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I. 

INTRODUCTION
 

This is a report of an exploratory visit in the Dominican 

Republic undertaken on June 11-25, 1986 as part of the HCF/LAC Project 

on Health Care Financing in Latin America and the Caribbean. During 

the visit 33 interviews were held with top personnel of the MOH, 

social security, HMOs and private clinics, various governmental 

agencies, USAID-DR and other international agencies, localand experts 

and scholars. In addition, some 46 documents, and other 

statistical /bibl iographic materials were and andchecked analyzed most 

of them collected for HCF/LAC. 

Objectives of the visit were: to undertake preliminary analysis 

o f the social security system including the possibility of greater 

private sector provision of services; ofto explore the application 


user fees in the 
public sector; to assist USAID with a project geared
 

to strengthen HMOs and particularly in the organization of an in

country seminar for HMO managers; to review ongoing research projects 

related to HCF/LAC interests; to develop scopes of 
 work for two
 

possible HC:F/LAC studies; and to identify host-country professional 

couterparts for such studies. 

Due to reasons explained in (athis report last minute decision 

of USAID-Washington to undertake research on one 
of the subjects 

tentatively chosen for a HCF/LAC study) it was decided, in 

consultation with Stony Brook and USAID-DR, to develop a potential 

third topic for study. Due to severe time constraints, however, the 

scope of work of the additional study could not be developed as in 

much detail as the other two. In view of the interest expressed by DR
 

officials and the USAID mission health well asdivision, as the
 



feasibility of the studies, the three projects were ranked in order of
 

ir,,portance and priority as 
follows: extension/im'JprovemIent of
 

health coverage through HMOs in conjunction with sc ial security; ( )
 

user fees in the public sector; and (Q) health costs and productivity. 

At USAID-DR request and with HCF/LAC approval, I devoted extra
 

time to report on the preliminary findings -- from interviews and
 

bibliographical materials 
-- as well as to undertake some statistical
 

calculations on the subjects of social security/HMOs and user fees.
 

This wo-rk is included under sections 2 (Background) of Projects A and
 

El.
 



II.
 

ACTIVITIES CONDUCTED DURING EXPLORATORY VISIT 

June 7: All rnaterials sent frorii Stony Brook on HMOs were read and 

notes taken. Materials available at\P on DR health and social 

security were perused. 

June 9: Telephone briefing by Richard Skolnik, HNPD-World Bank, on 

the first draft of a population, nutrition and health study conducted 

in 1985 in the DR by Karen Hall. He promised to seid us a copy when 

available. 

JUne 1: Travel to, DR. 

J t)L 12: Visit to USAID-DR and meetings with Lisa Early, Health 

Division; review and approval of scope of work, decision on priorities 

and time table, arrangements for appointments at various institutions. 

Meeting with Manuel Ortega, USAID-Population, collection of 

inforriation anid arrangement of meeting at IEPD. 

Meeting with Henry Welhouse, USAID Economist, to identify 

hc,usehol d i ncome/expend i ture survey, co:llection of available 

in'oru,'ation at USAID Library and arrangement of meeting at Central 

Bank.
 

June 13: Visit to the MOH (SESPAS) and meeting with Dr. David Guzrnan,
 

Under Secretary of Administration and Dr. Miriam Gonzalez Bello,
 

Director of Medical and Hospital I:are. (Dr. Guzman promised to help
 

our project if he rcorm'ains in MOH). General discussion on DR health
 

conditions and major probl erms as well as ':'n spe: if ic issues such as
 

ccsts, efficiency, user-fees. Collection of available MOH documents 

and identification of major stud -s inducted outside of MOH. 

Identification of topics for HC:F/LAC potential research projects in 



DR; he suggested a cost/efficiency study and another on user fees. 

Seles:ti on of three major natiosnal hospitals and the natiocinal 

laboratory for visits and arrangement of appointments. Inquiry ot 

probable chief health officials in the new government.
 

Meeting with Henry Mol ina, 
 trade union leader, former 

c':Ongressman and currenitly Advisor on Social Security to the President 

of the Republic and author of the 1983 social security legal draft.
 

CI le : t i on ,:f mat er i al s. Di scussi on *onn the general financial 

sJtuation Of IDSS and especially of the health program, as well as the 

reasclns' for the failure ':f the draft to get congressional approval in 

1983-8]C, possibilities for a revival under the new government, and 

I abcr attitudes vis-a-vis cocperat ion with private sector. 

Idertification of social security (XDSS) knowledgeable officials and 

arrangeilent of appointments. Alth°-0ugh he didn't explicitly suggest 

it, Molina implied that IDSS was in great need for a financial

actuarial study.
 

Meeting with Dr. 
Luis Fernandez Martinez, President of Asociacion 

de Iguales Medicas (HMOs) and director of one of the main HMOs. 

Discussion on the Igualfs position vis-a-vis the 1983 social security 

legal draft and the role played by the former to defeat the latter, as 

well as on private health sector views on the SESPAS/IDSS and possible 

collaboration in the future. Lcng ,.onversaticon o-°n HMOs Seminar; 

date, participants, topics. Identification of other HMOs leaders and 

arrangement o1f collective meeting with them. He suggested that 

HCF/LAC should study how private medicine could collaborate with IDSS. 

June 14: Reading and analysis of collected materials. Meeting with 

Dr. Pablo Nadal and Dr. Lupt Hernandez Rueda, lawyers working with the 

private sector 3- authc,rs o-f books con social security and labor 
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issues. Identification of probable top officials in SESPAS and 
 IDSS
 

in the new government. 
 Inquire about private sector (particularly
 

employers) 
views on health and social security as well as functioning 

of HMOs (Igualjs). Collection of materials and exploration of
 

research topics. Discussion 
:n legal issues related to user-fees and
 

provision of HMO services to those insured at 
IDSS. Nadal identified
 

as a topic for HCF/LAC how to finance a system of coordinated
 

peripheral clinics within the private sector with 
a linkage to a
 

nucleal referral (public) system,.
 

June 15: Study and analysis of nmaterials gathered. 

Meeting with Dr. 
 Julio Cross Beras, sociologist trained in USA 

who has worked on public health and is a member of the transiticnal
 

team to install the new governrment. Collection of materials.
 

Discussion on 
HCF/LAC priority topi,-s. Exploration with Cross Beras
 

on whether he would be interested in being one of the host country
 

professional co,'unter parts (HCPC). Identifi:ati:,n of probable new MOH
 

Minister and IDSS Director and arrangements for appointment.
 

June 16: Meeting with Dr. Rafael Gonzalez Gautreaux, Director of the 

National Laboratcory, a user-fees success story, and potential riodel
 

for national replicatio,n. Inquiry on legal basis, services where
 

user-fees are applied, amount 
of fees, end use and results, income
 

test for the lo:,w-income users, and personnel's and user's 
attitudes
 

(witlin the Nat'l Lab) and of the reasons for poor results in other
 

MOH hospitals. Discussion 
on the State Agency on Pharmaceutic:als
 

(PROMESE), its suc:esses and difficulties. Identification of one
 

top; : for HC:F/LAC 
 proje:t (user fees standardizatio-,n and
 

universalization in the 
public sector) and of candidates for MOH
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mi n i st ry. 

Meeting with Dr. Hugo Mendoza, Director of Children Hospital 

Ro-b er t Reid Cabral (the r,,c,st i mpor t ant of its kind in DR). 

Coroprehensi ve disc_ ussi On on user fees and divergent results i n 

services in his hospital V pro-blems with physicians. Conversation on 

the role of Patronatos (Private Foundations) as an additional source 

,f health-care finan,-ing, aid con this hospital innovative program on 

bulk buying of medicines on credit ard thew selling the users with a 

srriall rargin and how this was used as a model for FROMESE. Inquiries 

about potential topics for HCF-LAC project (he suggested a study to 

introduce budgetary pro,grarm'ing in SESPAS) and new health offic.ials in 

DR. Identification of new materials. 

Meetirg with Dr. Guillerrio Tcrres, PAHO Representative in DR. 

Gathering of PAHO recent reports (one of particular importance and 

extremely ,-riti,-al) and identification of current health projects 

financed by ther i. Discussions on the need to regulate DR schools of 

r,'edicine ard ,ibstal c-I it has fa,-:d, and other administrative problems 

cof MOH. He felt stro-ngly that a HCF/LAC study cn health costs will 

fill a serious vacuum. 

June 17: Meeting with Dr. Alberico Hernandez, Director of General 

Hospital Luis Aybar, who has an antagonist.ic stand on user-fees and 

represents the position of the Dcminic:an Medical Association (AMD). 

Discussion on the legal base of the fees and on his views against user 

fees and why despite thcse views he applies them in outpatient 

c,-nsultation, as well as their end use and results poorer than in 

o:ther instituti ons). He alsc, gave his view ,-n outside factors 

besides user fees -- which contributed to the success of hospitals in 

which such fees exist. 
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Meeting with Dr. Jocelyn Gross, Administrative Coordinator and 

Dr. LiIi am G,:mez , Tec:hnical C:cordinator, F'ROMESE. They gave me a 

brief history of this state agency and analyzed its accomplishments 

and failures. They also discussed PROMESE relations with the private 

sector (first antagonistic. and later on more cooperative), the role of 

the PROMESE pharmacy stores (boticas populares), and the deterioration 

of such agency in recent months. They suggested that a HCF/LAC demand 

study on pharmaceuticals could improve PROMESE per forrmance in the 

fUt Ur e. 

Identification of potential HCPCs by calling various
 

universities, schc,ol s of ec o,ncmi cs, and public health. Updating 

meeting with Lisa Early. 

June 18: Meetings in IDSS. Meeting with Arisrmendi Diaz Santana 

Technical Advisor, wh:, explained an apparent shift in IDSS attitude 

(at least his own) vis-a-vis the Igualas and how this has resulted in 

an internal draft which facilitates a more cooperative relationship
 

(it feasible copy suchwas not to obtain a of a draft). He also 

explained the polarization which provoked the defeat of the legal 

draft. Fie suggested a HCF/LAC study on financial ways to facilitate
 

collaboration between privateIDSS and the sector. 

Meeting with Ing. Fredis Emilio Romero and Ing. Ana Marta
 

Quesada, IDSS actuaries. They 
 reviewed the poor statistical,
 

financial and bases the andactuarial of IDSS unsuccessful attempts to 

improve them, and we analyzed available coverage and financial data. 

Colllec tion- cf all pertinent materials. He suggested that HCF/LAC 

study the financial situation Of IDSS and ways to improve t. 

Meeting with Dr. Julio Cesar Ca tillo Vargas,. Manager of Health 
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Services IDSS. A total waste of time; he provided data directly from 

a 1983 PAHO study (with information up to 1982) which I already had, 

argued that there were no up-to-date statistics available and then
 

demanded that I submit an official request for such information. 

Meeting with Isis Duarte, sociologist who has worked on several 

surveys, as well as on social security and health issues, Institute of 

Population and Devel,=,pment Studies (IEPD). Collection of materials 

from IEPD and a Duarte's forthcoming book. Checking of draft of ana 

IEPD forth:oming boo:k on public health, social securit/lao and private 

sector which could not be copied because it is not final yet (this 

book should be obtained on a next visit). I explored Duarte's 

availability as a potential HCPC. 

June 19: Meeting with Dr. Vinicio Calventi, Director of Maternity 

Hospital Altagracia (the most important of its kind in DR). Review of 

the improvements and problems faced by his hospital as well as his
 

experience with limited application of user fees. Discussion on
 

PROMESE and how its performance could be improved.
 

Visit to National Statistical Office, library check and gathering
 

of materials. 

Meeting with Dr. Gumersindo del Rosario Mota, Advisor of the
 

Central Bank Governo,r to inquire on the state of processing of 

nacional household income/expenditures surveys conducted in 1976-77 

and 1984. He promised help for the HCF/LAC project if he holds his 

job at the Bank. 

Collective meeting at the Dominican Association of Private 

Hospitals and Clinics attended by eleven physicians who are officials 

of the Assoicaton and/or directors of Igualas or private clinics (see
 

List of Institutions/Persons Visited). 
 The major themes of discussion
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were their relationship with both USAID and IDSS, and the HMO Seminar: 

date, participants and topics. In a lengthier separate discussion 

with Dr. Luis H. Betan,:,js he in formed me about an upco:,ming (May 1987) 

joint meeting in Sto. Domingo of two Latin Arerican associations of 

private clinics. 

June 20: Meeting with Dr. Rafael Gautreaux whom most experts consider 

to be the next MOH Minister (Dr. Cross Beras accompanied me). He 

spoke as an individual and insisted that he doesn't know whether he
 

will indeed become the Minister. He reviewed the current state of
 

public health, repoirt:d that .a L:oom ,of 400 physicians have prepared a 

plan for the new government and summarized the major goals of such a 

plan. He assured his support to a HCF/LAC project in case he 

ultimately be': ormes the Minister. 

In spite of Dr. Cross Beras' effort it was not possible tc meet 

Dr. Ney Arias Lora (a physician and forr,er MOH Minister), who, it is 

rumo,red, will be appointed Directo,'r of IDSS. He is reported to be 

very cautious, to avoid interviews and be quite reserved. 

Telephcone conversation with Carlcs Rafael Ramirez, BID-Health, 

who reported on the projects they are currently financing including a 

study (just starting) that may tcuch health costs and financin*. He 

promised to send a summary of such a project but never did. This 

should be checked by USAID-DR or by HCF/LAC. 

Meeting with Lee Hougen, Director USAID Health Divison, who had 

just returned to the DR and Lisa Early for a very preliminary overview 

of my wor k. 

Review cf USAID files (from a recent competiticn for a health 

sector assessment prcjec t) to select additional candidates for HCPCs, 
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and selection -- in consultation with Lisa Early -- of the best. Phone 

and personal interviews were conducted during my stay with several of 

the candidates including (in addition with those already mentioned) 

Jose Miguel Bisso, Alberto Veloz, Juan Llado, and iberto Montero. 

June 21-22: Preparation of the trip report, lists of documents and 

visits, and preparation of rrelirminary draft of scopes of work for 

Procjects/ and 

June 23: Meeting with Lee Hougen and Lisa Early to discuss drafts of 

scopes of work and budgets. Hougen believes that the user-fees study 

t,-, be d,-,ne by USAID-Washington will not be a profound one but that it 

probably is a fact'--inding general study to support positions in a 

fcr thco'rming Co,nference on Health t,-, be held in Washington. He 

suggested t,,at we ignore this study. Hougen made several 

recommendations to improve Projects.K(HMOs/IDSS) and (user fees in 

MOH) which he considered the most useful for USAID; he gave a lower 

priority to Project '- (health costs). 

After this meeting, Lisa and I discussed the strategy to follow. 

Only one day ,o'f my visit was left, and still I had to write the scope 

of work of Pr,-jectL%-iand introduce changes in the scope of work of the 

other two:z projects. Therefore we decided to give priovity to Projects 

and but t,-, write a brief scope of work of Project to have an 

alternative in case it is decided to drop Project 

une 24: Preparation of scope of work of Project&'and revision of 

scopes cf Projects. and 

June 25: Meeting with Lee Hougen, Lisa Early and Hank Bassford, USAID 

Mission Director, for a final discussion of this report. I reported 

to Mr. Bassford on my activities and proposed topics. He expressed 

interest particularly in the policy implications of our potential 

it 



studies. Lee Hougen reiterated his interest especially in projects 

and and in the possibility I return to undertake the study of 

IDSS/HMOs.
 

Return to the United States. 

June 26: Phone briefing to Dieter Zsszhock on exploratory visit. 

E kcc's and other materials will be' riailed by USAID-DR. 
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III.
 

SEQUENCE OF ACTIVITIES AFTER EXPLORATORY VISIT
 

1. 	 Conduct feasibility USAID-DR study of HMOs as soon as possible,
 

hence USAID should identify source of funding.
 

2. 	 Hold HMOs Ser,inar from two to four weeks after the change in
 

administration. Identify potential U.S. speakers, prepare list
 

of participants and themes.
 

3. 	 HCF/LAC sho,uld select the two pro,jects to be undertaken, identify
 

international consultants to conduct such studies and check on
 

their interest and availability.
 

4. 	 If new top officials (SESPAS, IDSS) are known before August 16,
 

USAID-DR officials should meet with them and discuss the proposed
 

studies. Immediately after August 16 official letters should be
 

sent to the new SESPAS Minister, and IDSS Director to request
 

approval of the two selected studies. A check should be made cdo

the Central Bank (Gumersindo del Rosario or his substitute) on
 

the status of the household survey data processing and to secure
 

their support especially if the cost study is selected.
 

5. 	 If necessary, revision and adjustment of scope of work in
 

September. Decide on tentative dates for studies. Check with
 

candidates for HCPC on their availability and make final
 

selection also in September. Make final arrangements with
 

international consultants.
 

6. 	 Visit to DR (if necessary by Mesa-Lago) in October, probably for
 

one week, to complete final agreements, contracts'with selected

/
 

personnel and other arrangements.
 

7. 	 Initiation of first study in late October or early November.
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Initiation of second study in late Novefilber or early December. 
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IV. 

LIST OF INSTITUTIONS AND PERSONS VISITED
 

USAID: U.S. Embassy, Stc,. D:mingo Tel. 6822171
 

x 364, x 365
 
1. 	Dr. Lee Hougen
 

2. 	 Lisa Early, Health 

3. 	 Manuel Ortega, Population 

4. 	 Henry WelhLouse, Economist 

Ministry of Health: Secretaria de Estado de Salud PublicG. y 

Asistencia Social (SESPAS:), Ave Tiradentes, Sto. Domingo 

5. 	 Dr. Daniel Guzman, Sub-Secretario Adrfinisti-ativo,'565-1264/6374 

6. 	 Dra. Miriarj, Gonzalez de Bello, Directora General de Atencion 

Medica y Hospitalari4 

7. 	 Dr. Rafael Gonzalez Gautreaux, Director Laboratorio Nacional de 

Salud Publica, Santiago y Fialld Cabral Streets (682-2479, 688

789S ). 

8, Dr. Hugo Mendoza, Director Hospital de Ninos Robert Reid Cabral 

(533-1584) 

9. 	 Dr. Alberico Hernandez, Director Hospital General 
Luis Aybar,
 

Federico Velza uew, St. (682-5212) 

10. 	 Dr. 
Vinivo Caventi, Director Hospital de Maternidad Altagracia 

(682-9294) 

State Pharmaceutical Agency: Programa de Medicinas Esenci ales 

(PROMESE), Calle H #15, Herrera, Sto. Domingo (533-7798/7650).
 

11. 	 Dra. Joselyn Gross, Coc,rdinadora Administrativa
 

12. Dra. Liliam Gomez, Coordinadora Tecnica
 

So-cial Sec:urity: Instituto D,-,rnii-i':ano de Seguro Social (IDSS).
 

13. 	 Dr. Arismendi Diaz Santana, Asesor Tecnico
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14. 	 Ing. Fredis Emilio Roriiero, Actuario (565-1054) 

15. 	 Ing. Aria Marte Quesad , Actuario (565-1054)
 

16. 	 Dr. Julio~esar Castillo Vargas, Gerente Servicios de Salud 

17. 	 Dr. Sergio Taberas Ferritin, Asistente Tecnico - Administrativo 

Salud 

18. 	 Sr. Henry Molina, Asesor Seguridad Social, Presidencia de la 

Transition to New DR G'verri _snt: Transicion de Gobi ,rno 

19. Dr. Rafael Gautreaux (rumor is that he will be new Minister of 

H,.-'1th) I 

'\.Centro de Gastroenterologia, Ave. Bolivar 195 (689-7626) 

20. Dr. Julio A. C:ross Beras, Cii-Viviendas, Inc., Cuidad Ganadera,
 

Apartado Pcostal 20328 (533-76M/2191/2192)
 

Pan Arerican Health Or gan i z ation (at SESPAS) San Cristobal y
 

Tiradentes), Apartado Postal 1464
 

21. Dr. Guillermo Torres, Representafnte de la OPS en la Republica
 

Domini cana (566-2705)
 

Central Bank: Banco Central, Pedro Henrique" - hena (685-9111)
 

22. Dr. Gumersindo del Rcsario Mota, Asesoria de Governacion, 11th 

Floor -Sr. Jose Berea Basil, Division de Estadisticas y Encuestas, 

'Dept:N. de Estudios Economicos 

Institute of Population & Dev't: Instituto de Poblacion y Desarrollo
 

(IEPD), Dr. Pineyro #160, apartafientc, 302 (533-7382)
 

23. Lic. Isis Duarte, labor scocio,logist (she also works on social
 

security and health)
 

Inter-Arncerican Develcp rnent Bank: BID
 

24. Dr. Carlos Rafael Rarirez (562-6400)
 

HMOs Association: Asociacion Dominicana de Igualas Medicas, Ave.
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Bcolivar 452-1 Edificio Plaza Gascue 
(688-0490/6305 689-4446/4461.).
 

25. Dr. Luis Fernandez Martinez, President (also Presidente de 

Ser vi': i'c:s D',mi i,:anos de Sal ud) 

26. Dr. Eduardo Roedan, Vice-Presidente (also Presidente Grupo Medico
 

As':,: i ado (682-9560)
 

Private Clinics Association: Asociacion Dominicana de 
 Clinicas y
 

Hospitales Privados ? Ave. Lope de Vega #106, 
altos (565-7609/7601)
 

27. In a meeting held at 
(ADCHP) the following people participated:
 

Dr. Socrates Parra, Vice Presidente
 

Dr. Car los Guz,man, Secretario
 

Dr. Luis H. Betances, former Presidente of ADCHP and Presidente
 

st4 Igualas Medicas Dcminicanas, Centro Medi,-o Dr. Betances, Ave.
 

Bolivar 764 Z-6 (688-4144)
 

Dr. William Haina and Dr, 
Diaz Vargas from Grupo Medico Asociado
 

Dr. Abel Ricard:, Gonzalez, Presidente Servicios de Igualas
 

Medicas (SIMAG)
 

Dr. Fernando Alvarez Morelos from Instituto de Servicios Medicos
 

(ISME)
 

Dr. Cano Acra from Medi-Kasse
 

Scholars/Experts
 

26. Padre Jose Luis Aleman, Decanco de Economia, Universidad Catolica 

Madre y Maestra 
(UCMM) Santiago-, de los Caballeros (582-4559) (phone
 

interview)
 

29. Padre Jorge Munguia, Profesor Econorri" UCMM, Sto. Domingo (532

23(:)61 ) 

30. Dr. Pablo Nadfl, Abogadco Especializado en Seguridad Social, 

Apartado Postal 1191 (566-9536, 682-0457, 567-9750) 

31. Dr. Lupo Hernandez Rued; , Aboagdo Especializado en Asuntos 

17
 



Laborales, Apartado 30323 (562-2565) 

32. Dr. Delgado Bellini, Decano FAcultad de Ciencias de la Salud, 

Universidad Nacional Pedro Henriquez Urena (UNPHO) (562-6601) 

33. Dr. Raymundo Jimnenez H., Decano Facultad de Ciencias de la Salud, 

Instituto Tecn,-ologico Santto Domingo (UNTEC) (567-9271, x256) 

World Bank (Washingtc'n) 

34. Telephone interview with Richard Skolnic (HPND) 
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V LIST OF DOCUMENTS COLLECTED OR CHECKED*
 

All documents collected are being mailed by USAID-DR to Stony
 

Brook. Documents checked (*) were not mailed either because they are
 

not 
 essential or could not be xeroxed; many are available at USAD-DR
 

Library. All documents listed were read by the consultant who took
 

notes of the most relevant aspects.
 

A. Public Health
 

1. 	Secretaria de Estado de Salud Publica y Asistencia Social
 
(SESPAS), Politica de Salud: Periodo 1973-1980, Santo
 
Domiigo, September 1973.*
 

2. 	 , Salud Publica, Cuatro -An.Q.§. de Gobierno (1978
1982), Sto. Domingo, 1982.* 

3. 	 , Poliica dg Salud del G de Concentracion 
Naciona 1983-1986_ Sto. Domingo, 1983.* 

,4. , 	 Estadisticaa de Salud, several issues 1979 on * 

5. , 	 Memoria 1983, Sto. Domingo, 31 diciembre 1983. 

6. , 	 Memorip- 1984 'copy of original sent to printers)* 

6a 	 , Memoria 1985 (copy of original sent to 
printers)* 

7. 	 E Hospital Dominicano dentro del Contexto I'Salud 
ara s = g -2,-0_00," Memorias del Primer 
Congreso Nacional de Hospitales," Santo Domingo,
 
Febrero - Matzo 1984*
 

8. 	 Statistics on SESPAS Hospitals and Other Facil

ities by Region, 1986
 

8a ,Regulations SESPAS (user fees)
 

9. 	 Secretariado Tecnico de la Presidencia, Oficina
 
Nacional de Planificacion/OEA, Es i dje BA=
 
del Sector Slud., Nutricionz -Farmacos, Sto.
 
Domingo, Novembe'r 1983'
 

10. _ _ 	 Organizacion Panamericana de la Salud (Mario 
/ 	 Gomez Ulloa), E1 Sistema e Salud en Ia Republica

Dominicana, 1985
 

11. USAID Mission to Dominican Republic, Health Sector Assessment
 
for the Dominican Republic, February, 1975
 



12. 	 USAID (Lawrence Bartlett), "Financial Analysis" 
 and
"Financial Management Systems 
 within SESPAS," Santo
 
Domingo, August 1983
 

13. 	 USAID (Washington) wire to USAID-DR on User Fees Study
 

14. 	 USAID-DR Memo on Doctors Strike and new 
Taxes, June 14, 1985*
 

15. 	 Martita Maria Marx, 

Health Status in 

"The Effects of Medical Services on
 
a Developing Nation," 
Doctoral Dissertation,


UCLA 	1978 (author worked 
on A-11 and her dissertation repeats

part 	of that information, 
however appendices includeg"-'health

questionnaries 
 on Household Demographic Survey conducted 
 by

USAID in 1974 which is 
not available in A-11).*
 

16. 
 Linda S. Harder and Michael R. Reich, "Hospital Jose Maria

Cabral y Baez," Harvard School of Public Health, 1984.
 

17. 	 Nelson Ramirez, Carmen Gomez e 

PobQlacion Santo Domingo, 
 IEPD,

excellent 
 sections on demography, 

security and private health)*
 

B. Social Security
 

Isis Duarte, SaluA y
 
forthcoming 1986. (has


public health, social
 

18. 	 "Perspectivas de la Legislacion sobre Seguro Social 
 Vigente

en la P.D. y Motivaciones del Nuevo Proyecto," 
n.d.
 

18 a 	 Hernando Perez Montas, 
 "Plan de Desarrollo de la Seguridad
 
Social 1974-1978," [P : 1974].
 

19. 	 Amendment to Social Security Law, 1985
 

20. 	 IDSS, "Proyecto de 
Ley sobre Seguridad Social Presentado al
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VI.
 

RECOMMENDATIONS ON IN-COUNTRY SEMINAR FOR HMO MANAGERS 

In interviews held with members of the Asociacion Dominicana de
 

Igualas Medi,_as and the As-,ciacic,n D,-,mini,-ana de Hospitales y Clinicas
 

Privadas, including a meeting of the latter attended by eleven 

members, the following features of the HMO Seminar were suggested. It 

became apparent in the meeting that there were several conflicts\arriong 

participants, e.g., between Igualas that have their own clinics (group 

model or direct) and those which don't (IPA model or indirect), 

between HMO conservative managers that are reluctant ambivalentor on 

taking risks (e.g., changing methods, extending coverage) and those 

who are willing to, take such risks, 
and between divergent political
 

affiliations among mer,bers. This is a rather diverse group with 

significant so:urces for tensionoind confrontation and this should be 

taken into account in the organization of the seminar. 

1. Date: A few weeks after the inauguration of the new 

government, in order Loz have an on policy. Theimpact beginning of 

September was suggested as an ideal date. 

2. Participants: Suggestionj on number of participants ranged 

from 35 to 200. I feel that the number should be kept relatively low 

(about 50) to avoid losing control and facilitate active 

participation. Presidents (or their representative) of both Igualas 

and Private Clinics should be invited. Although there was initial 

hesitation on whether to allow "outsiders" to participate, eventually, 

there was consensus on the convenience to invite: the President of 

the Republic, Minister SESPAS, rirector of thethe of the IDSS, and 

President of the Dominic:an Medical Association (or their 



representative). Other potential guests suggested to be invited were
 

representatives from the employers associations, the major union
 

co,:nfederations and the major universities with schools of
 

medicine/public health. Many in the reeting/interview felt that the
 

Seminar should not be exclusively technical but have an additional
 

objective: to influence potential policy decisions of the 
new
 

government.
 

3. Length: In view of the time-demands on the potential 

participants a one-day seminar is suggested. 

4. Tics: (a) Finaning to avoid obsolescence of equipment 

(due to high cost of imports and lack of preferential exchange. and 

credit), review of means such as soft loans, preferential exchange 

rates, renting with buying option, etc. (b) Extension of :overage to 

lower income groups; this issue induced reservation among some HMO 

managers who argued that such an expansion will be very difficult to 

finance; a few suggested that incentives should be provided to new 

groups (taking advantage of physicians' unemployment (underemployment) 

to develop lcw-ccost HMO's in poor areas, as well as relations with the 

public sector and universities; the need to consider pri2ate cinics 

not only Igualas - was suggested as a mechanism for coverage 

extension. (c) Preventive medicine; it was mentioned that the bulk 

of the Igualas patients are affected by gastroenteritis but that this 

is difficult to prevent by HMOs (e.g., poor environment, sanitary 

conditions); at least one HMO manager indicated that he provides 

vaccination in his plan but does not know if such practice reduces his 

costs (in terms of loss morbidity), hence a suggestion was made to 

conduct a comparative study of effects on morbidity of HMOs with and 

without vaccination plans. (d) Common services for diagnosis, 
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expensive equipriient, vaccination and treatment of certain diseases 

were suggested to make some of such services/devices, accessible to 

HMOs and to reduce their costs. (e) Association of local HMOs with an 

U.S. HMO for investrment and/or technical assistance purposes. (f) 

_WaYs to imrprove HMOs orqganizationL e fficiencyL markfting atd public 

relations. (g) Ways L2 assure gual ity control; in relation to this, 

s:rle participants suggested the need to set mi nimum standards (or 

basi- rules of the game) amongst HMOs although maintaining competition 

and flexibility (e.g., to set various packages with different prices). 

5. Organizatin of the Seminar: A strcng, skilled moderator 

rimUst be che,sen tco en force rules a f discussion in the seminar, 

especially to avoid lengthy or irrelevant interventions and to keep 

the discussion within the theries of the seminar. 

6. U.S. S2eakers: I don't feel qualified to make suggestions on 

this; Dieter Zschock should be a better source than me. 



VII.
 

SCOPES OF WORK
 

PROJECTf: 
 EXTENSION OF COVERAGE AND IMPROVEMENT OF HEALTH SERVICES
 

THROUGH INCREASING 
USE OF HMOs IN CONJUNCTION WITH
 

SOCIAL SECURITY
 

Subjet of St dy
 

Analysis of comparative health care costs, efficiency and quality
 

,-f services between IDSS and the private sector 
-- particularly HMOs
 

igualas (if Project , is not conducted) and study of a potential
 

extension of ppulati:,n health :overage through greater private sec:tor 

provision of services in conjunction with IDSS, through alternative 

reans partic:ularly allowing empl,-yer/insured choice of affiliation to
 

HMOs ints-tead of IDSS.
 

2. Bac kgr und
 

V-Wry little information is available on health care costs,
 

efficiency and quality cf services in both the IDSS and the 
private
 

sector (particularly igualas). 
 There are few studies available on
 

IDSS and 
 the existing ,-,nes have scattered financial/productivity
 

statistics. IDSS itself 
 has published a regular statistical report 

since 1948 but it was interrupted in 1971, reestablished a few years 

later and then halted in 1979; thereafter "theve are annual reports 

available for 1983 and 1984 and the first trimester of .985 but the 

latter two have not beetipublished - yet [V-25]. These reports provide

data :n active insured po,pulation c-overage and, in a few instances, 

gross estimates of dependents' coverage based on arbitrary ratios of 

wife/,:hildren per insured; furthermore, IDSS o:nly grant- maternity 

coverage for 
the insured's wife and pediatric care for children below
 



8 months, hence actual dependent coverage is even more di fficult to
 

estimate and a new registration has not been made in 21 years [IV-14,
 

15). The IDSS statistical reports usually provide data on income and
 

expenditures but not accurate and disaggregated enough to allow for 

serious analysis. Scattered data are given on the number and
 

efficiency of IDSS hospitals and other facilities but, again, too
 

aggregated to support 
 an accurate analysis of efficiency or to
 

calculate unit costs. 
 The 1976-77 and 1984 national ho,usehold surveysi 

on incorie/expenditures -- when available -- could provide health cost
 

data (see Project.fi).
 

In 1983 .a Iegal draft was elaborated to drastically change the 

current social security system, inc I udi ng: (a) extension of coverage 

to the insured's dependent family (expanding coverage on health care
 

to the spouse and ichildren below 18 years of age); (b) extension of 

coverage to all salaried employees or wage earners regardless of theirs,; 

salary/wage amoLtnt (henc e totally eliminating wage-- -:,.Trng for 

compulsory coverage that 
were RD$233 up to 1979 RD$303 in 1979-85 and 

has been RD$429 since 1985); (c) extension of coverage to 

state/autonoc,sus agency employees and IDSS pensioners (both types
 

currently e:cIuded) as 
 well as to the sel f-employed, domestic
 

servants, h-'le 
 wet kers, unpaid family workers and members of
 

production :operatives (the first three 
 groups are technically 

covered by the law but in practice they are not and the last two 

groups are original-y excluded); (d) increase of the total wage
 

contribution (cf insured, employer and state) froim 12% to 20% and 

enfor,:em ent cf the state tripartite contribution (which has seldom 

been paid.) hence generating a huge cumulative state debt to IDSS ) IV

22]; (e) merger of the OCcupat ional ac i dent insurance program 
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(currently autconomous but housed in IDSS) with the health-maternity 

prograrma, and addition of coverage on professional diseases (currently 

o°-,nexistent); f) provisio'n of a solid financial and actuarial base to 

the IDSS; (g) introduction of the civil service career to provide
 

skilled and stable personnel; and (h) totally revamping the 
 IDSS 

organization and administration [V-20]. 

The publication of the legal draft generated a lively 

co-ntroversy and rapid polarization. The focus of the debate was 

article 16 (art. 15 in the final legal draft) which regulated the 

relationship between IDSS and the private sector. According to one 

source there was an initial consensus (in 1982, at the time of the 

presidential inauguration) armong major union and employer federations 

and the government on a legal draft to universalize social security 

coverage EV-27]. Another source reports that after some initial 

disagreement, there was a commission to deal with this issue appointed 

by the President which included a representative each from the 

Executive, the private health associations, and the author of the 

draft -- the social security advisor to the Presidency. The 

commission reached a consensus to review and modify the article of 

controversy and the agreed upon text was accepted by the President, 

but when the final draft 
was submitted to C:ongress the modifications
 

introduced in such article were not 
included [V-36].
 

The final version of the article stated that 
"health care will be
 

provided only at IDSS' own facilities.., and only in the cases and
 

conditions established in IDSS regulations; such c:are could be 

provided in private clinics and other centers with whom IDSS has 

contracted Ebut 
only con base to] the fees and tariffs set [by the 

IDSS]" EV-20] Rather than establishing a collaborative attitude the 



stiff text of the draft made private participation an exception 
 and
 

left its regulation unilaterally to IDSS officials. 
 The result of
 

this was an open confrontation in Congress, and through the news media
 

between the governrent and private clinics/igualas. The private
 

health sector accused the government of "social ization" 
and of
 

attempting to wipe them out [30] 
while supporters of the law reacted
 

criticizing their opponents as "health merchants and 
 intermediaries"
 

("many of wh,-,m cut services and hire bad physicians") which have 

become a "bourgeoisie" promoting the "privatization of social 

security" [IV-27]. An official document considered enterprises which
 

paid 
 igualas (on top of social security) as an "irregularity" which
 

"weakens the IDSS" EV-18]. The acrirnonic debate split the government
 

party, protracted congressional approval of the draft and practically
 

defeated it. There is an unconfirmed allegation that many civil
 

servants opposed the draft because they are 
not actually covered by
 

IDSS but through igualas, 
hence the law would have reduced the level
 

of their health care].
 

In ret-ospect the current technical advisor of the IDSS 
believes
 

that art. 15 "was t'o'o restrictive,... ignored the installed capacity
 

of the private sector and the important role it plays in health care
 

-- due to poor IDSS services -- as well as its political muscle".
 

This official considers that the support of the private sector is
 

"inevitably needed to extend IDSS coverage, otherwise such eltension
 

will not be more than a tax 
 without providing any services".
 

Furthermore, according to said official 
art. 15 involved a dramatic
 

shift 
 in the state position which had first stimulated and subsidized
 

the private sector to later on attempting to reduce or eliminate it.
 

Finally, the IDSS technical advisor 
argues that the extension of
 



coverag and eliriiniticn of the wage ceiling would have meant that 

higher income groups wo:uld pay but not use IDSS poor services hence 

increasing users' frustration [IV-13]. The controversy is not 

settled, thus the author of the defeated draft still maintains that 

the total reform of the IDSS would have eliminated most of its flaws 

and allow it to effectively extend coverage with imprcved services; he 

also believes that the private sector 
will have to eventually accept 

state regulatio,n [IV-18]. There seems6 to be a consensus that sooner
 

or later the government will try again to extend IDSS coverage (partly 

,,. , i b .; . : - ,..ider i,, ,, Iff i i, i .%I c!__ doi.:-vs ure 

to IDSS recurrent deficits); the question is what role the private 

sector is expected to play in such an extension. 

There seems to be also a consensus, even among selected IDSS 

personnel and social security supporters, that this institution is in 

financial chaos, that it is grossly inefficient and that its health
 

services are very poor, 
 all of which has facilitated the expansion of
 

the private sector. Apparently the majority of employers/employees
 

affiliated to IDSS 
 order receive 


health care. An evaluation of IDSS major flaws follows.
 

According to my own estimates [based cn IV-14,I5 and 


also pay igualas in -- to adequate
 

V
42,44,45,25] jocial security coverage/,of the EAP (the most accurate 

since it is based on active insured) increased from 8.9% to 11.3% in 

1970-86. Using these figures and a 1980 compariscn among all Latin
 

Ameri can countries, 
it appears that the DR had in 1980 and probably
 

now the lowest coverge in the region, after Haiti 
(the same coverage 

as El Salvador). My estimate of tctal population coverage (per force 

inaccurate due to improper estimates of dependents, and probably 

inflated due to provision of cnly minor health services to such 



dependents), shows an increase from 3.7% to 6.1/% in 1970-86. On:e 

agLAin, in 1980, DR had the lowest coverage of the region (except for 

Haiti). The wage C:eiling (currently DR $529 moz, nthly) excludes the 

higher inccome groups while the lowest income groups are also excluded. 

Henc e IDSS probably c:o:vers a middle-.ncome group of the population, 

highly concentrated in industry, with a very srr, ll proportion in 

agriculture and personal services [V-17]. Partly be:ause pensioners 

are not eligible for health care, about 40% Of insured of 60 years of 

age and over do not retire but keep working, hence reduc ing job 

oppo:rtunities in an econo,,y with 25% unernployment [V-22]. Geographic 

,-overage c1f the total population fluctuates from 0.4% in Bahoruco 

(r,,ost rural province) to 7% in Santo Domingo (the capital city) and 

36% in La Rc,',ana (which has a high proportion of its labor force 

salaried and unionized [V-22]. 
 About half of the active insured are
 

temporary (seasonal, migratory) workers, and annual fluctuatio ns in 

the number of total active insured are significant, e.g., a 10% 

decline in 1981 and a 15% increase in 1983; contradictions in figures 

are also frequent (e.g., a difference ranging from 17% to 24% in two 

statistical sOurces published for 1978-79). When the previous 

cc,rr,,t.s rin thc- in accuracy on the insured's dependent figures! arl-also 

taken into account, it is obvious that IDSS does not really know how 

many insured it has, in spite of its limited coverage. Accurate 

calculations of average :costs are therefore extremely difficult unless 

population coverage data are improved. 

Several sources assert that about 40% of IDSS health services are 

provided to non-insured (without being recorded) through political 

patronage, bribery and other illegal means; from 10% to 15% ,of 

patients are officially treated for "scientific interest" a very high 



per,-entage indeed. All these practices increase costs and reducze 

quality of services to the insured; they ray also explain at least 

part of fthe encrr,-:s. IDSS bureauCra-y; {V23, 3, 36 . 

About 90% of IDSS emergency ,-ases are allowed to use private! 

faiclities and IDSS also contracts with the private secmto-r for 6% ofl 

its beds [V-13aJ. These figures are a deczade old but recent data-J 

suggest that IDSS indirect servi,-es have declined, thus in 1977-80 the 

pecentage cf IDSS expenditures ging t,-, cntrac:ted servic-es decreased 

from 3% to 1.8%. Part of the explanation may be the refusal cof many 

private clinics to, provide services to, IDSS due t,., the fac:t that the 

latter seldom pays them or delay its payments [IV-25]. 

IDSS is without d,_-ubt ,-,ne of the least efficient social se':uri-ty 

institutions in Latin America if not the most inefficient. , According 

to varicus estimates, administrative expenses took anywhere from', 27% 

to, 62% ,of IDSS total expenditure in 1980-86, depending on the year 

and what budgetary lines were included in the calculations CV

22,23 ,27]; even the mcst ,cnservative ,-,f those estimates places DR 

well above the region and sc.. a herm'ispheric reccord. In the first 

quarter cof 1.986, IDSS average hcspital coccupancy was 51.7%, one cof the 

lowest in Latin America while the average length of hospital stay-was 

10.4 days, ,.one cof the highest .V25 ] . If the latter figure had been 

reduced to a more reasonable 5 days ,-,f stay, hospital occupancy would 

have dropped tc 24.8%, the lowest in the hemisphere?) The number oz f 

TDSS employees per 1,000 total insured ist 15.1 one of the highest in
/ 

Latin Ameri ca, but if conly active insured are used (a more accurate 

estimate for the reasons given before) the ratio reaches the 

astonishing figure cf 20.5 per 1,000 insured: a historical record in 

the region [authc'r estimates based on IV-16, V23 and insured data]. 
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About 60% Of the IDSS er,-ployees are in the health sector and the ratio 

of physicians per total and active insured are respectively 25.6 and 

34.8 per 10,000 - certainly the highest in the region. In 1980 about 

57% :-f IDSS expenditures went to pay physician salaries and fringe 

benefits, this before the doctors strike of 1985 resu.tted in a big 

jurlp in their salaries. Physicians officially work :only 4 hours daily 

but in practice they work only about 2 hours. IDSS services are 

highly ,c , trtated in Santo Doriiing,=, which has 27% of the IDSS insured 

but fro,, 42% to 51% of the doctors, 57% to 65% of all employees, and 

40% ofbeds CV-18a, 22). The quality of IDSS services is so bad that' 

a 1984 private survey reportedly found that 91.8% of the insured were 

critical cOf such services and didn't want to use them if they had an\ 

alternative EV-23]. 

Evasion is quite high due to poor registration, collection and
 

,:c,ntrc01 , lack of individual accounts and accurate statistics, and no 

effective mechanisms for enforcement and sanction. In 1986 the IDSS 

actuary estimated evasion at 30% to 35%; and rising after the 

increase in the wage ceiling [IV-14,18). Sanctions to evaders are
 

very lenient, e.g., RD $100 to 1,000 for 
registered employers, who
 

delay payments and RD $10 to 100 pesos for non-registered employers 

(hence stimulating clandestine enterprises) [V-27]. The state does 

not have to pay contributions as employer (because civil servants are 

no,t covered by IDSS), but legally has to contribute 2.5% of insured 

wages, such contribution has been paid (*rW only a fraction of the due 

payment) in five out of 39 years of the IDSS existence. As a result; 

the cumulative state debt to IDSS reached RD$ 95 million in 1980 

equivalent t 1:.-Uie combined total IDSS expenditures in 1378-80; with 

high inflation in the 1980s the debt should be even higher [V-22]. 

3(.i
 



Investment 
 revenues (as a 
percentage of 
total IDSS revenues) declined
 
from 2.9% to 1.1% in 1977-88 and 
are almost negligible now EV-22, IV

14, 15]. 

IDSS health expenditures are difficult 
to calculate due 
to the
 
lack of 
 separate accounting 
 but 
I have estimated 
 them at 
 RD$ 31
 
million 
 in 1980 or 
66% of total IDSS expenditures [based 
 on V-223.
 
The o:cupational 
ac:ident 
programr,, generaLt.,J 
iWi 1970-79 a cumulative RD
 
$43 million which 
 was mostly transferred 
 to the health-maternity
 

program, and practically all 
IDSS investment goes to health 
facilities
 
and equipmetnt [V-27]. 
 In 1976, 1979 and 1985 the 
IDSS budget ended in
 
deficit 
(basically induced by the health pro:,gram) 
and Congress quickly
 
resorted 
to increases in 
the wage cfing. The-1985 deficit reached
 
RD$ 21 million. 
 After 
six months of the 75% increase in the 
 wage
 
ceiling which resulted in almost 20,000 additional active insured and
 
a 29% increase in 
revenue 
(a projected additional RD$ 20.4 
 million
 
for the year 1986) the 
IDSS is in trouble 
again. Reportedly, 
IDSS
 
does not have 
funds to pay employee salaries (significantly 
increased
 
by the doctors' salary 
raise) 
 and is borrowing such
to meet 

obl igations and 
 considerably 
delaying the 
payment of 
 monetary
 

benefits. 
 According 
 to the IDSS actuaries, 
 in June 1986 
 the IDSS
 
reserves 
were about equal to or less than the 
IDSS debt, hence there
 
were 
 no real reserves. 
 The latest actuarial 
study was conducted in
 
1980 with 1979 data and 
it is obvious that the actuarial deficit 
must
 

be enormous [V-14,15)
 

The 
 lack of reliable data makes impossible any serious 
 estimate
 
of the cost of expansion of 
IDSS health coverage. For the
instance, 

1983 legal draft set a total salary contribution of 20% 
(vis-a-vis the
 
current 12%) 
 but an outside a,,tuarial 
 report estimated 
 that the
 



preiu Urmi sh,:,uld be 23.6% and the ILO calculated a premium of only 

15.4%, a difference of 53% between the latter two [V-26]. The number
 

of total insured estimated to,be covered, if the 1983 draft had been
 

approved, fluctuated from 808,000 EV-243 to 1,689,200 EV-213 for a
 

difference of 97%. Finally, the e timates of the increase in annual
 

revenue resulting from the 1985 raise in the wage ceiling ranged from 

RD$ 24 million CV-14,15) to RD$ 130 million EV-243 for an amazing
 

difference of 442%! According to the two IDSS actuaries the IDSS
 

statistical system messed in 1904 and
was up currently it is
 

impossible to estimate separate costs for health-maternity and
 

o-:cupat ional accidents. TheQ technicians tried three times to
 

reintroduce the proper statistical system but subsequently failed as
 

the Director of IDSS changed 
 three times during the current
 

administration. The chief actuary was sent 
to be trained in-Spain only
 

to come back and "d,-, nothing for two years." EIV-143 A final anecdote
 

can give an idea of the financial/administrative disaster of IDSS: the
 

chief actuary wanted to xerox and give me the latest statistical
 

report (not printed); after several requests to the Director's office
 
1K 

explaining that this was needed for an USAID mission)the actuary had
 

to supply the needed photccopy paper and sign a request for such
 

services.
 

The deteriorating health services of the IDSS have largely
 

contributed to the development of private health care in the DR. From
 

June 1985 to May 1986 USAID has commissioned seven studies related to
 

the private health sector in search for an optional mechanism which
 

could be strengthened to expand and improve health care in the
 

country. After a detailed invento:.ry, survey and evaluation of 84
 

private non profit and profit providers and beneficiary groups (38
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prirmary care organizations, 
 16 HMO's and 30 other organizations)
 

USAID-DR has identtified HMO-like organizaticons (Igualas) as the most 

feasible rmechanisrm to extend a pre-paid self-financing, affordable 

system', oof health :are to groups ,of the piopulaticon (basically in St,--. 

Domi go) with adequate but still relatively low disposable inc:ome who 

currently d,-on' t receive such care. 
 The igualas, however, were
 

established in DR as a means of providing patients 
 fozor physicians 

(r'any o:f them under emrpl cyed) rather than as a means of o:.,:ntroc,:l linlg or 

reducing health care ,osts. HMOs also have some limitations and face 

s,,oe prcoblerms: they are ,-urrently caught in a ccst-pricze squeeze, 

have limited access to ,-apital to upgrade equipment and facilities, 

la,:k experience in managing preventive/PHC programs, and need mcore 

efficiency in administration, marketing, etc. (sorme HMOs are of the 

IPS type hence doon't have their own facilities). A preliminary draft
 

conc ept paper and statement of work for HMO feasibility study
 

(finished in early 1986) propose that USAID-DR, 
provide to, HMOs: (a)
 

LJS$3 million for technical assistance in cost control and marketing to
 

in,,rease their capacity utilization; (b) US$5 millicon in a loan fund
 

tco finance HMOs new equipment, outpatient care centers, develo-p 

preventicon and prormotio n, and :over deficits in:urred as a result of 

service expansion; and (,Q) attempt to assure the collaboration of a US 

HMO as an investor in ,or teczhnical advisocr :,f 1c,,-al HMOs. If 

implemented the project is expected to achieve the following results: 

increase enro llr,'ent in 5 years (starting in 1987) frorm 250,000 to 

500,000, plus an additional 40, 000 moonthly low--incme wage earners in 

Santo Dcoinoo; as well as to reduce ccosts and develop more affordable 

benefit packages EV--23 to 35]. 



3. Curr ent Lto±ma~~o-

The inforrmation in the previous section dem'onstrates the chaotic 

state of IDSS health services and the poor possibility for rapid, 

substantial improverment. It also indicates that sooner or later the 

DR government, partly pressured by the grave IDSS financial crisis, 

will attemopt again to extend its coverage. The history of the 1983 

social security draft shows that confrontation and polarization should 

be avoided and a fruitful collaboration hopefully worked out between 

IDSS and the private health-care sec-tor. The development of ignl..s 

in the DR is a positive event but they face difficulties and 

li ritations to expand coverage particularly to lower income groups. 

USAID-DR is willing to strengthen those HMOs to make themi capable of 

expansion. Still, inforrmation on the cost of health services in IDSS 

and HMOs and a comparative study of such costs would be useful both on 

technical and political grounds to, show which institutions are the 

most capable, both in terms of costs and benefits to accomplish such 

an extension. In addition there is a need to find out, in a 

systematic way, what is the opinion of current and potential users :on 

both TDSS and Igualas services and the capacity of such users to 

afford prepaid health systems. Finally, it is important to gather 

information on the target population 
for cogerage expansion, as well 

as to explore potential mechanisms for IDSS/HMO ccollabcoration. 

There is a strong consensus amcng most governrent officials and 

private sector leaders oof the need for this study and for 

recornmmendations that could influence policy in the new government. 

USAID-DR considers that this study will be very valuable in their 

current plans vis-a-vis HMOs particularly in terms of the 



idt.nti ficatic,n cf a target populati,-on and its capacity I.o pay, as well 

as the rte,-hanisigs which cCuld allow an effective collaboration between 

IDSS and HMOs. 

,-. ,' +,.l "
 



4. 	 02A':fi Oh .e:t iy 

The pro:po-sed study will: (a) review the current legislati,-,n 

and custor, related to- IDSS contrac:ting o;f services, as well as the 

1983 legal draft and other legal projects (one prepared by the IDSS 

technical advisor co-uld not be obtained); (b) discuss with IDSS new 

chief o-fficials their receptivity to a significant HMO role in the 

provision of health ,3Y. to their current and/or future insured; (c) 

review various potential me:chanismns for an IDSS-HMO effective and 

mutually benefic al relationship and sele,-t the most feasible one 

after c:onsultat on with interested parties; (d) condu:t -- taking 

into account limitations o~f IDSS statistics and dispersic, of HMO 

data-- a ,::crparative study :,f health costs and efficiency; and e) 

find out the opinion of' current and potential users (as well as 

emplcyers, physi,-ians and other relevant groups) on the services 

provided both by IDSS and the Igualas, their attitude versus a 

potential shift from one to the :ther, and thetv capacity of A target 

population t:, affcrd pre-paid health care. In addition the study will 

make recormrendations on the best way to expand HMOs role in social 

security, and rcughly estimate the potential c:overage expansicon as 

well as savings and improvement in services if such incorporation were 

to take place. 

5. 	 Scope 2±-f the Stud 

The study will gather available data on IDSS and attempt to 

produce needed but non-available data (fcor this purpose, the household 

national survey of 1976-77 and 1984 may be useful). The study also 

will include a survey cof current and potential IDSS and HMO users in 

Santo Doringo with special fo-cus on low-i ncorme groups. The sample 

should inc-lude: (a) 	 users wh,_ are insured of IDSS and also are members 



of an iguala; (b) users who are only insured ,-,f IDSS; and (Q) users 

who only merbers ofare iguala.an If feasible, those of relatively 

low in:,ome are not covered by either instituti,-,n but c,-,uld be 

potentially ,-cvered in case of an extensicon of coverage, should also 

be included in the sarple e.g., free :ustom zones). The decision on 

the number An;d the selection cf the institutions will be made at a 

later date, takiging itn a-ccount the need to represent various types of 

institutions and users. 

6. MethIdio Y 

The study will use four metho-ds: (a) collel-tion and analysis 

:if all available prinary and secondary data (in:luding the natioial 

hcusehcold surveys of 1976-77 and 1984); (b) conducting a li mited 

number of informal intcrviews with IDSS and government cfficials, 

politicians, labor leAders and HMO association leaders; (c) designing 

and ccnducting a survey, and pro:'cessing and analyzing its results; and 

(d) conducting observation visits to the institutioc'ns chosen for the 

sarple in order to check their services according tc a set of re

established criteria. All these mterials will be integrated in the 

final report and reccrrendaticns based con the findings. 

The study will be done in two stages. In the first, the HCPC 

will :ollect all availa:le data, hold the inf:0rmal interviews, °conduct 

and prc--ess the survey (this in contact with USAID-DR and the 

international consultant), and pe:.rforrm the :0bservation visits. In the 

se,-cnd stage, the i nternational consultant will analyze all the data 

colle,-ted and with the HCCF': will pro,duce a preliminary draft of the 

report. This draft will be discussed with USAID-DR health i-,fficials 

and the ne.ded revisions introduced. The final d:curent will be 
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i) 


ii) 


iii) 


iv) 


a 


b 


c 


Personnel aDn. other Resources _Needed
 

US Dollars 
Pesos 2.77% i 

Personnel 	 a/

1 	Host country Prof. Counterpart


44 	work days (fee) 225 pesos/day 9,900 3,574
 
In-country transportation 	 1,000 361
 
Per-diem when travelling 

(10 days) 130 pesos/day 1_300 469 
Sub-total 	 12,200 4,1404


b_/
 
1 	International Consultant
 

30 work days (fee) US$ 260/day 7,800
 
21 in country days (per-diem) US$ 70/day 1,470

Airfare 
 630
 
In-country travel & others
 

Sub-total 
 10,275
 

Other Personnel
 
4 interviewers (fee) 	 3,000 1,080
 

Per-diem 2,400 870
 
1 Secretary (one month) 800 
 290
 
1 Research assistant 3000 1080
Sub-total 	 9,200 3,320
 

Othgr Resources Needed
 
c_/
 

Data processing 	 20,000 6,220
 
Miscellaneous 
 2$770
 

Sub-total 	 22,770 7,220
 

Summary 2f Resources Needed
 
Personnel 
 13,824

Per Diem 
 2,809
 
Transportation 
 1,366

Miscellaneous 
 7,220
 

Total 
 $25,219
 

Country Counterpart: sociologist or economist with experience
 

in 	health and/or social security as well as on survey design,
 

administration, processing and analysis
 

International Consultant: health/social 
 security economist
 

This sum is grossly insufficient to pay for market cost of
 

data processing in DR hence it is necessary to reduce it by 

either doing this work in Stony Brook or in the HCPC's 

institution 



11. Expecte Results 2f Jbh Final Lt-Ldy 

Approximately 40-60 pages of technical analysis, describing
 

objectives methodology, principal results 
 and implementations,
 

conclusions and recommendations
 

* Annexes of statistical tables, questionnaire and survey
 

results, observation visit check list and 
it results, bibliography and
 

list of interviews.
 

* Collection of bibliographic materials, statistical data
 

stored in diskette
 

12. Time Schedule and Elow Chart
 

Weeks
 

Stages 1 2 3 
 4 5 6 7 8 9 10
 

Planning
 

Data Collection
 

Data Processing
 

Analysis & Presentation
 



edited and reviewed by HCF/LAC key staff and 
 the USAID project 

officer, in acccord.,:' with the term~s o:f the contract.
 

7. Prinlipal ActivitLs 

Pl anning will consist ,f: gather i ng of available data; 

selection of institutions for the survey, preparaticon and testing ,-,f 

the questiocnnaire and selection and instructiocan of the survey taker.; 

preparation o-f the observatioh visit ,-hecking criteria; and 

ccmmanication with local partii.,citing units. Collection will consist 

of administration cf the survey, :onducting the inforr,'al interviews 

and performing the obervw.ion visits. Processing will 
consist of 

verification, c:dification, recording, tabulatio,n and corm'putation. 

The analysis will be ,:cnduc.ted by.the.i:_with th-e ,-,laboration of the 
-I,:: . ,,, I '*. C . - ,-

Pro ect ': 
FINANCING AND IMPROVEMENT OF HEALTH
 
SERVICES IN THE PUBLIC SECTOR 
(MOH)
 
THROUGH USER FEES
 

USAID - Washington has 
de,:ided to undertake a co'mparative study of 

user fees in four Latin American and Caribbean countries: Dcn'inican 

EtUj1.i.,, Haiti, Hcnduras and Jamaica. The DR study is planned to 

start in July (involving tw,-, experts for three weeks each) and to 

cover practically all services, i.e., outpatient ccnsultation, 

hcospital izat ion and pharmiaceutic-al s. Fol Icwing instrucztions from 

Dieter Zschc,ck, I have maintained u.ser foes as a research topic fo:'r 

HCF/LAC. Furthermore, Lee Hougen feels that the USAID - Washington 

study will not be as thorough as the one here proposed, but that its 

purpose is t,-, gather generol inform',aticn fozr a forthco'mi ncq Health 

C:nference in Washington, D.C. It wIld he ideal if the two USAID 

experts that work on this su.bject in July, continue the work of this 

first explorato ry visit, expandi ng it in terms o"f interviews with more 



MOH ,r,'.-Ltituti ,ns both in Santo:, Domingo and the rest cf tho country. 

They co-,uld prior to their visit study this document, reading materials 

and designing a format tc systemcatically request in formation on user 

fees which later on could be compared. This would reduce part of our 

initial. wcrk in this prcject. 

I SUbjet of Stud 

i. 0b2jt. 

The following is a preliminary design of a co:untry case study 

of u~er f.'., i, the public health sector (SESPAS cr MOH) including 

th1''"instituticns which collect such fees, their amount and use, the 

quality of serviIes provided by such institutiois, their rate of 

utilization, their client base and opinicon of users, and the 

fe-asibility o~f expanding their use in the public ,o:k,.tcr and mechanisms 

to accor,,plish such a goal. 

2.Bac kQround
 

To the best of my knowledge there are no 
specific, sophisticated 

studies cof user fees in th, DR public health sector al thcoeugh 

references are made to this subject in reports of international 

organizations and the MOH. Nevertheless user fees are widely used in 

the DR although with signi ficant variation in terms of their 

apIplicat ion and yields. A 1940 regulatioen (still in foree) 

established fees (actually quite high for the time but low for today) 

for many health services, e.g., labcre.Ltory exams, x-rays, etc. v8a]. 

The MOH Unde.r Secretary of Ad .. nistration confirmed that user fees are 

,,rrently applied in public hcspitals, clinics and subcenters in: 

outpatient consultation, laboratory exams, x-rays, bloced transfusions, 

use of hospital beds, surgery and medlicines [IV5, 6). (Fees are not 



used in IDSS). A recent rissioz'n of the W,-,rld Bank has reported that 

patients undergo-ing surgery have to bring in~trur,'ents, septical 

rm'aterials and even food [IV-34]. The Dcminican Medical Association 

(AMD) opposes user fee. , t ing that they violate the Constitution 

(art. 17:) which establishes the state obligation to provide free 

medical and hospital care t,-, "those who have scarce means and request 

such services free" (notice that the Constitution i ndirectly permit to 

charge users with means). As a result of this c-onflict, the AMD and 

som'r,,e phy'icians oppose user fees and the government has been relu,-tant 

to regulate them, fearing political effects. There is not even 

unanimity t:, th'i t,.rminc,l ogy :,f user fees: in s:'e hospitals they are 

called donations ("donaci'znes") and in cthersO recovering fees ("cuotas 

de re,:uper., non"). Work on a new Health Code (which could include 

user fees) have started in the MOH to update the cobsolete and 

inoperative o:-je ,-,f 1946 (which dcoes nm:t regulate ,,.:cer fees EIV-5, 6). 

As part o-f the e.plo-ratory visit, tive MOH national health units 

were chosen for a check in order t:, have a preliminary view ,zof the 

importance and effec.ts of user fees. The following reports are based 

':,n the sole :pinio:,n of the direc:tor of each unit. 

i. National LabzraLry (LN) [IV-7]. This is a 'success story in 

user fees and could be a model to be applied all over the country. 

The Direc'tor to::k over LN in 1981. The LN is a state in.4,i,;'tion of 

referral which makes all types of diagncstic tests and services 

through a nati,-,nal nctw,-,rk ,7 f labs, h,-,spitals, arnbulat'z,ries, et:. The 

fees are chr ied for all LN services a:cording tc a standardized 

tariff; fees are equal tc, all patients but tho,se who lac:k resozurces 

are briefly questi oned (in about 15-20 minutes) and usually exempted 

fror, payment or a, ... i med a lcwer fee. 

http:effec.ts


Before the standardized intr,-,ductioz.n of the fees, the few lab 

tesits that were perfforred at LN tcook as mru,-h as - o,,i;hs, patients had 

t,_- wait in l:,ng 1inc'; and the re.sults were uLircl-1i .ible. In , .,'.,s where 

fees were I:.. ,Ar- eJ they ,-,ft en were p:cket ed by the providing 

person,nel. N,-,w the services are performed fast (often results are 

avaj. 1 able or the c'r nexto;ae the day) , there are no w Aiting lites, 

and results are highly reliable (even high-inc,r,'e groups resort to 

LN when needing ,-:cmplex tests not easily available elsewhere; before, 

they si .nt the sariples t,-, the USA or traveled there). User-fee 

revenues are er,,pl,:j,.,--d iir: hiring specialized personnel (SESPAS' 

app,- . nt d pr snel is ,-,ften LSki lled, L nreliable and undisciplined 

but health Un it dirct,:,rs 1a:-k the power to dismiss therr) , supplies, 

purchase and rmai ntenance ,of equipment, and c-nst r uc t i on cf new 

fa,: iliI; i es. Revenue gioes to, a spe,-ial bank account *,.,britted to 

frequent auditi ng. The quality of services is high and users are 

satisfied and seldr,, ,-:,,nplain abo-ut the fee or the service; prior to 

the us,. of the service in question the patient is educated on the 

reaso-n fcr the fe, , .heir po-sitive results. 

The Director of LN asserts that the constituticnal principle is 

n ot vi -lated by the fec, be,-ause o-nl.y users with means are charged, 

and that the time is ripe -- due to the chaitic state of public 

services and the fact that fees are actually charged in most 

Lits --- t,, iD is tutic, nal ize, regulate and universalize the fees. 

C:-mr,munlity participation, vigilan,:e, co,ntrol and edu':atic:', sh,-,,l d be 

vital eler,',ents it, the system. Aczcording to the Director, fees have 

not w,,rked in other places because O:f the fOlI r'... reasons: la,:kig (a) 

o-f under st and ing ,-,f adr,,i n i st r at I ,-, s, ermp 1.c'y'i.-es and users; (b) 



or;
 
ine.f fici en:y and corruption toof admini strati ons; (c) failure 


reinvest fee revenues 
in the ioarme services which were charged'V (hence 

not i m',proving their quality) but in other activities; and (d) lack of 

adequate financial control. 

ii. 
 bildr n H:ital RMbert Reid Cabral [IV 8]. This is a 

national h::spital, the most imrportant children hospital in the DR and
 

one of the best administered in the ,country; the current 
Directo'r has
 

been in the job for 18 years but is going to, step down soon to take
 

ano-,ther position. User fees are 
aplied to laboratory tests, x-rays,
 

cardiology and outpatient consultation. Results have been p:sitive 

And A surplus is goner atod to hire pers,-,nnel and for supplies and
 

maintenance (but not for buying equipm',ent). Fees were discontinued 
in 

surgery be,.cause many physicians wanted t:, collect the fees fcor
 

themselves; n::,w the Director has rea,-hed 
an agreement with physi,-ians 

and le foes will be deposited in a special fund to be ccntrolled by 

him. Patients without resources are briefly questioned an: normally
 

exempted forom payment. There are divergent results between fees con
 

certain services and others; 
 the rcst efficient fees are administered
 

by a nun who is quite dedicated and frugal (until 1980 all public
 

health institutions were administered by 
nuns but this practice has'
 

discontinued and only a few remain).
 

In addition, .hiaho..pital in 1976 initiated 
a prograrm to buy 

medicines wholesale on credit, resell them tc patients with a 1%
 

profit, '.nd then pay the suppliers. With the small profit they hire
 

personnel and still 
there is a surplus f,, other hospital expenses.
 

(In 1985 they sold RD $150,'000). All users have to, pay (there is no
 

exemption) .oltho,,'gh apparently there i.s 
little or no protest; they 

supply a few generic mredici nes free, except for the cost of the bottle
 



or package. They w,_-ulcC ike t,: buy directly abroad but lack the 

needed resour:ces (in advance) and authl rizati on to di thi.s. This 

prcgraj inspired the creation of PROMESE and Bfotiat:. Populares (see .V 

be low). 

The Direc:tc,r of this hospital has also been instrurmental in the 

1:reat i,:in I'_-f i I v.Ie fou'ndat i,,ns ("patronatos") funded with 

,,rt r i but ions f r c, rI_- a l enterprises and individUal S as well as 

external d ,.natin., to, ;L ppcrt speci f ic pr,,jects. In 20 yr,.ars o4f 

operat i on the Fcundati,.n of this hospital has rai .,(.d O)Oaut one r,'ili on 

pes'os; Dr. Mond,-,za is a-b,,,t to beconme its President. 

The Dire-:t,-,r of this hospital believes, that fees should be 

standai-dized at the nal;ional level and that the AMD h.-'s 1,:,t some 

power (due to piltiCal waste) and maybe unable to defeat that 

p r ,-,j ei: t. 

iii. _tcrnit. H-!sLital Altagracia[IV-10]. This is a national 

hospital and the largest of its kind in DR. User fees are charged for 

,zutpatient ccnsLultati,,,, .*'nd related services such as labu, r.try tests, 

x-rays, etc:. Users without rescurces are exempted from payment after 

a brief interview. The reacti on ,f users is mixed: most; -,:ept the 

fee but some are upset about it (this ho,i.ptal does not educate 

patients ,:,n the need for or iises of the fee). Fror, 10% to 14% ,of the 

total budget of the hospital is generated by the fees (frorm' RD $7,000 

tc, $ 10, 000 annually). Only 2C,% to 25% o:f fee revenue ar- reinvested 

in Cutpatient ,-,,nsultati,,, tl-c rest goes to other hozspital needs. 

iv. i3 c.ral HoLpital I.ui s Abar [IV-9]. This is a nation.Al 

hospital , one ,-f the largest and moz, st :,ver1:rCwded in Sto. Doi-iring,:, and 
the Di re,c cI~r was appointed ,:nly 0 rmotnths ago. The Direcr oppses 



user fees because -- according to himn,-- they are unconstitutional, 

art,- not regulated (later in the interview he acknowledged the 

existen,_-o of the 1940 regulations but considered them obsol ete and the 

fees too high), and the AMD plus his hospital physi,_-ians ,,pp,-,se the 

fees. Aparently, feos were widely used in the hcospital in the past 

but currenttly are limited to:- outside-,consultaticon laboratory tents (no 

fees are charged for emergency or inside-consultation laboratory tests 

and only about half of th'e. 1940 regulation fees is charged). Although 

the Dire,-to-r of this hospital was initially adamant against the fees 

he changed his positio-n when I argued that the Constitutioon only makes 

mandatory full services for the dispossed and indirectly allows to 

charge users with adeq'.,.t: i,,ncome. He acknowledged that the hospital 

ha- a DR $160,000C] debt but blamed it on the lac:k of state support and 

ex;essive demand partly resulting fror the :l osing of surgery units in 

,-,ther national hospitals. He reported that the hospital is 

over,-ro_-wded, that quel-i-* for ,outpatient co:nsultation start at 4 a.m.? 

and that the hospital la:cks vital equipmo::int and medicines. I asked 

why he co_,uld not apply user fees to:, patients with means in order tc, 

generate extra resources to:- ameliorate some of the hospital grave 

diffi,-ulties. He answered that lie would not oppose fees under those 

cconditions and providing that there is a law regulating then. 

v. State Fhar mac ut i,-al Ageno: (PROMESE) [ IV-1 1,12]. This 

prcgram was established in May 1904 independent from !'no OH and 

assigned to the Presidency, when gal l-opi ng inflation and the 

eli ination of a preferen Al ex,change rate for nedi,-ines created a 

crisis (prices cof medicines increased three times when the exchange 

rate was increased frcom par to, three to one). Over 75% cf ,.,iines 

in the DR are imported and another significant percentage is locally 



produced with imported inputs. 
 The government established a US $20 

mi lli m fund [18] fo,r PROMESE to import 165 generic medicines at a 2:1A 

e':.chang. r'ate. 
 Due to the ,crisis PROMESE had first to buy locally or 

abroad but without open bin.,,g; later :'n contacts were developed 

wit nurero,'us MNCs for effecztive international bidding. Medicines are 

irmported ,in individual pack.,jing ready to: use, and officials argue
 

that prices were cut dramatically (as muc:h as 988% in some cases) and
 

hence that private importers were making 
a fortune. PROMESE :'fficials
 

assert that irmports. not only pocketed the profit of the 
 preferential
 

rate but 
that, using such rate, they imported co'smetics and other non

pharrmaceuti:al 
products hence increasing their pro:,fits. After PROMESE
 

received the prefential exchange rate of 2:1 
 this treatment was
 

e:t ended to private irporters with a raximum 'o'f DR $10 million. This 

was dcone for politi:al roascns (to avoid oppcosition) and to stimulate 

the import of generic medicines. PROMESE has used up its import 

quota at the preeferential e::hange rate but apparently private 

i mporters have not used up theirs. 

PROMESE medic-i nes are disLr i.b~ted through SESPAS hospitals, 

clinics and subcenters, plus a national network of newly established
 

po,'pular phar mac:ies ("boticas populares"), as well as hospital and
 

private clinics. The price is the 
cost price, plus operative expenses
 

and a small profit (the latter may be inc-reased in some medicines to
 

compensate 
 for a low price in others). The ,-original idea was that
 

PFRnfESE would operate 
as revolving f""d but it has pra:tically
 

depleted the initial fund, 
 and is only buying 15% of what it used to
 

buy at its 
 peak. Off cials give the f:,ll:wing reasons for this 

cr i 51 si: (a) they have been forced to sell ,di i tco the tate andcmnes 
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the latter has either ni't paid bak or delayed payrments; (b) initially
 

they lcst m'oney because of buyi ng in the lIc al market and improper
 

bidding, as well as lak :f knowledge of tne demand which resulted in
 

stc,,:k piling in some cases; and (:) the loss o'f the preferential
 

exchange rate (which cuts purczhasing power by 50%). 

T,-' restore the initial impact cf PROMESE, offic-ials request the 

reopening ,-,f the initial fund and prefential exchange rate, ,-,-ombined
 

with prcmpt paymient o-f state pu,-hases. They argue that PROMESE
 

infraestructure is intact, 
and that their knowledge of d,-,mestic demiand 

and the intern,'r;,al market has increased significantly. Furthermore 

they beli eve that PROMESE ,-compet it ion has st i mu at ed do'mest i c 

pharmaceuti cal pro,:duction from, and reduce pri,-es in the private secztor 

and, hence, th.i r relations have impr,-,ved.
 

Altho-ugh many outsiders ac-knowledge that the idea :,f FROMESE has 

reduced the price of some medicines, c-riticisn of this agency is 

abundant: (a) la':k cf adequate co-nsul tation with hozspitals and other 

units ci their demand; (b) la,-k ,-,f a central warehouse and adequate 

distribution; ('c) in,;,'nsi stent cipen bidding whiczh r:sul ts in
 

fraudulent "commrissions" and higher prices (it was reported by one
 

iformer that s,'metin the bidding is properly done but the order is 

not issued andat the last minute an emergency is de,-lared and the 

medicines are bo-ught arbitrarily); (d) la,:k of quality c'zntrcl of 

red:icineq irported; (e) administrative ineffi,-iency and corruption; 

and (f) lack ,zof c-ertain hi,n medicines [IV-7, 8,9,10,30]. 

3. ,1:uL .Irijp.or.tan':.rr ett 

The interviews with d:irector-level officials at the MOH 

nat i conal hoispi t al s, the nat i,_-,nal 1aborat,-,ry and the state 

pharrma,-eutical agenc:y, as well -,. with several experts, have clearly 

')1
 



Lh,:,wn the need tc ,condu:t a study cf user fees and their results. 

C: ,r'rent 1 y MOH budgetary allc: at i,-,n tc its units aE nct,:,r i c, usl y 

insufficient and the decline in the quantifity and quality of its 

servi,-es is appalling. In spite of isolated criticism , user fees are 

widely spr-ad and rt rei.gulated, with divergent effects. It_-rplnars 

that in some MOI units, fee revenues acco-unt fcr as mu,-h as 15% to 30% 

of total revenue and provide the badl-y needed flexibility to hire 

s.-killed person ,el, prCvide ai n tenance and a- quire badly needed 

SLPpliie-S. The natinal program on pharmaceuticals is also a reality 

and all n-ers ',,. pay for them,. There are neither systerati: data o'n 

any of these practices, nor on causes f:,r divergent per fo-rmance. 

Ther- is an urgeit need for this inforrmation as a hase fcor potential 

regulation, standar, di zat i on and tver sal i z at in 

USAID - Dg 'ives first pri,_-rity t,-, this study and believes that 

it will be user"li for po:,licy purposes; special interest was shown in 

finding which w,,,, he the o:pti mal me:hanisns tc spread this practi:e, 

i.e., regulations cr guidelines, edu,-ation, incentives, et:. 

4. ,ifi,- .Objetives. 

The pr:,posed study will: review the current legislation on 

user fees in the public se,:tcr; determine which institutiois collect 

such fees, tco what service, are the fees charged, their amount and end 

use ond :lient base; asses the effe,-ts of such fees in terms cf 

quantity and quality o:f services, and identify causes behind divergent 

perf:,rmance .t]., which are the factcors res,,.i le for user - fees 

success and failure); find out whether users without resources are 

ex'c.rpted and the tests emplo-yed fcor that purpose; evaluate the effe:t 

cf the foes r 1ow--.incore groups, inquire hcow the fees revenues are 
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used, the effi,-i ency of the c,-,llectioz:n and its administrati,-,n; and 

search for the opioi,n of b,-th users whc, a':-tctarl1y pay f,-.. and those 

wh, w,-DuI d become users i f the servi ,-es a.E c-,. anded On their 

per:cepti,-,n :,f the 'nervices received,, h,-,w much they woz, uld be willing to 

pay either foi'r irmpro-ved servi,-es ,-,r for additional services n:,t 

currently provided. In addition the study will sugg,.snt pricing of 

servizes -- fee amounts -- whetherand and how they should be 

dis,-riminated acco,:rding to users' in:,ome; will recommend and efficzient 

manacen.t syster for ,oll ection of fees; and will roughly estirmate 

how mu:h revenue the foes would generate. Fi nally, the study will 

analyy the pc litical environment, i.e., favozrable c,-,nditions and 

cbsta,-les fo-r the regul aL4ion, standardization and un iversai o of,

the fees, and suggest adequate ec-aken ni, for fe-.: expansioz:n. 

5. Scc,[e o:f the Study 

The prozposed study will review user fees in all health 

services, i.e., outpatient consultation, Iabo:'rat,-,ry and other 

di agnozst i,- t sst s, hospit al i zat ion and medi: i nes. The .tudy will 

consist of a sample :,f representative instituticns whi,_-h b:th apply 

and d,: nozit apply user fees, with national :overage but with erphasis 

on lcw-income users and urban-margi nal and rural areas. Interviewees 

shoiuld include users, physicians and administratzrs. A selection of 

instituti, - , :hould be made at the national, regi,-,nal, area, l:,,:al 

and rural level. (bot i ,-as pc-pul ares sh'oul d be included). If 

feasible, there shoiuld be a limited sample ,_-f user foes in the private 

ncon-pr,:fit sector for corparative purposes.
 

The de.finite ,'n'rhor of institutions ': hosen will be 
 established at 

a later date, taking into: account the need t:, represent vari:,us types 

of institutions, det ailed ::ntents of the data t,-, be cocill1e':ted, 
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,':cripl e x i Lty and v,-lurne of the collection and processing eff,-ort, and 

fi el c c tentative 


n-at it.nal, 4 re gii:nal and 4 loe:al 

wCr k.I-,i ft ics. A number Of institutions could be 4 

rural fez'r a total c.of 12 

jinst itLut i1' 5. 

G. M e(' t h ,:d,-,_I :,y 

The study will use four methods: (a) collection and analysis 

of available prir,-ary and se,=ondary data; (b) conducting a lirmited 

IIUuiber of ir,fornmial i nterviews with governr,,ent officials, pol it i: i ans 

and 1eakders of key ,-,rganizatic,ns (e. g. , AMD) t:, initiate a poli :y 

dialogue; (,:) desi gni nci and c-:nductitng the survey instrLument and 

prc,cessing and analyzi.rig its results; and (d) an observation visit of 

the instituti ons -ele,-ted for the sam'ple in ,-,rder to check the quality 

of its servi,-es (usirig a set ,-,f preestablished criteria). All these
 

miaterials will be integrated in the final rep,-,rt which will alsocake 

policy re,-corfendat ion;. base"',-,n its findings. 

The study will be done in two stages. In the first one, the HCPC
 

will cc,lle,-t all available data, 
 hold the informal interviews, and
 

pr-,c ess the survey, and 
 per form'i the observation visit (these 

activities will be ',,nducted in cConsultaticon wi.th USAID-DR and 
 with
 

the interriatinal co'nsultant). 
 In the second stage, the international 

C-,--nsLl tant will analyze all the data c,-,llected and j,-,intly with the 

HCPC will produ,-e a preliminary draft of the report. This draft will 

be dis-:ussed with U!3AI -DR Health Divisi,-,n officials 
 and needed
 

revisi,-,ns ti tro'du,-ed. The final document will be edited and reviewed 

in H:F/LA: headquarters. 

Fr -ni.ipalA,-t ivi ties 

P1 anni nc will ,-onsi st of: gathering of available data; 
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selectio-n of instituticons for the survey, preparation and testing 
 of 

the qe'.sticnaire, and sele,-tion and instru,-ticon ,of the survey takers; 

and c-riirluni Cat i On with local participating units. Colle,-ti,-,rt will
 

consist of adminstration 
cf the survey, conducting the info:,rmal
 

interviews, and performing the observation visits. Processing will
 

,f
c,-nsi os veri fi,-ation, co-di fi,--aticon, recording, tabulaticon 
 and
 

cornputatiozn. The 
 analysis will be cconducted by the IC with the
 

cooperat icon cf the HCP-I::._ , 
 ,. -, " - - , , /; (. C.. . 

P..Fr-je,:: t HEALTH COSTS AND PRODUCTIVITY
 

Estimate total and average costs of 
health care in the DR, in
 

general, by sector, levol, geographic areas, prograrms and 
functicons;
 

analyze health productivity in as riany of the above 
,zategcories as
 

feasible; and make reccrmrendations of ways to c.ut 
ccosts, to imprcove
 

ef fi,--iency and achieve coverage extension.
 

2. Bao"L '..
UU 


Health care ccoverage in the DR is distributed as fcllows: (1)
 

the MOH (SESFAS. theoretically covers about 60.% ozf 
the p:pulation but
 

in practice r'st experts agree 
that coverage at best is 40%; (2) the
 

so":,ial se,-urity institute (IDSS) ,oc,. .,.s 6% 
of the total pcopulation;
 

(3) the armed fcroies covers frorm 3% tco 4%, and (4) within the private
 

sector, fee- for--ser vi,_-e institutions cover 10%, igual as (HMO-l ike 

organizati zons) frcar 4% to' 5%, and insurance ,companies abcout 5%. Frzr,, 

197. to 31% of the p'opulati,=,n is without real acczess to' health 

services. 

In s.pite ,=,f signifi,-anQ impr:,vements in health status in the last
 

25 years (e.g., infant m'ortality reportedly declined fro:,m, 125 tc 69.7 

and li fe expecztan,,-y in':reased frc'in 52 to, W5 years), Still, the DR 
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ranks behind most Latin American and Caribbean c,-ountries in terms of 

these indicators. Furthermore the eco,nomic crisis and mismanagem'eent 

of health resources have induced a sericu. deterioration of health 

facilities and vervi.:es in spite :,f substantial foreign aid. Private 

heal.th care is of higher quality than both public and social security 

care but has been affected by .4piraling inflation, in,-reasing costs of 

importati on of equipment, supplies and medicines, and loss of 

purchasing power ,-,f the pcopulation. 

Data from the World Bank suggest that, in 1982, DR health
 

expenditures as a per,-entage cf total celtral government expenditures 

were about 11% higher than in ten out of eleven countries for which 

such data were available, in:.luding much more developed countries with 

higher coverage, quality of services and health status (e.g., 

Argentina, Brasil, Mexico:). PAHO data for 1933 on central government 

health expenditures per capita show the DR ahead of seven out of 20 

c:ountries, including Argentina and Colo',mbia, and only slightly lower 

than Costa Rica. But the PAHO data also show that the DR was one of 

two countries which suffered the sharpest decline in per ,-apita 

expenditures: a 47% cut in J90J0-34. In spite o.f the relatively high 

health expenditures -- at last until the cisis -- the MOH and IDSS 

are extremely inefficient and are reaching a truly chaotic situation. 

The latest USAID cormprehensive health care assessment of the DR 

was undertaken in 1974 and although it included financial data it did 

not provide,an estimate ,-,f total health costs [V-II]. An excellent 

PAHO study, concluded last year, assesses the health situation in the 

DR but does not ccontain cmr',prehensive and systematic financial data, 

much less cost estimates [V-10]. MOH annual reports and planning 
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do:cuments are even more deficient in financial data, and the latent
 

published ywarbc,ok is three years o,ld CV-I to 8]. Data on 
 sc cial 

security is even more scarce, unreliable and obsolete as dislcussed in 

A forthcoming health study of the Institute of Population and 

Development appears to be one of the most co-,mprehensive ever made 

(including data on the public sector and social security) but does not 

fill the vacuum, in terms of health costs [V-17]. The USAID-DR studies 

on private health institutions undertaken in 1985-86 are a significant 

step forward and the best available on this sector but do: not provide 

estimates of their costs [V-28 to 35]. 

In the last eighteen years, zthree Yousehold in':ome/expenditure 

surveys have been co-nduc:ted in theDR--icluding health data. The main 

objective of these surveys, conducted by the Central Bank and the 

National Statistical Offic:e (ONE) has been tc: update the cost- of

living index, hence priority has been given to that objective and 

',other data have been processed with great delay [IV-4]. (1) The 19C 

survey was limited Lo Sonrito Domingo (605 homes) and incl:ded a section 

on health; the results have been published and include overall health 

expenditures as well as by level of income on outpatient consultation, 

hospitalizaLion, diagnostic tests and medicines; there are scattered 

data on private services [V-37]. (2) The 1976-77 survey was national 

in sc:pe (4,457 homesand the questionnaire included one full chapter 

on medical :are providing data con m'onthly frequency s.nd expenditures 

of outpatient visits, clinics, surgery, maternity, dental care and 

miedicines (private areservices included but ncot systematically); cost 

of health c:are "prertia"; expenditures for medical services and 

medicines provided by IDS3 (gratis o:r charged) [V-38]. Although some 
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segments of this survey have been processed and published, health data
 

have not been processed yet [V-39, IV-22]. (3) The November 1984
 

survey was alsc national in scope and the questionnaire had a health
 

chapter similar to that of the previous survey; data from this survey
 

are being c:oded whi,:h should be completed in July, and data proc:essing
 

will begin thereafter. The Bank is interested in rapidly processing
 

data on ::'st of living (in:lud'ing health) frcom the last two surveys in
 

order to reasure the impact of IMF stabilization policies on living
 

standards [V-40, IV-22].
 

3. 	 Current IrP2rtan:e 

The vacuurm on health studies in the DR and the poor state and 

oefficiency cf health services underline the need for this study.
 

The current Under-Secretary of Health strongly supported a
 

:ost/efficiency study o:f public health and the directors of several
 

MOH hospitals made evident the need for a better allocation of health
 

resource.s and to, irmprove hospital productivity. The actuary of IDSS
 

also stressed the need for developing accurate data to estimate social
 

security health costs in general and per unit in order to suppcrt
 

protracted actuarial reviews.
 

USAID-DR officials also expressed interest in this topic,
 

particularly in relation to the private sector; however they set a
 

higher priority in Projects / and
 

4- Sne,:i f, bactvf
& 

The. proposed study will: (a) estimate total and average costs
 

of ha..lth c:are at the national level (as well as'a percentage of GDP
 

and gcovernm',ent expenditures;) and by sectors (MOH, IDSS, Private), by
 

programs (perscnal versus co llective) by level (primary, secondary,
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tertiary), by geographi: 
 regions and by population groc'ups; (b)
 

estimate 
 and analyze the cormposi t i oncf public health costs by 

r ecurr ent costs (1abor, supplies, maintenance) and n,-on-r ecurrent 

costs; and c) ascsoss productivity among sect,-ors and units and 

identify cau.en ,f high/low pro:,ducztivity. In addition, the study will 

identify ar,,an were cost containtment 
can be achieved, reccmm',end a 

better allo",cati on cf scarce health resources azccrdin 
 t: need, and
 

estimate the Lincrerental cost of expanding real coverage of 
 the 

population under different schemes (MOH, IDSS, private se.. t,_,r, mixed). 

5. S--pe 2f the Stud
 

The study will be nati,-,nal 
in scope, including aggregated
 

data as well as disaggregated by setcr, region and lo:al units. It
 

will particularly cover MOH, IDSS and the private sector; 
 an attempt
 

will be made, if feasible, to include cther 
instituticns su,-h as the
 

arm~ed for:es, IEA, etc. 

G. MOM ,g
eth,-dc 


The study will hopefully ,zount with ready data from the 1976

77 and 1984 hcousehcld surveys and analyze them. 
 If this were not the
 

case, USAID-DR may request support 
from the Central Bank to expedite
 

the prcocessing of health data frcm such 
 surveys otherwise the project
 

may consider processing the data directly but 
costs of this operation
 

wo-uld go well beyond the project budget. 
 In addition, the project
 

will gather, 
 process and analyze data frcm all health institutions. 

In the case of the private secztor, due to its dispersi,-on, the project 

may consider alternative methods such as concentrating on the largest
 

providers as a base for 
global estimates o:r taking a r,.presntative 

sample of such providers. 

The international ,cnsultant, in view of the available data at
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