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EXECUTIVE SUMMARY

This is the second external evaluation of the Health Sector I Project of the Agency
for International Developwent and the Ministry of Health, Honduras. (Project No.
322-0153)., The Project Agreement was signed in July 1980. The PACD was then set
for July 1984, The PACD has sinc: been extended twice, the first time to Deceaber
1987 and more recestly to Juoe 30, 1988.

Project Goal: To improve the hsalth status of the Honduran population.

Pro ject Pu52§lnz To increase the effectivenass, efficiency, coverage and use
of t

alty care systes.

Evaluation Coverage: The Project works with a formal set of targets and
objectives that are monitorsd. These were assessed. We also considered
overall achievement apart from these and addressed questions of
iustitutionalization and adequacy of Project components and strategy. Field
observations involved visits to four of the eight health regions. Over 100
people were interviewed and frequent meetings were hald with Project staff.

Conclusions

1.

2.

3

3.

Certain suasureable health characteristics of the Hondurai. population have
shovn improvemsnt. Morbility from immuno-preventable dise..ses has daclined
over the life of the Project, although measles wvas still a serious problenm
in 1983, It is probable that the inciderce of malaria has dezlined. Infant
sortality showed a consistent decline between 1967 and 1981. (Estimates for
more recent years will be available in 1987).

The MOH priority programs are consistent with the international child
survival strategy. The MOH has been committed to this approach for over a
decade and has made substantial progress in expanding coverage and improving
services.

Tne Predect srteteryv of coacentrating its inputs and activities primarily on
sdzizielvative support ant zanagezent evstems that contribute to the overall
capacity ic iesplement and gustaiz priority programs continues to be
appropricte, and provides sufficient basis for the Mission to design a
follow-on pro ject.

Administrative support systems have improved under assistance from the
Project. Exasples include establishing a cold chain maintensnce system and
8 natlional procuremant and supply system for medical supplies.

The creation of a special commission to deal with procurement and supply has
resulted (7 cnet savings. Otherwise, cont contzinment has not been
systematically addressed.

DEVELOPMENT ASSOCIATES, INC. o



é.

7.

9.

10.

1.

12.

13.

L.

The Ministry has demonstrated interest in developing information systems for
4 number of management areas and is moving on {zplementing thase. Other
BAnAgEmAnNt arnas ars also raceiving increasing attention. Artemtiot is
largely concentrated on ths central level. Attempts to izplesent local
programming have been mixed.

Training,. supervision and the rationmalization of the MOH supply systes (all
supported by the Project) have led to the provision of mors useful health
services at ths health center and comsunity levels.

Evidence of improvement in the regions is seen in the servize capability,
comsunity worker education and area-to—health center supervision.

Promotional and educational campaigns supported by the Project have resulted
iu increased awarenass of health services and appropriate tresataant on tha
part of tha population.

The complexity of the Project, involving so nazy discrete components, has
peraitied wide latitude for the Prolect to work with targets o opportunizy
azd to continue working when obstacles to impiesentation energed.

The other side of this (#10) 4s that, because there have been so 34Dy
targets of opportunity, thers has been a lack of follow=-through on some
basic elements of the priority componsnts. These include, among other
things, devalopment of adequate supply storage capacity, creation of basic
iafommation systems and ensuring supervisory follow-up batween levels of
service aad sanagemsnt.

Cost recovery efforts have lagged, although positive stops have been taksn.
This i{ssus appears to be ths victia of the excessive pumber of Project
componsurs, and the MOH's countarpart problems.

Tha Project's financial sustainability, assuming a gracdual declins i3 ADD
funding, s questicnable. The GOH in general, and the MOH {n particular,
both seem very committed to the Project's goals and objectives. This will
be negated, however, by recent financial commitments to physicians, by means
of the "Zstatuto Medico,” and the geucral =ising costs of hospitals.

Recommendartions for the Rnninit_x’ life of tha Pro {ect

Specific recommendations for each of the Project componants and subcomponsnts are
contained ixu Section VII of Part I of the raport. The following are mors general
in oature.

Priorities should be establisbed so as to reduce tha auamber of Pro ject

activities. This would result in a bettsr and mores efficient utilization of

DEVELOPMENT ASSOCIATES, INC. cecmmmm
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2.

3.

S.

7.

8.

Data should be available where thecy can be used. There is s need for
individual programs to have direct access to data-processing equipment.

This can be done by placing micro-cumputers in the various offices and in the
Tegions, and teaching staff to utilize them as a management and planning
tool for their specific needs.

Questions of mansgement and administrative support capacity should be
addressed forthrightly and monitored more closely. These would include:
(a) quality of operation plans and adherence to thoee plans; (b) decision
uaking and responsiveaess to probleas; (c) reporting mechanism and quality
of reports; and (d) management and administrative efficiency and
effectiveness monitoring. The monitoring of quantitative activities and
outputs should be phased over time so that the MOH can take over these
responsibilities.

Serious attention should be given to finding alternatives to implemsntation
tactics vwhere obstacles to progress remain significant. For example, where
warehouse and workshop construction is held up, consideration should be
given to the purchase of buildings; where vehicle maintensnce appears
unnapageable, the MOH should seek means of contracting with private agencies
for the maintenance of vehicles and medical equipment.

Steps should be taken to give the PCU a more direct role in Project
implementation. It should .ave the authority to require coampliance with
planning and reporting requirements. :

The MOE should be pressed on its agreement to implement cost contsinment
measures for hospital operation and rost recovery for health centers.

AID and the MTH should renmew efforts to provide long-term training for
managesent staff, both in the central office and in the regions. Training
should emphasize management and- public health administration.

To ensure that there will be continuity of funding and operations, a Project
Yeper for the sequel to this Preiect should be prepared no later than

June 1987, CSince the MOE is aware of AID priorities and knows well its own

neecs, t.e Minfistry should assume grecter Tesponsitility for preparatior of

a preliminary proposal.

12590/8.86

DEVELOPMENT ASSOCIATES, INC, e



http:1259D/8.86

A.

INTRODUCTION

Purpose of this Evaluation

The objective of the evaluation is to assess the impact of the USA;D/Gov-tnlcnt
of Honduras Health Sector I Project, for which the Project Agreement was signed
in Juiy 1980. A second report based on this evaluation offers guidance and
recommandations to both AID and the Ministry of Heal“h regarding a follow-on

pro ject.

This is the second major external evaluation of the Project. Thare was also an
internal evaluation (in 1986) along with several audits and ad hoc assessments
during the life of the Project. The previous external evaluation was conducted
by Westinghouse Health Systems in 1983.

Origioally, the Project was to have run through July 1984, It Las since been
anerded and extended through June 30, 1988. This evaluation is considered an
early "final evaluation™ and is conducted at this time because ths Mission
vants to assure continuity between the present Project and one that is expected
to follow as soon as this one expires.

Evaluation Methodology

In conlucting the present evaiuation, the tean has focused on the resulzs of
the Project to date. We began with the "logframe” that was included i1 the
scope of work and procaeded to aseess impacts and other P:oject outcomes. This
vas all done in snticipation of preparing the second report that deals with
recomendations and guidance for tha sequel to Health Sector I. With that in
mind wve have also made recommendations (see Fxecutive Summary and Chapter 7)

for the remaining life of the Project.

The team comsulted extensively with r?ficials in the USAID, the Ministry of
Health and other GOH agencies in Tegucigalpa, with all resident technical
assistance personnel, and with represantatives of international and dilateral
agencies. Ve also visited four health regions to obserw administrative and
service operations.

DXVELOPMENT ASBOCIATES, INC, et
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c.

The team bad access to Project documsntation prodiuced by the MCH, Managemsnt
Sclences for Health, USAID/Honduras, as wall as other aatarials relevaat to
health and health programming {n Honduras produced by these and other
organizations.

Two menmbers of ths team participated in the Pro ject Interi il Evaluation
conducted in May of 1986.

At the request of the AID Mission we endeavorad to involve thoss responsible
for the Project in the evaluation process by continuously consulting with
responsible Ministry officials, technical assistance parsonnel and USAID staff.

At least two evaluation team members attended weekly program stass meezings to
TepoIt on activities and to odbtain guidance. Persons from AID and MSH also
attended several daily sessions with the team.

There were also larger msetings, attanded by persons from AID, MOH and MSH, at
vhich preliminary finlings and recommendations wers discussed at length and
guidance was provided.

The process of such participatory evaluation is tiss-consu.dng for all
parties. Thr vesult is & largely, but not wholly, collaborative product. This
shouwld rasult in better understanding of the evaluation by all concerned

parties.

Pravious Pro Ject Evaluations

Pravious evaluations of Health Sector I included a aid-Pro ject evaluation dons
by Westinghouse in 1983. Birch and Davis Associates conducted an
administrative analysis, focusing on Pro ject recurrant cost and techaical
aseiscance in Juna 1984.

The Westinghouse evaluation concluded that, while the Project wvas behind
isplementation schedule, {ts basic design was still appropriate. A
reprogramming of resources was conducted, iocluding a number of changes
tecommended in the 2eprogramming Document, comsisteat with an overall

Tecommendation that the naxt phase of the Project concentrate on the
consolidation of critical systems. These {ocluded ssnagement and planuing,

DEYELOPMENT ASSOCIATES, INC, seummmmd
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logistics, maintenance and supervision, and other high priority technical
health interventions. The evaluation recommended that the Project not
diversify into additional areas such as oral health.

Specific suggestions were made for scaling back the proposed activities,
particularly in view of limited absorptive capacity on the part of the MOH.

The major recommendations were as follows:

l. Certain Project sub-components (such as Rabies and Sexually Transmitted
Diseases), which are no longer of high priority to the MOJ, should be
reconsidered and possibly eliminated.

2. Core Project activities (such as Logistics, Management and Planning, and
Maternal and Child Heslth) should receive more intensive effort during the
remainder of the Project life.

3. AID should move swiftly and decisively to ensure that the Government of
Honduras creates and fills the permanent positions critical to Project
implementation and sutainability.

4. Short-termm technical'aasistance in specialized areas should be used flexibly
1n support of Project components such as Malaria and Maintainace.

5. Steps should be taken to ensure that the PCU's coordination of financial
aspects of Project implementation is complemented by adequate technical and
programatic coordination. Originally planned as the Tesponsibility of the
GCEDI, this function does not appear to be adequately carried out, to the
detriment of the Project.

€. AID shoulcd acopt formalized implementation strategies, identifying criticel
activities, dates anc responsible parties, which are then monitored
according to a PERT Cnert.

7. An AID Project support officer should be assigned to the Project on a
pernanent basis to reinforce the technical management.

8. The Project should be evaluated on a regular basis, and evaluation should be
included as a management tool as part of the "Managenent and Planning"”
component of the Project.

The Mission and MOH acted on these recommendations and the amendment to the
Project Paper dated 11/29/84 reflected most of the recommendations.
Specifically, the Mission and MOH implemsnted recomsendations 1-5 and 7 and 8.
The Mission did not act on number 6 since it felt that because of unpredictable
faczors iuvolved in Project implementation a PERT Chart would be of limited
value. The Mission-did respond by monitoring the Project based on

DEVELOPMENT -ASSOCIATES, INC. cecmmemd
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the logical framework objectives. This evaluation focuses on the achievement
or non-schievesant of stated objectives of this Project as well as their
relsvance to implementation.

The 1984 Bizch and Davis administrative evaluation of the Pro ject had several
recommendations to offer, iacluding the following:

The MOH sbould divert funds from hospital construction to primary health
care;

Batter donor coordination should taks place to ensurs effective use of
donated funds;

Alternative funding for primary health care costs through user fees
should be implamented;

Taere szould be more use of short-term TA funds; and

An automatsd information system should be implemsnted.

The evaluation concluded that the MOH had & strong commitment to Bealth Sector

I, and

that AID should msintain a flaxible stance to accommodate changing

economic conditions 1a Honduras.

12600/8.86
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A,

1. THE HONDURAN CONTEXT

Social and Demographic Characteristics

Politics: Honduras has a democratically alected president. The most recent
election occurred in late 1985 and the nev President took office in January of

1986.

With each new president, there are dramatic changes in perscnnel throughout the
government including those in charge of technical offices of the various
ministries. These changes always disrupt priorities and threaten the progress
of ongoing projects. The most recent election is purported to have besn less
disruptive than others, but changes are still being felt throughout the

government,

Current political unrest in the neighboring countries of Nicaragua and E1
Salvador is a focus of both Honduran and broader international concern. Much
of the economic support provided to Honduras now comes with the expactation,
especially by the United States, that it can buttress the Honduran Govermment,
and reduce threats to its stakility. Over the period 1986-1989, AID is
programmed to provide atout $600 million in all types of economic aid.éj

Iconomv: Since 1984 economic performance of Honduras has been fair although
unspectacular. The key to positive growth in both 1984 and 1985 was ESF
funding. Without such money, real growth would have been negative. The
principal economic activities of the country are agriculture and livestock
production. This year promises to be a good one for bananas and coffee, the
two major export items. Thase increases, combinsd with an attendant declinme in
the price of imported oil should foster further economic recovery.

There has been improvement in the production of other cash crops in recent
years. National impact of this remains limited but in some areas it has
improved the economic level of communities.

E/FY 1988 Action Plan for Honduras, May, 1986
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Honduras' capacity to produce finishad goods is very low and ths direct
economic impact of such exports is slight for the great aajority of the
population. USAID estimates of uneaploymsnt for Honduras ars 25-30 perceat.
The newspaper, El Heraldo, of June 5, 1986, estimated unssplovmant to be 41
percent, or 900,000 persons.

Population: The overall population growth rate for this decade is estimated to
be 3.4 percent by the National Council for Economic PFlanning (CONSUPLANE).

Cata more recent than ths 1974 census suggests that this estimate is probably
high, since there has apparently been a decline in fertility in ths past twelve
years. CONSUPLANE estimates further that there is an urban=-rural growth
disparity, 5.5 percent and 2,2 percent per vear respectively, due largely to
nigh rates of outmigration Irom rural areas.

CONSUPLANE estimatas that in 1985 approximataly 60 percent of the Honduran
population lived in rural areas, while 40 percent resided in urban arsas. The
two aajor cities Tegucigalpa and San Pedro Sula alone account for over 25
percent of the total population, projected at 4.5 million persons for the
current year, 1986.

The MOH works with estimstes cf 210,000 children under one year of age and
590,000 children between one and five years. Approximataly 46 perceant of the
populaction is assumed to be under 15 years of age.

The Ministzy of Health in its 1986 operatiomal plan reports that 40 percent of
the population over 10 yesrs of ages is illiterats.

Esalth Conditions

Diseases: FHonduras suffers high rates of illness and infant and child
mortality that are classically associated with & rural, but rapidly urbanizing
and economically very poor, tropical countzy. The national rata of infant
sortality appears to have been declining for some time. It was estimated to be
betwaen 70 and 85 per 1,000 live births for the year 1981, the most recent date
for which an estimate is available. Rural and margisal urban arsas are
believed to bave higher rates of infaat mortality.
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Anong the most serious of childhood health problems in the country is
malnutrition, which is estimated to affect over 70 percent of the under-five

population.

Diarrheal diseases are counted among the major infant health problems. It is
estinated that children under five years of age suffer an average of three
episodes 2 year. This means that there are in excess of two million episodas
per year in the under-five population. Of these, 195,000 were treated at MOH
health facilities in 1985. Dierrheal disease control is a high priority of the
Ministry and of international agencies operating in Honduras.

As a cause of infant death, for which some diagnosis was made, acute
respiratory diseases were second only to gastrointestinal infections.

Although the incidence rates of immuno-preventable diseases seex to have
improved markedly in recent years, sporadic epidemics indicate they are not yet
fully controlled.

Tuberculosis, malaria, and-low birth weight are also important factors in
infant mortality and general health.

Accessibility to Health Care: Since 1972 the number of health care facilities
has increased dramarically. Construction &nd an expanded network of comunity
heelth centers and hecith care providers have made heaith services considerably
more accessible to larger numbers of people in more areas of the country. In
2985 there were six nationai hospitals, five regional hospitals and nine area
hogpitals. There were also 589 heslth centers, distributed throughout
Honduras. Without recent census dats, actual numlers and percentages of
persons with access is indeterminable. The Ministry of Health, however, points
out that accessibility is still not complete and estimates of effective access
range fromw 60-67 percent with other organizations accounting for an additiomal

12 percent.

During the past five years serious measures have been takan to extend health
care beyond facilities through reorganization and remobilization of community
level health workers and of auxiliary nurses based in rural health centers.
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c.

Governmant Organization

1.

2.

Overall

The Honduran Government is organized into three branches — executive,
legislative and judicial. CEach has a set of sub-agencies or ministries
under its control. The operations of the Ministry of Health are within the
executive branch, but subject to accountability and laws imposed by the
legislative branch ds well as regulations of other agencies within the
executive branch.

Iaplementation of the Health Sector I Project by the Ministsy of Healch
Tequires cooperation Ifrom mvriad other agencies within the government.
Those on winich the Project dapends most directly will be discussed in Part
III below.

The Ministry of Public Health

The organizational chart, shown in Annex G, shows ths organizational
structure of the Ministry at the time of this writing. Ths most notable
aspect regarding the structurs, especially from tha point of view of the
HS-I Project, is the large number of offices that Teport directly to the
office of the Director Gansral. Tha Dirsctor Genaral has figal
responsibility for this Project. Hs has 18 technical and administrative
offices as well as eight regional Health Dirsctors Teporting directly to hinm.

Health services ara grouped administratively into eight geographical
districts called sanitary regions. Each regional administrative office
directs several areas whers numercus decantzalizad health services are
provided. The Regional Directors ars responsible for CESAMOs, CESARs, and
out-reach services.

Hospitals at the regiomal and area level are supervisad by the direction of
the Tegional dirzectors. Thay operats under the normstive authority of the
Hospital Division Director, who repocts to tha Director Gensral.
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Regions are divided into Areas, each of which has an Area Chief who is a
physician. Where there is an Area Hospital (CHA), the Area Chief may alsn
be the Area Hospital Director. This has at least a potemtial for creating
conflict at the Area level because the Area Chief/Area Hospital Director is
responsible to two superiors with competing interests.

Concern for Areas as distinct units within the systes has developed along
with the growth in the number of establisiments and perscunel within
regions. In 1970 there were only 68 health facilities in the entire
country. By 1981 there were 433 and in 1985 the number had grown to over
600. The administrative capacity has not kept pace with this expansion of
services.

In 1984 the Ministry's organization was quite different, primarily
concerning the span of control of the Director General. Then, there were
four technical and administrative directorates and the eight regional
directors. These four directors subsumed these 18 divigions and units and
the Administrative Directorate that now report to the Director Genearal.

7t has been indicated that this change followed from thc election year
desire to consolidate power among. fewer persons within the government. As
such, it was believed to be remporary. There has, however, been no apparent
move to reorgauize along the lines of the o0ld systenm.

“he MOH health service svstemw is organized in a hierarchy of sixz levels of
care sophistication (see Figurs 1 below). Tnose with which this Project is
primarily concerned are the Centro de Salud con Médico (CESAMO), the Centro
de Salud Rural (CESAR), and the community agents.

The CESARs are designed to serve areas with 2,000-3,000 persons, while
CESAMOs are expected to cover 10,000-12,000 persons.
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Within its service systea, the MOE counted the fullowing numbers of persons
by category in 1985:

891 Physicians
398 Nurses
2,191 Horpital nurse auxiliaries
1,011 Health center nurse aurilieries
78] Techunicians
4,822 Active traditional midwives
1,754 Active health guardians
1,580 BHealth Rapresentatives

Between 1961 and 1985 the MOE has increased hospital out-patient care by 48
percent. Sarvices provided by health centers increased by 16 rercent. Community
level worker services increased by a total of 48 percent. This reflects the
greater emphasis the Ministry has given to such outreach services.

At the same time, thare has been a more efficient use of hospitals, which have had
greater numbers of patients but have reduced their occupancy rates. These follow
the Ministry's policy aimed at establishing a more efficient and effective systea
that focuses on primary cave and lower costs.
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II. HEALTH CARE IN HONDURAS

The Ministry of Health of Honduras is ultimately the agency responsible for
ensuring that health care is available to the people. In fact, howevar, it shares
the service provision with a number of other agencies; both government and
non-governmental, and with non-institutional providers. In this section we mention
briefly only the more prominent providers of modern hsalth care service. These are
the Ministry of Health, the Honduran Institute of Social Security (IESS), the armed
forces, banana growers, the Honduran Family Planning Association (ASHONPLAFA) and
private clinics and practitioners.

A. Ministry of Health Services

The MOH provides a wide range of hospital services including radiography,
laboratory, surgery and OB/GYN. There is a referral system used to refer
complications to the next higher level of care, with the national hospitals
providing tertiary care and specialized services.

During the period 1981-1985 there were several significant changes in the
hospital care activities. Thase include: a 48 parcent increase in out-patient
services; a shorter averege ic-patient stay, from 9 days in 1981 to 7.8 days in
1985; a more rapid turnmover of beds, 31/yr. in 1981 to 33/yr. in 198S,
Tesulting In ¢ decline in che occupansy rate from 75 in 1981 to 71.2 in 1985;
2¢ percent increcse of batler born in hospitals; and an increase of 38 percent
in total hospital attendance. Combined, these data indicate a more efficient
use of uospital facilities over this pcriod.il The nunber of hospital beds
available did not increase appreciably over this period, with the number of
beds per 1,000 population at 0.8 in 138S.

Services provided in health centers also increased by 16 percent over the five
year period. Services provided by traditional midwives, guardians of health,
and health representatives increased by 48 percent.

l/ﬁéztigagc Estadistica ¢ Informacion de Salud, Estadisticas Hospitalarias
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C.

E.

The typas of services offared in hsalth ceaters (CESAMOs and CESARs) include,
materral and child health, imsunizations, treatment of minor ailments, family
plamning, patient refermal, coordination with the informal health system of
tradilionsl aidwives and VEBNg, diarrhea control using ORS, and euvirommental
saanitation.

This primary health care system ssets a major part of the ccmmunications needs
in the area of disease detection and praveation, and acts as a first poiat of
contact with the overall health care systea.

The Ministry provides virtually the only modern cars service available to the

vast majority of the rural and marginal-urban people ia the country. The range
of MOH services is broad, including promotion and education, and prizmaszy |
atiantlion t:izough testlary services at large ucban hospitals,

Social Sccu.rigz :

The Honduran Institute of Social Security provides services to about nine
percent of the population, fncluding workers and their dependen: wives and
children. It has two hospitals and three clinics. In tows and iz the ~ities
it also has a program for paying private physician services.

Araed Porces

The donduran Military does 2ot have its own hospitals. The aabulatory services
that it provides directly are minimal. Officers uss private clinics and
enlisted man are expected £o use MOH facilities.

Banana Growers

The large banana growers provide complete hsaulth care to thair employees and
their families. Their clinics are locatad mostly on the north coast.

Private Clinics

Private clinics are mostly located {n urban censters. Thay ars licensed by the
MOE, but are not routinaly supervised.
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1. Asociacion Hondurena de Planificacion Familiar (ASHONPLAFA)
m

This private association, which is an affiliate of IPPF, operates two family
planning clinics. One in Tegucigalpa, the other in San Pedro Sula. It also
opsrates a community-based contraceptive prograam, a social marketing progras
for contraceptives, and works with the MOH by providing training in surgical
contraception to MOH doctors. It also trains other MOR staff.

2. Religious Groups

Various groups provide health out-patient care inm clinics in rural and
marginal areas. They also support mobile medical teams in areas where
health care is not readily available, and operate four hospitals where
client fees are collected when pomsible.

3. Private and Voluntary Organizations

Although not crictly private sector institutions, there were over 60
Private and voluntary organizations (PVOs) in Honduras, as of 1980. All of.
these worked in programs related to health and nutrition. As of 1960, the
following informrtion applied to the PV0s ou which data is available.

¢ There were over 650 health professionals, in 55 separate
organizations, offering direct health services;
¢ Tney var 45 clinics (simfler to CESAMOs), and four hospitals; and

¢ Tney contributed more than $8 million annually to the health sector in
Honduras. Most of these funds were from foreign donors.

In summary, it is estimated that the above mentioned organizations provide
health services to approximately 72 parcent of the population. The services
are distributed as follow among the agencies.

Ministry of Health 602
IHSS 92
Private Clinics K+ 4
Total Population Coverage T=
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F. P!iyatn Sector Pharmaceutical Production

One of the kay areas of privats sector involvemsnt, which bears directly upon
the HS-I Project, is phamaceutical production. Honduras has s number of
privately owned companies currently ssnufacturing a wide variety of madicinss.
The companies, many of which heve been iz business for over 10 years, are
located in and around Tegucigalpa and San Pedro Sula.

A part of a recent study oo the markating of ORS, dome by AED, pointed out that
two laboratories in San Pedro Sula had expressed interest ia producing the
product. ANDIPAR preferred production only; while laboratory Francelia, a
current producer of Dextrolito, cxpressad interest iz producing 2nd
distz=ibuting ORS.

The advantages of strengthening the local, private sector production of
aedicine are apparsnt. Local production providss sevaral benefits not of“ared
by douatad products (froam USAID, UNICEF, PAHO, etc.): thare is more comcrol
over the quantity of the product; local praduction generates ciployn:n:;
purchasing ::; materials is less costly than izporting a finished product;
local production may stimulate production of other pruducts; and local
production allows for packaging to be designed to meet tha needs of the target
audience.

Thers appears to be a well-established retall outlet for madicine. There are
approxisately 200 pharmacies, and 250 "medicine szles outlata” (puastos de
venta de medicinas) in the country, with most of the pharmacies in Tegucigalps
and San Pedro Scla, and “pusastos” in larger towns.

These outlets are supplied drugs through a network of laboratories, drug
vholesalers, and combined laboratory/drug wholasalers. In general, all of
these organizations have warshousing facilities, a flest of trucks, and
personnel (drivers, distributors, salesman, and other requisite staff).

In its recent report, AED developed five separats models for the izplemsntation
of ORS markoting. Four of these models relied heavily on the private sector,
vhile the last relied on ASHONPLAFA.

DEVELOPMENT ASSOCIATES, INC, wwmmueed



»lb=

G.

As far as health care delivery 1s concerned, there are substantial amounts of
private sector services available. Although there is a dearth of data in the
area, it 1s apparent that an overwhelming percentage of private hospitals,
laboratories, doctors, and nurses, are concentrated in Tegucigalpa and San
Pedro Sula. While these pesople and institutions are generally efficient and
better managed in some respects than governmment health programs, they are
relatively costly and usually focus on curative, rather than preventive health.

PANI

The major, state-owned pharmaceutical producer, and main supplier to the MOH,
is an important component of health care in Honduras. This is the "Patromato
Nacional de la Infancia™, or PANI. The laboratory of PANI began operating in
1962 to produce medicines related to the well-being of mothers and infants.
The medicines produced in the early years were few and rudimentary and
generally were donated to users by the MOH. It was not until 1974 that lab.
PANI began to develop a significant volume of production and its own quality
control activities.

Lab. PANI processes imported bulk drugs into dosage-form pharmaceuticals. The
generic drugs that it produces are-not subject to patents or royalties. Its
output is sold almost entirely to the MOE “upon request.” Lab. PANI neither
exports its products nor does it sell to the general public through private
pharmacies, Its primary goal is to supply low-cost, high-demand generic

mecicine to the pudblic heclth svstem,

The laboratory has been funded heavily by FANI's sale of lottery tickets.
Since 1974 the level of pharmaceutical production by PANI has increased
noticeably, owing td the substantial support it receives from the Ministry of
Health. In 1983 the MOH purchased 95 percent of the products produced by
PANI. Since 1975 this percentage has never fallen below 89 percent, and at
times has approached 100 percent. During this period lab. PANI's output, in

terms of current lempiras, has risen over 300 percent.
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TABLE II-l

LAB. PANI SALES
(Lempiras, Thousands)

Client 1978 % 1977 % 1979 % 1981 % 1983 %
Ministry of Health 371 92 890 89 1,318 97 1,277 94 1,614 9S
Social Security” 8 2 78 8 26 2 = - 3 0
Other 23 6 37 3 15 1 2 2 81 S

Source: Planning Unit, PANI

*Borduran Institute for Social Security (IHSS)

The above information provides a classic example of how a state—owned
corporation can lose its vitality when it sells virtually all of its output to
a wairing govertment client. It has almost no incentive to incrsase
production, develop more efficient systems, or sven seet its current demand.
This is all compounded by extremely high labor costs as a result of a strong
union. This situation is exacerbated aven furthsr, according to PANI, by very
short laad times in the orders placed by MOH. Given & number of problems in
acquirirg and producing drugs, it can take PANI up to 8-12 months to produce an
order placed by MOH. This can obviously lead to problems when the MOH places
an order and expects delivery within a very short pariod.

In spite of the aforementioned series of problems which is currently
confronting PANI, it has aade a number of significant advances. For example,
they have devaloped new madicines which are now beginning to benefit tha MOH;
they have established a quality control system and acquired new equipment; and
they bave strangthened their personnsl.

As a result, the MOH has assured PANT that it favors increasing the potential
and capacity for pharmaceutical production. This appears Teasonable, and
hopefully possible, for many essential medicines. Various avaluations have
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indicated that there is a sufficzient demand for these products, PANI's

technology is appropriate, and that there exists a willingness to pay for thease

products.

1304D/8.86
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A.

Historical Antecedents

Traditionally, curative medicine was only practiced in the principal cities in
Honduras. It covered a small percentage of the populsation, while most rural
inhabi tants and those of poor sections have had to depend on "traditiomal
medicine.

Forces of change began in the 1930s when the Rockefeller Foundation belped
establish the first prograw aimed at improving public health. These efforts
were abandoned when Ronduras showed little interest in fostering such a
program. In 1940 the Inter-American Service Cooperative provided a renewad
impetus to the Ministry of Health for the general improvement of the natiomal
health. The necessary funds were acquired to begin the comstruction of
hospitals and health centers and the improvements of services, as well as to
augment salaries of health personnel. DBy 1958 the MOH was able to count 10
hospitals and 16 health centers distributed among the as jor towns and cities.

Throughout this period the pedagogic orientation of the national medical school
vas toward instruction of physicians in purely curative medicins. This, as a
result, determined the overall national health policy, namely that of limited

ané expensive curative health care for a small class of people.

In 1964 a group of public health physicians began to identify the importance of
the community-level health system. This resulted in the development of a new
set of activities in previously untouched areas: training ard continuing
education for local midwives; long-term f.oilow-up of training; and superviasion
by OB/GYNs and public health nurses.

This new health policy framework was formaliy {nstituioos)ized in 1973 with two
ma jor occurrences, one internal and the other erternal. Internally, a group of
public health physicians started to define public health policies. Thase
policies were oriented toward expanding medical coverage, focusing on
preventive services and environmental ssnitation, and improving the rural
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potable vater conditions. This group designed specific medium and long=~tera
programs to deal with these issuas. An euphasis was placed on regiocnal
programming and administrative reform so as to adopt tha policymaking systea to
the National Development Plan. This plan assigned maximum priority to rural
developaent, particularly agriculture and forestry.

The impact of this is avident ia the explicit recognition of the activities
izplicit in & reformed public health policy. This occurred at the "10 Year
Health Plan for the Americas” in Punta del Este, Uruguay. This counfersnce
exphasized the importance of extending health coverage to rural {nhabdtants acd

marginal urban populations.

for both political and administrative rsasons tais health laislacive Srokea down

22 1973, and primaczy zealith care ini:iatives lost theis Jomentunm.

Thare followed a USAID health planning project that, among other things,
generated & health sector assasssent in 1980. That document argued for renewed
attention to health care for rural and marginal urbas pecple. It also noted
veaknesses in organization st the Ministry of Eealth, weaknesses that would

" need to be addrassed {f servicas were to be expanded and properly sustained
within the economic limitations of the country.

Followlzg this, USAID and the Government of Honduras developed the pian for the
dealth Secrtor I Project. The Project, and tha MOH's overall plan, called for
increased emphasis on primary hsalth care, focusing largely on the health needs
of women and children living in rural and marginal areas. The Project itsel?
vas oot ounly designed to address thess Lssuss, but also was aimed at
simultansously improving the management, adainistrative support, and human
Tesources capabilities of the Ministry.

Specific elements of rae Project, along with identified indicators of
achievensnt, have beea altered during the Project's 1ife. Thase have been done
in an attewpt to reflect changes {n Tecognized needs and possidilities for the
systes, a8 vall as to use better the information available. The conceptual
framework of tha Project has, however, remainsd largely iantact. The bdasic
strategy has also been constant.
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B. Pro ject Goal, Purpose and Objectives

C.

The goal of the Project is to improve the health status of the Honduranm
population. This is consistent vith the overall goal of the MOH and the
Bonduran government. Indicators selected to Beasure goal achievement include
increased life expectancy at birth, decreased mortality of infants and
children, and a general decreage in morbidicy.

The achievement of specific goals is clearly dependent on factors externmal to
the Project and the health sector. The operative assumption was that other
development efforts would be cemplimentary. It was also Tecognized that
Beasurement would be difficult because of lack of valid health and desographic
data in Honduras.

The purpose of the Project is to increase the effectiveness, efficiency,
Coverage and use of the health care systenm. The output and impact objectives
of the Project, following this, are to be seen in: (1) improved services and
1i;ict of specific health and digease interventions; (2) expansion of less
costly, but effactive, services; and (3) greater accessibility and use of
services by the farget population.

Pro 1ect Stutgz

<he sirategy of the Project has taken into account: (1) zhe comuitment of the
GOE to mprove hecltn stezus; {(2) the need to improve the MOE lnstitutional
capacity to manage and Support the prima-y health care system; and (3) the need
to establish health care priorities withir the human apd financial limitations
that exist.

The Project focuses on support function activiﬁics and the improvement of
Operational managenment. Among these are logistics, maintenance, training,
supervision, planning and information production and use. Thesc are ained at
improving the MOH's abllity to support servicss overall, with spacial attention
§iven to the support of particular technologies that will have more immediate
and important impact on the infant and child population.
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D.

The majority of the Project's effor:t goes into activities at ths central
Ministry level. Some efforts, however, do extand to the community service
level. The effects of all activities are expactad to be obserwble in service
delivery throughout the system, especially primary health care services.

Pro ject Or;nnization
1. Project Administration

The agency -esponsible for Project implemsntation i{s the Ministry of

Health. The Director General of Health is respousible for all the
operational aspects of health care within the MOH and, thus, for the Hesalth
Sector I Project. Chiefs of the various tecanical and adminiscrative
support divisions and regional directors are involved ia izplameatation of
the separate componants. 7To facilitate implementation the Miznist>y has
created a Project Coordination Unit (PCU) with a staff of nina persons. The
PCU monitors all Project inputs acd, taking reports from othar offices,
attampts to monitor activities. Tha PCU is supported eatirsly by Project
loan funds.

The USAID has a full=time Project Manager. Hs 1is assisted by a two PSC
adainistracive assistants. USAID also employs ons person to monitsr project
izplemsntation.

Managesent Sciences for Health: The major ongoing tachnical assistance
contTact for the Project is with Management Sciences for Health (MSH).
Thair teaxz counsists of a chief-of-party and between nine and ten full-time
technical specialists. MSH also provides short-tera consultants as uqd.d

by the Project.

Acadesy for Educatiounal Development. The Academy for Educatiooal
Development (AED) originally provided technical assistance through as AID

centrally-funded project to promota the use of oral rehydration tharapy.
That project began in 1979. Although the original contract has ended, the
Project continues to fund technical assistance in the ares of sass nssdia.
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The AED consultant reports directly to AID Project staff. In the area of
vector control, the Project also funds a consultant under a Personal
Services contract.

The MSH techuical assistance staff works more closely on a day-to-day basis
with the PCU, MOE counterparts, and AID gtaff. Representatives of these
groups meet weekly to discuss problems encountered, changes in
implementation plans, and other management and administration comcerns.
They meet again weekly with the Director General of Health, or his
representative, and other MOH staff.

The technical assistance comtractor in vector comtrol has his office in the
Vector Control Division headquarters, and works directly with staff there.

The AED consultant was housed in the MOH Health Education offices, and
worked directly with MOH personneal.

Management Sciences for Health has offices across the street from the
Ministry of Health. Its professional staff is assigned counterparts within
the Ministry. One half-time MSH staff member, the family planning
specialist, has ber counterparts in ths MCH division of the Ministry.
Although other MSE technical staff have provided direct, ad hoc assistance
to the normative health divisions, their formal counterparts include the
neads of: (1) Sclezce znd Techmology; {2) Human Resources; (3) Mzintenance
anc Zagineering; (4) Adzministrative Frograms; (5) the Medical Supply Uzit;
(6) tne Division of Transportation; (7) Planning; and (8) Computers.

Project Components

Components: The strategy is implemented in line with four ma jor components:
(1) health technologies; (2) logistics and maintenance; (3) sanagement and
planning; and (4) human resource development. These have been divided into

18 sub-components as follows*:

*Numbers of components are those assigned in the Project Agreemsnt. They
are re-grouped heare.
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Health Technologies

l. Malaria vector control

2. Rabies (dropped 198S)

3. Immmization Programs

4 Diarrheal disease control

3. Tubsrculosis and acute raspiratory infections (ARI added iz 1985)
6. Sexually transmitted diseases (dropped)

7. Maternal/child health (family planning and breast feeding)

8. Epidemiology training

9. Nutricion (added 198S)

logistics and Maintenance

10. logistics system, including basic medicine list.
1l. Maintenance system

Managemsnt and Planning

12. Reinforcement of management and planning
18. Operations research (added 198%)

Boman Rescurce Developmant

13. Mzss media for village hsalth workers

14, Tescher training (dropped)

15. Extension or supervision

16. gomm.n education for village health workars (now included under
17)

17. Contimuing education for MOH employees

Priorities: Although the overall planned strategic focus was, and continues
tc be, on development of zanagement and support systems, the operational
priorities have varied in response to obstables, opporzuniczies and energent
needs. This reflects on Project flexibilicy.

We can see, i1 a sense, AID aress of emphasis in the smounts of graant funds
budgeted for tecanical assistance, including administrative support,
sapagemsnt, and family planning and malaria coantrol.

3. External Linkages

The following Honduran organizations all have an iafluence on the HS-I
Project to verying degrses. Project staff desal with policies and personnsl
from thase organizations on a regular basis.

® Miniastry of Pinance: The Ministcy of Finance participates ia the
Tavievw of all projects tiat involve extaranal funds. It establishas
£iscal mechanims for operation, and must approve all procurements
under such projects.

DEVELOPMENT ASSOCIATES, INC. c—=mamd
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e CONSUPLANE: This agency approves budgets in the GOH. It also sanages
forni;n scholarships.

e Proveedurfa General: This organization approves all purchases in
excess of 5, lempiras.

e Procuradurfa General: This office approves all contracts valued at

more than 60,000 lempiras. It also handles contracts with firms
constructing warehouses and workshops under this Pro ject.

o Contralorfa General: This office investigates and insures the
integrity of all persons who handle government funds.

o Contaduria General: This agency verifies that correct procedures have
been used by government organizations when purchasing equipmsnt and
real estate.

e Director General of Civil Service: This agency establishes standards
for government positions and approves all new permanent goveror.ent
position.

o Directorate of Probidad Administrativa: This agency sainly has the
responsibility of conducting background security investigations of all
government personnel. It requires that those handling public funds be
bonded at their own expense.

E. Rggrograunigg Chag;el over the Projcct 1ife

The original Project Agreement, signed July 31, 1980 called for a PACD of July
31, 1984, and on AID commitment of $15,586,000. It eddressed all the
components listed earlier except Operations Resources (as & separate
sub-component) and Mutrition. Also, Acute Respiratory Infections was not
inciuded under Tuberculosis control. Since then there has been one amendment

to the Project Paper and fourteen ameniments to the Pro ject Agreement,

Anendaents 1-4 concerned only funding tranches previously approved. Asendment
No. 5 (January 1982) added training for logistics personnel and the devalopment
of guideiines and procedures linked to the construction of the six Tegional

warehouses.

Azendments 7-11 provided additional AID tranches to a total of $16,379,000 by
EOPS. Amandaent ll extended the PACD to Deceamber 31, 1985, and the Project
description was changed to reflect changes in Pro ject direction based on
experience during the first three years of implessntation.

DEVELOPMENT ASSOCIATES, INC, evmmmme
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The Project goal and purposa ‘emained the sama. The scope of ths Pro ject wms
alterad to include: (1) the establistment of an operational ressarch cspacity
vithin the MOH; (2) the comduct of special studies related to new intervencions
for addressing chagas diseass; (J) domestic drug production; aand (4) a study of
nutritional status. Reprogrammming following the iaternal evaluation, and the
rcco-cnduion; of the 1983 Westinghouse evaluation resulted in the amendiment
to the Project Paper and a twelfth amendment to the Project Agrecmect.

In conjuction with the 1983 Westinghouse evalustion thers was some
reprograming of Project componsnts and activities. A Project Paper Amendment
(No. 12) reflecting this was signed in February, 1985.

Amendment aumper 1l effasctively terminated Raocies, Sexually Transaitted
Jiseases and Taacler Tralziag as Project componeats. The 3asic Medicines List
component activities becams subsumed under logistics; acuta Raspizatory
Infections was added to the Tubarculosis componsnt; and Nutrition and
Operations Rasearch wers added as independent components. The PACD was then
extanded to December 11, 1987, and the total amount of financial assistasce to
be available was incressed to $26,706,000 of which $11,054,000 vare gract funds
and 315,652,000 were loan funds.

Anendoant aumber 13 of February 1986 increased grant funds obligated for famtly
planning by 81,105,000, without raising the total obligatiom.

The lnitial comtract with MSKE was to expire in July 1984. It was then extended
and then rebid. MSH was awarded a second contract that was scheduled to expire
in 1987. Additional funding has been obligated to support technical assistancs
through thas 2ACD.

Assndment aumber 14 of July 1986 increases grant funds by $4,044,000 and
extends the PACD until June 30, 1988.

1267D/8.86
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IV. PROJECT ACHIEVEMENTS

Introduction

This section focuses on Project achievements in different areas and from s
number of perspactives. First, we consider the "logframe” that was included in
the scope of work for this evaluation. This is presented in Table IV-1.
Questions about the completensss of the set of objectives identified by that
logframe have been addressed in meeting with Project management staff. The
logframe does not cover all activities, outputs and purposes of the Project
that are indicated in various Project Documents.

Second, we deal with each Project componant, covering broadly the achievements,
continuing problems and extent of institutiomalization reached by each.

In a third part, we focus on impsct achieved by the Project in the areas of:
population health; and population knowledge and behavior.

Pinally, we consider the Project's achievemants in the ares of cost control and
cost recovery.

The lo‘frnnc ic Use

The logframe is being used bv USAID as a basis for monitoring the Project. It
nas ungeTrone g numper of revisions. It is chanped on the tasis of
conpuliationr witn the PCU ené technical ascistance staff to reflect Project
interests and data avallabllity. It is also linked to the MOH's overall
objectives that are expected to be supported by the Pro ject. As such, {t
represents something of a compromise and employs a number of expedient,
surrogate measures. As managemsnt and information systems improve, it is
apticipated that the capacity to monitor Project accomplishaents will improve.

In Table IV-l following, we present the logframe with an assessaent of
achlievesent progress for the most recent dates for which data are available.
For each indicator we note degree of achievement to the extent possible and
provide further brief comment on the meaning or appropriatensss of the
indicator.
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Segsetive Bummecy

FIGURE 1V-1

0 Jectively Vosiltebie Iadicstors
{Pleaned Attofusest by Ead of Feejpct)

Degres of Achloveacnt
(Moot Becent Betls Avellabkle)

Cosnant

Segsese 1he besith etstws
of the Ssaduzen peeple

Becresee Salsat pectality to ot leset
(elc) 29/1,080 1ive births by the

poes 1981,

lofent asetolity Is cocluated ot
71-83/1,000 for the yeou 1908
(TUD owrveg, prelininary, 1984).
It bee boea Indicsicd thet Infent
acstality hse beenm cousistently
dacllislag fot the past 20 years.

it le pocailbic te achiove thie geel.
ot lasice for 1987 will B QifCicult
ond mey net be poscible ustil 1990,
ueling acthodo caplogyed f(or previons
cstinstes (FNI otudy 1904). A
delinitive wessure of pregrese toverd
geal fovenent ln 1984 e ot
Many NOB sed other COB
activities so wvoll oo ¢ verlety of
fectore enternsl to these ood to
this Froject will Safloence the
Safent sestellity gote.
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Bervative Sesmary

10CICAL FRANFNORK ANALYSIS

Incresee effactiveness,
efliciency, coversgs and
woe of the heslth cars
delivery oyoten

Objectively Verifishir tndlcators Degree of Achievement Comment
(Planmed Attainment by E~! of Prefect) (Mtost Recent Dsta Availeble)
1. "Numbes of casra of ~=aslorls 29.332 reported in 1984 Clver (ncreased sggrensiveness of came
detected will have declined 31,222 veported in 1983 finding in the ssme popuistion, thie

to 20,000 in the year 1987.°

2. “The ammusl average nf casee AlD reporte sa aversge of
(of malarie) detrre~d 1903-1907 32,010 csees detected for
{11 be lese th~n 25.000." 1903-1903, down frem on

averege of 10,782 for the
1900-1984 period.

probebly represents a res! decline in
incldence of maleris.

Chenges in case (inding methnds ond
sggressivences wiil affect quant ity of
coves detected, rendering this msesoure
insuffficiontly seasitive to Project

fopact.

1t would be sore weelnl to ansesn
Preject outpet.

Incidence should be determined wring
survey methods.

This fndicetor ie ewbject to the asnme
ptobiens mentioned sbove.

1t would be better to wae the mslarie
fhdices such as the 1AZs, (1P, and IPA
so indicetors of programs schievements.
See Ammex €.
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ISCICLT vaANMEVORR amALYSES

Segree of A-bhlevensst
(Moot Bacont Buge Avetlubic)

@ joctively Verifladle Indicotese
(Plonned Stiglancat by Bad of Prefect)

Canaent

3. “The mmber of cosee of 1he felloviag Bspert 4 Incldoace of attended
dlecsses wiill be e sate thea that ceney of 1703
ladicotod bolov In 1907;:~

8) Uhesplag cough % o) Weoplag congh )}

B) Mseslee as0 5) Msasles 6,426
c) Melile 4 c) Polile 4
d) Tetonwe 20 d) Tetonws &
o) Miphtherie o o) Pighthesie o
€) Teberculesle 2,100 f) Tubsiculosly 2,10

4. “S88 ol the cooes of dlarthes which TUL otady of U984 seportie thet
occes la childros wnder the oge of 412 of cocos sbout which they
five (a 1307 wil) be trested esked sought sess sort of

secosdling to NOB asrne,” tresteent.

o) Probabty eflociive covetoge.
Torget sheuld be voached.

§) Epidentco ore recurvemg, fndiceting
foeulty coversz:,

c) Prebably o geod messurs fadicottng
8%ed contre) threugh high coversge
of pallie toauninstloa.

-0t~

4) Prebably o fov eotinate of sctuel
Incldence fo 1he populotios.

8) Probebly clese te grme Socldence.

€) Thie 1o o funcilea of cape fiading
sggteesivenson, vother thea o
aesvure of populatfse beplth stotue
(factdence or prevalence).

fncidence dats net revtinely gveflehle
from say ealotonce source. Blacrhee
In the huae (o not repotted. la od-
ditlen treatuent date are pet
svalloble. Wes of Litrosel fa the
hene o ®ot reputted. The munber of
pocketo dietributed asy be o bottar
fadiceter.
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Berretive Summary

LOCICAL FRAMEWORK ANALYSIS

Comnent

Objectively Veriftahle Indicetors Degree of Achfevement

(Plenned Attelnment by End of Profect) (Most Recent Date Avsllaeble)

3. T90X of the cance of dierrhes fa chlld: 133,896 sttentfons for an
dren wnder the sge of (ive vhich wse estimated 1,276,181 roser in
the NON henlth eynrra wiil be trocted 1904, or 121 coverege; 193,300
sczotding to the N aorwe in 1907, attentlone tn 1983,

FRL ourvey 1n 1908 found that
61.9% of 10) cosen that were
presented to the NN, tncludiag
guerdises, recelved Litrosol

packets,

6. B0 of fdenti(led active coves of As of atd-1986, the 1ces of
tubetculoste are helng trested In treatment rete vee sesowred
1907, ot 3.8%.

7. “Asmusl tnclidence of tuberculesle The reported fncldence of
Increseee to 5/100,000 1a 1987, tuberculosie by HON wee
(sle). $2/100,000 ta 1993.

Actus] messurenent of gosl attafweent
is net poseible. Thie wnuld sequive
quallty of service mnnitoring, which
{e wot in plere.

Thie le a dlstinct progree swccewe,
Slnce o decline ln the fooe te
treataent rate should help reduce the
fuclidence of tuberculoofe.

The veported achlevesent does wet
telfsct tree project progress, The
deeired vise in tuberculoele Incldence
es mesnt 08 2 messure of facresved coce
finding. A more epprepriste sesesre of
Incressed cese flnding would be the
wimber of cesen reported. A new
tubercvliosle Inforsstion eysten I belng
developed. Dota For Incldence end health
systens ectivity are expected teo be
refleble by 1987,

L
W
[}

]


http:5/IO0.O0

JOCICAL FRAMEMORK ASALYS]S

Objectively Verifislle Indlicatore
(Plonned Attalnment by End of Project)

Bessative Summary

Degree of Achfevenemt
{Hoet Recent Data Availuble)

Comment

8. “Achiave s level of 60,000
contrsceptive users ia MON
femily planning programs
by 1902."

9. “20% of CESARs reporting have
0L of the ewpplice weeded for
HOR heolth prograne In the last
oix moathe of 1987.

The AlD project monltoring
docusucat ysports 10,785
wasre fn 1904, The USALD/
Bondures Population Office
uses the estimate ot 18,000
HUR-eupplied femily plauntng
users in 1/8S.

In the esecond yuarter the
USAID fMondures Populat fon
Office estimated that there
ware 20,000 octive vucrs
teceiving supplice frum HON
sources, but no hard date
ware avafilsble.

CZSAR favemtory sonlicring
proceduges wsed by AID and
MIB geportad LEX o Lhe
CESARe had 20X of wupplics
fe 1984,

Observetions of sctivities ot CESADe
indicste that kealth workers ore not
ptomoting sggressively. Becouss MO
suzfliary aurses lisve alee distributed
V.P. supplica as ASHONPLAFA comeunity-
Sssed workers, survey respondents may
be confused regsrding the "eource® of
suppliss. The Iaformation eystem is
not yet sdequate.

The USAID Populetfon Office hes & target
of 22,000 active, HMi-supplied wsese by
the ond of 1986.

Tha tocget of 60,000 HON-supplifed wsers
by 198), for this prefect, sppease
watepchable.

Thile tadicetur meeds revielion becswse of
vroblims of Interpretotion. It should
atste thet CESARs ehould heve P02 of
baele medicines. The verification sheuld
ba dons by & sasple suwrvey ot vowtine
seporting.
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LOCICAL FRAMEINORK ANALYCIS

Objectively Vecifiahis (ndicaters

(Planned Attainment by ¥ud of Preject)

Degree of Achievement
(Most Recent Deta Available)

Coument

10. "The welghtrd nvecnge unit cost .
of the drugs vned tn WM prierity
programs vill he Tcan Iin 1987 then

in 1984 wlen »~djunted for
inflation.”

The indficator, as initially
stated, fo virtuelly fmpossible
to track on a comefistent,
year-to-year basis. The only
analysfs that vas feasible wes
based on 8 sustential ssmple of
all medicine bought by opea bid,
rather than on the medicines
used especinlly in the priority
progreme, for the yesrs of 1984
ond 1986. To comfound the
masuronent problen, there
were differences In the pro-
curesent iists, se well ae
incosplete recorde vhich mede
it poseible to compars only 142
products, 37X of the producte
ordered In 1988, and 38.9% of
the velue of thet order. OCivem
sll of thie, it wvae celculeted
that the veighted sverage wnit
cost of eedicine wae 192 lower
fn 1986 than in 1984, Nothing
can be 0aid sbout medicines weed
In NON prierity prograess.

Some of the rescons feor the
lower prices ere the following:

o Bult purchesing procedurss,
wvhich fe the mejor forcey

o A grester smount of supplies
in the merket; ond

¢ Crester ecapetition among
owppliars.

The price chaige fs bssed on caly 7132 of
a1l drugs orvdered in 1986. The prices
of drugs not comsidered vitel, and, ae
thus, normslly bowght directly from
abrosd, have incressed quite rapldly,
ot least 402 by oowme estimmtes.

The bulk purchssing, enceuraged through
the preject, hse coubined well with
other factecs te lower prices.
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WOCICAL FRANEVORE ANALTHIS

@b jectively Verifioble lndicatere
{Plonsed Attelnncet by Ead of Profect)

Begrss of Achlevewent
(Moot Bocast Dels Avalleble

Canuest

R\

13. “Bepetto of sealvaciisaing
tefeigesators will eversge looo thee
33X of (he totel avaber of
sefrigetetore supposed to be function-
log dutlng sech querter of 1982.°

13. “A tepesting eyeten oluiler to that
for selsigezelose, with sintler
sesuite, szlote foc ot loeet flve
other opparetue lapertont o

WOR prlesity pregrens.”

13. “Cost por potlcst tresied, vhes

odjusted lor Inlflotics, declined
betueen 1900 ond 1997 1a bheopltale
ond boolth centers.”

18, “The walt ceet, sdjusted (or

iaflatlion, ol bey WE saczvicees
showe 3 doctenes s 197 fiee
pre-1904 levele. (Speciiic
ootvices to be ldentified).”

NEB vopotts thatl more thas 8
ete fenctionlng in 1906.

Congldoreilon lo heing given to
wsaltesliog Incubstors, atovee,
alcsoscopes ond oterilizers.

4 sonlgotiag 9yoten (ur feus
wheel vebicles o belng
estebliohed.

The walt coat of cervice for
CESASe and CRIANOs conbined
bee fallen sppresinaiely 12t
betueen 1900 gad 1983, in
toal torwe, occordlig te NSH
otudy fa 190§ (preliainary).
The wall coet ol theee
setvices heo tloen ctredly
ia veel gorme, oluce 1982;
odout 198,

u-l.i?l Cote: GBcal, dlrect
coots have tloen apjtuslestely
$.63 botwesn 1976 snd 1903,
sccordling to onm NN study la

1986 (prelialacty).

Aa falersetica syston (o (mmetlicslng
fes selsizerstore iunvelved o cold
cheln ot heolth ceatere.

Bsleilng etell connet bondle meola-
tonsace of oll thie odditionel
oquipmeat. Beplaceasat pette ese
now, oad prebebiy wil) ses be,
svallable.

Should look fec o concligtont decline
from yoor te yeor over the peried,
oot Juet the d'{ferencey betvoos oo
yesre. The yost-to-pees declines
ohould be sbeve sume mlalows torges
level to csoure that decllines arp ot
celvial.

Vesy llaited dote leos beooplteld
osbuletory core: olght hospltels, -
end saly L) eut ol 68 hospltelowenthe
fa 1985 end enly four boopltele for
1976. 1t veuld Ve ouch mere epproprlens
te losk for 6 coneletent fuprevesest os
@ goss-te-yoor Lasly, met Just o chenge
beteon tve gesre. Bewever. the fate
ore curiently unavelleb!

In lhe coce of CESMDe sad 8ARs, ese
ausher 11 abhava
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LOCICAL FRANDNORE ARALYSIS

0b jectively Veriflable tndicetore
{Ploaned Attalament by Prd of Project)

Segree of Achlevesent
(Moot Recent Dets Available)

Comment

13, “100% of reglons ond prieriey
plan pregroee thelr avpervielon
vietfts by Fobewary af sech yoor.”

16. “80% of pleaned swperviaton vielte
are corried mut.”

17. “The terget popmistinn hes chonged
kaewledge ond sctinne arcording teo
the content of sdurstirae] areoagee

10. “00K of ewsififary nurece working
in CESARe have recelved
trefining la four of the coven
ptierity progreaes Ny FACD .~

19. “00% of the suniliery nnroce worhing
is CZSARe have recetved
trelafng fa three of the following
osuppert eyetess: Inglstice, mafe-
tenence, fecel pregramsing, end
swperviaton.”

Pregromming te irveguier.

Dets ast svalilable at efther
centrel or reglionsl fovel,

Stenford/ACT etwdies have shown
oligutilfcont facresces ta
svatenees ond feproved

prectices with reopect to
dlarrhes contrel ond femwanfisstion.

NOB otetfstice show lacreseee

i ottending dlorrhes ot lte
fociliftics betveen 1904 ocnd 1903;
fadtcoting o praheble focresece
le rote of wee/lincidence.

ALD senitering decusent through
June 1903 reperte:

Sepplies .t
Mzintenence 30.28
Sepervision 136.28%
Lecel Pregroaming .12

Superviofion vielite eve fernetly
cotvled aut only frem the ores level
teo the heafth cester level.

Superviclion fo conctrofned by
tronspertation sod fending problews.
1t 1o sol o bigh operatinaetl prietity.
Supervision fe otill often viewed 0o o
p=licing ectiviey.

The copacity teo wenege sese sedfe
progrens (ot beslith hae beon

vesarbably factitetionsltced due to
peoject fepute. Lisited oveflebiifey
of asterizle oud supplice constroine ghe
sonfafsetion of etnfrf capabil ity at
the teplonal level.

An folorasticn eyeten 1o belng
deofignad fa 1908, It eppeare thet
trefalng ocheduien have Seen veory
oublitious.

The NOR roperting oyeten doee wot
dilferentiote between trolning cad
tetrelning or trelefng of Sifferemt
typee withia & cotegory.

Congequentiy, petcontoge ootlicntes wny
: :.2:.:==;ll= cn’:: !“l Iqt.‘m.-
faferustlon.



LOGICAL PRAOBWONE ABALYSIS

@ jJoctively Vortlloble Indicatane
{?10nacd Atsslinncet by Bad of Psojfect)

Cuomsent

219, “308 of eperoticns sescorch studles
vill bave oo ellect on NON Soclofon-
ssking.”

(et Secept Bste Avsileble)

Blee otudiee have been plonned,
four Topetto heve been prepsred.

e 0.8, walt ves urgeslieed twe gosse
oge. Gne oleff araber fa otudylng
obtesd. There hoo beca 0o trpching of
Iaflcence en decloina nebing. Teoylce
of lwvestigetlion eppeor selovent, bt
senstines sabitliows.

Sequeste for O.R. stwdlee esfglacte
(rem asrwetive divieiene. The B.6.
oppelnte ou od hoc conmitios §o roview
the need for on 0.8. studp. Beesd oo
the commliitess tecannendstions the P.C.
orders the 0.0. Divielos to develop
study protecels, vhich fo done with the
RSB tochanical sdvicoe. Besulte of the
oludies ere provided to the MO8
declislon mebere.
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C.

Cumunt Achievements

It is worth noting again that this Project is complex and inwolves systemic
interdapendence among the components. That is, a breakdown in one coaponent's
implementation progress can affect achievements of other commponents. This
seans that components cannot ultisately be viewed in complete isolation. PFor
this reason, we deal with achievemsnts more broadly in subsequent parts.

CouEunt No. 1: Malaria Vector Control

Achievements: The malaria vector comtrol program has been using more
cost~effective methods. They have changed from complete coverage wall spraying
to perifocal spraying and larval control in areas of high malaria incidence.
They are alsc re-analyzing vector habits in order to improve the
cost-effectiveness of methods employed.

The vector control division has establishad an enginsering unit to focus on
drainage. Iocal entomological assistants have been trained and are conducting
vector density sampling to monitor effectivensss.

Special studies to determine the potenmtial for dengue transaission in
Tegucigalpa, the distribution of Chagas vectors and sites of malaria
transzission are currently underway.

Cose Zincing has beec increasingly aggressive over the past six vears. In 1980
there were 175,623 slides checked, with 43,010 positive cases. Iz 1085 they
collected 410,720 slides of which 33,828 were positive. Program sta’f report
that the populations and geographic areas from which saaples were being taken
are the sase or similar for the two years. This means that malaria disease
incidence has probably declined. They have also improved turnaround time on
sample checking and inform patients of the results sore prosptly.

The oumber of trained volunteer collaborators increased from 695 im 1979 to
5,600 4in 198S.

Problems: Numarous logistical problems have held up progress toward achieving
objectives in the vector control program. Microscopists are poorly
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distributed and appear not to be movable within the MOH systea. Drugs for
Balaria tresaimant are often not available at health posts iz high prevalence
areas. During 1984-85 there was a lack of insecticides for house spraying
vhich inhkibited this activity.

Lack of repair capability for microscopes and other equipment hampers the
iaprovement of laboratory facililes. Vehicle breakdowns and lack of equipment
also hamper spraying and drainage acctivities.

Institutionalization: Esrlier attempts (1970s) to integrate malaria control
into other MOH sarvices failed. Case detection fell precipitously and
collaborators dropped out at a high rate. Thare was clear evidence that the
lacidence of zalaria clizbed dramatically.

The program has been re-established as a vertical orogram. Nearly 5,000
collaborators have been added and a supervision systea is in place and
apparently improving. More efficient means of vector control will result in a
more supportable systea.

There is, however, integration with other activities at the case detection and
tleatment levels. Steps are being taken to reinforce this type of integration.

Seill, it i{s clear that the only way to sustain tha vector coatrol operation
oow and for the forseesble future is to have a vertical systaa with continuing
extesnal support.

Mt No. 2: Rabies

This component was dropped from the Project in tha 1983-84 reprograming. The
&8 jor reason for its elimination was that the Project had fulfilled {ts plamnad
objectives for this component. During the period that rables c.atrol was a
componant, one rabies control seminar was hald for 26 peZsons and some
equipment and training materials wers purchased.

Conmm: No. 3: Issunization

Achievemsnts: Tha Project has supported the MOH {mmunization progran (PAl)
through the provision of equipment, supplies and training in {smunigation asand

DEVELOPMENT ASSOCIATES, INC.
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cold chain operation, per diems, norms, and out-of-country training. Under the
naintenance component, it has given considerable attention to ensuring the
effectivensss or the cold chain.

Improvement in availlability of immunization supplies and improvement of
refrigerator maintenance represent major successes of the Project.

It appears also that vaccination coverage has grown considerably during the
time the Pruject has been in effect. It {5 difficult to determine precisely
how much of this is due directly to Project inputs.

Control of whooping cough, polio, tetanus and diphteria in 1985 had already
exceeded Project goals. Epidemics of measles, however, re-emerged in 1985. As
a result, the MOH has been reassessing its immunization strategy and trying to
identify problems in the cold chain.

MOH staff and technical assistance personnel have been assessing the
cost-effectiveness of different balances of campaigns and routine vaccinationms.

The ability of the MOH to respond to serious health problems was tested in 1984
when an outbreack of polio was idertified. An ad hoc vaccination campaign ws

mounted promptly and the epidemic stemmed. The thinness of material and human

resources was evident when this was done. Much other work of the Ministry and

of the Project had to be postponed because 0f the drain on those =esources.

Problems: Tue cold chain still presents problems although it has been
substantially improved under the Project. There are still frequent problems
due to a lack of availakility of spare parts and an inability of isolated
health center workers to make emergency local purchases of fuel.

The information on immunization coverage is inadequate for saking proper
asscesnents of needs. The lack of accurate population denominators renders

coverage estimates dubious.
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Institutionaiization: The MOE has intitutionalized an {mmunization capacity
which provides a significancr amount of support zo {msunization and ancillary
activities. These are high priorities for several divisions of the Minigcry.

C_a!Mt No. 4: Diarrhsa Control

Achievenenta: Oral rebydration tharapy has been accepted by the Honduran MOH
since the 1970s. Promotional and educational programs were conducted on a
small scale in 1980 and 198l. That was expanded i{n 1982 and 1983 when the MOH
established diarrheal disease control as a priority program in 198:..'. Outside
donors, especially the Izalians, UNICEF and the United States have eithar
aaintained or increased thair support over tha past four years as MOH funds
have been stagnant.

The MOH Diarrheal Disease Contzol Prograz has four major components: (1) case
tzeataent; (2) mass education; (3) promotion of breastfeeding; and (4)
promotion of envirommsntal healzh. All these have been included in the
training and mass education programs.

Pollowing the public education campaigns, it was found that virtually all
families know that ORS (LITROSOL) ip an appropriate treatment for diarrhea and
that thay are awmrs that dlarrhea is a serious probles to be treated promptly.

Siace 1983 approximately three aillion additiomal (RS packats have been aade
avallable annually through the health system. This is considered mors than
sufficient to meet tha demand.

By lats 1983, ciis MOH had trained 2,000 employses in ORT. They estimated that
75 percent of MOH worksrs currently {avolved io providing care had received
training. Because of the contipuing turnover of persounal, they are trying to
maintain ORT tralaing permanently.

Among the most positive festures of the diarrheal diseuse coarrol progzaa, from
4 sanagessnt perspective, ars the continuing self evaluations that are part of
the supervision and programming {n the health regions.
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A social marketing study was recently completed and the MOE is in the process
of analyzing the study's recommendations with & clear intent of implementing a
social marketing program.

Problems: The evaluations have revealed continuing problems of inadequate
koowledge of ORT, and improper treatament on the parts of physicians and nurses
working in the regions. They have also noted the lack of involvement of social
vorkers and other personnel in the program. In at least three regions, the MOH
has noted that private physicians often do not prescribe ORT for their patients.

The progras information system has proved cumbersome. Consequently, data are
incomplete at all service levels.

The AID/MSH monitoring system reported that ninety percent of the CESARs had
not had stockouts. The MOH supervision system, however, reports continuing

probleas with shortage of salts at all levals and frequent stockouts at the

comsunity level. Shortages refer to quantities on hand that ware less than

what is considered sufficient.

Programming of activities by those in charge of disrrheal dissase comtrol at
the central and regional offices is detalled and well scheduled with respect to
the needs. Supervisory and other follow-through, however, is wery
problematic. Tramsportation, per dies approval snd manpover all present
obstacles., Central level personnel report difficulty in conducting visits and

note that supervinion Irom regions ani areas ls veal.

The MON har been unsuccesssful in getting the mecdical school end nursing
schools to include ORT es a component in their formal training programs. Nor
has there been much progress i{n getting pharmacies and other comsercial
establishments to stock oral rebydration salts.

Gathering {nformation umeful for reprogramming and improving effectivenass is
sesn as a4 critical need along with improved supervison. Although prograz
personnal believe that thay have had a positive effect on severity of diarrhaa
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they have no way of measuring it directly and no way of knowing which areas
nsed greater atteantion. Thay have aotad, however, that cases of severs
debydration still occurs at hsalth facilities in all reglons.

Institutionalization: Oral rehydration therapy in the treatmant of diarrhea is
accepted by both the population of Homduras and the MOH. The professional
medical establistment apart from the Ministry, however, is slower to accept it

both as a component of profaessional training and as an appropriate therapy to
be used in private practice. We can say than that it is an icntitutionalized
priority of the MOH, but it 3ust continus to receive extra attention and
support if it is to be fully accepted by all health practitionsrs aud {f it is
to have maximun effactiveness.

Component No. 5: Tuterculosis

Achievenents: The tuberculosis componant, as described in the Pro ject
Agreement (Amendmant No. 12) covers omnly training and vehicle and equipaent
support. Pollowing ths initiative of tha Progranm Director, howmver,
considerable tecimical assistance has focussed on the development of pregram
management, especially in the design of an information system scheduled for
izplementation this year.

Ia coujunction with the design of the informatioum system, progran staff have
tationalized the deuign operation and begun to focus more clearly on what they
wanC o accomplish viile incorporating seans zo monitor those accomplishments.
Thay are focuaing on case detectionm, Lnitiatioa of tTeatlent and treataent
follow=up.

The program reports that case detection and treatment are progressing well ia
Some arsas. loss to follow-up has also improved.

Problems: Despite these improvements, it is raported that the lack of
avallability of asdicines at hsalth centers has resulted iz a failure to tresat
{dentifiad cases. Thare also exist: a lack of follow through on those who
bagin tresatment.
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Turnaround on sputum evaluations is slow and treatment does not begin until
laboratory confirmation is received. This results in “loss to treatment."”
Another problem, ideutified by progran staff and verified during field
observation, is that auxiliary nurses are reluctant to take proper samples.
They find it distasteful to handle sputum of suspected cases.

Institutionalization: The tuberculosis program within the Ministry appears to
be truly institutionalized, but in need of continuea support. That support
should cover implementation of the information system, more intensive
supervision to ensure institutionalization and compliance at all service
levels, and continuing education for MOE personnel.

Comgonent No. 6: Semllz Transuitted Disesases

This component was dropped in the 1983-84 reprograming of the Project. As in
the case of rabies, the major reason for its elimination was that the Project
had fulfilled its planned objectives for this component.

Component No. 7: Maternal and Child Boalth/Flnilz Planning

Achievements: The Maternal and Child Health and Fanily Planning component of
the Project focuses largely on family planning. A lesser operational aspect is
the promotion of breastfeeding and education regarding appropriate feeding
supplements and weaning. The program is integrated with other service delivery

at &.l leveus,

Through this Project and via other USAID-funded sources, two contraceptive
prevalence surveys have been conducted. A third is scheduled for 1987.

The previous studies have shown that there is considerable ummet demand for FP
services. The new FP push of the MOH is relatively recemt with activity
rapidly increasing in only the past several months. Assessment of coverage and

coverage potential is not yet possible.

The MOH has established a revised set of formal fanily planning service norms,
wvhich reduces restrictions on care providers and liberalizes criterias for
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sethod usad by patients. It has also created two new positions for family
planning specialists within the Normative Division of Maternal and Child
Health. Breastfeeding service noras have also been established.

Thers are 143 nurse auxiliaries (132 of the 1,110 working in health.centers)
who have been trainsd in this program through the end of 1985. No parteras or
other comuunity health workers had received tralning in family planning by the
end of 1985. We observed human reproduction training for parteras in one
health post. This is probably common.

Faxdily planning has been established as a supervisory priority in tha hasalth
areas. This should have a positive effect on worker motivatiom and knowledge,

as Wwell as oo ianventory maiatanmance.

Problems: ContTaceptives appear to ba avallable wizhin the councsy, but ace
unevenly distributed among health treatment centers and health workers. The
iaformation systes is 0ot sensitive to stockout sopitoring but obserwstions
indicate that supplies wers very low at many health posts.

Training progress has been slow. lack of training asterial has inhibited the
effectivensss of training. O0fficials have indicsted concern for this. The MOH
is currently preparing modular self-training mscerials and at the same time,
conducting follow-up studies with health workers to determine thair
deficiencies with respect to the MCE/FP norms. Observation of workers at
health centers suggested that their motivation Lo promote family plannirg was

low.

Measuremsnt of PP coverage by the MOH programs is unclear. Tha Contraceptive
Pravalence Survey (CPS) of 1984 (preliminary) estimated that approxinmataly 15
percent of woman currently in union in Honduras were using asthods supplied by
MOH persoonel. Because MOH health workers and volunteers often work as
commuaity~-based distributors for ASHONPLAFA, a private sector agency that
provides methods, respondents aay be confused ragarding thelir sources. As a
resul: they attribute the source to MOE when it is, {n fact, ASHONPLAFA that is
providing the methods. The Ministry has oot {nstituted an information systam
that can provide adequate data ia this area.
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Although the central level staff for family planning have been hired, and
formal policies and noms established, it is not clear that FP has been
ipstitutionalized as an MOH service. Without continued external support it is
doubtful that the MOE would have sufficient resources to support family
planning services.

Component No. 8: yideniolggicnl Iraining

Short courses abroad in epidemiology were scheduled to be supported under the
first phase of HS~-I. It was later agreed that the Ministry itself could handle
the upgrading of epidemiological staff. AID support fcr this componant was
combined within the continuing education sub-component in the reprogramming of
1983-84. Although not currently utilized, this type of training is still
available.

Component Mo. 9: Basic Medicine lList

The idea behind the development of a “"Basic Medicine List” was to standardige
drug stocks in all elements of the Honduran system in order to facilitate more
efficient procurement, inventory and supply procedures. It was expected that
improvement of these procedures would result in an overall cost savings because
a higher portion of drugs would be purchased im bulk. Without standsrdization,
ad hoc smaller purchases from local commercial outlets had been frequent. The
list, begun by the Drug Office of the Hospital Division, was supported by the
IDB. Under the present project, the MOH in 1982 created a special -comnission,
the Comisidn Nacional de Medicamentos (CONAME), and assigned it responsibility
for, among other things, completing the list and keeping it current.

The operations and goals of this component were effectively moved under the
logistics component with the creation of CONAME. This was made formal in the
Project Paper Amendment of 1984 and the Project Agreement No. 12 of February,
1985.

Component No. 10: I.oiilticl

Achievements: The logistics component comprises a series of interrelated
activities including: acquisition of medicines, equipment, consumable supplies,
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and replacement parts; storage of all types of supplies; distridution of
supplies to the ultimats users; and a manaxement systea that links these.

The critical nature of the logistical system was recognized in both the design
of this Project and the Ministry's priority setting. AID provided substantial
support for logistics and the Ministry has devoted considerable attention to
the logistic component, loggiag very substantial achiesvements in this efforet.

Still, problems persist.

The following are the more significant achievemsnts.

e A primary achievement was the formation of the National Commission of
Madications (CONAME) within the Ministry of Health. CONAME has
systexatized the entire logistical system as it applies to sedicinss.
The central achievement of CONAME was the developzment of a basic
nedicines foraulary comprised of a set of sub=componeats: s supply
catalog; a basic medicine list; a registsr of supplier; and gqualiey
control 20ras.

e Within CONAME, s pharmaceutical unit was formed. This umit developed the
cantral formulary and a control system for tha purchase of nsdicinss. It
requires that purchases of medicines not on the basic list be specially
Justified and requires that ordars be processed through ths ceatrzl
wvarshouse to dstermins availahility.

¢ Ihe Minigtry has moved to a competitive bidding approach for bulk
purchasas which, combined with other exogenous factors, has rssulted in
saviags of up to 15 percent. At present, 86 percemt of purchases are
made through compatitive bidding.

e The bulk purchasing system rests upon a purchasing systes that {ncludas
programming annus’ purchasing levels, preparation and {ssuance of bids,
selection of providers, and acceptance of purchases.

e The supply systen was unified through implemencation of “The National
Supply Subsystem Manual®, which covers planning, acquisition, storage,
distribution, control and evaluation.

¢ Implemsntation training has been provided to a broad raonge of personnal
tanging from central staff, to hospital staff, and down Lo CESAR and
CESAMO staff.,

¢ A follow-up study identified continuing training problems and rusulted in
the development of a supervision guide for tha supply systea.

¢ One of the indirect benafits of the Project has been to stimilate problen
solving over s wide rangn of activities. In the logistics area, one
problem the country faces is the high cost of imported medicines. The
government uas crsated a commission to monitor imports.

® A propossed system to control donated raceipt of medications has been
drafted and sent to policy levals for review and action.
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Problems: The Ministry of Esalth sends its purchase order for the coming year
in August, anticipating that medicines will arrive by January. The GOH supply
sgency, however, camnot initiate purchases until Coagress approves the budget,
which takes place sometine in December. Other problems includé the following:

¢ Understaffing and appointments of untrained persons continues to create
difficulties.

¢ The existing regional supply warehouses are inadequate to support ths
health logistics system. It is questionable that all those programmed
for completion under this Project will be completed.

Institutionalization: Not only has CONAME been integrated into the Ministry,
but it has developed the organizational capacity to recognize continuing
problems and to take steps to resolve them. The establishment and functioning

of CONAME is evidence of institutionalization of s logistical management
capacity.

Component No. 10A: Transportation

Although the Project does not formally include a separate transportation
component, it has included a very substantial de facto transportation component
designed to support basic program operations and other Project support
cosponents. This has followed the recognition in Project documents of urgent

transportation needs.

Achievementc: The Transportetior Unit is staffed by a chief, an administrator

and 29 technicians. The central vehicle maintenance facility is expected to
provide all mejor maintenance for the entire Ministry fleet as well as the
zinor repalrs required in the Tegucigalpa area. A modern central maintenance
facility was built using AID funds. It is expected to be operatiomal by August
of this year. Other important achievesents include the following:

¢ The utilizatlon of temporary regional vehicle workshops as an interim
measure until programmed workshops are constructed. All but one are now
operational.

o The Project provided each region with one mechanic. These positions have
been permanantly integrated into the Ministry budget. The mechanics at
the 11 level have all completed formal training qualifying them to
perform routine repairs.
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¢ Thas traunsportation unit has developed norms relating to adminiscration,
reporting, and supervisiou. It operates with a detailed workplan based
upon the Ministry's amnual action plan. This is an important step toward
institutionalizing this activity, and indicative of another isgortant

achievemant, namaly ths organized search for solutions to probless.

¢ The first national vehicle inventory was coapleted and computarised.
This was & first step in identifying the scope of the tramsportation
component's activities and probleas.

o The nanagement inforaation systes also represents progress toward
{astictutionalization of Project achievements within the Minigtry. The
tachnical assistance contractor is playing a vital role in the
development of this information systes.

¢ A systemstic planning systes for identifying and supplying spars parts
and tools has been produced. This plan rapresents a uaceseary first step
in solving two problems facing the transportation uanit.

e A driver traiaing manual and cperator's zagual were prepared.
Approxizately two hundred drivers have been givez a four-day course ia
operation, care and preventive maintesnarce of vehicles. A Jaily
checklist is kept by the drivers as part of the contzol system Zor
vehiclas.

¢ An izproved fuel supply system has been planned to replace the relatively
vastructured purchasing msthods in use involving privats suppliers.

Problems: The lack of available administrative and managemesnt resources is the
most pressing probles the Transportatics Unit facas. The Transportation Unit
doss not have sufficient administrative control over its activities.

The construction of regional workshope continuas to runm into obstaclass.

Altiough important improvemsants have been aade 13 reducing vehicle dom=-ting, a
large portion of Ministry vehicles remain out of service for extended periods.
Soms sarviceable vehicles ars parmanently lost dus to deterioratiom while
wvaiting for repairs. Thare are three contributing factors to the excassive
vehicle dom=~time:

o The chronic unavailability of spare parts;

e In all regilons but ous thare s no formal transportation sanagessnt
componant; and

e Regional vehicle msintenance persomnsl cannot handle the volums of work
pressed on them.
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Institutionalization: The difficulties listed above reflect an inadequate
priority given to transportation. Although considerable progress has been made
in institutionalizing transportation, thare still needs to be more attention

paid to this component.

Component 11: Maintenance

Achievements: 1In 1980 maintenance for all MOE facilities and equipment was the
responsibility of a sub-departmant of the Division of Hospitals. Maintenance
has since been elevated to divisional status, reporting directly to the
Director Gensral.

A wodern, well equipped vehicle maintenance facility, finmanced with Pro ject
funds is being constructed in Tegucigalpa. It is expected to be opsrational in
late 1986.

The cold chain is one of the primary successss of the entire Project. Norms
and procedures were developed, and technicians were hired and trained in each
region. Oune thousand primary care providers (auxiliary nurses) working im the.
CESAR and CESAMO level were trained in how to care for kerosens refrigerators.
Refreshar training was made part of monthly area supervision ssetings. PFuel
and parts supply systems wers improved. An efficient cold chain reporting
systes vas implemented. As a result, efficient fuctioning of the cold chain
has ioproved drazatically froz 1982 levels. 1Ia 1983, 74 percent of
refrigeretors in CIESARs and CESAMOs were functioning, while by 19€5 the level
ol refrigerators functioning at least at & minimal level had risen to 95
percent.

Maintenance systems have been partially developed for microscopes and
incubators. Manuals and training courses have been developed for thesa two
types of equipment. About 200 users of the equipment have been trained in

prog-as norms.

Problems: The above successes have been achieved in the face of comstraints on
the program. The wost significent continuing probless flow from low
operational priority to most maintenance compomsnts.

DEVELOPMENT ASSOCIATES, INC. s o

A
v



«S50=

The high priority given to cold chain saintenance has meant that maintenance of
othar types of equipment has not received emough attention. Ilasufficient
Tesources are available to ths maintsnance division to implement quality
aaintenance systems for other types of equipment. Racent requests for
additional professiocnal and technical persounel have been denied.

There are lasuflicient aumbers of adequately trained aaintenance personnsl at
the regional level to aset all aquipment and building repair needs. This
probles has been racognized by the maintenance divicion. Budgetary requests
have been made for additional personns’ to mset thase neads, but have beea
denied.

A 1983 zaiatenarce evaluation stated that ... the primsry facror decaraining -
2aintenance capapilities is the administrative capacitias of ths Regional
coordinator....” Only ona region has & trained maintenance supervisor in
charge of all regional ssintsnance efforts.

The entire maintenance program has chronic probless in obtaining repair parts.
Given tha GOE dependance on donated equipment from a vast number of
samufacturers in various countries it is questionable that an adequate parts
inventory can be maintained. Oftsn serviceable equipment deteriorates while
waiting for parts and {s never rspairad.

There i3 %0 organized, systematic building saintenance progTaa for primary care
Sacilities in the Ministry. Praventive and minor aalntepance s not Toutinaly
carried out. 4s buildings detariorate, major maintenance is postponad, often
until it is oot economical t0 repair facilities.

Institutionalization: Maiatecance capacity is strained in keeping up with a
small portion of maintenance concerns. Without sustained outside assistance
even the cold chain aaintenance progras cuuld probably not be sustained. The
MOH does not have parsomnsl, facilities and equipment to translate thaorstical
priorities into operatiouns.

DEVELOPMENT ASSOCIATES, INC, )




«5]e

Component No. 12: Management and Plann.tng

During the 1970s the portion of the GOH budget assigned to the Ministry of
Health grew from four to 12 percent. Almost all of these added funds were used
to support construction and service delivery. Few resources wers assignad to
improve management systems. As a result, the burden of managemsnt needs was
incressingly overwhelming. The management and planning component of this

Pro ject was designed to address this problea.

Achievements: During the first implementation phase of the Project the
Director Genaral's span of control was reduced from 30 to 12 offices. In 198S,
this organization was changed back to something approximating more closely the
1980 structure, increasing again the cumber of persons reporting directly to
the Director Gemeral. This was done to consolidate control of administration
and operational functions as well as strengthen political comtrol during the
election year. The organizational structure under the Director General has not
been substantially changed during 1986.

In order to reduce the programming and planning demand on central management
and administration, the MOH developed a model for “local Programming.” This
involved an .ttempt to rationalize the planning at regional levels. To date
this has been partially implemented in three areas, although with limited

success.

wenagenent developmant, a focal ares of reinforcement of management and
pianning, has involved speclalized traizing courses for approximately 100 key
management persons. It i» estimated that 70 of these are still employed within
the MOH but most have changed positions.

During the first phase of HS~-I special studies were conducted under the
Managenent and Planning Component. With the Project Paper Amsndment of 1984,
and the subsequent Project Agreement No. 12, however, a separate Operatious
Research Componment war included and a special unit created within the Ministry
of Health., Tha Operations Ressarch activities and accomplishtments will be
discusesed later in this report.
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Problems: Ths restructuring of the Dirsctor Gensral's office wvithin the MOH
represents & serious regression in that it reduces the management
respousibility of others within the Ministry. The increased span of comtrol of
ths Director Ganeral associatsd with tha reorganization in 19835 continues to
produce overwhelming demands on tha office.

This combined with the turaover of Ministry personnel and responses to the
political context beyond the MOH operations, provide persistent threats to good

.aanagessnt.

The establishment of a useful management information systam is, and will ba, a
contiauing problem. Much i3 expected from this element but it is little
understood by eitier those primarily responsible for its crsation aznd by
2azagezent personnel it 13 lzntended to serve. Instead of creatiag any true
systems of information the 2mpnasis has been on procassing that which is
availabls. It bhas 0o~ been able to focus on limited arwas of coucern and to
follow through. This is to say, it has not been abls to i.: and maintain
priorities. As a result the Unicomputo (the computsr unit of the MOH) focuses
on a broad armay of concerns and responmis to many emergent requests without
establishing any good operational systam 80 that can be used as & model.

Institutionalization: A recognized need for improved sanagessnt support and
continuous attention has been institutionalized. The capacity of the MOH to
follow through on these, however, is seversly limited. We observe only now the
beginaiag of enhanced zanagemeat capacity. In the cases of Operations Research
and a aanagemant inforaation systes, positions have been created and persounal
hired but they are still in the fomative stages of development and unable to
stand alome.

The training of key persomnal in the Sasics of managemsnt has created s common
language and & uscful perspective but the constant movement of thase persons
inkibits tha institutinaalization procesa.
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Managesent training bas also been incorporated into many other training
activities for hsalth workers throughout the MOH system. The elements of
resource planning and decision making are provided to health services workers
as well as those who are more formally identified as managers, in recognition
of the real distribution of managemsnt functions.

Component No. 13: Mass Media for Village Health Workars

Achievemsants: This componsnt was separately evaluated in 1985. The use of
nass media as an eductional tool is a relatively nsw MOB activity. It began in
1980 with a successful pilot project introducing oral rehydration therapy to
reduce infant deaths due to diarrnea. It currestly is expanded to provide
suppoTt to other MOE priority programs including malaria, family planning,
imnunizations and tuberculosis. The educational methodology has been
thoroughly field-tested. Radio is used extensively because of its outreach
capability and it is complemented by printed materials, including training and
promotional items.

The Health Education Division is staffed by 12 technical and professional
persons. The Division is comprised of four units: the production unit; the
investigation unit; the information unit; and the operations unit’ affecting
regional and local educational campaigns.

The Division interacts with the central MOH divisions with priority programs on
& service-to—client basls. At the regionzl level operations are cirected
through Regional Health Education Coordination Committees, chaired by Regional
Coordinators trained in mass msedia and educational cacpaigns. Each is done
with the theme lasting approximately three months.

Currently the regional committees do not have funds in their budget to support
local health education activities.

Health education campaigns, slthough relatively expensive, are a necessary
Ssasure not only to encourage the Honduran public to avail themselves of health
services, but more importantly, to isprove health practices in the hose and
vork enviromment. The techniques and strategies developed during 1980-1984 are
effective and should be continued.
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Prohh-:* Health education is highly centralized in terms of media production
and distridbution. Insufficient efforts are made to provide assistance to

Tegional coordinators in terms of training, budget and msterials. Not enough
consideration is given to recognition and support of community health workers.

Institutionalization: The Health Pducation Division s peraanently staffed and
is utilized by MOH priority programs. Dus to the heavy cost of radio and
visual aaterial production now provided by the Project, it is ualikely that the
MOH could continue at the same level if the Project withdraw support. It is
evident, howver, that the MOH racognizes the value of this activicy,

Componant lio. 15: Extension of Supervision

Achievemsrcts: The MOE supervision model was -evised i 13583. I=aediataly

thereaftar all MCE emplovees wers zzalzed i3 supervision. Accordizg =5 PCT
records, 227 courses wers offersd and a total of 3,160 employees participated
in tie training over the psst three years.

Superviaion is fully operational at the area-to-hsalth canter to community
level, although the dagree of intensity varies among regions and most original
reporting formats have undergons local adaptation. Tha process is in place and
functioning well at the operaticnal lavel.

Most of the regions developed their 1986 training plans bdased upon the
{aformation noted in the supervision raports. Also, many regional macagesent
teanms are startiap "0 Tely on supervision Ziadings to set local priorities and
oeeds.

Supervision activities have progressively showm improvemsnt from the iaitial
policing actions to a more individualized, ons-on-ons educatiooal approach.

Problems: Racords are maintained primerily to substantiate budget
expenditures. Thus, the data does not yield iafomacion to determins whether
the reported 3,160 employees ware newly tzained, or Lf it also iacluded those
who recaived training repsatedly.
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The lack of operational guides and reporting forms impede the implemantation of
the supsrvision systez in the remaining two major program levels. After three
years of development efforts, the guides and forms are still in draft fors.

As long as supervision activities are not conducted at the other two major
program levels (center to regional and regionmal to area), information darived
from supervision reports will be limited to detemmining local priorities and
needs.

The primary constraints to conducting on-site, ons-on-ons supsrvision
activities are the lack of adequate transportation, delays in reimbursesent of
per diea, and the high rate of staff turnover.

lnstitutiopalization: The great majority of MOHE personnel appear to have been
trained in supervision. Much of this effort is non-productive, however, due to
several factors. One factor is that the training in supervision is not applied
at all program levels. Another factor is the high rate of staff turmovar.

Adherence to scheduled activities aud supervision norms attest to the fact that
the process is institutionalized at the area to health center to comzunity

level.

With the progressive reliance placed on informstion derived from supervision
Teports for establisghing priorzities, there 15 2 clear indication that this

pmannling element lg fmpritutionslized at the lozal level,

The educational approach currently in use should be sustained at the target
level as long as supervigion activities can be conducted with available
resources, and within appropriate time frames. Managesent of those resources
sust, however, be improved.

Component No. .7; Continuing Fluceation for MOH Explovees

Achievemants: Training of MOH health workers hes been both intensive and
comprebensive. According to 4ID's monitoring reports at the end of 1985, the
following coverage ratios axisted for the training of auxiliary nurses: 84
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percent had received training in acute respiratory infections; 32 percent in
salaria; 73 percent in tuberculoais; 73 percent in family
placning/breastfeeding; 73 percent in imsunization; and 84 percent in disrrheal
control.

0f the projected 80 pezcent of auxiliary nurses working in CESARs to raceiva
traiaing in three of the supported systems, the following coverage existed at
the end of 1985: 91 percent in Logistics; 42 percent in Locul Programming; and
41 percent in Supervision. (It is to be notad that several of thase
percantages m'h:.ghn: than those reported by the normative divisions of the
MOH. It has not been possible to reconcile the differances with the data
available).

<salzing uses a teacwork approach. Canzral MOH personael tralz counterparts as
traloers at taa regional and area levels. Thay, in turn, provide the bulk of
the training to institutional persounsal. Thay also may provide training to
suxiliary nourses and promoters who, in their turn, will echo that training to
community workers.

A systematic approach to the -formulation of the 1986 training plans was
esployed by most of the regions. Skill and work performance deficiencies noted
on supervision reports were used for determining training needs.

The devalopwsnt and lacorporation of the self-instruction modules iz the
priority programs and support functions complemant and ephance curreant
ia-service tralning efforzs. The major advantages to such an approach are
that: (1) thers i{s oo absence from the work site; (2) :ndividuals learn at
their own paca; and (3) tha cost is minimal.

The development of instructional guidas for the training of comsunity workars
is an added dizension to the training componant. The guides for training
aidwvives have been devaloped and implemsnted. They have bean wall ceceived,
thus greatly facilitating training delivery.
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The quarterly, continuing education magazine, "Salud Para Todos,” for the MOH
staff has been well-received. It contains current hsalth information of
interest, including results of local research efforts.

A Natiopnal Information and Documentation Center has been established. The
center has designed and installed a health information dissemination program
vhich provides linkage among the health regions, the MOH, UNAH's Medical
Iibrary, and other medical resources. The system's primary function is to
circulate documents to the regional levels.

Problems: The information cited above on percentage of training coverage is

presented at face value. lack of data on training impedec any msaningful
verification and analysis of what has been done and of what is needed. It is
assuned that the percentages reported for each progran area reflact a base of
1,011 auxiliary nurses. Also, two other factors that may not have been
accounted for in arriving at the cited percentages are: (1) excessively high
staff turnover; and (2) repeats or retraining.

Except for training schedules and a recently introduced kardex system covering .
training participants (in some regions), there is no training information
systez. There was nc evidence of docum:ntation of training information. In
short, there is no way to monitor the training coverage, eithar at the regional

or central level.

The continuing ecucetion coordinatores in the regioms, in addizior to organizing
and conducting training, alsc produce staff health bulletins and develop
graphic materials to complement training presentation and radio bhealth
programs. lack of reproduction and drafting equipment make these excessively
difficult tasks. The finished product suffers as a result.

Current training schedules appear overly ambitious. In one region viudited by
the team, 70 training events lLad been planned for 1986. Due to fund
disbursemen: problems, however, no Project-sponsored activities have been
conducted through June of this year. Although the problem is especially severe
in 1986, it has existed to sose extent for each year of the Project. This
problem should be addressed with reduced schaduling of training courses.
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Efforts to establish clearsr training priorities should also be considarsd.
The problem is exacerbated by the fact that a functioning worker/training
information system has not been establishad.

Although studant reports indicate satisfaction with traiaing quality, littls
formal evaluation of training materials has been conducted.

The selfi-instruction modules, covering MOH priority programs could be an
efficient and effective training sathod. Supervisors support and follow-up,
however, cannot now be expected to sustain this type of cdncatioul prograa.
Addicionally, no incentives are plannad to encourags the workers.

The Central Information Center s located iz a wToom that {3 curTently adequatas,
but allows for little expansion. The regioms find it difiiculs to siad space

to bave their information cencer.

Institutionalization: Training {s recognized as an on~going need of high
priority. Ths establishment of permanent positioms for additianal persons at
the central and regional offices reflects on thea Govermment's villingness to

support training activities.

It is clear that under this Project support has been usad to train staf?,
devalop s large corps of experienced trainers, and produce training matarials.

The lack of an adequate personnsl information system that car be used to
soultor tIaining outpits and to assess tTaining needs, the Tepeated production
of over ambitious schedules, and the neglect of training (and trainars)
effectiveness evaluations, raises quastions about the institutiomalizsztion of
training asovagemant and planning capacity.

Componant No. 18: Operations Rasearch

Achievemants: The pucpose of the Operations Rasearch coaponent {8 to produce
studies relevant to tha conduct of the MOH's priority health programs. This
was not & subcosponenz of the Project {altially, but was simply an elemant of
the TA scops of work. In 198], & sizable sum was allocated to operations
tesesarch, As such, it became & da facto component.
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In 1983 the MSH ccntract was amended to add one part-time long-term adviser in
operations research. A new office, the Science and Technology Unit, was
created within the MOE. Money was then taken from the Tuberculosis and the MCH
components and allocated to OR. The new unit was given the responsibility of
managing various, although unspecified, studies.

The Project Paper Amendment of August 1984, anc the Project Agreement of the
sane month, formally established OR as a Project component. Since then it has
taken responsibility for managing nine separate research activities. The range
has been from national surveys of MCH and contraceptive prevalence to a
narrovly focussed study of traditional midwives in ons region. Another
pational health and family planning study is planned for late 1986 or early
1987. As of June 1986 seven studies are either plannad or underwsy.

Problems: The staff of the Science and Technology Unit bas had limited
experience in planning and conducting research. Three people were sent abroad
for training in biostatistics and survey research. One is currently in
training, while the other two have not returned to work for the MOH. The
capabllity of the Science and Technology Unit remsins limited.

The majority of the studies carried out under this component have not been
conducted directly by MOH staff, although they have participated in all phases
to some extent. The primary technical assistance group and various outside
organizations have haniled the planning, design and processing for the one

me jor study. This was necessary given the complexity of the studies and the

limited resources of the MOH.

The ambitiousness of the research studies planned and undertaken under the
rubric of operations research is probably the most serious problem in
attempting to establish a competent operations research unit. The magnitude
and complexity of the studies, and the fact that most of the work is conducted
apart from Science and Technology Unit staff, limits their usefulness as

training excercises.

Institutionalization: A research capacity has not been fully institutionalised
within the Ministry of Health. This is understandable considering that the
unit has been in operation only one and one-half years.
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Cgmt No. 19: Natritiom

This componant was added in 1984 in recognition of the MOH's identification of
gutzition as a priority progras.

The only activity that is currencly scheduled under this componant is a
national nutrition study. (This is also a scheduled activicy ia the workplan
for Operations Rasesrch.) Fiald work is scheduled for late 1986 with the final
report dus in late 1987. ‘Littls progresss has been made to date and the entire
activity seems to continue to slip behind.

A opumber of other activities 7ere originally scheduled to be iacludad under
this component but nothing has been done. 3y mid 1986 no funds had bean spent.

Sreastieeding and improved feeding supplemant and weaning practices have been
incorporated into training and supervision in ths departments of MCH and
Diarrhaal Disease Control of the Miaistry. Diarrhesl Disease Control personnal
report little evidance of impact of their effort.

The Project appears to have had littls impact on any arsa of nutrition coucern.

Pro ject I..‘!EE‘

l. Healt: Impact

The Project is intended to comtribute to ths overall AID goal of izproving
the health status of the Honduran people. It {s also expectad to contribute
to a aumber of othar objectives of the GOH as specified {n the 1982-1986
National Heslth Plan. These objectives include such things as laproving the
quiL'ity of care and broadening of coverage. It appears that these are all
consisient with the Project objectives as well.

Health impact per se, howaver, i{s not an immediats objective of the
Project. The Project, though, is axpected to contribute to the ability of
the MOH to have an impact on bealth status. Because soms of the operations
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that are supported by the Project focus more on phenomena that should have a
direct impact on health, it is reasonable to try to assess changes in health

status.

In some cases, Project supported sctivities and inputs should prove to be
the critical contributing factor in MOH strategies to improve health

status. This being true, failure of the MOH to achieve hsalth status goals
could follow from faulty design or implessntation of this Project. Por
example, if measles incidence rates are high, it could mean a faulty cold
chain, for which this Project has taken responsidbility. An increase in the
incidence of malaria could mean that tha Project is inappropriately managing
malaria vector comtrol.

On the other hand, the Ministry's success in mopitoring health conditions is
& reflection of its management ability. The responsivensss of the Ministry
to information on haalth status (and other factors) can be used also as a
measure of management ability.

There is evidence that the hsalth level monitoring now used by the Ministry
is sensitive to variations in the incidence of 1lluno-pr|v-ntnb1¢ diseases.
Its malaria case finding wmethods should also be ncnnitivu to large changes
in malaris incidence.

The epldemics of measles that have been detected by the MOH have indicated
that there cre coxtinuing coverage problems. This could mean that the cold
chain 15 not functlioning properly, that vaccinations are pot being given to
sufficient numbers to break the tisassission process, that the wrong persons
are being vaccinated, or any combination of these and or other factors. The
MOH is investigating the problem and seeking solutions.

Although case finding in the malsria program is not a means of obtaining a
true measure of malaria prevalence or incidence in the population, the
techniques employed should lead to indications of direction of change in
prevalence. As such, it does provide a limited indication of whethsr or not
the vector control program is having an effect. 8till, one must keep in
aind that other factors play important roles in the incidence and
distribution of the disease, snd of the vector.
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Case finding for malaria has been increasingly aggressive over the life of
the Project. Additionally, staff of the wector comtrol program report that
the population and geographical areas within which case finding 1
coucentrated ars not qualitatively different from what were covered a faw
years ago. Thersfore, the smaller sumber of casss found with tha highar
sumbers of persons tested prodably means thut thers is a lower iacidence of .
the disease and better coatrol of the vector.

Because diarrhes is a sajor or contributing cause of infant mortality, aa
indicator could be created to measurs impact of ths diarrheal control
program. This, howaver, is probably not yet feasible on a national scals.
It would require close monitoring of infant deaths in order to determxine
wnether dlarchea was a factor and, {f so, to what degree.

. Knovledge and Action of the Population

Early in 1980 a three-year, centrally funded AID health education pro ject
began in Houduras. Its purpose vas to develop, implament and evaluate a
bealth education progzam using mass media (mostly radio) to promote the use
of LITROSOL i3 reducing infant and child deaths due to diarrhes. The
demonstration sita was located in s rural area vith a population of
400,000.

In 1982 the MOH decided to expand coverage to include the emtire councry and
add three additiona) themus; malaria, immunization and tuberculosis. It wvas
desounstrated that the apiroach was effactive. The Health Education Division
was strengthened and the capacity we+ i{nstitutionalized through addition of
profecsional staff at tha central leve!.

They also crested the positions of regional education coordimators to ssaist
ia the ioplementation of the various educatiomal technlques using
person=to-persca coutrcts at health facilities, as wall as promoters {(paid
MOH community-based persomnal) and voluoteers. The exparience with the
progras cles~ly iudicatad that people not only knev that LITROSOL bad a
positive effect on children amd infants with diarrhea, but that a large
purtion could mix it properly in thair homes. It has bdecome & vidaly used
bhowe resedy.
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1t vas also shown that mass promotion led to improved compliance with
vaccination norms in young children. The msthodology devaloped in the
demonstration project is being applied to other health themss but has pot
been evaluated to ths same extent in terms of changing hsalth practices and
behavior.

Coverage: There is evidence that service coverage has increased in the
period 1980-1985. Ministry statistical reports show that there has been &
22.2 percent inrrease in attentions provided. This 1is & major
accomplishment in which Health Sector I has played a significant role. It
indicates that the population is changing bebavior to the extent that thay
seek formal care in higher numbers.

We have also seen that health worksrs in cosmunities have ths knowledge and
motivation to apply appropriate care methods, some of which have been only
recently introduced. Additionally, it means that people in communities have
batter access to the services.

Cost Control

in the original Health Sector I Project Paper the economis analysis focused a
great deal on developing greater efficiency in tha public health systea. This
was designed to occur through the unfolding of progress in the ares of reducad
unit costs of & variety of commodities and services.

To improve efficiency of primary haslth care the Project sought to direct
future resources avay from costly hospital construction and high cost
technologies into the primary haalth care systes. This was expected to
strengthen treatment capability at the health ceatar and community level.

The original PP stated that internal efficiency, as far as this Pro ject is
concerned, "is defined as the relationship between the desired output, healti:
care, and the cost of producing that output.” Improved internal efficiancy,
then, wouwld allov more people to be treated for a given budget, or for the
budget to be reduced without diminisking the number of people who would be
treated.
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1. Medicine

One of the msjor targeted achievemants for HS-I was that, “ths
vaighted-average unit cost of medicine used in the priority programs of the
MOE will be less in 1987 than in 1984, when adjustad for inflation.”

Recently MSH completed an extensive analysis of pharaaceutical prices 12
order to develop the data necsssary to evaluate the success in accomplisning
this targeted achievemsnt. Due to limitations of the data it is still
izpossible to evaluats whether the stated goal of the project can be
achieved.

All that could be sall regazding zediciae prices is that the
Jelghtad-average uni: cost of sedicines for which daca were availabla is .9
pezcent lower ia 1986 than it was i3 1984, This analysis was based on a
substantial sample of aedicinas bought by opan bid rathar than on ths
madicines especially used (in ths priority programs. Also, differences in
the procursment lists in th- two years and incompletensss of records made it
posalble to compare only 142 products in 1986. - This represents S7 perceat
of the products ordered in that year, and 58.5 percent of the valus of that
order.

Nonethaless, as MSH points out, “"the Ministry is getting more drugs for its
budget lempiza (at least in 1986 coapared to 1984), not only by getcing
battar prices for drugs bought in open bidding, but by purchasing a gleater
shaTe of its d-ugs that way. Although it is difficult to analyze the
sulti-year trend in pharmaceutical prices so as to evaluate ths success of
this Project, an evaluation can be done for the process which has begua in
the area of drug purchaeing. Impressive results have been obtained as a
result of ctighter controls of direct purchasing, bulk purchasing of
sedicine, and a setting of pharmaceutical priorities as demonstrated by the
recently produced “0f2icial Lisc of Basic Mcdicinas.”

The successes achieved through drug purchasing by means of bidding began in
July 1983. The following table highlights the noticeabls decrease in direct
purchasing {n 198S.
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TABLE IV-2

Pharmaceutical Procuremant
(Thousands of Lempiras)

1983 1984 1985
Cost 4 Cost p 4 Cost 4

Bidding 14,800 77.7% 14,958 x 17,029 85.9%

Direct Purchase 4,258 22.31 3,338 272 2,788 14.12

TOTAL 19,058 100 20,495 1002 19,817 1002

*Data based on second half of year only.

In the msantime, sttempts are being made to enable the MOH to buy drugs
directly from PAHO. This would a.so help lower pharmaceutical prices even

further.

2. Cost per Patient Treated

Another targeted achievemant for HS-I was that the "cost per patient
treated, when adjusted for inflation, declines between 1980 and 1987 in
hospitals and health centers.-

Although there are some problems with data, it is possible to conclude that
the unit cost of consultations in the health centers (CESARs and CESAMOs
combined) was 12 percent lower in 1985 than in 19R0. 1t is impossible to
Bake any statement on the changes in uoit costs in hospitals between 1980
and 1985. Available data indicate, howsver, that the cost per out-patient,
adjusted for inflation, is now about 12.07 lempiras, or about 6 percent
higher than it was in 1976 (11.43 lempiras in 1985 prices). Thars was no
vay to develop 1980 bane lime unit cost data for hospitals.

The problems in calculating these costs centered on the following:

e The lipe iten for "mmbulatory Consultations” was used as the total cost
indicator to estimate tha cost per patiemt. Although not ideal, this was
the best available approximation for actusl health center services.
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e The data on actual visits to health ceaters is probably an
under-estimation. This phenomenon is discussed later.

e It was oot poesible to separate CESARs and CESAMOs dua to tha fact that,
although tha MOR bas tha data necessary to do the bmeakdowm, it is not in
an accessible fom.

e Cost data from the regional hospitals has been spotty and inconsistent,
and always late in arriving at the cemtral offics. The iaconsistency of
the data is seen in the fact that there !s 42 extremely wide spread
between the lowest unit cost hospital and the highest.

Even {f there wars no problems with the integrity of the data, the method of -
analysis is questionable in itself. Comparing 1785 data wich 1980 providas

a4 very general “snapshot” picturs of those two years. It would be mich mors
useful to look at ths trend that has beea taking place over the period. The
table below provides such Zata.

TABLE IV=3

CESAL's AND CESAMO's
Estimmtion of the Unit Cost of Attentionm
1943 Prices

YELAR
1978 1979 1980 1981 1982 1983 1984 _l19as

Unic Cost (lemp.) 9.79 20.18 15.5é 13.12 11.43 11.97 12.77 13.72
h:c.‘ m. .5-3: loc -23“ -LS.GZ "12092 ‘.7: 6-7: 7-‘:

As the table indicates, recent unit :osts appear volatile, especially
batween 1977 = 1980. Then, starting ia 1980, the unit cost tumbled 43
percent through 1982. It would be difficult to actribute any of this fall
to the Project’'s impact, as little progress bad been made in Project
implemdntation through 1982. Then, we fiad that the uait costs rose 19
partent between 1982 and the end of 1985. Whether it wvould have besn higher
or lower, everytiing else being stable, without the Project, is izposaidble
to deterxins.

In their analysis of this trend, MSH suggests some possidle explanations for
this phenomena. Piret, an increasing perceutage of tha people getting
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cousultations in health centers ars having them in CESAMOs; they treated 40
percent of the health center patients in 1980, and S1 percent in 1984. The
table below summarizes the number of attentions provided at CESARs and
CESAMOs between 1977 and 198S5.

TABLE IV-4

CESAR's AND CESAMO's
Number of Attentions Provided

1977 - 1985
(13 Thousands)
All Centers CESAR's CESAMO's
No. % Change No. 2 of ATl % Change| MNo. ¥ of Lﬁlﬂnn.c
YEAR Attentions Attentions
1977 1,862 - 757 412 - 1,105 592 -
1978 2,572 33z 1,208 472 602 1,364 532 232
1979 1,325 “2 684 sz % -4 641 Y.+ 4 -5
1980 1,657 252 995 602 452 662 402 b} 4
1981 1,958 182 1,100 562 11 858 & k-4
1982 2,308 182 1,326 582 22 978 2 142 ‘
1983 2,209 42 1,138 Ly 4 =142 1,07 Y .- 102 ,
1984 2,050 -2 1,006 492 -122 1,044 512 -32
1985 2,046 0 XA - - - - -

Tae Zact that more people are seeking care at CESAMOs has obvious cost
implications. Since these centers have one or more doctors they are the
more costly of the two. The data indicate that CESAMOs are becoming both
relatively and absolutely more popular than the CESARs. Attentions given at
CESARs have plunged 24 parcent between 19682 and 1984, while even the number
of people going to CESAMOs declined by 3 percent betwsen 1983 and 1984,

In summary, the total number of consultations reported has dropped by 11
percent since 1982, while ths population has teen groving. MSH beliaves
that this can be explained by two possible causes: aigration to urben aress;
and simple under-reporting. With fewsr people snd primarily f£ixed costs at
CESARs, the cost per comsultation inevitably rises.
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At tha same tims that this is occurring, the nurber of centers is
increasing. Thers wers 12 percent mors health centers ia 1985 than in 1982,
vhils the numbar of attentions has gooa dowm at a similar pace. As MSH
points out, thare seems to be a swelling imbalance between supply and demasnd
in the health centers which {s ciutinuing. The extent and effectivenass of
outreach community health care tas not yet been fully assessed. Any serious
concern for altering the balance and distribution of facilities must taks
all thase factors into account. It must also address how much cars at
tu;uuno versus contact in ths community and homs. is desirable. This will

Tequire & differant sort of analysis than we can provide hers.

User Fee Collection at CESAMOs

In 1383 M4SH conducted a case study of the CESAMOs L2 thrae hsalth reglons ia !
ordar o dererzize the :ost recovery policlas belng izplazented. It is, by
law, prohibited for CESARs to collect user fees, although thare is somstimas
a “valuntary contribution” at many centers. The study came to the following
kay conclusions:

e That'these user fees are vital to the health centers' discretionary
spending abilicy;

e That these funds are an importaat complemsnt to routins machanisms for
providing basic matarials, fusl and supplies; and

e That vhen priority is given to cost racovery, greatear flexibility and
overall capability is accorded to the {ndividual CESAMOs.

“ha evaluation tsam constzucted its own set of very rough estimates of total
cost recovery, by region snd by year, for all CESAMO's between 1980 and
1985. Since oo aggregate data were available, the MSH study of 198) was
genaralized for all regions and years using a aumber of simplifying
assusptions. The data are more of an {llustration than & true estimstion.
It vas estimated that the unit coet recovery at all CESAMOs has been
constant between 1980 and 1985 at about 1.08 lempiras per attention. Since
00 data are available on the unit cost per attention at CESAMOs, it (s not
posaible to calculate the spread between cost TeCovery per attantion and
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unit cost per atteation, however, with the knowledge that: (1) both CESARs
and CESAMOs in 1985 spent about 13.7 lempiras per attenmtion; and (2) that
CESAMOs are the more costly of ths two, one can begin to mesasurs the extest
of subsidy (per unit) taking place. In the aggregate, psople visiting
CESAMOs are paying less than one-tenth of the true financial cost to the MOEH.

!lougiul Costs

Currently the public hospitals in Honduras gensrate acout 5 percent of their
total assigned budget. A genaral goal of AID, and a condition of this

Pro ject, has been increased self-sufficiency for hospitals, along with
lowering (or at lsast containing) unit cost of delivery. Between 1980 and
1984, the unit costs of four hospital-relatad services have increased faster
thas consumer prices in general (as msasured by ths Central Bank's inflation
index). In particulsar, the cost of a "hospital stay” soarsd 78 percent over
the period, more than twice the rate of inflation (37 percent).

Unit Costs of Key MOH Services

Another of the project's major targeted achievemsnts is that the unit cost,
adjusted for inflation, of ksy MOE services shows a decrease in 1987 from
pre~1984 levals.

8., Acbulatorv Crre

As MSE points out in their analysis, thers is no way to develop 1980 base
line upit costs for hospital ambulatory care. Thé only historical data
svallable are for 1976. Thus, all that was able to be calculated was
that the cost per ambulatory care attention, adjurted for inflation, was
approximately 12.07 lempiras in 1985, just slightly higher (5.6 percent)
than it was in 1976 (11.43 lempiras in 1985 prices). The asalysis points
out a host of problems in the type of sathodology used: many hospitals
don't report the desta; and there are wide differences tetween some
hospitals, indicating discordant sessurwmnt systems.

DEVELOPMENT ASSBOCIATERS, INC, sy



=70~

6.

Conclusions

Currently, it would probably be wise to focus mors on ths future costs of
ambulstory care, especially in light of the recently passsd "Zstatuto
Medico.” This law allows for physicians to only work siz hours per day
in ons (and only ons) goveroment job, and to recsive retirement
compeusation equal to 80 percent of their salary after 10 yesars of
service. Thac unit cost of ambulavory cazs will climb oarkedly as a
risul:. It would be worthwhile for the MOH to calculate the annual cost
of this law. This would serve the dual purpose of educating the GOH on
the future resource drain resulting from the law, am well as allowing for
tha comparison of future unit cost data with these prior to ths law's
implemsntation.

b, Izmuni{czations

Wbile no data have beex developed that would enable one :o analyzes ual:
cost of immunization over various years, a study dons by MSH does
indicate, using a simple cost-banafit acalysis, that it is highly
beneficial in ecomomic and financial terzs o vaccinats children against
numerous childhood diseases. Even during the more expensive "Matiomal
Vaccination Weeks” the benefits wers estimated to be 12 times the cost.
The time alloted to the semiansual vaccination cawpaigns has since been
reduced resulting in probably more cost-effective coverage.

In order to put the praceeding aaalyses i{ato parspective, it is worth
mentioning that & recent siudy® cn the availability and use of ORS through
social markating pointed out that tha public {s paying coansiderable amounts
in the privata sector for treatment of diseases. When trying to set
appropriate prices for their goods and services it would be worthwhile for

®See Annax 3, aumber 1l6.
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the MOH to take heed of a conclusion of that April 1986 study: “that a
large portion of health financing is carried out in the private sector, anrd
that the public would be willing to pay for certain public cervices at a
reasonable cost.” The study notes that a sufficient balance between
officlal financing and thst obtained at the local level may indicate an
important area of concern for the extension and strengthening of (RS
activities given that the techunology for ORS is relatively inexpensive and
quite effective. The same principle could very well apply to primary health
cars in genersl.

1261D/8.86
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It has been possible to identify some unintended consequences nf the project on
health status. This section will focus on unintended conssquences on haalth systea

objectives or activities.

A.

V. UNANTICIPATED CONSEQUENCES OF THE FROJECT

Linkages Among Indicators

Successes in achieving one indicator or cluster of indicators may lead to
successes or failures in linked indicators.

An exsmple may be found in the uberculosis program. Increased case finding
brought about by successful outreach and mass media progrrms, along with
increased training of auxiliary nurses has overloaded the capacity of
laboratories to handle slide examinations. Also, increased cass finding has
exacerbated the problem of inadequate medicine supplies, weaksning ths program
by decreasing public co)nfidence in the mess mndi: messages and 1n the ability
of CESARs to provide needed treatment.

A second example may be found in the groat success of the cold chain. Ragional
@aintenance technician supplies as part of this Prcject ware diverted to “de
facto” cold chain technicians. They devote full time to the cold chain and are
unsble to meet other maintenance paeds. Three additional points are in order
regarding the shift of techniciuns to exclusive cold chein use. irst, this
shift indicates an iuplicit decislon to give priority to the VAl progranm.
Second, the nentral Tole of matitenauce in the success of al) prograa
colponerts is highlighted. Thiid, a successful program can serve as a model
for other activities. The cold chain reporting systez is surving as a model
for reporting systems for vehicles, incubctors, sterilizers, stoves and
boilers. Still, resources are not available to take advantage of the situation.

Linkages Between Componaats

A closely related phencaanon is the illumination of linkages between componants
and broader activities. Por example, axpansion of the meintenance and

DEVELOPMENT ASBOCIATES, INC, sl

,,” {



-73-

transportation componants led to an increased number of employees with tools,
equipment and workspace. This in turn led to an increased amount of work and
increased need for coordination and supervision of work. Thesa requiremsnts
were not taksn into account in thas Project planning. Provisions wers not built
iz to identify regional maintesance and traasportetion supeivisors and
managers. This need has been recognizad by onme region which now has a
malntenance coordinator.

C. S pervision

Supervision has been strangthensd more than expected as a rasult of Project
activities, Once supervision was introduced as a formal component, it
clariiied lines of responsidbility and authozity withia difZerant command
structures. The current corps of supervisors has the potential to stap into
the roles of reglonal administrators as vacancies occur.

1261D/8.86
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Vi. PROJECT EVALUATION

Stretegy and Design

The initial strategy of the Project followed from weaknesses in the Honduran
health system that had been noted following a breakdown in ths systeam in the
late 1970s. During the first years of that decads there had been an aggressive
progran to expand health services. It was also observed that hospital
construction and expansion planned and undervay wvas exhsusting availalle
resources and that recurring costs of those would be impossible to maintain.

As a result, the MOH decided to curtatll construction and refocus more effort on
primary health cure. 7This renewed thrust, howsver, would incorporate much
attention to training and support systems and to averall management
strengthening. These would be aimed largely (but not exclusively) at improving
services which were within the MOH's "Priority Health Care Prograss.” The
assunption was that primary health care services would have grester assurance
of being maintained and expsnded 1if managemsnt and support to them (and to
other concerns of the MOH) were strengthened at the same time the priority
programs vere being implemanted.

The Project initially included 17 components, as discussed above. Mollowing
evaluations and reprogramming exercises in 1983 and 1984 two of these were
effectively dropped, mome were altered and others were added or divided
{fferently. The greatest direct attention, however, continued to be scheduled

for management, logistics, meintenance and training.

Each of these ma. ..ant and support concerns ‘s defined broadly and each is
comprehensive with regard to those other activities to which it is intended to

contribute.

We £ind the intent of the Project Strategy to be juctified v the basis of
exparience in Honduras and elsewhares.

In practice the overall breadth of the Project's 17-20 components and ths opsn
definition of each of the major areas nf primsry focus had some advantage
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initially but has become complicated, burdensoms and unattainable. These
problems indicats that more empbasis should be given‘'to holding Project
activitias within manageable limits. Ths alternative to this would be an
incresse in Project managemant staff, both at MSH and AID, in order to handle
the present number of diverse areas of emphasis.

Initially, the scope of the Project permitted the Ministry and techmical
assistance stafi to have wide latitude in testing and identifying what could be
done to improve MOH performance. That is, it provided opportunities to
deteraine counterpart strengths and needs, so as to determine the utilicy of
focusing on various arsas. In sum, it allowed for a flexibility that is
essential for successful development support whers political winds can change
quickly and where serious obstructlons to implemeatation can emerge.

Inicial reprogramming ian 1983 and subsequent amendmeats to the Project Paper
and ths Project Agreemsnt, as well as relsxations of conditions precedent
requiremsnts found in Project Isplemsntation Letters (PIls), reflect the
response to ongoing assessmacts of the Project and its changing context.
Without such flexibility the Project would have been stymied on many occasions.

This breadth and flexibility that was an asset earlier, howver, is becoming a
lisbility as tha Project comss to an end. Although the result to date can be
seen in ths progress on sany froats, or aany coaponents, ths primary concerns
of management and administrative support capability are still far from
complete. Institutionalizatiom of capacity has not been clearly establisbed.

Tha Westinghouse 1983 evaluation recommended reducing ths ambitiousness of the
Pro ject and narrowing its focus in order to consolidate impact on MOH
capability. In fact, this did not happen. Project bresdth has, if anything,
incressed. This may have been appropriate, given that ths Project was extended
by three and a half years bayond the original PACD. Now, howsver, a narrowar
focus is essential. '
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Inglcnenting Agencies

The Ministry of Health (MOH) is the primary implementation agency for this
Project. The Project funded Project Coordinator and the MSH technical
assistance team leader work with MOH personnel on a daily basis.

The Director General of Health is the person with ultimate responsibility for
Project implemsentation and, as such, is the closest thing to a non-AID Project
Director. The office of Director General, as the highest line office under
that Secretary, is also responsible for managing all health related activities
in the Ministry. This includes Administration, with its six separate offices
managing everything from accounting to graphic arts, as well as 17 different
technical divisione and units, ranging from hospitals to humsn resource
development. The DG also supervises the eight Regional Directors. There is
strong support for the Project at high MOH levels.

As might be expected though, most normative division chiefs are still
relatively unfamiliar with the content of the Project Agreement, except whare
it specifically concerns their offices. They are usually preoccupied with
their own areas of responsibility and interact with the PCU mostly on financial
satters, i.e., vhen they wish to make expenditures.

Over the life of the Project the absorptive capacity of the MOH has been
greetly ctrengthened. Although most personnel continue to have broad
functions, the MOE has added 67 full-time positions throughout the Ministry.
This obviously enhances the Ministry's overall capacity to support health
activities. With AID's continued financial support across the primary health
spectrum, the institutional capacity of the MOH is improving. Questions on
institutional sustainability after an AID withdrawml, dealt with elsewhere in
this report, are another matter. '

At the heart of the implemeatation of the Project is the Project Coordinaticn
Unit (PCU). It is responsible for all Project monitoring within the MOH, as
wall as extensive interaction with other govermmant entities, especially the
Ministry of Finance. The PCU submits quarterly reports to the Director
Genaral, noting ths operational and financial activities undertaksn during the

DEVELOPMENT ASSOCIATES, INC, s

N4

'



wlTe

preceding three month pariod. It also produced a series of docussats for the
Mrst O0fficial Report, which was used as the basis for the Pro ject's internal
evaluation of Mgy 1986.

Ministry officials outside tha PCU are fully aware of thsir respousibilities
related to the Project. Thay do not, however, furnish separate raports on
activities conducted under the Project, or with Project funds. Ths overall
reports that thay do producs arze slow iz coming and are not uniform. In {act,
this is indicative of a broader prodlem of the PCU; that is, it lacks the
suthority to.require ﬁrim MOH officials to comply with requasts or to
perform according to plas. Thus, its ability to monitor and sanage is limited.

The PCU does have recourse to the Director General and meets with him or the
Sub~Direczor Ganeral on a weekly basis, along with representatives of USAID aad
the prinary tecanical assistance team. The Director Ganeral attempts to faollovw
through on problems identified at these meeting, but as indicated above, his
span of control «ad his other wyriad responsidilities draw s considersble
portion of his efforts and tims. This limits his sbilicy to-manage the Pro ject
as wall.

The third organization iz the triad is ths MSH technical assistance team. It
is not un implemsnting group per se but it works closely with the
implesanters. Gensrally, MSH personnel have MOH counterparts with whom thay
iateract with ot & regular basis. MSH works with the PCU o develop annual
vork schedulaes.

In summary, the following {ssues ares some of ths aress of comcern regarding
isplesentation of this Project.

Turnover: This probles within the MOH's staff has made implesantation
difficult. It is to the credit of the MOH, and the persistence of ths PCU,
that their overall comitmant %o the objectives of the Pro ject have ramained
strong. In particular, the MOH has established over 60 new positions and
created ssparate depsrtments of tracsportatiocs and medications in order to
eusure their priority status. Ths Science and Technology Unit and the Computer
Coit were also created with a viev towmrd Project priorities and Ministry needs.
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Aboogtive CaEcitz: The absorptive Capacity of the MOH heg been enhanced
through B2nagement improvement, long-tern training Planned, but not conducted,

could do much to improve {t further without this and without Ssustained outside
assistance of g “hands-on*” Bature it is doubtfyl that the MOH could sustein the
thrust,

Information Flow: 4 continuing problem with Pro ject managemant by the MOH 4
the lack of 800d information at all aspects of Ministry operations. The PCU
does an admirable Job of putting together information which is available byt
division and Tegional heads are slow to accumulate and report the informarion
they should be Producing. Formgl information Systems truly adequate for
Banagesent of the Pooject and of the MOH ar a whole are still being designed
and developed. That these are Dot yet in place is o serious impediment to
Banagement capacity. This mey be due to the fgct that they have only been
involved 4in thig activity for less than two years.

Flow of Funds: At times this hgg been a serious impediment to Pro ject
1lp1mnntion. with 1986 as an excellent exawple. 4t the vary least, gix
weeks are los: at the end of each year to "close the books,” and another six
weeks (at least) ig lost at the beginning of the year in lieu of budget
&pprovals. This problem Was exacerbated in 1986 when the government went into
& virtual gridlock after the 1985 Presidential election. The uncertainty apd
volatility which thig has created ig still being felt throughout the Pro ject,
as well as the MOH generallv,

Technical Assigtance

Technical assistance provided through HS~I has been & major input as well 45 a
key element in itg implesentation. Through tha previous PACD (12/87), $11.1
million was scheduled for technical assistance, the s jor portion going to
asanagement and Planning., That covered over 900 Person months of effort and
accounted for 36% of all AID Project assistance,

Through June 1986 the Project has had 321 months of long-tern techaical
Sesistance provided through four contracts as follows:
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Provider Nrson/Months
Msnagement Science for Health 425
::d-y for Education Development ;:
PSC/Countinuing Education L2
TOTAL 3521 person/months

The present evaluation taam has observed the MSH consultants, the PSC in
Malaria, and the AED comsultant in mass media. It is clear that in all cases
the personnel bave played advisory and participatory roles that have been
responsive to MOH needs and sensitive to thair opinions.

The consultants work closely with MOH staf?, meet regularly wich counterparts,
and participate fully in problem solwving and technology tcansfer exarcises.
The MSH chief-of-party and soms staff meet weekly with the 2CU staff and the
AID Project management and liaison group. Thay joiatly aset again each week
wvith the Director General of Health. These msetings are used for inforastion
sharing, problem identification and decision making.

Additionally, the TA persounel have shown flexibiliry in dealing with s broad
range of isplementation concerns consistent with Project Tequirements and have

- gained tha respect of Ministry personmnel.

As a provider contracting agency, MSH has responded well to raquasts for
short-tarn advisors. This is true despite problems of salintaining
izmplementation schedules in Honduras. It has provided more than thisey
short~tera advisors.

There have been constraints Lo making the most effective use of techaical
assistance. These have been similar for other inputs. They include:

e Frequently changing counterparts;

¢ The complexity and scope of the Project; and

e Disruption of plans associated with prasidential elections, discontinuous
flow of funds, strikes and othar avents extersal to the Pro ject.
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AID's Role

The Mission's support to Health Sector I has exceeded that normally provided by
donors. This is necessary bacause of the number of Project components and
their complex nature. AID not ounly coordinates its iaputs but also maintains
daily contact with key MOH officials to ensure that implementation problems are
quickly identified snd, when possible, dealt with. Site monitoring s done in
the field, covering 15 percent of the basic health care facilities.

In the USAID a full-time direct hire Project Officer is assigned to the
Project. The Project Officer is assisted by two PSC administrative

assiscants. One handles implementation documents, processing PI0's, etc. His
primary concern is to see that timely movement of important documentation is
carried out. The other is primarily concerned with Pro ject monitoring,
saintaining an office in the MOH. The quality of the AID Project management
staff has been exceptional in that they are highly regarded by the MOH as being
coapetent and dedicated professionals.

One MSH professional acts as liaison with the various MOH organizational
entities involved in the Project and provides feedback on how objectives are

bzing met.

This type of involvement is not only necessary in a Project of this scope and
complexity but, more importantlv, has made s notable contzibutior to Pro ject

achievement,

This model should serve as a guide to other large projects in each of AID's
portfolios.

Su.tainnhilitx

The Misxion has had difficulty establishing and maintaining s formal
implementation and impact monitoring systez although some important advances
have been mada.
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dmong the advances is ths routins obserwation of CESARs to determine bow much
ths support, suparvision and training systems have halped operations and
quality of sarvices at that point. Working with the MSH team, thay have
developed a nsans of systematizing ths obserwtions. Ths {aformation produced
has been valuable for assessment and problem identification.

Another advance has been the dynamic use of objective statemsnts to bhelp all
participants focus on Project accomplishments. This, however, is more
promising now as a concept than as a reality. To maks this truly valuable, the
objectives sust be set so that they more clearly reflect what the Project is
achieving and trying to achieve. Ths objectives should also be stated so that
specific targets and target dutiles are iacluded. They will, of course, have to
take lato account ths availability of !nformatios.

«
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A number of advances have been made :o-ﬂ ensuring iastitutional
sustainability of tha objectives and activities supported under the

Project. It is clear, homaver, that much still u.cd. to be dons bafore thay
can be said to be fully within the capacity of the GOH and the MOH to
sustain.

The establisiment of a aumber of new, parmansnt posts in education and
naintenance 1s a clear {ndication of serious commitment to continuing the
enphasis on these support activities on the part of tha GOH.

The creation of CONAME has been a major accomplishment of the MOH. It
prowises to ratiooalise and improve procuremsnt and supply eff.ciency. It
is fessible that unless management attention is patd to focuseing CONAME's
regponsibilities Lits promise will be diluted and lost.

Tha cold chain has provided a model for good maintenance. Currently the MOR
does not have ths resources to msintain all types of equipmsnt. It has evean
fewer Twsources o be used to maintain facilities.
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Supervision is well institutionalized as a conceptual priority and training
for supervision has accomplished much. The persistent unavailablity of
transportation and inability to meet supervision schedules shows that this
resains a problematic area. Costs associated with supervision are now
largely it .rne by the Project. When these have not been available the systea
has broken down.

Training has been a major activity under the Project. Although there have
been attespts to rationalize training on the hasis of supervisors'
evaluations, it has not been managed in such a wey that it can be fully and
properly absorbed by the MOH. Evidence of this includes the lack of
development of a persomnal training information system, over ambitious
training schedules, the conduct of training prior to development of training
materials, and neglect of formal follow-up evaluations. Assessmant of
additional staff has helped, but pressure to conduct more training as fast
as possible has overwhelmed them.

Mavagement within the MOH bas iwproved.. Supervision training and mapagement
training has permeated the systesm. There is still much to be done, however.
lack of information systems producing information useful for sach aanagement
person is a hindrance to full use of the human capability that exists.
Instituting those systems will require snstained extesrnal assistance.

It should be pointed out that pressure to maintain and expand both hospital
care and primery healtn care continue to drain Ministrv institutional
capacity . Populatior growtkh continues to tax the resources at all levels
of the MOH. MOH capability has improved via experience, training,
dedication to purpose and additional staff. Pxternal conditions do threaten
its ability to keep up with continued outside support.

2. guiaent

As noted in saveral places in this report, equipment maintenance continues
to bs a serious problem for MOH operations. Mersonnsl, spare parts aand
repair facilities are all in sbort supply. Much equipmsnt is lost
completely simply because of imability to repair it. Even when repairs are
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dons, down timse is often excessive. Without substantial isprovemsnt in ths
ssaintenance program of the MOH, it is doubtful that existing equipmsnt can
support MOR activities satisfactorly.

Iaproved maintenance systems and ratioval progaming of nev equipasnt
purchuses are needad to ensuce availabilicy of equipment. It is doubtful
that ths GOH can handle this on {ts own.

Politicsal

The politicsl sustainability of the HS-I Project hinges on a number of
elements. JAxong them are the followiag:

e Contiaued, supportive GOH pollcy, pazticularly la prizasy healzh cars
apd caild survival;

e Coustaut attention to appropriate design of tha Project, as well as
ths entire health program;

¢ A sense of locrl invwlvemant in ths goals and objectivas of ths
Project;

e Political decisions within the MOH which may seek to alter resource
allocations; and

¢ Countinued strong funding from the international donor commuaity.

The impetus for this Project had its origins in tha early 1970s vhen a group
of public health-minded technicians had control of MOH. The political will,
as vell as the concomitant ecopomic resources, wvers allocated to the
isprovemsnt of rural public health. This program was abandoned in 1978 and
there followel a grester emphasis on urban, curstive health caze. As might
be expuctad, thers was a drop i1 support for rural community development and
delivery of primary health services.

The preceeding discussion of the downfall of public health i{s worth noting.
It demonstrates hov fragile the political sustainability of any project can
be. Fortunactely, thare has besn a reemsrgence of intarest L2 primary bealth
care since 1980.
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Evidence of continued commitment is seen in the willingnsss of the
Govermment to provide an ever increasing portion of its own budget to
primary care and support mechanisms. It is also seen in its readiness to
halt construction on costly hospital facilities and its insistence that the
Inter-American Development Bank, the agency providing funds for hospital
construction, also provide funds for recurreant costs for the first years of
operation of those bospitals that will be completed.

Thase actions, do not provide absoluie assurance that the commitment can be
sustained in the face of othar political interests, economic limitations,
and competing demands for goverument resources. The threat that hospital
services will be given higher priority within the MOH systes persists.
External donors cannot be expected to maintain recurrent costs interminably.

Even while recurrent costs of the new 500-bed hospital in San Pedro Sula may
be covered, the demands for human and other support resources will draw
heavily on the same sources as those used by other MOH programs. It is
possible that this could cripple the outreach services and reduce the
political will to continue primary care with the same intensity.

Another important threat comes from the increasing number of medical
students graduating each year fros natiomal insticutions. The “open
adnissions” policy begun in tha 1970s is expectsd to result in a
two-zad-a=hzlf fold increase in graduates in 1987 over 1986. The government
is alrescv committed to placing these graduates. There mav be pressures to
oper aew hocpital pocitione for ther or to have them displace health center
workers who are not physicians, but who have been trained as primary care

providers.

These threats are exacerbated by the Govermmant's and medical union's recunt

agreement to raise salaries of medical interns and anursesn.

A lav passed in 1985, referred to as the "Estatuto Medico,” will place an
additiooal haavy economic burden oo the Governmant and the Ministry. This
will further test the political commitment (end the ecooomic possibility of
continued support) to primary care using the mechanisms strengthened in
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conjunction with this Project. The “Estatuto” calls for doubling the base
salary, reducing the number of houru workad by 2 percent, and allowing
Tstiremsnt after ten years of service (dow from 20 yesrs) for govermment
pbysicians. In addition, the GOH decision to have “open admission” to
medical school, coupled with high salaries, will certainly increass the
oumber of physicilans. This, ia turm, will lead to politizal pressurs to
Create more positions for these nevly trained doctors in the public sector,
particularly hospitals.

Another political threat binges on the economic performance of the councry.
If the economic conditions suddenly became much vorse, through any aumber of
Causess, the political dacision could b2 made to alter, or simply cut back,
health expendituras. Glven the pracarious state of the Honduran economy,
tais {s always a possibilicy,

A political threat also exists f-om & possiole deterioration in the sevse of
commnity invol7ement that i¢ cucrently felt at ragional levels. If local
authorities fsal that the syatea is becoming even mors cearralized thaa {t
currently is, a sharply diminished sarse of community involvement could
quickly ensus, with barsh reperiussions for the Project, and ruril public
health in gensral.

Lastly, a political threat certaialy exists as far as the international
ionor ccmmunity is cnocerned. If, fcr vhatever reason, thers was g shary
overall cutback in AID funding, the GOR could be i 4 zuch more unstable
ecuonomic posizlon than thay are at present. !{zh a posaible
&cross-tha-board decrease i{n exterpal (AID) funding, !t is possible that the
primary Lsalth care could suffer Talatively more damage than other rectors.,

In sumsry, wa couclude thec the governmant has msintained its political
comitment to primazy Lealth carm under this Project but 1= hag Lad 20 make
BADY coocessions that could completaly underaine {t. Unless ‘= Tentiuctures
its arrsngemencs with the mad{cal school and the sedical community, it will
not ba abla to susralc support to priamary health care.
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Financial

As the Project draws to the end of its current phise, the importance of the
financial sustainability issue increases. The following analysis is a
sinplified follow-up to the much more extensive "Administrative Analysis
Report,” done by Birch and Davis in 1984. The focus of this analysis is on
the financial capacity of the MOH to absord the recurrent costs implicit in
this Project. Recurrent costs are defined here as the public funds
necessary to continue the ongoing operations and maintenance of Fro ject
activity. Excluded from the analysie are: initial capital cocts; most
positive financial externmalities geanerated by the Project, with the
exception of cost recovery; and any discussion of what the MOH s'iould or
slould not be funding. For the sake of the analysis, it was assumed that
the current Health Sector I Project would terminate at the end of 1987, and
that no follow-on project would continue in its place, thus ending all

external funding.

¢. Recurrent Cost Analysis

The follouing anilysis evaluates the recurrent costs of the project in
relation to: (1) available domestic funds; (2) all primary health care
costs; and (3) the rate of population growth,

Firat, recurrent costs were detercined for the vears of the Project's
existence., THis wae Gonme DY chicuiating how much AID had spent (both in
loan ard grant fundr) for saleriec, training, commodities, and per diem
in 1984-85. These four categuries are the essential ingredients to the
Project's continued existence, Technical esaistance, one of the more
ex,ensive componants, is not an iter that the GOH would likely wisn to
keep, assuming that Lt would have to furd such an operation out of its
own domentic budget. If the Project (s to be sustained, at least
financially, these coata will have to be met, Tha following table
provides swuary information on thass recurrent costs, all funded by AID,
for the years 1984-1992. No adjustment was made for expected inflation
8C as not to complicate tha analysis.
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TABLE VI-1

PRO.JECTIONS FOR PROJECT COSTS POR SELECTED ELEMENTS
Iaplementation and Recurrent Costs
(Current US $ in Thousands)

Training
Commodites
Per Diez
Physical Plant -

YEAR
1984 1985 1986 1987 1988 1989 1990 1991 1992
113 119 177 266 355 355 355 ass 353
65 . 55 93 139 60 60 "60 60 60
1,493 261 916 1,375 1,300 1,300 1,300 1,300 1,300

539 843 1,339 2,009 650 630 630 630 650
- - 25 25 25 25 25 25

~!
[o0)
~t
"~

2,220 1,278 2,525 3, 2,390 »390 2,390 2,29C 2,390

The levels of these recurrent costs seem satisfactory on the basis of
evidence we have. Training expenditures are projected at lowar levels
thac earlier anticipatad due to ths development of modules for priority
programs. Also, immunization campaigns have been tchown to be effective
using a cost-benefit approach.

The fnllowing table provides comparison of level of recurrent cost with
the overall MOH budget (including external funds), the lavel of national
funding for the MOE, the amount spent on primary health care, and the
population growth rate. As can be seen, the recurrent costs of this
Project consume a noticeahily smaller percaentage of the 1986 MOH budget
than that of 198S5.

While this might initially indicate a greater ease in seeting ths Project
Tecurrent costs, as thay fall from 3.3 pernent to 1.8 percent of the

total budget, the rsasons behind this have to be taken into account. The
Ministzy's budget, including external funds, soared 78 parcent over 1985
expenditures. Although thare was a general across~the-board increase in
all areas, “Central Adainistration” was budgeted at 44l percent of 1985
sxpanditures. This indicates a dramatic shifz in financial priorities
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TABLE VI-2

COMPARISON OF RECURRENT COSTS OF PROJECT ACTIVITIES
(Without Cost Recovery)

(1) (2) - (3 (%) (5) (6)
Ongoing Recurrent Percent Percent Percent Recurrent
Costs of Budget of Internal of PHC Cost per
Funds Funds Capita Population
1986:
$2.4 miliion 1.82 2.92 9.02 $0.53 4,500,000
1985%:
$2.4 million 3.32 3.6% 11.52 0.55 4,372,000

*Based on planned 1985 budget, except column 4, which is based on actual
expenditures.

and commitments that will have a detrimental effect on the MOH's ability
to meet future recurrent costs. The major cause of this shift is the

receutly passed "Estatuto Medico.”™ Other, lesser causes are

the

increzsed use of contracted personnel, and a general increase in central

office personnel.

The ratio of recurrent costs to PHC funding was lowered from 11.5 percent

in 1985 to 9 percent in 1986. Although this is a positive indication of

continued levels of increased funding to this area of importance, the

trend should be analyzed over a longer time frame to evaluate the level

of PHC funding.

A related issue which bears directly upon the ability of the MOH to meet
these recurrent costs i1s that of hospital funding. Although the

"hospital” line item was increased by 16 percent in 1986, much

of this

was due to the fact that three new hospitals were due to open this year.
Although it is questionable whether all of them will actually open, the
long-term budget implications remain intact, i.e., hospital fixed costs

DIVELOPMENT ASSOCIATES, INC..cummmumnd

t



49~

b.

should continue to account for a sizable portion of the MOH budget. It
is exprcted that hospital operating costs will increase substantially in
upcoming years dus to the effect of the "Estatuto Medico.” Thus, mors
hospitals and higher costs of operating them should combine to raisa
dramatically the financial needs of curative health carm to Hooduras.

Racurrent Costs with Isproved Cost Recovery

Ths aforsmantioned issus of rising hospital costs, while boding future
financial trouble, does present a possible opportunity for increased cost
recovery. This could be the case for the health sector in gensral, and
hospitals in particular. Currently, hospitals in Honduras generzts
approximately a 5 percent recovery factor on their allocated budgats.

The possibility of ralsing this rare, and its impact on recus-eut costs,
are analyzed below, as well as a possible reciprocal increase in CESAMO
recovery.

The following table presents the impact which improved cost recovery at
hospitals and CESAMOs could have on tha recurrent costs of this Project,
svarything else remaining equal. The valuas for hospital recovery
represent the amount that thay would generate over and above thair
current level of about 5 perzent, whils the valus of CESAMO cost recovery
Tepresents similar improvemants in thair recovery capability. As seen,
with moderate increases in hoepital cost recovery, ths MOE could
dramatically improve their ability to fund primury hcalth care activities
ia general, and the Haalth Sector I Project iz particular. CESAMO cost
recovery ls viewed as much more limited.
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TABLE VI-3

PROJECTED RECURRENT COSTS*
Health Sector I Project Activities
Assuning Improved levels of Cost Recovery
(Current US$ in thousands)

ITEM

YEAR
1986 1987 1988 1989 1990 _ 1991 1992

Initial Recurrent

Cost 2,525 3,788 2,390 2,390 2,390 2,390 ° 2,390
liospital Cost |
Recovery - 193 416 645 893 1,160 11,3922
CESAMO Cost

Recovery - 6 7 9 10 11 12
REDUCED COST 2,525 3,590 1,966 1,737 1,488 1,219 985

The implications of this type of cost recovery are quite obvious in the
table. If the MOH administrators were able to begin a cost racovery
campaign in 1987 there could be dramatic results within only a few

years. By 1988 the recurrent costs of the project would take only 1.5
percent of the 1986 budget, as opposed to 1.8 percent of the same budget
without increased cost recovery. Then, this percentage would decrease to

1.1 percent by 1990,

There would be a corresponding fall in recurrent costs as a percentage of
MOH internal expenditures. Without cost recovery, recurrent costs would
be 2.9 percent of the 1986 budget berween 1988 and 1992. With increased
cost recovery however, this ratio could be lowered to 2.4 percent of the
1986 budget in 1968 and 1.8 percent by 1990. Once again, with all other
things remaining equal, a change would be seen in the ratio of recurreat
costs to primary heclth care.
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lastly, oua of the more salutary effacts of such a cost rscovery plan
would be the effect it would bave on the recurrent cost per capita.
Assuming a 2.9 percent amnual growth rate in the population, the
per~capita cost would still decrsase from US$0.53 without any cost
recovery, to US$0.29 in 1990 with the improved cost recovery projected

above.

Not taken iato account in thils analysis was the possidbility of cost
recovery at CESARs. Although it is cyrrently illegal to collect any fees
at CESARs, a change in the law, combined with a changed attitude toward
cost rTecover; . could halp propel greater cost rscovery. The finsucial
eflect of such a change would be relatively small, but helpful in both
ralsing fuuds and convincing rural health workers taat the provision of
their services is worthwnile :to the public ia fim:_ia.l teras.

A fipal item which would halp lower net recurrent costs is the effect of
pharasceutical salas. If cha Ministry continuas to acquire medicines in
bulk at lower costs, thers will be ever mors substantial savings.
Although this tendency was not factored into eithaz of the previous two
analyses, it is obvious that avery level of estimated recurrent cost is
overstated by tha exten: that future savings can be accrued on
pharmaceutical purchases.

In sumary, the Mialstry of Haalth appears to be in an i{deal position to
begin the process of making this Project's activitias financially
sustainable. Probahly the bes: way to this L3 to develop a naw
vall-structured set of user fees for various MOH services. 4 possihle
starting point would be tha considaration of how to gensrate mors cost
recovery in the following categories:

e Curative care, particularly hospitals;
e Patient-related care, particularly at the CESARs and C¥SAMOs; and

e Non-patient ralated preventive cars, such as disease control and

sanitation.
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¢. Recurrent Costs and the MOH Budget

In order to judge on a general basis whether the MOE will be capable of
meeting this Project's recurrent costs, it is helpful to look at the
shave of the health budget allocated to basic services. MSH concluded
that these services were the sua of three budget line items: “vector
control,” “ambulatory care,” and "institutional development.” Together,
these items have increased their share of the MOH budget expenditures by
about 19 percent since 1980. The share for ambulatory services, however,
has declined since 1980. Plus, the increase in budget share for the
group dates from 1981, and is virtually all the result of the increasing
share for the AID-financed "institutional developmant” component. With
h "Estatuto Medico™ now beginning to alter budget prioritiol, future
budget allocations could easily be even more gkewed tavard
physician-intensive activities, primarily hospital services.

In 1984 Birch and Davis recommended three alternatives for the MOH
financing of this Project. One of them suggested diverting funds from
other items in the budget, particularly hospitals. In fact, the opposite
should be occurring with the "Estatuto Medico” now in effect.

Secondly, they suggested raising the amount of internal funds allocated
to health care. Although budget expenditures should rise, there seems

itile reascu to belleve thet primery health care will get enough of en

Increase to fun? ) the activitles.

Iastly, they suggested increasing the level of externmal funding for PHC
or other health components. If this is to be the case, donors should
explicitly evaluate the extent to which they are subsidizing

physician~-related services.

F. Inpact on Women

Maternal and child hsalth services, appropriately designed and properly
applied, will certainly have a salubrious effect on women in the population.
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We feel that tha Project has been implemsnted in such a way as to have this
positive impact.

One of the major strengths of the MOE service provision systea i3 its nurse
auxiliary force, the vast majority of whom are women. Their skills and their
ability to provide appropriate motivation, promotion and care have been

enhaaced with support from this Project. In the process thelr responsibilities

nave grown. They have not, however, been provided all the necessary
adainistrative suppori they need to use acquired skills most effactively. Nor
have they been provided additional monetary rewards consistent with thair
davelopment. Further, thera is no opportunity for career advancemeat within
the formal structure of the Ministry. Were supervisory levels establishaed for
ourse auxiliaries it would allow graduate nurses. an especlally scarce

Tesource, to De utilized elsewhers,

It should be noted that the work of MOH nurse auxiliaires at baalth centars is .

oot genarally truly that of auxiliary workers. Indeed, they are first line
care providers, with a vast armay of diagnosis, treatment, follow-up,
sotivational, wducational and administrative responsibilities.

Envirommental Impact

The vector comtrol componsnt of HS—-I has envirommental izmplications in that it
lavolves i{nsecticide spraying and storage and the elimination of breeding
piaces for insacts. The Project Agreement includes the covenant that any new
salaria conotrol interventioms will be preceded by evaluation impact
assessmants. As far as could be determined, no novel interventions have been
scheduled and no evaluations have been conducted.

It 13 clear, howver, that traditional interwentions do have eavirommental
impact. Indeed, that is their intent. It appears that in areas wheTe vector
control have bean implemanted {t has reduced the density of mosquitoes and

Bosquito larvae. Residual impact of insecticide spraying has not been assessed

~nder this project.
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The vector control division is active in eliminating breeding places for
wosquitoes through both drainage of wet arsas and prowoting the elimination of

breeding by residents of malarious areas.

The strategy being encouraged for reducing the density of Chagas vectors is
improvesent of housing. Residents ars encouragud to surface their walls and
ceilings.

The only apparent evidence of negative envirommental impact results from
inadequate storage facilities for insecticides., In both Tegucigulps and in San
Pedro Sula it was obsarved that insacticides were stored adjscent to work
areas. Io Tegucigalpa they were stored next to the hospital. This presented
an apparent hazard. Construction of planned, new storage facilities will
reduce the danger but it is not clear that they will all be completed during
the life of this Project.

12620/8.86
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VII. SUMMARY OF RECOMMENDAITONS BY COMPONENT

The evaluation teax feels that the scope of the current Project should be
narrowed. It appears that too much is being attempted in too little time. During
the balance of time left in the current Project, careful snalysis of the componsnts
and activities within components should be done with a veiwv o setting priorities.
For example, according to work plans of the MSH for 1986 there are listed 202
discrete activities in some form of developmant or axecution. This will place a
severe strain on the capacity of the MOH to maintain this number of Project
activities in addition to non=Project responsibilities.

This broad scope in the pas: allowed for maximum flexibility. The team feels it is
now time to concentrate on the most important areas with the viev of completing
then during the time left in the Project. This would alsc be helpful in the
selection of components for the follow-on project.

st all components are represented in the recommendations. Only the most important

ones are addregsed in this section.

Co-pcncnt No. 1: Vector Control

Recomsendation: The MOR should place more emphasis on eliminating vactor

breeding places. The causel relastionships between vector control,
envirommentali sanitation and health education are so strong that the three
shoulc be combinec Zor best results. A comzission should be formed to study
the problem and develop a plan of action which involves large amounts of
community participation.

Recomendation: AID should continue to support special studies in new
technology in vector control and transmission channels of vestor borne

disenses.

Recommendation: AID should consider the Vactor Control Division's request for
equipment (small ditching equipment) and steel forms for concrete pipes so
that permanent drainage can be built in place of annual temporary methods.
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Componsnt No. 4: Diarrheal Disesase Control

Rscomsendation: Continued efforts should be mads to provids ORS through
commarcial channels. A decision or how to accomplish this should be sads .
within eix sunths, now that & study outlining alternatives has been couplated.

Recomendaticn: Hospital records should be monitored over the next 18 months
to discover cases of seavers dehydration being treated in children as a means
of mmasuring effective use of (RS in the clinics and bowss.

Component No. 3: Tubarculoais,

Recommendation: Case fizding should be improved. The auxiliary aurse
contlzues to hold the key to case deteczion. They need motivation and
supervision. There is a need for follow-up supervision for regions showing
low detaction ratas.

Recomendation: Thare 1s & nsed for uore supplies and better dis:'ribution of
T3 medications. Although the overall treatuent drop-out rate is toportedly
low, 5.8 parcent, soms regions report higher drop-out rates. Thaee should be
identified. Iatensified efforts should then be mada to reduce their drop-out
rate.

Recommendation: This component is operating well cocnsidering the above
entioned problems. It can safely be turnad over to tha MOH to administer
with minimun AID suppovt. Othar respiratory disesases can also be included
witch 18,

No. 7: Matsrnal snd Child Health/Family Plamsing

Becommendation: If family planning is to appropriately end affectivaly reduce
high fertility and %o iaprove pregnancy spacing, thus contribuyting
significantly to better health of children and mothars, it must be promoted
sore sariously smcng providers and in ths community.

Racommsrdation: A study should ba done of the availability of family planning
servicae.
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Component No. 10: logistics

Recomendation: For Health Sector Il (and if possible for the remainder of
Health Sector I), rigorous administrative actions should be taken to maintain
critical supplies and medications in bealth centers. This will involve
setting one or more ohjectives to determine priority medicatioms, revising
acquisition procedures tn assure priority medicines are always available, and
revision of distribution procedures to assure those medications are accessible
(e.g. in health centers).

Recosmendation: The number of approved suppliers on the Govermment registry
of suppliers should be expanded to include other suppliers who provide
medicines at lower than present available costs. For exmaple, the Canadian
government, which is not on the register, sells generics at about 30 percent
savings over what the Ministry is currently paying. PAHO alsc has offered its
service as a procurement agent, at & reported savings of 2 million lempirss.

Regarding PANI, the following recommendations are worth considering:

e The MOH should plan its pharmaceutical purchases a year in advance from
PANI. This would allow PANI to order rawv materials, better preparing it
to meet delivery dates.

¢ The USAID should facilitate technical assistance for PANI. An expert in
pharmaceutical production and marketing from the International Executive
Service Corps could poesiblv provide such TA.

¢ /2D shoulc, &% the earlies:t copporrumizy, promote an active digaussion of
the Suture of PANI between and cmong ¢ll interested perties., The logicel
starting point would be a discussion of the PANI feasibility study done
by MSH. Under the assumption that the current situation is untenable,
the three proposed options could then be evaluated.

I{ a consensus could be reached on a restructuring sodel for PANI, AID could
finance some or all of the effort,

Compoment 10.A: Transportation

Recommendation: The Ministry should consider beginning ‘mmediate contingency
planning for nev permsnent twgional vehicle maintenance shops. This planning
sust take into account the fact that the tesmporary vehicle maintenance shops
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are lnadequate and must not be allowed to becoms permanent shops. Prefabricated
bulldings may offsr a relatively rapid and workable permanant solution to house
such shope as & step in addressing the urgent maintensnce problems which exist
in the region. A cost-beunefit analysis of the various options would bde a
logical start.

Recomendation: ZEach region and area whers vehicles are based should have a
person designatad as vehicls control administrator. This person should have
training in administration and a2 basic understanding of vehicle lch.dnling and
saintenance requiremsnts.

lecommandation: Mechanic and mechanic helper positions should ba upgraded to
be competitive with the private secror, thus training by the MOH would not be

wasted, due to heavy turnover of starf:.

Racommsndation: In order to incre'se administrative control and flexibility,
consideration should be given to developing a separate budget for the
Transportation Division. AID would have a separats Project component and the
MOH budget would have a line item for trausportation.

Racommendation: A cost-benafit analysis could be used to detarmine ths bast
msthod to break the spare perts logjam. Thers are at lasst three alternatives
to be considered. Ths first is to comtinus under the present systea. Tha
second would be to restructure Govermment purchasing procedures to assure
smo0ta and timely Teceipts of needed pavts. The third would emtail contracting
the asjority of spare parts supply to private coantTactors.

Restructuring of the present systeam will require both changes in the purchasing
system at tha national level, and devalopment of increased flexibility at the
regional level. Bven though local purchases say be higher on a umit ‘cost basis
than costs for parts through a national systes, tha loss of service of disabled
vehicles and the evantual loss of serviceable vehicles to exposura and
cannibalization may greatly outweigh these higher unit costs.

Tha third altarnative could iavolve competitive bidding by private suppliers
for a national parts supply contract for a specified number of years. This
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approach has the disadvantage of a considerable elapsed time needad to
demonstrate savings.

gg!gggggt No. 11: Msintenance

Recommendation: The maintenance supervisor in each region should assure that
all new health care providers assigned to CESAMOs and CESARs are trained in
cold chain noras and procedures.

Recommendation: The Project objective in the maintenance section lists
saintenance for microscores, refrigerators, sterilizers, incubators, stoves and
vehicles. The Project to date has concentrated on refrigerators and vehicles.

AID and the MOH should determipe the operational priority in these remaining
objectives. If these other items are tov be paintained, additional resources
should be identified.

Recommendation: A number of important problems were identified which are not
reflected in the logframe. They include: (1) inadequate supervision at the
regional level; (2) lack of effective supervision lines between the' central
level and the regions; (3) administrative and management problems Tesulting

frow a lack of a separate budget for the maintenance division; (4) a potential
serious loss of trained technicians to the private market due to lower pay
sevele for roveramen: persoanel; (5) inadequate provision of tools and

malntenance equipment; and (6) the low priority piven to facilitier mcintenance.

Each one of these problems areas should be investigated prior to the design of
Health Sector Il so that they may be effectively incorporated into its design.
Actions which can be taken during Health Sector I to address these problems
should be initiated or stepped up.

Component No. 18: Operations Research

Recosmendation: The Operations Ressarch Unit should be maintained and
strengthenad. The research activities it manages, howaver, should be limited
in scale and scope, focusing on practical problems of ongoing Ministry
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operations. Large studies should continue to be conducted by contracted
organizations.

onant Mo. 16: Com Education

Racomendation: No Project-sponsored training activities should be programmad
for 1987. The overriding priority should te to completel, install the
projected training information system in all appropriate units and the Division
of Human Resources. At present, thers is no manner in which to adaquataly
donitor all training activities, nor can plans and decision-making be justified
wvith such a msager source of documentation.

Componemnt No. 15: Zxrtemsion of Suvervisiom

lecomsezdacion: To have az efiicleat and fully functiomal supervision systam,
equal and comparable standards sust be applied to all personnel at all levels
throughout the systam. Therefore, provisions must be mads to conduct formal
and regular Jupervision activities in logistics, saintanance and
traasportation. Also, regularly scheduied supervision visits should be made to
the ares from the region and to the regions by the notmative and adminiscrative
support directors from the central level.

Racommendation: It should be ncted that, at present, the information derived
{zom suparvision activities conducted from the area to hsalth ceater to
community is very useful in detemining local priorities and needs, iacluding
traiaing, loglstics, and supplies. Ouce all levels of the MOH are incorporated
iaro tha system it could be the most effective managesent ool for overall
progras operations and decision-maling. Therefors, the team stiongly suggests
that formal group training in supervision should cot be conducted until the
cperation manuals and supervision forms for the remaining two levels (region to
area, and central to region) arm completed.

Recommendation: In an attesmpt to overcoms the persistent and ever-presant
limizations on effective supervision at tha levels wherze (t is being conducted,
it may be nacessary to liait on-site, ons-on-ona supervision. This would place
aoTe emphasis on paper monitoring or group supervision sessions gorsally
conducted in the ares 0fZice at the end of the month.

DEIVELOPMENT ASSOCIATES, INC. ==



http:decision-maid.ng

Yiua st

Component No. 12: Management and Planning

Information Systens:

Recommendation: Ministry officials should reconsider the heavy dependance on a
centralized data processing capacity. With low cost and wide usability of
micro-computer equipment it is recommended that processing capacity be placed
at points where data will be used for operational decision making. Measurrs
should be sought to reduce the heavy burden of hand tabulation and hand
processing that are now the responsibility of health service providers.

local Programix_:g:

Recommendation: While conceptually this is a good mechanism for strengthening
planning capability at local levels, it is recommended that AID funding should
not be provided until an information system is in place and functioning, ard
until regionalization is better supported by the MOH.

Management Develognent :

Recommendation: AID and the MOH should consider the possibility of sending
several mid-level administration persomnsl for long-temm training in public
administration or health administration. A mix of regional level and central

level administrative personnel should be considered as candidates.

Cost fnelvsis:

Recommendatiuvns: Some specific measures should be taken to generate more

interaction between MOH and MSH on the issues of cost recovery and cost
control. This would build on the work already accomplished.

Impact on Women:

Recommendation: Rscognition of improved capacity and increased ulponqibility
of nurse auxiliaries should take the fors of better salaries and the
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establisiment of possible career steps within the structurs of ths Ministry.
If supervisory level positions wars establiskad for nurse auxiliaries it would
allow graduate nurses, an especially scarce resource, to be utilized elsewhers-

Envirosental Impact

The focus of Health Sector I is not directed towards environaental sanitation,
although vector control has cousiderable enviroumental implications. The
storage and use of insecticides for house spraying, ths eradication of insect
breeding places, both in homes and over larger aress, are environmental
concerns.

In at least two regions, it was found that temporary storage facilities for
insecticides posed a public health hazard because of their proximity to humans.

Recomsendation: It is recommended that a surwey be made of insecticids storage
aud, whare it is deemed to constitute a health basard, that other storage aresas
be found.

‘It 1is also recommended that more attention be paid by ths Project to destroying -
stagoant water and removing garbage. These items not only serve as breeding
places for disaase carrying vectors, but play a rols in tha transmissiom of
other diseasas.

12620/8.86
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2.

3.

3.

6.

VIII. LESSONS LEARNED

A project with as many components as Health Sector I required establighment of
coordinating and monitoring mechanisms. This was done in this case by
establishment of the PCU. The PCU or a new unit should, however, be fully
institutionalized into the MOH with appropriate authority to direct the Project.

The "management by objectives” approach, while time consuming, can lead to
improved outputs.

The participatory style of Project management aliows problem recognition and
the formulation of solutious to take place earlier, before problems bacome
larger and solutions more difficult.

External conditions, political and economic, beyond the Pro’ect's ahility to
control, should be anticipated and reckoned with, during design and
implenentation.

The Project will not show immediate, quantifiable results on health status due
to its heavy emphasis on management aspects. Also, various components of the
Project did not progress as rapidly as others. Since the tesm feels that the
Project has attempted to accomplish too much, too quickly, it would sees
necessary to establish nmew priorities based or & sceled~down approach to
accomplishments. All of this should, of course, be based on the needs and

desires of the GOE in generzl, and the MOE in particulars.

Major comstruction is not within the present capacity of the Ministry of
Health. The experience with the construction of warehouses and work shops
points out the problems and delays associated with this activity in a
developing country. In light of the fact that barely 5 percent of
AID-allocated construction money has been actually spent, it seems apparent
that neither the MOK, nor USAID had any grasp of the complexities and
difficulties involved in health facility comstruction. This type of activity
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should perbaps be relegated to tha IDB or World Bank, institutions with s
broader background in the field. In the event this is not possible, AID
contracting modes and U.S. contractors should be considersd if the size of the
construction program warraats it.

7. In projects such as HS-I, it 1s necessary to continously assess the project's
level of effort for both the USAID and TA contractors, so that the workload
does not exceed aanagerial capacity. Complex, management-oriented pro jects
texd to require msors administrative oversight than normally associated with a
basic health improvement project. Ths alternative is fewer project activities
at any ons tima.
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L.

List of publications reviewed by evaluation teaa.
List of Health Sector related surweys, 1980-86.
Table showing annual slides examined and indices.

Table showing index of positive salaria cases datected —- by population,
1981-85.

Graph showing annual index of slides examined and cases detected, 1980-85.
Graph showing annual index of cases of plasmodium falciparum, 1980-85.

Charts showing MOH levels of Health care (2).

Organigrams of central MOH in 1984 and 1986 ahowing differences in structure.
1986 organigran of Division de Recursos Bumanos, Division de Pducacion de
Salud, Division de Epideailogia, Direccion de Planificacion, Estructura
Organizativa de lass Regiones Sanitarias, Estructura Organizativa de los
Niveles por Regiones y Areas Sanitarias and Organigrama de la Division de

Mentenimierto,

Republicu de Honduras, Ministerin de Salud Publica, Division Politica de
Salud, 1985 (Shows the 8 sanitary regions).

Ministerio de Salud Publica, Infraestructura Pisica de Salud Y Recursos
Humanos, 1985.

logical Framework frow amendment No.2, Health Sector I.

Iist of Parsons Visited.
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Government of Honduras, Annual Natiomal Budget.
Health Sector I Project: AID Pipelins Summary.
Racurrent Cost Analysis.

Ministry of .Hulth. Annual National Budget.
Attentions by Health Canters.

Cost Recovery at CESAMOs.

Mialstcy of Health, Actual 3udget EZxpenditures,
Iacluding Zxtermal Funds.

Evaluation Statemsnt of Work.
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Draft Action Plan/AID
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Project Evaluation Summary, Guidelines
Health Sector I PP Amendment

Action Plan for Honduras
(FP and Health Components)

Informe de labores 1985

Birch and Davis Associates, Inc.

June 1984

CELADE, SAN JOSE
Septiembre de 1985

CONSUPLANE
1982
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Noviembre 1982
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Diciembre 1985

EDMONDS, Scott
September 198%

HERNANDEZ, Orlando

May 5, 1984

Administrative Analysis Peport of Health Sector 1
Project for Agency for International Development
Mission to Honduras Project Manager

(EDENE Il 1983) Encuesta Demogr&ifica Nacional de
Honduras. Informe General

Plan Nacicnal de Desarrollo. Plan de Salud
1982-1986

(Volumen 11 Plan Global)., Plan Nacional de
Desarrcllc -~ CONSUPLANT 108£2-10F¢

Flan de Saliud
Conse jo Superior de Pianificacién Econdmica

Monografia de la Poblacidn de Honduras
CONSUPLANE

Mags Media and Health Practices Project: Honduras
AILD Technoiogy Transfer Series Keport

PES Review Memo. Mission Evaluation Reviev
Committee Memorandugp
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LEVY, Irwin, LAC/DR
December 10, 1984 Information Memorandum for the Assistant

Adzinistrator (LAC): Bonduras-Bealth Sector I
Pro ject Paper Amendment (522-0153)

MANAGEMENT SCIENCES FOR EEALTE ,
1582 Case Studies. BHealth Services Fizancing

Alzernatives

MANAGEMENT SCIENCES FOR HEALTH

Julio a Diciembre 1985 Reporte Semestral Julic a Diciembre de 1985,
Proyecto: Sector Saiud I. Contrato No.
522=0153~C=00-5397-00

MANAGEMENT SCIENCES FOR HEALTE
September 1985 Plan de Trabajo, Agosto a Diciembre 1985, Proyecto
Sector Salud I

YANAGDMENT SCIZNCES FOR HEALTE

Tabrero 1986 Documento de Observacicnes que Creemos laportantas
para las Nuevas Autoridades del Ministerio de Salud
PGblica

MANAGEMENT SCIENCES FOR HEALTE.

No date Anklisis Técnico de Informe de Anklisis

Admninistrativo Provecto Sector Salud I Prasentado
por Birch Y Davis Associatas. '

Also io English, sttached
MANAGEMENT SCIENCES FOR HEALTH

Enero de 1986 Informe Mensusl. Management Sciencies for Health =~
Contrato No. 522-0153-C-00-5397-00 Proyecto Sector
Salud I

MANAGEMENT SCIENCES FOR HEALTH
1986 Plan de Trabajo 1986, Proyecto: Sector Sald I -~
Contrato No. 522-0153-C-00=5397-00

MANAGEMENT SCIENCES FOR HEALTH
No date Parfil Adninistracivo de los Centros de Salud
Rural. Questionnaire

MANAGEMENT SCTENCES FOR HEALTH
1986 ' Anklisis Preliminar del Presupuesto 1986 pars el

Ministerio de Salud PGblica
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MANAGEMENT SCIENCES FOR HEALTH
No date Propuesta Técnica Presentada en Respuzsta a

Socilitud de Presentacién de Propuestas Honduras
85~002 para Asistencia Técnica: Proyecto Sector
Salud 1: Provecro USAID 522-0153

Volume I
Volume II (Anexos)

Mewo de Vicente Diaz
March 21, 1986 Incorporation of Questions in Evaluation Sows

MINISTERIO DE SALUD PUBLICA
afio 1973 Anuario Estadistico

MINISTERIO DE SALUD PUBLICA
Afio 1975 M2moria Anual de Actividades. Situacibn de Salud,
Recursos, Realizaciones, Regiones de Salud

MINISTERIO DE SALUD PUBLICA
Afio 197¢ Memoria Anual de Actividades

MINISTERIO DE SALUD PUBLICA
Afio 1979 Boletin de Estadiastica e Informacibm de Salud.

Estadisticas de Atencidn ambulatoria. Divisién de
Planificacidp Sectorial

MINISTERIO DE SALUD PUBLICA
Aflo 1979-1980 Boletin de Estadistica e Informacibn de Salud.
Estadisticas Hospitalarias. Divisidn de

Planificacibn Sectorial de Salud,

MINISTERIC DI SALlD PUBLIC:

Afie 29¢7 Boletir de Estadlstice e snfcroacion de Saiug.
Estaclcticas de Atencidn Azbulszoris. Divisidn de
Planificacidén Sectorial

MINISTERIO DE SALUD PUBLICA
Enero-Diciembre 1980~1981 Boletin de Estadistica e Informacibn de Salud.
Estadisticas Hospitalarias. Divisibn de Plani-

ficacibn

MINISTERIO DE SALUD PUBLICA
Aflo 158C El Guardién de Salud, Programe de Adiestramiento,
Actividades, Tareas

MINISTERIO DE SALUD PUBLICA

July 31, 1980 Convenio de Proyecto
Volumen 2 de Documentos de Apoyo al Prisaer Informe
Oficial del Proyecto AID 522-01353: Dasarrollo
Institucionsl y Mejoramiento de Recursos Humanos
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MINISTERIO DE SALUD PUBLICA
July 1980 Convenio de Préstamo pars un Proyecto entre la
Rapiblica de Bonduras y los EZstados Unidos de

América para Progrsmas I del Sector Salud

Documento de Apoyo al Primer Inforse Oficial dal
Progzama AlD 522-0153

MINISTERIO DE SALUD FPUBLICA

September 30, 1980 Desarrollo Insticucional y Me joramiento de Racurso
Humanos: Documento de Apoyo al Primer Ianforme
Oficial del Proyecto AID 522-0153
Volumen IV: Eomiendas
Acuerdo de Enmienda No. 1 entre la Repiblica de
Bonduras y los Estados Unidos de Andrica para

Programa I del Sector Salud

March 6, 1982 Acuergo de Znmienda No. 2
Septex=ber 6, 982 Acuerdo de Enmienda No, 23

Septezber 29, 1931 acuerdo de Znzmienda No. 4

No date Acuerdo de Znmienda No. S

No dace Acuerdo de Enmienda No. 6

September 30, 1982 Acuerdo de Inmienda Ro. 7

Septeuber 29, 1982 Acuerdo de .Emaienda No. 8

December 30, 1983 Acuerdo de Enmienda de Proyecto No. 9
June 7, 1984 Ennienda de Convenio de Proyecto No. 10
MINISTERIO DX SALUD PUBLICA

Al 19@1 Boletin de Escadistica e Intformacién de Salud.

Estadisticas de Atencidn dmbulatoria. Divisiln de
Planificacide Sectorial de Salud

MINISTERIO DE SALUD PUBLICA

lo. de Abril a1l Primer Iaforme Anual. Proyecto 522-01523

31 Dic. 1981 Préscamo IAD 522-U=042

MINISTERIO DE cALUD PUBLICA

Aflo 19841 EXP-1981 Encuests Nacional de Prevalencias =~
Anticonceptivos

MINISTERIO DE SALUD PUBLICA

Aflo 1982 Boletin de Istadiscica e Informacién de Salud.

Estadisticas de Atencido Anbulactoria. Divisidn de
Planificicidn Sectorial

MINISTERIO DI SALUD PUBLICA
lo. Enero al Segundo Informe Anual. Proyeeto $22-0183
31 de Diciembre 1982 Préstamo AID 3522-U-042
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MINISTERIO DE SALUD PUBLICA
Enero-Diciembre 1982-1983 Boletin de Estadistica e Informacidn de Salud.

Estadisticas Hospitalarias. Divisién de

Planificacién
MIN1ISTERIO DE SALUD PUBLICA
lo. Enerc al Tercer Informe Anual. Proyecto $522-0153
31 de Diciexbre 1983 Préstamo AID $522-U~042

MINISTERIO DE SALUD PUBLICA
Affio 1983 Boletin de Estadistica e lnformacidn de Salud.
Estadisticas de Atencién Aabulatoria. Divigibn de

Planificacibén Sectorial

MINISTER1O DE SALUD PUBLICA
1983 Plan Nacional de Salud.
Manual. Subsistema Nacional da Suministros.
CESAMO, CESAR, Nivel Local

MINISTERIO DE SALUD PUBLICA
1983 Manual de Normas para Vigilancia Epidemioldgica

MINISTERIO DE SALUD PURLICA
Enero-Diciembre 1983-1984 Boletin de Estadis.ica e Informacibn de Salud.
Estadisticas Hosp’talarias. Divisién de

Planificacidn
MINISTERIO DE SALUD PUBLICA
1983 Plan Nacional de Salud. Manual. Administracidn
de Suninistros Almacén Cantral Yy Almacenes
Regionales

MINISTERIO DE SALUD PUBLICA
Aflo 1984 | Boletin de Estadiscica e Informacidn de Salud,

Istadlciicas ce Azencidn Azbulatoria. Divisidn de
Flenlficacidr Seczorial

MINISTZRIC DI SALUD PURLICA

15 de Julio de 198¢ Sistema de lnformacibn de Red de Frio
4YINISTER1O DE SALUD PUBLICA

lo. Emero al 31 de Cuarto Informe Anual. Proyecto 522-0153
Jicienbre de 1984 Préstamo AlD 522-U-042

HINISTERIO DE SALUT PUBLICA
1964 Hogpizal Coptr 1984

MINISTERIO DE SALUD PUBLICA
1984 - 198¢ Boletin de Estadistica e Informacibn de Salud,

Estadisticas Rospitalarias
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MINISTERIO DE SALUD PUNLICA -
1985 Boletin de Estadistica ¢ Informacidn de Salud.
Estadiscicas de Atercidn Ambulstoria

MINISTERIO DE SALUD PUBLICA
De 1980 & 1985 Cronograma, Programacidn y Ejecucidn
Proyecto 3522-0153

MINISTERIO DE SALUD PUBLICA
1980 - 1985 Crunograma de Trabajo
Proyecto 52-0153

MINISTERIO DE SALUD PUBLICA

1l de Enero al 31 de Quinto Informe Anual. Provecte 522-0153
Diciembre de 1985 Préstamo AID 522-D-042

MINISTERIO DE SALUD PUBLICA

2 AbzEl 18& al 31 de loforse Comsolidado. Provecto 522-0153
.Diciembre de 1985 Préstamo AID £22-U-042

MINISTERIO DE SALUD PUBLICA
DIVISION CONTROL DE VECTIORES

DEPTO. DE ENTOMOLOGIA
Allo 1985 Informe de Memoria Anval de Actividadas del

Departamento de Entomclogfa de la Divisidm de
Coutrol de Vectoras

MINISTERIO DE SALPD '
Septiembre de 1985 Proceso de Programscidn Locsl. Manual Operativo
del Sistema de Inforaacidn. Segunda Edicidn

MINISTERIO DE SALDD
1985 ¥apual de Normas de Almacenazmiento de

Anticonceptivos Suminiszrados por el Ministerio de
Salud PGblica.

Prograca de Planificacidn Familiar y Lactancia
Materna. Divigiér Materno Infancil

MINISTIRIO DE SALUD PUBLICA
Aflo 1985 Politica de Racursos Humanos para la Salud de
Bonduras :

MINISTERIO DE SALUD PUBLICA
198S !n.luncionu-Abz.'il/Junio/Julio/Scpcilnbro 1985

MINISTEIRIO DE SALUD PUBLICA
Afio 1985 Auxiliary Traiuing 198S

MINISTERIO DI SALUD PUBLICA
EneroMarzo 1986 Iocomplete Firsc Quarte: Progress
BSI 1986, Waiting for more
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MINISTERIO DE SALUD
Febrero 1986

MINISTERIO DE SALUD
No date

MINISTERIO DE SALUD
Date 1986

MINISTERIO DE SALUD
May 1986

MINISTERIO DE SALUD
1986

MINISTERIO DE SALUD
1586

MINISTERIO DE SALUD
1986

MINISTERIC DE SALUD
Ne dezte

MSE
No date

MINISTERIO DE SALUD
1986

HEALTH SECTOR 1
De 1980 a 1985
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PUBLICA
Situacidn Actual y Proymccibm.

Programs de Sansamiento Bisico

PUBL1CA
Programa Nacional de Planificacibén Familiar y
lactancia Materna. Normas de Programss de

Planificacibn Familiar y lLactancia Materna.
Financiado por el Proyecto 522-0253 A.l1.D.

PUBLICA
M.S.P. Divisién Maternmo Infantil, Programa de

Planificacién Familiar y lLactancia Materna. Unidad
¥2 Sistema Reproductivo Masculino. Borrador
PUBLICA
Divisidéu Matermo Infantil, Programa de
Planificacién Familiar y lLactancis Materna. Unidad
¥5. Planificacibn Familiar: Su Efecto en la Salud
de Ja Mujer y el Nific. Métodor de Planificacibn
Familiar. Borrador
PUBLICA

Plan Operativo Anual

PUBLIC..
Primer Informe Oficial No. 00
Metas/Realizaciones/Problemitica

PUBLICA
Primer Informe Oficial
Cronologia del Proyecto No. 0

PUBLICA
Convenic Enciendz. Desarroclio Institucional ¥

Mejoracients de Kecursos Humanos

El Plan para Uni/Cémputo

PUBLICA

Presupuesto Asignado Afio 1986, Proyecto 522-0153

Contents, Ilmmunizatiorn, Data, Malaria, and Training
of Auxiliarv Nurses

REGION SANITARIA METROPOLITANA, Tegucigalpa, D.C.

Afio 1980

Informe Estadiscico

‘.‘
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REPUBLICA DZ BONDURAS:
Agosto 1983

REPUBLICA DE HONDURAS:
Agosto 1985

STANFORD UNIVERSITY ACT.
August 1983

ZANFORD UNIVERSITY ACT.
June 198%

STANFORD UNIVERSITY ACT.
August 1585

STANFORD UNIVERSITY ACT.
September 1985

STANFORD UNIVERSITY ACT.
Septamber 1985

USAID
July 31, 1980 -
Fabruary 3, 1986

USAID/HONDURAS
23~26 de Abril de 1985

USAID/BONDURAS
15=17 de Julio de 1988

USAID/HONDURAS
19=22 de Agosto de 1985
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MINISTERIO DE SALUD PUBLICA

Alternstiver de Financisniento de los Servicios da
Salud

A Study done wvich the assistance of Managenent
Sciences for Health

MINISTIRIO DE SALUD PUSLICA

Proceso de Programaciém Local. Documento 2isico,

Segunda Edicidn

Anti-Malaria
Final Report on the Evaluation of the PROCOMSI Il
Anti-Malaria Project

a
o

The Mass Media ané Heal:zh Practices Zvaluatise ¢
Honduras

Tuberculosis Cawpaigns
Final Report om the Evaluation of the PROCOMSI II

Cost~Effectivenes nf the Mass Media and Health
Practices Projects

Final Report of the Evaluation of the PROCOMSI II
Diarrhes and. Irmunlizations Campaigns

Pro ject Agreesent betvean the Republic of BHonduras
and Unitad States of America for Healsh Sector I,
Pro jact Ag-eements and Amendoents Nos. 2 to 13

Informe Monitorfa del Proyecto Sactor Salud I
No. 322-0153

Inforse Monitoria del Proyecto Sector Salud I
No. 522-0153

Informe Monitor{a del Proyecto Sector Salud I
No. 522-0153



USA ID/HONDURAS
16-20 de Sept. de 1985

USAID/HONDURAS
30 de Octubre al
l de Noviembre de 1985

USAID/HONDURAS
5=8 de Noviembre de 1985

USAID
May 16, 1986

USAID
August 31, 1984

USAID/HONDURAS
December 29, 1984

USAID
June 7, 1984

USAID
February 8, 1985

USAID

Februarm 3, 208¢

USAID
February 3, 1986

USAID
No date
USAID

No date

USAID
No date
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Informe Monitoria del Proyecto Sector Salud I
No. 522-0153

Informe Monitoria del Proyecto Sector Salud I
No. 522-0153

Informe Monitoria del Proyecto Sector Salud I
No. 522-0153

Mémo fromn Daniel Cruz to Director.
Rotating Fund for Health Sector I Project

Project Agreement Amendment No. 11 for BHealth
Sector 1 Between the Republic of Honduras and the
United States of America

Health Sector I Project Amendment No. 3

Project Agreement Amendment No. 10 for BHealth
Sector I

Project Agreement Amendment No. 12 for Health
Sector I Between the Republic of Honduras and. the

United States of America

Ve

Project Amencatory Agreemen: Ne. 13 for Heal:s
Sector I Between the Republic of Honduras and the
United States of America

Project Agreement Amendment No. 13 for Health
Sector 1

The AID Cnilé Survival Strategy

lssues Paper: Mosquitia Relief and Developwent

Pro ject

Sectoral Summary of Policy Objectives and
Achievements: Health, Population and Nutrition

\
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WESTINGHOUSE HEALTH SYSTEMS
1983 A Health Planning Manual: Prepared for the
Hashemite Kingdom of Jordan Ministry of Health

Volumas I and II

WESTINGHOUSE ELECTRIC CORPORATION
December 1983

Westinghouse First Mid-Ters Evaluation Heal:ch
Sector I - Honduras
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LIST OF HEALTH SECTOR RELATED ‘SURVEYS 1980-86

Studies

1. DiagnSstico del sector salud ¢n Honduras USAID/Honduras Junio de 1980.

2. An assessment of factors which affect community participation in the
Honduras Rural Health System, AID.March,1981.

3. Estudios de alternativas de financiamiento de los servicios biisicos de salud
en Honduras,Unidad de Ciencia y Tecnologi= (MSP) Agosto,1983.

4, Corte Evaluativo del Sistema de InformaciSn de Red de FrSo Unidad De
Ciencia y Tecnologias (MSP) 1984,

5. Encuesta Nacional Salud Matermo Infantil de Honduras, Unidad de Ciencia y
Tecnologfa 1984.

6. La partera tradiciocnal.- Estudio operacional sobre partera empirSca en
Santa Barbiira-. RegiSn Sanitaria #3, Unidad de Ciencia y Tecnologfa (MSP)
Junio,1985.

7. Evalvacifn del szstems de suministros de ias sales de rehidratacifn oral
en Konduras, Urnicac de Ciencia v TecnologSz (MSP) Agosto, 1984,

8. The Mass Media and Health practices evaluation in Honduras,Stanford
University, September, 1985,

9. Evaluation of the Procomsi II tuberculosis campaigns, Stanford University,
September, 1985.

10. Final Report on the Evaluation of the Procomsi II. Anti-malaria project,

Stanford University, September, 1985,



13.

l6.

17.
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Cosr~Effectiveness of the ‘Mass Media and Health Practices project.,
Stanford University, September, 198S5.

Final Report on the Evaluation of the Procomsi II. Diarrhea and Impunization

campaigns. Stanford University, September, 198S.

Es‘tudio en el personal de salud sobre sus conocimientos actitudes Yy prac-
ticas en relacifn a las normas de la terapia de rehidratacifn oral, Unidad
de Ciencia y Tecnologfa (MSP), 1985.

. Conocinienzo=-actizudes v practicas scbre Planificacidn Familiar, en el per-

sonal Institucional de Salud, Uznidad de Ciencia y Tecnologla (MSP), 1985.
Evaluacifn Operativa local de los programas de salud-Mini-encuesta 1986.

Estudio de mercado de sales de rehidratacisn oral, Unidad de Ciencis y Tec-
nologia (MSP), Abril, 1986.

Feasibilicy study of PANI, Management Sciences for Health, June, 1986.
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ANNEX C

mnzmosznmzc::nzrosmmm:'
M
Afos 1958 - 1905

REPUSLICA DE MOTDURAS

m
EABITANTY: | esTRAS | mURSTRAC | casog IAES pod J ™A r?
ARO . AREA IRAMIIA- | POSTTIVAS | PY ¢ M@
MALARTC, DAS.
1958 157u162 27061 2049 953 1.72 7.57 | 1.3 46.51
1959 1632831 66391 6?7 nm 4.07 | 10,05 | 4.m 47.49
1960 1698047 | 109677 3517 1737 6.46 5.0 | 3.28 31.40
1961 1765846 164965 4334 861 e, 2.83 | 2.45 19.87
1962 1632044 239655 3730 593 ' | 13.08 2.40 | 3.34 10.31
1963 1898450 264131 0o e8r | 13.% 2.8 | 3.73 9.72
1964 1955222 207000 6673 641 10.5¢ .22 | 3.a 9.61
1965 2013627 310301 €952 163 15.41 2.24 | 3.48 2.3
1966 2083612 360202 17127 1206 | 11.32 4,75 | B.22 7.03
1967 2155047 46359¢c  |161s2 €7 | 21.81 3.47 | 7.49 5.40
1968 2230056 354696 15666 4201 26.22 2.68 | 7,02 27.%3
19¢9 2303650 591544 29384 $522 | 25.86 5.00 |12.83 18.6¢
1970 2997253 387436 34337 sE7s 14,91 $.66 |14.41 17.01
1971 2468233 256182 43326 bbb 1.38 | 12,00 |19.6¢ 9.1
1972 2344767 226579 18651 652 8.0 2.23 | 7.33 3.5
1973 2627208 226231 8862 239 2.61 3.92 | Iy 2.7
19% 2713616 22742 7303 130 | 10.40 2.61 | 2.7 2.00
197 2809233 266523 20289 1072 9.50 | 11.3% |10.7¢ 3.86
| [
19%¢ 2908867 | 29512% &LENL 2603 10,15 1€,5¢4 1¢. 77 £.22
1sN 3018172 264265 J%eld 135% 1 8.76 16,02 13.%? 2,4
1872¢ 3129011 236G8C 34554 2541 7.56 14.60 11.04 7.28
1979 3241273 143488 28297 4508 &4 | 17.6 | 7.0 17.01
1920 3360307 175623 43010 67C9 5.2 | 24,49 |12.C0 18.7¢
198} 15C186) 221822 40377 7048 6.33 | 22,26 |14.10 14,27
1982 3627611 322202 $7482 4232 £.9C | 17.01 [1s.ps 7.36
1983 3756104 336879 57836 2378 9C | 1i.16 |10.00 6.3
1984 3886305 45218/ 27332 158 1I.62 6.04 7.0 5.81
49!5 L01892s 41C720 jycat 1616 10,20 .84 £.4) L. 77

FURITE: DIVISION COITROL DL veooTOnT:
LXS » M.2x 5 100

P.7. = CASOS P, yvarCTRPARIR

ILP e ! POSIT, x 100

IX = CASOC MIXTOS (pf + Pv).

IPA @ W POSTT, » 1000
.‘ Al



TOBIACIN, O/SO5 TE HALAPIA € IMDICE AASITARIO AL
HILLEAS, C.A. 1981 - 1985

qgIoN
thi&lcnm Ipa | Poblacith Cascs | Ina | Rublack Cacos | lva|lublacibn | Casocs Jiva [Foblacibn | Casas Ing

Bivra- | ssomna | aw Jos | waesor| 353 Joo | omssa | s loel sicam 26 Jo.s | St | sn |00

| 2 61w 170 ] 3392103 | A3 [16.5] wves | w2 13.9) 356751 | se1s 5.1 | 38530 f33ss | 9.8
? 015 11068 | 6.7 206082 | 220 | n.2] ame22 1801 6.1] 33078 | 1098 fa.¢ | 312056 1518 | v.0
; 1020m1v 15267 | 5.3 | 106199 | 9205 | w.0f110v300 | su12 58] 149276 § 3973 §2.7 | 117779 Js55a) | 8.7
. wi2ie | 20607 Jus,3| weon2a [1mar [wo0 V13139 | 3557 17.5| wer06s | 3918 il.o 500406 " | 6227 110.8
s 33378 | 1391 | a1 ) a6 | Mo |ao.ajas2oon | 2933 [e.3] 3sso13 | 2ese Is.l %6ce7 | 1990 | 8.2
s N2 | 9737 122.7] wesees | w17 | 2:.0[v€3s3d Qo2 Li.a] werenn | ewan f13.3) sonces lewma lie.e
7 2ones | w382 (207§ 21ms3 | 2990 | sw.afarsne | 7609 .91 231756 | 186 1.7] 239103 [5003 [ N.6

TOTAL 3501063 | 49277 Jan.1 | 3627611 JEne2 [ 1b.0]3758308 [ 37536 [t0.0] 3886505 (27332 | 7.0) %010988 | 33028 | 0.4

Fusnte: Divisin Control de Vectores.
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ANNEX F
NIVELES DE ATEMCION N SALUD
MINISTERIO DE SALUD PUBLICA - WONDURAS C.A.
ANO 1986

NACIONAL

NIVEL X
B8 REGIONES

NIVEL I¥
CHA — 30 AREAS

NIVEL TIL
CESAMO — B0 SECIORES

NIVEL IL
CESAR —~ %20 SUB-SECTORES

NIVEL T
COMUNITARIO — 20.000 ALDEAS Y CASERIOS
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HONDUPAS ¥EALTH SYSTEM

National

Medical

Center
level 6 ™~
level S Regional Hospital
level 4 |  Daergency Hospital Center *1/
level 23 Ru=al Kezlch Centar wizh Phvsician
level 2 Re-al Health Cenzes

level 1 Comaunity
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(Cont'd)

HONDURAS __C A ANO 1980

MINISTERIC DE SALUD PUBLICA
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ANNEX L

LIST OF PERSONS VISITED

AMAYA, Roberto
PARO

APLICANO, Rodolfo
Demographer
CONSUPLANE

AQUINO, Dr. Eduardo
PARO

AYALA, Bertha

Auxiliary Nurse, CESAR, Region III
Cuaymitas, Cortes

MOH

AYES, Maria del Carmen
Statistics
MOH

BAILEN, Patsy
Fanily Health Incorporated

BANEGAS, Carlos Enrique
Chief of Automotive Shop
Region 1lII

La Ceiba

MOH

BANEGAS, Dr. Cesar Augusto
Chief Region IV

Choluteca

VOK

EREARONL, Fildel
Science and ZTechoology
MOH

BARDALES, Dr., Gustavo
Evaluation Cootrdinstor
Directorate of DBudgets
Ministry of Finance

BONNANO, Maria Rosa
Diarvheas Control
MOH

BOURDETTE, Lusz Angelica Rui:s
Procuresent Officet
Pro ject Coordimation Uanit

\a



13.

14,

13.

l6.

18.

19.

20'

22,

23,

24,

23.
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BROCATO, Carlos

Wazebhouse Chief, Region III
Saa Pedro Sula, Cortes

MOH

CALDERON, Dr. Nancy '
Assistant, Pharmaceutical Unit aund
CONAME Representative

MOE '

CALIX, Dr. Prospero
Chief, Region II
Comayagua

MOR

CARDENAS, Tomasa

Regional Family Planning Nurse, Region IV
Choluteca

MOH

CARRANZA, Dr. Marco Tulilo
Epidemiology Sucveillance Progran
MOH

CAMPOS, Marielos
Nurse, Region II
Comayagua

MOH

CARYAJAL, Vilma

CESAMO Pespire, Regilonm 1V
Choluteca

MOH

CAMPOS, Elizabath
Warcehouse, Region IV
Choluteca

MOH

CASAS, Dr. Antonio
UNICEF

CASTELLON, Jullo
MSH

CASTILLO, Dr. Mario
MSH

CASTRO, Pedro
Zagineer, Region IV
Cholutaeca

MOR

CHAN, Maliras
PANO



26.

27.

28,

29.

30.

3l.

32.

33.

34,

33,

36,

7.

38.
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CHAVARRIA, Dr. Wilfredo
Area Chief, Region VI
Tela, Atlantida

MOH

CERRATO, Prancisco
Vector Control
MOH

CORDOVA, Jorge

Regional Maintenance Coordinator, Region IIl

San Pedro Sula, Cortes

MOH

CORRALES, Dr. Gustavo A.
MSH

CROSS, Peater
Chief~of~-Party

MSH

CRUZ GABIDIA, Dr. Roberto
Epidemiology

MOH

CRUZ JIMENEZ, Mari
Supervisory Nurse, Region V
Florida, Copan

MOH

DEARA, Dr. Delia
Epideniologist, Region I1II
San Pedro Sula, Cortes

MOB

DE AGUILAR ESTRADA, Ana Lucia
Acute Lespiratory Infection Program
MOH

DE CANALES, Francisca
PANO

DEL CASTILLO, Eduardo
ASHONPLAFA

DE CASTILLO, Thelma Olivia
Pharmacy Manager, CESAMO, Region V
Florida, Copan

MOH

DE CHAVEZ, Marias Cristina
Social ¥Worker, Regiom VI
La Ceiba

NON



39.

40.

4l.

42.

43.

45,

46,

&7,

48,

49.

30.

31,
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DE DURON VELASQURZ, Melida
Chief of Central Medicine Warehouse
MOH

DE LA IGLESIA, Yolanda Aviles
Pro ject Coordination Uait

DE RIVAS, Dz. Marias Elena
Tuberculosis Control ?Progran
MOH

DE RODRIGUEZ GARCIA, Martha
Nurse Supervisor, Region III
San Pedro Sula

MORH

DIAZ, Bectilia

Auxiliary Nurcse, CESAR, Region 1Y
Cholucteca :
MOH

DIAZ, Vicente
AXD

UOMINGUEZ BORJAS, Jose Crus
MO

DURAN, Regina
MSH

ELVIR, Julia
INCA?

ZRAZ20, Oscar

Soclal Worker, Region IV
Cholutecs

MCE

ESCALON VAL..IZUELLA, Carlos Humberto
Accountant, Region V

Santa Rosa de Copen

MOH

ESCOBAR, Dr. Azturo
Epideaiologist, Region V
Santa Rosa de Copan

MOR

ESTRADA, Dr. Anarda
Human Resource Developmeat Divigion
MOR



32.

33,

34,

33.

36.

37,

38.

59.

60.

61.

62,

63,

EUCEDA A., Prof. Jorge

Persanent Education Coordinator, Region V

Santa Rosa de Copan
MOH

PAJARDO, Prof. Eliseo

Persanent Education Coordinator, Region IIX

San Pedro Sula, Cortes
MOH

FALCONERY TURCIOS, Dr. Williams

Physician, CESAMO, Region V
Santa Rita de Copan
MOR

FERNANDEZ, Dr. Jorge

Chief of Pharsaceutical Unit and

Coordinator of CONAME
MOH

FIALLOS, Dr. Carlos Irnesto

Assistant, Science and Technoiogy Unit

MOH

FLORES, Alejandro
ASHONPLAFA

FLORES, Tony
MSH

GARCIA C., lsabel

Auxiliary Nurse, Reglon III
San Pedro Sula

MOH

GALEAS, Ivan

Chiel of Automotive Shop, Regilon III

Sen Fedro Sula
AR

GARCIA, Anerica Azucens

Auxiliary Nurse, CESAMO Corozal, Regivn Il

La Caiba
MON

Garcis, Georgina

Auxiliary Nurse, CESAMO, Region V

Copan Ruinas
MOMN

GARCIA, Dr. Yanousrio
Director General of Heal:h
MOR
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64. GIRON, Martha Lidia
Regional Secretacry
Public Health Warehouse, Region IV
Choluteca
MOE

65. GODOY, Dr. Carlos
Honduran Inatitute of Social Security

66. GORGES, Dr. Guillermo
PAHO

67. HERMENENS DR.
Director, Region V
Copan
MOH

68. HERNANDEZ, Cacrlos
Jdirector of 2lunalag
M0H

69. FZARZ34A, Ragls
Controllers office
ALD

70. HOLLEY, John
MSH

71. IZAGUIRRE, Prancisco
Administrator, Region VI
La Ceibda
MOH

72, LAINEZ, Olimpia
Reglonal Nursiag Supecvisor, Regioa VI
La Ceibda
MOH

73. LARA, Peter
AlD

74. LEONARD, Glynne
MSH

75. LINARES, Marco Tullo
Chief of Transpo:tation Department
MOH

76. LOPEZ, Jose Ricardo
Accountiang Auxiliary, Region V
Santa Rosa de Copaan.
MOH

77. McCARTHY, David
NSH



78.

79.

80.

8l.

82.

83.

84,

85.

86.

49,
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MADRID, Julia

Nursing Supervisor, Region V
Ls Entrada, Copan

MOH

MAGANA, Rodolfo
MSH

MARADIAGA ERAZO, Juasn Alberto
Administrator, Region IV
Choluteca

MOH

MARTINEZ, Dr. Norberto
MOH

MARTINEZ ORTEGA, Abelardo
Administrator, Raegion II
Comayagua

MOH

MEJIA, Jorgs

Program Officer

Pro ject Coordination Unit
MOH

MELARA, Dr. Alejandro

Division of Maternal and Child Health

MOH

MEMBRENO, Roman Arturo

Warehouse Construction Supervisor, Region !

Santa Rosa de Copan
MOR

MIRANDA, Dr. Maria del Carmen
Faxllv Plezaing
.ID

MOLINA, Dr. Lluls
Epidemiologist, Region IV
Choluteca

MOH

MONCADA MENCIA, Sandra Regina
Statistician, Region VI

La Ceiba, Atlantida

MOK

MONTES, Dr. Adan

Divigion of Maternal and Child Health

MOR
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90. MONTOYA, Carlos
Health BEducation Division
MOR

91. MORENO, Orlando
Peraanent Education, Region IV
Choluteca
MOB

92. NAVARRO, Casar
Administration 0ffice
MOH

93. NAVARRO, Irma
Auxiliary Nurse, CESAMO Coroczal, Region III
Atlantida
MORH

94. 0CHOA, Jose
MSH

95. ORDONEZ, Julio Robarto
Cold Chain Techmician, Region III
La Ceiba, Atlantida
MOE

96. PADILLA, Norma
Regional Nurse, Region IV
Choluteca
MOH

97. PADILLA, Vilma Yolanda
Adainistratce
Project Coordimator Uait

98. PARK, Ton
Population O0fficer
AID

99. PAVON, Gerardo
Computar Unit
MOH

100. PETERSON, Randy,
AID

101 PINTO, Dr. Eranesto
Project Coordinator
AID

102. PORTILLO, Hilda
Supervisory Nurse, Ragloan V
Santa Rosa de Copan
MOR



103.

104.

105.

106.

107.

108.

109.

110.

111.

112,

113.

114,

115,
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POSADAS, Hernan

Electrical Technician, Region III
La Ceiba, Atlantida

MOH

RAMIREZ PINTO, Emilio
Coordinator, Region VI
La Ceiba, Atlantida
MOH

RAMIREZ, Reina de los Angelas
Accountant
Project Coordination Uanit

RIOS RIVERA, Bmilio
Division of Maintenance and Enginsering
MOH

RIVERA, Dr. Benjamin
Division of Environmental Sanitation
MOH

SANCHEZ, Alicia
Warehouse, Reglon IV
Choluteca

MOH

SIEGEL, Anita
Assistant Population Officer
AlID

SUAZO, Margarita
Desographer
ASHONPLAFA

STIVERS, Jeffrey
Vector Contrnl Specialist
MOE

SMITH, Dr. Barry
Project Officer, Health Sector 1
AID

TABORA, Jacobo
Chief, Region VI

La Ceiba, Atlantida
MOH

TAYLOR, Scott
Administrative Assistant, Health Sector I

AlD

TOBON NIEVES, Dr. Carlos
MSH



116.

117.

118.

119.

120.
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122.

123.

124.

123.
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TROCHEZ, Dr. Hilton
Honduran Institute of Social Security

TROCHEZ, Jorge

Warehouse Assistant Guard, Region V
Santa Rosa de Copan

MOR

URTECHO GOMEZ, Dr. Rayznaldo
Coordinator
Project Coordination Uunit

VARELA ESCOTO, Humberto Salomon
Mechanic's Assistant, Region V
Santa Rosa de Copan.

MOH

VARELA, Dr. Mauricto
Academic Director, "Zscuela" Fospital
MOH

VARZLA, Raul 3las
Admiugistrator, "Escuela” Hospital
MOH

VELZEBOUR, Mari jke
MSH

VILLAMIL, Juan Angel

Chief of Colid Chain, Region V
Saata Rosa de Copan

MOR

VOLLBRECHT, Touy
Program 0fZ2ice:
AIlD

ZELAYA, Dr. Enrique
Zpidemiology Division
MOH
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ANNEX N
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ANNEX N (Cont'd)

LOCAL cCos TS
(&) (§ A cr om (] 4]
Cuponsed  budestey LO® frosected Prolected
to Dete (Actually to PACD LOP Tosael Didésorence
SUR -COMNPONENTY (6/730/86) OLlimeted) (32731797 (Ao 0 -m
Malarie 0198, %4¢ 7w, 7352 429,702 0508, 04l 193,104
Rebi1w9s 1.53¢ 1.5%¢ - 1.55¢ Q
Diarrnes Consrol S3.358 23,738 - T3.750 9
Tuberculesis 11.190 11.1%0 - 11,180 (4]
EIricenioleyy 7.820 7.820 - 7.020 o
Lowiet:ce 110,340 140,339 12,000 129, 340 14,99¢
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Bcience L Technoloev - 60,000 16,9 16.9%) 43.900
Contineency - a0, 000 - ¢ 0,000
Teecho~ Trainine crate 1=.22¢ - 12,29 0O
Senually Trang., Dis. <. 3.087 - .07 0
(g jot ] o 7.607 1.234,9w 1.031,320 1.300,727 (1393, 76®)
TOT“ - LM m’ .SQN)‘Q”. “-:1-"."‘ ':oMo”. .31"71.,0 .mo“‘
L m

OTHERM

TxPEIENDIYTURC S
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ol

(A) mw w § 3] { ¢
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to Dete tActuel )y to PACD LO® Yot Djdéeronce
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Continquncy o NN - - o« ON0 2.0
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ANNEX N (Cont'd)

S UMMMARY DATA

(A) 3 3 (=] - Y { 4]

1o enged udeeses LOP Proiectee Proijected

s Date accually g *aCp LOP Yoecal D ééeronce
TYPE OF ABSIBTANCE {a IN/96) Shiivated R S=Fea W -4 a4 - 0 -
Tecnnical ~seistance 89,323,737 e, %49, 900 4,70, AT 911,021,470 eT,.3N, TV
commcaisies 4,929,770 T T80, 90 T.719, 7% e Bl 919,863
Local Casew T.001, 908 0.215.%0¢ =. 97,2804 2.997.d7 a<B.lle
Qsner Lisenal stures l.'“.S“ e I7Y. 623 cetal. 427 3.360.’7: ‘.om
ORaND TOTAL 016.,4231.832 . 025.706.001 914,483,704 30,877 . 634 (04,171,63D)
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ANKEX ©

RECUFFENT COST STEEADSITERY

¢r EF AR
T TEMN 1984 19es 1304 198¢7
SN ARIES,
Malaria - - 43,7462 093,642
Rabfee - - - -
Tamwifrat fone - - - -
Diertheg Contrnl - - - -
Tiberculoels - - - -
Eridrelolicay - - - -
Logietics - 1.130 - -
Maintenance 26.8940 - - -
Hangant & FClaneing 43,762 73.808 ), 783 121. 174
Hrsgse MHedia - - - -
egervision - - - -
Ihman Resone rra - - - -
Sclerce & Tech - 11.° 12,320 19,480
Muterition - - - -
Acute Reep (nirrcte - - - -
Continfency - - - -
Teschior Tratning - - - -
Serually Teana Dig - - - -
"M 2,287 9,3%0 29,4480 30,672
Continuing Fuat - 1.930 - -
TOoTM. 112,911 st19,.078 177,313 243,948

YEAR
1 TEMN 1994 1993 19946 1987
FER DIEMs  (fnc. tralning aaterisls)
Halerle 043.044 7,757 190,497 92804,043
Rab f oo réd | &40 - -
fammizstions 44,447 42,701 18,220 279.331
Blarrhes Cont: ot 4,078 3. 087 - -
Tuberculosie 3.3 17.229 - -
Eridnaiology - - - -
l”".‘t. 90,291 &, 050 12,000 19.900
Maintenance 57,083 19,341 20,000 30,000
Hangant & Filsmning 1.2a4 1.807 - -
Nase Media r. 2l 19,447 - -
Guprervislion 192,744 237.0831% 122.340 193,022
Hsman Resnurtre - - 380,000 310,000
Scleonce & fTech - 1.610 12,200 19, 300
strition - . 117 800 &00
Acute Reepr Infrcta - 1¢,971¢ - -
Caontineency - - - -
Tesctwr Training - - - -
Sevusily Ui ana Oie 294 - - -
ot - - 434,990 o2, 403
Continuine Edtiecat 132,192 950.671 - -
1ot 0339, 334 0543, 494 8 t3v. 093  $1.n0e. %8

e,
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I TEDN 1904

YEAR TTTTTTTTTTT

192t 9@z

TRAININD,
Malaria

Rables
lemmizatians
Blerrhea Cantrol
Tuberculestis
Epldeniology
Loglstice 3.063
Maintenance 22,410
Mangant & Planning -
Meos Medis
Supervi-lion

loman Reseurces
Sclence & Tech
Mutritian

Acute Reep Infects
Cantingency
Teascher Training
Benually Trane Pis
[, o ]] 3a.810
Cantinuing Ghucat -

3,803

o}, g 012,149

1 ) 738

22.G4/70 34,306

(N G 90,000

192 134

9L9 1.433

Totm 084,790

084,748

092,541 ei30,8103

i wema

176N 1904

YEAK

19Us 1997

CINSUIDITIES: (and Other nan-persanal services)

A — e

Melorta (o) *3i.4M) 443,370 049, 442 224,452
Rablee 1,304 3,934 - -
lammiszstians - 3.944 - -
Ofacrheas Cantrol 103,044 2,404 B, tue) 120,004
Tubercuilesis - .10 2.0 4,200
Epldeniolagy - - - -
Leglistics 1,204,418 208,397 233,830 330, 7410
Malintenance 30,223 2,343 L. N 842,047
Hangant & Planning - 4.973 - -
Nass Medie 114,72 162, 307 130,528 223,768
Supervision 4,306 - -
lamen Resmurces - - &, 1mr3 9,007
Gclence & Tech - 1.088 643 %?
Matrition - 297 Q7,200 70,800
Acute Reep Iafecls - 237 - -
Cantingency - - 38,900 3,840
Teacher Trailning - - - -
Serually Trens Ois 3,047 - - -
[, »]] ) 200,074 .99 Pl T T 300, 0G0
Continmuing Educat 30,846 11,409 -
ol e0.493,217 0241.020 095, 5tq 6i,374.338

- Sasassmesaenwn
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ANNEX O (Cont'd.)

SUNBDATLRL DATA
1EM Tt SFCTIng: g LSOTMRENY COSTS
Aasuming lepr o o0 Cout Recovery

(Cepr-e it 1y

A . ———— = - . o - . C . e e — e — - ————————

YVEAR

I TERN 1984 9, 19896 197 1980 1989 1990 1999 1992
Inftie]l Recurrent

Coeat 2,210,701 1,778,444 2,323,263 3,787,879 2,389,428 2,389,426 02,389,424 2,397,676 2, IM9,.4628
Hospfitsl Coet

Recavery (1) - - —ee 192.3928 416,348 644,520 892,510 1.160,24% 1,392,119
CESAFMDO Coet

Recovery (2 - - - S,769 7,000 e, 300 9.3500 10,60 12,00
Reduced Coet 2,210,281 81.270_4aag 2,939,263 93,387,999y $t,9%6,201 01,734,808 01,487 0618 1,210,764 989, 311

(1) Estisated by calculating the percemtan~ Increase in hospital cost recovery over the
‘91 = 2.35%,end *92 = 3%,
Cuerent Level of Functioning) wae from »

caoe. Thue: "7 = = ‘88 = 1Y, ‘A7 - §.9%,
in Order to Orerate Hoepitals at tho,
and Sausrcwe of Funde. ™

‘90 = 22,

(2) Estieated (v 1707 by avevaing that (TSWN cost recovery would 9rom by .3X sbove (ts historical rate
tesns' own estimatwe,

Projections for aubsequent yeare are the evalustion

FECGIRENT COST AW YGIS
(WIth cost recovesv)

3Z of required funds which has historicelly hee

The basse used for esch year (Total Funds Required

(§ } ] [ 4] (_‘; (1} (L1 ({ 3]
ml..-ml P.r;;:l Fer t-w;; -ol '.:;:n! R.Cu:;;nt -
cosTs of Internal eof N Cost peor Estimated
Oerront USe) Sudewt Feurcda Funde copite Fopulation ()
For .~:~“--—---°-“-—-—-°---——-—»-‘»—~ )
Using 1904 RMudects
O!.".Sﬂ--- 2.7 4. 32 13.52 0.7 4,633,000
Using 1986 Pudests
‘|.~7.llb—‘- 1.12 1.1 S.62 o0, 31 4,771,733

(o) Asowming 2.9 aversqe srvwsatl Porulastion grouth.

recont MSH study, “Frojecting Future Oyrerating Coet

(eetimated at ahout t10%),
based on inforeed judesawnts.
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UNILA U (L
SUNNMNARY

u. )

DATA

HEMALTH SECTIR | RECURLENT COSTS (e)

(Current USS)

_-—————

YE AR

TtYERWM ) 1984 1993 1984 1987 1900 1909 1990 1993 1992
Salery (20 112,918 019,07 *177.313 0243, %48 334,626 354,626 354,626 354,626 334,626
Training ¢ &4.7%% 84,740 2,341 130,013 &0, (n0 &9, 900 &9, 00 60,000 60,000
Cesscdities () 1,493,217 261,120 916,338 1.374.302 1,300,010 1. 30,000 1, 300, 000 i, 300,000 1, 300,000
Por Ples 3 339,334 943,454 1,339,099 2,000,583 630, (v 450,000 63, i) &30,000 630,000
Paysical Plant () - - - - 23, vud 23,000 23,900 3,000 23,000
Se® tTolm 02,210,201 01,270,445 02,323,243 3,787,893 2,389, L2¢ 02,307,4626 62,309,626 2,387,628 2,387,628
(L))

Anslysfies sssusss thatl the Project teralineles cospletely at the PACD.

-reolated (insectlicide)
i thae 1R wishes to ssintain the Preject ectividy, this

“rivedehenl of 12/31/83, June by Gcott Teylor. Deta

los have Leuvn develaped for prioritly prograas and suppart
Thua, the 81141, ()0 estisate of MEH was wcaled heck sccardingly.

thetir critique of the #irch & Bavis Reporl)
onpanses. Thelr

—MAnhe_

1) Sats for 1994-83 wee talon (ros anmual ceporte rrepared by Lhe Pioject Coordinetlion Unit (FCU , and converted (roe leapirss to
dol¢ers ot 25i. Bals for 1984 and 1987 wae talen froa the Project financlal
fer 1984 was asssused to be 40X of Prolectod FACD enpend({tures. and (1987 was < witesd 0 be 40X.

€29 Sslery dats far (900-09 wae calculsted by sleply dadling the estissted 1904 o penditures.

t3) Trelning espanditures are noticeshly lower due to the fact thet andu
prograss. Thie spproech slliome for eore caverage st elnlam ceost.

16} Canadily costls for (1998-89 were colculated by (iret accopting the MEM srguecnl (even In
et iInternationsl danore will continue to cover virtully a1) MCMH-related and aolai le
criticlions of Uwe MNgh epere parte voluse used by 8 & B wee not scceploed.
ous af appronisstely 9900.000 will be required.

13) Por Dlee values were talen cut of the Birch & Devis Report, although sceled tact olightly.

(4} Melntonarce ond gusrds for seven new bulldings.

MOFRENT D87 Mo YSIS
(Without cost recavery)
@) (¥ 4] (9} (1) (1 1] (1Y)

OaDid MOINENT Percand Percent of Porcant Recurtent ‘
cCosre af internal of T Cost per
Qurvent UDS) Sudgelt Funde Funde capltas Papulation

FOR YEARS 198 - 1992,

Using 1900 Dudgets

- s [ ]

2,389,428 8.8 2.9 9.0% 00.33 €, 500, imm
lning 1993 hudgetls

2,309,626 3.3X 3.8X 10.9% 90.353 §,372, 0mm

- —— -




NWNEX P

L BN BN B oF NREALT R
ARBUAL RATIONAL SVeeEY
1001 1007°0 19009 1090040 1080

Tt venm Sudget S Oedget Sudget 4 Sedget 4 Sudget 4
Contrel Adelalotrettion e,177 900 .08 1,007,000 9.18 2,102,000 9.08 r,709,000 4.1% 2,810,027 3.0%
Sersstive Servlices 2,408,000 .2 2,900,990 5.08 2,107,500 9.1% 2,000,800 9.0% 2,070,409 ’.0%
Set. 8 I98°l Trenefers .9e ., 008 1.08 000,000 1.1 787,009 t.18 804,000 9.08 710,807 1.18
Stedy & Conotrectice 0,190,000 15.9 4,000,000 .78 0,879,800 7.7% 0.180,.000 e.08 8,940,840 0.18%
Setfonel Veomerere 9,007,000 9.3 18,001,000 10.7% 19,007,000 14.0% 9,709,000 9.63 85,078,000 s.03
toviconsental Sentiotien N ¢ 8.0%

8 Seelth Pressttisn 4,000,000 9.4 4,100,000 9.08 5,087,000 s.08 0,000,000 0.58 8,419,327 e.e8
Treoe Blocese Contrel 10,109,000 12213 19,400,000 17.08 12,801,000 7.3 19,888,000 19.48 18,191,088 pa.88
Isetitetionsl Bevotepacas 000,000 1.8 1,004,800 e.08 1,070,802 2.8 s.08
Bespfitele 24,770, 800 43 . =y 27,080,000 49.M% 0,788,008 at.03 290,007,000 49.0% 2,708,209 48.03
ToTaL N7r.070,000 190.mMm 04,010,000 100.08 00,487,000 100.03 000,000,000 100.01 008,000,000 100.08

STETew
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ATTENTIONS

aY

HEALTH

CESANDe

CENILEKDS

fivao tLealg 1902 19673 1 9804

RESGLION AlSente Qn Attenis OChng Atlente Chng Ntlents Chng Attents Ohng
Malrupolit lkﬂ:?‘b 207,372 26X 230,003 [} 4 Sve, 7208 82 319.620 ax
[ ] 43.7938 42,789 432 8,629 92z 19.92% 17z ‘28,013 19

2 49.318 853,913 74X 104, 493 17z . 00 -82Z, 77,003 -2z

3 210,970 260,073 23 393,233 132 >7:.3% -1z 248,273 -2%

Q 70,203 69,193 - 68,904 ox &2, 188 -§0% 52,874 -18%

S 44.4640 7@.926 24 8 94,264 192 ul,0374 -132 74.377 -92

'Y 32,399 4;,643 20 43.83Y <81 113,393 731 11%, 680 ox

2 34,019 22,1480 24 84,970 302 34,333 -0% %4, 0149 -1%

| B B R &bt 6083 use. 197 39z 278,492 192 1,070,948 L £ 3 1.044,129 -3%

CeEsanse
1990 t 9801 I 962 183 1 904

REGSGION Attente Chn Nttenla Chng Attents Chng Al tunts Cwng Attunts Chng
Metlrepolit 13.630 23.38) &2% 94,943 asz 97,7240 - 0,276 [} 4
[] 148, 20 15S3.936 -73 077,482 ez 172,919 -3 140,099 -19%

2 122, 400 135,072 n 168,007 23 193.788 -12Z 182,742 -7

3 170.308 156,419 -9 190.148 20X 154), 244 -7 124,352 -20%

q 187.722 200,0%8 26% 238,992 [ 117 4 195.330 -186% - 190%,653 -&%

S 186.782 162,939 1:x 100,727 L ¥ 4 176.030 -7% 160,023 -9z

& 103,494 135,233 28 190,087 L]} L12.456 ~-37% 119.%0 X

? 97,839 121.42¢ r{ }4 139,901} 19 124,200 -10X 103, 407 -182
93,4610 1,999,743 10X 1.326.43% prd I 4 1.1%7, 716 -18% §.ms%, 575 -2

L L L .

Uy J T g
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ANNEX R

COo9 NECOVERY n 1 CEBANDS
Current Leeplirae
1 9@ [ R g] ] 1983 1704 19683
Netrepotit L. 190,470 L. T8 1VY L. 320,672 L. 347,700 L. 347,700
[} 97.903 an_ w9 7,017 99,033 99,053
2 31.219 Y et 92,147 89,804 80,009
3 231.12¢ ns,. 319,392 281,049 281,047
q 70,923 97,773 82.447 33,113 38,918
S (Deee) 99,42 ns_17¢ 897,023 1,147 al.147
L) ¥3.424 asg, v 123,962 123,978 123,978
? 37,803 W4 a0 k9, 3¢90 -, 3a.920
TOvTAL 712,884 (00) 7.0 TA (o) 1,199,607 (ee) 1,127,747 toe) 1,127,747 oy
Grewth Aate 0y tox -2 ox
S -Yeer Averswne 10
- oA X 1 3 owe - e e - ewe oW o0 oNe e L 1 PR W Wi T O W W W W e W

(9) MEH estinateoe (“Altenatives de F i v jesenta. Servicios de Salud, Estudios de Casoe de. Honduras, 1983, AN Al
other fiquies for 192 are eetlest~f Liys (§) Calculating the ratio that that region‘s total nuaber of CESAMD asttentione
fo @f Reglon 1 end (29 Mltiplying tnat ratle by the M5 eetisste of cost recovery in Region 3. Realon 3 was chosen an
the bese since te level of CESNR) atirntions (9.4% of the totsl) ls the closest to the regional averasge of 12.5% of the
ontire rmmber of attentions.

(e8) Rugliensi dete for 1V97-@1, end 17A-NY were calculated by sssuming that cuet recovery iIncreased (decrvased) at the ssee
rate es attentione for thet resre-tive vegian. For 1783, as no data were evailable on stitent’ons by region, It wes
sesuaed that there wae virtusity ne chonge, gince this wee the cese for all CESARe and CESANMDs cosbined.

uUNti Y cosyzy
CESNTEIGa

Curcrent ! erayiras)d

RECOVERY

Coet Unis Cost
Yeor Recovery Attent Lrue Recovery
1% L. 712.@¢s &at a0 1.9
1991 *23. 1% FonN 15y .08
192 1.033,008 /9, 4727 1.00
1983 1.153,. 009 1,073 240 1.08
1994 1.127.797 1,068 10 1.09
1% 1.127,747 «» t.0ee 150 (o) .00

) 1903 dats is the saew se tha®l o 1904, se there wag no
svalloble data on the brashdown. Sive (here wae virtusitly no
change In tntal sttenticnrs for holh (FSANc endCESAMDs cosb ined,
1% wos assneed that the disterltwitice «tayed the saese.

691



ANNEX S

NINnlIsYAY OF NEALTH

ACtTuat EXPENOITORES

INCLUSING ERTERNAL FONDS
Curcront 9.0. Ssliare

Gudyget

ACTIVITY 1008 1001 1902 1983 1004 10086 1088

Vester Caniretl - 83,384,820 03,182,307 05,307,478
Aebsutiotery Cars 8,818,783 19,103, 2080 11,404,002 12,48 ,042 12,824,728 14,030,002 16,700,708
Inetitsticsel Devslepsent - 028,237 9,084,278 1,070,088 3,048,020 7,483,010
Ssbtetet 00,318,733 10,103 2080 18,221,700 014,418,010 17,078,010 920,031,038 R0 868,170
Eavisscacatel Senitation 03,847,084 84,030,038 04,100,324 08,807,142 01,041,400 01,708,608 02,844,808
Feading Pregraee i - - - - 442,970 432,732 478,000
Sedlisel Origedss - - - JR0,812 see . 102 740,007 760,080
Sespitels 21,408,170 24,939,201 27,303,009 20,783,711 29,207,008 30,003,248 28,877,108
Ceatral Adalnicliret'sn 008,482 2.177.420 1,887,480 2,901,075 2,723,218 2,061,040 14,408,772
Bara.tlive Servicer 2,121,038 R,4:%.007 2,307,030 R,107, 800 2,003,007 2,080,016 2,800,400
ToTAL SPERATING EXPENSES 827,080,007 044,458,101 047,002 842 008,741,057 $66,000,640 80,214,080 soR 027 808
Ceastraetisn 90,209,739 90,100,047 g, 002,101 6,871,408 68,158,084 8,079,240 030,180,408
Carsent Tranetore 410,403 3,807,152 10,081 07 18,207,305 5,723,832 6,770,210 17,582,600
Cepltel Trenafers 4,777,807 568,403 008,033 787,838 504,000 702,887 see 80
CAPITAL EXPERRITURES 014,487,273 13,193,888 916,000,061 818,410,061 812,472,187 014,151,547 040,881,873
TatAL EXPERCITORED 981,018,400 067,829,083 008,608,002 78,988,100 87,886,708 073,365,013 0130,800,742

CAGSESeEE S SRS E S EE TS C G S R EEEEE A ESIESAE S FE xS IS AL S EFECE SN EEE RS ECEEEELEEEREBRCE r

LRI S L E S ERESEREL L. I EC AT EECEEESECEEBOR
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ANNEX T

STATEMENT OF WORK

BACXGROUND

The Governsent of Honduras has been carrying out & USAID/Honduras funded
health project since 1980. That project underwent & mid-term evaluation im
Movember, 1983. The Project i designed to end in December, 1987. This
evaluation will be undertaken to detamine hov the project contributed to
Beacing Health Sector objectives, to advansing NECCA goals and to decermine
lassons which could be uset:l for fucurs projects in Monduras or elsavhars.

The Project which is to be evaluaced has Cotal AID financing of over $26
million and has over twenty sub=components each concalning ons or more of che
usual AID inpucs of training, conacruction, equipment, admimiscrutive suppore
and miscallansous.

ARTICLE I - TITLY HEALTH SECTOR I EVALUATION
**“

ARTICLE I1 = OBJECTIVE

To carry out an impact evalustionm of cthe AlD/Covernment of Honduras Health
Sector I Projact and provide guidance snd recommendacions to both
organizacions about a follow=on Project.

ARTICLE IIl = STATEMENT OF WORK

““

METHODOLOCY:

T! © methodology to be used ie based on the logical framework devaloped for the
Project (see actachment "2"), The ovaluator vill begin by looking at the
aegree to wnich the goe! anc pPurroese o! the Mrc)lewc: a6 8Cotwd in che logical
framework have been aschievec. That information will bae provided by AlD anc
tae Mizisery of Healtnh to the coatraccor.

From that base, the contractor will, on a sub=component by aub=cuwpunent
besis, actempc ¢to detsrmine°why each indicacor has or has not besn achisvad;
vhere successful, he will £Ty to ascertain the rdle played by Project
resources in goal actaimmenact. Whers o high leve! of actainment has occurred,
he will attempt to dutermine to whac exient actcinment is the reeulc of the
Pro ject and to vhat extent excernal factors have intervened. He will tocus on
both design and implemencation issues au vell a0 factors related to the
ovarall political and economic environment in which the Projec: operates.
Design issues include such things «e whether linkages becween inpucs, outputs,
Purpose and goal vers logicsl and could teasonably have been expected 2o lead
€o the achisvemant of the goal; whether @ssumptions vers correctly identified;
vhether the complexity of che Pro ject wae adequacaly planned for, ecc.


http:idancig.ad
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ANNEX T (Cont'd)

Iaplementacion issues include all of the mechanics of project planaiag,
ezecution, moanitoring, prodlem identification and solution aad coovdinacion.
The priacipal participants in laplementation have been AID, the Niaiscry of
Healzh and the Project Coocdinatioa Unit. Otler goverameat unils, such as the
Riniscry of Fioance, have also played Lay foles. The contraczor will slso
sdaress the Lssues of sustainadllicy of Project sctivities (from Ddoth o
nanagement and flnancial pecspeciive) and speciflcally address the iLssue of
Che crole end impact of techaical assiscaace in achieviag success.

Ia ocvder %o arrive at his conclusions Che contPactor will: cely oa {acCecviews
witl officials of the Honduran Govecrnmsnct dolh wichia Che Ninistry of HealZh
and ocutside of it and upon ufflicials of the Agoncy for IaCecnational
Oevelopment: nmaie (leld visiCs Z0 oC loesl Two of the elighe healsh 2egions
visizing #6Cadllishments at all lavels of Zhe syscam, and; Teview ?rojece
JoculMnctalisn 3ade ar3ilacla 29 him by AID and Zde NMialscoy of Heselld.

The contractor will, as & ceeull of his {nfocmacion gatheciag, (ocm
recommndacions which will guide the Minliscry of Health eod ALD ia the
prepacsation c€ & follow-ea Project to the one being evaluatad.



