demonstrate a sigaificant potential for strengthening health sector resources.  Although
based on hypothetical scenarios, the study team belicves that they represent a feasible range
of future resources to support the recurrent costs associated with many of the recommended

initliatives. .

6.2. Application of generic strategies to priority heaith problems
The generic strategics mentioned above constitutes the backbone of the National Master

Health Plan. However, it was recognized at the beginning that the application of these
strategies cannot be uniform across the countries as the natural, socio-cconomic and cultural
seltings are different, as are the main priority health problems in each setting.. In a similar
manner, all priority problems cannot be solved with the same standardized set of generic
strategies: some will rely more on health education community pariicipation, while some
will heavily depend on the improvement of the general contest and some imply significant
maodifications in the organization of health services delivery. The following sections
proposes, for cach priorily health problem, a set of strategies that would have the best
potential to contribute to the resolution of this problem: the strategies are grouped according

to the same three dimensions previcusly considered.

It should be noted that, for reasons of epidemiological situation, access, implementation and
cost-effectivencss, the Master Health Plan emphasizes health prevention and promotion
rather than curative services, as apparent in the NMHP and in the model programs and
projects. The improvement of curalive services, however, needs to be considered, as an
integral pait of the strenglhening of the heaith system. The foltowing are examples of some
aspects of the curative services that have been included cither within the description of
generic slrategies or in the following description of the application of these strategies to the

priority heatth problems:

implan.tation. of emergency clinics ox ihlegrafed health centers with round-the-clock
attention df ctllérgeiicics!low-risk delivery, with laboratory support | |

- overall managemeni of emergencies liked (o violence and accidents

- improi/eménl of problem-éolvihg capacily in the area liospitals; use of mobile
surgery systcm | '

-+ reinforcement of referral system
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- management of AIDS patients, cte.
Finally, a number of specific programs were not considered as priority health problems
during the early phase of problem analysis and will warrant further auttention during
implementation of the MHP. These are, for instance: oral health, tuberculosis, disaster relief

arwd school health.

6.2.1 Infant Mostality Rate _ _ & .
In order to maintain the current trend of decreasing IMR, several sets of actions will have to

be undertaken during the next 15 years: specific health sector strategies will continve to
address the major exisling causes of death, such as acute respiratory infections (ARI) or
diarrhea diseases, while new or reinforced activities will contribute to reducing the impact
of perinatal deaths. However, the sustainability of this trend also depends on the overall
improvement in living conditions, with special emphasis placed upon the reduction of
incquatlities between urban and rural strata, educated and non-educated, and rich and poor
groups among the population. Nation-wide surveys such as the Nalional Epidemiology and
Family Health Survey being conducted in 1996 will provide periodic opportunitics to verify

the impact of these actions.

(1) Context
Improvement in the living conditions have been shown to be strongly associated with lower

infant mortality rates. In effcct, adverse conditions, such as poverty, unemployment and
geagraphic isolation for'inslancc, constitute high-risk factors that increase the patential
effect of personal biological risk factors, make more difficult the delivery of hcalfh services
1o these persons or groups and decrease their own capacily lo parlicipate in the improvement
of their health status. The surveillance of these living conditions in the catchment areas of
health institutions is thus very much relevant, in order to identify those population geoups
with higher risk for priority action and to delect opportunities for integrated actions that will

also modify those conditions,

Inasmuch as malnutrition constitutes a frequent yet unregistered underlying cause of infant
and chiltd death, activities that improve basi¢ food production, distribution and availability at
household level will contribute to minimize those deaths. Yet, it should be noted that, in the
first year of life, given the essential role of breast-feeding in infant nutrition, these activities

will mostly act through belter maternal putrition. Adequale, weaning. patterns and food
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preparation/ conservation praclices are more important at this age of life, whercas the
availability of nputrients, along with the incidence and severity of common infectious

diseases will play a major role in later years,

By reducing the toad of diatrheal and parasitic discases, by increasing the opportunity for
more hygicnic behaviors and by reducing the mothers’ workload, interventions aimed at
improving water supply and disposal of human waste undoubtedly contribute to decrease

IMR and childhood mortalily. rate as well as improving the health stalus of this age group.

(2) Household and community behaviors
The reduction of illiteracy contributes to the overall improvement of living conditions by

providing better opportunities for employment, and to the reduction of IMR through a better
under_slanding of the causal relationships of risk faclors and diseases and better compliance
with appropriate preventive and curative measuré. This is especially important for mothers,
as the main family caretaker. Literacy programs for adulis should include health contents as

selective learning materials.

Health education messages, focused at mothers, as the family ca{ctakcr, will'improve
participation in prévcmivc activities {immunizalions, prenatal care, ctc.'..), facilitate the
rccognition of danger signs in young children, improve compliance with medical
prescriptions and promole appropriate care and feeding practices, especially exclusive
breast-feeding up to six months of age. However, health education also needs to be directed
to other members of the family, including fathers, in order to promote responsible

fatherhood,.

The identification of infant mortality as a priority problem by the communities and their
representalives (such as promoted by the DESAPER project or by the access process
through the municipal health plans) will lead to locaily defined interventions to resolve
these problems and/or to a stronger, more motivated participation in these activities. This is
especially important in communities with difficult access to institutional services, where
more of the health burden will rely upon the communitics themselves. Suslainable
communily pasticipation requires, however, a strong component of institutional support and

supervision.

The spacing of pregnancies and the reduction of early or late pregnancies has been shown to

be quite effective in reducing the IMR and improving the health slatus of the child. - Thus,
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family planning scrvices, as an integral patt of reproductive health services, should provide
the needed information and means to willing women and couples. In turn, the decrease in
IMR and subsequent improvement of child survival wilf lead to a peiceived need for smaller

{amilies,

(3) Iealth services delivery
Readily accessible quality health scrvices are essential for the infant population group as

their mobility is limited by logistical and cultural constraints, yet the motivation for locking
for health care is higher than for any other-age group. Improved access will need to be

strengthened at all levels of care:

». community-based management of ARI and diarrheal diseascs has been proven
cffective to reduce mortality in Honduras and in other countrics and should be
extended to all communities with difficult access to institutional services; growth and
development monitoring at community level will contribute to a more integtated child
care. Communal drug funds can also improve the availability of first-aid medicine in
these communities with little or no access to health centers or private drugstores;

* institutional peréoﬁncl will be trained, periodically' evaluated and supervised on case
nmnagémcnt of the main childhodd diseascs (IAR[,'.ciiia'rrhca, malaria), again within the
framework of integrated child carc (POSAIN);

* the expansion of the scope of work of sclected CESAMOs will allow for a belter and
timelier management of emergency cases, while the adequate equipment and staffing

“pattern of ‘arca hospitals will contribute o decreasing perinatal mortality, as will

implementation of maternal morlality-reducing strategies.

Even though vaccine-preventive discases do not constituie now a major cause of death, the
level of immunization activities should be maintained in order to avoid the reappearance of

those almost forgoticn discases.

A number of features of the organization of child health services are important for their
synesgistic effect with specific technical interventions and should be strengthened and

extended (o all sectors and regions:

* an integrated child care approach based upon the monitoring of adequate grawth and

development and timely detection of problems, shared between the institution and the

6-91



community, will allow for a better understanding and management of the child’s
health problems both by his/her parents and by the health personnet; it will also reduce
the number of lost opportunities for timely altention to the child him/herself or to
other family’s members;

¢ inter-sectoral cooperation at community level, involving health institutions,
community groups and familics, NGOs present in the area and other retevant
institutions/persons will facilitate the tocal management of problems and solutions;

* the systematic surveillance and analysis of causes of dealhs:and cbrrespondi'ng' risk
factors at this same local level will reinforce this problem-solving capacity with
respect to boih biologicé! and socio-cconomic and cultural risk factors. The
systematization of enrollment and coverage assessment and monitoring through the
community- or borough-based lists of children under 1 year (immunization and

- integrated health care), pregnant women and women in reproductive age will facilitate

this analysis and the timely follow-up of high risk individuals and families.

Once the immediate management of the critically ill child with pneumonia, severe infection
or neconatal disorder has been assured in the extended CESAMO, the MCH clinic or the area
hospital, the development of adequate Intensive Care Units in regional or naﬁonal hospitals
will allow the survival of an increasing_.numbcr of these children and will‘ coniribute an

additional step in the reduction of IMR.

The implementation and sustainability of the activilies mentioned above are especially
dependent upon the availability of the required supplies at the primary health care level:
timely provision of antibiotics and ORS in the comnunities and health centers, availability
of well-funclioning material for imniediate management of the newbora and critically ill
child at the CESAMO, MCH clinic, area hospila.l level (oxygen, resuscitation material,
aspirators, X-Ray, etc...). In addition, periodic supportive supervision is e’ssgmial in order to
ensurc credibitity for the community health workers, and quality -df care for all levels. It
should be noted that the level of ¢fforts rcquiréd to provide adequale supervision increases
with the remoteness of the health care facility, thus requiring a stronger commitment of

resources from the institution.
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6.2.2 Maternal Mortality Rate

(1) Context
As for IMR, the overall improvement in living conditions will bring along a decrease in

maternal mortality rates, Especially importan( in this area are employment opportunities for
women heads of households and adequate nutrition of pregnant and lactating women in

order to avoid wasling due to repeated and c¢lose pregnancies.

Even though most Honduran laws stipulate equal status for men and women, some revisions
plus a number of gender-oriented actions directed to actually promoting and nmnintaining
this cquality are needed in order to counteract prevalent cultural and social patierns of
“machismo”, i-r.respo_nsible fatherhood and fatalism that so 1.1cgali.vel.y impacl on women’s

health,

(2} Household and community behaviors _
As for IMR, MMR are associated with low levels of education. Thus efforis are needed to

decrease female desertion in primary school and increase female enrollment in secondary
and superior cycles. Again, themes related to maternal and reproductive health should be

included in the curricula of adult education,

In addition to specific interventions aimed at promoting the knowledge of reproductive risk
factors and the cxistence of corresponding health services, nation-wide action is nceded
within the conéepl of “promotion of a health culture” that would counteract the current
social and cultural models that affcct women’s status. Within the health dimension, this
action would promote women’ increased control over thei reprodﬁclive and general health

and the shared responsibitity of the whole family unit with regards to the sanie.

Given the high number of female heads of houschold énd the high risk attached to this
situation in terms of living conditions, sleall scale development projects focusing on home-
based income-generation and skills improvement will address this population group as a
priority. The involvement of wonien in mélemal health refated communi'ty acliviliés is
desirable, as they have higher stakes for the success of Iﬁcse acliviti‘cs; but the burden of

other activities that usually fall upon them should also be considered .

Provision of family planning services, including information, method delivery and follow-

up, has a direct impact on reducing risk factors by avoiding or delaying pregnancies in
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adolescents, in older women or in women with other feproductive risk factors and by
spacing births according to the woman'’s {or the couple’s) wishes and possibilities. It is thus
an csscnlial intervention that has been proven to reduce maternal mortality. Continuous
availability of methods and appropriate counseling, and specific strategies tending to obtain
the partner’s consent or participation in the choice and implementation of family planning
are two critical issues that will need to be addressed. Both low-risk and high risk maternity
facilities should also offer the option of post-partum or interval female and male surgical

sterilization.

(3) Health serw'cés delivery
Access to quality health services needs to be improved at all levels, based upon the high risk

focus and epidemiological data showing the major prevatence of maternal death during and
shortly alter delivery. Matcrnal health strategies will tend to increase institutional coverage
of high risk pregnancies and deliveries while improving the basic d-:’:livejry Cohdilioné for

low risk pregnancies:

¢+ conlinuous {raining and Ssupervision of traditional birth attendants (TBA) in reproductive
risk aspects will be an ongoing effort, tending to promote clean birth and safe placental
delivery, as well as promotion, information and referral activities for prenatal care and
famity planning. The opening of community birthing homcs can prov:de a belter context
for cleanliness and supervision, without sacnﬁcmg the traditional values attachcd to
home delivery; it also allows for a mere direct and concrete mvolvement of the
community in lhc problem-solving process;: 7 _ .

* the success of maternal inns is likely to depend upon the community-based mechanisms
to provide family-care subslitutes while high-risk pregnant wbmen await for their
delivery closer to medical resources; the multiplicalioh of MCH clinics and extended
CESAMOs, as well as the rehabilitation of low risk.malemity in the two metzopolis
should contribute to increased institutional coverage, pmv;dcd they offer cullural!y

acceptable boarding cond:llons and real problem-solving capacuy

Similar program management strategies to those proposed for reduction of IMR should be

applied to maternal health problems:
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* the integration of maternal heallh within the ovciall concept of reproductive health,
including prevention and treatment of AIDS/STDs, satisfaction of family planning needs,
carly detection of gynecological cancers, will lead to betler user satisfaction with the
service reccived and reduce the number of lost opportunities for timely attention. This
implies the appropriate training and supervision of personnel and adequate provision of
supplics and equipment at primary care levels;

* inter-sectoral cooperation at local level will increase coverage of activities (such as was
done with the recent training of TBAs financed by FHIS and conducted locatly by
NGOs);

*+ syslemalic analysis of maternal mortalily and community-level monitoring of high-risk
groups and individuals through the listings methods will contribute to a greater local

capacity for specific and timely problem-solving.

Preventive referral of high risk pregnancy to the appropriate insjitulional level is the key to
avoid problems linked to the difficulty in transporting women in labor or during the
immediate post-partum phase. -‘When this is necessary, community-based mechanisms will
play a major role in accessing the closest contact point with road system, where instilution-

based transportation, supported by radio communication, can take over.

The cheiopmentlrchabilitaiion of low-risk maternily, MCH clinics and extended
CESAMOs with a broader set of services, will decrease the burden of low-risk delivery
currently assunied by referral institutions and increase the role of the later in appropriate

management of high-risk pregnancies.

6.2.3 Malnutrition/food security
The analysis of the malnutrition problem is usually set up in four steps: food production,

distribution, acquisition and utilization. The context-oriented strategies address the first
three steps, whereas the behavior change and health scrvice delivery strategies are aimed at
improving the last one, although behavior changes can also apply to some aspects of food

production an acquisition (for instance, promotion of family gardens).
(1} Context

Macro- and micro-economic strategies aimed at increasing the production of basic grains

and other main components of the Honduran dict are the first step in securing availability of
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nutricnts both for self-sufficiency of rural producers and for consumption by urban dwellers.
Food production is closely associated with alleviation of poverty, as the sate of surplus
production ¢an increase the income of poor families, whercas improved living conditions

and higher income allow for the houschold’s capacity to buy more and better food.

Access to land title and use, credit, fertilizers and technical assistance are needed for small
producers, as well as improved market access for their products. At the other end,
subsidized distribution and acquisition systems may guarantee an affordable food basket for
non producers, especially in urban marginal arcas. The balance between market price
subsidies and price paid to producers, and ils consequences on the available quantity of
basic grains and other nutrients, the sale of those grains to neighboring countries and the
subscquent needs for importation are important lbpics to approached in an integrated

manner at political level.

(2} Householdicommunity behaviors
Improvement in general literacy and food/nutrition education are essential to improve

utilization of nutrients by the family. However, an initial impact of heajth/nutrition
cducation inferventions can be seen in the promotion of family, community or school
gardens or small animal husbandry, in order to provide additional input of protein- or
vitamin-rich food as a complement to basic grains, Educational themes for food utilization

and nutrition include:

* promotion of breast-feeding {(exclusive, then supplemented) _

+ appropriate feeding patterns, especially in small children, at-risk persons {pregpant and
lactating women), and during or aflter diseases,

* role of nutrition in appropriate growth and developnient of the child and pro'dﬁclivily of
the adult, a ‘

* food preparation and conservation

* needed supplementation {iron, vitamins) or use of fortified foods, etc...

The education process has to be integrated into different contexts: formal education system
(as one of the “transversal” axis), adult and young people education, agricultural extension

activities, delivery of health services. The scheduled elaboration of nutritional guidelinés,
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based upon the nutritional value of locally available foods, should provide educators with

the needed basis for those cducational activitics.

In rural areas, social participation mechanisms will provide a stronger linkage between
poverty alleviation, food production and health improvement activities, whereas in urban
marginal seltings, they will be more oriented towards income generation projects for food

acquisition and establishment of responsive marketing/distribution systems.

(3) Health service delivery
Nutrition-oriented health interventions begin with the implementation of effective growth

monitoring system, taking into account the multiple factors affccting the child’s growth,
such as breast feeding, incidence and management of common infectious discases, feeding
and care patterns, availability of food, especially during the first year. This process of
integraled child care (“Atencidn Integrat al Nifio”) nceds to be expanded at community level
to the whole territory, as it promotes local niobilizalion for problem solving and interaction

with the local network of health services.

Promotion and facilitation of breast-feeding is of utmost importance for this initial period of
lite, involving activities such as education and preparation during pregnancy; facilitation of
breast-feeding initiation (carly bonding, rooming-in, baby-friendly hospitals) and
continuation (breast-feeding community advisors, problem solving skills); breast-feeding

time and instaliations for working mothers, elc...

Food supplementation for vitamins and minerals (Vitamin A, iron) through mass campaigns
or through cliric visils, should be continued as an immediate solution, while developing
food fortification (Vitamin A, iron, iodine) to a satisfactory level in terms of consumption
by high risk groups, the adequacy of nutrient intake from the regular food baskel being a
much longer term objective, to be reached through education and improvement in living

conditions.

Supplementary food programs will still be needed for a number of chitdren and mothers, but
should not be considered as the only and systematic response to the detection of a failure to

thrive.
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6.2.4 AIDS/STDs

The long-term goal of AIDS prevention/control program is the stabilization of HIV.

prevalence in the general population of Honduras. Shoit- and medium-term objectives
measure changes produced by the program, particularly behavioral changes for the health

professionals or the sexually active population.

A comprehensive program for prevention of sexval transmission includes three key
components: diagnosis and treatment of sexually transmitted diseases (STDs); increased
condom availability, accessibility and vse; and promotion of behavioral changes, among
them mutual fidelity, condom use, improved STD treatment secking, and postponement of
initiation of sexual activity.  Another key component of any prevention program is
assurance of a safe blood supply; this component has received attention for a number of

years with support from PAHO, and Honduras has an adequate safe blood supply system.

There is no vaccine or cure for HIV likely to be available in the next ten years. Thus
prevention offers the greatest hopé for containing the spread of the virus. Because of the
relatively advanced stage of the epidemic in Honduras, care and management of the AIDS
patient will be increasingly necessary, as will management of opportunistic diseases, such as

tubercutosis and Kaposi's sarcoma.

In the short-term, the NGOs need to continug and expand their efforts to promote behavioral
change with the highest risk groups. Both public and private scctors need to expand
prevention programs among adolescents, focusing on promoting changes in high-risk
aspects of the cultural environment of the youth (such as early initiation of sexual activity
and multiplicity of partners for males), as well as their individual behavior. Both need to
continue and improve their coordination efforts, focusing on leadership and coordinated
coverage, not simply on exchange of information. Targeted ¢fforts should be concentrated
in the areas of highest seroprevalence because of limited resources. The public sector needs
to improve its STD drugs supply and logistics. 1t also needs (o expand education of the
general public about modes of transmission to decrease rejection of AIDS sufferers, both for
reasons of human rights, as well as to allow them to be cared for at home with less expense

to the health care system.

In the medium term, altention to care and management of AIDS patients - their

opportunistic infections and terminal stages - necds to expand. This will require expansion
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of training for health carc providers, families, NGOs and charitable institutions. Targeted
prevention efforts by NGOs with tics 1o high risk groups will nced to expand to new arcas as
surveillance data idenlify sites where the epidemic has expandcd. While universal testing of
all pregnant women is excessively costly, history-taking can identify those mosl alt risk; a
focused program to prevent perinatal transmission may be cost-effective.  Operations

research in this arca should be conducted.

In the long-term, sub-regional coordination will be critical because of increasing cross-
border travel by high risk groups. Comprehensive prevention cfforts will need to expand
both geographically and to a broader sectot of the population. Societal changes in sexual
mores that decrease !isky' behaviors will be Key for the success of control efforts. Increased
altention will be needed to prevent perinatal transmission and care for affected infants and

AIDS orphans.

All these efforts will tequire expansion of training and IEC cfforts, These should. be
concentrated inilially in the areas of highest seroprevalence, particularly in greater San
Pedro Sula, then expanding to the surrounding areas, the capital and other areas of grealer

infection.

(I} Context
Legal and institutional improvements are important for controlling the HIV/AIDS epidemic

and its socially damaging sequel. Employers can legally dismiss a healthy employee who is
diagnosed as HIV positive. As a conscquence, people are much less likely to seek early
diagnosis and will not, thefeforc, receive intensive counseling to prevent further
transmission or care for tliemselves to postpone the onset of AIDS. Laws governing BV
positive persons in the workplace should be reviewed to creale a more favofablc

environment for prevention.

Regulations concerning working hours should be modified where they are found to be
incompatible with the treatment needs of marginalized populations at highest risk of
coniracling and spreading HIV, for instance commercial sex workers, many of whom work

all night then sleep until mid-afteracon.
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(2) Household and community behaviors : S ,
In Honduras, awaren¢ss of AIDS is virtvally universal. However, there is very little

understanding of modes of transmission and prevention.  Education for the general
population needs to provide information on these subjects. In addition, risk needs to be
personalized (although not through scare tactics), which requites failoring messages to
specific éudienccs, using a varicty of channels for delivering the message, and focusing on

techniques of producing behavior change, not simply transmitting information.

The MST has begun an important effort in developing a program for educating in-school
youth, catled JUPSA and should make every effort in the short-term to thoroughly pretest
the curriculum and materials; education activities need to be undertaken as soon as possible

in the regions of highest seroprevalence, and in the test of the country afterwards.

There is a need for health education capacity building in the public and private sectors. The
MSP's Education Division will shortly iniliate coordination and strengthening of health
education efforts in the HIV/AIDS ficld with suppori from USAID/AIDSCAP. However,
since AIDSCAP ends in August 1997, it will not be fully adequate to mect the much larger
needs of the Honduran program for improving health education in HIV/AIDS. The
proposed AIDS Prevention and Education Cealer in San Pedro Sula could be a longer-term

resource for Lhis.

Community participation will be crucial to control of the HIV/AIDS epidemic and
alleviation of its consequences, Contro! of sexual transmission requires changes in sexual
behaviors that can be accomplished only through community support' for changes in
behavioral norms and reinforcement of positive individual behaviors. The private sector has
alrcady begun to play a role in céring for AIDS paiients in their terminal stage who have

been rejected by their families.

The public sector is often viewed as attempting to control rather that encmlr'age'and sﬁpport
private efforts. ‘Thus it should change both its image and whatever reality may be behind
this view, since it will receive greater cooperation with a supportive stance than with a
conteolling one. The privafc sector is generally able to react more quickly and with greater
ftexibility to address problems, and NGOs have the benefit of existing ties with high risk
groups who are likely to be mistrustful of authorities. The public seclor, on the other hand,

has potential to have impact on a larger scale and has the medical expertise needed, access
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to a proportion of the commercial sex workers through its sanitary control, and condom and

drug logistics system for many components of the HIV/AIDS program.

The HIV/AIDS program of the MSP is devclop.ing better coordination with and suppott for
NGOs working in HIV/AIDS by holding regional coordinating meetings with NGOs. 1t will
soon slart a joilnt communication program with the NGOs, sharing survey data on sexual
behaviors of high risk populations, and developing small educational mé.leria.ls, Expansion
of the public sector's ability and willingness o provide iraining and !cchniéal assistance for

both public and private programs is needed.

Changes in community norms that negatively effect women's status and consequently their
abilily to parlicipale in sexuval decision-making are crucial to long-term effotts to control the
HIV/AIDS epidemic. Machismo and its seque! must be changed and women's status must
be improved; olhcrwi_sc, women will continue to be without power to protect themselves
from infection from their husbands. From nearly the beginning of the epidemic, one third of
the persons affected in Honduras have been women, in contrast to other countrics in the
Americas where women have been a small (although growing) proportion of the infected
poputation. The implication is that wives, mothers, sisters, daughters are placed at risk by
their spouscs in this type of situation, despite the woman's fidelity. So;ciety must change lo
decrease acceptance of the man's at-risk behaviors and increase the woman's _ability to

participate in sexua! decision-making.

Reproductive health programs in Honduras to date have contributed liitle to HIV/AIDS
prevention, although both programs have severai inlerests in common that should receive
greater attention. Good reproductive health programs encompasses education and treatment
of sexually transmitied diseases, which facilitate HIV infection. 1t includes sociclal and
individual changes to increase women's role in sexual decision-making within the family. It
also includes 'gr'cater. use of contraceplives than is prevalent in Honduras, knowing that
condoms (and perhaps spermicides) comribut'é to both reproductive goals and prevention of
HIV/STD transmission. - ' '

Condoms and spermicides are contraceptive methods that are particularly appropriate for
youth becaus¢ of the absence of perceived or actual risk to their future reproductive
capacity. Y;:mng people in Latin America genérall)' pcrcéiv_e the risk of pregnancy as more

applicable to themselves than the risk of HIV ihfec_liop, and accurately so. However, the
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risk of HIV infection is much higher in Honduras than in the test of the sub-region, and
youth advocates need to create a culture of protection and prevention. All young Hondurans
should be provided with an adequate level of basic information on HIV/AIDS so they know

modes of (ransmission and prevention.

{3} Hem'lh service defivery
For prcvcnuon of transmission of HIV Honduras needs to improve access to ST D dmgnosas

and treatment, early and confidential diagnosis of HIV infection, and well as nnprovcd and
expanded health education. The MSP has begun a program of upgrading its STD diagnostic
capabilities in the four regions of highest HIV prevalence. This cffort should be expanded
throughoul the country, after assuring that the four regions have achieved widespread and

effective STD care.

The MSP should assure that all pregnant women have access to VDRL testing and receive
counseling or history taking to assess the probability of HIV infectibn. A pregnant woman -
needs access 1o testing when she and her health care brovidér believe there is a probability
of infection and the woman so requests. Pregnant women identified as being infected with
HIV should have access to counscling and drugs that lower the risk of transmission to the
unborn infant, While these drugs are expensive, they cost less than the :carc that the chitd

will require if born infected by HIV,

The MSP also needs 1o improve access to confidential HIV tesling, cspccially in areas of
high seroprevalence so thal people who suspect lhcy may be 1nfected can be tested and

receive counseling to prevent further transmission of the virus.

In parts of the country most affected by t_he epidemic, an inércasing number of AIDS
patie_nts, either symptdmalic or in lerminal stages, will need access (o care and advice on
carc at home. The costs of hospilal-based treatment of AIDS patients thrcatcns. to overcome
the public health system in the early part of the next century. Sophlsucalcd anti- v1ral dmg
therapies, such as AZT, that costs an estimated US$ 5 000 annually per pahenl will be
outside the budgetary capabilities of the health carc system for a long lime to come. The
MSP will need to work with the churches NGOs and commiunity groups willing to work on
home-based and hospice care of AIDS patients to assure that they have the proper lechnical
skills for palliative terminal treatment. Allhough it is not recommended thata specxﬁc AIDS

ward be open in all MSP hospitals, this msuluuan as wc!l as the 1HSS, will Tnced to
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maintain profcssional and institutional capacity for up-lo-date medical management of
AIDS paticats, at least in San Pedro Sula, Tegucigalpa, and maybc Comayagua and La
Ceiba, so thal those patients who do have access to treatment through public, privale or
subsidized channels receive appropriate management and that institutions receive technical

support for patient cvaluation and short-term therapy.

The HIV/AIDS sentinel surveiliance system of Honduras suffers from late- and under-
reporting, a situation that prevails throughout the region. Sentinel surveillance is imporiant
not only for describing the scope of the cpidemic, but more importantly for planning the
prevention program. Honduras could benefit from technical assistance, training and

cquipment for the senlinel surveillance system.

The reference system for STD and HEV testing and for cate of the symplontalic patient
needs imprévement. The MSP is establishing centess of excellence and teaining for STD
diagnosis and treatment in four high risk Health Regions. These centers should be made
fully functional and elfective, before covering other regions. Greater San Pedro Sula may
need a seccond excellence center. Honduras must also develop reference sites for care of

AI1DS patients and training of familics, ¢ither in the public or the private seclor.

The MSP needs to assure an adequate supply of STD drugs and condoms throughout the
system for prevention of HIV transmission. It also needs to work with the private sector to
assure that their HIV/AIDS prevention programs also have an adequate and regular supply
of condoms, Although international donors have provided large quantities of condoms (o
date, the MSP should begin to include a line item for condoms in its own supply budget, as
both a gesture of cooperation and as a hedge against the day that condoms might not be
supplicd by international donors. The MSP should seck technical assistance in the short-
and medium-term to aéquire and improve skills in condom forecasting and in the process for.
purchasing condoms on the open market. The MSP should seek to make the technical
assistance received in lhé past for improvin.g its supply system more cfféclivc so that
changes are sustained by the systemi. The MSP also needs lo asscss whal medications
should be available in limited quantities within the public health sysicr for prevention of

perinatal transmission of HIV.

The principal arcas of expertise (hat n'ced_to be strengthened ate:  behavior change

communication, diagnosis and treatment of STDs, condom and STD drug logistics, home-

6-103



and community-based care of AIDS patients, and a variety of specialized skills around
cducation and counseling. The geographic focus of human resource development for

HIV/AIDS prevention should be on the areas of greatest infection.

Prevention programs, such as control of HIV/AIDS, are difficult to finance. Ttowever, the
medium- and long-term consequences of failing to implement an effective prevention
program will be catastrophic in human and economic teems. The Honduran government,
fortunately, has been commitling resources to the effort for several years, and the
municipality with the greatest problem, San Pedro Sula, has devoted a substantial amount of
these to HIV/AIDS. The Municipality expects to assume all costs for the AIDS Prevention
and Education Center in that city with assistance from international donors and local
industries. Decentealization of health care funds from the national budget will help to

concentrate resources in the areas of greatest need for the HIV/AIDS program,

A number of donor agencics have financing for an HIV/AIDS program in Honduras. The
U1.S. government, through the AIDSCAP project, is supporting a substantial program in the
public and private sectors. PAHO continues working in Honduras with safe blood supply
and support for a variety of smatl-scale training programs. The United Nations and the
World Bank are also represented among the chief donors. Several European donor agencies
have expressed an interest in providing funding, but they lack the staffing to assist NGOs to
develop praposals, and NGOs lack the skill to do so. IPPF, fhrough its Honduran affiliate
ASHONPLAFA, has developed small-scale counseling for women t_o. increase heit

participation in sexual decision-making.

6.2.5 Vector-borne diseascs ' | .
Steategies dealing with control of vector-borne diseases cover the three broad dimensions

considered in the conceptual model. It is especially impotant to locate thése strategics

within the overall concern about environment management and its impact on health status.

(1} Context

Overall improvement in living conditions, and more specifically improvement in housing

materials and maintenance as well as adequately protecled structures for waler supply,
storage and disposal in the houses will contribute to the reduclion of breeding sites for

trypanosomes and dengue vectors,
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Optimal use of pesticides in agriculture contributes to reduction in vector resistance to the
products used. Site-specific operational investigations and close coordination between Sec,
RRNN, MSP and pesticides producers/distributors will be required to obtain this oplimal

utilization,

Apart from home-level water management, there is a need to include a vector control
component in environmental impact assessment of all projects involving water management
at community level or above, with special attention to dams and irrigation projects which

modify the existing conditions for vector breeding sites.

(2) Houselold{community behaviors
Prevention-oriented household and community behaviors are an cssential component of the

vector confrol strategics, as they impact upon several steps of the vector-parasite-host’

intcraclion:

* basic conditions and maintenance of housing (screens for mosquitoes, filling of
crevices for trypanosomes)

* water management: tanks, sinks, water piles, disposal of waste water

- disposal of solid waste (cans, pneumatics, ¢tc..), both behaviors contributing to the
creation and maintenance of breeding sites for mosquitoes,

< personnel protection against vector (clothing, mosquito nets, living habits)

+ palterns of care secking for vector-borne discases,

Appropriate behaviors can be pfomolcd through health education activitics both at
community level and wilhi;] the hgaith care institutions or other seilings, by the veclor-
contro! staff (instilutional or volunteer) or by other health/fenvironment staff. Nation-wise
clean-up campaigns should be seen as booster activities for this sensilization to the vecior-
control problem, with an emecrging level of consciousness leading towards permanent

preventive practices by the population,

In the process of going from a curative, treatment-oriented, lowards a preventive,
environmental control focus, these activities should become the responsibility of the
communitics themselves and of their organized representations, which implies a major role
of municipalitics and “patronatos” (refer to the concept of “heaithy municipalities” and to

the health promotion culture). This appropriation of vector control management will require
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the transfer of knowledge and resources to the community, with a persistent support from

the central and regional governments for large-scale, heavy technology activities, for
procurement of necessary inputs and for diffusion of promising local innovations and

strategies.

(3) Health services delivery , _
Diagnosis of vector borne diseases and presumptive freatment for smalaria cases will be

provided by institutional personnel and by voluntary collaborators. Treatment distribution

will also be assured by small stores selling medicines, communal drug funds, private clinics

and school teachers, in order to increase coverage.

From an organizational point of view, this emphasis on environmental control has been
translated into several strategies developed by the Vector-borne Diseases Control Division

of the MSP, which should be supporled and implemented over the following ycars:

+ development of an information/surveillance system based upon risk factors {not only
discases), including community-based indicators such breeding sites-positiveness
index, house colonization index, coverage for drinking water, household wall
condition iridcx, elc.. in addition to the already well known incidence and mortality

rates;

* network-based computerization of the information system in order to provide timely
analysis of epidemiological patterns of vector-borne diseases; local capacity for

situation analysis will also be sirengthencd through training supervision;

+ provision of drugs, insccticides and héavy cqﬁipmeni by the central lcvel of the

MSP; laboratory i\nputs, quality control and supervision from the Central MSP
Laboratory; '

+ cross-border coordination

The retraining of Environmental Health technicians through distance and worksite

methodologies will include . vector-control contents such as wse and maintenance of.

inseclicide aerosol equipment, entomology, risk factor assessmenl, control of businesses

producing, sloring or using insecticides.
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The regional MSP teams will organize the sale of services using heavy equipment in order
to modify the environment and decrease the risk _fac!brs, through agreements between the

MSP and client institution (municipality or elsc).

6.2.6 Access to water and basic sanitation
‘This topic has already been treated under section 6.1.1.(3)

6.2.7 Accidents

(1} Context .
iegislative and administrative actton is essential in this area: systemalic enforcement of

transit laws, especially those related to driving under the influence of alcohol and periodic
vehicle technical review (as a number of accidents are related to fack of circulation lights or
poor state of vital paris such as brakes, for instance). Recent efforts have been made for
improvemeni of road signs, and should be maintained. More preventive infrastructure
(crossing lights, pedestrian bridges) is needed, but must be implemented along wilh drivers

and pedestrians education.

The improvement in living conditions can reduce the opportunity for children home
accidents, especially those related to fire injuries (open fires, oil lamps and candles) or water

accidents (protection of water sources and tanks).

(2} Household and community behaviors
All contextual factors targeted in the paragraph above must be accompanied with

apbropriale education: consequences of drunken driving, excessive speed or other high-risk
behaviors demonstrating no respect to transit laws (both by pedestrians and drivers); of
failure to properly maintain onc’s vehicle. Adverse living conditions, however, can make
more difficult the adoption of safe behaviors: for inslance, the lack of family or f:bmmunily
support may imply that both working parents or single mothers have to leave their young
children at hoﬁle, thus at risk for home accidents. Activities aimed at strenglhening social
parlicipation, solidarity and awareness inay have some impact in (his respect. Fducational
themes related 1o road and home accidents should be included in both formal and adult

cducation contents.
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(3) Health service delivery
Access (o emergency health services, and improvement of referral system and transportation

arc the key to medical management of accidents: the availability of emergency services on a
24-hour-per-day basis in selected health centers has been proposed as part of the concept of
Integrated Health Center. The main application of the concept is to be found in the project
currently prepared by the Hospital Division with regards to Maunagement of Emergency Care
along the Tegucigalpa-San Pedro Sula axis. This project, which takes into account the
specific epidemiological profile of the urban corridor, and the special management needs of

emergencies linked to accidents and violence, plans for the construction of:

+ one emergency block in each of the main hospitals in Tegucigalpa (Hospital
Escuela) and SPS (Hosp. M. C. Rivas),

« three peripheral emergency clinics in each of these cities

+ a smaller emergency hospital in Siguatepeque and fwo Red Cross-manned health

post in Comayagua and Santa Cruz de Yojoa, the transportation between those

elements of the system will be assumed by the Red Cross.

Other ¢lements in the emergency management of accidents include the setting up of
integrated health centers with emergency capacily in areas currently without area hospital,
the strengthening of orthopedics/iraumalology resources in hospitals along the road network,
and the maintenance of an adequate blood supply system. The management of accidents
related to professional diving nceds to be maintained and improved (through availébility:of
decompression chambers and training on their appropriate use), as long as lhisrtypc of

activilies constitules a significant source of revenue for the coastal population.

6.2.8 Violence

(1) Context . -
Regulations related to the protection of women and children, as proposed by the Family

Code and by the more recently approved Childhood Law (*Cédigo del Nifio™), will need to
be developed and enforced, an area where the heaith seclor has to work joiﬁlly with the
legislative and judiciary powers, the specific defense committees (CDM, Asociacion
Visitacién Padilla), concerned NGOs and international organizations. Another major arca
of concern is the legislation related to ownership and use of fircarms, where a strictet

control needs to be exercised, given the large number of weapons available in the country.
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On the other hand, violence also has its roots in the social context of the country and a key
element to decrcase in the long term the current levels of violence linked to common
delinquency, will be to bridge the gap between rich and poor and offer the disadvantaged
menmbers of the society better perspectives for employment, inceme earnings and quality of

life.

(2) Houschold/community behaviors
The reduction of violent stercotypes in all aspects of social and cultural relations, especially

with regards to mass communication media, and the teaching of peacefu! conflict resolution
skills, should be a pait of the promotion of the health culture, helping to decrease extra- and

intra familiar violence, including sexual violence against women, adolescents and children.

(3} Health services delivery _
The health sector needs to createfincrease links at local ievel with the organizations

concerned with protection of women and children, in particutar with counseling centers, in
order to provide medical support for the timelier diagnosis of violence. App_ropriate training
for health personlncl in recogniiion of signs of violence should .slre.nglhen this support. This
training should be available in parlicular in the emergency centers, coupled with initial
psychological and counseling management of both victims and perpetrators, and linkage

with local authoritics, in order to prevent further violence,

The development of orthopedics/traumatology, gynecology and psychology abililies al area
and referral level hospitals will improve the management of more severe forms of violence.
The management of children in the street and from the street by govemment and voluntary
agencics will have to be maintained until more long-term, social and cconomic solutions are
found. Psychological counseling and AIDS prevention skills are needed by medical staff

working in these scttings.

6.2.9 Morbidity/mortality from chronic-degencrative diseases

(1) Confext
Improvement in living conditions will in the tong run increase the morbidity from chronic

degencrative diseases, through an increase in life expeclancy. The main health interventions
refated to context will deal with environmental protection and prevention of water and food

chemical contamination, including legislative, regulations and implementation aspects.
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(2) Household/communify belraviors
Given the high costs associated with curative management of cardio-vascular and

degenerative discases, the public health approach to this problem nceds to emphasize
prevention and health promotion. Thus, prevention of chronic discases and promotion of
healthy lifestyles should be an integral part of the new health culture communication,

including:

+ healthy nutritional patterns
» promotion of cxercise
*  reduction in smoking and alcohol intakes

* stress reduclion

Obviously, some aspects of this approach are currently more relevant to the more afftuent
part of the society; however, as the epidemiologicat lra_nsilion takes place, they will need to
be applied to a wider share of the population, especially with regards to alcohol and tobacco
use. ln any case, community support and general improvement in future prospects in each
person’s life are important elements to sﬁppmt behavior changes in the long run. Finéﬂy,
the health sector personnél and institutions should take a lead in practicing the values
prombted in this respect, a first step being the actual implementation of no smoking

campaigns in health facilities,

(3) Health services delivery
Initial aclivities in this area include training of hospital and health center personnel in risk

detection and counseling, especially for staff working in urban areas. Some screening
processes should be strengthened and systematized, in particular detection of overweight,
high blood pressure and cervical dysplasias and cancers. This implies the availabilily of
standard screening equipment (scales, sphyngomanometers) at alt health facilities;
technology and trained personnel (cytotechnicians); and treatment for posilive cases (cardio-
vascular drugs, gynecological surgery) to ensure the timely process of secondary ptevention.
Hospital teams will, in the long run, need to improve their skills, organization and
equipment in order lo manage more complex: disorders, however at a much higher cosl'f_or

the health system.
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6.2,10 Environmentat health
_(I) Confext
‘The main sirategy in this respect will be the strenglhening of SEDA in the health-related

aspects of environment management. This would include activities such as:

» sharing bibliography, results of analyses and studies, conducted locally and
internationally

* training of SEDA staff in health aspects of environment management,

» supporling the cicvelopmcnt and systematic implementation of a Health Impact
Assessment  module  within - the  Environmental Iiﬁpacl Assessment
procedure/instruments, in order to conduct a systematic analysis of health
consequences of development/ industrial projects, with respect to water supply and
sanitation, vector control, contamination of air, water and scil, occupational risks,

access to health services, elc,

Also important is the ¢laboration/standardization/periodic revision of standards for use of
chemicals in agriculture and indusiry, emission of conlaminants, environnental pollution
(noise, for instance), water quality, food hygiene: this process should include the revision of
existing standards and norms in- industrialized and developing countrics, and a discussion
with appropriate agencies, institutions or groups, including businesses, taking inlo account
the balance between productivity, short-term costs and long term benefils of environmental
protection. CESCCO and SEDA should play a major role in this process and the subsequent

creation of a dala bank on environmental regulations and standards).

The municipal management of local natural resources (which the municipalities claim as an
equivalent to municipal management of financial or human resources) can improve rational
use of the same, but needs to be considered along with nation-wise resource management
and conservation, common management of shared resources (water, for instance) and

solidarity with less endowed municipalities.

Integrated health/development projects at community. or muniéipalily level should include
an emphasis on environment-conscious solutions/technologies, and involve women’s
parlicipation in design and management, because of their vested interest in improving and
maintaining living conditions: clean water and waste water management, waste disposal,

household cooking, reliance on organic fertilizers, physical control of vectors, ete...

6-111



(2) Householdicommunity behaviors
Environmental management nceds to be included in specific aspecls of health education (as

an additional motivation to adopt behaviors that promote and conserve healih; the empha51s
will be put on time and financial savings, and long term health benefits). Within the formal
education systems (SEP), there is a need to coordinate environment and healih curricula

contents (“ejes transversales”).

Among the positive aspects of using environment assets, the appropriate use of traditional
herbal medicines as a subslitute for, or in addition to, western-type medicines could be

promoted (for instance, in the Lenca community in Yamaranguila).

(3} Health service delivery _
The interventions in this sector include the incorporation of environment matters into health

personncl’s training, so that they can be resource people among the communily with regards

to health impact of environmental management.

As a first step towards environment management and as an example to the community, a
simple but consistent management of garbage/ biological waste disposal at health center
level should be implemented. The problem of hospital waste disposal by incineration or

other methods and their respective impact on environment is now being discussed.

The capacity of CESCCO, as the investigative ann of the environmental health system,

should be developed: -

+ a wider scope of work/systematic plan of aclion for investigations _s.hould be
elaborated, with effeclive participatibn of interested agcnéies such as SEDA, MSP,
MTPS, COHEP; |

+ regionalization should be considered, with at least one additional office in SPS,
depending on funding for heavy cquipment and staff; eventually offices in

Choluteca, then Juticalpa and Santa Rosa).

6.2.11 Occupational health
The long term goal of an occupational health program is to ensure that productive work is a

source of development and achievement, not of diseases and disability. ~ Interventions in

occupational health can be considered in different and complémentary steps, according to
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the level at which the intervention addresses the problem (i.e., vsing the epidemiological

vocabulary, from primaty prevention to sccondary prevention, freatment and rehabitilation):

* environment modification, which basically removes the source of the problem,

* worker’s protection, somechow less efficient since it involves workers compliance
with protection systems,

* environment monitoring, in order to detect possible risks,

* waorker (and employer) education _

* medical intervention (systematic or random screening and check-ups, treatment and
rehabilitatton of work-related injuries/diseases),

* government regulations through laws and enforcement mechanisms,

* elaboration/dilfusion of exposure standards.

The following section incorporates and builds vpon some of the strategics and activilies
devetoped in the Honduras Workers’ Health Plan (*Plan para la Salad de los Trabajadores

de Honduras”).

(1) Context
Periodic revision of the Labor Code (“Cédigo del Trabajo™) and related taws and regulations

(for instance “Ley de Sanidad Vegetal” on use of pesticides in agriculture), in order to adapt
them to existing and emecrging working cenditions and to internationally acceptable
standards. There is a need to define mechanisms for enforcement of laws and regulations,
taking into consideration the same factors as for the discussion of environmental protection

at large, that is, productivity, short-term costs and health benefits.

Institutionalize the functioning of Hygiene and Security Commission on worksites: the
commissions can be internal for large businesses, or could have a municipal statting point,
covering several small related businesses in the municipal jurisdiction. Commissions
should involve representatives from employees, employers and MSP/MTSP health

authorities (ds technica! advisors).

(2} Householdlcommunity behaviors
Workers and workers fepresentatives need to be trained in occupational health. Training

should include some practical applications on the worksite, and start with selected workers

{possibly union representatives) who will represent them in the H&S commission, and then
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organize/coordinate training of other workers, both on health risks and risks prevention

{including design of, and compliance with peesonal health protection nicasures),

The development of H&S commissions will provide a forum for constructive discussion
between employers and employees, which should supplement the legal aspeclts of

occupational health.

Within the decenlralization process and local programming siralegy {access projects),
municipal health plans should consider aspects relevant to the worksite. Mun'icipalilics
could trigger the creation of H&S comimissions, especially for small businesses in a given
branch.. The health area can play a leading role in sharing concerns and solutions between
similar worksites in different municipalities; also in promoting invesl‘igalions related to

gender issues and workplace (for instance, reproductive health) in the “maqﬁilas” area.

(3) Health services delivery
The main possible strategies ir this area include:

* Expansion of IHSS coverage to smaller businesses, through decentralized séhemcs
with oufside contracting of health services (sce health financing section). This
includes the extension of the system of “salad-empresa”, in order to facililate access
lo general health services and bring the services closer to the origin of occupational .
discases. Physicians or nurses in the worksite need to receive training on risk
assessment and prevention,

* Organize a systemalic framework for occupational health in Honduras: census of
type of work and business, type of jobs within business, specific exposures and risks
by branch, health impacts, to be gathered in a data bank accessible to government
institutions, employcrs and workers associations, health personnel, municipalities
‘and NGOs. _ _ o

* Develop a unified system for reportfinvestigation of work-related disease or
accident, to be used by the MSP, the IHSS and the MTPS in order to dév_elop an
integrated surveillance system, including detaited job description and characteristics,
so that individual reports ¢can be linked to data bank above.

» Realize worksile investigations according to findings from information/ surveillance
system: these investigations can be used for ‘fevision of ‘laws and Slandiards’,

. discussions with employers and employees on specific measures, training of relevant
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personnel. Ad-hoc coordinaﬁon mechanisms can be set-up between MSP, MTPS
(which could provide the main administrative/human resources input) and CESCCO
(as the investigative arm). The systematization of investigations and surveillance
will require the corresponding training of laboratory technicians.

Facilitate communications between worksite and retevant health institutions, so that
the former arc aware of the resources available in case of accidents/diseases and the
latter are more kaowledgeable in risks and treatment/rchabilitation methods specific

to the businesses in their areas.
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CHAPTER 7
DEVELOPMENT OF MODEL PROGRAMS




7, DEVELOPMENT OF MODEL PROGRAMS

As noted in section' 3.3.2,, the purpose of the model health programs is to develop activitics
for initial implementation of local and regional based initiatives identificd in the MHP as
important for improving health in Honduras. Each of the model health programs has a
particular emphasis selected for its potential importance within the Honduran selling as

follows:

. Urban. Area Program : emphasizing municipal operations and support and focusing on
improved strategies for community health educalion and promotion

* Integrated Area Program : emphasizing improved planning and financing in areas of
economic growth and focusing on improving the effectivencss of public health
cxpenditufcs | |

* Poverly Areas Programs : emphasizing both rural and urbén settings and focusing on

strengthening community participation and leadership

The specific seftings have been selecled because they represent typical conditions
appropriate for the ‘strategies and, additionally, because the study team has been able to
identify both a capacity and a willingness to initiate the program aclivities in the near term
(sce Figure 7-1). Institutions and individuals in each setting have participated in the initial
planning and priority setting exercises and are prepared to move toward implementation as
needed resources are made available. Thc identified projects, together with the national
initiatives identified elsewhere in the NMHP represent the short-term agenda for improving

health in Honduras.

7.1. Model health program for urban area

7.1.1 Backgrennd = : , _
‘The municipality of San Pedro Sula (SPS) was sclected for the urban health model program

as it has the most developed municipal government and _bésl typifies the problems that other
urban centers in Hondurai_s: wilt face in the near futare, Tﬁe model program will emphasize
ihc municipal role as primary gbvemment body through which seivices are prdvided, and
réinforce its role in decentratization and m_un_ic_ipalizaiion, _‘In_this context, SPS may be the

only local government at present that has the capacity to implement the urban model
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program. It should, by vittue of its development stage, exercise leadership {at local and
metropolitan level) to integrate and assemble the ¢fforts of the other munitipalilies, private
and public organizations to define and formalize strategics and plans for development of the

region.

(1) Urban characteristics of San Pedro Sula City . :
SPS is the sccond largest city in Honduras next to Tegucigalpa with the blggest indystrial

and manufacluring production in the country. The municipality of SPS encompasses wrban
and tural areas with an urban development plan which focuses on the urban area,

Population of the urban arca of the municipality is 419,302, 78.9% of the total.

The major characteristics of urban SPS are rapid population increase, young population
structure with a high proportion of females, growth of industrial areas, diversily of urban
communities, a high conccntrauon of infrastructure but limited accessibility to the

comprehensive PHC services, and changes in the pattern of dlseases

The population growth rate was 5.4% between 1988 and 1992 and is projected at 4.3% for
the- period 1996-2002 and 3.9% for 2003-2012 (refer (o Table 7-1:1). This means the
poputation would be about 791,000 in 2000 and double that by 2012. The rapid population
growth compared to other areas is mainly due to migralion, as SPS receives about 10,000

migrants per year.

The city’s population is very young. This is duc in part to the fact that many young men and
women from other areas migrate 10 SPS in search of better job opportunities, since SPS has
the highest concentration of industrial activities. In Maquilas (factories in free trading
zone), most of the workers are girls of 14-20 years old (see Figure 7-1-1). In 1992, 62.5% of
womein over 15 years are migrants. ’fhus, there arc only 93 mea for every 100 women. The

national average is 98.7 men for every 100 women.

SPS generates more than 50% of the industriat production of Honduras, and 25-30% of the
GNP. SPS has 33% of the factories and 40% of the faciory employment in Honduras.
Factories and Maquilas are mcreasmg in SPS and surroundmg mummpallues The level of
income per month varies, from less than 100 lempiras to more than Ips 6,000, In 1992
13.8% of the households had income per month lower or equal to Lps 400 40 4% had
income lower lhan Lps. 800 and 60.7% had income less than Lps 1, 200 ' 4
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“These characteristics typifies the diversity of the SPS comimunities.” People from different
places have different social-cultural backgrounds. There are vatiety of occupations in the

city which produces different life-styles, incomes, and education Ievels.

Another cha(actcnshc is that the city is cconomlcally, commcrc;ally, and iechmcal]y the
center of the region. The city is Iocated in the Sula Valley in the north of Honduras and is
the reglonal center of the Sula Valley Mctropolitan Area consastmg of nine mummpalltlcs
These mummpahlnes have a regional mumcrpahly assoc:ailon to collaborate on rcgl()nal

development and promotion of municipalization. - -

(2} Characteristics of the Municipal Government of SP'S
Besides these urban city features, the mwnicipality is also characterized by ils advanced

capacity in municipalization and financing compared to other cities in Honduras. The
municipality of SPS proposed arid revised its urban development plan for 1993-2002 and
will be finalized in 1996. The urban development plan of the municipality of San Pedro
Sula attempts to meel the needs of the municipalily until the year 2012 by proposing a
framework  for - regional - development - that - assures adequate planned land supply,
infrastruclure and urban services (water supply, roads and transport, garbage collection,
various services), the optimum institutional and financial setup, proposals for zoning and

urbanization, and the Geographical Information System (GIS) requited for the urban

~ development.

The health sector is a priority in the urban development program. ‘The proposed urban
development plan states that evolution of the health sector over the next several years will
be influenced by the policies of decentralization and municipal reinforcement, and the
guidelines for the development of this process are aimed at strengthening the municipality
as the primary govemment body through which services are provided. The Municipality
taws conferring more autonemy on the municipality have prompted more direct investment

by the municipality, particularly in the ¢ducation and health sector.

The advanced development of some of the municipalily's divisions and programs such as the
Municipal Planning Office, Mumclpal Water Dwnsmn of San Pcdro Sula (DIMA)
Municipal - Stalisti¢ Dwmon (DIEM) wnth ass;slancc from UNFPA and the Social

Participation Program supporleq_i_ by UNDP, serves as a model for other municipalitics.



The centralizing of the GIS information databases which has been developed independently
by DIEM, the Municipal Planning Office, and DIMA, will be at the disposal of IMP]
(Instituto Municipal de Planificacion ¢ Investigacion) for support of an integrated approach
to development planning and rcsearch {or urban devclopmcnt This body, which will mclude
the private sector, communlty leadcrs pohtncnans, etc. will be formed with the
1mplementallon of the urban development plan. The technical expertise of IMPI will be
essential for incorporating the hcalth seclors reqmremcnts and lnformatlon for more

effective municipal health needs and program identification.

The total budget of the municipality was Lps. 408 million in 1995, and is Lps. 370 miltion
for 1996.

(3} Health service system by MSP in Health Region 3 o ‘
Health Region 3 (HR3) of MSP is responsible for the health of the populanon of SPS and

surrounding areas, The region is divided into 8 health areas. The metropolitan area office is
responsible for SPS poputation. Each area is divided again into several sectors, and there is
a sector CESAMO supervising other CESAMOs and CESARGes in the sector.. MSP health
care service system is organized into 5 levels of care.: CESAR level provides PHC by
auxiliary nurses, CESAMO level provides PHC by general doctors, arca hospital level and
regional hospital level provide secondary care, and national hospital level provides tertiary
care and specific referral care (tefer 1o Table 7-1-2 and Figure 7-1-2, 3). In 1995, total
budget of HR3 was Lps. 16,892,600 and 54% of the total was psrsonnel expenses.

- Regarding health infrastructure in SPS urban area, there are 17 hospitals {1 MSP national

hospital, 1 MSP regional hospital, 1 IHSS hospital and 14 private hospitals), 16 public
CESAMOs, and more than 300 private clinics {refer to Table 7-1-3 and Figure 7-1-4).

Among 16 public CESAMOs, 10 are MSP CESAMOs and 6 are municipal CESAMOs..

The municipality pays for salaty of some MSP CESAMO staff, The MSP provides drugs to

municipal CESAMOs. The municipalily also pays for salary of some staff wo_rking at MSP.

national hospilal and regionat hospital.

(4) Health services prowded by the mumcrpaitly _
Establishment’ of the Health Unit of Municipality was proposed by UNDP Social

Parhcnpanon Project and was agrecd on by the muniapallty. It 'was created under the



Community Action Office (see Figure 7-1-5j. The Unit is already operational and supporls
school lunch programs, oral health programs, ambulalory clinic prog:ams, and operates
municipal CESAMOs under the guidance of the Metropolitan Area Office of Health Region
3. It also suppotls payment of doctors and nursés working at MSP CESAMOs and hdspitals
and gives adminisirative support to other instilutions. The Unit receives technical support

and advice from the UNDP project.

Regarding the financial resources for health services, the inunicipalily provides financial
supporl for the salary of doctors, nurses, and other health personnel working in MSP health
institutions. They also support health programs in coordination with MSP and operate their
own health programs, as well. In 1995, the municipality spenf Lps. 1,413,000 for payment
of doctors, Lps. 78,362 for drugs, and Lps. 107,732 for repair of the health centers, The
municipalily spent Lps. 120,000 for other health progeams as Well through t.he depaftmcnl of

community action.

DIMA is a semi-autonomous body under the Municipality in charge of water supply and
sewage disposal. Presently the waler and sewer coverage in the urban arca of SPS is 90%
and 70% respectively. It is implementing the Master Plan for Potable Water (cooperation
with World Bank & British Commonwealth Development Corp.) which secks to meet the
city's needs |hr01igh 2010. With the completion of the Master Plan, coverage will increase
t0 95%.

However, the Master Plan only contemplates actions to improve potable water service in the
urban arca. The areas outside the water service area, which presently have their own system
through wells and service networks managed by DIMA, will continue {o be supplicd by their

own independent systems, effectively kecping them out of the Master Plan’s projections.

The Muni_cipal garbage collection is constrained by the lirﬁitcd number of garbage collection
trucks. Some of the garbage colicction services have been contracted out to private firms in
some marginal areas. Due to the lack of trucks, garbage is collected once a week in the out-
lying sectors and from the cenlral part of the city during the weekends by diverting all the
lrucks to it. The city's garbage is dumped at a fandfill site which will be uscable for another
10-15 years, o



(5) Health problems and health statistics of SPS cily

In the National Mastei Health Plan, 11 priosity health problems havc been identified and

strategies to solve these problems are proposed. In SPS, AIDS (infection rate: 2.5 - 3.6 % in
1991-1993), and accidents and violence (the first cause of death according (o national
registry) are the more important problems. Reproductive health (Maternity mortality} is also
a priority since the number of working women, patticularly young gitls who work in
maquilas, has increased. For environmental health and occupalional health, there are no
consolidated data. However, the increase of population and maquilas affect c.n.viron.me.nta]
and occupational health. Chronic degénerativc diseases does nbl appear in the 10 léading
causes of morbidily. However, it is also a 'growing problem aﬁd cardiac discases and
cancers are the second and the third causes of death accordmg to the national reglstry
Malana which is the fourth cause of morbldlty, also needs more control efforis (refer to
Table ‘7-1—43, 4b and Figure 7-1-6), Some health indicators, and morbidity/mortality of SPS
population are shown in Table 7-1-4a, 4b and 7-1-5a, 5b. | |

(6) Health services and delivery constraints
The regional hospital in SPS, Dr. Leonardo Martinez Hospital, was closed in 1990 when a

ncw national hospilal, Mario Catarino Rivas Hospital, was established, It was reopened in

1994. The hospital has plans to improve and expand its services, but it is not yet fully

functioning as a hospital providing secondary care of level for SPS population. Therelore,

except for a IHSS Hospital, Mario Catarino Rivas is the only publlc healih msllluuon which

provndes hos;ntahzauon, birth delivery, and 24 hours cmergcncy care.

There are several organizations working in the health sector: the metropolitan area office of
Health Region 3, the municipality of SPS, IHSS, NGOs, and private institutions, There is
some coordination among them. However, particularly between the metropolitan office of
HR3 and the mumcipahty more systematlc coordmalmn is necdcd to make lhe service

syslem more efficient.

As an example, recently new municipal CESAMOs have been opened. However, some of
them are very close o MSP CESAMOs already operating.  As a result, in one sector there
ace in 5 CESAMOs serving the same population. Both MSP CESAMOs and municipal
CESAMOs are covering SPS population. However, they do not have an organized system

for exchanging health information and coordinating their plans. -
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Besides coordination among the above organizations, coordination within the municipality

is needed to reinforce improvement of hcal‘!h status in SPS. The urban development plan

_has alrcady been established and a geographical information system (GIS}) for urban

development plan is available. The department of slatistics and research of the
municipality, supported by UNEPA, has an excellent data base and information system.
Additionally, the water and sanitary master plans have been developed by DIMA, and an

SPS social parlicipation project is on-going with technical assistance from UNDP.

7.1.2 Model health program

(1) fieal!hy city concept _
The model health program is based on the international “Healthy City Plan”. The sludy

team proposes that the municipality shoutd be a “heallhy city”, and shoutd develop such a

plan. This proposal was preseﬁled to the representative of the municipal health unit and the

" health Aregi'on office in a joint-workshop and the proposal is being considered.

The “healthy city” strategies are designed to emphasize priority actions which satisfy basic
human needs (food security, safe water, jobs for all and livable wages, safety, sound housing
for all citizens). In a “healthy city”, citizens live in clean and safe eénvironments, public
health services and curative services are availablc to all citizens, there are good schools and
good education is provided to citizens, urban economics with diversily. is active, and all

citizens have access to transporlation,

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

activities is also needed.

(2) Strategies of model health program to achieve “healthy city”
The program proposes the following strategies based on the special urban features and

health problems as well as the decentralization policies. ‘To implement these strategies,
coordination among the municipality, MSP, IHSS and other organizations in SPS is the key
(see Figure 7-1-7).



1) To plan health services to respond to increases and changes in needs/demands
within the frame of the urban development plan

* Coordination among the municipalily, MSP, 1HSS and other otganizations

¢ Creation and utilization of municipal health information system

"« Utilization of and coordination with the existing data information system and GIS
system |

* Evaluation and monitoring will be implemented lo inodil‘y the plan/program and to

plan the next stage.

2) To stress the municipal sole in heailth services o :
* Strengthening of capacity of the municipality for planning and provision of health

services with support of MSP _

* ‘The r_oIe. of the municipality in health services should be ‘d;:fincd and the
responsibilities should be transferced gradually to the municipalities.

* As mentioned in the proposed urﬁan development plan, basic programs in prévenlion
and control will be transferred: imnﬂnizalion, training and education of community,
health promotion programs and campaign, vector conirol, control of rarbi:cs
environmental health, cleaning and garbagc collecuon, wa{er supply and %ewage
syslem, dialogue with communities to define their needs

* Utilization of municipal financial resources to support MSP and to lmplcmcnt hcallh

programs

3} To use available resources efficiently and equitably to optimize the limited
resources and to avoid duptication’

* Coordination among health institutions/suppliers

¢ Efficient management in heaith institutions and good referral system is central to
improved efficiency.

* Reduction of overload of the hospitals to improve scivice conditions

* Social mobilization makes more existing resources in communities and private sectors

available.

4} To promote social pammpation
* Training program of communities to find their problem supported by UNDP should be

continued, and expanded.
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* ‘The provision of information to the community with their health and health related

issues by UNDP project should be continued and expanded.

5} To focus on comprehensive PHC
* Health promotion and ecducation activities by the municipality need to be

strengthened.
* Reinforcement- of CESAMOs function is heeded to improve access o miore

comprehensive scrvices in the community.

6} To focus on urban specqflc hea[th problems
* Priority problems are HIV/AIDS, accident and violence, occupalmnal health and

environmental health.

+ Reproductive health of young wonien is a growing problen.

7.1.3 Model projects

(1) Model project 1: Pr(yect Jor HIV[AIDS prevention and health pramofmnl
education
Health promouon and education is the key for achicving “heallhy cily”. As shown in the

pnonly healith problem-s!rategws malrix, st is common strategies to solve all 11 priority
health. Thc role of the municipal will be more slg_esse.d and its capacity in health premotion

and education is nceded to be strengthened.

1) Current situation of HIV/AIDS and health promotion/education in SPS
(A) Current situation of HIVIAIDS and current HIV/AIDS prevention programs
As already mentioned in Chapter 4, Honduzas has the highest number of reported AIDS
cases in. Central America. With only 17 % of the population of thc sub-region (Central
America), Honduras has 57 % of the reported AIDS cases in the region. San Pedro Sula
(SPS) has the highest rate of infection in the country {Infection rale in SPS ranged from 2.5
and 3.6 % between 1991 and 1993), and accounts for fully one-third of the accumulated
AIDS cases reported in Honduras. Already in the two hospitals in the city, AIDS is the first
cause of mortality in one and second in the other. For the year 2000, between 10 to 17 % of
the population of SPS is expecled to be infected with the virus, while a minimum of 3,200

new AIDS cases are expected annually by the end of the century.



Currently, there are many organizations and activities in HIV/AIDS prevention and care in
Honduras. Among them, SPS is the site where more activities are going on than any other

sites in the country.

The Health Region 3 has developed and distributed moderate amount of educational
materials to public and private sector programs, has trained personne! in health institutions,
NGOs and labor union. It is developing STD management and training program in the
CESAR‘Miguel Paz Barahona. It also have school programs jointly developed by MSP and
SEP. With assistance from PAHO and the World Bank, radio spots on HIV/AIDS have
been broadcast in the Region. The Mumcapahly, through its COMVIDA pro;ect has also
implemented cducational programs for adolescents, continuous education through VIdeos
postess and face-to-face interventions in a kiosk in the central park of the town, condoms
and STD referrals in maquilas.. AIDSCAP has assistéd some of the COMVIDA projecls.
Another public sector program in SPS is with IHSS focusing on factories in HHSS system
and IHSS bencf:c:ancs NGOs and pnvate sectors also have been workmg actively w1lh

lmlc Or no outsulc fundmg on small prevention and care activities.

However, these activities and organizations still nced lcadership of coordinatioh and
exchanges of information to avoxd duplication, ldennfy needs, establlsh norms and improve

. eff101011cy and effectiveness of the HIV/AIDS programs,

{(B) Current situation and problems in health promotion and education
~The Health Unit of the Municipality has a community health education program started two

years ago in marginal areas, The program was initiated as a part of UNDP social
parlicipa(ion program, and was supported by the UNDP technical advisor. Four community
groups in marginal seclor were included in the program, and 15 to 20 community people
from each community have participated in the health education course. However, the UNDP
supporl ended in June, 1996, In the context of Statc Modernization Policy, the municipality
should have more responsibilities for health promotion and disease prevention area rather than
primarily for curative services. However, the activitics was depending on the advisor of
UNDP, and the Health Unit does not have a well-established system and a full-time health
cducator in community health promotion and education. Technical support is still needed to

improve institulional capacity and to continue and expand the program by the Municipality. -
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Health cducation and promotion activities have also been provided by MSP. In the recent
outbreak of Cholera and Dengue, these aclivities served effectively to control these
problems. However, theee is a lack of planned sequential health education and promotion
aclivities due to a shortage of professionals in health education and promotion, and

communication skills as well as lack of regionat training institutions.

2) Description of the project
(A) Purpose and objectives
The purpose of the project is' to establish coordinated health promolion/education
mechanisi for the population of SPS and the municipalities nearby, which coordinate the
effort in health promotion/education and disease prevention activilies and to reinforce the
health unit of the municipality. 1t is based on the NMHP strategics of “improvement of
héallh educétion” and “improvement of social participation”, and will be an urban model in

which the strategies are materialized.

Since HIV/AIDS problem is one of serious problems and needs usgent actions in Honduras,
it will be taken as the first priority for health promotion and education aclivities in urban
areas of the country under the national HIV/AIDS control policy and supervision from the
central government. In SPS, the problem is more serious (han other areas, which rationalize
the establishment of a model project in SPS. The model will be replicated in other urban
areas, such as Tcgucigalpa, Comaya'gu.a and La Ceiba, where HIV seropositive prevalence is

increasing.

(B} Target area
a. In Short-term: San Pedro Sula City and surrounding areas

b. In Mid/Long-term: Health Region 3

(C) Framework of the project

{l) To establish leadership and to coordinate existing efforts in health promotion and
disease prevention and care activities

The municipality of 'SPS,‘ the metropolitan area office of HR3, IHSS, NGOs and private
sectors are providing health education and pronlblien as well as some health information.
There is some coordination among these organizations and groups. However, establishiment

of the Center will contribute to establish leadership and coordination of efforts in health
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promotion and disease prevention, including HIV/AIDS prevention and care, and to identify

nceds. Thus, SPS will have more comprehensive, effective, and efficient programs.

(1) To support and strengthen existing organizations and aclivities
The Center will support expansion of the capabilities of those already working in health

promotion/education and disease prevention and new human resources entering the field and
will give continuing education to these personnel. It also serve as an information center on
health, diseases, and health education to support existing and new aclivities and to identify

needs,

(1) To avoid duplication of function
The Center will focus on health education and promotion and information for the prevention

of diseases, in particular providing leadership and training which has the largest possible
impact. Regarding HIV/AIDS, Safc blood supply, cpidemiological statistics, and HIV
testing will not be included in the activities of the Centers these are already functioning in

other institutions.

| {IV) Stage-wisaimplementation _ _
The Center will initially focus its attention on SPS cily, gradually expanding to offer its

resources 10 the rest of Health Region 3.

Regarding AIDS prevention and information, it will also form collaborations for exchanging
information with other regional (Central American) AIDS centers and CDC. It will extend

information services to the Central American countries.

(D) Components
() Function and activities of the Project
a) Coordination .
* To provide leadership for coordination of health education and promotion activities,
particularly in HIV prevention efforts.
* To coordinate health education/promotion activities within the m_tinicipaliiy and with

other activities provided by Health Region 3, Honduras Social'Sequrlily Institute
(1HSS), NGOs and other agencics.
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b} Training and education
To plan and implement health education/promotion and disease prevention progeam.

To educate and train personnel working in health education/promotion and discase
prevention on parlicipatory problem solving and communication techniques,
counseling skills, health education technique.

To train instructors on home based care of AIDS and provide contingous (raining on
AIDS. _

To educate the general public about health and prevention of disease, particularly
HIV transmission prevention and the need for acceptance of persons living with
{IIV/AIDS.

¢} Production of educalion malerials

d} Documenlation and information

“To establish a library and documentation systen

To disseminate basic health information to SPS communities, health personnel,
municipal officers who are responsible for health planning, and students working in
the health sector.

8) Counseling services [r‘nc!udes blood sampiing, however, the blood sample will be sent
to other insiitutions for iesting) '

To decrcase HIV transmission by scrving as a center of excellence for early
diagnosis of HIV infection and provision of related counseling. (At a later stage of
the project)

To provide counseling on violence, alcoholic problem, and mental health probleins,

f Research (operation research} at a later siage
To test potential improvements in motivating behavior change.

(i) Inputs

a) initial investment cost including contingency and consuftant fee

* Building and facilities: N : .
Establishment of the Centes: a conference room, training rooms, counseling rooms, a library, a
documentation room, an audio-visual ediling room, a printing room, office rooms,

*Preparation of the land: the municipality of SPS will provide the land
**Infrastruciure work: the municipality _Qf SPS will canry out

Estirnated cost: US$ 3,815,000
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* Equipment for the Center
audiovisual equipment, audiovisval editing equipment, printing machines, compu!e{s office
equipment, cars supporting training activities

Estimated cost: US$ 2,400,000

b) Initial operation cost

o Staff of the Center:  Dircctor 1, Technical staff 1, Other staft 8
Estimated cost; US$ 120,000/year

s Others: maintenance cost, etc
Estimatcd cost: US$ 80,000/vear

¢} Tolal of initial cost as of March 1996

* [nitial investment cost
Estimated cost: US$ 6,215,000

* Initial operational cost

Estimated cost: US$ 200,000/year

d) Technical inputs

* Foreign experls @
At the first stage of the project, technical assistance in health education and

promotion, communication skills, HIV/AIDS prevention and counseling, and

computer network system engineering will be needed, ' '

(1 Financial and technical resources

a) Possibla financial resources for initial investmen! cost
* Foreign resources:  grant aid

B} Possible financial resources for operation costs -
*  Domestic resources: the municipality of SPS

¢} Possible technical human resources

+ Domestic resources:  staff from the mummpahly of SPS MSP.
* Foreign resources:  experls

(E) Managemeﬁr and operation
The following two options are proposed here: difference is whether the Center will be for
health promotion and education aclivities including HiWAlDS_ pact, or will specifically
focus on HIV/AIDS. In both cases, the MSP will provide policy guidelines and technical
assistance and supervise the Center. The Center will be governed by a Board of Directors

‘(Junt‘a Direcii'va) made up of representatives of the municipality, Health Region 3, MSP, but
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the municipality wilt routinely operate the Center. The coordination committee will be also

organized with THSS, NGOs, donors and etc.
Option 1 (see Figure 7-1-8a)

The project is comprised of twa separate sub-projects: ong is the “Center for HIV/AIDS
Prevention and Information” project, and the other one is the “Stréngthening of Municipat
Health Promotion and Education Activities” 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 areas, for the extension of the model in other urban arcas. ‘The latter
one aims at strengthening of health unit of the municipalily in community health promolion
and education, and for the AIDS part, there will be collaborative activities with the “Center
for HIV/AIDS Prevention and Information”. As such, the former sub-project will contribute

to the national needs, while the latler one to SPS city itself.

Option 2 (sce Figure 7-1-8b)

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. Tt will be a center
to coordinate cfforts and programs in health preve:aﬁon and education in SPS, particularly,
in various activities of HIV/AIDS prevention at the initial stage of the project. The range of
activities will be gradually expanded to all health promotion and education arcas. For the
long term basis, this integrated model prbject will be appfied to other municipalities in the

country.

(F) Effect:‘veness
{I) Contribution to basic principle of health policy
The project will support and promote national health policy. The pro;ecl will slrengthen
cffectiveness of health prevention achv:l:es by giving technical support in prevention and
promollon heailh Betler coordination and cooperallon will teduce duplication of efforts and
make services more efﬁclem fac;lnanng the oplmnzauon of 1eSOUICes. Social participation

will be one of the imporlant strategies in health promonon project, and the project will
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promote and give technical support to related organization through training and provision of

information.

(i) Contribution to priority health problems
Health education and prometion activitics will impact all priority problems as shown in the

matrix of strategies and health problems (Fig. 7-1-6). Particularly, the project will give
great impact on HIV/AIDS and chronic degenerative diseases, {or both of them there are no
immediate curalive solution and medical treatment is extremely expensive, although
HIV/AIDS is more urgent maltler and chronic dcgcn’craﬁve discases is more likely future
problem which needs start of strong preventive aclion now. Accidents and violence will

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

(1} Contribution to resource saving
Curative services always cost more than preventive service. ’lhc project will conlnbule to

reducing the cost for curative care of diseases by reinforcing a preventive focus in the larget
communities. For instance, cost for hospital care of AIDS patients is estimated from 21 to
29.3 million Lempiras 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 8.3 million Lempiras for hospital care cost. Beiter coordination and
cooperation will also reduce duplication of cfforts and make services more cfficient,

facilitating the oplimization of resources.

(2) Model project 2: Reinforcement of CESAMOs functions
The project incosporates sirategies to improve access lo health services by supporting the

development of a model of delivery of basic health services incorporating up-graded
CESAMO:s in urbanized areas. This initiative is linked to MSP’s project for nranagement of

emergency care.

1) Current situation and future status improved by the project

{A) _ Current situation of health system in SPS . _
Hospital Mario Catarino Rivas (MCR) is the only public institution which can provide birth

delivery care and emergcncy care in SPS except for the 1HSS hospltal whlch Covers only

part of the SPS population.
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The Hospital MCR is congested with normal delivery cases and spends a disproportionate
amount of time on primary health care instead of tertiary hospital care. This causes poor
service conditions in the Hospital and means that continuily of maternal and child care (pre-

natal, delivery, post-natal, breast-feeding and child growth monitoring) is lost.

Geographical access to hospitals is not very difficult in San Pedro Sula. However, both
hospitals are located in the north, outside of the city center. This means that people living in
the southern marginal areas have poorer access these hospiials and face higher costs in both

time and money. (Lps. 30-80, and 30-40 minutes by taxi ).

Hospital Dr. Leonardo Martinez was closed in 1990 when Hospital MCR was established,
and was re-opened in 1993. The hospital is still not fully functioning as a regional hospital;
it has no maternity, emergency care and dental care services. However, it is being renovated

to include maternity, pediatrics, and surgery departments in the future.

In SPS, all health centers have at least one doctor. The higgcsl CESAMO has a dental
clinic, a laboralory, and a STD clinic in the afternoon. Beside this metropolitan CESAMO,

only one has a laboratory and another one has a dental clinic.

{B) Improved heaith system by the project (see Figure 7-1-9)
In the center of the city, Hospital LM is going to have a maternily ward with 20 beds for

normal delivery to receive pregnant women 24 hours per day. It is negotiating with the
Municipality to provide support for increasing the number of nurses. Therefore, the
CESAMO in the center of the city will not provide matemity services. However, they have

a close reltationship for provision of pre- and post-natal care and breast feeding support.

One CESAMO with expanded functions will be located in each sector of SPS. The
CESAMO will be a center CESAMO in the sector and provide primary health care in the
locality responding to increasing needs. Services will include maternity care, pre-hospital
emergency care with a laboratory function and dental care. The service hour will be
expanded so that the community have access to primary health care service in their locality
for 24 hours. The CESAMO will refer paticnts who really need hospital care to the

appropriate institutions.

The center CESAMO’ (and Hospllal Lconardo Mamnez) will conlnbule to rcduction of

workload and to 1mpr0vcmeﬂl of service condlllons in Hospllal MCR.
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The emergency transport system will be improved so that people can access services more
casily. The center CESAMO will have communication equipment and the ability to call the

ambulancg which will be operated by the Red Cross.

In fater stagé, a more systematic emergency transport system will be developed covering the

whole of SPS together with public, IHSS, and private hospitals.

2). Description of the project
(A) Purpose and objectives
To establish an efficient health system through improving access to primary health services

by expansion of CESAMO functions as follows:

i) To provide 24 hour birth delivery care and a pre-hospital emergency care in  sclected
CESAMOs in each major sector.

i) To provide a basic laboratory service in the selected CESAMOs.

ii)To i jmprove dental care scrvice in the selected CESAMOS

iv)To improve the emergency {ransport systenn.

(B) Target area
The urban area of San Pedro Sula Cily

(C) Framework of the project

() To up-grade existing system
For expansion of the range of basic services, the existing (including on-going project)

facilities and systems will be utilized. Renovation or new construction will be done on
the existing target CESAMO sites.

(i) Step-wise imp!ementation' ‘ .
The expansion of CESAMO funclion needs considerable human resources. Therefore,

all center CESAMOs will not be set up at the same tlme. but wilt be implemented in
stages with monitoring and evaluation.

{D} Components
(i) Function and activities of the expanded CESAMO and project components
i) Opening and operation of matesnity care service 24 hours perday - *

Place for normal birth delivery will be established in CESAMO in each sector of the
marginal area (Chamelecon, Cofradia, Calpules and Rivera Helnandez} High risk
delivery will be referred to Hospital Mano Catarino Rivas.
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i) Opening and oper;tion of pre-hospilal emergency care service for 24 hours:

Pre-hospital emergency care unit will be opened in CESAMO Migucl Paz Barahona,
and CESAMOs in sectors of the marginal area (Cofradia, Chamelecon, Calpules and
Rivera Helnandez).

iii} Opening and operation of basic clinical laboratory in all CESAMO above

mentioned.

% iv) Opening and/or improvement of dental clinic with equipment suppost.

v) Provision of two more ambulances equipped with communication system (radio

and/or telephone)

vi) Training of personnel

L2

Emergency care: doctors, paramedical and nurses

Birth delivery care: paramedical and nurses

Clinical laboratory tesi; Iab. technicians

Maintenance of dental clinic equipment: a maintenance technician

(1) Inputs

*

*

a) Initial investment cost including contingency ahd consuitant fee

Building and facilitics (cxpansion/renovation of the existing CESAMOs*):
labor roem, recovery room, observation room, minor susgery room, dental clinic coom, lauadry,
etc.’

*CESAMO Miguel Paz Barahona and one CESAMO in each marginal sector (Cofradia,
Chamelecon, Calpules, Rivera Hernandez) will be expanded / renovated

Estimated cost; US$  1,570.000

Equipment of the Center

observation beds, delivery beds, medical equipment for delivery, sterilizers, nebutizers, oxygen
tank, laundsy machines, basic laboratory equipment, deatal clinic equipment, 3 ambulances with
first aid kit, telephone and Jor radio communication, elc.

Estimated cost: US$ 1,712,000

b} Initial operalion cost

Satary for staff of the CESAMOs and ambulances:
Technical personnel 161 {include additional sta{f for expanded function ; 89)

Administrative staff i 97 (include additional staff for expanded function : 70)
Estimated cost: US$ _334,000/year

(cost for salary of additional staff : US$ 187,000/ year)

Others: maintenance cost,etc ~  ° Estimated cost: US$ 257.000/year
¢} Total of initial cost as of March 1996 B |

Initial investment cost Eslimated cost: US$ 3,282,000

Initia} operational cost Estimated cost: US$ 591,000/year
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d} Technical input
¢ Training of CESAMO staff
* Training of Ambulance staff

(1} Financial and human resources

a) Possible financial resources for initial investment cost
+ Foreign resources:  grant aid

b) Possible financial resources for operating cost
'+ Domeslic resources: MSP and the municipalily of SPS

¢} Possible human resources:

Domestic human resources from MSP and the municipality of SPS

' T Total _Existing  Transfer*  Additional staff
For S CESAMOs =~ I
General doctor 38 18 10 10

Prof. nurse 27 7 3 17
Aux, nurse 73 40 10 23

Lab, technician.~ - 3t = . 7 Sl 24
Administrative 26 6 R 20
Watchman. =~ .24 . 9 . . - 15
Cleaning lady 32 12 - 20

For 3 Ambulances. S
Paramedical staff 15 - - 15
Driver - . 15 - - o 18

* Existing staff at Hospital Mario Catarino Rivas can be transferred to CESAMOs due to decrease in the
number of patients attended in the hospital,

(E) Management and operation
‘The Metropolitan Area office, Health Region 3 and the Municipality will be responsible for

the operation of CESAMOs with systematic coordination.

{F) Effecliveness
{I} Contribution 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 thap current services, parliculasly
in marginal areas, This v;vill contributes to equity of health services together with the
ACCESS project being implemented by MSP. The pfojcct also improve the referral system

in SPS which should reduce the workload of Hospital Mario Catarino Rivas, thereby
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improving the quality of their scrvices. This means that the project will contribute

improvement of efficiency of the health scrvices system as well as effectiveness.

(1) Contribution to problem-strategies Malrix proposed
Reproductive health of increasing young gitls and mothers working in maquilas/industries

in SPS and its surrounding arcas are ong¢ of the growing problems. Improvement of birth
delivery carc and peri-natal care by the project will be expected through the improvement of
the referral system in SPS, improvement of access to MCH services in the community, and
to reduce the workload of Hospital Matio Catarino Rivas, thereby to improve the quality of

their services.

{ili} Contribution to resource saving
From the view point of operating costs, the inifial stage of the project will require greater

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

treat its reduced share of the projected overall patient load.

Balance of operational cost by project (unil: Lps.)

Year . _'_Ope_n'é_ﬁoh cost: . . Operationcost:. . Balance
o Additional cost for ' Cost reduction in

. - CESAMOs - - HospM.C.R. - - —
2000 402000 - 345000 57,000
2005 402,000 500,000 98,000
2010 - . 402,000 - . 657,000 - - 255,000

This lable does not include the operation cost along with the expansion of Dr. Leonard Martinez Hospital.

(3) Model project 3: Maintenance and Information center for medical facilities and
equipment

1) Current situation and problem identification
(A} Current situation of maintenance sysiem

It is difficult for MSP and other public hospitals and clinics to maintain their medical

facilities and equipment in good condition due to the following:

{) Financial restrictions
Public medical and health institutions can not afford the expense for maintenance of
facilities and equipment due to limited budgetary allocation. Generally, they allocate
less than 1 percent of annual operating costs of the facililies as compared to the 3 10 4%
typical of private medical facilities.
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() Umited service network for medical equipment

The Honduran domestic market for medical equipment is rather small As a result, the
private sector service network for medical equipment is not well developed. In the case
of products donated by external aid, the situation is more serious. Public medical and
health institutions often have difficulty pracuring spare parts and nceded consumable
supplies.

{11) Insutficient capability of mainienance personnel

Most public hospitals have their own technical staff for facilities and equipment
maintenance. However, they are not capable enough to maintain all the facilities and
equipment propetly due to limited knowledge and expenence Retraining courses for
maintenance staff are required. :

(VY MSP institutional problem

Two departments of the MSP, CENAMA and PRONASSA, are supposed 1o manage and
assist the MSP hospitals with facilitics maintenance. Even though they have own
budgets to support the hospitals, it is not enough to cover the nceds of all the MSP
facilities in Honduras. Furthermore, the functional demarcation of these departments is
nol' clear although slipulated in the legal structure. This causes insufficient and
inefficient coordination of facilities maintenance.

In and around San Pedro Sula city, demand for medical resources is increasing remarkably.
As a resull, services are provided by a wide range of private and public justitutions, such as
IHISS hospitals and clinics and municipal health centers as well as MSP hospitals and
CESAMOs/CESAReS. However, there is no facility that serves as a maintenance center. As
a result, CENAMA and PRONASSA' are called updn to cope with individual incidents on a
case by case basis as there is no existing nationwide maintenance system to attend to remole
locations, Considering these circumstances, a model sysfém for medical facilities and

cquipment maintenance is urgenily needed.

Financial conditions of the SPS municipal government are relatively better than other
municipalities because of vital industries located here as well as the cxpcricnbe of
considerable autonomous movement and commusity participation activities. Therefore, it is
realistic to design a concrete model plan with includes financial and physical support from

the municipal government in San Pedro Sula.

(B) lb:proved system by the project (see Figure 7-1-10)
A model plan of the medical facilitics and equipment maintenance system should be

established.  This system would be a regional self-supporting type and applicable

naiiouwidc.' It would provide technical support, information exchange and lraining of
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personnel and enhance network systems among responsible departments of the MSP, Using
CENAMA and PRONASSA as a main center, an additional maintenance and information
center will be newly created in Health Region 3 as a regional center, serving public medical
and health institutions from prinlary to ieriiary levels. This plan includes the following

strategics,

{} Decentralization of facilities and equipment maintenance
Technical skill and knowledge of simple routine maintenance and minor repair will be
transferred from the main and regional centers to the terminal level institution staffs
through training and provision of information. This will encourage autonomous
preventive maintenance activilies regardless of financial and technical conditions of the
MSP.

{11y Utitization of existing facilities and human resaurces

This project aims at utilization of the existing facilities and human resources with
optimized investment in facilities and equipment. Thus, additional opcratlon costs will
be minimized.

(li) Standardization and uniformity
Standardization and uniformity of facilities and equipment are as important as
improvement of the maintenance system since the combination of suitable design of
facilities and optimized selection of equipment will contribute (o alleviate the burden of
maintenance. From this vicw pom( local demgn structure, and procurement should be
~ encouraged. :

{IV) Introduction of pnvale seclor

The private sector would be involved to obtain tcchmcal information and procure spare
parts and consumable goods. A list of private sector providers with information on the
types of products, serviceability, and availability of spare parts and consumable goods,
has 1o be drawn up.

{V)} Network system

A network system should be constructed among the main center, rcgional centers,
medical institwlions, municipalities, private sector and donors to coordinate activities.
Advanced compulerized as well as conventional communication systems witl be
introduced for this purpose. Also, a physical road network will be required to undertake
mobile aclivities (ficld site), such as maintenance and repairs and for Irammg which
cannot be donc by themselves at the local level.
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2) Description of the project

{A} Purpose and Objective -
i) To improve conditions of the existing medical facilities and equipment in and

around Health Region 3 by encouraging reaclivation, restoratior and modiflication of
the facilities and equipment ulilizing exisling human resouvrces.

ii) To train and educate personnel working in operation andfor maintenance of medical
facilities and equipment.

iii) To ptan and implement facilities and equipment preventive maintenance programs.

iv) To coordinate facilities and equipment maintenance aclivitics among the main
center, MSP, the regional center in SPS, Health Region Office 3, SPS municipal
government, medical and health institutions and the private sector.

" v) To standardize specifications and incidental procedures of medical facilities and
equipment, including procurement of spare pérls.

vi) To disseminale knowledge, preventive maintenance consciousness and Quality
Control procedures.

vii)To process and exchange data and information among the centers and medical and
health institutions on facilities and equipment maintenance including facility
condijtions, parts inventory, quality control, failure mode analysis, efc.

viii)To exchange and provide needed information, through advanced communication
systems, on facilities and cquipment maintenance to medical institutions and other

concerned institutions.

(B} Target areas
{l} Directinfiuence

a) Regional level

San Pedro Sula, Health Region 3 and other neighboring regions. Target arca will be
expanded to include primary level medical and health institutions as there is progress
in technical transfer and dissemination of knowledge.

b} Ceniral fevel

Tegucigalpa, Health Region 1 and other neighboring regions. Target area will be
expanded to include primary level medical and health institutions as the main center
is strengthened and technical transfer and dissemination of knowledge proceeds,
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{I) Indirectinfluence

The medical facilities and equipment maintenance system is improved. The main center
transfers this improved capacily to all public medical facilities in other regions in
Honduras.

{C) Components

() Activites
Enhancement of roles and functions of the MSP’s facilities and equipment maintenance
depariment

a) Central Levef

Components of activities

5 - Main center, MSP L Remarks

Role/ . Maincenter” 0 o7 e s Close coordinated

Functions -Planning, demgmng, oonstruchon .. function is required
management of medical facnl:tlcs * .between
rehabilitation progfams S PRONASSA/CFNAMA
- Trammg trainers ' ~from planning stage to
- Standardization ' © ot implementation stage.

- Coordination with other refated pro_;ecl - Merger of two
-+ - Information exchange and dlssemmallon ‘departments would be
- Assistance in parts procuremenl SR cncouraged
- Documentation & Printing o
. . - QC programming = - -
Objective - Planning/ Implementation stage
facilities All MSP facilities including CESAMO/
CESAReS
IHSS/ others facilities
Organization S ' - Mergerof
e ' PRONASSA/CENAMA
‘would be recommended.
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b} Regional Level

Components of activities

Regional center, iz and  daintenance section, .
. . - HR3 ' -_public medicol facilities Remarks -
Role/ Functions - S/V for installation Hospital level Sector CESAMOs
: -Maintenance & - Simple routine -~ should act as an sub
repair -Training - check/ maintenance - regional center with
trainers/ staff . - Minorrepairs:  assistance of the .
- Docimentation - QCactivities *~ regional centeér on the
- Paris procurement - PHC facilities level * training and minor
- Information - Simple toutine | repairs
-exchange check/ maintenance  Mobile activities
< QCtraining ' would be used for
- Mobile activities training and
= i e T “ st s dissemination
Objective - All MSP facilities - Each own facilities
facilitics including CESAMO/
CESAReS
- IHSS/ others public
facilities
- Private hospitals/
Clinics o
Organization .- Collaboration - --Simple routine - Private sector would - %
' " organizations . check/ maintenance - be involved in parts
concerned -would be carried out - procurement or need
- < Municipal - by medical staffs at = as - o
government o PHClevel: - -
- Health Regional 3+ - Sector CESAMOs -
C-MSP . - wouldassist '
- Major hospitals CESAMO/ . -
o CESAReS
Personnel HR3: 25-30 2-30*/ hospital, it *including staff for
HR1: Concurrent depends on scale non-medical
assignmeant of the maintenance work
main center '
personnel o
) Inputs
a) Initial investment cost I\%

- Building and Facilities (renovation)
* Main building, Tegucigalpa $500,000
Expansion/ renovation-Workshops, Training room, etc.
* Equipment, Tegucigalpa  $1,000,000 *1)
* Main building, SPS $500,000
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Expansion/ renovation-Workshops, Training room, etc.
¢ Equipment, SPS $1,000,000 *2)
* Equipment, for hospitals  $500,000

Basic tool & Instruments, PC

Total $3,500,000

Contents of the above amounts

*1) Equipment for the main center in Tegucigalpa
Equipment for tepair and maintenance: Basic tools and instruments
Equipment calibration for electronic mcdical.equipment

Machining tools for machining parts

Fquipment for training & office AY quip., furniture

Equipment for documentation: DTP, Printing & Copying machines

Equipment for inf.. & com. Computer, printer, modem, CAD, ete.

Vehicles for mobile activily VAN with machine shop, 4AWD with AV equip.

*2) Equipment for the regional center in SPS
Equipmeat for repair and maintenance: Basic tools and instruments
Equipment calibration for electronic medical equipment

Machining lools for machining parts

Equipment for training & office AV quip., furniture

Equipment for documentation: DTP, Printing & Copying machines
Equipment for inf.. & com. Computer, printer, modem, CAD, ele.

Vehicles for mobile activitly VAN with machine shop, 4WD with AV equip.

b) Initial operation cos!

) Annual operational cost, main center in Teguecigalpa

Expenditure $100,000 *3)
Revenue $20,000 *4)
Total | . $80,000 '
fi) Annual operalional cosl, main cenler in SPS
Expenditure $80,000 *S)
Revenue $23,000 ' *6)
Total o - $57,000

Contents of the above amounts
+3) Expenditure, main center in Tegucigalpa -
Travel & Allowance R

Outside order, ete.
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Consumable, ME
Spare parls & Repair
Tire, O, Lubricant, elc,
Fuel
Commusication
Materials, Documentation
Utitities : @
Labor cost, Additional 5 persons hired or transferred additionally
*4) Revenue, main center in Tegucigalpa
Rental of training equipment
Tralning course for private
Hospitatf Clinics
*5) Expenditure, tegional center in SPS
Travel & Allowance
QOutside ordet, eic.
Consumable, ME
Spare paris & Repair
Tire, Oil, Lubricant, ele.
Fuel
Communication Lo ' ' ‘%
Materials, Documentation
Utilities ‘
Labor cost 5 persons hired or transferred additionally
*6) Revenue, regional center in SPS
Rental of training equipment
Training course for private

Hospital/ Clinics

¢} Totalof initiaf cost as of March 19'9=6=

* [Initiat investment cost Estimated cost : US$ 3,500,000
* Initial operation cost Estimated cost ; US$ 180,000
d) Technicalinput | - | ;E:

* Technical cooperation

Combination of dispatching a foreign expert or consultant, with sufficient
knowledge and experience to promote planning of training, facilities,
standardization, information control, ctc. to the main center in Tegucigalpa and a
volunteer such as JOCV, to implement these plans at the maintenance/ information
center in SPS based on the experience gained at the Tegucigalpa center

* Training of Honduran technical personne} abroad
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*

*

‘Teaining in donor country
Training in third country
Coordination with othes projects

Regarding future fuactional enhancement -and area-wise expansion, further effective

operation could be expected by collaborating with other projects such as ACCESOQ,

OPS medical equipment maintenance improvement project of 7 Central American

countries and WB/VITA radio communication program. Therefore, . sufficient

consideration on selection and finalizing spemﬂcanons of eqmpmcnl would be
. Tequired,

(i) Financial and human resources

a) Possibla financial resources for initial investment cost
forcign resources : grant aid

b) Possibla financial resources for initial investment cost
~domestic resources : MSP and the MSPS

center’s Owin revenue

¢) human resources i
Main center in TEGUCIGALPA

Human rescurces, required for the center
Basically, the center will be operated by the existing PRONASSA (40 persons) and CENAMA
{91 persons) staff

Required personnel for the center operation.
Organizational rationale for training and development of trainers overscas as key pcrsons for
technical transfer/ diffusion o :

* Regional cenler in SPS

Human resources, required for the center - Total 26

Director 1, Secretary 1

Engineering - Chief, Facilities, Drawing, Training, Documentation, Informatlon
Sccrelary, | cach

Administration - Manager, Secretary

Medical equipment, Planning & Training - 5 Technicians

Facilities - 4 Technicians (Refrigeration & Air-condilioning, Mechanical,
Eleclric, etc.)

Medical equipment repair shop - 4 Technicians

Radio communication - 2 Technicians

* Existing human resources, applicable for the center

L

Maintenance staff HR3 -3 technicians,

_ ~Maintenance Dept. HLMCR - 18 staff
* Required personnel for the centers operation
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Required personnel could be available from the above human tesources with 5
additional persons transferred from the main center in Tegucigalpa or trained abroad.
It is necessary to confirm if there are any legal or other restrictions that would
prevent the use of technical personnel from H.MCR on a concurrent basis,

d) Management and operation

The maintenance and information center should be governed by a Junta Directiva (a
Board of Directors) made up of the Municipality, Health Region office and major
medical institutions as well as by as Technical Advisory Committee comprised of
CENAMA & PRONASSA - MSP, mainienance staff of major medical institutions and
other technical institutes.

(D) Effectiveness
{I) Contribution to basic principle of health policy
The project aims at improving of the efficiency and effectiveness of maintenance system of
medical facilities and equipment, through decentralization system with training, promotion
of preventive maintenance, coordination and clear demarcation of CENAMA and
PRONASSA, standardization of specifications and incidental procedures of medical
facilities and equipment, improvement of information systein on méinlenance, and use of

private companies for maintenance of sophisticated high technology equipment.

(I} Contribulion to problem-strategies Matrix proposed
Improvement of maintenance system of medical facilities and ¢quipment is needed not only

in urban areas but also other areas, and which related to health service provider aspect at ali
level of care, This is a pilot project of the improved maintenance system through setling-up
the regional maintenance center and better coordination of CENAMA and PRONASSA and

information system.

However, the problem is more serious in hospitals, where many equipment easily become
unworkable due to lack of preventive maintenance, there is too many variety in the
equipment from donor agencies resulting in technical difficulties of maintenance and

obtaining of spare-parts, and there is many unprepared equipment in the hospital warehouse.

(it Coniribution to resource saving
Through spending resource on preventive maintenance and standardization, reduction of

repair cost and cfficient use of facilities and Cquipmcni will be achieved. Better maintenance
and repair system will make the project cycle of equipment longer, thus, cost for equipment

will be saved.,
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Evaluation of the mode! program for urban area

lteins Expecfed Effect
B TR C . Financial - '
Improvement of Usage rale of the - Reduclion orf - lmproved _
medical facilitics/  majot facititics/ ~ mainlenance cost  diagnostic and
equipment ¢ . ‘equipment . - Reactivationof - curative capacity
conditions Record of periodic  idle facilities/
' inspection/ equipment
_ maintenance - _
Istablishment of - Implementation - Reduction of
preventive rate of periodic maintenance cost
mainlenance inspection/ - Reduction of parts
program maintenance procurement cost
- Inventory of :
_ o manuals/ part lists 7
Training activities  No. of quallf:ed " Fee for training
ro s techician * courses 1o private
‘No. and conlents of institutions -~ -
o lraining courses
Documentation Qualily and
quantity of
documentation
Standardization Enacted standards/ - Reduction of
S “guidelines constructiony
o Fmanmal statemenit maintenance cost
' - Improvement of
parts duration and
availabilily -

7.2. Program for Poverly Area

7.2.1 Pragram for rural poverty area

(1) Background of target area

“La Esperanza Hospital”, Health Area 2, Health Region 2, was selecled as target area based

on the following criteria (see Figure 7-2-1).

1) covers a large number of beneficiaries;

2) social participation organizations are being formed;

3) social participation aclivities are being carried out;’

The catchment area of the Hospital “Dr. Enrique Aguilar Cerrato” (hereinaller refer to as

4) has a higher rate of the population with the highest NBI indicators;
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5) a public hospital functions as onc of the centers of the community activities.

The Health Area 2, whose office is located in I.a Esperanza Municipality, covers the entire
Dept. of Intibuca with part of the adjacent departments including Santa Barbara, Lempira,
Comayagua, and La Paz in its.caichmenl aréa. Therefore, the target area of the model health
program is almost equat to the Deﬁl. of Intibuca, whose socio-economic data is shown in the

Table 7-2-1.

The Dept. of Intibuca is located in the western mountainous region of Honduras and shates
frontier with El Salvador. The dcpérimenl covers 3,072.2 km®* and includes 17
municipalities. There are 20,127 houscholds and a population of 124,68.1. 22,790
inhabitants, representing 18% of the total population of the department, live in the urban
arca, while 101,891 (82% of the lo!lal) live in the rural arca (refer to Table 7-2-1 and Figure
7-2-2). Although there are no formal statistical data avaitable, most of the population in the
depariment are of Lenca origin, one of the principal minority ethnic groups living in the

mountainous regions of Honduras.

Based on the nation-wide population projection project implemented by SECPLAN in 1992
and funded by United Nation Population Fund, the population of the Dept. of In!ibﬁca,
increased from 125,000 in 1988, 1o 154,000 in 1995. It is projected that the population will
be 175,000 by the year 2000, 196,000 by 2005, and 215,000 by 2010, with an annual growth
rate of 2.2 from 1995 1o 2010. This annual growth rate is lower than the national rate,
estimated at 2.3% from 1995 to 2010.

[n 1961, the net migration balance was -8,942 with 2,181 immigfants and 11;]23 lrnli:granls'.
In 1974 net balance was -19,665 and in 1988 it was -27,604. Most of the movement has

been to go to urban areas in other depariments.

In the Dept. of Intibuca, 70% of children less than S years old have some degree of
malnutrition, The maternal mortality rate (MMR) in 1990 was 534/100,000 live births, the
highest in the country after the Dept. of Gracias a Dios. This is {wice the national average
maternal morlality rate of 221/100,000 live births {se¢ Table 7-2-1). In order to address this
serious situation, the Health Region 2 Office has been working with the community since

1992 on an integrated health model initiative.
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As parl of this initiative, the regional healih office has been identifying the poorest
communities since 1992, The indicators used for this purpose are: percentage of the
communily members with no access to water and sanitation (obtained through community
census) and the rate of malnutrition {obtained through service delivery statistics). The
degrec of malnutrition is weighted at 70% whllc the other two indicalors at 15% each. Five

slrala have been identificd #1 being the least poor and #5 the poorest

Based on lhc results of the study, 72% of the population i in Health Area 2 live in strata fi4
{poor) and #5 (very poor) conditions (refer to Table 7-2-2 and Figure 7=2—3),_\§hich is the
highest percentage amongst the five health areas in l-lealiﬁ Region 2 21% 6f the population
live in strata #4 and #5 conditions in Area I (headquarters located in Comayagua), 22% in
Arca 4 (La Paz), 35% in Arca 3 (Siguatepeque), and 60% in Area 5 (Marcala).

This department also suffers from poor access to health services; small deprived
communilies, in parlicular, face geographical and cullural accessibility problems,
Community membess’ reliance on traditional healers and their superstitious believess are
among the causes of poar cultural accessibility. Physical distance to western health units

encourages this dependence.

One of the main causes of high infant and maternal mortality rates in the department is the

lack of safe and clean birthing places. Pregnant women living near La Esperanza Hospiltal

may deliver at the hospital, while those who live far from the hospital most likely will be
attended by midwives in their own houses. When a normal delivery occurs, there is no
concern.  However, in case of a high risk preguancy more likely gwen the nutrmonal

condmons poor access to health scrvxces may prescnt serious problems

Aiming at contributing to reducmg IMR and MMR, the communities of the La Esperanza
Hospital catchment area, with encouragement from the community advisory committee,
established a maternal inn in thé backyard of La Esperanza Hospital in February, 1996, The
maternal inn is expected to reduce IMR and MMR which result from the inaccessibility of
pregnant women in the rural mounlainous areas‘_o_f the Dept. of Intibuca to 'health care

facilities. The actual construction of the inn came about in a parlicipative fashion:

1) Planning was donc by community members assisted by Social Participation Unit of MSP;
2) International agencies such as PAHO, UNDP, EC etc., NGOs such as World Vision,

Save the Children etc., related government agencies including Scc.RRNN, SEP elc,,
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private compani¢s including Texaco Service Station, Hotel La Esperanza, Commercial
Christian, and individuals provided inilial advice, funds, materials, food, and
transportalion;

3) Community members donated free labor for construction.

Since the inauguration ceremony on Febrﬁary 16, 1996, markeling of the maternal inn has
been conducted by the related organizations; however, information about the maternal inn
has not reached all rémote communities. Health staff in the communitics has developed
institutional and {eéhnical guidelines for the maternal inn. A financial system has not been
well established yet. Operational costs of thé maternal inn'are planned 1o be covered by
donations from the communities during the next couple of months, however, a clear

financial and operational plan has not yel been developed.

With the goal of reducing IMR and MMR, construction of three MCH clinics in
Concepcion, Santa Lucia, and Colomoncagua Municipalities, all of which are located in
Dept. of Intibuca and in the botder area with El Salvador, has been planned by the Health
Region 2 Office.

La Esperanza Hosﬁilal, located in Intibuca Municipality, provides the most complex health
care in Health Area 2. During 1995, 3,482 patients visiled the hospital, 25.0% of these
patients (872 patients) came from Intibuca Municipality, followed by La Fsperanza
Municipality and Yamaranguita Municipality. More than 55% of the paticnts came from the

nearest three mumc1pahucs (refer to Table 7-2-3).

There are 26 health centers (CESAMOS and CESARcs) and 1 area hospllal in the Dept. of
Intibuca (see¢ Figure 7-2-4). The number of doctors and auxlhary nurses is very hrmted
compared to the national average. As fac as the morbidity and mortality during 1995, ARI
has the highest morbidity rate among patients of La Esperanza Hoépi!al, followed by
pregnancies, diarrhea, and bronchial pneumonia. The main causes of death among patients
of the hospital are pneumonia, cercbral vascular accidents, severe malnutrition, and low
birth weight infant death etc. (refer to Table 7-2-4, 5). '

Alcoholism is a very serious problem among the Lenca communilies, often causing male
violence against wives and children. Chagas is a problem in the border area with El

Salvador, although only a few cases have been repdrtcd at La Esperanza Hospital. © *
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(2} Goals and targets
i) CGoals _
The goal of the model health program for the rural poverly area is to promote preventive
health awareness and to develop a “Healthy Village” model through strengthening of social
participation capabilities and improvement of living conditions of the communily members,
as patt of an integrated rural development model. The concept of the “Healthy Village”
includes not only the aspects of heallh sector but also the ones of income generation and

health-related infrastructure, which includes the following ideas:

A village where the inhabitants live in safe and clean environment with good

accessibility to public health services, basic health-related infrastructure, and

primary education

* A village which has its own self-reliant community organization working for health
promotion in the communities

+ A village where the inhabitants actively participate in health promotion activities for
the entire communily with understanding importance of health -

* A village where the inhabitants can equally enjoy the outputs of the health

promotion and income generation projects

2} Targetgroup _ _ _ o
The target group of the program is the entire population living in the catchment area of the

La Esperanza Hospital. The number of the beneficiaries are almost cqual to the populaﬁon

of the Dept. of Intibuca, which has 124,681 inhabitants.

Several criteria were used for selection of the target communities. T. ht‘;sc included: national
and municipal gbvermncnt interest in their development; irnplcmcnlafion of communily
aclivities; dAonors. and NGOs sﬁpporled activities; implementalidn and operation of income
genetalion aclivities; and degree of éalisféclion of Basic Human Necds {BHN): 'acccésibility
to drinking water, iype of housing, degree of houschold érowding, human waste disposél,
and access to education. In addit.ion, acceplance of the éommuriity leaders was respected in
the selection pfocéss to develop miore effective and sustaihaﬁle prdgram.s' for the
communitlics. Based on the above, the municipalilies-of La Esperanza and Yamaranguita

were seléected.



La Esperanza Municipality is located in the center of the department and has a population of
5,847; 4,017 inhabitants (68.7%) live in the urban arca and 1,830 (31.3%) in the rural,
‘There are 896 households and the municipal area is 138.8m%. The water supply coverage is
20.0% (Source: 1988 Census), La Esperanza Hospital and La Esperanza CESAMO service

the community,

Several approaches have been taken by the La Esperanza CESAMO to increase accessibility
to health services including outreach programs to communitics and identification of high
risk families by health volunteers. Howeves, the CESAMO is facing difficulties in
promoting effective activities due to lack of financial and technical resources and because of

the extension of t_hc catchme_ni area,

Amongst the communities in the catchment area, Chogola, about 7 km south east of 1.a
Esperanza was selected as a sampte communily for in-depth information gathering about the
actual needs of community members. Chogola has a population of 384; 195 male and 189
female, of the latter, 107 are women of reproductive age. Literacy rate is 8.1%. There are
60 households and the houses are dispersed throughout the mountainous area, 19 houses
have access to well water and 28 have access to sanitation. The community does not have
any nearby health centers. There is no avaitable public transportation, therefore, community
members vsually walk to the hospital and/or the CESAMO in La Esperanza. It takes 1.5
hours to walk to ¢ither location. This community has been diagnosed as .belonging to the #4

poverty level strata.

The municipality of Yamaranguila, also selected for early project implementation, is in the
center of the depariment and has a population of 15,272; 617 inhabitants (4.0%) live in the
urban area and 14,655 (96.0%) in tﬁc rural,  There are 2,639 hoﬁséholds and the
musicipality covers an are;a of 585.1n12.. The water supply cov:erage. is 9.1%. The
municipality only has oné CESAR in the C0n11nunii_y of Yémaranguila. The Health Arca 2
has a plan for extension of Yamaranguila CE‘SAR.. and for the construction of three ‘ne\'y
CESARes. Howe&er, despite the expa_ns__ion, there may not t.)é'an incréase in the Staff of _lhe
Yamaranguila CESAR due to qiffiéulliés finding doclorg andl auxiliarf nuises who are

willing to work in such a deprived area.

In this municipality, the Community of Oloas, about 12 km south of the Community

Yamaranguila and 1,825 m above the sea level, was also a sample community for detailed
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information gathering. Oloas has a population of about 1,000. There are 116 houscholds
dispersed in the mountainous areas as is the case in other ncarby communilics. 96 of these
households have access to well water. The community has no close-by health centers,
therefore, the population walks to the Yamarangunila CESAR. Some of the more isolated
members of the community walk nearty 3 hours to reach the hospital. The community has

been classified in the level #5 poverly strata.

(3) Development concept
1) Concentration on prioiitized strategies clarified using the proposed matrix
Among the various health problems, high IMR and MMR, malnutrition, and poor access to
water & sanitation have been identificd as the most serious in the target area {sce Figure 7-

2-5).

Using the matrix, seven sirategies including alleviation of poverly, improvement of access
to food, improvement of access to water/basic sanitation, improvement of health education,
improvement of social participation, reduction of total fertility rate, and improvement of
access to health services are considered to be the most effective to reduce the high IMR and

MMR found in the Depl. of Intibuca.

For solving other problems such as malnulrition, violence mainly caused by alcoholism,
vector borne diseases, Chagas, and environmental health related conditions, improvement of
social participation is considered to be one of the most promising countermeasures.

Occupational heéllh, as a result of misuse of pesticides, can be prevented by improvement of

* legal and institutional framework and health education.

Considering the problems meationed above, as well as, the limited avaifable resources and
technologies in the target area, alleviation of poverty, and improvements of access to food,
and water/basic sanitation, improvements of health education, of social participation, and of
access to health services are the more effective strategies amongst the fiftecn strategics
proposed by the matrix. These six strategies have been incorporated into the rural poverly

area model health program.
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2) Promotion of participatory development
The program has been developed through patticipatory approaches based on consensus

among concerned agencies, organizations, and community representatives (see Figure 7-2-

6).

Workshops and small discussions were carried out with staff from the Health Region 2
Office, Arca 2 CESAMO/CESAR, municipal go#ernmeni officers, communily leaders,

community representatives, donors, and NGOs,

The purpose of these meelings was i) to respect participatory development approaches, ii) to
identify the current problems, the existing countermeasures, and the constraints, iii} o
formulate jointly the model health program and model projecis, and iv) fo gain a consensus

of suppott for the strategy from the conceraed people.

Based on the results of those workshops and small discussions, human resources
development and institution building were given high priority for development of the

program and the model projects.

Community development comtnittees such as CODEPI and CODEMs" exist in the target
arca. However, they neither have their own financial and technical resources nor permanent
operational staff. CODEMs are expected to be key organizalions of community
development in each municipality, Therefore, the program will focus on supporting
institution building of CODEMs. CODEPI will play a coordination role for CODEMs,

A program implementation organization is required to support CODEPI and CODEMs
institution building. The newly cstablished organization will function as a tool for
strenglhening community activities jointly with staff dispatched from the Health Region 2.
These organizations will serve as counterparts for the program and will receive technology
transfer in order to promote p_ra.clical social parl_icipalidn activities, human resources
development in the communities, and institution building of community development

commiltees.

' CODEPI (Coi:ision de Desarrotlo Departamental de Intibuca} and CODEMs:

{Comision de Desarrcilo Municipal) are official communily development
commitices in the Depl. of Intibuca, which were orgamized under the
technical and [inancial assistance of the UN Programs in 1994 and
vaiidated by the Execulive Decree 10-95.
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3) Development of a “healthy village” mode!
In the target area, most of the communily works in the agriculture and forestry sectors,

They arc smalt-scale farmers and do not have the technical and financial resources required

for improving their production.

A “healthy village” model program, which will be dcsignéd to improve the health co.nditions
in the target area, consists of two components: agriculture déveldpmenl ;md improvemeot
of living conditions, The agriculture developm-ent coraponent is necessary {or improving
accessibility to food-and income generation activities. Small-scale and basic approaches
should be the basis of this program rather than large-scale improvement of agriculture

infrastructiire.

Transfer of technology for soil analysis, small-scale irrigation, larming, seed selection,
proper utilization of fertilizers and pesticides, food processing, quality control, and
marketing form part of these small-scale approaches. In “addition, provisioh of
fertilizer/pesticide/seeds, lending of agricullure 'equipmcnt, fostering small-scale food
processing industries, and market development are other key factors for agricullure

development in the target area.

The living condilions improvement component includes public health approaches.
Improvement of accessibility to drinking water, provision of the basic food basket, health

education including hygiene, nutrition and food preparation aré the main elements.

The two projects described below are the godd examples of the effectiveness of integrated

programs,

The PDAE (Proyeclo Demostrahvo dc Agncu[lura) project, imﬁlemcnted by Fil[A
(Fundacmn Hondurena de lnvcshgacnon Agrlcola) under the techmcal and financial
coopcrallon of the Japanese Government since 1992, has provndcd !echnology for planlmg,
utilfzalion of feftilizcrs and pesticides elc. to aBoul 150 farmeré. ance 1995, FAO has also
participatéd in ‘this projecl providing lech;mical 5§Sistance for empowcrment of women

lhrough income gcnerauon by growing apples,

T hlS pro_;ecl is expcclcd to be a key lechmca] resource centcr for the proposcd model health
program for rural poveriy area. Lcssons learned lhrough lhls expenencc wﬂl assist in the

developmcnt ofa “healthy v:llage model suntable io the target area.
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Fruitful outputs of the Guayape project, the agriculture development program implemented
in cooperation with CIDA {Canadian Internationai Dévclopmcnt Agency) in the Dept. of
Olancho, also indicate that activitics for improving living conditions function effectively
and can be one important component of the agriculture program. Several NGOs have
participéted in the project and promoted activities for improving nutrition conditions of

community members. This, in turn, has contributed to improvement of living condition.

4) Coordination among related organizations
In cooperation with the MSP Social Paiticipation Unit, and with support from the ACCESQ

project, the Health Area 2 has developed its annual health plan. The plan has three
objectives:  MCH and health infrastructure  improvement and  strengthening of
administralion.  Improvement of access (o health services, organization/facility
management, efficiency of referral system, drug supply system, facility/equipment
management, and human resources devclf)pmcnl will be the main strategies to attain these
objectives. As will be discussed below, !ﬁe Healthy Village Training and Extension Ceater,
which is proposed for ihc model health program, can also serve as coordination point for

the smooth implementation of the ACCESO project.

The water supply project in Comayagua has provided the Heaith Region 2 Office with
lechnology transfer and - equipment for planning and implementing deep well digging
projects in rural areas. The proposed Center will provide these technologics and lend the
necessary equipment (0 communities in order to improve ihcg’r accessibility to drinking

water.

NGOs have proven to be effective grassroots level project implementors. Some ap{ivilics
have included health volunteer, health e'ducalion,. and aériculluré training etc, NGOs have
developed special experience \#orking with communilies and ccnslilulc'a channet for lacal
initiative and participatory development. ‘The proposed pfdgr:am shéuld be encouraged to
collaborate with local and international NGOs in project design, implementation, and
operélionfmanagemcnt. o | SR

For example, World Vision, an NGO working in Honduras, has a training and
experimentation center in Yamaranguila which prd\;idcsgtréining !6 farmers emphéSizinQ
intcgrated farming and produéﬁvitjiniprovemem. Al \?cgétablcs produced 'by:‘lh-c cenlef

arc marketed as compensation for training center expenses. The center also provides seed
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funds for farmers in lraining courses and teaches them how 10 access and utilize the credit
system. Exchanging technical information with this training center will be helpful for the

program.

(4) Model project
Incorporating all of the previously discussed development concepts prioritized strategics,

parlicipatory development, application of a “healthy village” model, and coordination
among Iclated organizations; the model project 1, entitled “Eslablishment of Healthy
Village Training and Extension Center” aimed at improving capabilitics of émhmunily

activilies was developed.

Model project 2, entitled “lmprovemcnt of Commumly Member’ Acccssmlhl) to Health

Services” focuses pnmanly on health sector approachcs

The Figure 7-2-7 shows the posilion of the two modecl projects for developing the “healthy

village” program.

Details of each model project follow:

1} Model project t: Establishment of "Healthy Village Tralnmg and Extension Center”
(see Figure 7-2-8)

{A) Objective _
A “Healthy Village Training and Extension Center” will be established in order to promote
community activities by providing base facilities and institution building for community
development organizations, o improvc communily members' cultural accessibility to health
services, and to improve nufrition conditions and income generation opportunities (see

Figure 7-2-9).
{B) . Components

{) Activities

i} Social p_arﬁciparrfdn seclor
* To scive as public relations for community aclivity promotion
* To provide institutional sirengthening of cxi's{ing committees: CODEPI, CODEMs,

and communily councils
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* To establish CODECOs’ in each community

» To develop data base of communily developraent activitics and serve as information
resource center

* To serve as a communily aclivity base in municipalities and Department

* To develop a database about the community development activities in the Depl. of

Intibuca

i} Heaith seclor : _ :
* To provide health and food preparation education for community leaders

* To train health stalf {midwives and MSP health volunteers)

* To support the activities of CESAMOs, CESARes, and Maternal Inn

To provide léchn'ology transfer related to planning and implementation of water
resource development project for community leaders; necessary equipment will be

lent by the Center’s lending division

i} Agricullure seclor .
* To provide community members with basic agriculture knowledge and praclice, such

as organic manute preparation

* To operale demonstration farm located near the training center particularly cash crop

~ and fruit tree cultivation

* To implement a sub-project to demonstrate cash-crop and tree cultivation skills in the
conununity _ |

* To promote school gardening demonstration farms, such as ornamental flowers and
mushroom cultivation _ _

* ‘To opcrate an cquipment lending system on a fee basis (vehicles, deills for well
digging, pumps for smell size irrigation, grinders of maize preparing tortilla, ctc.) _

* To establish farmers' cooperative to facitilate access to community funds for income
generalion o

* To provide good quality seeds and training on economical and proper usc of pesticides
and fertilizers through Integrated Pesticide Management (IPM) :

* ‘To provide practical training in small scale food processing and food preservation

* To provide marketing skills and sell the products in the center

' CODECO (Comision de Desarrollo Comunitario} is a developmenl committee
organized and operating al the community level. :
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* To provide basic environmental conservation knowledge o protect forestry

* To encourage communily leaders to apply existing forest protection laws

(1) Inputs {Initial program investment) for establishment of the Center
There are two options. Option 1 is to construct a new Center in an arca located near La

Esperanza Hospital. Expected advantages of buitding the Center near the hospital is the
good location for accessibility to community members visiting the area hospital,
demonstrating its funclion of serving as a communily activily promotion center
collaborating with the aiea hospital, and utilizing the facilities and technical resources of the
arca hospit.'al and the matemal inn. The initial investment cost is estimated relatively high,
however, the operational cost can be cut down lhrdugh constructing the center with

minimum facilities.

Option 2 is to renovate the existing facilities of Sec.RRNN Training Center in Santa
Catarina, located :icar the Dept. of Intibuca. This facility was 6rigina]iy constructed as a
training center for agricultural extension workers and is currently used by the Swiss-
Honduras agricullure training project. It does not have an operational and financial plan
after the year 1998. . Advantages of .renovalion of the Santa Catarina Training Center are (o
utilize the existing facilities and to save the initial investment cdsts. However, the
opcrational cost will be more expensive than in the case of QGption 1 because the size of the

existing training center is very large.

Considéring the advantages and diSadGanlages of these two options, Option 1 is proposed
for the Model Project 1. The estimated initial investment costs for these options are as

follaws:

i) Optron 1: Construction of a new Cenler building
1 large training room (IOOm ), 1 smatt lramlng room (50 m )
1 director's room (30 m ) 1 staff room (70 m )
1 equipment storage and workshop (400 m )
facilities for practical lralmng in food processing (100 m )
demonstration farm (500 m 9)
Estimated cost; US$ 1,250,000

i) Oplion 2: Renovation of Sec.RANN Training Center in Santa Calarina .
SRR - Estimated cost; US$ 310,000
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k) Equipment for the Center
Option 1/0phon 2: - ‘
vehicle, copying machine, desks, chairs, facsimile, cabinet, AV cqunpmenl
generator, drills for amkmg wells, equipment for food processing (canning etc.) -
Estimated cost: US$ 250 000

iv) Renovation of tha existing CODEPI and CODEM offi ces/frammg cenlers in La Esperanza and
Yamaranguila

Estimated cost: _US$ 70.000

v) Equipment for CODEP! and CODEM offices in La Esperanza and Yamaranguila
copying machine, AV equipment, desks, chairs, generator, cabinel etc.

Estimated cost: US$ 80,000
vi) Iniliaf operalional cost for the center
Option 1:
Technical/clerical staff Estimated cost: _US$ 20,000/year’
Instructors . Estimated cost:  USS 8,400/ycar
Other operational cost Estimated cost: ___ US$ _S,OOOIy'éar
Option 2: _ . ‘ :
_ Technical/clerical stalf ‘Estimated cost: _ US$ 36,000/year
Instructors Estimated cost:  US$ 8,400/ycar
Other operational cost - Estimated cost: -~ _~ US$ 9,600/year .%

vij) Initial operational cost for CODEPI and CODEM offices .
Clerical staff {volunteers from the communities)

Eslimated cost: US$0
Other operational cost . Estimated cost: US$ 6,000/year
viii) Tolal of the ih&ss tmer;x boérs
Option 1:
Construction of the center Estimated cost: US$ 1,650,000
Initial operational cosl © Estimated cost: ___US$ 42,400/year
Option 2: _
Renovation of the center. | . }_Estiméted cost: " . US$ 7 IO;UQQ g
Initial operational cost Estimated cost: __US$ 60,000/year

(it} Financial and technical issources
* Possible financial resources for initial investment cost

Domestic resources:  grant aid from FIIS, PRAF and BANADESA
Foreign resources:  grant aid of ACCESO project andfor other foreiga-funded
project and/or loan
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* Possible financial resources for operation cost
- Domestic resources:  allocation of 5% of the national budget to municipalities
-+ Possible technical human resources

- Domestic resources:  experts from MSP, SANAA, SEP, and Sec. RRNN
Forcign resources:  experts/consultants/volunteers in public health, leadership
' training, community fund operation, farming, cultivation,

,g; : social worker, community paricipation etc.
‘ Dispaich of a group of volunteers and/or cxperls will be more effective rather lhan an individual expert
dispatch. '

(C) Managemen(/Opérarion
i} Implementation organization: Health Region 2 (Health Area 2 Office)

ii) Coordination required: Department office, Municipality offices, AMHON,
Sec.RRNN, and SEP
iii) Organization of the center: - director (dispatched by Region 2)

* manager of Social Pafti'cipation Division (social worker dispatched by Region 2)
* manager of Health Division (nominated from the community leaders)
~ * manager of Agriculture Division (nominated among the community lcaders)
i? * chief of Equipment Lending Division (nominated among the community leaders)

. * secretary, drivers ete,

(D} Effectiveness
The project will especially contribute to accomplish five of the fifteen strategics of the

NMHP: social parlicipation improvements, health education intervention, access (o

waler/basic sanitation, access to food, and poverty aileviation.

_ {1} Contribution from the political aspect
Community development organizations including CODEP and CODEMs are to be well

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

l promotion of decentralization.

() Contribution to the Malrix proposed by the Study
Through the activities of the Center, the system of the social participation will be

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

contribute to effeclive dissemination of information on living conditions improvement,
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appropriate to actual local needs through its heallh education and demonstration activities.
Water supply and management systems improved through community activities led by
CODEMs utilizing the knowledge and the equipment provided by the Center, which will
improve the accessibilily to water and basic sanitation in the communities. In addition,
utilizing production and marketing knowledge, eqdiprﬁem lending system, good quality
seeds, fertilizer, and pesticide, and communily funds provided by the Center, the agricullure
production for home consumption and income generation .in the larget area will be
improved. Therefore, the project will contribute to promotion of the strategies of poverty

alleviation and improvement of access to food,

Through promoting these five slrategies mentioned above including improvement of social
parlicipation, health education intervention, access to water and basic sanitation, access to
foad, and poverty alleviation, serious problems in the rural poverly area such as high IMR,

MMR, malnutrition, poor access to water and basic sanitation will be lessened.

(i} Contribution to resource saving
Through strengthening of the social participation system, coordination activities ‘and

technical information exchanges related to community developnient will be well promoted
among communilies, donors, and NGOs utilizing the Center facilities. This will contribute
to the efficient and effective project planning and implementation with utilizing limited

financial and human resources.

2) Model project'zz lmprov'ement of community' members‘ accessibility to _healih
services {See Figure 7-2-10) , s 4

{A) Objective _ - :
Institutional and physical functions of Health Asea 2 Office, La Esperanza and
Yamaranguila CESARes will be strengthened for attaining the objectives; promotion of
preventive health awareness programs among the communities and improvement of

accessibility to health services.
{B) Components

() Aclivities
¢ Institution building of each health provider from hospital to midwife level = -
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+ Improvement of CESAMO/CESAR slaff's outreach consullations to the deprived,
distant communities

* Training of health staff on improvement of outreach programs |

* Jmprovement of communilics' interest in health services: holding a health festival,

healthiest community/child award, and group medical check-ups

") !nputs' (Initia} program investment): -
* Renovation of the facilities of Heallh Area 2 Office

Estimated cost: US$ 6,000

* Equipment provision to Health Area 2 Office and La Esperanza and Yamaranguila
CESARcs
vehicles, radio system, coby machine, equipment, lypewriter, generator, ctc.
| ' Estimated cost: US$ 100,000

* Initial operational cost

Instructors Estimated cost: US$ 6,000/year
Other operational cost " Estimated cost:  US$ 6,000/year

s Tolal of initial investment cost

Renovation of facilities ' Estimated cost:_1S$ 106,000
Initia} operational cost - ' Estimated cost:* US$ 12,000/year

{0} Financial and technical resources
» Possible financial resources for initial investment cost

Domestic resources:  grant aid from FHIS, PRAF and BANADESA
Foreign resources:”  grant aid of ACCESO project andfor other foreign-funded
projecl and/or loan
* Possible financial resources for operation cost -

Domestic resources:  allocation of 5% of the national budgel to municipalities
* Possible technical human resources R

Domestic resources:  experts from MSP .
Foreign resources:  experts/consultants/volunteers of public health, nuise,
midwife, social worker elc.

(C} 'ManagemonUOpe}ation _
Implementation organization:  Health Region 2 (Health Area 2 Office)
Coordination required: ~ Depariment office, Municipality offices, AMHON, aiid

SEP
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Organization:  Existing organization of Health Area 2, CESAMO, and CESAR

(D) Effectiveness _
The project will especially contribule to accomplish iwo of the fifteen strategics of the

NMHP: improvement of access to health services and imiprovement of referral system,

{l) Contribution from the political aspect _
Through improvement of accessibility to health services, the project will contribute to

equily and equalily promotion among the community members including those living in the

deprived areas.

(I} Contribution to the Matrix proposed by the Study :
Communities’ understanding of the health services will be improved through promotion

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

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

Referral systems to maternity and primary health care services will be established and
functioning well. A preventive health outreach program implemented by the CESAMO and
CESAR will serve as an effective health service point in communities. It will promote the

strategy of improvement of refercal systems.

{lll} Contribution to resource saving
Without establishing a new system or new building, this project will promote conununity

members’ understanding on and accessibility to health secvices through strengthening the
outrcach programs of the CESAMO and CESAR.

7.2.2 Program for urban poverly area

(1) Background of target area _ _
Among the several existing urban marginal areas, the urban marginal arca in Tegucigalpa,

capital city of Honduras, in the Francisco Morazan Dept. was selected as a model area based

on the following criteria :

1} the health model wilt cover a larger number of beneficiaries;

2) waler/sanitation projecis are being implemented;
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3) legal land title provision programs are in process;
4) social participation organizations arc being formed,

5) high rate of population with very high NBI indicators.

The targel area is located in the Francisco Morazan Dept. and its population is covered by
the hcalth services of the Metropolitan Health Region Office. To outline the target arca,
statistical data from the Francisco Moiazan Dcpt. and the catchment arca of the
Metropolitan Health Region Office was used, since there is no specific statistical data which
describes the urban marginal atea of Tegucigalpa, The slatistical data characterizing the

Francisco Morazan Dept. is shown in Table 7-2-6.

Based on the nation-wide populali(')n projection project implemented by SE'CPLAN in 1992,
and funded by United Nation Population Fund, the population of the Francisco Morazan
Dept., which hat_l a population of 828,000 in 1988, increased to 994,{}00 in 1995. It is
projected that the population will be 1,109,000 inhabitants by the year 2000, 1,224,000 by
2005, and 1,335,000 by 2010 with an annual growth rate of 2.0 over the period. This
growlh rate, which includes the urban and rural arcas in the departiment, is relatively low

compared to the projected national average of 2.3.

Francisco Morazan is the most poputous department of Honduras, with more than 60% of
its population living in the vrban marginal arca. In 1961, 44,021 iinmigrants came into the
departmeit and 21,774 migrated out to other departments; with a net balance of +22,247.
Net balance in 1974 was +54,702 and in 1988, +117,663. Most of these immigrants live in
the urban marginal areas. Thus, with a similar migration pattern, the population in the target

area is expecled to grow very rapidly in the next 15 years.

The department has the lowest maternal mortality rate (MMR) (145/100,000 live birth in
1990) after the Dépt. of Islas de la Bahia. This " is two thirds the national average of

221/100,000 live birth.

Although the depariment has a very low MMR, the rapid growth of the population in the
urban marginal areas has brought aboul sericus problems for malternily services, Hospital
Escuela is the only public hospital which provides maternity services for the population of
the target area..Bolh high and low risk deliveries are attended here, Wails are frequents and
congestion is common. Unchanged, his situation will contribute to increased IMR and
MMR.
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As a solution to this problem, il has been proposed that San Felipe Hospital, another public
hospital located in the target area, be renovated and enlarged to provide maternity scrvices.
The renovation project is planned to be implemented by the MSP under the (echnical and

financial assistance of the Japanese Government starting in June, 1996.

In the department, 67.84% of the total population has access to waler, The rate is higher
than the national average of 56.58%. However, 266,373 inhabitants do not have access to

water in this area.

SANAA and UNICEF have actively promoted water supply projects in the urban marginal
area of Tegucigalpa. Financial assistance has been provided through bilateral donors such
as Sweden and Japan. These projects have greatly reduced inaccessibility to water. Since
1987, 61 communities have been provided water #upﬁly_sys_tcms through these projects. A
new project covering éddilional communitics is currently under implementation with the

financial assistance of the Japanese Government,

The SANAA and UNICEF projects have adopted - social participation approaches.
Comununily members provide labor for construction of the facilities. Communities must
establish a water board for operating the water supply system in the communitics. - Water

boards not only operate water supply facilities but also promote community activities.

The Metropolitan Health Region Office has a catchment area of 733,056 inhabitants and
about 140,000 households in 1995. There are 478 communities in the region, 189 of which

are located in the marginal area (refer to Table 7-2-7). .

The Metropolitan Health Region has two Health Arcas: Health Area 1 (Comayagucla) and
Health Area 2 (Tegucigalpa). 6 national public bospitals, 2 1HSS hospitals, 15 CESAMOs
and 16 CESARes (sce Figure 7-2-11) are the health service providers located in the region;
ncither the national hospilals nor the IHSS hospitals are wvnder the health region’s

jurisdiction,

The principal causes for consultation in the CESAMOs and CESARes in the catchment ar¢a
during 1995 were ARI, parasitic infections, malnutrition, and diarrhea. (refer to Table 7-2-
8). The main causes of death from January to October were accident /violence, pneumonia,
cardiac disease, and AIDS {refer to Table 7-2-9). -
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In the urban marginal area, accident and violence caused the greatest number of death.
These problems contribute to the congestion of the emergency unit of the Hospital Escucla
(refer to Table 7-2-10). As a countermeasure against this problem, three emergency clinics
are planned to be cstablished in the marginal areas of: Colonia Villanueva, Colonia Nueva

Suyapa, and Colonia Las Crucitas.

These newly eslablished clinics are expected to provide primary emergency services,
principally for paticats living in these urban marginal areas. The construction project will
be implemented by MSP simultaneously with the renovation project of the San Felipe

Hospital under the technical and financial assistance of the Japancse Government,

(2) Goals and targets
1) Goals N _ _
The goal of the progeam for the urban poverly area is to improve the access to preventive
and emergency care at the primary level, mainly focusing on maternal and child health
services and emergency health care: and to coniribule to organization and unification of

communities in the marginal areas by strengthening social participation capabilities.

2) Targel group
The target group of the program is the entire population living in the urban marginal area in

Tegucigalpa. . The number of the bencficiaries is 733,056 inhabitants based on the

population living in the catchment area of the Metropolitan Health Region Office.

In collaboration with the Metropolitan Health Region and the Tegucigalpa Muaicipality,
targel communities of Colonia Villa Cristina and Colonia Villanueva were selected utilizing

participatory approach methodology and in-dept?i informalion gathering.

To selecl these communities, several criteria were used:  national and iunicipal
governments interest in the development of those areas; implementation of community
activities; existence of donors and NGOs supported activities; on-going opcration of income
generation activities; high degree of unsatisfied Basic Human Needs (sce Table 7-2-11);
accessibility of drinking watér; type of housing, household crowding; availability of human
waste disposal; and access to éducation. In addition, acceptance of the commiunity leaders
was respected in the selection process to assure development of effective and sustainable

programs in the conununities,
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Colonia Villa Cristina is located in the catchment area of the Alemania CESAMO in Health
Arca 1. The Alemania CESAMO, located in the northern part of the city, was established in
1979 through efforts of the Catholic Church and the tocal community. - The catchment arca
has 22,287 inhabitants living in 12 communilies, Colonia Villa Cristina, sclected as the
second priority community because of the seriousness of its health conditions, has a

population of 3,726.

80% of the communily has been classified as very poor of poor. Most families live in very
crowded houses. 55% of the population older than 20 is illiterate. The Colonia is the
second highest in terms of high risk pregnancies and of malnutrition cases in children under

5 years. Diarrhea, ARIs, AIDS, and violence are also identified as priority problems.

With financial and technical assistance of international and bilateral ddnors and NGOS, the
community has implemented several activities to address these problems. The Patronato,
which is a decision making body of the community, and the Water Board have led these
activities. Save the Children has implemented several projects related to child survival,
social benefit, health promotion, and training in this area. World Vision provides training,
sanitation, and dental health projects. SANAA and UNICEF are implcmcntihg a. water

supply project which will provide a water tank and public faucets in the community.

Colonia Villanueva is located in the catchment area of the San Benito CESAMO in Health
Area 2 (see Figure 7-2-12). The CESAMO is in the south-castern region of Tegucigalpa.
The catchment area includes the 2 marginal urban communities of Colo;aia Los Pinos and
Colonia Villa Nueva and 7 rural communities with a total population of 31,418. Colonia
Villa Nueva has a population of 24,335. The areas of geographic influence Los Pinos and

Villa Nueva have a crowding index of 5.2 inhabitants /household.

The main causes of death in the area are violence, cardiac arrest and AIDS. The principal
causes of demand of services are ARI, parasilic infections, skin diseases and diarrhea,
especially in the Icss than 5 years old. Dengue is a scrious problem in Villa Nueva, The
catchment area has the second highest incidence of AIDS in ihe Metropolitan Region. In
order to cover the rapidly growing population in Villa Nueva, a new CESAR is currently
being constructed in the community. The San Benjto CESAMO physicians will provide

periodic service at the new CESAR.
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With assistance from the Catholic Church and lcadership from the Patronalo and Water
Board, many communpily aclivities have been implemented, NGOs such as Compartir etc.
promote health education, vocational training, street children programs, day care center, and

youth sporis prajects etc. in the community.

(3} Development concept
1) Concentration on prioritized strategies clarified using the proposed matrix
Malnutrition, poor access to water and sanitation, violence, and veclor borne diseases are

among the most serious health problems in the target arca (sce Figure 7-2-‘i3).

Based on the énalysis, five strategics including alleviation of poverly, improvement of
access to. food, improvement of health education, improvement of social participation, and

reduction of total fertility rate are expected to contribute to alleviation of malnutrition,

High IMR and MMR aré_serioUs problems in the target areas; however, they dre lower than
those of the rural pcverif area, and below the national average, In 1990, the MMR in the
Dept. of Francisco Morazan was estimated at 145/100,000, while for the Dept. of Intibuca it
was 534/100,600.

Improvement of access to healih services, orgalﬁzationfl“acility management, cfficic:icy of
referral system, drug supply system, and facility/equipment management, and -human
resources development, which will confribute to solying these problems, arc_included in the
ACCESO project being implemented by tﬁe .MSP. In addi‘(ion, the renovation projcct for
the San Felipe Hospital and for consiruction of three emergency clinics in the urban
marginal arcas in Tegucigalpa, to be implentented by MSP with technical and financial

assistance from the Japanese Government, will contribute to alleviation of these problems.

To reduce violence, which is a very serious problem in urban marginal areas, there is a need
to improve the legal and institutional framework. To combat vector borne discases,
especially dengue, and improve environmental health related conditions, increased access to
water and basic sanitation and social participation are considered to be the most effective

countermeasures.

Considering the problems mentioned above as well as the limited resources and
technologies in the target area, improvement of access lo watet/basic sanitation,

improvement of health education, improvement of sqcial participation, and improvement of
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access 1o health seivices are the more effective stratcgies from the fifteen  strategies

identified in the matrix. These four strategies ar¢ to be incorporated into the urban poverty’

area model health program.

2) Promotion of participatory development
The program has been developed through participatory approaches based on consensus

among the concerned agencies, organizations, and community representatives {see Figure 7-
2-14). '

Workshops and small discussions were carried out with staff from the Metropolitan Health -

Region Office and two CESAMOs, municipal government officers, community leaders, and

community representatives.

The purpose of these meetings were i) to respect participatory development approaches, ii)
to identify the current problems, the existing counlermeasures, and the constraints, iii) to
formulate jointly the model health program and model projects, and iv) to gain a consensus

from the people concerned.

Reflecting on the results of those workshops and small discussions, institution building for
supporling communify activities and improvement of a health service network were given

high priosity for development of the program and model projects.

3) Strengthehing of existing commuriity activities :
The target area has several well established conimunily organizations such as Patronatos,

Water Boards, Parents Groups etc. Many projects have been implemented with financial

and technical assistance of international and bilateral donors, NGOs, and chusches.

Among those, water supply projects have, in general, been successful. Water Boards have
functioned well. Income is collected from the sale of water, These carnings, in turn, are
invested in future water supply projects, Howevcf,' there is little coordination among

community organizations and there are no communily facilities.

Most of the conﬁnunily residents have migrated from other areas and ihey five l'ﬁmpora'riiy
in these communities. Although water supplyr projects have been well implémented,
vocalional training and streel children programs have been less successful. - There is litile
community spirif, mostly because the residents have recently migrated to the zone.

Vandalism by community members theniselves is a serious problem.’
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For promoting comnunily activities in the target area, the Patronato and Water Boards are
expected to play imporlant roles based on their current functions and experiences. Water

Boards will be included as key players‘ in the proposed program.

CESAMGQs ate also key players in community development. Gradually, the role of the
CESAMO’s social worker for promoling communily activities has béen accepted. These

activities are gencrally directed at health issves. -

Considering this sitvation, CESAMOs, the Patyonato, and Water Board already offer
cxisling organizations to be supported by the model urban area health program. Therefore,
jnstitutional and physical strengthening for supporting their activities will be included in the

progeam.

4} Improvement of awareness and wilization of health service network in the primary
tevel

To teduce the congeslion in the maternity aid emergency wards of Hospilal Escuela, a néw
project is to be implemented by MSP with financial and technical assistance from the

Japanese Government.

The project consists of the renovation of the San Felipe Hospital and the construction of
three new‘caﬁcrgcncy clinics. With the new project, it is anticipated that Hospital Escuela
will be responsible for complex trauma cases and for high risk pregnant women. San Felipe
Hospital will attend normal deliveries. On the other hand, the three clinics will treat injuries
and accidenls requiring minor surgery and will provide immediate management before

referring complex surgety and trauma to Hospital Escuela, -

Institution building and strengthening of the referral system are essential in order 0
establish an effective health service network. Informing residents about the services
available at the clinics and Hospital San Felipe will be critical for approprfate .use of the new
facilitics. Proper start up and problem solving capacity will be required if users are to have
confidence in the new facilities and services. Because the renovation and construction

project does not consider. these components, they will be included into the health model

- program for urban poverly area.
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5} Coordination among related organizations
In cooperation with the MSP Social Parlicipation Unit and with support from the ACCESO

project, the Metropolitan Health Region Office has developed its annual health plan. The
plan includes various components to improve management, human resouvrce development,
and accessibility to health services in the Metropolitan Health Region. Strenglhening of
access to health services, organization/facility management, efficiency of referral system,
drug supply system, and facility/equipment managcmenf, and human resources devclopment
will be the main strategics to attain these objectives. As will be discussed bellow the new
resource center proposed for the model healtﬁ program can also serve as a coordination

point for the smooth implementation of the ACCESO projeci.

A ncw water project covering scveral communities including Colonia Villa Cristina is
implemented by SANAA -and UNICEF with financial and technical assistance of the
Japanese Government. This project is expected lo improve the accessibility to drinking
water. The center proposed here will support these projects and the Water Boards

established by them can provide technical information to the new resource center.

NGOs including Save the Children, Word Vision and others have proven to be effective
grassroots level project implementors.  Some support activities have included health
volunteers, health cducalion, and vocational training. NGOs have developed special
experience working with communities and constitute a channel for local initiative and
participatory deveclopment.  The proposed center should promote collaboration and
coordination with local and international NGOs in project design, implementation, and

operation/management,

(4) Model project
Considering all of the development concepts mentioned above: prioritized strategies,

participatory development approaches; strengthening of existing communily activilies, and
coordination among related organizations; the model project 1 entitled “Improved acliosis to
promote social participation activities” has been developed.  The model project 2 entitted
“Improvement of awareness and utilization of health service network in the primary level”
has been formulated following the concepls of prioritized strategies and improvement of

awareness and wlilization of health service network.
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It should be emphasized that the organizations improved by fhese two prajects arc the same
and that it would be more effective if they were implemented at the same time making full

usc of technical and financial resources. Details of each model project are as follows:

1) Model project 1: Improved aclions to promote social pammpation actwmes (see
Figure 7-2-15}

(A} Objecrive , |
The objective of the project is to create a receptive environment for promoting social
pa'rli'cip'ation activities in the communities by strengthening the social participation unit of
the Mctropolitan Health Region Office and improving the support for those activities in the

Metropolitan Health Region Office and the CESAMGs in the target communitics.

{8) Components
() Activities

* [nstitutional slrengthcmng of lhe Metropolitan Hcallh Reglon OfflCC for promollon
and coordination of social participation activities in communities:

* Establishment of a "Social Participation Project Resource Center” in lhe Mclropolilan
Health Reglon Offlcc whose main purpose is to demonslrate succcssful activities, to
improve consciousncss about social parlicipation among those concerned as well as
the general public, and to revive feedback from monitoring and evaluation activities.
Initially activities are will focus on the two larget communitics

* Institutional building of CESAMOs as project base in the communitics

+ Strengthening . Patronato/Water Boérds as key players for promoting community

development activities

{1 Inputs (Initial program mvestmenl)
+ Improvement of the facilities

for renovation of the facitities in the Mctropohtan Health Regxon Office to add

Tunciions of the Resource Center: Estimated cost: US$ 20.000
for renovation of the Alcmama and San Benito CESAMOs’ facilities to install
equipment;

. Estimated cost: US$ 10,000

* Provision of equipment

for the Center facilities to have information systems and public relations materials
development capacity: computers, copy machine, AV equipment, generator, binding
machines, tables, chairs, cabinet, ctc.
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- Bstimated cost:  US$ 85,000

" for Alemania and San Benito CESAMOs 10 have develop information systems and |
public relations development capacity :

Estimated cost:  US$ 35,000

* [nitial operalional'cos:t

Staff of the Center Estimated cost: _ US$ 15,600/year
New staff for two CESAMOs Estimated cost; US$ 6,000/year
Other operational cost : ‘ :

the Center _ Estimated cost: US$ 4,800/ycar

two CESAMOs ' Estimated cost: US$ 3,000/year

*+ Tolal initial investment costs

Renovation/equipment provision Estimated cost: US$ 150,000
Initial operational cost Estimated cost; US$ 29.400/year

{{ll) Financial and technical resources
* Possible financial resources for initial investment cost

Domestic resources: grant aid from FHIS and PRAF and/or loan
Foreign resources: ' grant aid of ACCESO and/or other foreign-funded
projects and/for loan
+ Possible fmancral resources for Operatmnal cost

Domestic resources: allocauon of 5% of the nauonal budget to
mumc:palmes

+ Possible technical human resources

Domeslic resources: experts from MSP, SEP
Foreign resources: experts/consultants/voluateers in public health, social

participation, and/or information management sectors
Dispatch of a group of volunteess and/or experis will be more effective rather than an individual expert
dispatch.

{C) Management/Operation

i} Implementation organization:  Metropolitan Health Region Office

if) Coordination required: . Muaicipality office, AMHON, and SEP

iil) Organization of the center;: . Manager of the center

: chief of development unit

chief of public relations unit
chief of information systems unit
operator
secretary

iv) New staff for two CESAMOs  Personnel for information system
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(D) Effectivenoss
The project will especially contribute to accomphsh two of the fifteen NMHP stratégics:

improvement of social parlicipation and improvement of water/basic sanitation.

{H Contnbutlon from the political aspect
The function of pmmolmg social participation activitics in 1he Metropolitan Health Region

Office will be slrcngthened being recognized as a “Health Promotion and Information
Center” in the enlite urban marginal areas of the Tegucigalpa Municipality. This will
improve the project planning and implemcntation capabilities of the Health Region Office

and the communities, which will contribule to the decentralization promotion.

~ {i) Contribution to the Matrix proposed by the Study
Social participation will be promoted through the Center activities. lIts liaison systems

among health providers, municipality, donors, NGOs, and communities will be developed.
CESAMOs in the targel communities will be improved for supporting community activities.
In the communities the Patronatos and Water Boards’ capabilities for planning and
implementing community activities will be strengthened; organization and unification of
communities wilt be fostered. The projcct contribute to improvenient of water and basic
sanitation, also. The management structure of Water Boards will be improved for smooth
implementation and opcr:ition of water supply projects in the communitics, while the
Patronato will be strengthened for supporting Water Boards activities. The funds saved by
the Water Boards will be utilized for effective and efficient improvement of water supply

systems.

(I} Contribution to resource saving - ‘
Through strengthening of the social parllmpahon systcm coordination activilies and

technical information exchanges related to community development will be well promoted
among comnunitics, donors, and NGOs utilizing the Center facilities. In addition, health
providers, donors, municipality, aind NGOs can reach actual needs of ‘the communily
members through the Center activities, which will Elmlp them develop more effective and

sustainable project plans.
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2) Mode! project 2 : Improvement of awareness and utifization of the health 'service
network in the primary level (see Figure 7-2-16)

(A} Objective
The objective of the project is to promote the proper and effective use of the planned
emergency clinics and renovated San Felipe Hospital with the resulting goal of improved
emergency and MCH services. The target of these improved services is the Tegucigalpa

marginal area residents.

(B) Component

{I} Aclivities
Development of a Haison and improved referral system among existing and newly

L ]

established emergency clinics and matenﬁty wards at Hospital Escuela and San Felipe
Hospilal o _

* Improvement of the CESAMO staff’s outreach activities related to prenatal, neonatal,
and postnatal care, as well as, health education about hygiene, veclor control,

prevention of violence and accidents,

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

level

{ily Inputs (tnitial investment of the project)
* Improvement of the facilities

for renovation of the facilities in the Melropolitan Health Region Office to add
lraining and public relations activities

Eslimated cost:  US$ 10,004

for renovation of the facilities in two CLSAMOS for training and increased -
' Estimated cost:_USS$ 12, 000

* Provision of equipment

for the Metropolitan Health Reglon Offlcc for staff trammg and 1aneascd dchvery of
services as a result of outreach program

EStimaled cost: US$ 67,000

for Alemania and San Benito CESAMOs for training and pubhc celations
Estimated cost: US$ 70,000
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Initial operational cost

New staff for two CESAMOs ‘:_ Estimated cost: _US$ 6,000 year
Other operational cost
for Region M. | Estimated cost: _USS$ 3,600/ycar

for two CESAMOs Estimated cost:  USS$ 2.400/year

‘Total initial i_nvcstmcnl COsts

Renovalion/equipment provision Lstimated cost: US$ 159,000
Initial opérational cost Estimated cost: US$ 12,000/year

(i Financial and technical resources
Possible financial resources for initial investment cost

Domestic resources:  grant aid from FHIS and PRAF and/or loan
Foreign resources:  grant aid of ACCESO andfor other foreign- funded projects
~ and/or loan
* Possible financial resources for operational; cost

-Domestic resources: allocalion of 5% of the national budget to muaicipalitics
* Possible technical human resources

Domestic resoutces:  experts from MSP, SEP
Foreign resources:  expeits/consultants/voluntecis  in  public  health, nurse,
midwives, social worker :

{C} Management/operation-
i} Implementation organization: Metropolitan Heallh Region Offlcc
i) Coordination required: Municipality offices, AMHON, and SEP
i)} New staff for the Region Office: chicf of management of health service network
iv) assistant ({raining and public relations)

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

{D) Effectiveness
(1) Contribution from the political aspect -
Through improvement of accessibility to health services, the project will contribute to
equily and equality promotion among the community members. In addition, the project will
help promote communily members’ awarcness and understanding about proper use of the
health service network including the emergency clinics which are newly introduced and

currently being designed in the urban marginal area in Tegucigalpa.
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{1} Conlribution to the Malrix proposed by the Study
A primary level network will be eslablsshed in the targcl communmes mcludmg maternity

and emesgency services, Proper and effective use of Hospital Escuela, Hospital San Felipe,
and the new emergency clinics will be understood by the community. This knowledge will
coniribute to dimini#h congesiion at Hospital Escuela and improved emergency, maternity,
and MCH services. The CESAMOs will be improved as basis for MSH care and fdrefront
providers of the health service network in the communities; high_risk pregnant women will
be appropriately identified and referred to Hospital Escuela through the prenatal

consultation in the CESAMOs. This will lead to improvement of access to health services.

In addition, improved maternal and primary health care services will become available in
the CESAMOs. Members of the community will have increased knowl'edgc about effective
utilization of public health providers and referral system. Hygiene, nutrition, and vector
control health education programs will be effectively provided through improved outreach

programs by CESAMOs,

(1) Contribution to resource saving
Without establishing a new system or new building, this project will promote communily

members’ understanding on and accessibility to health services through strengthening the

outrcach programs of the CESAMO and CESAR.

7.3. Integrated Developrnent Area
7.3.1 Background

(1) Objectives
The development of the NMHP has emphasized the identification of priorities and

appropriate strategies to address them. It recognizes that each context is different and that.

the selection of the most cffective strategies for improving health needs to be carried out
specifically for each appropriate setting. - The process of developing the NMHP has
incorporated many activities, such as the ZOPP workshops to assure that (he
recomniendations of the study team are consistent with the realities of Honduras. Central to
thesc efforls has been the consistent and ongoing patticipation of Honduran counterparts,
representatives of interested public and private conslituencies, and members of the donor

comnmunity, The results of these processes is a sct of recommended aclions, some
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applicable to the country as a whole and others specific to settings where the combination of

problems and local conditions give priority to their application.

Implicit in this perspective is the need for systematic cfforts at all levels to identify
problems, establish priorities, and initiate actions. ‘A critical setting for such planning is the
health region, which has responsibilily for linking general national priorities to the realities
of the regional setting. -Strengthening the ability of the regions to plan and identify
opportunities for making public health resources more cffective in improving health is an
important clement of achieving the objective of the NMHP. Many.of the general
recommendations in the NMHP, such as those relating to improved primary care and
financing, will be implemented through the Regions and local initiatives will benefit as well
from more cffective regional leadership. - Furnlher, the ﬁalional commilment {o
decentralization places greater responsibifities on regions and subregions for planning in
addition to managing and implc;ﬁenting program activities.  The model health plan for

integrated Development Areas addresses this range of issues.

(2) The selection of the setting
This model health program explores these activities in the conlexl of Heallh Reglon 7 based

in Juticalpa in the Depariment of Olancho. The selechon of llns sellmg was bascd on two
impottant criteria; its potential for economic gmwlh and the cxistence of many key clements

of the financing reforms proposed for the nation in the NMHP.

ln the macroeconomic analyses presented in the interimi reporis of the study team, the
relatively stagnant nature of the Honduran economy was described. In gencral, the pace of
economic growth over the past 15 years has been slow, around 3.0% per year, a rate
generally equal to the rate of population growth. Similarly, the scctoral structure of the
cconomy has also been quile stable. At the present, there is not a strong dynamic for change
in the aggregate performance of lhé economy. It was noted, hbwever, that there are
important exceptions to this general tendency. In particular, smaller urban arcas have been
experiencing. some grbwlh, both in relative economic activily and in a shift away from
agriculiural employment to Jight manufacturing and services. These areas are likely to
expericnce some econontic giowth over the life of the NMHP and, therefore, to have a
greater range of economic options in terms of the use of public resources for responding to

health improvement priorities. The focus on Health Region 7 which covers most of the
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