Department of Olancho and includes the mid-size urban areas of Juticalpa and Catacamas

reflects this expeclation.

Of equal importance is the fact that this region already incorporates many of the institutional
characteristics essential for implementation of the health financing reforms proposed in the
NMHP. In particular, the central public hospita), Hospital San Francisco, is relatively new
and well maintained. It is the major provider of inpatient services and provides significant
ambulatory services, as welt. IHSS coverage is growing and the Juticalpa IHSS region is
already operating under its service extension model which provides more extensive primary
care services 1o the insured and the partner and dependent children. IHSS is not a direct
service provider and beneficiaries obtain services from the Hospital San Francisco for a
fixed capitation payment paid to the hospital based on a share of the IHSS income from
covered employees.  Qutside of the Tegucigalpa and San Pedro Sula areas, this will be the
future  form of IHSS expansion with its role being that of insurer rather than service

provider.

7.3.2 Characteristics of Health region 7

(I) General Characteristics _ _ ‘
Geographical coverage of the Health Region 7 (pop.: 356,479) is almost equal to the

Department of Olancho_(pop.: 360,980), except for the Municipality of Bsq:uipulas del Norte
{pop.: 4,511) (refer to Table 7-3-1, Figure 7-3-1).' Significant potential of égricultural
production (refer to Table 4-4 “Agricultural Production 1974-1993”) and convenient

distance to the Capital, Tegucigalpa, has motivated its rapid dcvelopincnl .

Urban population concentrates in wo major cities, ie. Juticalpa (pop.: 91,126) and
Catacamas (pop.: 70,963), on the trunk road from Tégucigalpé, and agricultural
development mlainly extends in Guayape valley, in which the trunk road lies. Besides this

ribbon development, a high agricullurai poteatial is éxﬁccted in the North-cast. However,

the mountainous areas of the North-west and the South-cast have been left behind. A

variety of community settings could be identified in this given seiting, from a tiny poor

village in rural area 10 a medium size city in urban area (as of population in 1995).
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Selected Socio- Demographic Tudicators

[ _ o Olanche ~ Honduras
Population (1988) ' - T 282,018 4,443,721
Popu'iallon Density (1988) {perfsg. km ) 12 37.9
Numbcr of Mumclpallly A 22 289

% Viviendas (3 0 inas carencias) (1985) 166 14

% of Population Rural (1980) 75 - 57

(25 years of age and over)

Analfabelismo ' 40,6 32

(2} Health Service Delivery System

1) Regional Health Office (Health Region 7) _
The Health Region 7 covers 356,000 populgition in 24,000 km® of the entire Olancho

depariment ¢xcept one Mﬁniciba!ily, Esquipulas del notte (pop. 4,500), because of casier
access to the municipality from Health Region 6. Tobe a Head of Regional Health Office,
MD, MPH required.  He/fshe will be selected amdng applicants through “concurso”. The
office of Health Region 7 located in Juticalpa, close to the Hospital Regional San Francisco.

Personnel working in the office includes;

Director Regional ' Psicologa Regionat
Enfermera Regional 4 Odontologo Regional
Coord. Pacto por la Infancia ' * Coordinadora Nulricién
Té(l:r'lica. Materno Infantil Coord, Control de Alimentos
' I:lgénicra | SR " | Coord. Depto. Planificacién
| Epidemiotoga Regional ‘ Oficial Admin-islracién
Asistente Epidemiologia | Oficial dc Personal

* Mictobintoga Regional

Regional Board of Health Council will be assembled in case of particular issue to be

discuss, such as Dengue epidemic, appears,

2) Current P:ograms
The Health chlon 7 operates several programs such as i) reproductive health, ii) growth

and development, iii) environmental samtanon, iv) disease and vector control and v)
development of human resources with the total amount of Lps. 6,565,623 (1995). This

financial resource from the central budget is programmed as Program 1-01 (environmental
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sanitation - basic sanitation, food and vector control) and 1-02 {communicable discase
control and ambulatery consultation) in national budgetary system in health scctor.
Therefore, it is not clearly describable that how much portion in total is actually spent for

each regional program.

The evaluation réporl of this Region in 1996 provides the following figurcs for its

performance as the result of the above programs in 1995,

» prenatal care for 69.4% of totat pregnancies

+ institutional delivery for 27.1% of total delivery

* CPR for 5.9% of married women

* 77% of under § years old children monitored

. 3,762 cases reported for pneumonia -

* 6,818 cases reported for streptococcal pharyngitis
* 32,071 cases reported common cold

* 116 regislered patients for tuberculosis

3} Area Public Health Office
There are four health arcas operating in the Health Region 7. Each area has an office with a

manager, a nursing supervisor and an administrator,  Addition to that, some arca offices
have a sanitary inspector, a vector control supervisor, a statistician, a laboratory technician,
a nulrition or a health promoter accordingly. Those offices are located in Juticalpa (#1),
Catacamas (#2), Salama (#3) and San Francisco de Lapaz (#4). .To become a Head of Area
Health Office, MD required while MPH is preferable. At least in every 3 years, Selection
through “concurso” {contest) should been made. In practice, Regional director has the
largest influence at the selection.  Community or health committee has nothing involved

with this selection procedure (refer to Table 7-3-2).

Immediately below the area level, bel;.vec'n cach U.P.S. and health region, an intermediate
administrative level called “sector” exist. Sectors rately have a staff of their own except a
couple of scctors which have been contracted out with NGOs for the eatire primary health
service delivery; sector 4 in arca 1 by PREDISAN, sector 4 in area 4 by OUTREACH. The

scale and funclion of the sector varics widely (refer to Table ’_1-3—3);

766



a) Performance of CESAR/CESAMO -
As a very front ling of the public health service delivery, 96 of CESARes and CESAMOs

are located in the region. This service delivery network, in terms of facililics as well as
human resources, is an essential infrastruclure through which various health service
aclivities ar¢ carried on. It is also a crcial factor to determine cost-effectiveness and |

efficiency of the health program intervention.

To conduct some comparative assessment of performance among the UPSes in the region,
assumplion have been made that one medical doctor, nurse and auxiliary nurse arc to treat
32, 5 and 8 patients a day, respectively, as his or her maximom atlention capability. Then
actual number of first altention in 1995, indicated as percentage of the assumed maximum

capacily of each UPS, has been shown on Figure 7-3-2 (refer to Table 7-3-4).

Although some of the staffing data are not available, those which include several CESARes
contracted out to the NGOs, PREDISAN and OUTREACH, general overview implies
relative tow performance in the area 3, geographically mouatainous and hard access area,

compare to the rest.

"~ 6) Health Committee
In theory, each U.P.S, is to have its own health committee organized by the representatives

in the service area, The function of the commitlee is;

1. to decide upon user’s charges

2. to judge fee exemption for poverty conditions

In order to facilitate the committee, regular training program has been provided for the

commitice members.

Members of health committee are elected from people living in the scrvice area.  Election

procedure varies one by one.

1) Pmancmg
Financing for thc health region comes pnmanly from the MSP budgel In 1995, totat MSP

budget for 0perahons mcludmg both the Hospilal San Franmsco and the Heallh Region 7,
was Lps. 14,327, 855 of which Lps. 7, 272 559 was for personnel (refct to Table 7-3-5). This

amounted to Lps. 40. 25 per person in the region for the entire range of public health services
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including discase control, health education, and regulation and inspection activities. Of this

amount, Lps. 7,762,232 was for the hospital and Lps. 6,565,623 was for regional opezations.

Sources of Funds for heaith services in vegion 7 in 1995 (Lps)

' .Source  Hospital San Francisco . Health Region 7~
Total centeal funds 7,762,233 76,565,623
Personnel | | 4046669 3,225,890
COther ot e o0 S3715,563 3,339,733
Cost-fecovery Revenues : : 536,316 _ 88,686
IHSS Capitation -~ .~~~ . . 580,507 o
TOTAL 8,879.055 6,654,309

In addition to MSP budgeted funds, both the hospital and the rcgioh generated revenues
from their service de]ivcry activilies. For the hospital, cost-recovery revenues amounted to
almost 7% of the MSP provided funds. For the region, revenues gencrated from fees paid

for curalive care amounted to less than 1.4% of the MSP funds.

Under an agreement with the 1HSS, the hospital also receives funds to support the j:rovision
of primary and secéndary care to insured members, partners, and their dependents up to the
age of 10 years. The amount of the payment specified in the agreement is equal to 54.21%
of the total revenues collected by 1HSS-Juticalpa for the maternity-illness program coverage
with premiums based on a maximum salary level of Lps. 2,000. The rest of the premium is
retained by IHSS for administrative expenses and the provisioh of required teriiary car_e. by
IHSS facilities in Tegucigalpa or San Pedro Sula. In 1995, caﬁilalion .payments from THSS
on behalf of 2,076 insurcd employces amounted to Lps. 580,507 and covered services to a

total of 7,260 beneficiaries for an average of approximately Lps. 80 per beneficiary.

For the hospital, almost 15% of its revenues came from user payments, either directly as
user fees or indirectly through insurance. Significan! potential exists for increasing these
revenue sources, both within Olancho and, more generally, in many other regions in
Honduras. For the region, fewer option exist for generating exira-budgetary revenues
outside of the 10% share of hoé;pi_la! fecs allocated 1o the region. However, inércasing
hospilal revenues from curaiive care would permit a h‘igher pridiily for public funds to be
given to promouon and prevemlon aclmhes, a goal of heallh fmancmg reforms in most

settings.
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7.3.3 Major IHealth Problems and Strategies to Improve
A central theme in the NMHP is the need to set priorities for health improving interventions

considering the specific unique characteristics of the sciting. In the many workshops hetd as
part of the study, the importance of this focus was demonstrated. The process of identifying
priorilies can be subjeciive, as in the ZOPP exercises, where the process draws on the
cumulated experience of the participants to identify both probllems and potential strategics
for their alleviation. While important, crganized planning requires, as well, the collection
and monitoring of more objective_measures as a guide to regional or area priorities. One of
the objectives of pianning is to focus the use of resources on those activities which have the
greatest potential for improving health. Identifying and prior.itizil-lg such options involves
two dimensions; the importance of the pioblem being addressed and the effectiveness of lhé
options that exist for addeessing the problem. The study team has explored some of these

issues in Health Region 7 as parl of a process of improving the planning process.

(1) Estimating the Burden of Disease
The burden of disease has been defined as the loss to society of produciive years due to

premature death and disability. This is a relatively recent focus. Much of the emphasis has
typically been on the incidence of mortality without adjusting for the point i life when the
mortality occurred. Recently, efforts have been made. to improve the estimates by
considering more directly the social and economic losses associated with the distribution of
mortality and, when appropriate, morbidity in the life cycle of the affected populations.
Ideally, priority setting would reflect both of these dimensions and public resources would
be used in a way that produces the biggest improvement in terms of reduction in mortality

and morbidity.

One medsure which incorporates both mortality and morbidity has been developed.
Allhdugh the data necessary to apply the morbidity aspects of this measure are not yet
available for Heath Region 7, the development and épplicalion of this mcasurc would be

incorpora’led as an objcclivé for the Region dvcr_ the life of the MHP.

The measure, Disabitily-Adjusled Life Years lost (DALYS) has been developed to measure
the impact of premature morlaht) and morbidity caused by different health problems in a
parucular scltmg The use of DALYS was proposed in the World Development Report

1993, “Invesling in Health“, as a means lo capture the lolal burden of dlseasc from both
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premature death and disability. DALY counis lost years of life of population due to
premature death and disability, instead of the’ traditional way which - counts only ‘the
frequency of deaths or discase. While death is inevitable, it is hoped that death would occur
late in life and be accompanied by a minimum of disability. Reducing the mortality that
occurs befofc reaching biological limit should be the target of public health efforts.
Likewise, living with disability decreases the quality of life. 1t also should be counted, by

considezation of the severity or loss of welfare, and targeted in the public health agenda.

it is imporiant to note that by using DALY as an indicator of health status, both premature
death and dlsablhly would be measured in a smglc indicator in comblncd form. As a result,

it can be used to support exphcn deciston makmg in:

¢ selling priorilies among a variety of health services;
* selling prioritics for health research; . .
* identifying disadvantaged groups and targeting health interventions; and

* evaluation and monitoring of activities.

DALY can also contribute to improve coordination among institutions or agencies involved
in the health sector. The DALY nieasure allows the user to specify, in addition to objective

values, the weights to be assigned to the following additional dimensions:

+ the duration of time lost due to premature death
+ social value of the time lived at different agés
* non-fatal heallh outcomes

* time preference

The basic idea of indicating health status by a single indicator like the DALY is not new in
public health. However, the DALY incorporates two additional imporlénl perspectives for
those working in the health sector. One is time preference and the other is age weighting.
The first recognizes that future losses may have less value at the present lhar_i_do present
losses. The second allows us to adjust the value of a year to the age of the i;lcii\;ridual
allowing us to recogmzc the hlgher economic loss assocnated with the nwrtaluy of an adult
with dependenls as compared o thal ofa young, chitd. These elemcms witl mcorporate into

the analysis what can be called, “The developmenl economist’s view”.
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The assessmemt of diseasc burden by using DALY represents onc major step towards a

targer context of burden of disease schematically illustrated below.

By risk factor | By disease By
consequence

_ l Genelic Physiological Diseases that . Premature mortality
oy > TR ‘ al different ages

AT risk factors, | | are risk factors fos
wioral e.g., obesity, |I3 S other diseases, e
Sathlnada Sl B 2.9, diabetos

ry

"~ Beha

- Other diseases -

Three categories of the burden of disease

The burden of disease can be grouped in three separate ways for different age and sex. One

group is by risk factor; genelic, behavioral, environmental and physiological. The second is

by discase. The third is by consequence; premature mortality at different ages and different

types of disability. The analysis for calculation of DALY deal principally with the second
group, by disease. Consequences are aggiegated into premature mortality and disability.
The importance of these addilions will vary in accordance with the programmatic interest.
For example, a fuller assessment of burden by consequence would provide highly relevant
information to guide rchabilitation programs, Likewise a dccon1positi6n of burden by risk
factor would better guide primary pr_c?enlion. This assessment of burden, by di.scase, is a
precursor to the other groups while also providing a broad s;cnse of discasc burden to guide

intervention.

(2) Application to Health Region 7 _
To assess the utility of using burden of disease as a criterion of selling health priorities,

estimates were prepared for Health Region 7. Since disability data were not available, an
intermediate measure, Years of Life Lost (YLL), was used to indicate disease burden of the
population in the form of premalure death. Morlality was calculated by cause for cach sex
and for five age groups. The causes were grouped into three major categories which
encompass the major different health interventions of interest; i)copmunicable, maternal &
perinatal causes. ii) non-communicable diseases, and iii) injuries.  Corresponding.

Intcrnational Classification of Disease version 9 (ICD 9) codes are as follows;

Communicable, Maternal & Perinatal
320-322, 460-465, 466, 480-487, 614-616, 630-676, 760-779)

7-711



Non-communicable
680-759) minus (320-322, 460-465, 466, 480-487, 614-616)
Injuries

(800-999)

Data were obtained from a number of sources within the Health Region including:

* Mortality data, with cause of death identified a:ccordi.‘ng ICD 9, compiled by Health
Region 7. It idenliﬁes roughly one thousand deaths in each year.from 1993 to 1995, an
amocunt only a half of totat deaths estimated by SECPLAN for populalion érojectimi.
Data for 94 and 95 provide informatian by sex.

* vital statistics (civil registration); these data do not register the cause of death

* police investigation records; these data relate to accidents an violence. Estimates from

this source were fower than those from the regional health data set.

Regional dala were supplemented from other sources including: -

» “WHO annual report of moitality”
* “Health condition of America” ' - 7§§
* “Global Comparative Assessments in the Health Sector”, which estimated deaths by age,

sex and cause in 1990 for Latin America and the Caribbean’

Additionally, the SECPLAN projection has been vsed to estimate population for ihe year
1995 with minor adjustment due o geographical mismatch belween Olancho and Health

Region 7.

1) Estimation Method Used For Death Stiucture
Since all available data sets had some incompleteness the estimation process started by

applying age and sex specific morlality rates at department level in 1995 to the population in
the health region. : : : o _ - g

Total Death = {population in Health Region 7] x [age, scx specific mortality rate)

Dala sources are, SECPLAN Population Projection 1988 - 1995.
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Estimation has been done by assuming existing mortality data is a non-biased sample from
the real mortality, thus extending the structure of mortality until it reaches to the estimated

total death.

It is worth noting that there is sipnificant under reporting of incidence of death for both
sexes belween 5 and 11 years and for females 12 to 49 female, particularly at the regional

level.

2) Resuit
Preliminary result of burden of discase by age, sex and broad cause group measured by YLL

are illustrated in the following Figure and Tables. By broad cause group, categorized into
communicabl'c, non-communicable and injuiy, commuiticable and maternal and perinatal
causes arc still the largest contributor to the whole population.  Two thirds of these
occurred during infancy for both sexes. An astonishingly high share of burden caused by
injuries is found, parliculaily for males between 12 to 49 ycars of age. It is expected to be
even more significant when YLD is rcady to combine with YLL, since injurics have already
been idenlifie& as the major source of disability in Latin America and Caribbean region,

according to the Global Burden of Disease assessnient.
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0 -4 §5~1% 12-48 £0-80 61«

Male

Dtnidentified
Hinjurles
B Noncommunlcable

A 0
ages

[1Com., maternal & perlnatal

Female

- 12-49 50-60 61< AR

ages

Burden of disease in Health Region 7 by sex, age and cause group, 1995

Y11 for male by age and broad cause group, 1995

CAUSE “both - All ages
: : Csexes O o I~4 S~i1 12~49 50~60 61< Male
Con., maternal & perinatal - 26,419 8,251 2,688 168 828 37 169 12,140
Yon-communicable 18,700 1,002 1,344 1,341 1,830 407 1,487 7411
Injuries 17,669 154 244 1,341 11,632 776 322 14,470
lUnidcmiﬁed 7,863 1,157 1,i00 335 4t 74 353 3,759
Total 70,651 10,564 5,376 3,185 1_5:030 1,294 2,330 31,7179
YL for female by age and broad cause group, 1993
CAUSE L - : : - Allages
. . 0. 1~d 511 1249 50~60 _ 61<_ Female
Corn., maternal & perinatal 8015 2,797 1,150 2016 88 214 14219
Non-communicable 1439 895 639 5949 679 1,690 11,290
Injurics 0 24 383 2,420 153 19 3200
Unidentificd 719 783 it 1,311 197 583 4104
Total 10,173 4,698 2683 11,696 1,117 2,505 32872
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Using mortality as a measure of the burden of disease, therefore, program priorities for the
region would be targeted at communicable disease, maternal & -périnatal causes with special
¢mphasis on reducing infant mortality, and injury of working age males, followed by non-

communicable disease mainly for reproductive age of women,

3) Research Needs
There is significant under-reporting of incidence of death, particularly for femates and for

children of both sexes. While data on deaths by cause are required for objective planning
and evalvation of the health scclor, the available data sets are wholly inadequate.
Additionally, as discusscd above, improved data on morbidity and disabilily wo.uld ih]pfove
the health planning process. Each of these issues needs to be addressed within the region

and, eventually, for Honduras as a whole.

As a first slep, a community based mortality survey would provide a benchmark for

assessing the dircction and magpitude of reporting eIrors in currently available information.

Available mortality data shows large diffcrences between male and female reported
mortality. For the age group 12 to 49, reported male mortality is almost 2 % times that of
females. This implies considerable under-reporting for women which may reflect mortality

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

(3) Strategies for improvement

1) Specific activity priorities
The results of the analysis of mortatity in Health Region 7 indicates that a few key problems
account for the majority of premature loss of life. Making the biggest improvement in the
incidence of mortality will require selecting the activities with the greatest cost-effectiveness
for cach different cause. The Global Burden of Disease study noted carlier has analyzed the
major types of interventions in terms of their potential to reduce mortality from specific
conditions. These data have been assembled here and related to the specific causes of
mortality identified in the earlier analysis. Thé results of this exercise ate presented as

follows.
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Main cause of disease burden in Health Region 7 in 1995 and
the cost-effectiveness of the interventions available for their control

“Cost- i
, - _ - SR M . . effecm-eness
Discasc and injuries -~ - '-"YLL'SQ": ' '?:'Méiﬁ'inléfvéntidri (8¢ per
BRI ~lost . DALY)**

.|Motor vehicle accidents, 17,66 25 0% Alcohol control 35~55 .
homicide and violence 9 program o @
Pcrmalal morbldlly and mortahty 8 249 11 ?% (a) Prenatal and - 30~100

. Ji ~delivery care T
o - (b) Family Plannmg 20~150
Diartheal disease - . 7,524 10.6%IMSC* . 30~100
Respiratory infections 7,113 10.1% IMSC* 30100
Ischacmlc hcaﬁ dlsease. . 2,368 34%'1 obacco control - - | :35~55.
B © program o
Protem-energy ma!nulnllon, 2,269 3.2% (a) IMSC* 30~100
Vit A, Iodine deficiency S
A R ' (b) EPL-plus (PAD) -+ © 1230 -
© lodine 19~37
_ supplementation
Congenital malformation ... 1,581 22% Surglcal operauons .. High .
T ~ {unknown)
Depressive disorders 1,414 20% Case management '500~800 2
Cercbrovascular disease -, .. 1,209 1 7% Case managemenl - High - - %
TR o - . ‘(unknown)
Maternal morbidity and mortality 1,136 1.6% Prenatal and delwery 30~110
care
Chronic obsiructive pulmonary -. 857 1.2% Tobaccocontrol | - . 35~55 .
disease =~ © - program ST
AIDS/STDs 853 1.2% Condom subsidy plus 3~18
IEC
Childhood cluster *~ -~ 7' 243 "0.3% BPLplus (PAL)" ¢+ - 12-30"
Tuberculosis 177 0.3% Short-course 3~7
_ _ chemotherapy -
Malaria =" T e OIMECE T 30100
Intestinal helminths ~ School health 20~34
o - program R
Subtotalt = 5266 745%. RS
Total YLLs lost 70,65 100.0 ) 3
_ i % ' ' '
IMSCe; Integrated management of the sick child
**. cost required to gain | DALY

This result presents the estimates of life years lost (YLLS) for each cause of mortality in the
region. For each cause, the most cost-effective interventions have been identified together

with an eslimate of the range of cost per year of reduced moitality. The information
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presented in the table provides the basic starting point for the identification of a program
structure with the potential for making the maximum reduction in premature death (and
ultimately disability). As such, it represents the specific activilies around which planning
needs to take place and for which resources need to be available. The following scction

addresses general strategies for proceeding along this path of development in the region.

2) General Strategies for improvement
The above priorities all reflect health conditions which ate strongly affected by individual

behaviors and the timeliness of the service delivery systems responses to need in the form of
emergency care. Efforts (o address these issues are incorporated in many of the general
program strategies identified in the NMHP. Examples include sirengthening the sesponse
capacity of the CESARes and CESAMOs and improved community health education, both
of which impact direcily on the areas of highest premature mortality identificd in Health
Region 7. Implementing thesc strategies at the regional level will require both more
effective planning and, as well, improved targeting of public health resources to the priority
problem areas. Opporlunilies to improve both of these dimensions of regional activities
have been identified in the course of developing the NMHP. In addition to supporting the
gencral NMHP strategies, the following additional regionat activitics are proposed to be

initiated in Health Region 7 as shorl-term activities under the NMHP.

(A) Health Planning
As noted in the discussion above, current moriality data present a number of difficuliies

which need to be addressed before they can be effectively used for planning. While working
with aggregate catcgories overcomes some of the problems, improvement in the colleetion
and monitoring of basic mortality data is a high regional priority. In part, the quality of the
data and their use are interactive Improved application generates the rationale for improved

information and, conversely, improved information supports further application.

In the initial work-in the region, the study team and counterparts carried out a number of
informal analyses of existing data. Additionally, EPIMAP, a program 10 provide geographic
analysis of the distribution of epidemiological characteristics including mortalily and
morbidity, was installed in the computers of the Regional office and staff of that office were
instructed in its use. It is recommended that this process be continued and that efforls be

made to incorporate additional analyses into the current planging processes. In particular,
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the arcas served by the CESAMOs and CESARes in Health Region 7 could be analyzed and
diffcrences which might support local priorities be assessed and reviewed as part of that

process.

Additionally, the sigpificant variation in the estimates of age-specific mortalily indicate a
need for review and improvement, The study team recommends that a survey be initiated
specifically to assess, update, and consolidate the existing information sources. Ideally,
improved information on morbidily, in particular that related to accidents and violence and
communicable diseases, also needs to be collected. It might be more cost effective to focus
morbidity surveys on a few target Qoﬁdilions and, as well, develop belter estimates of the
celationship between facilily based information and household based information as a first
approximation to.regional slatistics. Using Health Region 7 as a pilot site, these studies
should be undestaken during the period 1996-2000. Based on this expericnce, the methods
developed should be generalized to the other heath regions before the end of 2005. During
the last five years of the NMHP, burden of discase assessment should be incorporated into
the decentralized planning processes articulated as national policy by the Honduran

Government,

(B) Heaith Financing _ _
The recommengations of the NMHP are designed to improve the effectiveness of public

expenditures in health by identifying specific interventions which would have the greatest
effecliveness in addressing health problems of importance in different sctlings in Honduras.
The Plan presents recommended actions to initiate the implementation of high priority
activities and, where appropriéte, identifics needed resources.  Although some
recommendalions require significant initial investment, in the long run, the ability to sustain
the promised impacis will depend on the capacity to support recurrent costs from available

national funds.

For this reason, NMHP has rccommended aclions which affect the financing of health
services. Two major lines of action have been proposed; improvement of the financial
slructure and service mix of 1SS and expansion of revenu¢ generation through cost-
recovery in the MSP. Each of these lines of action are designed.lo i.ncrcas_e‘ the degree to

which users contribute to the cost of curative care services and, as a result, to increase the
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public resources avaitable for support of preventive and promotive care and, for target

populations, curative scrvices as well.

As noted earlicy, Health Region 7 altcady incorporates elements of the NMHP
recommendations. With respect to the IHSS recommendations, the Olancho region of 1SS
already covers over 2,000 employees for expanded health benefits including primary care
for insured, partners, and dependents up to the age of 10. Services ate provided by the
regional MSP hospital, Hospital San: Francisco, under an agreement where IHSS pays a
fixed share of collecled E-M premiums to the institution in exchange for provision of all
primary and sccoridary services. (Tertiary care is provided in JHSS facilities in Tegucigalpa
or San Pedro Sula.) Premiums are collected against wages up to a maximum of Lps. 2,000
under a special regional agreement. In 1995, this agreement produced over Lps. 580,000 in
revenue for the hospital. The NMHP supports extension of this model to other regions and,

as well, expansion in Health Region 7.

Additionally, both the hos.pital and the regional service delivery seltings have implemented
formal cost-recovery programs although charges are relatively low and the
waiver/fexemption system is informal, Nevertheless, the hospital generated over Lps.
536,000 in 1995 from user fees, over 14% of its total hon-persdnnel budget. The

ambulatory seftings of Region 7 generated additional revenues of almost Lps. 89,000. |

The NMHP rccdmmends that the existing cost recovery aclivities be expanded by
restrucluring the charges to gencrate both increased revenues, implementing improved
waiver and exemption systems to protecl those who are unable to pay, and to support
extension of insurance coverage through IHSS and others to expand the pool of users able to
pay for curative care services. The MSP has already indicated support for these aclions and,
as part of this effort, has agreed to implement a project to review current experience and

support a pilot project for expansion of MSP cost-recovery activities.

The Study Team strongly supports this initiative and believes, based on its assessment in
Honduras and its experience in other scttings, that such a pilot project could be initiated
almost immediately. In parlicular, il is reccommended that the Hospital San Francisco and
Health Region 7 be selected as'thc selting for the pilot project to be implemented. This

would permil building ¢n the existing experience in Olancho and, as well, developing a

7-19



expanded cost-rccovery initiative in an area most likely to experience both economic growth

and an increase in the demand for services over the near and medium term.

The results of these cfforts would then be generalized to the MSP system -as a whole,
recognizing that fec schedules and expectations of revenue generation would have to be
established in each region or area based on local economic realities. Nevertheless, the nced
for expanded revenue options is an essential component of implementation of the NMHP.
The ability to support an improved, more cost-effective service delivery system can be
significantly enhanced through a rationalization of the current system of financing health
services in Honduras. The recommendations in the NMHP are designed to accomplish this

end.

(C) Program m!ervent:on
On top of those current programs run by the health rcgnon 7, further cmphas1s should be put

on the Alcchol control, prenatal and delivery care, family planning and “Integrated
Management for Sick Childien”, as these program can be seen as one of the most cost

effective countermeasures against the burden of diseases owned by the society.

The accomplishmcm of cach CESAMOs and CESARcs as a. front-end facitity of the service
delivery system to solve the above-mentioned issues, measured by the ratio of the numbcr of
first aitention per health staff assigned there, 1nd1caled wide variely of cfﬁcnenc:cs
Coniparison among four health areas gives general impression of low scores in those health
units located in the area 3. Perhaps it can be well explaiaed by geogréphicél and cultural
inaccessibility characterized in this area. However, the underlying conditions, which
contributed to those low performance, could be identified as follow; 1) decentralization of
managenient has not been legalized and institutionalized to the municipal governments and
communities as a part of ACCESO project, 2) cultural barrier to health institutions and low
level of community activities, and 3) low access because of low se'rvi_cc:qualily (medicine,
medical equipment, low availability of doctors and nurses) and poor conditions of road
and/or radio communication system, poor managehlcnt of institution and lack of operation
fund. * Adding to that, the ptanned MCH clinics for respective health areas are hardly
operational except one in Catacamas. Major reason of non-operational conditions for MCH

would be poor management abifity and/or low accessibility for jnhabitants.
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Improved local managerial ability, with an instrumental assistance by the ACCESO project,
will facilitate monitoring and evaluation 6f those program performances to contribute
further enhancement of health planning and programming at the regional and municipal
levels. The review of the performance, which includes cach UPS level at the boltom, to
reftect various local situalions, should be incorporated into a regional health system’s
performance, particularly for an interventions that requires certain technical skills or

equipment such as high risk delivery.
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8. IMPLEMENTATION PROGRAM

8.1. Integration of NMHP and model programs
MHP is composed of NMHP with fiftcen strategics and the three model health programs for

the selected areas. NMHP and the model programs are formulated so as to interact with

each other elfectively and efficiently for attaining the goals of MHP.

Components included in NMHP strategies are to be promoted with pilot projects for each of
the health model programs implemented as the short-term plan (larget year 2000); they need

to be monitored and evaluated properly.

Bascd on the feedback from the monitoring and evaluation of the pilot projects, the model
programs are to be applied to the similar areas inside and/or outside of the inilial targel arcas
as the mediun-term plan {target year 2005). And then, the model programs are to be
extended to the nationwide scale and/or to be qualitatively improved within the entire scope

of the initial target areas as the long-tenm plan (target year 2010).

Having the components included in the NMHP’s strategies and the mode! programs, MHP
includes the vertical and horizontal approaches in order to realize sustainable project
implemientation for the nationwide health development.  Additionally, the structural
improvement of health service providers is one of the other imporlant issues for attaining
the goals and largets of MHP. Both of the central government level and the local
government level organizations will need to be actively involved in the implementation of

the plans in NMBP and the model programs.

The components of NMHP, the contribution of the model programs, and the major
organizations concerned for cach of the {ifteen strategics arc shown as follows, which are to

clarify the interrelationship beiwccn NMHP and the model programs,

(1) Strategies related to corntext
1) Alleviation of poverty

{A} Components of NMHP :
* Institution building among community development comamrittecs

* Hstablishment of training and extension centers for community leaders

* Facilitation of information aboul income generation projecis
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{B) Contribution of the Model Programs
() Model program for rural poverty area
Institutional strengthening of community development commitices
" Training and information services for agriculture, food production, and marketing
Coordination between municipal development plans and municipal health plans
Strengthening of social participation for income gencration and ulitization of

community suppott funds -

{I) Model program for urban poveity area
Improving the system of education/ftraining/information provision for institutional

strengthening of community development committees

Coordinalion between municipal development plans and municipal heaith plans
Strengthening of social participation for income generation and utilization of
community support funds

Training and information services for income generation and disaster prevention

(C) Major Organizations Concerned
MSP, Health Region Offices, Municipality Offices, Community Development

Committees {CODEMs and CODECOs, elc.), Health Promotion and Information
Center (proposed by the urban poverty mode! program), Ttaining and Extension

Center (proposed by the rural poverly model program)

2) Access to foodffood security
(A) Components of NMHP
Improvement of low-cost ircigation system, crop diversification, access to credit and
technical inputs, dissemination of organic composlmg system, post-harvest
technology, marketing information and networks

Strengthening heaith and nutrition education systems

(B} Contribution of Model Programs

{} Model program for rural poverty area :
Links with NGOs for development and management of small- sca]e agricultural
projects

Inclusion of health/nutrition education in training/information activities.
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* Improvement of training and information for agricuiture, food production, and

marketing

{li} Model program for utban poverty area
* Iaclusion of health/nutrition education in trainingfinformation activitics

(C} Major Organizations Concerned
MSP, Health Region Offices, Regionfarea Hospitals, Health Area Offices,

- CESAMOs/CESARes, Communily beveldpmcnl Commiillees - (CODEMs  and
CODFECOs, elc.), Training and Exterision Center, Health Promotion and Information

Center (ﬁrdposcd'by the urban arca proéram and urban poverty programs}

~3) Access to water and basic sanitation

(A} Components of NMHP _
* Ratiorialization of control and management of water resources belween concerncd

inslitutions

+ Reinforcement of protection and control of waler resources: review of Water Law,
enforcement of regulations relevant to Water and Environmental Laws

* Elaboration of regional and municipal development plans that anticipate water and
sanitation needs |

* Transfer of technical and managerial capabilitics to the municipalities: training of
operation and management of municipal water and sanitation techaicians by SANAA

* Improving maintenance of water/sanitalion network through stricter implemen!aiidn

~ of cost-recovery mechanisms
* Education on environmental and health impact of water and sanitation, support for

development and functions of local water boards

{B} Contribution of Model Programs
{) Model program for urban area
* Including DIMA in elaboration of, municipal health plans

¢ Promotion of the role of DIMA in transfer of technology to other municipalitics

(H} Model program for rutal poverty area
¢ Support for community development commitices’ participation in designing,

implcmentation, and control of water/sanitation projects



* Training and ¢cquipment lending services for water supply projects to community

members

(1) Model program for urban poverly area
* Institution building for community-based water boards

(C) Major Crganizations Concerned
- MSP, SANAA, Municipality Offices, Health Region Offices, Health Arca Offices,

Communily Development Committees (CODEMs and CODECOs, ¢tc.), Waler

Boards, Resource Cenlter, Training and Extension Center, Heallth Promotion and

Information Center

4) Legalfinstitutional context
{A) Components of NMHP
* Reinforcement of relevant regulations for specific aspéclé of the Heallh Code .
* Implementation of increase of IHSS salary limits, together with administrative
reforms and plans for improvement/expansion of scrvices
* Follow-up of procedures to ensure {ull transfer of national funds to municipalities
* Local, interfS(_:ctorai coordination with municipalities to organize transler of services %

management (initially for services linked to environmental control}

{B) Coniribtltion of Model Programs
{) Model pfograms for urban érea
* Strengthening heallh units and the municipal government
* Strengthening transfer of technology for management of environment-related health

services to municipalitics

{I) Model programs for integrated development area
* Strengthening of planning capabilities of alternative service delivery models for 1HSS

{contraciing of MSP or private provider scrvices) S ' g
* Improvement of coordination among related agencies '
* Strengthening transfer of technology for management of environment-related health

services to municipalitics

(C) Major Organizalions Concerned
MSP, IHSS, Municipality Offices
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(2) Strategies related to household and community belaviors

1} Reduction of illiteracy -
(A} Components of NMHP
Incorporation of “transversal axes”, including health and hygiene, into the curricula;
development of Integrated Preventive Education program:
lni;ﬁ;ovcmenl of living/working conditions for teachers, especially in rural arcas
Implement National Education Plan for Vocational Development of Young and

Adulits

(B) Contribution of Model Programs
(I} All model programs
Promotion of contacts with teachers far joint activitics in health-related
education/training
Including health/nutrition and income generation related contents in community-level

adult education activities (women groups)

(C} Major Organizations Concerned
MSP, SEP, Municipality Offices, Health Region Offices, Health Area Offices,

CESAMOS/CESARes, Community Development Committees (CODEMSs - and
CODECOs etc.), Resource Center, Training and Extension Center, Heallh

Promotion and Information Center

2} Improvement in health education interventions

(A) Components of NMHP

* Improvement of efficieitcy of health edvcation interventions

* Define health education policy, HED’s roles and sources of funding, based upon
~ joint proposal by HED, HRD, SPU and EMD of MSP
* Increase regional/local mpacny to elaborale , producc and cvaluate educational
material
~ * Motivate and train staff in usc ofcducatlonal material and interpersonal
communication
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* Developing a culture of health promotion/disease prevention

* Designing of health promotion interventions: topics, messages, audiences,
media, sequence
+ Implementation through multi-media interventions, inter-sectoral activities,
reinforcement from health personncl
* Look for possible partners in health education

* Cooperation with the Ministry of Education: development of Integrated
Preventive Education program (self-csteem, gender focus, mental health, drug
addiction} .

* Cooperation with businesses, “maquilas” (AIDS, occupational health,
reproductive health, accidents)

» Cooperation with women and community organizations (MCH, malnutrition,
accidents, vector control) - :

(B} Contribution of Model Frograms
{1} Al model programs
* Implementation of health education campaigns according to regional/local specificity;
field testing of messages and media

+ Promote contacts with teachers for joint activities in health-related educationftraining

(M) Model programs for urban area ‘ : @
* Istablishment of health promotion/education center: production of educational

material, training, counseling
-+ Follow-up on JUPSA project

* Identify businesses suilable for multiplication of health education messages

() Model programs for rural and urban poverty areas
+ Promotion of working with women groups and other community organizations in

development of community projects and education activitics

{C} Major Organizations Concerned
MSP, -SEP, Municipalily Offices, Regio:ﬂarea Hosp:lals Health Region Offices,

Health Area Offices, CESAMOS/CESARes, Community Development Committees
(CODEMs and CODECOs ¢lc.}, Resource Center, Training and Exténsion Cenler,

Health Promotion and Information Center

3} Improvement in social participation

{A) Components of NMHP
+ Improvement of the forial process/systems for socnal participation
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Improvement of the environment to foster social participation (multi-sectoral
approach)
Improvement of government functions to support social parlicipation activitics

(democratization, transparency)

(B) Contribution of Model Programs
{iy All model programs
Strengthening of regional social pacticipation unit in health sector, with focus on inter-

sectoral cooperation

() Model programs for urban area and integraied development area
Develop community parficipation in claboration of municipal health plans

(I Model programs for rural and urban poverty areas
Strengthening of referral funclions through training of community leaders and

provision of information on available services
Educatton/training/information for institutional sirenglhening of community

development commiltees; coordination with municipalities

(C) Major Organizations Concerned
MSP, AMHON, Municipality Offices, Health Region Offices, Health Area Offices,

CESAMOs/ CESARes, Community Developinent Committees - (CODEMs and
CODECOs ¢lc.), Patronatos, Waler Boards, Resource Center, Training and

Extension Center, Health Promotion and Information Center

4} Reduction of fertility rate

{A) Components of NMHP

* Periodic revision of existing population policy and integration within other important

-aspects of human development

* Provision of family planning information and services to persons and couples willing

to delay, space or reduce their pregnancies:

% (raining and molivation of staff
# (imely supply of contraceptive products
# specific approach to the male population

{B) Conlribution of Mode! Programs

(Il All model programs



* Provision of FP information and seivices as parl of integrated package of health

services, including communily providers

(1) Model program for urban arca .
* Development of strategies to support AIDS prevention

{C} Major Organizations Concerned
MSP, Nationalfregionfarea Hospitals, MCH Clinics, Emesgency Clinics, Health

. Region  Offices, Health Area Offices, CESAMOs/CESARes, Maternal Inns,

Resource Center, Training and Extension Center, Health Promotion and Information

Center

(3) Strategies related to health services delivery

1)} Access to heaith services

{A) Components of NMHP
* Physical expansion of facility network

*

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

Building of new ambulatory facilitics (CESARes, CESAMOs, CMIs) in ihc arcas
which currently have no services

Reconstruction of old area/regional hospitals {Choluteca, Danli, La Ceiba,
Trujitlo); expansion in OBGyn and Pediatrics for area hospitals and
Surgery/Orthopedics for regional hospitals.

Construction/rehabilitation of low-risk materaity: San Felipe Hospzlal
(Tegucigatpa) and Hospital 1.. Martinez (SPS).

* hmprovement in current problem-solving capacity

Communily management of common diseases and preblems

Assigning two health persons per CESAR in order to increase community
oulreach without closing facilitics

Delivery of Basic Health Package/movement of personnel

Improvement in problem-solving capacity of CESAMOs: expanded SCOpe of
work including low-risk delivery and immediate complications, emergency care
related to accidents and intoxication, dental care, laboratory support ona 24-
hour/day basis,

Improvement in problem-solving capacity of arca hospitals (cmergency, surgery,
obstetrics, lab suppon)

* Improvement of transport and transport flmucmg mechamsms

.

Preventive management of problems to avoid needs l'or emcrgcncy lransporiatlon
from places with difficult road access

Use of existing private sector or non-health public sector for transport from point
of access towards primary care site
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*+  Consider MSP/IHSS’ system or Red Cross for refereal transport
(B} Contribution of Mode! Programs

) ARmodel programs
According to priorities defined through assessment of health needs

(I} Model program for urban area
Community birthing homes attached to intcgrated health center model

Strengthening of PHC ncetwork and réduction of congestion in secondary level '
hospital (MSP project)
Establishment of three integrated health centers in peripherat areas; Jinks with MSP’s

Project for Management of Emergency Care on the Tegucigalpa-SPS axis,

N5y Model program for rural poverly area
Evaluation of existing facililies and replication in other isolated ateas

Improvement of cultural and physical accessibilily through strengthening outreach
programs
Training and supervision/logistics support; links with local NGQOs

Strengthening of self-support, solidarily mechanisms

{IV) Model program for urban poverty area _
Improvement of cultural and physical accessibility through strengthening outreach

programs
Marketing proper use of the maternal and emergency refercal system newly
established by the projects of rehabilitation of Hospital and construction of three

emergency clinics

{V) Model programs for integrated development area
Establishment of integrated health centers as part of PHC service network and as

shorl-term substitute for area-level hospitals
Stréngthening of self-support. solidarity mechanisms

Exploration of IHSS reimbursement mechanisms for transport
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{C) Major Organizations Concerned
MSP, IHSS, National/region/area Hospitals, MCH Clinics, Emergency Clinics,

Heallh Region Offices, Health Arca Offices, CESAMOs/CESARes, Maternal Inns,
Heaith volunteers, Midwives

2} Management of facilities/organizations

{A) Components of NMHP
Implement decentralization of inanagement of health services:

+ follow-up on budget decentralization experience
. develop new skills {negotiation, coordination}) for intermediate management
teams
* ncgotialc role of municipalities in management of services
Streamline administrative procedures /consider outside services

Promote client-oriented focus through operational investigalidn and training in

interpersonal relationships |

Sircngthen qualily control mechanismis in ﬁospitals: self-cvaluation and accreditation

processes |

Givc priorily to supportive supeWISlon %
Work towards municipalization of m[ormalmn system and strengthen analyuc

capacily of local decision makers

Use integrated cdmputer network systems for epidemiological surveillance,

diagnosis/treatment/referral support

(B) Conlribution of Model Programs

{I) Model program for urban area
Development of models for municipalities’ participation in management and

provision of health services (within the “healthy city” concept) '

Effectively including hospitals within network of health services and .reinforcc_

integration with surroundmg communilics lhrough merovemem of quahly conlrol
ntechanisms (for instance, implementation of counter- reference system)
Strengthening municipality-based HIS with pooling of information from different

providers
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i) Model prograrn for urban poverty area
Strengthen community organizations’ capacily and willingness to exert control over

health activitics

Fiffectively including hospitals within network of health services and reinforce
integration with surrounding communilies thraugh improvement of quality control
mechanisms (for instance, implementation of counter-reference system)
Strengthening muhicipal'igty-bascd HIS with podling of information from different

providers

(U} Model program for integrated development area
Development of models for regional programming based upon epidemiological and

organizational data {DALY modcl)
Strengthening municipality-based HIS with pooling of information fron different
providers

Strengthening HIS for actual use of DALY model

(C) Major Organizations Concerned _
MSP, IHSS, National/regionfarca Hospitals, MCH Clinics, Emergency Clinics,

Health Region Offices, Health Arca Offices, CESAMOs/CESARes

3) Improvement of referral system
(A} Components of NMHP
Definition, discussion and acceptance of the respective functions of each level
Improvement of prablem-solving capacity at primary care level '
'Approprialc management of referred patient through priority attention and use of
counter reference mechanisms |

Tmprovement in secondary and tertiary levels of care

(B) Contribution of Model Programs
(I} All model programs
Identification of community needs and definition of functions strengthened through
support {o social participation (municipal health plans)
Developxﬁeﬁt of referral specialties and improvement in procurcnik:ntfallocation of

support equipment



{iy Model program for urban arca
*  Motivation and training for systematic use of counter-reference mechanisms

¢ Low-risk maternity facilities and reinforcement of area hospitals

* Cootdinated MSP/IHSS cquipment plan

(15} Model program for urban poverty area
* Low-risk maternity facilities and reinforcement of area hospitals

* Marketing of proper use of the referral system of maternal and emergency care
providers

* Coordinated MSP/IHSS equipment plan

(V) Model program for integrated development area
* Low-risk maternity facilities and reinforcement of area hospitals

* Coordinated MSP/IHSS equipment plan

(C) Major Organizations Concerned
MSP, 1SS, Nationalfregion/arca Hospitals, MCH Clinics, Emergency Clinics,

Health Region Offices, Health Area Offices, CESAMOs/CESARes, Maternal Inns,
Health volunteers, Midwives ' o §

4} Improvement of drug logistics system

{A} Components of NMHP

* Implementation of essential drug policy

* Assessment of national pharmaceutical industry

* Improvement of procurement system o _

* Improvement of planning/information systen: st_réngthening of the POSSS at UPS
level; computerized invehtory conlroi systems

* Improvement of distribution and delivery system

* Improvement of rational use of drugs

* Increase of communily involvement in drug management g

{B) Conlribution of Model Programs

. Model program for urban area . . 7
* Promote pilot project for community-controlled sale of drugs in health centers

8-12



Strengthening of planning mechanisms for drug needs through supervision and
application of epidemiological mode]
Explore mixed transportation system involving municipality-owned or private seclor

FeSources

{1} Model program for rural poverly area
Support to communily drug funds

(111) Meodel program for urban poverly area
Promotion of pilot project for community-controlled sale of drugs in health centers

{IV} Model program for integrated development area
Promotion of pilot project for community-controlted sale of drugs in health centers

{C} Major Organizations Concerned _
MSP, IHSS, National/region/arca Hospitals, Health Region Offices, Health Area

Offices, CESAMOs/CESARcs, UNIGEF, NGOs, Health volunteers

§} Maintenance of facilities and equipmént
(A} Components of NMHP ‘
Strengthening central level management of maintenance system : redefine roles of
PRONASSA and CENAMA |
Establishment of at least one regional maintenance cenler, providing training,
technical support for maintenrance and repairs, assistance for spare parts to health
facilitics
lncreasfng suslainability through reliance on external sources : patticipation of
municipalities in financing of the regional center; oulside services contracting ;
exchange of information and scrvices with private facilitics

Improvement of sustainabilily through availability of trained technicians

(B) Contribution of Model Programs

{) Al programs
Standardization of facilily design and equipment specifications among projects and

regions in order to facilitate operation and management



(I} Model program for urban arga
Establishment of facility/cquipment maintenance center: repair and maintenance

functions for hospitals and health centers in the region as well as information and
training functions
Qutside service contracting for maintenance of large equipment also used in other

businesses : @

{1 Model program for urban poverty area
Promote inclusion of training in operation and management of biomedical equipment

in INFOP-type training

{V) Mode! program for integrated development area
Promote inclusion of training in operation and management of biomedical equipment

in INFOP-type training

(C) Major Organizations Concerned
MSP, HHISS, Nationalfregionfarea Hospitals, PRONASSA, CENAMA, Regional

Ceater for Mainfcnance, Training and lnforhlétibn Center (proposed by urban model
program o - 8
6) Human resource development
{A) Components of NMHP _ :
Promotion of preventive concept of health services and prepare better fulure health
resources {0 respond to work site demands
Training plan elaborated at regional/area level, based upon epidemiological and
organizational assessment
New role for normative divisions
Selection of public heallh managers
Facilitating working conditions of technically competent personnel working at the

peripheral levels of the health system ' ' g

{B) Contribution of Model Programs

{1} AM programs
Strengthening community parlicipation in elaboration of training needs for health

personnel through improved development of municipal health plans



* Identification of suitable persons for training in public health inanagement

(C) Major Organizations Concerned
MSP, THSS, SEP, Private providers, National/region/area Hospitals, MCH Clinics,

Emergency Clinics, Health Region Offices, Health Area Offices, CESAMOs/
CESARes

7) Heatlth financing

{A) Components of NMHP
* Expansion of cost-recovery activities

¢+ Implementation of raiscs in IHSS salary limits together with administrative reforms
and plan for improvement/expansion of services
* Development of coverage outside of Tegucigalpa and SPS under special agreements

with existing providers (MSP and private)

(B} Conlribution of Model Programs
() Model program for urban area '
* Systematization of implementation of cost-recovery mechanisms and derive

conditions for replication

(1) Model program for urban poverly area
* Systematization of implementation of cost-recovery mechanisms and derive

conditions for replication

{1} Model program for integrated development area
+ Development of alternative service delivery models for 1SS (contracting of MSP or

private provider services)

(C} Major Organizations Concerned
MSP, THSS, Private providers, Nationalfrégion/area Hospitals, MCH Clinics,

Emergency Clinics, Health Region Offices

8.2, Stage-wise restructuring of heaith-related institutions
MSP and IHSS are the national administrative agencies in the health sector. Cuirently, MSP

provides public health service administration for several levels ranging from the

centralfregionalfarea tevels to individual health service provider levels. The health region
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offices and the area officcs of MSP have functioned as the regional and area health

prevention and control centers for community members.

As for the health service delivery, MSP has national hospitals in the central level, and
regional/arca hospitals and MCH in the regional tevel. The emergency clinics, whose
construction is being planned, will be included into the MSP’s health service providers.
The health centers such as CESAMOs/CESARes are the major primary health care
providers in communities. IHSS has provided health services through its own hospitals and

clinics.

Besides MSP, IHSS, and other health service providers, the muaicipality offices are the
important players for health promotion. The municipalit'i'es have had limited initiatives in
health promotion and setvice delivery so far. However, through the municipalization policy

and the ACCESO project, they arte Lo start laking responsibili

of community members.

With conducting NMHP’s fiftecn strategies and the health model programs, the roles and
functions of health administrative agencies and health service providers need o be reviewed
and restructured for sirengthening the decentralization system.  Therefore, in addition to

promotion of NMHP and development and expansion of the modcl programs, restructuring

of concerned inslitutions is required; that is to say “three-dimensional approaches” are .

indispensable for achicving the goals of MHP.

MSP head office will be mainly responsible for policy making, programming, budgeting,
supervising, and monitoring. The functions of managing and operating individual programs
and projects, which are currently handled by MSP, will be decentralized step by 'stcp to the

health region offices and other municipal avthorities with considering their capabilities.

The nationwide restructuring of health service institutions should not be conducted in a
short-term range; it is pecessary to gain consen_sus.of various levcls.of hta'l__th service
providers and users. In addition, a coordination systcm}iam_ong MSP, IHSS, other
governmental agencies concerned, NGOs, and donors will need to be more emphasized and

strengthened both in the centrat and local levels.

These structural improvements covering the health-related institutions will be promoted as

follows;
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1) Short-term (target year 2000):
+ Political dialoguc among the health-related institutions;.

* Policy making and programining for decentralization within MSP;
* Improvement of management abilities of each institution with small-scate physical
expansion;
» Devclopment and implementation of components for accomplishing NMHP
strategics;
¢ Development and implementation of model projects included in the health model

programs.

2) Medium-term (target year 2005):
* Moniloring and evaluation on the projects of improving managemeat abilitics of cach

institution within the scope of the NMHP fifteen sirategics;
+ Monitoting and evaluation on the cost-effectiveness of modet projects which will be
provided by the model programs;

¢+ Expansion of the target arcas of mode! programs based on the feedback.

3) Long-term {iarget year 2010):
*  Accomplishment of MHP.

‘The Figure 8-t shows the “without programs/projects” conditions and the Figure 8-2
outlines the “with programs/projects” conditions in the central, {ocal, and community levels.
Figure 8-2 includes the information about the institutional structure alter the implementation

of NMHP and the three model programs.

Colored areas specify the institutions concerned with promotion of the respective strategies.
The areas covered by the health model programs are shown in the Figure, also. The three

boxes with the characters of A, B, and C in the Figure 8-2 are mentioning about the major

improvements which are the expected outputs of MHP as follows;

A. Improvement of the maintenance system, which will be promoted mainly through
NMHP and the model heqlth program for urban area

B. Improvement of referral $ystcm and accessibilily, which will be promoted lhrough
N.MHP and the model health progréms for urban area, 'r'.ural povérly area, and urban

poverly arca
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C. Promotion of decentralization, coordination, and social participation, which will be
promoted through NMHP and the model health programs for urban area, rural
poverly area, and urban poverty area

Among the institutions involved in the Figure 8-2, the key players for the NMHP
implementation are MSP, national/regional/arca hospitals, emergency clinics, health region
and area offices, CESAMOs/CESARes, warchouscs, PRONASSA, CENAMA, SANAA,

and municipality offices.

For the model programs, municipality offices, CESAMOs/CESARes, emergency clinics,
MCH clinics, maternal inns, the Regional Center for Maintenance Training and Information
are the key players; in addition, the Health Promotion and Information Centers proposed by
the urban aréa and the urban poverly ar¢a health model programs, and the Training and
Extension Center proposed by the rural poverly arca program are to play important roles,

also.

Expected needs of human and financial resource allocation in the key institutions and
exlernal cooperation for lechnology transfer and financial assistance, as well as
implementing schedule for urgent needs of external cooperation are shown in the following

chapters.

8.3. Human and financlal resource allocation
MSP financial resources and expendilure werce estimated as a reference for (urther

discussion on the follow-up actions by MSP.. MSP budget was projected as available

financial resources in case of low 'gro'wth of GDP.

Operational expenditure was cstimated to meet demand for professional human resources,
such as physicians, professional nurses, auxiliary nurses, technicians and dentists. Capital
expenditure was allocated to NMRP and mode! programs mcludmg stage-wise cxpansnon of

the dcvclopcd models.

The following assumptions werc applied for the estimalion of financial source and

expenditure of MSP budgel.

1) Fotal budget of MSP : corresponds to 2. 5% ol'GDP
2)  Operational and capual cxpendlture conslanl sharc to total budget based on 1996
budget
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¥

o))
4)
5}
6)

7

Price : constant price of 1995

Foreign exchange rate : US$ 1 = 1ps. 11.00

- Cost recovery income : see Table 6-4

Operational cost

Source

Domestic source for operational expenditure would correspond to the cost in
casc of no change in external source ang significant increase of cost recovery
inconie.

Expenditure .

MSP salary and wages were estimated with constant sharc of cost for
professionals and administeation staff.  MSP operational cost excluding
salary and_wages'is assumied to be kept at a constant share to total

expenditure in 1996.

Capital cost

Source

Domestic source will be provided by own equity of the government, while
external source is assumed to be no increase from 1996 up to 2010.
Expenditure

Capital cost for achieving NMHP should be prepared for physical expansion
such as rehabilitation and new construction of hospitals and health centers.
Cost for physical expansion is prepared for rehabilitation of these facilitics
and supply of equipmeat, Capital cost for area model programs was
estimated to cover inilial cost of the priority projects in shorl term stage, and
cost for expansion slage was assumed to be 50% of project cost proposed for
short term stage. The rest of capital cost will be invested for new
construction of hospitals and health centers. Construction cost for hospitals

and health ceaters was estimated by unit cost per arca.

MSP financial resources and expenditure for achieving stage-wise implementation programs

will be estimated as shown in the following figure.

According to the past expeticnces, major portion of cost has been spent for operational

expenditure including salary and wages, and supply of medicines and the other consumable

goods, while a capital cost of MSP budget excluding SANAA portion is very small.
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it is important to consider that there is a serious shorlage of natignal budget fucluding
external source of fund for physical expansion and operational expenditure for non-personal
items, and that physical expansion would require a large amount of opecational expenditore
after construction of facilities and installation of equipment. Thercfore, decentralization lo
local institutions is expected to cover the pcrmanent shortage in operational cost in MSP as
well as capital cost, by joint efforts of model development with MSP and local institutional

authoritics,

Projection of MSP Human Resources

Professionals 1996 2000 2005 2010
1. physicians 1,157 1,303 1,496 1,628
2.prof.nurses 640 756 824 923
3 avx. nurses 4,261 4,826 5,467 6,115
4. technicians 736 826 923 1,020
5. dentists 115 132 1714 174

rentarks : based on the Strategy (6)
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Prajection of MSP Financial Resources and Expenditure
{excluding SANAA portion)  unit : Lps. mil. |

Short Term © Medium Term Long Term
(1996-20060) {2001-2005) {2006-2010)
total yearly (otal yearly fotal . yearly
1. public hrealth (total) | o
(1) budget 3,846 769 4,495 200 5,292 1,058
(2) cost recovery ' ' 149 i0 369 74 330 106
tolal - 3,995 . 799 4,868 974 5822 L164
2. operational cost
(1) souice '
1) domestic 2,994 599 3,501 700 4,119 824
2) external 71 14 1 14 (2 14
3) cost-recovery income 149 30 369 74 530 106
total 3,214 643 3,941 788 4720 944
: {2} expenditure
1) MSP salary and wages 1,655 33t 1,929 386 2,262 452
2} other op. cost 1,559 312 2,013 403 2,458 492
' total 3214 643 3,942 789 4,720 o
3. capital cost
(1) source
1) domestic 151 30 177 35 208 42
2) external 615 123 616 121 016 123
total 766 153 793 158 824 165
(2) expenditure ‘
1) physical expansion 250 50 250 50 250 50
2) model project © - ' 181 36 126 - 25 253 51
3) other cost 337 67 417 83 32t 64
total 768 153 793 158 84 165

The followings are the allocation of human and financial resources expected to be required
in the key institutions wilh the implementation of NMHP and the model programs. The

figures in the following pages summarize the qualilative and quantitative needs of each

institution.

(1) Central level
According to the decentralization concept, which is incorgorated into NMHP and the model

programs, some parl of the human resources and financial resources need to be re-allocated

to the local institutions. Budget of MSP head office will be more allocated for the better

management of policy making/implementation.
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(2) Inthe scope of NMHP
1) national/regionalfarea hospitals
Quality of the national hospilal services will be upgraded through strengthening of refertal
function of primary/secondary health scrvicés Referral fuaction will be strengthencd for
maternal health services by regional/arca hospital. Therefore, upgrading of medical staff
including doctors, nurses, and auxiliary nurses is required in the hospitals. Qualuahve and
quantitative improvement of technicians is required in national hospitals. As for the
financial resources, capital expenditure for rehabilitation of national, regional, and area

hospitals are needed with operation expenditure.

2) émergency clinics
Emergency clinics, which will be newly developed in Tegucigalpa as a first trial in this

country, requires the big increase of medical doctors, nurses, and auxiliary nurscs.
Additionally, development of human/financial resources for managing the clinics is

“indispensable for the success of this newly introduced system.

3} regionalfarea office :
Deccentratization will be promoted through the institutional strengthening of municipal

governments and promotion of social parlicipation. Management capability of the health
regional and area offices through managerial and technical support by the MSP health
region and area offices. Especially, the functions of planning, project implementation,

monitoring and evaluation need to be fostered in the local offices. -

4) CESAMOs/CESARes
CESAMOs and CESARes will [unction as primary health service centers located nearest to

the communities. In order to improve the referral syslem in the pnmary level and
communily members’ accessibilily, upgrading of health services in CESAMOs and
CESARes is very nceded. Double-staffing in CESARes need to be promoted in order to
increase the accessibility of community members. Management capabilities fof supporting

communily aclivities are also required to be developed.
5) MSP drug supply system (Warehouse)

Computerization in drug control will be promoted in lhe centra, reglonal and area level

warchouses, which are to be extended to the nationwide drug control network system in the
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future. Qualitative and quantitative upgrading of technicians and management staff is

required.

6) For physical expansion (PRONASSA)
Planning, programming, and monitoring capacities in PRONASSA will be strengthened and

effective use of private sectors and FHIS techuologies be more promoted. PRONASSA will
also develop designing manual for private bidders for building and equipment designing.

PRONASSA needs 1ipgréding of its technicians and management staft.

7) For medical facilities and equipment {CENAMA)
Operation, management, and training activities will be decentralized to heallh regional and

arca offices. - Basic daily operation and management will be conducted at each
CESAMO/CESAR fevel. - CENAMA will function as a planning, programming, and
monitoring body for operation and management of facililics and medical cquipment. The
numbér of lechnicians and management staff members nceds to be increased, and the

technical ic_vcl should be upgraded, also.

8} For water and sanitation (SANAA) _ _
SANAA’s function of managing water supply systems has been transferred from their direct

intervention to municipalities or community water boards. Dccentralization will be more
accelerated through strenglthening of managerial and technical capacily of these lecal
management bodies. In order to extend the water supply projects to the nationwide level,

upgrading of the technical level and management system will be necessary.

9) Municipality offices
With promotion of decentralization, the municipality offices will play more important role
in the community health promotion, in order to identify local needs, to integrate municipal
health-related plans into municipal development plans. Municipal government will improve
their adminislraiivc capaciiies. botii in huinan esourees development and financial resources
aiii)_catioii; AMHON’S function of i:ioordinalion will become more 'imporiam for effective

and elficient promoticn of decentralization.
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human fesourees

financial resources

m. nurse  aux. tech. mag  physical operation
Dr. nuIse improvenent
1) national/regionalfarea ++ + + 1+ renovalion tncrease of
hospitals ) operational cost
2y emergency clinics + + . +  construction operational cost
3) regional/asea offices ++  vpgrading increase of
oprralional cost
for management
: improveiment
4) CESAMOs/CESARss + +t+  upgrading increase of
operational cost
for management
irmprovement
3) warchouses ++ ++  computerization  increase of
' operalional cost
for management
and
: : ‘ compuierization
6) PRONASSA ++ ++ rehabilitationf increase of
' improvement of - operational cost
equipmznl for management
7y CENAMA +H ++  strengtheningof - increase of
kraining systems  operalional cost
- for operaling
training center
8) SANAA +t ++  project . increase of
implementation  operation for
management
. . improvement
remarks : +Qualitative and quantitative improvement of staff is needed.

++ Qualitative improvement of tecbaical leve! of staff is required.

(3) in the scope of the health model programs

1} Health educationftraining/information promotion center (urban area mode! piogram
and urban/rural poverty area model programs})

These promolion centers will identify local needs of communities and provide information
to them for the purpose of health condition improvement through social participation

approaches. New technical and operational staff will be required.

2} Maintenance and Informauon Center (urban area model program) _
Key staff for operation and management of equipment maintenance will be trained through

training courses of this program at various levels. Employers of private hospitals and clinics
will also be provided wilh leéhhiéal servicc‘slby the Cg'nlter. Tafget groups of the training
will be staff from CENAMA, hospilals and health regions, municipél govemmc'nls,
CIESAMOS/CESARes. Number of technical and clerical staff needs to be increased with

improvement of the functions and facitities.
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3) CESAMOs/CESARes (urban area model pregram and urban and rural poverty
model programs).

Accessibility to health services will be improved by quality upgrading of health centers.
Referral function of these centers will be slrengthened through these procedures and it will
be closely linked with hospital management and existing NGO activiiicé. Outreach
programs by CESAMOs/CESARes will be improved thiough the model programs. High
level CESAMOs proposed by the urban arca model program nceds additional medical and

operational staffing.

4) Municipality offices {urban area mode! program)
The administeative capabilities of municipality offices needs to be improved both in human

resources development and financial resource allocation.

human resources financial resovrees

m, nurse  aux.  tech. mng. . physical operation
D, nusse improvement - -
1) Health education/training/ + + + construction operational cost
information center .
2) Maintenance and information ++ ++ consiruciion of increase of
center {eaining conler _opcrational cost
3) CESAMOs/CESARes o+ + + impravementof  increase of
o equipment operational cost
o : for management -
co improvement
CESAMOs (high level) + + + ¥ renovation and increase of
improvemeatof  operational cost
equipment for fuactional
improvement
4) Municipality offices ++ ++ increase of
operation cost for
management
. ) : - improvement
remarks: - +Quoalitative and quantitative improvement of staff is needed.

++ Quoalitative improvement of technical level of stafl is required.

8.4. External cooperation for technology transfer and financial asslstance

(1) National level

Upgrading of technical and management capabilitics of MSP staff is required through
technology transfer. Technical cooperation will be required in the form of dispatching of
experts and consultants, iraining in the donor countries andfor the third countries; further
studies are recommended for developing area master plans and feasibility studies of

community health development plans.



functions external cooperation is necessary for:

1} planning and administration: a. programming/planning/budgeting
2) hospital service: a, programming/planning/budgeting
_ b. hospital management

3) drug supply logistics: a. system development including computcr sy slcms
b. logistics management

4) health education: . a, programming/planning/budgeting
b. logistics management

5) physical expansion: a. standardization of specification of designing/

conslruction

6) medical facilities and equipment:  a. lraining programming
b. standardization of equipment for each care level

c. developmem of operation manual

7) control of vector-borne diseases: 2. training programming
b. standardization of operation and management
8) control of HIV/AIDS: a. AIDS prevention
b. social work
c. trainingfinformation system
9) social participation: a. programming
b. training/information system
10)human resources development: a. programming
b. human resource management
¢. educationftraining
11) financing: a, programming/planning/budgeting
b. social securily system
¢. hcalth financing
12) water/sanilation: . ) a. water resource development, b, management of
water supply system '
13) legat issues: a. law and institution
14) international cooperation: a. international coordination
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(2) Inthe scope of NMHP
For the completion of NMHP, external technical and financial cooperation needs to be

provided 1o the respective organizations which are responsible for supervising hospilals,
emergency clinics, regional/area offices, drug warchouses etc. The following table shows
the items which are required to receive external assistance.

human resources _ financial resources

capital . operational
investment cost

1) hospitalg management . -rehabilitation
equipment
_ -supply
2) emcrgency clinics management _construction
- human resource development
3) regionalfarea offices management
4) CESAMOs/CESARes management

5) warchouse computer system development  computerizat
7 ' programming ion

6) PRONASSA design standardization
management

7) CENAMA operalion manual
development

8} SANAA management for waler
deceniralization reSQUECes

development

(3) Inthe scope of the health model programns
External technical and financial assistance for the health model programs needs o be

implemented in coordination with ACCESO project, which has becn assisted by Sweden
and USAID being integrated with projects of UNDP, AIDSCAP, and NGOs. These prajecls
will be proceeded in conneclion with the projects implemented in the scope of NMHP

mentioned above,
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human resources

financial resources

capital - operational
investment cost

1} Health
education/iraining
information promotion
center

2) Maintenance and
information cenler
3) CESAMOs/CESARes

CESAMOs (high
level}
4) municipality offices

management

training and éxtension
social participation
small-scale agriculture
development
nianagement
mechanical training
extension services
management

social participation
outreach programs
management
extension services
management

social participation

construction
of the
training
cenlers

construction

of the center
upgrading

upgrading

ACCESO
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8.5. Implementing schedule for external cooperation with urgent needs
Implementation of NMHP will include NMHP promotion at central government level,

hospitals, emergency clinics, warehouses of drug, cquipmen! supply and water/sanitation,
while area model programs are of SPS model, rural poverty model, urban poverly modet and

integrated area development model,

Restructuring of MSP will strengthen the policy making, budgeting, programming and
-coordination capability, and promote decentralization of health and health-related activities
to he health region, municipal government and communitics. Consultants group for this
institution building will be required. The following schedule shows outline of external

cooperation for the implemenlation of NMHP and area model programs.

exteinal cooperation by program 1956 - 1397 1998 1599 2000
1.NMHP .
1.1 Hospita) ’ A R
| e
1.2 Emergenccy clinjes FErmaat BRI e e o B ; e At
S
1.3 Warehonses {Logistics system) IS O r {//ﬂzm)//}a/%w%, ______ e m s
. borcommar o oh o FAEEE e S
3;' 1.4 Equipmeal (hospital CESAMO,/CESAR) e ' st g'.j',:i_,_‘ R
i H -
1.5 Water/Sanitation AT Y, e 1 LTI §_ S T
1.6 Acceso ’ e

2. Arca Model Programs
2.1 SPS modet
(1) ficalth promotion and information center K P, T IT T ]

{2) Reinforcement of CESAMO e T e ST ,E' TouTIin T

(3) Maintenancefinformation center for medical B S
[acili;iuandtquipmem TN N N

2.2 Rural poverly model
(F) Healthy village training and extention conter S i ETRREPGBGRRSAERER ]

. - g
{2} Commmnniiy members' accessibilicy to health PR S S N o
services I e A

;’I 2.3 Urban poverty mod¢l
{1} Promolion of social participation activities OB Y il

{2) Anareness and usilization of the kealth I SR SE S
SCTH’(?”!TH'OF’CI‘II (heprfmar)'!n'd T e T

2.4 Integrated area model e
remarks  amwwenmaA © O0-going project  zemamozzez :financial cooperation o7z itechnkeal cooperalion
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(1) NMHP
1) NMHP promotion at MSP centra! office
Technical cooperation will be required for implementation of NMHP. Consultant teams
dispatched from donors should be assigned in advisory positions for CONSUML. The team
members should be selected from international qualified candidates for smooth coordination

among donors.

Major fields of consultants are the health planning, hospital management, drug control
system, health education, operation and management training (medical equipment), AIDS
prevention, human resources development and heaith financing. Responsible persons of
MSP for the further implementation of NMHP will be provided with opportunities to be
trained in the donor countries and/or the third countries. This cooperation will include the

strengthening of the regional and area office of MSP and coordination activities with IISS.

1996 1897 1998 1999 2000

1. agreement FHIERD

2. preparation PRI

of TOR

3. contract . PErE
4. major works

1) health
planning

2) hospital
management
3) drug control
3 ). S‘ em : Fo G WEFR R R TR W SRR
4) health
cducation
5) 0&M
training

6) AIDS
preveolion
7) human
[e50UICes [ ey - b e e g i . RO WAL BT AT R
8) health
financing

WA S i A TR BTSSR R P S B e N R DR OO LD R DR IR R

AT £ 45 RA T ST IR AT AR W

O B T T W T R B P T A S N A R TR M AR T IR LR AT A S R S TR AR AR D
Gt AR A SR TR S SN SR TR AT

AR AT TS LU WA R TR S TR S A R e W TR MR PR PR AL

CRRTERE S AR LA L T RTINS WA LSS N

2) NMHP promotion by nationwide projects

{A) hospital ‘
Rehabilitation and expansion of the facitities will be implemented in the selected regional

and area hospitals wilh external financial resources. Technical cooperation will be

indispensable for the improvement of hospital management in addition to rehabilitation and
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expansion works of facilities. Administrative and financial restructuring of the hospitals

will be a target of technical cooperation as well as lzansfer of medical technologies.

1996 1997 - 1998 1999 2000

1. financial - physical
cooperalion cxXpansion
2. lechnical

cooperation

1) hospital

management

IR NE P S FNAT RN T L Sl F SR T TEE BULE IR I MRS IR R VLA 10

Loty Sich e S A R AT NE SE RS A EEMERH RS WAl I ¥ L REC-J A S o VR AW ]

2) 0& M P TEI T A N SE N WA AT R H
training
3) health EARIW TR BRI LR P BT By

financing

{B) emergency clinics ‘
Fstablishment of emergency clinics is the new idea for MSP’s hospital restructuring. The

clinics will be constructed by the Japanese Grant Aid and completed in 1997, Technical
cooperation will be required for realization of effective facilily operation. Major items of
technology transfer are to secure the qualificd health service and to change consciousness of

community members in the urban marginal area of Tegucigalpa.

An expert for emergency care will be dispatched after the construction of clinics.
Community members’ awareness and markeling proper use' of the newly introduced
facilities will be promoted by implementation of “model projects” in the urban marginal

arca in Tegucigalpa.

1996 1997 1998 1999 2000

1. financial

coaperation

1) basic design ey

2) detail design eI T

3) new o L E AR A N

construciion

2. technical

cooperation for

eme [gency cate T e Y 8 B LY SR I R T LN R r R T L N A AN R IO L D B RGOSR PR T
{cxpert) '

(C} logistics _ ‘ _
Drug warchouses have been established in the three service levels: national, regional and

area warchouses. : Computerization for stock control, distribution, and monitoring has been

being promoted under the cooperation of USAID as POSSS project. It remains still at



preliminary stage to start up the effective éyslem operation. Technical assistance will be
required to complete the developed system through POSSS (Health Sector 11).  Financial

assistance will also be extended for computerization.

1996 1997 1998 1999 2000

1. financiat
cooperation for
computes syslem
Iy covered area
of ILS.H

2) new areas

2. technical
cooperation for
computer system

LoRgese 2oty A

R SRR TR T AL ATUEND

1) covered area LT SRR SR SRR S

of HS1

2) new

in"(}du‘:‘ ion tO QL BLERE G T W I T T R T T RS e Al A A Y B R I e R
the other area -

(D) equipment | o _
Medical and non-medical equipment will be supplied to hospital, high level CESAMOs,

normal CESAMOs and CESARes for upgrading of the health service quality. Technical
cooperation for operation and management of these equipment will be provided in the heaith
model program for urban arca. Technical training should be implemented by experis

dispatched from donors prior to equipment supply to those health service providers.

1996 1997 1998 1999 . 2000
1. financial L )
cooperation
(B/D, D/D)
1) hOSpi tal PR AR AR IR S I R RIS RAEA DOTI L SR T R WSS T AT
2) high ]e\'el EERARECNI R FERITEET TSR LIS
CESAMO
3) CESAhi O LAsiapoty Joubl oo S e e e i
4) C["SAR OO0 T WT YA A BN A A
2. technical
Coopc ia l ion by LR E VTS NS A D ERRACSR AR N A R S B R D TR Ak R e v

experis : L . 'fg\{

(E) water/sanitation )
Water supply syslem has been established by donors; technical cooperation has been

provided by UNICEF in the urban marginal areas of Tegucigalpa. These syslems have
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significantly improved accessibility to water and contributed to the health improvement in

the communities.

‘The management systems of the water supply systems have been developed by
SANAAJUNICEF under the decentralization policy and have been transferred to the

mubicipal governments or communities.,

Financial and technical cooperation is expected to be expanded to cover all the uiban
marginal arcas of Tegucigalpa and then San Pedro Sula. External cooperation for the
establishment of waler supply systems in the rural areas should be implemented as part of

the integrated “healthy village” Mode! Program proposed by the Study.

External cooperation for the establishnient of water supply system in the rural areas shoutd

be also implemented as part of the integrated “healthy village” Model Pn-ogranl proposed by

the Study.

1996 1997 1998 1999 2000

1. metropolitan

area include.

marginal arca

I) financial M AR € I S DT T RS S TR AT T 8 2 AR i R I T MR
cooperation
2) technical
cooperation
2. other ateas
(small scale
cquip.)

l) ﬁnanc.ial . ' RPN NS RO R AN T L TR T R A O A 2 RETUHIN RO AT AR TR D LY SN
cooperation

2) ’EChn H:a’ L 2] Z'é% i F:-.Z-m”.'a;;’f R L a-“'}#?ﬁw L VR PR R .-*li’—w",‘.« AR R LS TR R RS U EE TR

cooperation

Ok R TR ey i e S - |

G A R L S B L G B L ST R T R T e R G I R SR LIRS I F R

3} Implementation of the health mode! programs

{A) program for urban area
{l) health promotion and information center {or AIDS prevention and information center)
This model project will contribute to establishing healthy city environment in San Pedro
Sula, It focuses on the cducation and training of leaders of communilies and municipal
institutions by identification of community needs, promoting inhabilants’ awareness (o
health services. Dissemination of information to health service providers and inhabitants

including health and health related cducation on AIDS prevention is also included.
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1996 1997 . 1998 1999 .. 2000

1. agrecment A
among donors

2. financial

coopcralion

1) basic design X
2} detail design ‘ ' samamy

3) new . CRRFSR LRI NS
construction
3. techaical
coopcration

ISR HTE T B A m&ﬂ'@."eﬁ&"txﬁ EENRINEW T L AR

4, 8PS health

un i 1 Eﬂ’mfz}f?ﬁi*?ﬁﬁ?ﬁﬁﬁﬁyi‘?iﬁﬂﬁ?‘iﬁﬁ@‘.'*.'.'—:Q-P?&Ti'l WENDIFREELERTIEID
stigngthening

{expert)

(1) reinforcement of CESAMOs
Some CESAMOs in SPS will be upgraded to provide normal delivery services in addition fo

ardinary health center activities in order to reduce the congestion in Mario Catarino Rivas
national hospital, which has brought about the inconvenience of pregnant women. Small

scale technical and financial external assistance will be necessary.

1996 1997 1998 1999 2000

1. financial
cooperation
{cquipment)
2. technical
cooperation
(volunteers)

EHTRBR TPV

GEES B TN A AN S S W R N T A A SRR R SA R Tl A

{1) maintenance and information center (for medical facilities and equipment)
This project will be financed by external technical and financial resources, which will

provide operation and management technology to the health service providers in SPS and
staff of CESAMOs/CESARGes in the Health Region 3.

1996 1997 1998 1999 2000
1. financial I :
cooperation
1) basic design < PN . g
2) detail design _ e

Anew ‘

construclion

2. technical _ .
cooperation ’ o A T N R S AR TR I AL N VR AT T R M SRR

(qxpcﬂ)

SR GRS T T SRS TR 0
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(B) program for rural poverly area .. .- y
{I} heaithy village training and extension center
Volunteers” team leader will be dispatched to activate community participation from
planning/programming/designing slages, technology fransfer during project implementation,

moni{oring and evaluation, and project operation.

Implementation of a comprehensive feasibility study will contribute o the effective project
formulation for developing “healthy village” cnvironment in the Dept. of Intibuc, which
will be a targel area of the program. Scrics of external technical cooperation will lead to

technology transfer by volunteer teams and financial assistance.

1996 1997 . 1998 1999 2000

1. financial
cooperalion
1} basic design ‘ &Fa

2} detail design ' ' enun
Iinew - o
construction
2. technical
cooperation
a. expedd

b, voluntears
3. feasibilily
study

[ alsoot.cent i felediShataetai falan ot it 3 |

&R AR N AL P A A R L R SR A R M R L VR TR AT R TR BT

AR ERAE I TR LT

b

BT TN A LR R S0 e T R SN B

L PN T R R vyl e ey S ]

() improvement of community members' accessibility to health services
Effective use of the area hospital and materaal inn will be promoted for the improvement of

accessibility through volunteers’ activities.

1996 1997 - 1998 - 1999 2000
1. financial - )
cooperal ion . Lt Rt L R e
{equipment)
2. technical )
L . [T LR S, 13 TR T AR TN
cooperalion
_{volunteers)

{C) program for urban poveriy area

{i) promotion af social participation activities (Health Promolion and Information Center)
Coordination among projects implemented by NGO and/or cominunities will be promoted

in aorder to integrate their activities into accomplishing the common goals of health
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promotion of community members through smooth and timely introduction of financial and

technical assisiance of donors.

This project will contribute to identify actual tocal needs and provide information to

communitics and communily members as well as health service providers.

1996 1997 1998 1999 2000

]' ﬁnanC|al A3 AT AR TR AR AT R

cooperation

2. technical

cooperation .

1) cXpe il B FATE é‘iﬂi?!ﬁ--’t&) AT R AR U AR SR PN Y AT R AN R S e
5 ) volunteers [LE Lol s D f L A A X R ST E s AR £33 ]

() improving awareness and utilization of the health service network in the primary level
This project will contribule 10 promoting referral system in the primary health level and

marketing of proper use of the emergency clinics, for which the basic design is currently

being developed with financed by the Japanese Grant Aid.

-1996 1997 1998 1999 2000
1. financial '
cooper ation RTINS TSI LS
2. technical
coopeiation
1 ) expert ARG AT R LR LR R T N AT £ B B T T SRR T T L AR IS

A R S T R R D e Wk e B AR LA RS R IR R RN S I A I RIS LT

2} volunteers

(D) program for integrated development area
A theoretical model for the optimum resource allocation will be developed, which will be

applied for prioritization of health problems identified by the DALY model - and
programming, based upon cost and effectivencss of the selected programs for problem
solution. Consensus on applying this concept should be oblained before implementation of

rescarch and further studies.
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1996 1997

1998 1999

2000

1. financial
cooperalion
2. technical
cooperalion
1} consensus

2) preparation of
TOR

3) research and
programming

4) data base
development

5) application for
resousce
allocation

G AR RIS SR e A T T R A

S AR

ORI NGRTR I

Eepr

SR R I R RN ST
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CHAPTER 9

CONCLUSION AND RECOMMENDA TION



9. CONCLUSION AND RECOMMENDATION

Eleven priority health problems were identified through the workshops and the discussions
with Coordination Committee for the Study during the Phase I Study. The fifteen strategies,
which are the componenis of National Master Health Plan (NMHP), were selected and
authorized through iihe workshops and Coordination Conlﬁliltée during the Phase 1l .Sludy.
In Phase 111, model areas for the NMHP were selected to prove the reliability of the plan and
lo propose arca-wise master lﬁlans developed for implementing NMHP. The

implementation program for MHP and external cobpétalién is proposed 'by the Study.

9.1. Priority problems _
1) Infant Mortality Rate (IMR)

2) Maternal Mortality Rate (MMR)
3) Malnutrition

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

6) Vector-borne diseases

7 Accid_ehls ,

8) Violence s

9) Chronic degen'erativc diseases
10) Environmenlal health

11) Occupational health

9.2. National Master Héalm Plan

(1) Strategies related to context
(I3 Alleviation of poverty
* Institutional strengthening for promoling community activities
* Coordination of municipal development plans and municipal health plans

* Provision of training and information services «

() Access to foodffood security
« Institutional stréngthening for promoling community activities

* Improvement of production, marketing, transportation, and information system
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Strengthening of health and nultmon educallon sys!cm _
Strengthening of hnkag,c with NGOs for devclopmcnt and managemenl of small-scale

" agricultural projects

(i) Access to water and basic sanitation
Ranonahzalmn of control and managemcnt of waler fesources among institutions

conoerncd ‘

Reinforcement of protec{idn and control of water resources

Support of regionat and municipal dcvelop'menl plans that anticipate walér and sanitation
needs |
Transfer of technical and managerial capabilities to the municipali_liesr _

Maintenance of water/sanilation network through implementation of cost-recovery
mechanisins

Education on environmental and health impact of water and sanitation

Suppeort for development and functions of local water boards

(IV) Legal and institulionat context
Reinforcement of relevant regulations and strengthening of local government

management capability through sustainable development of ACCESO project
Follow-up of procedures to ensure full transfer of national funds to municipalities
Strengthening of inter-sectoral coordination with municipalitics and agencies concerned

for health improvement

(2) Strategies related to household and community behaviors
{1) Reduction of illiteracy
Incorporation of “iransversal axes”, including health and hygiene
Improvement of living and wérking condilions for teachers
Implementation of National Education Plan for Vocational Development of Young and
Adults , _
Promotion of contacts with teachers for joint activities in health-related education and
training |
Inclusion of health, nutrition and income generation rela'le;gi contéﬁ_t_s in co.m:munily-lcvel

Promotion of adult education aclivities (women’s group)
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{1 Improvement in health education interventions
Inter-sectoral cooperation and effective use of multi-communication system

Increase of regional or local capacity to elaborate, produce and evaluate educational
maferial

Training of staff in use of educational material and interpersonal communication

" Implementation of health education campaigns

Promotion of contacts with teachers for joint activitics in health-related education and
lraining

Promotion of working with women groups and other communily organizations in

development of community projects and education activilies

(1) Improvement in social participation
Jmprovemerit of the formal process and systems for social participation

Jmprovement of the environment to foster sacial participation
Development of community pacticipation in elaboration of municipal health plans
Education, training and information provision for institutional sirengthening of

communily development committees

{Iv) Reduction of fertilily rate
Periodic revision of existing population policy and integration within other important

aspects of human development
Provision of family planning information and services to persons and couples willing to-

delay, space or reduce their pregnancies

(3) Strategies related to health services deli very-

() Access to health services
Improvement of cultural and physical accessibitity linked with ACCESO project
Physical expansion of facility network : community-based support facilities, CESARes,
CESAMOs, CMIs, areafregional hospitals, low-risk maternily services
Improvement in current problem-solving capacity : Community manageinent, assigning
two health persons per CESAR, delivery of Basic Health Package and movement of -
personnel, improvement in problem-solving capacity of CESAMOs, emergency care and

improvement in problem-solving capacity of arca hospitals



Improvement of transport and transport financing mechanisms

(th Management of facilities and organizations
Implementation of decentralization of management of health services

Establishment of streamling administralive procedures

Strengthening of management capability and quality control mechanisms in hospitals
Effective inclusion of hospitals within network of health services and reinforcement of
intcgration with their surrounding communities

Strengthening municipality-based Health Information System

(11} Improvement of referral sys_terh
Strengthening of social participation

Improvement of problem-solving capacity at primary care level

Appropriate management of refesred patient through priority attention and use of counter
reference mechanisms

Improvement in secondary and tertiary levels of care

expansion of low-risk maternity facilities and reinforcement of area hospitals

Proper use of the referral system of maternal and emergency care providers

Coordination with MSP and I{ISS

(v} lmprdvem ent of drug Ibgistics system
Implementation of essential drug policy

Assessment of national pharmaceutical industry
improvement of procurement system
Sustainable development of the POSSS
Improvement of distribution and delivery sys!clln
Improvement of rational use of drugs

Increase communily involvement in drug management

(V) Maintenance of facilities and equipment
Restructuring of PRONASSA and CENAMA

Standardization of facility design and equipment specifications
Establishment of the sggional maintenance center
Establishment of training center for facility and equipment maintenance

Outside service contracting for maintenance

94




(W} Human resource development
» Definition of new role for normative divisions

s Personnel training plan elaborated at regional and area leve), based upon epidemiotogical
and organizational assessment

+ Selection of public health managers

. Pmmotlon of preventwc concept of health services and prcparauon of better.fulure heallh

© resources in responsc to work site demands |

* Facilitaling wo‘_rking conditions of iechnically competent personnel working at the |
peripheral levels of the health system _

* ' Steengthening community parﬁ(:ipalion in elaboration of training needs for health
personnel through improved development of municipal health plans

* Identification of suilable persons for training in public health fnanagémenl

{vil} Health financing .
* Expansion of cost-recovery aclivilics of Hospital, or public health service providers

» Implementation of raises in IHSS salary limits together with administrative reforms and
plan for improvement or expansion of serviccs
. Dwelopmenl of IHSS coverage outside of Tegucigalpa and SPS undcr specml

agrcements with existing pr0v1ders

9.3. Model Health Prograims
{1) Program for urban area
{A) Goals and targets
The goal of model health program is to promote the concept of “healthy city”. The citizens’
participation of commitment on the issues relating to their life, health and well being is

essential for both planning and implementation.. Aclive social participation in heaith

aclivities is also needed.

(B) Model projects

( Model p’roj'eét 1 : Health Promotion and Information Center
The Health Promotion and Information Center's functions are to reinforce and to coordinate
the efforts in health promotion and disease prevention aclivities including HIV/AIDS

problems in SPS 'City and ‘surroundings. The Center will be controlled by a Board of
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Directors made up of representatives of the municipality. and Health Region 3. A

Coordination Committee will be organized with 1SS, NGOs, donors, etc.

{ii} Mode! project 2 : Reinforcement of CESAMOS’ Functions

The major functions are to improve access to primary health care services and o improve

quality of services in birth delivery and emergency care at the national hospital by reducing
its overload. The Melropolilan Area Office, Health Region 3, and the municipalily will be

responsible for the operation of CESAMOs with systematic coordination.

(i1} Model project 3 : Maintenance and Information Center for Med|cal Faciities and
Equipment

The major function is to dcvelop a model for maintenance system in Health Reglon 3 linked
with the national center of PRONASSA and CENAMA.

(2} Programs for poverty area
1) Program for tural poverty area

(A} Goals and targels
The goal of the model health program 15 to promote prcvenuve health awareness and to

develop a “hcallhy village” model for the enllre population llvmg in the catchment area of

the La Esperanza Hospital.

(B) Model project
The model program is composed of the following two model projects.  These two model

projects are to be inlegrated to function as the core projects for developing the “healthy
viltage” model. These core projects can be implemented through technical cooperation
utilizing the existing facilities following the implementation plan proposed by the Study.
However, in order to extend the “healthy village” model to the entire area of the Dept. of
Intibucd, the feasibility of iﬁprovclnent of health and health-related infrastructure, hospital

management, income generation projects needs to be sludied.

{I) Model project 1 : Establishment 6! “Heaillhy Viflage Training and Extension Center”
The major functions are lo promote community aclivilies by establishing basic facilities and

institution building for community development organizations, to improve communily,

members’ cultural accessibility to health services, and to improve nutsition conditions and



income generation opportunities. Implementation organization will be MSP Health Region
2 with coordination aniong the Dept. of Intibuca, Municipal gbvcmmcnts, AMHON, Sec.
RRNN, SEP, SANAA, FHIS, PRAF, BANADESA and ACCESO project.

{I) Model project 2 : Improvement of community members' accessibility to health services
The major functions are to promote preventive health awareness among the communities

and to improve acccssibilily to health services. Implementation organization will be Health
Region 2 with coordination among the Depl. of Intibuca, Mumcnpal governments, AMHON,
SEP, FFIIS, PRAF, ACCESO pro;ect ' '

2} Program for urban poverty area

(A} Goals and targets
The goals of the model health program arc to improve the access to preventive and

emergency care at the primary level, and to contribute to organizalion and unification of

communilies in the marginal areas by strengthening social participation in the urban

ﬁmrginal area in Tegucigalpa.

(B) Model projects
{} Model project 1 : Improved actions to promote social participation activities
The major function is to create a receplive environment for promeoting social participation
activities in the communities by institutional strengthening of the Metropolitan Health
Region OffICf: lmplcmentatlon orgamzalmn w:ll be thc Metropolitan Health Region with

coordination among municipality, AMHON SEP, FH[S PRAF and ACCESO project.

{1) Model project 2 : Improvement of awareness and utifization of the health service
network in the primary level '

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

AMHON, SEP, FHIS, PRAF and ACCESO project.



(3} Program for inregratéd development area
(A) Objectives
The objectives are to develop the theoretical model for problem s prioritization and to
conduct programs selection by cost-effectiveness in Health Region 7, and this model will

provide basic information for policy making, coordination and budgeting.

(B) Prioritization of health problems
Disability-Adjusted Life Years lost (DALYS), has been dcvelopcd to measure the impact of

premature moilality and morbidity caused by different health problems in a parlicular

setting.

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

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

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

causes which are difficult to record, such as vnsafe pregnancy or aboriions.

(C) Strategies for health improvement
{I} Programming
For each cause, the most cost-effective interventions have bccn ldentlfzed logelher with an

cstimate of the range of cost per year of reduced mortallly

{1} Realth Financing
Two maijor lines of action have been identified for unprovcmcm of lhe fmancnal structure

and services mix of IHSS and ¢xpansion of revenue generation through cost-recovery in the
MSP.

(D) Application of the developed mode!

{i) Data coltection for problem identification
Further survey will be required to develop accurate moded in estimaling specific YLL and

YL.D. It should be regularly updated.
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(i) Programming
11 priority problems and 15 strategies should bc carefu}ly (‘Onszdcrcd into area-specific

program for efficient resource allocation.

{Ith Planning sysiem
Programming and budgeting system will be eslabhshed based upon the theoretical base of

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

be also considered in system building.

9.4. Implementation Program

(i) Stage-wise restructuring of health-related instifutions
MSP central level will focus on policy making, programming, budgeting, standard setting,

supervising, and monitoring. The current MSP’s functions of managing and operating
individual programs and projects will be decentralized step by step 1o the health regions and
to municipal authorities considering their capabilitics. The nationwide restructuring of
health service institutions should not be implemented in a short-term range without gaining
consensus of various levels of health service providers and users. In addition, a
coordination system among MSP, 1HSS, other governmental agencies concemed, NGOs,
and donors will need to be more emphasized and strengthened both at central and local

levels.

(A) Short-term (target year 2000} :
+ Political dialogue among the health-related institutions;

+ Policy making and programming for decentralization within MSP;

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

* Development and implementation of model projects included in the health mode!

programs.

(B} Medium-term (target year 2005)
* Monitoring and cvaluauon on the projects of i lmprowng managcment abrlmes of each

institution within the scope of the NMHP fiftecn slratcgnes
¢ Monitoring and evaluation on the cost- effectiveness of model pr0jects which will be

provided by the model programs;
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» Expansion of the target areas based on the feedback.

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

(2) Human and financial resource allocation
Basic principles for human and fmancnal resource allocation will be summarized for the

respective health service prowders as follows:

(A} NMHP
{) National hospital and emergency clinics
Qualily of the aational hospital services will be upgraded through strengthening of referral
function of primary and secondary health services, which contributé to improve ac‘ccssibiliiy

to institutional health services.

{ll} Regional and area health office
Decentralization will be promoted by institutional strengthening of municipal government

and communily parlicipation through managerial and technical support by the MSP health

region and area offices. In order to improve the service quality and accessibility, mobile

outreach services by CESAMO staff, double-staffing in CESAR will improve service

quality at PHC level.

(1) Warehouses _
Computerization for drug control systems will be strengthened in central and regional

warchouses, and be developed as nationwide drug control network system in the long run.

(V) Physical expansion (PRONASSA}
PRONASSA will have its planning/programming and monitoring capacity steengthened.

Effective utilization of private sectors will be promoted. PRONASSA will also develop

designing building and equipment for private bidders.

(v} Management of fam!:tses ! equm ent (CE NAMA)
Operation and imanagement of iraining aclivities witt be decentralized to reglonal/area

health offices. Simple daily operation and mamtenancc will be lmplemenled at each
CESAMO or CESAR level. CENAMA will function &s 'plannfhg, programming and

monitoring body for operation and maintenance of facilitiés and medical equipment.
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(Vi) Wateifsanitation (SANAA)
SANAA functions for management of water supply systems witl be transferred from direct

intcrvention to municipal or community participation method. Decentralization will be
much more accelerated through slrenglhenmg of managcnal and technical capacity of these

local management bodies.

(B) Model programs
{1) Health prorﬁotion center for education, lraining and information
Poverty area: for inhabitants, heallh service providers, municipal governments and donors
in the urban marginal arcas in Tegucigalpa and the poverly area in the Dept. of Intibuca,
The center establishment project and the accessibilily improvement project should be

integrated for niore effective project implementation.

(1) Upgrading of CESAMO {quality of services)
Accessibility to health services will be improved by training of health staff and community

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

acltivities.

{1y Regional center for facilities/equipment mainteriance. training and information
Key staff of O&M will be trained through training courses of this program al various levels,

Empldycrs of private sectors will be also provided with technical services. Target groups of
training will be staff from CENAMA, hospitals and health regions, municipal governments,
CESAMO / CESAR and communities. For the privatization of O&M, technicians of private

sectors will be future target groups.

(3) External cooperation
(A) MSP restructuring _
Consultants’ group for institutional bunldmgs will be required through external technical
cooperation. Development of data base about the health and health-related information is
also contribute to the institutional restructuring through application of the survey method

‘developed by the Study.
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(B} NMHP
{} Hospilal _ o
Physical expansion and upgrading of management capabilities will be promoted to achieve
effective use of the limited hmﬁan and financial resources. Rehabilitation of the regional
and arca hospitals needs o be funded by donors and technical coof)eration. Hospital
management will be the most prioritized issue for improvement of hospital services.
Construction of new hospitals will be feasible in the medium and long-term basis through
encouragement of 1HSS restructuring, .MSP cost recoverjr and | referral function

improvement.

(I} Emergency 6!i'nics
Establishment of the emergency clinics is the new idea for MSP hospital resteucturing. The

first trial will be promoted by the project with Japanese grant aid for construciion which is
now being designed in Tegucigalpa. Technical cooperation will be required for effective
operation of the facilities. Major points of tcchnology transfer ate to secure and to lrain the

qualified health staff on the new clinic management system.

(i} Orug supply
Drug procurement will be centralized because of economy of scales and efficient drug stock

control and disiribution system.  Drug warchouses haifc _ been established and
compulerization of logistics has been implemented under the cooperation by USAID as

POSSS project. Technical assistance will be contribute to completion of this system.

(V) Equipment
Medical and non-medical equipment will be supplicd to MSP health providers for upgrading

of their health service quality. Technical cooperation for operation and management of this
cquipment will be provided in close linkage with SPS model project. In the long-(crm plan,

operation and maintenance services will be privatized.

(V) Watet/sanitation
¢ Urshan area '

Water supply system has been being established by donors and technical cooperation
provided by UNICEF in the Metropolitan areas in Tegucigalpa. Management system
developed by SANAA and UNICEF will be transferred to municipal governments or
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communities. This system has significantly contributed to health improvement of marginal
arecas in Tegucigalpa. Financial cooperation is expected to cover all of the marginal areas in

Tegucigalpa.

* Rural area

External cooperation for the establishment of water supply systen: in the rural areas should
be implemented as a part of the integrated “healthy village” Model Program proposed by
the Study. |

(C) Mode! progrénis
{} SPS model program
a) Health promotion and informalion cenier
PAHO and USAID are leading donors for international technical cooperation in Cenlral
America regarding AIDS policy.  Agreement for international technical and financial
cooperation among agencies concerned will be indispensable for sustainable development of

this center.,

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

technical/financial assistance from foreign countrics.

¢) Mainterance/information center for medical facilitias and eqmpmenr
‘Technical and financial cooperation will be required to establish the regional center for

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

operation and maintenance of medical equipment.

(i) Poverty model program
Technical cooperation will be intensively 1mplememed through the following two types of

cooperation.

© a) Healthy village lraining and extension center and community members' accassibifity to
heatlth services

Volunteers’ team will ‘be dispatched and the Feasibility Study (F/S} will be proposed to

establish an integrated and comprehensive “healthy village” model in the Dept. of Intibuca.



The model program is composed of the following two model projects, These (wo model
projects are to be integrated as the core projects to realize the “healthy village” concept and

extend it to the ¢ntire area of the Dept. of Intibuci,

b) Promotion of social participation activities and awareness and ulitization of the health
service nelwork in the primary level

Technical cooperation will be proposed to support emergency c!lmcs and Hospital San @

Felipe.

(1) Integrated area model program
Technical cooperation will be required to implement further study including data collection,

dala base development, and model programming.

9.5. Fellow-up Action
The purpose of the Study is to formulate “Long-term Master Health Plan (1996-2010) and to

transfer the developed planning methodology to the Honduras Government.

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

implementation of the Master Health Plan (MHP) 'ﬁ

(1) To organize the Comumnitiees for implementation of the MHP

(A) National Committee

Function : Coordination at the central level
Members : MSP, IHSS, SANAA, RRNN, SEP, SEDA, SLCPLAN private scctors {(NGOs,
associations etc.)

(B} Regional Committes
Function : Coordination at the local level

Members : Health Region, Department Government, Municipal Government, private sector
{NGOs etc.} and communities

{C) Coordination Commitiee with donors

Function : Coordination of external cooperation - ' : ' B
Members : MSP and donors . ;%

(2) To identify the long-term and the urgent needs
Long-term needs : Restrucluring of institution and management in the health and health-

related seclors
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Short-term needs : Sustainable development of the existing programs/projects and modet

development

(3) To execute the skort-term programs/projects to meet urgent needs
(A) NMHP
+ upgrading of hospital management and physical rehabilitation
* sustainable development of drug control system
* cquipment supply 1o hospitals and control system

* sustainable development of water supply and sanitation control

{B) Model programs :
» designing of the Health Promation and laformation Center in San Pedro Sula

* Feasibility Study of the “heéllhy village” development for the rural poverty area in the
Dept. Intibucé

¢ data base development based upon the integrated area mnadel in Health Region 7

(4) Follow-up study in vertical approach
Specific measures for the vertical line, such as vector-borne diseases, dental health,

tuberculosis, laboratory tesling and disaster control etc,, are not covered in detail in this
comprehensive master plan. A follow-up study of this master plan on these matlers is

expected 1o be conducted by agencies concerned.
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Figure 4-1 Maternal mortality rate by department
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Figure 4-2 Levels of malnutrition in children under & by health region
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Figure 4-4 Number of cases of vector-borne diseases by reglon - 1895
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Source : Proyecciones des Poblacion de Honduras por Sex y Edad 1988

Figure 4-5 Population projection 1974 - 2010
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