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PROJECT AUTHORIZATION
 

Primary Health Care 
Project No. 391-0475PAKISTAN 


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 exceed U.S. Dollars Twenty
 
over a five (5)
hillion (U.S. $20,000,000) in grant funds 


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. 

The Project is designed to assist the Government of2. 
quality and expand the coverage ofPakistan to improve the 

Primary Health Care services in the rural areas. Components
 

to be financed include: (a) program managementl (b) medical
 

technician and cotmunity health worker training; (c) program
 

operations; (d) research and evaluation; and, (5) accelerated
 

Expanded Program of Immunization.
 

3. The Project Agreement(s) which may be negotiated and
 

executed by the officer(s) to whom such authority is
 

delegated in accordance with A.I.D. regulations and
 

Delegations of Authority shall be subject to the following
 
terms and covenants and major conditions, togetheressential 

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 or'.gin in the Cooperating
 
Country or in the United States except as A.I.D. may otherwise
 
aree in writing. Ocean shipping financed by A.I.D. under
 

e Project shall, except as A.I.D. may otherwise agree in
 

writing, be financed only on flag vessels mf the United States
 

and the Cooperating Country.
 

b. Third Country Participant Training
 

Third country participant training sponsored by A.I.D. 
except as A.I.D. may otherwiseunder this Project shall, 

agree in writing, be only in the Limited Free World List, 
Geographic Code 901.
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a. Conditions Precedent to Initial Disbursement for
 
thre Accelerated U-anMd Pronr- of I,.uniza.iof. 

. ..... Prior to Se t oer 30. 1954 

Except as A.I.D. may otherwise agree in writing. prior
 
to disbursement under this Grant for the Accelerated E.P.I.
 
progrm prior to September 30, 1984 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 fnra
 
and substance satisfactory to A. I. D., evidence that:
 

i. a Federal Advisory Council has bevn established to 
review the program of activities under the Primary Health 
Care Project and to provide guidance to the provincas to 

ilament these activities$ 

ii. membership of the Federal Advisory Council includes
 

the Secretary MDR (Chairman); Director-General Health, MDR
 

(Vice-Chairman); Joint Secretary, Federal Ministry of 
Finance, Planning and Economic.Affairs; Secretarias of 
Health for the four provinces; and, Chief of the Health 
Section, Planning Division, Federal Ministry of Finance, 
Planning, and Economic Affairs; 

iii. the Federal Advisory Council is required to meac 
no less than twice annually; 

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

-v. Primary Health Care Stoering Comittees have been
 
for the purpose
established in each of the four provinces 

of reviewing the Project 

vi. membership of the Primary Health Care Steering
 
Comittees includes the following Provincial officers: the 

Secretary of Health (Chairman); the Director of Health 
Services (Vice Chairman); the Additional Secretary, Finances 
and the Chief of the Health Section of the Plarming and 
Development Department; 

vii. the Primary Health Care Steering Committees are
 

required to meet no less than twice annually;
 

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

ix. the Federal Basic Health Services Cell in the 
Federal Ministry of Health has staffed the following 

positions, the Deputy Director-General (Basic Health), the 
Aistant Director-General, Trainingi and the Assistant 
Director-General, Operations. 



d. Condition Precedent to Disbursement for
 
AIrch 4teatural and Engineering (A&E)Services 

Except as A.I.D. may otherwise agree in writing, prior 

to the disbursement of funds by A.I.D, under the Grant or 

to the' issuance by A.I.D. of documentation pursuant to which 
such disbursement will be made for architectural and 
engineering services with respect to each of the 13 medical 
technician training schools, other than for site invest..gations, 

the Grantee shall establish, in form and substance 
to A.I.D., its right to ownership or adequatesatisfactory 

and sufficient use and occupancy of the land site proposed
 
for the buildings. 

e. Conditions Precedent to Disbursement for Construction 
of Medical TechIcian TraIning Schols 

Except as A.I.D. may otherwise agree in writing, prior 
or to the issuance by A.I.D.to disbursement under the Grant 

of documentation pursuant to which such disbursement will be
 

made for actual construction or renovation of any medical 
technician training schools in a province, the Grantep
 
acting through the MOH, shall furnish to A.I.D., in rorm
 

and substance satisfactory to A.I.D., evidence that:
 

i. the Provincial Government of the provin wherein 
the medical technician training school for w9hib.n disbursement
 

is sought is located has initiated the foration of both
 

administrative and technical posts for irs training schools; 
and,
 

ii. the Provincial Steering Ccnmittee of the province
 

wherein the medical technician training school for which
 
recommended approval
disbursement is sought is located has 

of a budget allocation for each school which the Committee
 
has determined to be adequate and appropriate for the 
operation of each school.
 

Disbursement for Furniture
f. Conditions Precedent to 

and Equipment for Medical Technician Training Schools
 

Except as A.I.D. may otherwise agree in writing, prior 
for furniture, equipment,to the disbursement under the Grant 

audio-visual aids and transport for the medical technician
 
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 the MOH, shall furnish
 
to A.I.D., in form and substance satisfactory to A.t.D.,
 
evidence that:
 

i. the Provincial Government of O'e province wherein 
the medical technician training school for which disbursement
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is sought is located has created both administrative and
 

technical posts for the staff of the training schools, and
 

has initiated recruitment; and.
 

ii. the Provincial government of the province wherein
 

the medical technician training school for which disburse­
ment is sought is located has undertaken sufficient
 
advercisemen: for recruitment of sLudencs for the training 
schools, and that all female high schcols have bean timely 
notified and provided information as to the next scheduled
 
medical technician classes.
 

g. Conditions Precedent to Disbursement for the
 
A3cceleraced E.F.I. on or After September 30,71984
 

Exce t as A.I.D. may otherwise agree in writing, prior 
September 30,to the disburseme under the Grant on or after 

19864 for the Accelerated E.P.I. or to the issuance by
 

A.I.D. of documaentation pursuant to which such disbursement
 
will be made, the Grantee, through its MK, shall furnish
 
in form and substance satisfactory to A.I.D., evidence
 
that:
 

i. a Federal plan of operations for Primary Health 
by the Federal Ahisory-Care has been prepared and approved 

Councilt
 

ii. Provincial plans of operation have been prepared
 

for each of the provinces, approved by the cognizant
 

Provincial Steering Cocnittee and are being implemented;
 

iii. baseline health surveys to record morbidity and
 
mortality patterns and the status of delivery of curative
 
and preventive health services have been conducted; and,
 

in Project Implemen­iv. performance targets set forth 

tation Letters for the preceding cwelve-month period have
 

been substantially met with respect to:
 

(a) progrm management 

(b)medical technician and con~mnty health
 
worker training;
 

(c) program operations; and,
 

(d) research and evaluation.
 

h. Conditions Precedent to Disbursement for the Accelerated
 

E.P.I. on or after September 30- 1985 

Except as A.I.D. may otherwise agree in writing, prior 
to the disbursement unde: the Grant for the Acceleratad E.P.I. 
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on or after September 30, 1985 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.I.D., in form and substance satisfactory to A.I.D.,
 
evidence that: 

i. the Federal Avisory Council and Provincial Steering 
Committees have been institutionalized and have had at 
least two meetings tc review progress anti iznrlementation 
of the Primary Health Care Project in each of the United 
Scates fiscal years since it has been formed. 

ii. 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;
 

iii. at least 85 Medical Officers posted at Integrated
 
Rural Health Complexes, District Health Officers snd
 
Divisional Deputy Directors wiho deal tih Primrary ealth 
Care (Basic Health le;ices) have been trained in management 
and oriented in the Primary Health Care Projects 

iv. logistics/supporc systems and procedures have
 
been reviewed and revised an necessary and operating manuals
 
for Integrated Rural Health Complexes have been adopted.
 
published, and distributed in each of the four provinces;
 

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 December 30, 1985 have trained in average
 
of 10 community health workers who in turn are supported
 
and regularly supervised by medical technicianst
 

vii. procedures have been adopted in each province to
 
insure that medical technicians and cocmmunity health workers
 
have been provided and are using transport, medicil kit:s,
 
uniforms and other comodities procured under the Project;
 

viii. at least 40 percent of the medical technicians that
 
have been trained and deployed are females;
 

ix. double round ^urveys/evaluations have been 
conducted in project years three and four to establish the 
impact of the projec )nmorbidity, mortality, and 
imunization status, and, 
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x. at least 53 additional Interated Rural Health
 
Complexes (29 in the Punjab, 12 in the Northwest Frontier,
 
7 in the Sind and 5 in Baluchistan) are operational. For 
purposes of this Authorization, an operational Interated 
Rural Health Complex (IRHC) is defined as one in which: 

(a)at least 80 percent of the authorized doctors 
and medical technicians are in place and working. and 
comunity health workers have been trained in accordance 
with Section h.vi, above; 

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

(c) at least 80 percent of the required standard 
equipmient is on hand and in operating conditions 

(d) a fuqctional vehicle is available for ambulance
 
funds provided for
and supervisory services with sufficient 

P.O.L. and routine maintenance services throughout the
 

fiscal years and,
 

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

i. Covenant as to Participant Training
 

The Grantee shall make every reasonable effort to
 

require that each participant trained outsie of Pktsnudi this 

Project works in Primary Health Care activities in Pakistan
 
for not loss than three times the length of time of his or
 
her training program provided, however, that in no event
 
shall th& participant be allowed to work for less than one
 

year from the date of the participant's return to Pakistan.
 
This covenant shall not apply to training of less than 45 days
 
duration.
 

Approved, " 'c ' -

Donor . Lion
 
Director
 
USAID / Pakistan 

s %r
Dates 
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A. Reconmendacions
 

1. Funding
 

It is recommended that an ESF grant.of $20.0 

million be authorized for the Primary Health Care Project. 

which has a ?roiect Asbistance Complecicn DaLe (PACD) of 
September 30, 1987.
 

2. Geographic Code
 

The Project authorization should specify that, 

except as A.I..D. may otherwise agree in writing : 

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

b. Ocean shipping for all co modities financed 

by A.I.D. under this Prciect 3hall be only on flag 
'eqsels of the United -:ato or Pakistan. 

c. ?arcicipant training financed by A.I.D. under 

this Project ihall be cnly in countries included in A.I.D. 

Geographic Code 901 (Limited Free World).
 

3. Waiver
 

is recommended that a source/origin waiver
It 

to Code 935 be approved
ftom A.I.D. Geographic Code 000 


by the Assistant Administrator for Asia to permit the
 

procurement of ten right-hand drive diesel pick-up
 

trucks and eighteen right-hand drive diesel 12-passenger
 
A copy of the waiver request is
 vans and spare parts. 


included in Annex C.I.
 

B. Summary Preoct Description
 

In 1977, the Government of Pakistan (GOP).
 
it was impossibla to adequately respondrecognizing that 
 physician­to the health problems in the country with a 

health
based system of medical care, launched a rural 


program involving the use of paramedics. The GOP's
 

program, which received uupport from A.I.D. under 
the
 

Basic Health Services Project (391-0415) between 1977
 

based on a *ystem of Integrated Rural
and 1981. was 
as


Health Complexes IURICa) consisting of three tiers 


follows I
 

1. a Pural Health Center (RHC1 staffed by 

one male and one f(ualn doctor and male and female medical 

technicians (HTs#) 
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2. satellite Basic Health Units (BHU8) staffed by
 
one male and one female MT; and, 

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

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

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

2. It firmly established the concept that properly 
trained paramedics could provide effective, simple, 
curative and preventive health :ara 

3. A six-volume, competency-based curriculum for 
MTs was developed and adopted and, by the end of the 
project, a total of 85 MT tutors, 124 MTs, and 55 CHWs 
were tra!:,nd and deployed; 

4. 6 RHC# and 24 BHUs were constructed and fully 
staffed, resulLing in the formation of 6 operational 
IRHCs; and, 

5. 27 MT training schools were established
 
throughout the country and have continued to operate
 
even after A.I. .'asinput terminated.
 

The GOP has firmly adopted this new approach to health
 
care and is proceeding with training of paramedical
 
personnel and the construction of RRCs and BHUs.
 
However, the GOP recognizes the need to strengthen the
 
system in the key areas of management, supervision, and
 
training, and to identify ways to accelerate the
 
recruitment of female health workers. The proposed
 
A.I.D. Project is designed to build on :he 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 
services in the rural areas. This will be accomplished
by: 

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

2. increasing the manegement and supervisory 
capability at all levels of the health system and 
institutionalizing a monitoring system to measura program 
effectiveness
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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 outreach 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
 
tr functional facilities.
 

Thi proposed Primary Health Care Project consists of an
 
integrated package of five components which are designed
 
to achieve the above objectives
 

1. Proaram-Management
 

High level Federal and Provincial Advisory
 
Councils will be created to formulate policy and
 
provide effective leadership. The Councils, 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
 
consultants; 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 Technician and C YmmLnityHolth W 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
 

and ChWs, and to design and
which will be translated into Urdu, for both lEEs 
conduct training workshops, including in-service workshops
 
for deployed MTs. Participant training in the U.S. and
 
third countries will be provided for key personnel.
 
Thirteen consolidated permanent r training schools 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
 
being especially important for the recruitment of
 
females.
 

3. Froaram Operations
 

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



- 4 ­

low-cost transport (probably a motorized bicycle). A
 
health promotion and education campaign will be designed
 
and implemented to enhance the etatus and acceptance
 
of field workers and to foster conumuity awareness and
 
participaticn in the health system.
 

4. Research and Evalution
 

Field studies will be undertaken at the beginning
 
of the Project to provide baseline daca on the prevalence
 
and associated mortality of selected diseases to be used
 
for a major end of project evaluation of program 
effectiveness, which will be conducted Jointly by the 
GOP, W1O, UNICEF and A.I.D. Other research to be 
undertaken during the Project will include the collection 
of data on umbidity nod mortaliy treads of childr 0 to 4 yr of 
age in selected areas served by the Project and research 
on recurrent costs. (See Section I.F.1. below). In 
addition, Project progress will be assessed annually 
in evaluation workshops involving Federal and Provincial 
health par3onnel, Project qtaff, and representatives of
 
A.I.D. and WHO.
 

5. Accelerated Expandad Program of
 
Irmmization (EPI)
 

As one of three accelerated interventions in
 
health, the Government is launching an Accelerated EPI,
 
a two-year effort designed to immunize 15 million young
 
children against six preventable diseases that cause
 
about 33 percent of all deaths in children under five.
 
The Project will support this effort by financing
 
equipment for the production of DPT vaccine, vaccines, and
 

simple 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 accelerated program to 
control diarrheal disease. This assistance will be provided 
in a manner that will reinforce the Primary Health Care 
Project's long-term institution-building objectives. 

C. Summary Findings
 

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

D. Statutory Criteria and Mission Director's
 

Certifications
 

1. This Project meets all applicable statutory criteria.
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Appropriate checklists are included in Annex B.
 

2. Two certifications signed 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 cable (Annex A) suggested that 
during project design, the Mission should consider ways to 

1. strengthen the referral system and enhance the 
effectivenes. of CW;
 

2. assist to develop Provincial and Federal 
resources to help control diarrheal diseases and increase 
imanization coveragel 

3. integrate health and population concerns;
 

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

5. increase physician awareness 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, r-p-ci ly:.(1) and (2) II.C., Projct C pWWmt 
(3) V.B., Administrative Analysist (4) I.F., Project
Issues and V.A., Technical Analysist (5) III.C., Project 
Components and V.C., Social Soundness Analysis; and 
(6) I.F., Project Issues and III.C., Project Components. 

F. Project Issues 

There are three principal issues in this Project: 

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

2. Can the problems of under-utilization of facilities 
and lobalanced and inadequate staff be overcome or si nificantly 
meliorated through this Project and/or in other ways? 



-6­

3. 	 Can this Proj ect- overcome or ameliorate, the problem of 
attracting, deploying, and retaining female physicians
and Kfs? 

1. 	 Recurrent Costs 

Table I smmarizes the estimated recurrent 
costs of Pakistan's Primary Health Care Program. Estimated 
costs are provided for twelve different cases, depending 
on the level of drug costs and the extent of population 
coverage. Salaries, facility and equipment maintenance, 
utilities, transportation and related recurrent costs of
 
the Primary Health Care Program can be estimated with 
reasonable accuracy, but this is not the case for the 
recurrent costs of drugs. It isi recognized that 
existing budgets for drugs are incdeqmte. However, 
there are no known studies of the actual drug requirements 
for a fully functional IRHC or similar institution, and 
data from more sophisticated system are for the most 
part inapplicable and not t-:anfcrable. Accordingly. 
cost estimates provided in Table 1 are based on three
 
different assumed levels of dru, costs which are
 
defined in the footnotes to the table.
 

The table also provides estimated costs as a function
 
of estimated population coverage for: the existing 6
 
fully operational IRHCs, with a population coverage of
 
about 300,000 or about 0.5 percent of the rural popula­
tion; the 12 -'xisting IRHCs 1/, plus the additional 53 
IRHCs which will be established by the end of the PHC 
Project and which together will serve about 3,250,000 
inhabitants, or about 5 percent; of the population; 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 recurrent costs of the program are 
provided in Section V.E., Financial Analysis. 

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

5 paisa (Rs 0.25) per patient visit in the other three
 
provinces. For 100 percent population coverage, this would
 
amount to about Re 41 million per 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.I.D. Project over
 
the next five years, which ran;e from a low of Ra 40,930,000
 
annually to a high of Is 126,730, 000 mmally will be !IqSle.
 
Even under the highest cost assumption (3), only a 2.5 percent 
increase per year in the total recurrent budget for health 

1/ 	Only 6 IRHCs are fully operational ac the present time, 
another 6 are expected co become fully operational within 
the next year. 
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TABLE I 

ESTIMATEO RECURRENT COSTS OF PAKISTAN'S PRIMARY HEALTH CARE PROGRAIt 

Total Estimated Total Estimated Annual Recurrent 
Assumed Population Annual Recurrent Csit as a I of PFY 1981/82 TotAl 
Leve If aI Coverae b/ Costs Recurrent Pu t for 4,dlh 

Dr;Costs i 	 F iz aiTUIfVCt1rOVI nC 
rug o)euduet di, Halth buduets 

0.5 	 xitlng 3.503 0.4 0.5 
IRH' ) 1. 5 .3 

5 (PNC Proj.) 40.930 4.2 5.3 

so 379.400 39.2 49.5 

100 758.800 78.3 90.9 

2 0.5 (Etiuting s,0ow 1.1 1.3 

S (PtC Pvj.) 55,230 5.7 7.2 
so 511.900 S2.8 66.7 
100 1,023,900 105.7 133.S
 

3 	 0.5 (Existing I 11,698 2.4 3.1 
IR4Cs) 

S (PNC Proj. 126,730 13.1 16.5 

s0 1,175.000 121.3 153.2 

100 2,350,000 242.5 306.4 

Source: USAID/Pakistan Estimates 

Ass,ption I: Drug costs for an IRNC will continue to be at the
 
1eve1 currently budgeted inthe Punjab, i.e., Rs 2.6U p person
 
for a elHU and 	Rs 8.00 W person for a IK. 

Assumption 2 Drug costs for an entire 1I will be at the current 
budgeted amount for an RuG, i.e., As 8.00 per person. 

ADssumption : Drug costs for an entire IRK will be at U level of 
the curratiaverage national per capita expenditure for drugs. I.e., 
Rs 30.00 per person. 

/ xitin IRK estimates are based on the population served by the
 
Sexisting fully operational iRKs.
 

PfyC ProJ*Ct estimates are based oo the populatiua to be
 
servid y the 53 IIhCs Ovich will be established as a result of the 
Primary Health Care Project plus the 12 existing IarCs. 
50% cove estimates are based on half t'i rural population being
served by IRKS. 

1.0 4ov.ra 	 estimates are based on the enttre rural population being
ser,.-44 by IR~s. 

/ PY 	19111/2 revised estimates 

g_ Total P" 	 1981/12 Government recurrent budget for health Its 99 million. 

for health RsTotal PFY 161/82 Provincial recurmt bAgets A 767 mil ion. 

Note: 	 PIpulatiom coverap estimates are only for the pofoulatio" served 
FiyTntegraed Phirul Health (Comp lees, at an average of S0.000 persons per

IK. The estimates do not include the population currently servud by
 
other facilities, such as Ah1s without supportinci BHUs, effective
 
disponiartes, and the outpatient clinics of tehfil hospitals.
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viuld be required. This compares favorably wich the 
rial increase of 4.2 perce.t per year wich occurred 
it,the budget between PrY 1977/78 and PFY 1981/82.
 
Howver, it is clear that an expansion of the program 
beyond this level to cover a reasonable proportion 
of the population will place an enormous burden on the 
GOP's recurring budget. In constant rupees, the per 
capita recurrent real Government expenditures for 
health have increased at an annual rate of 1.2 percent 
over the last five years. At that rate, even under 
the lowest cost assm-ption (1), 4.twould take 32 years 
for the program to be extended to 50 percent of the 
rural pepuAtim, if the eire amount of ra. budge 
increases was dwted entirely to Priwy Health Cars. 
(This asum a 3.0 percent anul populaion growth 
rate.) 

It in interesting to note that while the population 
expects the Governmt to provide health care free of 
charge, they pay and always have paid for private 
allopathic and traditional health care. In fact the amoint 
spent on private health care in Pakistan is about 2.5 lime 

total recurrent health expenditures.2I itthe Government's 
is therefore reasonable to assume that over time, if the 
population's perception of the quality of health care 
provided by the Government health system improves, they 
would be willing to pay for the service. Alternative 
ways of dealing with this problem will be examned under 
the Project. Some of the possible alternatives include 
the following t
 

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

b. providing only emrgency supplies such as 
dressings free of charge and requLriag patients to purchase 
all medicines in the local market; 

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

In practice.i-adequate budgets are already resulting in
 
some combination of h)and(c), vhich varies from place to 
place. The effects of this situation, both medically 
and in terms of client confidence, have not been assessed. 
Because of the importance of these effects, studies 
will be undertakan early in the Project followed by pilot 
programs to test -omising approaches. 

/ a caken from a uatlnmeU tcroment urv" vlhtch Included 
iformtom for all foodlies surveyed, both rural mid urhm, of the 
mmunt of mwasy spent on health cars. 

http:expenditures.2I
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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.I.D.-financed evaluation survey in 7ebruary 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 arrangement. Both CHWs and 
villagers also stated during this survey that the 

(If CHWs
Government, not the village, should pay the 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 system has gone 
on in the Punjab for almost a year. It could probably 
go on in some coMUunities 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 
conmmity would tend to place higher value on the health 
service provided and would be more likely to provide 
financial support to the CEW. One distinct possibility 
is 	through the special taxing 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 the Government posts 
for doctors in the rural areas was vacant because of the 
reluctance of physicians to serve in the rural areas. (In 
1977, the vacancy rate was 66 percent. 3/) In contrast, para­
medical positions, most of which are in the rural areas are
 
filled imsediately upon the creation of poats. Despite this,
 
in the last decade, medical school enrollmnt has quadrupled 
while the capacity for training all types of paramedical 
personnel has increased by only one-third. (Over half of this 
increase in pararedical personnel training is a result 
of the A.I.D.-financed Basic Health Services Project). 
Because of this, Pakistan c" rrently produces 

31 	 Accessibility or Health Establishments and Their Utilization, 
91raJ-u1-Haq Hahmood and S.I. aim, Pakistan Journal of 
Medical Research, Vol. 21, No.1, Jan.-Har. 1982. This
 
article and Health and Health-Related Statistics, published
 
by 	the GOP Planning Commission in 1978, are the principal 
sources of health statistics in this paper.
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about 2.2 doctors for ever' paramedic trained. Since 
tc. serve in rho rural areas, thepbysicians ae reluctant 

a bias the urbanresults ae avw*e of medical care coward 
areas and unde-utilized or unused health facilities in 
the rural areas. 

A recent change is that the hiR#t le.ml of proccdm of doctors 
some of them into the rural areas.is P.pparencLy forcing 

No :gv.ae -1 posts for doctore in the Sind are currently 
vaan amd the wvoancy raes in the Punjab ar, now about 
21 pWeear fW alS me 75 percent for femals. While 
thisl M e .e. i VaV-vin t, it does. not alter the 
reelt e above. There are only some 970 rural 
dwcto' posts, m for every 62,.000 rural inhabitant. 
If the arben dactor/poputlation ratio we e applied to the 
rural areas, 32,000 additimal doctors would be required. 
Their salaries alone would equal 77 percent of the current 
total Federal Government recurrent expenditures for health. 
If health care is to effectively reach the rural areas, it 
will have to come through a paramedic-based system. 

Medical school enrollmet is a function of GOP policy and 
will not be directly addressed by this Proj"t. However, 
this Project is de&igned to address the existing physician/ 
parmdic imbalance by improving and dxpanding the 
Governm-nt's ability to train, "ploy. support and 
supervise paramedical personnel 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 
and the use of facilities by the rural population should
 
increase. 

TWm recet pdicy c wgi ~t wd dirctlv affect utyilizationoa facil.t' 
ad stafftre Probam t e 0(M'a aweed intartimm..to 
physicians in BHUs and its decision to require new graduates 
as of July 1, 1983 to serve in the rural areas for two years. 
Historically, physicians could not be recruited to serve 
in rural ares because of such factors as isolation and 
lack of adequate schools for their children. These 
conerem will be evem mre apparent in the case of DRUs, 
given their highly isolated"locations. If physicians are 
assigned to IMts, the units would operate much the. sm 
way as R1a do now, with MTs assisting the assigned 
physicians. The Mfs would also have more time to train 
and supervise CHWs. In addition, the RHCs would tose 
all or moat of their referral role, leaving them as 
primary care and supervisory units. Taken together, 
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these changes could strengthen rather than retard the
 
operation of the program. The major problem, however,
 
would be the increased recurrent costs that would result.
 
Conservatively, the assignment 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 long
 
run, there would undoubtedly also be additional capital
 
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
 
8ignificant impact on the effectiventisu and financial
 
Ustalnablity of Pakistan's Primary Health Care Program. 

3. Female Health Workers
 

The previous BHS Project had considerable 
difficulty in attracting, deploying and retaining female 
Nrs and female physicians. It was difficult to ind women 
with a high school degree in all the provinces, except
 
the Punjab. Female physicians, 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 shn, however, that women can be recruited.
 
In the fall of 1981, it appeared certain that the incoming 
MT class in the NWFP would contain only 12 women. Although 
time was limited 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 description of the Project
 
and application forms. This simple effort resulte in an
 
incoming class of 22 female students against a class
 
capacicy of 25. The Punjab has indicated that it will
 
undertakea similar recrui.aent campaign for its upcoming
 
classes this year. In addition, this recruitment procedure
 
will be & condition precedent for disbursement for furniture
 
and equipment for MT ,training schools financed by the Project.
 

In addition to this special recruitment effort, three
 
eletnents of the Project are specifically designed to
 
attrct more female MiTs into the program. If these efforts
 
succeed, the deployment of these female MTs should result
 

The three
in a concomitant increase in female CHWs. 

elements are :
 

a. construction of separate classrgo, and hos;el
 
at the thirteen M .tra&InIg scnoois to be

facilities for vwn 

constructed or rehabilitated under the Project. This will
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be particularly important for attractlng women from 
rural areas whose parents would not allow them to actud 
coed classes or Io to a school away from home that did 
not have culturally acceptable living quarters. In doing 
so, it will enhance the possibilities of assigning female 
graduates to their home areas, and it will increase the 
total student pool& 

b. design and implementation of a continuing 
recruitment campaign targeted .uwmoen, as part of a compre­
hensive health care promotion packages and, 

c. bf g feaor fmiale Pakistani training 
%ecialists (ope fw each province) to assist and guide 

and to 	 ning.to= 	 aii9ncamp strengthen female tr 

Similar opportumtier. under the Project for attracting 
wen physicians do not exist. Primar7 responsibility 
for recruitment of female physicians rests with the GOP. 
If it chose, the Government could invoka the rural service 
obligation of selected femle medical school graduates. 
It is also possible that more women physicians could be 
recruited if selection criteria placed priority on new. 
graduae rather than established doctors. 
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II1. BACKGROUND
 

A. USG-GOP 'Tei?-ziatirn9
 

The United rtatc3 and thc Goernr.ent of Pakistan(GOP) 
have embarked on a rnne,).d nod strengthened effort to
 

increase th.ir ecc;ia4.-, aii development cooperation. This
 

effort w:as lLitel
marked -) b V.S.-GOP consultations in 

1.981 which -. . negociancin of a $3.2 billionculmi 1:'-d 4.', 
package of militai'y Z:1 economic assistance which the
 

U.S. will seek to pro:ide cc Pakistan between FY 1982 and
 

FY 1987. The economic assistance component was designed
 
not only to maximize its development impact but also to
 

posvible.
produce as favorable balance of payments effects as 

The balance of payments objective reflects two critical
 
purposes of the agreed upon economic assistance:
 

1. to ameliorate the burden created by Pakistan's
 
increased miliitary -::penciztures; and, 

2. to r',> '. constraints on development which
 

balance of r1Ler.ra jtra .nJ generate.
 

In this manner, the economic, development, and security
 
interests of both t i ions dre interrelated and supported. 

The U.S. Econcavc A--.isance Negotiating Team, headed by
 
the A.I.D. A-:':'. 'or, visited Pak!.:tan in Au unt 1981
 
to discuss thu d,':ailj uZ the economic portion o the
 

These
militai.y/eccno.ic as atance package with zhe GOP. 


nogotiaticns wtri, AucCJU61Ully CULIpiaCed aind agreement
 
was reached on clie FY 1932 ESF program and on areas of
 

concentration for the F"! 1982 through FY 1987 period.
 
It was in thi4. Lo0t1 Xt that A.I.D. agreed to finance
 

a five-year projeIct to iupport the GOP'u Primary Health
 
Care Program.
 

B. Pakistan' i 'ealth Sector 

The public and prI.'.'uL, health delivery 
system in Pakistan is characterized by considerable
 
regional variation in the quality and quancity of
 
services provided in both urban and rural areas.
 
Historically, the health system has served urban areas
 
better than rural ireas and has placed higher priority
 

on the training of phynicians rather than auxiliary
 
manpower. Budget restrictiona have limired operating
 

budgets for the public health sector, and curative
 

services have been amphasized over preventive c:are
 

and comunicy health.
 

Best Available Document 

http:militai.y/eccno.ic
http:r1Ler.ra
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1. Health Profile
 
Ps population of 83.7 million
Pakistan' sDvlto f8. ilo 

(March 1981) is predominantly rural, poor and illiterate.
 
There are roughly 45,000 villages containing about 72
 
percent of the country's people. Fort7-four percent of
 
the total population is under the age of 15; 42 percent
 

44; and, only 14 percent
is between the ages of 15 and 
is c.er the age of 44. AlthougIL there are more females 
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 cru death rate is estimated to be 14 per thousand. 
Infant mortality is estimated at 105 per thousand live 
births, which accounts for about 15 peiacent of the 
crude deatt rate. About 20 percent (700,000) of the 

of five../children that are born each yeardie before the age 
The principal infant killers are diarrheal and 

respiratory diseases, which account for about 50 percent 
of all infant dearhs. 

Available health statistics do not permit the 
calculation of mortality by individual diseases. However, 
a GOP Planning Coumission study indicates that, in 
rural areas, two-thirds of all deaths are due to 
infective and parasitic diseases, exclusive of malaria. 
Major killers are tuberculosis, birth injury, and 
complications of pregnancy and diarrhea.
 

The limited morbidity data available is hospital-based 
and therefore biased by the selection of patients. In
 
1973, patient records of public hospitals and dispensaries 
were studied in terms of the overall incidence of disease.
 
Gastro-incestinal and parasitic diseases, respiratory
 

of the skin, and malaria
diseases, fevers, diseases 
accounted for roughly 72 percent of reported illnesses.
 
Except for reduced incidence of malaria, these data are 
valid today. 

A high proportion of the sickness in rural Pakistan is the
 
result of poor environmental conditions, resulting from
 
lack of sanitation, inadequate shelter, poor personal
 
hygiene and inadequate nutrition. Potable water supplies 
are available to only 15 percent of Pakistan's rural
 
people, and sanitation facilities are practically non­

percent of theexistent in the rural areas. (About 99 
Per capita protein
rural population uses open fields.) 


of dailyintake is estimated to be about 54 percent 

requirements, and protein-energy malnutrition accounts for
 

[GOP Planning Counission, Primary Health Care
 
in Pakistan for Children's Survival, June 24, 1982
 

V 
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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, Phvs!ca! and Financial Resources
 

The existing health system in Pakistan reflects
 
a pattern not unusual for develcping countries. All
 
types of facilities and manpower are scarce and are
 
heavily skewed toward urban areas despite 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
 
manpower than from lack of physical facilities.
 

a. Manpower
 

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

b. Physical Resources
 

The PFY 19811182 Annual Development Plan
 
indicates that there are 5,352 Primary Health Care facilities
 
in Pakistan including : 3,478 Dispensaries, 823 Maternal
 
and Child Health Centers, 277 Rural Health Centers and 774
 
Basic Health Units and Health Subcenters. These numbers
 
must be viewed with caution 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 be nothing more than
 
a small room in a building used for other purposes as is
 
the case with some Dispensaries.
 

The distribution of these facilities is 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 and 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 study concLuded that, "the existing
 
isolatad and uncoordinated organization of MCH care is not
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TABLE 2
 

HEALH 	 0, ?AYET2?1 i-301~AP~2!PR~POFILE 

a/
Category Number Per Capica Per Cavita a/ 
Ratio -urban) Ratio (Rural)
 

16,000 1 : 1,850 1 : 18,780Doctors 


1 s 50,070
Nuses 	 6,000 1 : 4,940 

Auxiliaries _. 14,150 1 : 3,345 1 : 8,490 

Traditional c/
 
1 3,0O
Practitioners - 4C,000 1 10185 

SOURCE : USAID/Pakistan Estimates 

a/ 	There are no current data on the geographical
 
distribution of health personnel between 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.
 

b/ 	 This figure includes 13.825 lady health visitors and 
dispensers (who are considered primarv health care 
workers, al:-Lcugh they 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, laboracory medical technologists, 
malaria -orkers and others who do not serve as primary 
health care workers; these are not included in the
 
Table.
 

I/ 	Includes hakims (Physicians trained in the Urani medical 
system which is based on the concept of four humors)i
 
homeopathic physicians (those who treat diseases by drugs,
 
given in minute doses, that would produce in health persons 
symptoms similar to those of the disease) and unani 
pharmacists (those who sell preparations made of indigenous 
plants and herbs).
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functional and has not .... succeeded in providing MCH
 
care for the majority of Pakistan's women and children." 
Thus, the rural inhabitant fortunate enough to be within 
walking distance of a 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
 
provide quality Primary Health Care sevrices, 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 expenditures in the public
 

In constant pricas, recurrent health expenditures
sector. 

per capita have increased by only 4.9 percent bet ien
 
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 on 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. By taking
 
an average of these estimates and adjusting for inflation,
 
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 and mortality in
 
Pakistan do not differ significantly from those of other
 
developing 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 the 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 Survey and Development
 
Comittee, chaired by Sir Joseph Bhore, surveyed health
 
conditions in British India and recommended the directions
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for future health policy. The central recomendation of
 

the Bhore Report was that both prdventive and curative
 

health services be provided to r,'e urban and rural
 

population through heavy reliance on a combination of
 
Despite
profesaional and auxiliary medical personnel. 


many stops and starts, there have been =umerous
 
programmatic efforts in Pakistan to implement this
 
policy.
 

Tbree training programs, for lady health visitors(LHVs),
 

dispensers. and sanitary inspectors, have long histories
 

in the subcontinent. The LRV, trained since the 1920s,
 

ranks below the doctor and the nurse. After about two 

yers of tra-ini in maternal and child health and brief 
diseases of women and children, shetraining in comn 

works predominantly in Rural Health Centers, family 

planning programs, and Maternal and Child Health Centers. 

There are currently only about 2,425 LHVs (or one per 

34,545 persons) working in Pakistan despite a fifty-year
 

training effort. Dispensers receive ,n-the-job training
 
They functicn as auxiliaries
in hospitals and clinics. 


assistanc pharmacists. Current
although they are trained as 

estimates are that roughly 11,400 dispensers are deployed
 
in t-he country. The sanitary inspector receives 13 months
 
of specialized training in basic hygiene and sanitation,
 
and he sex-ies predominantly in rural areas in the field
 

There are probably less than
of preventive public health. 

1,000 sanitary inspectors currently working in Pakistan.
 

During the 1950s and 1960s, several programs were initiated to
 
significantly expand 2akistan's cadre of 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 Rural Health Centers (RHCs) and to
 
staff them with rural health inspectors. Although the
 
building program proceeded more slowly than planned,
 

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

the majority of which are in the 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 institutions have
 

become medical schools.
 

Several smaller-scale efforts to train medical auxiliaries
 
were undertaken in the early 1970s, but none were national
 
in scope. All had problems of recruitment, training,
 
dr.ployment, 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 Program
 

1. lackaround 

In March 1975, the Government undertook a Country 
Health Programing Exercise. This effort culminated in
 
the design 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 paramedic, the Miedical Technician(MT) 
(They were originally called mid-level workers.) The four 
elemento 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.I.D.-supported Basic 
Health Services Project which was launched in April 
1977.
 

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 geographic 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 Imsediats 
surrounding areal 

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, case 
finding and vital registration, i-mnunizations, nutrition,
 
antenatal care, and family planning services in the areal 
and,
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f. serve as the first-line drug and equipment 
warehouse in the area. 

Each RHC was to be linked with the District Health 
Officer (DUO), not only through managerial control by the 

physicians, but also by ttchnical supervisory relationships
 
n perscnnel, superviSicn,
with district level persons 


inventory control and informaion system management.
 

The second tier, the BHU, was to be the most peripheral
 
It was intended to
physical facility in the field. 


serve 5,000 to 10,000 population, covering a 15 to 25
 
Each BHU was to be staffed with a square mile area. 


one female, and theirminimm of two Mrs, one male and 
The MRU was linked to the itC bysupport staff. 


supervisory staff, and its activities were to be Seared
 

to the comnmities around the facility. Each EU was to
 

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

for the training and supervisionb. be responsible 
(CHWs) in the v1llages:of Comimity Health Workers 

and
c. serve as a referral center for CRWs; 

d. supply CHWs with simple madAcines and
 
equipment.
 

third tier was the CdW, who was trained to deliverThe 
a limit%.d range of preventive and curative care at the 

one female CEW were to bevillage level. one male and 
deployed for up to 1000 population. depending on village 

the villagesize, and were expected to live and work in 
they served. MTs were to both train and supervise CEWs.
 

was to be trained in basic preventive tasks
Each CHW 
such as weighing of children to detect malnutrition and
 

seeking out pregnant woman, and carrying out simp I high­
should be referredrisk assessment to determine which women 

71e CRW was to have a role in
to MTs or physicians. 

When taught to recognize and
curative medicine as well. 


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.
 anThus relatively simple curative skills would provide 
entre for the CHW to the more difficult job of preventive 
health and would enable the CEW to help bridge the social
 

and knowledge gap between the modern health system and the
 

village social system.
 

Special MT training schools were to be established, and
 

training of CHWs by MT& was to take place in BHUs. The 
training to be provided in the MT schools and in turn to 
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the CHWs was to be competenc -based training. That is, 
the MT was to be trained to be c 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 higher tier. The 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 comnonality 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 respiratory ailments. 
The basic 1T course in all four provinces is1S months. 
It consists of 6 months of classroom training, 6 months 
of practical trainir, 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 amr i three-month period. 

2. The Changes Involved
 

The three-tiered system, with the physician at the 
highest level at the RHC, the HT in the center and the CEW 
at the lowest tier, required significant changes in the 
existing system, including : 

a. designing an entirely new curriculum for Ts
 
and allied training miterials for CHWs1
 

b. training uf tutors in the new curriculuml
 

c. setting up MT training schools,
 

d. constructing RHCs and BHUss 

e. developing new systems of management, sU4ervision
 
and supply,
 

f. introducing the concept of male and female 
paramedics working .nthe rural areas as a teams and, 

Sgaining acceptance, in a physician-oriented
 
milieu, of the widespread use of relatively independent
 
par mdical personnel as physician extenders, and of the
 
almost revolutionary idea of using paramedic trained
 
CHWS. 
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3. The Results 

The 1977 A.I.D. lasic Health Services (BRS) 
Project was designed to be implemented in two phases over 
an 8-year pericd. Phase I was to be a three-year build-up 
phase. During this period, the training progrut for ITs 
and the necessar7 managamret system and institutional 
framework were to be de3ined and put into operation, and 
a sustantial number of I-RHCs were to be built. staffed 
and functioning by the etnd of the project. The A.L.D. 
contribution for Phase I was to be $15 million consiscing 
of a $1.5 million grant for technical assistance and a 
$13.5 million loan to cover 60 percent of the construction 
and operating costs of the tRHCs. Upon the successful 
completion of Phase I, $50 million was to be provided under 
Phase I to support a major expansion of the progran. The 
end of project oal was to provide modern medical care 
to 50 percent of Pakistan's rural population through 363 
functioning IRBCs staffed with 9,720 trained MTs and 
43,200 CHgs. 

In retrospect, the goals for both phases of the BES Project 
were exceedingly optimistic &3 were those in the GOP's 
Fifth Five-Year Plan. The GOP Plan called for the creation 
of 625 RHCs and 4,596 B.!Us during the five-year plan period.
 
Partly because the targets were unrealistic, and partly
 
due to other reasons, the Phase I outputs and inputs were
 
revised sharply downward in 1979. Even with this revision, 
several extensions of the project completion date were 
requireu before the tar:,ets could he substsitially achieved. 
The reasons for this and the accuplishments of Phase I are 
discussed in more detail in Section II.E. Table 3 
summarizes planned and actual inputs and outputs for 
Phase I of the BHS Project. The changeri in planned levels 
of inputs and outputs which occurred during Phase I as
 
well as the suspension of A.I.D. assistance to Pakistan in 
1979 precluded the possibilit7 of undertaking Phase 11.
 

D. Institutional Settina
 

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 inflLince the pace 
and progress of implementation of health plans and policies 
in the provinces has been limited. 

2. The responsibility for the planning and funding of 
infrastructure is separate from the responsibility for 
funding recurrent costs. 
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TABLE 3
 

BASIC HEALTH SERVICES PROJECT, 1977-198 1z
 

lN AND A TJAL INPUT5 AND OTriTTYITS.Sal~AYO 

Planned Actual
 
Original Agreement End of Project
 
Agreement a/ Amendment October 31, 1131
 
April 2,1977- Sept. 25,1979
 

OUTPUTS
 

Medical Technician
 
Training Schools
 
Established 36 12 27
 

85
108 	 36
Tutors Trained 


800 80 	 124.
MTs Trained 


CHW Trained 	 1350 48 55
 

Managers Trained- / 322 96 	 36
 

Curricula Developed 2 2 	 2
 

Operations Manuals
 
Produced 3 2 1
 

RHCs Constructed and a/
 
Fully Staffed 36-/ 61 6
 

BHUs Constructed and
 
Fully Staffed 329k / 24A1 24
 

IfTPUTS ($000) 

A.I.D. Grant 	 1,500 1,500 1,482
 

A.I.D. Loan 	 13,500 7,000 7,000
 

GOP 	 10,200 10,000 18,330 -

SOURCE: MHfnitI7 Of Health and USAID/Pakistan records 
s/ Final disburusemt of the loan required 75 percent performance 

in meeting output targets. 
b/ 45 are currently teaching; the remiDder are working at iRHCis.
 
V/ As of August 1982, there were 325 MTs trained and deployed.
 
L/ Includes DHOs, ADHOs, and specialists in supporting functional areas
 

such as personnel and logistics. 
e/ Extrapolated from the number of IlTCs. Targets were expressed in 

numbersof IRHCs, not of RHCs and ogUs. In fact, at the end of the 
project, a total of 12 11Cc had been established but only 6 were 
fully staffed and equipped and therefore considered fully operational. 

f/ 	My 1977/78 through M 1979/80 couverted at the exchange
 
rate of ls 9.90 - $1.00.
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3. The nature of the Primary Health Care Program 
requires coordination 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 bet-dec:n the Federal Ministry 
of Health and the Provincial Departments of Planning and 
Developmt and of Health. Annual Development Plans(ADPs), 
Which mainly cover construction, equipment and special 
start-up costs, ae the responsibility of the Federal 
P&D Division, and Provincial P&D Departmerts. The 
revenue nd current expenditure budgets are the 
responsibility of the Federal end Provincial Finance 
Departments. 

Development plans and budgets appear to be more influenced 
by national policies and planners, while the current
 
revenue and expendit .e budgets are more influenced by 
Provincial Department of Health policies and personnel 
and the Health Departments' ability 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. Headed by a Deputy Director. 
General of Health, the Call's primary responsibility was 
to oversee and assist implementation of the BHS Project 
nationwide. This Call was never fully funded and it was 
ful y staffed only for a short period of time with 
appropriately qualified and graded officials to carry 
out its mission. At present, it consists only of the 
Deputy Director - General of Health and a Health 
Education Advisor. A condition precedent under the new
 
A.I.D. project will require that the Cell be fully
 
staffed.
 

At the Provincial level, the Secretary of 1,alth is
 
responsiblle for the development of health policy and the
 
administration of special institutions such an medical
 
schools, teaching hospitals and lar e urban hospitals. 
Under his direction, the Director of Health is 
responsible for the day-to-day operation of the Provincial 
health care delivery system. He has three key deputies who 
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have responsibility for :(1) planning and development;
 
(2) coummicable diseases; and, (3) basic health services.
 
In three of the provinces, he is supported by staff
 
branches which cover functional 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 is 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 Annex 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
 
positive interest in promoting the further development
 
of the Basic Health Services Program. District hospitals

which are referral centers for IRHCsare supervised by

Medical Superintendents who do not report to DHOs or
 
ADHO.. Medical Superintendents and DHOs both report
 
independently to the Director(s) of Health. Consequently,

DHOs must coordinate their activities with Medical
 
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. Although
 
District hospitals do not play a direct role in the Basic
 
Health Services Program, they serve as sites for MT
 
traini- seihools 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 Health 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
 
adequately staffed with qualified people 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 implementation of the Basic
 
Health Services Program. Like the Federal BHS Cell,
 
they are all virtually one-man operations today.
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AC the local level, elected Union Councils representing
several villagea replaced a system of individual Village 
Councils. Union Councils function under the jurisdiction of 
the Provincial Department of Local Government and Rural 
Development. Union Councils play a significant role in 
the 8ieic Health Services Program by : 

1. their ability to select sites for BHUs; 

2. their responsibility for construction of
 
MlUs, and, 

3. their ability and willingness to lend support
for the mobilization of village health ccmittees and M1Ws. 

Z. Program Achievements 

The BRS project failed to achieve its planned 
outputs, but .here is a consensus that the original outputs 
were very optimistic. There are also those who believe 
that three or four years is insufficient time 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 regards paramedics 
as the primary means of bringing adequate health care to 
the rural areas within a reasonable period of time. Its 
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 training concept was also new, a six-volume 
curriculum based ou skill competency was developed, adopted,
printed and used to train HTs. 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
require revision of the existing curriculum, which will 
be undertaken under the PHC Project. 
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3. There are currently 24 MT training schools 
functioning in the country, continuing well beyond the 
time the last Project-financed technical 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 schools in the Sind, with a total capacitv 3Z 6J students.
 
are expected to resume training this fall.
 

4. There are currently 325 MTs that have graduated
 
from training and have been deployed in the field. Seventy­
five (or 23 percent) 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 tie the 
Project ended. The remaining six were only partially 
operational. While the effective functioning of all the 
centers is still hampered by problems, they serve as 
the basic organizational model. 

6. Pilot projects concentrating on the bottom 
tier, the CHW, were sti.rted 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 February1982 found 
that the few existing CHWs had not been adequately trained. 
The study also found, however, that there appears to be 
a clear perception on the part of the villager that the 
ChW is not just acceptable but tht he or she is seen 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 evaluated. These evaluat.ons include i
 

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 19811 

2. detailed studies of the management system
 
conducted by the MEDEX tooa and revised and endorsed by a 
National Kan& ement Workshop, entitled i"Managment Systems 
Studies for the Establishment and Op orat ion of Integrated 
Rural Health Complexes". December 15,190 
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3. a rerminal evaluation of the BHS Project 
conducted bf A.I.D. and outside consultants entitled 
"Report of the Project Evaluation Team, January 18 -
February 20, 1981, Islamabad, Pakistan" 

4. a special A.I.D.-funded study entitled 
'Teasibility Study in the Use of Radio in Addressing 
the Management. Logistics, Training and Continuing 
Education Needs of Mid-Level and Comunity Health Workers 
in Pakistan", January 1982; 

5. a special A.I.D.-funded evaluation conducted in 
February 1982, entitled : "An Evaluation of the Field 
Performance of Mid-Lavel Medical Technicians and of 
Com ity Health Workers Trained under the Basic Health 
Servicea ProJect"; and, 

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

Many significant lessons have been learned from these 
evaluations and other reviews of similar experiences 
elsewhere in the design and implementation of rural 
Primary Health Care Programs. Foremost among these 
are the following, 

1. Special attempts, tailored to existing cultural 
and institutional conditions, muat be made to effectively 
reach the target population. In the UMS Project, female 
health workers have had a significant impact on comm 4 t7 
health, and special efforts should be made to recruit, 
train, deploy,and retain female Mrs and CIHs in order 
to effectively reach childrou and their mothers.
 

2. Training is a critical component and it should 
be designed to prepare the Mrs and CHWs to perform the tasks 
v ich are known to have positive impact on health status. 
The curriculum developed under the previous A.I.D. project 
should be revised to include more emphasis on , 

a. comunmity health and health services 
management 

b. maternal and child health, including child­
birth, nutrition, and diarrhea, especially for female 
MTrs5 and, 

c. envirormental sanitation for male Mrs. 

3. The MT curriculum should be translated into Urdu, 
since most MTs are not fluent in English and the English 
texts are of little continuing value as on-the-job reference 
materials. 
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training schools need to be standardized
4. The MT 
so that the training and quality of the workers' 

performance is consistent in all provinces. 

5. Many UlWs are not literate, and appropriate
 

training techniques and non-formal educational 
materials
 

must be developed for their use in the field.
 

6. Supervision and continuing education should 
be
 

given more attention to ensure that MT knowledge,
 

performance and dedication to work in the community 
do
 

not deteriorate. Specifically, supervisory MTs posted 

at 1111Ca and the Medical Officers in charge must be 
trained in management and supervision. In addition, M1s 

for female MTs, ashould be provided with adequate and, 
culturally acceptable form of transport to enable them 

and 
to properly train and supervise CRWs in the 

villages 


to carry out their other duties.
 

7. As population coverage expands, CRW training
 

should take place both in group sessions in 
the BRU and
 

in the village where continued on-the-job training 
can be
 

given by the MT during routine visits for supervision
 

and support.
 

8. Management needs to be strengthened at all
 To do this,

levels of the Basic Health Services Prog. sm. 


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 mudical 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
 

at an RHCIOfficers posted 

system for manageimnt support
d. a comunication 

and control for all echelons of the Basic Health Services
 

Program, particularly between District referral hospitals,
 

RliCs. BHUs and villages; and,
 

management information system to monitor
e. a 
to collect analyze, andactivities, improve logistics, 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 P&D regarding 
operational needs of the Basic Health Services Program. 
In particular, manpowr development planning should be 
synchronized with facility planning. 

10. Closer collaborative planning between technical 
advisors and counterpart Pakistarofficiala is required, 
particularly at the Provincial government level and below, 
to insure thAt man-gement and technical plans are effectively 
implemented. 

11. District Health Officers need to be actively 
involved in planning and implementing Provincial 
operations. 

12. Although adequate management infrastructure is 
eztremely difficult to develop and requires a long lead 
time, it is essential to support IlTs and CEWs in rural 
and isolated areas.
 

13. Establishing a new cadre of workers such as the 
XT 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 career ladders, and to 
promote general understanding of the intended role and 
relationships of MTs and Me among other members of the 
health sector and the general publi,.
 

14. If adequate provision is not made in advance 
for the administration of technical advisory contracts, 
adminsrrative issues will detract from the time of key 
personnel and adversely affect professional relationships.
 

15. When key program per&,nnel are replaced, the 
replacements need to be briefed on the program's 
purposes and operations. 

16. While occasionallyl 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 EIIC and 4 BRUs is, 
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 AsLstsnce
 

Historically, except for A.I.D., virtually all
 
at-toc. in Pakistan hasdonor assistance in the heal"th 

been provided for activities other than Primary Health 

Care, and there is little expJectation that this pattern 

will change in the near future. The PFY 1981/82 budget 

included a total of $28.2 million in donor assistance
 

for the health sactor. Of this amount, $20 million
 

(71 percent) was for equipment for the Islamabad Hospital,
 

the Faisalabad water and sewer project, malaria control
 
The remaining
and the National Institute of Health. 


$8.2 million (29 percent) was provided for infant 
and
 

and child health, rural
pro-school feeding, maternal 
water supply, and the Expanded Program of Im uniation (DI), 

related components of the
activities that are to some 
Primary Health Care Project but are not directly 

a part
 

The World Food Prcgram is expected to ccnt zmatof it. 
1 million per year, and the
its current level of about $ 

maternal and child health and rural water supply activities
 

of UNICEF will remain at about $ 3 million, but support
 

for EPI (mostly from UICEF and Canada) will increase 
from
 

$1.9 million in PFY 1981/62 to $4.3 million in PFY 1982/83.
 

Less than one percent of total assistance from WHO and
 

UNICEF was provided in FFY 1981/82 for Primary Health 
Care.
 

Thus the proposed Primary Health Care Project does not
 Rather, it will
duplicate the asstance of other donors. 

the health sector.
fi1 a glaring void in assistarce to 

As in the past, the A.I.D. Project will be coordinated
 
and UNICEF which is
with assistance to be provided by WHO 

described below. 

1. WHO 

WHO traditiu-.ialli w,'oviaea assistance through 

technical advisors, participant fellowships, and funding
 

of workshops and conferences. In the BHS Project, WHO 
provided one full-time advisor ,.o the Project who now
 

serves as the WHO Public Health Administrator in the
 
This advisor will be available for twoFederal BHS Cell. 

In addition, WHO providedadditional years beyond 1982. 
Projecta UNDP-financed management consultant for the BHS 

WHO also helped
from December 1979 to December 1980. 

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
 
for IRHCs. The contributions of WHOoperations manual 

and UNDP to the BHS Project between 1977 and 1982 totalled
 toapproximately $489,000. For F 1982/83, WHO lans end 
to the


$323,400 for Primary Health Care activities rated 
A.I.D. PHC Project, primarily for technical assistance.
 

Best Available Document 



,34 ­

2. Uwr=u 
iWm£Cu cantributed significantly to the 11S 

criLtica-, training; equipmaint~ qr9t
Pgoderovby 	 - sch.ools, and cash assistance forfor-I- Zrttai 

.g-- of Iab. kS, =id 3tipends for MTtrainee and 

W trtiro MMEYC1 assistance from 1977 through 1962 
Al 20ush 	 UM1CZ has changed its method

totalled 	$4059,100. act-viti-s soOf S6.9" le recantLy and has dasralizd 
given dirwcdy to Provincial proj-ectchm fuinds, we 	 xp cted that UNICEF' wil Contiu

officers 	 to "imawt is naturProJect. The exactits; Ievious role under the PHC 
not a 

an funding levela for aetivities related to,, butc 
A4~g pert of this 1raletpare UIM~oM at this, tim.

M.40$65 

Vb~ak was the wrerage level of its sapat dazins
-a.. 	 "-t-- M, to provide about O 

-_ L 	 Ms s,.fr ativities 5tIhZ to thoe it 

. -. to Stratefy and Other A.I.D.. Pro4eatSlationshig A.I.D. 

1. A.T.D. S-,areK7 

United States was a co-sigftotY,
in 19790 the 

along ith most of the ocher naLons of the world, to the
 

which calls for "Health for all by
Declaraion of Alma At 

the -e.h.. of 
ther ye4r 	2000 - principally th"rough 

The overall A.I.D. 
y healIth care yatms." 	

and 
are consis cent with this

ASI DWeuheaLth strategies 	 eplicittyThe A.I.D. Health Polic7 PaperDeclaration. 
 the Agency's top priority
idantiflas Primary Health Careas 

of the Asia Bureman's HI'N
In health. The central core 

death races og
stratd:5 is "to reduce the 	birth and 

in the contaxt of a systin 	of
the most 	wilnerable ,grous anM Bureau's strateg- contains
pr.i.ry health care" .	 designed
illustrative Primary Health Care package which is 

It includes :to achieve this goal. 

a. early case detection of diarrhea and treatm nt 

with 	oral rehydration;
 
wen of childbearing age with
b. 	 inoculation of 

prevent neonatal tetanua;tetanus tozoid to 


f mLLy planing services;
c. 

d. onc---gemem of breastfeeding and nutrition
 
suzvillance;
 

and DPT 	 and,e. immization for measles 

f. malaria treatment (cbloroquine for fever) in 
care, source reduction, and spraying

the context of primary 
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 ir 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 improving and expanding the health 
care system so that the rural population will have access 
to adequate and reliable basic health services and by 
financing local costs for school construction. Pakistani 
technical advisors and local comdities 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 the probability of child survival
 
alter their fertility behavior accordingly after a period
 
of time. Therefore, to the extent that the PHC Project
 
achieves its goal of substantially reducing infant and
 
child mortality, this Project should contribute to the
 
fertility reduction goal of A.I.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 1I 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
 
wrbidity. During the course of the Project, MTs will
 
assume 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 Kls in identifying cases that need presumptive 
treatment. In additii, it is mpected that scm 6hslth wdcw will receive 
refresher courses in malaria parasitology at the 
National Malaria Training Center under the Malaria Control 11 
Project to improve their skills in passive case detection 
and verification.
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1. Pa ect Rato.na.
 

Uhd the preious A.I.D. -financed Dme Keeth 
Seic P-oject, tha GOP made significant peogress In 
i1 1i-n-ting its Primary Health Care Prog-m. _hch 
01til rmins to be done, however, :in terms.of strengthenin 
the settag progrem, institutionalizing various components 
of the program, and expandirn the provision of adequate 
baesL health sacvI.ces to the rura.L populacion of Pakistan. 
Tha GOP has uecificslly requested A.. L.D. assistaonce to, 
bu±4 anthe -oupctishmens& and to apply the lessons 
Iuunned ndw the previous projec t in :Mp. .-ting its 
P&Iny ieeth Care. PGvr that no other donor
 

paeto SMappreth in.~this critically imot­
-C an& chm Priincy hlth Came Progrm mw been
 
a e the Fthiy the health sector 

=th A .. A.TD. a continued nJ invemtnassitng 
a health sectov I& highly justified. Lu 

a i,. ths Proaject is to A.Z.D. Ia entire 
detelomut effort in Pakistin since success in all 
8ectors in vfich .I.D. wiu.ll p-ovide assistance, depends, 
amug other things, on a healthy, productive labor 
force. 

Zn addition I'to being consistent with the Agency and the 
ASIA Bureaa health policy. the Project will cryout two 
of the major objectives of A.I.D. a stratey in Pakstan., 
nely, to assist the GOP in meeting the basic 11 need 
of its populaon and to expand the Goveznment's resou e 
bae for local cost financing and thezeby help aeliorate 
the country's balance of paymets problems. The projact 

.1lalso support two other izportant A.I.D. initiatives in 
the areas of inscicution-buildiag and technology transfer. 
As a result of the Project, an effective system of 

.ruiting.training. supeTvising, deploying and 
supporting health care workers in the rural areas will 
hav.been institucionalized, and the systm will be 
sustainable and replicable throughout the country. The 
Project also involves the transfer of appropriate 
edh.ational and madiral cecmhnolo Iy.I L reinforce the 
concepts of compecency-baaed craining and the use of 
parmedics as ptnmy Zealth Cae,provider* which the 
previous Project introduced. Finally, the Project is 
designed in mch a. -y that it will not impose an 
• ----aI-'e burdn on the GOP's recurrent cost budget. 
The toms set are v.ll within the finm ial,0 h U 
and physical mmo of the Provincial authorities to achieve. 

In umn-y. this Project is feasible and justified and will 
achieve a measurable improvament in the health status of 
the rural population of Pakistan. 
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111. DETAILED PROJECT DESCRIPTION 

A. 	Prolect 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 improve the quality and expand the coverage of Primary 
Health Care services in the rural areas. Measures of goal and 
purpose achievement by the and of the Project include the 
foilwing: 

1. 	 In areas served by the Project: 

a. 	 at least a 20 percent reduction in infant and 
child mortalityl
 

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

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

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

3. 80 percent of dhe LW.Es with sitorized drna md medical
 
supplies 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 additional 
operational IRHCs in the Punjab, NWFP. Sind and Baluchistan, 
respectively. 

Important asewump.ions for achieving the Project's goal and
 
purpose are that the Provincial Governmentswill continue to 
train and deploy MTs and CHWs; that modified managment and 
supervisory practices will be adopted and implmented at the 
IRHCsg and that adequate amounts of appropriate drugs and 
medical supplies will be provided to IRHCs. 

B. 	 Project Outputs 

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

1. one Federal Advisory Council and four Prc- 4ncial
 
Steering Comittees (one per province) established and
 
fumctioning effectively
 

2. approved annual Provincial operational Primary Health
 
Care plans for each provincel
 



3. 	 & P, Md' and get tystes for lUMa 
I I -ndmechanism for conm-Im lnted with ai

tinuifS analysis Wa review of the sscem 

a crvetsed HT cu-ciculsm d tralning mterials4. 	
for )fTs and CWSSdeweoped md translated into Urdu 

MSa ad IC tn cretained in5. &3Lc"WantLy deploye 
th* revsed CUC u=M 

6. 	 eekh MT deploy" by Decdoer 1975 training and 
8.a4 an aveipe of. 0 CkE; 

7. 13 p mm com dted HT t=ini schools wic 
a----d ated and fufLy 	equippe4hst.L 	 m:5U~et or ra 

I. & se:I It1---c-- ssctM tit'pod and in ue 

to misetor 1C Opmt±CSS; mid 
' 

%. at Iset 40 pernc - a doyd We n Mb m fimma. 

Addtlonal infmetia. on the relationships aog the 
Project goal, purpose, inputs, and outputs is prdd in 
the Log Frama (Annae E). 

C. Project Copnnts 

The PrLmmry Heslth Care Project consists of five 
iuegatdcomponents: (1)ftoaz3 Nngisntg (2) Hedical 

Te Amicanmd Cin1±Relt Worker Trainins; (3) Program 
Operations; (4) vtses and Evaluation; and, (5) Accelerated 
Expanded Program of Imizaeion (E)• 

1. Proam anaaent 

The principal imasement lessons larned from the
 
previous BES Proj oct were that: (a) effective man mo and
 
supervision are essential 	if the Primry Realth C&r Progrm 

to be straengtheed inis to succeed# (b) the Program needs 
tm criticAl ces&avid. (c) the Federal/P&ov i lthese 

should be taken into accountdtvisli of resposibilities 

in establishing an effective syaste of mpervision and
 
-a- amant. A cowv-Wr MA minaunt system analysis.


oerations
mes conductd ~iqthe M Proj et.* A mode 
umimiw : 	 andantioned hyea m owrkhp 

the Pravince. The rso=but it has.eera~tdb 
for this. re e, to the fa that the. nua was develoved
 
in the lame of the p ous Proj ct,,, no _ oM
 

t staff were avi.ai o to
advisors or CaL. uanIg 
the tilme, inlbo this effort, ad no 	 one else found 

e ce oother cometing priorities, to mve foward on
 
the magpmant operations manual. The Program Ymnagemnnt
 
comonenit of this projoct 	will address these probem 
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through: the establishment of newly created Project Advisory 
Councils at the Federal and Provincial levals 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
 
Organizatior
responsibli y of a new Federal Advisory Council. 


of the Council will be a condition precedent to initial 
dis­

'euncil will
bursement 	of funds under the Project, and :he 
Lae Council
function throughout the life of the Projec:. 

chaired by the Federal Secretary of Health andwill be 

ocher members will include: the Director-General of Health 

(as Vice-Chairman); Chief. Health Section, Planning 
Division, 

Sconomic AffairFederal Ministry of Finance, Planning and 	
andFinance, PlanningJoint Secretary, Federal Ministry of 

Economic Affairs, and, the Provincial Secretaries of Health.
 

The Federal Deputy Director-General of Health for Basic
 
the permanent Secretary toHealth Services will serve as 

the Council. 

as forum for Federal and ProvincialThe Council will serve a 
program planning auu!i ileeutation issues.authorities to discuss 

Regular meetings of such a coordinating body are essential
 
to ensure 	 the smooth and timely implementation of the
 

The Council will be responsible for:
Project. 


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

ii. reviewing and recommending approval of
 

Provincial PHC development and operations plans;
 

iii. ensuring uniformity of standards in the 
Program and seeing that they conform to Federal health
 
policyl and,
 

for the participationiv. coordinating and arranging 
of appropriate Goverrment 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
 
province. Each Provincial Project Steering Comittee will
 

b chaired by the Provincial Secretary of Health. Other
 

ambers will include: tht Provincial Director for Health
 

Services (Vice-Chairman); Chief, Health Section, Provincial
 
Planning and Development; Additional Secretary, Finance
 

Departments and, representatives from other Provincial
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Mvtstrtea chows by the Chtiep. The Provincial Deputy Director
of IMTM Services for oastc Helth Services will serve as the
 

puiminSeaby to toe C1mf1te
 
The Phovl -TC. 'ttess wi lCing bk% responsible fr- the develomt
M ap'e l of Provincial Project developsnt prlans. A critcal task to
be cma-tli before the ed of the first ProJect yetr wl1 be to draft
dmelolmt plans for the PIC Project in each pruv4nce for the ift of the

The pTans will inclu ande mpuOdues.ticipated development budie

for cfmbu Oct of RECi. MUS and 4r tra-ining schools, reremmats for

rm* &Votltyof inpow, and! estimated opertthe PM Projeet. Approval of Provincial bdes osuprPHC plans *ill be a-conhtion

Usdmmt. to. continued disbursem of funds for the Accelerated E.P.L.
 
PistatUwT eeal4ttedd to. the Fedel Advsor Council which t
 

Teins a pyts.1 It is ltsl NOW thatmantin of the Provincel
 
.T t a for tr the Msews to nso mf


'ImpP~hu~samd gost,,a a resalt, approiate wA wwt7merh'WM budguVbisln PCIowilfl be made. 

Lw Thelukal R ttAnce 

On long-taim ematriste health wemnmt advisor will beassigned to the Federal M11 el T for the S-year I fe of the "aojct.

The advisor *ii! work closely with the Federal Dep"t Diractoraeneral US11 Cell

and with the, Aistmnt. 01lrecto-4eneral, Operations, when he is hiredfor the Cell. Flllnf this lrtter p tI1on *111" be * concttton precedent to

disbarsmint .fo lAcmerated E.P.I. aro to Septmbe 30, 1964.

The a10Wsom ill supervise four project-financed lom-tae Pakistan
 

megmutadvisors whor will be assigwe to Provincial onS Cells

end wIll be ftnded for yearsb. All five advisors will serve as
MMOTrc Parsons for the FdalAdvisory Councif and the Provincial Staert

CInlttee. Their priNmar fun~ction will be to assist Federal and Provincial'
Qoveimuts to systemtcally develop 3dnagant system and to conduct a
series of Provincial workshops Involving participants rangng from
Provincial health officials doa to Medical Officers who are in chrge offiCs and supervising WITs. At the and of the tiese-year period, the GOP will
evluot the Iquct of these Provincial nomgnmmt advisors on the PIC
Prop. Imdlng 3 the outcome of this assessmnt, the Provincial

Gvmi ht d a w4llingns to consider sanctioning a fog-tin
post ineack of the Provincial 8N Clls ftr a non-0di1 unag*me
oqpMFaionMSpec!list. 
Thes adlisors v 11 be compl emmtad by two short-tam Igmmt consultants
for one mn each to asist in the design and conduct of the first national 

mmqmt rlh"p4. Irnc~ mawn mtTheW Counterparts of the, Iong-tem
advswam a" tile' Officians whee the long-tare adviors W41lT Mist W11Illreeive o-OhJ0jb treln: to dainlop their Iueladge, skiTls and- attftude
Mated , to Me nt mdlysls, -Imgemnt planing and execution, and
eveluetow. 

c. tnsmmeet Thlrinq 
One of the most difficult problm arms in rural health 

sevices delivery is the establishment of adequate
planning., mmagment, end supervisory capability. In Pakistan, 
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staff with adequate planning and management 
skills are
 

lacking in the health sector and this 
has been one of the
 

major constraints in implementing the 
Basic Health Services
 

Not only are skills absent, but operational 
plans,


Program. This is
 
policies and procedures need to be 

strengthened. 


particularly critical for IRHCs, which 
have a higher ratio
 

of non-professional workers to professional 
workers than
 

IRHCs require greater attention to 
supervision,


hospitals. 
 in ordereducation
performance evaluation and continuing of the paraprofessional 
to sustain the quality and productivity 
MTs and voluntary CHWs. 

Accordingly, this Project will assist 
the GOP to strengthen
 

its health planning and management 
capability through two
 

The first will be the analysis and
 important activities. 

redesign of existing management policies, 

procedures and
 

practices followed by the implementation 
of recommended
 

Improvements for each of the following management support/
 

control systems:
 

i. program and operations evaluation 
and planning;
 

ii. supervision and patient referrals
 

iii. personneli
 

iv. drug, medical and general supilies;
 

v. transportationi
 

vi. cotmaicationsi
 

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 an important role in IRHC activities:
 

Medical Officer Administrators posted 
at


i. Although these
 
Provincial, Division and District levels. 


officers often have completed the one 
year diploma in public
 

health course, which focuses primarily 
on public health
 

sciences including biostatistics and 
epideniology, they
 

normally lack adequate training in operations 
planning and
 

management. 

ii.Medical Officers posted at IF Cs. Unfortunately,
 

Medical Doctors posted at RIm have had 
lictle, if any,
 

exposure to the concepts and practices 
of rural health services
 

There is a need rot only to develop
planning and management. 
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knowledge 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. 

to superviseii. SuPervaorL M~s 	posted at RHCs 
other MTs. Currently there in no Job description or sanctioned
 

post for these workers.
 

iv. MTs; and,
 

v. Manazmment Saecialists and Tchnicians working 

within the various management support/cont-ol systems and 

directly serving the IRHCs.
 

The redesign of mnageent policies, procedures and practices
 
of personnel will be done concurrentlyand the training 

of training activities: (i) curriculumthrough three,types 
(ii) managment workshops and coirses; andredesign,

(iii) in-coumtry observational visits and narticipant 
The general revision of the pre-service MT curriculum
training. 

will integrate management training approprtate to the 
and similar furctions at the RECs.operations of the BMts 

.imobilization,
 
training and supervision of CHWs. (Prototype management

i will include cm~nmity relations and ,t. 


training modules for adaptation to Pakista.A's specific
 
needs are available 	from AID/Washington's Central Health
 
Office which funded 	the development, field testing and 
publishing of these 	materials.)
 

a total of 138 management workshops andAs shown in Table 4, 

courses will be conducted over the life of the project.
 

TABLE 4 

PROPOSED'NtMER AND TYPE OF PLANNING
 
AMD ANAGEMENT WORKSHOPS BY YEAR
 

Type of Workshop 1982/83 1983/84 1984/8S 1985/86 1986/87 Total
 

I.Nbticl ME Ormtatic 1 1 1 1 1 5 

2.Management Workshops
 
1 5
National Level 	 1 1 1 1 


4 4 4 4 4 20
Provincial Level 


District Level 12 12 12 12 12 60
 

3.MT Supervisors
 
- 2 2 2 2 8
Preservice 


4 5 6 20
2 3
In-service 


23 25 
 118
TOTAL 20 	 24 26 
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For Supervisory MTs, two special scandardi.ed for-al short
 

courses wAll be developed, including curricula and 
training
 

-.. he trained. One

and examination materials, and tutor 

such course will be a two-week session to upgrade managerial
 

and supervisory knowledge and skills of ex.sting MTs
 

functioning as HT supervisors. The other vill be a four-

Successful
week pre-service course for new personnel. 


completion of this course will entitle the participant 
to
 

a special certificate and will prepare him,her for advance­

ment in a proposed career ladder system fo: MTs.
 

A one-week conference/wcrknhop or. orientat:on to the PHC
 

Project will be held in Islamabad annually to acquaint newly
 
health officials.
 

appointed District, Provincial and Federal 

who have assumed or will soon assume responsibilities for
 

the lUC Program, with the Project. These workshops will
 
a result
help prevent the problems that arose in the past as 


of turnover in key personnel.
 

Annual National, Provincial and District K.nagement Workshops
 

will serve two purpoRes. Firrt, the parti.ipantn, who will
 

be drawn from all levels of the program. w..ll acquire the
 

knowledge and skills needed to produce ope'ations and project
 

implementation plans and to redesign manag :ment support/
 
They will also acquira g naral knowledge
control systems. 


and skills in communications, management: analysis, problem­

solving, team functioning and evaluation. The second purpose
 

of these workshops will be to develop Fede:al end Provincial
 

policies and development and implementatioi 
plans for the
 

ife of the Project and to redesign rovin:ial management
 

systems for the program. This process is lescribed in
 

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

Ac these workshops. participants
in the first Project year. 

will prepare draft statements of Provincia- policy, draft
 

annual and long range plans for the pro ram. and related
 

Project izpleentation plans. These will provide guidance
 
plans
for the preparation of more detailed DistrLct love 


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

at the Provincial level and final Provinci.il plans will
 

ational workshop.
be forwarded for review and approval at a -.

In succeeding yea.-. the sequence will be the same. but the
 

In the second year. Pr.)vincial management
focus will differ. 

support/control systemsand procedures covering the nine key
 

areas listed above will be drafted. This .,ork will draw
 

on the management system studies and the draft Operations
 

Manual for IRHCs which were prepared under the previous
 
In the third year, the systeias and procedures
BHS Project. 


will be finalized and will be published in the form of
 
In the fourth and
operations manuals for BHUs and IRHCs. 


fifth years, the workshop will continue to serve as a forum
 

to revise plans and management systas, bu: there will be
 

more focus on training per so.
 

http:Provinci.il
http:scandardi.ed
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This group process will involve officials, :achnicians and
 
others who have vested interest In the progfxm and who will
 
have responsibility for or influence over m.intaining the
 
ZnameMnt systems. By doing so, it will minimize resistance 
torciange, promote the selection of actions which are realistic 
and least difficult to implament, and encoucage decentralization 
of 	authority, responsibility and functions. in addition to
 
long and short-term technical assistance, t.e Project will 
fund all planning 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 printing and/or :eproduction of 
.papers and reports. The Project will also r3av the costs of 
printing and distributing the MRC and BRUl operations 
manual s. 

In-country obscrvation visits and participant training in 
the U.S. and third countries will also be financed under the
 
Project. In-country observational trips will be arranged
 

Model IRHCs that are fully operationalfor in-service staff. 
and have adequate supervisory, monitoring a;d logistics 

as .raining mode.. Provincialcapabilities will function 
staff can obsarve new and innovative practi-es and apply 
what they have learned in their own distric: or province.
 
The Project will also fund all travel and ptr diem costs for
 
selected officers to attend a variety of ccirses offored by
 
various managemant training institutes in PiLsran. These
 
include: the Pakistan Institute of Manageme it in Karachi;
 
the Lahore Institute for Public AdministratLon in Lahore;
 
and the Academy for Rural Development in Pejhavar. During
 
the first Project y-ar, the formulation of detailed project
 
implementation plrns will include designatiin of courses and
 
time schedules for the conduct of -hese :rainlng programs
 
and for participant training abroad for management personnel.
 

2. 	 Medical Technician and Coununit/ F.!alth
 
Worker Training
 

The principal MT training lessons Learned from 
the previous project were that: (a) the curriculum, facilities 
and training materials need to be improveds (b) the general 
quality of training varies among schools aad, (c)more 
zmale students should be recruited. The Mr training component 
of the Project will address these problems through: long and
 
short-term technical assistance; construction of 13 con­
solidated permanent MT schools; and, in-country training
 
workshops and participant training abroad.
 

a. 	 Technical Assistance 

MT training will be strengthened through the
 
rovision of one long-term expatriate and tfur female
 
kstani Provincial trainIng specialists, !or a period of 



- 45 ­

three years each, and several short-term specialists. 
Hiring
 

a key element
 
women for the training specialist positions 

is 
the program. These

in the effort to recruit more women into 
specialists will ensure that adequate attention 

is paid to
 

the training of women. They will assist in 
the recruitment
 

and they will lend support to female
campaign for females, 
Ws (and through them CFWs) deployed in the field. The 

trainng advisors will work with appropriate 
Federal and
 

achieve t.e following:
health authorities tco
Provincial 
providei. The MT curriculum will be rfvised to 

better balance between curative and prevcntive components.a 
will be given to preventive and cowtunity

More emphasis 
health aspects of training by adding a substantial 

amount of 

naw material to the comunity health module, 
especially in
 

the area of techniques to be transmitted 
to the CHWs.
 
are not major healthclinical conditions whichInformation on 

problems will be pared considerablyl emphasis will be given
 

to diseases which are important causes of cignificant a management
morbidity and mortality, such as diarrheas and 

module will be added.
 

are to function effectively as -rainers of 
CHW9,


If the tTs 
must be within a participatory learning 

process in which
 
it the object "f the learning
the student is the subJect not 

To do this, the MTs themselvei should learn in experience. 

During the curricul'1 revision a similar situation. 


exercise, this training philosophy will be re-introduced.
 

The MT curriculum will be translated into 
Jrdu so the texts
 

will continue to be valuable resources to ITs,most of whom
 

are not fluent in English. Proiect funds will be used to
 

cover the costs of publication of the revised 
texts.
 

Revision of the MT curriculum will be acco-plished 
in the
 

The Federal BHS Cell will continue to
 first Project year. 

be responsible for development of a standa.

dized curriculum.
 
the Federal Cell 

The long-term training advisor assigned to 
of the Cell will be assisted by two consultants
and staff 

(one expatriate and one Pakistani) for six 
months each who 

are experts in paramedical curriculum development.
 

The ne' curriculum will
ii. Trainina Materials. 
 training. Documented
 
be based on a more interactive approach to 

new training

experience in the BHS Project indicates that 

aids should be developed to support the curriculum and to 

improve the training and performance of CMJs. 
This will be 

accomplished through a dual purpose training 
materials work­

shop. 

The desired qualities of the female Provircial 
training 

training experience ir the field,
specialists relate more to is basedin a program which
their willingness to participate 
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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 

towill be necessary to train them in the methodology to be used and 
involve them In developing new training materials for the revised MT 

and triining aids for QIWs.curriculum and a structured training program 
This will be done for the selected candidates and for four experienced MT 
tutors in a three-month special course to be held in Islamabad and conducted 

the course, the actual trainingby a short-term training expert. During 
materials will be developed.
 

The training materials will be published in Urdu, and CHW materials will 
so that they can be used to train illiterates.be specifically designed 


The A.I.D.-financed 1982 evaluation of CHW performance found that illiteracy
 
was not a barrier to effective performance. Further, the study concluded
 

almost certainly would not be enough literate candidates to fill
that ther 

the requirmnts for CHWs, especially femle CHs.
 

Inaddition 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
 

will
the expatriate Management advisor, the expatriate training advisor 


work closely with the Federal Deputy Director -General, BHS Cell, and 
ishired for the Cell. Fillingtte Assistant Direczor-General, Trainihg, when he 

this latter 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 a 1bll-time post in 4.ach 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 HT training schools were established under
 

the BHS Project. As mentioned previously, 24 are functioning and the 3 
At present,inthe Sind are expected to resume classes in the fall of 1982. 

these HT 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 t.he subsequent class
 

Hostel facilities
will be held. Long lapses between classes occur. 

for students are seldom provided, which makes recruitment of female
 

Male students alho find it difficult
students particularly difficult. 

to secure living accomuodatiom 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 inareas where schools now
 

exist and where Provincial PHC plans indicate a continuous supply of
 

NTs will be required. These 13 permanent schools ,iill replace the existing
 
27 ad hoc, inadequate and temporary locations curr.ntly used as schools.
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The five schools in the Punjab will each have a capacity of
 

50 male and 50 female students. The other schools, 3 in the 

Sind, 3 in NMP and 2 in Baluchistan will each be able to 
accommodate classes of 25 males and 25 females per class be separate
session. Classrooms for males and females wil1 

but adjacent, and male and female MTs will share an
 
auditorium and an audio-visual hall. Each school will have
 
separate hostel facilities for the male anc fmmale studenvs
 
and faculty quarters. Preliminary designs of the proposed
 
training schools (both for 50 and 100 students) are provided
 

The schools will be located ir.District towns
in Annex M. 

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 coa.nity health 
practicum.
 

In areas where existing schools are well-situat-d, Project 
funds will be provided to remodel classroom's and provide 
hostels for the students and faculty quartirs to make the 

aids will be Irovided in theschools permanent. Training 
first Project year to schools which have b,en identified for 
renovation. Construction is expected to start in the second 
Project year provided that approved Provintial plans 
reconfirm projected MT manpower requiruaen.s. The first
 

of renovated or newly constructs.. consolidatedgraduates
schools will not be available for service imtil the fifth 
Project year.
 

IRHCa. MTs.
c. Projected Numbers of Functiona 
and CHWs 

Evaluations of the previous BH! Project revealed 
several problems which contributed to the imited achievement 

A fully operationalin establishing fully operational IRHC9. 
one in which: (i) at le.ast 80 percent ofIRHC is defined as 

in place and working,the authorized physicians and MT. are 
CHWs have been trained by HTs, deployed, andand at least 10 

are being supervised by MT.a (ii)at least 80 percent of 
the required standard drugs are available ;it all timess 

(iii) at least 80 percent of the required ztandard equinment 
is on hand and in operating conditions (iv*, a functional 

supervisory servicesvehicle is available for ambulance and 
and routinewith sufficient funds provided for P.0.L. 

maintenance services and, (v) a laborator:7 is equipped and 
staffed to do routine examinations of blood, urine, stools, 
and sputum. 

the several problems which emerged, those dealing withAmon 
staff appear to hAve been the mostthe deployment of female 

siif cant. Female MT. are critical to an IRHC becoming 
will not be able tofully functional because male MTs 
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effectively reach famle clients and their children who re 
the primary target groups in the general polation. This 
Project contains a number of elements aimed specifically at 
recruiting and retaining more females in the PHC Program, 
including: 

i. construction or renovation of 13 consolidated
 
T training schools with separate classrooms and hostel 

facilities for womene 

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

iit. provision of culurally acceptable trsnsport 
for fmale. Ts l and, 

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 de:ermining the 
number -f functional IRHCs that can be .sta'alished durin
 
the life of the Project. 

te
Projected numbers of possible fzticzrml IMs I-y the nd of 
Project wnre therefore arrived at by estima:ing the number 
of femal' MTs who would be trained and deployed under the 

Project. The projections were based on three fairly
 
conservative assumptions:
 

L. that only 80 percent of the female MT students
 
enrolled in the training program would successfully ccmplete
 
the course;
 

ii. that only 50 percent of the female graduatea 
would accept assigments and be deployed at an IM, and, 

iii. that there would be an attricion race of 5 
years at an IRHC.percent after a female MT had served for cw.r 


The estimates of deployed female MTs were then converted into
 
(Each
numbers of functioning RHCs by year and by province. 


Ts.) The
functional IRHC should have 6 fmnale and 6 sale 

results are shown in Table 5.
 

Projected numbers of MTs trained and deployed by Project
 
year and province are provided in Annex N. These projec-

Cions were based on the following assumptions: (i) that all
 
schools will have 100 percent enrollment; (i) that beginning
 
in 1983, all classes will consist of 50 percent males and
 
50 percent females; (iii) that 80 percent of the students
 



- 49 -

TABLE 5
 

CUULATIVE NWIBER OF OPERATIONAL IRHCS BY PROJECT' YEAR 

Project Year 
1981/82V 1982/83 1983/84 1984/8S 1985/86 1986/37 

Punjab 6 10 1s 24 28 35
 

3 3 3 5 7 10Sind 

14
NWFP 2 4 5 9 10 


Baluchistan 1 3 4 5 5 6 
- -Iu-m -l 

Total 12 20 27 43 50 65 

p/ The 6 existing IRti:s inthe Punjab are fully operational; the
 
remaIning 6 are expected to be fully operatlon l shortly.
 

enrolled will graduate; (iv) that 60 percent of the male 
graduates and 50 percent of the female graduates will be 
deployed 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 
while the new consolidated permanent schools will begin a new 
training cycle 2 months 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 lnprovements progrmmed 
to occur under the PHC Project in the training facilities, 
hostel accomodations, recruitment campaign, curriculum, 
transport, prorm management and supervision, and career 
mbility for Ts, that more MTs than projected will actually 
raduate, be deployed, and be retained in the ?HC Program. 
Other factors may, however, offset or possibly outweigh 
these positive ch nges such that the actual numbers may be 
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lesa than prj ected. The projected numbers of. deployed MTs 
In this paper therefore should be regarded as the likely 
average numbers of workers. The reeul a for both MTs and 
CHWs, a that each deloyed MT will train at least 

are show li Table 6.10 	CEIs (5-,,ies and 5 f-m-as 

TABLE 6
 

PROJECTED MtMERS OF MEDICAL TECHNIC IANS. AP) COWUI 
ENDO OF MhEPI=JETHEALTH WUKRS BY THE 

Mle Fmle Total 

1. 	m'S 
804 555 1359a. 	 Total Tralned and Deployed 

b. MTs Serving at the 65 Functional 390 390 780
 
IUHCs Established by the End of
 
the PHC Project
 

414 165 579
c. 	Remaining MTrs 

d. Als Serving at Potential 162 162 324 
Additional IRMCs (27) 

a. 	 Rmining MTs Deployed to Health 252 3 255 
Facilities Other Than IRHCs 

2. 	 CHs 

a. 	Total Trained and Deployed 3200 3200 6400 
by the End of the Project 
(9/30/87)
 

b. Total Trained and Deployed After 3900 3900 7800 
Last Year WT Graduates have been 
Deployed and have Trained CHWs 

The projections in Table 6 indicate 	that 1J59 MT. will have 
been trained and deployed by the end 	of th. Project. The 
projected number of 65 fully functional ILICs by the anid of 
the Project (which includes the 12 existing IRRCs and the 53 
to be established under the PHC Project) require onl 7 780 MTs. 

onl7 about 165 will be faales,Of the rmaining 579 MTs, 
which meons that only an additional 	27 IiHCs (6 f-male MTs 
per IRC) could be formed during the 	Project. The remaining 
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male MTs would be posted at health facili';ies other than 
IlHCs. This in fact is what has occurred with the existing 
325 WeT, only 120 of these are qe.--r.i- ct the 12 existing 
1RHCs while the remainder are posted at o,:her health 
facilities. Even though a sufficient number of MTs will 
be trained to staff more IM1Cs than the 65 which are 
rojected to be fully operational by the ,nd of the Project, 

bo A.I.D. and the GOP felt that a target of 65 f 
operational IRHCs was achievable during t!.e life of the Project 
and would be a significant accomplishment and weil worth 
the investment. If the target is exceeded, the economic 
and financial viability of the Project would be even greater 
than now planned. 

d. Training Workshops and Participant Training 

Four types of training workshops and progr ms, 
including the training materials workshop, will be funded 
under the Project. A sumary of the proposed number and 
type of training workshops is prcvided in Table 7, and the 
workshops are briefly discussed be.ow. More details are 
provided in Annex J, Proposed Training Plrn. 

TABLE 7
 

PROPOSED NWER ANO TYPE OF TRAINING WORKSHOPS FOR MEDICAL 
TECHNMCAS AND COWMITY HEALTH WORKP 8V YN 

Title 1982/83 1983/64 1984/85 1985/86 1966/87 Total 

Training Materials Demlowntl - - - - I 

In-Service Training for Tutors 1 2 2 2 2 9 

XT Retraining - 4 4 - - 8 

In-Service 
for Mis 

Training 28 
-..... 

36 so 58 68 240 

TOTAL 30 42 56 60 70 258 

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

£I.nH .Al~ea .-workin a 
in IEC& will be pro edthog eight two-week . .-Com 

ealth/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 knowledge 
and skills of the participants in the arean of conmmity 
health management and non-formal training techniques. The 
Provincial training specialists will conduct the workshops. 

ii. ContiM in-service trainins for n!s to 
epose ch- to new developments nr- ary Health and 
cammity health will be provided through amual one-week 
OKAiop. to be held In each provine. w material dealing 

with special health projects which IJEa will undertake 
(e.g. special efforts in childhood immunization) and feedback 
from the annual Project evaluations will also be covered at 
these workshops. The Provincial training specialists will 
also conduct these workshops. 

iv. Training Cs will be a continuous process 
beginning with their ecruicmnat by the MT. The basic 
training will be initiated during MT visits to the village 
and will be suppl-mented by monthly visits to the BlUs 
where all male or all female CHWs congregate in a one-day 
training session. This will eable them to becom familiar 
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 umnagement wrkshops, in addition 
to long and short-term technical assisiance, the Project 
will fund all lanning and operating costs of conducting the 
training workshops. 

Participant training in the U.S. and third countries will 
be proded throughout the life of the Project. It will 
includWe both short courses and observational visits to 
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 

aspreparation of specific training plans will be done part 
of the formulation of detailed project implemntation p ane 
during he first Project year. 

3. Prolram Operations
 

The principal operations lessons learned from the 
previous Project were that the status , motivation and
 
effectiveness of health workers must be enhanced .nd that
 
lack of transport is a serious problem which especially 
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1airs the Program's ability to recruit, train and supervise
 
a. The Program Operations component of the Project will
 

address these problems through: =he provision of medical
 
kits; the implementation of a health education/public
 
relations campaign package; and the design and procurement
 
of iouitable 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 

nd new CHWs and MTs in conjunction withto all existing 
their training and deployment to IRHCs. 

b. Health Education/Public Relations Campaign 

There is a general lack of knowtedge and under­
standing of Primary Health Care among tha general 
population and in the villages served by ths Program. This
 

specific 3rogram operations,
includes a misunderstanding of 

as well as lack of knowledge of Primary -ealth Care 
concepts, principles and methods. An educational program
 
is needed to inform the public, especially she villagers 
served by the Program, as to the role of the MTs and CHWs 
and simple, effective, preventive health interventions. 

to contract withTo achieve this, Project funds will be used 
an appropriate Pakistani institution during the first Project
 
year to desi: n
 

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

ii. a logo for the PHC programl 

iii. appropriate uniforms for both MTs and CHWs; and, 

iv. special identification 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 HTs. 

c. 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 Webs roads, which can be beat described as dusty tracks, 
camot be used throughout the year because rains leave them 
m @able. Little or no maintenance of these tracks is 

The only transport available at BHUs is one or two bicycles 
which currently are not used by women. Horse-drawn tongas 
or carts are not always available and are relatively 
expansive, but they are usually the only alternative to 
pedalling or wa king through the intense heat or inclement 
weather. The A.I.D.-financed 1982 health worker evaluation 
found that the greatest difficulty the MTs appear to have 
is with transport, not in getting to and fro* work, but in 
the performance of their jobs, especially in supervising
Gua. Owt of 16 Mrs interviwed, 15 clained to have problems 
with tPuort. The solution to this problem is not 
readily apparent. Any transport would have to be very 
ecmmcal to operate and suitable for woman. 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, ,withinprogram, environmental 
and cultural constraints, the design of an tppropriate 
mode of transport for use by male and fmnala MTs. During 
the second and subsequent Project years. su.h transport will 
be procured and provided to existing MTs and new MTs when 
they are posted to RHCs and BHUs which are iart of IPMCs. 

4. Research and Evaluation 

t 
With the assistance of consultants, three different 

of research and evaluatin activities will be under­
during the life of the Project to provide essential 

data for progr m planning and evaluation. They are as 
follows: 

a. Baseline and End-of-Proiect Surveys 

A baseline survey of selected indicators (such 
as the incidence of and mortality from infant diarzhea) of 
the current health status of areas to be served by IRHCs is 
essential in order to be able to mesningful-y measure the 
impact of the Project after five years on health conditions. 
Accordingly, early on in the first Project year, a protocol 
will be designed and a baseline survey will be conducted 
either under the direction of two consultants for three 
months each or by the staff of the newly established WHO 
Inter-Regional Research Center in Karachi, If it is operational 
by then. The sm contractor will conduct a follow-up 
survey of the same population sample at the and of the Project. 
Fumds have been set aside for two consultanrs for two monthis 
each to undertake this and-of-project survey'. Project funds 
will also be provided for all local costs for both surveys. 
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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 adopted from a model developed 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 some sample. Respondents will
 
consist of a random sample of 1000 females in the reproductive
 
age (14-45 years) having at least one child four years or
 
younger and who believe they are pregnant at the time of 
the survey. Data collected will cover such variables as: 
mother's age, gestational age of pregnancy, nmnbvr of 

age of youngestpregnancies, number of living children, 
child, age of next to youngest child, last child dead/alive, 
ale at time of death. cause of death, Imunization status 
o child, and nutritional status. Second round data will 
indicate pregnancy 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 make it possibl- to determine 
the impact of the PHC Project on the child )opulation. The
 
survey will also measure the effect of the 'overnment's 

Project
Accelerated EPI Program in those areas survayed. 

funds will be provided for six months of te.hnical assistance 
and for all local costs of the survey such is the salaries 
of field staff and the costs associated witA data
 
tabulation and analysis.
 

c. 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 

under the PUC Proj ect, to cover a reasonablechat proposed 
proportion of the population will place an -normous burden 
on the GOP's recurrent budget. Alternative ways of dealing 

this problem must be examined as soon is possible.with 
provided under this Project fo"Accordingly, funds will be 

such alternativesone consultant for three months to excmtne 
as the use of social financing schemes or users fees to 
help the GOP meet the recurrent costs of iti PHC Program.
 
The question of volunteer versus paid CHWs will also be 

aexamined including the possible role of Union Councils as 
mindwdm for nbilzizv village reecrces to pay tlese umiters. 

5. Accelerated Expanded Program of Iinmmization (EPI) 

It is currently estimated that about 33 percent of 
all deaths of children under five are the result of 6 prevent­
able diseases: diphtheria, pertussis, tetanus, poliomyelitis. 
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tuberculosis, and measles The Government has been conducting 
an Expanded Program of Immunization (EPI) with a long-term 
goal of reducing these diseases by at least 90 percent 
(by 1990) by vaccinating 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 cost of Rs 36 million a year. It is progressing 
satisfactorily, but program targets have been set too low to 
achieve the program's goal. Under the current program, only
 
1 million children are immunized a year. Sinca 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 Goverknent has designed an 
accelerated health program with a two-year budget of 
R3 600 million. The program has three main goals: 

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

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

c. to expand the production (possibly by cottage
 
industries) and use of oral rehydration sal.s 1.o combat the
 
effects of infant diarrhea.
 

The goals of the nationwide accelerated pro-ram are 
admirable but very ambitious. There are in-ierent conflicts 
between a specialized crash program such as Accelerated EPI 
and a program such as PEC which seeks to build a sustainable 
effective system of general health carR. Despite this, 
Accelerated EPI deserves careful. limited A I.D. support 
as part of the PHC Project for the following reasons: 

a. There is intrinsic merit in supporting a national 
effort to reduce the terrible toll these di.;eases 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 di.-cussed in detail
 
in Section V.A., Technical Analysis);
 

c. A successful EPI program in areas covered by 
the PHC Project will help gain credibility or Krs and 
C0Ws and enhance their effectiveness by providing them with
 
resources with which to provide setvices to clients;
 

d. After the first two years, EPI can have a 
significant effect on the mortality of young children in 
villaes 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 EP! program
 
succeeds, the rate of the resultant fertility reduction
 
will also be accelerated.
 

Accordingly, the Project will provide $2 million for vaccines,
 
cold storage equipment needed to preserve the vaccines in
 
the field, a bacterial fermentor to enhance the local
 
production of DPT vaccine and chemicals for the preparation
 
of oral rehydration salts. For those vaccines procured
 
initially, priority will be given to areas iow served by
 
IRRCs.
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Iv. fl LDm.TrTIONI PLAN 

A. iTlementation Schedule
 

ske place over
Project activities are programmed to 

at@ the Proj eit Agreement

a period of five yearu fromt te 
is signed. A proposed iplementation schedule is presented
 

in Table 8.
 

Once the Agreement is signed, the first priority will be to 

the two long-term expatriate advisors under Personal
recruit Recruitment of c.he 8 Pakistani 
Services Contracts (PSCs). 
long-term management and training specialists 

wil take
 

Both the GOP and A.I.D. will
 place simultaneously. 
 long-term
participate in the recruitmnt process for 

all 
advisors will participate
advisors. The long-terme patr'Late 

in the selection process for the Pakistani specialists if 

they have arrived in-coufltry rior to the time theme 
areA _teo long-term advisors 

specialists are recruited. 
 Project vehicles 
expected to be hired by December 1982. 
 as 
which will be used by these advisors will 

be ordered 

snan as the Agreeent is signed as will household 
and offi e
 

!uriture aad equipment for the expatriate 
advisors.
 

Short-term consultants will be recruited 
to arrive in early
 

19R3 to undertake the baseline health 
survey, revise the
 

MT curriculum, and cunduct the Dvelopment 
of Training


It is
 
Aidot Workshop and the National Management Workshop. 

also expected chat b7 the end of the 
first Project year,
 

both the Federal Advisory Council and 
all four Provincial
 

Steering Committees will have net at least once, that the
 

1. be fully staffed, and that all four
 Federal BUS Cell 

FEC Project Plans will have been
 Provincial 


developed and approved by the Federal Advisor7 
Council.
 

The GOP will contract with a local design 
institute by
 

December 198Z to design the motorized bicyclas for the
 
The GOP will also
MTs and other promotional materials. iMrtraining


arrange for the printing of the now CHW 
and 


Orders i
 
s bK the end of the first Project 

y-ir. 

mtet and CUWs are
 
be laced throughout the Project, as the 

1.Ts 

deployed, for the kits, uniforms, motorized 
bir,7cles, and
 

nameplates for these workers.
 

The process of contracting with a local 
A&E firm for the
 

construction or renovation of the 13 permanent 
consolidated
 

schools will begin in late 1983, and contracts 
will be
 

executed with individual construction ccntractors 
in early
 

All 13 schools are expected to be completed 
and
 

1984. 

1985. Orders will be placed

fully operational by January 
for the furniture, training equipment, 

and vehicles for the
 

schools in 1984 to ensure their arrival 
prior to the opening
 

of the schools for the first class session.
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are expected to take place throughoutTraining activities 
the life of the Project and these are out Lned in the 

Tra g Plan in Section IV.D. Evaluation work­roposed 
shops will d in Septi.b~er of each yea= in 1983 - 1986, 

and the 	ctminal impact evaluation will take place 
in
 

July-August 1987. 

ative and Monitorina ArranamentsB. Administ 
1. A.I.D. sponsibilities
 

The USA/Pakistan Office of Health, Population,
 
responsibility for

and Ifutrition (HPN) will asstme overall 
This Office, which Ls currentlymanssing the Project. 

staffed 	with 3 U.S. Direct-Hire and 3 7S professionals.
in
expnded by the addition, of I 7 professional
wil be 

IT 191. eel ofth 3 151 pirfe..ianeU to a Pakistani 
closesly 	with Goverimentp ali health phsiian,wbo wll wor 

m staff in achievn the objectiveso a And other' 

of the Project as they relate, in partic lar. to the
 
recruitment. depo m, trai-Jni, and retention of fnala
 

of &I! will work closely with
health workers The Office 
and relate directly to the expatriate LT miagement and 

the Federal BS
training advisors who will be located in 
The Office will relate to the 4 Pakistani managamentCell. 
 located 	in the Provincial4 Pakistani training specialistsand 

BrS Cells through the 2 long-tam expatriate advisors who
 
will supervise the Provincial specialists.
 

and Engineering (E6) willThe Mission's Office of Energy 
assist HPM in imitoring the architectural and eugineering 

contracts for the construction and(AW)and construction 
renovation of the 13 consolidated permanent MT traning 

vhich currently
wilhohortlconsists ofschools. The Office of E&2, 

ofebsionals will shortlyU.S. Direct-Wire and 9 FSK 
aed by the addition o 1 U.S. Direct-Hire andbe 	

The Office of Project Develop et and
1 TS professional. 

(?PM),,which currently consists of 3 U.S. Direct­Xce'tariflg 	 allLire and 2 Pakistani professionals will assist HP! in 


contracting and procurimnt actions under the Proj ect._
 
This Office will shortly be ezpanded by the addition ao 

1 of whom will be a contracts and2 U.S. Direct-Hire, 
PSI professionals. nP!willprocument officer, and 2 

also call on the services of AID/Washingtor to assist in the
 

selection of short-tom consultants under the Project.
 
Officer 	and tme onalIn addition, the Regional Contracts 

a1meant Advisor may be ca,.led on frmComodity 
to iilasat ti Project.to tine 	to ssist the Mission 

Specific A.I.D. responsibilities will include the following: 
(a) contracting with all expatriate and Pakistani long-term
 

end short-term consultants. (b) procurinu project-financed f-s 

in Tablel101 Cc) contractingasvehicles and cdites 	 shown 

http:professionals.in
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with a Pakistani architectural and engineering (A&E) firm 
to design and supervise the construction cr renovation of 

MT training schools; (d) contrczting with Pakistani firm(s) 
' 
to construct or renovate the choos; fInancng all
 

coats of in-country training workshops, the translation
 
and printing of training materials, and reaearch studies;
 
(f) arranging for short-ter. training in t e U.S. and other 
countries for selected participants; and, (g)providing
 
sufficient staff to participate in the scheduled Project
 

Federal and
evaluations and to liaise with appropriati 
Provincial Government agencies in tha imp' ementation of 

this Project. 

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

2. GOP Responsibilities
 

a. Federal Level
 

The Federal Basic Health Services (BHS) Cell 
of the Federal Ministry of Health and Social Welfare will 
be the overall GOP Coordinator for the Prciece. This Cell, 
which is currently staffed with a Deputy Director-General, 
BHS, and an Education Advisor, will be expanded by the 
addition of an Assistant Director-General Operations.
 
and an Assistant Director-General, Train-rg within the 
firat year of the Project. This Cell will be responsible 
for overall day-to-day Project management, supervision, and 
evaluation and will work closely with the Provincial 

of the FederalHealth Departments under the policy direction 
Advisory Council. Specific r'.b tiidCq of the Federal 
BHS Cell will include the following: (a)preparing a plan
 
of operations for the life of the Project; (b) establishing
 

of the Federal Adv.'-ory Council forand convening meetings 
as
the Project with its Deputy Director-General servLng 

permanent secretary to the Council; (c) ersuring that
 
adequate counterparts are in place for al" long-term and
 
short-term consultants provided under the Projecti
 
(d)coordinating all in-country training ,orkshop8 and
 
seminarsi (e) contracting in the first Prcject year with 
an appropriate Pakistani firm to design at.propriate
 
transport for ITrs,visual training aids, other training
 
materials and bIr and CHW promotional mateTialss (f)distri­
buting Project-financed equipment, furnittre and training
 
supplies to the provinces; (g)arranging, coordinating,
 
and participating in Project evaluations nnd 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 
the

In each province, the Secretarv Health and 
res p nsbility

Director Health Services will have ove" 
Project lmentation and will providi poticy and 

E.S Calls establishedto the Provincialoprati-nal guidelines 
of ealt! Se.t-ics r Health

within the Directoratea 
Cells will be responsibleThe Provincial BHSSecretariat. this 

for the day-to-day implementacion of activLties under 
Provincial BHS
 

Project. Specific responsibilities of eac. 
,HC

shall include the following: (a) constructing
Cell annual provincial(b) preparingand BlJs and operating 111Cs; 

incial SteeringPr(c) establishingfor the Project; serving asglans for the Project with its DirectorCiitte@ to the Comitteel (d) operating,
perman secretary 

(e)exp~iii h

and evaluating MT schoolstsupetvising, of MTs by Provincial ;ical

final qualifying eXAMinatians 
for newly graduated MTs and 

faculties; (f) creating posts (g) training,their imediate deployment;arranging for 
CZU47; (ha) 'IevelAlpiflg management

monitoring and GValuatiTng ior IRIICs; (i) organizingreguiationsand operacional rules and 
Provincial workshops and seminars; 

( ) norinacing and
 
for the various

releasing Provincial health personnel 
the life of

training workshops held over
manaelmt and in 
the rojects and, (k) providing staff to .articipste 


and research acciviti±s.
Project evaluations 
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C. Procuremnt Plan
 

1. Technical Assistance
 

The Project will finance a total of 424 person­

months of technical assistance, consisting 
of 384 person­

months of long-term and 40 person-months 
of short-term
 

A proposed technical assistance plan 
is provided


assistance. 
 consist of one 
in Table 9. The long-term assistUce will 

expatriate management advisor for 60 
person-months (a 36­

month contract with the option to renew 
for 24 additional
 

fow Pakistalnfor 36 pvewmn-s tts; aid,
months); we epatriate train±- .Ad.vi= 

-Ach for 3f p..cnx--xxt .
imewit specialists.md four Paksitamitraint* 

lo.g-tm .lpsmte consultants will be contracted directly
h.. .


under Personal Services Contracts (PSCs). 
The 

by A.I.D. 
long-term Pakistani consultants will 

be contracted under
 

a local service contractor already under contract
 PSCs by will provideThis latter firmwith USAID/Pakistan. 

administrative and logistic support to the long-term
 

Pakistani advisors such as processing 
of vouchers for
 

reimbursable expenses and salary.
 

Short-term technical assistance will 
be provided in the
 

(a) two persons for 1 month each in 
1983
 

following areast 

to conduct a msnagemient workshop; (b) 1 persn for 3 months 

to conduct a training materials development
in 1983 

Pakistani and 1 expatriate consultant for 6 workshop, (c) i 

to assist in the revision of the HT manths each in 1983 
for 3 months each in 1983 to 

curriculus (d)2 persons 2 for 2surveys Ce) persons
undertake the baseline health 

health surveysto conduct the follow-up
months each in 1987 
 to conduct a recurrent
in 1983
Mf 1 person for 3 months 

1 person for 6 months (2 visits of 3 
costs study; (g) 

round surveys1984 to conduct the doublemonths each) in 
and, (h) 2 persons for 2 months each 

in 1987 to participate
 

All these consultants
in the final Project evaluation. 

will be contracted directly by A.I.D. 

under either PSCs,
 

RSSs, o'r IQCs.
 

A.I.D. will contract directly with a 
competitively selected
 

local architectural and engineering firm 
to design and
 

supervise the construction or renovation 
of the 13 consolidated
 

will also contractMT training schools. A.I.D.permanent local construction 
directly with the copititively selected 

to 6
 
contractors of which it is estimated there 

will be 4 

The GOP will enter into a host country 
contract
 

firms. 

with a competitively selected local design 

institute to
 

the various activities planned under the Program

undertake and CHW 
Operations component such as the design 

of r 

uniform and transport, training 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 ispecialists, all 

technical assistance will be contracted directly by 
A.I.D.
 

in accordance with A.I.D. procedures for direct contracting. 

Due to difficulties with host country contracting under 
previous BRS Project, the Mission has determined that itthe 

is in the best interests of the Project for A.I.D. to
 

undertake the majority of contracting directly.
 

2. Comodities
 

Funds will be provided under the Project to procure
 

the folloring comnodities: (a) vehicles for the long-term
 

consultants and for the 13 consolidated schools, (b) motorized
 

bicycles for deployed r(s; (c) kits and uniforms for deployed
 

X~s and CHWs and namplates for deployed Chl~; (d) training
 

equipment and supplies and classroom, office and hostel 
HT S tolss (a) 1 ld fulitLw­furniture for the 13 consolidated eno 


and appliances for the expatriate advisoras (f) printing and
 

related costs for the production of IRHC and BRU operations
 

manuals curricula and training materials and training aids
 

in Urdu for HTs and CHWs; promotional naterials for the
 
proposed health education/public relations campaign; and
 

materials and supplies in support of all the planned in-country
 equipment fortheworkrhops and seminars; (g) furniture and 
Cells; and, (h) vaccines, coldProject Office and the BHS 

storage equipment to preserve the vaccines, a bacterial
 
production of DPT vaccine,
fermantor to enhance the local 

and chemical@ for the preparation of oral rehydration salts.
 

A proposed comodity procurment plan in shown in Table 10.
 

will procure the following ccoidities off-shoreUSAID/Pakistan 
in accordance with A.I.D. procurement policies and procedures:
 

the vehicles for the consultants and the schools; film
 

projectors, cassette players, and other training equipment
 

for the schools, household and office equipmnt for the advisors 
DI vaccine. With

and BHS Cells; and the bacterial fermentor for 


the exception of the vehicles, all these codities will 
be
 

procured in the U.S. A source/origin waiver request to procure 

18 riht-hand drive vehicles is contained in Annex 6.I. T­
will procure the vaccines and oral rehydratio 

salts
GOP 
the cold storage equipment through WHO as
through UN1CEF and 

has been done in the past. Source/origin waivers may be
 

required for these procurement transactions and will be sought
 

if necessary. The remaining commodities, all of whlich
 
have their source and origin in Pakistan will be procured 

the COP as shown
either directly by USAID/Pakist&n or by 

in Table 10.
 



TPBE 10 

PAOPOSED _CrOITY MOJRouEHCNT PLAN 

Category Quantity Nature of Commodity Source Prorerelt 

A. Vehicles 10 RHD Diesel Pick-Up Trucks Japan A.I.0. 	 1982
 

18 a/ RHD Diesel 12-Passenger Vans Japan A.,D. 1984
 

78k) Motorized Bicycles Pakistan A.I.D. 100 in 1983
 
300 in 1984
 

380 in 1985
 

B. Prorr Oratons 7MO MT Kits 	 Pakistan A.I.D. 100 in 1983
300 in 1984
 
380 in 1985
 

780 HT Uniforms Pakistan A.I.D. 100 in 1983
 
300 in 1934
 
380 In 1985
 

7800 CIIM Kits Pakistan A.J.D. 300 in 1983
 
500 in 1984
 
2000 in 1985
 
2000 in 1986
 

3000 in 187
 

7800 CHW Uniforms Pakistan A.I.D. 	 300 in 1583
 
500 in 1984
 
2000 In 1985
 
2000 in 1986
 

3000 in 1987
 

7800 CHW Nameplatet Pakistan A.I.D. 	 300 in 1983
 
500 In 1984
 

2000 in 1985
 
2000 in 1986
 
3000 in 1987
 

a/ All 5 of rI, MNi trainint, schonlh in the Ptinjah will have a capacity of 100 students each while 
the rmaintnyg8 wll each ar.ctodate 50 students. Thx 5 larger schools will be assigned two vehicles 
e.ich and twice tLic,nixier of sets of furriiLure and trairlng equipment #s the smaller s'hcols. 



TABLE 10 

PROPOSED COM0ITY PROCUREIMET PLAN 
tontinued) 

Category Quantity Nature of Commodity Source Procurement Order Placed 

C. Furniture 	for XT a 10 sets 100 Student Capacity Schools Pakistan A.I.D. 1984 

Schools 10 sets 100 Student Capacity Hostels Pakistan A.I.D. 	 1984 

8 sets 50 Student Capacity Schools Pakistan A.J.D. 	 1984 

8 sets 50 Student Capacity Hostels Pakistan A.I.D. 	 1984 

D. Training Equi t 18 16 = Hovie Projectors U.S. A.I.D. 	 9 in 1983 
9 in 1984
for 1T1_ oos 

18 Overhead Projectors U.S. A.I.D. 	 9 in 1983 
9 in 1984 

18 35 = Slide Projectors U.S. A.I.D. 	 9 in 1983 
9 in 1984 

320 	 Battery-Operated Slide U.S. A.I.D. 50 in 1982 
Projectors 80 in 1983 

90 in 1984 
100 in 1985 

320 Cassette Players U.S. A.I.D. 50 In 1982
 
80 in 1983
 
90 in 1984
 
100 in1985
 

Household Furniture/ 2 sets Furniture Pakistan A.I.D. 1982 
Appliances for LT 2 sets Appliances U.S. A.I.D. 1982 

mte Advisorsra 


a/ All 5 of the NT trainino schols in the Punjab will have a capaclt of 100 students each while 
the remining 8 will each accowdate ?O students. The 5 larger schools will be asslnned two vehicles 
each and twice the number of sets of furniture and training equipment as the smaller "sLhools. 



TABLE 10
 

PROPOSED COIODITY PROCUREMENT PLN
 
(Continued) 

Category Quantity Nature of Cmocity Source thodOrderIProcurement PlacedOdrPae 

F. Suprt for ork- - Printing of Training Naterlals/ Pakistan HC. 1962-1967 

sWs/
Training 

nars/ 

-
-

Supplies 

Operations Manuals 
NT and CIH Curricula 

Pakistan 
Pakistan 

H.C. 
H.C. 

1963 
1983 

- Halth Education/Promotiona1 
Materials 

Pakista H.C. 1963-1964 

G. Furniture and 
quipmnt TorF 

Oct Ofe MW 

-

. 
-

Project Office Furniture and 
Supplies 
Project Office Equipment 
Typewriters for 8HS Cells 

Pakistan 

U.S. 

U.S. 

A.I.D. 

A.I.D. 

A.I.D. 

1982 

1982 

1962 

H. Accelerated EPI - Vaccines Through 
UNICEF 

H.C. 1982-1987 

Cold Storage Equipment for 
Vaccines 

Through 
WH 

H.C. 1982-1987 

Bacterial fermentor for DPT 
Vaccine 

U.S. A.I.D. 1982-1987 

Chemicals for the Preparation 
of Oral Rehydration Salts 

Through 
UNICEF 

I1.C. 1982-1987 
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D. Training Plan
 

Three categories of training will be financed under 
this Projectt (a) U.S. short-term training; (b) Third 
country short-term training; and, (b) in-country seminars/ 
workshops and observational visits. 

A proposed training plan is provided in Table 11. Primary 
emphasis will be given to in-country training activities. 
Annexes I and J provide additional details on the objectives 
and nature of the proposed in-country management and train­
ing programs. The Project-financed long-term and short-term 
consultants will assist Federal and Provincial health 
authorities in organizing and conducting these training 
programs throughout the country. A signlificant feature 
of the in-country training program will be inter-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 Provncial 
staff and to encourage an exchange of ideas. It will also 
help to standardize procedures throughout the country in 
the PHC Program. 

Short-term training and observational visits to Third 
countries are planned throughout the life of the Project. 
ViaLts by Pakistani 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
 
application of lessons learned from similar program in
 
other countries. Participant trainin 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 MTs in 18-month courses and of CHWs at BRUs and in their 
villages will take place throughout the life of the Project. 

E. Evaluation Plan
 

1. Research
 

As discussed in Section III, Project Components, 
several research activities will be financed under this 
Project. Those include a baseline and follow-up and-of­
project health survey on the prevalence and morbidity and 
mortality associated with various diseases and a double 
round survey at mid-project to examine the impact of the 
health delivery services provided by MTs and CHWs on 
neonatal mortality, nalnutrition and the Immuization 
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 

Type of Training Length ofTralnir.g No. ofParticipants Categories ofParticipants Propse Schedule 

A. U.S. Short-Term 

Health Management and Training 
Courses 

12 weeks 30 Senior heallh managers 
and trainers. 

6 participants each 
in 1983-1987 

B. Third Country Short-Tern 
1.Health Management and Training 

Courses 
4 k:eks 50 Senior health managers 

and trainers 
10 participants each 
in 1983-1987 

2. Observational Visits 2 weeks 100 Senior health managers 20 participants each 
and trainers in 1983-1987 

a 
C. In-Country Training 

1.Training Materials Development 
Workshop 

12 weeks 8 4 LT Pakistani 
Trainers and 4 HT 

1 course in 
1983 

Tutors 

2. National Management Workshop 2 weeks 300 Supervisory lTs, DHOs, 1 course of 60 par-
AD'Os, KTs, 1os at 
RHiCs, Ned. Supts. 

ticipants each in 
each year 1983-1987 

3. Provincial Planning and 
Management Workshops 

I week 800 1Os and MTs at RHCs, 
DMOs, ADHOs,Division 

I course of 40 par­
ticipants in each 

Level Health Officers,
BHS Cell staff, HOH 

province in each 
year 198S-1987 

functional area staff 

4. District Level Management 
Workshop 

I week 1200 ls at RHCs, DHOs, 
ADHOs. Supervisory Mrs 

1 course of 20 par­
ticipants in 12 
districts in each 
year 1983-1987 



Type of rTraining 

5. National PHC Orientation 

Workshop 


6. In-Service Training for 

Tutors 


7. Supervisiop Vanageqnt 
Skills (for new 14T Supervisors) 


8. MT Retraining Workshops 

9. In-Service Training for 

HT Supervisors 


10. In-Service Training for Ks 


11. Cocrnity Health Knowledge 

Ln and Skills Wrkshop 


-7,-


TABLE 11
 

PROPOSED TRAINING PLAN
 

(Continued) 

Length . of No. of 
P articipants 


I week 5 

4 weeks 9 

4 weeks 8 

2 weeks 8 

2 weeks 20 

1 week 240 

150 


180 

150 


200 


400 


4000 
0erto 


Categories of 

Participants
 

MOs. DHOs, and other 
PHC officials. 


Tutors of MT 

Training Schools. 


New IT Supervisors 


Existing KTs 


MT Supervisors 


MTs working at BHUs 

Proposed Schedule
 

course of 25-30 partici.]
11 


pants each In each year
 
183-1987
 

1 course of 15-20 partici­
pants each in each provinc
 
on rotational basis as
 
follows: 1 In 1983; 2 each
 
in 1984-1987
 

1 course of 15-25 partici­

pants each in each province
 
in alternate years
 

Total of 8 courses of up tT
 
25 participantS each in
 

1984 and 1985
 

Total of 20 courses of up
 
to 25 participants each;
 
sites and number of coursei
 
each year should be based
 
on nunber of in-service 
MT Supervisors 
Total of 240 courses of up
 

20 participants each to
 
be held at IRHCs; nuber
 

cf workshops each year wil
 
be based on the number bf
 
in-service Ts
 

1933-1987
 
To be coducted inforimlly b MTs at BHUs for 


CKWs whom they supervise.
IklsWrso
 



TABLE I1 

PlPOSED TRAINItNG PLAN 

Traiing oidatcpnsPriipns)sdShdl 

Type of Training Length a Total No. cf Categories of 

12. Project Evaluatioa Workshops I Wk 5 100 Senior Federal and 
Provincial Health 

I course of 20 parti­
cipants in each year 

Officials and Project 1983-1907 
Staff 

13. Observational Visits I mek 245 1S DHs, 20 Trainers,
6 Project Directors, 

Total of 49 officials 
each year 

% Directors PS, and 
4 Health Secretaries 

S 

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

2. Amiual 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 accordance with criteria which will be set 
forth by A.I.D. in Project Implementation Letters (PILs). 
The workshops will involve officials from both the 
Federal and Provincial BHS Cells, other key MOH officials 
involved in the PlC Program, the expatriate and Pakistani 
management and training advisors, and representatives of 
A.I.D., WHO, and UNICEF. The purpose of these evaluation 
workshops will be to: review progress achieved during
 
the preceding year in meeting targets; identify possbile
 
problem areas and recommend solutions and any necessary
 
changes in program plans for the succeeding years; and
 
to revise if necessary program cargets, the proposed
 
implementation schedule, and the Project budget. Results
 
of these workshops will be conveyed to other staff
 
members of the PHC priogram during the numerous in-service
 
training workshops which are planned to -ake place over
 
the life of the Project. The results of the workshops 
will also be reported to the Federal Advisory Council 
which will be responsible for determining, on the basis
 
of the evaluation 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 foe two months each. This evaluation 
will assess the success of the Project in achieving its 
goal and purpose and in meeting its targeted outputs. The 
effectiveness of the Federal Advisory Council and the 
Provincial Steering Comittees in performing their intended 
role will be assessed and recomendations will be made as 
to whether these bodies should continue to function even
 
after the termination of the Project. The adequacy of
 
staffing in the Federal and Provincial BHS Cells will also 
be exaained and recomendations made as to the future staff­
ing needi of these entities if the PHC Program is to be 
expandr J. 
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Actual experience with the recruitment, training, deploy­
ment, and retetion of female health workers, in 
articular MTs and CHWs, will be closely examined, 
essons learned will be identified, and recomnandations 

proposed to accelerate and increase the efficiency of 
te process of female recruitment. The evaluation team 
will also review the experience with all the in-country 
management and training programs and make recozmendations 
as to the minimum type and number of such programs which 
should be inscitutionaliZed and conducted on a regular 
basis as part of the overall PHC Program. 

In addition to asseseing the iqpact of the Project on 
health status and health conditlons, worker performance 
at all levels of the health system as well as attitudes 
of the gmneral population and health workers will be 
examined in an attmpt to evaluate the impact of the 
health education/promtional activities and the coprehen­
sive menagemnt systems improvemient Project component. 
Finally, the evaluation team will also review the 
recurrent cost implications of the Program, examine 
experience to dace with altarnative financing schema, 
and make sound recoumandations 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. PoJECT AJLYSES 

A. 	 Technical Analysis
 

and the PHC Proiect
1. Accelerated EPI 

Under the GOP's Sixth Five-Year Plan, PFY 19e3/e7, 
in the rural areas will be one of 

expansion of PHC Program 
thrust in the health sector.

the armeas of the principal 
to build a permanent

However, recognizing the time required 
has singled out, for iruediate action,PEC system, the GOP 

to have the greatest impact
three intervention& designe 

morbidity and mortality: inovZatioZ,
on infant and maternal 
and trained midwives. 	 Over 

control of diarrheal disease, 
the next two yars, PFY 1982/83 to PlY 1984/85, the GOP plans 

to prote oral rehydra­to i4Mnze alU children under five, 

for diaz-heal diseases, and to att mt to


tioui treat.t 	 ) in
deploy a trained dai (a traditional birth attend 

this progrmi
vlae. The Lummizatiofl portion of every the Accelerated 	Expanded Program of Iizai 

called 
(EPI). 

is designed to achieve 	a 
The "crash program" approach 
measureable and significant health impact 

within a short
 

For example, immunization of all children
period of time. 
 result in signficant reduction
under five is expected to 	 a 
in infant morbidity and mortality. Such an approach has 

as 
often been employed during epidemics of suh diseases 

succesful in eradicatingand has provensmallpox and malaria 
p-:eventing other 

one disease (smallpox) 	 and containing or 
itimajor public health problems. However, utility in 
such as diarrheal

addressing long-term recurring problem 
disease, the risks associated with pregnancy and deliver 

is limited. The limitations of the
and childhood diseases 

to the following,approach relate 

a. The effects of such 	a program are short-lived.
 
be made in such a short time frame 

Because provision cannot 
the process, the sustatnability of the 

to institutionalize
the initial phase, As questionable.program, after 

b. The nature of the specific health problems to be 
the
 

the crash program require continued input by
addressed in 
health sector. A dai 	trained and drployed mat be provided 

with continuinc education courses. mast be adequate y. 
access to neceissary supplies and supervised, and should 	havc 

in order to function effectively. Her 
a referral system 

easure that adequate care will be presence alone will uot 
The dai needs to function as 

given to expectant mothers. health care
 
part of a health teas 	and an efficient system of 

to support ho work. 	 Similarly,ihich she can draw upon 	 it 
thebAth system mast 	be organized in such 

a way that 
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can respond to the continued need for iw.nizations and 
treatment of diarrheal disease, both of which require 
that ad uaca numbers of sufficiently trained health 
personnel and equipment and supplies are available to 
respond to these recurring probLms. 

c. The nature of the specific health problems to be 
addressed in tha crash program also requize c&uinuad and 

A healthconsiderable cooperation by the population. 

education campaign, which caves time, complemented by 
interpersonal communication I:.rovided by health workers on 
a day-to-day basis , is essential to ensure that the 
population will seek appropriate medical care once the crash 
program ha ended. This is particularly the case in the 
second and third roumds of vaccinations. 

d. Crash programs require a high level of managerial 
skills as evidenced by the successful smallpox program. 
However, thes4 skills are different from those required for 
the day-to-day smooth and efficient functioning 61 an 
IPHC. And the skills required for the latter take time 
to transfer and to be incorporated into the daily routine of 
health workers. 

o. tt is difficult to integrate activities into the 
general health program when they have started as vertical 
programs. This also applies to specialized worktrs who,
 
as in the case of smallpox workers in Pakistan, were never 
fully atsorbed into the health system. And vertical programs 
almot invariably turn out to be more costly and less 
efficient in terms of the delivery of care than is true for 
an integrated health 

care approach.
 

f. Crash programs tend to be expensive. When such 
deal with diseases which cannot be eradicated, as
programs 

is tbhe case in this instance, they may not prove to be 
cost-effective since the infrastructure to sustain the 
activity after the initial large investaent will not have 
been established.
 

By providing support to both the GOP's crash program and its 
PHC Program, this Project is intended to harmonize the cwo 
approach" and u-axiaize the chances of success of both 

The Project will assist in building the necessaryprogrm.

infrastruccure, developing the essential managerial and 
supervisory capability, deploying skilled health manpower,
 
and promting caoimity participation end cooperation which 
are the essential ingredients for a truly effective PHC 
Program. It is expected that by the tim the two year
 
Accelerated 3I2 is completed, the training and managerial
 
inputs needed to make 1UC s fully operational will be in 

Under the Project, Ts will undergo an incensiveplace.

18-mrnth training program which will cover not only c4* 
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but 
three componerts targeted under the Acelerated Program, 

also nutrition, family planning, sanitation, 
clean water, 

and other health problems resulting in high morbidity like 
- CHW team working out 

malaria. It is expected that the AT into foster community participationof IlUCs will be able 
the Accelerated Program and increase the 

likelihood that
 

the effects of the Program will be sustained. 
In the
 

the A.I.D.­
presence of the inputs to be provided 

unde 


supported PHC Project. the long-term sustainability 
and cost­

effectiveness of the Accelerated Program 
should increase.
 

2. Technical Assistance
 

to address managementThe PHC Project is designed 
the preous

and training deficiencies identified under careBecause the actual provision of health
BES Project. 
is a provincial responsibility, emphasis in this Project 

will be directed primarily at the provincial 
level.
 

assistance will be provided for both the Federal Technical One long-termServices Calls.
and Provincial Basic Health 
one long -term expatriate

expatriate training specialist and 
management specialist will work directly 

wtth the Federal
 

BHS ell. Pakistani specialists outside of the Government
 

will assist Provincial BHS Cells to
civil service, at that level. Femalemanagementstrengthen training and 

to serve as the Provincial training
Pakistanis will be hired 
specialists because the Project emphasizes 

improved health 

for mothers and children. In order to truly impact
status 
on this segment of society, these specialists 

mst be able
 
HTs and CM~s. Numarous 

to effectively work with female thefield will be geared to improving
workshops in the While women will 
training and supervision of these workers. of male MTs and CHWs,
be able to supervise the training 

will be able
 
because of cultural constraints, only a 

wcmar 
female MTs and CHWs In t 

to effectively work closely with 

illaLes.
 

The female training specialists will also 
act as a role
 

They will provide an addit~onal
model for the KT/CHW taam. will
 
resource to promote the activities of the 

Project ai 

to increase participation of wouwn at seek innovative ways 

At the eno of hree years,of the PHC Program.
all levels 
will evaluate the effect of the
tovernmets
the Provincial 
 creata a 

training specialists and decide whether 
tc 


sanctioned post for this position.
 

The Provincial management advisors will be 
hired for three
 

to the rrovincial BHS easto provide manageaent input 
The male Pakistani manb'euant advisors will have

Caells. might
previous manasgemnt experience tn business or 

with logistic and manager­
possibly be retired army officers PC.They will be thoroughly coriented to 
ial experience. 
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They will work for the Director of the BHS Cell and receive 
supervision from him and the LT management advisor. At 
the and 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 
management officer. 

Ideally, it would have bean preferable to use Government 
to perform the services of trainers and managementemployees 

specialists. However, during the previous Project.
 
Provincial governments did not perceive the need to sanction
 
these posts and in fact they were never created. Some
 
seven years after the start of the previous Project, major 
problems with tr 4nin and mnement still need to be 
addressed. It is anticipated t at the value of these 
personnel will be readily apparent during the PicJoct and 
that, as a result. Provincial authorities will be motivated 
to create these posts.
 

3. Construction
 

Under the Project, 13 consolidaced permanent medical
 
technician training schools with residences for the tesching
 
staff and hostels for the students will be constructed or
 

has been determined in
renovated. he number of schools 
consultation with Provincial officials based on estimates of
 
manpower needs for £RHCs. Conscruccioan cost estimates are 
provided in Arnax 0 and are judged to be reasonable and 
technically sound. A Pakistani architectural and engineer­
ing (A & E) firm will prepare the deui2n and contract 
specifications, assist in evaluation ofconstruction bids
 
and supervise the construction. Previous A.t.D. experience 
with the flood rehabilitation program in the mid-1970's
 
indicates that this can be done successfully. Under that 
program, schools were built throughout widely di.spersed
 
areas in the Indus basin. Although the construction was 
not done under a direct A.I.D. contract (it was done under
 
a Fixed Amount RLimbursament procedure) supervision was 
successfully carried out by Pakistani A EE firms under 

contract with A.T.D. The construction contracta under this 
Pro ect will be awarded Airectly by A.I.D. to several 
Pakistani firms. A part-time expatriate PSC engineer, 
experienced in A.L.D. construction, will oversee the entire
 
activity.
 

4. Kr Transport
 

The need to make ske MT mobile in order to facilitate 
training and supervision is readily apparent. What in not 
so evident is how to provide a culturally acceptable mode 

of transport for female workers which is also fuel
 
efficient. To address this problem, a host country contract
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a Pakistani institution to develop anwill be executed with 
for both male
appropriate, fuel-efficient mode of t:anspar. 

It is likely that the vehicle will be aand female lis. 

motorized bicycle, but whatever is designed will be field
 

tested in all provinces for acceptability and durability.
 

5. Summary 

This Project is judged to be techrLcally feasible
 
The Project design provides appropriate and
and sound. 


sufficient technical assistance and training to 
develop the capability of hoot country Institutions to
 

apply the new technologies to be introduced under this
 
Proj ec t.
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B. Ainistrative 	Analysis
 

Government health services in developing countries 
are traditionally weak in administrative capability, and 
Pakistan is no exception. The previous A.I . D. Project 
attempted to address this major problem and began a gradual 
process of creating awareness of manage t problems, 
including poorly functioning management support control 
systems, and how they could be resolved. The Nationsl 

held in September
14anage t Workshop in Primary Health Care. 

.o
1980 acknowledged the need to give special attentit 

strengthening administrative capability of the Govet.-.ient 
health sector. It was acclaimed as a benchmark by health 
leaders, including the Federal Secretary of Health. The 
propoed Project. 	 building on the accowlishmnts of the 

will carry mes saent development work 
previous Projeact.rward -over tha next five years. 

Authority and responsibility for Project direction are 
assigned to the Director of the Federal Basic Health Services
 

19), which positi 	i.Cell (Deputy Diractor-Ganaral of Health,Grade 
in the past, has provided national oversight for project
 
development work in this program area. Grade (or rank) 
within the public service system of Pakistan is a highly 
respected and enforced collection of protocols inherited 

from the colonial era - much like a military chain of coisnand 
with a rigid set of rules and procedures by which ranked 
officers interrelate. The Federal BRS Cell has experienced

leadershipconsiderable difficulty in providin; national 
for development efforts within Provincial Governments, 
because counterpart officials at the Provincial level are 
either of a grade (Secretaries and Directors), or of 
the same grad (Director of Provincial BRS Cells) as the 
head of t Federal BHS Cell. This has presented continuing 
problems in program development oversight, both in planning 
and executing national policies. including impleienting 
nationwide standards. The problem of relative grade levels 
of medical officer administrators is a long-standing one, 

and there does not appear to be a solution in sight. A 
partial solution to this difficulty 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 acting with implicit authority of The Council, and 
consequently "mm 	coand more influence. 

In addition to planning and oversight at the Federal level,
 

the Federal BUS Cell is assigned responsibility to assist
 
implemen­with and to directly perform a variey of project 

The proposed revision of the standardizedcation activities. 

national curriculum for MTs and CHWs and related training 
guidelines. materials and evaluation practices is a key
 

Similar leadership in the
responsibility of this Cell. 

dievelopient of related Primary Health Care education program
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and management infrastructure development must be provided
 
by this Cell. There has been'a continuing problem in
 

staffing the Cell with appropriately qualified and
 
motivated personnel who understand 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 appropriacte caffing of the Cell, and the 
Project prc,'ides interim assistance in the form of L,-chnical 
advisors.
 

Provincial BHS Cells have not assuned the leadership role
 
intended, due to delays in authorizing operating funds and
 
staff and difficulties encountered in assigning appropriately
 
ualified and motivated Medical Officers to these Cells.
 

less then optimum by qualifiedSuch assignments are viewed as 
Medical Of'icers. because other posts provide greater benefits 
in the form of increased autonomy (e.g. DHOs posted .inrural 
areas) anC freedom to develop a private medical practic­
(includinv related financial benefitg); and because thc 
Provincial Cell posts offer no increased pay or grade 
(Grade 19). It is onl7 the unusually dedicated Medical Officer 

who ser-ves willingly in xa;ch a pat,. 

Within t ie Government health siector, senior aiinitrative 
position are always ftilled with Medical Offictrs (medical 
doctors). Because there has been a continuing resistance
 
to employing non-medical planning and management specialists.
 
none exist. The proposed Project will provide interim
 
technical advisors to each Provincal Cell who are intended
 
to be non-madical specialists in the fields of training
 

This should lead to the eventual permanent
and management. 

staffing of these Cells with similarly qualified people,
 
to establish the precedent of utilizing non-doctors in
 
administrative posts. Since Medical Oificers have not been
 
interested in being posted to the Provincial and Federal
 
BHS Cells, there should be little or no oprooition to this
 
approach.
 

Much of the difficulty in obtaining increased annuAl
 
as
operating expenses for the BHS Frogram, the program has 

expanded ito coverage of the rural population, has been the
 
inability of Provincial Departments of lkadlth to adequately
 
plan. justify. and administer their nrograms to the satis­
faction of Provincial Departments ot Finance who authorize
 
the operating (revenue) budgets. The Provincial Departments
 
of Health have been relatively weak in administrative 
capability, with corresponding credibility pr-blems with 

Finance and Personnel. The
other Government Offices such as 

proposed Proj ct. while attempting to eat an exarple for
 
Uture use of non-doctors in admnistrative pears, will 
provide training to existing medical doctor aeminiatrators 
in project and program managemenc. including management
 
analysis. manage-mnt planninf, supervision and evaluation
 
in order to adrass this prob-hm. 
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of rural health services,Actual field iuplestation 
Including the PHC Project, rests with District Health 
Officer. (DUOs) who are usually co~mmity and public 
dwalth oriented. DUOs directly suparvise PHCS and IRHCa. 
They often lack the adminitrative calability to perform 
thei jobs effetively, and they ma ack the neceisary 
funds to cover operating costs including P.O.L., supplies
 

costs. This is attributable to probl
and other non-alary 
of plaming, justifying budgets and credibility of the
 

Dpartats of Health a" discussed above. DU11s often ueed
 
training in admnstration and supervision .1though they
 

t ining in public health. The may have graduate level 
provide various types of assistanceproposed Project will 

of Districtin st englhening the administrative capability 


Health Off:icera to oversee the operations of expanding
 

umbers of IJEs.
 

adinistrative
At 3awal Health Cntera, which serve as the 

a of VIDs, Medical 	Officers usually lack administrative 
And they often are transitional people

interests and skills. 
in early career, whose 	 inclination is for fwthar medical 

to urban areas wqere a nities for 
sgecialization or movement 	 The proposedeir families, including education, are be:tar. 

to Medical
Pro ect. wbile providing training in manage 2ent 

and supervising IRH(:s, continues
Officers posted at RHCs 

2 ItTs (male and f~iale) at everyto support the posting 	of 
with supervision of

UIC to &sam responsibility for helping 


We posted at outlying BEUs. and to geeralLy assist with
 
the work activity, planning, and day-to-day administration 

of IlICs, In addition, special job-orient id competency based 
-.o improve theiKr

training in administration and supervision 

unage t skills and practices will be prorided.
 

deliveryAt the further periphery of the Primary Health Care 


syste. We are expected to mobilize. train and provide
 
CHWs. They will work


continuing guidance and support to 
as

with various wanagemnt support/control syscma such 


ordering supplies and maintenance. The proposed Project
 
will further strengthen the knowledge, skills and 

attitudes
 

of We through revision of training curriculum to include
 
these critical areas.
 

On the basis of the foregoing, the proposed Pr 'act 
the ada. i%trativewill serve to significantly stresnthen 

ion agencies a-d iscapability of Project imlmntat 


taerefore deacad administratively feasible.
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C. Social Soundness AMalygis
 

1. Socio-Cultural Feasibility
 

Socio-cultural feasibility must be viewed from the
 
perspective of Pakistan's poDulation as both beneficiaries
 
or users of the health system as well as providers cr workero
 
within the system. In so doing, attention must be vatd
 
to the role and s.at'is of women, since health care for 
wnmen and ch!tdren nnder five must be empbasized in order 
to achieve maximum impact on the health status of the
 
population. Since tradition and culture place special
 
constraints upon the behavior of women, provision of 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 edmic groups, 
incorporating not only the indigenous population of the 
Indus watershed, but also refugees coming from India after 
partition in 1947. Etch of the four t.ajcr r-.gons of the 
count..- 13 dominated by an ochnic group disninpzished by 
a sepai ace language: Punjabis in the Punjdb. Pathans in 
the Frontier, Sindhis in the Sind and Baluchis in _aluchistan.
 
In Addition, ther, are groups who do not form a malority
 
anr-here, such as J-atts and t.a-sis in the Sind, and
 
Brahuis in the Sind and Baluchistan. The people of the 
mountainoum northern areas, which have been historically 
isolated both from the plains and from each other, belong 
to a number of diverse ethnic groups, often with distinct
 
customs of their own. Approximately 95 percenc of the
 
population of the country as a whole is Muslim, a factor
 
which tends somewhat to mitigate the echnic differentiation.
 

Tribe, caste and language are important factors in social
 
classification. The Pathans and Baluchis are organized
 
on the basis of tribe and lineage. in the Punjab and Sind, 
however, caste is more important as a distinguiahing 
feature. The main classification in the Punjab io between 
agricultural castes and occupational or service castes.
 
The Sind is more divarse than the ocher provincets the 
Sindhis themselves are divided into a great number of 
goograpIcal, tribal, caste and occupational groups. There 
are large groups of Baluchis and Brahuis, and approximately 
one sixth of the people are refugees from India. 

Although about 72 percent of the population is rural and 
about 35 percent of the work force in employed in agri­
culture, agriculture accouics for only 30 percent of GDP. 
With a current national par capita income of the dquivalonc 
of $307, it is apparent that the rural population is poor, 
and it is only partially integrated into the cash aconmy.
 

Best AWvallable Document 
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on a circlePolice and revenue functions are carried out 
arerather than village level and intra-village affairs 

mesed on an informal basis and along considerations of 

kinship, caste end social class. The significant 
involved in village-level activitiesorganlzational units 

are& (i) the ftmily; (ii) the biraderi or lineage, and,
 
as a whole is(iii) the zat (quom) or caste. The systen 

hierarchical, with authority vested in older people 
generally and especially in men and wealthy farmers. Woman 

expected to defer to the authority of their maleare 

relatives, and, among families who can afford it, they
 
observe purdah or seclusion within the home. Among 

womenpoorer groups, women associate mainly with other 
ad are suposed to avoid social contact with m who are 

health problems, w=not relacives. Even for serious 

often camot obtain permission from their husbands to
 

health providers.
seek assistance from male 

and economic cooperation are primarilyDecision-making 
Within a village, differentfunctions of the lineage. 

functiors. Villagelineaes perform separate economic 
viewed as a process of alliance and factionpolitics may be 

formation smong lineages. A village council, known as the
 
of
panchayst or Jirgsah exists,and consists of the heads 

is limited and is mainly confinedline'iges but its power 

to the settlemaut of disputes.
 

Zats are ranked social groups composed of lineages. They 

function in the organization of marriage ard mrking of 
Som


social status. and mebership is determinee by birt. 


zats, mainly those of artisans, are occuparional groups.
 
they constituteAm zats are distributed on a regional basit, 

social, economic and political
a source of inter-village 

linkages.
 

overlap with and are scmetimes parallelZat classifications 

to distinctions in socio-economic class, such as those
 

betee landlord/tenant, small farmer/merchant, or 
For mbers of the lower classes,landholder/artisan. 


mediated throughaccess to resources is in varying degrees 
upper class, educated, politically and economically powerful 
landlords. 

anIn addition to these traditional groupings, there is 


effective system of local councils vhich was started in
 
law passed in 1979.1959 and now operates under a revised 

The basic structure of local councils is a District Council 
and Union Council at the comnmicyat the District level 


level (8,000 - 15,000). Baluchistan and the Sind hzve
 
Punjab has

retained the Tebsil/Talnka Councils, and the 
at the level of theestablished a (non-statucory) Council 

IntegratedKezxi (the administrative unit of the forrer 
the most sgnificant levels,

Rtural Development Progr-n), but 

are the District and Union Councils.
as before, 
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Election to Councils is by adult franchise. Special
 
provisions have been made for the representation 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 elected from smong its merbe ship. There is 
provision for a vote of no-confidence against the Chairman. 
The Union Councils have the capacity to establish special 
tax districts (i.e., a specific tax or rare to pay for
 
strictly localized benefits). However, Coancils 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 IE delivery system. In order to gain some under­
standing of the way in which beneficiaries may be expected 
to perceive the system, it is necessary to understapd their 
health problems, their concepts of disease causation and 
cure, and their current mode of relieving suffering and 
pain. 

During an anthropologicaL study in early 1976, Pakistani 
women questioned in rural dispensaries indicated that they 
rely on a number of sources to meet their health care
 
needs which range from gynecological problems, malaria,
 
diarrhea, anemia, upper respiratory infections and 
scabies, to typhoid. The women consult a Ajide range of 
medical specialists, both allopathic and iadigenous, 
including lady doctors, male doctors,5/ dais, hakims,
 
homeopathic physicians, other indigenous edical specialists. 
and religious specialists providing medical care. The 
factors that determined the specific practitioner utilized 
were basee on perceived skil1 and experi .,'.e of the 
practitioner, attitude expressed by the prictitioner toward
 
the patient. tangible results from the medicines prescribed, 
and the acceisibility of a service. Given the past 
practice of women's use of allopathic practitioners if
 
skilled, accessible, and capable of providing effective
 
medications, this demonstrates the need and value of 
extending the rural health care network. 

Tn addition to the users of health care services, the other
 
participants in the health care system are the workers i.e. 
the Ws and CHWs. CHWs consists of both males and females 
of all ages although the average CHW is in his/her thirties 
nr forties. Literacy is likely to be low especially among 

J/ Male doctors are usually consulted only for general 
(i.e. non-gynecological) illness, generally of a fairly 
serious nature or on behalf of one's children.
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the women. Nevertheless. their position arong their fellow 

villagers is likely to be well-established. Many belong to 

service castes like the traditional birth attendant (TBA) 

with whom the villagers have a long-standing relationship 
exchange. They arb mre 

of mutual obligation and economic 
lower social sections of thelikely to cam from the 

population. 

are young people in their twentiesThe majority of the MTa 
hirties. From past experience, male mid-level workersand 
 and tend
to Pakistan's cultural norms,conform more closely 

to experience little difficulty in relating to 
the coumumity
 

In the ps, f mls MTs have
In carrying out their duties. 

'Infrom their homes.tended to be single and posted awaky
MTs who are working more in harmonyorder to have femle 


cultural norms, efforts will be made to

with the existi-

then ptst then after training to IRCa orrecruit voe 
M near their home village.
 

will

It is anticipated th&t the conuomities' perceptions 


the life of the Project. As stated above.
shift over in theyvillagers seek medical services from those whom 
have the most confidence and with whom th.e feel the most 

andand CHW8 establish themselvescomfortable. As the MTs 
develop favorable reputations. utilization rates 

ar.e
 
known

expected to increase. Furthermore, as it becomes 
that the CHW. can provide effectivethroughout the vilages 


backup services throug the referral system and MT and
 
they should develop a reputationphysician supervision, 


or providing better service.
 

of parallel allopathicAssmin ~the continued existence 
expected that villagfers Will

andindgenous systems, it is 
both systems. !is may be especi.lly true

continue to use 
in the came of emotional disorders where tne personalistic
 

are especially valued. However,services of the hakim 
it is anticipated that the improvements in the availability 
of skilled and effective staff. adequate supplies of drugs 

rural facilities will increasinglyand better location of 
draw villagers to the allopathic system. Existing low 

the lack of staff, drugs, and
utilizatin rates are s to 

IRHCs canreferral care. In sumary, if the system of 
of a health care systemfurnish the essential elements 

and prove itself to the
that have heretofore been lacking

increasingly utilized.comnmity, the IRHCs will be 

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 obstacles 
to successful project implementation which have been given 
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serious attention in designing the Project. One is the 
issue of the interface between existing melical practitioners 
and the CHWs and NTs to be trained and deployed. 

The use of indigenous practitioners by the population is 
Thetraditional and therefore familiar and acceptable. 

newly introduced PHC service offered throulh the allopathic 

s1stm will have to prove itself. AttitudEs toward 
alopathic medical personnel among rural people are mixed 
and not always positive. Because they are 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 9xfetimee 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 not profess a 
strong religious orientation and their services have not 
been as personalistic. However, paramedical personnel of 

rural origin are expected to show more humanistic tendencies 
toward those in their own comanity than is the case with 
sophisticated doctors of urban origin. Ba-ause the MeIs
 

will be chosen by mod with the consent of t'e comunities 
in which they will serve, they will be famLliar to their 
clients and will have a lon-standint pers ral relationship 
with the commity. By virtue rf this famliarity, the 
CHWo should in turn facilitate use of the vervices of the 
MT's to whom their patients will be referre.t. 

There is evidence that this is already hap )ening. The 
in February 1982A.I.D.-financed worker evaluation conducte 

found that, in general, the attitudes expriesed by the 
comnity toward the PHC system and its wo.kers were 
positive. The villagers c aimed to utue thi services of 
the health workers, stated that they proefw.d: the health 
system workers' services to those of tradi:ional health 
providers (i.e. hakims/dais), and exnresae4 satisfaction
 
with the help that the MTs and CHWs have provided, 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 system. While consider­
able attention has been given in the preceling 3ection to 
the health status of rural women and to their treatment
 
seeking behavior, little mention has been tuade of the way
 
in which working conditions for women need to be structured 
to facilitate their performance as provider, of health
 
services. Existing female workers particuiarly at the MT 
level face serious problems from the cultu.ral standpoint 
in terms of age, marital status and work p,.ace vs. home 
place. Most of these workers are young, unmarried, and 
working in districts other than their natiie ones, posing
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no eoubt diminishingserious cultural pressures on them and 
and sense of well-being in their 	jobs.

their effectiveness 
to remedy this situation by tryingEfforts must be made 	 to 

ensure that women are
 recruit older, married women and 	to 


posted to their native districts. It is axpected that 
the trainingthese problems will be alleviated somuwhat as 

and the pool of tA lent expands.of new workers continues 

d. 	 Cmmunications Strategy 

i roject successFinally, in order to maximize 
cultural barriers to im.emertation,.in overcoming 

target population (aimed primarily
coinaicacions with the 
at rural women and children) is considered a critical 

or female villagers)
elmmt of this Project. CHU@ (male 

iles of their homes. will be the 	chamgetrined within five 
essages to thir neighbors.ants who can beet co-vey 

will receive training from the mid-level worker in 
T= 

which they can explaincurative care 	 a9preventive and simple 	 They are in Positionthe context of the village idiom. 
to bridge the gap between the Governmentshealth systes and
 

system in cowmnicating health messages.

the village social 

in th .s Project iscomtuunicationsThus, the key to good 
the use of villagers themselves as change ,gencs who
 

concentrate first on diseases with high pr3v&lsncs 
and
 

erp.-cred to have
mortality/morbidity (where chey can be 
the most dramatic results) in order to max'.mize 

their
 
impact.
 

2. Diffusion of the Project 

This program has national scope w.th parallel 
of :he IRMCs. Eachimplementationdiffusion exected with 

pace tn accordance with
 province will proceed at its omn 
taken into account al the adminitrative. 

a timetable that has 
cultural and operational constraints. Sup)orted by a
 

campaign with some health education focused

coim~ications 	 target ar"s,
nationally and some selectively directed a: 

able to encourage ado-p tion of new
the workers should be 

health practices which do not entail radicul life style
 
changes.
 

a. Leadership /Authori t' 

Within the villages, the recruitment of CMe!.
 

will be aided by village leaders, using leiders 
from within
 

to atimjlate the selectionthe Union Council as a focal point 	
theThis plus comunity awareness of the jobs of 

process. 
 ld maximizeCIV through the comunications strategy shn 
Thus the C_. strategy

the acceptability of the worker. 

the strengths of village ladersip/authority
builds on 


structures.
 

Best Available DOC,,­
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b. Patterns of Hobility 

The Project takes into account the limited 
physical mobility of the secluded village ,'oman and attempts 

who live
to support her with home visits by female (,hWa 
within the same village. The MTs. who sl.qo vill live and 
work close to Project beneficiaries, will provide the 

The social
supervision and training of these workers. 

structure of rural Pakistan limits social mobility as well 
as physical mobility. The social gap betwe.en villagers 

lsr:,e. B-y training
and urban-born, high status doctors is 

villagers as CHWs and rural-based people a, k's, this
 
social gap should be narrowed, with the re'ult that the 

diffusion process should be greatly increa-ed.
 

3. Beneficiaries
 

The primary 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 
time simple effective, modern healthaccess for the first to 

Millions more people will be similarly perved ascare. 
expand after A.I.L. inpuzs terminate
the program continues to 

to generally improved benith aid well-being,In addition 
the project has the qpec.fic goals fofr chi dren of 

(a) infant and ,hild mortality;significant reductions in: 

(b) moderate and severe malnutrition; and, (c) deaths due
 
to diarrheal disease.
 

Ocher direct beneficiaries will be the per-one who will be
 

trained as MTs with modern training method- and the CHWs 
in turn, will train. Selected iovernmentwhom they, 

from in-countryofficials and technicians will nlro I-ni.fi 
training and short-term training abroad.
 

4. Summary
 

By extending health care services to the village,
 
the Project will impact favorably on the social factors
 
that affect access and utilization of health care by the 
rural population, particularly women and ch-ildren. Through 
the use of CHWs and a strengthened referra: network, the
 
social prohibitions and barriers that affect natterns of
 
utilization of health facilities should be broken down, and
 

people will bi more likely to uce such fac litius. All
 
rroject activities are therefore considerec, socially
 
feasible and acceptable.
 

Best Available Document 

http:betwe.en
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D. lconosU lysis 

Analyses of the economic returns Of improved health 
services yield imprecise remlts./ Because the~Clman 

efforts to ireprove health status andrelationship between 
is well mnderstood and issocio-economic de"lopment not 

to quantify, a traditional cost/benefit analysisdifficult 
to evaluate the ecoacmic feasibility of t is Projact is 

the potential qualitative benefitsnot appropriate. However. 
of the Project can be examined and are discussed below. A 

analysis of the Project is also presented, whichunit cost 
drave on the data in Section V.E., Financial Analysis. 

direct set of potentialFor this Project, the most 
is the increased conamr satisfactice (i.e. w)lfar)benefits 

derivd from being healthier. The objectively verifiable 
of the logical frameiwrk defineindicators at the goal level 

in health status that the Prcact proposes tothe changes 
changes include reduced jorbidt, mortality,achiave. These 

and fertility rates. 

benefits would 	 !.proved healthA second set of 	 arise if 
productivestatus leads to increased output due to tore 

healthworkars. The causal relationship betwear, improved 
and increased output is not well establihed and can vary
 

from one society to another. If healthier and thus more
 
to devote the saee smount ofefficient workers continua 

in the economytlme to producive labor, total output 
A similar result is obrained to theshould increase. 

lose fewer vonring hours 	relatedextent that workers would 
does not rise. However,to illness, even if produccivity 

Improvedit has been demonstrated that in rural accieties 

work potential may be translated Into leisure, if orkers
 

tim. Alternatively.choose to produce the same output in less 
r-ye people desireincreased underemployment may result if 

work but can't obtain it. It is generally accepted that
 
in rmral Pakistan with


there is widespread undermsployment 
the
labor scarcity occurring 	 only durin; brief period& of 

result, there is no hard 	evidence to indicate year. As a 
chat a reduction in morbidity of the type anticipated under 

this Project is likely to increase output throuh increased 

work effort or an increase in work days at the micro-economic 

level. Hover, tha reduction in morbidity and mortality of
 

the under-five age group should contribute, in the long run,
 

to a decline in population growth rates rhich should
 

ultimately concribuce to 	h har per capita income. The
 
et ects on savings and inve-tmunt
resulting macro-economic 

levels. dependency ratios, and other var . ables should improve 

growth potential.Pakistan's long run 

6f Yor examplesee Petrich, Err-st E. Briefing Papert Health
 

and Kconomic Development. Health Manpower Development
 

Staff, School of Medicine, University of Hawaii, Honolulu,
 

November 1981.
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A third set of benefits arises if an improved health 
system
 

raises development
serves as a nation-building program -:bat 

potential by improving the motivation ani attitude 
of the
 

The value of this s,t of benefits, no
 general population. 

matter how vaguely defined, should not bn dismissed 

lightly
 

for Pakistan. Malenbaum, in his pioneering article 
on the
 

subject, makes a stron6 argument for the possibility 
that
 

there is an important link between health' 
services and
 

utput derived from
 output which is not directly related to 

That is. 
a health measure
 a more efficient work force. 7/ 


can produce economic gains without or be.*ore 
improving
 

The argument is that basic atti--'udinal changes 
can
 

health. 

occur as health services are improved. "or exaple, as
 

people feel the society has increased itn control over the
 

environment, through control over diseasi, 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 Project 
for comparison
 

with the subjective benefits and the coscs of alternative
 

health delivery systems. Accurate unit .osts of health
 

care are not available eithar for the hetlth 
system generally
 

or for the PHC Program. Moreover, data -elating to manpower
 
As a


inputs are either fragmentary or rough eitimates. 


result, any forecast of unit costs for t tis Project will
 

necessarily be approximate.
 

A useful method of estimating unit costs is one 
which
 

includes total direct costs and amortizes costs for
 
Such esLirAtOs a'e shown in Table
facilities and training. 


12. It is important to note that the es:imates are very
 

sensitive to the assumptions regarding the clientele 
served
 

and the cost of drugs. (Drugs comprise 43 percent of the
 
The assump ion in Table 12
operating costs of an IRHC). 


50,000 persons is th,- average used
that an IRHC serves 

The assumption r_.garding the number
throughout this paper. 


of patient visits is based on actual expirience 
in PFY 1981/82
 

In PFY 1980/81, the
 at the IRHC at Lalamusa in the Punjab. 
 er 
IRHC at Lalamusa had an average of 27 patient visits 


day per BHU. This number increased to a-i average of 70
 

per day in PFY 1981/82 as a result of an increase 
in the
 

budget for drugs. To be conservative, tie latter figure
 

the basis for the assumption on patient visits
 was used as 

used in Table 12, although it is almost :ertain that a
 

a concodtaW

further increase in drug budgets would rasult 

in 

(The potential extent of this
increase in patient visits. 


increase, and the level of visits for whLch even 
further

part

budget increases would be required, will be analyzed 

as 


of the study of recurrent costs to be conducted 
as part
 

of this Project.)
 

Malenbaum, Wilfred "Health and Productivity in 
Poor Areas"
 

7/ 
Empirical Studies in Health Economics, Johns Hopkins 

Pre:i
 
197Uo.....
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21 OU!!3~TA 1 OT 

(in Constant 1982 Rupees) 

&wra"e Coss 
cost C ot per~ Peco served FoP atient 

Per Year Visit 

Total Direct Operating 16.00 7.88
 
Costs of nR 

.58 .29If/COV Zqipmt V 

Initial Mr Training .05 .02 

.76 .37ltfresher 1T Training 


6.56Sub-Total 17.39 

3.47 1.71
%ies 


.01HT Training Schools 


Sub-Total 3.48 1.71 

Total Unit Costs ALZJ 

SOUBCM USAD/akistan Estimates 

j/ Calculations are based on the following assumptionsi 

(i) an average of 50,000 persons is sevied by an INMCo and 
has 101,000 patient visits per year or(ii) the average IM 

350 per wotking day. In addition, costs, ihich are met 
forth-in Section V.E., financial Analysis, do not include 

the level of the I19C.overhead costs incurred above 

/ Amrtized eve,- 10 years
 IfTs)Jmortised over 10 years(i.e. 5% attrition for daployed 

Asmortized at 30 years for buildings end 10 years for 
f lt ure and equipmnc.


jI Less than .01
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The total cost per person served of R9 20.87 per year appears
 
to be a relatively small price for the targeted reductions
 
in morbidity, mortality, and malnutrition and the anticipated
 
subsequent decline in fertility. It also appears reasonable
 
in the context of a per capita GNP of Rs 3000 and en average

total public and private per capita expenditure for healt-h
 
of about Rs 40 per year. (While there is very limited
 
comparability between the figures and to some degree they
 
overlap, if one assumes that the existing government health
 
system serves the whole urban population 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 th& unit operating 
costs of other Government health facilities. The GOP 
Planning Division esLimates chat, as of December 1975, the 
average direct cost per out-patient visit 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 coscs of Rs 7.38 per :a:ienc -,,isit at an
 
RHC. If these costs were adjusted to equate drug costs 

per patient visit, the difference would be greater, since 
the projected drug costs per patient visit at at. IRHC are 
higher than those currently being incurred in district 
hospitals. 

In sutuary. the projected unit costs for an IRRC are 
comunrurate with the expected benefits, and they compare
favorably with other means of health care delivery in 
Pakistan. 
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E. Financial-Analysis
 

1. General 

This Project provides funds to support the implenen­

tation of the GOP's PEC Program. As shown in Table 13, the 
the next five years is
entire cost of the Proroct over 
amount does not include the
 estimated at S 55,750.000. This 

. O 
estimated $1,130,OCO which is likel7 to be provided 

by 

and UNICEF during the five year period for related 
acti-ities
 

which are not directly a part of this Project. 
Similarly,
 

the total estimated costs of the GOP's Accelerated 
EPI and
 

other accelerated health care interventions 
which will take
 

be borne by the GOP
 place during this period and which will 

and other donors, are not reflected in total 
Project costs.
 

Only the $2,000,000 contribution of A.1.D. to 
this effort
 

is Included.
 

The total GOP contribution to the Project over 
the five year 

total 
period is estimated at $35,750,000 or 64 percent 

of the 

of the Project while A.I.D. 's ccntribution ofcost 

$20,000,000 constitutes 36 percent of Project costs. 

The
 
as
proposed obligation schedule for the A.I.D. grant is 


0 in FY 19831 $8,200,000
follows: $5,500,00 in FY 1982; 

in FT 1984t and, $6,300,000 in FY 1985.
 

Three summary tables are provided on the follotring pages:
 
project costs by expense category and
 

Table 14 sumarizes 
costs 

source of funding; Table 15 describes project by
 
of funding;
project component, expense category * and source 

funding by
and, Table 16 provides a sury of A.I.D. 

foreign exchange and local costs by expense category and 

fiscal year.
 

Cost Estimates and Financial Plan
2. S, -ar 


a. A.I.D. Contribution 

ill finance: constructionThe A.I.D. dollar grant 
craining (20 percent);
(27 percent), Comodities (24 percent) 


technical assistance (14 percent); and, other costs
 
percent for contingency.
(1 percent) with the rmining 14 

A.I.D. will finance with dollar funds the international
 
travel costs of all participant training up to 

and including
 

Annex G contains a justification, signed by the
 oneyear. 

USAII/Pakistan Mission Director which waives the requiremenc
 

for the host country to cover these costs.
 

as

The allocation of A.I.D. funds by project component is 


follows% 46 percent for trainingi 19 percent for program
 

momagenmt; 10 percent for the Accelerated EPII 8 percen. for
 

program operations, and, 3 percent for research and 
evaluation
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TABLE 13 
a/
 

SUMMARY OF PROJECT COST! BY FISCAL
 
YEAR WD SOURCE OF 'DIUG
 

( In $ 000)
 

Source of Funding Fiscal Year
 

1982 1983 1984 1985 1986 Total
 

A.I.D. Oollar Grant 5,500 - 8,200 6,300 - 20,000 

b/
 

G.O.P.- 3,700 5,964 8,474 6,777 10.835 35,750 

Total 9,200 5,964 16,674 !3,077 10,335 55,750
 

a/ A.I.D. Dollar Grsnt Project costs are defined as anticipated
 
- obligations of funds. Costs exclude $1,130.000 which is likely 

to oe 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,O00,000 to be provided by A.I.D. in 
support of this effort is 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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percent for cuntingency. Together,
with the remaiing 14 

of the Proj ectcotu onents 
ths program managemnft and training funds in keeping

percent of the A.M. 
will receive about 65 
with the primary menhas'.a of this Project on t,,se two 

The A.I.D. contribution
 
critical areas of the PHC Program. 


to the Accelerated EPI component 
of the Prolect is $2,000,000:
 

$350,000 in the first year and $1,650,000 
in the last two
 

of the
The Governmdfnt's estimate
of the Project.
years 

the three accelerated healch programs, 
EP.
 

two-year cost or If
 
and training of dais, is SSO million. 
oral rehydratiol 
 period. with
 

these accivities extend over a five year 
In the first 

the coat will be $65 million.
inflatiot . 
Project year, a total of $10,330,000 

will be available for
 

$5.7 million from the GOP. $4.3 
million
 

those activities; 
other donors, and $350,000 from A.I.D.

fro 

A total of $14,498,000 or 72 percent 
of the A.I.D. contribution 

These funds will be disbursed 
in 

will finance local costs. 
 the balance of payments

dollars In orer to maximizeU.S. overall 

impact of this Project in accordanze 
with tie 

the renewed USG-GOP ecnnomic 
and development


objectives of 
A FAA Section 612(b) certification 

has
 
assistance program. 

been signed by the USAID/Pakistan 

Mission rirector and is
 

included in Annex C. 

b. COP Contribution
 

t. Capital Cocs 

percent of Pakistnl's rural port l ation 
About 33 butmedical facility.

two miles of a modernis within access CO 
theIscimates are that only about 

five percent has 
betweenThe differencecare.modern medicalef eictive 


two percentages is a result 
of manpower shortages and
 

inadequate operating budgets, 
principallY for drugs. Despite
 

situation, Pakistan is continuing 
to build rural health
 

this An shown in Table 17, the ?FY 
a rapid rate.
facilities at RCnand 

included a tctal of 87 

in the Punjab.
1982/83 Development Budget the major t y 

He'under construction with indicative982 in Table 17 ii only 
The rate of expenditures 

show.n are funded
 
a level of effort because development 

:,rojecon

of and AHUs consume the . The RP(Cs 
over several fiscal year 

Both the ntmber ot units
funrds.
Provincial
bulk of the 
su port the Planni:ig Division's 

and the funding levels .0r will oxtend to 80 percent
 
forecast that rural health cov, te next -Sixth)Five-Year
 
of the population by the 

end of 

however raprelet facility
These figure
Plan period. care. Adequate numbers of
 

not effective health
coverAle, six years from nowbe availablewill notqualified personnel 



- 100 -

TABLE 17 

PFY 1982163 FEDERAL AND PROVINCIAL 4DPs FOR RURAL HEALTH:
 

SUMAR Y OF KEY INDICATORS
 

Total Rural 	 Health Expenditures 
(Rs 000) 

Number of Health Units Capital Revenue Total
ADP A 
RHC 8HU 

4 	 13 26,914 18,185 45,099Fedral 

50 881 110.050 54,295 164,345Punjab 


15 40 26,850 2,751 29,601Sind 

NWFP 	 10 KA 24,335 6.564 30,899 

40 21,070 8,900 29,970

Baluchistan 8 


982 209,219 90,69- 299.914TOTAL 87 


a' Annual Development Plan 

./ Includes 	Rs 69,100,000 (76Z) for EPI 

to rach 80 percent of the 	rural people. This situation has 
the PHC Project, becausetimportant 	 implications for 

(a) 	 the Project is directed at t;ie key bottleneck---
By the end of the Project, trained personnelqualified 	people. 

will be deployed and providing effective modern medical care 

to about 5 percent of the 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 Project proposes to staff only 53 additional
 

RuC, during the Project period. With 277 Rural Health
 
(and 982 BUls) under
Centers in xLiscence and 87 more RHCs 

co struction, availability of facilities should not be a 

problem. 
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The current cost for constructing and equipping an IRHC in
 

the Punjab is Rs 5.2 million (the RHC is Rs 3 million and
 
Costs in the ocher provinces are
each BRU is Ra 550,000). 


comparable. The resulting costs by year for the 53 additional
 

IRHCs to be established uader the Projact arweas follows:
 
Rs 36,400,000 in PFY 1982/83; Re 52,000,000 in PFY 1983/841
 
Re 72,800.000 in PFY 1984/65; Re 36,400,000 in PFY 1985/86; and
 

Re 78,000,000 in PFY 1986/87 or a total-of R& 275,600,000
 
over the five-year Project period.
 

ii. Recurrent Costs
 

As indicated in Section I.F. Project Issues, drug
 

the most difficult element of recurrent costs to
costs 

The previous BHS Project projected dru& costs 

at
 
qua t. 

s 4 rer person in the population served by an IRHC. The 

The Govermnent
comparable figure today is Re 7 per person. 

of the Punjab has recently increased its drug budat.for 
RHCs to Re 8 per person, but it remains a low Rs .5 per 

These numbers compare to a nationa perperson for s BHU. 

capita average of s 30 per person spent for drugs last year.
 

Data are not currently available that would support a
 
should be.
judgement as to what the actual cc:;t 


Tabler 18 and 19 show the estimated recurrent costs for a 
RHC and a BRU, respectively. Table 18 assumes that 
drug costs for an RHC will be the leve! currently budgeted
 
in the ?unjab. This would require increases from current
 
levels in the other three ?rovinces. Table 19 assumes that
 

the drug budget for a .hlU .:ill be increased to Rs 7 per
 

parson, the current value of the 1976 estimate of drug
 

ents for a BHU. This is a somewhat arbitrary figure
requir. 

and it results in a difference of 29 percent in overall
 

recurrent IUHC costs during the life of the Project. The
 
The increased drug aount
comparison is shown in Table 20. 


for BHUs was slected as the basis for estimating the
 
it is
Government's contribution to the Project because 


financially 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
 
This cost factor has
uniform and average Rs 14,900 per pupil. 


been used for the first three years of the Project with one
 
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 193/84, the full cost is used on the
 
assumption that UNICEF will not continue to pay these costs
 
because it will be allocating its funds to other health
 
programs. Tn the last two years, the cost per pupil has been
 
increased to is 16,800 to provide for equipment replacement,
 

vehicle operations and building maintenance at the new schools.
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TABLE 19 

ESTKA'I'ED ANNUAL RECURRENT COSTS FOR A BRU 

(in Rs) 

Salaries: 

2 MTI 9,000 

1 Dispenser 7,200  

1 Chovkidar@ 5,400 

1 Dai @ 5,400 

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

1 Sieeper (part-time) @ 2,000 

18,000 

7,200 

5,400 

5,400 

2,000 

2,000 

Sub-Total 40,300 

10,000 persons @ 7 Rs/person 70,000 

Other Costs: 

Utilities 

Disposable Equipment 

Building Maintenance 

Miscellaneous 

Sub-Total 

3,600 

3,600 

9,000 

1,800 

18,000 

TOTAL 128,000 
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TAZ20
 

ESTIATED 	ANUMAL RC.R.ET COSTS FOR 53 ADDITIONAL
 
TLMCB UNDER 'THE VHC FROJET
 

a/ Costs (Ra 000)

No. of IRHC; BH1U Dr%,, b/( B1 Drugs
 

Pry Operacional (70,000 pa)-(25,000 DPS,
 

1982/83 	 3.5 2,835 2,205
 

1983/84 	 12.0 9,720 7,560
 

J984/85 	 24.0 19,440 15,120
 

1985/86 	 35.0 28,350 22,050
 

1986/87 	 45.5 i,6,855 28,665
 

TOTAL 	 53.0 d/ 97.2,00 75,600 

._/ Assumes each U= functions for only 6 months during 

the first year of operations. 

I Ass s drug costs at BHU I Rs 7.0 per person per year. 
c/ Assumes drug costs at BHU 2 Rs 2.5 per person per year. 
d/ 53 full-year operations In the sixth year. 
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iLi. Total GOP Contribution
 

The GOP's contribution of S35,750,000 to this
 

Project consists of the costs for the construction 
and
 

equipping of the RHCs aad BHUs which will make 
up the
 

-!Cs to be established by the end of the

additional 53 

Project; the recurrent costs of operating these facilities;
 

and the recurrent costs of operating the MT training 
schools,
 

Of the total GOP contribution,
including student stipends. 

toward the capital costs for the IRHCs,
64 percent will go 

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

These

for the recurrent costs of the HT training schools. 


estimates do not include other associated costs 
such
 

cost 
Federal and Provincial BHS
 as the operating costs of th 


Cells and the District Health Offices. (Operating 
budgets
 

for the four Provincial BHS Cells in PFY 1982/83 
totalled
 

Table 21 summarizes the total GOP contribution
Rs 717,000.) 

No allowance for inflation has
 to the PHC Project by year. 


been made in these cos: estimates.
 

The total Government recurrent cost budget for 
health Ln
 

PFY 1981,82 was Rs 696 million, of which Rn 767 
million was
 

It is this latter figure hat is relevant
Provincial funds. 

to recurrent PFC costs since the IRHCs will be 

in the four
 

Of the total Provincial recurrant cost budgets
provinces. 

for health, about 20 percent is for rural heelth, 

and only
 

a part of this is devoted to PHC. The balance is for other
 

costs suh ab rehail hospitals, MCH Centers, 
dispensaries,
 

and the like. Exactly how much is devoted to PHC would
 

rSuire an extensive derailed analysis 
of each Provincial
 

budet. The Provincial operational plans which will be
 

developed during the first Project year will contain 
this
 

information. 

In the fifth Project year, annual recurrent 
costs for the
 

Project will total Rs 53.8 million, of whi.ch 
about Re 43.3
 

This will require an
 million is not in the current budget. 

increase in the annual recurrent budget of the 

provinces
 

of about 1.1 psrcent per year in zon-st-ant pricei. This in
 

well within tne real annual increase in :he zotal 
recurren-"
 

It
 
health budget of 4.2 percent over the past five 

years. 


would, however, result in a somewhat larger share 
of the
 

Provincial budgets going for rural health, and 
a substantial
 

as
increase in the amount allocated to PHC, defined in this
 

Project. Assurances have bean provided by the 
G*P thac
 

adequate funds will ba provided in the ProvinciAl 
budgets to
 

cover the recurrent costs of the Froject.
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TABLE 21 

TOTAL GOP FINANCIAL CONTRIBUTION 
TU THE PK PR(1EtW 5 YEAR &I 

(InKs DUu) 

198Z/83 1983/84 

PFY 

1984/85 1985/86 1986/87 Total 

1. Camstuctonlind 
Eqmipping of 
Ils b/ 

2. IRK Operating b 
Costs 

3. M Training
Schools Operating 
Costs 

36,400 

2,835 

5,765 

52,000 

9,720 

10,800 

72,800 

19,440 

10,800 

36,400 

28,350 

17,655 

78,000 

36,85S 

16,900 

275,600 

97.200 

61,920 

Total (Rs) 45,000 7,520 103,040 82,405 1.1,755 434,720 

Total (S) c.! 3,700 5,964 8,474 6,777 0, 3S 35,75C 

SOURCE: USAID/Pakstan Estitats 

at uoms nm Include:(1) the GOP's total contribution for the EPI 
and other accelerated health care activities over the 
5 years life of the Project, which is estiated at the 

equivelent of about $50 million (less the contributions 
of other donors); an, (11) the operating costs of the Federal and 
Provincial SHS Cells and the District Health Offices. 

b/ ieprmmts costs associated only with the 53 additional R1NCs to 
- be established under this Project. 
_/At the exchange rate of USS1.00-Rs 12.16 as of July 18, 1982 
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F. Environmatal Statement
 

This Project falls under Section 216.2(c)(2)viii of
 

A.I.D.'s environmental procedures, which excludes the require­
or any other
ment of an initial enviromental exmdiation 


environtal documentation for "programs involvin$ nutrition,
 
family plannin services.....health care or population mAi 

0. Women in Development 

As mentioned previously, this Pro'ect has, as one of 

its major objectives, the increased involvement of women 
as 

both providers and beneficiaries cf health care services. 

Accordingly, this Project should have a signifl cant 
i=pact
 

on the status of women in Pakistan.
 

Several activities are planned under the Project which are 

specifically aimed at accelerating the recruitment, deploy­
.rkerL in the Primary
ment, and retention of female health 


These include the construction of MT
Health Care Program. 

training schools with separate classroom and hostel
 

accomodations for female students; the implementation of
 

a special female MT recruirment campaign in female 
secondary
 

schools throughout the country, the provision o± culturally
 

acceptable *nd fuel officient transport for female Ma;
 

the hiring of four female Pakistan training specialists,
and, 
assist in the recruitment and training
one per province, co 


Ms. It is expected that the Lncreas~d
of female ICs and 
 an increased
number of deployed female Msa will result in 
 ts
number of deployed female CUgs. In fact, one of the targ 

least 46 percent of all deployedof the Project is that at 
NTs and CHVs are females. Trained and deployed female ItTs 

will benefit from increased knowlex1ge and im.-cved employment 
changes in professionalopportunities with corresponding 

status and income. Female C.Ws will similarly benefit from
 

increased knowledge and improved stotus in their village as
 
par-professional health workers.
 

The female YETs and CRWs are the vital link to the second
 

group of women who will be significantly affected by the
 theProject. This group includes rural womer who vill be 
For women in
recipients of Primary Health Care services. 


Pakistan who, because of culrral constraints, have been
 

unable to receive sale-provided medical care, this will 
be
 

Wirh the axIstence of female health
 a significant change. 

providers, it will be more culturally acceptable for village
 

women to leave the seclusion of their homes to seek out 
both
 

Such improvements will
curative and preventive haslth care. 

not only benefit the woman directly but should also
 

contribute to the improved health of her family and an
 

ovezall enhancemant of the qualit7 of life of the rural
 

household.
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H. Narcotics mect Statement 

The PrLUry ealth Care Pro c. being basically 
hbmnitarian in nature, does not laend itself to specific 
actions or policies relative to narcotics suppression. The 

of the rural. health care infrastructurestUnrgthwin
and the prwovsion of health care services to the rural 

useful vehiclepopulation ,I Pakistan does not provide a 
for suppresion of narcotics activities. Accordingly. no 
narotis impact analysis is submitted for this Project. 
and no poppy clause wrll be included in the Project Agmsleut. 
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STATUSVI. CONDITIONS, COVENAITS, AND NEGOTIATING 

A. Conditions Precedent
 

1. Conditions Precedent to Disbursements Other 
than Disbursernent for the Procurainnt of 
Technical Assistance and Vehicles and Household/ 
Office Furniture and Equipment for Said Technicians
 

Except as A.I.D. may cther-wise agree in writing, 
prior to any disbursement under the Grant other than for 
the procurement of technical advisory services and vehicles 

furniture and equipment for saidand household/office
the issuance A.I.D. of documencationtechnicians or by 


pursuant to which such disbursement will be made, the
 
signingGrantee shall, within sixty (60) days after the 


of the Project Agreement, furnish to A.I.D., in form and
 
substance satisfactory 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 and executed on behalf of the Grantee and that
 
it constitutes a valid and legally binding obligation of
 
the Grantee ihn accordance with all its :erms; and, 

b. a statement set-ing forth the name of the 
person holding or acting in the office of Grantee and of 
any additional represencatlve's. together 7±:h a specimen 
signature of each person specified in such statement. 

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

Initial Disbursement
2. Conditions Precedent to 
for the Accelerated Expanded Program of 
Iv=.ization (E.P.I.) Prior to Seotember 30,1994 

Except as A.I.D. may otherwise agree in u-riting, 
prior to disbursement under this Grant for the Accelerated 
E.P.I. program prior to Septem'ber 30, 1984 or co 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 (HOH). shall furnish to A.I.D.,
 
in form and substance satisfactory to A.I.D., evidence that:
 

a. a Federal Advisory Council has been established 
to review the program of activities under the Primary 
Health Care Project and to provide guidance to the provinces 
to implement these activitiest 
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b. membership of the Federal Advisory Council 
includes the Secretary MOH (Chairman); Director-Guteral 
Health, HOH (Vice-Chairman), Joint Secretary. Federal 
Ministry of Finance, Planning and Economic Affairs; 
Secretaries of Health for the four provinces; and, Chief 
of the Health Section, Planning Division, FederalI Ministry 
of Finance, Planning, and Economic Affairs; 

c. the Federal Advisory Council is required to 
moet no less than twice annually; 

d. the Federal Advisory Council has held at last
 
e maeeting ,
 

a. Primary Health Care Steering Committees have 
bm established in each of the four provinces for the 
purpos. of revieving the Project; 

f. mmbership of the Primary Health Care Steering 
Committees includes 6ue following Provincial' officers : 
the Secretary of Health (Chairnan); the Director of Health 
Services (Vice Chaiuman) s the AddicLonal Secretary, Finance; 
and the Chief of the Health Sec:ion of the Planning and 
Development Department: 

g. the Primary Health Care Steering Comittees
 
are required to meet no less than -ice annually;
 

h. each of the ?rimary Health Care Sceering
 
Committees has held at least one meeting; and,
 

L. the Federal Basic Health Services Cell in the 
Federal Ministrv of Health has staffed the following 
positions: the beputy Director General (Basic Health); 
the Assistant Director General, Training; and the 
Assistant Director General, Operations. 

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

3. Condition Precedent to Disbursement for 
Archiectural and Znainaerinx (A&E) Sarvices 

Except as A.I.D. may otherwise agree in writing, 
prior to the disbursement of funds by A.I.D. under the 
Grant or to the issuance by A.I.D. of documentation pursuant 
to which such disbursement will be made for architectural 
and engineering services with respect to each of the 13 
medical technician training schools, other than for site 
investigations, the Grantee shall establish, in form and 
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to A.I.D., its right to ownership or
substance sctisfactory 
adequate and sufficient use and occupancy of the land site 

proposed for the buildings. 

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


4. Conditions Precedent to Disbursement for
 

Construction of +Medical Technician'Traininz 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 construction or
 

renovation of any medical technician training schools in 

a province, the Grantee, acting through the MOH, shall 
furnish to A.I.D., in form and substance satisfactory to
 

A.I.D., evidence that :
 

a. the Provincial Government of the province
 
for which
wherein the medical technician training schoo 


disbursement is sought is located has initiated the
 
formation of both administrative and technical posts for
 
its training schools; and,
 

b. the Provincial Steering Comittee of the
 
province wherein the medical technician training school
 
for which disbursement is sought is located has recomended
 

approval of a budgrt allocation for each school which the
 
Committee has determined to be adequate and appropriate
 
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.
 

to Disbursement for
5. Conditions Precedent 

Medical Technician
Furuiture and Equipment ror 


Training Schools
 

Except as A.I.D. may otherwise agree in writing,
 
prior to the disbursement under the Grant for furniture.
 
equipment, audio-visual aids n transport for the medical
 
technician training schools in any province or to the
 
issuance by A.I.D. of documntation 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. the Provincial Government of the province
 
wherein the medical technician trsining school for which
 
disbursmnt is sought is located has created both
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adinistrative and technical posts for the staff of the 
troining school&, and has initiated recruiment; and, 

b. the Provincial government of the province 
vherein the medical tecbnician training school for which 
disbursement is sought is located has undertaken sufficient 
advertisement for =ecruitment of students for the training 
schools, and that all female high schools have been timely 
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 
tazminated. 

6. Conditions Precedent to Disbursinnt for the 
]'-__;-I-r.ced E.P.I. ou or )A ter"Sept;er .30, 1984 

Except as A.L.D. may otherwise agree in writing, 
prior to the disburseent under the Grant on or after 
September 30, 1984 for the Accelerated E.V.. or to the 
issuance by A.I.D. of documentation pursuant to which 
such disbursement will be =dz the Grante. through its 
MOH, shall :jrnish in form and substance satisfactory to 
A.I.D., evidence that : 

a. a Federal ;!an of cpar.-ions for ?rimary Health 
Care has been prepared and a-provad by the Federal Advisory 
Council; 

b. Provincial p'.ans of _.-:.tion have been 
prepared for each of thr provinces, approved by.the 
cognizant Provincial Srearing 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 sr-rvicas have been conducted, and,
 

d. perforance targets see forth in Project
 
Implementation latters for the preceding twelve-month
 
period have bee,% subacanially met with respect to 

i. program management; 

11. medical technician and azmmi7 hmalth tk n 

:ii. program operations, and 

iv. research and evaluation.
 

Best Avlblo Document
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The abase cothditions precedent will be not by ;he Grantee 
no later than September 30, 19S5 or the Grant may be 

terminated.
 

7. Conditions Precedent to Disbursement for
 
Accelierted T.P.M or af'er septe b- 30, 1985
 

Except as A.I.D. may *,therwise agree in writing, 

prior to the disbursement "under the rant for the Accelerated 

E.P.I. on or after Septerber 30, 1985 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
 

in form and substance satisfactory to A.I.D.,
to A.I.D., 

evidence that t
 

a. the Federal Advisor) Council and Provincial 

Steering Comittees have been Wnatirutionalized and have
 

two uetings to review progress and inplemon­had at least 

tation of the Primary Health Care Project in each of the 

United States fiscal year since it has been formed, 

b. a: Weait 16 7ederl ind Provincial lave! 

health officials resoonsible fot Priary Health Care 
(Basic Health Services) have been trained cvrseas in 

including analysis and evaluations
management systems 

c. at leas: 83 Medical Officers pouted at
 

Integrated Rural H:th Ca-pexes, District Health Officers
 
rimary Health
and Divisiona Depu:y Dire:ors who deal wi: 


Care (Basic Health iervicas) have been trained in management
 

and oriented in the Primary Health Care Project;
 

d. logisticu/support systems and procedures have
 

been reviewed and revIsed as necessary and operating 
manuals for Integrated Rural Healch Complexes have been 

adopted, published, and distributed in each of the four 
provinces,
 

a. ninety ;crcen: cf t.e physician and para­

in the progzam have btan :rair.ed or
medical tutors 

retrained in the :evised curriculum and training mt 4ods;
 

f. eighty percen: or he t 4l :ecinicians
 

trained and depLoyed by December 30, 85 have trained
 

an average of 10 comunity health workers who in turn are
 
su?.rvised by modical technicians,supported and regularly 

g. procedures have ben adopted in each province
 

to insure that medical technicians ano conunity health
 

workers have been provided and are using :ra.sport, medical
 

kics, uniforms and other commoditieu procurec uncer the 

Projects 
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h. at least 40 percent of t.e madical technicians 
that have been trained and deployed are femalesl 

i. double round surveys/evaluations have been 
In project years three and four to establishconducted 

the impact of the project on morbidity, mortality, and 

Immiation statua and, 

1,sqrad Rural Hlth C lij. at least 53 Add r! wfil 
(29 in the Punjab, 12 in the Northwest Frontier, 7 in the 

Sind and 5 in Baluchistan) are operational. For purposes 
of this Agreement, an oparacional Integrated Rural Health 
Compl- (tC) is dined as one in thi 1 a 

i. at leaac 80 percent of the authorized 
doctos and medical technicians are in place and wofting, 
and ciMUnity .salth workers have been trained in 
accordance with Section 7.Z. above; 

ii. at least 80 percent of the required 

standard drugs are available at all times; 

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

iv. a functional vehicle is available for 
ambulance and supervisory services with sufficient funds 
provided for P.O.L. and routine maintenance services 
throughcuc the fiscal year; and, 

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

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

B. Covenants
 

The Grantee shall =zke every, reasonable effort to 
require that each ptrticipant trained outside of Pkit: under this 

Project works in Primary Health Care.activities in Pakistan 
for not less than three times the length of time of his or 
her train4n progrm provided, however, that in no event 
shall ti participant be allowed to work for less than one 
year from the date of the participant's return to Pakistan. 
This covenant shall not apply to training of less than 45 days 
duration. 
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C. Neotiatint Status 

The above Conditions Precedent and Covenants have
 
and agreed to by the Government ofbeen discussed with 

During Project Agreement negotiations, USAID!Pakistan. 
the Agreement appropriatePakistan will incorporate into 

cover these terms and conditions.
language to 
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5C(2) PRO3ECT CHECKLIST 

Listed below are statutory 
criteria applicable to projects. 

This section is divided into two 

parts. Part A. includes criteria 
applicable to all projects. Pact 

B. applies to projects funded 

from specific sources only: B.1. 

applies to all projects funded 

with Dvvlop1Vnt AssistariCe 
rUfnas, 1s.2. aLpplittS tO prOjeCL& 

funded with Development 
Assistance loans, and B.3. 

applies to projects funded from 

iSv. 
CHO. RVERENCES: I S COUNTRtY

ChUCKLIST UP 

TO DATE? hAS 
STAI4UANW ITEM 
CHECKLIST BEEN 
REVIEWED FOR 
THIS PROJECT? 

yes 

Yes 

A. GENERAL CRITERIA FOR PROJECT 

1. FY 1982 Appro ria,onAct 

ec. 323; _AA Sec. 634A; 
sac. 065). 

(a) Describe '.ow 
authorizing and appro­

priations committees of 

Senate and House have 

been or will be notified 

concerning the project; 
(b) is assistance within 
(Operational Year Budget) 
country or international 
organization allocation 

reported to Congress (or 
not more than $1 million 
over that amount)? 

(a) 

(b) 

Congressional Notiftication 
and Cougresuional Presen­
cation 

Yes, assistance is within 
the 1982 operational year 
budget. 

2. FAA Sec. 611(a)(l). Prior 
to obligation in excess 
of 5100,00, will there be 
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(a)*fligLnSnC34 f'inan­
cial ot other plans 
necesarCy to carry out 
the assistance and (b) a 
reasonably firm estimate 
of the cost to the U.S.
OL LhW ausist-314CO7 

3. 	 FAA Sec. 611(a) (2 ). If 
Vircher legislative 
action is required within 
recipient cowicry, what 
is basis for reasonable
 
expectation that such 

action will be completed 
in time to permit orderly
 
accomplishment of purpose
 
of the asistance?
 

4. 	PAA Sec. 611(b), PY 1982
 
Appropriatrn Act Sec.
 
50. if for waer or
 
water-related land
 
resource construction,
 
has project met che
 
standards and ccitecia as
 
out focth in the 

Princirples and Standards
 
,(i Planning water anao
 
R'elated Land Rwsouccbs, 
dated October 25, 19737 
(See AID Bandbook 3 for 
new guidelines.) 

S. 	 FAA Sec.611L!U. If 
pro ect is capital 
assistance (e.g., 
construction), and all 
U.S. assistance for it 
will exceed S million, 
has Mission Director 
certified and Regional 
Assistant Administrator 
taken into consideration 
the country's capability 
effectively to maintain 
and utilize the pCoect? 

er legiulti e
 
aeri Is tequireL
 

N.A.
 

y & Director 
h&2 sge aA 61re(a) 
cas aifed a Fti 6n(e) 

certiiCALoU. 
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6. r A Sec. 209.- Is project Project jg go euscepdbie to ezeci.. as 
usceptible ?-o execution 

as part of regional or 
multilateral project? if 
so, why is project not so 
executed? nformation 
and conclusion whether 

part of a regional or multilateral poject. 
Other donors, specifically 111 and 
WfCV, are financiag cronments of 
the GOP's Basic Halth Services 
Program as separate proJects. Assistce 
will not encourage regional developmnC 

assistance will encourage progrin. 
regional development 
programs. 

7. Sec. 
Informa 

601 & .to anid 

.conclusions whether 
proj&ct will encourage 
efforts of the country 
to: (a) increase the 
flow of international 
trade; tb) toster 
initiative and 

private xo sigificant effect Ln 
are" is expected. 

thsese 

competition: and (c) 
encourage development and 
use of cooperatives, and 
credit unions, and 
savings and loan 
associations; (d) 
discourage monopolistic 
pcactices; (e) improve 
technical efficiency of 
industr,,, agriculture and 
commerce: and (M) 
strengthen free labor 
unions. 

c. 601(b). 
Information and 
conclusions on bow 
project will encourage 
U.S. private trade and 
investment abroad and 
encourage private U.S. 
participation in foreign 
assistance program 
(including use of private
trade channels and the 

Many of the goods and services 
procued under this Project viii 
have their source sad origin in the 
United States and viii be procured 

accordance, with A.I.D. competitive 
procurement procedures. 

services of U.S. private 
enterprise). 
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9. FAA Sec. 612(b)1 636fh); 
S982 Aggrop2a&tion 

Act 'eC. 507. DescriDe 
stapis t&ken Lu SMiUce 
that, to the maximum 
extent possible, the 
country is contributing 

local currencies to meet 
the cost of contractual 
and other services, and 
foreign currencies owned 
by the U.S. ae utilized 
in lieu of dollars.. 

10. 	 F A 612(d). Doos 
the U.S. own exerog 
toreign cuzcency of the 
country and, if so, what 
&Krangemonts have been 
made for its release? 

11. 	 FAA See. 601te). WA,11
 

the pro3ect utilize 
compe tive selection 
procedures .!or the -. 

awarding of contracts, 
except where applicable 
procurement :ults allow 
o herwvse?
 

12. 	 PY 1982 Apopriation Act 
Soc. 521. if assistance 
is for' the production of 
any commodity for expoct, 
is the commodity 1Lkwly 
to be in surplus on world 
markets at the tim the 
resulting productive 
capacity becoues
 
operative, and is such 
assistance likely to 
cause substantial injury 
to U.S. producers of the 
same, similar or 
competing commodity? 

13. 	 1PA 118(€) and-(d). 

Does 	the ptoec7 comply 
with the environmental 
procedures set fo th in 
AID Regulation 167 Does 

The COP will concribute the equivalent 
of approximately $35.8 million in local 
currncy duriu the life of the project 
which in 64 percent of the total cost 
of the project. 

T MHissiou Director has certified 
the disbursemet of U.S. dollars in 
lieu of U.S. reesu-omed acss 
rupees to cover local costs under this 
project. This acclom is covaistent 
ith one of the mjor objectives of 
tbe remini economid assistan e praM 
to hkistam Which is to nimaie 
the blm. of pymmats impact of the 

r -pe s noct the us of theseYes, 

for ths Project.sppropr£5ta 

Yes
 

I.
 

Te
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the project or program 
take into consideration 
the problem of the des­
truction of tropical 
forests? 

N.A. 

14. FAAf121d If a Sahel 
pcoject, 4az a determina­
tion been made that the 
host government has an 
adequate system to: 
accounting for and 
controlling receipt and 
expenditure of project 
funds (dollars or local 
currency generated 
therefrom)? 

N.A. 

B. FUNDING CRITERIA FOR PROJECT 

J. 11.veIju ,.ritI|. toJut: t (.*I I At.:;ituaV'*t'Ia ... nct Thi is am Z.S.1. lroject 

a. FAA Sec. 102(b)' 111,
113.' 261tal. Extent to 

which activity will (a) 
effectively involve the 
poor in dievelopment, by 
extending access to 
economy at local level, 
increasing labor-inten­
sive production and the 
use of appropriate 
technology, spreading 
investment out from 
cities to small towns and 
rural areas, and insuring 
wide participation of the 
poor in the benefits of 
development on a sue­
tainei basis, using the 
appropriate U.S. insti­
tutiona; (b) help develop 
cooperatives, especially 
by technical assistance, 
to assist rural and urban 
poor to help themselves 
toward better life, and 

IA. 
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otherwise encourage 
democratic pCivate and 
local governmental
institutins; (C) support 
the self-help efforts of
 
developing countriesi (d) 
peoate the participation 
of women in the national 
economies of developing 
countries and the 
improvement of women's
 
status; and (e) utilize 
&ad encourage regional 
coopeoration by developing 

b. FAA Sec. 103, 103A, 
1044 105, 106. Does the 
project fit tne criteria 

foe the type of funds
 
(functional account)
 
being used? 

c. FAA Sec. 107. Is 
emphasis on use of-.appro­
pCiate technology 
(relatively smaileN, 
cost-savng, labor-using 
technologies that are 
general:.y most appro­
priate for the small 
farms, small businesses,
 
and small incomes of the
 
poor)? 

d. FAA Sec..Gl0{a). Will 
the recipient country 
provide at least 25% of 
the costs of the program, 
project, or ac..ivitiy 
witb respect to whLch the 
assistance is to be 
furnished (or is the 
latter cost-sharing
 
requirement being waived 
for a "telatively least 
developed* country)? 

N.A. 

.A.
 

NA
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a. FAA Sec. 110ib).
 

Will g9ant capital 
assistance be disbursed 
for pro~wct over more 
lian 3 yuALv? If so, ha A 

satis­
justification 

factory to Congress been
 
made, and efforts for
 
other financing, or is
 
the recipient country
 
oelatively least
 
developedO? (M.O. 1232.1
 
defined a capital protect
 
46 *the construction
 
expansion, equipping or
 
alteration of a physical
 
facility or facilities
 
financed by AID dollar
 

less
assistance cf not 

than $10O,00, including
 
related advisory,
 
managerial and training
 
services, and not under­
taken a- part of a
 
pjtujo'r1. of U preoa­inantIJ LeCtil-C41 

assistance character. 

f. FAA Sec. 122(b). Does 
the c-tivity giVe 
reasonable promise of 
contributing to the 
development of economic 
resources, or to the N.A. 
increase of productive
 
capacities and self-sus­
taming economic growth?
 

9. FAA Sec. ;6 1. 
Describe extaent t- which
 
progcam.recognizes the
 
particular needs,
 
desires, and capacities u.k. 
of the people of the 
country; utilizes the 
country's intellectual
 
resources to encourage
 

Best Availablo Document
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instituti~onal dev~lopment; 

and supports civ.l 
educar-on and urain.isg in 
skjllis rscD..d fc: 
. , . .. artci- lon in 

2. As i ... ...?7 c -'.IS. an E.S.":,. ,'-: 

Criteci a (Loan~s GOl 

a.. -PA Sec. 12W 
Infoczation and conclLsion 
an capacity of the country 
to repay the loan, at a 
reasonable cat* of interest. 

N.A. 

h.Fk. e., 520".4'. "5 

-ilil conpa- U.S. 
~teprieSis tne:a an 

.greemen by te recipient 
country tc prevent export 
to the U.S. of mote tnan 
20% of the *nteccise's 
annual pcoduction during 
tte life of tbe loan? 

N.A. 

c. ZSDCA of 1981, Sec. 724 
rcl and-idl. :Z tre 
Nicaragua, does the loan 
agrw..tnt require that the 
funds be used to the 
maximum extent possible for 
the private sector? Does 
the pro3ect provide for 
monitoring under ?AA Sec. 
624ig)? 

N.A. 

3. Economic Support 
'Prolect Criteria 

mund 

a. FAA Sec. 53ia ,. Will 
this Aistance promote 
concaic or'political 

Yes. By reducing infant 
mortality, and thus p-ooting 
reduced fertility, the project
oilo Coumiribuca o the reduction 
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stability? To the extent 
poasiblo, does it reflect 
the policy d.lections of 
pAA Sec.I.on 102 

of the populatilon gorth ra 09 
and thereby facilicae the achisvetw1c 
jf the GOP's devqlo'pgMtt goals as they 
relate to eco o'c stability* 

b. ~A ~c~2(c;.WiUYes. 

cnapter De used iof 
military, or paramilitary 

No 

c. FAA Sec. 534. Will ESP 
funds be used to finance 
the construction of the 
operation or maintenance 
of, or the supplying of 
tuel for, a nuclear 
facility? If so, has the 

PresidenL CueCLifd that 

1o 

jn'±js'en'stbie to 
nonproliferation 
objectives? 

0. FAA Sec. 609. If 
commodiies a:fs to be 
granted so that sale 
proceeds will accrue to 
the recipienC country, 
have Special Account 
(counterpart) 
arrangements been made? 

N.A. 

Best Aivtb le Doc'iA_(z
 



ANNEX C. 1 

110ft UNITED STATES AGENCY FOE IITEAKATIONAL DEVELOPME 
MISSION TO PAKISTAN 

MlIADUARTI Ow 
tile I I IAiiPAX ILAMABAD 

THE I1RECTOR
 

CARE PROJ'ECT
PRIMARY HEALTH 
FAA SECTION 611 e) CERTTFITON
 

1, Donor M. Lio.a, the principal officer of the Agency
 

for International Development in the Islamic 
Republic
 

of Pakistan, having taken into account. 
among other
 

things. the maintenance and utilization 
of projects
 

-

in the Is.amic Republic of Pakristan previousl 

financed
 

or assisttd by the Uni:ed Scatas, do hereby certify.
 

pursuant to Section 611(e) of the Foreign Assistance
 
in my judgement. the
 

Act of 1961, ae atended, that, 

Islamic Republic of Pakistan has both 

:he financial
 
co
 

capability and tbo human res.urces cavabilit: 


effectively ij.lemen-, utilize and matntain 
the
 

proposed ?rimary Health Care ?roiec-.
 

a-stL- as--- a
,.,-,is 4udgemen: is based "," 

detailed in the Primary Health Care Project 
Paper
 

and Is subject to the conditions imposed 
therein.
 

Donorm. Lion..
 

U Dt% a:' k....a 
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f VNITEE STATES AEIICY FOR INTEIATIONAL UIVELOPIEIT 
TO PAKISTANMISSION 

I"aSSARI W OWI 
CAbie I USAIDPAK 

114 DIECTOR 

PRIMARY HEALTH COE pROJECT 

612 (b) CERTIFICATIOtIFA SECTIOV 

economic assistanice
A maJOr purpose Of the $1.625 billion 

the U.S.d between the governments of 
progr negotiat a
by both governments and 
and Pakistan, acknowledged

for both governments ha4ing decided to 
primary reaso 
develop an economic assistance package, is to provide 

balance of payments assistance to Pakistan. 

I have carefully reviewed the advisability 
of disbursing
 

in lieu of U.S.-owned excoss foreign currency
U.S..dollers 
to pay for local costs of projects 

being Implemented in
 
obi ectives
Ccrpernenl'tIPakistan. In light of the U.S. 

that it would bedeterminedconcerning the program, I have 
prejudicial to U.S. interests and goals 

to pay for all 
Such a
 

eoal curr.cy costs with U.S.-ownied 
rupees. thithe U.S. from providing

procedure woud prevent 
of balance of payments support under the maximu amount 

and would consequentlyeconomic assistance package. 
undercut one of the basic objectives 

of the program.
 

of providing belance of pay mes 
assistanceC
 

The objective dollars 
can best be achieved by disbursing U.s. 

to Pakistan 
to pay for local costs of the progTo 

Section 612(b) of
 
amended, authorizesAct of 961. as

tie Foreign Assistance 
aproving the voucher to 

t.4e adminitrative official 
be funded with directlocal costs wi
determine that 

for the program. Pursuant to this
 
psFmant of dollars 
provision, Handbook 19 recuires that 

the Mission Director 
as to the reason 

(or his designee) make a determination 
are used d.s-ursed)
U.S. dol.Arsin an insrance where Where
available.


when U.S.-ovned foreign currency is 
dollars are used for local cost financing, 

therefore,
 
to the COP in
disbursementsUSAID/Pakiltan will make 

U.S. currency.
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FM Section 612 (b) Certification (Contiflued) 

I, Donor M. Lion, principalIn view of the above rationale, 
infor Tmcernational Developmentofficer of the Agency 

612(b) of the ForeignPakistan, pirsuant to Section 
amended, do hereby certifyAssistance Act of 1961. as 

the need to disburse dollars to cover local 
currency


underin lieu of using U.S.-owned excess rupeescosts 
the Primary Health Care Project. 

Donor .Lo 
Director 
USAID /Pakistan 

Date 
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WhydtEclontomtiation p'ogromm and cbemicals for oral 

the gUmited
4. 	 Te (overNaet of ?akstui assure 

its ful cooTUtion in ca?73g out:
Stat ('ovwemft of 

the Prwtamy ealtch Care Project. The m pow, financia. 

and other inputs required of s vill be provid Lna 

lok fomd to a cmtsm ad, cumbined effut 
S. 	 us 

to yI* a promLY -nd bmanfiCW.
by both out Owm !m 


pFOSGme for the people of Paisan.
 

To= Icavely, 

Dr, Donr K. Lim,
 
Diector,
 
UUAXD Mealb.
Zailmsbed. 
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PRITAvY IIALTH CARF PROJVCT (391-0475):
orTJTCT: 

- DPAIT CONGRESSIONAL NOTIFICATION 

FOR TP C.N. FOR
1. TRIS CALI TRANS1ITS DRAFT LANG'iA", 

TPT-.aUpjFCT PRCJECT. VISSION WOULD APPRUCIATI YOUR
 

ADVISING US VEIN 1I1TIN-DOCFSING THIS C.N. ASAP ANI 

&AY WAITING P'TRICD TXPIRTS.
 

e., ACTIVITY DATA SHEET:
 
O:INTD'T: PATISTAN
 

TI'.TV: PDRIMAR! HEALTH CARE
 

N"-" GANT FUNrS: FSF
 

PlIfR RFTiERFNCF: NONE
 
.?CPOSED OPLInATION: 7T 2 -3,70,00
 

LOP -20#0p'0.904
 
I'.T!At CILI.ATION: FY S2 

(
.'-TI,'kTE'C FINAL OTIGATICN: FY 65 
....TIATEr COMPLITION DATE OF FRCOJECT: FY e7 

'. NADRATIVE IS AS FOLLOWS: 
arRPSF: TC lwvPOVT TPE QUALITY ANt EXPAND THE COVERAGE ,
 

':RPMART HEALTH CARE SERVICES IN THE PURAL A3EAS. 0
 

ESTIMATED POPULATION F S,3.7!-PC'.GROUND.: PAKISTAN'S 

*,UII0N (MRCP 1901) IS PRrDO'IANTLY RURA!, POOR ANT
 

THERE ARE RCUGHLY 455,e0 WILLAGES CONTAINING,,_
IL[ITR.TE. 

F'CLT 72 DVRCVNT OF TPF COUNTRY'S PTOPU'. TF1. FXISIINr _I 

nI.PTIC AND PPIVATE HEALTH SYSTEMS REFLECT A PATTERN FOUND
 
AT,L TYPFS OF FACILITIS's
I, A Y tVrLC'PING COUNTRIES. 


kN'. PANPCVFP ART SCARCE AND ARE HEAVILY SK;WID TOWARD
 
,'I)VAN ARTiAS. mOrYRN PFArTH SERVICES EXTND TO PERPAPS
 

AF TATTLI AS 5 PFRCENT OF THE RURAL POPULAIION. AS A
 
R'SrLT, TPE CRUT DATF RAT! IS 14 PER THOSANP
 

PEPF .PIZJLATICN, ANr AN INFANT IOITALITY RATE Of 10 
TPCir't' .NP T.IVE PIRTFS ACCCUNTS FOR APOUT 1! PIRCYNT OF 

opi CRUF. DIAT. RATE. TWENTY PERC.NT OR 700,300 OF THE 

rlFp!rREN THAT AR 3ORN FACE TEAR Di! PFFORT TFF AG' OF 
UTvi. THI PRINCIPAL INFANT KILLERS ART 	DIARRHFAL AND
 

ABCUT 6@ PERCENT
:.IRATORY DISEASIS. WHICH ACCOUNT FOR 

o Ot: I14FANT DIATHS. IN 1977, TEF GOVERNMEENT OF
 

I;![ISTAN (GOP), RICCGNIZING THAT IT WAS IMPOSSIDLF TO
 
vtItlY TPIS SITIATION WITH PHYSICIAN - ?ASID MEDICAL
 

T5TAMARAP 11!34 

http:IL[ITR.TE


1/2 

692 

SUAJAD 2153flUNCLASSIIZD 

r~w tnmlcflr A RURAL XIALTH PROGRAr WITH A.I.D. A14 7
 

IPT PRO41'AM WAS FASFD OR~TVRT-'&IRED Page 2A'FITAN(F. 

STAFFED WITH A NEW*!,4Tr'GlAT!D RURAL H!ALTH COMPLFXVr 

,rT-,R-?RFPARfr TYPV OF FARAVIDICt Tnw M~ICAL TZCRN1CIAN 
SYSTEM. DCCTQRS AND F~T ASSISTANTS AT A
!,.,. IN THIS 

rt'R.%! Hr'ALTH CYNTrR SupyRVISr AND SUPPORT MTS IN
 
POPULATICINS-ONSATTLEITY BASIC HTALTH UNITS* SIEVING 

THESE MTS IN TURN RICP.UII TRATN
TO 10,90 !ACH. 

A'? s13pr~VlSy VOLUNTARY COMMUNIT'Y HTALTH WCRiE2S~CHWS) 
wH'r PT's! ANr VORX IN NIOHPORING VILLAGIS. TSY 

PARAMEDICS
!T'lTA JEASPILITY 0F 1hi1S APPROACH OF US1'4G 


FPED ON TH! FACT TSAI FEWER THAN 10 SIM.PLE RZALTH
r': 
PFO)?tV4 C(n'PRISI HALT Of ALL PATIENT VTSITS IN FURAL 

.-AS xIN tVELOPING COUNTRIIS. PREIFNTIV1' MEDICINE IS
 
THE ILL4JFSSIS IN RURAL
qfPSTIRISSYD ICA!SF MOST O~F 


?AtIgTAN ART THE RESULT OF POOR IMVIRONMENTIL CONDITIONS,
 

NAPrLY9 LACi 01 SAWITATICN, INACEQUATT SHZLT!R, POOR
 

OIRSONAL NYQINIl AND INALIQUATI NUT11ITION. THE PREVIO03
 

A.T.r. P~cjiTc1 ACITTV TI POLLOVING 1 (1) IT FIRuMLY 
PROPERLY TRAINED PARAIDICSYSAIStRED THE CONCEPT fIAT 

CURATIETP AND PRETVKTIVFrcptr pROVIP!l 1IflCTV SIMPI 

R:AT CART: (21 A SIX-VCLU?9-19 COMPTNCY-DASED 

pop MIDICAL TCINICIANS vAs DEvrLOPTD,ANDrnTltcrLU' 

A"PlIED AND RESULTED IN IRE TCRMAION OF SIT OPERATIONAL
 

27 MT SCRCOT.S WFPEE
.y ALT? OMPLTXFS; PI!, (?-~) 

HAVE CONTINIJED To FUNCTION FI7ECTIVFLY
~ %.~sHEDT3AT 

ArTrR ft.!.D. ASSTSTANCF T7RMINPTFP. TH4F PROPOSFI: PRCJ!CT 

,.tiL PUJILD ON THE ACCOMPEISHMINTS 01 THE PREVIOUS A.I.D. 
PRcjFc"'. 

n'~fJvrT rpscRIPTION: THE PROPCSYD 1IVTVAR PROJFCT WILL
 
IM1PROYF,
T~r LOLS 20' MILLICN IN ESF GRANT TUNDS TO 

Nl3.ANfl rNSTTTUTIONAT7F THY FRI!FPRY PFALrP CART
 

A7;CAC TFAT W~AS DVVILOPFP uNrFR THF ?RVVIOIJS A.I.D.
 
Pq'CJrCP". TPIS PRCITCT V'II, BT COORDIKATID ANr DIR7C?'
 
?T 4FNL CRFATFD MEI~ LEVFL PCLICY COVMY'TTITS AT IHE
 
yrrRy AND PRCVImCIAL DTPA.TrFNTS C FALTF. Tt?
 

TYCHNICAL ASSISTANCE IN
?9RCJTrT ZLL EINANCF : (1) 
GcvtRmmrNT;tA'AGYMMN IBNt TlAriNNG AT Pcip ErVILS 01V 


(7) TOF CONFTRUCTION AND FQIJIPPIM3 OF 11 CCI'SOLIDATIr
 

SCFO('tS TO RlPt.ACr TRT PRiSFNT MA'7TSF!? TACILITI'5c.to"I 

(1) TPANSLATICN PND PURLICATICN Of A REVISED CURIILU14
 

rrLAMAJAD 1153f
1/~UNCIASsrFIID 


4J
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ANNEX F 
.;.r TPF PU4CUASE OF RELATED TRAINrNG AIrSi (4) SIMPLE Page 3 
...ICA!;I1 ANE !1'IORMS FOR TIFLD W RKE S; () rTsiTN 
3,.,r POCJr,'MENT O, LOW COST T.rRA.P RT ,0 MTV (4) A 

(7) A PILOTvll:.AT T;,;T. EALTR rrUCTICN CAPAIGN; 
r-%S7 OF SCLAR-PO',ERFD TWO-VAT RADIO COMMUNICATIONS lN
 

3'-	2W2'CTSD RURAl HEARTH COPLETFS; (9) A CONTINUING 
=pCIJRpM Cr IN-COUNTRY lANA-VITNT AK;D TRAINING SFMINARS 
Aii" 'JOR-SeOS; (9) OVEPSTAS STORT-TFRM TRAINING FOR 
P 'CT'RA,A"r.FC ANt TICFNICIANS; AND, (10) VACCINrS 
, 4 Fl;..STAN'S FXPANDID PROGRAM OF IMMUNIZATION FOR 

.LRE:J., ANtr UNCER.
 
" T'CJ;CT IS "ISIGNTF TO: (1) CORReCT rXISTING WAI-


L. U

'......-.
0. r PRORA MANAGF4TNT, SJP rqvIr10N, TRAINING AND
 

•*z.'F ,TIO.Jl III ORIER TO ESTALISH A STSTTM IN THE MAJORITY
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DRAFT VEHICLE WATVER 

ACTION MEMORANDUM FOR THE ASSISTANT ADMINISTRATOR
 
FOR ASIA
 

From: ASIA/PD - G. Reginald Van Raalte 

1. PROBLEM
 

To obtain a source/origin waiver froi 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
 
vans and spare parts for the Primary Health Care Project
 
(391-0475).
 

11. BACKGROUND
 

A. Coiprating Country : Pakistan 

B. Geographic Code : 000 and Pakistan
 

C. Name of Commodity Importer : USAID/Pakistan or an
 
organization contracted
 
by USAID/Pakistan
 

: 10 diesel, right-hand
D. Description of Commodity 

Sought drive pick-up trucks, and
 

18 diesel, right-hand
 
drive 12-passenger vans
 
and spare parts
 

E. Manufacturer of Commodity : Host probably Toyota, 
Sought Mazda, or Datsun since 

adequate spare parts
 
and maintenance and 
repair capability exist
 
in Pakistan for these
 
Japanese vehicles
 

10 pick-up trucks and
 
Commodity Sought spare parts 1$10,000
 

F. Approximate Value of 1 


each - $100,000 

18 vans and spare parts 
@ $13,200 each ­
$237,600
 

Total: Sup IAM r
 

0. Nature of Funding :Economic Support Fund Grant 
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H. Procurement Origin : Most probably Japan 

I. Procurement Source & Most probably Pakistan 

J. Is the commodicy sought : Bids will be solicited 
from a sole or from more :rid rile sributod

from multiple distributorsthan one source? 

II1. DISCUSSION
 

in the previous A.I.D.-financed Basic Health Serrices
 
Project, lack of fuel efficient transport for Primary
 
Health Care workers resulted in severe management problem
 
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 vorker(madical technician) training program by
 
providing one to cw right-hand drive 12-passenger vans
 
for each of the 13 new consolidated medical tecnician
 
training schools which will be constructed or renovated
 
under the Prcjectl and, (B) to facilitate cou-umication
 
and effective supervision at all levels of the Primary
 
Health Care Program and to provide appropriate transport
 
for equipment and supplies and field workers as necessary
 
by oxpatriate and local consultants and staff from the
 
Federal 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 Health 
Services Cells).
 

Eight-hand drive is a zassary safety feature for
 
vehicles in Pakistan 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 cmxditis.
 
Another important consideration in vehicle 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 Pakistan, an 
extensive service and repair network and an adequate spare 
parts inventory exist for Japanese vehicles 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.
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At the present time, the American Motors Corporation(AMC)
 
is the only U.S. automobile company which manufactures
 
right-hand drive vehicles as part of its regular vehicle
 

AMC does not currently manufacture the right­inventory. 

hand drive passenger vans and pick-up trucks with the
 

specifications required for this Project.
 

IV. JUSTIFICATION
 

Section 636 (i) of the Foreign Assistance Act of 1961,
 

as amended, requires A.I.D. to procuro U.S. manufactured
 
vehicles but allows for special circumstances that may
 

justify waiving this requirement. A.I.D. Handbook 1,
 

Supplement B, Chapters 4C2d and 5B4d (2) set forth special
 

circumstances under which a waiver may be justified. The
 

circumstances which pertain to this waiver request are the
 
inability of U.S. manufacturers to provide 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 the unavailability
 
of the commodity from any countries (U.S. and Pakistan)
 
included in the authorized geographic code. Handbook 1,
 

Supplement B, Chapter 4C2d (3) 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 is recommended that you :
 

the waiver provisions of
A. determine chat pursuant to 

Handbook 1, Supplement B, Section 4C d, a waiver of source/
 

origin requirements is justified, and hereby authorized, to
 

permit the procurement of 10 right-hand drive, diesel,
 
ick-up trucks and spare parts and 18 right-hand drive, diesel,
 

5337,600 from
12-passenger vans and spare parts valued at 

countries included in A.I.D. Geographic Code 9351 and,
 

B. certify, by signature below, that, pursuant to Section
 

5B4c of A.I.D. Handbook 1, Supplement 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 941 would seriously
 
impede the attainment of U.S. foreign policy objectives
 
and the objectives of the foreign assistance program.
 

Approved
 

Disapproved
 

Dare_ __
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iliII 27AT1I AGE1CY 101 1411UIATIS2AL 01VILOPlINT 
TO PAKISTANMISSION 

Cubh t USAtlOP*R IUADQUArlErU OWIC5 

iAM SAD 

THI DIR=OR 

USAID/PAKISTAN MISSION DI.CTOR'S WAIVER FOR A.I.D.
 

ITAVEL COSTSPAYMENT OF IM"ERNATIONAL PARTICIPANT 

A.I.D. Handbook 10, Chapter 15BI, provides 
that the cost
 

of international travel, including incidental 
costs
 

as the cost of travel between the
 en.route as well 
participant's city and the points of departure 

and 

return in the participant's home count-v, shall be paid 

ot'her pCnsor unless, in the 
b% the hont governmen: or 
case of Mission-funded programs, the 

Misnision Director
 

has justified and authorized full or partial waivers 

and has so notified S&T/IT.
 

Training and institution-building are important 
components
 

of the $1.625 billion economic assistance 
program
 

negotiated between the Governments of the 
U.S. and
 

Vakistan. USAID/Pakistan's experience, hovever, has
 
((;0P), due to

been that the Government of Pakistan 
aerious foreign exchange and budgetary constraints, 

has
 

been historically unaole to fund international 
travel
 

The consequence

coats for short-term training programs. 


has been that Pakistani participants have, on 
numerous
 

occasions, been denied worthwh 1e and much needed training,
 

inhibiting the achievement of project targets.
 

I have carefully reviewed the advisability 
oi requiring 

full GOP funding for travel costs for participant 
training 

year or teos and the alternative of funding suchof one 
travel with grant an, loan funds providod 

through 

to th,@ GOP. Recognizing the objectivesUSAID/Pakistan 
of many of our projects and the fact that 

project success
 

will be enhanced by encouraging opportunities 
for short­

that it would beI have determinedterm training, 

prejudicial to U.S. interests to require that the GOP
 

pay the entire international participant 
travel costs
 

of one year or less.for training progras 
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Therefore, on all Mission-funded training rramm up to 
and including one year, USAD/Pakiatan shall ge responsible 
for the entire cost of the raumd-trip economy class air 
ticket and other necessary incidental costs en route. 
Where a Po!P has been originally written for a program 
of one year or less, but. after the participant has 
initiated his or h.er progr=m, the program is extended 
so that it exceeds one vear in total, USAID/Pakistan shall 
also fund the round-trip ticket. The justification for 
funding programs that are extended Ls to minimize 
administrative problems which are otherwise likely to 
occur* 

On the basis of the above Justificaticon and pursuant 
It Donor M. Lion, principalto Handbook 10. Chapter 1581a, 

officer of the Agency for International Devlomnt in 
Pakistan. do hereby waive the requirement that the host 
goverent fully fund international travel for tra nIn 
courses of one vear or lass and authorize pa7ment with 

loan and grant funds for travel costa asUSAID/Pakistan 
specified above. 

-Donor M.-Uon 
Director 
USAID/Pakistan 

'Date 



AMN=H
 
Page 1
 

PROJECT DESCRIPTION FOR I1NCLUSIMO IN 
PROJECT AGKEE1=, 

A. Backaround
 

In 1977, the Government of Pakistan (GOP).
 
recxnizine that it was ilm"ossible to adecuatelv reasoond
 

"*n ,ihe cou.trv wich a vhvsician­to the health orobleins 

based system of medical care, launched a rural health 

program invclvine the use .:f -ramedics. The GOP's 
program, which received support from A.I.D. under the 

Basic Health Services Project (391-0415) betweEn 1977 
and 1981, was based on a system of Integrated Rural 
Health Complexes (IRHCs) consisting of three tiers as 
follows :
 

1. a Rural Health Center (RHC) staffed by one male
 
and one female doctor and male and female medical
 
technicians (Ms);
 

el~Units (BHUs) staffed by one
2. satelLi-e Basic 

male and one female "; a!,
 

3. one =m'e .nd one le-?le Cownunity Health Worker
 
(CHW), trained ar. supervised by the MTs in the nearest
 
BHUs, and living and working in their own village to
 
serve up to 1,000 villagers.
 

Wile thq previcus A.I.D. Project fell short of its
 

ambitious objectives, it did acuie"" the following results:
 

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

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

3. A six-volume, competency-based curriculum for MTis
 
was developed and adopted and, by the end of the project,
 
a total of 85 MT 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 ol 6 operational IRHCs1 and,
 

5. 27 MT training schools were established throughout
 
the coumtry and have continued to operate even after A.I.D.
 
input terminated.
 

Best Avallable Document
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hs firmly adopted this new approach to health care
The GOP 
and is proceeding with training of paramedical personnel and 

However, the GOP recognizes
.he ccnstruccion of RHCs and BHUs. 
 the key of management.the need to strengthen the system in areas 
ays to acceleratesuperv4-sion, and training, and to identify ' 

of female health workers. The proposedthe recruitment 
is 	 designed to build on the

Primary Health Care Project
the learned from the previous

accomplishments 	and apply lessons 
GO? in these areas to improve tha
Project by ausisting he se-Lces

quality and expand the coverage of Primary Health Care 
in the rural areas. This Aill be accomplished by:
 

1. training and 	deploying significant numbers of female 
lTs 	and CHW"s to reach women and children who are unable to 

because of cultural constraints;obtain services 

increasing the management and supervisory capability at 

all 
2. 
levels of the health system and institutionalizing a 

wmitoring system to measure program effectiveness;
 

3. improving the quality of the on-the-job p4-rformance
 

of the HTs and CHWs; end,
 

4. promoting communit7 participation in health activities
 

by an effective outreach program.
 

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

care interventions which wqill impact most effectively 
on 

diseases of high prevalence or significant morbidity and
 
and BHUs truly functionalmortality and to make the RHCs 

facilities.
 

B. Prolect Goal 	and Purpose
 

T'he goal of this Project is to improve the health status 
of
 

This will contribute substantially to
the rural population. 

the Government's overall objective of social and economic 

develop­

ment. The Project purpose is to improve the quality and expand 
the coveraie of 	Primary Health Care services in the rural 

areas.
 
end of the project include 

Measures o. purpose achievement by the 
the following:
 

areas served by 	the Project:1. 	 In 

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

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

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

diarrheal diseases
 

/ 
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2. 75 percent of the MTs devoting at least haLf of
 
chair time to training and supervising CMWsl
 

3. 80 percent of IRHCs with authorized drug and 
medical supplies available; 

4. 75 percent of H13s receivirg at least one visit weekly
 
from MT supervisors posted at IRHCs; and,
 

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

C. Prolect 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. approved annual Provincial operational Primary Health
 
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
 
abd 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 renovatedi
 

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 i
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1. Prosram, Management 

level Federal and Provincial Advisory CommitteesHigh 
will be created to formulate policy and provide effective
 
leadership: The Cort-ittees, project managers, and other
 
key officials in,-olved in the ?rimary Health Care syste will 

and .tren, thened by : Long and short-termbe euwportad 
expatriate and Pakistani ronsultancs: management workshops 
for personnel at &!l levels; participant training in the U.S. 
and third countries; and in-country observational visits. 
Provincial operating plans, manige=ent systems and procedures, 

ill be developed as
.­and operating manuals for RH.Cs and B3Us 
a part of this process.
 

Training
2. Medical Technician and Commmit, Health Worker 

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
 

and to design and conduct
into Urdu, for both MTs and CeWs 
training workshous, inclutCing in-service workshops for dt'ployed 
Y~s. Participant crainina ir,the U.S. and third countries will
 
be provided for key personnel. Thirteen consolidated permanent 
MT schools will be constriucted or rehabilitated, 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 management and training inputs, 
the provisionthe performance of MTs and CHWs will be enhanced by 

of suitable uniforms, medical kits, and Low-cost transport 
A health promotion and education(probably a motorized bicycle). 

campaign will be designed and implemented to enhance the status 
and acceptance of field workers and to foster co~nunity 
awareness and participation in the health system.
 

4. Research and Evalation 

Field studies will be undertaken at the beginning of the 
Project to provide baselihe data on the prevalence and associated
 
mortality of selected diseases to be used for a major end 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 durins the Project will include the collection of data 

in selected
on mortality trends of children 0 to 4 years of ae 

areas served by the Proiect and reseirch on recurrent costs. In
 
addition, Project oroaress will be assessed annually in
 
evaluation workshops involvinx Federal and Provincial health
 
personnel, Project staff, and representatives of A.I.D. and WHO.
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5. Accelerated Expanded Proaram of 
UEt-ion -(LI 

As one of three accelerated interventions in health,
 

the Government is launching an Accelerated EPI, a two-year
 

effort designed to immunize 15 million young children 
against
 

six preventable diseases -hat cause about 33 percent 
of all
 

The Project will support this
deaths in children under five. 

effort by financing equipment for the production 

of DPT vaccine,
 

vaccines, and simple cold storage equipment. In addition,funds
 

procure chemicals for -he preparation 
of
 

will be provided to 
malts... This assistance will be provided in
 oral rehydracion 


a manner that will reinforce the Primary Health Care 
Project's
 

long-term institution-building objectives.
 

E. Implementation Plan
 

1. A.I.D. Responsibilities
 

A.I.D. will be responsible fort (a)citractr4gwith all aepatrlate 
(b) pamcur-r all off-sbre project-fiunacedand Pkistani adisors; 

to by the GOP and 
vehicles and camrdities m-d other -emoditiesas agreed 
A.I.D.; (c) ccnrractirg wrIth a Pakistari Arcbitectural and Ehgineerig (A&E) 

fim to.design and supervise he canstructiQm or renvation of Meical 
(d) contracting with Pakistani
Technician training schools; 


firm(s) to construct or renovate the schools; (e) 
financing
 

all costs of in-country training workshops, the 
translation
 

and printing of training materials, and research studies;
 

(f) arranging for short-term training in the U.S. 
and other
 

countries for selected participantsl and, (g)providing
 

sufficient staff to participate in the scheduled 
Project
 

evaluation* and to liaise with appropriate Federal 
and
 

Provincial Government agencies in the implementation 
of this
 

Project.
 

2. Federal and Provincial Government
 
Responsib _lties
 

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
 

Projectl (b)establishing a Federal Advisory Council for
 

the Project; (c)ensuring that its Basic Health Services 
Cell
 

is fully staffed; (d)coordinating all in-country training
 

workshops and seminars; (e) contracting in the first
 

Project year with an appr6oriate Pakistani firm to desion
 
aoorooriate transvort for MTs. visual trainins aids. 

other
 

trainins materials and MT and CHW oromotional materialss
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(f) distributing project-financed equipment and training 
mspplies and, (g) arranging, coordinating, and 

participating in Project evaluations and project-financed 
resah activities.
 

The Provincial Health MiniUtries will be responsible for:' 

(a) constructing Rural Health Centers and Basic Health Units
 

and operating Integrated Rur.l Health Complxes; (b) proeparing
 

annual provincial plans for the Proect; (c) establishing
 

Provincial Steering Comnittees for the Project; (d) operating.
 
(e) creating posts for
supervising, and evaluating MT schools; 


newly graduated MTs and arranging for their Imadiate 
andaevaluating C W.l
doploymits; (f) training. mnitoring 

Qs) developing mmment. and operational rules and regulations 
for U3tCc; (h) uoxinating aid releasing Provincial health 

for the various managient and training workshops
pMrsomel Projects and, (i) providing staffld over the life of the 
to participate in Project evaluations. 



PRIPARY HEALTH CARE PROJECT 

SUI9P.Y OF PROJECT COSTS BY EXPENSE CATEGORY AND SOURCE OF FUNDING 

(in00s)
 

-/
 FY 1982 Life of Proect Y
Expense Category "A.1.0. GOP M.ID. GOP 

Doll3r Grant Dollar Grant 
I (in S) (in Rs) (in $) (in Rs) 

2,856
Technical Assistance 	 2,017 ­

1,218 5,765 39963 61,920Training 

866 19340 4,726 46,200Commodites 
3 /932 37,895 5,670 326,6n41/Other Costs _/ 

5,033 45,000 17,215 434,720
Total 


2,785 ­467 -Contingency 


5,500 45,000 20,000 434,720
GRAND TOTAL 


j/ 	 Subject to the availability of funds to A.I.D. for this purpose, 
and to the mutual agreement of the parties to proceed at the time 
of each subsequent increment. 

j_/ 	 Includes costs associated with construction, research and evaluation, and 
operational costs. 

3/ 	 Includes $5,443,000 for construction or renovatinn 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 MANAGEENT PLAN 

A. Management Development Plan 

A maior objective of the Primarv Health Care (PHC) 

Protect is to stren.qthen the management infrastructure 
of the
 

rural health services delivery system to adeauatelv 
support
 

One

functioning Integrated Rural Health Complexes (IRHCs). 


of 	the most difficult prcblem areas in rural health services
 
the inadequacy of ;lanning, manaaement, and
delivery is 

supervisory capability. While the Pakistan Government has 
for improved planning and managementrecognized the need 

the threshold of understanding
within hospitals, it is only at 

for improved planning and management of rural 
health
 

the need for IRHCs
This need is particularly criticalservices. 

which involve a higher ratio of para-professional workers 

to professional workers than do hospitals, requiring 
greater 

attention to supervision, performance evaluation 
and
 

continuing educalion to s'istain the quality 
and productivity
 

of these para-professional workers (MTs an,! voluntary CHWs).
 

Sound strengthening of existing planning and 
management 

practices requires two majcr kinds of interventions:
 

and redesign of existing ma~agement policies,
1. 	 Analysis owing managment
procedures and practices for each of the f,3' 

ofand then the implementationsupport/control systems, 
This usually requires Provinicial ministerial
improvements. 


level approvals (and often Federal government 
level also)l
 

the preparation, publishing and distribution of new and
 

revised policies and procedures; retraining of existing
 

workers; and follow-up evaluation:
 

a. Program and operations evaluation
 

and planningi
 

b. 	Supervision and patient referral, 

c. 	 Personnel; 

d. 	Drug, medical and general supplies;
 

a. Transportation$
 

f. 	 Co nnications I 

S. 	Facility and equipment maintenance,
 

h. 	Informationt and,
 

j/	Prepared by Mr. Ernest Petrich, Management Consultant,
 

University of Hawaii Medex Program, April 1982.
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i. Finance. 

and revised management training
2. Preparation of new 
tha conduct of 

the craining of tutors; and,curricula; ard pre-service(fcr existing ,or- rs!in-servica training 
new workers). for the faLloing categoriel

training (for 
ftmcricn in IRHC activities:of personnel who have a 

Medical Officer adminaisracors pc3ted 
at 

a. 

Provincial. Division and District levels;
 

b. Medical Officers who supervise 1PHCs and 

who are posted at tECh;
 

ry level Medical Techniciens posted 
at
 

c. 5ervi 
 TechnicianaS ase to supervise other Medical 


and,
d. Medical Technicians; 

a. Management specialists and techn-0ciars 
working
 

within any of the abve Traemer t auoprt/
the IRH.Cs.and directly ser-ingcontrol system 


Experiences in strengthening the managemert infrasu, cture
 

for rural health services o-f developing cuntries elsewhere,
 
n Pakis an, have amply 

supported by experiences tc date 


dnstrated some very basic development 
mriciples that,
 

of success in
 
if followed, result in a far greater 

c-.an.... 

Ths prniples 

m -agt strengthening efforts. hch be followsedsystems il 
in tKha management improvement Processes. 


are as follews:
under this Projec: 


of western iaanagemeat tochnolo

1. The application adapt itioi to cuural 

usually must be tempered by careful 
are lnes when suchThereand environmental conditions. 


technology must simply be discarded 
and indigenous practices
 

accepted and strengthened.
 

2. Existing management support/control 
systems, regardless
 

of their deficiencies, should usually 
be itrengthened rather
 

than replaced by new and different svysemi.
 

to change in existing sy3tems by personnel
3. Resistance 
working within these systems and othezlwi:h 

vested interests
 
specifically

is minimized when the need for change 
is focused 

­
on the functional requirements of 

health :are providers 


in the case of Pakistan, the peripheral 
health workers of
 

LRC Medical Technicians and Comunity iealth Workers.
 

to minimize resistance to change, officials,
4. Also the system 
technicians, and other having vested ince-ests in 

or influence over,
and who will have responsibility for, 
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maintaining the systems, should be intimately 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 misinformation and false as3UMptions do not
 

become the basis for decisiorson how the system should be 
changed and maintained in the future. 

6. T-bare are usually a variety of alternatives to consider
 
A group process approach
for stiengthening an existing system. 


to identifying alternatives in usually most effective and will
 difficult
often result in splection of improvement actions least 
to implement. 

7. A decentralization of authorities, responsibilities,
 
and functions is usually recounended when lower echelon
 
officials participate in the process of deciding how to
 

strengthen a system.
 

8. The permanency of system strengthening efforts is
 

directly correlated with the extent co which changes in
 

system design are formalized by governmenc decree, by
 

publication and issuanc- of new or revised operational policies
 

and procedures, and by the incorporation cf these materials
 

in the pre-service and in-service training curricula of 
all
 

workers the are affected by the changes.
 

9. The lead-time required to achieve sound system 
is usually seriously ierestimaced because ofstrengthening 

failure to recognize the length of time required to establish
 

and carry out an effective grouv process strategy pursuant
 

to the principles described above and also 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 Health
 

Services Program. Both planning skills and a process that
 

involves lower echelon officials and incorporates the
 
More attention needs
information they have, are needed. 


to be given to management and resources planning than 
to classic health ,.anning at this stage in the development
 
of IRCA. 

Under the previous A.I.D. Project, some analysis was
 

conducted of existing planning activity and recommendations
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a National Management
were submitted to and endorsed by 

Follow-up at the Provincial level
 Workshop (September 1980). 

has yet to occur. Development of Provincial operations plais
 

the first
 
for the Primary H"lth Care Project during 
project year is a critical juncture. 

The Project will employ and post a senior 
?akistani 

manasement specialist advisor in each 
province to assist 

with the development of more adequate 
pro&ram planning practices.
 

Initially, this will include a program 
planninS process to
 

achieve comprehnsive and detailed multi-year 
project
 

(and program) operations pla. by the 
end cf the first Project
 

assist with developing an improved annual planning
Ya, to 
and the subsequent annual updating of the plan

process, services development.for Primary Realth Care 

C. G ine. Project Ment (The following guidelines 

During th. first Project year, and in conjuction with 
the
 

posting and orientation (and training 
if vecessary) of
 

Provincial managema n c advisors, the proposed Provincial
 
and direction to 

Steering Committees will provide guidancB 
the rroject Director on Provinzial adapta 

ion of Federal 
Mana's nt 

p6licies 4nd guidelines contained in tdh 

Systems Studies for Establishment of and uperation of 

Rural Health Complexes" prepared by the National 
Integrated 
Basic Health Services Cell and the University of Hawaii. 

the Provincialadvisor will assist
The Provincial management for 

Director in preparing appropriate briefing Papers
Pioject level officials, in to Division and Districtdistribution mnagmntapreparation for Provincial level Planning and 

to be held as early as possible luring the first 
Workshop The purpose of this Workshop will be to: 
Project year; 

multi­
1. discuss Provincial level issues involving 

year and annual development (Planning Department) and opeations 

(Finance Department) plans for Primary 
Health Care (IRHCs), 

which will provide the Provincial frameock 
for District
 

level operations and planning to follow;
 

in planning
2. provide orientation and training 

at the District level;
 

3. consider national level guidelines 
recommended
 

by the 'ational Management Workshop in Primary Health
 
policy framwork for 

Care" and to provide the Provincial 
further more detailed Analysis of IRC 

manage mt support/
 

control systems; and,
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4. provide orientation and training in management
 

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 planning and budgeting;
 

4. Division level health officcrs,
 

5. 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 ,,,orkshop members, 
in both definition of problem/issues and identification and 
selection of solutions. Upon completion of the Workshop,
 
the Provincial management advisor Aill 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
 
level officials, to guide their subsequent planning and
 
management development activities.
 

Following the Provincial Workshops, and after the Provincial
 
level policy framework for Primary Health Care has been
 
reviewed and approved by the Secretary of Health and the
 
Provincial Steering Co-ittes,ta series of 4-5 day District
 
Planning and Management Workshops will be held, with the
 
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 BIS program 
policies and plans; and, 

2. provide orientation and training in cperations
 
evaluation and planning at the District and RHC levels to
 
workshop participants.
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in District Workshops are recoumended
Participants 

to include: 

1. District Health Officer (as Chair)i
 

2. appropriate ADHO's (if available); 

3. Division Health Officer (as resource persons, 
if available); 

RECs who
4. selected ledical Officers posted at 


are, or may be in the future, involved in the 
inaent of IRUtCst. 

selected supervisory level Madical Technicians .ho 

are 
5. 
ost faliar with conditions at BRUs and with CHwa; 

local government6. representatives of District and 
elected bodies: and,
 

7. the Provincial management ind training advisors
 
to serve as technical resuurce persons.
 

some
District Workshops are expected to produce. with 

additioaal follow-up writing, compLeted der.ailed operations
 

Project for the subsequent
plens for the Primary Health Care 
1-5 year period. Such plans will be subuitted to the 

Division officials when
Provincial Project Director (through 

the Provincial
rview and consolidation at
available) r 

brovincial management idvisor All assist thelevel. The 

Project Director in preparing the final multi-year Provincial
 

operations plan for the Primary Health Care Project, 
and
 

related Project implementation plans, which are to be
 
by end of the first Project year. Success of thecoleted 

e pluming process depends Sreatly upon adequately
 
and motivated Provincial management advisors to
siLlled 

assist with, and guide, the process. 

The Project will employ and provide a seniur level
 

rana-nt advisor to the Federal Basic 
Health Services
 

ill assist with planningCell. This Federal level advisor 
activities at the Provincial level, including the provision 
of orientation sad training to Provincial (and Division) 
level officials in program and operations planning,
 

ameast analysis and management planning, as required.
 
Ithe event one or more of the Provincial management
 

theso areas, a specialadvisors lack knowledge and skills in 
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training course will be developed and conducted by the
 
Federal management advisor to upgrade their capability.
 

While the first Project year will concentrar.e on the
 
formulation of realistic and comprehensive operations and
 
Project implementation plans for each Province, the planning
 
process described above will also provide an opportunity for
 
the Project Director and his advisors to assess the planning
 
process and develop a detailed propo3al to guide the subsequent
 
ear's planning including detailed procedures and formats to 
b 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 Planding and Management Workshop, will be
 
submitted for formal Government approval, published and
 
distributed to appropriate officia13 including DHOs, MOs and
 
to Federal level officials responsible for program and
 
operations planning within Provinces, including officials of
 
the Federal Basic Health Services Cell.
 

D. Analyais and edesign of Management Suptort/
 
Control Systems
 

The second Project year will concentrat3 on the 
implementation of Project plans including ore detailed 
analysis, and redesign as needed, of the minagement support/
 
control systems discussed below, which wili be done within the
 
framework of Provincial guidelines establi3hed as a result of 
the first year's Provincial Planning and Management Workshop, 
and the subsequent review and approval process. The second 
Project year will focus on more decailec pocedural matters 
within approved Provincial policy for each of the following
 
management support/control systems. This ill result in the 
preparation, publishing and distribution oi standardized
 
operations mannuals for IRHCs. which process is described below:
 

1. Supervision and Referral 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 sophisticated health 
care, beoitming with the relatively simple interventions that 
CeWs can deliver at the village level. Since CHWs and MTs 
are trained to know their technical limits and are required 
to refer patients requiring more bophisticated care to the 
next higher level of the system, their supervisors are 
referral points wicn operate as an integral part of the 
supervisory, performance evaluation and continuing (on-the-jobi 
education system within IRHCs. This concept extends beyond 
111Cs, to back-up tehsLl and district hospitals, which handle
 
cases that cannot be properly handled by doctors posted at
 

\(1I 
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and referral are c=itially
the IRECs. Supervision yet been doneand little work hasHCs, ..important aspect of in Clv andascept for inclsion
in developing this system, about "when to refer."

knowledgecurriculaMT trainin 
for 

Provincial approved procedures, includinit standards 
avery level of the
 

suervision and performance 
evaluation at 

will. be established and included 
in !?.C oeratons 

system. Also. 
and position descriptions of supervisors.
mamuals 

ofpre-service and in-service 
craining curricula will be developed
 

or revised, covering each of 
the following categories 

personnel:
 

a. HTs supervising CKWs; 

b. Ws supervising other KTs;
 

c. RRC Medical Officers supervising 
:rs,
 

including supervisory level Krs;
 

d. DHOs and ADHO supervising .(HC Medical Officers; and,
 

hospitals
 
e. Medical Suerintendents 

of reforril 
from IRHCo.riferralsreceiving patient 


and General Suplies

for Drus. Medical2. Systems 

A.I.D. Project, rhiis problem area 
Under the previous 


van studied extensuively and policy 
recomedatiofl5 remain
 

Ks at Us
at RHC& nor
Nai;her Medical Officerspending. wit-hout druV. and supplies.

function effeccivel7and RnCs can haveat rural health faLilities 
Chronic drug shortages 

with the comse.ities to credibility problemscontributed 
served, and also under-utilization 

of Government health service 
only consistentlY available
 

after people learn that drugs are 
case, they 

or from the private sector, in which 
at hospitals 

bypassing RECs and EHUs altogether. develop the habit of 

is a critical comoent of a 

credible
 
Availaoility of drugs adequate andand without en 
rural health delivery system. community
 
appropriate supply of drugs. 

on a continuing basil, 

ices lill be
 

acceptance of new Primary Health 
Care ser% 

establish and sustain.
difficult to 

By the second Project year. Provincial 
policies and guidelines 

including standardized formu.aries, 
should be established to 

provide the basis for develop-nA 
more detailed procedures 

covering the ordering or purchasing, 
distribution. storage, 

security and utilization of drugs, 
medical and other supplies 

Such
 
by Medical Officers, MTs and 

CIHWs. 

within liCs 

the ZREC onerations manuals.
 
procedures will be included in 
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3.Transporti, on 

As previously discussed, niobi] 4 zing and deploying
 
pars-professional workers requires continuing supervi on,
 
performance evaluation and continuing education, if this
 
type of delivery system is to be sustained, and this 
cannot be done without adequate and appropriate transport. 
14Ts must go to the villages to mobilize, train and supervise 
CHWs. Medical Officers and MT.s posted at .HCs must travel to 
BHUs to evaluate and supervise as well. Vot only must 
supervisors be mobile, but the supply systems supporting the 
rural periphery cannot function without acaquate transport. 
This problem area was studied under the previous A.I.D.
 
Project. The resulting policy and guideline recomuendations
 
for an improved IRHC transportation system remain pending,
 
hopeiully to be resolved by Provincial governments during
 
the first Project 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 MTs with transport
 
and spare parts.
 

4. Cowunications 

One of the biggest problems in develping and 
sustaining management capability is the lak of adequate 
communications and comnunications 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 sea3ons, are cut off
 
for long periodswithout any kind of adequate comuunications. 
In the irst Project year, Provincial poiizy guidelines for 
comanications among different elements of the IRHC scheme 
-ill ba developed, and these will provide a framework for 
procedural level problems to be resolved during the second 
Project year and will eventually be published in IRHC 
operations manuals. Coinmications system. should not be viewed 
as substitutes for adequate transportation and on-site
 
supervision, but rather as an important supplement to these.
 
managemenc support/control systems. Consequently, carefully 
prepared policies and procedures are required tu ensure
 
that appropriately designed communications systems are utilized
 
correctly.
 

5. Information 

Effective program evaluation, planning and management 
cannot be done without availability of the right kind of data 
at the right time. For the pest several yoars, numerous 
studies have been conducted in this problem area and, for 
Pakistan, the problems are well-documented. (Besides 

151 



ANNEX I 
Page 10
 

na ni~s, see 
the National Management Workshop recomm..

"Re-organization of Health StatistiCal Services 
in 

Pakistan, Plan of Action", dated February 1981). 
too much data being collectedincludetExisting problms lackings;

and not used; data processing capabiltr 
,eriouslY 


data utilzaCtion lacking due to inappropriate 
data being
 

and general

collected and/or not prccessod into 

useable for. 


lack of knowledge and skills in using 
data for planning
 

evels of the system. As the
 
and management at all 
Federal and Provincial Governments establish 

policies and
 

issues can be addressed for T.RHCs,
 
guidelines, procedural 
 be used by CHW_, TITs and M a
 
including the procedures to 
pasted at RHCs in c6llectinl collating , analyzing and 

using data involving indicators of 
health status, service 

t= do if sound operations

and resource utilization, which the Such
 
evaluation, planning and management 

are to be achieved. 

M.C operations manuals as wall 

procedures will be included in 
as in the training curricula of these 

health worker&.
 

Health Facilities and Equiment
6. Maintenance of Rural 


A variety of studies over the past few 
years have
 

indicated almost a comalace lack of maintenance 
capability for
 

This results in
 
rural health services, includin; ARHCs. 


premature deterioration of buildings 
and equipment and a
 

The Prcject will not
 
tremendous waste of capital resources. 
 are
 
provide transport and other equipment 

unless there 

definite arrangements to significantly upprade maintenance 
of "preventive


practices including adoption of the 
concelt~ 


Federal level policy guidel ines are 
currently


maintenance". 
 Governments.
review and adaptUation by Provinciol will bePending issuesProject year, prc:eu-a

During the second 
and included in IRC cperations mnnufls. 

addressed for IRRCs 

7. Personnel
 

The existing public service system 
within Prov*.ncial
 

polices and
 
GovermnCts, which operates within Federa. 

the timelya serious obstacle to 
procedures, served as 

establishment and development of the 

previous Basic Health
 

Appropriate grade leve'.s for MT tutors
 Services program. ladder and mobilityTs provide a caree:and supervisory level 
will continue to be aachieved. Thispotential, an yt not 

difficult challene, but the achievement 
of a career ladder
 

absolutely essential if the emerging

concept for MTs is to be permanently

ealth Care Program in Pakistan :.s
Primary 

This will require much discussion and
 institutionalized. 

within Provincial Governments, and much 

staff work
 
planning The Project proposes, as
 to prepare justificatiun papers. 

supervisory level MTs posted at RHCs mature 

in their jobs,
 

chat eventually a senior male and a 
senior female HT be
 

the District level to assist the DHO 
in day-to-day


posted at 
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This wiLl also
administration and supervision of IRECs. 

provide higher graded positions for those especially
 

talented and motivated MTs and give greater career 
incentives
 

In addition to a rationalized grade structure
for all MT&. 

for workers within IRHCs, matters related to 

recruitment, 

selection, deployment and transf.r of workers 
(particularly 

and other matters, will be
female MOs and female i.Ts) 

addressed during the fizst Project year, in 

conjunction with 

detailed operations and project impiementat
ion planiing, and 

during the second Project year, on matters of 
a procedural 

nature which will be reflected in the subsequently 
publicized 

IRHC operations manual.j.
 

S. Finance 

The handling of Government funds and related fiscal
 

control becomes an increasing problem as 
the health services
 

asystem expands to the most peripheral areas 
through

deliver 

With the beginning of reiistratiofl

growing numbers of IRHCs. sale o family
fees for outpatient services at RHCs and the 

must
planning and other supplies, new problems arise which 

for. of new and/or re-!aed Provincial
be addressed in the 
 This area -iill require
level policies and procedures. 
 the need to
 
continuing review and adjustment over rime as 


revise fees and change piactices in handling funds occurs. 

The implication of MOs charging registration 
fees while MTs 

currently do not charge for similar services, 
has implications
 

for future utilization of Primary Health Care 
services and
 

Improved funding may eventually
may have to be addressed. 

depend upon IRHCs' generating a larger share 

of the operating
 
and charges.


(revenue) budget through increased fees 

The finance system also involves policies and 
procedures
 

covering local purchasing and the use of discretionary
 
Present practices need
 District funds to cover exigencies. 


to be reviewed and Provincial policies and guidelines
 

established before procedural level issues and 
practices


Authorized
 
can be considered during the second Project year. 


policies and procedures for IRHCs should 
financial management 
be published in the IRHC operations manuals 

and used as a
 
at RHCs and BHUs.guide practicescontinuing reference to 

E. The Mana -ementDevelopment Process 

Each of the abcve management support/ccntrol 
systems will
 

be further studied and improvements designed and imp lemented
 
the PC Project.
to significantly !jtrengthen the mana ement of 

lif*
 
This will require a long and continuing process 

over the 


of the Project. As described above, the first Project year
 

will be devoted to developing and formalizing Provincial level 
level planning to be 

policies and guidelines for procedural 
the second Project year. The Federal Basicconducted durinLg 

10" 
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leadership and 
Health Services Cell will provide national 

from the Federalto this process with assistahceguidance assistance will includesFederal US Cellsanagament advisor. 

1. preparation of staff papers and 
reports for 

consideration by the Federal Avisory Council on management 
and issues 1

infrastructure development needs 

to Provincial 
2. provision of orientation and training 


that should be
 onthe strategies and processes ofoffi-als implemntationlfollowed and analysis,*redesign and 
This will be done at a National IMMagt

s
asnagement s 
to be held towards the =a of 

n.. rim Health Car.Workshop for the pu.,-s. of,.theofirst Projct year, 

an
Goveret. with 

ar. providingr each Provincial 
opporuitYto exchang0Information on their 

proposed policies 

for str s uhing ment support/ control
ai uideines gn e elsehr 

system and to learn, about what is be 
to guide

before they finalize and distribute then to Districts 
work in the second Project

roedur analysis anid design 

year.
 

b. seeking areement on national 
standards for
 

appropri a and, 
managm t support control matters ded 


further orientation and trainiflg to
c~roviding systems analysis, design
officials in managementProvinciL nt 

and impletation methods appropriate for District awn 

development work. 

in this workshop should include,Participation 

a. Director-ner l of Health (to 
serve as Chair)t 

Health Services Cells 
of the Federal. Basicb. members 

of each Provincial Goveret that c. representatives
involved in considering national policy guidelines

have been 
managtent ort/concrO 1 system and in 

for strongthening and guidelines. Tpo lciesthe forulation of Provincial agencies
include officials of specialist management

would 
such as personnel, finance, and the 

like; and, 

d. the Federal management advisor and each of the four 

to serve as resource persons,
adsorsProvincial manageme consultants domd appropriate
and such short-term specialist 
also to serve as resource persons. 



ANN= Z 
Page 13 

This National Managemnt Workshop wilL be organized 
into sub-wrkshop groups .for each managem:nt system to bo 

wil be provided for rhorough and detailedconsidered and. tims 
exchange of views in sub-workshop groups.
 

3. the planning and conduct of Provinc.:.al Leval Management 
r-or the followingWorkshops early in the second Project yea.., 


purposes:
 

a. to proulgate approved Provincia" p..licy
 

guidelines for analyzing and redesigning :.anager.ent
 

systems within Districts, which is to be ,iccomplished
 

by the end of the second Project year;
 

b. to provide further orientation aid training to 

Medical Officers posted at Districts and 'RHCs (or who are 
expected to be posted in the future). on iiatters related to 

management systems, in formulating operat.ag procedures 
for IklHCs; and,
 

c. to assist DHOs for Districts the. have (or will
 
have) responsibility for IRHCs in destgi'.ig the specific
 

" Districts
management systems developmencoroceza fo'hdxe. 

to be implemented during the following ye:irs.
 

Participation in the Provincial Manageman: Workshop should
 
include:
 

a. Provincial Director of Health Se-vices (Chair)i
 

b. officials of the Provincial Basi,. H6alth Services Celli
 

level officeras
c. appropriate Division and Distric, 


W'.tSLixg or proposed
d. selected MO& and MTs posted at 


IRMCs and,
 

e. the Federal management advisor a,,d the Provincial
 
management advisors to serve as resource pjrsons.
 

4. During the following year. the Provincial management
 
advisorwil 1 work closely uth DHOs in Districts having
 
existing (or proposed) ILCs to assist in management system.
 

analysis and redesign activities, In the exchange of informati
 
among those Districts, and in the preparation ol draft
 
procedures proposed for Inclusion in the tRHC operations
 
manuals. (If the Provincial Basic Health Surices Cell
 
has employed a permanent management specialtut by this time,
 
that person will work closel7 with the PrnvinciaL management
 
advisor to obtain on-the-Job training in management developmer
 
knowledge and skills).
 

http:destgi'.ig
http:operat.ag
http:Provinc.:.al
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5. At the befinning of the third Project year, each
 
Province will .panand conduct a zAnagemonc WorKshop for the 

following purposes: 

to reach final agreent on operating policies and a. 
to be included
 

procedures, including standardized forms, 

in I WI operations manuals;
 

b. to provide further orientation and training 
to
 

140s posted at Disatrict and I&HC levels 
(or e..pected to be
 

!Ts posted (or expected
posted) and to supervisory level 


to be posted) at RHCs in imDLementation 
of new (or revised)
 

management systems procedures to be included 
in published
 

IRHC operations manuals; and,
 

c. to assist hOe and Supervisory level 
Mls in plai
 

changes which wil 
for lmlemntstion of Mnagement systams 

the third Project year.
occur during 

6. Early in the third Project year, and 
after the above
 

Workshops are held, the Provincial1 management 
advisor will
 

assist the Project Director and other 
Provncial officials
 

of propcssd .RHCoprations manualsaA
 
in preparing final draft 
 p.briodically issue
 
in designing =nd arrangin,4 for a-i'-'em tc 
anuals ta may be
 
updated procedures for inclusion in 

these 

A 3eparate 'pt-rations Manual 

required in subsequent 7ears. 
prepared tor BHU operations, and a cnger 
more
 

wil be 
operationswill be prepared to ixide

complete LRHC Manual 
overall IRHC, which will include the 

BHU Operations

of the 

These manuals will be distributed to existing and 
Mal. 

future TRHC workers, at all appropriate 

levels, who will
 

The operations manuals will also be
 be'trained in their use. 

incorporated in the pro-service curricula 

of new health
 

workers, particularly MTs (See Annex J., proposed Training
 

Plan).
 

In conclusion, the management development 
)Lan for Basic
 

Health Services in Pakistan, represents 
a reasonable and step-by
 

step approach which reflects sound mana 
emnc development


It is
 
principles described at the beginning 

of tis section. 

lengthy process which requires close
 a time-con--..i and 

of the service delivery system and at all levelscollaboration advisors. By providing
competent and motivated technical 

advisor at 
a hilhly qualified senior management specialist 

level, by emloying senior management specialist
the ederal for all related
and1 by providingadvisors for each province, the ro-Oct will-
transport,operational costa including 
dmonstrate the need for permanent (non-madica 

doctor)
 

manage t specialists within the Federal and Provincial
 
The Project will also pay
lasic Health Services Program. 
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for all planning and operating costs of conducting the
 

workshops descrtbed above, including travel and Der 
diem
 

expenses of workshop participants and special equipment,
 

provision of supplies and training aids, typingprintin4 
and/
 

or reproduction of papers and reports, and other related
 

expenses to ensure that these workshops ars adequately 
and
 

timely planned end conducted. The Project will also pay the
 

costs of printing and distributing IRHC operations manuals.
 

/
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PROPOSED TRAINING ?LAN 

A. Educa ional Materials 

At present,there are no adequate educational materials
 
Medical
to train Community Health Workers (C1Ws). 


good manual for training CMWs
Technicians (NTs) have a 
that will be translated into Urdu (the present CHW Urdu
 

manual is not a trainers' manual). Complementary visual 

aids will be designed to assist -he trainers and-also to 

provide the CHW9 with materials that they can use when 
educating the villagers. Adequate manuals and guides 
for CiWs to use at the village will be produced. Some 

CUIe are illitrate, and all materials developed, including 
will be designed for use by illiterate
manuals and guides. 


as well as marginally literate workers.
 

B. Curriculum
 

The present curriculm for training HTs has given major 
emphasis to curative medicine. This is one 3f the major 
reasons MTs have considered themselves primarily as mini­
doctors and have forgotten that their main role is in the
 
area of comumity health, preventive medicine and sanitation.
 

Greater emphasis must be given to the Community Health module
 

in the MT curriculum, and therefore the MT training curriculum
 

must be revised in the first year of the Project to include
 

only basic curative medicine required Lo answer the needs
 

of the population MTs will be serving and to emphasize the 
preventive/promtive aspects of coaminity mediclne. A
 

in English. Therefore, allmajority of MTs lack fluenc 
 so they
educational materials will be translated into Urdu 
will continua to be a valuable resource to the MTs in their
 

daily work.
 

The Federal BDS Cell will oversee revision, adaptation,
 
translation and printing of the modular curriculum. This
 

activity will be initiated early in the Proia'r, and will be 
completed by the end of the first Project year to stay ahead
 

The Federal BUS Call will coordinate
of training requirements. 

training in the ne% curriculum for the tutors of the Ks.
 

Prior to the opening of each new school cycle, refresher
 
in-service tutor training will be conducted.
 

L/ Prepared by Ma. Adriana itothkegel, Health Training
 
Specialist, Guatemala. April 1982.
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C. Trainine 

In order to have meaningful changes in the coumamity 
wich regard to health matters, It is essential that the 

conscious of the need and importancehealth workers be made 
MT* already deployed will be retrained
of such changes.

revised curriculum to insure their underst:nflg ofin the 
in the health system, and to pr

their proper role 
them vth the necessary tools to pexorm to the best of 
their abilities in serving the coinmity and in training 
CHWs. 

the first Project year at
 Eight workshops will, be Siven in 
d1fferent Provincial sites to retrain MT& already deployed 

to become IRCs. Selectionsin 113Cc or in aites selected 
of the faciliti*eubwe training will take place will be done 
by the Provincial BHS Cells in collaboration with the 

will be givenProvincial t4rainin specialists. !. iAning 
by the Provincial "aining specialists, selected tutors 

to the Federaland the long-term training advisor assigned 
BHS Cell.
 

It is known that paraprofessionals have a great need 
for 

order to continue to worksupervision and support in 
At the present
effectively, especially at the village level. 


are posted at RHCs and have responsibility fortime, MT who 
any training in their

supervision of other Ts have not had 
role as supervisors. This Project will train the MT 

the first Project year and will give periodicSupervisors in 
in-service training to then throughout the Project life. 

first Projecttraining workshops will be given in theSix 
supervisors, and suchyear to MTs who will perform as 

will be conducted Qs a formalized trainingworkshops 
program providing a formal certificate upon workshop
 
completion which as proposed elsewhere, will .entitle the
 

supervisory level MTto a higher pay and grade level.
 

After the retrainin of T supervisors in the first
 
ear.- continuing education will be routine for all Mrs.
 

This will be done through periodic workshops for KMs and 

Wr supervisors, to update their knowiedge and skills so they 
training will be continued 

can perform their daily tasks. CR1 
This training will be carried outthroughout the Project. 


by the Mr both at the BHU and in the villages. 

D. Coimity Health Workers (CIW 

H will serve under the Rr at each BHU. Each MT 
will 

Is 
have cen CHWs to train, supervise and support. It 

female workeris anticipated that there will be a male and 
two will serve up Co 1000 people.in each villagee the 

curative health services, butThey will provide sow simple 
a greater emphasis will be given to preventive health care. 
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Consideration will be given to preparing different 
Greater emphasis
curricula for male and female CUWs. 


the areas of maternal and
will be given to females in 
child health care, nutrition, childbirth, personal 

Male CHWs .will emphasizehygiene, and the like. 

Both will be responsible for

environmentaL sanitation. 
curative work,
 

After an MT identifies CUW candidates at each village, 

and C Ws are selected from among the candidates 
by the
 

council, the CHWs will start receiving training
village 
other week they will be visited in
 once a week. Every 

the village by -:he Ws and practical issues. will .be 
Also, every fifteen days. they

presented and discussed. 
 at the B1W to learnwill met in a group with other C :Ws 
simple medical skills and to acquire knowledge about 

Havinc trainins sessions with several preve tive medicine. 
OHWs vresent offers the Mrs an ouportunitv to 

use CuW
 

traininx aids more efficientlv.
 

The CEW trainins croaram will be a continuous 
orocess.
 

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, 
versoectives.
 

A successful learninls
 conceots and affirmation of realitv. 

Process should have these elements:
 

1. Peoule learn more easily in situations of mutual
 
Thus the effective asuects
 respect, cooperation and trust. 


of an individual cannot be divorced from his 
intellectual
 

If CUWs are moinz to be a combination
and cojnitive arowth, 

of illiterate and semi-literate villagers, CEW 

trainers
 

must demonstrate respect for people that do not 
have formal
 

filled with innumerable experiences
education. Each person is 
can learn, and everyone will benefit
from which everybody 


from a dialogue'where people are used to their 
fullest potential
 

rs and CHWs alternating between 
With frequent meetings between the other and the
 
the village and the D1U, each will learn from 

team will be increased.of the Kr/CHWeffectiveness 

2. Adults learn such easier when they set their 
own goals
 

and actively participate in the decision-making 
process. In
 

enter
onviroinent. CHWs should be encouraged tothe learning The Project
into this learning process as participants. 

should not promote a learning environment where the 

to be objects of the Mrs' training activity.
individuals com 


Z. Medical Technician (MT)Trainina
 

Ts and
 
Major gaps have been identified in the training of 


with poor supervision and no continuing education, there
 
To upgrade their performance, all
 is no way to close the gap. 


MTS will be retrained and made faisliar with the revised
 
techniques for training
curriculum and they will be taught neow 
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of CIHW. After this initial retraining, all MTs will have 
continuous eduation through their supervisors and through 
periodic workshops at the IRHC. 

Each MT will have an average of ten CHWs to supervise. They 
every two weeks workingshould spend half a day with each CHW 

with t.em in the village and half a day with all CHWs 
every t-do weeks meeting at the BHU t6 continue the training
 
process.
 

The MT supervisors will be based at the RHC and will have ten 
MTs to sunervise at 4 BHU comnlexes. The suDervisors should 
suend at least half a day every twc. weeks with each MT to sive 
the suoot needed. 

7. Trainin Schools 

Ahsw the voblems current1v affectins the oualitv of 
the follovina stand out astraiLninf in the MT schools. 

being in need of attention:
 

foster effective
1. School facilities are not designed to 

education. In general, they have small rooms, which were
 
designed for other purposes and are crowded and poorly lit.
 

2. Tutors are not enthusiastic about being assigned
 
to these posts. 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 other problems
 
such as recruitment of female students, a consolidation
 
of present schools is recomaanded. Model schools, hostels
 
and quarters for tutors will be construcced in all provinces
 
at the divisional level at sites to be selected by ?rovincial 

The new schools will be located in small District
officials. 

headquarters towns, but they will serye an entire division.
 

mnt and educational materials will be given to all 
Scl is so tutors will have the necessary tcols for high 
quality training. Incentives will ba given to tutors and their 
MT assistants to motivate them to takt this post aid to perform 
their duties for a complete 18-month school cycle. At present, 
the tutor dropout rate is very high. 

for the MTs to be able to train the CHWs within theIn order 
context of a participatory philosophy, thy themselves 
nist learn in a similar situation. MTs cannot be 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 it
 
any change is to be seen at the CHW level.
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0. Specific Training Plans
 

Plans for the various proposed workshops 
and courses
 

are 	provided below: 

National PHC Orientationt1. Title 	 'Semnar/Vorkshop 

: A problem in the past has been 
Rationale 	 that newly appointed officials,
 

from Medical Officers posted
 
at RHCi to Provincial 
Secretariats of Health have
 
not had sufficient knowledge
 
of the PRC Program to allow
 
them to functior effectively.
 

i To enable participants to
 Objective 
 upgrade their knowledge of the 
the PHC Program and
status of 

on the kindsto reach a "sen"S 
of inputs r-quired of them in 
implementin- the Program.
 

: Medical Officers. District Type of Participants 
 Health Officers and other newly
 
assigned officials who have
 
responsibility for some aspectl
 
of the PHC Program.
 

050
Num.r of Participants 

Nmber Per Workshop . 3025 -

Number o Workshops t 5 

Duration i One week 

Frequency i Annually 

Location i Islamabad 

facilitators i F.,deral Training Advisor, 
Federal IRS Kducation Advisor, 
Deputy Director bHS, Provincial 
Training Specialists, Provincial 
Management Advisors. 

2. TiL~e In-Servica Training for 
Tutora 

Rationale After completion of curriculum 
revision, attention will be 

iI') 
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focused cn the q-iality of
 
training at the HT training 

a need to
schools. There is 

Tostanda.:dize the training. 


tutorsaccomlish this, will be 
giver. in-service training

schoolafter eachperiodically
cycle where they will be encour­

to use a dynamic teachingaged 
mthodology.
 

To upgrade lT tutors' knowlede
Objective the new curriculum
and skills on 

and training cechniquese to 
tutors withfamiliarize the 

evaluation instrumentsformative to mkeand methodology; and, 
for therecommandations 

of the trainingI rovemeut 

Tutors of MT Training Schools.
Type of Participants : 

Number of Participants : 	 180 

Number Per Workshop : 15 - 20
 

will have gone
, 9 (some tutorsNumber of Workshops 
through training more than 
once).
 

3 Periodically, after each
 Freqv~ency 
 school cycle.
 

t 4 Weeks
Duration 


In each Province on rotational
:
Location 
 basis.
 

t Federal Training Advisor,
ec=ilitator 	 Provincial Training Specialists.
 
short-term consultants and others
 
to be identified.
 

s Supervision Management 	Skills fr
 
3. 	 Title onew MT Supervisors 

I Supervisors are deployed at 
Rationale 	 present without any training in 

It issupervisory skills. 

important to train the 

to perform their
supervisors

roles of supervisioncombined 

and support for the MTs. 

11 
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Objective s To acquire knowledge and skills 
on the new and revised MT 
curriculum, CHW training techniques, 
management and planning skills, 
and supervisory skills. 

Type of Participants : HT Supervisors 

Number of Participants : 150 

Number Per Workshop : 15 - 25 

Total Works'hops : 8
 

Frequency : Alternate years in each
 
Province.
 

: Four weeks
Duration 


, All ProvincesLocation 


: Federal Tralning Advisor,
Facilitators 

Provincial rraining Specialists.
 
Provincial "lanagement Advisor,
 
and Federal Management Advisor.
 

4. Title MT Retraining Workshop
 

The workers performance
Rationale 

evaluation undertaken in Februaiy 
1982 indicatid that more than ore 
third of the MTs performed 
poorly. This is in part due 
to variaticns in the quality of 
teaching and supervision. To 
bring all t'Ts to an acceptable 
level, it is necessary to retrain 
them. More emphasis on the 
quality of training CHWs is also 
essential. 

: To upgrade the knowled3e and
Objective 

skills of MTs in the arens of
 
community health management and
 
non-formal education training
 
techniques.
 

Type of Participants , MTs already deployed in BHUs 

Number of Participants t All in-servLce MTs 

Number Per Workshop : 20 - 25
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Number of Vorkshous a 8 

One timaFo0Iulav 


Two weeks
Duration 

: All ProvincesLocation 

i Federal Training Advisor,Facilitators 
 Provincial Trainin Specalst , 
selected MT Supervisors and 
HT Tutors.
 

riah fr MTft-Ur:i:L ­5. Title 


In order to stimlate. eaniRattowle 	 a 
and update mgerial end 
supervilory skill., it will 
be necessary to have s*mmn 8 
and workahops to continuouslY 
provide upgrading of the performnc 
of Mr Supervisors. 

Objective 	 a To update knmwledge and skills 
u ervisioW.on managmenc and 


to update training skillsj and,
 
to revise learning philosophy. 

Type of Participants IT Supervisors 

Mumber Per Workshop a Uoto 25 

Number of Participants I All in-service MT supervisors 

Number of Workshops : 20 
differ
All provinces: Locatio to 

on reuir!9ltLocation 	 eacZh eyar based 

i AnnuallyFrequency 


: Two weeks
Duration 

sEducation Specialist. Federal
Facilitators 


Training Advisor, short-ters
 
consultants, selected MTs and 

other human resources as needed, 

for MIT_t In-service Traini=6. 	 Title 
limited educatioalMost KTs haveM
Rationale 	 in roteservebackgrounds and 

rural areas, and they are 
backed up at the present time 
by only minimal supervision and 

0"!I
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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
 Objective : 
additional information and 
practices to match the increased 
demands of the program.
 

: HTs posted at BRUs
Type of Participants 

umber per Workshop t Upto 20 

: All deployed MT@
Number of Participants 


Number of Workshops 1 240
 

3 AnnuallyFrequency 

t One week
Duration 


i IRHCsLocation 


, MT Supervisors, Provincial
 Facilitators 

Training Specialists, 
Federal Training Advisor, 
Medical Off-icers and MT 
Tutors. 

i Project Evaluation Workshop
7. Title 

to insure involvement
I In orderRatiorale stagesof GOP officials in all 
of the project, it will be 
necessary to build in a process 
to promote their participation. 

of the project,During the life 
a formative evaluation camonent 
will be an integral part of the 

CI{W KT and MT supervisors work. 
andEvaiuation methodoloy

be desnedinstruments will 
and :ested to evaluate not 
only the performance at the
 
village level but also the
 

and CH in th, I.attitude of M.Ts s 
Reports will be couplet,..
work. 


every six months. 
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i To study and analyze ProarmObjective 
progress, recommended changes, 
and modify specific objectives,
 
training mthodology, 

and
educational materials, 
the like. These recommendatioi 
will be implemarted after 

to the Provincial
presenting theam 
Steering Committees and the 
Federal Advisory Council. 

Federal & Provincial Project
Type of Participants : 
staff and repreaentatives of 
A.IZ.D., WHO, and UNICEF. 

Imber Per orkshop 20 - 25 

Imber of Workshops 1 5 

£ AnnuallyFrequency 


t One weekDuration 

a IslamabadLocation 


, Federal Management Advisor and
Facilitators ManagemC Specialiscs.Provincial 

I 
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ORGA4IZATION tHART OF THE PROVINCIAL HEALTH STRLK.TURE 

Prov inec 111 

GovIruior 

-4-. 

minister ot Health 

Secretary of Helth 

Provincial Director
 
Health Sirvic* 

T1 1 I
 
' Deputy j Project
Deputy 


Ol rectorDirector
Director 


Assistant I Assistant 
Director Director 

DlvistGnal Deputy 
Director Health j 

0157 rict.
 
Heltfficer
 

L/ CDC - Concmunincbla Disease Control
 

BJBHS - Basic Health ServiceS
 

This position exists only in the Punjab
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QLSTRULCTION COST ESTIMATES FOR THE 13 CONSOLIDATED 
PERMANKENT MEDICAL TECHICIAN TRAININry SCHOOLS * 

In Rs 

New Schools for 100 students 12,948,000
5 

(9,960 sq. ft. each)
 

New schools for 50 students 16,640,000
8 

(8,000 sq. ft. each)
 

4,056,000
13 Residences for MDs 

(1200 sq. ft. each)
 

5,408,000
26 Residences for MT& 

(800 sq. ft. each)
 

New hostels for 50 male students 6,500,000
5 

(5000 sq. f:. each)
 

New hostels foL 50 female students 6,500,000
5 
(50.00sq. ft. each) 

8 New hostels for 25 male students 5,200.000
 
(2500 sq. ft. each)
 

New hostels for 25 fewle students 5,200.000
8 
(2500 sq. ft. each)
 

Sub-Total 62,452,000
 

3,122,000
A49 cost 0 5 percent 

Total 65,574,000
 

Or US $8 ,W,22 

/ eKimtes were based on an 
estimated Unit Construction Cost
 
of Ra 260/sq. ft. in 1984 when actual
 
construction work is expected to take place.
 


