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INTRODUCTION 

This Project Review Paper is based on final draft materials 
submitted to the Mission by the Health Loan Team which was in 
Pakistan from October 9 through November 14, 1975. The 
members of the team were : 

William J. Bicknell, M. D., M. P. H. Family Health Care, Inc. 
(Tean. Leader) Professional Associate 

Archie MFcPhe rson, M. D. , M. P. H. University of Hawaii 
Associate Professor 
School of Medicine 

Alan Fairbank, M. P. A. Family Health Care, Inc. 
Research Associate 

Jeremiah Norris, M. P. A. Family Health Care, Inc.
Director, International 

Division. 

The USAID project committee, which is listed in Section IX, was 
also assiuted by Dr. Carl M. Stevens, Professor of Economics 
at Reed College in Oregon, who is an advisor to the Health Section 
of the Plarning Division of the Ministry of Finance, Planning and 
Economic Affairs. 
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I. PRIORITY AND RELEVLoCE 

Backgro.nd
 

The preeet.Pakistan health delivery system is characterized by wide
regional variation and m~ultiple modes of delivery of services in both 
rural and urban areas. Historically, the health system has served 
urban over rural needs; placed more emphasis on the training of doc­
tors the.n mid-level health workers; skimped on operating budgets for 
the public health sector, particularly in rural areas; and neglected
preventive and community health in favor of curative services. A
 
major dialogue within the Government of Pakistan on health policy is
 
presently approaching a definitive conclusion, 
 This dialogue, which
 
has included considerable discussion on the directions of manpower

development for future health services delivery, has been under way

for more than three years.
 

On October 30, 1975, President Fasal Elahi Chaudry addressed a 
National Conference on Health Planning on this issue. He said "I
appreciate the reality that good health for the largest number of people
is the ke, to social success and economic progress of a nation. But,

at the saine time, we have to understand that possession 
 of technical 
and professional knowledge does not by itself ensure better health for 
the people or prevention if disease unless we devise a proper health 
system by means of which heaith cover can be extended to all the 
people, especially the poor and those in rural areas."1 

The Western-based health system, public and private, probably does 
not reach more than 15% of the totai, and 5%of the rural population.
Health isa 3ector which has never received suctained high priority
in competition with other programs. For FY 1975 Pakistan's GNP
 
was estimated at $10 billion. 
 Total Government expenditures were

$2. 5 billicn and Pakistan expended approximately $60 million, or
 
80 cents psr capita on government health services.
 

This figure of 80 cents per person spent for the public health sector
in FY 1975 contrasts with 42 cents in FY 1973 and 54 cents in FY 
1974. Projected Federal and Provincial expenditures for health in 
FY 1976 show a significant increase to $1. 40 per capita. It should
be noted that these seeming increases would be less dramatic if 
adjusted for inflation. As a percentage of GNP, this works out to
about 0.5 percent in FY 1973 and FY 1974, 0.6 percent in FY 1975, 
and a projected 0. 9 percent in FY 1976. While health has thus been 
accorded an increased share of GNP in the current fiscal year, tho 
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Annual Development Plan of recent years do not reflect any dramacreordering of health priorities. Allocations have been higher forrural health and other preventive activities and also for hospitals.medical schools and curative activities. Notwithstanding the growingpreference of the federal Planning Division and the Provinces for
prevenave rural health and paramedical training, 
 the number ofcommissioned medical colleges in Pakistan has been increased from7 to 14 aince 1972. Total first-year admissions in medical schoolshave increased from 1,000 to 3.984 seats. 

The exlsting health system reflects a pattern not unusual for develo.ping countries. Thero are 37, 000 hospital bedt in the country, withonly 4, 000 of these in rural areas where 75% of the population resides.There are approximately 8, 000 practicing physicians. An estimated80% of thesie live and practice in urban settings. At the present timeabout 35% of the 3, 500 posts for doctors in public health institutions 
are vacant., virtually all in rural areas. 

The statiutics and data that are currently available suggest that
PakistaniE today rely far more on the private sector than the public
sector for health care. The annual expenditure foT doctor-basedprivate services, mainly drugs, hospital costs and physicians' in­come, is thought to be about $300 million. This i. five times theamount npent in the public sector, and raises per capita public andprivate axpenditures to about 3. 2% of GNP. In addition there aremore than 40, 000 traditional practitioners who prescribe and dispensea variety of remedies, both herbal and western. Assuming the
average traditional practitioner earns about $75 
 per month, this wouldmean a total expenditure for traditional medicine of about $36 million 
each year.
 

Relevance of ProposedPrject to Government Priorities 

The working papers, which the federal Planning Division has beendeveloping with the Provinces in the effort to reach a consensus ona health plan for the Fifth Five-Year Plan have put forward as theprime objective, the need "to rapidly expand basic health coverage,
concentratIng first on rural areas. 

InMarch 1975, the Government completed, with assistance and supportfrom WHO, a Country Health Programming exercise. The proposalsin the CHP do.cument are designed around four components of a Basic 
Health System: 
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* Physical Ir.frastructure* Manpower and Training 

* Logistic and Drug Support
* A Management and Iniormation System 

The fundatnental thrust of the objectives of the Country Health Pro­gram document, the Fifth Plan papers prepared by the Planning Divi.
sion, and the thinking of WHO are consistent with, and in part stimu.'

lated by, the increased priority accorded 
to the health sector and
health status In recent economic development theory. As 
a recent
ILO-WEP study pointed out: ",... concern with growth, trade and aid,
while very important, is not sufficient for achieving a 
substantial andsigntficavt change in the life of the great majority of the population".It is precisely with respect to substantial change for the great majo­rity .- a uignificant, widespread increase in well being -- that improve­ments in htalth may constitute a strategic boost to development.
Improved hoalth status .- longer life, decreased incapa"ty, lesspain, discomfort and anxiety -- can be regarded as crucial compo­
nents of individuals' real income, 
 the widespread distribution of
which ought to be regarded, as it is by the Government, as a prime
objective of social policy. In particular, the potential impact which
improved health status has on improving worker productivity, employ­ment levela, and overall economic growth, can be particularly benefi­cial if accomplished in rural areas. Increased agriculturTl productivityand employment for rural residents, and the resulting higher rest in­comes, might well provide incentives to moderate the present and
 
growing rural-to-urban migration.
 

All of these objectives are fully in line with AID's own declared
priorities, with the Mission's Development Assistance Program(DAP subr..ission), and with the intent of the U.S. Congress with res­
pect to the mounting of programs intended to benefit directly the 
rural poor. 

The Loan Team charged v'th preparing recommendations for this PRPhas agreed In principle with the basic views of WHO, the Country
Health Programme document and the Planning Commission whichemphasize extending rural health coverage and preventive services. 

The Team has recommended to the Mission a project to assist theGovernment of Pakistan in accomplishing the following objectives: 
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1. The establishment of an institutional framework for a coordi.nated policy, administrative and logistic support systemfor rural health concurrent with the extension of basic ser­
vices to rural areas. 

2. The establishment of training units and the training of mid­level and community health workers for the delivery of such 
services. 

3. Thc eventual integration of existing vertical programs (e. g.,malaria control, population, nutrition) within the basic health
services network in rural areas. 

The Team has advised the Mission these objectives can be met under 
the following conditions: 

- A national commitment Its made to extend basic health
services to rural areas by substantially increastng, in
zeal terms, the requisite resources. 

- The authority inherent in this commitment results in thelhnkage of resource allocation to program development. 

Feedback channels are provided to har.ess programimpact with national economic planning and health policy 
initiatives. 

Relevanceoi Proosed Project to the DAP Strategy 

Pakistan's population is predominantly rural and poor. There are43,000 villages containing perhaps 55 million of the country's 73
million people. In theaie rural areas, 
 the 1971-72 income per house.hold was about $40 or less per month and the median farm size was 
Less than 10 acres. 

The Basic Health Services loan project is one of a cluster of proposedactivities which would be supportive of the Government of Pakistan'sstrategy in promoting the economic and social advancement of thisrural populhtion. The other projects we are supporting would improveon-farm water management, rainfed agriculture, rural primary educa­tion, rural power availabilities, rural rod, rural potable water,access of farmers to essential inputs, and the dissemination of develo­
pment information in rural areas. 
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Each of these projects will enable a larger segment of the rural poorto take advantage of modern techology and services. E ch willincrease the participation of villagers in the ocoklorTlc process, 1achwill accelerate the rate change from traditional to modern behavior. 
The goal of economic and social development,majoritywho an it affects theare poor, is to help achieve a situation where eachindividual has the opportunity to lead a full lee. Increased food pro.duction ard reduced population growth are fundamental to this processand the cluater of projects we are supporting will each contribute toit. We anticipate that taken together a process of synergy will resultand the projects will have a greater impact per unit of input than anyone of them in isolation. 

There is incipient evid~ence that improved health status io a pre.requisite to fertility reduction. Coupled with a massive populationprogram intended to assure adequate supplies of contraceptives,well as asdirect and indirect incentives, these projects should have asignificant positive impact on population growth. 
Considered as a whole,
activities Lre designed to achieve a better life for the rural poor. 

these soparate but mutually reinforcing 
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II. PROJECT DESCRIPTICN 

Introduction 

This project is designed to help the Government of Pakistan in 
efforts to achieve its stated health sector goals of improved basic 
health services by assisting in the development of an Improved
health manpower system and requisite administrative, management
and logistic support for the delivery of basic preventive and curative 
services to the rural population. Concurrent with the setting in 
place of a requisite institutional framework, the production of mid­
level and community health workers as proposed by the Government 
will be initiated. The resultant basic rural health services system
should be so designed as to allow eventual integration of existing 
categorical programs when technically feasible. 

The proposed system would have two purposes: 

A. Over the short-term -- well trained health workers posted
throughout a carefully designed and supported systeme
 
deployed as quickly as possible.
 

B. Cver the long-term -- maximum feasible integration of 
auxiliary health services into a provincially operated
 
rurLl health service infrastructure.
 

These system purposes can be accomplished by: 

1. 	 Developing mid-level and Community Health Worker
 
manpower and logistic support.
 

2. 	 Strengthening Federal/Provincial coordination and
 
syatem support capacity.
 

3. 	 St:engthening national resources critical for the support 
of rural health services: 

a) 	 Vital and health statistics -- health system development 

b) 	 National Laboratory Services 



-7-

This project proposes that the Mission assist the Government of 
Pakistan in undertaking these activities by: 

(1) Providing financial assistance for: 

(a) 	 Developing a framework for delivering basic rural 
health services; 

(b) 	 Developing and operating National and regional re­
source centers supporting the training, deployment, 
and supervision of rural health workers; 

(c) 	 Developing and operating training units for training 
mid-level health workers; 

(d) 	 Participant training for Pakistani teachers, health 
administratoro. medical supervisors, and laboratory 
specialists, and technicians; 

(e) 	 Operating costs of delivering basic curative and preven­
tive services through a system staffed by mid-level 
and community health workers. 

(Z) Providing technical assistance for: 

(a) Designing teaching rethodologies, curricula, and 
patient treatment protocols for programs to train mid­
level and community health workers, concurrent with; 

(b) 	 Strengthening management and logistic support capabi­
lity of health care delivery system for extending basic 
services into rural areas. 

By adopting the approach of moving in balance on the design and 
implementation of an appropriate institutional framework within 
which the development and successful deployment of mid-level and 
community health workers will take place, this project implies a 
long-term commitment, paralleling that of the Government of Pakistan. 
towards a stepped up effort to extend and improve basic health services 
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in rural treas. It is consistent with the program proposals of:the
Country I-ealth Program developed by the Federal Ministry of Health 
with the amsistance of the World Health Organization. It i directly
supportive of the Government of Pakistan's desire to move quickly to 
provide simple, effective, low-cost personal health services, both 
curative and preventive, to 50% of the rural population by 1980. 

The Health Loan Team has proposed to the Mission a project,
componen'ts of which are described below, which if successfully

the 

implemeuted over the five-year period, will have developed a system
of trained, deployed, and supported mid-level and community health
workers delivering primary health services to 7. 5 million people in
rural aresan. This represents a substantial increase over the presently
estimated 3 million rural residents now covered by public/private
health services of highly uneven quality. The project will also have 
developed an extensive management and training network which would
provide the basis for a dramatic increase, at low cost (about 90 cents 
per person covered per year), in the rate of expansion of rural health 
services during the succeeding ten years (see Table I, Section X). 

While there is a pressing social need and sense of national urgency
supporting the more rapid development of basic rural health services,
it is recognized that the faster the speed at which the Government of
Pakistan wishes to move toward greatly expanded rural health cover­
age, the greater will be management and initial program support
requirements. In addition, the start-up costs will be higher, the 
longer ter-.n recurring costs may be greater, and the quality and 
effectiveness of the health care ultimately delivered may be lower. 

In an optirmal environment, with financial and institutional constraints
minimized, alternative staffing and deployment patterns could probably
be devised to bring overall rural coverage closer to the Government's 
aspiration of 50 per cent by 1980. But if the aim is efficient and
effective low-cost services, this 50 per cent target is very optimistic
and probably not attainable. The exact degree to which this proposed
Health Loan can reasonably be expected to help Pakistan achieve its
50 per cett goal by 1980 is a question which must be resolved more
definitively, and with due consideration of the Government's overall
health sector objectives, during the Project Pajer development 
process,
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G'nanization: Vederal, Provincial Coordination in DevelopIn_ 
Sr..port Capacity 

The Country Health Program document has stated the need for astrong management and information system to coordinate health
development programs in Pakistan. A well defined irganizational
structure with a national mandate and capacity to formulate ndimplement a major program is necessary to enhance prospects for 
program success. As one possible approach, the Health Loan Teamarticulated an organizational system which is appended to this paper
as Annex I. The Team saw merit in an entity invested with authorities 
greater than usual for regular Government bodies, guided by anAdvisory Council. While the nature of the organizational system thatis adopted will have to be decided by the Government of Pakistan, it
is clear that what is needed is an accountable organization with
recognized authority, resources, goals and objoctives. 

The organizational system adopted by the Government will hare to
have tho capability to work through the Federal Government and the 
Provinces to: 

De',elop goals, objectives, and working plans pursuant to the 
purposes of this project. 

Identify and assess existing health service delivery efforts in
relation to the health needs of rural residents. 

Initiate policy coordination, management, administrative and
logistic support mechanisms requisite for the rapid deployment
of mid-level and community health workers. 

Supoort the dissemination of information about methods oi
providing 4nd financing preventive/curative health services,
incluling the holding of periodic conferences, workshops,
news.'etters and other information and education materials 
for the supptrt of training activities. 

Sponsor research and prepare recommendations related to the
short and long-term health issues'of rural residents, and sponsorother such research as is necessary to relate findings to 
Pakistan's health problems and requirements.

Promote the coordination, 
 planning and integration of public
and ,. rivate resources to develop comprehensive health
 
services for rural residents.
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Obcain inter-ministerial and Inter-previncial eupport for 
implementing a health manpower strategy conczTrent with 
system development, and to disseminate the successful 
results of this pr*Ject nation-wide. 

Work with appropriate groups and organizations to promote 
a c:ountry-wide concern and set of priorities for low-income 
rural residents. 

Be responsible for conducting general program reviews of 
the loan project and make the results available to Federal and 
Provincial health and planning authorities, 'WHO, US AID, 
UNICEF and other bodies. 

The natire and elements of the organizational system needed to 
carry through the above functions will merit careful analysis and 
discussion as development of the Project Paper takes place. 

Mid-level and Communit -ealth Worker Manpower Development 
and Logistic S upport: 

This project aims at improving the health status of the currently
under served or non-served rural population by extending a broad 
range of integrated preventive and curative health services to 
them. Essential to the strengthening of health services is the 
development of e. sound infrastructure through which the services 
of well-trained health workers can be rendered. Their success in 
rural areas requires that they be adequately supported in the field 
with medi::ation and supplies and that they be provided with frequent
supervision and continuing education. Referral mechanisms must 
be in place and continuing guidance and Leadership must be provided.
Their role as members of a health team need to be clearly defined 
and frequently reinforced. 

The health manpower component planned for this basic health 
system under the loan is made up of a three-tiered health team. 
At the head of this team is the physician located in district or tehsil 
hospitals or in rural health centers. Mid-level health workers 
will make up the middle tier. They will be located in basic health 
units or sub-centers. The last tier and the widest in terms of 
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numbers will be community health workers who w;.il be village­based and live among the population they serve. 
 This approachcoheres with the thinking and recommendations Ilready favored
by the Government of Pakistan as well as WHO.
 

Roles and P.esponsibilities 

Doctors will function in the basic health services system asteam 
and an 

.eiders, health system managers, educators, supervisorsreferral points for complicated medical problems beyondthe ma.-agement competence of the mid-level and community healthworkers. They will organize and implement preventive activities
within their service area and insure that preventive campaigns 
arecarried out appropriately by other members of the health team. 
The mid-level health wor erls role and responsibilities will be
 
an follows :
 

a) To organize and train the community health workerfor its catchment area. 
team 

They will in consultation withcommunity leaders select individuals for training ascommunity health workers and will provide leadership,supervision and referral f unctions for them. They willbe 0he linkage between the community workers and thehdalth services system for implementing preventive
and curative campaigns. 

b) To function in their community as a preventive and
promotive health worker. 

c) To carry out epidemiologic surveillance, and acquireand record basic vital data covering the population served. 
d) To provide primary health care curative services to theirservice area directly and on a referral bp.sAis from thecommunity health workers. This curative .-ole will wi t beallowed to overshadow his/her function as a preventive

worker and team leader. 

The role and responsibilities of the community health workerswill be as follows :_' 

a) To work under the direction and supervision of the mid-levelworker to improve the health status of the community inwhich he/she lives, by carrying out an active preventive 
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and prorottve outreach program to the homes of the 
people. 

b) To carry out an active health education program to promoteenvironmental and personal hygiene, particularly relatedto safe water supplies and sanitary disposal of wastes. 

C) 	 To maintain adequate immunization levels in his/her
community as determined by district and provincial officials. 

d) 	 To carry out a nutritional surveillance program by regular

infant weighing and to educate 
parents regarding sound 
nutrition practices. 

e) 	 To detect pregnancy early and carry out a sound prenatal care program. Detection and referral where appropriate of high
risk pregnant women. 

f) 	 To actively participate in government programs for child
 
spacing and family planning.
 

g) 	 To act as the functionary for vertical programs in his/her

community. (Tuberculosis, malaria, etc).
 

h) To provide curative services for a small number of common
uncomplicated health problems. (Diarrhea, dysentary,
ever, upper respiratory tract illness, minor trauma, 

minor skin disorder and malaria.). 

Resource Center 

The development of a system 	to train and deploy mid-level andcommunity health workers will require establishment of a capability
for effective management of resources related 	to an effective manpower
development effort. We refer to this capability here as national andregional basic health service resource centers. These "centers" would: 

organize and coordinate the development of curricula and 
the selection of training sites; 

-- establish selection criteria for students;
 

coordinate the activities 
of the various training sites; 

assist in the development of a logistic and supply 
irrastructu re; 
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initiate evaluation and monitoring of the training centers 
and the basic health services system as it becomes increa­
singly staffed with the mid-level and community health 
worker; 

carry out financial feasibility studies related to recurrent 
costs of the system; 

develop recommendations regarding modification of resource 
allocations to sustain the cost of the system; 

recommend mobilization of new funds or delay in continued 
expansion of the basic health system if financial constraints 
so dictate.
 

The nature of these resource centers -- whether the needed work will 
require additional personnel, the placement of the centers within 
Government, the number to be established, etc. -- will have to be 
considered and decided by the Government in moving towards the 
Project Paper. 

The Training Program 

A variety of pedagogic models can be utilized. In view of the diver­
sity of wo-rkers being recruited into the program, a competency-based 
format is recommended. In this model, criteria for achievement of 
set educational objectives are established and evaluation testing can 
be developed to establish competency to meet predetermined objec­
tives. The -duration of training would vary according to the prior 
experience and ability of the student. Since the health workers will 
be trained primarily in prevention and simple treatment, the curri­
culum should be problem-oriented. It should omit unnecessary com­
plex basic science material and medical technology which is beyond 
that required by mid-level and community health workers. Work­
shops to establish a job description or task description for each type 
of worker are already underway in Pakistan. Curriculum materials 
will be bis6d on these task descriptions. They will relate closely 
to the health problems of the region and be designed to train health 
workers to function with a limited range of facilities and supplies. 
Since Pakistan plans to rapidly expand the number of training sites 
and programs, a modular approach to curriculum design should be 
seriously considered. It reduces tutor time, involves the student 
in more active learning activities and assures more uniformity of 
learning for the students, even with different tutors. This will be­
come incre.r ngly important as the rapid replication phase of man­
power training occurs.(Phase III). 
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The Government of Pakistan and each of the Provinces have

established selection criteria for both types of health workers 
to
be trained. These &election criterla were chosen to maxim.e

the probable deployneat 
 of health workers to rural areas and

their acceptance by the communities which they will serve.

Preference will be given 
to candidates with prior health experience
such as Jispensers, Lady Health Visitors and some of the workersin vertical programs, e.g. Family Welfare Visitors and Malaria
Workers. Some of the schools presently training these workers
 
need only expand their curriculum and where possible their
 
enrollme,t.
 

Training Units 

During Program Years 1-2, prcpose that 12we training units initiallybe established. An additional 12 units will be started in Program
Year 3, completing Phase I of the proposed project. These 24 training
units will continue to function during Phase II,Program Years 4 and
5. If the external evaluation indicates that Phase III is warranted,
then the Z4 training units in place will serve as a spearhead to asubsequen:, rapid replication (Phase III, Program Years 6-15) inwhich as many as 12 new units would be established each year until

sufficient units were 
developed to meet the manpower needs of the

basic health services syr tem. (The upper limit is 
 48 training units.) 

We propose that the training units will limit classes to 20 students 
each during Phase I. After the units become proficient in the trainingand deploiment of health workers, each unit might be able to train
 
two classes of 70 each during Phases II and III.
 

It is proposied that the training units will be sited in the most peripheral
health facillties which have sufficient staff for training purposes and theout-patient volume to -.upport a training program for 20 students. Rural
health centers will ,erve as some of the training centers. If sufficientrural health centers which meet the critezia cannot be selected, then
training units can be established in Tehsil or District Hospitals, 

The initial 12 training units will complete development of curriculum
material, determine the feasibility of various pedogogic techniques,
identify problem areas in their deployment area in terms of management, 
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logisticsond supply, and work with the regional resources center to
resolve their problems. Supervisorial, referral and continuing
education functions will be developed during this stage of the 
program. The major task of developing, training and organiaing a 
team of community health workers will be carried out when the first
class graduates. Problem areas in recruitment, training and
maintenance of functioning team relationship3 must be identified and
resolved prior to graduation of large numbers of bealth workers.
Essential to the Government of Pakistan is a financial impact studyof the recurrent cost of maintaining a large force of health workers 
in the field prior to rapid replication of training units. 

The thecretical maximum output from the training units at the end of 
one year of operation would be 240 mid-level health workers. They
will be deployed to Basic Health Units or to an equivalent installation
and will irxnmediateJ begin the recruitment and training of community
health workers (ideally one per village). This will be at the rate ofapproximately five per Basic Health Unit for a tOtal of 1200. In the
second phase, each training unit will be able to train two classes per
year for a total of 480 mid-level workers and approximately 2400 
community health workers. 

Assuming the above model proves technically feasible, a careful 
review should be performed prior to replicatio-n in Phase III. Ifthe study indicates at this point that the administrative, logistic and
financial s-1pport system has developed to support an expanded basic
health services system, the Government of Pakistan can then rapidly
expand the number of training units. 

The logistics and management development component is to adsist a
highly dispersed and rapidly implemented rural health system to be
supported by a simple but effective management mechanism. Thisshould be in place before graduates arrive to staff basic health units.
The mana&ement system at the district level should have the capacity 
to do the following: 

1) Identify facilities suitable for use as basic health unito. 

2) Consumate rental agreements where appropriate prior to
staffing as well as equipping and completing minimum renovations. 
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3) Resupplying on a timely basis with necessary drugs and 
other consumable supplies. 

4) 	 Pay mid-level workers and any associated staff ina tmely
mlanne r. 

5) 	 Monitor basic health unit performance including: 

(a) 	 Selection with village participation of village health 
worker trainees. 

(b) 	 Training and field supervision of village health workers. 

(c) 	 The basic health unit/mid-level workers patient care 
schedule. 

(4) 	 Record keeping: 

(i) Summary daily patient logs 

(ii) Individual patient cards 

(iii) Consumable supply records, including drugs 

(iv) Staff attendance records 

(v) Cash and in-kind receipts and disbursements. 

(e) 	 Review monthly activity report from basic health unitand rural health centers, relating to preventive services,
such as nutrition, environmental sanitation and water
supply, immunizations, and 	family planning; curativeand maternal and child health service visits per month,
classifying patients as to age, sex and categories of 
illness. 

(f) 	 Frequent iield supervisorial visits from district to

rural health centers, 
 from rural health center to
basic health unit; and basic health uni" to village
health worker post. 
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In 	an aggregate sense, at the national and provincial levels, the
management system should have the capacity to: 

I. 	 Provide overall coordination and balance between recruitment,
selection, training, placements, material support, professional
supervision, and health education. 

2. Direct future year planning in light of past and current year 

systems performance. 

3. 	 M"aintain expenditures within funds available. 

4. 	 Develop and maintain a program and budget projection
and monitoring capacity that identifies fiscal and program
bottlenecks as early as possible and allows corrective 
action of two types: 

(a) Immediate short-term corrective action. 

jb) Long-term changes in policies and procedures if 
warranted by the problem. 

5. 	 Detect patterns of utilizatibn/performance that can be
used to develop indicators of systems performance at thebasic health unit/rural health center and at district level
that forms the basis for a management by exception 
procedure. 

6. Develop criteria for management performance that allows
prugressive integration of rural health services with otherprovincial health services on the basis of proven provincial
capacity to plan for and manage a progressively more complex
integrated rural health system. The Government recognizes
that integration can best be accomplished in a step-wise
incremental manner that is performance-oriented. It was
the Health Loan Team's view that complete and permanent
integration should be deferred until there has been sufficienttime (perhaps three consecutive years) to be reasonably sureof full-scale satisfactory performance in the Integrated mode 
on a provincial basis. 



- 18 -

Manpower Development, supported by an effective Management and 
Logistic system, will provide preventive and curative personal hflth 
services, with an emphasis on: 

--	 maternal and child health care; 

--	 control ,f communicable diseases - through Immunisations 
and improvement in village, home, and personal hygiene; 

--	 definitive treatment for common, easily-diagnozed illness 
and minor trauma; 

--	 identification of problems requiring the sophisticated skills 
of physicians and hospitals. 

As recommended by the Planning Commission and the CHP document, 
this will be done through basic health units -- one for every 10, 000 
people, staffed with well-trained and supervised medical auxiliaries 
and supported by front-line village health workers. Basic health 
units are to be developed in clusters of five constituting a rural 
health complex. Cne unit in each complex will be designated the 
core rure.l health center. It will have slightly larger staff with 
overall supervisorial and administrative responsibility for the 
rural health complex -- the core health center to be situated so as to 
have the potential of adding 5 to 10 infirmary beds when financially 
feasible. 

The intensity of initial staffing of basic health units by mid-level 
workers could range from one to three, depending on geographic 
location, local setting, and provincial preferences. However, 
provision oi effective health care and the important task of training 
the commtinity health workers would prove difficult where fewer 
than three mid-level workers were posted per basic health unit. 
(Cost figures in the Financial Plan, Section VII, and pace of 
deployment data already mentioned, are based on the assumption 
that one basic health unit is fully staffed with three mid-level health 
workers and tticommunity health workers. And, each rural health 
complex Aill have one additional mid-level worker for training/ 
superviso'ial purposes. ) 



-- 

- -

- 19 ­

.Stren thening National -Resources for the Support of 
Rural HethSvi. 

A. Vital andaftalth Statistics: 

The Government fully recongizes the need, as evidenced inthe Country Health Program and other documents, for a streng­thened capability to maintain vital and health statistics. The HealthLoan Team identified this as an area vital to the development ofa long-term infrastructure for delivery of rural health services.
This nevd will be jointly assessed during development of the
Project Paper with a view to deciding whether USAID assistance

could be usefully engaged to help Pakistan strengthen this area.
Possibilities for consideration iuclude the funding of operationalcosts as well as overseas training in the U.S. or third countriesfor Pakistani staff responsible for health and vital statistics. 

B. National Health Laboratories -- This activity covers 

(a) Epidemiological intelligence and CommunicableDisease Control : The Government recognizes that a communicabledisease control strategy dependent on health workers at the peri­phery must have, as 
part of its core support, a first-qualitynational reference laboratory and biological production service.
Thus the continued and accelerated development of a full cadre
of professional and technical manpower (the latter includinglaboratory equipment and maintenance technicians) in the NationalHealth Laboratories is of critical importance. 

(b) Production of Biologicals and Drug Efficacy --There are published findings which indicate that about 25% of thedrugs on the market are substandard. The Government is takinga series of steps to improve the quality of drugs and recognizesthat expanded rural health services will not only require availaoilityof drugs but drugs which are appropriately compounded withquality control such that consistent theraputic effects can beachieved. During development of the Project Paper the needs ofthe National Health Laboratories and other Government-supported
drug testing centers in Lahore and Karachi can be assessed in
the following areas : 

A~-ugmented professional and technical manpower training 
Overseas training


echnical assistance
 
Provision of equipment and supplies
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As part of the Project Development Schedule of this paper,proposed that a it isspecial consultant from the Communicable DiseaseControl Center in Atlanta spend approximately two to three weeksin Pakistan to work with the Health Ministry and WHO in lookinginto biological/drug quality issues. The recommendations of thisconsultant could then hopefully be incorporated into the Project
Paper. 
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III. AID AND CTHER RELEVANT EXPERIENCE
 

During the late 50s and early 60s USAID Pakistan was involved In atechnical assistance program to improve the quality of training ofhealth professionals and health auxiliaries as they then existed.This included a contract with Indiana University to assist in theestablishment of a Basic Medical Science Institute at the Jinnah 
Post Graduate Medical Center. 

Technici.l advisory assistance was also provided to Post Graduatenursing education, post graduate sanitary engineering training,sanitary inspector and Lady Health Visitor Training Schools,and assistance to the Institute of Hygiene and Preventive Medicine
in developing a curricula and training for Health Educators. 

In the early 60s, USAID provided rupee grants to finance theconstruction of 12 training/demonstration Rural Health Centersin key are&s throughout the country. These centers were
established and used as field training sites for both preofessionaland para- professional students slated for assignment in rural areas.These RUCs were utilized for this purpose until AID technicalassistance for health phased out in the mid-sixties. This experiencehas impressed upon the Mission the importance of programming
integrally within the health sector in lieu of solo efforts, I. e.,physical facilities. USAID is cu'rently supporting several health­related activities in Pakistan. The Expanded Population PlanningProject wvith the Ministry of Health's Population Planning Council;the Nutrition Planning and Research Project with the Federal PlanningCommission; and a major new project with the Health Ministry forMalariaControl. In the first three years of the five-year ExpandedPopulation Project (FYs 73, 74 and 75) nearly $16 million incommodities have been made available for the program plus several
million dollars in US-held Pakistani rupees. 

The Nutrition Project with the Federal Planning Commission is ofpotentially large significance from the standpoint of Government
decision-making on health-related programs. The Planning
Commission has created a Nutrition Unit and charged It with theresearch and analysis needed to develop a National Nutrition Strategytargeted to the most cost-effective means of improving the nutritional 
status of the population. 
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grant of US-owned rupee@million for a five-year effort, in whichWHO to ;roviding technical assistance to bring down the incidenceof malarla from an estimated 15 million casesthan a few thousand cases within five years. 

today, to no More 
One important featureof this Joint activity involves the eventual integration of more than6, 000 malaria workers into the general health services of thecountrf. These workers, properly retrainedmalaria begins to decline, could 
as the Incidence ofbecomeof the communicable an important componentdisease control element of a major programto improve health in rural areas. 

In additian to projects already underway that would involve linkageswith a lo&n for the improvement of rural health services,projects are contemplated. otherAID anticipates a loan to commence inFY 1977 to help the Government of Pakistan achieve a 
significant
reduction in morbidity and mortality by making potable drinking
water available to a 
larger proportion of the rural poor.
In nutrition, USAID is well along toward implementation of two grantprojects to fortify basic staples 
-- the fortification with iron and
B vitamins of ration shop wheat flour which is
15 million urban poor, consumed by some
and the fortification with vitamin A of tea,which is the most popular beverage in the country. 

Other AID experience outside this Mission suggests that the trainingof mid-level and community health workers isof delivering basic services in rural areas, 
a promising meps

framework is once an institutionalset in place.
and Guatemala Such projects are underway in Thailand(health promoters supported by comnunity revenues),and one was recently approved for Korea. The latter includes themid-level health worker in demonstration projects to be conductedunder the institutional aegis of the AID funded Korea Health Develo.pment Corporation. We will assess AID and other country experien.ces in health manpower development during the Project Proposalstage. 
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IV. BENEFICIARIES
 
The implamentation of this project wUil 
 directly benefit five majorgroups . the rural poor majority; women;public iwector; health providers in thehealth system managers in the public sector; and,offer er.ployment opportunities to mid-level and community healthworke raj. 

The largest group to realize direct benefits from this project willbe low income groups in rural areas,population lives, where 75 percent of theto whom access to and availability of modern healthcare has been de; d by economic,
factors. cultural, geographic and otherThe rural poor majority should ultimately receive thegreatest share of the project's benefits when implementation issuccessfu!.
 

There has been no 
systematic countrywide survey of the nature anddemand ior health services in rural Pakistan. However,authorities with extensive field experience believe demand for healthservices 
Pakistani 

s very strong. Open-ended meetings with villagersconsistently establish better health servicespriorities. as among theirforenostA more definitive study of actual demand by rural resi­dents has been proposed in the Project Development Schedule,Section IX, item (xi). 
Rural roiidents have demonstrated their acceptance of non­physician providers of health care, such as Hakims,(and Wel'are) Visitors, Lady HealthHealth Guards,are sought. and others whose services
The project will be further enhanced by selecting
non-phys-cian health workers from the areas 
in which they live.
 
To the extent that basic health services are expanded and improvedthrough this project, women will receive a large share of thebenefits insofar as the priorii:y target group of such services will
be younger children and women of child-bearing age. Not only will
women and children as a group receive more attention from thehealth care system, but women will have to be recruited andtrained in large numbers if this is to be accomplished. 
The role of women, both as providers and beneficiariescare, is a particularly critical issue in this project. 

of health 
Not onlymust ways be found to attract

Health Workers, 
females into careemas Mid-levelbut a system for delivery of services to ruralwomen must be devised that is acceptable both to the women andto long-standing cultural traditions. 



-- 
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Having as it does the prime objective of establishing an institutionalframework to facilitate the rapid expansion of basic health servicesto the rural population, this project will initially help the managersof the public health system in both Feder.l and ProvincialMinistries of Health -- to become more efficient and productive inorganiz ng the provision of health mervices to the people. improvlngthe quali.ty of services, increasing equitability in access to services,and expanding the availability of services -- all are objectiveswhose achievement depends on improving the ability of healthadministrators to systematically manage and support the health
providers. 

The many Mid-level Health Workers and Community HealthWorkers to be trained under this project will directly benefit fromthe acquisition of valuable skills and from the attendant opportunityfor steady employment. However, in a larger sense, everycategory of health provider should benefit indirectly from thisproject if, in its implementation, (1) it is successful in enlistingthe assistance and support of the wider medical profession inorganizing a system of providers trained to meet the health needsof the public; and (2) it is successful in integrating into a BasicHealth Services system the many functionally separate andvertically o.rganized health workers in the family planning and
malaria eradication programs. 
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V. FEASIBILITY ISSUES 

This project is dependent upon the resolution of some serious

issues of feasibility - economic, technical, 
 financial, and social.
As the Loan Team was asked by AID/Washington to pay particular
attention to this Section of the PRP, their detailed findings can be 
found in Annex II. For purposes of conceptual clarity and brevity, 
some of the key issues are outlined below: 

1. Funding: Resources must be mobilized in a manner that allows 
the country to meet the operating expenses of the program. Even
if the percentage of the health budget devoted to rural services in­
creases and the percentage of Government expenditures devoted to

health continues to increase, it may be necessary to develop local

village level mechanisms for 
resource mobilization. How to do

this, through *hat organizational structure(s), 
with what expecta­tions as to nature and sources of operating revenues are difficult

policy questions to be addressed in 
 the near future. 

This project, it should be emphasized, is service-intensive rather
than capital-intensive. One major block to widespread availability
of rural services is inappropriately trained personnel. Hopefully
facility requirements can be kept simple and achievable. It appears
to be consistent with Government plans, wherever possible, to use

exioting facilities now available but either unused 
or underutilized
 
because of shortages of manpower and consumable supplhes, parti­
cularly druo.
 

2. Control .- f Hospital and Medical School Zxpansion 

There is increasing awareness in the Government that the rapidexpansion of the number and size of medical colleges presents
serious problems. The projected investment costs of building, and
the ultimate recurring costs of operating, an expanded number of
medical colleges and teaching hospitals represents an annual finan­
cial commitment which, even with no expansion of any other compo­
nent of the health budget, will not be fully met without infusions of
external capita, resources. (See rable 2, Section X). Precise identi­
fication of the nature and magnitude of the near-term conflict between
medical college/teaching hospital expansion and the development of 
a significant rural health program is necessary. In addition, the
Health Loan Team remarked upon the probability that for various 
reasons, i. e. decline in quality of technical training, the migra­
tion of Pakistani physicians abroad might decline substantially 
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in the future, leading to an increase in physicians in-country. 
This cou!,d lead to a growing trend for further urban facility invest­
ment and other direct and indirect support of the urban medical 
community -- a possible scenario that will have to be addressed. 

3. 	 Management and Infrastructure 

A large-scale rural health system presents a management task that 
promises to go several orders of magnitude beyond that required 
for one-dimensional, vertical programs. How precisely to develop 
the trained managers and the related management system and logis­
tics and support infrastructure is an issue that will require most 
careful analysis. (See Annex II). 

4. 	 Analysis of Current Costs, Revenues, Manpower and Service 
Patterns -- Coordination of Future Health Sector Development 

At present there is a lack of reasonably precise information on the 
qualitative and quantitative characteristics of Pakistan's health 
delivery oystem, particularly in the area of manpower. Since a 
good understanding of the service and financial dynamics of the 
present system is essential to planning for and implementing a sound 
and pervasive rural health policy, the Health Section of the Planning 
Commission currently has underway a survey of the staffing uf public 
installations; capacity, costs and other parameters of existing 
training institutions; location of extant manpower stocks, and so on. 
We agree with the Health Section that good baseiine data on the 
manpower sector is necessary in order to integrate planned pros­
pective everts with what now exists. Given the current administra­
tive workload on the Section, a survey task of this nature would 
impose an additional burden which would be difficult to accomodate. 
The Loan project should contain some provision to assist the survey. 
It should be noted that once the survey is completed and the base­
line data are in place, these can be kept up to date with less staff 
effort. An important part of this survey enterprise should be the 
design of ongoing information systems for this purpose. The results 
of such an analytic effort will allow the precise formulation of both 
program and budget policy options that must be faced if a rural 
system of the magnitude proposed is to be successful. 
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5. Technical Assistance 

A central issue to be addressed in development of the Project 
Paper is the level of technical assistance needed for effective 
implem~entation of this project. The Health Loan Team has 
recommended to the Mission that 26 man-years of long-term 
technical assistance (to be divided between staff on two and three 
year assignments) and three man-years of short-term consultant 
time ars the minimum requirement for having a reasonable 
chance of meeting the project purpose; the main contingent of 
these advisors would be engaged during the first two to three 
years. At the same time, the Team has cautioned that it may be 
difficult to recruit the magnitude of long-term advisors proposed 
- - an issue on which AID/Washington advice will be needed. The 
Government of Pakistan is understandably concerned about this 
proposed high initial level of technical assistance. Informal 
conversations indicate that the Government would prefer an 
arrangmznent that put greater emphasis on the calling forward of 
short-term advisors as mutually agreed to be necessary. For 
purposes of filling the Project Review Paper requirement for a 
Financial Plan, the Mission is utilizing in this paper the 
technical assistance requirements recommended by the Health 
Loan Team. However, the Mwission wishes to stress our view 
that it would be imprudent to try to resolve this issue at this 
stage. Only after it has been jointly decided with the Government 
what the project will finally look like, and after the Government 
has decided how it will organize the needed support systems 
for successful rural health delivery, can we reach the stage 
where e decision on the level of technical assistance -- long-term
and short-term -- can be jointly taken and incorporated into the 
Project .?aper. In pursuing this dialogue, we shall keep particular 
parameters in view : (a) The Government, USAID, WHO, and the 
Health T,.am are in agreement that a strong ani sensitive manage­
ment system is needed if an approach of this complexity and size 
is going to get off the ground and keep going successfully; (b) We 
share the Government view that long-term technical assistance 
should be kept to the minimum necessary for project success; 
(c) WHO should be closely involved in the dialogue; (d) The 
possibility of multilateralizing both short-term and long-term 
technical assistance, involving other donors to the extent 
possible, should be actively pursued; and (e) A joint effort should 
be made to develop a system by which Pakistanis, presently 
in-country or abroad, can be recruited for the technical assistance 
work to the extent feasible. 



- 28 ­

6. 	 The Role of Women 

Women in Pakistan, particularly in rural areas, remain in the
homes, largely out of the work force, and associate nearly
exclusively with other women and children. This is apervaesve
pattern based on the social and cultural heritage of the nation andits people. A very sick or dying child is probably sufficient to
bring a woman to see the male health worker. But gaining preven­
tive 	access to the child or to the mother requires a female healthworker. There needs to be an effective system to analyze the
specific factors and conditions which must be addressed if women are 	to be satisfactorily recruited into basic health services as 
mid-level workers and to stay in their jobs under suitable working and 
living conditions. 

7. 	 Professional Medical Associations 

The Health Loan Team held informal meetings with the PakistanMedical Association and key representatives from leadership of
professional hea[ILa associations to determ'ne their attitudes
toward the deployment of mid-level and community health workers. 
The PMA representatives took 	the following positions : 

(1) There was a need for the development and widespread
deployment of appropriately trained mid-level workers 
in rural areas. 

(2) 	 Health services improvement in rural areas should be
undertaken in the context of overall rural development. 

(3) 	 Recruitment should be from the village. 

(4) 	 Training should be in Urdu. 

(5) 	 Physicians should be involved in the design of the training 
program and in the development of curriculum. 

(6) 	 rhe functions of the mid-level worker should be clearly
distinct from those of physicians. 

(7) 	 The necessary supervisorial and consultative role of the 
physicians was underlined, as was the ultimate professional
and supervisorial responsibility for mid-level workers 
and physicians. 
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(8i 	 Support systems, both logistic and supervisorial, were 
critical to the success of a widespread effort. 

The PMA representatives emphasized the importance of basing
mid-level worker training and service on principles of allopathic
('Western") medicines. In this context they expressed concern 
that a misguided or inappropriately designed effort could lead 
to a new cadre of quacks operating outside the public health 
delivery system. 

The attitude of the medical community as expressed at these meetings
with selected members of their leadership was both positive and 
realistic. It will be important in developing the Project Paper
to keep in touch with the views of PMA representatives and private
physicians, to take account of their concerns and questions, and 
to continue to foster positive attitudes towards a three-tiered 
health manpower system for rural Pakistan. 

8. 	 l!g enous Practitioners 

Some 6, ,'9) of the estimated 42, 010 registered hakims
consider themselves professional, citing their degree from 
four-year Tibia Colleges, many of which teach some allopathic
('Vestern") methods of treatment. The 7, 000 to 8, 000 allopathic
physicians estimated to be practicing in Pakistan naturally tend 
to resist suggestions that unani methods be integrated into an 
allopathic-based health system, The Government recognizes that 
substantially more hakims than physicians practice in small towns
and rural areas. The Government has established a Commission 
to develop recommendations on the role and place of hakims,
and horneopathis also, in Pakistan's total health structure. The 
recommendations of this Commission will be taken into account 
during preparation of the Project Paper, as issues which have 
to be addressed will undoubtedly be raised. 

9. 	 Relationship of Project to Fifth Five-Year Plan 

The Government will apparently launch the Fifth Five-Year Plan 
in July P776. Further development of this project will take place
at the same oftime that the Health Chaoter and other sections 
the Fifth Plan are being developed. At this time, it can be said 
that the Health Loan project would be a component of the larger
effort embracing urban health requirements, population planning, 
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malaria :ontrol and all the other components of the Fifth Plan 
health vector program. Exactly how the Mission project would be 
articulated and would inter-relate with the total Five-Year Health 
Plan, financially and otherwise, is an issue to be addressed in 
moving towards the Project Paper. 

10. 	 Early Need for Visible Progress in Health 

The Government fully recognizes that the build-up and deployment
of a massive corps of well-trained and well-accepted mid-level 
and community health workers cannot be accomplished hastily. 
This 	is true also for the build-up of the needed management 
support and logistical systems. At the same time, the Government 
is conc.rned that there must be visible progress in the health 
sector in the very near term. During the project preparation 
phase careful study must be made to insure that the scheduled 
build-up of health workers proposed in this document moves as 
quickly a. is reasonable. In addition, means to maximize the 
first group of newly-trained health workers should be assessed 
such 	as an approach that would more rapidly enlarge initial 
coverage in rural areas by deploying trained mid-level workers 
on the basis of one instead of three per health center, thus 
covering more areas earlier. It should be noted on this point
that the Health Team believed it would be unwise to thin out 
worker coverage initially, stating that to do so would increase 
administrative costs, reduce worker effectiveness, and possibly 
lead to user disillusionment with the new system. 

Informal Mission discussions with Health authorities have surfaced 
the idea that the Government may wish to mount an interim 
strategy that cuuld show tangible gains in health while the build-up 
of trained non-physician. manpower and physical, management 
and logistical infrastructure was taking place. Among the ideas 
being discussed for incorporation into an interim strategy, which 
would enlarge upon health programs already underway are : 

(a) 	 A substantially stepped up effort to utilize Pakistan's 
very capable radio and television organizations to 
direct simple and actionable messages in health, hygiene 
and nutrition to the populace. 

(b) 	 A more vigorous effort to project important health 
programs for which the Government is making sizable 
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investments, for example the malaria control program, 
to gain both public cooperation of particular efforts and 
public understanding of the Government's growing 
commitment to rural health; 

(c 	 A phased program, with an experimental design, to stock 
health outlets with an ample supply of basic drugs and 
medications at Government expense, which people could 
purchase at cost, the proceeds going to replenish 
inventories. 

11. 	 Federal -Provincial Cooperation 

In developing the manpower training and deployment program for 
the basic health services, there would be some advantage in certral 
coordination in order to help in standardizing various program 
elements, e.g. curricula design , training manuals, logistics
system&, and so on. While the merits of this approach are 
generally recognized itis also recognized that there are regional 
differenc es in health profiles such that different emphases may be 
appropriate in different regions. Moreover, the legal framework 
for health sector responsibility and provincial interests in taking 
responsibility for local health sector events must be taken into 
account. Consequently, the matter of how much of what kinds of 
autandardization will prove efficient and feasible remains as an 
important issue for discussion and analysis. 

12. 	 Need for Program Analysis 

As is usual at this PRP stage of project development, the health 
services programs contemplated (efficiently deployed 
auxiliaries curn village level manpower) have been described only 
in general terms. In developing the project it will be necessary 
to do the requisite program analysis, i.e. , specify the program 
production functions (identify all of the inputs and provide 
operational definitions of service-flow outputs) and do the input-cost 
and output-effectiveness analyses. This analysis must take into 
account the installations, manpower and other health sector 
resources already in place and attempt to assess the degree of 
demand and utilization. 



- 32 -
VI. CTHER DCNCRc' 

The World Health Organization and UNICEF are strongly conmmittedto assisting Pakistan In strengthening rural health services.organizations Bothare committed also to the principles of cooperativemultilateral support and coordination of donor assistance. 

Earlier this year, WHC sponsored the extensive Country HealthProgramming effort undertaken by the Federal Ministry of Healthin cooperation with the Provincial health departments and thePlanning Commission. The CHP document was of material valuein preparation of this Project Review Paper and the PRP builds on
the information and program thrusts put forward in the findings.
Moreover, d-iring its visit to 
Pakistan the AID Loan Team received
the benefit of the insightful and positive input and advice of
Dr. AwnL Arif, the WHC Representative in Pakistan,
Fulop, and Dr. ThomasWHG's Director of Manpower Development who came fromGeneva speckfically to meet with the team on the overall approach
to the project. 

It is anticipated that WHC will continue to collaborate closely withthe Government and USAID in follow-on development of this project.
WHC has noted the possibility of providing a
systems analyst to 
full-time management/consult in developing the basic health services program.WHL also plans to provide assistance to the National Health
 

Laboratories.
 

UNICEF plarin to continue its support of rural health,so which hasfar consisted of drugs, vaccines and vehicles for health centers,and hand pumps for rural water systems. UNICEF wishes tocoordinate its future assistance with programs funded by USAID
well as other donors. 

as 

During the Health Team's stay, an informal meeting was held withvisiting representatives of the World Bank's Rural DevelopmentDivision. Currently under consideration by the Bank is assistanceto Kashmir for the development of rural health dispensaries. TheMission will continue to follow this activity as it may afford futureopportunity for the placement of mid-level and community healthworkers in the AID sponsored loan. 



-- 
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Amonj bilateral donors who have indicated interest in rural healthare Canada, West Germany, Norway and Great Britain. The interetof these rdonors will need further exploration. 

Canada is well along in negotiating with Pakistan a five-year $3.3million package for assistance to health programsOf this total, about $2. 
in Punjab Province.1 million would be for technical assistanceand the rest for vehicles, equipment and supporting supplies.cifically, Spe­the two-part Canadian package would make available fourphysicians to be affiliated with the new medical college being setup at the Institute of Hygiene and Preventive Mledicine in Lahore; thiswill be Pakistan's first medical school to place emphasis on publichealth and preventive medicine. The second element would be theprovision of three long-term advisors -- a doctor, a nurse and ahealth technician to work with the Punjab Government 's newlycreated Medical Assistants training program. USAID will coordinateclosely with Canadian, WHO and Government of Pakistan authoritiesto assure that all health resource inputs are complementary to thesector's goal. 

Other bilateral donors who are active in the health sector,France, Iran, Libya, includeand the Persian Gulf States.have all expressed interest in helping to finance 
These donors 

Pakistan's medicalcollege/teaching hospital expansion. 
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VII. FINANCIAL, PLAN 

The activities described above 
are expected to 

as Phases I and U of the programbe carried out over a five-year period at anestimated total cost of $25, 218, )0').financing $15.0 The USAID proposesmillion of this program. with an$7. initial loan of5 to be disbursed over the first three years of the program.During the project development stage AID and the Government ofPakistan will refine the 

develop the Basic 

specific set of actions necessary 
 toHealth Services delivery system. A timephased action plan for the three year period will be developed.Based on this plan and the provision of adequateto implement it, budgetary fundsoan I b disburse dat the be aningofeach year. 
t G nment 

reviews Joint semi-annual and annualwill bemonitor progress against the agreedplan and set the stage for the succeeding year's plan anddisbursement. When the Government of Pakistan meets initialconditicnu for the establishment of aDelivery System, Basic Health Servicesthe USAID proposes to negotiate a second loanpcurrently estimated at $7. 5 million to support expansion of thesystem. 

The cost estimates outlined below arerequirements based on physicalas estimated by the Health Loan Team.training units are Costs ofbased on the assumption that 12 units beginoperation in year one and 12 follow-on units begin operation
in year three. The five-year 
summary cost estimate for opezating-- health complexes covered by this project is derived from thefollowing plan of expansion based on Table 1, Section X. 
Prog ram Graduates Cumulative Rural HealthYear peryear Graduates Complexes 

I 0 0 02 240 
 .240 153 241 481 30
4 480 
 960 60
5 480 144.9 90 
Each rural health complex has aof $46, *))0. present annual estimated costSince costs are expected to be mainly for local inputsno foreign exchange component is estimated. Each incrementof 240 graduates can support 15 rural health complexes staffed 
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at 3 mid-level workers per basic health 	unit and one additional 
mid-levgl worker at the core rural health center. A leaner staff 
pattern his been proposed by the Government of Pakistan which 
would allow the support of more rural health complexes. This 
would not substantially alter costs as they are largely personnel­
dependent. These estimates are as follows : 

Program Rural Health Cost/Year 	 Adjusted cost 

Year Complexes (000 dollars) Inflation per year 

1 0 	 0 15%1 o 

2 15 690 30 % 897 

3 30 1,3a0 45% 2,001 

4 60 2,760 60% 4,416 

5 90 4,140 80% 7,452 

Total: - 14,766 

Summary cost estimates over the 5 year period are as follows 

A. 	 National Resource Center Foreign Exchange Local Currency 
(000 dollars) (000 dollars) 

Local Personnel costs 224 

Equipment 52 74 

Contract Technical Assistance 1,197 297 

Operating Costs 385 

Coritingency for Management
 

System Development 
 180 

Total: - T,2T49 1,1360 
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B. Regional Resource Centers 

Local Personnel costs 355 

Equipment 151 30 

Contract Technical Assistance 894 216 

Operating Costs 328 

Total :- 1,0459 

C. Training Units 

Local Personnel costs 3,433 

Equipment 221 90 

Operating Costs 
(including student stipends) 2.203 

Total:- Z21 

D. National Health 	Laboratories 

Overseas 	training 122 000 
Total:- 120 

E. Rural Health Complexes 	 00) 14,766 

Total:- 2,637 22,581 

After the initial five year program it is expected that rapid
expansion of the Basic Health System will require annual financing
at a level starting in the $ 10 million range. At the beginning of 
program year five a rigorous evaluation of the project will beconducted and decisions made with respect to initiating a ten year
program of 5-10 million 	dollar loans for supporting national and
regional res: urce centers, training sites, and rural health
complexes. 
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VIII. IMPLEMENTATION PLAN 

Phase 	0: 

1. 	 Project Development: (See Section IX) ', 	 I'
 

2. 	 Project Paper submitted to Washington May 10, 1976,
 
approved 
June 30, 1976. 

3. 	 Continuing aspects of task (1) above until loan signed

($7. 5 million) and contractor selected in late 1976.
 

Phase I:
 

Program Year 1:
 

(1) 	 Establishment organizational framework for manpower
development/ log is tics support system; select officer-inocharge,
recruit staff and advisors. 

(2) 	 Establish regional resource centers and 12 training units. 

(3) 	 Initiate needed studies. 

(4) Recruit 240 students. 

(5) Cormplete initial curriculum development. 

(6) 	 Develop initial management logistic and professional support 
system for rural health complexes. 

(7) 	 Select Pakistanis for overseas training in vital and healthstatistics and national laboratories professional manpower
development effort. 

(8) 	 Complete Phase II Project Review Paper. 

(9) 	 Complete financial and manpower analysis as well as policy
options. 
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(10) 	 Complete development of basic services output and operatiu 
cost data set for use by initial rural health complexes. 

(11) 	 Iritiate cost reimbursement under initial loan for training 
sites as well as provincial and national support activities. 

Program Year 2: 

(1) 	 Test initial female recruitment efforts based on preliminary 
reaults ol social/anthropological study. 

(2) 	 Rfevise initial curriculum based on first training experience. 

(3) 	 a. Place initial graduates. 

b. 	 Implement initial support system in areas of placement. 

c. Institute cost and service data collection for initial 
rural 	health complexes. 

d, 	 Monitor recruitment and training of community health 
workers by mid-level workers. 

(4) 	 Xnrol 240 students with target of 30% rural females. 

(5) Evaluate performance of initial community contribution schemes 
and modify methods/expectations based on results. 

(6) 	 Complete design work and initiate feasibility testing of full. 
scale logistic and management support system. 

(7) 	 Implement program changes deriving from financial and 
mnagement analysis policy options. 

(8) 	 Prepare Project Paper and sign Phase II loan agreement 
($7.5 million.) 
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Program Year 3: 

(1) Place second group of 240 graduates and establish 
12 additional training units. 

(2) 	 Repeat Program year 2;(2) and (3). 

(3) Recruit 480 students, target 	of 50 to 70% females. 

(4) 	 Complete final revisions of curriculum materials and
 
service manuals In Urdu.
 

(5) 	 Print and prepare item (4) for widespread national distribution. 

(6) Initiate 	cost reimbursement/disbursements under Phase IIloan in 	support of operating cost for initial basic health units. 
(7) 	 Assess national and provincial development and non-develop­

ment budgeting performance re. actual expenditures on rural 
health. 

(8) 	 Monitor progress of provincial and national program andb;idget analysis re. : overall health sector commitments andspecific feasibility of supporting projected rural health center 
expans ion. 

(9) Complete social and anthropological study. 

Program Year 4: 

(1) 	 Initiate major external evaluation of total programs with theobjecive of answering the following questions: 

Is a Phase 	UI long-term loan warranted? Cptions: (a) Yeswitbout 	qualifications; (b) Yes, with qualifications; (c) Judgmntdeferred pending further progress in program development,
(d) not warranted. 
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(2) 	 Based in part on results of the external evaluation Initiate 
development of Phase flI Project Review Paper. 

(3) 	 Recruit 480 students, target of 60 to 80% women. 

(4) 	 Implement and maximize integration of management logistic
and professional support system with provincial Ministry of 
Health systems. 

(5) 	 Revise cost estimates based on actual experience of initial 
rural health complexes. 

(6) 	 Complete provincial and national program and budget analysis 
re: overall health sector commitments and specific feasibility
of supporting projected further expansion of rural health services, 
Emphasis directed at assuring that operating costs fall fully 
within revenues available. 

(7) Phase III Project Paper approved. 

Program Year 5: 

(1) 	 Prepare for rapid expansion of training sites to upper limit of 
approximately 48. 

(2) 	 Assure effective operation of professional logistics management 
and manpower support systems. 

(3) 	 Sign Phase III agree:ment ($50 million or more) prior to end of 
Program Year 5. 

Phase III:
 

Program Years 6 Through 15:
 

(1) 	 Begin expansion of training units to upper limits by adding 
12 in Program Year 6 and 12 in Program Year 7. 

(2) 	 Continue support of national and provincial health service 
activities, as well as expand number of training sites. 

(3) 	 Cost share on a decreasing scale operating costs of rural 
health centers. 
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(3) 	 In kast 1/3rd of Phase III loan initiate sliding scale decreasing
to zero 	cost sharing re: (1) above. 

(4) 	 Con~lnuously validate and modify operating costs, includingoverhead items such as logistic management and professionalsupport, national and provincial resource centers, and 	trainingsites costs, will be 	fully met by the end of the Phase MXXloan. 
(5) 	 Conduct interim external evaluations at Program Year 8 and 

Program Year 12. 

(6) Conduct final external evaluation with recommendations to theGovernment of Pakistan in Program Year 15. 

(7) 	 Fina Program goals: 

(a) Basic Health Services infrastructure operating 
effectively nation-wide. 

(b) 	 At final operation level the rural health services
delivering at a 

are 
cost fully able to be borne by theCovernment of Pakistan without supplemental external 

aid. 

(c) 	 60% or other revised target coverage of rural population by
basic health services achieved. 

(d) 	 Social, political and financial commitments are 	sufficientto assure continued maintenance of the Basic Health 
Services program. 
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IX. PROJECT DEVELOPMENT SCHEDULE 

The Project Review Paper will be submitted to Washington by 
Novernber 15, 1975. We anticipate receiving Washington's comments 
and approval of the PRP by mid-December, 1975. From December 
onward3, regular meetings will need to take place between USAID 
representatives and a working committee comprised of Government 
of Pakictan representatives. These meetings would frequently benefit 
from participation of WHO experts and Provincial authorities. 

From 	January to May 1976, there should be extensive work on two 
fronts. The first entails resolving issues and completing program 

planning in sufficient detail to allow completion of a Project Paper 

by mid-May 1976. This effort will involve the assistance of US 

technical experts as well as Program and Capital Development staff 

from AIDiW. 

A. 	 T hose tasks which jointly must be accomplished with the
 
Government of Pakistan are
 

i) 	 Refine the mid-level and community health worker 

production timetable and support requirements. 
AID/Washing ton or expert consultant time: two weeks. 

ii) 	 Develop initial description, time-table and key 
milestones for financial and program management, 
as well as logistic and support systems development. 
AID/Washington or expert consultant time: app roximately 
three weeks. 

iii) 	 Arrange orientation travel and site visits for selected 
public and private national and provincial leaders to 
examplary mid-level worker training and service 
programs, such as Thailand, Indonesia, Papua/ 
New Guinea, Hawaii ,. Guatemala and Iran. 
Approximate time: three to four weeks, depending 

on in-country schedule of those selected for the 
orientation visits. 

iv) 	 Conduct one or more post-travel workshops focussing 
on issue identification, issue resolution and consenhus 
building prior to completion of the Project Paper. 
Expert consultant time : one week. 
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v) 	 Determine overseas and in-country educational
training requirements in support of the NationalHealth Laboratories and Federal vital health statistics
capacity. Expert consultant time: approximately 
two weeks. (CDC, Georgia). 

vi) 	 Initiate the social and anthropological study design
relating to the role of women as mid-level healthworkers. Expert consultant time: five weeks. 

vii) 	 Determine the extent and type of community cost
sharing efforts to be tested during Phase I of the HealthLoan. AID/Washington or expert consultant time: 
two weeks. 

vi'.i) 	 Complete design of the financial, manpower resourcesand service analysis for the Sind and the Punjab
provinces (see Tables 3 and 4,SQction X). AID/W 
or expert consultant time: one week. 

ix) 	 Provide out-of-country orientation of trainers to
performance-oriented training and curriculum
development systems. Time 	: two weeks. 

x) Develop detailed criteria for ongoing provincial,
national programs and budget analysis relating to ruralhealth services. AID/Washington or expert consultant 
time : one week. 

xi) Initiate demand and utilization study for determinantsof health services delivery to rural areas. Time 3 weeks. 
Depending on the personnel available from either AID/Washingtonor expert consultant pools, some of the 	tasks listed above are
complementary and can therefore be merged. 

B. The Mission understands the Government's desire to movequickly in development of rural health services. In thiscontext, as a second area of important work, significant
acceleration in project preparation can be achieved by theGovernment if progress is made in the areas described belowprior to submission of the Project Paper. The Mission isprepared to assist the Government of Pakistan to : 
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i) Participate on a joint Basic Rural Health Services 
committee for the purposes of 

a) policy coordination 
b) donor coordination (WHO, UNICEF, Canada, etc)c) inter-ministerial and interprovincial coordination
d) coordination of planning for the extension of basic 

health services to rural arease) 	 identification of initial training sites for mid-level 
workers 

f) 	 identification of categories of existing employedworkers suitable for immediate competency-based
training directed at broadening t heir preventive
and curative skills . 

ii) Assist in the further definition of the requisite
components for administrative, management and logisticsupport elements necessary to the effective deployment
of health manpower in rural areas. 

iii) Assist in the further definition of the organizational
structure needed to support a health delivery system
for rural areas. 

iv) Continue national and provincial workshops healthon 
manpower as well as initial direct technical assistance 
to selected developing auxiliary programs. 

As the liar project is particularly complex and will requirecontinuing support and assistance from AID/Washington duringimplementation, it is desirable that at least one program repre­sentative from AID/Washington be detailed to Pakistan to work as an integral part of the project development effort from Februarythrough April 1976. Also, a representative from the CapitalDevelopment Office in Washington would be needed sometime duringthe month of April to assist in the final preparation of the PP. 

If the project development schedule proceeds as planned, the PPcovering the first 3 years of the basic Health Loan will be formallysubmitted to Washington on May 10, 1976. The Mission anticipatesnegotiating and signing the loan as early as possible, certainly
prior to the close of calender year 1976. 
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The development of the Project Paper for Phase I will begin duringthe fall of 1978 and be submitted to Washington the following year.If approved, the Mission will sign the loan agreement before July 1.1979, when implementation of Phase 2 will begin. The 3rd Phase ofthe Basic Health L an will represent a major inveetment and willbe initiated on the basis of proven performance during Phases I and2. 
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The USAID project development committee for the Basic Health
Services Loan is comprised of: 

William R, McIntyre, Chairman
 
Assistant Director, PQpopulation, 
 Health & Nutrition 

Cheste, S. Bell, Jr. 
AL sistant Director, Capital Development & Engineering 

Marvin A. Schwartz, 
Asst. Program Economist, DEA 

Arthur S. Le::in 
Chief, Program Division 

Gerald H. Zarr
 
Regional Legal AdvLor
 

William A. Chevoor
 
Assi tant Director, Controller
 

Houard B. Keller
 
Health & Malaria Advisor
 

F ancis J. Murphy
 
Chief, Health & Nutrition Division
 

The visiting Health Loan Team and the USAID 
 projectcommittee benefited fcom th advice of a Government of Pakistanworking group set up to cour el on this project comprised of: 

Dr. (Mr..) Shamsa Piaz Ahmad
 
Deputy Director General, Health Divi: ion
 
Ministry of Health
 

Lt. Col. M. L K. Tahir 
Coordinator, Country Health Programme
Ministry of H-ealth 

Mi. Mahmodul Hasar.
 
Section Officer, Health Division
 
Ministry of Health
 

Dr. Siraj-ul-Haq Mahmeod
 
Chief, Health Section
 
Planning Commission
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X. ATTACHMENTS 

Preliminary Logical Framework 

Table 1: 	 Operating Costs of Proposed Expansion to Rural areas 

Table 2: 	 Estimated Expenditures through 1975 and Projected 
Capital Costs of New Medical Colleges/Teaching/ 
Hos pital/ Institutes. 

a. 	 Total Estimated Costs and Current Budgeted 
Expenditures on Capital Construction Projects, 
Punjab Province. 

b. 	 Projected Annual Costs of Building and Operating
all Planned Medical Colleges, Medical Institutes, 
and Associated Teaching Hospitals. 

c. 	 First-year Admissions to Medical Colleges in 
Pakistan. 

Table 3: 	 Inventory of Categories of Manpower According 
to Level of Responsibility and by Type of Service 
Rendered. 

Table 4: 	 Suggested Inventory of Manpower and Finance at 
Existing Medical Establishments according to 
Type of Facility and Controlling Authority. 

ANNEX 	 I. 

ANNEX 	 IT. 
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TABIB 1
 
OMURATING COSTS OF 

PROPOSED EXPANSION OF BASIC hEAlH SERVICU INO RAL 
ARSAS BY TRAINING AND DEPIDUMET OF MID-IZY3L BLUM 

WOPJERS /a
 

(in 1975 prices)
 

Ab /a
Number Mid-level Cumulatve 

of Health Cumulative Rural Health 
Program Training Worker OIW Complex 
Year Visits Graduates Graduates Formed 

Phase I
 

0 0 
1 12 
2 12 240 240 15 

3 24 240 40 30 

Phase II 

4 24 420 ?00 0 

5 24 420 1,440 90 


Phase III 

o 36 4C0 1,920 120 

7 42 1,200 3,120 195 

0 43 1,620 4,700 300 
9 42 1,920 C,720 420 
20 40 1,920 9C40 540 
11 43 1,920 10,560 660 
22 43 1,920 12,420 730 
13 4.3 1,920 14,400 900 

14 43 1 920 1C,320 1,020 
15 42 1,920 1",240 1,140 

Aumual4O 
Operating 
cost of 
Rural Health 
CcmDlexu
 

(.000.dollars] 

a0
 

1,380
 

2g760
 

4,140
 

M.520 
4,970
 

13.,OO
 
19,320 
24,,40
 

30,360 
35,3C0
 
41,400
 
43,920
 

52,440
 

Notest /a Phases I and II represent the pace of training and deployment 
proposed in this project to be financed by the Health Loan. 
Phase III represents one possible plan of expansion which Is 
paced at:
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1) Adding 12 now training units each in the first two years
of Phase III, each beginning with classes of 20, 

2) Expanding output of the 24 training units developed in
Phase II to two classes of 20 per year, or 40 per year, 

3) Expanding output similarly for those training units added inPhase III so that by Program Year ', all 40 training units are
producing 40 aid-level health workers every year, 

/b Output of graduates lags one year behind formation of tralming units. 

/c The Rural Health Complex referred to here, and described In tes ofstaffing and operating costs In the following appendix, Is onepossiblo way of organizing and staffing a rural health care deliverysystem. It rests on assumptions and principles similar to thoseproposed organizing and 
of 

staffing patterns found in the C HealthbgaIne and the Working Papers for the Developent

It was developed primarily 
to help focus on expected operating costsof expanding effective, but low-cost health services delivery. iwestimated annual cost of operating such a Rural Health Complezdelivering services to about 50,000 people is $46,000 or about 90 cents 
per person covered per year. 
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(1) 	If population growth rate in 2.7% per year and 1975 population is 
72,5 million, by 1995 total population will equal roughly 125 millic . 

(2) 	 To provide adequate health coverage to at least 80 per cent of the 
rural population (which will likely total 95-100 million people by
 
lS95), 8,000 Basic Health Units are needed, where one D.N.U. servin 
and average of 1GO00 people. 

(3) 	Each B.H.U. will be staffed by three mid-level health workers (eW) 
and by six village health workers (VHWs) on the assumption that WV. 
hanile two-fifths and that VHWs handle three-fifths of the projected
3G,000 visits (preventive and curative) each year by people In the 
area served'(@ 3.0 visits per person per year). 

(4) 	 Every group of five B.H.U.s will include a B.H.U. (Core Rural Health 
Center) with an additional NEW (Senior level) to serve as minager 
and superviser of that Rural Health Service Complex (four B.H.U.s 
and one core R.H.C.).
 

(5) 	Recurrent costs of one B.H.U.: (1S75 prices) 
Salaries: 3 ieWs @ Re. 500/month* W Re. 18,000/year 

6 VHWs @ Re. 300/month a + 21,60YAr 
TOTAL - Rs. 39,6GO/year 

Oher costs: Estimated at 100% of salaries + 39,600/year 
TOTAL COSTS : Re. 79,200/year 

Say: Re, 80.00/year 

(6) 	Recurrent costa of one core R.H.C.: (1S75 prices)
 
Salaries: 1 MRW (Senior) @ Rs. 700/amth n Re. 8,400/year
 

3 MHWs @ Re. 5(AO/month a 18,000/year
 
6 VHW @ Rs. 3GO/monthM + 21,600/ear
 

TOTAL a . 4,O00/year
 
other costs: Estimated at 120% of salaries =+ -57,600/year 

TOTAL COSTS zR.. 0,O00year 

Say: Ra.llOOO/year 

(7) 	Recurrent costs of one Rural Health Service Complex:
 
(assuming a constant 10% position vacancy rate)
 

Four Basic Health Units X (Re. 80,000/year X 0.9)
 
mRe. 288,000/year
 

*no Core Rural Health Center X (Rs. 110,000/year X 0.9) 
- Pi. 99,2/ ear 

TOTAL n Re. 307,O00/yosr 
Add indirect system support _osts (lump sum)= + 73,000/year 

TOTAL COSTS - Re. 46u.000/year 
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C:. 	 if maunowvex in traiiwd at a rto sufficient to staff 120 

Rural sox-vice Comploxom pr year by Program Year , amual 
recurrent costa of supporting and maintaining the system 

by Program Year 15 would be $52.44 million. That is. 

1,140 Rural Health Service Complexes @ $46,000/year each 

TOTAL AMOWAL IUCURRl COSTS of 452.44 million. 

* Re. 10 to $1.00 U.S. 



TABLE 2
 

STIMATU) EXPENIITURSS THROU 1975 and PROJBCTZ CAPITAL
 
COSTS OF NEW MICAL COLEBKSdZZACHINO HOSPITALB/ASTITW3S
 

( In millions $ ) 

Estimated Expanded Allocated 
Year Capital through In A.D.P. 

Province School Commissioned Cost 1975 2975-76 

Punjab 	 Quaid-i-xam M.C. 1971 $ 33 2.72 0.00
 
Punjab M.C. 1973 45 0.40 0.55 
Rawalpindi M.C. 1973 45 0.40 0.i5 
Poet-Grad M.I. 19741 5001 
Lahore M.C. 19751 I 

Sind 	 Sind M.C. 1972 5.1 0.90 0.45 
Chandka M.C. 1972 6.2 1.36 0.90 
People's M.C. 1373 5.1 O.47 1.00 
Atomic M.I. 

(at Chaw~ha M.C.) 1974 1.0 0.05 0.15 

Baluchistan 	Bolan M.C. 1972 32.6 2.5 1.7
 

TOTALS 	 $ 223.0 C.0 6.43 

Sources: (1)	Punjab: "Estimated Capital Costs" and 'zpeanditure through 
1975 data obtained directly from Department of Health. 
They represent a revision of lower estimates which appeared 
in Annual Development Progrme for 1975-76. Govermnent of 
the Punjab, the source of 1975-76 allocation figures. 

(2) Sind: Annual Development Progae, 1975-76, Finance 
Department, Goverment of Sind. 

(3)Baluchiatan: Annual Development Programs of the Federal 
Government-, 1975-76 Government of Pakistan, Plamuing 
Commission, June, 1975. (Construction of Bolan Medical 
College is being undertaken by the Federal Ministry of 
Health). 
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Nott Any dtvelopment scheme costing Rg.lO million ($1 million) or 
more during the fiscal year must gain Federal approval In
order to receive Federal development funds. In order to 
gaiz approval, the Province must submit a completed PC-i form
for the scheme (similar to USAID's Project Paper) to the Federal
Planing Commission, outlining total estimated capital cost,
amount and source of financing required, foreign exchange costs,
ultimate operating costs, etc. The Planning Conoisslon on its
approval then forwards the scheme's PC-l to the Executive Cemittee
of the National Economic Council (SCNEC) which must approve the
plan before funds can be disbursed. Of all the new medical 
colleges/teaching hospitals/institutes listed above, only
Quald-i-Azam Medical College and the Atomic Medical Institute 
have receivod ECNEC approval. While it is not clear how mazof the rest have actually submitted PC-l forms, rone of them
have yot received ECNEC approval for substantial financing.
Meanwhile the Provinces continue to spend modest funds to renovate 
old buildings and improvise programs that somehow teach a swelling
number of students. Quaid-i-Azam Medical College's original PC-i
listed total estimated cost at $6 million; to obtain continued
Federal financing to cover the remaining amount of the revised estimate 
of $33 million, it must prepare and submit another PC-1 to the
Planning Commission. The only foreign assistance toward the
financing of any medical college known to us is the $700,000 being
advancod by the Government of Iran for this fiscal year toward 
construction of Bolan Medical College, a Federal Project. 

t 

& 

The failure of budget allocations to match the tremendous 
projected costs of these medical colleges and the size of
financing actually needed to realize planned construction are 
reflected in the following Tables 3(b) and 3(c). 

4 ,. 

If­



TABLE Z a. 

COSTS AND CURRENT BUDGETEDTOTAL ESTIMATED 
CONSTRUCTION PROJECTSEXPENDITURES ON CAPITAL 

AT OLD AND NEW MEDICAL COLLEGE COMPLEXES IN 

PUNJAB PROVINCE, 1975-76. 

1975-76 
Budgeted 

Estimated Total Expenditures Expenditures 

costs of 
Capital Projects 

Budgeted for 
75-76 Devel. 

as % of 
Total Costs, 

School 
King Edward M. C. Re. 

OLD Fatima Jinnah M. C.)75,674, 130 19,974,000 26.4% 

Nishtar M. C. J 

3
 
Quaid-i-Azam M.
 

33, 640, 000 1.9%
Rawalpindi M. C. 1, 738, 660, 000 
NEW Lahore M. C. 

Punjab M. C. 
Post-Grad M.I. 

TOTALS 1,814, 334, 000 53, 614, 000 

Cost/Budget Allocation 
to Oid Medical Colleges 

37.3%as %of 	TOTAL. 42% 

Source: 	Annual Development Programme for 1975-76, Government of 

the Punjab. 

includeNote: 	 Estimates of cost/budget allocaticn for capital projects 

those approved for the following (teaching )hospitals: 

Nishtar Hospital (Nishtar M. C.) 
Maye Hospital 
Lady Willingdon Hospital (King Edward M. C.) 

Sir Ganga Ram Hospttal 
District Hospital, Lyallpur (Punjab M. C.). 



TABLE Z b 

PROJECTED ANNUAL COSTS 
OF BUILDING AND OPERATING ALL PLANNED 
MEDICAL COLLEGES, MEDICAL INSTITUTES, 
AND ASSOCIATED TEACHING HOSPITALS** 

(In 1975 prices) 

($ in millions ) 
Completion within 5 years 


Fiscal Annual Annual Total 

Year Recurring Capital Annual 


Costs Costs Costs I 

Completion within 10 years 
nnual Annual Total 
ecurring Capital Annual 
osts Costs Costs. 

1976 $ 1 $ 44.6 $45.6 1976 $ .5 $22.3 $2Z. 8 
1977 2 44.6 46. 6. 1977 1 22. 3 23.3 
1978 4 44.6 47.6 1978 2 22.3 24.3 
1979 6 44.6 48.0 1979 3 22.3 25.3 
1980 8 44.6 49.6 1980 4 22.3 26.3 
1981 10 44.6 50.6 198' 5 22.3 27.3 
1982 10 0 10.0 1982 6 22.3 28.3 

1983 7 22.3 29.3 
1984 8 22.3 30.3 
1985 9 22.3 31.3 
1986' 10 22.3 32.3 
1987 10 0 10.0 

**These estimated costs are based on the list and figures in Table 2 
and would be incurred above and beyond what is currently being sped 
on established medical colleges and associated teaching hospitals 
(without allowing for inflation.) 

Note: 	Total development expenditures in health sector in 1974-75 were 
equivalent to $31 million. 

Assumption: 	One established medical college/teaching hospitals 
complex incurs estimated annual operating costs of at 
least $ lmillion. (Increasing admissions have not in 
the past generally forced annual operating costs up by 
very much.) 



7M2ST-UAR ADuSSIOs TO mmiCAj 
COLLECIS IN PAISTAN,. 

1971-1975 

None Yearof TimlEqr First-Year Adm1os1. 
lymovdw Moia-ClLp tre Capacity -1971 1972 273 21 

Punjab ing Edward 
 1,62 100 150 150 172 210 26
Niahtar 
 1951 200 
 0 13 0 259 236 203Fatima Jinnah/c 1951 63 100 100 112 22 
 100
Qat1d-l-Aza 
 1971 
 200 100 100 
 120 206 240Punjab 1973 200 
 200 242'Rawalpindi 1973 100 100 231Lahore 
 1975 n.a. 
323
 

Total Punjab: 500 
 500 563 1066 1745
 
Sid Dow 
 1945 n.a. 223 266 345 434 400I~aquat. 
 1951 n.a. 
 173 209 350 472 
 400
 

Sind 1972 n.a. 208 307
Chandka 310
1972 
 n.a. 337 340
People's Ic n.a. 
106 

1973 

290 200
 

Total Sind: 
 396 475 1009 
 1740 1010
 
N.W.F.P. Khyber /d 1955 
 160 125 163 165 164 W 
Baluchistan Bolan 
 1972 100 ­ 75 120 140 100 

NATIONAL TOTALS: 1021 1213 1937 3100 =934 

Sources: Information Document, Country Health Programme, Govemrnet of PakIstan,
Ministry of Health and Social Welfare, December, 1974, Table 37; adfrom es 
i:mates of Provincial Departments of Health. 

Notes: / All medical colleges require F.Sc. (Pro-Medical) degmee asminimum admission requirement; program and Is for five years
loading to M.B.B.S. degree. 



a 1e a2 of Table 2 

b '"training capacity" refers to size of physical facliuty,
not to availability of requisite clinical or laboratory 
facilities, teaching faculty, or library. 

/c Medical colleges for women only. 

/d Khyber Medical College was operated as pert of the 
University of Peshawar until 1974 when It came under 
the administration of the NWP Department of Health. 
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TABLE 3 

( See next page ) 

Inventory of Categories of Manpower According to 
Level of Responsibility and by Type of Service Rendered 

(Data Presently Incomplete) 

ROWS 

1. Frontline Workers 

Z. Mid-level Workers 

3. Professional 

COLUMNS 

1. General Medicine 
Z. Traditional Medicine 
3. Maternal and Child Health Care 
4. Family Planning 
5. Malaria Eradication 
6. Environmental Sanitation 
7. Immunization 
8. Dental 
9. Pharmacy 
10. Other 

Information Needed For Each Category 

Name of manpower category
 
Number of trained personnel in country
 
Number employed in public sector
 
Number employed in private sector
 

(Above data, if possible, to be collected by Cisutcht, and aggregated) 
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TABLE 4 

Suggested Inventory of Manpower and Finance at ExistingMedical Establishments according to Type of Facility and
Controlling Authority. 

(Data to be filled 	in when available) 

ROWS 

I. 	 Hospitals : General (Civil)

District
 
Tehail/Taluka
 
Mental
 
Specialty 
Other 

2. Dispensary 

3. M.C.H. Center 

4. T.B. Clinic 

5. Rural Health Center 

6. Basic Health Unit/Sub-Center 

7. Family Planning Clinics 

COLUMNS 

1. Military 

2. 	 Government : Federal 
Provincial 
Local 

3. 	 Semi-Government : Railway
Social Security 
P. I.A. 
State Bank 
Jail 
Police 
Forest 
Canal 
Other 
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4. 	 Private-Aided: Missionary 
Red- Cresceni 
Gther 

5. Private- Non- Aided 

Information Needed for Each Categroy 

Number of such facilities 

Identity of controlling authority 

Source of finance and operating funds (Government subsidy) 

Annual appropriation 

Actual annual expenditure 

Amount and source of patient revenues 

Staff - funded positions ) 
vacant positions ) by category 

Services actually provided : 

Type ) inpatient and 
Number ) outpatient 

(Above data to be aggregated for each district and each province) 
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Alm 
In Section II, the Health Team outlined to the Mission its recamndatiom

for an organizational framework to support the extension of basic health
cervices to rural residents. In 
 this annex, those reconsendations are 
elaborated as illustrated below. 

Fedoral/Provincial Coordination Developingin Sup2rt Capacity. 

A basic rural health services delivery system widl be strengthened by an 
organizational entity having the functions to:
 

- receive funds from international donors, 
-
 handle in-country receipts from governments, both provincial

and national, as well as income from private sources,
 
- disperse funds by contract to provincial goverrments, schools,
 

private agencies, cooperatives, etc.,
 
- have the authority 
to hire and maintain its own staff (full-tie,

part-time, and consultant) without respect orto job salary
classifications, or any federal or provincial civil service 
structure and without requirements for granting tenure to 
employees. 

This organization could be called a Rural Health Services Council orCell. It could contract with provincial or private sector groups or 
directly operate provincial backup centers, and for any itif reason
is necessary, the Council/Cell could be responsible for the supervision
and operation of training programs for mid-level workers within district 
hospitals or other facilities. Further, if manpower production at the

mid-level was rat running the capacity for provincial logistic support
 
or technical supervision, the Council/Cell could, aon contract and tim
 
limited basis, 
 provide direct support to rural health complexes. 

The Council/Cell should be a time-limited organization. Residual
 
functions authorized to be carried on by a successor organization shall

be confined solely to national evaluation standard setting and technical 
assistance components outlined in Section II. 
 The Council/Cell should

have decision-making authority all fundsover received from all other 
sources within Pakistan. It is recognized that donor agencies in particularg
as well as government funding agencies within Pakistan, have the right to
condition use of their own funds and once such conditions are accepted
by, say a Board of Directors governing this entity, they will be biading
unless altered by mutual agreement. 



The Counoilt/Cell, or whatever body which can be legally Instituted under 
the Constitution of Pakistan, should be directed by a Beard composed aft 
three Oederal representatives, one each from the Ministry of Health,
Plannig Commission, Finance Ministry: and 	 ftom each province, a represen­
tative of the Ministry of Health. Ex-officio non voting members not to
 
exceed five in number may be chosen by a two-third vote of the Board,
They can serve a two year term unless a shorter term or removal ts direted 
by the Board with a simple majority vote. 

The Council/Cell entity may, in addition, constitute an advisory body
made up of one representative from each bilateral and multilateral donor
 
or provider of technical assistance in the health field. 
The principal 
functions listed below for the advisory body could be under the director­
ship of the Health Section in the Planning Commissiont
 

1. 	Donor resource coordina ,ion
 

2. 	Program, and technical advisory guidance to the Council.
 

3. 	Analyze through evaluative research techniques the programmatic 
experience of the manpower, administrative, management and 
logistic support system for rural health delivery. 

4. 	Analyze activities of similar rural health projects in Pakistan
 
and other countries.
 

5. 	Perform ad hoc research activities as requested by the Council
 
for the purpose of filling specific information gape
 

6. 	Conduct seminars for high-level Pakistani policy-makers on
 
national health issues, i.e., engage multi-sectorial decision
 
makers in the formulation of national health policy.
 

7. 	 Distill policy-relevant material from the programmatic

experiences of the health are
loan which relevant to future 
national health policy and program development.
 

0. 	Develop a broad framework for classifying national health
 
problems and establish a comprehensive cross-file and data 
bank on completed studies and work in progress related to 
these health problems.
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9. Facilitate contacts botwean domenticInstitutions, and foreign regearzbeuue,a.nd organizations active In the health erylogs 
delivery field. 

The Health Team envisioned this basic health services project
problem-oriented. as 

Persons resposible for its policy and direction wtbe open to full exploration of all conceivable means to problem solutioaregardless of whether those means are currently acceptable or fashionable.This is a toodern concept, and in order to be effective this conceptmust be Protected from PrZssures to conform to currently fashionable ways. Pressures for conformity are normally exerted through controlof (a) policy, or (b) funds, or (c) authority to appoint and removekey staff. Consequently, these functions must be immunized from parochialinfluence by placing them solely within a body reflecting and representingthe broad interests of the Pakistani people and a broad range of
 
disciplines.
 

This basic health services project should promote sensitivity to
interrelationships between health status and economic development, and
it should augment the Governent's concerns and 
 endeavors toward achieve­ment of national economic development goals. For maximum mutual beosfft,this implies active involvement of the Planning Commission and all keyministries, national and provincial, In the direction and evaluation ofthe project. Fur.her, health strategies for the next five-year planshould benefit from both private and public sector inputs in reaching
social equity in resource distribution.
 

One example of the Teamls concept is illustrated in an AID loan recently
approved for Korea. In this project, a health development corporation,a semiautonomous body to be created by the project, will be responsiblefor planning research and operational aspects of the demonstration underdirection of a national health council which represents various ministriesand other interests--such as tgricultural cooperatives and universities.Other research and analysis components as well as evaluation will be
conducted through a secretariat operating as 
an arm of the Economic
Planning Board. These are unique features for health delivery projects,stressing a great degree of authonomy for the new organization ad theneed for broad-based public and interministerial participation in the
projects funded under theloan.*Imlemetaton of ewDirections" in Doveo nt Assis...
 

the Committee on International Relations, 
 prepared by the Agency fo
International Development, July 22, 
1075.
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Pakistan is not Korea, and the two countries share more contrasts than 
commonalities. 
Still, AID is the only donor/lender willing to support
basic health services delivery projects. Others, i.e., World Bank, 
refrain from this activity because they believe they cannot obtain the
government's commitment to basic health delivery and instead fund within 
other sectors, such as rural development projects containing line item 
budgets for dispensaries, etc. Therefore, the Health Team felt the 
Mission ought to secure its interests by attempting to sponsor a seai­
autonomous organization compatible with Pakistani law and supported by 
a national commitment to deliver basic health services in rural areas. 
Furthermore, if the Mission is successful with this organization, the
 
project would provide maximum attractability to external donors who now
 
fund the Pakistani health sector piecemeal.
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FEASIBILITY ISSUES 

L Realistic Healt;&Planning/Balanced Allocation of Resources: 

Cverall consumption expenditures on health care In Pakistan are

difficult to estimate. Reasonably reliable figures are available

for the public sector, however, showing FY 1975 operating costs
(non-development budget) of Rs. 270 million*devoted to heaith services
by the Federal and Provincial governments. Assuming a population
of 72. 5 million, the per capita expenditure was Rs. 3/72 (about
(US $0.40), or assuming a 15% level of coverage, about Re. 25 per
person covered (by government services) per year. Assuming thatonly 5% of the rural population is now covered (National Planning
Commission estimate), a crude extrapolation of budget figures indicate
that the public health sector spends about Rs. 30 per urban person
covered and about Rs. 10 per rural person covered per year. 

This latter estimate does not represent costs of a fuP-, staffedand supported rural system. After full deployment and management
 
support of health workers to 
be trained under this project areaccomplished, estimated operating costs per person covered per

year will be about the same as now - or somewhat lower (Re. 9/20).
Thus the ultimate operating 
costs of the improved system envisioned
by the project are reasonable and affordable. Rapid extension of
basic health services, however, cannot be reasonably expected to
succeed without prior resolution of the interrelated difficulties now

being experienced irj the health sector in the process of resource
allocation, plan implementation, and organization of service delivery. 

(1) Provincial governments have Constitutional responsibility in
health matters and bear the larger portion of operating costs in the
public health sector ­ averaging about 6. 2% of total non-development
expenditure during the 4th plan (1970-75) while the Federal Health
Ministry expended only . 5%of total Federal non-development budget
during the same period (for combined level of 1. 8%). (Provincial
governmnts are already hard-pressed to provide adequate operating
funds for larg'ely free public health services, and it is presently
beyond the bounds of Federal authority to operate health facilities 
on any significant scale.) 

*Rs. 9. 90 to US $1. 00 
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The Federal Planning Commission estimates private expenditures 
on health to total Re. 1, 530 million or about Rs. 21 per person. 
Add this to public expenditures and the total annual per capita spending 
on health equals about US $2. 50. Most capital (development) spending 
in the health sector is in the public sector - the federal government 
providing the financial and the Provincial health departments the 
implementation capacity. During the 4th Plan period, about 4%of 
total development outlays (or Re. 680 million) were in the health 
sector - only 20% of which was allocated to the Federal Health 
Ministry. 

Although the Provinces hold most of the responsibility and are given 
the resources for carrying out health development plans (80% of total 
capital budget allocations on health), Provincial health departments 
have not utilized all funds allocated for projects: during the 4th Plan, 
only 59% of monies allocated to Provincial health development programs 
was spent, while 268% of the amount allocated to the Federal Health 
Ministry was expended. 

a 
The working papers for the Fifth Plan sugges tA nine-fold boost in health 
sector development expenditures to Rs. 6, 000 million over the 5-year 
period (from 4% of 4th Plan to 6. 3% of 5th Plan development budget). 
Non-development implications of such a capital outlay are some 
Rs. 23, 000 million over the same period. Thio plan is based on 
assumptions that a 24% marginal savings rate and more than $6 billion 
in foreign capital assistance (55% of the development budget) can be 
achieved during the 5 years. 

Rough estimates indicate that if all these planned expenditures 
are successfully made, Provincial governments by 1980 will have 
to devote 80% of their total non-development budgets to the operating 
costs of the public health system, assuming that Provincial revenues 
rise in real terms at 10% a year. 
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There is evidence of a wide divergence between elaborated pltsand the availability and allocation of resources to realise them.Some pertinent examples follow. ** 

Medical Colleges /Teaching Hospitals Expansion: 

An estimated 30, 000 hospital beds are planned to be added by 1980to the existing 37, 000. Some 11, 500 of these beds are to be in new
teaching hospitals required for the new medical colleges, 
 which areneeded ex post the increase in total first-year admission by 2, 300students (1974 over 1971). Total capital cost of medical college/teaching hospital/tehsil hospital expansion is estimated at Rs. 3,270million. Ultimate operating cost incurred by 1980 is not estimated. 

First-year admissions to newly-commisoioned and to establishedmedical colleges ha3 risen from 900 (1971) to 3,984 (1975), butlittle capital expenditures have been committed to medical college/teaching hospital expansion. Gut of an estimated Re. 1, 530 millionprojected capital cost for ten new institutions, only 2. 1%appears tobe allocated in next year's development budget. Cperating costs peryear are certain to be over Rs. 100 million per year (in current rupees)if presently committed plans are followed througb (See Table 2). 
If it is deemed desirable to continue providing in large numbersa practitioner modelled along the lines of western urban medicalpractices, and if large numbers of physicians continue to leave thecountry (whether it is desirable or not), then there should be aninquiry into the possible consequences of individual class sizesapproaching 400 at the same time that professors, libraries, andlaboratories remain in very short supply. A possible consequenceis rapid degradation in the quality of the graduate that, if perceived 

**The data here is taken from Working Pavers for the DevelopmentPerspective (1975- 1980): Health Government of Pakistan NationalPlanning COmmission; from docu. 2nts of the Country Health Programof the Federal Ministry of Health, and from Provincial and Federal
Annual Development Program 1975-76 Publications. 



Page 4 of Annex U 

by countries now importing Pakistani physicians, could lead to a 
rapid decline in export and consequently to a quick increase in 
in-country physicians, largely in urban areas. This possible 
scenario-could lead to a growing trend for further urban facility 
investment and other direct or indirect subsidies for the urban 
medical establishment. Such a series of events could have profound 
consequence on the availability of resources to apply to rural health, 
and could also decrease the future acceptability of auxiliaries. 

Evidence of this trend is beginning to materialize. In 1972, 25%1 of 
Pakistani medical graduates seeking licensure in the U.S. passed the 
test. In 1974, only 16% of those taking the U.S. test passed from 
the King Edward Medical College, the nation's oldest and among 
the most prestigious training institutions. 

Basic Health Services Expansion: 

Current plans for increasing basic health services to cover 50% of 
total population by 1980 require construction of 2,980 Basic 
Health Units (B. H. U. s) @Rs. 300, 000 a piece) and between 500 
(C. H. P. estimate ) - and 745 (N. P. C. estimate) Rural Health 
Centers (It. H. C. s) @Rs. 1, 800,000 a piece) as well as training 
the staffs to operate them. Rough estimates based on these goals 
project a capital outlay totalling Rs. 2, 700 million over the next 
five years to put a basic health services system in place. By 1980 
such a system would cost between Rs. 300 million and Rs.600 million 
per year co operate, depending upon the staffing pattern that was chosen 
for the units. 

Up to the end of the 4th Plan, 125 R.H.C.s and 369 B.H.U.s had been 
built; in Annual Development Plans for 1975-76, money is allocated 
for ongoing or new construction of only 78 R. H. C. s and 61 B. H. C. s 
(not including North Western Frontier Province). 

The Rural Health Prcgram is allocated only Rs. 88 million in 1975-76 
in the development budget or 13.6 %of the total. This is a slight 
reduction from the 16.6% of total development outlays the Rural 
Health Program was allocated during the previous four years. 
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(An absolute increase from R. 53 million to Rs. 88 million translatesinto a relatitive decline since 44% of next year's development budget isallocated for malaria eradication - - up from 29% in FY 1975. ) 

The line item "ural Health Centers" in government non-developmentbudgets totalled Rs. 12 million in FY 1975, 4. 5% of total recurringcosts. (This is probably a significant underestimate since other

actual incurred costs 
appear under other headings. ) 

Although present plans for rapid expansion of basic health servicesare optimistic and may well be difficult to realize in any event,actual expansion of medical college intake represents a potential resourcecommitment in conflict with the priority given to expanding basic
health services. The financial resources apparently required for,and in some sense already committed to, the development of medicalcollege/teaching hospital complexes are far greater than those needed

for even a modest-cost expansion of basic health services.
 

The projected investment costs of building and the ultimate recurringcosts of operating an expanded number of medical colleges representsan annual financial commitment which even with no expansion of anyother component of the health budget, cannot easily be met withoutlarge infusions of external capital resources. Precise identificationof the nature and magnitude of the near-term conflict between continuedmedical/teaching hospital expansion and the development of a significant
rural health program must be faced by the national and provincial

governments of Pakistan. (See Tables 1, 2 and 3). 

The split between decision-making authority for resource allocationand responsibility for program ind project implementation between
Federal and Provincial authorities reflects a Constitutional provisionof responsibility for health at the province level. However, virtuallyall funds for capital development by Provincial health departments
must be approved Federally, theoretically along guidelines laid downin Annual or Five-Year Development Programs drawn up by the FederalPlanning Commission. It remains to be resolved whether a'entralmechanism can be constructed which provides incentives or requirementfor matching available resources in a balanced way to an agreed-upon
health sector investment plan - and which at the same time protectsProvincial political prerogatives in determining their own priorities. 
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Given the very great target for achieving coverage of the 
population by basic health services within the next five years 
(increasing it from 15% to 50%), the Government of Pakistan Is 
understandably anxious to begin immediate, large-scale training 
of health auxiliaries and to move as quickly as possible toward 
providing the other tangible elements of minimum health care to 
the rural areas. However, the Loan Team's preliminary analaysis 
indicates that ultimate success in providing an expanded integrated 
system of basic health care delivery depends upon the building of a 
sound foundation of training, coordination, management, and support 
institutions - at the beginning. It must be resolved by the Government 
how much it will trade-off (over the long-term) in respect to the Impact 
and durability of the delivery system in order to gain (over the short­
term) a faster build-up of percentage of population covered. 

IU.Mobilizing Adequate Resources 

(1) Capital. financing: 

While past efforts to expand basic health services into rural areas 
have been largely capital-intensive, this project proposes to focus on 
financing a service- intensive delivery system. The system aims to 
provide services at an operating cost affordable by the Government 
and rural residents. This being the case, facilities for health centers 
and for accommodation of health workers should be provided by the 
community to be served. The question of facilities may well pose no 
problem in the early stages, since there are a number of under-utilized 
buildings in rural areas (many of them under- staffed Basic Health 
Units, Rural Health Sub-centers, and Union Council halls). But some 
provision should be made early in the project for establilhing a 
mechanism for mobilizing the interest and support of rural communities 
in providing facilities in return for trained personnel. 

(2) Financing operating costs: 

As a basic health services system develops, operating expenses, 
and not capital expenses afford the major financing problem. And 
historically, marked under-financing of operating expense has greatly 
decreased the effectiveness of the public health sector. 
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One solution would be to maintain the present official policy of providingservices free of charge and greatly to increase the public fiscal efforton health-services operating expense account. This solution has muchto recom.end it and is among the more attractive social-planning
strategies for achieving equity. 

The major problem with this solution is that it may not be available.The Federal government is reluctant to get into the operating expensebusiness, which leaves it to the Provinces. But the Provinces do notappear to have the fiscal capacity to fund health sector operatingexpense -- at least not the level of such expense implied by a morefully developed basic health services system (see Table 1).raises the question whether This 

propose funding 
it would be feasible and acceptable tohealth-sector operating expense from out-of-pocket
charges to consumers, 
 and if so, what proportion of total expeneb.This solution might seem, at least nominally, at variance with thegoals of national health policy. However, people may be denied accessto health services not only because of inability to pay but also becausethey are literally nt available. If a free-of-charge strategy implies,because of financing problems, the literal non-availability of servicesto many people, it cannot be regarded ascompliance with national health policy, 

in (other than nominal) 
either. It may be argued thatthe consumer is better off with available services for which he must
pay than with nonavailable 
free services. 

What level of consumer charges is to be regarded as consistent withnational health policy? 
 To what extent is at least partial public subsidy
of such expense feasible? This is a special kind of equity problem. 

There are also particularly difficult problems relating
and administration, to management
incentives toward providing curative or preventivecare, that are raised by the preliminary proposal of this project thatthe community pay the salaries of the Community Health Workers,are whotrained and supervised by mid-level Health Workers who are on the
public sector payroll. 

The ability of the Government and local communities to bear theshared operating costs of an expanded delivery system depends uponcreative resolution of this issue of local-level financing of someportion of operating costa. 



Page 8 of Annex H
 
Il. Categories of Fealth Manpower
 

There is now a widespread proliferation of categories of health
manpower in Pakistan, 
many of which are trained in a manner

which may be inappropriate 
 to the real needs of Pakistan'spopulation. Health care providers can broadly be classed intotypes, according to the approach used in diagnoses of illness,"Western" (allopathic) and "non-Western" (homeopathic, unani,
and ayurvedic). The "non-Western" indigenous practitioners-,
the most part, practice on a fee-for-service basis and charge 

0ar
 

for herbal medicines 
in the rural areas ; however, a significant
number of hakims, with degrees from government-recognized
Tibia Colleges, practice what could be termed a "blend" ofWestern and traditional methods of diagnosis and treatment - agood many practice in urban areas. 

Cutting across this particular classification of practitioners, thelarge number of different categories of health manpower can begrouped into three broad functional categories (see Table 3)(a) Professional practitioners; (b) 
: 

Mid-level health auxiliaries;
and (c) Front-line health workers. 

(a) Profefssional practitioners :
 

Some 6, 000 of the estimated 42, 000 registered hakirms considerthemselves professional, citing their degrees from four-yearTibia Colleges, many of which teach some allopathic methods oftreatment. The 7-8, 000 allopathic physicians estimated to bepracticing in Pakistan naturally tend to challenge the hakims
claim to professional equality. 

These physicians with graduate and post graduate degrees inspecialized fields of modern ("Western"), hospital-based, personal,curative health care delivery -- practice almost exclusively inurban areas on a higher cost, fee-for-service, private practicebasis - even if they hold a government-paid administrative orhealth service position. The recent rapid increase in the numberof students receiving training with this urban-and-hospital- orientation poses the possibility of concentrations of even higher numbors ofphysicians crowding into urban areas. These physicians, as agroup, will be poorly equipped and inappropriately trained toprovide primary care in rural areas - no matter what incentivesor coercive methods the government might devise to place them 
there. 
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(b) 	 Mid-leve health auxiliaries
 
a
Various levels of hospitals andivariety of training institutions

produce a high number of categories of manpower which are intendedto be assistant physicians, but in practice turn out to be principal
providers of primary health care. A good portion of this categoryis hospital-trained and hos pital-based, but many auxiliaries trainedto work in MCH centers or 	in categorical disease control programs
have the health care experience and educational background toqualify them for retraining 	as mid-level Health Workers for
placement in a Basic Health Unit. The significance of this large
group of manpower - including both allopathic and indigenous

practitioners - lies in its magnitude : one for about every 1,200
people. The potential is great for devising a better system oforganizing and managing their delivery of services which would
make optimal use of their talents and time. 

(c) Front-line workers: 

While it is estimated that there exists a very large cadre of

front-line health care providers, relatively few are employed in
the public sector other than in categorical disease control and
 
family planning programs.
 

The above broad-brush description of the wide range of health 
manpower resources available and/or in service gives a crude
picture of the diverse and fragmented manner in which health
service delivery is organized. More precise, reliable informationabout the qualitative and quantitative characteristics of the delivery
system is now lacking. 

Moreover, a good understanding of the service and financial
dynamics of the present manpower system is needed for planningthe implementation of an extension of improved basic health services.
An integral part of financial and manpower analysis would beto complete for each district, witn provision and national sun aries,an inventory model such as that outlined in Table 4 . Such aninventory could be developed in a manner that would permit updating
on an annual basis. Annual updating is practical management and program development imperative. Without this there will exiwt a situation conducive to randomly adding resources to an undefined
base with the likely consequence of duplication, overlap, and 
waste. 
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A) Questions which would be answered by a manpower and 
financial resources inventory include the following : 

(1) 	 What types of health manpower are there? How many of
 
each type are there? (Sketchy data on this is presented
 
in Table 3).
 

(a) 	 Working now, where, at what salary;
(b) 	 Trained and in-country, but not working in health sector;
(c) 	 Percentage of (b) who are reasonably available for work. 

(2) 	 For each category of health manpower, what is the current
 
production capacity and what is 
 the actual annual output of 
trained personnel per year? 

(a) 	 Type and nature of training institution 
(b) 	 Content of training.
(c) 	 Type of employment for which training is designed.
(d) 	 Stipends given, fees charged, and bond required 

for admission. 

(3) 	 Characteristics of students 

(a) 	 Number of applications vs. number of acceptances per 
year.

(b) 	 Origin and sex of entering students. 
(c) 	 Educational levels of incoming students vs. minimum 

educational levels required for admission. 

(4) 	 Location and nature of post-training employment: 

(a) Number of students filling jobs for which training intended: 

i) Such positions open ) public and private
ii) Such positions filled ) sector 

(b) Number of students filling other health sector jobs: 

(i) In public sector 
(ii) In private sector 

(c) Number of students taking further health training;
(d) Number of students taking jobs not related to health. 
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(5) 	 How closely does the training received relate to current
 
requirements of job for which the training is intended ?
 

(6) 	 Does the school and/or current and/or past trainee have the
potential for supplemental training that would add skills
in a manner that results in a minimally but appropriately 
trained worker functioning as an integral part of a rural 
Health Complex ? 

(7) 	 If the answer to (6) is yes, what specific steps must be
 
taken ?
 

-- a) 	 curriculum modification? 
-- b) training of existing teachers? 
-- c) supplementation/replacement of staff? 
-- d) development of new affiliations for clinical experience? 

(8) 	 What is cost of (7) to train or retain -- what number of
 
workers -- over what period of time ?
 

.(9) If the answer to (6) is no, then should the training
institutions continue to function? Or is continued production
of the workers warranted or needed for some other reason? 
If not, should the institution be closed or modified? What 
should be the disposition of the balance of employed but 
perhaps irrelevantly trained workers of the specific type
of persons who are in service ? 

B) A separate though related set of questions need to be answered
concerning the training and service dynamics of the two key classes 
of health manpower : (1) The large numbers of traditional practitioners
(more than 40, 00) ); and (2) The increasing numbers of allopathic
physicians. 

1. 	 Traditional practitioners 

(a) 	 What are the various types, how many are there of each 
type, and how does the content and quality of health 
care delivery differ among them? 

(b) 	 How much do traditional practitioners charge for their 
services and how much do tley charge for prescribed 
medications, if made available ? 
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(c) Do pe ple seek and pay for traditional health servicesbecause they are the onl- health services available 
or because they believe in them? 

(d) To what extent can traditional practitioners be
introduced to basic "Western" medicine? How? 

(e) 

(f) 

Are there certain types of traditional practitioners
more suited for in-service training than others ?Do they have a potential educative and preventive
role ? 
What will be their place in the health system over 

the next 5 to 10 years ? 

Z. Allopathic ("Western") physicians 

(a) Is the continued drain of physician manpower of the 
country and the corresponding rise in the number offirst-year places in an expanded numberof medical
colleges compatible with the principle of maintaining 
a high level of quality in professional medical 
education ? 

(b) What types and numbers of physicians are appropriate
for serving Pakistan's health needs during the next one or two decades? How should they be trained to 
meet the country's needs ? 

Preliminary analysis by the Loan Team indicates that 
a priority need is general physician f;-,niliar withprinciples of public health, management, and patient
care, but also trained to work with auxiliaries in a
supervisorial and consultative role, Such steps as
the following might be considered 

(i) Adjust medical curricula to train a general
public health physician as described above. 

(ii) Limit the number of specialists and carefully
defining their role and function. 

(iii) Make governmental and rural service r.aandatory
after training and sufficiently attractive over the 
long-term, so that physicians (and other i 

Y.! 
-J 
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critically needed technical and professional health 
manpower staff) not only are trained for rural practice. 
but find 	it professionally rewarding and financially 
attractive. ** 

(iv,) 	 Establish performance examinations relative to Pakistan's 
needs and license each new graduate for a period 
of five years - licenses renewable every 5 years 
cont ingent upon demonstrating continued acceptable 
performance and competence by re-examination. 

(v) 	 Exemption from (4) above all physicians currently 
in practice. 

The Loan Team notes that the new Lahore Medical College has 
developed a curriculum that conceptually is a model which appears 
highly relevant to the country's needs). 

(c) What steps can '-e taken to reduce the number of medical 
college students to that level appropriate to the needs and 
resources of the country? (e.g., decrease the matriculate 
intake into F. Sc. (Science) program; place ban on the 

commissioning of new medical colleges). 

IV. Integration of Manpower, Management and Services-: 

In order to achieve the most economical and efficient system for 
delivering comprehensive health care, at a considerably expanded 
level of population coverage, the proposed project envisions that 
program activities, i.e. manpower training and deployment, will 
ultimately result in significant integration of manpower functions 
and of the organization and management of service delivery. This 
implies 	 having a single government-operated or government­
supported service structure, which at the local level provides the 

infrastructure within which all basic health workers would work. 

The Health Loan 'ream suggested the creation of a central body 
which would hopefully serve as a catalytic agent for stimulating 
ultimate 	integration of organization and management at the National 
level - which is now fragmented by several independent vertical 
programs and by strong provincial authority. Whether or not such 
high-level integration occurs may well depend on the success 
achieved in oroadening the roles of vertically-administered, 
categorical program workers as they are brought into the basic 
health infrastructure. Several important questions must be 

**A similar problem must be faced and resolved in order to retain 

a sufficient staff of critically-needed and highly trained technical 
and professional workers at the National Health Laboratory in 
Islamabad. 
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answered prior .o undertaking a broadening of roles within an 
existing vertical structure, and prior to incorporating existing 
workers, either as-trained or with-more-training, into an 
integrated structure. 

1. Is it prudent to alter the program and structure of current 
vertical programs ? If so, when and how? For instance, malaria 
probably represents a situation where integration of any type should 
not be considered for some years since the consequences of a 
second failure of control efforts are potentially catastrophic. There 
is already evidence of P Falciparum drug resistance and although
malathion resistance in mosquitoes has not yet been experienced 
in Pakistan, it may 'Ce expected to develop eventually. Both drug
and insecticide resistance may develop rapidly if the control efforts 
are fragmented and incomplete. The consequence could well be 
chronic, widespread, highly-resistant malaria in the country. 

2. How does one assess and compare the relative feasiLility and 
desirability of : 

(a) 	 Broadening the job function of a specific verticalworker 
to include other responsibilities; 

(b) 	 Training a new worker (al:)eit, prehaps one with previous 
but unrelated health experience) to carry outthe specified
job responsibilities. 

(For example, Lady Health Visitors (LHVs) are trained 
in Public Health Schools for two years (of midwifery 
and public health trainin-Y) and then usually placed in 
MCH Centers. LHVs can handle deliveries, but cannot 
diagnose or treat minor ailments. Lady Welfare 
Visitors (LW Vs.), on the other hand, are trained by 
the Population Planning Council for fifteen months of family 
planning :.nd basic curative care and then usually placed
in Family W.afare Clinics. LWVs are trained and 
equipped with medicines to treat minor ailments, but 
could probably only handle a delivery in an emergency. 
What might be the ultimate benefits, and practical 
method, of integrating these two categories of workers? 
Dais already are widely used, and as"trained dais" 

(trained by Lady Health Visitors in a manner akin to that 
being proposed for mid-level Health Workers training
Village Health Workers), they assist LHVs and work 
as their village assistants, conducting deliveries 
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expected to be without complication. Further strengthen­
ing the dais' in-service training by providing LHVs and 
LWVs with curriculum material and teaching techniques 
that make a dai a trained front-line maternal child health 
worker is particularly worthwhile. This may be important 
in view of the initial difficulties likely to be faced in 
developing a significant number of fully-trained female 
mid-level MCH workers. 

V. Government Employment 

It is possible that over the long term one of the major roadblocks 
standing in the way of improved and greatly expanded rural health 
services is government employment practices. Thus, an early issue 

to be faced by the Government is the development of pay scales for 
highly trained professionals that coupled with an attractive working 

environment and enforceable public sector service agreements will 
allow for reasonable retention in-country of critical manpower. 
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UNITED STATES AGENCY FOR INTERNATIONAL DEVELOPMENT 

Ill!I MISSION TO PAKISTAN 

Cable: USAIDPAK HEADQUARTERS OFFICE 

ISLAMABAD 

Secretary to Government D~ctmber 3, 1978 
Economic Affairs Division 
Ministry of Finance, and 

Provincial Coordination
 
Government of Pakistan
 
Islamabad.
 

Dear Mr. Secretary: 

Subject: AID Loan and Grant No. 391-U-173 
Basic Health Services 
Conditions Precedent Under Section 5. 3 
Project Implementation Letter No. 7 

We are in receipt of a letter from Dr. Mushtaq Ahmad Chaudhry 
dated November 20, 1978 furnishing additional information in satis­
faction of the Conditions Precedent outlined under Section 5. 3 of the 
subject loaa agreement and as further elaborated upon in Project 
Implementation Letter No. 4 dated October 18, 1977. 

We are pleased to advise you that all of the Conditions Precedent 
under Section 5. 3, relating to additional disbursements for General 
Project Support, have now been met. We are therefore proceeding 
to issue a check in the amount of $350, 000 payable to the Ministry 
oi Finance, Government of Pakistan. 

J cerely yours, 

Hasan A. Hasan 
Chief, Project Development 
and Monitoring Division 



UNITED STATES AGENCY FOR INTERNATIONAL DEVELOPMENT 
i ii MISSION T PAKISTAN 

Cable: USAIDPAK 	 HEADQUARTERS OFFICE 

ISLAMABAD 

January 	16, 1979 

Secretary to Government
 
Economic Affairs Division
 
Ministry of Finance and
 

Provincial Coordination
 
Government of Pakistan
 
Islamabad
 

Dear Sir: 

Subject: 	AID Loan/Grant No. 391-U-173 
Basic Health Services Project 
Project Implementation Letter No. 8 

This letter is in continuation of our Project Implementation Letters 
No. I dated April 4, 1977 and No.4 dated October 18, 1977 and elaborates 
the Conditions Precedent (CPs) and the interim performance targets 
required for the second additional disbursement for General Project 
Support under Section S. 3 of the Loan/Grant Agreement ("Agreement") 
dated April 2, 1977. Nothing in this letter and its attachment alt ers 
the scope or provisions of the Agreement. 

The 	purpose of this Project Implementation Letter is to provide 
additional information and guidance relating to the second additional 
disbursement under Section 5. 3. 

1. 	 Section 5. 3 - Conditions Precedent to Additional Disbursements 
for General Project Support 

Prior to the sacond additional disbursement for General Project 
Support the Government of Pakistan is required to fulfill the following 
Conditions Precedent and achieve performance targets in form and 
substance satisfactory to AID. 

a. 	 Section 5. 3(a) - Project Implementation 

.1 It is requested that evidence be provided to AID indicating 
that the project is being implemented in accordance with the 
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approved provincial plans of action. This should be in the form 
cf a 	certificate signed by the Deputy Director General, National 
Basic Health Services Cell, to the effect that the project Is being
implemented in accordance with the approved provincial plans of 
action supplied to and found acceptable by AID under Section 5. %. 
The 	certification should be based on the detailed Information 
provided by the Provinces under Section 5.3(c) below. 

b. 	 Section 5. 3(b) - Federal and Provlncial Badget Allocations
 
and their disbursements
 

Evidence is also requested to be provided to AID which 
indicates that adequate Federal and Provincial budget allocations 
have been made and that funds are being disbursed In accordance 
with 	the approved annual plans of action, This should be in the 
form of extracts from the Federal and each provincial budget and 
certificates from the Federal and Provincial Health Secretaries 
which 1) state that the amounts budgeted are believed adequate to 
achieve the staffing, training, construction and equipment
objectives agreed upon by the Government and AID; 2) list 
disbursements made to date; and 3) certify that it is the Federal 
and Provincial Governments' intention to make future disburse­
ments in accordance with the approved annual plans of action. 

c. 	 Section 5.31c) - Achievement o' performance Targets 

Prior to the Znd additional disbursement (installment) for 
General Project Support, ATD wishes to receive evidence 
Indicating that performance targets have been achieved as 
defined below: 

(1) 	 Training pac.Lty 

At least 9070 of the mid-level health worker (MLHW)
curriculum has been completed and is ready for use and that 
at least 75% of the i-rot 12 training units are operational. 

(Z) 	 Trained Manpower 

At least 75% of t'e first class of 270 MLHW trainees 
have started their training. 
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(3) Management Infrastructures 

(i) evidence, including specific plans, that efforts to 

strengthen and improve the major functional support areas are 

underway. This performance target will be considered to be 
met when studies are underway to document the existing status 

and problem points in the present support sub-syste no outlined 
under Section 6. 3(a) thru (e) of the Agreement. 

(ii) evidence that a health education and communication 
strategy has been formulated. This evidence will be a strategy 

paper or plan which contains a statement of objectives, a time­

phased action plan, and a budget. The plan should also identify 

the personnel and/or organizations that will be responsible for 

the implementation or execution of the strategy. 

(4) Establishment of Physical Facilities 

evidence that the construction, renovation and/or 
improvement of at least 75% of the first 12 Integrated Rural 

Health Complexes is either in progress or complete. 

(5) Staffing 

There are no performance targets fixed under this sub­

heading relating to second additional disbursement, however, 

there are performance targets fixed under this subheading 

relating to subsequent disbursements which will be communicated 

to you in later implementation letters. 

(6) Establishment of -ntegrated Rural health Oomplexes (IRHCs) 

The information requested under item 4 above will be 
considered adequate evidence that the IRHC's are in the process 

of being established. 

2. Section 8. 2 - Reimbursement for General Project Support 

Upon fulfillment of the above Conditions Precedent with respect 

to the second additional disbursement (installment) for the performance 

targets outlined in this letter, the Government of Pakistan will be 

entitled to request reimbursement in an amount equal to $1, 650, 000. 

The request from the Government should include a complete listing 

of the performance targets that have been achieved, the amount of 
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payment requested (in US dollars) and a statement that the amount
 
has not heretofore been requested for 
nor received. The requestshould be signed by one of the Borrower's authorized representatives,
under Section 5. l(b). 

AID upon verification, will issue a dollar check payable to the
Ministry of Finance, Government of Pakistan. 

Further project implementation letters relating to additionaldisbursements for general project support will be issued at a 
later date. 

AID will be glad to discuss with you or your representatives 
any problems or questions you may have concerning the implementation 
of the project. 

Sincerely yours, 

S(7A,~ 

Hasan A. Hasan 
Chief, Project Development 

and Monitoring Division 


