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PREFACE
 

"Ilan and his species 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 ..." I/
 

A. 
PURPOSE 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. Theories of economic development which guided country

planners, as well as foreign aid donors during much of 
the 1950's and
 
1960's, were dominated by the view that the principal keiy to economic
 
growth was accelerated investment. 
What the economy could not generate
 
from domestic savings was 
to be suppl iented by foreign investment and
 
capital transfers. Great emphasis was put 
on high rates of growth.

Firther, it was generally assumedd 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 of 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 average annual increase 
of the gross national product of 10.2 percent. 
Yet, unemployment and
 
underemployment continue aL high rates 
-- estimated to be about 40
 
percent. Inflation has inten.sified 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
 

l/ I. 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 of increase
rate 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. 
 For example, in the Dominican
 
Republic the President is cogni-ant of the necessity to the
improve
well-being of the poorest majority so that the benefits of economic 
development will be more widely distributed theand poorest majority
will be able to contribute more productively to development progress.

Over four-fifths of 
,he focd consumed in the Dominican Republic is
 
grown by small farmers. TLeir ability to triple production by the
 
year 2000 will depend on agriculture technical assistance and
 
capital aid, but no less 
so on their being healthier and more
 
economically and socially productive. The 
 question is "how." 
Improved 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 aroups, which in the past have
 
not had access to such servicers. Moreover, the benefits of improved

nutrition, nealth, and well-being cn themseves 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 increased 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 chinge, 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 helping 
 to 
identify a better basis for Dominican decision-making, and Tithin this
 
context to facilitate U.S. bilateral aid decision-making. There should

be cosideration of alternative cou:ses 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 as_e-ts~ment accomplishe. thest,
purposes. 
 In other respectt further goal-oriented analysis andconsideration of action choice3 need to be undertaken. What isclear in retrospect is that: the magZi::ut of the assessment taskhas been consistently undertsr_;mat.d. '. constraints to adeouateimprovement of health i tho 1omi0ui-1!, "'.epoblic Lre severe. Appro­priate judgements on tne ZC:,acith ca t Dominican Health Sector toefficiently absorb large external aii 13 puts should be made only

after the most careful considerat,io.
 

B. INTEREST OF AID IN SECTOR ASSLSj.'.:HIT 

As a major bilateral donor a-.'niti-tor to' internationalorganizations, the United States Gc:v,1rameqt has an interest inassuring that the maximum beneflt V,. ,tajined from external resourcesmade available at the request of t;he omin can Government. AID is
particularly concerned that any J.:i, hilateral assistance providedis supportive of well-formulatcd r..,.ip.. programs that can realisti­cally be expected to be achieveu 
 i-.,:sessment which follows andthe more extensive analytical prc,.e ,*iJ taken by persons assignedto the Secretariat of health shou.i_, p-,;vd. the beginnings of thiskind of decision-making framewoj:,
' g n 
that Dominican goals
have not yet been fully defined ai:d 
rh 3xLe_rnative course;4 of action
are somewhat sketchy at this 
stage. 1ihis 
is not to deprecate a
monumental effort in the Dominican he'dt". S- ,tor Assessment, 
entitled
"El Diagn6stico de Salud )
en la .e- i nicara." Rather, given
the lack of data and analytical macer! 
 :o led with a frequelitly
weak health administrative s-ruct'i'-e, iaveh been limits to whatcan be accomplished within the lii:i d li(-,d of time available for 
preparing the assessment.
 

The Strategy Section consist,, .io'ni.,r 
 of observations which
are more programmatic than strategic i, h'iaracter and are yet to be
tested through further discussion and .Lsuntly modified to reflectmaturing judgements. 
 Thus these Lsar. ti constitute at this stagemore a basis for informed ion thn-oiscusa definitive blueprint for 
action. 

Furthermore, AID is not the oni,, initernational donor agencyconsidering help in the health sector. 
 'Thereare the World Bank andthe IDB. The Government of the DOm-Iican 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, SUHIARY OF AVAiLABLE: ANALYTICAL_ EFFORTS 

Prior to Lhe present effort, studjes approaching sector assess­
.monts; hawy' beei ,,de orn v, r occa.-,ions. However, most have been 

project--oriented. They have provided a useful basis for evaluation
of project proposals, and tw :;ome e;ztent the interrelationship among 
a number of projects. 1)y hirve u,;t eL.yiniued comprelhensive sector
goals or alternative choice, and trade..offs under a variety of
 
assumptions for the sector as a whule.
 

Similarly, donor agcncy effort-s have ,enerally analyzed only

limited portions 
 of the health sector. In 1968, AID prepared a
 
Capital Assistance Paper to cerermine the most appropriate capital

investments 
 In the health sector, Partial sector assessments have

been made by the World Bank and PAHO in connection with their own
 
assistance 
activities (Appendix TI). Such partial assessments have
had limited utility but' do contain useful information and observations 
which are being used by both the CODR and AID. 

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

This study considers the rmjcr problem areas within the health 
sector and analyzes in considerable detail the complex interrelation­
ship between the various determinants 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 
employed in this country to a greater or lesser degree. Some are
 
costly. Soide are very inexpensive. None are offered as perfect
 
answers to the intricate composite of forces which adversely affect
 
the healt.h 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
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Mission personric.i , prepe.,oro a scope of work for the assessuient in
 
January 1.974 and ol: nenced .rned atel,
 

At the sug ri ol L ' oar- Le ;rogv,;, was administra­
tively located . the C.Pr z, - 'i Ci11a1 .j I'u laci,:, 
 " Famllia 

("CONAPOFA") wit i or, Lui. ;t, . Conz z .ibra, rak jug

personal respon.- 1.: y a:: 1'
or dT Lio. - .\n ad-h: c group

of Dominican pfn. ormod, 
 d,aw: ug persrnne L r iom
 
universities, the Secr-c.. ''t: oi 1e;[Ith ; a t " 1
at O'ffice,
 
and other Dominican agari . c
Con:ants .'ere al.se identi!iii.J to
 
work with th2se :sr-up. - th , AiD ind VAHO.
 

The AID role i. .L ser-t ste,)med from a request by the
 
Mission Direccor to [ r t; provide 
 a turn-key assessment since the
 
AID Mission did not: then hay- tihe te,.:hnicai staff who c::ulh guide and
 
undertake the necessary comprehensive ana].vti,_:a effort. AID/W with
 
extraordinarily heioful and abic. HEW 
 participation and coopueration

mobilized extens.ive talant with a view to contributing t:n an improved

Dominican analytical product. At this 
 stage it has been more conslusion­
reaching than decisicn--mking in c Iaraccer.Tho second pha.e, i.e.,

the critiquing phase. a. ;aiyn 
 involved a wi"Ie variety of consultants.
 
The result given the :cve time constraints under which all have
 
been working, is a product 
 .hich advances thinking about the Dominican
 
health sector araciabjv 
 In the 'I.ssion vie,, the contribution of
 
the turn-key team, in particular John Daly, has been excellent.
 

AID consultants 1ere fina-nred through the normal health, nutrition, 
and population technical assis:tance grant funds. Dominican personnel
 
were financed by the Domninican 8;overnment using has t-ountry owned
 
counterpart funds. 
 Three Spccific- surveys (nutrition behavior, human 
and physical resources, ond population and morbidity) were financed by
AID funds and were timed to coincide with the assessment. 

ocaise:, 
September, is in tht: fiina review 

The Dominican sriginally ,.,cheduied to be completed in 
and edi tini: stage at this writing 

(December 7, 197/). Uoncthelss, draft documents, amounting to nearly
2,000 pages of text, were in hand by October 27, 1974 and the last

major pieces were mnrle available by November 30. This massive quantity
of material has formed the principal basis for the present document. 
The complexity of the task and the lack of previous qiantitative studies 
on the effects of health programs on health status has r.eant that the 
analysis is, to some extent at least, subjective. Nevertheless, it is 
clear that the analysis even at this levi -I. has been useful, provocative,

and provided new insights of knowledgeable Dominicans, It has also
 
provided a mcre systematic organization of existing knowledge and data.
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The docuent which follows was written mostly during the month
 
of Novem],er 1974, by a Leam especially convened for this purpose.
 
The methodology used hore is also based in part on intuitive reason­
ing, historical experience and the application of professional 
judgements. Li 1lization of available information and data from many 
sources in a pacL cal and vstc.. atic manner has been the fundamental
 
method for airivin, at c oncluzio:s. Insufficient data was frequently
 
a significanl.pioblEm aud a ioit-ing factor on the use of more
 
sopbisticated techniques ., nalyiiis.
 

E, THE cJ1ODEL !S SJID APPROACH T) DEVELOPMENT ANALYSIS 

In the DermWnican Repu lic ',hEre rural subsistence or near
 
subsistence agriculture ir che dominant lite 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 for builder of quantitative health models. in part, the 
absence of adaluacu information leads to difficulties in determining 
the relationship between given levels of input and a measurable output.
 
oreover, subtleties involved in analyzing a population's decisions 

with regard to utilization of health services make quantification 
difficult. While inputs can b measured fairly e12.1y, and outcomes 
measured, aibeit, with somewhat greater difficulty, iL is often 
difficult to nca urc what ha:ppens in between. Yet, it is here that 
many of the oh!tacles to improving delivery systems and health 
behavior of the population lie. 

Because of the difiici cies poscd by thorough quantitative 
analysis of the !health sector n; general, and because of the lack of 
information on the Dominican system in particular, no attempt was 
made to develop a mathematical model of the health sector. Two points 
should be made, however-. Firt;L, an attempt is currently underway in 
Colombia to develop a ilethodology for constructing a mathematical 
model. for the h alth sector ii that country, and such a methodology 
could provide a foundation for future analysis in the Dominican 
Republic. Second, discussions are in process to develop the framework 
for a mathematical model of the Dominican agriculture and health 
sectors.
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I, 	SU-24ARY
 

The rate of population growth in the Dominican Republic was
 
approximately 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 la:u. ten years, and particularly in the
 
case of the capital, Santo Domingo, has increased problems of over­
crowding.
 

Mortality is consistently high. Life expectancy at birth is
 
only 52 years. Gross mortality is 14.7 :!r 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 --chieved if prior reduction in
 
mortality, particularly mortality 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-m 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 ost
 
people (lie without sufficient medical attention to even determine the
 
cause of death. Nutritional problems are strongly implicated in high
 
mortality from infectious and parasitic diseases, in perinatal mortalitk,
 
(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
 

1/ 	"Politica de Salud; Perlodo 1973-1980," Secretarla de Estado de
 
Salud Puiblica y Asistencia Social, Santo Domingo, September 1973.
 



was to be given to teduction of illness and death due to "erradicable
 
and reducible diseases, especially the communicable diseases, peri­
natal disease. and malnutrition," ilriority and emphasis was to be
 
given 
 to "the most vulnerable age groups of the population; those
 
younger than 15 years (especially t,ose younger than five years),

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

The Government of the Domiaicaii 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 is 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 HEALTH A) DEVELOPHENT 

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 the development process

contributes significantly to potential improvements 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.
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those intersectoral activities, however, that deal more directly
 
with the food people eat, the environment Lhey live in, their
 
know'ledge and behavior, and their 
.ncomeare probably more important
 
in actually affecting health.
 

If health is an outcome of socio-,iconomic 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, improvemencs in each of the areas of responsible

parenthood, 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, and 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.
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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 GODI, in light of the improved Government fiscal
 
situation. Economic constraints will influence the social deter­
minants of health: unplo;ient generation, increasing agricultural

productivity, and upgrading the role of women in che society, for
 
example, will certainly facilitate the effectiveness of specific
 
health development projects.
 

The public administrative and organizational capacity to mount
 
a substantial health development effort is a matter for attention.
 
The Secretariat of Health 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 tiat there is only limited capacity
 
to plan a national nutrition program. This capability will have to
 
be developed and institutiol3ized 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 (IN.AA) offered promise of
 
developing into a 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 Eervices 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
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activities of the country, it has considerable difficulty in
 
ad~ministering a sizeabla health infrastructure with the personnel

assigned to the Secretariat. There are some exceptions, e.g., 
the
 
National Service for .M:alaria Erradication (SNEMi which is subject

to external 
monitoring, is led by capable professionals, attacks 
serious perceived health needs in an efficient manner, 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 availa1 ility 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 reduction in birth rates could exceed reductionthe 
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 socio-economic policy 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 populatic

and nutrition and health 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 administraLive capacities
 
should be institutionalized. This approach contemplates the formation
 
of linkages between these institutional elements.
 

Perhaps the most useful immediate impact programs suggested
 
are "Basic Health Services for Rural ArL-is" lISANAR) and "Health 
Services for the Urban Poor" (CURAR), which are lo;j-cost health 
service delivery systems to be oriented to the rural and urban poor,
 
respectively. SANAR is based upon volunteers and practicantes, and
 
a model of service delivery developed and usEdby the SNEM. CURAR is
 
to be studied through two experimental projects initially, testing
 
medical students vs. auxiliaries as primary health care providers.

Both urban 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
 
basic 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, non-profit system of family planning centers, the marked
 
expansion :f the existing system of gover (CONAPOFA) family
Ir2tal 

planning centers, the development- and dist- jution 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 progLam 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: institutional strengthening; low-cost health
 
delivery systems; capital investment in water systems for intermediate
 
cities; and facilitating the development of food supplements.
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II. DEVELOPMENT, 1IIALT, 1NUTRITION AND POPULATION
 
DYNAMT'S IN THE DOCMINICAN REPUBLIC
 

Development, health, ruritin arvi population dynamics are all
intimately interrelated. Modificatrin of element
one results in varia­tions of the ether until equilibriun is r blished. In the followingpages these factors are discussed. Tho. dibclt.,;sion focuses on economicrather than social developnent because rof Lh2 difficulty of measuring
the latter, rather than because of 
prior .tN. 

The general economic 1;icture i3 first established. Effects of
further rapid population growth rn dcveJ opmornt: are examined. Attentionis also directed at the economic effects illof healrh, both in terms oflost productivity and of expenditures on medical care. 
 Some final consid­erations precede the Conclusions and '.ecomxnendations. 

A. 
 THE GENERAL ECONOMIC SITUATION
 

A. 
 Recent Economic Performance
 

The period 
1964-68 was one of economic stagnation and deteriora­tion resulting from the severe 
economic and social dislocation and atrop]
of production capacity, ca.ised by rivil war and extended drought in
1967-68. There was virtually no iicrene in CNP during this period.
 

The economic readjustments follc..'ing 
t-,: chirty-year Trujillodictatorship which ended in 1961 also had its c:.ffects during the first
half of the 1960s. Under Trujillo, tra;ae and education abroad, except
for the favored few, were actively discouraged. Particularly during the
later years of the dictatormhip, :api-'al fligY!_ became extensive, and th(ambitious plaas thefor expansion c, I(,reign private investment andtourism failed 
to materialize. 
 Fubli: ;ervic-2s deteriorated and the eco­nomy progressively became a vehicle for the p,-rsonal 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, a scarcity
of trained and effective civil servants and 
a d.stinct 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 underpinning of the economic up­swing that began to be in evidence by 1969. The 
 upswing essentially
has been fueled by five economic factors: a doubling of exports from
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1970-1973, largely due 
to sugar and ferronickel; substantial private
domestic and foreign investment; sharply ri~iing public: sector capital
expenditures; ani large external resource transfers, mainly in the 1965
1969 period aid predominantly U.S.to bilateral assistance; allocation
of U.S. sugar quotas which added about $250 million in net foreign ex­change earnings during samethis five-year period. 

With respect: to sugar, the country, since has1969, reapedbenefits of good weather, contirnue4 guarantee of access 
the 

to the prefer­ential U.S. sugar market and a rapidly rising world price for sugar.
During 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 earnings from sugar and sugar by­products 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. 
 In 1973 and 1974
the country sustained a net loss in attempting to protect their U.S.
 
market.
 

Economuic 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 economy, principally through the resources 
committed 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 1964­70, 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 o! total
Central Government investment averaged 28% for the 1966-69 period with
a high of 50% in 1966 and 
a low of 14% in 1969. In 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 use­ful 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 r'ention -eri: representative activities were carried outwith U S. St '. is o doubt but that U.S. assistance was amajor facter it.: iping to lx. a Vase for the dramatic ecoaom-rp growth
of the .ast ,yea;-. 

Ti ea 
 r- bc~lp to rxplai> thei average annualof 10.2 .'C" t.?' real GDP growthe -, unLrv ouring tr.c 
that 

1969-73 period. Indications are
thi& -api . :t. I .nuihg in 
 J974, although inflation will
diminis hn r e o1.'a r r soqaMewhat. 

A.2. COD e.ol 
 ent rLrities 

Until late in 1)71 much of P'resident Balaguer's public investmentpriorities were dirccted to-;ard creating a modern infrastructure and al­lexating unemploy,ent. These projects included substantial investments
in irrigation '.ojects, roads, dcns, and, housing, streets and parks.These iuvestrelt. 
, paTrticUlarly tLe former, gave considerable impetus

to the country't; accnomic growth.
 

By 1972, w th a booming economy and rigorous governmental fiscalmanagement, icresedcurs 
were available for investmen..maintaining LS miousing While

and urbar. cieveiupment expenditures, the President
directed substantially increased amounts of money into public capitalformation such as irrigatior and feeder roads as well as 
services, such
as education and health. He h:as also sought to encourage better perform­ance by agri, ultural &geiicies of the Government such as the Secretariatof Agriculture, the Agricultural Bank, and the Agrarian Reform fnstituteby pr'oviding additional new leadership and budget resources. In early
1972, a new set of agrarian reform laws was also enacted. 
 Other proposals
are pending Ccngcessional action, e.g., 
one to limit to 500 tareas (83.3
acres) tihe amount of first--class land which can be 
used for cattle
production. Further, the Government has directed larger sums of money
into food pzo.!uction prigraras in the agricultural sector. Thus, as
governmental institutions demonstrate additional capacity to use fundsefficiently, the Pesidient has increased budgets through savings and
external borrowrimgs to 
increase and improve governmental services for


increased numbers 
)f people.
 

At the same 
time the President continues to support large public
infrastructure expenditures 
-- not inappropriate at the present stage
of development of the country, 
And as noted above, there is 
a new
emphasis 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 President's
intention now is to put much more public resources 
into programs which
favor the disadvantaged poor in the country such as 
programs to help
small farmers. 
He looks with favor on an expansion of health services
 
to the rural poor.
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The principal social and ecor0omic objectives of the Dominican 
Government as 
recorded by CEPCrESI' were as follows:
 

1. Maintain a high GP growth rate. 

2. Reduce unemploymrint. 

3. Promote social develupmel!nt in the country with 
special attention to 
areas of extreme poverty.
 

4. Reduce domestic inflationary pressures.
 

5. Increase internatiunal reserves. 

To achieve these goals the Government proposes to put greater
emphasis on the agricultural and 
t:)urism 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 iei of budgetary receipts. 

Some slowdown in allocaticn of public savings for investment is
likely over the next few years in view of the need 
to increase the cur­
rent expenditures of the Government 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 Corporation, the Price Stabilization
 
Institute and the Housing Bank have been able to attract and retain
 
competent staffs. Atteution is now being given as 
to how to improve

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 climbed from
 
RD$1.1 billion 
to about RD$2.4 billion, thus dropping net foreign

assistance as a component of GNP from 5% to 
about .7%. Foreign assis­
tance as a percent of public sector expenditures declined from nearly
 

I/ 
Comisi6n Econmica Permanente del Consejo Interamericano
 
Econ6mico y Social.
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--

16% to about 3.5%. 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 ex­pansion. 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 associated 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 Government 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 constructed. The difficulty with such amodel, 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 Goverment investment, and the balance of
private investment. 
 These three factors were varted.siaultaneously
 
as shown in Table 2 under the assumption that tbe Iplc yment generation
and improvement in the quality of life for the p6or brought about by
the investment Alternatives II and III would be required to reduce
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Table 1 

CAPTY'JA. wA.:: Cp 1Nr:2:.AIrAJ I!STITUTIONS TO "E. PUBLIC SECTOR" 

(]970 - October 1974) 

Amoun t. 

B_'r°..?t--_ P",,_ '-(mill fi' Yei r 

1- IDI' 

ZIqcd rc y ,i . t- :. I~hol.i i,.r g~ .x-1...'t of 

L[n inr si . ................. 
... ....... ............... 

'.'cn r r 
:;ra I .. 

it: 
', ciuc ts 

3.4 
4.1 

1970 
1971 

Vo!:. L,1ip c:ricitv oio, 
(C :) ..................... Darr l i.cctrificatj.o:j 7.4 1972 

:' ai 
................. 

cc a C ;o- :"'rr 
'Lc-invcsct2:2nt Studies 1.5 1972 

,J)A.................... Pi)A.!') 24.8 1972 
ll ) ....... ............ F -! r..' Ccc,.'rati'e 

Projc*c t 1.6 1"913' 
1,0:23. 'liC ,c G0"'.2 " zcI t 

(], .... )................. Yaquc dc! :Torte 

D::inicatn C .*.,ea ,i: -' n,, L 
Irri g'ti- r3jc 18.8 1973 

(CA"LSi)................... Sinto L':.:.co Potablc 
tcr ... 18.6 1973 

Do:,inic'n Elcctricity Corp. 
(CmE) ................... 

Bao D;-3 
Project 

Irrigation 
36.7 1974 

Sucretariat for 17ducation. Sccondary !,lucatiorn 4.0 1971 

F I Jf:....................... Cattle-.,,ricultumr. 

Ccn.l'rto ,,ncio-;,i
(National Cc:.:It 

S.A. 
Co.).., 

Developent Project 

Cement Factory 

5.0 

6.0 

1971 

1972 

(I!u)......... .. Yaque del Norte 

Irrigation Project 13.0 1973 

Dominican Go~n:c:rcnt 
Central Bank .......... Tourist Development 21.0 1974 

* Authorized .loan. 
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,,nb1,± -2 

ASSUMPTIONS FOR POPULATION GROWT) WDEL 

Population 
 -v rn-n t
Asumption Private
Gro'th & (I) Investment Invesntent 
GNP Labor Intensivenes
Crowth Pate
Fertili Inve or Investme (rbani.arion
o tmnt (2)n
 

Constant, h4h 
 75- urban 
 $57 urban 
 7 Percent per year
Age s-,z i fic Constant High
 
iPrtility
 

II 
 5 Perc.ant dec 
 uth.n (1,-
 5, urba 
 7 fCrccnt per yvarin ro,!;r"vroductior 641 ru.I Morc labor intansjv. Lc-,; Iuc to-l iz1 r-a oto 
mOr. by 199C~ . { rP9 7 : r ..eu:-inor ' j.t 5 P ' ,e t p: y a -c o o m azrural
1
 

0' I II 10 er ter.st- [ 7d crv~a ur h/ . ( 9 .:i) , QO ur ha;z (I T i,) j 7 rc ~ r yea r ..orc ah 't i te .atv c l , a du e o 
196 V;a i*da Lddio ta Lrja u~ l :~ 0t,,

j(- V . l ! 'g )

.199u.20,dce.Cr 


5 'cr.ent per 'cear greatteil, rural
" 

)atah er a f r .e mpl oymert . 

Nl
ortality asurld t, reuc . .c t-"-! t. rae for al gh: L e lt~rnaiva 

(2) 14tor effcct i log a v.:., fur t re y v~ars. 



populat ii1 g::owuh rates; furthermore, reduced population pressures 
resultiijg irf,o thlu sialler growth late would- . be2/ a necessary preconditionti loasmdta 
to long -term 'hi.f : in inve;tment priorities. It is also assumed that 
a redi1et i !)Ti -1nvestm±rtta rural areas and to labor intensive activi­
tieas will rodo'. th-' GNP growth rate during the first fifteen years due 
to the l,:.e'.r p , ity of thc-se investments. Redirection of invest­
ment in ur ;afn:truas sIt'I as l.w :ost housing was required to maintain
 
reasonalh e.urba, cmpl.oyment and to euphasize secondary cities. Not
 
surpris ing4y, r nncrsed CO riCn on the distributional aspects of eco­
nomic and soaiai,,,'fulfare normally accompanies a decrease in aggregate 
economic girowth. Yich policies indicate a less rapid rate of income 
growth for the upper (,,lasses in the Dominican Republic. Table 3 presents 
the actual ir-L't-,-u schedules used in the model. Increased investment 
in rural ares, , Increasing rural employment and- the attractiveness of 
rural life rcuA. *%. Lo u.:ban life, is assumed to decrease the rate of
 
urban groth. 

The efcctu of these assumptions, as projected by the model, are 
shown in 'able The beneficial effects of the total program appear 
to he Nrely .;reat. A population program would be expected to have only 
the most minus-ule effect on population of age 15 to 64 by 1990. There­
fore, th, potent-ial work force would rumain essentially constant under
 
the three alternatives. Employment is estimated at 1,365,000 under
 
alternative III. Even increasing the percentage of the population
 
actively intere:sted in employment ("employable population") unemployment
 
would deiirease from 936,000 under assumption I to 739,000 under assump­

-
tion 'II. Sincc this most optimistic -jrojectionimplies an unemployment 
rate of 30 percent, the gravity of the problem is apparent. In the 
case of ;ssnmption I, 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 
areas in ai ffteeu year period foreseen with Alternative III, is indi­
cative of ,],dir ficalt cha:acter of the problem. The present urban 
infrastructar. (housing, school, public works, etc.) is inadequate for 
today's population. Vet thi.3 infrastructure would have to double in 
only 15 years just to accemcodate the added growth. Alternative I, 
implies a 16 perci-nt urban growth in the same period. That is, an 
additional P90,000 persons would live in the urban areas by 1990, beyond 
those foreseen in Alternative II. The consequences of this growth 
appear even more ominous. 

2/ Population calculations are from R.,'mlirex N., "Proyecciones de la
 
Poblaci6n de Repu'blica Dominicana por 'exo y Edad, 1970-1990 (version
 
preliminar)."
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TABLE 3 

GNP and Investment Schedules by Public and Private Sector, by Area, 1975-9
 
under ASUmtnrS T 11 and III 

(miilions of 1970 pesos)
 

Assumption I
 

GNP 


Total Investment 

Urban 

Rural 


Urban Public 

Rural Public 


Urban Private 


Rural Private 


kssumption II
 

GN 


Total Investment 

Urban 

Rural 


Urban Public 

Rural Public 


Urban Private 

Rural Private 


Assu T II
 

GNP 


Total Investment 

.Urban 

Rural 


Urban Public 

Rural Public 


Urban Private 

Rural Private 


1975 


2,033 


407 

318 

89 


.6 

'9 


202 


50 


2,033 


407 

311 

96 


109 

46 


. 202 
50 

Z,033 


407 

298 

109 


09 

46 


59 

53 


1980 


2,851 


570 

445 

125 


163 

54 


282 


71 


2,851 


570 

423 

147 


141 

76 


282 

71 


2,851 


570 

380 

182 


141 

76 


247 

106 


1985 1990 

4,000 5,609 

800 1,122 
625 877 
175 245 

228 320 
76 106 

397 557 

99 139 

3,639 4,644 

728 929 
577 786 
196 263 

180 229 
97 124 

397 557 
99 139 

3,639 4,644 

728 929 
496 632 
232 297 

180 229 
97 124 

316 403 
135 173 

Source: Compiled by DR/USAID Mission. Y'opulations projections based on
 
Nelson Ramilrez "Proyecciones de la Poblzci6n de la Repdblica Dominicana
 
por Sexo y Edad 1970119 .
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PcpuI t 1on, Labcr Force E:.:pled b.: "S,: and :Kc.ion, 1.975-90 
Accordin7 to 1 LTlIt am, !I! 

Pro jecticn ":ur:n. ITdr1975 1 960 U11If' A V:'.. T!198 19no 5v) 
'r 

17985 1990 ,Di ection Unrcir As .urm. 11i1 975 n,rOPuLATION (000) .. .. ... ..-- 19___ ___5 

Urban 
 2,226 2,96 
 5,26'
Rural 

3,., 2,220 2,853 3,7'0 4,8072,691 2,:9S2 2c," 3,2 4 
2,216 -. 814 3,573 L,4702, ,44 2,934.
Total E,917 5,843 ,,43 

3, IC 3,3"0 2,679 2,928 3, t69 3,37.87,,3CV 4,93" 5,787 6,,70 8,147 4, 9 5,742 %,3Z7 

EC0MIC POPUlATION
 
,Urban Aged 15-64
Male 
 573 756 971 
 1,226 573 737
Fe-male 679 9"4 1:2,0 573 733
8qi 1.12 1,402 926 1,175679 f32 2,05 1,359 1 1, 7 1,-21
Urban Employable
Male 
 483 637 
 819 1,033 482 605 764
Female 976 483
206 601 741
267 246 937
313 206 260 
 338 448 
 2C6 25' 542 452
Urban Employed
Male 
 283 373 479 
 605 295 369 
 466 595
Female 295
123 160 i49 379 474 609188 148 V;7 
 243 323 
 148 185
Rural Aged 15-64 

257 351
 

Male 
 692 740 776 
 848 
 692 758 804 
 848
Female - 636 692 763 821 886
691 743 817 636 734 797 851 
 636 755 815 9Rural Employable 1
Male 
 626 670 
 703 767 
 626 675 707
Female. 738 626 679
153 163 171 187 715 771
155 191 215 
 238 155 196 
 228 264
Rural Employed
Male 
 375 402 422 
 460 388 432
Female 467 494 3b892 98 441 479 532
193 112 112 .. 139 159 179 
 117 145 
 171 203
 
Total Aged 15-64 2,580 3,068 3,605 
 4,294 2,580 3,063 
 3,600 4,278
Total Employable 1,470 1,737 2,580 3,068 3,600 4,262
1,941 2,301 
 1,470 1,730 2,024 2,400
Total Employed 873 1,033 1,470 1,730 2,026 2, 2
1,152 1,165 
 943 1,127 1,336 1,591
Total Unemployed 593 943 1,150 1,381
704 789 1,591
936 527 603 
 689 809 
 527 579 
 645 739
 

Source:. 
Compiled by DF4USAID Mission. 
Populations projections based on Nelson Ramirez "Proyecciones de la Poblaci6n de la RepdblicaDNimnicana por Sexo y Edad 1970-199011 



Alternative ITI actually sacrifices average per capita GNP in
1990 as compared with Alternativ,? I. (Alternative ITT has greater
average per capita 
GNP than Alternative II at that tine.) Howevet, thesacrifice of the average i6 achieved at an improvement of the distri­bution of income, both in terms of rural and urban inc~i'cs, and oEincome distribution within urban rtreas. The ratios of cotal personsto employed persons under the three alternatives are: 

1.980 1985 
 1990 
Alternative I 5.66 
 6.10 
 6.23
 

Alternative 1I 
 5.13 
 5.14 
 5.12
 

Alternative 1II 
 4.99 
 4.88 
 4.62
 

Thus, with employment spread much more equitably in the society,and a greater percentage oR families expected to have employed members,the income distribution would also be expected to improve with Ajtexfia­
tive II 
 (and to worsen with Alternative I).
 

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 a problem to bi solved by the simpledistribution of family planning services. As part of a holistic nationalprogram, the population program can yield sign-ificant benefits in termsof 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 Alternative I cecur,
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 Alter­native III have barely began 
to be noted, but they would become
 
increasingly evident in the following decade.
 

C. LOSSES DUE TO ILL HEALTH
 

Death and diseases, among other affects, 
remove people from
economically and socially productive activities. 
 The developmental
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consequences of this fact are serious but difficult to measure. 
Accounting for the present and future economic and social loss from 
the premature deaLh of productive members of the population, obviously 
is theor-tically !.,sirable Ior cost-benefit analysis but impractical 
to cuantify. A-,Ejgniri:, a co 'c to the death of au employable adult is 
difficult i. a nce ietY 4it4f0 percent underiune:ployment. The follow­

1ing tentative trn,'idg %are the result of a relatively simple analysis. 
The Tgagnittf ofh' effects are observable, even if detailed cost 
analysis - io, . ,Ic.0 

Mortality ':i adult,, is a seriom.n, economic Loss. The investment 
in raising and 22ticating children is so long and expensive that, in 
poor societies with hligh discount rates, negative present values are 
often observed I:.r education and health investments in children. On 
the other hand, or active adults where these past investments represent 
sunken costs, :i..rtality has greater economic consequences.
 

Table 5 presents data related to the mortality in adults ir the 
Dominican Ppub].ic. As pointed out earlier, it is surprisingly high. 
Barbados, another Caribbean country with a similar economic development 
level, and simile;" population, has a far lower mortality. Attributig 
the difference between Barbados and Dominican mortality rates as "excess 
deaths", it is pos:-;ible to calculate that over 5,700 of the approximately 
60,000 deaths "..hith occur annually are excess deaths. Assuming that the 
average expel ted ecrnomically productive life is to age 62.5 years frr 
all adults, the number cf Fotentially productive person years lost per 
year is 165,371). Clearly, peso values associated with this mortality 
(even at the rIlatively low yearly income figures for Dominican poor) 
would be -many n.i.l ion of pesos. 

Table 6 _-;!,,,ws 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 incidcnce than males. The tendency toward less perceived ill­
ness in urbiri ptopulation than in rural, and in urban middle classes 
compared to urbii lower classes, compares both with the results of 
survey re:iea,:clt in ether countries and with our expectation. These 
data must be interpreted with care, however, since the preliminary tab­
ulations are for a subsample, and since there is some indication that
 
perception of illness varies significantly between social classes.
 
Therefore, .;dditional 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 

s'Ih710. OFxcss MOKTALITY IN ADULTS IN TWE DO'PkICAN XEU1LI(. 

(1) (2) '_ _.. . .
 

Are Croup p 975 -, _- __ ? . . . . __ _ _ .' . Y ear . - ii. v 

1'-19 572,I36 .1,7 2.,172 C. 

20-24 45 , 139 3.; .12 
 . 47.1,3d 1 1'6.3 

25-29 35%,534 '.5 25 3f
30.
 

30--34 23:,474 4.7 1.6 1.1 
 30 2,:L a62.7 

35-39 
 205,U23 
 1.6 
 3.1
4.9 
Z5 156eag 635.F
 

40-4; 196,5,0 5.2 2.7 2.3 
 25 9,82; 491.4 

45-49 1651231 7.8 4.6 3.2 
 15 8,022 534.8
 
50-54 L21'260 10.6 5.9 4.7 
 10 5,699 sc,9.9 
55-59 . d,6f05 !5.7 i3.3 .. 3_46.
 

TOTAL 2,417,862 59.2 35.0 24.2 22 165,370 570 

(4) - (2) - (3); 

(1) SOtRCE: Ramirez, Neison, "Proyecci:-'es de la P'oblaci& de Ia .jphi'a D-rinica.-a ptr Se. y Edad, 1970-1990.(2) SORC: ao" Survey . 1) 1ingc.es hat eced "prod-ct ive" lie if 63.5 years.(3) SOt-RCE:- U.Npopulation ycarboo-k. - *j - (7) C.) X (6) 



Table -6
 

N ODi2KCi1[;EJCLIVEDCF ILLNESS 
IN THE DO1 ii!,JCAN RElUBLIC, 1974 / 

Pophlation, By Ar'a
 
•anc' Income Class 
 Males Females Total
 

RURAL
 
Sampled Population 356 
 388 744
 
Reporting lllnes 
 42 50 92
 

11.8 12-9 .2.4 

URBAN POOR 
Sampled Population 
 667 728 .395
 
Reporting Illness 91 165 
.
 12.5 1.8 

URBAN IIDDLE INCOME
 
Sampled Population 290 366 656
 
,Reporting Illness 
 28 48 76
 
% 9.7 13.1 1.6
 

TOTAL 
Sampled Population 1313 
 1482 795
 
Reporting Illness 144 
 189 333
 
% 1.0 12.8 -1.9
 

SOURCE: ]'reliminar,; Tbulatjons, Encuesta Diagnos, 1974. 

1_/ Refers to the perzons reporting illness during the preceeding
"fifteen days." The term "quince dUas," translated literally as 
fifteen days, is used in Spanish to signify a two-week period. 
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TabIe -7 

INCIDENCE o77i.s, ANI) 3FSU-TLItOR !10$i TL;.l MtT (N:,K 7:FP i'ERIOID';.t-WEFK 

!:;,4 I! 

Population By _ Pi>eta/_5_a .. Incidence ladiciitor';/$ 

Area, Sex, 
. 1ncome 

Age 
______ 

Salnplcd 
Population 

Nu rLe r 
R.Portin, 

--U .,ie. s 
j. Day:; Lost-llnnst 
IThJ: ' nt-1 TO 

1 " 
1*,O.0iPier --

Repnrting CLrCVTt a) 
/ 9ays !c± t2P/duct-on 

-- i~ Oa iro'fLPirson 

Pecenl.Jgu 

Prod', Oil__D.a[,.! Lft . 

RURAL 

Vale 5-14 83 8 21 7 9.4 "'.. 3233.3 
15-54 173 57 49 §.94 3:.9 66. 

Vema le 5- 14 109 9 38 24 6.26 31.9 "3.2 
15-54 184 "-3 75 34 12.50 4(.8 45.1 

URIAN POOR 

.Iale 5-4 
15-54 

190 
41 

09 
30 125 

59 
90 

10.53 
b.80 

5;.l 
3f.7 

59,6 

Fema e 5-14 I'. 12 9 3/ 6.0Of 1.6 89.5 
15-54 333 47 2 1.2.27 61,. 34,4 

URDAN NIDDLE I 

.a le 5-14 
15-54 

6 9 
169 

8 
12 

13 
4i 

11.5) 
31 7. 0 

11.8 
21.3 

84.6 
73.6 

Female 5-14 73 4 17 1 5 .48 22.3 
L5-54 226 32 Li4 60 14.16 51.9 48.4 

Ma1 5-14 
15-54 

342 
,683 

36 
54 2-21 

77 0 .3 10,53 
l'.12 

31.9 
2!.3 

57.8 
7Il.. 

Fema I e 5- 14 
15-54 

3 0 
793 

2 5 
0 

7 4 
.61 

5--, 
184 

. 
12.86 51.1 

.4 

39.9 

SJbRCLi Prelitninnry 'abilations, Lnciztsta ljj.,,uo:. 1974. 

n, nlutuu to tiuwsu reporting il'itless and, as a consequence, often leading to atLince from ,.ork or tichiuo) 

./. lcfers to the number of persons reporting. illness an a pnedcentage of total ra~her of rei4pondent, 
multiplied by 100. 

3/ Refers to the number of days lost from wor. or school its a percentnge of tot. reapondents.
 

I/ l:e'ers to tbe ,uimber of days 
lost, . " .i as a percentage of totil days lost. 
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54.8 percent (489 out Qf 891) were from persons who were either studentsor employed. 
 These figurec; reduce. to approximately 10.6 days lost per
year per per: n in these critical age groups. There are estimated tobe 3,705,2801' persons in the Domiiican Republic in thes, age groups,
which implies that the total mtan y' s lost because of illness is ap­proximately 106,000 pt!-- yei.r. '1171h duelosses to excess mortalitygreater arebut any program that reduces productive days lost due to ill­ness would be expected 
 to sheo, great benefits. Since half of these lostman years 
are in fact in student and worker population, the effect ofimprovements should be fairly immediate 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 produc­tivity for manual laborers. 
 Th, massive energy requirements for agri­cultural labor in 
the Dominican Republic indicate the importance of
high protein calorie nutrition levels. 
 Other evidence also demonstrates
the reduction in worker offic.Kn.:y 
from febrile and other illness.
Lacking quantitative data, A.e-3te problems are merely noted in passing.
 

D. EXPENDITURES iN MEDICAl. CARL 

Medical care 
in economic terms is partially a consumer good and
partially an investment. Expendi;tures which reduce losses due to 
ill
health are 
to that extent investmCnts. 
 On the other hand, people de­mand medical care to ameliorate sickness and anxiety, and such services
are 
primarily consumer services. Interestingly, it is generally the
case that private medical expenditures and good health increase in
parallel, not because medical services necessarily bring such good
health, 'ut probably because increased social and econcmic well-being
that prodoces good health also allows people to "consume" more medicalservices. 
 'In fact, most illneq are self-limiting and the patient
gets better with or without 
medictl attention.) Consequently, an
improvement in health does not 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 prr year as 
109.8 million 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
 

3/ Ramirez, Op. Cit. 
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Table .­8 

•EXPEND-iTURS O.'. ED]C,'\L CARE 

(Millions of Pesos) 

Direct Payments by Individual.; 0Proj,!cted 
Pha r:aceuticaLs 
Physician Service 

O~ b~e r13 

197.5) 

28.3, 
9.7. 

.5 

51.5 

Cenera] Budget of the Government (1973) 
SESPAS 
Other 

Decentralized Government Agencies (1972) 
IDSS 
Othe. 

21..4 
16.9 

18.8 
I.11 

38. 3 

20.0 

TOTAL $109.8 

SOURCES: "Presupuesto Ejecutad o 
Roberts, P., "Total Private 

Health Care Scrviccs." 
EXPENDITURES on 
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expenses in other sectors attributable to health (e.g., aqueduct an6
 
sewerage expenditures). 
 While 4.7 percent of total GNP devoted to
 
medical expenditures 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
 
purqhase of medical services and drugs, can be appreciated from Table
 
9.A1 Over 42 percent of these expenditures were for medicines. Par­
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 little
 
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
 
admission 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$5. Interestingly, the RD$60/

month is approximately the expenditure level maintained by the Social
 
Security Institute per beneficiary, indicating that th e 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 "Diagn6stico" 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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Family Health Care Expenditures According 
TABLE 9 

to Coods and Services 
1969 

Purchased, by Urban Income Groups 

Distribution of Persons 
TOTAL EXPE4ITUES 

Total Medical 

Expenditurcs on Medical.at; 7 of Total Expendi-

T 0 T A L 

($'000) 7.
100.0 

376._L1.6 

14934 7_ 00.0 

Less Than 

_($000)_2 

30,045.7 

,507.0 

$100 

. 
19.7 

" 

00.0 

$100.1 to 
($0 

139 778.9 

813.0 

$300 

7 
50.0 

. 

101.0 

$300.1 to $00o 
1000)($0) 

19.3 
100,851.2 

4.L4.7 

0 

So~ 

1.s 

3700 

11.0 

-

L 

tures on Medical 

00 

Physician Cor.sults 

Hospitalization 
Private 
Public 

Diagnostic Srjiccs
LaboratoryL-rays 

Medicines 
Prescriptions & Related 
Iniections 

Pill5 & Tablets 
Vitamins 
Liquid Tonics 
Electrolytic Solutions 
Antibiotics 

Dental Services 

Optometrist Services 

_2601.7 

2,178.5 
1,527.7 
650.8 

1,585.5
i,2 4.15 

321.1 

6,282.3 
3,62.7 

777.2 

530.3 
448.0 
372.1 
287.1 
240.9 

544.3 

377.2 

17.4 

1t.6 
10.2 
4.4 

10.6
.5 

2.2 

42.1 
24.3 
5.2 

3.6 
3.0 
2.5 
1.9 
1.6 

3.6 

2.5 

233.7 

135.4 
83.6 
51.8 

43.2 

901.8 
249.9 
101.5 

81.2 
119.1 
35.8 

284.8 
29.5 

10.1 

10.010.1 

18.8 

9.0 
5.5 
3.. 

2.9 

" 

59.0 
16.6 
6.7 

L5.4 
7.9 
2.4 
18.9 
2.0 

0.7 

-

896.7 

1,253.F 
293.7 
560.1 

473.7473.7-. 
43.4 
40.3 

2,511.8 
1,539.7 
311.2 

195.6 
192.3 
173.4 

2.3 
100.3 

164.2 

40.3 

28.9 

15.4 

2.6 
5.1 
9.6 

8.18. 
7., 
0.7 

43.2 
2f.5 
5.4 

3.4 
3.3 
3.0 
0.0 
1.7 

2.8 

0.7 

30.4 

H56.1I 1 .8 

765.9 
757t.4 IC.7 

11.5 0.3 

7028 "702. 5-
530.0 -1.7 
172.8 2.8 

_1._,606.3 35.3 
1,039.3 z-.9 
231.0 5.1 
120.0 2.E 
58.0 1.5 
84.4 1.9 

_ 
53.6 1.4 

".5.2 2.5 

244.8 5.4 

564.0 

., 
396.3 
27.4 

35..365.s 
257.8 
108.0 

1:229.1 

100. 

133.5 
71.7 
78.5 

_ 
47.5 

254.E 

92.1 

2.6 

13. 
12.9 
0.9 

11.9 
8.4 
3.5 

40.0 

2.3 

4.3 
2.3 
2.6 

1.5 

8.3 

Other 

Source: U =o Central. 
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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 Chapter 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 visited.
 

While available physician mawpower is low, medical schools areproducing physicians at 
a very high 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 graduates­per-year. Not surprisingly, emigration of new medical school graduatesis high, and it will probably increa.,, .n the future. 
 Assuming that 50
Vercent 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,6/ this represents an export of RD$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 de­mands of the health consumer to lower priority. Under these circum-Z
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 1755physicians surveyed by the Dominican 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 post­gradu re trained physicians is indicative of an inequitable allocation
 
of resources.
 

6/ The source of these figures is the medical school of Universidad
Aut6noma de Santo Domingo (UASDr 
 by far the largest in the Dominican
 
Republic. 
All figures are approximate.
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'able -10 

DISTRIBLTION OF PATUNTS PHYSICIANS STATED TH!EY PAD SEEN 
ON THEIR LAST FULL DAY OF PRACTICE, BY REGION 

Region .. Average 

,NLMBER_ 

StandardDeviation 1-5 

OF__PATIE-rS_ATENDED ON 

6-10 11-15 16-2101 21-25 

PREVIOUS 
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DAY OF 
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II 
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53 
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9 
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51 
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5 

2 

2 

1 

23 
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3 

1 

1 
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9 

3 

-

-

-

-

3 

220 

63 

37 

14 

21 

355 

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

(a) .A sub-,ample of every third questiounaxre was selected for Region 1, but all respondants 
were included in the other regions. 
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Table 11 Equipment Functions 

in Health Facilities in the Dominican Republic 

Sub Sector Facilities XRay Clinical Pharmacies Ambulance 
Lab Service 

SESPAS 202 61 73 75 9 

IDSS 90 18 22 54 16 

.:PRIVATE 771 129 .167 40 5 

OTHER 41 10 10 15 5 

Source: Study of Facilities for Health Care 



The foregoing data strongly suggests that medical services are
 
lesb than efflcient, 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 benefitE to the population.
 

E. OTHER CONSIDERATIONS
 

E.I. 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. 
The 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 fairly constant rate.
 

Governmental services are divided between the Secretariat of Health
 
which spends approximately $21.4 million and among other governmental

agencies that spend approximately $',6.9 million. 
These latter expendi­
tures provide services to relatively small segments of the population.

The financial burden of IDSS services probably may be regarded as 
if it
 
were a tax on manufactured goods. Thus IDSS services are probably re­
gressive, 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 serv:Lng their potential
 
role of redistribution of real income 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
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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 recent ONAPLAN/ILO em­
ployment study suggested merely expanding the current systems as 
in­
creased demands for services are generated. To the extent 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 equipment.

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 hygienic conditions in the trurism areas, particular those away

from major cities, will be necesspry.
 

F. SUNNARY 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 socio-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 than 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
 
services, 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 is 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 playiLtg 
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
 

I- Lmghte compared to a 
mig*hty and gltrTor,eot1 ocexan liner with 
poVarful angir'es and luXurus appoint­
ments, but .vih 1o coMpass and an cbsurdly
small rudde-. It moves but i.sfast course 
has not been charted, its p ,ts of call are
 
uncertain and its destination tnknown."
 

-Rena Dbos-

A. 
 GENERAL DISCUSSION
 

This section of the assessment does not deal specifically with
materials from the Dominican Republic, for there have been few studicr
-n 
this country on the distribution and determinants of health and di­sease. What follows is arx attempt to Placl Dominican-health problemsin a global context and to explin the rat: onale for a multi-sectoralaDproach to furthe.,ing health in this society.
 

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 Zioctors, clinics, and hosDitals. 
 indeed, the number
of inhabitanrs p -iphysician and the n -ther of hosital beds perthousand inhabitants are commonly employed measures of the state of
health of a given society. Obviously: 7he services of a competent
,l'geon
and the facilities of a modern hospit-al are crucial ,or the
welf-re of a piatient suffeving from acute appendicitis, but man'shealth and his 
.urvival are determined to a much greater degr.ee by hi:
,hility to adapt ro his environment than by the availability of me­
dical services. 

A.I. Nutr it.[on 

The most important single environmental factor related to thehealth of an in'ilvidual or a society is the availability of sufficient
 

I/ Rer. Dubos, Man Adptin, Yale University Press (New Haven: 
1965), p. 1439. 
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a~ ~ Nu**~n in~rc ipecil (july 17)c ic:'W 
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into *he neonatal pferiod (0 to 27 days) and the post-neonatal period

(28 days tu 11 inonth,;). Whila such elements -s the quality of obstetric 
core, con2 ,,ntzal ifor.±tios, and iranaturity have a profound inf.lue1ce 
on death r,.tes in zhe neonatal period, environmaental factors predomJ2nate
dun ,n" -e-j.ol, Tie Intk'-Arn.rnic.an Study of MortaL 
in Chit-hec t:re.viously shown tndt in, cited has those areas in which,
piped water i ...i de the house is avail.able to at least 80 percent of the
famili-s, tie Dst-neonatal death rate varied from 4.8 Der 1,000 to
29.2 per 1,000.5/ In those areas with les., than 30 percent of the

faiilies served with piped water, the post-neonatal death rate varied
 
from 422.9 ;,-r 1,000 to 83.9 per 1,000.
 

In the Do:in car, Republic, about 60 percent of the population

of the iirbjjn are.1's has a household connection for water, but in the
 
rural a.-.u, only 10 percent of the famiiies have such facilities.

This s!ituazion i.- reflected in the fect -:hat gastro-enteritis is the.
 
second m.est frecuently reported of the notifiable diseases in this
 
country.
 

A.3. rdl -or
,ca 


One factc 2, That seems --- L1-aCU& LHIC4 aeap-rL% CI±±.L.LYo 
to his ,.nvironarnt is education. The level of educational attainment

of moth,.s ny be- o:: of the important deterainants of.-infant mortality.
Sloan uxamin-d he r'r:lationship between e number of variables and in­
rant aid1 i : ,r ali,- in Costa Rica, Mexico, B-ngl~desh (East
Pakistr. z -, _rt , , ). and Pue- Rico.6/ While the role of medical
 
care w:; 
 .~.~~e tablished, female literacy and availability of

ftzod w,.: e .- '. and sirnificantly correlated with reductions in.
 

-'t: 
 C-..c:,n uder the age of five years. 

1,,. ,:::.;: u'-c*- of _iucdtion in relacion to infant and pre-school
child i.;c r; o sihown by t..; findings of the Inter-American 
Inv.t> . -: o:..ta~liv in Childhood.7/ For infants born to Latin 

, O .Cit. 

6/ ' .,ank Jl&-in, "Lurvrval of Progeny in Developing Countries:
An an&:.y:;i- of Evidcnce from Costa Rica, Mexico, East Pakistan, and
Puerto iEico." The .tdnd Cor;Ioration (Santa Monica: July 1973), AID 
Contract R-733. 

7/ Puffer, On. Cit.
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Americcan mothers w.ith sone secondary or university education, mortalitydec2 ip d i-,i I..4 1xnir :h- neonatal pericd to 8,4 in the postneonatalo n~c 6. ~Oa e to four year group. For women with no 
in 

incre- .- t,1from 19.2 in the neonatal rariod to 28.8. po tu.. perioi dhancto 36. 7 in tae c,,j t four year age group 
1 L % "eflecto to,,'or an unknown extent the in.

f . .. s ~ cl.- however,, there Is some evidence from t'c
 
United 2 
 at--s (,w %'orkCity), whch sueests that maternal educatiorexerts favorab.e effect ca infant mortality that is independent ofsocial eiass.8/ A study of 142,017 !iv: births and 3,115 suboequentinfant deaths shc;;e that sociodemograph c risk, which included alv (I'.--educa-zc:.a= attainrr.ent of eight years or lss on the partt.h.. woz7n 2n -h _izudy, adve.rsely affected mortalitv rates of those
:infants denivere 
 or, private services as well as those delivered on

gen:2-ral services. 

Parenthezicc1ly, it might be added that in Latin America, in­c udiiw the Dominican Republic, educational attainment is negativel 3anc r. gnificanzl!:, crrelated with fertillty.9/, .10/ If the GODRwishen to con-frorn seriously the problems of-ach -v_ng reductions irinfant mortality -nc fertility, it shtould continue to invest heavily

in public education.
 

A.4. Familv Size 

Thcre is s!.e evidenc to suggest that family size may be im­plicated in the cause of disease, particularly malnutrition. In ahouse to house survey of Candelarma, Colombia, Wray and Aguirre found
that children 
 f-o,..m larger fami'lies are more likely to be malnourished 

8/ flelen C. Chase. "A Study of Rlsks, Medical Care, and Infantio± ta.l.y." Amc:ic--n Jounla). of Public Health, 63, (September .1973 

9 / Car-,n r6 and Walter Mertens, "Influences Affectingtility :in Urban Fer­an5 Rural Latin America." Milbank Eemorial Fund
Quarterly, 42, (2967), pp. 98-120. 

1o/ Nelson Ra.:;rez, "Situaci6n y Tendencias Demogr5ficas
Actuales en RE1%,la rica Dominicana,,l (minmao), September 1973. 
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than those from smaller families.11/ in families with four or fewer

childru:n, 33 percent of the children were malnourished. In families 
Nith.five or more children, 44 percent were malnourished. 

Thni- finding .>; hardly surprising. The study showed thatsame 

as Labo:_:; ,n in Candelaria get older, their income 
 rises only a

littlc -i size steadily increases. They attempt to com­fa-mly 

pe(n;ate fcr this disparity by spending a larger propor-cion of their
incmre i - ood, but per capita expenditures for food actually fall,and the ciildren 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, in­cluding El Salvador and Honduras, have such elevated global fertility

rates.
 

A.5. Health and MelIcal 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 Guat.nalan Indian villages is a case in point.12/ 
 In the

feeding 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 hree villages. However, the most striking decline occurred

in the foeding village. Nortality in the treatment village and the 
control v:.llage declined to a lesser degree.
 

A more recent experiment was conducted in the Navaho Indian

comiiuniiy of 14any Farms, Arizon, where modern medical care was made 

J/i Joe D. W':ray and Alfredo Aguirre, "Protein-Calorie Mal-
Iiutm tion in Candelaria, Colombia: I. 'Prevalence, Social and 
Demographic Factors," Journal of Tropical Pediatrics, 15, (1969), 
pp. 76-98. 

-12/ N. S. Scrimshaw, M. A. Guzm~n, M. Flores, and J. E. Gordon,
I'lutrittn and Infection inField Study Guatemalan Villages, 1959-1964: 
V. Di.;eas-,e Incidence among Preschool Children Under Natural Village
Conditions, with Improved Diet, and with Medical and Public Health
Services," Archives of Environmental Health, 160 (1968) pp. 223-254. 
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available to some 2,000 nhabitants for the first tme in hi.story.13/ 
lvc years later, there was no cleaL'-cut downward trend in infant
 

.urta.Lity or the crude death rate. Trhe authors felt thr ,he rrogram
 
of m dical care failed to lave a greater Impact becauzse ..t ignored
 
signifi cant environmental factors.
 

There is some evidence thu. cte, ain, i of ifte-vt 1T- not 
.onll,' influence mortality favorably bu do .,o where it exoro its
 

grea :est influance during zhe first. five years of life. P, nan
 
women wno received care though a preaid, compre-er"sve, ;.ealth in­
suranc- plan in New York City had a lower incide.nce of pre;,iai:ure de­
.ivw.ry than all women in the same area, and their infurts :-ad lower
 

per.nata2. mortality rates than all infants delivered in the city.A'4/
 
The fact chat infants horn to women i ncluded in the fhealth in,3urarce
 
plan fared better than those delivered by private physician .uggests
 
th-, the differences could not be accounted for by variation in social
 
C as3.
 

The findings reiaT.,i to a nvuse-midwife program introduced in a 
*ooor county in California to alleviate the shortage of medical man­
power are equally impressive.15/ The nurse-midwives offered ante­
part=. care, perfo ,med deliveries, and provided care to mother and 
child foliowing delivery. During the three years the program was
 
operative, the percentage of pregnant women receiving prenatal care
 
increased, and there were marked reductions in the incidence of pre­
maturity and in neonatal mortality. When the program was discontinued
 
for lack of funds, the incidence of prematurity and the neonatal death
 
rate returned to the pre-program level.
 

Nutrition rehabilitation centers appear to offer special promise. 
in Haiti, four percent of the chlldzren treated in nutrition rehabilitation 

13/, Walsh McDermott, Kurt 14.Deuschle, and Clifford RI . Barnett, 
"Iiealt7,Care Experiment at M.any Farms: A Technological Misfit f 
i~tha. Care an Disease Patterns Existed in this Navaho Comm-ur.ity." 
Sence , 175 (1972) pp. 23-31. 

14/ S. Shapiro, L. Weiner, an_ P. N. Dern6en, "Coiapar--6n of 
Pmrr.turity and Purinatal Mortality in a Ceaerxi1 Population and in 
the Population of a Prepaid Group Practice :dical Care Plan," Am­
ericari Juurral of Pulic Hei lth, 48 (1955) pp. 170-17. 

5/ B. S. Lev;, F. S. Wilkinsoii, and W. ii. %arine. "Reducing 
Neonatal Alortality wiLh Nrsa-Midwive,;," American Journal of Obstetrics 

.and(ncol,.v, 109 (1971) pp. 50-58. 
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centers: d5"d within two years follow-n-, discharge from the center;while 14 pcrcent. of the children in a matched group of controls diedwithin the same period., / One percent of the Guatemalan children
in the nutr'tion rehabilitatioi .zro -jfdil O ro survive the two yearperiod following dischargq froT , centers while nine Percent of thechildren in the control group dic.. While -these results are notstatist.ca ly significant due to zhe small nu!,.ers involved, they are 
impressive and encouraging. 

More recently, a study of the nutritional status of the siblingsof children who had been treated in Haitian nutrition rehabilitationcenters showed that the standard ,,eight for age of untreated, youngersiblin&s at the tim, of admission, discharge,. and follow-up.17/ Thissuggests that the effects of cducating the ,-others of malnourishedchildren are transmitted to yo.urer siblings who have not been mal­
nourishcd - an important finding.
 

B. INTERREIATIONSHIPS 

In the foregoing paragraphs, various elements related to healthhave been discussed as if they acted independently of each other. Inthe Dominican Republic as in other developing countries the factorsthat determine illness and death as well as rapid population growth
are multiple and interrelated.
 

Nutritional deficiencies in the onican Republic are wide­spread, and particularly in children 
the lack of protein and calories
in the diet leads to precarious nutritional states. 
 The interadtion
of infec _5on, notably diarrhea, a:..n1_t2'....on in childhood all tofrequently ends in d-;th. ThI s x1-w ong] the youngleads to i.'.zained high fertility i-nd rai dpopulation growth. Theresultant ,.xowth slows the process of econom.c develonment,ing ignorance perpetuat­and p ('erty which are causdlly related to malnutrition.These relat.onships Pae sh;own graphically in Figure 4. 

16/ H. Beaudry-Darisme, and 
.. 1). Latham. '"NutritionRebabilitation Centers - An Evaluation of their Performance," Unpublishedreport to the FAO/WHO/UNICEF Protein Advisory Group, (December 1971). 

17/ Ryland E. Webb, William Fougere, and Yvette Papillon, "An
Evaluation of the Educational Benefit's of Nutritional Rehabilitation
Centers as Nit
<..uhd by the Nutritional Status of Siblings," Journal of
TropicalP~ii., "-
cs (forthcoming). 
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AtternptL. to interrupt this vicious circle at one point al'e muchless likely :o ucceed than coordinated action which confronts a num.berof the causal factors previously idi.tif'ed. ence, the activitieswhich j,, 1.ikt! to fov.,n a part of the Government "n programn would in­clude: niiiovt:irutrition, the .rovsio of safe wAtcr, the pr~eventionof Inf.Lctinus .3c0a0e in childhood and treatmen't to render them lessv'iruleIt ;!.en do occ.;r, -and rcac; access to _-amily planningsf-ervic.. ot, thoe women currently denied the-,' by virtue of trans­portation vo:;ts 
 and distance. Obviously, the irC)ilenta-Li-In of such 
wogr-rnbe no easya p oui(f task, and the AID paL trcipazion would havebe :;el utive. Noneth_]ess, this atprcach offersto 

the best hope forimproving the hlalth of the Dominican population 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 areas.
where infant and preschool child mortality rates persist at high 
levels­18/, i9/ Empirical data is not availahle for 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 postparlui,. amenorrhea is indirectly

affected by infant mortality, since the early death of 
an infant re­duces the length of the period of lIctation.20/ Using data from the
Punjab, the aui.o:"z showed that if the efFects of infant mortalitywo:re elimin.-ated from -1,042 women, the average period of postpartumco. rheo for t! at ofgroup .,omen would be increased by one-half
mo,. in othc- words, the total period of aimenorrhlea for that group
of women would 1,e increased by 521 months. This result would 
 be theequivalenc of hving 10 iomen using contraception successfully for 52 

.8/ Carl F. Taylor, "Nutrition and Population," Dr. Alan Berg,Nevin S. zScrimz;,;aw, and David L. Call (ed.), Nutrition, National DevelQp­ment andPlMnnbu 2., IT Press (Cambridge and Londdn: 1973) pp. 7--79. 

19/ Nevin S. Scrimshaw, "Myths Realitiesand of Public HealthPrograms," American Journal of PublicH.:eltt 64f (August 1974) pp. 792-798. 

20/ R. G. Potter, Wyon M. Parker, and J. E. Gordon, "A CaseStudy of Birth Internal Dynamics," Population Studies, 19 (1945) pp.'Z1-94. 
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months. Since the mean bi.-ch int.pvalJ for these Indian wcmen it 30
nths, .17 k:ir ,hA wco ld be averted by Lvirlg 10 women use contraception

-suncesiuillvi or 52 monlh:s, 

Frede'ri-,.. . the i'viaioni.hir Witwcn births and deathsin CWc', lhoet L.1930 an'd 1930 in 2. df::.uric'ts.21/ Briefly, he found:a: .t &i tose, stri,-:ts in ,Ch ...... tY decliId, fetititv decjinea 
as to4.. -at,:', he anilyz.d da fricm verious comtr.ies and ;ound
 .... ..... rimilar to .. che in Ceylon..22/, 23/ 
 in 	 h-;cuarizisghis 
findings, thu au-Thor, stated: 

-
in a balancing movement, fertiii 
tend1s t w.. ) ain..r%-Xi-ate C*'e';itihIiun 
with that a,.:v tor with a net re­
product:ve rate above replaczment but 
approximating unity". 

Heer has shown that there was a po.iti'.ve and sFgnificanz corrc

lation between ietility EEO infant mcrtalitr 
in 41 ccuntries whilecontrolling fo:v- variables, inc .ing Eross natic- :. product percApItc).?W.2/ T.e correlatic:, hoween fcti.iy ald infant mortality
 
was stron6er than that of fertility wih any 
 of the otherfour
 
variables.
 

Ehanemr,' an.lysis of data from 82 developing ccuntries, in which
i.c uti.ized six vriabis a:n tw:mo dis-int points in tine, 1950 and
1960, led Lim to oancliuc that low 0il14e. acy rate 
 and low r.tralityrates were otin conditions for low fertl:i. y. 25/ He aided that gover nments cc,.irtted to redu.cing birth rates in ;-eir respective
countries "shcui! invest large amounts o money in health and education". 

A saud.y .e ij r' .. e dav.,. in Hong long ,eveale'. al.
 
intcyecstinl 4009r.r± Almos*t twice an many wo'men bOn had had 
 th'roc cf' 

21/~ ~ ~ ~ H.l~lfda.Wweuisad LV~ Con:n cuenes of Mortlit2 in .."K. .. - 7n 	 '1, :, - -3 •t 

22/ "D o....... 
 .' of Eomi and Wo-raphic Trinsition," 
-" sn and ,tLD,, (1966) pp. 3 b-322.C .1 

2 / "F, i:,: k; n Cono.,ic and .:n:,graphic Trnsiton," S;in Ke 

21 Davi,' X. iee,'Ecnoic Development andc Fertility," Deo-.
 
,._ ,, f: 
 2 (I;66) pp. 422-4,;4. 

25/ 1. 1. "I11.n utr'ther Nolc on the Relation BtSween Economic
D v.i..p , .:nta: C3 F,'ti3. 1.,. 	 " (.l. 383- .", 

46
 

http:po.iti'.ve
http:df::.uric'ts.21


four pregnainie.- ind had lost a child wanted aia additional child asthose woren Of the sa-Me .pi_,ityw,,ho had not lost- a child.26/ Similarfindi~ngs we~re 'oed by authah'sh, in two villages in Nigeria. 

.1 a~;'-A-. c;.vi r)f ]:" thd. in h::n t ;ribalt''c oU ~:'rate declinedraniil.y af., 1 p:MW--rcgra oz co:f::uni-y ri:dicinr., ish ir.luded family
2.,t!W,a t.7/ Irti rates ra:'ned at che same levelfoi. u J.'ee y-."- Dr ,---'.uefourth and fifth years, the birthd (.C 1Lr rate 

1,educ-c' netni (i,': T..11iv to rh-e rate of population gi'owtht, cl .ve; ",]:i d;Ity owbc Lat which Trevailed pricr theto decline3:. infunt rr'i Thii shownty is -,'aphicaily in figu-e 4A. 

i:s :: J'i!: ,. rtal:Ltv "7 a number of Taiwainese to~rnshipswtie f'o~lo,, L), a rduc'~acri in birth rates within 'three years.28/ Asti-d, ril 75 ?i unici!aties revealed that changes ingion re­i ,eat h !'- .s ware dc;ocf-t e- wit-hin a yearsfew by fully com­enrn b ;'th r-ates without a siEnificant increase in the race ofpopulation growth.29i 

Additional examples could be cited from Puerto Rico and Taiwan.Suf1-ce it to say ,at th k a',' i].ablc evidence suggests that declines
in ,tn t and ""',c'hcol dcild mortalicy are a necessary but not suf­fIcicnt jn'codiiion for declines in birth rates. The poSsibilitythal: mo .ta ity Ls one of tae Keterv'inann of fertility 3:-. the DominicanR- pub-c he.. riot becn investigated as yet. Information from theD_'egnostico" Suovey lern~ itself to such a study, v:hich will be
undc .- :iAken as soon as the: ra,: date has been processed for conureeri-rilysL,,. f'& i ,;ewn that .oitaliry is hi:h., in the rutral areas
in the Citi-s, and fer:tility is higher in thzi rural areas
wiA.1, alchough the association clearly 
as
 

may be secondary. 

,/ Tavc' -CiT. 

27/ Jd..- .41vy, I. B-ttor Nutrition YLu:reese'ert.lity?" 
ir- Uti. oicn, Cty,t'eoyio ( e1:.rber, 

.....
I'" 'I 
 ''' l tvn~:; t Fn ln ig in
 
a i II' ".)' Lu.ion," 
 The .Rand Cor'c 'ration 

.!' 
 "Ali['/ codeiMccn:ua,-of Family PJ a:'ing a-d 
Fe-t'il;,y," i o::" a. Fc; , 77 (I96",) pp. 153-.I.0. 
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iEALTH STATUS iNDICATOS IN TIAE -,CINICAN REPUBLIC 

One need only loo, at the dis- ribution of the population by age,the levels of ,:';r/.al attinterz, ir.d per capiza income to predict
the preda)ininint. ....- pro/:..:,z of the rominican peocle. With 47.5
 
percent ou. te o 
 the ag of 15 years, some 1,904,425

per'sons, iti:; a-le that infectious diseases, partlcularly

gast1'CentC'itL;, *T.I Cdcrnunicabie diseases of childhood, respi­ratox.y infecti.onL, and pepinatal disorders will dominate the picture
of morb-dity. 

Give,- tht ,.:ent of malinutrition in the population, much of it
being Grade ii and C-.ade 
 !I! according to the classification of Gcmez,
it is a:arent t-hat Zhis will contibute to a significantly elevated
morality rates fr-o- different infectious diseases due to the syner-.

gistic effect of .a1nutri'cion and infection.
 

A! in any,"nciety, one would expect the influence of accidents,

trau.,., homicide,. ana suicide to have a more profound effect on mor­tality among tile econcmically sec-oractive of the .population. Simi­
larly, cne would anc. cipate a greater incidence of chronic diseases
 
among the oid<C.:.' ,-oup of the Dopulation-and a higher mortality

from.such disea:es in 
 this age group. 

The expect-azlo- of life at birth is frequently used a& an index

of the level cI mortalty. It represents a sumanarization of the whole

serit:; or MoI'tality rates ages
for all comfbined, and it is strongly

affected by 
 the i.-fantc mortality rate. it is dependent on accurate
cenn;us data and c.:r.plete registration of deaths, including the age of

the deceased. Utilizing the 1970 census data, Ra-ez estimated life
 
expect~a1";y 
 at birth r both sexes at 52 years for the 1965-1970 period.The c.-r. ,sonr.i r7 values for men and women during -the same period were
50.2 ys and 535 y)w:aLs ru.;pectively. 

Yhe conv: infant m.ovtality rate is defined as the numberof i&fart d 't,,s .er yea_ per i,000 live births, In view of the limitedex:'nri: to whicu b. and deathsi are registered in the Dominican Re­public, nffic.*'.j *,:,z? aliost useless for calculating this rate.Analys.i. of 1'7 Lncs-tico,ti.- "DL Survey data gave an infant mortality
rate .)f . .04 riity is influenced by medical factors duringthe f:o,&: mom, U ie: d by e;nvironmental factors in particular
durii: the enwv. ehen iith. While data are not available forrnort,v.ity in rig' two periods, neonatal and postneonatal, it seeis


mr.?" To .issme tht tne hih rate 
of infant mortality in the Dominicanref1lr.ct., both inadequate obstetrIc care as well as dietaryiefic.lencics, ThC lack of sanitation, and other environmental factors. 
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1-4 .. is commdnonly 
particularly in the developing world, a-s an indicator of health. Again, 
official data are not reliable, and the,_ best, estimate is thut from the 
1974 "Diagnostico" Survey, which es-.i:.d the death rate in this age 
group at 16.8 per thousand. This high rate undoubtedly reflects to a 
Very large degree -he influence of -._ilnu-crition. 

Mortalitv among the ce 1oup also used, 

Ag e-specif-c ;rortelitv rat 17s , the Dominican Republic for the 
age groups 10-14 to 35-b9 ar-e -trikingly higher than those of the 
United States of Banrbados. The reassns underlying chis difference 
canncz be deterined with any dz.wree Of confidence. Accidents and 
ho4icide may well account for higher 'rates in these age groups for 
males. Naternal rtrtality may contrLlute to higher rates for Domirnican 
females. Malnutrition is probably a factor in bothz sexes. 

During 1970, 167 deaths due to complications of pregnancy,
 
delivery, and the postpartum period were reported to the Secretariat
 
of Pirblic Health. While this figure almost assuredly represents
 
considerable unaer-reporting, it iggests that the maternal mortality
 
rate in the Dominican Republic is very high. In 1967 there were
 
approximately three deaths per 10,000 live births in zhe United
 
States.30/ Assuming that the figure of 167 maternal-deaths represents
 
complete reporting, there were approximately nine deaths per 10,000
 
deliveries in 1970 in the Dominican Republic. Such a high maternal
 
mortality rate could.reflect widespread induced abortion -or delivery
 
by unzrained personnel under unsanitary conditions. It seems likely
 
that both factors, particularly the latter, are operative.
 

Only brief consideration will be given to the causes of death in
 
the Dominican Republic because o= lak of reliability of the data. 
Official sources list the ton leadinv- causes o2 de, ch as shown in 
Table 12 . In a developing, tronical zcuntry one wculd expect high 
mortality from disease related "c :ronnentai factors, and it is 
worth nothing that infectious and pzrasitic diseascs, deaths related 
to per.razal causez , and disaases of tha respiratory system figure 
prominently among the ten leading reported cauises of death. 

The average nuiaber of cases of .ifable diseases reDorted to 
the SecretariaT o?Public Health dur/n: the period of 1969-1973 are 
shown in Table i3 . Considerable ur..'--eoorting uncuestionably 
exists if for .,3 otier reason thin ta.i act that about half of the 
Secretariat's rural clinics do not subi.-t the required monthly reports. 

30/ 1968 D-mographic Yearbook, Thu United Nations, (New York: 
1969). 
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Table 12
 

TEN LEADI:M CAUSES OF DEATH,
 
I I:--TDCA** RFPU:'LIC 

1970 

DISEASE 	 RATE PER 100,000
 

I. Senility and ill-defined causes 243.2
 

'. Infectious and Parasitic Diseases 
 95.7
 

3. Causes related to perinatal mortality 	 58..4
 

4. Diseases of the circulatory system 	 43.0
 

5. Diseases of the respiratory system 	 37.8
 

6. Accidents, poisonings, and violence 	 35.6
 

7. Other Diseases 
 26.3
 

8. Tumors (neoplasms) 	 22.2 

9. 	Discases of the endocrine glands,
 
metabol.ism , 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 

AVERAGE NUMBER OF 	 REPORTED CASES OF NOTIFIABLE DISEASES 
DOM.INICAN REUBLIC 

1969-1973 

DI SEASES AVERAGE NUMBER OF 
CASES REPORTED 

infIlun za. 78,915 

ar o er e r it is 35,637 

Gonor .hea 	 9,866 

Syph- I i3 	 8,34 3 

:al 	 3,869
 

Streptococcal PharyngiTies 3-;356
 

Pertussis 3,27.,,
 

Hepatitis 1,333
 

Chancroid 	 -1,032 

Typhiid Fever 844 

T L;.cu osis 756 

Diphtheria 383 

Lymphogranulo-rma 234 

Tetanus 2.18 

Sclj stosomiasis 2159 

Poiionmyelit ies 6-1 

SOURCE: 	 Statistical Division, Secretariat of Public Health and
 
Social Assistance, 1974.
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Nonethless, somc, firdini-s are of interest. In addition to the enormijus 
numbo-rs of cases of influenza and gast-roenturitis, the incidence of 
v'.L<:rai dic-;cose appears to be very ",igh. The la.geu nu, iers of c:seI­
of measlc.., ,.ez'uussi:. (:. ouzh), and typhol.., Fever ea.% especial. 1 
notcwoz.thy .,nee i'hese dishes- .iru reac(i] p'even.ubl 5;,', 
'etinus;, iI:.ih a:ppears to e 2nir-r,cport d to an especilly;.rked 

dcgreu, i readily preve:.-,able.also 

Patt.:r. oi ,orb,- as rufi:ed ,y patients presenting them­
selves at -,.,cire .c:iizies 'rovjne aduILtional information. It 
must be bo:.,n i mirn' hc-.;ev.*r . those who do seek medical services 
repres,;ent a ::,ciect rou-,, whiz!, introduced some measure cf blias. The 
Dominican Assn.,t Group recorad the disease categories reported 
for 7,639 cut-patienzs who visited a Dominican Social Securitv Ins­
titute clinic -: Eano L' .. inzC z.ing the M'.Y-July period of 1974, 
and the five Lost frequcijtly diagnosed disorders fell into the follow­
ing groups of aiseases: 

D)is eases Number of Cases Percent of T'1. 

Respiratory infections 2,046 26.8
 

Arthritis, rhenatism, etc. 1,105 14.5 

Gastrointustinal infections 868 11.4
 

Mialraitri tion, avitaminosis, and 
anemias 658 8.6 

Gynecological dis orders 653 7.14 

Al! other disom-rs 38.7 

it ru:i.2t be point:d out that these ,at ants are from a socio­
e,-onumiciCj'Voup con:-'ider,.bly favored when compared to thc great minjor,,:­

of th, Dm7cnican population. Nonethelas,, alost half of ri. ilines 
_tfi ucti g th:u;tf patients (46.8 percent) a-, rolated t cenviron.ne:tal 
factor.;. 

Data on h.pi :aliation offer a slighriA v Lercnt .rrzectiv, 
an hea.th ,-:. iv I,>, the most freauent c. u-,. Yor hcqspi talizatn 

a$:lociv wtis for ' - -:ith przainw; - - . with normal 
-;.,--r~cae: .'. v - -/ 10 1-',35 tersevt of 1l1 h ;; Ji. "-t.il, and 

a]hcn~r ';n SOuntL:r fc: 7 u;orceni.. Tino " , oe;,tnsc reqlnt c:ause for 
hos t zi',.'t is .. 1 is a ,esult of motor vc'hscAjf I-ind other acc:dents 
which occ'o ,ts [,)v j.7 percent. L-r;ccly because of the high nrnber o 
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hospitalizations for these two causes, most people hospitalized fallinto the 15 tc 44 year old age group (67 percent). A breakdown ofleading causes of hospitalization by age is shown in Table 14 Whilenot: necessairly an acurate reflection of the actual morbidity load inthe pz-;pulation, the information does reveal the changing patterns of
i.4o%,ii1eity throughout the l.ife cycle. 

21: brief, the patterns of morbidR and ortality in the Dominicar
Repuibi, suggest that preventive hear'th measures should be giveri the
ighest p>iority in health programs. Programs to improve nutrition areof pa:amount importance for reducing infant irortality and motality
among the one to four age group. Greater coverage-. of the population

Vith the provision of 
 safe water is essential to reduce the incidence
of diarrheal, disease, which will particularly favor reduced mortality

among infants and preschool children, 
 but will also prove beneficial 
tjo all age groups. Massive programs of iimnunization will be required
to reduce the incidence of such diseases as tetanus, measles, pertussis,
and diptheria and their attendant mortality. Improving the quality of&stetric care would app,-eciably lower perinatal mortality, which
unl-oubtedly contributes substantially to the current high rate of in­
farnt mortality. Whether or not this is feasible given available re­sources an6 the constraints of tradition is another question, but the
possibility must be considered. The oroblem cannot be conf-ronted 
without a better understanding of its magnitude and of the dstribution
of these diseases.
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TABLE 14 

Njmbero . talizati:ns for Five Leadinz Causes by_A' " 
. c _ f "ta" rios iLalizatior.s .aParentheses) 

C Number of Hospitalizations 

Less than I year 6,883 3.4) 
.tiriddiacrheal1. E",n othe.r diseases 3,273 

2. Poorly ('r.t,'ned -v¢i'v tms 917 
3. MeningLLt: 1 457 
4. Bronchlij 
 454
 
5. Avitanninc.is and other nutritional disorders 
 398
 

1 - 4 year,- 14,576 (7.3) 
i. Avitaraiuosis and other nutritional disorders 2,331 
2. Lnteriti and other diarrheal diseases 2,330
3. Bronchitis 1,293 
4. Pneumonia 
 679
 
5. Diptheria 596 

5.- 14 yars 22,417 (11.1)
 
1. Acci.dents ot.her than motor vehicle 4,646 
2. Notor vehicle accidents 2,121 
3. Enterit:is and other diarrheal diseases 1,686
 
4. Othe.-r di:eases of the genito-urinary system 973 
5. it" " digestive system 934 

15 - 44 ycars 135,435 (66.9)
 
1. Childbi rth 70,482 
2. Aborti,'m 
 12,706
 
3. Other diseases of the genito-urinary system 7,421
 
4, Accidents other than -motorvehicle 6,659
 
5. Complicatiuns of pregnancy 5,563
 

-- 64 yuars 15,791 7.8) 
1. Accidr.c- -cher than zaotor vehicle 
 1,514
 
2. Other" di. ;cs ol. the ganito-u.inary system 1,389 
3. Epten:3iv, disuase 1,193 
4. Other di.'eises of the digestive system 815 
5. Other 'fec.is and parasitic diseases 797 

65 ind over 7,288 (3.6) 
1. Hypert-2ntsi'v, d.zs,:, e 796 
2. Other hjt rt disea:'e 517 
3. InfI tien,a 356
 
4. Ocher diseases of the genito-urinary system 355 
5. 'Intestinal 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. 
 Under­enumeration of females under the age of five years, and discrepancies
in age distribution as reflected by clustering at those ages which
end 	in zero or five were particularly apparent. 
Standard demographic

techniques were employed by Ramirez l/ to compensate for the 
errors
just described, however,unknoun sources of 
error remain. Nonetheless,

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.
 

According 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 1I70, 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 urban 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).
 

1/ 	Nelson Ramirez, "Proyecciones de la poblaci6n de la Republica
Dominicana par Edad y Sexo, 1970-1990." (Mimeo, 
not 	dated).
 

2/ 	Ibid.
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TABLE 15 
Estimated Values for the Crude Death Rates, Expectancy of Life at Birth
 

.and theInfant Mortality Rate, for 1950, 1960 
and the Five-Year Period 1965-1970
 

Year or Period

1950 
 1960 
 1965-197
 

Crude Death 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: 
 Nelso)n Ramirez, 
 Situaci6n v Tendencias Demograficas Actuales en la
Republica Domiicana (mimeo). September 1, 1973.
 



FIGURE: 5 

DOMINICAN REPUBLIC POPULATION GROVYTH CURVES FOR 
ACTUAL HISTORICAL -POPULATION SIZE AND THREE 

PROJECT IONS 1950- 1990 

8.O05 

8,146 

II 7,842 

7 
7 

.Uv 

. 

PROJECTION 

PROJECT ION
PROJECTION 

I 

!1 
Ill 

4 

1950 1955 1960 1965 1970 1975 1980 1985 1990 

SOUb'CE" NELSON RAMIRE . PROYECCIONES DE LA POBLACION DE RE.PUBLICA DOMINICANA 
POR SEXO Y EDAD , 1970-1990 (VERSION PRELIMINAR). (MIMEO) CA. 1974. 



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 ID$ 414 in 1974. Assuming the same decline in nortality 
and a modest decline in fertility (Projection 11), it is estimated that 
per CaplI.a GJP for the sarme year will be RD$ 501. Again, assuming ti-e 
same pIattern of mortality ard a somewhat more rapid decline in fertility 
(Projection III), per capita GNP in 1985 is estimated at RP$ 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 conditions of constant fertility (Projection I) 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 age 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, 5,47 -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 needed. Based on current cost of $15,Q00 per urban classrL 
and $4,500 per rural classroom 3 /, the construction costs with Pro­
jection I would be $119 million and those 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 educational system. Assuming a cost of $3,000 per year per
 
teacher 4/ and a student/classroom ratio of 64.6 in 1970 and 60 in 1990,
 
the additional costs for salaries with Projection I would be $79.5 mil­
lion, wit.h 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 described 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 underemployment 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 Trujillo era in 196.1,

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 service t on a

limited scale, but the Government officially remained sileit 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 dono:s, the Council currently

offers family planning services through 91 clinics and hospitals.
 

B. DYNAMICS OF POPULATION
 

B.1. 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 chat 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 estimated 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. E tion 

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 mortalit-,. A study
 
of a sub-sample of households enumerated during the 1970 ceiisus
 
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,
 

5/ Nelson Ramirez. "Situaci6n y Tendencias Demogr~ficas 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 estimates are subject to distortion from failure of recall

and other sources of human bias as well as sampling variation. In
 
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 5raphically in
Figure 5A. 
Infant 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,
 
Dominican Reublic,_ 1974
 

Country As Urban Rural

Age Group A Whole Areas Areas
 

- 1 103.8 73.9 L27.9 

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 - 34 4.7 4.5 5.0 

35 - 39 4.9 4.6 5.0 

40 - 44 5.2 4.5 6.0 

45 - 49 7.8 4.9 13.4 

50 - 54 10.6 8.5 L3.6 

55 - 59 15.7 13.7 L7.8 

60 - 64 13.9 15.3 12.7 

65 - 69 44.1 37.3 51.9 

70 - 74 65.0 48.3 75.7 

75 t 141.2 132.9 148.3 

SOURCE: 	 "Diagnos" Survey, Secretariat of Public Health ana Social
 
Assistance, July 1974.
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Mortality rates in Barbados and in the United States are quite

similar for every aF9 group. In contrast, the Dominican rates for
 
almost every nge group are appreciably higher than those of the other
 
two countries. it is strikin_ that nortality in the 1-4 age group 
 is
 
eight timezs higher among Dominican children than those of Barbados and
 
17 times higher than those of the United States. Also worth noting
 
Is that wnile the causes of mortality in infancy are many and varied,
 
a basic or contributing cause of most dea.ns in the 1-4 age group in
 
Latin America is malnutrition 10/. In the Dominican Republic, as
 
pointed out in this assessment, malnutrition is widespread armong 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 the United States, and the
 
rate for the 20-24 year age group is 3 times higher than tlat in the
 
United States. it murt be pointed out that minor changes in 
 the number 
of deaths registered during the '9)iagnos" survey due to siich 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 evenLS in
 
the Dominican Republic is woefully inadequate for measuring demographic 
variablei, including fertility. 'Birth rates in the past have been cal­
culated argely through intercensal estimation procedures. The latter
 
are subject to considerable and unknown error since they depend on as­
sumptions regarding mortality and migration which in turn are subject 
to similar errors. Estimates of completed fertility are also subject
 
to error stermming from failure of recall as well as 
the fact that an
 
unknown number of woman 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 enumerated during the 1970 census, the crude birth rate
 
was estimated at 47, 
one of the highest in Latin America. The crude
 
birth rate estimated 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).
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that completed fertility for women beyond the child bearing age (50
 

years) wa i 6.8 children per woman.
 

A measure of fertility which is much less subject to bias is
 

the child-woman ratio, the aumber 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 is also a good measure of effective fertility since
 

it automatically takes into account infant and child mort.ality. 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 is 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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TABLE 17
 
Child Woman Ratios for the Dominican Republic, 1950, 1960, and 1970
and the Inter-Decade Changes in Magnitude of Ratios
 

Children under 
 Inter-Decade 
 Children age
5 years of age Inter-Decade
Change in 
 5-9 years per
per 1,000 Change in
Magnitude of 
 1,000 females
females, 15-49 Magnitude of
ratio
Year inthepopulation 20-54, in the
_(ercent) ratio
Po5ulation 
 (Prcent)
 

1950 
 749 

733
 

1960 
 769 

- +2.6 877 
 +19.6
 

1970 
 837 
 +8.8 
 928 
 + 5.8
 

Source: 
 Henry S. Shyrock, Jacob S. Siepel, et.ai.
Washington, D. C. 
The Methods and Materials of Demography.
U. S. Department nf Commerce, Bureau of the Census, 1973, p. 504;
Nelson Ramires, 4Poyecciones dela Poblaci6n de la RepblicaDominicana orSexo
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 years 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 that which would be required

to 
fully exploit modern economic possibilities. Assuming constant popu­
iation 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 populatiott 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 almost 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 migr­ation 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 insdequate 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 PROGRA T
 

C.l. Description of Present Program 

The National Conncil 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 SecretariaL of Public Health, and its 
principal mandate was given as 'the study, research, analysis, and 
publication of e.earything related to the growth, obility, and 
projection of population in the couutry." The sar.:c decree established 
CONAPOFA as the "max--imum authority" for yopulation and family planning, 
and a later statute, Regulation 1,478, also charged (ONAPOFA with the 
responsibility of advising the Secretariat of Public Health in establish­
ing a population program. !a the intervening years CONAPOFA has 
concentrated on the provision of clinical 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 GODP family planning program during the period 
of 1973-1976. The UNFPA also ,greed to provide the services of two 
advisors from the Fopulation Council, one in the field of administration 
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-1974 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 plans to inczease the number to 191 during the 

next twelve months.
 

Of these 94 clinics, five ate 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 JTune 30, 1974, the number of accep­
tors had increased to 115,009 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, weL- recently 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, it 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 total number
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of acceptors incrensed rapidly from the first year of the program
 

(1968) until the ead of 1973 11/. Wtien the authors examined the 

data for ten individual clinics, however, They found that the number 

of new acceptc..rs per 'clnicz had con5i.stently declined after they had 

been in opeza-ion for one year. The inv rease in the total number of 

acceptors merely rofl-eed increases in the number of new family plan­

ning clinicb aci.ompanjed by relatively rapid saturation for the demand 

for services.
 

During the first two years or the program a majority of the ac­

cepcors chose an iUD, but in cecent years the oral pill has been the
 

methGd of choic . During the second sey.zaster of 1973, 23 percent of
 

the acceptors chose the IUD; 51 percent, oral pills; and 26 percent,
 

other nethods 12 /.
 

The implications of 26 percent of acceptors using "other methods," 

generally :ondo.;s and roar., as far as the effect on birth rates is 

concerned, are not .ncouri.ging. While data on continuation rates for 

such maethods are not vailable for the Domainican Republic, studies in 

other countri!s show they have a low level of use effectiveness in -.ass 

programs. Most receortly, Laing has shiown that 32 percent of all ac­

ceptors of "otiher nmthods" in the Philippines became pregnant within 

12 months after acceptance as compared to 10 percent of all IUD ac­

ceptors during a comparable period of time 13 /. 

There is ,;ome evidence that the IUD is more effective than the
 

pill in the Dominican Republic, although not strikingly so. Mundigo 

and Stycos found that first n'ethod continuation rates for the IUD were 

70 percent at 12 months and those for the pill were 60 percent for the
 

same period 14J.
 

I__11/xel I. Mundigo and 1. Ayone Stycos. "Information and Education 
Dominican Family Planning Progrart."in Perspcctive: An Overview of the 

In J. Mayon. Stycos (ed.), The Clinic and Information Flow. Lexington 

Books. P.C. Realth an Company (I.exington, 'Mass.: in press). Permission 

to use nmterial granted by the author and publisher. 

12/ Consejo -cional de Poblacion y Familia. "Informe General del
 

secretario Ejecutivo del Consejo Nacional de Poblaci6n y Familia, Periodo
 

Enero-Junio." (Mimeo, 1973)
 

13/ John E. Laing, "Differentials in Contraceptive Use Effectiveness
 
30 2
 

in the Philippines." Studies in Family lanning 5 (October 1974) pp.
 

313.
 
14/ Mundigo and Stycos, Op. i;it.
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Some program adminiutrators would be concerned that only one-fourth of
 

all acceptors in the Dominican Republic receive IID's. It might be said 

that the present distribution of Tethods employed in the Dominican pro­

gram reflects the preferenc2s of ncceptori, but ther- is some evidence 
to suggest that physi:ians e:a rt appre ;iable influonce on acceptors' 
selection of methods, particularly the IUD 15/,
 

CONAPOFA has recently provided nurses izith special training in 
order that they may prescribe the pill and insert IUD's. At the same 
time, it authorized auxiliary nurses to prescribe the pill after inter­
viewing potential acceptors and utilizing a check list to identify those 
women with contraindications to use the pill. Medical supervisors for 
the national family planning program have also been trained recently. 
All of these measure-s 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 
substantially reduce the birth .ate. 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 rxdel which utilized demographic data from the 
United Nations and the 1970 census, program effectiveness data gathered 
locally, and 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: extending the existing program for ten years, reaching
 

20 percent of the ?omen in the reproductive ages in five years, adding
 
a nation wide radio program to the existing program of services, and
 
implementing a Taylor-Berelson program. The latter is a naternity based
 
family program which would essentially povide 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 Iad an appreciable effect on the birth rate. 

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

1_6 / Nundigo and Stycos, Op. Cit. 
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C.2. Constraints
 

There are powerful constraints on programs designed to reduce
 

birth rates in the Dominican Republic. While the determinaits of
 

fertility are imperfectly understood, a number of elements faor low
 
birth rates. Among others, they include: urbanizatiou, indus,:rializ­
ation, high mean levels of educational attainment 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 by 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 countried,
 

and the high fertility of women in the 15-19 year age group shows that
 
marriages and consensual unions are established early in life.
 

In addition, there are serious constraints within the delivery 
system of family planning services. Most Dominican women live in towns 
of less than 2,000 people, and hence, they do not have rcady 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 ,estricted since all
 
methods (notably sterilization) are not available. 11iddle 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 clinics of the Secretariat of Health, which offer family
 
planning services. This reflects the nssumption that half of these
 
physicians' tine is spent on family planning. Assuming one­that 

tenth of 
 their time is spent on family planning i.- a generous

estimwite. Vonetheless, the latter rsumption will 
be used to offer
 
a somewhat more realistic presenLation of resource allocation to
 
family planniag in 1972 which follows:
 

IPPF $180,840
 
GODR (CONAPOFA) 80,000
 
GODR (physicians' salaries) 63,600
 
Population Council 72,300
 
Funds generated by PL 480
 
Sales 15,600


Total 
 $412,340
 

aince 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 reach
to 

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 methodology 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 bc e~pended each year 
to reach 84,000 women
 
during that period. 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 ye'ars. 

The foregoing should not be interpreted as meaning that if the
 
GODR were willing to invest 
a given amount of money in family planning, 
a declin.! in the birth rate would assuredly follow. No matter how great 
the investment in family planning in thia 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
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present deliver)' 0y3tem is so ineffiP.ient, Unhappily, the exter. of 
this dennd cannot be estimazod from available duta, but the importance 
of attnptin, to meet the needs of thete 6omen is self-evident. Eviden­
ce from other countries sugescs that mach more can bo done in this 
regard. No single ,additiooal pr, !.s likely to have a marked demo­
graphic impact, but action in a of areas well migait do so. 

D. AVIER-XIATIVE APPP.OACHES 

Before considering additional activities 
that might be undertaken
 
in a further attempt to reduce fertility i.n the Dominican Republic, it
 
is worth pointing out that no sineloe 
 .ur. would favor declnc,; in1
 
births as now,rfullv as widesprcaci it:oro,:.nt iV t!. oenerai standi.r
 
of livin, _of the srea: mass oi thL, e lci 
 L-tioa. that. 
result in more equitable distributionor ir.came and ch e creation of em­
ployment will have favorable efficti on f,:rtility. Those nations 8o fre­
quently cited as having succesoful pl-.ianing programs, Taiwan, 
South Korea, Hong Kong, and Singapore,. aloe states which have under­
gone rerrmarkable economic and social d'.v, loL): cnt. I 

r ,ca Programs 

D-1. Contraceptive Distt-ibution Thro,(W ,,:i;-ihborhood Stores. 

In latu 1972 an interesting experiununt was conducted in
 
Colombia 17 /. For four months 60 dru :.,)rc-s kept a daily record of
 
the sales of condo:s, suppositories, and oral Dills. After the first 
two months, 30 drugstores were given pa;.qi*i-:s whicn described in simple 
Spanish how each meuthod worked, how to ise the method, and its relative
 
efficiency in preventing pregnancy, and these pamphlets were 
 given to
 
customers who purchased contraceptives. i,! use of t:he pamphlets 
 was
 
associated with a significant increase in conidom and suppository sales
 
and a sli-ht increase in oral contraceptive sales. 

It is worth noting that declines in fertility in Costa Rica
 
between 1965 and 1969 were 
largely due to a declining proportion of men
 
and women entering into sexual unions and to increased use of contra­
ception and sterilizaion with commarciai 
sources contributing abcut
 
60 percent of the contraceptives 18/.
 

1___7/Jerald Bailey and Maria Cristina do Zambrano. '"Contraceptive 
Pamphlets in Colombian Drugstores." Studies in Family Planning, 5 
June 1974, pp. 178-181.
 

18/ Jack Reynolds, "Evaluation of Family Planning Program Performance:
 
A Critical Review." ma , 9 February 1972, pp. 67-87.
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Wile most Dominican couples do not have ready access to a
 
drugstore, particularly for reasons of cost, they do have a neighbor­
hood store or coirnado nearby. Moreover, distribution systems already
 
exist tc provide these stores with supplies of canned goods, soft 
drinks, ;(:. if prices were suhsidized, condoms and suppositories 
would betreadily a ailable to the wass of the population. If the 
national family planning program were to obtain conventional
 
contraceptives at little or no charge from internacional donors for 
distribution through colmados, it might evoke some opposition,

the extent of which has not been objectively determined. Alternatively, 
tie national family planning program could buy appreciable quantities

of conventional contraceptives in large loLs through normal commercial
 
channels. 

The aiaiiability of oral contraceptive pills through colmados
 
would increase their use. if 10,000 women were reached by such a 
program during the first year, 120,000 cycles of pills would be
 
required. 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, the cost of the program (less transportation
 
costs within the country) ,ould 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 -wouldbe kept by the owner of the colmado. 

D.2. Rural Pill Distribution Program
 

In coopGration with the National Coffee Growers Association in
 
Colombia, the Colombiani Association for Family Welfare instituted a
 
program for distributing oral pills and conventional contraceptives
 
in roral villages several yeaxs ago. Local women were trained to sell
 
pills at about US$0.20 per cycle using a coupon system. Whi.e 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 suppositories 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 progrtms, 
namely, US$6.00. 

Assuming such r,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 ideally to
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implementation through the SAIAR program, which would reduce costs 
of supervision, transportation, etc. Risk from thrombo-enibolic
 
disease minimized the of check
can be by use a list to detect women 
for whom the use of oral contraceptives is medically contraindicate
 

D-3 Postpar umuFamily Panning. 

Experience in eleven countries in southeast Asia, west- Asia,

and Latin America have sbown that family planning acceptanc,. is
 
much higher among women in the immnediate postpartum period than
 
among women in the general population of women of reproductive age.
Most importantly, continuation rates are much higher among women whoaccept during the iz-ediatc pcscrpartum period than among women who
have not had a child recently LI/. As pointed out earlier in this 
paper, 70 percent of all IUD acceptors in the Doainican Republic arc .
 
still using the IlD ,ne year later. Significantly however, 61 per­
cent of acceptors in the Mexican po:stpartum program and 71 percent
of the acceptors in the Venuzuelan postpartum program are still usin 
the iUD three years later.
 

The Dominican Assessment recoimended that he 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 equipment and training of personnel,

A note of caution is in order at this point. 
 There is some evidence

that the use of the oral contraceptive pill diminishes milk supply
and shortens th period of lactation in postpartum women 20/. In
 
view of the magnitude of the problem of malnutrition in tTe Dominicar 
Republic and the importance of breast feeding in this regard, the

question of w1ither notor the pill should be offered to postpartum 
women would have to be considered very carefully. In any event, as
 

19/ Irving Sivin. Contracei -ion and Fer-ility Change in the
International Postpartum Pror.am. The Population Council. 
(New York: 1973).

20/ S. Koetsawang, S., 
P. Phiraleus, and T. Chiemprajert.


"Effects of Oral Contraceptives on Lactation." Fertility and
 
Sterility, 23, January 1972, pp. 24-28.
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shown above, the IUD is an excellent postpartum method.;;
 

It is somewhat disconcerting to note that family planning

services were initially offered solely to postpar,:um 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 occasionally 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 uai 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 population can be reached by them.
 
The advantages of pcoviding ADBF with sufficient funds to enable it
 
to provide nation-wide coverage with its educational radio programis
 
seem apparent. An additional $60,000 a year would enable it 
to do 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
 
somewhat 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 thele have been few studies directed toward 
this question, the available evidence suggests that unipurpose clinics 
are more effective 22,', 23/. 

Distance and transportati'ln costs in Santo Domingo and Santiago
unquestionably make access to famil-y pl.iinning services difficult for 
women in the low 'ncome groups . Iience, one should consider establish­
ing four additional faily plarining clinics in Santo Domingo and two 
in Santiago. Th _-e clinics should be estI'lished in or near areas 
densely populated by low incone iamiles, and they should be staffed 
by specially trained nurses, rather than physicians, if possible. 

The costs for s,,ch a program would oe about ,10,300 per clinic 
foL rent iid personnel costs, $,,800 for me',s al supervision, and an
 
initial. cost 
 ot $900 per clinic for equipment. The total cost for
 
the first year would he $123,600.
 

D.6. Female Sterilization 

There is reason to believe that tubal ligation would be widely

accepted among low income Dominican uom,.n. A survey conduced 
 by the
 
National Statistics Office amj the Secrrtriat of Health revealed
 
that of 6,582 .;omen who were married or- living in consensual union,
 
70 percent had knowledge of he pill, 
 34 percent of tubal ligation,
 
and 2J percent of the IUD. Among illterate women, tubal ligation
 
was the most wideIy known method. r. is .striking to note that 45
 
percent of the wov.,-' in the saple t-stLed that thiy did not- wint
 
another child in the future.
 

Tubal ligation in neighboring Puerto Rico has had remarkable 
acceptance. A studv of an iplaad-ide'robability sample of women 
revealed that 3,, eri-cnt of :.1] w.an 20 to 44 years of age who had 
born a chiid iad bee.n ."terilized .24/. Aany of these women were 

22/ 	 William J. Kahley. :ij.ami]y l'lann.ig in Colombia: Ali Analysis
• Cost and Achievement," The Peniisy.vania State University, 
(Unpublished] Ph.D. Dissertation: 1972). 

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

24/ 	 Harriet B. Presser, Sterilization and Fertility Declinein 
Puerto Rico. Population Mono raph No. 13. University of 
California Press (Berkeley: 1973).
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relatively 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 3C 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 payment of $100.00 to a private surgeon and costs of $300.00 for
 
hospitalization for each patient, it vould cost $80,000 to provide
 
tubal ligations for 200 women during the first year of the program.
 
It shoulJ be remembered that the demogr& .hic impact of 200 women
 
undergoing tubal ligation would probably be equal to that of 1,000
 
UD acceptors in the same age group. At $20.00 per new.acceptor,
 

an IUD program of that size would cost $20,000. Making tubal 
ligation available should be considered by Dmi.ican policy makers.
 

As an alternative to offer tubal ligation in public hospitals,
 
policy nakers cotuld 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
gyr.ecologists. 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 Ithe 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 -re t,PeS oF incentives for family planning: those 
for family pl,.ing aiccptors and those for workers in family planning. 
Incentives for fami ly planning workers havo contributed to the success 
of programs in South Kr c. and Taiwan. 

Incentves "or acc:entc rs it the I-e:a states of Sri Lanka and in 
-a limited a, o"oi.a pla,,-ec' a rule in the birth
 

rates of p rt~i ' tatt w.n m,-;. programs are not inexpensive,
 
and ,he' do ry q ' ccjnaLd -r, idt,:inisLrative skill for successful
 
implemel r ualt-on.
 

a.:,n 	 reducing 

A change in tl, ourreiL "coutracepuive mix" in the Dominican 
Republic, i.c., hift from iu: s effective methods ("other methods") 
to d :0C. LCod (tiQ UD) wo,.:ld have a favorable effect 
on biOrh L.cn -n enough women in' the cairget group were reached. 
lhere vas; no ;igni:fcant iunr ,-y in cLIpercentage of fertile women 
practi:1; o cin,n Etimesgut of between,ntr.i'c the District Turkey 

541967 and 1972 (. 50 )tr-,'JCC.fn (I nL) but there was a striking 
decline ifert~il 25/. The crude bit'h rote fell from 35 to 29, and 
this appears ' hivl been due to inc'eimed reliance on the IUD and 
decras-ed usEe o. *othermetlin; 

The nationai family planning progzam sould consider offering 
physici:sts and gradn.te nursc.n financial incentives for IUD insertions. 
Assuming .!tat the number of 110 aceptor increases to 30,000 during 
the next twelve months due to new clinics being opened and that 20 
percent of a.l acceptora continue to get IUD's, there will be 6,000 
IUD accaptors during t:!at period, if p*.an'.ys7cians and nurses were paid 
$0.50 per 1i) insertion, the percentage of IUD acceptors well might 
double. The cost cf thu incentive program would be $6,000.00 for the 
year, but a substantial increase in demographic impact would be 
achiEved.
 

25/ 	 Nusret H. Fisek, "An Integrated Health/Family Planning Program 
in Etimesgut District, Turkey." Studies in Famly Planning., 5 
(7), July 1974, pp. 210-220. 
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D.9. A Combined Approach to Reduce Fertility
 

In order to reduce the birth rate by 20 percent in 1979 through
the use of 1110' -one, 231,535 women would have to be using IUD's 
during that ye-Io. . caiculaLions ari- rshowni in Fable 17A. 
Assumin:g that ali irsertionr: are made at mid-year for ease of 
calculation (the assumption it not critical) and assuming further 
that 25 percenL of all TD ac;cptors will cease using the method 
each year after insertian, 84,195 IUD's would have to be inserted 
annually from 1975 
For obvious rea'son, 

to 
a 

1979. Thuse caimulations are 
program utilizing fMD's alone 

shown in Table 17B. 
is not feasible, 

and other methcds is be of:ered. 

As pointed out earlier, there is evidence that tubal ligation
would be widely accepted in this country. There will be about 
200,000 live birthls annually between 1975 and 1979, and of these 
about 40 percent or 80,000 will take place in hospitals. If only
1.0 percent Of these women underwent tubal ligation (a deliberately
minimal assumption), 8,000 female sterilizations would be performed
annually. The s'ecretariat of He~ath has 75 hospitals which provide
surgical or maternity services. if t.-o female sterilizations were 
performed weekly, 7,200 could be done ann, ally and 36,000 could be 
performed during a five-year period. This would reduce the number 
of women who would have to be utilizing contraception effectively 
in 1979 from 231,535 to 195,535 and would reduce the number of new 
acceptors to be r,.ached annually to 71,104 in order to reduce the 
birth rate by 20 percent.
 

Assuming that 25 percent of all women continue to use IUD's as 
is tile 
case now, 17,776 women would have to be inserted annually
from 1975 to 1979 tn maintain 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 .effectivi as the !UD in the Dominican Republic in terms of continuation 
rates, the latter nu-mber vould have to be increased by 20 percent or 
'to 63,994 pill acceptors aunlallv to be assured of a demographic 
effect approximating that of the !UD. 

Reaching that manyaIcceptor.- should be feasible through the 
combined efforts of the pivsent clinic--based program (21,331 acceptors
annually), d:istribut:ion L Is tfthrough colmados (21,331 acceptors
annually) and distribution of pi.is through the additional low-cost 
delivery systems (21,331 acceptors annually). 
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Age Group 


15-19 


20-24 


25-29 


30-34 


35-39 


40-44 


TOTAL 


Estimated 

female 

population 

in 1979 


(1) 

313,243 


257,546 


211,351 


162,323 


116,264 


95,336 


1,116,063 


Number of IUD Acceptors Necessary to Reduce
 
The Crude Birth Rate By 20 Percent In 1979.
 

Age-specific 

fertility 

rates 


(2) 

107 


248 


275 


247 


175 


92 


SOURCE: Calculated by USAID/DR.
 

Birth 

interval 

in years 


(30(2) 

9.3 


4.0 


3.6 


4.0 


5.7 


10.9 


Estimated
 
number of 

birthc in 

1979 

(4)(1)x(2) 

33,517 


6C,3,1 


58,122 


40,094 


20,300 


8,740 


227,123 


Number of
 
births to 

b.' avcrted 

(20%) 
(5)(.)0.2-5,0 

6,703 


13,270 

11,624 

8,019 


4,060 


1,748 


45,424 


Number of iUDs
 
tc be in placr
 
in 1979
 
(6)=(3Y(5) 

62.33a
 

53,0-0
 

41,846 

32,076
 

23,142
 

19,053
 

231,535
 



Table 17B
 

Calculations of the Number of IUDs
 
To Be Inserted Annually
 

To Have 231,535 IUDs In Place In 1979
 

PROPORTION OF IUDs RAINING EACH YEAR AFTER INSERTION
 

1975 1976 1977 1978 1979
 

.95 .75 .55 .35 .15
 

.95 .75 .55 .35
 

.95 .75 .55
 

.95 .75
 

.95
 

2.75
 

The number of IUDs 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 goal of fertiiity reduction therewould have to be 7,200 tubal igztions performed, 17,776 IUD's inserted, 
and 63,994 new pill ,acceptor.4 recruit-d annuii.l.v from 1975 to 1979.
 

.An indirect coSt of. r r tubai ,at:.)ou in a public
.. 

hospital seems reasoiable. i'hc caSL pa, new 11-:. or pill acceptor is
 
assumed constant at the Dren.-i.n: 'Loveiof RD, -S0.90 in the existing

clinic-based program, and a new pill acceptor ri; the 
 colmado
 
distribution program or the low,-cost deliver'., 
 syeteims based on the
 
Colombian experience cited earlier is asmine!
c,! b, $6.00. The
 
annial cost of such a program ,:ould be as -o I !.'- :
 

Tubal ligations PD)$ 72,000 
IUD insertions 355, 520 
Pill acceptors, clinic 426,620 
Pill acceptors, other 255t972
 

W$1,290,952
 

Of course, the proportion of women rerched by lID's is
 
important due to their greater use-effectiv.es.
 

Physicians could possibly be encouraged to work in family
planning by means of incentives for IUD insertions. -RD$2,00per 
IUD insertion seems reasonable since one IUD in'-.ertion per day 
would increase the participating physician's income by 10 percent. 
This would increase the 
annual cost by a nodes-t RD$35,552. The
 
total annual cost would then becoine RD$],326,504, and the cost of 
the five-year program would be RDS6,632,520.
 

D.l0. 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 comnercial 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 tuba] 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 a,; a major 
factor in improved heal.th. 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 nutritional deficiencies. It is unlikely that there 
have been significant changes in the past five years. Its. observations 
on nutrition depended heavily on this survey and view.'s of AID consultants 
and advisors. This section of the present assessment essentially 
reflects both consultants and resident advisors' analyses of the problem. 

Ihile it is not firmly established that improving the health of 
the populace is a necessary precondition to lower fertility rates, ther6 
is a reasonable presumption that this is so, especially reducing infant ani 
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 problem 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 i. 
difficult to guess accurately their age. Frequently, ma Lnourished 
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 w.ith 
malnutrition. The relationship of malnutrition 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 
is a daily scarcity of food. The typical family usil\' eats twice a 
day. In the urban areas there has been a noticoable d.:op in food 
consumption durirms the past five years. An afL or,, meal ivil. usua]ll 
include r:ice with a wate ry bean sauce, Loiled plan.itin ;nd coffee. Oil 
is used in cooking w.:hen thL family can a fford it. leact is eaten once 
or twice a wee, if at all. Fish is usual lv ao t avli lablC and in some 
areas uoltualy bItieved to be dangerous to healttb. Vcgetbles are 
infrequently consumed, ind the readily alvailable fP is are not eaten 
by many because of supoistition. 
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The national nutrition survey carried out in 1969, 1/ found
 
that the most serious nutritional problem in the Dominican Republic
 
was protein-calorie deficiency. Average daily _.iorie intake (1634)
 
and protein intake (45 grams) are, respectively, only 7A and 82
 
percent of that recomnwended. Malnutrition was found to be most
 
critical in children from 0-5 years. 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 G6mez 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 occurbefore significant improvement in nutrition can be expected.

In many respects, good nutrition iesults from attitudes even more than
 
from discrete programs. 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 Latinoamericanot de
 
Nutrici6n, Vol. 22. Numero 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 4 

Classification Standard Weight Percent of


No. of Subjects Subjects
 

Normal 
 91 or above 
 271 
 25 

Grade I 76 to 90 
 536 
 49
 

Grade i 
 61 to 75 
 249 
 23
 

Grade III 
 60 or below 
 44 


Source: Sebrell, W. I. et.al. 
 "Nutritional Status of Middle and Low

Income Groups in the Dominican Repub1ic ", Archivos Latinoanericar.c
de Nutrici6n, Vol. 22. NELiero Especial (July 1972.). 
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Table 28
 

*COXARISON OF 1969 AND 1974 COSTS OF MONTIhLY 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
Cereals $ 1.89 $ 3.08 1974 1969 1974$ 1.96 $ 3.19 $ 3.07 $ 5.00 
 $ 3.04 $ 4.95 $ 3.98 $ 6.49 
Tuber Roots .18 .31 
 .26 .44- .38 .65 
 .49 .84 
 .79 1.35
 
Sugar .25 .25 
 .34 .34 
 .57 .57 
 .62 .62 1.09 1.09
 
Pulses 
 .34 .50 .39 .58 .59 
 .88 .48 .71 .66 
 .88
 

Vegetables .23 .29 
 .38 .48 
 .73 .92 
 .75 .94 1.80 2.28
 
Fruits 
 .45 1.05 .56 1.31 1.35 
 3.17 1.35 3.16 3.20 
 7.51
 

Meat 
 .73 1.23 1.87 3.17 3.09 
 5.24 3.21 
 5.44 8.23 13.95
 
Eggs .05 .06 
 .05 .06 
 .27 .32 
 .43 .51 1.10 1.31
 
Fish 
 .14 .36 
 .19 .48 
 .27 .69 
 .40 1.01 
 .87 2.31
 

Milk 
 .47 .59 
 .90 1.12 2.21 2.76 2.41 
 3.01 4.01 
 5.00
 
Oil 
 .68 
 .98 .89 1.29 1.65 2.39 
 2.21 3.20 3.00 4.34
 

Other Foods 
 .39 .59 
 .47 .71 
 .75 ].14 .87 1.32 1.38 2.09
 

Non-Alcoholic
 
Beverages .30 .41 .42 
 .58 .84 1.17 .88 1.22 1.81 
 2.52
 

TOTAL $6.10 $9.70 
 $8.68 $13.75 $15.77 $24.90 
 $17.16 $26.93 
 $31.95 $51.12
 

Source: =amtu ienral,."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 unemployed. Underemployment in Sainto Domingo was
 
estimated at 50 percent. Rural underemployment 'jas 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 responsibility for the
 
children.
 

Direct transfers, most probably in the form of food price
 
subsidies (food stamps, etc.) were also deemed appropriate as a short­
termi 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 proble:s 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 rpose,

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 supply 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.
 
Whi±e 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 inodifv cultural practices
 
and traditions.
 

D.l. Agricultural Production
 

Production of more nutritious foods must be obtained if major
 
nutritional impact is to be achieved. In recent years, more than 40
 
percent of the value of agricultural production haz 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 less important, in Lib. balance of trade than 
agricultural exports. GODR is making a major effort to expand 
production of food crops, at the same time it is tiking advantage 
of currently high world prices.
 

Long term trends in agricultural p; ,,duction are shown in 
Table 29. The reader iS cautioned 0,t. to puLt too iubch reliance on 
this data collection which in many cose; i.; ackno,.ledged to be 
estimates and approximations. Nevorthesos, general trends are 
probably reasonably accurate. Most 1otiC<ablv, per capita food 
production would appear to have dzcreaz;ed over the last 15 years. 
This tends t.o be confirmed by increasus i,, nood itiported. Table 30 

reorders the. data fur some of the crops ac.ording to rate of 
increase of production. Of the basic food ,:lops, only paddy rice 
productioni has increased faster than t.he populataion in this time span. 
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Table 29
 

DOMINICAN REPUIBLIC: Production of Selected Agricultural Comn'odities,
 
Production Aggregatns and Indices, 1957-59 Average and Annual 1969-73
 

Average Estimated 
1957-59 . 1969 1970 1971 1972 1973 

A. Production 	 Thousands of Metric 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 87 91 95 97 
Sugarcane 7,621 8,231 9,500 10,200 i0,463 10,600 

Tobacco 22 22 23 23 28 30 

Peanuts, in shell 57 73 75 77 83 N/A 

Bananas 257 267 275 286 290 310 
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. Aggregates of Production (Constant Values) Miliions 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.r 
Total food 130.1 159.0 165.5 173.5 184.2 179. 

C. Indices of Production
 

Crops 100 122 124 127 137 130
 
Livestock ].00 122 130 139 151 158
 
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 I8
 
Index of population
 
1958 population =
 
2,834,300 	 100 139.3 143.4 147.7 152.0 156.
 

1/ Data 	 for coffee and cacao beans refer to the marketing years beginnin 
in the indicated calendar years, even though most of the harvest occw
 
between January 1 and the end of the marketing year
 

Source: 	 CODR, USAID/ DR Industry contacts, and U.S. Agricultural Attach&
 
estimates based on official and unofficial information.
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-------- ---------------------------------------------------

Table 30
 

CHANGES IN PRODUCTION OF VARICUS CROPS IN THE DOMINICAN 
 EPUBLIC 

Food Production (000 MT) Percent
 
1957-1959 1973 Change
 

Potatoes 
 5 26 +420.00
 

Pork 
 7 17 +142.86
 

Beef and Veal 
 22 39 + 77.27
 

Rice (paddy) 
 109 177' 62.38 *
 

Milk 
 228 
 330 '46.05
 

Means (dry) 22 32 45.45
 

Coffee 
 33 46 39.39
 

Sugar Cane 
 7,621 10,600 39.09
 

Cassava (Yucca) 150 205 36.66
 

Tobacco 
 22 30 36.66
 

Bananas 
 257 310 20.62
 

Sweet Potato 81 97 
 19.75
 

Peanuts (in shell) 	 57 
 67 17.54
 

Corn (shelled) 
 48 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'Attach6.
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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.
 

Ifore recent trends are shown in Table 31. In the four years
 
from 1971 to 1974, there were 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. Sunmmary 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:
 

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

7/ Agriculture Sector Assessment.
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TABLE 31
 

DOMINICAN REPUBLIC: Agricultural Produ.,... &LvL 
.-:ected.Crops
 
Calendar Years 1 971-74 
 in metric tuns
 

Rice, paddy 

Corn 

Peanuts 

Sugarcane 

-Sugar 

Coffee l/ 

Cacao Beans I/ 

Tobacco 

Poultry 

Beef 


Pork 

Milk 


Garlic 

Pumpkin 

Sweet Potatoes 


Onions 

Pigeon Peas 

Bananas 

Beans, dry 


Yans 

Potatoes 


Pineapple 

Plantains 

Grain Sorghum 

Yucca 


1971 (revised) 


207,000 

47,000 

77,000 


10,200,000 

1,210,000 


46,500 

26,000 


23,000 

24,883 

33,000 


12,000 

304,300 


4,000 

1,900 


91,000 


10,000 

26,000 


286,000 

23,000 


25,000 

24,000 


5,000 

558,600 

16,000 


184,000 


1972 (revised) 


200,000 

50,000 

81,500 


10,463,000 

1,255,000 


46,000 

41,500 


28,400 

25,091 

36,700 


16,000 

315,000 


5,000 

2,000 


95,000 


11,000 

37,600 


290,000 

30,000 


27,000 

25,000 


5,000 

581,000 

26,000 


195,000 


1973 (estimated) 


177,000 

40,000 

81,700 


10,61,0,000 

1,300,00 


46,0-0 

25,695 


30,000 

31,026 

39,000 


17,000 

330,000 


5,000 

2,200 


97,000 


12,000 

41,300 


310,000 

32,000 


2C 000 

26,000 


5,500 

600,000 

30,000 


205,000 


1974(forecast)
 

193,000
 
40,000
 
82,000
 

11,475,000
 
1,400,000
 

48,000
 
42,000
 

31,000
 
32,659
 
40,000
 

18,000
 
340,000
 

6,000
 
2,400
 

100,000
 

13,000
 
47,000
 

31.5,000
 
34,000
 

31,000
 
27,000
 

6,000
 
615,000
 
34,000
 

215,000
 

l/ In crop years, Oct. 1 - Sept. 30.
 

Source: 
 Secretariat of Agriculture, Agricflriral Bank, USAID, local trade contacts, and
 
U.S. Agricultural Attach 
estimates based thereon.
 



Table 32 

..Potential Increase in Supply of Selected Foods l/ 
(Metric Tons) 

Production Increasing Yield Theoretical 

Using Ilost Further by Applying Optimum with 
Productive Available "ech-nology Existing 

Corimodity Actual Land 2/ Available in D. 1. Technoloy 

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 1.04,038 156,057 469,732 597,693 

l/ Land Area Constant.
 

2/ Adjusted for transfer of most suitable lands to these crops,
 
The increase
substituting for less suitable lands now in production. 


of 50 percent yield was set arbitrarily after consultation with FAO
 

officials and other agricultural experts.
 

Source: Preliminary Data, Food and Agriculture Organization
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Land -- With some exceptions, almost the entire agriculturaJliy

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 
firms
 
are operated by their owners. A series of Agrarian iReform laws were 
promulgated in 1972 and currently the Agrarian Reform is proceeding 
slowly. Increases in production are possible through the of newuse 
technology, more intensive farming, more efficient land 
use and use
 
of suitable lands for the best pbssible 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 achinery -- Agricultural machinery is not 
present­
ly available to the small farmer but could be made available through
 
a 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 5nd much technical assistance and credit supervision of small. 
tLiriners. 

Increase in Production
 

iice -- rhere will be .n significaint governimental effort to in­
:reaso rice prdu .t n. Additionn.1 irrigal-ed a,,nd:;reso,.rchand pro­
grams t,, develop tiew varieties of rice for the !-omi.nican Republic 
are f.ictors fvoring incioa.sed 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 beneficial to consuners than some
 
other crops.
 

Fish -- Dried codfish has been one of tai 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 made it unsafe except near its source of
 
supply. Fishing potential in the Pjminican 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 produde 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 throui
 
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 farm. 
 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 farmer
 
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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FARkI 

Table 33 

USES OF PRODUCTION OF VARIOUS 

(7) 

CROPS 

Produ 

Rice 

Corn 

Beans 

Plantains 

Cassava 

Sweet Potatoes 

home 
Consumption 

3.5 

7.0 

6.3 

21.7 

45.8 

29.1 

Animal 
Consumption 

-

6.0 

-

-

1.7 

2.8 

Seeds 

1.9 

1.5 

2.2 

-

-

-

Pa)ment
in Goods 

1.7 

.3 

0.1 

0.1 

0.3 

-

Sales 

91.9 

79.9 

90.9 

78.0 

51.4 

67.4 

Stock 

1.0 

3.8 

0.3 

-

Other 

-

1.5 

0.1 

0.3 

0.7 

0.5 

,urce: "SLA Lstudio sobre Lousuno," December, 1973 



TABLE 34
 

GROSS 4ARGINS OF COMMERCIALIZATION OF PRINCIPAL
 
AGRICULTURAL PRODUCTS
 

Product Unit 1960 1970 1971 1972
 

Sweet Potato 100 lbs. 62 131 107 110 
Potato " " 113 62 64 100 
Yucca " " 108 82 169 143 
Yautla " " 98 75 98 100 
Name " " 85 58 89 92 
Beans (kidney) " " 43 75 58 44 
Garlic " " 195 106 101 94 
Onion " " 116 114 79 128 
Pigeon Peas " 96 137 313 462 
Tomatoe " " 160 389 143 147 
Cabbage " " 96 236 242 109 
Avocado Thousand 230 226 613 454 
Banana Dozen 142 136 121 148 
Oranges " 94 140 287 365 
Oranges (cooking) " 438 376 560 414 
Plantain Unit 63 11 42 65 

Fruits & Vegetables
 
Weighted Average * 93 90 123 131 

Beef Pound 33 63 62 70
 
Pork " 64 88 96 94
 
Crabmeat 51 67 96 91
 
Fish 124 187 202 233
 
Chicken 52 45 55 61
 

Beef and Chicken
 
Weighted Average * 47 65 70 77
 

Fresh Milk Quarter 81 102 92 100 
Eggs One 56 70 63 38 

Eggs and Milk
 
Weighted Average € 75 94 85 84
 

Total Weighted Average * 70 80 94 99 

The above products have been weighted according to the average assigned
 
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 Aropecuarios, Santo Domingo, 1973.
 

123
 



There is a wide variation in prices from 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 also major seasonal
 
variations in food prices.
 

The Dominican Assessmnent team was handicalpedin its analytical 
tasks because adequate marketing information was unavailable. Only
 
this year, was radio broadcasting of market information initiated.
 
Prices however were current prices. There is no sv-tz-m for estimating
 
future average prices. INESPRE, lacking food stock information,
 
makes imporT purchases on the basis of crude estimates. INESPRE
 
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 iniormat-ion on crop yields and
 
market prices is needed. Price stabilization is also needed.
 

The distribution of staples is not syst-iinatized 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 trucke who in turn sll, often 
through several levels of intermediaries,- to retailers, who are 
usually located within walking distanr.e 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 who offers a wide variety
 
of goods may deal personally with 20 to 25 suppliers daily. In each
 

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

9/ The "Asociacidn de Almacenistas Importadores" and the
 
"Asociaci~n de Mayoristas" serve different clientele in this system
 
of intermediaries.
 

124
 



pICCIS FOR18YLSi .3 REGIONS 

Supermarkets 

Nat ionsl National Supermarkets 

Item District Cibao Northern Eastern Southwesteru District Santiago 

1. Rice $0..'6/lb. $0.22/lb. $0.23/lb. $0.23/Lb. 0./. $0.24/lb. $0.20/lb. 

2. Oatmeal $0.34/14 oz. $0.31/14 oz. 

3. Spaghetti $0.38 $0.30 $0.39 $0.21 $0.30 $0.33 $0.33 

4. Bread $0.35 loaf $0.05 roll $6.05 toll $0.05 roll $0.05 roll $0.35 loaf $0.35 loaf 

S. csaava $0.12 lb. $0.08 $0.10 $0.09 $0.20 lb. 

6. Potatoes $0.14 lb. $0.10 lb. $0.07 lb. 

7. Sweet Potatoes $0.10 lb. $0.19 lb. 

6. lupar - White $0.55/5 lbs. $0.11 lb. $0.10 lb. $0.10 lb. $0.12 lb. fO.54/5 lb.. $0.52/5 lbs. 

9. Sugar - Erov $0.09 lb. $0.08 lb. $0.10 lb. $0.08 lb. $U.U8 lb. $0.08 lb. $0.08 lb. 

10. Pinto Deans $D.30 lb. $0.27 lb. $0.25 lb. $0.24 lb. S0.30 lb. $0.32 lb. $0.44 lb. 

11. Black Deana $0.35 lb. $0.26 lb. $0.28 lb. 

12. Plantain $0.05 as. $0.04 as. $0.04 ma. $0.05 a. $0.07 ca. $0.06 lb. $0.03 as. 

13. Tomatoes $0.20 lb. $0.17 lb. $0.17 lb. 

14. heat $1.22 lb. $1.24 lb. 

15. Poultry $0.57 lb. $0.79 lb. 

10. Ega $0.89 doz. $0.08 a. $0.07 *a. $0.08 ca. $0.06 a. $0.89 doz. $0.67 doz. 

17. Codfish 
$1.69 lb. ,1.45 lb. 

18, past. milk $0.28 ltr. $0.31 Itr $0.30 ltr. 

19. RAW milk 

20. Whole Powder Hilk $1.47 lb. $1.53 lb. 

21. Peanut Oil $9.50/lb lba. $1.24/lb. $1.15 Its. $1.12 ltr. $1.07 Itr. $9.93/15 lba. 

22. Salt $0.05 lb. $0.05. lb. $0.05 lb. 

23. Coffee $0.85 lb. $0.80 lb. 

24. Tomato Pasta $0.91 kilo $0.94 kilo $0.88 kilo 

25. PEum $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. ?iLta Hlora& $0.15 $0.15 $0.4 $0.15 $0.19 $0.15 

28. Kataup $0.50 $0.49 $0.45 

29. 118yonnaima $1.35/16 oz. $1.34/16 oz. $1.25/16 oz. 

30. Cend. rlilk $0.25/6 oz. $0.22 $0.20 $0.21 $0.24 $0.25/6 as. $0.20/6 or. 

31. Neatle Quick $1.45/16 oz. $1.45/16 oz. $1.45/16 oz. 

32. Sobrino Chocolate $0.85/16 as. $0.85/16 oz. $0.79/16 at. 

33. butter $3.49/5 lbs. $4.19/5 lba. $4.0915 lbs. 

34. Vegetable Soup $0.28 $0.28 $0.26 

35 Cracker. $3.55/3-1/2 lb.. $3.6513-1/2 lbs. $3.89/3-1/2 ILL. 

36. Salchich6n $0.83 lb. $0.76 lb. $1.00 lb. $0.58 lb. $0.77 lb. 

37. Salami $1.08 lb. $1.19 lb. $0.95 lb. 

39. Red Onions $0.18 lbi $0.22 lb. $0.18 lb. 

A0. Carlic Sn.25 lb. $0.29 lb. $0.9 lb. 

41. Canne. Fish (S.27) $0.21 $0.23 ($n.12) 

S(#8JWE Peace Corps Volunteer Survey, July 1974. 

June 1974 
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Table 36 

FOOD PROCESSING COMPAh.,£S IN THE DOMINICAN REPUBLIC 

Type 1967 
(a) 

1969 
(b) 

1972 
(b) 

Meat Products 
Pasteurized Milk 
Ice Cream 
Butter and Cheese 
Other Milk Products 
Margarine & Vegetable Facts 
Edible Oil 
.,heat Mills 
Corn Mills 
Bakeries 
Spaguettis,etc. 
Sugar Mills 
Candies 
Chocolate 
Rice Mills 
Fruit Preserves 
Fruit Juices 
Tomate Sauce 
Coffee 
Toasted Ground Coffee 
Rum Distilleries 
Breweries 
Non-Alcoholic Beverages 
Vinegar 
Salt 

6 
3 

14 
23 
-
1 
2 
1 
1 

330 
5 

16 
22 
6 

43 
2 
2 
3 

34 
5 
9 
2 
5 
3 

18 
3 

22 
30 

2 
2 
2 
1 
2 

367 
6 

16 
37 
13 
53 
3 
3 
4 

35 
11 
9 
2 

11 
12 

11 
5 
14 
32 

1 
3 
6 
1 
2 

216 
5 
16 
23 
8 
44 
1 
5 
3 

40 
2 
9 
2 
6 
6 
2 

a) Source: 
b) Source: 

Nutrition Survey of the Dominican Republic 
Oficina Nacional de Estadistica. 
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case, he must inspect oerchandise, negotiate prices, and arrange for
 
transportation to his place of business. 
At the same time, the 
average purchase of the consumer for non-staple items is very small 
and prices to individual customers are high to insure profit. Pro­
cedures for more efficient distribution and reduced handl.ng of foods 
would reduce loss-e.s and permit the possibility of reduced prices.
 

K4ESi E hPRE a storage system, mostly for cereals and crops

easily stored. The (;overnment has not actively encouraged 
 the private
sector to invest in storage facilities. Nevertheless there is a fair
 
amount of speculnti-e .. toring, which has resulted in punitive action
 
by the (;overnment. This too has discouraged the development of a

rationl 
 and mcderu system of marketing and distribution. INESPRE is 
currently increasingl, storage facilities and is tow storing garlic,

onion, zind potatnc's. Guaranteed prices of garlic and onions have
 
bcen so high -isto encourage an excess production. Losses in INESPRE 
storige have thus been high and consumers have not benefitted. 

a1ost food in the Dominican diet is not processed by the food 
industry. Other than sugar, coffee, cacao and tobacco and a few 
specialty prcducts, 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 no . 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

forti fication. Such fortification could be directed toward specific
deficiencies (e.g., salt with iodine to 
reduce goiter, flour with

vitamin A t, reduce deficiency blindness, and iron for iron deficiency
anemia), or _,ith protein supplements in the case of rice and wheat
 
prod uct,.
 

F. DISCUSS1ON OF PROGRAM POSSIBILITIES 

F.1. lntroduction 

The Supplementary feeding programs in the D. R. consist of a 
series of. food supple aent programs administered by three U. S. volun­
tary agencies usin'g Pl, 480 itle 11 foods primarily, a GODR fresh 
milk distribution program, and a GOR subsidized food program, both 
raw and prepared in co:munal cafeterias. Total efforts are estimated 
to reach about 12 percent of the population. Appendix III diiscusses 
these programs in nmre detail. These programs do not make the most,
nutritionally, of the opportunities provided. Furthermore, the most 
important group, expectant iothers, 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 fector.
 

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: increasing 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 difficult 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 school feeding program. Food sup­
plements are not now achieving their maximum nutritional impact.
 
A number of factors are taken into accotnt 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. Additional sums, well-directed,
 
could have a substantial nutritional consequence for the country.
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Table 37 

quantity and Cost of Dietary Supplement * 

Number of Cost
 
Beneficiaries Quantity of Food Per Year
 

Age (000) Tons/4onth 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)
 

Total 	Product Cost $4,362
 
Distribution & Profit
 

Margin 	 $1,0^
 

(a) At US$0.50/Kg.; Caloric Density - 500 Cal/lO0 grams.
 

(b) At US$0.30/Kg.; Caloric Density = 400 Cal/lO0 grams.
 

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

Source: 	 Rutman, M. "Alimentos para el Primer Perlodo de Vida."
 
kugust 1974.
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Table 38
 

Bud9et for Market Research
 

Study of Consumer Preferences, 
Infant Food 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 2000 

Sub-Total $14,000
 

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

Taste Panel 
 $ 3,000
 

In-Home Panel - 500 Interviews
 
at $15.00/Interview 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 Media 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 local ly-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 nutritioual 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 cam-,paign 
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 more emphasis.S on the 
importance of breast feeding, both during the pre- and post-natal 
care periods. Comnnercially prepared formulas in maternity hospitals 
should not be routinely supplied unless there is reasonable expectation 
that they can be continued. infant 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/lb.). 

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. Furthermore, consideration of this alternative should 
not become an excuse for not paying more attention to food products 
which 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 go 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. ,nd pragnatically-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 be 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 ani rural areas, for ex­
ample, by offering food stamps to b presentea at local markets
 
(colmados) to obtain the prodluct.m' Other distribution syctems to 
be considered are: (1) SANAR and CURAR, (2) the milita-'y distribu­
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 ±ar the pregnant women (see Table 37), and 50 percent of that
 
additionally recomended 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 of six iLiiliaonLh. for two food chemists;
 
$36,500 for market research as expla.i'..:d in TaDLe 38; $100,000 for
 
costs of media promotion during two years; $45,000 for non-media
 
promotion for ti..wo and $10,000 for evaluation and product con­years; 

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 III).
 

10/ "Alimentos para el Primer Pertodo de Vida", Dominican
 
Health Sector Assessment
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Table 40 

PER CAPITA DAILY CONSUMPTION OF STAPLE FOODS BY SELECTED INCOME GROUPS 

FOOD 
-A-* S 0 C 1 0 - E C 0 N 0 M I-F-* C G R O U P

-j -
S F/A ;: JiA, : 

Lowest Income Bracket 
Represents 4% of Pop. 
(Less than $5/mo.) 

8.5% of Pop. 
($25-$30/mo.) 

Highest lncome Bracket 
Represents 5% of Pop. 
(More than $200/mo.) 

Rice (a) 100 188 162 1.85 1.02 

Pastas (a) 8 9 24 1.13 3.09 

Bread (b) 0.64 1.82 1.11 2,84 1.73 

Sugar (b) 0.15 0.57 2.12 3.80 14.10 

Salt (a) 12 17 23 1.4. 1.35 

Coffee (a) 2 17 17 6 8.5 

(a) in grams
 

(b) in units
 

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

• The relationship between the consumers 
of groups F and J with respect to A serves to establish
the effects of fortification. in reviewing F/A, the pastas and salt are the best vehicles for
distribution and the worse is coffee. 
Group F consumes 6 times more coffee 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. Labeling and control laws do not exist and the consumer 
has only the assurance of the prbducer 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 relatively high. See Table 40.
 

The 1969 Nutritional Surveyl- 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 Lhe 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 type, 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 determnine 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. 11.et.ail. "Nutritional Status of Middle and
 
Low Income Groups in the Dominican Republic," Archivos Latinoameri­
canos de Nutrici6n. Vol. 22, Nmero Especia'.. 
 (July 1972) 'fable 31.
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Table 41 

PROGRAM FOR VITAMIN AND MINERAL FORTIFICATION OF SELECTED FOODS STAPLES
 

(In Thousands of Dollars)
 

COSTS
YEAR 


1975 	 Technical Assistance for the
 
Identification and Fortification
 

50
Programs 


1976 Cost of Vitamin/Mineral Mixture*
 
1,232
Product Control 


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


1978 Cost of Vitamin/Mineral Mixture*
 
-1,232
Product Control 


.1979 Cost of Vitamin/Mineral Mixture*
 
1,232
Product Control 


Assumes that medium costs for tortirication mixture are used..
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A SAMPLE NUTRITION UNIT STAFFING PATTERN
 

In RD$
 
Number Salark'erson Total Requirement
 

Needed Position Month Year Per Year
 

I 	 Director - Dominican,
 
with proven capacity
 
in applied nutrition 750 D,000 000
 

I 	 Administrative Officer 500 5,000 000
 

1. 	 Nutritionist (as Head
 
of Applied Nutrition Div.) 700 &,40d 400
 

A1 	 Nutritionist/
 
Dietitian 650 7,800 800
 

A-	 Agro-Economist 650 7,800 BOO
 

A 	 Marketing Specialist 650 7,800 BOO
 

I 	 Medical Doctor with
 
training in MaternalL 
Child Health and 
Nutrition 700 8,400 iQO 

A 	 Statisticicn 500 6,000 000 

I 	 Economist 650 7,800 800
 

I 	 Information Officer
 
(editorials & reports 500 6,000 6,000
 

4 Secretarie 	 250/ 3,000 12,000
 
275
 

Sub-Total 87,000
 
Overhead at 30 perce 26,000


113,000
 

I 	 Full-Time Advisor 25,000
 
(Contracted for 5 yearE +5,000
 

+ 50% 45,000
 

TOTAL $158,000
 

Complementary agricultural activities are discussed in the.
 

USAID/DR Agricultural Sector Assessment, 19-, 

SOURCE: Estimated by USAID/$TA'?.
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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 focus 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 Nutrition 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; distribution;
 
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 importaLion
 
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, etc.
 
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 better­
nutrition-foodchain, based modernon technology is weakest at the 
point of the inte-ided beneficiary. If quality is not then maintained, 
e.g. as a con,.:quence of dilution, or if hygienic standards are not
 
observed, die product coulc introduce rather more adverse than bene­
ficial effects. 1..ere living conditions are poor -- inadequate 
housing, primitive conditions of.food preparation -- !.'ere is no 
basis for issunitig 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" factrs into account
 
in considering trchnologically-advanced solutions. 
 The first is
 
realisticallyjudg;ing 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 severe. W1ile there is a definite place
 
for such solutions, impact -- particularly in the short and inter­
mediate term is 
likely to be limited -- and, optimally, such solu­
tions 
should be applied under controlled conditions.
 

This leads to the question of how to control conditions. In
 
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 self-control of the last persons in the better­
nutrition-food chaia.
 

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 indeed improve nutri­
tion generally. In 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 high and 
costly and the GODR, with its central purchasing, has to compete in 
the world market: where widespread food scarcity prev.ilis. The Gov­
ernment is now encouraging greater production of both crops: but has 
not allocated sufficient foreign exchange and bud 6 ;et'.ry allocsents to 
import enough hiiglh-yielding seed. Whfiile foreign e::change And budget
income, per se, are not a constraint, the necessary allocations have 
not been forthcoming. For example, $900 thousand a,.s estimated as 
the requirement to purchase improved bean seed. ,;200 thousand was 
al located. the consequence will be reduced production of high­
yielding bean v irietics. There will be need for siubstantiat foreign 
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excha ge expenditures if current food requirements are to be met. 
Furthermore, there is no increased 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 inavailable the country­
side which cin be 
 used. For example, bananas are widely-produced,
but more for income than for consumption. The nutritionally poor
plantain is uidely-consumed greeti where produced. Citrus fruits are
usually plentiful, but frequently rot on the ground. There could 
be ach more extensive growing of tree crops, e.g. avocado 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. Growinng 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, .7ould have greater potential application and practical

benefit in the countryside than in the cities.
 

What is clear is that the problem of identificatio, of food
 
production priorities from the nutritional viewpoint -- except for
 
rice and beans -- is 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 number 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
 
inntters little if availability is increased while patterns of
 
acceptability do not change. Integral 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 esseutial 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-govern-nental leadership? Where
 
does nutritional improvement figure among goverrmntal 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 and 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 interest 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 ntitrition and in health. To have programs
 
that "do good" does not necessarily 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 financial resources. He must take steps which
 
will mobilize public opinion 
-- among the medical fraternity and
 
among the public generally.
 

How? First, 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 Nutritioa 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
 
CDR can do about it. There is considerable doubt that a central
 
coui.1 r-ould 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 establishing, 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 if 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 gro-p; that malnutrition

seriously impairs the physical and mental growth of 
those individuals
who s.ffer from it, thus seriously limiting their capacity to 
enjoy
a meaningful and useful life; and, that malnutrition exeLts 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 =nd concern. 
An adequate level
of nutrition for all of the Dominican people would be more 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 of 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 its
 
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 HEALTH SERVICES
 

Personal health services are those services popularly referred to
 
as medical services. They may 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 Or HEALTH SERVICES 

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 (CEA), at RD$1.09 per person per year are more rudimentary than
 
those provided by the IDSS. 

Perhaps the most appropriate indicator of 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 (AP), a private
 
charitable institution which provides almost a half million consultations
 
per year, 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. It 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
 
AND ESTIMATED TARGET POPULATION
 

Per Capita
 

Allocation of Financial Estimated Expenditures

nstitution. Resources Target Population RD$ Per Year
 

Amunt 7. 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 44.67
 

Sugar Council 380,292 .4 350,000 7.7 1.)
 
(CEA)
 

Other Government 12,396,927 11.6
 

Private Sector 54,000,000 50.6 775,598 17.0
 

TOTAL 106,786,051 .100 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 Dominican population. 

The use of outpatient and hospital services by the target 
population of two institutions are shown in Table 44. Information 
regarding the average numter of consultations sought per person per 
year should he available in the future from the "Diagnos" survey, but 
tabulations are not 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 belo. optimal levels. 

Access haclV of ready access to medical services is a principal
 
reason why the Jatter 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 m.rternit-, 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 
travel. Average travel costs for these public outpatient services 
varied from RD$0.12 to RD$1.29. 

The total time required for outpatient services, including travel 
and waiting, varied from one hour and 17 minutes to 4 hours and 5 minutes.
 
Usually, 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 study 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 ,ercent of the rural population
 
were below the poverty line. The patieit 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
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Table 44 

SOME EST'IMATED UTILIZATION DATA OF SESPAS AND IDSS 
1973 

Secretariat Social 
of Health Security 

SESPAS IDSS 

Estimated 1974 Target Population 3,118,825 192,918 

Outpatient Consultations, 1973 2,090,957 1,173, 184 

Outpatient Consultations per Person per year .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 .. 15 

Source: Dominican Assessment "Diagnostico". 
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TAILZ 43 

Sam LVDDVT 1U 1v SAT7ATT Sr Z t? =CAa an"CSTS I u 
(Sad. Da.. t- ?Prentbesi) 

J VOCIS ?DuTf SUXIM SYICU AVILA= MI1Un IU MXVMUTI 
II0TI0 TAflumS 	 m AmLPATINT 

.sMr or F.titst ., 
Paytn for Tra.porcattos a) A Tra.

Total
Ters2. IIsLtLa
TI.. Ioft 8 


____________H. _ toaM t !. TI se_ 	 Cn *n.,, Co b)Tot 	 Tk-

SZS?AZ: 
General awplt*1
 

o.tpotieat 121 96 25 3:24 a... 0:28 3,44 3:49 57 1.22 0.61
 
(1.15) (0:17) (1,29) (1.37) (0.1) (0.38) 

IptLent 22 22 0 7:39 a.a. 1:16 056 2:09 1.5 1.50 
Urbn (2:10) 2:01) (1:28) (1:22) (1.22) (1.75)
 

Naterulty hospltal
 
Outvaumst 15 104 c) I ') 3:54 a.m. Ot,3 3:28 4:03 Lot 1.42 "1.24 

(1:24) (0:34) (0:47) (0;51) (1.02) (0.82)
Iptient 7 75 0 5:43 p.w. 03A 0,37 1:2) 95 2.11 1.77 

Urban 	 M5:32) (0:43) (0:51) (1:16) (0.93) (0.75)
 
Pediatric 8ospLtal

O.Cpscleat 7 30 7:34 a.m. 0334 1,M7 2:35 74 1.57 1.29 
(1:38) (0:42) (0:43) (1:00) 	 (1.40) (I.1O) 

IptLat 	 53 2 29 3,43 a.1. h14 3:59 2:30 47 2.3 2.23 
Urban _____________ (2:34) (:3 3) (2-14j (0.611 0.5 

leath Subco.ter A
 
O.tpatet.t s0 3 25 7;24 a... 0:25 2:01 2:25 3 1.35 0.12
 
jM0,urbn. (|1:).. (0:59) (2.11)
"- (0,0) (0:36) (0.511
 

5,.31: S.LCr5,: '
 
0. t pst lo. 40 30 10 S;O0 a.. 0:58 1:31 2;26 U. 0.40 0.16 

S.!- (0________8___ ----- (0-4 .....AJ 06
 
Imato %. -07ntr
C 

k-0toL., 37 18 18 8:35 .. a. 0,60 0:34 lsl7 18 0.56 0.38 

'.l.: 'b - . . ( )** .itw .... L43) (1 .0-71) . 40.36)
 
Nal~r Clinic A
 

Outpa.tLsat 17 10 7 810) a.u. 1:12 1:13 2.28 8 0.42 0.25 

local CIrstc (l:t. (1:tQ) (A 71 (1 M 	 (0.22) (,.273Mutol Clinic a 

47 30 17 7:100... 0:35 3:12 !::7 22 0.51 0.20 

-_____(3:20) (0:44) (1:2 4...iI2.0.11) (0.24) 

IDMl
 
Poly nic 78 66 L2 7:35 a... 030 113 2:02 52 0.36 0.40
 
Uran (1:16) (0:42) (0:37) (1:10) (0.20) (0.20)
 

C nrl Hospital
 
Outpatieot 68 31 37 7,29 a... 1:10 1:3b 215b 36 1.74 0.81
 

(1:29) (0:35) 1':0?) (1,215) 	 (1.72) (0.653)
Inp.Otit 44 14 1. 27O 	 3) 4.330 7:21 1:16 2:56 d) 3.15 

I~r~on(2:1 (2:4) 1:7~ 3J4J (2.01) (1.41) 

MAS 
Outpatient 8 34 33 6,01 a... 0:43 3:44 39 0.76233 0.38
 

Urbam (3,37) (0:40) (0:38) (1:16) (0.01) (0.62)
 

SMMlCX: St-dY On CoumpWt~om of 11salth 5wrvices.
 
a) Anonats lor those bo paid sot of pocket traomprotation casts.
 
b) Averaso f(r o.1 Perams.
 
c) Includes post natal cogs for 1tent.
 
8) Costs subsidized by DSS for travel to hospltal for Lopattt care.
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charges a flat fee of RD$1.O0 for every patient visit. This fee
 
covers both the physician visit and any medication prescribed. Physi­
cians in this ambulatory care center see up to 300 patients daily.
 

I Indirect costs 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 ne is sick, because no other family members are available 
to stay with them. The most effective public transportation ovstem in 
t'e Dominican Republic is the collective taxi system. Prices are so 
high relative to ":he income of rost families as to put this Service 
beyond the reachi of much of the population, According to the director 
of a pediatric hospital, there was an immediate 30 percent drop in the 
number of outpatient visits to the hospital the day aftel the price of 
the collective taxi 're was increased bv an average 2 to '25 percent. 

B. THE SYSTP" FOR SERVICE DELIVERY 

The Secretariat of Public Health and Social Assistalce (SESPAS)
 
is the main governmental 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 who are not eligible for services from other entities 
and are unable to afford private care. These peonle pay the SESPAS 
physician an extra fee in p.iblic 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 only 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 physiciat 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 population by IDSS is limited because most workers areexcluded by law or in piactice Family members are 
excluded, except

for hospital care at 
birth for legal. wives. Given the society's
prevalence of consenual unions, this policy effectively excludes

prenatal and postnatal care for many families.
 

The services of tIhe Dominican Social Security Institute areorganized nt.o four zones. Each has least one modern hospital,zone at 
which serves as the referral point for more complicated medical problemsin the zone. In addition, each zone has at least one intermediate
level ambulitory care facility for outpatient consul tations. There are
small consultation offices throughout each zone. These are staffedwith practical nurses (mostly male) who functi-'n with very little

medical supervision. Some are staffed bv medical 
 students, particularly
in the urban areas, Many have no training. These small facilities
provide basic first aid and some other primary care survices 

A large hospital, 
located in Santo Domingo, receives the specialty

cases from all zones. 
 'ost of the human resources (40 percent physicians)
are concentrated in this one hospital alone. 
The health facilities of
IDSS usually offer services for only four hours per day, five days a

week. 
Most are open 24 hours daily for emergency care,
 

Although the P)SS system is relatively well-endowed with buildings,
personnel, equipment, 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 hoursper day), the 1 ck jf physician accountability for the hours worked, thelack 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 Santo Domingo.
 

Since 1.970, 
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 on its plantations. The CEA mobile
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unit program serves 12 isenios (sugar mill:;) and provides immnunizations, 
treatment of venereal disea'e, dental extractions, and some curative 
services. The use of more extensive promotion activitic. ;ind improved 
organization would offer potential for reducing the incidenc, ol crtaill 
communicable diseases such as tetanus, poliomyelitis, diphtheriia, 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
 
Government, 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 support fron the Dominican
 
Government.
 

Usii;g a combination of salaried staff and volunteers, the control
 
of malaria was 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 benefit almost exclusively from the more formal
 
system. The rural poor are served by the traditional system. The
 
comadronas Dr5cticas, or empirical midwives are a major segment of the
 
latter system. About 65 percent of the 1970 births occurred at home,
 
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 domin-tes the health sector.
 
Nearly all government-employed Llinical ,iersonnel 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 construc.ion of private faciliclos, and the
 
expansion of health insurance schemes. Little is known about these
 
private sector systems in terms of th e health needs of the pop,'lation
 
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.
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C. RESOURCES FOR PERSONAL HEALTH SERVICES
 

C 1. 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 IDSS 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 I/ for "Health and Social
 
Assistance" have shown a steady decrease from 12 
in 1968 to 10 percent
 
in 1.973 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 budgat of the Government, and
 
there was a substantial reallocation of financial resources from the
 
Secretariat to the Office of the Presidcncy, reflecting increased
 
expenditures for construction of health facilities. The Secretariat 
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.
 

jNot including the expenditures of decentralized or autonomous agencies,
 
like the IPSS, Red Cross, etc.
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Table 46 

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

1969*- 1973
 
(RD$)*
 

Total Expenses in 1 9 6 9 1 9 7 0 1 9 7 1 1 9 7 2' 1 9 7 3 
Heal th/Social

Assistance 25,613,030 29,018,580 32,328,481 33,436,436 3a2274,828 

SESPAS** 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
 
Presidency 6,810, 640 8, 132,807 8, 536, 065 10, 366, 648 12, 206, 141 

Interior & Police 462,760 1,205,276 2,205,627 1,694,738 2,895,3711 
L' 

Armed Forces 1,924,344 2,117,757 2,137,910 2,640,714 2,688,393 
Foreign Relations 
 6,075 5,512 21,343 5,651 11,9-65
 

Finances 156,000 
 252,500 156,000 156,000 
 178,8-!
 

Education & Fine Arts 965,320 1,182,710 " 1,767,173 176,620 

hgriculture 58,000 ­ _ 
 _
 

'Expenditurvs from Central Budget and do not include the decentralized government agencies. 
rSESPAS expenditures do.not includ- some fund trrisferences made by StbPAS to-other governmental 

institutions such as INAPA. 

;ource: 2jecucion del Presuouesto, 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 any services in 1973. The most costreffective services for
 
those totally unprotected would certainly be those for rhe control of
 
communicable disease. Funds are concentrated in hospital and medical
 
services to 
the almost complete exclusion of "epidemic control," "TB
 
control," "health education," and "nutritional improvement." 

The Dominican Health Sector Assessment points out that the 
use of financiialI 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 availability 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 physicians 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 Aut6noma 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
 

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

: 71, VAZTE N.URSES, AN) NURSI;G 
1.,C30 :"CI'LATION, PEP COUNTRY 

AUXILIARIES 

Year 

PLYSICIANS 

:zbcr Ratio . Yar 

LtZI;S 

,urLer T. io Year 

(rRPZLATh.NURSS 

Lu,cr Ratio 

____ 

Year 

AUXI1LIA1RS 

Number Rlatio 

Argentina 

Chie 

ColoicEIa 

Costa .ic& 

Domilcan Pepubhic 

1972 49,950 20.9 

1973 5,572 5., 

1972 10,37 4.& 

1973 1,323 7.0 

1974 1,75 ..JJA7-.11972 8,023 5.5 

1972 

1973 

1972 

1973 

1972 

1972 

13,300 

3,875 

3,26 

263 

siC 

2,542 

5.C 

3.8 

1.5 

1.4 

1.2 

1.8 

1972 

1973 

M72 

1973 

1972 

1972 

14,621 

2,324 

2,700 

870 

317 

5,040 

6.1 

2.3 

1.2 

4.6 

0.7 

3,5 

I 

1972 

1973 

1972 

1973 

1972 

1072 

23,850 

19,527 

14,990 

3,180 

3,012 

11,357 

10.0 

18.9 

6.7 

16.8 

7.0 

7.9 

SOURCE: health CamdItions In the Americas, 1969J-1972. 

;t.aa from 1974 Munn and Physical Fesources 

p. 22C. 

Survey. 
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three for South America and four for North America. As in other
 
countries there appears 
to be little progress in increasing the dentist
 
to population ratio. Although many mecanicos (empirical dental workers)
 
extract teeth, the use of dental auxiliharies ,isotherwise virtually
 
non existent.
 

There are 317 graduate nurses. (RN's) in the country, the lowest
 
per capita ratio in the Americas. In 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 auxil.iarv 
personnel.

As a result of the scarcity of graduate nurses, the imjority 
 of 
auxiliary nurses work with no supervision. Nursii school enrollment has
 
gone down in recent years due to lack of appropriate career potential

for nurses A nursing curriculum is to be created at the level of a
 
technical high school diploma. 
 lts graduates, if appropriately 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 specialty practice in 
areas other than
 
pediatrics, obstetrics, and gynecology. 
Only four petcent 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 employed in the private
 
sector. Those physicians who are officially employed 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 personnel,
 
it would seem more reasonable to encourage the production of these types
 
of health workers rather than more costly physicians.
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TABL: 48
 

Distribution of Medical Facilities in the
 
Dominican Republic
 

Secretariat 
of Health IDSS Private Other Total 

Region I 

Hospitals & Clinics 
Outpatient Facilities ] 

15 
31 

5 

36 
98 

142 
8 

14 
127 

223 

Region 1I
 

lospitals & Clinics 11 3 39 
 2 55
 
Outpatictnt Facilities 44 
 i6 47 4 111
 

legion Iii
 

Hospitals & Clinics 11 
 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
 

Total 
 02 91 33
483 809
 

Source: Survey of Physical Resources
 

1)Health Centers, Subcenters, Medical Dispensaries, Consultation Rooms
 
(consultorios), 'Polyclinics, 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- b physicians daily in Government health institu­
tions was only t.,o to thiree hours, rather than the scheduled four. The 
average time spent with patients was less than five minutes. 

C.3, Facilities and Eoui.pment 

The distribution of health facilitv invw.stmepts reflects the
 
same pattern as that of health personnel.. The highest concentration
 
of both hospital beds and ambulatory care facilities exists in the
 
Santo Domingo area as is shotm 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. Most of its 
hospital resources are located in the area of the capital city. This 
uneven geographical distribution adds to the inaccessilhility 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 presently operating near capacity but in general,
 
hospital bed utili.ation is low. Decisions to further increase hospital 
investment must be 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 apnroprinte 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 
effort to decrease the average length of stay in all facilities.
The *chronic 
care facilities now cost $1,807 per tuberculosis patient
discharged and $1l,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 

A growing concern 
is the limited distribution and use of medical
and pharmaceutical supplies in many parts of the country. 
Drugs are
 
imported alost entirely
primarily 

through private channels. Distribution is also 
have almost

through private channels, since public ambulatory servicesno drugs -- sometimes only
Similarly, public hospitals often 

four or five co treat all patients,
have limited drug supplies. Formulariesare not used to assure cost efficient drug prescription, and purchasing
and logistics systems are not operated to insur efficient acquisi , ionand distribution of drugs. For whatever reasons, the Secretariat ofPublic Health has not instituted a low-cost distribution system.
private sector imports m!ost The

products. Distribution is oriented primarily
to the urban areas and to the tpper income groups. 

The overall national expenditure on drugs, about 
25 million pesos
per year, exceeds the budget of the Secretatiat of Health. This wouldprovide drugs for most of 
the pressing needs of the population if more
 
equitably distributed
 

D. INSTITUTIONAL CONSTRAINTS 

D.l. General 

The Dominican Health Assessment group is highly critical oforganization 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. 
Even in 
the central offices, many employees do
not come to work. 
There is nc way of determining which employees are
officially on the payroll 
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 administrative problems demand ismediate attention if any progress

is to be made toward strengthening health care administration;
 
(a) accountalilityv, (b) logistics, and (c) information flow, control
 
and utilization.
 

Accountabili ty. lithout appropriate personnel and budgetary

accountabili-t, 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 and 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. 

Loistics. Supplies of medicaticos in particular are a serious
 
problem. in public studied in the
one facility Dominican Assessment, 
two-thirds of the medications prescribed by the physicians were not 
available in the facility. Supplies for immunizations are particularly 
scarce. One commnity physician requested 1,000 doses of measles vaccine 
from SESPAS and received 15n. Personnel interested it.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 maintenancc never reach their final destination. Visits to public
institutions reveal rundown facilities outdatedand equipment. Even 
the newer buildings have electrical and sewerage problems. Laundry
and kitchen facilities are obsolete. The latter frequenLly 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. In the Dominican Republic low priority is
 
assigned to the collection and analysis of data concerning health needs,
 
services, and resources. Symptons of this problem abound!
 

- There is nic meaningful system of epidemiological surveillance. 

- 55 percent (f the SESPAS health facilities did not report 
service statistics to the central office in 1973.
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No utilization statistics are available from the Secretariat
 
of Health's Epidemiology Division in 1972 because the person
 
in charge was ill the entire year. 

Mortalitv and morbidity data are collccted 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
 
re±ilabilitn, 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 inadequate. Death statistics could be improved by collecting
 
sample data from a number of public, 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 techniial 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 PAIIO initiated a regionalization scheme for the delivery of
 
its health services. 'Tlhe 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. 
 Each area
 
has one integrated health center or base hospital in addition to 
three
 
or four si!bcenters and five or six rural clinics. 

Regionalization has proceeded slowly. The main obstacle has
 
been the lack of adinistrative capability. The Dominican Health 
Assessment has also proposed strengthening the Secretariat's program

of regionalization. The staffing, construction and equipping of four
 
modest tegional 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 Institute 
(IDSS)
 

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

It seems unlikely that either of these alternatives are feasible 
at present. Moreover, the new initiatives in health currently under
 
consideration will constitute a strain 
on ,vailalie adoinistrative
 
capacities.
 

D,4, National Malaria Eradication Service (SNEM) 

In contrast to other agencies providing health services, this
 
organization is relatively strong. 
 The origin of SNLM datet:: from a 
1963 agreement signed by 
the GODR, the Pan American Healt Office and
 
UNICEF. The Dominican Government readily apnroved this agreement. 
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 contributed technical assistance with advisors 
and training
 
grants, The 
 Dominican Government provided substantial local support 
for program operations,
 

SNF?'s organizational structure is unique in the Dominican 
Republic. Its key feature is operational autonomy. Within its approved
yearly budget, SNEM can purchase the supplies it requires as Preded and,
 
most importantly, hire and fire its own perronnel. 

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 involved in
 
surveillance operations. The scale of SNF4I activities has declined 
writh the reduction in malaria. 
From an annua operating budget of
 
RD$1,130,000 in 1964, SNET 
has reached a level of RD$781,860 per year.

This has remained constant over the past five years. 
 In 1973 SNEM
 
employed 342 persons, 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 SNP! field personnel
 
include:
 

1. Collection of elementary demographic data.
 

2. Reporting contagious diseases.
 

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

4 Environmental sanitation activities.
 

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

This rural extension service covers some 1,407,200 inhabitants
 
located in isolated areas not 
served by any other health 3ervice.

SNEM has 4,402 volunteers within these rural communities to assist
 
in its program by distributing literature. 
The majority are local
 
school teachers and other community leaders.
 

D.5 The National Sugar Council (CEA)
 

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. SNE! 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 tha mountain areas. 
This approach

would appear to be administratively feasible and the Armed Forces have

undertaken civic action programs which have benefited rural people,

e~g., construction of rural clinics, schools, roads, etc.
 

168
 



E. ALTERNATIVES
 

The foregoing description sumnmarizes a number of factors which
 
characterize-Dominican health services. Limited resources are used to
 
provide a measure of services to a large number of Dominicans but 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 has suggested attacking
 
this problem in as rapid and direct manner as posrible. They have
 
opted for an array of cost-effective preventive medical services, and
 
for carrying these services directly to the population. The program
 
includesl (1) providing basic services to urban and rural poor people,
 
(2) strengthening the Secretariat of Health, and (3) financing programs
 
for other groups.
 

E.I. Outreach 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
 
basic 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 incoroorated into the system
 
that have demonstrated to be cost-effective 'n the basis of randomized
 
field trials in the Dominican Republic.
 

2. Personnel from local communities will he 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 be considered. The Dominican Assessment team also
 

proposes using these midwives as family planning promotors, providing 

payment per capita to replace income they might lose through decreased
 

child bearing.
 

Organization. The Dominican Assessment team has taken the 
to
philosophical position that the provision of medical ser.ices the
 

two-thirds of the nopulation 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 of a competent organization with near national coverage is the
 

Servicio Nacional de Erradicaci6n de la Malaria (SNEM1). The D.minican
 

Assessment oroup has proposed building on this organization to provide
 

services at the grass roots. The new service would be callt.d the
 

Servicio Popular de Salud (SPS).
 

The target population of the SPS is divided into four specific
 

sub groups. A different system 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
 

production. For these people there is the program of Sanitaci6n
 
Atenci6n Medica, Nutrici6n para el Area Rural, SANAR. The urban,
 
financially indigent population, estimated currently at 300,000, will
 

be served by the nrogram for Cuidado TUrbano por Medio de una Red de
 

Asistencia y Remisi6n, CURAR. The population in the sugar areas,
 

employed by large agio-industrial organizations, would be served by
 

their respective organization. This mechanism is to reach an additional
 

300,000 persons. Finally, the public service program of the Armed Forces
 
would be reouested 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.
 

S . _I. 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 volunteer workers to include
 

comunity 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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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 faculty, 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 change to 
medical education hy orienting it-to public health and outpatient
 
care. The university faculty should find the 
 proposal particularly
attractive si.nce the six existing hospitals used for teachiag are
 
totally inadequate to handle the load 
 of medical students. The
 
auxiliary personnel model would not be subject to the possible

periodic disruption of service that is to be feared in uiiiversity

based programs in Latin America. It would be more exptnsive since
 
medical students would not be paid.
 

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

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 personnel were 
used. Drugs and supplies are expected to cost approximately RD$500,000 
per year, so that the CITRAP 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 by 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 eiisting within the Secretariat:
 
human resources, physical resources, health education, and organization 
and management.
 

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

P=fP.O::OL PROPOSE 
FOR CRAR
 

T
 yp.e (Assuming 300,000 Population to Cover)
!idwives Auxilliaries 
 Primiary Care Providers Physicians (2) Other Local 
 Central 
 Total
 

-
Patio to Population 1/1000 Administration Administration
1/15,000 
 1/1000 
 1/10,000 
 1/10,000 
 NA
Number of Persons 
 200 
 20 
 300 
 30 
 150 
 5 

Span of Supervision 
 One Auxilliar-
 to 15 Midwives 
 Ten Primary Personnel per Physician

Offices 
 Comunity Peripheral 
 Peripheral 
 Peripheral 
 Peripheral 
 Santo Domingo
 

Centers 
 .Centers 
 Centers
Functions Centers
-Deliveries 
 Supervision 
 I Preventive N!edicine 

-Family Plan-

I. Supervislon 1. Auxiliaryof Midwives 2. Primary Care 
See Note (8)


of Care
ninp Promotion -MCH Care Nurses (3)
2. Referral Cam 
 2. Sweeper 

-Janitors o3. 
Records (4) 

Clerk (5)

Finan dng 
 -Fee for Service Salary at 4. Drug Clerk (6)
See Note (1)


-Capitation for 
See Note (2) Salary at (3, , Salary, (8)
$1,800/YeL 


5 6
Family Planning
 
at $2'./Year
 

Estimated Expenditures

Yearly 
 72,000 
 $36,000 
 54,000 (1) 
 180,000 (2)
3,000 201,600
432,000 20,500 $384,100


75,000 (7) 
 3,000 (car) 942,100
 

81,000
(1) 7wo i1tcrnatives are p:nosed for testing:' medical students with
expenditure of 21,tO0 per year for 30, for providing night care in 
(4) One per center at $960 per year.
 

centers, or auxilliaries paid at $1,440 (5) One per center at 51,440 per, year.
rer year.
(2) These physicians may be paid b7 the university if medical students 
(6) One per center at $1,440 per'year.
are used; otherwise, at $6,00 per year by CURAR (7) Assuming 52,500 to equip comunity supplied center;
(3) Two per center at 1,1 0 oer year (8) Director ($10,000 per Year), administrator ($9,000 per year),
-two bookkeeerA t 9 nnn ..--... 
 ---.
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Physical Resources. This group would Iwav, tli. fol [owing 
functions: 

- Planning and evaluation of the physical plant.; :nd develtp­
ing architectural standards for the const ruction and 
renovation of medical facilities.
 

- Guidance in the selection of appropriate sites for health 
facilities. 

- Guidance in the purchase of equipment. 

- Training in the appropriate use of equipment.
 

- Creation of a functional system of maintenance of buildings 
and equipment. 

Six professionals plus their staff are suggested at a yearly
 
budget of RD$65,000.
 

Health Education. The Health Education Division )f the 
Secretariat if Health is already involved in the training of prir ary 
and zsecondary school teachers in hygiene, inutrition, a-hd health, 
These activities, however, absorb all of i's time and personnel. 
It is seen necessary to develop a mass media program of health and 
nutrition education.
 

Organization and Administration. The Secretariat of Healtl: 
should develop its technical capacity for planning and designing 
health programs for the entire health sector. Unfortunately, undcer 
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 ,ith outside 
organizations to supporc the aforementioned groups. This would allow 
salaries conducive to attracting top personnel. It 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 sort run to change the latter, it is 
suggested that a strengthening of the middle level of organizational 
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structure in the Secretariat would inprove the delivery of health
 
services.
 

Finally, it is recommended that key management svstLes be 
revised and improved including.,
 

a) 	Information systems on service activities, and morbidity,
 

mortality, and fertility rates.
 

b) 	Personnel systems.
 

c) 	Accounting systems.
 

d) 	 Supervisory and managerial systems.
 

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, Social Security, Armed Forces,
 
and prepaid medical insurance. Large amounts of ipesources are available
 
to provide care for these people. These services are unutilized. Thus
 

there are major ineauities and the health service needs of this
 

population are not adequately met.
 

The Dominican team, noting the inequities, has 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 they 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 group could take ae tage u. currenty 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 likely 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 sanitation.
 

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 facilities, aggravated by inade­
quate housing conditions. A survey of 4,315 persons in Santo Dorrngo
 
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 stuy after study, a pcsitive relationship is found between
 
accessibility of water anl.reduction of diarrhea, especially in in­
fants and smai. children.- Studies of metropolitan Santo Domingo in
 
1971 and 1974 founa the combincd 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.
 

l/ 	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, Children 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
 
Domingo one million dollars in 1974 for medicines, Iost educational
 
production, and reduced economic production of males.1/ 
Water costs
 
an estimated 80 centavos per 1,000 gallons if delivered by pipes, but
 
RD$4.50 if delivered by truck, and RD 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 Conmission (CFOIE, or President's
 
Technical Office), and the new Corporation of Aqueducts and Sewerage
 
System of Santo Domingo (CAASD). In 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 envirownental 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 oversanitation hazards. The multiplicity of agencies was noted by theDominican Assessment Group to contribute to a certain confusion. TheNational Water Supply and Sewerage institute (INAPA) was formed in1962 to centralize control over the Dominican water an(d sewer systeiiis.The responsibility for design, construction, and operation of. theseurban systems was to be handed oVer to INAPA by the ,ounicLpa[ govern­ments (municipios) . As of 1972 only 63 urban colimiuntie, with popu [.i­tion over 2,000 were administered by iNAPA. Seventy-one wore adminLs­tered by municipalities. Thirteen were without services (Table 52).A number of systems were to have been Lransferred to INAPA over thepast five years. The failure to complete transtor no doubt reflects
reluctance on the part of mtnicipaiitiv ; to give up w'hatever ;ma[lrevenues the systems produce. Additionally, the TF'clmica[ Office ofthe Presidency (CFOIE) is responsible for much of the -- ,ign ,,nd
construction work of new municipal systems. 

TABLE 52 
Agency Responsible for Water 

System Operat:ion
INAPA CAASD Ayuntamie11. 1 No ? Total 

(Local) _ System 

Municipio Urban Center 22 1 54 1 0 78 

Distrito Municipal 23 1 9 1 2 36 

Other Urban Places 18 7 8 ii U 44 

TOTAL 63 9 71 13 2 158 

Source: Compiled by USAID/DR 

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

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

In addition, enforcement authority, affecting environmentalhealth, is 
 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 not in a position to prohibit

the sale of such milk.
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C. PRESENT COVERAGE, PLANS AND EXPENDITURES 

C.1. Water System Problems 

Development of improved water supply systems have from time to 
time received Government at:tention and priority (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. Santo Domingo and Santiago recc ived recent special attention, 
including design of a system which is expected to meet water needs
 
through the year 2000. Rural 
water 7ervice reaches perhaps 20 percent
of the people. Nraw ater system construction continues as a part of 
a national plan for locales containing 300 to 5,000 people. No 
effort is pres;ently being made to provide water service to the more
 
dispersed r-ural population, i.e. under 300 people per locality.
 

Sanitary wasate disposal systems are largely non-existent. Only 
the largest cities have sewer systems and coastal cities provide no 
treatment for sewerage di.sdharged into the ocean. A plan for rural 
latrine construction was prepared recently, and latrine construction 
projects are underway. As with water there are nosupply, national 
goals within a specified time frame to construct se;ers although an 
informal UoLicy exists to develop sewerage systems in conjunction 
with water supply sys.ems, for urban areas. 

Problems with respect to water systems include: (1) need for 
greater accessibility to sources of vater; (2) poor quality of 
water; (3) loss of water through leakage and misuse; (4) contamina­
tion of water supplies. rhe following discussion focuses on the 
technical aspects of thes3e problems al io, Ij lack of authority and 
control in Government rgcncie , aS cited i. the Dominican Assessm.LL 
Group, remains a principal hirarance t... an adequate solution. 

There are four mu.ltiproject plan. for water and sewerage systems 
for which engineering information exists: "Plan Nacional de Acueductos 
Rurales" (PLANAR), Rural Latrine l'Lan, Santo Domingo Master Plan, 
and Santiago Ha-;ter Plan. Urban areas outside Santo Domingo and 
Santiago are not subject to these plans but have received heavy 
post-1966 water and sewerage system construction investments. 
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TABLE 53
 

Annual Increase in Water System Investment, Sewer System Investment,
 

and National Economy, Dominican Republic, 1968-1973 

1968 1969 1970 1971 1972 1973
 

Gross National Product 
 4.4 13.9 12.2 12.2 18.5 21.5
 
(at current RD$)
 

Total Central Government Expenditures 3.3 13.7 11.9 15.1 9.5 10.4
 
(at current RD$)
 

Central Government Capital Expenditures 9.6 30.3 26.7 32.8 15.0 16.5
 
(at current RD$)
 

Total Water and Sewer System Investment 37.8 -11.7 -2.5 31.6 135.5 -5.7
 
(at current RD$)
 

Source: Compiles by USAID/DR
 



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, operatitn and maintenance
 
in Santo Domingo. The cost of the first five year phase of work in
 
Santo Domingo has 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 uhe 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 available
 

5 /
sources of water supply. The 1970's Goal for the Americas 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 internediate cities are being upgraded jointly
 
by INAPA and the Technical Office of the Presidency, CFOIE. Under 
this arrngement, 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 ,ector. 
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TABLE 54
 

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

Inside
 
Inside Outside Another With ConnecLxon
Area Income Level Total House House House 
 Without Pressure Other
 

Area 5 (moderately poor) 277 104 70 9 
 9 85
 

Area 6 (marginal) 2,225 545 
 888 - 450 342
 

Area 7 (poor) 2,295 1,062 859 
 23 245 106
 

Area 8 (medium) 1,044 800 137 9 51 47
 

Area 9 (high) 949 854 5 8 75 
 7
 

Sample Total 6,790* 3,365 1,959 
 49 830 5C7
 

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 Aut6noma de Santo
 
Domingo and the Diagn6stico de Salud. These preliminary findings contain an error of about 7%.
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From the health point of view, the most beneficial environm~ental
 
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 person served.
 
The PLANURBE list includes both cities which operate their own water
 
systems (with assistance from Dominican Municipal League) and Cities 
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 ftnancing from the Technical Office
 
of the Presidency. 
It had been planned 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.-


INAP'A supplies water to rural cormnunities. Household conections
 
are made and paid for by the residents. Table 56 indicates the 1973
 
coverage of the population by rural water systems and 
the respective
 
financial opeations. Research evidence indicates that water piped

from the community source into the home reduces the incidence of
 
diarrheas. 
Easy accels to water, however, is even more important in 
terms of Iiie gencr-li health of rural comunities. As important as 
potability is, It must be judged secondary to house connection.
 

6/ "Diagn6stico," p. 45
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TABLE 55 

No. 

1 
2 

3 
4 

5 

6 
7 
8 
9 

10 

-11 
12 
13 
14 
15 

16 
17 
18 
19 
20 

. 

City 

San Cristobal 
Ban! 

Bonao 
Villa Altagracia 
Neyba 

Santiago Rodriguez 
Hato Mayor 
Villa Bison6 
Montecristi 
Cotui 

Jarabacoa 
Sanchez 
Cabral 
Dajab6n 
E1~as Piia 

Loma de Cabrera 
Miches 
Constanza 
Villa Gonzalez 
Jiman! 

"PLANURBE" Aqueduct Enlargement Proposal 

Supervision Population Population
and Operation 1973 1980 

Mun.Gov./LMD 31,179 43,212 
" " " 29,167 37,504 
" " " 25,047 39,709" " 6,691 28,744 

" " 14,266 18,168 

" 14,605 14,822 
" " 11,927 15,081 
" " " 11,544 14,199

INAPA 9,356 11,236 
INAPA 9,413 11,994 

Mun.Gov./LMD 8,313 12,530 
" " " 7,919 9,370 
" " " 6,405 7,810
" " " 7,657 10,579 
" " "6,628 7,313 

" " " 5,329 6,920 
" " " 5,053 5,016
" " " 5,095 8,184 
" " " 4,420 4,700 
" " 2,586 2,939 

Cost of 
Construction 

2,182,530 
2,041,690 

1,753,290
469,370 

998,620 

1,022,350 
834,890 
308,080 
654,920 
658,910 

581,910 
554,330 
448,350 
535,990 
463,960 

373,030 
353,710 
356,560 
309,400 
181,020 

TOTALS 222,600 300,000 15,582,000 



TABLE 56
 

Financial Operations of Rural Water Systems, by Zone
 
1973
 

linancial Indicators Z 0 N E k
 
IIIII IV TOTAL
 

No. of Systems 16 40 22 17 95
 
Population Served 66,217 109,212 41,164 41,118 257,711
 
Household Connections 5,884 8,572 3,636 4,311 22,403
 

Total Project Costs
 
($ million)** 2.4 2.3 1.2 1.2 7.2
 

Revenues from Fees 99,512 94,872 51,605 67,241 313,23C
 

Operating and .1aint, 57,179 53,395 23,306 30,025 163,905
 

Surplus 42,332 41,471 28,294 37,216 149,312
 

Deprecistivu 16,932 16,566 11,754 14,891 60,142
 
Interest 25,399 24,902 16,541 22,324 89,16f
 
New Loans 10,265 61,950 1,V.6 8,982 82,55:
 
(Reinvestments)
 

Source: 	 "Diagn6stico del Sector Salud." Refers to a retabulation
 
of data submitted by I1APA for PLANAR activities.
 

Zone 1 includes the orivinces of the northwest, Zone II the
 
prov: ces in the southwest, Zone III provinces 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.
 

APLANAR, the rural water supply plan, proposed tie construction 
of water systems in 650 selected localities out of 2,800 rutal rural 
localities scudied in 1966 (Table 57). Some 450,000 addi.tional rural 
people were io receive water by 1980, but the work is fU1ling behind 
schedule and may not be completed until 1982 or later. At the 
scheduled rate of construction, the country would spena about 
',J$29,000,000 on rural water systems between 1972 and 1980. 
Applying the Joint Health Ministers' 1970's Goal for the Ameritas 
to the Dominican Republic would require that water be Lade accez;bible 
to 50 percent of those in rural areas, or 1,330,000 people (Figuirel9 ). 
PLANAR projections show water coverage reaching only about 895,000 
of the rural population by 1980. 
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EABLE 57
 

PLANAR Proposed Work
 

Stage Years of No. of Population
 
No. Execution Localities Estimate Cost-RD
 

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 ____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 rates continue at 1966 levels. Inflation
 
is partially responsible for increased difficulty in collection of
 
water bills.
 

A recent trend is to construct more -omplex and larger rural 
water supply networks, called mfiltiples, interconnecting five to ten
 
1,000-person systems and having full-time operators at one central
 
point. On the positive side, some dispersed rural peoplc receive
 
water from maltiples who would not otherwise receive service. On the
 
other hand, costs of m6i1tiples are higher (estimated at 30 t- 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 multiples are said to offset higher construction
 
costs. No reliable basis for judgement has yet been brought forth.
 

C.5. Sewage Disposal Systems
 

Piped sewage disposal systems service only a small n'umber 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 Seved by Sanitary Sewers, Dominican Republic, 1974 

00 

Locality 

Santo Domingo 

San Cristobal 

Santiago 

Puerto Plata 

1970 

Inhabitants 

671,402 

25,829 

155,1'. 

32,181 

1973 

Projected 

Inhabitants 

755,236 

28,224 

174,524 

35,165 

Population 

Served 

360,000 

23,000 

110,000 

26,000• 

Population 

Capacity of 

-Trunk 
Pipelines 

43,000 

348,000 

60,000 

Data of 
Construction 

1928-1973 

1956-1973 

1959-1973 

1973 

Type of 

Treatment 

none 

none 

Complete & 

Primary 

Complete 

Class of Treatment 

none 

none 

Conventional Plat & 

Imhoff Plants 

Aeration Lagoons 

Final 

Disposition 

Caribbean Sea 

Caribbean Sea 

Yaque River 

Atlantic Ocean 

San J. de la Maguana 32,248 35,175 30,000 108,000 1969-1973 Complete Imhoff, Percolator, San Juan River 

San F. Macorls 

4onte Cristi 

La Vega 

Iliguey 

0amana 

Other Urban Centers 

43.941 

8,252 

31,085 

21,74-

4_A35 . 

1,026,265 

577,672 

48,016 

9,017 

33,967 

23,757 

4,816 

1,147,927 

604,738 

44,000 

6,000 

32,000 

17,000 

4,846 

652,846 

156,000 

13,000 

108,000 

74,000 

12,000 

1973 

1973 

1973 

1973 

1973 

Complete 

Primar> 

Complete 

Complete 

Complete 

Aeration Lagoons 
(Pilot) 

Aeration Lagoons 

Imhoff Plant 

Aeration Lagoons 

Aeration Lagoons & 

Anerobic Lagoons 
(Pilot) 

Aeration Lagoons 

Guamacaje Creek 

Atlantic Ocean 

Ponton Creek 

Yuna River 

Atlantic Ocean 

Dominican Republic 1,603,937 .1752.166 65_2846 

Source: Based on estimates by "Acueductos y Alcantarillados, C, por A." 



In Santo Domingo, ;;bout 25 percent oF the population are 
served by piped systems.! Lack of -wage treatment faci.i tit.s it,
these systems results in pollution of the Ozama and lsabel:, rivers. 
It is estimated that imp]ementation of the sewer:ge ,syea lAimed 
for Santo Domingo would require some imilLii n through 980, and 
would cover completely the projected ppuLation. nves tmont in pip,. I 
sewerage systems for Santiago and the wdera ts- i zed con i has pro­
ceeded in an attempt to keep pace with urban Jppu l.ation growth.

The cost for Santiago, assumiug 95, 000 persons lacking service and
 
a RD$52 per capita figure wjuld he about RDS5 millvion. Msing thi"
 
average cost of current construction of RD052 per capita, and the
 
cost to provide all cities 
over Id,000 popul atlion with sewerage and 
treatment service by 1980 would be D: 30 million (encluding Santo
 
Domngo and Santiago).
 

Septic tanks remain the most common sewage disposal method in 
the Dominican Republic, while latrines also are in use in ;ome 
areas. Particularly in rural areas, sanitary latrines are 
considerd
 
the only reasonable solution to low cost se.age handling at present. 
Latrine construction is proceeding under a national plan prepared

in 1970, but after yeaLs much work remiins. An estibnted 1,840,00'

rural people need waste disposal services with 320,000 new latrines
 
required to provide minimal servime. Whiile the plan ap,)ears Cfhic­
iently implemented, it is constructing only 8,400 latrines per year

and thus is about keeping pace with population increase. Assumling
 
no population growth, it would require 39 years to satisfy national
 
requirements at this rate.
 

D. ALTERNATIVES FOR ENVIRON1,lNTAL HEALTH 

The Dominican Assessment has determined that the highest

priority 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 whi ch 
benefit the greatest number for relatively modest per -'npica costs. 
This suggests installation of systems where there are economic con­
centrations of people, e.g. intermediate cities. Food sanitation 
and environmental pollution are increasingly great hazards and are 
discussed below. 

7/ "Diagn6stice." p. 67C 
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D. 1. Urban Water Systemrs and 1'stf! Disposal Pr jccts 

Because of rural/urban :digration, as well a!; natural increase, 
demands on urban water syste:rs a.re beyond capacity and account for 
the growing incidence of diarrheoj and related problems. Scattered 
but increasingly frenucnt reports of outbreaks of typhoid are also 
indicative. A continued in. rease. of urban sanitation problems 
must also be regarded in light of possible inroduction of cholera 
in the next decr-de if the .yrld-wi.de pandemic arrives in Latin 
America. 

Santa Domingo -- Guided by the 1969-70 Boyle Engineering Study 
and the Hydrotechnic Study of water and waste disposal system needs 
through the year 2000, the Dominican Assessmeit proposes the systematic 
implementation of the plan in new construction by the CAASD. The 
plans require massive Investments, including dam and treatment plan­
construction, over the .1:t to ,lecadcS. 

The proposed Dom.tiniccL strategy for water systems calls for 
continued construction, sc, that the trunk lines needed by the popu­
lation in the year 2000 viliL be. installed by 1990. -i.,thout concur­
rent development: of the sewer and storm drain systclis the water 
system plan will not effectivel.y serve the growin population. Present 
sewer service covers only 2. percent of the population and contamina­
tion of water sheds and of supply systems throughout the city is 
mounting. Current estim.qtes place the cost of sewer development in 
Santo Domingo at $60,000,00(0 through the year 2000. The analyses 
which led to the Samito Domn-o plan , .,,ere competently performed and 
their use to guide further construction seems most appropriate. 

The Dominican Asses sment assumed prevEntive maintenance would 
be improved if personnel re,.eived better salaries. While improved 
wages may be a precondition to hiring and retaining competent staff, 
this does not guarantee better maintenance. They also advocated 
tighter coutrol by a central agency. Mile controls and standards 
may need to be introduced, organizational alternatives will need Co 
be considered. In maintenance continue topractice may be neglected 
for a variety of reasons. Management was not fully treated in the
 
Dominican Assessment. lt wouLd also seem prudent that "master
 
plans" should be reexamined periodically to adjust to changing con­
ditions.
 

Santiago -- rhe city is well on its way to achieving at least
 
the potential to provide the projected 1985 population with water
 
services. The engineering -nd construction '-ctivities developed in
 
the master plan for Santiago have been accepted by the Dominican
 
Assessment team. The Dominican Assessment also focused on the urgent
 
need to establish satisfactory staffing and maintenance procedures to
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avoid tragedies such as the 1973 contamination of the water 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 househjld connections, including subsi­
dizing connections if necessary. The total cost of the current 
planned program to improve this water system is RD$13.2 million over 
a five-year period.
 

In 1969, approximately 75 percent of the city area had a sew­
eiage 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 IN.kPA engineers places the populatioil served by 
sewerage system at roughly 120,000 in 1974 of a totl population of 
205,000.
 

Recent pcpulation growth trends for Santiago point to a 60 per­
cent increase by 1985. The present inadequate sewerage systnm,
 
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 Dominican team
 
noted that maintenance over the years has not been exerplary ,nd
 
that this has led to a severe deterioration of service
 

The Dominican team has recoimnended two major investments. The 
first involves increasing the sewage treatment capacity of the
 
present plant, either by enlarging and reconditionig the present
 
one, or preferably, installing a modern new plant.- The second,
 
concurrent with the first, is to increase the nuaber of households
 
served by the system. Implicit In this second strategy is the
 
training, staffing, and supporting of a municipal department in
 
Santiago (or through INAPA) which need not await 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 atLd Santiago 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 governmental incentives on indus­
trial location. Improvements in intermediate cities should reduce
 
population pressures on the two major cities.
 

The Dominican Assessment Group advocated the following water
 
system proposals for small and medium-sized cities. The order is
 

8/ See the Boyle Engineering recommendations referred to earlier.
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suggestive of the sequence to be followed. 

I. Improvement of planning, maintenance, and operational
control in small and medium-sized cities by bringing the imunicipali­
ties operating under the LM) and the cities under INAPA so as to im­
prove central supervision.
 

2. Channel assistance for che d and ofasignconstrLICtion new 
water systems in urban localities not pcesently served ,ih any 
aqueduct water. 

3. Chainel assistance for :he design and construction of the 
water systems in small and interme-diate cities nov. partially provided 
with such systems in order to expand coverage. 

The first proposal could have imnediate beneficial effect.
 
The second requires investments on the order of $5 million. 
The
 
third requires investments 
 of about 515.6 million and, according to
 
the Dominican Team, should be preceded hy organizational changes
 
and improvemerts.
 

The first proposal calls for bringing control over secondary

cities water and waste system development and operation under the
 
supervision of one agency (INAPA, Secietariat of Health, ITf.), 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 uater operations
 
through training of personnel, purchase of vehicles, tools, 
and
 
machinery, and analysis of operation control routines; 
(2) -absidy

of municipal governments to enable them to redirect .,iater revenue
 
funds back to these functions; 
(3) expansion of regional supervisory

operations to enable coordination of these maintenance and operational

control duties; and (4) streagthcn the planning aid analysis capaci­
ties of the selected central agency for preparation of surveys and
 
plans.
 

D.2. Operation of Iltermediate Cities Water ;sctems 

0peratio. of Systems -- At the rate of 1.5 cities per year, 
about 75 cities cculd be upgraded by 19.'0. INAI'A has estimated on an 
approximate basis labor and materiaLs c(sts 5'50,000of per city in 
the first- year and continuing costs of ,;.0,000 for each covered city
in the sekcnd and 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 "3500_00 

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 engineci-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 control for each
 

city water system be assigned to a central agency at the time it 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 only a number of cities.
 

Cities having independent water and waste systems do not contract
 

with INAPA for a number of reasons, 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 Government transfers to the city government in
 
amounts equal to or greater than present city water revenues, there­
by freeing water money for water operations. A second alternative
 
would use national Government funds to subsidtze water operations,
 
leaving water revenues flowing to local government for general
 
purpose activities. Water billi1g 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
 

2/ The common practice of fla, rate, unmeteced 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. No attention was given by the Dominican Assessment teamx 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. 1.bre 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 fe. persons to assure adequate operations. Some cen­
tralized national supervision over water and sewerage planning and
 
engineering programs are indicated. Training of a-ound 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 in 
itself assure improved maintenance and operatioral control in 
existing water systems. AL the RD$75 per capita PLANURBE estimates,
 
RD$5,000,C00 would bring water to around 65,000 people or 13 urban
 
localities averaging 10,000 population.
 

Perhaps the most cost effective team proposal is to invest 
in water system expansion 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 
households to existing networks. For example, the total cost would 
be appro.'idaitely $15, 600, 00) fo,- the 20 high priority PLANURBE 
cities. This alternative would require financing in excess of that 
devoted to these cities in recent Nears. Some of the 20 FLANURBE 
projects are in fact already under development by the Techical 
Office of the Presidency.
 

lnstitutional Constraints -- The Public Works Investment 
Commission (CiI() is now, at the President's direction, arranging 
to have urban wi't.er and waste systems constructed by private eng4 ne-r­
ing firn:s. PcivaL% firms have demonstrated a capacity to produce 
the desired r'Sul Is:wove promptly. This has contributed to some 
attrition in the optation of lINAPA. Future intentions of the GODR 
about INUPA are not ac. this time clear. The Dominican team advocates 
designation of one agiency, either INAPA or an alternative, to take 
responsib'I.it., for planning and constrtIction of all arban water and 
waste disposal systems except thosc in Santr Domingo and Santiago. 
OrganizationalI conclusions would not seeta 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 ani Waste Disposal -- In unserved rural areas,
 
ratios of benefit to cost may demonstrate the practicality of invest­
taent in neighborhood water supply systems Irrespective 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 percent of rural Dominicans ­
far below the 1970's Goal for the Americas of 50 Percent coverage. 

Contrary to the conclusion of Dominican Assessment, there 
would appear to be some advantage in setting a high yriority 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 tlh capacity of institutions. An alter­
native not considered by the Assessment is the installation of
 
plastic pipe and hand pumps at a per capita cost under $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 capability to provide
 
potable water in rural areas and could 
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. In the interim, the main­
tenance and servicing of septic tanks requires attention in many
 
areas of the country.
 

Increased emphasis on the construction cf latrines for rural
 
families is proposed by the GODR at this time. A variety of
 
Government agencies including the Secretariat of Health, the National
 
Office of Community Development, and the Secretariat of Agriculture
 
would implement the program under a plan prepared by PAHO ind admin­
istered by the Secretariat of Health. in the past, the materials
 
for constructing latrines have been dunated by the Secretariat of
 
Health, but there does not appear to be great impetus in this pro­
gram.
 

N, specific reconmmendations 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
 
developed-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 orlented agri­
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cultural and agro-industry. There is also an important measure of
 
self-enforcement in these instances. Cosultations were held be­
tween PAHIO and national health leaders this year concerning the
 
possibility of strengthening national public health laws and regu­
lations. they ended without formally proposing changes to the codes.
 

H. 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 hcspitalization in
 
the country. 

2. The public agencies 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 is not present disposition evident in moving in this direction
 
again at this 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. ieentry of untreated sewage into local water systems
 
threatens water quality significantly in several urban areas, in­
cluding Santo Domingo. 

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 havc 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 disposal systems in
 
intermediate cities indirectly adds to population growth pressures
 
in Santo Domingo and Santiago.
 

197
 



VIII. 	 ANAINSlS OF THE 	 DOMINICAN ASSESS.IENT 

the health of the population is 
te most important component of social 
and economic wel.--Ieing, [or i11 addition 
to assisting economic growth and strLuc­
tural, change, it sin.ulari::ns the 
essential; that :',aIis, the spi1 signif i­
cance of Ihealtli, the authentic infiastruc­
ture of t:he lappinhss of the people." 1/ 

The 	 programmatic aspect;s of the Dominican Health Sector 	Assess­ment Team's conclusions have been deser ilied in the preceding chaptera.

The team sought to identify those actious 
which would in their judge­
ment be most effective in meeting the critical 
health Problems of the
country, Plowever, as in any professional dOcument attempting tCo

describe the health 
situation, the reality hias necessaril'.v been
depersonali.ed. For many Iominican:., the effort to offer their

children better opportunities Lthn the\t he'.:'elves had, is too often
unrewarded, F:rtunntely, therea re leader.s hi vision and capacity

who are dedicated to improving 
 the aulity rif I ifeof poor Dominicans.
This is the 
reality and, desite the dif'lcul, jes, affords promise of
improvement in the hea.]th field. 
 '!ith ,'nimpressive economic growth

of over 10 percent per year the five an
for past wear, improved

budgetary situation, an& improved ha laneo of pmraents prospects 
 in ,heshort run, Dorninican resources are sufficient to reduce appreciably

the incidence of disease anio mortalit., imong the very poor.
 

A 	 ANALYSJV OF 11E IDOMINiCAN ASSESSN'IIIT AS V[EWED BY 'IE AID 
ASSESSlENT TEAM 

The Dominican Repu!.]ic has a history of strong central govern­ment but relatively weaker public administrative institutions. Thehealth 	sector, because of 
the 	complexitv cf the ,robl.ems, and multiplicity

of agencies with responq ib I i ties 	which to some extent duplicate and 

1/ 	 Dr 1llctor Pereyra Ariza, Secretary of State for Public Health and
Social Assistance, Dominican Republic, "Poltica de Salud: PerTodo 
1973-1.9 89 ,' September 1.973.
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overlan, poses unusually difficult problems for resolution. Complete

and reliable health information 
and data does not exist. The achieve-.
ment of the Dominican health professionals involved in the assessment

is all the more remarkable. They have produced a document with a
 
strong public health orientation.
 

Eaich of the Dominican health orofessionals have had significant
responsibility in the Dominican Republic health syster' for long periodsof time. Their "feel" for that system, heir level of cultural and

intuitive understanding of its functioning is 
 evident in their analysis
and conclusions The assessment is without doubt the most complete

analysis of the health situation in the rountrv yet ritten.
 

While the Dominican henlth professionals would not claim to be
economic cxperts, they %-ere not reluctantii raise economic questions..

For examo.e, '-eC Domnican team has pointed that
out the price support
mechanism for rice could 1,P modified or ad-justed to encourage increased 
production of a more nutritious food, Since many cannot afford a
 
suitably nutritious diet, Food subsidies have 
importanc nutritional
 
and income redistribution henefits. 
W.hile not pretending to provide

the definitive judgements, assessment statements 
 are likely to
 
stimulate Useff' puiblic 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 orogram recomrendations it believed were (1) low in
cost, (2) composed largely o 
elements tested ard proved acceptable in

the Dominican Republic, (3) directed toward thase Dominicans most inneed of services, and (4) adrinistrativei*7 and otherwi-e feasible.

These program recommendations would involve some 
 shift of health 
resources in the public sector, a significant increase in services tothe urban and rural. poor, and a strengthening of key public institutions.The program appears financially, administratively, and otherwise 
feasible -. if indeed it were to accord with GODR priority concerns. 
it may be noted that it does not set gols, doe. not identify the timeframe, Joes not consider alternative choices, does not analyze constraints 
to be overcome.
 

The Dominican lealth Assessment has provided a most complete
description and analysis of the health situation during and since the 
colonial. period. Its perspective on the future is modest with 
projectionq of five, Len, and occasionally fifteen years. Yet many
of the current health rolicies ind programs cannot he assessed in such 
short term time frame. 
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The Dominican anal ysis has been cautious in detailing program 
alternatives. 'Iiliu tie courses of action proposed are known to be 
relatively lo,-,: ost, ,ere are few esttmtes of otal costs. luch 
additiona lt t h'e're befo.ri'e the 'ODR can confidentlyIoor- rwill 
proceed.' on g vai o-es o f t' [io 

it was ?,vW,.>,K it -sibe for the Dominican team to cover 
all aspc t-;of ,AI1K in "e limited per ioi available to them. Certain 
areas w'.r t 0m Cr p,, considerat:ion ot constraints and how 
they Ire t, , requont. Cost-effective alternatives 
cou ic.' i i.onrti d considered.,iad Thus the Dominican Assess­
mEnt in,an 1M:I"SL-P W, s;p forward which allowsAopportunity forf irthecr dc,' .,.p,-,. 

, ,,ent: s was one such area. Almost all of then.! -tatin 
Drnjnin ..navis came from the files of INAPA, an organization which 

perhp-') ac tive than neretofore. Man' of its rccomendations 
iv.? ot ,1 a.e 1:pctv affirmatively for good and suffici.ent: reasons. 
Th refor., --eiance 1NAPA analnticaloa mrey represent an wm ness. 
Iorev:, 1!min i an team did not c.aborate the dec sioa-making 

proces, i, tid ni ct,r. 

Thru are gap areas- for further study. Accilent:s are a 
principal cau:', of deathi in" adu tL;, and vet a comprehensive p rograni of 
industrial and t:caffic saetn v ao di;ceMsed. Vector disease, 
particular c'ngue, rospirat:orv 'isese.-,, and other heatth problems 
related to poor housing a:c of. great importance, hIt the health 
effects of i.,usi.ng programs was not Liaosiderel, . 

The sition wth ro'rd to public and private .ector health 
services is different. The privat ese:tor so.'sin, a much sImaller 
communitV has accesS o twice. tn. financ ,1ai re 5ources of them pubLic 
health services. \s the Mdi cal , i tainco Program (MAhI) demonstrates, 
there are efnoroiuli- possibilities ft:.,rimpro'se ing se:rv.ices to the poor
by tapping these resources. Ihere are po:; ihiliti for health 
insurance schemes woul d [o, both preator ut. li zation of privatewhich 1lI 
services and greater accessib,lit]r of services to a ltarger portion of 
middle ciass Do:xinicans. There was A ttie op porcmit- for analysis 
of these kinds of alternatives. 

200 

http:i.,usi.ng


The nutrition problem was identified by the Dominicans as being of 

the highest priority, but advocacy of a nutritiorn policy or program 

is prominent by its a:l)e.nc,-, The team decided that institution 
building would be rn*uired .lo sres 'esources could be used efficiently 
and effective,'- t,, T, ; , .- e -t.rition, -ut institution-building for 

1twhat nnrnriso :a- no -'x ] i ]I ooy,S Dii , 

The Gf h,i clearl recogni red tiLt rapid population growth in 
this country cnnst.tmt,"c a'serious prnblem, and it has acted to confront 
ti.s obstacle cc econonic Rrowth and bmman well-being by creating the; 
National Council of Popu.lation and Famil, 2/ The team neither 
confront:ed 01C, isr'Ie nor sulpported the )oo)ic,, although obviously 
fami]v plr.nnin service.s are implicit i man, of their proposals. The 
importance if reducinr tho rate of ilnec;s and death from the viewpoint 
of the. (OP. is !h7n !.. a statement of the Secretary of Health which 
places e011. .the. most \,uln rabl eCage qroups of the population: 
those younger tIimn 15 verr. (especia]ly those younger than 5 years.' 3/ 
There is little aawrenes, if indeed it is true, that these two 
problems nre intrrlated. hi.h mortal it" rates among the very young 
in the poo'est -ngment of tLe society would s em to favor high fertility. 
High, fertility is ,- sscis ted .. i th, increased mate ma amortality and 
morbidity', higher incidence of malnutrition among the childreu, and 
poorer family hea.Lth in general. 

The GODR in confronting health problems is hampered by a 

number of factors. Responsibility for the provision of health care
 

is fragmented. No single entity is responsible for overall planning, 
nor i3 coordination of health services programs effected. 

The Dominican Health Assessment asserts that management of the 
two principal providers of health care, the Secretariat of Health and 
the Dominican Social Suc ri y Insti -te, is poor. The programs of 
these two organizat Ions were characterized as wasteful and inefficient. 
The complexity of th task, however, must not be underestimated. 

B. ASSIMPT tONS 

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 

D2Iecreto No. 2091, creating the "Conscjo Nacional de Poblaci6n y 
Familia." February 14, 1968. 

3/ "Politica de Salud: Perlodo 1973-1980," Secretarla de Estado de 

Salud Pfblica y Asistencia Social, Santo Domingo, September 1973. 
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care must be improved if health services are to ne expanded andimproved; e:nd third, in terms of resource allocation and program
orientation, more emphasis should be given o preventive rather than
 
curative medical care.
 

B. I. A Crisis Existo, 

As of this non'&nt the Dominican population ihas ,;rown in excess

of the nation's capacity provide with
to it adequate food, ho using,decent drinking water, and educational and healtli serviceirs. If birth
 
rates renin unchangcd, the populat ion 
 of thiS country in ten years

will reach 7.0 million people. %ith ;, fairly 
 rapi decline in fIt iLity,
the Dominican populati.on wouldl reaz!i 6.7 mil ion vi1, . Of Course,the latter course o events would me'-an 'normu.-; ,,t iing-" r'his ( untry.As shown esewhere in this assessment., evwn -. nmedC-,t decline in fertility
could result in a savings or 30 millior u.,rer 3 L011 year periUd in thefield of primary educ~tun a.oe. uther savings wouid accrue in water
and sewerage facilities, hopital cors;truction, housing, etc. Nonethe­
less, resources will be strained to meet the needs of so 
 -many people,
 
even with declines in fertility.
 

B.2. Appropriate Measures :.;n ,rc):roveHealth 

As documented earlier, not all health programs bring beneficial
effects to their recipients. Some approaches, which include maternal
and child health programs, the provision of potable water, and improvednutrition, favorably influence morbidity and mortality rates, particu­
larly among the very young (tho.e under five years). As has been
repeatedly emphasized, it is de-clines 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.) 
 It has also stated that
nutritional status is function income.a of No one would doubt that
this is a major factor, but riot the only one. Those with low intake
of protein and calories are those who suffer the highest rates of illnessand 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 given to helping those who
need help most -- the poorest elements of the society.
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B.4. Sei'vices Must Be Taken to the People 

The ,;OI)R has invested latge sums of money and human resources increating a net.urk of health services: hosp ita1-, sub-centers, healthcenters. and rural clinics. The orientation of the current health
system, is toward traditional 
medical services on a one-to-one basis.
It doe!-, constit.jte an infrastructure for health. This system is not 
fully tjt:iizcd. The Dominican Health Assessment pointed out that thepercentage of btd.S occu1pied in hospitals with 100 or fewer beds (andmost hospital:- t.he Secretariat of Health have 100 or fewer beds)
varied from 66 percent to 28 percent. 
 R; peated visits to out-patient

faciliLies andi1 :s health centers and rural clinics offer the visitor
 a panora.:ia. of sparsely populated waiting rooms. In this society,particularly in rural areas, where suspicions continue to exist about"hospitals," ervices must be 
carried into the home. This approach

has been shown to 
be effective elsewhere and, indeed, in the Dominican'
 
Relublic by such entities as 
the National Malaria Eradication Service.
 

C. ESTABLIS.HMENT OF GOALS 

C.I. The Potential For Reform 

A most hopeful sign on the horizon in this regard is the 
concern
of the highest levels of leadership in the Dominican Republic. 
There
is recognition of-' the problem of rapid population growth. This is amatter of public re.ord at home and abroad. There is interest inproviding better health services to the disadvantaged segments of the
 
society.
 

The Dominican health Assessment has created some awareness ofthe nature and magnitude of the problems of health 
in this country
both within the Government and 
the private sector. The Secretary of
Healt:h in artin-ular is cognizant of health problems. 

The willingness of the GOU)R to undertake reforms in the healthsector would afford a MUitMble environment for requesting and accepting
external aid. Urevious AF) assistani.c in health, which was
predicated on p, toJ'ms, has 

not 
aliso produced results that areconsiderab v ,.- iwnopt im.l, The wilIingness of the Government to 

allocate oi Io bogPL to population, health, and nutrition (orto effect igni ntCC, u nations within the existing budget toward

these alt
to carry it ,:)' w,ul~d help to signify the willingness of the GODRat .eded : changes. 
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C.2. Asse. Available to Improve Health and Reduce Population Growth
 

The Dominican Republic has experienced much econemic growth, and
 
political stability in the last eight years, land 
 fut,re prospects continue 
to be encouraging. As a result of major increases in world prices for 
its principal exports, one can expect that Government revenues and
 
foreign exchange reserves will increase substantially in the short run.
 
Some of these linancial resources could be made available for additional
 
programs to improve health.
 

An institutional base also exists for expanded h~alth activities.
 
Moreover, there exist specific institutions with administrative
 
capacities which could be more directly employed.
 

Infrastructure in terms of physical facilities, communication6
 
systems, roads and transport all exist. Moreovei-, the country is
 
small and nearly 50 percent urban, so that services can relatively easily
 
be made accel;siblE to a substantial portion of the population.
 

Human resources for health and health services also cxist.
 
There are 2,000 health professionals, and many thousand more auxiliary
 
health workers trained and working in the field. Similarly, other
 
sectors that have a mz-jor 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 health of a given
 
society and are beyond the control of health planners. For example,
 
a reduction of the unemployment rate by 5 percent in the Dominican
 
Republic would have a most salutory but unquantifiab.e 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. 
In 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. These programs, together with ready access to family 
planning services by those who desire them, should favorably affect bir 
rates. 

The following goals related to reduction of fertility and
 
mortality arc indicative of those which the GODR may wish to consider:
 

Indicator 1975 1980 1985 

infant Mortality 104 80 60
 

Preschool Mortality 1.6.8 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. However, the rate of annual growth would decline
 
from its present level of about 3.3 percent to 2.6 percent by 1989.
 
(International.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 c f progress toward goal achievement becomes very 
important. Complete and accurate data are not now available. A :aL 
registratiofi system approach would need to be established. Based on 
random selection of study aroas, would offer the best means of measurinE
 
demographic change where national registration of vital events is 
inadequate. 

In areas where low cost delivery systems are implemented, program
 
targets should be established for the percentage of pregnant women
 
receiving prenatal care, the percenta!f of children under the age of 
fifteen years to be immunized against specific diseases, etc. Program

evaluation is meaningfutl 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.I. Health Services
 

The Dominican assessment gives pri-rity to the long terma develop­
ment of a more efficient system of heal.Lh services with coverage
 
increasing from approximately 50 percent to 1.00 percent of the
 
population as quickly aP- pos-sil' c. W1,iHL ; docs it piuvide time
 
schedules, it is estimated that the incrt.-as. in coverage could be
 
effected in si. to cen years with application ol* iiore cost-effc tive
 
procedures such as vaccination.
 

The Donilli:an assessm:,ent may bf_ optiisic about timing. For 
example, it recognizes that a small. but significant proportion of the 
population lives in iolaced mountainous arcas, it prorJoscs io 
delegate the responsibility for tLe provision of basic medical health 
services in these areas to the Arm-ued Forces. As noted earlier, the 
Armed Forces have had experience in civic action progrms and the 
Secretariat of Agriculture was well satsfied with assistance ill 
Agricultural Extension by the Armed Forces. This proposal by the 
Dominican team is thus well-founded, but Lhe proposal asstnnes an 
additional function for the Armed Forces. There might be some little 
time before putting such activity into effect. 

The Dominican assessment suggests that the State Sugar Council
 
(CEA) should be given the responsibility fuL 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 seem indicatcd and well w¢ithin CEA's current 

income possibilities. 

If the GODR were able to puiidc, efficient, basic medical services 
to 75 percent of the population of tLhis Repubic, within a relatively 
short time span, this wou3'J be considerably better than the governments 

of most developing countri.es.
 

Strengthen the Secretariat of health. The principal reform 
proposed in the Dominican assessment is the development of new outreach 
divisions in the Secretariat of Heal.th yhich 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 t'eam proposes: 
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1. 	 Strengthen the Department of Planning and Programming. 

2. 	 Provide increased .ipleiraentation capabilities through 
contracts administered by the Planning al Programming 
Department for: 

a. 	 Health Sei.vice: Esign 
b. 	 Hlumar Resources Planning 
c. 	 Physical Resources Planning 
d. 	Organization of Hfeailth Education Programs 

3. Strengthen the regionalizaLion p:-ogram, of the Secretariat 
more rapidly to extend the "Lper-ision of the Secretariat 
to cover all of its facilities. 

4. Request foreign technical assistance for major reform of 
the ad-ministrative and managem8et procedures of the 
Secretariat.
 

The Dominican Assessraent 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 ex:tended service system more 
effectively.
 

These proposals appear desirabL . Experience suggests that
 
accomplishing the aims set forth 
 in the Dominican assessment would
 
be an extraordinarily difficult. task. N,: vertheless, if these in
 
fact become the goals of the GODR, much can be achieved. It is
 
reasonable to tha!. would be a
assume there favorable disposition in
 
external. :id lgencies to heLp if ask!ed.
 

The Deja:cLment of Planning and Progrmnusing of the Secretariat 
of lealth we1. might be able to put Logether a well-conceived design
for 	huniun rusources planning. if Lh, Dominican assessment is correct 
in its conclus;ions of managemenl iiniffLciency, execution of such plan 
will be more difficult. 

There arc 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 comprehensive changes and improvements. Some structural 
and procedural changes in the Secretariat might pernit more effective 
utilization of the professional experthncss which does exist. 

207
 



A Personnel or Human Resources Di \LLj j ! that could maintain
 
accurate .infornation on the physica. locat imiof tHwi Secrotariat 's
 
employees would help the flea Ith Secretary mob i i ze ;od I , c Ct i is
 
personnel to areas of greatest need. An A\uditin. al Imy pc,- tion
 
Division that kept up-to-date :ecords Nfc yi !i4 ,b rsemnt.
 
would be an asset. The iegion..iz.tio.n r-I -nA! i if in vffeCn ti,:
 
operation would provide a greater mrasure , r e: ,n .'
-:M
 
Secret riat's p rofession.,. oersonnel in t-o F i.nio'... ;... L i t t i onl I
 
reforms which are aiong a long int ,r.o.r., by ,!t,. ":i Assess-­
ment group could net earl.,' hen.ficin! ro:,L.
 

Other Persnal Health Services. Tip .o win ic m ,ssows:,wlenr also
 
propcses that thne ins I tuCionai capacityr.ytno rga iaze ;ad cOO di nat ,
 

be Whileno acifiu 

is described, the intent appears to be to conv.ne a .:pecial Prosident ai
 
commission for this purpose. It also ron*mnds that rwamsurts be taken 
to allow indivilun]s and -igencies to e - b tw,,:n al 'rnat:iw, itionuractnn ­
programs, rather than require Lhar cov-ge t1 i O nnicn .owial 

the private medical sect:r incroased. a, inechaniqn, 

-, Se C­
uritv Institute be maintained by all inlustrial iustitutios.. There
 
would seem to be ample opportunity for i'p~ov-r-,',nt o- e L;ig gove rn­
mental institutions before taking on addito t, i t."':s aind re:;pon.ibilit ins. 

Resource Development. The Domin,-.in aC;c;ssm,nt con(l mutattes t he
 
retraining aid continuing education of a large itmther of l;,.ic, primarv
 
care providers -- volunteers, "prarticante- ,' and trad tional midwive:;. 
It identifies the need to shift the emphasis from formal and traditional 
medical training training in termed i.a te pcto of -personnel (lahorator';, 
nursing, administrative, etc.). T-1 ile no' emp.!inittv iontioned, a m0br 
reform of medical education is implied h. rehe I "'te , ,,incu the 
traditional hospital-based mcdi cal training wuld b vaodif i ed to incilde 
strong elements of participation in outpationr ,nrvt ,', coiminity health, 
and preventive medicine. By virtue of its s,;i:i ity, potutial for 
wide coverage of those most in need, and MW O , iho, pro posal has the 
possibility for widespread beneficial n ls; t: icii.';. 

0. 2, Population 

Thl2 Dominican longer--range conc Lusion. den.nt.i.fy the interrelation 
of socio-econamic development, heal thb, and rd:-uced population growth. 
It recognizes thaz achievement in eavh tend to produce improvement in the 
others. As one element in their strat' ig they propose to: 
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1. 	 Nake family planning services asi n: ;cumosible to the 
entire population through al Ieilth services channels,a and 
including pharmacies and ,oivhl orhood stores (colmados) 
and through tradi i.o;.. I i v.i 

2. To e:tund c,.,eraqo of Ta., ' ,', ia ilv p.lanning educationi: 
ond Int.ina llt ponoyI, :ir;s [II cove.r tIhi enLi ' popilalotion. 

This ase.nwrnt recome.Thlhis 11:.t .ilt' technical :apacities of the 
National Couincil of Papulatj n and Frill *v (CUNAPOFAO be strengthened.
 
Additional f i ant iai and tochni'a . :ro identified as
 
necessary for sIn
acc imp li-i Lin- :. 

The as SC:, Sli,it al so recegni,ae the Wpnripttance of the private 
sector in the na:-Sonai population program and rctmmmiands that the 
Government centinue to encoirage th. davu lopmenL fa- 11w . Asa ciacion 
Domiicana Pro-Bienestar de .1o, Famil.ia. 

The proposals of the Dominican .i'ses.nt grnoup in the population/ 
family planning area are positive. The ra-:ge of: opti.ons set forth are 
neverthele fexw given thei: ,.nciusions about the inyctance of reducing 
the rate of populat.ion growth. Thre i a dis cuss;ton of the pros and 
cons 	 of iliccriLtives, post-part.uu programs, etc. 

The Dominican assessMOnTL group conf.irms the importance of tihe 
Dominican Association for Family Welf.are but does nor suggest a greater 
measure of governmental financiaL s;upport. The X-ODR has given it 
primary responsihility for a] ed,,,uion.il and -motivationl programs in 
family planning. Yet, this organization is almost totaliy dependent on 
international donovs for its resources. 

D.3. Nut ri.tion 

The Dominican assessment propo:es that t:he lung range aspects of 
a national nutrition program include: 

1. 	Increased production of staple, foods.
 
2. 	Subsidi, of rice and bean pice s. 
3. 	 Control. of prices of food s tapies. 
4. 	Programs to improve income distribution by increasing
 

employment.
 
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 nut:rition 
planning and implemen tation institutLional cilaacity. They propose that 
this problem is "suf'ficiently important thnat the President of th
 
Republic should himself tile d,reot responsibili.ty" for nutrit ion
 
ptl icy. They amoPRsc is hor:o st prol -b11 agency to be
rtcoirend Ih. 

able t, ,operate the a:nram.al that it.he itrI,.,gthuId inSt itu. ional Lv
 
flr th/at !,trposo.
 

Wh ile a nu iuber .: .;pec:i.Cc measures are suggested, particularly in 

area s whe re they explicitly, disclaim expertness, haq thMse related to 
ea"h atb,,r., or what tn. goals are is unclear. Nor :s i.t clear what the
 
institutional capacitkv t:o be created is to ,lo.
 

I). 1r:v i ronultn tal S;anitatj onc 

TiO> 	Dominicans nite that "in general 
terms the needs to improve

environmental ceniditions are greater than investment possibility for
 
the next several year.-,, requiri.ng a change in the strategy or policy

of investments if one ,ishe, to 
effect a notable improvement."
 

The 	programs they sugge:st are to: 

1. 	 Increase tLhe construction oi water systemns for cities of more 
than 5.000 popl.at ,1in.

2. 	Planning, adninistration, and operation of these systems by 
decentralized entities (C\ASD, INAPA)

3. 	 Achieve 75 percent coverage of rural population for water 
supplies.


4. 	Study various -tlternativr's for sewerage systems for Santo 
Domingo. 

5. 	Provide se,.crage sV, teMs to all c ities with population greater 
than 10,000. 

t.,11ile p ri ,riLi2,.; are sggested, iL wilt be up to the CODR to 
decide how it Wish,:oto a oat aits reu!ources. Implicit in their 
conclusions is, the necessi ty to eaffect mu jor nsti tt tional changes. 
They silggc thei need to: 

1. 	 Strengthen KW luKst [toti.o Wth{:r.e sector. 
2. 	Improve Jata collecot ion and p rocr nu. 
3. 	 Realize a more complete at,.v to , afine prio a ti.es,, costs, 

and benefits. 
4. 	Deve Iop :n,] execut c a i.'!t jor al. p]:)n for aqueducts and sewerage 

system (',nansr.ir .':iti-. 
5. 	Review and revis,-e the pert tt l,-isI atmion for the sector. 
6. 	Improve institutionni coo rdinat: ir in the .iector. 
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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 identified and describedby the Dominican team. 

Low-Cost Del.ivery Svyste s. Low-cost health services delivery 

systems are to be developed on a pilot basis immediately. They are 

intended to have direct impact on communicable di.sease (serving the 

total population biy 1975), on use of family planning services (serving 

approximately 560,000 persnons by 1976), and oi mortality from diarrhea 

and other ;imple disease (also serving approximatel' 560,000 persons 

by 1976 ). They" arc intended t,'be the vehicles h 19'8 for low-cost 

food supplementation programs. Hortality because of erad icable, diseases 
mortality.is concentrated in children, and represent 6 percent of all 

A mass campaignMli.1nutrition is an even greater factor of child deaths. 

wauld have the possibilit:v of achieving great impact. Tim number of 

women with easy access to family planning services is proposed to be 

doub led. 

Developmi.nt of the low-cost delivery systems is now planned for 

near tern imp]:.,entation. The Secretary of Health has already
 

announced at a formal press conference that he will present a plan for
 

the rural health service, SANAR, to the President Wefore the end of
 

the year, and request authority to make the Malaria Eradication Service
 
has approvd
into the inplementing agency. The National Healt z Council 


plans for a national tetanus innocul.ation campaign in early 1975,
 
through new service.
intended to be the first activit- operated the 

SAXAl will. be used to provide national covc rage for no la.aria,
 

tetanuis, and cettain comInunicable diseases inlned i atelv. Te first
 

phase of dvelolpmcnt: of the family planning, healith p roicion, and
 

waiIlbe for people twoautomedicat ion program run 500,000 for years
 

on a pilot basi', ;tart ing in late 1975.
 

T11 f,uirs pr i,imfInt:a! cliiii c of CURAR, the low-cost nIr)an
1 

system, i:nto go into operation in the Iloscoso Puello Hospital on
 

Deemhctr ';, 19i,4. The e-perience from this project will be used in
 

the desgni of a gin-clinic pilot program which will be operational 

in 1975. i-xpe ncoe in the pilot program after two to three years is 

to l0,1,i 1:,the initiation of the national program to cover 30 percent: 

lf th,. uirla i,Ul:at ion.w p 
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Food SuppLeniumt Programs. Since milnu.r iIon is directlv or
 
indirect ly implicated in nearlv two-thirds Or piCsc
 hon child
 
mortality 
 in Latin America, and since palta11titiLc,n is notied in 70 
percent of D)owink.1n children in a s(-),'liI1 t ttlIlI and low incoIIe 
fami.li , a ood tulpp I[elnent pIroiraul spocificallv AiMsod at children is 
proposcd. . piL.:la ,: du d have uajor impact iW ,'lieving lialth goals 
of reducW I.or Ly oM:LiIA is crOfO al Fro.p. Ile cost critical target

group -. ae p o- and a 1 1ti IL), 'ou,1n whuit' food i i : (! in fluences
 
infalitu t-: !1:.1 nl l adi chiildren 1cy t han to.
 

Two alpp1ic rpy',:I Af7orum art- re onmended Q tie DoIminican 
hea.th Ass,.sSM.nIt Lar to be inkLiated imndi.ately in ordt r to design
appropriate lmo--ciow - ligh-protein for UcLi.on thefoods prd in Don inican 
Republi.c f ,"moth-rc; and chi-ldren less Lhan tve . 'tmA of age and to 
"mprove the food er ri cinntr program designed for tiL Doinni ican Republic. 

Ptt). -cProgtmans. Since child diarrheawi one asfourth 
cotmion ,.n wu thaneil1.:t water in com;1par able h,)tshoipi wit Lint
 
easy acces6 Co ...- and 'asL ro-intesLin- prob [0e0s ar- the principal
 
cause of . :u L iLy it chi1drcin, expansion of hMusehold 
 wvaier services
 
would alsoa a major irmac: t the of the Wt.tih
on goals sector. 

.' ro F Iiam;, to br g water to Sant:o Dom[ingo, , at i an'. to larger 

rural luoI.iti o arc ¢rcommemd ,l1v the Doinr.i lih aSSe.oien. 

The Dominican a-sessmr.nt group fel t ,suif fici ent o mination does 
exist in the pr,,vision of water to qeconiarv citic'-h "eat i1 coordinated
 
national pr-,q! co.,ul( be 
 in i ated i Itiedtiat i. 

SinlIIa-_t, , it- r l..O at I d r 'Hi)tt tt i ' I(: undertaken
 
to p"il , Ii 1<1. 
 .. y . K0in 1rog,:' , reduceppl pro ga a l ",-old 

er-cupit,ar c.tC $06 L- appr::inatelv ,S per oll :;chold IL is
M..N. E i ugh... , it m ..'R iht- t po';sible ti) reach


50 percent of Go,uiA opglation with water st .i"i:,b 1980 with SUtM
 
a self-help program 
 and ailI , roprinte out side :s' 1to Ibhi.; (.'ontras;ts
with c).Irr i '. '.>:s b'k h p1, to i , 25 p rcEn ti f ,t'e population. 

P iput 'tit n ild healh Educatlon i rgrns. ;iudit. , have shown 
that nials l,.I 't P101h a Liu.L , r avo' rably aff_.c, uiti.l izatinnol 
family p la uin y ,';,ices i the Droinican euhtl,.it-. siailalrly,
simple cha:nges in behavio , such as T.icreLsed t of: brt feeding infants 
and improved,! vin:ne, coulId ,'greatly reduce morta it". Tihirefore, a
 

a N and popt1)')1 Lion _-du,-.i ion program ij3 proposed iy Lie 
 )olinican 

assessment rogr a.. 
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Us in, the radio time ,vailablc through an e':tensive network 
of radio sta-ions, the proposed mass media education office of the 
SeceCtLarint couldt begin a major program during FY 1976, to provide 
s.uch education to the eatire poplu int:ion. 

ST IFT Cf IONIF. .'Ul Ol Tll STRAThGY 

The :,ai:roa,gy of the Dominican Asse ssient is essentially 
concu,10on-roauhng and program-reconunending. It is weakest in problem 
areas ,loSignaL Ied a- the mos I erious: malnutritLion and rapid population 
growLb. I 1 - sLrongest in some traditional health areas. It is 
inno,'ativ .And priomising in three important respects. its public 
hWalth nIrientation, its emphasis in low cost delivery systems, and its, 

, .. t n i::proved heal.thr out, 'eed for governmental management. 
Ovb[it ar.lin in.aknesses, it provides amplt scope tor health sector 
-n:p roxI' t si ut - I the r or not DoItjniaic be.iea) . : tlih. alstrategy cal 

realHizd i :-ip tant.tDi)R Ile has stated the prl.,liuw of irapid 

populotion g ro.th to he of prio ritv importance at the hijhest Level of 
the Go'vnci.nt It as mado a comnmitoment of restairces ilatM enistin ,, 
praog'.. s'iies- arc, than programresources how(.er, ]I-ss the :an 
efficiently absorb. The Dominican assess:nent: has identified hlproved 
nuLtr:jLii, and environmental sanitation as critical for ilrlroving -he 
health Of tie so:i ety, and las provided more specific anl LoMprelinsiv'c 
proposats ic thi 1inter. The recoimendat-i-nn. uoi":iss .Loe inter­
relaLed pr.lezis 10 so- XLent. 

The :;raretariat of Healh has the legal re:p, 'sih ility for the 
lealth -, tIn. Dot'i inic~aii people, but instit,:"ional ,:'ikiiesss, :,ttribiutcd 
by tie Donir nai A.sessmont group, W~ould place sev c liit at iou on 
the cap icit,, of LAP Sccretariat. to imiplement. the programs suggested. 
Weak- c -e; are I itt ributed to nost other ge,:lrnicnnt 1] in: ti t utions 
charged with r ,ponsibili. in health. con inites A r:aint anilvsis thiy 
respett not "Cub'' 

'Th"olorr tari it of Heal th is morv oriented i., pallli health 
needs and his tat ional scope. Moreover, it has OiW c.uistitational ald 
legal autor ity to coordinate the sectar. T, so&. to insti tutional ize 
healths4t'cir pl.inning and c'ordiniltion funcI ions in any other 
inst;itut ion wiuld aipear inappropriate. The cl. fin the Government 
is hii,' tc'., itss ir,, capability.
 

t'he LBOmi'ica .\astesS.-'one t e,roup found ther- to be no inst i tution 
in the: Dol ,ni'si: Fcpulil. ic that has I-ie capa, ilit ,of tceat ing a r:t"i nal 
irn tr ion i icv or developing at stectiv'e n t ri tJonah emhasis in 

"e 1!it'1 : rl' :ilt'i 
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Lastly, while NINAPA is charged by law with the responsibil ity of 
imprlenentiunji 'atr programs, for good and suffici .ntitions it is a 
participant w!ithur ct;sive responsibility. If i'.s o-I, nt i I. i.,; t.o 
bh realized, it.s tpabi, it should KL. trenghent-! At tqt moment thi. 
area o! nc ,,i l,, i.; in so: d. isarrav 

bp bern.its C cStructive programs in tho fWrhi g areas wilL 
not bc. r tr , .,, years. In view of trIc tirgeny a ti l.ins to 
hlraLtI, !)-pUaaLi,'n growth, decision-makers will uhk"neAl v need t,) 
take t Mj will relatively jt,;tepK h('li provide immedi.U. ,teiticial.
 
effecL . A 1 ,- dosle
dy r,' stem of basic m ica iarc,* ncludin,
 
nhtrit,!:oal und,. fairily services f )r W:w ..'ho wish
ind planning 
then is e; -' , ore in r-1e I .. fili n c, in as estssmentI 

F. POTENTIAL FOR COOP IFAI'IVE PIOGR t S 

The Hea.lth Scxtor Assessment Was undertaken with vrious purposes 
in mind. Phe Sectutarv of Hea.thm .anted a current ei;sess.ent of its 
heal th pri b].crms as " bisis for policy and program fr',r at ion. The 
assessment proccas was Lo provide an opportunit t o irove, professintial 
capactyv Ath Dominican Relpublic o performa LItht< t'11 Of an alysis. 
An . -:, help e:tarnal lending aguucs i"o ute'iriat, requests 
for Wnas. 

fn !Domi ican Lean Was scrtous;l de,'.,od in f inisim ng Lhe asses­
mont, the at - ec,ion reaching USAI)/DM in I ina, drh ft ,on November 30, 
1974 raL h, r thant September 10 as earlier scheiilud. Furtiter, neither 
the GWIRh n r t: 1XSAID have had adequate oplportunit. to review, muh 
less disc;.:, th, a sessmernt. In addition, much bWP i can he derived 
by discus;s ', with cther iternaLional. lending .ign,,Api ; ant empi.at inc 
cooperat:i. hal . propm:.r in the Itominican Repyih-I it. Spec if i 
defini.ti.r ,!- coperative programs at Lhis tUse , t Wref,.-e, is niot 
possible. M',ever, tnere would a!pear to be a;rpl.ii pportt -ity for 
such coope ..iron Lt, develop. 
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APPENDIX I 

ANALYSIS OF PREVIOUS AID HEALTH RELATE) PROGRAMS 

In the preparatiou of future health programs, sxID should
 
examine its prior experience in health, in order to ascertain what
 
lessons can be drawn. The principa.l AID activities in the Dominican
 
Republic .hich are judged pert:inent to this inquiry are: 

1. 	The series of projects that invol ed construction or 
remode ling of hospitals, sub-centers and rural health 
facilities, training, and technical assistance to the
 
public heaith sector.
 

2. A oau pr-ogram which previded soome foreign exchange 
availabilitv to th~e private health sector as a minor 
proportion of total. effort. 

3. 	 The P1, 480 Title 11 program. 

4. 	 ['e recent Dominican Health Sector Assessment. 

Health Loans
 

there have been a series of programs with large portions
 
devoted to the construction of health facilities. -)ne such project 
invo ved R01..5 million for the construction and reconstruction of 
s ixteen rural iealth centers. 1/ a second project 2/ supported the 
Armed F'cto; Civic Action program in constructing three rural health 
centers*;. The mo.ot recent and largest involved a loan of US$7.1 mill ion, 
the Ilaterna I am Infant Care Loan (MIC), 517-L-021, which had the 
followiny "ompunents: 3/ 

Construction 47.2%
 

Equipment 31.0%
 
Educati.on & 'raining 1 .7 

Technical Ass is tance 1.0% 
Special Studies 2.4% 
Mass Media 1.7% 

I/ Investment Budget Agreemunt No. 19. 
2/ Nemorandui of Understanding No. 2. 
3/ See. Appeno ix 11. 
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One notable aspect of this loan waS the over--p timTaih C state­
ments of goals and objectives. In partici].ar, an nreal isti.c esthnte 
was maLde or the effect of this program on popat in grm . At thWs 
time, more than five years tfl t the dat o of the '-; i"c i 1w, oI ( 1 (l loaln, 
there is no objertive evidence tLhat th ieM ran Inis de rri.,ed a.- a 
consequence of tis loan. M.ore importantly, it tMis ibe ided, taiL 
even if totall, successfu.l, tho program as prupostl "',: Id nut have 
been expected to ia,.e hd In appreciable iinpact o] ,pu.t i : i,' tI 
or birth ratus;. 

Seventy-efght percenr of total loan funds we re epended on the 
construction and cq ipping of 45 health facilities- The work was 
distributed as : lores: 

NLW RE? ODELLE ) TOTAL 

Hospitals 1 5 6 
Sub-Centurs 7 4 11 
Rural Clinics 26 2 28 

Total 34 11 45 

Thu, imiiprovement of five hospitals and the construction of a
 
new hospital 'fin replacement of an older one) may be expected to
 
have significanL social benefits, to create employment, and to
 
improve hospital m.dical care. Similarl.y, of the 39 sub--centers and
 
rural clinics, many projects remodelled or replaced texisting centers
 
and could not he expected to increase greatly the outreach etn ality
 
of the health system. 

Visits to 20 of thu 39 sub-centers and rural clinics in NovenbOr 
1974, indicated that seven were not yet uperational. (Two incomplete 
centers were op;sraring, and three completed cl inic; were not vet 
operating). Of the 13 operating facilities, five offered no family 
planning services, and two were being used by a pri,'a te agency to 
offer such services. 

Cons truite ien took. cotsiderably longer than planned. These 
delays were due to: (1) inrealistic mii;ion planning; (2) "normal'" 
unforseen problems; and (3) a contract bidding procedure consistent 
with GODR praut ice, but: wh ich awarded all. construction to one 
contractor who wa; unable to carry out s) large a task. WhemI an AID 
bidding piocedure was institted for Pha,'e 11, the same contractor 
was permitted ,nlv limited qualificn;tion by the Dominican review 
commit tee. 
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The fact that facilities that are 'm. nleted are not offering

services and that facilities offering setvic ,,are not offering the
 
proposed family planning services, reflects on the administrative 
capacity of the Secretariat of Public HeaLth. In all facilities visited, 
sLat ffi u was inidequate and services fell far short of the needs of the 
target population. Unless the Secretariat demostrates more management 
capacitLy, these facilities will continue to be under-uilized. More 
diiig ot and !o-,.r preparation of P he SecretarLat for the staffing

requiremants :f these centers might have 
 improved the situation some­
what, but ir appears unrealistic to assume that measures could have
 
been found to correct the basic inability of the Health Secretariat
 
to carry out a loann of this particular character within the time
 
period projected.
 

iduc ttion 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 Heaith to provide training
 
for provision of family planning services. 
 The overall impact of this
 
effort. is ,ssumed to have been positive in that it has set a precedent
 
for carver, in-service training and has produced 
 a corps of non-profes­
sional. hea.tth ,,orkers. There was no built-in evaluation system. Thus,
 
it was imposible to 
evaluate objectively performance retrospectively.
 

Technical advice was supplied to the Secretariat by PAHO during
 
the period of this 
loan, and consequently requirements on AID funds
 
for technical assistance were somewhat less 
than cr1ii nally expected.
The technical advisors were able to 
develop a number of administrative
 
procedures for the Secretariat, typically for loan implementation
 
activities, that were innovations and 
improvements. Their success has
 
been limited in txuo (1) some of
respects: the innovations such as
 
modern procurement practices ha,e been 
limited to procurement under AID
 
lending, and (2) the preventive maintenance service his not been fully
 
implemented.
 

Special studies were included in the loan, ohich while small in 
size, were of potential importance. These studies included the 
evaluation of the loan and an investigation of administrative reform
 
for Lhe Secretariat.. 
 In the first five years of the project, these 
studies were not carried out:. One studv of a different nature than 
that, p1.imnod was done about the knowledge, attitudcs, and practices
related to family planning. In 1974, three large sample surveys were 
conducted, using loan funds, 
in partial support of the Hteal th Sector
 
Assessment. 
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One of the proposed studies on revision of th li alth Code
of the Dominican Republic vas not carried ou under the loan, but was,
in fact, attempted by PAHO and the SecrutAriat. lihis roe,.r has not
 
yet been published. The failtre to carry mir an og:nixt ,iuonal
and 
management st.dv of L'he Secret ariat may inudicateo I tuc,.,c to take 
reform measures which might be proposed. Fut ,.re h y eeWdinq rt
international lending connunity could not reaso nab lv be :.let:, 1.ed by

the GODR in the .bsence of progress in this area.
 

The sainpie surveys carried out a; parL CM tl a Lth SOeLor
Assessment suffered defects in design. Time .ii nce, wai labL.e
 
were inadequate 
 for thorough analysis. Lhie ml,,tiphI r,;pon.si bi lities
 
of personnel in charge of some survevs also Ith
compl i 1e process.
Thus, in spite of the ha :d work of Dominican prot,-,i,,ul., the
 
survey results were Less than had been hoped for. 
 Htuw, in the future 
greater emphasis should te placed in assuring the Wa.;i)iliLy of such
 
research proposals, on assuring that the authercirzd pe csunnei are
 
competent to carry out the survey, and in providing Lechnil assistance 
to assure the quality of analysis. 

The lack of completion of the evaluation funt Lion in this loan
 
(even though such studies could have teen funded under the loan) is
 
illustrative of a general lack of evaluation actiity in 
 the iealth 
sector. Appropriate information evaluation a:stomsand are a key
factor in management, and their absence has serious repercussions.
The development of an adequate evaluation system ,huld be agreed as
 
an integral ,art of any future loans.
 

The mass media portion of the loan, insteard oif being utilized
for a large-scale communication project, was redirected primarily

toward payment of salaries for ten family planning promot:ors for a
 
two-year period. These individuals worked on a door-to-door and small
 
group basis. Since there are now more than 100 family planning clinics
 
in the Dominican Republic, the effect of these promotors not
is 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 these funds finant2d a school tcacher training project
in family planning, nutrition and health and were probably used in a 
cost-effec;-ive manner. 
 The ADPBF, however, did ccnduct ineffective
 
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 Investment for Economic Devel0pment 

For several years, AID has saipported a private investment fund 
operation cal ld Fondo d InversioneL para el. Desarrollo Econ6mico (FIDE) 
some of ,.,ti,,has been used to make foreign exchange available in the 
priwl ., !.ec o,, including a number of Irivate health clinics and
 
ho.,spit.a~l.L)iDE monies are maintained at 2entral 
banks for retending to 
1,o0mecCi al )anks for private sector loans. 

lle-alth S- t-or Assessment 

The recent program to support a Domini'an Health Sector Assess-.
 
ment appears co have served a useful purpose. A document was produced

with oell-thought
out program recommendations in a number of areas.
 
Imnproved hnealt, o the population could be expected if carried out.
 
Furtherin.'t, 
 the value of this effort will depend on its future effects
 
in terms. of rc' rganization, planning, programming, implementation, and
 
ev:iluation.
 

It again noted that administrative problems greatly

complicat:zi the assessment. The assessment was carried out by 
 an
 
ad hoc te-mi and there was little participation of the professional

staff ol the Secretariat in the assessment. 4/
 

The preceeding paragraphs, in searching for lessons in AID
 
experience in the health sector in the Dominican Republic, 
 have tended
 
to focus on problems. An incorrect and overly negative impression may

thus have been created. In fact, the overall effects 
of AID health
 
programs have been undoubtedly beneficial. The continued support and
 
interest in the N;,tional Council of Population and the Family, which
 
has been p.irt of this program, has been of major importance to that
 
organizat in. During the period of this assistance, the Council has led
 
a progam V1mhich has created public and governmental. concern for the 
problems of over-population. It has gained wider acceptance for the 
idea of a family planning program. Similarly, the physical infrastructure 
and human 1resourctes for the delivery of health services have been 
significant lv iimproved. 

/ / 	 Nlo1" t 'AI dii.sors who were depended upon to provide complementary 
techn i, al a;--istance to ihat provided by AID. 
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ThLrefo., significant potentiaLil does exi: r-tl- ,..ograms.
In order t hat ti , henefits m Sr pro,,r;rls bw ,'Jely dis, .buted tosu1h 
the pn r, h , .:,,' I means I%!1] have to be i t C( ItruIng tLeu thet , r 
institIItia1 , ities of the Stcr e tai. t 4a PuIIi ealth. Progrvms 
wilII nued cu b i, re Ii rc c' fo uS.,Sd at tihosc- v,,! in need. fore 
care ei. f . i. be taken than in t tthO i,:,. it h, ove rhn nle the 
capdcitvy ;[-If ' a inst tit ion: and ',, fi'onti 1 , ran. g ,ais and 
ob ju,:r ves f at i:.' a i.;t Lc 2 
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APPENDIX II
 

ANALYSIS OF OTHER DONOR ACTIVITIEiS
 

The assistance of donors to the health sector has been fragmented 
and uncoordirnated. There has been a concentration (and, at times, durli­
cation) of awCtivitJes in a few key areas, such as family planning and 
nutrition educatin, while there has been little activity in other 
critical alreaos, e.2. , preventive disease campaigns. Future programs of 
all doners .oulId be more effective if they were complementary to 
Dominican :riorc rjIiCs and to each other. A tecainical advisory committee 
to the S ecretac'v of Health might prove useful to help achieve this 
)turPOS . 

h..iiat flIow.s below, is a brief outline of other donor activities 
by health subsector. 

Famiv 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 
activitie,; 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. In the spring of 
1974, a hip! preappraisal team visited the Dominican Republic and 
prepared a -e-Apjpraisali of a Family Welfare Project. The findings of 
the spring ru=cort led to the following recommendations: 

.Low and inequitable salaries are the underlying factors 
behind the reason why SESPAS has not been able to attract enough 
qutlified staff. For SESPAS to be an effective vehicle for the 
promotion of family planning, it must have adequate funds and staff 
and effectiv, supervision. The staff must also have a high commitment 
I:o fami y plannini-. 
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2. 	 Managejnent training (prefrably in-countr:y) of top and mi'ddle
level personnel of SESPAS, CONAPOFA, and other related agencies if needed. 
Such training would be expected to: 

a. 	 Crcate a unity of ledership style in SESPAS and CONAPOFA. 
b, 	Create a rcgularized delegation of authority and respon­

silility. 
c. 	 Clearly define functions of the differc-nt units of the 

organizations (SESPAS avd CONAPOFA) and clarify job 
du.criptions 0f personnel. 

d, Establish better commuITnication and coordination between 
re!ted ogencles. 

e. 	 ForTmulate unifornm technica, and administrative standards 
and operarin-, procedures for better program direction 
and 	 supervision. 

f. 	Improve the recording and -eporting system. 
g. 	Improve policy, administra:ive, and operational 

p latming. 
h. 	Ensure proper budget allocaLion based on program priorities
 

3. A unit of health manpower planning and staff development in 
;ESPAS should be created and the possibility of establishing a ClI/Fam­
ily Planning i:.sricute might be considered. This unit ,:ould be respon­
sible for the. ,:statAishment: of at least two regional training 
divisions
 
of SESPAS '
and Oi'O A. 

4. 	 A physical planning and maintenance unit should be established 
to be responsible for:
 

a. 	The equitable distribution of existing neaitn !:acilities. 
b. 	The upgrading of inadequate facilities and the construc­

tion of ncw ones where these do not exist.
 
c. 	The upgrading of the operating functions of physical 

fa.cilities and the setting of standards for 	construction, 
utilization, and maintenance of buildings and equipment.


d. 	The establishment of 
a system to ensure that an increased 
demand for adequate health facilities and services will 
be met. (A system of licensing or certification may 
need to be studied). 

5. A Fawniiy Health Statistics System in SESPAS should be estab­
lished which wuld provide a statistical basis for the continuous 
evaluation of the 7:Ch/FP program and the project. 
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6. A curriculuum for a now caton, ory of "technical nurses" should 
be formulated aid implernented in collaboration with tho Secretariat of
 
Education and the ration the PAHO advisor.
viiLh ceri of nursing edwvation 

7. Thcr i.; a need to provide a larger and better equipped ,build­
ing for tzhe p;(':I:.I! S:SP'.3 ,school of and for further
nursing re-examin­
ation of thl" ,,('. t r:xr: in', curriculum. (PAI0/1..10 could provide
 
required techaical a ;siSLTance.)
 

8. LJuLc iOcIalth conceprs with emphasis un lCH, population dynamics,
and 'iamil.y pl:nnig :nuould Lc integrated into the basic curriculum and
 
in-c;ecvi':o t...:,- i~g~of tikal, nursing, and other paramedical 
 students
 
and/or per w
 

9. "he traLI:ena mdlcal point of view ihat has characterized 
tho doctor' s rl,, si:oult.' be redirected to develop a ccinbination of
 
orie ,t;t.un r.-
 ssills that will be recLant to family planning (e.g.
 
socio-~-,h,~::,vfioi ' ;nd cultural 
factors and their relationship to
 
fertiAi.i-,rKa: :c'i h&'avor and the davelomment of skills in policy

plani ni,, pcittc-., human organization, behavioral change, etc.). 

10. 'h,-ri. i a nee-. to make fcmily planning program strategies
1:lorc. 	eff,.c't; -,Icu cor.itr.!ent and effective use of additional re­

oiurces .:I! bc required by CONAPOFA.
 

11. A ,roup should be established to stnidy the introducti,:,. of 
fmnily life edic ation in teacher-training institutions and schools and
 
in non-fornul education for out-of-school youths and adults (possible
 
technical asf; ;C,,ince frcom UTOSCO). 

12. 1. coninuing national effort should be made and directed 
at reaching t!e di'fferent target groups (not only eligible women). 
This uffort F,,ou d ut:ilize varied media approaches and techniques with 
messagos sus., t the da.;rce of sophistication of the various target 
groups.
 

1 . Thc inLornatlon Mnd education components of the family "plan­
ning program n,,oi to be reinforced by person-to-person contact (through 
clinics, cne vini!s, etc. ODC Community workers could be utilized). 

14. A joint EdJucational Production Center should be created which 
will develop cap i.iiii ies and increase and upgrade staffing for the 
production of m l:m:dia r.aterials for fmaiily education planning for the use 
of COw "'A ,Ild te Asociaci6,n Dominicana de Bienestar de la Familia (ADPBF). 
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15. The coustruction and equipping (including transportation 
and communications) of rural health clinics and sub-centers in 
selected locations altd of regional training centers in Santiago and 

San Pedro do tncor, for the delivery of hel, th care services, includ­

ing the prepairation of qualified training staff, are needed. 

16. An experi'ienLal. area using an integrated comprehIen~Siye 
con nuntytNOWatt care approa..ch should be developed whi ch ,an also 
serve as a field practice area for base and in-service trainling for 
medical, pavm,.k,,a! i auxiliarv staff as weP! as otuer cOnumunity 

worker,. 

should b exposed to che above duscribed fied
 

practice are. This .. ,d shift the orientation of trainees from the
 

hospit:l to t ,,miiicv health services. The World Bank repres;entatives 
have stated, hcwever, chat they will util ize the Dominican Health 
Sector .%A::sessment is a basic document for their strategy planning. 

UNFPA/GODR. UNFPA is playing an important role in providing 
financial support and technical assistance to CONAOFA for implementation 
and evaluation of the nntional family planning prograr. The collaborative 
effort of hesc inStitutiMnS have resulted in recent substantive program 
improvemunts. There has heen continuing activity in program evaluation, 
especially 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 W:hile auxiliary nurses are prescribing" the pill. The 
foregoin-_ have resulted in substantial increases in the number of new 
family planning acceptors in recent months.
 

Nutrition
 

Interamerican Development Bank (IDB)-PIDAGR() Project (Proyecto 
Integrado de Desarrollo Agropecuario). IDB has made a US$24.8 million 
loan to the GODIR', for the Agriculture Sector. The total projected 
project costs are US$ 37.2 million with a four-year disbursement period. 
The loan concentrates in two areas: livestock and crops. This project 
is discussed in Ietail -in the AID Agriculture Assessment. 

FishinL .peratives. The GODR has obtained a loan from the IDB 
of $1.6 million for deep sea fishing and processing. Because of 
additional cost requi remeints and other factors this loan may not be 
activated. 
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' Although fish is an excellent source of protein, ther i little 
demand for fish in the Dominican Republic. At the present. time,. seafood 
storage methods are poor and •there is a reluctance oi the part of'i6t' 

f 
D Dominicans to purchase local fish. . MarketE;, serving t.he~poorbarrios' "
 

and rural areas do not have refrigeration', freezer capacity." PoL'sibil­
ities in other processing methods such as salt-drying fish isshould 'be .
 

* explored (imported salt cod was a sought after food~urtilis price
 
made itunavailable to the lower ciasses). ' ' "' ' ''' . 

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 staffing for CARITASfood.
 
distribution-and nutrition education program in the Southwest part ". 4" 

(2) assistance to theState Sugar ,Council.'(CEA)""utrition' 
program by fiscal year 1977.;' and (3)'wukwith'the Dominican'Ariaria'n ' 

Institute (lAD) in developing improved nutritional levels''inresettlement 
areas for the 'agrarianreform program. . . . . 

CARE in' conjuction with SESPAS is' conducting classes in nutrition,education as the educational component of its PL 480 Title I' supplemen"''
 
tary feeding program.
 

Catholic Relief Services (CRS) 'is concentrating the major part 
of its efforts in the Southwestern region. Working through its' -"' -'u 
Dominican counterpart, CARITAS, it spends about US$i9,50o yearly -for 
applied nutrition programs. It is utilizing a nutrition team composed
 
of apara-nutritionist, a nurse, and an agronomist ahd' is backsto'pped ' .".' ' "
 

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 fo usae' i the Dominican
 
Republic and requireadditional research to determne -their

effectiveness.
 

Church World Service (CWS) through its counte part Servici 

Social de Iglesias Domin-Icanas (SSID), provides health education in
 
diet, health care, hygiene and child car. ,In coopeiati:on With SESPAS,
 

4,'it 
 provides contraceptive supplies and financial'support fo'r mobile 
and. demonstration teams in areas of population and family planhing'as' 
a follow-up to a nationwide Pap smear project' for which CWS supplies , 
slides and' suppli.es. ' '" .. .- 44 

In 1,973~, CUS/SSID opened a nutitional 'rehabilitation center, 
''(mothercraft cen~ter) which is unique in the Dominican, Republic.' 4 Althouigh

this cconter follows a basic design of providing health and nutrti"'al' 

7,'4' -' 4. .., 4""' . " 44 4 '4i "' 4,
2254.~4y ~' ,' 

. 4 4 
:.w44. . i V f 4, ' 41,4' 4y

4
 

'7.4"~ 

http:suppli.es


education with medical care. It currently depends in part Pb 480,on
Title II donated f',ods which, of course, are not available on a 
commercial basis.
 

Health Services 

World be] th Organization/Pan mIcri,'an Health Organization (PAHO).
Operating un der a basic agreement with the Dominican Government, PAHO 
provides a wide rmgeof suprorting Lechnical assistance, including

malaria and uber,'cuosi 
 control; lritton; and physician, nurse,

dental, and enginec:i'r, to the ';ecretariaf of
.anit:to. Oducat i,.n 

Public He:!.i 
 and Social Ass.itane (SESlAS), Assi.:ance is cn Lered 
around nine oll-tir. in-cnztry suaff aH Weil as consultnltS availab1e' 
on request. Within the area of general hiteath services, PAHO staff

have been ins t rur:.*9aral, ina the denign and em 
 at ion the 

regional i :a..ion p l.;a.
 

::ent: of national 

PAiH a iso cbvid eo sigrniicant inpu t to a ten-year Activity
ImpleMeULatin Parn (1970--1980) of SESPS whi,:h outlines basic policy

and budge.:t Ii71 !,.1. L11h, d ecade.
 

Serv ic, Ncio l. de Erradicaci ,n de la Mlaria (SNEM) . NE,

originated a:"z c a tripartite
r ul agreement between the (;ODR, PAHO,
and UNICEF. SNElH activities are compri.-ed principally of the prevention
and control of malaria, In addition to its malaria activities, SNEM

has provided a small scale deli,,ry outlet for elementary rural health 
services.
 

CARE. tn. cooperation with SESPAS, the CARE/MEDICO program is
providing specialty training progr ms wChin the medici profession.
Instruction in Orthopedic Surgery, Operating Room, Nursing, Pediatrics
 
Nursing, In--Se-vie "lursing,and Buco/Maxill.o/Facill Surgery are being

conducted ii- major hospitals in Sainto Di)mingo
 

The CARE/.IM)CO p r-;ram in Orthopedic Surgery has been instru­
mental in the creation at the Dominican Association of Orthopedics
(the first Dominican organization f professional medical. specialists).
Persons trained in tih ICO project are cequired to serve one year

in the interi or in crder to ic certified.
 

CR S. The (R, .. rasite treatment program receive.l an allocation
of sS42,000 from time GO)R. The program i staffed b*y one full-time
and one parL-time doctor, a Laboratory technician, a secretary, and 
one admiuistrative person and is located in a center in Santo Domingo
which treais appi ,r imarely 1.,500 persons per month. A mobile team
comprised of tmeso same center staff tceW,Iabout 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. Services by a U.S. charitable organization with home offices
in Winston, Il inois, include allocation of approximately 120 tons of

medical supplies 
 and equipent yearly valued at approximately $60,000

for charitable distrihution through 
 some 40 private health centers
located throughout the cuntry. In addition medicalto spp lies and
equipment, MAP Viithe past has provided direct medical assisLance
state--operaLed hospkLaks and clinics 

to 
through participation of volunteer 

specialists in short-term practical training exercises. Recently, MAP 
has brought in a uihi.e operating unit whiich is self-sufficient and is
being utili:ed by U.S. voluntary medical teams on a rotating schedule
 
in various rural regions of the country.
 

MAP is currently initiating, with the Government's approval, the 
in-country manufacLure of essential medicines which will substitute
 
for foreign donations.
 

Water Systems 

IDB. Over the last several years, the IDB has been a major

contributor to the development of the water and sewerage systems 
 of the
Dominican Reptblic. Loans from this organization to the National
Institute of Potable andWater Sewerage for construction of aqueducts

and sewage disposal facilities in various localities across the nation
 
totaled over million the five from
$6 in year period 1969-1973. 

IDB has a loan of $18,600,000 as part of a $23,300,000 iroject
for a water system in Santo Domingo which was signed in November of
 
1973 with estimated completion in four years. The project 
 includes
construction of wells to increase supply towater Santo Domingo, some
small distribution and pressure systems, and technical assisLance [or
the design of a second phase which will include water and sewerage
systems. Also inclLded in the second stage plans is a dam on the Haina
River and the possibili Lv of a treatment plant. PAHO a'id a private
firm (Boylet Engineeriog) are ;lupplying L,.chniical assistance. 

Other 1DB infra. tructure-oriented loans have also been instrumental 
in providing financial resources for projects for the two major cities 
of the Republic. Thest include the expansion of the Tavera Dam system
to assure adequate amount:s of water for the city of Santiago and its
surrounding areas, and the creation of the Corporation of Water andSewage Disposal for Santo Domingo (including the technical asbistance 
necessary to handle the water treatment and distribution .nd sewage
disposal needs of the capital.). 
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IDB also has a rural water program in progress in cooperation
with INAPA. This rural water program is for the construction of a 
,seriesjof.potable.water systems in towns outside of major cities "and 
the capita1.7 162'systems have been built or are under construction; 
another 43 are tobbe built unde-r the second stage of the loan. 

WorldHealth Organization/Pan American Organization (PAHO). In 

the area of:environmental health, PAHO is providing administrative and 
*g . , ' , .manageria:advice to INAPA:including the provisionof scholarships 

S .. 

for training•personnel. In 'addition to assistance on improving the 
nation's w'a " supply, it also is currently active in conjunction with
SESPA 'in a .ural-besed latrine construction program to build 30,000 
facilities per year throughout•a large'po'rtion oiZ the" South and South.­
west, regions' 'of theecuntry. 

-"i: . United Nati o ns (UN)'..)'In cooperation with INAPA, the United 
Nations Development Program-(UNDP)has provided resources in coordina­

-;tion with 
project., 

the World Food Programi to the rural 'acjeduct construction' 
Initially tobe operational from late 1969 for a:21-month' 

period, the project was extended into a second phase to terminate,, 

*food 
Apr.. 1974., Sine inception of the project, 2,612 tans of Title II' 

valued' at$44 6,857 have been distributed to local,wrkforces' 
during, their participation in the construction of 90 rural aqueducts
'to provide water service to 126;000 persons, 

Others. In addition to the outlined 'assistance programs,
numerous I-programs are run by'church groups and civil" organizations 

'. ....~ ~ with.financal backing from their headquarters in the United States.Th activ"i".:;'-• ties:-i in ih'ey.a're involived !are diverse:,: ranging '.fr0om:­

ar"s "nd-!crafts'an alcoholic counseling to' nutrition, health services, 
and fa"mil.yp anning.y Several churches 'reportedly operae free clinics 

'fo67 smal'comnmUnities throughout the country.> Although there is no 
'"%. ' ' 

'inf orma'-ti o f ont the-e: X/a ctilocation 
" , ,aeai-,.'.,o nienn han . 

of these"facilities, their ger'e
the poorest rural areas, While 

1. 
their 

scope, of or..,is necessarily 
S 'staffand.hysical resources, 

concentrated 
they have' a 

inia few 
positive 

areas-due' tolimitd 
impact on the heal th 

stts,peerved
I and 'on the morale

;o: :l''" 
of their communities.'''.;mrteS../ ' ' 

( 4' 

II~2 8 i1'~ 
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APPENDIX Ill
 

SUPPLMENTARY FEEDfNG PROGRAM 

Sori" Generai I. on!;Idera ton ConcterninS the Effectiveness of the Program 

The supplemencary teeding efforts in tlhe Lo;uinican Republic 
can be subdi.vid:d InLo two caLegorles: the supplementaLion program 
supporced by the U. S. Food for Peace (PL 480 Title .1 program), and, 
other (O)i' Supplementary Feeding Prograius which include EconcfiLc Food 
Vitchen/Ca feLerias and the Miaternal/Child Health ("MCH") Milk dis­
tribu ion ,ro. :am. These two efforts are estimat-ed to reach 12 per­
cent oI ttt popu laiolt wit:h some type of f',.c;d surplementation. 

The hv::, lon..Lerw goal for this coUnC'Y would be to insure 
t- il. nutr2i:0onal eu.ds net by productionant are either nor:rzal or 
f~ood I.. tiOo, J~i which there would distributionb,. be adequcte 
sys tems. n-;up1-.lmonwtry feeding programs are justified as being an 
intervention tWt cjn provide immediate but temporary food supple­
ment,; to "A, :I ."i recipients until such t time that they are no 
L.onger con id : malnourished. It is the hope that by providing 
food -while off,- ing some nutrition education, the recipients will 
no : be per .anent y dependent on the supplementarCy feeding program. 

However, the operation of PL 480 'ti:le 1I programs in the 
Dominican Pcpublic has in practice become centered around food re­
placewent ratheu: than food supplement. The concept is supported by 
the very incme of the program itself, "breakfast program," w¢hich 

L.ads pare:t- t, believe food distribution is a meal in itself. In 
addition, :w-an frequently served late in the morning -­are so 

around I. or 11 a.m. -- that parents may be actually reducing the 

ilOlllt. of tl: -a ily's foud available to the child because they feel he 
or she hs. ruadd bcvn fed. 

Since 7(0 pete.t if Wihe population is suffering in some degree 
from ialnourishmunt,'-- I t in clear that P*'Iplementary feeding programs 
are nedcded now in the Do'm'.nican RIoublic. Young children, from be-
Core birt-h through the first two ycars of life, are a particularly 

I / BUCas~ of limited services, concentration should be placed on 
thoe most in need. This is usually done on a comparison of weight 
to ago as compared to an accepted norm. 

2/ ,5 el I, W. H. et.al., "Nutritional Status of 1tiddle and Low In­
coime roup.tn in the Dominican Republic" Archivos Latinoamericanos de 

Nutricidn, Vol. 22. N~unero Especial. (July 1972). 
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vulnerable segment of the population, as are prcegnant and nursing
 
women whose nutritional st:tus reflected
is in their offsprlng. 
Thus, in theory at least, the M1ll program of PL 480 Title Ii and the 
GODR milk distribut-ion progran are devised to reach thi ,group. Un­
fortunttely, tht: women and young children most in need are the hardest 
to rach. Frequently Lhey find it iot possible tr tumoe co the feed­
ing centers. Con.iequently, the maiority of the recLpi ents in these
 
programs 
 are older -- not of an -o when a s u'1ment ar,_ reeding
 
program wil prorid!e mst be.nefit.
 

Even if tle programs were able to reach the de;ired target
 
group, the very nature of the programs is not calculated to reach
 
the desired goal., whiich is to provide an only tempo!rary food supple­
ment to "at risk" recipients until such a time as .-,elf-sufficiency
 
is attained, while at the same time providing training in the most 
efficient use of available food resources. First, the foodstuffs
 
used in the PL 480 Title !I program are not available in the local
 
market. Therefore, educeting mothers in their use 
 tends to create
 
a permanant dependence upon these imported items. Second, foods
 
are 
carried home in the majority of the programs, and the problem

of intra-fam-ily food distribution arises. 
 Experience ,;uggests that
 
foods may be shared among all 
members of the family, and consequently
 
no one receives a sufficient amount to show measurable benefits.
 
Finally, the Title IH food comodities are not recogni-ed ,is "baby

food" since The same comndities are used for school feeding pro­
grams and food for ork programs. Even though the Title 1I com­
modities are excellent for young 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

II School. FeediTng 
 and Food for Work, and the GODR Economic Food
 
Kitchen/Cafeteria s) are 
not nutrition interventions at all since
 
they do not reach the most nutritionally vulnerable groups. The
 
supplementary feeding programs are pres.nted and 
 budgeted as nutri­
tional interventions, therefore, they should 
 serve direct nutritional 
goals in the most effective way possible given the limited resources 
available. It 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 one being an educational.. 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. Repe:cussions might
 
well result if the present supplementary feeding programs were discon­
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tinued abruptly. Thmu: even if it were decided to shift all food
supplement resource'; to CICHwhere cost/benefit would be greater, it 
would appe-ar dilfficult if not impossible to do so. 

"Ih_ P]. 40.i t. 1c.'Ie j gam in the Dominican I&e ublic 

ib- Do'Jiica1'n food suppiement program Is a joint, cost-sharing
effort: of the 'i'o;:lin!-an and U.S.' Covernmen:s. The USG provides
flood donai.-,,n.:, tindur PL 480 'Title II, adniinistered by CARE, Catholic
Rolcf 2ero§..:c. ("(J,'1") and its local counterpart, CARITAS, and 
Churcl World Ser'ice C') and its local counterpart "Servicio 
Socio l de Igl!slas ',:,i ("SSIS"). The Nutrition Division innicanas" 

the Secric::ari:.t cf Health and Social Assistance ("SESPAS") is as­
slguetl the noon oiiLty of acting as the coordinating body. The
 
progr- :ii J!.'Li.ids as irmproving the nutritional, status of the
 
1,Voer ',"gc o', population, provides a temporary
of the it 

tood 
 s,,'!i*e* '!i i. conducting nutritional educatio, prurams to
 
cr).,0 
 t -- and thei families to improve their dietary 

i. ed,;in the Nutrition Chapcer V, food intake
 
JS in : i . L ., i' 
 bhi; l.ty and cost. Education aline will 

'Tb,, -,: -,''cnv.ra !food supplement program categories.
 
1111e o Li I t' .h!,'Pirogrim is directed to.ards pre-school

ch, Idre.,' 'n" - ..n: ard nursini; :o;-en. The School Feeding Program
(SCii) i,.tOich .cliu.)' lunch program in the country, and covers 
the primrv...ry ;d The Food for Work Program (ECD) provides food

for workers t11 :-;uity development projects, and the Other Child

1"-eding P'o'r (0.ACH) -rovides food for institutions such as hospi­','s 


t, l.s, orphafgt tLc. 

Th, 
-IT 480 Title I1 Program and the GODR contributions to the
 
food supplment program have been reduced during the last four years

(se,_ Table 59), 
 At present, 659,452 persons are receiving some Title
 
:i:lconmodities., This coverage drop is due to a considerable percent

decrease In il.". donated onm-nodities which has not been compensated
by an increasv' in the GODR ,:o.,tritr:,'ons. 

During 1974, the CODR contributed a total. of $935,887 to the
volagtncies t. defray administrative and logistic expenses. A
breakdown of the Title II into program categories and the cost to 
the U.S. Government and the GODR are given in Table 60. 

This financial input does not, however, fully meet the CWS,
CHS, and CAREI." "prepared food" programs cost of condiments, food,
labor, etc. Therefore, supplementary funds are generated by contri­
butions from recipients. In the case of the CARE/CIH programs oper­
ating in sugnr mills, agrarian reform projects, and the Secretariat
 
of Health's milk posts, the major operating expenses are met by
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Th I e 59 

.L.F,0 13 ,AX 

FY 

197C 

NO. oi 
generic. 

921,2CO 

P¢.F Apre~ CCC Cc).;I: 
i'Durd 

76,4S0,000 7,893,004 

fcc Cost 
& O=F. 

-,42Z,,-,5 

-To t j. 
Po-nds 

60.3.2.,,32 

2, CC. , 

,,6, 

CC. 
& "_ ,-

, 
9 0 

CC:')::r'CC"- rri¢ ,oa* 
*'...-

,t';4,341q,279,2 

- __gCCC C.vst 
&2 ? 

7, ' 44 

of' Re ,-
,.,-j c}f..tfd 

,iets GO, '. aRContri­

Z68,168 

1971 977,375 73,03a,090 S.700.632 10*7,; ,' 544,Q 0, 5.74 5' ,.",3El 63,I77 7 7 04 9 

1972 676,500 46,541,000 3 '45,7"7 5.950,03 44,321, 2: 5 S t , .,.97 4-, . 7 i ,b1 75k t 9,37CI,934. 710,27S 2,05,413 

1973 664.,000 43,702,000 4,454,714 5,512,795 43.08-, 133 5,3 0,C4(r 6.3 -,456 43.255,753 5,37
,, 
,-C-, . 493 r,7,3 1 n4,396 

i a 6,345.020 2.7.s5,. 3,532.294 3, 7 9 ,,59. 2 2,,,< 2:; 2. -,3l! ,-7 
• 

3,. 335,357 

1! 

2/3:' 

Line 17 of As, . 

Aczvrdi t ~B of LJl-.Cc-..Jtc Yi ' ani disrrfbit ' * arai.e reipieoUt 

rvacbed, and 0- centributj c-'.ol::cad :-r t-
period July i - Dece.Ler 3., 1973 

,Y.TIICE:Compiled by "3.AID/DR 

'-,' -

7" - '.3,*7 

-e 
i2- '-i. ' 
1972 -

1974 - 4.5.2 

r-':h'. 

'z.5 ;­



".N'FIC\T;q 0FCCVE2AE V;1)CC" 48 71'rTIE i FOOD ISTFi:L.-rON 

Program 
Category Pecinien.s Reached I/ 

Pcunds of Fc:d 
Distribute:! 

ToaTotal US. 

Con.tribu:i.-r 
cin uZS.S) 

2/ 

O "DirecttGOD. Drect 

Financia Contrii!. 
(in U.S. S) 

3i 

C -:,KC0R" 

C61t%'': 
(in U.S. 

7-,,-e'-ipi' n. 

Ccnri.-5! 
(;n 1'.S.S 

To!--IGOTotol 000?. 

Zetriontion El 
(in U.S. 1) 

CCH 

OCH 

ECD 

SCH Feed. 

203,393 

6,468 

70,299 

260,905 

!1,945,00C 

427.000 

5.07,,,YV) 

8,762,000 

1,567,227 

30,071 

949,654 

473,09i 

30a,5C3 

15,71 

308,842 

177,t19 

55,O _7,0:' 

....-

12,000 

177,819 

25o,000 

--

5/ 

?/ 

707,108 

18,718 

600,842 

177,E:9 

TOTAL 546,066 2,226,000 3,040,043 935,R87 100,0C 550,000 1,5S6,427 

I/ 

2/ 

3/ 

4/ 

5/ 

6/ 

7/ 

8/ 

9/ 

According to USAID stztistics, these levels represrnt only 777:of the total recipients aprove4 for FY 1974, and 607 of 
the Title II foo; resourcs earrarked for distribution. 

Su=- of U.S. fo:-c! costs .nd ocean freio.>t charges. 

GODR direct allocati)ns :, Vol Ags. 

Allocations from State Sugar Council (CL\) and the Agrarian Institute. 

Estimated contributicns by recipients ior food received. 

Sum of G071R direct financial decentralize 0.0D. agencies and recipient contributions. 

CARE/CM 246 centers at $30,000 nonthly for 12 t'onths 8s,600 

CRS/MCH 60,000 mothers at .015 daily for 300 days - 270,000 

SCH 4,000 schools at $0.40 per school per day for - 280,000 



- - -  

CuILL."Ot i_ ' "'ttOn:' fron tie agenc C.s hav lgdirect. adminis­
t~ t.' i r,- h'a .1I -such as, the National Sugar ounci. I] Thefunds eede t r o.r i' i for thet -rhoc. lunch distribut:ion
4','s!e., L 'er,~ ~ obL" 'ad by ,a, Ly class',om .a .c:tiorol (usually

$0,C o . '01 : "..c''t i . B,e ,sc ldL'ie :;_:o Ire(-c, ,oreU, 
)1>a . 1s T,:, ':h~ . ,:I'idj:'i-" 'ic_- fLoo propar iLiai,Ii,, tha)LScrzetan' - ,-,' t , 'i'1.' been as­lO,. l, which 

- -, 20, or. a year for l!J; p.Ipse. It is,e .1 .,p i I 0 : 1vCt of those fuds a I-ic.-v-.v disbursed 
1': r'eC.C iri . of 2du - dicectt PO'l it I, , he School
 
[.Uo., o,
i'nIC;'cCII,: I I,, In y .;cihoulu o i it dbt: by tur­r' 'j,. nlld a;I credit r't giru(ca.or, v tetce
 
EventuAi 
 .h ,choo! 'US temporaril:: :uspend z~leJ r feodig pro­

unt the c.",tJ.ate sufficI lent Lo thoitcaait:-iI "''y debts. 

A ,;he;%, .)c costs of tne PL 480 TitIe i ProgrIf account
Lor o- p r,:eiit o..r the tLt1t riost of the program. (,ahIs i, cludes thept I Lcip:'nt' contribution, lost of which, "Is noted, i, w-<ed for 
sug :iaLd1ndicTnts) The GODR pays for handling chanrges, trans­
port: tt, i COSU aJlecot ith.i euunr:I-y., administratl.ve c'i.,as to meet 
w...age o"'thtad for prcgraia ofLicial. , cook., wareholreinen, inspectors,
oper Ling c:pejsos or .i jj ties, fuel (in SOMI cases), cooking
uteinls, and very often eating utensils. One o the costs that is very rc4. iut hos not 6eon shown is the time required for the prepara­

- I ,~i ser - foodo2ngthe "ind the inventory nd record keeping bysC(cO L:, .chiers uud in:apec tars. 

Oth-r SuppteL'enlt:,,r\y: e P'JIin._rasmr o,: the CODR 

The suppli r,ren feeding programs of the GODR ire u-he Economic
Food feteiia 'Kirchen,'card the t.'ulL milk distri.bution programs. 

.conc,mic food Kitchen/ ifet: rias program consists of four feeding
The 

centers '1hich distribute both prepared and raw focdstuffs. In the
feedir.g centers apprurerelv 6,900 rnt:ions 
of prepared food are
distributed six day: 1 ',,,,eek. Each ration is sold for 10.25. Since
the .sti'tted value i ?0.45, this represents a CO'D: subsidy of
 
"4 , :)a60 r I y
 

'npca-cC f,ods ,irc: distributed through the Ecornomilc Kitchens,and also in various locations throughout the country. The estimated 
GOD subsidy for these foods which consist of 4 lbs. of rice, 1/2
lb. of beans, 
 and 2 lbs. of meat per recipient per week, is valued 
at RD$3, 311, 830 annually. 

'Elie GODR whole fresh milk distribution program is administeredby tie Division of Maternal Child Health of the Secretariat of Health. 
Its annual budget is 
$1.5 million and it reaches approximately

35,665 children daily. Currently, there are 
190 centers in operation

nation-wide. The whole milk distribution program 'is aimed at children 
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Iess than one year ut age; however, actual recipientsoff ;le or may be 2 yearsoIIer. 'ihe lack of absolute identification
cipienits is: an iIflerent problem 

of food re­
of all programs of this type wherefood i. distribuited for home consumption. The unpasteurized milk thatzi dii-xirbute it a:d to be diluted with water whose puritydouUbtful. isTiL.: would lncrexie the danger of contamination to thegran reclpJen. pro-QuAlity control would seem to require substantialliii] rov'',.nn tI 

:tcidLi on, ':ru .:ada del
3,00(1 free Er:n 

Amor" distribute.. an additional
:1os %' These consist of
;eek. 4 lbs. of rice, 1/2 lb.of beans, lb. oi pasta, and 1 lb. of sausage per recipient with atotal value o.'RD[)$/49, 0i annually. 

Evalua-tion ' ro 

Prn c'iordinat ion by the GODR has beenTIe a major weak point.UTrij ion D 1 -s.ion of the Secretariat of Health is not involved i 
the day-i:o-day oper:ttion nor is it involveddevelopment, in program planning,a nd implenentation of the supplementary feeding programsIn Lct, in Lhe case of two of the voluntary agencies, SESPAS haslittle dire ,n,t-ledge of their activities and there is a general
Lack of ition byoyi'he GODR or the three voluntary agencies. 

Vc,'e'hv.c.:es of these programs at the implementation stage inclui 

(:) inadequate participant selection procedures to insure
scLecc on of "o risk" recipients. Observations at feeding centersrevealed thalt older children (above 5 years of age) frequentlynumber the prcschoo], children. Rarely do you 
out­

see children under two
years of age. Of course, in the majority of the centers 
the foods
are carried neby .,n older child, but when questioned aboutw.! , ',1t .h, food, th-e comm1on response is the entire family 
who 

or all 

(b) lck of participant follow-up procedures.houl(' .nci(de which.,eight records of children and nutrition educationputs. !ecords of lieight in­
and weight are presently the only possibleway o Tre.uve the effectiveness of the program. Without theseecord, the center has no way of knowing if the child is benefittingfron the food t;uppiement and if the child's family is improving histotal dietary intake. Presently, very few centers keep these records;(c) Insufficient nutrition/health education -- almost all".nILer:: Juncticon solely as food distribution centers;

(d) insufficient control
1,thuit 11 thie 

over end-use of food commodities.Doinican Republic has a record of having a very low lossrate, the control over end-use of the commnodities is an almost impos­;ih, task given the nature of the program. People are poor and when-hmey are tempted with the possibility of selling foodstuffs which areLeft" 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 prospective
phaseover, there would seem to be relatively advantage to such 
an
 

approach at this time.
 

Table 61 represents the percent of the Reconnended Daily Al­lowance (PDA) met by the food distributed by each of the voluntary
agencies. 
It should be noted that these amounts reflect the as­sumption that all foodstuffs received are consumed by the intended
target groups. 
Actually, food losses and intra-family food distri­bution customs seem to reduce the actual amount of food.
 

The W H 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 pre­school children or older) and pregnant and nursing women. 
 Program
effectiveness is difficult to measure since adequate records of
weight, height, and length of enrollment in the program are not kept.
However, based on the assumption that 100 percent of the foods reach
their intended recipients, Table 62 makes some comparisons.
 

It can be observed that the calorie 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 CARE 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 carrying the prepared
food home in dirty containers, thereby increasing the chances of intro­
ducing diseases.
 

As stated previously, the selection process of MCH food dis­tribution, 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 possible exception of CWS, opportunities to incor­porate health care and family planning services into the Supplementary
Feeding Program are not optimized, nor are the majority of the program
recipien', encouraged into entering self-help activities such as
home food production, etc. 
 This is particularly due to lack of
ntumbers of instructional personnel. 
 The educational element of all
the programs is weak with a few exceptions where qualified pcople
are working in small communities. Educational impact could be much
greater if the voluntary agencies more closely worked together and
with the CODR at using mass media techniques. Of.primary importance

would be to encourage breast feeding.
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TABLE 61 

Percentage of P.DA of Caloric, and Protein in Food 
Distrijbutd b-y Voluntjry Agc~ies to Children 

CALORIES 
 _ PRO TEI N
 

CARE CRS CWS Ave. CRE CPS CT-S Ave. 
NCH 17.5 38.2 43.8 
 27.3 48.1 
 59.7 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 9.1 16.8 N/A Y/A 
 16.8
 

MCH 
 6.9 15.0 17.2 
 10.7 14.1 
 17.6 21.7 
 15.8
 

Vote 
 Food for Work has been omitted since its prinmry goal is to encourage local cotanitydevelopment projects rather th&n improve nutrition status per se, although nutrient 
input is a side effect. 

Source: USAID/DR
 



TABI. 62 

"-' m !7F""MDrN-.J 

PROGRAM. EFFECTTVENE.SS 

CARE 

CRS 

CWS 

Recipient 

375,633 

161,923 

8,510 

Food Delivery
!b'-

4,594,000 

6,988,000 

363,000 

Proteins 
P<: Dov!'.ersn (r'i-'r 

12.02 

14.93 

18.47 

Calories 
D~~esn: 

192.24 

420.39 

482.13 

*Graix of Protein 
/ ~o0] __e_._._-___ 

6.05 

5.85 

4.18 

*Calories 

9C.7 

1 E-. 9 

TOTAL 546,066 11,945,000 

Calculation based on total contributions and nutrients value of 
PL 480 Title II focuds. 

SOURCE: Food for Peace USAID/DR 



The CODP. id.lkprogram is a program of limited value because 
of difficulty of institutinrc nd maintaining quality standards. It 
was the precurscr oi the current CARE/MCH program, Initially at xntay 
centers, fresh *iill L ai irixed with i.ater and Non-Fat Dried Milk 

by to The 
out in the e ,.rr i ]LV 1974, k-ut the ,iilk posts continued to 
distr:rbute mill to j1ieut:;. This milk is purchased locally and 
is believed t b liluijtrd and highly contaminated. Little official 

(NFDM) supplied LAWPEeytend the coverage. NFDM was phased 

actenti n Is V n to veritiction of hygienic apects of the progran 
There aa;co!,mrnn as so to tihat mothers boil the milk before givinE 
it to their chil-reri. ih ill effects from contaminated milk would 
probably ofiset any anltriLi-.ofl bcicfit the supplementary milk is 
proviJii> 'U iU di:-lcribution of milk, i,ay also adversely affect 
breast feeding pr::cticea. 

The milk prcai-a 'o!rt he Gouecnuciit approximately $42 per 
recipient per , nhich is roughly six times chat spent for the 
Titl ii 11 'ra andchree times that of the MCH program were 
it to USe compd b. alternate ourccs of local food. 

Incomie rcdisciihutizi would effect changes in nutritional 
status, Supplewencary feeding programs are thus one way of achievinE 
this if viewed in ternTs of real income. As has been discussed earlie 
suppI c!icntar ' eedinL programs directed to the most nutritionally 
vulnerable grcua) would provide the i reatest benefits of Dominican 
investment. .;ien the specific problems outlined, especially the 
problem iof del)ndc-ce on food items roit locally produced, the 
present progr:ms 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 ronsidered, such as: 

1. le production and diStribution of a locally-produced 
weaning food and dietary supplement for pregnant and nursing mothers 
through coimercial channels and al so through such programs as a 
coordinated SAINAR, .CTI, stamp program. (See Nutrition, Chapter V) 

2. The conversion of presenc MClt resQtrces into Nutritional 
Rehabilitation Centers (Mothercrait Centers);V, which would work 
directly vith tha children and their mothers using locally available 
foods. The Nut -itlonai Rehabilitation Centers relieves hospitals 
beds, and has been shown to havc a "spill over" beneficial effect 
on the neighbors of participating families. 

3. Continuation of a MNCH supplementary feeding program with 
an increased nutrition/health education component which would be 
coordinated with the preventive health care program.
 

3/ A Practical Cuide to Combating 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 mothers promnses to be the mst cost-effective. (See

Nutrition, Chapter V).
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APPENDIX IV
 

ANAL.YSIS OF .HECTORIIEAl! LEGISLTION 

The basic law for the provision o' h,' th services in the 
Dominican Republic is the Health Gode, or Law 4.71, dated June 3, 1956 
(Official. Gazei-te 47999). As a complement to this law, there are 
several. "organic iao.j."ond "organic regul~tioms" which detail the 
internal fuuctioniiig of heal ret]ed gover-nim:nt;al nstituticns, 
such as tile adm'.ini tr.t)-ve duties and rules for personnel. Among 
thesu are: 

The Or;'.nJ.i: . of SecretarL,. oELate,
 
Number 4376 if february l0, 19561
 
(OfILL IaLLNo. iU-l:e 7947)
 

- Th( 1-r2'iic!ogulat:ion of SESPA5
 
Number 1312 of November 25, 1955.
 
(Official kazett No. 7919)
 

U4. req.grding 

Secret.ries; of State of February 1i, 1956.
 
(Offic ial a.T:ette No. 7949)
 

- Decrte- L89 functious for 

- La..., Numiber 175 of August 31, 1967, 
changi,n the nime of the S .cretariat cf Health. 
(o~:'ci.i (azette No. 9049) 

In addition to these basic laws, decrees, and regulations, the 
Constitution of November 28, 1966, states that tie State will oversee 
the improvemuoit of nutrition, sanitary services, and hygiene and will. 
sie to pi-vmnt and treat epidemic and enderic diseases as well as 
other Jic'ts. The State is also obliged to provide medical and 
hospl t :. ;,m.,,; ree charge to those who cannot af ord the-m be­tcce of 
cause of povcxty. 

Other legi3)ation regarding health care ,natter2 include the 
foIlowd.ng: 

- Decree No. 2830 of September 23, 196S, 
(Official Gazette No. 9113) which creLted the 
National Health Council to coordinate the various 
health ins:itutions, to utilize better health 
resources, and to provide advice to SESPAS and
 
the Office of the Presidency.
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Decrce Yo. 55, Article 9 oE Noveuber 22, 1965,
 
whici establisled the Office of Progranbning ind
 
Technic, . Consultino; in SESPAS as part of the
 
lw cr.a in the Tecinical Office of the
 
Presjidency. It basic functions are to prepare
 
pla'iti programs and to evaluate existing acti-

Vitie6 of SESPz6S.
 

Law 3j i of Ma2 4, 1964, which provides for the 
regulai ion of manufacturing, preparing, bottling, 
storine., importing, and selling of all insecticides. 

Decree Number 2091 of February 14, 1968,
 
(ffical Gazette No. 9083) which created the
 
Nation-l Council of Population and Family
 

PIann'g, 	 of4C,( 

Law 	 594 .')f Augut 11, 1962, (Official 
ae~t N1io. 3680) which created the
 

NationWi Institute of Potable Water and
 

S weirage Systems (INAPA).
 

Law 	 498 of April 13, 1973, (Official Gazette 
0#9293 ,hich created the Corporation of
 

Acueducts and Severage of Santo Domingo (CAASD). 

The Public Health Code of 1956 states that the State is respcu­
sib,.e , or maintaining public health by adopting adequate sanitary and 
soc:al :iasures. This law governs all matters related.to public health 
and h:],;icne in the Dominican Republic. The Secretariat of Health is 
designaLed as the agency responsible for the enforcement of this law; 
however, the National Health Service, which was established within 
the Secretariat of Health as the technical organization within the Secre­
te-lt, is rosponsible for the implementation of programs, the study 
and L.o'ut.on of health problems, sanitation activities and medical 
attcun zien. 

Yn-oupg ihiore important functions for which the National Health 
Service is responsible 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

mA.'o-social services. 
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3) 	 To rubmit to thc: Secretary -egulations and draft legislatic 
to improve hzalth scrt'ice. 

4) 	 T, carry nut rescerch .:iLh i t; ow-.i p.rsonnel or wizh the
 
coo-peratirn of ot1;er e ganiztro,. official or private,

local, or r*xr.:natioia, , on dif, cent: aspects of public
 
he:al cl 
 a,< the het~nIh phem of the country. 

5) 	 Th publish :mId 1'eep cilrreut a Natonal Pharmacopoeia. 

6) 	 To nrovid>' health eduation. 

7) 	 To evalt. :eriodiw.ly the effects of its activities and 
sorvJ ces. 

8) 	 'o g:nerat "'ha~cve . votion is coisidered appropriate for
 
the iz, prc'claent of public health and quality of life of
 
the popultion.
 

9) 	 To control pr,.nrah] acute and chronic diseases as well
 
as nLn-prcv.-.itable chrcnic diseases; prevention 
of accidents. 
JitiS in charge of i..:...izing the population against conta­

10) To I, re pcnsibl for ca'iromentaj sanitation in a 
aspects: otcle water, sew-,age a:d treatment plants, housing
and uilc!i::(s for p til.ic or private use, control of disease 
vectors, elii.:ination of was.te, polluticn and other environ­
mental nu.;sauces, municipal sanitation services, rural 
sanitationj control of importation, manufacture, distribution 
and 	sale of foods and drinks, occupational medicine, nnd
 
hygiene. 

11) Sanitary surveillance o f airports, seaports, and boundaries; 
international hna]th ma'tters. 

12) 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, Ohemical and cosmetic compounds.
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c) Policing the operation of mortuaries. 

d) Sanitary contiol of animal. 

13) 	 ?aternal-Child U'ygi .-- pren'-tiL, popuSat l, preschooIl,
and school health service.: 4n all their aspects. The employ­
ment of children and adoiescents i , also to be controlled by 
SESPAS.
 

14) 	 Preparation and inple-: ntauion of a national nutrition 
program in cooperatioi %:-th he cr ariat of Agriculture, 
focusing on national prcd'ac 1io: and n'utrition education. 
The Secretariat of elxth, h ',ugII Lh1 National [HealLh 
Service is in charge o est. and ;.ng 
for the produiiction, 

j;hiog enfc standards 
nazfz'c:.uri', importation,a:ehousing,

packaging, analysis, )s~ rtion, distribution, and sale of 
foods and beverages a:vl c: the locale in which such articles 
are manufactured, warchou, ed, J.i:tributed, or sold. 

15) 	 Creation of adequate d.nal services for the general popula­
tion 	with specific enpniasis of sELrvices for pregn:nt women 
an1 children. 

16) 	 Development and organization -.) pr..nit,.ve treatMent and

rehabilitation progprar.-; foI won ta! roblc., nclud.ng
 
problems of alcoholism and drug addiction. 

17) 	 Responsibility for the medicail atcuLi.an and adequate health 
care of the entire population in hospitals or similar facili­
ties, as well as any such e.etablj';hrn,,-: developed in the 
future. 
This inciudes location, :trch4'r.'Luru, equipment, and 
personnel planning, standard ,)ettinpg, coordination of service 
to avoid duplication and/or dispersion of efforts, technical
 
and administrative procedures, compiLation, analysis and
 
control of data.
 

18) 	 The construction, equipping, and functioning of private
 
institutions is to be authorized by the Secretary of Heilth.
 
The development of private medical services is 
to be en­
couraged in areas which lack health services.
 

19) 	 Responsibility for the organization of rehabilitation centers
 
including promotion of the development of these services in
 
the private sector.
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20) 	 The Secretariat is responsible for the collection, classi­
fication, tab6eAtlori, 1t. ,pretation, and publication of
vital. st Ui.l:;., and any ot -, ,l-ta which nay bear on pre­
ventive or cecuiperative service3. 

21) 	 Health education programs :r the e:itite coln.rity using
any appropriate conaitjiication medta, well asas 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.
 

25) 	 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 pro­gram 	responsibilities of SESPAS. 
For example, the National Service

for the Eradication 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 established 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 sewage systems.
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Even these new institutions appear to have difficulties ful­filling the functions assigned to them. 
The National Institute of
Potable Water and Sewage (INAPA) was 
created in 1962
organization, as an autonomoussubject to the regulations cf the Presidency and underthe authority of the National Planning Office. This e.tity was givenby law complete authority for the planning, research, construction,administration, operation, and delegation of functions of both ruraland urban water supply and sewage systems. Although the Secretary
of Health presides over the Administrative Council of INAPA, there
is 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 to 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. 
V1lile 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 Assess­ment, the following legal situations appear to prevail:
 

Nutrition Assistance. The Secretariat of Health is the organi­zation with principal responsibility for the implementation of
measures for the adequate nutrition of the population.
 

The Division of Nutrition of SESPAS created by an administra­tive act on November 8, 1961, is the responsible exec',ting 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 Lhe 1967 seminar
on Child and Family Nutrition, the assignment of a PAHO/WHO full­time nutrition consultant to the program, and the reorganization of
the Division in 1971. Nevertheless, specific goals, plans, and tdr­gets to meet population needs have not yet been identified.
Its principal activity is said to be distribution of supplementary PL 480

Title II foods.
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In 1972, a National Nutrition Council under the auspices of 
SEPAS v:cs aucl,orized by the 1'residen'. Its stated purpose is to 
perfrm research, set stunderd s, coorYi-r to, plan, and ev-,luute 
nut rition prorams, This council h never heei activated. llalnu­
t:r' i,:'n is one of the mnin health praheb-s of the A)nminicn Rtepublic. 
lhbsry is no functofn!ug or;lnizatin"0 .'idiP .. 0 ::carshjp. The 
I)Tifiai+n Ansessmcnt teas Con iered. , thot, t recliin g a ¢onslusion, 
nlternative ins titutioIs to locte L]:, ,er;w:elitai nutritional 
reponsib.ility, i.e. theu Secretariat. oi ; ii Lure an. the Office 
of Price (>,ntrol (I', . 

Thu Secretary of ,grica ture h-as Toga! r,;p:., ;ibi.i ty to develo] 
it; productica policies accordinj to the ,utr t .'. .:. needs of7 the 
pop"Irrtion, to develop a t 1i0n 1ut t'12 '1. .'m q, W coo, r.::Lon 
x..ith SiM., Wrd to study the soc-i:l ,-nd cco:nceic .opncts of pro­
ductio-n, distUiBution, Ind C0o02umpti, Of Y IAi. ItO. I -)ro0UtZ. 
If p:ita;:ry responsibilityt.wer-e to be. v'; ed in n W ILstitutl on other 
than o.S2'AS, Article 153 of !: 6!471 should .be irnahaed, I N1''"T!. 
w.#ere to assu.c1 responsibi lity for n.utr tjon vsw; _t;.nce Law 526 of 
DuceLber I0, 1969 should be 'mended. IhioS 2K, ho,'cver, has legal 

auLhority to Set Wo:.1 ru:: selling priccr nCn cseatl food i tems 
based on a prior study 0of Ur'.oucLion 'ousts. Thus MSPR w'ould have 
legal responsibi.litv for setting m2Kmi.:l price for any weaning food 

distributed in the madrket. 

Ponulation Assistance. One of the alternatives for increasing 
the access of the population to contrace'tive supplies is thue dis­
tribution of these stupplies through ca.mercial out)lets. The Public 
Health CWle 4471, Article I]4 eaL.abli shns that in co,:tnunities of no 
more than 2,000 people or those ;;hich iri five or more kilo,:cters from 
a harilacy, coimmrcial establ.ishnents -. iy be awthocized to sell 
pharMaceutical products or supplies. Although Article 115 states 
that all places which distribute the.;e items must have a graduate 

pharmacist preent, Article 114 appe-.r3 to be in e:.:ception to this 
rule. In practice most pharmacics do not have gr;:duate ph:ar:;,!cists 
present. There is no lelis)ation to prevent com;ercial outitts from 

selling drugs, the exception being that the State is to provide 

medical attention free of charge to those who cannot afford to pay. 

Personal 11e;.A.th Services. The Dom nican Health Assessment 
Team concludes that the present system of delivery of health services 
is basizally not reaching the m:jority of the population. The team 
has been highly critical of the Secretariat of Health as being in­
efficient and ineffective in its delivery of health services to the 
poor. 

In looking for alternativc solutions to provide effectively 
health care to the rural population, the Assessment recommends 

utilizing the services of SNEM, the autonomous'Malaria Eradication 
Service. 
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There appear to be no legal restr;ctions ,7hich would prevent

tihe use of SNEII for purposrs of providing .:edical outreach services
 
using p.ramedicals. Article 17 pr. '.ieS Lh.,:t np-:rnmedicaj personnel
 
may practice medicine if they do su ,iJor .le supervision and re­
sponsibiliry of a duly recorni, 'ed ,r.,rc un1 l l itQndip presently
 
anticip.ued that the STV, w- I L mp.oy severil med2ic it doctors in
 
order to copl 'ith this wuperi. r', pr3'7,:ion. Moreover, tile l-utw 
provides that the Secretriat of lie.Icli:'.' 2fro is.,ue per ;iits for 
perown.'i ,houc the Tv. de'ree - & -he : in ;m Mi ent profe­
sIc gr.l.,te..)' to y. ,-ice ",edica. proissio7:: .-t Lo be 1'oint t! 

1o -ici. I position'; .ien such persons 'rt .&n .n hi've a good
mr-tion. \lthon mn no Icg-1 prohibition poepi Vw 1Pt, the 

- , v ,;.!r Lo t : (cretariat h i t2ken Lhiu i iio vi 'uL * :i-i :ry 
11 , ; - . .v': , chirg for their servict. - , ru r.,, o0" 

taince %M .as crerted by a trip.artite ~ ree IL .111 functlul. 
10 l. Lu WL doinistrative re.uinti rons, any char', in the n, tur 

of . ir acciviti,,s may require .amendment of these agreements Ind 
regu..&' ois, but not to any kno-.. la., 

248 



ADPBR (or ADBF) 


AID 


CAASD 


CARE 


CEA 


CEPCIES 


CFOIE 


CONAPAFA 


CRS 


CURAR 


CWS 


DIAGNOSTICO 


ECD 


FAO 


FIDE 


GDP 


LIST OF ABBREVIATIONS
 

Asociaci6n Dominicana Pro-Bienestar de la Familia.
 

Dominican Association for Family Welfare.
 

Agency for International Development.
 

Corporaci6n Aut6noma de Acueductos de Santo Domingo.
 

Corporation of Aqueducts and Sewerage Systems
 
of Santo Domingo.
 

Cooperativa Americana de aemesas al Exterior.
 
Cooperative Assistance 'or Relief Everywhere.
 

Consejo Estatal del Azucar.
 

National Sugar Council.
 

Comisi6n Econ6mica Permanente del Consejo Inter­

americano Econ6mico y Social.
 

Permanent Economic Commission of the Inter­
american Economic and Social Council.
 

Comisi6n de Fiscalizaci6n de ubras e Inversiones.
 

Public Works Invcstment Commission of the
 

Technical Office of the Presidency.
 

Consejo Nacional de Poblaci6n y Familia.
 

National Council on Population and the Family.
 

Catholic Relief Service.
 

Cuidado Urbano por ledio de una Red de Asisten­
cia y Remisi6n.
 

Health Services for the Urban Poor.
 

Church World Service.
 

El Diagn6stico de Salud en la Repiblica 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 Econdmico.
 

Private Investment Funds.
 

Gross Domestic Product.
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GNP 


GODR 

IBRD 

lDB 


IDSS 


ILO 


INAPA 


INESPRE 


IPPF 


IUD 


LMD 


MAP 


1--H 


PAHO 


P.L. 480 TITLE II 


PLANAR 


PLANURBE 


RDA 


SANAR 


Gross National Product.
 

Government of the Dominican Republic. 

Internationa! Bank for econstruction and De­

velopment, i.e. World Pank. 

Inter-American Development Bank.
 

Instituto Dominicano de :eguros Sociales. 

Dominican Social Securitv Institute. 

International Labor GrganizaLion. 

Instituto Nacional de Aguas Potables y 

Alcantarillados.
 
National Water S,;,ply and 3ewerage Institute. 

Instituto Nacional de Estabilizaci6n de Precios.
 
Price Stibilization Institute.
 

International Planned Parenthood Federation.
 

Intrauterine 0evice.
 

Liga i'unicipal Dominicana. 
Dominican MIunicipal League.
 

Mddical Assistance Program.
 

Maternal and Child Health.
 

Pan American Health Organization.
 

Public Law 480 Title II. U.S. food donation
 
programs, provided in the Dominican Republic
 

through CARE, CRS and CWS.
 

Plan Nacional de Acue4uctos Rurales.
 

National Plan for Rural Aqueducts.
 

National Urban Water Plan, developed by INAPA
 

but not sanctioned or approved.
 

Recommended Daily Allowance
 

Sanitaci6n, Atencion Mddica y Nutricidn para
 
el Area Rural.
 

Basic Health Services for Rural Area.
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SEA Secretaria de Estado de Agricultura. 

Secretariat of Agriculture. 

SESPAS Secretaris de Estado de Salud Ptblica y 

Asistencia Social. 
Secretariat of Public Health and Social 
Assistance. 

SNZI Servicio Nacional de Erradicaci6n de la Malarid. 
National Service for the Eradication of Malaria. 

SPA Servicio Popular de Salud. 
Popular Health Service. 

SSID Servicio Social de gL!esias rominicanas. 
Dominican Church Soci 'i Service. 

UASD Universidad Aut6nou. de S-nto Domingo. 

Autonomous University of Santo Domingo. 

UNFPA United Nations ,ind for Family Planning. 

UNPIIU Universidad de Pedro lenriques Urefia. 

Pedro Henriques Urefta University. 

USAID United States Agency for International Develop­

ment 1ission. 
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GLOSSARY
 

Accessibility
 

The ease w,.ith which a service c'n be used, particularly with reference 

to entry inLo that service or systems; fa7ctors involved include co:;t, 
hours of operplion, waiting time, etc. 

Availability
 

'he existence of a health service or resource in a form which can be 

used by the )opiilation; primarily a geographic reference. 

Barrio
 

31 um. 

Birth Rate
 

A measure of fertility, usually referring to the crude birth rate,
 

which is defined elsew.:here 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 ! tter
 
expressed somewhat more simply is the number of deaths per thousand
 

inhabitants per year.
 

Effectiveness
 

The degree of success of achieving a goal such as reduction in disease
 

incidence, reaching a target population with services, etc.; measured
 

in terms of man-years, births averted, -and the Li!,e.
 

Efficiency
 

Thi degree tc .,hich an .ctivlty ci:.n bu conducted w;jLi-L.ce least waste 

of resources (time, money, manpower, etc.); usually measured in terms 

of cost. 
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>nvironmental Sanitation 

The science and pr:ictice of affecting healthful and hygienic conditions, 
especiali.v as rela7ted to the physical environment or surroundings. 

z tility 

In demographic terminology, Cecn Jity refers to the biotosic capacity 
to be7r children. :ertility refers to nctu.l performance with regard 
to child beiring. The most conmmon mecsure of fertility is the crude 
birth rate: the Rumbter of children born in ; given ar divided by 
the population ot the .cietyt -:id-year and multiplied by one 
thou :and. 

The rate at which a given population incre-ses. Frequently this is a 
refecence Lo the crude rate of natural increase: the crude birth 
rate minus the crude death rate. A more iccurate measurement of the 
gro'ith rate also includes the effect of international migration. 

Immaturity 

The state of being irmnature, usua.Lv a reference to infants. An im­
mature infant is a live born infa-at, %;hichweighs 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. 

Mo rbiditv 

The state of being ill or diseased. 

'. rtality 

The proportion of deaths to the population of a region or nation, etc. 
i'his is usually a reference to the crude death rate, which is defined 
in this glossary. 

ferina L.-1I 

<,.fer:; Lo the period between the 28t'h ,;eek c f gesta'!tion (pregnancy) 

Tie. to 
n.ai::1 ,tortalit- te, '.ich js the nu, iber ui fetal denths 21' weeks uor 
more and infant deaths under 7 days of age divided by the n, mber of 
li-e b:i.-:ths and f,::,l ,' tha 1?,-s or m(,r,: during the some year. 

n the 7th"d c.y of ! This !..- usually a reference the peri­
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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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