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INTRLMMICM 

The authors were retained by the Americui Public Health Association tinder 

contract to the Agency for Internitional l.c\,elopfient, t6 conduct a survey 

and analysis of certain features of the proposed rural health progran for 

the }Ionduran Ministry of lealth. Thc scope ef the ,fission was wendcd by 

AID twicc during the tern of the stay in 1o,duras; the first time when it 

appeared that the most" useful contribution we could makc would be to assist 

in revising the Ministry' of I1calth's draft loan request which the) were 

preparing for submission to the IntcrAmeric.ln I' veloprient Dank; thc second 

when it developed (in the third week of July) that the proposed dociment 

had not yet cleared CONSUPULT (Consejo Superior do l'lanificaci6n Econ6nica), 

mid that that body felt that its priorities could not lie satisfied without 

tie presentation of a cost-benefit study of the proposal and its relation

ship clarified, to several other prominent proposals in thc health field. 

le therefore, began i-'or. on construction of a preliminary cost-benefit 

model for the rural health progrni, with the idea that from this docunent 

it ,would become clear the kinds of expertise required to flesh out the 

model and to fill in the required empirical data arid'estimates necessary 

for a complete cost-benefit study'. It should also serve as an introduction 

to this type of analysis *to the Ministry of Health, and to assist then in 

orienting their thintking and data gathering toward the approach to be taken 

by them in conjumction with a team of experts to be furnished by AID and 

CONSILVE. 

1/ 	 It may prove useful to direct a request to I-IB to furnish a ierber 
of the proposed tc:u:.i of cxperts, with wn eye to assuring that tie 
study will provide anoers to all questions likely to be asked by tie 
bank. 

http:IntcrAmeric.ln
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We believe that the nodel outlined Itcre will be of assisttulnc to the 

particular team charged with evaluatinfg the rural health project, and 

may also provide a nu-imher of insights into the task of cost-benefit 

analysis in many other prcposed henlth projects, in londuras and elsewhere. 

The addition to rural health services under consideration by the I1ondur-'. 

Ministry of Health consists of: 

Hospital 

10 Liited Facility Treatment Centers (alE's) 

200 Rural H.ealth Stations (CESAR's) 

1 Regional I of 500 beds 

plus the required personnel and equi.ent. 1ihe intent of this program is 

to maximize linited health resources by placing heavy emphasis on auxiliares 

de enferr.cria - girls from thie countryside with an elementary education 

plus a year's special health training who will man each of the CLSAPS using 

casesvery simp)le equipment and drugs. The0y will refer upward to the CiE's 

beyond their capacity tond will provide maintenance care for patients discharged 

from OIE's or the regional/national hospitals. One of the three physicians 

from the supporting GIIL will visit each CESAR once a week, providing advice, 

cri.ical care, and clinical consultations. Patients %..illbe asked to make 

Thendniinmim contributions toward the cost of care received at all levels. 

mjority of the construction cost of the C3'SAPS and the salaries of the 

AYUD\NES (h1ealth aides) are to be provided by the village-association. 

The program obviously cannot offer a full range of services to all in the 

countryside; therefore, it is intended to concentrate offerings in four 

categories of services: 



3-

Mternal and Mhild Health (XC1I) 

Nutrition 

Family Planning (FP) 

Other (In which is covered first aid, certain 
gov\enwent vertical programs such as 
mass vaccinations, etc.) 

The outstwnding features of this proposal - its emphasis upon use of 

paramedical personnel, offering a limited range of services in a conlAex 

of vc)y limited facilities, and the participation of local co;a-nwities in 

both capital and operating costs - indicate that it is surely a productive 

way to use the country's meager supply of health resources. 'The paper 

which follws will address the question of a framcwork by nmans of which 

several such proposals may be cxw.ined independently and collectively. 

This study is an attempt to provide an organized approach to estitlating 

the full cost of various kinds of services offered by the I~lral Penetration 

Health Program and the benefits anticipated tlerefron;i. The services selected 

grossly f611ow the program goals and their emphasis on the rural iiother/chi ld 

binomial. rhe target groups as generally indicated in the proposed rural 

health program are herein specified in more detail and techniques indicated 

for their measurement. Benefits are idcntified and m ans suggested for 

their quantification, as they accrud to the participating families, and 

separately, to the goverent agencies concerned. 
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During the -development of this methodology, it becme obvious that a numbor 

of issues will ned clarification at the policy-i;iaking level. tise necossary 

clearer definition of some of the teiiinolog), are preredecisions, p)us a 

quisites for the soundness of the finishcd product. To assist in these dotcni

nations, and in the imllc.mentation of the proposed program, a nnber of cor:icnts, 

policy questions, clarifications of terms, and recon=endations are listed at 

the end of 'lio methodology section of this report. 

,As is generally the casc with existing health statistics and accounting those 

statistical systems in current use at the Honduran Ministry of Health are not 

oriented toward an economic analysis. 1/ Consideration should be given to re

orientation and standardization of the statistical data collection system for 

purposes of program evaluation and sciting of priorities. As a first approach, 

we would suggest the fonnation of a task force of national experts in the 

fields of medicine, obstetrics. pcdiatrics, public health, health economics 

md statistics. This task force would be able to provide sound estir.m.tes 

of the infoination indicated here as being necessary to render the proposed 

model' operational. Assiviing that the results of these first estimates are en

couraging, the model could be ref ined and the data adapted to coputer 

simulation techniques to arrive at more accurate projections. 

1/ NrE: 	 the following costs should be added to the recorded cost figures 
anod apportionod accordin- to category of sevicc in order to arrive 
at a true economic cost: 

1) Interest charges, even if i.niputed,. 
2) )epreciation allo:ances approprilte to life ex]pectancy of 

facil"i11eS 011d c.uai|prnet. 
3) Ccntral U-,,n istration costs 	 function according:" allocated b), 

to porcentat;c of personnel lime and/or special equilp'ent and 
facilitics rcquirecnts. 



This model is organizd by areas of Services: 

i. 1,43{ 

II. Nutrition 

I. lwalil)y Planning 

IV. Other 

Services are divided according to the fol]o.:ing levels of care: 

CESAR (Centro dc Salud Rural) 

01E3 (Centro Ilospitalario dc Imergencia) 

Hospital Pegional
 

Hospital Nacional (Existing) 

The MOC1 and Nutrition Progri-ms have "beendivided at each facility level 

into:
 

Prenatal Iealth 

Labor and Delivery
 

Post-partiva and neonatal care 

Infant and child health. 

All the above material is presented under two headings: 

COSTS 

BNT1I:rTS 
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COST' 

I. 	 MW~ 

it will beIn thc M.01 program, as in each of the proposed project arcas, 

necessary to identify tile target population, the probbJfle incidence of 

relevant kinds of medical problcnis and the extent to wMch these can be 

addressed by tie resources available. 2 

area and population)Level: CUSAR - Identification of patient shed (service 

1. Prenatal llcalth (Through Labor and Dclivery) 

Identification of problems of pregnancy: 

e.g: N trition PJI and ABO incompatibility 

TB Multiple Births 

VD Abnormality of position and presentation 

Diabetes Placenta previa 

Toxemia - Pelvic inadequacies 

2/ 1'olicg Questiols: 

Will the Auxiliar or the A),udantc attend nonmal birthis?
 
If the Ailiar, what 1 of the time will it shut up the CESAR?
 

There were close to 2,000 family records in one of the C-SAR's visited
 
(Villa San Francisco). Assuic~ng 5 persons per family, the service
 
population of the CESAR is 10,000 persons, of which abyut 2,000 arc
 
wo.-,en of fertile age.
 

AssumAing a (low,) birth rate of 43/1000, we will have more than I birth 
-per day. 


Further assu;ngng an average labor of 9 hours, 1/3 of which during working
 
hours. If the Auxili:ir leaves the facility to attend births, the C,'.
 
will have to be idle for several hours per day, wiich increascs tile
 
opporttuit)" cost of the Al program. This does not include cost of
 
labor lost b)" patients waiting.
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Data Needed: 

-Ratio of M)nornal/iormal pregnnncies 

-Estimnatcd extra time and facilities rcquired associatcd with abnormal 

pregnancies, 

-Cost of "Normal dclivery kit" (spccific con.oncnts, numher of kits). 

-Proportions of co-Iplications: 

hmdled at the (.SAR (cost of special medication) 

referred to 0i1. (Cost to OQi); Tim., resources). 

-Estimatcs by cxpicricnccd obstetricians of the lielihood of cor.l)lica 

being detected by Auxiliar dc Enfenierfa, by diagnosis, and costs asso 

with diagnosis:personnel time (traveling physician, auxiliar) and materials. 

-Cost of record-kceping systcm at .CSAR level, including training 

2. Pos.t-parttum and Nebnatal care: 

-Estimated number of diagnosed cases of dehydration treated
 

at CIESAR 

Cost: Time, equipment, materials. 

-Percentage of cases re£errcd
 

Cost: Tihme, equipment, materials. 

-Infections: liholihood of identification by Auxiliar 

(estimate percentage) 

u6ncr of cases diagnosed: 

Percentage handled at CISAR 

Costs: (include kit for treatment of tzibilica] 
cord,and eyes) timue, equipi-jnt, Inaterial 



lectures 	on hygiene an'1 nutrition. 

Percentage reforred 

Costs- Time, equipmcnt, material. 

-Birth defeccs: 

Rate- likelihood of identification by 
Auxiliar (estimate) 

Nu ber of cases diagnosed at CESAR 

Costs: Tii;ie, equipment, matcrial 

Perccntage referred.
 

Costs: Time, equipmcnt, material.
 

-Estimated incidence of occasion for use of antibiotics. 

Percentage of cases identified at CESA.M 

Percentage of cases treated at ES.AR. 

Costs! Time, equipment, material. 

Percentage of cases referred.
 

Costs: Time, equipment, material.
 

3. 	 Infant and child Hlealth: 

-Vaccination: DPT, Smallpox, Polio, TB, 

a) Cost to CESAR of vertical vaccination progranus per
 

beneficiary in terms of percent of atxiliar's tine.
 

b) Cost oC possible ongoing routine vaccination in tihme,
 

equip:;cnt, material
 

-Routine physical 

By whom? Pcrcentage of Atiliar's time. 



-Screening: 

TB 

a) Cost to CFrSAR of vertical program per benoficiaiy 

in terms of pcrcentage of uxiliar's time. 

b) Projected cost of ongoing routine program in tir.e, 

equipm~nent, material. 

Diabetes and Kidney disease
 

Percentage of Auiliar's time and cost of material per 

case referred. 

-H1ealth Education 

Percentage of ,uxilinr's time
 

Nuruer of people reached per auxiliar.
 

-Treatment of com.Lmicable 'diseases and infections, including 

diarrhea, dehydration. 

Likelihood of identification by Au.xiliar (estimate) 

NAucr of cases treated at CISAR 

Cost: Titio, equipment,raterial 

Percent referred.
 

Cost: Time, equipment, material. 

-First AIDl: 

Ntnher of cases. 

Cost: Time, equipment, material
 

-Maintenance of W31 cases discharged from higher levels of 

care 

Costs: Time, equiplent, material. 
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II. 	 NMIRITION - Definition'of specific services.a / 

-Percent of physician tie ilL nutrition 

Cost of record-keeping system (incl. training) 

1. 	 CESAR iaodel vegetable gardens: 

Cost: 	Time, supplies, cquipient for: 

Initiating 

Operating 

Maintaining 

Identify personnel and contributions.. 

Agriculturc l-ipartent "/o'nnMity: 

Cost: Time, equipment, supplies (Agriculture Department) 

Cost: Tim-, equipment, supplies (Local coinitmity) 

2. 	Education:
 

Cost: 	Percentage Aux. time, equipment, material. 

3. 	 Treatnent: 

Likelihood of identification of malnutrition by the Awxiliar 

(estimate) 

INWcr of cases -handled at CESM. 

Costs: percentage time, equipment, supplies. 

Percentage of cases xcfcrrcd 

Costs: Tii;:o, cquipmcnt, suplies. 

3/ Vitanin Suplc:%.nts: Costs per patient - ":A cr of pticnts 
Incnparina or simiilar food supp]cict iroducts: 

(Will these li av'ailarMc at tie CESAR level?) Costs associated with 
local distribution pcr patient. ,*u,:ber of patients. 



III. FW'{ILY PLANXNING
 

1. 	Education
 

Number of women reached.
 

Cost: Percent time, materials.
 

2. Operation of Clinics 

Cost: Percent phys. time, Percent.Aux. time, supplics, 

materials (cost of local distribution)
 

Data Needed: 

-Percent of womewn accepting fm.lily plannin-, b) 

method, over total clients of fertile age. 

-Average length of stay in the program. 

-'Attrition, by method. 

-Failure rate by method. 

-\N.wbcr and percent of conI)lications by metlod . 

handled at CESAR level 

Cost: Time, equipr'cnt, material 

Percentage referrcd.
 

3. 	 Follow-up programs - persons reached 

Costs: Time, material
 

4. 	Record keeping costs,including training.
 

Cost: Time, cquipi-xInt, material 

4/ 	 Methods nay include: 1I1), pill, condom, dinphragm, jclly, foam, 
v'oluntar) sterilization, lhythm,withdrawal, Co-.iplications could be: 

Bleeding 	 .Iigrainc 

'oitin
Ejection, cenicitis) JIll) 	 1l
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iv anmn 
1. Aduilt Iledicine 

1aitcnancc: 

Cost: Percent time, equipment, supplies. 

2. First Aid 

a) Handled at CESAR 

Costs.: Time, equipmnt, material 

b) Referred 

Costs: Time, equipment, material 

Level: OISM 

NOTE: All brealcdoMs apply to physician tir.e at 01.E and rotatinge throunh 

)ata Needed:
 

-Definition of patient shed/senrice area.
 

.flow many patients are expected to be provided which services?
 

,Define services clearly.
 

-Projection of ntr er of particular diseases and conditions
 

with cost per person or per case (inpatient and out-patient) 

by groups of services. (This global estimate will serve as 

check after specific costs are developed). 

I. ,a! 

1 Prenatal I.ealth: 

Normal pregnancy 

Cost: Percent ph)'s. t.me, .equtip.ent, supplies by'outpatint 



and inpatient care.
 
co,'lications of pregnancy 
 - Nurm)or and ratio of abnon:a11/ 

nornal Ire.1lancies. 

Estimatod extra time and facilities required by each 

abnorml pregI1aucy.
 

Physician 
time reIquired by almorrial deliveries. 

At CS., 

2. Neborn care-

NMber and percent of newborn cases "treated at 

CESAR 

CE outnatient (See CESAR section for suggested
inpatient brealdo:m.) 

3. Infant and Child Health. 

Nunimr and percent of cases attended by physician. 

Percent of physician time at 

CESAR
 

OCE outpatient 
 (See C[SAR section for suggestedbraakda., O 
inpatient 

4. Maintenance of cases referred down froja the Rcgional Hospital. 

Percent of ph)'s. time per atcase 

CESAR 

O, Ou patient 
Inpatient 

\*l',: Tiroughout ':Io cate.ories, estimate makor and norcent nr cases 
refcrredli to Rlegional Hospital. 
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,.S. 	 1-iergoncics - Percent of phys. time. 

II, 	 N1TRITION 

Number ind percent of malnutrition cases identified and treated 

by physician at 

Percent phys.' tjme CESAR (Sce CF!SAR brcnadon 

outpatientO nloupatlen 
inpatient 

for possible diftionally)sicianl tim'., spent 
on nutrition.) 

III. 	 FAMILY PLIAINING 

1. 	 Operation of clinics - Percent physician time at 

CESAR 

am
 

Data nccded: 

-Number of patients accepting FP over total GE service area 

population of fertile age. 

-Nimber of comllications by method. 

Percentage of physician time at 

CESAR
 

OR13 	 outpatient 
•inpatient 

IV. 	 M11lA 

1. 	 Adlult medicine. 

Daita 	Needed: 

Percent of 1li)siciui time v' diagnosticoutpnticnt/i nticnt b) 

groups. 
'erccnt of physiclan time on maintenance activities. 



Percent of physician time on surgery. 

Percent of physician time on emergencics. 

Mcr_.: 	 Repeat this braa.dczin for percent allocation of time for:
 

IR's, Auxiliares, X-1ay tcdnician, laboratory technician, Anesthesia
 

Technician, drug dispenser, sqport personnel
ayudantes, (includintg 

kitchen, laundry, drivers, maintenwnce) and administration (secretary, 

file clerks, records librarian, etc . Also see footnote p.4.) 

SEE FOOTX(YI'T, P. 1 

Level: Hospital Regional 

NUI.: Follow the smie outline as for GIM, adding and allocating those functions 

that are specific of Regional.1lospitals, such as:
 

-definition of services to be offered at the Regional Ilospital specially 

insofar as they dIffer frort tinse at the OI. and (TSAR. 

-Teaching
 

-Specialty Consultation.
 

-Extended laboratory services
 

-Special and/or expensive equipment ,,See footnote page 4.) 

Level: 	Ilospital Nacional 

NT: 	 The creation of the proposed ulti-levol addition to health services 

will have som.e limited effect on the costs and benefits at the national 

level. A suiwany explanation should be included of the direction and 

magnitude of this effcct. 
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3RM FIIITS 

NOTI: It is expcacted that global benefits such as: extension of life 

oxjactancy, reduction of overall mortality, reduction of population 

gra'th, etc. will be derived from the impleim.entation of each one 

of the prograns.nnalyzed. However, as in most cases statistically 

signlificant differences will probably not show until very late in 

the program, it is well .to select some inteirediate measures that 

may be assured by experience to indicate progress towards the 

major goals. 

Some of these intermediate measures are suggested belay. 

.-Measurable goals: 

.1) To reduce cause-specific mortality rates for selected causes. 

2) To reduce -,ause-specific morbidity rates for selected causes. 

3) To save personal and social expenditures through the offering 

of a voluntary family plaming progran thus making possible an 

iiiprovemcnt in the dependency ratio of the population. 

4) To arrive at a haltiicr rud i;-orc productive work force through 

reduction of childhood malnutrition. 

S/ Further sug,estions for such interrediate mc,,esurcs of )ronross iuty be 
found in: iDais, Jim E., Cost 'frcctivcncss in thie Fci1s lropor:ll. 
(tmpublished p)apr). For- c'TCs, :Anr- Public Hcalth Association, 

1015 ISt; St.N.,. '" t'-shinj;ton, D.C. 
20036 
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Means 	of measuring or approximating progress to.ards the foregoing 

goals, 	 will be outlined bclow. 

I, II-Ct/.\rRITTON 

NOTI: 	 The cief benefit of the MO!lNutriticn prograni is savings of 

rural fwaily resources which otherwise would be used on 

children who w~ould either die (by age group) come toor 

productive age at a reduced health efficiency. 

1. 	 Prenatal care
 

Maternal Health
 

Data 	Needed:
 

a) Median cash family inco.,c in rural areas
 

b) Non-market imputed income (%of a)
 

c) a + b total redian rural cconomic contribution per f~aiil".
 

-percent allocation of c) to father, mother and children. 

-Estiriate t disability or reduced efficiency resulting 

from 	complications of pregnancy. 

Exaple: On a 54/1000 nral birth rate and if ."' of
the total rural popjlatio-,, are wenl in the fcrtile 
ane group, in any one year 27" of ill fertile 1" 
would produce a live birth. Of this 27' , estiri:tc 
the proportion Of co::,3Plications of pregnancy zu1d 

dietary deficiencies resulting in reJuced cfficicnt)'
of the ,,.othcr. Aiply tiiw ), reduced efficiency to 
the mother's percentage contribution to tlic total 
medifM rural economic contriibution per family. 

-Istimatc: Number and percent of pregniancies that don't 
reach tern, plius stillbirths 6/, 7/ 

6/ Ili so.-,.o cases, as re'"ort ed in l'r;', t Ce p-r('Cnanci es not carr . - 

to tera mav exceed I1.!, of 1ive i) rt~i)
7/ Accordivq to A. Ioiii t mrnd '.I. t opuiation and lovC],o'I:Ae'nt'till I OUL1 ioi l .crii in.Lki.t.ni'i. ."T. id. e .d. by ,I.A. S".yco:s, Voto:-xic 

Books, 	 Inc., 1 iiu ton, I).( . 16'o,,, p . 15.1, '15'j of all deaths in iionduras 
occur 	before ae 5 (data fro::IA\pprex. 196,1) 
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E of interrupted pregnancieslstimate percentage or stillbirths, 

resulting in reduced efficiency of the mother - Add this 

percent reduced efficiency to above. 

2. Cild llealtii 

Data Necded: 

-Fetal death rate in the target area. 

-Prenatal death rate 

-A full estij;mte of death rate by age group 1-14 by single 

-years and 0-1 yrs furthier broken dmn. 

-Percentage of disabling i.orbidity with sequelae beyond age 15. 

-Esti matc percentage of total family resources spent per year 

per child (say, 5-100). 

If the medin age of death under age 15 is, say, 3 ),cars
in tems of the benefits associated with reduction
mortality from all causes brought about by the 

in 
YU progra..,this saving of famnily resources should be assigned a cash

value ,nd listed as a benefit. 

In nddition, thosc dhildren brought throu'-h the 0-15 ago
group into the productive years by the .:Qi progrmi couldbe expcted to have all averge wae ajd carnjin period
'hich vill accouit. for a second significamt addition to 

family resources. 

-Benefits to the govornn.ent are dcrived from. estimates of tixes
paid by a productive worhcr. 



In measurin- bcnefits dcrivcd from reduction of morbidity, no 
Pmarket val!e to tCe f£mily is assi-icd, for te purposes ofthis model, to roducii..: cai ldocd 	 1ith retard to*orbidity. 


savings to tCe govenimnt, a calculation can be made of: 
a) Total expenditurcs on m)edical rprogra's addressed to 

this age ,roup, 
b) The proportion of this age group benefited by tile

pro2,ra.i,
 

thus
 
An estinatE. car/,e made of the anticipated reduction in r;orbidity
in this age -rop, ,hich obviates further goven-mnmt health 
expenditurcs. 

III. 	 ERIILY IPAMNING 

The' proposed inclusion of this voluntary program of fam.ly planing 

education and services is expccted to yield benefits under tie 

foll..ing categories:
 

1) Savings to the family
 

a) Savings from births avoided:
 

We must assunic, that in the absence of a quanttun im~provercut 

in present health conditions, a neasurable percentage of 

all pregnancies wilI terminate in eithcr abortion, still

birth or death before the child reaches a productive ago. 

Ilieso percentages can be derived from existing age group 

mortality stati:;tics.
 

Estimates needed: 

-Size of the target population (fertile women in the tar.;ct area) 

-Percentage reached in the program time span. 

-Percentage acc-nt in., pro.rat 

-e'rccntage at trit ion IT acceptors.F11::. 


-lPorcentage failures mOnm 1:1 accepitors.
 



Thcse percentages can be applied to the birth rate inthe rural areas, 

thus yielding the ntunbor of births to be avoided as a result of this 

program.
 

Those family resources not c.xpoendcd on these births are very imrportant 

at the margin for potential savings. Obviotsly, the family could got 

alonglwithout these savings, since it would have had to, had the births
 

occurred. This money, then, becocs discretionary and available for
 

savings or invcsti:,ents. 
 Ile magnitude of this sum can be estimated in a 

very sunirar), and conservative fashion by assumiing that the farailies parti

cipating in the voluntary faily plwning program can avoid an average of, 

say, 3 births over a 10 )year period of participation. If those children 

had cost St of the family income each per year, for a median survival period 

of 3 years, this reprcsents a sun eUivalent to 45%o of the participating 

fiil),'s income for one )'Car, idhich would become discretionary income 

during the decade. These savings can be time-phased and/or discounted to 

present value to arrive at their impact on investments.
 

Tl foregoing assu:ption of 3 births avoided over a decade of participation 

in the program, is about equal to the reported live birth rate. This estimate 

of avoidable births is, in fact, coservative u.hcn considering that miscarriages, 

stillbirths and deaths during the first 24 hours of life are absent fro:i the 

statistics. In addition, the present situation, in which 85 of birtihs are 

unattended by health personncl, al:iost surely gives another do',mward bias 

to the reported birth rate. 

A second area or potential savings to the particilpating family arises from 

the iltproved health a:d efficiency of the mother who has not undergone a nit:ber 

of pregnwncies on behalf of children who do 'not survive to waturity. 
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h) 	Savings associated with material morbidity and mortulity 

avoided by the fail)y planning acceptor. 

Data needed:
 

-Percent loss of working efficiency during normal pre;nancies 

that would be avoided throu.gh participation in the program;. 

- Patio of abnormal/nonml pregnancies. 

- Estim~ated loss of maternal working efficiency arising fro:a 

conplications of pregnancy aid delivery that would be 

avoided through participation in the program. 

- Average net ecoomnic contribution of thc mothcr, to the 

total redian rural family income per year. 

- Estiimted average remainin, productive years to mothers 

dying from corplications of pregnancy or delivery. 

- Estimated incidence of pernanent diability resulting 

from coj)lications of pregnancy and delivery. 

- Percent loss oC mtcrnal iorkiung efficiency resulting
 

from peoanwent disability due to cor.plications of r
 

pregnancy and delivery.
 

ianples of I.rnment disabilities may include: varico;C 

veins, phlebitis, lacerations resulting in incontincnce, 

cardiac stress, hypertcnsion, kidney and liver dlamage, etc. 

http:throu.gh
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2) Savings to the govcrnment arising from participation li, 

a portion of tho tarlict population in a voltintary family 

planning progrm. 

Data needed: 

-,%bnber of women of fertile ago in. the target area. 

-Pro-project birth rate.in the target area. 

-Pcrcentage of frdily planning acceptors by year over 
the project life. 

-Percentage of attrition among IP acceptors. 

-Percentage of failure among FP acceptors. 

-Refer to the calculations above of the ntunber of birtihs
to bc avoid d in the section on savings to the failN.
This infolVation cm be. used as a basis for projectjing
the potcntia] reduction in the growth rate of demand for 
various govcn;udnt scrvices. 

NOTE: 

Tile ntajor agencies of governi.;cnt each spend identifiable 
sums in the tar:,,et area. These st-ns must be arportioncd,
insofar as possile, by age firoup of the benefici.rics.
The projccted gro...'thi in populatien in thc target area canbe reduced b) tie estirated mn.:icr of births to be avoided.Thus ntmlber o[ births avoided multiplied b) the projected
per capita/;vc roUp, c::Ctnditure b)y each aClge cy Ji) 1
yield tile cash value of the potential savi'ns to the go'emruct
to be derived fIr:,.- the pTLYrmr.. 1',ese Savingps be tirccan 

phased, disca"Ittl 
to pre:;ent valve, and/or subjected tomultiplier .,.1ysi.. to yield a full CelMition of p:otential
bhnefits to the rgovermcnt:. It should be pointed out thatincre;.ients to pflulRation w.Ich worsen the dependency, ratio 
usua].ly occasion J:ore than proportional increascs .1,1 
govemcnt spenling. 

http:usua].ly
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Data Needc.
 

-. kbjor expenditures in the target area by government agencies.
 

-Age distribution of the target population.
 

-Ago brcnladown of beneficiaries, if available.
 

-Projected grarh rate of the population under present conditions over, 
say, 20 years. 

-AMotut by which expcndiitures on major governcnt senices will be obliged to 
increase to meet projected population grcth, over that period. 

-Projected reduction in the preceding population increment, which may result 
from the falily plan-iing progr-m . 

-Amount by which tae reduction in the population groth rate can reduce the 
grotl in gov\cnic.nt expeanditures requircd b)' a population expaiding at 
the present rate. 

-Cost of the fai.ily planning element of the Rural Hlealth Program. 

Examnple: 

In a total population of 3 million of which approximately 701 is rural, we 

assune the target area to amount to about 201 of the rural population, thus 

arriving at a target pcoulation of 420,000 persons at year "zero" (1974). 

Despite the announced high priority of the government o behalf of rural 

areas, we conservatively assime that, the, total rural population will 

receive no waore thian 50t of the govcrnment, expenditures. 

If the population growth continues at the present rate, the target population 

will more than double in 20 years time. 

http:gov\cnic.nt
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If a voluntatry family planning program could reasonably be expected to 

.effect a 20t reduction of this high growth rate by the cnd of the period, 

(i.e. approximately a 12' average reduction over the period) thlat will be 

reflected in a 124 reduction in the increase of projected governmvcnt oxpcn

dituros in the target area. 

IV, Other - Adult hcalth 

Benefits arising fram the serices to adults proposed in the project 

fall mainly under tio categorics. 

1. 	 Savings of workdays lost because of
 

,a. 'orbidity
 

b. 	 Mortality 

2. 	 Increased efficiency of jobholders because of alleviation of 

chronic conditions. 

Data Needed:
 

-Age and sex distribution of the target population.
 

-Cause-specific morbidity and mortality rates for selected causes, 

including acute diseases, chronic conditions and.'accidents. 
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COMXrES AND QUESTIO.NS. 

-None of the nm:ers mesed in the body of the report above are more than 
hypothctical. .ll n and thesuch "mhcrs, even relationships pointed. out
 
here, should be subjected to validation by local experts and field
 
.evaluation.
 

-How many patients are cxTected to be provided with each service percent? 

-Define services clearly at ever)' level. 

-Projection of particutar discascs u:ith cost per person or per case in 
inpatient and outpatient. 

-Maps slowing sp ecific geographic md population distribution of propose, 
CESAR, OIH. 

-Are all the .ES: R's and CI's in the BID proposal within the service ar 
of the proposed Hospital Eegional? Question of overlap or unoercovera, 
due to roads, transportation, etc. 

-H1ow are the above related to the 500 ncw asentwicntos crapesinos? 

-Re: Model Gardens (attached to (-SA). " who (what institution) will be 
responsible for aricultural advise? 
How will the produce be distributed? 

-ill thcre be a kitchen in eu'c ONE? 

-Detailed dcscription of traininp curriculum and length of training of 
auxiliares and audi'mtes, including, entrance requircm nts. 

-Definitive staffing patterns, nu-ibcr of bcc&q, services, equipment per C
 

-Iill physicians actually write patient records?
 

-Will there be established mechnmisri for referrals up - and donm?
 

-Is there to be a post-partmi ward in each OE?
 

-Will there be a I.p component of post-partimi care? 

-Are there resources for onioing or periodic adult vaccination proprans? 
Goals and costs of vertical vaccination progra"s, projected costs. of 
ongoing pro,-ran. 

-Policy qlK1.stion: Is the auxiliar to be char.ed with dispcnsin fa:i:iily planning 
€lrus and supplies? If ncit, the availabi lity of thic!; items only durin, 
physicians vi;its to USAX.' wiJl \i'c)' n'a1cl rcta'd the 3ifplC:;'Wtati on of tI 
progrxi. 

http:QUESTIO.NS
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-The proposed exclusion of the breadwinner from .ost of thcse services 
has the result of ,; rnificatl)'reducing the posiblc savings fr'it work 
days lost'through moriudity and mortnhity. A policy dc-cision should be 
made on this point. 

-Experiencc has shown that when a progrm bcins with incomplcte baseline 
data; as th proCess of Dmcasurc;.::,rt begins, al:iost all of the moridity, 
mortality, and birth rates rxai) be expected to increasc as a function of 
iimprovud i-,-,asurin-. For this re:nson, the authors feel that a mi.iiiit of 
6 months data on target rates shOuld be assembled before even preli;inary 
attenipts are made to ,.tvasurc progress in the progr.. 

-In this analy'sis we are not attcp.nting to fix anuecono1imc value to the 
psco,',..ic:il aspects of i'proved hiealth statu:a. It is not iipJ.ied that 
this value is "zero". In assessing the desirability of proposed projects. 
Policyinai.ers should not omit giving some consideration to this value. 

-An accUratc determination of death rates by age group is essential to thie 
derivation of valid economic benefits. 

-In the benefits of the "CI program, we have oitted any calculation of 
potential savings to the govern-m.,nt which would have been attributable to 
such a progrmw bec.ausc children aided by it u.cre prevented from dying 
before reaching productive age. 

-The derivation of benefits aid savings to be obtained from births avoided 
in a fai-ily l)lawLini; program is not inconsistent wit!l theo concept of 
savings fr deaths avoided. reason .c- The for this is that Take the
 
socially accepted isstz.1ption that once a live birth has occurred, the
 
concept of the child as an asset is irreversible. 

-The onset of productive age is defined, for the purposes of this report, 
as age 15, based on national labor statistics. 

-It is concAivabl.e that, dopending upon the availabilities of capital afd 
of good arable land 20 years hence, births now avoided in a f£rjii1y planning 
programn i llgt beco.!-e workers pvroductive)ly enplIoycd. 'Ic proble:i here is 
that population in vin case will continue to increase pressure on the land, 

fa].iily planli., 11.rr0:, an that it is very difficult towith or withtiout a 
visualize ho;w required capital resources wJill be generated in the interi. 

-As an incentive for recruiting and maintaining qualified personnel in isolatted 
areas, the :inisterio de Salud Pjhblica may consider geographic salary 
differentials. 

-Clarify the rolc of the physician re: normal pregnancy F deliver': 

-The task force charged with further developing the cost/bencfit methodology 
should include at least one awt~iliar currcntly practicing in a rural area. 

-This-rmodel has made no e:;timates nor allocation of savings to the family in 
waiting and travel-tivtc arisin.,, from the placing of]healji facilities 
nearer the rsidence of the target poputilation. 
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.-M1ille the inco-m of th. Tniral population is ve'y .li, the), are presently Iflying 
extremely Ri'. purcentagcs of the total cost of inpatient and outpatient 
solvices. The paticnts in this contest cnmnot he expected to absorb 
the wqhole co;t of the services, hut it is Our recling that these percentages 
should be SUbstantially increased. The results of this would he: 

a) To provi-de i 'ore rcscurces available to the system and thereforc mak, 
morchatcr health scrvides available. 

b) 	 To pro'-dJly increase the present 1w level of utilization of facilities. 
Studies have indicated that essentially-free services tend to be 
underutilized. 

c) 	 To elcvate the standing of the patient in the eyes of the provider of 
health services. ic further su,..e.st th,. the accounting of theso 
foes be nade respoasive, and unifo-a throughout tile system. 

-Cost of materials should include all,,amce for outdated as well as cons-.cd 
drlgs mid matcrials. 

-It is suggested that a siT..le systm of inventory control be established 
at the CES.AR level in order to assure 

a) 	 accountv"lity 
b) 	 uninterrupted avail ability 

-In the proposed staff cce;le;cnt of 3 physicians per 	Gi-, it would be 
a tolken appearace

j " "^ (20) 	 ' ,rh, ,.4.,,or,, 1,,,,,veryat tihedifficult ...... for 'these .... doctors mC.,,,sto .:miaccmiore,.^c'than 

should be review'd accordingly. 

-All instituti.o:ns in the public hecnlti sibscctor (incl. :.inisterio, PAI, 
JUnta Nacional do Bicnestar Social, SANAA, Instituto I.ondur6lo do
 
Seguridad Social, Consejo acional do Alirientaci6n y Xutrici6n, etc)
 
should bec considered as fonin., a potential rCsource peol. It is
 
fund'=notal that a policy statem.acnt be issued -'t the highest goverr.ent
 
level and tiat the affected institutions no'otiatc ays and means of
 
sharing funds for specific pro(trAs.
 

-It would be de-sirable to obtain the passage of legislation or administrative 
action to nal.x salaries in tie ptu)lic health doliveiy field competitive 
with the private subscctor. 

-There are several incipient Lnd localized moc;,icnts to streamline the 
fiscal and acuinistrativc processes of health facilities. 'llere is aU 
urgent need for the adoption of con:;on miniiu.,i reporting standards 
throughout ta public ,-alth instituticns in tile country. 

-Baseline statistics are unreliable. TWo actions are 	suggested: 

a) 	 long-ter: Negotiate tile inclusion of r..ro basic health and cdonondc 
data in the next national ccwkus. 

b) 	 Short-tcrmi: Pilot surcy's based on Iiiiiited sa:iplin,, (Peace Corps
 
could help train and use university students during vacation tilme)
 

http:cons-.cd
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rcnlistic cost accotuting throU.:.lhout healt institutioh...-Adoption df miorc 

-Creation and continuous suwport (including trainin;, salary structure and 
cvaluation) or n mriintenance corps easily accessible by the whole it,LIt'i 

could be effcctcd by increi:ingsystem. (:onsidCrable low,-tcrm ecenoics 
the maintcnr-nce budgct. 

-lcvelop greater warcne:s of econonic nrinciples am,.ong leaders in the 
health fic].. Short courses in he',lth cconor.;ics could be offered in 
cojunctiow .:-ithPA'N ( ". inistration and pla nng courses. T'e health 
ccon:-,flcs cv::rscs should be practical in nature and relate to actual 

national experiences. 

dcvelonment of a41ore on stati.tics: It se:'s whorthwhilc the cousensual 
glossary to he applied to health cvents or the specific adoptio: or 

inisterio on consistencyinternatioeii, definitions. Spot-6chcs by the. 
of tcrl1inolo:.-y. 

eg: "live bJrth" "hospit1l ad ission", etc. 

-Perhaps si.ualtwlcous])' or shortly after the health econc.ics courses, 
there could be periodic financial evaluations of projects and annual 
bud~ctary analyses of thc institutions in the health field. 

-The devclop. cjit of a sinulation riodel could serve as a spur for thc 
improvement of documentation and/or the cstablishmcnt of solid criteria 
for the devclop:ment of bmscline dnta. 
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The folluA.ing is n pnrtial lint of officials intervicied,somo repeatedly, 
over the course of the Mission. 

AID 

1. 	 Anthony J. Cauterncci S. Hen" .'.Reynolds 
Multi-Scctor 11 vision lclucation Advisor" 

2. 	 Barbara Swidoal 6. 13. Schouten 
Public lIcalth Advisor fitrition 

3. 	 Edward ,,arasciulo 
Mlission Director 

4. Ron Curtis
 
Agriculture Econom~ist
 

MINISTRY OF IlFAL'I1
 

1. Dr. Enrique Aguilar Paz 4. Arcli Paz 
M'iniste r BiOstatj cian 

2. 	 Dr. Rigobrto Alvarado 
Vice-inister 

3. 	 Dr. Hlilton Trochoz 
Chief of l,,,,n,,-

MNATIONAL IU'MNING OIT)NCII, 

1.' 	 Lic. i.anlio artinez 
Exec. Secretary, CONSUPlNE 

2. Lic. uliben Clare Andino 
lHealth Sector C(icf 

3. Lic. Alberto .l!,.jurcn 
General Progra .r 

PAI 10 

1. 	 Dr. Carlos Pcttiiani
 
Health 'lannor
 

2. Dr. Alfredo Gerald 
(31 of Lk Ilureanu 

1. 	Sr. Arturo I'ino Navarro, Director 

Pence Coiv:; 
IT 	i- u lck
 

Director, P.C 



IRPOlR' ON SELECTED ECO OIC WSECTS OF 1974 HONDUPAS fIEALTh PLAN 

A. Peter Rudenan, PhD 
Professor of Ilealth Aninistration 

School of Hygiene, University of Toronto 

I was recruited through the American Public Health Association, and 
my specific tenns of reference were to analyze the proposed health plan 
of the R9public of Honduras (Plan leccnal do Salud 1970-1980) in tenrs of 
the validity of (1) the financing of all operational costs by user fees, 
(2) the use of unpaid volunteers to staff health posts, and (3) the problem 
of the demand for hospital services likely to be generated by increasing the 

* availability of front-line out-patient services at the local level in rural 

areas. 

Situation on arrival. 

... : On arriving in Honduras on June 24, 1974, I received preliminary
 

briefing from jiD personnel, 
 including Barbara Sandoval, Public Health
 
Advisor, 
 Anthony Cauterucci, kilti-Sector Officer, Edward ,.Iarasciulo, :.!is
sion Director and Dr. Joe Davis of the TAB Office of Nealth in ashiinton. 

I subsequently had the opportunity to discuss various aspects of the
 
health plan with Dr. 
 Dirique Aguilar Paz, Minister of Iealth, Dr. Hilton
 
Tr6chez, Chief of Pltnning, Liccnciado rPib6n Clara Andino, health Sector
 
Officer 1i the National I'lannin-, Council, Dr. 
 Jaime Alvarez Zmmora, PIjk)
 
Representative 
 in 1onduras, Dr. Carlos Pettigiani, PJD Advisor in Ma.tenial
 
and Cild Health, tnd Mr. Arturo Pino 
 ,avarro', Reprosentative of the Inter-


Ahorictin lvlopmcnt Baal: 
 in Jlonduras. 
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By the time I arrived, sone clianges in the published plan documents 

had occurred. My general impression is that the national planners had 

been "leaning by doing" and had become somewhat more realistic in the 

process. Even the most recent plan docunents available, dated 1974, had 

already been superseded in some respects. In particular, experience had 

led the health authorities to abandon principal reliance on volunteers to 

staff health posts, and budgetary provision for the salary of a nursing 

auxiliary in each post was to be made. Volunteers might be used as short

term helpers in some cases, but principal reliance -was to be placed on 

salaried personnel. This disposed of item 2 of the terms of reference of 

my assignment. 

As concerns the financing of operational costs by user fees, there 

was clear recognition by the national planners that sonic communities md 

individuals did not have the money to pay for health services, and that 

partial rather than complete reliance would be placed on user fees at the 

local level. Hard estimates of the relative portion of operating costs to 

be financed from user fees, however, were not available. 

Tile problem of generated dcemand for hospital services arising from 

extending the network of rural hwalth posts had riot been appreciated by 

the national authorities, and requires furtler co:o..ecnt below. 

Ih health plan was inextricably liif]kcd with th loan request to 

the I\fl) for funds to build rural hcalth posts (OCSAR) anl emergency 

hospital centers (Gfl.), but the request was still in preparation when I 

left londuras and will have to be followed uq by Dr. Jim Davis, the 

Health econo;uist w1ho will be here for a ,oionth after my departure. lie 

foreign aid con:poncnt of the health plan 'was of major importanco, and 
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accounted for about SS per cent of total capital expenditure in the plan 

period 1974-1978. Thore was literally no possibility of bnplementing the 

plan without external assistance. 

Finally, I noted a certain inconsistency betwen the written and 

oral descriptions of different aspects of the plan, an absence of hard 

data in many critical areas, md a general tendency to recognize dif

ficulties verbally without making concrete acninistrative prdvision for 

resolving thcm. Th1is report concentrates on my direct observations, and 

concludes witii some reco-nmendations for work that needs to be done and 

potential AID involveuent following my departure. 

The financing of operational costs .]y user fees. 

Like my poor country requesting external assistance for. capital 

investment purposes, Honduras is faced with the problem of financing 

the future operations of the facilities for whose construction a loan
 

from the IAD)B has been requested. The guidelines for a loaun request 

provided by the IADB specify (page 6, item 6.6) that the requesting 

country indicate the calculation of the cost of operation and maintenance 

providing a teh-year projection. I feel that this has not yet been done 

in a way that will satisfy the IADB. 

At the level of CE SAR, budgetary provision is made for some drugs 

(L.500 per aiuium) and for the salary of a nursing auxiliary (which, I 

have been told, is to be L.2.000 per annutn or L.1,500, depending on the 

source, but will have to be diecked in the final calculations). Some 

fee--the muount nowhere specificd--is supposed to be collected fron those 

able to pay. 11oso unable to pay aro to be identified by an informal 
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means test; I was infomed verbally that the axiliary, coming from the 

comunity, will know who can and cannot afford to pay. In my view this 

is wishful thinking and does not pI6vide either a sound administrative 

basis for making deternination of ability to pay or a sound statistical 

basis for projections of operating cost.
 

At the next higher level, the (GIE--serving groups of CISAR--also 

plan to an unspecified degree on user fees. The operating budget of 

this more elaborate facility ishigher tlan that of the CESAR (slightly 

more than L.160,000 per annmL at 1974 prices) of which about 60 percent 

represents wages and salaries. 

The average per-diem operating cost should come to about L.20 per 

bed (which I have inferred from the total operating budget and anticipated 

workload on the assimption that 10 out-patient services : one bed-day of 

in-patient care). A 1968 Family Living study cited in the agriculture sector 

assessment (docunent LAA/R/ACE/174/5, page 6)showed mean family income 

for the mass of rural fanilics (lower 70 per cent) of L.286 per year, and 
re 

this isconsidered to havc&ained more or less tuicanged since then. 11is 

would mean that even a "prosperous" peasant with L.400 annual cash income 

would have to spend 15 per cent of that income to meet the total cost of a 

three day stay hi a lIE for one ine:niber of the family, mad for a really poor 

family the burden would be correspondingly greater. 

Even the L.20 cost per bed-day in the QME iS based on the asstription
the patient's 

by the health planners that the costs of/food and laiuvdry will be borne by 

his family and not by the hospital. "hi:; requires further study. It 

hardly secms appropriate for outside individuals to launder operating-roo 

drapes or infected bed linen, but itis not clear wac t:er these or simply 
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personal apparel are involved inthe laundry system. The saving potential
 

here, in any case, is minimal. 

So far as meals are concerned, this was indeed the traditional pattern 

of the. Schweitzer Hospital at Lainbarn , Togo, and elsewhere both in 

Africa and the less-developed areas of Latin Anerica., but it is more ap

propriate for long-stay chronic hospitals than for the qcuwwhich are 

designed to be short-stay emergency units. It is an open question whethert 

the patients' fawilies can prepare nutritionally adequate meals or meals 

appropriate for the immediate post-surgery period, and the difficulty for 

families living near the periphery of the G0. a area has nct been 

recognized either. 

Sonic additional income would be available from treating Social Security 

beneficiaries in the (lE, but a hard forecast of operating revenue requires 

more detailed exa .ination than has been made thus far. The IADB guidelines 

make the same point, and the sort of vague statement of alternative sources of 

revenue in the docu-cnt.1proyectos (11E CESSA. Salud Sobre Ruedas 1974 will 

have to be made more concrete both for purposes of the IADB loan application 

and for purposes of national bud-ctin,-,. 

A not e 227.eovny .nd vehicular services. 

Much of Honduras is rotmtainour and many areas do not have direct 

road access. The plan doc~uncnts say as muchi. It is rath~er disconcerting, 

therefore, to find that these docu;melnts include no maps. Some form of 

visual display of the proposed health posts and hospitals is needed to help 

the reader (ccntually, the Loan Coiittec of the IADB) appreciate the 

concentration and disp~crsion of CUSAR and Ol., the referral pattern, ind 

tho degree of integration with the vehicular service "Salud Sobre Micdas". 
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The program of mobile medical clinics appears neither in the healtl 

plan nor in the IADB loan request, but does appear as a "project" in the 

1974 doctuent Provectos i1 SESAR Salud Sobre Ruedas. I asstune it is to 

be financed nationally, but no figures for this project are shoun separately 

in either the projected capital or current budgets of the 1.inistry. 

Judging by past experience uith the PU.L\R program some 12 years ago,, the 

mobile clinics are characterized by low output and high operating cost. 

The project docuent estimates L.10,000 for a fully equipped vehicle, so 

that one vehicle would equal the cost of 3 to 5 CSAR (depending on the 

amount of local labour and supplies contributed by the comrunities) and 

the CESAR are likely to be far more durable than the vehicles. This 

program seens to be in limbo, and its exact status should be ascertained. 

In cost-effectiveness terms it deserves a low priority, but I get the 

impression from the references that are made to it in some official docu

ments that it is viewed witJ pride and is being 'pushedbby saneone. 

Generated dmand for hospital serviccs. 

The health plan calls for the remodeling and construction of a nanber 

of hospitals, and sonic budgetary provision is made £or their operating 

expenses. There isno real justification provided, however, for tie 

specific hospital invesment decisions made, and nothing resembling the 

"role stud)" that is part of hospital location planning in more sophisticated 

countries. 

The relation of CUSAR and CE, to the general hospital system seciito 

have been seriously misinterpreted by the health planners, and this point 

should be made strongly since their present asstunption iay lead to trouble 

ivhn the demid for gencral hospital beds exceeds plan projections, as it is 
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likely to do. 

Ihe national planners, in discussion, seemed to think that the establish

units would reduce the demand for general and specialment of CESAR and 011 

that would otherwise go to the majorhospital beds by taking care of cases 

In the document Politica do Salud, :Ictas del Plan Decenal, AReashospitals. 

is stated axplicigYthat theProgramgticas 1974 (page 4, objective 2.3.1) it 


objective of establishing the CESAR and Ol is to reduce the demaxil o$
 

existing hospital services. 

My own view is that, in the absence of CESAR and (CF1, many cases would 

care altogether or end up in the hands of folk practitionerseither go without 

and empirical birth attendants. The net effect of the new front-line units 

then would be to increase the volme of demand for beds at higher levels of 

care through referral upward of cases that would otheniise nbt have entered 

the system at all.
 

The lack of study of referral patterns is a serious weakess. Accordii g 

to the plan, in 1971 there were 41 hospitals with 4,656 beds in Honduras, 6 

ul'ban health centers, 69 rural sub-centers, and 148 rural health posts. 

of these could be taken identify referrals up-Surely a sample of some to 

wards from centers, sub-centers, and posts, checked against referrals 

received as recorded by the hospitals. Even the casual examination of sud 

data would give the hospital planners some reasonable basis for extrapolation. 

Elxperience in otjhr countries leads me to predict higher and not lower 

demand for hospital bcds as a result of the rural penetration program. In 

addition, health workers in imrny countries are familiar with the "ripple effect" 
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ir that health posts and centers increase people's awareness of the desira

bility and availability of care and thus increase consumer-generated demand 

inaddition to nurse-or physician-generated referrals. The hospital plan

ners would be well-advised to base their bed need calculations on a revised
 

estimate of generated demand.
 

The only way in which I have ever seen a country reduce the demand 

for (utilization of) hospital beds is to close hospitals or reduce their
 

capacity. Inview of the unmet need prevailing today inHonduras, trying
 

to do this would be nonsense. Itwould be wiser to eliminate references
 

to decreasing the demand for hospital beds from the plan and from the IADB 

loan request.
 

Inconsistencies and deficiencies inthe health plan in general.
 

It is intriguing to observe that the Diagnostico Intencionado de Sa

lud 1973 recognizes explicitply the weaknesses and administrative short

comings of the Honduran health system, but the P a :.tas docunents of 

1974 do not make any concrete proposals to improve things. N(.'here do they 

.Say ho better coordination, integration, refonn of obsolete legislation, 

reduction of duplication, and other changes irplicit in the Diagnostico 

Intencionado are to be realized. 

apparent than real, and could be elininated
Some inclistcncics arc mor 

by adopting some system of dating documents by month and day or indicating 

"first draft," "revised draft," etc., since apparently a nu;iber of different 

versions of some proposals are all incirculation ,at the micnt. On rcading 

them one is left wonderinSg V.-hother nurse auxiliaries are to have one or to 

cryears' training, i:hcther the first priority is for a hospital in La Ceiba 

San Pedro Sula, etc.
 



Some apparent inconsistencies may be quite real. One document leaves
 

'the inpression that nursing auxiliaries are required to have three years of 

secondary education (i.e. complete Grade 9) plus two years of subsequent 

training, and this was confinned in conversation with Dr. Tr6chez, but the 

docuncnt Recursos l.iianos Para la Salud says (page 2) that the auxiliaries are 

to receive 12 months' training and makes no reference to prerequisite formal 

education. If one statement supersedes another, then the documents should be 

corrected to show this. Different plan documents also show different nubers 

to be trained, and it is not clear to ine whether the five-year target is nearer 

900 or 1200 auxiliaries. The figures should be reconciled. 

In general, the Hlonduran educational proposals for nurses and auxiliaries 

appear to be too ambitious for a poor country with limited human resources 

and a limited number of secondary school graduates. The national planners can 

hardly be held responsible, because for years they have been urged by PAIIO and 

AID nurses to up-grade their standards and set up Bachelor's-level nurse 

training. Leaving the general issue asside, the CESAR nursing 'auxiliary would 

not appear to need more training than the Venezuelan nursing auxiliary tLsed in 

the "inedicina simplificada" program--4 years of priharj sciool, a 4-month crash 

course in needed teciriques, and a preference in recruiting for intelligent 

individuals with a few years of maturity gained through life-experience rather 

than additional schooling. AID might wish to finance a study trip for someone 

from the Honduran Ministry of flcalth to observe the Venezuelan program at 

first hlznd. Having been personally and closely involved in a cost-effectiveness 

evaluation of the Venezuelan program I feel that it provides a model for poorer 

coutries amd is particularly useful because of the stress put on the inte

gration of the health posts into the gncieral system and the cmphasis on super

vision.
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Another weakness of the plan is the elaboration ofkdwde range of 

medical specialties to be provided by 1980 without full recognition of the 

implications for current operating costs and bed requirements, and--in the 

case of psyciatry--there is apparently budgetary provision for more 

psydiatrists in that the Santa Rosita Salary bill was to rise from 

L.597,393 in1974 to L.3,346,865!n 1980', but I was not able to identify a 

quota of psydiatristS in the numbers proposed for either domestic or foreign 

training of medical specialists.
 

Between 1975 and 1980 the huma resources plan calls for the training 

of 300 specialists (there were 247 in 1974). This would require, ceteris 

paribus, doubling the number of specialty beds available inhospitals. 

The proposed hospital remodeling and construction does not appear to have 

been coordinated with the specialist training proposals. As an aside, one 

may also ask whetler the proposed La PRsita psyciatric hospital is in line 

with the modem tendency to hospitalize psydiatric patients as close to 

their home commtunity as possible in psyciatric wrings of general hospitals. 

I am also worried by the proposal to send 12 physicians abroad for 

training as hospital administrators. Unless the physicians in question are 

totally unfit for clinical practice, this is a w;aste of a scarce resource, 

and the money could be used far better to train a greatur ni iler of lay 

acbinistrators in national courses (with PMIO rund AID assistance). In ad

dition, what is taught in North i ,erican hospital adiinistration courses (or 

in Argentina or M'exico, for that matter) is not wholly applicable to less 

developed cotuitries. 

*In this as in other financial projections, a 5 per cent inflation factor 

was used. With the inflation rate so tmiiredicta*lc these days, it is moro 

advisable than ever to plan in terms of constant prices. 



In general, the human resources parts of the plan suffer from th' major 

defect that they pay no attention to attrition. Physicians retire, die, or 

leave the country,. Oter health professions are more likely than physicians 

-to leave the health field for other occupations or leave the labour force to 

marry mnd raise a family. Realistic estimates of attrition are needed to 

make sensible manpower forecasts. 

While it is traditional to state health plan targets in terms of out

comes (increasing life expectancy, reducing specific mortality and morbidity' 

the method of reasoning from outcome targets to required resources is often 

dubious. It may be possible to predict grosso modo the effect of well

conducted imunization programs, but more general targets are subject to 

multiple causation--many factors such as housing and income being outside 

the scope of the health care system. When planned outcome targets are not 

achieved, as happened in the ten-year review of the Oarter of Punta del 

Este Targets byPfiO, this may well not have been the fault of the health 

authorities, but the statistical indicators are nevertheless embarrassing 

and can weaken the status of the health authorities at Cabinet Level. 

One could go on and on ith specific problems, but the general problcm. 

of the plan can be s.in1mcd up as follows: 

The proposed investment projects do relate to plan priorities (which is 

good) but not enough effort has been made to provide realistic estimates of 

operating costs mid human resource requiremlents (icl is not so good) md 

the different sections of the plan are not tightly linked together or 

statistically consistent (which is bad) and the specific linkages bot ijen 

the hcalth plan -md the dcvelopment plan are not spelled out except for a 

general statement of support for rural development (uich is worse). 
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What can be done to improve the situation. 

We are faced with a fait accomoli in the form of a national health plan 

which apparently bears the st"p of PAW approval and which contains an 

inportant investment component that is to be presented in a loan request to
 

the IADB at the end of July. AID economic assistance should in the first
 

instance involve digging in available records to do the following:
 

1. Appraise existing estimates of operating cost in terms of ability 

to pay for CESAR services at the conmunity level. Some information may be 

available from SA,%AA experience with village water rates. This should lead 

to an improved budget estimate for the government contribution to operating 

costs of the CESAR system. 

2. Appraise existing estimates of operating costs of the CHE in terms 

of patient payments, Social Security payments, and other sources of income. 

This should lead to a revised and more realistic budget figure as for the 

CESAR.
 

3. Study referrals made to hospitals by existing health centers, sub

centers, and health posts, and check thcse against referrals received as 

recorded by the hospitals (if the hospitals kcep such records). If not rMl 

a two-week direct survey as a base for guesstimation. Even this should 

provide a m,.ore realistic projection of generated demjand than the unfotnded 

assmnptimathat demand will go doi.m. 

4. Use the data from these studics to improve the loan request to lriMB 

and make sure it conforms as closely as possible to tho guidelines provided 

by Dr. Drobny (copy attached). 

Longer-rane AD assistance should concentrate on improving "Oministrative 

methods and perhaps on trying to give so;-e assistance in' health ll~uning w -= 



the years, I feel that eaci tends to think of itself as a tot syste 

while in fact each represents one-half of wdhat is needed. PH works at 

a high level of abstraction, at the level of national needs and resources, 

-andends with a list of what should be done. 7Tis isnot a plan--it is 

only tei first part of a plan. U.S. health planners, usually at tie com

munity level, can take a project and calculate all the nuts-and-bolts 

requirements, set up-a good evaluation system, and gt it to work. This 

is not planning either--it is the second half of the planning process. 

If you could got a1road-gauge, flexible American planner to sit down with 

one of the better PAIDf planners (David Tejada, for example, or Radl Vargas) 

between tiem they would very likely be able to shcn the Hiondurans what a 

comprehensive health plan should be. Ifhe is not too senior to take on 

such an assignment these days, my rccoinendation for the Am.erican would be 

Dr. Thomas Hall of the Public Health School at the University of Northi 

Carolina, who has all the required technical and intellectual capabilities 

plus fluent Spanish and much knowlcdge of Latin kierica. 

The last point I wish to make isone of proportion. 1ils is a small 

and economically tuiir.qortant country which is showing less in the way of 

-developmcnt than its eqully sall but perhaps less uniportant neighbours. 

The IADB has soft-loan money to spend, and may accept the Honduran health 

investment program in its present crude form simply because it fcei s an 

obligation to spend a certain amount of the Social Progress Trust FLuid and 

similar funds inthis area. If not, AID will find itself in much the 
on 

same position. Ilic decision to spcnd then will not depend/cither economic 

demonstration that planned activitics arc cost-effective, or that the plan 

isa tightly reasoned, self-consistent, ind feasible one, but rather on the 

political importance of spending money in Honduras. If itis felt for 

political reasons that money has to be spcnt, the health plan will have to 
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compete with alternative activities in this social sector. I have not 
examined these, but assume that at any time there are other programs with 
equally valid claims on the national, if not the international, budget. 

I do not wish to imply that the health plan will make no contribution 

to health, or that this sector should be de-emphasized; it is simply that 

having looked most closely at the health proposal I naturally see the 
greatest numiber of defects. Perhaps the greatest contribution AID could 

make would not be in financing--so long as the IADB proved amcnable-but 

in genuine technical assistance in (1) administrative training, and (2) 
helping, in collaboration with PAR) advisors, in working out the concrete 

implementation of the rather vague and wishful national health plan. 
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U.S.A.
 

Dear Dr. Merrill:
 

Re my recent consulting assignment in Honduras, I return herewith the
 
various forms and a copy of my basic report. 

Tg..siapplement the report, I might just say that the implementation is 
I'fb~3Th 6.:z .i -asi[S-of' my debriefing at the AID Mission in Tegucigalpa. 
Essentially, I had one session of interchange and exhortation with the 
nationla no.rsonnel before leaving--phrased far more diplomatically than 
my internal report to AID--and thin' they accepted my major po~nts. 

Further work is qoing to be done during the remainder of July by Mrs.
 
Ottilla N;esbit and Dr. Jim Davis. They will be making field visits and
 
diCgF'in: into the records to tr7j to provide the statintical basis for 
sensible cost projections that I had suggested in my draft report.
 

I also made th: general recez-zendation to the AID Mission that, if the 
BID do3es provide a loan for purposes of heal.h center and rural hospital 
construction, the' AID role be limited to a supporting one, and if the BID 
does not come throu:7h and the natinnals show limited enthuliasn for the 
suggested (and aJdmiiti.cdiv vc-r ftnglo-Saxon) inprovcments in planning, then
 
this progr.m would not be 'Worth pursuing in view of the pressing need of 
Honduras for arict.ural develop-ent as a first priority. 

An uwrrtten nart of my work was simply the use of personal influence and 
-
suasion ba cn m knowledge of '.he country, 1anr;ua1re, and culture, previous 

contzc.s in r') da:.s, rnd the pparent nrestige of Canada in the medical 
care field these d-ys. 

As for pa-,oment, I should prefer a chenue sent to me at my home address,
    , since it is quite easy to change

U.S. to Canadian dollars here and I don't want to :maintain more than a 
mininum bilance in my ACCOUNT AT figs in Washin~to:. 

All in all a most interesting a7ssignment, the leasure being ccmpounded by
the conrtcous receo5ion I had at the U. S. Mission and the Hon !uran inistryju

of Health and the helpful perceptions provided by Mrs. Nesbit. 

Yours sincerely,
 

'A.Peter huderman, Ph.D. 
Poofcs.3or 




