3} Coniribution lo resource saving ,
Through spending resource on preventive maintenance and standardization, reduchon of

repair cost and efficient use of facilitics and equipment will be achieved. Better
maintenance and repair system will make the project cycle of equipment longer, thus, cosl

for equipment will be saved. - -

6.3 Program for Poverty Area
6.3.1 Program for rural poverty area
(A} Goals and targets
The goat of the model health program for the rural poverty area is to promote preventive
health awareness and to develop a “healthy village” maodel through strengthening of social
participation capabilities and improvement of living conditions of the communily
members, as part of an integrated rural development model. The cohcept of the “hea!lhy
village” includes not only the aspects of health sector but also lhe ones of income
generation and hcalth related mfraslruc{ure which mcludes lhe following i 1deas
* Avillage where the inhabitants live in safe and clean enviconment with good
accessibility to public health eemces basic hca]th related 1nfraslruclure and
primary education
*  Avillage which has its own self-reliant comniunity organization working for health
promotion in the communities
* Avillage where the inhabitants actively participate in health promollon acllvmes
for the entire community with understanding importance of health
* A village where the inhabitants can equally enjoy the outputs of the health -
promotion and income gencration projects
Major target group of the program is the entire population living in the catchment arca of
La Esperanza Hospital. The beneficiaries of this program will be the people of the Dept.
of Intibuca, which is 124,681 inhabitants. The municipalitics of La Esperanza and

Yamaranguila were selected to develop model projects for entire program implementation.

{3) Deve!opmenl concept
» Concentration on prioritized steategies clarified usmg the proposed matrix (refer to
Figure 7)
* Promotion of participatory development
* Conlsibution to the development of a “healthy village”
*  Strengthening coordination among related organizations
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(C) Model project
The model program is composed of the following two priority model projects. These two

model projects are to be intcgrated to function as the core projects for developing the
“healthy village” model program and extending it to the eatire arca of the Dept. of

IntibucA. The Figure 8 shows the position of the two model projects for developing Ihe

“healthy village” program. -

(1) Model project 1: Estabiishment of "Healthy Village Training and Extension -
Center” (refer to Figure 9)

1} Objective - : .
A Healthy Village Training and Extension Center will be established in order to promote

community activities by providing base facilitics and institution building for community
development arganizalions, to improve community members’ cultural accessibility to

health services, and to improve nutrition conditions and income generation opportunities

2} Componenls
* To provide institutional strengthening of existing committees
* To provide health and food preparation education for community leaders
* To provide technology transfer related to planning and implementation of water
resource development project
* T'o provide community members with basic agriculture knowledge and practice
* To operate demonstration farm located near the training center
+ To operate an equipment lending system on a fee basis
* To establish farmers’ cooperative to facilitate access to community funds
*  To provide good quality sceds and training on usc of pesticides and fertilizers
* To provide practical training in smatl scale food processing and food preservation
* To provide markeling skills and sell the products in the center

3) Management

Impleinentation organization:  MSP Health Region 2 (Health Area 2 Officc)
Coordination required: [ntibucd governor’s office, Municipal governments,
AMLION, Sec. RRNN, SEP, SANAA; FHIS, PRAF,
_BANADESA and ACCESO project

4) Effectiveness

- a) C'dh'l‘rit?ution to the de'c'entraliz_ation policy
Community development organizations including CODEP and CODEMSs are to be well

organized and well functioning. It will help improve project planning and implementation
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capabilitics of the local governments and communities and then contribute to smooth

promotion of decentralization.

b) Contribution to the problem-strategies Matrix proposed
‘Through the activilics of the Center, the social participation will be strengthened and

institutionalized. As for the improvement of health education intervention, the Center will

conlribute to effective dissemination of information on living conditions improvement,
appropriate to actual local needs through its health education and demonstration activities.
Water supply and management systems will be also improved through community
activities led by CODEMs utilizing the knowledge and the equipment provided by the
Center, which will improve the accessibilily'.lo water and basic sanitaliont in the
communities. lmprovemenﬂ of the agriculture production for home consumption and
income gencration will contribute to promotion of the strategies of poverty alleviation and

improvement of access to food.

‘These strategics will promote effective use of the limited human and financial resources.
High IMR, MMR, malnutrition, poor access to water and basic sanitation, which are

priority health problems in the rusal poverty area, will be lessened. - §

(2) Model project 2: Improvement of commumty mernbers accessnblhlyto health
services (refer to Figure 10) ‘ ‘

1} Objective
Institutional and physical infrastructure of Heallh Arca 2, la Esperan?a CESAMO and

Yamaranguila CESAR will be strengthened for attaining the objcctives of preventive
health awareness among the communities and improvement of acccésibilily to health

services.

2) Components

* Institulion building of each health provndcr from hospital to midwife level

+ Improvement of CESAMO/CESAR staff’s outreach consullauons to the deprived, ‘ﬁ;
distant comnmunities

* Iinprovement of communities’ interest in health services: health feshvals
heallhlcql commumiy{chﬂd award gmup medical chcck ups etc

3) Managemenr , _ _ S
Implementation organization: " Health Region 2 (Health Area 2)
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Coordination required: Intibucd governor’s office, Municipal governments,
AMHON, SEP, FHIS, PRAF, ACCESO project

4) Effectiveness

a) Contribution to equity
Through improvement of accessibility to health services, the project will contribute to

equity and equality promotion among the community members including those living in

the deprived areas.

b) Contribution to the problem-sirategies Malrix proposed
Communities’ understanding of the health services will be improved through promotion

activitics and outreach programs by the CESAMO and CESAR. Through outreach
programs and safe and clean birthing places, high risk pregrant women will be effectively
identified in the communities (and referred). This will contribute to improvement of

accessibility to health services; MMR and IMR are expected to decline.

A prevenlive health outreach program implemented by the CESAMO and CESAR will
serve as an effective health service point in communities. Referral systems to maternity
and primary health care scrvices will be promoted and funclioning well without

establishing a new syslem or new building.

6.3.2 Program for urban poverly area

(A) Goals and targets
The goal of the program for the utban poverty area is to improve the access to preventive

a'n'd'cmcrgcncy care at the primary level, mainly focusing on maternal and child health
services and emergency health care; and to contribute to organization and unificalion of
communities in the marginal areas by strengthening social parlicipation capabilitics. The
target group of the program is the entire population living in the urban marginal area in
Tegucigalpa. The number of the beneficiaries is 733,056 inhabitants based on the
population living in the catchment area of the Meltropolitan Health Region Office. In
collaboration with the Metropolitan Health chion and the Tegucigalpa Municipality,
target communities of Colonia Villa Cristina -and Colonia Villanueva were selecled

utilizing participatory approach methodotogy and i.,n-',d_cplh information gathering.



(B} Development concept :
*+ Concentration on priorilized strategizs clarificd using the proposed matrix refer to
Figure 11)
*  Promotion of participatory development
* Strengthening of existing communily activities

* Improvement of awareness and utilization of health service nelwork in the primary

level
+ . Coordination among related organizations

(C} Model projects
This program is composcd of the following two model projects. These projecls can be

implemented simultancously since management is under the same organization. In
addition, it is more effective and efficient (o atlain the objectives wtilizing the limited

financial and human resources rather than implement them separately.

(1) Model project 1: Improved actions to promote social participation activities (refer
to Figure 12) _ _ ‘

1) Objective
The objective of the project is to create a receptive environment for promotmg socnal

participation activitics in the commumucs by strenglhcmng lhe socxal parl:cipallon unit of
the Melropohhn Health Region and improving the support for those activities in the

chton and the CESAMOs in the target communitics.

2) Compenents

+ Institutional strengthening of the Metropolitan Health Region for promotion and
coordination of social pariicipation activities in communities

*  Establishment of a “Health Promotion and Information Cenlcr in the Melropohtan
Health Region Office

* Institutional building of CESAMOs as project base in the communitics

* Strengthening Patronato/Water Boards as key players for promotmg community
development activities

3) Management/Operation

Dmplementation organization: Mclropolllan Health Region Office B
Coordination required: . Municipatity, AMHON, SEP, FHIS, PRAF and

_ ACCESO project _ ‘ _
Organization of the center: dircctor of the center, chief of development unit, chief of

public relations unit, chief of information systems unit,
operator, secrelary
New staff for iwo CESAMOs: ~ ‘personnel for information system
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4) Effectiveness
a) Contribution to the decentralization policy
The function of promoting social participation activities in the Metropolilan Health Region
Oftice will be strengthened being ICCGgm;ZCd as a “llealth Promotion and Information
Center” in the entire urban marginal arcas of Tegucigalpa Municipality. This will improve
the project planning and implementation capabi!ilids of the Health Region.Office and the

communitics, which will contribute to the decentralization promotion.

b) Contribution to the problem-strategies Matrix proposed
Social participation will be promoted through the Center activilics. Its coordination

systems amiong service providers, municipalitics, donors, NGOs, and communities will be

‘developed. CESAMOs in the target communitics will be improved for supporling

‘community activities. In the communities, the project planning and implementation

capabilities of the Patronalos and Water Boards, which are the key communily
devclopment organizations, will be strengthened. Unification of communities will be
fostered; it will lead not only to more community-involved management of water and basic
sanitalion - projects, bul also to more community-oriented and sustainable project
implementation _fof improving living conditions. The project help service providers,
muni.cipai.itics, cionors, NCOS,-;'md conmunities tb share and make full use of existing

experts, experiences, and facilities without introducing a new syste.

 (2) Model! project 2: Improvement of awareness and utilization of the health service
- network in the primary level {refer to Figure 13) :

1) Objective
The objective of the project is to promote the proper and effective use of the planncd
emergency clinics and renovated maternity ward in San Felipe Hospital with the resulting
goal of improved emergency and MCH services. The target of thesc improved services is

the Tegucigalpa marginal area residents,

- 2) Component

¢ Development of a liaison and improved referral system among existing and newly
eslablished emergency clinics and maternity wards at Hospital Escucla and San
Felipe Hospital
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+ Improvement of the CESAMO staff’s outreach activities related to prenatal,
neonatal, and postnatal care, as well as, health education aboul hygienc, veclor
control, prevention of vielence and accidents

¢ Marketing of proper use of maternity and emergency health services at the primary
level

3) Management

Implementation organization: Melropohlan Health chlon

Coordination required: Municipality, AMHON, SE¥P, FHIS, PRAF ACCESO -

New staff for the Region Qffice: chief of management of health service network,
assistant {lraining and public relations)

New staff for two CESAMOs:  chief of management of health service network

4) Effectiveness

a} Contribution 1o equity _
“Through improvement of accessibility to health services, the project will contribute to

equity and cquality promotion ameng the community members. In addition, the project

will help promotion of communily members’ awareness and understanding on proper vsc.

of the health service network including the emergency clinics which are newly introduced

and currently being designed in the urban marginal area in Tegucigalpa.

b} Contribution to the prob!em strategles Matrix proposed
A primary level nctwork will be established in the target communities, including malcrmly

and cmergency services.  Proper and effeclive use of Hospital Escuela, Hosgnlal San
Felipe, and the new emcrgcncy clinics will be understood by the commumty This
knowledge will contribute to diminish congestion at Hospital Escuela and Jimproved
emergency, maternily, and MCH services. Tﬁe CES.AMOS ;.vill be improved -as.basis for
MCH care and forefront providers of the health service nefwork in the communities; high
risk pregnant women will be appropriately identified and referred to lHospital Escuela
through the prenatal consultation in the CESAMOs.  This will lead lo__improvemenl of

access to health services.

In addition, improved maternal and primary health care services will become available in
the CESAMQs.  Members of the community will have increased knowledge about

effective utilization of public health service providers and referral system. Hygiene,
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nuttition, and vector control health cducation programs will be effectively provided

through improved outreach programs by CESAMOs.

Without establishing a new system or new building, this project will promote community
members’ understanding on and accessibility to health services through strengthening the

outreach programs of the CESAMO and CESAR.

6.4 Program for Integrated Development Area

6.4.1 Objectives
Implicit in this model health program is the need for systematic efforts at all levels to

identify problems, establish prioritics, and initiate actions. Strengihening the ability of the
regions to plan and identify opportunities for making public health resources more
effective in improving health is an important clement of achieving the objective of the
NMHP. Many of the general. rccommendations in the NMHP will be implemented
through the Regions and local initialives will benefit from more cffective regional
lcadership.  Further, the national commitment to decentralization places grealer
responsibilities on regions and areas for planning in addition to managing and
implementing progréni aclivities. The model health plan for Integrated Development

Areas addresses this fange of issues

6.4.2 Prioritization of health problems

(A) DALY method :
The burden of disease has been defined as the loss to sociely of productive years due to

premature death and disability. One mcasure, Disability-Adjusted Life Years lost
{DALYs), has been developed to measure the impact of premature mortality and morbidity
caused by different health problems in a particular setting. DALY counts lost ycars of life
of population due to premature death and disability, instead of the traditional way which

counts only the frequency of deaths or discase.

By using DALY as an indicator of health status, both premature death and disability would
be measured in a single indicator in combined form. ‘As a resull, it can be used to support

explicit decision making in
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* . Sclling priorities among a variety of health services;
* Selling priorities for health research;.
» Identifying disadvantaged groups and targclmg fiealth interventions; and
* Evaluation and monitoring of activities.
DALY can also contribute to improve coordination among institutions or agencies

involved in the health scctor.

(B) Application to the Health Regmn 7
To assess the utility of using burden of discase as a criterion of setting health pnonucs,

estimates were prepared for Health Region 7. Since disability data were not available, an
intermediate measure, Years of Life Lost {YLL), was used to indicate disease burden of
the population in the form of premature death. Mortality was calculated by cause for each
sex and for five age groups. The causes were grouped into three major categories which
encompass the major different health interventions of interest; 1) communicable, maternal

& perinatal causes, 2) non-communicable diseases, and 3) injurics.

(C} Result ,
Preliminary result of burden of disease by age, sex and broad cause group measured by

YLL are illustrated. .By broad cause group, categerized into commum_c_:a‘olc, non-
communicable and injury, communicable and maternal and perinatal causes are still the

largest contributor to the whole population. Two thirds of these occurred during infancy

for both sexes. An astonishingly high share of burden caused by.injuries is found, "

particularly for males between 12 to 49 years of age.

Using mortalily as a measure of the burden of discase, therefore, program priorities for the
region would be targeted at communicable disease, maternal & perinatal causes with
special emphasis on reducing infant mortality, and injury of working age males, followed

by non-communicable disease mainly for reproductive age of women (refer to Figure 14).

6.4.3 Strategies for health improvement

(A} Programming o
The results of the analysis of mortality in Heaith Region 7 indicates that a few key

problems account for the majority of premature loss of life. Making the biggest

improvement in the incidence of mortality will require selecting the activities with the
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greatest cost-effectiveness for cach different cause. The Global Burden of Discase study

has analyzed the major types of interventions in terms of their potential to reduce mortality

from specific conditions. These data have been assembled here and telated to the specific
causes of mortality identified in the earlier analysis. For cach cause, the most cost-
effective interventions have been identified together with an estimate of the range of cost
per year of reduced mottality, The information provides the basic starting point for the
identification of a program structure with the potential for making the maximum reduction
in premature death (and ultimately disability). As such, it represents the specific activities
around which planning needs to take place and for which resources need to be available

(refer to Table 1).

(B} Health Planning
Current niortality data present a number of difficultics which need to be addressed before

‘they can be effectively used for planning. While working with aggregate categorics

overcomes some of the problems, improvement in the collection and monitoring of basic
mortality data is a high regional priority. In the initial work in the region, the study team
and counterpatts carried oul a number of informal analyses of existing data. Additionally,
EPIMAP, a prograﬁ] lo provide geographic analysis of the distribution of epidemiological
characleristics including mortality and moibidity, was installed in the computers of the
Regional office and staff of that office were instructed in its usc. Itis rccommended that
this process bc continued and that efforts be made to incorporate additional analyses into

the current planning processes.

Additionally, the significant variation in the estimates of age-specific mortality indicate a
need for review and improvement. Ideally, improved information on morbidity, in
particular that related to accidents and violence and cornmunicable discases, also needs to

be collected.

- (C) Health Firiancing
Two major lines of action have been proposed; improvement of the financial structure and

service mix of IHSS and expansion of revenue generation through cost-recovery in the

MSP facilities.:
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The NMHP recommends that the existing cost recovery activities be expanded by
restructuring the charges to gencrate both increased revenues, implementing improved
waiver and exemption systems to protect those who are unable to pay, and to suppont
extension of insurance coverage through IHSS and others to expand the pool of users able

la pay for curative care services.

Health Region 7 already incorporates elements of the NMHP recommendations.  With
respect to the 1HSS recommendations, the Olancho region of IHSS already covers over
2000 employces for cxpanded health benefits. The NMHP supports extension of this
modc! to other regions and, as well, expansion in Health Region 7. Additionally, both the
hospital and the regional service delivery scitings have implemented formal cost-recovery

programs although charges are relatively low,

It is recommendcd that the Hospital San Francisco and Health ch_ioh 7 be selected as the
setling for the pilot project to be implemented. This would permit building on the existing
experience in Olancho and, as well, devcloping a expanded cosl-recovery initiative in an
area most likely to experience both economic growth and an increase in the demand for

services over the near and medium term,

The results of these efforls would then be generalized to the MSP system as a whole,
recognizing that fee schedules and expectations of revenuce gencration would have to be

established in each region or area bascd on local economic realities.

(D} Program intervention : : .
On top of those current programs run by the Heallh Reglon 7, further cmphasxs should bc

put on the Alcohol control, prenatal and dehvery care, family plannmg and “lnlcgrated

Management for Sick Children”, as these program can be seen as one of the most cost

effeclive countermeasures against the burden of discases owned by the socwty

The accomplishment of each CESAMOs and CESARes, as a front-end fac;llty of thc
service delivery system 1o solve the above-mentioned issues, measured by the ratio of the
number of first attention per health staff assigned there, indicated “wide variety of
efficiencies, Comparison among four health areas gives gencral impression of low scores

in those health units located in the area 3. Perhaps it can be well explained by
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geographical and cultural inaccessibility characterized in this area.  However, the
underlying conditions, which contributed to those low performance, could be identificd as
follow 1} decentralization of management has not been lcgall?ed and institutionalized to
lhe mumcqpal governments and communities as a parl of AC CPSO project, 2) cultural
barrier to health institutions and low level of community aclivities, and 3) low access
because of low service quality (medicine, medical equipment, low availability of doctors
and nurses) and poor | condilions of road andfor radio communication system, poor
ma'nagemcnt of institution ahd fack of operation fund. Adding to that, the planncd MCH
clinics for respective health areas are hardly operational except one in Catacamas. Major
reason of non-operational conditions for MCH would be poor management ability andfor

low accessibility for inhabitants.

Irﬁprovcd local managerial' ability, wilth an instrumental assistance by the ACCESO
project, will facilitate hmnitoring and evaluation of those program performances (o
contribute fusther enhancement of health planning and programming at the regional and
municipal levels. The review of the performance, which includes each UPS level at the
bottom, to reflect various local situations, should be incorporated into a regional health
system’s pérformance, particularly for an interveations that requires certain technical skills

or equipment such as high risk delivery.

59



7. IMPLEMENTATION PROGRAM

7.1 Stage-wise restructuring of health-related institutions
With promoting the NMHP’s fificen sirategies and the health model programs, the roles

and functions of health administrative agencies and health service ‘providers will be
reviewed and restructured for strengthening the decentralization syslein. Figure 15 and 16
show the inicr-rc!alionship-wilh'healih service providers and 15 strategics in case of
“without programs/projects by NMHP and model area programs” and “with

programs/projecls”.

MSP and 1SS are the national admiﬁislralive agencies in the health sector. Currently,
MSP provides public health service administration for several levels ranging from the
centraliregional/area levels to individual health service provider levels, The health region
offices and the arca offices of MSP have functioned as the lregional and area health

preveintion and control centers for community members,

As for the health service delivery, there are several organizations involved. MSP has
national hospitals in the central level, rcgional/area hospitals and MCH clinics under the
regional office. The emergency clinics, whose construction is being ;ilannéd, will be
included into the MSP’s health service providers, Thc health centers such as CESAMOs/
CESARes are the major primary health care providers supervised by the area healih
offices. 1HSS has provided health services through its own hospitals and clinics, also.
Besides MSP, IHSS, and health scrvice providers, the municipality offices are the
important players for improving communily members’ health conditions. They have had
limited initiatives in health promotion and service delivery so far. However, through the
municipalization policy and implementation of the ACCESO project, the municipalities

are to start taking responsibilities for the health improvement of community members.
The major changes introduced by these programs/projects is summarized as follows;

MSP ceniral 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 arcas and to municipal authorities considering 1heir capabilities. The nationwide
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restructuring of health service institutions should not be implemenied in a shorl-term range
without gaining consensus of various levels of health service providers and users. In
addition, a ccordination system among MSP, IHSS, other governmcntal agencies
concerned, NGOs, and donors will needs more emphasis and strength, both at central and

local levels,

These structural improvements covering these health-related institutions mentioned above
will be conducted through the implementation of the projects proposed by NMHP and the

health model programs as follows: .

1) Short-term (target year 2000):
* Political d:alogue among the health- related inslitutions;
+ Policy making and programming for décentralization within MSP;
«  Improvement of management abilities of each institution with small- scale physical

expansion;
+ Development and implementation of model projects included in the health model

programs.

2) Medium-term (target year 2005)
Monitoring and evalvation on the projects of improving management abilities of
each institution within the scope of the NMHP fifteen strategics;
« Monitoring and evaluation on the cosl-effectivencss of model projects provided by
the model programs;
’ Expansmn of the target areas of mode! programs based on the feedback.

3) Long- term (target year 201 oy
~»  Accomplishmeat of MHP

7.2 Human and financial résource allocation

Followings are the plans for human and financial rcsource altocation proposed with the
imptcmenlalilon of the NMHP and the model programs. According to the decentralization
concept, which is inéorjioratcd into the NMHP and the model programs, part of the human

and fmancml resources will be rc -allocated to the local institutions. Human and financial

'resourccs of MSP will be more atlocated for pollcy making, programming, budgeting, and

monitoring funcllons at central level and be more decentralized to hospitals, regional
offices, municipal govemmenls and community orgamzat;ons for hecalth service

implementation.
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MSP financial resources and expenditure for achicving stagewise implementation

programs will be estimated as shown in the Figure 17.

According to the past experiences, major portion of cost has been spent for operational
expenditure including salary and wages, and supply of medicines and the other
consumable goods, while a capital cost of MSP budget excluding SANAA portion is very

small.

[l is important to consider that thete is a serious shortage of national budget including
external source of fund for physical expansion and operational expenditure for non-
personal items, and that physical expansion would require a large amount of operational
expendilure after construciion of facilities and installatiori of equipment. Théref'ore,
decentralization to - local institutions is expected to cover the permanent shortage in
opcrational cost in MSP as well as capital cost, by joint efforts of model development with

MSP and local institutional authorities.

Major points of resource allocation are shown as follows for the different health service

providers.

7.2.1 NMHP

(A} national hospital and emergency clinics .
Quality of the nafional hospital services will be upgraded lhrough strcngthemng of

problem solving abilities and referral function of pnmary aud secondary health services,

which contribute to improving accessibilily to institutional health services.

(B) regional and area health office levels .
Decentralization will be promoted by institutional strengthening of mumc;pal govcmment

and community participation, through managerial and lcchmcal support by the MSP hcalth
region and arca offices. In order to strengthen problcm solving capab)lmes of CESAMOS
and CESARcs, mobile consultation services by CESAMO staff to nelghbormg CESARcs
will be maintained and double-staffing in CESARcs will mnmbute to merovmg quahty

of the seivices 'md removing cultural bamers for potenllal users.
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(C) warehouses
Computerization for drug control will be steengthened in each level of the central, regional

and area warchouses and be developed as nationwide drug control n¢twork system in the

long run,

(D) physical expansion (PRONASSA)
PRONASSA will have its planning, programming, and monitoring capacity strengthened

and effective use of private sectors and FHIS will be pronioted. PRONASSA will also

develop designing building and equipment for private bidders.

(E} operation and maintenance of facilitieslequipment (CENAMA)
Operation and maintenance of training activities be decentralized to regional and area

health offices. "S'implc daily operation and maintenance will be implemented at each
CESAMO/ CESAR level. CENAMA will function as planning, programming, and

monitoring body for operation and management of facilities and medical equipment.

- (F} water and sanitation (SANAA)
SANAA function for management of water supply systems will be transferred from their

direct intervention to municipal or community participation method while rescarch and
water development funciion should remain at SANAA, Decentralization will be much
more accelerated through strengthening of managerial and technical capacity of these local

management bodies.

7.2,2 Area model programs

(4) Regional center for maintenance, training and information (facilities and
equtipment)

Key staff of O&M will be trained at various levels. The private sectors will also be
provided with technical services. Target groups of training will be staff from CENAMA,
hospitals and health “regions, municipal governments, CESAMO/CESAR and

communities.’

63



(B) Upgrading of CESAMO (quality of services)
Accessibility to health scrvices will be improved by expansion of CFSAMO s function

along with training of health staff and community. Training will be effective for
strengthening of referral system through close linkage with hospital management and

existing NGO activitics.

(C) Health educationfiraininglinformation promofion cenfer
The function of this center is to supporl establishment of “healthy cily” and “healthy

village” by providing education, training and information to the following target groups.

»  Urban center: for healih service provnders municipal govemments inhabitants,
and donors in SPS

+ Rural center: for inhabitants, health service providers, municipal governments

and donors in marginal areas in Tcguc:galpa and poverly area of Intibuca
deparimcnl)

7.3 External cooperaﬂori for technology transfer and financlal assistance

7.3.1 National level
Technical cooperation for restructuring of MSP institution will be required in the form of

dispatching of experis / consultants, training in the donor and the third countries. Further
study will be implemented for urgent implementation needs such as’ data base
development, area master plan, feasibility study and/or basic design on the proposed model

programs.’

7.3.2 NMIIP
Eixternal assistance for the completion of NMHP will be provided to the respective

organizalions such as hosplldls emergency clinics, reglonal and area offlces, drug

warchouse% and PRONASSMCENAMA

7.3.3 Area model programs _
External assistance for arca model programs will bc 1mplemcnted in coordination w:lh

ACCESO project which has been assisted by Sweden and USAID and integrated with
projects of UNDP, AIDSCAP, various NGOs, cte. These aid projects will be proceeded in

connection with the aforementioned projects of NMHP.
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7.4 Implementing schedule for urgent needs of external cooperation

Implementation of MHP will include NMHP promotion at central government level;
mainly related to hospitals, emergeney clinics, warchouscs of drug, equipment supply and
water/sanitation, while area model programs arc for the urban arca model, poverly area

models, and integrated development arca model.

Restructuring of MSP willrs'lrengthcn the funclions of policy making, budgcting, and
‘coordination. It will promote decentralization of health and health-related activitics to the
health region, municipal governments, and communilics, also. Consultants group will be
required for the institutional building including data base development. The figure in the
next page shows the outline of external cooperation for the implementation of MHP and
the area model programs. More detailed schedule for each of the items listed in the figure

are introduced as follows.

external cooperation by program 1996 1997 - 1993 1999 P 2000

LNMHP

1.1 Hospital 3 R R S G R BT T R

1.2 Emergenecy clinles e S R e N

;
- ;
1.3 Warehouses (Loglstics system) o o, LA L
f
1.4 Equipment (hospital' CESAMO,/CESAR) oz R ‘ LR B AT
o

1.5 Waler/Sanitation B A R AL 0O B ROt

s
{i

agmmenn

1.6 Acceso . R R AR DS D

2. Area Model Programs
2.1 SPS model
(1) Health promotion and information center

(2) Reinforr‘cmmr of CESAMO Erreczr D

(3) Maintenancefinformation center for medical o e s } S
facitities and equipmeat ey e SIS LTI

2.2 Rural poveriy model
(1) Healthy village training and extention ccnh":' AR R

i .
(2) Community membcrs” accessibility to health. o

.2;33‘4 services
s ¢

2.3 Urban poverly model : :
(1} Promotion of social participation activitics M e st

(2) Awarcness and utilization of the kealih zz;:Zn?AKJ‘:ﬂ{cﬂ'/,Z’,?A .
service network in the primary level ’ N

2.4 Integrated area model

Ll L LRI
R ek

remarks | camesmR 1 ON-EOINE project  wmmmez @ financial cooperation . 2Lt technical cooperation
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8. CONCLUSION AND RECOMMENDATION -

Eleven priorily health problems were identified through the workshops and the discussions '
with Ceordination Committee for the Study during the Phase [ Study. The fifteen
siratcgies, which are the components of National Master Health Plan (NMHP), were
selccted and authorized through the workshops and Coordination Committee during the
Phase If ’Study In Phase Iil, model areas for the NMHP were sclected to prove the
rdnbnhly of the plan and to propose area-wise masler plans developed for 1mplemenllng
NMHP. The implementation program for MHP and external cooperallon is Ipropos_ed by

the Study.

8.1 Priority problems
1) Infant Mortality Rate (IMR)
2} Maternal Morlality Rate (MMR)
3} Malnutrition
4) Access to water and sanitation
5} HIV/AIDS
6) Vectlor-borne discases
7y Accidents
8} Violence
9) Chronic degenerative discases
10} Environmental health
11} Occupational heaith

8.2 National Master Health Plan
3.2.1 Strategies rélatcd to conte.xt

(A) Alleviation of poverty ‘
+ Institutional strengthening for promolting community activilies
» Coordination of municipal development plans and municipal health plans
* Provision of training and information services ‘

(B) Access to food{food security
* [nstitutional strenglhening for promating community activities
+ Improvement of production, marketing, transportalion, and information system
¢ Strengthening of health and nutrition education system :
« Streagthening of linkage with NGOs for devel()pment and management of small-
scalc agricultural projects
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8.2.2

(1)

(&)

Access to watei and basic sanitation

Rationalization of control and management of water resources among institutions
concerned

Reinforcement of protection and control of water resources

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

‘I'ransfer of technical and managerial capabilitics to the municipalitics
Maintenance of water/sanitation nelwork through lmplcmenhllon of cost-recovery
mechanisms

Education on environmental and health impact of water and sanitation

Suppost for development and functions of local water boards

Legal and institutional context

Reinforcement of relevant regulations and strengthening of local government
management capability through sustainable development of ACCESO project
Follow-up of procedures to ensurc fall transfer of national funds to municipalitics
Strengthening of inter-sectoral coordination with municipalities and agencies
concemed for health 1mpr0vcment

Strategics related to household and community behaviors

Reduction of ifliteracy

Incorporation of “transversal axes”, including health and hygiene

Improvement of living and working conditions for teachers

Implementation of National Education Plan for Yocational Development of Youths
and Adults '

Promotion of contacts w1lh teachers for joint activities in health-related educalion
and training

Inclusion of health, nutrition and income generation related contents in
community-levet o

Promotion of adult education activities, especially for women’s group

Improvement in health education interventions

Inter-sectoral cooperation and effective use of multi-communication system
Increase of regional or local capacity to elaborate, produce and evaluate
c¢ducational material

Training of staff in use of educational material and interpersonal communication
Implementation of health education campaigns

Promotion of contacts wilh tcachcrs for joint aclivities m health-related education
and training

Promotion of working with women groups and other commumty organizations in
development of community projects and education aclivitics

Iinprovement in social participation
Improvement of the formal process and systems for social participalion
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Improvement of the cavironment to foster social participation. . ;
Development of community participation in ¢laboration of municipal heallh plans
Education, training and information provision for institutional stmngihemng of
community development commiltces

Reduction of fertility rate
Periodic revision of existing population policy and integration within other

important aspects of human development %

Provision of family planning information and services lo persons and couples
willing to delay, space or reduce their pregnancies

8.2.3 Strategies related to health services delivery

(A}

L

)

Access to health services

Improvemem of cullural and p11y51cai acccssmlhly linked with ACCESO project
Physical expansion of facility network : community-based support facﬂmes,
CESARGes, CF‘SAMDS, CMls, area/regional hospiltals, low-risk maternily services
Improvement in current problem-solving capac:ly Community managemem
assigning two health persons per CESAR, delivery of Basic Health Package and
movement of personnel, improvement m problem-solving capacity of CESAMOS,
emergency care and area hospitals

Improvement of transport and transport financing mechanisms.

Management of facilities and organizations _ g

Implemcrtation of decentralization of management of health services
Establishment of streamline administrative procedures

Strengthening of management capability and thly control mcchamsms in
hospitals

Effective inclusion of hospitals within network of health services and
reinforcement of integration with their surrounding communities
Strengthening municipality-based Health Information System o

Linprovement of referral system

Strengthening of social parhcapauon

Improvement of problem-solving capacity at primary care level

Appropriate management of referred patient through priority altention and usc of

counter reference mechanisms

Improvement in secendary and tertiary levels of care

expansion of low-risk maternily facitities and remforccment of area hospitals
Proper use of the referral system of maternal and emergency care prowders §
Coordination with MSP and 1SS

tmprovement of drug logistics system

Implementation of essential drug policy.
Assessinent of national pharmaceutical industry
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* Improvement of procurement system

* Sustainable development of the POSSS

* Improvement of distribution and delivery system

* Improvement of rational use of drugs

* Encouragement of community involvement in drug management

(E} Maintenance of facilities and equipment
* Restructuring of PRONASSA and CENAMA
* Standardization of facility design and cquipment specifications
* Establishment of the regional maintenance center
* Establishment of training ceater for facility and equnpment maintenance
* Qulside service Contraclmg for maintenance

(I} Huinan resonrce development

* Definition of new role for normative divisions

* Manpower training plan claborated at regional and area lovel, based upon
epidemiological and organizational assessment

» Scleclion of public health managers

*  Promotion of prcvenlivc concept of health services and preparation of appropriate
human resources in response to the demands

* Facilitaling working conditions of technically compcient personnel working at the
peripheral tevels of the health system

¢ Strengthening community parlicipation in claboration of training needs for health
personnel through improved development of municipal health plans -

¢+ Identification of suitable persons for training in public heaith management

(G) Health financing

* Expansion of cost-recovery activities of Hospital, or public health scrvice providers

* Implementation of raises in JHSS salary limits together with administrative reforms
and plan for improvement or expansion of services

* Decvelopment of IHSS coverage outside of Tegucigalpa and SPS under special

" dgreements with existing providers

8.3 Model Health Programs
8.3.1 Program for urban area

N Goals and targets
The goals of model health progeam is to promote the concepl of “healthy city”. The
citizens’ parucipanon and commitment on the issues relating to their lifc, health and well
being is essential for both planning and implementation, Active social participation in

health activities is also needed.
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(2} Model projects
1} Mode! project 1 Health Promorfbn and information Center -
The Health Promotion and Information Center’s functions ate to reinforce and to
coordinate the cfforts in health promotion and disease prevention activities including
HIV/AIDS problems in SPS City and surroundings. The Center will be controlled by a
Board of Directors made up of represenl'itwcs of the mumcnpallly and Health Region 3, A

Coordination Commiltee will be orgamzed with IHSS NGOs, donors cte.

2) Model project 2 : Reinforcement of CESAMOs' Functions
The major functions are fo improve access to primary health care services and (o improve

qualily of services in birth delivery and emergency care at the national hospital by reducing
its overload. The Metropolitan Arca Office, Health Region 3, and the muni_cipali_iy will be

responsible for the operation of CESAMOs with systematic coordination.

3} Model project 3 : Maintenance and !nformanon Center for Medical Facmtfes and
Equipment

Fhe major function is to develop a model for maintenance system in Health Region 3

linked with the national center of PRONASSA and CENAMA.,

8.3.2 Program for poverty area
(A) Progmm Jfor rural poverty area
(1) Goals and targets :
The goal of the model health program is to promote prevcnlwe heaIth awareness and o

develop a “healthy village” model for the entire population living in the catchment area of

the La Esperanza Hospital,

{2) Model project _
The model program is composed of the following two model projects. These (wo model

projects are to be integrated to funclion as the core projects for developing the “healthy
village” model.  These core projects can be managed through technical cooperation
utilizing the existing facilities following the implementation program proposed by the

Study. In order to extend the “heallhy village” model to the entire area of the Dept. of
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Intibucd, the Feasibility Study on the improvement of health and health-related
infrastructure, hospital management, income generation projects as well as the core

projects are to be implemented before the main project implementation.

1} Model project 1. Esiab!fsﬁment of "Heaithy Village Training and Extension
Center’ C

The major functions are to promote communily activitics by establishing basic facilities
and institution building for community development organizations, to improve community
members’ cultural accessibility to health services, and to improve nulrition conditions and
income generation opportunitics. - Implementation. organization will be MSP Health
Region 2 with coordination among the Dept. of Intibucd, Municipal governments,

AMHON, Scc. RRNN, SEP, SANAA, FHIS, PRAF, BANADESA and ACCESO project.

2) Model project 2 : Improvement of community members’ accessibility lo heaith
services

The major functions are to promote preventive health awareness among the communities
and to improve accessibility to health services. Implementation organization will be
Health Region 2 with coordination among the Dept. of Intibucd, Municipal governments,

AMHON, SEP, FHIS, PRAF, ACCESO project.

(B) Program for urban poverly area
(1). Goals and targets _
The goals of the model health program.are to impiove the access to preventive and
cmergency care at the primary level, and to contribule 1o organization and unification of
communities in the marginal arcas by strengthening social participation in the urban

marginal area in Tegucigalpa.

(2) Model projects
1} Model project 1 : Improved actions to promole social pariicipation activities
The major [unclion is to create a receplive environment for promoting social participation
aclivities in the communities by institutional strengthening of the Mctropolitan Heallh
Region office. Implementation organization will be the Metropolitan Health Region wilh
coordination among municipality, AMHON, SEP, FHIS, PRA¥F and ACCESQO project.
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2) Model project 2 : Improvemeni, of awareness and utitization of the health service
- network in the primary fevel ' '

The major function is to support the proper and effective use of the planned emergency
clinics and the renovated maternal ward in San Felipe Hospital. Implementation
organization will bc the Metropolitan Health Region with coordination among

municipality, AMHON, SEP, FHIS, PRAF and ACCESO project.

8.3.3 Program for Integrated Development Area
{1) Objeclives
The objectives are to develop the theoretical mode} for problems prioritization and to
conduct programs selection by cosl-effectiveness in Health Region 7, and this mode! will

provide basic information for policy making, coordination and budgeling.

(2) Prioritization of health problems
Disability-Adjusted Life Years lost (DALYS) has been dcvcloped to measure the impact

of premature morlallly and morbidity caused by different health probiems ina pamcular

‘;climg

Program priorities for the region would be targeted at communicable discase, maternal &
perinalal causes with special emphasis on reducing infant mottality, and injury of working

age males, followed by non-communicable disease maioly for reproductive age of women .

Available mortality data shows large differences belween male and female reported
morlality. For the age group 12 to 49, reported male mortality is almost 2 V2 times that of
females. This implies considerable under-reporling for’ women - which may reflect

mortality causes which are difficult to record, such as unsafe pregnancy or abortions.

(3) Strategies for health improvement

1} Programming
For cach cause, the most cost-effective interventions have been identified {ogether with an

estimate of the range of cost per year of reduced mortality.

72




-

2) Health Financing
Two major lines of action have been identified for improvement of the financial structure

and service mix of IHSS and expansion of revenue generation through cost-recovery in the

MSP.

{4) Application of the developed mode!
1) Daita collection for problem idenlification .
Furlher survey will be required to develop accurate model in estimating specific YLL and

YLD. It should be regularly updated.

2) Programming
The eleven priority problems and the fifteen sirategies should be carefully considered into

area-specific program for efficient resource allocation.

3} Planning system
Programming and budgeting system will be established based upon the theoretical base of

health problems and cost-effectiveness proposed in this model. Social participation should

be also considered in system building.

8.4 Implementation Program

8.4.1 Stage-wise restructuring of health-related institutions
MSP central level will focus on policy making, programming, budgeting, slandard sctling,

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 authorilies considering their capabilities. The nationwide restructuring of
health service institutions should not be implemented in a short-term range without
gaining consensus of various levels of health service providers and users. In addition, a
coordination system among MSP, IHSS, other governmenlal agencies concerned, NGOs,
and donors will need to be more emphasized and strengthened both at central and local

icvcls.

{1) Short-term (target year 2000} :
* Political dialogue ameng the health-related institutions;
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* Policy making and programming for decentralization within MSP;

* Improvement of management abilities of each institution with small-scale physical
expansion;

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

(2) Medium-term (target year 2005} :

*  Monitoring and evaluation on the projects of improving management abilities of
cach instilution within the scope of the NMHP fifteen strategics;

+  Monitoring and evaluation on the cost-cffectiveness of model projects wh:ch will
be provided by the model programs;

* Expansion of the target areas based on the fecdback

{3) Long-term (target year 2010} ;
*  Accomplishment of MUP

8.4.2 Human and financial resource allocation
Basic principles for human and financial resourcé allocation will be summarized for the

respective health services as follows.

{1) NMHP
1) nalional hospital and emergency clinics _ _
Quality of the national hospital services will be upgraded through strengthening of referral
function of primary and secondary health scrvices, which contribute to improve

accessibility to institutional health services.

2} regional and area health office
Decentralization will be promoted by institutional strengthening of municipal government

and community participation through managerial and technical support by the MSP health
region and area offices. In order to improve the seivice qualily and accessibilily, mobite
outreach services by CESAMO staff, double-staffing in CESAR will improve service
quality at PHC level.

3) warehouses

Computerization for drug control S)stcms \wll be strengthcncd in central and regtonal

warchouses, and be developed as nationwide diug control network system in the tong fun.
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4) physical expansion (PRONASSA)
PRONASSA will strengthen its planning/programming and monitoring capacity. Effective

wtilization of private sectors will be promotcd. PRONASSA will also develop procedures

for designing building and equipment for private bidders.

_ 5) Management of facilities / equipment (CENAMA) _
Operation and managenicnt of training activities will be decentralized to regional/area

health offices. Slmple daily opcratlon and mainlenance will be implemented at each
CESAMO or CESAR level. CENAMA will function as planning, programming and

monitoring body for operation and maintenance of facilities and medical equipment.

8) watei/sanilation (SANAA)
SANAA functions for management of water supply systems will be transferred from divect

‘intervention to municipal or community participation method. Decentralization will be

imuch more ‘accelerated through strengthening of managerial and technical capacity of

these local management bodies.

- (2) Model programs

1) Health promotion center for edutation, training and information
Poverly area : for inhabitants, health service providers, municipal governments and donors

in the urban marginal areas in Tegucigalpa and the poverty arca in the Depi. of Intibucd.

The priority projects are to be integrated for more effective project implementation.

2) Upgradmg of CESAMO (quahty of semces)

Acccssabllity 1o health services will be lmprovcd by lraining of health stafl and community

members. Trammg will be effective for strengthening of problem solving capacity and
referral system through close linkage with hospital management and existing NGO

aclivities.

‘ 3) regional cenler for faci!fffes/equ:’pmént maintenance, training and information
Key slaff of O&M will be trained through training courses of this program at various

Ievcls Employcrs of pnvatc sectors will be also provided with technical services. Target

groups of Irdmmg will be staff l‘rom CENAMA hospuals and health regions, municipal
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governments, CESAMO / CESAR and communities. For the privatization of O&M,

technicians of private scctors will be future target groups.

8.4.3 External cooperation

(1) MSP restructuring _
Consultants group for institutional buildings will be required through external technical

cooperation.  Data base development of the health and health-related information also
contributes to the institutional restructuring through application of the survey method

developed by the Study.

(2y NMHP
1) Hospital o _ _

Physical expansion and upgrading of management capabilities will be promoted to

achieve effective use of the limited human and financial resources. Rehabilitation of

the regional and area hospitals needs to be funded by donors:and technical cooperation.

Hospital management will be the most prioritized issue for improvement of hospital

services. Construction of new hospitals will be feasible in the medium and long-term %
basis through cncouragement of IHSS restructuring, MSP cost recovery and refersal

function improvement.

2) Emergency clinics
Establishment 'of the emergency clinics is the new idea for MSP hospital restructuring.

The first trial will be promoted by the project with Japanese grant aid for construction
which is now being designed in Tegucigalpa. Technical boopera_li_on will be required
for cffective operation of the facilities. Major points of technology transfer are 1o

secuce and to train the gualified health staff on the new clinic management system.

L

3) Drug supply "'§
Drug procurement will be centralized because of economy of scales and efficicot drug <

stock control and distribution Syslcm._ Dru'g warehouses have been cstablished and
computerization of logistics has been implemented under the cooperation by USA!D as

POSSS project. Technical assistance will be contribufc_t_o completion of this syslem.
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4) Equipment
Medical and non-medical equipment will be supplied to MSP health providers for

upgrading of their health service quality. Technical cooperation for operation and
management of these equipment will be provided in close linkage with SPS model

project. In the long-term plan, operation and maintenance services will be privatized.

5) Water/sanitation
Urban area '

Water supply system has been being established by donors and technical cooperation
provided by UNICEF in the Metropolitan areas in Teguéigalpa. Management system
developed by SANAA and UNICEF will be transferred to municipal governments or
communities. This syé(em has significantly contributed to health improvement of
marginal afcas in Tegucigalpa. F‘ihancia! éoopcralion is cxpected to cover all of the

marginal areas in Tegucigalpa.

Rural area

Extemal cooperation for the establishment of water supply system in the rural arcas
should be implemented as a part of the integrated “healthy village” model program

proposecd by the Study.

(3) Model programs
1) 'SPS model program

a) Health promotion and information center
Agreement for international technical and financial cooperation among agencies

concerned will be indispensable for sustainable development of this center.

b) Reinforcement of CESAMO
Major source of fund will be FHIS and SPS municipal government with a small scale

technical/financial assistance froin foreign countries.

c) Maintenancefinformation cenler for medical facilities and equipment
Technical and financial cooperation will be required to establish the regional center for

operation and maintenance in SPS and other areas of health region 3. In the long run,
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this center will function as national training center to support human resource

development for operation and maintenance of medical equipment. -

2) Poverty model program
chhmcal cooperation will bc intensively )mplcmented through the following two lypes of

cooperation.

a) Healthy village training and extension center and community members’
accessibility to health services

Volunteers® tcam will be dispatched for the operatlon of the core projects and the
Feasibility S!udy will be proposed to establish an mlegrated and comprehensive
“healthy village” model in the Dept. of Intibuca. The model bfogranl is com‘posed of
the following two model projects. These two model projects ate to be integrated as the
core projects to realize the “hc'allhy village” oohcepl and extend it to the entire area of

the Dept. of Intibuca.

b} Promotion of social participation activities and awareness and ulilization
of the health service network in the primary level

Technical cooperation will be proposed to support emergency clinics and Hospltal San g

Felipe.

3} Inlegrated area model program
Technical cooperation will be required to implement further study. including data

collection, data base development, and model programming.

8.5 Follow-up Action
The purpose of the Study is to formulale “Long-term Master Health Plan (1996 -2010) and

to transfer the developed planning methodology to the Honduras Government.

The Honduras Government is expected to take the foliowing actions for further

implementation of the Master Health Plan (MIiP) S ' : *i

8.5.1° To organize the Committees for implementation of the MHP .

(1) National Commitlee 4
Function : Coordination at the centeal level
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Mcmb.ers: MSP, 1SS, SANAA, RRNN, SEP, SEDA, SECPLAN, privale scclors
{NGOs, associations etc.)

{2) Regional Committee

Function :  Coordination at the local level
Members : Health Region, Departmenl Government, Municipal Government, private
seclor (NGOs ete.) and communities

{3) Coordination Committee with donors

Function : Coordinalion of external cooperation
Members : MSP and donors

8.5.2 To identify the long-term and the urgent needs
Long-terin needs : Restructuring of instilution and management in the health and health-

related sectors

Short-term needs : Sustainable development of the on-going programs/projects and model

development

8.5.3 To execute the short-term programs/projecis to meet urgent needs

{1} NMHP

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

* Equipment supply to hospitals and health centers

* Sustainable development of water supply and sanitation conlrol

{?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 poverty area in

the Dept. Intibucd
+ Data base development based upon the integrated area model in Health Region 7

8.5.4 Follow-up study in vertical'approach
Specific mcasures for the vettical line, such as vector-bomne diseascs, dental health,
tuberculosis, laboralory testing and disaster control elc., are not assessed in detail in this
comprehensive master plan. A detailed plan to follow this master plan on these mallers is

expected to be conducted by agencies concerned.
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MSP
|

Health Region No.3 SPS Municipal Government ]
| -

5 oy

—

Board of Directors

- SPS Municipal Government
- Health Region No.3

Coordination Committee

- Metropolitan Area Office, HR No.3
- Health Unit, SPS Municipality

- IHSS
- Donors
- NGOs
- Community groups fleaders
- Private sectors
-AIDS Prevention and Information Center Health Unit
L_D_irectc»r |
; ; : o - Cocrdination with other
" division of t
Administ-| | Training | |Pocumentation]| | Counseling Mu',f{;';a,;whg, SPS
ration and and and Blood - Planning of programs
Education information sampling <—— | and projects on health
[ . . }
- : Coordi- | promotion and
Production of P nation education
educational | | Operation | - Tralning of health
materials | * tesearch . educators
© . - Provision of health
""""" edugcation to
communitias

All related institutions and organizations
working in AIDS prevention and home based care

Community people (inhabitants)
and community groups

Figure 3.

Model project 1, optloni in urban area: “AIDS prevention and
information center” and “Strengthening of the Health Unit of
the Municipality of SPS In health promotion and education”
{two sub-projects) ‘ '




MSP

I Health Region No.3 SPS Municipal Government

P

Board of Directors

- 5PS Municipal Government
- Health Region No.3

Coordination Committee

- Metropolitan Area Office, HR No .3
- Health Unit, SRS Municipality

-JHSS
- Donors
- NGOs
- Community groups fleaders
- Privale sectors
Health Promotion and Information Center
Direclor
| ]
i I I i U R
Administration Training Documentation Counseling » Operation -
and and Blood + research
Education information sampling :

I T T

Produclion of ’

educational
materials

_,._‘——i\

All related institutions and orgénizations
WOFKIng in health promotion and education

Commugity people (inhabitants)
and community groups

Figure 4. Model project 1, optlon 2 in urban area: “Health Promotion and
Information Center” {integrated project)
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—FEASIBILITY STUDY FOR DEVELOPMENT OF HEALTHY VILLAGE MODEL PROGRAM -

Improvement of accessibility 1o~ [
health infrastructure :
- Improvement of hospital
facilities/equipment
- Improvement of
CESAMO/CESAR's
- facilities/equipment
- - Improvement of maintenance
+ system of facilitiesfequipment

- Provision of health education for community leaders

- Training of health staff (midwives and health voluntcers)

- Improvement of preventive funclions of CESAMOs, CESARes
and Matcrnal Inns

- Improvement of community members' interest in their health

Components of Project 1 ~ Components of Project2 |
; Training and Extension Centelr Accessibility Improvemenf
fmiirdvcmént of accessibility

- Impmvcmenl of acwss,bﬂ“y §' - Public relations for promoting providers mainly for
" of waterfsanitation fé commugily aclivilies project management
‘- Strengthening of environment  f - Institutional strengthening - Improvement of CESAMO
prolection systems ?,g of community organizations and CES{@;R stalf's oplrcach
-~ toad conditions £} - Provision of information on consultations to deprived
- public transportation systems 4 community activilies communilies (equipment
- communication systems For health promotion rovision and staff {raining)
- energy supply systems - Provision of health and trengthening of CESAMO
- (ex. clectricity) food preparation education and CESAR functions to
11 ot { - Supporting CESAMO/CESAR improve communitics'
R s . i’}Mallernai Ian activities for interest in health services
. S ecitrnia ealth prometion activitics through health festivals,
. '{?gé?iliﬁs:g ﬁ:i?‘;ﬁ;sg?]my‘ -7 By - Technology transfer and hcaltl%icst community award,
-and frastiucture cquipment lending for water and group medical check-ups
: supply syslem development clc.

. - production technology
improvement

. - irrigation systems

- promotion of farmers'
cooperative activities

.- Marketing system _
(collection, Iranspoﬂahon :
produces’s market, L
consumer's markcl)

Forincome generation

- Basic agriculture training
- Denmonsteation farm

- School gardening

- Equipment lending

- Food processing training
- Training on markeling

- Community fund

- Establishing farmers'

~ cooperalives

- Provision on basic
environment conservation

Improvement of accessibility
to primary education systems 1

Socio-cconomicstatusand - Stengthening of women's

7 A arlicination in : Enforcement of o _
KA? SUrvey on mh.ablt.anls gevelo?»ment activities . - - .hcalth-related instilutions -

Figure 8 Scope of the two priority model projects and the Feasibility Study
for development of “Healthy Vlllage Model Program”
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Figure 14 Burden of disease in Health Region No. 7 by sex, age and cause

group - 1995
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NMHBP: National Master Health Plan (15 Strategles)

CONTEXT

CO(1): Alleviation of poverty

CO(2): Improvement of access to food

€O(3): Improvement of legal and insttutional framework
CO(4): Improvement of access to water and basic sanitation

COMMUNITY/HOUSEHOLD BEHAVIORS
CH({1): Reduction of #literacy

CH(2): Improverment of haailth education
CH{3): Improvement of social participation
Cli(4): Reduction of total fertility rate

Figuro 16

HEALTH SERVICE DELIVERY

H5(1): Improvement of access o health services

H5(2): Improvemant of organization/acility management
H5(3): tmprovement of referral system

HS(4}: tmprovement drug supply system

HS(6): Improvement of facilitiesfequipment management
HS(6): Hurnan resource development

HS(7): Health Financing

Institutional structure without programs/projects proposed by NMHP and Area Model Health Programs
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" NMHP: National Master Health Plan (15 Strategies)

CONTEXT
CO(1): Aligviation of poverly
CO(2): Improvement of access to food
€0(3): Improvement of legal and insttutiona! framework
i CO(d}: Improvement of access to water and basic sanitation

COMMUNITY/HOUSEHOLD BEHAVIORS

CH{1): Reduction of iltiteracy

CH{2): Improvement of health education

CH{3): Improvement of socia! participation
© CH(4): Reduction of total fetiity rate

Figure 15

HEALTH SERVICE CELIVERY

HS(1): Improvement of access to health services

HS(2): Improvement of organizationy{acility management

H3(3): Improvement of referral system

HS(4): Improvernent drug supply system

H5(5): Improvernant of facilities/equipment management

115(6): Human resource davelopment i
HS(7): Health Financing ‘

Institutional structure without programs/projecis proposed by NMHP and Area Model Health Programs
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|: ] Institutions strengthenod

CONTEXT ' HEALTH SERVICE DELIVERY MODEL ROJECTS FOR URBAN AREA {in SFS) and faclites renovated
CO{1): Aleviation of poverty HS(1): improvemant of access to health services Model Ut: Health Promotion and Inforrnation [AIDS Prevention and Information) Center {established in the
€0(2): Impravement of aceess to food HS(2}: Improvement of organizationfacility management Model U2; Reinforcement of CESAMOS' Function model projects
€0(3): Improvement of legal and institutional framework B3(3): Improvement of raferral system Model U3: Regional Center for Maintenance and {nformation of Medical Facilities and Equipment
C04): Improvement of access to water 1S8(4): Improvement drug supply system Accassiblity to and

and basic sanitation HS(5): Improvement of faciitiss/equipment management  MODEL £ CTS FOR RURAL POVERTY AREA {in inatibuca, C )ut.hzahon of health

HS(6): Human resource developmant Modet RP4: Healthy Viilage Training and Extention Center service network

COMMUNITYHOUSEHOLD BEHAVIOAS HS(7): Health Financing RKodel RP2; Improvement of Community Members' Accessibility to Health will be improved
Gt 1) Reduction of iliteracy
CIi(2): Improvemeat of health education MODEL PROJECTS FOR URBAN POVERTY AREA (in Tegucioalpa)
CH(3): Ienprovement of social participation Model UP1: Improved Actions to Promota Social Participation Acitivites
Cli(4): Reduction of tolal fentility rate Madel UP2; Improvement of Awareness and Utilization of the Heaith Service Network

Flgure 16 Insmutional structure wl!h programs/project proposed by NMHP and Area Model Heaith Programs
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Comnunity Members Unhabatams}

T (CODEM:CODEPI)

Communaty Leaders
' School Teachers

HS(7) relaled to all areas

NMHP: National Master Health Plan (15 Strategies)

CONTEXT
- €O(1): Alleviation of poveny
. €002} improvement of access to faod
CO(3}): Improvement of legai and institutionat framework
CO4}: Improvemnent of access to waler
and basic sanilation

COMMUNITYHOUSEHOLD BEHAVIORS
. CH{1): Reduction of illiteracy

. CR{2): mprovement of heaith education
COCIE3Y: improvemnent of social participation

ClI{4}: Reduction of iotal fertitty rate

Figure 16

HEALTH SCRVICE DELIVERY

HS(1): Improvement of access to hoalth services

115(2): Improvement of organizalion/facility management
113(3): Improvemerd of referral system

115(4): Improvement drug supply system

HS(5): tmproverment of facilities/equipment managerment
HS(6): Hurmnan tesource development

H35¢7): Health Financing

Area Model Health Programs {Model Projec!s)

MODEL RAJECTS FOR UARBAN AREA (in SPS)

E i Institutions strengthened

Model Ut Health Promotion and Information (AIDS Prevention and [nformation) Center

Model U2 Reinforcement of CESAMOS' Function

Model U3: Regional Center for Maintenance and Information of Medical Facilifies and Equipment

MODEL PROJECTS FOR RURAL POVERTY AREA (in Inatibuca)
Model RP1: Healthy Village Training and Extention Center

Model RP2: Imprevement of Community Members' Accessibility o Health

MODEL FROJECTS FOR URBAN POVERTY AREA (in Tegucigalpal

Model UP1: improved Actions o Promole Social Pargicipation Acitivites

Do

Model UP2: improvement of Awareness and Utiization of the Heaith Service Network

institutional struciure with programs/project proposed by NMHP and Area Model Health Programs

and facilites renovated

festabiished in the
model projects

Accessiblity to and
utitization of heaith
service network
with be improved
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Figure 17 MSP financial resources and expenditure

H Capital cost - Model peojects
proposed in Area Model Health
Programs

{1 Capital cost - Physical expansion
proposed in NMHP

H Capilal cost - Other cost

€ Operabiona! cost - MSP salary and
wages

O Operational cost - Others (Drugs,
Supples, maintenance cost, efc)




Table 1 Main cause of disease burden in Health Region No. 7 in 1995
and the cost-effectiveness of the interventions available for
their control

: Cost-s{{fecm eri¢ss

17,669  25.0% Alcohol control programme 35-55

Motor vehicle accidents, homicide and
woience .

2,269 13.2%(a) IMSC* 30-100

?iolem-energy ma nutnuon Vit.
lodine deficiency

Congenital Malforidiic
Depressn e dlsorders

AIDS/STDs

Tuberculosis

Tolal Y! Ls lost

$MSC*; Integrated managemeot of the sich chifd

. cost required 1o gain 1 DALY
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Table 1 Main cause of disease burden in Health Region No. 7 in 1995
and the cost-effectiveness of the interventions available for

their controtl

- Cost-effectiveness

D:seaseand mjunes R

Ll

Momr \ehlde a-:-:ld;nh, homicide and
violence
Pennatal mmbld:t} and moriahly

Diarthocai disease .*
Respiralor) infections
lschaemlc heartdisease -4 L

Protun -Cnergy malnulnuon Vll A
lodine deficiency

Congenital malformation -
Deprtssi\c disorders
Cerebrovascular disease - . -
Maternal morbldlly and moriaht}

C hromc obs{rucme pu!monazy dlsease s

A]DS STD:

Childhood chuster. = .-
Tuberculosis

Malaria’ -

Intestinal hc]mlmhs
Subtola1 _

Tolal YLLs lost

o YLLs Main intervention {($ per DALY )**
- lost . R
‘ 17,669  25.0% Alcohol control programme 35-55
8,249 11.7% (a) Pienatal and delnery 30100
e care. : .
(b) Family Planning 20150
L T:524. 10.6% IMSCY S 30100
7,113 10,19 IMSCH 30-100
2,368"° 34% Tobaccocontrol -+ - 0 35-55 .
Sl Ln O programme '
2,269 3.2% (a) IMSCH 30-100
(D EPLplus(PAD - 12-30
© lodine supplementation 19-37
1,581 '2.2% Surglcal operations - High (unknown)
1,414 O% Case manageent 500-800
1,209 . 1.7% Case mahagement . = High {unknown)
1136 1.6% Prenatal and delivery care 30-110
857 - 1.2% Tobacco control LoD 35-55
SN ‘programme . Co o
853 1.2% Condom subsndy pius e 3-18
243 . 0.3% EPL-plus (PALy - 12~30
177 0.3% Short-course chemotherapy 3~7
o CoLIMser - 30~100
Schoo! health programme 20-34
52662-0745% co
70,651 100.0%

IMSCH; Integra(cd magagement of the sick child

4, costrequired to gain | DALY
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