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EXECUTIVE SUMMARY

Effective assessment of health status and development of health policies and programs require
information on factors affecting health, health expenditure patterns, and health care choices within the
population. This report documents health expenditure patterns, childhood anthropometric measures as
an indicator of overall health and nutrition, and household utilization of health care services based on
evidence from the 1986-87 Haiti Household Expenditure and Consumption Survey (HECS) conducted
by the Institut Haitien de Statistique et d’Informatique (IHSI) with support from the U.S. Agency for
International Development (USAID/Haiti).

‘Using data from the 1986-87 HECS, estimated annual household medical expenditures averaged
136 gourdes in rural areas and 434 gourdes in urban areas. For rural households this represented
only 1.67 percent of total household expenditures compared with 2.16 percent for urban households.
While the budget share for health expenditures was small, most households did report expenditures.
More than 80 percent of urban households indicated some expenditure, compared with nearly 70
percent of rural households. Health expenditures varied among several categories of services.
Consultation fees, medicines, and “other costs” had the largest expenditure share regardless of
geographic location or income level. Hospitalization and 1ab costs consistently ranked lower than
other categories, due to their infrequent occurrence. Hospital costs were higher for those with high
total expenditures (income), and for those in professional or government occupations and those living
in urban areas.

Higher income groups and professional workers are more likely to have the financial resources
and proximity to health suppliers to use such services. As expected, average health expenditures
increased for higher income and larger households. Private clinics were the most frequent supplier of
medical services in urban areas, while charlatans and free clinics were utilized most frequently in
rural areas. The HECS data were also used to evaluate the extent of malnutrition and poor health as
measured by weight and height. Anthropometric measures of weight and height for Haitian children
age zero to five years were recorded in the survey, and show the poor nutritional status of Haitian
children. As expected, Haitian children in this survey exhibited the short stature and wasting effects
of malnutrition and disease. After weaning, young Haitian children fell increasingly behind standards
for healthy children of comparable age. The results validate earlier studies. Additional muitivariate
analysis of these data showed household income, geographic location, and home environment were
contributing determinants of children’s weight and stature.
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FOREWORD

In 1986, the Institut Haitien de Statistique et d’Informatique (IHSI) with support from the
U.S. Agency for International Development (USAID) implemented a nationwide Household
Expenditure and Consumption Survey (HECS) to gather socioeconomic data to analyze nutrition,
health, welfare, food pricing policies, and other issues related to Title III, and to provide IHSI with
~ data to calculate consumer price indexes and national accounts. Data were gathered from November
1986 through September 1987.

The 1986-87 HECS gathered data on food and nonfood expenditures including health services
and medicines. It also recorded anthropometric statistics for children under five years of age and
information on household demographics. This background paper details the health status indicators
and health service consumption patterns reported through the survey data. This is one in a series of
background, policy, and methods papers produced by the Center for Agricultural and Rural

Development (CARD), Iowa State Univergity, based on the HECS.
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HEALTH CONDITIONS AND EXPENDITURES IN HAITI:
EVIDENCE FROM THE HAITI HOUSEHOLD EXPENDITURE AND
CONSUMPTION SURVEY

Accurate information on health expenditure patterns is necessary for effective development and
evaluation of health related policies. Despite many studies in Haiti to document the country’s
widespread malnutrition and poverty, limited data are available to describe household health service
consumption patterns. Current survey data on health expenditures and choices, and analysis of
anthropometric measures with regard to selected regional, environmental, and household factors
provide important information for health polity planning and development in Haiti.

This report documents health consumption patterns and chiidhood health status from a recently
completed nationwide survey. It is intended to establish baseline information on current medical
expenditure patterns and the health situation in Haiti, as well as contribute to a better understanding of
Haiti’s health and nutrition situation. The nationwide Haiti Household Expenditure and Consumption
Survey (HECS) was conducted from November 1986 through September 1987, following the
departure of former President Jean Claude Duvalier in February 1986 and coinciding with a generally
deter'ibrating economy. While changing political conditions affected the smooth operation of the
survey, there is no evidence to suggest that the cﬁange‘s had a significant impact on the consumption
patterns of the average Haitian, or on the quality of data collected.

This report investigates health expenditure pattems', including annual expenditures for heaith
services and medicines, and two-week recail information on health source utilization, Patterns are
established in reference to sociceconomic and regional factors. This report also examines
anthropometric data as related to socioeconomic, regional, and environmental variables and @mpm&

current childhood weight and height with established health standards.
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Health Factors in Haiti

Haiti is one of the poorest countries in the western hemisphere. It ranks among the World
Bank’s low-income economies (World Bank 1989). The 1982 Haitian Census recorded a population
of more than 5 million people, and the World Bank estimated the population at 6.1 million in 1987,
growing to 8 million by 2060 (1989). Port-au-Prince, the capital, has the fargest urban population,
with 750,000 residents. Nearly three-fourths of the population, however, live in rural areas without
adequate income or access to government services,

Not only do those living in Haiti have low incomes, but population density is more than 218
people per square kilometer (World Bank 1989). Exposure to infections and the rate at which
infection spreads is related to crowded living quarters. In urban centers, and Port-au-Prince in
particular, the crowded conditions contribute directly to chronic health problems. The lack of
adequate sewage disposal in such overcrowded conditions, combined with the warm climate, favors
the contamination of water sources and the breeding of disease vectors such as fleas, flies, and
mosquitoes.

Antiquated or nonexistent sanitation in the overcrowded cities and primitive water supply
systems create an environment associate.d with poor health. City water supplies are not treated and
only 13 percent of urban households have adequate sewage disposal (USAID 1985). Lack of potable
water has been considered one of Haiti’s most serious heaith problems (USDHEW 1973; USAID
1985). Despite the obvious connection between poor sanitation and siéniﬁcant health problems, the
World Bank’s 1985 Situation Note on population, health, and nutrition estimates that only 8 percent
of homes in Port-au-Prince will have modern sewer connections by 2000.

Haiti, like most less developed nations, also falls short of providing needed health services.
Estimates from 1972 showed Haiti had a much lower rate of physicians, nurses, and auxiliaries per

10,000 people than did other Latin American and Caribbean countries (USDHEW 1973). In 1975 the
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U.S. Department of Health, Education, and Welfare reported 344 doctors employed in Haiti, 235 of
whom resided in the capital, Port-au-Prince. In 1985, USAID estimated there were more than 600
physicians in the country. Other medical staff such as nurses, "agents de santé," and health care
workers are poorly trained and poorly paid. Effective delivery of services is hampered by this lack of
infrastructure and by low 'moraie among the health care workers.

Poverty leads to malnutrition and in Haiti a large share of the population suffers from inadequate
calorie and protein intake (Jensen et al. 1990). According to the 1986-87 HECS, an estimated 49
percent of households had less than 75 percent of the recommended level of food energy available,
and 37 percent of households had less than 75 percent of the recommended protein level available
(Jensen et al. 1990). Earlier studies found that infant feeding practices, as well as unsanitary
conditions, produced the malnutrition in infants and children that can lead to physical stunting, mental
retardation, and disease (USDHEW 1975; UGSAID 1985). Continued undernutrition for those children
who survive to adulthood results in high rates of sickness and a short life span. Morbidity figures
from the World Bank (1989) place Haitian life expectancy at 55, at least 10 years below average life
spans for other Caribbean nations. According to estimates from the Haitian Ministry of Public Health
and Population, the infant mortality rate is 120 per 1,000 live births, and rises to 150 per 1,000 live
births inside Port-au-Prince (World Bank 1985).

To date, estimates suggest that one-half of all preschool children are ill at any given time and
almost 30 percent of children under five exhibit symptoms of second- and third-degree malnutrition,
which accounts for nearly all deaths among children in this age group (World Bank 1985). The
general death rate is currently about 13 per 1,000, down from a rate of 16 in the early 1970s, but still
well above the level common to the rest of Latin America (World Bank 1985).

In Haiti the most common causes of infant mortality and morbidity, according to the World

Bank, are diarrhea and gastroenteritis, tetanus, measles, tuberculosis, malaria and intestinal parasites,
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pneumonia, and typhoid. Malaria is the most often reported illness for aduits, followed by
pneumonia, bronchitis, diarrhea, and other diseases such as typhoid, syphilis, tuberculosis, and
anemia (USAID 1985). Many of these diseases would not have a significant impact on a well-
nourished population, but in Haiti, where resistance to disease and infection is weakened by
malnutrition, they become life-threatening.

Many health and nutrition surveys have been conducted in Haiti. Several factors have warranted
continued attention because of their relationship to health and nutrition, including water quality and
sewage disposal, regional differences in access to care, features of household economic resources, and

use of available health care services.

Water Quality and Sewage Disposal

Water sources and sewage control are frequently indicated as causes of ill health and health
outcomes. The 1971 National Haiti Census concluded that 12.5 percent of the population had access
to piped water of questionable safety. Thirty percent of Port-au-Prince had a direct water supply, but
the quality of that water was not safe. In the rural areas, which accounted for 75 to 80 percent of the
entire population, there was essentially no safe water supply and sewage disposal problems were as
bad as in the urban centers. Subsequent studies have found essentially the same conditions (Beckles
1975; USDHEW 1973; Thacker 1980; Baer, Franklin, and Bertrand 1981; USAID 1985; Cayemittes
and Chahnazarian 1989). Poor water quality (and quantity) has been associated with reduced health
status and the increased incidence of health problems such as diarrhea and mainutrition (Thacker et al.
1977).

A health and nutrition survey of northern Haiti, conducted in 1981 by Baer et al., indicated that
only 7 percent of northern Haitian households had access to safe drinking water while 61 percent had
water of questionable quality, and 31 percent had clearly unsafe water sources, Only 10 percent of

the surveyed households had latrines. Since there is an obvious connection between clean water and
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good health, one of the more disturbing outcomes of this research was the discovery that well over
one-half of childhood diarrhea cases were treated with some kind of tea or rehydration therapy. If the
water used for these therapies was poliuted or contaminated, the “cure” for diarrhea would increase

the severity of the disease.

Regional and Location Factors

The 1978 Haiti Nutrition Status Survey (Bureau of Nutrition 1979) found that children’s
malnutrition levels differed among regions and between rural and urban centers, especially Port-au-
Prince. For example, in this 1978 survey the prevalence of chronic malnutrition in children (less than
75 percent of standard weight using the Gomez scale), ranged from 15.7 percent in Port-au-Prince to
33.4 percent in the north. Population differences among regions ranged from 26.6 to 33.4 percent
malnourished but were not statistically significant. Port-au-Prince had significantly higher rates of
anemia compared to other regions, at about 50 percent for women and children as compared with
fevels of 20 to 30 percent in rural areas. These discrepancies may reflect differences in dietary
patterns.

Access to health services also affects general health status and access differs among regions and
between urban and rural locations, The 1978 National Census documented that rural inhabitants have
less access to health services than do their urban counterparts (Bureau of Nutrition 1979). In'part,
this is due to greater travel distances for rural inhabitants (Baer, Franklin, and Bertrand 1981) because
health services are concentrated in urban areas. Slightly more than 600 physicians were employed in
1985 by the ADepartment of Health and Population in Haiti, with more than one-half of them located
in Port-au-Prince (USAID 1985). This implies that rural residents are less likely to receive treatment

for illness because medical facilities are not widely available in rural areas.



Household Demographics

Household demographic characteristics have also been shown to affect health outcomes. Several
studies have found evidence that smaller household size, stable employment and income, and male-
headed households were more likely to have improved health status as measured by children’s weight
and height (Brown, Heidgerken, and Jacobsen 1976; Thacker 1980; Coreil 1983).

Brown’s 1976 study, conducted in the mountains of northern Haiti, concluded that as household
size increased the incidence of malnutrition in children also increased. In households with more than
six children, the incidence of malnutrition began to fall, perhaps because of the larger family labor
force available to procure and produce food. Coreil’s 1986 study on family resource allocation for
health services in rural Haiti observed a similar relationship between household size and children’s

health {(Coreil 1987).

Economic Resources

Better economic status and stable income have been shown to improve measures of health,
although the direction and source of causality is not always clearcut. Sbme studies have found famity
income to have no statistically significant impact on children’s anthropometric measurements
(Kennedy 1983). Others, such as Graham (1972), Smith (1978), and Mason (1985) identify the
positive effects of incomg, although the association with improved health is through increased food
availability and is stronger for the upper half of the income scale.

Income stability does appear to be an important determinant of health. Brown, Heidgerken, and
Jacobsen’s 1976 study of malnutrition in northern Haiti observed that children living in homes with an
employed household head were better nourished and generally in better health than ;hose from
unemployed households. Only 7 percent of children from families with regular incomes displayed

symptoms of second- and third-degree malnutrition. But children in unemployed households had a 44
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percent rate of malnutrition in these two categories. Thacker’s 1980 report on water quantity and
health problems also concluded that children’s health was directly related to the employment status of

the household head.

Other Factors Affecting Health Status

Breastfeeding and weaning practices have a direct impact on the health and nutritional status of
infants and young children. King’s 1978 compilation of Haitian nutritional data emphasized the
synergistic effects of malnutrition and childhood disease that begin with inadequate infant feeding.
While the majority of Haitian women breastfeed their children, they usuaily supplement with other
foods and liquids after the first month. King’s research noted that infant malnutrition appeared first
between 6 and 18 months, corresponding with the beginning of supplemental feedings and the lag
time for observable malnutrition to manifest itself. Various supplemental foods and liquids reported
in several surveys include cow’s milk, dry milk, starchy gruel, herb teas, boiled water, and bananas
in sugar water (King 1978; Baer, Franklin, and Bertrand 1981). None of these substances contains
substantial protein and those concocted with contaminated water produce diarrhea and malnutrition.

There is a common expectation that education levels correlate with job skills and income-
generating abilities, as well as with an understanding of good nutrition and better health practices.
Thacker’s 1980 research into water-related morbidity and mortality found a negative correlation
between educational status and digease occurrence. However, education variables had a positive
effect on height for age, according to Smith‘s 1978 research. Since height measurements are
generally considered to represent long-term nutritional conditions, the correlation to height
measurements can probably be explained by the educated individual’s long-term capacity to
circumvent disease and malnutrition through knowledge of preventive therapies, and the economic

means to pursue such measures.
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One attempt to exploit the connection between education and good health has been the
establishment of Mothercraft Centers in Haiti. These centers provide nutrition education to mothers
enrolled in the dietary day care program for their children. There is conflicting evidence as to the
success of these centers, due in part to self-selection that exists among participants. The siblings of
participant children have demonstrated improved weight gains (Nutritional Reviews 1978), but these

are difficult to associate with education.

Health Treatments and Access to Health Care

There is some evidence to suggest that many individuals treat themselves at home for health
ailments, especially those living in rural areas. Different treatment practices may lead to different
health outcomes. The preliminary results of Baer, Franklin, and Bertrand’s study of health care
utilization in northern Haiti (1981) found that for those reporting an episode of ill health in the two
weeks prior to the survey, more than 65 percent treated their symptoms at home. Another 40 percent
went to a dispensary for help, 21 percent sought hospital treatment, and about 2 percent consulted
traditional healers.

A 1982 study by the Haiti Division of Family Hygiene, which looked at children and guardians
using the services of government rally posts and health centers, found that despite the close proximity
to health centers, more than 27 percent of those with health problems in the previous two weeks still
treated themselves at home (Division d'Hygiene Familiale 1982). More than 50 percent used the
health centers, another 11 percent consulted doctors at hospitals, 8 percent sought indigenous leaf
doctors, and about 3 percent used pharmacy treatments. This information suggests that improved
access to health care does increase health service usage, although home treatment of health problems

is widespread even when health care is readily available.
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The Haiti Househoid Expenditure and Consumption Survey
The 1986-87 HECS can be used to provide current background information on the status of
health and health care usage, as well as to examine factors associated with observed indicators of
nutrition and health status. The survey, conducted from November 1986 through September 1987,
was carried out by the Institut Haitien de Statistique et d'Informatique (IHSI) with the support of
USAID. IHSI imptemented the survey with assistance from the Bureau of the Census (BOC) and the
Center for Agricultural and Rural Development (CARD), Iowa State University. The procedures for

this survey are described briefly below and in detail elsewhere (Bureau of the Census 1988).

Survey Design

The unit of observation for the HECS was the household, and the sample was drawn with a two-
stage probability sample design from the population of all households in Haiti, The first stage was
stratified by geographic areas (four planning areas divided by urban and rural and Port-au-Prince),
and by sociceconomic characteristics (for urban areas by income and for rural areas by ecological
zone, corresponding with socioeconomic characteristics). Initially, 312 target enumeration areas
(SDEs) were designated, with data to be collected in 13 sequential four-week periods throughout the
year. In the second stage of sampling, 10 households were drawn randomly within each SDE.

In total, interviews were conducted in 260 SDEs. This report includes data on 216 enumeration
areas, providing data for the first pine periods of the survey. Data for periods 10 and 11 were
collected, but were not available for processing at the time of this report. Including substitutions, the
overall houéehold response rate for the 11 periods was nearly 94 percent. From nine periods of data,
2079 households. were available for analysis.
| The survey was conducted throughout the 11 “monfh” periods. Each household was interviewed

four times during a one-week period and asked questions on food expenditures, nonfood expenditures,
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and other selected information. Visits were made to each survey household on Tuesday, Thursday,
Saturday, and Sunday. During the first visit households were

asked to report on recalled medical and health expenses for the previous year, along with other
information. During the fourth visit households were asked to recall any health problems during the
previous two weeks, anci to outline treatment for each reported health problem. Also, weight and
height measurements were taken for the oldest child in the household under five years of age (for
children less than two, only weight measures were collected). The same interviewer collected all

information on the household.

Survey Data Collection
The HECS questionnaire covered:

¢ housing characteristics and expenditures,
* general and economic characteristics of household members,
¢ inventory of food-on-hand (beginning and end of week),
¢ food expenditures and value of unprocessed food,
» expenditures for food consumed outside the household,
» expenditures for nonfood items including health services and medicines,
* agricultural production and expenses,
s anthropometric measures of children 0 to 5 years of age, and
¢ two-week recall health expenditures and health service choices.

This report focuses on health service expenditure patterns and health status indexes. Medical
expenditures were subdivided into five categories: consultation fees, laboratory work, hospitalization,
medicines, and “other.” Both medical expenditures and anthropometric data were compared by
characteristics of the household. The classification variables are defined below and described in
Table 1. The distribution of households in Table 1 is reported in unweighted numbers and in
percentage terms based on weighted data, reflecting the national population distribution.

Several classifications by region and location were identified, based on the survey stratification

categories. The regional groups are based on the four planning areas and Port-au-Prince, the capital

city. They are: North, Transversale, West (not including Port-au-Prince), South, and Port-au-Prince.
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Table L. Household characteristics in the Haiti Household Expenditure and Consumption Survey, 1986-87

Household Characteristics Number {Unweighted) Percent (Weighted)

Area
QOther Urban 1016 13.4
Port-au-Prince 335 14.7
Rural 728 71.9
Rural/Urban Location
Urban 1351 28.1
Rural 728 71.9
Region
North 442 13.7
Transversale 433 30.3
West (w/o PAP) 435 24.7
South 434 16.5
Port-au-Prince 335 14.7
Total Annual Household Expenditures (gourdes)
0-2,000 148 9.1
2,000 - 4,000 337 21.0
4,000 - 6,000 272 15.3
6,000 - 8,000 218 12.0
8,000 - 10,000 165 8.4
16,000 - 12,000 157 6.0
12,000 - 14,000 111 6.0
14,000 - 16,000 107 4.3
16,000 - 18,000 77 2.3
18,000 - 20,000 68 2.3
20,000 + 419 13.3
Household Size
1 163 8.0
2 231 10.1
3 278 14.0
4 330 17.2
5 276 14.1
6 265 14.0
7 186 8.2
8 or more 350 14.4
Occupation of Head
Professional/Scientific/Government 122 3.7
Sales/Office/Household 434 15.4
Agricultural Worker 698 48.4
Industry/Transport 254 10.2
Unemployed/Unspecific 571 22.4
Employment of Head
Employer 13 0.5
Salaried Employee 330 11.9
Independent Worker 1149 64.4
Family Worker 21 1.1
Unemployed/Unspecific 566 22.1

Note: Unless otherwise specified, all data are from the weighted sample, HECS 1986-87.
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Area locations included two types of designations: first “urban”™ and “rural” and second “other urban,
“Port-au-Prince,” and “rural.” The two different types of area classifications were used because for some
comparisons the Port-au-Prince patterns were different from those for the other, smaller urban areas. More
than 70 percent of households were from rural areas (Table 1).

Characteristics of the.household head were used to classify the households. These inctuded both the
reported occupation and the employment status of the household head. These classifications provide
information on the long-run sociceconomic potential of the household, and can be used as indicators of the
long-run resources available for household consumption. As shown in Table 1, nearly one-half of household
heads indicated they were agricultural workers. Only 10.2 percent reported industry or transportation
occupations.

The household size was calculated as the sum of individuals reported to live with the household head.
The average household size in rural areas is 4.77 members, slightly smaller than the level of 5.11 reported
for urban areas (Table 2).

Total expenditures for each household were calculated on an annual basis by summing al} reported
household consumption expenditures, appropriately weighted to reflect annual value. The total expenditures
were used as a measure of total income: Average total household expenditures for all of Haiti were estimated
to be 11,486 gourdes (gds) or $2,297 (5 gds = $1) per year. The estimated per capita total expenditures was

2,360 gourdes or $472 per year for the survey period (Table 2).

Medical Expenditures
The medical expenditures reported by Haitian households offer insight into the availability of and access
to medical care. Tables 2, 3, and 4 show the variation in expenditure patterns by type of expenditure and
also by participation rates. Average household medical expenditures and household participation rates (i.e.,
percentage of households with expenditures) were calculated for selected sociodemographic and economic

groups to identify factors associated with differences in health expenditure patterns. The calculations were
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Table 2. Household characteristics from the 1986-87 Haiti HECS

Standard

Item Mean Deviation
Household Size (number) 4.87 2.56
Rural 4.77 2.46
Urban 5.11 2.80

Total Annual Household Expenditures (gourdes}) 11,486.30 19,750.60
Rural 8,118.20 19,029.47
Urban 20,094.18 18,933.28

Per Capita Total Expenditures {gourdes) 2,360.11 3,740.46
Rural 1,700.64 3,460.32
Urban 3,936.10 3,910.08

Total Medical Expenditures (gourdes) 219.65 1,001.24
Rural 135.75 800.77
Urban 434.10 1,364.48

Per Capita Medical Expenditures (gourdes) 45.13 169.35
Rural 28.44 121.54
Urban 85.03 244.26
Medical Budget Share (percent) 1.55 3.03
Rural 1.42 2.90
Urban 1.89 332
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