent in the Dominican
Republic would have a most salutory but unquantifiable effect on health.
Similarly, an increase in the unemployment rate by 5 percent would have
most unfavorable repercussions in terms of malnutrition and its associated
mortality. Health professionals have little or no influence over such
matters.

There are few appropriate guides and useful models are rare.
The benefits of health are only occasionally quantified.

Despite the difficulties in doing so, goals must be set and an
evaluation mechanism must be instituted to assure that progress is
being made. 1In the event that changes in mortality cannot be demonstrated,
additional program inputs or alternative measures must be considered.
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Maternal and child care programs do reduce infant mortality, and
similarly, better nutrition reduce mortality in the one to four year
age group, Thesc programs, together with ready access to family
planning services by those who desire them, should favorably affect bir
rates,

The fellowing goals related to reduction of fertility and
mortality are indicative ¢f those which the GODR may wish to consider:

Indicator 1975 1980 1985 -
Infant Mortality 104 . 80 60
Preschool Mortality 16,8 14,0 11,0,
Crude Death Rate 14.7 13.3 11.5
Crude Birth Rate 47.5 47.5 : 37.6

If these sample goals were achieved, there would be a slight
increase in the annual rate of population growth at the mid-point
of the program., MHowever, the rate of annual growth would decline
from its present level of about 3.3 percent to 2.6 percent by 1989,
(Internationa. migration is assumed to be constant,)

Achievement of such goals would not be an easy task, but could
be achieved., Should the GODR elect to establish such demographic
goals, measurement ¢ progress toward goal achievement becomes very
important. Complete anmd accurate data are not now available. A 2u.al
registration system approach would need to be established. Based on
random selection of study areas, would offer the best means of measuring
demographic change where national registration of vital events is
inadequate,

In arcas where low cost delivery systems are implemented, program
targets should be established for the percentage of pregnant women
receiving prenatal care, the percentage of children under the age of
fifteen years to he immunized against specific diseasus, etc. Program
evaluation is meaningful when the size of the population at risk is
known. The dual registration system is immediately useful in this
regard,
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D.l. Health Services

The Dominican assessment gives priority to the long term develop-
ment of a more cfficient system of health services with coverage
increasing from approximately 50 percent to LOO percent of the
populaticn as quickly as nossible, Weile i does not pwvide time
schedules, it is estimated that the ivereasce in coverage could be
effected in six to cen vears with application of wore cost=-offective
procedures such as vaccination.

The Dominivan assessment may be optimisvic about timing. For
example, it recognizes that a small but significant proportion of the
population lives in isolated mountainous arcas, 1t provoses Lo
delegate the responsibility for tle provision of basic medical health
services in these areas to the Ammed Forces. As noted earlier, the
Armed Forces have had experience in civic acvion programs and the
Secretariat of Agriculture was well satisfied with assistance in
Agricultural Extension by the Armed Forces, This proposal by the
Dominican team is thus well-founded, but the proposal assumes an
additional function tor the Armed ¥orces. There might be some little
time before putting such activity into effect,

The Dominican essessment suggests that the State Sugar Council
(CEA) should be given the responsibility fur providing health care for
its workers. It has already assumed this responsibility, but expenditures
per capita while higher than SESPAS are lower than IDSS. A higher
quality of services would scem indicated and well within CEA's current
income possibilities,

If the GODR were able to pmwride efficient, basic medical services
to 75 percent of the population of this Republic, within a relatively
short time span, this would be consideravly better than the governments
of most developing countries.

Strengthen the Secretariat of Hoalth., The principal reform
proposed in the Dominican assessment is the development of new outreach
divisions in the Secrctariat of Health which would provide cost effective
services to meet the currently unmet and perceived health needs of the
majority of the population. While highly critical of organization and
management, changes are suggested but not developed in detail., Further-
more, most advocated changes are more program than management oriented,

Within the Secretariat of Health current structure, the Dominican
Assessment team proposes:
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1. Strengthen the Department of Planning and Programming.

2. Provide increased implementation capabilities through
contracts administered by the Planniug anl Programming
Department for:

a, Health Services Design

b. Human Resources Planning

¢. Physical Resources Planning

d.  Organization of Heaith Education Programs

3. Strengthen the regionalizaiion program of the Secretariat
more rapidly to extend the cupervision of the Secretariat
to cover ail of its facilities,

4. Request foreign technical assistance [or major reform of
the adwinistrative and munagement procedures of the
Secretariat,

The Dominican Assessment team concludes that such changes would
equip the Secretariat Lo accept greater respon: ibility at a later
date and to play relatively soon a more active role in coordinating
sector activities as well as operate an extended service system more
effectively.

Thesc proposals appear desirable. Experience suggests that
accomplishing the aims set forth in the Dominican assessment would
be an extraordinarily difficult task. Navertheless, if these in
fact become the goals of the GODR, wuch can be achieved. It is
reasonable to assume tha! there would be a favorable disposition in

xternal aid agencies to help if asked.

The Deparcment of Planning and Programming of the Secretariat
of Health we'll might be able to put together a well-conceived design
for humin resources planning., [f the Dowminican assessment is correct
in its conclusions of management incfficiency, execution of such plan
will be more difficult,

There are competent professionals in the Secretariat of Health.
They carry a heavy responsibility and their capacity to undertake
additional tasks efficiently would have to be considered most carefully
by the Health Secretary. Additional competent staff would be needed
to effect any comprchensive changes and improvements. Some structural
and procedural changes in the Secretariat might permit more effective
utitization of the professional expertness which does exist,
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AP 0 man Resources Divisigpn that could maintain
accurate information on the phvsical location of the Secretariat's
employees would help the Health Secretary mobilirze and allocate his
personnel to areas of greatest need. An Auditine and laspection
Division that kept up~to-date recordsz of roesipt: and Jishursements
would be an asset. The vegionalization rrogran e 1 i in effective
operation would provide 2 greater measure of supoeroision o) the
Secretnriat's nrofessional personnel in the ficl).  Theso [antitutiona!
reforms which are among a long list nreoparcd by the Domini o Assess-
ment group could net early benaficial vesaius.

Other Personal Health Servicas. The Dominicin assessnent also
propcses that the institucional capacity o organtize and coordinate
the private medical sector be increased. While ao speciiic mechaniam’
is described, the iatent appears to be to convene a special Presidential
comuission for this purpose. Tt also vecommends thar measures be taken
to allow individuals and agencies to choo e betwren alicrnative insurance
vrograms, rather than require that coverage by the Zominican Social Sec-
urity Institute be wmaintained by all industrial institutions. There
would seem to be ample opportunity for improvement of eiisting pgovern-
mental institutions before taliing on additionnd tesks and responsibilities.

Resource Development. The Dominiciu asscssment contomnlates the
retraining aad continuing education of a large mimber of hasic, primarv
care providers -- volunteers, “practicantes," and traditional midwives.
It identifies the need to shift the emphasis from formal and traditional
medical training to training of intermediate lcvel personnel (laboratory,
nursing, administrative, =tc.). While not explicitlv mentioned, a maqor
reform of medical education is implied by rhe CIRAR systes, since the
traditional hospital-basad medical training would be nodified to inciude
strong elements of participation in outpatient services, communivy health,
and preventive medicine. By virtue of its simplicity, poteutial Ffor
wide coverage of those most in need, and lew cost, this proposal has the
possibility for widespread beneficial results guicilv,

0.2, PonuLgEng

The Dominican longer-range conclusions identify the interrelation
of socio-econamic development, health, and roduced population growth.
It recognizes that achievement in each tend to produce improvement in the
orhers. As one element in their stratagv thev prepose to:
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1. Make family planning services easily accessible to the
entirce population through all health services and channels,
including pharmacies and neighborhood stores (colmados),
and through tradition.] midwives,

2. To extend coveras wass wmedis Tamily planning education
and metivation proprams to cover the entive population.

This assesspent recommends that the technical :apacities of che
National Council of Population and Familv (CONAPOFAQ be strengthened.
Additienal financial and technical istance are identified as
necessarv for accomplishige tuis.

The assessment also recegnizes the importance of the private
secteor in the national populatien program snd recommends that the
Government centinue to encourage the development of the Aspciacidn
Dominicana Pro-Bienestar de 4o Familia.

The proposals of the Dominican assessment group in the population/
family planning area are positive. The range of uptions set forth are
neverthelevs few given their conclusions about the importance of reducing
the rate of population growth. There i: no discussion of the pros and
cons of incentives, post-partum programs, eilc.

The Dominican assessment group confirms the importance of the
Dominican Association for Family Welfars but does not suggest a greater
measure of governmental financial support. The ZODR has given it
primary respousibility for all educational and wmotivationdl programs in
family planning. Yet, this ovganization is almost totally dependent on

international donors {for its resources.

D.3. Nutrition

The Dominican assessment propeses that the long range aspects of
a national nutrition program include:

1. TIncreased production of staple foods.

2. Subsidies of rice and bean prices.

3. Control of prices of food staples.

4. Programs to improve income distribution by increasing
amployment.

5. Food supplementation for childien less than two and for
lac:ating mothers.
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It suggests that it will be necessary to create a national putrition
planning and implementation institutional capacity. They propose that
this problem is "sufificiently important that the President of the
Republic should himself take direct responsibility"” for nutrition
policy.  They recormend rhat TNESPRE is the most probsble agency to be
able to uperate the program, and that it be strengthened institutionally
For thit perpose.

While « number of specific measures ave suggested, particularly in
areas where theyv explicitly disclaim expertness, hov thuse related to
each other, or what the goals are is unclear. Nor is it clear what the
institutional capacity to be created is to .o,

D.4. kFrvironmental sanitation

Tuce Dominicans note that "in general terms the needs to improve
enviroemental cenditions are greater thun investment possibility for
the next several ycars, requiring a change in the strategy or policy
of investments il one wishes to effect a notable improvement."

The programs thiey suggest are to:

1. Increase the vonstruction of water svstems for cities of more
than 5,000 populaticn.

2. Plaoning, administration, and operation of these systems by
decentralized entities (CAASD, I1HAPA).

3. Achieve 73 percent coverage of rural populatipn for water
supplies.

4. Study various alternatives for severage systems for Santo
Domingo.

3. Provide scwerage svstems to all cities with population greater
than 1G,000.

While prioritics are suggested, it will be up to the GODR to
decide how it wishes to allocate  its resources. Implicit in their
conclusions is the necessity to efteat major instituvtional changes.
They sugpest the neod to:

1. Strengthen the institutions in the sector.

2. lmprove Jata collecction and processing.

3. Realize a more complote studys to define priociries, costs,
and bencfits.

4. Develop and execute a national plan for aqueducts and sewerage
system constru. “ion.

5. Review and revise the pertinont legislation for the sector.

6. lmprove institutional coordination in the seclor.
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D.5. Immediate Impact Programs

As pointed out, the Dominican assessment does not detail its
ideas on program and project planning for immediate impact programs.
In the following pages some immediate program alternatives are set
forth, as identificd and described by the Dominican tcam.

Low-Cost Deliverv Systems. Low-cost health services delivery

systems arc to be developed on a pilot basis immediately. They are
intended to have direct impact on communicable disease (serving the
total population by 1975), on usc of family planning services (serving
approximately 560,000 persons by 1976), and on mortality from diarrhea,
and other simple disease (2lso serving approximately 560,000 persons

by 1976). They are intended to be the vehicles by 1978 for low-cost
food supplementation programs. lortality because of eradicabls diseases
is concentrated in children, and represent 6 percent of all mortality.
Malnutrition is an even greater factor of child deaths. A mass campalgn
would have Lthe possibility of achieving great impact. The number of
women with easv access to family planning services is proposed to be
dgoub led,

Development of the low-cost delivery systems is now planned for
near term implzwentation. The Secretary of Health has already
announced at a formal press conference that he will present a plan for
the rural health servics, SANAR, to the President before the end of
the year, and request authority to make the !'talaria Eradication Service
into the implementing agency. The National Health Council has approvid
plans for a national tetanus innoculation campaign in early 1975,
intended Lo be the first activitv operated through the new service.

SANAR will be used to provide national coverage for malaria,
tetanus, and certain comaunicable discases immediatelv.  The first
phase of dovelopment of the family planning, health promotion, and
automedication program will be run for 500,000 people for two years
on a pilot basis, startiag in late 1975.

The tirst e~perimental c¢linic of CURAR, the low-cost urban
aystem, i to go into operation in the lloscoso Puello Hospital on
December 3, 1974, The experience from this project will be used in
the design of o six-clinic pilot program which will be operational
in 1975, Experience in the pilot program after two to three years i3
to lLead o the initiation of the national program to cover 30 percent
of the urban pepulation.
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Food Supplement Programs.  Since malnutvition is divectly or
indirect Ly implicated in nearly two~thirds o1 preschool child
mortality in Latin America, and since malnutvition is noted in 70
percent of Dominican children in g sampling of widdle and low incowe
familics, a foud supplement progran specifically aimed at children is

proposcd.  « progran could have wmajor impact in dchieving health goals
of reducin: moveality of this critical proap.  The wost critical target
groups are preguant and lactating wounen whose food intabe influences
infant ard ceild healeh and children less than two.
Two applice rescarcn effores are recommended by the Dominican

Lealth Assossmont Leam to be initiated tmmediately in order to design
appropriate low-cost high-protein focds for nreduction in the Dominican
Republic for mothers and children less than two vears of age and to

improve the food enrichment program designed for the Dominican Republic,

P vater Programs.  Since c¢hild diarrhea is one fourth as
common in households with water than in comparable houscholds without

easy access Lo water and pastro-intestinal problems are the principal
cause of mortality in children, expansion of houschold water services

S

would alse bave a major impact on the goals of the health sector.
Programs to bring water to Santo Domingo, Suntiago, and to larger
rural locelitvies arc recommended by the Deminican assessment .

The Dominican assessmont group felt sufficient coordination does
exist in the provision of water to secondary cities that o coordinated
national progrom could be initiated tamediately.

Similariv, dv o recommended that o e dor o ettfort be undertaken

to plan o soli=hety water sunnlv program,  Such g progran would reduce
per-capitic coste or 566 Uo approxinatelv $5 per houschold, It is
estimated thar working through SANAR, 1t omlght be possible to reach

50 percent of vhe vars! popilation with water seovices b 1980 with suech
a self-help nrogram and approprinte outside assistance.  This contrasts

with current nroscams wihieh plan to reach 25 pereent of the population.

_'Liﬂ;g.i_i;«igﬂ} Jnd Heal th Education Programs.  Studics have shown
that mass nedis edacation prngriﬁga¥£ca?ﬁﬂf;.E?}ch the utilization ot
family plaanin: wirvices 1n the Dominican Kepublic.,  Similarly,
sinple chiangos :n behavior, suck as increased breast teeding of infantsg
and improved hyveiene, could preatly reduce mortality, Therefore, a

health and nopulacion educat ion program is proposed by the Dominican

dssessment progroo.,
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Using the radio time ovailable through an extensive network
of radio stuvions, the proposed mass media education office of the
Secvetariatr could begin a major program during FY 1976, to provide
such education o the entire population.

I, JUSTIFTCATION OF THE STRATHGY

The strarecy of the Dominican Assessnent is essentially
conclusion-reaching and program-recommending. It is weakest in problenm
areas designated as the most serious: malnutrition and rapid population
growth., Ti i3 sirongest in some traditional health areas. 1t is
innevative and promising in three important respects. its public
health orientation, its emphasis in low cost delivery systems, and its-
concera about the need for improved governmental health management.
vespite cevtain weaknesses, it provides ample scope for health sector
Improvonent,  ‘The issue of wvhether or not the Dominicon strategy can be
ceatlized 1w Impoctant. The GODR has stated the problem of rapid
population growth to be of prioricy importance at the highest level of
the Govornment. 1t has made a comnitment of resources in the enisting
prugram.  Yhese resources are, however, less than the program can
ef ficiently absorb. The Bominican assessment has identified ilmproved
mntrition and environmental sanitation as critical for dmproving the
health of the society, and has provided more speciiic and comprehensive
propasals re the Tatter. The recommendations cncempiass these inter-
related problens 1o son: axtent.

The Secretariat of Health has the legal responsibility for the
health «{ toe Dominican people, but institurional weaknessces, uttributed
by the Dominican Assessment group, would place sevire limitations on
the capacity of the Sceretariat to implement the prograns suggested.
Weaknerses are alsc attributed to most other geverumcntal institutions
charged with responsibilities tn health, & constraint amilvsis in this
respect wa ool done,

The Secretariat of Health is more oriented to public health
needs and huas national scope. Moreover, it has the coustitutional and
legal authority to coordiniate the sector., To sech to institutionalize
health secior planning and coordination functions in any other
inatitutions would appear inappropriate. The tasio facing the Government
is how to gmprove dtg capabilicv,

Che Domtnican Assessment group found theve to be no instrtution
in rhe Downican Republic that has tne capahilit s of creating a raticnal
nurrition police or developing ae affective natriticonal emphasis in

CONVOURTOND o0 ams .
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Lastly, while TNAPA is charged by law with the responsibility of
implementing water programs, for good and sufficient reasons it is a
participant without exclusive responsibilitv., If its porential is to
be realized, i1ts capability should boe strengthencd. At the woment this
area of activity iyoin sonie disarray

The bevaiits of cnstructive programs in the foreooing areas will
ot be apnarent for - -~ vears.  in view of the urgency of problems of
health and population growth, derision-makers will undoubiedlyv need to
take thuse oteps vhich will provide relativelv immediate beneficial
effects. A lowv-eost delivery system of basic medical care, including
nutritrona!l advice and fanily planning sevvices £HT Chone who wish

them 1s envisiored in the Dominican assessment.

r. POTENTLIAL FOR COOPERATIVE PROGRAMS

The Health Sector Assessment was undertaken with various purposes
in mind. The Secretarv of Health vanted a current assessment of its
health problems as 2 basis for policy and program formclation.  The
asgessment. procass was Lto provide an opportunity to inprove professional
capacity in the Dominican Republic to perform this tuvne of analysis,
vioowoudd help external lending agencies (o evaluate requests

Al assaessr
for loans.

Mhe Dominlcan veam vas sceriously delaved in finishing the asseus—
went, the last section veaching UsATB/DR in final draft on November 30,
1974 rathoer than September 30 as earlier scheduled. Further, neither
the GUDR nor the USAID have hLad adequate opportunit to review, much
less discus< the assessment.  In addition, much bencfit can be derived
by discussiong with cther international lending agencies contemplating
cooperative health proprams in the Dominican Fepublic.  Specific
definition o cooperative programs at this time, therefore, is not
possible, However, tnere would appear to be ample opportunity for
such cooperarion to develaop.
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APPENDIX T

ANALYSIS OF PREVIQCUS AID HEALTH RELATED PROGRAMS

In the preparation of future health proygrams, aID should
exanine 1ts prior experience in health, in order to ascertain what
lessons can be drawn. TfThe principal AID activities in the Dominican
Republic which are judged pertinent to this inquiry are:

1. The series of projects that involved construction or
remodelling of hospitals, sub-centers and rural health
facilities, training, and technical assistance to the
public health sector. .

2. A loan program which previded some foreign exchange
avatlability to the private health sector as a minor
proportion of total effort.

3, The PL 480 Title I1 progran.

4, The recent Dominican Health Sector Assessment.

lHealth Loans

Fhere have been a series of programs with large portions
devoted to the construction of health facilities. ®ne such project
involved RD$1.5 million for the construction and reconstruction of
sixteen rural health centers. 1/ a second project 2/ supported the
Armed Ferces Civie Action program in constructing three rural bealth
centers.  The most recent and largest involved a loan of US$7.1 million,
the Maternal aad Tnfant Care Loan (MIC), 517-L-021, which had the
following components: 3/

Construction 47.2%
Equipment 31.0%
Education & Training 14.7%
Technical Assistance 3.0%
Special Studies 2.4%
Mass Media V.7%

1/ 1lnvestment Budget Agreement No. 19.
2/ Memoranduan of Understanding No. 2.
3/ See Appendix T1.
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One notable aspect of this loan was the over-optimistic state-
ments of goals and objectives. In particalar, an unrealistic estimate
was made of the affect of this program on population growth. At this
time, more than five vears after the date of the sigiving of the foan,
there is no objective evidence tliat the birth rate has decreased as a
consequence of tiris loan. More importantly, it must bLe added, that
even if totallv successful, the program as proposcd could nol have
been expected to have had an appreciahle impact on vopulation groweh
or birth races,

Seventv-cight percent of total loan funds were expended on the
construction and cguipping of 45 health facilities. 7The work was
distributed as [oliows:

N RENODELLLD TOTAL
Hospitals 1 5 6
Sub-Centers 7 4 11
Rural Clinics 26 2 28
Tetal 34 11 45

The improvement of five hespitals and the construction of a
new hospital {in replacement of an older one) may be expected to
have significant social benefits, to create employment, and to
improve hospital madical care. Similarly, of the 39 sub-centers and
rural clinics, muny projects remodelled or replaced bxisting ceuters
and could not be expected to increase greatly the outgeach covadility
of the health system.

Visits to 20 of thue 3Y sub-centers and rural clinics in Novembor
1974, indicated that seven were not yet uperational. (Two inconplete
centers were operating, and three completed clinics were not vet
operating). Of the 13 operating facilities, five offered no family
planning services, and two were being used bv a private agency to
offer such services.

Censtruction took cousiderably longer than planned. These
delays were due to: (1) wnrealistic mission planning: (2) "normal"
unforseen problems; and (3) a contract bidding procedure consistent
with GODR practice, but which awarded all construction to one
contractor who was unable to carry out so large a task. When an AID
bidding procedure was instituted for Phase 11, the same contractor
was permitted cnly limited qualification hy the Dominican review
committes .,
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The fact that facilities that are notnleted are not offering
services and that facilities offering seivices are not offering the
proposed family planuning services, reflects on the administrative
capacity ot the Secretariat of Public Health. 1In all facilities visited,
staffing was inadequate and services fell far shovt of the needs of the
target population. Unlegss the Secretariat demonstrates more management
capacity, these facilities will continue to be under-uilized. More
diligent and lorger preparation of rhe Secretariat for the staffing
requivencnts of these centers might have improved the situation some-
what, but it appears unrealistic to assume that measurcs could have
been round to correct the basiec inability of the Health Secretariat
to carry out a loan of this particular character within the time
period projected,

Education and training have been an important element in the
loan, accounting for 14.7 percent of the total expenditures. Funds
were provided to enable the Secretariat of Health to provide training
for provision of family planning services. The overall impact of this
effort is assumed to have been positive in that it has set a precedent
for carcer, in-service training and has produced a corps of non~profes-—
stonal health workers. There was no built-in evaluation system. Thus,
1t was impossible to evaluate objectively performance retrospectively.

Technical advice was supplied to the Sccretariat by PAHO during
the period of this loan, and consequentlv requirements on AID funds
for technical assistance were somewhat less than originally expected.
The technical advisors were able to develop a number of administrative
procedures for the Secretariat, typically for loan implemencation
activities, that were innovations and improvements. Their success has
been limited in two respects: (1) some of the innovations such as
medern procurement practices have beea limited to procurement under AID
lending, and (2) the preventive maintenance service his not been fully
implemented.

Special studies were included in the loan, which while small in
size, were of potential importance. These studies included the
evaluation of the loan and an investigation of administrative reform
for the Secretariat. 1In the first five vears of the project, these
studies were not carried out. One studv of a different nature than
that. planned was done about the knowledge, attitudes, and practices
related to familv planning. Tn 1974, three large sample surveys were
conducted, using Loan funds, in partial support of the Health Sector
Assessmont.



One of the proposed studies on revision of the Health Code
of the Dominican Republic was not carried out under (he loan, but was,
in facr, attempted by PAHO and the Secrctariat. This repert has not
yet been published. The failure to carry out an organizeacional and
management studvy of the Secretariat may iudicate o reluctancee to take
reform measures which might be proposed. Future tending by the
international lending community could not reasonablv be expected by
the GODR in the absence of progress in this arca.

The sample surveys carried out as part ar the Health Sector
Assessment suffered defects in design. Time and resouices available
were inadequate for thorough analysis. 1he meltiple rosponsibilities
or personnel in charge -f some survevs also complicitea the process.
Thus, in spite of the ha:d work of Dominican professionals, the
survey vesults were less than had been hoped ror. lthus, in the future
greater emphasis should te placed in assuring the fcasibility of such
research proposals, on assuring that the authorized personnel are
competent to carry out the survey, and in providing technical assistance
to assure the quality of inalysis.

The lack of completion of the evaluation function in this laan
(even though such studies could have tkeen funded under the loan) is
illustrative of a general lack of evaluation activity in the nealth
sector. Appropriate information and evaluation :vstems are a key
factor in management, and their absence has sorious repercussions.,
The development of an adequate evaluation system should be agreed as
an integral nart of any future loans. ’

The mass media portien of the loan, instead of being utilized
for a large-scale communication project, was radirccted primarily
toward pavment of salaries for ten family planning promotors for a
two-year period. These individuals worked on a door—to-duvor and small
froup basis. Since there are now more than 100 tamily planning clinies
in the Dominican Republic, the effect of these promotors is not likely
to have been significant. The salaries and costs for this program are
high. Hence, it probably could not be replicated on a national basis.
The balance of Lhese funds financad a school teacher training project
in family planning, nutrition and health and were probably used in a
cost-effeciive manner. The ADPBF, however, did cenduct meffective
mass media program for family planning during this period. Future
health loans should include more effective project selection criteria.
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Fund for lnvestment for Economic Development

For geveral years, AID has sapported a private investment fund
operation called Fondo de Inversioner para el Desarrollo Fcondmico (FIDE)
some of which has been used to make fureign exchange available in the
private scetor, including a number of jrivate health clinics and
hospitals . FIDE monics are maintained at centrel banks for relending to
commereial banks for private sector loans.

Health Sectar Assessment

The vecent program to support a Domini-an Health Sector Assess-,
ment apuears eo have served a useful purpose. A document was produced
with well-thought out program recommendations in a number of areas.
Improved health of the population could be expected if carried out.
Furthermece, the value of this effort will depend on its future effects
in terme of reorganization, planning, programming, implementation, and
evaluation.

[t is again noted that administrative problems greatly
complicated the assessment. The assessment was carried out by an
ad hoc team and there was little participation of the professional
staff ol the Secretariat in the assessment. 4/

The preceeding paragraphs, in searching for lessons in AILD
experience in the health sector in the Dominican Republic, have tended
to focus on problems. An incorrect and overlv negative impression mazy
thus have been created. In fact, the overall effects of AID health
programs have been undoubtedly beneficial. The continued support and
interest in the National Council of Population and the Family, which
has been pact of this program, has been of major importance to that
organization. During the period of cthis assistance, the Council has led
4 program vhich has created public and governmental concern for the
problems of over-population. It has gained wider acceptance fov the
idea of a family planning program. Similarly, the physical infrastructure
and human vresources for the delivery of health services have been
significantly impreved.

4/ Nov of PANN advisors who were depended upon to provide complementary
technival assistance to rhat provided by ALD.
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Therefore, significant potential does exist tor heali™ | .ograms.
In erder that tue benefits from sach propvans be widely dis. -buted to
the poor, however, means will have to be soupht Lo strensthen the
institutional capacities of the Secretariat of Publie llealth. Progroms
will need to be more directly focused at those most in need. More
rave ta o be taken than o the vast not to overburden the

care will !
capacity of Domiaican institutions and te identir- copran goals and

1
I

objectives that are realistic.



APPENDIX I1I

ANALYSIS OF OTHER DONOR ACTIVITiES

The assistance of donors to the health sector has been fragmented
and uncoordinated. There has been a concentration (and, at times, dunli~
cation) of activities in a few key areas, such as family planning and
nutrition education, while there has been little activity in other
critical areas, e.g., preventive disease campaigns. Future programs of
all denurs would be more effective if they were complementary to
Dominican priorities and to each other. A tecanical advisory committee
to the Secrctary of Health might prove useful to help achieve this
purpose.

w“hat follows below, is a brief outline of other donor activities
by health subsector,

Familv Planning

World Bank. Although the World Bank has not been involved to
date in the area of family planning, a loan request from the office of
the Presidency of the Dominican Republic to expand such activities is
currently under consideration. Concentration of loan supported
activities would be on human resource training and on the development
of health posts in one of the rural areas to extend general maternal
and infant care, including family planning services. 1In the spring of
1974, a4 bav'" preappraisal team visited the Dominican Republic and
prepared a ve-Appraisal of a Family Welfare Project. The findings of
the spring revort led to the following recommendations:

1. Low and inequitable salaries are the underlving factors
nehind the reason why SESPAS has not been able to attract enough
qualified staff. For SESPAS to be an effective vehicle for the
promotion of family planning, it must have adequate funds and staff
end effective supervision. The staff must also have a high commitment
to family planning.
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2. Management training (prefuerably in-country) of top and middle
level pevsonncl of SHESPAS, CONAPOFA, and ocher related agencles 1e needed.
Such tzaining would be expocted to:

a. Create a unity of ledership style in SESPAS and CONAPQFA.

b, Create a regularized delegation of authority and respon-
sibility, '

¢. Clearly define functicns of the different units of the
orpanizations (SESPAS and CONAPOFA) and clarify job
deacriptions of personnel.

d. Establish better comwumication and coordination between
relited apgencies,

e. Formulate uniform technical! and administrative standards
and operaring procedures for better program direction
and supervision,

f. TIwprove the zecording and Teporting system,

g. Improve policy, administrs:ive, aud operational
plauning.

h. Ensure proper budget allocalion based on program prioritics

3. A unit of health manpower planning and staff development in
JESPAS should be created and the possibllity of establiaking a MCl/Fam-
ily Planning institute might be considered, This uait could be respon-
sible for the cstavlishwent of at least two regional training divisions
of SESPAS aud COILLPOFA. : '

4. A physical planning and maintenance unit should be established
to be responsible ior:

a. The equitable distribution of existing nealtn racilities.

b. The upgrading of inadequate facilitics and the construce
tion of ncw ones where these do not exist,

¢. The upgrading of the operating functions of physical
facilitics and the setting of staudacds for construction,
utilization, and maintenance of buildings and equipment.,

d. The establishment of a system Lo ensure that an increased
demand for edequate health facilities and services will
be met., (A system of licensing or certification may
need to be studied), ‘

3. A Fanily Health Statistics System in SESPAS should be estab-

lished which vould provide a statistical basis for the continuous
evaluation of the MCH/FP pregram and the project,
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6. A curriculum for a new catepory of "technical nurses' should
be formulated and implemented Lu collaboration with the Secretariat of
Education and with the cerneralion of the PAHO nursing education advisor,

7. There Lo a need to provide a larger and better equipped build-
ing for the present $USPLS school of nursing and for further re-examin-
ation of the present nursing curriculum, (PAHO/AMIO could provide
required techutcal assistance.)

8. Public Heslth conceprs with emphasis on MCH, population dynamics,
and {amily plannipg should le inteprated inte the basic curriculum and
in-secvice teotning of wedical, nursing, and other paramedical students
and/or persannel,

9. The traditieonal madlcal point of view that has characterized
the doctoc's role sieould be redirected to develop a combination of
orientatlion and skills that will be relevant to family planning (e.8.
socio-psychological und cultural factors and their relationship to
S fertility-related behavior  and the development of skills in pollcy
planning, pelitice, humen crganization, behavioral change, etc.),

10. ‘there {s a need to make femlly planning program strategies
wore erfective; wore commitnent and effective use of additional re-
sources will hL reauired by COMNAPQFA.

1. A group should be established to study the introductis:. of
family 1ife education in teacher~training institutions and schools and
in nen~formal education for out-of-school youths and adults (possible
Ltechnical assistance from UNESCO). .

12, A continuing national cffort should be made and directed
at reaching the diiferent target groups (not only eligible women).
This cffort should urllize varied media approaches and techuiques with
messages suited to the degree of sophistication of the various target
Broups.

1%, The information and education components of the family plan-
ning program neced to be reinforced by person-to-person contact (through
clinies,home visits, ete, ODC Community workers cculd be utilized).

14, A jeint Educational Production Center should be created which
will develop capubilities and increase and upgrade staffing for the
production of masy media naterials for family education planning for the use
of CONAPOFA und the Asocizeibn Dominicana de Bicnestar de la Familia (ADPBF) .,



15. The construction and equipping (including transportation
and communications) of rural health c¢linics and sub-centers in
selected locations and of regional training centers in Santiage and
San Pedvo de Hacoris for the delivery of health care services, includ-
ing the preparation of gualified training staff, arc needed.

L&, An experinental avea using an incegrated comprehensive
community heaiti care appreach should be developed which can also
serve as a field practice area for base and in-service training for
medical, pavamedical and auxiliary staff as well as other community
workers. :

practice area.  This would shift the orientation of trainees from the |
hospit~l to coummunicty health services. The World Bank representatives
have stated, hewever, that they will utilize the Dominican Health
Sector sgsessment as a basic document for their strategy planning.

L7, Persenrel should be exposed to the above described field

UNFPA/GOUK. UNFPA is playing an important role in providing
financial support and technical assistance to CONAPOFA for implementation
and evaluation of the national family planning prograr. The collaborative
effort of thesc institvticns have resulted in recent substantive program
improvencnts. There has been continuing activity in program evaluation,
egpecially with regard to estimates of the number of women currently
practicing contraception. The number of clinics offering family planning
services is increasing at an accelerating rate, and graduate nurses are
inserting IUDs while auxiliary nurses are prescribing the pill. The
foregoiny have resulted in substapntial increases in the number of new
family planning acceptors in recent months.

Nutrition

Interamerican Development Bank (IDB)-PIDAGRO Project (Proyecto
Integrado de Desarrollo Agropecuario). 1DB has made a US$$24.8 million
loan to the GODK for the Apgriculture Sector. The total projected
project costs are US$37.2 million with a four-year disburscment period.
The loan concentrates in two areas: livestock and crops. This project
is discussed in Jdetail in the AlD Agriculture Assessment.

Fishing Cooperatives. The GODR hau obtained a loan from the IDB
of 81.6 million for deep sea fishing and processing. Because of
additional cost requirements and other factors this loan way not be
activated.

nS
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Although fish is an excellent source of protein, there is little
demand for fish in the Dominican Republic. At the present time, seafood
storage methods are poor and there is a reluctance on the part of most
Dominicans to purchase local fish. Markets serving the poor barrios
and rural areas do not have refrigeration o. freezer capacity. Pousibil-
ities in other processing methods such as salt drying fish should be
explored (imported salt cod was a sought after food until its price
made it unavailable to the lower classes).

The Peace Corps has been active in nutrition. There are 47
volunteers involved in nutrition and agriculture. This work is

comprised of three projects: (1) support stafiing for CARITAS food
distribution and nutrition education program in the Southwest part ;
of the country; (2) assistance to the State Sugar Council (CEA) nutrition
program by fiscal year 1977; and (3) work with the Dominican Agrarian
Institute (IAD) in developing improved nutritional levels in resettlement
areas for the agrarian reform program.

in conjuction with SESPAS is conducting classes in nutrition
the educational component of its PL 48C Title II supplemen-
tarv feeding program.

Catholic Relief Services (CRS) is concentrating the major part
of its efforts in the Southwestern region. Working through its
Dominican counterpart, CARITAS, it spends about US$19,500 yearly for
applied nutrition programs. Tt is utilizing a nutrition team, composed
of a para-nutritionist, a nurse, and an agronomist ahd is backstopped
with PCVs. Recently, a British volunteer (nutritionist) has also
starting working in the area. CRS/CARITAS is also using mass media
techniques, but those in use were not designed for use in the Dominican
Republic and require additional research to determine their
effectiveness.

Church World Service (CWS) through its counterpart Servicio
Social de Iglesias Dominicanas (SSID), provides health education in
diet, health care, hygiene and child care. TIn cooperation with SESPAS,
it provides contraceptive supplies and financial support for mobile
and demonstration teams in areas of population and family planning as
a follow-up to 4 nationwide Pap smear project for which CWS supplies
slides and supplies.

In 1973, CWS/SSID opened a nutritional rehabilitation center
(mothercraft center) which is unique in the Dominican Republic. = Although
this center follows a basic design of providing health and nutritional
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education with medical care. It currently depends in part on PL 480,
Title II donated ‘.ods which, of course, are not available on a
commercial basis,

Health Seivices

Worid Health Organization/Pan Amcrican Health Organization (PAHO).
Operating under a bagic ag}eement with the Dominican Government, PAHO
provides a wide range of gupporting cechnical assistance, including
malaria and tuberculosis control, nutrition; and rhvsician, aurse,
dental, and sanitorion enginecring education to the Secreotariat of
Public Healiir and Sociazil Assistance (SESPAS).  Assictance is centered
around nine full-tiwo in-country suarf{ as well as consultants avaiiable:

on request. Within the area of general health services, PAHO starf
have been instrumenral in rhe decign and Implementation of the national
regionalisation plaa.

PAHO also provides significant Input to a ten-vear Activity
Implementation Plan (1970-1980) of SESPAS which ouclines basic policy
and budger nlunnive Tor that decade.

Servicio lacional de Zrradicacién de la Malaria (SNEM). SNEN
originated as & rasulr of a tripartite agreement between the GODR, PAHO,
and UNICEF. SNEIN activities arc comprioed principally of the prevention
and control of malaria. 1In additicen to its malaria activities, SNEM
has provided a small scale delivery outlet for elementary rural health
services.

CARE. Ir cooperation with SESPAS, the CARE/MEDICO program is
providing sypecialty training programs wichin the medical profession.
Instruction in Orthopedic Surgery, Operating Room, Nursing, Pediatrics
Nursing, In-Service tiursing, and Buco/Maxillo/Facill Surgerv are being
conducted ir majar hospitals in Santo Domingo,

The CARE/MEDICO progrom in Orthopedic Surgery has been instru-
mental in the creation of the Dominican Association of Orthopedics
(the first Dominican organization f professional medical specialists).
Persons trained in the MEDICO project are required to serve one year
in the interior in order to he certified.

CRS.  The CRS parasite treatment program received an allocation
of US$42,000 from the GODR. The program is staffed by one full-time
and one part-time doctor, a Llaboratory technician, a secretary, and
one administrative person and is located in a center in Santo Domingo
which treats approximacely 1,500 persons per month. A mobile team
comprised of thes: same center staff treals about 800 persons monthly.
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Medical Assistance Program (MAP). The MAP program is sponsored
by the Baptist Church of the Dominican Republic and administered
locally. 3Services by a U.S. charitable organization with home offices
in Winston, Illinois, include allocation of approximately 120 tons of
medical supplies and cquipment yearly valued at approximately $60, 000
for charitatle distribution through some 40 private health centers
located Lhroughour rhe country. In addition to medical suvplies and
equipment, MAP in the past has provided direct medical assisiance to
state-operaited hospitals and clinics through participation of volunteer
specialists in short-term practical training erercises. Recently, MAP
has brought in o wobile vperating unit which is self-sufficient and is
being utilized by U.5. voluntarv medical teams on a rotating schedule
in varivus rural regions of Lhe country.

MAP is currently initiating, with the Government's approval, the
in-country manufacture of essential medicines which will substitute
for foreign donations.

Water Systems

IDB. Over the fast several years, the IDB has been a major
contributor to the development of the water and sewerage svstems of the
Dominican Regublic. Loans from this organization to the National
Institute of Potable Water and Sewerage for construction of aqueducts
and sewage disposal facilities in various localities across the nation
totaled over $6 million in the five vear period from 1969-1973,

IDB has a loan of $18,600,000 as part of a $23,300,000 ;roject
for a water system in Santo Domingo which was signed in November of
1973 with estimated completion in four vears. The project includes
construction of wells to increase water supply to Santo Domingo, some
small distribution and pressure systems, and technical assistance for
the design of a second phase which will include water and sewerage
systems. Also included in the second stage plans is a dam on the Haina
River and the possibility of a treatment plant. PAHO and a private
firm (Boyle Engincering) are supplving tochnical assistance.

Other TDB infrastructure-oriented loans have also been instrumental
in providing financial resources for projects for the two major cities
of the Republic. These include the expansion of the Tavera Dam system
to assure adequ.ite amounts of water for the city of Santiago and its
surrounding areas, and the ereation of the Corporation of Water and
Sewage Disposal for Sante Domingo (including the technical assistance
necessary to handle the water treatment and distribution and sewage
disposal needs of the capital).
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IDB also has a rural water program in progress in cooperalion
with INAPA. This rural water program is for the construction of a
series of potable water systems in towns outside of major cities and
the capital. 162 systems have been built or are under construction;
another 43 are to be built under the second stage of the loan.

World Health Organization/Pan American Organization (PAHO). In
the area of environmental health, PAHO is providing administrative and
managerids advice to INAPA including the provision of scholarships
for training personnel. 1In addition to assistance on improving the
nation's water supply, it also is currentlv active in conjunction with
SESPAS in a rural-based latrine construction program to build 30,000
facilities per year throughout a large portion or the South and South-
west regions of the country.

United Nations (UN). In cooperation with INAPA, the United
Natiuns Development Program (UNDP) has provided resources in coordina-
tion with the World Food Program to the rural aqueduct construction
project. Initially to be operational from late 1969 for a 2l-month
period, the project was extended into a second phase to terminate
April 1974, Since inception of the project, 2,612 tons of Title II
food valued at $446,857 have been distributed to local workforces
during their participation in the construction of 90 rural aqueducts
to provide water service to 126,000 persons.

Others. 1In addition to the outlined assistance programs,
numerous. programs are run by church groups and civit organizations
with financial backing from their headquarters in the United States.
The activities in which they are involved are diverse, ranging from
arts and crafts and alcoholic counseling to nutrition, health services,
and family planning.!! Several churches reportedly operate free clinics
for small communities throughout the country. Although there is no
information on the exact location of these facilities, their general
area of concentration has been in the poorest rural areas. While their
scope of work is necessarily concentrated in a few areas due to 1imited
staff and physical resources, they have a positive impact on the health
status of the people served and on the morale of their communities.




APPENDIX TIX

SUPPLEMENTARY FEEDING PROGRAM

sorm General Lonsideration Councerning the Effectiveness of the Program

The supplementary fecding efforts in the Dominican Republic
can be subdivided into two categories: the supplementation program
supporced by the U, §. Food for Peace (PL 430 Title 17T program), and,
other CGODR Supplementary Feeding Programs which iuclude Econcwie Food
Fitchen/Cafeterias and the Maternal/Child Health ('MCH") walk dis-
tribucion prograw. These two efforts are estimated o reach 12 per-
cent of the population wich some type of fuod surplementation.

The basic, long-lterm goal for this countey would be to insure
that arl anericvional necds are met either by normil production or

r

food dmpoviation, rer which there would be adeguate distribution

systems.  Supplumentary feeding programs are justifled as being an
intervention thei c¢gn provide Lmmediate but temporary food supple-
meuats to Mar risk”l/ recipients until such o time that they are no
Longer considered malnourished., It is the hope that by providing
food vihile offeiing some nutrition education, the recipients will
not be peruanent Ly dependent on the supplementasy feeding program,

Bowever, the operation of PL 480 Title 11 programs in the
Dowinfcan Republic has in practice become centered around food re-
placewent vather than food supplement., The councept is supported by
the very neme of the program itself, "breakfast program,' which
leads parents to believe food distribuilon i1s a meal in itself. In
addition, meals ave frequently served so late in the morning --
around 10 or 11 a.m. -- thut parents may be actually reducing the
anount of the Lamdly's food available to the child because they feel he
ov she has already been fed.

Since 70 percent of vhe populatien is sulfering in some degrec
from malnourishment,® it Is clear that e uplementavy feeding programs
ave necded now in the Pominican Reubliec. Young children, from be-
fore birth through the first two years of life, are a particularly

1/ Because of limicved services, concentration should be placed on
those most in nced. This 1s usually done on a comparison of weilght
to age as compared Lo an accepted norm.

2/ Sebreld, W, M. et.al., "Nutritional status of Middle and Low In-
come Croups in the Dominican Republic' Archivos Latinoamericanos de
Nutricién, Vol. 22, Ndmero Especial. (July 1972).




vulnerable segment of the population, as are pregnant and nursing
women whose nutritional status Is reflected in their offspring.

Thus, in theory at least, the MCH program of PL 480 Title I1 and the
GODR milk distribution program are devised to veach this proup.  Un-
fortunately, the women and voung children most in need are the hardest
te veach.,  Frequently they find it aot possible to come to the feed-
ing centers. Consequently, the majority of the recipients in these
prograws are older -- not of an age when a sunplementary feeding
program will provide most benefic.

Even if the programs were able to reach the desired target
group, the very nature of the programs is not calculated to reach
the desired goal, which is to provide an only temporary food supple-
ment to "at risk" recipients until such a time us self-sufficiency
is attained, while at the same time providing trainicog in the most
efficient use of available food rescurces. First, the foodstuffs
used in the PL 480 Title I1 program are not avallable in the local
market. Therefore, educsting mothers in their use tends to create
a permanent dependence upon these imported items. Second, foods
arc carried home in the majority of the programs, and the problem
of intra-fanily food distribution arises. Experience suggests that
foods may be shared among all members of the family, and consequently
no one receives a surficient amount to show measurable henefits.
Finally, the Title IL food commodities are not recognized as "baby
food" since the same comwdities are used for school feeding pro-
grams and food for work programs. Even though the Title TI com-
modities are excellent for voung child feeding, their appeal also
reaches to the adults with the consequence that once the food is
brought home, the entire family is likely to consume it.

.

It has also been argued that the other feeding programs (Title
1T School Feeding and Food for Work, and the GODR Economic Food
Kitchen/Cafeterias) are not nutrition interventions at all since
they do not reach the most nutritionally vulnerable groups. The
supplementary feeding programs are presonted and budgeted as nutri-
tional interventions, therefore, they should serve direct nutritional
goals in the most effective way possible given the limited resources
available. 1t is frequently said that school feeding programs in-
crease school attendance, improve learning capacity, etc. This is un-
doubtedly true, but nutrition can only be regarded as a secondary ef-
fect, the primary cne being an cducational. The same argument holds
true for Food for Work programs -- in their case, the goal is community
development and again the intervention is not primarily nutritional.
This is not to say that these interventions are not important but
that they should be recognized for what they are and ought not to
be justified on nutritional grounds.

Aside from the nutritional value of these programs, these

existing feeding programs are well-established. Répe:cussions might
well result if the present supplementary feeding prosjrams were discon-
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tinued abruptly. Thus, even if it were decided to shift all food
supplement resources to MCH where cost/benefit would be greater, it
vould appear ddfficult if not lmpossible to do so,

The P1. 480 Litle VI Program in the Dowluican republic

The Dominican food supplement program Is a joint, cost-sharing
effort of the bominican and U.S. Covernmenzs. The USG provides
food doneations under PL 480 Title 11, adminlstered by CARE, Catholic
Retlefl Jevvices ("CRS") and fes local counterpart, CARITAS, and
Church World Service ("CUS") and its local counterpart "Servicio
soclal de Tglesias bDowinicanas" ("SSIS"). The Nurricion Division in
the Secretarvizt of Health and Secial Asaistance ("SESPAS") 1s as-
slgned the responsibility of acting as the coordinating body. The
program is justified as improving the nutritional status of the
Lovier dncome segment of the population. 1t provides a temporary
snent vl le conducting nutritional education prugrams to

food snnp

enable Uhe pavcicipaste and their families to improve their dietary
intake, uever, s oacved in the Nutrition Chaprer V, food intake
Fain roce cimived by availability and cost. Education alone will

not solve the probion,

There e Tour peneral food supplenent program categories.
The Mother ©hitd Headth Program is directed towards pre-school
chftdren 2nd nreen-nt and nursing women. The School Feeding Program
(SCH) 1= the only schivol lunch program in the country, and covers
the primary crades.  The Foed for Work Program (ECD) provides food
for workers in coumanlty developmenc projects, and the Other Child
Freding Programs (OCH) provides food for inscitutions such as hospi-
tals, orphanages, cte, .

The PLo480 Title (I Program and the GODR contributions to the
food supplemeut program have been reduced during the last four years
(see Table 59). At present, 659,452 persons are recelving some Title
TL commodities. This coverage drop is due to a considerable percent
decrease fn L9, donated ommmodities which has not been compensated
by an increase in the GODR coutril-=rions,

During 1974, the CODR contributed a total of $935,887 to the
volagencies to defray administrative and logistic expenses. A
breakdown of the Title 1I into program categories and the cost to
the U.S. Covermment and the GODR are given in Table 60.

This financial irput does not, lhowever, fully meet the Cws,
CRS, and CARE "prepared food" programs cost of condiments, food,
labkor, cte, ‘therefore, supplementary funds are generated by contri-
butions from recipients In the case of the CARE/MCH programs oper-
ating in sugar mills, agrarian reform projects, and the Secretariat
of Health's imilk posts, the major operating expenses are met by
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X4

; s 1)
Pregran Peounds of Fe:d i ::'o: o; zsu:ivn &/
Category Fecioienss Reached lj Digtributed {ia U.5.%) (in ©U.3. ¥}
MCH 208,393 11,945,000 1,567,227 729,108
OCH 6,468 427,000 50,071 18,718
ECD 70,299 5,074,0M) 949,654 308,842 12,000 280,000 % 600,842
SCH Feed. 209,905 2,762,000 473,091 177,819 177,819 -— 177,89
TOTAL 546,066 26,225,000 3,040,043 935,887 109,000 55¢,000 1,556,487
1/  According to USAID stotistics, these levels represent only 77% of the total recipients aproved for FY 1974, and 6GO% of
N the Title IJ food rescurzes earmarked for distribution.
2/ Sum of U.S. fooud costs and ocean freizht charyes.
3/ GODP direct allocations o Vol Ags.
i/ Allocations from State Sugar Council (CLA) anrd the Agrarian Institute., i
5/ Estimated contributicas by recipients for focd received.
6/ Sum of GOPR direct fisancial decentralize GODR agencies and recipient contributions.
7/ CARE/MCH 246 centers at $30,000 monthly for 12 months = 88,600
8/ CRS/MCH 60,000 mothers at .015 daily for 300 days - 270,000
9/ scH 4,000 schools at $0.40 per school per day for = 289,000



contrivutlions or eliceations from the agencles haviag divect adminis-
tralive respensibilice, such as the Natlonal Sugar Council, The
funds needed te prepave jood for the sehocel lurch distribution

System mre penerctiy obtained by Jdafly classreom ol bections (usually
el pev e Y. Because lavee schaot requdre wore

A : wgenenls er Lfood preparation, ther have been as-
sty anbeddics frown tha Scerecarist of Ldveation, which
et wllecarion o0 S120,000 a vear for rhis purpose. It is
thet suly 10 peccent of those funds aro actually disbursed
seceretaviat of Dducacion in divect support ol the School

S0 pery voad

Frograa.  Consequendl v, many aschouls po iute debr by pur-
crosing cotdimiits and food on eredit at lucal JroCnAry steres,
Eventuzlly, the .chools ny temporarily suspend thelir feeding pro-
gram untii they asccunudate sufficiont capital to vay their debts.

!

As shown, feod costs of the PL 480 Title [T frogram account
fox o4 percent of the total cost of the program, {(shis includes the
participants' contribution, wost of which, as noted, is azed for
sugr and condiments).  The GODR pays for handliag charges, trans-
porcaticn costs within che comury, administrative costs Lo meet
wages; ovorhead for program officials, cook-, warehousemen, inspectors,
operating expenses Lor facilicies, fuel (in some cuses), cooking
utensils, and very often cating utensils. One of the costs that is
very reil but haes not been shown is the cime required for the prepara-~
ticn and serving of the food and the inventory zad recevd keeping by
school teachers and inspectors.

B!

o]

Other Surplerentary Feezding Programs of the GODR

Tiae supplementary feeding programs of the GODE are che Economic
Food Kitchen/Cafeterias and the MOH milk distribution prograws. The
Zeonemic food Kitchen/Ciufeterias program consists of four feeding
centecs which diseribute both rrepared and raw foedstuffs. In the
feeding centers approwiastely 6,900 rations of prepared food are
distribuced six days o week. Each ration is sold for $0.25, Since
the estimated value is 90,45, this represents a CODZ subsidy of

$430, 500 anpusl 1y,

Unpeepaved fo0ds are distributed through the Economic Kitchens,
and also in various locatlons throughout the country, The estimated
GODR subsidy for these foods which consist of 4 1lbs, cf rice, 1/2
1b. of beans, and 2 lbs. of meat per reciplent per week, is valued
at RDS3,311, 830 annually,

The GODR whole fresh milk distribution program is administered
by the Division of Maternal Child Health of the Secretariat of Health,
Its annual budget s $1.5 million and it reaches approximately
35,665 children daily, Currently, there are 190 centers in operation
naticon-wide. The whole milk distribution program 1s aimed at children
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legs than one year of age; however, actual recipients may be 2 years
of age or older. The lack of absolute ldentification of food re-
ciplents is an ipherent problem of all programs of this type where
fvod 1z distributed for liome consumption. The unpasteurized milk that
da distribute! is cald to be diluted with water vhose purity is
doubtful.  This weuld incresse the danger of contamination to the pro-
Bram recipieats, Ouality control would seem to vequire substantial
improvencnu,

in wddltion, "Crucada del Amor" distributes an additional
3,000 free ratlons o week,  These consist of 4 Ibs. of rice, 1/2 1b.
of beans, 1 1b. of pasta, and 1 1b. of sausage per recipient with a
total value or RD$249, 600 annually,

bvalustion of Provramg

Program coordinacion by the GODR has Leen = major weak point.
The Nutrition Division of the Secretariat of Health is not involved i1
the day-vo-day operation nor is it involved in program planning,
developrent, and lmplenentation of the supplementary feeding programs
In fact, in the case of two of the voluntary agencies, SESPAS has
little direct irnewledge of their activities and there is a general
Lack of coordination by the GODR or the three voluntary agencies.

Wealnesses of these programs at the implementation stage inclu

(73 inadequate participant selection procedures to insure
selection of "ag risk” recipients. Observations at feeding centers
revealed thut alder children (above 5 years of age) frequently out-
number the preschool children, Rarely do you see children under two
vears of age.  Of course, in the majority of the centers the foods
are carried home by on older child, but when questioned about who
will vat cthe feod, the common response is the entire family or all
tho ohildren;

(b) leck of participant follow-up procedures which
should Include weight vecords of children and nutrition education in-
puts.  Records of height and welght are presently the only possible
Wiy toomeasuve the effectiveness of the program. Without these
vecords, the center has no way of knowing if the child is benefitting
from the food supplement and if the child's family is improving his
total dietary intake., Presently, very few centers keep these records;

(¢) Insufficient nutrition/health education -- almost all
centers yunction solely as food distribution centers;

(d)  insufficient control over end-use of food commodities.
Although the Dominican Republic has a record of having a very low loss
rate, the control over end-use of the commodities is an almost impos-
51ble task given the nature of the program. People are poor and when
they ave tempted with the possibility of selling foodstuffs which are
left in their care, some may do so. Under the present conditions,
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improvements over end-use of foods are limited;

(e) the possibility of overlapping of recipients among
the three voluntary agencies. This could be resolved by using the
agencies in different regions of the country. Given the prospectiva
phaseover, there would seem to be relatively advantage to such an
approach at this time,

Table 61 represents the percent of the Recommended Daily Al-
lowance (RDA) met by the food distributed by each of the voluntary
agencles., It should be noted that these amounts reflect the as-
sumption that all foodstuffs received are consumed by the intended
target groups, Actually, food losses and intra-family food distri-
bution customs seem to reduce the actual amount of food.

The MCH program is directed toward the target group previously
described, However, it would be more effective if the participation
were restricted to children under 2 years of age (instead of pre-
school children or older) and pregnant and nursing women., Program
effectiveness 1s difficult to measure since adequate records of
welght, height, and length of enrollment in the program are not kept.
However, based on the assumption that 100 percent of the foods reach
thelr intended recipients, Table 62 makes some comparisons,

It can be observed that the caloriz input per day per person
is more than double with CRS and CWS than it is with CARE, and the
cost per calorie is less., CRS and CWS are slso providing more protein
per day per person and are distributing the foods in cooked form in
the majority of the MCH centers, while GARE distributes its MCH
rations in a "ready to cook" form. It is presumed that cooked foods
are more likely to be consumed by the intended recipient. Of course,
this must be weighed against the added danger of catrying the prepared
food home in dirty containers, thereby increasing the chances of intro-
ducing diseases,

As stated previously, the'selection process of MCH food dig-
tribution, does not use the "at risk" concept to identify recipients
in the program. To do so would greatly increase the program effective-
ness, .

With the posgible exception of CWS, opportunities to incor-
porate health care and family planning services into the Supplementary
Feeding Program are not optimized, nor are the majority of the program
recipient.s encouraged into entering self-help activities such as
home food production, etc. This is particularly due to lack of
numbers of instructional personnel, The educational element of all
the programs is weak with a few exceptions where qualified people
are working in small communities, Educational impact could be much
greater if the voluntary agencies more closely worked together and
with the GODR at using mass media techniques. Of. primary importance
would be to encourage breast feeding.
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LET

Percentage of BRDA of Calories and Protein in Food
Digtwibuted by lvntory Agoncies to Children

CALORTIES _ PROTEIRN
CARE CRS cus Ave. CARE CFS cs Ave.
MCH 17.5 38.2 43,8 27.3 48,1 56.7 73.8 53.8
ocH | 19.3 29.8 N/A 23.9 38.9 53,6 - N/A 45.4
SCH 9.1 N/A N/A %.1 16.8 N/A x/A 16.8
MOTHERS
MCH 6.9 15.0 17.2 10.7 14.1 17.6 21.7  15.8

Note: Food for Work has been omitted since its primary goal is to encourage lccal community
development projects rather thén improve nutrition status per se, although nutrient
input is a side effect.

Source: USAID/DR



TABIY 62

TROGRAM EFFECTIVENRESS

CARE

" GRS

Cws

_ Recipient Food Deliveryv Proteins Calories *Gramz of
ibs., Per Dav/oerson (oe Per Dav/iperson Ter/$ .01
375,633 4,594,000 12.02 162.24 6.G5

161,923 6,588,000 14.93

8,516 363,000 18.47

TOTAL 546,066 11,945,000
¥ Calculation based con total contributions and nutrients value of

PL 48C Title II focds.

SOURCE: Food for Peace USAID/DR



The GODR milk program is a program of limited value because
of difficulty of institutirg and maintsining quality standards. It
was the precursor of the cerrvent CARE/MCH program, Initially at waany
centers, fresh wiil: was wized with water and Non-Fat Dried Milk
(NIDM) supplied by CARE to extend the coverage. The NFDM was phased
out in the early parc of TV 1974, but rhe wilk posts continued to
distribute milk to recipients. This milk is purchased locally and
is believed to b2 dilured and highly conteminated, Little officilal
actention 1s riven to verifleation of hvgilenic aspects of the progran
There 1s a commwn assumpticn that mothers boil the wilk before giving
it to chelr cnildven., The 111 affects from contaminated milk would
probably ofivet any autricional beneflt the supplementuary milk is
providing, This discribubticn of mill may also adversely affect
breast feeding prictices. :

The millt progras costs the Gouvernment approximately $42 per
recipient pex vesv, whilch is voughly ¢ix times chat spent for the
Title IT VCH Progvam and chree times that of the MCH program were
it to use vompavable alternate souvrces of local food.

Income rediscributicn would effect changes in nutritional
status,  Supplementary feeding programs are thus one way of achieving
this 1f viewed in terms of real income. As has been discussed earlie
supplenentary feeding programs directed to the most nutritionally
vulnerable proup would provide the greatest beneflts of Dominican
investment. Given the specific problems outlined, especially the
problem of dependence on food items nct lecally produced, the
present programs do not make the best use of food resources.
Alternatives for future spending on the part of the GODR in the
area of supplementary feeding must be considered, such as:

1., The production and distribution of a locally-produced
weaning food and dictary supplement for vregnant and nursing mothers
through commercial chameis and also through such programs as a
coordinated SANAR, MCH, stamp program, (Sce Nutrition, Chapter V)

2.  The conversion of presenc MCH resgyrces into Nutritional
Rehabilitation Centers (Mothercrait Centers)2’, which would work
directly with the children and their mothers using locally available
foods. ‘The Nutritlonal Rehabllitation Centers relieves hospitals
beds, and has been shown to have a "spill over' beneficial effect
on the nelghbors of participating families.

3. Continuatiou of a MCH supplementary feeding program with
an increased nutrlition/health education component which would be
coordinated with the preventive health care program,

3/ A Practical Guide to Cowbating Malnutrition in the Pre-School,
Research Corporation, 1970,
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Of the three alternatives presented above, the distribution of
a locally produced weaning food and dietary supplement for pregnant

and nursing motters promises to be the most cost-effective., (See
Nutrition, Chapter V).

240



APPENDIX IV

ANALYSIS OF HEALTH SECTOR LEGISLATION

The basic law for the provision of heaith services in the
Dominicmm Republic is the Health Code, or law 4471, dated June 3, 1956
(Official Gawerte #7999)., As a complement to this law, there are
several "organic laws" and "eorganic regulations' which detall the
internal fuuctioning of hezlth related governmental instituticas,
such 25 the administrative duties and rules for persounel., Among
these are:

- The Organic Law of Secretarics of Jlate,
Number 437& of February 10, 1936,
(Ofiflcial Canethe No. 7947)

- The Organic Kegulation of SESPAS
Number 1312 of povewber 25, 1935,
(0fficial Gazette Ho. 7919)

- Decree Junber L489 regerding funczious for
secretaries of 3tave ol Februavy L1, 1956,
(Citicial Gazette No. 7949)

- Law Number 175 of Augustc 31, 19907,
changing the nune of the Socretariat of Health,
(Cfficial Geozette No, 9049)

In addition tu these basic laws, decvees, and regulatlons, the
Coustitution oi MNovember 28, 1988, stutes that the State will oversee
the improvement of nutvition, canitory services, and hygiene aad will
seek Co prevent and treat epidemic and endemic disesses as well as
other ailments, The State is alse obliged to provide medical and
nospltael acsistance [ree of charge to those who cannot afford them be-
causa of poverty,

Ocher leglsiation regarding health care matters include the
following:

~ Decree No. 2830 of September 23, 19485,
(Official Cazette No. 9113) which creaied the
National Health Councll to coordinate the various
health insiitutions, to utilize better health
resources, and to provide advice to SESPAS and
the Offlce of the Presidency.
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Pecres Yo, 55, Article 9 of November 22, 1965,
wvhich establistied the Office of Programming and
Technical Consulting in SESPAS as part of the
lawv cresting the Technical Office of the
Presidency. 1Its basic functions are to prepare
plans wmd programs and to evaluate existing acti-

vitias of SESPAS.

a
f manufacturing, preparing, bottiing,
orting, and selling of all insecticides.

Decrze Number 209%1 of February 14, 1968,
{Dfficial Gazette No. §083) which created the
National Council ¢f Population and Family
Plannming.

Law 59094 of suguet 11, 1962, (Official
Gazette N2, 3868C) which created the
National Institute of Potable Water and
Sewerage Systems (INAPA).

Law 498 of April 13, 1973, (0fficial Gazette )
#9228) which created the Corporation of
Aguaeducts eand Seswerage of Santo Domingo (CAASD).

The Public Health Code of 1956 states that the State is respcu-
sible for maintaining public health by adopting adequate sanitary and
socizl weasures. This law governs all matters related.to public health
and higiene in the Dominican Republic. The Secretariat of Health is
degignated as the agency responsible for the enforcement of this law;
however, the lNational Health Service, which was established within
the Secretariat of Health as the technical organization within the Secre-
tariat, 1s rvesponsible for the implementation of programs, the study
-and solution of nealth problems, sanitation activities and medical
attention,

Among the wore important functions for which the MNational Health
Service is vesponsible are the following:

1) Propose to the Secretary measures to adequately protect
the public health.

2) To orient and coordinate through establishment of standards
its own agencies, as well as other governmental services,
municipal authorities, and private institutions providing
mediso-gocial gervices.
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3)

4

6)

9)

10)

To submit to the Secretavy icgulations and draft legislatic
to improve hicalth scrvices,

Tu cerry out vescarch with its own personnel or vi:zh the
cooparatien of othier crganizacince, official or private,
local or jnternationzl, on diff. cent aspects of public
healch aod the healeh problems of the country.

o

iv publisk und keep current a Natjonal Pharmacopoeia,
To nrovice hezalth education.

To evaluzte periodically the cffects of its activities and
services.,

Yo gonerat~ vhatever cction is cousidered appropriate for
the dwprovement of public health and quality of life of
the populztion. .

To coatrel preventable acute and chronic diseases as well

as non-preventable chrenic diseases; prevention of accidents.
It is in charpe of dmnamizing the populction against conta-
gious discnues.

Te he respeneible for eavironmental sanitation in z

aspects:  poteble water, sewape and treatment plants, liousing
and huildinus for putlic or privare use, control of discase
vectors, elinination of waste, polluticn and other environ-
mentzl nuisances, municipal sanitation services, rural
sanitatisn, control of impovtation, manufacture, distribution
and sale of foods and drinks, occupational medicine, and
hygicne.

Sanitary surveillance o f airports, seaports, and houndaries;
international. health matters.

Sanitary policing:

a) regulation and control of the practice of medicine -and
related professions (dentistry, veterinary medicine,
pharmacy, nursing, etc.). The secretariat is to maintain

a register of these professionals. '

b) Regulation and control of medications, pharmaceutical
and biological products, c¢hemical and cosmetic compounds.
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13)

14)

15)

16)

17)

18)

19)

€) Policing the operation of mnrtuaries.

d) Sanitary contiol of animals.

Maternal-Child liveiene -~ prenatal, posinatal, preschool,

and school health services in all their aspects. ‘The cmploy-
ment of children and ndolcscunrq is also to be controlled by
SESPAS.

Preparation and implementacion of a natienal nutrit ion
program in cooperatiou w:ith the Secretarial of Agriculture,
focusing on national production and nutrition educatlion.

The Secretariat of leulth, thyvougn the National Health
Service is in charge of estab lishing and enfc  ing standards
for the production, oansfacturing, vavehousing, importation,
packaging, analysis, = istretion, distribution, and sale of
foods and beverages and of the locale in which such articles
are manufactured, warechoused, Jdistribured, or sold.

Creation of adequate dnurdi services for the general popula-
tion with specific emphasis of services for pregnant women
and children.

‘Development and organizaticn o/ preveative treatment and

rehabilitation programs for wental vrobiems, includ.ng
problems of alcoholism and drug addiction. '

Respon51bllnty for the medical atvention and adequate health
care of the entire population in hospitals or similar facili-
ties, as well as any such establichments dcvejopcd in the
future. This includcs location, architecture, equipment, and
personrel planning, standard setting, ccordination of service
to avoid duplication and/or digpersion of efforts, technical
and administretive procedures, corpilation, analysis and
control of data. )

The construcLlon, equipping, and functioning of prlvate
institutions is to be authorized by the Secretary of Heailth.
The development of private medical services is to be en-
couraged in areas which lack hcalth services. e

Responsibility for the organization of rehabilitation tenters

including promotion of the development of these serv1ces in
the private sector,
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20) The Secretariat is responsible for the collection, classi-
fication, tabd"ation, Laterpretation, and publication of
vital sticistles and any otl:e Jdata which may bear on pre-
veative or cecuperative sevvices,

21) lHealth education programs for the eatire comnaaity using
any appropriate comamicatioa media, as well as continuing
education for health professionals.

22) Development and regulation of the nursing profession as
well as schools of nursing; development of salary scale of
nurses.

23) Maintenance of a National Public Health Laboratory, and
training of its personnel; provision of bacteriologic,
serologic, parasitologic, chemical, and nutritional labora-
tory tests free of charge for the diagnosis of infectious
diseases; control of all laboratories in the country,

24) Provision of scholarships for studies in public health and
any areas related to the health needs of the country,
Additionally, the Secretariat is to stimulate the creation
of relevant courses through the State University.

23) Responsibility for maintaining appropriate relationship
with international agencies; planning, international con-
ferences,

While the basic health law of the country is all inclusive,
the country has neither the resources, facilities nor the programs
to carry out this comprehensive mandate, In fact its mandate is far
broader than can be reasonably expected for one organization to carry
out efficiently. With respect to its relationship with other sec-
tors and agencies (such as private health personnel and municipal
authorities facilities, IDSS, Secretariat of Education, Secretariat
of Agriculture, Secretariat of Public Works), it is stated that the
SESPAS should "orient" and "coordinate" and maintain relationships
and ties with these agencies in technical administrative matters
related to health. This has not been undertaken except in a limited
context,

There have in practice been a number of modifications in pro-
gram responsibilities of SESPAS. For example, the National Service
for the Fradication of Malaria was created by a tripartite agreement
between the GODR, PAHO and UNICEF to carry out the malaria campaign.
The National Health Council was estiblished as a coordinating agency
for health planning. The National Planning Office of the Technical
Secretariat of the Office of the President also has responsibilities
for planning and evaluation in health. INAPA and then CAASD were
created to be responsible for providing water and cewage systems,
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Even these new institutions appear to have difficulties ful-

- filling the functions assigned to them. The National Institute of
Potable Water and Sewage (INAPA) was created in 1962 as an autonomoug
organization, subject to the regulations cf the Presidency and undev
the authority of the National Planning Office., This citity was given
by law complete authority for the planning, research, construction,
administration, operation, and delegation of functions of both rural
and urkas water supply and sewage systems. Although the Secretary
of Health presides over the Administrative Council of INAPA, there

1s no provision in its organic law requiring coordination with the
Secretariat of Health.

The INAPA legislation has not been fully implemented. Other
governmental bodies presently have legal authority tp manage water
and sewerage systems and are under no legal compulsion to turn over
functions to INAPA., Several other organizations construct and Operate
water and sewage systems as well,

International organizations have further complicated the
organization picture., PAHO is to provide advice to INAPA, The
IDB has assisted both INAPA and the more recently created CAASD (the
Corporation for Water and Sewage of Santo Domingo)., This latter
organization became operational in July 1974.

There therefore exists in addition to the present Health Code
an uncorrelated series of amendments, other laws, administrative
regulations and procedures evolved over time, 1i%ile there may be
no legal obstacles to cooperative program activity, the Health Sector
could benefit from an updating and codification of laws and regula-
tions.

With respect to the particular areas covered by this Assess-
ment, the following legal situations appear to prevail:

Nutrition Assistance. The Secretariat of Health 1s the organi-
zation with principal responsibility for the implementation of
measures for the adequate nutrition of the population,

The Division of Nutrition of SESPAS created by an administra-
tive act on November 8, 1961, is the responsible executing agency
for all study, planning, implementation, and evaluation of nutrition
programs ~-- preventive, curative, and social. Although formed in 1961,
this Division remained essentially dormant prior to the 1967 seminar
on Child and Family Nutrition, the assignment of a PAHO/WHO full-
time nutrition consultant to the program, and the reorganization of
the Division in 1971, Nevertheless, specific goals, plans, and tar-
gets to meet population needs have not yet been identified.
Its principal activity is said to be distribution of supplementary PL 480
Title 1I foods.
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In 1972, a Natlonal Futrition Council under the auspices of
SESPAS ves auvclarized by the Preaident Its stated purposc is to
pexiaorm research, set standards, coordinate, plan, and cvaluate
nubrition programs, This council has never becn activated, tMalnu-
trition is one of the mein health preblams or the Dominicon Republic.
There is no functioning ovranization mrwvidiﬁ* lesdarship.,  The
beminicnn Assessment teaa considered, ithoup resching a conslusion,
alternative institutions to locate the covermental nutritionel
reaponsibility, i.e. the Secretariat of Agricuiture and the 0ffice
of Trice Control (INESIRL).

The Secretary of /griculture hus lrgal vesponsibility to develog
its producticn vpeolicies according to the putritio: ot nezde of the
popnlation, to develeop a uwationn) notyiticnal owoe som in cooperitlon
with $E524A5, cnd to study the social and ecenorie csnects of pro-
duciion, distribution, and consurptic: of aprizceiiural products,

Ii primary r(&yuﬂaLbllltv wers to bhe visted in an dinstitution other
than 555248, Article 152 of Iaw 4477 zhould be arended,  Tr LHESPRE
were to  assuse  respons 1b‘1 ty for nutrition =assistance Law 526 of
Decevher 10, 1946 should be amended.  125STRE;, however, has legal
cuthority te set mandwmen sellingg pricoe on essential food items

bagsed on a prior study ol yrovucticn costs. Thus IRISFRE would have
legal respousibvility for setting mavinsm price for any weaning food
distributed in the market

o

Populsbion Assistance. One of the alternatives for increasing
the zccess of the populstion to contracestive supplices iLs the dis-
tribution of these supplies through cosvercial outlets., The Public
Health Cede 4471, Article 114 estabiiahss that in cowmunities of no
morce than 2,000 people oc those which ave five or wore kiloweters from
a ‘harmccy, commercial establishments moy be authorized to scll
pharmcceucical products or supplics. Although Article 115 states
that all places vhich distribute these items must have a graduate
pharmacist present, Article 114 appears to be an cxception to this
rule. In practice most pharmacics do not have graduate phariicists
present. There is no lejislation to prevent coummercial outlets {rom
scllinz drugs, the exception being that the State is to provide
modical attention free of charge to these who cannot zfford to pay.

Personal Heanlth Scrvices. The Dominican Health Assessment
Team concludes thut the present system of delivery of health services
is basizally not reaching the majority of the population. The team
has been highly critical of the Secretariat of llealth as being in-
efficient and incffective in its delivery of health services to the
poor.

In looking for alternative solutions to provide effectively
health care to the rural population, the Asscssment recommends
utilizing the services of SHEM, the autonomous’Malaria Eradication
Sarvice,
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There appear to be no legal restrictions vhich would prevent
the use of SNEN for purposes of providing redical outreach services
using paramedicals, Article 1i7 provides that paramedical personnel
may practice medicine if they do so wnder :the supervision and re-
sponsibiliry of o duly recosni-ed profes jonal and it is presently
anticipoced thar the SEi . will embioy several nedical doctors in
order to cowplv tith this supervisor: provision. Moreover, the law
provides that the Secretariat of Health wav also issue perwits lor
persens wichouo the :hove dejreec o Uhere are insurficient profen-
siens’ grodarte. to proctice medical profession: sud Lo be prointed
to ofzdel f opesitiens hen such persons are tr.ined cnd hove a rood
Teprrstion.  Althouen no legsl prohibition wvpea: te wiier, the
Le v 1oadvisar o the secreteriat has taken the posicion oh -t ~uxitisry

puctonaen oy ot ehorge for thelr services., crrober rese rob on

Dioauestr el 1 necessary,

oinca apEd

3]

s crented by a triportite agreeacnt Snd functione
~ito anterast administrative rezul-tions, ooy chanve in the v ture

of rneir sceivitios may require smendment of these agreements ond
reguisilons, but not to any knowm law,
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ADPBR (or ADBF)

AID

CAASD

CEPCIES

CFOIE

CONAPAFA
CR3

CURAR

CWS
DIAGNOSTICO
ECD

FAO

FIDE

GDP

LIST OF ABBREVIATIONS

Asociacién Dominicana Pro-Bienestar de la Familia.
Dominican Association for Family Welfare.

Agency for International Development.
Corporacién Auténoma de Acueductos de 3anto Domingo.
Corporation of Aqueducts and Sewerage Systems

of Santo Domingo.

Cooperativa Americana de Remesas al Exterior.
Cooperative Assistance for Relief Everywhere.

Consejo Estatal del Azucar.
National Sugar Council.

Comisién Econémica Permanente del Consejo Inter-
americano Econémico y Socizl.

Permanent Economic Commission of the Inter-
american Economic and 3ocial Council.

Comisién de Fiscalizacién de Ubras e Inversiones.
Public Works Investment Commission of the
Technical Office of the Presidency.

Consejo Nacional de Poblacién y Familia.
National Council on Population and the Family.

Catholic Relief Service,

Cuidado Urbano por Medio de una Red de Asisten-
cia y Remisién,

Health Services for the Urban Poor.

Church World Service.

El Diagnéstico de Salud en la RepGblica Dominicana.

The Diagnosis of Health in the Dominican Repub-

lic, i.e. the Dominican Health Sector Assessment.

Economic and Community Development (Food for
Work Programs).

Food and Agriculture Organization.

Fondo de Inversiones para el Desarrollo Econémico.
Private Investment Funds,

Gross Domestic Product.
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GNP
GODR

IBRD

1NB

IDS3

ILO

INAPA

IMESPE:

)
5]

LPPF
Iup

LMD

MAP
MCH
PAHO

P.L. 480 TITLE II

PLANAR

PLANURBE

Gross National Preduct,
Government of the Dominican Republic.

Interndtiona'! Bank for Reconstruction and De-
velopment, i.e., World Bank,

Inter-american pevelopment Bank,

Instituto Dominicano de seguros Sociales.
Dominican Social Security Institute.

International Labor Urganization.
Instituto Nacional de Aguas Potables y
Alcantarillados.

National Water Suwply and jewerage Institute,

Instituto Nacional de Istabilizacién de Precilos,
Price Stabiliz-otion Institute.

International Planned Parenthooc¢ Federation,
Intrauterine ievice,

Liga Municipal Dominicana.
Dominican Municipal League.

Médical Assistance Program,

Maternal and Child Health,

Pan American Health Organization.

Public Llaw 480 Title II. U.S. food donation
programs, provided in the Dominican Republic

through CARE, CRS and CWS,

Plan Nacional de Acueductos Rurales.
National Plan for Rural Aqueducts.

National Urban Water Plan, developed by INAPA
but not sanctioned or approved.

Recommended Daily Allowance
Sanitacién, Atencion Médica y Nutricién para

el Area Rural.
Basic Health Services for Rural Area.
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SEA

SESPAS

SNiM

UASD

UNFPA

UNPHU

USAID

Secretarfa de Estado de Agricultura,
Secretariat of Agriculture,

Secretaris de Estado de Salud Pablica y
Asistencia Social.

3ecretariat of Public Health and Social
Assistance,

Servicio Nacional de Erradicacién de la Malaria.
National Service lfor the Eradication of Malaria,

Servicio Popuiar de Salud.
Popular Health Service.

Servicio Social de Izlesias Dominicanas.
Dominican Church Socinl! Service.

Universidad Avténomz de 3anto Domingo.,
Autonomous University of 3anto Domingo.

United Nations tund for Family Planning.

Universidad de Pedro tlenriques Urefia.
Pedro Henriques Urefia University.

United States Agency for International Develop-~
ment Mission.
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GLOSSARY.

Accessibility

The ease with which a service can be used, particularly with reference
to entry into that service or systems; fzctors involved include cost,
hours of operstion, waiting time, etc.

Availability

‘he existence of a health service or resource in a form which can be
used by the population; primarily a geographic reference.

Barrio
3lum.
girth Rate

A measure of fertility, usually referring to the crude birth rate,
which is defined elsewhere under crude birth rate.

Crude Death Rate

The number of children born in a given year divided by the population
of the society at mid-year and multiplied by one thousand. Expressed
somewhat more simply: the number of children born annually per 1,000
inhabitants.

Death Rate

A measure of mortality, usually a reference to the number of deaths
per year divided by the population of the society at mid-year and
multiplied by one thcusand, which is the crude death rate. The latter
expressed somewhat move simply is the number of deaths per thousand
inhabitants per year.

Effectiveness

The degree of success of achieving a goal such as reduction in discase
incidence, reaching z target population with services, etc,; measured
in terms of man-years, births averted, and the like.

Efficiency
The degree te which an cctivity cen be conducted wilh tie teast waste

of resources (time, money, manpower, etc,); usually weasured in terms
of cost.
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snvironmental Sanitotion

The science and practice of affecting healthful and hygienic conditions,
especialiv zs related to the physical environment or surroundings,

In demographic terminology, fecundity refers to the biologic copacity
to besr children,  fertility refers to actucl performance with regard
to child bearing. The most comnun measure of fertility is the crude
birth rate: the nuwber of children born in 5 given y ar divided by
the population of the cociety 2t aid-year and multiplied by one
thousand,

arowth ute
The rate at which a given populstion incresses. Frequently this is a
reference to the crude rate of natural increase: the crude birth

rate minus the crude death rate. A more accurate measurement of the
grovth rate also includes the effect of international migration.

Immaturity

The state of being immature, usual)lv a reference to infants. An im-
mature infant is a live born infuat, which weighs less than five and
a half pounds (or 2,500 grams) at birth.

Kwashiorkor

An extreme form of protein-caloric malnutrition disease of early
childhood.

Morbiditv
The state of being ill or diseased.
HMortality

The proportion of deaths to the population of a region or nation, etc.
this is usually a reference to the crude death rate, which is defined

in this gloscary.
Zerinat.ol

wier: to the period between rhe 28th reek of gestation (pregnancy)
and the 7th doy of life, This is usually & reference Lo the peri-
Naicr wortality vote, wilch Is the nuaber oi fetal desths 20 waeeks oo
more and infant deaths under 7 days of age divided by the number of
li+e births and fetol Jdeaths 785 veeks or mere during the saime vear,
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Utilization

The use of services by consumers; usually in terms of deriving the
most effective and efficient outcome.
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