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EXECUTIVE SUMMARY

The evaluation of the Agency for International Development/Ministry
of Health of Honduras Health Sector I Project (No. 522-0153) is the first
external assessment of the project.1 The principal objectives of the
evaluation were to determine if the project is still valid and necessary;
to determine what, if any, mid-course corrections in project design,
organization, and management are required; and to assess the proposed

reprogramming document in light of the evaluation's findings.

The evaluation concluded that the basic project design is still
appropriate, and that the flexibility that has characterized the
project's evolution and implementation has permitted it to respond to the
Ministry of Health's needs and priorities. Although project activities
are behind schedule, implementation delays are due in large part to the
initial delay in approving the overall technical assistance contract.
Other major bottlenecks in project implementation are lack of sufficient
counterpersonnel and continuous deferral of the creation of permanent
positions required to institutionalize the project; tortuous procurement,
construction, and payment processing procedures and requirements (GOH and
AID); a logistics system that shows promise, but is still a major
impediment; communication and coordination problems within and among AID,
MOH, and other parties directly and indirectly involved in the project;
and the lack of synchrony among project activities resulting from a
combination of the factors above. Overall, the pace of project
implementation is acceptable, particularly in view of the many external

factors that have slowed progress considerably.

A series of measures could be taken to accelerate and improve the

project implementation, and specific recommendations are provided in the

1The evaluation was conducted by Westinghouse Health Systems, under AID
Contract No. HS 15,563.



body of the report for each of the eighteen project subcomponents. The

major recommendations can be surmmarized as follows:

1. Certain project subcomponents (such as the rabies and
sexually transmitted disease elements), which are no longer of high

priority to the MOH, should be reconsidered and possibly eliminated.

2. Core project activities (such as logistics, management and
planning, and maternal and child health) should receive more

intensive effort during the remainder of the project life.

3. AID should move swiftly and decisively to ensu.> that the
Government of Honduras creates and fills the permanent 2ositions

critical to project implementation and sustainability.

4. Short-term technical assistance in specialized areas should
be used flexibly in support of project components such as malaria and

maintenance.

5. Steps should be taken to ensure that the PCU's coordination
of financial aspects of project implementation is complemented by
adequate technical and programmatic coordination. Originally planned
as the responsibility of the GCEDI, this function does not appear to

be adequately carried out, to the detriment of the project.

6. AID should adopt formalized implementation strategies,
identifying critical activities, dates and responsible parties, which

are then monitored according to a PERT chart.
7. An AID project support officer should be assigned to the

project on a permanent basis to reinforce the technical management of

the project.
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8. The project should be evaluated on a regular basis, and
evaluation should be included as a management tool as part of the

"Management and Planning"™ component of the project.

A number of changes are recommended in the Reprogramming Document,
consistent with an overall recommendation that the next phase of the
project concentrate on the consolidation of critical systems (management
and planning, logistics, maintenance and supervision) and on high
priority technical health interventions. The evaluation recommends that
the project not diversify into additional areas such as oral health.
Specific suggestions are made for scaling back the proposed activities,
particularly in view of limited absorptive capacity on the part of the
MOH.

iidi
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AID

' 1990.¢
CESAMO
CESAR
CONAME
ESF
EPI/PAI

GCED1

GOH
MCH/FP
MOF
MOH

MSH

GLOSSARY
Agency for International Development
(U.S.) Centers for Disease Control
Centro de Salud (with medical officer)
Centro de Salud (rural, no medical officer)
Comsion Nacional de Medicamentos
Economic Support Funds
Expanded Program of Immunization

Grupode Coordinacion Ejecutiva y Desarrollo

Tnstitucional

Government. of Honduras

Maternal and Child Health/Family Planning
Ministry of Finance

Ministry of Health

Management Sciences for Health

iv
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ORS Oral Rehydration Salts

ORT Oral Rehydration Therapy

PAHO/OPS Pan American Health Organization

PCR Program and Capital Resources Office (AID)
PCU Project Coordination Unit

PTL Project Implementation Letter

P10/C Project Tmplementation Order/Commodities
P10/T Project Implementation Order/Technial Assistance
PP Project Paper

TA Technical Assistance

TB Tuberculosis

UNICEF United Nations Children's Fund

VHWs Village Health Workers
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I. INTRODUCTION

Purposes of the Evaluation

This evaluation of the Agency for International Development/Ministry
of Health of Honduras Health Sector I Project (No. 522-0153) is the first
external assessment of the project. More than three years have elapsed
since the Project Agreement was signed (on July 31, 1980). During that
period a variety of factors -- including delay in meeting Conditions
Precedent to disbursement of funds, delay in the employment of a project
coordinator and delay in awarding a contract for technical assistance,
coupled with interruptions that naturally follow a high turnover in
personnel in both A.I.D. and the Government of Honduras -- have
contributed to the slow implementation of the Health Sector I Project.
(See Table 1 for a list of critical dates in project implementation, and
Tables 2 - 4 for an overview of changes in personnel in key positions).
Consequently, although three years have elapsed since the Project
Agreement was signed, and less than one year remains in the life of
project, project activities really commenced barely one and one-half
years ago. The Mission is currently contemplating an extension of the
life of project, a reprogramming of remaining project funds, and the
addition of a considerable amount of new funds for both ongoing and new
activities.

The objectives of this evaluation are several:

- To assess progress to date in project implementation.

- To identify major bottlenecks impeding project implementation.

- To evaluate the adequacy of project inputs.

- To analyze the institutional and external constraints to project
implementation.

- To review and critique the proposed reprogramming of project
funds and new activities.

- To recommend solutions to implementation problems and suggest
alternative approaches for achieving the objectives of the
project.

Evaluation Methology

The evaluation was conducted by a multidisciplinary team of three
consultants (Abby L. Bloom, Tesm Leader, Dr. Petra Reyes, and Dr. Harry
Feirman) with extensive experience in LDC health program design,
implementation and evaluation (including A.I.D. policy and program
analysis, health management and administration, financial analysis,
health worker training and performance evaluation, MCH/family planning
program design and administration, social epidemiology, and community
participation in health programs). The team received invaluable support
from two Ministry of Health counterparts named by the Director General of
Health, Dr. Fidel Barahona and Lic. Daisy Mejia. The evaluation scope of



work was divided up among the consultants, but the final product is the
result of their cumulative efforts and the conclusions of this report
reflect the consensus of the entire team.

The evaluation is based in part on a review of project documentation
maintained by A.I.D., the Project Coordination Unit, the normative
divisions and working groups of the Ministry of Health, and Management
Sciences for Health and the Academy for Educational Development and the
malaria advisor (who are providing technical assistance to the project).
The team reviewed project files, planning documents, scopes of work,
implementation letters, PIO/Ts, PIO/Cs, periodic activity and supervision
reports, financial records and reports, consultant's reports and other
background documents (including MOH division files, warehouse records,
the health sector assessment, etc.).

A second major source of information was lengthy interviews with
A.I1.D. staff (including Human Resources Division staff, the Controller’s
office, and the Program/Loan Office (PCR)); Project Coordination Unit
staff; technical advisors (including employees of Management Sciences for
Health, the Academy for Educational Development, and the project malaria
advisor); Ministry of Health personnel involved directly and indirectly
in project activities (including permanent staff and those contracted
with project funds); and staff in other ministries whose functions affect
the project's implementation. The team visited the directorates of three
health regions: 1II (Comayagua); V (Santa Rosa-Copan); and VI (La Ceiba
and Tela), and central ministry facilities (e.g., the central
warehouse). A list of persons interviewed is included in the Appendix
(Table 6).

The focus of the evaluation, determined jointly by the MOH and
A.I.D., is project implementation. Since project activities have been
underway for such a brief period, this is an evaluation of process, not
impact. The team was guided by a lengthy series of topics and questions
centering on three principal areas: 1) the subcomponents of the project,
2) the project's own administrative systems, and 3) the participation of
key institutions (A.I1.D., the MOH, and other government agencies) in
project implementation. (See Appendix A for MOH/A.I1I.D. "Scope of Work")
This report concentrates on several critical health gsystems which have
received considerable attention in the Health Sector I Project:
Management, logistics, mass media, supervision, and administration and
maintenance. Because of their importance to the project's success, the
evaluation report provides most detail on the management/administration,
logistics, maintenance and training aspects of the project. Finally, the
team studied the influential role of "external factors," such as
macroeconomic conditions, political commitment, availability of funds
from other donors, potential duplication of resources and competition
for scarce GOH counterparts, on the long term success of the project.



II. PROJECT BACKGROUND

The Health Sector I Project was developed in response to the
recommendations of a comprehensive health sector assessment completed in
19801. That assessment endorsed the Government of Honduras' commitment
to extending coverage of health services, particularly to rural”and
marginal urban areas. It also identified a series of structural,
functional and environmental impediments to achieving the GOH's health
sector goals, including poorly defined guidelines and norms in service
programs; deficient support systems (supervision; management and
logistics; administration; and information systems); and a relatively
new, integrated approach to gservice delivery at the periphery (i.e.,
community level) that while well-conceived, was not functioning
effectively2. 1In spite of its political commitment to extension of
health services, most of the government's health budget continues to be
dedicated to hospital-based health care. The Health Sector I Project was
designed to improve non-hospital-based health services. Although
resources would be concentrated at the central level, the objective was
to improve operations and service delivery at lower levels in the health
system in the various health regions.

The project's purpose is straight-forward and ambitious:"...to
increase the effectiveness, efficiency, coverage and use, of the (public)
health care system in Honduras..." The project consists of a series of
17 somewhat distinct, but interrelated subcomponents. The subcomponents,
an amalgam of discrete programs and systems support functions are:

A. Health Service Programs

Sexually Transmitted Diseases
Maternal and Child Health/Family Planning Services

1. Malaria Vector Control
2. Rabies Control

3. Immunizations

4, Diarrhea Control

5. Tuberculosis

6

7.

1 Assesgsment of the Public Health Sector In Honduras,
(1975-1985)USAID/Honduras, 1980. The Assessment is a detailed,
excellent analysis of health sector constraints. Many if not most of
its conclusions and recommendations are still applicable today.

2 A full description of the pyramidal health system in Honduras is
contained in the Health Sector I Project Paper and in the recently
published research report, "Estudio de Alternativas de
Financiamiento de los Servicios Basicos de Salud en Honduras," 1983.



B. Systems Support Functions

8. Epidemiology Training

9. Drug Procurement ("Basic Medicine List")

10. Logistics Systems

11. Maintenance System

12. Management and Planning

13. Mass Media for Village Health Workers

14. Teacher Training

15. Supervision

16. Continuing Education for Village Health Workers
17. Continuing Education for Ministry of Health Employees

Among the subcomponents, highest priority was assigned to
management, logistics and meintenance system improvements. Each of the
project components is described in detail in the "Amplified Project
Description,” Appendix B.

The evaluation team reviewed the progress of implementation through
September 30, 1983. As of that date, 791 percent of the life of
project had elapsed. According to A.I.D.'s financial records, 44 percent
of project grant funds ($1,958,621 of a total of $4,426,000) and 23
percent of progect loan funds ($2,519,445 of a total of $10,965,000) had
been expended.

The following section contains a review of progress and problems in
each of the seventeen components.

I11. SUBCOMPONENT ANALYSIS

1. Malaria

Malaria Control support comprises 56 percent of the Project's
Health Technologies allocation and fully eleven percent of total project
financing. The component is a vertically structured program within the
Vector Control Division which has its own budget and administrative
services structure. Coordination with other normative divisions of the
MOH is minimal. While varying degrees of collaboration exist on the
operational level, there currently appears to be little integration with
the services delivery system. Project support for this component is
largely intended to strengthen the program's technical capacity and to
expand the range of control technologies employed. Though the total
number of confirmed cases of malaria has decreased since 1982, the
epidemiologic picture is incomplete. Effects of unusual ecological

1 Calculated according to the life of project anticipated in the Project
Paper.

2 Expenditures = the sum of disbursements and accruals.



conditions on the vector have not been fully analyzed, and the potential
for malaria resurgence is a continuing threat. Because of the cyclical

activities required by the program, timing and continuity are crucial to
maintaining effective vector control.

A. Technical Assistance

An entomologist, contracted directly by A.1I.D. on a
long-term basis, has provided 30 of 42 months of TA stipulated in the
PP. 1Initial host-country contract negotiations delayed this TA by one
year. Short-term vector control training assistance was provided twice.
The third element of specified TA has not been carried out because it was
considered technologically inappropriate given local resources. Instead,
a larval control expert was identified, but was never contracted.

" Delays in TA, notably the delay in contracting the long
term advisor, have decidedly impeded effective implementation of the
program. Above all, the lack of appropriate technical advice on
procurement specifications for vehicles and difficulties experienced in
procurement have resulted in continuing problems such as non-functional
vehicles and incomplete technical equipment and commodity orders.
Implementation of essential vector control measures was delayed until
Project Year 3,

The long term TA scope of work is consistent with the PP
and sufficiently broad to cover the variety and range of assistance to be
provided to the Vector Control Division but not identified in the PP.

The change in the focus of short term biological control TA is consistent
with vector control priorities. Malaria advisors selected for the
technical assistance seem technically capable, but to date the long-term
advisor has not developed a work plan.

As the MOH counterpart, the Division Chief, also the
Director of a Teaching Hospital, is considerably senior to the
entomologist. The working relationship between these counterparts is not
without difficulties. Other senior staff of the division appear to work
closely and colleagially with the advisor in a variety of technical and
problem-solving matters. Time limitations prevented the team from
assessing the extent of transfer of skills and knowledge from the advisor
to the working group. Major impediments to technical collaboration are
the continual logistical (i.e., procurement) and administrative (i.e.,
travel related) problems involving respectively the A.I.D. and the MOH.
They consume a major portion of the advisor's time.

B. In-Country Training

Training courses to date have generally followed the PP
plan with some changes in categories of personnel trained and the timing
of courses. These resulted from delays in TA inputs and untimely access
to A.I.D. funds. According to the Division Chief, the program has
achieved to date 85 percent of its targets; detailed information about



the number of courses, trainees, and methodologies were not readily
accessible and neither technicel appropriateness nor quality could be
judged. Training information seems to consist primarily of
expenditures. Apparently some of the scheduled training has also been
supported with non-A.I.D. funds.

C. Overseas Training and Observational Travel

Observational travel to a technically important gite in
Brazil had been scheduled for the Division Director, but instead the
Director visited a different site, accompanied by the Sub-Director
General of Health. Overseas training is still scheduled for the MOH
Entomologist and the Director. The entomologist was to begin training in
the U.S., but since he did not have the English language capability
required, he will be sent to a course in Latin America. The scheduled
training seems appropriate for the stated objectives of the program and
the candidates are those identified in the PP.

D. Construction

Insecticide warehouse construction, scheduled for Project
Year 3, has not yet begun, although the land for four of the seven
warehouses has been obtained by the MOH. Delays have been caused by
legal complications involving location of sites safe for insecticide
storage, as well as by difficulties in determining land ownership and
acquisition of titles. Faulty and delayed communication between MOH
staff and A.I1.D. are reported to have further complicated the process.
Delays in construction have not only impeded vector control activities,
but have caused health hazards. Highly toxic insecticide continues to be
stored in open and public spaces such as health establishments. Yet
insecticides have been used since the beginning of the project, according
to plan. It would appear that the PP technical design was deficient, in
that it permitted misalignment of the schedules of commodities and
construction schedules.

E. Commodities

It was not possible to verify whether all the commodities
were ordered according to plan. They were partially received and
distributed according to plan, though with delays. Vehicles and other
equipment were inappropriately equipped, due to faulty or incomplete
specifications. A considerable amount of technical equipment is
similarly incomplete and lying idle. Virtually all funds for commodities
have been expended. About 30 percent of the commodities have not yet
arrived. Six pick-up trucks, purchased for the malaria program, have
been assigned to the MOH motor pool by the Directorate General. This was
due to a purchase of malaria vehicles (subsequent to A.I.D.'s purchase)
by the Japanese. Without the trucks, the project's ultra low volume
ingecticide sprayers cannot be used. A determined effort should be made
either to repatriate the trucks to the malaria program or to develop a
rationale for leaving the trucks where they are.



The GOH receiving, clearing, inspection, verification and
distribution system is weak at best, and the procurement information flow
between the Coordinating Unit, the Division of Vector Control and A.I.D.
is said to be less than desirable. Delays in implementation of control
activities are obvious; less so is the excessive amount of the technical
advisor's valuable time being devoted to attempts to rectify the problems.

F. Personnel

Additional personnel and per diems programmed in the PP
were to be provided with counterpart funds during year 1. Delay in
project implementation and change of the Vector Control assistants to a
new cadre of personnel not foreseen in the PP has resulted in a revision
of the personnel element. The admiristration position has been filled
part of the time. Although the Division Director stated that these
requirements have been met, circumuiances of the interview did not permit
verification of the actual status of the personnel complement. There has
been some turnover and counterpart information is not readily accessible.

G. Other

The general MOH delay in payment of salaries and the
shortage of and delay in per diem payments are said to have a deleterious
effect on the program. Since timely cyclical activities are crucial to
effective malaria control, the resource flow problems related to the
budgetary planning cycle tend to render major resource investments, e.g.
domiciliary spraying, very cost-ineffective. Critical vector resistance
studies and other investigations specified in the PP, which necessitate
an insect colony, cannot be carried out until appropriate space is
available to house such a colony.

Recommendations:

1. The team was informed by MOH personnel that funds for
program activities begin to flow only in the second quarter of the year.
This causes a particularly serious problem for malaria control. As the
vector does not respect the budget cycle, delayed intra-domiciliary
spraying becomes very cost~inefficient. AID should negotiate with the
MOH and Hacienda a separate draw-down mechanism, perhaps even with ESF
funds if need be, to enable the control program to carry on its essential
control activities during the months of January through April.

2. The main objective of this subcomponent is to expand
vector control technology, particularly larval control. To encourage and
facilitate this to the greatest extent possible:

a. add funds to support larviciding and insure a
larvicide supply;



b. add funds to support a regional invitational
gseminar to be held in Honduras, with some short term
support for someone to organize it (to stimulate
interest and generate momentum for this element);

¢c. add funds for some flexible short term TA to help
the malaria advisor in some specific areas as needs

arise; e.g., a malariologist to review the technical
aspects of the program.

Expenditures

($000, A.I.D. only)

Planned Actual
Technical Assistance 236 94.6
In-Country Training 0 0
Overseas Training/

Observational Trips 27 0
Construction 156 0
Commodities 602 569
Personnel 25 8.8
Other (per diem) 0 35.7

*Includes insecticide.

2. Rabies Control

Rabies control was included as a component in the project
because the population of rabid animals in Honduras is growing, and with
it the number of reported cases of people infected with rabies. A
comparison of actual and planned activities and expenditures by end of
FY83 shows slow progress in attaining training goals, but timely purchase
of equipment:

Planned Activities Actual Activities
-~ 60 persons trained - 26 persons trained
in rabies control (1 gseminar in rabies control)
- Dog cages and transport - 10 cages purchased;
containers (unspecified transport containers
quantity) purchased



Planned Activities Actual Activities

~ Motorcycles (8) ~ Motorcycles purchased
-~ Training materials and - Unspecified quantity of
community education training/educational

material purchased

Expenditures

(A.I.D. only) ($000)

Planned Actual
Training 4.8 3.9
Equipment 24.7 4 9%
Technical Assistance 0 1.1

It was not possible to determine why substantially fewer people were
trained than originally planned, nor whether the seminar adhered to a
technically sound strategy and curriculum, nor were we able to track down
the current status and use of motorcycles. Training has been provided to
fewer than one-third of the number of rabies inspectors who should have
received training by the end of FY 83.

Recommendation

1. A.I.D. should consider the purchase of additional cages
from unexpended project funds, but otherwise eliminate this area of
activity from the reprogramming proposal.

3. Immunization

Immunization against major communicable diseases is one of four
health service priorities of the Ministry of Health. (The other three
are malaria vector control, diarrheal disease prevention and treatment,
respiratory disease prevention/tuberculosis treatment). The objective of this
subcomponent is to assist the MOH to increase immunization coverage through an
integrated program, i.e., to increase coverage through outreach from regional
health facilities (CESAMOs and CESARs) rather than through sporadic, vertical,
centrally-based campaigns. Although periodic vaccination campaigns
continue to be critical to increasing vaccination coverage, progress has

*This excludes the motorcycles which were funded under a previous project.



been made towards improving the ability of local health facilities to
provide immunizations year-round.l Unfortunately, realization of this
goal has been hampered by continuing deficiencies in the cold chain and a
lack of sufficient vaccine supplies. The MOH's immunization activities,
which fall under the aegis of the Epidemiology Division, receive
considerable support (technical assistance, educational materials, and
vaccines) from the PAHO (OPS) Expanded Program for Immunization
(EPI/PAI). A.I1.D.'s support through this project complements and
reinforces this effort.

A. In-Country Training

The training records kept were not compiled in such a way that we
could readily compare the training planned with that which has actually
taken place. Training records were available for immunization
activities, but courses funded by the project were scattered in the files
and time did not permit a systematic review of personnel trained. (See
also: "Continuing Education for Ministry of Health Employees", below.)

B. Commodities

Two types of commodities were funded in the Project Paper:
two vehicles and EPI training modules. Only one vehicle was actually
charged to the Immunization subcomponent and we were unable to ascertain
its status. The EPI training modules were purchased, received, and used
in training workshops.

c. Other

A functioning cold-chain was included in the PP as an
output of this component, but cold-chain activities were financed under
the "Logistics™ sub-component, and a full discussion of progress in this
area is included in subcomponent 10., "Logistics System"™, below. It is
worth noting that a varying proportion of the refrigerators is actually
functioning at the CESAR and CESAMO level. Field visits confirmed that
the delay in receipt of spare parts is undermining the other cold chain
activities. The supplies of spare parts given those who completed
training was not sufficient to bridge the gap until the main delivery of
spare parts arrives.

1 At this writing, extensive preparations are underway for a massive
week-long immunization campaign that begins in four days. Radio
stations have been saturating the country with project-financed
vaccination messages, posters and stickers are in evidence, and
virtually the entire MOH staff will forsake its regular activities to
work in the immunization activities for the week.

10



A.I.D. project funds seem to be crucial to the effective
implementation of vaccination activities, but they are seen as a means of
augmenting sparse resources to fund routine operational expenses.

Project counterpart funds are said to be the principal monies used support
supervisory visits ("viaticos™) by central office personnel. Counterpart
funds are also reported to be used to purchase gas, and to pay the
expenses ("viaticos") of nurse auxiliaries participating in vaccination
campaigns. None of these activities were to be financed by A.I.D.,
according to the PP, and we could not verify that project funds are in
fact being substituted for GOH counterpart in this subcomponents. This
requires further investigation by A.I.D. and the MOH.

Expenditures (AID only)

$000
Planned Actual
National and Regional Workshops
35.2 9.5
Vehicles
20. 10.4
Materials
2.0 1.1

Recommendations: None.

4. Diarrhea Control

Diarrheal Disease Control is one of the MOH's highest priority
programs. It has received substantial political support from the
Ministry, impressive financial support from external donors, and strong
operational support from regional level personnel. It is generally
recognized as one of the world's most comprehensive and successful
diarrheal disease programs of national scope. Support for diarrheal
disease control in the Health Sector I Project consists of in-country
training for health personnel at all levels and purchase of equipment
(rehydration tables) commodities (oral rehydration packets, spoons,
and training materials), and support for mass media and supervision (funded
under other project sub-components).

A. In-Country Training

The plans developed for training in diarrheal disease
control were the general work plans of the Diarrheal Disease Control
Department, part of the Epidemiology Division of the MOH. The training
appears part of an integrated strategy and program, and the curricula

11



reflect a comprehensive approach to diarrheal disease prevention as well
as treatment, with ample recognition of the role of environmental
sanitation and proper nutrition (including lactating and weaning). The
MOH decided not to hold the national seminar planned in the PP, but
instead to concentrate on training at the regional level.

B. Commodities

There are some unresolved issues related to planning and
timely delivery of commodities in the national oral rehydration program.
A.I.D. has allocated to the purchase of ORS packets nearly three times
the amount originally budgeted in the PP. (According to the last
Quarterly Report, A.I.D. had financed the purchase of 1.8 million ORS
packets plus raw materials for another million packets). The MOH is
receiving huge quantities of pre-packaged ORS salts from several
donors. The warehouse, which ships at most 50,000 packets per month to
the regions, currently has a 36-month supply in stock. The warehouse
reports that consignments are sometimes turned back by the regions
because the regional warehouses are saturated with ORT packets. At both
of these levels, inordinately large supplies of ORT packets are
reportedly exceeding the space available. Yet there are conflicting
reports about the adequacy of distribution and availability at the CESAR
level. A UNICEF consultant is at present implementing a nationwide
inventory of ORS supplies, with needed guidance being provided by the
project's MCH/OR advisor. As a result of this study, A.I.D. will be
better able to determine if combined donor assistance has resulted in a
surfeit of commodities, or if there is a deficit, and/or to what extent
erratic supplies are a function of the logistics system.

cC. Personnel

MOH counterparts in this gsub-component are dedicated,
eager, and well-qualified. Their skills constitute an appropriate mix
for this project. They have nearly met the projected number of
supervisory visits planned as MOH counterpart under this component (31 of
36 supervisory visits planned).

D. Other

A number of activities unspecified in the PP have been
undertaken in support of the diarrheal disease component. For example,
an MSH aedvisor assisted the department in calculating national and
regional diarrhea incidence rates for the purpose of developing coverage
goals and predicting ORS packet requirements. Counterparts themselves
have not learned to use these computer-assisted approaches, but they
certainly appreciate the technical assistance provided by the advisor.

12



MOH personnel identified a need for more intengive training
of community-level personnel (VHWs), and for additional educational
material for VHWs and mothers. Project counterparts also perceive a need
for additional training for themselves in various aspects of diarrheal
disease control.

The ORS packets financed by A.I.D. have neither a date of
manufacture nor an expiration date. When questioned about this,
warehouse personnel in one region replied that they had been told that
the packets have a limitless shelf life. This should be verified and, if
necessary, new shipments should include an expiration date on each packet.

Expenditures

($000) A.I.D. only

Planned Actual
In-Country Training 41 11
Equipment (ORS Packets) 80 28.1x
Recommendations:

1. The MOH must determine whether or not ORS packets are
indeed moving to the community level, and, if not, the cause of the
bottleneck.

2. Stocks of ORS packets and supplies should be reviewed
for expiration date and quality. If the excess supplies are useable, it
would be inappropriate and not cost-effective to continue procuring large
quantities as long as adequate supplies exist, for the warehouses cannot
accommodate them. This will require coordination between AID and UNICEF,
the two major ORS donors.

5. Tuberculosis

Although accurate statistics on the prevalence of tuberculosis
are non-existent, the disease has become a Ministry of Health priority.
However, an effective program is hampered by health workers®' lack of knowledge
of how to diagnose and treat TB, by erroneous notions held by the population
at large, and by a scarcity of diagnostic material and equipment and a means
of transporting diagnostic specimens.

%*Also includes $2,500 for audiovisual equipment
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A. In-Country Training

The local TB training planned in the project has by and large
been carried out. Like most training funded by the project, it has not
been evaluated nor does there seem to be any mechanism for assessing the
impact of training on service delivery. A national seminar was-conducted
in 1982, but we have not been able to verify that the national workshop
planned for Medical and Nursing School instructors in fact took place.
We were unable to ascertain whether the training was appropriate, and
there is no evidence of pre-or post-testing. 1In short, although large
numbers of personnel have been trained, it is impossible to gauge the
quality, appropriateness for the level of personnel trained, or the
effect of the in-country training.

3. Overseas Training and Observational Travel

The overseas training and trips funded under this subcomponent
raise a number of questions. Although numerous candidates were nominated
for overseas training (nine were to have been trained by the end of
FY'83), only two have been trained in microbiology, and one (the current
Division Chief) in health services research. Although the latter
training was undoubtedly useful to the MOH in a broad sense, it was
clearly not planned under or directly related to the TB sub-component. A
fourth individual trained overseas with funding from this component was
not involved in the MOH's TB program. We could not determine what need
this person's training met nor how it fit into the TB strategy.

Of the two observational trips planned, only one was made, by
the former head of the TB Department, who now directs the Science and
Technology Unit.

C. Other

The special TB studies originally planned were never carried out
and, according to the reprogramming document, these funds will be
transferred to the Science and Technology Unit. Mass Media campaigns
planned under this component are well underway, but on the eve of a
national TB campaign, much equipment and material (particularly sputum
cups, medicines and lab equipment), has recently arrived in-country, but
has not been distributed to CESARs and CESAMO. Lab equipment and
vehicles budgeted under this subcomponent have all been delivered,
according to AID's latest Quarterly Report.

The involvement of MOH personnel in this subcomponent and their
knowledge of the project have suffered from poor communication.
Understanding of project objectives and resources are vague, and the
haphazard selection process for scholarship candidates has undermined
morale.
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A.I.D. project funds are valued as a critical source of
financing for travel and per diem funds for supervisory visits, which
were supposed to have been financed as part of the GOH counterpart in
this activity. While the department is aware that the project, in a
revised form, continues to have a TB component, it is unclear to them
precisely how the project, in its revised form, can contribute to
strengthening the TB program.

A.I.D. is funding MOH activities aimed at increasing public
consciousness of TB, and of the fact that it is a curable condition, and
helping produce educational materials (through the mass media
sub-components). A.I.D. is further helping the MOH diagnose active TB
cases through purchase of sputum cups and laboratory equipment. However,
there is a real question about whether or not the MOH has the capacity to
respond to the anticipated increase in demand for TB care, should these
efforts prove successful.

A comparison of planned and actual expenditures, at the end of
FY 83 is as follows:

Expenditures (AID only)

$000

Planned Actual
Special Studies 21
Scholarships 18 7.95
National and Regional
Workshops and Observational Trips
(Includes materials) 17 4.964
Equipment (2 Trucks) 79.5 20.7

(Charged to
logistics
subcomponent)
Recommendations:

1. The recently appointed director of this program should
be fully briefed by AID and the PCU on remaining project resources, and
what is planned under the reprogramming.

2. A.1.D. should discuss with the MOH the priority of TB
and consider financing the purchase of medicines (or helping PANI produce
the same) to meet the increased demand generated by other A.I.D.-financed
activities.
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6. Sexually Transmitted Diseases

A combination of technical assistance, national seminars,
regional workshops, training for medical and nursing and laboratory
technology, students, regional workshops, observational trips, short-term
overseas training (scholarships), lab equipment and mass media materials
was originally planned to strengthen the MOH's activities in preventing
and controlling sexually transmitted diseases. No specific plans were
developed for technical assistance and the MOH decided not to obtain
these services, but the reasons for this are not known. The MOH also
decided to cancel the observational trips. We could find no plans for
mass media nor any draw-down of funds for this activity. Training in the
health science schools is meant to have occurred, but it is not clear to
what extent of these activities were implemented according to a
technically sound strategy and curriculum.

Ag of the end of FY 83, activities implemented in this component
have included only local training (regional workshops in which 81 persons
were trained plus the medical/nursing/ laboratory courses in which an
indeterminate number of people were trained.); purchase of laboratory
equipment; and participation of two MOH personnel in a congress on
sexually transmitted diseases.

A comparison of planned and actual expenditures as of the end of
FY 83 shows that progress in this component in all areas (except
equipment purchase and regional training) is lagging.

Expenditures (AID only)

$000
Planned Actual

. Technical Assistance 8 1

Scholarships 3 0

National and Regional

Workshops and Observational Trips

(Includes materials) 22.5 4.4

Laboratory Equipment 26 10.5%

*Approximate. Was charged to "Logistics™ subcomponent.

Recommendations: None
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7. Maternal and Child Health (Family Planning)

Although the PP identified Maternal and Child Health as a high
priority for the MOH, and eight percent of AID's project support was
assigned to MCH activities, progress in this subcomponent has been
minimal., The MCH/FP subcomponent is in the throes of reprogramming, with
strong support from the Director General of the MOH. Virtually no
activities planned under the PP have been executed. Instead, funds have
been used for a series of other purposes: funding the TA of the Man
Media for VHWs advisor, developing new MCH norms, training parteras, and
financing two part-time, long-term MCH/Or advisors.

A. Technical Assistance

TA in MCH was originally planned as part of the mass media
subcomponent. However, within the last few months a part-time MCH-Family
Planning Advisor has been employed by the main TA contractor, MSH. The
PIO/T describes a broad range of responsibilities and tasks appropriate
to the aims of the project, and the advisor is well-qualified for the
MCH/FP advisor role. As mentioned above, A.I.D.'s Program and Capital
Resources Office believes the overall TA Scope of Work is sufficiently
broad to include this specialized technical assistance.

Since this project subcomponent is being revised in the the wake of
the advisor's arrival and submission (and MOH approval) of a new
MCH/Family Planning strategy, discussion of this area is deferred to
Section VI., Proposed Reprogramming of the Health Sector I Project.

Recommendation: None

8. Epidemiology Training

Support provided for this component includes 6 weeks of
expert TA to conduct an Epidemiologic Surveillance Seminar; four
in-country training workshops, and 3 months overseas training.

The Director of the Epidemiology Division repeatedly was
not available for an interview to discuss the status of these activities,
(although the team leader did meet with him to discuss immunization
activities) because the evaluation coincided with the most intensive
stage of preparations for the National Immunization Week. The pertinent
information could not be obtained elsewhere.

Expenditures

($000) A.I.D. only

Planned Actual
Scholarships 12 6.4
Per Diem and course
supplies 21.2 1.2
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9. Basgsic Medicine List

This activity has evolved into one of the more successful and
promising areas funded under the Project. It has also expanded
considerably beyond compiling a bagsic formulary to an ambitious effort to
rationalize and fortify the basic drug system of the MOH. Prior to the
Project, in response to chronic problems of drug supply and inequitable
distribution, the Unidad de Medicamentos was formed within the Hospital
Division of the MOH to study these problems and develop and effect
solutions. To facilitate more rational and cost-effective drug
purchasing, a basic medicine list was developed. With implementation of
the Health Sector I Project, the Basic Drug List has assumed far greater
importance in that it is a key element in the Project Strategy to
strengthen the overall logistical capacity of the MOH. A National Drug
Commission (CONAME) was formed with representatives from the
Administrative Division, and its Purchasing and Warzhouse Departments,
from the Unidad de Medicamentos and the Sub-Direccion General. This
permanent Working Group reports directly to the Direccion General, and is
being advised by MSH in the development and implementation of the
Logistics System. The basic element of the system's model is the process
of planning drug supplies based on a functional and technically sound
Basic List that takes into account factors such as use, cost, etc. AID
is providing project support to revise and update the list and to develop
a mechanism for keeping the list current.

A. Technical Agsistance

Two months of external TA have been converted into several
months of local TA, currently being provided by a pharmacologist, to work
with the CONAME sub-group in revising the Basic List. This TA seems
appropriate and fills an expressed need of the sub-group.

Additional TA not indicated in the PP Plan is provided to
the group directly and indirectly (within the larger CONAME working
group) by the Logistics TA advisor. The Logistics scope of work
specifies responsibility for incorporating the work already done on the
list into the logistic system. 1In reality, his assistance to this
sub-group appears to far exceed what was deemed necessary in the scope.
Since the TA Workplan for Logistics, on the other hand, does specify the
tasks to be accomplished by the sub-group, the advisor's assistance to
the group is consonant with the workplan.

Implementation of the specified tasks is proceeding as
planned. The group is finalizing the Drug List by level of services,
accompanied by Treatment Guides. Community/CESAR and CESAMO levels have
been completed and work is about to begin on the hospital levels.
Additionally, the group is working on a Quality Control Register, a
Register of Providers, and a Price Information System. These are
preliminary steps leading toward the eventual development of a National
Formulary.
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It is evident from the interviews that the CONAME
counterparts have acquired a range of skills and most importantly
"gystems thinking®” as a result of working in a team with TA personnel.

B. Overseas Training

One short observational trip contemplated in the PP Plan
has not yet been made.

Expenditures
($000) A.I.D. only

Planned Actual
Technical Assistance 10 o}
Observational Trips 1.5 0

Recommendation:

1. CONAME is setting norms for treatment based on what
health facilities ought to be doing. A review of drug requisition
patterns from various hospitals, regions, and CESAMOs (some requisiton
directly, not through the regions) indicates that a better grasp of
actual treatment practices, prescription preferences, perceptions and
knowledge of pharmaceuticals would reveal a wide discrepancy between
normative and actual practice. Some practical operational research would
be most useful for programming Continuing Education courses for
physicians prior to the implementation of Basic Drug Lists at the
hospital level. The study could be applied to a sample of Central
Warehouse requisitions and consignments, followed up with interviews in
- Tegucigalpa and the regions.

Background to the Logistics and Maintenance Components (10. & 11.)

Though logistics and maintenance are closely related and integral
elements of the administrative services support structure, they are
analyzed separately here. These components determine to a great degree
the effectiveness of the MOH at all levels and support for their
development comprises 34 percent of total project funding. The PP
determined that neither system was functioning well enough to support
effective health services. To insure successful implementation of the
Project, the PP intended to give the project a headstart by specifying 3
Conditions Precedent (CPs) for the implementation of the logistics and
maintenance systems: training activities, development of operational
procedures and guidelines for the supply and logistics system were to
have been linked with the construction of warehouses, meintenance
workshops, and with the purchase of the equipment and materials for each
building.
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A third CP stipulates a plan, with dates by which the GOH was to
absorb the positions of maintenance personnel hired with AID Loan Funds.
Because of implementation delays, the dates for meeting all three
conditions were extended; the first CP was met one year later and the
second eliminated after expiration of the extension with a covenant added
to the Project Agreement. The third CP expresses AID's concern with
insuring carefully planned, coordinated and detailed implementation of
the project inputs in logistics and maintenance. A GOH payment mechanism
for personnel was negotiated in October, 1982, whereby Maintenance
positions were to be assumed by the MOH beginning in 1984. Though the
mechanism was then approved by AID, it was renegotiated in July, 1983, so
that AID will continue to finance 67 percent of the positions in 1984.
This CP articulates AID's belief that the positions financed by AID,
together with the equipment and facilities provided under the project,
create a minimum necessary maintenance capability for the MOH by the end
of the project. That is, absorption of these personnel - i.e., payment
of their salaries and their employment on a permanent basis (servicio
civil) were deemed as crucial to the project's success as AID's financial
contributions.

Because of the importance given in the PP to coordinated, linked and
phased implementation, it should be noted here that while the Division of
Maintenance is an independent division, and logistical functions are
located in different departments of the Administrative Services
Directorate of the MOH, rather than in a single organizational entity.

10. Logistics System

To fully grasp the complexity and level of effort involved in
"implementing a Logistics System", it is helpful to review some of the
major problems that fall under this component.

The chronic medical supply shortages result from a combination
of policy, technical and organizational constraints within the MOH and
other Governmental organizations, notably the Proveeduria and the
Ministry of Hacienda. A basic impediment is the unplanned budgetary
process for medical supplies, which is not rationally linked to actual
needs either on the micro or on the macro level. Nor is
cost-effectiveness a factor in the planning process. Drug and supply
procurement is based on previous institutional consumption, and bears
little relationship to either need or actual demand. Nor is
cost-effectiveness a factor in the selection of drugs. Bulk purchase is
governed by policies determined outside of the MOH. Proposed solutions
to drug shortage have included strengthening the domestic basic drug
production capacity through PANI, and the establishment of a separate
Proveeduria for the MOH. These proposals address more efficient
procurement and an overall increase in drug supply and could also solve
the problem of drug quality control. Either could result in a long-range
solution but their impact would, however, depend on the establishment of
rational supply programming mechanisms at all levels in the health system.
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Operational linkages from procurement to warehousing are still
poor for lack of a functional information flow and insufficient transport
due to poor vehicle maintenance. Warehousing conditions are still
totally inadequate, although embryonic improvements in warehousing
functions are underway with the project support. The requisition
process, particularly from hospitals to the Central Warehouse, is so
unplanned and irrational that it seriously strains the fragile resource
capacity of the warehouse to process paper and to distribute
commodities. Organizational arrangements within the MOH and the lack of
a vehicle control system inhibit Central Warehouse access to the general
motor pool. Smaller vehicles are not routinely used for small
consignments, and vehicles cannot be easily replaced temporarily when
they break down. Variants of these major problems are found in each of
the seven regions.

The Project Paper is somewhat internally inconsistent in its
proposal for implementing the logistics system. It identifies
organizational and administrative problems in the Administrative
Directorate that cause the system to function poorly. It delegates
supervisory authority over the logistical process and the development of
normative aspects of the system to the Directorate. But it does not
identify the most basic improvements that would be required in the
Directorate for it to implement the new logistics system. The LOGFRAME
never identified a number of assumptions that directly affect the
implementation of the new system. 1In terms of TA specifications, the PP
makes an unverified and unwarranted assumption that the Advisor would
work with normative development specialists in the Administrative
Directorate. (Who are these "normative development specialists?" No one
fitting this description has been employed by the MOH.)

A. Technical Assistance

Project funds support 24 months of TA by an expert advisor
to assist in the design and implementation of the system. The TA
prescription is global, based on the aforementioned erroneous assumptions
about the Directorate's organizational structure and technical capacity.
The Scope of Work, on the other hand, relegates the design of the system
to the advisor in consultation with the MOH. It inappropriately
specifies adaptation of an already existing training plan. Neither the
PP nor the Scope of Work are adequate guidelines for the range and
complexity of the tasks required, given the organizational context of the
MOH.

The purpose of the TA provided during the past eighteen
months has been to encourage counterpart personnel to "gain new skills as
normative development specialists™ through a collaborative process of a)
completing a Needs Assessment and developing a Workplan, and b) designing
norms and procedures for all components of the system. Both the PP and
the Scope of Work underestimate the additional TA requirements for
implementing the system at the operational level in all 7 regions.
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While the assistance provided is appropriate for the tasks
required, and the person hired as advisor is eminently suitable, the
delay of the Logistics TA has been a major impediment to project
progress.

To augment TA for implementation of Logistics System
components on the regional levels, a portion of the Regional Management
Advigor's time has been allocated to Logistics.

The joint MSH/MOH workplan is sufficiently more inclusive
than the Scope of Work, and is part of the overall MOH/MSH workplan,
which links disparate parts of the organizational structure into a
coordinated system. Unanticipated delays in construction and acquisition
of essential equipment, parts, etc., particularly for the Maintenance
Component, have not permitted implementation of the Logistics component
to proceed according to the sequence of steps in the workplan.

Revision, systematization and expansion of an earlier
Supply System Manual, developed by the Logistics Advisor during his
previous employment with the MOH, and prior to inception of the Project,
has been a milestone in establishing the normative aspects of the
Logistics System. It rationalizes the administrative process and
information flow with norms and procedures for each of the System
components:

Planning/programming of supplies
Procurement

Warehousing

Distribution
Supervision/evaluation

v dHrWNH

With completion of the Manual, the essential normative
elements of the Logistic system are in place. Normative development work
continues in the area of medical supply programming (as described in the
previous section on the Basic Medical List), and in the area of
evaluation methodologies for the system.

Introduction of the system through training has been
accomplished in all the regions and on the central level (see training
section for more detail). All warehouses are now using the new CARDEX
for inventory control and distribution flow, and are reorganizing,
depending on the capacity of the facilities. Implementation is being
carried out in stages. Regions II1I, V and VI are receiving TA in
warehouse organization based on the Basic Drug List, as well as
assistance with supply programming, requisitioning, reception, storage,
distribution, control and eveluation of supply system information.
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An information and monitoring system for local utilization,
requisition and needs is being developed jointly with these Regions.
Once these elements have all been successfully installed, implementation
will phase into the other Regions. Except for the fact that the
programmed warehouse construction has not yet been started,
implementation is progressing according to the workplan. The délays in
warehouse construction, however, are seriously impeding phased project
implementation in this area, and construction must begin as soon as
possible.

MOH counterparts to the TA Advisor are the members of the
CONAME group who work with the advisor as a team. (see Component 9,
Basic Medicine List).

B. In-Country Training

The PP calls for 32 courses to train people in the Division of
Administrative Services and elsewhere and to train personnel on the
operational level who use the system. Training output is to be "20
persons trained in Logistics.” To date, these targets have already been
exceeded. 1In Phase I of implementation, 9 Trainers in Logistics were
trained by CONAME (Continuing Education) in one 80-hour course. 1In Phase
II, 270 Trainers were trained at the regional level in 45-hour courses.
They in turn trained 800 Auxiliary Nurses in 28-hour courses. Each group
was trained in the specific parts of the Manual corresponding to their
level of responsibility and functions.

To date all Warehouse functionaries, Regional Chiefs,
Administrators, Nurses, etc. have also been trained. When the detailed
supply systems are implemented in the regions, a large complement of
personnel will receive further informal in-service training.

Objectives and course curricula are contained in the various
components of the Supply System Manual, which also serves as the
educational material. The Manual itself seems clear and appropriate;
training methods and effectiveness of the training programs cannot yet be
assessed.

C. Construction

The Construction of a Central Warehouse and 6 regional
warehouses with maintenance workshops was to have been completed by
mid-1983, but it appears that construction may not be completed until
late in 1984. The last of 7 sites is being purchased. Final
construction designs will be completed by the contractor for AID
inspection by February 1984. Major delays occurred due to legal problems
in determining land ownership, titles, etc. And, since the land is being
purchased with counterpart funds, more than 25 bureaucratic steps are
involved in purchasing for each plot.
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Since the MOH did not have the in-house capacity to design the
warehouse, a local firm was engaged to design five of them. The
remaining two are being designed by an architect hired by the MOH,
and who has since become also the Chief of the Maintenance Department in
the MOH. He is very concerned that the PP does not include funds for the
supervision of the construction in the 2 regions for which he is
designing the warehouses.

D. Commodities

All of the commodities within this component are direct AID
purchases. Neither MOH purchasing, nor Warehousing, nor the Project
Coordinating Unit has any knowledge about the status of these commodities
until they are advised by customs of their arrival. This lack of
systematic communication causes additional problems for the MOH, since
they are responsible for their reception, warehousing and distribution.
Documents reviewed in the Central Warehouse do not indicate either the
distribution nor the person responsible for authorizing and confirming
the movement of the commodities. No one from the Project Coordination
Unit has visited the warehouse. The Purchasing Department does not
maintain a file of AID direct or local purchases, and finds that
communication with the AID Health Office is best done through MSH.

As the AID Health Office has shifted commodities purchases among
the various line items, and has apparently both subtracted and added
items in this component, the actual status of these commodities is not
clear. Except for the CESAR and CESAMO medical equipment, which was
removed from the budget for appropriate reasons, it appears that the
commodities and vehicles for the Logistics Sub-Component are in process.
The procurement planning and tracking mechanisms between AID and the PCU
are clearly inadequate.

Expenditures

($000) A.I.D. only

Planned Actual
Technical Assistance 428 253.2
Construction 1,059 13.2
Commodities 1,229.5 800.2
Other (per diem) 0 12.4

24



Recommendations:

1. Although most of the purchasing under the original
project has now been completed, a more functional commodity purchasing
plan and a systematic communications mechanism for commodities should be
egtablished before the reprogramming takes effect.

2. The Administrative Division should be reorganized so
that all of the logistics functions are clearly under the responsgibility
of one person.

3. An implementation sub-group for Logistics and
Maintenance should be formed within CONAME and should include the new
Director of Administration, the Sub-Direccion General and the appropriate
departmental members and TA advisors. The objective of this group should
be coordination and problem solving.

4, A Pharmaceuticals Substitution Ligst/Guide within the
framework of the Basic Medicine List should be prepared by the Basic Drug
List Group for use in the Central Warehouse since it is unlikely that the
MOH will be prepared to add a physician or pharmacist to the staff. The
senior Warehouse staff should then be trained to use this Guide, which
will eventually be changed with gradual implementation of the
rationalized medical procurement system.

5. If the MOH decides to add a much-needed pharmacist or
physician to the warehouse, this person could work on some operational
research studies under the direction of the 0.R. Unit.

11. Maintenance

A. Technical Assigtance

The PP plan for 24 months of TA by a Maintenance Expert are
general, but the CP gpecifies a linkage between TA and the
maintenance/logistics systems components. One long term advisor provided
by the contractor has completed 18 of 24 months of TA. Lengthy contract
negotiations delayed the TA until the second quarter of 1982, thereby
counteracting measures in the PP to insure a timely and systematic
implementation of the two components.

The Scope of Work for technical assistance in maintenance
ig very broad, covering assistance to the MOH for the development of a
maintenance services system for the entire health care delivery system,
with emphasis on the health center level. The Scope of Work focuses
appropriately on the outputs for this component; hence, the Scope of Work
is consistent with the PP and general enough to accommodate the range of
tagks that have expanded with the implementation of the program. 1In
fact, there have been suggestions from MOH personnel that the range of
tasks required for this assistance is too broad and technically diverse
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to be covered by one technical expert. Since no additional TA was
included under this component, the MOH has solicited and continues to
seek additional, very specialized TA from other donor sources. The
person hired seems appropriate for the major portion of the tasks
identified, especially since this person had previously served as a
consultant to the MOH in this capacity. -

A joint Contractor/MOH workplan developed in 1982 addresses
priorities in maintenance activities not specified in the Scope of Work.
Thig seems both reasonable and desirable. Nevertheless, the content and
orientation of the work plan reflect both the aims of the PP and the
general objectives of the Scope of Work. Additionally, the workplan is
coordinated with the other TA areas, reflecting the implementation
concerns set forth in the CPs.

Implementation in general adheres to the workplan.
However, a major MOH policy decision to concentrate on national
implementation of the cold chain as the immediate priority has shifted
resources and activity during 1983 to the refrigeration system. A
succession of bureaucratic delays has hampered implementation of this and
other concomitant activities. Maintenance depends on the timely
availability of tools, parts, transport, workshop facilities and timely
payment of per diem. Procurement delays have been legendary and too
convoluted for reiteration here, except as examples: the Ministry of
Hacienda y Credito Publico rejected the list of spare parts for
refrigeration equipment and vehicles four times; regional workshops have
not been constructed; trained technicians are in the regions with tools,
but no parts although A.I.D. states that parts are purchased locally,
when available, from the regional rotating fund; transport for
maintenance activities is insufficient because regional maintenance
vehicles are in disrepair, etc. Appendix C illustrates both the
contractor's reported progress and the problems generated by the
inadequacies of the logistical and administrative support systems.

Perhaps because the Scope of Work and the workplan are very
broad there appear to be differences in perception among the contractors
and MOH senior personnel on what in the Needs Assessment has in fact been
completed and what is still to be done. There also appears to be a lack
of definition of specific contractor responsibilities in the gargantuan
array of maintenance tasks on the national level included in the project,
and what technical assistance will be provided by other donors.

The principal maintenance issues seem to center on whether
there is sufficient technical asgistance, policy support and effort to
yield a minimally functioning maintenance system.

A new and seemingly effective Maintenace Director has been
placed in the counterpart position. Problems with inappropriate
counterparts previously had impeded progress. Contractor proposals for
reorganization of the Maintenance Department were accepted by the MOH,
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and the functions of the section chief were restructured and refined, so
that counterpart team capacity on the normative and operational levels
has improved substantially. The momentum resulting from these
organizational changes and the transfer of skills to the counterparts or
their application could not be judged.

B. In-country Training

The production of training curricula and initial training of
trainers and responsible operational level personnel has proceeded according
to the phased plan. With the newly intensified MOH focus on the cold chain
system, training plans were expanded to accommodate the training of all rural
health services functionaries from nurses to health promoters and guardians in
the preventive maintenance of three types of refrigerators. Programmed
training in fact coincided with the arrival of refrigerators. Spare
parts were sufficient for training purposes, but adequate supplies are
still not available for refrigerator repair now that personnel have
completed their training and returned to their posts. Until spare parts,
tools and logistical support become available, the effectiveness of the
training cannot be adequately evaluated. To date the evaluation/information
system has been implemented only for the cold chain.

Courses given for the preventive and corrective maintenance
of the other equipment categories and for vehicles have followed the
workplan. However, lack of manuals for medical/clinical equipment is
slowing down the training process in these areas. Training related to
building maintenance is the last priority and will be initiated once
building construction begins.

The establishment of the training system appears to be
progressing well, and with curricula and methodologies that fit the
training objectives of the workplan. The training itself appears to be
coordinated reasonably well with the Human Resources Division. A course
in which technicians were prepared as trainers for the maintenance of
audio-visual equipment, not called for in the workplan, responds to a
priority identified by the MOH.

Specialized technical training in automotive maintenance,
electric/electronic and building maintenance will be given by INFOP, a
national technical training institute, through a formal agreement with
the MOH.

Given the volume and variety of training required under the
three components listed in Appendix D, training plans and implementation
status cannot be reviewed in detail here. The major issues that arise in
relation to the training again concern the adequacy of TA being provided
and the lack of adequate logistical and administrative support systems.
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C. Overseas Traininmg

So far, only three persons have been trained in specialized
medical equipment maintenance. The Maintenance Department had prepared a
list of needs and priority areas, then looked first to the U.S. for
training. The AID Health Office reportedly was asked to assist in
identifying training locations in the U.S. but has not responded to
date. A list of 15 technicians requiring specific training is still
"floating around"; they were not included in the MOH training plan for
bureaucratic reasons. Because of these delays and the GOH's reported
policy of paying only one month salary during training abroad, some of
the persons selected are no longer available for overseas training.

Candidate selec*ion follows an acceptable and functional
process; the training fits intc the overall plan and fills identified
priority needs of the MOH.

The inconclusive situation of overseas training reflects
the absence of effective technical coordination mechanisms between the
MOH and AID and the lack of an implementation plan. It was not known who, if
anyone, is responsible for identifying suitable overseas training programs and
for facilitating the linkage.

D. Construction and Renovation

None of the regional repair workshops supported with
project funds has yet been built. Yet they are an integral part of the
warehouse construction scheduled under the logistics component (See
Component 10 for details of construction status and problems.)

Serious delays in construction of the workshops continue to
. have a deleterious effect on program implementation. Maintenance
personnel were hired under the project, trained, finally equipped with
some tools and are now in the field without workshops or requisite
stationary workshop equipment, etc. Causes of this disface, related to
bureaucratic intransigence within and outside of the MOH, are discussed
under "Logistics". The central maintenance workshop, however, has been
remodeled and is sufficiently functional.

E. Commodities

Workshop tools were to be provided by AID during 1983.

Spare parts for medical and transport equipment are counterpart
contributions which could not be purchased by the government during 1982
for lack of funds. These have finally been purchased, but apparently
only the automotive spare parts for some vehicles have arrived.
Counterpart purchase of parts to date stands at about 50 percent with a
major portion focused on the cold chain. It is reported that somewhere
between 80 and 90 percent of the tools have arrived, but have not yet
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been distributed to the regions. Bureaucratic obstacles were such that
the Minister personally intervened in order to obtain entry permits for
these materials. The elaborate and lengthy governmental inspection and
clearance process has also further delay the acquisition of imported
commodities described under the previous component. The logistical
support and information system for commodities procurement, warthousing
and distribution is inadequate. Another reported impediment in what is
generally viewed as a hopeless process is lack of systematic
communication with AID especially on AID direct procurement (as with
tools).

Procurement is consistent with the needs of the MOH, in
that it is all es=entisl to attaining the minimal necessary maintenance
capacity descril.;ed by the PP. At the same time, the MOH's inability to
meet the coun’ - part resource requirements for even the most minimal
elemerts of the maintenance system raises serious questions about MOH
resource alloc~tion priorities and policies. It also raises questions
concerning the OH's capacity to provide adequately financial support to
the project.

F. Personnel

Two important changes from the PP plan have been (1) a
sharp reduction (from 59 to 45) in the total number of new technical
maintenance personnel supported by A.I.D. funds, and (2) a change in the
distribution of this personnel by specialization. The MOH negotiated
these changes with A.I.D. on the grounds that the GOH would lack the
resources and capacity to absorb the original number into the personnel
structure as permanent positions. Electromechanics were reduced from 7
to 3; refrigeration technicians from 7 to 2; and artesans (e.g.
carpenters, plumbers, etc.) from 25 to 12. 1In turn, 6 electricians and 2
drivers were added as new categories and the category of miscellaneous
workers was expanded from 5 to 10. These changes seem to indicate a the
cost-reduction rationale underlying the substitution of lesser-skilled
workers. Total numbers obtained were not quite in agreement, and it is
not immediately clear how many positions are currently filled. Beginning
in 1984 the MOH is to absorb 33 percent of the 45 positions (currently
about 41 are filled) as permanent, full-time positions in its budget.
Should the GOH find itself unable to honor these terms of the Project
Agreement for financial reasons, the concern over the GOH's long-term
absorptive capacity would be heightened, and should raise serious doubts
about the logic of extending additional A.I.D. support for the expansion
of the health technology components.

The A.I.D. financed technicians and other workers were
hired and trained in February/March 1983, but their one-year contracts
ending in December 1983 were not approved by both the GOH and A.I.D.
until the end of July. The contracting delay meant that these workers
could not be sent into the regions where they were needed, but had to be
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kept "occupied" without salary in Tegucigalpa. When finally sent into
the regions, they went to work without the required equipment,- spare
parts, transport support, or technical supervision.

Until the necessary support for their work is in place, it
will not be possible to judge whether they are sufficiently trained and
functioning as contemplated in the PP.

G. Other

The revised Maintenance Work Plan focuses on implementing a
supervision and evaluation system for the technicians in the region.
Having implemented with impressive vigor the national cold chain system
(and similarly the training of 8,000 parteras) it would seem appropriate
for the MOH to apply equal concentration to the implementation of the
most essential maintenance and logistic functions. A major
organizational problem to be resolved is the dependence of the
Maintenance Department on the Hospital Division for its financial
support. For this crucial department to function effectively it must
manage its own direct budget.

Expenditures

($000) A.I.D. only

Planned . Actual
Technical Assistance 373.5 273.3
In-Country Training 199.4 22.3
Overseas Training 102 2.8
Commodities 95 199.9
Personnel 123.8 29.8

Recommendations:

1. Add at least 12 pm of flexible short-time TA to help
Arq. Emilio Rivera. This TA should complement what the TA advisor cannot
do and/or does not have the time to do.

2, The central maintenance workshop must get a Chief post
“ haste. AID should encourage this process.
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12. Management and Planning

Overview - Management and Planning

Fortification of the Ministry of Health's management and planning
capabilities is one of the major means through which the project will achieve
the objective of improving the MOH's effectiveness and efficiency. Thus, the
management and planning subcomponent is one of several highest priority
activity areas, and was originally funded at $2.5 million, or 16 percent of
total AID project funding. The central element of this subcomponent is
technicel assistance, which accounts for nearly one-half of the funds budgeted
for the management and planning subcomponent, and includes both the technical
assistance provided by the mein contractor, Management Sciences for Health,
and the A.I.D. Mission Project Liaision Officer. (See Project Paper, Annex
II, Exhibit E, p. 39.)

The accomplishments thus far in planning and management are notable,
even though their full impact will be felt only after sufdficient time has
passed so that reforms can be adopted throughout the health system.

One of the major achievements to date is the integration of
management training into all Ministry of Health training programs. Training
curricule now include components on group dynamics, problem solving,
organization of resources and basic administrative skills. One improvement in
management that has had an effect on MOH-wide activities is the result of a
study by an MSH advisor of document flow and processing. The advisor
identified a number of unnecessary steps in the flow which the MOH agreed to
eliminate, thereby accelerating the processing of documents. Another aspect
of planning that has received considerable attention is drug procurement.
Technical advisors have been an effective catalyst in the production of a
basic formulary and guides for prescription of drugs.

One of the most impressive gains in health management to date issued
from a centrally-funded (by A.I.D.) operational research study on health
financing alternatives. (See Estudio de Alternativas de Financiamiento de los
Servicios Basicos de Salud en Honduras, MOH, 1983.) This study, which was
guided by advisors, for the first time quantified the amount that consumers
are spending for health care provided by various sources (including the MOH),
and for what ailments. The results of the study were brought to the attention
of the President of Honduras, who was persuaded to modify most policy to
permit health facilities to charge clients for the medicines they receive.

In general, the technical assistance provided in the planning and
management subcomponent has stimulated, rather than substituted for, active
MOH involvement in support of systems improvements. Fopr example, technical
advisors have helped the MOH produce a new supervisory manual, "Guide to
Programming of Resources", in which scarce resources are rationalized by
melding supervisory, resupply and accounting control functions into the
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routine for a single supervisory visit. Similarly, improvements in the cold
chain, coordination of disparate nutrition surveillance activities, and
incipient reforms in regional warehouse inventory, receiving and distribution
procedures have all resulted from the activities aided directly technical
advisors funded under the MSH TA contract.

A. Technical Agsistance

The concept of management and administration itself - and the
appropriate role of TA in this area - has evolved and expanded as
project implementation has proceeded. Nevertheless the technical assistance
provided is indubitably consistent with the spirit of the PP.

The Project Paper calls for eight person years of technical
assistance to support and complement the five additional national
technicians to be added to the staff of the General Directorate
of Health as part of the project. These individuals, who constitute the
Executive Coordination and Institutional Development Group (Grupo de
Coordinacion Ejecutiva y Desarrollo Institucional - GCEDI), were to
coordinate functions that intersect all technical areas, e.g., human
resources, logistics and maintenance, etc. The Project Paper did not
specify with precision the technical assistance to be provided. Rather,
assistance was to be provided in the general areas of "Integrated Human
Resources; Integrated Logistics and Maintenance; Information Systems;
Program Evaluation; and Program Planning and Development.” It is clear that
the technical advisors are functioning in these general areas.

A second basis for determining whether the intended technical
agssistance has been provided are the descriptions of "Personnel and
Specific Duties” in the technical assistance contract. The statements of
responsibility in the contract are also vague, and could subsume a variety of
subcomponents. (For example, AID's Program and Capital Resources Office
views the scope of work for management and planning sufficiently broad
to cover the operations research and maternal and child health activities
of two MSH technical advisors). The descriptions of personnel and
gspecific duties call for four (4) advisors: a Chief of Party, Health
Planner (30 person/months); a Systems Analyst, Operational Research and
Financial Advisor (18 person/months); a Human Resource Specialist (24
person/months); and an Advisor in Regional Management, Personnel and
Finance Systems (12 person/month). The technical assistance in management and
administration contemplated in the Project Paper has been provided, and, as
far as the evaluation team could determine, the TA has been of very high
caliber,.

While the Project Paper calls for 96 person/months of technical

assistance, the long-term advisors are providing 84 person/months of
TA; the remaining 12 person/months of TA are for short-term T.A.
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As previously indicated, there has been an evolution and
expansion of the role of technical assistance in the management and
planning sub-component. As suggested by the Project Paper, the
sub-component (and the corresponding technical assistance) was initially
intended to reinforce the ability of the General Directorate to~
coordinate and supervigse various units within the Ministry of Health.
The Ministry and contractor adopted a management systems approach. This
approach adopts as its point of departure the development of guidance and
support functions, rather than the formal administrative entities which
nominally manage those functions. Thus the focus of the technical assistance
became the enhancement of management systems (management processes). As a
consequence, technical assistance has not been limited to the juncture between
the normative and operating levels. Rather, the technical assistance has
encompassed all levels (from the central MOH to the community), which are
involved in a specific management function (e.g., supervision, logistics,
ete.).

The evolution or expansion of the role of technical assistance
seems appropriate in view of the de facto amendment or clarification of
the Project Paper through the description of "Personnel and Specific
Duties" which appeared in the technical assistance contract. Moreover, the
expansion of TA in managment and planning - and the concomitant growth of
MOH's staff, has facilitated a more comprehansive approach to management and
planning improvements.

As with other project inputs, the technical assistance was
initiated later than originally planned. According to the Project
Paper's implementation plan, technical assistance was to begin in 1981.
However, due to problems in the Ministry of Finance (which questioned a
specific provision of the contract, e.g., post differentials), the
execution of the contract with MSH was delayed until January 22, 1982.
Consequently, the Chief of Party/Health Resources Specialist did not
arrive until mid-February, 1982; the Human Resources Specialist at the
end of February; and the Systems Analysis/ Operations/Research/Financial
Advisor at the end of March, 1982. The position of Regional Advisor in
Management does not appear to have been filled until January, 1983,
(Though MSH notes that the Regional Management Advisor was a new position
created as a result of a change in their technical assistance strategy,
the scope of work appears similar to that included in the MSH technical
assistance contract.)

Is the scope of work adequate for the tasks to be performed?
The problem identification/resolution process adopted by MSH progresses
from a status assessment through an analysis of management problems to an
assessment the resources available for solving the identified problem, to
alternative strategies for solving the management problems identified. This
is done jointly with MOH counterparts. The scope of work certainly
establishes an adequate framework for this approach to the T.A.
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The persons hired appear to be extremely well qualified for the
specific duties and tasks required in the TA scopes of work. Technical
assistance work plans do not reflect the work of individual advisors, but
rather of the work group with which the advisor is involved. The
principal exception is in information systems, where no functioning work
group existed to develop the initial work plan for information systems
activities (p.4 in the work plan). An information sub-group established
in June, 1983, was composed of individuals from the Department of
Biostatistics, who developed the revised work plan for the information
area.

The initial set of work plans developed in June, 1982 were
revised a year later as part of a Ministry of Health/MSH evaluation (see
below). Both workplans tend to reflect the scope of work in both their
content and orientation.

In general, the pace of implementation in management and
administration has been slower than had been anticipated in the Project
Paper and initial work plan. These delays are attributable to the
general context which has tended to hamper implementation of all project
sub-components. The factors contributing to delay include:

- Constant turnover of personnel in the first year and a half
after the project was signed in the project coordination
unit, in the General Directorate and Technical Divisions,
(as well as at the Ministerial level), within AID,
and in other relevant Honduran ministries (see Tables
2-4)., During the past year greater stability has
accelerated project implementation.

- Deficient communication among levels within the Ministry of
Health and between institutional participants (Ministries
of Health, Hacienda, Proveeduria, AID, etc.).

- The lengthy and complex GOH processes required to contract
personnel (a minimum of 95 work days), make direct
purchases (a minimum of 45 work days), and purchase
through Proveeduria (a minimum of 34 work days). (Tables
5-8)

- Problems in creating an effective mechanism for expenditure
of project funds.

- The precarious economic situation confronting the
Government of Honduras.

- Lack of sufficient, trained counterparts.

B. Specific Tasks Within the Management and Administration
Subcomponent
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1. Local Programming

Based on the amount of technical assistance and counterpart
effort, this is probably the major activity within the management and
administration work plan. Implementation is at least one year behind
schedule in local programming. Though there was an approximately four
month delay in constituting the local programming work group, the major
constraints tend to coalesce around two principal issues:

- Insufficient manpower to undertake the special activities
funded by the project and at the same time carry out the
regular (non-project related) functions of the Ministry.
The tasks of the local program group have proven more
extensive and time consuming than initially anticipated,
and members of the group were not totally relieved of their
permanent Ministry duties. Furthermore, the Ministry asked
the local programming group to devote a substantial block
of time, approximately three months,to a budget analysis, a task
not originally contemplated for the group. In addition, their
involvement in activities at the regional level (e.g., courses,
workshops, normal supervision, etc.), limited the amount of time
they could contribute to the local programming efforts. As the
pace of project implementation increases, the demands
placed on the limited pool of ministry personnel will only
tend to intensify. Consequently, it becomes essential to
address the twin issues of the absorptive capacity of the
Ministry and the phasing, scope, and intensity of project
activities.

- Lack of sufficient information and coordination among
relevant participants: Regional authorities who were to
have a role in the local programming activities were not
fully aware of the nature of their involvement in the
process. Further, it has been suggested that due to other
responsibilities and work, and lack of a clear
understanding of what was required, the technical and
normative divisions have not responded fully to the
information requests of the group.

2. Regionalization/Extension of Service Coverage

Development and implementation of a manual of organization
and regional functions has progressed slowly, primarily due to lack of
personnel. Some training work has been initiated in regions II and V.
Development of a methodology for implementing the extension of services
has also been inhibited in part by a lack of personnel. 1Initially
perceived as the responsibility of a separate work group, the extension
of services effort has been folded into local programming. When the work
plan for this activity was evaluated, the belief was expressed that the
development and implementation of a process for extending service
coverage could not be realized absent an increase in MOH resources.
Though initially programmed for completion at the end of 1983, the
planned completion date has been postponed one year.
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3. Information System

Among the areas which have experienced the mogt serious
delays in implementation is the information system. The objective of
this element was to improve the presentation and utilization of-
information. Few activities have been realized in this area. The major
impediment has been the inability to purchase the interactive computer
system. This is discussed in some detail elsewhere, and it is sufficient
to note that the major delays were attributable to Proveeduria‘'s
cumbersome and lengthy purchasing process and the less than adequate
communicetion and coordination between A.I.D. and other institutional
participants. Non-computer related activities included in the work plan
(such as the re-design and development reports) have been delayed due to
the time required to resolve the computer procurement problem and the
press of technical assistance duties in the advisor's other area of
responsibility (administration). Activities in this area, particularly
those related to the acquisition of the computer, are approximately 18
months behind schedule. Furthermore, it is not clear at what point the
acquisition of the computer will occur.

In summary, two major themes emerge in the implementation of the
specific elements of the management and administration sub-components.
First, it appears the pace of implementation has suffered from the
absence of a sufficiently large core group of persons to undertake
project activities and at the same time carry out the non-project
functions of the Ministry. Secondly, there appears to be a lack of
communicetion and coordination among and between institutions
participating in the project. Recommendations for resolving these issues
will be discussed later in this report.

C. MOH Personnel Participation/Technical Assigtance

The following discussion of the Ministry of Health
counterpart participation will focus on the counterparts of two of the
four technical advisors noted in the scope of work: the Human Resource
Specialist, and the Systems Analysis, Operational Research and Financial
Advisor. Counterparts to the advisor in regional management, personnel
and finance, who is principally involved in the development of the cold
chain, are addressed in the logistics subcomponent.

Ministry of Health counterparts have been employed to
correspond with both the Human Resources Specialist and the Systems
Analyst. The nature of their participation varies, with the Human
Resources Specialist tending to work with his various counterparts as an
active member of the local programming sub-group established by the
GCEDI. The counterparts thus become the principal force in the
development of the specific work products. The advisor functions as a
facilitator and resource person within the group.
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In contrast to the Human Resource Specialist, the Systems
Analyst tends to work on a one-to-one basis with a specific Ministry of
Health counterpart. Though the Analyst has occasionally worked with
members of the GCEDI, he did not have a specific counterpart until
August, 1983, when an Assessor was added to the Division of i
Administration in the Ministry of Health. The Analyst tends to provide
specialized advice, and undertakes specific tasks individually or with
the counterpart.

As is the case with the other areas of technical
assistance, counterparts participate in the development and evaluation of
the "Technical Assistance Work Plans.”" Counterparts have expressed
dissatisfaction with the nature of their participation in some of these
evaluations. 1In particular, several counterparts have suggested that the
evaluation held in Tela in June of 1983, while undertaken for purposes of
evaluating the technical assistance being provided, was redirected by the
TA advisors to focus on the shortcoming of counterpart efforts. This
reversal ~ the evaluators becoming the "evaluees" - created resentment
and some degree of mistrust that was still evident at the time of the
current evaluation.

The scarcity of data available and the time limitations of
the evaluation did not permit the evaluation team to judge whether or
not, and if so, to what extent the counterparts are acquiring and
applying new knowledge gained from the advisors. Given the lack of
gspecificity in the Project Paper and the broad focus of the scopes of
work, the use of technical assistance for activities in which the
advisors have competence but which are not alluded to in either of the
two documents, generally has not arisen as a major issue. However, it
should be noted that the Human Resource Advisor did devote two to three
months over the period October 1982-January, 1983, to helping the local
" programming group develop a mechanism for evaluating the Ministry's
budget. (The advisor expressed the belief that such activities fall
outgside his scope of work.) There is at least one reported instance of
diversion of TA resources in management/administration which is
undocumented, and does not merit comment in this evaluation.

D. Overseas Training

Since 1981, approximately 23 employees from the General
Directorate of Civil Service (Direccion General de Servicios Civil) have
been sent overseas for training. The extent to which this training
reflects that which was contemplated in the Project Paper is
questionable. The Project Paper lacks detail on the nature of training
to be provided and on the categories of personnel to be trained. But the
stated purpose of the project component - to reinforce the capacity of
the management levels of MOH - suggests that training opportunities be
focused on management personnel within the Ministry of Health. The
" description of this project component notes that:
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...To support and complement these personnel (the five
persons added to the staff of the General Directorate),
A.I.D. will provide eight work years of technical
assistance, computer equipment and programmers to
facilitate studies and better accounting procedures, and
scholarships for key staff personnel (pp.31l, emphasis
added)...

Appendix C. Exhibit E, (of the Project Paper) notes that five
person-years of courses for top-level civil service managers shall be
provided. Both of these references have been interpreted as indicating the
training of personnel from the General Directorate of Civil Service.

In discussions with officials from the Ministry of Health
and AID, it was suggested that the rationale for training personnel from
the General Directorate of Civil Services is that through such training
Civil Service will better be able to develop salary scales and job
classification schemes. This would enhance the ability of the Ministry
of Health to attract and retain qualified personnel. It was further
suggested that the General Directorate was the only unit which solicited
these scholarships. If this is indeed the case, a question which must be
addressed is why the Ministry of Health, which is attempting to develop
its managerial capacity, did not itself take advantage of these
scholarship opportunities.

E. Commodities

The principal purchase called for in the Project Paper was an
interactive computer system compatible with those presently in use by the
Government of Honduras. Though the initial implementation plan (as noted
in the Project Paper) indicated a scheduled installation date during the
first quarter of 1982, at the time of the present evaluation the computer
has yet to be acquired. As previously indicated, the approximately year
and a half delay has had an adverse impact on the development of a
management information system for the Ministry of Health.

The inability of the project to acquire the planned computer
system is attributable to a series of problems, some of which were beyond
the control of those directly concerned with the project. The first in
the series of problems which plagued the purchase of the computer was a
reversal of a decision by AID to donate a computer purchased under another
project, to the Ministry of Health.

In June 1982, AID offered to donate a WANG VS computer to the
Minigtry of Health if an appropriate plan could be developed for its
use. Discussions with relevant individuals suggest that though the plan
submitted in July 1982 was informally approved, and a verbal commitment
made to provide the computer to the Ministry of Health, a formal decision
was taken in September/October, 1982 to return the computer to CONSUPLANE.
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Further delays in the purchase of the computer system
occurred as a result of having to go through the Proveeduria for the
purchase. It has been suggested that although an initial decision has
been made to purchase a NCR mini-computer system, the bidding process had
to be reopened in December with the receipt of bids from additional
vendors. With the bidding and bid review process extended into
April/May, further delays were caused by CENI. CENI, which is linked to
Hacienda, has the responsibility of clearing and coordinating government
computer purchases. In June, CENI, through Hacienda, requested
additional justification for the purchase of the computer. Studies were
undertaken in August of this year to provide the additional data
required, with a resubmission planned towards the end of the year. To further
complicate matters, there have been serivous disagreements about the most
appropriate computer configuration.

The types of problems noted above are indicative of those
which have tended to affect overall project implementation: the
cumbersome and extended process of purchasing commodities through
Proveeduria, and sometimes inconsistent or, in this case contradictory,
communications between AID and other relevant parties in the project, are
not unique to this element of the project.

F. Personnel

As indicated in the Project Paper, eight counterparts were
to be hired by the Ministry of Health, in conjunction with the management
and administration subcomponent, of whom five would be added to the staff
of the General Directorate of Health. Collectively, these persons form
the executive coordination and institutional development group (Grupo de
. Coordinacion Ejecutiva y Desarrollo Institucional - GCEDI). The
remaining three counterparts constitute the Project Coordination Unit
(Unidad de Coordinacion).

With respect to the first group - GCEDI - the Ministry has
hired four of the five persons called for in the Project Paper. However,
one of the four positions, that held by the Chief of the Maintenance
Division, is being used as a means of permitting the subsidization of a
position which the Ministry could not otherwise afford to maintain. (It
was agreed that the funding of this position would be limited to one
year.) Due to his level of responsibility and duties within the Division
of Maintenance, the Chief of Maintenance has little involvement in the
activities of the GCEDI.

The fifth person who has been assigned to the GCEDI was
initially a member of the Central Level Nursing Office. That office was
dissolved, but the Ministry wanted to maintain the position, and
transferred the individual to the staff of the General Directorate. The
galary of this individual is supported through national, not project,
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funds. 1In vieﬁ of the financial situation confronting the Government of
Honduras, it was mutually agreed that the fifth counterpart position
would be eliminated.

Within the Project Coordination Unit the three positions
allocated were filled as of September, 1981 (the Coordinator and
Administrator were contracted in April, 1981 and the Procurement Officer
in September, 1981). Though not contemplated in either the Project Paper
or Project Agreement, a secretarial position was added to the
Coordinating Unit's personnel complement in August, 1981, by agreement
with AID.

In choosing the individuals to fill the positions im both
the Coordination Unit and Gener.l Directorate's staff, it does not appear
that a formalized selection pro:ess was employed. Rather, it appears
that in most cases specific individuals were sought to fill specific
positions. The extent to which such a process optimizes the likelihood
of obtaining highly qualified and competent personnel is dependent upon
the rationale underlying the specific appointments. Two of the
Coordination Unit Administrators, selected for political reasons, were
not overly successful in discharging their responsibilities, and have
been replaced by an earnest, hardworking individual.

While counterpart personnel within the Coordination Unit
appear to be used as contemplated in the Project Paper (see Section IV,
Administrative Systems), the situation is more problematic with regard to
the personnel augmenting the General Directorate's staff. These
individuals, who as previously noted constitute the GCEDI, were intended
to coordinate (under the authority of the Director General), specific
integrated functional areas such as human resources, logistics and
maintenance, etc. However, rather than assuming management functions,
. they have been assigned specific technical tasks, e.g., the development
of a local programming model, the development of a "Center" for
administrative training, supervision models, etc. It is the Director
General's view that these positions are being used to coordinate the
different MOH normative divisions around specific problem solutions,
rather than specific technical functions. Problem solution is carried
out through the use of non-permanent work groups supervised and
coordinated by the GCEDI. The personnel comprising the work groups are
drawn from the normative, regional and establishment levels of the
Ministry.

The Directorate General views the GCEDI as the
mechanism which shall also supervise and coordinate continued
implementation of those activities developed by the work groups.
Numerous interviews confirm that the GCEDI does not function as a unit,
but rather operates as a pool of individuals who tend to relate to the
D.G. as individuals.
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Turning from the general orientation of the GCEDI to
specific activities of some of the counterparts participating in the
group, the extent to which counterparts are being used as contemplated in
the Project Paper becomes more problematic. For example, while the
project does not contemplate undertaking hospital activities, one of
counterparts is functioning essentially full time in this area. The
Human Resource counterpart, though involved in the planning of an
adminigstrative training center, has little or no contact with the Human
Resources Division's training activities and programs.

Whet is the actual role of the GCEDI? Does it function as
a group? Is it a coordinating body, or does it perform specific
technical tasks? How effective is it in coordinating distinct MOH
normative divisions in multidisciplinary problem solutions? Does it have
the capacity and staff to effectively institutionalize the products of
the different work groups? Can a small group of individuals accomplish
this broad mandate? The information gathered in the course of this
evaluation raises serious, unanswered gquestions about the effectiveness
and impact of the GCEDI as a coordinating link, and indicates that there
are critical gaps impeding coordinated project implementation and
communication within the MOH.

Expenditures

($000) A.I.D. only

Planned Actual
Technical Assistance 960 698.3
Information System
(Computer Programmers) 263 0
Personnel 422 144.8
Overseas Training 100 718.4
Commodities 0 41.5

Recommendations:

1. Establishment of a Coordinstion Function within the Directorate
General

a) Reorient the Mission of the Executive Coordinetion and
Institutional Development Group (GCEDI), from the provision of technical
services to that of coordination and supervision of the normative
divisions and operating units.

41



b) Increase the membership of the BCEDI to five full time persons
(see C.)

¢) Assign a member of the GCEDI to the coordination of maintenance
and logistics functions on a full-time basig (given the chief of
maintenance's present responsibilities it is not possible for that
individual to perform the logistics and maintenance oredination role
within the GCEDI).

d) Expand the present role of the human regources coordinator
within the GCEDI (development of a center for administrative training) to
include at a minimum the coordination of training activities within the
Ministry, assure the compatibility of training provided by the regions
and assist the normative divisions in the identification of appropriate
training courses for those persons to be trained out of country. Project
funds should be used in future for training MOH employees only, not
employees of other ministries (e.g., Servicio Civil).

e) Using the Project Activities Monitoring Plan (which should be
reviewed at least monthly by AID, Division of Human Resources, MSH and
the PCU), areas requiring technical coordination should be identified,
and individuals or units charged with responsibility for the coordination.

2. Reinforcement of the Project Coordination Unit

a) Delegate to the Project Coordinator administrative authority and
responsibility for project implementation planning and coordination.

b) For purposes of developing accurate quarter projections of
project expenditures formalize under the authority of the Director
General (or Project Coordinator) the submission of quarterly reports
outlining proposed and realized project related activities; the required
reports to be submitted by normative division heads and work-group
coordinators.

¢) For purposes of coordinating inputs (implementation plans)
across subcomponents formalize the bi-monthly review of the normative
division's work plans (cronogramag) for project related activities,
delegating to the Project Coordinator the authority to reconcile
conflicts which develop among the plans (see IV, A.l.).

3. Financial Mechanism

a) To help assure the solvency of the rotating fund, coordinate
(through the responsible authority the scheduling of in-country training
to conform with the rotating fund reimbursement cycle.
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b) Review and formalize the mechanism by which information on loan
(purchase through A.I.D.) and grant fund expenditures are forwarded to
the PCU, MOH and MOF to assure that such transmissions occur in a timely
fashion.

13. Mass Media for Village Health Workers

Mass Media for Village Health Workers was incorporated into the
project as one means of addressing the dearth of support for these
front-line information and service providers. The Health Sector
Assessment had identified insufficient logistical, material, supervisory
and community support for VHWs as barriers to their effectiveness and
causes of disaffection and desertion. According to the PP and the
"PROCOMSI/Health Sector I Implementation Plan'" the mass media component,
the project's main means of addressing these problems, was to be aimed
principally at the health workers themselves (not at the population at
large). The purpose of the component is "...to provide both recognition
and continuing education to village health workers..." (emphasis added),
and to provide "some" related health education to the community.
Although the PP was quite clear about the intended balance between health
worker-oriented media and client-oriented media, in actual fact the
balance of activity has shifted much in favor of client-oriented media.
Apparently an emphasis on the client was deemed preferable at least initially,
until sufficient numbers of VHWs could be retrained so that the mass media
could be put to good use. While the performance of the subcontractor (the
Academy for Educational Development) in mass media has been extremely strong,
the direct emphasis on the education of the client, and lesser (often
indirect) emphasis on the education of the VHW, has meant that the project has
probably not given as much support to VHWs as originally intended. (The
. decision to train 10,000 parteras, not planned in the PP, will obviously
fill a large gap by upgrading the quality and effectiveness of that
category of VHW).

A. Technical Assistance

Subject to the concerns expressed above, the TA provided
was that which which was called for in the PP. The mass media advisor is
extremely capable, dedicated and dynamic, and has responded to the MOH's
priorities and needs in a timely fashion. The TA work plan accurately
reflects the scope of work, and, with the exception of delays beyond the
control of the advisor (e.g., the lengthy time required for local
printing of some educational materials) implementation has been
progressing as planned. The proposed methodology has been adhered to,
and the media material that have been produced are technically
appropriate.
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B. Personnel

A second issue in this component concerns MOH counterpart
personnel. The MOH has evinced strong interest in and support for mass
media. Evidence of this high-level support is the fact that the MOH has
been paying the viaticos of project personnel from the MOH's operating
budget, rather than from project funds. However, this support has not
led to an anticipated strengthening of the principal counterpart for this
project, the Division of Health Education, raising a serious question
about the institutionalization of progress made under this project. This
transition, from externally-supported activity to an independent, fully
functioning unit of the MOH, should have been occurring already because
of the head start provided by the PROCOMSI I Project. Yet it is clear
that institutionalization has been slow to occur, and the TA advisor
remains the principal conduit not only to the Health Sector I Project,
but to other MOH divisions. Since the position of Chief of the Division
of Health Education has been vacant for some time, transfer of skills to
a permanent MOH employee has not occurred. Moreover, it is not clear
that a physician would be the most appropriate counterpart for this
activity. (It is the team's understanding that all Division Chiefs must
be physicians.) We strongly suggest that the Ministry consider waiving
this rule in order to employ an individual with mass media and education
skills, and that it move rapidly to fill the Division Chief vacancy.

Because this component is a support function involving numerous
(normative) MOH divisions, effective communication between the advisor
and a diversity of MOH staff is essential. Communication lines have
recently improved, as evidenced by the collaboration between the Mass
Media advisor and the Maternal and Child Health Division (and its
corresponding MSH advisors) on a new family planning campaign.

In sum, it is not clear to what extent activities under this
subcomponent are in fact furthering the distinct objectives of this
subcomponent, or are merely reinforcing the broader (entirely
client-oriented) objectives of the Mass Media Health Practices PROCOMSI
Project.

Expenditures

($000) A.I.D. only

Planned Actual
Technical Assistance 576 170.6
Special Studies 50 o
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Recommendations:

1. The MOH must fill the vacant Health Education Chief's position
immediately, and absorb, as permanent employees, the other specialists in
the mass media program. The MOH should consider waiving its policy that
Division Chiefs must be physicians in order to attract a division chief
with an appropriate mix of skills and experience.

2. A.1.D., the MOH and AED should review the objectives and work plans
of the mass media program to determine whether it provides sufficient .
media aimed directly at continuing education of VHWs as opposed to
client-oriented media.

14. Teacher Training

The objective of this component was to develop (in conjunction
with the National University) a program to train nurses and physicians in
educational methodology through a series of in-country courses and
overseas training. For a variety of reasons internal to the University
this progrem was never established. According to a Project
Implementation Letter of 6/25/83, $72,000 was transferred from this
component budget to subcomponent 12 (Reinforcement of Management and
Planning).

Expenditures

($000) A.I.D. only

Planned Actual
Scholarships 250 34.5
Per diem, materials 215 12.2

15. Extension of Supervision

Supervision is seen by the MOH as the key mechanism for insuring
the appropriate and effective implementation of the Government's national
policy to expand the coverage of primary health care services. For some
years now the MOH has been striving to implement a national system of
supervision. The Project Paper contemplated project support to extend
supervision coverage necessitated by the addition of a large cadre of
auxiliary health workers. The extension of supervision is predicated on
augmentation of logistical support and continuing education for all
levels in supervision. A national model had been developed
previously, but was found to be too complicated and theoretical for
practical application. Hence, a Supervision Group was established under
the Division of Planning to simplify the model and to develop and
implement supervision guides appropriate to the MOH’s supervisgion
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philosophy and model. This supervision group was transferred in 1983 to the
Programming Group, resulting in both increased coordination and
acceleration of activities.

A. Technical Assistance

To support this component the PP stipulated 24 months of TA for
management level training in supervision. The TA was initially provided
by the contractor on a part-time or short-term basis to respond to
particular needs. However, this system was not acceptable because
appropriate short-term TA advisors could not always be obtained when
needed. Hence, the approach was changed to in-house contractor TA,
provided by the Planning Advisor (for development of norms and manuals)
and the Regional Management Advisor (for assistance with implementation
at the regional level). Changes in the TA were formalized in contract
amendments. In this manner, the required TA has been provided.

The TA Scope of Work has a distinctly different focus from the PP,
and calls for assistance with development of the normative aspects of a
supervision system. This is not entirely consistent with the PP plan,
which assumes the existence of these norms. Though these inconsistencies
would appear to be significant, and the actual tasks required are broader
than the PP foresaw, the fact is that both the PP orientation and scope
are addressed in the work plan, and the TA required by both documents has
been provided. Additionally, there has been assistance in implementation
not called for. During the second semester of 1982 a management training
plan was developed and management training was provided overseas to the
two members of the Supervision Group, and to a senior technical
functionary in the Human Resources Division. These people in turn
trained regional teams in supervision management.

. The adequacy and appropriateness of the technical advisors could not
be verified objectively, but it appears that the TA has been appropriate

and of high quality. It should be noted that the supervision effort is

receiving continuous informal TA from several resident advisors.

Implementation, though slow because of the shortage of MOH personnel
available to work on this system, is progressing according to the phased
work plan. A revised national model was tested in two regions and
modified. The Implementation Plan identifies the following stages:

1. Area level to Establishment (health center) Level: CESAMO and CESARES,
and from these to the community level of volunteer personnel

2. From the Regional level to the Area level

3. From the Central level to the Regional level
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Implementation began with training of all Regional level administrative
teams in the design and implementation of the model. Trainers were the
Supervision Group, assisted by technical advisors and team members from
the Human Resources Division and Environmental Sanitation. Regional
teams in turn trained Area Supervisors and personnel from the health
center level. Regions now are implementing the model in stages.
Special TA is being given by the contractors in three regions.

To date, Stage 1 is implemented to the health center level, but does
not yet reach the level of the health volunteers. The major reason for
the delay is basically the dearth of human resources at the Central
Level. Although the manual is a milestone in the system, it is not an
operational guide for the supervision processes and norms it
establishes. Supervision teams in the regions are clamoring for simple,
functional guides and the responsibility for developing these guides -
inclusive of the technical and administrative aspects of supervision -
lies with two persons at the Central level. To varying degrees,
individual regions are developing their own guides, following the model
as it pertains to their needs. Each level of supervision will eventually
have its own guide.

On the operational level, the evaluation team encountered skepticism
concerning the Central level's capacity to complete development of the
projected material necessary for the system. Evaluation workshops have
been held six months after implementation in three regions and a number
of problems have emerged: logistical constraints are an impediment to
supervision. Lack of vehicle control and maintenance mean transportation
is not always available when needed. Though supervision vehicles are in
the Areas, in some cases there are no drivers. On the positive side, the
establishment of rotating funds in three regions is said to have had
encouraging results. Coupled with the mentioned skepticism, there is
also astonishing enthusiasm to push ahead and complete the system. A
major accomplishment to be noted has been an evident change in the
supervision philosophy from policing action to an educational process.
Training has created great interest and a demand for more training and
(judging from the sites visited), for more assistance and for appropriate
materials and tools to carry out supervision.

Equally evident, however, is the frustration of personnel,
particularly at the Area level, in that there is no delegated authority
and an absence of administrative mechanisms to solve problems, and often
no mechanisms to discuss and evaluate the outcome of supervision findings.

A recently completed Guide for Programming of Resources for
Supervision is being implemented in three regions. Though somewhat
complex, it hopefully will prove to be a useful tool for planning
supervision.
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Completion of the normative requirements of the system is-a
priority. Although all the appropriate steps are being taken, the process
is slow. Expectations raised by training are not being met. Unless
the process is speeded up somehow, enthusiasm may eventually turn into
intransigence and loss of interest.

B. Iraining

In-country and overseas training has been provided as projected in
the PP and the TA Workplan. Evaluation workshops and observations by TA
advisors suggest that training in the use of the Manual has been
effective, but that people are not yet trained to supervise. The
reorientation process, i.e., the attitudinal changes required of this
approach to supervision, have not yet been instilled, and will require
continuing education.

Training has been carried out through the Division of Human
Resources, with the participation of the Continuing Education Advisor.
Until the system is sufficiently installed (with guides and logistical
support), it is not possible to assess objectively the impact of the
training on actual supervisory behavior.

C. Commodities

Supervision vehicles arrived at the port in March 1983 and were
distributed to the regions in August.

D. Personnel

The two persons who comprise the Supervision Group fill the 36 month
coordinator slot funded by the project.

Expenditures
($000) A.I.D. only

Planned Actual
Technical Assistance 189 100
Training 1,418 28
Commodities (Trucks) 320 311.3

Recommendations:
1. The supervision component is lagging behind, and serious consideration

should be given in the Reprogramming Document to reinvigorating this
element.
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2. The Supervision Manuals and Operational Guides may be too
sophisticated. This observation was sustained by operational level
personnel, who suggested that Central Level personnel are working on a
theoretical level, and lack sufficient understanding of operational
problems in supervision. Thought should be given to simplifying the
manuals and guides.

3. It would seem appropriate to develop the Operational Guides in the

regions and areas, rather than at the central level. Interim functional
guides could be implemented, evaluated, revised, and put into practice while a
"final" product is developed at the Central level.

4. The Supervision Group, with only two staff, is too small to manage the
implementation of the system and the development of manuals, which has
occupied most of their time to date. If the group cannot acquire
additional staff, they should devote less time to production of manuals
and concentrate their efforts on helping the regions implement their
local plans.

16. Continuing Education of Village Health Workers

A series of short courses for VHWs was planned to reinforce their
continuing education provided through mass media (Subcomponent 13), and
thereby stimulate voluntary participation of communities in health
activities. The Project Paper did not specify which of 4 categories of
workers (guardian, partera, representante de salud, or collaborator de
malaria) would be trained, only that 4,000 would be trained in 6 1/2-day
courses. The curriculum was to be based on the findings of a study of
current VHW knowledge and skills.

As described in "Subcomponent 17., Continuing Education for MOH
Employees”, health worker training at all levels had a fitful start, but
is now progressing smoothly. (See 17. below for details on technical
assistance.) This year, however, with strong ministerial support, some
7,000 parteras have been trained. Regional continuing education
coordinators are in place, many of them reported to be individuals
trained in a prior donor-funded project, who were never incorporated into
the MOH's permanent employment rolls. Trained as trainers, each develops
his/her region's curriculum.

Unfortunately, we were not able to assess the strength of the
curricula, training materials, or courses, or their consistency with
partera norms, developed under this project. Nor could we determine
whether or not the MOH has plans to begin financing an increasing
proportion of VHW subsistence during training, as stipulated in the PP.
These items should be pursued.
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However, the training of such a large number of parteras is
impressive in itself, and demonstrates the MOH's commitment and ability
to mobilize to meet an ambitious goal.

Expenditures

($000) A.1I.D. only

Planned Actual
Regional Coordinators 36 22.7
Per diem and materials 176 23.8

17. Continuing Education for MOH Employees

Continuing Education (CE) as contemplated in the PP plan is
essentially in-service training for all levels of MOH personnel. It is
also the key mechanism for introducing and implementing the technical
content, norms, manuals, procedures, and administrative practices of the
health technologies and services support systems being developed. The
technical and administrative coordinating body is the Division of Human
Resources (DRH). This Division similarly has responsibility for the
continuing training of community level health workers and the parteras. A
technical advisory/supervisory Continuing Education Commission (CONCORDEC),
composed of the normative division chiefs, is intended to function as a
communications link among the MOH departments. The CONCORDEC technical
committee appears to have responsibility for reviewing course planning
documents submitted from the regions, and for supervising the coordination of
training programs. Human Resources Development in the PP accounts for 36
percent of the total project budget and encompasses an enormous quantity of
training in support of the project components.

A. Technical Assistance

Thirty-six months of long-term TA are intended to assist
the development and implementation of continuing education/training
activities for components 16 (Village Health Workers) and this component
simultaneously. 1Initially 12 months of TA was provided under a Personal
Services Contract, which was later terminated when the assistance
provided under this arrangement was deemed unsatisfactory. 1Instead, MSH
wag asked to provide short term assistance. The current TA advisor gave
three months of assistance under the MSH general TA pool. An amendment
of the MSH contract later added 24 months of long-term TA for all
continuing education. Six months of short term TA supported the
development of the DRH Information Center, under the supervigion of the
advisor. Long-term assistance began in January of 1983, running 24
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months behind schedule. Six weeks of assistance to the Information
Center have been provided thus far. The TA currently being provided is
consistent with the general design indicated in the PP and clearly meets
the needs of the MOH. Integration of the Continuing Education TA with
the MSH TA is of significance, in that it has reinforced coordination of
the TA provided.

The scope of work for the C.E. Advisor is consistent with
the non-specific guidelines in the PP and is sufficiently general to
encompass the range of activities required to implement a program that
cuts across all MOH departments and operational levels. The technical
expertise and experience of the person hired seems particularly
appropriate for the advisor role.

The TA work plan is also the current revised MOH work plan
for C.E., developed jointly with the advisor. From a technical and an
administrative perspective, the revised work plan is a significant step
forward in the implementation of the entire Project. Though it
represents a deviation from the PP plan, it should rather be viewed as a
mechanism to rationalize the original plan. A major defect in the PP was
that the implementation plan for training was insufficiently elaborated.
Each project component in the PP plan includes a sizeable training
component. Training output targets were set without consideration for
the coordination and resources support required to meet these diverse
targets. Further, the plan failed to address the effects on service
delivery of such an enormous training load: An inventory of courses
conducted by the CONCORDEC in 1983 revealed no less than 170 separate
courses programmed at the regional level and directed at the same groups
of trainees. 1In addition to the training specified by the PP plan, the
MOH was carrying out numerous other training activities not included in
the project, many sponsored by other donor agencies, each with its own
output targets.

With assistance from the continuing education advisor, the
work plan systematized the training into three phases according to MOH
priorities, for the years 1983-1985 —-- respectively, Institutional
Development, Technical Capacity Development and Community Participation
Development. Training for the various project components has been
digstributed among the three training phases. A second major step was to
rationalize the training content by making it functional and
job-specific. With the previous unsystematic and fragmented approach,
training received by health personnel was often unsuited to their work.
Revised job/work and educational “profiles" were developed by the
Programming Unit to make the training more appropriate to personnel's
functions.

Actual practice has not conformed to this phasing of

priorities because the institution-building systems (i.e. logistics,
supervision, administration, maintenance) are still undergoing normative
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and organizational development, and the development of technical
capacity, i.e., training in the health technologies, is dictated by the
Project Paper. Further, overriding this system of priority phases for
training has been the MOH priority of implementing the nationwide cold
chain and the training of 10,000 parteras. Nonetheless, the
systematization of training has been a monumental accomplishment in that
it has resulted for the first time in the development of training
strategies. The first of these strategies has been the integration of
separate training courses into 10-day functional training programs --
e.g. immunization, diarrhea, etc., designed to fit the work profile of
each category of health worker. This approach has economized on time and
resources, During 1984 a modular epidemiological approach will be
developed whereby all MCH content (i.e., all health technologies) will be
taught to the auxiliary nurses in a 6 day economy training package.
Though considerable detail could be added, this overview of the TA/MOH
work plan is intended merely to indicate the nature and the direction of
the changes from the PP plan. The changes are technically and
administratively sound. They will, however, result in different outputs
than those in the PP plan.

Specific MOH counterparts to the C.E. Advisor are two
senior technical personnel in the DRH who work with the TA advisor as a
team. One of the important accomplishments in this respect has been a
change in work style at the central MOH level through the process of
learning by participation. Team work is also the key mechanism by which
the advisor is transferring an array of his skills not only to the
central level counterparts, but also to team counterparts at the regional
and area levels.

B. In-Country Training

The PP plan contemplated an output of 7200 person weeks of
short courses as total training output. As described above, training was
carried out in a fragmented fashion until 1983, and a training
information system has not yet been established at the central MOH
level. Hence, information concerning the accomplishment of training
targeted in the PP is very difficult to compile, and can only be
reconstructed from existing financial data. Each department has files on
courses given, but these are not always readily accessible. Two days of
researching by the DRH itself produced only the following project output
data:

Year Number of Coursges No. of Participants Total Cost (L.)
1982 29 724 103,683
1983 125 2,188 209,083
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During 1982 financial problems stemming from the limited
size of the A.I.D. rotating fund greatly inhibited the implementation of
training activities. Hence, some of the training in that year was
instead carried out with PAHO funds (and thus may well not be reflected
in the above figures), and in the latter part of the year with loans from
the Minister's funds. Logistical support problems also contributed to
the delays.

Given the changes in the implementation strategy discussed
above, the original output measures are no longer suitable for assessing
progress. There clearly has been an enormous delay, but that in itself
has probably not really affected the project as adversely at it might
appear. Since the various system norms, manuals and forms have not yet
been completed for various components, and since there have been equally
lengthy delays in the procurement of equipment, tools and materials to
support the training, it may on balance be just as well that the training
has been delayed. Had more training occurred earlier, it also would have
been carried out in the previous fragmented, unsystematic and often
inappropriate manner.

A major accomplishment has been the recent focus on
training trainers. A core group of trainers was established who have
trained others, so that this process, according to MSH, is now in its
fourth generation.

Curricula, course plans and testing materials were not
readily available except in the regions visited, hence no judgment can be
made about them on a national basis. It does appear, though, that there
is great variability by region in these capabilities and reportedly, a
need for further improvement of educational methodologies.

C. Construction

The equipment is in-country, but not yet in place, because
the printshop requires remodeling to accommodate it.

D. Commodities
Books and other materials to support the continuing education
program have not yet been ordered but equipment has been purchased. There has

been delay in compiling lists and specification of items to be purchased.

E. Personnel

The Continuing Education and Information Center
Coordinators are in place.

F. Other
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The Information Center is being organized and existing
educational materials are being catalogued. One of the outputs of this
component is the distribution of the Continuing Education Magazine. It
appears that two or three issues were distributed, but the quantities
could not be ascertained.

Expenditures
($000) A.I.D. only

Planned Actual

Technical Assistance 297 271.4
In-country Training ’ 562 754.2
(per diem and materials)

Commodities 250 59.4

Recommendations:

Based on the assumption that the Regional Continuing Education
Coordinator positions will become permanent MOH positions, the following
recommendations are offered:

1. Because of the shortage of personnel at the Central Level in the
Division of Human Resources, the responsibility for programming and
approving courses according to the Continuing Education Workplan should
be delegated to the Regional Coordinators, under the supervision of the
Regional Directors. (At present, although the Regional Coordinators
develop their own curricula, they must be sent to the central Ministry
office for approval.)

2. The central level should give priority to the development and speedy
implementation of a simple training information system which will
facilitate monitoring of the various regional training activities at the
Central level.

3. The overall training load should not be expanded until the information
system is in place and training follow-up and evaluation has been
initiated.

4. Decentralization of training has implications for budget management
that should be addressed sooner rather than later.

5. The MOH should take immediate steps to institute a system for
evaluating the quality and impact of training.
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18. Operations Research

Operations research per se is not a separate subcomponent of the
Health Sector I Project, but was identified as minor element of the main
TA contractor's scope of work. (See Job Description, "Systems Analysis,
Operations Research and Finance Advisor.*") Studies on a minor scale
were contemplated in conjunction with certain subcomponents (notably
Tuberculosis and Mass Media for Village Health Workers). However, such a
substantial commitment has recently been made to a full-blown program of
operations research that this evaluation would be incomplete if it failed
to assess what has de facto become an additional subcomponent.

The recent amendment of the contract with Management Sciences
for Health to add two part-time, perman:.t advisors in OR, the creationm
of a Science and Technology unit in thc “OH to coordinate and conduct
operations research, and the nse of pr¢;2ct funds drawn from other line
items (Tuberculosis and Maternal and Chiid Health) to support operations
research activities add up to substantial and explicit, though nowhere
formally articulated, commitment to a new area of project activity.

It can be argued that research (traditional operations research,
or applied health services research, which probably mere accurately
describe much of the new research planned as a prelude to family planning
activities) is essential to sound planning of any development program.
Research can also be useful in demonstrating the utility of innovative
program designed. Certainly the impact of operations research (financed
through A.1.D.'s centrally funded PRICOR Project) in influencing MOH
policy with regard to user financing of health services is impressive.

But applying the Mission's own evaluation criteria to this
subcomponent raises the issue of the extent to which the strong emphasis
~on OR has departed from the PP and the scope of work. (See Section VI,
*Review of Reprogramming Document" for a discussion of future OR
activities.) TA in "health program investigations" was part of the MSH
scope of work — but as only one of six responsibilities of the Systems
Advisor. This individual was to be responsible for the "Management and
Planning Component” of the project described in detail by subcomponent
13, "Reinforcement of Management and Planning.* But the PP did not even
mention research in this subcomponent. It merely cited technical
asgistance in the use of a computer "to facilitate studies" and the only
research activity actually planned under this component was *"periodic
evaluations" which (apart from the workshop in Tela which did not involve
computer assisted analysis) have not been conducted.

In short, the TA provided in operations research is not
consistent, in degree, with the PP. The change from the PP is
gignificant. No TA work plan for the newly contracted OR/MCH advisors
was available for review, and, as mentioned in the section on MCH, there
is some gquestion about what the balance between general operations
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research and MCH/family planning should be. MOH counterparts in research
were not originally envisaged, although one permanent MOH employee and
one contract employee have been assigned to the Science and Technology
Unit.

Recommendations:

See Section VI., "Science and Technology Unit/Operations Research".

Contingency Fund Expenditures
($000) A.I.D. only

Planned : Actual

1,266 210.7%

IV. Adminigtrative Systems

This section on Administrative Systems focuses on issues internal to
the project that affect the pace and direction of implementation. 1In
addressing those igsues, the point of focus is the Project Coordination
Unit (PCU).

A. Planning for Project Implementation

A variety of implementation plans have been developed for
the project. The most concrete of these is the integrated MOH/MSH work
plan, initially developed in June 1982 and revised a year later
(June/July 1983). The work plan identifies the activities and specific
tasks required for implementation of some of the project subcomponents
and establishes timeframes for their execution. The parties responsible for
the implementation of the required activities are identified. The integrated
workplan is limited to the realization of a specific task; the
ingtitutionalization of these tasks is not addressed. But the MOH has created
permanent units to correspond with most of the temporary work groups.

The project implementation plans do not provide for
coordination of inputs accross subcomponents and institutional
participants. This has not eased the problem of uncoordinated phasing of
project inputs. For example, maintenance and logistics, distinet though
interdependent sub-components, are developed and implemented separately.
Thus maintenance personnel were contracted, trained and placed in the
regios without the requisite logistic system to make the necessary spare

*Commodities: ORS packets, plastic spoons, cups, oral rehydration tables.
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parts available. The supervision module, which requires the collection
of large quantities of addition utilization data, is developed and
implementation has begun in the absence of data processing and analysis
capacity in the Ministry.

The absence in the implementation plans that coordinate among
project inputs is accentuated by the limited nature of the PCU's coordination
role. Constraints by a lack of administrative authority, and the need to
process and monitor the profuse project document flow, the PCU is reduced to
the functional (financial and administrative) coordination of ongoing
activities. The unit is not able to address the basic issue of the direction
of implementation nor is it able to focus attention on efforts to bring
together disparate project sub-components (i.e., technical coordination).

A second framework for project implementation is the
workplan included in the PCU document "Informe Initial”™ (June 1983). As
with the integrated MOH/MSH workplan, the PCU document identifies
activities and specific tasks required for implementation of each of the
project sub-components with timeframes for their execution. Reference is
also made to the parties responsible for implementation. The principal
difference between the two documents lies in the approach adopted for
aggregating the implementation tasks. The MOH/MSH workplan divides
implementation activities on the basis of the work groups established by
the Director General.

In contrast, the PCU document takes a functional approach.
Implementation activities are aggregated by the category of function to
be performed accross sub-components (e.g., training courses,
scholarships, construction, transportation, egquipment, etc.). 1In spite
of (or perhaps because of) its sophistication, it is not clear whether
the PCU document is actually being used for implementation purposes.

To maintain their utility, implementation plans require regular
and periodic review and revision. Though the integrated MOH/MSH workplan has
been revised once since its development in June 1982, certain elements do
appear to have received more frequent review. The Project Coordinator meets
with the MOH normative division heads on & bi-monthly basis to review the
timeframes which had been established for the project activities under their
direction. The Project Coordinator may suggest changes. However, since he
lacks authority, the changes which are made in the timeframes ("Implementation
Plans”) are made by and large at the discretion of the division chiefs.

It has been suggested that attendance at these project
review meetings is irregular and the meetings are called without specific
agendum. The group consequently strays beyond the issues it is being
called to consider, and tasks are not completed within the timeframes
agreed upon. The fundamental issue concerning planning for project
implementation, however, is that there is no implementation plan for the
project as a whole which has been elaborated in cooperation with the normative
divisions and regional staff, and which is in fact used to guide and monitor

project implementation.
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B. Financial Planning of Project Implementation

Annual project budgets are only rough estimates of likely
expenditures, in part because they are not based on a realistic, accepted
implementation plan. The annual budget is allocated quarterly on the basis of
projected quarterly expenditures contained in the "Plan de Cuota®™. The
PCU prepares the Plan de Cuota in which a certain amount of funds are
requested to finance project activities programmed for the quarter. The
bagis for the Plan de Cuota are quarterly reports from MOH normative
divisions and project work-groups (sub-groups related to the GCEDI)
outlining their planned activities for the three month period. 1In
general, such reports are not submitted to the PCU.*X 1In the absence of
programming data, the PCU makes its own estimates of program activities.
Consequently, the quarterly budget request provides for an adequate flow
of project funds only to the extent that the PCU's estimates reflect the
normative division's or work group's actual programming.

The lack of complete, timely, accurate and consistent financial
data does not permit financial plans to be reviewed on a regular basis so that
they can be reviged to reflect changes in implementation plans and/or changes
in the financial situation.

The quality of the financial data is affected by three
inter-related factors:

1.) Limited knowledge of Grant Fund Expenditures made by
A.I1.D.: Data on grant fund expenditures tend to be
forwarded in an untimely manner and are often not
complete. For example, a quantity of fenitrothion was
purchased, and payment made in September 1982. The PCU
received the voucher for the purchase approximately one
year later. The effects of such delays are twofold.
First, expenditures realized in one period are posted in a
later period. Second, knowledge of actual purchases

may not be known to the operational unit requesting the
commodities until such time as they actually arrive.

2.) Delays in the transmission and execution of financial
documents: (See Appendix: "Transmission of Financial
Documents").

XThe lack of responsiveness is not an isolated occurrence, but rather
part of a more general pattern of disregard for the PCU and its coordinating
function.
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3.) Inconsistencies in budget information among the
administrative, coordination and operational -
organizationgs involved in the project: As noted in Table
10, Cuadro Comparativo de Valores segun Ministerio de
Hacienda, de Salud y Unidad de Coordinacion, there are
gsignificant differences between the Ministries of Finance
and Health, and the Project Coordination Unit on budget
modifications, budget size and expenditures for grant
funds and loan funds. The differences in loan and grant
funds may be due to delays in transmission of documents.
The reasons for differences in budget modifications and
budget size are less clear.

c. Systems for Identifying Unanticipated Problems

A combination of informal and formal mechanisms are
employed by the Project Coordination Unit for identifying unanticipated
problems. To obtain information regarding project activities carried out
by the MOH's normative divisions, the Project Coordinator relies on
informal contacts and discussions with division chiefs. This information
is supplemented by PCU visits from regional through establishment levels.

Project document transmissions are the principal
mechanisms available to the PCU for monitoring project implementation.
The flow of documents is monitored informally through the personal
intervention of PCU staff members who visit the relevant institutions,
ministries and agencies to ascertain their status. Though institutional
participants, such as Proveeduria, maintain an information system for
tracking documents, the PCU has found this system slow and inefficient.

Among the formal mechanisms used to identify problems are
regularly scheduled weekly meetings are held with the Directorate
General, Project Coordination Unit, AID and MSH to coordinate and discuss
project activities. A second series of regularly scheduled weekly
meetings designed specifically for the purpose of identifying potential
problems and developing solutions are held with the Project Coordination
Unit, AID and MSH. The time limitations of the evaluation did not permit
the evaluation team to fairly assess and validate the effectiveness of
these mechanisms for identifying unanticipated problems, particularly
those which arise in the areas of budget
and finance. However, the major issues that affect budget and finance
are those that affect financial planning for implementation (i.e.,
inconsistencies in the financial data among the MOH, the PCU, MOF, and
AID;
delays in the transmission and execution of financial documents; and the
PCU's
and MOF's limited knowledge of grant fund expenditures made by AID).

The source of many of the problems confronting the project
lies outside the PCU and the Minigtry of Health, (e.g. the extended and
cumbersome purchasing process through Proveeduria, the lack of permanent
positions for project counterparts, etc.). Once a problem is identified,
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for the relevant parties, those with the authority and/or

resources to effect change, must be brought into the problem solving
process. An example in which a persistent problem was resolved is the
project's rotating fund. An example in which those with the necessary,
much higher authority, i.e., outside the MOH, have not been involved to
date in problem resolution is the postponement of permanent positions for
project personnel under contract.

In attempting to reduce the bottlenecks affecting the
transmission of project documents (purchase and payment orders)
representatives of the MOH's Administrative Division were brought into
the problem solving process, though their participation was irregular.
Representatives of the Ministry of Finance, who had the authority to
resolve the bottleneck, were not brought into the process in a timely
fashion.

) With regard to the the creation of permanent positions for
the counterparts specified in the Project Agreement, the relevant parties
were involved in the problem solving process (the Minister of Health,
Finance and the AID Project Liaison Officer). The participation of these
individuals brings to the fore a more complex and perplexing issue: Who
speaks and is able to make commitments for the GOH? Within the Ministry
of Finance, agreements signed at the political level are not accepted at
the technical level. . This issue has not been resolved. A much broader
question which must be addressed is the extent to which sufficient
resources and authority are made available to the Project Coordination
Unit and/or institutional participants for effecting change.

As indicated, project implementation plans have been
developed. Yet based on the sub-component reviews (Section III.) it is
apparent that not.all. aspects of these plans have been carried out. The
situation is attributable to a number of actors, which tend to coalesce
around five principal issues:

1.) The absence of an effective entity to coordinate
implementation activities: The Project Coordination Unit,
though nominally charged with coordination, is limited in
its ability to carry out this role in the absence of
administrative authority. The PCU can only request
cooperation from the relevant parties involved, requests
which, as the previously noted, are not necessarily acted
upon. The PCU's suggestions are not necessarily followed.
While the PCU has recourse to the Director General, time
limitations did not permit the team to determine whether
such intervention has been requested and if so, granted.

The PCU functions primarily to facilitate the financial
aspects of project implementation. Coordination of
technical ‘and programmatic aspects seems to fall between
the cracks. It is not clear whether this is due to lack of
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definition of responsibilities on the part of the PCU and
A.1.D., or because of inadequate staffing and definition of
responsibilities within the Unit. Communication with
normative divisions and the PCU is generally reported to be
inadequate. :

Examples:

—— About 60 percent of overseas training for maintenance
specialists has not been completed because no one has the
responsibility locating appropriate training sites.

—- The PCU lacks information on cumulative training
accomplished under the project, except for records on funds
expended (versus people trained). Since these data are
usually based on per diem, (viaticos), they do not
accurately account for the number of people who were
trained locally and therefore did not receive per diem.

The coordination role might have been carried out by the
executive coordination group (GCEDI). However, as we have
described, the group does not function as a group, but
rather as separate individuals and who have assumed
technical rather than managerial/administrative functions.
It has been suggested that there has been a reluctance to
delegate administrative authority to either of the two
groups in an effort to avoid antagonizing division
directors. Effective coordination requires that the entity
charged with the function have some level of authority.
Some clearly identified unit or individual, preferably
within a permanent unit of the MOH, must be given the
responsibility and authority for overall project planning,
coordination, and implementation.

2.) Lack of adequate communications between and among
institutional participants in the areas of programmatic and
financial activities: This deficiency is exacerbated by
the situation noted in 1.)%

3.) Lack of resources and authority on the part of
relevant parties to fulfill assigned roles. (See 1. above.)

1. A.1.D. Staff have noted that continuing attempts have been made to
improve programmatic communication and, in their view, this communication
is satisfactory. The evaluation team observed, in repeated instances,
that in spite of these earnest efforts at communication, key MOH staff
involved in project implementation lacked a full understanding of project
objectives, resources and activities.
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4.) Lack of detailed implementation strategies: The
implementation plans note the activities to be undertaken
and in general the party responsible. It does not appear
that specific strategies have been developed suggesting how
the responsible party and required resource might be
mobilized for the task.

5.) The limited absorptive capacity of the MOH: The MOH lacks
the financial resources necessary to support all the additional
personnel required by the project. With the limited number of
qualified personnel the same persons are required to assume
multiple functions. Of the five positions on the GCEDI, one
was never filled as it was recognized that the government
would not be able to maintain that position with national
funds. Similarly the total number of counterpart personnel
have been reduced from approximately 75 to the 50-60.

A sixth factor which affects implementation is the degree

to which the project's goals and the content and manner of
providing technical asgistance are accepted by the various
political and technical levels within the ministry. while

it is difficult to document such attitudes, it should

suffice to note that there is skepticism in some quarters of the
MOH about project objectives, activities, and the intensity of
technical assistance.

D. Implementation — The Financial Mechanism

The inability to move loan and counterpart funds was
recognized by all parties (AID, PCU, MOH) as a serious impediment to
project implementation and actions were taken by A.I.D., the MOH and the
Ministry of Finance to increase the flow of counterpart funds. The underlying
issues have been identified in a series of internal AID/Honduras memosl as:

1. Loan Funds
a.) Limitation on the size of the “"rotating fund"”. The normal

reimbursement cycle for loan fund expenditures is approximately
six weeks. To allow for what the Mission feels is an adequate
cushion, the ceiling on the rotating fund would have to be set
at a level equal to eight weeks of project expenditures
(L.650,000). The initial ceiling of L.50,000 was raised to
L.200,000 in October 1982 and to L.500,000 in August 1983.

b.) Bonding of Rotating Fund Manager. The manager of the
rotating fund, the Project Coordinator, must be bonded. This is

done through private bonding agents and validated by the General

1 Some of which were translated and shared with the MOH.
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Comptroller's Office. To handle an increased rotating fund the
size of the bond must also be increased. The cost of the bond,
which is expensive, is treated as a non-reimbursable expense by
the Government of Honduras.

c.) Liquidation of fund. Reimbursement had been held up by the
Ministry of Finance to comply with a regulation requiring the
liquidation of rotating funds at the conclusion of the fiscal
year.

2. Counterpart Funds

a.) Budpgeting process. The budget ceiling assigned to the
project by the Ministry of Health is based on previous years'
budgets, and thus tends to fall below perceived needs.

b.) Cumbersome budgeting and expenditure mechanisms which affect
per diem expenses and line item transfers within the project
budget. The use of GOH funds for per diem expenses requires six
weeks advance notice prior to travel. GOH regulations restrict
line item transfers. The Coordinating Unit had not been fully
cognizant of all relevant restrictions.

c.) Short time frame for use of counterpart funds. Counterpart
funds usually cannot be utilized until late January (when
transaction codes become available), and funds are usually not
available during the last quarter of the year due to the
Government's adverse financial situation. Consequently,
purchases must be realized in the February-September period.

d.) Ministry of Finance perspective that Government expenditures
must be restrained in light of the country's economic

gituation. A number of actions have been taken by the PCU, the
Ministry of Health and AID to resolve these issues.

The rotating fund's ceiling was raised to L.500,000 three months
ago. With this increase it is generally felt that there will be
gsufficient funds to cover loan expenditures. Since the ceiling was
increased, depletion of the rotating fund has ceased to be an
isgsue. It should be further noted that with the planned
conversion of the rotating funds capitalization for AID advances
to ESF funds, AID/Honduras' outstanding advances problem may be
alleviated somewhat.

With respect to the bonding issue, the Project Coordinator

has been able to secure the appropriate bonding. However, the bonding
fee remains a non-reimbursement expense which by the Project Coordinator
has paid personally. Finally, with regard to the liquidation of the
rotating fund, the project has received exemptions from this regulation
because the fund consists of non-counterpart funds (whether this will
become an issue when the rotating fund's capitalization is converted to
ESF funds is not clear).
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While the major issues involving the rotating fund (and
thus loan fund expenditures) appear to have been resolved*, the
problems with respect to counterpart funds have not been alleviated.
Though the project's counterpart budget has not suffered cuts as
extensive as those experienced by other Ministry of Health programs,
budget cuts have occurred. The Ministry receives a globel budget which
it then allocates among its programs. Thus the effect of maintaining the
project’s counterpart budget is to force greater cuts in other Ministry
programs than would otherwise be the case. Until the economy improves, a
situation which is not deemed likely during the life of the project, the
expenditure of counterpart funds will remain a problem.

Two further areas which are linked with the issue of the
inability to move loan and counterpart funds deserve note. The first
deals with the extent to which delays in transmission of documents has
been resolved, the second the ability to commit to multi-year contracts.

As previously noted, extensive delays are encountered in
the transmission of documents necessary to execute expenditures. The
most significant of which are attributed to the Ministry of Finance.
Though the process is complex and cumbersome (see Appendix,

Transmission of Documents), it has been observed that the key issue is
not necessarily one of bureaucratic reform, but rather policy change.
When Government policy is directed at spending counterpart funds,
transmissions tend to be expedited. Consequently, efforts designed to
alleviate transmission delays must be directed at the root as well as
gsecondary causes (government policy towards expenditures and transmission
process reforms respectively). To date efforts directed at resolving the
primary cause have not been with successful.

The issue of multi-year contracts affects all counterparts
hired under the project but is especially critical in the case of the
Project Coordinator. It has not been resolved. Contracting on an
annually basis results in a delay of up to three months in payment of
counterpart salaries, a situation which is less tolerable to lower level
employees such as maintenance persons, who do not have the financial
resources to sustain them.

Furthermore, lapses in contract periods threaten the ability of the
project to utilize the rotating fund: the project coordinator can remain
bonded and expend funds locally only when his contract is in effect.

X The solvency of the rotating fund might be put to the test, if, as
was the case in the past, too many in-country training courses would
be undertaken within too narrow a period of time to accommodate the
funds reimbursement cycle.
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Though the issue of multi-year contracts would be partially resolved if
counterpart positions are made permanent, it would not solve the problems
of the project coordinator, who remains only through the life of the
project.

E. Evaluation

The monitoring of project implementation for the Ministry of
Health is through the Project Coordination Unit, which submits quarterly
reports to the Director General. These reports note the operational and
financial activities undertaken during the proceeding three month
period. Copies of the quarterly report are submitted to AID.
Supplementing thr quarterly reports are a series of regularly scheduled
weekly meeting: of the Project Coordinator and Administrator, Director
and Sub-Directcr Generals, AID Project Officer and MSH Chief of Party.
Though each of the participants provides detail on project implementation
from their institutional perspective, the adequacy of implementation
monitoring is ritimately dependent firstly upon the existence of a
clearly defined standard against which to measure implementation is; and
secondly, the completeness, timeliness and validity of the available data.

With respect to the first condition, there are a series of
documents available to the Project Coordination Unit that serve as
reference points against which project implementation may be monitored.
These documents include the initial report of the Project Coordination
Unit (Informe Initial Junio 1983), which has a detailed work plan and
time frames for each project element over the life of the project, and
the initial and revised Ministry of Health/MSH work plans. But because
of the poor quality of data available to the Project Coordination Unit,
these standards are approximations.

In the area of program activities, the Project Coordination Unit
is dependent upon the MOH division chiefs to provide data on the status
of such activities. The formal mechanism for acquiring this data is
through quarterly reports which the division heads are supposed to
forward to the unit. As discussed above,their response is erratic and
the Project Coordinator lacks the means of assuring compliance. 1In the
absence of formal reports the Project Coordination Unit must rely on
informal contact and discussions to obtain the required data. This
process has not proven adequate for monitoring program implementation. At
the regional, area establishment (CESAR, CESAMD), and community levels,
an information system does not presently exist to funnels data to the
Project Coordination Unit. Information on_sactivities, to the extent that
it is acquired, is obtained through the Project Coordinator's vigits to
the region (usually to deliver checks for covering project related per
diem expenses), communications with MSH or informal discussions with
normative division heads.
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As already noted, the Project Coordination Unit is reduced to
monitoring implementation through a review of project document
transmission (payment and purchase orders). Given the delay in receiving
documentation with respect to expenditures from grant funds and loan fund
purchases realized through AID, the review of document transmissions is a
less than satisfactory means of monitoring project implementation (as
noted by the Project Administrator, vouchers totaling approximately L 3
to 3.5 million covering the period 1981 to September/October 1983 were
not received from AID until the end of that period). Furthermore, in the
absence of data on the actual program outputs, it is possible to monitor
the project only through an assessment of expenditures, not activities
completed or underway.

F. Logistical Support for Project Implementation through the
Proiect Coordination Unit

The Project Coordination Unit is composed of six persons
(Project Coordinator, Project Administrator, Procurement Officer, an
accountant, and two Secretaries), all of whom appear to be extremely
dedicated and capable. Given the immense volume of documents the unit
has to process and the frequent necessity of personally monitoring the
flow of such documents through the offices of the various institutional
participants, additional staff would appear warranted. Specifically, the
Unit would profit from the addition of an Administrative Assistant for
processing of expenditure documents related to the rotating fund.

To facilitate the work of the Unit, consideration should be
given to increasing the unit’s work space. At present the unit is housed
in a single 18 M?2 office located within the Ministry of Health. The
space is just sufficient for a visitor to walk around the six desks
squeezed into the office. 1In acquiring additional work space an attempt
should be made to maintain the offices within the Ministry of Health
building.

With the addition of an Administrative Assistant, equipment such
as a typewriter and calculator would be necessary.

G. Other Issues

Given the complex nature of the Project, the diversity of
inputs, and the broad range of institutional participants the need for
coordination and stability of personnel is a significant issue for
project implementation.

As noted in Tables 2 thru 5 (Estructura Organizativa de las
Dependencias del Gobierno de Honduras; Estructura a Nivel Regional;

66



Estructura Organizativa de la AID; Unidad de Coordinacion, Health Sector
I), the project was initially being implemented in an environment with
constant personnel turnover, which adversely affected implementation
progress. In such an environment, the institutionalization of project
outputs is difficult.

Recommendations:

1. A joint AID/PCU Project Activities Monitoring Plan should be
developed. The plan should include critical dates, and a mechanism to
signal when actions should be taken to avoid delay and permit contingency
planning.

2. A functional, cumulative, traininz information system should be
established jointly between the Rezional Directorates, the PCU and
A.I.D. The PCU should have respnnsibility for monitoring this system.

V. INSTITUTIONAL PARTICIPATION

A. Ministry of Health

Policy Level Support:

There appears to be strong support for the objectives of the
project, i.e., institution building and strengthening of support systems,
at a high level within the Ministry of Health (the Directorate-General).
The objectives of the project are well understood, and commitment to its
aims is evidenced by the fact that several new offices have been created
to promote the institutionalization of project activities (viz., the
Science and Technology Unit, CONAME, etc.) However, there is reason to
be cautious about the likelihood of continuing budgetary support, given
the recent budget cuts (particularly in 1983 and 1984) that the MOH has
had to absorb. For instance, in 1982, the Ministry purchased no spare
parts. To date counterpart funding has been adequate, but the Ministry
is experiencing shortages of funds for operational expenses (i.e., for
viaticos in support of ongoing, normative division activities).

There is an expressed commitment to hire counterparts, and to absorb
their salaries and their positions of a permanent basis. However, this
action has been deferred through as series of implementation letters, and
we were unable to determine 1.) if the 1984 budget in fact includes
funding for the 33 percent of counterpart salaries the MOH is meant to
absorb that year, and 2.) whether the MOH will in fact be permitted to
create the new positions required (or, alternatively, if they will be
able to use existing slots to absorb counterparts). These decisions lie
outside the purview of the Ministry, and there Ministry has little
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influence over the priorities established by the government bodies who
make these decisgions.

Normative Level Support:

The evaluation revealed that most normative division chiefs ware
unfamiliar with the content of the Project Agreement, and were not aware
of the project's various components. They think instead in terms of
their own, much broader areas of responsibility. Offices such as
Malaria, Human Resources, Purchasing (Compras), Warehousing,
Maintenance,the branches of Epidemiology, Science and Technology,
Maternal and Child Health (recently), Continuing Education, and Health
Education look on the project with a varying degree of enthusiasm. These
offices coordinate with the PCU, but view it largely as a financial unit
to whom they report, and from whom they seek approval for expenditures.
In general, they focussed on the project as a project when they had a
specific gripe.

Regional Level Support:

Regional Directors interviewed by the evaluation team (Regions 2, 5
and 6) were well informed about project resources. However, to gome
extent the project is viewed as a menas of topping off their budgets,
particularly for operating expenses. We were not able to generalize
about whether or not project documents are processed on time, but at
least two of the Regional Directors stated that they find it necessary to
hand-carry documents to Tegucigalpa to ensure timely processing.
Counterpart funds are occasionally available, due to a paucity of MOH
operating expenses.

Staff Offices

Staff Offices appear to assist in problem solving. The Purchasing
Departments support the project's activities enthusiastically, although
they are not fully aware of the scope of the project. They observed that
they confront a lot of AID-generated problems because of lack of
communication.

B. Ministry of Finance and Public Credit

1. Budget Office

The Budget Office intervenes at a number of critical points in the
project implementation process, including contracting of personnel and
the purchase of goods and services. 1In each of these areas the Ministry
of Finance has imposed a cumbersome and complex process which tends to
impede timely project implementation. The contracting of personnel
requires nineteen separate steps and epproximately 104 work days to
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complete. As government regulations permit only single year contracting,
the delays encountered in the contracting process remain a nagging

issue. The delay in salary payments (up to three months) which are
common in the contracting process, affects all contract personnel (e.g.,
workers hired for the maintenance subcomponent) who are least able to
afford it. The Chief of the Division of Maintenance described a future
problem: maintenance people hired for the regional jobs usually come from
Tegucigalpa, and therefore often do not have a family support network in
the regions to fall back upon when paychecks do not arrive. He thinks
the delay in payments may have a deleterious effect on his regional
operations as time passes.

Similar types of delays are encountered in the procurement of goods
and services, since the minimum period for processing a l.cal purchase is
45 days. It is important to note that these mechanisms avre not
selectively applied to the MOH or the project, but affect all government
ministries.

Coordination between the MOF Budget Office and the project (PCU and
AID) is strained, despite regular meetings involving the PCU, A.I.D. and
the budget office analyst. The technical level in the Budget Office does
not strongly support the project, and has raised questions regarding the
pace and direction of project implementation. (It has been suggested
that the project is not responsive to the true needs of the country.
This office has also questioned the ability of the GOH to accomplish the
changes encouraged by the project. A prevalent view expressed by a key
individual in the Budget Office is that A.I.D., through the project is
pressuring the Government of Honduras to take actions which it
is financially and legally unable to perform (e.g., multi-year contracts
and creation of permanent positions for employees hired with project
funds). The Budget Office technical level personnel insist that
government policy does not permit multi-year contracts, and given the
adverse economic situation the government has placed a freeze on the
creation of new permanent positions.

2. Public Credit

Public Credit's impact on project implementation is felt in the
processing of payment orders through the rotating fund. The processing
of payment orders is tortuous (39 steps, a minimum of 35 1/2 work days).
After assiduous efforts, Public Credit has been able to reduce the
processing period by five days.

From Public Credit's perspective, its coordination with the project
is good. 1Its regular meetings with the PCU and A.I.D. are perceived as
worthwhile. They provide a needed opportunity to discuss and resolve
problems that may arise between Public Credit and the project management
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team. A.I.D...on the other hand, believes that the Ministry of Finance and
Public Credit is not promising adequate institutional support to the Project.

The Budget Office’'s refusal to create new positions for project
personnel is a serious impediment to institutionalization of project
inputs. In view of the MOF's strong stance on this issue, it may have
to be resolved through recourse to higher authority.

C. A.I.D.

1. Project Management:

One area in which continuity has paid off is in A.I.D. project
management.1 The Health Sector I Project has been managed by the same
physician (until recently under Personal Services Contractor, now a
direct-hire A.I.D. employee) since implementation began. The project manager
(technically the "liaison officer") is intimately familiary with the details
of the history of the project implementation. He determined (wisely so) that
the complexity of the project required administrative as well as technical and
supervisory attention, and hired a full-time administrative assistant who
mainteins A.I.D.'s financial and programmatic project records. Both the
project manager and his assistant repeatedly demonstrated their thorough
knowledge of the project during the evaluation by filling in for the team,
gaps in official project documentation, and by providing verbal accounts of
how various implementation decisions had been rationalized.

It was evident to the evaluation team that access to, and communication
with, the Director-General of Health was excellent.

A.I1.D. provides overall guidance and management to the project through a
series of routine measures:

1. Weekly meetings of the A.I. D. project manager, the Project
Coordinator and the MSH chief of party. At these meetings
quarterly project plans are reviewed and implementation problems

discussed.

2. Weekly meetings of the same group with the Director-General of
Health.

3. Quarterly A.I1.D. mission project reviews, in which the Program

and Capital Resources Division participates.

In addition, A.I.D. responds to the PCU's quarterly project reports.
A.I.D. has identified as a major shortcoming the fact that these reports,
listings of PCM activities, are not analytical or problem oriented, and has

1 Continuity in the Project Coordiantion Unit has also been extremely
beneficial to the project.
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encouraged (without success) the Project Coordinator to make the reports
analytical management tools. The PCU should experiment with a new, problem
oriented report format.

The major weakness in A.I.D. participation in project implementation is
lack of a "master plan" an overall planning strategy which identifies critical
activities(and dates) by which these activities must be initiated and
completed. Thus, A.I.D. lacks a system for monitoring achievement of critical
implementation milestones, and has no mechanism for identifying specific steps
critical to their achievement. A.I.D. monitoring consists largely of funding
flow and control, activities planned and initiated. MSH, on the other hand,
appears to have a fine-tuned system for monitoring management and
implementation of their areas of responsibility, but this does not cover many
administrative aspects of the program that only concern A.I.D. and the PCU,
i.e., procurement. The MSH monitoring system cannot substitute for internal
A.I.D. project monitoring. )

Perhaps a more fundamental question is how the various
A.1.D. offices define an implementation "problem"”, and how a matter
assumes the status of a "problem". When in the process of problem
development does the warning device sound. One example of a problem that was
satisfactorily resolved was that of the movement of A.I.D. funds, which
continued throughout 1982. Other examples suggest that among branches of the
mission, there may be different perceptions about what constitutes a “problem"
warranting swift resolution. 1In some cases, A.I1.D. has tended in the past to
react to problems after they have occurred, rather than planning so as to
prevent problems. Active participation in project implementation by a PCR
staff member could strengthen A.I.D.'s management of the project and improve
communications on about implementation problems within A.I.D.

2. Project Implementation:

We were not able to evaluate whether or not implementation
actions (PIL's, PIO's, budget approvals, obligations, etc.) are timely
and accurate. However, experience has shown that A.I.D.'s financial
mechanisms both facilitate (in the case of the recent rotating fund) and
retard (viz. the difficulty of obtaining advances) project implementation.

For example, when GOH financial support to the project flagged, the
project manager set up the meetings with Hacienda that resulted in the GOH
rearranging their budget and increasing counterpart funding. Similarly, the
increase in the rotating fund, initially an impediment to timely
implementation, has facilitated progress. ’

On the other hand, the fact that A.I.D. has not always forwarded to the
PCU vouchers for direct A.I.D. purchases indicating when purchases were
requested was a problem cited by the P.C.U. Since the PCU is only appraised
when commodities actually arrive in-~country, it cannot plan future activities
accordingly. (An example is the five pick-up trucks requested more than one
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year ago under the maintenance component. A.I.D. never notified the PCU about
the disposition of the request, although the evaluation team learned the
pick-ups are being purchased.)

Another example is the perception, on the part of the MOF Budget Office
that A.I.D. is reluctant to provide data on grant expenditures. This makes it
difficult for the Budget Office analyst to establish MOH budget ceilings and
makes this key individual reluctant to approve certain counterpart
expenditures (i.e., multi-year contracts, permanent counterpart positions).

3. Project Evaluation:

The Project Paper stipulated annual evaluations. These
are not necessary unless they coincide with meaningful implemantation
milestones. Evaluations should be timed to coincide with critical phases of
the project, and an evaluation unquestionnably should have preceded the
reprogramming. Even MOH staff have remarked on the curiosity of spending a
year reprogramming the project, only then to perform the first evaluation.
If, as has been maintained, there was indeed an "informal"” evaluation of the
project, the conclusions should have been committed to paper for review by the
relevant parties. The analysis of activities contained in the Reprogramming
Document does not constitute a so0lid evaluation (See: Review of Reprogramming
Document, Section VI, below.)

Recommendations:

A.I.D. should:

1. Develop a PERT chart to monitor the implementation of critical project
elements.

2. Develop formalized implementation strategies, noting activities or
tasks to be realized, means for accomplishing them, who has access to
resources and authority needed to accomplish them, and specific
strategies for influencing relevant parties to act.

3. Continue "Monthly Project Status Summaries” indicating (by project
subcomponent) inputs, outputs, and progress towards goal.

4., Revise the Project Coordination Report format (already requested) to a
problem-oriented approach.

5. Review and formalize mechanisms which would allow loan and grant
expenditure information to be forwarded to the PCU and MOF on a timely
basis. (In process)

6. Assign a project support officer to the project on a permanent basis.
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V1. Proposed Reprogramming of the Health Sector I Project

The evaluation of the Health Sector I Project (Sections III - V
above) provides an objective appraisal as a basis for analyzing the
proposal to reprogram remaining project funds, extend the life of
project, and add more funds for the continuation of current activities
and the initiation of new activities.

The Rationale for Reprogramming

There are three principal arguments for reprogramming, extension, and
addition of funds; evolving MOH policies and priorities; experience to
date in implementing the project, which has shown that some components
are underfunded and some overfunded; and the overly optimistic time
estimated for project implementation at the outset.

The reprogramming of existing funds is premised on a recent
clarification of Ministry of Health policies and priorities.
Unfortunately, changes in policy, strategies, and priorities which might
bear on the decision to reprogram are not detailed in the Reprogramming
Document, and could usefully be added to strengthen the justification for
the reprogramming among the subcomponents. A good example of evolving
policy, strategy and related MOH activities is in the area of Maternal
and Child Health/Family Planning. The MOH has recently approved a new
MCH/FP strategy based on a "high-risk" approach to family planning. No
such strategy existed when the project was originally designed, and
consequently project activities in MCH/FP do not correspond with the new
strategy. The strategy seems entirely appropriate, given the troubled
history of family planning in Honduras over the past decade, and it
provides ample justification for reprogramming this project subcomponent.

A second justification for reprogramming, i.e., for reallocating
funds among subcomponents, is based on the experience in project
implementation. Some subcomponents were underfunded - such as diarrhea
control, in which quantities of oral rehydration packets and material
required far exceeded the original funding allocation. Others were
overfunded, or funded for activities that later appeared unnecessary. An
example of the former is the subcomponent for supervision, in which it is
proposed to reduce funding by one-third. An example of the latter is the
funding for special studies in tuberculosis, which has already been
transferred to the -Science and Technology Unit. But here, again, the
Reprogramming Document itself does not contain adequate detail to justify
these changes.

Finally, the document notes Lhat activities could not be completed in
the time allotted under the original project agreement. It should be
added that delays in beginning project implementation were substantial,
especially when coupled with delays experienced once implementation
began.
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These arguments provide a strong rationale for reprogramming,
extending the life of project for at least two years, and contemplating
additional funds for ongoing project activities. In contrast, there is
less justification presented for the addition of funds (and other
resources) for undertaking the new activities proposed in the
Reprogramming Document, but this concern is treated in detail in the
overall issues section below.

The Reprogramming Process

According to the Reprogramming Document, the proposed modifications
were prepared by & "Reprogramming Commission," comprised of
representatives of AID, the MOH, and Management Sciences for Health. The
document refers to "previous analyses" used as a basis for the
reprogramming, but it is important to note that at no time during the
implementation process had there been an evaluation of the project's
implementation or impact. The "analysis" of subcomponents contained in
the Reprogramming Document was neither analytical nor, most importantly,
critical. For the most part, problems affecting implementation are
omitted, and in many instances the document's conclusions are not
accompanied by clear strategies underlying reprogramming of
subcomponents. Obviously the reprogramming document can only be fairly
assessed in the context of evaluation findings and recommendations.

An issue that arose repeatedly in the evaluation team's discussions
with MOH personnel was the process for arriving at the reprogramming
document. Several department or division chiefs expressed their concern
that their priorities and needs may not be accurately reflected in the
document because they were not involved in the process. It appears that
many were asked to submit their future requirements, generally aware that
these requirements might be incorporated into the new version of the
project, but because they did not fully participate in the process, they
were not fully apprised of the degree of flexibility in reprogramming and
the financial resources that might be available to them to support their
programs. In one case, a division chief felt that he has not been given
ample opportunity to respond to assertions made in what was generally
viewed as a '"confidential" document (i.e., the Reprogramming Document),
and he chose to express his concerns formally.

Finally, it is worth noting that although the reprogramming process
is, like all AID projects is merely a proposal until formal approval is
obtained, there exists within the Ministry of Health a prevalent
assumption that the reprogramming is a foregone conclusion. The
evaluation team was told on one occasion of a meeting in which a formal
commitment was reportedly made. This impression, which has generated
expectations that would be sorely disappointed if for any reason the
document were not approved as written, can only be reinforced by
statements such as the one found in the Reprogramming Document itself:
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"Once this draft has been analyzed, a Project Amendment will be
prepared for the signature of both governments. based on the results
of comments received and a project evaluation....™

The assessment of the Reprogramming Document below reviews inm turn
each of the ongoing and new project subcomponents. Issues are discussed
briefly in each section, end more fully in the overall issues section
below. Where subcomponents are judged appropriate, the determination is
based on the team's analysis of current needs and progress to date in the
project.

1. Malaria

The increase in funding required for this component (caused largely
by price increases due to project delays) and the shift in the loan/grant
balance to adjust for the loan financing of TA are straightforward. The
$362,000 in additional equipment, for source reduction activities, is
technically sound. However, there should be a more explicit description
of the purposes of the motorcycles. (Vector control?)

The evaluation of the ongoing melaria program revealed that six
pick-up trucks purchased for this program have been essigned by the MOH
for other purposes. Without them, the malaria program cannot use some of
the expensive equipment (ULV sprayers) already purchased. AID should
seriously consider withholding future funding for malaria activities
unt.il these trucks are located and returned to the program.

Another issue that should be discussed within A.I.D and with the
appropriate branches of the MOH is whether or not this component, as
currently designed, is sufficiently oriented towards technology transfer,
particularly with regard to vector control technologies, such as
biological control.

2. Rabies Control

There is an inconsistency in the budget of this section. The budget
shows an increase of loan funding of $19,200; the narrative refers to an
increase in loan funding of $38,500 for the purpose of purchasing
additional dog cages.

Although we were unable to ascertain to what extent cages already
purchased are being used, the $19,200 increase would be a useful
contribution to this program. A.I.D. should consider purchasing these
cages now, with existing funds, and eliminating this subcomponent
entirely in the next phase of the project.

3. Vaccination Program

The requested increase, $8,000 in loan funding, is for the purpose of
treining regional health personnel. The exact content and purpose of the
seminars are unspecified, but this is a modest contribution to an
activity of high priority.
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4. Diarrhea Control

The reprogramming of this component has the dual purpose of
reinforcing previously funded activities, and initiating two new
activities. One of the reinforcing provisions is additional funding for
oral rehydration packets. As noted in the evaluation of the ’
implementation of the diarrheal disease control program (Section III. 4.,
above), expenditures for oral rehydration packets have far exceeded the
amount budgeted in the original project. Additional funding would permit
the interim purchase of additional packets until PANI could fill in the
gap. This seems well justified. Other commodities include oral
rehydration tables, baby scales, plastic spoons, and kerosene stoves.
Among these the only questionable items are the rehydration tables. The
quantity is large, and in addition to the tables AID has already provided
under the current project, tables are being provided by one or more other
donors. In fact in two of the three regional medical offices visited
(both located in CESAMOs), the corridors were stacked high with
rehydration tables from a European donor. They had apparently been
there for some time awaiting availability of vehicles for delivery.
Before this line item is approved, ATD should insure that they are in
fact needed and in the quantity suggested.

The second means of reinforcing current activities would be
additional funding for training health personnel in the control of
diarrheal diseases. Again, except for a mention of "community level
personnel", no details are provided on the type personnel to be trained,
or on course content, so0 it is difficult to assess this element.

However, the evaluation revealed that oral rehydration has not been fully
adopted as the preferred treatment for most diarrheas by practicing
physicians (as distinct from physicians in training or those recently
trained), and this influential group would be at least one likely target
of treining.

The new activities proposed under this component are more
problematic. The scope of the evaluation was too comprehensive to permit
the evaluation team to fairly assess the needs of PANI. (See section on
"Domestic Production of Basic Medicines" below.) Thus the team could not
adequately judge the type and level of support needed for PAN1 to produce
the planned quantity (1 million packets annually) of OR packets. This
new element should be reviewed in conjunction with the comprehensive
feasibility study recommended prior to approval of the "Domestic
Production of Basic Medicines"™ component.

The Reprogramming Document does not adequately describe or justify
the "special studies in diarrhea" proposed. Etiology of diarrhea and
administrative problems are two topics mentioned. In the case of the
former, indeed little is known about the etiology of diarrheal disease in
Honduras, and this information would be useful. However, we have to
seriously question whether such a specialized study should be supported
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under this project because it would require highly technically trained
advisors, and such TA would not fall under the current scope. Also, such
& study would be more costly than the proposed budget seems to allow.
Finally, it is not clear who would conduct the research and, .in
particular, who in the Ministry could properly supervise it. Further
justification of this element is required.

S. Tuberculosis

No mention is made in this section of whether or not training planned
under the original project is to be abandoned. The transfer of research
funds to the Science and Technology Unit may be appropriate. But there
is a real question as to whether or not the TB department deserves more
gsupport, given tliat it is one of the four priority technological areas
for the Ministry, and that the Ministry has been trying to increase use
of health services for TB treatment. This should be further discussed
with the MOH. 1If, as discussed in the Subcomponent Review, it appears
that this program is generating strong demand in the absence of
sufficient supplie of medicines at the community level, A.I.D. should
consider purchasing medicine supplies until such time as they can be
procured (possibly through PANI).

6. Sexually Transmitted Diseases

It appesrs that this program is no longer a high priority of the MOH,
and In view of that the reduction in AID support is appropriate.

7. Maternal and Child Health

The articulation of the Maternal and Child Health/Family Planning
subcomponent of the Reprogramming Document preceded seversl recent,
significant developments in this area, and presumably will be modified to
better reflect these new events. Discussions with the Director-General
of Health confirm that a new MCH/FP strategy, designed by Dr. Danilo
Velasquez, will become the basis for a high-risk-oriented strategy, and
that family planning activities, in particular, will receive new
emphasis. Thus the objectives listed in the Reprogramming Document, as
well as the specific activities to be funded, will have to be realigned.
The comments on this section are thus somewhat general.

A major concern in this subcomponent is the appropriate balance
between studies and operational research, and service activities. The
proposed budget calls for $600,000 in Technical Assistance for 36 months
in maternal and child health/family planning. This is in addition to the
$300,000 for technical assistance in operations research associated with
the Science and Technology Unit. According to the project officer, this
combination (or at least the figure of $600,000 for only 36 months®' TA in
MCH/FP) is a substantial overestimate of the TA funds required in these
areas. (In addition to the long-term TA, the operations reasearch/
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science and technology component. calls for $234,000 in short-term TA,
further increasing that budget, but this is discussed in the OR/S & T
section below). Interviews with various officials involved in this
subcomponent indicate that the MOH probably has a higher interest in
funding operations research in MCH than family planning service programs,
and AID the opposite. As this component is developed further, and as the
work plans of the new MCH/OR consultants are reviewed, the desired
balance between research and services should be freely discussed and
agreed among the parties concerned. Whatever the outcome, it is the firm
conclusjon of the evaluation team that TA for these two components, as
currently budgeted, is heavily overfunded.

Another element of this subcomponent that will be subject to revision
is the line item for contraceptives. As this report is written an
advisor from the Centers for Disease Control is compiling an inventory of
contraceptives in stock in MOH warehouses. Tt is widely reported that
although there are massive quantities of contraceptives in country, many
of them date back almost a decade, and if there are sufficient quantities
to justify laboratory testing of their efficacy, the conclusions of this
analysis should be factored in to the contraceptive supplies budget for
this project.

A substantial amount of funding ($40,000) is included in the MCH
budget for overseas training. The purpose of this training, the people
to be trained, and the specific courses are not identified in the
Reprogramming Document. These details are needed to document this line
item.

Finally, there is no indication of GOH counterpart funds in this
subcomponent. These details must be provided.

8. Epidemiology Training

This subcomponent refers to epidemiology training for MOH personnel
"at all levels.” 1Is this to be taken literally? As the MOH moves
towards regionalization, an enhanced capacity to program at the regional
level according to regional health priorities assumes greater
importance. In one region visited, the advantages of having a competent,
dedicated epidemiologist on hand were evident. However, the modest
amount of increased A.I.D. funding will clearly cover only a small number
of personnel. More details are needed in this subcomponent.

9. Production of Basic Medicines (PANI)

The proposed increase of more than $2 million to strengthen PANI's
capacity to produce basic medicines used in the MOH system constitutes
approximately one-quarter of the total increase in funding proposed in
the reprogramming. The scope of work and the time allotted the team did
not permit a full analysis of this new subcomponent. However, we have
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reviewed all background materials to this subcomponent made available by
AID and MSH, and have concluded that the magnitude and complexity of this
investment warrant a detailed feasibility study by a competent specialist
in drug manufacture before approval for funding is granted.

We suggest here some of the issues and questions that should be
addressed in this analysis:

- The existing analyses permit comparison of only the current and
projected costs of drug production by PANI with currently available
alternatives (i.e., direct overseas procurement of drugs or local
purchase through an existing distributor). WNo feasibility study has been
done to compare production by PANI with production by a private, local
firm that could be financed as an alternative under the project (or
through some other AID project).

- As a parastatal, PANI is subject to the same bureaucratic problems
and resource (particularly human resource) constraints as any other GOH
entity. Does the existing analysis of PANI's administrative capability
make unrealistic assumptions about resource availability? About
bureaucratic impediments?

10. Logistics

Specific recommendations for strengthening this component are listed
in Section III. 10. The warehouse equipment proposed in the
Reprogramming Document appears technically sound and adequate.

11. Maintenance

The major issue in the proposed maintenance subcomponent is the ability of
the MOH to finance required personnel and spare parts (see budgets 1la and 11b
in Reprogramming Document). In 1982 no spare parts were purchased by the
MOH. 1In 1983 the MOH spent Lps.300,000 ($150,000) on this line item. But
counterpart expenditures have fallen far short of the mark, and even though
plahned expenditures for both spare parts and personnel have been reduced
drastically, serious questions about MOH counterpart funds remain.

The Reprogramming Document proposes a change in strategy with regard
to overseas training. Initially, overseas training was proposed in those
areas in which training was not available 1ocally. Apparently without
consultation with the principal counterpart for maintenance, it was
decided to abandon overseas training in favor of local training through
INFOP. The training abroad was intended for technical specialties for
which instruction is not available in-country. According to the Director
of Maintenance, it is much more expensive to bring instructors here than
to send technicians abroad for special technical training. Has this
change in strategy has been based on an adequate assessment of local
training capabilities? There may be a problem of communication among
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institutional participants involved in this activity, since the director
for maintenance is still proceeding with plans to send staff overseas for
training. There is still a list of ten people to be trained overseas
under this component, with three to be trained during the next year.
Another option is local training with the assistance of U.S. military
personnel. The maintenance training strategy should be clarified before
this subcomponent is approved.

It is recommended that a detailed proposal be presented which
documents the minimal specific technical training needs, identification
of specific local training capacity and additional training capacity,
possibly available from Project Hope, the U.S. Military, etec. If
trainers must be brougiit to Honduras, these costs must be included.

12. Management and Planning

The purpose of this subcomponent is to continue the general technical
assistance funded by the project for two additional years. (The Reprogramming
Document specifies that the existing contract with Management Sciences for
Health will be extended.) The technical assistance proposed is identical to
that provided now (permanent full-time advisors in management, planning,
administration, logistics, maintenance, continuing education, and a regional
advisor), with the single change being an increase in specialized short-term
TA.

It is evident from the evaluation of project subcomponents that
"Management and Planning" is not so much a subcomponent in itself as a TA pool
for other project subcomponents (logistics, continuing education, etc.). The
reprogramming document gives needed flexibility to the TA by increasing
specialized short-term TA.

The delay in signing the original TA contract and in all components
supported by this TA is sufficient justification for the extension. But a
principal issue arises in the context of this "subcomponent"™, the question of
MOH absorptive capacity, and specifically the ability of the MOH to use
effectively the level of TA provided in this project. The question is not
whether the TA and skills are needed. They are. Nor is there a question of
commitment and willingness at the Director General's level to utilize the TA.
The commitment is apparent. The reel issue is the ability of the MOH to match
external TA with permanent MOH counterparts and recurrent expense funding in
order to make lasting use of the TA. Absent a tangible commitment of
personnel and resources, the TA proposed is too intensive. This issue is
discussed in Section VII below.

13. Mass Media for Village Health Workers

The increase in the mass media budget for materials production seems
well justified. However, the issues raised in Section III. 13.
concerning MOH commitment to adequately support the institutionalization
of PROCOMSI II should be resolved before continuing funding for this
element is negotiated.
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14, Training in Public Health Administration

(This subcomponent has been substantially revised and is therefore
not reviewed here.)

15. Supervision

The supervision subcomponent of the Reprogramming Document proposes
12 additional months of TA. 1In the past this TA has been provided
through short-term TA from the MSH TA pool, and by the MSH planning
advisor. These measures have been not been adequate to stimulate
progress in this critical area. Therefore, the additional T4 seems
warranted.

16. Continuing Education for Rural Health Workers
This subcomponent seems to refer to an increase in loan funds "...for

payment for services rendered by community volunteers.” (emphases added)
There is no explenation of this apparent contradiction in terms.

17. Continuing Education for Ministry of Health Employees

This subcomponent cannot be assessed because details on its purposes
and content are inadequate. The increase in l1oan funding is to pay
expenses for MOH employees in training through the end of the life of
project, substituting for MOH counterpart for this purpose.

In view of the change in the Continuing Education Workplan, it seems
inappropriate for training goals (metas) to continue to be determined
centrally, as in the original PP plan. Does this approach really
encourage the implementation of a training system? the development and
expansion of an institutional training capacity and a capability on all
levels of the MOH?

18, Community Participation

The Reprogramming Document proposes a new area of activity,
"Community Participation,” funded at a level of $742,500 ($480,000 grant;
$262,500 loan).* The logic underlying this subcomponent is curious: lack
of community participation was identified as a factor contributing to the
degertion of village health workers. (See: Consultant's Report, Jaime
Bravo) The Reprogramming Document construes community participation

* Section TII1I. 18. 1In a subsequent section of the Reprogramming
Document, a total of $680,000 ($432,000 grant, $250,000 loan) is budgeted
for Community Participation. These numbers should be reconciled.)
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(presumably community interest in and use of the services of VHWs) as an
important means of stimulating VHWs to continue providing services, and
hence extending the reach of the health system. Community Participation
is also viewed as a means of generating funds to recompense these

workers. Missing from this component is a description of how community
participation will benefit the community, rather than the health system.

The description of the community participation activities emphasizes
a series of activities which will not necessarily lead to increased
community involvement because they are "top-down": studies, methodology,
establishing a corresponding structure in the Ministry of Health, and
development of a community participation manusl. There is no mention of
actually developing a local financing system, working with community
members, or enlisting the support of already functioning village
organizations, all crucial to successful community participation. (See:
Honduras Social and Institutional Profile for a comprehensive description
of community organization.) 1In short, as currently proposed, this
component is provider- rather than user- or community-oriented. Some of
the activities listed are probably not needed. If this activity proceeds
along the route proposed - with intensive (outside?) technical assistance
in lieu of Honduran, grass-roots impetus - it risks being implemented as
a "top-down" mandate. It might then be perceived as merely a ploy to
encourage rural campesinos to pay for services that heretofore have been
free of charge.

The Bravo report, while detailed and descriptive, does not appear to
take into account in its recommendations the wealth of information and
experience available on community participation in hundreds of similar
primary heelth care programs. Interviews with MOH personnel reinforce
the conclusion of the evaluation team: 1in this component, above all,
Honduran employees of the Ministry should take the lead. Community
participation should be an indigenously-promoted concept that builds on
existing local organizations. It is therefore recommended that this
component be redesigned to include less TA, and that it focus on
activities e., f., and g. (selection of communities, supervision by
higher-level health workers, and training of promotores, nurse
auxiliaries, and other, possibly non-health-related, community
development workers). Further, a critical determinant of success in this
component will be the selection of a dynamic, Honduran community
development specialist/mid-level health professional (the National
Coordinator). He or she should be assisted by at least one full-time,
permanent health promoter/trainer.

It is reconmended that the budget for this subcomponent be
reallocated to fund training (for village-level health workers), training
materials, a modest amount of community education materials, and a more
modest village-level rotating fund (i.e., less than L 1000 at the
beginning). The mission would benefit greatly from a review of other
AID-funded community participation in PHC programs.
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Recommendations:

1. Establish a short-term work group to develop an experimental approach to
community financing, support for VHWs, and participation in health care. No
long-term TA is required.

2. The work group should work closely with a permanent 2 or 3 person
community action unit in the MOH which is responsible for instituting the
experimentel program.

3. The revolving fund should be used for medicines only. The community
should be responsible for paying VHWs directly, according to general
guidelines promulgated by the MOH. Traditional practitioners, including
parteras, should be compensated in customary fashion. Direct payment of VHWs
has several advantages: it will be clear that VHWs are not salaried MOH
employees and they will not expect GOH salaries and benefits; the size (and
potential for mismanagement) of the revolving fund will be minimized, and it
will be more likely that funds for medicine purchase will be available; and
VHWs will be responsive to the community's needs, since their payment will
depend on community satisfaction.

4. Medicines should be purchased by a community committee through whatever
means available, rather than depending on the MOH for distribution. Supplies
will undoubtedly be more reliable, but some "depot"” or source of medicines
must be established beforehand.

S. To best implement this activity, the MOH should consider cooperating with
the community development branch of some other GOH ministry. (Agriculture?)

Before proceeding with this subcomponent, AID should review the experience
of community participation/financing in other AID-funded projects. APHA's
"Community Participation" reviews experience through 1981. More recent
information can be obtained from LAC/DR, S&T/Health and PPC.

19. Science and Technology Unit/Operations Research

As mentioned in Section 111 above, operations research has de facto
become a new subcomponent of the project. The Reprogramming Document
proposes two different budgets for increasing the activities of the
Science and Technology Unit in support of operations research: one
budget, for a total of $784,500 ($680,000 grant; $184,500 loan) is stated
on p. 27; a second budget of $848,700 ($664,000 grant; 184,700 loan) is
included in the full discussion on p. 43. These two budgets must be
reconciled.

As mentioned above (in the section on MCH/Family Planning) this component

has a very high level of funding for technical assistance, long-term and
short-term, especially when combined with the TA proposed under MCH/FP, with
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which the Operations Research effort is linked. It is not at all clear that
this intensive level of TA can be used effectively. The objectives and
activities proposed under this subcomponent are technically sound. For
example, the scholarships for training personnel in epidemiology and research
will probably be extremely useful to the MOH in helping create a core group of
people trained in applied research methodologies. However, the exact function
of the Unit must be clarified in practice, as it has been on paper in the
Ministerial Resolution that created the Unit. That is, is this Unit to be
primarily a coordinating body for research conducted under the aegis of other,
normative divisions of the Ministry, or is the Unit to actually conduct
research? The inclusion of $50,000 in the budget of the Unit for fieldwork
and date analysis does not clarify the matter.

There is a real question about the capacity of the limited personnel in
the Unit to coordinate and carry out the existing research load, 1laf alone
additional studies that might be developed through the project. The loan
budget (3 years' salaries for field supervisors and interviewers) indicates
that indeed additional research is contemplated under the project. The MOH
will provide counterpart for this subcomponent in the form of the current Unit
Director, 3 newly graduated physicians doing their "servicio social"™,
part-time participation by regional epidemiologists and nurses, and a new,
full-time secretary. No mention is made of continuing the services of one or
more full-time, experienced researchers, such as the physician currently
occupying the second position in the Unit. The mission states that 2 persons
are being trained in biostatistics and in social survey research, and will
join the Unit, but the team could not verify that these people will have
positions and funding. It is the team's assessment that at least one or more
full-time, permanent, experienced researchers are necessary for the Unit to
effectively coordinate and conduct the research anticipated. This issue
should be resolved before funding for this subcomponent is approved.

20. Continuing Education for Nurse Auxiliaries (Educacion a Distancia)

The objective of this component is to provide in-service retraining
for nurse auxiliaries, the backbone of the rural health system. The
Reprogramming Document does not describe how this training is different
from, and might complement training in various technical areas already
proposed under those subcomponents, and in the continuing education
subcomponent. The list of activities for this subcomponent merely states
that health personnel (5000 of them, categories not specified) will be
trained "in aspects related to priority areas and those which support
health policies at the various levels of attention." It is difficult to
assess this component without knowing what types of personnel will be
trained in what subject matter. However, in general, nurse auxiliaries
will require continuing training, .and they are already so burdened with
responsibilities for service delivery and supervision on village health
workers that “educacion a distancia" is probably the only realistic
training approach.
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However, the evaluation team believes that this subcomponent will involve
an enormous level of effort, which might be realizable, but only at the
expense of other project subcomponents. We note that this new activity will
require 12 full-time counterparts (all support personnel - secretaries,
drivers, etc.), in addition the personnel who will actually do the training.
The salaries of these 12 individuals will be loan financed, raising the
question of transition, over the life of project, from externally financed
personnel to long-term, permanent MOH staffing for this activity. Since
continuing education of nurse auxiliaries will undoubtedly be a permanent
responsibility of the MOH, this issue should be addressed satisfactorily
before this subcomponent is approved.

21. Oral Health

Oral health is indisputably related to comprehensive health care.
However, the mission and the MOH should carefully weigh the implications of
embarking on this new area of activity. Considerations should include the
additional technical assistance and expertise required to adequately support
this new subcomponent (including host-country counterpart), and the
desirability of using scarce project resources for an entirely new activity
versus consolidating the hard-won gains in ongoing project activities. While
this issue is discussed more fully below (Issues), the evaluation team
believes that this element merely adds to the proliferation of project
activities and should be excluded in favor of greater effort in existing
subcomponents.

22. Extension of Technical Assistance

This subcomponent refers to the general TA pool supporting the
project, not to activity-specific TA. For example, not included in the
proposal for increased funding under this topic are the two part-time
positions funded under Maternal and Child Health/Operations Research, the
full-time mass media position, or the long-term malaria advisor, which
taken together with the 7 positions listed bring the total full-time,
long-term TA to 10 1/2 persons through the life of the project. 1It is
the conclusion of the evaluation team that all of the long-term technical
assistance provided by the various contractors in this project has been
of extremely high quality. However, any further expansion beyond the
individuals listed here would further heighten the very serious question
of the MOH's absorptive capacity. (See "Issues" below)

The Reprogramming Document does not specify the type of short-term TA
anticipated, but this is absolutely essential. 1In the course of
reviewing the progress in the different subcomponents it has become clear
that specialized assistance of a variety of types is needed to reinforce
the generalized TA being provided. Examples include short-term
assistance by a malariologist (possibly another visit by a CDC expert) to
review the overall program and assist the entomologist currently
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employed; more TA in supervision to accelerate progress beyond the
development of manuals; and in specialized maintenance functions (such as
medical equipment, vehicles and industrial equipment) that the long-term
maintenance advisor could not be expected to provide. (In the earlier
discussion of maintenance it was noted that in order to provide the
specialized TA contemplated under the maintenance component in this
project, the Ministry has been soliciting advisors from other donor
organizations.)

23. Strengthening the Project Coordination Unit

Obviously the Project Coordination Unit must continue to function
effectively to complete the implementation of this project. It is not
clear however, whether what is requested is an additional controller, or
if this position has already been filled. Similarly, has the clerk
(conserje) position already been filled? The paperwork of the PCU is
overwhelming, and the unit has had to beg and borrow photocopying assistance.
If possible, AID should consider seriously the Unit's request to purchase a
photocopier to alleviate this dilemma.

The Reprogramming Document does not address a major issue concerning
project coordination in general. That is the question of technical,
rather than administrative (financial) coordination. As described in
earlier sections, the PCU is functioning exclusively as the financial and
logistics coordination arm of the project. Complementary coordination at
a technical level has not been adequate to fully integrate the project
into the ongoing functional units of the Ministry. The evaluation of
administration and management of the project (Section IV of this report)
substantiates the need for some unit - preferably a unit in the MOH,
rather than another person in the PCU - to be the PCU's counterpart for
technical coordination, that is to have the responsibility for
communicating, on a regular basis, between the PCU and the multiple
normative divisions and special workgroups involved in project-funded
activities.

Issues in the implementation of Health Sector I and its proposed
reprogramming center on geven major themes. Before discussing the issues that
have emerged from the evaluation and reprogramming review, it is important to
note several "non-issues". First, as discussed below, the general orientation
of the project is sound. There are some concerns in this regard raised by the
reprogramming document, and these are mentioned where appropriate. However,
the overall direction of the project, as it has evolved since the Project
Paper, is sound. Second, with some exceptions, the overall pace of
implementation is acceptable, particularly in view of the many external
factors that have slowed implementation progress considerably. Finally, the
personnel currently working in the project in ell institutions directly
involved, and as advisors to the project, are technically capable, dedicated,
and enthusijastic.
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1. Problems of Coordination and Communication

One of the wore vexing issues arising from the evaluation is the lack
of effective, systematic communication within the MOH, and between the
MOH and AID. The team uncovered numerous instances in which staff-level
and Division Chief level MOH personnel alleged not to be aware of the
resources available to them under the project, and the strategy of the
project. We agree with the Mission that it is not necessary, and
probably not desirable, for MOH personnel to distinguish the project as a
project. Rather, since the objective of the project is to strengthen the
support systems and programs of the functional divisions of the Ministry,
it is merely necessary that MOH staff comprehend the new resources
available for improving the effectiveness of their programs.

However, in spite of the several annual meetings to discuss the
project, and earnest attempts by the PCU and MSH, the evaluation team
encountered misunderstanding and even mistrust. This may be due in part
to transition in both AID and the MOH, and in part to the fact that the
project's scope has evolved to fit changing circumstances. This may be a
difficult finding for all parties concerned, because efforts at
communication have been sincere, but the fact remains that there is a
pressing need to increase and systematize communications and reporting,
particularly at the functional level.

The evaluation also identified the need the install some systematic
means of coordinating at a technical level the efforts of disparate MOH
entities involved in project activity. This technical coordination would
complement the administrative (financial and logistical) coordination
role of the PCU. This issue is discussed in Section IV and again in
Section VIII.

2. Centralization Versus Regionalization

This issue, which is just beginning to emerge, refers to a tension
inherent in the process of decentralization, supported in part through
the "local programming" activities of the project. Most of the project
accomplishments to date have been in the areas of normative development,
which necessarily has to be centralized. However, there is a point at
which implementation has to be decentralized. The organizational
structure of the MOH is such that Area Levels have neither the
administrative mechanisms, nor the authority or budgets necessary to
independently solve some of their problems. Though the regions have a
certain autonomy, metas are still developed from the top down.

On the other hand, intensive effort is expended to develop
programming capacity from the bottom up. This will become a serious
contradiction once local programming is institutionalized. Because of
the downward thrust of the program, metas, and training mandates, people
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interviewed at the regional levels are rightfully skeptical about the
willingness of the Central office to relinquish its control. This is
reinforced by the disfaces in training and the provision of training
support materials and the delay in the production of detailed manuals
(particularly in Supervision) that are now functional on the operational
level. Somehow, fairly soon, the MOH and A.I.D. must address these
igssues. A balance between central control and decentralized authority
must be achieved for decentralization to be successful.

3. MOH Absorptive Capacity

This concern refers to the ability of the MOH to utilize effectively
the large quantity of technical assistance provided through the project,
and, in particular, the ability of the MOH to assign sufficient numbers
of competent personnel (initially as counterparts, and, during 1984, as
permanent MOH employees ultimately fully-funded by the Ministry) and
obtain adequate funding for the recurrent costs generated by the
project. The issue of permanent positions has been deferred repeatedly,
but must be confronted squarely before the level of project activity is
increased with the reprogramming.

The major investment in this project is in people and systems. To
institutionalize the hardwon changes brought about by this project, the
Ministry must be ahle to guarantee that the people whose skills have been
upgraded and the systems that have been put in place can be supported
over the long term.

4. Institutionalization of Changes

Discussions with the Ministry have demonstrated that, with the
exception of the local prougramming workgroup, all "temporary" workgroups
are directly affiliated with some existing Ministry unit. There is
therefore a good indication that structures exist to perpetuate the
improvements effected by the project. However, a lingering concern
exists over the staffing of these units. The subcomponent review
consistently identified units where the current staffing (two people in
"Health Education", two people in the "Science and Technology Unit",
several key positions unfilled), is simply too weak to perpetuate the
level of activity generated by the project. Once again, the crux of the
project is improving management by working with people. Although improving
systems (warehousing protocols, training curricula) are also essential program
elements, the long-term success of the project depends on transfer of skills
to people. Unless the required people are in place, on a permanent basis, the
project's impact will be temporary. (See 6 below.)

5. Consolidation of Systems or Expansion of Technical and Service Programs?

This issue concerns the Reprogramming Document. The decision confronting
AID and the MOH is whether to use the reprogramming as an opportunity to
strengthen the early progress made in some critical support systems,



particularly maintenance, logistics and supervision, or channel resources (as
proposed) into a plethora of new activities. The choice between
consolidation and expansion is a question of balance. But in view of the
conclusions about absorptive capacity and institutionalization, the evaluation
team strongly recommends placing first priority on consolidation of incipient
systems improvements rather than expansion into new program activities. The
new project would concentrate on the MOH's four primary health programs
(immunization, TB, diarrheal disease, and malaria) and on major health support
systems (maintenance, logistics, supervision, management, with limited
training of VHW and MZH employees).

6. Human Rescury.: Constraints

Although this issue was broached above, it deserves mention as &
geparate issue because of its far-reaching implications for continued
implementation of the project, as well as the proposed extension of
project activities.

The Departments and Working Groups responsible for developing and
implementing the essential systems components at the Central Level are
too understaffed at present to implement effectively national programs.

Insofar as the technical advisors work as team members, the technical
and managerial capacity of these groups has been amplified. There appears to
be a "critical mass"™ of no more than 16 persons who are carrying out the
development and implementation of the criticel systems. This does not include
the scarcity of human resources at the operational level. Given the MOH's
inability to assume additional recurrent costs, the human resources situation
is precarious enough without contemplating further expansion of program areas.

7. Measuring Change: Reporting and Evaluation

This evaluation is the first systematic attempt to assess the
progress of the Health Sector I Project. More regular process
evaluations are needed to aid in project monitoring. 1In addition, it is
AID and the MOH who should have laid the groundwork for an impact evaluation a
long time ago. It is surprising that evaluation has not been adopted as a
management tool in this kind of project with its management and planning
focus. Annual evaluations were planned in the Project Paper, and evaluations
currently planned in the next phase, should be carried out.

This evaluation has revealed that evaluations are not routinely
conducted within the Ministry of Health, and moreover that evaluations
are generally viewed not as management tools in a continuing feedback process,
but rather to judge (and punish accordingly) people who have not complied
with established, quantitative norms. The evaluation team strongly
recommends that part of the TA pool be dedicated to instilling an
understanding of evaluations, and that a separate line item fund an
objective, external evaluation within two years (process) and a more
comprehensive (impact) evaluation towards the end of the extended life of
project. ‘
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VIII. CONCLUSIONS

This section seeks to answer some elementary questions about the
project the evaluation was designed to address. The answers are based on
the findings of the evaluation and the review of the reprogramming
document.

1. Is the Project still valid and necessary?

Yes, the Project design is still valid, as are the institutional and
systems changes sought by the project. The Project has had a fluid
evolution, and this has helped contour its activities to the needs of the
MOH. In many respects, the proposals in the Reprogramming Document
merely formalize this evolution. 1Is the Reprogramming Document valid and
necessary? A formalized course alteration is definitely called for, if
only so that plans and expectations can be brought up to date with ongoing
project activities. However, as we have seen in the detailed review of the
proposed Reprogramming Document and the "Issues" section, not all elements in
that document are valid.

2. Do A.1.D.'s objectives coincide with those of the MOH?

In many respects, yes. But this statement would have to be qualified
to specify distinct levels and branches within the MOH. Clearly there is
harmony between A.1.D.'s objectives and those of the MOH unit most
directly responsible for the project implementation, the
Director-General's Office. However, it is important to keep in mind that
the project is only one form of external assistance to the Ministry, and
that the Ministry has a host of other goals and objectives - such as the
continuing operation of hospital-based services, and the execution of
national programs - which operate with or without project inputs. To the
extent that this project diverts resources (human resources and operating
expenses) from other activities, and to the extent that there is
competition for these scarce resources, tensions arise. Some people
interviewed saw the project as a means of subsidizing the operating
expenses of the Ministry, and demonstrated no comprehension of the
systems support objectives. To the extent that the objectives and
resources of the project and how the project is meant to support ongoing
activities are not fully understood throughout the Ministry, some
cognitive dissonance is to be expected. Hopefully one result of this
evaluation will be improved communication and coordination among
operating units and levels on the nature of the project.

3. Is the Project headed in the direction originally intended?
Yes and no. In a broad sense, the Project continues to aim at the

institutionalization of improved systems, and strengthened capacity to
execute priority technical programs. On the other hand, the Project has
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broadened its scope, particularly in the proposed Reprogramming Document,
and serious questions remain about whether systemic changes will have a
chance to be consolidated if project activities diversify further.

4. Is the Project administratively sound?

Again, yes and no. There have been major improvements in at least
one area of project administration, namely the financial mechanism (the
size of the rotating fund and the reconciliatjion of accounts between AID
and the Project Coordinating Unit). On the other hand, in two other
important areas - AID project monitoring anj project coordination within
MOH - there is considerable room for improvement.

In the first instance, AID project monitoring, we noted (in Section
V) that AID does not have an explicit management planning approach. AID
has not identified critical goals and objectives and dates by which they
must be achieved in order to ensure timely project implementation and
coordination among diverse project inputs. Thus there is no standard
against which actual project implementation is measured. A critical path
approach to project implementation, for instance, might have alerted AID
to the continuing delay in processing titles to land the MOH was trying
to acquire for building construction. Instead, delays wore on and only
recently has a recommendation been made (by A.1.D.) to employ an
attorney to resolve the situation. 1Impending problems such as this
should be identified early on, and AID should move swiftly either to
resolve them directly, or, alternatively, to encourage the appropriate
party to resolve them.

With regard to the second area, coordination within the MOH, the
evaluation noted that while the administrative aspects of project
implementation are effectively carried out by the Project Coordination
Unit, there is no central mechanism for planning and coordinating the
technical aspects of the project. This coordination cannot be done largely
through yearly meetings, and periodic verbal communication with normative
division chiefs, but must be done on a more systematic basis. While this
function was originally assigned to the GCEDIl, we noted (Section IV) that
this group instead has been assigned a series of technical tasks, and that the
coordinating function has fallen by the wayside. A means must be found to
place responsibility - and authority - for coordinating between the project
and the MOH's ongoing line and staff offices in the hands of a person or unit
within the Ministry.

In addition, the team found various instances of poor
communication/misunderstanding within the MOH that worked to the project's
detriment. Poor communication and resentment over the visit of the Community
Participation consultant; general - not isolated - ignorance of the

1 This information, collected from various MOH officials, conflicts with the
understanding of A.1.D. staff.
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Reprogramming Dowment; widespread misunderstanding about the role and
remuneration of MSH consultants indicate that at levels other than the
Directorate-General (A.I.D.'s principal point of contact) the project is not
as well understood and supported as it should be. An objective evaluation
team was able to collect these opinions and views, which, for obvious reasons,
are not readily accessible to A.I1I.D.'s staff.

S. Is the Project based on viable GOH-wide structures?

If we interpret "GOH-w'de structures"™ to denote Proveeduria, Hacienda
y Tesoro, and Credito Publico, we have to question the burden that these
structures are placing not only on this health project, but on projects
in 8ll sectors. The evalustion described the lengthy, convoluted paths
for procurement and reimbursement of expenditures. Clearly these
requirements impede implec-entation progress.

6. Are mid-course changes indicated in:

a.) Project design: Yes. The rationale underlying the decision
to reprogram is sound. The mission, in consultation with the MOH, must
determine, based on the findings of the evaluation, which of the proposed
changes in the Reprogramming Document are warranted.

b.) Project organization: Yes. See 4. above.

c.) Project implementation: Yes. The review of the
subcomponents, project administration, and institutional participation
contain nunerous recommendations designed to encourage more effective
project implementation.

d.) Project management: Yes. See 4. above.

e.) Probable end of project status: With or without the
proposed reprogramming, a8 review of the end of project status is in
order. Obviously, the changes will depend on which activities proposed
in the Reprogramming Document are adopted. 1In general, however, the
outcomes assumed in the original Project Paper were optimistic. A good
example is the area of logistics, where the PP assumed that a whole
gseries of conditions would be met prior to disbursement, but which
conditions were eased progressively as it became apparent that they would
only result from the activities funded under the project itself.

7. What are the most serious bottlenecks impeding project implementation?

Lack of sufficient counterpart personnel and repeated postponement of the
creation of permanent positions for the full complement of personnel required
to institutionalize the project; tortuous procurement procedures and
requirements (GOH and AID); a logistics system that shows promise, but is
still a major impediment; less than perfect communication and coordination
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within and awong AID, staff levels in the MOH and other parties directly
and indirectly involved in the project (MSH, Hacienda y Tesoro); and the
*desface™ among project activities that has resulted from a combination

of the above. A prime example of the latter is the poor coordination among
various project inputs resulting from the MOH's slow pace of warehouse
construction.

8. Is there adequate institutional support for the project?

Basically yes, although high level decisions are needed in the Ministry of
Health to a.) ensure better coordination between the project and regular
functions of the Ministry, and b.) fill some critical positions (identified in
the subcomponents review) so that project activities have a better prospect of
being absorbed into the MOH's ongoing operations. AID should use its
resources to help the MOH acquire the additional personnel (permanent
positions) it needs to reinforce the project.

9. What has been the effect of macro-economic/political factors on
project implementation? What does this auger for the future?

The fiscal austerity that the GOH has imposed will continue to
deleteriously affect project implementation, and will take a heavier toll
in the future if the reprogramming goes ahead with its ambitious plan to
expand into new areas of activity. This is due to the MOH's inability to
commit itself to absorbing the new, permanent employees funded as
counterpartis under the current project, and the increasing difficulty
that can he expected with regard to meeting operating expenses (to cover
the costs of increased supervision, maintenance, etc.). As the Mission
reviews the Reprogramming Document, the overall state of Honduras'
economy should be weighed seriously against the level of intensity and
diversity of project aclivity proposed.
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CRITICAL DATES: HEALTH SECTOR I PROJECT
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Government o f Honduras Counterpart!
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Project Coordinator Employed

$17,000,000 Total Value of Project: $32,391,000

July 17, 1984
June 30, 1980
July 31, 1981
Pebruary 27, 1981

April 1981

ﬁcbnlul Assistance Contract Signed (MSH): Januarvy 22, 1982


John M
Rectangle

John M
Rectangle
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UNIDAD DE COORDIRACION (HRALTH SECTOR 1)

Dr. R, Gimes

Or. R. Glmes

Dr. R, Ofses

Lic. Pelipe 8. Paredes

Lic. P. Paredes
Lic. G. honilla

(Vacante 4-8/82)

Lic. Cernin Bomillas
P.N. Vilma Padille

P.N. Joel Ortis Lanza

P.N, Josl Ortis Lansa

P.M. Joel Ortiz Lamsa

SECIETARIA IV Sra. Rosamar{s de Aguiler Sra. hosamarfa de Aguilar | Sra. Nosamarfa e Muilar
COWTADOR IV P.N, Rosario de Selaya

1 P.%. Yolanda Aviles
CONEERTE Sza, Nilagro Carbajal

arcis Sasheanc




3. RETRUCTURA ORGANIZATIVA DE LA AID

1980 1981 1902 1983
JEFE D8 DIVISION John Oleson Ponald L. Nicholson Anthony J. Cauterwcoi

John Oleson

Jimmie Stone

Jimmie Stone

Ronald Witherell

Ponald Mitherell

John Massey

John Massey

(vacant 6-12/82)

Tom Park

John Massey

John Massey

Barry Smith

Barry Bmith

ENLACE DE PROYECTO

Barry Smith

Barrv Smith

Barry Smith

Barrv Smith

ADMINISTRADOR DEL
PROYECTO

Scott Tavlor
(de 7/82)

Scott Taylor

€. ERSTRUCTUBRA A NIVEL REGIOMAL

Dra. M. del Carmen Mirands

Dra. Marfa del C. Miranda

Julio Cesfr Arita

Franklin Cerrato

Dx. Justo Pastor Ramires

Dr. Justo Pastor Ramfres

Dr. Alejandso Melara

Dr. Prfepero Cllix

Dx. Jacocho Beltrén

Or. Laudelino Cibrian

Dr. Hemén Galeano

Dr. Hernka Galeano

Dr. Msuricio Péres

Or. J. Antonio Burgoe

Dr. Guillermo Salgado

- Dr. Arturo Pergusson

Dr. Alberto Mernfndes

Dr. Armulfo Busso

Dr. Aznwifo Bueso

Dr. Armulfo Buseo

Dr. Rafasl Rodrigues

Dr. Rafeel Rodrigues

Dr. Rafeel Rodriguex

Oz, Rafeel Rodriguwes

w0 jlwilelw

Dr. Obence Chlix

Dr. Obence Chlix

Dz. Roberto Brevé M.

Dr. Carloe Slerra A,
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ESTRUCTURA ORGANIZATIVA DE LAS DEPENDENCIAS DEL GOBIERNO DE HONDURAS

br. Luis Cousin
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Dr.

Juan Andonie P.

Dr. Gonzalo Rodrfgues

1903

Dr. fubea F. Garcfa N.

Dr. Manvel O. Suaso

Dr.
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R. umh m L.
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Dr. Gustavo Corrales

Dr. Guetavo Corrales

Dr. Nerlin Pernfndes

br.

Juan de Dice Paredes

Dr. Juan de Dioce Paredes

Or. Juan 4o D. Paredes

NINISTRO DE NACIEMDA Y
CAEDITO MUBLICO

Lic. Valentfn Nendoza

Lic.

Benjanin Villanueva

Lic. Arture Corlato

Lic. Arturo Corlato

Lic. Mapoleln Pereira

Lic,

¥epolebn J. Pereirs

P.N, Héctor Medina

P.N. Bector Nedina

DIRSCTOR GENERAL
D8 CREDITO MBLICD

Lic. Angél R. Ordofes

Lic.

Angel R. Ordofex

Lic. Marfa A. Dominguex

Lic. Mazfa A. Domingues

DINECTOR GEBERRAL
DR SEWICIO CIVIL

Lic. Roberto Lagos

Lic.

foberto Lagos

Lic. Mex Gil BSantoe

tic. max Gi1 Santos

I

Lic. Beraplo Nernfndes

tde.

Serapio Hernfndes

Lic. Rlizabeth Chius 8,

Lic. Blissbeth Chius 8.

PROVEEDURIA GRAL
OB LA REPUBLICA

Lic. Italo Tuwgliane

Liec.

Italo Tugliane

P.M,. Julio C,. Castillo

P.M. Julio C. Castillo

Lic. Efrain Reconco M.

Lic.

Efrafn Reconco N.

Lic. Lule A. Flores

Lic. Luls A. Plores
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Table/Cuadro S

11.

CODIAO DEL F1LUJO DE TRAMITE ORDEN DE PAGO (NSP)

Elaboracifn O/Pago (Unidad Coordisacifn)

O/Pago recidida por mm.m Salod
O/Pago es pasada al Beviscr {Salud)

©/Pago es pasada al Contador (Registro)
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FLAJO DI TRAMITE CONTRATACION PERSONAL
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APPENDIX A
SCOPE OF WORK

- ARTICLE 1., FIRST MID TERM'EVALUATION OF HEALTH SECTOR 1

-This scope of work is to carry out the first external evaluation of
the A.I1.D./Ministry of Health Project 522-0153, Bealth Sector 1.

The Bealth Sector 1 Project (A.I.D. No. 522-0153) is a four year
country-wide project -directly affecting most of the Ministry of Health
normative divisions and all eight of the regional health offices. It is
composed of a loan of $ 10,965,000 a grant of $ 4,426,000, and a Honduran
counterpart contribution of approximately $ 17,000,000. The purpose of
the project is to increase the effectiveness, efficiency, coverage and
use of the health care system. More spzcifically, the Project will
assist the Ministry of Health to devciop and improve its human and ° .
institutional resources thereby enabliig it to adequately plan and
execute its program of extending the primary health care systenm
throughout the country, particularly into rural areas.

The Project Agreement was signed by representatives of the Ministry of
Finance, the Ministry of Health, and A.I1.D. on July 31, 1980. One day
after signing a new Minister of Health was swora in and the entire top
level management at the MOH changed over the ensuing six months. Within
two months after signing, the A.I1.D. team which had developed the Project
were all transferred as well. The result was that those responsible for
Project design, both on the A.1.D. and MOH side, were gone when the time
came to begin Project implementation. The consequence was a delay in
implementation start-up, particularly in personnel contracting.

The initial CP's which should have been met by October 29, 1980, were not
‘met until February 27, 1981 and a Project Coordinator was not identified
until April 1981 and his contract was not signed until August, 1981,
Izplementation really dates from that time. '

In September, 1982, at both A.I.D. and MOH instigation, a compissinn was
formed to suggest reprogramming of HSI funds and to propose what new
funds and activities should be included if the Project were extended and
additional funding provided. The first draft of a revised Project
Description was presented in March 1983. That document is currently
under review within the Mission and GOH. ’

Funding mechanism prcblems have plagued the implementation of this
Project since its onset. This led the A.I.D. Mission Director to request
a careful analysis of those problems. Such an analysis was conducted

from January khtough March 1983 and a final report subamitted to the
Mission Director in early April. .

BEST AVATILABLE
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ARTICLE II. OBRJECTIVE

Evaluation R;sults

The results of this evaluation will enable A.I.D. and the GOH to
know if the project is still valid and necessary. The evaluation results
vill indicate whether .the real objectives of A.I.D. and the GOH coincide,
vith respect to the project. They will enable A.I.D. and the GOH to know
vhat mid-course corrections in project design, organization, and
papagenent ought te be made and what the expected changes in EOPS would
be. The results will val‘date the Project's recent internal
reprogramning evaluation, in terms of both content and process.

Evaluation Determinations

In order to arrive at these results, the evaluation will determine
if the Project 45 headed in the direction orginally intended. It will
determine if the project internally is administratively scund, and 1f it
is based externally on viable organizational structures within the GOH.
It will determine i{f there are bottlenecks in implementation and reasons
for them. It will examine linkages between inputs and outputs to
determine if there are changes in the scheduling of inputs, outputs and
EOPS. N

Evaluation Focus

In order to make these determinations, the evaluation will focus on
implementation issues rather than impact issues. It will focus on the
Project's organizational structure rather than outcome. It will look at
the Project's financial mechanisc, its information system, its
decision-making and institutional capacity to act upon decisfions made.
Moreover, it will make a brief component by component review of progress
to date, with special attention on those components showing lack of
progress, analyzing why and recommending sclutions. The adequacy of
integration and coordination betwveen components will also be addressed.
The evaluation will focus on the management performance of USAID, the MSH
team, the GOH relevant ministries, and other consultants/contractors.

Based on the data and other information gathered in the previous
section the evaluation will:

ARTICLE III. SCOPE OF WORK -

(1) Analyze the overall administrative system and identify
bottlenecks to implementation and other problems. Describe
bottlenecks and evaluate what the icmediate and secondary
causes and effects are and propose solutions, )
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(2) Analyze the institutional and larger (economic/political)
environment in vhich the Project is being carried out. Answer
these questions: Is there proper institutional support? If

"pot what are the immediate and secondary causes and effects and
fvhat are proposed solutions? Does the macro political/econonic
environment encourage or discourage implementation?

(3) Analyze Project sub-components that are pot progressing as
planned, describing which of the above factors are most
ioportant and identifying additional factors not addressed
above. Here it will be understood that the priority
sub-components will be emphasized. (Priority sub-components
are Malaria, Diarrhea Control, Logistics, Maintenance,
Management and Planning, Supervision, and Continuing
Educatfon.) In this section the evaluation will also determine
to what extent inputs are leading to planped outputs.

(4) A summary analysis will then be prepared looking at the whole
impleneritation process and prioritizing problems in terms of
overall effect on implementation and recommending and
prioritizing solutions in teras of positive impact om
implewmentation and ease of effecting solutions.

(5) Finally, the evaluation will apply the conclusions from the
above to the reprogramming making judgement on its design and
the reasonableness of its imputs and outpots, and suggest
modifications which are believed necessary to maximize the
possibilities of attaining EOPS.

ARTICLE IV. REPORTS
A. Draft - A final draft report in Spanish and English (five
copies (5) of each) will be submitted to DSAID Project Manager
and the MOH Project Coordinator prior to the end of the
consultancy.

B. A final report will be due 30 days after the in-country work is
conpleted. Fifteen (15) copies in English and .twenty (20) in
Spanish will be sent to USAID/H. USAID/H will notify the
contractor when the report has been accepted with MOH
clearance. The USAID will have 21 days from receipt of the
report to accept the report or notifying the contractor of any
problems, ’ ’

ARTICLE V. RELATIONSHIPS AND RESPONSIBILITIES

See Block 22.B and C; page 3.



'ANNEX A

A. Sub-comporert Review

The'evaluator will analyze inputs for each sub-component using the
guidelines presented below and Annex A of these terms of reference. The
guidelines are intended as a general frame of reference and should be

considered the minimum acceptable.
1. Technical Assistance
2. was the TA provided called for in the Project Paper (PP);
b. was the TA called for in tha PP provided; '

c. was it provided in a tfmely manner (i.e., was it provided
when planned and/or when the Ministry was best able to
utilize 1t.);

d. was the scope of work adequate;
e. does the work plan;
(1) reflect the scope of work,

(2) eppear to be adequate in terms of amount,
achievability and orientation,

(3) appear to be implemented

f. have counterparts been identified and wvere/are they being
fully ipcorporated in the work; and

g. has TA been effectively utilized (i.e. have recommendations
. been made and acted upon, has TA been called in for
Tl acsistance that appears within its competence, but not
' necessarily specified in its scope of work?

2. Ia-Country Training
a. has the training called for in the Project been carried out;

b. 1is’ there evidence that the courses fit into a well defined
and well planned educational strategy;
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do coursesg have clear objectiveé and is the curriculum
designed to meet those objectives;

Are appropriate educational methodologies being utilized;
is pre and post-testing carried out;

are the level, content and tasks expected to be carried out
appropriate for the personnel being trained;

are the courses those called for in the Project Paper; and

are persons trained using the knqvledge/skills gained the
from training program; -

Overseas Training

a. has the training called for in the Project been carried out;
b. has the training carried out be?n called for in the Project;
c. 1is the training part of an overzll educational strategy;
d. 1s the candidate selection process adequate; and
e. are persons trained using knowledge/skills gained from
training programs?
Construction 2
a. has ihe construction called for been carried out;
b. has the construction done been called for in the Project;
c. has the construction occurred when needed and when the MOH
has been in a position to adequately utilize it;
'd. has the design been done by competent personnel and
carefully reviewed by A.1.D.; and
e. has supervision been adequate?

Equipment (Cozmodities)

have the planned commodities been purchased;
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have the commodities purchased béen those called for in the

.. Project Paper; and

have liecificationn

(1) been technically elaborated;
(2) been according to the aeeds and available resources of
the MOH;

have purchases becn.timely; and

is the system of receiving, registering, distributing, and
ponitoring equipment adeguate?

6. Personnel

d.

have the personnel called for in the Project been hired;

have the personnel financed by the Project been those
called for in the Project;

does the selection process optimize the possibilities of
obtaining highly qualified and competent personnel; and

are personnel being used as contemplated in the Project?

B. Administrative Systems (Focus on Project Coordimation Unit (PCU)

1, Planning

b.

Ce.

does planning of inputs occur (implementation and financial
plans);

does a system exist for identifying unanticipated problems;
’ .

once identified are the relevant parties brought into the
problem solving process; and

are comrunications including reports and meetings adequate

. for monitoring implementation progress, and identifying and
resolving problems?

" 2. Implementation

are implementation plans and problem solutions developed
carried out; and

¢
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is the financial mechanisnm sound and secure so that loan,
grant and counterpart funds are available vhen and where
needed?

Evaluation

&

is implementation monitored in a regular and reliable
.fashion so that delays are avoided to the extent possible?

Logistical Support

a.

b.

are PCU personnel adequate in number, type, and capacity;
and ' :

are equipment, supplies and space adequate in amount, type
and quality?

Instituticnal Participation

1.

MOH

C.

Political Level

(1) 1is the Project adequately supported at the policy
level?

Normative Level

(1) are the normative offices knowledgeable about the
- sub-components for which they are responsible;

(2) do they participate in the elaboration of the
implementation plans for their sub-components;

(3) do they coordinate well with the PCU and are they
knowledgeable of its procedures; and

(4) - do they feel adequately supported by the Project?
Opexative (Regional Level) s

(1) are they knowledgeable about Project resources
‘available from the Project; and

(2) " do they feel supported or assisted by the Project?

3
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d. Staff offices (legal, purchasing, accoﬁnting)

(1) are project documents processed by the established
-deadlines; :

(2) are countepart funds made available when peeded;

(3) 45 assistance provided to the PCU in resolving
problems or clarifying situations when required; and

(4) 1s there kdowledge of and support for the Projeéf?
2, Mipistry of Finance and Public Credit (MOF)
a. Budget Office

(1) are Project documents processed within the established
deadlines; '

(2) are counterpart funds made available when needed;

(3) 1s assistance provided to the PCU in resolving
problems or clarifying situations when required; and

(4) 1s there knowledge of and support for this Project,
b. Public Credit Office -

(1) Are Project documents processed within the established
deadlines;

(2) Are procedures agreeded upon by A.I.D., MOH, MOF
folloved for requesting and liquidating advance funds;

(3) 15 assistance provided to the PCU in resolving
problems or clarifying situestions for the Project;

(4) 1is their knowledge of and support for the Project.
3. A.1.D,
a. Plaﬁning

(1) does A.I.D. participate in an effective and useful
fashion in the PCU's planning process;
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(2) does a system exist for fdehtifying unanticipated
problems;

(3) once identified are the relevant parties identified
and brought into the problem solving process;

(4) are communications, including reports and meetings
adequate for monitoring implezentation progress,
identifying and resolving problems; and

(5) does PCU and MOH feel A.I.D. planning and problem
solving support is adequate? .

b.Implementation

(1) Are implemention actions (PIL's, PIO's, budgets,
obligations, etc.) carried out according to plans and
in a.timely and accurate fashion; and

(2) 1Is the A.I.D. side of the financial mechanism
operating in such a manner that it does not intefere

with Project implementation? -
c. Evaluation
(1) 4is implementation monitored in a regular, reliable and

useful fashion so that problems are addressed in a
timely fashion?

A-9
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ANNEX B

The evaluator will use but pot be limited to the following
information sources:

A.

. Project Documents

1.

2.
3.
4.
5.
6.

7.

Pro ject Paper

Project Agreement

Ptoject Implementation Letters

"P10's

Implementation Plans

Financial Plans

Correspondence .
TA Work Plans (MSE, AED, Stivers) . .

Project Reports

1. FCU Quarterly Reports

2. A.I.D. Quarterly Reports

3. MSH Mornthly/Semi Annual Reports and Substantive Reports
4., Stivers (Entomologist) Quarterly Reports

5. AED Periodic Reports

6. Other Reports (e.g. Hacienda & Chrysler Vehicle Memo)

7. Quarterly -Financial Reports (A.I.D. & MOH)

Interviews

1. MOH (Directorate General; Normative, Regional and Support

2.

3.

offices)ﬂ

PCU (Coordinpator, Administrator, Accountant, Purcha51ug
Officer)

A.I.D.

Field Trips

A-10 -



Project Inputs

1.

.Halaria

Technical Assistance (TA)

1. Vector Control Traimer (4 months)
2. Entomologist (42 months)
3. Bio Control Agent Inventory (1 month

b. In-country training
1. Malaria Control course
2. Regional seminars
3. Training of ACV/s, Promotor 11's and Supervisiors
c. Overseas Training
- 1, Vector Control Course for Director (2-3 months)
2. Observational Travel Director (2 weeks)
3. MOH Entomologist (1 year)
d. Construction -
1. 1 500 M2 central insecticide warehouse
2. 6 100 M2 regional insecticide warehouse
e. Commodities
1. Insecticide
2. See list Annex II, Exhibit C, Project Paper
f. Personnel
1., Vector Division Administrator (1)
2. Kew Inspectors (4)
3. New Promotors II's (26)
4. ACV's (110)
Rabies
8. TA - None
b. In-country training

1. regional workshops

’
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d. Construction — None
e. Commodities
1. Electrolyte packages

2. Other (see PI0's for equipment purchased but not
= contemplated in PP)

f. Personnel - None
g. Supervison - 1 person week/month
S. Tuberculos;s
a. TA
1. Experts for National Seminar (4)
b. Iq-country Training
1;.NationaJ Seminar (1)

2. Workshop for Med./Nurses School Instructors (1)
3. Regional workshops (8)

€. Overseas Training

I

1. Scholarships (12)
2. observational visits (2 weeks)

d. Construction = None
e. Commodities
1. See Annex II, Exhibit C. Project Paper
f. Personnel - None
g. Other

1. $ppervision (1 pers. week/months)
2. Special Studies

PREVIOUS PAGE -MISSING
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Sexually Transmitted Diseases

f.

TA
1.1 ﬁetcon ion:h'.
In;country Training

1. Kational seminar (1)
2. Regional seminars (8)

Overseas Training

1. International Con’.: :1ces (2)
2. Observational txips (% pers./weeks)

Construction = None

Commodities

1. See Annex II, Exhibit C of Project Paper

Personnel - None
Other

1. Supervision (1 pers. week/month)

Maternal-Child Health

TA

1, Mass Media

In~country training - Nonme
Overseas Training

1. Long term (8)

2. Cytotechnicians (12)

3. Short courses (75)

4. Observational visits_(60)

Construction — None

Commodities

1. Contraceptives
2, Midwife kits (5,000)

A-14



f,' Peraon$e1 - None
3;i Other " None..
8. .Epideniology Traiping
a. TA .
1. Expert for surveillance seminar (6 weeks)
b. In-country Traloing

- 1. Ino-country training (4)
2, Surveillance seminar (1)

c. Overseas Training
1. 3 months courses (3)
d. Construction - None

e. Commodities - None

f. Personnel - Nomne
g. Other - None
9.  Basic Medicine List
a. TA
1. 1 person {2 months)
b. 1In-country training - None
"ec. Overseas training
1., Observational trip (2 weeks)
d. Construction -— None
e. Commodities ~ None
f. Personnel - None

g. Other - None

A-15



10. Logistics .
as TA
LA Exp;rt iogistic; (24 months)
b. In-country training
1, Courses (32) |

¢. Overseas Training - None

d. Construction

1. 2000 M2 central warehouse (¢))
2. 1000 regional warehouse SPS (1)
3. 500 M“ regional warehouses (5)

4. Renovation central medical & transport workshops
e. Commodities

1. Cold chain - see Annex I1I, Exhibit C
2. Medical and laboratory - see Annex II, Exhibit C

3. Pick-up trucks (5)
4. Radio communications equipment
5. Fuel, o0il and tires

f. Personnel

-~

1. Administrative Officials IV (3)
2. Warehousesmen IV (2)
3. Warehousesmen 111 (6)
g. Other - None
11. Maintenance
8. Technical Assistance
1. Maintenance Expert (24 months)

b. In-country Training

1. Regional training
2, Central training

A-16



c- . Overseas training

1..32 pergsons (1-3 ponths)
"d. Conmstruction - None
e. Commodities

1. Central, SPS and La Ceiba workshop tools

2. Regional workshop tools

3. Are a vorkshop tools

4 Spare parts for medical ;~d transport equipment -
(pre-project) ' ’

5. Spare parts for medical »d transport equipment
f. Personnel

l. Adpinistrarive Official IV (1)
2. Mechanics (7)

3. Mechanic helpers (7)
4, Refrigeration technicians (7)

S. Artesans (25)
6. Other (5)

g. Other
1. Per dien for personnel
Management and Planning

a. Technical Assistance

1. TA in Integrated Human Resohrces, Integrated Logistics

and Maintenance, Information Systewms, Program
Evaluation, and Program Planning and Evaluation (196
months)

b. Ibn-country Training - Nomne

c. Overseas Training

1. Courses for top level Civil Service personnel (60
months)

A-17 .



d. Construction - None
e. Commodities

. 1. Computor . )
2. Other (see PIO's)-

f. Personnel

1. Additional to DG's office (5)
2. Project Coordination Unit (3)
3. Project Liaison Officer (1)
4. Computer programmer

g. Other

1. Evaluation of Project
2. Nursing feasibility

13. Mass Media for Village BHealth Workers (VHW's)
a. Technical Assistance

1. Principal Advisor (24 months)
2. Expert media technology (2 months)

b. In-country Training - None

c. Overseas Trainingz - None

d. Construction - None

e. Commodities
1. Production of 30 second spots (100)
2. Purchase of radio airtime
3. Production of posters and pamphlets

f. Personnel

1. Technical Coordinator (36 months):
2. Field Coordinators (2 - 72 months)

g. Other

1. Pre program Research .

_A-18 -



2]~

14, Teacher Training

B-

.

Ibcﬁnical Assistance
See sub-component ¢ 17)

In~country Training -

1. One wveek courses (8)
.Oversens Training |
Construction = None

Commodities

1. Books
2, Educational materials

Personnel

1. Coordinator (24 months)
2.. Instructors (2 ~ 48 wonths)
3. Secretary (24 ponths)

Other ~ None

15. Supervision

b.

c.

Technical Assistaace
1.‘Expert'Supervision (48 months)
In-country Training

1 Courses training supervisors
Overseas Training

1. See PI0/P’s

Construction - None

Commodities

1.'34 vehicles



f. Personnel
1. EOOrdinator (36 months)
\g: Other" | .
1. Per dienm fog,supervision
16." Continuing Education for Village Health Workers (VHW's)
a. Technical Assistance
1. See under sub-component # 17
b. In-country T;aining
1. 4000 students per year
¢. Overseas Training -~ None
d.. Construction -~ None
e. Commodities - None
£. Personnel
1. Regional Continuing Education Coordinators (8)
g. Other - None .V

17. Contipuing Education for MOH Employees

a. Technical Assistance

1. Continuing Education Advisor (36 months)
2. Information Center Advisor (6 months)

. b, In-country Training
1. See list Annex II, Exhibit E, pg. 53 of PP
¢. Overseas Training = None
d. Construction

1. Printshop (additional to PP)
2. Information Center (additfonal to PP)
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Commodities

1. Books for gtudents

2. Books for Information Center

3. Equipment for continuing education magazine
4. Equipment for Information Center

5. Microscopes (20)
6. Materials for continuing education magazine

[4

Personnel

l. Continuing Education Coordinator (48 months)
2. Information Center Coordinator (36 months)

Other ~ None
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APPENDIX B

Amplified Project Description
ARTICLE A
The Project

Sectirn A.1. The Project Goal. The goal of the Project is to improve the
heal:h status of Hondurans in terms of increased life expectancy at hirth,
decreased mortality of infants and mortality among children under age five and
a decrease in genersl morbidity.

Seciion A.2. The Project Purpose. The Project purpose is to increase the
cffectiveness, efficiency, coverage and use of the services of the health care
system in Honduras.

Section A.3. Summary Project Activities. The Project will finance: a) short
or long term training for approximately 3,000 Ministry persnnnel in various
subjects including malaria control, epidemiology, maternal child care,
supervision of commmnity health workers, continuing education of com- mumity
health workers and other Ministry employees, logistics and maintenance; b)
technical assistance to improve technology delivery Systems in areas such as
malaria, tuberculosis and diarrhea, develop policies, procedures and system
manuals in administration, management, logistics and maintenance; ¢)
comnoditics and equipment needed to support the Ministry's health services,
supivly and maintenance systems and the technology delivery systems cited
earlier; and d) the construction of supply storage and equipment faciiities in
various parts of the country.

Section A.4. Financing. Project funds will include the A.1.D. Loan
($10,965,000), the A.I.D. Grant ($3,626,000) and a Government contribution of

$17,061,000. (The total A.I.D. contribution is subject to the conditions set
forth in Section 2.2. (a) of the Project Agreement.)

ARTICLE B

Project Components

Section B.1. Component No. 1: Milaria Vector Control. To design and
implement malaria and vector control activities, several steps will be

undertaken as follows: a) training of health personnel who are directly or
-indirectly rclated to malaria control; b) field investigations to determine

what combinations of activities are required for control; ¢) strengthening
program administration, norms and procedures; d) investment in plant,

equipment and commodities.
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a) Training. Three types of training will be done: (i) formal courses and
seminars, mainly in country, both basic and in service; (ii) some selected,
specialized training abroad; (iii) field training closely supervised by
specialists.

Basic courses of about one month each will be given to about 250 personnel who
have malaria control as their primary responsibility i.e., regional promoter
J1I's, area promoter II's and cummmity based Awxiliaries of Vector Control
(ACV's). The curricula for these courses will be developed by_a short-tem
contract specialist in vector control from outside Honduras, in conjunction
with an epidemiologist, an engineer and other medical personnel knowledgeable
about malaria who are residents of Honduras. These courses will address
varicus subjects, including methods of determining adult vector and larval
numbers and habits, physical and biological control methods, mass druz use,
cammmi ty education, motivation for commmity involvement, insecticide safety
and the training of commmity malaria collaborators. Supervised field
training will consist of applying the techniques learned in the course in the
students' area of assigrment with frequent follow-up visits by professionals
to assist in the proper application or redesign of procedures.

Following the first year of study and training, an evaluation of the basic
training courses in relation to what the students actuzally did in the field
will be done in order to revise the methodologyv used and contents of the
course and to design mechanisms for follow-up instruction.

Seminars will be arranged by the Vector Control Division (VD) for 65 regional
health personnel i.e., regional dircctors, regional nurses, epidemiologists,
laboratory technicians, and some area physicians and nurses to improve their
uvnderstanding of the malaria problem and clarify their responsibilities for
ralaria contrcl. Training materials will be supplied by the VCD itself and
also will be financed through the Project.

To strengthen the professional capability of the VCD, the GOl entomologist in
that office will receive 9 to 12 months of entomology training abroad with a
vector control orientation. The VCD director will receive 2-3 months of
malaria control training abroad with a vector control emphasis.

b) Field Investipations. The services of a long-term (four year) contract
entamologist will be engaged to conduct field investigations which will be
used to characterize the malaria vector and its environment through the
changing seasons of the year, Based on the foregoing, the contractor vill
assist 1n developing improved, more cost effective combinations of vector
control interventions. In the second year of the Project, the contract
entomologist will serve as thc VCD entomologist while the GO entomologist is
receiving long term training. To assist in the ficld studies, a biological
control agent inventory will be done by a scparate contractor.

B-2
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¢) Program Administration. Program administration in the malaria central

onent will be managed by an administrative assistant for the component who
will act as liaison with the Division. of Epidemidology and the Coordination
Unit for the Project.

d) Investment in Plant, Equipment and Commodities. The spraying and mass
medication approach presently being used will continue until the training and
field study stage is campleted and new interventions are designed. Project
support for this stage will include vehicles to permit promoters and
supervisors to work with ACV's; sprayers; equipment for field studies;
construction of insecticide and equipment storage space in each region; and
boats and motors.

The MOH will staff the field positions planned with four additional promoter
111's, 26 more promnoter II's and 130 more ACV's. The GOH will also irprove
the technical quality and salaries of ACV's to a point high enough to attract
candidates with higher formal education.

e) New Malaria-Control Interventions. Prior to undertaking any
newly-designed or additional malaria-control interventions under the Project.
The GOH, together with the contract entomologist, will complete an evaluation
assesing the environmental impact of such interventions. This evaluation must
be reviewed and approved by AID before implementation of such interventions.

Section B.2. Commonent No. 2: Rabies. This camponent will provide training
to 80 individuals in animal rabies control, and update the knowledge of rabies
control practices, particularly those of regional rabies inspectors. 1t will
also provide motorcycles for them, observation cages, transport containers,
refrigerators and community education materials. This component will be the
responsibility of the Division of Epideamology with the collaboration of the
Hunan Resources Division and Regional Offices. .

Section B.3. Component No. 3: Immmization Programs. This component will
assist the MO{ in 1ts efforts to establish integrated immunization program
with services based and dispensed at health facilities, by providing a)
training and b) the equipment necessary to assure the viability of vaccines.

a) Training will be provided in two ways: through workshops at the national
regional levels, and through in-service education sessions for auxiliary

nurses and volunteers.

National and Regional level scminars will be hcld to provide detailed
information to 270 members of Regional and Central staffs, concerning MXJ
fmmunization norms. Subject areas will include vaccine transportation,
storage and preparation; and vaccine administration procedures,
contra-indications and complications.
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The curriculum for the basic training of awxiliary murses and volunteers is
already being strengthened by the MOH to provide the information noted in the
above paragraph and required for this e}ement. For the auxiliary nurses
already in the field, this topic will be presented in special continuing
education sessions to be held in following years. The continuing education
sessions will include instruction on what vaccination information should be
tauﬁht to volunteers during the monthly auwxiliary nurse-Volunteer Health
Workers (VHW) meetings.

A national level seminar dealing with immmopreventable disease and the MOH
inmunization program will be held for 30 participants including regional
.doctors, Medical School faculty and members of the MOH Epidemiology and
Maternal Child Health Divisions.

b) Equipment. Hquipment, including freezers, refrigerators, ice boxes,
thermometers, plastic bottles and refrigerator maintenance kits will be
procured to cocplete the cold chain. A vehicle will be provided at the
central level to assist in supervision. Cold roams will be built into central
and regional warehouses. .

The Division of Epidemology together with the Human Resources Division and the
Regional Offices will manage this component.

Sec%icon B.4. Component No. 4: Diarrhea Control. This component will support
the®xraining of 150 individuals through regional and national seminars and
sunervisory-evaluation visits of central level personnel to lower levels. It
will also provide anﬁinitial supply of electrolyte packets for oral
rehydration to be used by the MOi. The seminars will deal with the problen of
diarrhea, and its causes, diagnosis, treatments, epidemiology and prevention,
-with emphasis on the use of oral rehydration instead of intravenous fluid.

MOH loyees, instructors from schools of nursing and medicine and selected
iIndividuals Irom other institutions will participate. Continuing education
seminars for auxiliary nurses will be oriented almost entirely toward norms of
diagnosis, referral and the use of oral rehydration. Training of the
VHW'swill concentrate on identification, rehydration and referral. The
pediatric section of the MCH Division will have full respcnsibility for
coordinating and implementing appropriate national level actions and assisting
regions and others to implement the norms. The Hunan Resources Division will
coordinate various training and educational efforts along with the Division of
Health Education. :
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89ctim B.5. Camponent No. 5: Tuberculosis. Activities under this camponent
will consist of a) training, b) equipment support and c) special study work.

‘a) Training. Several types of training are to be provided:

- & national seminar for regional directors, Chest Hospital personnel,
Medical School faculty and personnel in the Division of Epidemiology. The
seminar will cover topics such as diagnosis, treatment and follow-up care, new
treatment regimens and the role of tuberculosis vaccination;

- a workshop for the teachers of the Nursing School and Medical School in
epidemiology and control of tuberculosis;

- a regional workshop concerning epidemiology and control of tuberculosis
for 160 persons from the sanitary regions; :

- visits by the program director to observe tuberculosis programs in other
countries; :

- training of auxiliary nurses and VHW's practicing in the rural areas will
be done through in-service education sessions (see In-service Training) and
will include screening and diagnosis procedures, treatment norms, methods to
encourage patients to continue long-term treatment, and the steps to be taken
by those in close contact with TB patients;

- training in microbiology abroad for doctors, microbiologists, nurses and
other personnel;

- mass media messages discussing T.B., its symptoms, and services provided
by the MOH will be directed at the population through the newspapers and radio.

b) Equipment Microscopes and reagents will be supplied for diagnostic

gu oses at the CESAD level. Vehicles will be provided to assist in patient
ollow-up in larger cities (where most of the reported TB is located,

primarily among the poor). In addition, the National Director for this ]
program will make monthly supervisory trips to visit each level of the service
system in at least one sanitary district.

¢) Special Studies studies related to tuberculosis epidemiology, treatment
and clinical characteristics will be undertaken.

The Division of Epidemology will execute this component with the assistance of
the Division of luman Resources and Health Education and the regional offices.

Human R




-6 -

Section B.6. Component No. 6: Sexually Transmitted Diseases. The Project
will support continuing education in this area through national seminars and
regional workshops and will provide the opportunity for key persomnel to visit
observe successful programs in other countries, This education, combined
with technical assistance, will be oriented toward improving program
structure. The MOH will!train students in the Medical School, Nursing School
and in laboratory courses. This effort will be supported by supervisory trips
from the central level and through mass media campaigns to educate the public.

The Project also will support the training of 127 directors, supervisors and
service providers down to the area levels; will improve laboratory diagnosis
and support supervisory visits of central level personnel to the field, and
will finance attendance at international conferences, observation trips, and
classroom presentations at the Medical School. The Division of Epidemiology
will manage this subcamponent with assistance from the Divisions of Human
Resources and Health Education and by the regional officcs.

Section B.7. Componeat No. 7: Maternal Child Care. This component will
provide assistance in tlie area of Jaternal Child Health (MGI) in collaboration
with efforts being made with other agencies. ~Specifically, assistance will
consist of a) training, b) technical assistance, and ¢) equipment.

a) Treining Long-term Training in specific subjects of MCH will be pro-vided
to 8 members of the MJii involved in the MCH progran. Subjects to be addresscd
include general gynecological care, maternal and infant nutrition, pregnancv
of the very young women, birth spacing and program administration. Training
will alsorge provided to 12 cytotechnologists. Short training courses or
seminars will be provided to about 130 people in the public and private sector
who arc concerned with MH, in various aspects of MCH such as the health
implications of frequent pregnancy, and indications for pregnancy avoidance.
The opportunity to see effective MCH and family planning programs in other
countries will be provided for this purpose.

b) Technical Assistance Technical assistance will be provided to assist the
MO in publicizing rICH scrvices currently available in the Ministry, and to
educate the public on the general subject of MCH.

c) guiggent Equipment in the form of 5,000 kits for traditional midwives will
be provided in support of another donor supported training program designed
to

improve midwives skills. The Maternal-Child Health Division of the MOH
will manage this sub-component with support from the Divisions of Human |

Resources and Health Education.

Section B.8. ‘C]gmonsnt No, 8: idemiology Training. The Project will fund
seminars which will include 25 central and rcgional epidemiologists, regional

supervisors and medical faculty teachers. The content of the training
activities will include cpidemiological methods, the epidemiology of common
‘i11nesses in Honduras, statistical analysis and epidemiological programming..
A special seminar related specifically to surveillance
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techniques and methods of disease outbreak investigation is planned for 25
participants, This is to be supplemented by short courses abroad in
epidemiology for three selected individuals. The Epidemiology Division with
the assistance of the Human Resources Division will camplement this training.

Section B.9. Component No. 9: Basic Medicine List. This component will
provide technical assistance to carry out a study of pharmaceuticals and
develop a final basic medicine list, develop the methods for data collection
and analysis regarding drug utilization, and advise in the general
organization of the MOH Pharmaceuticals Unit . The Director of the
Phannaceuticals Unit will be given an opportunity to observe functioning
systems in other countries to aid her in determining how the 1list is kent
current and responsive to new opportunities. Observing the dynamics of this
process in other medical commmities will be of primary importance to the
success of this effort. The Pharmaceuticals Unit of the Hospital Division
will be the responsible implementing umit.

Section B.10. Component No. 10: Logistics System. This component consists of
a series of activities which will carry out same administrative
reorganization, establish operating policies and procedures, provide training
and renovate or construct workshops and supply warehouses throughout the
country.

a) Administrative and Organizational Improvement. Technical assistance will
be provided to assist in the design and implementation of a central logistics
management system to serve the primary health care system, including volunteer
workers, CESAR's, CESAMOS and hospitals, The system will be capable.of
recovering information on consumption of supplies and inventory on hand and
forecasting supply requirements; it also will have improved arrangements for
procurement of supplies at regional and central levels. The Directorate for
Adninistrative Services will assume supervisory authority over all activities
in the logistical process at all levels of the MOH, and will develop a
complete set of policies and procedures, including manuals for each of the
processes involved in the logistical system, including procurement, storage
and distribution.

This effort together with the new supply facilities contemnlated in this
Project, will Tequire additional personnel at various points in the system,
including at least threce specialists to develop norms for procurement, storage
and supply control and distribution, and eight warehousemen or supply managers
in the regional warehouses. Loan funding will finance 100% of the salaries of
these new Egrsonnel in the first ycar of the Project and will decline on a
graduated basis (1003 first year, 75% the second year, and so on) until the
* GOH is paying 100% of the new salaries. -
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b) Training.” Training courses will be given both to persomnel working in the
Directorate of Administrative Services and to MOH personnel who use the
logistics system., Training will be provided through a combination of
short-term technical assistance and institutional resources from within the
Human Resources Division of the MOH, and possibly from INFOP, the Professional
Training Institute. About eight courses will be given each year with up to 25
attendees in each class, By the end of the Project, approximately 200 people
fron the Directorate will have attended formal.training courses or seminars on
at least an annual basis. In order to minimize turnover of trained personnel
under both the logistical and the maintenance systems, efforts will he made to
hire and train persomncl in the regions. In addition, in those cases
requiring long-term or specialty training particularly for regional perscanel,
trainees will be required to sign contracts comnitting them to work with the
MH for appropriate periods of time following their training.

c) Construction, Equipment and Vehicles. A new central warehouse and six
smaller regional warehouses will be constructed. Each of the warehouses will
have cold storage roots, refr_iﬁerators and freezers, storerooms for spare
parts for medical equipment and vehicles, extra equipment, an office for a
regional supply manager and, in the regional shops, small workshops for
veﬁicle and medical equipment repair. Delivery of parts for maintenance
purposes will be done by five trucks to be provided under the Project. Each
warehouse also will be equipped with a shortwave radio which will enable the
central office and regional warehouses to determine the needs of thec regional
facilities at any given time. Storage of perishable materials and supplies
will be improved by the provision of air conditioners, freezers, small
refrigerators, ice chests and accessories to CESAMD's and CESAR's not so
equipped at present. A number of CESAR's will be equipped with both general
medical equipment and CESAMD's will be provided with laboratory cquipment. In
accordance with the Condition Precedent outlined in Section 5.2 (b), however,
construction oi the warehouses and the purchase of venicles or pertinent
warehouse equipment will not proceed until both A.I.D. and the GOii have
approved the administrative and management systems discussed earlier in this
cozponent. .

Section B.11. Component No. 11: Maintenance System. Administration and
Organizational Improvement. By the end of the Project, the Departuent of
El&ntcnancc will be operating with a complete new set of policies, procedures
" and manuals which will allow it to perform preventive maintenance and general
repair duties more cfficiently and on a much broader scale. The Department
will be incorporated into the Directorate of Administrative Services and will
work in close coordination with other units of that organization, including
the Ml Procurement Office. Although the maintenance system is smaller 1In
size than logistics systems managed by the Directorate of Administrative
Services, the expansion of services contemplated for the Department is such
that long-term technical assistance (approximately two man-ycars) is also
planned here. - The expansion in services will also increase the mumber

-
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of personnel, "By the end of the Project, the Department will have grown to
angeée one hdm?zistrative officer, ;eve:’x mechanics, seven mechanicg helpers,
seven electricians, seven cold chain repaimmen, one secretary, 25 artesans,
. such as bricklayers and plumbers, and five drivers. Financing of
sdditional personnel will be carried out in the same mamner as that discussed
in Camponent No. 10.

a) Training. Training courses currently being given to Department of
Maintenance personnel also will be expanded to ensure that all persomnel
within the Department receive in-service training (short-term or long-term,
depending on the cun%cxity of the equi&ent involved) with respect to their
particular skills. aining also will.be given to selected emplovees outside
of the Department in preventive maintenance proprams for vehicles, simle
medical equipment and office machinery. Ministry employees will attend
seminars in Tegucigalpa or in the regions. With respect to regional needs,
small outreach teams or individuals will travel to the various regional
facilities to train regional maintenance persomnel and other emplovees in the
arcas mentioned above. Courses will be given on a monthly basis with about 20
,Eersons attending each course, either in Tegucigalpa or in the region.
lasses will be coordinated by MOH personnel from the Human Resources
Department. Eight people will travel abroad each vear to receive one to three
months of training in technical subjects including the maintenance of
refrigeration and X~ray machines. Approximately 1,000 people are expected to
have been trained in equipment repair or preventive maintenance techniques bv
the end of the Project.

b) Equipment and Vehicles. As was noted in one of the foregoing components,
regional workshops are to be constructed within the regional warehouses. By
the end of the Project it is expected that all eight workshops will be fully
equipped to deal with the maintenance and repair needs of medical equipment
and vehicles. In order to make optimal use of the central workshop facilities
in Tegucigalpa, both the medical equipment and vehicle workshops will be
renovated. In addition to the vehicles mentioned in the Logistics System
Component, the Department will have two other vehicles assigned specifically
to it to assure that parts and necded equipment flow to the regional
warehouses and workshops from the central warehouse on a timely basis, As
with the warchouses mentioned previously, neither renovation of the workshops
nor the purchase of vehicles will be effected until A.I.D. and the GOH have
approved and implemented the administrative and management systems discussed
in this Component. '

Section B.12. Component No. 12: Reinforcement of Management and Planning.
This Project component will reinforce Central Program planning and
fmplementation capabilities in the MO by increasing tgc staff of the General
Directorate of Health from two to seven full-time national technicians. The
five additional technicians will be responsible for specific integrated
functional areas such as Human Resources, Administrative Services (including
. Jopistics and maintenance), Information Systems, Program Evaluation and
Investigation, Program Planning, ‘and Budgetary Analysis.
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To support and camplement these new pérsomel, A.I.D. will provide eight work
s of technical assistance, computer equipment and programmers to
cilitate studies and better accounting procedures, and scholarships for key
staff personnel. The Project also will finance salaries of the new members of
the Director General's staff on & declining scale as is described in earlier
Components. The MOH gradually will take over the costs of national personncl,
and provide computer programmers, supplies, and maintenance of the equipment.

The camputer equipment to be provided, which will consist of an interactive
cmguter system, compatible with other GOH computers, (for exarple, the
WANG-VS, similar to that now used by the Census Bureau, and ooaf\'@um.\*ﬁ). The
camputer will be used for routine service statistics, morbidity and mortality
data, special studies, budget control, inventory control, hospital cost
control, and personnel management evaluation.

This component will produce periodic evaluation reports, semi-annual reports
fran automated service statistics and budgetary information systems, and
should lead to improved overall coordination of the MJH as indicated by
increased efficiency of program operation.

Section B.13. Component NO. 13: Mass Media for Village Health Workers. The
purpose of this component 1s to provide both recognition and continuing
education to Village Health Workers (VHii's) through mass media (radio) and to
. provide some related health education to the community. A potential side

genefit is that the programs will reach many of the estimated 16,000 midwives
and other traditional health practicioners not active in MOJ programs. This
purpose will be accamplished primarily through programs both from national
radio networks and from small local stations. Pamphlets and posters also will
be developed and used. A combination of short, pre-recorded spot broadcasts
and longer (10 minute) live broadcasts on local stations will be employed.
The content of the programs will include the following:

- Recognition of outstanding VHW's.
- Recognition of active coummity projects.

- Bealth education messages for the VHW covering problem areas such as TB,
maternal child care, vaccination, oral-rehydration, sexually transmitted
diseases, and rabies control.

- Anmnouncements of local meetings and c'ontinuing education programs in which
the Vii's should participate.

These activities will be coordinated through a technical advisor provided by
A.1.D., and a technical coordinator and two field coordinators to be ﬁrovided
by the Health Education Division of GOH. The technical advisor will help
‘design -and coordinate pre-program research for selected messages, develop - .
guidelines for written or pictorial messages (used to reinforce or supplement -
media messages) and local live programming, and assist counterparts in the
supervision of the comnercial production of pre-recorded broadcasts. This
advisor will spend about half Eis time working in continuing education related
to mass media for GOH personnel in theghealth sector. B-1
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The MOH technical coordinator will supervise the cammercial production and the
broadcasting of messages, assure the timely logistical and administrative
support of the activity, acquire new skills needed to conduct pre-program
research, and perform other duties in concert with the technical advisor. The
field coordinators will work under the supervision of the technical
coordinator to facilitate effective programming of live broadcasts from Jocal
stations.

Pre-recorded messages will be prepared commercially on a contract basis,
Cassette recorders will be provided to facilitate preparation of local
broadcasts. Airtime will include national networks (about two thirds of the
spot budget) and local stations.

This component will produce 900 live 10-minute broadcasts, 175,000 short (30
second) radio spots, and will distribute 200,000 phamplets and posters.

Section B.14. Component No. 14: Teacher Training. This component will
provide both long-term academic training (12 person years) and a series of
short seminars. Long-term academic training will be financed for the faculty
of the Medical and Nursing schools in the areas of general public health,
epidemiology, bio-statistics, and nurse-midwifery. The GOH agency employing
the participants will pay international travel and salary as needed. AID will
pay other costs such as enrollment and per diem.

In-Country courses will be scheduled so that each participant will receive a
one week course each quarter for two years; courses will be given continously
to facilitate flexible scheduling and continuity among courses. The IxAH has
agreed informally to participate with the MOH in giving these courses, and
will provide academic credit to participants.

The MDOH will provide a classroom, an office, a full time coordinator, a
secretary and required instructors, and will develop a detailed plan for the
use of funds for course materials and books to be purchased under this
Project. Technical assistance for this component will be provided by the
advisor to the Continuing Education component of the Project (Section B. 16.).

Section B.15. Component No. 15: Extension of Supervision. This component is
designed to extend the supervision System of the Mo to meet the nced for
supervision created by the recent expansion in the number of auxiliary health
workers, VHW's and auxiliary nurses. Supervision is understood to include
one-to-one continuing education done at the cmployee's normal place of work
and, to a lesser extent, evluation of the employce's efforts.

The principal factors limiting effective supervision at this time are funds
for transportation and per diem. Supervision guidelines recently have been
developed under an AID contract, and these will be applied to the new .
supervision system. Training of supervisors will also be financed under -this
c nent. The principal outputs of this component will be supervisors .
trained and supervisory visits carried out.
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The Project will finance the services‘of a technical coordinator whose role
will be to coordinate training in supervision, and to monitor and evaluate
supervision activities. However, the coordinator will not serve as a general
technical supervisor, but rather as a monitor of supervision activities, The
Project also will provide two years of technical assistance for management
level training in supervision, and to support the coordinator. A.I.D. will
provide per diem and materials, and theu%!i will provide salaries,
transportation, classrooms, and instructors to support the training of
supervisors. A.I.D. initially will subsidize per diem for supmervisors, but
these costs Lﬁ;adually will be assuned by the GOH on an increasing basis
similar to t used for new GOH employees under this Project; tﬁat is,
Project funds will pay 100% of the per diems the first year, 75% the second
year, and so on, until the GOH is paying 100% in the first year after the end
of the Project. A.I.D, also will provide 32 vehicles for supervision, while
the M0H will provide drivers, fuel, and maintenance.

Given the importance of supervision to the effectiveness and efficiency of the
Extension of Coverage Programs of the MOH, it is essential that these efforts
be coherent and well directed. Therefore, the MOH will make supervision a
program level activity at either the national or regional level with its own
budget and coordinating staff.

This component will produce an operating system of supervision vhich will

effectively increase the efficiency of the MOH by providing 261,000 person
days of Viflf meetings with the auxiliary nurse fram their CESAR, 154,000 person

days of supervision of VHWs in their villages, 36,000 person-days of
supervisicn of auxiliary nurses in their area supervisor's office, 21,000

rson-days of supervision of auxiliary nurses_in their CESAR work sites, and
8,000 person-days of supervision of Pramoter I's in their work sites by

Promoter II's, and 770 persons trained in supervision activities,

Section E.16 Component No. 16 Continuing Education for Villase Health
Workers. This camponent will be supported by the Extension of Supervision anad
Mass Media for Village Health Worker components.

The purpose of this component is to increase the number of village volunteers
actively working. This in turn will increase health service coverage at the
commmity level, and increase the number of services provided through :OH
g:oerams. The component will retrain most VHW's annuall{. The training will

ased upon the existing program and problems which will have been .
identified. A study of current VHW activities and abilities to provide a
basis for this training will be funded under the A.1.D.-financed Health
Planning Project No. 522-0148.

A.1.D. will provide initial funding for a coordinator at the national lcvel
and per diem for the voluntecrs. Tbe MH will assume these costs gradually
over the life of the Project in the same manner discussed in several of the
carlier components. A.I.D. will finance some materials, and the MM will
provide instructors' salaries.

© B-12


John M
Rectangle

John M
Rectangle


-13 -

This component will produce 96,.000 person-days of courses for VHW's actively
working in the MOH extension of coverage program.

Section B.17. Component No. 17: Continuing Education for MOl Emplovees. The
purpose of this component is to increase the efficiency and effectiveness of
both auxiliary and professional employees working primarily at the CESAR and
CESAMD 1levels, through continuing education. This component includes
continuing education in a formal classroom setting, by the Division of Human
Resources. The training will be for auxiliary murses, health promoters,
maintenance workers, administrators, malaria workers, and laboratory :
technicians. Also, doctors and nurses working at the regional and clinic
levels will receive training. The content of training will be desipgned to
facilitate effective execution of the extension-of-coverage program, with
emphasis on effective communicable disease control, mother-child health,
cultural distance factors and other basic health services.

Several additional activities will be undertaken to support the training. A
monthly continuing education newsletter for the MOH staff will be produced and
distributed on a trial basis by the Human Rescurces Division. A national
planning and continuing education information center will be established
either with regional branches or with a system for circulating documents to
the regional level. This will be based on an existing A.1.D, financed .
feasibility study. Finally, the MOH training center for auxiliary health
workers in San Pedro Sula will be expanded to provide increased classroom

space.

A.1.D. initially will finance per diem for students. The MJH gradually will
assune these costs. A.I.D. also will provide three years of TA to support
this and other continuing education activities, as well as materials,
equipaent, and construction costs. The MOH will provide instructors' and
students' salaries, and coordinators' salaries, along with the items already
mentioned.

This component will resuvlt in an output of 7,200 person weeks of short courses
in the fields specified in the budget tables, the distribution of 25,000
copies of different Continuing Education Magazines, and the establishrent of a
national system for the distribution of health sector information.

ARTICLE C
Project Implementation

Section C.1. Project Coordination. Overall Project coordination will be the
responsibilitg of the Project Administration and Coordination Unit located in,
and responsible to the Office of the Director General of Health. The Unit
will be the focal point for coordinating all administrative or managerial
.activities required under the Projcct description, and will-be the main GOH
liason or contact point between the MO, CONSUPLANE, and A.I.D. with respect
to Project implementation matters.
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The Coordination Unit will consist of three people, to be financed with loan
funds, including a Project Coordinator/Program Officer, a Budget Officer and a
Procurement Officer.

The Project Coordinator will have the specific responsibility of keeping the
Director General of Health, and through him, the Minister of Health, informed
as to Project progress. The Coordinator will bring any implementation
problems of a policy nature to the attention of the Director General for
resolution. The Coordinator will be responsible for monitoring Project
progress against stated goals and for maintaining liaison with the various
caponent coordinators, consultants and heads of offices charged with specific
implenentation responsibilities. He will also be responsible for the
grevelopnent of a time phased implementation plan for the execution of the
oject.

The Budget officer will be responsible for control of Project costs and,
through the Project Coordinator, commmications with the Ministry of Finance
and Public Credit and A.1.D. on matters pertaining to reimbursements of
Project expenditures. He will also work with the heads of various
participating offices in the preparation of any budgets or financisl reports
required within the framework of the Project.

The Procurement Officer will concentrate on matters related to the procurement
of goods and services, and will prepare and forward for approval (through the
Project Coordinator) to A.I.D. &1l procurement actions and pertinent documents
proposed or produced by participating offices, such as bidding documents,
personal services contracts and so forth. The Procurement Officer will also
be resporisible for maintaining liaison with the Proveeduria General and the
Ministry of Finance with respect to procurement matters.

Project Grant funds will be used to contract an individual responsible to
A.1.D. to act as an A.1.D, liaison representative, to assist the Coordination
Unit and the MOH in cormplying with A.I.D. regulations and other provisions of
the Project Agreement,

Section C.2. Project Evaluations. Project evaluations will be carried out on
an annual basis beginning with the first anniversary of the signature of the
Project Agreement. The evaluations will be conducted jointly by A.1.D. and
the.MDH and will involve CONSUPLANE participation and that of the Ministry of
Finance. Project funding will be used to finance related expenses such as
surveys, data processing, analytic work and possibly short term technical
assistance if the need arises.

Project progress will be monitored on a continous basis by A.1.D. and the
Coordination Unit and will be the subject of Quarterly reports to be
~coordinated between the MOH, CONSUPLANE and A.1.D. ce e
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ction C.3.. Cost Sharing Study. To.comply with the special covenant
ntained in Section 6.3 of the Agreement regarding a study of means for cost
aring, the MOH will submit to A.1.D. a plan showing the scope of the study
d the resources necessary to complete the study. the event additional
:sources beyond those already available to the Borrower/Grantee are neceded to
mplete the study, Grant funds may be reprogrammed for this purpose by mutual

jreement.
ection C.4. Financial Plan. The following attachments represent the Project
inancial Plan in the following manner: Attachment A shows the Project budpet
iy funding agency (A.I1.D./GOH and applications or input e.g. technical
issistance, and so on). Attachment B shows the Budget by Component and
:alender year and Attachment C shows the budget by Camponent and project year.
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LIST OF PERSONS INTERVIEWED

AlD:

Dr. Barry Smith, Project Officer

Thomae -Park, Health and Nutrition Officer
Scott Taylor, Project Assistant

Cynthia Giusti, Project Support Officer

Ron Witherell, Chief, Human Resources Office
Ron Nicholson, Deputy Mission Director

PROJECT COORDINATION UNIT:

Dr. Reinaldo Gomez Urtelho,Project Coordinator
Ulhma Padilla, Project Administrator
Joel Ortiz Lanza, Procurement Officer

MOH CENTRAL OFFICES:

Dr. Carlos Pineda, Chief, Vector Control Division

Dra. Anarda Estrada, Chief, Human Resources Division

Lic. Guillermo Consuegra, Ruman Resources Division

Dr. Omar Gonzalez, Vector Control Division

Arq. Emilio Rivere Rios, Chief of Maintenance, GCEDI

Dr. Richard Molina, Supervision Working Group

Dra. Beatriz Fonseca, Supervision Working Group

Dra. Yolanda 1. Morales de Ponce, Coordinator of the Information Center
Marina de Bhaday, Chief of Purchasing and Supplies, CONAME

Dra. Maria Huguet M. De Portillo, Unidad de Medicamentos, CONAME
Carlos Nelson Peralta, Sub-~-Director de Administracion, CONAME
Lesbia de Lorenzana, Chief of Warehousing, CONAME

Melida de Duron, Encargada, Central Warehouse

Dr. Alberto Guzman, Chief of Epidemiology Division

Dr. Escote, Chief of Tuberculosis Program

Dr. Danilo Velasquez, Chief, Maternal and Child Health Division

S+ Fausto Carcamo, Chief of Transport, Administration Division
Dr. Yanurrio Garcia, Chief, Science and Technologv Unit

Dr. Alefando Melara-Croup Coordinacion Ejecutive y Desarrollo Institucional (GCEDI)
Dr. Jose Annibal Funes-GCEDI

Dr. Alfredo Leon Padilla-GCEDI

Lic. Joselina Paz-GCEDI

DPr. Elio Sierra-Chief Planning Division

Dr. Anibal Mejia-Advisor Administrative Division

Lic. Luis Sarminto, Acting Chief, Health Education Unit

Lic. Maria Rosa Bonanno, Diarrheal Disease Unit

Lic. Maria Teresa Cerella, Diarrheal Disease Unit
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MOB REGION II:

Dr. Prospero Calix, Chief
Abelardo Martinez Ortega, Administrator
Rafael Hernandez, Coordinator of Continuing Education
Dra. Regina de Aguilar, Regional Epidemiologist
» Director Warehouse

MOH REGION V:

Dr. Rafael Rodriguez, Chief

Francisco Izaguirre, Administrador ;

Daniel Figueroa, Coordinator of Continuin; Education

Dr. Carlos Rivas Alvarado, Regional Chief, Epidemiology
Olimpia Lainez, Enfermera Regional

Dr. Napoleon Junera, Director Medico, Arez Tela

Ramon Donato Medina Paz, Supervisor of Vector Control, Area de Tela
Julio Roberto Ordonez, Tecnico en Refrigeracion

Ivan Hernandez Galeas, Mecanico II1

~Jose Ramon Cubas, Automotive Assistant

Ignacio Duarte, Mecanico II

Juan Zalavarria, Electro Mechanico 111

Carlos Javier Elvir, Coordinator of Health Promoters, Area Il

MOH REGION VI:

Dr. Arnulfo Bueso, Chief
» Regional Nurse
, Regional Continuing Education Coordinator
, Warehouse Chief

ACADEMY FOR EDUCATIONAL DEVELOPMENT:

Dr. William Smith, Project Manager, PROCOMS, I and II
Lic. Jose Ignacio Mata, Mass Media Advisor

MANAGEMENT SCIENCES FOR HEALTH

Ing. Tony Flores, Maintenance Adviser

Lic. Rodolfo Magana, Logistics Adviser

Lic. Julio Castellon, Regional Management Adviser

Dr. Carlos Tobon, Planning Adviser, Supervision Workgroup
Lic. Rodrigo Cabrera, Continuing Education Adviser

Dr. Fred Hartmann, Chief of Party

Dr. James Foreit, Family Planning IMCH Advisor

Dr. Karen Foreit, Operations Research Advisor

John Holley, Planning and Management Advisor

MINISTRY OF FINANCE:

Lic. Gloria de Castro, Analyst Credito Publico
Lic. Yolanda De Castro, CWU, Budget Office
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OTBER:

Dr. Jeff Stivers, Malaria Advisor
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