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onduras has an area of 112,492 km? consisting mostly of mountainous terrain, with

19 river basins. The country lies in the heart of Central America. It is bounded on the

north by the Caribbean Sea, on the south by the Gulf of Fonseca (the Pacific Ocean)

and El Salvador, on the east by Nicaragua, and on the west by El Salvador and Guatemala. Admin-

istratively, it is divided into 18 departments, 298 municipalities, more than 3,000 villages, and

more than 30,000 caserios (hamlets, or settlements with fewer than 1,000 residents each).

GENERAL CONTEXT AND HEALTH
DETERMINANTS

Social, Political, and Economic Determinants

Honduras is an independent, democratic republic with three
branches of government: the executive, the legislative, and the
judicial. The President of Honduras is also the Head of State.
Each department is headed by a governor appointed by the Pres-
ident. The municipalities are governed by a municipal corpora-
tion headed up by the mayor, whose members are elected by
popular vote.

The country has a centralized government, but is currently in
the process of gradually transferring power to municipal govern-
ments under the Municipalities Act. Each cabinet ministry, or
Secretaria de Estado, is in charge of a different sector of activity,
and some are decentralized along geographic lines into a network
of regional offices. The Ministry of Finance administers govern-
ment revenues, overseeing tax collection activities through its re-
gional offices. The Minister in charge of the Office of the Presi-
dent coordinates development planning and management efforts
on the advice of an economic cabinet and a social cabinet con-
sisting of the Ministers of Health, Education, and Labor. The so-
cial cabinet is in charge of making proposals to the President for
social policy measures. As a local government authority, each
municipality is free to formulate and manage its own develop-
ment programs. Health policy is incorporated in national pro-
grams through strategic plans and programs. In general, the
needs of the Honduran population are met by central or munici-
pal government services, autonomous government enterprises,
private for-profit enterprises, and nonprofit organizations.

With an external debt burden of more than US$ 4 billion up
until 2005, Honduras was included in the Heavily Indebted Poor
Countries (HIPC) initiative. That year, several governments for-
gave close to 15% of Honduras® debt, with the possibility of an-
other 45% being waivered, on the condition that these funds be
reallocated to projects within the country’s Poverty Reduction
Strategy (PRS) framework (1).

The Government, elected in November 2005 placed high pri-
ority on implementing the PRS established in August 2001,
with the objective of ending the country’s long historic cycle of
poverty and inequality. Implementation of the PRS has presented
a number of challenges, the most important of which involve se-
curing sufficient support from national stakeholders and the un-
certainty over the progress of program implementation. On the
other hand, the PRS has engendered major improvements in
budget management, thereby increasing the feasibility of the
poverty reduction goal (2). The program area for increased and
better access to health care services accounted for 22% of anti-
poverty spending under the PRS in the first quarter of 2005, or
the equivalent of 1.8% of GDP (3).

With a per capita gross national income of US$ 1,030 in 2004
(4), slightly more than two-thirds of the country’s population was
living in poverty and half of the population was living in condi-
tions of extreme poverty. The situation was even worse in rural
areas, where 75% of the population was living in extreme poverty
(5). The ratio between the incomes of the richest and poorest
quintiles in 1999 was 59:3 (6).

The limited access of rural farmers to productive resources
and basic services fuels poverty, food insecurity, and internal
and international migration. Open unemployment, which went
from 3% to 6% between 1999 and 2004, and high levels of “in-
visible” underemployment (full-time workers earning less than
the minimum wage), peaking at 29.6% in 2004, also help per-
petuate poverty (7). The maquiladora assembly industry; the
sector of micro-, small-, and medium-sized enterprises; and re-
mittances from family members in the United States are three
important sources of income and food security. Maquiladoras
employed close to 130,000 workers in 2004, 80% of whom were
women (8). Likewise, annual remittances from the United States
jumped from US$ 883 million in 2003 to nearly US$ 1.82 billion
in 2005 (9).

According to an unmet basic needs assessment conducted in
2001, 10.7% of all households surveyed had children not attend-
ing primary school, 18.0% had no household connection to a
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water supply system, 31.7% lacked proper sanitation facilities,
16.8% were living in overcrowded conditions, and 21.2% had no
livelihood (10). These averages for national indicators mask the
even lower values associated with municipalities in western Hon-
duras and the La Mosquitia area (department of Gracias a Dios).

Despite an improvement in many social indicators over the
past 10 years, it is uncertain whether the country can achieve the
Millennium Development Goals (MDGs) and its PRS objectives.
One stumbling block is the pervasive corruption at all levels of the
public and private sectors, which the public perceives as an obsta-
cle to good governance and socioeconomic development (11).

While the adult literacy rate is 80% nationwide and 72% in
rural areas, there are no figures available regarding functional lit-
eracy. The average number of years of primary school attendance
is 6.2 at the national level and 4.5 in rural areas. However, there
are significant disparities in these indicators from one depart-
ment to another, with the lowest values once again being associ-
ated with western Honduras (10). The school attendance rate at
the primary level was 65.9% in 2003.

The main sources of insecurity are drug traffickers and crim-
inal gangs engaged in kidnapping, stealing vehicles, and “settling
scores” There are no anti-gang policies in place, only reactive
measures such as the Anti-Gang Act of 2003 which, while initially
effective in lowering the number of homicides, includes no
strategies to ensure long-term sustainability.

Demographics, Mortality, and Morbidity

The country’s population grew by more than 600,000 inhabi-
tants between 2001 and 2005, by which time it had topped the
7 million mark. Despite the steady decline in the annual rate of
population growth, Honduras expects to add nearly 1 million in-
habitants by the year 2010 and projects life expectancy to steadily
increase while the share of its rural population continues to de-

cline (Table 1). The structure of the population in 1988 and 2005,
by age and sex, is presented in Figure 1; it depicts a high propor-
tion of young people and growing numbers of older adults (even
though the dependency ratio remains high).

According to the 2001 census, the total fertility rate ranged
from 3.2 children per woman in Francisco Morazdn Department,
which includes Tegucigalpa, the nation’s capital, to 6.3 in Lem-
pira, one of the country’s poorest departments. The declining
birth and general mortality rates rank the country’s demographic
transition as moderate (10).

The crude mortality rate for 2005 put the number of annual
deaths at approximately 35,000. According to data developed by
the National Statistics Institute based on information from the
National Registry of Individuals (Vital Statistics for 2003-2005,
internal documentation), the non-reporting rate for mortality
data, which hovered around 50% for decades, dropped to 42% in
2004 and to 37% in 2005, with departmental margins of differ-
ence of anywhere from 15% in Choluteca to 85% in Gracias a Dios
for the last year of the reference period (personal communica-
tion, 25 July 2006). However, the coverage and quality of the med-
ical registry for causes of death are still poor, making it difficult
to establish national and by age and by sex mortality profiles. The
only available profiles are based on mortality registries from the
Ministry of Health and Honduran Social Security Institute
(IHSS) hospitals, representing only 20% of the estimated annual
number of deaths nationwide (Table 2).

The country has a long history of natural disasters such as
hurricanes, droughts, seismic events, floods, and landslides that
have resulted in thousands of deaths, heavy infrastructure dam-
age, and obstacles to development. Approximately 20% of the
population lives in disaster-prone areas. The areas most vulnera-
ble to hurricanes and flooding are the Atlantic islands and north-
ern coastal lowlands, where there has been a heavy concentration
of new settlements over the past few years. The eastern and west-

TABLE 1. Selected demographic information, Honduras, 2001, 2005, and projections

for 2010.
2001 2005 2010
Total population (number of persons) 6,530,331 7,197,303 8,045,990
Under 15 years of age 2,122,205 2,911,873 3,087,979
Over 64 years of age 239,994 278,762 332,554
Rural population (%) 53.7 51.3 48.7
Annual growth rate (%) 25 24 2.1
Total fertility rate 41 3.79 34
Crude mortality rate 5.2 49 4.6
Crude birth rate 328 30.8 27.8
Life expectancy at birth (years) 70.8 72.1 73.6
Men 67.5 68.7 70.1
Women 743 75.7 71.2
International migration rate -2.5 -2.2 -2.2

Source: Instituto Nacional de Estadisticas (INE). Proyecciones de Poblacion 2001-2015. Tegucigalpa: INE; 2004.
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FIGURE 1. Population structure, by age and sex, Honduras,
1988 and 2005.
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ern parts of the country have also sustained earthquake damage.
Tegucigalpa, and, to a lesser extent, the northern and western
reaches of the country, are at the highest risk of landslides caused
by heavy rains and by severe environmental degradation.
Droughts have had a severe negative impact on the Honduran
household economy, particularly in the southern part of the
country. Their impact on water supply is felt nationwide, with
the drawdown and, in some cases, total depletion of surface and

TABLE 2. Leading causes of mortality?, Honduras, 2004.

% total

Causes deaths??
Certain conditions originating in the perinatal period 18.8
Congenital malformations, deformations,

and chromosomal abnormalities 6.3
Diabetes mellitus 5.6
Cerebrovascular diseases 5.0
Events of undetermined intent 46
HIV disease 44
Influenza and pneumonia 43
Chronic lower respiratory diseases 4.0
Cirrhosis and other diseases of the liver 3.6
Ischemic heart diseases 3.1

aBased on Ministry of Health and IHSS hospital data only.

PRepresents only 20% of estimated annual number of deaths nationwide.

Source: Pan American Health Organization/World Health Organization-
Honduras.

groundwater resources and the imposition of harsh rationing
measures. The risk of drought may be heightened by unregu-
lated human activity, which speeds up soil erosion and water-
shed degradation. More than 80,000 hectares of forest lands are
lost every year, mainly in the southern and western parts of the
country but also, to a lesser extent, in the central and eastern
regions.

HEALTH OF POPULATION GROUPS

Children under 5 Years Old

Population projections based on the 2001 census put the in-
fant mortality rate at 34 per 1,000 live births in 2001 and 30 per
1,000 live births in 2005 (12). Figure 2 illustrates the steady trend
in infant mortality for both sexes that took place between 1990
and 2005. There are large variances between municipalities, with
figures ranging from 17 per 1,000 live births in José Santos
Guardiola (Islas de la Bahfa) to 82 per 1,000 in Dolores Merendén
(Ocotepeque) (Figure 3). The last census and recent family health
surveys all show a high correlation between infant mortality lev-
els and the mother’s level of poverty and education. Thus, ac-
cording to the findings of the 2001 National Epidemiological and
Family Health Survey, the reduction in infant mortality rates
during the final 15 years of the 20th century was achieved at the
cost of a decline in so-called “high” socioeconomic status (with
household socioeconomic status measured by a goods and ser-
vices index consisting of nine household features or possessions:
piped water, a toilet, electricity, a radio, television, refrigerator,
telephone, personal vehicle, and an electric or gas stove. House-
hold status was classified as “low” in the case of households pos-
sessing zero to two of these items, “medium” in the case of house-
holds with three to six items, and “high”in the case of households
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FIGURE 2. Infant mortality trends, Honduras, 1990-2005.
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FIGURE 3. Lorenz curve for infant mortality, municipal-level variances, Honduras, 2001.

107
091
081
07
061 s
051 v

0.4

0.3 1

Cumulative percentage of infant deaths

0.2 1

0.1+

0.0 T T T T T T
0.0 0.1 0.2 0.3 0.4 0.5 0.6 0.7 0.8 0.9 1.0

Cumulative percentage of live births

with seven to nine items) (13). The survey also found that the According to 2001 census data, mortality rates for children
decline in infant mortality rates came at the cost of the post- under age 5 were higher in municipalities in the western part of
neonatal mortality component, with no change in the level of the the country. An extrapolation of the pattern of mortality for chil-
neonatal component. dren in this age group since 1988 shows that, more than likely, at
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the current rate of decline, Honduras should meet the infant mor-
tality target established by MDG 4 (reduce by two-thirds the mor-
tality rate for children under age 5) by the year 2015. In the ab-
sence of vital statistics data, population surveys identify the
leading causes of death as trauma/asphyxiation and low birth-
weight during the neonatal period, acute respiratory infections
and acute diarrheal diseases during the postneonatal period, and
acute diarrheal diseases and acute respiratory infections among
children ages 1-4 (13). This mortality profile is consistent with
health services statistics, which identify acute respiratory infec-
tions and diarrheal diseases as being the leading causes for seek-
ing health care for the under-5 age group (14). The 2001 National
Epidemiological and Family Health Survey found nearly one in
five children under the age of 5 suffering from diarrhea that year,
with an upward trend in prevalence rates over the previous 10-
year period. The highest prevalence rates were associated with
children aged 12-23 months and children of mothers without for-
mal schooling or of mothers with only a primary-level education
(13). Exclusive breast-feeding rates during the first five months of
life were as high as 35%, even though 10% of infants in this age
group were never breast-fed. A third of all children under age 5
suffered from iron deficiency and chronic malnutrition (13).

Children 5-9 Years Old

Stunting (low height for age) was present in slightly more than
a third of schoolchildren ages 6-9 in 2001, affecting more males
than females, and disproportionately affecting 9-year-olds and
children living in rural areas. The rate of severe stunting in
schoolchildren was 11.8%, ranging from a low of 0% in the mu-
nicipality of Guanaja (Islas de la Bahfa) to a high of 59.4% in San
Francisco de Opalaca (Intibucd) (15).

Adolescents 10-14 and 15-19 Years Old

The median age of adolescents at the time of their first sexual
experience was 18 for females and 17 for males. Nearly one-third
of teenage girls were pregnant in 2001. The fertility rate for 15-19-
year-old girls was 137 births a year per 1,000 population up to the
year 1999 and had remained unchanged since 1986 (13).

Adults 20-59 Years Old

In 2001, women in the 20-24- and 25-29-year-old age groups
had the highest fertility rates, at 229 and 202 children per 1,000
women, respectively (13). The use of contraceptive methods has
been on the rise over the past several decades, particularly by
women, with a sizeable percentage of males aged 15-44 adhering
to their traditional gender-influenced role in matters of sexual
and reproductive health and in household decision-making (16).

Data for 2001 showed 85% of pregnant women were receiving
prenatal care; half of these services were being performed in

Ministry of Health facilities, and 56% of intakes of pregnant
women for prenatal care took place during the first trimester of
pregnancy. Anemia was present in 15% of nonpregnant women
and a third of pregnant women, but only 41% of this latter group
took iron supplements and 32% took folic acid (13). The share of
women with access to Pap test screenings increased from 50% to
61% between 1996 and 2001; the largest increase was recorded
among women in rural areas. However, challenges remain re-
garding the timely availability of test results, particularly in rural
areas (13).

The most recent data available put maternal mortality rates for
1990 and 1997 at 182 and 108 per 100,000 live births, respectively
(17). According to maternal mortality surveillance system data,
most deaths in 2004 and 2005 involved young women between
19 and 35 years of age without formal schooling or with only a
primary-level education and occurred during labor or the imme-
diate puerperium (18). The leading causes of maternal mortality
were hemorrhaging and hypertensive disorders, and a study of the
proximate causes of death showed serious limitations as regards
access to quality health care. These factors indicate that Honduras
will need to overcome significant obstacles if it is to achieve MDG
5 (improving maternal health) by the year 2015.

Persons with Disabilities

There were 177,516 individuals (25.5 per 1,000 population)
affected by some type of disability in 2002. The most common
disabilities were related to mobility, dexterity, and vision (19).
There were large differences in the numbers of men and women
with upper-limb amputations, dementia, and chronic depres-
sion, with more males affected than females. The leading causes
of disabilities were common diseases, congenital disorders, acci-
dents, and violence. The age group most affected by disabilities
was the population aged 18-64, including both males and fe-
males, with the western departments of Ocotepeque, Santa Bdr-
bara, Lempira, and Copdn reporting the largest number of per-
sons with disabilities.

Ethnic Groups

Over half a million Hondurans are of indigenous or African
descent. There are nine culturally differentiated ethnic groups:
the Lenca, Chort{, Tolupdn, Tawahka, Garifuna, English-speaking
Black, Pech, Ndhuatl, and Miskito. The health status of these
groups reflects their impoverishment, lack of access to basic
services, and limited social participation. Of special concern are
the high prevalence of Chagas’ disease among the Tolupdn in cen-
tral Honduras, the Lenca in the southwest, and the Chortf in the
northwest; the surge in the incidence of HIV/AIDS among the
Garifuna on the country’s northern coast; and the high preva-
lence of accidents due to unprotected immersion among the
Miskito people of Gracias a Dios.
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HEALTH CONDITIONS AND PROBLEMS
COMMUNICABLE DISEASES

Vector-borne Diseases

After a surge in 2002 to nearly 32,000 cases, mostly in large
cities, the number of cases of dengue fell and stabilized at ap-
proximately 19,000 per year in 2004 and 2005; 10% of the cases
were identified as hemorrhagic dengue fever.

Malaria, largely that spread by the Plasmodium vivax vector,
is endemic in Honduras, primarily affecting the northern and
eastern parts of the country. There are 25 municipalities with a
combined population of close to 350,000 showing rates of more
than 1,000 cases per 100,000 population.

Of the nearly 1,000 cases of leishmaniasis reported in 2004,
96% involved cutaneous leishmaniasis; the remainder was asso-
ciated with the mucocutaneous and visceral forms of the disease.
The departments of Olancho, Choluteca, and Coldn accounted for
66% of all cases (20).

There has been a significant improvement in the differentia-
tion of Rhodnius prolixus- and Triatoma dimidiata-transmitted
Chagas’ disease. According to National Chagas’ and Leishmania-
sis Program data for 2004, a serologic survey of blood samples
from schoolchildren under 15 years of age yielded a seropreva-
lence rate of 29% in La Paz and figures of from 3% to 7% in
Copén, Lempira, Intibucd, Yoro, and Santa Bdrbara (personal
communication, 2 July 2005). Data produced by the Central Ref-
erence Laboratory for Chagas’ Disease and Leishmaniasis, the
Laboratory and Blood Bank Network, and the Honduran Red
Cross put the seroprevalence rate in blood donors at just over 1%
(personal communication, 2 July 2005).

Vaccine-preventable Diseases

The decline in the number of cases of vaccine-preventable dis-
eases in the last two decades of the 20th century was impressive,
particularly as regards diseases prevalent among children under

the age of 5. This decline is directly related to the gradual intro-
duction of new vaccines as part of the national immunization
program and the high vaccination coverage rates for children,
women, and other at-risk groups. Table 3 presents a breakdown
of vaccines introduced over the 1977-2003 period, along with the
corresponding target population. Despite this progress, areas re-
main with a high prevalence of rubella, mumps, and hepatitis
A. There has been an impressive decline in the incidence of
neonatal tetanus in recent years. No cases of diphtheria have
been reported since 1981, no cases of polio since 1989, and no
cases of measles since 1996.

Intestinal Infectious Diseases

Of all reported cases of acute diarrhea each year, 77.0% in-
volve children under the age of 5, with a prevalence rate of 22.5%
in this age group and even higher rates in urban areas excluding
Tegucigalpa and San Pedro Sula and rural areas, particularly La
Mosquitia (Gracias a Dios). The most affected age group is that of
children ages 6-23 months. Most children under age 5 suffering
from diarrhea are treated with drugs (41.5% with pills, 37.1%
with antidiarrheal medications, and 19.6% with antibiotics).
During the last outbreak of diarrhea in 2001, 29.6% of children
were given oral rehydration salts (Litrosol). That year, just over
half the children suffering from diarrhea were fed less or pre-
vented from eating certain solid foods during the diarrheal
episode (13).

Chronic Communicable Diseases

Tuberculosis-associated morbidity slowly declined from 72
per 100,000 population in 1993 to 50 per 100,000 population in
2004; 54% of all cases occurred among males. However, the fre-
quency of respiratory symptoms detection doubled over this
same period. The incidence of tuberculous meningitis has re-
mained under 1% since 1992. According to National Tuberculosis
Control Program data from a 2004 assessment, the incidence of
HIV/tuberculosis coinfection has been on the rise since 1986.

TABLE 3. Vaccines included in national vaccination program, by year of introduction,

Honduras, 1977-2003.

Year Vaccine Target population
1977 BCG, OPV, DPT, measles Children under age 1
1977 Tetanus toxoid (TT) Pregnant women

1990 1T Females ages 12-49
1994 Hepatitis B At-risk groups

1995 Yellow fever International travelers
1997 Measles, mumps, rubella (MMR) Population aged 12-23 months
1998 Td (in lieu of TT vaccine), measles and rubella (MR) Females ages 12-49
1999 Haemophilus influenzae type b (Hib) Children under age 1
2000 DPT/HepB/Hib Children under age 1
2001 IPV and DT, pediatric At-risk groups

2003 Influenza At-risk groups
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FIGURE 4. New AIDS cases, by year and sex, Honduras, 1985-2005.
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After a two-year hiatus, the National Leprosy Program reiniti-
ated its activities in 1998 and, by late that year, had followed up
on 78 patients, 13% of whom were still receiving multidrug ther-
apy. The number of cases dropped to 72 the following year and
stood at 35 by 2003.

Acute Respiratory Infections

Acute respiratory infections, including pneumeonia, are still a
leading cause of morbidity in children under age 5, particularly
in the poorest municipalities in the country’s western region. Ac-
cording to the findings of a 2001 survey of mothers who had lost
children under 5 years of age, acute respiratory infections ac-
counted for one out of every three deaths of children between the
ages of 1 and 11 months and one out of every five deaths of chil-
dren between 1 and 4 years of age (13).

HIV/AIDS and Other Sexually Transmitted Infections
AIDS has been present in Honduras since 1985. As of the end
of 2005, there were just over 17,000 cumulative AIDS cases, with
970 new cases diagnosed in the year 2004 (for an incidence rate
of 138 per 1 million population). San Pedro Sula and Tegucigalpa
accounted for 40% of the new AIDS cases reported in 2005. The
male-female ratio went from 2:1 to 0.95 at the beginning of the

1995 1996 1997 1998 1999 2000 2001 2002 2003 2004 2005

last decade. Figure 4 shows the number of new AIDS cases, by
year and sex, for the 1985-2005 period. The most affected age
group was the population 25-34 years old, and the principal
mode of transmission was heterosexual relations (88%). Nine
percent of all new cases were due to perinatal exposure.

Zoonoses

The importance of rabies as a public health issue has steadily
declined over the past decade due to high canine vaccination cov-
erage. There have been no reported cases of canine rabies since
2003 and no cases of human rabies since the year 2000. There
have been reports of isolated cases of rabies in cattle (one case in
2004 and another in 2005) (21).

NONCOMMUNICABLE DISEASES

Metabolic and Nutritional Diseases

A third of all Honduran children under age 5 are suffering
from iron deficiency and from chronic malnutrition (13). The
country was certified as virtually free of iodine deficiency disor-
ders in 2002.
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Various studies conducted between 2001 and 2004 found
2%-4% of children under age 5 suffering from obesity. Another
survey of schoolchildren in Tegucigalpa found 20% affected by
overweight and obesity problems. Meanwhile, a study of risk fac-
tors associated with diabetes mellitus and arterial hypertension
in the adult population of Tegucigalpa in 2003 and 2004 found
36% of the subjects suffering from overweight and another 23%
suffering from obesity (22). The study put the prevalence rate for
diabetes mellitus at 7.8%, meaning that there were nearly 39,000
residents with diabetes in the nation’s capital, 42% of whom were
not even aware of their condition. The Ministry of Health put the
incidence of diabetes in 2004 at 593 per 100,000 population.

Cardiovascular Diseases

The same study of risk factors associated with diabetes and
hypertension found 19% of Tegucigalpa’s adult population suffer-
ing from arterial hypertension, 53% with elevated total choles-
terol levels, 37% with high LDL cholesterol levels, 34% with low
HDL cholesterol levels, and 29% with elevated triglyceride levels.
According to Ministry of Health data records, the incidence of hy-
pertension in 2004 was 1,681 per 100,000 population.

Malignant Neoplasms

The National Cancer Program identified the leading cancer
types in 1998 as being uterine, breast, skin, stomach, and ovarian.
Data for 1998-2003 from the Emma Romero de Callejas Cancer
Center, half of whose cases come from the department of Fran-
cisco Morazdn, identified the most frequently occurring malig-
nant cancers as being cervical (24.4%), breast (13.9%), brain
(5.2%), and lymphoid leukemia (3.5%). Most cases of cervical
cancer involved women between the ages of 35 and 54 who were in
stages II or III, while 60% of breast cancer cases involved women
between the ages of 40 and 59 in stages II or III. A population-
based cancer registry was recently established by the Cancer Cen-
ter with the goal of improving the capacity to monitor trends and
patterns over time and thus better understand and address the na-
tional cancer burden.

OTHER HEALTH PROBLEMS OR ISSUES

Disasters

Since Hurricane Mitch in 1998, which affected countless lives
and household economies, Honduras has not experienced an-
other natural disaster of similar magnitude. However, numerous
smaller hurricanes and storms cause fatalities and leave thou-
sands of residents homeless every year. The most notable of these
events were hurricanes Adrian and Beta, which struck in May and
October of 2005, respectively, destroying homes and crops in Gra-
cias a Dios, Atldntida, and Coldn.
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Violence and Other External Causes

Social insecurity, including homicides, suicides, traffic acci-
dents, and gender-based violence, continued to rise during the
2001-2005 review period. According to the Criminal Investiga-
tions Bureau (DGIC), the largest numbers of complaints filed in
2003, in descending order, involved crimes against women,
crimes against minors, and attempted homicides. Reports by the
DGIC and the Department of Forensic Medicine attached to the
Attorney General’s Office show most violent deaths occurring in
large cities, with 43% caused by gunshot wounds and involving
mostly males and young adults aged 20-35 (23).

According to the DGIC, 8,877 complaints of domestic violence
were filed between January and November of 2004. In 95% of the
complaints, women were the victims; and in 94% of the com-
plaints, the aggressors were male. Violence between intimate
partners was responsible for 49% of the reported incidents, and
in 74% of the cases, the violence occurred in the home. Many
cases of domestic violence are believed to go unreported, al-
though the establishment over the last few years of specialized
prosecutors’ offices for dealing with domestic violence cases has
boosted the number of reported cases. During January and No-
vember of 2004, 394 women died as a result of instances of do-
mestic violence.

The availability of data on accidents and other injuries is ex-
tremely limited and the data itself fragmented in nature. A re-
cently established violence observatory bases its information on
injuries from external causes on data from the Teaching Hospital
in Tegucigalpa, where 3,704 injuries of this type were recorded
during the first quarter of 2006; 51.3% of the injuries were acci-
dental, 12.2% were caused by traffic accidents, 8.2% were inten-
tional or caused by violence, 0.6% were self-inflicted, and 27.6%
were of unspecified origin. A breakdown by gender revealed that
67.5% of all such injuries involved males and 32.5% involved fe-
males. The 5-14-year-old and 15-24-year-old age groups were
the two groups most affected by injuries. Most intentional in-
juries were caused by a sharp object (34.4%), firearms discharge
(24.9%), or a blunt object (23.3%), with most assaults being asso-
ciated with attempted robberies (36.1%) or fights (24.9%) (24).

RESPONSE OF THE HEALTH SECTOR

Health Policies and Plans

Article 145 of the Honduran Constitution recognizes the pub-
lic’s right to health protection and establishes the State’s respon-
sibilities in this area. Other relevant national legislation includes
the Civil Service Act, the Health Code and its accompanying reg-
ulations, the Environment Act and its implementing regulations,
the Children’s and Adolescents’ Code, the Domestic Violence Act,
the Equal Opportunities Act for Women, and the Special HIV/
AIDS Act.
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The Health Code stipulates that the health sector consists of
public and private and national and international institutions
and organizations providing health-related services. The Min-
istry of Health governs and regulates the sector, coordinates all
health-related activities, sets health priorities, and charts the
course of development efforts in the public and private subsec-
tors. It formulates national plans and programs, establishes es-
sential public health functions, issues regulations, and oversees
and evaluates compliance with these, particularly as regards food-
stuffs, beverages, drugs, cosmetics, hazardous substances, and
medical facilities.

The current regulatory framework accords the Ministry of
Health rather broad, detailed legal authority to effectively exer-
cise its oversight functions. However, existing regulatory instru-
ments are extremely fragmented, and the scope of the current
Health Code is somewhat limited in light of the challenges pre-
sented by health sector reform and its implementation process.
Clearly, there is a need for updated legislation and a more com-
prehensive legal framework better aligned to health sector re-
form priorities and goals.

Since 2005, the main functions of the Health Regulation De-
partment have been the monitoring and regulation of health-
related products, services, and facilities. To this end, it serves as
the focal point for standard-setting, overseeing health system fa-
cilities, and enforcing applicable sanctions under existing regula-
tions. The evaluation of essential public health functions under-
scored the existence of sound basic and subsidiary standards
while, at the same time, highlighting the extent of noncompliance
with these standards due, in part, to a lack of trained human re-
sources. Areas considered especially weak were professional cer-

tification and facilities accreditation procedures, performance
monitoring procedures for contracts with private services
providers, and air and water quality control procedures.

Health Strategies and Programs

A number of policies and strategies formulated over the past
few years have sought to improve health services coverage and
otherwise extend the social safety net through health protection
strategies. However, a large percentage of the population is still
excluded from health services coverage, due to barriers to ser-
vices access, inadequacies in continuity and the provision of vi-
able and financially sustainable services, and/or the lack of cul-
turally appropriate services which recognize and respect
traditional ethnic values. Excluded population groups include
the poor, rural residents, the indigenous population, and the un-
employed, the underemployed, and workers in the informal sec-
tor. Table 4 presents the leading indicators of exclusion in health.

The Poverty Reduction Strategy has been unsuccessful in ad-
dressing the contributing factors to social exclusion. The most re-
cent PRS progress reports show extremely slow progress in ad-
dressing poverty, health, water supply, and sanitation issues,
indicating the need to revamp existing programs in these areas.

Likewise, policies designed to expand the social safety net
have yet to make significant progress toward ensuring this type
of protection for targeted population groups. While the THSS has
seen a sizeable expansion in its contributing base, the size of its
beneficiary population increased by only around 3% between
2002 and 2004. Moreover, underemployment and informal

TABLE 4. Leading indicators of exclusion in health, by type, Honduras, 2004.

Percentage

Coverage

Population without health care 30.1

Population without health insurance 83.1
Financial and work-related accessibility

Households living under poverty line 64.5

Population with per capita income under US$ 1/day 411

Workers employed in the informal sector 55.9
Cultural accessibility

llliteracy among ethnic population 38.1

Average number of years of formal schooling among ethnic population 2.2
Structure

Number of physicians per 1,000 population 0.8

Number of beds per 1,000 population 0.6
Processes

Home deliveries 456

Pregnant women without health care during first trimester of pregnancy 43.6

Households without indoor plumbing 26.0

Source: Pan American Health Organization. Exclusion in Health in Latin America and the Caribbean. Washington,

D.C.: PAHO, 2004.
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employment levels continue to rise to the detriment of the formal
employment sector.

The Ministry of Health conducted a second national evalua-
tion of essential public health functions in March 2003. The func-
tions in which performance was judged to be best were EPHF11
(reducing the impact of emergencies and disasters on health),
EPHF?2 (public health surveillance), and EPHF10 (public health
research). The functions in which performance was deemed to be
poorest were human resources development and training in pub-
lic health (EPHES8), ensuring quality in personal and population-
based health services (EPHF9), development of policy, plan-
ning, and managerial capacity to support public health efforts
(EPHF5), capacity-building for public health regulation and en-
forcement (EPHF6), and evaluation and promotion of equitable
access to basic health services (EPHF7). Performance was deter-
mined to be intermediate as regards EPHF4 (social participation
and empowerment of citizens in health-related issues), EPHF1
(health situation monitoring and analysis), and EPHF3 (health
promotion).

The Ministry of Health is responsible for the framing and im-
plementation of major health strategies at the national and local
levels. To this end, its central headquarters regularly carries out
health programs, oversees regulatory issues, and provides techni-
cal support to its own regional offices, the IHSS, and the private
subsector.

Strategies geared to preventing and controlling major health
problems include reduction of infant and maternal mortality and
malnutrition rates, measles eradication, rubella elimination, en-
suring the continued eradication of polio, control of transfusional
transmission of diseases, increased emphasis on comprehensive
child health care and expansion of the Integrated Management of
Childhood Tllness (IMCI) component within child health ser-
vices, participation in the Roll Back Malaria and Stop TB initia-
tives spearheaded by the Pan American Health Organization/
World Health Organization (PAHO/WHO), and control of sexu-
ally transmitted infections and Chagas’ disease. The synchro-
nization and coordination of efforts by different international
cooperation agencies and the Ministry of Health in controlling
Chagas’ disease, with the PAHO/WHO-Honduras country office
serving as the technical secretariat of this effort, has been partic-
ularly noteworthy and led to significant achievements.

Despite the successes recorded to date, a persistent obstacle is
the country’s medicalized health care model with an emphasis on
recuperative care and only a very limited preventive health com-
ponent; this is, in turn, a byproduct of the educational and train-
ing models that continue to be used for incoming health profes-
sionals and those updating their skills.

Organization of the Health System
The health sector consists of the Ministry of Health, the Hon-
duran Social Security Institute, and the private subsector, with
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weak functional links between these entities. Until 2004, for ad-
ministrative purposes, the Ministry of Health had been orga-
nized into eight health regions which, in turn, were subdivided
into health districts, with the latter holding jurisdiction over out-
patient facilities such as physician- and dentist-manned health
centers, and rural health centers, and hospitals (with the excep-
tion of the six national hospitals attached directly to the Min-
istry’s central headquarters). In May 2004, the Ministry was re-
organized along functional lines and 18 Departmental Health
Regions were created to coincide with the country’s political-
administrative subdivisions. In addition, two Metropolitan
Health Regions were created: one in the municipality of the Dis-
trito Central, of which Tegucigalpa forms a part, as the depart-
mental capital of Francisco Morazén, and one in the municipal-
ity of San Pedro Sula, capital of the department of Cortés.

The IHSS is a decentralized government agency governed by a
board of directors consisting of government representatives, em-
ployers, workers, and one member from the Honduran Medical
Association and managed by an executive director. Its central
level is divided into three national management offices, corre-
sponding to the types of benefits administered: maternity health;
disability, retirement, and death; and workers’ compensation.
THSS coverage is in the process of being expanded through a net-
work of public and private service providers and a national pro-
curement office for outsourced services.

The IHSS central headquarters in Tegucigalpa has operational
jurisdiction over the Central-Southern-Eastern Region including
Danli, Juticalpa, Choluteca, San Lorenzo, Tegucigalpa, Comaya-
gua, Siguatepeque, and La Paz. The service area of its Northwest
Regional Office based in San Pedro Sula includes San Pedro Sula,
Puerto Cortés, Copdn, Choloma, Villanueva, La Ceiba, Tela, Tocoa,
Roatdn, and Trujillo.

The IHSS delivers health care through in-house and out-
sourced services on three different levels: the primary level, pro-
viding family and community health services to enrolled social
security beneficiaries; the secondary level providing outpatient
and hospital care by referral; and the tertiary level consisting of
the Tegucigalpa and San Pedro Sula specialty hospitals, treating
patients referred by lower levels.

While only limited data are available, it is widely recognized
that the health sector is highly segmented. According to a recent
survey, 47% of the population visited a health facility when feel-
ing ill; of this group, 58% sought care at a Ministry of Health fa-
cility, 7% went to an THSS facility, 30% went to a private health fa-
cility, and the remainder consulted community health workers
and pharmacies (25).

As stipulated in Resolution No. 895, the purpose of the 2004
Ministry of Health restructuring program was “to strengthen the
administrative capacity of the . . . locally based health services
system.” Initially, the changes made in its administrative system
were designed to decentralize or, more specifically, to “deconcen-
trate” management. The Ministry of Health is mounting pro-
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grams geared to preparing local authorities to eventually take
over decentralized powers and functions. Deconcentration based
on a regionalization model transfers power mainly from the cen-
tral to the subnational level, with very limited transfers of power
to the local level. The public hospital network and operational
levels have financial management authority over a specified share
of financing to meet selected needs and are in charge of manag-
ing supplies and equipment. Some cooperation and investment
projects have delegated responsibilities to health units at the local
level, assigning them the necessary funding for such purposes.
As the core policy for health sector reform, decentralization is
possible only as part of a democratic process building solidarity
and, more importantly, strengthening social participation and
community empowerment. To this end, an effort is being made to
strengthen channels of communication between the central, sub-
national, and local levels. The municipalities are beginning to un-
dertake local health situation assessments with the involvement
of all segments of the local community and to formulate inte-
grated development plans.

Approximately 11% of the Honduran population and 37.1% of
the working population is covered by the IHSS public health in-
surance subsystem. The THSS provides health benefits to con-
tributing wage earners covering all health risks, and maternity
care and health care for children up to the age of 5 to indirect or
noncontributing social security beneficiaries. There is no private
social security coverage. There are 10 private insurance compa-
nies selling insurance plans covering medical care and hospital-
ization which are financed out-of-pocket by plan members; no
data is available regarding the percentage of the population cur-
rently covered under such plans. There are no public funding
mechanisms for private health insurance.

Public Health Services

Even though at one time Honduras was considered a model for
the implementation of the primary health care strategy, currently
major inequities in health care exist, community health workers
and promoters are being called upon to complement or substitute
for the limited availability of health services in some areas, and
with few exceptions, there is no inter-agency or cross-sector co-
ordination at any level. Moreover, large segments of the popula-
tion are excluded from reaping the benefits of appropriate health
technologies at an affordable cost.

Major ongoing health programs by the Ministry of Health in-
clude the HIV/AIDS Prevention Program, whose primary focus is
on prevention and education, and, more recently, on the provision
of antiretroviral drug therapy; the Sexually Transmitted Infec-
tions Control Program, which also includes a major educational
component and administers standardized treatment protocols;
the Tuberculosis Control Program, whose chief components are
early detection based on screening tests and standardized treat-
ment protocols and case follow-up; the Cervical Cancer Control

Program, which similarly emphasizes the importance of early
detection through screening interventions; the National Oral
Health Program, whose primary focus is community education
and awareness-raising through nationwide campaigns promot-
ing the use of fluoride and sealers and the provision of dental
checkups to schoolchildren and pregnant women; and the Ex-
panded Program on Immunization, which has achieved and sus-
tained national vaccination coverage rates above 95% over the
past several years. The Ministry of Health’s Comprehensive Fam-
ily Health Care Department administers women’s health pro-
grams (prenatal care, deliveries, postpartum care, and family
planning services), as well as those for children under the age of
5 and adolescents.

The weakness of the health information system in capturing
epidemiological surveillance, health services, and vital statistics
data is a serious problem in Honduras. The only available data for
measuring morbidity comes from Ministry of Health reports and
population surveys, while mortality weights are established
based on special studies. Major improvements in the National
Registry of Individuals helped reduce the underreporting of
births from 32% in 2002 to 8% in 2005. However, the problem of
underregistration of deaths persists, with a rate that stood at 37%
in 2005.

Most health information comes from routine data reporting
systems within the health services network, which includes out-
patient as well as hospital services. The result is fragmentary data
originating from a variety of intra- or interinstitutional sources.
The Ministry of Health has various subsystems for the recording
and transmission of data whose processing places additional
pressures on health services, with the same item of data some-
times taking different routes up to the central level. Most data are
compiled and transmitted in printed form, which hinders their
interpretation at higher levels. The variety of different data for-
mats and sources hampers data disaggregation, comparison, and
other statistical processes. Health surveillance is based solely on
data reported by Ministry of Health services, on the so-called
epidemiological warning or “telegram” system, and on monthly
transmissions of data regarding the status of 46 diseases or
events requiring obligatory reporting.

The second highest rated essential public health function in
2003 was that of public health surveillance (EPHF2), due largely to
the development of guides, the level of professional expertise, and
the support and assistance available at the subnational level. How-
ever, health situation monitoring and analysis (EPHF1), and in
particular, the development of technology, experience, and meth-
odologies for the management, interpretation, and communication
of information to those responsible for public health decision-
making, health care providers, and the population at large, were
shown to be areas where improvements needed to be made.

The Health Surveillance Office is establishing epidemiological
analysis units at the national, subnational, and local levels to
serve as data processing, data analysis, and decision-making
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entities. As part of this effort, the teams who will staff these units
are receiving capacity-building training and being provided with
the necessary geo-referenced data analysis tools. Mapping of
communicable disease risks is being undertaken, as well as the
development of a municipal health needs index for assessment of
six dimensions: access to water and sanitation services, urban
development (overcrowding), human capital (primary educa-
tion), access to health services (vaccination coverage), the supply
of health services (physician-patient ratio), and health status
(stunting in schoolchildren).

As regards the current status of water supply and sanitation
services, most of the general population has access to a safe water
supply, but less than half consumes properly disinfected water and
more than 90% of all water supply systems provide only intermit-
tent service. The coverage and quality of services delivery to the
country’s scattered rural and poor urban population are lacking.
There are very limited wastewater treatment facilities despite the
efforts made in several mid-size cities to build waste stabilization
ponds. Two-thirds of the nationwide population has some type of
excreta disposal facility, primarily latrines (35%), which are often-
times the only solution available in rural areas (26).

The Ministry of Natural Resources and the Environment and
the Pollutant Research and Control Center have an appropriate
legal framework in place and have been endeavoring to
strengthen environmental management by streamlining their
procedures and promoting decentralization. However, capacity-
building efforts for the monitoring and surveillance of health-
related environmental factors need to be stepped up to bolster
decentralization, intersectoral coordination, and institutional ca-
pacity. Until now, the coordination of these two entities with the
Ministry of Health has been more the result of special circum-
stances than the product of a collective policy framed in con-
junction with top decision-making authorities and implemented
by intermediate- and local-level officials.

In order to ensure sustainability, there is a real need for an in-
tegrated surface and groundwater resources protection and man-
agement plan. This requires institutional restructuring in keep-
ing with the provisions of the recently enacted Sector Framework
Law, along with a financing policy and a financially sustainable
services structure. Until the enactment of the Framework Law,
there was no oversight or regulatory agency in this sector. There
was, however, a wide variety of service providers, including the
National Autonomous Water Supply and Sewerage Service, mu-
nicipal government agencies and enterprises, semipublic enter-
prises,and a single private enterprise (in San Pedro Sula). Service
providers in rural areas include municipalities and the Ministry
of Health.

With municipal governments scheduled to take over responsi-
bility for services delivery beginning in 2008, local water and
sanitation authorities will need to build the necessary capacity,
particularly in the case of the smallest municipalities. Utility
companies will need to rectify their current lack of preventive
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maintenance procedures to reduce the vulnerability of water sup-
ply and sanitation infrastructure.

In the wake of the devastation caused by Hurricane Mitch in
1998, an effort was made to better organize sector mechanisms
for the prevention and mitigation of emergencies and disasters.
The health sector has established good inter-agency coordination
for alliance-building and adequate advisory assistance to the
subnational levels of government, and has developed a disaster
mitigation plan with appropriate policies and procedures. The
Ministries of Health and Agriculture are heading up efforts to
frame a National Influenza Pandemic Preparedness Plan.

The growth in international trade and travel has heightened
the risk of disease importation, particularly from neighboring
countries with which there is heavy freight, animal, and passenger
traffic. Over the past few years, Honduras has been on alert against
the possible introduction of SARS (severe acute respiratory syn-
drome), West Nile fever, and Venezuelan equine encephalitis into
the country. The global avian influenza threat could have a serious
impact on food safety and the national economy and, in the event
of an influenza pandemic, human morbidity and mortality would
likely far exceed the national response capacity.

Individual Care Services

According to data from a 2002 survey of health facilities, the
Ministry of Health has the country’s largest health facilities net-
work, with 28 hospitals and 1,241 outpatient or maternal and
child health care facilities. In addition to the two specialty hos-
pitals located in Tegucigalpa and San Pedro Sula, the INSS has
10 outpatient facilities, with plans for further expansion. In the
private subsector, nongovernmental organizations (NGOs) and
other agencies and organizations operate 108 hospitals and 820
outpatient facilities. As of 2002, the country had 6,659 beds (0.97
beds per 1,000 population); of these, 4,656 beds were located in
Ministry of Health facilities; 250 in THSS facilities; 1,652 in the
private for-profit subsector; and 101 in facilities run by NGOs
and other agencies and organizations.

A National Blood Council was established in 1997 and charged
with setting up a national blood system to ensure the population’s
access to an adequate supply of blood and blood products of ac-
ceptable quality. The regulations issued under the National Blood
Policy, enacted in 1998, contain general policies and guidance for
the utilization of blood and guidelines for the organization of a
national blood system, with the National Blood Council, the Na-
tional Blood Program, the Blood Bank Department within the
Ministry of Health, and the public and private hospital transfu-
sion services network serving as its implementing agencies. The
network includes 22 blood banks (16 public, 2 run by the Hon-
duran Red Cross, and 4 private) and 45 public and private trans-
fusion services. That same year, the Ministry of Health desig-
nated the Honduran Red Cross as the agency in charge of the
establishment, operation, and expansion of the National Blood
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serve as the blueprint for SWAp implementation.

Improving Health through Cooperation and the Sectoral Approach

More than half of the population of Honduras lives in poverty. The two most vulnerable population groups are the
indigenous and those of African descent, among whom obvious inequalities and disadvantages exist as regards eco-
nomic condition, level of education, and access to services. The situation is even worse in rural areas, where 75% of the
population is living in conditions of extreme poverty. The formation of sectoral committees as a tripartite discussion
forum for government, civil society, and cooperation agencies was designed as a tool to improve the efficiency and ef-
fectiveness of efforts to monitor progress in the national reconstruction and reform process and implementation of the
Poverty Reduction Strategy. The goal is to harmonize and improve planning, implementation, and management mech-
anisms and strengthen and ensure the rational financial management of resources in the education, health, water sup-
ply and sanitation, and agricultural sectors. The Ministry of Health and other interested stakeholders feel that the tran-
sition to a sector-wide approach (SWAp) is the best strategy for efficient budget management of health sector funding.
Moreover, the Ministry of Health has framed the National Health Plan 2021 and National Health Policy 2006-2010 to

Program (i.e., in charge of donor recruitment and selection, the
preparation of blood components, the performance of immuno-
hematological tests, the detection of infectious agents, and the
storage and shipment of blood and blood products). Technical
standards for the proper handling of blood and blood products
were approved in 1999.

The screening of 100% of blood donations nationwide in 2002
and 2003 revealed the continued prevalence of HIV (0.3% for
both years), hepatitis B (0.5% and 0.34%), hepatitis C (0.7% and
0.95%), and syphilis (1.2% and 1.31%). Screening tests for Try-
panosoma cruzi yielded a seroprevalence rate of 1.4% among
blood donors in 2003.

The country has high-tech laboratory and imaging diagnostic
services located mainly in private facilities in large cities. The
only specialized public facilities are the Thorax Hospital and the
Santa Rosita Psychiatric Hospital.

Health Promotion

In the 2003 essential public health functions evaluation, health
promotion (EPHF3) was considered to be an area in which na-
tional performance needed to be improved. While efforts con-
tinue to promote healthy behaviors and lifestyles, many chal-
lenges have resulted due to limited technical support at the
subnational and local levels, insufficient alliances-building ca-
pacity,and weaknesses in planning and coordination of informa-
tion and education strategies.

The formation of sectoral committees as a tripartite discus-
sion forum for government, civil society, and cooperation agen-
cies, designed as a tool to improve the efficiency and effectiveness
of efforts to monitor the national reconstruction and reform
process and implementation of the Poverty Reduction Strategy,
has proven its efficacy over time. The goal is to harmonize and

improve planning, implementation, and management mecha-
nisms and strengthen and ensure the rational financial manage-
ment of resources in the education, health, water supply and san-
itation, and agricultural sectors. The Government has decided to
chart national policy at the sector level, based on long-term
country programs rather than individual projects as it had been
doing in the past, in line with its series of Health Sector Policies
for 2002-2006, the Government Plan for 2002-2006, the Poverty
Reduction Strategy, the MDGs, and the National Health Plan 2021
and has set for itself the challenge of structuring all future plan-
ning on the so-called “sector-wide approach” (SWAp).

The Ministry of Health and other interested stakeholders feel
that the move to this approach is the best strategy for efficient
budget management of health sector funding. In their view, other
essential steps will include the designing of management tools to
facilitate efforts to monitor and evaluate progress, the implemen-
tation of sectoral strategies, the establishment of procedures to
ensure accountability, compliance with established standards for
each strategy, budget performance monitoring for national and
international cooperation funding, and an impact assessment of
this new work modality.

The Ministry of Health has framed the National Health Plan
2021 and National Health Policy 2006-2010 to guide Ministry of
Health and IHSS operations. These two tools are designed to
serve as the blueprint for implementation of the SWAp approach,
whose adoption is intended to ensure the most efficient use pos-
sible of available health sector funding and achievement of the
MDGs through the Poverty Reduction Strategy.

Human Resources
One of the country’s lowest-scoring essential public health
functions was that of human resources development and training

443



HEALTH IN THE AMERICAS, 2007. VOLUME II-COUNTRIES

in public health (EPHES). The most critical issues were the lack
of a workforce classification system and, more specifically, of a
staffing needs assessment, as well as a dialogue among academic
training facilities, other national government authorities, and
civil society for the framing of a national policy in this area.
Other shortcomings included the absence of a performance eval-
uation system for public health personnel and the lack of job sta-
bility, incentives, and continuing education opportunities.

The ratios of physicians, professional nurses, and dentists per
10,000 population are estimated at 8.7, 3.2, and 2.2, respectively,
taking into account the sum of human resources in public and
private health facilities. As the institution overseeing the coun-
try’s largest health facilities network, the Ministry of Health
would be expected to possess the largest share of human re-
sources. However, its ratios of physicians, professional nurses,
and dentists per 10,000 population are a mere 2.4,1.2,and 0.2, re-
spectively. There are also large geographical disparities in health
personnel deployment by department, with physician-patient ra-
tios varying from 5.6 per 10,000 population in Francisco
Morazdn to as low as 0.9 in Santa Bdrbara.

Health Supplies

There are 16,000 drugs currently available, most of which are
imported brand-name drugs. There has been some improvement
in the regulation of drugs, with all regulatory functions currently
being exercised solely by the Ministry of Health. Health surveil-
lance has been stepped up, particularly with respect to supervi-
sion of pharmaceutical establishments and the enforcement of
penalties, including the shutdown of pharmacies without ade-
quate management. Very few of the 67 existing pharmaceutical
firms are in compliance with Good Manufacturing Practices re-
quirements. To address drug supply problems, the Ministry of
Health plans to restructure the entire system, focusing particu-
larly on storage and inventory control issues.

Research and Technological Development in Health

As measured by the publication of scientific and technical
health information and data, there is very little output from sci-
entific activity. Contributing factors include limited funding for
scientific activity and inadequately trained health researchers.
The efforts mounted by various institutions forming part of the
National Virtual Health Library Committee and headed up by the
National Autonomous University of Honduras Medical Library to
improve scientific and technical health information management
and make such information available to students, health profes-
sionals, and researchers are commendable.

While there is a special agency in charge of developing a pub-
lic health research agenda, the lack of political, technical, and fi-
nancial support has hindered progress. The main source of fund-
ing is external cooperation. Similar challenges are faced by the
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other agencies created by the Government to help promote health
research, resulting in this function being left to individual pro-
fessionals and academic institutions, whose research does not
necessarily help build health knowledge or uphold the ethical
principles governing such research.

Technical Cooperation and External Financing

International technical and financial cooperation plays a piv-
otal role in the Honduran economy and in the success of efforts
to promote economic and social development within the frame-
work of the Poverty Reduction Strategy and the MDGs. The Tech-
nical and International Cooperation Secretariat (SETCO) is a spe-
cialized agency in charge of setting government investment and
spending program priorities and targets and monitoring
progress toward the achievement of these. It is also responsible
for the framing, negotiation, and monitoring of international co-
operation policies and strategies. Sector projects and programs
are identified, appraised, and selected by SETCO based on the
Government Plan for 2002-2006 and the priorities established
under the Poverty Reduction Strategy (27).

The flow of international technical and financial aid in the
area of health increased significantly in the wake of Hurricane
Mitch. However, the adequate channeling of funds to the popula-
tion groups most in need and the capacity to maximize impact
for recipient groups are still somewhat elusive goals.

External financing, including external grants and loans, ac-
counts for close to 30% of the total budget. Figure 5 breaks down

FIGURE 5. Health budget, by financing source,
Honduras, 2004.
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TABLE 5. Health projects, by funding type, Honduras, 1998-2003.

Country/agency/organization

Type of financing Commitment (in US$)

Total nonreimbursable funding 198,460,641
United States Bilateral 47,760,000
Japan Bilateral 23,272,425
Sweden Bilateral 9,000,000
Canada Bilateral 4,730,525
Germany Bilateral 1,182,000
United Kingdom Bilateral 849,000
Spain Bilateral 11,716

Total bilateral 86,805,666
WFP Multilateral 55,891,452
European Union Multilateral 30,381,454
UNDP (Global Fund) Multilateral 20,842,930
UNESCO Multilateral 4,177,811
Catholic Relief Services Multilateral 200,000

Total multilateral 111,493,647
World Vision NGO 161,328

Total NGO 161,328
Total reimbursable funding 92,400,000
IDB Multilateral 36,000,000
Spain (AEIC) Bilateral 29,300,000
World Bank Multilateral 27,100,000

Source: Honduras. Secretaria del Despacho de la Presidencia. Hacia un Programa Sectorial Ampliado. Teguci-

galpa, June 2004.

the health budget for 2004 by source of funding. The pattern of fi-
nancing has not changed over the last several years and, accord-
ing to data supplied by various international agencies, the volume
of aid is expected to remain more or less the same over the next
five years.

Between 1998 and 2003, Honduras signed 54 health agree-
ments for a total of nearly US$ 300 million (Table 5). Of the more
than US$ 198 million in nonreimbursable health project fund-
ing, the largest share comes from multilateral organizations such
as the World Food Program (WFP), European Union, and the
United Nations Development Program (UNDP), and U.S., Japa-
nese, and Swedish cooperation agencies. Reimbursable project
funding from sources such as the Inter-American Development
Bank (IDB), Spanish International Cooperation Agency (AECI),
and World Bank amounts to more than US$ 92 million. It is dif-
ficult to find current, detailed, official data on cooperation in
Honduras, and there are serious underreporting problems with
respect to the amounts involved and numbers of participating
organizations.

There are a number of international cooperation discussion
forums, including various United Nations inter-agency coordina-
tion committees, bringing together stakeholders on a regular
basis. In addition, the health sector has several discussion and
study groups, including the Health Sector Committee and the
CESAR (Rural Health Care Centers) Committee, addressing na-
tionwide health issues on an ongoing basis.
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