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Ei. oVALUA=ON
ABSTACT (Do not exoeed the spae provid.) 

The Pakistan Primary Health Care Project (391-0475) provides S 20 million in grant

assistance over the period September 1982 -
September 1987, with the objective of
 
improving the health status of the rural population through support to the Basic Health
 
Services (BHS) Program. The Project design emphasizes expanding the number of mid-level
 
Medical Technicians (MTs) in selected health facilities where they would carry out
 
clinical services and community outreach, as well as establishing a local network of
 
volunteer community health workers (CHWs). The project also seeks to strengthen every

element of management, focusing on an administrative unit of one Rural Health Center and
 
four Basic Health Units known as an Integrated Rural Health Complex (IRHC).


Project activity to date has focused on 
the initial training of MTs and inservice
 
management training of medical officers and other health personnel. 
 The team found that

there were 
limits to coverage and quality of health care but mechanisms were not in the
 
BHS programs to explain why. The obstacles to improving the health of the rurai
 
population cannot be addressed by formal training alone. 
 The CHWs, MTs, and medical
 
officers the team interviewed could not describe their role in 
the delivery of priority

services adequately. Except for EPI staff, realistic strategies for complete coverage

of 	the target population were not developed. 
While the provision of oral rehydration

therapy 4as mastered to a large degree by service personnel at every level, interviews
 
and record reviews revealed examples of questionable quality and completeness of care
 
for each of the priority services. The followup of cases was conspicuously neglected.

fhe team separately examined 11 distinct-methodologies for identifying and solving

service delivery problems that could be applied by first level supervisors. Each of
 
these appeared to be under-developed or absent, and supervisors generally lacked a
 
defined appoach to addressing the coverage and effectiveness of the individual
 
activities that comprise the priority services. 
 rhe recurrent costs of the lpHC are
 
unlikely to be sustained since they account for a large portion of the per capita

operating budget of provincial health departments. Moreover, the wisdom -f replicating

this :RHC approach is further questioned because physicians are now 
being posted to 3HUs
 
and reported patient loads in 
rural health centers are strikingly low.
 

The chief value of 
the project lies rather in the insights it can produce regarding

the design and implementation of 
a delivery system for selected services. :he need for
 
expanded documentation of service activities and their health impact suggests that 
:he
 
role of 
the Basic Health Services cells should emphasize field-based evaluation and
 
epidemiologic analysis.
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A-3ress tbe folloing items: 
e Purpose of activity or activities evaluatad a Findings* Purpose of/reason for this evaluation eConclusions
* Key issues or questions addressed 0 Principal z e -edtion* Types ar qulity of evidence used to assess

short-tL-r-m effects, trends and/or potential 
for inpact 

Findings, Conclusions and Recommendations
 

1. Finding: Service delivery personnel have an incomplete understanding of the
specific tasks they are expected to carry out to achieve a high degree of
 coverage of priority services at 
a defined level of quality and completeness.
 

Conclusion: Uncertainty regarding the job to be done renders effective

service delivery less likely, leaves supervisors with unclear criteria for
assessing performance, and tends to reduce job, satisfaction and morale based
 on self-assessment of performance, particularly in preventive services where
 
immediate results are often undramatic.
 

Recommendation: 
 Convene a working group of project, Ministry, Department and

outside experts to write detailed task descriptions for service delivery

pesonnel. After appropriate administrative approvals, these should be
provided to every service provider and discussed in person by the
 
corresponding supervisor.
 

2. Finding: First 
level supervisors have a low level of understanding of
 
methodologies for identifying and solving individual service
 
delivery problems.
 

Conclusion: 
 If the project is unable to effectively improve the performance

of individual service delivery tasks, overall improvements in service delivery

and health impact are unlikely.
 

Recommendation: Develop supervisory guidelines for 11 problem identification

and resolution methodologies and their application to the major tasks involved
in each of the priority services. Disseminate these guidelines to first level

supervisors and incorporate them into management workshops for these
personnel. 
 Update these materials wich case study material generated by

actual project material.
 

3. Finding: Higher levels of the supervisory hierarchy have no 
established
 
techniques for assessing and improving the performance of lower level
 
supervisors.
 

Conclusion: 
 In the absence of a concerted effort to improve performance,

supervision has plateaued at 
a low level of effectiveness.
 

Recommendation: 
 Apply the strategy proposed for first level supervision to
the specific requirements of personnel who supervise professionals that are
themselves supervisors. 
 As.noted in the report, this will involve systematic

sampling of actual service delivery activities for every level of the
 
supervisory hierarchy.
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continued 

4. Finding: 
 The observations and interventions of supervisors.are not 
recorded.
 

Conclusion: 
 The systematic efforts of 
a complex hierarchy to improve service
delivery performance are difficult to coordinate without organized
information. 
Any opportunities for higher level supervisors to assess
intervene in problems without field travel are largely foregone in 

and
 

the absence
 
of supervisory reports.
 

Recommendation: 
 Develop and implement a supervisory reporting system that 
at
a minimum summarizes the dates of evaluation and problem status of 
priority

service delivery activities. Implement 
on 
a trial basis narrative
problem-oriented supervisor reports and evaluate the feasibility of
expansion. 
If this proves feasible, develop and 
test standardized categories
Ior 
identifying common problems and interventions, based 
on the content of the
 
narrative reports.
 

5. Finding: The effectiveness of individual 
service interventions and 
the degree

of population coverage have not been directly assessed.
 

Conclusion: 
 Policy, management, and supervisory decisions 
are not informed by
the project's progress toward achieving its health impact objectives. 
Given
the complexity of 
the decisions 
to be made, it is virtually certain that
decisions made on an intuitive basis do not bring the delivery system to 
its
 
full potential.
 

Recommendation: 
 Develop and implement a variety of
- routine informationgathering activities 
to describe the relationship between project sevices and 
indicators of 
health status, including:
 

a) hospital-based sentinel surveillance
 

- b) 
 active monthly surveillance of 
rural population clusters, using MTs
 
where feasible
 

c) a flexible reporting system for units such 
as 3HUs, specifying small
scale special efforts to collect field data based on 
random
 
household visits and followup visits 
to subpopulations identified
 
through clinic patient records.
 

d) an expanded individual :linic record.
 

6. Finding: 
 A number of elements of the project delivery system do not 
feature a
design which appears feasible to implement to a degree which would allow
acnievement 
of project health objectives. 
Complete coverage of outreach
activities, for 
example, presents difficult problems of design 
as well as
implementation because of unresolved questions 
related to travel and gender
roles. 
 Other design features appear plausible, but 
are not based on empirical
evidence that 
they are more cost-effective than alternatives. 
:molementation
of suboptimal designs in 
a large program over 
a long period implies a hidden
but cumulative cost 
in terms of 
resources and/or effectiveness.
 

Conclusion: 
 For these issues, formally-designed but generally simple research
 
efforts represent the most practical strategy.
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7. 


8. 


9. 


10. 


Recommendation: 
 Engage .technically qualified assistance to develop
operations research capability for the project. an
 
Form province level working
groups to 
identify priority issues for which a small research staff would
develop formal proposals for official approval. 
 Provide resources for
contracted data collection where service delivery staff are 
unable to play
this role. Offer 
to carry out initial descriptive studies of service delivery
in the form of a systems analysis to identify delivery system problems.
 

Finding: 
 A small number of highly capable project contract staff are

available for all project activities.
 

Conclusion: 
 Efforts to improve the effectiveness of service delivery should
 
take precedence over 
further expansion.
 

Recommendation: 
 Direct project efforts 
toward promising opportunities 
to
develop insights into performance variables in
 

whatever approved sites make operational sense 
rather than focusing on
expansion or on project sites 
that prove technically, logistically, or
 
administratively difficult.
 

Finding: 
 Program staff have incomplete knowledge of 

not some technical areas, 
are
well informed regarding the epidemiological basis for priority services,
exhibit low interest and morale in preventive compared to curative activities,
and specifically complain about lack of recognition for difficult outreach
 
work.
 

Conclusion: 
 in view of the program's limited capacity 
to provide face-to-face
 
training, encouragement,
cost and recognition, written communication provi.es a ,.and potentially effective medium for supplementing other measures.
 

Recommendation: 
 Support, if necessary though contracts, production and
distribution of a professional quality periodic project bulletin in 
the linq.ua
franca, including technical articles on 
epidemiology, public health, clinical
reviews and 
treatment protocols, summaries of project activities, in-depth
case studies of service delivery issues and recognition for outstanding
personnel. Begin with interoretations of the project's baseline survey.
 

Finding: 
 The outreach effectiveness of MTs could be 
improved with expanded
knowledge of specific techniques for planning, implementing, and evaluating
their own activities in this sphere, while the need and opportuinity to apply
much of their clinical training is less than originally thought.
 

Conclusion: 
 it 
is feasible and desirable to further focus MT training 
on the
outreach component of the project's priority services.
 

Recommendation: 
 Assign a field-oriented working group to immediately schedule
a series of reviews of the 
revision of the MT curriculum while it is 
under
development, including selective field testing of portions, using

competency-based and performance-based criteria.
 

Finding: 
 While the planned MT training schools and hostels have a number of
potential uses, the projected role and personnel requirements for MTs have
changed in some provinces and not 
all authorities wish to proceed with

construction of 
the full compliment.
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Conclusion: There are alternative uses for these resources that more directly

address project objectives of 
reducing morbidity and mortality, while not
 
necessarily reducing the develooment of MTs.
 

Recommendation: 
 AID should offer to negotiate with provincial authorities
 
regarding the option of reprogramming funds designated for these schools to

specifically support activities directed toward improving project performance.
 

11. Finding: The project's inservice training program for medical officers and
 
paramedical personnel in preventive services, supervision, and clinic
 
management has not yet developed a medium-term plan specifying oojectives in
 
terms of competency and coverage.
 

Conclusion: 
 Planning other activities and assessing the effectiveness of this
 
program is difficult without such a plan.
 

Recommendation: Assess training needs in 
terms of objectively defined skills,

develop alternative strategies in relation to other activities, and ne,-otiAte
 
a plan with provincial authorities.
 

12. Finding: 
 Medical officers exhioit and openly acknowledge poor reoaration in
 
the preventive medicine, management, and suoervisorv skills necesr.... for
 
their role in the project's priority services.
 

Conclusicn: 
 The central and expanding role of physicians in priori=v 3ervice:s
 
continues to be hanpered by deficiencies in their formal training, -hicn 
are
 

- widely recognized. 

Recommendation: Sponsor development of 
a model orogram in preventiv., medicine
 
in a selected Pakistani medical school, with emphasis 
on prioriny services.
Consider reinforcing tnis effort with support for post--radhae :rinino in
 

- public health 
to exoand the nation's supply of specialized expertise.
 

13. Finding: 
 Numerous officials commented on the extensive ovtorlao of the
 
training of 
female :U's and of lady health visitors, while notinrl rhn ..... 
recognition and acceptance of the LHV. 

Conclusion: The role presently assigned the female MT may benefit from the
 
obstetrical skills and public recognition accorded 
to LH-s.
 

Recommendation: 
 Convene a panel of respected authorities in training, nursing

and public health to consider the desirability of maintaining the curren:
 
distinction between the female MT and 
the :Hv.
 

4.findin Current project interventions do not 
include all feasible measures
 
to 
reduce the health impact of closely-spaced births, early termination of

breast feeding due to pregnancy, and ill-timed or unwanted births.
 

Conclusion: 
 Family planning technologies could be offered by every category
 
of project service provider.
 

Recommendation: 
 Add family planning services to the project delivery system.
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15. 	 Finding At all levels of the organizational structure which manages,

administers, supervises and directly delivers the basic hearth services, there
is a striking lack of those incentives which are necessary to motivate

efficient performance by those persons comprising this whole delivery system.
 

Conclusion 
 The efficiency with which any organizacion performs depends upon

various factors, e.g., the skills of the organizations' planners, managers and

administrators. 
 However, the most crucial factor is the incentive system.
Unless the members of the organization have incentives to motivate efficient

performance, efficient performance cannot be expected (whatever the attention
 
given to promoting management and adminstrative skills).
 

Recommendation '"he team recognies that this is 
a complex problem the
 
solution to which may entail major structural changes in these orianizations.
(There is a recommendation for research on 
this 	crucial question). However,

short of a full engagement with this probelem, it may be oossible useffully to 
engage it on a more modest scale. 
 For example, in Pakistan, the term

"incentive" seems usually taken to mean a payment (or other reward) made in
anticipation that it will evoke efficient performance. 
The term "incentive"
 
also has another meaning -. - namely, payments (or other gains) earned as a
 conseauence of demonstrated (and measured) efficient performance. The team

recommends some field trials with incentives of this latter kind. 
 For

examole, 
a scheme might be tried under which, say, o6treac- workers codlJ earn
 
a Donus to be paid for superior work performance which was oojectively
 
measured.
 

V. 
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K. AM. ETS (List attachmrents submittd with this 	Evaluation Surmrary; always attach
of full evaluation report, even if one was 	subitted ear.ier.) 

1. Evaluation Report
 

U 

L. C"._.' BY MISSICN, AID/W OFFICE AND W E/GRA 

Mission Comments 
on Evaluation
 

1. 
 Mission will assist GOP to understand why utlization rates of 
health
 
centers low if 
requested,
 

2. 	 Although the role of 
.he Medical Technician 
(MT) 	is changing,
construction of MT schools will go ahead because of AID's cormmitment and
GOP reaffirmation 
that schools needed for 
training paramedics and
 
inservice training.
 

3. 
 Mission exploring with provincial health departments possibilities for
decentralized operations research 
on management and suoervision s-/stems
and field-based evaluation of 
health imoact of 
selected service;."Project oojectives will 	 be scaled down to mainzain minim.m commi=.entwitn Basic Healtn Services Cell, MOH. 

4. 	 Mission can use information generated by monitoring and evaluation and
the 
lessons learned from the operations research to 
selec- one or 
t:do
specific child survival interventions and support the delivery of 
these
services througn whatever mechanisms iork: oublic or o' . 

O N.B. 

This 	 form and the text of the evaluation renort have
Chaudhary, the GOP 	

been discussed with Dr..h:ushtaoProject Director for the Primary Health Caredeclined to Project. He hassign the form because he says that his signature implies thatnot only to 	 he agreesthe action decisions but also all the conclusions and recommendations.
He however pr'ovided no written commants. 
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,
~R~i of the Mid-Term Evaluation Team ..... . 

A. EXECUTIVE SUMMARY
 

The Pakistan Primary Health Care Project (391-0475) provides $ 20 million
 
in grant assistance over the period September 1982 - September 1957, with the
 
oojective of improving the health status of the rural population through
 

support to the Basic Health Services Program. As described in the project
 

paper, the project builds on the Basic Health Sarvices Project (1977-81).
 

The Project design emphasizes expanding the number of mid-level Medical 
Technicians (MTs) in selected health facilities where they would carry out 

clinical services and community outreach, as well as establishing a local
 
network of volunteer community health workers (CHWs). The project also seeks
 

to strengthen every element of management, focusing on an administrative unit
 

of one Rural Health Center and four Basic Health Units known as an :ntegrated
 

Rural Health Complex (IRHC).
 

The evaluation team was impressed with Government's growing commitment to
 

Basic Health Services and public health. The team also took note of the"
 

evident dedication of the program officials and integrated Rural Health
 
Complex staff. We found that exemplary progress had been made in protecting
 
the children of Pakistan from the vaccine-preventable diseases. However, the
 
team also found certain areas in which improvements should be made if there is
 
to be continued progress in improving health status. Naturally in our
 
analysis we have focussed on areas of potential improvement. We believe this
 
focus will be most useful to the Government of Pakistan.
 

Department of Health officials and tMinistry' documents indicate that the
 
priority services to be delivered by the project infrastructure are: 1) oral
 

rehydration therapy, 2) expanded orogram of immunization (EPI), 3) passive
 
detection and treatment of malaria, 4) nutrition monitoring and interventions .,
 
5) family planning, 6) the clinical management of tuberculosis, and 7)
 
treatment of pneumonia in children. The central issue of the evaluation is
 
the extent to which project resources are supporting the concrete activities
 
necessary to deliver this well-chosen list o.fservices.
 

Project activity to date has focused on the initial training of MTs and 
inservice management training of medical officers and other clinical and 
administrative personnel. The team's ovrrall conclusion is that there are 
serious obstacles to realizing the impressive health impact potential of the 
Basic Health Service programs that will not be addressed by formal training 
alone. 

.The CHWs, MTs, and medical officers we interviewed could describe their 

role in the delivery of priority services for the most part only in general or 
frankly vague terms. None could produce adetailed wrlitten description of 
precisely what they were to do. The content of educational efforts in 
nutrition were particularly unclear.. Except for EPI staff, realistic 
strategies for complete coverage of the target population 'were not developed. 
While the provision of oral rehydration therapy was mastered to'a large degree'4's 



by service personnel atl every level, interviews and record reviews r.evealed 
examples of questionable quality and completeness of care for each of the 
priority services. The followup of cases was con'picuously neglectec. 

Isolated shortcomings are to be expected in even the best-orcanized
 
program of this scale, but the team was concerned by the. overall lack of
 
mechanisms and procedures by which senior professionals could systematically

identify and correct these deficiencies. The absolute level of supervisory
 
contact is a source of concern, but the content of these visits is 
an
 
independent and equally important issue. We separately examined 11 .4is:inct
 
methodologies for identifying and solving service delivery problems that could
 
oe applied by first level supervisors. Each of these appeared to be
 
under-developed or absent, and supervisors generally lacked 
a defined approach
 
to addressing the coverage and effectiveness of the individual activizies that
 
comprise the priority services.
 

Although the program includes an extensive hierarchy of supervisors, many

with advanced technical training, there is a virtual aesence of orcanizei
 
procedures for evaluating and improving the performance of lower le;el
 
supervisors. A major obstacle to developing such 
a system is the shortace or
 
absence of useful records describing service delivery activities and those of
 
supervisory personnel. Management level professionals lack adequate
 
information about what their personnel actually do and mechanisms for
 
influencing performance on a day-to-day basis. In effect, the heal-h impact

of the program is dependent almost entirely on formal training. This
 
training, in turn, is necessarily based chiefly on theoretical principsleS an
 
experience in other programs rather than the specific experience of the
 
program. The project has now developed a suostantial and in many wavs
 
innovative service delivery experience which could be exploited not only, to
 
strengthen routine management, but also to provide training material soecific
 
to the program's needs. Exploiting this experience, however, requires

information gathering and efforts to develop the supervisory system in.th
 
field that are not presently contemplated.
 

We believe that much of the laudable success of Pakistan's EPI effort :an
 
oe attributed to such an emphasis on objective performance in ootn service
 
delivery and supervision. The set of services provided by the project are,
 
nowever, more complex, and the process of integrating EPI into the prog am
 
requires even more detailed attention to these principles.
 

in addition to issues related to the implementation of priority services,

the team found that certain questions of the design of thei"l
program meri '
 
attention. The basic.strategy:of outreach requires provision for t:avel.
 
Similarly, the different constraints on male and femaleoutreach workers 
appear to vary from one location to another. The project has not yet found 
feasible solutions to these!questions which, if effectively implemented, could 
be expected 
to permit delivery of the involved services. Proven approanches to
eliciting the desired health behaviors by rural communities also remain to be 
developed for wider implementation. Many specific details of the program's 
design, such as promotion 6f tetanus immunization for, fertile age women, are 
not based on empirical observations that establish their effectiveness, While 



this is th programs, a limited investment in comparing
 
alternative approaches is likely to improve the long-term impact of the
 

program. Once the project has established an effective-system for monitoring
 
~> 	 and evaluating service delivery activities, such small scale comparisons could 

bcarried out by existing program personnel, many of whom have both eth 
ability and time for activities of this nature. The design and analysis o 

Addressing larger design questions' would require more' elabo'rate rnito, 

% but could follow.the same basic approach.'" 

The project's focus on the I.RHC as a unit of activity addresses the
 
maaement span of control of the District Health Officer, which many
 

officialscontinue 	to view as too broad for effective supervision. The team
 

found only limited 	decencralization in project sites but dealing with the
 
technical issues of supervision in more detail should clarify this issue.
 

Management training has been most impressive in logistics,,,but the ' 

comparatively high 	budget for drugs and other operating exp; nses of project
 
:RiCs renders straightforoward replication of th project m6oel problematic,
 
given current Basic Health Service budgets. ~,The contribution of the project's
 

contract staff, which has been a vital element of implementation,' also appears
 
unlikely .to. be replicated. The chief value of' the orojectjlies rather in the 

insights it can produce regarding the design and i'mlementation of a delivery 
system 	for selected services. 'The need for expanded documentati'on of 'service4
 
activities and their health impact suggests that 'the role of the -Basic' Health.
 
Services cells. should emphasize field-based evaluation and epoidemioogic
 

analysis.
 

Findings, Conclusions and Recommendations
 

..1 Fin . Service delivery personnel have an incomplete 
. understanding of the specific tasks they are expected to cary out 

to achieve a high degree of. coverage of priority services at a 

defined level of quality and' completeness.
 

Conclusion: Uncertainty regarding the job to be done renders 
effective service delivery less likely, leaves supervisors with' 
unclear, criteria for assessing performance, and tends to reduce job 

satisfaction and morale basee6 on self-assessment' of performance, 
. articularly in prevencive services wnere immediate results are ' 

often undramatic. ' 

Recommendation: Conviene a working group of oroject, 11inistr., 
Department and'outside experts to write detailed task descriptions
 

approvals, .theseshould be provided to e service provide. and
 

discussed in person by the, correspondiig supervisor. 

' 	 Finding_ First. lev/el 'supervisors have alow lvlof unders and ing 
of methodo'ogies for ideltifyinq anOsolving individual service 

deliver-Y COrOIlems~ .'- ' V' " 

Conclusion: _f 'tne project is, una'ole to effectively inmoovd the 
oerformanc-' individuial'servi'ce delivey asks, 'oyerall 
improvements in service delivery- an~d liealth ,lmpact are -anlkelv. 

i/ ili ;i~ii; [1i 	 ..........
 

-'~ '' 4 4 ~. ,4'-.i4. ." 	 -!i ............... 




A
 
-~~'~ ~~. n: Develop suipervisory guidlnsfrlprle
iRecommend io dy;!g
'insfo.1prbe 

"-- identification. and-r6soltlion: methodologies ,and. their appl16ation to 
'"the' major- asks'involved 2in,ach of ithe."priority services.'K 

Disseminate the'se, K'"eie fis ee~spvisors4~and' 
incrporate them into management I fis, -leve suworkshops for these 
 K

eersonnel'-- Update. these&materials' With'-c's .study miaterial generatd'by"actuli 
*-~~- _,_ 'project _mater-ial-".'.~ 

3. :Finding:i' Higher, levels' "of the. supe'rvisory~hierar'chy have. n'oK 
K-
 ~~~K established techniques~for'of
lower level suservisors. 'esing and ipovingteorfrac
 

-- "' .Conclus5ion:, In the ab'sence of a concerted, effort, to ' 7-';e
'performance, supervislon ha~s 
plateaued at 'low level,of" 
effectivenes s.~ 

Recorninend'at ion: Apply the strategy,proposed for first'-l'evel ,-' 

supervision, to the specific requirements 'of epersonnel 'who, subervise3
orofessionals that -are :themselves supervisors.,~~~nn'snoc....
 0 
 *As note&d-in tho
report, this will' involve systematic sampling of 'actl'svcK
 

.....e 'oe-ic,' 

ii; i
i]iii..-
 A4 A.
.;i'i)a:


oFinding. The observii's'and' iterv s s
 

recorded.' a" 
 KK
 

'. Conlclusion: rhe systematic -efforts-of 
a compiex irrh tojimprove service delivery performance ardific l t n din:e-is .c 

orgniedinfo'rmation. An potnte for higher level 

- Ksupervisors 
 to assess~and intervene in,problems without field cravel 
are largely foregone in-the absence su"ervoyreports. 

Pecommendain: Developand alement'su' r ti 
KKKstim 
 ithat.ata 
 *i**..mum., 
sumarizes the'dates OfeValul a-dlio'n 

- 4problem
""A st'atus of priori. ysrviedeliiv5 activities.K Implement 
2' on a trial basis :narrative probl'em-,oieited sup~ervisor' repr-, 

'' 

K"' 

reporrtcs.nd
 
informae bthe prjc 
 "ahsoovsfalle 


, ~ K 

thnolderen-'of ~ t ionS coerg annhav t been: d ec nssseeme 
 iSy a 
IsprKogress I 
 c' Kl
 iKs'KK 


K' 4K K' ' i! ; ; :
 devo Ki£
re or s.K complec'-Giv, frthe in'Ks'>o;...<tK y i"hde 

K'' 4,44' ' ~ 'K K 

oasis do. i 
 'nolivery sys'tem. it-Ko u o. 

2roole ms 
.......... '
' , ".4' K' ' .4 4 
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Recommendation:~ Develop and implement avariety of routine 
'information 'gathering, activiti 6s, t dscribe the relationship

i<dic s o ...
beomen projec ser ices and m6 helt tus, 

~ 	 ~ ~including: '. 

a), hospital-based senti'ne1 survei-l arice __ 

bewdV i iaors ifdat st' 
b) active ;nont..... su'el-ac of: rural population ~ 

h'vsurveillanc
 
clusters, using MTswherefaile~~
 

c) 	a flexible' repo'rting system-for units such as; BHUsr 
specifying small scale special'efforts to collect 
field data based on randomhousehold visits and 

7followup visits to subpopulations identified~through
 
clinic oatlient records.
 

d) 	 an; expanded individual clinic record, 

6. 	 Findi2: A number .of elements-of the project delivery system do 

feature a designwhichhnot appears feasible to, imolement co -a 
r degree which would allow achievement oforoject' a.. t i 

objectives.~. ~Complete~coverageiof outreachact'vitteS, fo: 
e.ample,,presents difficlt oroblems of 'design as well'as:'. 
imaoemn ationUecause of unresolved questions related to tra:ve l" 
and gender roles. Otherdesign,'features apoear -lausol e, but ' 

are not based on empirical' evidence_ that, thev are more 
cost'-effectliV than. alternatives. KImplementationl of suboptimal 
designs ina large program over alongperiod implies, a hidden, 
but cumulative' cost in terms of' resources and/or, effectiveness.
 

Recommendation: Engageechnically qu lif.ed assisancet 
..... 	 ,, ;. leel' working__s_.esfo_.............................. poro vince 


,develop~an operations rdsearchfcapabillity for the project.. Form
 

wh	ich 'a smal 1,resea rch taff-. ul eeo.fra rpsl o 

offiialapproval. Provide'resourcesfor, cont'racted,,data 
-collection~where sdrvice delivery, stafZ are unable to.pay nis 

role. 'Offer,tbocarry-out-initial::descriotive studies of saerVice 
~~, deliverylfl the form -of-aystems.analysis, to, identIfy delivery '<> 

' - .systemor"oblems. ' 

7.' Finding. A ml ume no~ ablproJccntighly t 
7 available or all proje'ct activities. ' 'staff~are 


-onlio frttoimp'rovet the effectiveness 'of a :vice 

delivery should 'ike '_ cadence ovler furtherexpansion.,' 

-i-;' 	 =s
 

ecominenrd at ion. 'Dl 1rct project efforts toar promising 
III,-d.,'~""~~oportunit-ies to Iieloo insights-into performance, vartabl-) 
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whatever approved sites make operational sense rather than
 

focusing on expansion or on project sites that prove
 
technically, logistically, or administratively difficult.
 

8. 	 Finding: Program staff have incomplete knowledge of some
 
technical areas, are not well informed regarding the
 
epidemiological basis for priority services, exhibit low
 

interest and morale in preventive compared to curative
 
activities, and specifically complain about lack of recognition
 
for difficult outreach work.
 

Conclusion: in view of the program's limited capacity to
 
provide face-to-faca training, encouragement, and recocnition,
 
written communication provides a low cost and potentially
 
effective medium for supplementing other measures.
 

Recommendation: Support, if necessary though contracts,
 
production and distribution of a professional quality periodic
 
project oulletin in the lingua franca, including technical
 
articles on epidemiology, public health, clinical reviews and
 
treatment protocols, summaries of project activities, in-depth
 
case studies of service delivery issues and recognition for
 
outstanding personnel. Begin with interpretations of the
 
project's baseline survey.
 

9. 	 Finding: The outreach effectiveness of MTs could be improv.e
 
with expanded knowledge of specific techniques for planning, 
implementing, and evaluating their own activities in this 
sphere, while the need and oport unity to apply much of ;.eir 
clinical training is less than originally thought. 

Conclusion: it is feasiole and iesiraole to furtner focus X7
 

training on the ontreach comooneit of cne project's riority'
 
services.
 

Recommendation: Assign a fieli-oriented working yroup to
 
immediately schedule a series of reviews oA the revision of ne
 
MT curriculum while it is under ievelopment, including selective
 
field testing of portions, using competency-based and
 
performance-based criteria.
 

10. 	 Finding: Wnile the planned MT training schools and hostel; :a'.'e 
a number of potential ;ses, the projected role in& ?ersonnsl
 
requirements for Ms have changed in some provinces and not all
 
authorities wish to proceed with construction of the fall
 
compliment.
 

Conclusion: There are alternative uses for these resources that
 
more 	directly address project oojectives of reducing morbidity
 
and mortality, while not necessarily reducing the development of
 
MTs.
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Recommendation: AID should offer to negotiate with provincial
 
authorities regarding the option of reprogramming funds
 
designated for tnese schools to specifically support activities
 
directed toward improving project performance.
 

11. 	 Finding: The project's inservice training program for medical
 
officers and paramedical personnel in preventive services,
 
supervision, and clinic management has not yet developed a
 
medium-term plan specifying objectives in terms of competency
 
and coverage.
 

Conclusion: Planning oter activities and assessing cne
 
effectiveness of this program is difficult without such a plan.
 

Recommendation: Assess training needs in terms of objectively 
defined skills, develop alternative strategies in relation to 
other activities, and negoziate a plan with provincial 
authorities. 

12. 	 Finding: Medical officers exnioit and openly acknowledge poor
 
preparation in the preventive medicine, management, and
 
supervisory skills necessary for their role in the project's
 
priority services.
 

Conclusion: The central and expanding role of physician3 in
 
priority services continues to be hampered by deficiencies in
 
their formal training, which are widely recognized.
 

Recommendation: Sponsor development of a model program in 
preventive medicine in a selected Pakistani medical school, w'it 
emphasis on priority services. Consider reinforcing this effort 
with support for post-graduate training in poblic health : 
epand the nation's s ipy of soecialized expertise. 

13. 	 Finding: Numerous officials commentel on nhe extensive Cerli
of the training of female Ms and of lady health visitors, xhile
 
noting the greater lecognition and acceptance of the !HV.
 

Conclusion: The role presently assigned the female XT mav
 
benefit from the obstetrical skills and public recognition
 
accorded to SHVs.
 

Recomnendation: Convene a panel of respected authorities in
 
training, nursing and public health to consider the desirabilty
 
of maintaining the current distinction oetween tne female KT and
 
the HV.
 

14. 	 Finding: Current project interventions do not include all
 
feasible measures to reduce the health impact of closely-spaced
 
oirths, early termination of breast feeding due to pregnancy,
 
and ill-timed or unwanted births.
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Conclusion: Family planning technologies could be offered by
 

every category of project service provider.
 

Recommendation: Add family planning services to tne project
 

delivery system.
 

15. Finding At all levels of tne organizational structure wnic.i
 

manages, administers, supervises and directly delivers the basi:
 

a striking lack of those incentives
health services, there is 


are necessary to motivate efficient performance by those
which 

persons comprising this whole delivery system.
 

The efficiency with which any organization performs
Conclusion 

depends upon various factors, e.g., tne skills of the
 

organizations' planners, managers and administrators. However,
 

most crucial factor is the incentive system. Unless tne
the 

members of the organization have incentives to motivate
 

efficient performance, efficient performance cannot be expected
 

(whatever the attention given to promoting management and
 

adminstrative skills).
 

Recommendation The team recognizes that this is a complex
 

problem the solution to whicn may entail major structural
 

changes in these organizations. (There is a recommendation for
 

research on this crucial question). However, short of a full
 
to
engagement with this probelem, it !may be possiole usefully 


engage it on a more modest scale. For example, in Pakistan, :he
 

mean a payment (or other
term "incentive' seems isually taken to 


reward) made in anticipation that it will evoke efficient
 

performance. The term "incentive* also has another meaning 


namely, payments (or other gains) earne5 as a consequence of
 
Tie -eam
demons-rated (and measured) efficien- performance. 


incentives of this latter
recommends some field trials with 

4hich, sax',
kind. For example, a scheme might ;)e tried u:,irer 


earn a oonus to be paid for superior ,vtr :
outreach workers could 

performance which was objectively measured.
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B, OBSERVATIONS:
 

1.Background
 

a. Desinof the Projct:
 

The joint Governmfent of Pakistan and USAID Primary Health
 

Care (PHC) Project (391-0475) is designed to build upon the structure,
 
accomplishments, and lessons learned from a previous basic health services
 

to 1981. The current PHC Project
project (391-0415) in operation from 1977 

a project life of five years, begun in 1982 and scheduled to end in 1937,
has 


with $520 million ingrant funds contributed by USAID and $35.75 million in
 

* counterpart. funds. 

In 1977 -the G1overnment of Pakistan (GOP), recognizing che
 

impossibility of adequately responding to the health problems in the countr-y
 

with apyianand hosoital osdsystem of medical (predominanly curative) 

launched arural health program based upon -asystemn of clinic-likecare, 

o ganizations called~integrated rural, health coimplexes (IRHqCs) and involvi,-g 

:ne use of physician~extenders 4dith previentive skills (called3.Medical
 
7Technic ians) an3 other paramedics.
 

The IR!iC concepc consisted of three components: A rural 
one female doctor and -nale anih e altna-Center, to be staffed byione male and 


or sub-clinics, to
female technicians (MV.; satellite basic health Units (B.41U) 

male and one female '-1; and one male, and one female>
be staffed by on~e 


trainea and supervised by the Mrs at the
community health worker (CHW), 

related BHU and intended to serve in a catchment area village providing the
 

the villagers.
referral, preventive, and basic curative health needs of 


The current ?HC project's purpose is to improve the qualityL i and expand Primary Health.Care <services to tne rural population by:iof 
 umbers of MTs and CHWs; increasing,
Triigand developing sinfcn 

but withmanagement and superVision skills at all levels of the health systen, 

improving the quality Of
particular attention to staff of project site I.RHCs' 


on-the-job performance of Kas and C41,43 and promoting q~rater community
 

Participation in health activitie3 by an effective program.
 

'The PHC project consista of five integrated componenta. 

- ,The first Is a management component, organized around federal and provincial 
advi3OC7 councils and long and shoct-term techrnical assistance. *1t is
 

designed to assist the QOP to strengthen its~health planning and management
 

capability through principally two~activities: the analysis anA redesign oJ
 

existing managementA policiese procedures,' and practicest followed, by t~he
 

encouragement~
olteipeettono eomne mpoeetvn~ 

~preparation of new and revised managaerntlt raihning curcia triin f 

tutors, snd .3onduct of in-30erVice training programs.,
 

~~.< The second PRC project component W~ a training eaf'ort 
-Aa-deigned to improve helcurriUlum,44facilitl for. trainlngi the qu'ality~ 
thehtrainingj itzelf, and tne rec wuitment and : oitan-ion of a greater nuimbir le 
m~ aItcncaaand? comm un 1 . ntll h 40 rXira., Improvemeflta AIll,0a' 

V 
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i~j:~ efor--poice. these-are-blriefly nentioned-below, . ____n? om-


-i^:lidnqsome that appear problematic.
 

a) 	 MTs enjoy a better pay scale status in NWFP an-
Balucnistan as compared :ith other provinces. 

Tne MT is being paid a conveyan~ce allowance of Rs.,
 
100/- pm. in Puznjab while it is non-existent in
 
other provinces.
 

V 	 C) n Sind a non-practice allowance is riot paid O tne-.

doctors 	posted to rural areas (where private
 
nedical 	practice opportunties do not exist).'~
 

d) 	 Rua raalwnefor medical officers appears
 
:o be available-at som~e, laces :while not at others.
 

e ,The need to provide rural housing facilities is
 

viewed differently Dy tne authorities in various
 
provinces.
 

The preparation of health budgets for approval is
 
subject 	to different local pressures and
 
constraints.
 

AAei = i t**1 
g) Drozout rates between en:e:ing training and posti 

are different for L4Ts in various provinces.11JWF 
,+c< ,,>; ,,c exercises a bond of 3 years servicec ies.o,,Atpay-ment~ole-.of A,,,+:,.< ,Ofee aviilaoue anY sof ~o t#whor A. 

R9. 10,000/1- and th'e other provinces have a -wo 

K1 
d) orboa ia 


year bond.~
 
: ; .......... uiale.a 	 maloanc dcloherrotine~s-: . +
 

') .. .: 	 iT 7(; ; , 
+ : n :,,9e ' :, e
" ;' ; 7 .... oth I..ybD a ith v Al A 


Hcs'nN'W.-P senior. doctors are bein~gecterfrrianceposted as I 
with a positive imipact on pr 

is junior doctors or recent graduattes who a re
 
posted as ADHO in other provincs'
 

' 

) :1:1 1;71 	 e ' ,, j p ~o'...;.]i' .7 i',..-,,,.:"... ... f1:7 ,., ia +7: e ~ 's7,7'7r. ,.<7 ......7>"'7-,"<":: } :ir 7 := T~el .... ep lo l :of({7th !iA1,hi;. u~l Tf A <& 'rAAA4" IAAt some 	places malari'a miIcroscopist~s have be en ~ 

;4 	 'A A....AAA7 ''A AA - ~n 	 .- A4-F.
1A-- '{ n 	 77 Aat' IRlICs along with a laboratory technician,A
A Aposted 


'A A 	 whe reas at' others a lab techic~ian or a A-

Ao p are 'o 	 A A 

A' , :A 	 A, A4!4:-:AA/
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com~mittee whi~c'h.is-chaired by the_.DDG(BHS),-Healt.ouproviifcial' s'teriig icomljie~have al'so been formed anid are
 
functioning.
 

b) 	 Annual provincial ope'rational PHC plans (PC-i) are being;/prepared
and approved 'accordingly. 

C) 	Longterm technical assistance is being effectively provided by

expatriate and Pakistani advisors/specialists in the fields of
 
management and training. 
 As regards short term technical
 
assistance, the trainiing 
courses and workshops have been behind
 

4the 
 schedule mainly due to procedural declays. similarly, freg

scholarships have not been availed because of procedural delays

and delays in receiving nominations.
 

d) 	curriculum revision for MT training is still under process.
 

*e) 	The baseline survey was completed in 1984.
 

f) 	Inspite of delays in constructing.-the MT training schools, 
a

fairly large number of 1MTs and consequently CHWs have been trained

but the number of female MTs remnains grossly insufficient.
 

2. Construction of 13 MT schools
 
>: , : , , .	 .- . .,, .,: , .:, .. : , , , , ;. . ,, ,;,,: . . ,s ; . . .. ., , : .. 	 .iFii ,!i : !i/ Fl F ii"Vii ! F FFi F ~;, FF ~~1 ii : F ? ! F if' !I 4 

: '''FF''\F'III... I , " 	 ..	 ::' ;,, .. ":!'i > . : , F4Fii !: ~i i;ii i 'i I i 
- .I , I' F - ; F F'!i:i.F: .FFFFFFFF!!i~iiFi!i FFF',i:iI'~ ,'i~ i.i :i !! ii!i! F i !'!: ii 	 4 I~iF tl: i ! :: :~~ IiAchievement of this target is much behind the schedule..
1 i 'FFF F 'F4F'. F FFFFF FFi
! ii .F i.FF ? F FI i 1 1
 

4 1 ii ! !, :,II : !i, i i:F !,~ii,: F 4 F. ' F F 'I I FU' IF F F F!! 
ii! i!!i~iF 	 iFFI :!F4FFFFii ! i:!lFFFFFi~FFF.FFFIFFi 'bAF.F4Fii~i F FF1 FFF~ ~ IF) 	 F FFtFIIFF4a) 	Donation of land has been complete for all the' sites e:xcept 
' FFF ' ' F-F :IFFF 4.4F r<FF 'Fthe 	 . . . . 'FF'FF FF t-wo~ .IF FFFF F ' 11 I i!' :7' i ! ; ? i iii q FFF;~~ ~ j FFF Fl F F . I F F F I 1 F 1FF.' 'F>FF3 'DDF{G~F~ .F2 

(inIIWFP -and Baluchistan.)
 

F F F F11') espective designs from contractors haveFF.F. F'i:1 
F F FIFF e'Fa F:F FI:t 'F-6,een 	 approved and,

finalised for Punjab and Sind while for other two provincts these 
4I 	 FoFF.F1'FF 

Fan'Faagmn :FF As FFaining.FF:Fega 11i' 4~i'F 4~~ni~..... .... ... .. 'I.F............... 	 'F-
are under... ....process. . .... .. l.. 4 F. , h e fI ,eF -FFF.O r 
.lFd1' . 1FF

4 

th h e e.. ...... . s . .. ...~u : 	 't o r o e 'Fr. F. .......FF .. .. . ' 
 . .. . .. . ~ ' F4:;iFi 4c) Actual construction of some of the 
' 

MT training schools is expected

F 

.. .. . .... . .. .. .. ; .. .. oF.. . e 	 e l1 F FF1 I1:. . . . .	 FFu y s FFFF :to start early in 1986, as envisaged by the flHS Cell.
a i .''.. e. .a i.... ... e u vFiI ..... .....k 411F I 

d3)~MT school furniture and equipment will oe procured after the
 
schools are complete.
 

e) 	 Promotional riaterials are being prov ided regularly.. 

FVf) 	 The MIT supervisor1 motorcycles have arrlved and will be handed overF 
to the provinces.. ~F ,~FF ',' " F 

1FFF1.F4 3, Commodities Procurement 

FFFF~
 

a).F1FF
a) in adito some items describ~ed abve the prjc stFf
vehcl~ hosehldndoffice e u~ment,:MIP and CHW kits and


~~4~IFFI'Ftrainin Su~pplies 1have ben P"~'-
FF :
 

reF4 FocF 


FFb)FiFAs regards the originally planned procurement of motorised I 

F F 
 ~bicycles for MTs the i'dea has been ldro~ppFeFd.~F 

http:the_.DDG(BHS),-Healt.ou
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it is obvious that Punjab has exceeded the target while Sind and
 

Baluchistan are oehind schedule for 2 and 1 IRHqCs respectively.
 

6. Training of MTs and CHWs
 

The Basic Health Services Cell reports a total of 1282 (993 male
 

MTs have been trained and deployed against a total requiremen:
and 289 female) 
1359 (804 male and 555 female). Presently
up to the end of project (9/87) of 

385 (sex distribution not availaole) MTs are under training at various places, 

in t"e four provinces. AS regards CHWs, it is reported that 3316 (129 female 

rin 3 provinceswhile the sex distribution ofone province is not available) 
(359 male and i11 female) are under trainina* nave completed training while 470 

against a total requirement of 6400 (3200 male and 3200 female)ITs by the end
 

of the project.
 

d. objectives of the Evaluation
 

The scope of work for the evaluation, reflecting the mutual
 
of Uinterests and the Ministry of Health of Pakistan is
SAID/Isiamabad 

attached as appendix E. The evaluation team was asked to address more than 50 

distinct issues related to analyzing the accomplishments of the project, the 

factors underlying these accomplishments, and alternative 6tratecies for the 

remainder of the project. 

e. Methodology
 

Prior to arriving in Pakistan the four expatriate members of :he
 

evaluation team familiarized themselves with the content of the USA:D Project
 

Paper" and relevant cables, as had the Pakistani members in couintry. In
 

ahington, four pembers of the team also received orientation from the 
personnel at the W-orld Ban. Interviewil as,AI/A~/2~and f rom.executive 

also given by USAID and 'PRITECH personnel who had rece'ntly returned from 
* PaKistan.
 

in dpthIn Pakistan the combined team spent two full 'iays in prolonged andr 
idphmoetinys with officials of- USAID, the federal Basic Health Serv:ices 

Cell (BHSC), the Health Planning Unit- Ministry of Planning, and the I1ationaL
 

Institute of Health in Islamabad. Following these briefings, the team divide.,
 
3,which spent the next ten days in field visits to
into two groups - A and 

the "our provinces acconpanied oy the corresponding provincial training 
apecialist and management analyst. 

Team A calling on provincial officials in Sind for orientation~ on
 
-

the DOH-PHCPI and In observation visits to IRHC's, villages and 
''A 

Medical Technician training schools. 'A similar approach was 
followed subsequently during~.a'five day visit to NWF Province, 

~ Team B -Calling on provincial DON executives In Punjab for 
-

Korientation on theo' PHCP 'and in observation ,visits to RHCs SHUs, 
andteia Tehiintann col.Ti approach 

Wasr rpeated in Baluchistan in order to compare-e delivery of 
IIIV+.villagen 

ated- toapraitdaes 

~ sevce n oseyp ~ l.y-n 

'A,'~IA"~~4 
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Following return of teams A and B to, Islamabad, the team members
 

held joint debriefing sessions during which team members interchanged their
 

impressions and observations until a consensus was achieved.
 

A report outline was drawn uand writing assignments undertaken
 

by individual members in order to compose= a draft report.
 

The draft report was reviewed in joint sessions until a~ final
 

report was agreed upon.
 

T-he execu:ive summarv/recommendations &,:e submitted to the
 

"JSA7D/HPN' o3ffice on 3 Dec. 1985 for *distrilbution. 

The final ?HCP Evaluation .e.pot was oresented o . AeMiniSt.v of 

v t.!

* i'. " ~Health on the afternoon of 5 Dec. 1985; and o the USA.D , , ,.nmi 

no n Dec. 1985.
 

Despite the full cooper-ation of program officials and .f, t
 

Limited perspective of' this relarivel" brief :our -isobvious, particularly 

relative to the ambitiou~s scale of t-ne -projectand- the complexitv ofte 
-rog:ams it seeks- to assist.. 1hile nis report d'ill not e"xicity a l -,! 

certainly
each observa:ion-and conclusion, knowledqeaole observers wil 


recognize a number of gaps in tihe eiiirical basis of the evalia-ion.

chief value of the insights of an ou:sila rtearncomes through their 
interpretation by health professionals with -agreater depth of program
 

projects setting . The team 'isconfident
exoerience and fami lar:ity with the -.

:hac the responsible officials we.met will ead1thisreportin ,.at li ht.
 

2. Service Deliver _Activiies . 

a. organization:
 

Each IRHC is expected to serve ~apopulation of up. to 30,000 in 
four Basic Health Units (BHU) 4hich in themselves -willwhich there will be 


serve approximately 10,000 people each.
 

in the integrated system a RHC is staffed by
 

2 Male 1,10s I Midwife (MW) 
I Female MO I aboratorly Assistant
 

Female ',Ts I-',Microscopist 
2 Male MTs' 1lDisoensec ' 

-2 

senior MO Is responsiole for iupervision not only of the2 
-VThe 

-m
 
V. V ,~tatic services at the i.Hc out oe ill ,:eservices offered 07 the !RffC 

of, tnese Mos have alr~eady bee~n given manageme Int it alning under the PNIC? 'but. 
transeecs and tn4:unfrtuntel seca 'Va benlost ~o~ooam thirough 

oa<rplacement have- not been tratned', 4''~ 



The senior MO being responsible for total supervision of, the IR4C

is required to support the outlying BHUs and their outreach work by on-sie
visits - some means of mechanised Lransoortation is therefore required. 

-

One male MT and one female MT based at the RHC are responsible
for supervision of their BHU counterparts, including their outreach-work,

through visits to the BHUs and the villages served. For this role
transportation is also needed but for 
the most part app',ars not to have been
 
supplied.
 

With the surplus production of medical graduates in recent years
the GOP has recruited mos for posting to BHUs , which pcevio usly were sta.ffedfor clinical services by MTs only. The MO is expected to be superint:nh,-l of
:he 3HU and all of the clinical and. outreach services given by it - curative, 
promotional and preventive.
 

Unfortunately in training, the medical curriculum has been heavily
oriented toward clinical service and MOs have not been exposed to the concept

of comprehensive PHC. 
The MOs lack training inJmanagenent and therefore 
nave
difficulty interpreting their supervisory role other than by assuming an
 
authoritative role.
 

Currently there is.a general uncertainy,among all levels of staff
 
at both RHCs and BHUs concerning performance of individual roles- staff often

feel they were trained for one 
thing and required to do anothek. Likewise

they do not know who they are responsible to or for. Some, such as the F.Ts

feel they have not had sufficient training in maternity for the role they are
asked to perform in Maternal and Child Health Care, while physicians admit

that they have no understanding of the background, training, 
and expected

roles of their assistant staff. The male MTs are confused with heir changing

role since the posting of MOs to BHUs..
 

Recommendations:
 

i) integrated Rural Health Comolex (IRHC)
 

The senior MO (I:41) at 
a RHC is likely to have many duties within tne
static facility and is therefore unlikely to 
be able to give the amount of
 
time necessary to properly supervise the outlying SHUs and their outreach
 program. if this resoonsibility were given to 
the second male MO (,1011) andiecharged totally with the public health resoonsibilitv of promotive and 
preventive service, while MO I retained the overall responsloility for the 
IR'C, this deputisaton of shared r could introduce a level . ..
 
quality outreach.
 

ii. Basic Health Uni:
 

Toe moupyhaf :,0 
 tB~ appear to have only sufficient clinical 
dutisocupyhal ay of work. rf theMO had access to amtrylt a 


4. ~ woul'd not only bejable to ,altain supervsion of the proposed outreach' woc ...of, th1e MT/MPMI mobile team'-,but on his.own initiative make valuable contact >
~visits with, ommunity leaders in the vlillages. 
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To resolve the general uncertainity of role performance, precise job
 

required for all categories of staff, administrative and
descriptions are 


service delivery, from the District Health Officer down to field staff at each
 

RHC and BHU and for the anticipated role of village Community Health workers
 

(CHWs) and Village Health Committees.
 

rhese job descriptions 	will become particularly important following the
 

government's decision to extend health outreach to the community through the
 

formation of new mobile teams of Multiple Purpose Health Workers (MPH{W) which
 

are soon to be trained.
 

has been given to the majority of MO,/ICs
Alt.iough ranagement training 

should also be offered to all %Os work:ing a:of RHCs, this in-service craining 
RiCs and BHUs and perhaps A modified version given to all AT supervisors and 

will play the role of mobile team leaders. This training,male MTs who 
should be provi'Jed prior ,oincluding an orientation to PHC and management, 


within three months where feasible. This will add efficienuy and
posting or 

motivation for outreach work and help prevent the disillusionment often
 

presentlyassociated with the underutilization of MOs. These physicians 

interpret their roles as chiefly curative and lack an orien ation to.iarc

puolic health.
 

2he PHCP Management Advisor and the orovincial management analysts have 

composed an Operations Mlanal for a BHU. Following testing in several pilot 
sites it would be approoriate for this to be made available to all field 

units, perhaps follcwing :raining of 3-U 1Os. 

Conclusion
 

for the deliverv of comprehensiveThe infrastructure and 	 staffing 

healtn services is well underway but remains deficient in assuring effective 

management suoervision at :ne base. Management training has been given to 

DHOs and mOs in charge of :RHCs - there is now an apparent need to extend such 

BHJs and the MMTs who will become team leaders of the
training to the MOs at 


mobile teams which will do community outreach.
 

all leval of oervize delivery tf willClear definition of roles at 
of such service outreach and will do much assure efficiency in tne operation 


the current widespread frustration, through giving a sense of
to eliminate 
f:lfilment resulting from job satisfaction.
 

o. Clinical Records:
 

A new Heal .i Information System has been implemented a- tne 
in use both ac IliCs an:3

:RHCs. The recently designed central OPD Register is 


3HUs. For every new oatlent, a Male Medical technician or Dispenser fills in
 

at the same ti;me entering the
caste and sex ir an outdoor chit,
the name, age, 

then repor:s to the physizian,
information in the OPD 	Register. The patient 


the chit the diagnosis
who after carrying out 	 a clinical examination writes on 

The patient returns to the registering olace ihere the


and drugs orescribed. 

the ?) Register
diagnosis and the drugs issued from the center are copied on 


against the patients' name.
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The system has some gaps. 
 It fails to provide a permanent record
 
on a patient. If the same patient returns after 
a few days, a new chit will
 
be issued, the old record having been filed or 
destroyed. The OPD chit does
 
not mention any positive or negative findings of the clinical 
or laboratory

investigations nor any reason 
for special care. The procedure makes it
 
impossible to know the effectiveness of the treatment or to follow up on 
the
 
progress.
 

At some places all 
the fever cases are entered as PUO while at
 
others these cases are labled as malaria on the basis of history and clinical
 
findings. A uniform system for arriving at diagnosis needs to be developed.

Microscopists will oe available at some places but 
 it ;ould unrealistic to
 
exoect that 
a blood slide of every fever patient will be taken and exa:iined

for malaria Darasites. 
 Many endemic diseases can be diagnosed with fair 
accuracy by careful history taking and clinical examination. The incidence of 
some common diseases is likely to be underestimated if the diagnosis is male 
dependent exclusively on laboratory findings. t would be better to sighly

overestimate malaria cases 
than to bury the information under the
 
classification PUO. An understanding on 
the labling of diseases needs to b
 
developed for achieving a uniform reporting system.
 

Clinical laboratories are hignly underutilised at RHC's. Averag

workloads of 2.5 tests in Punjab and 0.5 
tests in Baluchis:an per Jay are

reported. Medical Officers need to be trained how 
to utilise laboratory 
findings for assessing health status of the people served and for kn..in..the 
effectiveness of the services provided at tne center. Recent 
transfer o:
 
malaria programme microscopists from offices 
located at District Headquarters
 
to Rural Health Centres is a step in this direction.
 

The outpatient register now in 
use would give more inform-ation if
 a new column is added providing the information on the drugs tnat are
 
prescribed but are not available at the center which patients must then
 
purchase from local chemists. Current oractice is to enter 
only those druos
 
that are issued from the center. Combined information would define the need
 
for procuring the drugs in short supply and would oe helpful in evaluating the
 
'short drug list" that 
is to be implemented soon. Similarly a new column is
 
required for separating the 
repeat visits from the monthly a:.d yearly numbers
 
of the new patients. A column on 
gender is not required because the
 
information can be recorded under the age columns by denoting 11 or 
F.
 

Code numbers of International Classification of Diseases 
as
 
developed by WHO should be used in the Abstract Register. Eventually this
 
Would help in tabulating data at the National and International levels and
 
ensure a uniformity all over the country.
 

c. The Addition of Family Planning Services
 

With the R-C concept now in place and medical supervision
available to 3HU level, 
it would appear opoorrune to introduce FP services an!

outreach. Tady Healtn Visitors (LHV), 
Female Medical Technicians (FITs) and

Female Medical officers (FMO) now 
all play a role in promoting maternal-child
 
health. Traditional 3irth Attendants 
(TBA) have generally received some
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training and are important promoters at village level. Health workers in
 
their contacts with pregnant mothers and mothers of young children might
 
attempt promotion of child spacing, indicating the benefits to the health of
 
both the mother and child, of delaying births for 2 to 3 years - the concept
 
is easily understood even in illiterate societies as 'an exhausted field
 
produces only stunted crops."
 

Phase I: The initial methods of F? offered might be spermicides

and the contraceptive pill. Meanwhile, for the male population the 
use of
 
condoms could be promoted by the MO/BHU, the male MT during his village visits
 
and the male CHW. Supplies of condoms/spermicides could be held by the male
 
CHW and the female CHW/T3A in the village, while the contraceptive Dill
 
distribution would be better entrusted to the LHV/FMT/F O, in order to ensure
 
emphasis that the continued use of the pill from a 28-day pack is not
 
interuoted, and advice given concerning 
possible mid-cycle bleeding. The low 
dosage pills - NORIDAY and LOFEMINAL, supplied through USAID FP programs, 
would nnsure that side effects would be minimal. This ohase shoild be allowed 
to run until the concept of FP is well accepted. 

Phase I: When the demand begins to arise from the comnunity for
 
a more permanent method if concraception, training could be offered to
 
FMO/FMT/LHV in how to insert an intra uterine device (IUD) - as the efficacy
 
of the Cu-T is now established and recent reports have shown tnat it remains
 
effective for 5 years at least, this appears to 
be a good choice. Insertion
 
of the IJD should be done at a facility where instrument sterilization and
 
privacy can be guaranteed. :t may also be feasible to exoand the range of
 
community-based FP services. This phase should be combined with ongoing

promotion of the use of condoms! spermicidals/contraceptive pills.
 

Phase IZU: At a later stage, a survey could be carried ouz to
 
determine whether there is 
an expressed need for permanent sterilization
 
within the community. If this appears to be socially acceptable, then medical
 
staff would require training in the techniques - vasectomy, tubal ligation
 
and/or laparoscopy, and provision of surgical facilities assured, 
such as at
 
the RHC or District 4ospital.
 

d. Role of tne Medical rechnician
 

Two male and 
two female MTs are posted at the RHC, to assume tne
 
responsibility for helping with supervision of MTs at outlying 3HUs and 
to
 
generally assist with the work activity, planning and day to day
 
administration of IRHCs. At the periphery, that is at 
the BHU level, one mala
 
and one female medical technician are assigned for mobilizing, training, and
 
providing continuing guidance and support to Community Health Workers(CHWs).
 
MTs are also to work for management support and control systems such 
as
 
ordering supplies and maintenance.
 

The oasi: T2 training course is balanced in three phases, namely 
class room work, practical training in a hospital and supervised on-the-job 
training in a functioning rural nealth center. Time has shown that the 
emphasis has been on provision of curative care by the MTs posted at RHCs and 
BHUs. Functions of Medical Technicians are now redefined, breaking these into 
preventive and curative. 



trinng oComnt relhWres soemrtsfa 	 Mial e :n 

< :.. personnel inthe healt h system with whom the evaluation-team discussed this-: ,:

ii, :: ' ,issue-	 ,especially~th'ose a ti the iprobvincOial level-. beli eve: that. a~i CHW i{s and/";i: ," 

:~~shudbe;considered the same as .any other :health wo6rker,; : :albeit :one ;- i t h v e r yw ~ i : i'. 

:~~ne to:pay a eua aayfrC as iemphasized bSy iman:y MTs, :probably :i... ;. : 
:' ~eflectinIg an !interest in better control of CH s.: Community organization an'd : 

:. : : format ion :of£ local: healith committees :in :such :a sys:tem .isl arge ly:: irreevant:,/ -: '
:.i/"-.:.and ther efo re i-ittlre eviden ce' wa s:avaiilable : of£ mI iper formi£ng thi t1as k:. : ?: :' - " 
:: ::i: . .effectivelyi.. Experience sucggests. that 'an :unpa'id community :Health iWorker w!ill:'? i:? 
: , .%only work if: there is some form of~community .understanding !and': -": ?:- ::.:''I1' want: to 
:."i _i fo is;work. Wit hout iy"nterces t :in,: andi suppoort ,rh k a- commu nity base,i-a commun :. 
:: .. health worker, is :very unlikely: to succeed. :The. current . role 'of :health' wortkers i -: 
..' '' ::'s'eems to focus on .issuingi/nstructions and :is inot designed ito educate -and: '. : itranin core r4ftotps-n 	 hretetann xeddoe n
 

yea: peidadteohrwhr 	 h riigi imtdt he ot5
 

Locll deelpe techn an4erigad 	 o B riigaeotli 

i :..::::: , 'i :i'?BHUs: 4-4 !:--.:! ::-, ~' . .- -	 ? :.'- 4 ' -:" , : ? ::':at and :I RHCsl: thr oug:i!:h h'ig h:-: level:< .:provinc€ial offi'£ ': To do this,ciLals 
:i cionsideration might ~be given to: whte asre o riin ciite n " 

:-'::: .i: workshops, :plus. ob~er;vatina!l~i tour:s to. contie whr omuiyae 

todans rcm ia ornsuarion foration oflcaaeatsmetessn.44
 

......, . ... 	....
The task of promotion of oral rehydration through education •and
 

"Health and Nut'ri ion education workica rried out b, the X s did not i i l 

• : "::,- ev ,di i e .: ::> .:?/ of -::: 	 a :self-pcalatein th ef ieess ;,in pe fo mathese>i:: c .:. /, : :;~ 'tasks. 

_;. - . .. .. . . , . .. . .	 .. Fema l e -XTs a r e a l s o t ra i n i ng 11a r io u s n u mnb e r s o f TBAa . : ,The - . , , . :-. 

http:oflcaaeatsmetessn.44
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Curative tasks are executed by Medical Technicians at the BHUs
 

where the medical officers are yet to be positioned. The Medical Technicians
 

are not visiting villages other than the settlements very near
 at these units 


to the BHU. They are yet to receive the ba:ycles as planned in the project.
 

the tasks and resoonsicilities
 

the Male and Female Medical Technicians were defined separately. 
For
 

Better results could be acnieved if 


of 


example, the Male MT could be responsible for envoirnmental sanitation, first
 

aid, recording vital events and treatment of minor ailments 
and the female MT
 

training of TBAs a.1d
 could devote her time to maternal and child nealth care, 

on tne relevant areas
 

Personal hygiene. Training curricula could also focus 


separately for males and females.
 

e. Community Level Activities
 

:n order to extend the coverace of health care services, the GO? 

has put in place an infrastructure of facilities composed of 

District Hospitals, Rural Health Centres and Basic Health Units, 

each of which is staffed by professional, paramedical and
 

auxiliary workers.
 

Realising that the concept of merely attracting the population to
 

static facilities was not attaining the goals of the Basic Healtn
 
put in place
Services, in 1982 an Accelerated Health Program was 

wnich included an Expanded Program of :mmunization (Ed), )ral 

Rehydration Therapy (ORT) and the ipqraded training of 
(2BA). These vertical Servlc s are

.raditioinal Birth Attendants 


now being i;icorporatej into the existing PiCP.
 

theAt the launching of ?:!ei.C? in 11i2 the concept of involving 

community at the oase in the quest for health was .aiote . .The 

intenc was ,o stimulate community participation uy tne ou'rach of 

the 'Us wno i-anned .Lhe BliJs. Doservation visits ]no4ed rha-t -his 

nad not aroused initiative in tne commnity as the ?I had me. 

only with one or two community leaders and selected soen? to 

Worker - often tnis is not an indigenousserve as Community Health 
ueen asperson Out a orofessional e.g. school teacher, who war; 

oeing a leader. in this upproachbeing qualified by education for 

the community was 	 expected to play only a passive role and novhere 

uf the emople having been enco:1ra:.,d to ievelopwas evidence seen 

a self-nelp Appracn to improving .ne community health.
 

of anThe USAID/GOP Project Paper conceived the creation 
the mean:; to arou:se commuIntixindigenous outreach orker as being 

interest in improvement of health. The selected persons were 

given training by the ATs based at -he BHUs i.e. the male M 
MT trained female 	 CHWs in eaci"trained male CHWs 	 and the female 

village.
 

The content of training ,;as such that the CHW would be expected to 

- promote improvement in personal, domestic and community 

hygiene thriugh cleanliness, the removal of refuse, the 
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~Tisapproach--is an -extension, of -the -health- infrstructuxe-bupt__________ 
retain~s the concept that the community cando l'ittle for itself' 
admust continue reliance/dependence on the supplied services for 

betterment ofhealth. The system remains highly clinical and2> 	 barely touches on community involvement through promot16~n of
 
healthy habits and prevention of ,disease. A visit to each village
 
once a month will achieve little if the role of CHW as a link is
 
dropped, as it appears to be (by omission)t in the 'Evaluation of
 
the Rural Health Program in Pakistan, Nov. 1984' report.,
 

The paradox of this decision is that during field visits by
 
evaluation team members to Punjab and Baluchistan, evidence was
 

inhe oncptof improving health. The team however would
 
cauionaganstemphasizing the CHWs~role in curative care' as this
 
is pento
anyabuses through misunderstanding, and the costs of
 
replnisingmedi'cines'to suci a cadre may become astronomical.
 

Terecommendation is,-made that CHWs should concentrate on.
 
promotional outreach. As a "'drawing cardl,the-femaleCUWs might
 
be supidwth-weighing scales and Ro~d to Health charts soas
 

tooniorchild growth ,more<accurately' the coloured arm
 
meaurig tpecurrently. in'use is less effective for'this
 

purpose. A springsca.le~is available-in whichthe~Road' to Health
 

Chart is inserted> an illiterat a ipymr with pencil
'H 


NV 	 where the n'edld~to~aches 'the chart' and'so mmediately~ have a' 
visual impression of where the child's~we ght lies in the chart 
parameters. Undernourished children could'then be referred to the 
BHU !or nutritional care. ' ' 

:f the CHW's role is seen asonof ipnigndcn3

invariably this-'is interpreted asj'nean±'ng h/eIisaextension 
of thie DOH infrastructure of medical:'care -h1 hsrslsin o
 
request for a salary.'ushire 	 lt 

-Perhaps a name 	 change should be considered to Comminity Health 
Volunteer anee in tfield the.Urdu term ofIrazakarl be, 
used, "avoiding? the salaryiimlcatinapparety'soitdwt 

' -' - th~e term "worker" in Pakistan.s << ~ - 7 

(ii) A community 	program. ' 

itIis ot-very,olear how to implement a community based program '

even" if the'atmopere fortitwere to become or'e supportive -it 
isnot-appropr'iate~irnply,'to adopt an~other~ oountryls model. 

-~Iitaly, it I . stig atd th : a w~rkingmdel developed 
through a 4orkshop of kniowledgeable'peronnel, -inclUding ' 

villagers, th~is model might then be, tried~out ,on~aSarticulate 


Sthe ten triigseilssadmngmn analysts to seloot 
'sum 	 '--'five villagest,~ thenthes personnel th roles of M~s for 

http:springsca.le
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ths ilgs Inthroef 2.TS the wol rqenl ii 

A___te program
vil'h 'le s sn~heoul ae'-of imTS ey eiolmrqunl 

sucsfly'Drn hs eid eesoudb frequent 
exchafi-e&s among.the various manaenentanalysts/training 
specia~listsfalci111tated by'selecte experts on commu~nity -based 
activities.;, _i. oepced-tAt'a"' n model would evolve 
from this study, but that several alt~rnative models beiprepared.
 

on completion of the study, the results might be used to,'
 

develop an operations manuial for the cormmunity section of
 
the MTs work, 1with separate sections for mnal'e and female
 

-

I-ITs. .'

revise the curriculum.Iforl new 4T trainees,-

prepare a curriculun'for in-serviice, training of existing
 
MTs.
 

-

This approach isdeveloped further in Appendix D.
 

TBAs
 

TraditionalI Birth Attendants (locally known as Dais)' assist up to 90% of. 
-cidbrh inte uaaes majority. of the Dais have never. been~ 
exposed to formal trainigin midwifery but have developed their,,sfills either 

~~II working with elderly Dais or by learning throlugh practiceI Their role
1by 


however, extends beyond assisting child bith. hey are aften called~upon to
 
advise on neonatal and infant care, nutrition during,'pregna'ncy, puerperum, said
 
feeding the newborn. Also the Dais conti'nue to provide their services w'ere 
health. infrastructure is available ,inthe cities: 70-i80% of the deliverills ii. ' 

urban poor localities are conducted by TBAs., 'According to rough est-imates,
 
there are 50,000 Dais practicing'in the-ruiral areas of 1?aktstan. 
 ' 1 

Training of Dais took a formal shape in1957 whi-en all the LfVs working in 
Rurlal HealthCenteres were assigned the. task of training.two.Dais every y'ear. 
t


1 ot about
rhe training period extended overone year. N' muchj is known he 
4~~effectivenedsof this tr'aining. -In 1 982, when the.AcceleratedHalthITII4414V 

2r Iogramme w.AsIlaunched', trainin'g of' Dais. was Incluidda o olf its thref)I1'* 
copnet. 11he target wa'a;to train.50,000 Diiis in'three y.ars I .. 4 

X.wsnoehaairenribrofriigcore1 afoDiVee1~II 4 cofdIActd;ln Pakistanl va'rying in-,th scope of train n'g the pe'riod. I4"I .u 

order to1achieve 1unifiormity, a, new, curriculum1 as-designed by a task forcer~1
114cos~ t'incia h u a 1 approyed by an,
fo ups.Th iu q'seun


cf5i~~~ Thmi~ee 'adwsaotdfrtann Dais alloordinatio
44 .pov~ia 

Program -inNtOV.a-Doc 1:904 recommended that the t~raining of TBAS ,should4SHealth 


,be .1411141 t~1continued to.train all available stock. 
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in Punjab, a practicing Dai is trained over a three month period; two hours
 
i o s---:r i ge e t n

A-i-- 6 d y -a we k.-- n--a e- f-h 

to one year. Training of the Dais is conducted by the FMTs or LHVs in
 

addition to their routine duties. In Sind, training teams headed by LHVs are
 
constituted exclusively for the purpose. The training is intensive for 15
 

days; five hours a day. The initial training is followed after three months
 

by a 4 day refresher training. Follow-up data in the Sind Program seem to
 

indicate an' impact on the incidence of puerperal 'fever and neonatal tetanus
 

which are markedly reduced in the-deliveries conducted by the Dais after their
 

training. In addition there has been an increase in referral of high risk
 
pregnancies initiated by the trained Dais. Follow up activities are
 

a
continuing in Sind and the-practices of Dais after one year of their training 

to
'are being evaluated. A retrospective study is planned during early 1986 


-.that were'
~find out the. differences in pregnancy, outcomes in the pregnant women 

-

under ca're of trained or untrained Dais, 'selected on random basis.
 -

Conclusions' of this study will be 'useful for improving training techniques.

' . 

Rural Communities pay for the 6ervices of the Dais either in cash or in
 
kind. Thus the trained Dais do not consitute a financial liability for the
 
Government, beyond providing some nominal st~ipend during training and a
 

midwifery kit. They are community accepted health care providers and are
 

' 

'
-'' easily accesible to them. Female Medical Technicians and Lady Health Visitors 


will continue to work under social constraints and face transport problems for
 

visiting homes in all the villages assigned to them. Dais consitute'a great
 
potential resource that could be exploited for-achieving access to women and
 

' - 

the" villages. The most encouraging aspect~is that the Dais are
 

-willing to take the trainfng a6d cooperalte with the Health-Znfrastr)JctUre.
 
children 'in' 


" 


3TrainingPrograms
 

- - .. a) Community Health Worker (CHW) 

Y With the idea of community outreach the PHCP conceived the role of
 
CHW. In several areas those selected were non-indigenous school teachers
while in others they were non-literate or-semi-literate villagers-, 7 study of
the success of these two types -- literate versus non-literate would he iseEul. 

The CHWS are reported to have been taught by the MTs the principles of 
preventive health and inmost cases the treatment of common diseases. 
Observation of these workers in place gave overall encouraging results 
although many had only been in place for less than six 'months. Training of 

* CHWs by the fITs generally has been given on a twice weekly basis in thep
 
-villages :41:s have expressed a5desire to hold this at the BH-U.-'' 


-some 


responsible for CH14 training often lack the simplest of traininj alda
 
.MTs 


'2
such as posters~ or training books using picture dep-ictions suitable for 

-' 

illiterate workers., 


bTraditional Birth Attendants (TBA)'
 

-'- Under the Accelerated HelhProgram, triigfor Tl3As has been 
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conducted at RHCs and BHUs by the femaleAT assisted by the midwife (MW) and
 
at some of these units by Lady Health VA'itor,V'Qhere these existed.
 

The curriculum consisted of training in:
 

- the antenatal care of mothers and identification of high risk
 
cases which are to be referred to higher levels of care;
 

- method of conducting a clean delivery and adequate care of the 

nursing mother and her child;
 

-
 the benefits of prolonged breastfeeding for infants;
 

- the need for pregnant mothers to undergo tetanus inoculation prior
 
to time of delivery;
 

the need to submit children during tneir first year for the 

series of immunizations;
 

- the use of ORS in the treatment of childhood diarrhoea.
 

On completion of training TBAs were supplied the standard maternity kit
 
designed by UNICEF/WHO. 
By October 1934, 15,000 such TBAs had completed
 
training.
 

Since training there generally has been no attempt to maintain 
con aac
 
or supervision of 
these TBAs. In a few cases individual FMTs have i
 
contact with the TBAs and in fact continued to add to their skills by giil
 
CHW training. Supervision of the CHW remains a responsibility of tne ATs
 
located at BHUs- it would appear logical that responsibility for supervision

of the work of TBAs should fall to the FMT/MW/LHV where these exist at ?:Ci3HU 
facilities. This would ensure continjed opportunities to add to initial
 
training and correct backsliding.
 

c) Medical Technician
 

Medical technician training schools were visited in each of 
the
 
provinces where opportunity occured to talk with traiiees and 
instructors. 
During field trips several visits were paid to villages where MTS were under 
field training by their instructors. Under the current PHCP these MTs have 
oeen trained to deliver comprehensive health care in curative, preinennie %n 
promotional applications. Since 1934, the GOP has posted the ofrpius
of
 
medical graduates to 
BHUs and this now has produced a changing role for the 
male MTs at BHUs who to a large extent will no longer give clinical service 
but rather do community outreach in promotional and preventive care, including 
as team i;Aer of the MPHW mobile team. 

Defects have been found in 
the training of the Ts. An evaluation of
 
the curriculum design was carried out 
in March 1984 by a consultant team from
 
PRITECH and currently a revision is underway. There has been excessive
 
attention given to diseases/diagnosis which are beyond the role of 
a MT,
 

I 
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whras -insufficient- at tent ionis- gvntpretiehalth'with- a-o actlca

community focus. The female 14T~program has only 2 months of maternity
training. In the field many female MT's 4comiplainied that they needed more 
maternity training -for the role tney are asked to play. 

Attention should be given to 'the com~plaint by students and graduate XTs 
that all training materials are in Cnglish-.two texts have been translated to 
Urdu viz. 'Where there is No Doctor" and wHelping Health Workers~Learn", but 
these are not always available to all trainees or all graduates.' Similarly
all graduates from MT schools have not been -issued their own copies of the six 
training texts used. 

MT trainers were found to be lacking insufficient training aids e.g.
audio-visual equipment, posters and training manuals. 

d) Lady Health Visitor 

' 

The LHV curriculum offers nine months of maternity training, twelve 
months of maternal-child health care and three months of public health. A 
~field visit was done to the LHVPublic 4Health School, Quetta' where the FMT 
training school is currently located. Discussion here'was made with the -

Director of the LHV school and Dr. Sanaullah Malik, the Program'Director- of 
BHS, whether the roles of LHV and FMT might be fused and~how this would aff-ct 
the current traininig programs. The consensus was that a combined LHV/FM'T 
course could be completed in 30 months. 

- 1. 

~ 

~4. -entry 

-The role of LHV' is already widely accepted and respected by the people
whereas that of FMT still carries somne suspicion - itwas also noted that 

qualification for'the tJHV course is-higher and that-applicants not. 
accepted can still be'acc'epted to the FMT course. 'Although an lupgrading'
in-service course was made available for LH/s -to train as FMTs in 1979-in 
Punjab, and whereas at 'the beginning there were, 4-timies the applications tha~n 
there were places, this year- only one LHV candidat'e -applied and.the course is 
now to be terminated. In general LHVs are miore satisfied with their role and 

-additional training has not- given them an increas *intheir salary level. 

e)-Multiple Purpose Health Worker (MPHW) -

- None of these workers were yet 
underway in Punjab province. 

seen in action as training is only now 

Progamm inPakistan, Nov. 1984' is to be formed through'in-service training 

tecnicans,'ad he dispensers4-working at41RHC/'BHt facilities., Theseams Of 
NP~ oaetRCB~ ilhv steam leader' themale MT/Sanitary,-

Inspector or' Rura1. Health Inspector of the faility.- Trainirig~rodules have
been drawn~up by th'e'MOH Special Education and Social Welfare Division to,

~4- ,cover nutrition analariat diarrh~al disease control,.PHC and the role'of the; 
" MPHW, respectively--. 



M ica o i (;' *.. .0,
 

The medical officers staffing BHs are generally recent graduates who
 
hiave just" completed their hospital house-jobs. Those interviewed in the field
 
all declared a lack of community health training and lack of understanding of
 
the PHCP. They also complained that they did not understand the 'roles of
 

'raining in how -to manage their unit staff and its outreach program. it is
 

recommended that change be made in the curriculum of medical students~to
 
:'provide sufficient orientation in community medicine.
 

a MOs incharge of IRHCs have now been given in-service training by~the
 
mnagement analysts in the concepts of PHCP and management of their complexes.
 

a. Other Training Approaches
 

No evidence was seen in the field whereby a continued 'attempt was
 
* made to pass information from executive to field levels of staff.
 

comose atthe office of the Program Director which would be sent out monthly
 

to all -BHU/RH9Cs in the PHCP which would be used as a means of passing new
 
information and reinforcing previous concepts of outreach and ma~nagement to
 
the field workers. Field units could also be invited to send: back reports )f
 
successes/failures and:coTrcive 'resolu1tions re innovative approaches which
 
might assist other field units in dealing withsimilar problems. *Th's the
 
newsletter would be an instrument to dispell freelings of 'isolation and
 
aeparation. The management analyst and "raining' specialist at each provinci'al
 
level could be invited to contribute to the newsletter but should not be
 
'obe responsible for its production.
 

'4. 
 ISSUES IN SUPERVISION
 

'a. 
 Structure of the Supervisory system
 

The Basic Health Services Programme, which preceded tne Primeary ealth
 
Care Programme, acknowledged the importanc e of supervision. Oneaof the
 
important activities proposed for the Rural Health Centre was to providea
 
technical and administrative supervision for all workers within its catchment
 
area. Each RHC was to be linked with the District Health officer (D, not
 
only'5through the mnanagerial clont'rol .by the physicians, but also by technical 

supervlsory relationships with district level' persons inperso6nnel, 
 -

supervisio, inventorycontrola management.5
 
-. td l new systems Of management,supervision, and
 

supply.
 

I-P This 'emphas'is ion~management a,n
d supervision-was continued 'inthe 
Pimary Health CareProject'. The Project Docum~ent acknowledges that they

principle managemient lessons learnt from the previous BHS Projcweeha
-5 "'ect wer tht,4 

I 
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(a) effective management and supervision are essential if the Primary Health
 

Care Programme were to succeed (b) the Programme needs to be strengthened in
 

~jthese two areas. Consequently the first component of the proposed Primary
 

Health Care Project was' Programme Management. it was decided, inter alia, :o
 

support and strengthen the project managers and other key officials involved
 
in the Primary Health Care System.
 

It is felt that the most important supervisory level of the Primary
 

Health Care~ is the district level. This Project Document acknowledges this
 

importance as under:
 

At, the district level Medical officers serving as District Health
 

Officers (DHOs) and Assistant District Health Officers (ADHOs) have direct
 

supervisory responsibility ove- RHCs and !RliCs,and iay.have: direct and,
 

positive interest in promoting the further development of the Basica Health
 

Services Programme. District hospitals which are referral centres for TRHCs
 
are supervised by the Medical Superintendents who do not report to the DHOs or
 

ADHOs. Medical Superintendents and DHOs both report independently~to the
 
Director(s) of Health. Consequently DHOs must co-ordinate their activities
 

with Medical Superintendents of referral hospitals who nay have higher' status
 

than the' DHOs, making co-ordination difficult. Nevertheless, each IRHC is'
 
are referred for
theoretica'l.l. linked to a backup hospital to which patients 

care. 'Although district hospitals do not play a direct role in the Basic 

Health Services Programme, they serve as' sites for 1MT training schools 'and fo~r 

the'-practical1 hospilal-training 'incurative care for IMTs. 

Among the lessons learned, from theevaluations of the Basic Health 

Services Programme< was the need 'to strengthen -manageme~nt at all levels, ' 

includin~g additional training in project and managemient planning, operations 

management (health services administration) and pro'gramme evalation for 

edical Officers posted at the district level. ,District Health Officers need
-

to be actively involved in planning and implementing provincial operations.
 

similarly when' key programme' personnel are' repl'aced the replacements should e
 

adequately briefed on~the programme's purposes and operations.
 

The Primary Health Care Programme proposed inservice training for 

Medical Officer Administrators posted at Provncial, Divisional and' District 

levels becauise these' officers normally':lacked adequate training in operations 

planning and management. ,Similarly :the Medical Officers posted at, I.RHCs" were, 
to be -trained in the concepts and practices of rural health planning and
 

ma'nagement because it was considered necessary to develop not only knowle-dge
 
and skills' In this area but also the attitudes that'i'll 'be conducive t,o'ithe"
 

''proper admnistration of IRHCs and the supervision of MTs.
a 

is' surprising that:inspite of the importance attached to the 

training of Medical, Officer Admlnistrators andiMedical officers posted at 

IRHCsi Projec Document o he Primary Health'CregProgramme the first 

, trainingprogramme.was not conducted untilAugst 19B4, in 

'a aIt 

provin2

'whiich 2 health'officersrelated to'the, Project in the province participated.a 

t etimeof the evaluatio atotalof 235 health aujthoritisad been 

rnmaaeetworkshops.a~aaaa
 
aaineda- ata 


i 



But training, specially of the District Health Officers, isonly one
 
facet of the problem of supervision at the district level.
 

The other issues are: (a)Frequency of supervisory visits; (b)Referral
 
system; (c)Guidance and support; (d)Delegation' of authority
 

(a) Frequency 	of supervisory visits:
 

The Health and 	Nutrition Section of Planning and Development
 
Division have carried out an evaluation of Rural. Health Programme
 
in Pakistan on the basis of Sample Survey. The Evaluation Report
 
indicates the following position of supervisory visits in.1982.
 

.'-' 	 (Evaluation of the Rural Health Programme in Pakistan. Health and
 
Nutrition Section, Planning and:.Development Division, Government
 

of Pakistan,. November 1984,> Page 78. Th'e Report does not' refer
 
exclusively to 	Integrated Ruial Health CompltExes).
 

INo of patientslI
 
Sample Ireferred to jRange of Supervisory 'Visits by number of
 

size I higher levels I 
 'Institution
 

IINo 	 record I Zero 1 1-2 1 3-4 1 5-6 1 More than 6 

Iloformal, I I I I 
'44 Ireferral systeml1 4 1 4 1 13 114 13 1 6 

* ~. ''~' exists.. II 

above table shows that in 8 out of 44 institutions no 
supervisory visit took place in the course of the whole yeiar. On 

.The 


the other hand -9intitutions-were visited more than 5
 

times-probably they had easy access.' Those details prove a
 
singular lack 'of 'asystematic approach.' itmay be added that in
 
'future the RHCs and BHUs would be established in even remote:
 
areas, these by making' the supervision even more difficult, if
 

remedial' measures are not adopted in time.
 

'But it would be too hasty to assumethat the only reason for this
 
-inadequacy-of supervision was lack of will to work. We should 
also. 'onsider the fact that the District' Health officer is 
ex~pected to' perform multifarious functions i.e. management of the 
health services of the whole district, technical supervision,' " 

prevention and control of dlseases,:develpnft planning and 
'monitoring, working with the' Dis~rict Council 'and procurement 'of 

'and equipment. In addition he has to perform miscellaneous 

other duties. On the other hand the number of health institutions
 
which he is to supervise iscortinuously~growing. For example, at
 
present 9.72 health outlets are functioning in the 13 districts of
 

-'drugs 


so the average-number of institutions per DHO comes to about 
75 bIutin several districts the number is for'higher and 

4NWFP 


,connequently even more difficult to supervise Add to~ this the 
relating to vehicles-~and POLAnd one ~can have sneidea-


of tile frustration o~f the District Health Officer.4
 
-problems 	

, 
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b) Referral System:
 

The Primary Health Care Programme can only function properly if
 
there is an adequate referral system. The importance of referral
 
system was also acknowledged in the Basic Health Services
 
Programme. It was found that this link is extremely weak. This
 
fact was also highlighted in the Evaluation Report of the Planning
 
and Development Division referred earlier. In fact no referral
 
system can work properly without satisfactory transport facilities
 
and improved communication between the BHUs, RHCs and Tehsil
 

Headquarter Hospitals.
 

c) Guidance and Support:
 

One important purpose of supervisory visits by the DHOs should be
 
to provide guidance and support to the IRHCs. It is felt that
 
this aspect of their work needs considerable strengthening, they
 
do not know how to supervise effectively and provide guidance and
 
support so the supervision has limited utility. Apart from
 
inadequate training provided to the DHOs to date the following
 
factors need also to be taken into consideration:
 

i) 	Senior DHOs are posted as medical Superintendents.
 

ii) 	The specialists, who have not worked in the field, can also be
 
oosted as DHOs.
 

d) Delegation of Authority:
 

The ADHOs can and do visit the :RHCs so in a w:y it can be oi 
that there is delegation of authority from t.e DHO level to 
level. But the snag is that ncre often than not the ADHOs are 
junior and comparatively inexperienced persons. Thus on th.e one 
hand they have little real authority and on the other they do not 
have much to offer in tne way of guidance and supoort. The 
following courses of action are recommended to improve the present 
situation: 

1) 	An appropriate supervisory training programme should be
 
developed.
 

2) 	All the DHOS and ADHOs be provided the requisite training.
 

3) 	Short refresher courses may be arranged at reasonable
 
intervals.
 

4) 	When the new DHOs and ADHOs are posted they should be trained
 
in supervision as early as possible.
 

5) 	only senior persons should be posted as ADHOs and necessary
 

authority should be delegated to them.
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6) It should be ascertained whether the number of the ADHOs is 

commensurate with the requirements of the concerned districts, 
if not creation of additional posts may be considered. A 

policy decision in this matter may be taken at the Federal 

level in consultation with the provinces. 

7) The transport and communication arrangements should be 

examined, especially with regard to ambulances, jeeps, POL etc. 

3) Sites for the establishment of future RHCs and BHUs should be 

carefully selected with a view to ensuring the availability of 

the necessary amenities. The sites should be equally 

accessable to the clientele and the supervisors. 
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b. Problem-solving supervision 

Virtually all of the officials interviewed by the evaluation 
team agreed that supervision is a ce ntral 'issue, in~health services in 

chra te i th excep ion. ,mos - -~ - i or 
caatrzdsupervision as ~a pervasv wekes ,asall numnber,

'of encouraging exceptions, 'the;ta' il osrain conf irmed this
impression.- The *term "supevision" is subject to'a wide rageof
interpretations. 'For 'the purpo'ses of'the evaluation, we focused on' the_ 
actions' taken to assess and inprove service delivery. by aysffwho are 
not themselves providing the service. 'Our interest is not limited, fo'r 
example, to th~e frequency with which the IIJ/TC visits a given "'T. 
:Rather, we are also concerned with what actions ne takes to 'improva th'e 
vMT's performance,'feasibole interventions 'he may neglect, and'the overall 
impact of different 'approaches. We will also discuss the costs of 
supervision.'' '' 

1~selected 

Based on the Project Paper, 'the Sixth '5-Year. Plan, and the 
priorities expressed by Provincial officials, this analysis-will focus on 

ormary healt care services, particularl E'21, ORT, 
tuberculosis management, passive detection and t~aatment-of malaria, 
family planning,, and infant pcenmonia. inproject areas, the services 
are provided chiefly by medical'officers, medical technicians, and 
community health~workers. 'The 1 'team found a broad concensus t-at mostof 

' the poroject's potential for redcn morbidity and mortality' depends on
eiffectively; providinj E!SE! servicez...'',~ '. 

A complex activity such as administering ORT, can be 
subdivided into a number of logically distinct'comonents. The WHO 
treatment plan for, moderate. dehydration, for example, includes 17 

seate components, icungtsssuch as showing tether hal;t
administer- the solut ion and re-evaluating the ill child aftr 4-i hours. 
Similarly, an activity like educating miothers in a-given village about'-: 
ilmmunizations can be described in terms of speci'fic'icrm0 of, information ' 

that are to be conveyed-to,acrtain target population. From this 
-persp~ective,'-the health, impact- of project service delivery activities 
represents the~ net effe'ct of performing these individual, poen-l'ally 
measurable tasks. The relative limportance of different tasks probably/ 
varies widely, "but in orlnciple,'every task should have a probabl'Lry'of 
reeiin's'pervinefyectlv - on that is greater than zero. f? a g iven 'IT

is ieffctie i explaning the importance of'the third dose of'D- and 
-'polic', the superv~isory sysem~should be capable ofdtecting such'' 

- shortcoming'Kand taking action to correct it. Ths eeaieIh 
extnttowhch superl-sors organize their~ visits to deal- with 'concrete,'

individual service leli,,' tasks. 

-' 

I 
' 

'To a large degree both service delivery pe~sonne-1 an,]
supervisors appeared to lack detailed descriptions of service~ delive'y 
tasks in,these high 'priority areas. CH-IS, for- example, did not-nav'O 

-clear, understanding of specific steps. to take when they -had--identifLei a 
S'cnild with third degree malnutrition. _Their.~MT spervisors were, -in

turn, handicapped by the lack, of a criteria for assessing performance~ in 

C 
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this area. We recommend a systematic effort to define high priority

services comprehensively in terms of descrete, potentially observable
 
tasks. Such definitions would, in effect, constitute a statement of how
 
ranking officials expect to reach the goals outlined in the Sixth Plan,
 
the Project Paper, and similar documents.
 

These "operational definitions" are conceptually similar 
to
 
traditional job descriptions, but we believe there are important

practical oenefits to providing far more technical detail than normally
 
found in joo descriotions. Much of the technical information neJed to 
define service delivery activities operationally is already availaole in 
a variety of M'Iinistry documents, WHO publications and other sources. 
Particularly for edcational activities, such 
as promoting tetanus
 
immunization of fertile age women, 
it may be necessary to develop

materials de nova. For the suoervisory system, the central coniderition 
is assuring the distribution of these operaticnal definitions tot e
 
involved service delivery staff.
 

Any detailed description of .what a given category of health 
personnel sho-i!l do could orove unsatisfactory over time or under cer:ain 
circumstances. Conveying given information about OR2 may have no
 
influence on actual use, bontrary to e:pectations. :&re, the ;esi n of
 
the activity, in this case, the content of the edu1cation.a Me3.age,
 
should be changed. For the purposes of this discussion, how"ever, .e will 
consider the basic function of the supervisorv system to be the 
imolementation of whatever design is selected by policy-level officials. 
Our focus is :on what supervisors do to cause these ocerati l-.-fin-c
 
tasks to actually take place in the vi1.ige or 3HI.
 

-or a given service delivery task that has been def:ned in 
oojectively measurable terms, a range of performance is possible. 
 A.2
 
followup of treated cases of infant iiarrhea could, for example, take 
place only in a certain fraction of cases, or the content of the visits
 
could oe incomolete or contain errors, 
 in order to simplify the
 
variables to be described in characterizing supervision, this analysis

reduces tne performance of a given task to one of two cateaories:
 
Either the task is carried out essentially as it was defined, or it i3
 
not, in which case a "problem" exists for wnich some supervisory action
 
is indicated. Exoerience with this approach may indicate 
that describing
 
tne performance of certain tasks rejuires ,
more tnan a simple oroclem 'io
 
proolem classification, perhaps a quantitative scale or multiple
 
classifications. it may prove worthwhile, for example, 
to distinguish

different errors in educating the mother of a malnourished child. or 
other tasks, the threshold for unsatisfactory performance may require

revision periodically, as conveyig certain information on ')R" to a
 
steadily increasing proportion of the target pooulation. 

:!aving defined what constitutes a oroolem for a given service 
delivery task, the role of the immedi ate supervisor :an be expressed in
 
terms of identifying and resolving tnese proolems. 'hese efforts to
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~~~~~~~~Drc Inquiry:thoth~iv delivery ts cnbedvieBefrmneservice 
intoat lea st risthemstlethodlogie~ dentify besad
for tem 


etooogeperfcfvo r resepolving thesmplakn theMTor1 t
 

1.Diecrt inuin: 	 dr~frne tootncet 'service deliverypesnlad 


1< 	 taskslsuch asA follow-.up of suspected malaria cases.
 

to identify or give-examples of common or important problem~s.
 
Noneofte superyiso sl reported4.en trie nitriwn
 
techniques, despite the'fact that eliciting informiatioii on a
 
worker's-own shortcomings requiressoii skill., Alchuhti
 

isapotntilly~api, 'heap,~and effective -supervisory

methodologyj, the tanfound.no efforts~ to~evaluate the.
 
supervisor's ability todniypolm hog u'
 
interviews, nor 
 reany steps tke<n to, 	refin their,

~<techniques.> 
 The rjctapa3t have given~litt1.e
atte4 ntion toti practical ueKsr skl; 
 -

2. Skill and Knowledge..Evaluation:j'raining assessment 

rtechniques are weli~developed- andiety s~o supeior 



~AI ~Iinformiation .areCmoreaccessible. Njevertheless,Iapart from the

~preparatian -f-an ORS, ol-utio 
-byC~a~p- omatr'
 
the competence of service~~pesneapae to4>be lnfre'4
 

adunsystematic. Evnfor~thie. otimora slsuc
assessments were not doc'umented..~Despite the~projectls

extAnsiv investment :nfra'training,-bhel aupervisory
system l~argely fails 't'o monit'or the af'stci~ a kl.s 

3. Assessment of Quality of Care:,,.,Supervis'ors reported, few V 

efforts to monitor thqaiyof'tze.large umer~of servic 
'- ~contacts carried out byM'inimiilly_,_r e volunteers 

relativelyl inexperienced paaedclwor1ers landlrecently' I> 

I graduated ,physicians. Evenral16w'fig for-,h pract1ial -
Adif 
 culties involved, field -level:SUPervisors".made 
 A 

4surprisingly 	 few atmt tdielyosr 'service
 
4- -deliv~ery.~4 	 R.ole 4playing is bsediAn MT and CHWetraining, b.t I~~I~14 

A Al~4~5AAA 	 not to assess the performnace4Iof individual serviceA A.4->VIl 

.SfVIIIVSproviders. 
 Supervisors-didAnot systematically interv iewI A 

54-Ipreviously 
 treated patienits., Nonie of the supervisors used,
 
. A written~guidelines or checkistos'sto identify deficiencies 1in

~~~specific service activities.,~I4-- 4A. 

A4 I4. Es mation of P- Coeae A.Aln Ah'~jtsest 

4
.4-, 1-~.. actively provide 
 a nu.mber of priority, srvic'e-s to a .60pihatonA 

I4V~~lIAV~~4YA 
5 

that appears be 'unusually 4'ell defined. this''In- a8ef3e, ian

4 

V 
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supervisor.wul be revea ling. Onily, 6ne of~the up'rvisors we~ 
interviewed ca'rried otEsuch su rveillan'$e, 

5. Effectiveness ;of. Educational Activities. Virtually everythiing 
the pcojpctis atepting to do-to influene heath Status~
 
requires substantial beha irial chanes~i t cmrnunitie
 
served- The, proJect s embhas is'on out.reach and 'comm'i 
level act ivities is'based to~a-large degree .on covyp 

-~ information. Neetees ut de one, IRHC, :supervisor 
:assessment of these~effoLrts~appears to be limited if.,noty 

entrey bset.', A. ewbrief interviews with'lett a
have -been, contacted would allow~the superisor to estima- tne 
actual effectivens~ of thesecon~tacts. 

. Followuo of Previously Identified aroblems: Rarely-s it~XjA~
-rdetfora: supervisor to assume that a i,- 7; 

del ivery, problem ,was,'resolved by 'his -initial' intervention,---
'Cornpared to',.other, problemu-identif icatio n techniques tihe 

of old prbes e fairl simoleto-Nonethe5upr~iOr5nterviewed kept reccjrds''5f 
Aof th sp~rlos fknown proble
 

:hwvr n fze-taf'eneve 'ientionhed,
 
Sfollowuo',as a'specific elmentof supervisoyvsis. The ''"-,
 

A5project' nh~e
iervnion,'toreduce 'neonatal~ mortalitv, 
tetanus immunization for.fertil: -e womi, wa'lagl 
unsuccessfu.l in most of the. sites, we-vis ited. ',.eetees 
none of~the,,supervsory staff. had nys
effetiveness of'specific'mauces -o ices prevalence.-
 -< 

kIn summary, ,the-'teamIs imprejsion tistlhatfirst evel ' 

~supervisors in,,thepo~ ~ he~ag yneglectedAeach of 
i~these.si'x.tehnifies-for identIif-yin so Iecfic perfran'
 

This' 'assessment apolies equ-ally to M~Ts and -V~-~,, >-~-- AR'A-~problems. 

~~-A'A~'IA ROBLEX4SOL UIj METHODOLOGIES ~'-'~I 

k -in--'view of the apparent datofrgnzdproblem identifictioni 
attelvlof indiviidual,' concrete servic dlvry taks, wekns in 

prbe-ovn is no uexete. oe of t.,19 u rvisors that we A 

B interv'iewed coulid descriLbe a~ systematic~tppr~gach to problem 30olg. .i 
concrete details of servcessch as ORT :are,, ',e coniclude, l ;-4-I--- <-

reutoffra training and individual ,initiative.~Organized eeffor-jA -

-to influence the conterai of tese-servjces or theic~coverage of tha. 
' 

target population have played only a'minor role in the pr~etup to now.. 

1. Defining the Problem:s Experionce in the management of a 
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dealing' withl problemsthe.oriary supervisor1 was ;unable to
 
resolve. This gene~ral4arrangeme'r howevere has not been
 
systematically develoed~ First level supervisors have 
received no training iniithe,criteria for these referrals.< 
There is no supervisor' reporting system to' allow individual 
problems to be monitored and the project has provided no 
guidance for describing them. Not 4surprisingly, there has been
 
no attempt to document or analyze thetyes of problems.that
 
first level supervisors'could not resolve.. Although the
 
reter~al of difficutlproblemis is an~ obvious~ supervisory.


K activity, :it remains to be developed for, even the~highest 

priority services of the poet
 

Insmay,"eta ' imrsini4ht h efrac
 

service providers in-<the project reflectsa virtual _Ibsence of
 
organized problem-solving by first level~supervisors. These
 
supervisors appear to have' received n6'speciflc training in
 
any of the techniques we~would propose 'are necessary to,'' 
 4 

identify andrsolveerformance probles. We.4doinot,.
 
, however, believe that training for these personnel will by~ 
.
 

i4' f'e'd -ta~ '- a'd i's t isB t e m a u c 

applied by the team,::the second-levelsuervision provided to.
 
MTs and junior physicians was even less well-organized than
 
that which they in turn provided to service providers.
 

personnelin teProject area have both supervisory and dlr(t_"_
 

role' as suiperv7is'ors and the support they~reev in this7
 
capa'city from second level supervisors'.An example of this.
 

f4would be the AT'who'supervises CH;-,s and is in turn supervised
by a senior M4T or~medical officer in charge. In unb~ r 
4sites 
 we visited'actial 'contact with the 4putative supervisor 


.44 ~ was minimal and project staff in effect played~a'v"pervisorv' 
.
 

role, albiet~necessarily on a limited scale.. Qtrer
 
4.4'  'elationships,,sich~as that between the BHU 'medical44officer 

and 4TS4 was 'not,clearlj. defined <in nany cases. (. 

~ '-., Wone'of Lhe'staff in the'~position of 'second level supervisor~
~ we re able to descr~ibe, wte th 4'wudass performac'e of


4.4.4.k.....a subordinate&supervisor,4jwhatineasure4,''ey would take to 
 <'4 4 

.4.,improve weak,,p9or mc e, or 'th'e nat1.u re of,any, gonera41 ,'' 4.. 
.4.4.4.4.4 44.44technical. 1,g hywo~d:rvd: Niaco doubtethere were~--4

4 

~-~ 4 

,,,4..4som'e 4benefiii results that'flowed more les ,s_ atUIrally ~4~.4444or 
44M444.......from corntac wit~h a-4mo re seior profensi onal, but th~ese 4 .4 
 444 

viisfollowed no distinctive strategy.' Since first-level.444444.....4
supervisors are primarily'lowec.44 ranking professonls.with~''''....4..4 

4 ..4 44 4 <~... 4 . . 4 ' 44 4 4 4 ~ .44 - I4 A . 4 . 4 < 4 44J 44 f . 4 444 4 . . . 4 4 44 . 
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_ R~~~~~serve - h .tsue<isrvs~t. 

or directly'brv sprioyvst. Tjste,role-of-,the,,
.sec-ond,lIevell-IsU-pevis6'r r~e~ires ai &cto6irvtioh' of servic< 
deiv lee servisor, buth 
substantlallyj less of ten.' 

It is important~that the relatively 'small number of service
 
t activities~examined by the second level supervisor adequately


reflect' the performance of the primary supervisor. Effective
 
supervision of ORT services does not necessarily imply similar
 
performa.nce in tuberculosis'. In addition, the variousseic
 
delivery tas4's that have been assessed by the primary 
superv'isor fall into three distinct problemn status groups fro,, 
which ;the second level supervisor mnay select a Siujsample* 

1) >No ocoblem was found, 2) a problem was fodni oc 
resolve~d and 3) an atv po lemi present. Each4 
category allows;the second level supervisor, t-o e~valuate, 
problem identification by the primarvsuoeuliso:, either 
con~firming or cont adicting his finding. dhere a orobie:i 



was, identified, it is also -Dossible to eximine trobiem 
solving. Active problemis o esent the additional 
opportunity to directly affect the service oroldec
 
perrormance In a particularly difficult ask.
 

The point of these detailed asses3sments is,of'cou *3-, --0 
improve theperfor ance of the firs level suervisor. Soecific:ra in in 
ist:ne m~obvious response, but the other bai s6K
such as providing motivation may prove equally useful." The relattonship 
ze1,e an the first&4nd second lev'el superviso~rs provides A oaradigm. f~ 
-he supe~rvision of any group of professionals Wh themselves havea 
supervIisory responsibilities, ~-

In'the provin'cial health lihistrie here may be as many 
as eight such relationships bewen the4 policy level and the actuial' 

«4providers~of 
 services. The higher levels of thi .hierarchy includa some
 
of the most experienced-and technically ixpert health professionals in~
 
Pakistan.~ E.
xp nsle- eclallzed training and contact with out'side exp-ert 
"~consultantsare largely concentrated in this' group. It isterfr 
disturbinyT to conclude chat the current supervisory system provid41~s
ofiias wihltl nih lt erVtce delivery Prooleni and U1L 1 

opoor:ttnit7 to respond effectively - -- ' 

~~1~-;::%~~,, - -sThe Supervisory' Information System - 5-- r 

Th rjc rsnl olca no inafOrmation. rslAted o 
- SUPO.: '/i50y-PcOblemM .1 3ysemriiau.a., 

zupervise the cncrte imli Pa nd othe: po1.~-:-ak 
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the'supervisory hierarchy lack an effective sampling frame.~ At the local
 
level, this could be provided by a complete listing of tasks for each
 
service provider, indicating 1) the dates when a task was assessed by the
 

*. 	 corresponding supervisors and 2) a notation of whether or not a
 
performance problem was found. For higher levels of the supervisory
 
system, reports could summarize th~e performance of groups of providers.
 
and collapse the number of service tasks. This type of information
 
system w4ould be well suited to computerization. It would be prudent, of
 
course, to subject this or any other proposed information system to a
 
careful small scale trial. prior to implementing It.
 

A related issue that has yet to be addressed' is the 
extent to which it is feasible to use written supervisory supports to 
partially. substitute for field visits. .A number of ministry staff 
described severe limitations on t~he ability of. su?ervisors to taval, 
reflecting shortages of 'transportation~resources. ro the. extent tha: 
lower level supervisors can be' trained to accurately describe the 
performance of sirvice providers, higher level supervlsiors may be abli 
to advise specific actions. It m~ay also prove feasible "to'develoo 
standard categories to describe common performance problems, the 
evaluation technique used by the 3upervisor, and the nature of' th-, 
suoervlsor's intervention. in contrast to the counts of )pItient:o. 
presently reported, supervisor reports .of thi nature ,;ouldl lend 
themselves to verification by higher level supervisors. DcuLIentatiOn~: 
real world problems and their resolution could also be expected to 
facilitate the development of practical case studies and other 
supervisocy training nater ials. 

in recent years, the AID Bureau for science and...
 
.echnology has supported two indepth reviews of the state of the art Of.
 
supervision in basic health programs. Resea'rch in this area has lagpad
 
behind relative to Other components of a primary'health care systemi.
 
since these reviews, the Office of Health has supported aseries of
 
stuidies, of supervision issues through its program~in operations,
 
research. Nevertheless, taken together, available research findings
 
provide only limited guidance regarding the details of how a hierarcny
 
Of supervisory personnel can bring about the maximum health impact,
 

* 	 considering ,the constraints on the health system. Relative to comparable
 
health systems, that of Pakistan isunusually..well-eindowed with trained
 
personnel anid 'an extensive infrastructure-> As discussed elsewhere i~i
 

'2 this report, available ev~idence suggests that increasing the health
 
status of the population isunlikely to be effected througn a dramatic
 

A, 	 expansion of general' health resources. Inour estimation, the most 
promising strategy focuses on more effective organization of the 
activities of existing personnel. Because of the limitations ow'e 
prfsioa~iertr' most ofthe information neqded to design an
 
effective supervisory strategy must be generated by~the programn itsellf.
 
such re'search ma7 be considered a captlivsmn tha-.nb expectid
 

produce health beneftts.fa: into the fUtture. A3s uch this, efeort
 
Would be ,entir'ely Withinthe' arge objectives of -he,project.
 

,to 


Recommendationh:
 

testng atndieappr~acheiiipeatngn o,§ ~ 
Staeie ta ace davelope4 na edil U n ,he ,raw .uper,114oW/ 8,19em, 
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*5.The Collection and Use of 'Information
 
A later section of this report outlines possible research and
 

surveillance activities based on a substantial restructuring of the
 
pro ject. This section focuses on management activities related to
 
'information issues, and does not assume a research focus, but there are a
 
number of common issues.
 

On an admittedly subjective level, discussions with service
 
staff leave one with an overall impression of a progralm
 

operating blindly. Clinicians treat whoever walks through th clinic
 
door, but have little sense of the quality 'and effectiveness of their
 
miniscrations and ev~en less regarding the local:health oroblems that do 

not spiontaneously come to their attention. MTs and others work ing in
 
public health and evntive little sense of'
 
accomplishment. The psychological rewards ofdeaths and disease that did 
 :
 
no: occur, which can be seen only indirectly through careful meauremen-,
 
remain unmeasured and invisible. Witndeclining morale and motivatlon,
 
tne very real oostacles to outreach work appear insur;nountable,
 

Ranking program officials were often aware of these intangibii
but inportanc problems, but lacked tools to deal with them. A .n'mnber of
 
physlcians observed that the failure to monitor quality.of care probably

allows questionable case management to take place unnecessarily, whateve:
 
the resource limitations of rural facilitis. This in turn, they.
 
suggest'ed, contributes to the-undrutilizatton-of 'acostly
infrastructure. And even a.substaniital increase in patient visits has
 
little llkelinood of measurably improvilng health status unless
 
accompanied by effective community outreach.
 

The teamwill not oresume to offer specific solutions to these
 
* comolexc problems. But we would argue that it is not' organizationally 

possible to address them without a substantially' improved base of 
information on what rogram personnel do and the health problems of the 

.. .population they serve. We observed instances of successful' local
 
initiatives which suggest not onl'y that improved use of such informnation
 
is feasible, but 'also that it'is associated with improved prog'ram

effectiveness. Information is an inexpensive but seriously underutilized
resource in project areas, with an impressive potential to dlrectly

afflect performance.
 

"Currentproject efforts in this area represent asound and
 
3ncouraging beginning which we would recommend ex<panding' ln-a umber oe
 
w4ays. Inventory managementin prjectiItes compares favorably to
prgrm i teconre.Teedtiin the ba'sil-drug list whi_-h
 
Isbeing implemented provides an example worthy of emulation.
 
l~odifications in"the patient abstract and treatment log~certainly

represent changes In the right direction.~'" 

A.eet7developed proposed,quarterly reporting fcn';';. 
(appndi F)addesssf J'fomato eed. omarae.Te 

' 

anumer' ,N 
service~~~~ sttsisaerpre n vilb'4i- ie7mne. h 

W4,' 4 

22 

http:omarae.Te


-36

* content consists of simple counts and is largely derived from existing

records. The same variables are reported every quarter, minimizing

training and management requirements. With limited analysis, the report
 
provides the basis for estimating population-based rates for comparison

with the clinic's past performance, With other similar facilities, or awith expected rates. A manager with reliable information of this kind 
would be able to draw general conclusions about EPI coverage, somewhat 
less certain conclusions about ORT coverage, and less certain still 
regarding nutrition activities. He could also gain an impression of the 
level of activity devoted to malaria and tuberculosis screening. 
Completing such a report is largely a clerical function since counziin, 
individual events is the chief task. is, h.ever, obvious to3- eve
 
unsophist.[cated staff that the total count of a given activity is
 
difficult to verify. The Incentive to report events chat reflect
 
negatively on the staff preparing the report (such as measles in a
 
vaccinated child) is questionable. The form is nevertheless a
 
substantial Inprovement over the status quo. Almost any more elabora-t
 
reporting effort would require a qualitatively differenc leveil of effort
 
from saff and managers, but this is the team's recommendation.
 

"Ven che simplest a00roacn to informa:ion depends ;::na ,* :- .
 

level of interest and commitment from :he professionals implementing -.
 
:she proposed system little from clinic staff and presumably aoiAld
 
require a relatively low level of commitment' to function as designed. "le
 
.4ould propose an 
alte:native approach of seeking information that is moe "
 
demanding of staff,,.bu. more directly r.,lated to 4

improvlng Perfo:mance,. 
"lhe corresponding implementation strategy would concentrate pcojec: 
resources on implementing the system in a few sites and document:i 1:s 
vaIlue . At chis stage, .4e would acco d :eplicability oer se only
secondary importance and apply project resoucces as needed. Similarly,
 
consideration of sites for implementation should not be limited to 
project complexes. 'Interest at the management level should be the 
overriding concern. 

One area in need of attention is tne patient record, which
 
ores ently consists of a single, non-retrievible line in the treatment log
book. These are not 4ithout value, but a number of quality-of-ca: ... 

issues depend on amore detailed record that can be used to follow up 
patients and for sampling by supervisory personnel. There can be little 
doubt that the highlytrained and.underutilized clinicians we met ar " 
capable of such an effort. .The traditional compliment to such a record 
(in addition to the current chronological treatment log) is card fiIe 
organized for followup visits,: often termed a ltilckler" file. The 
Program has invested heavily in a coMmunity outreach infrastructure 
u.n sually well-suit-ed t6 selectlve foltowup visits in addition to mo.
generalized pomotional activities. This ile would identif a small sio
 
population dlth an extraordinarily hnigh risk Of niortality and MO:Oidit7
 

ViI,.relative to the general population, 4uch as Th-ildren witn acute 'irrea,
 
fetuses carried by 3 mother With incomplete t-ecanus immunization,
 
cnildren with acute~and potentially incomplitely treated pneumonia,
 
malaria, or meningitis, children with documented third degree

malnutrition and/ore incomplete immunizationa, and active tuberculosis 
patients who have deeaulted on chemotherapy.~. 

V 
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Similarly, any supervisory efforts to take concrete action to
 
improve quality of care, particularly through specific inservice 
triig'eov arudtemngmn f individual cases rather than

global counts of selected activities.. Examination-Vof more detailed
 
*record's has the crucial advntage of allowing selective verification of
 
inn-,opnns.o-mngmn -tr hfol-lowuo-v.isi-ts --,o -treated--
patients. Such verification also allows a supervisor to assess the

effectiveness~of referrals. More 'detailed records would also 2facilitateA
 
~specific peetvmasr that may otherwise escape~ tne clinicians
 
attention, such as providing -tetanus immunization or ORT education to
 
Eertile age women presenting for other reasons. 

It is less than encouraging to note chat the World Food
 
*Program incluzdes individual growth records that in principle would e r mi
 
just such Ifollow up assessments, yet appear to be virtually unused -,:Of

evaluacion. If.the project staff can elicit interest in such an
 
assessment, itwould be technically straightforward to evaluate the 
accuracy of these records and the larger effectiveness of the prograrn.

Evnan axtremeLy small sample would be useful. 

*,There is no. intrinsic reason why cepoccingshould b~ 
stereotyped, limft~ed to the same measures every/ reporting period.

,
 
. . . ,:i . .,.i .! ::! , : , !: : , ! !; ; :: '~ / : i i!,i:: i i;wY . .
 Y :/ ! ; < : q : : / : > , : , ! ,+ . • i L i Likewise,. it is not necessary: i i i!  to limit! i reports exclusively to measuresi i , ii i i ! , 

,~!,!i,!,! -S~~ :~~ .iiiii: ii ~i :ii ithat are collected routinely. With limited di-rection, the highly trainedi 
'staff, at BHUs and RH~s are 

, 
capable of small scale special data collectionI

: ! ' !%i, ?" !,:i;!, ;'! i/ ! !? !f:,!" i! Y ? ' i !!'! 55 -,- S - * -': V ! , iY ' 
examine key issues inirmore! detail. - This3- includes'? %;!i ' 'randon homve:"to ' :,' / fl ::? Y: "i! i! i: /; i ! ! !! S; -v-5 -': 

-visits i and! - !4/ ' -'i ' S!-!*i 4;' k'-, i ;i'i~?'S followup,::;! visits'i " oa n1e suoplain j
5The 15&Jv,6a', J''4 

of EPI for example, can be estimated directly~through a smrall number of 
visits. The details- of age at complete immunization can also be
estimated this way. This is'the only. practical *:achnique to 'estimate. the
 
local occurance of many ~conditions such as measles and diarrhea, and
 
perhaps most importantly, the occurance of unrepbrted mortality. 
 .. 

comns.Ted low level *of orecislon of s'uch efforts could be
 
~scmepste for by repeating'them..periodically.~They are also more
suceptbleto supervisory verification than raw4 counts. The
 

*significance of such measures to the local staff adds to their valie, R-2
 
does the- opportunity to further investigate identified instances of
 
maternal or-child mortality or to. intervene where, for 'example, an
 

child is found. Informnation systems need not be oriented2
 
exclusivelyj to summary figures submitted to higher officials. Less 
tangible but ierhaps equally important, focussed data collection effort3. 

' 

'would allov th~e M42s to play a 'concrete and visible role in 'th'e opecation3 
of the BHU as part of a larger, unified effort. Their currentorac 
work involves basically similar. activities, but ipear s largely divocced 
from other 'clinic functions., Their carefully - maintained visit reco~d. 
appear to be~ generally ignored. They are capaola of a a. ietyvie oir
 
responsible and arguably miore productive work.
 

A more flexi~ble program of commnunity/-zased visit3 woul1 )i

facilitated oy increased attention to informto onhe physical
 

ii ! i i ! S i 

I
" 
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Srequires attention as there are' conflicting rports ofhwB~,aet 

receiv 	 suspplies,
 

a~ccordi'ng toth'e pattern~of previo sage,. and -'p'e'lJ7"C
 

* 	 BHUs wi'l1'Creceive, their ,supplies:f rom'ithe,'Chtral Medi 
.Store,at',the' R'dC, ~C" ' C'<'""C 

with the potn fmst B-U ioedrc .0thJo 
supplies seemsto bei lce ente 0ec onth
"when~ta'ung nis"gsal roth DH Uintst ::i 'C"'E~ 

subits 	a eusto prdu i teim.for restocing of nl151 

It would with 	 ut'appear 1that in-;roduction of Cthe, Essential ,Drf 
List as"of I July 1986 and the recommnddtion 'con aindi n Ehe rreo rt o '-

June .1984, that a system,of, allocation inste'ad'of.requisli'onould b-z''
'i'ntroducecd fromn DOH stores toDHO's'tors, dowin to I.HC'sores then to' 
BHUs. Quantities can Cb determnined easily whe n MtO/BHUS' adopt the% 
.quarterly stock eor'ts_ wtich are to. be sent',to the MO/IRHC who carries 

'C~,'responHU'Csageilitys fo~h efcent redistribution of supplies acrding> to 
BHUu t wuid. e1i'minate ,the fo r equisition, and ,age 	 i need 'ad'hoc ,rallow more efficienit mnagement-jof~the .drug'distribuinste"'ah 

plan iIto.supply, a means of tr'ansport to ea' HC, allow supervisio~n"' 
of all~health du'treach, t-his could'also be used ,to'assure, the'CmovemoInt, of> 

suoisbteen'facilities.','"'' 

b,. incentives,~'C 

Working 	 environmencs of static, non touring,Chlgh- io'inding,. 'C 

'Cc'Cii~cl'j~s"in enel; populated'urb'an areas,.4i' 'Cetter .facilities for''CC"'i 
'Cfurcher' 
 progress, :greater, 'chance:,to improve qu'aliffications,.and brighrer 

sacope' for oprivate practice, constitute, arset of priorities for attractionYC C'~ 

ofedica''and7 paramedicalstaff.:o"C the -cicies. "Cn the other hand 'low , 

.- hinly-ppui'Ced-scattered~ 'C-'C 'C 	 areas reqiairlng' extsiveturing w.ith6'utut'CC 
'C y'"C' 	 poerranspbration and communi'cation,'faciliti'4s"C'strict,,the acceptance


and con~inuation'of-sUch jobs in the~rural areas. F'urther~ the 
 "'

cmpesatio 	 l.Ansu L9ic en f r pope scu:t, guiance, travel odging .C~

"Ch" e4C'~s Ce-sinentrilas wy beprcie asinundesireabl 

' No''prmtino delope n in aC conclk Pkistan''CC \can-b' 

eCCCCCCCC"CC''"'ndi g g"'i"' n re , in v w of m r C "''-tith n 8 1 o t 
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42<.e~K<e-aaily available in 'cities., In case of female workers the problems are. 
n tget a D.A.'for field duty in 

'hiserea,~3of dty hef'maycbegielaorinc niencerntv may bnemor-'4f0,
 
female workers but-r'estrict'ed to."the Officials who physically reside at
their place of duty. ',,
 

4. Preventive work incenteive 2.
 

Throughout the health system, curative work is accorded 
nigher status than preventive wock., The reality is that p'reve~ntive work
3aves mor,,!lives and thus is rnore important. T2o emphasi'Lza Lhi3 ,

importance and to 'improie' the status of,this 'imprtant work,. 1i.,3
recommended that preventive workers receive-a ocial 'monitary be'nefit,
When an individul is tr'an'sferred to6 a clinical post, :his'4benefit will
 
be 4ithdrawn automatically. This i1ncentive should also be reticeto
 
the officials .physically residing at their 'places~of duty 
and not for ,

those daily travel from outside the' duty area. 

5. Rural area4 cransoor-ation, convavance or conveyan:e
maintenance incentive ' 

Since the .ida of pcov/ision of motorised c'ycles to ;tine 1"s'has been dropped, some of 4the s~enio'r *T3'are supposed to4 get iotoccylea
for field duty and supervision.- Transportation of field staff is 
seemingly 4the most distressing problem to be soled, for be't*t,e,
implemrentation of' the project. A few suggestions which'niighZ be,
'evaluated4 for oossible use, are., "'. 

a) Grant 'of someno~cnitary transoort~aion incentiv e to0
 
enable the field wo~rkers. to exert, their ow.n waYt~o 
find th'e solution to the problem." 44
 

'Feasibilityofpoiinomtrsdc 
le a 
4again ,be coonsidered~, through'aohr ulcsolicit'atin. ganhejl'
 

C)4. ?rovso of moocclst 
 e aet alre 

J) Provision of motorcycles o bhe ma.3 toaoflarnership4 
4 4 an thohi an-rumecoe4 offied st onther ns~prde4'44,
 

grntn of a motorcyclel~s. 
mantnnc-alo.'lc 

0a)ounovhis1" of 0oocce, t .,the b1asi&U3 


aDoct~orscnyeerlle 11Ae mPaitnane alowd~.4 
 , 44h 

',jnyaceptios aesmatter'
somT4ex As~'~ prnial of msio o r curatf 

eLe
a+2>-i mayI:bdtienstalals 'to, theA~poetat tis wic ch~reate uncalle 
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for hindrance in achievement of better 
working environments. The payment
 

over the
 
NPA to the doctor should be uniform and generalised all 
of 


Such allowance may also be considered 
in addition for the
 

country. the
allowed orivate practice, at 

doctors heading institution.s and not 


routine NPA. 
rate of 25 to 30% more than 

NA as welldoctors receive
It has been reported that some 

of 'IPA should
 
as do private practice. ', is recommended that grant 

restr"ict- to ph-sically non practicing doctors. -3t.ic.l'I De 

office"s- ,
,iiar - r .... ' ;e~; .3: -? \o.-n -:In:,:-D - 3 F 3'0' 3O . :n otn.- o /ince-:ia'/e '- OrOV iciei '.' 

-
ar tnteres: ,.'n,0 -1rho .ei:.i f or
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in z,,o . LSiJ. of fiell acAiel- job and o oe -a is interes:ed 4.".n a 

]O
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3-. 3? cnat ow:-2e-S "eli oriented or.ln :

asr-eJ senio: 
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s; ?nec J:ti 3 :na ,JZzu-'uers.ind 7.. anl . . aiall ied1 

-. - -irs at villa-e and t'.'ns; 
,:ouolic leaders; ?uzlic i 2 

life:0'e3in h'.i.,ae~cj l~ o:actitione:3havlingof 'l incudingJt i e I'i,oe0:-n _o.-, ,
oa~aedis;persons 

rLfe lingI sa
"araiedniC3; 
s 

o._n .cii.l.o ' -- i3 D-eo 
e-i isease ani tneir 

r-mati.C concefns,
wiz'. m :,.zines, ne.,,spoge;3,oeoope concerned -" a ocsi!:ive t-n:, 

are all ve-r ' inn,): An- in es_: is-.inq

telavision 


miss meiia .- ,; oroven -o .... t siientf 
t;le :?C ooect. - o-2reco-:menivC and ORS, and isreqa3Jinqthe .-enerai wsolic 

*f the of o.ec- : ....and acceotancefor recotgni:iO.3-infilly u:ilised 
for s.ces s-uL ichie/er . tinviting :ooperationpublic and their 

1,ven 
own interest. n aiddttfn, lec-urs, cnpte3 nd .o2;7:2 

:e ir to b- inciied in ar. recon.enLie-as a zonceot,primary healtn care 
 rof-etonaltle of ?eneral and ,--at ,; ral: eii:o collelaes,i, 3c-varioUs Courses :aedical coI ,s ',O .... ernC-. 1 id Lca1A~:nsecia efel... n ..d . C ial 

schools.and var ous :a:amed~calinstititeS 

. rJnderu-:tLza-nf : .inic ?a:lttle5 
1 0l "ca ;

2n aa-11 )3. eose - ;/ - ,a j eneralL'i low level )f "':i i 
2:1e tt 
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AAqCs and 3HUs. ?roje -:es ; " ' 
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~some factors responsible{for~underutilization of IRHCs and BUswere 

cosierdtobea under:- ,~ 

-- 1.~-~---- mnun.ty,L~.tack of comm~unity '.nvolvernenttthrough 
~organizAtion ~- -

2.Ucrtainty about~ the availa.bility of medicalasitac 
,,at the timie of1 visi in'ternis of personnel,,drugs or 

3.' Non-availability ofi.services after..w6rking. hours. 

4.~ ~ Lakfcniec~ f public in, the ,cpntre,4inli-w of 5 

private practitioners ofall§5 types.
 

5 Lack of~supervision in termns siervs r checks. ,u 


6. LEack of incenivefr wock in~the'2rura areas. This may ( 

I '
includesupervision incentives, field work irceitives ands. 
incentives for' C.ds-'( fromnpi aes~ c s), 

5,~~p i~ te5~-S~''K su 

7.~ Repeated,postings -and,-transfers of the staff.2K > 

3'.~~~~~~ ~ofamdca na3U~ No-aalailt cdae 

s'~9.1 Non aviaiiy ffml medical offi£cers. 

10 Lack of personal iterest of~the hedo~hehat
t). 

facility towacdsfa'ingjhumanity. serioushealthwck
2 

<
3who haepolite and sympathetic attitude,

-and 
 who work fultm trc rgeseymr
 

-.'11. Non-availabiiity ofcorrmunicat ions fo te oultio
 
~~1I7C groups toa th l' facility. '> ''~ ~ ''~~
 

popuatio
~>~>7 Greater distance of the 5centre from major5,,12. 


groups. ~ 5- ~ I<< j s I 7 ,\- 5 V5-5.f2'S7S 

- ~ ~ ~ 3 5 icted1 av'ailability of 
5drugs at tn _icentre. 5'V"553j/~ ~ 'Restr 

14..Recovery Off a 'registration fee from tne catients, which sssS<Nr 

is aianst tie5- unestan'd.ng tht'tegovernrent prov id s-"555-4 ,-~S 7555 -<5~' 

4%~ '7isA15.A3S'sis~Lack.of~ ~~5 interest - to 'cefec patients to the nsfext higher - 5 AV <A- y 

~, ~' ~ -- A~A level o<I 13inot being done oftens - <a~oinited out that~it 
'K- >'sss--~ i i c pati nts are not entectainerd at Tehsil and ~{>' 

Disric hopial and there is a bso Iua t e I noeedback.~~>K< 

- <5-5- -15' 51 '~<Moreover5transpoctatton is 5also a~problem) ~- 2'7-I71<-5~ 

- isd 

http:7isA15.A3S'sis~Lack.of
http:tie5-unestan'd.ng
http:staff.2K


Manpower Planning : ,,There ;does not appear- to be any form of :..
 
Slong-trm= manpower :planning process ,used :in any of th roics.Sm
 
fomoflng-term planning ris necessary, to prevent similar- problems fr/ome .
 
occurring with other,cadres of workers.
..... ...... ..... " ........ . ....... ...... ".. .
 

;ii;1 0f:s ence) te fr ;o it th oIecte:
;='=:;; ~ab ndeivdu sme num erexp dtobl)eave the ln epositmin.?;!1;!;
 

~~simple manpower projIection ;bei perf.ormed at least f,:or:
MTs,- to project .;thSe ; :

number of peopliiiiiiiii1e ahprvnet
required to be triaie.Asstn 


,i,,;!perfo rm thizs:!prcoj3ec tionIshouldibe ;one of thne firIst respon sibilities !o,-fi:i!I! =
 
~~796 
 IOU.3 421332 

!'i factii!/ y of tr,aining f~aciltiIci esi IlSii! iii-i ii
ii!ii:iiii~ or iniiiid eermin ingi t'he i ze!andLquant'ity 


requ ;~iredthe recommenda that the an Femai~le IT role i
is ion 


l~~~~unjab:,!;i ii:i<,i1 11
111 !iii 


! 

Thart fi eleen of t !1i analyi i s., to; assess thei time
 

totai:ii~il'lof students per year) aii!;
intakei 30!0 ;nd olanned..conditions (intak'ilie~i
 
of+ 500 perya) Tiwill!be dn irtfrMaeMS
 

3 i:of3 'i ho began i n g w p t -(334 
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#-of MMTS -seats,'' -, ( '7i-lab7f-

duratio ofcoure 15 er
 

-i ' ' j:".9 a n7i .. ............... ........ ....
 

of0 of<-theto~ seat are~ frs-4 
<,
334) 50 46 years.
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-s th trainingTh-GO-fa - schools should besited at District HeadquarterHospitals 
-to date MT training has beendone in rooms allocated in the hospitals or inother training schools 

e.g. the Public Health School, Quetta. 

Doubt has been raised that since these temporary locationshave been turning out trained MTs whether in fact the proposed schools are required. Analysis however, has shown during field tours that theywill be 'necessary if the required number of MTs are' to be' trained tomatch the proposed expansion of services especially in Punjab.Baluchistan authorities how~ever, feel that one school instead of two
would suffice its needs. 

Since the PHCP to date appears to have been heavily weight.7din expandin~g infrastructure and giving attention to'supply:of curar-iveservices,' and since it'is now realized that the MT curriculum requiresrevision toward a community based preventive vision,' the evaluat~ion teanhave .had doubts' as to the wisdom of placing all the proposed. schools atDistrict HQ Hospitals where unconsiously the' students' tend to absorb acuratv rather than a preventive viewpoint on health.' There is no .d,:Ubtthat schools especially with on-site dormitories etc 'are needed and thatin 'fact they' can now and in'che future be used for in-service trainlln~ -Irtraining of other paramedical categories.' it is recommended therefore
:hat' consideration be given as in Punjab to building 4 XT trainingjschools at District HQ Hospital sites each with a capacity for 100students and two smaller schools for 50 students at IPRHC localicieG, :tis felt that MTs trained at the latter will be more oriented to ruralnealth delivery and more inclined to have a'balanced concePt ofPromotive, preventivye and curative health. (Studies over an extend~ldper'iod can' be done' to evaluate the quality Of training between DHQHospital versus .taHC training and to determine if those trained at ruralsites remain longer in service in rural areas). 

It isteeoe recommended that the construction of Z'IT'
craining' schools. proceed.' 

gg. Career Ladder for Rural MIOs: 

. .~ be 
most of the :-1s posted to BHUs expressed fear thatforgotten re post-graduate training and career' promotion. 

they Tmilht 

" 

4:1:,Vhis 

''I ,,ADHO 

It is recommended that consideration be giv/en to thepossibilities of a career ladder for MlOs serving in rural areas, eg. 33 one pattern which might be evaluatedf MO/BHU rises to M1O It !RHCt to MOMHCI during this time of service promising candidates might be sent for
puolic healtn training either toward a DPH (Lahore) or a MPH (abroad).

would tnen guarantie that promotion' could continue, 9g. MOI RHC to to DHO to Prog:rai Director. 
' 7 

~ ~~7"~'7"~h. National PH(:PVersus Provincial PUCP: 

<er 

""The current PHCP reflects a liaison between USAZD and tieFeea Gov' nme"' of Pakistan (GOP). The Col of the GOPappears" to b 
on1policyand fundn'rv o'hl~teprovici~al DOfla 'are the 
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4strengthened 


Iimplementers. varying cultural and geographic constraints have produced 
difference,sin service ,livery aid "PHCP~interpretattion. The evaluation 
team recomimends that USAID consider developing'a more direct liaison with 

--each--.prov iince -conce rning7 th- nngti lmleftwithin-the - urrnt-.
theraternativer to expedite the achievemento remaining'objectives 


t .ealtrnaiveto the proposal would be'for the GOP 'to recruit a 'dynamic 
,. 

head for; the vacant pston~ of Project Director Basic H.ealth-National 


Service, thus assuring a full time director.. 
 '" ' 

i. Managtement Analysts/Training Specialists:
 

Under the USAID/GOP program the services of five management
 
analysts and four training specialists ha've been contracted from ,Ra'al
 
Associates. These individuals working with the USAID contracted
 
management and training' advisors have, been larg'ely responsible .:or
 
developing the various 'training modules and conducting training wok$shops

for various levels of PHC? 'personnel. Contracts for these Personnel are
 

' due to~eXplre in Marchn 1986.
 

it is recommended that the above contracts be extended 'co't
 
end oC the present PHCP and' that brovincial DOH consider' the advi'sabllity%
 
of appointing'counterparts for each management. analyst' and trainiing
specialists so that these might work alongside them tll the completion 
of the program and thus' be capable of continuing~ the role. 

3,The Changing Role of Medical Technician:
 

In Punjab, M~ult functlonal Outreach Teams from each 2H1 and 
RHC are being established. The' team is headed by a'MT,' aSanitary 
:nsp'ectoc, or a Rural Health Inspector, and 6omprises of former EPI And 
M1alaria Workers. GOP policy is t:o adopt'the sane'structuce for 'the other 
provinces in 1986-37 when the curren6 AH? with stronq emphasis on 
immunization is completed. '' -

The intent of the outreach'team is for all three individuals
 
to qa to a villags togther, 4here they will' provide a package of largel'.
 
day'enine sevcs iti expected that a team will spend the entire
 

danah village, covering all villages in the area at least once a

month.'Th team'will'spend only a day or two in a month at the BHU for 

administrative matters; other than that, they will have no responsloility 

. 

qithin 3HW or I1RHC. tn a few years, virtually all'the outreach seams' 
will be headed oy a :cmt.Win Punjab.' 

in tne 1977-81 USAID Health Project, tne concept of MIedical
Technicians was a central theme. Although this person wqas supposed *:o,
 
nave some prevent ive/promot lve responsibilities, hi o najor focus'ne 

4as to play the role of a physician in the areas where there were no
 
physicians. since Physicians perform essentially curative Ounccionj,


is the 4ay the MTIS role was conceived. Their training further 
the largely curative role of the Ms. As long as 'this was' 

the primary understanding of their role, outreach activities wer3 ~ 
perceived as peripneralt or of secondary importance. Most of thern~do 

perform some of their outreach' responsibilities, but not with much 
 . 

I Aa' Aen iasm AA 5 "; .- th u lc ' " 
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consisting of a RHC and four BHUs have recently been estimated aq4
 

follows, viz:*/
 

RHC @ Rs. 510,000 plus 4 X BHU @ Rs. 199,985 eq. Rs.
 

1,309,940.
 
The PP assumed that each IRHC would serve, say 50,000 persons
 

(reflecting the standard adopted by the health planners that each rural
 

health facility would serve from 5 - 10 thousand persons).*k/
 

*/ See Seotember 12, 1985 Office Memorandum from J. Eaton to R.
 

Marcin. in "ooerationall f:iuc is (elsewhere) defined as one :t-n 

staffing, facility, equipment, supplies, etc. to be truly "functional.' 
It appears that these s-andards were adopced by all provincial health 

directorates on January 3, 185.
 
The instant examole assumes an OP visit rate to the RHC of 60/dt ani 

to each of the BHUs of 25/day. The 3HUs have medical officers. The .re. 
included as an operating cost item "retirement benefits f th taff. 

I have deleted this item on the ground that it is not a budget cost -o 
thne orovincial nealth departments (nor, more ,na ieally, it may "2 
out, is it an economic cost of the IRHCs system). 

We are concerned for present purposes wit t'nhe "financial" c..3 of 
the IRHCs, i.e., tne direct claims on tne operatin3 budgets of t.e 
Provincial nealth departmencs. To arrive at the 'economiz" costs .of tne 

IRHCs, the major item to be added would be (annualized) capit.l costs. 
Current estimates of the cost of constructing and equipping the 

facilities comprising an IRHC are, roughly, as fillows: 

RHC withn a third doctor's residence, say - - Rs. 3.5 m 

Zour BHUS witn doctor's residence, say - - - Rs. 5.0 m 

IRCH 'otal Rs. 8.5 m
 

(These costs, derived from comments in the field and qome ADP
 

documents and other dociments ace intendei as nQ mure thai approxl tM..,
 
which is sufficient for present purpose.;
 

If we make the conservative assumption that all of the capital items
 

(facilities, equipment, vehicles, etc.) have a useful life of 30 years
 

and that a 10.0% interest rate is appropriate (this is the current oan.<
 

rate) then the annualized capital cost (depreciation plus interest
 

foregone on t.e funds tied up in the capital equioment) works out -o 
about Rs. 901,000 for a new installation. -ni3 would brin, the total 

operating cost of an :RHfC to about Rs. 2.2 m. 

**/It appears "hat this standard nas n.; -e,.,n cnanged to tne :-ie 

that there should be at least one 3HU for eacn inion Council (-this for 
'administrative convenience') oefore facilicies are built on "_he as3is 

population density and scatter. (See Evaluation of the Rural Healt.n 
Programme in Pakistan, qealth and Nutrition Section, Planning and 

Development Division, Government of Pakistan, :Iovember, 1934 - - 3. W4 
(henceforth, Health Sector 1984). Exactly what thi. rule implies for R3{C 

and BHU to population ratios is not clear although, generally, it would 

appear to imply an increase in the numoer of persons to oe 3erved by each 

facility. In any event, for purposes of this discussion 4e will stay 
ditn the assumption on this score made Dy the PP. 



.... ssteecptcsoan. IR. 1woul'd work outto about Rs.
 
201 i-.e7F f or:each-~of -te5000 esnsi

catchment' area). According to the PP (p.92 - and excluding facilities 
cost-i), the average cost per person served by thle IRHC network would be 
about Rs. 17.U in 1932 prices. If we bring this to date- assuming an 
average 10.0% inflation rate over the interval we arrive at aper-person 
cost of Rs. 24.9 a result very close to the currently calculated 

per-person cost.
 

'iow miay we evaluate the operating-budget loading impILied 
ov an IRHC operating cos of about Rs. 26.0 per capita? One -3y is, t 

~compare it with total excpenditures per capita by theprovincial -eaLT-h' 
deartnents to determine the proportion ol these budgets that wouLd 
claimed by IRHCs in the Project model. The following7 table hti da 
relevant for, thi3 purpose: 

Health Ex en iitures (Recurring 3udgl:) oz ProD/inci.%t :hDeoartsents and Population 1935-i6
 

Province Total Exo . poula1.on ?.. ct.it 

Punjab 213. 3 

3137 11.3 33.7
 

33alchistdn 166 3.3 33 

Source: Population as reported in Pakistan: Rzecent ZconomI.: 
Oevelooments and Structural Adjustanent, World Bank Report '4c. 
5347-PA , March '20, 1985, (henceforth I3RD 3/85) brought to 
date >assuming~an annual rate of increase of 3.0is. The
 

~w vpopulation of .11F? has been adjusted to exclude t',at 
population I1nthe ?ederaliy Administered Tribal Areas. 7otal 
operating budget for health, from. (1985-86 Es'timates of 
chrgd Expenditure and Demands for Grants Current 
Grants Current Expenditure (Healt-n) for 1985-a6, Govern,,nent 

of NPand data supplied by Punjab Health Department. '*he 
expenditure data are initial Budget ~s~ates (i.e.,. nr 

- -than--Revised Estliatesor Actuala),
 

~ccoun l iua doul11 appear that "MC ixpenditu-e on ... re.Tuit an 
a -L~u- 13 25,Jper 3ineficiary .4ould be more than naln(io total 

lepartment expend'loira on current account per capita InPunjab IndJ 3tn, 
in about $0.01%of aulcn axpenditure in '1'eFP Ind 3aluchiatan, 

Anotner 4ay to eviluate the. operating-budgit 'loading, Lmol e1 
;w hne Project 1XHCs La to compare Projec~t RHC and 3HUr operatinq coit.
 
41,n the opecatIng-budgit provision now oalng mnade for thiase lacilitL.. 

http:poula1.on


--

TK'~he following table exhibits theseda: 
---- Etated -Rectzrring-EoniueR9sad-flso--rvne 953 -SRs-;r(OOO)
 

Puja Sind N,~ " Baluchistan~ 

RHC 380 137 256 ~ 1,102 ~' 

'42- 10 3A59 

Sorce- 93-82 average operating: expendicu e as~ reported in
Heal Sction 1934 adjusted to 1)83/86 expenditure~ 
leeI assuning a7t o 

interval (see 15 P.D 3/85;-p 187 'andA'189 ,ard' ar:z 
~growth rate of 6-.51/year,,ovec.jthe interval (GDP ha3 
been' growing at about this rate in'recentY'ears). In 
interpreting these figures, ' t should benoted that 

- the Health: Section 1984 'findings .-ere .basedupon . 
i-,ery small; sarnolehd ra~ior mnost -' h'toSi~eC.II' , a 
was a' consikJe-rable range around t.he average /aluie 
reported here.2 -'K,, 

These expenditure m~ay, ecmare r: t rcent Il et0- ina: -a 
* ,-~ jecc IA.HCs costs of-RHCRs.4 510,000 andBHU s312.0000 . Th is 

cmparison, as did the previious one, suqq st ne:~C e-at' 

envi3aged oy the'-project is'-a very "riciv'4package by cuc,,ntstlnda-d8 In -9
tiiis domain. 

* .It nay be objected tnat putting this macter, in terms:6of 
mcurrenrt standards" is not the best way oput it. 'The I7RqC nezwo:%,

envis'aged 07 th PrOlect is not now. enerlly i.pac hougho~utcth 
odsic,'healch-services system.K It wlltksoeim oe-n i 
Sy'Bstem :ro-achiieve g neraljcoverage under it. Durinigtnis per iod of t 1,-
GDP w4ill o gr~'owing uchtha't the r'eal fisca1 burden'9nald b7,4"'--1 
faci'lities will, constantly be decrea~sing.. it is-tu thesea
"had,brom

pointof view,. evaluating'the fiscal burdenenaldb e w -hIRHC 

in terms of 'current'stan~dards' miaypa'int&to6) Ominous a picteur&. -More 
particularlyspeakingI 'whether anI appealtto conorfigrowth provides i 

-'remedy for the recurrent ,expenditure problewmimplied by the IRHCs1 aclime
$1'----depends upon the length 'of timeI one ssuirme twilltake to out t'ti 

'system generally in,,placeand upon t.n rate -of econ omic q:0 --' 

,anticipated. ,y wayof anIeample,'-let'"us, make th a following '4' 
'4"~--~-.assumpti~ons:,'I; The IRdC network 'dill- )e exede a a rate to achie,., r ' 

4'(irtualI7) complete coverage ofth rua pouaini e e~ 1i 
(2) GDPgoginreltrsa l rate 'ofA~.51/year,d''ig1: period.
(3)Popuilation row at a rate oe 3.Ov during this peciod. (4) Thi -eal~ 

"----rate of -growth in Provi.ncial deoartrment of helhbudgets ovyer thb ~i, ' 

peido time lequal to che ,rape of qr-owth of1:real. GD P. On4.. hi.'.M.3i.4 ' '

~4~'-<Q 2of these'assumpionat atthet*nd"-of 'eho ten~year period,,'~n p~ '?e I -p
axe-iue foe the, prov1nc'ial: health depa'rmenti I n--*hatby woulbeU '--'-

198 ie s oIlw 4' 

~~un a R3.- 32.2,1' -

Sind-' . s '21'4 

F4 P 41 Rs 4 . 

saluch 3st4n Ra4 .44,'
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expndi 4refor heath th~eretae beng Punjab 81.04 Sind ~ 4~4 ' 

12404 NWF 58.0 an Baucita 8.
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-rte
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4- 4~Th deeopet madwee in-lookigtoa th eothheryarbpuprdenonal ecltais 


onpatentop-eathn budgetsiopld bye thied ifH Hschargmst ed fkei 
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rura nhelth serviceby-neoken of th plnpeid
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 o-provincial healtthbudgets Woul be neesr tha (i efet4ei
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ateles) fo enpat 


health deatmnts APpadt , tuggestisthasm io n maebuden on helth 
dPartmnt cold bihte releve iecther's~rchrngedospoperingfudet 
 -

~44- fr servie rdee ttatgywoldd. This in naret lSn talheeha Sithealthinancinythegovtrate ohic taa revin i
proose substantial upwarde

fees chaedfor government provided ~health eg.l
serices (i efeet of ?s;. 
to e corenstg endies tlatneroiod. ons 
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are now charged in Sind and Punjab and 
a fee per OP visit of Rs. 1.0 in
NWFP where there is a physician present in the facility. 
 The PP assamed
 
that the population in 
the IRHC catchment area would visit IRHC

facilities as outpatients at an average rate of 
2.0 visits per person Der
 
year, 
i.e., 100,0100 OP visits/year for a representative :RHC. 
 If eaCh OP

visit paid a fee of Rs. the
2.0, revenue yield would be Rs. 
200,00J, or

about 15.0% of the operating cost of an 'operational" IRHC as envisaged

by the project. Actually, this 
overstates the percentage of cost
 recovery. The exempla:v IRH C for which the costs were estimated ass'i d
 
a total of abojt 40,J1JU visits per year (assuming a 230 day working

yea r ), and sxpLjies 1rug,
J etc.) wereacal'ilated -:o be prDri 
for such a -3se load. "fici- it' ccoumi,.li-tinq 100,,030 )? -/1:3.
-year wotild re-uire a -:cn larger bu2d3et. Tn any even:, it is clea. '.7it,even on cne b-asis of 1-'3In'Z.h utiliz at Lon rates projectel cv "-niicn in excess of :ho)s nOw being charged zr tnose contemplate 11in
3i::zn Plan wouLl be re,,iren, if there were -o Ge si.gnific.ant cos. 
recovery for 1RHCs by'v i rt. of revenue resulting from fees for 3.r e
 
?ro'lided by rnes. faciI:-ie3.
 

i:e -nerfeeas s igni f i -an: ly in : xe.33 of -,s n ,' :Jerged for ,,overnmen-_ neallh seCvites or siQnifi:an':l' ini: e1,e1;.

:.ose nconterml--eJ n Sixtn ?Ian
c"onsidiered in e/aijat-_i.

tie are feasible i n i - -*.t-e financial feasioili:,y of t'-e E:'zs-,
is relevant in is context to 
 :nt i'zv-e 


medical caIe in rirail .akistan appear :(obe asoreci ee*/

circumstance :may impl a "willingness to pay" for medical 


znil._ oay'nen : 

servicesdelivered 0y the oolic sector. :n ,any event, conjecture about te.e
prospects will nor 3-e: :s far. Once again we need somne sud'4,1 to:,'.)
infor:natian to info.rm e'allat:on of tnese oroscec':3. 7he eval'ation :
3rges :,a: -a study be intJer-_aner. to etermne 
 from hat provide : 
consumers are now obtaining their medical services, wnmt utilizatiorn

rates for -he iarius systems are, and what consumers are pay ing for 
 sucnservices. Sucn infoma:-ian ii necess-arv for ,nderstanding, say, th'e 
current low utlliza-tin rates ex;<erienced by government facilities 

*/ See, for examr , Household ncome and xoenditure Surve/ - 1)-j,Federal 3ureau of Statiszcs, Statistics Divisiori, Soviernmen : of?Istan. Data recorted nere snow an average e:<;enditure per
.,ouzenoI for medica.l 3ervize.3 .f a-10oi 

'l' 

Rs. IG.3/nontn :.n 1979, 
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~facilities. 
visit result 

At these, visit rates, feesof Rs. 1.0 or".Rs. 2.0 per OP 
in~virtually no contribuition to cost recovery. * 

"V 

*/Why Cthe visit rates are so modest is a question urgently in need 
of investigation. We ;were told~in th( field that people visit the 
facilities when they think that the facilities have 'efficaciosdusn 
niand and stay away from the facilities when they expect.ta souchdrugs o 
are not available. We were also told that an MO. on the staff is 
necessary to achieve-a reasonable, utilization rate. It is.true that in 
the case of a "model' IRHC visited: by the team, where an-unusually
vigorous and competent:-10 was in charge, a substantial voluf.mof OP 
business was being done by the HC,.on the-order" of 2,49J0 1)? visicss'per
month, or, say, 30,000 per year. Hfowever, the population 'in"the R.HC
catchment area was put at78,093 and thus this 0opulation' too was 
generating less than 0.5 visits per capita. Moreover, this facility had 
a staff of.2' male. Mos, I1female X0l, 1 male MT, 2 female '.Ts and'1 L V 
3uch :that the OP -case load per provider was" only about 15 visita per.
day'. overall it seems clear from observed and report~ed tlato r: 
for the basic health- services. facilities tnat many people in rural. 
?akistan must be getting their ser-vices fromi other pro~vider 3,syes.
need cecter:.information on these'-alternative sources of care. 

K I 
'in 

' 

' 

Under existing fee' schemes for. th.3 basic 4t .rvcth 
facility is expected to deliver to the exchequer PRs. 1.ii or'?.. . 2.,4 f r 
eachi patient. registared at the faclitj. conzsequently, 'thos Pat i " 
w4ho get in'.free, based upon their contention-that they cannot pay', re' 
not registered. (I.We were told that although facility managem31mnt has the
~authority to exempt those who cannot pay from che. fee, 'the 40Is and otnirs

charge of the facilities are reluctant explicity 'to do s3o, 'i.3., to 
3how registered patient for dhom no fee is tu~nad Over to thei ~ ur 
And, indeed, examination of patient reg9istry books revealed virtujally n~o 
such cases). There were also veiled' suggest ionS at some Sites Visited 
that, in'some instances, a fee actually collected may tend to find 161 
way into the pockets of chose doing the collecting rather than into the 
provincial exchequer. In th'is case too, the patient would not be 
registered. 

' 

Needless to say, practices such as those adduced foregoing, ,nay
distort utilization data in which health' olanners and others may lave in 
interest.' in particular, Liwest~gations Of elasticity Of demandi 1demand response to the-imposition of fees) might be led awry oy such phenome3na. 

A .In 

Generally, the 0? fee schemes o pera 11ing in the basic health 
aervices system in-Pakistan warrant some careful study at this Juncture,

various countries, it has proved very difficult to maintain ".he 
integrity Of such iystems., 1s this 'a-Problem i'n Pakistan?. Wu13 

z Yof 
suggested to us at several field sites that the imposition (or -inc.eaaed)3OP fees resulted in a rduction in ujtilization rata., la-niTo what extent are, tnese fees income .,elated such that thoa,) 4ho canno:pay are not ooigated to do so? How 1.9 auch Income rlting,administered? '[S it realistic tco expect high collection rae under lea 
as'chemes such as' thoje'now operating inPakisan,under which 'revenue etom,

fesreverts to the exchequor? A . '' ' 

"V 

. 

'~ 

*3e 
" 
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te It is relevant to note here that, atoghthisuis thsetrdya
 

of teSixth Plan, it still has not been possible tinrdcusrcharges in
 
2the manner and on the scale envisaged in the Sixth Plan.- As the Sixth Plan
 

emphasized, improvement in the quality of services will be necessary bafore
 
introducing substantial fees. It has been suggested that perhaps this orOo'3
 
should begin in the Headquarter hospitals and then be extended to the rural
 

* facilities.
 

forBased on it Is 

fesfrIRX1C-provided services cannot realistically be regarded ao a r:,~
 

for the recuring-coat problem confronted by the basic health services i
 
Pakistan.
 

ees the foregoing discussion, a fat: conclusion that
 

Some suggestion have been nade to reduce costs,3 For ex imoIe- !:'.I 
sixth Plan proposes one IRHCs for every 5-10 BHUs against 4 8HUs under b 
MiRCs. This would reduce considerably the number of RHCs to be establishd 
but it woaild also aggravate the supervision factor, so far -as the incharle 'ff 
the !R~icis concerned with almost douible th4e number of BdiU3 to sprie 
e!specially in the sparsely popuilated areas of the cointcy.
 

on trie other-hand tne Plan proposes tneo otisr en of nyCs
wita upto 25 beds and facilities of X-ray, laboratory aril surgery. This u 
incraase the capital cost as well as of eoperational othe R.Cs. 
argued that with better facilities the ?.SC would oe utilized to the optim':'n
level, the per capita recurring cost would decrease and :here would De grea-:ar
justification for the user" charges, matched by incroasel willingness t.o pay. 
Aow the whole system would turn out in practice is anybody's au-es. oii: 
the cautious approach would be to try those ideas, to the extent possiole, in 
the- functioning IRHCs during the remaining two years period of the Proj c:.. 
Subsequently the new approach -may be evaluated and adopted, modified or 
discar"dedt according to the dictates of the circumstances,
 

Thus, we are left with the proposition with w,,hich this diac,.ssion 
was introduced - - namely, as matters stand, o,4ing to formidable operatinq 
cost requirements, it would not be realistic to think of the IRHCs network% as
 
t.oiiaged by the project aci a oyate,,, whi-.h might in the forcsoeable fu r-e 
replicated nation wide to in this way cover most Of the rural population 
Pakistan.* 

Project Inputs Crucial to IRNC Performance Succes ouil tneae
 
Be Continued as a Regular Part of the Ongoing Basic .'ealt'^
 
Services System inPakistan? 
 -

cecplo 


dmpt ben,repicaedinathen eideplsmgtarUsevlod werebyi projectal !'i4)
 

be In~n one 4:y inwhich the flHCsdevoloed 07thO ):Ojec:
 

on to implement such IRHCa elsewhere in tha basic health servicesa-/staJi, 
c*el7nq upon nhe~regular healtn deparltment staffing to accomplish thia. r,
nijs approach, once the~project 4aa3 over, imitation, 4oald jene: L~it t 

7
7 here are other days of thinking about the pr'oject and ita £dC 14 zn.)R 
suggest that, t-he project could havle'a Veryvaluable'output during Ii 
2remlaining years. This matter, Isa dealt With uoaequently.
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no continuation of
the basic health services system as a whole such that 


project-type activity under different aegies would be necessary to
 

achieve the result. 
 Some such mechanism as this is what project
 

in mind when they anticipate generalization of the

designers usually nave 


p.6ograms supported by their projects.
 

In this case, however, and even if it were financially
 

feasible to extend project !RHCs generally to cover the r-ral ouation, 
take olaceav .i-.0ol ' "Lit is onlikel" That this orocess coull 

*iere seemed Lo ce 3eneral aqreement among ojr -_soon.-ents in the fi-2Ai 

the extent :-nat :ne oroject 4as achie.'nA itS o:eci''e, ::i.t.nat to 

_
i i.o: 3kilI'for the most part owing to the jedication, . an.J 
was 

.ianagement analyst-s and -raining specialists emio'e. 2. the oproJ._ . t - i.i 

tne support given tonis staff, particularly, vir:'oali -.nlimited 

for szafE :ra;. 'eav.ilaoility of tran:sportation and other sappor: 
a zont n oatnst.:ong impression gained from the field .4as that 


mefnd of .ctivity wo-ull oe necessary, aloet:ider iiff-:ent 

"R.+Cs were to continue to o9 developed ifter the rn t:n f 
-


-roaect. ne different aegis would be te r;inci. : 

ieoartments. 3ut ic seemed clear from our i =s 

-ne o:ovincia! neain deoar:ments did Jo: -oin-en 
.".3 .1inj suporting orojecz-type ianagement 3.al.- a.. :.-fnI.; 

/ T,-,is circumstance would also serve as a oat to gr'e>ia--n . 

!RHCs prograin (even if i were financially feasiale). 

it may also be noted tna: if en:vrlization )- .. :{cs 
accompisned oy a tont.n =:x:" 

program developed oy tne project were to oe 


(under different aegis) of these projec activities, the impliead 
":e o: 

n"e team has zen :old that, az :: - r
generalization is very slow. 


:RHCs And 	has oro '
 
stand, the project has so far worked in about 29 


about 5 :RHCs to operational status. The project target is 33
 

toe project. Even if this goat ,.ooerational 1RHCs oy tne end of 

only about 4.1 of e

achieved, project developed IRHCs would cover 

if, e.g., as by continiatton of
rural population of Pakistan. 


project-type activity, generalization of the :.HCs or":am iev, [oei .
 
oe a very Long tine
 tne project went forward at this pace, it wouli 


inder -niz
indeed before substantial coverage of the rural 'opulation 


kind of program was achieved, particularly keeping in nind a ..rrent
 

rat.e of aoout 3.% per year.0ooA'.at~on grwrn 

a jar tin odition :. : o:2nese consierations constitate f
 

te,'eioeJ
,ion-easioilitY financially to generalzatioi of the ororam 'I
 

the oroJe 2.
 

N ,,te n 	 Drii -ipool'/ ssue.3 

a na; oAccording 	:: t.e )/12/35 to Aa:-'n fnrota Saton .emo, 

,:nst of a project :RHC As coompared with -2n 39.'5 .eason -or tne hi.ner 

-


and RdCs as they now operate is more adequaa: ' rovision for lrags . An
 

'operasonal' :RHC as envisaged :y the Project orovide. a Jrug ouAez )f
 

Js. 6.3 for eacn of the 30,00U oeneficiaries -n tne repoesentative :R/C
 

/ Vhe project budgeted about Rs. 6.7 -niliion f'or these .taffefs nd
 

over the Life of the project.
tnet .Iupport 
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catchment area. This may be contrasted with current drug budgets for the
 
basic health services of Rs. 1.0 - 2.0 per capita for the rural
 
population. Health Section 1984, p. 19, observes:
 

"It is difficult to say what should be the optimum expenditure
 

for drugs and medicines at a BHU Level. This remains unresolved
 
but this is governed by a number of factors. If a restricted
 
formularly including all essential drugs is adopted for BWUs and
 
the limits are not violated, on an average Rs. 10.0 may siffice
 
per person per year. This will require a separate in dectm stidr/
 
to develoo _, for ste i33.-,
.Iu. oolic the puolic health 

supplied)
 

rhe evaluation team endorse.; the proposition tnat 3,cn in in 
depth study be carried out. Such a study should address not only the 
question of an adequate formulary and quantity of drugs, but also such 
problems as those suggested by the widely nell view that the exiscin,] 
government drug acquisition and distribution syssem exiioits se.S 
malfunctions, e.g., nhe widely alleged pilferage of governmn: drugs, 
mostly for sale in the open market, although so.netimes to I'cIlife 3--oc'.
 
for own consumption. Although it seems to be taken for g:nd that szn
 
pilferage is on a large scale, its extent has not to our knowleade :been
 
measured. Nor did the evaluation team have an opportunity to a;'a' e
 
the integrity of the drug supply systems to the RHCs from this point of
 

VLew. What can be said at this ooint is that this proolem warran:S 
protpt and serious stuidy. Whether or not the present drug acquisition 
and distribution system is malfunctioning in these ways is, of course, 3
 
iueztion which has important implications for the welfare of tne 
consumers of government health services.
 

This question also has important implications for los-.
 
recovery in the government health services and hence for the financial
 
feasibility and sustainability of such programs as the Projec-'s !RWCs.
 
In Pakistan, as in other LDCs, among the more popular proposals for
 
coping with government sector financing proDoems has been t.nat of
 
charging consumers for drugs dispensed by government facilities. Drucg 
charge schemes will not, Dy themselves, however, afford any remedy for 
the kinds of malfunctions alluded to or for other kinds of logistical 
proolems whicn are pt to oe exni3ited oy government drig supply 3ssems, 
e.g., proolems with timely delivery of those drugs actually ord2red 
(distinguish cnose drugs which nappen to oe in the inventory of .ne 
central medical stores). 

Tihe Project :as made a major effort to rationaLize and 
improve the irug supply system for the L.HCs, including the institjion 
of the "bin cards" wich .4ere prominently displayed in the faci 
visited zy the evalation team. The in-death study of the drug sI.poi' 
system snould include attention to tne extent to Xhich and the :nians 

which Project efforts in this domain nave improved the performance of -.ne
 
system.
 

Pending the clarification :nat ill result from an in-depth
 
study of the functioning of the drug supply system, it would seem orudent
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to hold off on attempts to implement drug charge schemes. The ii,depth
 
study should also include attention to the extent to which, if at all,
 
greater reliance for drug supply and distribution to consumers in the
 
public health services might be improved oy greater reliance upon
 
private-market drug acquisition and distribution systems.
 

1. 	Accelerated Health Program: EPI Component and the question oC
 
Integration into the Basic Health Services Program
 

introduction
 

of Pakista 1auncn~ 

Program:ae on immunization (EPI) in 1979 as part of the Fifth Five
 
Plan.i/ By 1932, however, progress had oeen disappointing -- onl'v 2.is
 
of children were fully immunized. To catch up with the backlog of
 

-


L.he men: ovr: 	 'i t *:ntrv-wid 

unimwunized children, a beefed up EPI das included as one coimponeat of
 
the Accelerated Health Program (AHP). This note is intended to reoort
 

the of 3-I
some rougn estimates Df cost the accelerated EP: ani to n
uoon some implications of program cost for the olannef in-egraion )f
 
activitie.3 4itn the reg.lar oasis nealtn ser'Ic*.s system. 

Cost of AA?!?P:
 

.ehe : and [follo.4ing exnioit da-a relevant or ro4-Y'
 
astimating tne cost of -his program overall, er fully immunizd ::i'1o 
and relative to the regular provincial healt'l Jepartment budqet-. 
appears tne AHP funding for EPI came on line 1982-83 and over tne ocr'
 
1932-83 trru 1934-35 inclusive, including both federal and mro';ncia 
AH?/EP? components, a total of Rs. 432.7 million was expended.. 

1/ For a recent, comprenensive review of tnis program, see Review )f tne
 
Accelerated Healtn Proqramme and Other Selected Primary Healtn Care
 
Activities in Pakistan, 10 November - 6 December 1984, Report of toe
 
Joint Government of Pakistan/WHO/UNICEF/USA:D/CIDA/Review Team.
 

_ 	 See EPI-PAKISTAN 2 DATE PROGRESS REPORT, by Col. Monamma, .ram
 
Khan, Dr. Witjaksono Aardjotanojo (undated). The expenditure Jata a:e 
given for Pakistan as a dhole, i.e. not broken down by provinces. "t 
.4ould oe aetter, of course, to look at the cost of tnis program )n 
orovince ov oro'iince The dat reported 1ereoasis. expenditu :,u: 
reoresent tne total Oost of AHP/SP:. 2PI centers were located 1n a i,,-s 
of the BHUs and RHCs :omprising the basic health services SVtm and some 
portion of these factlities/personnel costs prooably snould be ailoca ei 
to AHP/EP: (although, :Inese facilities, wnich 1ouldoe in place ,n an/ 
event, are generally so inderutilized tnat rne economnic cost of these 
resources to a/ near :ero).any tie .o,.s'AdP/EP: ce to :n .vent, 
estimated cost figure re.or,,ted lere 4il1 3-aV.e for Oresent :?urmoo0e. 
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Table i 

1 

Year 

2 3 I 4 
IIIIIIIIII 

Operating Budget */ 
1 Health (R.;.m) 

I 
IIIIIIIII 

IBalu- I NWF"P IPunjabt 
Ichistan I 

I 

1 5 

I Sind 
I 

1 

I 
I 

6 7 

Total I Federal 
Provincej EPI 

I(ts.m) 

III 

8 
I 

I Federal) 
I AUP 

I(Rs.,'
I 

I 

9 

Total 
IFederall 

I 10 1 11 12 1 13 

% (9) 1 Province I %(Il) I rotal 
of (6) 1omponentlof (6)1 9 + 11 

I 14 1 
I I 

1%13 1 
lof 6 1 

I I 
I 

I I 
I I 

1979-801 37.6 1 120.9 1 255.1 1 130.5 I t44.7 1 13.2 13.2 1 2.4 I 1.1 1 14.9 1 2.7 1 

1980-811 45.8 1 13d.3 i 3U9.6 1 151.1 1 n48.4 1 9.1 1 1 9.1 1 1.4 1 3.5 1 12.6 1 1.9 1 

1981-821 73.3 1 171.6 1 42L.9 1 182.4 1 849.2 1 6.2 1 6.2 1 0.73 1 4.5 1 10.7 1 1.3 1 

1982-831 

1983-841 

96.7 

109.1 

1 20)d.b 

15m.7 

5J. 

75.. 

1213.2 

1 238.1 

1 l21.7J 

[1355.1] 

1 17.9 

18.5 

67.9 

114.8 

1 85.8 

133.3 

1 

1 

8.4 

').8 

I 

1 

26.4 

36.4 1 

1[112.21 

11169.71 

111.0 1 

112.5 I 

1984-851 136.7 

II 

1 322.5 I 399.0 

I 

1 276.3 1 

I 

11634.51 1 

I 

61.6 1 61.4 1 3.8 

IIIII 

1 89.2 1 11150.8] I 9.2 1 

11982-83 1throughI1984-ibI Total: i 4012.1) 1 1982-83ithrouqhIl984-85 ITotal 1 432.7 1 

I 
I 
I 

some 
some 

c/omefi jaice:; 
revi!.;c(I 
act',i L 

: 

e:A 
ii t..- :;, 

i t4';, 
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Table Ii
 

I 2 3 4 1 5 6 7 8 1 9 

1985 I 
?:ovinc, Population I 4 I 4 4 I 4 (3)+ (3)= 

(million) 12-23 full! 12.23 1 2.4 1 full1 2-4 :ot1 
1(% urban 1981) 1 mo * immifull Im year / imm 1full in; f--1 7!-, 

I(million) I I(million) (million) 
II 

Punjab 55.0 I 

Uroan 15.1 I1.1 74 1 .814 1.1 34 1 .924 1.7
 

Ru al 1 39.9 1 2.9 82 2.37 2.9 91 2.6 5.,D
 

3ind 1 21.9 

I I 
Iroa 9.5 I .688 I 39 1 .269 1 .683 51 .351 .52 

Rural 12.4 .899 1 21 1 .189 1 .899 1 45 .404 .594
 

11.5
NWFP 


J:o an 1.7 1 .123 1 65 1 .030 1 .123 1 69 1 .085 .35
 

,u:al 9.8 .710 1 56 .398 1 .71U 1 64 .454 .352
 

aaluchistanl 5.0
 

.J27
Uroan .78 .057 25 .104 1 .057 23 .013 

Rural 4.2 .305 1 9 1 .024 .3051 19 1 .058 .32 

rotai= 9.)M
 

1982-83 thru 1984-85 AHP 
Sxpenditure on EPI= Rs.432.7 Cost per fully immunized = Ra.48.0 

chili 

*/assume 0-4 = 14.5% of tne population - 7.25 % for 12-24 & 7.25 % for 2-4 

see of Rapid Pakistan 1983 
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As column (6) of Table I shows, the aggregate operating 
budget for the provincial health departments for the period 19 .2-33 to 
1984-85 inclusive came to Rs. 4012.0 million. Thus the additional 
resources allocated to AHP/EPI over this poriod mounted to about Ll.0: of 
the regular health department budgets. The data exhibited in Table II 
yield a finding that (see column 9) about 9.0 million children were fully 

immunized by the AHP/E-? campaign. / Thus, the cost of the AHP/EPI per 
fully immunized child works out to about Rs. 48.0 -- quite ,-.od1st by 
international standards.
 

Imolica-oI.; of the Foregoing for In:egrtion 

it .sour understanding that, from the outset, AH?/P is I 
"special" or "vertical" program was intended :o be - temuorary 
arrangement, that this program would be integrated ias undefstood froi.i 
the beginning, that decision still stands today. Whether ihe "eg,'l.r 
oasic health services network will be aole effectively :o carr*, ;,s 
program remains to be seen. One possiole oroblem is tie pr';oec D_: 
"organization failure' in 
this donain -- the orovi7c il .ec L 
departments will have to strive to maintain :ne niih level of otiva-ion
 
and appareni , tignt, effective supervisory recl.men 4uic, 
the AHP/EPI as it was operated out of the National instit-te of .i- lth, 

What aoou: the availability of resources to cI ?" is 
integrated component of the basic health services? One problem wi-h 
attempting an answer to tnis question is that it has not yet been
 
determined, to our knowledge, just what resources will be required. rhe
 
Ai?/EP: presumably took care of tne bac<log of unimmunized cnild.en.
 
.hus, _P: w*ill continue in a *maintenance" mode covering t.e 0-1 !ear Age
 
group each year. How much outreach will be required and v 4nom
 

performed (what occupational categories, now maiiy such workers?) is not
 
yet clear. Some :RHCs visited appeared to oelieve that t ?rogram in
pne 
the future could oe operated in a static mode. The argument nere is -.h 
the large scale, effective publicity accompanying the AflP/EP: so ouilt 
demand for immunization that the clients zould oe expected :o come .o the 
BdUs, etc. Some :RACs, however, seem -o me planning outreach coverage t3 
be accomplished oy a new occupation category -- the multi-.ourpose 
outreacn ,orker. As tnese programs are implemented and Jeve.oped, the 

.
 
costs dill oecme Clearer.


:ean,4nii,, de may remark -nat if resources ;Jere re."Irel on 
the same scale as for the AiP/EPI, the percaoita cost of a progrim t.) 
fully immunize tne )-. year groups wouli me somewnat less cnan Rs. 2.. 
This would :eorese.:- a relatively ieavier loading on the -heat:h ,u.det7_ 

/ rhis taole number of issp:" unJ, lerived .n :se f1roiiefe.:J :Iain 

the sources noted aob';e, 4hicn may me nore or less approxi:nati-ns to e 
true state of affair3, e. tie rural-Irman s0it of oooula-ion:x
 
province, tne percent of botn rural ind urban oopulation .n-.ich orovLince
 
falling into the I2-Z3 montn and 2-4 years age Iroups, and, )f cour.e,
 
the percentage in each cohort said to oe fully immunized. :t will not oe 
worthwhile attempting to refine tne program-cost analysis pursuant to 
reckoning unit .costs until further investigation ii undertaken to issess 
the reliability of the coverage data. :n any ev,_nt, tne figure.; reported 
harain should provide a aseful approxi;nation for present purpose. 

http:cnild.en
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of some provinces than others. However, on average for all provinces,
 
1985-86 operating budget health expenditures by the provincial health
 
departments came to about Rs. 26.4 per capita for the populations of the
 

provinces. The cost of EPI reckoned as above in its continuing
 
Imaintenance" mode would represent less than 10.0% of the provincial
 

health budgets. Whether an operating-budget loading on this order of
 
magnitude could be accomodated depends, of course, on a number of
 
factors, eg the rate of growth in real terms of the provincial health
 

department budgets over the coming years, the amount of the total health
 

oudget allocated for preventive services (hospital services now claim the
 

lion's share of the provincial health departments operating budget), and
 

others. As matters stand, the federal government has agreed to continu:e
 

to provide a federal component for EPI from the federal ADP. As long is
 

this arrangement is in effect, the burden on provincial health
 

development budgets will be eased.
 

in. Institutionalization of In-service Training
 

In-service training should be institutionalised in such a way
 

that each individual receives this training periodically throughout
 

his/her career. This requires an organised approach, possibly witn some
 

unit of the Department responsible, - for planning individual tcaining
 

schedules, - co-ordinating all training programs, - conductLng selecte' 

training programs. It is therefore, recommended that an rn-Service
 

Training Cell or other permanant organizational arrangement be
 

establishe- in each province to perform this service.
 

Two different types of management training courses have Deen
 

under this project - general management and specific managementconducted 
system training e.g. an information system and a Irug supply system. 

The management system training, trained people to oerform a 

cask e.g.to use specific forms and procedures. The general management 

training also ended with a focus on problem identification and 

development of work plans to solve these problems, but has been much less
 

effective - regretfully its seems that most participants in tihe general
 

management course have not followed up on their plans.
 

It is recommended that the general management course be 

modified to include fewer topics with greater emphasis on getting 

participants to do something with what they nave learned on return to 

their posts. For example, the focus could be on encouraging them to 

conduct regular staff meetings with the training they ceceived helping
 

them to structure these meetings. :nstitutionalization would facilitate
 

tnis.
 

n. Transoortation:
 

The concept of rR.C's and community outreach seems oliusible
 

'ut can only be effective when the means to transport personnel is in
 

place:
 

- the IO/IRHC is expected to supervise 3ll peripneral
 

outreach,
 

- the male MT and female MT supervisors at IRHC are 

expected to supervise the outreach programs of the MTs 

stationed at BHUs, 
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The male MT/or Sanitary Inspector is to act as team leader of
 
the MPHW field team which is to visit all villages in the
 
Union Council monthly,
 

the .O/BHU is responsible to supervise the outreach of all
 
staff working from the BHU,
 

the FAT/LHV/W are expected to conduct fiel. surv";ys ari' give 
MCHC outreach in the villages 3erved by the 'MU, 

'oservatjsn in the field showed that .nsoortaton .. i:...u..:
 
at all these leVeI.
 

o. The P i. u n National ealth Plan 

Ttie Six:n Pakistan an Qlav's ) ')Plan of oroposes o oi 13.j '
 

for the :ealth Sector againsc Rs 4.380 oillicn soent in current orices Ii
 
zhe zifth Plan. This is almost :hree times the actuail e" .endit:-,e ofr
 
?ifth Plan. An analysis of the details of proposed capital oit].ay fw :.-
Sector ;o4lld show that 535 funds naie oaen sovie.i f: Pr', ni.e v 
and Rucl ieat,. ?rogrnm,.,. oreover, a . 74% o....' h.S o ,-'i f.c>
Zraditional .1, cine A:/ni--ipa! 	 Iev9. . = t-.j -....,-I :in' :4ealth ze; .. ... 

details are as .fnr:

aoial OutI.. fr__ealrch Sec:. r 

S. No. 	 Suo-Sector illion .(M.___...Rs) Allo,.j--

(i) 	 .edcl educa-ion 975 7.5.3
 
(ii) iospi-al beds, including teacning beds 3,2J5 25.33 
tili) Preventive ororammes l,490 li.4 
(iv) 	 Rural Healtn Programmie 5,660 4.54
 
(7) 	 Provision of Jental care in :te 

existing facilities 250 i.93 
",;. " -iL:.""1, ' 35* J.5z
 

'Iii) Traditional medicine 375 2.3)
 
(viii) 	 Municipal nealth services 500 3.39
 
(ix) 	 ".utrieion program'nes 250 1.32
 
(x ) caisce .aneocs 	 20 .9" 

Total : 13,300 JU.JJ 

"he ioove asole clearly indicates the cotnmitsnent )f -ne L:(:n ?1.i 
o mhe Primary Healt.h Care Programme. The ?lan aiMs It est A sDin .1.1 
nation-wiJe integrated .3ystem of health care 4ith empnasi s on Pr mar'/ Ha

'are.*:n fact :ne focAl point: of the 3Sxt, l n 1.3 the r imar. .fen..L ,.e 

*'.he total illocac,-on for Aedic.il ?esear:n is Rs 320 niLlion, the :siance .3 
reflected under suo-se-tors.sner 

http:Aedic.il
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for all. 
 This is also clear from the perusal of the following physical
 
targets of the Sixth Plan:
 

Targets of 	Physical Facilities and Health Man!ower
 
during the Sixth Plan Period
 

Cummulative
Facility 
 Targets Total June 1983
 
A. Infrastructure
 
(i) Hospital beds 
 11,770 
 63,170
 
(ii) Rural Health Centres 
 355 

(iii) Basic Health Units 
 2,600 
 4,315
 
(iv) Upgradation of sub-centers, Dispen

saries and MCH Centres to.BHUs 2,620 2,620
 

B. Manoower Develooment
 
(i) Doctors 
 21,000 
 36,000
 
(ii) Dentists 
 600 	 1,700
 
(iii) Nurses 
 5,000 
 10,000
 
(iv) Paramedics 
 38,000 
 75,000
 
(v) TBAs/CHWs 
 30,000 
 45,000
 

The programme of development of physical facilities and
health manpower, indicated above, is expected 
to bring the following

changes in 	terms of population per facility in June 1988.
 

Change in pooulation per facility, J.n& I13L
 

Facility 
Benchmark 

1983 
Population Position in Population 
per facility June '988 ner facility 

A. Infrastructure 

(t) Hospital beds 51,400 1,790 63,170 1,673 
(ii) Rural Health Centres 374 172,241 729 101,133 
(iii) BHUs, sub-centres, 

Dispensaries and 
MCH Centres 6,490 12,943 9,090 9,820 

B. Manpower 

(i) Doctors 20,000 4,600 36,000 2,940 
(ii) Dentists 1,100 83,000 1,700 62,350 
(iii Nurses 5,530 1/6.4 beds 10,000 1/5 beds 
(iv) Paramedics 37,000 2,486 75,000 1,413 
(v) TBAs 15,000 1/3 villages 45,000 1 village 

729 
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It has been proposed that all the preventive programmes will mainly
function through the BHUs and RHCs; these would form important part of
nation-wide Primary Health Care Programme. 	 the

The preventive programme will play
crucial 
role in health care, soecially in the ruralThe 	 areas of the o, ntr.main targets of the Plan connected with the preventive orogrammes are asunder:
 

(i) 	 Immunization of 24 million children
 

(ii) 
Control of diarrneal diseases 
 3 million children
 

(iii) 	 Training of TBAs 
 30,000
 

(iv) 
Spray for Malaria Control 
 About 20% houses in
 

the operational areas
 
The Sixth Plan aims at bringing about the following policy


shifts in 
relation to the Primary Health Care Programme:
 

(i) 	 Emphasis on 
preventive care by protecting all children
by poly-immunization against the six preventable

diseases of childhood, diarrhoeal diseases' control
 
and improved maternal care.
 

(ii) 	Consolidation of 
existing facilities in contrast to
expansion and development of rural healtn

infrastructure. 
 Expansion is only envisaged in
 
unserved areas.
 

(iii) 
 Each rural health facility to be manned by a qualified
 

doctor.
 

(iv) 	 Government patronage 
to traditional meaicine.
 

(v) 	 Involvement of community, viz local bodies, in Primary

Health Care.
 

(vii) 	 Proper management training to health functionaries.
 

(viii) 	rn:roduction of uers' changes 
to r duce su.sidy.
 

The Plan acknowledges the fact that, alongwith
capital budget, the the
 
inadequacy of 

revenue budget will have to be increased many fold as
funds has been the main constraint for establishment of 
an
integrated nation-wide health care system. 
It has 	been stated that
during 	the period 1973-79 to 
1982-83 the recurring expenditure has
increased from as 
646 million to 
1,299 million. This 
fnows an annual
increase of 151. 
 The Plan envisages an 
annual 	increase of 201. 
 At this
rate the annual recurring expenditure in 1987-88 would be Rs 
3,234
million against Rs 1,299 in 1932-33. M6oreover, in the first two years of
the Plan a higher operational expenditure was required than could have
been covered by the annual increase of 20%. 
 To cover a part of the
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recurring expenditure it has been proposed to introduce a system of user
charges of the following order:
 

(i) 
 In urban areas 
fees for out-patient consultation
 
will be raised from Rs 1 per person to Rs 5 per

person per treatment at the end of the Plan.
 

(ii) In rural area consultation fee will be half 
)f the fee
 
in the urban areas.
 

(iii) 	 In a phased manner 
full cost of the supportive

diagnostic services, i.e. X-ray films, chemicals,
 
reagents etc., will be recovered.
 

(iv) 	 A bed charge of Rs 5 per day and diet charge of Rs 5
per day will be introduced for all in patients, in
addition to Rs 10, 
as admission charge.
 

(v) 
 The charges in private wards will be made realistic
 
and subsidy eliminated.
 

It has been est~iated that the above measures would provide
an income of Rs 200 million to the Health System in the first year of the
Plan period and Rs 1,250 million in the last year, averaging Rs 500
 
million per year.
 

The examination of the Health Sector programme spelled out 
in
the Sixth Plan, relating to Primary Health Care, indicates that a number
of 
issues 	need to be resolved to make the programme successful.

major issues are identified below:	 

The
 

(i) 	 It is understood that consequent upon 
resource
 
constraint the Sixth plan has been recently revised
This has resulted in reduction of 'llocation to the
Health 	Sector. 
 This reduction in allocation will

affect adversely the establishment of a nation-wide
 
integrated system of health care.
 

(ii) 	The Plan estimated an average yearly growth rate of
20% 
in recurring expenditure in the health budget of
the country during the Plan period over the level 
of
Rs 1,299 million in 1982-83. it appears that this
target has been surpassed in the first three years
because the revenue budgets for 1985-86 of 
the Health
Departments of the Provinces alone add up to Rs 2,152
million against the target of Rs 2245 million for the
whole country, including Azad Jammu and Kashmir and
expenditure of the Federal Government.
 

But from the point of view of replicating the system
of IRHCs this is far from satisfactory. Under the
normal programme of Rural Health Services the average
recurring expenditure in three provinces (except
Baluchistan) on 
a RHC ranges between Rs 0.380 million
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to Rs 0.137 million per year and on a BHU 
 between Rs
0.109 million to Rs 0.028 million. On the other hand

in the Primary Health Care Programme under the system

of IRHCs the operating cost of a RHC is Rs 0.510

:illion per year and of a BHU Rs 0.200 million per

year. 
 Even at the most optimistic rate of 
user
 
charges the IRHCs can at best 
recover 15% of the
 
Cerating cost. Moreover during the first three years
o: 
the Plan it has not been possible to recover the
 
user charges to the extent envisaged in the Plan

document. So it is doubtful whether the IRHCs can be

reolicated in their present form throughout the
 
country. 
 This aspect of financial feasibility of the
!.HCs system has been dealt with in greater detail
 
elsewhere in the report.
 

(lii) 
 The three tier system envisaged in the Primary Health
 
Care Programme can only function effectively if the

requisite number of Community Health Workers are
 
available and are working with commitment. This
aspect of the Programme has been weak from the
 
beginning and continues to be weak, neither the
requisite number o1 
CHWs have been trained nor those
 
wno have been traiied are available, nor yet the

available ones ara functioning satisfactorily. It
 appears that the Plan has compromised on this issue
tecause under the targets of health manpower during

tie Plan period the TBAs have been equated with CHis,

and the oroduction target of TBAs/CHWs is
33,000/. 
However, in a subsequent table CHWs have
 
been altogether omitted and only 30,000 TBAs are

mentioned3/. It may be argued that TBAs are CHWs,
this is only partly correct, bcca. thi:......
 
not encompass the full range of activities of CHWs.
Moreover, they are not trained as 
CHWs. 	 Even if the
T3As are trained as female 	CHWs that still leaves the

need for male CHWs unsatisfied. Apparently two

alternatives are to train the Pesh Imams and

practitioners of traditional medicine as CHWs. 
But
 
-a selection of CHWs should be made by the communi-y


so the 	constitution of village health 	Committees needsto precede the selection of CHWs. There is no simple
solution of this problem, the whole issue requires an
 
indepth study.
 

(iv) 	Depending upon the density and scatter of the
 
population a BHU is proposed to be provided for 5,000

to 10,000 population. 
The BHU will be responsible for
providing comprehensive preventive and curative health
 care, including midwifery, child care, immunization,

control of diarrhoeal diseases, malaria control, child
 

i/ The Sixth Five Year Plan 1983-88, Planning Commission, Govenment of
 
Pakistan
 

2/ Ibid, Taole 5.
 



-74

spacing, mental health and school health services

within its area. Outreach services will be provided

primarily for maternity and child health care 
through

trained TBAs. Depending on the terrain and
 
communications 5 to 10 BHUs will be linked to 
a RHC.
Each RHC may have upto 25 beds with laboratory, X-ray

and minor surgery.
 

The following points need serious consideration in relation
to the programme outlined above:

(a) It can only be implemented if effective outreach
 
services are provided but the Plan proposes outreach
 
services primarily for only maternity and child health
 
care.
 

(b) 	It would require the production of a large number of
 
multi-purpose workers. 
 It was fou.d that training of
these personnel, on 
the scale envisaged, had not
 
started.
 

(c) 	Linking of 5-10 BHUs 
to a RHC, instead of the oresent
 
number of 4, is likely to create problems with regard
 
to effective supervision.
 

(d) 	It has been proposed to establ ih the new RHCs with
 
more beds and additional facilities. 
 This 	needs to be
examined in the context of the increased recurring

cost and the extent to which user charges can be
 
recovered.
 

7. 	 Cultural Issues:
 

The Pakistan population is predominantly muslim. 
 The women are
expected to observe 'purdah' and keep away from all males who are not the
close relatives. Although the village women may not put on 
the veils, a male
health worker, even from the same village, would find it difficult to reach
them. 
 He will have access only in Lhe presence of male members of 
the
household but that also would be quite limited and may not exceed beyond
immunizations, clinica. examination of children and some 
health and nutriLion
education. 
 This also applies to female health workers. They would not be
able to extend health care services to the men.
 

It is generally the elderly lady of the house who decides
what 	type of treatment is to be provided when 
a child or a woman falls sick
and then who should be consulted and when. 
 First choice is a home remedy
followed by a Hakim, a private ailopathic proctitioner and as a last r~sort a
public sector facility. 
 For health problems of pregnant women and ncona:es, a
dai Is normally consulted. Women as well as 
men prefer to disucss health
matters with workers of the respective sex. Primary Health Care in these
settings requires the services of both males and females workers.
Nonavailability of female staf 
 for rural areas, especially in the Provinces
of Sind, NWFP and Baluchistan is 
a serious constraint.
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EVery Union Council (population 15-20 thousand) is planned
 
to have a Basic Health Unit, where a female medical tLchnician/lady health
visitor will be posted. 
 in addition, tnere will be
outreach team comprising of 

a male physician and one
a Male Medical Technician/Sanitary
malaria supervisor and Inspector,
a vaccinator. a

technician will not be able to 

Knowing that the female medical
reach all the villages in the Union Council,
she is excluded from the outreach teams.
motherhood and newborns But the health problems of
can not 
care services be ignored while extending the primary health
to the people of the Union Councils.
medical technicians On 
one hand the female
are unwilling to work in villages especially in the three
 
aforementioned provinces, and on 
the other even
quite limited. in Punjab their mobility is
In most cases, she visits some of the
where BHU is 
located. nouses in the village

precautionary 

Here also the village heads have to
measures take some
 
suggestion that 


before she could move freely in the locality.
the male medical The
 
villages is 

technician accompanies her
not acceptable to for visiting other
FMT. 

she 
is provided a conveyance by 

She could visit other villages only where
the respective village head 
and only when

elderly lady preferably a dai accompanies her. an
At IRHC Mochiwallah where the

programme has been on the ground for quite sometime, the four female
technicians have been able to cover six villages only.
that the 
Lady Health Visitors/Female Even if it is assumed
villages in Medical Technicians will visit all 
the
 

the catchment area, their output will remain unsupervised because
of the absence of 
a 
female physician at 
the BHU.
 

The output of multipurpose health workers team is 

to immunizations, 
detection of malaria cases, 
 limited
selective
ORT, treatment 
 sprays, promotion of
of minor ailments and health education, during their
month visits. 
 The plai is once a
silent on 
the elements like prenatal 
care
childbirths, promotion of breastfeeding, child growth monitoring, weaning and

supplementary feeding and child spacing.
effectively by These tasks could be performed

training the dais 

i female community health worker preferrably
residing in a dai. By
the respective communities and by establishing
contacts with them at regular intervals the female medical technician
available at 

can not 


the BHU could give more output in the current situation where she

visit the villages at 
some distances.
willing to 
take the training 

Dais all over Pakistan are
 
the system is suppoctive. 

and work with the health infrastructure, where
In the thickly populated areas of Punjab the dais

have no difficulty in moving from one 
village to other and can
training centers at the appointed time. reach tne

scattering of However, 
the problem of wide
rural population in Sind, NWFP and Baluchistari could be

by arranging transport for commuting Dais during the period of 'heir training
 

overcome
 
(say 15 days). 
 A mobile training team approach is successfully implemented
already in Sind province.
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S. 
Prooosed Project Focus on Overations Research and Epidemiological
 
Studies and their Application to Service Delivery
 

The team encountered repeatedly a wide variety of situations
in which pro-ram personn21 at different levels lacked the information
 necassary to desi;gn, implement, and monitor service delivery activities
efficient!y. 
 Organized and reliable information on the quality of care,
the effective population coverage of priority services, the impact of program activities on health status, and disease patterns in particular
was scarce. 
 In this section, we outline the rationale for substantially

expanding projact efforts in this area and prupose a general structure
 
for such an activity.
 

The team found no disagreement regarding the overall
objectives of the project in terms of measurably reducing maternal and
child morbidity and mortality. There was 
likewise a broad agreement

regarding the set of activities that forms the most promising strategy to
reach these objectives. 
The Sixth 5 Year Plan, provincial officials, and
the project paper each emphasize diarrheal disease control, particularly
ORT; EPI, including tetanus immunization for fertile age women; provision
of family planning methods; 
effective treatment of lower respiratory

tract infections in children; detection and sustained treatment of active
tuberculosis cases; nutrition monitoring and active intervention; and
passive case detection and clinical treatment of malaria.
 

On a technical 
level most of these interventions are
relatively well-defined, although this is certainly less 
true of the
educational components. 
The details of how to most effectively or-anize
such activities, 
even the nature of current activities is far less
certain. Nevertheless, provincial officials repeatedly noted a shortage
of project resources available for any activities other than direct
 
program im~lementation and training.
 

The application of research techniques to guide practical
improvements in the cost-effectiveness of health services is a relatively
new field. It is an area 
in which AID has accumulated a substantial
strre of experience, with what is arguably the Largest operations

research program in the world. 
 In the past ten years, the Bureau for
Science ind Tochnology has supported studies in
more than 40 countries.
 
Thus, a wide ran-c )f technizai support could be made available as
 
required.
 

1. Program content. We would propose four major content
 areas to respond to the range of anticipated requests:
 

a) Desc._iptive Research: 
 Much of what program personnel
actually do, or fail to do, 
cannot be derived from routine records and
supervisory visits. Many important service del!7ry problems involving
level of effort, quality of care, population coverage, rila'.ive cost. 
and
supervisory effectiveness can be described adequately only through
specific field studics. 
Unusually successful or innovative local
initiatives with the potential for wider applications may lilewlse reiain
unnoted by routine management reporting mechanisms.
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A comprehensive exercise of this nature we would term a
Systems Analysis. 
This approach would describe program activities in
terms of functional systems such as 
training, logistics, recruitment,
supervision, financing, and service delivery. 
Each of these would be
further subdivided into distinct subactivities, maintaining a focus 
on
the specific services listed above. 
 More concretely, actual data
collection activities would include interviews with staff and co".unity
members, structured observations, questionnaries, and record reviews
following a standard protocol. 
 For a district-level systems analysis,
full time team of five or six professionals plus interviewers would
probably require about four months once 
the detailed protocol has been
developed and approved. 
The final product would be a fairly detailed
description, using objective measures, of the process by which selected
services are delivered, including support activities. A systems analys:
differs from an evaluation in that it focuses on description rather than
assessment, and in the magnitude of data gathering.
 

The results of the systems analysis would provide
management level officials with a basis for selecting priority areas 
for
prospective operations research studies (or more routine administrative
measures) to address problems in service delivery. 
More focused
descriptive studies are, of course, also possible, such as 
an anlysis of
the supervisory or training systems only.
 

b) Prospective Operations Research: 
 The design of even
a simple delivery system reflects innumerable decisions, most of which
are necessarily based on professional judgement rather than empirical
data. 
 These decisions range from broad strategies, such as
utilization of volunteer CHiWs 
the
 

or Dais to very specific program elements,
such as the content of the messages MTs are to convey to promote

i.rrunizations. 
 The objective of operations research methodologie,. ( i:h
continue to be developed) is to inform these decisions at the level of
precision and cost appropriate to the decision to be made. 
 As we will
use the term, operations research is
a strictly practical attempt to
apply a variety of 
research methods to management decisions.
 

Some operations research methodologies have a negligible
cost and produce results that 
are virtually immediate. 
 These include
group consensus techniques developed primarily for agriculture decision
making. The object is to 
systematically exploit the knowledge and
judgement of a group of experts to 
identify a range of possible solutions
to a gi,'en problem and then select the most promising options. Examples
include multiple-criteria utility assessment, delphi, nominal group
technique, and system modeling. 
These approaches primarily constitute an
alternativ 
 to conventional hypothesis formulation which generally relies
on the intuit~ve insights of 
an individual, sometimes combined with
informal, unstructured group discussions. 
 In both cases, the end product
is the proposition that 
one or more courses of action make sense.
 

In most cases, this step is followed by traditional
social science research such as a pilot program or a quasi-experimontal
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comparison of two or more alternatives. 
 The centw-al-dstinction for the
purposes of the project is essentially practical.

strategic emphasis on 

We would propose a
small-scale, relatively unsophisticated studies
that can produce results rapidly. We anticipate that few of the
management decisions at ijsue will require highly precise measur'ments.
Wgith 
Li.mited resources, larger studies reduce the opportunity to studyi
other, perhaps equally important issues which would then continue to be
addressed on 
an intuitive, non-empirical basis. 
 Experience also su..sts
that ongoing changes in the program and its environment can be expected
to 
reduce the value of longer term studies. IL also 
seems likely that
relatively simple studies will increase the opportunity for meaningful
participation by service delivery and management staff, enhancing the
prospect for institutionalization of such research. 
We would also argue
that the very nature of the issues invol'ed in the project is conducive
to such an approach. 
It is the highly specific, descrete service
delivery tasks that have been most neglected by past studies.
such as Issues
the promotion of tetanus 
immunization for fertile age women
remain largely unexamined.
 

c. Epidemiological Studies and Surveillanc:
 

Information on patterns of health and disease is
essential compliment to an
information on 
the performance of the health care
system. 
 In many cases, the distinction is largely a matter of emphasis,
with considerable overlap. 
 Like operations research, the objective of
epidemiological studies is to provide a basis for concrete actions to
improve health status. The modifications in the reporting system
developed under the project represent an encouraging start, but a
substantially expanded effort in the collection and analysis of
epidemi.ological data is badly needed.
 

The range of relevant measures
available to managers includes: 
that are not generally


1) vaccine efficacy, 
-, I., outcomes oftrained dais, 3) current incidence of vaccine-preventable diseases,
including neonatal tetanus, 4) major etiologies of infant pneumonia and
antibiotic sensitivities, 5) immunization status by age, 6) impact of
program interventions on nutrition status, 7) coverage and outcome of
diarrhea case management, 3) incidence and etiology of diarrhea, 9) birth
interval, 10) 
treatment outcues of active tuberculosis, and a number of
others.
 

There 
are a number of low-cost techniques for generating
estimates of parameters such as 
these, including rates based on an
estimatad population base. 
 Each of these techniques shares a dependence
on trained personnel of demonstrated competence in well-defined
activities and close supervision that includes verification of
randomly-selected reports. 
 Poor quality data may be worse 
than useless
if they lead to a misallocation of 
resources.
 

SentiLlol suL"!eillance is very low cost 
technique that
permits the monitoring of incidence trends longitudinally through
complete reporting of 
a small number of selected health institutions,
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most frequently hospitals. 
 The team did not have the opportunity to
assess the records maintained by hospitals in the project area, but this
approach has proved feasible in a number of settings. Our impression is
that one major criteria, that the hospital draw an adequate number of
patients from a wide geographic area, is generally met by a large number
of hospitals in Pakistan. 
The ability of the institution to diagnose the
condition in question requires consideration. 
 Neonatal tetanus, for
example, rarely presents a diagnostic problem, but ascertainment of the
mother's Lmunization status depends on clinical 
standards that are more
variable. 
Routine assessment of nutrition status by anthropometry is
uncommon in most hospitals. 
 While it would be possible to use project
resources 
to improve record keeping where it 
is inadequate, it would be
highly preferable to select an institution where several years of

reliable baseline information are available.
 

Sentinel surveillance of 
course provides no information
about the population that does not make use of hospital facilities, and
the rural population is generally under-represented. The project appears

to have adequate personnel for carrying out active surveillance in
household cluster samples in rural communities. 
This will, however,
require dealing with difficult cultural obstacles related to access 
to
households and the mobility of female workers. 
 Such a system would
typically involve monthly visits to about 50 households in 50 randomly
selected rural communities over the course of 
a year. Interviewers with
the skill level of MTs could reliably monitor the incidence of diarrhea,
measles, pregnancy status and outcome, nutrition status by anthrcpomecry,

facility utilization, immunization status, and mortality.
 

The programs' extensive infrastructure could also be
applied to a cause 
of mortality study. 
This could be based on a
financial incentive for reporting deaths similar to that used
successfully in 
the smallpox eradication program, combined with a
semi-stractured followup interview by a physician.
 

One of the most striking weaknesses in clinical
 management observed by the team is the virtual absence of 
followup
information. FoLlowup interviews of a relatively small number of 
cases
would help clarify a number of outstanding issues related to
effectiveness of 
treatment regimens, patient compliance, referrals and
subsequent treatment. 
 A related issue 
concerns the adequacy of the
diagnosis and management of acute lower respiratovy tract infections in
children. 
Even if the patient followup study clarifies the diagnostic

issue, optimal management remains a source of 
conce-n. TreatmenLs
recorded for similar symptoms varied widely and included a high

proportion of incomplete regimens and questionable choices of
antibiotics. 
 The project could sponsor a review of cases 
treated in a
facility with a capacity for culture and sensitivity, to be carried 
out
by a panel of distinguished pediatricians. 
This could then provide the
ba,.is for standardized treatment protocols to 
be supplied to medical
officers. A similar approach could be applied to 
the management of
tuberculosis patients, another area where the clinicians we 
interviewed
appeared to be providing inadequate therapy to 
a large degree. We were
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also left with the impression that medical officers could substantially
increase their collaboration with the surveillance efforts of the malaria
eradication program, both in terms of submitting blood slides from
presumptive cases and in documenting the course of treated patients.
These clinicians would benefit from specific guidelines and information
on the incidence of chloroquine resistance and the appropriate role of
alternative drugs such as Fansidar.
 

d. Implementation Assistance: 
 To the extent that the
research program leads to findings that provincial officials wish to
incorporate into the regular delivery system, it would be appropriate for
the project to assist in this process. Such assistance might include
staff training, written materials, and technical assistance from U.S.
Pakistani private sector sources. or
 

2. AdministrativeArranements: 
The chief administrative
consideration is the effective implementation of a substantial number of
fairly small research activities. 
We would advise against a strategy
that relies on program personnel whose major responsibility is service
delivery. 
At the same time, it is obviously desirable to encourage the
maximum feasible participation by Ministry professionals at the federal,
provincial, and local levels. 
 Thus, the structure of the program should
be flexible enough to accomodate a range of such participation, since the
level of interest and availability of Ministry professionals is difficult
to predict. 
 It would be reasonable to speculate that to the extent that
research activities generate findings of practical value, the inclination
of the Ministries to second staff for research activities will increase.
Ideally, the value of these activities will prove so persuasive that the
ministries will institutionalize the program. 
This further reinforces
the importance of providing adequate technical resources 
from the
beginning, including the capability to engage a range of national
institutions with expertise in health, administration, and survey
research.
 

We would recommend that the existing project staff be
expanded by the addition of a Senior Scientist with expertise in
operations research and a junior scientist with training in epidemiology,
and that additional positions be created for an administrator and
secretary. 
This expanded project staff should be supplemented by
consultants with specialized expertise as 
dictated by the studies that
are developed.
 

The team is not in
which the ministries would approve specific study proposals or direct
that a specific issue be addressed. Assignment of ministry staff to
 

a position to suggest a mechanism by
 

participate in studies is of course, also their decision. 
 The actual
data collection could be carried out through a combination of long term
and contracted staff. 
 Design and analysis efforts could be assisted by
consultants and contracts with qualified national institutions.
arrangements could be carried out partially or entirely through the
AID/Washington Primary Health Care Operations Research Project, which has
 

These
 

carried out nearly 50 such studies and is already developing a protocol
for systems analysis focused on selected primary health care services.
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It would also be advisable to provide resources for
disseminating study results and related technical and project information
 
through a periodic bulletin.
 

3. Illustrative Research Topics:
 

a) The Voluntary CH14 Question -
Is it realistic to expect to
 
rely on these workers in large numbers?
 

This is an important question. 
As designed, the IRHCs
scheme was to rely on these workers to provide vital public health
services and, more generally, to provide provider/population ratios such
that "coverage" by the scheme implied reasonable access to 
care. If this
is not a realistic prospect, the IRHCs scheme will need to be redesigned.
 

There is at present difference of opinion on this
question. It is notable that the Sixth Plan for Health makes no mention

of voluntary CHWs. 
 Nor does the recent Evaluation of the Rural Health
Programme in Pakistan, Health and Nutrition Section, Planning and
Development Division, Government of Pakistan, November 1984. 
 Indeed, it
 appears that at the Federal level, the CHWs have been written off as 
a
scheme that simply is not feasible. 
On the other hand, at the periphery,
some of the IRHCs still act as 
if this scheme were viable. eg. they post
lists of persons alleged to be CHWs and even upon occasion produce
individuals who are said to be CHWs, etc. 
 There is also opinion in the
field in line with the opinion at the Federal level that this is not a
 
feasible scheme.
 

It is very important that investigations be undertaken to
lay this question to rest. 
 If this scheme is not in fact feasible,
significant redesign of the IRHCs scheme will have to take plact3 fi'
 ways to deliver those services heretofor supposed to be delivered by the
CHWs. 
 As long as this question is not laid to rest, and in spite of a
lack of hard evidence that the CHWs scheme is feasible, there are those
who will go on acting as 
if this scheme were in fact feasible, thereby
putting off what in the end may have to be significant redesign of the
 
IRHCs scheme.
 

b. The Integrated System:
 

Integrated Rural Health Complex approach is designed on
the premise that 4-10 BHUs and a Rural Health Centre could be linked not
only for supervision and patient referral but also for planning and
execution of Primary Health Care to 
serve an assigned population in a
specified geographical area. The three-tiered system comprises a Health
Worker (Voluntary) at the community level, Paramedical Medical Technician
at the Basic Health Unit and Medical Officer at the Rural Health Center.

Adequate financial and administrative authority was planned to be
delegated to the Incharge Medical Officers to enable the complexes to
become self-sufficient in the management of the services.
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The concept of the integrated system never materialised.
The medical officer who was to supervise the Medical Technicians did not
receive the promised transport. 
The Medical Technicians who were in turn
to supervise the Community Health Workers faced the same problem of
non-availability of transport. 
The desirable authority, to make the RHC
and the BHUs function as an 
integrated complex was never delegated. 
 In
addition the services available at RHC are qualitatively not better than
those at the BHUs. 
 The indoor beds at RHCs remain vacant and the
Laboratory service are grossly underutilized. The posting of a female
medical officer may attract 
some female patients to Rural Health Center,
most of whom will be the result of direct reporting rathe.r than due to
referral from BHUs. 
 In a number of cases, the BHUs are located so far
away from the RHC that the patients may find it convenient to visit a
Tehsil or a District Headquarters Hospital where far better facilities
are available rather than to visit a RHC and be referred again to higher
level. 
Where surgical operation theatres at RHCs are utilized the
patients' number increases. 
 This may also happen when X-ray facilities
become available at RHCs. 
 In the present shape it 
can safely be
concluded that the referral system has not been established as 
was

planned.
 

The situation has further, changed on another account.
Medical Officers are now posted at BHUs, where the Medical Technicians
were previously expected to work independently. 
At the RHCs instead of
one, now there are 
two male medical officers. It was 
proposed that the
second Medical Officer be assigned full time duties of supervising BHUs
and the Outreach Teams. 
 On the other hand it is stated that the Medical
Officer incharge of BHU will supervise the outreach team of his area. 
 In
most cases the second M.O. at the RHC may be junior to those posted at
BHUs. 
 Unless the duties and responsibilities of each level are clearly
defined, there are bound to be some frictions resulting in deterioratipg

the situation further.
 

It is obvious that the Integrated system ha. not worked
as was planned. 
 It is also not known whether the integrated system has
definite advantages in the overall perspective of the current social,
administrative and health care delivery systems. 
Only advantage of the
name could be to separate IRHCs as a GOP-project supported by USAID from
the general health infrastructure the details of how IRHCs actually
function require documentation which is feasible only throu 6h an adequate

study.
 

c. Implementation of outreach activities:
 

There are a number of practical issues regarding this
basic strategy that could be addressed through fairly straightforward
studies. 
Outreach activites involve considerable direct and opportunity
costs and the cost effectiveness of different approaches certainly merits
study in 
a program of this magnitude. 
A study could examine the average
impact on behavior of different numbers of home visits and group talks.
It is unclear, for example, what level of effort should be devoted to
educating women in ORT. 
 Such a study would require a measurable
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objective for ORT education. A variant of this general approach would be
 
to examine the relative effectiveness of qualitatively different
 
educational content in, for example, attempting to alter the feeding
 
practices of a mother with a malnourished child. MTs appear to be
 
repeating a single approach in this area, with little sense of whether or
 
not they are having any re-i influence.
 

Different program officials expressed widely divergent

opinions about how MTs can travel to rural villages. Cost of travel is
 
obviously a major consideration. A preliminary research approach could
 
tap local creativity and initiative by providing different levels of
 
travel allowance and quantitatively describing the level of outreach
 
visits generated by a range of different approaches. A few of the more
 
promising strategies could then be selected for further study, including
 
more formal operations research directed towards balancing the competing
 
objectives of minimizing travel costs and maximizing the health impact of
 
MT visits.
 

d. Dai Training:
 

The emphasis of the Sixth Plan on training very large
 
numbers of dais suggests that comparing alternative approaches to this
 
activity would be worthwhile. Experts in training, obstetrics, and
 
public health could, through group consensus techniques, develop one or
 
more training approaches substantially different from the current model
 
in length, cost, content, or training methodology. One or more of these
 
alternatives could then be compared empirically with the current model in
 
terms of defined competencies and actual practice. The training of MTS
 
and MPWs could be examined in a similar manner.
 

e. Supervisory Methodologies:
 

There is an immense range of specific, well-defined
 
issues in supervision for which there is virtually no empirial
 
information. It is common for health programs to provide for only
 
minimal supervisor visits, and for those visits that do take place to
 
have no relationships to performance. Even in the face of patently
 
ineffective supervision, one finds few training courses or guidelines
 
designed to improve supervisor performance. Indeed, rarely do such
 
programs measure or even define what constitutes good performance in
a
 
supervisor. Whatever other factors may be involved in this common
 
pattern, it is clear that we know very little about how to train and
 
organize higher level health professionals to support the work of their
 
subordinates.
 

As we noted previously in this report, the health
 
ministry's focus on selected primary health care services permits us to
 
define service delivery in terms of a number of discrete, observable
 
tasks. For any one of these, we have observed that supervisors may apply
 
at least 11 techniques to identify and resolve shortcomings. This
 
theoretical model does not indicate which of many possible approaches for
 
a given task is most likely to work. Neither does it guide the
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supervisor in deciding how to make the best use of his time during a
 
given visit. It is unclear, for example, what level of effort the
 
supervisor should devote to estimating EPI or ORT coverage through

household visits. 
 Perhaps it would be equally effective to devote a
 
lesser amount of time to interviewing the MTs about their efforts to
 
provide good population coverage. A series of small scale studies
 
addressing questions such as this would provide practical guidance for
 
defining the supervisor's role in providing health services. 
 The role of
 
higher level supervisors could be studied in 
a similar manner. Making
 
more effective use of scarce, highly trained technica. staff aooears to
 
be an urgent need in the program, particularly at the District level.
 

f. Immunization Drop-out Rate;:
 

The baseline survey found that on the order of 70% of
 
children who started a polio or 
OPT series did not complete it. This
 
situation has improved since the survey, but the EPI 
records examined by

the team suggest that the drop-out rates continue to be a serious
 
problem. Yet, at the level of the individual child and mother, there is
 
little information on the effectiveness of different approaches towards
 
avoiding drop-outs or convincing mothers to complete the series. This
 
issue may grow in importance as the AHP is phased out, and merits study.
 

g. Staff Incentives:
 

Many management experts argue that performance-based

incentives are a highly effective measure. 
The project could support a
 
straightforward, carefully limited trial of one or more approacnes

without requiring major budgetary or policy changes. Such an approach

has been highly successful and cost-effective in ORT promotion in the
 
3RAC program in Bangladesh for example.
 

h. In-Deoth Participant Observation Studies:
 

The team was told of many cultural obstacles to more
 
effective service delivery that seemed important, but remained
 
ill-defined. The design of the MT curriculum and the content of
 
educational messages in the program do not appear to 
take into account
 
local oeliefs and practices regarding diarrhea, immunization, the concept

of prevention and other basic cultural factors that affect health
 
services. 
 The response of different cultural groups to different styles
of preventive and educational activities by program staff are poorl,

understood. We suspect that impressions regarding rural attitudes toward
 
gender roles are often superficial and oversimplified. As a result, the
 
Froject may be underutilizing both male and female staff in outreach
activities. These are important issues that could be addressed through
 
support of focused antnropological studies.
 

i. School Health Activities:
 

In some instances MTs and CHWs are involved with school
 
health activities, as school teachers seem 
to be frequently selected as
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CW" OV hQglth committee members by the MTs. No evidence was noted that
a real school health program exists having clear objectives, targets and
the means to achieve them - they appear to be largely ad hoc in nature.
 

It is recommended that one or two management analysts or
training specialists be assigned to surve,, existing school activities,
design one or more models of complete school health programs (involving
MT/CHW), then to train selected personnel to implement this prog'am and
monitor its progress. 
 If one or more of these programs is successful,
these should be incorporated into the MT and CIPW manuals and training.
 

j. Privatisation ofBasic Health System:
 

To compare the effectiveness and efficiency of the
private with the public sector in delivery of health services, 
on a trial
basis one or two IRHC's could be handed over for a period of 3 to 5 years
to 
a private organization eg 
the Aga Khan Medical College Community
Health Sciences Department.
 

For this to be a fair and useful trial, 
some basic
criteria are:
 

-
 during the final government-controlled 
year, the
staff should be 
aware that their achievements will be
compared with 
:he 
following year's privatised program,
 
-
 the IRHC's achievements in both curative and
preventive service during the final year of
government control will have to be adequately
 

measured,
 

- all funds currently spernt for salaries, allowances,
personal benefits, maintenance, drugs and other
supplies should be given to the selected private

organization,
 

- existing personnel should be given the option of
transferring to another government position or
remaining on whatever conditions the private
organization establishes, including the right to fire
for inadequate performance,
 

-
 the private organization should receive some
financial support during the prior to start-up year
in order to adequately plan its program, however, it
should not be allowed to interfere in anyway with the
running of 
the IRHC to which it will be assigned.
 

k. The manapeen efficiencyquestion:
 

Given the basic organizational structure (e.g. perrinnel
policies, budget procedures, etc.) of government health-services delivery
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systems, is it possible, by even the most assiduous and appropriate
attention to management, administcation, supervision and the like, 
to
achieve efficiency in the performance of these systems?
 

This is 
a very important question. For many years, manyUSAIDs in many countries have fielded management-type projects based upon
the assumption that the answer to this question is "yes". The recultshave uniformly been disappointing. 
 This may be because the real 
answer
to this question is "no". 
 If so, USAID activities to achieve
organizational efficiency ;ill have radically to be redivectad. 

One school of thought holds that the answer to
question is indeed "no". thisThis school regards these syste:: sfundamentally flawed from the 
as 

point of view of the incentives affordledsystem participants and from the point of view of the lack of opportunityafforded would be managers to achieve efficient performance.regards This schoolit as almost certain that organizations structured as a,.egovernment health-services delivery systems will exhibit -massive"organizational failure" -- and this school feels that attention tomanagement, administrative and supervisory skills and procedures cannot
afford a remedy for the position.
 

Another school of 
thought entertains the hone that the
answer to this quection is "yes". This school will concede that manypast efforts 
in this domain have not yielded good results. According to
this school, however, this is because the attention given management,
 
administration, 
 supervision andinadequate. This school the like has been inappropriate andholds that with appropriate attention to thesematters, the efficiency of performance of these organizations can

significantly be i.mproved.
 

It is very iM L0 :,io .
 :IL'_ qlertionUntil be laid to rest.it is, much time and energy will continue to be expended in thisdomain upon what may in fact be bootless enternrises, either becauo the
attention given these matters is 
inadequate and inappropriate or becauje
the enterprise itself is just not feasible. 
 In the meanwhile,
potentially More promising approaches to increased efficiency in thegovernment health-services sector (e.g., pulling some governmentfacilities out of their regul-r Minist.y of Health aegis in favor of sc:n e
kind of :,arastatal status) will 
not be given serious consideration. 

i. 
A study of the OP-fee schemes operating in the basic
health services system in Pakistan. 
 In various countries it has proved
very difficult to maintain the integrity of such systems. 
 Is this a
problem in Pakistan? 
 Do fees result in a reduction in utilization
rates? 
 To what extent are 
these fee schemes income related such that
those who 
cannot pay are not obligated to do so? 
 How is this feature of
the scheme administered? 
 Is it realistic 
to expect high collection rates
under fee schemes such as 
those now operating in Pakistan under which
revenue from fees reverts to the. exchequer? 
 It is said that moves are
underway in Sind Province to return 
to the facilities marketing services
some substantial portion of revenue 
from these fees. What has been the
 
progress on this front?
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m. Drug Supply System
 

An in-depth study of the operation of the drug

acquisition and supply system in the government health services system.

Topics/ questions to be addressed would include; 
(a) what is an

appropriate (optimum) rate of 
resource commitment for drugs to these
facilities? (b) an evaluation of 
the integrity of the system, e.g., 
hov

much leakage is there from the system owing to 
pilferage? (c-:)might

consumers of these services be better served by greater reliance upon the

private-market for drug acquisition and distribution to 
consumers?
 

n. Utilization of Health Services
 

Population-based research to determine from what
providers and provider systems consumers of health care in Pakistan are
 
now getting what kinds of services and on what terms.
 



Personnel 


William Goldman 


Mona Grieser 


Jinny Sewell 


Nadia Maraviglia 


Michael Mills 


David Oot 


Heather Goldman 


W. Mckinney 


Ashraf Mirza 


Dr. Mushtaq Chaudhary 


Dr. Zafar Ahmad 


Abdul *Sattar Chaudhary 


Dr. Siraj-ul-Haq Mahmood 


Major Gen. A.I. Burney 


Jimmie Stone 


Raymond S. Martin 


Jeff Malik 


Dr. Javaid Rasool Zar 


Dr. Elahi Baksh Soomro 


Choudhary Asma'tlullah 


Dr. AkDar Khan 


Dr. Riaz Baluch 


Dr. Sana'u'llah Malik 


Dr. Mosa Baluch 


Dr. Niamat-ullah Ghichki 

Dr. All Ahmad 


Dr. Capt. Imtiaz Ali 


Mr. Jamil Ahmad 


Mr. Hakim Baluch 


Miss Shaifta Durrani 


Prof. Saleh Memon 


-88-


Appendix A
 

Interviewed 
- in order of encounter.
 

AID/ANE Tecnnical Resources Office, Washington DC
 
PRITECH, Arlington, Va
 
AID/Office of Population, Washington D.C.
 

World Bank, Washngton D.C.
 

World Bank, Washington D.C.
 
AID/HPN: ANE Bureau, Washington D.C.
 
AID/PHCP -
HPN Office, Tslamabad
 

AID/Evaluation Office, Islamabad
 
AID/PHCP, HPN Office, Islamabad
 
DDG, Basic Health Services -ell, Islamaoad
 
AD, 
 Basic Health Service Cell, Islamabad
 
Federal Health Education Advisor, tslamaoad
 
Chief: HNP Planning Division, Islamabad
 
Director, National Institue of Health
 

Deputy Director/USAID
 

Chief, HPN/USAID
 

AID/Project Developoing & Monitoring
 

DDHS, Rawalpindi Division
 

Director of Health Services, Punjab, Lahore
 

WHO, Lahore, Punjab
 

DHS- Baluchistan, Quetta
 

SOH- Balucnistan, Quetta
 

Project Director-BHS, Baluchistan, Quetta
 

EPI Project Director
 

Malaria Chief, Baluchistan
 

P.T.O. M.MT School Quetta
 

D.H.C. Dhadar ZRHC
 

Tutor M. MT School Quetta
 

Tutor M. MT School, Quetta
 

F.MT School, Quetta
 

SOl- Sind, Karachi
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Dr. Sajjan Memon 


Dr. Sanaullah Qureshi 


Dr. John Bryant 


Professor Mohd. Ilyas 


Dr. Mehr Omer 


Dr. Mohd. Ashraf Memon 


Dr. Gul Hasan Shaikh 


Dr. A. Hamid Chaudhary 


Dr. Ali Sher Khan 


Dr. Mohammad Ayaz Khan 


Dr. Nazir-ul-Haq 


Mr. Abdul Majid 


Dr. Abdullah Jan Khalil 


Dr. Rodia Shah 


Dr. Hakim Khan 


Dr. Nadir Khan 


Dr.Amir Rahman 


Project Contract Staff
 

Mrs. Mahmooda Nasreen 


Mrs. Nasim Akhtar Wahab 


Mrs. Shahnaz Imam 


Ms. Tasleem R. Paracha 


Mr. Zaffar Abbas Shah 


Mr. Arshad Mahmood 


Mr. Zamin Gul 


Mr. Ijaz H. Shaikh 


Mr. Mohammad Saghir 


Director Health Services, Hyderabad
 
Divisional Director, Sind Health Department
 
Director Medical Services, Agha Khan University, Karachi
 
Curriculum Consultant, PHCP, Karachi
 
PTO, Female Medical Technician, Hyderabad
 

District Health Officer, Badin, Sind
 
District Health Officer, Thatta, Sind
 

MO Incharge, Darro
 

SOH- NWFP, Peshawar
 

DHS- NWFP, Peshawar
 

Former Project Director-BHS,NWFP, Peshawar
 
Planning Officer, BHS Cell, Peshawar, NWFP
 
Divisional Director, Peshawar,Division NWFP
 
Infectious Diseases Hospital, Peshawar
 

District Health Officer, Peshawar, NWFP
 
Director Hazara Division
 

District Health Officer, Abbottabad, NWFP
 

Training Specialist, Punjab
 

Training Specialist, NWFP
 

Training Specialist, Sind
 

Training Specialist, Baluchistan
 

.anagement Analyst, Punjab
 

Management Analyst, Punjab
 

Management Analyst, NWFP
 

Management Analyst, Sind
 

Management Analyst, Baluchistan
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Appendix B
 

Sites visited during field visits
 
Female Medical Technician School, Hyderabad
 

RHC, Tando Jam
 

District Health Office, Badin
 

BHU Punjab Chak
 

BHU Haji Muhanmmad Bohar 

BHU Abdullah Shah
 

RHC, Darro, Thatta District
 

District Health Office, Peshawar
 

RHC, Nahaqi, Peshawar District
 

iC Khairabad
 

BHU Inzori
 

District Health Office, Abbotabad
 

RHC Havellian
 

BHU Salwala 

Chomba Village
 

RHC Bagga Shaikan, Rawalpindi Division
 

BHU Sanghoori
 

DHS Office, Punjab, Lahore
 

BHU Ahdian 

RHC, Mochivala 

BHU Saeed Abad
 
Medical Technician Training School, Jhang
 

RHC Kot Momin
 

BHU Saleem
 

RHC Pindi Bhattian
 
DHS Office- Baluchistan, Quetta
 

SOM Office-Baluchistan, Quetta
 
Female Medical Technician Training School, Quetta
 
EPI Programe Office - Baluchistan, Quetta 
RHC Dhadar, Karachi District
 

Mir Bagh- MT field-training village
 

BHU Kodraisani
 

Braheam Boran- MT field training village
 

BKU Muskat
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Appendix C 

DOCUMENTS REVIEWED 

AID Project Paper - Pakistan-Primary Health Care, September 1982 

PRITECH - Evaluation of the Pakistan National Oral 
Rehydration Program, Septembe 1984 

- Medical Technician Curriculum Revision, September 
1984 

MEDEX - Management Systems Studies for Establishment & 
Operation of IRHC's December 1980 

GOP - Module for Multifunctional Health Workers- Malaria 
- Module on Primary Health Care 

- Module on Training of Multipurpose Workers 

- Evaluation of the Rural Health Program in Pakistan, 

November 1984 

- Hualth Guards in Northern Areas of Pakistan, 

November 1976 

PHCP, Pakistan - Health Information Study for IRHC's, Information 
System, Module I 

- Health Information System for IRHC's, Module II 

- Minitoring System for IRHC's, Information System, 
hudule III 

- Inventory Control for IRHC's, Supply System, M.dule 
I 

- Essential Drug List for IRHC's, Supply System 
Module II 

- Distribution of Drugs for IRHC's, Supply System 

Module III 

- Progress Report on Training Activities, Baluchistan 

- Progress Report on Management Component, Baluchistan 
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A Dendix D
 

MODEL: A COMMIOUITY-BASED HEALTH PROGRAM:
 

The following is a first attempt to develop the outline of a

comumunity-based health program appropriate for Pakistan. 
It should not

be adopted as 
is, but rather used as a basis for discussion to develop a
 
model for trial by the MTS and their advisors.
 

Phase I
 

The MTs enter a village, meet with the conununity leaders and
 
explain that their purpose is to try to help the village to learn more
 
about health matters so that the people might improve their status of
 
health. 
At this early stage, no mention is made of a village health

committee (VHC) or conmmunity health workers (CHW). Instead, through

discussions with the village leaders and if poisible other groups of
 
villagerv, the visitors teach the people about one selected health topic

e.g. ORT in treatement of childhood diarrhoea, and encourage them to take
 
action, individually and collectively. (A group of youth might be the

receptive audience who in turn are asked to talk about ORT with their
 
parents then to report their reactions back to the group). The MTs
 
follow up on this initiative on subsequent visits, then they follow a

similar approach for a second health topic. Throughout this phase, the

focus continues to be only on health topics and nct on health workers or
 
a committee.
 

Phase 2
 

With the help of the village chowkidar, and any other individuals

who show an interest in the activities during Phase I, a house-to-house
 
survey of the entire community is conducted; to asses the health status
 
of each family. 
The purpose and the results of this survey are explained
 
to as many people as possible.
 

Phase 3
 

The results of the survey are now discussed with the community

leaders and the health problems implied by the survey pointed out.

Emphasise to the community leaders that they are capable of taking action
 
to reduce some of these health problems. Suggest that some form of

conmunity organization- there might be separate groups for men for women
 
or for youth; there might be different groups for different sections of 
a

large or factionalised conmunity. The important factor is that the
 
members of any organization must be interested and willing to work.
 
Throughout this phase, continue to emphasis that the responsibility for

improving health belongs to the community, that the HTs are only there to

assist the members to better understand their health problems and the
 
options available to them for action.
 

Phase 4
 

If the community has established one or more organisations, the MTs

conduct a mini-training for the members on one health topic focussing on
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ia.on which their group can take with respect to the topic 
- a
'cafeteria' approach might be adopted by suggesting different
alternatives with the decision left to them. 
Help them to implement
whatever decisions they make and to evaluate their effectiveness. Repeat
this process with one or two additional topics.
 

Phase 5
 

By this time 6-8 months will have passed since the introduction of
phase I .
 Actions during this next phase are unclear. Vote that the
concept of a comunity health worker or volunteer has not yet been
mentioned  this may be the time to do so, with a suggestion to
organization that male and female CHWs be selected for training by the
HTs. Alternatively it may be preferable to encourage seveLal of the
organization's members to 
'specialise' with each becriming an 
'expert' on
one health topic. In this situation, the, MTs could give more detailed
training to different individuals each on a different topic thus creating

informed specialised promoters.
 

NB: 
 This plan is based upon an extensive emphasis on
conducting very short-term, mini-training sessions for villages and VHC
members. 
Since the most important element of a community-based approach
is for the community to take action on health topics, education is
essnntial to help them better understand what actions they might take.
 

During the research stage, with the management
analysts/training specialists serving as MTs, they will need to conduct
several of these mini-training sessions. 
To do so they should prepare
draft curricula and training aids, then improve on them after the
experience of teaching the session. 
At the conclusion of the study, a
workshop can be conducted to consolidate these materials into a set of
training materials for use by MTs, to conduct 2-4 hour courses for
villages, each on a different topic.
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APPENDIX K 
STATEMNT OF WORK FOR THE MID-TERM EVALUATION 

SUBJECT: INTERIM EVALUATION OF PRIMARY HEALTH CARE 	 PROJECT (391-0475)
1. 
 SUMMARY: 
 THE OBJECTIVES, SCOPE OF WORK, AND COMPOSITION OF THE
 
TEAM 	 FOR THIS 	 EVALUATIOt FOLLOW.OBJECTIVES AND SCOPE 	

THE MINSTRy OF HEALTH CONCURS.OF WORK HAVE BEEN 	 THEREVISED SLIGHTLY;IMPORTNCEOFTHIS 	 HOWEVER, THE?VALUATION
DESCRIPTION 	 TO USAID, THE BACKGROUND,REMAIN AS DESCRIBED 	 AND PROJECT
EXPERIENCE AND 	 IN REF. A. WE UNDERSCOREANALYTIC 	 THATPOWERS 	 THETHAT THIS 	 EVALUATIONDETERMINE HOW EFFECTIVELY AND QUICKLY WE CAN, IF PROVEN NECESSARY, MAKE
 

TEAM 	 OFFER WILLAPPROPRIATE ADJUSTEMENTS 
TEAM 	 LEADER 

TO OUR HEALTH SECTORMUST 	 HAVE A BROAD AND PROJECT GOALS. THEFIELD EXPERIENCEOF PRIMARY HEALTH 	 IN ALL ASPECTSCARE 	 INTERVENTIONS OF DELIVERYIN DEVELOPING COUNTRIES. ENDSUMMARY. 

2. STATEMENT OF WORK
 

A. 	 OBJECTIVES
 

(1) 
TO ASSESS PROGRESS IN IMPLEMENTING THE PHC PROJECT;
PARTICULARLY, ACHIEVEMENT OF OBJECTIVES AND TARGETS AS
THEY 	 RELATE TO IMPROVED QUALITY AND EXPANDED COVERAGE OFPRIMARY HEALTH CARE SERVICES AND IMPROVED HEALTH STATUS
OF RURAL POPULATION
 

(2) 
TO PROVIDE RECOMMENDATIONS 

CHANGES AND JUSTIFICATION FOR POSSIBLEIN PROJECT STRATEGY, IMPLEMENTATIONAND OUTPUTS. 	 APPROACHESUSAID/PAKISTAN HAS TO DECIDE WHETHER AND,
IF SO, HOW TO MODIFY THIS PROJECT. 
THE EVALUATION SHOULD
GIVE THE "PROS AND CONS" FOR DIFFERENT OPTIONS.
 

B. 	 SCOPE OF WORK
 

THE EVALUATION TEAM SHALL:
 
1) 
 ASSESS OVERALL IMPLEMENTATION PROGRESS FOR THE FOLLOWING
PROJECT ACTIVITIES:
 

AA. 	INSTITUTIONALIZATION 
TECHNICIAN (MT) AND 

OF THE ROLE OF THE MEDICAL
THE INTEGRATED RURAL HEALTH COMPLEX
(IRHC) CONCEPT IN DELIVERY OF PHC:
 

(PARTICULARLY IN LIGHT OF THE GOP DECISION TO PLACE
DOCTORS IN BASIC HEALTH UNITS (BHUS) WHAT IS THE FUTURE

OF THE MT?
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BB. SUPERVISION/pZpRFAL SYSTEM: 

THE IRHC CONCEPT WAS BASED ON A REFERRAL SYSTEM. DOESPLACING A DOCTOR AT A BHU CHANGE 1) THE NEED FORREFERRALS AND SUPERVISION AND 2) QUALITY OF HEALTH CARE

DELIVERED? 
 IF SO, HOW?
 

CC. COORDINATION WITH OTHER PARAMEDICS:
 

THERE ARE SEVERAL OTHER PARAMEDICAL TRAINING PROGRAMS
SUCH AS THE LADY HEALTH VISITOR AND DISPENSER PROGRAMS.
SHOULD THESE PROGRAMS BE BETTER INTEGRATED TO PRODUCEMULTIPURPOSE PARAMEDICS OR SHOULD THEIR FUNCTIOINS BE
LIMITED TO VERTICAL DELIVERY OF SELECTED INTERVENTIONS?
 
OR TO COMPREHENSIVE PHC?
 

DD. MT TRAINING ISSUES:
 

HOW MANY MTS ARE NEEDED? 
HOW CRUCIAL IS CONSTRUCTION OF
NEW SCHOOLS? 
 IF SCHOOLS WILL SERVE IN ADDITION TO MT
TRAINING OR OTHER PARAMEDIC TRAINING AS IN-SERVICE
TRAINING SITES, ARE THIRTEEN MT SCHOOLS THE APPROPRIATE
 
NUMBER?
 

EE. STAFFING OF IRHCS:
 

WHAT ARE SOME SOLUTIONS TO STAFFING PROBLEMS SUCH AS
UNFILLED POSITIONS, TRANSFER OF TRAINED STAFF TONON-PROJECT SITES, INSUFFICIENT MOTIVATION FOR PREVENTIVEAND COMMUNITY WORK, INADEQUATE HOUSING AND SECURITY FOR

FEMALE STAFF?
 

FF. QUALITY 
 AND EXTENT OF COMMUNITY OUTREACH: 

WHY HAS THE OUTREACH LAGGED BEHIND? IS THERE A DEMANDFOR VOLUNTEER COMMUNITY WORKERS IN PAKISTAN? 

GG. MANAGEMENT SYSTEMS: 

HOW EFFECTIVE ARE THE MANAGEMENT SYSTEMS FOR IRHC DRUG
 
SUPPLY AND HEALTH INFORMATION?
 

HH. 
MONITORING AND EVALUATION:
 

HOW CAN MONITORING/SURVEILLANCE 
SYSTEMS BE INCORPORATED
INTO THIS PROJECT SO THAT THE GOP CAN DETERMINE IF THIS
PRIMARY HEALTH CARE STRATEGY HAS AN IMPACT ON HEALTH?
 

DOES THE PROJECT NEED ANOTHR CROSS-SECTIONAL SURVEY TOCOMPARE WITH THE INITIAL BASE-LINE SURVEY?
 
2. 
 ASSESS WHETHER PROJECT IS ATTAINING ITS PURPOSE.
DOES THIS DELIVERY TO WHAT DEGREESYSTEM SERVE THE RURAL POOR? ARE THERE INDICATIONSTHAT THE PROJECT IS HAVING AN IMPACT ON HEALTH STATUS?
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3. ASSESS WHETHER A BROAD-BASED, COMPREHENSIVE PRIMARY HEALTH CARE 
STRATEGY IS FEASIBLE IN PAKISTAN. THE EVALUATION SHOULD CONSIDER:
 

AA. ECONOMIC FEASIBILITY AND RECURRENT COSTS:
 

WHAT APPROACHES TO RECURRENT COST FINANCING WOULD PERMIT 
THE PHC SYSTEM TO IMPROVE HEALTH STATUS 11 RURAL 
PAKISTAN? WHAT LEVELS OF FINANCING WOULD BE NEEDED FOR
 
AN EFFECTIVE SYSTEM? HOW DO CURRENT LEVELS COMPARE WITH 
THEORETICAL REQUIREMENTS? 

BB. 	 ADEQUACY OF ORGANIZATIONAL STRUCTURES AND INSTITUTIONAL 
CAPABILITIES OF THE IMPLEMENTING AGENCIES: 

FOR EXAMPLE: WITH IMPLEMENTATION BEING A ROLE OF THE
 
PROVINCES, WHAT IS THE COORDINATING ROLE OF THE BHS CELL
 
AT THE FEDERAL LEVEL?
 
HOW CAN THE PROJECT TAKE INTO ACCOUNT SOCIO-CULTURAL 
DIFFERENCES AMONG THE PROVINCES?
 

CC. 	STRENGTH AND EFFICACY OF THE PRIVATE SECTOR IN DELIVERING
 
HEALTH SERVICES TO LOW-INCOME POPULATIONS:
 

WHAT ARE THE COSTS FOR RELATIVE SERVICES?
 

DD. 	ROLE OF THE PHARMACEUTICAL SECTOR:
 

WHAT 	ROLE DOES THE CHEMIST/PHARMACIST PLAY IN PHC?
 
SHOULD USAID PLAN AN ANALYTIC STUDY TO UNDERSTAND THIS
 
SECTOR? 

EE. ROLE OF MEDICAL SCHOOLS AND TEACHING HOSPITALS:
 

DO THE MEDICAL CURRICULAR SUPPORT PHC? DO DOCTORS, SUCH
 
AS DISTRICT HEALTH OFFICERS, BELIEVE IN PHC?
 

FF. 	ROLE OF TRADITIONAL HEALTH PROVIDERS-TBAS AND HAKIMS:
 

THE NUMBERS OF SUCH PROVIDERS ARE CONSIDERABLE.
 

GG. 	 IMPACT OF SOCIO-CULTURAL FACTORS:
 
FOR EXAMPLE:
 

NO KALE HAS RIGHT OF ENTRY IN ANY HOUSE BUT WOMEN CANNOT
 
MOVE ABOUT VILLAGES AND TOWNS EASILY.
 
FEMALE PARAMEDICS ARE RELUCTANT TO BE POSTED IN RURAL
 
AREAS WITHOUT ADEQUATE HOUSING AND SECURITY.
 
SELECTION PROCESS FOR MALE/FEMALE MT CANDIDATES.
 

4. EVALUATE THE PROBLEMS/CONSTRAINTS WHICH HAVE HINDERED PROJECT 
IMPLEMENTATION AND OBJECTIVES AND MAKE RECOMMENDATIONS TO IMPROVE 
IMPLEMENTATION. 
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5. ASSESS IMPACT AND APPROPRIATE LEVEL OF TECHNICAL ASSISTANCE INPUTS
TO DATE AND SUGGEST MODIFICATIONS IF ANY BASED ON ABOVE ANALYSIS.
 

6. RECOMMEND IN COORDINATION WITH NIH DIRECTOR AND WHO EPI ADVISOR,
 
PROGRAMMING OF REMAINING DOLLARS 1.5 FOR ZPI TO IMPROVE QUALITY OF EPI

COVERAGE. DETEEMINE IF THIS COMPONENT SHOULD BE EXPANDED OR ALTEERD.
 

7. REr;OMMEND ALTERNATIVE PROJECT ACTIVITIES FOR SHICH PROJECT FUNDS
COULD BE REPROGRAMMED. USAID PLACES IMPORTANCE ON THIS TASK. SOME 
ACTIVITIES WHICH THE EVALUATION SHOULD CONSIDER ARE STUDIES ON 
HEALTH-CARE SEEKING BEHAVIOUR AND HEALTH SURVEILLANCE, OR EXPERIMENTS 
LOOKING AT THE COMPREHENSIVE PHC STRATEGY VS. THE SELECTED PHC 
INTERVENTION STRATEGY; PUBLIC VS. PRIVATE SECTOR: COMMUNICATIONS
 
CAMPAIGNS TO SUPPORT PHC INTERVENTIONS; NEW APPROACHES TO HEALTH CARE
 
FINANCING AND MOBILIZATION OF RESOURCES FOR PHC AND PREVENTIVE HEALTH,
 
ETC.
 

8. SUGGEST NATURE OF ADMINSTRATIVE AND LOGISTICAL ARRANGEMENTS FOR 
RECOMMENDED ALTERNATIVE PROJECT ACTIVITIES.
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98 Appendix F
 

RECt-IENDED"QUARTERLY PIC MONITORING 

Nawe of Health Facility: (I RHC [ BIIU (I Other (Specify):
 

Province: District: Calendar Quarter Ending:
 

Population Catchmeent Area: 
 Total Outdoor Visits:
 

i-o. Villages In Catchnrent Area: - No. Villages 11vlng CHWs: No. of CHWS:
 

CURATIVE ACTIVITIES 
 P.EVENTIVE
 

RIpord the nunmber of cases dlagnos-si in the health EP I
 
facility and in the cci.-.lunity by outreach health
 
workers and the number of cases diagnozed for GCG: Maasles:
 
*ichthe patient had been prejiously irunized, 1--- 

t;r8 IYPTli I: II: t!: 

11o. of Cases o. Vii;ts by EPI TL-ziis:
 
Disease -I1T- 'E5 In tPF. .--


I ___I V:).
 
Cc=,.-.-.-- I-t- 1'-0L--I4

Diarrhea !T]
 

Di phte ra 
 I~o. ORS lack.ts Ule:d;
 
a Iar'i 


.. aria__ 
* 

.- " I ( ) At the Helth Ceiter:T... .-

-

(b) In th Villanes: . 

NeonatalIf
 
Tra4lU j ! -isrrheacus' treated with ORS: 

Other Tetanus . .. .. O 

Polio--
 PoClldr,:. -- (1-5 Yr) in ifP: 

Pulm. T.B. -rnao(; ( to lh.lth Charts)
-. .. . ... , Area:I__... . ___ ___ _ I Chflj.-cn cn Rvd 

Whooping Cough j __ _ f,' , Children on Yellow Area: 

L;r'CTV, V 'I.,. C ,ljr.. on Gr- n Area: 

ChldrCr (I-5 Yr) In the Cowmunity 
Total Number of: (Arm CircLrn'f.I:,nce Measurement) 

.. Chl iJrcn on fRed Area:No. Sputum Slides: No. PoSItI.ve:I  'Io, Children or Yellow Area: 

No. Malria Slties: N o, Positive: ____' o, Children nn Green Area:
 

'L L , :q 

http:PoSItI.ve
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-S 

ABBREVIATIONS AND TERMINOLOGY
 

GOP Government of Pakistan
 
USAID 
 United States Agency for International Development
 
PHCP Primary Health Care Prog'am
 
BHSC Basic Health Services Cell (Federal)
 
BHSP Basic Health Services Program
 
HOH Ministry of Health (Federal)
 
DO1 Department of Health (Provincial)
 

DDG-BHSC Deputy Director General 
- BHSC
 
AD - BHSC Assistant Director - BHSC
 
HNS - PDD Health & Nutrition Section  Planni.ng & DevelupmenL Division 
DHS Director Health Services 
DDI{S Deputy Director Health Services 
soil Secretary of Health
 

DD Deputy Director
 

PD Project Director
 

DHS Director Health Services
 

DDHS Deputy Director Health Services
 
DHO District Health Officer
 

AjWic As;A(caUL 'iscrLt healhn utficer 
HO Medical Officer 
MO/IC Medical Officer Incharge (of Rural Health Center) 
MT Medical Technician
 

LHV 
 Lady Health Visitor
 

MW Midwife
 
POL 
 Funds for Fuel and vehicle maintenance
 

http:Planni.ng
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SI Sanitary Inspector 

RHI Rural Health Inspector 

MPHW Multiple Purpose Health Worker 

TBA Traditional Birth Attendant 

CHW Community Health Worker 

VHC Villag Health Comnittee 

EP Expanded Program of Immunisation 

CDC Communicable Disease Control 

IRHC Integrated Rural Healtn Complex 

RliC Rural Health Center 

BHU Basic Health Unit 

Wocli Heal:h Organization 

RS Rupee (I Rs=$U.S. .06) 

&D Planning and Development 

P1 Per MIonth 

JPD Outpatieni Department 

PUO Pyrexia (fever) of Unknown Origin 

F?1Family Planning 

ORT Oral Renydration Therapy 

:'64FP Nortnwest Frontier Province 

DA Daily (Travel) Allowance 

.;A Non (0riv1e Medi"all Prcticr AllowAncem 

Teh3il Suo-district 

PC-i ?rovincial ?roposal for a Development (Capital) Activity 

.AD? Annual Development (Capital) Plan 

Mai TraJitional 3irtn Attendant 

Chowki~lar Watchman (Lowly paid government :r private level employee) 

Fazaka: A volunteer 


