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PREFACE

In response to the request from the Government of the Republic of Honduras, the
Government of Japan decided to conduct the Study on the Strategies and Plans for the
Upgrading of the Health Status and entrusted the study to the Japan Internationat
Cooperation Agency (JICA).

JICA sent to Honduras a study team headed by Mr. Tatco KUSANO of SYSTEM
SCIENCE CONSULTANTS INC. several times between January 1995 to July 1996,

The team held discussions with the officials concerncd of the Government of
Honduras, and conducted ficld surveys at the study atea. Afler the team returned to Japan,
further studies were made and the present report was prepared.

1 hope that this report will contribute to the promotion of the project and to the
cnhancement of friendly relations between our two countrics,

I wish to express my sincere appreciation to the officials concerned of the

Government of the Republic of Honduras for their close cooperation extended to the team.

Septemiber, 1996

Kimio Fujita
President
Japan International Cooperalion Agency






September 1996
Mz, Kimio Fujita
President
Japan International Cooperation Agency
Tokyo, Japan

Dear Mr. Kimio Fujila

LETTER OF TRANSMITTAL

We are pleased to submit to you the report of the Study on the Strategies and Plans
for the Upgrading of Health Status in the Republic of Honduras. The report contains the
advice and suggestions of the retevant authorities of the Government of Japan and the
Government of Honduras as well as the formulation of the above mentioned project.

This study has been conducted by System Science Consultants Inc., based on a
contract with JICA, from January 6, 1995 to October 24, 1996. In this study, we formulated
a nationwide master plan and model programs for the setected model zones in the country.

In view of the urgency of improving the health status in the Republic of Honduras,
we recommend that the Government of Honduras implement the proposed plans as a
priority.

We wish to take this opporlunily to express our sincere gratitude to the relevant
officials of JICA, the Ministry of Foreign Affairs, and the Ministry of Health and Welfare of
Japan. We also wish to express our deep gralitude to the concerned officials of the
Ministerio de Salud Piblica (MSP), Sccrelaria de Planificacién, Coordinacion y Presupuesto
(SECPLAN), Setvicio Nacional de Acueductos y Alcantarillado (SANAA), Secretaria de
Recursos Naturales (RRNN), Sccretaria de Estado en el Despacho del Ambiente (SEDA),
Secretaria de Educaci6n (SEP) and Instituto Hondureiio de Seguridad Social (IHSS) in
Honduras, and the Embassy of Japan and the JICA office in the Republic of Honduras for
their close cooperation and assistance extended to the team during the study.

Very truly yours,

_lisano

Tateo Kusano

Team Leader

The Study on the Strategies and Plans
for the Upgrading of Health Status

in the Republic of Honduras

System Scicnce Consultants Inc.
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~ The Study on the Strategies and Plans for the Upgrading of Heallh Stalus
in
the Republic of Honduras

DRIEF SUMMARY

. Background and Methodology

Health has been one of the most important sectors for the Goverivment of Honduras and
international organizations have been exiending development assistance to improve this
sector.  Although these efforts have been contributing to health improvement of the
population, it is recognized that to develop comprehensive and integrated plan is essential
for optimal use of the existing resources and for maximum improvement in health and

health services.

In this regard, the Government of Honduras requested the Government of Japan to
implement the Study on the Strategies and Plans for the Upgrading of Health Status in the
Republic of Honduras with the overall goal of developing Master Health Plan (MHP)
integrated with strategies and plans for the target years of 2000 and 2010, |

The study methods have been approved by the CONSUMI, Cooperation Committee,

counterparis and representalives from local parties concerned through the study period.

During the Phase I Study, the Study tecam conducted field visits to identify the existing
health and health-related conditions, also assessed from existing data provided by
concerned agencies, In addition, workshops have been held to identify priority health

problems and to formulate basic strategies.

Saniple survey was implemented in the Phase 11 Study to clarify household and community
behavior, to assess operational conditions of health facilities, and to evaluate behaviors of
exii paticnts. In order to formulate model health programs based upon consensus of
concerned people, workshops and discussions were held both at the central level and local

level during the Phase HI Study.

Additionally, during the Phase Hi of the study, the themes discussed through the seminars

and workshops with CONSUMI, Coordination Committec and counterparts werc access 10

e



health scrvices, extension of thé service nelwork, improvement of problem-solving
capacily, referral  system, facility/ctuipment  moaintenance, environmental  health,
occupational health, water and sanitation, human resources development, health education,
social participation, and health financing for completing master health plan with

implementation plans.

IIl. Priority Health Problems

Eleven priority health problems were identificd through the workshops and the discussions

with Coordination Committee for the Study during the Phase I Study.

1) Infant Mortality Rate (IMR)
2) Maternal Mostality Rate (MMR)
3) Mainutrition

4) Access to water and sanitation
5) HIV/AIDS '

6) Vector-bome diseascs

7y Accidents

8) Violence

9) Chronic degenerative diseases
10) Environmental health

11) Occupational health

ll.  Master Health Plan
The MHP is composed of National Master Health Plan (NMHP) with fifteen priority

strategics and the three model health programs for selected areas. The NMHP and the
model programs have been developed so as to interact with each other effectively and

efficiently for attaining the goals of MHP.

A. National Master Health Plan
The sirategies are grouped into the three basic dimensions of the conceptual model:

context, household and community behaviors and health service delivery.

1. Strategics related to context

+ Alleviation of povertly

+  Access to food/food security

*  Access to water and basic sanitation
* Legal and institutional context



2 Strategies relfated to household and community behaviors
* Reduction of illitcracy
» Improvement in health education interventions
* Improvement in social participation
* Reduction of fertility rate

3. Strategies related to health services delivery

% * Access lo health services
‘ * Management of facilities and organizations
e Improvenent of refereal system
* Improvement of drug logistics systein
»  Maintenance of facilitics and equipment
*  Human resource development
* Health financing

B. Model Health Programs
‘The purpose of the model health programs is to develop activitics for implementation of
local and regional based initiatives identified in the MHP as important for improving
health in Honduras. Each of the model health programs has a particular emphasis selccted

for its potential importance within the Honduran setling as follows:

»  Model health program for urban area : emphasizing municipal operations and
supporl and focusing on improved strategics for community health education and
promotion _

«  Model health program for poverty area : emphasizing both rural and uiban
sctlings and focusing on strengthening community participation and leadership

+ - Motel health program for integrated development area : emphasizing
improved planning and financing in areas of economic growth and focusing on
improving the effectiveness of public health expenditures

V. Implementation Program _
MSP central level will focus on policy making, programming, budgeting, standard setting,

supervising, and monitoring. The current MSP’s functions of managing and operating
individual programs and projects will be decentralized step by step to the health regions

and to municipal authorities considering their capabilities. The nationwide restructuring of

health service institutions should not be implemented in a short-term r1ange without
gaining consensus of various levels of health service providers and users. In addition, a

coordination System among MSP, IHSS, other governmental agencies concerned, NGOs,

iii



and donors witl nced to be more emphasized and strengthened both at central and local

levels.

A.  Short-term (target year 2000)

+ Political dialogue among the health-related institutions;

+ Policy making and programming for decentralization within MSP;

’ lmprovcmcnt of management abilities of each institution with small-scale physical
expansion;

*  Development and implementation of model projects included in the health model
programs. '

B. Medium-term (target year 2005}

* Monitoring and evaluation on the projects of improving management abilities of
each institution within the scope of the NMHP fiflcen strategies;

* Monitoring and evaluation on the cost-cffectiveness of model projects which will
be provided by the model programs;

* Expansion of the targét areas based on the feedback.

C.  Long-term (target year 2010)
*  Accomplishment of MHP

V. Recommendation of Foliow-up Actions
The Honduras Government is cxpected to take the following actions for further

implementation of the Master Health Plan (MHP)

A. To organize the Committees for implementation of the MHP

1. National Committee : Coordination at the central level among MSP, IHSS, -
SANAA, RRNN, SEP, SEDA, SECPLAN, private sectors (NGOs, associations
ele.)

2. Regional Committee : Coordination at the local level among Health Region,
Departiment Government, Municipal Government, pnvate sector (NGOs ele.) and
commumnities

3. Coordination Committee with donors : Coordination of external cooperation
among MSP and donors

B. To identify the long-term and the urgent needs
Restructuring of institution and mapagement in the health and health-related sectors will

be implemented in a long term basis and sustainable development of the on-going

programs/projects and model development will be promoted without significant delay.

iv



C. To execute the shori-term programs/profects to meet urgent
needs

1. NMHP

* Upgrading of hospital management and physical rehabilitation
» Sustainable development of drug control system

* Equipment supply (o hospitals and health centers

+  Sustainable development of water supply and sanitation control

2. Model programs

¢ Designing of the Health Promotion and Information Center in San Pedro Sula

¢ Feasibility Study of the “healthy village” development for the rural poverly area in
the Dept. Intibucd

* Data base development for health

D. Follow-up study In vertical approach
The detailed plan for the vertical line to follow up this MHP is expected to be prepared by

© agencies concerned.
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High levels of infant mostality

Significant progress has beenmade
in Honduras in the last twenty
years,

however, the Infant
Mortality Rate is still high

conmparing with the intemational
standards.

High levels of maternal mortality

Maternal Mortality Rate in rral
area is stillhigh.

In orderto solve
the problem, a Matemal Inn has

been established near regional and
agea hospitals for taking care of

pregnant women of high risk
delivery expecfed.

Malnutrition

Protein-energy  malnatrition  is
widespread among childien and
pregnant/lactaling women.

There
are various kinds of vegetablessold

in rural market, but most of the

rural people can not afford them.

Plate 1 Current Situation of the Health-related Sector (1)



Poor access to safely water

Poor accessibilily tosafe wateris a
sefious problem all over the
country. In the marginal areas of
Tegucigalpa, childeen canrying big

bucket full of waler can be seen.

High mortality from accidents

I the uiban areas, high modalily
1ate from accidents including traffic
accidents has been one of the most
serious problems.  With the rapid
growth of the population, Whe

5
o

g

emergency service provided by
public hospitals can not meet the

needs in the urban areas.

High moriality from violence

Besides the traffic  accidents,
violence is anotherseriovs problem
which causes high mortality and
morbidity in the wban aress.
NGOs, MSP and [HADFA have

implemented various programs

providing  vocetional  training,
recreation facilities ele. in order to

cope with juvenile delinguency.

Plate 2 Current Situation of the Health-related Sector (2)



Poverly alleviation programs

In rural oareas, NGOs in
coordination with RRNN have
adlively implemented income

generation  programs  including

% ‘1;2

agricolure training and seed fund

provision programs.

Healih promotion through social

participation

Community development organiza-
tions have been established by the
UNDP programs in the westem

mountain  areas in  Hondoras.

Those organizations have made
development aclivity plansthrough
discossions among  communily

members.

Drug supply logistics

Althoogh the dug management
system of health centers has been
improved through the assistance of
intemational agencies soch as

USAID and OPS, many health

institutions sufferfrominsufficient

"

supply of drugs in realty.

Plate 3 Current Situvation of the Health-related Sector (3)



Plate 4

Urban Area Model :

San Pedro Sula

Hospital Mario Catarine Rivas

This hospital is the only terifary
heallh service provider in the
northern region of Honduras. In
addition, it is also fhe only public
hospital providing birth delivery
and emeigency caie serviees in San
Pedro Sula.  The workload of the
hospital has been growing to cope

with the rapid population growth.

AIDS preveniion campaign

As one of fhe AIDS prevention
programs {(COMVIDA) conducted
by the municipality and MSP,
information about AII}S and AIDS
preveintion hasbeen presentedio the
publicin the Kiosk located in the

central park.

Woskshop of 1the Health Region
Office

CENAMA of MSP, which is
responsible for maintenance and
operation of facilities and equip-
ment, can not provide adequate
technical assistance {o Jocal health
service providers due to Jack of

financial resources.



Health _center (CESAR) _in the

mousntain areas
This health center is located in
Yamaranguila municipality, which

has seriouspoverty rafe and most of

£

whose population are lencapeople.
Some people, living far from the
health center, need (o walk to the

center for about 5 howrs.

Bsiablishment of matemal inn

A matemal inn was constructed in
the backyard of Hospital La
Esperanza through social participa-
tion activities in cooperation with
MSP.

-- -+ Downtown area of La_ Esperanza

municipality

La BEsperanza, is the center of the
Dept. of Intibucd, where the
municipal administration offices
are located Infrastructures such as
water sopply, electricity, and road
have notbeen well developedin this

area.

Plate S Rural Poverty Arca Model: The Dept. of Intibuca



Houvsing conditions in the marginal

areas

The number of immigeants, who
come from theruralareasandlivein

the marginal areas of Tegucigalpa,

has been rapidlyincreasing. They
live in the sleep slope of the
mouvniains where there is no

sufficient infrastructure.

%‘:ﬁ it H1ET R Poor accessibility to safe water

L.
SANAA and UNICEF have been
actively  implementing  waler
supply programs in the marginal

areas. However, the managenent

syslem has not functioned well due

to Jack of maintenance care of water
source. Inihis photo, community
members are collecting water spilt

out of the broken public {aucet.

Day care centes

NGOs provide various programs
including day care center seivice,
informal education, health educa-
tion efc. in order to allow single
mothers to go work and to oope

with the problemof street children.

Plate 6 Urban Poverly Area Model :  Marginal Area of Tegucigalpa



Aclive agriculture production
The Depl. of Olancho enjoys its
rich agricalure production because
of plenty of natural resowrees and

effective  support  through the

T
‘is‘-‘\in’(\b

foreign aid programs including
CIDA.

MCH clinicshave been constructed
in order to improve accessibilityto
matemal healthservices intherural

areas in the Dept. of Olancho.

Hospital San Francisco

This regional hospital hasprovided
health services with community

members’ acceplance.

3

Plate 7 Integrated Development Arca Model :  The Dept. of Olancho



PCM/ZOPP Workshop

During the fieldstudy in the Phasz]
and Phase Il study period PCM
workshops were held for problem
analysis and formulating common
basis for planning; officials from
related niinistries were involved in

these workshops.

Small group discussions

During the field study in the Phase
Hl study period small growp
discussions were held for obtaining
the consensus fiom the conceined
people; health stalf, communily
leaders elc paﬂiciﬁaled in the

discussions.

Interviews  with __ community

members

During the field study in the Phase
HI study perod the study team
members made interviews with
communily membeis in order to
reflect actual needsof ethnicpeopls
and especially veices of women to

planning.

Platc 8 Field Survey : Participatory Development Method






P )
ke '

- THE STUDY
- ON
THE STRATEGIES AND PLANS
FOR '
THE UPGRADING OF HEALTH STATUS
IN . .
THE REPUBLIC OF HONDURA

FINAL REPORT
(EXECUTIVE SUMMARY)
Preface _
1 etter of Transmittal
Brief Summary
List of Volumes
Map of Honduras
Plates
List of Contents
List of Figures and Tables
Acronyms/Abbrevialions
CONTENTS
1. INTRODUCTION 1
2. CONCEPTUAL DESIGN 4
3. PROBLEM DESCRIPTION 5
3.1 PRIORITY HEALTH PROBLEMS 5
3.2 FACTORS AFFECTING HEALTH OUTCOMES 11
4. PLANNING FRAMEWORK FOR THE MASTER HEALTH PLAN 25
4.1 GOALS AND TARGETS 25
4.2 SCENARIOS 26
5. MHP STRATEGIES 23
5.1 SYRATEGIES RELATED TO CONTEXT 28



5.2 STRATEGIES RELATED TO IIQUSEIIOLD AND COMMUNITY BEHAVIORS

3

5.3 STRATEGIES RELATED TO HEALTI SERVICES DELIVERY a3
6. MODEL HEALTH PROGRAMS 40
6.1 DEVELOPMENT OF MODEL HEALTH ARFA 40
6.2 MODEL PROGRAM FOR URBAN ARFA 40
6.3 PROGRAM FOR POVERTY AREA _ 48
6.4 PROGRAM FOR INTEGRATED DEVELOPMENT ARFA 55
7. IMPLEMENTATION PROGRAM 60
7.1 STAGE-WISE RESTRUCTURING OF HEALTH-RELATEB INSTITUTIONS 60
7.2 IIUMAN AND FINANCIAL RESOURCE ALLOCATION 61
7.3 EXTERNAL COOPERATION FOR TECHNOLOGY TRANSFER AND FINANCIAL ASSISTANCE 64
7.4 IMPLEMENTING SCIEDULE FOR URGENT NEEDS OF EXTERNAL COOPERATION 65
8. CONCLUSION AND RECOMMENDATION [i{
8.1 PRIORITY PROBLEMS 66
8.2 NATIONAL MASTER HEALTH PLAN 66
8.3 MODEL HEALTH PROGRAMS 6%
8.4 IMPLEMENTATION PROGRAM 13
8.5 FOLLOW-UP ACTION 78

Figures and Tables



Figure 1
Figure 2
Figure 3

Figure 4
Figure 5
Figure 6

Figure 7
Figure 8

Figure 9

Figure 10
Figure 11
Figure 12
Figure 13

Figure 14
Figure 15

Figure 16

Figure 17

Table 1

LIST OF FIGURES AND TABLES

Zoning and Area Mode! Health Program

Contribution of 15 strategies to priority health problems in urban area

Model project 1, option 1 in urban area: “AlDS Prevention and Information Center ”
and “Strengthening of the Health Unit of the Municipality of SPS in Health
Promotion and Education”

Model project 1, option 2 in urban area: “Health Promotion and Information Center”
Current situation and Model project 2 for urban area: “Reinforcement of CESAMO’s
Function”

Model project 3 for urban area: “Maintenance and Information Center for Medical
Facilities and Equipment”

Contribution of 15 strategies to priority health problems in the rural poverty area
Scope of the two priority model projects and the feasibility study for development of
“Healthy Village Model Program”

Model project 1: Establishment of “Healthy Village Training and Extension Center”
in the rural poverty area, Department of Intibuca

Model project 2: “Improvement of community members’ accessibility to health
scrvices” in the rural poverly area, Department of Intibuca

Contribution of 15 strategies to priority health problems in the urban poverty area

Model project 1: “Improved actions to promote social participation activities” in the
vrban poverty area, Tegucigalpa

Model project 2: “Improvement of awareness and utilization of the health service
network in the primary level” in the urban poverly area, Tegucigalpa

Burden of disease in Health Region No. 7 by sex, age and cause group - 1995
Institutional structure without projects proposed by NMHUP and Arca Model Health
Programs _

Institutional structure with projects proposed by NMHP and Area Model Health
Programs

MSP financial resources and expendilure

Main cause of discase burden in Health Region No. 7 in 1995 and the cost-
elfectiveness of the interventtons available for their control






AHMON
AIDS

- AIDSCAP

ARI
ASHONPLAFA
AV

AZT

BCH
BCIE
BHN
CAD
CDM
CENAMA
CISAL
CESAMO
CESAR
CESCCQ
CMI
CODA
COHDEFOR
COHEP
CONSUMI
COTIAS
DALY
DIMA
EAP

EMD
ENEER
ENESF
ENT

EP

FHIA
FRIS
GDP
GON

GIZ

HED
HRD
IBRD
IcU

IEC
IHADEA
1HSS

IMK
INFOP
IPPF
INBS
jocy
JUPSA
KAP
M&E

Acronyims / Abbreviations

¢ Asociacidn Hondurena de Municipalidades

: Acquired Immune Discase Syndiome

: AIDS Control and Prevention

: Acute Respiratory Infection

: Asociacién Hondureia de Planificacion Familiar

¢ Audie-visval equipment

. Azathioprine

: Banco Ceniral de 1tonduras

: Central American Bank for Integration and Economy
: Basic Horman Needs

: Computer Assisted Design

: Comité de Derechos de la Mujer

: Cenltro Nacional de Mantenimiento

: Special Health Commission

: Centro de Salud con Médico y Odontélogo

: Cenlro de Salud Rural

: Centro de Estudio para el Conirol de Contaminantes
: Clinica Mateino Infantil

: Consejo de Desarrollo Agricola

: Corporacién Hondurea de Desarrollo Forestal

: Consejo Hondurena de la Empresa Privada

: Consejo Superior del Ministerio :

: Technical Committee on Environment and Health

: Disability-Adjusted Life Years Lost

: Divisi6n de Ingenieria y Mantenimiento

: Economically Active Populalion-

: Engineering & Maintenance Division

: Empresa Nacional de Energia Elécirica

: Encuesta Nacional de Epidemiologia y Salud Familiar
: Ear, Nose and Throat

: Expanded Program fer Immunization

: Fundacién Hondurena de Investigacidén Agricola

: Fondo Hondurefio de fnversién Social

: Gross Domestic Product

: Government of Honduras

: German Cooperation Agency

: Health Education Division

: Human Resource Development Division

: International Bank for Reconstruction and Developement (World Bank)
: Intensive Care Unit

: Information, Education and Communication
: Instituto Henduredio de Alcolismo, Drogadiccidn y Farmaco Dependencia
: Instituto Hondureio de Seguridad Social

: Infant Mortality Rate

: Instituto de Formacion Profesional

: International Planned Parenthood Federation
: Junta Nacional de Bieneslar Social

: Japan Oveiseas Cooperalion Volunteer

: Jovenes Unidos Para la Salud

: Knowledge, Aptitude and Practices

: Mainterance and Bvaluation



MCH
Mup
MMR
MNR
MPH

MSP
MSPS
MTPS
MWM
NAC

NGO
NMHP
O&M
ONALSIDA
OPs

ORT
PAHO
PAN!
PCM
PDAE
PIAS
POSSS
PRAF
PROAGRO
PRONASSA
SANAA
See, RENN
SECPLAN
SEDA
SEP

SIDA

SPS

SPU

STD

TAS

YLD

YLL

Acronyms / Abbreviations

: Maternal Child Health

: Master Hcalth Flan

: Maternal Mortality Rate

. Magnetic Nuclear Resonance

: Maslers of Public Health

: Ministerio de Salud Pdblica

: Municipality of SPS

: Ministerio de Trabajo y Proleccion Social

: Men who have sex with men

: National AIDS Commillee

: Non-Governmental Organizalion

: National Master Health Plan

: Operation and Maintenance

: Comisién Nacional sobre SIDA {AIDS National Commission)
: Organizacién Panamericana para Ia Salud

: Osal Rehydration Therapy

: Pan American Health Organization

: Patronato Nacional de 1a Infancia

: Project Cycle Management

: Proyecto Demostrative de Agricultusa

: Investment Plan for Health and Environment

: Proceso de Organizaci6n y Simplificacidn del Sistema de Suminisicos
: Programa de Asignacidn Familiar

: Agricultuse Plan for Ficld Development

: Programa Nacional de Servicios de Salud . 2
. Servicio Nacional de Acueducios y Alcantarillado §:
. Secretaria de Recursos Naturales

: Sceretarfa de Planificacion, Coordinacidn y Presupuesto

. Secretaria del Ambicite :

: Sccretaria de Educacién Pablica

: Sindrome de lbmuno Deficiencia Acquirida

: San Pedro Sula

: Social Participation Unit

: Sexually Transmitted Discases

: Técnico en Operacidn y Mantcaimiento

¢ Ycarsof Life Disabled

: Ycarsof Life Lost




1. INTRODUCTION

The Republic of Honduras is located at the center of Central America, with common
borders with Guatemala and El Salvador to the West and with Nicaragua to the East.
Honduras also has the Caribbean sea to the North and the Pacific ocean to the South.
Honduras has a land area of 112,088 square kilometers consisting mainly of non-volcanic
mountains. Major portion (?0%) of the population has inhabited the highlahd areas of the

northern-centeal part of the country.

Its total population was estimated as approximately 5.5 million in 1995, and one third of
this population concentrates in the twe major cities, Tegucigalpa and San Pedro Sula. In
these metrapolitan areas, urbanization has brought various problems, such as an increasing
poverly, contamination of environment and urban social problems. On the other hand, in
the rural areas, lherc are areas with agricultural potentials bul also poor rural villages with
little resources. The divérsity of life-styles and great disparitly in cconomic status are

important issues that need to be considered in the Honduran development policy.

Health has been one of the most important sectors for the Government of Honduras and
international organizations have been extending development assistance to improve this
sector. Although these efforts have been contributing to health improvement of the
population, it ié recognized that to develop comprehensive énd imegrated plan is essential
for optimai use of the existing resources and for maximum improvement in health and

health scrvices._

In this regard, the Government of llonduras requested the Government of Japan to
implement the Study on the Strategies and Plans for the Upgrading of Health Status in the
Republic of Hondﬁras wilh the overall goal of developing Master Health Plan (MHP)
integrated with slratggicé and plans for the target years 61' 2000 and 2010. Upon receiving
the requcstr, -lhe. Govcmment of Japan dispatched a preliminary study team to Honduras.
Based on the Scope of Work (S/W) agreed upoﬁ by the two governments in April 1994,
the Sludyxxt:cam \Qas dispatche.d. to Honduras on January 21, 1995. After the onc and half

yéar study, the D-rg[t Final Report was presented on ] uly 24, 1996.

The Study was conducted by System Scicace Consultants Inc. (SSC) in association with

Management Scicnces for Health {MSH) with the following schedule:



Phasc I Study:  January 6 - March 31, 1995

for developing inter-sectoral strategies
Phase Il Study:  Yunc 12 - December 27, 1995

for formulating an integrated master health plan -
Phase Il Study: January 25 - October 24, 1996

for completing master health plan with iniplementation plans
Continuous collaboration was provided by 'CONSUMI,‘ Coordination Commillee
consisting of the representatives and counterparis of MSP, SECPIAN, RRNN, SEP,
SEDA, SANAA and IHSS. The study team subrnilted a progress report and an interim
report for each phase and the contents have been ‘approved by?lhese institutions. In

addition, - technical counterparts from' the MSP and other relevant instilulions were

involved in the various stages of the elaboratlon of the MSP

During thc Phase | Study, Ihe Study team conducted field visits to identify the ciistin'g
health and health-related conditions, also assessed from existing data provided hsr
concerned agencncs In addition, workshops have been held to idchtify priority health
problems and to formulate basic strategies uhlmng the problem analys;s (ZOPP) method

developed by GTZ.

Sample survey was ‘implementcd in the Phasc Il Study to clafify household aﬁd
community behavior, to asscsé op'erational conditions of health facililieé, and to evaluale
behaviors of exit patients, In order to formulate model health programs based upon
consensus of concerned people, workshops and discussions were held both at the central
level and local level during the Phase [I} Study. For the model program development,

social participation was essé:ntial as one.of the key approaches.

Additionally, dunng the Phase 11 of the S(udy, a series of weekly meelmgs were held
altended by the Vlcc Minister for Service Network, the Vice anter for Insllluuonal
Development and Scctoral Policy, and relevant Counlcrparls to review the slrategws
proposed in the Master Health Plan and tb’aéknowlédge the recent advances in existing
national programs and ;ﬁojccts. The themes discussed were access to health sérviccs,
extension of the service network, improvement of prﬂblefn-sdlving capac{iy, referral

system, facility/equipment maintenance, environmental health, occupational healih, water



and sanitation, human resources development, health education, social participation, and

health financing.



2. CONCEPTUAL DESIGN

The analysis was made focusing on three broad dimensions which affect health outcomes;
namely context, household/community behaviors, and health service delivery in order to
explore the ways of modifying these dimensions for improvement of health conditions in

Honduras, as explained in the following paragraphs:

As for the context, the health of a society reflects many factors, some of which are deeply
rooted in the nature of the selling: its geography, demography, economic resources and
social context. Issues related to the context establish the fundamental conditions of risk,
which generate the baseline incidence and prevalence of death, illness and disability.

Improving these contextual factors is a central goal of all society development plans.

Individual and houschold behaviors rooted in ignorance, arlificially limited choices, and
Iraditional behaviors often worsen the impacts caused by inadequate resources, poor
infrastructure, hostite geography, and low-level education. Changes in these behaviors are
expected to improve health outcomes without necessarily addressing the fundamental

inadequacy of supply.

Adequate access to a network of health facilities and institutions offers a wide and
comprchensive range of services and organizational efforts, which leads to improvement
of the quality and effectiveness of these services and contributes to minimizing the

morbidity and morlality associated with a given level of risk.

rg\—
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3. PROBLEM DESCRIPTION

3.1 Priority health problems

The following eleven major health problems were identified through the workshop held in
Phase I Study.

3.1.4 High levels of infant mortality
Although significant progress has been registered in Honduras in the last twenty years,

[nfant Mortality Rate (IMR, 49.9 per thousands in 1990) is still high, in comparison with
the international and regional standards. Morcover, the difference between the urban and
roral IMRs has remained the same, reflecting a prevailing pattern of inequality of health

slatus determined by living conditions. The current levels of IMR can be attributed to the

following three basic discase components: diarthea diseases, acute respiratory infeciions

and pncumonia, and also complex of perinatal diseases.

3.1.2 High levels of maternal mortality
High maternal mortality ratio, which was an unrecognized problem until recently, were

documented in Honduras in 1990 through a nationwide survey of mortalily in Women of
Child Bearing Age. (WCBA, 12 to 50 years cld). The overall MMR was 221/100,000 live
births. The average national ratio, however, covers large regional differcnces; Two thirds
of all deaths in WCBA and two thirds of maternal deaths occurred outside of hospitals,
indicating a serious problem of poor accessibility to obstetrical care. Hemorrhage was by
far the most frequent cause of non-hospital deaths, whereas infections and hypertensive
problems dominated among the hospital deaths. Major risk factors were identified as ages
above 35 years old and parity over 4. Low levels of maternal education, rural residence

and single civil status were also recognized as risk faclors for maternal deaths,

3.1.3 High prevalence of malnutrition, absence of food security
The natural history of malnutrition in Honduras is relatively well known: child growth

follows standard patterns unlil the fourth month. Then, prematuare introduction of other
foods and: high. prevalence of infectious diseases progressively lead to an established

deficit in growth and development. Protein-energy malnutrition is not limited to children.



Both calories and protein uptake are low compared fo the world standards. The protein-
caloric deficit is associated with deficits in specific micronutrients: anemia is widespread
among children and pregnant/lactating women, owing both (o an importém patasite load
and id deficient consumption. Low levels of Vitamin A have also been detected in the
same population groups, leading to the implementation of supplement and fortification
programs. lodine deficit is a local problem being addressed through salt fortification in the

mounlainous regions of central and westera Honduras,

3.1.4 Limited access to water and hasic sanitation .
The intensive cducation campaign and acceleration of infrastructure building that took

place at outbreak of Cholera in 1991 were shown to be associated with overall decrease in
the incidence of diarrheé discascs in children under 5 ycéfs old. Access to water has Becn
greatly improved in the last fow years because of aclivities linked with the Infancy and
Childhood Development Plan. However, a large number of residents in the urban

marginal area of Tegucigalpa still have to buy water from trucks.

The availability of washable or hydraulic latrines has been improved in récent years but
still very tow in the rural area. The large majority. of wasle water and sewage flows
directly back into the river because of lack of treatment plants, Garbage disposal is
organized in the main cities and garbage is vsed as landfill, Elimination of hospital
biological wastes by burning is not yet universal, as not all hospitals have incinerators. It
should be emphasized that the water and sanilation problem is now being perceived by the
concerned inslitulions as an integral part of the overall environmental control problem.
Another important aspect of water managenient is ils role in the natural history and control

of veclor-borne discascs.

3.1.5 High incidence of AIDS and sexually transmitted diseases
With only 17 percent of the population of the sub-region, Honduras has 57% of the

reported AIDS cases (4,142 cases reported since 1985). San Pedro Sula has the:highest
rate of infection in the counlry. For the year 2000, between 10 and ‘17 percent of the
population of San Pedro Sula is expected to be infected with the virus, while a minimum

of 3,200 new AIDS cases would be reported annnally by the end of the century.




Both public and private sectors have implemented educational programs; however, the
public sector in-schoo! program is in a development stage. A number of NGOs have
begun to undertake targeted comprehensive prevention programs aimed at the highest risk
populations. USAID has provided a large supply of condoms for both the public and

private sectors through the public sector logistics systems.

PAHO has assisted in the creation and operélioll of the National AIDS Commission and
the logistics for a safe blood supply. World Bank and the UN have assisted a variety of
small educational and training activities. In 1995, USAlb provided a major amount of
funding and lechnic_al. assista.n_ce for both public and private seclor activities, and this
support is scheduted to continue until August of 1997. Honduras is known to be on the

USAID list of priority countries for the next initiative.

As more and more AIDS cases and deaths are inevitable, the needs for hospices, honie
care, and education to diminish rejection of AIDS sufferers will increase. Tn 1993, the
estimated cost to care for AIDS patients was Lps. 6 million in SPS and Lps. 2 million in
Tegucigalpa, These costs are projecied to rise to Lps. 21-29 million in SPS and Lps. 12-32

million in Tegucigalpa by the end of the century.

3.1.6 High incidence of vector-borne diseases ‘
Malaria, dengue, and Chagas discase and leishmaniasis are the major vector-borne diseascs

observed in Honduras. - The burden of malaria is mainly one of frequent morbidity and
temporary disability in the economically active population, especially those seasonally
employed in banana, rice or sugar cane ficlds. In addition to the natural conditions, the
epidemiological profile for. malaria has been determined in the recent years by the
fluctuating - patterns of control program organization {i.c., vertical and horizontal/
decentralized), with a yearly parasitic incidence oscillating between 5 and 18 cascs per
1,000 persons.

During the past few ye;érs; outbreaks of common dc_ngi!f: have been registered in the main
ciliés of Tegucigalpa, Danji,_ Comayagué, La Ceiba and Puerto Coilés. "l‘wo cascs of

hemorrhagic denguc were re_porlcd in 1993.: In 1995, 18,152 clinical cases were reported

to the MSP and 2,601 cases were corlfi_rmeq by scr_olo_gic examination. Secrologic control



of blood donors in 1995 revealed prevatence of 1.9% for MSP, 1.2% for the Honduran
Red Cross and the 1HSS: The rate of seropositivity has been maintained constant between
1.35 and 1.6% since 1992,

3.1.7 Migh mortality and morbidity frowm accidents
The civil death register shows that exlernal causes are the first cause of death (28% in

1990) among the male population, although more than one third of the deaths were linked
to homicides. Accidents, homicides and suicides were the lhird cause of death among
women of reproduclive age, according to the maternal mortality survey., Among the
factors implicated in the increase in traffic accidenfé, in parlibular' during vacation times,
arc the lack of road signs, eépécially for night time driving; the low level of maintenance
of heavy vehicles; the lack of rospect for driving rules and enforcement of traffic
regulations; the lack of traffic-related education of both drivers and pedestrians; a cerlain
culture of fatalism, linked to the “machismo” concept; and above all, the high level of
alcoholism, which has been shown to be implicated in 80% of road accidents. The actual

extent of home accidents, especially among children is not known with accuracy.

3.1.8 Iligh mortality and morbidity from violence
Although there are no national data related to intra-family violence, usually directed to

womten and chiidren, and to peer violence, several recent studies have investigated the
exlent, characteristics and causes of these phenomenon, deeply rooted in cultural patierns
“machismo”, lack of conflict-solving education, alcoholism etc.). On the other hand, the
recent increase in violence linked to common delinquency is accentuated by the easy
availabilily of all sorts of weapons, including heavy automatic guns, and by increasingly
visible socio-economic dilferences. A specific aspect of violence is that of the children of

the street.  Liutle institutional answer is available, except from the NGO sector,

3.1.9 Increasing mortality/morbidity from chronic degenerative diseases
The burden of malignant diseases and chronic cardiac- vascular and endocrine ailments on

the health system is likely to increase in Honduras in the next fcw years, as a better control
of infectious diseases and malernal mortality allows for a longer lifc eXpeciéncy (the

current levels were estimated at 67 years in the 1988 Census). The increascd interest



manifested in this category of diseases stems from the felt need to act now on prevention,
rather than 15 years from now, when the control and treatment costs will be unaffordable

for the country.

Ma!igﬁanl tumors were found to be the fourth cause of death among WCBA, wilh utcrine
cervix cancer responsible for 5% of total deaths in WCBA. Death from cardiovascular
discases and diabetes mellitus represented 12% and 2% in 1993, respectively, of all
hospital deaths. Of concern as emerging causal factors of mortality and morbidity are¢ the
changes occurring in the Honduran urban population: increase in sedentary behavior and
consumption of fat in the upper/middic class, high prevalence of alcoholism and tobacco

addiction.

3.5.10 Insufﬁclent level of activities in envnonmelml health
The Ministry of Environment (SEDA) was created in 1993 fo enforce the E nwmnmenlal

Law {(“Ley General del Ambicnte”), formulate envitonment policies and coordinate
cnvitonment-related actions on the National Territory. The Honduras Environmental
Development Project financed by the World Bank aims at strengthening instilutional

capacily and supporl municipal projects.

Recent official initiatives linking health and environment are pushing towards regional
integration though the several rounds of ECOSAL Conferences -and the regional
Investment Plan for Health and Environment (PJAS) discussed in the Inter-institutional
Technical Committee on  Environment and Health (COTIAS), which schedules
investntents for rehabilitation and new infrastructure. in Environment Protection and
Conltrol and Health Care. Needs for the Latin American/Caribbean Region were eslimated
at US$ 217 mllllOﬂS for the period 1992 2004 and an investment fund was to be crealed

for this purpose.

Thq CESCCO (Ceater for S:!udics and Contro! of Contaminants) was created in 1986, with
join.t funding for ten ycars by the Government of Honduras, the Swiss Government
Cooperation and PAHO. Hs objectives are the development of an ill-;rcsligalivc and
administralive institutional structure for the study and control of contaminants, with

consolidation and self-financing scheduted for the 3" phase (1992-96),



3.1L.11 Insufficient level of activitics in occupational health
Honduras entered the International. Labor Organization in 1959 and since then, has

benefited from the support of the International Labor Organization and the Government of
Spain. The National Workers Health Plan, elaborated in October 1992 by the National
Commission on Occupalional Heaith, estimated the economi'cally aclive population at

1 6’?4 650, that is 31.8% of the total populauon

In addition to the MSP, the Ministry of Work and Social Prevision (MTPS) and the 1HSS
- also contribute to the implementation of occupational health activities. The MTPS covers
roughly 160,000 workers in all depariments, while the 1HSS covers arcund 180,000, The
IHSS has developed modalities for health services delivery on worksite {“salud-empresa’)

in order to increase coverage.

Six health problems related to the working cavironment have alteacted particular attention
from medical authorities:

+ work accidents;

*+ peslicide intoxication of workers;

* noise in the manufacturing sector;

* the widespread use of chemical products;

* reproductive health for female work force;

+ mgatal health problems, such as depression and alcoholism.
More specif‘ic problems in the health sector includes occupational risk for laboratory
workers (AIDS and Hepatitis lransnuqsmn) X-ray technicians, staff in chargc of hospltal
waste and psychiatric hosp:tal workers. Lillle data are currently available on these toplcs
Information has started to be collected by the MTPS but needs to be organized into a

uvsable data bank,

The Workers® Health Plan includes the creation of a National fund, financed by an
increased social security contribution from workers and employers, that would finance

occupational health activitics (not including pensions for work-related health disorders).

{1]



3.2 Factors affecting healith outcomes

3.2.4 Factors related to context

- (A) Natural conditions
Climatic conditions play an esscnlial role in the prevailing epidemiological patterns,
especially with regards to distribution of vector-borne diseases, a main problem in the

north-eastern areas. Difficult geographical conditions explain some prablems of access to

services (hat characterize the western and castern part of the country.

(B) Econoinic conditions
Sustainable improvements in health will have to be implemented within weak cconomic

structure, Public sector deficits are not sufficiently controllable by public authorities to be
modified greatly in the short term. The relatively large volume of public sector
employment and the consequent large share of public budget used to pay salaries adds to
the political complexity. Few short run solutions to these fundamental siruclural problems
present themselves and this reality will limit both the implementation and the impacts of

the actions proposed here.

{C} Social condifions - - e _
Levels of poverly can be eslimated through different methods, one of which is the

estimation of per capita GDP. The figure for Honduras ranks this country among the poor
countries, compared to a world average. The historical and cullural context in Honduras,
as well as the delerioration of general socio-economic conditions within the last decade
have both contributed 1o determine the present condilion of women, still chacacterized by
inequality.

The detcrioraii'on of living conditions and rapi'd population growth have led to significant
rural-urban migraiion; more fréqucm among, you'ng- women, especially with the recent

installation of labor-intensive, &inly-frcc industries (“maquilas™) in the noithern part of the

“counlry.
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(D) Regional development R
In spite of the promotion of decentralization pelicy, there is a lack of systemalic regional

development strategy, except for the two major cities. Even in the development strategics
for those two cities, unplanned and densely populated sctilements which are mostly located

in the fringes of the cities are not welt-considered.

Given the saturation level have reached closely to the m_aximu.m, efforts would be
dedicated to the promotion and development of new “poles”, centered around smaller
cities such as Comayagua, Choluteca, El Progfcso,. Juticalpa, La Ceiba, Tocoa and Trujillo
where agricultural resources coexist with potential for industry and services development,
according to SECOPT. That would offer mnore employment opporlunitics and better social

services, and consequently improve living conditions of the urban marginal population.

(E) Access to food

(1) Government policies
Two policy statements have becn published from the government., The first one is

“Lineamientos de Politica de Seguridad Alimeataria Nutricional, 1995-1998” (Guidelines
for policy on nutrition and food sccurity) issued by SECPLAN. The other policy is the
“Plan Agricola para ¢l Desarrollo del Campo, (PROAGRO) 1995-1998” (Agriculture plan
for field development) issued by Conscjo de Desarrolio Agricola - CODA - {Agriculture
Development  Committee), which relates to the agricullural policies within ‘the

macrocconomic framework and the scctoral topics.

{2) Present action on agricultura! development
UNDP has shifted to a “Project-wise Approach”, which implies better coordination, and

focuses particularly on poverly alleviation and education. On the other hand, FAO still
cmphasizes lcéhnicai cooperation style to solve bottlenecks in this area. IManj_r bilateral
donors and NGOs are working indcp_endently in agricﬁllural dévclbpmcnt to solve food
sccurity.problcms in the counfry. Almost all projcélé include not oﬁly a direct .produc_!ipn
component, but also supporling components such as access to credit, nutritional e&uéaiion
and market information sysiem. Such supporting systems are very impdrlanl to improve

farmers’ living standards.
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{3) Present action on “Food Security”
Much effort has currently been done by two institutions: CARE, funded by USAID, and

PRAF, supported by UNDP and funded by the Central American Bank for Intcgration and
Economy (BCIE). They both assist the Central Government in the implementation of the
social compensation program through the food security strategy and cooperate wilh the
Ministry of Health. PRAF has issued “Food Coubons” to mothers heads of houschold for
which family monthly income is less than Lps. 400. PRAF also promotes survival

strategics of rural women by assisting in acquisition and opcration of micro-business.

(F) Water, sanitation and other environment
(1) Master / Aclion Plan for Water and Sanitation
UNICEF/SANAA has initiated the Preparation of Municipal Water and Sanitation Plans
for the national level. The aim is to obtain funds to implement the municipal plans based
on low cost technologies and to promote the rational use of water and financial resources.
Infrastructure construction for wéter projects is béing managed by MSP in small
comrmunities and by SANAA in larger ones. A few cities, such as San Pedro Sula (with
DIMA) manage.lhei:. own system, an orientation sirongly supported under the State
Modernization plan. ‘To promote the decentralization of waler management and services
to the mummpahuas Iralnlng of technicians in walcr storage, liquid waste and sanitation
arcas haS begun in 35 municipalitics. Eventually enough municipalily technicians witl be

trained to undertake and manage the municipalities’ water and sanitation plans.

3.2.2 Factors refated to household and community behaviors
(A} Culturallanthiropological aspects
(1) Ethnic groups and traditional believes and practices
There is little cultural resistance to accept the institutional health services provided by the
governmenl, seen as a complement o traditional providers. ladeed, people living in the
isolated arcas emphasized the poor accessibilily due to insufficicnt cxtension of the
network of health services and providers, and to the high cost of medicines in private
drugstores. Interestingly, the MSP and NGO health providers in the Lenca arca of Ia

Esperanza have beei promoting the use of traditional herbal medicine. On the other hand,
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traditional providers do keep a stock of weslern medicines that lhey give to some of their

paticnls.

(2) "Machismo”, women' slatus and sexuality :
Among the Latin population of Honduras, the most influential cultural patlemn is the

coontry’s brand of “machismo”, mosily sustained by male attitudes and behaviors, but
also imbedded in women’s cducation and perspectives. “Machismo” is commonly held as
the most important causal factor in the persisting lower social status of the woman, high
fertility rates, irresponsible sexuality and fatherhood pattens, fcsislance to more extended
use of cffective family planning methods and diffusion of STDs and AIDS. However, it
should be noted that persistent high fertility role models in ethnic population also

correspond to concerns with population survival.

(B). Social participation
Social participation programs will be divided into the followmg three calegones

v Category A
(programs which require commumty patticipation in supporting roles only):
They are fully dependent upon exlernal executors for programming.

»  Category B
(Programs which train (:c:)mmunil}r members to' make them reach self-sufficiency

level): Community snembers receive training, but are not mvolved in the dec;slon
making process. ‘ :

¢« Category C
(Programs which include community menbers in the actual p}annmg process):
Community members form part of the directive board of programs, wuh a vmcc in
their management and development.

(C} Hiiteracyleducation
Honduras still has a high illiteracy rate (32%), explained by the following problems in the

cducation systeni:

I) Low coverage of preschool, secondary and liig!:er education

2) Lack of primary school teachers:
in 1992, 42% of the countey’s schools had only one teacher for ali grades

3) Centralized, inefficient structure: : :
impeding proper management of resources, iack of coordmat:on beiween levels.

4) Consiraints from the teachers’ pom: of view:
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lack of oppottunitics for carecr and meril-based promotion, decrease of social stalus,
and low levels of real salary (50% decrease in the last 10 years)

5} Financing of educatiomn:
Even though the cducation budget rupresemed in 1992 was 54% of the state’s social
expenditures, 97% of this was spent in salaries and current operating cost, leaving only
3% for investment. However, this sector of activitics has been supplemented since
1990 by the social compensation programs (construction and repair of schools by
FHIS). In addition, there is a fundamental inequity in the spending of public education
funds by educational levels (more funding for superior schools),

(D) Demographic structure and dynamiics
Based upon the 1974 and 1988 Houschold Census data, Honduran popuhllon for 1993

was estimated at 5,173,141, with a 2.8% growth rate, which implies a population doubling
time of 26 yecars. Increase in life expectancy, due to steady fall in mortality rates, will
bring an increase in the proportion of elderly people, thus modilying the epidemiological
profilc (more¢ chronic degenerative diseases), increasing the burden on pension systems
and on the economically active population, Continuing rural-urban migration, in the
absence of strict urban planning, will increase the proportion of marginal arcas in

large/medium cities and increase the burden on health services in these areas.

The total fertility rate was still 5.2 in 1991-92, in spite of a contraceptive prevalence rate of
46% (including traditional methods). There is an unsatisfied demand for family planning
which needs to overcome organization and motivation obstacles within the institulions and
deep cultural péltems in the 'population. In particular, there is a need to work niore closely

with men.

(I} Health related eduication
~ {1} MSP activities .
Health education activities in the MSP are dirccted by the Health Education Division,
which includes both medical and communication lechnical staff and disposes of audio-
visual equipment for preparation of education material. Regional health teams have a
human resource development/communication person in charge of distributing printed

education material to the health facilities and training personnel.
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(2) Other sources
The 1HSS has developed a series of videotape education material, mainly on reproductive

risk and maternal health concepts, to show in the institution’s clinics and hospitals waiting
room. ASHONPLAFA has also its own printed matcrial, the contents of which has been
reviewed with MSP technical staff for consistency. NGOs either use the MSP or
ASHONPLAFA material or an adapted version of the samé, more rarely producﬁng their
own. There are a small nismber of health-related national radio or TV emissions, where
MSP and IHSS personnel arc frequently invited and thus offered an opportunity to diffuse
their institutions’ policies and guidelines. Breastfeeding promotion, in particulat, has

benefited from a strong and frequent presence on the air.

(3) Intersectoral activities :
Since 1989, an integrated plan was implemented to provide school teachers with technical

supporl. material (self training modules) and organize methodology/contents training
sessions conducted by joint MSP/SEP teams. More recently, AIDS-related education

activitics have been iniliated as a joint action of both ministries.

3.2.3 Factors related to the delivery of health services

(A) Health poficies. o .
The principles of equily (availability of equal services to rich and poor), efficiency

(lowering costs), effectiveness (anticipated results are obtained), and social participation
have been maintained throughout periods of relatively liberal spending in the social Isector,
as well as during the more difficult times, linked to the ¢conomic structural adjustment.
The “global option” principles prevailing under the latter conditions emphasized three
critical orientations: food sec.ur_ity, basic water and sanitalion,. and access 10 health

services.

More recently, another guiding policy of the .Honduran government has been the slate
modernization project and it focuses on decentralization, wilh more responsibilities, and
implicitly more means, to be given to the municipal level.. In the health scctor, this has
been interpreted as the need lo promote and organize participation of the local community

in the identification of their needs and problems and, eventually, in the tocal
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administration of the health services. In June 1994, the 293 mayors of Honduras agreed to
support the “Plan de Accién Nacional Desarrollo Humano, Infancia y Juventud” and use it
as a base to develop their own municipal plans. A year later, they committed themselves
lo supporl the “Pacto de la Infancia” whereby municipalities will identify munieipal
programs, projects and activities directed to children, making these a priority over other

pressures.

The decentralization process complements the impacl of local programming, an older
strategy already implemented by the MSP to improve the response o local needs and
better reach the population with low or very low access to heallh services. Local
programming involves bottom-to-top strategies and local intersectoral coordination in
problem identification and resource allocation. The process is based on the needs and
characteristics of the individual “espacio-poblaciones”, i.e., each health service providing
vnil and its catchment area, lLocal problems arc identified, based on the available human
and financial resources priorities are set and activities which can in fact be accomplished

are programmed.

(B) Laws and regulations
Although health - related laws already exist or have been drafted, their aclual

implementation is hampered by lack of specific regulations .and controls by the
corresponding government institutions. - Response to cmergency demands overrule
eslablished processes. Although the Social Security Eaw permits “breaking” the Lps. 600
salary ceiling, technicalitics and some opposition from employers, unions and the

establishment have not resulted in changes on a ceiling set more than 30 years ago.

The muaicipality law establishes the teansfer of funds to the municipalilics, but in reality,
full transfers have not been made yet. Drug procurement still requires improvements.
Despite the crcation of the Special Health Commission and the Special Procurement
Office, differences in interpretation of the articles of the Agreements which created these

two units slow down the acquisition pracess.
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(C) Institutions and organization of the health sector
There is insufficient coordination amongst institutions workmg in the hcalth scctor, thus

resulting in inefficient use of available phys:cal and human resources to solve the existing
health problems. The MSP and IHSS duplicate primary health care services; the IHSS
provides tertiary carc that the MSP also tries to provide. Although the MSP is responsible
for providing water and sanitaiioxﬂo communilies ﬁf less than 2,000 inha.'oiianls and
SANAA to bigger communilics, limited coordination results in misuse of scarce resources

and deficicot provision of services.

The MSP is too concerned with the provision of services, yet there are not encugh
resources for regulation and standard setting, for monitoring and supervision. Private for

profit sector is mainly located in urban arcas and thus has limited coverage.

FHIS activities appear to overlap andfor take over the mandates for which other
institutions exist, Close coordination is- required between FHIS, SANAA and the
Programa Nacional de Seivicios de Salud (PRONASSA), the MSP unit responsible for

construction and maintenance of health facilitics.

(D)) Organization{facility management
Rural health centers, especially those where an auxiliary nurse is the only staff present, are

frequently closed because the auxiliary nurse is on sick or maternily leave, is performing
outreach activities, or is attending a iraining course. . Employces’” wages are increased due
to fabor union pressures, but institutional budgets are not increased to meet these recurrent
personnel cost increascs; as a result, non fixed costs, such as maintenance, supplies, and

supervision, are suffercd.

Generally speaking, crisis management and national emergencies prevent achievement of
scheduled activities at local and regional level. Hospital and regional budgets are not
decentralized because it is difficult to meet progranimed activities and acquire services and
supplies when nceded: . The limited - budge! - and priorily assigned - to 'préven_tivc
maintenance of equipment, vehicles and infrastructure, and . the lack of corresponding
items in most donors’ projects results in short lives for these assets. Few region and

hospital dircctors have administration/management training or cxperience and have to face
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strong local political pressures. Union pressures and the goal of “health for all” limils the

reduction in the MSP’s role and the increase in the patients’ participation.

Excessive centralization at the [HSS slows down administrative procedures. Large
contributions from the north western affiliates (San Pedro Sula and vicinitics) may be

subsidizing the entire system.

Cost recovery policies arc not fully implemented and charges have not kept up with
inflation. Exemption policics are not always applied properly. There is a need to improve
cost recovery incentives. However, most of the community participation to date in health
facilities activities arc related to material, financial and in-kind contributions rather than

participation in management and decision making.

(E) Referral systein
Although the reference form is usually filled out, as it is nceded to ensure that the patient is

attended at the secondary fevel, the counter-reference form was found to have been wrilten
in only 1.4% of references send during a three month period. Deficient interpersonal
relationships - between institutional and community personnel, and inadequate patient
reception i}alletns often prevent the community health workers from sending patients.
Stockout of supplies or drugs in a given health center are rapidly known by the clicnt
population, who then bypasses its assigned facilily; the presence of a physician is also a

fiequent reason for bypassing CESARes in favor of CESAMOs.

The absence of separate primary level facilities in the health regions’ main towns and in
the two main cilies (Tegucigalpa, SPS) implies that often this primary care role is taken
over by secondary or tertiary care instilutions. The specific problems of the lack of low
risk maternity wards and night-time emergency facility in Tegucigatpa and San Pedro Sula,
with the subséquént Congéslioh of supposedly tcrl'iary care facililies, is onc of the main

examples,

(F) Drug supply logistics

(1) The public sector drug supply situation
Onc of the biggest problems facing health care is the chronic shortage of drugs and

nicdical supplies in public health institutions. The field survey showed that only one third
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of out-paticnl receive either a portion or all of the medicines prescribed in the facility they
visit. In those cases, private pharmacies are the most common way to purchase medicines
not provided by the original health provider. The chronic drug shortage causes
dissatisfaction among health institutional personnel and a loss of trust by the general
public. As IHSS drug supply system is similar to the MSP system, the situation in IHSS

institutions is also similar.

(2} The drug budget
Although the government has made cfforts to sccure a stronger drug budgel within the

limited public health budget, high inflation, population growth, rising drug prices and
expanded health care coverage has limited the government’s ability to purchase enough

drugs to meet the nation’s needs.

{3) Procurement System S
The centralized purchase of drugs is done through a public bidding. Previously,

centralized purchases were made by the National Procurement Office. After this office
was eliminated in April 1995, the MSP cstablished its own Special Procurement Division
in July to oversee its own purchases. This newly created office is expected to improve the

tengthy process used by the National Procurement Office.

(4) Programming, storage and distribution .
The major problein facing the programming system is the reliability level of the estimates.

The system impm?emcnts’; implentented by the Health Sector 11 Project, an effective
approach to drug managenient, critically needs supervision and support by regional and

arca offices.

The regional office is responsible for the distribution of drugs from the regional warchouse
to cach health center. It usually lacks sufficient lransportali'on and must often rely on local

transportation or people who come to the office for other matters.
{5} Use of Drugs

Frequent irrational prescriptions are wasling limited resources and promoling the use of

expensive drugs. Pharmacists do not have the authority to replace a prescribed medicine
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with a less expensive generic drug. Hospilals should have an aclive therapeutic commilice
to discuss and control the irrational use of drugs. Doctors are not always cooperative and

existing commitlees are not active.

(G) Facilities and equipment
Insufficient maintenance conditions of medical facilities/ equipment is a common problem

in Henduras.,

(1} Lack of service network for donated products from foreign aid
Lack of standardization for medical equipment is partly responsible for heterogeneous

procurcment by foreign assistance, a problem made woise due to limited availability of
spare parts and technical information. Furthermore, a rather small domestic market for

medical equipment acts as an obstacle to develop service nelworks from the private sector.

(2) - Financial restrictions
The MSP cannot alford the cost of contracts with privale scctor to maintain their medical

cquipment, since public facilities, including HISS hospitals and CESAMOs and CESARs
can’t allocate sufficient budget for maintenance, rchabilitation or repair works, even taking

into account the cost recovery systems.

(3) Institutiona! definition problem in MSP
Currently, livo departments of MSP, CENAMA and PRONASSA are involved in facilitics

maintenance. PRONASSA is responsible for renovation, rehabilitation and ¢xpansion of
facilitics as well as project management and planning while CENAMA is mainly in charge
of supervision of installation works, training, documentation and maintenance/repair work
of facilities and equipment. However, the above demarcation doesn’t scem to be clear

between these two departments, resulling in insufficient coordination and collaboration.

(4) Capability of maintenance staff
Though each public hospital has its own technical staffs for maintenance, personnel needs

10 be retrained for knowledge and skills relevant to repair works and also for preventive

maintenance and q‘u'al:i!y control. It is difficult for PRONASSA and CENAMA to supporl
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all MSP and other public medical facilities in Honduras with their limited financial and

huinan resources.

(1) Human resources development, training and supervision
The MSP currently employs 1,067 physicians, 526 professional nurses, 3,764 auxiliary

nurses, 100 dentists and 59 microbiologists. In 1993, the IHSS employed 387 physicians,
120 professional nurses, 600 auxiliary nurses and 19 odontologists. ‘The Physicians
Association reports, for 1994, 3,961 active physicians in Honduras, among them 1,409
specialists and 2,552 general practilioners. - The working conditions (i.e., salary scales,
incentives for workhg in remote locations or with ‘spelc'iﬁc professional health risks) of
most public seclor health personnel, is woefully inadequate when compared to their

ckpcricncc and level of responsibility and to the current cost of living.

The ratio of physfcians and nurses to population is very low, especially in the rural arcas
and these arcas of highest needs; the nursef/physician ratio is also quite low. - Most
professionals prefer to stay in the larger cities and/or fill administrative positions and do
not provide direct health care services to the population. Newly graduated physicians in
charge of CESAMOs, are often not knowledgeable of the policies and slrategies of the
MSP. Their training generally has a strong curative emphasis. The problem is similar for

newly graduated professional nurses in charge of supervision at sector or area level,

In service refresher courses using the trickle-down method for _qperalibnal_élal_‘t‘ hai_fe not
had the expecled result on the qualily of services. Among other health professionals, there
is a notable lack of taboratory technicians and most of all, maintenance technicians,
leading to shorter life of donated material and equipment. Supporlive supervision is
hampered by lack of political support (priority activity) and logisl,i.cs‘p_mbler'n_s_. Lack of
unificd model and system for supervision makes it difficult to organize and maintain

training.

() Health financing E S : . ,
All systems operate with inadequate resources reflecting budgetary deficicncics -and

institutional limitations. For MSP, resource limits are worsened by severe cash flow

problems related in part to the inclusion of SANAA funds in the MSP budget and in part
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10 the difficultics associated with centralized resource management, In a relalive sense,
however, public health has been supported consistently in the public budget. The MSP
receiving between 9 to 109% of national central government funds over the last decade. As
a result, Honduras has spent approximately 2.5% of GDP on public health services.

Significant increases in this share would not be expected during the life of the NMHP.

On a per capita basis, the MSP budget has been increasing Lps. 70.9 in 1990 to Lps. 128.3
in 1995. Although still smatll, user fees represent a growing source of revenue for the
MSP, increasing from Lps, 1.18 to Lps 2.49 over the same period. The importance of user
fees varies considerably among institutions. Although national hospitals generated the
most revenues, user fees represented only 2.83% of their budgets as compared to 3.52%

and 4.95% for regional and area hospitals respectively.

The Honduran Social Security program (IHSS) covers approximately 20% of the
population, concentrated primarily in the Tegucigalpa and San Pedro Sula arcas. This
represents over one million beneficiarics. The system is financed by a tax on wages up to
the level of Lps. 600 per month. This limit has remained unchanged since the
establishment of the program over 25 years ago when it represented 10 times the official
minimum salary. It currently covers the wages of fewer than 20% and represents less than
the current minimum salary. Failure to modify the financing of IHSS has limited greatly
the ability of the system to meet ils original objectives of providing more comprehensive

services to a growing proportion of Hondurans.

Oulside of the Tegucigalpa/San Pedro Sula area, IHSS acts as an insurer and contracts with
public or privale providers to deliver services to beneficiarics. This aclivily has been
expanded in recent years and is likely to be the source of IHSS growth in the future. In
these setlings, IHSS contracts typically call for premiums to be paid on a higher level of
salary and represent a significant difference in both the financing and the service provision

aclivities of 1HSS.

Although the private sector role in service provision is not well docuntented, their role in
service provision is important. In the Tegucigalpa/SPS area, over half of the curative care

visits were obtained from privale providers. For the sample as a whole, over 45% of the

~ curative care visits were to private providers, a share only slightly less than that {or the
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public providers (47%). Even for preventive services, the private provider was an
important source accounting for 27% of all such visits. For hospilalization, the rolc of the
private provider is less important with only 13.3% of the hospitalizations coming from that

source. However, that share is only slightly lower than the 1HSS share of 15.7%.
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4. PLANNING FRAMEWORK FOR THE MASTER HEALTH PLAN

4.1 Goals and targets
The goal of the Master Health Plan (MHP) is to improve the health status of the Honduran

population through the resolution of eleven priority health problems and the improvement

of facters that aftect health outcomes.

Goals of Master Health Plan

. " priotilf health problems 1990 1996 2000 2010
L. infant mortalily rate(/1,000) 50 44 33 20
@- niaternal niortality rate{/100,000) 220 181 110 50

3. malnutrition among under-5 years of children(%) 38 - 27 20
4. access to safe water and basic sanitation

(1) access to safe water(% houscholds) 66 - 106 160
1) urban - ' : B 88 - 100 100
2) rural . 49 - 100 100

(2) access to basic sanitation - 62 - 106 100
1) urbanarea : 8% - 106 100
2) ryuralarea 41 - 100 106

3. AIDS and sexually transmilted diseases
decreased incidence of HEV infection
" a. stabilization of AIDS incidence
b. safe blood supply
6. Vector-horne diseases
decrease endeinic levels of parasmc mfecllon outhrcak avo:dcd
7. Accidents :
: incidence dccreased .
8. Violénce
- : “incidence decreased
9. Chronic-degenerative diseases - -
prevention/screening measures iinplemented
10, Envirommental health
tegal support provided
1. Occupationat health
development of legal and legulatm y systein

* Remarks : Goals of priorily health problems 1-4 for the year 2000 were defined wnder National Action Plan

for Infancy and Childhood, 1991. .
Source (for data of 1996) : National E pldemlology and Family Health Surwy 1996

The Government of Honduras has alrcady sct numencal goals for IMR, MMR,
malnutrition rate and access 10 water and sanitation for the year 2000, under the National

Aclion Plan for Infancy and Childhood, agreed upon at the Regional Conference in 1991.
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However, the extrapolation of these goals to the year 2010 and the definition of
"measurable goals for all of the priority problems is made difficult by lack of baseline data

for some of the health problems.

4.2 Scenarlos

4.2.1 Socio-economy and demography
‘The growth of GDP, the population growth and the resullmg growth in per capita GDP

will influence the implementation of the MHP over the scheduled timeframe, as estimated

in the following tables:

(1) Average annual growth of GDP

_ : Actual - Futurc _
i Cases - 1980-1994  1994-2000  2000- 2010
Case G1 (Pessimistic) 3.10 310 3.30
Case G2 (Medium} 3.10 350 - 3.70
Case G3 (Optimistic) 3.10 4.00 4.20
(?2) Average annual growth of population.. o
_ Actual: . . Future -
- Cases 1988-1995.  1995-2000 2000-2010
Case 1 (Pessimislic) 290 - 290 275
- Case P2 (0ptumsllc) 2.90 2.55 - 213
(3) Average annual growth of per capata GDP -
CaseGL - Case G2 Case G3
Pop. growth (%) 2000 2010 2000 2010 2000 2010
Case P1 0.20 0.55 0.60 - 095 1.10 146

Case P2 0.55 1.17 0.95 1.53 145 207

4.2.2 Long-term policy ‘ :
This section will recognize the main pohcy onenlallons sustained, with a remarkable

continuity in spite of changes in the leading political party, b) the Government o_f
Itonduras over the previous years, acknowledging that these orientations’ constitute an
important clcmenl of the planning framework for MHP. -
(1) Basic principles of health policy: equity, effcchvcness, cfﬂcwncy, soc:ai,_\
parllcrpallon

(2) State modernization, decentralization and local programmmﬂ
{3) High risk approach and gender focus :
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(4) Regional development policy
(5) Financial sustainability
(6) Bacouragement of social security system

4.2.3 Vision for the future
Although there have been draft proposals claborated for a “single” health system (sistema
dnico de salud), where resources of both MSP and IHSS would be included into a unique
organization, the NMHP considers the continuation of a mixed provider system as'a more
viable solution within the Plan’s timeframe. Under this perspective, the goal of the health
system would be to progressively increase the private financing of health care, cither
through increased coverage of the IHSS, through private insurance schedules or through
improved cost recovery mechanisms, thus making morc resources available for the public
sector to achieve its social mission of providing services Lo the least affluent group of the

society, and eventually increasing the access to these comprehensive services.

27



5. MHP STRATEGIES

The MHP is composed of National Master Health Plan (NMHP) with fifteen priorily

strategics and the three model health programs for selected areas. The NMHP and the

model programs are formulated so as to interact with each other effectively and efficiently

for altaining the goals of MBP. The major components of NMHP, contribution of the

model

programs, and the main organizations concerncd. are summarized as follows for @

cach strategy. The strategies are grouped into the three basic dimensions of the conceptual

model: context, household and community behaviors, and health service delivery.

5.1 Strategies related to context

5.1.1 Alleviation of poverty

(A) Components of NMHP

*
+*

L

(B)

(€

Institutional strengthening for promoling community activities
Establishment of training and extension centers for community leaders
Facilitation of information on income gencration projects

Contribution of the Model Programs @;

Institution building among community development committees

Establishment of Health Promotion and Intformation Center for community leaders
Coordination of municipal development plans and municipal health plans
Provision of training and information services for food production/marketing and
for the other income generation activities

Strengthening of social participation aclivities

Support of community funding system development

Major Organizations Concerned
MSP, Health Regions, Municipalities, Community Development Commitices
(CODEMs and CODECOs ctc.), Resource Center {proposed by the urban poverly

model program), Training and Extension Center (proposed by the rural poverty
model program}, NGOs

5.1.2 Access to food/{fooed security

(A)

Components of NMHP

institutional strengthening for prontoting community activities
Political support
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5.1.3

(A)

(B)

- Improvement of low-cost irrigation system, crop diversification, access to credit

and technical inputs, dissemination of organic composting system, post-harvest
technology, marketing information, and networks
Strengthening health and nutrition education system

Contribution of Model Programs

Improvement of production, marketing, transportation, and information system
Strengthening of health and nutrition cducation system

Training about cooking and food preservation practices

Inclusion of health/nufrition education in training/information activities

Links with NGOs for development and management of small-scale agricullural
projects

Improvement of training and information for agricullure and food production

Major Organizations Concerned

MSP, Health Regions, Region/area Hospitals, Health Areas, CESAMOs/
CESARes, Community Development Committees, Resource Center, Training and
Extension Center, Health Promotion and Information Center (proposed by the SPS
program), NGOs

Access to water and basic sanitation

Components of NMHP

Rationalization of control and management of water resources between concerned
institutions ' ' '
Reinforcement of protection and contro! of water resources: review of Water Law,
enforcement of regulations relevant to Water and Environmental Laws

Support of regional and municipal development plans that anticipate water and
sanitation needs , o

Transfer of technical and managerial capabilities to the municipalities: training of
municipal water and sanitation O&M technicians by SANAA

Improving maintenance of water/sanitation network through stricter
implemenlation of cost-recovery niechanisms

FEducation on environmental and health impact of water and sanitation

Support for development and functions of local water boards

Coniribution of Model Programs

(1) model program for urban area

]

involvement of DIMA in claboration of municipal health plans
Promotion of the role of DIMA in transfer of technology to other municipalities

{2) model program for rural poverty area

Support for community dévelopment commitlees' patlicipation in design/
implementation and control of water/sanitation projects
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(1} model program for urban area

Training and cquipmcni lending services for water supply projects to community
members :

model program for urban poverty area

Institution building for community-bascd local water board

Major Organizations Concerned
MSP, SANAA, Municipalities, Health Regions, Health Arcas, Community

Development Committees, Water Boards, Resource Center, Training and @
Extension Center, Health Promotion and Information Center, NGOs

Lcgal/institutional context

Components of NMHP

Reinforcement of relevant regulations for spcc:flc aspects of the Heallh Code!
social sccurity law

Implementation of increase in IHSS salary limits, together with’ adnnmslralwc
reforms and plans for improvement/expansion of services

Follow-up of procedures to ensure full transfer of national funds 1o municipalities
Local, inter-sectoral coordination with municipalities to organize transfer of
services management}

Contribution of Model Programs

&

Encouragement of transfer of {cchnology for managunenl of environment- related
health services (o municipalitics
Strengthening of health unit of municipal gov.

(2) modsl program for Iniegrated'development érea

Dcvelopment of alternative service delwery models for IHSS (conlraclmg of MSP
or private provider services)

(3} model program for urban poverly area

(&)

Strengthening of Health region's function.
Establishment of coordination system at tocal level

Encouragement of transfer of technology for managenent of environment-related
health services to municipalities

Major Organizations Concerned :
MSP, JHSS, Municipalities, AMHON g,
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5.2 Strategles related to household and community behavlors
5.2.1 Reduction of illiteracy

(A} Components of NMIIP

s Incorporalion of "ransversal axes", including health and hygiene, into the
curricula; development of Integrated Preventive Education program

f§‘ ¢ Improvement of living/working condilions for teachers, cspecially in rural areas
s Implementation of National Education Plan for Vocational Development of Youlh
~and Adults

(B) Contribution of Model Programs
¢« Promotion of contacts with teachers for joint activities in health-related
education/training
* Integration of health/nutrition and income generation related contents in
community-level '
*  Adult education activities (wonen’s group)

( C)/Majar Orgmmg\ns Concerned
MSP, SEP, Municipalities, Health Regions, Health Areas, CESAMOs/CESARes,
Community Development Committees, Resource Center, Training and Extension
Center, Health Promotion and Information Center, NGOs

‘g 5.2,2 Iuprovement in health education interventions
(4) Components of NMIIP

(1) Improve efficiency of health education interventions

+ Definition of health education policy, HED's roles and sources of funding, based
upon joint proposal by HED, HRD, SPU and EMD of MSP

+ Increase of regionalflocal capacily to elaborate, produce and evaluate educational
material o _

+  Motivation and trainning of staff in use of educational malcrial and interpersonal
communication '

(2) Develop a culture of health promotion/disease prevention
*  Design of health promation intesventions: topics, messages, audiences, media,
sequence o ‘ .
‘g * Implementation through muiti-media interventions, intcrsectoral activities,
reinforcement from health personnel

'{3) Look for possible pa}thers in health education
~»  Cooperation with the Ministry of Education: development of Integrated Proventive
Education program (seif-csteem, gender focus, mental health, drug addiction)
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* Cooperation with businesses, "maquilas" (AIDS, occupational health, reproductive
health, accidents)

* Cooperation with women and community orgamzauons (MCH, mainutrition,
accidents, vector control) '

(B) Coniribution of Model Prograns

(1) ali mode! programs

*+ Implementation of health education campalgns accordmg to rcgtonal/local
specificity; field testing of messages and media

*  Promotio of contacts with teachers for joint activities in health-related education/
training :

{2) model programs for urban area

* Establishment of health promotionfeducation center: production of educational
material, training, counseling
* Follow-up on JUPSA project

* Identification of businesses suitable for multiplication of health education
nEessages

{3) model programs for rural and urban poverly areas

* Promotion of working with women’s group and other community organlzallons in
development of conmunity projects and education activities

(C) Major Organizations Concerned

MSP, SEP, Musicipalities, Regionfarea Hospllals, Health Reglons, Heallh Areas,
CESAMOs/CESARes, Communily Development Committees, Resource Center,
Training and Extension Center, Health Promotion and Information Center

5.2.3 Improvement in social participation

(A) Components of NMHP

* Improvement of the formal processfsystems for social parlicipation

* Improvement of the environment to foster social participation (mulu—sectoral
approach}

* Improvement of government functions to suppoit social pammpahon aclivities
{democratization, Iransparcncy)

(B) Contribution of Model Programs

{1) all model programs

* Strengthening of regional social paruc:patmn unit in health sector, with focus.on
mtersccioral coopcrauon

(2) mode! programs for urban area and integrated development area
* Devclopment of community participation in elaboration of municipal health plans
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{3) model programs for rural and urban poverly areas

’ Strengthemng of referral functions through training of commumly leaders and
provision of information on available services
* Education/training/information for institutional strengthening of community
development committees; coordination with municipalities

(C) Major Organizations Concerned
MSP, AMHON, Municipalities, Health Regions, Health Areas, CESAMOs/
CESARes, Community Development Comimittees, Patronatos, Water Boards,
Resource Center, Training and Extension Center, Health Promotion and '
Information Center: -

5.2.4 Reduction of fertility rate

L {A) Componems of NMHP

¢ Periodic rwssmn of existing population policy and integration within other
' important aspects of human development, including reproductive health and gender
development
*  Provision of family planning information and services to persons and couples
willing to delay, space or reduce their pregnancies:

* training and motivation of staft .
* timely supply of contraceptive products
o ~ specific approach to the male population

(B) Contribution of Model Programs

(1) all mode] programs
*  Provision of FP information and services as part of integrated package of health
services, including comniunity providers

{2) model program for urban area
+ Development of strategies to support AIDS prevention

" (C) Major Organizations Concerned
MSP, National/region/area Hospitals, MCH Clinics, Emergency Clinics, Health

'Regi_'o‘ns, Health Areas, CESAMOs/CESARes, Maternal Inns, Resource Center,
Training and Extension Center, Health Promotion and Information Center, NGOs

5.3 Strategles related to health services delivery -
5.3.1 | .Alcces.s o heallh services

1) Componén.-fs bf NMHP

33



(1} Physical expansion of facility network to meet the demand

*

Development of community-based support facilities: maternal inns, community
birthing homes, community health ¢enters, :

Building of new ambulatory facilities (CESARes, CESAMOs, CMIs} in the areas
which currently have no services (provided funds for O&M are available) -
Reconstruction of old area/regional hospitals (Choluteca, Danli, La Ceiba, "[rupl!o)
Conslruclion/frehabilitation of low-risk maternity: San Felipe Hosplta!
(Tegucigalpa) and Hospital L. Martinez (SPS)

{2) lmprovemen: in cutrent problem-solving capacity .

Community management of common diseases and problems

Assigning two health persons per CESAR in order to increase communily outreach
without closing facilities :

Delivery of Basic IHealth Package/movement of personnel

Improvement in problem-solving capacity of higher level PHC facilities: expanded
scope of work including low-risk delivery and immediate complications,
emergency carc rclated to accidents, dental care, laboratory/X-ray supporl on a 24-
hour/day basis

Improvement in problem-solving capacity of area hospitals {emergency, surgery,
obstelrics, lab support) | '

(3) Improvement of transport and transport financing mechanisms

Preventive management of problems to avoid nceds for emergency transportation

from places with difficult road access @:
Use of cxisting private sector or non-health public sector for transport from point

of access towards primary care site

Consideration of MSP/IHSS system or Red Cross for referral transport

(B} Contribution of Model Programs

(1) maodel program for urban area

Establishment of community birthing homes ﬁitached to mlegraled hcalth center
model

Strengthening of PHC network and decongestion of secondary level hospital (MSP
project)

Establishment of four integrated hcallh centers in peripheral areas; Tinks with
MSP’s Project for Management of Emergency Care on the Tegumgalpa SPS axis

{2) model program for rural poveity area

Lvaluation of existing facilities and replication in other isolated areas —~* * :g‘
Improvement of cultural and physical accesmblhly lhrough slrenglhenmg oulreach

programs

Training and supervision/logistics support links with local NGOS

Strengthening of sell-support, solidarity mechanisms
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(3) model program for urban poverty area

Iniprovement of cultural and physical accessibility through strengtheniog outreach
programs

Marketing proper use of the maternal and emergency referral system newly
established by the projects of rehabilitation of San Felipe Maternity Hospital and
construction of three emergency clinics

(4) model programs for integrated development area

€)

532

(4)

Establishment of integrated heaith centers as part of PHC service network and as
shorl-term substitute for area-level hospitals

Strenglhening of self-support. solidarity mechanisms

Exploring of 1HSS reimbursement mechanisms for transport

Major Organizations Concerned

MSP, IHSS, National/region/area Hospitals, MCH Clinics, Emergency Clinics,
Health Regions, Health Arcas, CESAMOs/CESARes, Maternal Inns, Health
volunteers, Midwives, NGOs

Management of facilities/forganizations

Components of NMHP
Implementation of decentralization of management of health services

Streamlining administrative procedures
Promotion of client-oriented focus through operational investigation and training in

" interpersonal relationships

(B)

Strengthening of quality assurance mechanisms in hospitals: self-evaluation and
accreditation processes a :

Provision of priority to supporlive supervision

Municipalization of information system and strengthening of analytic capacity of
local decision makers

Application of integrated computer network systems for ¢pidemiological’
surveillance, diagnosis/treatment/referral support

Contribution of Model Programs

(1) mode! program for urban area

Development of models for participation of municipalities in management and
provision of health services (within the *healthy city" concept)

Effective inclusion of hospitals within network of health scrvices and
reinforcement of integration with surfounding communities through improvement
of quality confrol mechanisms (for instance, implementation of counter-reference
system) ‘

Strengthening municipality-based HIS with pooling of information from different
providers s ' '
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(2) model program for urban poveity area

* Strengthening communily organizations' capacity and w:llmgncss ta exert control
over health activities

* Effective inclusion of hospitals within network of health services and .
reinforcement of integration with surrounding communities through improvement
of quality control mechanisms (for instance, implementation of counter-reference
sysiemi)

*  Strengthening mummp’thly -based HIS with poolmg of information from different
providers :

(3) model program for integrated development area :
*  Development of models for regional programming based upon epidemiological and
organizational data (DALY modecl)

* Strengthening mummpahl) -based HIS with pooling of information from different
providers
* Strengthening HIS for actual use of DALY model

(C) Major Organizations Concerned

MSP, 111SS, Nationalfregion/area Hospitals, MCH Clinics, Emergency Clinics,
Health Regions, Health Arcas, CESAMOs/CESARes

i
i

Improvement of referral system

{(A) Components of NMIIP _ ' ﬁ;

* Definition, discussion and acceptance of the respective functions of each level

+ Improvement of problem-solving capacity al primary care level

* Appropriate management of referred patient through priority attention and use of
counter reference mechanisms | :

+ Improvement in scocondary and tertiary levels of care

(B} Contribution of Model Programs

(1) all model programs

* Identification of community needs and definition of functions strengthened through
support to social participation (municipal health plans)

* Devclopment of referral specialties and improvement in procutement/allocation of
support equipment .

(2} model program for urban area

. Molwal:on and training for systcmanc use of counter-reference mechamsms ‘g
*  Low-risk maternity facilitics and reinforcement of area hospitals

(3) model program for urban poverly area
*  Low-risk matemnity facﬂlllcs and reinforcement of area hospllals
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» Marketing of proper use of the referral system of maternal and emergency care
providers | 7

*  Coordinated MSP/HSS equipment plan

‘(4) model program for integrated development area

»  Low-risk maternily facililies and reinforcement of area hospitals
* Coordinated MSP/AIISS equipment plan

(C) Major Organizations Conceried

MSP, IHSS, National/regional/area Hospitals, 'MC[lCIinics, Emergency Clinics,
Health Regions, Health Areas, CESAMOS{CFSARGS Maternal Inns, Health
voluntecrs Midwives

5.3.4 Improvement of drug logistics system

5358

{A) Componeu{s of NMIIP

* Implementation of essential drug policy

= Assessment of local production by pharmaccutical lndustry

* Improvement of procurement system

* Improvement of planning/information system: sirengthcning of the POSSS at UPS
level; computerized inventory control systems at regional/central level

* Improvement of distribution and delivery system

* Improvement of rational use of drugs

* Promotion of community involvement in drug management (community diug
funds)

* " Promotion of pilot project for community-controlled salc of drugs in health centers

* Strengthening of planning mechanisms for drug needs through supervision and
application of epidemiological model

« Exploring mixed transporlation system involving municipality-owned or private
scclor resources ' :

(B) Contribution of Model Programs
*  Supporl for community drug funds

(C) Major Organizations Concerned

MSP, IHSS, National/regionfarea Hospilals, Health chlons Hcalth Areas,
CFSAMOS/CE‘SARes UNICEF, NGOs, Health voluntcers

Maintenance of facilities and equipment

(4) Components of NMIIP

+ Strengthening central level management of maintenance system rcdcfme roles of
PRONASSA and CENAMA '
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+ Establishment of at least one regional mainlenance center, providing training,
technical support for maintenance and repairs, assistance for spare parls to health
facilities -

¢ Increasing sustainability through reliance on external sources: participation of
municipalities in financing of the regional center; outside services contracting;
exchange of information and services with private facililics

» Improvement of sustainability through availability of trained technicians

(B) Contribution of Model Programs

(1) all mode! programs

+  Standardization of facility design and cqu;pmenl spec:flcanons among pm]ects and
regions in order to facilitate Q&M

(2) model program for urban area

* ¥stablishment of facility/equipment maintenance cenler: repair and maintenance
functions for hospilals and health centers in the region, and information and
training funclions ' :

* Qutside service contracting for maintenance of Iarge cqmpmenl also used in other
businesses

(3) model program for urban poverty area
*  Proinotion of inclusion of training in O&M of bxomcdlcal equnpmenl in INFOP-
type lraining _ , -ga

{4) mods! program for integrated déve!opment area

*  Promotion of inclusion of training in O&M of biomedical equipment in INFOP-
type training ' :

(C} Major Organizations Concerned

MSP, IHSS, National/region/arca Hospltals PRONASSA CENAMA, chional
Center for Maintenance, Training and Informalion Center

5.3.6 Human resource development

(4) Components of NMHP

* Sustainable development of human resource considering the empléyment‘slruclure

+  Promote proventive concept of health services and prepare better futire health
resources to respond to work site demands

* Training plan elaborated at regional/area level, based upon epidemiological and - E
organizational assessmenl

*  New role for noymative divisions

*  Sclection of public heallh managers :

* Facilitating wotking conditions of technically compelem personnel workmg at the
peripheral levels of the health system
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(B) Contribution of Medel Programs
» Enforcement of community paiticipalion in elaboration of training needs for health
personnel through improved development of municipal health plans
» Identification of suitable persons for training in public health management

(C) Major Organizations Concerned
MSP, IHSS, SEP,_Private providers, National/region/arca Hospitals, MCH Clinics,
@ ' Emergency Clinics, Health Regions, Health Areas, CESAMOs/CESARcs

5.3.7 Health financing

(A) Components of NMHP
* Expansion of cost-recovery activilies
~ « Implementation of raises in IHSS salary limits together with administrative reforms
and plan for improvement/expansion of services
+ Expansion of IHSS coverage outside of Tegucigalpa and SPS under special
agreements with existing providers (MSP and private)

(B) Contiribution of Mode! Programs

{1} model program for urban area
*  Systematization of implementation of cost-recovery mechanisms and derive
zg.\._ conditions for replication

{2) model program for urban poverty area
*  Systematization of implementation of cost-recovery mechanisms and derive
condilions for replication -

{3) model program for integrated development area
¢+ Development of alternative service delivery models for IHSS (contracling of MSP
ot private provider scrvices)

(C} Major Organizations Concerned
MSP, IHSS, Private providers, National/region/farea Hospitals, MCH Clinics,
Emergency Clinics, Health Regions
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6. MODEL HEALTH PROGRAMS

6.1 Development of model health area
The purpose of the model health programs is to develop activities for implementation of

local and regional based initiatives identified in the MHP as imporlant for improving
health in Honduras. Each of the model health programs has a paslicular emphasis selected
for its potential importance within the Honduran setting as follows (refer to Figure-1):

*  Mode? health program for urban area; emphasizing municipal operations and
support and focusing on improved strategies for community health education and
promotion -- The municipalily of San Pedro Sula (SPS) was selected. _

*  Model health program for poverty avea: emphasizing both rurat and urban
seltings and focusing on strenglhening community parlicipation and leadership --
The calchment area of the La Esperanza Arca Hospital was selected for the rural
poverty program, while the urban marginal area of Tegucigalpa was selected for the
urban poverly program.

* Model health program for integrated development area: emphasizing improved
planning and financing in areas of economic growth and focusing on improving the
effectivencss of public health expenditures -- The Dept. of Olancho was sclected.

The specific seltings have been selected as they represent typical conditions apprepriate for
the strategics and, additionally, as the study team has been able to identify both a capacity
and a willingness lo initiate the program aclivities in the near fulure in those areas.
Institutions and individuals in each setting have participated in the initial planning and
priority selling exercises and are prepared lo move {oward implementation as needed
resources are made available. The identified projects, together with the nationat initiatives
identificd elsewhcere in the NMHP represent the short-term agenda for improving health in

Honduras.

6.2 Model program for urban area

6.2.1 Model program
The goal of the model health program is (o ¢stablish the “healthy city” where citizens live

in clean and safe environments, public health services and curalive services are available
to all citizens, primary educalion is provided to all citizens, urban economies is active and
diversified, and all citizens have access o transporlation. The “healthy cily” status will be

achieved through implemeitation of the “healthy city plan” prepared by the local
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government with good coordination and collaboration with the health region office of the
MSP, and other institutions and organizations. The citizens’ involvement and control over
decision wmaking on the issues relating to their life, health and well being is essential for
both planning and implementation of “healthy city”. Aclive social participation in hcaith

activilies is also necded.

Contributing strategies for the priorily health problemé in SPS will be summarized in the
Figure-2. The urban model program in SPS will focus on the following points identified

from the above mentioned “matrix” in close linkage with NMHP;

(1) Fo plan health scrvices to respond increase and changes in necdca/demands within
the frame of the urban development plan.

(2) To define the municipal role in health services: more focus on preventive and
control care than curative care.

(3) To reinforce capacity of the Municipality in health scrv:ccs dchvery, and
prevention and control diseases. :

(4) To use available resources efficiently and equitably to oplimizc the limited
resources and to avoid duplication.

~ (5) To promote social patticipation by expanding UNDP prO_]CCl

(6) To focus on comprehensive PHC including improvenent of access.

(7) To focus on urban specific health problems including HEV/AIDS, reproductive
health, and occupauonal,enwronmental health.

6.2.2 Modcl projects
The urban area model program will be composed of the following three prlomy model

pmjccts in SPS:

(A) Model projects 1. Project for HIVIAIDS prevention and health promolton/
edumho:a

1) Purpose and Objeclsves
The purpOSc of the project is to establish coordinated health promotion/education
mechanism for the population of SPS and the municipalities nearby, which coordinate the
effort in health pfo:nolion]educaiion and disease prevenlion activities and to reinforce the
health unit of the inﬁnicipalily. It is based on the NMHP strategics of “improvement of
health cducation” and “improvement of social participation”, and will be a urban model in

which the strategies are materialized.
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Since HIV/AIDS problem is one of serious problems and needs urgent aclions in
Honduras, it will be taken as the ficst priority for health promotion and cducation aclivities
in urban arcas of the country under the national HIV/AIDS control policy and supervision
from the central government. In SPS, the problem is more serious than other areas, which
rationalize the establishment of a mode! project in SPS. The model will be replicated in
other urban areas, such as Tegucigalpa, Comayagua and La Ceiba, whete HIV seropositive

prevalence is increasing,

{2) Targetarea

a. In Shortt-term: San Pedro Su!a City and surrounding areas
b. In Mid/Long-term: Health Region 3 :

{3) Funct:on of the prolect

» Coordination: leadership for coordination of health education and promotion
activities of MSP, MSS, 1TSS, NGOs and other agencies :

*+  Project planning and implementation of health education/promotion and discase
prevention program -

¢ Training and education: for personne} worklng in health educallon/promolmn and
disease prevention and for the general public on health and prevention of diseases,
particularly HIV transmission prevention, and the need for acceplance pesons
with HIV/AIDS. : :

+  Documecntation and information: dxssemmauon of basic heaith mformahon to SPS
communitics, health personnel, municipal officers responsible for heaith planmng,
and students working in health sector.

+  Counseling: o decrease HIV transmission by serving as a ceater of carly d:agn@sns
of H1V infection and providing rclated counseling.

(4} Management ‘
The following two options are proposed hcrc difference is whether the Center w;ll be for
health promotion and education activitics including HIV/AIDS part, or will specifically
focus on HIV/AIDS. In both cases, the MSP will provide policy guidelines and technical
assistance and supervisc the Center. The Center will be governed by a Board of'jDire_clors
(Junta Directiva) made up of representalives of the municipality, Health Region 3, MSP,
but the municipality will routinely operaté the Center. _‘Thc coordination c-_:nmmilicc will be

also organized with IHSS, NGOs, donors and cte.
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1} Cption1 frefer to Figure 3)
The project is compriscd of two separate sub-projects: one is the “Center for HIV/AIDS

Prevention and Information” project, and the other one is the “Strengthening of Municipal
Health Promotion and Education Activitics” project. The short term scope of work of the
former project will be municipal with regional extension. Depending upon initial success
and forthcoming additional funding in the mid and long term plan, this model will be
expanded in other urban arcas, for the extension of the model in other urban areas. The
latter one aims at strengthening of health unit of the municipality in community health
promotion and education, and for the AIDS part, there will be collaborative aclivitics with
the “Center for HIV/AIDS Prevention and Information”. As such, the former sub-project

will contribute to the national needs, while the latter one to SPS city itself.

" 2) Option2  (refer to Figure 4)
‘The above mentioned sub-projects are integrated into the “Center for Health Promotion
and Information”. The Center will be a municipal center for SPS population. It will be a
center to coordinate efforts and programs in health prevention and education in SPS,
patticularly, in varioué activities of HIV/AIDS prevention at the initial stage of the project.
The range of aclivities will be gradually expanded to all health promotion and education
areas. Por the long term basis, this integrated model project will be applicd to other

municipalities in the country.

(5) Effectiveness
1) Contribution to basic ;;rincfpie of health policy
The project will support and promote national health policy, The project will strengthen
effectivencss of health prevention activities by giving technical support in prevention and
promotion health. Detter coordination and cooperation will reduce duplication of efforts
and make services more efficient, facilitating the bplimizaiion of resources. Secial
participation will be one of the important strategies in health promolion project, and the
project will promote and give technical support to related orgénizalion through training

and provision of information.
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2) Contribution to priority health problems :
Health education and promotion activities will impact alt pnonl) problems as shown in the

matrix of strategics and health problems (Figure 2). Particularly, the project will give
great impact on HIV/AIDS and chronic degenerative discases, for both of them there are
no immediate corative solution and medical treatment is exlremely expensive, although
HIV/AIDS is more urgent matter and chronic degeneralive diseases is more likely future %
problem which nceds start of strong preventive action now. Accidents and violence will

have great impact by education and promotion, which has little systematic activities now.

3) Conmbunon to resource saving
Curalive services always cost more than preventive service. The pro;ecl will conlnbulc to

seducing the cost for curative care of diseases by remforcmg a prevemlvc focus in lhc
targel communities. For instance, cost for hospital care of AlDS patients is estimated from
Lps. 21 to 29.3 million in 2000. - If preventive activities are conducted effectively by the
project, HIV infection and AIDS incidence will be kept to the minimum level with a
resulting saving of Lps. 8.3 miillion for hospital care cost. Better coordination and
cooperation will also reduce duplication of efforts and make services more efficient,

facilitating the optimization of resources.

(B) Model project 2: Reinforcement of CESAMOs’ functions(refer to Figure 5)

(1) Purpose and objectives
To improve access to primary hcalth care services and o improve qualily of services in

delivery and emergency care al Hospital Mario Catarino Rivas and in primary health care

siles.

(2) Targetareca
San Pedro Sula City and surroundings

(3) Function of the expanded CESAMOs ' ' o g X
* To provide 24 hours maternity care service: © ' ' o

Normal delivery care will be established in CESAMOs for selectcd sectors of ihc

marginal ar¢a (Chamelecon, Cofradia, Calpules and Rivera Helnandcz) High risk

delivery wilt be referred to Hospital Mario Catarino Rivas,
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* To provide 24 hours emergency cate service:

Pre-hospital emergency care unit will be opened in CESAMO Mlguel Paz
_ Barahona, and a CESAMAO in the sane selected sectors of the marginal area.

* To provide laboratory service:
Basic clinical laboratory examination will be carried out in all CESAMOs above
mentioned. _

+  To provide dental care service:
Deatal equipment will be inslailed and the scrvice will be provided in all

. CESAMOs above mentioned. '

* To provnde emergency transpoil to emergency patients who need hospital carein

collaboration with Red Cross.

(4) Management and operation
The Metropolitan, Health Region 3 and the Municipality will bb l’bSpOﬂSlbIC for the

'opcmtlon of CESAMOs with systematic coordination.

(5} Effecliveness
1} Condribution to basic principle of health policy : .
The project will improve access to basic health services since the CESAMO in the
community of the city will provide wider range of services than current services,
particolarly in marginal areas. This will contributes to equity of health services together
with the ACCESS project being implemented by MSP.  The project also improve the
referral Systeni_ in SPS which should reduce the workload of Hospital Mario Catarino
Rivas, thereby improving the qualily of their services. This means that the project will
conlribute 1mprovemcnl of e[ilmcncy of the health services system as well as

ef fcctweness

2) Conlribution to problem-strategies Matrix proposed
Reproductive health of increasing young girls and mothers working in maguilas/ industries

in SPS and its surrounding areas are one of the growing problems. Improvement of birth
delivery care and perinatai car¢ by the project will be expected through the improvement
of the referral system in SPS, improvement of access to MCH seivices iu the community,
and to rcduc» the - workload of Hospital Mano Catarmo Rivas, thcrcby to improve the

quahly of lhen services.
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3) Contribution to resource saving
From the vicew point of operaling costs, the inilial stage of the pro;ccl will require greater

resoucces compared to the present system. However, in the future, the improved system
will operate at a lower overall cost since the national hospital will need fewer health

personnel to treat its reduced share of the projected overall patient load.

(C) Model project 3: Maintenance/lnformation center for med:cal faahhes and
equipmment (refer to Vigure 6) :

(1) Purpose and objectives o
To develop a model for maintenance system , including a national center and a regional

sclf—supponihg system, that will contribute to the completion of the nationwide O&M

network system in the long term.

(2) Target area
MSP and other public health or medncal facilities in urban and rural area of Health chnon

3, and PRONASSA/CENAMA of MSP

(3) Function and Aclivities

1) Main center expansion at the central level: PRONASSA and CENAMA
The existing workshop at CENAMA will be renovated as a main center for the newly

proposcd mainicnance system here.

+  Planning, designing, construction managemenl of medical facilities, rchablhtallon
programs '

¢ Training of trainers

« Standardization of design and O&M

* Coordination with other rclated projects

¢ Information exchange and dissemination

*  Assistance in spare parts procurement

*  Documentation & Printing

*  Quality control programming

2) Regional cenrer at Ihe local level
+  Supervision visits for mslallatwn nwmtenance & rcpalr lrammg of tramers and
stafl :
+  Documentation
¢ Spare paris procurement
¢ iInformation exchange

46

i



*  Quality control training
+ Mobile outreach activitics

{4) Management and operation
The maintenance and information center in SPS should be managed by a Board of
Dicectors made up of representatives of the Municipality, Health Region and major
medical institutions. It should include a Technical Advisory Committee comprised of
CENAMA & PRONASSA - MSP, maintenance staff of major medical institutions and
ather technical institutes. Close coordination is required beiwcen PRONASSA/CENAMA

and a merger of two departments would be encouraged.

(5) Effectiveness
1) Contribution ro.basic principle of health policy
The prbjecl_ aims at improv.ing of the efficicncy and effectiveness of maintenance system
of medical facilities and cquipment, through decentralization system with training,
promohon of prevenhvc maintenance, coordination and clear demarcation of CENAMA
and PRONASSA standardization of specifications and incidental procedures of medical
facnhhes and cquipment, unprovemcnt of information system on maintenance, and use of

private compamcs for maintenance of sophisticated hlgh technology equipment.

2} Contribution to problem-strategies Matrix proposed
Improvement of maintenance system of medical facilities and equipment is needed not

only in urban areas but also other arcas, and which related to health service provider aspect
at all level of care. This is a pilot project of the improved maintenance system through
setiing-up the regional maintenance center and belter coordination of CENAMA and

PRONASSA aud information system.

However, the problem is more serious in hospitals, where many equipment casily become
unworkable dué to lack of prevenlive maintcnance, there is loo many variety in the
equipment from donor agencies tesulling in technical difficulties of mainteaance and
obtaining of spare-parts, and there is many unrepaired 'equipmcnt in the hospital

warchouse.,
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