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PROJECT EVALUAT I ON $U~~MARY 

HEALTH SECTOR LOANS I I\ND II (517-U-028 and 517-U-030) 

RURAL HEAI.TH DELIVERY SYSTEM (SBS) 

IN THE DOMINICAN REPUBLIC 

EVALUATION AND RECOMMENDATIONS, ~\AY 1983 

I. Bnckground Summary 

Health Sector Loan I was signed in 1975 and funded, along with 
other health related ~ctivitics, tIle creation of an organization 
named Servicios B~sicos de Salud (S8S), or Basic Health Services. 
This organization \oJas formed to improve infant and child health and 
t.hereby lower the high infant and child (1-4 years of age) mortality 
rates in the Dominican Republ ic. Another basic object was to lower 
the birth and fertil ity rates. 

The cornerstOJ.e of the SBS is the heal Lh promoter, a local per
son chosen by the conmunity to do mostly preventive interventions' 
on a part-tim~ basis. The SBS was programmed to have one promoter 
for every 40 or 80 households 50 that the promoter could visit each 
household twic:e J month and do (primarily) inmunizations, nutrition 
and hygiene counsell ing, fami ly planning, treatment of a fe\oJ sim
ple ailments, and the collection of vital ~ta~istics. The pro
jected functions and rationale for the promoters and the SBS are 
conceived extensively in the project papers for Health Sector Loans 
I and II. 

The first promoters were trained in 1976, and the SBS \oJas ini
tiated that year in one region in the southwest of the country. 
By August 1978 there were about 1200 promoters in 3 regions. 
Health Sector Loan I I was signed in 1978, and included funds for 
the expansion of the SBS along with a I imited program for water 
and sanitation. The combined funds of the two loans permitted ex
pans ion of the SBS, and by August 1981 there \oJere 51100 promoters 
working throughout the Dominican Republic ..... ith services available 
to an estimated 2.1 mi 11 ion rural inhabitai1ts. Most recent figures 
(April 1983) show there are 5197 promoters. 

The SBS, comprised of its promoters and supporting supervisory 
system, now forms an integral part of the health system in the Dom
inican Republic. It is a health services del ivery infrastructure 
which is in place and accepted, and which has performed valuable 
services for the rural population. HmoJever, the SBS today also has 
many weaknesses which require attention and correction. 
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Several evaluations of the 58S have been done in the past, but 
they have mostly dealt with limited aspects of the program rather 
than attempting an over()ll assessment. In 1979, Robertson and Ander-
son did (l study of the coverage and costs of the SBS. A 1980 eval
uation looked ~t the f.J.'l1i ly records of the prom:>ter and surveyed a 
sample (10%) of till! pron'Oterg t population to study changes in health 
status, The most recent ev()luation published in December 1982 re
viewed the 1980 study. 

This eValuation ct the SBS \"i 11 attempt to examine ull aspects of 
the system and make recommendations for consolidating, expanding and 
upgrading the 5aS. 

II. Methods 

During the rronth of May 1983, three wnsu1tants from Management 
Sciences for Health worked in the Daninican Republic to eval~ate the 
SBS. The evaluation was not planned to be a detai led, extensive stu
dy (\oJhich it is not), butrather un overvic\'1 of the various aspects 
of the program. "Hard" data were found to be almost imr;ossible to 
obtain <md it \'/as felt that, at this stage, any statistical analysis 
of a lurge sample of the existing data couldbc.,fraught with error. 
~le impressions obtained were felt to be adequate for planning ways 
to strengthen the SBS. 

The approaches used to make this evaluation included: 

.. (1) Rcvie\'/ of avai lable documentation relating to the SBS, in
cluding prior evaluations. 

(2) 'Consultations with AID people in the Dominican Republic who 
had been i nvo lve d \,1 i th the SBS. 

(3) Consultations with numerous officials within the SecretarTa 
de Estado de Salud Publica y Asistencia Social (SESPAS), or 
Secretariat of Health including people in Sub-Secretariats of Ad
ministration and Planning and in the Divisions of Rural Health 
and Nutri tion. 

(4) Revie\'1 of statistical data 3t all levels relating to the 
SBS: including the promoter, area, region and national levels. 

(5) Field trips to three of the regions, namely to the Azua
Padre Las Casas area, the Hato Mayor area, and the Maoe area, 
during which interviews were held with 8 promoters 2 supervisors 
of promoters, an area supervisor (in Azua), a regional supervisor 
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and regional direct.or (in Mao), nwny perf-onnel (including physi
cians) in 3 rural clinics, 2 sub-centers, and one area hospital 
(in Azua) , as well as other people in the regional offices in Mao 
and Bani. A president of a health committee \.;as intervicI.;ed in 
the H<lto I'byor area. The intervicI'/s I·lith the promoter averaged 
about one hour each and included revicI.,.s of their family record 
cards. 

III. Purpose of the SBS 

The goal of the USI\JD Health Sector'J loan (and of the SBS)'\'Jas 
lito improve the health and well being of the poorest sector of Domin
i can society in order to create a cl imate that (\'JOU ld) favor sustained 
decl incs if"' ferti Ii ty in the future, and, therefore reduce the popula
tion grcMth rlltco"~: 

Specifically, the Sf3S program I.,.as designed to reduce mortality in 
infal1t:s and pre-school chi ldren (age group 1-4 years) and reduce ferti-
1 ity. Both of these objectives were for corrrnunitics of 400-2000 inha-
bi tants \'Jherc no other hea I th servi ces htld been avai lab Ie. (A small 
urban component of the system was discontinued at an early stagC!.) 

The specific overilll goals for the SBS program were to: 

(1) Reach 1.8 million people not then (1975) served by the public 
health system; 

(2) Reduce population growth rate (indicator given: from 3% in 
1975 to 2.7Z by 1983); 

(3) Reduce infant mortal i ty rate ~ (indi cator given: from 10lj/1000 
in 1973-7lj to 88/1000 in 1978); and 

(lj) Reduce norta Ii ty rate for chi ldren aged 1 through lj years 
(indicator given: from 17/1000 in 1973-74 to 15.3/1000 in 1978). 

The Health Sector II Loanls purpose \.,.ith regard to the SBS was to 
extend the services offered to an addi tional 200,000 rural people, as 
well as finance water and sanitation systems for about 160,000 people. 

IV. Inputs 

The inputs of both USAID and of the Government of the Dominican 
Republic (GODR) are covered in detai I in the projec'C: papers for Health 
Sector Loans I and I I. 
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A summa ry budget for Health Sector Loan I for the SBS only is 
shown. 

HEALTH SECTOR SBS BUDGET ($obo) 

1976 1977 1978 Tota 1 

Do lla 1'5 11tO 472 513 1, 125 
AID 

Pesos 122 223 176 521 

GODR Pesos 568 1,732 2,443 42743 

Tota 1 8320 2,427 3,132 6,389 

Most of the GODR money \'/as for salaries. In fact, the actual 
amount spent (X) the SBS "las sl ightly higher, as unused funds from 
the nutrition and administrative reform comDonents of the loan \'/cre 
reallocated to the SBS. 

A summary budget for Health Sector Loan II for the SOS and the 
Health Education components, \'/hich is d i rec t 1)' tie d to the SOS,· is 
shm·m he re: 

HEALTH SECTOR 11 SBS AND HEALTH EDUCATION BUDGET 

BS HEALTH EDUCATION 

Dollars 887 214 
AID 

Pesos 65 404 

GODR Pesos 731 444 --
Tota 1 1,684 1 ,062 

($000) 

TOTAL 

1, 101 

469 

1 ,175 

2,745 

The A.I. D. component of Hea lth Sector Loan II 'Has large ly for 
medical supplies and equipment for rural clinics, and the !:>alaries of 
the ."health educators," or promoter supervisors, whi le the GODR com
ponents paid mostly for the promoters' salaries and transportation·~for 
the supervisors. 
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v. Results (Outputs) 

(1) Cover;)~le 

Starting hri th 867 promoters in 1976 the SBS was considered 
IIfully operational" by Au~ust 1981 iJnd had 5LI00 prcxnoters, \'Jith 
an estimated covcr~Qe of Z,160,OOO rural people. Although there 
has been slight promoter attrition (5197 reported \.,rorking in 
l\'1ri I 1983), the program hi)~ fully attcdned (and maintained) the 
population covcrrlge gO<l1 set in 1975. 

In 1983, the program covers only a rural population, as the 
urbcJn canpmcnt planned in HeiJlth Scctor Loan I \ .. as phased out 
soon after i ls inception. The urban project had very high pro
moter attrition riJte and was tcrminated because of perceived du
plicCltion of services. 

The high num':ler of rural people IIcovered" by the SBS means 
that the rural health system is available to tho$e,peopl'C,'How
ever, that system is not, as yet, supplying all the planne':! ,ser
vices to the population in any organized or consistent fashion. 

(2) Infnnt t10rtality Rate' (IMR) 

inconsistent data make it diofficult to say with certainty 
that the infant mortality rate has really declined as a result 
of the SBS, but the data seems to indicate this to be the case. 
The national rural II1R in 1973-74 vias reported as 127.9. Sample 
surveys done in the areas in which the SBS was operating are 
sho"Jrl for 1976-80 in Tab Ie I. 

The data are, of course, not all from the same sourcc. 
And therc is a large inconsistency in the 1979 figure, "/here 
the rate dropped to 41 from 79.5 in 1978, only to rise again to 
82.4 in 1980. This data "las analyzed by Dr. Alvan Zarate "/ho 
could not come up \.,ri th a good explanation. 

Trying to make a limited approximation of the IMR in the 
SBS areas, we made some rough calculations using the vital sta
tistics data reported by the promoters and collected by the area 
supervisors in the area of Azua and the region of Mao. 



-6-

TOTAL L.I VE DEATHS 
CAL CUL:"\ TED 

DEATHS CALCULATED 
BIRTH REPORTED 0-1 AGE 1-4 AGE CH I L D l'lOR-
3 1'100 JAI~-~lAR GROUP I ~1R ~'. GROUP TAlI1Y RATE:'· 

1983 

Azua 
P rovi nee 751 33 43.9 21 7 p O 

11ao 
Region 850 33 38.8 11 3.2 

~'. Assuming c1 eonsti..lnt number of bi rths/year the past 5 years, and no 
seasonal fluctuc1tion in births. 

TABLE I 

iNFANT MORTALl1Y 

Sample Survey in Rural Areas* 
Served by the SBS 

1976 - 1980 

1976 1977 1978 1979 1980 

,Live Births 202 1282 1787 2291 3834 

In fan t Dea t hs 20 115 142 94 316 

~'.~'q nfant Death Rate 00.0 89.7 79.5 41.0 82.4 

* Sample for regions where the SBS was fully operational during the 
yea rs con ce rnedo 

-:d. I nfan t Deaths/lOOO Li ve Births. 

Source: Project Evaluaton Summary (PES) (Date of Evaluation Review: 
2-4 February 1982), page 62. 
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The population bases for these figures l"ere estimated at 140,000 
(Azua) and 150,000 (/-lao), but these estimoJtes oJre probably not wor-thy of 
use as denomin;)tors, If one did uSt.! them, hO_'Jever, the birth rates for 
the fi rst three m .. .-mths of 1983 l-Jould be 21.5 (Azua) and 22. 7 (~lao). 
Sti llhorns (36 in !\2U,l i1nd 22 in ~lao) l'JCre not counted, ond if SOITY~ of 
these had actui.1lly been neonat()l deCiths, the infant m..-lt"tal i ty rtltes woul d 
be hi rlhe r, 

There I ikely is som,,' under reporting of deaths. One of the forms 
which the pr011,)tcrs l-JerC to lise in reporting vital statistics evidertly 
ran out som2 tinK~ ago (undetermined) and has not been resupplied. Our 
very limited s.J·I~j'lle of pronoters reported that they kept the figures for 
v ital statistics in their heads, and recallpd thC!m to the supervisors 
frc:quently at thei r llK'lnthly meetings. Although each pronDter hos a 1 i
mited CO:lHI1u,tity md pro~ably \'JOuld be informed of tlny births or deaths, 
flY~mory rec,::, 11 is probab ly frau~llit l-Ji th errors, cspeci a Ill' on the 5 rde of 
undctrepol"tiil~. Thus, one could conclude that although the II·\R seems 
to have declined from 1973 to 1980, and even our estimtlted Azua and Mao 
HlR's tlre ~bout 110, the data collection methods tlre questionable and, 
therefore, the figures do not inspi re confi dence. 

(3) 110rtillity f\ate for Children Aaed 1 to 4 

The stlmc possible errors in data collection as appl ied to the HIR 
apply as well to the chi ld mortalits~ rate for ages 1-4 years. 

In 1974, the age-specific 1-4 year old mortality rate \-Jas 16.8 for 
the Dominican Republic (19 .. 6 for the rural area). As can be seen in 
Tuble II, the rates in the SBS project areas for 1976-80 \'Jere betl-Jeen 
10.0 and 10.9, with the exception of 1979, when an unexplained dip to 
6.2 occurred. Our spot tlnalysis of data in Azua and Mao for the fi rst 
3 months of 1983 shoVJed rough rates of 7.0 (.'\zua) and 3.2(11ao).~·; 
Because of the above-mclltioned tendency to underreporting in data col-. 
lection, our conclusion is tentative, at best, but it does appear that 
some improvement has occurred in the SBS areas since 1974. 

(4) Ferti 1 i ty and Birth Rates 

In 1975, the population grrn-Jth rate in the Dominican Republic was 
3.0%, and the crude birth rtlte was tlbout 45/1000**, one of the highest 
in Latin America. Statistics collected through the SBS shovJed that in 
1980 there was only a 1.9% population gr~Jth rate in the area of the 
SBS. Although underreporting probably inf.luences this figure, other 
data do confirm a decreasing birth rate in the SBS areas. 

i',,;': 
See data in sections (2) above on Child Mortal ity Rate 

Diagnosis" survey, 1975. 
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TABLE II 

AGE-SPECI FI C (1-~ YEI\R) DEATH HATES 

1976 

Total F'opul at i on 

1-J~ years 1086 

Deaths 

1-4 years 11 

·';·':Age Spcci fi c Death 

Rates 10. 1 

Sample Survey in Rural Areas'': 
Served by the SBS 

1976 - 1980 

1977 1978 

JI989 8P07 

50 87 

10.0 10.9 

1979 

112H 

70 

6.2 

1980 

20027 

208 

10.4 

.'; Sample for regions \'Jhcre the SBS was fully operational during 
the yea rs con cc mcd. 

,.';:; Dt!aths/100 population in the 1-4 age group. 

Source: Proiect Evaluation Summary (PES) (Date of Evaluation Review: 
24 F~bruary 1982), page 62. 
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For the sample areas of the SBS, the follO\..,ting data lists the 
crude birth rates for 1976-80:', (per 1000 population): 

1976 

28.6 

1977 

40.3 

1978 

33 

1979 

28.4 

1980 

25.7 

The trend is Go\·:m·mrds. Rural pOPlilation distribution by agc 
(see Table II) as indicutcd by the sample survey in rural areas 
served by the SGS shol\'s a clear dowm'/ard trend in the percentages of 
infants llild children lip to age 5 years. The "less than 1 year" group 
dropped from 4.8~; of the population in the 1976 sample to 3.0% in the 
1980 sample. 

Fertility rates in the saille samplc'population fell fran 201 livc 
births per 1000 1'lOm:!11 aged 15-49 years in 1977 to 125 in 1980. 

(5) Fami'!'yy I ar,n_i nq 

Closely lir.ked to declining fertility and birth rates is increas
ing use of femily planning. Dotu coIled by the SBS shO/led that, in 
1977, 5.8~ of won~n of reproductive age in the SBS area were using 
some form of contraception, loJhereas in 1980, the figure \<las 18% (see 
Table IV). 

The promJters (rrost of them) received training in fami ly planning, 
and thei r presence in the rural areas made fami ly planning information 
Rore accessible to the rural population. Yet we observed many poten
tial thre,lts to the continuing efficacy of this progrum. 

In our sllBll sample of promoters, the percentage of thei r ass igned 
families using some kind of contraception varied from 0% to about 25%. 
There generally seemed to be a decreasing usc of contra.:eption, appa
rently for reasons other than the patients' willingness to use birth 
controL One promoter said she had to stop supplying pills to her pa
tients because they refused to go to the rural health cl inic to be 
checked there by the doctor. As it happened, even had these patients 
gone to the rural clinic, they couldn't have gotten a pap smear, since 
the laboratory doing the cytology has .not been able to do it for lack 
of materials. 

There seem to be a fair number of \'Iomen stcrilized (6.2% in the 
D~ccmber 1980 study), and the promoters seem to knoloJ \'/ho has been ste
ri I ized in thei r communi ty. Usually, the promoters also. seeme'd to know 
off-han d hO"'1 llBny of the i r f am i 1 ic:; \<Ie re us i ng birth con t ro I an d wha t 
kind. In general, the promoters seemed to be getting their supply of 
bi rth control pi lIs as needed. but with exceptions. They seemed to be 
aware of some contraincHcations to the pills. There seemed to be a 

Source: Project Evaluation Summary (PES) 
viev/: 24 February 1982), page 60. 

(Date of Evaluation Re-
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TABLE III 

RURAL POPULATION DISTRIBUTION BY AGE 

Sample Survey in Rural Areas Served by the SBS 

1976 - 1980 

* 19.76 % 1977 % 1978 % 1979 % 1980 % 

Tot~l Sample Population 7063 31801 54125 80754 148896 

L~.sS than 1 ye.:lr ':), '~ _'"'oJ II. Q' 
\.~. -.I 1559 (!;.9) 1933 (3.6) 2750 (3.4) 4594 (3.0) 

1 - 4 yeilrs 1086 (15.4) 4989 (15.7) 8007 (14.8) 11212 (13.9) 20027 (13.4) 

5 - 9 years 1144 (16.2) 5469 (17.2) 9221 07.0) 13381 06.6) 23694 05.9) 

10-14 YCilrs 1052 (1.4.9) 4490 (14.1) 7857 04.5) 11685 04.5) " 21704 04.6) 

15-49 ye<.il"S (fem3.les) 1454 (20.6) 6369 (20.0 11040 (20.4) 16623 (20.6) 30649 (20.6) 

15-':;9 yc:ars (males) 1396 09.8) 6268 (19. 7) 11019 (20.3) 17133 (21.2) 32097 (21. 5) 

SO or more 588 (8.3) 2657 (8.3) 5043 (9.3) 7970 (9.9) 16131 00.8) 

.'. 
l\dj us [ed. 



15--49 
in~Gl O~·~ TOT~\L 

I 7,534 

-T l_ 7,563 

III 10,41[; 

IV 2,603 

V 2,54!, 

TCJL',L 30,708 
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TABLE IV 

PERCENTAGE FHl~LES (15-49 YEARS) PRACTICING CONTRACEPTION BY 'NETIIOD 

FE~!ALES 

YEARS OF AGE 
ACTIVE Z 

1,160 15.3 

2,308 30.5 

1,283 12.3 

L.Gl 17.7 

345 ' " ,. 
i.J.O 

5,557 18 

Sample Survey in Rural Areas Served by the SBS 

Deccwuer 1980 

CONTRACEPTIVE HETIlOD UTILIZED 
Condoms Sterilized Pills 

% % % 

205 (2.7) 390 (5.1) 413 (5.4) 

540 (7.1) 832 (ll) 777 (l0.3) 

192 (1. 8) 557 (5.3) 414 (3.9) 

(>5 (2.5) Il2 (4.3) 258 (10) 

76 (3) 24 (0.9) 204 ~ 

1,078 (3.5) 1,915 (6.2) 2,066 (6. 7) 

66 

99 

53 

6 

15 

230 

IUD Other 
-% % 

(0.9) 86 (1. 1) 

(1. 2) 69 (0.9) 

(0.5) 67 (0.6) 

(0.2) 20 (0.8) 

(0.6) 26 (1) 

(0.7) 268 (0.9) 
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great variance in how "much each promoter \·:as stressing birth control, 
perhaps because of lack of training or re-training. 

Westinghouse is currently doing a contraception prevalence survey, 
but the results al"C not yet known. 

( 6 ) I n f r as t rue t u re 

There exists an SBS infrastructure consisting of 5197 prorrotcrs, 
529 supervisors of promoters, 31 area supervisors, 7 regional supervi
sors and one central office.* It is of credit to SESPAS that it sup
ported the crc<ltion of the S8S and that the illfrOJstructure exists and 
is supported buogctc')rily. lll(;! fact that the budget<lry support, notubly 
in the form of sal()rics or "incentives", \'Jasini tiated and has conti-
nued reflecb real conmitment of SESPAS to the rural sector. Unfortu-
nately, other kinds of support from SESPAS have not been continued as 
\'/e 11 • 

From our brief evalu~tion work, we have no doubt that this infra
structlJre exists and th()t the people are Ollt in the field. The SBS 
even fun ct i on~ to some deg ree; 5 upe rv i so r5 scem to vis i t the i r p romo
terso ImmuniC1()tions seem to get given to the people by the pronDters. 
Beyond these t\-IO functions, hOI'/ever, any other tasks accompl ished seem 
very variable and of questionable quality. 

(7) Personnel in the SBS 

From Figure 1, it can be seen that the heart of the SBS is the 
pranoter. About 5200 of them arc covering about 80 households each, 
although the latter nlf.Tlber may vary from about 60 to about 300. Thei r 
supervisors number 529, so thut each is assigned to supervise about 10 
promoters. In turn, area supervisors (in fact, one for each province) 
'each supervise about 20 prorroter supervisors. There is then a regional 
supervisor of the SBS for each of the 7 regions to \'Jhom each of the 4 
or 5 area supervisors report. Finally, the Director of Rural Health, 
in the cap i tal ci ty, is a Iso the di rector of the SBS. 

There are also health committees. As of April 1983,~':~':, there were 
264 Comites. de Salud (health committees) with 1867 people functioning 
where there \'/ere rural clinics. There were also 2017 copromesas (also 
heal th commi ttees) \'Ji th 10,095 members in areas where there are prorro
ters but no rural cl inic. These commi ttees usually have nore than one 
promoter each, and in fact, select the promoters and the promoter su
pervisors. TI1e committees are composed of people from the communityo 

-1:-/, 

Data from the Division of Rural Health, as of Apri 1 1983. 
Fi gu re 1. 

See 

According to statistics supplied by the Division of Rural Health. 
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FIGURE 1 

INFPJISTRUCTURE OF THE RURAL 11[Al,TH DELIVERY SYSTDI (SBS)-1983 
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ActuCllly outside the 585, but part of Rural Health, are the 327 
RurCll Cl inics (May 1983).* Each one of these cl inics has at least one 
doctor (sometimes two)· doing his required year of "Pasantfa", or rural 
service and an auxiliary nurse. Thfs~ are the clinics to ,,,hich the 
promoters arc supposed to refer pdtlents and at '"hich the pronDter su
pervises "\'mrk" in the mornin~s. 

TIle personnel up through the <1rea supervisors will be discussed 
be 10.-1. 

"/: 

(a) The H(!Qlth Corrmittecs 

Evidently the health com:l1ittees are functioning to some de
gree, prob<lbly vari.Jbly, and perhaps more actively prior to 
elections. They seemed to have functioned h'ell in the past in 
thei r selection of pron"Ctcrs, as the total attri tion of pr0110ters 
since th~ beginning of t.he program has only been about 10%.~":" 
The heal tn coml1i ttess \-:e.re used again to select the promoter su
pervisors "lith people from the community \'Iho had a high school 
diploma. 

(b) lhe Promoter 

About 95% of the promoters are ,,,omen, and most of these ap
pear to b~ "lOnen in their llO'(s or 50"5 who have already had their 
children and are respected leaders in their corrtTlunities. The 
promoters "IC intervic\':ed appeAred to be articulate and proud of 
at least c.ertain aspects of their work o "11c encanta vacunar l 

,.(!II love '[Q irnmunize ll ) "/as·theusual resp:>nse 'oJhen.\'le asked them 
whatthey liked to do besto 

They often have to cover many more than the suggested number 
(70 to 80) of housellolds: lip to 300, and they usually complained 
if they thought they had more than the i r sha re of househo I ds to 
cover. Obviou~'ly the qual i ty of coverage offered by a promoter 
with 300 households versus 80 would be less adequate. Of course 
there arc sti 11 many rural areas whi ch do not have profroter cover
age because they ei ther have too disperse a population, or i ron
ically, are 10c<1ted near a rural cl inic. 

Most of the promoters seem to have been serving in thei r 
cOOlllunities since the program began in their area o Evidently ma
ny "lOrked for the mal<lria program (5NEM) even before becoming 
promoters, and a fe\'J were laY,miffi.Jives. Their low attrition 
(About 10%) is probably due to several reasons. The most impor
tant is I ike!y the 50 pesos a ITDnth "salary", but also they are 
mostly older establ ished c.ommuni ty rrembers who are unlikely to 
earn more Clnd who probably enjoy the prestige of being a oommunity 
prOOlOtc r. 

Personal Communication from Dr. Jose Herrera. 

~':~':Thc regional di rector in Mao, hO\'lever, ,'!:ported that promoter attri
tion in his region h<1d been about 30%, sin~~ the program's initatiation 

in May 1977. 
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The prom::>ters generally seem \'/cll accepted in their com'1llln
ities, and most seem to hnve pride in their \'Jork. There is no 
doubt thnt they cJrc e);posing thei r communities (to sonr::: degree at 
least) to he'llth educcJtion concepts that thc community might not 
have heard othen",ise. And thesc ideas are being related to the 
comrnun i ty by sorrrCOI~c they kncM and respect, 

After revlc\·tin~:l thei r \'JOrk records, \",e have considerable 
doubt as to hOl'1 much vlOrk t.hey uctually do, despite the fact that 
they are expected to be making house visits each afternoon in or
der to see ci.1ch of thei r assigned households uoJice a month. Some 
promoters sti 11 scem highly motivated, but it appears that IIDSt 
are no lon~le r so high 1 Y mot i va ted. When they say that they are 
visiting 10 households every afterno0ll and their records indicate 
no visits for the past month, two months, or even two years, it 
is really qll~stionable just \-/hat they are actUally doing. Com
~nts on thei r \·.'Ork are covered in thc sections belovi relating to 
thei r specific programs. 

Antonio Ugalde·'; in his study in El RIo (Constanza) felt the 
promoters there eli d very 1 i tt Ie work, that in fact "our impres
sion as of this writing (March 1983) is that immunization is the 
only "/ork done by the health pronDterso" 

Furthermore, \'Ie interviewed one prcxnoter v-"hose records sho'v/ed 
evidence of falsificcJtion, making it appear as if she had actually 
done the work, although \-/e believe she had not. 

The system also seemed to make no provISions for prolIDters 
\",ho ... ,ere sick or unable to do their \oJork for any reason. The 50 
peso ch:::ck curne each month anyway, and the \",ork may have been 
done by sorreone else or not at nIl. Overall the promoters seemed 
to knOl-1 fai rly "/ell \'Jhat they \-/ere supposed to be doing, but there 
\",as (1) little evidence thClt they were actually doing the work 
(other thnn irrmunizations and a little family planning) and (2) no 
evidence that their supervisors \-Jere in any way seeing to it that 
the 'vlork \'/as donc, other than occasionally del ivering vaccines. 

(c) . The Supe rv i sor of the P rornate rs 

The supervisor of the promoters is the person ... /e heard about 
the IIDst, but sa\", the least. Everyone agreed that this person 
was the weakest link in the system, and that there were many rea
sons for thei r generally poor performance, not the least of which 
is that many or most of them had never been trained to supervise. 

An ton i 0 Uga I de, "Second Report for the P refeas i b i 1 i ty Study of a 
Prepayment System for Primary Health Care in the Dominican Republic," 
Harch 1983. 
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Starting "Jith the original sLJrcrvisors in 1976, there \'Jere 
problems. Th~ first supervisors \,;cre auxiliary nurses, and so it 
continued until 1978, "Jhen it ,-:as decided (see USAID Health Sec
tor Loan II) to use instead "health educa·tors." It \'Jas felt the 
auxiliary nurses \-Jere too involved ,,,,ith curative medicine, as op
posed to preventive medicine, cmd too committed to clinic \·/ork to 
be effective supervisors of th~ rcliJtively remote prorroters. 
They also left for hospital jobs. 

Thus, in 1978, it "las deci cJed to dloose persons from the 
rural ureas to be supervisors. These people had to have u high 
sch::)Q1 diploma,. lllCY ,,,,ere given (u5uully) a six-\",eek truining 
course ('-lith an extra 3 day course in nutrition) clnd \",ere made su
pervisors. Unfortunately, they received ulmost no training after 
the initial course, und, even ,,,,orse, supervisors hired later on 
didn ' t even get the initial training course. We were told that 
many of the supervisors appointed later on did not in fact have a 
high school diploma. 

The supervisors ure supposed to do statistical and charting 
\'/ork in the rurul clinics in the mornings (4 hours'), and they are 
supposed to go out to visit the, approximately, 10 promoters as
signed to them in·the afternoons (3 hours). The utilization of 
th~ EI Rio Rural Health Clinic described in Ugalde's work cited 
above is very simi lar to the Rural Clinics we visited, and \",'e 
would ugree \",ith Ugalde that the supervisor's morning clinic \'Iork 
is minimal, requiring perhaps 45 minutes, and could easi ly be done 
by S011cone else • 

. As hr the afternoo:l work, the general feeling \oJas that the 
present supervisors \'/ere neither motivClted to do supervision of 
promoters nor cupable of doing it, as in fact, their motivation 
and kno.,J!edge frequently seems to be inferior to that of the pro-

.:roters. We \",ere informed, hO\vever, thut there \oJere a few good 
and dedicated supervisors. 

Review of the promoters' charts indicated that the super
visors had r.arely mude any conments, or in fact, revie\'/ed anything 
the promoter had done. There was some indication that the super
visor occas ionally gave the prorroter some"orientation" on a pre
ventive subject, but the notebooks kept by some of the promoters 
(to document their contact with the supervisor) most usual1y bore 
notes written by the supervisor indicating that the purpose of the 
visit had been to deliver the monthly check. Evidentiy, most su
pervisors do del iver immunization materials and occasionally assist 
with immunization. 
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Our impiession is that the supervisors visi t the prom:>ters 
much less often th,:m they should and that they, in fact do little 
(if any) sllpervision even vJhen they make a visit. But the super
visors are Cl part of the existing infrastructure \oJhich is in plnce 
and could (theoretically) be used to much better advantage. 

(d) The Area Sur.ervisor 
. ...:.-~-~----

~lost of the ,"!ren supervisors are evidently better trained, 
and the one \·Jith \·,hom He travelled to visit clinics and promoters 
seemed kno.·/ledgeiJble and motivated. Each area supervisor has 
about 20 5upcrvisol"s of promoters to supervise, and this may be 
too much) especially if the rranoter supervisors are untrained and 
un ITO ti Ve) ted. 

lhe only unfavorable comncnt that 'de heard about the area 
supervi ~,ors \·.'LlS th':lt recent 1)' (December 1982) 11 of them had been 
fired and repli3ced, for apparently political reasons, ... dth othersu
pervisors v/ho \'/crc not as good. The impnct of poli tics on the 

personnel system of the S[3S Hi 11 be di5cussed further below. 

As mentioned above, the pror..oters are usually leaders in their com
munity, usually outgoing people who have both a sense of duty to the 
community and a sense of pride in their work. Ho.-Jever, \oJhat the c.onmun
ity would like tht; premoters, to do is often quite different fr011 the 
intent of the SBS. 

The promoters seemed to give little more than lip service to pre
ventive programs other them imnunizations, but all seem to want to do 
some more curative tasks-: first aid, giving out aspirin, knO\oJing how 
to do emergency deliveries, etc. Probably this desire is the result of 
communi ty pressure and thei r a.·m desi re to do more "hands on" work. 
Apparently, community members often come to the pr0110ters with rredrcal 
ailments und are disappointed that the promoter hasn't "something" to 
give th~m. 'Another aspect is that it appears tha peopl,e would be more 
acceptillg or preventive measures (such as \'/eighlng their chi ldren) if 
they were given "something " in return. 

"It wo~l~ pr6b~~ly'hdp the prestige of the promoter, and therefore 
the preventive measures the promoter should be encouraging, if the 

bl f f 'llling some of these curative needs of the promoter were capa e 0 h' 
community. Conversely, community support for the promoter, w IC~ at 
this point seems adequate, may waiver, if community demands arc Ignored 

by the system, 
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Our ('va1uation, in fact, did not analyze the degree of community 
support for the SOS, either past or present, but \'Je did not preceive 
this to be u problem at this point in time. Comnuni ty people \'Je spoke 
to seemed to kno\'J v.'he re the prollOters \'Je rc 1 oca ted and seen-ed very 
supporti ve of thenJ. 

=1: 

(a) Inrnunizations 

l1le rural Clre2S seem to have profited greatly from the SBS ClS 
regards coveriJgc \·;i th illYTlunizations. The lurgest remaining prob
lems \."i th respect to 101." irrrnunization cover~ge arc in rural areas 
not covered by the SUS Llnd in the mar~ina1 urb;:ln arei)S. The area'> 
adj.3ccnt to rural clinics, where the doctor and the nuxi1iary nurse 
are theorcticu11y responsible for immunization activi ties, arc 
probably far less I-Jell covered than the more rerrote urcas served by 
the promoLe rs. 

The profiDter-s "1ove to imnunize." ArJd the supply of immuni-
zation material, at least in the past 2 yearS, has been mostly ade
quate. T~c cold chain doesn't appear to have any obvious gaps, 
but furtl',er study \'JOu1cl be required to ooke any definitive state
ments about the effici.Jcy of the cold chain much of \.,rhich is organ
izationally outside the SBS. 

There hi.Jve been some 10gisticul problems from time to time 
with BCG CJnd meCJs1cs vCJccine, but the coverage with polio, DPT, and 
te'tanus toxoid for prq:nant vJomcn seems to have been good. 1".5 a", 
rough estimate, ooe could say that probably 70-90% of the irrmuniza
tion needs of the promoters' target population are being met. 

A rcugh estimate of immunization coverage (or at least 
for poliu and DPT) in the SBS area may be made by comparing 
vii th the de 1 i ve ry of 3 rd doses of DPT and po 1 i 0 vacci nes.~" 
for the fi rst 3 months of 1983 in SBS-covered areas of Azt.:.2. 
shOl" the fo110.·';ng 

rate 
b i r ths 
Fi gun~s 
?nd Hao 

LIVE 
[31 RTHS 

INFANTS AGED 0-1 YEAR RECEIVING 
3rd DOSE OF orv 3rd DOSE OF DPT 

COMB INED RATE 
OF COVERAGE 

Azua 

Mao 

751 

850 

737 

614 

645 

604 

92% 

72% 

It is possible to estimate hOvJ much immunizin~ each pliomoter is 
doing. BLlsed on the datu collected by us in Azua for the fir~t 3 
months O( 1983, a total of about 12,400 immunizations were given by 

Assuming tl constant bi rth rate tl:ld that etlch chi ld under one year of 
age should receive one 3rd dose of oral polio vaccine and one 3~ 
dose of DPT in the fi r5 Cyea r. 
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173 promoters. Th'is averages out to 2/, immunizations per m:mth per 
promoter (of \·:hich 10 Here oral polio), not an oven'Jhelming load o 
Ugoldc··; in hi~ 1983 study demonstr<:Jted that the proooters in the El 
RIO (Constnnz;:d uea \·:ere doing about 16 immunizations per rronth 
(includin9 G orwl polio). 

In concllJsion, the promoters l records did not aho.,lays indicate 
that booster nnd follow up im~unizations were being given when indi
cated, the pro:'i':Jtcr~. seer1!(!d highly motivated to do all the necessary 
immunizing, lJnc! npparcntly mclny have rcuchcd a Ilrnainten<:Jncc" phase 
in their C(llnr.lu:litiC:'so 1\5 u rnC,lrlS of inmunizing the rural population, 
the SBS h(ls ilpp2 rent ly been a success. But it is essent i a 1 thwt the 
imnJunizaticll s)'~;tenl be m~intlJined so that these preventable communi
c(Jblc diseases do not again becul'tl! Ll problem, as happened in the case 
of mJlariu. 

(b) tJutrition 

The nutri tion rc::cupcration centers \'Jere apparently used to train 
the PI-oITYJtcrs for 3 to 5 days, but othcn'lise these centers had 1 it
tIc irr9.Jct on rurcll problems of malnutri tion o The Centers are all 
10ci1ted in "l1r'~i.lIl" areas, not in the ti'lrget area of the S[3S, and 
\'Jere designed ,;5 "day ccJre" nutrition centerso 

Malnutrition was recognized as a major problem to be addressed 
by the promoters, but in fact" there is little evidence that any sys
temcJtic att".!mpt is being made to reinforce or encourage the promoter 
to identify and/or deal \·lith ma'inutritio!lo 

So~e pronoters we saw seem interested in nutrition, or at least 
thei r notes reflected that they were giving some nutri tion advice 
to the people they visi ted. t~ally prorrDters ei ther had no scales to 
\o.,Ieigh children or didn't use the scales they hado ~Je did not see 
one gro.·/th chart at Cl prolloter's home wi th more than 2 points plot-
ted 0.1 it. One promoter \o.,IC visited did have a garden with a variety 
of foods groding in it. In general, the impression vJas that the 
promoters \'/ere doing very 1 i ttlc nutri tion proootion or detection of 
malnutrition, Llnu that they received little follm'J-up support in 
nutrition. 

Data supporting the hypothesis that the promoters are in fact 
doing little in nutrition is available from the nutrition division of 
SESPAS. According to 1981 information, of a rural population (cor
responding to that covered by the SBS in 6 regions), of 340,952 chi 1-
dren under 5 years of age, 69,545 of them, or 20 0 4% were "being fol
lm/ed." Of these 30,473, or 43.8% sha.-/ed some degree of malnutrition. 
Our evaluation of data collection methods and current activity levels 
in the field suggests that this estimate may exagerate current cover
age levels. 

Ugalde,.£2.o sit. p. 41. 
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(c) COl1mun i cab Ie ·ni SCClSC 

fxcept for pronDtcrs who had earlier been trained by SNEM for 
malcJria '-Jork, the promotE'.rs VJere doing nothing much in cOffillunicable 
disc()sC's, other than immunizclt" ions, Promoters '-Jho hCld done malaria 
,·,oork in the post ~.uid they v:ere doing blood srrcars, but probubly 
not vcry frequcnt ly. 

The prcmoters scemed to be a'-Jare of the proper advice to give 
for dil:1rrhecJ; there is no program CiS yet, however, for pre-packaged 
oral rehydr':Jtioll salts <'It the pronnter 1c:vel, although a major ac
tivity in this arL'll is currently being developed. 

Again, there nppcnrs to he no organized program or supervision 
for v/oter flr semi tati 0:1 ()ct:ivi tics by the promoters. Apparently 
the promoters do some teaching in their communities, but the level 
of <lctivity appc"rs to dcpend almost exclusively on individuals 
initintive by the prflmoters. He did not detennine if the prolrDtcrs 
"ler"": pl::l)'ing a l1)Jre Clctive role in the locations ,·,here Health Sec
tor L:";cJn Il had hc;!cn involved in water and sanitation programs. 
They e'lidc~tly prorrote the boiling of ddnking '-Jater, but conTIlunity 
acceptance se~~s to vary. 

(e) Vi tal Sttltistics 

The problems '-Jith the collection of vital statistics at the 
prcxnoter level are discussed above in sections (2), (3), and (~). 
The promoter is supposed to report the births, deaths by age groups, 
and pr.::gnnrrt women each nnnth, as '-Jell as a family planning summiJry, 
but since there are no forms, other than the monthly summary, for 
reporting these dat() (they ran out long ago), the proooter evidently 
keeps the infomlCltion in her head before passing it on to the super
visor at the end of each rronth. The sUDervisor then is supposed to 
turn in a sUfilmary to the area supervisor, but according to the re
gion VII health director, this does not ah-Jays happen. Evidently, 
the promoter supervisors are also supposed to record and report cer
tain canmunicuble diseases, but it appears very unlikely that this 
is being done in any systematic or reliable wayo 

(f) Pre-natal Care 

Although some pre-·natal care tasks were proposed for the pro
moters, there is little evidence that they are doing anything short 
of minimal nutrition advice and telling the patients to go to the 
rurnl clinic. llw prorrDters used to be supplied \'lith iron, but this 
activity stopped at least a year ago. 
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(g) !lFi rst Aid" and Refer-als to the Rural Cl inies 

Originally the prOjintcrs "!ere given Ll fe\'/ bilsic drugs stich as 
aspirin for trC.Jtr,lcnt of minor ailments. The only medications now 
being su,!pliccl to the: prollotel"s Clrc, hOI·/ever, birth control pills 
and ir.l11unizf:ltion materials. /'.l.prarently the m~dicincs \.,'ere no longer 
supplied to the pro:notcrs ilS of about lIvo yCClrs ago becuuse physi
cians thcLlsht prn:notcl'!:. shouldn't be prescribing and because of 
feurs that the supply of medicines to rurCl1 clinics \·muld be di-
mini::.lied. "I;:my of thc: profTYJters are, in" fact, giving injections to 
putients (0, doctors' orocrs, upparently), although giving injec
tions other" thoUl vuccincs '-las strictly prohibi ted. 

Community ocm,md and the practical needs of the cO;iHflunity may 
dict<.Jte tf,Jt i.l lar"ger"role is legitimate.. particularly in remoter 
a re:as. 

Both community li)2rn:)crs ilnd the promoters have expressed the 
need and desi re for promoters that are able to do some simple cura
tive services. The prcmoters rqjard it as both an entrance to pro
mote preventive. medicine and i:lS a necessity in cases of emergencies 
when their assistance is requested by the community. 

I t is :,ard to determine how many patients the promoter refers 
to the rural clirdcs,. Although the rural clinics have a doctor 
ancl an auxiliary nurse, they have no beds and only limited drugs. 
The SBS is 1 inked to the ruri:ll cl inics in two ways. Fi rst, the 
supervisors are assigned thesein the mornings, although this seems 
to be a I'/aste of resources. Second, the pronoter is SLJrposed to go 
to tne rural cl inic once a month for meetings. Evi dently the pro
moters do go more than half of the tim e. The meetings are sup
posed to be for continuing education, and sanetimes topics related 
to preventive rredicinc are discussed, evidently on an internal 
basis \'Ii tho'Jt any programmed agenda. ~Je \-/ere variously told by 
the promoters that the meetings could last for 1/2 hour to 3 hours, 
could be restricted to only fi 11 ing out monthly reports, or could 
inc 1 ude a ta 1 k by the doc to r. 

The frequency ,·lith \'/hich the doctor and/or the auxiliary nurse 
get out to the promoters and into their communities appears to be 
extremely 10:1, even though the doctor and auxi liary nurse are sup
posed to do outreuch activi ties in the afternoons. 

(10) Training 

(a) Initi,)l Training 

There "/ere .rfc·\'l complaints about the training 'thut was done; 
the major fault seems to be in the training that '-/asn1t done. The 
promoters initial 3 I'leek course "Ias judged by most people as ade
quate, as \vas the 3 to 5 day nutri tion course. But many of the 
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ne\'/er prolloter's evident I)' got no trainin9 at ~111. The di rector of 
Heal th Region VII cstimJted that 30 to 4o~~ of the prorl'oters in his 
region had rec(;ivecJ no ini tia! trC'lir,ing course" 

The ini tiLlI trainin0 for the supervisors, on the other hcmd, \·,as 
probably in~1(;e'lllr)tc. Thesc people I-Jere supposed to be mor'c kno\<JledcjC-
able thcJn thc l)t"oil1ott~rs" Thei r' ini tiC'll course 1-/u5 eviden-tTy 6 to 8-
I'leeks, plus SaLle nutrition tim~, but many of ttH! ~;upcrvis(Jrs had no 
tr.Jir.in~J at nil, especially the ITI\.JI"C recent ones, many of \·,horn \<Jere 
Clpparently political nppoinl:ces. Training specific to supervision 
activities <lppe.Jrs to ha\,(' been l1<lrticularly I',euk, 

Continllii",g (!ducutioll in the form of short half-day or full-day 
courses hCls h"ppencd in the SOS, but courses helve been fev! and far 
bet\·J(~(;n. t~a ar~'.Jldzcd pr(lgram for continuing education currently 
exists for the S8S. t'1o~;t prmiOters could not rcm~fIlber I-:hen they last 
received ~ cOltinuing education course; when pressed, they could some
times rcmc!rnber O:le CJ year or 1:\<Jo' ago. 

In ill I fiJi rness, the monthly m~~etings could be used for continu
ing eclucati;)n, ()nd it nppears that they sometimes are, 

But the' content of the meetings haphazardly depends on what the 
doctor might feel like pre:sent.ing that doy. In fact, hOl<Jever, it 
appC'()rs the monthly lll'2etin9s are u5uiJlly used for administrative-de-
tails. I\ctually, this is olOt bad, since this type of support is also 
nccessnry, but continuing education is important if preventive pro
gram5 arc to be continued. 

The per'sonnel of the rurnl cl inic, especinlly the doctor, need 
training in preventive and canmuni ty medi cine to be effective in 
their comrnu;litics. Unfortunately this training has been deficient 
or aLsent. The medictll schools evidently hnve not done mllch to train 
their graduates in these fields, despite the fact that many of their 
graduates helVe to spend a year in rural areas. Some limited training 
for the staffs of the rural clinics has, however, been done under the 
Health Sector II loon nnd by some pregressive regional directors. 
Training in preventive and comnunity medicine needs to be introduced 
or reinforced in m8dical schools curricula, and kept up on d continu-
ing busis. When the doctors, as pJrt of the SBS, act in accordance 
\-!ith the principles of comnunity and preventive medicine, the program 
wi II become much more effective. Also the quality of continuing edu
cation far the promoters and supervisors \'JQuld improve as the doctors 
re a I i ze i ts i mpo rt an ce , 
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(11) Logistics and Transrortation 

( a) La C1 i 5 tics 

l1le good part about logistics is that, at least in some areas, 
the supervi50r~i I·:en: visitin9 the promoters to give them their 
monthly checks,. Lvidcntly birth contraIl pills and vaccines are 
also distributed fairly \'Iell, Beyond the~;c items, there are faults 
in the I09istics ~.ystcrn I·/hich make the S8S system frustrating and 
(at tirl'~s) ineffective. 

~!h(:n () rolicy decision \'1l'lS maue to discontinue supplyin~ some 
basic dn;Sls to the pro;nolcrs, rurt of the probicm l'ILlS avoided. 
HOdcvcr; cotton 2nd alcohol ,lrc not rcgulc)fly reaching the rromo
ters. Th~ supply of sct11cs ,ind thcrrllos bottles for vllccines, as 
Hell ,15 tht! rcsupply of such items cJS thcr:l0:nctcrs is sporadic and 
inalbquutc. Tne v.'ord resupply seems unkno\;m \',i th resrect to forms. 
r~pparcntly a ccrtllin number of f0t111S, including fumi 11' records, are 
made up sporacJiccllly llnd not effectively r(!supplied\·,hen they run 
out. P.eciHlseof the lClckof resupply of forms, the quality of in
formation obt.:Jincd by the S8S appellrs to Iluve deter.iorated. 

Drug supply Clt the rurt.ll clinics has been erratic and inade
quat~. l1le quantity of drugs supplied each month is inadequate 
and is depleted before the ne>:t shipm2nt, so thut the quality of 
ca re va r i e s • 

fortunately, for the most part, distances are short and roads 
are good, so logistical problems are not compounded by these fac
tors. nost promoters arc within walking distance of their assigned 
households, and most supervisors do not have far to go to supervise 
the i r promoters (usua lly not ove r 10 kms.). 

(b) Tr(lnsportC'ltio~ 

Both the promoters and the supervisors have problems Hith 
transportation, although the prmlloters' problems are really minor, 
as they arc usually wi thin walking distance of their assigned 
households. Ha.·lever, in SOflX! areas, the households ure more dis
perse, and there is a problem for the prorroter to get out there, 
espcci.::lly \·,hen the promoter has any minor illness. If the SBS is 
extended to serve the more disperse segment of the rural population, 
then transportation for the promoter \'1ill become a much rrcre serious 
problem. 

For the supervisor, transportation is key, Hithout it there \'Jill 
be little or no supervision. Although supervisors were originally 
supplied Hith motorcycles, many of the cycles are no longer 



functioning. Furth'~rrnore, it appears that at least SOllY,;! of the 
working ~otorcyclcs aren't being used -at least for SBS system 
I·:ork.;·' At any rate, little provision appears to havc becn made 
1·1i thin thl~ SOS system for replaccll'cnt or maintenunce of the feo
to r cy c 1 e s • 

Recently the supervisorr,' sCll.:lries I'Jere raised from 150 
pesos per Illonth to ;~OO rwsos per month, but at least a portion 
of the 50 p~50 incrcase was given with the intent that the su
pervisors I'/Quld buy thei r O'.-:n qClsoline, 14ecdlcss to Scly, the 
motiv'ltion for t:h~ supervisors to use their motorcycles (I'/ith 
9asol inc at 2.3 pesos per 9.31 Ion) for !~upervisory visi ts dropped. 

The inudcquDcy of transportat.ion bl!com,~s even a larger 
pror.,lem for the elrca and rcgionul supervisors. TI1C regional di-
rectors, 2nd the: olher people in varioLis regional program of
fices, such clS mutcrnal and chi ld care, nutrition and sanita-
tion I'Jho ~dl huVc fortller to travel. if the program supervision 
of the prolfoters is inadequcltc, trunsportution problerns Clt the 
regional icvc~l al-e probably a contributing factor. 

Problems \·:ith the information system and th.: various forms have 
beC!n m3ntionec.l in some deted 1 above (sec V (2), (7b), (]c)). Thesc 
problems are qui tc serious and undoubtedly are affecting the qual i ty 
and quanti ty of the infor-mation generated. In turn, objective eval
uation of the SOS systern and the cffect it has had on its target 
population becomes rnuch more difficult. 

At the promoter level, there is a lack of standardization of 
forms', making data tabulation more difficult. There is also i3 se-
vere lack of r':!plucement- forms. \.Je noticed thut most promoters 
simply stopped recording hom~ visi t information I-Jhen they fi lIed up 
that portion of the fami ly record card lo.Jhenever (usually) there were 
no replacement cards~ \,'e ulso suspect that there is little current 
slpcrvisory revic\'J of the promoters l family cards. 

The lack of recent info:-rnation noted on a majority of some pro
moters l cards may reflect eithcr apathy at filling out the informa-: 
tim (since no one is checking it) or failure to make the visits at 
all. 

Evidently many forms for the information and supervisory systems 
'",ere developed Clnd availablc when the SBS I..,as initiated, but few of 
these are in use nm.." apparently because they "Jere not, repri'nted or 
resupplied on a regular basis. At any rate, we never did see any 
checklists in use for supervision, and, apparently, none are used. 

Ugalde, ~. ci t. p. 36. 
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There is a spacc on the prexTioter IS fDmi ly card for com.'l1cnts by the 
supervisor, but this"v/as rarely filled in, and \'/e saw no recent C011-

lrents on the approximatcly 500 c<Jrds we reviewcd. ~Ii trout adequate 
ottcnticil to t.he resupply of forms and \':ith inacJequCite supervision, 
thcre is no doubt th{Jt the qU<llity of information Iws deteriorated. 

(13) Urb"n and Pc r i-Urban SBS 

The USAI D HCul th Sector LOc-ln included funding for an urban 
SBS, and it \'135, in fact, implcmented in 1976, only to be dropped 
from the SBS 500n aftcn .... ards because of high .Jttrition amon9 promo
ters uild the perception thut the system VIas "dupl icating services" 
in the urban area. 

TIll: problcn:s of creating an ur"ban or peri-urban SBS are ob
viously great, given the in~;tabi Ii ty of tile target population and 
the difficulty in recruiting and keeping promotcrs and supervisors. 
Hm'/evcr, the nct:d for a program similc:lI" to the rural SBS certuinly 
exists in these areas. Currently, in fact, the \'wrst ililmunization 
status in th~ D0l1inican Hepublic is probably in thc marginal urban 
areas. A promoter-based SBS could likely improve the heCllth and 
immuni zCltion status of thcse areas and SESPAS has just recently en
couraged volunteer p.Jrticipotion in an urban system using promoters., 
but it is too e.Jrly to tell if this effort will be successful. 

(l l l) Politics nnd the SBS 

As mentioned several times above, political considerations 
have influenced the funding and performance of the SBS. As a posi
tive factor, politics \ .... as important in giving importClnce to rural, 
as opposed to urban Clnd hospi tal-based, health programs. On the 
other hand, poli tics may have negatively influenced the SBS by hav
ing placed in the SDS political appointees who were unqualified, 
untrained, or unmotivated for thei r \ .... ork. 

The health committees certainly have been politically motiv-·~_: 
Clted, and they are responsible for the sllccessful selection of the 
promoters. These committees \ .... ere also involved in the selection of 
promoter supervisors, although political motives apparently were in
volved from the top:dONn,'as \'Jcll, especially in the naming of area 
supervisors. The supervisory system, already extremely weak and 
d i so rgan i ze d, appea rs not to have prof i t ted f ron the maj 0 r i ty of the 
new appointees. 

(15) Sompensation: Pro and Con 

Closely tied to the political question is the 'fact of canpen-
sation for pranoters and supervisors. It is apparent that many 
promoters and supervisors receive a monthly pay check from the 
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governn~nt for doing -I i ttle or no \'lOrk. \-fhi Ie \.,re· did hear of promo
ters and supervisors being replaced becDuse they didn't do their work~ 
the tolerance for no or little \"ork appears to be very high. 

M-:>st of the promoter supervisors, nt 200 pesos per month, are 
probably grossly overpaid for the amount of work they do (see V (7c). 
It is demoralizing .3nd destructive to Dny organizution to have people, 
\'Jithln c,nd v.'ithout, ,J\'>'<Jl'e of such inequities. This applies to the 
1 a:,:y II rorrotc:.: r .JS \'112 11, as the cornmun i ty soon beco.nes a\-Ja re of the 
fact the promoter is getting paid 50 pesos a month for doing almost 
nothing< n,e t\'IO pelY I'niSC5 the promoter received since the program 
started in 1976 (from 30 pesos to 40 pesos to 50 pesos per month) 
appear to h~ve had a poli tical motivation. 

11any pronoters do thei r expected \-Jork; sorre are very dedi cated 
to thei I" comi,luni ty and do more, but many appenr to do ruther Ii ttleo 
Hhether or not SESPAS calls the 50 pesos a month a "salary," it is in 
fact con~idcrcd iJ salary, although it is less than 1/2 of the legal 
minimum 125 pesos per month for full-time work, and the naney does ap-
pear to be importrlnt economically to these people. If the 50 pesos 
\-Jere to be dl-opped and the SBS .\\'ere to go to an "all volunteer" sys
tem, \'le bel ip.ve the currently existing infrastructure of promoters 
would rapidly deteriorate, unless some other financing mechanisms were 
deve loped. 

If supervisors continued to be paid for doing little or no work, 
and prorrotcrs \'Jere taken off "salary," iIi feelings \-Jould quickly 
develop. 

At present, the infrastructure is maintained largely by the 
salari,es and to a lesser degree by the prorroters' community spirit. 
If the systt..m regains motivation and a spir:t of accolT-plishment, then 
thei r "salaryll might be-come sorrewhat less important. The first prio
rity should be to make the SBS markedly better increasing both the 
quality andquantity of work due for the salaries paido 

It is notable that sone promoters told us they were getting too 
little compensution forthevJOrk they did. But many within theSBS, 
and perhaps outside the SBS, are getting paid too much for the work 
they produce. 

In conclusion, compensation in the SBS helped build and, more 
important, nBintain an infrastructure. On the negative side, the 
compensation probably encouraged complacency, and the appointment of 
unqualified and untrained people to positions in the SBS" especially 
to supervisory posts. 
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S B S has s u ff e r c~ d for 1 ~ c k 0 fan 0 r 9 ani z a t ion a 1 mo r r i n g sin c e 
its inception. Although envisioned in Health Sector I as being 
incorpor3ted into the administrDtive structure of the malari~ pro
grllITi St-ln~. this in fuct never took place, and SBS gre\·, in a pural 
le 1 f(~shion directly responsible to the Secretary, though adminis
tered by the He.Jlth Sector I Loan Coordinator. 

Health Sector \I rec:ognized institutional problems ,,·lith SBS's 
placement and unticipatcd its restructuring under the Health Educa
tion Division, i) shift \.,Ihich \'IClS never realized. 

Increased support by the new adlilinistration (1978) and rapid 
expansion of the program during 1979 2nd '80 lead first to SBS's 
con501 id~tion under the Directiva de Salud Rural and later its in
corporation into the Direcci6n General Salud Rural under the Sub
Secretal'ia de Salud (1980). It is currently structured this \'Jay 
though having recently undergone a name change to the Division de 
Atenci6n M~dica Rural, which is divided into the Departamento de 
Atencion Comunitaria and the Departilmento de Atenciun Rural Dispersa.· 

The ~bove is reflective of continued AID influence to encour
age the incorporcltion of this progrilm, which began in isolation, 
into the ongoing activity of SESPAS. The results of this atte~pt 
have been mixed. As with man~ other vertical programs, which oper
ate with their own dynilmic, the process of incorporation often re
sults in confusion regilrding authority, supervision and logistical 
support. Previous lines have been severed or disrupted, and instead 
of exclusive attention the program must no\.,I compete with other ele
ments within the larger structure. The success of this change will 
be ·determined in part by the degree to which the program is perceived 
as meeting the larg~r institutional needs. Another significant fac
tor however is whether or not the larger institution itself has 
functioning administrative and support systems capable of absorbing 
this additional program. This is the juncture at which we currently 
find the SBS program. 

Although there are indicators of some.regional initiation with
in SBS, the program seems to be managed and policy decisions seem to 
be made by the central office. 

With so many promoters in the field and so many different geo
graphic, demographic, and epidemiologic situations, the SBS should be 
flexible, and allow for differences in the functions ~f both the pro
moters and the supervisors from region to region·, or even from one 
community to another. The SBS should be regional ized to al low it to 
better respond more to specific community needs. The need for this 
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sor t of f lexi b iIi ty can be expected to inc rccJSl. ~ecause , (IS some of 
the SBS IS more genercJl goals (for example, immunlzt:ltion) are met, 
lmoJer priority probi('ms vIi 11 aSSllme grecJter importt:lnce. Thesc prob
lems (for example, mcJlaria) shov.J grccJter variCltion fro'l one location 
to another. 

(17) Dis CUS 5 i on 

USAIO Health Sector Loans I and" helped initiate and expand a 
rurlll health deiivcry system (SBS) in the Dominican Republic bascd 
on about 5200 prolroters. Accessibility to primary health care vias 
extended to about 2,100,000 rural people who previously did not have 
easy access to these services. 

The strong or pos i tive features of the CBS are: 
~ 

a) The incrcc3scd coverage to the rural porulation, uS mentioned 
above. 

b) A possible (likely) decrease in the rural c3reas served by the 
SB~ of: 

d) 

e) 

f) 

i) the infant mortality rate, 

i j) The mortal i ty rate for chi ldren flged 1 to 4 years, and 

i i j) The ferti 1 i ty and bi rth rates. 

The existence of a health infrastructure in the rural areas, 
mostly devoted to preventive medicine; 

Strong community involvcment in the SBS; 

A high rate of immunization coverage in the rural area; and 

Sulary support from the government to maintain the SBS, sho\,l
ing the government1s strong commitment to rural health and 
preventive medicine, as opposed to urban, hospital-based 
medi cine. 

The weak or negative features of the SBS are: 

a) 

b) 

c) 

d) 

LOll productivi ty of pranoters and supervisors wi th 1 i ttle 
tangible output in areas other than irrrounizations and, pos
sibly family planning; 

A weak or nearly non-functional supervisory system; 

Minimal efforts at continuing education and re-training; 

.ul1rellable data collection iJnd weak information system, 
which binders systematic,' constructive evaluation of the SBS. 
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e) Logisti cs problems; und 

r) Lack of flexibility due to little decentralization of tluthor
i ty to the reg i on all eve 10 

llw SBS hClS developed for the LJo.l1inican Republic an infrastructure 
for the de1iv~!ry of prc.ventive hCrlli..h programs, cllrr':'nt!y capable of 
reachin9 <lpproxir.,~)tely 90~~ of the rurn1 population. For the amount of 
money spent on recurrent costs, hm<Jcver, the progrAIll should be achiev
in9 a lot marc. Hm/evcr, 1':H:p1y because of poor support systems super
vision, the S3S is not 1-:1~etin~i it~; potential. If the supcrv:sion can be 
improved uno the [HOi·,lute!" rc-inspired to help solve the he·31th problems 
of their CO::lllunities, the Si3S \-/il1 SClve the Dominican Republic hu~e 
cos ts in eli reet hea 1 til se rvi ws p rovi de d at hi ghe r 1 cve 1!" .• 

{dth:Jugh not l~ntirc1y reliable, figures for mortality and birth 
rates <.11 re"cJy ShCM some i.mpl·ovcnl'~nt in the target urease Irnmunization 
rates are c);cc11vnt for a l'horizonta1" program. The SBS, hOl·/ever, gen
erally 1r:lcks " rn :-1 int(n2.nce," cy,cept for salaries and vaCCinp.5 e There is 
1 i tt1e rei ter<ltiul of phi 10:;opy, cootinuing education, or effective 5U

perVI510:1. SBS prodllctivity appears to h2v!:' dcclillcd in the past 2 
yeilr.'> and is in need of reSlIscitation. \·!ith somc effective regiona1iza
tion, re-trninin:; of supcrvisors <ind proilloter-s, and \-Ji th increased at
tention to infonnation and logistics support systems, ha"/ever, SBS 
should be able 1"0 continue to improve the health status of the Dominici1n 
peop 1 c. 

VI. Hccomr:1cndations andA1ternativcs for Upgradinq the SBS 

It is highly rcccrnmcnded that USI\I D and the GODR continue budget
ary support for the SBS even though the program is a 1 ready "scrving" 
about 80% of the rural population. 11,ere is a rural health infrastruc
ture in place, but it is under-uti 1ized due 1arge1,iy to inadequate ma
nagement support syst'.:!ms (supervision, infonnatio,'1 and logistics). 

To makE' the SBS program effective, it must be consolidated and led 
back to its original objectives and goals from its present almost di-
rection1ess st.Jt~. Except for immunizations, the SBS' preventive goals 
have 1arge1,! been forgotten. Improving management support to the 
existing infrastructure \,/i11 make it possible to revive thp. other pre~ 
ventive programs and to expand the functions and coverage of the system. 

Specific recommendations for consolidating, upgrading, and/or 
expanding the SBS are: 

1) The supervisory system needs to be made into a true supervi
sory systcm. Retraining (or in some cases, training) the super
visors and maintaining a c<fltinuous retraining program for them 
should be a priority. If a supervisor cannot be trained, or re-
trained, he or she should be replaced. 

http:i.MprovcnlY.ft
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2) Hritten formuts for superVISion, including checklists, need 
to be developed ~nd implemented. 

3) 1\ fon:lal continuin~l education progrurn for all personnel in 
the S8S needs to be developed cJnd implemented on a regular and 
compulsory ~nsis. 

II) Promoters <lnd stlpcrvi~ors should be qualified people chosen 
b~c.:JUs("! of the i r dedi c3tioll to the gOi'lls of the SBS. Those per
sonnel h,ho GO not fi t these cri terlf3 should be rcpl,uced. The 
forr::al ccntinllinq cducati,)n program und improved s~pervisi(x) 
should be used to id~ntify any incoffipctent people. 

5) S21.:!!"y suprart for pro;l)oters and supervisors should receive 
high priority ,md should continue at this roint if at all feas
ible. {'In c>:tcllsive financial analysis of the SESP{\S operatin~l 
budget !!light id0ntify other areas vihere budgetary savings could 
be uchicved <It less cost in terms of health services delivery. 

if it is nccessnry to \'Ji thdra\·J salary support at a later time, 
alternnte finnncing through the community should be explon~d, and 
miaht even be prcferuble. 

6) The informution and datu collectial systems need simplifica
tion, rationulization, and better supervision to make evaluation 
possible. 

7) Logistics problems, such as the supply of cotton, alcohol, 
forms, thermoses, and transportation expenses for the pranotcrs 
should ;-eceive priori ty attention. 

8) "lore decision power in the SBS system should be delegated to 
the regions; an effort should be made to increase support to the 
regional offices to permit regionalization. 

9) Attention should be paid to tai loring the S8:; system to res
pond to different needs in different areas. Promoters in one 
location may be trained to do functirms different fran promoters 
elsc\oJhere, depending on specific community needs. 

10) The system should be extended to other rural areas so as to 
cover as much of the rurnl area as is feasible. This coverage 
would include rural areas in the vicinity of rural clinics as 
Itlell as more remote areas (communities under ~OO population) not 
presently included in the system. It is estimated that this ad
ditional coverage would require about 1200 additional pranoters 
and 120 add i ti ona 1 supe rv i so rs. 

11) The SBS should not be extended to the urban or peri-urban 
areas unt i 1 the ru ra 1 sys tem i 5 \oJe 11 into the "conso 1 i dati on" 
phase. HO\oJev~r, some prel iminary studies and/or experiments in 
the peri-urban areas should be made, as these are areas of great 
need. 
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12) /\lternative finclncing for promoters should bc explored in 
case budget support: hu~, to be cut b(lck, Possible alternatives 
might be di rect communi ty financing thi'ough quotas or the est<.Jb
lishm~nt of a c("(1J!Tlunity phanni)cy run by the pronDter and the 
health cO::H:1i nt'e. 

13) Impt'oving the tra:lsrortation systelil possible including bi
cycles, as \'J(.!ll <1~; t~lOre efficient use of motorcycles and vchi
cles, ~;o oS to <l11c.Jd IJctter supervision and better back-up by 
people in various prcventive progrC!ms such as nutrition and 
matern .. l ()nd chi ld health. 

14) Caltinued support of expanded water and sanitation systems, 
\oJi th the hCCJlth education coming under liS Loan III, but \O/i th 
fundin9 being don~ from other sources. 

15) Ori~ntulion and rc-orientation prooron1s at regular inter
vals iHC required for personnel assigned to the rural clinics 
(including cspcciully thc physicion on his year of rural ser
vice). 

An attempt s'hould be made to incorporcte this training in 
community and preventive medicine into the medical school cUr
ri cu la. 

16) Since the rurol cl inics nre the back-up for the promoters 
and the SBS, the drug supplies need to be improvcd at the rural 
clinics in order to improve the: quality of care. Minimal labo
ratory services should also be considercd for the rurul clinics. 

17) It i~. reasonnble to consider expanding the role of the pro
moter. This final recanmendation is discussed at some length 
be ICM. 

Serious consi oeration should be given to establ ishing prior
ity dreas for an expansion of the promoters I role once irrproved 
management support systems increase promoter performance in his 
cur re n t r 0 Ie. 

Given the facts that, 

a) The promoters generally feel that their job is important 
and they seem to receive recogni tion from the community for 
the job they are doing; 

b) The promoters are already raonTnunicating health education 
ideas to their communi ties that \'/ere not being effectively 
conmunicated to the communities before; 
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c) there seems to be enthusiasm on the part of the prorroters 
for expanding their scope of work; 

d) many promoters "Jerc previously trained in malarin detec
tion ~nd tre~tm~nt; 

e) many communitics desire to receive exp<lnded hculth ser
vices from their promoters; ;md 

f) inmuni7.2ltion progrcJms in the SBS areas are nearing mainte
nance phase and \-Jill require less tirrc from the promoters. 

The cJltern<:ltives for e;~pc]!lding the role of the promoter in
clude involvclllent in .:l ~pecific program for promoting oral rehy
dratioll s.Jlts in the co:rf:lunity, specific di5cD~e control pro
grun:s, incrcClscd first nid and emcrgency care, and increased in
volvclllc.nt in \vater <Inc! sanitation programs. 

\Jhen increClsing the functions of the SBS promoters, it is im
port.Jnt to be careful since (1) their most vital. functions are in 
preventive interventions and this focus should not be lost by -thc; 
introduction of cLJrCltive activities; (2) they IlhJY have limited 
learning capacity ~nd thei r abi 1 i tics should be used so that 
tasks of highest priNi ty canc fi rst; (3) if they have too many 
functions they m~y do all of them poorly instead of doing a few 
key ta51~s \-Jell; and (ll) they"have limited time. 

I(ecping these factors in rnind, one should consider the speci
fic needs of the cOrTr.lunity (\vhich I'Jill vary) and the specific 
a b iIi tic s 0 f the p romot e r. 

The promoter sllould continue with the basic programs al ready 
being performed (at least in theory), i.e.; 

a) immunization programs; 

b) fami ly planning and basic pregnancy care; 

c) nutrition and basic \vell child care" 

d) hygiene, potable water and sewage disposal; and 

e) collection of vital statistics. 

Possible additional functions for the prOOloter \ .... hich appear 
to deserve priori ty consideration include: 

a) promotion and use of oral rehydration salts, 

b) malaria control: case finding and treatment, 
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c) tuberculosis CClS(;\ findin9 and follo\'J-up of positive caSC5, 

d) coll.Jborr1tion \·:ith schistosomiasis control in certaill CJrea£. 
as c:pplopriatc', 

c) first aid and clIlcr9(.'l1cy care, 

f) givin9 of injections prescribed by l-J physician, and 

9) basic I;no.!lcdge or core in ('.mcr9~ncy normcJl deliveries. 

Obviously, the promotcl' \·:ould require additionc:l training to do 
any of th(~:~c t<1sb, l::~ \·:ell ClS c0r1tinuir'9 (·ducation relative to the 
tt:lsks, "Icony of the prOii1oters ore alrcix!y doing Inalari() control ()nd 
91V11"!:1 injcction~ .. The prOIToterls cy.p(}n(!'~d role should include these 
tV/o tusks \":I:':I"C tkl' ,1I'C appro;)ri.Jtc. Th~sc and other simple cur()-
tive tllS/::; becCfIl" 1l1ore nppro;)riatc the greater the dist<.lnce of the 
COlilillUi!i ty from the rureil cl inic. 

If the pro;noter is doing the basic preventive progroms \..,cll, the 
next t~sk she sh0uld probably learn to perfonn should probably be 
C<1SC finding imd follO\·;-up treatment: of t.tlberculo::;is. 

Curative measures should be limited, since they tend to take 
over priori t":1 frOli the preventive intcrvclltions, but there is ureal 
need to h,mdlc emergencies of <111 types, The community usually de-
sires it, af)(: thc promoter feels helpless without ad(~quate training OJ' 

minimal rrcdi,-ation~o Special tr('dning \."ould bl'_ required for the pro-
moter to identify emergencies, and,training !;hould be designed to meet 
speci fi c needs. 

Specific em~t"gency tasks appropriCJte to the prorr.oter should be 
(in ~pproximate order of priority): 

a) tret'tmcnt of diarrhea and dehydration \·Ii th oral rc-hydration 
sa 1 ts, 

b) recognl zing serious illness and infectious disease and appro-
priate referral' 

c) treatment of self-limited minor illness, 

d) emergency norma 1 de Ii vc ri es,. and 

e) treatment or stabi lization of trauma patients. 

Basic medicines available to the promoter, as per specific tasks, 
could be oral rehydrution salts, aspirin', and a coug.h medicine. 

Depcndir,g on the tasks to be performed, some minimal supplies 
would be required, such as cotton, alcohol, syringes, bandages, anti
septi~' solutions, and some basic materials for doing emergency deli
ve ri es. 



The prcmolcrls sIIpcrvi50r \oJolild also huv.:! to be trained to do 
effective supervisic!1 of the nc\·/ti"lsks unless supervi~,ion for the 
specific t~sks could be ~rran~cd fran another source. In some 
CClSCS thi!; bnc:r alte.rnative \'Jould probubly be preferC1ble but per
haps difficult: logislicEllly. 

As<.1in, region;)l clifferenu_'$ in per!;onnr:-l <';nd needs must be con
sidered in each individual CC1!:'.C!, [lnd the SBS should be flexible 
enough to CH-:r,pt to these alternatives. An cye disCClSC $urvei llancc 
Llcti'Yity h;:,s bcen prcpo5ed as part of the Health SCI-vic.es Loan III, 
iJl1d this \)(')uld be ilnothcr cllternDtivc for the c>:p(,lIIdcd role of the 
prolllot(;r, pcrhi1ps restricted to .JrefJ!) !.uffering cspcci<llly high in
cidence of eye discas!!.s. 

~'<my IH Oll1ot e 1'5 l) 1 ready arc c.omp I cd n i 119 tha t they arc gc t tin 9 
too little p:1)' for the services thc~y perform und the tinlf! the)' put 
ill. Exp.:-:nding their role \'/ill only make this cOlnpluint \·Jorse. If, 
inuc:ed, too many aclditionul dClTiands Clrc! n~,1dc on the promoter, con
sidcratio~ must be given to some form of extra incentive. 

This evaluation of the SBS has found both strengths and \'/eal:-
ncsscs in l:l:e system. Al though several of the preventive programs 
do not !;eCril to be furing vlcll ut this point, pUHing somc nC\'1 cn
thusiCJsm into the proilloters by selectively expanding thcir func
tio:1s \/hile providing them VJith improved .truining and support may 
help sp~lrk reneVJed interest in the origir.al preventive programs. 


