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Executive Summary

This report documents the findings of a strategic assessment of reproductive health in the Dominican
Republic (DR), carried out by the Ministry of Health and Social Welfare (SESPAS) and the Dominican
Social Security Institute (IDSS) with technical and financial support from the Population Council’s
Expanding Contraceptive Choice program and its Latin American and Caribbean regional offices, and
the United States Agency for International Development. The USAID/DR has been working closely
with SESPAS to understand the major reproductive health problems in the DR. In order to better assist
SESPAS and to plan the country’s Reproductive Health Strategy for 2002—2007, USAID asked the
Population Council’s ECC program to conduct a strategic assessment of reproductive health in the
Dominican Republic. This participatory study was designed to identify strengths, prioritize problems,
and work with community, governmental, and nongovernmental stakeholders in order to develop
recommendations for strategic interventions to improve reproductive health in the DR.

The public-sector health system of the Dominican Republic serves the majority of the poorest and most
disadvantaged sectors. Public-sector reproductive health service-delivery programs are conducted by
SESPAS. Recently the public-sector programs have undergone scrutiny, and the country has developed
a series of health care norms and developed new models for health care. This health-sector reform
includes the decentralization of management to the provinces and municipalities and an increase in
public spending to cover the three-quarters of the population that relies on SESPAS.

Over the past decades, the Dominican Republic has achieved some major improvements in reproductive
health, such as the decline in the total fertility rate (TFR) from 7.4 to 2.6 between 1990 and 1996. The
contraceptive prevalence rate is 64%; however, this rate is skewed toward sterilization, and the pattern
of childbearing is early sexual debut, early union, early first birth, little use of spacing methods, and
rapid achievement of desired family size, followed by early surgical sterilization. These patterns may be
of concern in that they fail to protect against the growing STI/HIV epidemic, do little to discourage high
pregnancy rates among adolescents, and raise questions about quality of care and informed choice.
Another cause of concern in the Dominican Republic is the high maternal mortality rate (MMR), which,
depending on the sources cited, ranges from 110 to 229 deaths per 100,000 live births. Whichever figure
is used, however, the rate is unusually high given the 97% institutional delivery rate and other indicators
of socioeconomic and health status that prevail in the DR.

For the past decade, the World Health Organization and the Population Council’s ECC program have
worked together with ministries of health and NGOs to apply a rapid assessment methodology to define
policy choices and research needs in reproductive health through the implementation of a strategic
planning and assessment strategy.

A team from the Population Council conducted a literature review of existing documents on the status of
reproductive health in the Dominican Republic, prepared a background document (Miller, Dabash,
Mercado et al. 2001), and presented its findings at a dissemination workshop held at the Jaragua Hotel
on October 19, 2001 (see Appendix A for agenda and participants). At this meeting stakeholders reacted
to the findings of the background paper and worked in small groups to develop prioritized lists of RH
problems.



During the remainder of October 2001, an RH assessment team was formed, comprising a
multidisciplinary group of 11 Dominicanas/os and consultants (see Appendix B for a list of team
members and affiliations). The following sites were selected for the assessment: The National District
(ND), Region III, and Region IV (see Appendix C for a listing of individual sites within the three
regions). Training was held November 5-9 during which the team solidified roles, learned about the
strategic assessment methodology and qualitative research tools, refined the RH prioritized problem list
developed at the October 19 meeting into three strategic questions, and developed and field-tested data
collection tools. In the Strategic Assessment methodology, strategic questions are used to focus the
assessment. The team developed the following questions:
o Strategic Question 1: Maternal health care. Is it possible to improve the quality of maternal
health care given during the prenatal, intrapartum, and postpartum periods? If yes, how?
o Strategic Question 2: Family planning. Is it necessary to improve the family planning program
(options, coverage, access)? If yes, how?
o Strategic Question 3: Adolescent reproductive health. Is it necessary to improve the quality and
access to integrated reproductive and sexual health services for adolescents? If yes, how?

Data collection and synthesis occurred November 12—December 6, 2001. The data collection and
synthesis sessions ended in a presentation on November 30 to the technical advisory group (see
Appendix B for a list of members). The technical advisory group made recommendations as to what
steps the assessment team should take next. Writing the report was a participatory process that took
place November 28—December 21. The findings were verbally presented to SESPAS vice-secretary
Tejada and Victor Calderon and their support for presenting these findings was obtained on December 2.
The draft report was then completed, translated into Spanish, and distributed to the technical advisory
group and other stakeholders, comments were incorporated, and the dissemination meeting to determine
priority interventions was held on January 30, 2002, with a consultation meeting on January 31 (see
Appendix D for the January 30 meeting agenda and list of participants).

FINDINGS
Maternal Health

Maternal mortality for the nation remains high despite actions instituted by the government and foreign
donors to improve the long-recognized situation. Given the almost universal prenatal care attendance
and institutional delivery, the answer as to why the MMR is so high becomes a matter of lack of quality
of care and lack of adherence to protocols in the maternity hospitals where the majority of births occur.
In addition, the physical space was found to be dirty and crowded, and the personnel rude. Complicated
cases were not given the attention they deserved, and normal cases were overmedicalized. Community
members, users of health services, providers, and most decisionmakers agreed that the MMR could be
lowered if the following recommendations were implemented:
» More deliveries took place at lower levels of care (i.e., at community-level institutions rather than
higher-level institutions);
« To encourage women to seek care at lower levels, women must be convinced that staffing at these
lower levels of care is consistent and that clients would no longer be turned away;
» A better and more organized system of referral and transportation must be developed;
*  Only truly high-risk patients should be scheduled for/referred to the highest-level institutions;



» The number and type of staff at the highest-level institutions must reflect the acuity of the patients
admitted there;

» Protocols must be developed/reviewed and institutionalized at all levels;

» Adherence to protocols and norms should be recognized and nonadherence should be punished;

« IEC activities must be instituted to inform/educate women about their options in delivery and
their rights to high-quality care;

* A human rights and reproductive rights training program should be instituted for all health care
providers; and

» A research pilot project should be developed and implemented that incorporates (a) training and
staffing of lower levels; (b) information, education, and communication (IEC) and social
marketing promoting use of lower levels; (¢) transport and referral systems; and (d) triaging of
referrals to appropriate higher-level institutions.

Family Planning

The assessment found that family planning users were constrained in their choices of methods by lack of
providers at regular times at service-delivery points (SDPs). Few SDPs were staffed, and when
physicians did attend, they artificially limited access by a “rationing system,” whereby only 25 of the
women who attended on any given day received appointments. This rationing mean that women often
made 3 or 4 visits to receive a family planning method and they often gave up and took whatever the
provider was distributing on a given day. IEC and counseling were of low quality, except at
PROFAMILIA/NGO sites. In addition, logistics and stocking were irregular at all public-sector family
planning sites. As with the maternity sites, most of the public-sector sites were dirty and unpleasant.

Recommendations for change included:

» Implement Social Security Law 87-01;

» Create models of local autonomy and institutional strengthening;

« Implement participatory mechanisms to select hospital directors for their managerial skills;

» Create mechanisms for accountability and supervision;

« Expand the method mix of reversible FP methods;

 Initiate social marketing of reversible FP methods;

« Update medical eligibility criteria;

« Improve staffing at all FP sites;

« Ensure quality of services by creating an executive FP committee at each SDP;

» Enforce adherence to FP norms and procedures; and

 Include the reproductive rights of women and SESPAS norms in medical, nursing, and other
health professional curriculums.

Adolescent Reproductive Health, Particularly Family Planning and Maternity

Long-standing double standards and traditional patriarchal and religious traditions about gender roles of
men and women are played out early with adolescents in the DR. School systems lack educational
facilities for adequate sexual and reproductive health education, and what little there is seems to come
too late to help many of the adolescents. Clients/users of RH services under age 21 face the same
difficulties that adults do, but they are exacerbated by privacy and confidentiality concerns, costs of
supplies, fear of parents findings methods such as pills, and a lack of understanding of the consequences



of unprotected sex (focus-group findings were that adolescents did not perceive themselves to be at risk
for STIs/HIV). While the SESPAS norms on adolescents appear to have been written by youth-friendly
advocates, few providers of youth services neither knew of nor adhered to the norms.
Suggestions for improvement included:
« All of the recommendations for maternity and FP for adults;
« Implementating strategic planning at each health center;
» Assigning youth-friendly specialists to care for pregnant adolescents;
» Encouraging women’s advocacy groups to work closely with adolescents in the labor and delivery
areas (doula concept);
» Providing services for adolescents free of charge;
» Providing alternative distribution of methods to allow for greater youth confidentiality;
* Giving youth-friendly counseling training to all personnel in contact with adolescents;
* Providing training in reproductive and citizens’ rights of adolescents;
» Negotiationg with the Secretary of Education to allow a specialized team from SESPAS to create
a strategic plan to implement sexual and reproductive health education at levels 6-—8;
» Developing programs to include parent activities and training (information and communication
skills); and
» Implementing research activities to study lessons learned in the DR and other countries in the
region on livelihood and other skills-based programs to improve adolescents’ life and
communication skills.

The Strategic Assessment of Reproductive Health verified many assumptions and beliefs held by
policymakers, researchers, providers, users, and health activists about the status and underlying causes
of some of the long-standing indicators of poor reproductive health in the country. It was apparent to the
team that the problems were interrelated, and that the lack of access—particularly for poor women,
poorly educated women, and adolescents—to a wide range of reversible contraceptive methods and dual
protection was a contributing factor to the other problems of high rates of adolescent pregnancies,
increasing rates of transmission of STIs/HIV, unwanted pregnancies leading to abortion, and high rates
of maternal mortality. All of these problems reflect deficiencies and gaps in the current system,
including gaps of adequate access, gaps of coverage of all levels of population, deficiencies of high-
quality reproductive health care, and a lack of attention to human dignity and reproductive rights.

The list of recommendations in response to each of the three strategic questions and the short-, medium-,
and long-range plans developed through participatory process at the two dissemination workshops can
help SESPAS, working with USAID and other donors, to improve the reproductive health of all
Dominicans. Maintaining the participatory and collaborative process developed during the assessment
process may help all stakeholders to move the reproductive health agenda forward during this period of
health reform and increasing attention to quality of care and reproductive and health rights.



1: Strategic Assessment of Reproductive Health in the Dominican Republic

INTRODUCTION AND BACKGROUND

The Dominican Republic’s Ministry of Health and Social Welfare (SESPAS), with technical assistance
and support from international donors, including USAID, has been working to improve public health,
particularly that of the country’s most vulnerable populations, through diverse activities, including a
series of health reforms. USAID’s Office of Population, Health, and Nutrition is particularly interested
in working with SESPAS to obtain high levels of health care and sustainability during this period of
reform. In order to better assist SESPAS and to plan the Reproductive Health Strategy for 2002—2007,
USAID asked the Population Council’s ECC program to conduct a Strategic Assessment of
Reproductive Health in the Dominican Republic. This participatory study was designed to identify
strengths, prioritize problems, and work with community, governmental, and nongovernmental
stakeholders in order to develop recommendations for strategic interventions to improve reproductive
health in the DR.

The WHO Strategic Assessment Methodology

For the past decade, the World Health Organization (WHO) and the Population Council’s ECC program
have worked together with ministries of health and NGOs to apply a rapid assessment methodology to
define policy choices and research needs in reproductive health through the implementation of a
strategic planning and assessment program called the Strategic Approach (Spicehandler and Simmons
1994; Simmons, Hall, Diaz et al. 1997). Originally named the WHO Strategy for Contraceptive
Introduction and Technology Transfer, this methodology has been modified and adapted as an analytic
tool to determine underlying causes of reproductive health problems as well as to prioritize research and
intervention activities at the national, regional, local, and neighborhood levels.

The Strategic Approach involves three stages of work:
1. Strategic assessment
2. Action research
3. Expansion

This document is a report of the Stage One Strategic Assessment of the Reproductive Health Needs in
the Dominican Republic. The first stage assesses the needs of users and the capacity of service-delivery
systems to deliver high-quality care, programs, and policies. The Strategic Assessment relies on existing
information to generate timely questions to certain strategic or focusing questions. The answers to these
questions result in recommendations for policy changes and service interventions to improve
reproductive health and the quality of health care services. The aim is to both fill information gaps and
to identify and suggest the types of research and interventions necessary that will be tested in the second
stage (the action research stage).

The Strategic Approach and the Stage One Strategic Assessment are based on a systems view of
reproductive health care. A systems view considers not only the service delivery of health care, but also
the perspectives of users, and, often even more important, nonusers of the health care system. This
places services and users within the social, cultural, economic, and political contexts that affect



reproductive health and the way that services are perceived and used. These same contexts also affect
health service providers, decision- and policymakers, government officials, women’s advocates, and
community leaders (see Figure 1.1).

Figure 1.1. Systems framework

Services < > Technologies

Social, cultural, economic, and political context

Source: Spicehandler and Simmons 1994.

As a research methodology, the Strategic Assessment is a rapid and participatory process that involves a
review of secondary data (e.g., DHS and other population-based surveys; operations research studies by
NGOs; donor assessments conducted by PAHO, UNFPA, the World Bank, and USAID; and other
public-and private-sector service delivery and reproductive health status analyses). These secondary
analyses, summarized in a baseline document (Miller et al. 2001), were augmented by key informant
interviews and/or focus groups with policymakers, service providers, logistics managers, users,
women’s health advocates, clients of STI/HIV reduction messages and care, and pregnant, delivering,
and newly delivered women and their partners.

ICPD Expanded Definition of Reproductive Health Care,
Human Rights, Reproductive Rights, and Public Health

In other countries, the Strategic Approach has made significant contributions toward achieving
objectives of the ICPD’s Programme of Action, including increasing understanding of quality of care,
determining the factors that affect quality, and implementing appropriate actions to improve or maintain
quality; defining new program and policy strategies that are client-centered and reflect a reproductive
health approach to services; expanding access and increasing reproductive choice; and building support
for program and policy changes by ensuring that the perspectives of communities, clients, providers, and
other stakeholders are part of decisionmaking. Not only does the Strategic Assessment promote the
expanded definition of reproductive health care of the ICPD, it involves the international recognition of



the right to health, the interrelatedness of all human rights with public health, and the contemporary
efforts to put human rights into public health practice (Easley, Marks, and Morgan 2001)."

The Process of the DR Strategic Assessment

In March 2001 three members of the Population Council’s ECC program, Dr. Suellen Miller, Dr. Juan
Diaz, and Ms. Rasha Dabash, MPH, visited the USAID Mission in order to discuss the possibilities of
beginning a Norplant® to Jadelle® transition study. In meetings with Dr. David Losk, Dr. Elena
Brennerman, and Ms. Elba Mercado it was discovered that USAID was in the process of developing its
five-year reproductive health strategy and that there were several unanswered questions about the
reproductive health status of the populations USAID serves. These questions existed despite the ongoing
studies of many other NGOs and the most recent interim DHS of 1999. Major reproductive health
questions included: (1) a highly contested maternal mortality rate ranging from 110 to 229; (2) suspected
high abortion rates; (3) concern over the large number of adolescent pregnancies; and (4) a growing
number of adolescent and adult STIs and HIV infections. USAID asked for technical assistance from the
Population Council to conduct a qualitative strategic assessment of the RH situation. A team from the
Population Council conducted a literature review of existing documents on the status of reproductive
health, prepared a background document (Miller et al. 2001), and presented its findings at a
dissemination workshop held at the Jaragua Hotel on October 19, 2001 (See Appendix A for meeting
agenda and participants). At this meeting stakeholders reacted to the findings of the background paper
and worked in small groups to develop prioritized lists of RH problems as well as to suggest sites for the
RH assessment. In addition, the stakeholders, including IDSS, SESPAS, and some NGOs, contributed
staff members to work on the data collection team. A technical advisory group of stakeholders was also
formed. These stakeholders were unable to participate in the data collection process; however, they
would serve as advisors and help the data collectors understand and interpret their findings.

During the remainder of October, an RH assessment team was formed under the co-leadership of Dr.
Argelia Tejada and Ms. Pamela Putney, MSN. The 11-person team was a multidisciplinary group of
psychologists, social workers, sociologists, adolescent health care experts, OB/GYNs, nurses, and
statisticians (see Appendix B for a list of team members and their affiliations). Training was held
November 5-9 at ADOPLAFAM, during which the team solidified roles, learned about the Strategic
Assessment methodology and qualitative research tools, refined the RH prioritized problem list
developed at the October 19 meeting into three strategic questions, and developed and field-tested data
collection tools. The training was attended by all members of the team, and Dr. David Losk and Elba
Mercado of USAID visited during the training period.

Site selection for data collection was based on the decisions made at the stakeholders meeting and
subsequent conversations with the technical advisory group. The following sites were selected (see
Appendix C for a list of individual sites within the three regions):
« The National District (ND): The ND is an essential site because of the concentration of population
and variety of health services.

! Reproductive and human rights to health are promulgated in such documents as the United Nations Charter, the Declaration
of Alma-Ata, the Universal Declaration of Human Rights, the right to health affirmed in the Convention on the Rights of the
Child, the International Covenant on Economic, Social and Cultural Rights, the Convention on the Elimination of All Forms
of Racial Discrimination, and the Convention on the Elimination of All Forms of Discrimination Against Women.



« Region III, Duarte Province: the capital city of San Francisco de Macoris is the fourth largest city
in the country. It is the economic center of the agricultural production of the northeastern region.
The Cibao is the most populated region, with very different culture and socioeconomic conditions
than that of the southwest and the east.

» Region IV, Barahona and Independencia Provinces: These provinces are sparsely populated and
economically depressed with little enterprise. Haitian migrant workers who had previously been
employed by the Barahona Sugar Mill are now settling the region as farmers. Tourism is not well
developed. Barahona has traditionally been an area of high maternal mortality.

Data collection and synthesis occurred November 12—December 6, 2001. The team visited sites in the
ND during November 12—19 and then returned to visit new sites or revisit sites November 26—December
10. In the ND they visited three major maternity hospitals, one NGO clinic, and four other clinical
settings to examine the inpatient and outpatient RH services. Between November 19 and 23 the team
broke into two subgroups: One visited Barahona Province and the other Duarte Province. Each subgroup
comprised at least one clinician, one social scientist, one adolescent health specialist, and one
psychologist. In Duarte the subgroup visited one regional hospital, three municipal hospitals, three rural
clinics, and one PROFAMILIA clinic. In Barahona the subgroup visited one regional hospital, one IDSS
hospital, two municpal hospitals, and one rural clinic. A variety of services were observed at each site,
depending on what services were being offered (refer to subsequent sections to see the types of services
observed). The team regrouped in Santo Domingo the week of November 26 to synthesize its findings.
The sessions ended in a presentation on November 30 to the technical advisory group (see Appendix B
for a list of participants). The technical advisory group made recommendations as to what steps the
assessment team should make next.

Writing the report was a participatory process that took place November 28—December 21, with
different team members and consultants writing different sections and then sharing them with one
another for comments, corrections, and feedback. The findings were verbally presented to SESPAS vice-
secretary Tejada and Victor Calderon and their support for presenting these findings was obtained on
December 2 by David Losk and Suellen Miller. The draft report was then completed, translated into
Spanish, and distributed to the technical advisory group and other stakeholders. Comments were
incorporated and the dissemination meeting to determine priority interventions was held January 30,
2002, with a consultation meeting on January 31 (see Appendix D for January 30 meeting agenda).

National Context

The Dominican Republic is the second-largest nation in the Caribbean. It occupies the eastern two-thirds
of the island of Hispaniola. It has a population of approximately 8.2 million and an annual growth rate of
1.8%. One of the fastest growing segments of the population is women of reproductive age (1549
years), who now number 2.2 million and whose numbers will grow rapidly to nearly 3 million by 2005
(Macro International and CESDEM 1996). Currently, 62% of the population live in urban areas; the
National District alone contains over 30% of the total population. National literacy is 82%, with male
and female literacy about equal.

The DR has long been known as an agriculture exporter of coffee, sugar, and tobacco; recently, the
service sector and the telecommunications industry have experienced rapid growth. The DR is now one
of the fastest-growing and rapidly changing countries in the LAC region. Over the past three decades,



the country has experienced economic and social transition: macroeconomic adjustments in the 1980s,
rapid growth of the service sector, and a decline in agricultural exports. After decreased social spending,
soaring unemployment rates, devaluation of the peso, inflation, and social protest in the 1980s, the DR
emerged in the 1990s a state ready for growth and stability. The recovery of the GDP by 1992 marked
the beginning of increased purchasing power for the working class.

Although the DR is considered a lower-middle-income country by the World Bank with per capita
income in 2000 at US$2,080 (World Bank 2001) the country continues to suffer from income inequality.
The poorest half of the population receive less than one-fifth of the GNP, while the richest 10% enjoy
40% of the country’s income. Approximately 25% of the population live below the poverty line. Poverty
tends to be especially severe in rural areas, where prior agriculture policies and insufficient public
investments have resulted in limited opportunities for rural residents. Those able to achieve higher levels
of education tend to migrate out of rural areas, particularly those areas bordering Haiti. Between 1986
and 1990, health and education expenditures together received only 5% of public spending. In recent
years, however, health and education expenditures have grown in response to the growing GDP and the
introduction of health-sector reforms. In 1996, the change of administration, which brought an overhaul
of social policies, resulted in the introduction of a new model of health care. This new model includes
the decentralization of management to the provinces and an increase in public spending to cover the
approximately three-quarters of the population who rely on SESPAS for health care. In addition to
increased public spending on health, there has been a recent influx of foreign aid to modernize and
restructure the health sector (including funds from the World Bank, the Inter-American Development
Bank, as well as contributions from USAID and Europe). The present climate of change and the new
financial and technical resources for health policy and programs necessitated a thorough understanding
of the present system and the prioritization of spending for new programs.

Health-Sector Reform and Its Implications for Reproductive Health in the Dominican Republic

The health-sector reform process in the Dominican Republic began in the early 1990s as a response to
demands from the community and health professionals to improve health care services. Reform was
promoted by the government of 1996-2000. The Presidential Commission for Reform and
Modernization of the State was formed in 1996 with the objective of promoting and facilitating the
reform process. The Executive Commission for Health Sector Reform was created by presidential decree
in 1997. In 1998 the Ministry of Health (MOH) initiated its strategy of deconcentration and
decentralization through the establishment of Provincial Health Directorates (DPS in Spanish) and
reorganization at the central level.

The country began a process of debate and a search for consensus on health and social security systems.
This process resulted in the approval of two laws. The General Health Law 42-01 of March 2001
established guiding principles on the organization and function of the Dominican health system,
especially as related to the “essential functions of public health.” An important aspect of Law 42-01 is
the oversight function of the MOH and its role in promotion and prevention, quality control in its health
care centers, registration of products and medicines, attributes of the authorities, and sanctions. The
Social Security Law 87-01 was approved in May 2001. It introduced a series of fundamental changes in
the organization, management, and financing of the two components of health care and pensions.



The approval of these laws, especially the Social Security Law, will result in profound changes in the
Dominican Republic’s health and social security systems under “regulated competition,” which
combines elements of a competitive market with strong governmental regulatory functions and
introduces the separation of functions, decentralization, and the financing of health services through
mechanisms of mixed (public and private) insurance arrangements. The health sector oversight function
will be managed by the MOH, which will focus its efforts on national planning, regulation and
surveillance, illness prevention, and promotion of health services. The financing and insurance
components, as well as the provision of services, will be the responsibility of other entities, private and
public. The National Social Security Council will define a basic package of benefits and their financing,
based on employee, employer, and government contributions, including a per capita assignment of
resources and the purchase of services through contracts with providers. Users of health services will be
able to elect their service providers, which will have implications for the provision of health services in
general, and of reproductive health services specifically. The new legal framework contains significant
changes in service provision. Insurers will purchase health services from public or private providers
through contracts. Providers will be accredited by the MOH and must have the capacity to offer
integrated services, according to the established package of health services.

These changes will require fundamental inputs, such as political will, technical capacity, economic
resources, and time. The law assumes a transition period of ten years, in order to establish the new
institutions, define their functions and capabilities, select and train the required human resources, and
initiate the effective functioning of a new health and social security system.

While the establishment of provincial and municipal health offices is an important step forward, these
offices need to develop their institutional capabilities. Financial decentralization has been slow and
requires knowledge of the sources of financing and the processes of allocating resources.
Decentralization of human resources has also been slow, and it has been noted that the participation of
local levels in the designation of personnel, especially physicians, to rural clinics to meet local needs,
will be an important advance.

Some of the challenges facing the provision of reproductive health care services in the DR are:

« The transfer of responsibility that accompanies decentralization implies a corresponding transfer
of financial resources in order to execute the task of reproductive health service delivery;

» The transfer of functions from the central to the decentralized levels frequently is done without
consideration of the need for qualified personnel to assume the new responsibilities;

« It is common that responsibilities are transferred to the local level, but the organizational structure
continues to be centralized and vertical, which impedes the definition of local priorities, the cost
and sustainability of programs and services, and an efficient and quality operation.

Some of the expected changes and their implications for reproductive health in the DR are the following:
» Separation of functions. The new legal framework establishes clear guidelines that the separation
of functions, management, surveillance and control, provision and financing, for example, be
executed by distinct institutions. For reproductive health, it will be necessary to define which
specific services will remain under the responsibility of the MOH as a public benefit with
financing from the national budget, and which will form part of the basic health services package,
with financing from the family health insurance plan.
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Mechanisms of payment related to performance. The Social Security Law states that the financing
of health services will be carried out on a per capita basis, paid for by a national health insurance
fund. The fund will purchase services included in the basic health care package. Health service
providers will receive payment only for services they render; not a salary whether they perform or
not.

Effective decentralization. In principle the functions of oversight, sanitary authority, and the
provision of public health services will be deconcentrated to local levels of the MOH, such as the
SDP. The provision of health care services, on the other hand, will be decentralized to local
governmental authorities, for example, MOH regional health offices. The purpose of doing this
will be to provide greater autonomy and decisionmaking authority at the local level for these
functions in order to incorporate greater accountability and transparency in the health services
system.

Public—private alliances. The new laws establish the principle of “plurality” and “cooperation”
between the public and private sectors for the organization, management, and financing of the
health system. Private providers play an essential role in reproductive health. For example, 60%
of the users of family planning methods receive their methods from the private sector. For
maternal care, it is the private providers who have attained low levels of MMR, and, it is felt that
safer, more humane deliveries will take place in the private sector.

Competition among providers. The new health and social security system is based on the premise
of “regulated competition.” Users will choose their service providers. Given that price and the
content of the basic services package will be predetermined, competition will be based on quality
of care, which should help improve the low quality of care of reproductive health services noted
during the assessment.

Social and community participation. Under this system, there will be a new role for beneficiaries,
as citizens with rights and obligations. The laws recognize the oversight role of the community in
the control and management of the system. Administrative councils will be established in the
service provider community, for example, with community participation to inject the concept of
“social audits” into the system, so that the users will adopt a proactive role as stakeholders,
capable of demanding accountability and assigning responsibility and sanctions, where and when
necessary.

Recommendations for action to improve the quality of reproductive health services under health sector
reform include:

Assigning resources and financing. The new legal framework clearly establishes how financial
resources will be collected and assigned. An important aspect of the process is the definition of
the basic package of services. While it is presently known that reproductive health services will
be included in the basic package, the exact complement of services has yet to be decided. In
addition, it is important to define health services to include programs of promotion and
prevention. Studies are needed to establish clearly the types of services, their financing, and their
appropriate management.

Mechanisms of payment, incentives, and motivation of service providers. It is advisable that
USAID support demonstration projects in different regions of the country that put these concepts
into practice. It is necessary to disprove the idea that health service providers will lose financially
under a system that links payment with productivity and performance. The experience of other
Latin American countries provides evidence to the contrary. A potential obstacle to take into
account is the existence of Law 60-97, which “guarantees” the employment of physicians.
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» Organizational redesign and/or change. Regulated competition will require service providers to
develop capabilities, skills, and management systems in order to effectively participate in a new
system. Interesting experiences already exist in the DR, led by the NGOs PRIME and
EngenderHealth, for example, that allow us to observe institutional change and its relation to
improved quality of reproductive health services. It is necessary to publicize these experiences.

o Legal framework. The current legal framework offers an excellent opportunity to develop a new
health and social security system that offers equity, quality, and efficiency. Accordingly, it is
important to insist on elaboration of the regulations to support the broad application of these laws.

Focus on the Public-Health Sector

While the Dominican reproductive health service delivery system is dependent on both the public and
private sector, the public-sector system serves the poorest and most disadvantaged members of the
population. Currently, the major public-sector service-delivery programs are run by SESPAS, which is
responsible for the general health care of approximately 75% of the uninsured population entitled to free
care. Of the population with health care insurance, 8% are insured by IDSS, which covers private-sector
employees and selected household care workers. Twelve percent are insured by private insurance and
5% are covered by other types of insurance.

According to the 1996 DHS, one-third of women of reproductive age reported obtaining their FP
methods/services from SESPAS facilities and an additional 2.5% from IDSS. Additionally, the
governmental State Sugar Advisory (CEA) provides limited health coverage in bateyes (sugarcane
settlements), where no SESPAS and few IDSS or NGO services exist. The combined public sector is
responsible for about 50% of all sterilization services, 39% of IUD services, and 28% of pill coverage.
However, the degree of reversible contraceptive method prevalence attributable to the public sector is
variable and seems dependent on the availability of reversible FP methods in public facilities (where
stockouts are common).

The private sector’s role in the provision of reproductive health services has grown, perhaps because of
the instability of public-sector stock commodities. Approximately 15% of private-sector clients are
covered by NGOs, primarily one of the four that deliver FP services (ADOPLAFAM, INSALUD,
MUDE, or PROFAMILIA). The NGO contraceptive prevalence rate is considered high by LAC
standards, where NGOs normally account for only 2%—-5% of users. The for-profit portion of the private
sector provides FP services to about 40% of users. This sector comprises pharmacies, private clinics, and
physicians’ private practices.

Many factors necessitated that this assessment of the status of reproductive health in the DR focus on the
public-sector system. First and most compelling is that the public sector provides care for the poorest
and most disadvantaged. It is hoped that an assessment and prioritization of the services available to this
population will lead to an improvement of their health status. Second, the poorest and most vulnerable
populations are also the target populations for USAID assistance. Third, the public health sector in the
DR was traditionally based on a model of free healthcare for the uninsured through public financing. As
such, the recent climate of health system reform requires prioritizing needs to most effectively
appropriate the available resources. Finally, high sterilization rates may be attributed to the
unavailability of long-term, reversible contraceptive methods and to the public sector’s inability to
provide long-term, reversible methods on a consistent basis.
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Assessment Objectives

The data collection team met November 69 to determine the scope of the assessment. In the Strategic
Assessment methodology, strategic questions are used to focus the assessment. The team used the
prioritized lists of reproductive health problems developed by the working groups during the afternoon
sessions of October 19, 2001 stakeholders’ meeting and developed a trio of integrated reproductive
health questions that took into consideration the information from the background paper about the high
rates of maternal mortality despite nearly universal prenatal and institutional delivery, the high rate of
adolescent pregnancies and growing rates of STI/HIV, and the high rate of unmet need for long-term
reversible contraceptive methods among both adolescents and adults. While each question could have
been the basis for an entire assessment, the problems identified were so interrelated that all three were
deemed equally important.
» Strategic Question 1: Maternal health care. s it possible to improve the quality of maternal
health care given during the prenatal, intrapartum, and postpartum periods? If yes, how?
» Strategic Question 2: Family planning. 1s it necessary to improve the family planning program
(options, coverage, access)? If yes, how?
» Strategic Question 3: Adolescent reproductive health. 1s it necessary to improve the quality and
access to integrated reproductive and sexual health services for adolescents? If yes, how?

Structure of This Report

The remainder of this report includes separate sections addressing each of the strategic questions, which
present data from interviews and observations that illuminate understanding of gaps in knowledge or
quality, failure to fulfill norms, strengths and positive examples, and recommendations for future
research and interventions. The Conclusions section, written after the dissemination meeting on January
30 (see Appendix D for a list of the participants and the meeting agenda), refers readers to Appendix H,
which includes input from all stakeholders on recommendations and activities suggested in the previous
sections and at the meeting. After the conclusions and references are appendixes that contain more
detailed statistics on findings from the background paper and from the assessment.
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2: Maternal Health
SUMMARY OF MATERNAL HEALTH IN THE DR?

Using Macro International/CESDEM data, Family Care International (2001) has estimated that
62.3% of all parturients in the Dominican Republic deliver with a general physician, 29.4% with
an obstetrical specialist, and 3.8% with a nurse (see Table 2.1). The overall cesarean section rate
is 27.5% (Macro International and CESDEM 1999), ranging from 24.0% in rural areas to 30.2%
in urban areas, rates that approximate rates in more highly developed countries, but that are
found with high rates of institutional deliveries. SESPAS (1998) gave the following information
on maternity services in the country: 124 hospitals (provincial and municipal) offer prenatal
visits and labor and delivery services, and 602 rural clinics and dispensaries provide prenatal
care only. IDSS provides one maternity hospital, 20 polyclinics, 12 urban clinics, and 128 rural
clinics; births occur in 15 IDSS institutes. FAA has two hospitals where births take place; the
private sector has 261 centers for deliveries.

Table 2.1. Estimate of human resources in attending deliveries

Human resources % attending delivery % attending delivery
(Macro International and (Macro International and
CESDEM 1999) CESDEM 1996)

Doctor 95.8 91.7

Nurse 1.9 3.8

Midwife 1.3 3.0

Relatives and others 0.6 1.3

General practitioner No data 62.3

OB/GYN No data 29.4

MATERNAL MORTALITY

As discussed in the introductory section and the background paper, the MMR is high in the
Dominican Republic, however, the absolute number of maternal deaths and the estimated MMR
remain unclear. Baez (2001) estimated that of 5,434 deaths of women of reproductive age, 260
were confirmed maternal deaths and another 1,648 were probable maternal deaths for a total of
1,908 maternal deaths. Caceres estimated an MMR of 110/100,000 for the National District in
1996, while Miller (2001)—using only SESPAS data and hospital birth statistics for the ND—
estimated 140/100,000.* The 1996 DHS data put the MMR at 229/100,000 using the Sisterhood
Method, a method intended for use with out-of-hospital deliveries, not with institutional
deliveries such as in the DR.

* The discussion of maternal health in the background paper was based primarily on findings of both the 1996 and
1999 DHS, Miller’s (2001) rapid assessment of SESPAS figures for 2000, a study of adolescent maternal mortality
(IPED/PROFAMILIA and FNUAP 1996), Family Care International 2001, Caceres 1998, and Baez 2001. Not
included in the background document, but used for the preparation of this paper were PAHO, OMS, and INSALUD
1996, Cerda 1999, and ONGS del Area de la Mujer 1996.

3 As a rare event, MMR will always demonstrate fluctuations when taken from year to year, however, real changes
in MMR can generally be demonstrated over 5—-10-year periods.
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The causes of maternal deaths are contested, with the main causes identified as toxemia (45.8%),
complications of abortion (19.4%), hemorrhage (11.1%), cardiopathies (9.7%), and “other
causes” (13.9%) (Caceres 1998). Six percent of maternal deaths are attributed to obstructed labor.
Both the high rate of toxemia and the relatively high rate of obstructed labor are puzzling in light
of the prevalence of institutional delivery. The Sistema Nacional de Vigilancia Epidemiological
de MM estimated that 86.4% of all maternal deaths were preventable (Baez 2001). Céceres
(1998) put the riskiest period as during or within the first 2 weeks postpartum, with over 50% of
maternal deaths occurring during that period.

The rates for maternal mortality, whether the highest 229 or the lowest 110, are very high for the
LAC region, and are astonishingly high given the other demographic, health, social, and
economic characteristics of the DR, such as high rates of literacy, moderate rates of anemia
during pregnancy, the relatively well-developed and maintained road system, the high percentage
of private and public vehicles, and accessibility of health care institutions. The rates are
particularly alarming when set in a context of 97.7% institutional delivery and 95% of deliveries
covered by health personnel (Macro International and CESDEM 1996).

In one study (Cerda 1999), 28 cases of maternal deaths were analyzed. In 23 cases, the death
occurred in an institution with basic obstetrical functions. In 21 of the cases the centers reported
that they had the resources necessary to manage the case. In only three cases were there
problems with resources (two lack of blood and one lack of transportation). In 20 cases it
appeared that the basic norms of attention had not been followed. Twenty-four maternal deaths
(86%) occurred in public institutions, two in private, and two en route to an institution. Fifteen of
the cases occurred in the postpartum period, seven prenatal, two intrapartum, one in labor, and in
three cases there were no data on time of death.

Theoretical Association Between High Institutional Delivery and Low Maternal Mortality

For the past 15 years, since the 1987 Safe Motherhood Meeting in Nairobi, a leading theory
regarding making pregnancy and childbirth safer and reducing maternal mortality rates has been
the concept of institutionalized delivery and skilled attendance at childbirth. The inverse
association of high prevalence of institutional delivery and decreasing maternal mortality rates is
demonstrated in Figures 2.1 and 2.2. Note that the trend seems to hold for all LAC countries,
except for the Dominican Republic (Caceres 1998).
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Figure 2.1. Relationship between specialized prenatal care and maternal mortality in several Latin
American and Caribbean countries, 1990
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Figure 2.2. Relationship between specialized attention in labor and delivery and maternal
mortality in several Latin American and Caribbean countries, 1990
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Response of SESPAS to High MMR:
Baseline, Mobilization Plan, and Commissions on MMR

In response to concerns over the high MMR, SESPAS created the Linea de Base de la
Mortalidad Materna en Republica Dominicana, under the Direccion General de Epidemiologia.
This investigation of all deaths of women of reproductive age was carried out in order to create a
baseline to follow the rate of MMR in the country, to evaluate the progress of the Plan de
Movilizacion Para la Reduccion de la Mortalidad Materna e Infantil, and to evaluate the
development of the system of epidemiological monitoring of MMR. In addition SESPAS formed
committees to determine whether maternal deaths were inevitable or preventable. These
committees are organized at the institutional level and include the hospital director; the chiefs of
obstetrical services, pediatrics, surgery, and internal medicine; the hospital epidemiologist; and
the head of nursing, who meet whenever there is a maternal death to analyze the cause of death
and determine who and what was responsible. Of 154 cases reported by the Systema de
Vigilancia in 1998, 37 cases (24%) were analyzed by a committee; in 1999 of 159 cases, 47
(30%) were reviewed.

Maternal Health Norms

The current status of high MMR, despite high rates of prenatal care and institutional delivery,
calls into question the quality of maternity care in the DR. Among the Serie de Normas
Nacionales of SESPAS and CERSS, three specifically address maternity care: Number 2
(Vigilancia Epidemiologica de la Mortalidad Materna), Number 5 (Atencion a la Mujer Durante
el Embarazo, Parto, Puerperio y del Recién Nacido), and Number 7 (Normas Nacionales para el
Manejo de las Principales Urgencias Obstétricas). Norms 5 and 7 in particular are intended to
improve the quality of medical care in institutional deliveries in both the public and private
sectors. Likewise, SESPAS has created El Plan de la Movilizacion Nacional in order to reduce
the MMR from 120 to 80 maternal deaths per 100,000 live births (Norm no. 7, SESPAS 2001, p.
12).

However, technical quality alone is not the sole goal of the norms. They also recognize health

rights and reproductive health rights and the rights of women and children to dignified and

ethical care and to the social welfare that attends the reproductive health norms:
This also represents the promise and the moral responsibility of those whose daily
interventions will be on the side of women and children at all service sites and whose
activities will result in positive welfare, not only of health, but social welfare, that is a
necessary component of reproductive health. It is for this reason that the attention that is
given no women in labor should not be routine, but must be given with elements of
quality and of high ethics so that all are treated with respect and dignity. (Norm no. 5,
SESPAS and CERSS 2001b, pp.11-12)

MATERNAL HEALTH NEEDS ASSESSMENT
These norms and the norms for nursing care in institutions (Norm no. 18, SESPAS and CERSS

2001c) are the guidelines against which the team viewed quality of care, technical aspects of
care, and interpersonal skills and attitudes in all areas of maternity care in SESPAS, IDSS, and
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one NGO institution across varied levels of care in the three regions. The team examined the
availability, quality, and access of maternal health services at 14 prenatal clinics at the clinic,
municipal hospital, and referral center (maternity) level. During this assessment they observed
and/or interviewed 57 prenatal patients, 55 women in labor, 21 women having vaginal deliveries,
and 6 cesarean deliveries. They also interviewed and/or observed 88 providers of prenatal, labor,
delivery, and postpartum care, including nurses, general doctors, specialists, residents, interns,
and students. (Note: This number does not include the hospital directors, administrators, or other
administrative or laboratory personnel.)

A summary of the main findings of the assessment, divided by area of care (prenatal, delivery,
and postpartum) is described below, followed by recommendations for change and improvement.

Prenatal Care

According to the 1996 DHS, 93.8% of all pregnant women receive prenatal care in the first
trimester, with a median of 7.6 prenatal visits per woman. The team noted that quality of care
varied both between levels of care and among different institutions at the same level of care.
Overall quality of care was consistently highest at the PROFAMILIA clinics visited in both the
National District and in one of the regions.

Clinicas rurales/consultarios periféricos. Located where clients can access them most easily,
these lowest levels of care range from excellent to substandard. In general they provide prenatal
consultations along with other aspects of integrated reproductive health care (family planning)
and other forms of primary health care. Prenatal visits might be scheduled for five days per week
or all day, or be restricted to only certain days, or to certain hours of the day (morning or
afternoon). Sometimes high-risk patients are seen only on specific days, particularly if there are
no specialists or general doctors available on a daily basis. The prenatal visits observed generally
consisted of two parts, a nurse or other staff member would bring the pregnant woman in and
weigh her and take her blood pressure, then a physician would listen to the fetal heart rate,
measure the growth of the uterus, order lab work, and, perhaps, check for edema. All of the
prenatal visits observed at these clinics were very short, with little exchange of information or
education.

Mounicipal hospital. The care at the municipal hospitals was basically the same as at the clinicas
or consultarios, with the exception that more laboratory studies were available onsite. Again,
visits were two-part and very short, waits for appointments were very long, and the waiting time
was not used for education or information exchange.

Maternity and referral centers. Opportunities for education and counseling were greater at the
maternity and referral centers. The team observed some IEC materials—particularly posters for
breastfeeding—in the waiting rooms of some of these institutions, including a large room for
counseling with numerous brochures in one maternity center. However, little in the way of
counseling was observed, waits were long, and the consultation itself was short. At one
institution women appeared for their first visit and received only an appointment for one month
later; they were not seen, educated, or counseled during their first contact. Some hospitals have
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special services for adolescents. (See Section 4: Adolescent Reproductive Health for information
on maternal care of adolescent pregnant patients.)

NGO:s. The only maternal health service the team observed at the PROFAMILIA clinics was
prenatal care. As with other services observed at PROFAMILIA, the quality of care was high.
Clients waited in clean waiting rooms that had printed informational materials and television and
video available. Group education and counseling took place in waiting areas as well. Services
were performed cheerily by all personnel. Adherence to norms was noted. At the ND clinic a
physician is in charge of quality control and is very attentive to adherence to norms and
protocols. The services at these two NGO prenatal clinics could be used as a model for prenatal
care throughout the country. Currently at the two sites visited no delivery services are available,
but negotiations are under way for PROFAMILIA to “purchase” these services from local
private clinics, and/or to build delivery areas in some their integrated facilites.

Delivery Care

In the levels of service-delivery points assessed, complicated pregnancies are attended only at the
maternity/referral level, while normal deliveries can occur at any of the levels. However, as
complications can occur at any time, even to the most normal of pregnant women, all institutions
should be capable of early identification and treatment, stabilization, and referral (essential basic
obstetric care) of complications (WHO 1991). Currently the lower-level institutions are not
prepared, stocked, or staffed to handle complications (i.e., they lack surgeons and
anesthesiologists necessary for cesarean deliveries and capability to perform blood transfusions);
therefore, all such complications must be referred.

Regional and maternity hospitals. The majority of births take place at maternity and regional
hospitals. Although we were conducting a rapid assessment, the hospitals and institutions the
team visited accounted for approximately 54,000 of the 135,000 births for 2000-2001. For the
institutions visited by the team in the three regions, statistics compiled over the preceding 6—10
months (January—June or October 2001) the following pattern emerged (see Appendix C for
more detail).

Table 2.2. Birth rates, regional and maternity hospitals

Institution Total women Vaginal Cesarean Mean births per Deaths
giving birth births (%) sections (%) month (MMR)

Maternity AG | 10,711 8,323 (78%) | 2,388 (22%) 1,766 (for 6 months) N/D

Maternity LM | 12,111 8,399 (69%) | 3,712 (31%) 1,211 (for 10 months) 12

(99/100,000)

IDSS Mujer 4,747 2,599 (55%) | 2,149 (45%) 475 (for 10 months) N/D

Regional 362 248 (69%) 114 (31%) One month figure only | 0

Jaime Mota

IDSS Jaime 4,989 3,943 (79%) | 1,046 (21%) 416 (for 12 months) 0

Sanchez

Regional SVP | 2,549 1,484 (58%) | 1,065 (42%) 255 (for 10 months 0

While SESPAS data for 1999 show a cesarean section rate of 17.4% for the 135,546 births in the
country, our data for 2001 for the assessment institutions revealed an average of 32.5% at the
highest-level institutions.
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Referrals in regional and maternity hospitals. One of the problems in determining what
percentage of patients are referrals at the major institutions is that there is no record keeping of
which patients are referrals from lower levels, which percentage of maternal deaths are attributed
to referred patients, and so forth. Likewise there is no formal system of transport for women
from lower to higher levels. Women generally use public transportation or private vehicles,
although some institutions have ambulances.

There are several institutions in the National District dedicated to receiving high-risk or
complicated referrals—Altagracia, Jos¢é Morgan, José Aybar and, to some extent, Los Minas.
However, Los Minas is not equipped to handle major medical complications, such as renal
failure, and those clients are transferred/referred to either Altagracia or José Aybar.

Altagracia had 25,054 births in 11 months (August 2000—September 2001). In that same period,
there were 19,546 surgical procedures and 99,114 consultation visits (for reproductive health and
other health problems). Altagracia has 280 adult beds and 60 perinatal beds, however, according
to some, the hospital was built to serve 40 births a day. One of the problems is that as a public
institution, Altagracia takes care of all the patients who come there, not just the high-risk patients
whom the hospital is intended to serve.

One of the regional hospitals the team visited was also very active and served as a referral center
for high-risk pregnancies. The nurses in this institution are aware of the norms, but they say that
the physicians do not apply the norms and procedures. According to nursing staff, physicians
either do not come or spend less time than they are hired for (i.e., while they are paid to work for
four hours they only come for two hours; or they come only twice per week instead of daily).
Nurses also reported that the principal causes of maternal mortality in this regional hospital were
lack of physician presence and supervision. Many of the deliveries at this institution and the
implementation of emergency care are carried out by the nurses who receive only telephone
instructions from the physicians. Again, these physicians should be physically on duty in the
hospital, but fail to appear. These absent physicians are not disciplined for not being at work.
According to nurses, nurses are left alone to deliver most of the babies at this institution, and in
many cases women deliver their own babies, because there is only one nurse available and she is
busy with another delivery.

Delivery at the maternity hospitals. In the following description of labors and births observed
during a three-day period at the two hospitals in the ND, the norms are used as the lens through
which to view the activities. Each activity or procedure that violates a norm is followed with the
series number and page number of the norm. The composite description covers 55 laboring
women, 21 vaginal deliveries, and three cesarean sections.

The smaller of the two main maternity hospitals observed has 66% as many deliveries per month
as the larger hospital (approximately 1,200 births per month vs. 1,800), the “sala de partos” has
beds for 7-8, while the other could hold 14 in one sala and an additional 14 in an identical ward
across the hall. The “sala de expulsivos” was also different; that in the smaller institution
contained three beds, with no partitions between beds, while that in the larger hospital had six
semi-private cubicles, closed on one end and open to a main corridor.
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The greatest violation of norms (both in number of norms violated and degree of violation) was
found in the larger institution. The smaller institution was better organized, cleaner, less
crowded, had better ventilation, a stronger sense of management of labor (rather than women
laboring without attention), stricter regulations about asepsis and infection prevention, friendlier
interpersonal relations between staff and patients, and more IEC and patient education posters
and materials. In other words, while it was overcrowded (i.e., there was more than one person
per bed), noticeable attempts were made to ameliorate negative conditions for staff and patients.
However, while the smaller hospital had improved adherence to the norms, adherence was not
complete.

At the larger hospital, the team was most struck by the lack of adequately trained attendants,
despite the presence of multiple staff members (in contrast to the understaffing seen at the
regional and district hospitals). In one hour at the larger maternity hospital 12 births took place;
the most experienced person in the delivery ward was a first-year resident with five months of
service. The other eight providers were interns and medical students, and at least four nurses.
Although more experienced providers did lead the students on educational rounds, and
occasionally higher-level providers were seen walking through the area, perhaps on their way to
a clinic or to surgery, during the time of our team’s observations (generally between the hours of
9:30 a.m. and 2:00 p.m.) few of these non-resident providers were seen caring for patients or
teaching hands-on care to interns or students.

In the smaller maternity hospital this was not the case, as there was a specialist overseeing all
staff and patients. This person was clearly both a skilled provider—highly experienced and able
to teach—and a manager, who gave the entire labor and delivery area a clear sense of purpose,
management strategies for each of the patients, and oversight to the residents, interns, and
students.

Table 2.3 summarizes activities observed at the major maternity and referral institutions that
violate written norms. Following that table are narrative descriptions of observations from the
labor and delivery wards of the two ND maternities.

Table 2.3. Adherence to norms for care of labor and delivery at ND maternity hospitals

Norm Observation

Series no. 5: Norms for the attention of women in

labor and delivery
Bring to the delivery room when the woman is Sometimes done, often multiparous women were
dilated 10 cm (primiparous) and 8 cm complete and delivering when brought to delivery
(multiparous) room

Guarantee the laboring woman quality care, a clean | Sometimes done
birth, and a safe delivery

Protecting the perineum is the principal way to Not done
prevent tearing

An episiotomy should not be performed routinely, | Not done
when an episiotomy needs to performed the
laboring woman should be informed*

During delivery never push on the uterus to hasten | Not done
the delivery
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Table 2.3 (continued)

Norm

Observation

Wait for spontaneous delivery of the placenta

Not done

Examine the placenta and membranes to see that
they are normal and complete

Always done

Put the baby to the breast immediately

Not done

Counsel about postpartum family planning

Not done

Series no. 7: Managing obstetrical emergencies

Wash the perineal area and vulva with an antiseptic
solution

Sometimes done, often with water only

The left lateral side is the preferred position for Not done
labor
Monitor the fetal heart rate and contractions every | Rarely done

15-30 minutes

Monitor the progress of labor through vaginal
exams that are performed under strict aseptic
conditions, use a partograph or follow the curve of
labor

Sometimes done, charts kept but monitoring not
always timely

Place the delivering woman in the modified
lithotomy position

Sometimes done

Catheterize the bladder only if it is necessary Not done
Cover the patient with sterile clothes Not done
For nuliparous women always perform an Not done

episiotomy, for multiparous women only when
necessary*

Perform episiotomy after giving local infiltration
anesthesia

Sometimes done

Continue to monitor the fetal heart rate in the Not done
delivery room
It is necessary to control the speed of delivery to Not done

allow the fetal head to go through the normal
deflection and progressive and gradual delivery

After the delivery of the head, aspirate the nares
and oral pharynx

Not done (births occurred too rapidly, suctioning was
performed after delivery of body)

Place the baby to breast as rapidly as possible

Not done

Deliver the placenta by maintaining sustained
traction on the cord while gently holding the
uterine fundus in the superior part of the abdomen

Sometimes done

Immediately inspect the cord, membranes, and
placenta

Always done

Immediately inspect the cervix with ring forceps

Always done, but not always with adequate light

Repair the episiotomy or laceration

Always done, but not always with adequate light

Inspect the vagina after the repair and remove all
gauze or tampons

Always done

Take the pulse, blood pressure, and monitor if the
uterus is firm and if there is genital bleeding

Sometimes done

Take the patient to recovery when you are sure that
there is no abnormal bleeding and vital signs are
normal and stable

Not done

*Note: These two norms are in conflict
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Sala de parto/pre-parto (labor ward). As the team entered the labor ward they were assaulted
with a foul, unidentifiable odor. Since several team members were experienced clinicians, they
were used to the normal smells of a crowded labor area, yet this was a foul odor they could not
identify. They entered one of the two labor wards and found 14 women each in advanced labor.
The women labored alone, unaccompanied by family or friends. Although many students,
interns, residents, and nurses were present, they paid little attention to the laboring women. Vital
signs, fetal heart rates, and a vaginal exam were taken and recorded about every four hours.
Women were not informed of the results of their examinations. Low- and high-risk women
labored together in the one large, brightly lit and noisy room. Some women were naked, most
were lying on bare plastic mattresses, the one sheet having been soiled with urine, feces, or
drenched in amniotic fluid. There was no privacy, no dignity. One woman stood at the side of her
bed, bellowing, “!Da me agua!” but no one responded. The bathroom was at the end of the long
ward and some women managed to get up and walk, barefooted, past all of the other laboring
women to the toilet, while others soiled themselves where they lay.

At one point a large group of residents, interns, and medical students made rounds on all of the
patients, led by a professor or senior attending provider. This provider asked questions about
labor management and diagnosis and got the students thinking; however, no attempt was made to
teach the students how to relate to the women as women, not just laboring bodies. At one point a
woman gave birth unattended while a group of students stood around the bed across the aisle
from her. No one noticed the very clear sounds of impending delivery (grunts) amid the noise,
cries, and conversations.

At either end of the ward lay two women with diagnosed pre-eclampsia, one severe, one light.
Neither woman was afforded the attention the norms describe for pre-eclampsia, (privacy, dim
lights, quiet) in order to avoid eclamptic fits (SESPAS, Series No. 7, 2001). One woman was
receiving IV magnesium sulfate (per protocol), and was unresponsive. There was no evidence of
her vital signs being monitored for signs of magnesium sulfate toxicity, there was no crash cart
nearby, and the observers did not note the availability of calcium gluconate.

Overall cleanliness and orderliness of the ward were poor. Needles, intravenous catheters, and
other dangerous waste were found in the beds and on the floor. Body fluids were also in the beds
and on the floor. Trash containers were woven plastic with no lids, so that even when trash was
placed in containers it could fall out easily.

Care of an HIV-positive patient

The source of the foul odor that the team noticed in the ward was traced to the running sores of one woman who was
diagnosed as an AIDS patient. Her legs were swollen to twice their normal size and covered with large, pus-filled
sores. Staff changed the soiled bandages while the team was observing, but they allowed the soiled bandages to lie
on the floor or tossed them into the open plastic waste receptacles that were overflowing with soiled, foul-smelling,
contaminated waste.

The overall impression of the labor ward was of noise, dirt, overcrowding, lack of privacy and
dignity, lack of attention, and over-medicalization of women having normal births, while women
with high-risk deliveries were ignored or undertreated.
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Sala de expulsivo (delivery ward). Each client, regardless of her gravity, parity, or presence or
absence of complications, was accorded exactly the same treatment for delivery—she was rushed
into the delivery ward (“sala de expulsivo”) in a wheelchair, made to walk in bare feet across the
often dirty, glass- and needle-strewn floor to the delivery table (a table whose mattress pad had
just rapidly been washed with cold water and set on the floor during the change in its plastic bag
type covering), put flat on her back with her legs in stirrups, naked, in front of between one and
seven residents, interns, and students. A nurse would come up and pour a liter bottle of cold
water over the patient’s abdomen and perineal area as a form of scrub (no soap or antiseptic was
used). Next, one of the many providers would cut a large medio-lateral episiotomy (Series no. 5,
p. 77, “episiotomy should not be routine” and “protecting the perineum is the principal method to
prevent tearing”), again without attention to whether the patient was primiparous, multiparous, or
the baby needed rapid delivery or not. In fact, while fetal heart rate was occasionally observed to
be monitored in the labor ward, this was not the case in the delivery ward.

Once the patient was on the table in the very cold ward, doused with cold water, and cut, often
without benefit of perineal anesthesia or head compression anesthesia, her contractions would
sometimes become further apart (a normal occurrence in second-stage labor). Rather than
waiting for the rhythm of contractions to recur the woman would be manually stimulated by a
nurse or other attendant roughly jabbing at her uterus (Series no. 5, p. 77, “never push on the
uterus to hasten delivery”). No patients were helped to empty their bladders nor were they
catheterized, even though that procedure would have helped to bring the babies’ head down on
the perineum to stimulate pushing.

The client by this time was being shouted at to push or yelled at to stop pushing. The entire
experience in the delivery ward was one of yelling, cries of pain, screams during the episiotomy,
and cries of porters yelling “!Completa!” as they ran into the delivery room wheeling the
patients, or providers yelling “!Guantes!” or “Agua aqui.”

A buzz of conversation was constant, with nurses, doctors, and students conversing among
themselves, often about matters other than the women in labor or birthing (Series no. 5, p. 77,
“guarantee the laboring woman quality care”).

After the episiotomy was cut, it was common for the attending personnel to switch places, and a
person who would deliver the baby would replace the person who performed the episiotomy. The
delivery was conducted as rapidly as possible, with nurses and doctors yelling at the woman and
using extreme force to pull the baby out of the woman’s body. As one observer stated, “The
resident did everything except put her foot up on the woman’s bottom and pull. I’ve never seen
anything like it. The baby was yanked out.” Indeed, the trained clinician observers noted that
basic obstetrical anatomy and physiology, such as allowing the baby to rotate spontaneously, and
the slow delivery of the head first down and then up along the curve of caras, was not followed
in the ND maternity hospitals.

All of the births observed resulted a similar neonatal response. The babies, roughly hurried out of
the warm bodies into the cold delivery wards, were blue and limp. The team did not observe a
single newborn put to breast or even given to the mother to hold (Series no. 5, p. 77, “put the
baby to the breast immediately”). The babies were handed off to pediatric residents or students.
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Babies were only rarely received into a blanket or rubbed to stimulate them at the bedside; rather
the wet, cold, limp babies were rushed out of the labor ward, often with the running pediatric
resident shouting over her/his shoulder, “What is the mother’s name?””*

The baby was thus removed from the mother immediately after birth and taken to be identified,
bathed, weighed, measured, and so forth, while the mother endured more procedures. Often a
third provider would be called to deliver the placenta. This was generally followed by a manual
exploration of the mother’s vagina and uterus, an unnecessary procedure that is very painful and
can risk infection. More cold water is then poured over the woman’s abdomen and perineum.
The placenta was inspected for completeness.

For the repair of the episiotomy it would be possible that yet a fourth person would be involved,
or that one of the previous providers (perhaps the one who cut the episiotomy or who delivered
the baby or the placenta) would repair the episiotomy. In most cases there was no special light
used to illuminate the multiple layers of tissue involved in this complicated surgical procedure;
rather a medical student or intern would be left alone with some suture and occasionally a nurse
would wander by and pour water over the perineum. Very little communication was observed to
take place between providers and clients, and none of it was observed to be counseling or
education.

After the woman’s perineum was repaired, the doctor would leave and the woman was often left
to lie in her own blood, urine, feces, and/or cold water on the plastic sheet with her legs in
stirrups until a nurse came along to check vital signs or a porter arrived with a wheelchair. The
observers noted that women brought their own towels and clothes and would get themselves up,
dry themselves off with their own towels, and change from their wet bloody clothes (if they
weren’t already completely naked) into their own nightclothes. They then walked barefoot across
the bloody, slippery floor to the wheelchair. The porter would wheel them into the hall where
they would wait. Sometimes they would receive their babies, sometimes not. Little information
was given to the woman regarding the condition of her newborn, if he or she was not given to the
woman.

Interviews with women in the immediate postpartum period

During one observation four newly postpartum women were sitting in wheelchairs in the hallway outside of the
newborn nursery. Some had their babies; others did not. We asked each of them how they felt about their
experiences; all replied that they were quite satisfied: “This was the best place to have a baby.” Some had traveled
long distances to have their baby in this “special place.” One woman, whose baby had been rushed away at birth,
had still not seen her infant and had no idea what had happened. We asked her what she thought. She said,
“Something bad must have happened to my baby; he is in there but I don’t know why.” We asked her how she knew
to bring her own clothes and towels. She said, “Oh, my sister told me you had to have your own things, so I brought
them.” We asked if she was worried about her baby, and she replied, “Oh, yes, very, I wish they would tell me what
is wrong.”

In contrast to the major hospitals, at the IDSS hospital in the National District the team found the
following: 15—16 births occur every day in the labor rooms, and 8—9 cesarean sections are

* Although the team did not observe the identification process for newborns in the nursery, the fact that the babies
were not banded in the presence of the mother may lead to losing track of which infant belongs to which mother if
two infants are born at the same time and rushed into the nursery simultaneously.
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performed every day. Someone is on duty in the hospital 24 hours a day. Specialists and/or
senior residents supervise the services and the students, which is different than the students
observed in the SESPAS facilities. First-year residents care for parturients without complications
while those with complications are cared for by the specialists and the fourth-year residents.
Adolescents are given analgesia during their labors. While we did not observe any births, we did
observe a labor, which was strictly monitored by the medical specialists. The woman was treated
with respect, the area was clean, and the woman was dressed in hospital clothing. The personnel
were kind. High-risk patients were watched closely. There was a special area for women with
pre-eclampsia. The hospital did not have an intensive care unit, so women with severe
complications were referred to the Hospital Salvador Gautier. This presents a problem, as this
fourth-level hospital receives a very high number of at-risk cases and may be overcrowded, thus
reducing the quality of care.

Municipal hospitals are instructed to refer high-risk patients to higher levels, therefore the low
percentage of cesarean sections reflects this trend. Some municipal hospitals do not provide birth

services.

Table 2.4. Birth rates, municipal and lower-level institutions

Institution Total women | Vaginal Cesarean Mean births | Deaths
giving birth births (%) sections (%) | per month (n, MMR)

Engombe 496 464 (94%) 30(6.5%) 50 (over 10 0
months)

Alcarrizos II 402 398 (99%) 4 (1%) 40 (over 10 0
months)

Alicia de 109 109 (100%) 0 10.9 (over 10 | O

Legendore months)

Villa Duarte No deliveries

Las Caobas No deliveries

Vicente Noble No data

DuVege José Pérez | No data

The lower-level institutions in the regions, those that either don’t have maternity beds or
personnel, or are not equipped for emergency obstetric care (i.e., don’t have blood banks or
surgical and anesthesia facilities), should refer patients to central institutions that do have those
services. However, according to those interviewed, the system of referral is not smooth. In many
of the municipal hospitals all patients, whether high- or low-risk, are sent on to the regional
hospitals and maternities. The definition of high-risk is also contested; for example in one region
high-risk is defined as any primiparous woman. This has resulted in a problematic overcrowding
situation in the higher-level centers, which have far too many normal patients who are taking the
space, fiscal resources, supplies, and attention of specialists that should be devoted to the higher-
risk patients.

Lower-level institutions are also low-volume institutions. In the institutions observed, rates of
deliveries were quite low, often less than one birth per day (See Table 2.4 above). Often this was
due to inappropriate triage, admitting, and referral practices. Sometimes this was due to clients’
preference; having heard by word of mouth that the institution was understaffed, clients would
purposely bypass the lower level and go directly, without referral, to one of the higher-level
centers. However, clients also said that even when they came to the municipal hospital with the
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idea of delivering there they would often be sent to the referral center without the benefit of
screening/triage for level of care necessary. In addition, other clients related experiences of
having arrived at the municipal institution only to be sent home until “labor was more
advanced.” Some of these women delivered at home, or on the way home, or on the way back to
the hospital. Others returning to the hospital in “advanced labor” with no history of high risk and
no labor complications would still be referred to the higher-level institutions. Again, many
deliveries occurred on the way to the referral hospital.

In some of the lower-level institutions trained staff were rarely available, leaving untrained
nurses’ to attend labor, determine risk categories, and make decisions about who should be
referred and why and/or how to handle complications as they arose in labor. While it is true that
around the world trained nurses and midwives have proven to be as safe or safer than doctors in
performing triage, normal labor management, early problem identification and management, and
appropriate referral (Miller, King, Lurie et al. 1997; Rooks, Weatherby, Ernst et al. 1989; Starrs
1998), the nurses who are left alone to attend labor in the lower-level institutions lack this kind of
training. The nursing staff are not only inadequately trained, they also are understaffed. At one of
the lower-level institutions the team visited, an adolescent had just delivered alone; the only
nurse available had been busy with another patient when this adolescent had her baby.

The death of Maribel’s baby

Maribel is 20 years old and having her first pregnancy. She arrived at the hospital on Friday at 1:30 p.m. with a
diagnosis of 41 weeks pregnancy, in labor, no risks, has had prenatal exams. When she was admitted she had a
blood pressure of 110/70, fetal heart beat of 144, moderate contractions, cervix dilated 2 cm. She did not see a
doctor on Saturday or Sunday. On Monday, an auxiliary nurse examined her and found her cervix completely
dilated, but the fetal head was still high. She still did not see a physician.

At 4 p.m. on Monday (three days after Maribel was admitted), the assessment team observed that she was in great
pain and bleeding very heavily. At this time the nurse took her to the bathroom for a “good bath, that will help make
her pain seem less.” When Maribel came back to bed, a physician on our assessment team noted that the uterus
seemed to be hypersonic and tried to listen to the fetal heart beat, but could not get it. She performed an exam and
found the cervix to be dilated 8 cm, and the baby’s head at —2 station. Our team advised the obstetrician on the
service on rapidly performing a cesarean section. The baby, an 8-pound, 6-ounce male, was dead on delivery. The
placenta was found to be 40% detached. Maribel received a 500cc transfusion.

When we asked Maribel what she thought had happened, she said, “The baby had problems and died because of
them.”

The team feels that if it had not been there during this birth that the woman as well as the baby would have died,
because the nurse did not realize the severity of the situation.

Postpartum Care

Given that at the time of death of the 25 maternal mortality cases studied by Cerda (1999)—in
which the time of death was known—15 (60%) occurred postpartum, it is clear that postpartum
care is crucial to saving mother’s lives. In hospital, immediate postpartum care as mentioned
above is lacking in the delivery area. There was no formal postpartum recovery area noted in the
two major ND institutions. Norms exist for the two hours immediately following delivery (Series

> The nurses were trained nurses, but not trained as midwives or obstetrical nurse specialists, and certainly not as
well trained as the physicians. Therefore despite being called “trained personnel” they were not adequately prepared
for the tasks of labor management, triage, and delivery.
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no. 5, p. 81), especially the taking of vital signs and uterine firmness checks every 30 minutes,
but this was not observed by the team.

The overcrowding at the major referral centers also rendered the postpartum period in the wards
neither a time of close supervision, a time for education, nor a restful time for the parturient.
While there were many posters on breastfeeding, and the norms state that breastfeeding is
encouraged postpartum (Series no. 5, p. 77), there were no lactation specialists to help women
get started. In some of the institutions, women are in wards and can learn from one another,
although what they learn is not always appropriate and adequate knowledge. In other institutions
3—4 women share a smaller room with a bathroom in between it and another room. Again,
younger, less experienced women can learn from more experienced women. Discharge time,
except for complicated or operative deliveries, is at 24 hours or the morning after the delivery.
The mothers and their new babies gather outside the birth registration area, and, although no
teaching takes place at these sites, it would be a good opportunity for educational efforts.

The Dominican Republic does not keep statistics on postpartum care. Although the norms call
for three postpartum visits (at one week, two weeks, and one month postdelivery; Series no. 5, p.
82), according to staff at one of the regional hospitals, only 33% of patients return for a
postpartum follow-up visit. Fewer return to the hospitals at the municipal and lower levels, and
then the visit is usually a vaccination visit for the baby. Although women can return for
postpartum family planning, according to personnel in the clinics, few do. Postpartum family
planning did not appear to be a major goal of postpartum care in the institutions observed (see
Section 3: Family Planning for “lost opportunities” postpartum). The majority of women who did
receive a FP method postpartum were there for tubal ligation. Reversible methods were not given
on discharge.

In the words of women we interviewed in the the postpartum area:
« “After we deliver we leave after 68 hours, they don’t tell us when we should return.”
» “There is no family planning. We need to go to PROFAMLIA. There they tell us about
methods.”

Abortion/Postabortion Care

Postabortion care was offered at the referral hospitals and at many of the lower -evel institutions
as well. Many of the care providers and administrators noted that the caseloads had fallen greatly
since public knowledge had spread about misoprostol (Cytotec”™). “I am a great fan of Cytotec,”
more than one provider told us. When asked why, providers replied that Cytotec had greatly
reduced the numbers of infected, perforated, and hemorrhaging cases. “The woman privately
takes the Cytotec, begins to bleed, and comes in for a missed or threatened abortion. We can than
safely and legally evacuate the uterus and treat her well.” However, patients noted that they were
yelled at and abused when they came in for the uterine evacuations. Also, at one institution,
those patients waiting for uterine evacuation were kept in the same waiting room as the patients
who were awaiting tubal ligation. We noted three beds for the eight pre-tubal ligation clients to
sit on waiting for surgery, however, two sick pre-uterine evacuation patients were lying among
them. Both women were hot, sweating, and likely septic. In addition, the uterine evacuation
procedures took place in the delivery ward. As there were no curtains for privacy, one woman
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was delivering a baby on a table just a few feet away from a woman receiving a uterine
evacuation.

Since abortion is illegal in the DR we did not ask service providers or clients about it. However,

we did gather the following statistics on postabortion care delivered at the sites visited. All
statistics are for 10 months, unless otherwise indicated:

Table 2.5. Postabortion care

Institution Surgical abortions MVA abortions Procedures per month
Maternity AG 1,168 (6 months) 0 194.7

Maternity LM 3,824 0 82.4

IDSS Mujer 371 0 37

Regional Jaime Mota

IDSS Jaime Sanchez

Regional SVP 530 0 33
Regional Engombe 501 128 63
Alcarrizos 11 17 0 2.1
Alicia de Legendore 2 0 0.2
Maternity Villa Duarte

Maternity Las Caobas

Maternity Vicente Noble

DuVege José Pérez

User Perspectives on Maternal Health

The following quotes were collected in the IDSS Hospital de La Mujer in the ND:

One woman brought her one-month-old baby in for a checkup. She told us about the
treatment she received during labor: “Here the nurses don’t help you, or even watch you.
If you don’t know someone here, you are without attention.”

“Here they don’t have good equipment and the doctors treat us poorly.”

“The doctors and nurses could be so much nicer, they give the impression that they want
you to finish rapidly and get out.”

“The nurses and the cleaners are animals with clothes on.”

“The appointment hours are not kept, we arrive at 6:00 a.m. and are not seen until the
afternoon.”

“I went for a sonogram and the students were all talking as if the patients weren’t there.
One doctor even bought clothes from a wandering salesperson.”

“We don’t get good education about dangers and how to care for ourselves after we leave,
because of this we get infected postpartum.”

“The wait for visits is very long. We arrive at 5:00 a.m. and return in the middle of the
afternoon. This is a problem for us at work, we get permission from our employers for an
appointment, but not to be gone all day. Often we have to return another day because on
the day we came the doctor wasn’t there. Often we have forms that need to be signed by
the doctor, but the doctor is not there...”

“We haven’t heard about deaths in this hospital, but we hear that women die in Los Minas
and in Altagracia.”

Users at a regional hospital described their experiences:
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“The waits are very long.”

“The doctors arrive late.”

“The laboratory services are very expensive, and you can’t find out about the results until
you return for your next visit.”

“The consultations are very short; there is no time to ask questions. If we ask about our
symptoms, they minimize them, or tell us about folk remedies, like if we say ‘I am
hinchada pareja,’ they tell us to eat pinneaple with honey.”

“I have high blood pressure. They told me to drink ginger tea.” (Note: This woman had a
blood pressure of 180/100, and later she tuvo de ser ingresada).

“When we come for our visit at 40 weeks they tell us to stay at home and come back when
we begin labor, for this reason you often see women at 41-42 weeks who have not had a
visit.” (Note: There is an increased risk of neonatal complications and difficult deliveries
after 41.5 weeks.)

“We are never checked by doctors. They never explain our conditon nor why we have
cesarean deliveries.”

“When a baby dies, they say the baby came with problems, and in many cases they blame
the patients for their complicatons.”

The following quotes were drawn from the conversations, observations, and interviews at the
two public maternity hospitals and augmented by qualitative data from a 1993 study in which 130
prental, 69 gynecologic, 95 postpartum, and 6 gynecologic surgery patients were interviewed at
the larger institution (PAHO, OMS, and INSALUD 1996). In the 1993 study, 290 users were
asked if they received any type of maltreatment while in the hospital. 243 (84%) said no, and 47
(16%) said yes.

Comments from users in the maternity hospitals included:

“I was alone, by myself, I had no one familiar nearby.”

“I was afraid and sad. I didn’t have a familiar face, and the nurses were very mean.”
“There was no water to bathe in, no water to drink.”

“When I had labor pains they left me alone in my bed, no one came by to check up on me
or see how I was doing.”

“The doctor spoke badly to me, he never explained anything, never told me how my baby
was doing, and one time they blamed me because they couldn’t find my records!”

“It was very noisy and it smelled very bad.”

“You are being watched by a lot of different people during a very private time, it is all out
in the open.”

“The doctor spoke to me and the other patients as if we were animals.”

“One nurse told me: ‘Lady can’t you see that you are in the way? Go over there, you
aren’t anything but an animal and talking to you is like talking to an animal!””

Provider Perspectives on Maternal Health

Interviews with providers about why so many women died in childbirth included the following:

“The users are not well educated and therefore they have complications.”
“They don’t get the tests we order.”
“The users don’t come to their checkups.”
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» “The adolescents don’t cooperate.”

*  “We need more general doctors to help during the consultations so that we can decrease
the number of women seen by nurses.”

» “There aren’t doctors to oversee the labor and deliveries. All of the work falls on the
nurses.”

« “Some cases require the care of specialists, but there aren’t enough.”

» “The women die because they arrive with established complications, and we don’t have
intensive care, it is also the fault of poor education of pregnant women during their
prenatal consultations.”

» “The doctors don’t have time during the consultations, particularly with high-risk
pregnancies. Doctors must understand that all pregnant/laboring women are high risk, that
is the only way to decrease morbidity and mortality.”

CONSTRAINTS TO LOWERING THE MMR AND
DELIVERING HIGH-QUALITY MATERNAL HEALTH SERVICES

Attention to the problem of the high MMR and the question of the low quality of maternal health
in the Dominican Republic is a long-standing one (Baez 2001; Calderéon 2000; CONAPOFA,
FNUAP, and SESPAS 1999; IPED/PROFAMILIA and FNUAP 1997; Miller, Dabash, Mercado et
al. 2001; Miller 2001; PAHO, OMS, and INSALUD 1996). When the team reported its findings
to the technical advisory group on November 30 and again to SESPAS on December 7, no one
expressed surprise or shock at what we told them. Responses included:

«  “We know this information, previous studies have shown this, the present assessment only
confirms what we already know.”

» “These results are not unknown to us . . . the triangle you show is floating in the
surrounding health atmosphere.”

» “This is not new information, we know this.”

« “Ido not have high expectations that you will find the reason for the high level of
maternal mortality. It is common knowledge that it is an issue of quality having to do with
providers’ attitudes. Specialists are not present when problems arise; there is not good
management of complications. I don’t see a way to resolve this. It is a problem of culture
and power.”

*  “MMR is our number one problem and is due mainly to attitudes in physicians. Specialists
are never in their work places and do not follow up on patients. Regional hospitals lack
proper equipment, do not provide information to the users, do not apply norms, and there
are no physicians on duty 24 hours.”

Despite many efforts over time from SESPAS, CONAPOFA, international and bilateral donors,
cooperating agencies and other NGOs, and the development of norms, the problems persist.
Many structural, social, political, and economic reasons have been given for the persistence of
high rates of maternal mortality despite the attention to the problem. However, the team believes
that if the norms—which are well-written and reflect current accepted obstetrical practice
according to WHO standards—were followed, care could be improved. Unfortunately, the norms
are not adhered to, nor do there seem to be real consequences for non-adherence. Understaffing
or lack of appropriately trained staff appears to be another constraint to improving maternal

31



health care. This situation is made worse by the lack of authority of hospital directors and
managers to discipline non-adherence to norms and/or non-attendance by trained providers.

One of the main consequences of the attention to the MMR has been the overmedicalization of
users and the overcrowding of the main institutions, which leads to both a degradation of quality
of care necessary for those who need high-level institutionalization and to compassion fatigue of
the interpersonal relationships necessary to keep such institutions running well. Overwhelmed as
they are with normal patients, staff fail to recognize and treat true obstetrical complications in a
timely fashion. In addition they have institutionalized many unnecessary procedures for normal
clients who don’t require such interventions. This may contribute both to an unnecessarily high
cesarean section rate among normal clients and the unacceptably high MMR.

Another constraint to improving care is non-adherence to the epidemiological tracking system
and maternal mortality review committees. While these could help determine causes of death
(and therefore help to plan strategies for prevention), the low percentage of cases in which the
cause of death is actually determined prevents this from being a useful tool for improving
conditions. Finally, as many of the providers and decisionmakers interviewed noted, the overall
constraint to improving maternal health is one of attitude—the attitudes of providers toward
clients, of persons in authority toward providers, and of women, who have low expectations of a
system that should be there to serve them, but instead places them at risk.

RESPONSE TO STRATEGIC QUESTIONS

From the above descriptions of non-adherence to norms and to the lack of civil treatment of
patients by all levels of staff, it should be a foregone conclusion that the response to the strategic
question “Is it possible to improve the quality of maternal health care given during the prenatal,
intrapartum, and postpartum periods?” is yes.

RECOMMENDATIONS

The following are some recommendations for improving the quality of maternal health care,
which were examined by the readers and then used as starting points for the discussion at the
meetings that took place on January 30 and 31. They were reviewed by the participants at these
meetings. Further conclusions are in Section 5: Conclusions.

« Train staff with good role models of quality of care; for this to be effective there would
need to be several steps:

— Begin in the pre-service medical and nursing curriculum;

— Have role models from the private sector or NGO sector train faculty and trainers
within the institutions;

— Increase supervision of providers on the job;

— Provide incentives for performance and disincentives (sanctions) for non-
adherence/non-performance/low performance and for non-attendance;

— Provide ongoing sensitization of human and reproductive rights; and

— Provide ongoing training and technical updates.
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Encourage low-risk women to seek care at the lower-level centers near their homes. This
may also need to be done by incentives or disincentives. (This recommendation will only
work if women are convinced that the next recommendation has taken place.)

Improve staffing and training at lower-level centers, Lower-level centers need to be
responsive to the needs of women in labor, need to have highly trained staff and
equipment and supplies available, and/or need to be able to stabilize and refer/transport
women who develop high-risk conditions.

Adapt a midwifery model of care (examples abound in the Caribbean, where there is a
system of high-level referral centers for high-risk and low-level care by highly trained
midwives—see information coming from Altagracia regarding program in planning
stages).

Pay physicians according to productivity (Social Security Law).

Ensure humanization of treatment—application of human rights approach to maternal
health.

Adhere to norms and evaluation/supervision by persons with authority.

Improve access to PAC and postpartum family planning for the purpose of spacing and
preventing the next unwanted child.

Provide more long-term FP methods and increased access before the first birth, as well as
[EC and other educational materials.

Provide functioning committees on MMR (i.e., surveillance system), which include all of
the persons associated with a maternal death, including nursing staff and other non-
medical providers. MMR committees should become a means of teaching students and
nurses that each death requires a complete investigation, not to lay blame, but in order to
learn and prevent its recurrence. These committees should not be closed; they should carry
out open discussions of the causes of maternal deaths.

Provide postabortion training at all institutions to keep women closer to home and
decrease load at referral centers.

Develop a clear system of referrals, for what cases, at what point, transportation, referral
forms, information returned to location where client began.

Develop mass-media campaign to inform community members of warning and danger
signs of pregnancy and to the importance of keeping low-risk women in the local
institution.

Ensure deconcentration of services.

Develop accreditation system for OB/GYNs and other maternal health providers.
Implement system of total quality that takes into account everyone from janitors to the
director of the hospital

Eliminate political appointments in the hospitals and public health provider systems.
Work toward societal-level changes, improving gender equity—different role perception
for young women and girls.

Educate users to demand their rights.

Improve political will to do something and demand results.
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3: Family Planning
BACKGROUND
Norms

The Consejo Nacional de Poblacion y Familia (CONAPOFA) was the official institution created
in 1968 to establish and implement national population policies. In 1999, CONAPOFA
coordinated the development and publication of the Serie de Normas Nacionales de Planificacion
Familiar, as part of the wider series of health norms (SESPAS 1999-2001). The purpose of the
FP norms is to unify principles, criteria, policies, strategies, and practices offered by the family
planning services in all health centers throughout the Dominican Republic. They are also meant
to guarantee “that the decision and the responsible and informed consent of users must be
respected in an absolute way” (Serial no.14, 41) by providing counseling and technical services
that enable users to make informed contraceptive choices.

The family planning norms address the quality of services, including: (1) users’ decisions based
on an available method mix; (2) accurate, updated information; (3) providers’ technical
competence; (4) positive interpersonal relations; (5) privacy, discretion, comfort, and other
conditions that enhance the rights of contraceptive users; (6) follow-up procedures to enhance
the continuity of contraceptive use; and (7) an appropriate package of integrated health services
for women, men, and adolescents. By following these procedures, the user should be able to
make a “free decision” to choose a contraceptive method. Counseling and an enabling
environment are key elements in the quality of family planning care framework (Bruce 1990) and
are included in the Dominican Republic’s family planning norms.

Unmet Need for Family Planning in the Dominican Republic

There are three different types of unmet need: (1) for methods to delay the first birth; (2) for
methods to space children; and (3) for methods to limit the total number of children. Women
express each of these needs differently across the life span. Often these needs can only be met by
different methods of contraception. There are no data in the DR for the unmet need to delay the
first birth. Among all women-in-union, unmet need for spacing is 7.1% (Macro International and
CESDEM 1996, Table 6.5). However, among subpopulations, unmet need for spacing is highest
for adolescents (25.1%) and for young women 20-24 years old (17.4%).

In the Dominican Republic, intergenesic® spacing patterns are short and have changed little in the
last decade. The median duration in the 1996 DHS was 29 months. The median of the interval
increases with the age of the woman; 36.9% of women 15—-19 years old have an intergenesic
interval of 7-17 months and 36.8% have a longer, but still risky, 18-23-month spacing interval.
In 1996, the unmet need for limiting was 5.3% for women-in-union, lower than the unmet need
for spacing (Macro International and CESDEM 1996, Table 6.5). Forty-nine percent of women-
in-union had satisfied their demand for limiting the number of children, mainly by female
sterilization as shown below.

% Number of months between births since the last pregnancy that ended with a live birth.
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Method Mix Limitations and Opportunities

Contraceptive use. Data from the 1996 DHS show that among women-in-union, 59.2% were
using a modern method and 4.0% were using traditional methods; approximately one woman in
three (36.3%) did not use any method. Female sterilization was the method used most frequently
(40.9%) followed by oral contraceptives (12.9%). The IUD was used by only 2.5% of women-in-
union. The small percentage of users of condoms (1.4%), implants (0.6%), and the aggregate
category for injections, diaphragm, gels, vaginal tablets, and vasectomies (0.9%) demonstrates
the skewed method mix of pills and sterilization. The 1999 DHS found the same pattern with a
slight increase in both sterilization (44%) and oral contraceptives (15%).

Bias and the skewed method mix. The bias toward female sterilization is most likely a reflection
of the high proportion of women-in-union (49.7%) who have reached their desired family size.
On the other hand, the proportion of women using reversible modern methods, approximately
20%, suggests that fewer women use contraceptives to space their children. Indeed, the
reproductive pattern in the country is for women to have all the children they want without
spacing and then to undergo surgical sterilization.

This pattern of behavior may pose health and social problems for women and children. One of
the prominent findings of the Analysis of the World Fertility Surveys in developing countries is
the extremely high mortality rate among children born after a short birth interval (National
Research Council 1985, p. 266). For women living in poverty who are already at risk for poor
health, a short interval between pregnancies may not provide sufficient time for the required
nutritional and physiological rebuilding of the body. For all women, early and close childbearing
may interfere with educational and career possibilities, and continue a cycle of low skills, low
self-esteem, and lack of development.

The Strategic Question

The strategic question for family planning determined by the research team was: Is it necessary
to improve the FP program (options, coverage, and access)? From quantitative data alone the
causes of the high demand for surgical sterilization and the poor mix of reversible methods are
not clear. This Strategic Assessment seeks to illuminate this issue. In terms of the three points of
the conceptual triangle (services, users, technologies), the assessment found interrelated
problems detailed in Figure 3.1 below:
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Figure 3.1. Family planning systems framework in the Dominican Republic

Desire to prove womanliness/femininity by having children young.
Cultural pattern is to be finished with contraception once the desired number of children is reached.
Lack of information on basic elements of reproductive health, contraceptive options, reproductive rights.
Lack of power to demand their method of choice if women arrive at the clinic on the wrong day

for that method.

Lack of time and/or money to return to the clinic repeatedly for their preferred method.

Belief in myths and half truths about hormonal contraceptives and IUDs.

User

Method/

Services . .
4 » interventions

e Facilities with an available mix of methods provide limited access to users e Sterilization, while important for limiting family size, does not prevent

of reversible methods; particularly those who require trained providers. or delay a first birth, nor help women in spacing their children, nor
e Limited access is exacerbated by operational constraints (reduced prevent or decrease STIs/HIV.

hours, lottery system, certain days for certain methods). e Current hormonal contraceptives have side effects that women are
e Lack of IEC activities and inadequate and/or inaccurate information and counseling. not willing to trade for prevention of pregnancy.
e Lack of privacy for counseling and procedures. o Current methods are expensive relative to people’s incomes.
e Stockouts. e Currently popular reversible methods like pills, injections, and
e Use of non-necessary medical barriers (age limits, parity limits, condoms require resupply visits.

unnecessary health tests) to non-surgical methods. e Some reliable methods, like IUD and Norplant, require training and

supervision, as well as supplies for insertion and infection prevention.

Social, cultural, economic, and political context

Adapted from Spicehandler and Simmons 1994.
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ASSESSMENT OF FAMILY PLANNING SERVICES

A number of causes determine the current bias toward sterilization in the method mix and
interact to decrease informed choice. The following sections provide information on findings
from the Strategic Assessment teams, augmented by national data from previous DHS studies
on selected indicators.

Availability of Contraceptives

Sources and supply of contraceptive methods. Table C3.1 (Appendix C) presents data on
sources of contraceptive methods from 1996. The main providers of contraceptive methods
are the public sector, which includes SESPAS, IDSS, the armed forces, and CEA (in the
past), followed closely by private clinics. Together they provide 70% of all methods and 87%
of female sterilization. OCPs, the second most prevalent contraceptive method in the country,
are mainly purchased at pharmacies, supermarkets, small stores (colmados), barbershops,
beauty parlors, and other locations without a prescription or counseling. NGOs are the main
source of implants (38%), injectables (30%), and male sterilization (15%).

During data collection, focus groups and interviews with community members from Region
III confirmed the importance of private stores as sources of contraceptives, but also their
limited mix of pills, contraceptives, and vaginal tablets. The main sources of contraceptives
were pharmacies for pills and colmados for condoms. Adolescents preferred the latter
because they were less embarrassed to obtain contraceptives from young staff attending the
stores. Diaphragms, gels, and injectables were not purchased at pharmacies, beauty salons, or
stores.

Sources of public-sector contraceptive methods. CONAPOFA provides storage and
distribution of contraceptives for the public sector. Supplies originate mostly from donors,
like USAID (before 2001) and UNFPA. Table C3.2 (Appendix C) presents data on the
inventory of contraceptives made by CONAPOFA in October 2000. Considering the size of
the population, the supply of contraceptive methods seems low.

Statistics from the SESPAS Family Planning Program indicate that the only service-delivery
points that receive contraceptives from the UNFPA program are San Juan de la Maguana and
Barahona, and selected locations in areas II (Los Minas), VI, VII (Herrera), and VIII
(Alcarrizos) of the National District. The three maternity hospitals also received
contraceptives from UNFPA and other donors.

All health centers observed in the ND and Region IV had a stock of contraceptive methods
provided by UNFPA and distributed by CONAPOFA. On the other hand, no Region III
health centers were recipients of UNFPA donations, a situation found in the majority of
regions outside the National District. In Region III, the team found differences among
regional, municipal, and rural clinic levels. The regional hospital did not receive any type of
contraceptives, did not assign any staff to family planning, and did not have any formal type
of FP program. All centers reported that they had not received any methods in the last 7—14
months, with the exception of condoms. Table E3 (Appendix E) shows that since November
2000 one of the municipal hospitals in the province received only condoms and pills. The
situation was similar in the remaining municipal hospitals and in the three rural clinics
observed.
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Constraints to alternative FP methods from SESPAS hospitals. According to some officials
interviewed, the lack of FP services at the regional hospital was due to the hospital being
administered by the sisters of the Saint Vincent de Paul (SVP) religious congregation.’
However, the team heard mixed, often contradictory, opinions among officials. Some said
that the presence of one nun in the hospital should not be an obstacle to the FP program,
while others stated that the presence of the bishop in the city of San Francisco de Macoris
(SFM) was the obstacle.

To satisfy the demand for contraception, the hospital refers women to the Centro de Atencion
Integrada (CAI). This clinic, founded in March 2000, is managed by PROFAMILIA, with the
collaboration of SESPAS and the SFM Rotary Club. The staff comprises eight physicians
(three gynecologists, one pediatrician, one surgeon, one family doctor, and two
odontologists), two bioanalysts, and three nurses. SESPAS pays the salary of seven
physicians and contributes a free bonus to women unable to pay for PROFAMILIA services.
The providers we consulted indicated that 50% of adult users and 30% of adolescents benefit
from the bonus; approximately 10—15 users are seen daily through the bonus referral system.

The CAI offers services for diagnosis of reproductive health problems, with sonography,
mammography, and laboratory facilities. The results are provided onsite. FP services include
a range of reversible methods.® The most frequently requested method at this clinic is female
sterilization, followed by OCPs and injectables. At the CAI and two associated private
clinics—the Centro Materno Infantil in Salcedo Province and the Clinic Dr. Gaton in SFM—
3040 post-cesarean sterilizations take place monthly.

Although the CAI offers high-quality services to the community, it is not a substitute for
services that could and should be provided at the regional hospital. The center has only been
in operation for one year and lacks an effective IEC program to inform the public about its FP
services. Results from 12 focus group discussions in the SFM area indicated that the
institution is barely known outside of SFM itself. In addition, the CAI lacks an integrated
adolescent program; currently adolescents receive the same services as the adult population.

The most important limitation found in referring regional hospital FP candidates to the CAI
are the lost opportunities for women who actually attend the SVP hospital for delivery or
postabortion care (see Table E1, Appendix E). SVP hospital has a monthly average of 255
deliveries and 53 postabortion care cases. These 300 women are not provided postpartum and
postabortion family planning. In addition, women who come for prenatal care and delivery at
the hospital are not informed or counseled about future FP decisions. This was confirmed by
interviews and focus groups from the province.

Access to Contraceptive Services
Physical access to contraceptives is not the only limiting factor. Although IUDs, implants,

and injectable methods are only provided at hospitals, the country has a wide network of
health facilities and transportation systems potentially capable of making access to a mix of

7 If a FP program was initiated in the hospitals, the religious congregation would no longer provide administration.

8 The center offers RD$65.00 consultations and provides five years of IUD protection for RD$190.00; surgical sterilization
for RD$400.00; three months of Depo-Provera protection for RD$85.00, monthly Cyclofem injectable for RD$117.00 and
five years of Norplant protection for RD$605.00. The latter was not available, and demand for barrier methods like
condoms, gels, and tablets is minimal, even thought they sold at prices of 1 peso for condoms and 2 pesos for gels and
tablets.
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contraceptive methods relatively easy. In addition, these long-term methods require fewer
visits to health facilities than oral contraceptives and condoms. However, it was found that
public hospitals limited the number of users by means of a daily rationing system (which
limits the number of hours the service is provided). As a result, some women had to wait
between three and six hours before they could get a ticket and select their first method. In
Region II1, a lack of contraceptives (except condoms) had the effect of destroying a program
that previously existed, fulfilling the premise of “No product, no program.” At present, only
condoms are distributed at the municipal hospitals.

Access is limited by the few hours the service is open. In one municipal hospital, only two
physicians provided services in the afternoon, one from 2:00-5:00 p.m. and the other from
5:00-7:00 p.m. The physicians used a rationing system by which each physician was
assigned 25 tickets for consultation, excluding those receiving results or subsequent
injections. (During the previous month one of the physicians was out and therefore only 25
consultation tickets were available each day.) Women arrived at the hospital before noon to
be able to obtain their tickets. Most of them needed to return on another day at an earlier time
to try again. On the day of the observation, more users left the hospital without tickets than
those who remained with tickets. The physician arrived at 3:00 p.m. and was finished by 5:00
p.-m. All 25 clients plus one drop-in patient were seen in two hours; the mean visit time was
4.4 minutes.

The rationing system by ticket is not limited to this institution. It was observed at all
municipal hospitals visited, not only for family planning, but for prenatal visits as well. The
rationing system allows a shorter time for services so that physicians see fewer patients, and
finish their work in approximately two hours. This system seems to benefit only the
physicians and has the effect of denying and/or impeding access to family planning services
to large numbers of women. In addition, certain family planning activities or methods were
only available on specific days of the week (see Table 3.1). There were no signs on the walls
to indicate this distribution of services. As a result, some women came for a particular
method and found out that they needed to come back on a different day to receive it.

Table 3.1. Sample weekly schedule of FP activities limited to specific days in a maternity hospital, one
physician and two assistants providing services from 2:00-5:00 p.m.

Day FP activity

Monday Evaluation of new Norplant users

Tuesday 1UD, injectables, and first-time oral contraceptive users

Wednesday Pap smears

Thursday 1UD, injectables, first-time oral contraceptive users, and implant removals
Friday IUD, injectables, and first-time oral contraceptive users

The stories that follow (names have been changed) demonstrate the denial of access to
contraceptives of choice because of poor communication at the hospital, lack of staff to meet
the demand, and implementation of the rationing system. Often a potential user must return
several times before she can see a doctor, get counseling, and receive a family planning
method. Women leave and do not receive the method they select or that the doctor suggests,
but rather, the method provided that day. For some women, the system means no choice, she
leaves without a method, and while waiting for her next visit she becomes pregnant. Some of
the stories we heard and witnessed demonstrated that women were spending a great deal of
time, effort, and their own money in an attempt to space and/or limit their families, but that
they were thwarted by the very system that claims to help them.
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Luisa’s story. Luisa is 30 years old. She had six children, but three died. Today is Friday and
Luisa is currently using the IUD because a physician told her that pills are not good for her
health. She made the decision to select the [UD, even though she was afraid of the pain from
the method. However, she does not like the heavy bleeding and wants to switch to Norplant.
This is her third visit to obtain a ticket. (She did not know that she could not get Norplant on
Fridays and will not be able to get it today.)

Carmen’s story. Carmen is 24 years old with three children, the first one born when she was
15. This is the third time that Carmen has come to the maternity with her 6-month-old baby to
get an [UD insertion. She has used the IUD before but had it removed to become pregnant.
Now the baby is six months old and Carmen wants to use the IUD again. Although she has
never before received IEC from providers, in the long waiting lines for tickets and methods
she has heard many stories about bleeding problems from those women who used injections
and implants.

To get to the clinic Carmen traveled over an hour in each direction, with a round trip cost of
40 pesos.

The first time she came to the maternity was a Wednesday, on that day she had a consultation
and a Pap smear, but could not get a method, as no methods are available on Wednesdays. On
Thursday she arrived at 1:30 p.m. to find that all the tickets had been distributed. On Friday
she came at 11:30 a.m. and obtained a ticket. The doctor did not show up until 3:00 p.m., and
no one took the time to explain or talk to the long line of women waiting for him on the long
dark narrow corridor. Carmen waited for her turn, which came at 4:45 p.m.; her baby was
crying and Carmen had not eaten. Although she had been told that [UDs were inserted on
Fridays, she discovered that the maternity did not have any IUDs in stock. Since she was sure
she did not want to become pregnant, she decided to get an injection instead, with no
orientation about the new “choice” she had made. Carmen spent three days and over 120
pesos (about US$17.50) and still did not get the method of her choice.

Miriam’s story. Miriam is 23 years old and has three children. Today she arrived at 12:00
p-m. At 4:00 p.m. she was still waiting for her turn. In the past, Miriam had used oral
contraceptives, but she often forgot her pills and became pregnant. After her last birth, she
did not want more babies and wanted to be sterilized, but the doctor told her she was too
young and would not allow it. The doctor gave her an injectable method instead. She told us
she was not satisfied with this method, as she does not like the bleeding irregularities. She has
also developed dark spots on her face, which she feels are due to the injection.

She stated that it was not easy to get a method at the maternity. She came to the maternity
looking for a Norplant implant on two different occasions, but she was not able to get it
because she came on the wrong day. “Sometimes they do not have the method you want,
never Norplant. They only have IUDs, injections, and pills. I decided to get the IUD because
they did not have Norplant, but I need an appointment for next Tuesday. My injection
protection expires today, and I already have experienced three pregnancies I did not want.
Many women do not get contraceptives because of the side effects. Some use Norplant and
bleed constantly. They cannot do physical exercise, because the implant may break. Yet, a
friend of mine is using Norplant and she is doing well.” Miriam also told us that she did not
get counseled or educated about the method. “The doctor only asked me if I had the
menstruation and what method I wanted.”
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Juana’s story. Juana is 24 years old with one child born when she was 20. She came to the
maternity to have the doctor check her Norplant implant. She is going to high school and
does not want more children. She made her own decision about the method, even though she
was once amenorrheic for four months and now has been for two months. In the past she had
used oral contraceptives, but she forgot her pills and became pregnant. She is not satisfied
with FP services at the maternity. To get Norplant she arrived at 11:00 a.m. to get a ticket and
discovered that staff gave away only five tickets for Norplant. She was finally seen at 2:00
p.m. She told us that the hospital should get more physicians or demand punctuality from
them.

Quantity of Methods Provided

Table C3.3 (Appendix C) presents data from hospitals on the staff assigned and the schedules
for family planning services. In almost every case, the situation described above for the
maternity is repeated. However, at municipal hospitals the demand for FP services is not as
high, particularly in those hospitals where women already know through word of mouth that
most methods are not available. Even when methods are available, there is not sufficient staff
to provide the services, often because physicians arrive late and leave early. In Region IV,
nurses are responsible for family planning, but are dependent (as are the users) on the
sporadic visits of physicians for Norplant and IUD insertions. This dependence may have
implications for reorganization of the system of providers and increased training for nurses in
Norplant and IUD insertions.

As a result of the constraints to meet the demands for FP services, the provision of methods
to users by the public sector is low. This hinders the availability of a mix of reversible
methods for birth spacing. Table C3.4 (Appendix C) presents the monthly average of
methods provided at the maternity hospitals, municipal hospitals, and PROFAMILIA’s
Evangelina Rodriguez Clinic. The statistics show that the monthly uptake of methods is
small. Pills and surgical sterilization procedures are sought mainly at private clinics. Only
330.4 female sterilizations per month were reported by the maternity hospitals and
Evangelina Rodriguez Clinic combined, plus six per month at one municipal hospital. All
hospitals together provide a monthly average of 1,162.5 cycles of pills, and 221.1 cycles of
mini-pills. The provision of condoms, at 3,812.1 condoms per month, is insignificant, and
given the deficiencies of data collection, we do not know the number of condom users.

The PROFAMILIA clinic has the largest monthly rate of injectable users (908.1), followed
by the Los Minas Maternity (116.8), the IDSS Hospital de la Mujer (51.6) and the Engombe
municipal hospital (40.1). The other hospitals average fewer than 20 users per month. The
monthly average of Norplant users is also small. The maternity hospitals and Evangelina
Rodriguez Clinic have a monthly average of 99 users and the municipal hospitals 48.7 users.
IUD users averaged 207.9 at the maternity hospitals and PROFAMILIA clinic, and 64.0 at
the municipal hospitals. Male sterilization continues to be extremely low, with only the NGO
clinic providing services, at a rate of 3.8 sterilizations per month.

Quality of Care
The quality of FP services depends on many factors, as mentioned at the beginning of this
section, including technical competence of providers, counseling that provides complete and

accurate information about the different methods, attention to client needs, and the
availability of the desired method, client follow-up, comfort, privacy, and confidentiality. The
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absence of one or more of these factors may diminish the quality of services, resulting in the
dissatisfaction of the user with the selected method.

Counseling. To assess the type of counseling provided by FP programs, the team observed FP
counseling sessions between users and providers. In addition, providers, hospital directors,
and users were interviewed at the health centers and in the communities. Table C3.5
(Appendix C) synthesizes the main findings from the consultations observed. Users are
generally treated well once they enter the room for counseling and/or physical examination.
Usually counseling is preceded by an orientation. However, information provided on the
method is usually incomplete. In many situations no information was provided about other
methods, only the one requested by the user. Often information was given hurriedly and the
provider relied on brochures. Little, if any, time was spent explaining the side effects. No
time was taken to verify that the woman understood the side effects, signs of alarm, or had
given her informed consent to the method selected. The National District’s PROFAMILIA
clinic (and, to a lesser extent, the IDSS women’s hospital) showed counseling services of a
higher quality.

Technical competence and productivity. The technical capacity of staff to provide services
varied at the institutions the team visited. In the National District and Region IV most
gynecologists and general physicians, and to a lesser extent the nurses and auxiliary staff,
have been trained to provide services. In many cases, training has been provided by
PROFAMILIA. However, in most places visited the main problem was not that personnel
were not trained, but that the trained personnel do not come, or, if they do attend, they do so
for only two hours per day. In the interior health regions the problem is compounded; at
municipal levels only the directors reside in the city where the hospital is located. Physicians
disregard the duty schedule, appearing for work only once, twice, or at most three times per
week (see Figure 3.2 below, and, for more detail, Tables E4—E8 in Appendix E for a four-
month detailed record of patients seen per doctor in a municipal hospital.)
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Figure 3.2. General and specialized medical personnel at municipal hospitals
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Table C3.4 (Appendix C) also shows that PROFAMILIA’s Evangelina Rodriguez clinic has
the largest average monthly distribution of pills, condoms, and injectables. It is also the only
institution performing male sterilizations. It has a larger monthly average distribution of pills,
injectables, condoms, IUDs, and both types of sterilization than the five municipal hospitals
combined. Given the small size of this clinic, with 46 health staff functioning on a
productivity and not a salary basis (Table F6, Appendix F), and the larger size of municipal
hospitals with an average of 70.3 health staff, (Table G7, Appendix G), it is easy to observe
that the cost of pro