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PROJECT AUTHORIZATION

Primary Health Caxre
PAKISTAR Project No. 391-0475

1. Pursuant tc Section 531 of the Fcreign Assistance Act

of 1961, as amended, I hereby authorize the Primary Health
Care Project for the Islamic Republic of Pakistan involving
planned obligations of not to excced U.S. Dollars Twemty
Million (U.S. $20,000,000) in grant funds over a five (5)
year period from the date of authorization, subject to the
availability of funds in accordance with the A.I.D. OYB/
allotment process, to help in financing foreign exchange
and local currency costs for the Project.

2. The Project is designed to assist the Government of
Pakistan to improve the quality and expand the coverage of
Primary Health Care services in the rural areas. Components
to be financed include: (a) program management; (b) medical
technician and communitz heagth worker training; (c) program
operations; (d) research and evaluation: and, (5) accelerated
Expanded Program of Immunization.

3. The Project Agreement(s) which may be ne otiated and
executed by the officer(s) to whom such autgority is
delegated in accordance with A.I.D. regulactions and
Delegations of Authority shall be subject to the following
essential terms and covenants and major conditions, togeLher
with such other terms and conditions as A.I.D. may deem
appropriate.

a. Source and Origin of Goods, Services and Shipping

Goods and services financed by A.I.D. under this
Project shall have their source and origin in the Cooperating
Country or in the United States except as A.I.D. may otherwise
agrce in writing. Ocean shipping financed by A.I.D. under
the Project shall, except as A.I1I.D. may otherwise agree in
writing, be financed only on flag vessels Af the United States
and the Cooperating Country.

b. Third Country Participant Training

Third country Eurticipnnc training sponsored by A.I.D.
under this Project shall, except as A.1.D. may otherwvise
agree in writing, be only in the Limited Free World List,
Geographic Code 901.
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¢. Conditions Precedent to Initial Disbursement for

the Accelerated Expanded Program of lmmumization

(E.Y.1.) Prior to §echEEer EU. 1984

Except as A.1.D. may otherwise agree in writing, rior
to disbursement under this Grant for the Accelerated E.P.I.
program prior to September 30, 1384 or to the issuance by
A.I.D. of documentation pursuant to which such disbursement
will be made, the Grantee, acting through its Federal

Ministry of Health (MOH), shall furnish to A.I.D., in frrm
and substance satisfactory to A.I1.D., evidence that:

{. a Fedaral Advisory Council has beun established to
review the program of activities under the Primary Health
Care Project and to provide guidance to the provinces to
implement these activities;

11i. membership of the Federal Advisory Council includaes
the Sacretary MOH (Chairman); Director-General Health, MOH
(Vice-Chairman); Joint Secretary, Federal Minisctry of
Finance, Planning and Economic. Affairs; Secretarias of
Health for the four provincss; and, Chief of the Health
Section, Planning Division, Federal Ministry of Finance,
Planning, and Economic Affairs;

1i1. the Pederal Advisory Council is required to meec
no less than twice annually:

iv. the Federal Advisory Council has held at least one
meeting)

~-v. Primary Health Care Stcering Committees have been
established in each of the four provinces for the purpose
of reviewing the Project;

vi. membership of the Primary Health Care Steering
Committees includes the following Provincial officers: the
Secretary of Health (Chairmsn); the Director of Health
Sexrvices (Vice Chairman); the Addirional Secrstary, Finance;
and the Chiaf of the Health Section of the Plarming and
Development Department;

vii. the Primary Health Care Stsering Committees are
required to meet no less than twice annually;

viii. each of the Primary Health Care Steering Committees
has held at least one meeting; and,

ix. the Federal Basic Health Services Cell in the
Yederal Ministry of Health has staffed the following
x:licionsz the Deputy Director-General (Basic Health); the

sistant Director-General, Training, and the Assistant
Director-General, Operations.



d. Conditlon Precedent to Disbursement for
rchitectural and Engineering ervices

Except as A.I.D, may otherwise agree in writing, prior
to the disbursement of funds by A.I.D. under the Granmt or
to the issuance by A.1.C. of documentation pursuant to which
such disbursement will be made for architecctural and
engineering services with respect to each of the 13 medical
cechniclan training schools, other than for site invest_zations,
the Grantee shall establish, in form and subsatance
satisfactory to A.I1.D., its right to ownership or adequate
and sufficlient use and occupancy of the land site proposed
for the buildings.

e. Conditions Precedent to Disbursement for Construction
of Medlcal Technlclan Train ng Schools

Except as A.1.D. may otherwise agree in writing, prior
to disbursement under the Gramt or to the issuance by A.L1.D.
of documentation pursuant to which such disburyement will be
made for actual construction or renovation of any medical
technician training schools in a province, the Grantee
acting through the MOH, shall furnish cto A.1.D., in rorm
and substance satisfactory to A.I1.D., evidence chat:

i. the Provincial Government of the provinc.s wherein
the medical techknician training achool for whicn disbursement
1s sought is located has initiated the foraation of both
ad:inzatrativé and technical posts for irs training schools;
and,

i1. tha Provincial Steering Ccmmittee of the province
wherein the medical technician training school for which
disbursement is sought is located has recommended approval
of a budget allocation for each school which the Committee
has determined to be adequate and appropriate for the
operation of each school.

f. Conditions Precedent to Disbursement for Furniture
and Lquipment for Medical Technician Tralning Schools

Except as A.1.D. may otherwise sgree in writing, prior
to the disbursement under the Grant for furnitura, equizment,
audio-visual aids and transport for the medical techniclan
training schools in any province or to the issuance by A.I.D.
of documentation pursuant to which such disbursement will
be made, the Grantee, acting through tiie MOH, shall furmish
to A.1.D., in form and substance satisfactory to A.I.D.,
evidence that:

{. the Provincial Government of "‘ie province wherein
the medical tecnnician training school for which disbursement
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is sought is located has created both administracive and
technical posts for the staff of the training schools, and
has initiated recruitmenc; and,

1{. the Provincial government of the province wherein
the medical cechnician rraining achool for which disburse-
ment is sought is located has undertaken sufficient
advercisemenc for recruirment of students for the training
schools, and that all female high schcels have been timely
notified and provided information as to the next scheduled
medical technician classes.

g. Conditions Precedent to Disbursement for the

Xccelsrated E.Y.T. on or Alter september 10, 1984

Except as A.I1.D. may otherwise agree in writing, prior
to the disbursement under the Grant on or after Septembar 30,
1984 for the Accelerated E.P.I. or to the issuance by
A.I.D. of documentation pursusnc to which such disbursement
will be mads, the Grantee, through its MOH, shall furnish
1§‘form and substance satisfactory to A.I.D., evidence
that:

1. a Federal plan of operacions for Primary Health
Care ht. been praparad and approved by the Tederal Advisory
Council;

1i. Provincial plans of operation have baen prepared
for sach of the provinces, approvad by the cognizant
Provincial Steering Committee and are being implementced;

1i1. baseline health surveys to record morbidity and
morctality patterns and the status of delivery of curative
~and preventive health services have beén conductaed; and,

iv. performance targets set forth in Project Implemen-
tation Letters for che preceding twelve-month period have
been substantially met with respect to:

(a) program managament;

(b) medical technician and community health
worker training;

(c) program operations; and,
(d) research and evaluatiom.

h. Conditions Pracedent to Disbursement for the Accelerated

¥.P.Y. on or after September 30, 1385

Except as A.I.D. may otherwise agree in writing, prior
to the disbursement unde: the Grant for the Accelerated E.P.I.
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on or after September 30, 1935 or to the issuance by A.I.D.
of documentation pursuant to which such disbursement will
be made, the Grantee, acting through the MOH, shall furnish
to A.I1.D., in form and substance satisfactory to A.I.D.,
avidence that:

i. the Federal Alvisory Council and Frovincial Sceering
Committees have been inscitutionalized and have had at
least two meetings te review progress and ixzplementation
of the Primery Health Care Project in each of the !mited
Scates fiscal years since it has been formed.

1i. at least 16 Federal and Provincial level health
officials responsible for Primary Health Care (Basic Health
Services) have been trained overseas in management
systems including analysis and evaluation;

1i4{. at least 85 Medical Officers posted at Integrated
Rural Health Complexes, District Health 0Officers and
Divisional Deputy Direcrors wno deal wicth Primary Hdealth
Care (Basic Health Cersices) have been trailned in management
and oriented in the Primary Health Care Project;

iv. logistics/support systems and procedures have
been reviewed and revised as necessary and operating manuals
for Inteﬁraced Rural Health Complexes have been adopted,
published, and distributed in each of the four provincas;

v. ninety percent of the physician and para-medical
tutors in the program have been trained or retrained in the
revised curriculum and training methods;

vi. eighty percent of the medical technicians trained
and deployed by Decembar 37, 1985 have trained an average
of 10 compunity health workers who in turn are supported
and regularly supervised by medical technicians;

vii. procedures have been adopted in each province to
insure that medical technicians and communicy health workers
have been provided and are using transport, medical kitu,
uniforms and other commodities procured under the Project;

viii. at least 4O percent of the medical technicians that
have been trained and deployed are females;

ix. double round aurveys/evaluations have been
conducted in project years three and fcur to establish the
impact of the projec n morbidity, mortality, and
imsunization status; and,
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x. at least 53 additional Integrated Rural Health
Complexes (29 in the Punjab, 12 in the Northwest Frontier,
7 in the Sind and 5 in Baluchistan) are operatiomal. For
g:zpo.ol of this Authorization, an operational Integrated

al Health Complax (IRHC) is defined as one in wvhich:

(a) at least 80 parcent of the authorizad doctors
and medical technicians are in place and working. and
communicy health workers have been trained in accordance
with Section h.vi, atove;

(b) at least 80 percent of the required standard
drugs are available at all cimes;

(c) at least 80 porcint of the required standard
equipment is on hand and in operating condition;

(d) a functional vehicle is available for ambulance
and supervisory services with sufficient funds provided for
P.0.L. and routine maintenance services throughout the
fiscal year; and,

(a) a laboratory is aquipped and staffed to do
routine examinations of blood, urine, stools and sputum.

1. Covenant as o Particivant Training

The Grancese shall make every raasonable effort to
require that each participant trained cutsids of Pakistan under this
Project works in Primary Health Care activicias in Pakiastan
for not less than rhree times the length of time of his or
her training program provided, however, that in no svent
shall the participant be allowed to work for less than one
year from the date of thé participant's return to Pakistan.
32:. iovcnnnc shall not apply to training of less than 45 days
acion.

,255;4cu 2%:-72:;4~«
~Donor H. Llon

Director
USAID/Pakistan

Approved:

Date: Sépr 23, 10U
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1. SUMMARY AND RECOMMENDATIONS

A, Recommendacions

1. Funding

It is recommended that an ESF grant of $20.0
million be authorized for the Primary Health Care Project,
which has a Project asulstance Complecicn Date (PACD) of
September 30, 1987.

2. Ceographic Ccde

The Project authorization should specify that,
except as A.I1.D. may otherwise asgree in wricing :

a. Coods and services financed by A.I.D. under
this Project shall have their source and origin in the
United States (A.I.D. Ceographic Code 000) or Pakiatan.

b. Ocean shipping for all commodities financed
by A.1.D. under this Prciect shall be only on flag
veansels of the Uniced 3Szates or Pakistan.

¢. Participant craining financed oy A.1.D. under
this Project 3hall be cnlv in countries included in A.I.D.
Geographic Code 901 (Limited Free World).

3. Walver

It is recommended that a source/origin walver
fiom A.1.D. Geographic Code 000 to Code 935 be approved
by the Assistant Adminiatrator for Asia to permit the
procurement of ten righc-hand drive dicsael pick-up
crucks and eighteen right-hand drive diesal 12-pagsenger
vans and spars parts. A copy of the walver request I8
{ncluded in Annex C.l.

B. Summary Project Descriprion

In 1977, the Government of Pakistan (Gop),
racognizing that Lt was impoasible to adequately respond
to the health problems {n the country wich a physiclan-
based system of medical care, launched a rurnY ealth
program involving the use of paramedics. The GOP's
program, which received support from A.1.D. under the
Basic Health Sarvices Project (391-0415) between 1977
and 1981, was based on a system of Integrated Rural
Health Complexes (IRHCa) conaslating of thraee tiers as
followe :

1. a Pural Health Cencter (RHC; astaffed by
one male and one femala doctor and male and female madical
techniclanas (MTe);



2. satellite Basic Health Units (BHUs) staffed by
one male and one femsle MT; and,

3. one male and one female Community Health Worker
(CHW) , trained and supervised by the MI3 in the nearast
BHUs, and living and working in their own village to
serve up tc 1,000 villagers.

While the previous A.I.D. Project fell short of its
ambitious objectives, it did achieve the following results:

1. It introduced a cadre of health providers that
was previously non-existent;

2. 1t firmly established the concept that properly
trained paramedics could provide effective, simple,
curative and preventive health care;

3. A six-volume, competency-based curriculum for
MT's was developed and adopted and, by the end of the
Project, a total of 85 MT tucors, 124 MIs, and 55 CHWs
ware trai:nd and deployed;

4., 6 RHCs and 24 BHUs were constructed and fully
staffed, resulting in the formation of 6 operational
IRHCs; and,

5. 27 MT training schools were established
throughout the country and have continued to operate
aven after A.I1.D'sinput terminated.

The GOP has firmly adopted this new approach to health
care and is proceeding with training of paramedical
personnel and the construction of RHCs and BHUs.
However, the GOP recognizes the need to strengthen che
system in the key areas of managecent, supervisiom, and
training, and to identify ways to accelerate the
recruitment of female health workars. The proposed
A.I1.D. Project is deaigned to build on che accomplishments
and apply the lessons learned from the previous Project
by assisting the GOP in these areas to improve the
quality and expand the coverage of primary Health Care
;erviccs in the rural areas. This will be accomplished
yi

1. training and d.plozing significant numbers of
female MTs and CHV's to reach women and children who are
unable to obtain servicos because of cultural constraints;

2. increasing the mansgement and suparvisory
capability at all ?ovoln of the health system and
institutionalizing a monitoring system CO measura program
effectiveness;



3. improving the quality of the on-the-job
performance of the MTs and CHWs; and,

4. promoting community participation in health
activities by an effective oucreach program.

As a result of the Project, Federal and Provincial
health authorities will be better able to implement

those health care interventions which will impact most
effectively on diseases of high prevalence or significant
mor “idity and mortality and to make the RHCs and BHUs

tn functional facilities.

The proposed Primary Health Care Project ccnsists of an
integrated package of five components which are designed
to achieve the above objectives :

1. Program Management

High level Federal and Provincial Advisory
Ccuncils will be created to formulate policy and
provide effective leadership. The Ccuncils, prcject
managers, and other key officials involved in the Primary
Health Care system will be supported and strengthened
by : long and short-term expatriate and Pakistani
congsultants; management workshops for personnel at all
levels; participant training in the U.S. and third
countries; and in-country observational visits. Provincial
operating plans, management systems and procedures, and
operating manuals for RHCs and BHUs will be developed as
a part of this process.

2. Medical Technicianand Camamity Health Worker Training

Long and short-term U.S. and Pakistani training
advisors will assist GOP health officials to revise the
curriculum and to develop training materials, both of
which will be translated into Urdu, for both MI's and CHWs, and to design and
conduct training workshops, including in-service workshops
for deployed MTs. Participant training in che U.S. and
third countries will be provided for key personnel.
Thirteen consolidated permanent MT training achools will be
constructed or rehabilitated, furnished and equipped,
and provided with transport. Hostels will be built
at each school for male and female students, the latter
:cin especially importanc for the recruitment of

emales.

3. Frogram Operations

In addition to improved management and training
inputs, the performance of MI's and CHWs will be enhanced
by the provision of suitable uniforms, medical kits, and



low-cost transport (probably a motorized bicycle). A
healch gromotion and education campaign will be designed
and implemented to enhance the status and acceptance

of field workers and to foster community awareness and
participaticn in the health system.

4. Research =2nd Evaluztica

Field studies will be undertaken at the beginning
of the Project to provide baseline data on the prevalence
and associated mortality of selected diseases to be used
for a major end ofcgroject evaluation of program
effectiveness, which will be conducted jointly by the
GOP, WHO, UNICEF and A.I.D. Other research to be
undertaken during the Project will include the colleccion
of data on morbidity and mortality trends of children 0 to 4 years of
age in selected areas served by the Project and research
on recurrent costs. (See Section I.F.l. below). In
addition, Project progress will be assessed annually
in evaluation workshops involving Federal and Provincial
health personnel, Froject scaff, and representatives of
A.I.D. and WHO.

§. Acceleratad Expandad Program o:i
Trmunization (EPL)

As one of three accelerated interventions in
health, the Government is launching an Accelerated EPI,
a2 two-year effort designed to immunize 15 million young
children against asix preventable dizeases that cause
about 33 percent of all deaths in children under £five.
The Project will support this 2ffort by financing
equipment for the production of DPT vaccine, vaccines, and
gimple cold storage equipment. Funds will also be provided
to purchase chemicals for the preparation of oral rehydra-
tion salts in support of the GOP's accelaerated program to
control diarrheal disease. This assistance will be provided
in a manner that will reinforca the Primary Health Care
Project's long-term institution-building objectives.

C. Sumnary Findings

This Project is considered socially, financially,
and economically sound, and technically and adminiscratively
feasible, and is ready for implementation.

D. Statutory Criteria and Migsion Director's
Certifications

1. This Project maats all applicable statutory critaeria.
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Appropriate checklists are included in Annex B.

2, Two certifications cigncd by the USAID/Pakistan
Mission Director are included in Annex C: (a) a FAA 611(e)
certification, which certifies that the GOP has the
capability to implement and maintain tha Project; and,

(b) a FAA 612(b) certification to permit the disbursement
of dollars in lieu of U.S.-owned rupees to finance local
costs.

E. APAC Concerns and Design Guidelines

The PID approval calle (Annex A) suggested that
during project design, the Mission should consider ways to:

1. strengthen the referral system and enhance the
effectiveness of CHWs;

2. assist to develop Provincial and Federal
resources to help control diarrheal diseases and increase
imsamnization coverage;

3. integrate health and population concermns;

4. explore health care financing and recurrent
costs through such means as social financing schemes
and users' fees;

5. increase physician awvareness of the constructive
role of MTs in the delivery of health care; and,

6. deploy adequate numbers of female health
workers.

These concerns are addressed in the following sections of

the Project Paper, respectively:.(l) and (2) III.C., Project Camponents;

(3) V.B., Administrative Analysis; (4) I.F., Project

Issues and V.A., Technical Analysis; (5) III.C., Project
onents and V.C., Social Soundness Analysis; and

(6) I.F., Project Issues and III.C., Project Components.

F. Project Issuas

There are three principal issues in this Project:

1. Can the recurrent costs generated by this Project be
financed by the Provincial Goverrments? Can the recurrent costs
of a full-scale Primary Health Care Program be financed by the
Provincial Governments or by the provinces in concert with other
sources of financing?

2. Can the problems of under-utilization of facilities
and imbalanced and inadequate staff be overcome or lignificancly
smeliorated through this Project and/or in other ways



3. Can this Project overcome or ameliorate the problem of
at;racc%ng. deploying, and retaining female physicians
and Mis

1. Recurrent Costs

Table 1 summarizes the estimated recurrent
costs of Pakistan's Primary Health Care Program, Estimated
coscs are provided for twelve different cases, d:gending
on the lavel of drug costs and the extent of population
coverage. Salaries, facility and equipment maintenance,
utilities, ctransvortation and related recurrent costs of
the Primary Health Care Program can bs estimated with
reasonable accuracy, but this is not the case for the
recurrent costs of drugs. It iy recognized that
existing budgets for drugs ave inacdequate. However,
there are no kriown studies of the actual drug requirements
for a fully functional IRHC or similar institution, and
data from more sophisticated systems are for the most
part inapplicable and not t::ansfcrable. Accordingly,
cost astimates provided in Table 1 are based on three
different assumed lavels of drug costs which are
defined in the footnotes to the table.

The table also provides estimated costs as a function
of astimated population coverage for: tha exiasting b
fully operational IRHCs, with a populaction coverage of
about 300,000 or about 0.5 percent of the rural popula-
tion; the 12 axisting IRHCs 1/, plus the additional 53
IRHCs which will ba established by the end of the PHC
Project and which together will serve about 3,250,000
inhabitants, or about 5 percent: of the populatiom; 50
percent rural population coverage or 30,132,000
inhabitants; and, 100 percent coverage or 60,264,000 of
the total rural population of Pakistan, which is estimated
at 72 percent of the total population. A more detailad
analysis of the racurrent ccsts of the program are
provided in Section V.E., Financial Analysis.

The estimates in Table 1 do not include revenus from
gncienc fees which are currently Rs 1.00 in the Punjab and

5 paisa (Rs 0.25) per patient visit in the othar thres
provinces. For 100 percent population coveragas, this would
amount to about Rs 41 million par year, which would offset
recurrent costs by only 5 percent or less under the three
different cost assumptions.

The recurrent costs of the proposed A.I1.D. Project over

the next five years, which range from a low of Rs 40,930,000
annually to a Kigh of Rs 126,750,000 anmually will be managesble.
Even under the highest cost assumption (3), only a 2.5 percent
increase per year in the ctotal recurrant budget for health

1/ Only 6 IRHCs are fully operational act the present time;
another 6 are expected to become fully operational within
the next year.
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TABLE 1

#0en s 6o e

ESTIMATED RECURRENY COSTS OF PAKISTAN'S PRIMARY HEALTH CARE PROGRAM

Tatal Estimated | Total tstimated Anmual Recurrent
Auurd' Population Annual Recurrent Cc:t as 2 3 of PFY 1'981/82 Total
Lovel of a Covarage b/ Costs ecurrent Fuggft or uw!%h ;
Orug Cost?( (1) (in RS 000) ctal Beal?d Gtal Frovincle e
Cudyet 47! Health Guduets ¢/
1 0.5 Existing 3,501 &/ 0.4 a.5
IRHC<}
S (PHC Proj.) 40,930 4,2 8.3
50 379,400 39.2 49.5
100 758,800 718.3 9.9
2 0.5 (Existing 5,098 1.1 1.3
IRHCs)
50 511,900 52.8 86.7
100 1,023,900 1058.7 133.5
3 0.5 (Existing 11,698 2.4 1.1
IRHCS)
§ (PHC Prog.} 126,720 13.1 16.5
50 1,125,000 121,13 163.2
100 2.350,000 242.5 306.4
Source: USAID/Pakistan Estimates
a/ Asswsption 1: Orug costs for an IRHC will continue to be at the

-7

s/
Y
8/

Note:
By In
IRMC,

teve] currently buogeted in the Punjab, 1.s., Rs 2.50 per parson
for a 8HU and Rs 8.00 per persan for an RNC,

Assumption 2: Drug costs for an entira IRNC wil) be 4t the curreat
budgeted amount for an RMC, t.e., Rs 8.00 per persom.

Assumption 3: Drug costs for an entire IRNC will be at the level of
the current average natiomal per capita expenditure for drugs, i.e.,
Rs 30.00 per person.

Existing IRHC estimates are based on the population served by tha
1 cxhting Tully operational [RMCS.

PHC Project estimates are based on the populatiun to be
sarv y the 5) IRHCS which will be estab) fshed as a result of the
Primary Health Care Project plus the 12 existing IRnCs.

S0% cove estimates are based on hatlf t': rural population being
served by ?incs

1002 rlgv-rag astimates are based on the antire rural population being
ser.ad by 1.

PFY 1981/62 revisad sstimates
Total PFY 1981/82 Governmant recurrent budget for health = Rs 969 million,
Total PFY 1981/82 Provinctal recurvent b.dgets for health = Rs 767 miliion,

Population coverage estimates are only for the pojulation served
rated Murs) Health Complexes, at an average of 50,000 persons per
he estimates 4o not include the population currently served by

other facilitiag, such as ANCs without supporiing BMus, ef fective
disponseries, and the outpatient clinics of tehsi) hospitals.



would be required. This compares favorably with the
rsal increase of 4.2 percert per year which occurred
ir: the budget between PFY 197//78 and PFY 1981/82.
Howsaver, it is clear that an expansion of the program
beyond this level tc cover a reasonable proportion

of the population will place an enormous burden on the
GOP's recurring budget. In constant rupees, the par
capita recurrent resl Government expenditures for
health have incressed at an annual rate of 1.2 percent
over the last five years. At that rate, even under
the lowest cost assumption (1), ‘t would take 32 years
for the program to be extended to 50 percent of

rural pepulatiom, if the entire smount of real buds::
increases was deveted entirely to Primary Health e.
(Thin)aosu-cc & 3.0 percent annual population growth
rate.

It is interesting to note that while the population
expects the Government to provide health care free of
charge, they pay and always have paid for private
allopathic and traditional health care. In fact the amount
sﬂ:nt on private health care in Pakistan is about 2.5 times
the Government's total recurrent health expenditures.2/ 1t
is therefore reasonsble to assume that over time, if the
population's perception of the quality of healch care
provided by Government health system roves, they
would be willing to pay for the service. ternative

ways of dealing with this problem will be examined under
the Project. Some of the possible alternatives include

the following :

a. raising patient fees to cover all or almost
all of the recurrent costs;

b. providing only emergency supplies such as
dressings fres of charge and requiriag patients to purchase
all medicines in the local market;

¢. a combination of (a) and (b) such as providing
emergency supplies and initial medicines for a reasonable
fee and requiring patients to purchase subsequent
medication.

In practice,inadequate budgets are already resulting in
some combination of (b) and(c), vhich varies from place to
place. The effects of this situacion, both medically

and in terms of client confidence, have not been assessed.
Becsuse of the importance of these effects, studies

will be undertaken early in the Project followed by pilot
programs to test ~vomising approaches.

2/ Data taken from a national micromutrient eurvey which included
information for sll families surveyed, both rural and urbam, of the
amount of money spent oa heslth care.


http:expenditures.2I

A related issue is the question of compensation versus
volunteerism for CHWs. Most of the CHWs are currently
providing free services, and a majority of them interviewed
during an A.I1.D.-financed evaluation survey in February 1982
stated that they believed a free service arrangement could
go on indefinitely. However, when asked if they preferred
a free service versus a fee for service arrangement, the
numbers were much more evenly divided although more
preferred the free service arrangemént. Both CHWs and
villagers also stated during this survey chat the -
Govermment, not the village, should pay the CHWs. (If CHWs
were paid a modest fee of Rs 100 per month, the total cost
to reach the entire rural population of Pakistan would be
Rs 145 million a year.)

It appears that a volunteer system could go on for some
time as evidenced by the fact that such a siaccn has gone
on in the Punjab for almost a year. It could probably

g0 on in some communities indefinitely where the CHWs
see their work as akin to moral and religious service.

For the system as a whole, however, it is unlikely that
free service will be acceptable for long if the quality
and level of health activities continues at its current
pace. If these were to improve, it is likely that the
comrunity would tend to place higher value on the health
gservice provided and would be more likely to provide
financial support to the CHW. One distinct possibilicy

is cthrough the special cnxins powers of the Union Councils.
A study will be carried out during the Project to determine
the availability of village resources to support CHWs and
to identify ways in which such resources could be most
readily and effectively utilized.

2. Manpower and Facility Utilization

Until very recently, over half of che Government posts
for doctors in the rural areas was vacant because of che
reluctance of physicians to serve in the rural areas. (In
1977, theo vacancy rate was 66 percent. 13/) In contrast, para-
medical positions, most of which are in the rural areas are
filled immediately upon the creation of posts. Despite this,
in the last decade, medical school enrol t has quadrupled
while the capacity for training all tlp.l of paramedical
personnel has increased by only one-third. (Over half of this
increase in parar.edical personnel training is a result
of the A.I.D.-financed Basic Health Services Project).

Because of this, Pakistan c' rrently produces

3/ Accassibility ot Health Establishments and Their Ucilization,

ra q .. YXasim, Pakistan Journal o
Medical Research, Vol. 21, No.l, Jan.-Mar. 1982, This
article and Health and Health-Related Sctatistics, published
by the GOP Planning Comalssion In 1978, are the principal
sources of health statistics in this paper.
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about 2.2 doctors for everv paramedic trained. Since
physicisns srs reluccant t.¢ serve in the rural areas, the
results are a savere bias of medical care toward the urban
areas aad under-utilized or unused health facilities in
cthe rural areas.

A recent change is that the high level of production of doctors
is spparentcly forcingosomn of them into the rural areas.
No 3o ernment posts for doctors in the Sind are currently
vecant amd the wecancy rates in the Punjab ar~ now about
2% pxcent fou males amd 73 pcrc;utdfor fmi;o. tﬂ::.ilo
this represemts su improvemsnt, it does mnot alter

resulty deseribed asbove. There ars only some 970 rural
dector posts, ome for every 62,000 rural inhsbitanta.

If tha urben doctor/pepulation ratio werse applied to the
rural areas, 32,000 additional doctors would be required.
Their salaries zlone would equal 77 percent of the curremt
total Federal Government recurrent expenditures for healch.
1f health care is to effectively reach the rural areas, it
will have to come through a paramedic-based system.

Medical school enroliment is a function of GOP policy and
will not be directly addressed by this Proje«t. However,
this Project is designed to address the existing physician/
parsmedic imbalance by improving and expanding the
Government's ability to train, deploy, support and
supervise paramedical persomnel to provide effective medical
care in the rural areas. With the provision of sufficient
numbers of qualified staff and the availability of adequate
supplies at rural health facilities, the demand for services
:2d the use of facilities by the rural population should
crease. ,

Two recent policy changes that could directly atfect facility utilization
and staffing probles sve the GOP's armounced intention to deploy
physicians in BHUs and its decision to raquire new graduates
as of JuI{ 1, 1963 to gerve in the rural areas for two years.
Historically, physicians could not be recruited to serve

in rural areas becsuse of such factors as isolation and

lack of adequate schools for their children. These

conecerns will be evem uora-agparcnt in the case of BHUs,
given their ly isolated locations. If physicians are
assigned to s, the units would operate much the same

way as RHCs do now, with MTs assisting the assigned
physicians. The MTs would also have more time ¢o train

and suparvise CHWs. In addition, the RHCs would lose

all or most of their referral role, leaving them as

primary care and supervisory units. Taken together,
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these changas could strengthen rather than retard the
operation of the program. The major problem, however,
would be tha increased recurrent costs that would rasult.
Conservatively, the assigmment of physicians to BHUs

would increase the recurrent costs of an IRHC by 50 percent.
(The salary and allowances of a physician alone are one-
third the total recurrent costs of a BHU.) In the loni
run, there would undoubtedly also be additional capita
costs related to the construction of residential facilities.
In the final analysis, the GOP's policy with respect to
training and deployment of physicians will have a
significant impact on the effectivennss and financial
sustainability of Pakistan's Primary Health Care Program.

3. Female Health Workers

The previous BHS Project had considerable
difficulry in attracting, deploying and recaining females
MTs and female physicians. It was difficult to find women
with a high school degree in all the provinces, except
the Punjab. Female ghyaiciaus. few in number anyway, were
also nearly impossible to transfer to rural areas. The
importance of this problem can be seen in the fact that
RHCs with female workers had three times the volume of
women and children patients as compared to those without
female workers.

Experience has shown, however, that women can be recruited.
In the fall of 1981, it appeared certain that the incomi

MT class in the NWFP would contain only 12 women. Alchoug
time wvas linitcdz a letter was sent to the headmistresses

of all the girls' secondary schools in the province to
enlist their help in recruiting students for the new MT
class. The letters included a descriptiom of the Project
and application forms. This simple effort resulted in an
incoming class of 22 female students against a Class

capacity of 25. The Punjab has indicated that it will
undertake a similar recrui._ment campaign for its upcoming
classes this year. In addition, this recruitment procedure
will be a condition precedent for disbursement for furniture
and equipment for MT .training schools financed by the Project.

In addition to this special recruitment effort, three
elerents of the Project are specifically designed to
attr.ct more female MTs into the program. If these efforts
succeed, the deployment of these female MIs should result
in a concomitant increase in female CHWs. The three
elements are :

a. construction of separate classroom and ouiol
facilities for women at the thirteen nr,tragning schools to be
constructed or rehabilitated under the Project. This will
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be particularly important for attracting women from
rural areas whose parents would not allow them to attend
coed classes or go to a school. away frocm home that 414
not have culturally acceptable living quarters. In doing
30, it will enhance the possibilities of assigning female
graduates to thair home areas, and it will increase the
total student pool;

b. design and implementation of a continuing
recruitment campaign targeced :t women, as part of a compre-
hensive health care promotion package; and,

c. b four female Pakistani training
ecialists (one each province) to assist and guide
recruitment campaign amd to strengthen female training.

Similar opportunities under the Project for attracting
women physicians do not exist. Primary responsibility

for recruitment of female physicians rests with the GOP.
If it chose, the Government could invoka the rural service
obligation of selected femi:le medical school graduaces.

It is also possible that more women physicians could be
recruited 1if selection criteria placed priority on new
graduates racher than established doctors.
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1XI. BACKGROUND

A. USG-GOP Negntiatinns

The United Srates and <ke Govermment cf Pakistan(GOP)
have embarked on a rencw:d snd strengthened efforc to
increase thelr eccnuvaic aac Javelopument cooperation. This
effort was marked %3 high level V.5.-GOP consultacions in
1981 which culminavad <1 the negociarcicen of a $3.2 billion
package of miltitary zn:l economic assistance which the
U.S. will seek to nrovide tc Pakistan becween FY 1982 and
FY 1987. The economic assistance componcnt was designed
not only to maximize its development impact buc also to
produce as favorable balance of payments effects as possibdle.
The balance of payments objective reflects two critical
purposes of the agreced upon economic assistance:

1. to ameliorace the burden created by Pakistan's
{ncreased milizary xpencicures; and,

2. to reducs vhe conatraints en Jevelopment which
balance of pamients straing generate.

In this manner, the economic, development, and securicty
{nterests of both t itions are interrelated and supported.

The U.S. Econcasc Assiscance legotiating Team, headed by
che A.1.D. Adniniscy vor, visized Pakiscan in August 1981
to discues the decails ol the economic portion of the
militaiy/eccnoric assistonce package with cthe GOP. These
negotiaticns were svccowciully coupieced and agreement
was reached on cthe FY 1932 ESF program and on areas of
concentracivn for rthe FY 1962 cgrough Fr 1987 period.

It was in this context that A.L.D. agreed to finance

a five-year proj:ct to support che GOT's Primary Health
Care Program.

B. Pakiastan' i Yealth Sector

The public and privaie healch dellivery
system in Pakistan is characterized by considerable
regional variation in the quality and quuncity of
services provided in both urban and rural areas.
Hiucoricagly. the healch aysten has served urban arsas
better chan rural arcas and has placed higher priority
on the training of phyaicians zather than auxiliary
manpower. Budget rastrictions have limired operacing
budgets for the public health sector, and curarive
services have been amphasized over preventive care
and communicy healch,

Best Available Document
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1. Health Profile

Pakistan's population of £3.7 million
(March 1981) is predominnntlz rural, poor and illiterate.
There are roughly 45,000 villages containing about 72
percent of the country's people. Forty-four percent of
the total population is under the age of 15; 2 percent
{s between the ageg of 15 and 44; and, only 14 percaent
is ¢.er the age of 44. Althouglhi there are wore femalas
born than males, in all age cohorts there are more males
than females since the lifa expectancy of males is
consistently higher than females.

The crude death rate is estimated to be 14 per thousand.

Infant mortality i{s estimated at 105 per thousand live

births, which accounts for about 15 peicent of the

crude death rate. About 20 percent (700,000) of the

children that are born each yeer,die before the age of five.%/
The principal infant killers ere diarrheal and

respiratory diseases, which account for about 50 parcent

of all infant deathas.

Available health statistics do not permit the
calculation of mortality by individual diseases. However,
a GOP Plaoning Commission study indicates that, in

rural areas, two-thirds of all deaths are due to
infective and parasitic diseasas, exclusive of malaria.
Major killers are tuberculosis, bdbirch injury, and
complicaticna of pregnancy and diarrhea.

The limited morbidity data availsble is hospital-based

and therefore biased by the selection of patients. In
1973, patient records of public hosgicnls and dispensaries
were studied in terms of the overall incidence of disease.
Gastro-intestinal and parasitic diseases, respiratory
diseases, fevers, diseases of the skin, and malaria
accounted for roughly 72 percent of reported illnesses.
Except for rnducog incidence of malaria, these data are
valid today.

A hiih proportion of the sickness in rural Pakistan is che
result of poor environmental conditions, resulcing from
lack of sanitation, inadequace shelter, goor personal
hygiene and inadequate nutrition. Potable water aqulico
are available to only 15 percenc of Pakistan's rura
people, and sanitation facilicies are practically non-
existent in the rural areas. (About 99 parcent of the
rural population uses open fieldsa.) Par capita protein
intake is estimated to be about 54 percent of daily
requirements, and protein-energy malnutrition accounts for

&/ GOP Planning Commission, Primary Health Care
in Pakistan for Children's Survival, June 24, 1982
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a significant amount of morbidity and mortality. Only
a small proportion of sickness is caused by chronic or
degenerative diseases.

2. Human, Physical and Financial Rescurces

The existing health system in Pakistan reflects
a pattern not unusual for develeping countries. All
types of facilities and manpower ere scarce and are
heavily skewed tcward urban areas despire the fact that
most of the population lives in the rural areas. It is
estimated that modern health (i.e. allopathic) services
extend to only 17 percent of the total population and
to perhaps as little as 5 percent of the rural population.
This results more from limited budgets and lack of trained
manpowar than from lack of physical facilities.

a. Manpower

Available health manpower data overstate
the actual number cf workers because the data do not allow
for outmigration, retirement and deaths, and, the frequently
short carear span of female medical personnel. Estimatas
of available health perscnnel in 1981 are shown in Table 2.

b. Physical Resources

The PFY 1981/62 Annual Development Plan
indicates that there are 5,352 Primary Health Care facilitles
in Pakistan including : 3,478 Dispensaries, 823 Maternal
and Child Health Centers, 277 Rural Health Centers and 774
Basic Health Units and Healch Subcenters. These numbers
must be viewed wich cauticn for two reasons. First, they
represent only structures or buildings, regardless of
whether or not they are staffed, equipped or functioning.
Second, the structures themselves may ge nothing more than
2 small room in a building used for other purposes as is
the case with some Dispensaries.

The distribution of these facilities ias skewed toward

the urban areas. A facility survey undertaken in 1978
found that 51 percent of the total population was within a
two mile radius of a health facility. However, only 33
percent of the rural population was within two miles of
such a facility ard 19 percent of the rural population was
not even within five miles of one. The study also found
that 66 percent of the government posts for doctors in
rural areas was vacant. A PFY 1977/78 GOP Planning
Division survey in the Punjab found that 19 percent of all
MCH centers were abandoned or temporarily closed for lack
of trained staff., The atudy con:?uded cgat. "the existing
isolatad and uncoordinated organization of MCH care is not



Category Number  Fer Capir.a2

- 18 -

TABLE 2

PEALTH MANPQWZR POORILE TN DAMISTAN

-
W
(o

[ 2

/ Per Capita EY

Ratio (Urban) Ratio (Rural)

Doctors 16,000 1 : 1,850 1: 18,780
Nurses 6,000 1 : 4,940 1l : 50,070
Auxiliaries 2/ 14,150 1 :3,345 1 : 8,490
Tradicional ., )

Practitioners = 4C,000 1 : 1,185 1 : 3,000

SOURCE : USAID/Pakistan Estimates

a/

There are no current data on the gsographical
distribution of health persomnel bectwesn urban and

rural areas. These ratios are based on the assumption
that 80 percent of all doctors and nurses and 50 percent
of all auxiliaries and traditicnal practitioners work

in cities and towns.

This figure includes 13.825 lady health visitors and
dispensers (who are considered primary health care
workers, altlicugh cthey are not fully trained for the

tasks they.are performing)and 325 Medical Technicians.

To this figure, the Government frequently adds another
18,000 auxiliaries which include midwives, physio-
therapists, pharmacists, laboratory medical tachnologiats,
malaria workers and others who do not serve as primary
ge;ith care workers; these are not included in the

able.

Includas hakims (Physicians trained in the Unani medical
system which is based on the concept of four humors);
homeopathic physicians (those wnc traeat diseasaes bz drugs,
given in minute doses, that would produce in health peraons
symproms similar to those of the disease) and unani
pharmaciscs (those who sell preparations made of indigencus
plants nnd herbs).



- 19 -

functional and has not .... succeeded in providing MCH
care for the majority of Pakistan's women and children."
Thus, the rural 1nhagitant fortunate enough to be within
walking distance cf & health facility is likely to find
either that it is staffed with a lady health visitor or

a dispenser, neither of whom is sufficiently trained to
p{ovide quality Primary Health Care services, or that it is
closed.

c. Financial Resources

Although public sector recurrent expenditures
for health have risen 14.7 percent during the past five
years, they still account for only 0.3 percent of GDP and
0.2 percent of total recurrent expendituras in the public
sector. In constant priccs, recurrent health expenditures
per capita have increased by only 4.9 percent betr zen
PFY 1977/78 and PFY 1981/82. Development expenditures are
about equal to recurrent expenditures. Total expenditures
in health in PFY 1981/82 were 0.7 percent of GDP.

Statistics suggest that Pakistanis rely more cn the

private sector than the public sector for health care.

GOP Planning Commission estimates of annual expenditures
for medical treatment in the private sector vary. B{ taking
an average of these estimates and adjusting for inflatiom,
such expenditures total about Rs 2.5 billion per year for
hospital beds, doctors in private practice, traditional
healers, and drugs and medicines. (About 86 percent of

all medicines marketed in Pakistan are sold through the
private sector). This is over 2.5 times the amount spent in
the public sector for recurrent expenses alone and raises
per capita public and private recurrent expenditures to
about 1.2 percent of GDP.

In summation, the patterns of morbidity amd mortalicy in
Pakistan do not differ significantly from those of other
dcvaloping countries. At most, only minimal coverage is
provided by current manpower and facilities throughout

the country. There is considerable evidence that the
facilities that do exist to serve rural areas are frequently
understaffed, poorly supplied, not well managed, and in

some cases, inappropriately located. These characteristics
of tha existing delivery system as well as others help
explain why it is also under-utilized.

3. History of Rural Health Programs in Pakistan

In 1946, the Health SurveK and Development
Committee, chaired by Sir Joseph Bhore, surveyed health
conditions in British India and recommended the directions
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for future haalth policy. The cen“zal reccmmendation of
the Bhore Report was that both pr.ventive and curative
health services be provided to rie urban and rural
population through heavy reliance on a ccmbination of
profesaional and auxiliary medical personnel. Despita
many stops and starts, there have been mmerous
prggrammacic efforts in Pakistan to implement this
policy.

Three training programs, for lady health visitors(LHVs),
dispensers, and sanita;i inspectors, have long histories
in the subcontinent. e LHV, trained since the 1920s,
ranks below the doctor and the nurse. After about two
yesrs of training in maternal and child health and brief
training in common diseases of women and children, she
works predominancly in Rural Health Centers, family
plamning programs, and Maternal and Child Healcth Centars.
There are currently only about 2,425 LHVs (or one per
34,545 persons) working in Pakistan despite a fifry-year
training effert. Dispensers receive sn-the-job training
in hospitals and clinics. They functicn as auxiliaries
although thev are trained as assistanc pharmacists. Current
estimates are that rougnly 11,400 dispensers are deploysd
in the country. The sanitary inspector receives 18 nonths
of specialized training in basic hygiene and sanitation,
and he serves predcminantly in rural areas in the field

of preventive public health. There are probably lesa than
1,000 sanitary inspectors currently working in Pakiscan.

During the 19508 and 1960s, several programs were initiated to
significantly expand ZJakistan's cadre o trained auxiliary
medical manpower. A number of these programs were abandoned
after a few years because many of the individuals trained
subsequently went on to medical school or emigrated to

urban areas. In the early 1960's, a major effort was
undertaken to build Rura{ Health Centars (RHCs) and to

staff them with rural health inspectors. Although the
building program proceeded more slowly than planned,

there are now.an estimated 277 RHCs and 747 Subcenters,

the majority of which ares in che provinces of the Punjab

and Sind. RHCs continue to be built alchough the training
program for the inspectors was abandoned several years

after its inception, and the training insticutions have
become medical schools.

Several smaller-scale efforts tc train medical auxiliaries
vere undertaken in the early 1970s, but none were national
in scope. All had problems of recruitment, training,
drployment, and retention of auxiliary personnel. None
were able to provide the quality or quantity of care
sufficient to meet the health needs of the target
populations.
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C. The Basic Health Services Frogram
1. Background

In March 1975, the Government undertook a Country
Health Programming Exercise. This effort culminated in
the daeign of a new approach to rural health care. It
called for the creation of three-tiered Integrated Rural
Health Complexes{IRHCs) staffed with a new, better
prepared type of paramadic, the Medical Technician(MT)
(They were originally called mid-level workers.) The four
slements that were identified as essential to the success
of the program were : physical infrastructure, manpower
training, logistic and drug support, and a management
information system. This new three-tiered approach to
rural health was adopted by the Government and
incorporated into its Fifth Five-Year Plan (PFY 1977/82), and
it served as the basis for the A.I1.D.-supported Basic
?;;%th Services Project which was launched in April

The program revolved around an IRHC comprised of one Rural
Health Center (RHC) and 4 to 10 Basic Health‘Units (BHUs).
The IRHC was intended to serve a population of 50,000 to
100,000 in a gaeographic area of 150 to 250 square miles.
The RHC was to be the focal point for all promotive and
curative interventions and management. It was to be
staffed by one male and one female doctor, two supervisory
Medical Technicians and two Medical Technicians

delivering care. The activities proposed for the RHC
were to :

a. provide Primary Health Care Services for the inmediate
surrounding ares;

b. serve as a referral center for all BHUs within
its catchment area;

c. function as a center for the planning and
management of all preventive/promotive programs within
its catchment area;

d. provide technical and administrative supervision
for all workers within its catchment area;

e. serve as the collection and collation point
for information system data on curative care, casa
finding and vital registration, immunizations, nutrition,
lngcnatal care, and family planmning services in the area;
and,
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£f. serve as the first-line drug and equipment
warehouse in the area.

Each BEC was to be linked with the District Health

Officar (DHO), not only through managerial centrol by che
physiciens, but also by tachnical supervisory relationships
with district level persons ‘n perscnmnel, supervizicn,
inventory control and informacion system management.

The second tier, the BHU, was ro be the most peripheral
physical facility in the field. It was intended to
serve 5,000 to 10,000 population, coverirg a 15 ro 25
square mile area. Each BHU was to be staffed with a
minimm of two MTs, one male and ona female, and their
support staff. The BHU was linked to the RHC by
supervisory staff, and its activities were to be geared
to the commmities around the facility. Each BHU was to:

a. provide Primary Health Care Services for its
geographical catchment area;

y. be responsible for the training and supervision
of Commmity Health Workers (CHWs) in the villages:

c. serve as a raferral center for CHWs; and

d. supply CHWs with simple medicines and
equipment.

The third tier was the CHW, who was trained to deliver

a limit.d range of preventive and curative care at the
village level. One male and one female CHW were to be
deployed for up to 1000 population, depending on village
size, and were expected to live and work in the village
they served. MTs were to both train and supervise CHWs.
Each CHW was to be trained in basic preventive tasks

such as weighing of children to detect malnutrition and
seeking out pregnant womsn, and carrying out simple high-
risk assessment to determine which women should be referred
to MTs or physicians. 7he CHW was to have a role in
curative medicine as well. When taught to recognize and
treat simple health problems and to refer other health
problems, the CHW would not only gain credibility in the
village but would also reduce the case load at BHUs.

Thus relatively simple curative skills would provide an
entrde for the CHW to the more difficult job of preventive
health and would enable the CHW to help bridge the social
and knowlod?o gap between the modern health system and the
village social systenm.

Special MT training schools were to be established, and
training of CHWs by MTs was to take place in BHUs. The
training to be provided in the MI sc ools and in turm to
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the CHWs was to be conpctcncg-basod training. That is,
the MT was to be trained to be to deal with a
limited range of problems, and, more importantly, to
recognize problems that were beyond his or her competence
that should be referred to the next highar tier. e same
concept was used in the MEDEX program in the United States
and in MEDEX-designed paramedic programs in other
developing countries. It has its foundation in the
relative commonality of illness, whether in the developed
or developing world. Research has shown that fewer than
ten simple health problems comprise half of all patient
visits in rural areas of the developing world. The
applicability of this approach to Pakistan was confirmed
by an unpublished 1975 study in the Punjab, which found that
46 percent of all patient visits were for muscle aches and
pains, stomach problems, fever and rocpirator{ ailments.
The basic MT course in all four provinces is 18 months.

It consists of 6 months of classroom training, 6 months

of practical trainin; in a hospital, and 6 months of
supervised on-the-joo training in a functioning RHC. The
MT initially trains the CHW both during visits to the
village and in group sessions at the BHU. The training
totals about 72 hours spread over a three- month period.

2. The Chinges Involved

The three-tiered system, with the physician at the
highest level at the RHC, the MT in the center and the CHW
at the lowest tier, raquired significant changes in the
existing system, including :

a. designing an entirely new curriculum for MTs
and allied training miterials for CHWs;

b. training of tutors in the new curriculum,
c. setting up MT training schools;
d. censtructing RHCs and BHUs;

e. developing new systems of management, SUpervision
and supply:

f. introducing the concept of male and female
paramedics working in the rural areas as a team; and,

. gaining acceptance, in a physician-oriented
milieu, of the widcsgrcnd use of relatively independent
paramedical personnel as physician extenders, and of the
eésglt revolutionary idea of using paramedic trained
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3. The Results

The 1977 A.I.D. RBasic Health Services (BHS)

Project was designed to te implemented in two phases over
an B-year pericd. Phase I was to be a three-year build-up
phase. During this ceriod, the training program for MIs
and ths necessary managzacent systea and institutional
framework were to be desizned and put into operation, and
a sul stantial number of IRHMCs were to be built, staffed
and functioning by the =nd of the project. The A.IL.D.
contribution for Phase I was to be $15 million consisting
of a $1.5 million grant for technical assistance and a
$13.5 million loan to cover 60 percent of the comstruction
and operat costs of the IRHCs. Upon the successful
completion of Phase I, $50 million was to be provided under
Phase II to support a major expansion of the program. The
end of project zoal was to provide modern medical care
to 50 percent of Pakistan's rural population through 363
fgn;géoning IRECs staffed with 9,720 trained MIs and

3, CHWs.

In retrospect, the goals for both phases of the BHS Project
were exceedingly optimistic a3 wera those in the GOP's
Fifth Five-Year Flan. The GOP Plan called for the creatiom
of 625 RHCs and 4,596 BYUs during the five-year plan ioriod.
Partly because the targets were unrealistic, and partly

dus to other reasons, the Phase I outputs and inputs were
revised sharply downwarzd in 1979. Even with this revisiom,
several extensions of the project completion date were
requireu before the tarracs could he substsatiall achieved.
The reasons for this and the accumplishments of Phase I are
discussed in more detaili in Section II.E. Table 3
summarizes planned ancé actual inputs and oucputs for

Phase I of the BHS Projact. The changes in planned levels
of inputs and outputs which occurved during Phase I as

well as the suspension of A.1.D. assiscance to Pakistan in
1979 precluded the possibility of undertaking Phase II.

D. Insticucional Setting

The GOP's decision-making process with respect
to the health sector is characterized by the following:

1. The Federal Government is responsible for health
policy; but responsibility for implementation rests with the
relatively autonomous provinces. Unfortunately, the
Federal Ministry of Health's ability to infli.nce the pace
andcgrogrcsl of implementation of health plans and policies
in the provinces has been limitad.

2. The responsibility for the planning and funding of
infrastructurs is separate from the responsibility for
funding recurrent costs.
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TABLE 3
BASIC HEALTH SERVICES PROJECT, 1977-1981:
S ] , S UTPUTS
Planned Actual
Original Agreement ¥nd of Projeact
Agreement a/ Amendment October 31, 1731
April 2,1977 Sept. 25,1979
QUTPUTS

Medical Technician
Training Schools

Established 36 12 27
Tutors Trained 108 36 85 2/
MTs Trained 800 80 124 &/
CHW: Trained 1350 48 55
Managers Tcainedél 322 9% 36
Curricula Developed 2 2 2
CPreduced e 3 2 1
RHCs Constructed and

Fully Staffed 365/ 65/ )
BHUs Constructed and

Fully Staffed 3298/ 248/ 24
INPUTS($000)

A.I.D. Grant 1,500 1,500 1,482
A.1.D. Loan 13,500 7,000 7,000
GoP 10,200 10,000 18,330 £/

SOURCE: Ministry of Health and USAID/Pakistan records

3/ Final disbursement of the loan required 75 parcent performance
in meeting output targets.

b/ 45 are currently teaching; the cemainder are working at IRHCs.

¢/ As of August 1982, there were 325 MTs trained and deployed.

37 Includes DHOs, ADHOs, and specialists in supporting functional areas
such as parsonnel and logistics.

3/ Extrapolated from the nusber of IRHCs. Targets were expressed in
numbernof IRHCs, not of RHCs and odUs. In fact, at the end of the
project, a total of 12 IRHCs had been establishad but only 6 were
fully staffed and equipped and therefore comsidered fully operational.

£/ PrY 1977/78 through PPY 1979/80 coavertsd st the exchange
rate of s 9.90 = $1.00.
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3. The nature of the Primary Health Care Program
requires coordinacion among separate vertical management
structures in the Provincial Ministries of Health.

The Planning and Development Division (P&D) in the Federal
Ministry of Finance, Planning and Economic Affairs has
responsibility for formulating the five-year development
plans for the health sector which set forth development
targets and priorities. These targets are developed
through close collaboration between =he Federal Ministry
of Health and the Provincial Departments of Planning and
Development and of Health. Ammual Development Plans(ADPs),
which mainly cover construction, cguipn-nc and special
starc-up costs, are the responsibility of the Federal

P&D Division, and Provincial P&D Departmerts. The

revenus and current expenditure budgecs are the
respousibility of the Federal and Provincial Finance
Departments.

Development plans and budgets appear to be more influenced
by national policies and planners, while the current
vevenue and expendit' .e budgets are more influanced by
Provincial Department of Health policies and personnel

and cthe Health Departments' abilicy to adequately justify
requests for assistance to Provincial Departments of
Finance. There is an inherent risk that projects will

be launched and infrastructure will be built without the
provision of adequate operating funds to sustain them.

Under the BHS Project, the Federal Ministry of Health
established a special Basic Health Services Cell in
order to facilitate coordination between the Federal
Government and the provinces. Headad by a Deputy Director.
General of Health, the Cell's primary responsibility was
to oversee and assist implementation of the BHS Project
nationwide. This Cell was never fully funded and it was
fully staffed only for a short period of time with
appropriately qualified and graded officials to carxy

out its mission. At present, it consists only of the
Deputy Director -Gemeral of Health and a Health
Education Advisor. A condition precedent under the new
A.Iég.dprojnct will require that cthe Cell be fully
staffed.

At the Provincial level, the Secretary of Fialth is
responsilla for the development of heslth policy and the
adminiscration of special institutions such as medical
schools, teaching hospitals and large urban hospitals.
Under his direction, the Director o% Heglth is

responsible for the day-to-day operation of the Provincial
health care delivery system. He has three key deputias who
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have responsibility for :(1) planning and development;

(2) commnicable diseases; and, (3) basic health services.
In three of the provinces, he is supported by staff
branches which cover functiocnal areas such as accounting,
inspection and transport. In the Punjab, the Director's
responsibilities are exercised through five (shortly to be
increased to eight} geographic Divisional Deputies, each
of whom has a staff that i3 a microcosm of the directorate
branches in the other provinces. These geographic
divisional offices are well staffed and funded, and the
Deputy Directors retain considerable managerial authority
over them rather than delegating such authority to District
Health Officers. An organization chart of the Provincial
departments of health is found in Amnex K.

At the District level, Medical Officers serving as
District Health Officers (DHOs) and Assistant District
Health Officers (ADHOs) have direct supervisory responsi-
bility over RHCs and IRHCs, and many have a direct and
posirive interest in promotirng the further development

of the Basic Health Services Program. Disctrict hospitals
which are referral centers for IRHCs,are supervised by
Medical Superintendents who do not report to DHOs or
ADHOs. Medical Superintendents and DHOs both report
independently to the Director(s) of Health. Consequently,
DHOs must coordinate their activities with Madical
Superintendents of referral hospitals who may have higher
status than the DHOs, making coordination difficult.
Nevertheless, each IRHC is theoretically linked to a backup
hospital to which patients are referred for care. Althaugh
District hospitals do not play a direct role in the Basic
Health Services Program, they serve as sites for MT
trainine scliools and for the practical hospital training
in curative care for MTs.

Implementation of the BHS project crossed the existing
lines of authority and responsibility in the Provincial
Health Departments. To deal with this and to oversee

and assist with the planning, implamentation and
evaluation of the Basic Hca?th Services Program, a special
BHS Cell was established at the Provincial level under
the Project. More often than not, the head of each Cell
was assigned to this position without being released

from his other duties. Provincial Cells also were not
adaquately staffed with qualified Ycople in the areas of
training and management, and annual operating budgets

for the Cells were slow to evolve. Consequently,
Provincial BHS Cells have not had the planning or
management capability required to perform their expected
role of overseeing Provincial lementation of the Basic
Health Services Program. Like the Federal BHS Cell,

they are all virtually one-man operations today.
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At the local levael, electad Union Councils representing
several village: replaced a system of individual Village
Councils. Union Councils function under the jurisdiction of
the Provincial Cepartment of Local Government and Rural
Development. Union Councils play a significant role in

the Basic Health Servicas Program by :

1, their ability to selact sites for BHUs;

2. their responsibility for construction of
BHUs; and,

3. their ability and willingness to lend support
for the mobilization ottzillagc health committees and CHWs.

E. Program Achievements

The BHS gtoject failed to achieve its planned
outputs, but there is a consensus that the original outputs
were very optimistic. There are also those who believe
that three or four years is insufficient tima to expect
to see significant changes in as complex an issue as
physician-based versus paramedic-based health care. It
is the last point that lends special significance to
the previous project's major achievements, which include
the following :

1. First and foremost, the concept of a physician
extender, capable of performing simple curative and
preventive care, although not a new concept in Pakistan,
has been broadened and is generally accepted, especially
within the Government. The Government rasgards paramedics
as the primary means of bringing adequate health care to
the rural areas within a reasonable period of time. 1Its
present and prospective health plans for the rural areas
are based on a further expansion of the three-tiered approach
that was pioneered under the BHS Project.

2. Because the MTs were a new type of paramedic
and the train concept was also new, a six-volume
curriculum based on skill competency was developed, adopted,
printed and used to train MIs. It was perhaps inevitable
that the skill competency concept was somewhat diluted in
the process. The curriculum covers topics. such as cancer,
that should have been omitted, and it does not provide
enough emphasis in some critical areas, such as oral
rehydration of children with diarrhea. These problems
requira revision of the existing curriculum, which will
be undertaken under the PHC Project.
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3. There are currently 24 MT trainint schools
functioning in the country, continuing well beyond the

time the last Project-financed technicel advisor left.

These schools, 11 in the Punjab, 11 in the NWFP

and 2 in Baluchistan, have a combined capacity of 574
students and a current enrollment of 570. In addition,

3 aschools in the Sind, with a total capacity 5f oJ students,
are expected to resume training this fall.

4. There ara currently 325 MTs that have {rndunc.d
from training and have been deployed in the field. Seventy-
five (or 23 Rcrcant) are women. While the Project was
unable to achieve the 50 percent target for female workers,
the Project did establish that female health providers

are vital to the program in terms of their ability to
attract female patients to seek health care.

5. Twelve IRHCs were formed under the project. Six,
all in the Punjab, were fully staffed by the time the
Project ended. The remaining six were only partially
operational. While tha effective functioning of all the
centers is still hampered by Yroblcms. they serve as
the basic organizational model.

6. Pilot projects concentrating on the Bottom
tier, the CHW, were stirted under the Project. It was
not until the last yea: of the Project, however, that
any CHWs were deployed. An independent evaluation of
worker performance conducted in Februaryl1982 found
that the few existing CHWs had not been adequately trained,
The study also found, however, that theres appears to be
a clear perception on the part of thes villager that the
CHW 1s not just acceptable but that he or she i3 sean as a
positive and beneficial element in the life of the
village.

F. Lessons Learned

The Basic Health Services Program in Pakistan has
been extensively aevaluated. These evaluat.ons include :

1. annual reviews of program development progress
conducted jointly by the GOP, the project-financed technical
assistance contractor (University of Hawaii MEDEX Program)
and A.I.D. during 1978, 1979, 1980, and 1981,

2. datailed studies of the management system
conducted by the MEDEX team and revised and endorsed by a
National Mansgemant Workshop, entitled : ''Management Systems
Studies for the Establishment and Operation of Integrated
Rural Health Complexes', December lg. 1980,
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3. a terminal evaluation of the BHS Project
conducted by A.I.D. and outside consultants entitled
"Report of the Proiect Evaluation Team, January 18 -
Pebruary 20, 1981, Islamabad, Pakistan;"

4. a special A.1.D.~funded study entitled
"Feasibility Study in the Use of Radio in Addressing
the Management, Logistics, Training and Continuing
Education Needs of Mid-Lavel and Community Health Workers
in Pakistan", January 1982;

5. a special A.I.D.-funded evaluation conducted in
Yebruary 1982, entitled : "An Evaluation of the Fiseld
Performance of Mid-Level Madical Technicians and of
Commmity Health Workers Trained under the Basic Health
Services Project”; and,

6. a special evaluation of the training of MIs
and CHWs conducted by WHO in March-April 1982.

Many significant lessons huve been learned from these
evaluations and other reviews of similar experiences
elsewhere in the design and implementation of rural

Health Care Programs. Foremost among these
are the following:

1. Special attempts, tailored to existing cultural
and instituctional conditions, must be made to effectively
reach the target population. In the BHS Project, female
health workavrs have had a significant impact on community
health, and special efforts should be made to recruit,
train, dnploI.and retain female MTs and CHWs in order
to effectively reach children and their mathers.

2. Training is a critical component and it should
be designed to prepare the MIs and CliWs to perform the tasks
v 1ich are known to have positive impact on health status.
The curriculum developed under the previous A.I1.D. project
should be revisad to include more emphasis on :

a. commmity hesxlth and health services
management

b. maternal and child health, including child-
g%rth. gutricion. and diarrhea, especially for female
s; and,

c. envirommental sanitacion for male MIs.

3. The MT curriculum should be translated into Urdu,
since most MTs are not fluent in Englishi and the English
t.:t'i.i. of little continuing valus as on-the-~job referance
materials.
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4. The MT training schools need to be standardized
so that the training and quality of the workers'
performance is consistent in all provinces.

5. Many UHWs are not literate, and appropriate
training techniques and non-formal educational materials
must be developed for their use in the field.

6. Supervision and coutinuing education should be
given more attention to ensure that MT knowledge,
performance and dedication to work in the community do
not deteriorate. Specifically, supervisory MI's posted
at IRHCs and the Medical Officers in charge must be
trained in management and supervisiom. In addition, MTs
should be provided with adequate and, for female MIs, a
culcuralli acceptable form of transport to enable them
to properly train and supervise CHWs in the villages and
to carry out their other duties.

7. As population coverage expands, CHW training
should take place both in group sassions in the BHU and
in the village where continued on-the-job training can be
glven by the MT during routine visits for supervision
and support.

8. Management needs to be screngthened at all
levels of the Basic Health Services Prog. wm. To do this,
the following are needed :

a. skilled personnel in planning and management
at the Federal and Provincial levels;

b. additional training in project and management
planning, operations management (health services
administration) and program evaluation for Madical Officers
posted at District, Division and Provincial levels;

c. adequate orientation and training in Primary
Health Care and in the management of IRHCs for all Medical
Officers posted at an RHC;

d. a communication system for managemsnt support
and control for all echelons of the Basic Health Services
Program, particularly between District referral hospitals,
RHCs, BHUs and villages; and,

e. a management information system to monitor
activities, improve loglstics, and to collect, analyze, and
use data to measure program progress and effectiveness.
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9. Coordinated planning must occur between Provincial
Departments of Health, Finance, and PED regarding
operational needs of the Basic Health Services Program.

In particular, manpower development plamming should be
synchronized with facility plamning.

10. Closer collaborative planning between technical
advisors and counterpart Pakistaniofficiala is required,
particularly at the Provincial government level and below,
to insure managemant and technical plans are effectively
implemented.

11. District Health Officers need to be actively
involved in plamning and implementing Provincial
operastions.

12. Although adequate management infrastructure 1s
extremely difficult to develop and requires a long lead
time, it is essential to support MTs and CHWs in rural
and isolated areas.

13. Establishing a new cadre of workers such as the
MT requires patience and persistence. This involves
continuing efforts to obtain more appropriate pay and
grade levels, to offer long-term incentives through
promotional opportunities via carser ladders, and to
promote general understanding of the intendsd role and
relationships of MTs and CHWs among other members of the
health sector and the general publin,

14. 1f adequate provision is not made in advance
for the administration of technical advisory contracts,
administrative issues will detract from the time of key
persomnel and advarsaly affect professional relationships.

15. When key program percunnel are replaced, the
replacemants need to be briefed on the program's
purposes and operations,

16. While occasionally,] RHC may supervise 5 or more
BHUs, experience with the previous Project indicates that,
in terms of population density and supervisory capabilities
of health staff, a combination of 1 RHC and 4 BHUs 1is,
in most cases, the most manageable and effective arrangement
for a model IRHC.

All of these lessons have been incorporated into the design
of the Primary Health Care Project.
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G. Other Donor As:sistance

Historically, except for A.1.D., virtually all
donor assistance in the health secctor in Pakistan has
been provided for activities oth2r than Primary Health
Care, and chere is little exvectation that this pattern
will change in the near Ifuture. The PFY 1981/82 budget
included a totsl of $28&.2 million ir donor assistance
for the health sactor. Of this amount, $20 million
(71 percent) was for equipnent for rhe Ialamabad Hospital,
the Faisalabad water and sewsr project, malaria control
and the National Institute of Health. The remaining
$8.2 million (29 percent) was provided for infant and
pre-school feeding, maternal and child health, rural
water supply, and the Expanded Program of Immunization (EPI),
activities that are reluted to some components of the
Health Care Project but are not directly a part
of it.” The World Food Prcgram is expected to continue at
its current level of about $ 1 million per year, and the
maternal and child health and rural water supply activities
of UNICEF will remain at zbour $ 3 million, but support
for EPI (mostly from UNICEF and Canada) will increase from
$1.9 million in PFY 1981/82 to $4.3 million in PFY 1982/83.
Less than one percent of total assistance from WHO and
UNICEF was provided in FFY 1981782 for Primary Health Care.
Thus the proposed Primary Healch Care Project does not
licate the acsistance of other donors. Rather, it will
£111 a glaring void in assiscarce to the health sector.
As in the past, the A.I.D. Project will be coordinated
with assistance to be provided hy WHO and UNICEF which is
described below.

1. WHO

WHO traditivaali; provices assistance through
technical advisors, participant fellowships, and funding
of workshops and conferences. In the BHS Project, WHO
provided one full-time advisoc o the Project who now
serves as the WHO Public Health Administrator in the
Federal BHS Cell. This advisor will be available for two
addicional years beyond 1982. In addition, WHO provided
a UNDP-financed management consultant for the BHS Project
from December 1979 to December 1980. WHO also helped
sponsor a management workshop in September 1980, which
was attended by Health and P&D officials from both the
Federal and Provincial levels, and produced a prototype
operations manual for IRHCs. The contributions of WHO
and UNDP to the BHS Project between 1977 and 1982 totalled
aggro:inntcly 3489,000, For PFY 1982/83, WHO lans to spend
$323,400 for Primary Health Care activities re ated to the
A.I.D. PHC Project, primarily for technical assistance.

Best Available Document



2. UNICEE

UNICEF contributed significantly to the BHS

Project by p:ov-!.d.i.:g critical training equipment, transport
for IRHCs snd training schools, and cash aasistance for
printing of taethooks, and stipends for MT trainees and
MT . TNTCEF assistance from 1977 through 1982
totalled $405,100. Althoush UNICEF has changed its mesthod
of funding recently and has dacentralized activicies so
chat funds are given directly to Provincial project
officers to manage, it is expected that UNICEF will continus
ics previous role under the PEC Project. The exact nature

finding levels for activities related to, but not &
wmdmmm.mmumm.

E. Re to A.I.D. Strategy and Other A.I.D. Pro

1. A.1.D. Strategy

In 1979, the United States was a co-signatory,
along with most of the other nations of the world, to the
Declaration of Alma Ata which cslls for "Heslth for all by
the yeaxr 2000 - principally through the mechanisms of
 primsry health care systens." The overall A.I.D. and

ASIA Bureau health strategies are consiscent with this
Declaration. The A.I.D. Health Policy Paper explicitly
ident{fias Primary Health Care as the Agency's top
in health. The cantral core of che Asia Bureau's
strategy is "to reduce ths birth and death rates among
the most vulnerable groups in the contaxt of a system of

health care". Bureau's strategy contains an
illustrative Prm.r{ Health care package which is designed
to achieve this goal. It includes :

a. early case detection of diarrhea and treatment
with oral rehydration;

b. inoculation of women of childbearing age with
tetanus toxoid to prevent nsonatal tetanus;

c. family planning services)

d. encouragemsnt of breastfeeding and nutrition
surveillance;

e. immmization for measles and DPT; and,
£. malaria treatment (chloroquine for fever) in

the context of primary care, source reduction, and spraying
for control.
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Except for spraying for malaria control which will be
undertaken as part of the A.I.D.-supported Malaria
Control II Project, all of these interventions are key
elements in the preventive portion of the Primary Health
Care Project. Indeed one objective of the Project is to
improve the training of paramedical workers in these key
areas.

In addition, the A.I.D. strategy for Pakistan has the
dual objectives of helping Pakistan to fulfil the basic
human needs of its people and to address the country's
foreign exchange needs. This Project will achieve

both objectives by imﬂroving and expanding the health
care system so that the rural population will have access
to adequate and reliable basic health services and by
financ local costs for school construction, Pakistani
technical advisors and local commodities with dollars.

2. Other A.I.D. Projects

Recent research, both in Pakistan and elsewhere
in the developing world, indicates that parents who experience
significant changes in che probability of child survival
alter their fertility behavior accordingly after a period
of time. Therefore, to the extent that the PHC Froject
achieves its goal of substantially reducing infant and
child mortality, this Project should contribute cto the
fertility reduction goal of A.I1.D.'s two population projects
in Pakistan. In addition, the direct provision of family
planning services by MTs and CHWs,although independent
of the Population Welfare Project, will also directly
support the overall goal of that Project and will help
to offset the short-term impact of declining infant and
child mortality.

The PHC Project is also closely related to the Malaria
Control II Project. MTs and CHWs will be trained to provide
both curative and pre entive services down to the village
level. The first skills mastered by CHWs will deal with
diseases of high prevalence and significant morbidity and
mortality. Malaria is one disease with significant
rorbidity. During the course of the Project, MIs will

assumes a greater role in treating malaria cases and in

taking malaria slides to document or verify cases. It is
expected that passive case detection will significantly
increase when MTs put their skills into practice. It is
anticipated that the CHW, through health education, will
promote those public health practices that will result in
malaria vector source reduction and that they will assist

the MIs in identifying cases that need presumptive

treatment. In addi .1tuw¢ncmhu:’immkmviumdw
refresher courses in malaria parasitology at the

National Malaris Training Center under the Malaria Control II
Project to improve their skills in passive case detection

and verification.



I. Project Rationals

Under the previous A.1.D.-financed Basic Heelth
Services Project, the GOP mads significant progress in
implementing its Primery Health Care Program. Much
still remsins to be dona, however, in terms of strengthening
the existing program, institutionalizing various components
of the program, and expanding the provision of adequate
basic heslth services o the rural populacion of Pakistan.
Tho GOP has specifically requested A.I.D. assiatatce to
build on sccomplisaments and to apply the lessons
lesrned under the previous project in implementing its
Primery Health Care Pro Given that no other douor
plans to sapport the in chis critically important
arves amnd chet Primery Health Care ams have been
asceorded the higheet gd.oﬁ.:y in che th sector
zthmt.r.b. s continued involvement in assisting

ocor health sector is highly justified. In
addicion, this Project is important to A.I.D.'s entire
effort in Pakistan since succees in all
sectors in which A.I.D. will provide assistance, depends,
ther things, on a healthy, productive labor
addition to being consistent with the Agency and the
Bureau's h policy, the Project will out two
of the major objectives of A.I.D.'s strategy in P tan,
namely, to sssist the GCP in meeting the basic nmen needs
of 1its potguicn and to expand the Government's resource
base for al cost financing and theceby help ameliorate
the country's balance of payments problems. The project
will also support two other imporctant A.1.D. initiacives in
the areas of inscitution-buil and technology transfer.
As a8 result of the Projact, an 1;8 fective synt:-:ngf
recruiting, training, supervising, loying
supporting health care workars in t:g:ptural areas will
have been institucionalized, and the system will be
sustainable and replicable throughout the country. The
Project also involves the transfer of appropriate
educational and medical t.chnolgg. Iz wi.l reinforce the
concepts of competency-based training and the use of
peramedics as Primary Health care providers which the
previous Project introduced. F ly, the Project is
in such a way that it will not impose an
unmanageeble burden on the GOP's recurrent coet budget.
The tacpgets set are well within the financial, bumen,
and physical meens of the Provincial suthorities to achiave.

In summary, this Project is feasible and justified and will
achieve a measurable improvement in the health status of
the rural population of Pakistan.

among o
force.
In

ASIA
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111. DETAILED PROJECT DESCRIPTION

A. Project Goal and Purpose

The goal of this Project is to improve the health
status of the rural population. This will contribute
substantially to the Government's overall objective of
social and economic development. The Project purpose is
to rove the quality and expand the coverage of Primary
Health Care services in the rural areas. Measures of goal and
putgono achievement by the end of the Project include the
following:

1. In areas saerved by the Project:

a. at least a 20 percent reduction in infant and
child mortality;

b. at least a 20 percent reduction in moderate to
severe malnutricion; and,

c. at least a 35 percent reduction in deaths due
to diarrheal disease;

2. 75 percent of the MTs devoting at least half of
their time to training and supervising CHWs;

3. 80 percent of the I™Cs witk euthorired drugs and medical
suppliaes available;

4. 75 percent of BHUs receiving at least one visit
weekly from MT supervisors posted at IRHCs; and,

5. at least 29, 12, 7 and 5 or a total of 53 addicional
operational IRHCs in the Punjab, NWFP, Sind and Baluchistan,
respectively.

Important asgump.ions for achieving the Project's goal and
purpose are that the Provincial Govermmentswill continue to
train and deploy MIs and CHWs; that modified management and
supervisory g:lctico. will be adopted and implemented at the
IRHCs; and that adequate amounts of appropriate drugs and
medical supplies will be provided to IRHCs.

B. Projncc Ouctputs

The Project is expected to produce the following outputs
which together should achieve the Project purpose:

l. one Federal Advisory Council and four Prc-‘ncial
Steering Committees (one per province) established and
functioning effectively;

2. approved amnual Provincial operational Primary Health
Care plans for each province;
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3. a pl.min;'nd w”u- for IRHCs
implemented with an insti onalized mechanism for con-
tinuing snslysis and review of the system;

4. a revised MT curriculum and training materials
developed end tramslated into Urdu for MTs and CHWs;

3. all currently deployed MTo and MT tutors zetrained in
the revised curriculum;

G.nehlﬂdq‘lny.dbynoc-bclﬂsmm
supezvising an sversge of 10 CHWs;

7. 13 psrmenent consclidated MI trzining schools with
hostel accommodatioms comstructed or renovated and fully equipped:

8. a sucveillance system designed and in use
cq-d:or operations; and,

9. at leset A0 pm'dandqhydm-ﬂmm“-.
Addicional informetion on the relationships among the
Project goal, purpase, inputs, and outputs is provided in
the Log Frame (Amnax E).
C. Project onents

The Primsry Health Care Project cousists of five
integrated components: (1) Pro Management; (2) Medical
Technician and Communicy Health Worker Training; (3) Program

Operations; (4) and Evaluation; and, (5) Accelerated
Expanded Program of Immmization (EPI).
1. Pro anent

The principal management lessons learned from the
previcus BHS Project wers that: (a) effective management and
sion are essential if the Primary Health Care Program
{s to succeed; (b) the Program needs to be strengthened in
these two critical aress; and, (c) the Federsl /Provincial
division of responsibilities should be taken into accoumt
{in establishing sn effective systea of supervision and
sanagement. A comprshensive msnagement systens snalysis
was conducted the BHS Project. A model operations
manual wes and samctioned a national workshop,
but it has never adopted by the ces. The reasons
or to the facts that ths manual was develoved
in the lasc m: the previcus Project, no t
Cell t staff were available to
this efforet, 0o one else found the time, in
face of other competing priorities, to move forward on
the msnagement operations manual. The Program Management
compouent of this project will address these problems

:
%
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throu¥h: the establishment of newly created Project Advisory
Councils at the Federal and Provincial lev:ls to oversee and
conduct Project activities; long and short-term technical
assistance; and, in-country management training and
participant training.

a. Advisory Councils

Project oversight and coordination will be the
responsibility of a new Federal Advisory Council. Organization
of the Council will be a condition precedent to initial dis-
bursement of funds under the Project, and zhe Council will
function throughout the life of the ProjecZ. .ne Council
will be chaired by the Federal Secretary of Health and
other members will include: the Director-General of Health
(as Vice-Chairman); Chief, Health Section, Planning Division,
Federal Ministry of Finance, Planning and Zconomic Affairs;
Joint Secretary, Federal Ministry of Finance, Planning and
Economic Affairs; and, the Provincial Secretaries of Health.
The Federal Deputy Director-General of Health for Basic
Health Services will serve as the permanent Secretary to
the Council.

The Council will serve as a forum for Federal and Provincial
authorities to discuss program planning ani implementation issves.
Regular meetings of such a coordinating body are essential

to ensura the smooth and timely implementaztion of the
Project. The Council will be responsible for:

1. recommending the allocation of development
funds for the PHC Project;

1i. reviewing and recommending approval of
Provincial PHC development and operarions plans;

1ii. ensuring uniformity of standards in the
Program and seeing that they conform to Federal health
policy: and,

iv. coordinating and arranging for the articipstion
of appropriate Government officials in Project evaluations.

Provincial PHC Steering Committees will also be formed in
each province to coordinate and oversee development of
Provincial plans and Project implementation within the
rovince. Each Provincial Project Steering Committee will
e chaired by the Provincial Secretary of YHealth., Other
members will include: tha Provincial Director for Health
Services (Vice-Chairman); Chief, Health Sectionm, Provincial
Planning and Development; Additional Secretary, Finance
Department; and, representatives from other Provincial



and apprevel of Provincial Project developent plans. & crftical to
be compieted bafore: the end of the first Project yer will be to draft
developmant plans for the PNC Project in esch province for the life of the
Prajeet. The plans will include anticipated development aexpenditures
&’mmrmﬁ““'m“‘“&w::.m 's&ummmf::
tty of mnpower, and estimted ~
the PHC Project. Approvel of Provincial PHC plans will be a condition
m—umm disbursemant of rfunds for the Accelerated E.P.[.
pd ' tted to. the Federa! Advisory Council which must
ressmmand spprevel. It #s amticipated thet meetings of the Provinctal
mﬁttmuammu‘dwnc::‘m

One long-terwm espetriats health mensgement advisor will be
assigned to the Federal BHS Cell for the S-year life of the Project.
The advisor wil! work closely with the Federal Deputy DirsctorsGeneral ,BHS Cell
and with the Assistant Nirector-Ceneral, Cpsrations, when he is hired
for the Cell. Fi1ling this Yatter pesition will be a condttion precedent to
disbursement for the lerated E.P.I. orior to Septamber 30, 1984,
The advisor will supervise four project-financed 1 torm Pakistant
mnegemant advisors whe will be assigned to Provincial BMS Cells
and will be funded for 3 years. All five advisors will serve as
resource persons for the Federal Advisory Council and the Provincial S
Comwittees. Their primery function will be to assis® Feders! and Provincial
mts P':'sy:tluﬂany d:vcl?pimmgu:ng Systams and to conduct a

e ncial workshops involving participants ranging from

Provincial health officials down to Medical Officars who are in charge of
IRHCs and supervising MTs. At the end of the thres-year period, the GOP will
evaluate the fmpact of these Provincial management advisors on the PHC
Program. nming m the outcome of this assessment, the Provincia)l
Governmants indicated a will{ to consider sanctioning a full-time
post in each of the Provincial BHS Cells for a non-sedical renagamant

operations spectalist.

maegament workshep. The 1 coun oftho'lm?-unw
advisars and other offictals whow the Tong-terw advisors will assist will
reseive on-the-job treining to op thetr imewledge, skills and attttudes
related to memegement anelysis, manegesant planving and execution, and

c. Traini

One of the most difficult problem arsas in rural health
services delivery is the establishment of adequats
planning, wanagement, and supervisory captbﬂity. In Pakistan,
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staff with adequntecglanning and management skills are
lacking in the health sector and this has been one of the
major conatraints in implementing the Basic Health Services
Program. Not only are skilla absent, but operational plans,
policies and procedures need to be strengthened. This is
particularly critical for IRHCs, which have a higher -ratio
of non-professional workers to professional workers than
hospitals. IRHCs require greater attention to supervision,
performance evaluation and continuing education in order

to sustain the quality and productivity of the paraprofessional
MTs and voluntary CHWs.

Accordingly, this Project will assist the GOP to strangthen
its health planning and management capability through two
important activities. The first will be the analysis and
redesign of czisting management policies, procedures and
practices followed cz the implementation of recommended
improvements for ea of the following management support/
control systems:

i. program and operations evaluation and plaming;
ii. supervision and patient referral;
1i1. personnel;
iv. drug, medical and general supnliess
v. transportation;
vi. communications;
vii. facility and equipment maintenance;
viii. information; and,
ix. finance.

The second related activity will be the preparation of new
and revised management training curricula, the training of
tutors, and the conduct of in-service training programs for
existing workers and pre-service training programs for new
workers for the following categories of personnel, all of
whom play &n important role in IRHC activities:

i, Medical Officer Administrators posted at
Provincial, Division and B{scrict levels. Although these
officers often have completed the one year diploma in public
health course, which focuses primarily on public health
sciences including biostatistics and epidemiology, they
normally lack adequate training in operations p anning and
management.

11. Medical Officers posted at IFHCs. Unfortunately,
Medical Doctors posted at s have ttle, 1f any,
exposure to the concepts and practices of rural health services
planning and management. There is a need not only to develop
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knowladge and skills in this area, but also to develop
attitudes that will be conducive to the proper administration
of IRHCs and the supervision of MTs.

1i1. Supervisory MTs posted at PHCs to supervise
other MTs. Currently there 1Is no job description or sanctioned

post for these workers.

iv. MTs; and,

v. Management Specialists snd Tachnicians working
wichin the varlous management supporc?cont:o! aystems and
directly serving the IRHCs.

The redesign of management policies, procedurss and practices
and the training of personnel will be dome concurrently

thro three types of training activities: (1) curriculum
redesign; (ii) management workshops and coarses; and

(111) in-country observational visits and tarticipant
training. The general revision of the pre-service MT curriculum
will integrate management training appropriate to the
operations of the BHUs and similar functioas at the RHCs.

It will include ccmrmmity relations and th: mobilization,
training and supervision of CHWs. (PrototyJe management
training modules for adaptation to Pakistaa's specific

needs are available from AID/Washington's Central Health
Office which funded the development, field testing and
publishing of these materials.)

As shown in Table 4, a total of 113 managenent workshops and
courses will be conducted over the life of the project.

TABLE &4
PROPOSED” NUMBER AND TYPE OF PLANNING

Type of Workshop 1982/83 1983/84 1984/85 1985/86 1986/87 Total

1. National PHEC Orientatiom 1 1 1 1 1 5
2. Managament Workshops

National Level 1 1 1 1 1 5

Provincial Level 4 4 4 4 4 20

District Level 12 12 12 12 12 60
3. MT Supervisors

Preservice - 2 2 2 2 8

In-service 2 3 4 5 6 20

TOTAL 20 23 24 25 26 118
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For Supervisory MTs, two special standardi-ed formal short
courses will be developed, including curricula and training
and examination materials, and tuctors will he trained. One
such course will be a two-week session to upgrade managerial
and supervisory knowledge and skills of ex!sting MTs
functioning as MT supervisors. The other vill be a four-
weck pre-service course for new personnel. Succeasful
completion of this course will entitle the participant to

a special cercificacte and will prepare him, her for advanca-
ment in a proposed career ladder aysten fo: MTs.

A one-week conference/wcrkshcp on orilentation to the PHC

. Project will be held in Islamabad annually to acquaint newly
:cpoinccd District, Provincial and Fedaral health officials,
o have assumed or will soon assume responsibilities for

the PHC Program, with the Project. These workshops will

help prevent the problems that arose in the past as a result

of turnover in key personnel.

Annual National, Provincial and District Minagement Workshops
will serve two purposes. Firrt, the parcl: ipants, who will
be drawn from all levels of the program, w.1ll acquire the
lmowledge and skills needed to produce ope-ations and projact
implementation plans and to redesign munag ment support/
control asystems. They will also acquire g neral knowladge
and skills in commmicaticns, management analvsis, problem-
solving, team functioning and evaluation. The sacond purpose
of these workshops will be to develop Fede:al and Provincial
Yoliciea and development and implementation plans for the

{fe of the Project and to redesign :rovin:ial ranagement
systems for the program. Thias process is lescribed in

detail in Armex I, Proposed Management Plan. It will begin
with provincial workshops to be held as early as poasible

in the first Project year. At these worksiops, participancs
will Yrepnra draft statements of Provincia. policy, drafc
annual and long range plans for the progran, and related
Project iaplementation plans. These will nrovide Tuidance
for the preparation of more detailed District level plans

at mid-year workshops. The draft plans will be reviewed

at the Provincial level and final grovinci¢1 plans will
be forwarded for review and approval at a -ational vorkshop.
In succeeding yea.s the sequence will bes the aane, but the
focus will differ. In the second year, Provincial management
support/control systemsand procedures covering the nine kay
areas listed above will be drafted. This work will draw

on the management system studies and the drafc Operations
Manual for IRHCs which were prepared under the previous

BHS Project. In the third year, the systeus and procedures
will be finalized and will ge published in the form of
operations manuals for BHUs and IRHCs. In the fourth and
fifrh years, the workshop will continue to asrve as & forum
to revise plans and management systems, bu: there will ba
more focus on training per se.
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This group process will involve oifficials, :echnicians and
others who have vested interest in the progrcam and who will
have responsibility for or influence over maintaining the

ement systems. By doing so, it will minimize resistancs
to change, promote the selection of actions which are realistic
and least difficult to implement, and encourage decentralization
of authority, responsibility and functions. In addition to
long and short-term technical assistance, tae Froject will
fund a1l plamming and operating costs of conducting the work-
shops described above, including travel and per diem expenses
of workshop participants, special equipment, supplies,
training aids, typing, and princing and/or seproduction of
papers and reports. The Project will also say the costs of
priz:ing and distribucing the IRHC and BHU operations
manuals.

In-country obscrvation visits and participant training in
the U.S. and third countries will also be financed under the
Project. In-country observaticnal trips will be arranged
for in-service staff. Model IRHCs that are fully operatiomal
and have adequate supervisory, monitoring aud loglstics
carabilities will function as training mode.s. Provincial
staff can ohsarve new and innovativa practi-es and apply
what they have learred in their own distric: or province.
The Project will also fund all travel and p:r Clem costs for
selected officers to attend a variety of ccirses offered by
various managemant trainin? institutes in P kiscan. These
include: the Pakistan Instituce of Managemeit in Karachi;

the Lahore Institute for Public Administration in Lahore;

and the Academy for Rural Development in Peshawar. During
the firsc Project ysar, the formulation of Jetailed project
implementacion plrns will include designatisn of courses and
time schedules for the conduct of “h2se training programs
and for participant training abroad for manigement personnel.

2. Medical Technician and Community H-ealth
Worker TraInfng

The principal MT training lessons learned from

the previcus project were that: (a) the curriculum, facilities
and training materials need to be improved; (b) the general

licy of training varies among aschools; axd, (c) mora
remale students should be recruited. The MI training component
of the Project will address these problems chrough: Tong and
short-term technical assistance; construction of 13 con-
solidated pernanent MT schools; and, in-country training
workshops and participant training abroad.

a. Technical Assistance

MT training will be strengthened through ths
ovision of one long-tsrm expatriate and four female
akistani Provincial training specialists, Zor a period of
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three years each, and several short-term specialists. Hiring
women for the training specialist positions is a key element
in the effort to recruit more women into ctke program. These
specialists will ensure that adequate attention is paid to
the training of women. They will assist in the recruitment
campaign for females, and they will lend support to female
MTs (and through them CHEWS) deployed in the field. The
train advisors will work with appropriate Federal and
Provincial health authorities tc achieve the following:

i. The MT curriculum will be revised to provide
a better balance between curative and preventive components.
More emphasis will be given to preventive &nd comnunity
health aspects of training by adding a substantial amount of
ncy material to the community healt module, especially in
the area of techniques to be transmitted to the CHWs,
Information on clinical conditions which are not major health
problems will be pared considerably; emphasis will be given
to diseases which are important causes of cignificant
morbidity and mortality, such as diarrhea; and a management
module will be added.

1f the MTs are to function effectively as -rainers of CHWs,
it must be within a participatory learning process in which
the student is the subiect not the object nf the learning
erience. To do this, the MTs rhemselve: should learn in
a similar situation. Durin§ the curricului revision
exercisa, this training phi osophy will be re-introduced.

The MT curriculum will be trranslated into Jrdu so the texts
will continue to be valuable resources to {Ts, most of whom
are not fluent in English. Project funds will be used to
cover the costs of publication of the revised texts.
Revision of the MT curriculum will be accomplished in the
first Project year. The Federal BHS Cell will continue to
be responsible for development of a standa-dized curriculum.
The long-term training advisor assigned to the Federal Cell
and staff of the Cell will be assisted by two consultants
(one expatriate and one Pakistani) for six months each who
are experts in paramedical curriculum development.

ii. Training Materials. The new curriculum will
be based on a more Tnteractive approach to training. Documented
experience in the BHS Project indicates that new training
aids should be developed to support the curriculum and to
improve the trainin and performance of CHis. This will be
lﬁ:dﬂplilh!d througg a dual purpose training materials work-
shop.

The desired qualities of the femala Provircial training
specialists relate more to training experience ip the ield,
their willingness to participate in a program which is based
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largely on itinerant workshops and their ability to travel extensively
within the provinces. It is not expected that four such women will also

be experienced in the proposed new training methodology. Therefore, it
will be necessary to train them in the methcdology to be used and to
imolve them in developing new training materials far the revised MT
curriculum and a structured training program and training aids for CHus.
This will be done for the selected candidates and for four experienced MT
tutors in a three-month special course to be held in Isiamabad and conducted
by a short-term training expert. During the course, the actual training
materials will be developed.

The training materials will be published in Urdu, and CHW materials will

be specifically designed so that they can be used t3 train {1literates.

The A.1.D.-financed 1982 evaluation of CHW performance found that illiteracy
was not a barrier to effective performance. Further, the study concluded
that there almost certainly would not be enough literate candidates to {11
the requirements for CHWs, especially female CHUWS.

In sddition to the above duties, the training advisor and specialists will

be continuously involved in helping to design and conduct management and
training workshops. They will serve as advisors to the Federal and
Provincial Basic Health Services Cells and as resource persons to the Federal
Advisory Council and the Provincial Steering Committees. As is the case with
the expatriate Management advisor, the expatriate training advisor will

work closely with the Federal Deputy Director -General, BHS Cell, and

the Assistant Director-General, Trainihg, when he ic hired for the Cell. Filling
this Tatter position will be a condition precedent to disbursement for the
Accelerated EPI prior to September 30, 1984. In acdition, as is the case
with the 4 Pakistani management advisors, the Provincial Governments have
agreed to consider sanctioning 2 ful}-time post in each BHS Cell for a non-
medical training specialist based on the outcome of their experience with

the Project-financed specialists for 3 years.

b. Permanent MT Training Schools

A total of 27 MT training schools were established under
the BHS Project. As mentioned previously, 24 are functioning and the 3
fn the Sind are expected to resume classes in the tall of 1982. At present,
these MT training schools are single rooms attached to existing District
hospitals or other types of training institutions. Many tutors are
reluctant to be assigned to these posts partly because they do not have
basic amenities such as residences. Many schools exist from one 18-month
class session to the next, with no guarantee that the subsequent class
will be held. Long lapses between classes occur. Hostel facilities
for students are seldom provided, which makes recruitment of female
students particularly difficult. Male students also find 1t difficult
to secure 1iving accommodatiors in small District headquarters towns where
the schools are located.

Accordingly, Project funds will be used to construct or renovate 13
permanent consolidated MT training schools in areas where schools now

exist and where Provincial PHC plans indicate a continuous supply of

MTs will be uired. These 13 permanent schools will replace the existing
27 ad hoc, inadequate and temporary locations curruntly used as schools.
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The five schools in the Punjab will each have a capacity of
50 male and 50 female studente. The other schools, 3 in the
Sind, 3 in NWFP and 2 in Baluchistan will each be able to
accommodate classes of 25 males and 25 femeles per class
session. Classrooms for males and females will be separate
but adjacent, and male and female MIs will share an
auditorium and an audio-visual hall. Each school will have
separate hostel facilitles for she male anc female studenus
and faculty quarters. Preliminary designs of the proposed
training schools (both for 50 and 100 students) are provided
in Annex M. The schools will be located ir District towns
near or on the grounds of the District hospital. Each
school will be supplied with teaching aids, furniture and

a light van for every 50 students which will be used to
carry students to the field for their coorunity health
practicum.

In areas where existing schools are well-situat:d, Project
funds will be provided to remodel classrooms and provide
hostels for the students and faculty quarters to make the
schools permanent. Training aids will be irovided in the
first Project year to schools which have been identified for
renovation. Construction is expected to siart in the second
Project vear provided that approved Provincial plans
reconfirm projected MT manpower requiremen.s. The first
graduates of renovated or newly constructe. consolidated
schools will not be available for service 'mtil the fifth
Project year.

¢. Projected Numbers of Functiona IRHCa, MTs,
and Chiws

Evaluations of the previous BHS Project revealed
several problems which contributed to the imited achievement
in establishing fully operational IRHCs. A fully operational
IRAC is defined as one in which: (1) at least 80 percent of
the authorized physicians and MTs are in place and working,
and at least 10 CHWs have been trained by ifTs, deployed, and
are being supervised by MTs; (ii) at least 80 percent of
the required standard drugs are available it a 1 times;

(111) at least 80 percent of the required standard equitmcnt
18 on hand and in operating condition; (iv: a functiona
vehicle is available for ambulance and supervisory services
with sufficient funds provided for P.0.L. und routine
maintenance services; and, (v) a laboratory is equipped and
staffed to do routine examinations of blood, urine, stools,
and sputum,

Amang the several problems which emerged, rhose dealing with
the deployment of female staff appear to have been the most
liinif cant. Female MTs are critical to a1 1RHC becoming
fully functional because male MTs will not be able to



effectively reach female clients and their children who are
the primary target groups in the general povulation. This
Project contains a number of elements aimed specifically at
:-cfuiztng and retaining more females in tha PHC Program,
ncluding:

i. construction or renovation of 13 comsolidated
MT training schools with separate classrooms and hostel
facilities for women;

{{. special recruitment campaigns in the female
secondary schools in all the provinces;

111, provision of culturally acceptable transport
for female MTs; and, y

iv. hiring four female Provincial training
specialists.

These actions should enable the Project to achieve a target
of having 40 percent of all MTs be females. Even if this
target is achieved, however, the number of ieployed female
MTs will still be the limiting factor in dc:ermining the
number »f functional IRHCs that can be estanlished during
the 1ife of che Project.

Projacted rumbers of possible fimctional IFICs ty the ed of the
Project wure therefore arrived at by estima-ing the number
of femala MTs who would be trained and deployed under the
Project. The projections were based on threce fairly
conservative assumptions:

1. that only 80 percen: of rthe female MT students
. enrolled in the training program would successfully complete
the course;

1{1. that only 50 percent of the female graduates
would accept assigments and be deployed at an IRHC; and,

1{1i. that there would be an attricion race of 5
percent after a female MT had served for tw) years at an IRHC.

The estimates of deployed female MTs weare then converted into
numbers of functioning IRHCs by year and by provincae. (Each
functional IRHC should have 6 female and 6 aale MIs.) The
results are shown in Table 3.

Projected numbars of MTs trained and deployed by Project

year and province are provided in Amnex N. These projec-
tions were based on the following assumpcions: (i) that all
schools will have 100 percent enrollmenc; (i{i) that begimning
in 1983, all classes will consist of 50 percent males and

SO percent famales; (iii) that 80 percent cf the students
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TABLE §

CUMULATIVE NUMBER OF OPERATIONAL IRHCs 8Y PROJECT YEAR

Province Project Year

B 1981/82% 1982/83 1983/84 1984/85 1985/86 1986/37

Punjab 6 10 15 24 28 3

sind 3 3 3 5 7 10

NWFP 2 4 5 9 10 14

Baluchistan 1 3 4 5 5 6
Total 12 0 2 3 50 65

3/ The 6 existing IRICs in the Punjab are fully ogerational; the
remaining 6 are expected tc be fully operationil shortly.

enrolled will graduate; (iv) that 60 percent of the male
raduates and go percent of the female graduates will be

eployed in the field; (v) that there will e an attrition
rate of 5 percent per year for both male and female MTs in
all provinces; (vi) that the consolidated permanent schools
to be constructed under this Project will be completed and
operational in January 1985; (vii) that all MT training
programs will last for 18 months; and, (viii) that existing
schools will have a 3 month interval between class sessions
vhile the new consolidated permanent schools will begin a new
training cycle 2 monchs after the previous class has
completed its 6-month classroom and 6-month in-hospital
training sessions. The assumptions regarding numbers
of graduates, numbers deployed, and the attrition rate

reflect actual experience under the BHS Project.

It is possible that as a result of the improvements programmed
to occur under the PHC Project in the training facilities,

hostel accommodations, recruitment campaign, curriculum,
cranlgort. program management and supervision, and career

mobility for MIs, that more MTs than projected will actually
raduate, be deployed, and be retained in the PHC Program.
ther factors ung. however, offaet or possibly outweigh

these positive changes such that the actual numbers may be
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less than projected. The projected numbers of. deployed MIs
in this paper therefore should be regarded as the likely
average numbers of workers. The results for both MTs and
CiiWs, as that each deployed MT will trair at least
10 CEWs (5 males and 5 females) are shown fa Table 6.

TABLE 6

PROJECTED NUMBERS OF MEDICAL TECHNICIANS-AN) COMMUNTTY

Male Female Tota!
.. ]
a. Total Trained and Deployed 804 5585 1359
b. MTs Serving at the 65 Functional 390 390 7680
IPMCs Established by the End of
the PHC Project
c. Remmining MTs 414 165 579
d. «Ts Serving at Fotential 162 162 324
Additional IRHCs (27)
e. Remaining MTs Daployed to Health 252 3 265
Facilities Other Than IRHCs
2. Chis
a. Total Trained and Oeployed 3200 3200 6400
by the End of the Project
(9/30/87)
b. Total Trained and Deployed After 3900 3900 7800

Last Year MT Graduates have been
Deployed and have Trained Ciuis

The projections in Table 6 indicate that 1.i59 MTs will bave
been trained and deployed by the end of tha Project. The
projected mmber of 65 fully functional IRICs by the end of
the Project (which includas the 12 existing IRKCs and the 33
to be escablished under the PHC Project) raquira only 780 MTs.
Of the remaining 579 MTs, only about 165 will be females,
vhich means that only an additional 27 IRHCs (6 female MTs
per IRHC) could be formed during the Project. The remaining
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mala MTs would be posted at health facili:ies other than
IRHCs. This in fact is what has occurred with the existing
325 MTs;: only 120 of these arc =erring ot the 12 exiating
IRHCs while the remainder are posted at o:her health
facilities. Even though a sufficient numi.er of MTs will

be trained to staff more IRHCs than the 5% which are
g::gcctad to be fully operational by the 2nd of the Project,

A.1.D. and the GOP felt that a target of 65 fullﬁ

operational IRHCs was achievable during thie life of the Projec:
and would be a significant accomplishment and well worth

the investment. f the target is exceeded, the aconomic
and financial viability of the Project would be even greater
than now planned.

d. Train Workshops and Participant Tra

Four types of training workshops and gro ams,
including the training materials workshop, will be funded
under the Project. A summary of the proposed number and
type of training workshops is prcvided in Table 7, and the
workshops are briefly discussed below. More details are
provided in Annex J, Proposed Training Plsn.

TABLE 7
FROPOSED NUMBER ANO TYPE OF TRAINING WORKSHOF'S FOR MEDICAL
T TECANICIARS KRD COMMUNITY HEALTH WORKERS BY YEAR
Title 1982/83 1983/84 1984/85 1985/86 1986/87 Total
Training Materials Developmentl - - - - 1
In-Service Training for Tutors 1 2 2 2 2 9
MT Retraining - 4 4 - - 8
In-Service Training 28 36 50 58 68 20
for MTs —_— —
TOTAL 30 42 56 €0 70 258

i. MT tutors, including physicians and MTs, will
assume major responsibilicy for training future MTs« over the
long run. Thaey should be taught new training methods, should
become familiar with the revised curriculum, and should have
continuous access to the latest developments in MT training.
To orient them to the revised curriculum and new training
techniques, they will attend one of nine proposed four-week
seminarsAwrkshops which will be offered in the provinces
on a rotational basis at cthe end of a MT class cycle. This
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series of workshors will be given throughout the Project to
provide continuing in-service training after all of the MI
tutors have received their initial training.

ii. 3.;;.1ﬁﬁg¥ 5?"”5?" dx .vorkin
in IRACs will be prov roug eai.g et:. cvow-?vfcek 8(:alllmni:y

Health/Training Technique Workshops. These workshops, which
will be held in the provinces, will provide an introduction
to the revised MT curriculum and will upgrade the imowledge
and skills of the participants in the areas of community
health management and non-formal training cechniques. The
Provincial training specialists will conduct the workshops.

iii. Conti%g in-service train% for MIs to
expose them to new developments in ry e and

commmity health will be provided through amual one-week
workshops to be held in each province. New material dealing
with special health projects which IRHCs will undertake

(e.g. special efforts in childhood immunizatiom) and feedback
from the annual Project evaluations will also be covered at
these workshops. The Provincial training specialiscs will
also conduct these workshops.

iv. Training CHWs will be a continuous process
beginning with their recrultment by the MT. The basic
training will be initiaced during MT visits to the village
and will be supplemented by monthly visits to the BHUs
wvhere all male or all female CHWs congregate in a one-day
training session. This will snable them tc become familiax
with the BHU and will allow the MT to use group training
techniques and new audio visuals more effectively.

As is the case with the wanagement workshops, in addiciom
to long and short-term technical assiscance, the Project
will fund all plaming and operating costs of conducting the
training workshops.

Participant training in the U.S. and third countries will
be grovidad throughout the life of the Project. It will
include boch short courses and observational visits co
Primary Health Care projects, such as the Lampang Project
in Thailand, that are considered exemplary. The selection
of specific management and training personnel and the
preparation of specific training plans will be done as part
of the formulation of detailed project implementation plans
during :he first Project year.

3. Program Operations

The principal operations lessons learned from che
previous Project were that the status, mocivation and
effectiveness of health workers must be enhanced axd that
lack of transport is a serious problem which especially
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airs the Program's ability to recruit, train and supervige
s. The Program Operations component of the Project will
address these problems through: the provision of medical
kits; the implemencation of a health education/public
relations campaign package; and the design and procurement
of wuitable MT transport.

a. Provision of Medical Kits

Standardized kits, containing simple equipment
and supplies, for both CHWs and MTs are in the process of
being designed and field-tested in Pakistan by UNICEF.

" Project funds will be used to conduct further field testing
and to refine the design of the kits during the first Project
year and will also be used to procure and provide such kits
to all existing and new CHWs and MTs in conjunction with
their training and deployment to IRHCs.

b. Health Education/Public Relations Campaign

There is a general lack of knowledge and under-
standing of Primary Health Care among th: general
population and in the villages served by tha Program. This
includes a misunderstanding of specific srogram operations,
as well as lack of knowledge of Primary -dealth Care
concepts, principles and methods. An educactional program
is needed to inform the public, especially che villagers
served by the Program, as to the role of the MTs and CHWs
and simple, effective, preventive health incerventions.

To achisve this, Project funds will be used to contract with
an appropriate Pakistani institution during the first Project
year to design:

i. a combined health education/public relations
campaign with appropriate brochures, posters,
visual aide and educational :saterials for
villages;

ii. a logo for the PHC program;
1i1. appropriate uniforms for both MTs and CHWs; and,

iv. special identificaction plates to be mounted
on the residences of functioning CHWs.

Upon the approval of the design and product specifications,
funds will be provided to procure and supply these items
to deployed CHWs and MTs.

¢. Suitable MT Transport

There are very few roads in the rural areas in
Pakistan that are suitable for public transport vehicles.
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Even kucha rocads, which can be best described as dusty tracks,
cannot be used throughout the year because rains leave them
::znnsablo. Little or no maintenance of thase tracks is

The only transport available at BHUs is one or two bicycles
which currently are not used by women. Horne-drawn tongas
or carts are not always available and are relatively
expensive, but they are usually the only al-ernative to
pedalling or walking through the intense heat or inclement
waather. The A.I.D.-financed 1982 health worker evaluacion
found that the greatest difficulty the MIs appear to have

is with transport, not in getting to and from work, but in
the performance of their jobs, especially in supervising
CHile. Out of 16 MIs interviewed, claimed to have problems
with traasport. The solution to this problem is not
r.ndilyc:gp.r-nz. Any transport would have to be very
economi to operate and suitable for women. In an effort
to find a solution to this critical problem, during the
first Project year, an appropriate Pakistani institution
will be contracted to develop, within program, environmental
and cultural constraints, the desizn of an .ppropriace

mode of transport for use by male and femals MIs. During
the second and subsequent Project years, such transport will
be procured and provided to existing MTs and new MIs when
they are posted to RHCs ard BHUs which are nart of IPHCs.

4. Research and Evaluation

Wich the assistance of consultants, three different
types of research and evaluation activities will be under-
tlen during the life of the Project to provide essencial
g‘ii for program planning and evaluation. They are as

ollows:

a. Baseline and End-of-Project Surveys

A baseline survey of selected indicators (such
as the incidence of and mortality from infant diarrhea) of
the current health status of areas to be served by IRHCs is
essential in order to be able to meaningful’y measure the
impact of the Project after five years on health condicions.
Acco ly, early on in the first Project vear, a protocol
will be designed and a haseline survey will be conducted
either under the direction of two consultants for three
monchs each or by the staff of the newly established WHO
Inter-Regional Research Center in Karacgi, if ic is operational
by then. The same contractor will conduct a follow-up
survey of the same population sample at the end of the Project.
Funds have been set aside for two consultanrs for two months
each to undertake this end-of-project surver. Project funds
will also be provided for all local costs for both surxveys.
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b. Double Round Survey

A special research project called the double
round survey will be conducted at mid-project to evaluate
the impact of the Project on infant and child mortality.
The concept was ndogted from a model develoved by
A.K.M. Chowdry, Cholera Research Laboratory, Dacca, Bangla-
desh. In the adaptation for this Project, data will be
collected during two surveys, six months apart, (the
double round) from the seme sample. Respondents will
consist of a random sample of 1000 females in the reproductive
age (14-45 years) having ac least one child four years or
younger aand who believe they are pregnant at the time of
the survey. Data collected will cover such varisbles as:
mother's age, gestational age of gregnancy. number of
pregnancies, number of living children, age of youngest
child, ai;‘of next to youngest child, last child dead/alive,
age at t of death, cause of death, immunization status
of child, and nutritional status. Second round data will
indicate gregnanC{ outcome and provide information regarding
young child mortality trends (1-4 years). The sample will be
drawn both from areas served by IRHCs as well as those without
access to IRHCs. This will maze it possibl: to determine
the impact of the PHC Project on the child ropulation. The
survey will also measure the effect of the jovernment's
Accelerated EPI Program in those areas survayed. Project
funds will be provided for six months of te:hnical assistance
and for all local costs of the survey such s the salaries
of field scaff and the costs associated witih data
tabulation and analysis.

¢. Recurrent Costs Studies

As mentioned previously in Section I.E.l.
(Project Issues) and further discussed in Section V. E.
(Financial Analysis), an expansion of the PHC Program, beyond
that proposed under the PHC Froject, to cover & reasonsable
proportion of the population will place an 3anormous burden
on the GOP's recurrent budget. Alternative ways of dealing
with this problem must be examined as soon 18 possible.
Accordingly, funds will be provided under this Project foy
one consultant for three months to excmine such alternatives
as the use of social financing schemes or users fees to
help the GOP meet the recurrent costs of its PHC Program.
The question of volunteer versus paid CHWs will also be
exanined including the possible role of Union Councils as a
mechanism for mobilizing village resouxces to pay thase workers.

S. Accelerated Expanded Program of Immunization (EPY)

It is currently estimated that about 33 percemnt of
all deaths of children under five are the rasult of 6 prevent-
able dissases: diphtheria, pertussis, tetanus, poliomyelitis,
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tubarculosis, and measles The Government has besm conducting
an Expanded Program of Immunization (EPI) with a long-temm
goal of reducing these diseases by at least 90 percent

(by 1990) by vaccinacing all children in the country and

of eliminating neo-natal tetanus by giving tetanus toxoid

to pregnant women. This program is being carried out at

a cosr of Rs 36 million a year. It is progressinyg
satisfactorily, but program targets have been set too low to
achieva the program's goal. Under the current program, only
1 million children ars immumized a year. Stince about 3.5
million children are born every year, instead of covering
the backlog. the problem has continued to grow. In an
effort to “"catch up", the Government has designed an
accelerated health program with a two-year budget of

Rs 600 million. The program has three main goals:

a. to immunize 15 million young children over the
next two years, to reach a point where only newborns need
to be immunized (Accelerated EPI);

b. to provide one trained dai (a traditiomal
midwife) for every villaze, a target that would require
training about 35,000 dais; and,

c. to axpand the production (possisly by cottage
induscrias) and use of oral rehydration sal:s o combat the
effects of infant diarrhea.

The goals of the nationwide accelerated proiram are
admirable but very ambitious. There are inuerent conflicts
batween a specialized crash program such as Accelerated EPL
and a program such as PEC which seeks to bulld a sustainable
effeactive system of general health care. Despite this,
Accelerated EPI deserves careful, limited A.1.D. support

as part of the PHC Prcject for the followiny reasons:

a. There is intrinsic merit in supporting a national
effort to reduce the tarrible toll these di.ieases now take
on Pakistan's children;

b. It is possible to manage the potential conflict
in such a way as to make the two efforts nor only compatible,
but mutually reinforcing. (This issue is diccussed in detail
in Section V.A., Technical Analysis);

¢. A succassful EPI program in areas covered by
the PHC Project will help gain credibilicy “or MTs and
CHWs and enhance their affectiveness by providing them with
rasources with which to provide se:rvices to clients;

d. After the first two years, EPI can have a
significant effect on the mortality of younp children in
villages that will not be served by the PHC Program for some
time to come; and,
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e. To the extent the accelerated EP1 program
succeeds, the rate of the resultant fertilicy reduction
will also be accelerated.

Accordingly, the Project will provide $2 million for wvaccines,
cold storage equipment needed to preserve the vaccines in
the field, a bacterial fermentor to enhance cthe local
production of DPT vaccine and chemicals for the preparation
of oral rehydration salts. For those vaccines procured
%gigially, priority will be given to areas aow served by

8.
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IV. IMPLEMENTATION PLAN

A. Igglenencution Schedule

Project activities are grogrlmmod to take place over

s period of five years from the date the Project Agreement

t; ;1g?¢dé A proposed implementation schedule 1is presented
able 8.

Once the Agresment is signed, che first priority will be to
recruit the two long-term expatriate advisors under Personal
Services Contracts (PSCs). Recruitment of rche 8 Pakistanl
long-tern wmanagement and training specialists will take
place sisultaneously. Both the GOP and A.I.D. will
participate in the recruitment process for all long-term
sdvisors. The long-term expatriate advisors will participate
in the selection process for the Pakistani specialists if
chey have arrived in-country rior to the time these
specialists are racruited. All ten long-term advisors are
expected to be hired by December 1982. Project vehicles
which will be used by these advisors will be ordered as

socn as the Agreenant is signed as will household and office
cumiture and aquipment for the axpatriate advisors.

Short-term consultants will be recruited to arrive in early
1983 to undertake the basaline health survay, revise the
MT curriculum, and conduct the Davelopment of Training

Aids Workshop and the National Management Workshop. It is
also expected chat by the end of the first Project vear,
boch the Federal Advisory Council and all four Provincial
Steering Coumicttees will have met at lLeast once, that the
Federal BHS Cell 11 be fully staffed, and that all four
Provincial PRC Project Plans will have been
developed and approved by the Federal Advisory Council.

The GOP will contract with a local design institute by
December 1982 to design the motorized bicyclas for the

MTs and other promotional aaterials. The GOP will also
arrange for the printing of the new CHW and M[ training
materials by the ond of the firat Project vzair. Orders will
be placed throughout the Project, as the T3 and CHWs are
deployed, for the kits. uniforms, mocorizad bicyclea, and
namaplactes for these workers.

The process of contracting with a local A&L firm for the
construccion or remnovation of the 1) permanent consolidated
schools will begin in late 1983, and contracts will be
executed with individual construction ccntractors in early
1984, Ail 13 schools are expected TO be completed and

fully operacional by January 1985. Orders will be placed
for the furniture, training equipment, and vehicles for the
schools in 1984 to ensure their arrival prior to the opening
of che schools for the firsc class session.
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Training activities are expected to take place throughout
the 1ife of the Project and these are out ined in the
Proposed ‘rrd.nh.\t P {n Section IV.D. Evaluation work-
shops will be held in September of each year in 1983 - 1986,
and the terminal impact evaluation will taka place in

B. Administrative and Monitoring Arrangaements

1. A.1.D. Rusponsibilitiaes

The USAID/Pakistan Office of Health, Po ation,

and Hutrition (HPN) will assume overall responsibility for
, mzi.n. the Project. This Office, which is currentl

staffed with 3 U.S. Direct-Hire and 3 FSN professi s,
v:l.llb-?dcd the addition of 1 FSX professional in
Y 1982. e of 3 7S professionals is a Pakistani
public heslth plgucin who will work closely with Govermment
officials and other HFN

staff in achi objectives
of the Project aa they relate, in particular, to the
recruitment, dep t, trai , and retention of femala
health workers. Office of will work closely with

and relate directly to the expatriate LT minagement and
training advisors who will be located in the Federal BHS

Cell. e Office will relate to the & Pakistani{ management
and &4 Pakistani training specialists located in the Provincilal
BHS Cells through the 2 long-term ut;crl.acc advisors who
will supervise the Provincial specialists.

The Mission's Office of Energy and Engineering (E&E) will
assist HPN in monitoring the architectural and engineering
(AGR) and comstruction contracts for the construction and
renovation of the 13 consolidated permsnent MT training
schools. The Office of ESE, which currently consists of

2 U.S. Direct-Hire and 9 FSK ;tofalionlla will shortly

be expanded by the addition of 1 U.S. Direct-Hire and

1 FSN professional. The Office of Project Development and
Mor{ to (PDM) , which currently consists of 3 U.S. Direct-
Hire and 2 Pakistani pro!ouiauil will assist HPN in all
contracting and procurement actions under the Project.

This Office will shortly be expanded by the addition of

2 U.S. Direct-Hire, 1 of whom will be a contracts and
procurement officer, and 2 TSN professionals. HPN will

also call on the services of /Washingtor to assist in the
selection of short-term consultants under the Project.

In addition, the Regional Contracts Officer and the onal
Commodity Management Advisor may be ca"led upon from t

to time to assist the Mission to implemsnt this Project.

Specific A.I.D. re ibilities will include the following:

(a) contracting with all expatriate and Pakistani long-term

and short-term consultants; (b) procuri project-financed off-inorw
vehicles and commodities as shown in Table 10; (c) comtracting
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with a Pakistani architectural and engineering (A&E) firm
to design and supervise the construction ct renovation of
MT training schools; (d) comtrocting with Pakistani firm(s)
to construct or renovate the schoois; &) financing all
costs of in-country training workshops, che translaticn
and printing of training materials, and reaearch studies;
(f) arranging for short-term training in the U.S. and other
countries for selected participants; and, (g) providing
sufficlent staff to participate in the scheduled Project
evaluationa and to liaise with appropriate Federal and
Provincial Government agencies in tha implementation of
this Project.

Staff resources are considered adequate to handle USAID/
Pakistan's administrative and monitoring responsibilities
under the Project.

2. GOP Resgonaibilitiel

a. Federal Level

The Federal Basic Health Services (BHS) Cell
of the Federal Ministry of Health and Social Welfare will
be the overall GOP Cocrdinator for the Prcject. This Cell,
which is currently staffed with a Deputy Pirector-General,
BHS, and an Education Advisor, will be exyanded by the
addition of an Assistant Director-General Operatioms,
and an Assistant Director-Gemeral, Trainirg within the
firat year of cthe Project. This Cell wil! be respomsible
for overall day-to-day Project management. supervisiom, and
evaluation and will work closely with the Provincial
Health Departments under the policy direction of the Federal
Advisory Council. Specific reaarcnriliiitles of the Federal
BHS Cell will include the following: (a) preparing a plan
of operations for the life of the Project; (b) esatablishing
and convening meetings of the Federal Adv:zory Council for
the Project with its Deputy Director-General serving as
permanent secretary to the Council; (c) ersuring that
adequate counterparts are in place for al: long-term and
short-rerm consultants provided under the Project;
(d) coordinating all in-countrz training workshops and
seminars; (e) contracting in the first Prc]ect year with
an appropriate Pakistani firm to design apgropriate
transport for MTs, visual training aids, other training
materials and MT and CHW promotional materials; (f) discri-
buting Project-financed equipment, furnitire and training
supplies to the provinces; (g) arranging, coordinating,
and participncing in Project evaluations and Project-
financed research activities; and, (h) enturing that
uniform standards are maintained at all MT training schools
with respect to recruitment and the curriculum.

Best Available Document
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b. Provincial Level

In each province, rhe Secretary Health and the

Director Health Services will have cvvecaxl resicnsibility

for Project implementation and will provid: policy and
operational guidelines Co the Provincial RS Calls established
within the Directorata of Health Servicas H(r Health
Secretariat. The Provincial BHS Cells will be responsible
for the day-to-day implementacion of activities under this
Project. Specific cesponsibiliciles of eaca Provincial BHS
Cell shall include the following: (a) coratructing RHC

and BHUs and cperating IRHCs; (b) preparing annual provincial
gllnn for the Project; (c) establishing Provincial Steering
ommittees for the Project with its Director serving as
permanant secretary to the Committee; (d) operacting,
supervising, and avaluating MT schools; (e) cxpcditing the
final qualifying examinatioms of MTs by Provincial me ical
faculties; (£) creating posts for newly graduated MIs and
arranging for cheir {mmediste deployment; (g) training,
nonitoring and avaluacting CE%3; (h) davelcping management

and operational rules and reguiations for IRHCs: (1) organizing
Provincial workshops and seminars; (j) norinacing and
releasing Provincial health personnel for the various
panagement and training workshops held over the Life of

the Project; and, (k) providing staff to ~articipate in
Project evaluations and research accivitics.
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C. Procurement Plan

S

1. Technical Assistance

The Project will finance & total of 424 persom-
months of technical assistance, consisting of 384 person-
months of long-term and 40 erson-months of short-term
assistance. A proposed tec ical assistance plan is provided
in Table 9. The long-term assistance will consist of one
expatriate management advisor for 60 person-months (a 36-
month contract with the option to renew for 24 additional
months); ons expatriate  atvisor for 36 persan-months; and, four Pakistani

andlhur!hk:h:niu.nqun-m:lpudxlnnw.numh:ﬁn:36;nru:ruuuhl.

The. lang-tem expatyiste consultants will be contracted directly
by A.I.D. under Personal Services Contracts (PSCs). The
long-term Pakistani consultants will be contracted under
PSCs by a local service contractor alrcadI vnder contract
with USAID/Pakistan. This latter firm will provide
administrative and logistic support to the long-term
Pakistani advisors such as processing of vouchers for
reimbursable expenses and asalary.

Short-term technical assistance will be provided in the
following areas: (a) two persons for 1 month each in 1983
to conduct a mnagement workshop; (b) 1 person for 3 months
in 1983 to conduct a training materials Jeavelopment
workshop; (c) 1 Pakistani and 1 expatriate consultant for 6
months each in 1983 to assist in the revision of che MT
curriculum; (d) 2 persons for 3 months each in 1983 to
undertake the baseline health survey; (a) 2 persons for 2
months each in 1987 to conduct the follou-up health survey;
(£) 1 person for 3 months in 1983 to conduct a recurrent
costs ocudlg (g) 1 person for 6 months (2 visits of 3
months each) in 1984 to conduct the double round surveyi
and, (h) 2 persons for 2 months each in 1987 cto participate
in the final Project evaluation. All these consultants
will be contracted directly by A.I1.D. under either PSCs,
RSSAs, or 1QCs.

A.I.D. will contract directly with a competitively selected
local architectural and engineering fiym to design and
supervise the construction or renovation of the 13 consolidated
permanent MT training schools. A.I.D. will also contract
directly with the compotitively selected local construction
contractors of which it is estimated there will be 4 to 6
firms. The GOP will enter into a host councry contract

with a competitively selected local design institute to
undertake the various activities planned under the Program
Operations component such as the design of MT and CHW
uniforms and transport, train aids and training materials,
and the health education/promotion campaign.
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As indicated above, with the exception of the contracts
with the local design institute and the 8 long-term
Pakistani management and training 1epecialiscs, all

rechnical assistance will be contracted directly by A.1.D.
{n accordance with A.I.D. procedures for direct contracting.
Dus to difficulties with host country contracting under

the previous BHS Project, the Misasion has determined that it
{s in the best interests of the Project for A.I1.D. to
undertake ths majority of contracting directly.

2. Commodities

Funds will be provided under the Project to procure
the following commodities: (a) vehicles for the long-term
consultants and for the 13 consolidated schools; (b) motorized
bicycles for deployed MIs; (c) kits and uniforms for deployed
MTs and CHWs and namsplates for deployed CHWs; (d) training
squipment and supplies and classrooum, office and hostel
furniture for the 13 consolidated MT Schools; (@) housetold furmniture
and applisnces for the expatriate advisors; (f) printing and
related costs for the production of IRHC and BRU operations
manuals; curricula and training materials and training aids
{n Urdu for MTs and CHWs; promotional naterials for the
proposed health education/public relations camglignn and
materials and supplies in support of all the p anned in-countrxy
workrhops and seminars; (g) furniture and equipment for the
Project Office and the BHS Cells; and, (h) vaccines, cold
storage equipment to preserve the vaccines, a bacterial
fermentor to enhance the local production of DPT vaccine,
and chemicals for the preparation of oral rehydration salts.

A proposed commodity procurement plan i{s shown in Table 10.

USAID/Pakistan will procure the foll commodities off-shore
in accordance with A.I.D. procurement i{cies and procedures:
the vehicles for the consultants and the schools; film

projectors, cassette pln{cr-, and other trainin, equipment

for the schools; household and office equipment for the advisors
and BHS Cells; and the bacterial fermentor for DPT veccina. With
the exception of the vehicles, all these commodities will be
rocured in the U.S. A source/origin waiver requaest torgrocurc
8 right-hand drive vehicles is contained in Annex (.1, e

GOP will procure the vaccines and oral rehydration salts
through UNICEF and the cold storage equipment through WHO as

has been done in the past. Source/origin waivers mnz be
required for these procuresent transactions and will be sought
1f necessary. The remaining commodities, all of which

have their source and origin in Pakistan will be procured
either directly by USAID/Pakistan or by the GOP as shown

in Taeble 10.



TABLE 10

PROPOSED COMMNDITY rROCUREMENT PLAN

=

Category

Quantity

Hature of Commodity

Source

Wethod of
Procurement

Order Placed

A. VYehicles

10
18 &/

789

B. Program Operations 760

780

7800

7800

7800

RHD Diescl Pick-Up Trucks Japan
RHD Diesel 1Z¢-Passenger Yans Japan

Motorized Bicycles

MT Kits

NT Uniforms

CiM Kits

CHW Uniforms

CHW Nameplates

Pakistan

Pakistan

Pakistan

Pakistan

Pakistan

Pakistan

A.1.D.
A.l1.D.
A. I.D.

A.1.D.

A.1.D.

A.1.D.

A. l .D!

A.1.D.

1982
1964

100 in
300 in
380 in

100 in
300 in
380 in

100 in
300 in
380 in

300 in
500 in
2000 in
2000 in
30600 in

300 in
500 in
2000 in
2000 in
3000 in

300 in
500 in
2000 in
2000 in
3000 in

1983
1984
1985

1983
1984
1985

1983
1984
1485

1983
1984
1985
1686
1587
1583
1984
1985
1986
1987

1983
1984
1985
1986
1987

a/

M1 5 of the M1 trainine schonls in the Punjah will have a cespacity of 100 students each while

the revaining 2 will each accronodate %0 students.
esch and twice the aumber of sats of furniture and training equipment ps the smaller sghcols-

The 5 larger schools will be assignad two vehicles



TABLE 10
PROPOSED COMMODITY PROCUREMENT PLAN

{Continued)
Category Quantity Nature of Commodity | Ssource P:eocthuor:mgt‘:t Order Placed
C. Furniture for MT 2] 10 sets | 100 Student Capacity Schools | Pakistan A.1.0. 1984
¢chools 10 sets | 100 Student Capacity Hostels | Pakistan A.1.D. 1984
8 sets 50 Student Capacity Schools Pakistan A.1.D. 1984
8 sets 50 Student Capacity Hostels Pakistan - A.I.D. 1984
D. Tnining %igtu 18 16 sm Movie Projectors u.S. A.I.D. 9 in 1983
or 3 = 9 in 1984
18 Overhead Projectors u.s. A.1.D. 9 in 1983
9 in 1984
18 35 ma Slide Projectors u.s. A.1.0. 9 in 1983
9 in 1984
Projectors 80 in 1983
90 in 1984
100 in 1985
320 Cassette Players u.s. A.1.D. 50 in 1982
: 80 in 1983
90 in 1984
100 in 1985
. Household Fumiture/ 2 sets Furniture Pakistan A.1.D. 1982
Wn 2 sets Appliances u.s. A.I.D. 1982

-lg-

al/ A1l 5 of the MT traini hools in the Punjab will have a capacity of 100 students each while
the resaining B8 will each {écé‘u%.’c‘e?u students. The & -larger school‘snwﬂ be assiqgned two vehicles
each and twice the number of sets of furniture and training equipment as the smaller schools.



TABLE 10
PROPOSED COMMODITY PROCUREMENT PLAN

Continued
Method of
Category Quantity Nature of Commocity Source | procurement Order Placed
| e
F. rt for Mork- - Printing of Training Materials/] Pakfistan H.C. 1982-1967
s%?iiimrsz Supplies
Training
- Operations Manuals Paktistan H.C. 1963
- MT and CHM Curricula Pakistan H.C. 1983
- Health Education/Promotional Pakistan M.C. 1983-1964
Materials
6. Furniture and - Project Office Furniture and Pakistan A.1.D. 1982
Equi t Tor Supplies
ﬁ:’c“, ce and - Project Office Equipment u.s. A.1.D. 1982
- Typewriters for BHS Cells u.s. A.1.D. 1982
H. Accelerated EP] - Vaccines Through H.C. 1982-1987
T UNICEF
- Cold Storage Equipment for Through H.C. 1982-1987
Yaccines WHO
- Bacterfal Fermentor for DPT u.Ss. A.1.D. 1982-1987
Vaccine :
- Chemicals for the Preparation Through } H.C. 1982-1987
of Oral Rehydration Salts UNICEF




D. Train Plan

Three categories of training will be financed undex
this Project: (a) U.S. short-term training; (b) Third
country short-term ttaining; and, (b) in-country seminars/
workshops and observacional visics.

A proposed training plan is provided in Table 11. Primary
emphasis will be given to in-country training activities.
Ammexes I and J provide additional details on the objectives
and nature of the proposed in-country managemant and train-
ing programs. The Project-financed long-term and shorct-term
consultants will assist Federal and Provincial health
authorities in organicing and conducting these training
programs throughout the country. A significant feature

of the in-country training program will be intesr-Provincial
observational visits by all levels of health staff to model
IRHCs. This particular element of the training program is
designed to create an active dialogue among P nclal

staff and to encourage an exchange of ideas. It will also
help to standardize procedures throughout tha country in

the PHC Program.

Short-term training and observational visits to Third
countries are planned throughout the life of the Project.
Vislts by Pakisctani health staff to exemplary PHC Projects
in other parts of the world such as the Lampang Project in
Thailand will facilitate the exchange of ideas and the
applicaction of lessons learned from similar programs in
other countries. Participant training financed by A.I.D.
under this Project shall be only in countries included

in A.I.D. Geographic Code 901 (Limited Free World).

In addition to the training described in Table 11, training
of MIs in 18-month courses and of CHWs at BHUs and in their
villages will take place throughout the lifa of the Project.

E. Evaluation Plan

1. Research

As discussed in Section II1I, Project Components,
several research activities will be financed under this
Project. These include a baseline and follow-up end-of-
project health survey on the prevalence and morbidity and
mortalicy associated with various diseases and a double
round aurvey at mid-project to examine the act of the
health delive lctvgccs provided by MIs and s on
neonatal mortality, aalonutrition and the immmization
status of children under five years of age. These three
survey activities will provide important data to measure
program effectiveness, and the results of these surveys will



TABLE 11

PROPOSED TRAINING PLAN

Workshop

. Length of No. of Categories of
Type of Training Training Participants Participants Proposed Schedule
A. U.S. Short-Term
Health Management and Trafning 12 weeks 30 Senior heal*h manacers| 6 participants each
Courses and trainers. in 1983-1987
. Third Country Short-Term
1. Health Management and Training 4 w:eks 50 Senior health managers| 10 participants eachf
Courses and trainers in 1983-1987
2. Observational Visits 2 weeks 100 Senfor health managers| 20 participants each
and trainers in 1983-1987
. In-Country Training
1. Training Materials Development 12 weeks 8 4 LT Pakistani 1 course in
Workshop Trainers and 4 MT 1983
Tutors
2. National Management Workshop 2 weeks 300 Supervisory MTs, DHOs,| 1 course of 60 par-
ADHOs, NTs, MOs at ticipants each in
RHCs, Med, Supts. each year 1983-1987
3. Provincial Planning and 1 week 800 MOs and MTs at RHCs, 1 course of 40 par-
Management Workshops DHOs, ADHOs, Division ticipants in each
Level Health Officers,| province in each
BHS Cell staff, MOH year 1983-1987
functional asrea staff
4. District Level Management 1 week 1200 MOs at RHCs, DHOs, 1 course of 20 par-

ADHOs, Supervisory MTs

ticipants in 12
districts in each
year 1983-1987

-0‘-
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TABLE 11
PROPOSED TRAINING PLAN
(Continued)
Total -1
Length o No. of Categories of
Type of Training Training N;;;f articipants Participants Proposed Schedule
! course of 25-30 partic;:T
5. Hational PHC Orientation f week ] 5 150 MOs, DHOs, and other | pants each in 2ach year
wWorkshop PHC officials. 1383-1987
1 course of 15-20 partici-
6. In-Service Training for 4 weeks| 9 180 Tutors of MT pants each in each provincT
Tutors Training Schools. on rotational basis as
follows: 1 in 1983; 2 each
in 1984-1987
1 course of 15-25 partict-
: h in each provinc
7. Supervisionr Mana t 4 weeks| 8 150 New MT Supervisors |Pants eac f
in alternate years '
Skills tfor new MT Supervisors) 1984-1987 tﬂ
Total of 8 courses of up &d
Existing MTs 25 participants each in
8. MT Retraining Workshops 2 weeks| 8 200 9 1984 and 1985
Total of 20 courses of up
A to 25 participants each;
9. In-Service Training for 2 weeks | <0 400 MT Supervisors sites and number of coursef
MT Supervisors each year should be based
on nunber of in-service
MT Supervisors
Total of 240 courses of up
10. In-Service Training for MTs 1 week | 240 4600 MTs working at BHUs |, " participants each to
be held at IRHCs; number
of workshops each year uilﬁ
be based on the number of
11. Cocmunity Hoalth Knowledge To be conducted informally byl MTs at BHUs for in-service s

and Skills Workshop

CHiWs whom they supervise.

1933-1937




TABLE 11
PROPOSED TRAINING PLAK

(Continued)
§ Length oﬁTOtl\ No. =f Castegories of P i
Type of Training Training |No.of Participants Participants roposed Schedule

12. Project Evaluation Workshops 1 week 5 100 Senior Feders) and 1 course of 20 parti-
Provincial Health cipants in each year
Officials and Project |1983-1967
Staff

13. Observational Visits 1 week - 245 15 DHOs, 20 Trainers, {Total of 49 offg:f.],ﬁ

6 Project Birectors,
\ Directors KS, and
4 Health Secretaries

each year

-zt-



be used as one of the several sources of information on
which the Prcject avaluations will be based. In
addition, the recurrent cost studies which will be
financed under this Project and the management informa-
tion system at IRHCs which will be strengthened and
instituctionalized under the Project will also generate
useful data for evaluation purposes.

2. Annual Evaluation Workshops

At the end of each of the first four years of
the Project, a one-week formative evaluation workshop will
be held in acccrdance with criteria which will be set
forth by A.I.D. in Project lementation Letters (PILs).
The workshops will involve officials from both the
Federal and Provincial BHS Cells, other key MOH officials
involved in the PHC Program, the expatriate and Pakistani
management and training advisors, and representatives of
A.1.D., WHO, and UNICEF. The purpose of these evaluation
workshops will be to: review progress achieved during
the grcccding year in meeting targets, identify poss.ble
problem areas and recommend solutions and any necessary
changes in program plans for the succeeding years; and
to revise if necessary program cargets, the proposad
implementation schedule, and the Project budget. Results
of these workshops will be conveyed to other statf
rmembers of the PHC pr.gram during the numerous in-servica
training workshops which are planned to “ake place ovar
the 1ife of the Project. The results of the vorklhogl
will also be reported to the Federal Advisory Counci
which will be responsible for determining, on the basis
of the avaluation workshop findings, what if any policy
changes should be adopted and transmitted to the
provinces.

3. Terminal Evaluation

In 1987, a comprehensive terminal Project impact
evaluation will be undertaken involving representatives of
the GOP, A.I.D., WHO, and UNICEF, and two Project-financed
external consultants for two months each. This evaluacion
will assess the success of the Project in achieving ics
goal and purpose and in meeting its targeted outputs. The
effectivensss of the Federal Advisory Council and the
Provincial Steering Committees in performing their intended
role will be assessed and recosmendations will be made as
to whether thase bodies should continue to function even
after the termination of the Prnject. The adequacy of
staffing in the Federal and Provincial BHS Cells will also
be ned and recommendations made as to the future staff-
ing nee’. of these entities if the PHC Program is to be
expandr.d.
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Actual experience with the recruitment, training, deploy-
ment, and retertion of female health workers, in
articular MTs and CHWs, will be closely examined,
essons learned will be identified, and recommendations
proposed to accelerate and increase the efficiency of
the process of female recruitment. The avaluation team
will also review the experience with all the in-country
management and training pregrams and make recommendations
as to the minimum type and number of such programs which
should be insciturionalized and conducted on a regular
basis as part of the overall PHC Program.

In addition to assess the act of the Project on
health status and health condit , worker performance
at all levels of the health system as well as attitudes
::.::;‘sun.ral population and health workers will be

in an attespt to evaluate the impact of the
health education/promotional activities and the comprehen-
sive management systems improvement Project cougoncn:.
Finally, the evaluation tanm will also review the
recurrent cost implications of the Program, axamine
experience to date with alctarnative rinasncing schemes,
and make sound recommendatioms to the GOP as to the most
viable alternatives available to the GOP to meet the
recurrent costs of an expanded PHC Program.
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V. PROJECT ANALYSES

A. Technical Analysis
1. Accelerated EPI and the PHC Project

Under the GOP's Sixth Five-Year Plan, PFY 1983/87,
expansion of PHC Program in the rural areas will be one of
the areas of the principal thrust in the hecalth sector.
However, recognizing the time required to build a permanent
PHC system, the GOP has singlod out, for irmediate actionm,
three interventions designed to have the greatest impact
on infant and maternal morbidity and mortaiity: immmization,
control of diarrhsal diseass, and trained midwives. Over
the next two years, PFY 1982/83 to PFY 1984/85, the GOF plans
to immmisze all children under five, to promote oral rehydra-
tion treatment for dia.~heal diseases, and to attempt to
deploy a trained dai (a traditional birth attendant) in
every village. The {gmunization portion of this pr an is
?;%%nd the Accelerated Expanded Program of Immmnization

).

The "crash program" approach is dasigned tu achieve a
measureable and significant health impact within a short
period of time. For example, immunization of all children
undar five is expected to result in a significant reduction
in infant morbidity and mortality. Such an apgronch has
often been employed duringlnpidanicl of su:h diseases as
smallpox and malaria and bhas proven succes:uful in eradicating
one disease (smallpox) and containing or p-eventing other
major public health problems. However, its ucilicy in
addressing long-term recurring problems such as diarrheal
disease, the risks associated with pregnancy and dolivaiz,
and childhood diseases is limicted. The limitations of the
approach relate to the following:

a. The effects of such a program are short-lived.
Because provision cannot be made in such a short time frame
to institutionalize the process, the sustainability of the
program, after the initial phase, 18 quastionable.

b. The nature of the specific health problems to be
addressed in the crash program require concinued input by the
health sector. A dai trained and drployed must be Yravidcd
with continuing education courses, must be adequate {
supervised, an should have access to necensary supp ies and
a referral system in order to function effactively. Her
presence alone will uot ensure that adequate care will be
given to expectant mothers. The dai needs to function as
part of a health team and an efficient system of health care
which she can draw upon to support her work. Similarly
the heulth system must be organized in such a vay that it
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can respond to the continued need for imamizations and
treacmant of diarrheal disease, both of which requirs
that ad uate numbers of sufficiently trained health
persomel and equipment and supplies are available to
raspond to thesa recurring problams.

c. The nature of the specific health problems to be
addressad in tha crash program also require ccoutinued and
considerabie cooperation by the pcpulation. A health
education campaign, which tales time, complemented by
interpersonal communication provided by health workers om
a day-to-day basis, is assential to ensure that the

tion will seek appropriate medical care once the crash
program has ended. This is particularly the case in the
second and third rounds of vaccinations.

d. Crash programs require a high level of managerial
skills as evidenced by the euccessful smallpox program.
However, thess skills are differant from those rcguirod for
the day-to-day smooth and afficient functioning 6f an
IRHC. Aand the skills raquirad for the lacter take time
to transfer and to be incorporatad into the daily routine of
health workers.

o. It is difficult to integrate activities into the
general health program when they have started as vertical
programs. This also applies to specialized workars who,
as in the case of smnlgpox workars in Pakistan, vere never
fully at.sorbed into the health system. And vertical programs
almosr iivariably turm cut to be more costly and lass
efficienz in terms of the doliv.rg of care than is true for
an integrated health care approach.

£. Crash Yro;rcma tend to be expensive. When such
programs deal with diseases which cannot be eradicated, as
{s the case in this instance, they may not prove to be
cost-effective since the infrastructure to sustain the
activity after the initial large investment will not havs
been established.

Bchroviding support to both the GOP's crash program and its
P Program, this Project is intended to harmonize the cwo
approaches and maximize the chances of success of both
t::;r-l. The Project will sssist in building the necessary
rastructure, developing the essential managerial and
supervisory capability, deploying skilled hea th manpower,
and promoting commmity participation and cooperation which
are tha essential ingredients for a truly effective PHC
Program. It is expected that bK the cime the two year
Accelerated EPI is couglccod. the training and managerial
inputs needed to make IRHCs fully operational will be in
lace. Under the Project, MIs will undergo an intensive
8-month training program which will cover not only ths
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three components targeted under the Acceleratad Program, but
also nutrition, fami { planning, sanitation, clean water,

ané other health problems resulting {n high morbidity like
malaria. It is ected that the T - CHW team working out
of IRHCs will be able to foster communicy participation in
the Accelerated Program and increase the likelihood that

the effects of the Program will be sustainad. 1In the
presence of the inputs to be providad unde~ the A.1.D.-
supported PHC Project, the long-term gustainability and cost-
affectiveness of the Accelerated Frogram should increase.

2. Technical Assigcance

The PHC Project is designed to address management
and training deficiencies ident fied under the previous
BES Project. Becauss the actual provision of health care
is a provincial responsibility, emphasis in this Project
will be divected primarily at the provincial level.
Technical assistance will be provided for both the Federal
and Provincial Basic Health Services Cells. One long-term
expatriate traini specialist and one long-term expatriate
management speciallst will work directly with the Federal
BHS Cell. Pakistani specialists outside of the Government
civil service, will assist Provincial BHS Cells to
strengthen training and management at that level. Femals
Pakistanis will be hired to serve as the Provincial training
specialists because the Project emphasizes improved health
status for mothers and children. In order to truly impact
on this segment of society, these specialists must be able
to effectively work with female MTs and CHWs. Numarous
workshops in the field will be geared to improving the
training and supervision of these workers. While women will
be able to cugorvilo the training of male MIs and CHWs,
because of culcural constraincs, only a wcman will be able
to effactively work clomely with female MIs and CHWs 40 L ¢
villagas. ~

The female Craining specialists will also act ae a role
model for the MI/CHW team. They will provide an addit_onal
resource to promote the activities of the Project ai will
seek innovative ways to increase participation of wowen at
all levels of the PHC Program. At the end of _hree years,
the Provincial tovcrnu‘ncn will evaluate the effact of the
training specialists and decide whether Cc create a
sanctionsd post for this position.

The Provincial managemant advisors will be hired for three
z:lrl to provide management input to the ITrovincial BHS
1ls. e male Pakistani manczement advisors will have
previous management experience In business or might
z:ooibly be rerired army officecs with logiscic and manager-
1 experience. They will be thoroughly criented to PHC.
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They will work for the Director of the BHS Cell and receive
supervision from him and the LT managemant advisor. At

the end of three years, Provincial governments will
evaluate the input of the management advisors and decide
whether to create a sanctioned post for a non-medical
managemant officer.

Ideally, it would have baean preferable to use Government
employees to perform the services of trainers and managemant
specialists. However, during the previous Projecct,
Provincisl governments did noc perceive the need to sanction
these posts and in fact they were naver creatad. Some

seven years after the scart of the previous Project, najor
pxoblems with tr and enent still need to be
addressed. 1t is anticipated t the value of thase
persomnel will be readily apparent during the Picject and
that, as a result, Provincial authorities will be motivated
to create these posts.

3. Construction

Under the Projsct, 13 consclidated permanent medical
technician crainin% schools with raesidences for the teaching
staff and hcstels for the students will be constructed or
renovated. The number of schools has been determined In
consultation with Provincial officials based on estimates of
manpower needs for IRHCs. Counstruction cost estimates arae
provided in Araex O and are judged to be rezsonable and
technically sound. A Pakiscani architeccural and engineer-
ing (A & E) firm will prepare the design and contracc
specifications, assist in evaluation o conatruction bids
and supervise the construction. Previcus A.I.D. experience
with the flood rehabilitation program in the mid-1970's
indicaces that this can be done succegsfully. Under that
program, schools were built throughout widaely dispersed
areas in the Indus basin. Although the conatruction wes
not done under a direct A.I.D. contract (it was done under
a Fixed Amount Reimbursement procadura), supervision was
successfully carriad out by Pakistani A & E firms under
contract with A.1.D. The construction contracts under chis
Project will be awardad Jirectly by A.I.D. to saveral
Pakistani firms. A part-cime expactriate PSC enginesr,
experienced in A.L.D. conscruction, will oversee the antirs
activity.

4. MT Transport

The nead to make .iwe MT mobile i{n order to facilicate
training and gupervision is readily apparent. What is not
so evident {s how to provids a culturally acceptable mode
of transport for female workers which (s also fuel
efficlent. To address this problem, a host country contract
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will be executed with a Pakiscani institution to develop an
appropriats, fuel-efficient mode of transport for both male
and female MTs. It is likely that the vehicle will be a
msotorized bicycls, but whatever is designed will be field
tested in all provinces for acceptabilicy and durabilicy.

5. Summarv

This Project is judged to be technically feasible
and sound. The Project design provides appropriate and
sufficient technical assistance and training to

develop the capability of host country institutions to
;pp;y the new technologies to be introduced under this
roject.



B. Administrative Analysis

Government health services in developing countries
are traditionally weak in administrative capability, and
Pakistan is no exception. The previcus A.1.D. Project
attempted to address this major problem and began a gradual
process of crearing awareness of management problems,
including poorly functioning management support control
systems, and how they could be rasolved. The Mational
Management Workshop in Primary Health Care, held ir Saptember
1980 acknowledged the need to give special attentiu o
scrcngthoning administrative capabilic; of the Govel.uent
health sector. It was acclaimed as a benchmark by health
leaders, including the Fedsral Sacretary of Health. The
proposed Project, building on the accomplishments of the
gthiOUI Project, will carry msnagenent development work

orward over the next five years.

Authority and respousibility for Project direction are
assigned to the Director of the Federal Basic Health Sexvices
Cell (Deputy Diractor-Ganaral of Qealth,Crade 19}, which positica,
in che past, has provided national oversight for project
development work in this program area. Grade (or rank)

within the public service system of Pakiatan is a highly
respected and enforced collection of protocols inhericed

from the colonia) era - much like a military chain of cowmmand
with a rigid set of rules and procedures by which ranked
officers interrelate. The Federal BHS Cell has experienced
considerable difficulty in provi national leadership

for development efforts within Provincial Governments,

because counterpart officials at the Provincial level are
either of a !dznz ade (Secretaries and Directors), or of

the same gra (ngcccor of Provincial 3HS Cells) as the

head of Federal BHS Cell. This has presented continuing
problems in program development oversight, both in planning
and executing national policles, including implementing
nationwide standards. The problem of relative grade lavels

of medicnl officer administrators is a long-standing ome,

and there does not npKolr to be a solution in sight. A
partial solution to this difficulcy is the creation of the
proposed Federal Advisory Council. The Deputy Director-General of
the Federal BHS Cell, as permanent secretary to the Council,
will be act with implicic authority of the Council, and
cousequently command more influence.

In addition to planning and oversight at the Federal lavel,
the Fedaral BHS Cell is assigned responsibilicy to assist
with and to directly perform a variey of projecc implewmen-
tation activities. Tgc roposed revision of the standardized
national curriculum for gr. and CHWs and related training
idelines, materials and evaluation practices is a key
responsibilicy of cthis Cell. Similar leadership in the
davelopment of related Primary Healcth Care education programs
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and management infrastructure development must be provided
by this Cell. There has beer a continuini problem in
staffing the Cell with appropriately qualified and
motivated personnel who understaud the concepts of Primary
Health Care and who are capable of adequately performing
development work on A day-to-day basis. Consequently, as

a condition precedent of the proposed Project, the Federal
Ministry of Health is being asked to give special attention
to the full and appropriace scaffing of the Cell, and the
Project prc.ides interim assistance In the form of c¢-.chnical
advisors.

Provincial BHS Cells have not agsumed the leadership role
intended, due to delays in authorizing operating funds and
staff and difficulties encountered in assigning appropriataly
ualified and morivated Medical Officers to these COIYI.

uch assignments are viewed as lesa then optimum by qualified
Medical Of icers, because other posts provide greater benefics
in the form of increased autonomy (e.g. DHOs posted in rural
areas) anc freedom to develop a private medical practice
(including related financial benefits); and because rhe
Provinciai Cell posts offer no increased pay or grade

(Grade 19). It is only the unusually dedicated Medical Officer
who serves willingly in 3uch a puat.

Within t 1e Government health sector, senlor adminlstrative
positions are always rilled with Medical Officers (medical
docrors,. Because there has been a continuing resistance
to employing non-medical planning and manageoent apecialists,
nme exist. The proposed Project will provide interim
technical advisors to each Provinclal Cell who are intended
to be non-medical specialists in the fields of training

and management. This should lead to the eventual permanent
staffing of these Cells wich aimilarly qualified people,

to establish the precedent of utilizing non-doctors in
administrative posts. Since Medical Orficers have not baeen
interested in being posted to the Provincial and Federal
BHS Cells, there should be little or no opposition to this
approach.

Much of the difficulty in obtaininz increased annual
operating expenaes for the BHS Frogram, as the program has
anded ito coverage of the rural population, has been the
inab{lity of Provincial Departments of Health to adequately
plan, justify, and administer their orogrums to the satis-
faction of Provincial DcElrtmants or Finance who authorize
the operating (revenus) budgeta. The Provincial Departments
of Health have been relatively weak in administracive
cng:bility. with corresponding credibility pr-.blems with
other Government Offices such as Finance and Puersonnel. The
roposed Pro%oct. while attempting to set an axarple for
uture use of non-doctors in administrative posrs, will
rovide training to existing medical doctor acdministrarors
n project and program management, including management
analysis, management plnnnin;. supervision and evaluation
in order to ndarua this problem,
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Actual fisld implementation of rural health services,
including the PHC Project, rests with District Health
Officers (DHOs) who are usually commmity and public
dealth oriented. DHOs diractly supervise RHCs and IRACs.
th.{roftua lack the administrative cagabiliny to perform
thelr jobs effectively, and they may ack the necedsary
funds to covor‘:goracin; costs including P.0.L., supplies
and othei non-salary costs. This is attributable to problems
of plamming, justifying budgets and credibilicy of the
Departments of Health as discussed above. D!I0s often need
training in administration and supervision although they
may have graduate level tinining in public health. The
proposed Project will provide various types of assistance
in etr hening the administrative capability of Discrict
Health Officers to oversee the operations of expanding
ouombers of IRHCs.

At Rural Health Centers, which sexve as the administrative
spex of INHCs, Medical Officers usually lack sadministrative
interssts and skills. And they often are transitional people
in early career, vhose inclinacion is for firthar medical
ecialization or movement to urban areas where amsnicies for
their families, including education, are be:.ter. The proposed
Project, while providing training in manageient to Medica
Officers posted at RHCs and aupervising IRHCs, continuaes
to support the posting of 2 MIs (male and f:male) at every
INC ro assume responsibility for helping wich aupervision of
MTs posted at outlying BHUs, and to generally assist witch
the work accivity, plauning, and day-to-day adainistration
of INHCs, In addition, special Jo -orientad competency-based
training i{n adminisctracion and supervision -o improve t eir
management skills and practices will be provided.

At the further periphary of the Primary Healcth Care dalivery
system, MI's are expected co mobilize, train and provide
contimuing guidance and support to CHWs. Taey will work
with various management support/control syscems such as
ordering supplies and maintenances. The proposed Project
will further strengthen ths knowledge, skills and attitudes
of MTs through resvision of training curriculum to include
these critical araeas.

On cha basis of the foregoing, the Rr0p00¢d Pr-‘ect
will serve to significantly screngthen the ada istrativa
capability of Broject implemantation agenciss aad is

therefore deened adninistratively feasible.
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C. Social Soundness Analyeis

1. Socio-Cultural Feasibility

Socio-cultural feasibility must be viewed from the
perspective of Pakistan's povulation as bocth beneficiaries
or users of the health svstem ae well as providers cr workero
within the avstem. 1In so doing, artention must he patid
o the rols and statues of women, since health care for
worien and children undevr £4ve nmust be amphasized in orcer
to achieve maximum impact on the health status of the
populacion. Cince tradiciun and culture place special
conatraints upon the behavior of womer, provision cf health
care for this group under the Project involves special
considerations from the socio-cultural perspective.

a. Existing Social Landscape

Pakistan contains a wide variety of ethnic groups,
incorporating not only the indigenous population of the
Indus watershed, but also refugees coming from India after
parcition in 1947, E/ch of the four majcr cteginons of rthe
countr i3 dominated by an octhnic group disctinguished bty
8 separacte language: Punjeabis in cthe Punjub, Pathans in
the Frontier, Sindhis {n tha Sind and Baluchis in Zaluchistan.
In vddition, thern are greups who do not form a majoricy
anywhere, such as Jatts and Lasais in the 5ind, and
Brahuis in the Sind and Baluchistan. The people of the
mountainous northern areas, which have been hiactorically
i1solated toth from the plains and from each other, belong
to a number of diverse ethnic grouvs, often with distinct
customs of their own. Approximately 95 percenc of the
population of the country as a whole i3 Muslim, a facror
which tends somewhat to mitigate the echnic differenciation.

Tribe, caste and language are important factors in sccial
classification. The Pathans and Baluchis are organized

on the basis of tribe and lineage. In the Punjab and 5ind,
however, caste is more important as a distinguinhiug
feature. The main classification in the Punjab is between
agriculctural caaces and occupational or service castes.

The Sind is more divarse chan the other provinces; the
Sindhis cthemselves are divided into a great number of
geograpinical, tribal, caste and nccupactional groupa. There
are large groups of Baluchis and BruKuin. and approximately
one sixth of cﬁo people are refugees from India.

Although about 7. percent of che population ias rural and
about 35 percent of the work force is employed In agri-
culture, agriculture accounca for only 30 percent of GDP.
With a current national per capita income of the equivalent
of §307, it is apparent that cgc rural population i{s poor,
and ic is only parrially integrated intn the cash econcmy.

Best Available Document
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Police and revenue functions are carried out on a circle
rather than village level and intra-village affairs are
sanaged on an informal basis and along considerations of
kinship, caste and social class. Tue significant
organizational units involved in village-level activities
are: (1) the family; (ii) the biraderi or lineage; and,
(111) the zat (quom) or caste. The system as a vhole 1is
hierarchical, with authority vested in older people
generally and especially in men and wealthy farmers. Women
are expected to defer to the suthority of their male
relatives, and, among families who can afford it, they
observe purdsh or seclusion within the home. Among
poorsr groups, women associate mainly with other women
and are supposed to avoid social contact wvith men who are
not relacives. Even for serious health problems, women
often camnot obtain permission from their husbands to
seek assistance from male health providers.

Decision-making and economic cooperation are primarily
functions of the lineage. Within a village, differemnt
lineages perform separate economic functiors. Village
politics may be viewed as a process of alliance and faction
formation smong lineages. A village council, known as the
Y«nchaylt or jlrgah exists,and consists of the heads of
ineages but its power is limited and is mainly confined
to the settlemsut of disputes.

Zats are ranked social groups composed of lineages. They
function in the organization of marriage ard marking of
social status, and membership is determinec by birth. Some
zats, mainly those of artisans, are occuparional groups.

As zats are distributed on a regional basiz, they constitute
a source of inter-village social, econcaic and political

linkages.

Zat classifications overlap with and ara scmetimes parallel
to distinctions in socio-econoaic class, such as those
between landlord /tenant, small farmer/mexrchant, or
landholder/artisan. For members of the lower classes,
access to resources is in varying degrees nediated through

gpp:i cﬁ:la. educated, politically and economically powerful
andlords.

In addition to these traditional grouzingn. there is an
effective system of local councils vhich was started in
1959 and now operates under a revised law passed in 1979.
The basic structure of local councils is a Discrict Council
at the District level and Uniom Couneil at the communicy
level (8,000 - 15,000). Baluchistan and the Sind have
recained the Tehsil/Talnka Councils, and the Punjab has
established & (non-statucory) Council at the lavel of the
Markas (the administrative unit of the former Integrated
Rural Developaent Program), but the mosc s.gnificant levels,
as before, are the District and Union Councils.
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Election to Councils is by adult franchise. Special
provisions have been made for the represencation of peasants,
workers, women, and minorities. Under the law, no one may
run for office as the candidate of a political party in a
council election. All members are elected (i.e., there are
no official or nominated members), and che Chairman of

a council is electad from among its membe ship. There is
provision for a vote of no-confidence against the Chairman.
The Union Councils have the capacity to establish special
tax discricts (i.e., a sgecific tax or rate to pay for
atrictly localized benefits). However, Cuuncils may also
use general revenue for this purpose if they choose.

b. Perception of Project Benefits by Participants

Participants in this case are both the users
or beneficiaries of PHC services and the workers or providers
within the PHC delivery system. In order to gain some under-
standing of the way in which beneficiaries may be expected
to Ycrcoivc the system, it is necassary to understand their
health problems, their concepts of disease causation and
c:io, and their current mode of relieving suffering and
pain.

During an anthropological study in early 1376, Pakistani
women questioned in rural dispensaries indicated thac chey
rely on a number of sources to meet their health care

needs which range from gynecological problems, malaxia,
diarrhea, anemia, uppaer respiratory infections and

scabies, to hoid. The women consult a vide range of
medical specialists, both allopathic and iadigenous,
1nc1uding lady doctors, male doctors,5/ dais, hakims,
homesopathic physicians, other indigenous wedical specialists,
and religious specialists providing medical care. The
factors that determined the specific praccltioner utilized
were based on perceived skill and experi .:e of the
practitioner, attitude expressed by the practitioner toward
the patient, taniible results from the medicines prescribed,
and the accesesibilicy of a service. Given the past
practice of women's use of allopathic practitioners if
skilled, acceasible, and capable of providing effective
medications, this demonatrates the need and value of
extending the rural health care network.

Ir addition to the users of health care services, the other
participants in the health care system are the workers 1i.e.
the MTs and CHWs. CHWs consists of both males and females
of all agas although the average CHW i3 in his/her thirties
or forties. Literacy is likely to be low =specially among

3/ Male doctors are usually consulted only for general
(1.e. non-gynecological) illness, gcnorally of a fsirly
serious nature or on behalf of one's children.
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the women. Nevertheless, their position among their fellow
villagers is likely to be well-established. Many belong to
service castes lika the traditional birth attendent (TBA)
with whom the villagers have a long-s tanding relationship
of mutual obligation and economic exchange. They ark more
likely to coms from the lower social sections of the

population.

The majority of the MIs are young people in their twentles
and hirties. From past experience, male mid-level workers
conform more closely to Pakistan's cultural norms, and tend
to experience little difficulty in relating to the commumity
in out their duties. In the past, female MIs have
tended to be single and posted sway from their homes. In
order to have female MIz who are working more in harmony
with the exis cultural norms, efforts will be made to
reeruit women then post them after training to RHCs or
BHUs nesr their home village.

1t is anticipated that the communities' perceptions will
shift over the life of the Project. As stated above,
villagers seek medical services from those in whom they
have the most confidence and with whom thev feel the most
comfortable. As the MTs and CHWe establish themselves and
devaelop favorable reputatioms, utilization rates are
expacted to increase. Furthermore, as it becomes known
throughout the villages that the CHWe can orovide effective
backup services through the referral system and MT and
hysician supervision, they should develop a reputatiom

or providing better service.

Assuming the continued existence of parallel allopathic
and indigencus systems, it is ected that villagers will
continue to use both systems. is may be especially true
in the case of emotiounal disorders where tne personaliscic
services of the hakim are especially 7alued. However,

it is anticipated that the improvements in the availability
of skilled and effective staff, adequate su plias of drugs
and better location of rural facilitics wil increasingly
draw villagers to the allopathic system. Existing low
utilizatinn rates are dus to the lac of staff, drugs, and
referral care. In summary, if the system of IRHCa can
furnish the essential elements of a ealth care system
that have heretofore been lacking and prove ictself to the
commmity, the IRHCs will be increasingly utilized.

c¢. Cultural Obstacles

The Project will not in any sense threaten the
social organization of rural Pakistani village life.
Nonetheless, there are some potential cultural obstaclas
to successful project implementation which have been given
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serious attention in designing the Project. Ome is the
igssue of the interface between existing meiical practitioners
and the CHWs and MTs to be trained and deployed.

The use of indigenous practitioners by the population is
traditional and therefore familiar and acceptable. The
newly introduced PHC service offered chrouzh the allopathic
lIltln will have to prove itselS, Actitudas toward
allopathic medical personnel among rural p:zople are mixed
and not alvays positive. Because they arxe urban based

and use alien symbols such as the white coat and the
stethoscope, they are frequently perceived as foreign.
However, although allopathic medicine is aometimes costly
and inaccessible, it is on occasion also perceived as more
effective than indigenous medical systems in the rural
areas. Also, unlike hakims, allopaths do ot profess a
strong religious orientation and their services have not
been as personalistic. However, paramedicil personnel of
rural origin are ected to show more humainistic tendencies
toward those in their own community than i3 the case with
sophisticated doctors of urban origin. Be:ause the CHWs
will be chosen by mnd with the consent of t)re communities
in vhich thay will serve, they will be familiar to their
clients and will have a ‘ong-standing persinal relationship
with the community. By virtue (f this familiarity, the
CHWs should in turn facilitate use of the iervices of the
MTs to whom their patients will be referred.

There is evidence that this is already hapjening. The
A.1.D.-financed worker evaluation conductei in February 1982
found that, in general, the attitudes expr2ssed by the
commmity toward the PHC aystem and its wo-kers were
positive. The villagers claimed ro use the services of

the health workers. stated that they prefex-ed: the health
system workers' services to those of tradi:ional health
providers (i.e. hakims/dais), and expresscd satisfaction
vith the help that the MTs and CHWs have p-ovided, although,
at this point, they perceive the workers in the system as
primarily providers of curative medicine.

The major potential cultural obstacle to project implemen-
tation is to be found in the purdah syscem. While consider-
able attention has been given in the preceling section to
the health status of rural women and to thz2ir treatment
seeking behavior, little mention has been wmade of the way
in which working conditions for women need to be structured
to facilitate their performance as providers of health
services. Existing female workers particularly at the MT
level face serious problems from the cultu:al standpoint

in terms of age, marital status end work p.ace vs. home
place. Most of these workers are young, unmarried, and
working in districts other than their natire ones, posing



sarious cultural prassures on them and no coubt diminishing
their effectiveness and senss of wall-being in their jobe.
Efforts must be made to remedy this situation by trying to
recruit older, married women and to_emsure that women are
posted to their native districts. It Ls expected that
these problems will be alleviated somewhat as the training
of new workers continues and the pool of tulent expands.

d. Communications Strategy

Finally, in order to maximize project success
in overcoming cultural barriers to implemertation,
commmications with the targat population (aimed primarily
at rural women and children) is considered a critical
element of this Project. CiWs (male or female villagars)
trained within five miles of their homas, will be the change
ents who can best convey massages to their neighbors.
will receive training from the mid-level worker in
g:cvcncivc and simple curative care which they can explain
the context of the village idiom. Thcg are in a position
to bridge the gap between tha Government ealth system and
the village social system in comrmunicating health messages.
Thus, the key to good communications in th..s Project is
the use of villagers themselves as change ‘gents who
concentrate first on diseases wich high prisvalence and
mortality/morbidity (where chey can be exp:crted to have
the most dramatic results) in order to max mize their

impact.
2. Diffusion of the Project

This program has nstional scope w.th parallel
diffusion expectad with implementation of -he IRHCs. Each
province will proceed at irs owm pace {n accordance with
a timetable that has taken into account all the adminiatracive,
cultural and operational conscraints. Suprorted by a
communications campaign with some health education focused
nationally and some selectivaly directed a: carget areas,
the workers should be able to encourage adoption of new
h;:ith practices which do not entail radical life style
changes.

a. Leadership [Authurigz

Within the villages, the recruitment of CHWs
will be aided by village leaders, using leaders from within
the Union Council as a focal point to stimulate the salaction
process. This plus community awareness of the jobs of the
CHW through the communications strategy should maximize
the acceptability of the worker. Thus the CHW atrategy
builds on the strengths of village leadership/auchoricy
structures.

Best Available Docirr .8
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b. Pattermns of Mobility

The Project takes into account the limited
physical mobility of the secluded villa%e *‘oman and attempts
to support her with home visits by female Hwas who live
within the same village. The MTs, who alac will live and
work close to Project beneficiaries, will provide the
supervision and training of these workers. The socilal
scructure of rural Pakistan limits social mobility as well
as physical mobility. The social gap betwuen villagers
and urban-bom, higi atatus doctors is larrve. By training
villagers as CHWs and rural-based people a. MTs, this
social gap should be narrowed, uicg the re-ulct that the
diffusion process should be greatly increa:ed.

3. Beneficiaries

The prinarI direct beneficiaries of this Project
will be approximately 3,250,000 rural people (including
about 500,000 children under the age of 5) who will have
access for the first time to siuple effective, modern health
care. Millions more people will be similarly perved as

the program continues to expand after A.I.l.. ilnpuls terminate
In addition to pgenerally improved health ard well-being,

the project has the specific goals for chi dren of
significant reductions in: (a} infant and +hild mortalicy;
(b) moderate and savere malnutritiorn; and, (c) deaths due

to diarrheal disease.

Ocher direct beneficiaries will Le the per.ons whu will be
trained as MTs with modern training method- and cthe CHWs
whom they, in turn, will train., Selecfed i overrment
officials and technicians will aleo *znafit from in-country
training and short-term training abroad.

4. Summary
By extending health care services to the village,
the Project will impact favorably on rhe social factors

that affect access and utilization of health care by the
rural population, particularly women and children. Through
the use of CHWs and a strengthened referra. netuwork, the
social prohibitions and barriers that affect patterms of
utilization of health facilities should be brcken down, and
people will ba more likely to uce ouch fac:litius. All
Frogoct activities are therefore considereu socially
feasible and accaptadble.

Best Available Document


http:betwe.en

- 90 -

D. Economic Anslyels

Analyses of the economic returns of improved health
services .zi.old {mprecise results.§/ Because the caudal
relationship between efforts to improve health status and
soclo-economic development is not well understood and is
difficult to quantify, a traditional cost/benefit analysis
to evaluate the econcmic feaaibility of tals Prcject is
not appropriate. However, the potentizl qualitative benefits
of the Project can be examined and are discussed below. A
unit cost analysis of the Project is also presented, which
dravs on the daca in Seccion V.E., Financial Analysis.

1. Benefite

For this Project, the most direct set of potential
benefits is the increased consumer satisfactiom (i.e. welfare)
derived from being healthier. The objectively verifiable
indicators at the toal level of the logcal framework defines
the changes in health status that the Prcject gropoul to
achie7e. These changes include reduced sorbidity, mortality,
and fertilicy rates.

A second set of benefits would arise if l=proved health
status leads to increased output dus o toTe productive
workers. The causal relationship betweer improved health
and increased cutput is not well established and can vary
from one society to another. If healthier and thus wore
efficient workers continue to devots the same amount of

time to productive labor, total output in the econiomy

should increase. A similar result is obrained to the

extent that workers would lose fewer working hours related
to illness, aven if produccivity does not rise. However,

{t has been demonstrated that in rural sccietcies oved
work potential may be translated into leiaure, if workers
choose to produce the same output in lese tima. Alternatively.
increased underemployment may result 1f core people desire
work but can't obtain it. It is genarally accepted that
there is widesprsad mdoroqloyu-\t. i{n ruvral Pakistan with
labor scarcity occurring only dur brief periods of the
year. As a result, there is no hard avicence to indicate
that a raduction in morbidiry of che type anticipated under
this Project is likely to increase output through increased
work effort or an increase in work days act the micro-economic
level. However, the reduction in morbidity and mortality of
the under-five age group should contribute, in the long run,
to a dacline in population growth rates vhich should
ultimately comtribuce to hi,h.r per capita income. The
resulting macro-economic effects on savings and inve-~tment
levels, dspendency ratios, and other vari{asbles should improve
Pakistan's long run growth potemcial.

6/ Yor example,see Petrich, Err.et E. Briefing Paper: Health
and Economic Development., Health Manpower Development
Staff, School of Medicine, Univereity of Hawaii, Homolulu,
November 1981.
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A third set of benefits arises if an imprroved health system
serves as a nation-building progrunm tihal raises development
potential by improving the motivation an: atritude of the
general population. The value of this s«t of benefits, no
matter how vaguely defined, should not be dismissed lightly
for Pakistan. Malenbaum, in his pioneering article on the
subject, makes a scron% argument for the possibility that
there is an important link becween healt: services and
output which is nct directly related to rutput derived from
a more efficient work force. 7/ That is. a health measure
can produce economic gains withoutr or be.'ore improving
health. The argument is that basic atti-udinal changes can
occur as health services are improved. Ior examgle, as
people feel the soclety has increased iti control over the
enviromment, through control over diseas:, it may become
easier to motivate increased work effort.

2. Costs

Even though benefits cannot be quantified, it is
useful to analyze the unit costs of the Yroject for comparison
with the subjective benefits and the coscs of altarnative
health delivery systems. Accurate unit -.osts of health
care are not available eithar for the he :lth system generally
or for thea PHC Program. Moreover, data ‘elating to manpower
inputs are either fragmentary or rough eitimates. As a
result, any forecast of unit costs for tiis Project will
necessarily be approximacte.

A useful method of estimating unit costs is one which
{ncludes total direct costs and amortizes costs for
facilities and training. Such esticutes are shown in Table
12. 1t is important to note thar the es-imates are very
gsensitive to the assumptions regarding the clientele served
and the cost of drugs. (Drugs comprise 45 percent of the
og:rnCing costs of an IRHC). The assump-ion in Table 12
that an IRHC serves 50,000 persons is th: average used
throughout this paper. The assumption r:garding the number
of patient visits is based on actual exp:rience in PFY 1981/€2
at the IRHC at Lalamusa in the Punjab. [n PFY 1980/81, the
IRHC at Lalamusa had an average of 27 pa:ient visits ger

day per BHU. This number {ncreased to an average of /0

per dav in PFY 1981/82 as a result of an increase in the
budget for drugs. To be conservative, the latter figure
vas used as the basis for the assumption on patient visits
used in Table 12, although it is almost ~ertain that a
further increase in drug budgets would rasult in a concomitan:
{increase in patient visits. (The potential extent of this
increase, and the level of visits for which even further
budget increases would be required, will be analyzed as part
of the study of recurrent costs to be conducted as part

of this Project.)

7/ Malenbaum, Wilfred '‘Health and Productivity in Poor Areas’

- Em;irical Studies in Health Fconomici, Johns Hopkins Pre: 3
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TABLE 12

ESTIMATED U COSTY R TH
FRIMAKY HEALIH CARE § IOJ I
(In Constant 1982 Rupees)

Average Cost
Cost Component Per Pernon Served Per Patient
Per Year Visit
Opexacing Costs
Total Direct Operating 16.00 7.88
Costs of IREBC
MT/CHM Equipment 2/ .58 .29
Initial MT Training &/ .08 .02
Refresher NI Training .76 .37
Sub-Total 17.39 8.56
Tagilicy Cosce?/
IRRCs 3.47 1.1
MT Training Schools .01 e/
Sub-Total 3.48 1.71
Total Unic Costs 20,87 10,22

SOURCE: USAID/Pakistan Estimates
g/ Calculations are based on the following assumptions :

(1) an average of 30,000 persons is served by an IRAC; and
(11) the average IRAC has 101,000 patient visits per year or
JSgtKo: working day. In additiom, costs, which are set
fo in Section V.E., Financial Analysis, do not include
overhead costs incurred above the lavel of the IRAC.
b/ Amortised ove~ 10 years
Amortised over 10 years(i.e. 5I attritiom for deployed MTs)
Amortized at 10 years for buildings end 10 years for
furniture and equipmenc.
¢/ Lass than .01
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The total cost per person served of Rs 20.87 per year appears
to be a relatively small price for the targeted reductions

in morbidity, mortality, and malrutrition and the anticipated
subsequent decline in fertility. It also appeare reasonable
in the context of a per capita GNP of Rs 3000 and 2n average
total public and private per capita expenditure for healch
of about Rs 40 per year. (While there is very limiced
comparability between the figures and to some degree the
overlap, if one assumes that the exiating government hea{ch
system serves the whole urban Yopulacion and 5 percent of

the rural population, the total government recurrent costs
are Rs 36.55 per person served.)

There is very little data available on the unit operating
costs of other Government health facilities. The GOP
Plamning Division estimates that, as of December 1975, the
average direct cost Yer out-patient visic at district
headquarters hospitals was Rs 5.66. This is equivalent to
Ra 8.44 per visic in 1982 prices, slightly more than the
rojected direct coscts of Rs 7.38 per catient visit at an
RHC. 1If chese costs were adjusted to equate drug coscs
per patient visic, the difference would be greacter, since
the projected drug costs per patient visit ac ar IRHC are
higher than those currench being incurred in 4discrictc
hospicals.

In surmary, the roéoctod unit costs for an IRHC are

comenrurate with the expected benefits, and they compare
ga::rably with other means of health care delivery in
akistan.
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E. Financial-Analysis
1. General

This Project provides funds to support the implemen-
tation of the GOP's PHC Program. As shown in Table 13, the
entire cost of the Project over the next [{ive years is
estimated at $ 55,750,000. This amount does not include the
astimated $1,130,0C0 which is likely to be provided by UHC
and UNICEF during the five year period for ralatad activities
which are not directly a part of this Project. Similarly,
the total estimated costs of the GOP's Accelerated EPIL and
other accelerated health care interventions which will take
place during this period and which will be borne by the GOP
and other donors, are not reflected in total Project costs.
Only the $2,000,000 contribution of A.I.D. to this effort
is included.

The total GOP contribution to the Project over the five vear
period is estimaced at $35,750,000 or 64 percent of the toctal
cost of the Project while A.I.D.'s contribuction of
$20,000,000 constitutes 36 percent of Project costs. The
proposed obligation schedule for the A.I.D. granc is as
follows: $5,500,000 in FY 1982; 0 in FY 1983, $8,200,000

in FY 1984; and, $6,300,000 in FY 1985.

Threa summary tables are provided on the following pages:
Table 14 summarizes project costs by expense cacegory and
source of funding:; Table 15 describes project costa by
project component, expense cCategory, and source of funding;
and, Table 16 provides a summary of A.I.D. funding by
foroifn exchange and local costs by expense category and
fiscal year.

2. Summary Cost Estimates and Financial Plan

a. A.1.D. Concribucion

The A.I.D. dollar grant will finance: construccion
(27 percenc); commodicies (24 percent); rraining (20 percent);
technical assistance (14 percent); and, other costs
(1 percent) with cthe remaining 14 percent for contingency.
A.I.D. will finance with dollar funds the internacicnal
travel costs of all participant training up to and including
anaxgcnr. Amex G contains a justification, signed by the
USAID/Pakistan Mission Director which waives the raquirementc
for the host country to cover these costs.

The allocation of A.I.D. funds by project componenc is as
follows: 46 percent for training; 19 percent for program
management; 10 percent for the Accelerated EPI; 8 percen. for
program operations; and, 3 percent for research and svaluation
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TABLE

a/ .
SUMMARY OF PROJECT COSTT BY FISCAL
= (In S 00D

Source of Funding Fiscal Year

1982 1983 1984 1985 1636 Total

A.1.D. Dollar Grant 5,500 - 8,200 6,300 - 20,000

b/
6.0.P. 3,700 5,964 8,474 6,777 10,835 135,750
Total 9,200 5,964 16,674 13,077 10,835 55,750

a/ A.1.D. Dollar Grant Project costs are defirea as anticipated
obligations of funds. Costs exclude 31,130,000 which 1s likely
to e provided by WHO and UNICEF for related activities which are
not directly a part of this Project. Also excluded are the
total estimated costs of the Accelerated EPI and other accelerated
health care interventions which will be borne by the GOP and
other donors. Only the $2,000,000 to be provided by A.1.0. in
support of this effort {s included.

b/ Expressed as dollar equivalents at the exchange rate of
U.S. $1.00=Rs 12.16 as of July 18, 1982,
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with the remaining l4 percent for centingency. Togecher,

the program nanagenent and training components of the Project
will receive about 65 percent of the A.I.D. funds in keeping
with the primary erphasis of this Project on ruese IWO
critical areas of the PHC Program. The A.L.D. contribution
to the Accelerated EPI ccmponent of the Proiect 18 52,000,000:
$350,0007 in the first year and 51,650,000 i{n the last cwe
years of the Project. The Covernmsnt's eatimacte of che
two-year cost oOf tke three acceleraced healch nrograms, EPL,
oral rehvdracion and training of dais, 1is $50 million. 1If
these activities extend over a five year period, wich
{inflation, chas cost will be 365 million., In the firsc
Project year, a cotal of $10,330,000 will be available for
these activities: §5.7 million from the GOP, $4.3 million
from other donors, and $350,000 from A.I.D.

A totel of 514,498,000 or 72 percent of the A.I.D. contribution
will finance locsl costs. These funds will be disbursed in
U.S. dollars {n oraer to maximize the balance of payments
{mpact of this Project in accordance with tae overall
objectives of the renewed USG-GOP economic and development
assistance program. A TAA Section 612(b) cerrification has
been signed by the JSA1D/Pakistan Mission Cirector and 1is
included in Annex C.

b. COP Contribution

{. Capital CosCs

About 33 percent of Pakistan'e rural po lacion
{g wichin two miles of a wodern medical facilicy, but
estimates ars that only about five percent has access to
effective modemn medical care. The difference berwveen the
two percentazes is a result of manpower shortages and
{nadequate operating budgecs, principally for drugna. Despite
chis sicuscion, Pakistan is continuing to build rural health
facilicies at a rapid rate. As shown in Table 17, the Y
1982/83 Development Budgets included a tcral of 87 RHCs and
982 BHUs under construction with the majority in the Punjab.
The rate of expenditures shown in Table 17 in only indicative
of & level of effort because development rojects are funded
over several fiscal years. The RHCs and i(HUs consume the
bulk of the Provincial funds. Both the number of units
and the funding levels support the planning Division's
forecast that rural health coverage will extend to 80 percent
of the population by the end of zhe next .Gixth) Five-Year
Plan period. These figuren however vepresent facilicy
coverage, not effective health care. Adequate numbers of
qualified personnel will not be available six years from now
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TABLE 17

PFY 1982/83 FEDERAL AND PROVINCIAL ADPs FOR RURAL HEALTH:
SUMMARY OF KEY INDICATORS

Tota) Rural Health Expenditures
(Rs UUUS

anp ¥ Number Of Health units Capital  Revenus  Total
T RHE BT
Federal s 13 26,914 18,185 45,099
Punjab 50 681 110,050 58,205 164,345
Sind 15 40 26,850 2,751 29,601
NWFP 10 NA 24,335 6.56¢ 30,899
Baluchistan 3 a8 21,070 3,900 29,970
TOTAL T 982 209,219 9c,6952 299,914

8/ Annual Development Plan
b/ Includes Rs §9,100,000 (76%) for EPI

to reach 80 percent of the rural people. This situation has
important implications for che PHC Project, because:

(a) che Project is dirscted at tae kay bottleneck- --
qualified peopla. By the end of the Project, trained personnel
will be daployed and providing effective modern medical care
to about 5 percent of tha rural population that do not
receive it now, thus doubling the number of rural people
who are estimated to receive such care; and,

(b) the Projact proposes to staff only 53 additional
IRHCs during the Project period. With 277 Rural Health
Centers in existence and 87 more RHCs (and 982 BHUs) under
co:;grucuian, availability of facilities should not be a
problem.
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The current cost for constructing and equipping an IRHC in

the Punjab {s Rs 5.2 million (the RHC is Rs 3 million and

each BAU is Rs 550,000). Costs in the octher provinces are
comparable. The resulting costs by year for the 53 additiomal
IRHCs to be established under the Procject are-as follews:

Rs 36,400,000 in PFY 1982/83; Rs 52,000,000 in PFY 1983/84;

Rs 72,800,000 in PFY 1984/65; Rs 36,400,000 in PFY 1985/86; and
Rs 78,000,000 in PFY 1936/87 or a total of Rs 275,600,000

over the five-year Project period.

ii. Recurrsnt Costs

As indiceated in Section I.F. Project lssues, drug
costs the most difficulc element of recurrent costs to
quanti. The previous BHS Project projected drug costs at
Rs & rer person in the populaction served by an IRHC. The
comparable figure today is Rs 7 per person. The Govermment
of the Punjab has recantlg increased its drug budget for
RHCs to Rs 8 per person, but it remains a low Rs 2.5 per
person for a 3HU, These nmumbers compare CO a national per
capita average of Rs 30 per person spent for drugs last year.
Dara are not currentiy available that woull support a
judgement as to what the actual ccst should be.

Tabler 18 and 19 show the estimsted recurrent costs for a
RHC and a BHU, respectively. Table 18 assumes that

drug costs for an RHC will be the level currently budgeted
ir. the Punjab. This would recuire increases from current
levels in the other three provinces. Table 19 zssumes that
the drug budget for a FHU will be increased to Rs 7 per
parson, the current value of the 1976 estimate of drug
requirements for a BHU. 7his is a somewhat arbitrary figure
and it results in a difference of 29 percent in overall
recurrent IRHC costs during the life of the Project. The
comparison i3 shown in Table 20. The increased drug amount
for BHUs was sslectad as the basis for estimacing the
Covernment's contribution to che Projact because it is
finlnciallg feasible, and because such an increase is a
specific objective the Project seeks to achieve during the
preparation of the Provincial operating plans during the
first Project year.

Recurrent costs per pupil in the existing MT schools are fairly
uniform and average Rs 14,900 per pupil. This cost factor has
been used for the first three years of the Project with ome
exception. The cost of stipends for some of the students

is currently being paid by UNICEF, and has been excluded in
1982/83. Beginning in 1983/84, che full cost is used on the
assumption that UNICEF will not continue to pay these costs
because it will be allocating irs funds co other health
programs. In cthe last two years, the cost per pupil has been
{ncreased to s 16,800 to provide for equipment replacement,
vehicle operations and building maintenance at tha new schools.



TABLE 18
ANNUAL 3 cosTs_FOR
(in R8)

Salariss:

2 Doctots e 22,7 b 45,400

2 supervisoTy MTs 2 16,90C 20,000

2 ¥Is a 9 ,000 18,000

1 STOTeResper L | 7,200 7,200

1 Dispenser g 7 ,200 7,200

1 Cleck a 7.200 7,200

1 Mall ¢ 4,000 4,000

1 Lab Assistant Q 7,200 7,200

1 Sanitary pacrol 2 5,400 5,400

1 Peon a 5,400 5,400

1 Cook a 5,400 5,400

1 Chowkidar a 5,400 5,400

1 Driver a 5,000 s,%00

2 Ward sarvants 3 5,400 10,800

1 Midwife ¢ 5,000 g,ad0

—
sub-Toca: 159,600

Dxugs:

10,000 persons ¢ 8 Bs/pesrson 80,000
Qghet Cests:

Ucilicies 6,100

Yahicle Maincenance 11,800

Disposable Equipment 8,900

Building Maintenance 16,800

Hilcclun.oun 7,000

gub-Total 50,600

TITAL 299,000


http:Sub-or.Sl
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TABLE 19

ESTIMATED ANNUAL RECURRENT COSTS FOR A BHU

M———_

(in Rs)

Salaries:
2 MIs @ 9,000
1 Dispensexr 27,200
1 Chowkidard 5,400
1 Dai @5,400

1 Water Carrier & 2,000
(part-time)

1 Sweeper (part-time) e 2,000

Sub-Total

Drugs:
10,000 persons € 7 Rs/person

Other Costs:
Ucilities
Disposable Equipment
Building Maintenance
Miscellaneous

Sub-Total

18,000
7,200
5,400
5,400
2,000

2,000

3,600

3,600
9,000
1,800

TOTAL

40,300

70,000

18,000

128,000
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TABLE 29

ESTIMATED ANNUAL RECURRENT COSTS FOR 53 ADDITIONAL
Y ITs UNDEY. TRY TRU PO ——————

a/ Costs (Rs 000)
No. of IRHCs

PFY Operationsl (70,000 pa)®/ (25,000 pass/
1982/83 3.5 2,835 2,205
1983/84 12.0 9,720 7,560
1984/85 24.0 19,440 15,120
1985/86 5.0 28,350 22,050
1986/87 45.5 56,855 28,665

TOTAL 53.0 &/ 97,200 75,600

a/ Assumes each IRHC functions for only 6 months during
the first year of operationms.

b/ Assumes drug costs at BHU @ Rs 7.0 per person per year.
¢/ Assumes drug costs at BHU 7 Ra 2.5 per person per year.
d/ 53 full-year operacrions in the sixth year.
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i{14. Total GOP Contribution

The GOP's contribution of $35,750,000 tc this
Prcject consists of che ccscs for the construction and
equipping of the RHCs a1d BHUs which will make up the
addicional 53 TRHCs to be established by the end of the
Project: the recurrent COSTS cf operating these fazilicies;
and the recurrent costs cf operating the MT training schools,
including scudent stipends. Of the total GOP contributionm,
64 percent will go toward the capital costs ror the iRHCs,

22 percent for the recurrent costs of the IRHCs, and 14 percent

for the recurrent costs of the MI training schools. These
cost estimates do not include other associated costs such
as the operating costs of the Federal and Provincial BHS
Cells and the District Realth Offices. (Ogarating budgets
for the fcur Provincial BHS Cells in PFY 1982/83 ctotalled

Rs 717,000.) Table 21 summarizes the toral GOP contribution
to the PHMC Froject ty year. No allowance for inflation has
been made in these ccst estimates.

The total Government recurrent cost budger for health In
DFY 1981/62 was P8 696 million, of which Ra 767 million was
Provincial funds. It is this latczar figure that is relevant
to recurrent PHC costs since che IRHCs will be in the four
provinces. Of the rocal Provinciali recurrent cest budgecs
for healch, about 20 percent is for rural healthr, and oaly
a part of this is devoted to PHC. The balance is for other
costs such as tehsil hospitals, MCH Centers, dispensaries,
and the like. Exactly how much is devoted to PHC would
require an extensive detailed analysis of each Provincial
budger. The Provincial operational plans which will be
developed during the first Project year will contain this
information.

In the fifth Project vear, annual recurrent coSts for the
Project will tocai Rs €3 8 willion, of which about Rs 43.6
million is nor ir the current bdudget. Tinis will require an
increase in the annual recurrent budget o the provrinces

of abcur 1.1 percent pe- year in conz2tant orizec. Thie i3
well wizhin tne real annual increase in rhe corzl vecurren:
healch budget of 4.2 percent over the past five vears. It
would, however, result in a somevhat larger share of the
Provincial budgets going for zural Lealth, and & substantial
increase in the amount allocated to PHC, as defined in this
Project. Assurances have been provided by the GJF cthac
adequate funds will bz provided in che Provincial budgets to
cover the recurrant costs of the Froject.
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TABLE 21

TOTAL GOP FINANCIAL CONTRIBUTION
TO THE PAC PROJECT BY VEAR 8/
{In Rs GOU) -

PFY
Expense Category
j982/83 1983/84 1984/B5 1985/85 1986/87  Total
\. Construction and 36,400 52,000 72,600 36,400 78,000 275,600
Equipping of
IRHCS b/
2. IRNC Operating 2F 2,835 9,720 19,40 28,350 36,855 97,200
Costs
3, MT Training 5,765 10,800 10,800 17,655 16,900 61,920
Schools Operating
Costs
Total (Rs) 45,000 72,520 103,040 82,405 131,755 434,720
Total (s) &/ 3,700 5.96¢ 8,874 6,777 10,835 35,750

SOURCE: USAID/Pakistan Estimtas

3/ Uoes not include:(1) the BOP‘s total contrdbution for the EPI
and other accalerated health care activities over the

5 years 1ife of the Project,
equivalent of about $50 million (1ess the con
of other donors); and, (11) the operating costs of the Federal and

which is estimated at the
<ributions

Provincial BHS Calls and the District Health Officas.
b/ Represents costs assoctatad only with the 53 additional IRHCs to
be establ{shed under this Project.
¢/ At the exchange rate of USS1.00=Rs 12.16 as of July 18, 1982
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F. Environmental Statement

This Project falls under Section 216.2(c) (2)viil of
A.1.D.'s environmental procedures, which excludes the require-
ment of an initisl envirommental examination or any other
envirommental documentation for 'programs invelving nutrition,
health care or population and family planning se ces....."

C. Wonen in Develcopment

As mentioned previously, this Pro ect has, as one of
its majior objectives, the increased involvement of women &s
toth providers and beneficiaries cf health care services.
Accozdingly, this Project should have a signif?cant impact
on the status of women in Pakistan.

Several activities are planned under the Project which are
specifically aimed at accelerating the recruitment, deploy-
ment, and retention of female health .rkerte in the Primary
Health Care Program. These include cthe construction of MT
training schools with separate classrooms and hostel
accommodacions for female students; the implementation of
s special female MI recruitment campaign in femalas secondary
schools throughout the country: the provisicn 9% culturally
acceptable mnd fuel efficlent transport for female Mis;
and, the hiring of four female Pakistan training spocialisctse,
one per prevince, tc assist In the recruitment and training
of female MIs and CHWs. It is expectad that the increascd
number of deployed female MTs wiil result In an increased
number cf deployed female CIiWs. In fact, one of the targats
of the Project is thar at least 4U peTcent of all deployec
MTs and CHWs are females. Trained and deployed femaie MTs
will benefit from increased knowledlge snd imprcved employment
opportunities with corresponding changes in {tofoncional
status and incoms. Female CFWs will sim{larly benefit from
{increased knowlaedge and improved status in their village as
pama-professional health workers.

The female MTs and CHWs are the vital link to the second
group of women who will be significantly affected by the
Project. This group includes rural womer wvho will ge the
recipients of Primary Health Care services. For women in
Pakiscan who, becausea of cultural constraints, have been
unable 70 receive male-provided medical care, cthis wiil be

& significanc chunge. Wich the exisctence of femaie health
providers, it will be more culturally acceptable for village
women to leave the seclusion of their homes to seek out both
curative and gravcntivc Lealth care. Such improvements will
not only banefit the woman directly but should also
concribute to the improved health of her family and an
overall enhancement of the quality of life of the rural
household.
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K. Naxcotics Impact Statement

The Priasry Health Care Project, being basically
bumanitarian in nature, does not lend itself to specific
actions or policies relative to narcotics supprassion. The
stren of the rurzl health care infrastructure
and the ion of health cars services to the rural
populacion 77 Pakistan does not provide a useful vehicle
for suppres:ion of narcotics activities. Accordingly, no
narcotics impsct analysis is submitted for this Project,
and no poppy clause will be included in thea Project Agreement.
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VI. CONDITIONS, COVENANTS, AND NREGOTIATING STATUS

A, Conditions Precedent

1. Conditions Precedent to Disbursements Other
than Disbursements for the Procurezent O
Machnical Assistance and Vehicles and Jousehold/
ice furniture anc =quipment Ior S& aechnicians

Except as A.1.D, may ctherwise agree in writing,
prior to any dishursement under che Grant other than for
the procurement of technical advisory services and vehicles
and ehold/office furniture and equipment for said
technicians or the issuance by A.I1.D. of documentation

suant to which such disbursement will be made, the
rantes shall, within sixty (60) days after the signing
of the Project Agreement, furnish to A.I.D., in form and
substance satisfacrory to A.I.D.:

a. an opinion of Counsel accepcable to A.I.D.
that the Project Agreement has been duly authorized and/or
ratified by ancd exscuted on benall oI the Crantee and that
it constitures a valid and legalli binding obligation of
the Grancee in accordance with all its cerms; and,

b. a statemen: secting forth the name of the
person hoiding or acting in the office of Grantee and of
any additional representative’s‘, cogether wizh a gpecinmen
signature of each person specified in such statement.

The above conditions precedent will be met by the Grantee
within 180 days from the signirg of the Project Agreement
or the Grant may be terminated.

2. Conditions Precedent to Initial Disbursement
Tor the Acceleratad Expanded Progran of
Ymrization (L.D.1.) StIOr tc Se>tamber 30,1984

Excent as A.I.D. may otherwise agree in writing,
prior to disbursemant under chis Granc for the Aczeleratad
E.P.1. program prior to September 30, 1384 or cto the
issuance b7 A.I.D. of documentation pursuant to which such
disbursement will be made, the Grantee, acting through its
Federal Miniscry of Health (MOH), shall furnish to A.I.D.,
in form and substance satisfactory to A.1.D., evidence that:

a. a Faderal Advisory Council has bean established
to review the program of activizies under the Primary
Health Care Project and to provide guidance to the provinces
to implemenc these activities;
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b. membership of the Faderal Advisory Council
includes the Secretary MOH (Chairman); Director-General
Healcth, MOH (Vice-Chairman); Joint Secretary, Federal
Ministry of Finance, Planning and Economic Affairs;
Secretaries of Healcth for the four provinces; and, Chiaf
of the Yeal:zh Section, Plananing Division, Federal Ministry
of Finance, Planning, and Economic affairs;

¢. the Federal Advisory Council 1is required to
meet NO less than twice annually;

d. the Federal Advisory Council has held at least
one meating:

e. Primary Hezlth Care Steering Committees have
been established in ‘each of the four provinces for the
purpose of reviewing the Project;

f. mambership of che Primary Health Care Steering
Committees includes the followirg Provincial officers :
the Secrecary of Health (Chairman); the Director of Health
Services (Vice Chairman); the Addicional Secreatary, Finance;
and the Chief of the Health Section of the Planning and
Development Department;

g. the Primary Health Care Steering Committees
are required to meet no iess tharn twice annually;

h. each of ths Primary Healch Cars Sceering
Committees has haeld act least one meeting; and,

i. the Federal Basic Health Services Cell in the
Federal Ministry of Healch has szaffed the following
positions: the Deputy Director General (Basic Heazlth);
the Assistant Director General, Training; and the
Assistant Director General, Operatioms.

The above conditions precedent will be mat by the Grantes
no later than September 39, 1984 or cthe Grant may be
terminated.

3. Condition Pracedent ro [Dishursezent for
Architectural and cngineering (AGE) Servicas

Except as A.I.D. may otherwise agree in writing,
prior to the disbursemenc of funds by A.1.D. under the
Grant or to the issuance by A.I.D. of documentation pursuant
to which such disbhurgement will be made for architectural
and cntinccting services with respect to sach of the 13
medical technician training schools, cther cthan for site
investigations, the Grantee shall establish, in form and
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substance satisfactory to A.I.D., its right to ownership or
adequate and sufficient use and occupancy of the land site
proposed for the buildings.

The above condition grecedouc will be met by the Grantee
no later than March 31, 1984 or the Grant may be terminated.

4. Conditions Precedent to Disbursement for
Construction of Medical Technician TraInigx Schools

Except as A.I.D. may otherwise agree in writing,
prior to disbursement under the Grant or to the issuance
by A.I.D. of documentation pursuant to which such
disbursement will be made for actual comstruction or
renovation of any medical techmician training schools in
a province, the Grantee, acting througk the MOH, shall
furnish to A.1.D., in form and substance satisfactory to
A.IODO. C’V’id.ﬂCl th.»c H

a. the Provincial Government of the province
wherein the medical technician training school for wvhich
disbursement is sought is located has initiated the
formation of both administrative and tecanical posts for
{ts training schools; and,

b. the Provincial Steering Committee of the
province wherein the medical technician training school
for which distursement is sought is located has recomuended
approval of a budgetr allocation for each school which the
Comnittee has determined to be adequate and appropriace
for the operation of each school.

The above conditions precedent will be met by the Grantee
no later than September 30, 1984 or the Grant may be
terminated.

5. Conditions Precedent to Disbursement for
rniture and Zqu Hment ror Madlcal Technician

TraIEIng Schools

Except as A.I.D. may otherwise agree in writing,
prior to the disbursement under the Grant for furniture,
equipment, audio-visual aids anl transport for the medical
technician training schools in any province or to the
issuance by A.1.D. of documentation pursuant to which such
disbursement will be made, the Grantee, acting through
the MOH, shall furnish to A.I.D., in form and substance
satisfactory to A.I.D., evidence that :

a. cthe Provincial Government of the province
wherein the medical technician training school for which
disbursement is sought is located has created both
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ldliniscratifo and cechnical poste for the staff of the
training schools, snd has iniciated recruitment; and,

b. the Provincial govermment of cthe province
wherein the medical technician trairing school for which
disbursement is sought is located has undertaken sufficient
advertisement for wecruitment of students for the training
schools, and chat all female hizh zchools have been timaly
notified and provided information as to the next scheduled
medical technician classes.

The above conditions precedent will be met by the Grantee
no later than September 30, 1985 or the Grant may be
tarminaced.

6. Conditions Precedent to Disbursement for the
Accelerated E.V.1. on or After Shgciiﬁ.r.!b, 1984

Except as A.I.D. may otherwise agree in vwriting,
prior to the disbursament under the Grant on or after
September 30, 1984 for the Accelarated E.P.I. or to the
issuance by A.I.D. of documantazicn pursuant to which
such disbu-sement will ke cz2de, che Grantee, through its
MOH, shall Zsrnish in form and substance satisfacrory to
A.I1.D., evidencs that :

a. a Federal :lan cof cparertions for Primary Health
garo h;n been prepared and approved oy the Fedaral Advisory
ouncil;

b. Provincial p.ans of .. .:ation have Yeen
prepared for each of the provincas, approved by.the
cognizant Provincial Sreering Committee and are being
implemented;

c. baseline health surveys to record morbidity and
mortality patterns rnd the status of delivery of curative
and preventive health scsvices have been conductaed; and,

d. performance targacs set forth in Project
Implementation J.atters for the preceding tweive-montch
period have bee¢.. substancially met with rsspect CO :

i. program management;

14{. meadical technician and comm:ity health workar training
144. program operations; and

iv. research and evaluatiom.

Best Available Document
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The abo'e conditions precedent will be met by the Grantee
no later than September 30, 1535 or the Grant may be
terminated.

7. Conditions Precedent to Disbursement for
ccelsrated T.¥.:. on or afcer Septembar 30, 1985

Except as A.1.D. may ocherwise agres in writing,
prior to the disbursement under tihe Srant for the Accelerated
E.P.I.on cr aftar Septexbez 20, 1985 or t> the issuance by A.I.D.
of documentation purzuant to which such disbursemenc will
be made, the Grantee, acting through cthe MOH, shall furnish
to A.I.D., in form and subscance satisfactory to A.I.D.,
evidence that :

a. the Federal Advisory Council and Provincial
Steering Commictees have baen inscituctionalized and have
had at Toa-: CWwo lseetings "o review progress and implemen-
tation of tha Primary lieaizn care Project in each of the
United Stutes fiscal vear since {r nas been formed,

L. ac leait 1£ Tedersl and Provincial lavel
health officiais responsible for Primary Health Care
(Basic Healrth Services) have bsen trazined cvarseas in
management systems including analysis and evaluation;

c. art leasz 35 Medical Officers poatred at
Integrated Rural Health Couplexes, Discric: Yealch Officers
and Divisionai Denury —irestors vihc deal witn 2rimary Healch
Care (Basic Health services) hava been trained in managemant
and oriented in the Primary Health Care Project;

d. logistics/supporr systems and procedures have
been reviewed and revised as necessary and operating
manuals for Integraced Rural Healch Complexes have been
adopted, published, and distributed in each of the four
provinces;

s. ninety zercent cf =he phvsician and para-
medical tutors in the nrogcam have Gedn Iraired or
retrained in the cevised curriculum and crainiag or “ods;

£f. elghtv percent or “e mr  wl Tecrnnicians
trained and depioyed oy December 10, 5 have trained
an average of 10 communicty health workers wro in turn are
supported and ragularly supervised by medical technicians,

g. procedures have baen adcpted in aach province
to insure that medical technicians ana community gcnlth
workers have baen provided and are using Irarsporc, medical
kics, uniforms and other commodircies procurec under the
Project,
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h. at least 40 percent of tine medical technicians
that have been trained and deployed are females;

i. double round surveys/evaiuations have been
conducted in project years three and four to establish
the impact of the project on morbidity, mortalicy, and
izmmmizacion status: and,

j. at least 53 addirional Integractad Rural Health Camplexes
(29 in the Punjab, 12 in the Northwest Froncier, 7 in the
Sind and 5 in Baluchistan) are operational. For purposes
of this sement, an operatio Integrated Rural Health
Complex (IRHC) is defined as one in whi 1 :

i. at leasct 80 percent of che authorized
doctors and medical technicisns are in place and working,
and community Lsalth workers have been trained in
accordance with Section 7.f£. above:

1i. at least 80 percent of the regquired
standard drugs are available at all cizes;

14i. at least 80 percent of the required standard
equipment is on hand and in operating condition;

iv. a functional vehicie is available for
ambulance and supervisory services with sufiicient funds
provided for P.0.L. and routine maintenance services
throughcac the fiscal year; and,

v. a laboratory is equipped and staffed to
do routine examinations of blood, urine, stools and

sputum.

The above conditions precedent will be met by the Grantee
no later than September 30, 1987 or the Grant wmay be
terminated.

B. Covenants

The Grantee shall nzke every reasonable affort <o
require thact each pnrnicig:nc trained outside of Pakistan under this
Project works in Primary Health Care activities in Pakistan
for not less than three times the length of time of his or
har training gro;rln rovided, however, thart in no event
shall the participant be allowed to work for lass than onse
year from the date of the participant's return to Pakiscam,
32:: :ovcnznc shall not spply to training of less than 45 days
tiom,
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C. Negotiating Status

The above Conditions Precedent and Covenants have
been discussed with and agreed to by the Governmant of
Pakistan. During Project Agreement negotiations, USAID/
Pakistan will incorporate into the Agreement appropriate
language to cover these terms and conditions.
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ATILT
£.0. 12065: N/A

TAGS:
SURJe APAC REVIEW - PRIMARY EZALTH CARE {(391-0475)

2®F APAC MIT AND APPROVID THIS PROJECT ON OCTOBTYR 1f,
1081. TE? POLLOWING ITBMS WERE DISCUSSYD FOR
CONSIDERATION IN DESIGM OF THE PP.

1. A RFYIFY C? TFP PREVIOUS PRIMARY REALTH CARE
PROJE¥ST, WRICH FOCUSED PRIMARILY ON THE MID-LEVEL
WORTFP, STGGFSTS TEF NFXT STAGF SHOULL BE A PROJECT
m: SMRFNGTPYN PEF RETERRAL SYSTFM. BECAUSE TFL
SAMMINITY FPALTY WORXER (CEW) IEVFL WAS NOT A PRIMARY
TA0UR 1M TRE TREVIOUS PROJECT, THF MISSION SEOULT

NOW TYPTLORY DYVELOPMENT OF AN APRAY OF PROGRAMS WEICH
WITT FNBARCT THE EFFECTIVENESS OF CEV’S.

. TPP MISSION SEONID ASSIST IN DEVELOPMENT OF
FROVIMCTAL OR PETFRAL RTSCURCFS WHICH WILL 3FIP CBY’S
-0 CONTROL NIARREEAL DISFASES, TO IMPROVE ~PE ACLCESS
=" 2LFF WATFR (WFIZR IN TURN FACILITATES EFALTE
FreCATION), TO TMMUNIZE AGAIMST CZILLAOOD DISEASES
AND TO PROVID® FAMILY PLANNING SFRVICES. HISTOBRICAL-
vv ~cF UTTLITY CF TEYSE RAYBER SPECIALIZIL COMPONENTS
OF ™C¥ PROCRAMS EAS PEEN LIMITED FY 4 LACK OF AN

FYEECTIVE COMMUNITY AGENT, CPY’S, IN TOHRN, NEED
ACCTTS TO RFSOURCTS TO OFFFR TC THE COMMOUNITY TO
MAYT AN IMPACT ON HFALTR ANT TO MAINTAIN CREDIBIIITY
vo wET COMMTINITY. [T TEY CEV IS TC WCRE TYFECTIVELY
£3 A YFALTF PROMOTFR, TPT PROJFCT SBROUIT ITENTIEY

¢ (MPONENTS OF A COMPRENFNSIVE REALTF PROGRAM WFICH
%171 PROVILF RESOWRCES TO MEET TRE GOALS OF TEE
STTARY RIALTA CARE FROJECT.

-. CRY¥’S MNST RAVY *CCPSS TO TRAE FUYLL RANGE OF
T11YLY PLAMNING SFRYICE®ES ™0 PE EFFECTIVE REALTE
p5FHTS, THP MISSION IS ADVISED TO ENSURE THE CHW
TELINING IS CONSISTFNT WITE TRAINING OF COMMUNITY
wORCEPS !N MHE POPI'LATION WELFARF SYSTFM AND TO
FYTICRF MTTEOTS TO INTEGRATE HFALTR ANL POPULATICN
nCNCFRNS ESPECIALLY AT TPE COMMUNITY WORKER LEVEL.

4. TOY APAC TIRFCTED TFAT A PLAN FOR HFALTH CARE
T ACTNS TF ADPRFSSEL IN TRF PP. TAE MISSION IS

Best Availab]e Document \\b
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ONCLASSITIED

RTQUESTED ™0 DEVLLOP PLANS ?C EYPLORE THIS COMPLEX
PRO®IIM POTE IN DISIGN AND DURING TBI PROJECT,
THCIUDING BUT NOT LIMITED TO SOCIAL FINANCING
;s;EH!S AND MERTING RECURRENT COSTS THROMGE USER

&, STODIES OF TEX PREVIOUS PRIMARY HEALTH PROJECT
=2TSEP T¥O PCINTS WERICE SHOULD EE ADDRESSED: (a)
THT MIPICAL PSTAZLYSEMENT REPRESPYNTED EY PHYSICTANS
SEANLD BY MAIT AYARY OF THY CONSTRUCTIVE ROLT PARA-~
MEDICAL TYCENTRTAMG CAN PTAY T4 ~EE DiLIVERY OF
STATTP CARE, AND (P) FYMALE TECENICIANS SHOULD IX
DTPICYER ANTQUATELY.

€. STUGGEST HMISSION EZYPLORE OPPORTUNITIES TO USY
;;crss PROPERTT IN TEIS PROJECT. EAIC
aTESR
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5C(2) PROJECT CHECKLIST

tisted below are statutory
criteria applicable to projects.
Thie section is divided into two
parcte. Part A. includes criteria
applicable to all projects. Part
B. applies to projects funded
from specific sources only: B.l.
spplies to all projects funded
with Development Assistance
FPunds, B.2. applies to projectu
funded with Development
Assistance loans, and B.3.
applies to projects funded from

BSP.

CKROSS HEPERENCES: 1S COUNTRY
CHECKL1ST UP
TO DATE? HAS
STAHDARD 1TEM
CHECKLIST BEEN
REVIEWED POR
THIS PROJECT?

A. GENERAL CRITERIA FOR PROJECT

1. FY 19€2 Agg:og:iatxon Act
Sec. 532: fAA Sec. 4A}

Sec. 633(b).

(a) Describe _.ow
authorizing and appro-
priations committees of
Senate and Houae have
been or will be notified
concerning the project;
(b) is assistance within
{Operational Year Budget)
country or international
organization allocation
reported to Congress (oI
not more than §1 million
over that amount)?

2. FAA Sac., 6ll(aj(l). Prior
to obiigation 1n exCess

of $100,00, will there be

ANNEX B
Pags 1

Yas

Yes

(s) Congressional Notification
and Congressional Presen-
cation

(b) Yes, assistance is wvithin
the 1982 operational year
budget.
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(a) engineecing, finan-
cial or other plans
Necessary to carry out
the assistance and (b) a
reasonably fizm estimate
of the cost to the U.S.
of the ussistance?

3. PAA Sec. 6ll(a)f(2). If
fuaccher IogxnIacIvo

4.

action is required within
recipient councry, what
is basis for reasonable
expectation that such
action will be coapleted
in time to permit orderly
accomplishaent of purpose
of the assistance?

PAA Sec. 611(b); PY 1982

A%Etogczatlon Acet 56C.

S0l. If for water or
water-related land
regourca construction,
has project met the
standards and criteria as
get forth in the
Principles and Standards
{uz Planniny WateZ and
Kelated Land ResourcCes,
dated October 25, 19732
{See AID Randbook 3 for
nev guidelines.)

S. PAA Sec, 6li(e). It
project is capital

assistance (e.g.,
construction), and all
0.S. assistance for it
will exceed $1 million,
has Mission Director
certified and Regional
Assistant Administcator
caken inco consideration
the country's capabilicy
effectively to maintain
and utilize the project?

Yes

Bo further legislative
setion is regquired.

' .‘.

Yes, the Misaion Director
has signed a FAA 611(e)
certification.



7.
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FAA Sec. 209. 1Is project
susceptible to execution
as part of regional oz
multilateral project? 1If
80, why is project not so
executed? information
and concluasion whether
assistance will encourage
regional development
programs,

FAA Sec. 601‘&5.
Informacion an

conclusions whether

project will encourage
efforts of the country
to: (a) increase the
flow of international
trade; (b) foster private
initiative and
competition; and (¢)
encouzage development and
use of coaperatives, and
credit unions, and
savings and loan
associations; (4)
discourage monopolistic
practices; (e} improve
technical efficiency of
induscry, agriculture and
commerce; and (f)
strengthen free labor
unions.

FAA Sec. 601(b!.
Information an
conclusions on how
project will encourage
U.S. private trade and
investmant abroad and
encourage pravate 0.S.
participation in foreign
assistance programs
(including use of private
trade channels and the
sezvices of U.8. private
entecrprise).

ANNEX 3
Page 3

Project is nmot susceptidble to axecution as
part of a regional or multilataral .prejscc.
Other donors, specifically WBO and
UNICEP, are financiag components of

‘the GOP's Basic Haslth Services

Program as separate projects. Assistance
vill not encourage regional developmant
programs.

Fo significent effect in thase
areas is expscted.

Many of the goods and services
procured uader this Project will
have their source snd origin in the
Uniced States and will be procured

in accordance with A.I1.D. competitive
procurement procedures.
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9. PAA SecC. slng)l 636(h);
AEErog:;atxcn

ACt SecC. . Dws&Crlbe
stups taken LU assUle
that, to the maximume
extent possible, the
country is contributing
local cuzrencies to meet
the cost of contractual
and other services, and
foreign currencies owned
by the U.S. are utilized
in lieu of dollars.

10. PAA Sec. Glzgdz. Does
the 0.S5. own excess

toreign currency of the
counccy and, if so, whac
arrangements have beean
made for 1ts release?

11. PAA Sec. 60i(e). Well
the project utilize

competitive salectisn
procedures Zfor the ™~
awvarding of contracts,
except where applicabla
procurement culas allow
othervise?

12. PY 1982 Appropriaticn Act
SecC. ¥31. 1f assistance

is for the production of
any commodity for export,
is the commodity likwly
to be in surplus on world
markets at the time the
resulting productive
capacity becoues
operative, and s such
assistance likely to
cause subatantial injury
to U.S. producers of the
same, similar or
competing coamodity?

13. i1l18(c) and (4.
%%o- the project comply

with the envictonmental
procedures set fo th :n
AID Regulation 167 Does

ANNEX B
Page 4

The S0P will comcributs the equivaleat
of spproximately $35.8 milliom ia local
curreacy during the life of che project
vhich ia 64 percent of the total cost
of che preject.

The Mission Directcr has certified
the disbursement of U.S. dollars ia
lisu of U.S. Treasury-owaed excess
tupees to cover local costs under this
project. This action is corsistent
vith one of the major ob!cn:ivna of

to Pakistan which {s to mximise
the balance of psymsnts impact of the
Prograa.

Yes, but the use of these fupess is not
appropriate for this Project.

Yes

KA.

Yes
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the project Or program

take into consideration

the problem of the des- H.A.
truction of tropical

forests?

14. FAA 121‘6%. 1f a Sakel
project, has a determina-
tich been made that the
host government has an
adequate system for
accounting for and
controlling receipt and
expenditure of project
funds (dollars or local
cuccency generated
therefrom)?

'.AI

B. PFUNDING CRITERIA POR PROJECT

1. Development Ansistabce .
i) uiuu{ crlrerla™™"" This is an E.S.F. Project

a. PAA Sec. 10z(bj, 111
113 a). Extent to
which activity will (a)
effectively involve the
poor in development, by
extending access to
economy at local level,
increasing labor-inten~
sive production and the
use of appropriate
technology, spreading %.A.
investment out from
cities to small towns and
ruzal areas, and insuring
wide participation of the
poor in the benefits of
development on a sus-
tained basis, using the
appropriate U.S. insti-
tutions; (b) help develop
cooperatives, especially
by technical assistance,
to assist rucral and urban
poor to help themselves
toward better life, and



otherwiae encourage
democratic prcivate and
local governmental
inscitucions; (c) support
the self-help efforts aof
developing countries; (d)
promote the particapation
of women in che national
economies of developing
countries and the
improvement of woaen's
status; and (e) utilize
and encourage regional
coopezation by developing
countries?

104 . Does the
ptagcct Qx: the criteria
for che type of funds
(functional account)

being used?

c¢. FAA Sec. 137. 1Is
emphasis on use of .appro-
priace technology
{(relatively smallecr,
cost-saving, labor-using
technologies that ace
general.y MOSt appro-
priate for the small
farms, small businesses,
and small incomes of the
poor)?

d. FAA Sec. .llG(a). Will
the recipient country
provide at least 25% of
the costs of the program,
project, or activitiy
with respect to which the
assistance is to be
furnished (or is the
latcer cost-sharing
requirement being waived
for a “telatively least
developed® country)?

N.A.

u.‘.

N.A.
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e. r_Ae_ﬂ_c__l_}Ei.*,&

Will grant capita.
assistance be disbursed
for project over more
than 3 ycats? 1lf so, has .
justification satis- K.,
factory to Congress been
made, and efforts for
other financing, or is
the recipient country
°relatively leust
developed®? (M.O. 1232.1
defined a capital project
as "the construcction,
expansion, equipping or
alteration of a physical
facility or facilities
financed by AID dcllar
assistance cf nct less
than $106,000, including
related advisory,
managerial and training
services, ard no:t under-
taken && part of 2
preject of & predGie-
inantly teclinhilcal
assiscance character.

£. PAA Sec. 122(b). Does
the activity give
reasonable promise of
contributing to the
development of eccnomic
resources, or to the
increase of productive
capacities and self-sus-
taining economic growth?

N.A.

g, FAA Sec. 2biiizj.

pascrioe extent ts which
progtnn,rccognizos the

particular needs,

desizes, and capacities B.A.
of the people of the

country; utilizes the

country‘s intellectual

rescurces to encourage

Best Available Document
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inscisutional developwent;
and suppores civil
educatcion and urzining in
skilla zsguared Zos

affaccive Narcicizacsion in
Jovernmans 1l QLoCeL3ad
‘&3‘35.3- -0 JM&-";&".““&“U.

2, GSmyelopment AKSigTince 279798°C =iis is an E.5.F, Fzaject

- ™
Ay
Critecia (Loans gnly;

&. -PAA Sec. 122(55.
information and conclusion
on capacity of the country 5.A
to cepay the loan, at a e

reasonable cate of interest.

B, T 3es> S22, I°f
n;s-s:aa:a 28 o580 any
sTuGuUIC LY en:u:;:zae wnich
Jx;l conpa wish U.S. N.A
m“Ci:p:LSQS, 18 =naza aa 'R

2greenent Dy the racipienc
country tC pravant s&xport
to the U.5. of more than
29% of the encerprise's
aanual pccducticn duiing
the life of the loan?
ISDCA of 1931, Sec. 724
(S an ]
Nxca:agua, doas the loan

agreemant raquire thac the

funds be used to tne H.A.
maximum extent possible for

the private sector? Does

che project p:ovido foc

monitocing under JAA Sec.

824(9)?

3. Economic Support 2uad
oroject Criter.a

a. FAA Sec. 53lia). Will Yes. 3y reducing infanc
this aSS18tAnce promote sorcality, and thus promoting
econoaic or political reduced ferciiity, the project
will concributs to the reduction

&




«9a

stabilicy? To the extent
posgibls, doeg it reflect
the policy directions of
PAA Section 1022

PAN Sec. 531icy. Will

AS8LSnaANe und2v this
cnapter be used for
military, or paramilitary
activities?

FAA Sec. 534. Will ESP

funds be uscd to finance

che conatzuction of the
operation or maintenance
of, or the supplying of
tuel for, a4 nuclear
facility? 1If so, has the
yrusident certified that
LUChH usw Gf funcds 13
indisnenseble to
nonproiiferation
cbjectives?

FAA Sec. 609. 1If

commodities aze to De
grante¢ 3o that sale
proceeds will accrue to
the recipienc country,
have Special Account
(counterpart)
arrangements been made?

by, 4

Page 9

of the populacion growth rate,

and thereby faciiicate the achievesenc
af the GOB's development goals as chey
relate to economic stability.

Yas.

No

R .A.

Best Available Docuaieiin
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s
agir

Casle t LISAIDPAK HEADQUARTERS OWIC3
{SLAMABAD

URITED STATES AGENCY FOR INTERKATIONAL BEVELOPMERT
MISSION TO PAKISTAN

THE OIRECTOR

PRIMARY HEALTH CARE PROSECT
¥AA SECTION 51l(e) CERTITICATION

1, Donor M. Lioa, the principal officer of the Agency
for International Developmant in the Islamic Republic
of Pakistan, having taken into account, among other
things, the maintenance and utilizacion of projects
in the Is.amic Republic cf Pakistan previously financed
or ascisted by the Unitec States, do nereby certify,
pursuant tu Section t1i(e) oS the Foreign Asslstance
Act of 1961, ae arended, that. in @? judgement, the
Islamic Republic of Paristan nas both the financial
capability and the human rescurces capabilicy to
effectively implement, utilize and maintain the
proposed ?rimary Healrh Care ProlectT.

This judgezent is Dased upc. z=e oroiecst analrsLe as
detaiied in the Primary Healch Care Project Paper
and is subject to che conditions imposed therein.

Sewr nd 1942
Date
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UNITER STATES ASENCY FOR INTERNATIONAL DEVELOPMENT
MISSION TO PAKISTAN

O TN

Ceble 1 USAIOPAXR WEADQUARTERS OFICS
ISLAMABAD

THE DIRECTOR

PRIMARY HEALTH CARE PROJECT
FAA SECTIOR 612 (b) CERTIFLCATION

A majoxr purpose of the $1.625 billion economic assistance
program negotiaced bectveen the governments of the U.S.
and Pakistan, acknowladged by both governments and &
primary reason for both governments having decided to
develop an economic assistance package, is to provide
balance of payments assistance to Pakistan.

I have carefully reviewed the advisability of disbursing
U.S.. dollars in lieu of 17.5.-owned excass foreign currency
to pay for local coscs of projects being implemented in
Pakistan. In light of the U.S. Government's objectives
concerning the program, 1 have decermined that it would be
Yrojudicial to U.S. interasts and goals to pay for all
ocel currency costs wich U.S.-owned rupees. Sucn a
procndure would prevent the U.S. from providing the
maximum amounr of balance of payments suppott under the
economic assistance package, and would consequently
undercut one of the basic objectives of the program.
The objective of providing bs.ance of payments assiscance
to Pakistan can bast be achieved by disbursing U.S. dollars
to pay for local costs of the progran. Section 612(b) of
tYe Foreign Assistance Act of 961, as amended, authorizss
tue administrative official & roving the voucher to
determine that local costs vigt be funded wich direct
pavmenc of dollars for the program. Pursuant to this
provision, Handbook 19 recuires cthat the Mission Director
(or UWis designee) make a determination a¢ to the reason
in any inscance where U.5. doll&TS are usec {digbursed)
when U.5.-owned foreign currency {s availatble. WYhere
dollars are used for tocal cost financing, therefore,
USAID/Pakistan will make disbursements to tha COP in
U.S. currency.
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FAA Section 612 (b) Certification (Continued)

In view of the above rationale, I, Donor M. Lion, principal
officer of the Agency for International Development in
Pakistan, pursuant to Section 612(b) of the Foreign
Assistance Act of 1961, as amended, do hereby certify

the need ro disburse dollars to cover local currency

costs in lieu of using U.S.-owned excess Tupess under

the Primary Health Care Project.

Von b Zem

onor M. on
Director
USAID/Pakistan

-~

/f LT, er>
ate
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sgmunisation prograzme and chemicals for oral rehydration
salce.
&4, The Government of Pakistsn sssures the Uauited
States Goversoeat of its full cooperation in carrying out
the Primary Healch Care Project. The manpower, financial
and other inpucts required of us will be provided in an
expeditious memnar. |
3. We losk forward to a continued, combined effort
hyboﬂloutmuuyuuupmundmucm

programme for the peopls of Pakistan,

Yours sincerely,
( EJAZ NAIK )

Dr, Donor . Liom,
Director,

USAID Mission,
Islamabed .

\3\
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ann Bghpe 22F

~ 22ma832 AUG E7

T aVTMPASSY ISIAMAPAT

*0 SFC5TATF VASRDC IMMEDIATE 897¢

ap

UMCLAS ISLAMAPAD 11838

ATTAC

$c% ASIAZPD:VAN RAALTE: ASIA/PNS, BRASHICH

T .C.12356 Y/A

CTFJTCT: PRIMARY BRALTH CARF PROJFCT (391-0475):

- DPRAST CONGRESSIONAL NOTIFICATION

1. TRIS CAPLE TRANSMITS CRAFT LANGUAGE POR TFE C.N. FOR

TRY SURJECY PRCJECT. PISSION WOULD APPRFCIATF YOUR

PPOCFSSING PRIS C.N. ASAP AND ADVISING US WHEN FIFTEFN-

TAY WAITING PFRICD EXPIRES.

2., ACTIVITY DATA SHEET:

FOUNTPT: PATISTAN

mITIFs PRIMARY REALTH CARE

UMAETR: 391-0475

4TW GRANT FUNLS: ESF

PPIOR RFFERENCF: NONE

tncPOSED CRLIGATION: BY 82 - 3,770,200

- LOP -28,C¢0,200C A
[MITIAL CBLISATION: FY €2 3
r2~{MATET FINAL ORTLIGATICN: FY @5 Q
TI7IMATEL COMELETION DATE OF FRCOJECT: FY &7 £§
7 NADRATIVE IS AS FOLLOWS: b |
2roPOSF: T IMOPOVF TEE GUALITY ANT EXPAND THE COVERAGE O
»= PRIMARY HEALTH CARE SERVICES IN THE PURAL AREAS. o
wACYGROUND: PAKISTAN’S ESTIMATED POPULATION F E3.7 ()
“ILIION (MARCP 1SP1) IS PREFTOMIMANTLY RURAT, POOR ANT

ILITTERATE. THERE ARE RCUGKLY 45,020 VILLAGES CONTAINING ,S!
«ECUT ~2 DERCFNT OF TPF COUNTRY’S PFOPIF. TFY FXISTING

anKTIC AND PRIVATE BEALTH SYSTEZMS REFLECT A PATTERN FOUND 'El
fv MANY LEVFLCPING COUNTRIFS. ALL TYPFS OF FACILITIFS

sHD MANPCYFR ARE SCARCE AND ARE HEAVILY SKFWED TOWARD =
"DEAN ARTAS. MOTFRN FFALTR SERVICES FXTPND TC PERPAPS E;
¢¢ LITTLE AS % PFRCINT OF THE RURAL POPULATICN. AS A >
RF5I'LT, TRE CROLT LPATF RATE IS 14 PER THOUSAN

FSFUTLATICN, ANC AN INFANT MORTALITY RATE OF 108 PER .
TRONS AND LIVE RIRTHS ACCCUNTS FOR AROUT 1% PERCFNT CF

~3% CDULE DFATE RATE. TWENTY PERCENT OR 708,200 OF THE jg
(KTTTREN THAT ARF 3BORN FACE YFAR DIY PEFORT THE AGF OF 45
TTU%. THE PRINCIPAL INFANT XILLERS ARF LIARRHFAL ANC

2TsT1AATORY DISEASES, YHICH ACCOUNT FOR ABCUT 6@ PERCENT [
rs ALl INFANT DYATHS. IN 1877, THKF GOVERNMENT OF

3;XISTAN (GOP), RECCCNIZING THAT IT WAS IMPOSSIBELF TO

rIFELY TPIS SITOATION WITH PRYSICTAN - PASED MEDICAL

MHUATARRTFTITD TSTAMARAD 11874

\%’\
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1/2 UNCLASSITIXD SLAMABAD 21834

£ 4RT, LAUNCHET A RURAL HEALTH PROGRAM WITH A.I1.D.
s3iSJSTANCFT. TRY PROGRAM WAS FASFD CK TFRFF=TIFRED
TTTGRATED RORAL BYALTH COMPLEXES STAFFFD WITH A NEW,
<TITTR-PRFPARET TYPE OF FARAMEDIC, TET MECICAL TZCENICIAN
reey. TN THIS SYSTEM, DCCTCRS AND MT ASSISTANTS AT A
=rRaT HFALTH CENTF? SUPPRYISF AND SUPPORT MTS IN
SATFLLITF BASIC BRYALTH ONITS, SERVINC POPUIATIONS OF

2 pag TO 17,080 TACH. THISE MTS IN TURN RECRUIT, TRATN
AV SUDFRVIST VCLOUNTARY COMMUNITY RFALTE WCRZERS(CHWS)
WE~ RFATLF ANLC VORX IN NEIGHRORING VILLAGES. TaY
crePnICAL FEASIRILITY OF 14IS APPROACH OF USING PARAMEDICS
re PpCED ON THE PACY THAT FEWER THAN i@ SIMPLE AcALTE
PEORPLTMS COMPRISE BALT OF ALL PATIENT VISITS IN RURAL
23645 1N PEVELOPING COUNTRIES. PREVFNTIVF MEDICINE IS
§7S~ STRFISSFD RECANSE MOST COF TRE ILLNFSSES IN RURAL
DATISTAN ARF THE RESULT CF POOR ENVIRONMENTAL CONDITIONS,
NAMFLY, [ACK OF SANITATICN, INATEQUATE SHZLTEIR, POOR
PERSONAL BYGIENE AND INALEQUATE NUTRITIOM. THE PREYVIQUS
».1.T. PRCOJFCT ACHIEVID THR POLLOVING 1 (1) 1T PIRMLY
¥STARITSRED THE CONCEPT THAT PROPERLIY TRAINED PARAMIDICS
FCOLT PROYINE PPFRCTIVP SIMPLE CURATIVFE AND PREVYENTIVF
aTALTR CARE: (2) A SIX-VCLUME, COMPETENCY-BASED
CPREICTLOM POR MEDICAL TFCENICIANS WAS DEVFIOPYD AND
ARAPLED AND RESULTED IN 1EE FCRMATION OF SIY OPERATIONAL
= w2- avpALTE COMPLYXFS: AKD, (3) 27 MT SCACOLS WFRE
7:Ta9TISAED TAAT BAVE CONTINJUED TO FUNCTION FFFECTIVFLY
ATTER 2.1.D. ASSISTANCF TFRMINATFR. THF PROPOSEL PRCJECT
“Ili BUILD ON TBE ACCCMPLISHMINTS OF TEFR PREVINUS A.I.D.
PRCJFCT.

a%AJFAT PESCRIPTION: THE PROPCSFD FIVF-TFAR PROJFCT VWILL
=20¥ITF LCLS 2@ MILLICN IN ESF GRANT FUNDS TO [MPROVE,
TTEAND ANT INSTITUTIONALTZF THF FRIMARY BPALTE CARF
iTeBLACE PRAT WAS DFVELOPFD UNLFR THEFP PRRVIOUS A.1.C.
PRCITCT. TPIS PRCJECT ¥ILL BF COCRDIXKATED ANT DIR7CT?
ay NTWLY CRFATFD PIGH LEVFL PCLICY COMMITTIFS AT THE
TFTFRAT AND PRCVIVCIAL DFPARTFMFNTS C FRFALTP. TLE
ORCJFCT WILL FINANCF ¢ (1) TYCHNICAL ASSISTANCE IN
MANAGFMTNT ANT TRAINING AT PCTR LFVELE CF GCVRRNMENT )
(2) TOF CONSTRUCTION AND EQUIFPING OF 13 CCMSOLITCATIT
MT SCPOCIS TC RYPLACE THT PRESFNT MATFSAIFT FACILITITE ]
{*) TPANSLATICN PND PUBLICATICN OF A REVISED CURRICILUM
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15T THE PUYCHASE CF RELATED TRAINING AIPS; (4) SIMPLE
MSTTCAT CITS ANL UNIPORMS FOR FIRLD W RKF 57 (5) DPFSIGN
14T PIOCYREMENT CF LOW COST TRANSP RT PO MTSi (=) A
“TILAGF YEVFT, RFALTR RDUCATION CAMPAIGN; (7) A PILOT
nzc* 0F SCLAR-POWERED TWO-WAY RADIO COMMUNICATIONS IN
STTREATED RURAI REAITH CONPLEYES; (2) A CONTINUING
PECARME CT TN=COUNTRY MANAGFPMENT AMD TRAINING SFMIMARS
An™ 'SORYSBOPS; (S) OVERSFAS SHCRT-TFRM TRAINING FOR
370CIRAY MANAGEYRS ANT TECSNICTANS? AND, (1@) VACCINES
T, FALYSTAN’S FXPANDED TROGRAM OF IVMUNIZATION FOR

TRILCNEN & ANT ONLER,

tnF opCJTCT IS TESIGNED TO: (1) CORRECT FXISTING WEAY-
NTITTT [N PROGRAM MANAGEMFNT, SUPFRVISION, TRAINING ANT
SoFUATIONS IN ORLER TO ESTARLISE A STSTFTM IN TRE MAJORITY
0r PAXISTAN’S €7 LISTRICTS WHICH IS CAPABLF OF FFFECTIV
7FCRUITING, TRAINING, SUPFRVISING IN SUPPCRTING FFALTE
CARF WORTFAS IN THE RORAL AREAS ALD ¥NICH CAN BE READILY
FIFANDED; AKT, (2) TO RFCRUIT, TRAIN AND RFTAIN INCRFASING
NU¥BTRS OF FFPALE MPS AND CHWS IN ORDFR TO PSACH TFE

wNsT CRITICAL TARGET POPOULATICN ~ WOMPN AND YOUNG
CPTLIRFN. FYMALE AFATTH WCRYFRS ARF FSSENTIAYL BPCAUSF,
{4 THY PAXISTANI CULTURE, RURAL WOMEN SFLDOM CONSULT

“YIT SPATTR YORYFR. A MASELIMF SURVEY TC MORF PRECISFLY
wSASYRE THT IMCIDFNCE OF SFLFCTED DISFASES, & SPFrIAL
#17-03CJFCT DOUPLT ROUNT SURVEY TO MFASURE THF EFFECT.

~% wuv DPp{~ARY FFALTR CARE PROGRAM AND TYF FYPANDED
€7C3TAF CF IMMUNIZATION CN NEFONATAL MORTALITY, MAL-
MUTHITICH AND TP® IMMUNIZATION STATUS OF CRILDREN UNTFR
ZIYF, ANT AYNOAL EVALUATIONS WILL PF CONTUCTYD.

RTIATICNSRIP CF PROJFCT TC A.I1.D. COUNTRY STRATFGY: T2F
4.1.T. STRATEGY FOR PASISTAN HAS THE DUAL OBJECTIVES OF
OTTOING PAZTSTAN 7O FOLFIL TFF BASIC ROMAN NFFDS OF ITS
DPFOPLT ANT' TO ATLRESS THF COUNTRY S FORFEIGN EXCRANGE
“TzCS. TAIS PROJECT WILL ACHIEVE BOTH OBJECTIVES BY
"ZERCYIYG AND FXPANDING THF AFALTF CARF SYSTFM SO THAT
fRE RURAL POPDLATION WILL HAVE ACCESS TC ADFQUATE AND
TETIARYT BASIC PTALTF STRYVICPS AND RY RINANCING TOCAL
PCSTS FOR SCHCCL CONSTRUCTION, PAKISTANI TECANICAL
STYISORS AND LOCAL COMMOLITIES. ©°FCENT °FSEARCH, BOTH

.4 PATISTAN AND FLSEVRERY IN THE DFVFLOPING WCRLD,
TVTICATES THAT PARENTS WBO EXFERIENCE SIONIFICANT CHANGIS
.M ?PT PRCEARTLITY CF CYYTLD SCURYIVAL ALTVR TRFIR FFRTILITY
PFRAVICP ACCO®DINGLY AFTER A PFRIOD OF TIMF. THUS TARIS
294 J¥CFT SBCULT CONTRIEUTE TO THE FERTILITY RFDUCTION

TCAL CF ALT.D.’S T¥C POPYLATION PROJERTS IN PARISTAN.

™HF PROJECT WILL ALSO SUPPORT THE MALARIA CONTROL PROJECT
oY TYPANLING TRI CADRF OF VCRYFRS CAPARNLY OF TAKING SLIDFS
TN TCCUMENT OR VERIFY MALARIA CASES AND TRFATING THI
DISTACY, IN APCITION, TPP PROJPCT IS COMPATIRLE VITH
A.1.7.°S PESITT POLICY YPICH PLACFS HIGHPST PRIORITY OW
PR IMARY REALTH CARE.

DEMTPICIANIFS: TR PRIMARY LIRFCT NENEFICIARIZS OF THIS

FOCJFCT WILL PF APPROXIMATPLY 2,0€9,P00 RURAT PYOPLE
(INCLYDING SOMT 200,Ad¢ CHILDRFN UNDF® THF AGE 07 5) WHO
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ANNEX F
¢t SCRCOLS WITH BOSTELS CONSTRUCTED 13 Page 5
TEORTASTT NOMPFR CF FYMALF
»Te AN[ CHWS AT LEAST 4@ PERCENT
OF ALL MTS AND CHVWS
4.2.T. FINANCED INPUTE LIFF OF PROJECT
- , (pots eea)
~TCaNTCAL ASSISTANCE 1,4E7,000
mIAINING 4,54%,000
CLYmeTITIES 4,618,e¢?
CGNSTRNCTION 6,102,000
STSTARCP AND EVALUATICN a7 ,eee
TCTAL 20,000,000

r.S. TIMANCING

sRCPOSEN ¥Y 1GEC: OPLIGATIONS - 3,700,000
FUTURF YFAR OBLISATIONS 16,320,290
TSTIMATFT TOTAL COST 20,000,0€0

FRINCTPAL CONTRACTORS OR AGFNCIPS ¢
17.¢. AFALTR SPFCIALISTS AND PAKISTANI EFALTH CONSULTANTS

AMT ARCEITFCTURAL AND ENGINEERING AMD CONSTRUCTION
FOMNTRACTNRS SFLECTED IN ACCORDANCE WITH A.I.D. COMPFTITIVF
FROCDIFMENT PFOCEDURES. SPIEPS

=T

#127%
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ACTION MEMORANDUM FOR THE ASSISTANT ADMINISTRATOR

FOR ASIA
From: ASIA/PD - G. Reginald Van Raalte
I. PROBLEM

To obtain a source/origin waiver from A.I.D. Geographic
Code 000 to A.I.D. Geographic Code 935 (Special Free World)
to permit the purchase of 10 diesel, right-hand drive
pick-up trucks, and 18 diesel, right-hand drive 12-passenger
vaus and spare parts for the Primary Health Care Project
(391-0475).

II. BACKGROUND

A.
B.
C.

G.

Conpzarating Country
Geographic Code

Name of Commodity Importer

Description of Commodity
Sought

. Manufacturer of Commodity

Sought

Approximate Value of
Commodity Sought

Nature of Funding

: Pakistan
: 000 and Pakistan

: USAID/Pakistan or an

organization contracted
by USAID/Pakistsdn

: 10 diesel, right-hand

drive pick-up trucks, and
18 diesel, right-hand
drive 12-passenger vans
and spare parts

: Most probabiy Toyota,

Mazda, or Datsun since
adequate gpare parts
and maincenance and
repair capability exist
in Pakistan for these
Japanese vehicles

: 10 pick-up trucks and

spare parts 25$10,000
each = $100,000

18 vans and spare parts

@ 513,200 each =
$237,600

Total: 32474800

: Economic Support Fund Grant

131
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H. Procurement Origin Most probably Japan

I. Procurement Source : Moast probably Pakistan

J. Is the commodity sought Bids will be solicited

g;:: ;n:°::u;§e§r°m more from multiple distributors

III. DISCUSSION

In the previous A.I.D.-financed Easic Health Services
Project, lack of fuel efficient transport for Primary
Healrh Care workers resulted in severe management problems
particularly in the areas of supervision and training. In
order to address these problems, transport vehicles will
be provided under the Primary Health Care Project for two
important activities : (A) to facilitate the practical
field phase at Rural Health Centers of the mid-level
health worker(medical techmician) training program by

roviding one to two right-hand drive 12-passenger vans
or each of the 13 new consolidated medical technician
craining schools which will be constructed or renovated
under the Prcject; and, (3) to facilitate commmication
and effactive supervision at all levels of the Primary
Heslth Care Program and to provide appropriate transport
for equipment and supplies and field workers as necessary
by expatriate and local consulcancs and staZff from the
Fedaral and four Provincial Basic Health Services Calls by
providing ten right-hand drive pick-up trucks (i.e. two
each at the Federal and four Provincial Basic Realth
Services Cells).

Right-hand drive is a necessary safety feature for

vehiclas in Pakistar whcre traffic moves forward on the

left hand side of the road and hazardous conditions exist

due to poor driving practices, little regard for general
safety procedures and traffic laws, and poor driving conditions.

Another important consideration in vehicla procurement relates
to the maintenance and repair capability and the availability
of spare parts for vehicles in Pakistan. Due to considerable
imports of Japanese-made vehicles into Pakiscan, an

extensive service and repair network and an adequate spare
parts inventory exist for Japanese vehiclas throughout the
country. There is no such comparable maintenance and

repair capability and spare parts inventory for U.S. vehicles
in Pakistan particularly in the isolated rural areas where

the Project vehicles will be used. Such services are
essential to ensure that vehicles can be adequately maintained
to facilitate the timely movement of personnel and trainees
throughout the country for successful and timely Project
implementation.

o’
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At the present time, the American Motors Corporation(AMC)
1{s the only U.S. automobile company which manufactures
right-hand drive vehicles as part of its regular vehicle
inventory. AMC does not currentlz manufacture the right-
hand drive passenger vans and pick-up trucks with the
specifications required for this Project.

IV. JUSTIFICATION

Section 636 (L) of the Fereign Assistance Act of 1961,
as amended, requires A.I.D. to procure U.S. manufaccured
vehicles but allows for special circumstances that may
justify waiving this requirement. A.I.D. Handbook 1,
Supplement B, Chapters 4C2d and SB4d (2) set forth apecial
circumstances under which a waiver may be justified. The
circumstances which pertain to this waiver request are the
inability of U.S. manufacturers to grovide a particular
type of needed vehicle, i.e. right-hand drive, the lack
of adequate service facilities and supplies of spare
parts of U.S. manufactured vehicles, and che unavailability
of the commodity from any countries (U.S. and Pakistan)
included in the authorized geograpbic code. Handbook 1,
Supplement B, Chapter LCZd(%) and Delegation of Auchority
No.40 authorize the Assistant Administrator to waive source/
origin requirements in this instance.

V. ACTION REQUESTED

For the above reasons, it {3 recommended that you :

A. determine chat pursuant to the waiver provisions of
Handbook 1, Supplement B, Section 4C d, a walver of source/
origin requirements is justified, and hereby authorized, to
permit the procurement of 10 right-hand drive, diesel,

Yick-up trucks and apare parts and 18 righc-hand drive, diesel,

2-passenger vans and spare parts valued ac $337,600 from
countries included in A.1.D. Geographic Code 915 and,

B. certify, by signature below, that, pursuant to Section
SB4c of A.I1.D. Handbook 1, Supplemenc B, axclusion of
procurement of these Project vehicles from Free World
Countries other than the Cooperating Country and countries
included in A.I.D. Geographic Code 361 would seriously

ade the attainment of U.S. foreign policy objeccives
and the objectives of the foreign assistance program.

Approved

Disapproved

Date
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3d1783 STATIS AGENCY 798 1ATERAATIONAL DEVELSPRINY
MISSION TO PAKISTAN

apyr

Ceble t USAIDPAR MNEADQUARTERS OPFICE
IBLAMARAD

THE DIRECTOR

USAID/PAKISTAN MISSION DIPECTOR'S WAIVER FOR A.I.D.
PAYMENT OF INTERNATIONAL PARTICIPANT TRAVEL COSTS

A.1.D. Handbook 10, Chapter 15B1, provides that the cost
of international travel, including incidental costs
en.route as well as the cost of travel between the
participant’s city and the points of departure and
return in the participant’'s home count™v, shall be paid
by the hoat govermment Or other spcnsor unlass, in the
case of Misslon-funded prugrams, the Mission Director
has juscified and authorized full or partial waivers

and has so notified S&T/IT.

Training and insctitution-building are important components
of the 51.625 billion economic ayssistance program
negotiated batween the Coverrments of the U.S. and
Pakiscan. USAID/Pakistan's experience, however, has

been that the Government of Pakistan (:0P), due to

serious foreign nxchange and budgectary constraints, has
been historically unable to fund international travel
coats for short-term training programs. The consequence
has been that Pakistani plrt?ci ants have, on numerocus
occasions, been denied worthwhile and much needed training,
inhibiting the acnlevement of project targets.

I have carefully reviewed che advisability of requiring
full GOP fundinf for travel costs for participant craining
of one vear or less and the alcernative of funding such
travel with grant and loan funds orovided through
US.i1D/Pakistan to the GOP. Reco nizing the objectives

of many of our projects and the %lct that project success
will be enhanced by encouraging opgornunition for short-
term training, I have determined that it would be
prejudicial to U.S. interesCs CO *a uire that the GOP

pay the entire international participant travel costs

for training programs of one year or less.
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Therefore, on all Mission-funded training programs up to

and including one year, USAID/Pakistan shall be responsible

for the entirs cost of the round-trip economy class air
ticket and other necsssary incidental costs en route.
Where & PIO/P has been originally written for a program
of one year or less, but, after the participant has
intriated his or her program, the program is extended

20 thac it exceeds one vear in total, USAID/Pakistan shall
also fund the round-trip tickaet. The juscificacion for
funding proirans that are extended is to minimize
administrative problems which are otherwise likely to
oceur,

On the basis of the above justification and gu:'ulnc

to Handbook 10, Chapter 15Bla, I, Donor M. Liom, principal
officer of the Agency for International Development in
Pakistan, do hersby waive the requirement that the host
govermment fully fund international travel for training
courses of one vear or less and suthorize payment with
USAID/Pakisten loan and grant funds for travel costs as
specified above.

Sonornd L

~Domor H. Lion

Dirsctor
USAID/Pakistan

Aeach tT 17 &2
~Date

W
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PROJECT DESCRIPTION FCR INCLUSION IN

Lot &

A. Background

In 1977, the Government of Pakistan (GOP),
recngnizine trat it wag imoosseible to sdequatelv respond
to the heaich vrobiems In tiie countrv wich a pnvsician-
based svstem of medical car:z, launched a rural health
program invelving rhe uge °f saramadics. The GOP's
program, which received sugport from A.I1.D. under the
Basic Health Services Project (391-0415) between 1977
and 1981, was based on a system of Integrated Rural
go;ith Complexes (IRHCs) consisting of three tiers as

0L1l0WS :

1. a Rural Health Center (RHC) staffed by one male
and one female doctor and male and female medical
technicians (MIs);

2. gatelli=e Basic Heelzh Units (BHUs) staffed by ome
male and on2 female !7T; aul,

3. one rale :nd ona femrle Communicy Health Worker
(CHW), trainad ar.d supervised by the MIs in the nearest
BHUs, and living and working in thair own village to
serve up to 1,000 villagers.

While the previcus A.I.D. Project fell short of its
ambitious objectives, it did achier: the following results:

1. It introduced a cadre of health providers that
was previously non-existent;

2. It firmly established the concept that pro erly
trained paramedics could provide effective, simple,
curative and preventive health care;

3. A gix-volume, competency-based curriculum for MIs
was developed and adopted and, by the end of the project,
a total of 85 MI tutors, 124 MTs. and 55 CHWs were trained
and deployed:

4. 6 RHCs and 24 BHUs were constructed and fully staffed,
resulting in the formation o° 6 operational IRHCs; and,

5. 27 MT training schools were established throughout

the country and have continued to operate even after A.I1.D.
input terminated.

Best Available Document
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The GOP has firmly adopted this new approach to health care
and is proceeding with training of paramedical personnel and
rhe ccnstruction of RHCs and BHUs. However, the GOP recognizes
the need to strengthen the system in the key areas of management,
supervisicn, and training, and to identify -ways to accelerate
the racruitment of female health workers. The proposed

Primary Health Care Project is designed to build on che
accorplishmencs and apply rhe iessons learned from the previous
Ffroject by assisting the GOF in these areas to ilmprove tha
quality and expand the coverage of Primary Health Care ser'ices
in the rural areas. This will be accomplished by:

1. training and deploying significant numbers of female
MI's and CHWs to reach women and children who are unable to
obtain services because of cultural constraints;

2. increasing the management and supervisory capability at
all levels of the health system and institutionalizing &
monitoring system to measure program effectiveness;

3. improving the guality of the on-the-job p.rformance
of che MIs and CHWs; and,

i, promoting community participation in health activities
by an effective outreach program.

As a result of the Project, Federal and Provincial health
authorities will be better able to implement those health
care intarventions which wilil impact most effectively on
diseases of high prevalence or significant morbidity and
mortalicty and to make the RHCs and BHUs truly functional
facilities.

B. Project Goal and Purpose

The goal of this Project is to improve the health status of
the rural population. This will contribute substantially to
the Government's overall objective of social and economic develop-
ment. The Project purpose is to improve the quality and expand
the coverage of Primary Health Care services in the rural areas.
Measures of purpose achievemenc by the end of the project include
the following:

1. In areas served by the Project:

a. at least a 20 percent reduction in infant and
child mortality;

b. at least a 20 percent reduction in moderata to severs
malnucricion; and,

c. at least a 35 percent reduction in deaths due to
dierrheal disease;
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2. 75 percent of the MIs devoting at least halt of
their time to training and supervising CHWs;

3. 80 percent of IRHCs with authorized drugs and
medical supplies available;

4, 75 percent of BHUs receiving at least one visit weekly
from MT supervisors posted at IKHCs; and,

5. 29, 12,7 and 5 or a ctotal of 53 additional operational
IRHCs in the Punjat, NWFP, Sind and Baluchistan, resnectively.

C. Project Outputs

The Project is expected to produce the following outputs
which together should achieve the Project purpose:

1. one Federal Advisory Council and four Provincial
Steering Committees (one per province) established and
functioning effectively:

2. apnroved annual Provincial operational Primary Heelch
Care plans for each province;

3. a planning and management system for IRHCs implemented
with an institutionalized mechanism for continuing analysis
and review of the system;

4. a revised MT curriculum and training materials developed
and translated into Urdu for MTs and CHWs;

5. all currently deployed MTs and tutors retrained in the
revised curriculum;

6. each MT deployed by December 1975 training and supervising
at least 10 CHWs;

7. 13 permanent consolidated MT training schools with hostel
accommodations constructed or renovated;

8. a simple surveillance system designed and in use to
monitor IRHC operations; and,

9. at least 40 percent of all MTs and CHWs are females.

D. Project Components

The proposed Primary Health Care Project will provide
funds in support of an integrated package of five components
which are designed to achieve the above objectives :
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1. Program Management

High level Federal and Prcvincial Advisory Committees
will be created to formulate policy and provide effective
leadership. The Cormittees, project managers, and other
key officials involved in the ?rimaxy Heaith Care aystca will
be cupported snd strenzthened by : loug and skocrt-term
expatriace and Pakistani ronsultancs: management workshops
for paerscanel at wil leveis; psrticipant training in the U.S.
and third countries; and in-country observational visics.
Provincial operaring pians, manigexzent systems and procedures,
end operating manuals for RHCs and BHUs will be developed as
a part of this process.

2. Madical Technician and Community Health Worker Training

Long and short-term U.S. and Pakistani training advisors
will assist GOP health officials to revise the curriculum and
to develop rraining materials, both of which will be translated
into Urdu, for both MTs and CAWas and to design and conduct
training workshovs, inciuding in-service workahops for deploved
¥Ts. Participanc training 1z the U.S5. and third countries will
be provided for key personnal. Thirteen consolidated permanent
MT schools will be comstructed or rehatilirated, furnished and
equipped, and provided with transport. Hostels will be built
at each school for male and female students, the latter being
especially important for the recruitment of females.

3. Program Operations

In addition to improved manaiemenc and training inpucs,
the performance of MIs and CHWs will be anhanced by the provision
of suitable uniforms, medical kits, and low-cost transport
(probably a motorized bicycle). A health promotion and education
campaign will be designed znd {mplemented to ennance the status
and acceptance of field workers and to fcster commmicy

avarenegs and participation in the health system.

4. Research and Evaluation

Field studies will be undertaken at the beginning of che
Project to provide baselihe data on the prevalence and associated
mortality of selected diseases to be used for a major and of
project evaluation of program effectiveness, which w'll be conducted
jointly by the GOP, WHO,.UNICEF and A.I.D. Other research to be
undertaken during the Project will include the collection of data
on mortality trends of children 0 to 4 vears of aze in selected
areas served bv the Proiect and resesrch on recurrent costs. In
addition, Proiect progress will be assessed annually in
evaluation workshops involving Federal and Provincial health
personnel, Project staff, and representatives of A.I.D. and WHO.

W
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5. Accelerated anded Program of

Tmounization )

As one of three accelerated interventions in health,
the Government is launching an Accelerated EPI, a two-year
effort designed to imrunize 15 miliion young children sgainst
six greventable diseases that cause about 33 percent of all
deaths in children under five. The Project will support this
effort by £inancing eguipment for the production of LPT vaccine,
vaccines, and simple cold storage equipment. In additcion, funds
will be provided to procure chemicals for the preparation of
oral rehydracion selts.. This aseistance will be provided in
a manner that will reinforce the Primary Kealth Care Project's
long-term institution-building objectives.

E. ngllmsntation Plan

1. A.1.D. Re:gontibilicics

A.L.D. will be respansible for: (a) contracting with all expatriate
and Paldstani advisors; (b) procuring all off-shore project-financed
vehicles and comrdities and other ~ormodities 2s agreed to by the GOP and
A.I.D.; (¢) concracting with a Pakistani Architectural and Engineering (AAE)
firm to_design and qunvise1iuzcaun:ucthxxcr:n!mwation‘ofthducal
Technician training schools; (d) contracting with Pakistani
firm(s) to construct or renovate the schools; (e) financing
all costs of in-country training workshops, the translation
and printing of tralning materials, and research studies;

(f) arranging for shorct-term training in the U.S. and other
cduntries for selected participants; and, (g) providing
sufficient staff to participate in the scheduled Project
evaluations and to liaise with appropriate Federal and

grogincial Government agencies in the implementation of this
roject.

2. Federal and Provincial Government
spons ities

Project activities will be implemented by the four
Provincial Departments of Health under the overall guidance
and direction of the Federal Ministry of Health.

The Federal Ministry of Health will be responsible for:

(a) preparing a plan of operations for the life of the
Project; (b) establishing a Federal Advisory Council for

the Project; (c) ensuring that ics Basic Health Services Cell
{s fully staffed; (d) coordinating all in-country training
workshops and seminars; (e) contracting in the first

Project year with an appréoriate Pakistanli firm to desien
aoprooriate transvort for MTa. visual ctraining aids. other
training materials and MT and CHW promotional materials;



(£) distributing project-financed equipmant and training
supplies; and, (g) arranging, coordinating, and
parcictglcing in Project evaluations and project-financed
reseaxrch activities.

The Provincial Health Ministries will be responsible for:

(a) constructing Rural Health Centers and Basic Health Units
and ogorlting Integrated Rural Health Complexes; (b) preparing
annual provincial plans for the Project; (c) establishing
Provincial Steering Committees for the Project; (d) operating,
supsxrvising, and evaluacing MT schools; (a) creating posts for
newly graduated MTs and arranging for their {mmediate

%.gloymt; (f) training, monitoring and evaluat CHWs;
! S
£

dsveloping msnagement and operational rules ntuhti.onl
1 health

or IRECs; (h) nominating and releasing Provincia
msmcl for the various management and tra workshops
d over the life of the Project; and, (i) providing staff

to participata in Project sva uations.
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PRIMARY HEALTH CARE PROJECT

P

SUMMARY OF PROJECT COSTS BY EXPENSE CATEGORY AND SOURCE OF FUNDING

(in 000s)
. . 1/
F'( 1982 Life of Project
Expense Category R.1.0. GOP ATD. | eop
Dollar Grant Dollar Grant
(in $) (in Rs) (in 3) (in Rs)
Technical Assistance 2,017 - 2,856 -
Training 1,218 5,765 3,963 61,920
Cosmodities 866 1,340 4,726 46,200
Other Costs 2/ 932 17,895 5,6703/ | 326,600%
Total 5,033 45,0170 17,215 434,720
Contingency 467 - 2,785 -
GRAND TOTAL 5,500 45,000 20,000 434,720

1/ Subject to the availapility of funds to
and to the mutual agreement of the parties

of each subsequent increment,

A.1.D. for this purpose,

to proceed at the time

2/ Includes costs associated with construction, research and evaluation, and

operational costs.

3/ Includes 35,443,000 for construction or renovation of 13 Medical
Technician Training Schools.

4/ Includes Rs 275,600,000 for the construction of 53 Integrated Rural

Health Complexes.
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PROPOSED MANAGEMENT PLAN &/

A. Management Development Plan

A mator obiective of the Primarv Health Care (PHC)
Proiect is to strendthen the management inirastructure of the
rural healcth services deliverv system to adequatelv support
functioning Integrated Rural Health Complexes (IRHCs). One
of the most difficult prcblem areas in rural health services
delivery is the inadequacy of planning, management, and
supervisory capability. While the Pakistan Government has
recognized the need for roved glanning and management
within hospitals, it is only at the threshold of understanding
the need for improved planning and management of rural health
services. This need is particularly critical for IRHCs
which involve a higher ratio of para-professional workers
to professional workers than do hospitals, roquiring greater
attention to supervision, performance evaluation an
continuing education to sustain the qualit: and productivity
of these para-professional workers (MTs an.. voluntary CHWs).

Sound strengthening of existing planning ad management
practices requires two major kinds of interventions:

1. Analysis and redeai%n of existing ma.agement policies,
procedures and practices for each of the frllowing management
support/control systems, and then the implementation of
improvements. This usually requires Provincial ministerial
level approvals (and often Federal governmant level also))
the preparation, publishing and distribucion of new and
revised policies and procedures; recraining of existing
workers; and follow-up evaluation:

a. Program and operations evaluation
and planning;

b. Supervision and patient referral;
c. Personnel;

d. Drug, medical and general supplies;
e. Transportation;

f. Communications;

g. Facility and equipment maintenance)
h. Information; and,

a/ Prepared by Mr. Ermest Petrich, Management Consultant,
University of Hawaii Medex Program, April 1982.

ok
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i. Finance.

2. Preparation of new and revised managesment training
curricula: the craining of tutors; and, th2 conduct of
in-servica training (fcr existing worknrs: and pre-service
training (for new workers), for the following categoriss
of personncl who have a frncrion in IRHC sctivicies:

a. Medical Officer administrators pc3ted at
Provincial, Division and District levels;

b. Medical Officers who supervige IPHCs and
who are posted at RHCS;

c. :ggcrvilory level Medical Technicians posted at
s to supervise other Medical Technicians;

d. Medical Technicians: and,

e. Managemant specialiscs and rechnicians working
within any of che abcve maracemer t support/
control systems and directly ser ing the IRECs.

Experiences in atrengthening the managener.t infrascructure

for rural health services ~f developing c.uncries selsavhere,
supported by experiences =C dace in Paikis-an, have amply
demonstrated some very tasic development i:rinciples that,

{f followed, result in a far %reater chan:e of success in
mansgement systems strengthening efforts. These principles

in the management improvement arocesses, ‘'hich will be followe:i
under this Project, are as follcws:

1. The application of western manageme:it technolo
usually must be tempered by caraful adapt.tion to cu tural
and environmental conditioms. Thers are -imes when such
rechnology must simply be discarded and indigenous practices
accepted and strengthened.

2. Existing management support/conctrol syscems, regardless
of thair deficiencies, should usually be strengthened racher
than replaced by new and different syatems.

3. Resistance to change {n exiscing syicems bDY personnel
working within these systems and othemmwich vested intarests
is minimized when thes need for change is focused spacifically
on the functional requirements of health -ars providers -
in the case of Pakistan, the peripheral haalth workers of
IRHAC - Madical Technicians and Community lealth Workers.

4. Also to minimize resistance CO change, officials,
technicians, and other havin vested incezests in the system
and who will have responsibi icy for, or influence over,

Vi
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maintaining the systems, should be inrimately involved
in their review, in determining changes io be made,
and how these should be implemented and maintained.

5. An effective systems review should include a detailed
analytical study utilizing basic management analysis methods
to ensure that misinformacion and false assumptions do not
become the basis for decisiocrson how the sjstem should be
changed and maintained in the future.

6. There are usually a variety of alternatives to consider
for stren%thenin an existing system. A group process approach
to identifying alternatives is usually most effective and will
often result in sslection of improvement actions least difficult
to implement.

7. A decentralization of authorities, responsibilicies,
and functions is usually recommended when lower echelon
officials participate in the process of deciding how to
strengthen a system.

8. The permanency of system strengthening effcrts is
directly correlated with the extent to which changes in
system design are formalized by government decree, by
publication and issuanc2 of new or ravised operational policies
and procedures, and by the incorporation cf these materials
in the pre-service and in-sexvice training curricula of all
workers that are affected by the changes.

9. The lead-time required to achieve scund system
strengthening is usually seriously inderestimated bacause of
failure to recognize the length of time rejuired to establish
and carry out an effective group process strategy pursuant
to the principles described above and alsc the failure to
recognize the delay in obtaining formal approval of system
changes.

B. Program Operational Planning

There has been a continuing problem, within each of the
four provinces, in formulating sufficiently complete and
detailed multi-year and annual plans for the Basic Healcth
Services Program. Both planning skills ard a process that
involves lower echelon officials and incorporates the
information they have, are needed. More sttention needs
to be given to management and resources planning than
tg giﬁlaic health ;lanning at this stage in the development
o Cs.

Under the previous A.I.D. Project, some analysis was
conducted of existing planning activicy ard recommendacions

b’
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wera submitted to and endorsed by a National Management
Workshop (September 1980). Follow-up at the Provincial level
has yat to occur. Development of Provincial operations plaas
for the Primary Health Care Project during tha first

Project year is a critical juncture.

The Project will employ and post a semnior Pakiscani

ement specialist advisor in each province to assist
with the development of more adequate program planning practices.
Inicially, this will include a program planning process to
achieve = comprehensive and detailed multi-year project
(and program) operations glan.by the end cf the first Project
year, to assist with developing an improved anmnual planning
process, and the subsequent annual updating of the plan
for Primery Heslth Csre sexvices developmant.

C. ines for Project ement (Ths following guidelines
are fi!untrnc!bc o%IyS.

During the first Project year, and in conjuction with the
poscting and orientation (and training if necessary) of
Provincial managemenc advisors, the proposed Provincial
Steering Committees will provide guidance and direction to
the Project Director on vrovincial adapta: ion of Federal
pélicias and guidelines contained in the 'Managemant
Systems Studies for Establishment of and tperation of
Integrated Rural Health Complexes" prapared by the National
Basic Health Services Cell and the Univeraity of Hawail.

The Provincial management advisor will assist che Provincial
Pitoject Director in preparing appropriate briefing Elp.tl for
disctribution to Division and District level officials, in
pr:ﬁnration for a Provincial level Planning and Management
Workshop to be held as early as possible during the firstc
Project year:. The purpose of this Workshop will be to:

1. discuss Provincial level issuas involving mwulti-
year and annual development (Planning Department) and operations
(Finance Department) plans for Primary Health Care (IRHCs),
which will provide the Provincial framework for District
level operations and planning to follow,

2. provide orientation and training in planning
at tha District level;

3. consider national level guidelines recomaendad
by the '"National Management Workshop in Primary Health
Care" and to provids the Provincial policy framework for
further more detailed analysis of IRHC management support/
control systems; and,
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4. provide orientation and training in managementc
systems analysis and design.

The following officers should participate in the workshop:
1, PHC Project Director (as Chair);
2. Provincial BHS Cell staff;,

3. appropriate Department of Health officials
involved in plarning and budgeting;

4, Division level health officers;

S. District Health Officers (DHOs) and Assistant
District Health Officers (ADHOs) serving in
Districts which contain or will contain an
IRHC; and,

6. the Provincial management advisor and the
Provincial training advisor in each province to
serve as technical resources persons.

The Workshop will be planned and conducted using structured
worksheets to facilitate participation of workshop members,
in both definirion of problem/issues and identification and
selection of solutions. Upon comp'etion of the Workshop,
the Provincial management advisor .11l assist the Project
Director in preparing appropriate reports and related staff
papers for distribution to review and apprcval levels of the
system, and then for distribution to Division and District
lavel officials, to guide their subsequent planning and
management development activities.

Following the Provincial Workshops, and after the Provincial
level po?icy framework for Primary Health Care has been
reviewed and approved by the Secretary of Health and the
Provincial Steering Committee, n series of 4-5 day District
Planning and Management Workshops will be held, with che
assistance of the Provincial management advisor. The purpose
of these workshops is to :

1. develop detailed District operations plans and
budgets in accordance with Provincial level BHS proyram
policies and plans; and,

2. provide orientation and training in cperacions
evaluation and planning at the District and RHC levels to
workshop participanta.
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Parcicipants in District Workshops are rascoumendad
to include:

1. District Health Officer (as Chair);
2. appropriate ADRO's (if available);

3. Division Health O0fficer (as resource persons,
if available);

4. selected Medical Officers posted ar RHCs who
are, or may be in the future, involved in the

asnagement of IRHCs;.

S. selected supervisory level Medical Technicians who
are most familiar with conditions at BHUs and with CHWs;

6. rogtcocntattvol of District and local government
elected bodies: and,

7. the Provincial management and training advisors
to serve as technical resvurca parsons.

District Workshops are expected to produce. with some
additioual follow-up wricing, completed dartailed operations
lans for the Primary Health Care Project for cha subsequent
-5 year period. Such plans will be submicted to the
Provincial Project Director (through Division officials when
available) r review and consolidation at the Provincial
level. The rrovincial management advisor «will assist the
Project Director in preparing cthe final muici-year Provincial
operations plan for che Primary Health Car- Prnject, and
related Project implementation plans, which are to be
completed by end of the first Pro ect year. Success of the
above planning process depends ircacly upon adequately
s :4l1led snd motivated Provincial management advisors to
assist with, and guide, the process.

The Project will employ and provide a seniour lavel
management advisor to the Faderal Basic Health Services
Cell. This Federal level advisor will assist with planning
sctivities at the Provincial level, including the provision
of orientation and training to Provincial (and Divisiom)
level officisls in program and operations planning,

ement analysis and managemsnt planning, as required.
In event ome or more of the Provincial management
advisors lack knowledge and skills in thesa areas,a special
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training course will be daveloped and conducted by the
Federal management advisor to upgrade their capability.

While the first Project year will concentrare on the
formulation of realistic and comprehensive operations and
Project implementation plans for each Province, the planning
process described above wlill also provide an opporrunity for
the Project Director and his advisors to assess the planning
process and develop a detailed proposal to guide the subsequent
ear's planning including decailed procedures and formats to
followed at each of the different echelons of Primary
Health Care. Such Provincial level policies and procedures,
after review (and revision if needed) at the subsequent
year Provincial Planriing and Management Workshop, will be
submitted for formal Government approval, published and
distributed to appropriate officials including DHOs, MOs and
to Federal level officials responsible for program and
ogotncions planning within Provinces, including officials of
the Federal Basic Healch Services Cell.

D. Analyais and Redesipgn of Management Sypnort/
Control Syscems

The second Project year will concentrat: on the
implementation of Project plans including more detailed
analysis, and redesign as needed, of the minagement lupgort/
control systems discussed below, which wili be done within the
framework of Provincial guideiines establiszhed as a result of
the first gcar's Provincial Planning and Minagement Workshop,
and the subsequent review and approval process. The second
Project year will focus on more detaliec procedural matters
within approved Provincial policy for each of the following
management support/control systems. This 4ill result in the
preparation, publishing and distribution of standardized
operations mannuals for IRHCs, which process is described below:

1. Supervision and Referi1al System

Supervision and patient referral are linked together
by the very concept of IRHCs, in that the [RHC consists of a
tiered manpower system of increasingly sopiisticated health
care, begimning with the relatively simple interventions that
CHWs can deliver at the villagc level. Since CHWs and MTs
are trained to know their technical limits and are required
to refer patients requiring more sophisticated care to the
next hithor level of the system, their supervisors are
referral points which operate as an integral part of the
supervisory, performance evaluation and continuing (on-the-job)
education system within IRHCs. 7This concept extends beyond
IRHCs, to back-up tehsil and district hospitals, which handle
cases that cannot be properly handled by doctors posted at

a
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the IRHCs. Supervision and refarral are critically
important aspect of IRHCs, and liccle work has yet been done
in developing this system, except for inclusion in CHW and
MT training curricula knowledge about "when to refer.”

Provincial approved prccedures, jncluding standards for
suvervision and performance evaluation at avery leve). of the
syscem, will Dbe establisned ard included in IRMC overations
mannuals and position descriptions of supervisors. Also,
pre-service and in-service training curricula will be developed
er revised, covering each of che following categorias of
personnel:

a. MTs supervising CHWs;
b. MTs supervising other MTs;

c. RAC Medical Officers supervising ATs,
including supervisory level MTs;

d. DHOs and ADHOs suparvising HHC Medical Officers; and,

e. Medical Superincendents of zeferral hespitals
receiving patient refarrals from IRHCs.

2. Systems for Drugs, Madical and Generil Supplies

Under the previous A.I.D. Project, tais problem area
was studied excensively and policy recommendations remain
pending. Nei -her Medical Officers at RHCs nor MTs at BHUs
and RHCs can function aeffectivel7 wizhout drugs and supplies.
Chronic drug shortages at rural health facilities have
contribuced to credibility problems with the commmities
served, and also under-utilization of Government health service
after people learn that drugs are only cor.sistently available
at hospitals or from the private sector, in which case, they
develop the habit of bypassing RHACs and FHUs altogether.
Availavility of drugs is a critical comporent of a credible
rural health delivery system, and without zn adequate and
appropriate supply of drugs. on a continuing basis, community
acceptance of new Primary Healch Care ser ices will be
difficult to establish and sustain.

By the second Project vear, Provincial poiicies and guidelines
including standardized forou.aries, should be established to
provide the basisz for developirl more detailed procedures
covering the orderins or purchasing, distribution, storaxe,
securicy and utilization of drugs, medical and other supplies
wichin IRHCs by Medical Officers, MIs and CHWs. Such
procedures will be included in che IRHC onerations manuals.
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3. Transportation

As previously discussed, mohil'zing and deploying
para-professional wcrkers requires continuing supervi om,
performance evaluation and continuing education, if this
type of delivery system is to be sustained, and this
cannot be done without adequate and appropriate tramsport.
MTs must go to the villages to mobilize, train and supervise
CHWs. Medical Officers and MTs posted at RHCs must travel to
BHUs to evaluate and supervise as well. lot only must
supervisors be mobile, but the supply systems supporting the
rural periphery cannot functrion without acaquate transport.
This problem area was studied under the previous A.IL.D.
Project. The resulting policy and guideline recommendations
for an improved IRHC transportation system remain pending,
hoperfully to be resolved by Provincial governments during
the first Projeact year. During the second Project year,
procedural level matters will be resolved including
utilization, performance and maintenance standards for
vehicles. The Project will also provide M[s with tramsport
and spare parts.

4., Commmunications

One of the biggest problems in deval)atns and
sustaining management capability is the lask of adequace
communications and communications practices among different
elements of a rural health services delivery system, and
Pakistan is no exception. On the contrary, some regions of
Pakistan,because of highly mountainous ter:ain, expansive
deserts, or flood areas during monsoon seasons, are cut off

for lon% periods without any kind of adequate communications.

In the first Project year, Provincial poli:y guidelines for
communications among different elements of the IRHC scheme

will be developed, and these will provide 2 framework for
procedural level problems to be resclved during the second
Project year and will eventually be publighed in IRHC
operations manuals. Communications system: should not be viswed
as substitutes for adequate transportation and on-site
supervision, but rather as sn important supplement to these.
management support/control sysctems. Consequently, carefully
prepared policies and procedures are required tu ensure

that appropriately designed communications systems are utilized
correctly.

S. Information

Effective program evaluation, planning and management
cannot be done without availability of the right kind of data
at the right time. For the past several ycars, numerous
studies have been conducted in this problem area and, for
Pakistan, the problems are well-documented. (Besides
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the National Management Workshop recommenaacions, see
“Re-organization of Health Statistical Services in

Pakistan, Plan of Action', dated February 1981).

Existing problems include: too much data teing collected

and not used; data processing capabiliry asriously lackings
data utilization lacking due to inappropriate data being
collectad and/or mot prccessed into vgeabla form: and general
lack of knowledge and skills in using daca for planning

and management at all lavels cf the system. As tha

Federal and Provincial Governments establish policies and
guidelines, procedural issues can be addrassed for IRHCs,
including the procedures o ve used by CHWs, Ta and MOs
posted at RHCs in collecting, collating, analyzing and

using data involving indicators of health status, service

and resource utilization, which they must do if sound operations
evaluation, planning and management are to be achieved. Such
procedures will be fncluded in IRCoperations manuals as well
as in the training curricula of these health workers.

6. Maintenance of Rural Health Facilicies and Equipment

A variety of studies over the past Lew ysars have
{ndicated almocst a complsce lack of maintenance capability for
rural health services, including iRHCs. This resulits in
premacure deterioracion of bulldings and equipment and a
tremendous waste of capital rescurces. The Prcject will not
provide transport and other equipment unless thare are
definite arrangements to significancly upsrade maintenance
practices including adoption of the conceiC of "prevantive
maintenance". Federal level policy gulde_ines are currantly
pending review and adapcation by Provincivl Governments.
During the second Project year, nrc:eduras lssues will be
addressed for IRHCs and included in IRHC cperactions mannuals.

7. Personnel

The existing public service system wvithin Provincial
Governmencs, which operatas wichin Federal polices and
proceduras, served as a 3erious obstacle to the timely
establishment and development of the previous Basic Health
Services program. Appropriate grade levels for MT tutors
and supervisory level MTs aorovide a caree ladder and mobilicy
potential, as yet, not achieved. This will continue Co be a
difficult challenge, but the achievement of a career ladder
concept for MIs is absolutely essencial ir the ceerging
Primary Health Care Program in Pakistan =3 to be permanently
institucionalized. This will require muclh discussion and
planning within Provincial GCoverrments, and much staff work
to prepare justification papers. The Project proposes, as
supervisory level MIs posted at RHCa mature in their jobs,
chat tvcn:unllg a senior male and a senior female MT be
posted at the Discrict level to assist the DHO in day-to-~day

16°
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administration and supervision of IRHCs. This will also
provide higher graded positions for those especially

talented and motivated MTs and give greater career incentives
for all MTe. In addition to a rationalized grade structure
for workers within IRHCs, matters related ro recruitment,
selection, deployment and transiar of workars {particularly
female MOs and female IfTs) and other matters, will be
addressed during the first Project year, in conjunction with
detailed operaticns and project implementaticn planuing, and
during the second Project year, on matters of a procedural
nature which will be reflected in the subsaquently publicized
IRHC operations manuali.

8. Finance

The handling of Government funds and related fiscal
control becomes an increasing problem as the health services
delivery systenm expands to the most peripheral areas through
growing numbers of IRHCs. With the beginning of re istration
fees for outpatient sexvices at RHCs and the sale of family
planning and other supplies, new problems sriase which must
be addressed in the for . of new and/or resised Provincial
level policies and procedures. This area -iill require
continuing review and adjustment over time as the need to
revise fees and change practices in handling funds occurs.
The implication of MOs charging registration fees while MIs
currently do not charge for similar services, has implications
for future utilization of Primary Health Care services and
may have to be addressed. Improved funding may eventually
depend upon IRHCs' generating a larger share of the operating
(revenus) budget through increased fees and charges.

The finance l{oc.m also involves policles and procadures
covering local purchasing and the use of discretionary
District funds to cover exigencies. Present nractices need
to be reviewed and Provincial policies and guidelines
established before procedural evel issues and practices

can be considered durini the second Project year. Authorized
financial management policies and procedures for IRHCs should
be published in the IRHC operations manuals and used as a
continuing raference to guide practices at RHCs and BHUs .

E. The Management Development Process

Each of the above management support/ccntrol systems will
be further studied and improvements designed and % lemented
to significantly ustrengthen the management of the PHC Project.
This will require a long and continuing process over the life
of the Project. As described above, the first Project year
will be devoted to developing and formalizing Provincial level
policies and delines for procedural level planning to be
conducted during the second Project year. The Federal Basic

i
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Health Services Cell will provide national leadership and
to chis process with assiscance from the Federal
mansgement advisorx. Federal BHS Cell assistance will include:

1. preparation of staff papers and reports for
consideration by the Federa Advisory Council on management
infrastructure development needs and issues;

2. provision of orientation and training to Provincial
officials on the strategies and processes that should be
followed and analysis, redesi and implementation of
management Systems. This will be done at a National ement
Workshop in Primary Health Care to be hsld towards the of
the first Project ycar.tar:hcputpouofx :

8. ptovi.dinluchmt!lculcovmcﬂthn
opportunity to exchange {information on their proposed policies
snd guidelines for strengthening ement 8 rt/control
gystems and to learn about what is being done e sevhere
before they finalize and distribute them to Districts to guide
procedures, analysis and design work in the second Project
year)

b. seeking eement on national standards for
management support control matrers deemed appropriate; and,

c. providing further orientation and training to
Provinc officials in management systems snalysis, design
and isplementation methods appropriate for DPistrict msnagement
developmsnt work.

Parcicipation in this workshop should includas:
a. Director-General of Heslth (to serve as Chair):
b. members of the Tederal. Basic Health Sexvices Cell:

¢c. representatives of each Provincial Govermment that
have been involved in considering national goucy guidelines
for ltrntthuning management 8 ort/control systems and in
the formulation of Provincial policies and guidelines. This
would include officials of specialist management agencies
such as persomnel, finance, and the like; and,

d. the Faderal ement advisor and each of the four
Provincial management advisors to serve as resouUrce persons,
and such short-term specialist consultants desmed appropriate
also £o serve as resource parsons.
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This National Managemant Workshop will be oraanized

into sub-workshop grougs-for each managem:nt system to be
considered and time will be provided for rhorough and detailed
exchange of views in sub-workshop groups.

3. the planning and conduct of Provinc.ial Level Management
Workshops early in the second Project vea. s, ror the following
purposas:

a. to promulgate approved Provincia p:-licy
guidelines for analyzing and redesigning nanagerent
systems within Discricts, which is to be .ccomplished
by the end of the second Project year;

b. to provide further orientation ad training to
Medical Officers posted at Districts and 'RHCs (or who are
expected to be posted in the future), on .atters related to
management systems, in formulating operat.ng procedures
for IKHCs; and,

c. to assist DHOs for Districts tha. have (or will
have) responsibility for IRHCs in designZ.g ~he specific
management systems developmenC procels fo- chelir Districcs
to be implemented during the following yeirs.

Participation in the Provincial Managemen: Workshop should
include:

a. Provincial Director of Health Se.-vices (Chair);
b. officials of che Provincial Basi. Health Services Cell,
c. appropriate Division and Discric. level officers;

d. selected MOs and MTs posted at evisiing or proposed
IRMHCs; and,

e. the Federal management advisor aud the Provincial
management advisom to serve as resource pirsons.

4. During the following year, the Provincial management
advisorgwill work closely with DHOs in Districcs having
existing (or proposed) IRHCas to assist in management Aystems
analysis and redesign acrivicies, in the exchange of informati
among those Districts, and in the preparation o drafc
procedures gropo-nd for inclusion in the IRHC oparations
manuals. (If the Provincial Basic Health Swrvices Cell
has employed a Ycrnnnont management specialisc b{ this time,
that person will work closely with the Provincial management
advisor to obtain on-the-job training in manugsment developmer
knowledge and skills).

7
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S. At the beginning of the third Project year, each
Province will plan and conduct a Managemant Worksiop for the
following purposes:

a. to reach final agresemant on cperating policies and
procedures, including standardized forms, to be included
in IRHC operacions manuals;

b. to provide further oriencation and training to
10s posted at District snd IRYC lavels (or expected O be
posted) and to supervisory level MIs posted (or expected
to be poszed) at RHCs in imolementarion of new (or ravised)
management systems nroceduraes to be {ncluded in published
IRHC operacions manuals; and,

c. to assist MOs and Supervisory level MTs in plamming
for implementation of ement systems changes which will
occur during the third Project year.

6. Early in the third Project year, and aftar the above
Workshops are held, the Provincial management advisor will
sssist the Project Director and other Prov:ncial officials
in preparing firal drafts of propcsad IREC opearaticns pmanuals and
{n designing and arranging for a 1vsavtem tC narindically issue
updated procedures for inclusion in these nanuals cs nay be
required in subsequent 7ears. A~ 3eparate _perations Manual
will be prepared ror BHU operations, and a lecnger more
complete IRHC Manual will be crepared to g:ide operations
of the overall IRHEC, which will include tha BHU Operactions
Manual. These manuals will be distributed to existing and
future TRHC workers, at all appropriate le7els, who will
be trained in their use. The operations manuals will also be
incorporated in the pre-service curricula of new health
;grknrl. particularly MTs (See Armex J., proposed Training

an) .

1n conclusion, the management development >lan for Basic
Health Services in Pakistan, represents & reasonable and step-by
step npgroach which reflects sound uanaicnanc developument
principlas described at the beginning o tnis section. It is
a time-consuaing and lengthy process which requires close
collaboration at all levels of the service delivery system and
competent and motivated technical advisors. By providing

a highly qualified senior managemant specialist advisor at

the Fedaral level, by -ployina senior management specialist
advisors for each province, and by providing for all related
operational costs {ncluding transport, the Project @#ill
demonstrate the need for permanent (non-madica. docZzor)
management specialists within the Federal and Provincial

Basic Health Services Programs. The Project will also pay
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for all planning and operating costs of conducting the
workshops described above, including travel and per diem
expenses of workshop participants and special equipment,
provision of supplies and training aids, typing,printing and/
or reproduction of papers and reports, and other relate
expenses to engure that these workshops arz adequately and
timely planned and conducted. The Project will also pay the
costs of princting and distributing IRHC operations manuals.
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PROPOSED TRAINING PLAN &/

A. Educational Materials

At present,there are no adequate educational materials
to train Community Health Workers (CHWs). Medical
Technicians (MTs) have a good manual for craining CHWs
that will be translated into Urdu (the present CHW Urdu
manual is not a trainers' manual). Complementary visual
aids will be designed to assist the trainaers and- also to
provide the CHWs with matarials that they can use when
educating the villagers. Adequate manuvals and guides
for CHWs to use at the village will be produced. Some
CHiie are illiterate, and all materials developed, including
manuals and guides, will be designed for use by illiterate
as well as marginally literate workers.

8. Curriculum

The prssent curriculum for training MTs has given major
emphasis to curative medicine. This is one 3f the majox
reasons MTs have considered themselves primarily as mini-
doctors and have forgotten that their main role is in the
area of community hcalth, preventive medicine and sanitation.

Greater smphasis must be given to the Community Health module
in the MT curriculum, and therefore the MT training curriculum
mist be revised in the first year of the Project Co include
only basic curative medicine required to answer the needs

of the population MTs will be serving and to erphasize the
preventive/promotive aspects of commnity medicine. A
majority of MTs lack flucncg in English. Therefore, all
educational materials will be translated into Urdu so they
will continue to be a valusble resource to the MIs in their
daily work.

The Federal BHS Cell will overses revision, adaptation,
translation and printing of che modular curriculum. This
activity will be initiated early in the Proiacr and will be
completed by the end of the firsc Proiccc year to stay ahesd

of training requirements. The Federal BHS Cell will coordinate
training in the nes curriculum for the tutors of the MTs.

Prior to the opening of each new school cycle, refresher
in-service tutor training will be conducted.

Prepared by Ms. Adriana Rothkegel, Health Train
Specialist, Cuatemala, April 1882. . ing
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C. Iraining

In order to have meaningful changes in che community
with regard to health matters, it {s essential that the
health workers be made conscious of the need and importance
of such changes. MTs already deployed will be retrained
in che revised curriculum to insure their undcrstandﬁn; of
their proper role in che health system, and to provide
them with the necsssary tools to pezform to the best of
gﬁ;it abilities in serving the commmity and in training

‘.

Eizh: workshops will be given in che first Project year at
different Provincial sites to retrain MIs already deployed
in IRACs or in sitesselectsd to become IRHCs. Selections
of the facilities vhere training will take place will be done
by the Provincial BHS Cells in collaboration with the
Provincial train specialists. Tezining will be given
by the Provincial training specialists, selected tutors
;gg gh:llon;-:crn training advisor assigned to the Federal

. L]

It is known that parsprofsssionals have a great need for
supervision and support in order to continue to work
effectively, especially at the village level. At the present
time, MTs who are posted at RHCs and have responsibilicy for
|u¥orvisian of other MTs have not had any training in their
role as supervisors. This Froject will crain the MT
Supervisors in the first Project year and will give periodic
in-service train to them throughout the Project life.

Six training workshops will be given in the first Project
year to MI's who will perform as supervisors, and

workshops will be conducted as a formalized training

program providing a formal certificate upon workshop
completion which as proposed elsevhere, will encicle the
supervisory level to a higher pay and grade level.

After the retraining of MT supervisors in the first

ar, continuing education will be routine for all MIs.

is will be done through periodic workshops for MI's and
MT supervisors, to update their knovlcdtn and skills so they
can perform their daily casks. CHW training will be continued
throughout the Project. This training will be carried out
by the MT both at the BHU and in the villages.

D. Compuypity Hsalth Workers (CHW~)

CHWs will serve undar the MT at each BHU. Each MT
will heve ten CHWs to ctrain, -ugorvilo and support. It
i{s ancicipated that thera will be a male and female workar
in each village; the two will serve ® to 1000 people.
They will provide soms simple curative health services, but
a greater emphasis will be given to preventive health cares.

4
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Consideration will be given to preparing different
curricula for male and female CHWs. Greater emphasis
will be given to females in the areas of maternal and
child health care, nutrition, childbirth, personal
hygiene, and the like. Male CHWs will emphasize
environmental sanitation. Both will be responsible for
curative work,

After an MT identifies CHW candidates at each village,
and CHWs are selectad from among the candidates by the
village council, the CHWs will start receiving training
once a week. Every other week they will be visited in
the village by :he MIs and ractical issues will be
presented and discussed. Also, every fifteen days, they
will meet in a gr with other CHWs at the BHU to learn
simple medical skills and to acquire knowlsdge about
reventive medicine. Having trainins sessions with several

s present offers the MI's an opportunity to use CHW
training aids more efficientlv.

The CHW training orogram will be a continuois process.

The intent is to establish a training experience that

will consider different learning styles of people which are
based on a varying combination of experience, persoectives,
concents and affirmation of realitv. A successful learnins
process should have these elenments:

1. Peovle learn more easily in situations of mutual
respect, cooperation and trust. Thus the effective asvects
of an individual cannot be divorced from his intellectual
and comnitive srowth. If CHWs are going to be a combination
of illiterate and semi-literate villagers, CHW trainers
must demonstrate respect for people that do not have formal
education. Each person is filled with innumerable experiences
from which everybody can learn, and everyone will benefit
from a dialogue where people are used to their fullest potential
With frequent meetings between MTs and CHWs alternating between
the village and the , each will learn from the other and the
effectivensss of the MT/CHW team will be increased.

2. Adults learn much easier when they set their own goals
and actively participate in the decision-making process. In
the learning environment, CHWs should be encouraged to enter
into this learning process as participants. The Project
should not promote a learning environment vhere the
individuals coms to be objects of the MTs' training activity.

E. Medical Technician (MT) Training

Major gaps have been identified in the training of MIs and
wich poor supervision and no continuing education, there
is no way to close the gap. To up ade their performance, all
MTS will be retrained and made familiar with the revised
curriculum and they will be taught new techniques for training

b8
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of CHWe. After this initial retraining, all MTs will have
continuous education through their supervisors and through
periodic workshops at the IRHC.

Each MT will have an average of ten CHWs to supervise. They
should spend half a day with each CHW every cwo weeks working
wich them in the village and half a day with all CHWs

every two weeks meeting at the BHU to continue the training

procass.

The MT supervisors will be based ar the RHC and will have ten
MTs to suvervise at 4 BHU complexas. The supervisora should
spend at least half a dav everv twc weeks with aach MT to give
the supvort naeded.

Y. Irainiog Schools

Among the problems currentlv affectins the cualicv of
training in the MT schools. the followina stand out as
being in need of attention:

1. School facilitries are not dssigned to foster effactive
education. In general, they have small rocms, which were
designed for other purposes and are crowded and poorly lit.

2. Tutors are not enthusiastic about being assigned
to these posta. They have not been trained to be tutors
and they do not have the inclination to perform as tutors.

To improve these conditions, as well as address cther problems
such as recruitment of female students, a consolidaticn
of present schools is recommended. Model schools, hostels
and quarters for tutors will be constructed in all provinces
at the divisional level at sites to be selected by Provincial
officials. The new schools will be located in small Discrict
headquarters towns, but they will se ~7e an aentire division.
gguigm-nc and educational materials will be given to all

s 50 tutors will have the necessary tcols for high
quality training. Incentives will be given Co tutors and their
MT assistants to motivate them to take this post aud to perform
their duties for a complete 18-month school cycle. At presant,
the tutor dropout rate is very high.

In order for the MTs to be able to train the CHWs within the
context of a participatory philosophy, thay themselves

must learn in a similar situation, MTs cannoct ba expected
to act as facilitators if they have been taught in the

more traditional style. In other words, the philosophy of
learning will have to change in the MT training schools 1if
any change is to be seen at the CHW level.
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Plans for the various proposad workshops and courses
are provided below:

1.

Title

Rationale

Objective

Type of Participants

Number of Participrmts 1

Mumber Per Workshop
Number o Workshops
Duration

Frequency

Location

Facilitacors

Ticie

Racionale

National PHEC Orientation
Seminar/Forkshop

A problem in the past has been
that newly appointed officials,
from Medical Officers posted
at RHCs to Provincial
Secretariats of Health have
not had sufficient knowlcdge
of the PHC Program to allow
them to functior. effectively.

To enable participants to
upgrade their knowledge of the
status of the PHC Program and

to reach a "onsensus on the kinds
of inputs raquired of them in
implementin; che Program.

Medical OfSicers, District
Health Officers and other newly
ussigned officials who have
responsibility for some aspect!
of the PHC Program.

450

25 - 30

3

One week

Annually

Islamabad

P derel The Edusation Advisor,
Deputy Director bHS, Provincial

Training Specialists, Provincial
Management Advisors.

In-Service Training for
Tutors

Aftar completrion of curriculum
revision, actention will be

i



3.

Objective

Type of Participants

Number of Participants :

Number Per Workshop
Mumber of Workshops

Ftoqunﬁcy

Duration

Location

reailitator

Ticle
Rationale

ANNEX J
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focused on the qaality of
training at the MT training
schools. There is a need to
scandi-dize the training. To
accomplish this, tutors will be
given in-sarvice training
pericdically after each school
cycla where they will be encour-
aged to use a dynamic teaching
aethodology.

To upgrade. MT tutors' knoulcdge
aund akills on the new curriculum
and training cechniques;to
familiarize the tutors with
formative evaluation instruments
and methodology: and, to make
recommendations for the
L:Erov-n.nc of the training
schools.

Tutors of MT Training Schools.
189
15 - 20

9 (some tutors will have gone
through truaining more than
once).

Periodically, after each
school cycle.

4 Waeks

In each Prcvince on rotational
basis.

Faderal Training Advisor,
Provincial Training Specialists.
short-term consultants and others
to be idencified.

Sunervision Management Skills £ r
new U1 §upcrvIlorl

Supervisors are deployed at
prasent without any training in
supervisory akills. It is
{mportant to train the
supervisors to perform thelir
combined roles of supervision
and support for the MIs.

\1!



Objective 3

Type of Participants :
Number of Participants :
Number Per Workshop

Total Worknhops :
Frequency :
Duration t
Location :
Facilitators $
Title :
Rationale t
Objective :

Type of Participants 1
Number of Parcticipants :
Number Per Workshoo s

ANNEX J
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To acquire knowledge and skills

on the new and revised MT
curriculum, CHW training techniques,
management and planning skills,

and supervisory skills.

MT Supervisors

150

15 - 25

8

Alternate years in esach
Province.

Four weeks

All Provinces

Federal Tralning Advisor,
Provincial Training Specialists.
Provincial Management Advisor,
and Federal Management Advisor.

MT Recraining Workshop

The workers performance
evaluation undertaken in February
1982 indicatad that more than ore
third of che MTs performed
poorly. This is in part due

to variaticns in the quality of
teaching and supervision. To
bring all MTs to sn acceptable
level, it is necessary to retra:n
them. More emphasis on the
quality of training CHWs is also
essential.

To uYgrada the knowledge and
skills of MTs in the areus of
comrunity health management and
non-formal education training
techniques.

MTs already deployed in BHUs
All in-service MIs

20 - 23



3.

6.

Mumber of Workshovos
Freauencv
Duration
Location

Facilicators

Title

Ratiomale

Objective

Type of Participants
Mumber Par Workshop
Number of Participants
Nusber of Workshops
Location

Fraquency
Duration

Pacilicators

Title
Rationale

AWEX J
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One tinma
Two weeks
All Provinces

Federal Training Advisor,
Provincial Training Specialists,
selected MT Supervisors and

MT Tutorvrs.

e T —

In order to stimulate learning

and update n.natcrinl and
supervisory skills, it will

be necessary to have seminars

and workshcps to continuously
provide upgrading of the performanc
of MT Supervisors.

To update knowledge and skills
on management and ervisions,
to update training s {11ls, and,
to revise learning philosophy.

MT Supervisors

Uoto 25

All i{n-service MI supervisors
20

All Provirces: Locatiom tO differ
aach year GCased on rnguftul‘ng

Annually
Two weeks

Educacion Specialist, Fedsral
Training Advisor, short-term
consultants, selected MIs and
other human resources as needad.

In-sexvice Training for MIe

Most MTs have limited educational
backttounda and serve in remote
rural areas, and they are

backed up at the present time

by only minimsl supervision and

7



7.

Objective

Type of Participants
Number per Workshop
Number of Participants
Number of Workshops
Frequency

Duration

Location

Facilitators

Title
Ratciorale
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support. A system of regular
in-service training appears
essential for building their
competencies and maintaining
their commitment.

To update skills and introduce
additional information and
practices to match the increased
demands of the program.

MTs posted at BHUs

Upto 20

All deployed MIs

240

Annually

One week

IRHCs

MT Supervisors, Provincial
Training Specialists,

Federal Training Advisor,
Medical Officers and MT
Tutors.

Project Evaluation Workshop

In order to insure involvement
of GOP officials in all stages
of the project, it will be
necessary to build in a process
to promote their participation.
During the life of the project,
a formative evaluation component
will be an integral part of the
CHW, MT and MT supervisors work.
Evniuation methodology and
{instruments will be designed
and cested to evaluate not

only the performance at the
village lavel but also the
attitude of MTs and CHWs in the!.
work. Reports will be complet. !
every six months.

A



Objective

Type of Participants

Mumber Per Workshop
Mumber of Workshops
Frequency

Duration

Location

Fecilitators
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To study and analyze Program
progress, recoumended changes,
and modify specific objectives,
training methodology,

educational materials, and

the like. These recommendations
will be implemsrted after
presenting them to the Pravinciai
Steering Committees and the
Faderal Advisory Council.

Federal & Provincial Project
staff and representatives of
A.1.D., WBO, and UNICEF.

20 - 25

3

Annually

One week

Islamabad

Federal Msnagement Advisor and
Provincial Management Specialiscs.
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QRGANIZATION_GHART OF THE PROVINCIAL HEALTH STRUCTURE
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a/ COC = Communicable Disaase Contral
b/ BMS = Basic Health Services
¢/ This position exists only in the Punjab



ORCAN1ZATION CHART OF DISTRICT BEALTH OF/LK
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/ Thesc staf! sre paid by the Provincial Government

Yy
c/ One each for those Tehails wherein RRC(s) exist
gl CDC = CGimazunicable Disesce Coutrdl
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2. Proposed Design for 100 Trainses
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QQNSE%UCTIO% COST ESTIMATES FOR THE 13 CONSOLIDATED
4 v g

In Rs
3 New Schools for 100 students 12,948,000
(9,360 sq. £c. aach)
8 New schoola for 50 students 16,640,000
(8,000 ag. ft. each)
13 Residences for MDs 4,056,000
(1200 sq. ft. each)
26 Rseidences for MTs 5,408,000
(800 sq. ft. each)
S New hostels for 50 male students 6,500,000
(5000 sq. £c. each)
S New hostals fo. 50 female students 6,500,000
(5000sq. ft. each)
8 New hostals for 25 male students s,200,000
(2500 sq. fc. each)
8 New hostels for 25 femsls students 5,200,000
(2500 sq. ft. each)
Sub-Total 62,452,000
ASE cost @ 5 percent 3,122,000

Total 65,574,000

or US $ 3.42d.040

8/ Estimaces were based on an
estimated Unit Conscruction Cost
of Rs 260/sq. fc. in 1984 vhen actuai
construction work is expected to taks place.



