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I. 	MANAGEMENT ABSTRACT
 

This report is the result of three man years of work studying, analy­

sing and documenting the sub-systems of the management infrastructure 

of the Pakistan primary health care delivery system. The results of 

:this work was originally presented in separate draft reports for 

"Review and Comment". These draft reports were the working documents 

used' by &ztrtlcipants in the National Workshop on "Management for 

Primary Health Care" that was held in Islamabad, Pakistan, 13 through 

18 September 1980. 

This consolidated report includes the original observations and find­

ings that were described the draft reports and presented during the
 

workshop. The original recommendations have been modified to include
 

suggestions and alternate recommendations that were made by the work­

.shopparticipants.
 

'Implementation of important recommendations that the workshop partici­

pants felt would enhance the delivery of primary health services to the
 

..ural population of Pakistan includes :
 

i 	 Delegation of additional power to District Health Officers
 

and Medical Officers for the operation of Integrated Rural
 

Health Complexes.
 

2. 	Reclassification of District Health Officer to NPS 19 and
 

provision of rural allowances and incentive pay for staff
 

posted in rural areas.
 

3. 	Decentralization of Operational Planning in order to involve
 

staff at Rural Health Centres and District Health Ofiices in
 

annual planning.
 

4. 	Designation of the integrated Rural Health Compie catchment 

area as the basis for health data collection. 
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5. 	Designation of a central registration station in rural health 

facilities and utilizing Medical Technicians to screen patient 

at this station. Where considered necessary separate stations 

for men and for women could be established. 

6. 	Update the existing out-door patient register and statistical
 

reporting system or adopt a revised system. Combine the in-dc 

,patient and surgery registers. 

7.. 	 Adoption of a patient retained health record system ol, a poine 
basis in several districts. 

8. 	Adoption of a "Kit System" of drop shipping of drugs and medic 

supplies to rural health facilities. 

9'. 	 Adoption of a standard drug and equipment list for ruilf healt
 

facilities.
 

10. 	 Centralizatlon of purchasing and purchasing drugs and medical
 

supplies on a "running rate contract" with indirect shipment 

(via 	 the Provincial Stores Depots) to rural health facilities. 

21. 	 The Medical Stores Depot budget should be equal to the combine 

drug and, supply budget for the government health facilities in 
each province. As an alternative the stores depot budget coul
 

be on a revolving basis.
 

12. 	Provision of an ambulance for each Rural Health Centre, a moto
 

cycle and hired tongas on a pre-arranged basis at each Basic
 

,: 	Heal,.th Unit. 

13. 	 Combining of provincial level auto workshops: so as to provide
 

: 	 facili-ty for complete maintenance and repair of Health Departm
 
vehicles.,
 

14. 	 Posting of a mechanic at each District Health Office for minor
 

repairs and preventive maintenance.
 

15. 	 Installation of a two-way radio system in selected,. remote In
 
rated Rural Health Complexes on a pioneer basis. Expand to o
 

complexes as funds become available.
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II. INTRODUCTION AND PURPOSE
 

The purpose of this report is to present the observations and findings
 

and recommendations that were developed during management systems stud­

ies and.to include additional or alternate recommendations that were
 

' 
made.by the participants at the National Workshop on "Management.for
 

Primary'Health' Care" that was'conducted September 13 through,18, 1980
 

. .in Islamabad, Pakistan. 


The management systems studies were conducted during the period Septem
 

ber,1979 through August 1980. At the time these studies were conducted
 

changos inithe management infrastructure were taking place and important
 

'decision b'eihg made that were essential to the start-up'-idoperation
 

of Integrated Rural Health Complexes4 For this reason,:-it is possible
 

that 'bonditions as described in this report may-have changed.
 

The purpose of the original management studies was to document in detail
 

he organization and management of the existing rural health care deliv­

ery system and to formulate recommendations for changes that would faci­

litat:'gradual change from the present delivery, system to a sys.tem of
 

Integrated Rural Health Complexes,
 

The anagement systems studies 'and information and :suggestions from the
 

participations at the workshop on "Mdnagement for Primary Heaith Care"
 

provided the basis for the development of a prototype "Operations Manual
 

for: Integrated Rural Health Complexes". This manual..iAs. Pakistan ,
 

'
 8pecffic" and formated so that it can be adapted to any -special...ci-rcum­

stances on a province by provincebasis. 
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IV. THE STUDY TEAM
 

This report is based on management systems studies on important sub­

systems of the management infrastructure of the Pakistan primary health
 

care delivery system. These studies were conducted by the Management
 

Advisory Staff, University of Hawaii Medex Team and the WHO Systems
 

Analyst assigned to Pakistan. Members of the University of Hawaii
 

Medex Team who participated in these studies were Mr. John H. Eaton,
 

Management Advisor; Miss Sabiha Hussain, Managemept Research Associate;
 

and Mr. Amjad Hussain., Management Research Associate.. The WHO System
 

Analyst was Mr. Hannu Haarnia.
 

The'principal analyst for each study was as follows :
 

- Organization, Supervision 
and Personnel 

Mr. Eaton and 
Miss Hussain 

. 'Operational Planning Mr. Haarma 

,-',Health Information System Mr. Eaton 

Transportation and Commu-
nication 

Miss Hussain 

- D:'igs and Medical Supplies Mr. Hussain 

This ,report was edited by Mr. Eaton. Clerical support for ,typing the 

manuscript was provided by Asghar Ali, National pasie.fealth Services 

:Cell ... 
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V. THE PRIMARY HEALTH CARE PROJECT
 

The management systems studies that were the basis of this report we 

conducted as a part of the analysis of the management infrastructure 

of the rural health care delivery system in the Islamic Republic of 

The existing system of health care delivery is organizecIPakistan. 

with Rural Health Centres, Sub-Centres, Dispensaries and Maternal a: 

Child Health Centres. It is expected that during the next several 

years the delivery system will undergo gradual change into a system 

Integrated Rural. Health Complexes.
 

The Integrated Rural Health Complex is an organizational concept th,
 

was developed to enhance the delivery of primary health services to 

rural population of developing countries. An Integrated Rural Heal 

Complex consists of a Rural Health Centre, four or more Basic Healt 

Units and Community Health Progrinmes. A typical complex along wit 

it's referral and operational linkages is shown in Figure 1. The th 

tiers in the complex are linked for supply and logistical support, 

supervision and management and for patient referral. The concept J 

commonly referred to as "The Medex Design Approach". In the Pakisti 

* "Primary Health Care Project this particular design is modified-to 

supplement the present system during a period of transition over ti 

next several years. Implementation of the design approach in Pakist 

requires the construction of Basic Health Units within the catchme 

area of existing Rural Health Centres and could require the constr! 

tion o1 new Rural Health Centres or the-upgrading of other iacilitj 

to Rural Health Centres in some areas. 

The design approach includes training of Medical Technicians. Thl
 

training consists,of three phases of six months each. The phases
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FIGURE 1
 

TYPICAL INTEGRATED RURAL:HEALTH COMPLEX
 

CUP Clip CUP C.P 

BHU H 

CHP
 

RHC - Rural. Health Centre
 

BHU - Basic Health Unit
 

COP - Community Health Program
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are : (1) Classroom; (2) Hospital Rotation between services; and (3) 

Field Training in a Rural Health Centre and a Basic Health Unit. The 

training for the Connmunity Health Worker is conducted in the villages 

under the supervision of an experienced Medical Technician. The train 

ing for both of these para medical personnel is competency based. 

The medical personnel posted to an Integrated Rural Health Complex
 

consists of male and female doctors, male and female Medical Techni­

cians, Community Health Workers and other auxiliary personnel that ar 

necessary to support the operation of the complex. The complex is
 

organized so that linkages for medical care (referral and quality
 

assuranco), day-to-day operation and management and logistical suppo
 

are established and maintained on an on-going basis. The key to mail
 

taining these linkages rest with the officers at the Division, Distr.
 

and Rural Health Centre level. The importance of their role and funi
 

cannot be over emphasized since the success of the delivery system w
 

depend to a major degree on the effectiveness of the officers at the
 

levels.
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VI. METHODOLOGY
 

The methodology for the management systems studies consisted of a
 

variety of management science techniques and includeswhere appropriate,
 

statistical methods, the collection and analysis of data and interviews
 

of key personnel at all levels. Since, in many areas studied recent
 

data was not readily available it was necessary for the analysis to
 

construct a data base from individual, records and reports.
 

Because of the subjective nature of many of the areas studied it was
 

necessary for the study team to rely heavily on interviews. These
 

same set of questions
interviews followed an orderly pattern and the 


were used when interviewing people at different Divisions or Distticts,
 

This resulted in a concensus of how a particular system or sub-system
 

was intended to function.
 

The management systems studies were conducted in Rural Health Centres,
 

Basic Health Units and other existing health facilities in the catch­

ment area of six designated Integrated Rural Health Complexes in Punjab
 

province. The six designated complexes were located in districts
 

Sialkot; D.G. Khan; Bahawalpur; Jhang; Sheikhupura; and Gujrat. When
 

the studies were completed the study team visited health facilities,
 

the Basic Health Cell and the Health Directorate in North West Front­

ier, Baluchis~an and Sind provinces to determine if there were signi­

ficant differences in their existing management systems and the systemp
 

in Punjab.
 

The concensus ok tho~study'team is that any differences atd"ininor and
 

that nationwide management systems could be adopted. In order to facili­

tate health planning and the allocation of resources the provinces are
 

encouraged to adopt uniform management system.
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VII. OIhGANIZATION, SUPERVISION AND AERSONNEL
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1o0.:.OBSEKVbTIONS AND FINDINGS
 

4. Organiat the Prqvincial and Division Levels
 

1 I 	 lealth,services at the provincial level is a iine anu 

staff organization. The Chief ,Administrator is the 

Minister of Heaith who is appointed by the Provincial, 

Parliament. At the time this study was conducted 

Pakistan was under a Military Government and the posi­

tiOns of Provincial Minister of Health were vacant. 

-Below the level of Mini.ster the top, p.osition is the
 

Secretary of Health. The Secretaryi,i,* responsible for
 

the development: of.,+heal th policy apd t'he administration
 

of soecial institutions. Operation of the .HealthDepar-


StMeit is the respoftsibility of the Director of Health
 

who reports to the Secretary. *Tbe,Secre.tary,and Direc­

to and positions reporting to these levels are career
 

civil 	servants.
 

The Directors of ,Health have'the:authiy1y. ;or day-to­

day operations.of the Provivcial Health Care Delivery
 

system -and -the implementation . ..heal'th policy. The
 

Director.of Health's 'support sta.ff includes three key
 

deputies who have responsibility for:(1) planning and
 

develop~ment;, (2) communica.le diseases; and:,(3) basic
 

health services.
 

Since the analysis of the organization is limited to
 

Sthe operation,of Integrated Rural Health Complexes, the
 

two..areas,of interest at the provincial level are the
 

http:Director.of


Bakic Health Services. Call .nd ,.theline relatonship betweei 

the Director of Health Services and the Deputy Directors of 

the Health Di-visions (Punjab.on.y). It shoul4 be noted that 

...the Provinces of Sind, North West Frontier and Baluchistan d 
not have 4,eaLth adm nistration at the Division level. 

1: 1.2. The Basic :Health-Services Cells are staffed by a Project 

Dikector,. a,S-tatistical Officer and cle'ical support personn 

M'Th*-Prbject 	Directors have a staff relations.4p to the Direc 

'tors!'of Health Services... The zrole of ti9. pppition is to at 

the.Directors of Health on matters affecting the development
 

,,.IntegratedRural Health Complexes. Since this position doe­

have line authority and can only advise, the role that the
 

Project Director plays is limited. Unfortunately, in some j 

inces this position has not been clearly defined or a job d­

.ption developed. 

,:The functions of..this position.are carried out through con,
 

tations with the Director, Deputy.:Directrs ,of the Health I
 

sions Punjab only) and District Health Officers. The .pos
 

-requires extensive travel since Integrated Rural Health Com 

lexqs are being established throughout the provinces. Thii 

posit~on," and the. travel requirements are essential since 

necessary to provide a continuing effort of assistance witt 

development o Integrated'hural Health Complexes. 

During this study the following observatiQng: and their pos,
 

4iqplic."oqns were made
 

:.a-:. lIb .Punjqb th peon. the .osition,ofp.i!,Ltn 4 

.P.roject Dtrector, fapic Health Services Cell 

has turned over several times during the past 

http:relations.4p


three years. Thii has resulted in
 

a lack of continuity in program planning
 

'ind implementation.
 

b) .Restrictions on freedom of movement of the
 

person occupying the position have from time
 

to time prevented travelI to the districts
 

where the designated Intograted Rural Health
 

Complexes are located. at is.recognized that
 

limitations are necessar due to lmited fund-,
 

ing. However, if the esWablishment of opera­

tio'al complexes is to be successful a higher
 

prdrity must be given tP freedom of movement '
 

transportation and travel allowances for the
 

person in this position...,*
 

c) In Baluchistan and!Sind iproviic.m -the Deputy 

,-Director is assignedadditional duties, -not
 

related to the establishpientcf Integrated Rura]
 

Health Complexes. It is 'recognised that because
 

of understaffing at the provincial level this
 

is sometimes necessary. However, every effort
 

,shopld be made to have the Project Director devote
 

full time to the Basic Health Cell.
 

The organization at the provincial dvel'a:nd*.t'is reIation­

ship to the divisional (Punjab only) level is shown in
 

Jrigure 2.
 

1.1.3. 	 In Punjab province the administration of health services is
 

organized into five divisions. In the other three provinces
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FIGURE 2
 

ORGANIZATION CHART
 

PhOVINCIAL AND DIVISIONAL
 

Provincial
 
Governor[
 

minifisterofHat
 

Secretary of Health
 

_______________________________ Provin cial 

Directorate_
VHealt 

Deputy Depu y Project 
Director Dlirector Director 

CDC Planning BHSI iImpl. 
Division
 

Health Directorate 

District Health
 
, " Offices 

: *Punjab :province only: 
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the District Health Officers report to the Director of Health.
 

These five divisions cover 21 districts in Punjab. In Punjab
 

the divisions are staffed with a Deputy Director, Assistant
 

Director and support staff for ten functional areas.. The func­

tional areas are :
 

-),- Communicable Disease Control
 

b), Dr.ug Inspection,
 

c). ealth Stat.iqtics
 

d) M
rternity and.Child Health Services
 

e) GeneralServices
 

f), Accounts abd Budget
 

g). Jstablishment , nd Administration
 

h) Planning and Development
 

i) Transport
 

j) T.B. Control
 

the
 
,n/okhex..three provinces these functionsare the responsibility of
 

the Provincial Directorate and/or District Health Offices. This
 

is pQssible because of a somewhat better staffing position of
 

Distrct Health Offices and the delegation of additional powers
 

to District Health Officers.
 

The administration of health services requires that health facili­

ties be yisited on a regular basis. In Punjab this responsibi­

lity is shared by Deputy Directors and District Health Officers.
 

In the other provinces touring is primarily the responsibility of
 

District Health Officers.
 are '
 

Tour.schedules/planned for the coming month one week to 10 days
 
prior.to thebeginning of the month. The schedule is submitted
 

to the next higher authority for approval. The schedule includes
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three or four day for "Surprise Visits". Dates surprise visit are
 

reserved but the facil.ities to be visited are not identified. Surp­

rise visits enable the responsible person to visit health facilities
 

that they suspect need attention. These visits are supposed to keep
 

the Medical Officer and other staff alert to the possibility of a
 

surprise visit and keeps them "on their toes".
 

An inspection proforma is available for field visits, however, it
 

is rarely used. It was reported that the proforma has not been used
 

on a regular basis since 1971. The proforma covers 25 items that
 

assess the quantitative and qalitative aspect of facility operation.
 

The proforma has not been revised since 1963 and it was not designed
 

specifically for Rural Health Centres and Basic Health Units. It
 

appears to be more suited for inspection of Tehsil and District
 

Hospitals.
 

On a monthly basis written reports on visits are submitted to the
 

next higher authority. The report'include the number and the type
 

of facilities visited and administrative problems encounteted during
 

visits.
 

The following factors are,important considerations that effect the 

relationship between the Provincial Directorate, Division Directoratf 

District Health Office and those health facilities under the juris­

diction of the'District Health Office : 

a) Based on number of staff, operating budget and scope
 

of responsibility, administration of health care
 

delivery is concentrated at the Provincial and in
 
the
 

Punjab/Division level. This is evident by the number
 

of positions authorised at these levels and the fact'
 

that most of the posts are filled. On the other hand
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the District Health Offices,especially in Punjab
 

are understaffed to provide "first 1ine supervision"
 

over Integrated Rural Health Complexes.
 

b) 	Because of the scope of administrative resposibility
 

.and the travel time and distances close supervision
 

over health facilities by the Provincial or Division
 

Directorate staff is counter productive. Closer
 

supervision could be provided at the district level
 

if they had adequate staff and budget for travel.
 

c) Direct supervision -ver rural health facilities by the
 

Division Health Directorate in Punjab appears to be:
 

.inqppropriate and inconsistant with the established
 

formal organization.
 

is.
 
d) 	Staff in NPS 6 through 15Lrecruited and hired at a
 

level above the district level. The DHOs have the
 

authority to take punitive action, stop pay or to
 

transfer within the District but cannot dismiss these
 

people. Medical Officers are appointed by the Provin­

cial Health Secretary. The District Health Officer
 

may not reprimand or bring other punitive action
 

against Medical Officers.
 

e) 	The DistrictHealth Officer is appointed by the Provin-­

cial Health Secretary and only he may transfer or
 

bring punitive action against them.
 

The pattern Of administration and management described,above has built 

in checks and balances for protecting the 'job .of people..,posted at vari­

ous 	levels. However,-,this pattern is counter productive in a developir­
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,system of health care-delivery because it limits indivi­

'dual initiative and results in responsibility.without
 

appropriate authority. Said another, way .thePrimary
 

Health Care System is developing with limited national
 

resorces that can only be offset with emphasis on mndi­

vidual initlative. The organization at the Division
 

lovel is shown in Figure 3. As previously mentioned the
 
the
 

ivision level applies only to Punjab. In Lother provin
 

ces theDistrict Health Officersreport directly to the
 

Director of Health.
 

1.2. 	Organization at the.Di§.trict and Rural
 
Health Centre Levels.
 

1.2.1. 	Organization at the district level consist of District
 

Health Offices that are staffed with a District Health
 

Officer and support staff.'
 

The District Health Officer has line responsibility to
 

the division level (provincial level in all provinces
 

,except Punjab) and hav, the authority for the day-to-day
 

operation of Integrated Rural Health Complexes as well
 

as other health facilities within the District except
 

the District Headquarters Hospital. A possible excep­
the
 

tion to this authority isLrelationship between the
 

District Health'Officers and the Medical Cificerstposted
 

to hural Health Centres. 

In addition to the rural healthfacilities the District 

Health Officer fs"responsible for the Communicable 

Disease Control Progrdm. This responiibility is. 

radida- ,


tion Program.
 

the result of a rorgahization of the alaia -* 
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ORGANIZATION CHART
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The support staff at the District Health Office process supply
 

indents, compile the annual statistical return for the district,
 

process correspondence and perform routine clerical duties. The
 

District Health Officer is responsible for administration of
 

health services in his district.
 

During this study the following observations and their possible
 

implications were made
 

The District Health Offices appear to be understaffed
a) 


to be able to provide supervision of rural health faci­

lities at an adequate level. With three to five Rural
 

Health Centres and upto 20 Basic Health Units in each
 

District the District Health Offic'er cannet provide the
 

necessary supervision with the existing staff,and fian-


Oial resources. In addition he is responsible for Tbhil]
 

ospitais and other health programs in the district.
 

b)1 	Allocation of funds for procurement and maintenance 'of.,'
 

vehicles and travel is'not sufficient to permit the,­

travel necessary to provide adequate supervision of rural
 

health facilities.
 

c) It was reported that the support staff was adequate in
 

number but that the staff was not properly trained for
 

effective functioning of the office. For example, the
 

districts do not have a person trained in statistics.
 

d) 	The delegation of power is not sufficient for the level
 

of responsibility og this position. District Health
 

Officers face problems, that they are expected to solve
 

but do not have the authority to do so.
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There are two important exceptions to the concept of lines and staff
 

organization at this level. The first is the relationship between
 

the District Health Office and the District Council. The District
 

Councils provide financial support and operate some rural dispensaries
 

and Maternity and Child Health Centres. In these facilities the Dist­

rict Health Officer is responsible for providing staff (paid by the
 

councils) and for technical supervision. The District Health Officer
 

has ar advisory relationship with the council on matters affecting the
 

operation of these facilities. The second exception is the relation­

ship of Matemity and Child Health Centres and Lady Health Visitors:to
 

the District Health Officer. The responsibility for technical super­

vision of these centres and the Maternity and Child Health Programs at
 

Rural Health Centres rest with the Assistant Inspectress at a higher
 

level. The District.Health Officer can transfer Lady Health Visitors
 

within the District but otherwise has limited authority.
 

;The impact of these exceptions and their effect on the operation of
 

Integrated Rural Health Complexes is as follows
 

a) 	The operation of District Council financed
 

facilities result in the District Health
 

Officer having responsibility without the
 

appropriate level of authority to carry,out
 

this responsibility.
 

b) 	In some situationsdecisions regarding the­

operation of council facilities could present
 

a conflict in allocating time and other resour­

ces of the District Health Office. The question
 

arises as to which facilities are given prior­

ity when demands are made by a district council.
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c) 	In the case of Lady Health Visitors who are
 

posted to Rural Health Centres the District
 

Health Officer exercises authority over this
 

position when in fact Medical Officer is respon­

sible for the operation of the centre.
 

The organization chart for District Health Offices is shown
 

in Figure 4.
 

1.3. Organization at the Rural Health Centre Level.
 

Organization at this level is line and staff with the excep-.
 

tion of the organizational relationship between the Medical
 

Officer and the Lady Health Visitor. Lady Health Visitors are.
 

appointed by the Deputy Director of the Health Division.
 

The Medical Officer cannot transfer or discharge a Lady Health
 

Visitor. However, he can recommend punitive action to a higher
 

level. Rural Health Centres have the following approved staff:
 

a) Medical Officer
 

b) Woman Medical Officer
 

c) Lady Health Visitor
 

d) Dispenser (2)
 

e) Medical Technician
 

f) Laboratory Assistant
 

g). Clerk
 

h) Rural Health Inspector or Sanitary Patrol
 

.i) 	 .Driver (if a vehicle is provided) 

,j) 	 Midwife 

S). Ward Servant
 

1). Storekeeper
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m)' Peon 

n) Chowkidar
 

o), Mali
 

p) Cook
 

It was observed that Rural Health Centres were seriously under­

staffed. The most acute shortage is for women Medical Officers.
 

None of the centres covered by this study had this position
 

filled.
 

The Medical Officer is appointed by the Secretary of Health and
 

reports to the District Health Officer. However, the District
 

Health Officer cannot discharge, transfer or take punitive actioi
 

against persons in this position. Most of the District Health
 

Officers were promoted from the position of Medical Officer. The
 

effect of this arrangement is one of responsibility without
 

authority. The organization of a typical Rural Health Centre is
 

shown in Figure 5.
 

L. Supervision 

1.4,1. 	The organization of health services is structured,
 

however, in practice the formal organization is not
 

always followed. Decisions and actions are often
 

carried out through an informal network of personal
 

contacts. Informal organization for the accomplishment
 

of objectives is necessary and to a degree desirable.
 

Unfortunately, the pendulum may have swung too far in
 

favour of the informal way of accomplishing objectives.
 

1.4.2.1--	 The District Health Offices are not adequately staffed
 

to provide close supervision over the facilities under
 



FIGURE 5
 

Organization Chart
 

Rural Health Centres and Other Health
 

Facilities Within Their Catchment Area
 

District Health 
Office 

LayHealth 
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[Community Health Progrvm 
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Community Health Program 

Community Health Program 
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their jurisdiction. Also, vehicles and budget for POL is not
 

adequate.
 

The 	tour policy includes provision for three or four surprise
 

visits 	from the District Health Office and in Punjab by the
 

Division Directorate. In practice this potentially has the
 

following results ;
 

a) 	The staff usually drop what they are doing when
 

the officer arrives. Visits often occur during
 

the peak hours and patients are required to wait
 

until the offi~er.leaves.
 

b) 	Minimum contact with patients or community leaders
 

by the visiting officer, resulting in the loss of
 

an opportunity to build public confidence in the
 

delivery system.
 

c) The visits are often conducted with a lot of empha­

sis on social aspects.
 

d) Verification of the visit is attested by the visiting
 

officer's signature in the outdoor register. This
 

makes it difficult to follow-up on deficiencies that
 

were identified during prior visits because deficien­

cies are not recorded on a proforma.
 

1.4.3. 	 In the past Medical Officers were required to visit Subhealth
 

Centres on a regu.lar basis. Thi practice has fallen by the
 

wayside and there is no formal pattern for supervision of the
 

Basic Health Units and other facilities within the catchment
 

area of Rural Health Centres by Medical Officers. This is due
 

in part to the fact that the Basic Health Units are newly
 

commissioned and the organizational linkage between facilities
 

in an Integrated Rural Health Complex have not been defined.
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Also, the Rural Health Centres are not adequately
 

staffed for this purpose. Most of the centres only
 

have one doctor who cannot handle the patient load
 

and take the time necessary to tour.
 

Even if staff were adequate, transporation is not
 

available. In the study on "Transportation System for
 

Integrated Rural Health Complexes" it was found that
 

only two out of the six Rural Health Centres covered
 

by that study had a vehicle. In both cases the vehicles
 

were over 15 years old and in poor condition.
 

5. Personnel 

L.5.1. 	 The Provincial Health Secretaries at a meeting on 17
 

August 1978 approved a total strength of 21 persons for
 

each Rural Health Centre and five persons for each'Basic
 

Health Unit. The existing and approved staff is shown
 

in Table 1,
 

At many Rural Health Centres the post of Medical Officer
 

is vacant. When this position is vacant coverageis
 

provided by a Medical Officer from a near-by facility,
 

Obviously this is not practical in those areas of Pakistan
 

where the distance between centres is more than 10 to
 

20 kilometer. When coverage is provided in this fashion
 

the Medical Officers travel to these centres only day per
 

week and spend 3 to 4 hours providing patient services.
 

The most accute shortage observed was for Women Medical
 

Officers. None of the Rural Health Centres visited by
 

the study team had a Woman Medical Officer. It was
 

29 



TABLE 1
 
Existing and Approved Staff
 

RHC's and BHU's
 

Rural Health Centres
 

Title kpproved Exisbini
 

Medical Officer 1 
 1
 

Woman Medical Officer 1 P/V
 
Lady Health Visitor N/A 1
 

Medical Technicians Li P/V 

Dispenser 1 1
 
Laboratory Assistant 27 1
 

Sanitary Patrol 1 1
 
Midwife 1 1
 

Ward Servant 2 1
 

Storekeeper 1 

Clerk 1 P/V 
Peon1 

Chowkidar 1 1 
Mali, 1 
Cook 1 P/V 
Driver 1 1 

(at some centre 
Domestic Servant(for doctors)- 2 2 

Total: 21 13 

Basic Health Units
 

Medical Technician 2 P/V
 
Medical Assistants N/A 1
 
Lady Health Visitors N/Al 1
 

Sanitary Patrol or Disnenser.'.. 1
 

Dai/Midwi fe 1
 

Peon/Chowkidar 1 
 1
 
Total.'_ 5
 

NIA.,- Not Approved P/V Post Vac nA
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learnt that some of the centres had a Woman Medical Officer
 

some 5 to 10 years ago but since then the post have become
 

vacant.
 

The other posts of support staff i.e. Nurse Dai/Midwife, Rural
 

Health Inspector or Sanitary Patrol, Storekeeper were found to
 

be filled. The clerical post remain vacant in a number of cent­

res.
 

Almost all the posts of Medical Assistants are filled. Accord­

ing to the decision taken at the Provincial Health Secretaries'
 

meeting, trained Medical Technicians are to be posted at the
 

Rural Health Centres and Basic Health Units. These Medical
 

Technicians would replace the Lady Health Visitors, Medical
 

Assistants and Rural Health Inspectors. TNo male and two female
 

Medical Technicians have been approved at each of the Rural
 

Health Centre. While the Basic Health Units are to be manned
 

by one male and one female Medical Technician. Due to the non­

availability of trained Medical Technicians the proposed
 

rearrangement has not been finalised. The first batch of the
 

Medical Technicians now undergoing training is expected to be
 

available by the end of 1980. It is expected that they would
 

be posted at the Rural Health Centres and Basic Health Units
 

as soon as they have completed their training.
 

5.2. 	Under existing recruitment policy, the staff in NPS I through
 

5 except Midwives are recruited by the District Health Officer.
 

Nurse Dais and staff in NPS 6 throug:h 15 are recruited and
 

appointed by the next level above District Health Officer.
 

NPS 16 is appointed by Director Health Services. Appointments
 

in NPS 17 and above are made by the Secretary of Health.
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The requirement of staff in NPS 1 through 5 is communicated tothe
 

Employment Exchange of the District by the District Health Officer
 

with a fixed date for interview. A Selection Committee composed of
 

the District Health Officer and two senior members of the staff
 

interview the candidates sent by the Employment Exchange and select
 

the most suitable ones for the posts available.
 

The procedure for posts of NPS 6 through 15 is identical except that
 

the Regional or Provincial Employment Exchange is used.
 

The posts of Medical Officers are advertised in local newspapers. The
 

responding doctor. are interviewed and selected on an adhoc basis by
 

a Board that includes the Provincial Health Secretary., They are selec­

ted for a period of six months with the possibility of further exten­

sion till an incumbent is made available by the Public Sdrvice Commiss­

ion. The adhoc appointees are also eligible to appear before the
 

Commission and if found suitable can be appointed on a permanent basis.
 

Lady Health Visitors, Medical Assistants, Midwives, Sanitary Patrol
 

and Rural Health Inspectors have to pass a diploma or certificate
 

course before they are eligible for these posts. The minimum qualifi­

cations for the Lady Health Visitors is matriculation and completion
 

of a two year course at a Public Health Nursing School. Candidates
 

for training are selected on a district basis with each district being
 

allocated the same number of seats in a class. Students are paid a
 

stipend of Rs.300/- per month during their training and are required
 

to serve the Health Department for a period of three years after succ­

essful 6ompletion of training.
 

Midwives are also required to be matriculates. They are recruited for
 

12 months training in organized schools located at District Headquart­

ers Hospitals. They are paid a monthly stipend between Rs.150 - 200
 



during their training and are required to 
serve the Health Department
 

for.three years after completion o" training.
 

Rural Health Inspectors have been trained at Para-Medical School.
 

They: were recruited for training after passing their matriculation
 

(with science) and trained for a period of 18 months. 
The Rural
 

Realth Inspector course was discontinued in 1976. Only previously
 

trained Insepctors are working at the Rural Health Centres.
 

[n Punjab Medical Assistants now working at the Basic Health Units
 

iave been trained at the District Headquarters Hospitals in Sahiwal,
 

iialkot, Sargodha, Bahawalpur, D.G. Khan and Gujrat. They were
 

rained for two years after passing F.Sc. and were required to serve
 

;he Health Department for 3 years. It was learnt that only one batch
 

of Medical Assistants was trained in 1975. 
Thereafter this training
 

;cheme was discontinued.
 

n view of the fact that doctors are not attracted to the rural areas,
 

t was necessary to select and train a paramedical auxiliary force
 

which would be able to supplement the efforts of doctors. In 1974-75
 

Federal Ministry of Health in collaboration with international agencies
 

conducted a series of meeting called "Country Health Programme Exercice
 

As a result of these meeting it was recommended that a Primary Health
 

Services Project be initiated for iai.proving medical care to the rural
 

areas. 
To overcome the shortage of doctors it was recommended that a
 

force of paramedicals be trained.
 

In 1977 the Primary Health Services Project was set up. Training
 

for Medical Technicians was started throughout the country in 1978­

79. Minimum qualification for a Medical Technician trainee is Matric.
 

The training program was designed for fresh entrants. However, almost
 

all the seats in the first classes were awarded to inservice people.
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The training is for a duration of 18 months. The training
 

consists of three phases of six months each. The phases
 

are (1) Class room (2) Hospital Rotation(between Services)
 

(3) Field training in a Rural Health Centre and Basic 

Health Units. These Medical Technicians after completion 

of their training are to replace paramedical staff like 

Lady Health Visitors; Medical Assistants and Rural Health
 

Inspectors. When posted they will also be responsible for
 

the training of Community Health Workers who will be selected
 

from the local rural population. The training for both of
 

these paramedical personnel is competency based.
 

1.5.3. Remuneration
 

The existing National Pay Scales for various categories of
 

the medical and paramedical staff is shown in Table 2.
 

1.5.4. Career Structure
 

In the existing career structure there is no incentive or
 

chain of promotion for the paramedical staff from NPS 1
 

through 16. They continue to receive their normal annual
 

increment till they reach the limit of the scale they are
 

employed in. Provided that ther Annual Confidential Reports
 

are not adverse, they automatically move to the next highest
 

grade after 16 years service. For example, posting in NPS 3
 

(Rs.270-7-326/8-390) requires 16 years for promotion to NPS
 

By the time a person in this grade could be promoted to NPS
 

he would be near retirement age.
 

The promotion of Medical Officers in NPS 17 and above depend
 

on seniority, vacancy, Annual Confidential Reports and depar
 

34
 



'TABLE 2 

National Pay Scales
 

Medical and Paramedical Personnel
 

Title 


Medical Officer 

Woman,Medical Officer 

Medical Assistant 

Medical Technician 

Rural Health Insepctor 

Lady Health Visitor6 


Dispenser 


Laboratory Assistant 


Storekeeper 


Clerk 


Driver 

Dai/Midwife :. 

Sanitary Patrol 


Ward Servant 


Ml
ai 
Chowkida, 


Cook 


Peon 


Sweeper 


Total salary includes :-

Dearness Allowance (DA)-

NPS Pay (Rs)
 

17, 1490
 

17 1490
 

12 '00 

8 45:5'. 

7 460 

400'
 

5 330, 

5. 33Q, 

5 330. 

5 330' 

4. 320 
. .,3.0,, 

1 315
 

1 290. 

1 290
 

" 290'
 

1' 290 

1 290 

1 290
 

Rs.40 per month upto,
 
Rs.1500 per month.
 

Field Traveling Allowance (FTA) - Lady Health 
Visitors - Rs.45
 

Sanitary - Rs.25
 
Patrol
 

Rural Health = Rs.85 
Inspector 

Non-practicing Allowance(NPA) - Rs.300 (for doctors only) 

Five Increments - Rs.250 (for doctors only) 
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mental recommendations. A Selection Board interviews the
 

candidates for promotion whenever there is a vacancy.
 

For promotion to District Health Officer, a post graduation
 

course such as DPH (Diploma in Public Health) has been requ­

ired since 1969. No Medical Officer without a post gradu­

ation course is entitled for promotion to Distri' Health
 

Officer.
 

Medical Technicians are entitled to time-scale promotion
 

depending on good Annual Confidential Reports and recommen­

dAtion by the Medical Officer or the DistrictHealth.Offtcer.
 

As was recommended in Provincial Health Secretaries meeting
 

they will be appointed in NPS 8 after completion of training
 

and can be upgraded to NPS 12 after 5 years of service.,.
 

1.5.5. Transfers 

Transfers of medical as well as paramedical staff is made by
 

the same authority which appoints them. When transferring
 

paramedical staff consideration is given to where a person
 

'
 
belongs. However, staff may be assigned anywhere in their"
 

own district. Medical Officers may be transferred a.y.where
 

within t6'eprovince
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2.0. RECOMMENDATIONS
 

1. Organization at the Prov.,ncial Level
 

Since th sdol)e of this study was limited to the establishment 

and the day-to-day operation of Integrated Rural Health Complexes, 

reconmendations at the provincial level, are limited to the Basic 

Health Services.Cell. 

2.1.1. The Basic Health Services Cell is an important link 

between the Complexes and the Health Directorate. 

flowever, this Cell needs to be strengthened and it's 

role *clearly defined. The Cell is 'organized as a staff 

"'function to the Director of Health. This relationship 

is appropriate but should be expanded to include a work­

i'g relationship with Deputy Directors at the Division
 

l6vel in Punjab and with District Health Officers and
 

-Medical Officers at Integrated Rural Health Complexes
 

in the other provinces. 

o0
 
The relationship/"advise and consult ." should be emrnha­

sised in the selection of key staff for this cell. The 

staff should be trained in the technical aspects of the 

organization and operation of Integrated Rural Health 

Complexes nnd have the administrative skills to provide 

direct assistance to District Health Officers and Medical 

Officers with the start up of new complexes. The staff 

should be increased by adding a person with a management 

analysis background at an appropriate grade. The skilis 

of this person and Project Director of the Cel. should'
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include the following :
 

a) 	An indepth understanding of the organization and
 

operation of Integrated Rural HealtL Complexes.
 

b) 	Knowledge of the operating policies and procedure for
 

operating a complex including :
 

- Health Information System
 

- Staffing requirements and procedures
 

for filling vacancies.
 

- Budgeting
 

- Procurement and control of drugs and supplies
 

- Transportation policies, vehicle procurement
 

and procedure for getting vehicle maintenance.
 

- Supervision techniques and the supervision
 

requirements for the three tiers in a complex.
 

- Organization of Community Health Programmes.
 

c) 	First hand knowledge of provincial health policy as
 

it affects the provision of health services to the
 

rural population.
 

d) 	ALility to work with officers at all levels and the
 

ability to maintain an "Advise and Consult" role.
 

e) 	Skills in training Medical Technicians and a working
 

knowledge of program training schools including the
 

ability to organize new schools.
 

The 	professional staff should be supplemented with support staff
 

consisting of two clerical people and a driver. The staff should b4
 

free of special assignment or other on-going duties that are not
 

directly related to the organization and operation of Integrated Rui
 

Health Complexes.
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The Project Director should be free to organize and 

plan the activities and tour requiaement for himself 

and other stif1 of the cell. It is also essential that 

the cell be provided a vehicle and an adequate allowance 

for POL and maintenance for touring 60% to 70% of the 

time. 

2. Organization at the Division and District Levels
 

2.2.1. 	From the analysis of the organization at the Division 

level in Punjab and a comparison of the functional 

responsibility of this office with that of the District 

Health Office, it is apparent that the administration 

of Health Services in Punjab is concentrated at the
 

Division level. This is evident by the fact that the
 

division offices are well staffed and have vehicles and
 

an adequate POL budget for performing their field
 

responsibilities.
 

On the other hand, the District Health Officers are 

understaffed. The Assistant District Health Officer 

positions are vacant and the administrative/technical 

staff is not adequ.te to provide front line supervision 

over rural health services in an area the size of a 

district. The lack of an authorized position for a 

Statistical Officer seriously hampers the collectiov (f 

quality health data and the preparation of annual r,-turv-

In addition there is an authority responsibility dilemma
 

at the District level in that Medical Officers can if
 

they wish act independently of the District Health
 

Officer. This is because of the fact that the Dist ict 
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Health Officer does not have the authority to take punitive
 

action, transfer or discharge people at this levc.
 

2.2.2. 	The following organizational changes at the Division and
 

District levels are recommended
 

a) Give the District Health Officer the authority
 

to transfer within the District or to take punitive
 

action (for cause) against Medical Officers who do
 

not perform in accordance with established policy.
 

Transfers out of the District could be recommended
 

by the District Health Officer or requested by a
 

Medical Officer who wishes to be assigned to another
 

district.
 

This recommendation will give the District Health
 

Officer control over the assignment of Medical Officers
 

to the Rural Health Centres in his district and will
 

enable him to post them to facilities as a function of
 

patient load. This will also, enable him to control
 

abuses of policy such as unauthorised absences from
 

post, not attending to official duties during estab­

lished hours, etc.
 

b) 	Recognize the importance of the District Health Officer
 

position in relationship to other position in the Health
 

Department. It is recommended that this position be
 

reclassified to NPS 19. Also, the position of Assistant
 

District Health Officer should be reclassified to NPS 18
 

These changes will make both positions more attractive
 

and will be more consistant with the classification of
 

Medical 	Officers (NPS 17)
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c) Fill the post of Assistant District Health Officer. 
In
 

addition, senior Medical Technicians or senior Lady Health
 

Visitors should be added 
to the District Health Office staff.
 

The r,ost senior technicians are competent to assist the
 

District Health Officer with his public health duties and
 

could prbvide District Health Office liaison with the Medical
 

Techni'cian,:;i' 'it Rural Health Centres and Basic Health Units. 

Senior LaH3' Health Visitors in this post could be responsible 

for supervising Maternal and Child Health Centres. Possible
 

conflict, in titles and authority could be avoided by designa­

ting, these persons as "Assistant to District Health Officer ,. 

This arrangement on a permanent basis would free the District 

Health Officer and his assistant to concentrate on supervision
 

91 the, Integrated flural Heal th Complexes.
 

d) Sanction and fill 
the post of Statistical Officeratthe ]istict
 

Health Office. Require that this person visit every health faci­

li'ty in the district at least twice a year to provide instruction 

and assstance with the collection of health information.
 

e) Provide at least one reliable vehicle to the DHO and an adequate
 

POL and maintenance allowance for 15 days touring per month. 

f) Provide for administrativ ';raining for District and Assistant 

District Health Oflicers. Training should consist of seminars 

and short courses orn organization, planning, budgeting, supervi­

sion, communication, statistics and community relations. 

g). Shift the responsibilities for front line management over health
 

fac-ilities 
entirely to the District-Health: Off.,ces. 
 This would
 

eliminate touring of health facilities on a regviW basis by
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officers from the Division Health Directorate.
 

These officers would continue to visit the
 

District Health Offices and would on occasions
 

visit 	health facilities on a "surprise" basis.
 

h) 	 Transfer the authority and responsibility for
 

the operation of Maternity and Child Health
 

Centres that are not attached to another health
 

facilities to the District Health Officer.
 

i) 	 Transfer full authority and responsibility for
 

Maternity and Child Health Programs that are
 

attached to another health facilities to the
 

officer incharge of the facility.
 

The 	recommended organization is shown in Figure 6.
 

2.3. 	Organization at the District and Rural
 
Health Centre Levels.
 

2.3.1. 	The organization relationship between the District 

Health Office and the health facilities within the 

district follotrs several different patterns. Examples 

include the organizational relationship between the 

District Health Officer and the officer incharge of 

facilities financed by District Councils and the 

organizational relationship between the District Health 

Officer and Maternal and Child Health Centres that are 

not attached to another health facility. Also, at the 

Rural Health Centres the Medical Officer does not have 

full authority over the Maternal and Child Health Progra 

operating 'at the facility. 
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RECOMMENDED ORGANIZATION
 

DIVISION/DISTRICT LEVELS
 

[Div o 

Division Health Directoratel 

District F T U t
 
Ci -3Dsrict Health Officer
Counc il -- - - -- - - -- - - - - -F s 

*** 


Rural Health Centres MCH Centres 


Basic Health 


"* 


I Dispensaries 1 
and Subcentres 

* Punjab only 

'' Facilities financed by District Councils 
*** Including those centres financed by District Counci 

Assistant for
 
Administrative Affairs
 

Assistant to DHO
 

I Head Clerk 
Punjab Government 

Head Clerk
 
District Council
 
Sanitary Inspector
 

.Supervisol 'accination
 

Medical St -ekeeper
 

Administrative Officer
 

CDC Officer
 

Entomolokint
 

Statistical Officer
 



In the previous section suggested operational changes
 

were presented that would give the District Health
 

Officer the appropriate authority to meet his respon­

sibility in the administrative of health services in
 

the rural areas of his district.
 

The following organization changes at the Rural Health
 

Centre level are recommended :
 

Give the Medical Officer full authority over
a) 


the operation of the centre and all other
 

health facilities that are a part of the Integ­

rated Rural Hlealth Complex.
 

Authority should include transfer of staff
 

within the Integrated Rural Health Complex,
 

punitive action against employees who do not
 

abide by policy and to discharge employees
 

(for cause).
 

b) Give the Medical Officer authority over the
 

Maternal and Child Health Program at the Rural
 

Health Centre and fully integrate this service
 

into the operation of the centre by maintaining
 

a single health information register and dispen­

sing drugs and supplies at a central point.
 

The recommended organization is shown in Figure 7.
 

2.4. Supervision
 

Successful implementation and operation of Integrated Rural
 

Health Complexes will require good supervision. The close
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FIGURE 7
 

RECOMMENDED ORGANIZATION
 

INTEGRATED RURAL HEALT1 COMPLEXES
 

District Heal-th Office
 

Rural Heal th Centre 

(All services provided by the centre
 

I. 
.. o u-I.o ,,. , 

Basic Health [ientre-pesris

'.Units ,J. Dispnsari .,
 

Community Health
 
Programs
 

* Will gradually be updated to RHCs' or BRUs.'. 
•As 	upgraded include in the catchment area of
 
the complex.
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watch over the operation of health facilities will include the acco,
 

plishment of organizational objectives which, in turn, will improve
 

the functioning of the units and centres. Good supervision will als
 

strengthen the patient referral and logistical linkages between the
 

Rural Health Centres find Basic Health Units and between Basic HealtI
 

Units and Community Health Programs.
 

The organizational changes recommended in Section 2.3 will require
 

redelegation of powers so as to maintain consistancy between "Power.
 

and "Position" within the formal organizational structure. The
 

recommended organizational changes and corresponding redelegation o1
 

powers are considered essential to the successful implementation of
 

an effective scheme for supervising the operation of Integrated Rura
 

Health Complexes.
 

It must be recognised that at the present time supervision of Distri
 

Health Officers and Rural Health Facilities is limited by the dista,
 

ces, travel time, budget for travel, lack of adequate vehicle and
 

staff time for general administration and supervision of the Divisio
 

and District Health Office staff. These limitations were recognised
 

in developing the recommendations.
 

In considering these recommendations it must be recognised that the
 

scope of responsibility of District Health Offices is much broader
 

than Rural Health Complexes. Because of the broader responsibility
 

at this level the scheme that is finally adopted must be structured
 

so that resources allocated to supervision of the Primary Health Car
 

Delivery System do not interfere with other administra#ive and super
 

visory responsibility.
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2.4.1. 	:In Punjab supervision over District Health Offices should
 

continue to be.the responsibility of the Deputy Directors
 

of the Heal'th Divisions. In the other provinces this
 

responsibility rest with the Director of Health. However,
 

the role in supervising health facilities and programs (from
 

these levels) under the jurisdiction of the Distric.t Health..,
 

Officer should be minimized. This role should be limited to
 

occasional surprise visit to facilities. Visits should be
 

limited to facilities that have particul'ar administrative o0
 

community relations problems. 

Supervisory visits to District Health Offibes.should 'bb;docd­

mented on a proforina so that the operation of the district 

health programs can be compared to ,establish criterion and 

for followup on previously identified deficiencies. The 

proforma shown in Figure *8: is recommended. ,for this purpose. 

.Visits 	to District Health Offices can be.made as fr.eq.ently
 

as considered necessary. However, a minimum of quarterly
 

visit to each district is recommended., Visits should be
 

sufficient in length to thoroughly review the operation of
 

the office and the health programsid inc' the district.ftdist i Als:,Cloncilthe 

officer conducting the visit should call on Distiic Council 

members and attend their meeting when scheduling permits. 

' *:h 

2..2. 	 Adeciuate supervision over the Integrated Rural Health Compl­

exes and rural'°health facilities and programs by,thp District 

Health Officer-will require that the post y Assistant Dist­

rict Health Officer be filled. Also, a serviceable vehicle
 

will have to be available and the budget forkPOL ilfereased.
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FIGURE 8
 

RECOMMENDED PROFORMA 

PROVINCIAL/DIVISION SUPERVISION VISITS TO
 

DISTRICT HEALTH OFFICE
 

Date of iasti visit' Date of this visit •_ _, 

Division District _ _ _ _ _ 

7 .-itng Officer_ Title _HO
 

1. Is District Office fully staffed, _., YES L 7 NO 

2."'. If'No, .List Vaccines ,_ .. .. _ __,_.. ...._. . ..... 

3. 	What "action,has' been taken 

to fill these ,post i._-A 

4. 	Condition of building and offices
 

a) Building in good repair /--- YES " NO
 

If,--no# -what imProvements,are needed
 

b) Office pace adequat YES /, NO 

if no, what is ne'eded? _ __ ___ 
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FIGURE 8 (continued)
 

c) Offices and working areas neat and orderly
 

_ YES _-7. NO
 

If no, suggestions for improvements.
 

5. 	Vehicles available (A) (B) ,_ ....."_"'____ 

_ 	 +(C) 	 (D) _ _ _ " ( ,. . : 

a. 	Condition
 

(A)
 

(B) 	_ _.. . .... 

(C) 	 ......
 

(D) 	 ..
 

b. 	For vehicles off the road, if repairable
 

' whktis needed to get them on the road_
 

6. 	Budget Review
 

a) 	Review budget line items and compare epI dtur year
 

to date with budget.
 

b) ,Ip budget allocations by line item sufficient for the 

balance of the year L/ YES U NO 

If No. what reappropriations are required? 

...... 	 "..... . 4.... ... 
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FIGURE 8 (Continued)
 

7. 	List the important administrative problems and suggest
 

solutions to each problem. ,_...... .............
 

8. 	Attended District Council meeting on (date) ......
 

If a meeting was not attended list council members
 

visited by name and title
 

9. 	Health facilities visited by Deputy Director and District
 

Health Officer during DD's visit, name, type and location.
 

10, 	 Number of supervisory visits by the DHO to IRHC'S'since the
 

last visit by the Deputy Director to this district ....
 

a) List the facilities visited and length of each visit:
 

b) Discussed with the DHO the visit pro orma fireach Ofsit
 

0 'YS NO 

If No, lain
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FIGUhE 8 (Continued)
 

11. 	 Rate the overall operation of the District Health Office by 

placing a check ( ) in the appropriate column : 

Below Average Average Above Average
 

......
,Number of: staff 


Skills of staff
 

Vehicles available
 

Condition of vehicles
 

Budget utilization . ..............
 

Condition of building
 

Condition of offices
 

and work space
 

Visits by DHO to IRHC's
 

-and other facilities,in
 
; District
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i addition edding a senior Medical Technician to the staff could
 

relieve the District Health Officer and his assistant of some of
 

the administrative workload. A Lady Health Visitor filling this
 

post could be responsible for liaison with Maternity and Child Health
 

Contres throughout the District. The District Health Officer and
 
direct
 

his assistant could then provide moreLsupervision over the Integrated
 

"ural Health Complexes.
 

This pattern of supervisison is similar to the pattern of supervision
 

of District Health Offices by the Director of Health or Division
 

Deputy Directors that was recommended in Section 2.4.1. The District
 

-.
'ealth Officer should concentrate on supervising the complex through
 

,e Medical Officer in charge at the Rural Health Centre and occation­

":.J surprise visits to Basic Health Units. 

iie Chairman of the Village Health Committee should be invited to be
 

.,xisent at the Rural Health Centre on the days that the District
 

realth Office visits. This will enable the District Health Officer
 

to discuss the administration of the delivery system with community
 

representatives and will help build public confidence in the system.
 

Snpervision visits should be sufficient in length to conduct a thoro­

ugh inspection of the facility, discuss programs individually with 

"ey staff members and to discuss the role of the centre with members 

oi the public. Results of these visits should be documented on a 

proforma so that they can be reviewed by the Director of Health or
 

the Division Deputy Director. The proforma designed for this purpose
 

.:3 shown in Figure 9.
 

Zach Integrated Rural Health Complex should be visited at least
 

;.Cithly. Regular visits should be scheduled in advance and the
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FIGURE 9 

RECOMMENDED PRW , RMA 

DISTRICT HEALTH OFFICER UPERVISION 
VISIT TO IRHCS' 

Date of last visit Date of this visit
 

District IRC
 

DHO 	 Medical Officer
 

1. 	Number of facilities and programs in IRHC (other than RHC) 

BHU MCH Centres
 
._ Dispensaries Subhealth Centres
 

Community Health Programs 

2. 	Are facilities and progeams properly staffed /=7 YES L__-NO
 

3. 	 If No, list vacancies for each facility or program
 

Facility/Program
 

Position RHC BHU-l BHU-2 (ECT) (ECT)
 

Medical Officer
 

Lady Doctor
 

Medical Tech.
 

(ECT)
 

(ECT)
 

4. 	Is staff available in the IRHC assigned to the facility
 

where they are needed the most based on patient utilization 

// YES /--7 NO 

5. 	If No, will transferritng of some people within the IRHC
 

balance out the workload and improve services to the public
 

Z= YES L- NO
 

53
 



FIGURE 9 (Continued)
 

6. 	Are outdoor and indoor registers neat and orderly and
 

upto date. L/ YES / NO
 

7. 	 Are summary and abstract register6 upto date. L_7 YES /_ NO 

8. 	Stock of drugs and medical supplies is adequate for
 

LZ7-One week Z_/ One month
 
A.., 

"-- Three months __7 Six months
 

9. 	Drugs purchased in local market since last visit. 

/_-7 YES Valve.Rs. _ o 

0O.Is Stock neatlyarranged in godown:
 

L_7 YES L/ NO
 
I,: 

11. Has the useful (shelf) life of any of the drugs expired: 

Z YES 0 NO 

12. 	If Yes, why .hava they not been disposed of
 

13. 	 Does the RHC have a vehile: 

L__- YES / NO 

14. 	If Yes, what type a) 

b) Is it in good repair _ 

c) Is it used for trans­

porting patients
 

d) Is sufficient funds
 

for POL available
 

15. 	Indoor patient facilities
 

a) Are furnishing adequate
 

b) Is there a stock of clean­

liness and blankets
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FIGURE 9 (Continued)
 

c) In the operating theatre properly equipped for
 

_2-7 Major abdominal surgery
 

L_7 Only minor surgery
 

L._-7 Not adequately equipped for surgery
 

d) What additional equipment is needed
 

16. Clinical Laboratory
 

a) Properly staff
 

b) Properly equipped
 

c) In equipment in good working order
 

17. Maternity and Child Health Program (LHV):
 

a) Are registers on medical consultations maintained
 

separately from the RHC Registers If Yes,
 

W h y ? ......... . .. ... ... .....
 

b) Does the LHV maintain a separate stock of drugs 

and medical supplies ...... ._ _ 

c.) 	Number of visits to villages by LHV since the last
 

inspection
 

55
 



FIGURE 9 (Continue
 

18. 	 Supervisory visits to BRIJs:
 

a). 	Total number of supervisory visits to Basic Health 

Units since the last inspection . By Medical 

Officer . By Lady Doctor . By Supervisory 

Medical Technician •_.
 

b) Have all BHUs been visited at least once by the Medical
 

. Officer and Lady Doctor since the last inspection ........
 

If No, why not.
 

c) 	Have other staff made supervisory visits to BHUs since the
 

last inspection. If yes, list name of BRU and the title o
 

person making th6 visit. 

Name 	of BHU Title of person making visi
 

19. 	 Other public contacts by the DHO during this visit.
 

a)-	 If meetings of the Union Council,.Village or Local
 

Health Committees attended by DHO during visit to
 

RHC specify
 

20. 	 Was the Chairman of the,Community Health Committees'present 

during this visit: J YES -- no 
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FIGURE 9 (Continued)
 

1. It Yes, what topics were discussed and what was the
 

Chairman's attitude towards the Health Delivery System:
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Officer-in-Charge notified of the visit. 
Visits will probab­

ly require four to five hours at the facility. Adding travel
 

.time, visits to most complexes can be completed in one day. A
 

few of the complexes, in more remote areas will require at
 

least one overnight stay.
 

2.4.3. Supervision over the Basic Health Units by the Medical Officer,
 

Woman Medical Officer and the Supervisory Medical Technicians.
 

should be frequent enough to ensure that the units are opera­

ted in accordance with established policy and to provide conti­

nuing education for the Medical Technicians. Visits by the
 

Medical Officer should be monthly on an established schedule.
 

The recommended schedule provides for 
a visit by a professional
 

staff member of the Rural Health Centre once per week. Also, a
 

female Medical Technician or Lady Doctor will visit each unit
 

at least every other week. 
Visits should include patient consu
 

tations (especially those visits conducted by the Medical Offic
 

or Lady Doctor). The Chairman of the Village Haalth Committee
 

should be invited to be present at the Basic Health Unit on the
 

days that the Medical Officer visits. This will enable the
 

Medical Officer to discuss the administration of the delivery
 

with people from the "Grass Hoots" level, and will help build
 

public confidence in the system.
 

The monthly visit by the Medical Officer should be documented
 

on a proforma. Use of a proforma will make it possible to
 

compare 
operation of the facility to established criterion and
 

provide documentation for followup on previous identified defic:
 

encies. 
The proforma shown in Figure 10 is recommended for thi!
 

purpose.
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FIGURE 

RECOMMENDED PROFORMA
 

MEDICAL OFFICER SUPERVISION VISIT TO
 

BASIC HEALTH UNITS
 

Date of 	last visit 
 Date of 	this visit
 

Medical Officer .......... 	 Supervisory
 

Medical Tech.
 

1. Location of active community 	health programs 
 ..........	 _;
 

2. Visits by BHU staff to Community Health Programs during the
 

past 4 weeks
 

Paition Location of Location of Location of
 
Program Program Program
 

Male M.T. 

Female M.T. 

LHV/Dal
 

Other 

3. Is the Basic Health Unit proprrly staffed
 

4. If No, what 	post are vacant: __; ..... ___ __ ; 

5. 	Out-door register neat and orderly and upto date 

=/ YES Z=1- NO 

6. Are summary 	and abstract register upto date -- YES L7 NO
 

7. Stock of drugs and medical supplies is adequate for:
 

.7 one week Z= one month _-7 	3 months Z7 6 months
 

8. Is stock neatly arranged in godown L_ YES L7 NO
 

9. 	Has the useful (shelf) life of any of the drugs e .red:
 

_-7 YES =__ NO
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 FIGURE 10 (Continv
 

10. 	 If Yes, why have they not been disposed of?
 

11. 	 What mode of transport does the staff use to travel to
 

"Community Health Programs".
 

/-- Bicycle 1/_- Motorcycle Z_1 Hired Tonga ,_- Public Trans
 
port
 

Z Vehicles:
 

Private
 

-From the RHC
 

- Belongs to the BHU
 

12. 	 Is the Unit properly equipped and is the equipment in good 

working order : LJ YES _-7 NO 

13. 	 If No, equipment
 

Needed
 

Needs repair
 

Needs replacement 
 -

14. 	 Maternity and Child Health Program (LHV)
 

a) Are registers on medical consultations maintained
 

separately from BHU registers if Yes,
 

Why 	__ 

b) Does LHV maintain a separate stock of drugs and medical
 

supplies:
 

c) Number of visits to villages (other that to orgnized
 

'Community Health Progxanis) during the past four week
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FIGURE 10 (Continued)
 

15. Were the Chairman of Community Health Programs available
 

at the BHU during this visit:
 

_-7 YES How many - L NO
 

716. 'If Yes, what topics were discussed and what was the Chairmans'
 

attitude towards the health delivery system ....
 

17. Medical Consultants by the Medical Officer during this visit.
 

a) Total number of consultants .......... 

b) Out-door ._ __ c) In-door, 

d) Casualty 
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2.4.4. 	Regular administrative supervision over the operation of
 

Community Health Programs is to be provided by the Medical
 

Technician from the Basic Health Unit. This supervision iE
 

in addition to the evaluation of the technical performancc
 

of the Community Health Worker.
 

Evaluation of technical performance is a key part of the
 

training of the Community Health Workers during the first
 

six months and onan on-going basis. However, administra­

tive supervision is essential to evaluate the oporation of
 

the program, identify oterational.'problems and to strengthc
 

community involvement and commitment to the:program. 

Visits 	for administrative supervision should be a monthly
 

basis and the Medical Technician from the Basic lcalth U111 1, 

should be accompanied by the 3tupe)--*viory Medical T',chiician 

frorn the Rural Health Centre pei-iodi,:ally. This could be 

accomplished by scheduling every third or fourth visits on 

day when the Supervisory Medical Technician is schedul, to 

come to the Basic He-alth Unit. 

Purpose of these visits is to evaluate the organization and
 

management of the program, ensure the availability of a sul
 

cient quantity and qua]ity of d,'ugs and medical supplies, 

identify and solve logistical problems and to strengthen cc 

unity relations. Results of these visit6 shou*cd be recerde
 

on a proforma for comparison to establish criterion and for 

followup on previously identified dcfici:e-icies. The proforwi 

shown in Figure 11 is recommended for this purpose. 
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FIGURE 11
 

RECOMMENDED PROFORMA
 
ADMINISTRATIVE SUPERVISION OF COMMUNITY
 

HEALTH PROGRAMS
 

Date of last visit 
 Date of this visit
 

Village 
 BH') Location
 

CHW Incharge 
 MT Name
 

1. 	CHP staffing :
 

- Male CHW
 

Female CHW
 

--- Other (Specify) ._;
 

2. 	Supply of drugs and medical supplies adequate for
 

=7 One week
 

=.._.-/
One month
 

/_- Three months
 

_-7 Over three months
 

3. 	Number of meeting CHW had with Village Health Committee
 

during previous months
 

4. 	 Important items discussed and conclusion
 

5. 	Does the CHW consult patients regularly : 

/.7 In his home 

Z_- In a community building or other office 
type post.
 

U In the patients home
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Figure 11 (Contin
 

6. 	 Number of patient consultation during the previous month
 

7. 	 Number of preventive/public health activities during the
 

previous month:
 

-	 Clean water supply
 

-- Sanitation
 

-- Refuse disposal
 

-- Nutrition
 

---- Other (specify)
 

8. 	 Does the CHW record activities 

On a proforma
 

In a note book
 

9. 	 Is utilization data reported to the BHU on a regular basis by 

month: Yes No , If No, Why not.
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2.4.5. 	 Summary of the recoatnended supervision scheme is shown
 

in Figure 12. The figu're shows the level supervised,
 

;:ts-
 ,,inevised by, the frcquency and the scope of the
 

supervision visit.
 

2.5. Personnel
 

It is obvious that working conditions for medical as well as
 

p.,ramedical staff in rural areas are totally different than
 

-onditions in urban localities. To begin with their accommo­

dation, social and cultural life is neither pleasant nor attra­

ctive. Often they have to deal with an uneducated population
 
they
 

iho at times are difficult to convince that/should adopt methods
 

to prevent disease. Most of the population still practice out­

dated and outmoded methods of treatment and cannot be easily
 

ind%',d to change their traditional habits. It is therefore
 

necessary that the staff at various centres and units have to be
 

exe-tive, persuasive, and perservering, in addition to being
 

efficient at their profession. Naturally the expectation of the
 

staff for their extra effort by way of remuneration and facili­

lies cannot be ignored.
 

2.5.1. 	Filling Vacancies
 

The sanction posts for Medical Officers, Woman Medical
 

Officek together with the paramedical staff at each
 

Rural Health Centre as well as Baoic Health Unit should
 

be filled. It will improve and stretarline the supervi­

sion work and strengthen logistics and the referral
 

Presence of the required number of personnel at
 

each level will create a feeling of security among the
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SUMMARY OF RECOMMENDED SCUEME FOR SUPERVISION
 

Level-being Supervision Provided By Frequency 
 Scope

Supervised
 

1. DHO/Distrist Director of Health or 
 Quarterly* - Performance of DHO; operationHealth Office 
 Deputy Director 
 of District Health Office;
Health Division 
 contact with the community at
 
district level.
 

2. Medical Officer District Health Officer 
 Monthly* - Performance of MO, operationIncharge at RHC 
 of RHC; contict at "Grass
 
Root" level.
 

3. Medical Technician 
Medical Officer Incharge Monthly* - Performance of M.T.; operationat.BHU 
 from RHC 
 of BHU; continuing education
 
for MT,-patient consultation;
 
contact with Chairman of
 
village health committee
 

4. Lady Medical Lady Doctor from RHC 
 Monthly - Performance of Lady M.T.;
Technician at BHU 
 patient consultation: evalu­
ation of MCH Program.


5. Medical Technician Supervisory M.T. Weekly ** - Patient consultation;
at BHU from RHC 
 operation of BHU; continuing
 
education.
 

6. Community Health 
 Male and/or Female Monthly - Administrative Supervision of
Worker at CHP 
 M.T. from BHU 
 Commwunity Health Program.
 

* Proforma required 

** 
 Except those weeks when the Medical Officer or Lady Doctor

visited the BHU. Proforma not required.
 



rural population and help build public confidence among the
 

staff. The workload of individual staff members will be
 

reduced. The Medical Officers will feel. a sense of satisfac­

tion by having the required staff and they will noi be handi­

caped for lack of assistance. The presence of a full staff
 

would enable them to devote more time to patients which in
 

turn contribute to the more efficient working of the Integ­

rated Rural Health Complex.
 

The appointment of a Lady Doctor is essential to the provision
 

of medical services to women. Also, it will make possible the
 

supervision of health services provided to women at the Basic
 

Health Units. With a Lady Doctor on the staff the Medical
 

Officer will be able to make the required visits to Basic Health
 

Units.while the Lady Doctor cover,3 the Rural Health Centre.
 

The increase in the number of staff would also provide a better
 

social environment and the existing feeling of isol:tion by the
 

staff would be overcome to a great extent.
 

2.5.2. Additional Remunerations
 

The main reasons for lack of interest in serving in rural
 

areas is the shortfall in earnings when compared to opportuni­

ties In urban areas, lack of education facilities for children
 

and recreational activities. Also, the working and living
 

conditions often result in individual personal hardship.
 

It is therefore recommended that the Non-Practicing Allowance
 

for doctors posted in rural areas be raised from Rs.300 to
 

500. A private servant as was proposed in the 17th August 1978
 

review meeting of Provincial Health Secretaries should be
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provided for doctors. All the categories of staff including
 

doctors should be given a "Rural Allowance" at a rate of 40%
 

to 50% of base pay. In addition salaries of doctors serving
 

in the rural areas should be higher than their counterparts
 

in the urban areas. This can be accomplished by allowing a
 

minimum of two additional increments in the same scale.
 

Because the students now undergoing training are drawn mostly
 

from inservice people working in NPS 6 or 8 they find this
 

training does not provide an opportunity for promotion to a
 

higher grade. Therefore Medical Technicians with prior healt
 

experience should be appointed in Grade 11. The fresh candi­
shou]

dates who have completed the Medical Technician'training/be 

appointed in Grade 10. 

The following facilities for all categories of the staff acco
 

ding to their respective authorization are recommended
 

a) Free accommnodation 

b) Education allowance lor the children studying 

in the city schools and colleges at the rate of
 

Rs.50 per rnonth per child Ishool arnd H9.100 

per month per child fo:r college. 

C) Provide hostel ,.rvnin and subsidy for 

children attending colJege. 

The current and recommended salary (in rupees) for staff
 

serving in rural areas is shown in Table 3.
 

2.5.3. Career Structure
 

The opportunities for promotion are virtually non-existing
 

under the present system. It is not practical for an incum­

bent in NPS I to be promoted to NPS 7 or 8, but it is quite
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CURRENT AND RECOMMENDED SALARY
 

Present 

Tftle f-Reommnde
NPS Base7 Allowances Total NPS 


Medical Officer 1590 1490 17 


Woman Medical Off.icerl 171 900 590 1490 17 


Medical Technician 8 370 85_- 1
435 10 


Dispenser 
 40 330 

5 330 5 


eprT -oe ILaboratory Assistant .5 290 40 1305 ,I
 

_orekeepe_1 
 5 230 40 1 330 

Cler 5 5 

Driver 4 280 40 320 4 

Nursei/Dai/idwi fe , 3 270 40 3103 

Sanitary Patrol 1 65
250 315 


Ward Servant 1 
 250 40 290 1! 1 

MZal i I .250 40 1 290 1 

Chowkidar 1 250 40 290 , 1 

Peon 1 250 40 1290 1 

Cook 1 250 40 2 !30 1 

• Includes two additional increments total of 7; 


Recommended 

Base Allowances Total
 

900 1 2150
 

900 1250 2150
t 
4101 249 659 

2901290 194
 
2901 156 446
 

2 1 i646
 

06
 

29 156 446 

2801 405 320
 

270 148 418
 

250 165 415
 

250 140 390
 

250 140 390
 

250 140 390
 

250 140 390
 

250 140 390
 

40% (of base) Rural
 
Allowance; Rs.500 Non-Practice Allowance; and Rs.40 Dearness Allowance,
 



possible to have his remuneration raised on a time scale
 

basis. It is therefore recommended that each person upto
 

grade 16 be allowed a time-scale upgradation an the basis
 

of good Annual Confidential Reports per the following scheme
 

a) 	Staff in grades 1-5 be considered for the next
 

grade after three years in a particular grade.
 

b) 	Staff in grades 6-8 be considered for the next
 

grede after five years in a particular grade.
 

c) 	Staff in grades 9-16 be considered for the next
 

grade after seven years in a particular grade.
 

If a person is not promoted after the recommended time in
 

grade he should be reconsidered each year. This will create
 

a sense of competition among the staff to work harder and
 

they would find satisfaction in getting their efforts proper]
 

compensated.
 

The Medical Officer should be involved In the selection, prop
 

tion, transfer and dismissals of personnel for the Integratec
 

Rural Health Complex. This is important as he is better acqt
 

ainted with operational problems and is directly responsible
 

for the working of Rural Health Centres and Basic Health Unii
 

This authority over staff assigned to the District Health
 

Office should be vested in the District Health Officer who
 

should also have the authority to transfer Medical Officerswi
 

in the district.
 

2.5.4. Medical Technician Trainees
 

The purpose of education and training of Medical Technicians 

is to provide additional paramedical staff to meet the increa 

sed demand created by the establishment of new Rural Health 

70 



Centres and Basic Health Units. Thecefore, as a matter of policy, in 

the future, only fresh ci-didste 5'houtd bc- r iit.ed and trai nedi 

instead of ln.;ervi.ce pooJ e. Ths : im'sIportant Lec:lmse it-¢'t1. b.:! easi­

er and more ptactic'hJ to .d.ev1.r~p and i;pleiJicnt i'.;ie.,, :-r ff,odif. .ed 

system through new trainees. AI3o, tr.inii..g n .;ic p [,:, ravates 

the already short :',ersonneL 5i tea ,ica I ve,' i1 ACa . .... s. vtz.":' (G1A 

para medical stafi by skill levoi in each o' :.Ae dj'stric!:s cuv.re,d by! 

this study is given in 'labie 4. If it it; rccesary ,..vV..C 1oIpeopie 

to receive further training, refresier couisej and ;ecval.z-d .our:cs 

should be conducted separately for them. A qkalifyj')g ;r"et of their 

professional skill and field training snould be used to do lerini. the 

duration of such training. The numnber of inservice trainees sbould 

however be based on fPture requirement. 'The inservice and f,-.sl eandi­

dates should not be mixed to avoid problems, such as : 

a) 	 The feeling among The inservice people that the 

Medical Technician course does little to increase 

their skill or knowledge. This would obviously 

result in the 1Jack of interest in their t2-aining 

and in turn, wiould refllect ah. unh, alth influence 

on the fresh candidates. 

b) 	Methods of teaching and training sl;buld also 

differ for the fresh and inservic:cziandidates. 

Greater ati.cention and morte material should be 

provided for the fresh c:anlidates because they 

have had no pi-evious experience in the health 

field.
 

c) 	Mixing of Inservice personnel and fresh candi­

dates in the same class created not only misunder­
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TABLE 4
 

SANCTIONED/AVAILABLE POSTS
 

AS OF JANUAY 1,j1980. 

District 

Gujrat 

LHV 
S/A 

36/31 

MA 
S/A 

17/17 

S.1 
S/A 

17/5 

RHI 
S/A 

23/19 

Disp. 
S/A 

39/33 

Dress 
S/A 

10/9 

Ghang 35/25 18/16 19/19 34/34 43/49 16/16 

D.G. Khan 23/7 12/12 12/1 31/10 42/42 14/14 

Bahawalpur 32/23 15/15 15/7 22/17 37/37 10/10 

Sheikhupura 

Sialkot 

19/16 

31/20 

10/10 

17/13 

10/5 

17/9 

28/28 

23/22 

23/23 

46/42 

12/12 

10/9 

c) (Continued) 

standing among the trainees but also 

affects their behaviour and attitude 

towards the program. 

, 
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VIII -OPERATIONAL PLANNING
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1.0. 	OBLERVATIONS AND FINDINGS
 

.. 	The Five Year Plan
 

The Islamic Republic of Pakistan is currently (1980) in the
 

third year of their fiftl, five year plan. This plan for the
 

health sector sets the following objectives and targets:
 

a) 	To make available modern health coverage within
 

3-6 Kms distance of the entire population compared
 

to the present 50%.
 

b) 	Reduce the crude death rate from 14.0 per thousand
 

to about 10.2 per thousand.
 

c) 	Reduce the infant mortality rate from .05 per
 

thousand live births to 79 per thousand.
 

d). 	Increase life expectancy from 54 to 60 years for
 

men and fro,.i 53 to 59 Zor w'or e..
 

e) 	Construct an additional 5,000 Basic Health Units
 

and Rural Health Centres, reducing the population
 

per health unit from 12,500 to 7,660 by 1982-1983.
 

f) 	Construct new Hospitals and improve existing facili­

ties in order to provid., 15,000 new hospital beds.
 

g) 	Reduce the incidence of malaria and other communi­

cable diseases through special programs for vulnera­

ble groups, especially pre-school children.
 

The principal elements of the Strategy of the Five Year Plan
 

are as follows:
 

a) 	There will be a substanti.al shift from the present
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doctor oriented system for primary health
 

services to a three-tier system consisting
 

of Doctors,Medical Technicians and other
 

auxiliary staff.
 

b) Better balance is to be achieved between facili­

ties in urban areas and facilities in rural areas.
 

c) 	There will be a shift in emphasis from curative
 

to preventive health.
 

d) 	While there will be an increase in the output of
 

paramedical and auxiliary staff, the expansion
 

undertaken in higher medical education would be
 

consolidated.
 

The current Five Year Plan gives a good indication as to wh
 

the health care emphasis is being placed. However, many of thi
 

targets are not in line with Pakistan's national resources. Th:
 

together with a plicy of "Free Health Care" will require more
 

emphasis on the efficient utilization of available resources.
 

1.2. 	 Planning at the Division, District, Rural Health
 
Centre and Basic Health Unit Level.
 

The Five Year Plan is the primary document used to provide gui
 

ance to health officials in the year to year provision of heal
 

services. Unfortunately, the plan is not revised and updated
 

a regular basis. Updating is considered essential at least an
 

ally to reflect accomplishments during the previous year a
 

make possible the reallocation of resources so as to achieve t
 

most important elements of the plan.
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Through interviews information and data was collected and
 

analyzed on the spot. It became apparent through this "on
 

the spot" analysis that planning at the division level is
 

done on an adhoc basis. Planning is done through regular
 

meetings of the Deputy Directors of the Divisions with the
 

Provincial Directors of Health. These meetings are generally
 

limited to discussion on existing problems and how to solve
 

them, within the context of the Health Department and Division
 

administrations.
 

The Five Year Plan or the planning process is not usually
 

discussed at these meetings. Meetings and informal contacts
 

also take place with the Planning and Development Deparment,
 

when required for the approval of special projects.
 

At all levels below Division, planning is either very informal
 

or lacking altogether, being substituted by the conclusions of
 

discussions taking place at various "Committee Meetings" or by
 

"on the spot" decisions. Deputy Directors are members of a
 

Divisional Coordinating Committee, District Health Officers are
 

members of the District Council and Medical Officers are members
 

of the Markaz Council. These committees and councils normally
 

meet once a month to discuss various problems and activities
 

regarding health in their respective areas. Specific plans are
 

usually discussed when a supervisor is visiting offices or facili­

ties under his jurisdiction. Ib was observed that all health
 

officials as welll as Local Government officials and perhaps even
 

community leaders should be involved in the planning process. If
 

there were a degree of Local Government and community participa­

tion the planning and implementation of the health program would
 

be much easier.
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1.3. Definition of Planning.'
 

Planning is the development and setting of goals and objectiv,
 

based on established standards. This requires the following s'
 

a) Objective of the delivery System
 

- Health cover (Population vs. services) 

- Preventive vs. curative 

- Reduction in morbidity and mortality 

- Facilities and personnel 

b) Detail plan to achieve the overall objecti 

- Training of personnel 

- Const,.ction of facilities 

- Logistical support 

- Organization and management of the 

delivery system
 

c) Financial requirements
 

- Capital investment 

- Recurring expenses 

- Sources of funds 

d) Time table
 

- Step by step plan coordiiated 

with funding 

1.4. Why Planning
 

iWithout planning there is an inherent :Isk ox costly, incorre4
 

;decisions that will result in not attaining predtermined goal!
 

and objectives. To reduce this risk management needs to colli
 

organize and analyze important elements of information than ci
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be used in the decision making process. This is essential in
 

However,
improving the existing health care delivery system. 


it must be kept in mind that irrespective of how well the plan
 

as good as its implementation.
is constructed, planning is only 


for the health care delivery system.
Planning set the future course 


1.5. Long Range Planning and Operational Planning.
 

Long rang planning normally covers a period of 5 years or more
 

or in some cases there could be a spcific benchmark year like
 

"Health for All By Year 2000".
 

Operational planning normally covers the planned day to day
 

The opera­activities for a shorter period, usually one year. 


tional planning normally coincides with the financial year. The
 

operational plan is usually formulated within the parometers of
 

the Five Year Plan and supports the broader objectives of the
 

Five Yerr Plan.
 

2.0. RECOMMENDATIONS
 

Many health workers are familiar with the procedures and steps used
 

in planning. At one time or another every health professional has
 

used these methods in their work. However, the sequence of these
 

"steps" in formalised planning may be unfamiliar. The result of each
 

step is a well defined output and forms a basis of the next step.
 

As seen from the observations and findings formalised planning is
 

taking place at the Federal and Provincial level and the lower levels
 

(Division level and below) is mainly implementing the planning steps
 

emanating from above.
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2.1. Steps in Operational Planning
 

It is recommended that the following steps be included for all
 

levels of the health organization in order to have a comprehen­

sive national health planning
 

a) 	Analyze the existing situation using
 

available data and information.
 

b) Identify and set health priorities.
 

c) Set specific goals and targets.
 

d) Review obstacles and limitations.
 

e) Plan activities and approachea.
 

f) Write a yearly plan.
 

2.1.1. 	Collection and Analysis of Information and Data - Befor( 

planning a programme District Health Officers already 

have ideas about the situation and problems they want t( 

tackle. The problems should be expressed in a meaning­

!ul, clear way. This:., can be done after the collection
 

)f data and information.
 

.nformation which should be already available, but may
 

teed analysis is
 

a) 	General information on the District and
 

its communities including
 

1. 	Physical characteristics
 

2. 	Demographic characteristics
 

3. 	Economic structure
 

4. 	Housing
 

5. 	Cultural characteristics
 

6. 	Education and welfare
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b'" 	 Infcrmation about health, disease and illnesses.
 

c) 	 Information about resources. A resource jis anything
 

that can be used to carry out activities to achieve
 

a goal. When choosing a course of action and plan,
 

all types of resources must be reviewed systematic­

ally, one by one.
 

The 	main types of resources are
 

4. 	 Peop.le trained and skilled in health care 

on.,a community basis or within tPe Local 

.Governmentinfrastructpre.
 

2 ..Far.ilities such As Basic .Health Unit; 

Dispensaries; Sub-Health Centres; Rural 

Health Centres; Tehsil Hospitals.
 

3. 	 Equipment,, materials and transport,
 

4. 	 Books and manuals, records and reports, 

community studies and surveys. 

5. 	 Climate, public opinion., technical
 

resources (like electricitty).
 

6..' 	Availability of funds both goverrment
 

and private.
 

d) 	 Information about health behaviour like what do
 

people do and to whom do they resort when they need
 

help; .how often and with how much benefit do people
 

resort to the services of traditional health practi­

tioners.
 

e) 	 Informationt.related to health obtained from other
 

sectors such as eduction or agriculture.
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Much of this information is available from regular
 

reports and records which should be available at .the
 

district level. Other types of information can be
 

obtained from the community. This type of information
 

is most useful for planning at the District, Markaz
 

and Village level and is especially important when plann­

ing health programmes. Much can be learned from differeni
 

groups such as community leaders, teachers, traditional
 

healers and women groups. These are resource people who
 

often know a community's needs and can identify problem&
 

that may not be apparent to health officials.
 

2.2. Identifying an" Setting Health 	Prioirities.
 

From the information collected, a general picture of the health
 

situation in the district will emerge. The problems should be
 

categorized into the following groups:
 

a) Diseases or health problems such 	as :
 

1. Gastro-intestinal diseases
 

2. Chest diseases (T.B. inclusive)
 

3. Malaria
 

4. Malnutrition
 

5. Complication of pregnancy and delivery etc.
 

b) Health service problems such as:
 

1. Insufficient drugs
 

2. Insufficient staff
 

3. 	Lack of transport, etc.
 

'
 c) Other problems affecting health such as:
 

.1. 
Lack of education
 

2. Lack of sanitation
 

3. Permanent drought conditions
 

4. Inadequate water supply, etc.
 



After the list has been developed the District Health Officer,
 

Assistant District Health Officer and Medical Officer must then
 

define each problem carefully. While defining the problem they
 

must look for the cause, taking care not to confuse cause and
 

effect. They must diagnose not treat symptoms4
 

The District Health Officer is always faced with more thdn one
 

problem at a time. He cannot possibly so.ve all problems at
 

once. So problems have to be studied and the most important 

,problem.given priority. 

Toset and sel.,ct health priorities one has to establish criteria 

whiCh become a pre-established standard by which District:Health 

Officer can measure progress. The following list gives a set of 

Cri.teria for the district level : 

a) Is the hea)th problem national or only 

regional (Malaria etc.) 

b) .Is the disease seasonal 

c) Does the disease affect only children 

or all age groups 

d) Does the disease cause worrying in 

the community 

e) Impact of the disease on morbidity 

and mortality 

,f)_.Is it a problem of the health sector or 

it is a problem of another sector (Agriculture etc) 

.,g) .Is there a standard national policy for diagnosis
 
and treatment (e.g. tuberculosis)
 

After the priority problems have been selected the following
 

steps should be taken:
 

a) Review all the facts
 



b) Make a list of the most important problems
 

c) Define the problems and their factors clearly
 

d) List available resources
 

d) Write down the main ideas to deal with
 

each problem
 

2.3. 	Setting Goals and Targets.
 

The District Health Officer, in consultation with Medical
 

Officers in the District and with the District Council selects
 

the top priority problems bearing in mind the resources avail­

able(money, people, equipment drugs and other materials). The
 
to
 

next step is to develop a specific plarndecide how to solve each
 

probiem
 

In order to do this goals have to be set. Without goals it is
 

difficult or impossible to reduce or control problems.' The goals
 

have 	to be relevant, feasible and measurable. Goals are normally
 

time limited, ie. a specified number of weeks, months, years,
 

ect. 	Goals are importalt for two reasons : 

a) A 	clear goal i: essential to a definite plan.
 

b) 	 When there is no goal for action the result
 

cannot be evaluateL.
 

In order to achieve a goal there is often need for operational
 

targets. Many targets must be met to achieve a reduction in
 

mortality rates. For example, a goal to reduce under fives
 

mortality by 2% in the next five years would require the follow­

ing 	operational targets:
 

a) 	 Immunize all children from 0-3 years with
 

diphtheria, pertussis and tetanus (DPT).
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b) Reduce number of cases of malnutrition
 

in children under three years by 50%.
 

c) 75% of women in child birth to be attended
 

by trained personnel (Lady Health Visitor).
 

There are four important things to be remembered when setting
 

goals :
 

a') Is it relevant - A goal is relevant if it
 

either fits the general policy or helps to
 

solve a specific problem.
 

b) Is it feasible - A goal is feasible when it
 

is possible to achieve it. That means the
 

resources are available and obstacles can be
 

overcome.
 

c) Is it observable - A goal is observable when
 

the result can be clearly seen or known.
 

d) Is it measurable - A goal is measurable when
 

the result can be stated in quantitative terms.
 

:Operational targets are stated in quantitative terms but this alone
 
with 

cannot solve problems. One thing to be concernedLis the quality of
 

the goal or target. For example, observing Medical Technicians
 

performing specific tasks following a period of training to assess
 

quality and quantity. Quantity could be the number of Medical Techni­
within
 

cians trainedLthe period of time or how many times they have given an
 

injection. Quality concerns the way task are performed. For example,
 

in giving an injection different aspects such as attitude to the
 

patient, sterilization procedure, skin care and the technique of injec­

tion would be assessed.
 

At the middle level of the health system the goals.will be.expressed
 

normally as operational targets based on the goals set by the Ministry
 

of Health at the National and Provincial level. It is recommended
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that it be a responsibility of the District Health Officer to write 

down the main problems in consultation with Medical Officers and 

Medical Technicians and other paramedical staff. Also, it is impor­

tant to consult the community about problems. The community will
 

often point out things which the health workers are not aware of.
 

After the main problems have been written down the next step is to
 

considor the underlying causes of problems. After that the goals
 

and the targets should be developed. The problem analysis proforma
 

shown in Figure X3 can be used for this purpose.
 

FIGURE 13
 

PROBLEM ANALYSIS PROFORMA
 

Underlying Goals, Targets
Problems
Problem 


1. Immunize 50% of children
Mortality due - Lack of vaccine 
to measles in under 3 years in area at 
a given area - Malnutrition 

risk during years prior 
Lack of Medical to epidemics, or during 

care. the year. 

- Delay in seeking 2. Develop a programme of 

help. nutritional education 

based on local needs. 

3. Hold weekly demonstra­

tions In villages with
 

groups of 20 women in
 

each village.
 

After writing the goals, apply the previously mentioned criteria to
 
are
 

determinb if the goals and targets~relevant, feasiblejobservable and
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measurable. The most important of these criterias is feasibi­

lity. A lot of time can be wasted in setting goals and targets
 

that are not feasible. For example, if the voal is to "extend
 

health care to the total population of a district" this might
 

not seem feasible if the District Health Officer is designing
 

-activities based on the existing pattern of the health care.
 

But if the resources are reviewed and the system is modified or
 

changed, the goal could become a feasible one.
 

At the district level the health workers might,.Iegin by 'teach­

ing families to provide care to its members, then increase and
 

improve the care with planned expansion until coverage is comp­

lete.
 

2.4. Reviewing Obstacles and Limitations
 

After the goals and targets have been set, the following
 

questions have to be answered:
 

a) 	 Are there any reasons why these
 

goals cannot be obtained.
 

b) 	 Are there any obstacles that will
 

prevent the achievement of goals
 

and targets.
 

The simplest method is to list the goals and obstacles, the
 

limitations for each one and group them under the following
 

three headings:
 

a). Obstacles where a solution has been found
 

b) Obstacles that can be modified or reduced
 

"c). Obstacles that cannot be removed
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The analysis of obstacles proforma shown in Figure 14 can be
 

used for this purpose. 

-FIGURE 14
 

ANALYSIS OF OBSTACLES
 
PROFORMA
 

Analysis Cannot be 

Goal Obstacle Removed Modified
 

1. To provide Shortage Train and
 
trained, of Lady supervise
 
personnel Health traditional
 
for all child Visitors birth atten­
birth by 1983 dants.
 

2. Build 100 Insuffi- Build 50
 
Rural Health cient Rural
 
Centres money Health
 

and Centres
 
material which
 

are
 
most
 
needed
 

"3. To improve No Lady 
 Revise
 
quality of Health the
 
care during Visitors goal.

child birth 
 Available
 

There are-two types of obstacles :
 

a) Absence of resources
 

1. People - People are not interest or
 

are not trained or skilled.
 

2. Equipment - It is not available or
 

cannot be bought.
 

3. Money - It is in short supply.
 

4. Information - Is hard to find, there
 

are no books or records.
 

5. Time - No onc has time to start the plan.
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b) 	Environmental Obstacles
 

1. 	Geographical obstacles - Mountans, Sea6, lakes 

may present obstacles to delivering adequate 

health service in some areas. 

2. 	Climate - Weather will influence whith.,:types
 

of buildings to build, types of trans&;rt etc.
 

30 	 Technical - For example do not -r6vide any
 

electrical device to a Rural Health Centre
 

which does not have electricity.
 

4. 	Social and Cultural.- These are ofte. 'the most
 

serious obstacles. There may be cust6ms and
 

taboos that operate again'st the"plan.
 

2.'5. Planning Activities
 

This part bf planning deals with alternative approaches which 

'can achieve the desired results. After the targets and goalb
 

have been set the District Health Officer in cooperation with
 

others must now plan how to achieve the predetermined goals and
 

targets.
 

On the basis of these goals and targets alternative approaches
 

should be developed. For each problem/programme at least three
 

solutions and approaches should be developed. To assist in
 

deciding on a strategy, Figure 15 shows examples of different
 

alternatives including what resources are needed and what resour­

ces. are available.
 

While choosing strategies "what is to be done" must be balanced
 

against "what is available to do .it", because a~ailable resour­

cesasbould be used to maximum potential. Reviewing resources
 

89
 



ANALYSIS OF ALTERNATIVES
 

TypeofResources Needed Resources Available 

Reo
Resources 

Alterna-
tive 1 

Alterna-
tive 2 

Alterna-
tive 3 

Alterna-
tive 1 

Alterna-
tive 2 

'Alterna­
tive 3 

:1. People Training Yes 

2. Equipment/ Clinic Heavy-duty Yes No No 

Facilities., building vehicle 

3. Educational Modles and Yes 

situation books 

4. Environment Positive 

5. Money Rs.10000.00 
+ 

Rs.10000.00 
+ 

Rs.10000.00 
+ 

No May be 
donated 

No 

training building cost of 
cost may be 

donated 
vehicle 
+ POL 

6. Time 3 days/ 1 day/ 1 day/ Limited Yes Ye­
month + month month.,;L training 
training 

7. Community People Transport 
Time 

Yes No trans-
port 

-

limited 
time 



include the community's own resources like people, houses
 

where health activities could be carried out, materials,
 

transport, etc. Als3, included are environmental resources
 

such as climate and land, time and community organizations. 

The District Council, the Markaz Council and the Union Council 

should take part in this planning. The"plan must be drawn up 

within the limits of available resources even if stme activitie
 

must be modified. Priorities must be set to determine how resoi
 

ces can be.used to get the maximum benefits for the-whole populi
 

tion of the area.
 

At the distriot level the District Health Officer and Medical 

Officers will have relatively little control.over the amount of 

resources that are avnil-able, but they :will ,have considerable 

influence in deciding how to use these resourices. This is the 

key to operational planning. The District Health Officer will 

have to set programro priorities so that the activities under­

taken will provide the greatest benefit to tho health status of
 

the population for the available resources.
 

After the decision has been made as to which strategy to follow
 

the next question is "how will this strategy be planned". In
 

order to do this the following questions should'be answered:
 

a) Why are we doing this 

b) What shall we do 

c) How Will it be done (Procedures &.:Methods).t 

d) WZaG will do 'it 

e) 'What things are needed (equipment, material, '?:. 

'f)Where shall we do it:(place) 

g) When shall we do it (time) 



For example, if an operational target is to examine every woman
 

at least once between the fifth and sixth month of pregnancy:
 

Why -because complications in pregnancy are a priority
 

problem.
 

What shall we do - Find ways to contact women.
 

Identify women at risk, train village women,
 

organize referral.
 

How shall we do it - Lady Health Visitor to train
 

Community Health Workers to recognize the symptoms.
 

Encourage village women to help contact others.
 

Who will carry out these activities - Lady Health
 

Visitors, Community Health Workers, village wonien,
 

:trained dais, Medical Officers and District Health
 

Officers.
 

Which things do we need - Equipment for Lady Health 

Visitor, transport and teaching aids, records. 

Where shall we work - Referred patients examined at
 

Basic Health Units or Rural Health Centres.
 

When - Timetable to be prepared for training sessions
 

and supervisory visits.
 

2.6. Writing the Operational Plan
 

As seen in the observations and findings the plans were informal
 

(not written down) at the district level and below. It is very
 

important to prepare a written plan. It helps to make them clear
 

it reveals .'omissionsand it communicate the ideas to other people
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It is recommended that the following outline be used at the
 

district level for each problem or programme:
 

a) 	 Brief background giving reasons for making a 

plan. What changes are suggested and why?. 

b) Goals and operational targets.
 

c) Strategy with dotailed activities.
 

d) Resources detailed under the following
 

headings:
 

People How many are needed. 

What skills or training 

do they need. 

.Equipment 

How will they ,be used 

and allocated. 

List equipnent available, any 

new or reallocation equipment 

and equipment to be ordered. 

Money - How much money is available and 

how will it be used. How much 

of the plan can be implemented 

with present financial resources. 

Informattion - System proposed to collect infor­

mation including how will it be 
USed. 

e) 	Persons responsible for implementation
 

and 	achievement of the plan, and people
 

responsible for specific targets.
 

f) 	There must be definite targets and a time
 

schedule must be drawn up. Use of a gantt
 

chart will explain graphically in which
 

order the activities will take place, when
 



the activities will begin and when
 

they are expected to be completed.
 

The proforma shown in Figure 16 is recommended for this purpose.
 

A sample gantt chart is shown in Figure 17.
 

2.7. Monthly Planning for Health Officials
 

by
 
After the annual plan has been approved the monthly planLindivi­

duals should be developed based on the annual plan of work.
 

2.7.1. Monthly "things to do list" - A list should be developed
 

by each District Health Officer, Medical Officer, Medical
 

Technician, Lady Health Visitor and other paramedical
 

staff. The "things to do list" illustrated in Figure 18
 

will help each individual in directing the work in the
 

most effective way to reach the programme'objectives and
 

targets month-by-month. -It will help keep on target and
 

will be valuable in arranging work in the order of prioril
 

The "things to do list" should always be kept close at
 

hand and should be referred to as often as possible. It
 

should be used as a guide for planning daily activities.
 

In the beginning of each month the "things to do list"
 

should be completed and reviewed with the Officer-in-


Charge and compared with the list of fellow workers who
 

are working on the same programme. At the end of the
 

month the list should be reviewed again and the end of
 

the month status column completed. The things to do list
 

should be reviewed at weekly or biweekly staff meetings
 

and added to or revised.
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FIGURE 16
 

ANNALPLAN OF WORK
 

Year District _...... 

Programme 
 ....
 

Background Information
 

Goal 
 Status
 
Beginning of the year End of the year
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ANNUAL PLAN OF WORK 
(Back of Proforma) 

Objective/Target Strategy/Activity 
 Resources Responsibility
 

1*d 

0 
0.­



- -- ---

SAMPLE GANTT _CHART 

Program 

•District - -

Activity 

1. 

2. 

3. 

4. 

6. 

9 . -

5.X 

Responsible Jan Feb Mar Apr May June July 

x---X 
X---X 

x------- x 

x--- --- x 

--------­ 1--------------x 

x------x. 

. . . -*II 

Aug Sep Oct Nov Dec 

10. 

.................................. O...... 



MONTHLY THINGS TO DO LIST
 

Programme 

District 

_ Name 

Month 

_ 

Priority Task Target date End-of-Month Status 

D ! 

I­

i 
 OD 



The 	foilowng.is* a guide for filling out the "things to do list":
 

a) Priority - After writing down the tasks for the 

month based on the arnnual plan of work 

each idividual should revie,i the task 

and rank them .n order of priority. 

b) Tasks - List the tasks lor the month that will 

contributr. the most toward completing 

objec tives. 

- Make specific, short statements. The 

tasks should support the plan of work, 

be practical and attainable, be specific 

and 	measureabie in terms ot end results 

at the end of the month, and be control­

able by the person respons.ible. 

c) 	 Target - Specify the target dato For completion of 
Date 

each task. Don't sch-edule all dates' up.-,. 

toward the end of the morith. 

d) 	 End of - At the end of each month short statements 
.Month 

Status should be written indicating what happened. 

State if the task was completed on schedule, 

suspended or cancelled. Give reasons for 

items not completed. 

2.7.2. The Plan of Work - The plan of work expresses the results in 

terms of objectives. The measure of results achieved is done 

with indicators which measure change from one point in time to 

another (usually during the financtla.year). The concept of the 
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plan of work can be illustrated as follows
 

Where are we going?
 

Here Plan of Work There
 

What do we want to achieve?
 

Things as Plan of Work Things as we
 
they are want them to be
 

How do we get there?
 

Resources Plan of Work Results
 

Did we achieve plans?
 

Beginning status Plan of Work Ending status
 

The annual plan of work and monthly "things to do list" when properly
 

prepared and reviewed,on a regular basis throughout the year, will
 

serve the following purposes:
 

a) Link plans with action
 

b) Communicating with others both within and
 

outside the Ministry of Health
 

c) Provide an undorstanding of plans and obtain
 

approval from higher levels in the organization.
 

d) Coordinate work with colleagues
 

e) Allocate time and effort
 

f) Staffing and assigning work
 

g) Setting priorities
 

h)" Scheduling, directing, supervising and
 

controlling work
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i) Measuring progress and performance
 

J) Creating a constructive work environment (working
 

together towards common goal that was set together).
 

k) 	Creating a common ground of understanding among all
 

concerned as to where the organization is going, how
 

and when it is going to get there, and who is going
 

to do what.
 



IX HEALTH INFORMATION
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1.0. OBSERVATIONS AND FINDINGS
 

.1. 	The Present System
 

Historically the data coilection system used at Rural Health
 

Centres predates independence (1947). It was observed that
 

most of the pre-printed proformas and registers had an issue
 

date in the 1950's.
 

In this analysis it was found that data on out-door patients
 

recorded by the Basic Health Units, Sub-Centres and Dispensa­

ries was the same as data recorded on these patients by the
 

Rural Health Centres, and that data recorded by the Maternity
 

and Child Health Centres was the same as that which is main­

tained by the Lady Health Visitor that is posted at a Rural
 

Health Centres.
 

In reviewing the data collection system it was learned that
 

the Lady Health Visitor that is posted to a Rural Health Centre 

maintains registers on the services provided, independent of 

the registers that are maintained by the facility. In other 

words, statistics compiled by the Lady Health Visitor are not 

included in the statistics for the facility. An exception to
 

this is patients that see the Lady Health Visitor and are refer­

red to the Medical Officer. In these cases, records are main­

tained by the Lady Health Visitors on her services and by the
 

centre for services provided by the Medical Officer. The collec­

tion and flow of data is illpstrated in Figure 19.
 

It was observed during this study and confirmed by many partici­

pants in the workshop on "Management for Primary Health Care"
 

that a data collection procedure utilizing disease categories
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FIGURE 19
 

COLLECTION AND FLOW OF DATA
 

LHV 
osted 

Rural 
ealth 

Sub 
ealth 

asic 
ealth 

Telisil 
lospital 

Dispens] 
aries 

aternall 
nd chld 

o RRC entre entre nits Health 
. . !|Centre 

Consolidated
into Monthly 

Monthly Statistics Compiled
y Day of Month on Abstract Consolidated int 

and Annual Register 4-L Monthly and 
__Reports Annual Statistics compiled Annual Fevorts 

on Statement E and H 

District Health Officer
 
(See Note) Completes Statement D (See Note)


Annually Covering all
 
Health Facilities Under
 

LDistrict Jurisdiction
1- * 

Union Councils Division Health Officer
 
and Municipal Compiles Consolidated
 
Committees Submit- Statements C, E and D
 
Vital Statistics for the Division
 

Provincial Health Department 
Compiles Consolidated
 

Statemrents 2o:" All Divisions
 
in the Province and Forwards
 

to the Secretariat
 

NOTE: 	Statistics for LHV Reports not included
 
in Statement D.
 

* Punjab only. 
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from the International Classification of Diseaseswas too complex
 

for use in Primary flealth Care. It was felt that such a system 

would result in a i'iJh error rate in completing proformas and 

that the resultin-, dD.ta, even i f accurate was of little use in 

determining health status or for managing the system. 

It was suggested that a simple system to collect "utilization" 

data be adopted. This is one of the alternatives discussed in 

the recommendations. 

1.2. Registers Used in the Present System 

,1.2.1. Persons who maintain registers and the registers that 

they maintain are shown below 

a) Medical Officer/Dispenser 

In-doo-x- Patient Register 
Surgery Ie ,ister 
Out-door Patient Register 

b) Rural Vh I!ealinspector 

r-Regi k:: - Pre entive Inoculation 
and inJ1'o'm.tion on Public Health Works 

Regist er o:l Vaccination 
School ealth Services Register
 

C) Lady Health Visitor 

Daily At ten¢aimc.=. Register 
Toddler and Infant Register
Antenatal, fr:i .k and Butter Oil Register 
Infan,( CarC legister 
Antenatal C;,rd Register 
Infant Weilht Chart Record 
Cases h -i'tru;dto Hospital Register
Confinement hicqAster (Home Confinement) 
Home Visit Itegister
Children.- CL-i.c Register 
Antenatal C nic Register 
Health Talk Register 
Birth Register
 
Sewing Class Register
 
Death Register
 

107 



Total Home Visits Register
 
Movement Register (staff within the
 

catchment area)
 
Survey Register (of catchment area)
 
Monthly Report (DHO/DD)
 
Annual Report (DHO/DD)
 

1.3. Abstract Register (4-L)
 

The data on number r.f patterns by disease, sex and age group
 

(under 10/over 10) is tallied (Tr~J.) daily by in-door or out­

door patient. These totals are posted on Abstract Register 4-L I
 

day of the month. At the, end of each month the statistics for
 

the month are totalled and the register is retained at the facil,
 

ty for inspection during the year and for use at the end of the
 

year to compile the annual return (Statement E and H).
 

The Abstract Register (4-1) is a 4-page, 20 by 14 inch form. The
 

format covers 109 specific diseases and a miscellaneous category
 

for diseases of local importance. The abstract also has data on
 

the number of in-door and out-door patients by religion or natio
 

a: origin.
 

At the end of each year the Abstract Register (4-L) for each fac:
 

lity under the jurisdiction of the Rural. Health Centre is collec­

ted and summarized on an Annual Return for the centre.
 

1.4. Annual Return (Statemnnt E and H.)
 

The Annual Return (Statement E and H) is an 8-page, 20 by 14 incl
 

form that is prepared by the health facility. In addition to th:
 

number of patients by disease, the return includes the number of
 

patients who underwent surgery by type of surgery and statistics
 

on the number of inspection visits to the facilities that were
 

made by health officials, the services available at the facilitiE
 

108
 



the 	number of medic-legal (police) cases and the number of post
 

mortem examinations performed. The sources for this data are
 

the Abstract Register (4-L), the Surgery Register and entries
 

that are made in these registers when health officials visit the
 

facilities.
 

1.5. Annual Summary (Statement D)
 

The Annual Summrary (Statement D) is compiled at the District
 

Health Of.lice and includes the data from the Annual Returns
 

that are submitted by the Rural Health Centres, Basic Health
 

Units, Sub-Centres, Dispensaries and Tehsil Hospitals. The 

Annual Summary (Statement D) is prepared in duplicato and 

submitted to the Deputy Director od the Health Division or the 

Provincial Directorate. The Annual Return (Statement E anid H) 

is retained at the District Hoalth Office for-reference and as 

a source of data for preparing special reports. 

1.6. Statement "C"
 

Statemezit "C" is used to compile health statistics for all
 

health services within the division or province. The statis­

tics are compiled by class of facility. Class I are those
 

facilities operated by the government for the general public.
 

It is with this class that this study is concerned. The other
 

classes are :
 

II. 	Facilities operated by other government
 

departments for their own employees.
 

III. Facilities operated by local bodies.
 

IV. 	 Private, government aided facilities
 

V. 	Missionary and private facilities, not
 

government aided.
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1.7. Lady Health Visitor Reports
 

The Lady Health Visitor posted to a Rural Health Centre or Mate
 

nity and Child Health Centre compiles a monthly and an annual 

report. The data for these reports is abstracted from the regi 

ters that are maintained by the Lady Health Visitor. These repo 

ts are routed throvgh the District Health Office and forwarded 

the Deputy Directorate of the flealth Division or to the Provinc 

Directorate. The data is not incorporated into the Annual Retu: 

(Statement E and 11) that is compiled by the Rural Health Centre 

or into the Annual Summary (Statement D) that is compiled by th4 

District Health Office. 

Lady Health Visitors posted at Rural Health Centres, or Maternil 

and Child Health Centres maintain 15 to 26 registers and compile 

monthly and annual reports. The variance in the number of regi: 

ters maintained by this person is due to an error in some distri 
or 

to reduce the number of registers through elimination/consolidal 

In summary, hural Health Centrvs maintain from two to six regis­

ters; Basic Health Units from one to four; Sub-Centres from one
 

to four; and Dispensaries one or two. This does not include th
 

registers that are maintained by Lady Health Visitor at these 

posts. This variance is due to the fact that some of the facil
 

ties have posts that are vacant, and not all the Rural Health
 

Centres perform surgery.
 

1.8. Quality of data 

Regarding quality of data, several practices were reported that
 

make the data suspect in so far as accuracy and completeness is
 

concerned. The practices and the probable results are ­

a) Out-door patients who do not receive medicine are somet:
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not recorded in the out-door patient register. This results
 

in under-reporting of the number of out-door patient visits.
 

b) 	 Out-door patients who return for followup on a prior medical
 

complaint aro recorded by prior case number at the top of the
 

page for the day of the return visit. This results in incomp­

lete data on the followup visit and data on additional new
 

complaints.
 

c) 	 The out-door register is arranged so that the diagnosis
 

(chief complaint) of a particular patient is entered on the
 

same line as the patient's name under the diagnosis heading.
 

-Since there are over 100 specific diagnosis to choose from
 

the diagnosis is written in the space provided. This makes
 

it difficult to accuately summarise the total number of
 

patient visits by diagnosis on Abstract Register (4-L). It
 

is necessary to tally on a separate piece of paper or to count
 

each diagnosis and enter the total on the abstract.
 

d) 	 It was observed that the data recorded in the out-door patient
 

registers under disease categories is often the patient's chief
 

complaint instead of a specific provisional diagnosis. Entries
 

in this register of fever, pain, etc. are frequently listed
 

under diagno,jis. The probable result of this discrepancy is a
 

significant degree of inaccuracy in the statistics recorded on
 

Abstract Register (4-L) and on consolidated reports and summa­

ries that are compiled from this register.
 

e) During this study it was observed that the staff at Rural
 

Health Centres and District Health Office are not properly
 

trained to process data that is collected by the rural health
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facilities. The Annual Returns and Statement D are usually 

prepared by whoever is available on a "crash basis". This 

results in a high degree of error and greatly reduces the 

reliability of the data.
 

f) 	 Due to the non-availability of printed forms, many Rural
 

Health Centres and Basic Health Units dr .w up their own forms.
 

In many cases the format varies from one facility to another.
 

This results in some variance in the data that is recorded and
 

makes it difficult to prepare abstract and annual returns that
 

are consistent from one facility to another.
 

g) 	 The format of the registers now being used is too complicated.
 

This leads to clerical errors and results in incomplete and
 

unreliable data.
 

h) 	 Too many different registers are being maintaindd for the
 

system to be effective. In some cases it was reported that
 

20 to 30 percent of the health worker's time is devoted to
 

record keeping. This reduces the amount d time available for
 

delivery of health care.
 

i) 	 The list of 109 standard disease categories -that is being used
 

was adopted prior to 1900. Use of this obsolete list makes it
 

impossible to compare morbidity data for Pakistan with data
 

from 	other developing countries. Updating of this list was
 

recommended by the workshop on "Development of National Health
 
conducted
 

Statistics Information System of Health Services"&n July, 1979.
 

3) 	 The present system of data collection does not facilitate cross 

tallying of morbidity statistics by disease, sex and age. This 

r~sults in the statistics being of little value in determining 
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health status by various segment (sex and age) of the
 

population.
 

Statement "C"' shows out-patients and in-patients by
 

disease categories arid as a separate summary, out-patient
 

by religon and by age category, i.e., under 10, over 10.
 

Also included is an appendix that shows male or female
 

by the same age categories.
 

The raw data to summarize health status by disease, by
 

sex and age is in the system. However,it would have to
 

be extracted by tallying from the outrdoor register on a
 

daily 	basis. Since this would require more clerical work
 

and would be subject to error this practice is not reconm­
for
 

ended. An alternative/securing this data is described in
 

Section 2.9.
 

k) 	 Statement "E" is a detail listing of surgical operations
 

performed. This data is abstracted from the surgical
 

register at Rural Health Centres. Since the number of
 

different surgical procedure is considered to be too
 

numerous for use by a Rural Health Centre the recommend­

ations includesan alternative for combining the in-door
 

patient and the surgical registers.
 

2.0. 	 RECOMMENDATIONS
 

2.1. 	Overview
 

It has been pointed out under observations and findings that the
 

present data collection procedures are obsolete. The list of
 

standard diagnosis that is being used is in need of revision and
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due to the number of registers being used the procedures are cumber­

some and time consuming. Alternatives include updating the
 

diagnosis list and age group categories and retain the present system
 

and adopting an alternative system.
 

In any event it is recommended that standard data collection procedures
 

be adopted for use by all rural health facilities and services through­

out Pakistan. These procedure would require that Medical Technicians
 

either collect statistics on utilization of the services of Community
 

Health Programmes during visits to villages or have the Community Health
 

Workers maintain statistics on a proforma as services are provided.
 

The Basic Health'Units would incorporate this data into their out-door
 

patient Abstract Register. The Rural Health Centre would then be respon
 

sible for the Annual Return covering the services provided by all facili
 

ties in the catchment area of the Integrated Rural Health Complex. Adop­

tion of this scheme will provide a valuable source of data for estab­

lishing health policy, long range health planning and operational plann­

ing for year to year operation of the rural health care delivery system.
 

In formulating health policy, long range plans and year to year opera­

tional plans the recommendations will provide statistics for specific
 

health service areas, i.e., the Integrated Rural Health Complex, Dist­

rict, Division and Province. This data base could effectively be used
 

to allocate scare professional staff, drugs and supplies and to compare
 

the utilization of the facilities by the public, with the consumption
 

of drugs and supplies for each facility, an Integrated Rural Health
 

Complex or for a District. The data base could also be used to deter­

mine the percent of the population in a particular service area that
 

utilize the health services. This would facilitate the planning of an
 

,:Ilective Health Education Programme. In addition, this scheme will
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solve many of the procedural deficiencies at the local and
 

district level that were identified in the Plan of Action for
 

"The Development of National Health Statistics Information
 

System for Management of Health Services".
 

it should be noted that the procedure(s) recommended in this 

report are designed so that data is collected on patients who 

utilize the health services of the Integrated Rural Health 

Complex. Vital statistics on births, mortality, and the demogra­

phic characteristics of the population are collected by town 

committee and union councils and reported to the Division Deputy 

Director, Health Services. 

2.2. The Catchment Area as the Basis for Data Collection 

As described under observations and findings there are several
 

types of health facilities within the catchment area of the 

Rural Health Centres. These different types of facilities are
 

Basic Health Units, Maternity and Child Health Centres, Sub-


Centres and Dispensaries.
 

An important purpose of this study was to analyze and, where 

appropriate, recommend improvements to the health data collec­

tion procedures for an Integrated Rural Health Complex. The 

reader will recall that an Integrated Rural Health Complex 

consists of a Rural Health Centre as the focal point of a three­

tier system that includes four or more Basic Health Units and 

Community Health Prograinmes. As the study progressed, it became 

obvious that the data collected at other types of facilities 

that are located within the catchment area of an Integrated 

Rural Health Complex should be included in the data base.
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For this reason, the procedures recommended in this report were
 

designed for all 
types of facilities within the catchment area
 

-of
a Rural Health Centre that is designated as the focal point
 

of an Integrated Rural Health Complex. Data on services by
 

individual facilities is 
to be collected according to a standard
 

procedure and integrated into the data collected by 
the Rural
 

Health Centre to form a data base for the Integrated Rural Health
 

Complex. Implementation of 
this scheme in Dispensaries could be
 

postponed until these facilities are upgraded to Basic Health Unit 

or Rural Health Centrc, status. 

Adoption of this recommendation will result in the catchment area
 

for the complex becoming a sub area 
 for haalth statistics within 

each district and w.i]l provide the basis for measuring the utili­

zation and effectiveness of the Primary Health Care Delivery
 

System on an ongoing basis.
 

What might appear to be a discrepancy in this scheme is that in
 

some cases t'.e 
catchment areas of two or more Integrated Rural
 

Health Complexes may overlap. 
This is not considered to be a
 

problem, because 
data will be recorded at the point of service
 

and the pattern of where people go for their health care will 

evolve, i.e. people go to a particular facility and continue to go t(
 

that facility as long as 
they are satisfied with the care received. 

An additional benefit of this recommended scheme is that it will 

strengthen the linkages between the Rural Health Centre and the 

other facilities in 
its catchment area and will facilitate the
 

medical referral network, drug and supply distribution system,
 

and management and supervision of Integrated Rural Health
an 


Complex.
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The recommended flow of data and information is shown in
 

Figure 20.
 

2.3. Centralized Registration Point
 

In the existing system registers are maintained and drugs-and
 

supplies'dispensed at several stations in most of the Basic
 

Health Units and the hural Health Centres. This results in
 

duplicate record keeping and requires that a working supply of
 

drugs be maintained at several stations. This practice could
 

also be the root cause for many o:f the procedural deficiencies
 

that were identified in the Plan of Action for "Development of
 

National Statistics Information System for Management of Health
 

Services".
 

A possible solution to this is to centralize record keeping and
 

the dispensing of drugs and supplies within each health facility.
 

Centralization would result in more accurate record keeping and
 

would provide for better accountability of drugs and supplies.
 

More iknportant, it would free the health workers fron these
 

clerical taks and provide them with more time to treat patients.
 

A suggested routing of patient and the activity that take place
 

at each station is shown in Figure 21.
 

The central registration and dispensing could be at the dispen­

sary window or at a desk in the lobby. When a patient registers
 

the person at this station completes the appropriate columns on
 
and
 

the register/issues a chit that verifys that the patient has
 

registered. The patient's name, chief complaint and the health
 

worker which he is to see is written on te chit. The Health Workir
 

consults with the patient and writes the diagnosis (from the
 

adopted list of 10 to 15 moAt prevalent) and the drugs prescribed
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FIGURE'20
 

RECOMMENDED FLOW OF DATA
 

Community Basic Sub Maternitt and
 
Health Health Centre Child Health Dispensary
 
Worker Unit Centre
 

iRural Health Centre
 

D~itictHealth Offic-

Provncial Directorate
 

SProvincial Secretariat 1 

* As Dispensaries are upgraded to .Basic Health Units 
'- 'data should be reported to the Rural Health Centre 
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F1(UEE 21
 
Central Registration 
Patient Routing 

Basic Health Units and Rural Health Centres 

MaleN 
Doctor 

7Female 

Male
 
Medical .	 .a"LHV 

Technician 
(MLHw)
 

Female,/
 

4. 	 Health Worker diagnosis,
 
Prescribes and notes on
 
patient's chit 

5. 	 Directs patient to 
central registration/
 
dispensing station.
 

Registration
 
and/or
 

Dispensing
 

1. 	All patients enter 2. Tallies on Out-door Patient Register:

the 	system at a 
central point, 	 a) Age Group
 

b) Sex
 

3. 	 Issues chit, directs patients to the 
appropriate health worker. 

4. 	 The Dispenser issues the drugs and 
tallies in the appropriate diagnosis 
column. Fees are collected and the
 
patient is released. 

Note: 	The chit would not
 
be necessary with
 
a Patient Retained
 
Record.
 

* Could be the Medical Technicians office. Also, 
separate stations for male and female could be
 
established.
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on the chit. The patient is directed to the registration station
 

to complete the registration process and to receive the drugs
 

prescribed. The person. at the registration station enters diagno­

sis, collects chz-ges due, records the revenue ani issues the prescri­

bed drugs or directs the patient to the dispensing window. 

The central registration station could be manned by the Medical Techni 

clan who could screen patients, treat minor ailments and refer the mor
 

complicated cases to the Medical Officer or Lady doctor. This alterna
 

is an appropriate role for the Medical Technician. In this case the
 

registration station could be in the Technicians office. This arrang,:
 

ment would still free the Medical Officer and Lady Doctor from: the
 

clerical work. Also, if required two stations could be established,
 

one for male and one for female patients. 

The flow of patients must be controlled so that a patient cannot consu. 

a health worker without a proper chit. This control is necessary to
 

ensure accurate complete records and to account for drugs issued. Cont. 

rol will have to be established that includes those patients that do 

not receive drugs. This can be accomplished because the Health Worker
 

will not have a stock of drugs and will not have fir'st hand knowledge
 

of what items are in stock. The untimate solution to this situation j
 

to improve drug procurement to the point that most patient receive
 

drugs.
 

should be
 
The registers maintained by the Lady Health Visitor/reduce in number
 

or eliminate altogether since they serve no purpose for measuring
 

health status or for management and planning. These registers only
 

contain data on activity and'utilization. Data on consultation by the
 

Lady Heal-th Visitor, can and should be compiled on the out-door regis­

ter for the facility.
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The centralized system could be improved by adopting the
 

Patient Retained Record recommended in Section 2.9. The
 

use of the Patient Retained Record would eliminate the
 

requirement of issuing a chit at the registration station. 

However, to account for drugs and supplies, the health worker
 
that 

may heve to issue a chit/would be retained at the dispensing
 

station for drug and supply accountability.
 

Recommended Procedure for Community Health Workers
 

The printed proforma shown in Figure 22 is recommended for
 

recording utilization data on services provided by Community 

Health Workers. rhis proforma could be completed during
 

periodic visits to the Community Health Programme by the Medi­

cal Technician or is some cases could be completed by the
 

Community Health Worker as services are provided.
 

If the proforma is to be completed by the Medical Technician 

the Community Health Worker should record treatments, services, 

home visits, etc. in a small note ,'ook so that the Medical Tech­

nician can complete the form. 

If the Community Health Worker is to record services as they
 

are provided they should-make a tally mark (T144) in the
 

appropriate columns. The columns are to be totalled at the
 

end of each month and the form submitted to the superrisory
 

Medical Technician at the Basic Health Unit. Use of this
 

tallying procedure will keep the clerical work simple while
 

at the same time provide sufficient data on utilization.
 

This procedure does not provide for access of historical
 

health information on a particular patient. A system that
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COMMUNITY HEALrH WORKER
 
UTILIZATION DATA
 

Village Name Community Health Worker Name Month
 

Day JPreprint Preprint Preprint Preorin ;Preprint tPreprint nt
lp pr-
of Activity "Ictivit.y . c Ac ty Ac i i v ty Activity Ac zi t yActivity iActiviv '" i v Activiti AAct

Month or J or or oror or ororTreatment ,Treatment ITreatment ITreatment Treatment Treatment Treatmnet Treatment 

2
 

3 
A 

6; 

30
 

Total Ti o
 

NOTE: This roforma should be printed in Urdu
 



would provide this would be too complicated at this level and
 

would be difficult or impossible to implement and maintain.
 

In order to provide historical health information on a specific 

patient, a Patient Retained Health hecord is, reconim:m.nded. This 

recommenda\,tol, is described in Section 2.9. This record is to 

be issued at the point that the patient enters the health care 

delivery system. Therefore, the Community ftealth Worker could 

play an important role in issuing Patient Retain Health Records. 

2.4.1. 	 Utilization data from Community Health 'Workers is posted 

to the Basic Health Units abstract register monthly. The 

source of this data is the Community Health Worker utili­

zation data proforma shown in Figure 22. 

Recommended Alternative Procedures for Out-doox Patient:
 
Basic Health Units and Rural Health Centres.
 

2.5.1. 	One alternative would be to adopt a simpler Out-door
 

Register that provides a revised descriptive set of
 

age groups and updated the list of diagnosis.
 

The age 	groups that are recommended are: 0-1; 1-4; 5-14;
 

15-44; and 65 and up. The list of diagnosis should be
 

the 10 to 15 most prevalent diagnosis from the list shown
 

in Appendix II. This list was compiled from the 7th
 

edition of the International Classification of Diseases
 

and is recommended since it is already being used by
 

federal 	facilities in Islamabad.
 

The recommended Out-door Register is simplified so that
 

data can be recorded by placing a tally (TfL) mark in
 

the appropriate column. For this alternative the regis­

ter shown in Figure 23 is recommended.
 



Alternative No. 1
 
Out-Door Patient Register
 

Basic Health Unit/Rural Health Centre
 

// BHU L7 RHC _-7 Other 
Specify 

Name of facility Location Officer-in-Charg e 

Date 

0-1 

____ ___ 

1-4 
_____ 

__ 

Age Group 

4-15 15-44 

___ I 

-
45-(4 65-Up 

Sex 
... 
I F 

-

Provide a column for each 
of the 10-15 most prevalent !Charges 
diagnosis from Appendix i 1 

___ ___ ____ ___ ___ ___ 



To maintain this register the person maintaining the register
 

enters a tally mark (hL-.) in the columns that apply to each
 

patient as they register or receive drugs or supplies. A 

separate line or group of lines (several lilnes may be required
 

at those facilities with a high volume of patients) is used 

for each day. At the end of each day the tally marks are coun­

ted in each column and the total entered on the last line used 

for that day. At the end of each day a heavy line is drawn 

accross the form to separate the statistics for each day. In 

this way it is possible to continue from day to day on the same 

proforma. At the end of' each month it is advisable to add up 

the total of each column tor the month and start a new proforma 

for next month. 

In this alternative the register can be maintained at a cent­

ral registration point. If more than one registration point is
 

established or the patient load is heavy, registers can be 

maintained at each registration point. This would require that 

the daily totals ffrom each register be added and recorded by 

day of the month on another copy of the proforma. 

The monthly totals from the Out-door Patient Register are 

entered on the Out-door Abstract Register shown in Figure 24. 

This abstract is maintained monthly and totaled at the end of 

the year. The abstract register is retained during the year
 

at the facility for inspection. In the case of Basic Health
 

Units and other facilities in the catchment area the abstract
 

register is forwarded to the Rural Health Centre at the end of
 

the year for preparation of the annual return for the entire
 

Integrated Rural Health Complex.
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OUT-DOOR PATIENT ABSTRACT REGISTER
 
BASIC HEALTH UNITS AND RURAL HEALTH CENTRES
 

Month 
0-1 

Age Group 
1-4. 5-14 15-44 4-Up M 

Sex 
F 

Provide a column for each of 
the 10 to 15 most prevalentdiagnosis from Appendix II 

C 
w 

Jan 

Feb 

(ECT.),% 

0m Rhevenue No Villages 
Community Health Workers Activities 

CH~s Treatment 

M F (Provide a column for each 
treatment from Figure 23) 

o 

CD 

I 

t 

0-

I 

tz: 



2.5.2. A second alternative would be to discontinue collecting
 

morbidity date at primary health care facilities and to
 

collect only utilization statistics. Since data collec­

ted in the existing system is incomplete and of limited
 

value to determine health status or to objectively allo­

cate resources this approach is recommended especially
 

at the Basic Health Unit and Community Health Program
 

level.
 

could
 
If this approach is adopted morbidity data/be collected
 

at Rural Health Centres and primary in-door facilities
 

such as Tehsil Hospitals and facilities above this level.
 
then

Health status of the rural population could/be determined
 

through statistical sampling,
 

Collection of utilization statistics under this alterna-­

tive could be accomplished using a simple proforma. The
 

proforma shown in Figure 25 is recommended for this pur­

pose. Data could be recorded by tallying (TIiW) at the
 

time the patient registers.
 

The same proforma could be used as an abstract register.
 

Monthly totals could be entered on a single line and
 

totaled at the end of the year. The Rural Health Centres 

could use the abstract registers from the facilities in
 

their catchment area to complete the annual return for
 

the coa.plex.
 

.In-door Patients: Rural Health Centres
 

A change is recommended in the way data on in-door patients is
 

recorded. This recommended change would make it possible to
 

replace the existing in-door patient and the surgery registers
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Alternative No. 2
 
Out-Door Patient Register
 

Basic Health Unit/Rural Health Centre
 

._J BHU '-7 RHC L Other 

Name of facility Location Officer in Charge 

Age Group Sex Number of Consultants Number of 
Date -- Patients 

0-1 1-4 5-14 15-44 45-64 65-Up M I F MO! LD1MIT FMT LHVI Other Given Drugs 

I .. ___ ____.. ___ __ 

U1 



with a single register for both medical and surgical cases. The
 

recommended register is shown in Figure 26.
 

The diagnosis column is to be completed using the appropriate
 

in-door 	patient diagnosis from Appendix I1. This list is from
 

the 8th edition of the International Classification of Diseases
 
is
 

andLrecomnended because it is already being used by federal
 

facilities in Islamabad. The surgical procedures performed on
 

surgical patients are to be written in the column provided for
 

this information. At the end of each month the statistics on
 

in-door patients are tallied (N4J) and posted on the in-door
 

patient summary shown in Figure 27.
 

The surgery data on this register is for statistical purpose and
 
does
 

Lnot replace the surgery report that is prepared on each case.
 

2.7. The annual Return
 

The annual return for Integrated Rural Health Complexs is an
 

annual summary which covers the statistics on health activity
 

at the Rural Health Centre and all health facilities within its
 

catchment area. In addition to health statistics the return
 

includes data that describes the availability of health services,
 

staff, and other important information about health services for
 

the complex.
 

The form recommended for this return is also recommended for use
 

at the District and Division levels. The recommended data elemen­

ts for this form is shown in Figure 28.
 

2.7.1. 	 The same form that is used for Integrated Rural Health
 

Complexes is to be used at the District and Division
 

levels. It should be noted that Vital statistics from
 

Union Councils and Municipal Committees, as well as
 

statistics from private hospitals and other government
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IN-DOOR PATIENT REGISTER 

Rural Health Centre 
AI 

Yearly Monthly Date of 
No. No. Admiss-

ion 

Name 

0- 11-4 

Age Group 

5-14 15-44 45-64 65-Up M 
p~ 

Sex 

F 
o 

C+ 

1 0 

0 

0 
j 

Location 

Diagnosis
(from Appx. III) 

Results of 
Medical 

Treatment 

Month 

Surgical cases 
Procedure Results 

Discharge 
Date 

Days of 
Treatment 

Charges 
if any 

0 1 

0 11
 



IN-DOOR PATIENT SUMMARY
 

Rural Health Centre 
 Location 
 Year
 

Mont h By Age Group 
 By Sex Di g o i sI
DiagnosisI
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 M F (Provide a column for the IC 
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FIGURE 28
 

Annual Return
 
Integrated Rural Health Complexes
 

District and Division
 

Recort for: IRHC Z District L_- Division L-7 

Facility Class /_/ I Z II _-III Z IV Z=-7 V 

I.R.H.C,/District/Division 

Period Covered: From to 

1.0. Number of facilities by type
 

District Hospitals Beds: Male Female
 

Tehsil Hospitals Bods: Male Female
 

Rural Health Centre Beds: Male Female
 

Basic Health Units
 

Sub-Centres
 

Dispensaries
 

MCH Centres
 

Community Health
 
Programs
 

2.0. Number of Health Personnel by Skill Level
 

Doctors Medical Technicians
 

Male Male
 

Female Female
 

Lady Health Visitors Rural Health Inspectors
 

Dispensers Lab. Technicians
 

Nurses Community Health Workers
 

Male Male 

Female Female _ 
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FIGURE 28 (Continued)
 

3.0. 	Community Hea,.th Worker Services
 

3.1. 	Treatment by type
 

(From Figure 22)
 

4.0. 	Out-door Statistics
 

4.1. 	Patients by Age Group
 

4.2. 	Patients by Sex
 

4.3. 	Patients by Diagnosis
 

4.4. 	Revenue
 

5.0. 	 In-door Statistics
 

5.1. 	 Patients by Age Group
 

5.2. 	Patients by Sex
 

5.3. 	Patients by Diagnosis
 

5.4. 	 Surgical Patients
 

5.4.1. Major Procedures
 

5.4.2. Minor Procedures
 

5.5.. 	Total Days of Care
 

5.6. 	Deaths by Cause
 

5.7. 	Revenue
 

6.0. 	Births and Deaths (Division Level Only)
 

6.1. 	From Union Councils and Municipal Committees.
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hospitals, are included at the Division level. Also,
 

the data is separated by class of facility. This can be
 

accomplished by using a aeparate form for each class.
 

2.8. 	Immunization Data
 

Data on immunization is recorded by the Expanded Program of
 

immunization. As of the time this report was prepared this
 

program was being developed in urban areas. One of the primary
 

reasons it has not been extended to Rural Health Centres and
 

Basic Health Units is the lack of cold chain arrangements.
 

As these arrangements become available it is expected that this
 

service will be extended to rural areas. The program includes
 

a system for recording data on immunization that is introduced
 

along 	with the implementation of the program.
 

For this reason it is not necessary that Integrated Rural Health
 

Complexes be concerned with recording data on immunization at
 

this time. Those complexes that have the proper facilities and
 

participate in the program should report data utilizing the
 

system that has been developed by the EPI program.
 

2.9. 	 Patient Retained Health Iccord
 

In the present system, health information on individual patients
 

is recorded in the out-door register, in-door register or surgery
 

register, depending on the type of service. Retrieval of this
 

information is difficult, if not impossible.. Basically, Health
 

Workers are relying on "word of mouth" from the patient or on a
 

chit 	that was issued during a prior visit for information on Medi­

cal history and prior treatment.
 

Since 	 it is not practical for the health facilitjr to maintain 

an individual patient record, a ptient retained record is
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recommended. 
The record should be issued when the patient enters
 

the delivery system for -the first time, i.e., 
Community Health
 

Programs, Basic Health Units or Rural Health Centres will issue -the
 

record and replacement records in cases of lost records.
 

2.9.1. The advantage of a patient retained record include
 

a) It will provide the health worker with social
 

data about the patient and about the children
 

in cases of married women.
 

b) 
It provides the health worker with information
 

on prior medical treatment. Having this informa­

tion is especially important to a health worker
 

when receiving a referred patient.
 

c) 
It provides Medical Officers and supervisory
 

Medical Technicians with documentation on prior
 

consultation when providing supervision and train­

ing to Community Health Workers and Medical Techni­

cians.
 

d) 
It provides a source of data for measuring health
 

status and changes in health status on a statisti­

cal sampling basis. This is especially important
 

since the present system or the recommended alter­

native systems do not readily permit the sorting
 

of morbidity by age category or sex.
 

e) 	It will encourage people to take an interest in
 

their own health care and make them feel that the
 

health worker is interested in their well being
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f) 	It makes possible the design of an Out-door
 

Patient Register utilizing tally marks (6i4),
 

since information on individual patients will
 

be on the Patient Retained Record.
 

g) 	It will provide a source of information and
 

verification for police cases.
 

2.9.2. 	Separate records are recommended for men (married or single)
 

and boys who have been emancipated from their mothers; and
 

for women and children who are under the jurisdiction of thei
 

mothers.
 

The Male Treatment Record is illustrated in Figure 29. This
 

record is for males, married or single. This record is of a
 

different format than the record for women, since it does not
 

include 	the record for children.
 

The women and children treatment record shown in Figure 30 is 

for unmarried women who have been emancipated from their moth­

ers and married women with or without children. This record 

includes the treatment of the childr-en, both male and female, 

who are under the direct supervision of their mother. When 

female children are emancipated from their mothers, they will 

receive their own women and children treatment record. In 

those cases where a husband has more than one wife, each wife 

retains the record for herself and her children. An envelop 

should be provided to protect the records. A sample envelop 

is shown in Figure 31. 

2.9.3. 	 It is recognized that use of a Patient Retained Record has
 

some disadvantages. Maintenance of the record by health work
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PA.TIENT RETAINED 
MALE -TREATMENT RECORD 

Front 

Wife's No.
 
Name Address Age Name Children 

Date Complaint Diagnosis Treatment BCG Immunization Dates Charge 
BCG DPT Polio Mesi TAB Choi 

0
0 

4j 

Back
 

Dates of Complaint Diagnosis Treatment Result Disc. Days of
 
Admiss- Date Care Charges
 
ion
 

o 

Note: Printing should be in Urdu or local language.
 



Front 

ien~ts Name 

PATIz.NTI CETTA N'':. 
WOMEN AND CHILD:iN TREAITMENT RE-CR-D 

Address Age H.sband No. Children 
Age Rela- Dtq.-osi sl Treatment Results 

tion i n 

....,I--

Boy Girl 
Inrmunization Date 

BC DPI io Mesj TAL Cho 

Li_ VI ___I___ I 

Back 

!Patien ts 1 Nam ge 

-ton 

Rel ____ Date o ~ s 

m! ;jigssTraenResultsDisc~Das 

Date1 Jare 
hge 

0 " 

0 

Note: Printing should be in Urdu or local language ' 



ENVELOP FOR PATIENT RETAINED RECORD
 

Full Name 

Name of Record: 
 "Mother and Children Treatment
 

Record" or "Male Treatment Record"
 



ers can become relaxed, resulting in incomplete records. Also,
 

records can be misplaced or lost by the patient.
 

Accurate, up-to-date maintenance of records can be achieved
 

through training of health workers and through supervision.
 

Regarding misplaced or lost records, the experience in other
 

primary health programs has been that patients take an interest
 

in their health care and the loss rate is very low. It is 

possible to reduce the frequency of lost records through educa­

tion of the patients on the imortance of. these- records. When 

records are lost. the only workable procedure is simply to start
 

a new record and instruct the patient to retain the prior record,
 

if found and keep it with the replacement record.
 

An additional disadvantage is the cost associated with printing
 

and distribution the proformas. It is recommended that a charge
 

be assessed at the time a new or replacement record is issued.
 

This charge should be sufficient to cover the cost of printing and
 

distributing the forms. The cost is estimated to be between Rs.l.O0
 

and Rs. 1.50 for each record and envelop. The initial cost of imple­

menting this recommendation could be sought from a donor agency,
 

eliminating the need for a charge at time of issue.
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X DRUGS AND MEDICAL SUPPLY SYSTEM 
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1.0. OBSERVATIONS AND FINDINGS
 

1.1. The Indent System
 

An analysis of the procurement of supplies by the six Integra­

ted Rural Health Complexes covered by this study was conducted
 

with the primary focus on the indent system and the documents
 

and procedure involved in the indenting process. The indent
 

procedure was traced from the point of origin to the point that the
 

drugs and supplies are delivered to the indentor and the priced
 

copies of the indent are forwarded to the Accountant General's
 

Office for budget adjustments.
 

1.1.1. The Existing System - The Sub-health Centres forward
 

their demands to the Rural Health Centres which combines
 

these demands with their own requirements. These combined
 

requirements provide a base for the preparation of the
 

indent documents. In actual practice the participation
 

of Sub-health Centres or even of Rural Health Centre (if
 

there is no Medical Officer) may not be sought and the
 

indent documents may be prepared at the District Health
 

Office.
 

Since the Basic Health Units are still under the direct
 

supervision of the District Health Officer, they prepare
 

their won indents and file them separately.
 

For filing an indent with the Medical Stores Depot,
 

approval of the District Health Officer is required.
 

The District Health Officer may make changes in the
 

indent or request the indentor to reindent. It is at
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the discretion of the District Health Officer to file the indents
 

for the whole district together or let the Pealth Units file their
 

own indents.
 

Indents are received by the Assistant Manager, Government Medical
 

Stores Depot and their receipt is recorded . The procedures for
 

recording the receipt ot indents works well and no case was obser­

ved where the indent forms were lost or Misplaced. From the adminis­

tration section the indent is routed to the indent section where it
 

is allotted the Medical Stores Depot indent number. At the Indent
 

Section the indent is marked for the sections where the indented
 

items will be available. The process is called indent allocation.
 

Four copies (intact) of the indent are routed in sequence to the
 

Drug Section, to the Instrument Section, to the Sundry Section and
 

to the Laboratory Section. Each section posts the indented amounts
 

related to their section to their respective stock ledger registers
 

and forwards the four copies to the next section.
 

When tne indent is posted and forwarded to the next section, the
 

concerned ledger clerk prepares an Intradepot Transaction Voucher
 

(MSD 74) in triplicate. The ledger clerk records the items not
 

available on the "Not-availability Register" and assigns a P.V.
 

Number (Price Vocabular Number) to the available items. The P.V.
 

Number is used for accounting purposes and the drugs are identified
 

by that number. The quantity supplied column of the indent is also
 

filled in on the basis of the balance in the Stock Ledger Register
 

and the indented requirement. Similarly in the Stock Ledger Regis­

ter the indent number and the quantity issued against the indent is
 

recorded.
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The ledger clerk retains one copy of the MSD 74 and two copies are
 

sent to the Issue Clerk. The Issue Clerk gives his remarks and
 

Then he sends these two
describes the type of item issued on MSD 74. 


copies to the Assembly Section along with the items issued.
 

The Assembly Section returns one initialled copy to the Issue Clerk
 

to verify the receipt of stores. This section prepares a packing note
 

and packs the items issued from the different sections. It should be
 

noted that one copy of the indent is packed along with the items so
 

that the indentor can compare the amounts indented with the amounts
 

the despatch
received. The packages and the packing note are sent to 

are sent
 

section and three copies of the indentIto the Accounts Section for
 

pricing. After pricing, one copy is sent to the Accountant General's
 

Office, one copy to the Indentor and the third copy is retained by the
 

Accounts Section.
 

When an indent is filed the indentor is required to indicate the mode
 

of delivery. If the supplies are to be collected in person, the pack­

ages are moved to the "Local Section". If the supplies are to be
 

shipped, the packing unit is responsible. Most shipments are arranged
 

through the Railway Booking Office. Indentors are informed about the
 

shipment and are required to make their own arrangements for collec­

tion of supplies at the railway station when the shipment arrives. If
 

the supplies are to be picked up at the "Local Section" the transport­

ation is the responsibility of the indentor and the consignee's repre­

sentative collects the shipment.
 

When the supplies reach the Rural Health Centre they are divided
 

proportionately for the Sub-health Centres. Some Sub-health Centres 

some
collects monthly shipment from the Rural Health Centre and 
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biannual shipments. Generally the distribution pattern is
 

at the discretion of Medical Officer Incharge or is by mutual
 

agreement between the Rural Health Centre and the Sub-health
 

Centres.
 

1.1.2. 	Types of Indents - Annual and supplementary Indents are used.
 

Annual indent, as the name implies, is filed only once during
 

the year by each health facility. Supplementary Indents are
 

filed after the supplies against the Annual Indents have been
 

received and a need for additional drugs is apparent. The
 

Annual Indent varies from 100 to 130 pages. Due to short
 

supply against annual indents, supplementary indents are some­

times 100 pages.
 

Supplementary indents may be filed for the items not-available
 

on the annual indent or for items which were not indented on
 

the annual indent. At the time a supplementary indent is filed
 

the indentor also gives a declaration statement of its budget.
 

This statement is attached to the indent papers in quadrupli­

cate. This statement shows the budget sanctioned, value of
 

the previous indent or indents and the approximate cost of the
 

present indent. This statement provides a budgetary check and
 

prevents over-indenting or over-issues.
 

1,.1.3. 	 Schedule for Indents - The Programme Register is prepared show­

ing names of the health facilities in each district whos'
 

indents are to be processed during the coming fiscal year. When
 

the Programme Register is completed a schedule for filing inden
 

ts is prepared for each district and is forwarded to the Deputy
 

Director who in turn informs the District Health Officers. The
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District Health Officers make arrangements for filing the
 

indents 	for the health facilities in his district.
 

A month before the scheduled time for filing the indents the
 

Medical Stores Depot issues reminders to the District Health
 

Officers. Scheduling indents spreads the supply process over
 

a 10 months period. Supplies are received in different dist­

tricts at different times making it difficult to determine
 

the shortages and surpluses position for all provincial health
 

institutions at any point in time.
 

1.1.4. 	Over-indenting Through Intentional Under-estimation of
 

Price - A tendency to over-indent through the under-estimation
 

of the unit price of the indented items was observed. This is
 

because the health facilities from past expereince know that
 

only 20% to 40% of the indented demand (both in terms of type
 

and quantity) will be met by the Medical Stores Depot. The
 

indentors indent at the deflated price per item in order to
 

inflate the demand. Eventhough there is a budget check at the
 

time indents are processed it serves no purpose because the
 

small percentage of the drugs that the facilities usually
 

receive is within budget when priced (at current prices) by
 

the Medical Stores Depot.
 

An enquiry was conducted to determine the extent of over­

indenting through under pricing. For this purpose the prices
 

of 25 items were collected to determine the extent of under
 

pricing. The "Indentors Price" was compared to the Medical
 

Stores Depot price. This comparison is shown in Table 5.
 

The table shows that depot prices compared to indentor prices
 

varied from a low of 123% to a high of 1610%.
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TABLE 5
 

Indent Prices Vs. MSD Price
 

No. Indentors MSD 5 Price 
Price Price MSD/Indentor 

1. Injection Chloroquine 200.00 624.00 312 
(1000 Units) 

2. Potassium Citra 50.00 236.00 472 

3. Injection Pencillin 700.00 1950.00 279 
(500 vials) 

4. Tab. Almunium 1000.00 2000.00 200 
(Hydrochloride 100 unit) 

5. Tab. Dulolex 50.00 517.00 1034. 

6. Tab. M.V. 100.00 298.00 298 

7. Inj. Porcaine Pencillin 4 lac;, 1000.00 1500.00 150 

8. Tab. Angapyrine 150.00 348.00 232 

9. Tab. Emphedrine 60.00 404.00 673 

10. Tab. Calcium Lactate 451.00 881.27 195 

11. Tr. Card Co. 60.00 184.00 307 

12. Tr. Hyosine Comp. 10.00 161.00 -1610* 
13. Mercro Crome 10.00 109.50 1U95 

14. Inj.'Calcium 150.00 185.00 123" 

15. Sulpha-Acetamide 80.00 127.00 159 

16. Inj. Nitramide 25.00 40.00 160 

17. Lomotil Neomycine Tab. 100.00 447.00 447 

18. Diabenese Tab. 50.00 100.00 200 

19. Injec. Insulin 50.00 372.00 744 

20. Senoside Tab. 50.00 395.00 790 

21. Polyoral Tab. 10.00 48.87 489 

22. Tr. Card Co. 40.00 184.50 461 

23. Glycerine Pure 50.00 114.50 229 

24. Tab. Furocin 50.00 173.50 347 

25. Tab. Cotton 1000.00 1725.00 173 

* Low 

** High 
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Through under estimating prices it is possible to exceed
 

the current budget. In one case a facility indented 172
 

items valued by the indentor as Rs.20,000. The Medical
 

Stores Depot provided only 50 items priced at Rs. 24,760.
 

Since the supplies were shipped to the indentor prior to
 

pricing this excess was deducted from the next year's budget
 

resulting in a lower supply budget fr the next year.
 

It was observed that some facilities do not give the estima­

ted price of indented items. Thus without writing the esti­

mated prices they try to indent as many items as possible.
 

1.1.5. 	Intentional Indenting for Items Not-Available - It was obser­

ved that some health facilities intentionally indent items
 

which are not available. Indentors from these health facili­

ties become knowledgeable about the items not-available. There­

fore, when they file their annual or supplementry indents,
 

they intentionally indent items that are not currently avail­

able. This practice results in budget surpluses that are used
 

to make local purchases. The extent of this practice is
 

nominal.
 

1.1.6. 	The Short Supply Problem - Data from six Rural Health Centres
 

and twelve Basic Health Units (two from each designated Rural
 
in Punjab)
 

Health Complex/ was analysed to determine the short supply by
 

items and by rupee value for each facility. The comparison by
 

number of items is shown in Table 6 and by rupee value in
 

Table 7. The percentage of indented items that were received
 

varied from a minimum of 13.11% to a maximum of 55.88%. Simi­

larly supply by the rupee value varied from a minimum of 4.2%
 

to a maximum of 123.80%.
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TABLE 6
 

Supply Situation by Number of
 
Items at Six Designated IRHCs
 

Year 1979-80 

Number of Number of % Provided 
Health Facility Items Items by MSD/ 

Indented provided Indented 
by MSD 

I Chawinda 96 34 35.42 

2 Lalamusa 114 35 30.70 

3 Warburton 43 15 34.88 

4 Shah Jewana 56 10 17.86 

5 Uch Sharif 120 18 15.00 

6 Choti 172 50 29.07 

1 KotliSayyadan175
Sayyadan 28 16.00 

2 Badiana 96 73 76.04 

3 Punjan 40 12 30.0 
Kasana 

4 Kiranwala 95 17 17.89 

5 Bahuman 102 26 25.49 

-r4 
= 6 Laggar 34 19 55.88 

R 7 Iqbal Naggar 98 13 13.11 

8 Inayatpur 125 35 28.00 
U 

" 9 Haiderpur 114 23 20.18 

10 Buddhuwali 95 13 13.68 

1111 ManaManiAhmedani 36 8 22.22 

12 Choti Bala N/A N/A N/A 
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TABLE 7
 

Supply Situation by Rupee
 
Value at Six Designated IRHCs
 

Year 1979-80 

Health Facility Value of the 
Indented Items 

Value of the 
Items Provided 

%Provided 
by MSD/ 

Indented 

L1a Chawinda Rs.23,230 Rs.8,548 36.80 
Q) _ _ _ _ _ _ _ 

r 2 Lalamusa 30,bbO 18,540 60.46 

3 Warburton 17,005 15,788 92.84 
'4 

S4 Shah Jewana 22,859 6,913 30.24 

r 5 Uch Sharif 60,000 6,262 10.44 

' 6 Choti 20,000 24,759 123.80 

1 Kotli 37,000 8,158 22.05 
Sayyadan 

2 Badiana 37,000 32,962 89.09 

3 Punjab 
Kasana 11,635 2,192 19.00 

4 Kiranwala 14,533 3,563 24.52 

5 Bahuman 7,580 3,030 39.97 

4 

= 6 Laggar 11,670 12,016 102.66 

7 Iqbal Naggar 19,927 836 4.2 

8 Inayatpur 19,880 12,213 61.43 

in 9 Haiderpur 20,026 4,387 21.90 

10 Buddhuwali 14,02b 2,556 18.22 

11 Mana 
Ahmedani 8,000 1,530 19.13 

12 Choti Bala N/A N/A N/A 
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.Thedata on number of items supplied and on rupee value was
 

arranged into a frequency distribution (table 8) and is shown
 

graphically in Figures 32 and 33.. The majority of the health 

In other
facilities fall in the range group of 20% to 40%. 


words supply to the majority of the health facilities both
 

by number of items and by rupee value is from 20% to 40% against
 

against the indented items.
 

It was observed that in cases of facilities where the supply
 

situation is relatively better, it is because :
 

a) 	Either the facilities indented more items
 

through intentional under estimation of price or
 

without pricing the indent.
 

b) 	The facilities had their indents filled atthe
 

Mbdical Stores Depot by a personal visit. In
 

such cases their tendency was to take whatever
 

is available and in big quantities so that their
 

budget is consumed.
 

The short supply problem is so acute that in certain cases,
 

the costs of the indent documents, the cost of time by Dist
 

rict Health Officer, Medical Officer, Dispensers, staff at
 

Medical Stores Depot and the fetching co5ts of the supplies
 

equal or exceeded the value of items provided against the
 

indent.
 

1.1.7. Assessment of the Drug Requirements by the Indentors - It
 

was observed that the assessment by the indentors of drugs
 

and supply requirements is based on guess. These require­

ments are not related to the actual or projected case load
 

by disease category. Some indentors demanded large
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TABLE 8
 

Frequency Distribution
 
Supply Situation
 

Number of Health Number of Health
Class Interval 
 Facilities(by value) Facilities(by item)
 

Above 100% 2 0
 

80 - 100 2 0
 

60 - 80 2 1
 

40 - 80 0 1
 

20 - 40 (Modal and 6 9
 
Median Class)
 

20 and less 5 6
 

FIGURE 32 FIGURE 33
 

Frequency Curves 9
 

8
 

7 7
 

6 6
 
a)
 

4 4
 
3 3 

.~2 

20 40 60 80 100 20 40 60 80 100
 

Percentage-supply by value Percentage supply by items
 



quantities of some drugs and very small quantities of others.
 

A sample of 25 items was taken to study the variation in the
 

quantities demanded by the indentors and quantities sanctioned
 

by the District Health Officer. This comparison is shown in
 
were
 

Table 9. Excluding five items for which more/sanctioned than
 

were demanded, the sanctioned quantity varied from a low of
 

3% to a high of 67% of the demanded quantity. This points out
 

the need for approprate criteria for the quantitiative assess­

ment of the drug requirements for a given budget.
 

During the review and approval of indents very few District
 

Health Officers actually scrutinize the indents. This is
 

because of the length of each indent (over 100 pages), and the
 

number of indents. Most District Health Officers have more
 

important work, so they avoid the scrutiny of indents. In
 

those cases where the District Health Officers do scrutinize
 

the indents, the quantities sanctioned by them reflected their
 

own estimates, which may not reflect the actual requirements.
 

1.8. 	 Reductions in the Indented Items and Quanties Duo to Infation
 

Reductions in the indented items and quantities of each item
 

due to inflation has complicated the supply problem even more.
 

Since the budget is expressed in terms of rupees and has
 

remained fairly constant, the volume of the supplies shrink
 

each year. The drug budget is fixed over a period of time and
 

no escalation clause is built in. Therefore, from year to
 

year a particular health facility receive less and less as the
 

costs of drugs go up.
 

.9. 	Pricing of Indents - The Medical Stores Depot maintains a Rate
 

Register for All the items available. The Rate Register includes
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TABLE 9
 

Variation in Quant ties
 
Demanded and Sanat1.oned
 

No. Name of the Item Quantity Quantity Percentage
 
Demanded Sanctioned Sanctioned/
 

Demanded
 

50
1. Erethromycin Tab. 1,000 	 500 


2. Fasogyn 	 i 500 50. 1Q
 

3. Maxolon 	 it 2,000 100 5 

4. SGD 	 5,000 200 4
 

5. Phenobarbtion 	 5,000 200 4
 

6. B. Complex 	 10,000 500 .
 

7. Lomotil 	 5,000 500 10
 

8. Oxytetracycline Cap. 10,000 1,000 16
 
9. Vit. R&D 	 g 20,000 500
 

4
10. Chlorophenicol 	 i 5,000 200 ,
 

11. Intestopan 	 i 2,000 500 25
 

12. M. Vit. 	 Syp. 100 btl. 200 200*
 

13. Intestopan 	 " 50 " 100 200 

14. O4ytetracycline Cap. 10,000 1,000 10
 

15. Septran 	 Syp. 100 btl. 20 260*
 

16. 	Coryban " 100 " 200 200 

" 50 t 200 400*17. Maxolon 

.66 Of.!
200


18. Inj. Coramine Amp. 400 


19. Septran Syp. 300 btj. 200 67
 

20; Histamol Tab. 10,000 5,000 AT
 

21. B.,nqmplex Inj. 1,000 vials 100 10
 

22. B. Complex Syp. 150 btl. 50 33
 

23. Oxytetracycline Drops 50 " 25 :50 

24. Parace'amol Tab. 10,000 2,000 	 0 
25. Acriflavin Tube 130 	 50 38
 

* Sanctioned exceeds-demand 
** Low 
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the average price for each P.V. number. Average are developed
 

according to the following formula ',
 

Average price per unit
 

(New price x quantity) 1.15 + (Old price x Quantity)
 
Total Quantity (New + Old)
 

The 15% mark up is to cover the Medical Stores Depots
 

administrative charges. When the indent is priced, a summary
 

of charges is prepared in triplicate which includes the
 

charges for the items, other charges including packing, shipp­

ing and loading charges. Pricing is done after the shipment
 

is-made resulting in some cases of-supplies exceeding the
 

budget limits.
 

It was observed that pricing cannot be done before the ship­

ment because it creates problems regarding reshuffling of
 

the items if the value of the supplies exceeds the budget
 

limits.
 

1.1.10. Comparative Analysis of the Medical Stores Depnt and Local
 

- Purchase Prices - It was reported that Medical Stores Depot
 

prices were higher than the local purchase prices. An enquiry
 

was conducted into this situation. For this purpose of analy­

sis a comparison of the prices for selected items was conduc­

ted and it was found that this was true for only a few items.
 

This comparison is shown in Table 10.
 

During the analysis it was observed that the local prices for
 

same items were different because of the different manufac­

turing sources. Moreover some of the drugs supplied to the
 

Medical Stores Depot were custom packaged and were not in
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TABLE 10
 

MSD Vs. Local Purchase Prices
 

Ite 

1. Cotton woo] absorbent 


2. Aspirin (per 	1000 tabs) 


3. 	Ammonimum Chloride Syp 

(450 ml)
 

4. Sulphagonadine (1000 tabs) 


5. Sulphadiazinc (1000 tabs) 


6. Phenobarbitone (1000 tabs) 


7. Zinc Oxide Ointment (kg) 


8. Iodine Ointment (kg) 


9. Tincture iodine (Ltr) 


10. Paracetamol 	(1000 tabs) 


11. Drops Chloroamphenicol (vial) 


12. Streptomycine 1gm (vial) 


13. Procain Pencillin 4 lac 


14. Tetracycline btl. 60 ml 


15. Calcium Lactate Powder (kg) 


16. Gentamicin 2W2 ml 


17. Atropine 1% 	eye drops 10 ml 


18. Glucose Inj. per bag 1000 ml. 


19. B-Complex Syp. 456 rnJ 


20. B-Complex Lycin 456 ml 


21. Septran In.). (Box of 20) 


22. Hyoscine tab. (btl 100) 


23. Chloroform (per Itr) 


24. Ampicilin Syp. (btl 60 ml) 


25. Erythromicine tabs 

250 mg (lOxlO)
 

26, Ammonia Bicarb. pkt. 500 gm 


27. Fefol Caps, 	(to cap. pkt) 


28. Chloroquine 	(1000 tab.) 


29. Ext. Glycerezza Liquid 


30. Distilled water (100 amp) 


MSD 


Price 


Rs. 


17.25 


19.25 


10.50 


6.40 


78.90 


2.40 


16.00 


19.80 


16.80 


51.40 


1.90 


1.55 


1.55 


3.20 


27.00 


32.00 


3.80 


10.60 


7.20 


9.50 


176.90 


20.10 


109.75 


8.00 


70.00 


4.90 


9.00 


400.00 


10.2i 


26.00 


Market 


Price 


Rs.
 

14.95 


17.00 


10.00 


35.00 


76,00 


40.00 


90.00 


95.00 


26.80 


100.00 


3.80 


1.50 


1.10 


4.50 


40.00 


32.00 


4.00 


15.00 


19.00 


8.00 


181.00 


32.50 


100.00 


13.85 


90.00 


7.25 


10.20 


126,00 


16.70 


29.00 


Market Price 

Cheaper or More 
Expensive in % 

-13
 

-12
 

- 5
 

+447
 

- 4
 

+1567
 

+423
 

+380
 

+60
 

+95
 

+100
 

-3
 

-29
 

-41
 

-48
 

0
 

-5
 

+42
 

+164
 

-16
 

+2
 

+62
 

-9
 

-73
 

+29
 

+48
 

+13
 

,69
 

+63
 

+12
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standard market quantities. For comparison purpose prices
 

were adjusted so that the prices were for the same quantities.
 

It Was found that the prices for nine items which were procured
 

by or manufactured at the Medical Stores Depot were higher
 

than the local prices. Higher costs for these items were in
 

part due the lack of economy of scale in production. The unit
 

cost of production naturally goes up if the production is below
 

a certain level. Another reason for the higher price was that
 

the Medical Stores Depot's products were standared products
 

that met higher quality criteria.
 

In case of the products that are not manufactured at the Medi­

cal Stores Depot, prices were higher for a few items. These
 

higher prices are because they include a 15% administrative
 

charge. This administrative charge represent the cost of ensu­

ring the availability of a variety of different drugs from
 

different sources in one place. The Medical Stores Depot also
 

charges 30 paisas per maund for loading and off-loading and
 

the charges for packing materials. It should be noted that the
 

Medical Stores Depot charges are lower for more costly items
 

and imported items. In comparing Medical Stores Depot prices
 

with local market prices it is important to consider adminis­

trative and fetching cost that is associated with local
 

purchases.
 

Based on this analysis it is evident that purchasing the
 

Medical Stores Depot is an economical way of procurement.
 

.11. Personal Contacts, Blank Indents and Urban Bias - One of the
 

practices observed in connection with filing indents was that
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Medical Officers or some other person from the health faci­

lity often take a blank copy of the indent, signed by the 

District Health Officer and files it in during a visit to the 

depot. Being aware of what items are available makes it 

possible to maximize the use of the supply budget.
 

It was observed that the short supply situation was also
 

aggravated by the easy access to the depot by the urban
 

health facilities. When urban health facilities learn of the
 

availability of certain drugs at the Medical Stores Depot,
 

they 	 immediately send a person with a supplementary indent 

to fetch it. From a careful analysis it can be easy deter­

mined that the indent system is heavily biased towards the
 

demand from the cities. 

12. 	 Comparative Analysis of Rural Drug Requirements- During the 

analysis it was observed that some of the indents were based 

on the previous years utilization. The question arose as to 

whether the previous years stock utilization can be taken as 

an accurate base that reflects the drug needs for the current 

year. It appears that the answer is no since drugs supplied 

to the facility during the previous years were consumed 

prior to year end with a short fall of 60 to 80. 

In those facilities that do not experience shortages it is
 

usually because most patients do not get drugs from the
 

facility or do not get a sufficient quantity. This is comon
 

because the health facilities tend to spread the use of limi­

ted resources over the entire year. It was also -bserved that
 

many 	patients do not utilize the health facilities because
 

they 	know that they will not get drugs because of non­

availability.
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A comparative analysis of the annual indents filed by 13 health
 

facilities was conducted. The analysis focussed on the type of
 

the items and the quantities demanded. The hypothesis behind
 

the 	analysis was
 

a) 	Almost all the rural health facilities
 

indent similar items for a given budget.
 

b) 	Variation in the quntities of similar
 

items indented is insignificant and is
 

a function of the variation in the budgets
 

for 	rural health facilities.
 

The analysis revealed that there was considerable unformity in the 

annual indent. However, supplementary indents were to some extent 

individualized. For the purpose of analysis a sample of 150 drugs 

was taken from the annual indents and the number of the items from 

the sample which were commonly indented by health facilities were 

identified. It was observed that there were only 11 items which
 

were idented by only one facility. There were 16 items which were
 

idented by two health facilities. No common item was found in the
 

indents of all 13 health facilities, but there were two items which
 

were common in the indents of 12 health facilities. The number of
 

common items by number of health facilities is shown in Table 11.
 

Data from Table 11 was plotted on the graph shown in Figure 34.
 

Considering only annual indents it was found that common items
 

indented is not a normal curve. The reasons for this is ­

a) 	Sample size was very small
 

b) 	Annual Indent do not give the demand
 

for the whole year.
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TAL t 

Common Items By Number of Facilities
 

Number of.Commoi
Number of 

Items in the
Health 

Annual Indent
Facilities 


1 	 11
 

16
2 


3 18
 

4 18
 

10
5 


b 15
 

23
7 


8 12
 

7
9 


8
10 


10
11 


2
12 


0
13 


lbl 



FIGURE 34
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c') Filling of the indents is a hit or
 

miss proposition and does not reflect
 

the real needs for the year.
 

When the supplementa.y indents and items which were locally purchased
 

at the three haalth facilities, were included in the analysis it was
 

observed that the gaps between the peaks are filled and the curve
 

behave like a normal curve. As a result it was concluded that the
 

annual indents do not reflect the drug requirements for the whole year,
 

bmt when the supplementary indents and local purchases are included a
 

high degree of similarity among the drug requirements of the rural
 

health facilities is observed.
 

The quantitative variations among the similar items were insignificant
 

because the need for items by health facilities is almost alike and
 

any variation in quantities of similar items is a function of the
 

health facilities' budget.
 

From Table 12 it is clear that no standard criteria is used to arrive
 

at the quantities indented. Some facilities indented very high quanti­

ties ol drugs. For example one Rural Health Centre indented 150% more
 

aspirine than demanded by the other Rural Health Centres. Excessive
 

demand varied from 100% to 150% for aspirine while at the same time
 

there were facilities which did not indent this item at all. In case
 

of vitamin A&D capsules no significant differences in the quntities
 

indented were observed. For vitamin B -complex 300% more was inden­

ted by one Rural Health Centre. In case of calcium lactate tablets
 

one Rural Health Centre indented 5 times more.than the other-


Rural Health Centres. Whereas in cases of Basic Health Units quanti­

ties indented by one unit were 4 to 20 times the quantities demanded
 

by the other units. Here it should be noted that a Basic Health Unit
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Drug Items and Quanties Indented
 
By RHCs and BHUs
 

Iural-Health Centres 

S.No. Name of Unit 0 
the Item 0V 0 

k 0s 

1 2 3 4 *5 6 

1 Aspirine Tab 20000 20000 - 20000 - 50000 

2 A & D Capsul Cap - - 20000 - 20000 20000 

3 B-Complex Tab 2000 50000 20000 - 60000 10000 

4 Benzyl Pencillin Vial - 2000 - 7000 5000 2000 

5 Coramine Amp 100 500 400 1000 300 1000 

6 Calcium Lactate Tab 10000 2000 - - - 50000 

7 

8 

Dulcolex 

Digexion 

" 

" 

500 

20000 

-

1000 

4000 

11000 

1000 

- I 
5000 

-

5000 

9 Entroviaform " 3000 10000 - 10000 10000 -

10 Faroxin " 1000 - 2000 - 3000 -

11 Indocid Cap - - - 1000 1000 2000 

12 Intestopan " - 1000 - 500 - 2000 

13 Lomotil Tab 500 -- - 5000 

14 Multivitamin 30000 50000 - - 30000 50000 
15 SDZ " 20000 20000 - 10000 50000 50000(Continued next page)
 



(Continued from previous page)
 

S. 
No. Name ofthe ItemU Unit 

Basic Health Units 

1 

2. 

Aspirine 

A & D Capsul 

Tab 

Cap 

U2 3 

-20000120000 

;Z000 -

4 5 6 7 8 

5000 10000 25000 20000.10000! 

5000 5000 2000 10000 5000'i_ 

9 

-

10 11 

1200001150001 

12 

-

3
4 

.5 

6 

B-Complex
Benzyl 
1eAirin 

Coramine 

B-Comple 

Tab 10000 

Vial 00 

Amp 500 

Tab 11000 

-

50000 

2 

-

4000 ICO00 

2000 

- 5 

2000 1 

5000 

1500 

500 

5000 

.1000 i10000 

2000 10000 

200 1000 

20000 5000 

i000 

50000 

-

-

-

J, 5-000 -

-0 500 -

1 t00 -

5000 -

7 

8 

Duicoiex 

Digexion 

V 200 

100 

-

200 

10 

-

000 

-

500 

500 

5000 

1 

1500 

500 

-

1000 -

20005 

-

-

9 

10 

Entroviaform 

Faroxin 

T 1000 

10000 

-

-

0 

-

0O00 

1000 

3-000 2000 

5 - 1000 

1000 

500 -

2000 

2000 

-

-

11 

12 

Indocid 

Intestopan 

Cap 500 

100 

-

-

500 

500 

5000 

- -

i00 100 

500 

-

-

- 200 

200 -

0 

13 

14 

15 

Lomotil 

Multivitamin 

SDZ 15 SD____ 

Tab 

" 

Cap 

1000 3000 

5000 10000 

10000 20000 

- 500 1500 

3000 10000 5000 

5000 8000 10000 

- 1000 

2000 5000 

2000 10000 ______ ______ 

- -

5000 -

5000 -___________ 

200 -

5000 10000 

1500 50001 

-

-



which is a smaller health facility than a Rural Health
 

Centre, demanded twice the quantities of calcium lactate
 

than that demanded by the Rural Health Centre. Similar
 

observations were made for many other drugs.
 

From the table it is clear that the lack of standard
 

criteria for the assessment of drug requirements creates
 

acute shortages of some badly needed drugs while at the
 

same time excess quantities of other drugs are indented
 

and procured by the health facilities.
 

1.2. Local Purchases
 

The local purchases system was analysed to identify the problems
 

and bottlenecks in the system.
 

1.2.1. The Existing System - There is a budget provision for
 

local purchases. In addition local purchases are made
 

with funds budgeted for MSD purchases as a result of
 

items not available from the stores depot.
 

Budget provision for the local purchases of drugs and
 

medical supplies is intended for minor purchases and
 

the officer-in-charge at the Rural Health Centres and
 

Basic Health Units cannot make major purchases out of
 

these fund. Major purchases out of this fund are done
 

through a purchase committee with the District Health
 

Officer as chairman. District Health Officers purcha­

sing power as expressed in "Delegation of Powers" is
 

Rs.20,000 per purchase per major budget line item for
 

the year.
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It was noted that the budget for local purvhase as expressed by the
 

budget, exceeds the purchase powers of the District Health Officer
 

as expressed by the "Delegation of Powers". If there are six Rural
 

Health Centres in a cistrict, the budgeted provision for the local
 

purchases would total Rs.0,000/- whereas District Health Officers 

purchasing limits for local purchase is Rs.20,O00/-. In practice, 
excess of
 

if purchases are to be made for an amount in L Rs.20,000/-, it is
 

split into several smaller purchases each not exceeding Rs.20,O00/-.
 

Splitting purchases into smaller values facilitates the procurement
 

process because it helps avoid the bureaucratic control and red tape.
 

Since the purchase is split into several smaller purchases the bene­

fits of bulk purchasing are lst.
 

The other provision for local purchases is the result of items not
 

available at the Medical Stores Depot. If not-availablesitems from
 

the Medical Stores Depot are urgently required and cost less than
 

Rs.100, no bidding is required and the Medical Officer at the Rural
 

Health Centre makes the purchases with approval from the District
 

Health Officer. If not-availables cost more than Rs.100 formal bidd­

ing is required. If not-availables are not urgently required, another
 

supplementary indent may be filed with the Government Medical Stores
 

Depot and local purchase is postponed or avoided.
 

If the local purchase items cost less than Rs.20,000, the Rural Health
 

Centre usually prepares a demand list of not-availables. The demand
 

list is sent to the District Health Officer for his approval. After
 

approval the Rural Health Centre usually calls for bids from several
 

local chemist shops.
 

The Medical Officer prepares a comparative statement of the rates
 

offered by at least three bidders. The comparative statement is sent
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to the District Health Officer for approval, After approval, a
 

person is sent to the successful bidder to collect the drugs.
 

Receipts agains the local purchases are recorded on the local
 

purchase register.
 

If the local purchase items are worth more than Rs.20,000 the demand
 

list of not-availables and other items required is prepared. The
 

District Health Officers' approval is required and ;he calls for bids
 

with the approval of the Deputy Director of the Division. Bids are
 

not required for purchases direct from manufacturers.
 

If the purchase was for only one facility, the shipment to or direct
 

collection from the supplier is made. In case where the purchase is
 

combined for more than one Rural Health Centre, the supplies are
 

shipped to the Distric.. Health Office where they are split according
 

to the demands and collections are made by each facility.
 

In Punjab the Deputy Director does the purchasing when the amounts
 

exceeds the District Health Officers purchase limits. Purchases by
 

the Deputy Directors are very rare because in such cases either the
 

Deputy Director delegates authority to the District Health Officers
 

or the District Health Officers avoid such situations by splitting
 

the purchases into several small purchases.
 

Near the end of fiscal year, budget reappropriations are common. This
 

occurs when funds for a particular budget line item are left over near
 

the end of the year. These funds are reappropriated to line items
 

where the funds are needed. It is a common occurance that budgeted
 

funds for drugs and supplies from the Medical Stores Depot are left
 

over. These funds are often reappropriated to other line items and
 

very often to local purchases.
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2.2. 	 The Petty Cash System - In the absence of an imprest account
 

or petty cash system payment for lucal purchases requires a
 

lengthy procedure. Payment for these purchases is made from
 

a contingency voucher. This voucher is issued by the District
 

Accounts Officer utilising the information from the comparative
 

statement. A copy of the comparative statement is also sent to
 

the District Account Office, where it is scrutinised, recorded
 

and sent back to the Rural Health Centre with the contingency
 

voucher. The Rural Health Centre arranges to pay the chemist
 

with money drawn from the local bank against the contingency
 

voucher. This procedure requires a minimum of ten days.
 

Medical Officers are authorised in emergencies to make purcha­

ses from their own private funds not exceeding Rs.50 per
 

purchase. Most of the Medical Officers at the haalth facili­

ties do not avail themselves of this authorization because of
 

the lengthy procedure for getting reimbursed fok such expendi­

ture.
 

1.3. 	 Unnecessary CoSts for Local Purchases - A significant amount
 

of travel time and transportation cost is involved in making
 

local purchases and making payment for them. The bidders
 

incur some travel costs for getting payment for supplies. The
 

bid rates naturally in!iude these costs.
 

In addition to these bidder's costs which are in the bid rates,
 

other 	costs are incurred by the Rural Health Centre. For
 

example, a man is sent from the Rural Health Centre to the
 

District Health Office to get approval from the District Health
 

Officer. He is then sent to various chemist shops to get bids.
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The comparative statement is prepared at the Rural Health
 

Centre and again a man from the Rural Health Centre is sent
 

to the District Health Office to seek the District Health
 

Officers' approval. If the District Health Officer is not
 

available, another visit is required. Another visit to the
 

bidder is required to fetch the supplies for the Rural Health
 

Centre.
 

1.2.4. 	Lack of Drug Testing - The system of local purchases does not
 

assure quality control of any kind for drugs because of the
 

lack of drug testing at this level. The only quality asurance
 

below the Directorate level is the drug insp ,ction program at
 

the Division level. The Division Drug Inspector inspects
 

chemist shops in the division but this effort cannot be traced
 

to "quality" in local purchases since the inspection does not
 

include testing of specific drugs.
 

1.2.5. 	Purchasing Authority - Formalism is a situation where actual
 

behaviour is different from a prescribed behaviour. A high
 

degree of formalistic behaviour was observed in the utilisa­

tion of the drug budget. In theory the authority to make
 

purchases is centralized and purchases are to be made from a
 

central supply depot. But in practice authority to make
 

purchases is decentralised through the bureaucratic process.
 

This is 	illustrated in Table 13 which compares the Medical
 

Stores Depot budget and local purchase budget to actual
 

expenditures for these categories for the fiscal year 1978-79.
 

In the case of some facilities a high percentage of the drug
 

budget was spent on local purchases.
 

170
 



Budgeted and Actual Expenditures
 
at Six IpHCs - 1978/79
 

S. Name of the 
No. Rural Health 

Centre 

Budget for Actual Budget
MSD Drugs Spent on MSD 
and Medical Drugs and 
Supplies Medical 

Percentage 
of Left-
Over MSD 
Budget 

Budget for 
Local 

Purchases 
of Drugs 

Actual Percentage 
Amount Excess 
of Local of Local 
Purchases Purchases 

1 Chawinda 37,000 36,900 0.27 5,000 5,000 00 

2 Lalamusa 20,000 16,414 17.93 5,000 2,920 -42 

3 Warburton 23,000 33,000 -43 2,000 4,000 100 

4 Shah Jewana 21,680 20,237 7 5,000 5,350 7 

5 Uch Sharif 37,b00 8,517 77 b,500 35,384 344 

6 Choti 40,000 16,118 60 10,000 6,780 -32 
-=.=.'.3 



1.2.6. 	Drugs and Medical Supply Budget Surplus - It was observed
 

that a high portion of the budget for drugs and medical
 

supplies is not spent during the fiscal year and near the
 

end of the year the surplus is reallocated to other
 

budget line items or is surrendered. This situation
 

exist even though there is a severe shortage of drugs.,
 

Table 14 gives the percent budget surplus for the six
 

Rural Health Centres covered by this study. The Basic
 

Health Units were not included in this analysis because
 

they were only recently commissioned.
 

1.3. Procurement Process (MSD)
 

An enquiry was conducted into the procurement procedures at the
 

Medical 	Stores Depot, Lahore. This etquiry was conducted because
 

the 	procurement procedures by this facility were reported to be
 

the 	main cause of short supplies at the haalth facilties.
 

This enquiry included
 

a) 	 Evaluation of the procedures for the determina­

tion of drug needs by the Medical Stores Depot.
 

b) 	 Time factor analysis from the point of the determi­

nation of drug demands to the point where the drugs
 

are entered in the receipt column of stock ledger
 

registers, ready for issue.
 

1.3.1. 	The Existing System - The procurement process begins
 

with the preparation of the Annual Provisioning State­

ment. The total demand for the coming year is compu­

ted using the average annual consumption for the last
 

three years or the last years consumption whichever is
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No. 


1 


-_4 

2 


3 


4 


5 


6 


Rural Health 

Centre 


Chawinda 


Lalamusa 


Warburton 


Shah Jewana 


Uch Sharif 


Choti 


Total Drug 

Budget 


42,000
' 
25,000 


25,000 


26,680 


43,900 


50,000 


Budget Left-overs at Six
 
Rural Health Centres
 

1978-79
 

Spent on Percen- Spent on 
MSD tage Local 

I Purchases 

36,900 87.86 5,000 

16,414 65.66 2,920 


33,000 ­ 4,000 


20,237 75.85 5,350 


8,517 19.40 35,384 


16,118 32.24 6,780 


Percen-


tage 


11.90 


11.68 


-

20.10 


80.60 


13.56 


Budget 


Left-


over 


100 


5,555 


-

1,093 


1 


"27,102 


Percentage
 

of
 

Left-over
 

I 0.24 

22.66
 

-

4.10
 

.002
 

54.20
 



greater plus the quantities not available from the Not-Availability
 

Register
 

The "net requirement" for the procurement indent is arrived at by
 

substracing from the total demand the stock-in-hand plus the total
 

dues-in (the drugs already indented). The total co-'t of the "net
 

demand" is calculated on the basis of the rate per unit of the
 

previous bid and all of these entries are made on the Annual Provi­

sioning Statement. If the budget is less than the aggregate total
 

cost, demand is cut to fit the budget .
 

The Annual Provisioni' Statement is sent to the Directorate of
 

Health Services for approval where it may be altered or sent back
 

to the depot for reassessment of the demands. After approval from
 

the Directorate the Statistical Section of the Government Medical
 

Stores Depot prepares nine copies of the indent on the basis of the
 

approved Annual Provisioning Statement.
 

The indents are forwarded through the Directorate of Health Servicel
 

to the Directorate of Industries. It should be noted that the Direc
 

torate of Industries is the primary procurement body for the Govern­

ment Medical Stores Depot. The Directorate of Industries has two
 

section (MSD 1 and MSD II) which are responsible for floating the
 

tender enquiries, calling for bids and subsequent .rocurement. Therc
 

is adequate involvement of the Health Directorate in terms of its
 

agreement being sought on the comparative statement and contractual
 

amendment are not made without their consensus.
 

After the issuance of the Acceptance Tender Letter to the successful
 

bidder, the system is adequate for checking the malpractices on the
 

part of the successful bidders. The Acceptance Tender Letter speci­
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lies a delivery period and a penalty of 2% is charged to the
 

supplier if he fails to provide the bid items within the sched­

uled delivery period.
 

When the drugs and supplies reach the Medical Stores Depot,
 

they are not immediately entered on the stock-ledger register
 

for issue to health institutions, because drugs testing is
 

required. Samples are drawn from the supplies and sent to
 

the drug testing laboratory for testing. When the drug test­

ing laboratory report is received and tle samples are declared
 

acceptable, then the Inspection Board checks the quality,
 

quantity and specification of the stock and issues an inspec­

tion certificate, The supplies are then sent to the main
 

store, entered on the stock ledger registers and are ready for
 

issue.
 

Before the delivery at the receipt section, gate-in and deliv­

ery challans are prepared. There is fortnightly inspection of
 

the stock received at the Receipt Section by a six-member
 

Insepction Board which checks the condition and specification
 

of the stores received before it is moved to the main store.
 

Effective control is insured since the Inspection Board records
 

the receipts on the Stock Ledger form.
 

1.3.2. Assessment of the Drug Requirements - The Provisioning State­

ment was analysed to determine the extent to which it reflects
 

the actual demand for the drugs and medical supplies. Assess­

ment of the drugs requirements is done according to the follow­

ing arithmatical operations
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ND =L I3 or 112 _7+ LNA - S - DI _7
 

whichever is
 
greater
 

Where :
 

ND = Net Demand 

13 = Average annual issues, last 3 years 

112 = Issues, last 12 months 

NA - Number of this item not available
 

S ff Stock in hand
 

DI -Due in
 

IfVthe-demand is negative, it means that the stock in hand plus stocl
 

due in is more than the net demand and no indenting is required for
 

that item.
 

The Annual Provisioning Statement also gives the total cost of each
 

item. This cost is arrived at on the basis of the cost of the last
 

bid. The total cost is used to make budgetary adjustment decisions.
 

The 	following deficiencies in the procedure were observed
 

a) 	Incorrect figures are included in the total
 

demand (column-6) from the stock ledger
 

register ind from the Non-availability Register.
 

Incorrect figures in this column result in an
 

inaccurate picture of the actual requirement for
 

drugs and supplies. This may be understood by
 

tracing the system from the indenting practices
 

and the assessment of drugs and medical supplies
 

required by the health facilities.
 

Since the health facilities from their past experience
 

know that only a small percentage of the indented demand
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will be met by the Medical Stores Depot there is a natural
 

tendency on their part to inflate demands. Although there
 

is a 	budget check on the demands, this check is circumvented
 

by using "deflated prices" when indents are priced by the
 

indentor This results in purchasing the wrong mix of items.
 

The situation is even more complicated when the adjustments
 

to correct the inflated demand are made on the basis of subjec­

tive 	judgement. Such discretionary adjustments result'in surp­

luses 	and shortages at the Medical Stores Depot.
 

b) 	 The practice of intentionally indenting items not-available
 

leaves the health facilities with more budget to make purchases
 

in the local market at their own discretion. This tendency may
 

result in inflated and incorrect demand for certain drugs and
 

medical supplies in the Annual Provisioning Statement and conse­

quently may result in surplus purchasing for certain items.
 

Since the budget for drugs and supplies is fixed, surplus purcha­

sing for some items creates shortages of other needed drugs.
 

c) 	 The system of assessing the provincial drug requirements'through 

the Medical Stores Depots Annual Provisioning Statement is 

inadequate because it does not consider requirements for:.t.he 

newly commissioned facilities. Also, it does not take: into 

account the increases in the budget allocations of the existing
 

health facilities.
 

d) 	 In'many cases, the total drug budget is indented by some health
 

facilities. Many of these facilities file their annual indent
 

and one or two supplements and then rely on local purchases for
 

items not available When a new Medical Officer comes to these
 

facilities the demand on Medical Stores Depot often increase
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where the depot has been recording a low demand for several
 

years.
 

e) 	 Staff at the Rural Health Centres do not have the knowhow for
 

optimum use of the supply budget. The trend is to indent more
 

expensive drugs. When reflected through the Annual Provision­

ing Statement this causes suboptimum purchasing of an inappro­

priate mix by the Medical Stores Depot.
 

f) 	 The aggregate cost of the items in the Annual Provisioning
 

Statement almost always exceeds the supply depot budget limits.
 

When the budget is less than the aggregate costs, the demands
 

are cut to fit the budget. lieducing the demands to fit a given
 

budget distorts the quantitative process for determining drug
 

requirements.
 

g) 	 Even if drug requirements for the newly commissioned health
 

facilities and increases in budget allocations were considered
 

the demands would not be accurate, because the system is not
 

linked with the assessment of drugs needs at the facilities.
 

For example, at the Rural Health Centres and Basic Haalth Units
 

many patients do not receive drugs because they are not avail­

able.
 

h) 	 It was observed.that when the drug requirements are recorded
 

in the Annual Provisioning Statement, items not commonly used
 

are kept as low as possible. There are no definite guidelines
 

on how low to keep these quantities to avoid overprovisioning.
 

Excessive use of this criteria results in under-procurement
 

for certain items which may be commonly used.
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1.3.3. 
The Role of the Indenting Officer at the Health Directorate -


The role of the Health Directorate's Indenting Officer was
 

analysed. His role is of an intermediary processor who
 

channels the indents and necessary documents between the
 

Directorate of Industries and the Government Medical Stores
 

Depot. In purchase decisions for Medical Stores Depot, he
 

represents the Directorate's point of view.
 

The important thing to note here is that the involvement of
 

the Medical Stores Depot in procurement decisions is indirect.
 
of
 

It is the l)irecto3atei.ea.th Services which fills this role
 

w:..le on the other hand the Medical Stores Depot receives most
 

of the criticism for short supply and procurement delays. Simi­

larly, the Department 3f Industries, although primarily respon­

sible for procurements receives very little criticism because
 

of the organizational distance and difference from theHealth
 

Department.
 

The Medical Stores Depot is responsible for maintaining adequ­

ate stocks of supplies and to insure a continuous stock of
 

supplies to the health institutions. But the depot does not
 

have the authority to accomp!ish..this. The Medical Stores
 

Depot has to look to the Directorate of Health but the Direc­

torate of Health Services, although responsible cannot make
 

purchases. The Directorate of Health is dependent on the
 

Directorate of Industries which neither feels responsibility
 

for supplies to the health facilities or 'othe Medical Stores
 

Depot.
 

The paradox is that the responsibility for ensuring supplies
 

to the health institutions is with the Medical Stores Depot
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and the authority to discharge this responsibility is with
 

the Department of Industries. Unless the gap between author­

ity and responsibility is eliminated the short supply problem
 

a direct or close liaison
will continue to exist. Also, 


between the procurement body and storage and distribution is
 

missing. In this regard the indenting officer does not have
 

adequate authority to be effective.
 

The storage system at the Medical Stures Depot operates on
 

an annual basis which requires a more sensitive Economic Order
 

Quantities level (EOQ). A more sensitive EOQ would improve
 

the supply situation. This situation may be traced back to the
 

Authority delegated to the
,,authority-responsibility dilemma". 


Medical Stores Depot is not commensurate with the responsibi-


The Medical Stores Depot is held resonsi­lity assigned to it. 


ble to meet the indented requirements and does not have the
 

authority to match this responsibility. For example, the Medical
 

Stores Depot does not have the necessary buffer stock to cover
 

the demand during the whole procurement cycle. This could be
 

solved by reducing the time required for procurement. The
 

Medical Stores Depot however, does not have the authority to
 

The depot cannot reduce the time required because two
do this. 


other organizations beyond their jurisdiction are involved. The
 

indentors not knowing the organizational relationship hold the
 

depot responsible.
 

Time Factor Analysis - Time factor involved in the procurement
1.3.4. 


process were analysed to determine delays, if any in the system.
 

The time required from the point of preparation of the Annual
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Provisioning Statement to the point when the supplies are received
 

and 	entered on the stock registers ready for issue was deter­

mined. It was found to vary from 10 to 14 months. Similarly the
 

time for the preparation of the provisioning statement to the issu­

ance of the Acceptance Tender Letter varied from five to seven
 

months. It was observed that one to two months for delivery was
 

allowed but it usually required three to four months. The analysis
 

is shown in Table 15. This analysis showed that the time for certain
 

processing activities can be reduced. Major activities for which the
 

time can be reduced are :
 

a) 	Processing of indents and floating
 

of tender enquires.
 

b) 	 The time period for receiving bids.
 

c) 	 Scrutiny and approval by the Directorate
 

of Health Services.
 

d) 	 Delivery period.
 

e) 	 Drug Testing Laboratory Report.
 

Processing of indents and floating of tender enquiries requires 30
 

to 40 days. Processing of indents is unnecessarily slow. It was
 

observed that many of the indents filed with the Industries Depart­

ment for the last two or three years have neither been met nor
 

cancelled.
 

The time period for receiving bids varies from 30 to 40 days. Based
 

on interviews with bidders it is concluded that this period can
 

easily bereduced to 15 days. The major activities which the bidders
 

have to do during this time is to evaluate their resources and price
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TABLE 	15
 

Time Factor Analysis for Major
 
Procurement Activities
 

Step 	Activity 

1. 	 Preparation of the Anuual 


Provisioning Statement
 

2. 	 Scrutinization and Approval from DHS 


3. 	 Preparation of the Indents by MSD 


4. 	 Scrutinization of Indents and approval 


5. 	 Placing of Indents on Directorate of 


Industries
 

6. 	 Processing Indents and Floating of 


tender enquiries
 

7. 	 Bidding called (Time period for bids) 


8. 	 Preparation of the comparative Statement 


9. 	 Scrutiny and approval from the DHS 


10. 	 Issuance of Acceptance render Letters 


to the Successful Bidders
 

11. 	 Delivery period 


12. 	 Drug Testing Laboratory Report 


13. 	 Issuance of Inspection Certificate 


Entry on the Stock Ledger Registers 


Time factor
 

0
 

10 to 15 days
 

10 to 15 days
 

10 to 15 days
 

10 to 15 days
 

30 to 	40 days
 

30 to 40 days
 

15 to 20 days
 

25 to 30 days
 

15 to 20 days
 

30 to 60 days
 
(may stretch
 
to 90 days)
 

30 to 90 days
 

10 to 15 days
 

5 to 10 days
 

182
 



trend in the market and they feel that they can do this during a
 

fifteen days period.
 

Scrutiny and approval of the comparative statement by the Directorate
 

of Health Services take at least 25 days. The comparative statement
 

is prepared by the 1ndustries Department and is sent back to the
 

Health Directorate for its scrutiny and approval. Bidders complain~d.
 

that after approval orders are not placed for one or two months. When
 

the order is finally placed, the prices of the items increase to the
 

point that the bidder have difficulty supplying the items at the bid
 

price.
 

After th issuance of the Acceptance Tender Letter to the successful
 

bidder, the delivery pei._od varied from 30 to 90 days. Officially
 

the delivery period is in no case more than two months, but in actual
 

practice, a high frequency of deviations from the scheduled periods
 

were observed. An inquiry into the problem revealed that the suppli­

ers had an economic incentive in not complying with the delivery
 

period. After the Acceptance Tender Letter is issued, the successful
 

bidder has an order in hand from-the government and feels that he has
 

an extendable delivery period. So there is littleincentive for him
 

to fill that order within the required period. This is because the
 

supplier knows that even if he fills the order during the scheduled
 

period, he will not get paid from the national exchequer immediately.
 

He knows that delivery will tie up his capital for a long period of
 

time. To avoid this situation the Medical Stores Depot charges late
 

delivery penalty of 2% of the bid amount. The cost-benefit analysis
 

from the supplier's point of view revealed that the penalty charges
 

are not high enough to off-set his incentive profit in the private
 

market. It was determined that the delivery period can be reduced
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if the quantities required are communicated to the bidders
 

at the proper time and if payment is made on a more timely
 

basis.
 

1.3.5. 	Drug Testing Laboratory - The drug testing laboratory was
 

found to be a major bottleneck in the procurement and dist:­

ribution system. Once the drugs from the suppliers have
 

been received at the Medical Stores Depot, samples are drawn
 

and sent to the drug testing laboratory. The laboratory is
 

supposed to sent a report on the samples received within two
 

weeks. In practice the drug testing report usually takes
 

more than six months. Such delays usually result in the
 

delay of payment to the suppliers. The shelf life of the
 

products is also reduced since the supplies are held untill
 

the report is received.
 

Complaints of lower efficacy of certain drugs were regis­

tered during this enquiry. The problem of lower eficacy
 

of drugs was traced to poor drug testing facilities at the
 

laboratory. Some substandard drugs are approved because of
 

the lack of modern drug testing apparatus, lack of up-to­

date literature on drug analysis, lack of commitment among
 

the employees and lack of skilled personnel. Also, there
 

is an opportunity on the part of suppliers to influence the
 

testing process and have substandard drugs approved.
 

1.3.6. 	 Suppliers to the Medical Stores Depot - It was observed that
 

some manufacturers avoided bidding on Government Medical
 

Stores Depot indents. Particularly the research based inter­

national drug companies were reluctant to bid on government
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indents because the cost based competitive process prices 
out of the market. 

their product/ It was observed that generally the bidding 

is done by intermediary firms. It is apparent that if middle­

men were eliminated and direct purchases made, big saving 

would accrue. In other words, purchase volume for a given 

budget could be enhanced by direct purchases from manufactu­

rers. 

1.3.7. System of Payment for Medical Stores Depot Supplies - The 

Medical Stores Depot provides drugs and medical supplies to 

the health institutions run by the provincial Health Depart­

ment on a book debit basis. Supplice are provided to private 

institutions on a pre--payment basis. Under the book debit 

basis, no financial transactions takes place. Only the book 

adjustments are made at the Accountant General's Office. Under 

the book debit system sometimes the supplies exceed the budget 

limits of a health facility. This excess is recovered from 

the next year's budget of the health facility. Usually the 

book debit is within the budget allocations of the hpalth 

facility. 

1.3.8. Items with Expired Shelf Life - Procurement and storage of 

expired items was obser'ed. This was because of the lengthy 

procurement procedures, delays in receiving the drug testing 

report and the delays in delivery to the health facilities. 

1.3.9. Purchase Powers of the Officer-in-Charge - The Officer-in­

of the Medical Stores Depot does not have the authority to 

make purchases to meet the immediate requirements for items 

out of stock. Since 1962 the Officer-in-Charge has had 

authority to make purchases for Rs.5,000/- per item. irkshoud b -
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noted that .due to inflation Rs.5,000/- in 1962 would amount
 

more than Rs.20,O00/- today. It appears that it would be
 

economical to allow purchasing of non-available items at this
 

level since it would avoid the necessity of making uneconomic
 

purchases at the district level against not-availables. In
 

addition purchasing by the depot is easier to supervise and
 

control than it is at the district levels.
 

1.3.10. B'idding Procedure Analysis - The bidding procedure was analy-,
 

sed to determine
 

a) Why certain companies are not successful
 

bidders.
 

b) Why certain manufacturers bid through
 

market channels and not directly.
 

c) Why competitive bidding results in the
 

procurement of low quality products.
 

d) 	Whether the "so called" low quality products
 

are really low quality products.
 

It was observed that when inviting bids competitive behav­

iour of firms and the quality of their products is notl given
 

lue consideration. A problem occurs when indentors requires
 

a particular drug from a particular company and the Medical
 

Stores Depot is not able to provide that particular brand.
 

rhis situation creates problems because physicians at govern­

nent haalth facilities feel that their practice is being
 

zonfined to the prescription of low quality drugs. If the
 

patient is not cured by the "so called" low quality products
 

the patient's feelings are directed against the physician
 

not against the prescribed drug. This situation is even more
 

aggravated when the patient is told that the drugis from the
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Government Medical Stores Depot and is of inferior quality.
 

1.3.11. 	 Medical Stores Depot Budget Vs. Provincial Drug budget - One
 

of the major causes of short supplies by the Medical Stores
 

Depot is the fact that the combined drugs budget for the
 

provincial health facilities is three times the Medical Stores
 

Depot budget. The Medical Stores Depot cannot meet the inden­

ted demands because :
 

a) 	The depot's budget allocations does not
 

match the combined provincial drug budgets.
 

b) The 	budget is not on a revolving basis.
 

c) 	Payment system is book debit instead of pre­

payment.
 

Correcting this situation would help solve the short supply
 

problem 	and reduce administrative cost. If budgetary arrange­

ments are made so that the depot meets 90% of the indented
 

demaids, 	the &%ot service charge for supplies could be redu­

ced from 	15% to 'i%. This will enable the depot to allocate
 

its 	overhead over a large volume.
 

1.3.12. 	A Comparative Analysis of the Market Prices and Medical
 

Stores Depot Procurement Prices - A sample of 10 items was
 

selected to determine the differences between the Medical
 

Stores Depot's procurement rates and the market rates at
 

both trade and retail outlets. The comparison is shown in
 

Table 16. In all cases the Medical Stores Depot's procure­

ment rates are lower than the price of the same items at
 

retail outlets. Two cases were observed where the Medical
 

Stores Depot's procurement rates were higher than the prices
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TABLE 16
 

Market Prices Vs. MSD Procurement Prices
 

S.No. Item 


1. 	 Gentamicin (3xlml) 


2. 	 Vit. C. Compound (3x3 ml) 


3. 	 Syp. Oxtetracycline (60 ml) 


4. 	 Ultranum Ointment 


5. 	 Suspension Kaoline 

Steptomicine (120 ml)
 

b.'" 	Hyoscine B.B. Tab (100) 

7. 	 Cap. Oxytetracline (100) 


8. 	 Erythromicin (100 per pack) 


9. 	 Hyscine B.B. Inj. (30 x 1 amp) 


Frusscimide Tab. 


hate at 

Which 

Provided
 
to the 

MSD 

Rs. 


25.50 


4.00 


3.93 


4.42 


3.90 


17.45 


24.45 


b6.75 


18.00 


28.00 


Retail Trade
 
Price Price 

Rs. Rs.
 

30.00 25.50
 

8.00 6.80
 

4.50 3.83
 

12.00 10.20
 

5.00 4,25
 

25.00 21..25 

3b.00 30.00 

90.00 76.50 

24.00 20.40
 

30.00 25.00
 

188
 



of similar items at trade outlets. In one case the trade
 

outlet price was equal to the price at which the Medical
 

Stores Depot procured that item. In some case the Medical
 

Stores Depot procured items at a price 5% to 20% less than
 

the price at the trade outlets. A further enquiry revealed
 

that where the purchases were made direct from the manufactu­

rers, the prices was less than at t!:e trade outlets.
 

.13. 	Purchase Committees: A Recent Development - The provincial
 

Health Department has recently managed to take the purchasing
 

powers away from the Department of Industries and assigned
 

this responsibility to three purchasing committees. There is
 

a separate committee for purchasing for the Medical Stores
 

Depot; for hospitals (including district and tehsil facilities);
 

and for rural health facilities. This arrangement is on a trial
 

basis. The committees have been delegated the powers to make
 

purchases according to the following procedure:
 

a) 	Indents are received by the Medical Stores
 

Depot and processed according to existing
 

procedures. The depot supplies those items
 

that are available and send a list of Onot­

availables" to the appropriate committee.
 

b) 	The committee combines the list of "not­

availables" from the indents and purchases
 

those items.
 

c) 	 The items purchased are shipped to the Medical 

Stores Depot, stored and then shipped to the, 

indentors. 
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The 	purchase committees system was analysed to deter­

mine its effectiveness. It was found that even though
 

the 	new system is an improvement it does not solve
 

some of the major problems because
 

a) 	Does not ensure the availability of supplies
 

at the time the original indent Ls filed.
 

b) 	The purchase procedure 'or more than two
 

hundred items is repeated by e..ch of three
 

committees. First purchasing is done for the
 
Medical Stores Depot, then the items not­

available are purchased by one of the commi­

ttees.
 

c) 	Purchasing responsibility is delegated accor­

ding to the type of indentors i.e., teaching
 

hospitals,District HospitalsRural Health
 

Centres,etc. All three committees purchase all,'
 

items separately in varying quantities, losing
 

the economy of bulk purchasing.
 

d) 	Each committee floats tender enquiries and
 

calls for bids separately. This could result
 

in each committee procuring the same item at
 

different prices.
 

e) 	The procurement and distribution cost is
 

increased because three committees duplicate
 

each others work.
 

f) 	The new system does not provide for accurate
 

assessment of the drug requirements of the
 

health facilities.
 

g) 	The members of the committees are busy persons
 

and it appears difficult to convene meetings
 

for frequent purchases.
 

1.4. The Government Medical Stores Depot
 

Because the commissioning of Integrated Rural Health Complexes
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will result in increased demands on the Medical Stores Depot, an
 

enquiry was conducted into the operation of this facility.
 

The Government Medical 	Stores Depot is located in five godowns that
 

have been on loan since 1971 from the Food Department. The covered
 

area of these godowns is 4,650 square meters. At the former location
 

in the Military Engineering Services building, the covered area was
 

9 j300 square meters.
 

1.4.1. 	Pharmaceutical Factory - The Supply Depot Pharmaceutical 

Factory is not being utilised to its full capacity due to 

lack of space. If more space is provided the depot would be 

able to install additional machinery. The machines,are avail­

able at.the depot. Due to lack of space the Pharmaceutical 

Factory. has never run strictly in accordance with the require­

ments of the Drug Act of 1975. Provisions have not been made 

for proper sterilization and for separate sections for install­

ing machines i..r manufacture of tablets, capsules, ampoules, 

liquids, liniments and ointments etc. The ampoule filling 

machine which was purchased in 1976 has never been installed 

because of non availability of space. A new section for 

coating tablets should be opened. Coating pans will have to 

be purchased and installed. Since the start of the Pharmaceu­

tical Factory the post of Factory Manrger has been vacant. 

This has effected the efficiency of the factory adversely. 

1.4.2. 	Manpower - Some posts in the Government Medical Stores Depot
 

have been lying vacant for quite some time. These include
 

posts already sanctioned by the Finance Department but not
 

filled by the Health Department. Vacant posts include Depot
 

Manager, Factory Manager, Purchase Officer, Workshop Supervi­

sor. 	 An officer should be trained and then posted as Depot
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Manager. In order to improve the working of the depot
 

the other vacant post should be filled without further
 

delay. 	 Filling these post will improve the efficiency
 

of the depot.
 

1.4.3. Workshop - The workshop at the depot is understaffed
 

and not 	fully equipped. The post of Workshop Supervi­

sor is lying vacant and no steps have been taken to
 

fill this position. The workshop needs tools and equip­

ment for the repair and overhaul of surgical instruments,
 

hospital and laboratory equipment.
 

1.5. UNICEF Drug and Medical Supplies
 

UNICEF.assistance to the Rural Health Centres and Maternity and
 

Child Health Centres was analysed to determine the direction
 

UNICEF assistance should take with regard to the Integrated Rural
 

Health Complexes.
 

UNICEF assistance to Pakistan was analysed from the year 1976 to
 

1979. The trend in the growth of assistance for various cate­

gories was observed. During the period 197b-79 total UNICEF
 

assistance to Pakistan amounted to 27.3 million dollars from
 

which 19.9 million was expended on the health sector. Maternity
 

and Child Health Programs received 10.3 million dollars or 52%
 

of the amount spent on the health sector. Rural Health Centres
 

and Basic Health Units received 1.3 million (7%) and the balance of
 

8.3 million (41%) was spent for other health programs. The
 

breakdown is shown in Table 17.
 

1.5.1. 	UNICEF Assistance for Maternity and Child Health Services
 

and Primary Health Care - UNICEF strategy for improving
 

health care focusses on child care and prenatal and post­
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UNICEF ASSISTANCE TO THE HEALTH
 
SECTOR, 1976-79
 

Year 


1976 	 Amount 

% of 
Total 


1977 	 Amount 


%of 

Totai 


1978 	 Amount 


% of

Total 


1979 	 Amount 


%-of 
Total 


1976-79 	 Total 


Total 

Assistance 


__Curative 


$ 3,700,000 


13.b5 


$ 6,900,000 


I 
25.27 

S 8,200,000 

30.00 


$ 8,500,000 


31.13 


Expended on Health
 

Total on 

Health 

Preventive 


and 


2,359,00 


11.82 


5,160,000 


25.87 


5,900,000 


29.58 


6,526,000 


32.71 


MCH 

Services 


1,168,600 


11.33 


1,723,000 


16.70 


2, 22,300 


26.40 


4,698,400 


45.56 


$27,300,000 19,945,000 10,312,300
I00%
100% 100% 


RHCs and 

BHUs 


(excluding 

LHV component
 

142,700 


11.00 


308,000 


23.75 


258,700 


19.94 


587,700 


45.30 


1,297,100 


fOther Health 
Program 

1,047,700
 

12.56
 

3,129,000
 

37.53
 

2,919,00
 

35.00
 

1,239,900
 

14.87
 

8,335,600
 

100%
 



natal care for mothers. The protection of the mother during
 

and after pregnancy is regarded as the first step in protec­

ting the child's health and physical development. To achieve
 

this object UNICEF assistance has been provided for Maternity
 

and Child Health Services for the last 25 years.
 

UNICEF is the largest single donor for Maternity and Child
 

Health Services. UNICEF has been providing drug and diet
 

supplement in the form of a kit to Maternity and Child Health
 

-Centresand for the Lady Health Visitors posted at the Rural
 

Health Centres and Basic Health Units. The kit is usually
 

provided once a year but more kits may be provided on the basis
 

of consumption patterns. The average cost per kit is Rs.2,850.
 

1.5.2. 	UNICEF Procurement System - When a program is accepted in
 

principle by UNICEF, the Program Officer determines the type
 

and amount of UNICEF assistance. The Program Officer then
 

lists the supply and equipment items that may be obtained from
 

UNIPAC in Copenhagen. The items that cannot be obtained from
 

UNIPAC are purchased by one of the overseas buying offices or
 

purchased locally. The UNICEF Supply Division in New York,
 

controls UNICEF Buying world-wide.
 

It was observed that almost all the items provided to the
 

primary 	health care institutions are UNIPAC items, whereas
 

most of the items (especially some of the instruments) provi­

ded are 	available in the local market at a cheaper rate.
 

1.5.3. 	Under utilization of Equipment - During the study it was
 

observed that most of the instruments and equipment received
 

from, UNICEF were not being utilised or were underutilised.
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This was becuase the instruments were provided or requested
 

by the recipient without conducting a need analysis. Under­

utilization resulted becuase the supplies did not match the
 

needs.
 

In some 	cases it was observed that UNICEF equipment was
 

donated 	to UNICEF from different countries. Instructions
 

for operating the instruments were not provided or if provi­

ded, these were in foreign languages which pwople at the
 

health 	facilties do not understand. This lack of understand­

ing of the equipment resulted in underutilisation. Underutili­

sation also resulted because of lack of replacements for worn
 

out parts.
 

In case 	of Dai kit, it was observed that the underutilization
 

resulted because the kits were not distributed to them immedi­

ately after the completion of the training and the Dai's did
 

not develop the habit of using the kits.
 

1.5.4. 	Lack of Preventive Maintenance - In some cases underutiliza­

tion is the result of lack of preventive maintenance. It was
 

observed that many instruments and equipment have not been
 

used for more than three years just for want of minor repair.
 

A lack of technical knowhow for repair and maintenance of the
 

equipment, and in some cases lack of operative skill was
 

observed.
 

1.5.5. 	Analysis of the UNICEF Assistance - UNICEF has been providing
 

drugs and diet supplement kits for the last 25 years. Table 18
 

shows recurring and non-recurring expenditures for the years
 

1976 through 1979. The table shows that of the total recurring
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UNICEF RECURRING AND NON-RECURRING
 
EXPENDITURES, 1976-79
 

Category 


Year 


1976 	 Amount 

% of Total 


1977 	 Amount 

% of Total 


1978 	 Amount 

% of Total 


1979 	 Amount 

% of Total 


1976-79 Total-


Expended on 

Health 


(Preventive and 

Curative)
 

$ 2,359,000 

11.82 


$ 5,160,000 

25.87 


$ 5,900,000 

29.58 


$ 6,526,000 

32.71 


$19,945,000 

100% 


Recurring 

Expenditures 


on Health 


594,300 

14.52 


570,100 

13.93 


1,579,000 

38.59 


1,348,200 

32.95 


4,092,100 

100% 


Non-Recurring
 
Expenditures
 

on Health
 

1,764,700
 
11.13
 

4,589,900
 
28.95
 

4,321,000
 
27.25
 

5,177,300
 
32.66
 

15,852,980
 
100%
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assistance expended during 197b-79, the major portion was expended
 

during the last two years (71% of total recurring expenditures).
 

Although the percentage of the recurring assistance compared to the
 

total UNICEF assistance has not increased, but in absolute terms
 

assistance has increased 2.3 times. 
 If this type of trend continues
 

it will have the following consequences:
 

a) Assistance of a recurring nature causes *a
 

dependency on the part of the government
 

because reliance on assistance of a consum­

able nature is increasing every year. Conti­

nuation of this trend will require that
 

assistance for Maternity and Child Health be
 

increased at the expense of other programs
 

or the standard for these services will
 

deteriorate.
 

b) 	 In areas where UNICEF assistance is available,
 

an attitude of neglect is observed on the part
 

of the recipient. This is especially true with
 

regard to the supply of drugs and diet supplement
 

kit for Maternity and Child Health Services.
 

c) 	 Non-capital assistance has little impact on the
 

expansion of health care programs. If the UNICEF
 

contribution to programs of a capital nature is
 

sought, the impact and control over the direction
 

of the development of programmes would be much
 

greater.
 

Table 19 shows the percentage distribution of UNICEF assistance by type
 

of health program out of the total assistance to the health sector. Fron
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PERCENTAGE DISTRIBUTION BY TYPE
 
OF HEALTH PROGRAM (1976-79)
 

Expended Expended On RUCs On Other Recurring Non-Recurring 
Year on on and Health Expenditure Expenditure 

Health Basic MCH BHUs Sector on on Health 
Sector Services Excluding Programs Health 

LHV 

1976 100 50 6 44 25 75 

1977 100 34 . 60 11 89 

1978 100 46 4 50 27 73 

1979 100 72 9 19 21 79 

1976-79 100 52 7 41 21 79 



the table it is clear that the portion of the assistance
 

on Maternity and Child Health Services has increased from
 

50% to 72% during the period 1976-79. Although, the
 

percentage share of recurring expenditures has declined
 

in absolute terms it has increased three fold since 1976.
 

Table 20 gives the percentage distribution of UNICEF
 

assistance to the health sector and other areas. The
 

percent of the total assistance that is expended on the
 

health sector is increasing and the percent of the total
 

expended on other areas has declined. The situation
 

points out the needs for proper utilization and constant
 

monitoring of the increasing assistance for the health
 

sector. If recurring expenditures continues to increase
 

the health sector will become more dependent on this
 

assistance. It is felt that a planned redirection of
 

expenditures from consumable to expenditures of a capital
 

nautre would be good for the donor and the beneficiary,
 

1.6. 	Drugs and Supplies Distribution and Accountabilty
 

It was observed that the health professionals posted to Rural
 

Health Centres and Basic Health Units work independent of each
 

other. The Medical Officer, Rural Health Inspector and Lady
 

Health Visitor at the Rural Health Centres and the Medical Assis­

tant, Rural Health Inspector and Lady Health Visitor at the
 

Basic Health Units have a high degree of autonomy from each other.
 

The distribution, accountability, record keeping and storage of
 

drugs 	was observed to be established according to the source of
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TABLE 20
 

Percentage Distribution of Total
 
UNICEF Assistance
 

1976-79
 

Total Expended on Expended on
 

Assistance Health Sector Other Areas
 

1976 100 	 64 36
 

1977 100 	 75 25 

S1978 100 	 72 28 

1979 100 	 77 23 

1976-79 100 	 72 28
 

t*' .rigs health professional prescribing, and by type of program. 

-;.re 35 illustrates various sources of drugs and supplies, users 

disbursement outlets and linkages between the health profession­

. Various practices with regard to the distribution, storage, 

sour­,-,:iatability and record keeping for the supplies from these 


: are described in the following sections.
 

S.:.1. 	 Drugs and Supplies Distribution - An analysis of the drugs
 

and supplies distribution was conducted to determine the
 

delays in the system. For the purpose of the analysis, the
 

distribution system was analysed for the Medical Stores
 

Depot's drugs and supplies, for the UNICEF drugs and supplies
 

whicAi come to the Rural Health Centres and Basic Health Units
 

and supplies which come from other sources. The documents
 

and registers involved in the distribution from the sources
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V 

FIGURE 304,
 

SOURCES OF DRUGS AND MEDICAL SUPPLIES
 
ANr) USERS AT RURAL HEALTH CENTRES AND
 

BASIC HEALTH UNITS
 

UNICEF
 

World Food Program Supplies
 

Medical Stores Depot
 

District Health Office
 

lod Stock
 

Local Purchases
 

I 

CDspesary.20Rural
Main S1ore Health Inspector
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k',-ough the delivery outlets were identified and control arrange­

.ientsfor supply shrinkages were checked.
 

Vor Medical Storc.3 Depot's drugt} and supplies, indents are required 

:o be filed with the Ne!ical Stoves Depot prior to the delivery of 

drugs and supp]ie -."o t!e heaith fcil-tiec,. For the annual indents 
Iie time scfedule is fi ed for each Division. P 1 the annual inden­

ts filed by a particular Di-Ksicn are processed and met during sche­

J:uled period. If an arinia l i-.nde;t is filed after the specified 

:',riod, the delay in processing is not the responsibility of the 

"":dical Stores Depot. 

a) A variety of distribution practices were observed
 

from the Medical Stores Depot to the Rural Health 

Centres. In 5ome cases collection from the depot 

was made for n:or.t than one facility and in other 

cases the collec Lion was for only one facility. In 

cases- where ax collection was rade, a person from the 

indenting heL:lth facility was sent to the Medical
 

Stores Depot to fetch the suppli.es. In cases where 

supplies were fetched foi more than one facility, 

various a-ratgcments were made to drop them at the 

respective health facilities. In some cases supplies 

were kept at the District Health Office or at some 

other convenient place and then collected by the respec­

tive health facilities. In other cases these supplies 

were not kept at the in Lermediary stores and were dropped 

at Lhe respective heailh facilities immediately after 

collection from the Medical Stores Depot.
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In cases where the collection was only for one facility various
 

transportation arrangements were made by the respective facili­

t~es. The usual mode was by train or bus. When -he stores
 

reach the nearest Railway Station or bus stop, tongas were hired.
 

In some cases supplies were booked by trucks to a place near the
 

health facilities and from there the arrangements are made for
 

collection. It was very rare that the whole truck was hired for
 

the transportation of supplies for one facility because of the
 

low volume of supplies. I{n cases where the shipment was made for
 

more than one facility the shipment was usually made by train.
 

Control of supply shrinkages when the supplies are in transit
 

are good. Control documents at the delivery outlet and receiving
 

point are entries on the expense books. In cases where the ship­

ments were made by train most cases of pilferage were report­

ed. Whenever the drugs and supplies reach the Rural Healii
 

Centres, they are checked, counted, stored and are entered on'the
 

receipt section of the Medical Stores Depot's Supplies Register,
 

maintained at the health facilities.
 

It was observed that the cost of alternative modes of transport­

ation for supplies is given little consideration. Because the
 

supply system is piecemeal in nature, the frequency of occurence
 

of distribution costs is important and should be given more consJ.­

deration. A standard distribution system is not followed because
 

of the difference in geographic location of health facilities.
 

b) 	An internal indent is prepared and filed with the storekeeper
 

to get supplies from the store room to the dispensary at Rural
 

Health Centres. The indent is prepared on a weekly or fort­

nightly basis or whenever the dispensary runs out of a particular
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drug. 
Sometimes if the drug is not available at the dispensary,
 

the patient is directed to the store room. Expensive drugs are
 

not kept at the dispensary but are issued from the store room.
 

This policy is to 
ensure the control over the issue of expensive
 

drugs. Control documents 
are the Medical Officer's prescription
 

chits, daily used Medicines Register and the Expense Books.
 

An internal indent is used to distribute supplies from the main
 

store room to the Lady Health Visitor. The indent is prepared
 

by the Lady Health Visitor and filed with the store keeper with
 

the approval of the Medical Officer. 
The indent is entered on
 

the Source Expense Book (e.g. UNICEF, Medical Stores Depot,Flood
 

Stock, etc.) and the receipt is recorded on the lady Health Visit­

or's Source Expense Book. The distribution of the drugs from
 

the main store room to the Lady Health Visitor is not on regular
 

basis. 
It occurs when the Lady Health Visitor runs out of drugs
 

or when she undertakes curative responsibility for treatment of
 

female patients in the absence of a lady doctor. 
Control documents
 

are the Daily Used Medicines Register Internal Indent Book, Source
 

Expense Book kept by the Lady Health Visitor and the main store
 

room.
 

Distribution from the main store room to the Rural Health Inspec­

tor also require that an internal indent be filed with the Store­

keeper. This is required only three or four times a year because
 

most of the supplies for the Rural Health Inspector are sent
 

directly to him from the District Health Office. The contrl docu­

ments used in the distribution are the indent book, vaccination
 

book in which the receipt is recorded etc.
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c) A variety of practices were observed in the distribution of drugs
 

from the Rural Health Centres to Sub-health Centres. The supplies
 

to the Sub-health Centres were delivered on monthly, quarterly or
 

annual basis. This variance depends on the arrangement between
 

the Rural Health Centre and each Sub-health Centre. Transporta­

tion of supplies to the Sub-health Centres do not pose any major
 

problem. When the supplies are provided to the Sub-health Centres
 

on a monthly basis, the distribution is usually linked with the
 

payroll collection. At the beginning of the month he person
 

incharge of the Sub-health Centre makes the monthly collection
 

along with the payroll. For monthly and quarterly collections,
 

an internal indent is filed with the main store room at the Rural
 

Health Centres. Since consumption of supplies at the Rural Health
 

Centre is faster than at the Sub-health Centres, the Sub-health
 

Centres that receive their supplies on a monthly basis, are provi­

ded very little or no supplies near the end of the year. Also,
 

Rural Health Centres are in a position to keep stock at the
 

expense of shortages at the Sub-health Centres.
 

In cases where the distribution to the Sub-health Centres is
 

made on an annual basis one half of the supplies received by the
 

Rural Health Centre are usually divided among three Sub-health
 

Centres. It was observed that distribution on annual basis ensu­

red the availability of more supplies at the Sub-health Centres.
 

For vaccines, in some cases Sub-health Centres independ-nt.1y
 

collect the supplies from the District Health Office. There is
 

no definite criteria for what drugs are to be distributed to a
 

Sub-health Centre. The mix of the supplies to be distributed is
 

usually arrived at by mutual agreement between the Medical Officer
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and person incharge of the Sub-health Centres. When
 

the supplies reach the Sub-health Centres they are
 

entered on the respective source register and kept
 

in the 	store.
 

d) 	 In case of Basic Health Units the drugs and medical
 

s4pplies are issued from the Medical Stores Depot.
 

Since the Basic Health Units are still under the
 

jurisdiction and control of the District Health Offi­

cer, the indent is filed separately with the depot
 

through the District Health Office. A variety of
 

collection arrangements are made from the depot.
 

When the supplies are received, they are entered on
 

the Medical Stores Depot expense books. The inter­

nal distribution of drugs and supplies at the Basic
 

Health Unit is the same 4s it is in the Rural Health
 

Centre.
 

It was observed that in the case of Rural Health.
 

Centres and Basic Health Units, the Lady Health Visi­

tor was often denied access to drugs and supplies
 

from the Medical Stores Depot. She also has a very
 

limited access to the drugs and supplies from other
 

sources at the main store room of the Rural Health
 

Centres 	and the Basic Health Units.
 

1.6.2. 	UNICEF 'Drugs and Supplies Distribution - The majority of
 

UNICEF drugs and supplies are categorized as UNIPAC items
 

and are supplied from UNICEF in Copenhagen. The ownership of
 

UNICEF drugs and supplies passes to the Pakistan Government
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as soon as they enter Pakistan. Thereafter all the charges incurred
 

after import are the responsibility of Pakistan Government. In other
 

words, after importation, the Government of Pakistan decides the mode
 

of storage, onward transportation, and distribution of UNICEF supplies.
 

After importation the interim storage of UNICEF supplies is at the
 

Government Medical Stores Depot Karachi. In the past the UNICEF supp­

lies from the Karachi depot were shipped direct to the health facili­

ties. This practice created financial problems for the consignees
 

since payment for the shipping charges from Karachi was the responsi­

bility of the consignees. Also, since the shipments of the drug and
 

diet supplement kits were exclusive.1y for Lady Health Visitors, they.
 

created collection problems for the Lady Health Visitors. This,'was
 

because of the social constraint upon the Lady Health Visitor for
 

travelling to the station and dealing with railway employees to get
 

the supplies cleared. To clear the goods from the Railway Delivery
 

Office, the Lady Health Visitors had to pay the shipping charges out
 

of their own money. In te absence of a reimbursement system Lady
 

Health Visitors often had a recovery of payments problems.
 

Under the present policy, supplies and equipment is despatched:to
 

the officials operating at the district level who are usually.-incha­

rge of UNICEF assisted programs. In cases where the material As to
 

be stockpiled before the start up of a program, the supplies.are sent
 

to the provincial offices to hold until they are actually required.
 

The Drugs and Diet Supplement Kits are usually routed to the Mater­

nity and Child Health Services outlet through 'the District Health 

Office. The shipment is usually lor all the Maternity and Child 

Health Centres in a district. Usually every Maternity and Child 

Health Services outlet is provided one kit. It is at the discretion 
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of the District Health Officer to issue a second kit when it is needed.
 

In some cases the drugs and diet supplement kit are divided at the
 

District Health Office and distributed to facilities other than Mater­

nity and Child Health Centres. This was usually done under the condi­

tions of acute shortage of supplies from the Government Medical Stores 

Depot. Dai kits and equipment kits for the Rural Health Cenres and
 

the Basic Health Units are also sent through the District Health Offic
 

The District Health Officer exercised control over the distribution of
 

all UNICEF provided kits.
 

The drug and diet kits from the District Health Office are usually
 

collected by the Lady Health Visitors incharge of the Maternity and
 

Child Health Centre. Usually the transportation charges for the kits
 

are paid by the Lady Health Visitors. It was observed that the collec­

tion of the drugs and diet supplement kits did not cause any inconve­

nience for the Maternity and Child Health Centre.
 

The UNICEF drugs and supplies are kept by the Lady Health Visitor in
 

her own store room. In case of Rural Health Centres it was observed
 

that kit items were not adequate because the supplies have to be
 

shared with Sub-health Centres. Lady Health Visitors are required to
 

visit the Sub-health Centres to provide antenatal and postnatal care.
 

The Lady Health Visitor takes with her the necessary drugs and diet
 

supplements when visiting the Sub-health Centres. In case of Mater­

nity and Child Health Services at the Basic Health Units the contents
 

of the kic are sufficient. 

In some cases the distribution of kit items within the health facility
 

often created tension between the Lady Health Visitor and Medical
 

Assistants or Dispensers. The Lady Health Visitor feels that she has
 

an exclusive right to the use of UNICEF drugs and diet supplement. In
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turn, the Medical Assistants or Dispensers restricted the
 

Lady Health Visitors access to the drugs and supplies at the
 

main store of the health facility. In other cases where a
 

friendly atmosphere prevails, reciprocity and exchange of
 

items was observed and the Lady Health Visitor was allowed
 

proper access to the supplie:; from the main store.
 

1.6.3. 	Distribution of Flood Stock Supplies - Drugs and medical
 

supplies to meet flood emergencies are provided only. to the
 

health facilities which are in potential flood areas. Offtt i­

ally the use of flood stock for other purpose is prohibited
 

and the stock is reserved for emergencies. If an acute short!­

age of supplies at the main store occurs or when certain items
 

in the flood stock near expiry, their use is allowed with prior
 

permission from the District Health Officer. This stock when
 

used for other purposes has to be replaced out of the health
 

facilities' buoget for drugs and medical supplies or from
 

supplies received from the Medical Stores Depot.
 

It was observed that the flood stock reserves were maintained
 

at the District Health Office, at the Rural Health Centres And
 

in some cases at the Basic Health Units and Sub-health Centes.
 

'The-flood stock is recorded on a separate expense.book, stored
 

and ,accounted for separately. There is a separate budget allo­

cation for flood stock. The Deputy Director sends the budget
 

q1locqtiqns to the District Health Officers who purchase the
 

.stockfrom the Medical Stores Depot.
 

1.6.4. 	 Insecticides and Immunization Supplies Distribution - In most 

of the cases insecticides and immunization supplies are kept 

by the Rural Health Inspector in his own store. Usually the 
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Rural Health Inspector gets these supplies direct from the District 

Office. Whenever a need for supplies occur a request, with the
 

approval of the officer incharge of the health facility is placed
 

with the District Health Office. If the supplies are available at
 

the District Health Office they are provided to the health'facili­

ty immediately. In cases when the supplies are not available, the
 

District Health Office makes arrangements to purchase the required
 

items. Insecticides were usually procured from the Medical Stores
 

Depot or from the local market by the District Health Office. In
 

case of some health facilities, the insecticides are requested on
 

their annual indents to the Medical Stores Depot.
 

The District Health Office usually determines the vaccines require­

ments for the districts and make arrangements for procurement from
 

theDirectorate or from a Divisional store room. In some situation
 

a particular district is linked for this purpose to a Division store
 

room outside its' own Division. This is because of location and
 

transportation facilities. Vaccines are usually collected on perso­

nal visit to the store and distributed by the District Health Office
 

to the health facilities. Vaccines are distributed in an ice box.
 

Two refrigerated vans have been approved by UNICEF and will be provi­

ded to the central store at the Directorate in the near future.
 

The Expanded Program of Immunization kits are also distributed thro­

ugh the multi-tier system of distribution that is used for vaccines,
 

A variety of modes of transportation from the District Health Office
 

to the health facilities are used. Transportation at this level is
 

not a problem.
 

The multi-tier distribution system for vaccines is shown in "
 

Figure 36.
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FIGURE 36.
 

VACCINE DISTRIBUTION SYSTEM
 

CENTRAL STORE 

(National Health Laboratories)
 

Provincial Stores Divisional Stores 

District Divisional District Health
 
Health Stores Office
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District Health Office Rural Health Centres
 
Basic Health Units 
and Vaccination Centres
 

Rural Health Centres
 
Basic Health Units and
 
Vaccination Centres
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1.6.5. 	Consequences of Multiple Distribution Sources - Many sources
 

and consequently multiple distribution channels result in
 

the following consequences
 

a) 	 Results in excess supply of drugs to
 

health facilities because the same drugs
 

are supplied through various sources and
 
various
 

throughLdistribution channels. For example
 

at many health facilities anti-T.B. drugs
 

were found in abundance. Since the excess
 

supplies cannot be used within the shelf­

life of the drug, it results in expiry of
 

many useful and costly drugs and hence a
 

wastage of limited resources.
 

b) 	 Results in the increase in distribution costs
 

because the costs are incurred separately for
 

each distribution channel from each source.
 

1.6.6. 	Cost of Collection and Distribution - It was observed that
 

in the distribution system cost of collection and distribu­

tion of the supplies was not given adequate consideration.
 

When the collection of supplies was on an individual basis
 

for each health facility, cost of collection and distribu­

tUdwas naturally higher as compared with distribution for
 

more than one health facility. The disadvantage in the
 

collective distribution was that when the supplies were not
 

immediately drop-shipped after collection from the Medical
 

Stores Depot, they are usually kept for a longer period at
 

in interim storage at the District Health Office. The dist­

tribution from the District Health Office to the health
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facilities was usually not very efficient and was
 

usually regarded as the responsibility of the person
 

incharge of the health facilities. These people were
 

usually reluctant to collect the supplies because of
 
a 

the lack of/cost-reimburseable system. Secondly when
 

supplies were distributed for many facilities, finding
 

the right boxes for a particular facility from a big
 

pile of boxes was diffictilt. So the boxes have to be
 

opened to find out which boxes contain the indented
 

items for a particular facility.
 

1.7. Storage of Drugs and Medical Supplies
 

Storage facilities and storage practices at the Rural Health
 

Centres, Basic Health Units and Sub-health Centres were analysed
 

to determine the extent of inventory shrinkages, the extent to
 

which it is possible to determine the stock levels at any point
 

in time and to identify various deficiencies in the system. At
 

present 20% to 40% of the indented items come:frbm'the.Mef10al
 

Stores Depot. This quantity along with the supplies from the
 

other sources does not create a storage problem. Once the Basic
 

Health Units are linked with a Rural Health Centre and arrange­

ments made to increase the percentage of supplies that come from
 

the Medical Stores Depot, it is expected that storage will be a
 

problem and an improvement in the storage facilities and practi­

ces will be required.
 

1.7.1. 	Existing Storage Facilities - It was observed tnat proper
 

storage facilities do not exist at the District Health
 

Office level. When the supplies from the Medical Stores
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Depot are obtained for more than one facility, they are held
 

on an interim basis in the corridors or on the veranda.
 

UNICEF equipment and drugs and diet kits, flood stock-and
 

,,supplies fromother sources were kept in vacant rooms in the
 

office. Boxes of stores are usually piled up without a proper
 

retrieval system. For vaccine cold chain facilities were
 

,provided. Some District Health Officers regarded the existing
 

cold chain facilitiesas inadequate.
 

Adequate storage space is now available at the Rural Health
 

Centres. The storage space available at the main store room
 

is approximately 20 square metres. Four to six steel or wood
 

cupboards are provided at each centre. Also, some open shel­

ving space is available. One or two cupboards are also provi­

ded to the Lhdy Health Visitor, where she keeps her own drugs
 

and equipment. Separate storage space for equipment and surgi­

cal instruments supplies was also available next to or in the
 

operation theatre. For vaccine supplies, a 150 1. refrigerator
 

was provided to each Rural Health Centre. Some Medical Officers
 

regarded the cold chain as inadequate and believe that a free­

zer and a large refrigerator with proper stock of ice bags and
 

boxes is required.
 

At the Basic Health Units, an adequate store room is available.
 

One or two steel cabinets with glass windows are available. The
 

Lady Health Visitors at the Basic Health Units had their own
 

stores which is kept in a steel cabinet.
 

In case of Sub-health Centres, no separate store room was avail­

able for the storage of the drugs and medical supplies. For
 

storage purposes two cupboards were provided which were adequate
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to keep the monthly supplies received from the Rural Health
 

Centres.
 

1.7.2. 	Storage Practices - It was observed that storage practices
 

were individualized. For each source of drugs and medical
 

supplies separate storage practices were followed because of
 

the separate accountability requirements.
 

Stores are kept separate for each source and separate bincards
 

(if there was a bincard system) were maintained for the same
 

items from different sources. In cases where inventory is
 

small, 	items are strewn around in the cupboard so that it
 

appears 	to tne casual observer that there is more inventory.
 

In the case of one facility it was observed that the packages
 

of the same drug were stored on three different shelves of a
 

cupboard.
 

1.7.3. 	General Stock Position and Condition in the Store - In case of
 

Bapic Health Units it was observed that some capsules were
 

becoming sticky because of the room temperature. This was
 

because the roofs of the Basic Health Units were lintelled with
 

no heat resistent earth layer on the roof.
 

In case of Rural Health Centre temperature in the store reoom
 

is not a problem. However, the stock position, both at the
 

Rural Health Centres and Basic Health Units was quite low. It
 

was observed that the expired drugs at the health facilities
 

are not destroyed and are kept in the store along with fresh
 

drugs. The store-keepers at the health facilies are not prop­

erly trained in stores handling.
 

1.7.4. 	 Inventory Shringkages - An inquiry was conducted to determine 

the level of inventory shrinkages at the rural health facilities. 
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For this purpose a sample of a few expensive drugs was
 

taken and the available quantities were compared against
 

the caseload for those drugs. 
 It was observed that the
 

caseload for particular diseases is much higher than the
 

utilization of the drugs for each disease. An enquiry
 

into the possibility that drugs "grow legs" and disappear
 

revealed that there was no big incentive for inventory
 

shrinkages. In cases where shrinkages did occur, the
 

drugs were rarely sold to sales outlets but were used in
 

the private practice of the practinioner at the health
 

facility.
 

From a careful analysis, it was concluded that inventory
 

shrinkages in 
case of rural health facilities are much
 

lower than is suspected. People usually complain about
 

the inventory shrinkages, because they do not get the
 

drugs from the health facilities. This is because of the
 

short supply from the Medical Stores Depot and an inade­

quate drug budget.
 

8. Audit and Accountability for Drugs and Supplies
 

Record keeping and storage practices at Rural Health Centres,
 

Sub-Centres and Basic Health Units were analysed to determine
 

how the 	accountability and an 
audit trail is established. This
 

enquiry was also necessary to reduce inventory shrinkages and
 

to identify unnecessary workload in record keeping.
 

1.8.1. 	 Record for Audit and Accountability - The following
 

records for accountability and audit which are main­

tained at rural health facilities
 

a) Medical Stores Depot Register
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Sb) UNICEF Register
 

c) Flood Stock Register
 

d) Local Purchase Register
 

e) Vaccine Register
 

f) Instrument Register (MSD)
 

g) Instruments Register (UNICEF)
 

h) Lady Health Visitor's Medical Supply
 

Depot Register
 

i) Lady Health Visitors UNICEF Register
 

j) Lady Heaith Visitor's Diet Program Register
 

k) Instruments Register (Lady Health Visitor)
 

1) Daily Used Medicines' Register at the
 

main dispensary. 

m). Daily Used Medicines' Register maintained
 

by the Lady Health Visitor. 

Drugs and supplies are accounted for by recording receipts and issues
 

in these registers (Expense Books) that are maintained for each source,
 

i.e. MSD, UNICEF, etc. Most of these records are maintained at the
 

point where the inventory is stored. Said another way a separate
 

register is maintained for each source by the Dispenser, the Lady Heal­

th Visitor and Rural Health Inspector. The registers are organized
 

with a separate page for each item.
 

,Each xegister is maintained by calendar year. The first column of
 

the expense book is used to record the data of the individual transac­

tions. The second column is used to indicate "receipt" or "issues"
 

and in the case of issues, to whom issued. Col. 6 used for the
 

initials of the person who recorded the transaction.
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8.2. 	 Audit and Accountability at the Rural Health Centres - Account­

tability at the Rural Health Centre is established separately
 

for each source of supplies, for the type of use and person
 

prescribing and dispensing the drugs.
 

Ultimate accountability for all drugs and supplies used at the
 

Rural Health Centre is not institutionalised with or through
 

the Medical Officer at the hural Health Centre. The audit trail
 

for drugs and supplies prescribed by the Medical Officer and
 

dispensed by the Dispenser at the main dispensary is complete
 

when the total of drug quantities as shown by the Medical Offi­

cers 	prescription chit matches the quantities dispensed as
 

shown 	by thetotals on the Daily Used Medicines Register.
 

The quantity on Daily Used Medicines Register should in turn
 

match the duplicate indent book leaflet kept by the dispenser
 

and the original kept by the Dispenser in charge of the store
 

room and with the entry made on the respective expense book
 

and recorded with date e.g. MSD,UNICEF, Flood Stock etc. The
 

audit 	trail is completed when the balance shown by the expense 

book matches the balance shown by the bincard of the respective 

store (if the bincards are kept) and verified by the physical 

counting of the stores. 

Similarly the audit trail for the Lady Health Visitors stores
 

is completed through the Daily Attendance Register, Daily Used
 

Medicines Register and the balance on the respective expense
 

book 	which can be verified by the physical counting.
 

The accountability and the audit trail for Rural Health Inspec­

tor is again by source of item. The audit trail cycle for his
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supplies is completed through the vaccine register where the
 

address of the recipient of the service is written and endor­

sed by the recipient signature and/or thumb impression. The
 

audit trail is illustrated in Figure 37.
 

1.8.3. 	Audit and Accountability at Sub-health Centres - Accountability
 

is by sources of supplies and separate registers are maintained
 

for each source. The audit trail is completed through the
 

daily attendance register, daily used medicines register, expen­

se book for the respective source, bincards (if kept) and physi­

cal counting. The balance plus quantities dispensed should
 

match the issues as shown in the issue column in the expense
 

book at 	the Rural Health Centre.
 

1.8.4. 	Audit and Accountability at Basic Health Units - Accountability
 

for 	the drugs and supplies and audit trail cycle for the Medi­
and


cal Assistant, Lady Health Visitor/ Rural Health Inspector's
 

use of supplies is the same as for their counterparts at the
 

Rural Health Centre. 

1.8.5. Consequences of Vertical Basis of Accountability*- At the Rural
 

Health Centres and Basic Health Units accountability, record
 

keeping and storage of drugs and supplies is maintained verti­

cally as shown in Figure 38. Under this scheme the different
 

sections within a Rural Health Centre and a Basic Health Unit
 

i.e. Dispenser, Lady Health Visitor and Rural Health Inspector
 

perform these functions separate and apart from each other. In
 

this context following observations were made :
 

a) 	The Rural Health Centres and Basic Health Units
 

are maintaining three identical systems This
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FIGURE 37
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ACCOUNTABILITY OF DRUGS AND SUPPLIES AT 
RURAL HEALTH CENTRES AND BASIC HEALTH UNITS 
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practice results in duplication of work and has the potential
 

for errors in accounting for drugs and supplies. Each section
 

of supply, type of program the drugs are used for and the
 

dispensing authority. 
 Source of supply records are maintained
 

for
 

UNICEF
 

Medical Supply Depot
 

Flood Stock
 

Local Purchases
 

Development Programs
 

By type of programme, records are maintained for :
 

General Treatment
 

Mother and Child Health Care
 

Prevntive Programs
 

Dispensing authority records are maintained for
 

Dispenser (and Medical Officer)
 

Lady Health Visitor
 

Rural Health Inspector 

b) 	 As previously described drugs and supplies are accounted for'
 

on a vertical basis. In other words drugs and supplies are
 

received at the Rural Health Centres and Basic Health Units
 

and are accounted for by the person dispensing the item. This
 

is in contrast to a system where drugs and supplies are accoun­

ted for by the facility-ror all persons dispensing within the
 

facility.
 

c) 	 Under the Dispenser and Medical Officer Component, drugs recomm­

ended by the Medical Officer, Dispenser or Medical Assistant
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(at BHUs) are issued from the dispensary and recorded in approp­

riate register, according to source of supply, i.e. Medical Store
 

Depot, UNICEF, Flood Stock, Local Purchases and annual develop­

ment program sources. The system of audit and accountability
 

requires that the drugs and supplies be stored separately be 

source and in those centres that are using a bincard inventory 

system, a separate inventory system be maintained for each source. 

d) 	 Under the Lady Health Visitor Component drugs and supplies are 

dispensed from the stock that is maintained by the Lady Health 

Visitor. The Lady Health Visitor maintains registers on supplies 

received from Medical Stores Depot, UNICEF, and the World Food 

Program (Butter Oil and Milk). 

e) Under the Rural Health Inspector component drugs and supplies
 
the
 

are dispensed from stock that is maintained byZRural Health Ins­

pector. The Rural'Health Inspector maintains register on supp­

lies received from several sources including annual development
 

programs, Communicable Disease Control Program, etc.
 

f) 	 Maintaining separate registers has created additional clerical
 

work for dispensers, Lady Health Visitors and Rural Health Inspec­

tors. If this workload i; reduced with an appropriate system,
 

these persons could devote more time to patient care. With the
 

present system an Integrated Rural Health Complex, with four Basic
 

Health Units will be maintaining from 20 to 25 registers for drugs
 

and supplies accountability. It is believed that this number
 

could be reduced.to five or six and the systen can still provide
 

the required accountability.
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g) 	Seprate registers and duplicate bincard systems do
 

not indicate the actual stock level at any point in
 

time and shortage or surpluses cannot be easily
 

determined. Moreover, with many registers a claar
 

picture of the actual drug needs in terms of types
 

of drugs and quantities is difficult.
 

h) 	The record and registers require updating because
 

the existing registers contain obsolete information
 

or information in obsolete units of measure.,
 

1.8.6. 	Official Audits for Rural Health Facilities - Annual official
 

audits are required for rural health facilities. Near the end
 

of the financial year audit terms are usually sent to the rural
 

health facilities to audit the drugs, supplies and equipment
 

at each facilities.
 

1.8.7. 	Lack of Regular Reporting System on Drugs and Medical Supplies -

There is no regular reporting system for monitoring the utili­

zation of drugs and medical supplies. Only occasional reports 

on drugs and medical supplies are sent to the District Health 

Officer. Mostly these reports .are sent on request from the 

District Health Officer and cover items in flood stock that are 

about to expire. 

Drugs and medical supplies is an important and major budget
 

line 	item. The absence of a periodic reporting system on
 

drugs and medical supplies results iii the availability of drugs
 

in excess at one facility while they are not available at othe."
 

faciliti'es. Also, certain items may expire on the shelves of
 

ont 	 facility while patients at other nearby facilities suffered
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for its non-availability. A periodic reporting system
 

is required which could be the basis for reshuffling
 

stock of items from one facility to another. When
 

certain items are near expiry at one facilty, those
 

items could be moved to the other facilities where their
 

utilization rates are higher.
 

.9. Dispensing Procedure
 

An enquiry was conducted into the procedures for dispensing drugs
 

to patients. The procedure for the receipt of drugs by the
 

patient during the initial visit for a particular complaint and
 

during revisits for a prior complaint was reviewed and analysed.
 

The primary focus of the analysis was on the registers and docu­

ments that are used to record drugs and supplies disbursements.
 

The analysis was conducted for the Rural Health Centres, Sub-


Health Centres and Basic Health Units.
 

1.9.1. 	 The Existing Procedure at Rural Health Centres - The 

dispensing procedures for out-door patients is organised 

on the basis of three semi-independent components which 

are the Medical Officer and/or Dispenser, Lady Health 

Visitor and Rural Health Inspector. The Rural Health 

Inspector component is excluded from the analysis because 

no dispensing is involved and only the utilisation of 

vaccines for preventive programs is recorded. 

For the Medical Officer and/or Dispenser component a
 

variety of practices were observed. The procedure at
 

one Rural Health Centre was assumed as standard and then
 

at other centres deviations from it were noted. Under
 

the standard system the patient visits the Medical
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Officer who issues a chit (2 copies) bearing prescription and diag­

nosis. The patient then visits the dispenser or the person who
 

generally sits outside the Medical Officer's room with the out-door
 

patients register. The Dispenser or the person maintaining the
 

out-door register records the serial number, the patient's name,
 

the chief complaint, diagnosis and drugs prescribed with quantities
 

on the out-door register. A purchee fee of Rs.0.25 is collected
 

by the person maintaining the out-door register. The purchee fee
 

is collected only on the first visit by a patient for a particular
 

complaint. After the Medical Officer's chit is recorded in the out­

door patient register and assigned a chit number (the year-to-date
 

patient number) the patient goes to the dressing room or,the dispen­

gary for the treatment or drug.
 

One copy of the chit is kept at the dispensary for recording the
 

drug dispensed on the aaily used medicines' regis4:er. The second
 

copy of the chit is kept by the patient for followup visits for the
 

same complaint. If ihe patient is not from the local area he is
 

provided with drugs for more than one day. Disbursement of the drug
 

for more than'one day is at the discretion of the Medical Officer
 

when he writes the prescription. If the patient is from the local
 

area drugs are dispensed on a daily basis.
 

After four days, if the patient is not cured, he consults the Medical
 

Officer again on the basis of his self-retained chit. The Medical
 

Officer may continue on the basis of the original diagnosis and pres­

:'ription or may change it. I. the prescription and diagnosis is
 

changed the health facilities do not usually record the new diagnosis
 

.ecause the patient revisit is treated as an old patient. The original
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provisional diagnosis is used for the health facilities.
 

Lady Health Visitors in most Rural Fealth Centres and Basic
 

Health Units keep their own stock of drugs and supplies. Even
 

when UNICEF drugs are kept in the main store room, she gets
 

some stock from the main store room and dispense it to patients.
 

When consulting with a patient she enters the patients name and
 

address on the Daily Attendance Register, writes a chit for the
 

patient and records the quantities dispensed on the "Daily Used
 

Medicines Register". A Us.0.25 perchee fee is collected. Patient
 

revisits are recorded the same way as for Medical Officer and
 

Dispenser component. The format of Daily Attendance Register,
 

Lady Health Visitor's chit and Daily Used Medicines Register is
 

similar to the registers that are maintained by the Medical
 

Officer and/or Dispenser component.
 

The.Lady Health Visitor also distributes wheat, milk and Butter
 

oil which is supplied by the World Food Program. Distribution
 

is made on a fortnightly or monthly basis to pregnant or lactat­

ing mothers and to the children under five. Disbursements are
 

in standard quantities to each recipient and the entries are
 

made on the toddler register and food register (for detail see
 

Section 1.10)
 

The drugs to the in-door patients are administered from the
 

in-door dispensary. The drugs dispensed are recorded on the
 

in-door patient registers.
 

The 	procedure at Rural Health Centres is shown in Figure 39.
 

2. 	The Existing Procedure at Sub-health Centres - The Dispenser
 

incharge of the Sub-health Centre performs.the following
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functions in connection with dispensing of drugs:
 

a) Keeps inventory records
 

b) Diagnoses, prescribes and records
 

on the Daily Attendance Register
 

c) Dispenses drugs to the patients
 

When a patient visits the Sub-health Centre, he is issued a
 

chit, his name and address is recorded on the Daily Attendance
 

Register and he is issued the required drugs. The drugs and
 

the quantities dispensed are recorded on 
the daily used Medicines
 

Registers. Patient revisits are recorded the 
same way as they
 

are at the Rural Health Centres.
 

1.9.3. 	The Existing Procedure at Basic Health Units - Dispensing
 

procedures for drugs and supplies at Basic Health Units is 
a
 

micro-model ol 
the system at the Rural Health Centre. Like
 

Rural Health Centres, dispensing procedures at Basic Health
 

Units are organised into two independent components. The two
 

components are illustrated in Figure 40.
 

The variation from one unit to another in the dispensing prac­

tices of the Medical Assistant-cum-Dispenser components at the
 

Basic Health Units were minor. There appeared to be consider­

able standardization. The reason for 
this is 	that there is
 

only one dispenser and one Medical Assistant and this standard
 

practice appear to be the only workable solution. The variation
 

in practices in case of Rural Health Centres was due to 
the
 

fact that the Medical Officer and two or three other people
 

prescribe and/or dispense.
 

T.be patient consults the Medical Assistant. The Medical Assis­

tant records the patient's name and address on the Daily
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Attendance Register, collects the pherchee fee of Rs.0.25 and 

issues two copies of a chit, The patient takes the chit to 

the dispensary and gets the drugs. One copy of the chit is 

retained by the patient and one is kept by the Dispenser to 

record the quantities dispensed on.the Daily Used Medicine's 

Register. Pa-ient revisits are recorded by the Mledical Assis­

tant the same way as they are at the Rural Health Centre. At 

some Basic Health Units, it was observed that the Medical 

Assistants keep a stock of essential drugs on their table and 

dispense directly to the patient. 

The Lady Health Visitor component at Basic Health Units follows
 

the same procedures as Lady Health Visitor at Rural Health
 

Centres.
 

j."9.4. Lack of Standard Proceduares - There is no standard procedure
 

for dispensing drugs at the six Rural Health Centres covered. 

by this study. Many departures from the procedures documented. 

in the previous., sections were observed. For example, Medical 

Office- at some centres issuL the chits, collecU the perchee 

fee, maintains the out-door register and dispenses the drugs.
 

Whereas at some facilities the task of maintaining the out-door
 

patient register was 'the responsibility of one dispenser and
 

another dispenser issued the drugs.
 

This lack of standard procedure may have the following
 

consequences:
 

a) 	At the facilities where the out-door patient
 

register is maintained by the Medical Officer
 

a long queue of patients was observed. This iia
 



because of the extra workload on the Medical
 

Officer. He has to spend much time on record­

ing the entries on the register, writing chits
 

and collecting the perchee fee. This adds to
 

the waiting time for patients and require more
 

than twice the amount of time by the Medical
 

Officer than at a facility where a dispenser
 

performs these functions. This clerical work­

load diverts the Medical Officer's time and
 

effort from the more useful area of treating
 

the patients.
 

b) 	Facilities where the maintenance of the Out-door
 

Patient Register is the responsibility of the
 

Dispenser, saves time for the Medical Officer.
 

However, this practice requires that the facility
 

have two Dispensers.
 

c) 	 in the case of Basic Health Units, agan a variety
 

of practices were observed. Besides the record keep­

ing function, the dispensing function was also being
 

performed by the person prescribing drugs. In these
 

cases the Medical Assistants posted at the Basic
 

Health Units usually keep a store of necessary drugs
 

on their table and dispensed directly to the patient.
 

In cases where the patient is prescribed other than
 

commonly used drug he is directed to the dispensary
 

or store room.
 

.5. 	 Instructions to the Patients about the Use of Drugs - It was 

observed that patients are not properly instructed on the use 

232
 



of prescribed drugs. In cases where the Medical Officer,
 

Medical Assistant or the Dispenser properly instructs the
 

patients about the use of drugs, the patients tend to forget
 

the instructions after they leave the health facilities.
 

Often the patients take drugs at the wrong times or forget a
 

dose. In some cases they either reduce the dose to make
 

the treatment last longer or increase it hoping for a quicker
 

cure.
 

In certain cases it was observed that thosepatients who are on
 

long courses of treatment often rtop the use of drugs too soon
 

or they switch over to some other mode of treatment. They do
 

this because they do not understand the action of drugs in the
 

body. As a result these patients are not cured and the drug is
 

wasted.
 

To determine the extent of this problem, a sample of fifty
 

patients at' different health facilities was interviewed about
 

the usage of drugs as they were leaving the facility. Only 30
 

patients remembered the exact use of drugs. This problem is
 

quite serious and results in a considerable wastage of money.
 

According to the estimates of many District Health Officers
 

and Medical Officers, such cases varied from 30% to 40%. At
 

some health facilities, it was observed that the patients were
 

more conscious about the drugsuse and asked repeatedly about
 

the use of drugs. The extent of the problem varied from place
 

to place. Nevertheless the problem adds to the cost of treatment
 

of the patients and results in the wastage of drugs.
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1.10. World Food Program
 

The World Food Program is initiated in an area on the basis of­

nutrition status surveys. Surveys in Pakistan have shown a
 

high prevalence of severe malnutrition and high mortality rates
 

in infancy and pre-school ages mainly due to protein energy
 

deficiency, associated with diarrhea aid infectious diseases.
 

Therefore, an action program directed to cope with the problem
 

was -started in 1976 and since then World Food Program supplies
 

have been provided.
 

A program for the distribution of dry supplementary rations of
 

wheat, dried milk and butter oil in Punjab, N.W.F.P., Azad
 

Kashmir/Nothern Areas and the Federal Administered Tribal Areas
 

has been initiated. The program is called Scheme A. The scheme
 

faced major difficulties in implementation and could not distri­

bute necessary quantities of commodities. The major difficulties
 

Were shortages of counterpart funds for transport and personnel.
 

Moreover, the arrival of commodities in Pakistan and at the cent
 

res did not occur simultaneously. When only one commodity was
 

available at the centres, distribution was stopped. The food
 

allocations to the provinces and regions were not always made
 

proportionately to the stipulated ration scale thus leading to
 

an early exhaustion of those commodities that were in short
 

supply. Poor management both at provincial and federal level
 

during the initial project phase contributed to unsatisfactory
 

project performance.
 

The scheme required 80 mothers and 160 children as beneficiary
 

at each distribution outlet. In the past there was no'standard
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reporting system. Now a reporting and record system has beeis devel­

oped and is being properly followed.
 

1.10.1. 	Distribution and Storage - Transport and storage problems
 

which had hampered smooth project implementation in the past
 

have been solved. Wheat is channeled countrywide through the
 

distribution system of the Food Wing of the Ministry of Food
 

and Agriculture and the funding for the transport and storage
 

has been confirmed on the part of the counterpart. The butte
 

oil and dried supplement milk are received at the Karachi por
 

and are transported by trucks or rail to the Districts for
 

onward distribution to the centres.
 

The District Health Officers are allocated an amount of wheat
 

which they are entitled to receive for their districts from
 

District Food Controllers. The District Health Officer is
 

responsible for supplying the food commodities to the centres
 

.and for providing proper storage either at one or two health
 

centres or by hiring a suitable store.
 

The storage for wheat supplies does not pose any problem at
 

the district level because the wheat supplies are kept at the
 

local godowns of the Food Department until they are distribu­

ted. The usual practice is that a permit is issued to the
 

centre for collection of wheat from Food Department godown
 

which is nearest the centre. Usually a man is sent from the
 

Rural Health Centre to the godown for which the permit is
 

issued and wheat supplies are usually brought back to the
 

centres on tongas or hired pickups. Butter oil and dried
 

ksupplement milk are usually distributed by hired pickups or
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jeeps of the Communicable Disease Control Program. Scale of
 

distribution to the beneficiaries from 1st of July 1980 is.:
 

Grams per day per
 
beneficiary
 

Mothers Children
 

Butter Oil 20 10
 

Dried Supplement Milk 40 40
 

Wheat 250 100
 

Most of the centres distribUte the rations according to the
 

official 	ration scales, on a fortnightly or monthly basis.
 

Proper cans and pots for measuring rations were available in
 

all centres. Beneficiaries bring their own containers to
 

collect the food. Distribution is very time-consuming for the
 

Lady Health Visitors and usually takes all day on the day of
 

distribution. Lady Health Visitors maintain their own store
 

for the World Food Program, where adequate supplies for one
 

to four months are kept. For the purpose of recording, cards
 

are issued to the beneficiaries.
 

The storage of wheat is not required as the supplies are provi­

ded by the food department from their local godowns according
 

to the need of the centres. The storage of wheat, butter oil
 

and dried supplement milk at the Rural Health Centres does not
 

pose any 	major problem and supplies for a quarter of a year can
 

be easily accommodated. Nevertheless, the storage for the World
 

Food Program supplies at the Basic Health Units will certainly
 

be a problem.
 

1.10.2. 	Selection of Beneficiaries and Period of Entitlement - Benefi­

ciaries are selected on the basis of low income, under weight 
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and haemoglobin level. In the case of mothers a person who
 

is 50% below the WHO standard is accepted. Women are entit­

led beginning in the 4th month of pregnancy and lactating
 

mothers receive food upto the 6th months of lactation. Dist­

ribution 	 for 12 months of lactation was recently iditroduced, 

to cover 	 the gap of six months, originally intended to be 

covered by dii.stribution of wuaning food.
 

Pre-school children receive food from one to five years of
 

age. No imit on duration for individual children is applied.
 

1.10.3. 	Followup - Followup of beneficiaries was done by periodical
 

weighing. However, repeat haemoglobin test are not performed
 

on a routine basis. Growth charts were drawn in only a few
 

centres. These were in Kgs whereas most centres had scales
 

in lb. Weighing of children upto 3 years of age was usually
 

imprecise, since only weight to the nearest full Kgs is
 

recorded.
 

Until butter oil becomes available, the quntity of wheat has
 

been increased to bring the energy content of the diet of
 

recipieits upto 300 gm. The rations are considered adequate
 

as supplements, since they cover more than 50% of the energy
 

requirements and almost 100% of the protein requirements.
 

Since the food is taken home, the provision of different
 

rations of wheat and oil for mothers and children is not
 

available. In fact it makes distribution more complicated
 

and time 	consuming. Mothers should be taught to use the
 

foods for themselves and the children but cannot be expected
 

to use at home the exact quantities stipulated.
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Due 	to the irregular supplies and distribution of food
 

in the current project, no maari.ngful evaluation of the
 

impact on nutrition status of beneficiaries can be
 

.carriedout. The following deficiencies in reporting
 

procedures were observed:
 

a) 	Defaults in reporting and delays in the 

preparation of'District Repor ts. Provincial 

reports were not prepared unless all dist­

ricts had submi ted th(,ir reports. However, 

the system is now being streamlined. 

b) 	Gaps in food supplies resulted in interrup­

tion of distribution. When such gaps occured,
 

no reports were submitted.
 

c) 	It is observed that reporting needed some
 

streamling. A vaviety of forms, ledgers,
 

registers and ration cards were kept at the
 

centres and in a number of centres entries
 

in various book!M were duplications. There
 

were centres which kept a single book for 

all beneficiaries, whereas other had differ­

ent books for pregnant women, nursing mothers 

and toddlers. 

11. 	 Equipment and Instruments at Rural, Health Centres 

An enquiry was conducted to determine the extent of standardi­

zation that exist in the presently available equipment at the
 

Rural Health Centres. This enquiry was required to develop a
 

base for 	the development of a standard equipment list.
 

1.11.1. 	The Existing Equipment - Th(-, available equipment 

and instruments at four Rural flealt; Centres was 

compared. Froin-the comparison of the available equip­

ment it was cbserved that almost 40% of the items were 
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common at all the health facilities. Quantitative variation
 

with regard to the available common equipment was also obser­

ved and was insignificant in most of the cases.
 

The reasons for 60% variation were the piecemeal supplies of' 

equipments and instruments to the rural health facilities.
 

Another reason was that when a Medical Officer with an inter­

est in surgery is posted to a health facility, le indented 

the surgical items from the Medical Stores Depot. These items
 

are often not utilised when a Medical Officer without an
 

interest in surgery is posted at these facilities. By such
 

postings and transfers of the Medical Officers, a large stock
 

of unused equipment is available at some facilities.
 

1.2. 	 Equipment Utilization Survey - It was observed that at,some
 

health facilities the majority of the instruments had not
 

been used for upto 10 years. The situation is that now most
 

of the instruments are not useable because they are rusty or
 

lack simple repair.
 

An equipment utilization survey was conducted to determine
 

the extent of utilization of the presently avaialble equip­

ment 	and instruments. For this purpose available items were
 

categorised as Daily, Weekly, Fortnightly, Monthly, Quarterly,
 

Occassionally, or Rarely used. The results of this survey
 

are given in Table 21.
 

From the table it is clear that most of the items fall in the
 

category of rarely used items. This is especially true for
 

surgical instruments.
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TABLE 21
 

Utilization of Equipment
 

and Instruments
 

FrequencY/Category of Use 	 Percentage of Items
 

Daily 	 10% approximately
 

Weekly 10%
 

Fortnightly 21%
 

Monthly 24% 

Occassi.onally 5% 

Rarely 30% 

It was observed that the initial equipping of facilities
 

was made 	without a proper need analysis of the actual require­

ments. 	 It appears that equipping was done in some cases accor­

ding to what surplus stock was available .
 

In .some cases it was observed that Medical Officers managed
 

to get items that should never had been supplied to a Rural
 

Health Centre. For example, at one of the Rurual Health
 

Centres a Boyle's anaesthesic apparatus was found, which requ­

ires a highly skilled person for its operation.
 

1.11.3. 	Cycle of Instruments Decay -There is a cycle related to the
 

lack of utilization of equipment. When the equipment and
 

instruments are provided to a health facility, they are often
 

not used, because there is no Medical Officer and even if
 

there is one, sometimes he does not use them. When the instru­

ments are not used, they are not properly maintained and become
 

rusty and unuseable. When a new Medical Officer is posted to
 

the health facility and he wants to use the instruments they
 

cannot be used because they are rusty and require m nor repairs
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In the absence of preventive maintenance or a replace­

ment system, the Medical Officer tries to get new inst­

ruments. The new instruments are again not used when he
 

is posted to some other facilities and the cycle starts
 

again.
 

1.12. Existing Drugs and Medical Supplies
 

In the absence of a standard drug list for the primary health
 

care system, various kind of drugs which may not be required
 

for a Rural Health Centre or Basic Health Unit were found to be
 

available at some facilities. These included the costly drugs
 

which in some cases are beyond the skill level of the Medical
 

Assistants. The reasons given for this situation was the short
 

supply from the Medical Stores Depot. When indents are filled
 

on personal visit to the depotpif the required items are not
 

available the person filing the indent takes whatever is avail­

able.
 

In some cases it was observed that costly drugs were procured
 

by some health facility because they thought of them as more
 

effective. Short supply to the rural health facilities was
 

also because in the absence of a standard drug list the demand
 

of the rural health facilities is not communicated in objective
 

terms to the Medical Stores Depot.
 

2.0. RECOMMENDATIONS
 

In developing the recommendations consideration was given to the
 

folloWing:
 

a) 	Simplification of the clerical ,ork awsociated
 

with the procurement process.,
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b) Reduce the cost associated-with the 

procurement process. 

c) Improve the effectiveness of the supply 
procurement process. 

d) Optimize the uses of funds allocated for the 
purchase of drugs and medical supplies. 

The impact of particular recommendation on the total supply system was
 

considered in formulating all recommendations.
 

2.1. The Indent System
 

On the basis of observations and findings, it can be concluded
 

that the indent system is neither effective nor efficient. It
 

is not effective because only a small percentage of the supplies
 

indented are provided and it is 
a system of piecemeal procurement.
 

It is not efficient because it involves 
a long cumbersome proce­

dure and a lot of unnecessary clerical work. It is inefficient
 

also because the assessment of the drug requirements is rarely
 

related to actual needs. 

2.1.1. 
Annual Indents Vs. "Drop-Shipping" - A feasibility study 

of replacing the annual indents by a substitute system 

of "drop shipping" was conducted. As a result of this 

enquiry it is recommended that annual indents be elimina­

ted because 

a) 	The indent system is cumbersome and
 

involves a lot of clerical work.
 

b) 
Peduliar practices associated with the.'indent •
 

system like overindenting through intentionhlI
 

under estimation of prices (1.1.4) and inten­

tional indenting for items not-available
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(1.1.5) are difficult to check and will always
 

result in an inappropriate mix of items at both
 

the health facilities and at the Medical Stores
 

Depot.
 

c) 	 The quantitative assessment of the drug require­

ments by the indentors is based on trial and
 

error (1.1.7). Incorrect assessment of drug requ­

irements,overindenting and intentional indenting
 

for items not-available are reflected in the procu­

rement indents at the Medical Stores Depot and
 

results in the purchase of the wrong mix of. items.
 

d) 	 Because of the haphazard.indent system, the Medical
 

Stores Depot does not know the drugs and medical
 

supply requirements of the rural health facilities.
 

e) 	 Under the indent system, the supply situation to
 

the rural health facilities will always be Influ­

enced by the inflationary reductions in number of
 

*items and their quantities (1.1.8). Since the indent
 

system is a peacemeal procurement process, the
 

inflationary reductions in quantities often go unno­

ticed because it is known what quantities were avail­

able during the year at the health facility.
 

f) The indents filed by the rural health facilities
 

* 	 results in the acquisition of less items and quanti­

ties because of urban bias in the present system
 

.(1.1.11).
 

A "kit'system of drop shipping" is:,recommended... Under this
 

proposed system, standarized drug and medical supply kits for
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the rural health facilities would be prepared by the Medical
 

Stores Depot. The rationale behind drugs and medical supplies
 

kits is that the rural drug and medical supplies needs are
 

alike both in terms of the number and types of items (1.1.12)
 

and because under a limited budget for drugs and medical supp­

lies there will always be a shortage. Therefore, what is
 

provided, will be consumed. Under the kit system, the selec­

tion of kit items could be planned in advance and an optimum
 

mix of items arrived at.
 

It is recommended that the kit contains consumable items and be
 

or annual basis. Kit could be distri­provide on semi-annual 


buted throughout the year by scheduling shipments on-a divi­

sion by division basis, one division every other month. This
 

would 	spread the workload at the depot over 10 months. Differ­

ent kits containing the appropriate mix and quantities of Items
 

would be necessary for Rural Health Centres, Basic Health Units
 

and Community Health Programs.
 

Contents of the kits should be determined by a committee of
 

senior Medical Officers and other officials. A kit for each
 

level 	of an IRHC, i.e. Rural Health Centre and Basic Health
 
should be developed and
 

Unit/ the contents should be reviewed at least annually.
 

- During the study it was observed
.12. 	 Flexibility in the Kit System 


that 70% to 80% of items indented are common to all rural health
 

facilities (1.1.12). If 100% of the budget is spent on kits,
 

the system will become inflexible to the demands. To avoid this
 

problem only 75% to 80% of the supply budget should be spent on
 

kits with the balance held in reserve to cover the cost of items
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procured through supplemental indents and for local purchases.
 

This arrangement will provide for occasional needs arising
 

out 	of an increased case-load at a particular facility.
 

2.1.3. 	 Advantage of the "kit system and supplemental indents - Follow­

ing are the advantages of the proposed system: 

a) 	It will reduce the time required to process
 

indents and the clerical work involved in
 

indenting and re-indenting.
 

b) The 	demand will be predictable because the 

contents of the kit would be decided in
 

advance. This will enable the medical stores
 

depot to procure the right mix of items.
 

C) 	Bulk shipment of supplies upto 75% to 80%
 

would be ensured at the beginning of the
 

supply cycle (semi annual or annual).
 

d) 	It will give better control and provide a
 

better awareness of the items which should
 

be available at a health facility.
 

e) 	The drug and medical supply requiremenils
 

of the rural health facilities would be
 

communicated to the depot in an objective
 

way and will reduce the paperwork at the'
 

Medical Stores Depot that is required to
 

determine drug requirements.
 

f) 	Will eliminate the urban bias of supp:1es
 

to health facilities in the urban areas.'
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g) 	 In deciding the contents of the kits a
 

trade-off between population uf the catch­

ment area, cheaper or expensive drugs etc.
 

may be arrived at in a better way.
 

h) 	Will reduce the clerical work involved in
 

pricing of the indents received from different
 

health facilities, because each type kit will
 

be priced once a year.
 

i) 	By ensuring 75% to 80% of the supplies to the
 

Integrated Rural Health Complexes the present
 

high level of uneconomical local purchases can
 

be reduced.
 

j) 	The budget can be arrived at on the basis of
 

the contents of kits, i.e. what is need.,d can
 

be decided first, then budgeted for. It will
 
I 

reduce the effect of inflation on drug budget.
 

2.1.4. 	Working Procedure for the "Kit System" - Contents of te kits 

should be communicated to the procurement body six months ind 

advance of the supply cycle. The procurement body will assess 

the demand for the Integrated Rural Health Complexes on the 

basis of the standard contents of the kit and number of compl­

exes and ensure the availability of all the kit items two months 

in advance of the beginning of the supply cycle. The Medical 

Stores Depot will act as a storage and processing centre where 

the contents of the kits would be assembled and packed. 

One month before the kits are ready, all the Integrated Rural
 

Health Complexes in a division would be notified as to the date
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of shipment and on the respective date the Medical Store
 

Depot will arrange for drop shipment. Under this system
 

if the contents of the kits are carefullydecided, the
 

chances of surpluses are minimal. In cases where surp­

luses and shortages do occur within an Integrated Rural
 

Health Complex a system for reallocating these supplies
 

is recommended in Section (2.8.2) of this report.
 

2.2. 	Local'-Purchases
 

From the observations and findings it is concluded that
 

a) In the absence of a reimbursable imprest account, the
 

system of local purchases is ineffective because of
 

the procurement delays and lengthy procedures involved
 

in making payments to suppliers.
 

b) 	The system is cumbersome because budget provisions are
 

made for local purchases for each health facility and
 

the District Health Officeisdo not have adequate author­

ity to make local purchases for the cumulative budget
 

of the facilities under their jurisdiction.
 

c) 	The formalistic behaviour, i.e. the discrepancy in the
 

prevalent attitude not to decentralize the financial
 

powers and the actual practice where the major purchases
 

are made at lower levels aggravate the shortage situa­

tions. Because of the high degree of formalism, purcha­

ses have to be split into smaller lot size. This splitt­

ing results in the loss of economies of bulk purchases.
 

d) 	The discrepancies in prescribed and actual behaviours
 

in budget utilizations, resul in a high budget left­

overs. These left overs are reappropriated to other
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budget line items or surrendered at the end of the
 

financial year aggravating the shortage situation.
 

e) 	 A major portion of the drug budget is used haphaz­

ardly and uneconomically and local purchases do not
 

assure quality control of any kind.
 

2.2.1. 	Reduce the Level of Local Purchases - Since local purchases
 

are an uneconomical way of budget utilization and control over
 

quality 	of items purchased locally is not possible, it is
 

recommended that the level of local purchases should be kept
 

as low as possible. This can be accomplished by adopting the
 

recommendation on drop shipment of kits. 
 An ideal budget
 

utilization pattern would be 80% for kits, 15% for supplemental
 

indents and 5% for local purchases.
 

2.2.2. 	The Petty Cash System - The Medical Officers at Rural Health
 

Centres are allowed under emergencies to make purchases not
 

exceeding Rs.50 per purchase. This amount is too small. The
 

Medical 	Officers rarely use this authorization because of the
 

lengthy 	reimbursement procedures.
 

It is recommended that a petty cash system be started at the
 

Rural Health Centres. The petty cash system for the Basic
 

Health Units is not recommended because these facilities are
 

further 	away from the markets and cannot easily make purchases.
 

In emergencies the patient can be referred to 
the Rural Health
 

Centre or the requirement of drug can be fulfilled from the
 

Rural Health Centre.
 

For the drugs and medical supplies purchases it is felt that the
 

level of Rs. 500 per month would be sufficient for the whole
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complex. This amount is recommended for the purchase
 

of drugs and medical supplies and does not include an
 

allowance for POL (Petrol, Oil, Lubricant), or other
 

expenses. It will be necessary to provide an additional
 

amount to cover these items.
 

2.3. The Procurement Process
 

As a result of the observations and findings it is concluded
 

that the lack of an effective solution for the short supply
 

problem will always interfere with the operational efficiency
 

of the Integrated Rural,Health Complexes. The piecemeal system
 

of supply and the resulting shortages will always be there unless
 

the 	procurement system is streamlined. The need to streamline the
 

procedure is supported by the following
 

a) 	 Local purchases is not an economical solution
 

to short supplies from the Medical Stores Depot
 

because tile prices are usually higher.
 

b) 	 Sub-optimal supply management and purchasing at
 

the Medical Stores Depot will result in drug
 

shortages at the health facilities.
 

c) 	 Restrictions on consumer access to drugs and
 

supples does not provide a solution to drug
 

shortages at the health facilities.
 

d) 	 Until an effective solution to the short supplies
 

from the Medical Stores Depot is implemented prob­

lems associated with indenting cannot be remedied.
 

e) 	 The procedure for the quantitative assessment
 

of drug requirements is inaccurate.
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f) 	 The present system does not include product controls
 

over inventory shrinkages at the health facilities.
 

g) -Urban biases contribute to the short supply problem
 

at rural health facilities.
 

2.3.1. Centralized Vs. Decentralised Purchasing and Storage Realizing
-


that the solution to the short supply problems is in the procure­

ment system there are two alternative solutions :
 

a) 	 Abolish the existing system of centralized purchasing
 

and the centralized Medical Stores Depot and decentra­

llse the purchasing to the Divisional or Districl level.
 

b) 	 Reorganize the present system of centralized purchasing
 

and storage.
 

Feasibility and acceptability of the two alternatives was checked
 

through a comparative analysis 
. On the basis of this analysis,
 

the first alternative is not considered to be feasible. 
 The
 

analysis is as follows:
 

Decentralized Purchasing Centralized Purchasing
 
and Storage and Storage
 

1. Decentralized purchasing is Centralised purchasing is
 

more efficient because it not very efficient because
 

avoids delays in procurement. it is slow.
 

2. 	Since purchases are split Economies of bulk purchas­

into smaller lots.economies ing are possible in a centra­

of bulk purchasing are lost. lised system of purchasing.
 

3. 	Decentralised purchases are Centralized purchasing is
 

difficult to control and 
 easy 	to control and supervise
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supervise because of the 


many levels and locations 


4. 	Under decentralized purcha-


sing, the Medical Stores 


Depot at the central level 


would be replaced by Medical 


Stores Depots at the Dist-


rict and Division level.
 

This would add to the capi­

tal and personnel costs.
 

5. 	Chances of inventory shrink-


ages would increase and be 


more difficult to control. 


6. 	Drug tes;ing would be aggra-


vated because the number of 


samples to be tested at the
 

drug testing laboratory
 

would increase.
 

7. 	Situations will occur where 


different facilities procure 


the same or similar products
 

at different prices.
 

8. 	 The decentralised system is 


not acceptable to suppliers 


because they would have to 


spread their marketing effor-


ts.over a larger georgraphi-


cal area.
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becauseit ip at one;,evel-and
 

location.
 

Under the centralised purchasing
 

the Medical Stores Depot would be
 

used as the central storage and
 

processing unit. Personnel and
 

capital costs, would be economical.
 

The level of inventory shrinkages
 

would be low and would be control­

able.
 

The workload at the drug testing
 

laboratory would be within reason.
 

Drugs and supplies would be
 

procured at unified prices.
 

The 	system is acceptable to suppliers
 

(especailly the manfacturers) who,
 

under this system concentrate their
 

marketing efforts, distribution and
 

collection at one place.
 



9. 	Decentralization would Centralization results in redu­

increase the paper work ced paper work involved in
 

involved in procurement. floating tender enquireis,
 

There would be a lot of calling bids and other proce­

duplication of work. dures involved.
 

10. Power ti control the Control over the product's
 

product's make, packing make, packing and lebelling
 

and labelling would be will be better bqaause of
 

lost because of the many volume purchasing.
 

purchase centres and
 

smaller quantities purcha­

sed.
 

From the comparative analysis it is clear that centralized
 

.purchasing and storage is more cost-effective.
 

2.3.2. 	Three Alternatives for Purchasing - Once it is accepted that
 

centralized purchasing and storage is more cost-effective, the
 

question arises as to what purchase system should be used so as
 

to avoid procurement delays.
 

In this connection three alternatives for purchasing were
 

reviewed and analysed as follows
 

a) Purchases Through the Competitive Bids* 

(The Existing System) - At present three...., 

committees have been constituted to make 

purchases. The working o)f thc-a committees 

is inconsistent with thc pririples of divi­

sion of work because the same work is perfdr­

med by each committee. Under this system
 

procurement delays are unavoidable. Bidding
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is done two or thrc timesper year for 400 to
 

600 itemswith approximately half of the items 

being procured two or three times a -year. The' 

duplications of paper work is tremendous. The 

competitive process eliminates many quality
 

products because of price. This causes a problem 

for the physician at the health facility who
 

wants to use a quality drug.
 

b) The second alternative reviewed was the running 

rate contract with direct shipment to the end 

users. Under this system unit prices are agreed 

to with the suppliers for a certain period(usually 

one year) and whenever there is a need the purchase 

is made from the suppliers at the predetermined rate. 

The advantage of the system is that it eliminates the 

need for calling bids each time a purchase is made. 

Moreover, it also eliminates procurement delays. This 

system has been tried in Sind and has been abolished. 

In Sind the system worked as. shown in the Figure 41. 

FIGURE 41
 

DIRECT SHIPMENT FROM SUPPLERS
 
TO USERS 

S./ t/ . .............. .0
3 "2' 

U1 U2 U4 0 0 

S - Supplier U = User (Health Facility) 
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Under the system, a rate for a period of time was negoti­

ated with suppliers at the provincial level and direct
 

orders by the users were placed with the different suppliers.
 

Shipmentswere made from the suppliers directly to the health
 

facilities.
 

The 	system was abolished because
 

- It resulted in a piecemeal procurement for the
 

health facilities. Purchases were made from
 

many suppliers in small quantities. This was
 

because no manufacturer could supply all items.
 

- The system created more work for the health
 

facilities ,in terms of procuring drugs from
 

different sources.
 

- The system creared a recovery of payment problem
 

for the suppliers because they had to make recove­

ries against suppliers from more than 300 health
 

facilities.
 

c) 	The third alternative is the running rate contract
 

with shipment to the Medical Stores Depot. Under
 

:this system prices are negotiated on an annual basis
 

and orders for drugs and medical supplies are placed
 

by the depot on an as needed basis. The flow of goods
 

in this alternative is shown in Figure 42.
 

Under this alternative drugs and supplies are assembled into
 

kits at the depot and shipped to the health facilities. Spec­

ial items that are not available at the Medical Stores Depot
 

can easily be ordered from the manufacturer without calling
 

for bids and can be sent to the user along with the kit or
 

drop shipped by the manfacturers.
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FIGURE 42
 

RUNNING RATE CONTRACT WITH
 
INDIRECT SHIPMENT
 

S 1S S 3 .. .. S20 

MSD
 

(Central Processing Unit)
 

U1 U2 U3........... U40q
 

This system has the following advantages
 

a) Reduces the possibility of items not available.
 

b) Eliminates the piecemeal nature of the procure­

ment process.
 

c) Eliminates procurement delays because bidding
 

is done once a yeaar.
 

d) Eliminates duplication of work, that is required
 

by the three committee system.
 

e) Solves the recovery problems of the suppliers
 

because the recoveries will be made at one place
 

against supply for all insitutions.
 

On the basis of analysis of these three laternatives, it is
 

evident that the third alternative will result in a more effi­

cient procurement system with minimum cost and workload. Alter­

native, three is therefore recommended.
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2.3.3. 	 Topping-up System of Inventory Management - It is recommended
 

that the economic order quantity for each item at the Medical
 

Stores Depot be determined. The minimum level of stock for
 

each item should also be determined. When the stock on hand
 

falls below that level, the economic order quantity should be
 

ordered. This will ensure the optimum level of stock for all
 

items.
 

2.3.4. 	Other Measures to Improve the Procurement System - Include
 

a) Drug testing has been a major bottleneck in
 

procurement.. This is a critical problem
 

area which require priority attention. More­

over additional drug testing facilities need
 

to be created and existing facilities should
 

be improved. The stock received at the Medical
 

Stores Depot should not be kept for long periods
 

while waiting for the drug testing report. The
 

stock should be issued to the health facilities
 

while waiting for the test report. This may
 

result in some recalls but this can be reduced
 

by penalising the suppliers when a recall is
 

required.
 

b) 	Payment to the suppliers should be made at the
 

earliest possible time.
 

c) 	The purchase committees should be reorganized
 

according to the type of items to be purchased,
 

i.e. antibiotics,syrups, etc. This would enable
 

committee members to become knowledgeable in
 

particular types of items and would improve their
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d) 	Inventory shrinkages could be minimized 

by having volume drugs custom made, with 

special packing that identified the items 

as government issue. On pills a mark such 

as "G" or "GOP" could be stamped as they 

are manufactured. This mark on coated pills 

and capsules can be printed on each item at 

the time of manufacture. 

2.4. The Government Medical Stores Depot
 

With the commissioning of Integrated Rural Health Complexes it
 

is anticipated that the workload at the Medical Stores Depot
 

will increase. The suggestions described below will alleviate
 

a bottleneck at this level.
 

2.4.1. Reorganization Study of the Medical Stores Depot - When
 

the budget gap is filled and as the proposed kit system
 

is adopted, the Medical Stores Depot should be reorgani­

zed. Therefore at this stage reorganization study of the
 

Medical Stores Depot is recommended. In the reorganiza­

tion study it is recommended that emphasis be placed on:
 

a) 	How the supplies are grouped and stored in the
 

sections to facilitate kit assembly and packing.
 

b) 	The division of work so as to lower the operatiqnal
 

costs.
 

c) 	 How to determine economic order quantities so as 

to strike a balance between hospitql requirements, 

the requirements for kits and suppltnentary require­

ments for rural health facilities. 
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d) Time and motion study of the different work
 
should be performed
 

operations/to determine staff requirements
 

for 	each section of the depot.
 

2.4.2. 	The solution to the Accommodation Problem - In order to over­

come the shortage of acconunodation, it is suggested that
 

a) The present accommodation for Medical Stores
 

Depot should be acquired from the Food Depart­

ment on a permanent basis, so that the necessary
 

alteration/additions to increase the storage space
 

may be carried out according to the requirements
 

of the depot.
 

b) 	 Another godown should be acquired from the Food
 

Department. This will increase the available
 

area for Medical Stores by 929 sq. meters.
 

c) 	 The godowns now being used have a ceiling height
 

of about 8 meters. The engineering feasibility
 

of coverting them into a double story by placingj
 

a slab at a Leight of 4 meters from the floor should
 

be determined. If feasible this would double the
 

space available to 9,300 sq. meters.
 

2.4.3. 	 The Solution to the Budget Problem (MSD) - The Medical Stores
 

Depot budget discrepancy is a major cause of short supplies
 

from the depot. This discrepancy could be removed by adopting
 

one of the following recommendations:
 

a) 	 The budget for the Medical Stores Depot should
 

be on a par with the allocations of budget for
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the health facilities that is reserved for
 

purchases through Medical Stores Depot.
 

b) 	 The budget of the Medical Stores Depot should
 

be on a revolving basis so that the Medical
 

Stores Depot could turnover its trading budget
 

three or four times every year.
 

2.5. UNICEF Assistance
 

From the observations and findings it is evident that':
 

a) 	UNICEF assistance of recurring nature is creating
 

a dependency syndrome and results in the Govern­

ments paying little attention to the areas where
 

UNICEF assistance is available (especially the
 

Maternity and Child Health Services).
 

b) 	 UNICEF assistance of a capital nature is being
 

underutil.L3ed or not utilised.
 

c) 	 Separate accountability for UNICEF drugs and
 

supplies and equipment requires additional
 

unnecessary clerical work.
 

d) 	 Inventory shrinkages are also reported to occur
 

for UNICEF supplies.
 

e) 	Supply of 'Dai Kits' need special attention-because
 

short supply of these kit5 results in underutiliza­

tion of the trained Dai.
 

f) 	Assistance needs to be manitc .a more closely by
 

UNICEF staff.
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g) Assistance with setup, operator training and
 

capital equipment
preventative maintenance for 


needs to be provided.
 

h) 	 Program Officers do not have ampal time for
 

field visits to appraise progress of programs.
 

This may result in underutilization of donor
 

assistance.
 

The 	above mentioned conclusions indicate the need for the government
 

to encourage restructuring of UMICEF assistance.
 

2.5.1. Role Reversal: A Solution to the Dependency Syndrome - A Solu­

tion to the dependency syndrome will require actions by UNICEF
 

and the Government of Pakistan, both individually and jointly.
 

A conditional role reversal is recommended as a solution for
 

this syndrome. Conditional role reversal means that UNICEF
 

should be encouraged to assume the responsibility for financing
 

an
expenditures of a capital nature through contribution of 


to or more than the present recurring UNICEF budget
amount equal 


on the condition that the government will assume the responsibi­

lity for financing the expenditures of a recurring nature. Assis-


It may be
tance of non-consumable nature may take many forms. 


in terms of financing the construction and initial equiping of
 

Integrated Rural Health Complexes and Maternity and Child Health
 

Centres. Another opportunity thait could be expored is the cons­

truction, equipping and start-up of a drug manufacturing facility.
 

This would enable Pakistan to eventually become self sufficient
 

in drugs.
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Role reversal.is recommended for the following reasons:
 

a) 	Expenditures of recurring nature are repititive
 

and continue year after year with limited self
 

development results.
 

b) 	 Expenditures of capital nature have an end point
 

in time and can, if desirable be linked to perfor­

mance on the part of the recipient.
 

c) 	 Expenditures of non-recurring nature can remain
 

constant over a period and ultimately, there
 

would be a downward trend in the expenditures of
 

non-recurring nature.
 

d) 	Role reversal will provide the health department
 

with justification for additional funds for recurr­

ing budgets.
 

e) 	Role reversal to capital programs will give UNICEF
 

more say in programs because c the strong partici­

patory incentives (recurring expenditures) on the
 

part of the government.
 

f) 	Since capital expenditures have an end point, the
 

demand for UNICEF assistance ultimately will decrease
 

and it will leave UNICEF with sufficient funds for
 

other important programs.
 

Assistance of a consumable nature has caused a dependency synd­

rome. It is rncommended that when the government request UNICEF
 

assistance that assiptance be directed toward the achievement
 

of 	self-sufficiency, i.e. helping the beneficiary stand on its
 

own.
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2.5.2. 	Constant Monitoring - It was observed that UNICEF or the 

government does not have regular evaluation and monitor­

ing systems to evaluate the impact of assistance received. 

Constant monitoring by the donor and the government is 

recommended for donor assistance and programs. 

2.5.3. 	Mobile Preventive Maintenance Workshops - UNICEF could 

assist the government by having a mobile preventive main­

tenance workshop for preventive maintenance of medical 

equipment. This is recommended because it was observed 

at many health facilities that most of the equipment is 

not used because of the lack of preventive maintenance, 

lack of replacement parts and lack of operative skill. It 

is also recommended that UNICEF should arrange some train­

ing courses for parameicals to develop their operative 

skills and kaowhow about the technical equipment provided 

to the health facilities. 

2.6. Distribution System
 

It was observed that distribution cost was given little considera­

tion in 	the system. In addition the absence of an appropriate
 

reimburseable system, distribution delays often occurred. There­

fore, a 	solution for the above mentioned problems is required.
 

2.6.1. 	 "Kit System of Drop-Shipment" for Efficient Distribution -


These deficiencies can be corrected by adopting the recomm­

.ended "Kit System of Drop-Shipment". Any number of kits
 

.,can be drop-shippid at a particular health facility because
 

each kit will contain the same quantity and mix of items.
 

Distribution will be easy because 75% to 80% of supplies
 

will be drop-shipped once or twice a year.
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2.6.2. 	Integrated Distribution System - It is recommended that
 

the distribution of the UNICEF Drug and Diet Supplement
 

Kit and other UNICEF supplies be combined with the kit
 

from the Medical Stores Depot.
 

2.7. Storage of Drugs and Medical Supplies
 

At present the storage of drugs and medical supplies at Rural
 

Health Centres and Basic Health Units does tiot create difficul­

ties because the volume of the available drugs and supplies is
 

low. However, with the increase in the volume of drugs and
 

supplies that will result by adopting the "kit system" c'ertain
 

improvements will be required for storage facilities.
 

2.7.1. 	 Categorical Arrangements of the Items in the Store - For
 

convenience in storage and retrieval, it is recommended
 

that drugs be stored on an accessible shelving system.
 

Items should be divided into categories which can be
 

quickly found by the storekeeper.
 

Division of the drugs into categories should be the same
 

as listed in the formularies, e.g. antibacterial, anti­

protozoan and antispasmodic etc. Arranging the drugs in
 

this way will not only facilitate the retrieval process
 

but will also piovide first hand knowledge about the
 

availability of various substitutes under each drug cate­

gory.
 

Similarly the drugs that are classified as narcotics
 

should be kept as a separate category. Supplies recently
 

received should be stored behind older supplies, so that
 

the older supplies are used first.
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2.7.2. 	 Staff Training for Vaccine Storage and Handling - The
 

potency of each vaccine depends on the temperature, and
 

time of storage. The higher the storage temperature, the
 

shorter the sheilf life of vaccines. Vaccines are also
 

affected by accidental freezing and defrcezing. Therefore
 

careful handling and reliable equipment is necessary to
 

maintain the potency of vaccines. It is recommended that
 

the storekeeper be trained to handle vaccines.
 

2.8. Audit, Accountability and Record Keeping
 

From the observations and findings it is clear that the audit trail
 

and control is adequate. However, since the audit trail for each
 

source is kept separately, many registers have to be maintained.
 

2.8.1. 	 Record Keeping for Drugs and Supplies - Elimination of vari­

ous registers and integration of various iniformation being
 

kept in them is not only necessary for reducing the work­

load but also, to get an appropriate picture of drugs on
 

hand at any point in time. Therefore, an integrated record
 

system is recommended for the accountability of drugs and
 

medical supplies. The audit trail and accountability
 

should be combined for the utilization of supplies from
 

different sources. To accomplish this purpose, the regis­

ter format shown in Figure 43 is recommended.
 

The recommended register identifies the sources of drugs
 

along with quantities received and gives the total for all
 

the drugs received in the balance column. The register
 

also shows issues made on the prescription of:
 

a) The Medical Officer
 

b) The Lady Medical Officer
 

264
 



RECOMMENDED EXPENSE BOOK FORMAT 

1.TILIZATION RATE•____ DRUG NAME
 
PER-MONTH DURING 1st Qtr. 2nd Qtr. 3rd Qtr. 'th Qtr.

1st Qtr. 3rQtAverage utilization rate per 

month (excluding the period
 

the drug was not available = 

.Mo,/DaysMon/Days Mon/Days Mon/DaysTHE PERIOD THE - The period the drug was not 
DRUGS WAS NOT 
AVAILABLE 
 available at the facility 

tduring the year. ­
a' 

RECEIPTS 
 ISSUES
 
Source Quan- Medical MT FMT 
 GENERAL Balance 

tity Officers 
 BHU RHC CHW 	Any Total
 
Other
 

IT 

'­



c) Medical Technician
 

d) Lady Health Visitor
 

e) General Category
 

The general category may include the issues made to the Rural Health
 

Inspector, to the Basic Health Units from the Rural Health Centres or
 

to the Community Health Workers by the Basic Health Unit. Recording
 

issues in separate columns will make it possible to check over-issues
 

or overuse of drugs.
 

This register also takes stock of the constraint or limitations on the
 

use of drugs which are sepcifically meant for vertical programs. For
 

example, UNICEF may not approve of drugs supplied for Lady Health Visi­

tors being used for other purposes. With the recommended system the
 

use of a separate register can be avoided because at year end, UNICEF
 
and '-otal
 

receipt totals /issues made on the Lady Health Visitors' prescriptions
 

can be compared to determine any discrepancies.
 

The recommended register will also provide first hand information on
 

shortages or surpluses of certain drugs and the period over which these
 

shortages or surpluses occured during a particular year. In additiQn
 

the new format will help Medical Officers in their supervisory function.
 

Medical Officers may check from the totals of issues column, the over­

use of certain drugs by Medical Technician. In this way Medical Officer
 

can control the Medical Technician bias for certain drugs.
 

At the top of the recommended Integrated Expense Book is a set of boxes
 

for writing in the utilization rate of the drug for each quarter of
 

the year and for periods during the quarter for which the drug was not
 

available. This will give the health facility staff information about
 

the stock position and utilization during the year. This will also
 

266
 



help when the Medical Officer visits Basic Health Units or
 

the District Health Officer visits Rural Health Centres by
 

giving them a check on excessively low or high utilization
 

rates for certain dr'ugs. 

For example, high usage at one time, or consistently high 

usage could be due to wasite or overuse, inventory shrinkages 

etc. Under the proposed system, anticipated stock depletion
 

rates can be calculated, so that special supply orders can be
 

placed in advance of the depletion date.
 

2.8.2. Drugs and Supplies Reporting System - It is recommended that
 

a quarterly reporting system for drugs and medical supplies be 

initiated for the purpose o1 monitoring and reshuffling supp­

lies from Basic Health Units where there is a surplus to facli­

ties within the complex where; a shortage, is anticipated. 

For example, high usage at ore time, or consistently high usage
 

could be due to waste, overuse, or inventory si.'4nkages etc.
 

Under the proposed system, the anticipated stock depletion date
 

both for the Basic Health Units and Rural Health Centres could 

be calculated so that special supply orders can be placed in 

advance of the depletion date. 

For this purpose it is recommended that all the Basic Health
 

Units in a complex send a q.arterly report to the Rural Health
 

Centre and a consolidated report be sent to the District Health
 

Office. The District Health Officer could then arrange for
 

reshuffling of drugs and medical supplies among the Integrated 

Rural Health Complexes within the district. The format of the
 

report to be sent from the Basic Health Units is shown In 

Figure 44. 
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FIGURE 44
 

QUARTERLY DRUGS AND SUPPLIES UTILIZATION
 

Basic Health Unit 

S.No. Essential Drugs Unit Utilization Rate Balance
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The reports from all the Basic Health Units should be entered
 

into the stock position register at the Rural Health Centre.
 

The format of the stock position register is shown in the
 

Figure 45.
 

The stock position register for the Integrated Rural Health
 

Complex 	will be a valuable decision making tool for the Medical
 

Officer. At a glance he will be in a position to know the uti­

lization at all the facilities in the complex for selected
 

drugs. 	The report will provide first hand knowledge of the
 

stock positon and utilization rate at different'Basic Health
 

Units. 	He can anticipate shortages before hand and can reshuff­

le items from the one facilities where utilization rate is low
 

to facilities where it is higher.
 

It is recommended that similar stock registers be maintained
 

at the District Health Office for recording average stock utili­

zation for each Integrated Rural Health Complex so that the
 

reshuffling of items between complexes can be accomplished by
 

the District Health Officer.
 
checks
 

2.8.3. 	Daily Cross Checks System - Daily crosssystem is recommended
 

as a check on inventory shrinkages. The idea behind cross
 

checks is that the drugs prescribed at the facility must match
 

the drugs dispensed from the dispensary. Under this system,
 

the Medical Officers and Medical Technicians at the health faci­

lity would be required to forward a report on the drugs prescri­

bed during the day to the Officer-in-charge of the health faci­

lity on a daily basis. Similarly at the end of the day the
 

dispenset.will forward a "report on the drug dispensed" to the
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FIGURE 45
 

STOCK POSITION REGISTER 

IRHC Quarter 

S.No. Drug Name Utilization Rate/Month 

Stock Position 

RHC BHU BHU BHU BHU Average for 
the Complex 
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Officer-in-charge of the health facility. The Officer­

in-charge of the health facility will see if the drugs'
 

dispensed are equal to the total of drugs prescribed by
 

various persons at the facility. These reports can be
 

prepared the same way as the entries in the present "daily
 

used medicines registers" are made. This procedure will
 

not create extra work because the need for two chits bear­

ing treatment prescribed can be reduced to one and entries
 

on the daily cross checks report can be made i'n a simpler
 

way.
 

Daily cross check system is also essential because in the
 

present sys*em the loophole is that fake chits can be
 

prepared add there is no cross check to the issue of drugs
 

from the dispensary, once the chit is issued.
 

2.9. Dispensing and Disbursement Procedures
 

From the observations and findings it is concluded that
 

a) 	 Rural Health Centres and Basic Health Units operate
 

as semi-independent components.
 

b) 	 A variety of dispensing procedures and practices
 

exist within the Rural Health Centres and Basic
 

Health Units.
 

c) 	 Some dispensing systemsand practices take'more of
 

the physician's time and divert the use of.his time
 

from treating patients.
 

Therefore a standard system is recommended to cope with the
 

problem'of under-utilization and diversion of the physician's
 

time.
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- The procedures
2.9.1. The Proposed System for Rural Health Centres 


for providing treatment and dispensing drugs to patients at
 

the six Rural Health Centres covered by this study are not
 

standardized. Many departures from the procedures documented
 

Therefore a stand­in observations and findings were observed. 


ard system is required to relieve the prescribing physicians
 

at the Rural Health Centres from cumbersome timeconsuming
 

practices.
 

The proposed system for the Rural Health Centre is shown in the
 

The proposed system integrates the dispensing and
Figure 46. 


record keeping system. When the patient visits the Rural Health
 

Centre, he or she will stop at the central registration station,
 

receive treament or be directed to the appropriate health worker
 

The health worker issues a chit showing diagnosis and treatment.
 

The patient then takes the chit to the Centration Registration
 

Station where the information is recorded on the out-door patier
 

At this station the perchee number is assigned, the
register. 


percheee fee collected and the patient is directed to the disper
 

After getting the drugs or treatment, th(
sar or dressing room. 


patient is released.. On revisits the patient has the chit recol
 

ded at the Central Registration Statio- and gets treatment from
 

the dispensary or dressing room.
 

The recommended system will eliminate the record keeping and
 

It will also allow other
dispensing by the Medical Officer. 

the
 

ahealth workers more time for~supervisory function and will be 

step toward integration of the semi-independent Lady Health Vis:
 

tor component into the operation of'the facility.
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FIGU'RE 46
 

DISPENSING SYSTEM FOR THE
 
RURAL HEALTH CENTRE
 

Dispensary/Dressing
 

W ica 
 i

OfficerJJMdca fie
 

NA Central Registration
 
MTDeskr
 

B B
 

A Al G
 

Legend
 

At point A - Patient enters the system 

B - Directed at the central registration desk to the 
health worker to be consulted 

C - Patient consults the MT/FMT. MT/FMT conducts a 
provisional diagnosis and decides the referral 
to the MO/FMO. If referral is not required, MT/FMT 
writes two chits bearing prescription and diagnosis 
if the patient is to be referred then MT/FMT writes 
a referral chit to MO/FMO. 

D - Patient takes the referral to MO/FMO. MO/FMO writes 
two chits bearing prescription and diagnosis. 

E - Patient takes the chits to the central registration 
desk where the chits are recorded, assigned a number 
perchee fee is collected. 

F - Patient takes the chits to the Dispensary or Dressing
 
room where patients given the prescribed treatment.
 
One chit is retained for record.
 

G - Patient ieaves the system with one patient retained
 
chit and the drugs.
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2.9.2. 	The Recommendel System for Basic Health Units - The size of
 

the facility and the caseload at the Basic Health Unit does
 

not justify a separate Central Registration Station for the
 
the
 

maintenance of/lout-door register, and collection of the perchee
 

fee. Under the proposed system, it is recommended that the
 

dispenser incharge of the dispeasary perform the above mentioned
 

functions along with dispensing,
 

Under the recommended system the patient will first visit the
 

Medical Technician who will exam ie the patient and issue a
 

chit bearing diagnosis and prescription and make an entry in the
 

cross-check report. The patient will take the chit to the dis­

pensary. The Dispenser will:
 

- record the chit in the out-door register
 

- collect the perchee fee
 

- dispense the drugs or treatment
 

On revisits the patient is not required to consult the Medical
 

Technician but can go to the dispensary where he will be recor­

ded as an old patient on the out-door register. The recommended
 

,procedure is shown in Figure 47.
 

2.9.3. 	Patient's Education About the Use of Drugs - It was observed 

that because.of the lack of adequate instructions to the patients 

lack of education of the patient about the drug use, poor reten­

,tion of instruction by some patients and strange Whims of the
 

patients about drugs that drugs are often misused.
 

To avoid this waste it is recommended that the Medical Officers,
 

Lady Health Visitors and Medical Technician properly instruct
 

and educate pat:ients about the use of dri'gs. It should be expla­

ined carlefully how to take the drugs. In cases where the Patients
 



FIGURE 47
 

Dispensing System for the
 
Basic Health Units
 

usper tY i 

AT D TA 

Legend.. ., 

At point A Patient enters the system 

.,,.B Patient consults the Medical Technician MT/FMT 
issues him/her two chits bearing diagnosis and 

treatment. MT/FMT records the drugs on daily 
cross check sheet. 

C Patient takes tile chit to the dispensary where 
the chit is recorded, assigned a number, perchee 
fee is collected. One chit is retained by the 
dispensary. 

D Patient leaves the system with one chit and 
treatment. 
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are illiterate and have poor retention, the use of figu­

rative explanation should be made. For exemple, the sun,
 

moon, star could be used to explain the time the drug is
 

to be taken. This is illustrated below. Reference to
 

prayer times could also be used.
 

Sunrise -1Z-


Noon -

Sunset ' , 

Night
 

2.10. The World Food Program
 

The World Food Program is regarded as an effective means of impro­

ving the nutrition status of vulnerable groups. However, the
 

program should be more fully integrated into the health care deliv­

ery system.
 

2.10.1. Prepacking of Supplements - It was observed that the distri­

bution of the World Food Programs supplies creates a heavy
 

burden on the Lady Health Visitor. The distribution usually
 

occupies her from 8:00 A.M. to 6:00 P.M. on the day of dist­

ribution. To reduce the workload on the Lady Health Visitoi
 

it is recommended that the prepacking of food supplements
 

into standard disbursible units be introduced. Prepacking
 

is only required for butter oil and dried milk. For the
 

distribution of wheat, proper cans and pots for measuring
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ration should be provided to each centre. Prepacking
 

and provision of measuring pots and cans will reduce
 

the workload on the Lady Health Visitor considerably.
 

2.10.2. 	Monthly Disbursements - it is recommended that the
 

disbursement of food supplement be made on a monthly.
 

basis. The disbursement on fortnightly basis usually
 

complicates the distribution problem and creates an
 

unnecessary burden. Whereas the same purpose could be
 

served with monthly disbursements.
 

2.10.3. 	World Food Program Supplies at Basic Health Units -


Storage facilities at the Basic Health Units arb not
 

adequate +n accommodate the supplies for even two
 

months. Because of the lack of proper storage facility
 

an efficient distribution system is required. It is
 

felt that the food program supplies for the Basic Heal­

th Units be kept at the Rural Health Centres and provi­

ded to the Basic Health Units three or four days in 

advance of the monthly disbursements. With the availa­

bility of transport at the Rural Health Centres, dist­

ribution 	of food supplement to the Basic Health Unit
 

will not 	be a problem.
 

2.11. Recommended Standard Equipment.List
 

Standard 	equipment list for RuralHealth Centres and Basic
 

Health Units was developed on the basis of the equipment utili­

zation survey and need analysis of addic-.onal requirements. In
 

developing the list of equipment and instruments, consideration
 

was given to the type of surgical operations to be performed at
 

the Rural Health Centres.
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1.1. 	 Type of Surgical Operations that May be Performed - When the
 

Rural Health Centres were commissioned under the old primary
 

health care scheme, no surgery was allowed. Gradually a more
 

enlightened approach was adopted an6 if a Medical Officer had
 

the knowhow and inclination towards surgery he was permitted
 

to perform it at the Rural Health Centre. On the basis of
 

interviews with health officials, it was concluded that if a
 

Medical Officer is inclined and has the skill for surgery he
 

should be allowed to use his abil ties.
 

It was observed that the following type of surgeries are being
 

performed at the Rural Health Centre:
 

MAJOR OPERATIONS
 

a) Eye - Cataract Removal
 

b) Abdominal - Appendectomy
 

- Chollecystectomy
 

- Caeserian Section
 

- Hernia Repair
 

c) Urological - Supra-Pubic Prostatectomy
 

- Removal of the Bladder Stone
 

d) Gynaecological - Dilatrition and curetting
 

e) - Piles
 

MINOR OPERATIONS
 

d) Incision and Drainage of Abscess
 

"b) Wound Repair
 

It is clear that 'when the equipment for these procedures is
 

,provided to Rural Health Centres, they will be underutilization
 

at some facilities. The need for developing a solution to this
 

underutilization is important.
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2.11.2. 	Recommended System for Optimum Use of Surgical Equipment -


Under the present system equipment and instruments supplied
 

to a Rural Health Centre for surgery become the property of
 

the centre whether a Medical Officer is posted there or not.
 

This results in underutilization of the surgical instruments.
 

It is recommended that the instruments for surgeries should
 

not become a possession of the Rural Health Centres and if the
 

Medical Officer does not have the skill or inclination for
 

surgery such supplies should be withdrawn and supplied to a
 

Rural Health Centre where these are needed or where a Medical
 

Officer has the skill level and inclinations for surgery. It
 

is recommended that sets for various surgical operations be
 

developed and kept at a central depot. These sets should be
 

supplied to Rural Health Centres where a Medical Officer is
 

posted and has inclinations for surgery. The set should be
 

issued from the central store and withdrawn when the post of
 

Medical Officer is vacant or a new Medical Officer posted to
 

such a facility does not have the aptitude or an appropriate
 

skill level for surgery Such a system will ensure'the opti­

mum use 	of a limited resources. Also, it will ensu.re the
 

proper preventive maintenance of the instruments when the setc
 

are withdrawn to the store.
 

2.11.3. 	 Minimum Equipment and Instrument Requirements for a Rural 

Health Facilities - The minimum equipment and instruments reqt 

irement for rural health facilities was developed considering 

the functions, roles and skill level of the staff that will b(
 

posted there. The requirements for various sections at the
 

Rural Health Centre, e.g. the laboratory, the labour room,
 

operation theatre etc. were developed separately on.,the basis
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of equipment utilization survery and the need analysis.
 

A recommended list of minimum requirements for instruments
 

and 	equipment for Rural Health Centres and Basic Health Units 

is given 	 in the Appendix IV. This list was developed given 

consideration to the following:
 

a) Lists should contain the items that would be
 

used at 	the health facility at least once 

during a 	 year. 

b) 	The items that are not now being used at the 

health facilities because of habit or lack of 

know-how but should be used, are included in 

the list. 

c) 	Items which were never used at the health facility
 

as shown by the utilization survery but their use is
 

anticipated during emergencies are also included in
 

the list.
 

This recomend list should be used as a working.,list for a
 

..committee of experienced Medical Officers. The-committee 

should decide on the items to be included in the final list 

and should review the list annually. 

2.11.44 	 Annual Ini:,entorying and Preventive Maintenance of Equipment 

Instrument - It is recommended that all the equipment and 

instruments be inventoried annually and wornout or rusty inst­

ruments should be replaced or repaired. It is also recommen­

ded that adequate stock of replacement parts for various 

electro-medical equipment be maintained so that replacement
 

of various components of instruments .,nd equipment can be
 

quickly preformed.
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2.11.5. 	Clarify policies and Procedures - It was reported
 

that surgeries are not allowed at the rural health
 

facilities but still various kinds of surgeries are
 

being performed at these facilities. Moreover, a
 

variety of instruments for various kind of surgeries
 

have been provided to these facilities. The point is,
 

if the surgeries were not to be allowed at the Rural
 

Health Centres, why were instruments supplied to rural
 

health facilities. It is recommended that this policy
 

be clarified.
 

During the field visits, it was observed that many Lady
 

lI.. th Visitors do the dilatrition and curetting. It
 

should be noted that the Lady Health Visitors were
 

never taught this procedure during their training. It
 

is recommended that either the Lady Health Visitors be
 

properly trained in the above-mentioned procedure or
 

that these procedures be prohibited.
 

Such practices can be best checked by adopting the
 

recommendation on withdrawal of a set of instruments
 

when a Medical Officer or woman Medical Officer is not
 

posted to a Rural Health Centre or does not have the
 

skill or aptitude.
 

2.12. Drugs and Medical Supplies
 

2.12.1. 	Standard Drugs List with Minimum Required Quantities -

A recommended minimum standard drugs and supplies list 

for Rural Health Centres and Basic Health Units was 

developed keeping in view the existing drugs and supp­

lies that were available, the cost and efficacy analy­
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sis of different type of drugs and on the skill level and
 

training of the Medical Technicians who are to be posted at
 

these facilities. In developing the lists, consideration was
 

given to frequency of occurance of various diseases and to the
 

referral system. Ensuring the availability of an appropriate
 

variety of drugs at each level in a Integrated Rural Health
 

Complex makes possible better treatment at a higher facility,
 

if the patient is not cured at the lower tier in the system.
 

Since the budget for drugs and supplies is limited, a better
 

mix o items can only be decided by a careful analysis so as
 

to avoid shortages of necessary items and surpluses of items
 

which are used infrequently. Cost of treatment was one of the
 

major decision variable for the selection of the items to be
 

included in the standard drug lists.
 

The recommended standard drug list for Rural Health Centres
 

and Basic Health Unit is shown in Appendix V. The list is
 

arranged by type of drugs with those drugs recommended and
 

most essential for Basic Health Units marked by an asterisk 

(*). The entire list is recommended for Rural Health Centres. 
by a committee of Medical Officers
 

This recommended list should be used/to develope a final list
 

and to determine the contents of "drug kits".
 

2.12.2. 	Drugs and Supplies Required by Community Health Workers - There
 

will be two community health workers, one male and one female
 

per 1000 of population. From the training modules for the Comm­

unity Health Workers, their diagnostic skills and curative abi­

lities for various common clinical problems were identified.
 

To arrive at the quantities required of each treatment per
 

year per 1000 population, the probable number of cases for each
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clinical problem per 1000 population per year in different geographic
 

areas (designated Rural Health Complexes) was determined. The probable
 

number of cases was arrived at on:-the basis of the abstract reports and
 

the estimates of the Medical Officers, Medical Assistants, Medicbl
 

the District Health Officers of the respective area
Superintendents and 


for unreported cases,
 

Expected average number of cases per 1000 population per year for expec­

ted clinical problems is given in Table 22. It was observed that there
 

is only a 20% to 30% variation in different geographic areas. On the
 

basis of the expected caseload and treatment per patient per average
 

cure period, quantitie. of various treatments required per year was
 

calculated
 

It is recommended that the drugs shown in Table 22 be provided to the
 

Community Health Workers on a nionthly basis, and that a provision for
 

these supplies in the drug budget of the health facilities should be
 

ensured. The Commlunity Health Worker should come to the health facili­

ty to pick up supplies oncE a month. There is an advantage to using
 

this supply method as it c-eates an additional circumstances wheai the
 

Medical Technician cculd communicate-with the Community Health Worker
 

about developments in the village and could provide continuing education
 

on the use of drugs. An Clternative distribution method would be for
 

the Medical Technician to 6eliver the supplies to the Community Health
 

Workers when visiting the village. Issues to the Community Health
 

Workers should be recorded in the expense book of the issuing facility
 

and each Community Health Worker should keep an Expense Book for
 

each quarter showing the drugs received by him. Format of the Expense
 

Book is shown in Figure 48. The recording of the drugs dispensed is
 

not required because the audit trail can be easily established by
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RECOMMENDED DFJGS AND SUPPLIES
 
COMMUNITY EEALTH WORKERS
 

S. Common Clinical .Treatment Treatment Treatment per Average No. Quantity Provided
 
No. Problem Period Patient per of Cases Required By
 

Average Cure per 1000 Per Year
 
Period Population


Per Year
 

1. Conjuctivitis Tetracycline 
 4-5 days 1 Tube 50 50 Tubes Govt.
 
Ointment
 

2. Infected skin Salt Water 	 70 
 Local
 
Lesion
 

3. Scables Benzyl Benzoate 2 days 4 Ounce/ 35 500 Govt.
 
Patient Ounce
 

4. Round Worm. Piperazine 1-2 days 8 tablets 100 800 Tab. Govt-

Infestation 
 (single doze
 

5. Peneumonia Penicillin Tab. 	 1/2 ta?.pd r 50 50 Tab. Govt. 

to j 
6. Malaria Chloroquine 	 Presumptive 60 200 Tab Govt..
 

tdoze 4 tab.
 
Orefer to BHU)
 

7. Pediculosis Benzyle Benzoate 1 day 1/2 ounce per 
 30 Govt.
 
treatment
 

(ounce)
 
8. WoundBurns etc. Gentian Violet 2-3 days 1/60 pound 100 5 pounds Govt,.
 
9. Severe Burns(for Bicarbonate of 	 100 2 lb. 
 Local
 

Rehydration) Sodha
 
10. Diarrhea 	 Salt Water 
 300 Local
 

Sugar Solution
 
11. 	Pain Fever Paracetamol, 2 days 4 tablets 100 400 tab. Govt.
 

Dispirin
 

EXTRA SUPPLIES FOR FEMALE COMMUNITY HEALTH WORKEk
 
1. Pregnancy Ante- - Folic Acid 3 months 45 4000 Govt. 

natal Prenatal Tablets (Throughout
Care 	 pregnancy
 

diet supp­
lement)
 

2. Pregnancy Ante- - Iron Tabs. 2-3 Tabs 45 2000 Govt.
 
natal Prenatal
 
Care
 



FIGURE 48
 

COMMUNITY HEALTH WORKER
 
EXPENSE BOOK
 

Name of the Drug ----------- ------


MnOith Rebeipt Issues Balance No..of cases
 
Drug was given
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comparing the drugs dispensed with number of cases seen by the Community
 

Health Worker.
 

It is also recommended that 'there should be flexibility in issuing drugs
 

to the Community-Health Workers. If a Community Health Worker shows
 

good performance and needs more drugs, he should not be denied. Never­

theless the Medical Technician should review the items and quantities
 

requested rather sympathetically. Any questions or changes should be
 

throughly discussed.
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X TRANSPORTATION EQUIPMENT AND FACILITIES
 

AND COMMUNICATIONS INFRASTRUCTURE
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1.0. OBSERVATIONS AND FINDINGS
 

1.1. Road Conditions ind Distances
 

There are very few metalled roads in rural areas that are suit­

able for public transport vehicles such as buses, wagon or taxi
 

-cabs. Even kucha roads which can be better described as dusty
 

tracks cannot be used throughout the year because rains leave
 
maintenance of these
 

them impassable. Little or noLtracks is provided.
 

Community Health Programs for providing health education and or
 

prevention of disease are to be located in villages within a
 

convenient distance of a Basic Health Unit. These programs are
 

to be manned by Community Health Workers who treat minor cases
 

requiring first aid and provide preventive services. Cases requ­

iring further attention will be referred to a Basic Health Unit
 

which is located from 2 to 6 Kms from the village.
 

Rural Health Centres are located an average of 15 kms from Basic
 

Health Units and are usually located close to metalled roads.
 

District Headquarter Hospitals are at an average of 40 Kms from
 

Rural Health Centres. Exact distances from Basic Health Units
 

to Rural Health Centres and from Rural Health Centres to District
 

Headquarter Hospitals for the six district covered by this study
 

are shown in Table 23.
 

1.2. Usual Mode of Transport
 

1.2.1. 	Staff.'Visit - Transport available at the Rural Health
 

Centre or Basic Health Unit level for the staff to visit
 

Basic Health Unit or Villages is very limited. This
 

limits the staff in supervision, patient consultations,
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TABLE 23
 

D3.stances from BHU to RHC and
 
RHOC to District Hospital
 

District. Name of Centre Distance from 
DHQ Hoppital 

Distance 
from RHC 

*Sialkot RHC-Chawira 29 Kms 

1) 

2) 

3) 

4) 

Partanwali 

Kotle Sayyadan 

Badiana 

Pindi Bhaggo 

16 

33 

19 

-

32 Kns" 

5 

9 

19 

Sheikhupura RHC-Warburton 

1) Bahuman 

2) Laggar 

3) Feroz Wattan 

4) Mor tanpur 

10 

12 

35 

25 

72 

-

9 

12 

6 

16 

Gujrat RHC-Lalamusa 

1) Punjam 

2) Kiranwala 

19 

24 

22 

-

9 

8 

JZnang RHC-Stah J-)wana 

1) Haveli Sheikh Raju 

2) lcbal Naggar 

3) Inayat Pur 

4) Ratter Matter 

32 

29 

29 

51 

42 

:22 
21 

19 

0 

Bahawalpur RHC-Uch Sharif 

1) Budhuwali 

2) Haiderpur 

3) Bhualla Jullan 

4) Noonari 

.80 

90 

85 

96 

69 

9 

9 
20 

22 

D.G. Khan RHC-Choti Zareen 35 -

1) 

2) 

3) 

Mana Ahmeddani 

Memori 

Choti Bala 

29 

19 

-

21 

12 

29 
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health education, etc.
 

Lack of transport is one of the main reasons why Medical
 

Officers in Rural Health Centres rarely visit Basic Health
 

Units. The lack of frequent visits results in inefficiency
 

operation of the Basic Health Units. V±3its would enable the
 

Medical Officer. to observe deficiencies in the management and
 
., : , . .. •. , 

he could hold the staff accountable. In addition visits would
 

boost the morale of the local population because they would
 
have(*greater confidence in a qualifibddoc'6.:"At t1e' safetime 

during visits the Medical Officer 'cbuldPp-dideiimfiediatemei­

cal attention to the needy and help i'npzf6v 'diahngOdid';hd treat­

moat by, the Medical Technician., . 

Inadequate transpdrt faciIiti'W 'hli' cbhftkte6"th6 !1JdyHealth
 

Visitors to their centres or units and they are unablelto visit
 

rior ev,eb.:to reach, aome areas IA.nemeencqs. For. elffetive health 

care iti:is important that Lady Health, Vis3tor#s visit the villa­

ges .for health ed cation and child care and for the treatment 

women and children under the age of five. In a few excep­

,,Aton .the Lady.Health Visitors walk to the villages, accompanied 

4.4yy ,.other fe lal,e member of the staff (mostly dai). In most 

cases It is neither safe nor convenient and is even objected to
 

by the orthodox village folks for women to visit houses alone.
 

Rural Health InspectoTnd Sanitary Patrol have bicycles for
 

visits. However, they only visit rural areas In fair weather.
 
This is because during the rainy season
 

/it is difficult or even impossible to ride a bicycle.
 

1.2.2. Transporting Patients - Common methods of transporting patients 

tom the villages to Basic Health Unit are : 

a) Charpoys (Cots)
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b) Bullock Carts
 

c) Horse/Camel
 

d) Tractor Trollies
 

e) Horse driven tongas
 

Charpoys orcots are used by those patients who are very poor and ca
 

not afford, ther typqs of transport. Transporting a patient on char
 

poy require four persons as carriers.
 

Some families own abulloak,_cart mainly for transporting farm produc 

When a person.in these families require medlcal.-attention he Is take 

to the basic health: facility in this cart. 

Some families own horses or camels that are pri'marily:used-as work a 

inalS. When necessary these animals are used to trensport pick membe 

of, the't !amily'. 

Tractor trollies are owned by a few well-to-do familities and is the
 

fore not a very common mode of transporting.patients.
 

Horse driven carts or tongas are available in most of the villages t
 

they are rarely available in the central part of the village. They
 

mainly parked at their stands which are from 2 to 4 Xms away. It we
 

learned that hiring a tonga costs between Rs.lO-15 depending on the
 

distance.
 

The usual mode of transport from Basic Health Unit to Rural Health
 

Centre or District Headquarter Hospital are :
 

a) Tongas. c) Buses
 

b) Taxis d) Trains
 

Once the patient is transported to the Basic Health Unit the necesse
 

medical care is provided. If a case is serious and requires referre
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to a Rural Health Centre, it is difficult for the patient to
 

reach the centre or hospital. Valuable time is lost due to
 

inadequate transport to these facilities. A metalled road is
 

usually from 4 to 6 Kms from the Basic Health Unit and the
 

patient has to be transported to the main road by the same mode
 

of transport which was used to reach the Basic Health Unit.
 

From the main road public transport facilities like buses, taxis,
 

.wagons 	etc. is usually available.
 

Buses are the cheapest mode of transport but they are usually
 

overcrowed and do not operate on a regular basis. Unfortunately,
 

due to the transport situation patients find it easier and
 

most convenient to go to District Hospitals, bypassing.. the
 

Rural Health Centre. This breaks the referral chain and shifts
 

the workload of Rural Health Centres to District Hospitals which
 

are already working at near capacity.
 

Use of taxis is a very expensive mode and is not always readily
 

available. Hiring a taxi from a village to Rural Health Centre
 

or District Headquarter Hospital costs about Rs.100-150.
 

Trains are also one of the available modes of transport, Because
 

Of limited access and frequency of service this mode is rarely
 

used for movement of patients.
 

1.2.3. 	District Health Offices - Transportat the District Health
 

Office in many districts is either not available or is not in
 

good working condition. Jeeps or pickups where available were
 

originally sanctioned for Assistant District Health Officers
 

who were required to visit Rural Health Centres in their dist­

rict op a regular basis. Because of a shortage of doctors
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these posts:have been lying vacant for several years. In
 
the 

many cases/District Health Officer is using the vehicles 

sanctioned for these post,, 

1.2.4. 	hural Health Centre - The hural Health Centris aire manned 

by doctors and a staff of support personnel', however, the: 

movement is restricted due to non-availability 'df proper 

transport. At the time these teentres were established in 

the 1960's they were provided a vehicle. Bu't'Iack of funm 

"for the replaement of vehicles has deprived,,mqnt of the 

Rural Health Centres of a vehicle. The vehicls, that are 

still in service are in such poor condition that' they car 

neither be used for transporting patientsonorfr"' supervi 

sion 'purposds. They are slow, have high fuel,consumption 

and high maintenance cost. At present Rural .Health Centrc 

are provided with an average of two bicycles for use by
 

Rural Health Inspectors and Sanitary Patrol for.-v.isiting 

rural aieaa. 

1.2.5. 	 'Basic Hcaith Unit - The only -transport available at Basic 

Health Units is one or two bicycles. The staff- these 

units usually remain at their place of duty.. an rarely 

visit the villages in their area. 

Vehicles that, were available at the time 1h 'udy ias 

completed In the six districts is Mhownin"Thlbi 24. 

1.3. Budget Provisidns
 

The district budget allocations.are 0pAced at..e.disposal o
 

District Health Officez who in turn.,make prpvPsions for the 

various Rural Health Centres, Basic Health Units, Sub-centres,
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TABLE,24 

Vehicles Available 
Six Districts in Punjab 

Districts Vehicles Conditions 

Gujrat 

id 

DHO Jeep 1971 model On road 

ADHO (Kharian) Jeep 1964 model On road 

RHC (Lalamusa) Jeep 1962 model On road 

Bahawalpur 

DHO pickup 1964 model Off road,,unservici 
4ble-, replacement 
demanded. 

RHC (Uch Sharif) Jeep 1961 model On road, not in go( 
working condition. 

D.G. Khan 

DHO 

RHC (Choti) 

Jhang 

DHO Jeep 1964 model On Road 

ADHO V.W. Car'"964 model Off road, poor
working condition 

RHC (Shah Jewana) 

Sheikhupura 

ADHO V.W. Car 1974 model On road 

RHC (Warburton) Jeep 1951 model Off'-poad 

Si alkpt. 

DHO Land Rover 1975 model On road 

RHC (Chawinda) 
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Maternity and Child Health Centres and Dispensaries under their juri'
 

diction. With the exception..of Uch Sharif in Bahawalpur district and
 

Lala Musa in Gujrat district, vehicles were not available at any of t
 

six Rural Health Centres or Basic Health Units covered by this study.
 

These locations are sanctioned budget for petrol, oil lubricants and
 

maintenance which ranges between Rs.2,000 to Rs.2,500 per annum. 
The
 

Rural Health Centres were provided vehicles in 1960's and obviously
 

their fuel consumption as well as maintenance charges are much highe
 

than the sanctioned budget.
 

Each District Health Officer is sanctioned between Rs.2,500 and Rs.3,
 

per annum for operating and maintaining a vehicle. This is usually mu
 

less than the actual expenses because the District Health Officer is
 

incharge of all, health facilities (except District Headquarters Hospi
 

within a district. As such he has to tour a lot for supervision and
 

trol of these institutions. The actual cost is usually between Rs.15
 

and Rs.20,000. The deficit between the sanctioned budget and actual
 

expenditure is met from funds allocated for other purposes such as pu:
 

ase of drugs and supplies.
 

1.3.1. Procedure for Disbursement of Funds - The Finance Department
 

- releases a lumpsum amount for health services to Directorate ( 

Health Services at the beginning of each fiscal year. The Dir(
 

torate of Health Services makes the annual budget allocations
 

the divisiors or districtsduring the month of August. The Depu
 

Director or District Health Offices provides budgetary funds
 

to the Rural Health Centres, Basic Health Units, Sub-centres,
 
Tehsil
 

Maternity and Child Health Centres, Dispensaries andHospital
 

in the district. The District Health Office prepares a state
 

ment of excesses and surrenders on a semi-annual basis at the
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-end ,ofOctober and March. 
Purpose of this statemant is
 

to show whether the allocated budget is short of actual
 

requirements or if there is an excess of. funds.
 

The District Health Officer after scrutinising these
 

statements either surrenders the surplus or asks for
 

additional funds with reasons andqjustificatton for :the
 

action.
 

Rural Health Centres are not authorised,to drqw cash for
 

operating expenses. Instead they can make purchases on
 

credit and transmit the bills to the District Health
 

Office for disbursement. This means that the Rural Heal­

th Centres and Basic Health Units have to refer to the
 

District Health Office for making payment when needed.
 

1.4. Maintenance Facilities
 

The budget provision for vehicle operation and maintenance of
 

Rs.2,500 for Rural Health Centres and Rs.3,500 for District
 

Health Offices is not sufficient to meet the requirements and
 

intefact most of it is spent on Petrol, Oil and Lubricant (POL)
 

leaving little funds for the maintenance, repairs or replacement
 

.'of worn out parts. This results in "off the road" vehicles at
 

the Rural Health Centres and District Health Offices.
 

1.4.1. Workshop Facilities -.A mechanic is posted at each Dist­

rict Health Office to attend to minor repairs. Thls
 

mechanic is a fulltime paid employee of the Communicable
 

Disease Control (CDC) workshop which is now under .the
 

District Health Office. 
Prior to 1977.the CDC program
 

(previously Malaria.Eradication Program) was independent
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of the District Health Office. 
In most cases the workshop has only
 

one mechanic and he-is not properly equipped. Even common tools,suc
 

as spanners, pliers, hammer, screw-drivers etc. were not available.
 

Even minor repairs were carried out at the local private repair shop.
 

with the mechanic serving as driver to deliver the vehicles for repa:
 

For'major repairs there are workshops at the divisional (in Punjab) i
 

'the provincial level.,,At the divisional level there are workshops ii
 

a) Multan c) Bahawalpur
 

. b) Sargodha d) Rawalpindi
 

These workshops have the facilities for complete overhaul of engines
 

but lack facilities for machining, denting and painting. 
These work­

shops repair vehicles for the District Health Offices, Divisional
 

Directorate and other vehicles which are available within the divisic

I-., 

The staff at divisional workshop (Except Multan) is shown in Table 25
 

Since the shop in Jultan is combined with the CDC shop it is somewhat
 

better staffed. 
The staff for this shop is shown in TaIele.96.
 

Whenever a vehicle is sent to a divisional workshop it is inspected
 

bVYk'the driver, who'submits a defect report to the Deputy Director for
 

review. 
The report is then sent to the transport officer who esti­

mrates'tthe cost of repair and the needed spare parts. 
A: list of the
 

spare parts is sent to the provincial workshop. If available in the
 

provincial workshop store, the parts are issued to the concerned
 

division. 
 If parts are not available a certificate is issued which
 

enables the divisional office to buy the parts from the local market.
 

'The divisional office is not authorised to buy spare parts for more
 

than Rs.100,without prior approval . In order to buy spare parts 

Afrom the local market, tenders are issued to the suppliers and quota­

'4ions'are invited and the lowest bidder is given the' order. 
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TABLE 25
 
Staff at Divisional Workshooi'
 

(Except Multan)
 

Staff Strength NPS
 

Mechanics 3 5
 

Cleaner 1 1
 

Fitter 1 1
 

TABLE 26
 

Staff at Multan Division Workshop,
 

Staff Strength NPS
 

Transport Officer (Vacant) 16 

Foreman 1 8 

Senior Mechanic 2 8 

Junior Mechanic 24 

Junior Electrician 1 5 

Welder 1 . ,> . 

,-Trimer 1 5 

Tin Smith 1 5 

.Workshop Boys 3 1 

The spare:parts are bought on credit and the bill istrhnsmitted to
 

* the resp66tive District Health Oiffice for disbursement. "Meanwhile
 

the repair of the vehicle is started in order to save time.
 

. At the prbVlncial level in Punjab, there are 
two separate workshops
 

Sone at CDC aid the Qther at the Health Directorate. ...Both the wor'k­
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shops are in Lahore. 
Even though CDC has been integrated with health
 

services the wor'ishcpsstill operate separately.
 

HEMO (Health Equipment and Maintenance Organization) workshop is loca
 

ted at the Directorate. It was established in 1967 with assistance
 

from UNICEF. The CDC (Communicable Disease Control) workshop which
 

was established in 1963 with assistance from USAID is located at the
 

CDC office. Both workshops are now under the control of the Health
 

Directorate.
 

HEMO workshop attends to general overhauling of engines.,differentials
 

gear boxes and brakes. The shop also provides minor repair 
services
 

such as tunningoil changing, greasing, servicing batteries, electric
 

hor -.
repair, changing of bulbs, etc. 
 The workshop is equipped with
 

the following
 

a) Compressor e) Tanger (battery charger) 

b) Grinder f) Jacks 

c) Drill Machine (Hole Master) g) V.W. Engine Fixer (stand) 

d) Table Vice 

Staff at the HEMO workshop is shown in Table 27.
 

This shop does not have a permanent officer for supervision and tech­

nical guidance. 
At present it is under the control of a medical doct,
 

who does not have the required training to look after the'shop. The
 

post of provincial chief has not been filled on a permanent basis
 

because of the lack of interest by experienced electricil or mechanici
 

engineers. Only Inexperienced engineering graduates can be found for
 

the post.
 

..,here.are. approximately 600 vehicles in use by the Punjab Health Depai
 
tment that use this shop for major and minor repairs. Vehicles needir
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TABLE 27
 
HEMO WORKSHOP STAFF
 

Staff Strength NPS
 

Provincial Chief 1 18 

Spare Parts Manager 1 11 

Foreman 1 8 

Mechanics 5 5 and 8 

Fitters 5 4 5 

Helpers/Cleaners 4 1 

Carpenter i 3 

Auto Electrician 1 1 

major repairs are sent to this shop from all over the province. Each
 

vehicle is inspected and a cost estimate prepared, including spare

These estimates
 

parts required. /show spare parts which are needed and are available
 

in the store, spare parts which have to be purchased from the local
 

market and the machining to be done in 
the local market, These esti­

mates are put up on a demand form which is sent to the concerned depart­

ment for payment. As soon as the department releases funds the repair
 

of the vehicle is started. 
 It was found that the offices concerned
 

delay in Making payment or responding to demand forms. 
This requires
 

repeated reminders and often delayed the repair of the vehicle.
 

Repair facilities are available at the CDC workshop for denting, pain­

ting, electrical, and complete overhauling. Facilities for Camshaft
 

grinding, valves seat grinding and fitting are not available. The
 

workshop is equipped with the following equipment:
 

a) Lathe c) Valve tuning machine
 

b) Drum tuning lathe d) Bench drilling machine
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e) Battery changer i) Self testur 

f) Compressor j) Coil tester 

g) Arc welding set k) Hydraulic press 

h) Spark plug touching machine 

This workshop is divided into sections for carrying out various ty,
 

of,repairs. The sections are
 

a) Engine shop 


b) Machine shop 


c) General repair shop 


d) Electrical shop 


e) Denting shop 

f) Painting shop 

g) Upholstry shop 

h) Black smith 

Staff at the CDC workshop is shown in Table 28.
 

TABLE 28
 
CDC WORKSHOP STAFF
 

Staff 


Transport Officer 


Foreman 


Senior Mechanics 


Junior Mechanics 


Senior Electrician 


Junior Electrician 


Trimer 


Black Smith 


Carpenter 


Denter/Welder' 


Painter 


Turner 


Storekeeper (General) 


Tin Smith 


Workshop Boyb 


Strength NPS 

1 16 

1 8 

3 8 

7 5' 

8 -:1 

1 

" 5 

5: 

. 1 5 

1 

.2 

5 

5 

1 5 

1 5 

1 

2 

3 
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The CDC workshop is controlled by a transport officer,
 

who is an Associate Engineer of Automobile Technology
 

with 20 years experience. He has worked as transport
 

officer of CDC since 1965 in NPS 16.
 

Thirty percent of the vehicles assigned to CDC are
 

repaired by the divisional workshop in Multan. This
 

workshop previously repaired only CDC vehicles. Since
 

its integration into the Health Department workshop all
 

the vehicles needing major repairs are sent to the provin
 

vial workshop. The driver submits a defect report and
 

the vehicle is inspected. The required spare parts are
 

requisitioned from the woxkshop store. Spare parts which
 

are available in the store are released against the.
 

rfquisition for replacement while parts which are not
 

available are purchased from the local market. The CDC
 

workshop has adequate funds and repairs are usually comp­

leted without delay.
 

1.5. UNICEF Vehicle Policy
 

UNICEF has provided vehicles for various developm6nt and social
 

uplift program activities in Pakistan for many years. The
 

government submits a request to UNICEF spelling out their vehicle
 

requirements and the benefits that will accrue. UNICEF scrutini­

zes the request and arranges for the provi:ion of vehicles for
 

approved purposes. UNICEF has supplied vehicles for various
 

programmes including family planning, primary health care and
 

social welfare.
 

The vehicles are provided for' specific project or programme
 

and not to any particular place or person. The allocation of
 

303
 



vehicles to places or persons becomes the responsibility of the
 

government which determines the priorities.
 

Spare parts for each vehicle are provided for a period of two
 

years. After two years it is the responsibility of the govern­

ment to purchase spare parts. The spare parts,donated by UNICE
 

for the vehicles for health programmes are stored at Health Dir
 

torate Workshop. The two year supply of spare parts for 
vehicl
 

provided by UNICEF against requirements of various projects and
 

programmes are made available to the workshop that is required
 

repair the vehicles.
 

In addition to provincial and divisional workshops equipment ft:
 

mobile workshops in Multan, Khairpur and Quetta divisions was
 

donated. These mobile workshops functioned well till 1967 and
 

thereafter service begain to deteriorate due to a lack of vehic.
 

replacements and funds for spare parts.
 

UNICEF policy requires that all vehicies provided remain the pr(
 

erty of UNICEF and when rendered unserviceable are auctioned.
 

Replacement, however, is not the responsibility of UNICEF and il
 

.is up to the project or program to make arrangements for replac
 

ment from their own resources.
 

'1.6. 
 Need for Communication
 

Communication is one of the basic requirements for establishing
 

and maintaining liaison between various tiers of Integrated Rurc
 

Health Complexes. Lack of communi.,ation facilities is a seriovE
 

problem and will become more of a liability with the organizatic
 

of additional Integrated Rural Health Complexes. .Also,lack of
 

communicationlwill require increased use of transportation for
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.
the 	accomplishment of many simple administrative dcaIa N .. 

would otherwise be -ttended to via telephone or two way radio.
 

Communications is the "Life Blood" of the Rural Health Delivery
 

System and is the most convenient way to maintain referral patt­

erns and solve day-to-day administrative problems. Ix fact the
 

absence of adequate communication results in a feeling of isola­

tion on the part of the staff at remote facilities and conitributi
 

to the problems associated with recruiting 'and retaining skilled
 

personnel for these posts. Obviously communications facilities
 

can 	supplement or in some cases replace the need for transporta­

tion at less cost.
 

Communications facilities are essential for the following
 

reasons:
 

a) 	 Timely access to the Medical OkUftcer by
 

Medical Technicians for assistance with
 

patients consultations.
 

b) 	 Routine supervision requirements of the
 

staff working at Basic Health Units and
 

Rural Health Centres. 

c) 	 Save valuable time and increase efficiency
 

in handling administrative problems inclu­

ding provision of life saving drugs or other
 

supplies needed in emergency cases.
 

d) 	Efficiency in organizing logistic of patient
 

referrals.
 

e) 	 Ov'ercoming professional and social isolation
 

of the staff at various tiers in a complex.
 

f) Prompt conveyance of information on report­

able diseases.
 

g) Reduce the need for transportation and %he
 

use of messengers for the routine tasks.
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.7. Existing Communication Facilities
 

Most of the Rural Health Centres covered by this study have be
 

provided a telephone for communication with the District Healt
 

Office, However, calls are transmitted through an exchange wh
 

means that there is 
no direct dial service. Basic Health Unit
 

have no telecommunication link with Rural Health Centres, Dist
 

Headquarters Hospital or District Health Office. 
They do, how
 

have messenger services which is inefficient, outdated and an
 

adequate means of communicating.
 

Most of the villages covered by this study were 
found to have ,
 

post offices. or distribution system of their own. 
 A central I
 

office serves a number of villages on a weekly basis. A letter
 

despatched to this post office may 
take upto seven days to rea
 

it's destination. 
Rural Health Centres are better off in this
 

respect because the post office is usually situated in the vici
 

and letters despatched through this office take the normal deli
 

period of 2-3 days. Despatches from this post office to the Ba
 

Health Units usually take longer than normal because of the del
 

ery and despatch system.
 

Normal or routine information from the District Health Office t
 

Basic Health Units is despatched and received by post while the
 

emergency information is communicated to 
the Rural Health Centr
 

on the telephone from where it is delivered to the Basic Health
 

Unit by messenger.
 

Messengers are used for communications between Rural Health Cen"
 

res 
and Basic Health Units. A message from a Rural Health Centi
 

is carried by peon on a bicycle. 
Since many Basic Health Units
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are located from 5 to 20 Kms from -the Rural Health Centre deliv­

ery of messages requires several hours. The Basic Health Units
 

serve sveral villages and are mustl.v located between villages' 

some distances away from the main road. In most cases there are 

no direct road., to the, Basic Health Units with the result that 

during the rai.iy i.eaxsor accesi by bicycle becomes impossible. 

During this pe'"iod tht systevi of communications between Rural 

Health Centres and Banic Health UJnits completely breaks down.
 

This leaves the Basic Herith Urn.ts in isolation without any super­

vision or medic.al help from the Rural Health Centre.
 

In the absence of other communication links, correspondence bet­

ween various tiers has ben accepted to be the only means for
 

conveying messages and directives. It has naturally gained in
 

importance within the Integrated Rural Health Complex and between
 

various tiers of the complex and district and division health 

offices. All corre:porsdece despatched is recorded in a "Despatch 

Register"'. However, the centres and units do not maintain a 

"Receipt Register" so there is no :r,_cord of correspondence 

received.
 

Most of the Basic Health Units are not electrified. Some of
 

Basic Health Units have completed the requirements of WAPDA for
 

the supply of electricity but are waiting for the connection.
 

8. Two-Way P,dio System
 

Two-way radios are not allowed for public use in Pakistan. Their
 

sale is also banned. If a government department, project or
 

program requires two-way radio communications they have to get
 

permission from the Pakistan Wireless Board in the Telegraph and
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Telephone Department. This Board consists of members from different
 

departments such as Army, WAPDA, Railways and Police.
 

A department, prior to establishing a wireless station must complete
 

an application form. The application is submitted to the Director
 

General, Telegraph and Telephone Department, Islamabad. Twenty copi
 

each of Form 'A' & 'BI and a site plan must be submitted along with
 

the 	application. The application and form A and B is shown in Appen
 

dix 	VI.
 

The 	Director General scrutinizes the application and supporting mate
 

ial 	to determine if a wireless license is needed by the applicant.
 

set of these forms is then passed to the Divisional Engineer (Freque
 

Coordination) for the technical scrutiny and clearance of frequency
 

another set to the Home Affairs Division for security clearance.
 

The Divisional Engineer (Frequency Coordination) has all technical
 

aspects scrutinized in his office. This scrutiny covers the followii
 

a) 	Is the scope and the requirement of the
 

proposal clear and precise?
 

b) 	Is an alternate communication facility
 

available in the area?
 

c) 	 Frequency coordination: 

- Is the requested frequency unallotted?
 

- Is it in the proper band?
 

- If unallotted, what is the nearest
 

allotted frequency?
 

d) 	Will use of the requested frequency interfere
 

with the nearest allotted frequency?
 

e) 	Is the power output of the proposed wireless
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at the minimum required for establishing
 

a good communication link?
 

Frequency and other relevant data, found to be technically accep­

table is then circulated by the Divisional Engineer (Frequency
 

Coordination) to all members of the Board who will immediately
 

acknowledge the receipt and send their comments if any within a
 

period of one month of the receipt of the proposal. If no comm­

ents are received within this period, it is understood that the
 

proposal has been accepted and the frequencies requested are
 

allotted to the applicant. 
 In case of an objection on technical
 

grounds, the requesting organization is asked to amend the requ­

est, within a fortnight.
 

The proposal 
is placed before the Wireless Board for considera­

tion at its next meeting. On approval from the Board, the propo­

sal is passed on to the concerned branch of the Telegraph and
 

Telephone Department for the issue of 
a license. The license is
 

issued after the receipt of security clearance from the Home
 

Affairs Division.
 

It should be noted that the use of radios is not allowed within
 

50 Kms of the country's border. 
However, this restriction is
 

relaxable in 
case of urgent need for two-way radios. In-such a case
 

the Board request permission from the neighbouring country and
 

also from the International Frequency Registration Board (IFRB)
 

for the allotment of frequency so 
that the allotted frequency
 

will not hinder communication in the neighbouring country.
 

.9. Telephone Facilities
 

It is not feasible to provide telephone facilities to the rural
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areas because of the huge expenditure. Additionally the limited
 

commercial use would not be sufficient to generate the 
revenues tc
 

offset the cost. 
 The 	government is 
now paying more attention to
 
the needs of the rural population and recognize the importance of
 

better communication. 
Inspite of this such a venture still remain
 

uneconomical from a commercial point of vie,.
 

Public call offices are opened in rural 
areas to provide telephone
 

facilities to 
the people living in remote areas of the country. Ac
 

ding to existing procedure adopted by the Telegraph and Telephone
 

Department, the following points are taken 
into consideration in t
L 
planning and preparation of schemesfor opening of long distance pu
 

dall offices:
 

a) 	Is the village or 
town where the Public call office
 

is to be opened important from a commercial, indust­

rial or other points of view? Priority is given to
 

administrative centres to help the local administra­

tion communicate important information.
 

b) 	How many people will be benefited by the opening of
 

the public call office? 
 It was found that a p'ublic
 

call office will be considered if the population of
 

a particular area is more than 6,000.
 

c) 	Who will be responsible for taking care of the public
 

call office? If 
a post office or a sub-post office
 

exists in the area, the Postmaster is entrusted with
 

the responsibility. 
If there is not a post office in
 

the area a primary school can be used. 
This enables
 

the Telegraph and Telephone Department to locate the
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the Public Call office in an existing building
 

and avoids the cost to construct its own building.
 

d) 	The cost of line construction is directly propor­

tionate to the distance between the public call 

office and the exchange to which it is to be connec­

ted. The maintenance cost and the efficiency of
 

operation of the public call office is also depen­

dent on this distance. Because of the hiigh fixed
 

cost of the equipment at each end of the line the
 

route should be at least four Kms.
 

The link to connect the public call office with its parent exchange
 

is of two types. 
The first type is a single channel VHF (Very h'igh
 

frequency) system. 
This involves the installation of a single channel
 

VHF set at either end. 
 The system is operated on commercial power
 

supply if available. In cases where commercial power is not available
 

an engine generator with rectifier is provided to charge batteries and
 

for running the system. 
However, before the installation of the system.

the
 

Lterrain between the 	p'ublic c&all office and the exchange is surveyed and 
tested by an expert for the feasibility of the system on that route.
 

This system works efficiently upto a distance of 50 Kms.
 

The 	second type is a land line. 
Routes which are not found feasible
 

to be linked by VHF are linked by land line. 
The line is mostly strung
 

on 5 m. high metal pole with 15 posts per km. 
In special circumstances
 

where a strong alignment is required, 6 m.high metal pole are used. The
 

5 m. post are preferred since they costs less. 
The wire used is 242 lb
 

per mile, copper weld wire. Power to the public call office is provi­

ded 	by it's parent exchange.
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1.9.1. Repair Facilities - The Pakistan Telegraph and Telephone
 

Department is a central government agency under the
 

Ministry of Communications. This department is responsi
 

ble for the installation, testing, maintenance and opera
 

tion of the telephone communication network through out
 

the country.
 

The Telegraph and Telephone Department is operating a lax
 

network of microwave systems and VHF l.inks for providing
 

long distance communication in the country. It is well
 

equipped with the installation, maintenance and operatic
 

facilities for all types of radio systems. In Punjab, tli
 

main maintenance centres of the department are located a
 

the Divisional Headquarters in Lahore, Multan and Islana
 

In addition, maintenance facilities are also available a
 

a number of other stations. In a majority of the cases,
 

departmen-; like WAPDA, PIA etc. and other private organi
 

zations seek assistance from the Telegraph and Telephone
 

Department for establishing any type of UHF/VHF network
 

which envisages purchase of equipment, installation, tes
 

ing and subsequent maintenance and operation. The organi
 

zations make payment to the Telegraph and Telephone Depa
 

tment for the entire cost of establishing these networks
 

For maintenance and operation separate charges are paid
 

annually.
 

2.0. RECOMMENDATIONS
 

2.1. Transportation Requirements
 

The study has revealed that the basic requirement of transport
 

in the rural areas remain a problem and is likely to present
 

312
 



further difficulties in the provision of health services. The existing
 

transport system is not only inadequate but also hazardous. The three
 

tiers i.e., Community Health Program, Basic Health Units and Rural 

Health Centres have to be made accessible to each other so that the 

patients can be speedily transported upto the Rural Health Centres and 

from there to District Headquarters Hospital without experiencing
 

extreme difficulties for lack of transport. 

As has beew-mentioned previously, the Basic Health Units are mostly
 

centrally located so that Community Health Worker may refer cases after
 

precautionary measures have been taken. 
 In cases where Basic Health
 

Unit-staff consider the patient beyond their control, he or she is
 

referred to a Rural Health Centre. 
The existing means of transporta­

tion upto the Basic Health Unit and from there to the Rural Health
 

Centre are not adequate except in a very few cases where public
 

transport is available.
 

Lack of funds is stated to be a reason for not being able to provide 

proper transport to the Rural Health Centres and Basic Health Units.
 

The transport required for rural areas has 
to be an all-weather vehicle/
 

ambulance and since the cost is prohibitive according to sanctioned
 

budget funds from other sources must be sought.
 

Non-existing or inadequate transportation facilities may adversely
 

affect the functioning of the rural 
health programme for which substan­

tial expenditure is being incurred. it is, therefore, imperative that
 

the basic problem of transportation be solved in order to make the
 

health programme successful and to enable the rural population to bene­

fit from the programme. It is to be appreciated that no amount of drugs
 

r number of trained medical personnel can be of service to the patients
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unless the patients have access to the health facility.
 

From the above it is obvious that the following requirements mi
 

be considered:
 

a) 	 Provision of a network of all weather roads
 

or tracks connecting the three tiers of
 

Integrated Rural Health Complexes.
 

b) 	 Selection of adequate transport vehicles suited
 

for the patients and staff.
 

c) 	 Provision of necessary funds for the purchase
 

of proper vehicles and spare parts.
 

d) 	 Additional funds for the maintenance and opera­

ting cost of the vehicles.
 

e) 	 Reorganization of workshop facilities for main­

tenance and repair of the vehicles.
 

2.2. Provision of Roads
 

Provision of a network of metalled roads connecting the villag,
 

to the Basic Health Units and then to Rural Health Centres is
 

neither feasible nor practical at the present since it involve,
 

a huge expenditure which is not available within the limited
 

resources of Pakistan. However, in the economic and social de
 

opment of a country such a need cannot be overlooked. From a
 

* 	 practical point of view the level of kutcha tracks can be rais
 

at a height above the adjoining fields by laying stone ballast,
 

or pitching and filled with sand and rolled to provide a firm
 

* 	 surface. This would make these tracks of greater use throughc
 

the year. With proper maintenance these tracks will last for
 

indefinite period. For this purpose, the government can prov:
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the necessary technical know-how and supervisory staff while the
 

villagers can be induced to offer a volunteer work force at a
 

nominal wage or by serving free meals and tea.
 

The digging implements can be easily made available at the village
 

while specialized equipment and rollers may be arranged at govern­

ment expense. Village people have to realise the importance of
 

such a job and the benefits they are expected to derive from it.
 

This task can be entrusted to the local bodies of the area to
 

muster such a work force. Secondly, a manual on low-cost roads
 

in the language of a layman could give the necessary guidance on
 

how low-cost roads can be constructed. The'main initiative to
 

start construction of such roads should rest with the local bodies.
 

Public as well as private transporters should be encouraged to
 

ply their vehicles on these routes. T'his would help solve the
 

general transportation problem of the rural population to a grea­

ter extent and may even create healthy competition among the
 

different villages to expedite road construction within the shor­

test possible time.
 

2.3. Selection and Use of Vehicles
 

Taking all the factors into consideration a suitable vehicle for
 

transporting the patients as well as for use of the staff on
 

their official visits should be an all year vehicle. Under these
 

circumstances an all-weather vehicle is needed which could connect
 

Basic Health Units with Rural Health Centres for carrying patients
 

and supervisory staff. It has to be an all-wheel drive ambulance
 

or wagon with modifications to accommodatestretcher cases.
 

The capital cost has to be taken into consideration because the
 

financial constraints cannot permit the purchase of expensive
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vehicies yet the condition of the terrain should not be ignored.
 

vehicle has to be sturdily built to have a longer life for plying
 

these areas. UNICEF is expected to provide vehicles for the six D 

nated Integrated Rural Health Complexes in the districts of Gujrat
 

Sialkot, Sheikhupura, Jhang, D.G. Khan and Bahawalpur, but apart f
 

these six vehicles the transport requirements should be viewed in
 

overall perspective of the plan i.e., 
provision of transport facil
 

to all the Integrated Rural Health Complexes throughout Pakistan.
 

It is also suggested that all the vehicles to be provided in futur
 

of same make in order to make the maintenance more economical.
 

Fuel consumption is also a prime consideration in the selection of
 

vehicle. Fuel prices have been repeatedly raised in the past and 

likely to be further increased in the near future. A vehicle for 

Integrated Rural Health Complex will be required to travel thousan( 

of miles because of the nature of duties of supervisory personnel 

well as for carrying patients. A suitable vehicle would use no moi 

than 9-11 litres per 100 Kms. 

Diesel, all-wheel-drive vehicle are not very common in Pakistan. Hc
 

ever, it is necessary that this type vehicle be given preference. I1
 

type vehicle *s the best alternative for the terrain and the futurc
 

needs of transport because the running cost per mile is much less t
 

a petrol run vehicle.
 

After considering several vehicles and in view of the above conside
 

tions a leyland Land-Rover Station Wagon (109" wheel base) with die
 

engine is recommended to 
transport patients. The price of this veh
 

is about Rs.1,80,000($ 9,000+100% custom duty). 
 It has a fuel cons
 

tion of 11-14 litres per 100 km.
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It 	is sturdy, powered by 4-cylinder diesel engine and has four-wheel
 

drive. The diesel engine is particularly suitable for stationery
 

power take-off applications having an inbuilt governor and a hand
 

throttle as standard equipment. Ithas. a non-corroding aluminium body
 

with high ground clearance.
 

In addition to 
the station wagon which will be used as an ambulance, a
 

Suzuki Jeep Lj8Ov, is recommended for supervision purpose. 
 It is a
 

small jeep with an 
adequate spares and service available in Pakistan. 

It'sla'ice is Rs.65,000 and has a fuel consumption rating of 8-9 litres 

per 100 kin. It is four-wheel drive with a petrol engine. The engine 

is four-stroke, OffC, Water-cooled, four-cylinder engine. It has low
 

fuel consumption wiLh a reasonable price and is quite versatile for
 

the areas in which it Is to be used. The interior is spacious and
 

functional when compared to the outside dimensions. It is most suita­

ble for manoeuvrabiiity in sandy or rough country.
 

2.3.1. 	Alternatives - There are three viable alternatives for provid­

ing transport coverage to 
both the staff working at Rural Heal­

th Centres and Basic Health Units and 
to patients.
 

a) 	 To provide one anbulance for Rural Health
 

Centre and one jeep to each Basic Health Unit.
 

b) 	 To provide one ambulance for Rural Health
 

Centre and one jeep for all the Basic Health
 

Units within the catchment area of each Rural
 

Health Centre.
 

c) 	 To provide one ambulance to Rural Health Centre,
 

one motorcycle and a hired tonga to each Basic
 

Health Unit.
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The advantages, disadvantages and the cost associated with each alter­

native is as follows :
 

a) Alternative No.1
 

the Rural Healt
 
Under this alternative there would be one ambulance forLCentres
 

jeep for each
 
ahd aL Basic Health Units. This means that each Integrated
 

Rural Health Complex would be provided with five or six vehi­

cles depending on the number of Basic Health Units in the
 

complex.
 

..The cost of the ambulance that is recommended is RS.1.'80,'00
 

and the cost of ear/h jeep is Rs.65,000. This cost is~'ii addi.
 

tion to maintenance and operating cost. The cost fdr an Intel
 

rated Rural Health Complex with five Basic Health Units i'
 

shown in Table 29.
 

TABLE 29
 

USE OF VEHICLES
 
ALTERNATIVE NO. I
 

Maintenance andOperating Cost
 
Vehicle Capital Km Monthly Annually


Cost per Fuel Mainte- Total Fuel Mainte- Tote 
___...... Month Cost nance Cost nance 

Ambulance 1,80,000 3,200 880 200 1,080 10,560 2,400 12,E 

Jeep 65,000 1,200 459 200 659 5,508 2,400 7,E 

Jeep 65,000 1,200 459 200 659 5,508 2,400 7,S 

Jeep 65,000 1,200 459 200 659 5,508 2,400 7,0 

Jeep 65,000 1,200 459 200 659 5,508 2,400 7,S 

Jeep 65,000 1,200 459 200 659 5,508 2,400 7,9 

Total 5,05,000 9,200 3,175 1,200 4,375 38,100 14,400 52,5
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Data in this table is based on
 

a) 	Purchase price including customs duty.
 

b) 	Fuel prices of Rs.2.50 per litre for diesel
 

and Rs.4.25 for petrol.
 

c) -Fuel consumption of 11 litres per 100 Km
 

for the ambulance and 9 litre per 100 Km
 

for 	the jeep.
 

d) 	Utilization of the Land Rover is estimated to
 

be 800 Km per month for supervision by the
 

Medical Officer and 2,400 Km per month for
 

transporting patients.
 

e) 	Utilization of a jeep is estimated to be 400 Km
 

per month for supervision of Community Health
 

Workers and 800 Km per month for transporting
 

patients.
 

The advantage of this alternative is that the entire population
 

covered by the integrated Rura.; Health Complex will be provided
 

with adequate transport facilities. They would be more mobile
 

and receive medical attention without loss of time. The serious
 

cases would be saved from the hazards of travelling under the
 

existing arrangements. The Medical Officer and the staff at the
 

various units and centres would be able to pay freo'uent visits
 

resulting in greater supervision and control of the staff working
 

under their jurisdiction.
 

) Alternative No.2 

Under this alternative there would be one ambulance for the Rural
 

Health Centre and one jeep for all the Basic Health Units within
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the catchment area of the centre. The cost for an Integrated
 

Rural Health Complex is shown in Table 30. The reader should
 

note that under this alternative utilization of the vehicles
 

will be higher, resulting in higher fuel and maintenance cost
 

per vehicle.
 

TABLE 30
 

USE OF VEHICLES
 
ALTERNATIVE NO. 2
 

Maintenanco and Operating Cost
 
Veice Km Monthly 	 Annually
a 

Capital Per Fuel Mainte- Total Fuel Mainte- Total
 
Cost Month Cost nance Cost nance
 

Ambulance 1,80,000 3,600 990 300 1,290 .1,880 3,600 15,480
 

Jeep 65,000 1,400 535 300 335 6,426 3,600 10,026
 

Tbtal 2,45,000 5,000 1,525 600 2,1.25 18,306 7,200 25,506
 

Data in this table is based on
 

a) 	Purchase price including customs duty.
 

b) 	Fuel prices of Rs.2.50 per litre for diesel
 

and Rs.4.25 for petrol.
 

c) 	Fuel consumption of 11 litres per 100 Km
 

for the ambulance and 9 litres per 100 Km
 

for the jeep.
 

d) 	Utilization of the land rover is estimated
 

to be 3,600 Kan-per.month for supervision and
 

transporting patients.
 

e) 	Utilization of the Jeep is 1,400 km per month
 

for supervision of Community Health Workers
 

and transporting patients.
 



The ambulance at Rural Health Centres would be ba;ically used
 

for transporting emrgency cases to District Headquarters Hospi­
tal from Rural Hdalth Centresor from Basic Health Units on call 

and 	by the Medical Officer for visits to Basic Health Units.
 

The 	jeep will be at the disposal of the medical staff and the
 

Medical Technicians whose visits will have to be pre-arranged 

under this alternative. The ambulance when used by the Medical 

Officers for a .;ic Healthvisiting I Unit can transport the 
Medical Technicians of tae Basic Health Unit to the villages 

while the jeep can any oftake the Medical Technicians of/the other four
 

Basic Health Units to villages in their area.
 

c) Alternative No.3
 

In this alternative the Rural Health Centre would have an ambu­

lance and each of the Basic Health Units a motorcycle and:a
 
hired tonga. The tonga will be contracted on a regular scheduled
 

basis for a specific number of days per month. 

The capital cost of the aimbul.ance at the Rurail Health Centre 
will be the same as that of other two alternatives i.e. Rs.1,80,000.
 

The cost of a motorcycle is Rs.8,700 (70 cc Honda) and the hiring
 
charges of a tonga 
on a daily basis is estim~ted to be Rs.25.
 

The cost for an Integrated Rural Health Complex is shown ini
 

Table 31.
 

Data in this table is based on
 

a) 	Purchase price including customs duty
 

b)' 	Fuel prices of Rs.2.50 per litre for diesel
 

and Rs.4.25 for petrol.
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c) 	Fuel consumption of 11 litres per 100 Km for the ambu­

lance and 2 litres per 100 Km for the motorcycles.
 

d) 	Utilization of the Land Rover is 3600 Kms per.month
 

for transporting patients and for supervision of Basic
 

Health Units.
 

e) 	Utilization of a motorcycle is 480 Km per month.tor
 

visiting the villages and for calling the ambulance
 

from the Rural Healtu Centre.
 

f) 	Cost of hiring a tonga is Rs.25 per day for two days
 

each week for each of give Basic Health Units.
 

TABLE 31
 
USE OF VEHICLES
 
ALTERNATIVE NO. 3
 

.Maintenance and Oerating Cost 

Vehicle Capical Km Monthly V Annually

Cost Per Fuel Mainte- Total Fuel Mainte- Total
Cost 	.Month Cost nance Cost nance .......
 

Ambulance 1,80,000 3,600 990 200 1,190 11,880 2,400 14,@0
 

Motorcycle 8,700 480 38 20 58 456 240 696
 

Tonga - - - 215 215 - 2,580 2,580 

Motorcycle 8,700 480 38 20 58 456 240 696 

Tonga - - - 215 215 - 2,580 2,580 

Motorcycle 8,700 480 38 20 58 456 240 696 

Tonga - 215 215 - 2,580 2,580 

Motorcycle 8,700 480 38 20 58 456 240 696 

Tonga - - - 215 .215 - 2,580' 2,580 

Motorcycle 8,700 480 38 20 58 456 240 696 

Tonga - - - 215 215 - 2,580 2,580 

Total 2,23;500 6,000 1,180 1,375 2,555 14,160 16,500 30,660
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The ambulance will be used for transporting emergency casc-s T '
 

Motorcycle at. the Basic Health Unit will be used by the Medical
 

Technician and other staff. The tonga can be contracted on a
 

competitive rate of hire. This would save a considerable expen­

diture on the purchase of tongas its maintenance, horse feeds,
 

driver's salary and other unforeseen incidentals. The tonga 

should be scheduled on a regular basis for specific days of each
 

week. It will be used by female Medical Technicians and other
 

staff for visits.
 

2.3.2. 	Comparison of Alternatives - The capital and annual recurring
 

cost of the three alternatives is shown in Table 32.
 

TABLE 32
 

COMPARISON OF THREE
 
ALTER IATIV ES
 

No.1 No.2 No.3
 

Capital 	Cost 5,05,000 2,45,000 2,23,500
 

Fuel 	 38,100 18,306 14,160
 

Maint./Fees 14 400 7,200 .6,500
 

Total Annual
 
Recurring Cost 52,500 25,506 30,660
 

Total First 5 57500 2,70,506 2,64,160 
Year Cost ' J 

Comparing the cost of the three alternatives and considering
 

the limited availability of funds, alternative No.-3 is recomm­

ended. 	 Alternative No. I cannot be considered because the cost
 

is prohibitive.
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Even though the difference in the total first year cost
 

of laternative No. 2 and No. 3 is only Rs.6,346. Alter­

native No. 2 does not provide adequate transportation
 

coverage for an Integrated tRural Health Complex.
 

Alternative No. 3 on the other hand, would provide adequ­

ate transportation to the entire staff of a complex and
 

make it possible for male and female staff to travel
 

between facilities and to villages. 
Also, this alterna­

tive is consistent with the customary mode of transporta­

tion in rural areas and would be acceptable to the staff
 

land to rural people.
 

2.4. Provision of Funds for the Purchase of Vehicles
 

The necessary funds for the purchase of the approved vehicles wii
 

have to made available either from the provincial budget or throu,
 

donations by an international agency. As far as provision from t]
 

provincial budget is concerned, it will be very difficult for the
 

government to bear the capital 
cost of t e vehicles. Dr. M.B.
 

Khawaja, Director Health Services, Punjab, said while addressing
 

the 3rd Semi Annual Review Meeting of Basic Health Services Proje
 

"that it is not possible for the Provincial Health Department to
 

provide funds for the transport at the Integrated Rural Health
 

Complexes". 
 The need for the transport at the Integrated Rural
 

Health Complex was recongnised by Maj. Gen. Iqbal Mohammad
 

Chaudhry, Director General Health, at the same meeting when he
 

said, "that a suitable transport vehicle should be provided at
 

Rural Health Centres for referral. and supervision piirposes".
 

A possible solution to this dilemma is 
to seek help from donor
 

agencies. 
The term donor agency is used with particular referen,
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the
 

to UNICEF as they had provided vehiclee-in/past not only to the 

Health Department but to, oth-r progrannes aimed at the well being 

of the socially deprived comrunities in Pakistan. . However, the 

request for donttioe.s should be iv a,,,:oudance with the needs of 

the area. UNICEF should be aisked to provide vehicles which can 

be of greater use in oer. environmental conditions, easier to main­

tain and econom:ical to operate. 

At the same time there has to be some jleg,. term arrangements in 

the annual budget, in addition to operational/maintenance cost 

of the vehicle, to replace the vehicles when they are rendered 

unserviceable through wea." and tear or through collision damage. 

2.5. Funds for Recurring Expenditure 

Recurring expenditure for maintenance and operation of vehicles 

will have to be borne by the proviticial government. The budget 

provision in this connection will have to be increased in order 

to keep tho vehicles on -he road.. Dr. N.B. Xi ,.aja, Director 

Health Services, Punjab, ha:. been of the opinion that the necess­

ary funds for the POL (Petrol, O.iI ! Lubricunts) and *the 

driver's salaries can be met by the Provincial Health Department 

provided, of course, the vesiclos are donated by one of the
 

international agencies. It is suggested that part of POL/main­

tenance expenditure can je met from the folcfdng sources: 

a) The well-to-do landords (Zamindars) should be 

encouraged to make donations. A biannual or
 

annual finction can be arranged in the'areas
 

.and the well-to-do families should be asked for 

donations for the well-being and welfare of the
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village 	population of their area. The names of
 

the donors should be prominently displayed at the
 

Basic Health Units or Rural Health Centres. It
 

would provide a sense of pride and prominence to
 

the donors and will help in getting generous
 

donations.
 

b) 	A nominal health cess (tix) could be levied on 

those families in the rural areas who can afford it. 

c .	 A transport charge could be levied on patient who
 

can afford it. Rates should be lower than the avail­

able public or private transport charges.
 

d) 	A rural health fund could be established to collect
 

donations as well as nominal medical fees from each
 

of the patients who can afford to pay.
 

.6. Improvement of Maintenance Facilities
 

Maintenance facilities are available at the district, divisional
 

and provincial level. Also, mobile repair units are available.
 

However, vehicles are not properly maintained. These workshops
 

were found to be neither fully equipped nor suitably staffed to
 

undertake all the types of repairs, with the result that vehicl(
 

remain unattended for long periods. The following recommenda­

tions are made for improving the maintenance facilities
 

2.6.1. 	Abolition of Divisional Workshops - The existing system
 

of sending the vehicles requiring repairs or replacemeni
 

of parts costing more than Rs.100 to the divisional wor
 

shop is inefficient and costly since it ties up a driver
 

and the vehicle consumes petrol for the trip. In additic
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* the divisional workshop has to request 
parts from the provin­

cial workshop and has to get a Non-Availabilty Certificate
 

before non-available parts can be purchased in the local market.
 

The reorganization or additional 
funds for the divisional work­

shops is not considered necessary because the workshops have
 

neither spare parts, adequate staff or equipment for carrying
 

out all types of major repairs.
 

It is, therefore, recommended that the workshoat divisional
 

level be abolished and the expenditure now incurred on these
 

workshops be utilisod for reorganising the provincial workshop..
 

ItiS better and more economical to have a full fledged..esta­

blished workshop at one level instead of inefficient and poorly
 

equipped workshops at different levels.
 

The staff at divisional workshops thus rendered surplus may be
 

.absorbed in the reorganised provincial workshop as far as possi­

ble or employed at the district level.
 

2.6.2. Employing a Mechanic at District Level 
- In order to keep the
 

vehicles running and to maintain them in good repair, adequate
I., 

maintenance facilities at the district level should be provided.
 

The practice of getting minor repairs costing upto Rs.100 at
 

local workshops should be discontinued in the interest of econ­

omy as well as speedy attendance. It is felt that to get the
 

minor repairs done by the local work. ops takes at least twice
 

as much time and costs more when compared to a self-sufficient
 

operation.
 

It is recommended that one mechanic be employed at each Dist­

rict Health Office to carry out minor repairs and preventive
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maintenance. 
Except for major repairs like overhauling the
 

engine, denting, painting etc., the mechanic should be experi­

enced enough to locate and repair minor faults on the spot.
 

The comparison shown in Table 33 illustrates that the employ­

ment of a mechanic at this level will 
cost less and would
 

require less time to get vehicles back on the road.
 

TABLE 33
 

DISTRICT MECHANIC VS.
 
LOCAL MARKET REPAIRS 

Mecha- Type of Expenditure on Time Requirement 
nic's Repairs Repairs 
pay Own Private Own Private 

Mechanic Workshop Mechanic Workshop 

Rs*.360 Brakes Rs.B/- Rs.25/- + 4 Hours Hours
 
labour + Rs.18/-	 including

Rs. 18/-	 waiting
 
brake 
 time
 
oil
 

Tuning 	 Rs.8/- Rs.25/- 4 Hours 12 Hours
 
approx. including
 

waiting 
time 

Front Rs.15/- Rs.40 8 Hours 12 Hours
 
suspen-
 max. including

sion 
 waiting
 

time 

A mechanic is placed in 'NPS-5 which is (290-10-350-.12-470)
 

plus 40% of base pay for house rent, 5% or 10% D.A. and
 

Rs.45 as C.A. It means that a mechanic getting Rs. 290 as
 

base pay will draw Rs.116 as H.R., Rs.45 as C.A. and Rs.14.50
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as D.A. for a total of Rs.465. The maximum pay in NPS-5 is 

Rs.655. With an average of ten vehicles at the district level 

and a minimum of Rs.100 per vehicle per month for minor repairs 

(by a district mechanic) the total amount for repairs is 

Rs.I,000 per month. if the same ten vehicles are repaired by a 

private workshops the anount would be approximately Rs.2,500. 

Having vehicles repaired by a mechanic assigned at each district 

would save Rs.l,500 per month or Rs.18,00) per annum for each 

district. This saving could be allocated for the purchase of
 

tools and equipment and spare parts for minor repairs. Each of
 

the mechanic should be equipped with a proper maintenance tool
 

kit. This tool kit would cost approximately Rs.2,200. This is
 

a non recurring expenditure and will not require replacement
 

for three or four years.
 

In the absence of a maintenance tool kit, the existing mechanics 

employed at some of the districts were found to be ineffective 

because even minor repairs were being carried out through private 

workshops at comparatively higher charges. It is therefore.. 

essential that the mechanics be furnished a complete maintenance 

tool kit. 

2.6.3. 	Reorganization of Provincial Workshop - The existing provincial 

workshop known as HEMO (Health Equipment and Maintenance Orga­

nization) is not fully equipped to undertake all types of major 

repairs. The other workshop at the provincial level CDC 

(Communicable.Disease Control) workshop is better equipped than 

HEMO. This workshop is underutilized since they only repair 

CDC vehicles. It is recommended that the HEMO workshop be 

discontinued and the facility closed and that the CDC workshop 

be redesignated as the provincial workshop. The CDC workshop 
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was selected as the site for the new provincial shop because it is
 

larger and better equipped.
 

Adoption of this recommendation will result in :
 

a) Less staff which could result in a saving of
 

at least one third of salaries cost.
 

b) Less expenditure on equipment.
 

c) 	Availability of larger number and variety of
 

spare parts.
 

d) 	Saving of the extra amount spent on the purchase
 

of two separate set of spare parts.
 

The integration of the above two workshops for all intents and purpose
 

will be more economical and efficiently organised and would result in
 

consolidating the responsibility for the repair of vehicles.
 

The 	new workshop will require the tools and equipment shown in Figure
 

The cost of the tool room equipment may not be fully justified. As su
 

a centre lathe drilling machine and tool grinder may be considered wit
 

the work normally performed on the other machines being carried out.
 

private workshops.
 

It will not be necessary-to purchase all of the items since the tools
 

and equipment now used by HEMO and CDC will be combined in the new sho
 

The 	staff selected for the new workshop should have the necessary
 

experience and knowledge. Utmost care should be exercised in selectin
 

the staff, with particular emphasis on technical know-how. The Works
 

Manager (Provincial Chief), in addition to being a qualified automobil
 

engineer should be a good administrator capable of efficiently handlin
 

the work force. The recommended staff is shown in Figure 50.
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FIGURE 49
 
TOOLS AND EQUIPMENT REQUIRED
 
COMBINED PROVINCIAL WORKSHOP
 

a) Electrical Equipment
 

1. Electrical Diagnoser
 

2. Combustion Analyzer
 

3. Timing Lights
 

4. Electric Tester 

5. Tack Dwell Points Tester
 

6. Battery Coll Tester 

7. Alternator Checker
 

8. Ignition 'fester
 

9. Battery Cell Charger
 

10. Ovormeter 

11. Amps. Meter 

12. Electric drill with drill bits.
 

b) Mechanical Equipment
 

1. Wheel balancer dynamically
 

2. Wheel alignment equipment with CAMBE'and CASTER GAUGE
 

3. Universal type puller
 

4. Engine compression tester
 

5. Trolley Jacks 

6. Axle bearing Inst./remover
 

7. Chain pully block 3 tons
 

8. Valve grinder
 

c) For Diesel Vehicles
 

1. Fuel injection pump tester:.,
 

2. Plugger automizer tester
 

3. Differential adjustment equipment
 

4. Universal polar sets.
 

d) Service Station Equipment
 

1. Long chassis lifts
 

2. Air compressor
 

3. Water
 

e) Iainting Denting Equipment
 

1. All necessary tools/kits spray guns
 

2. Gas welding equipment
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FIGURE 49 (Continued)
 

f) Tool Room Equipment
 

1. Centre lathe
 
2. Universal cylindtrical grindLng machine 
'
 
3. Camshaft Grinder
 

4. Milling machine
 

5. Drilling machine
 

FIGURE 50
 

RECOMMENDED STAFF
 
COMBINED PROVINCIAL WORKSHOP
 

Foreman 
 1 

Accountant 
 1 

Typist
 

Parts Manager and Store Keeper 
 1 

Helper 1
 

Senior Mechanical Diesel Engine
 

Senior Mechanic Petrol Engine 
 1 

Junior Mechanics 
 8 

Trimer 1 

Blacksmith 1 

Carpenter 
 1
 

Electrician
 

Helper Electrician 
 1
 

Apprentice/Workshop Boys 
 5
 

Body Denter 2,
 

Painter
 

Gate Keeper 
 1 

Peons 
 2. 

Watchman (Chowkidar)
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Quick and timely replacement of worn out or damaged parts
 

will ensure smooth running and longer life of a vehicles
 

Some of the spare parts may or may not be required for an
 

indefinite period but it is not advisable to ignore them
 

though the number of such parts can be restricted to a
 

minimum. The quick wearing parts should be available in
 

abundant supply. The development of a list of sparesfor the
 

new shop should be left to the experience and discretion of
 

the Workshops' Manager. A complete list is to be drawn up
 

and the 	zpares properly stored and an inventory showing make
 

and model of the vehicle is to be maintained.
 

"2.6.4. 	Training of Mechanic - The mechanics employed at various 

districts should receive six months on the job training at 

the new Provincial Workshop. 

The senior mechanics at the workshop should make these mecha­

nics acquainted with the minor faults and their remedy as well
 

as-the process of day-to-day maintenance. These mechanics
 

should work with and under the supervision of the senior mecha­

nics at the workshop as helpers and learners. This scheme
 

Will not involve any extra financial expenditure since both
 

the supervisors and trainees will be contributing their share
 

of effort to the repair work.
 

The senior mechanic should exercise supervisory control over
 

these mechanics according to their specific trades. As an
 

incentive the supervisors may be paid an amount equivalent to
 

a month's pay after the completion of training of a batch.
 

The best 	mechanic trainee should be' awarded a month's pay 

on the basis of test and report of his supervisor.
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The replacement of mechanic trainees should be decided
 

in according with requirement at the workshop as well
 

as at the district level.. They should also be bonded to
 

serve the Health Department for a,, minimum period of two 

years after successful completion of training. -This
 

arrangement will off set the shortage of skill mechanics
 

2.7. Improving the Communication Infrastructure
 

The basic need is to provide effective and speedy communication
 

between the various tiers of Integrated Rural Health Complexes.
 

Most of 	the Rural Health Centres covered by this study have tele­

phone facilities to communicate with the District Health Office. 

It is necessary in emergenciea to avoid the usual delays in such
 

communications. It is recommended that the Telephone Department
 

issue directives to the concerned telephone exchange to give top 

priority for the clearance of emergency calls from Rural Health
 

Centres.
 

2.7.1. 	 Postal System - The postal system in the rural areas
 

should be streamlined and made more effective, One
 

post office meets the requirement of a minimum of five
 

villages. The office is located in one of the villages
 

and is 	insufficiently staffed for the distribution'of
 

post.. In order to carry out speedy distribution of the
 

post, the number of postmen should be at least doubled.
 

Otherwise"arrangements should be made at the Basic Health
 

Units to send a person to the post office to collect the
 

post on a daily basis.
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2.7.2. 	Provision of Telecommunication Facilities - The Basic Health 

Units should be connected with the Rural Health Centre by One 

of tdo telecommunication systeems: 

a) 	Provision of telephone to each of the Rural
 

Health Centre and Basic Health Unit.
 

b) 	Provision of two-way radios at all the Rural
 

Health Centres and Basic Health Units. 

Most of 	the Rural Health Centres covered by this study have
 

telephones but none of the Basic Health Units have these faci­

lity. The provision of telephones at the Basic Health Units
 

involves :
 

a) Capital Cost
 

b) Availability of Material
 

c) Recurring Expenditure
 

Capital 	cost - Since there are no telephone lines or exchanges 

in the vicinity of most of the Basic Health Units, the capital
 

cost will be very high. The capital cost to install telephone
 

lines is estimated by the Telegraph and Telephone Department to
 

be approximately Rs.22,00 per km. Taking the average distance
 

of Basic Health Units from the Rural Health Centres as 12 kms,
 

the capital cost for one Integrated Rural Health Complex consis
 

ting of 	one Rural Health Centre and four Basic Health Units
 

will be:
 

One iilometer - Rs. 22,000 

12 Kilometers - Rs.2,64,000 

Total Cost for - Rs.10,56,000 

4 BHUs.
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Availability of Material - The cquipmea and material L-ar inst 

lling 	 lines is locally available and no difficulty is
 

expected.
 

Recurring Expenditure - The recurring expenditure involved
 

is not expected to be high. The exchange which would cater
 

to these 	extra lines, in most cases will not require add±tion­
for
 

al staff/-maintenance for operation. However, the charges for
 

technical maintenance will have to be paid.' These charges are
 

15% of the capital cost per annum,
 

- Capital cost - Rs.2,64,000
 

- Tech. Maintenance Rs.39,600
 

This amounts to Rs.3,300 per month for each Basic Health
 

Unit.
 

2.7.3. 	Two-Way Radio Systems - There are two types of systems that
 

could be used
 

a) 	Short wave or high frequency (HF)
 

b) 	Very high frequency (VHF) with
 

frequency modulation(FM)
 

Short wave or high frequency, (IlF) Radios are not technically
 

advisable. These sets are of greater use for longer distance
 

communication (150 kms or more). Also, the quality of speech
 

is not very clear because of it's dependence on atmospheric
 

conditions. These sets are comparatively expensive and are
 

not 	in common upe in Pakistan.
 

Very high frequency (VHF) sets are commonly used in Pakistan.
 

Their maintenance and repair is also comparatively easier. VHF
 

336
 



sets have 24 hour reliable transmission, since propogation is not a
 

function of atmospheric conditions. The range for these-radios is
 

approximately 50 kms.
 

Considering the technical features, availability of experienced 
and
 

as well as the range
trained personnel for maintenance, reliability 


of transmission, VHF sets are considered to be better suited. In 

order to provide two-way radio facilities within Integrated Rural 

access rural VHF system is recommen-Health Complexes a multi channel 


ded.
 

system, one Rural Health Centre can be connected with a
In this 


number of Basic Health Units by providing a single radio set at the
 

Rural Health Centre. An "omni'(all direction) antenna can be used at
 

this location and the Basic IHealth Units can use a "BEAM" (directional
 

antenna, aimed in the direction of the Rural Health Centre. 

available for
The systems is a single radio link (open party line), 


all the Basic Health Units attached to a Rural Health Centre. 7This
 

a first come,
lihk will be available to all the Basic Health Units on 


first serve basis. The radio link will be available to the first
 

who wishes to establish a call and the remaining Basic
subscriber 


After the line "is
Heaith Unit subscribers will get a busy tone. 


released, the next Basic Health Unit subscriber will be able to esta­

blish the link with the Rural Health Centre.
 

This system is recommended for the Integrated Rural Health Complexes
 

be'cause it is most economical than other systems that are considered
 

effective for application in Pakistan.
 

Does not require a separate radio (or frequency)
a) 

at the Rural Health Centre to communicate With each 

Basic Health Unit. This will reduce Overall cost. 
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b) Economy in the frequency spectrum as only a
 

single frequency will be required for all
 

Basic Health Units in an Integrated Rural
 

Health Complex. Also, the same frequency 

could be used for other complexe as long as
 

the distance between complexes is 200 to 250 km.
 

The capitalid6st of this system for an Integrated Rural Health Comple
 

with.four Basic Health Units is as follows:
 

Station Equipnent Towers Instalation Total
 

RHC Rs.27,500 Rs.15,000 Rs.42,350 Rs.84,850
 

BHU (4) Rs.ll0,000 Rs.60,000 Rs.169,400 Rs.339,400
 

Total Rs.137,500 Rs.75,000 Rs.211,750 Rs.424,250
 

The recommended system is already in use in Pakistan and -is being
 

maintained by the Telegraph and Telephone Department. This job shoui4
 

be entrusted to them on a contractural basis. Otherwise the Health
 

Department will be required to create such facilities from scratch.
 

The Health Department would be required to establish a Maintenance
 

Centre at:a central location for covering all districts. Establishme,
 

of maintenance centre by the Health Department would involve substan­

tial capital cost and a recurring cost of at least Rs.10,000 per mont
 

Since utilising Telegraph and Telephone Repair Facilities would avoid
 

this cost and the associated difficulties with operating the network,
 

it is recommended that Telegraph and Telephone Department be given th
 

task ofpurchasing and maintaining the sets for the Health Department
 

It will relieve the Health Department of the problems of selection ol
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appropriate radio equipment, recruitment of qualified stelf for
 

maintenance and repair, installation and maintenance.
 

Purchase of the equipment will be on the basis of competitive
 

tenders. The Health Department has not used these sets and will 

find it difficult to select the best one for the purpose. The 

Telegraph and Telephone Department already has these sets in use 

and they have the staff and technical know-how. !Ehe annual charges 

for maintenance by the Telegraph and Telephone Department are compu­

ted at 12% of capital cost of equipment, power plant, accessories 

and towers plus 3% of xhe installation charges. This fee covers travel 

to the field, field or shop service of defective equipment and spare 

parts. On this basis annual service would cost Rs.6,370 per station 

or Rs.531 per month per station. Viz: (0.12x42,500) + (0.03x42,350)­

Rs.6,370 per year. 

No special technical training is required for operating either type
 

radio system. Only a few instructions for operating the sets are
 

required. No operator will be needed at the Basic Health Unit or
 

Rural Health Centre. It is suggested that the Medical Technician can
 

be instructed on radio operation during the course of their training.
 

Two-way radio system, though expensive, is recommended because there
 

is no other feasible alternative system to meet the requirement. There
 

are certain Integrated Rural Health Complexes that are working in
 

isolation because of their remote location and the distance between
 

facilities. One of the examples being Uch Sharif, Bahawalpur District,
 

which is 80 kms from the District Health Office and District Head­

quarters Hospital while the distance between the Rural Health Centres
 

and Basic Health Units ranges from 9-22 kms. There are many other
 

remote complexes in Punjab as well as in the other provinces. Realising
 

339
 



the financial constraints, it is suggested that donor assistance
 

should be sought to install a pioneer system at least in several
 

remote areas and to extend it to other areas when financial resour­

ces are available.
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LIST OF PERSONS CONTACTED
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PERSONS CONTACTED 

Name Title Location of Contact 

Dr. A.A. Khan D.H.O. Sialkot 

Dr. Mohammad Hussain M6.O-;.! Chawinda 

Inayat Ali R.H.I. Chawinda 

Dr. Abdul Shakoor A.D.H.E Multan 

Dr.Abdul Majid D.H.O. D.G. Khan 

Dr. Hafiz Saadullah M.O. Choti Zareen 

Rahim Bakhsh M.A. Mana Ahmedani 

Dr. Mohammad Bashir'', A.D.H.S. Bahawalpur 

Dr. Javed Hasan Ajmi M.O. Uch Sharif 

Tahira lqbal L.H.V. Uch Sharif 

Rahmat Hussain Khawaja M.A. Haiderpur 

Umat-ul--Basit L.H.V. Haiderpur 

Ali Ahmad Dispenser Haiderpur 

Dr. Mohammad Ali Sheikh D.H.O. Jhang 

Shagufta Yasmin L.H.V. Shah Jewana 

Mazhar Saqlain M.A. Haveli Sheikh Raju 

Noor Mohammad Dispenser Haveli Sheikh..RaJu 

Narjis Khatoon M.A. Ratta Matta 

Mumtaz Begum" L.H.V. Ratta Matta, 

Hafiz Mohammad Hayat M.A. Inayatpur 

Dr. Abdul Ghafoor D.H.O. Sheikhupura 

Dr. Rafiq Hussain Chaudhri M.O. Warbuton 

Mrs. Karrar Hussain L.H.V. Warbuton 

Asghar Ali Shah Dis ..aser Warbuton 

M. Karam Hussain Statistical Multan 
Officer 
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Name 
 Title 	 Location of Cont
 

Abdul Hafiz 
 M.A. Bahuman
 

Shahnaz 
 L.H.V. Bahuman
 

Mohammad Bashir Dispenser Bahuman
 

Mohammad Jazaid 
 M.A. 	 Laggar
 

Sahibzadi L.H.V. Laggar
 

Tahir Aqeel Dispenser Laggar
 

D. Roen Repp 
 Deputy Islamabad,
 
Representative
 
(UNICEF)
 

A. Merz 
 Vehicle Islamabad
 
Management
 
Advisor(UNICEF)
 

Franco-Squera 
 Program Officer Islamabad
 
(UNICEF)
 

S. Hasnoputro 	 Program Officer 
 Islamabad
 
(UNICEF)
 

Abdul Rahman 
 R.H.I. 	 Warburton
 

Zakia Khanum ' L.H.V. (New) Warburton
 

Surraiya Bibi 
 Dai Laggar
 

Riffat Ayesha Dai Bahuman
 

Abdul Hamid 
 2nd Head Clerk Sheikhupura
 

''Dr. Hameeda Khatoon PrinciPal 	 Public Health
 
Nursing School
 
Lahore.
 

Dr. Sirajul Haq Mahmood Senior Chief, Islamabad-

Planning
 
Commission
 

Dr. Askhar Nayyar D.H.O. -. Gujrat:
 

Dr. Mohammad Ali M.O. - ,Lalamusa
 

Mrs. Saida Zafar L.H.V. ..Lalamusa
 

Mohammad Inayat Dispenser -Lalamusa
 

Miss Nazreen A. Mplik M.A. 
 Punjan-Kasana
 

Mohammad Fayaz Dispenser Punjan Kasana
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Name 	 Title Location of Contac
 

Rasool. Bibi 	 Dai Punjan Kasana
 

Arshad Mahmud M.A. Kiranwala
 

Sarwari Begum' L.H.V. Kiranwala
 

Khalid Kalani Dispenser Kiranwala
 

Nasreen Nazli Dai Kiranwala
 

Abdul Sattar RH.I. Kiranwala
 

Mohammad Arshad Dispenser Baharwal
 
"
 Baharwal'
Dai
Hameeda Begum 


Zafar Iqbal 	 Senior Clerk Sialkot
 
A.D.HO.
 
Shakargarh
 

Mohammad Ikram 	 District Sanitary Sialkot
 
Inspector
 

Miss Salima Rahman 	 L.H.V. M.C.H. Model.
 
Town, Sialkot
 

Ch. Mohammad Shafi Administrative C.D.C., Sialkot
 
Officer
 

Barkat Senior Clerk C.D.GC-. Sialkot
 

Maulvi Fazal Accountant C.D.C.., Sialkot
 

Mohammad Amin Amin Auto,
 
Sialkot
 

Fida Hussain 	 Assistant Chief Islamabad
 
Health Section
 
Planning Division
 

Najam-ul-Hasan Baig 	 Statistical Officer Islamabad
 
Ministry of
 
Communication . '" . 

Jalil Ahiad 	 Sales Manager Raw4alpindi • 

Modern Motors 

Tufail Ahmed. 	 Works Manager RaWalpindi 
Modern Motors 

Aziz Ahmed Kha, 	 Sales Manager Rawalpindi
 
Shahnawaz Motors
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Name 


Mr. Zubair 


Mrs. Susan Holcombe 


Najma Rana 


Rashid Qureshi 


Abdul Azlz 


Abdul Majid Alvi 


Bashir Ahmed 


Khalid Rahman 


Niaz A. Shamim 


Dr. Mahmud Nawaz 


Dr. Munawarud-Din 


Nawab All 


Mrs. Amin 


Dr. Javed Rasool 


Kishwar Shaheen 


Major M.M. Ilyas Khokhai 


Rana Charrar-Mohammad 


Title 


Program Officer 

(UNICEF)
 

Public Health 

Care Assistant,
 

(UNICEF)
 

Economic Investigator 

(National Transport
 
Research Centre)
 

Works Manager 

(Islamabad Autos)
 

Mech I/C 

Tool Room 


Sen. Mech. 

(Now Foreman) 


Storekeeper 


Mechanic 


Supdt. Provl. 

BHS Punjab
 

Project Director 


Deputy Director 

Planning & Development
 
Health Services Punjab
 

Budget Assistant 


Assistant Director 


Nursing, Punjab
 

A.D.H.S. 


Local Govt. and 

Rural Development 


Resident 

Representative 

(National Motors)
 

Accountant 

Cashier
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Pla.e of Contact
 

Islamabad
 

Is'lanabad
 

Islamabad
 

Rawalpindi
 

HEMO, Lahore
 
Lahore:
 

HEMO, Lahore
 
Lahore
 

HEMO, Lahore
 
Lahore
 

HEMO, Lahore
 
Lahore
 

Lahore
 

Health Directorate
 
Lahore
 

Lahore
 

Health Directorate
 
Lahore
 

Lahore
 

Rawalpindi
 

Islamabad
 
.
 

Rawalpindi
 
:"
 

HEMO, Lahore
 



Name 


Shah Iqbal 


Zafar Ullah Shah 


Dr. S.M. Nasir 


Sheikh Mohammad Ahsan 


Dr. M.B. khawaja 


Arshad Hussain 


Ch. Allah Rakha 


Ali Hussain 


Mohammad Hanif 


Joseph Jacob 


Rahmat Ullah 


Haider Chaudhary 


Abdul Haque 


Rahim 


Saeed.Akhtar 


Mirza Mohammad Sadiq 


Mohammad Ashraf 


Abdul Rashid 


Dr. Tahir Jameel 


Shamus Din 


Dr. M.A. Farooqi 


Title 


Job Clerk 


Transport Officer 


Assistant Director 

Malaria
 

Supply Officer, Auto 


Director Health 

Services, Punjab
 

Assistant Manager 


Superintendent 


Assistant Supdt. 


Assistant Store 

Supdt.
 

Assistant Supdt. 


Superintendent 

Statistical Section
 

Superintendent 

Receipt Sect4on
 

Senior Clerk 

Administration
 

Superintendent 


Senior Clerk 

A/C
 

Superintendent (A/C) 


Senior Clerk 


Assistant Supdt. 

(PMS)
 

Assistant Director 

Directorate of Health
 
Services, Punjab
 

Senior Supdt.(DDHS) 


DDHS, Lahore Division 
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Location of Contact
 

HEMO, Lahore
 

CDC, Lahore
 

CDC, Lahore
 

CDC, Lahore
 

Lahore
 

GMSD, Lahore
 

GMSD, Lahore
 

GMSD, Lahore
 

GMSD, Lahore
 

GMSD, Lahore
 

GMSD, Lahore
 

GMSD Lahore
 

OMSD, Lahore
 

GMSD, Lahore
 

GMSD, Lahore
 

GMSD;. Lahore
 

GMSD, Lahore
 

GMSD, Lhhore
 

-Lahore
 

Directorate Health
 
Services, Lahore
 

Directorate Health
 
Services, Lahore
 



Name 


Malik Mohammad Anwar 


Mr. Wajih-ul-Hasan 


Mohammad Rafi 


Usman All. Khan 


Mrs. Titi Memet 

Mumtaz Ahmed Sheikh 


Zafar Hayat 


Abdur Rahman 


Harun Irshad 


Feraoz Sharfuddin 


Dr. Mohammad Idrees Ch. 


Dr. Mohammad Saleem 


Dr. Mohammad Aslam 


Arshad Begum 


Dr. Moha.'nad Saleem Ch. 


Dr. Faiz Rasool 


Mr. Bijan Sharif 


Dr. Aftab Ahmed Chaudhry 


Chaudhry Rabnawaz 


Dr. Mumtaz 


Dr. Yaqub 


Title 


Purchase Officer 


Officer-in-Charge 


Assistant Incharge 


Purchase Officer 


Representative 

(UNICEF)
 

Manager, Fazal Din 

& Sons, Chemist
 

Medical Sales 

Officer, HOECHST 

Institutional 

Sales Manager 


Sales Executive 


Field Officer 


D.H.O. 


D.D.H.S. 


D.H.O. 


Asstt: Inspectress 


M.O. 


D.H.O. 


Program Officer 

(UNICEF)
 

D.H.O. 


Senior Clerk 


M.O. 


Principal, 


Para-Medical School
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Location of Cont
 

Directorate of
 

Industries
 

GMSD, Lahore
 

Directorate of
 

Industri es
 

Directorate of
 
Industries
 

Islamabad 

Lahore
 

Lahore
 

Muller & Phipp.
 
Ltd., Lahore
 

Muller & Phipp!
 
Ltd., Lahore
 

Beecham (Pakisi
 

Ltd., Lahore
 

Bahawalpur
 

Sargodha
 

Sargodha
 

Sargodha
 

Mochiwala
 

Jhang
 

Islamabad
 

Attock
 

Attock
 

Khairabad
 

Landi Kotal
 



Name 


Dr. Miandad Bungish 


Dr. Mubarak Ali 


Dr. Abdul Khaliq 


Dr. Nazir-ul-Haq 


Dr. Mohanad Aslam 


Dr. Mohammiad Akhtar 

Hussain Chatta
 

Dr. Iftikhar Bhatti 


Dr. Zamin Ali Mirza 


Tahira Sial 


Rubina Shaheen 


Mohammad Siddiq Farooqui 


Mohammad Siddique 


Mr. Shamshad Ahmed 


Mian Mahmud 


Mohammad Munawar 


Aslam Farukh 


Khurshid Hasan Rizvi 


Anwar-ur-Rahman 


Mohammad Sadarat Khan 


Dr. Hafiz Mahmud 


Mohammad Nazir 


Malik Ashiq Mohamad 


Title 


D.H.O. 


A.D.H.O. 


D.H.S. 


A.D., B.H.S. 


D.H.O. 


I.O. 


D.H.O. 


LS.H.V. 


M.A.' 


M.A. 


Director, NIPA 


Chief Statistical 

Officer, MOH
 

Section Officer 

Statistics, Govt.
 
of Punjab
 

Statistical Officer 

Health Directorate
 
Punjab
 

Deputy Chief Engineer 

(Operations) T&T 


Asstt. Deputy Director 

General (Telephones)
 

Statistical Officer 


Superintendent 

General Branch
 

D.D.H.S. 


Senior Supdt. 


Health Inspector 
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Location of Coni
 

Kohat
 

Kohat
 

Peshawar
 

Peshawar
 

Sialkot
 

Warburton
 

Lalamusa
 

Rawalpindi
 

Mochiwala
 

Shah,Jewana
 

Iqbal.Naggar
 

Lahore
 

Islamabad
 

Lahore
 

Lahore
 

Islamabad
 
,.'
 

Islamabad:
 

BahawalpUr
 

l"hawalpur
 

Bahawalpur
 

"Mutian
 

Rattaflal
 



Name 


Allah Wasaya 


Bashiran 


Nusrat Ara 


Sabiha Khaliq 


Abdul Majid 


Syed Talib Hussain 

Bokhari 


Abdur Rehman 


Aleem-ud-Din Aziz 


Anwar Hussain Khan 


Sajjad Akhtar 


Zakria Khan 


Surreya Bokhari 


Akhtar Ahmed Bajwa 


Wasiq Mahmud 


Mrs. Fahmida 


Dr. Mian Said Wahid 


Ahmed Gul 


Dr. Ali Sher 


Nazar Gul 


Fazal Mahmood 


Dr. S. Rafiuddin 


Dr. Shah Jehan 


Aslam Butt 


Dr. Zahoor Ahmed 


Title 


Dispenser 


Dai 


L.H.V. 


LH.V. 


M.A. 


Principal 

Para Medical School
 

Senior Mechanic 


DCE - Long Distance 


Director Planning 


Director Microwave 


Director Telegraph 


Assistant Inspectress 

Health Centre
 

Director Planning 

Iong Distance (T&T)
 

Divisional Engineer 

(H.F. Construction)
 

L.H.V. 


Agency Surgeon 


T.O. (HEMO) 


D.D.H.S. (Medical) 

Incharge of HEMO
 

Senior Mech. 


Statistical Officer 


Officer Incharge 

GMSD, Poshawar
 

Officer-in-Charge 


P.T.O. 


P.D./BHS, Cell 

Baluchistan
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Location of Cot
 

Rasoolpur
 

Rasoolpur
 

Haiderpur
 

Buddhuwali
 

Buddhuwali
 

Bahawalpur
 

Bahawalpur
 

T&T, Lahore
 

T&T, Lahore
 

CTR, Lahore
 

Lahore
 

Lahore
 

T&T, Lahore
 

Islamabad
 

Khairabad
 

Landi Kotal
 

HEMO, Peshawa
 

HEMO, Peshawa
 

HEMO, Peshawa,
 

Peshawar
 

Peshawar
 

GMSD, Quetta
 

Quetta
 

Quetta
 



Name 


Dr. Ayaz Ali Sheikh 


Dr. Khalid Rashid 


Dr. Gul Mohammad Jamani 


Anjum 


Dr. Ali Gohar Laghari 


Dr. Nisar 


Title 


D.H.O. 


P.D/BHS, Cell 

Sind
 

M.O. 


L.H.V. 


Officer-in-Charge 


D.D/Food Program 


Location of Contact
 

Thatta
 

Karachi
 

Jherruck
 

Jherruck
 

GMSD, Peshawar
 

Karachi
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RECOMMENDED STANDARD DIAGNOSIS LIST
 

FOR OUT-DOOR PATIENTS
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Disease or Detailed NO. Disease or Detailed
No. 

Injury- List No. Injury List No..
 

28. 	 Diseases of blood 290-294
1. 	 Tuberculosis of 001-008 

and blood forming
resp. system 

organs
010-019
2. 	 Tuberculosis, 


other iorms 29. Diseases of nervous 300-369
 
3. 	 Syphilis and its 020-029 including psychoses
 

yi aand psychoneuroses
 
sequelae
 

30. 	 Eye diseases 370-388
 
4. 	 Gonococcal infect. 030-935 


ear 390-398
31. 	 Diseases of 
5. 	 Typhoic and para- 040-041 

typhoid 32. Rheumatic fever
 

33. 	 All other diseases 410-468
6. 	 Cholera 043 

7. Bacillary dysen- 045 	 ofsystemcircultory
7. 


tery
 
046 34. Diseases of respira- 470-527
 

8. 	 Amoebiasis 
 tory 	system
 
9. 	 Diarrhoea 047-048 35. Dental diseases 520-535
 

10. 	 Diphtheria 055 36. Diseases of diges- 536-587
 

11. 	 Whooping cough 056 tive system
 

12. 	 Meningococcal 057 37. Diseases of geni- 590-637
 

infections tourinary system
 

13. 	 Plague 058 38. Complications during 640-649
 

14. 	 Leprosy 060 pregnancy
 

061 39. Complications after 680-689
 
15. 	 Tetanus 
 pregnancy
 
16. 	 Acute poliomye- 080 40. Skin diseases 690-716
 

litis
 

082 41. Congenital diseases 750-759
 
17. 	 Acute infectious 


and malformations
encephalitis 

18. 	 Smallpox 084 42. Diseases of newborn 760-776
 

(upto 4 weeks age)
 
19. 	 Measles 43.
085 All other diseases
 

810-825
20. 	 Infectious 092 44. Motor vehicle 

hepatitis accident
 

21. 	 Rabies 094 45. All other accidents
 

22. 	 Trachoma 095
 

23. 	 Typhus and other 100-108
 
rickettsial
 
diseases
 

24. 	 Malaria 110-117
 

25. 	 Kala-azar 120
 

26. 	 Intestinal para- 129-130
 
site (helmintps)
 

27. 	 Aviiaminosis and 280-289
 
other metabolic
 
diseases
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RECOMMENDED STANDARD DIAGNOSIS LIST
 

FOR IN-DOOR PATIENTS
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No. 	Disease or 

Injury 


A-i 	 Cholera 


A-2 	Typhoid fever 


A-3 	Paratyphoid fever 

and other salmon-

ella infections 


A-4 	Bacillary Dysen-

tery and amoebia-

sis
 

A-5 	Enteritis and 

other diarrhoeal 

disease 


A-6 	Tuberculosis of 

respiratory syst.
 

A-7 tiberculosis of 


meninges and 

central nervous
 
system 


A-8 	Tuberculosis of 

intestines, peri­
toneum and mesen-

teric glands 


A-9 	Tuberculosis of 

bones and joints 


A-l0 Other tuberculo-

sis, including 

late effects 


A-I 	 Plague 

A-12 	Anthrax 


A-13 	Brucellosis 


A-14 	Leprosy 


A-15 	Diptheria 


A-16 	Whooping cough 


-A-17	Streptococcal 

sore throat and
 
scarlet fever 


A-18 	Erysipelas 


Detaildd 

List No. 


000 


001
 

002,003
 

004,006 


008,009
 

010-012 


013
 

014 


015 


016-019
 

020 


022 


023 


030 


032 


033 


034 


035
 

359. 

No. 	Disease or Detailed 
Injury List No. 

A-19 Meningococcal
 
A-19 Meningococcal 
 036
 

infection
 

A-20 	Tetanus 
 037
 

A-21 Other bacterial 005,007
 
disease .021
 

024-027
 
031-038
 
039
 

A-22 Acute Poliomyelitis 040-043
 

A-23 Late effects of 044
 
acute poliomyelitis
 

A-24 Smallpox 050
 

A-25 Measles *055
 

A-26 Yellow fever 060
 

A-27 Viral'encephalitis 062-065
 

A-28 Infectious hepatitis. 070.
 

A-29 Other viral diseases 045,046
 
051-054
 
056,057

061
 
066-068
 
071-079
 

A-30 Typhus and other 080-083
 
richettsioses
 

A-31 Malaria 084
 

A-32 Trypanosomiasis 086,087
 

A-33 Relapsing fever 088
 

A-34 Congenital syphilis 090
 

A-35 Early syphilis, 
 091
 
symptomatic
 

A-36 Syphilis of central 094
 
nervous system
 

A-37 Other syphilis 092,093
 
•. ,093-097
 

A-38 	Gonococcal infecs. 098
 
..... ,,,... . .. ..... 



No. 	 Disease or Detailed NO. .Disease or Detailee
 
Injury List No. Injury "y List No.
 

A-39 Schistosomiasis 120 A-57 	Malignant neoplasm 185
 
of prostate


A-40 Hydatidosis 122 
A-58 Malignant neoplasm 155-160

A-41 Filarial infection 125 of other and 163,171 
. unsppcified 183,184sites .

Ai2 	Ancylostomiasis 1.26 
 186-199
 

A-43 	Other helminthiases 124 A-59 Leukaemia 
 204-207
 

*A-44 -All other infective 085,089 A-60 Other ftoplasm of 200-203
 
and parasitic 099 lymphatic and 208,209
 
diseases 100-117 haeniotopoietic
 

tissue
 
A-45 	Malignant neoplasm 240-149
 

of buccal cavity A-61 Benign neoplasms 210-239
 
and pharynx and neoplasms of
 

unspecified nature
 
A-46 Malignant neoplasm 150
 

of esophagus A-62 Non-toxic goitre 240,241
 

-A-47 	Malignant neoplasm 151 A-63 Thyrotoxicosis with 242
 
of stomach or without goitre
 

A-48 	Malignant neoplasm. 152,153 Diabetes mellitus
A-64 250.
 
of intestine,
 
except rectum A-65 Avitaminoses and 260
 

other nutritional

A-49 	Malignant neoplasm 154 deficiency
 

of rectum and
 
rectosigmoid Junction A-66 Other endocrine and 243-246
 

metabolic diseases '251-258
 
A-50 Malignant neoplasm 161 270-279
of larynx 	 .
of.l-ry,A-67 Anaemias 
 280-285
 

A-51 	Malignant neoplasm 162 A69 Other diseases of 286-289
 
trachea, bronchus bOod dsbeo­"ung:" and 	 , . blood and blood-.
 
and lung
 

forming organs
 
A-52 Malignant neoplasm 170 A-69 Ph
 

of bone sycoses
 

A-53 Malignant neoplasm 172,173 A-70 Neuroses, Person 300-309
 
of skin .'ality disorders and
 

other nonpsychotic
 
A-54 Malignant neoplasm 174 mental disorders ,
 

of breast A-71 Mental retardation 310-315
 

A-55 Malignant neoplasm 180
 
of cervix: uteri A-72 Meningitis 320
 

A-56 Other malignant 181,182 A-73 
Multiple sclerosis 340
 
neoplasm of.uterus
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Detailed
No. 	 Disease or Detailed No. Disease or 


List No. Injury 	 Lipt No.
Injury 


345 A-91 Viral Pneumonia 480

A-74 	Epilepsy 


Other 	pneumonia 481-486

A-75 	Inflammatory dis- 360-369 A-92 


eases 	of eye
 490-493
A-93 	Bronchitis, emphy-


374 	 sema and asthma
.A-76 	 Cataract 

375 A-94 Hypertrophy of 500
A-77 	Glaucoma 

tonsils and adenoids
 

A-78 Otitis media and 381-383
 
A-95 	Empyema and abscess 510-513
mastoiditis 


of lung
 

A-79 Other diseases of 321-333
 
A-96 Other diseases of 501-508
nervous system 341-344 


and sense organs 346-358 respiratory syst. 511,512
 
514-519
370-373 


376-380 A-97 Diseases of teeth 520-525
 
384-389 and supporting
 

structures
A-80 	Active rheumatic 390-392 

fever
 

A-98 	Peptic ulcer 531-533
 

A-81 Chronic rheumatic 393-398
 
A-99 Gastritis and 535
heart disease 


duodenitis
 

A-82 	Hypertensive dis- 400-404
 
A-100 	Appendicits 540-543
ease 


A-101 	Intestinal obstruc- 550-553
A-83 	Ischaemic heart 410-414 

tion and hernia 5604.
disease 


420-429 A-102 Cirrhosis of liver 571
A-84 Other forms of 

heart disease
 

A-103 Cholelithiasis and 574,575
 

A-85 	Cerebrovascular 430-438 cholecystitis
 
disease
 

A-104 Other disease of 526-530
 
440-448 digestive organs 534-536
A,-86 	 Diseases of arte-


537
ries, 	arterieles 

561-570
and capillaries 

572-573
 
576,577
A-87 	Venous thrombosis 450-453 


and embolism 
A-105 	Acute nephritis 580
 

A-88 Other diesease of 454-458
 
A-106 Other nephritis and 581-584
circulatory syst. 


nephrosis
 

A-89 Acute respiratory 460-466
 
infections A-107 Infection of kIdney 590
 

A-108 	Caculus of urinary -,'592,54
A-90 	Influenza 470-474 

system
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No. Disease or Detailed 
Injury List No. 

A-109 Hyperplasia of 600 
prostate 


A-110 	Diseases of breast 610,611 


A-111 	Other diseases of 591,593 

genitourinary 595-599 

system 
 601-607
 

612-629 


A-112 	Toxaemias of preg- 636-639 

nancy and the 

puerperium 

A-113 	Haemorrhage or 632
 
pregnancy and 651-653 

child birth 


A-114 	Abortion induced 640-641 

for legal indicat-

tions 


A-115 	Other and unspeci- 642-645 

fied abortion 


A-116 	Sepsis of child-
 .670,671 

birth and the 673 

puerperium 


A-117 	Other complica- 630-631
 
tions of pregnancy,633-635 

childbirth and the 654-662 

puerperiun 	 672
 

674-678 


A-118 	Delivery without 650
 
mention of 

complications 


A-119 	 Infections of 680-686 

skin and subcu-

taneous tissue 


A-120 	Other diseases 690-709 

of skin and sub-


• cutaneous tissue 


A-121 	Arthritis find 710-715 

• spondylits 


A-122 	Non-articular 716-718 

rheumatism and 

rheumatism un-

specified
 

No. 


A-123 


A-124 


A-125 


A-126 

A-127 


A-128 


A-129 


A-130 


A-131 


A-132 


A-133 


A-134 


A-135 


A-136 


A-137 


Disease or Detail 
Injury List N 

Osteomyelitis 720 
and periostitis 

Ankylosis and 727 
acquired muscu-
loskeletal 

735-731 

deformities 

Other diseases of 721-72( 
musculoskel etal 
system and connec­
tive tissue 

Spina bidfia 741 

Congenital anom- 746 
alies of beart 

Other congenital 747 
anomalies of cir­
culatory system 

Cleft palate and 749 
cleft lip 

All other congeni- 740 
tal anomalies 742-74. 

748 
750-75: 

Birth injury and 764-76: 
difficult labour 772 

Conditions of pla- 770-77: 
centa and cord 

Haemolytic disease 774-771 
of newborn 

Anoxic and hypoxic 776 
conditions not 
elsewhere classified
 

Other causes of 760­
perine.tal morbidity 769,
 
and mortality
 

Senility without 794
 
mention psychosis
 

Symptoms and other 780
 
ill-defined
 
conditions
 



No. Disease or 

Injury 


,AE-138	Motor vehicle 

accidents
 

AE-139 Other transport 

accidents 


AR-140 Accidental 

poisoning
 

AE-141 	Accidental falls 


AE-142 	Accidents caused 

by fires 


AE-143 Accidental 

drowning and
 
submersion 


AE-144 Acciden-t caused 

by firearm
 
missiles 


AE-145 Accidents mainly 

of industrial 

type 


AE-146 All other-

accidents 


AE-147 Suicide and 

self-inflicted
 
injury 


AE-148 Homicide and in-

jury purposely 

inflicted by 

other persons
 
legal interven-

tion. 


AE-149 Injury undeter-

mined whether
 
accidentally or
 
purposely
 
inflicted
 

AE-150 	Injury resultini 

from operations
 
of war
 

AN-138 Fracture of 

skull
 

Detailed 

List No. 


E810-E823 


E800-E807 

E825*-E845
 

E850-E877 


E880-E887 


1890-E899
 

E910 


E922 


E916-E921
 

E900-E909 

B911-E991'.
 
E929-E949 


9950-E959 


E960-E978 


E980-E989 


E990-2999
 

N800-N804
 

No. 


AN-139 


AN-140 


AN-141 


AN-142 


AN-143 


AN-144 


AN-145 


AN-146 


Mi-147 


AN-148 


AN-149 


AN-150 


Disease or vetailed
 
Injury List No.
 

Fracture of N805-N809
 

Fracture of N810-N829
 
limbs
 

Dislocation with- N830-N839
 
out fracture
 

Sprains and N840-N848
 
strains of joints
 
and adjacent muscles
 

Intracrancial N850-N854
 
injury (excluding
 
skull fracture)
 

Internal injury N860-N869
 
of chest,abdomen
 
and pelvis
 

Laceration and N870-N908
 
open wound
 

Superficial N910-N929
 
inla'y,contusion
 
and crushing with
 
intact 	skin surface
 

Foreign body H930-N939
 
entering through
 
orifice
 

Burn 	 N940-N949
 

Adverse effects N960-N989
 
of chemical
 
substances
 

All othsr and. N950-N959
 
unspecified N990-N999
 
effects of
 
external causes
 



AP!?ENDIX IV
 

RECOMMENDED LI 
INSTRUMENTS -


AND BASIC 
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List of Equipment and Instruments
 

RURAL HEALTH CENTRES
 

S. Name of the Article Qty S. Name of the Article Qty 
No. N9 ­

1. Chair 21 25. 	 B.C.G. Kit 6
 

2. Table 11 26. 	-BPI Kit.- 4
 

3. Examination Stool 4 27. 	 Demonstration Flip Chart 4
 

4. 	Bench with back 8 28. Model Woods Latrine and 2
 
Houses etc.
 

5. Screen 	 8
 
29. 	 Fridge for vaccine 150 .1
 

C. Steel Almirah 19 	 litre 220 volts
 

7. Clock 6 30. 	 Spray Gun . 3 

8. Call Bell 2 31. 	 Ice Boxes 6
 

9. Penstand 5 32. 	 Ryltube 2 

10. Ceiling Fans 12 a,3. 	 Typewriter 1
 

11. Thermometer 12 34. 	Paper.Tray 9
 

12. Reflex Hammer 4 35. 	 Dust Bin 14
 

13. Tongue Depressor 6 36. 	 Dressing drum for bandage 3
 

14. 	Nasal Speculum (large) 3 37. Dressing drum for cotton 3
 

15. Nasal Speculum (small) 3 38. 	 Flattray with cover 3
 

16. 	X- , View Box 2 39. Acriflavian posts 5
 
(Galipots)
 

17. 	 Snellen's vision chart 2 , . A".
 
40. 	 Kidney tray 4
18. 	 Stethoscope 7.
 
41. 	 Dressing Forceps 
 3
 

19. 	 Sphygmomanometer 7
 
42. 	 Chetal Forceips


20. 	 ENT Diagnostic Set 4
 
43. 	 Irrigator (Anaema Can) 3
 

21. 	 Chalamchi with wash 12
 
hand stand 44. Vinyle Sheet 1
 

22. Torch 9 45. 	Apron 4
 

23. Adult Weighing Ma,hine 4 46. 	 Sterilizer(Electric) 3
 

24. Stature Measurement 2 47. 	 Scissor (curved) 2
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S. Name of the Article Qty S. Name of the Article Qt) 
No. _ _ _ _ _ _ _ _ _ _No. _ _ _ _ _ _ _ _ _ _ 

.48. Scissor (straight) 2 73. 	Baby weighing machine 2
 

49. Artery Forceps 4 74. 	Delivery table 1
 

50. 	Probe Silver 1. 75. Instruments trays with 5 
cover 10,5"x7" 

51. 	 Spirit Lamp 2 
76. Gloves pair 	 7
 

52. 	 Splints for hands,knees.. 20.
 
and feet 77. Vaginal speculum 4
 

53. 	 Spatula and .slab 2 
 78. Sterilizer (fuelheated) 2
 

54. Bucket 2 79. 	Dai Kit 2
 

55. Jug 2 80. 	DNS 1
 

56. Hamam (water container) 2 81. 	Round speculum 1
 

57. Ear Syringe 2 82. 	Simple vaginal speculum 1
 

58. Syringe 2cc & 5cc 20 83. 	Uterine sound 1
 

59. Needle size 18 gauge(box) 2.$ 84. 	Ovum Forcep 1
 

60. Needle size 20 a 0 2 85. 	Dilators set 1
 

61. Needle size 22 4 2 86. 	Trolley 2
 

62. Needle size 24 " " 2 87. 	Stiching needles (Pkt) 2 

63. 	Ounce measures and scale 1 88. Catgut 1
 
weight set
 

89. Vaginal douche can 1
 
64. 	Pestle mortar 1
 

'90. Catheter (female) Metalic 1
 
65. 	Dispensing table 1 

-91. Catheter female'8 FR 2 
66. 	Mixture Bottles 13 .°(, . 10 .
92. 	 10 "2
 
67. 	 Pharmocapia chart 1 " 12 

93. ' 	 2 
68. 	Apron 1 i, - 1 ,2
94. ""1,4 :"2
 
69. 	 Stair stool 1
 

95. Aspirator (Mucus Sucker) 2
 
70. 	 Harican Lamp 2
 

96. Hot Water Bottle 	 6
 
71. 	Fetoscope 4
 

97. Baby Cot 	 2
 
72. 	Breat PUmp 4
 

98. Patromax 	 2
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S. Name of the Article Qty S. Name of the Article Qty 
No. _No. -­

99. Iron Beds 8 124. Surgeons cap 6 

100. Bedside Lockers 8 125. Ice caps 8 

101. Stools (wood) 8 126. Inhaler (large size) 2 

102. Beddings 16 127. Inhaler (small size) 2 

103. Dustbins 26 128. Heater 1 

104. Chalamchi 6 129. Brush Surgeon 6 

105. Fire Extingulisher 1 130. Kidney tray 16 oz 2 

106. Nylon thread sutures 50 131. Kidney tray 28 oz 1 

107. Gatgut Oz (vials) 50 132. Basin solution 6 Itr 2 

108. Needle holders 8 133. Bowel sponge 2 

109. Stitching needles (doz) 4 134. Jar Dressing 1 

110. Bowels 4" 2 135. Measuring Jug 2 

11. Bowels 8" 4 136. Urinary Test Set 1 

112. Bowels 12" 6 137. Tourniquit 1 

113. Dressing drum with stand 1 138. Nail File Finger 1 

114. Autoclave 1 139. Birth Atlas Book 2 

115. Instrument Cabinet 3 140. Hospital Demonstration 1 
Doll 

116. Oxygen cylinders(for 2 

117. 

emergencies) 

Resuscitator (Pump for 
1 

141. Pelvis Female 
Ligainented 

1 

providing oxygen) 142. Scale Infant (Metric) 3 

118. Catheter Matallic (Male) 2 143. Catheter sterilizer tray 3 

119. Catheter Metallic(female) 2 144. Sputum Mug 3 

120. Tooth extraction 1 145. Spoon 4 
forcep set 

146. Apparatus for samples 1 
121. Operation Table 1 from well 

122,. Shadowless lamp 1 147. Chlorimeter 1 

123. Instrument trolley 1 148. Eye Bath Cup 2 
with top 
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S. 	 Name of the Article Qty 
No. 	 ___No 

149. 	 Funnel rubber stomach 1 

tube
 

150. 	 Urinal (male) 


151. 	Urinal (female) 4
 

152. 	Bedpan (Male) 4 


153. 	Bedpan (Female) 4
 

154. 	Bed cushion (rubber) 10 


155. 	 Cabinet instruments 2 

56"x27"xl2" with deep
 
front cupboard below 


156. 	Cabinet instruments 2 

24"x16"x12" with deep 

cupboard below 


157, 	 Bogie urethral set 2 


158. 	 Instrtument Homorroidal setil 


159. 	 Needle suturing full 1 

curve 3/8 (pkt) 


160. 	Needle suturing full 1 


curve size 9 


161. 	 Needle suturing full 

curve size 15 


162. 	Needle suturing full 

straight 6
 

163. 	 Sou1d bladder size 4" 1 


164. 	'Soundbladder size 8" 


165. 	Needle suturing full 1 

curve half circle 


166. 	Scoope with curette 1 


167. 	 Knife plaster blader 1 

with handle 
 *." 

1.rette flushing 	 1
168. 	 Ob0.70x88 

169. 	Dilation and inflation 1 

apparatus 
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S. 

170. 


171. 


172: 

173. 


174. 


175. 


176. 


177. 


178. 


179. 


180. 


181. 


182. 


183. 


184. 


85. 


.186. 


187. 


188. 


189. 


190. 


191. 


Name of the Article Qt. 

Can opener 3
 

Finger stall box of 12 3
 

'Spatula 	 2
 

Spittoons 	 4
 

Overall 	 17
 

P coats 12
 

Funnel catheter 3 oz 3
 

Catheter urethral soft 2
 

rubber 8 fr.
 
Catheter urethral soft 2
 
rubber 10 fr.
 

Catheter urethral soft 2
 

rubber 14 fr.
 

Syringe rectal (infant) 2
 

Tube rectal rubber 2
 
22 fr.
 

Thermometer clinical 
 6
 
rectal centigrade
 

Brush Nursing Bottle 2
 

Forceps utility 28 mm 4
 

Mask Anaesthetic child 1
 

" Adult 1
 

Midwifery kit type 3 1
 

Needle infusion 2
 
1.0x6.3 (dozen)
 

Needle Hype luer 2
 
syringe 1.25x51 mm
 

Needle Hypeluer 2
 
mm 

Needle 	Hyperluer 4
 
0.55x 	9 Mel
 



S. 	 Name of the Article Qty S. Name of the Article Qty

No. 
 A No.
 

192. 	Needle Hypeluer 4 211. Cover glass mirroscrope 10
 
0.90x38 mm
 

212. 	Cylinder graduated 10mi 2
 
193. 	 Needle Hypeluer 4 

0.45xI0 nmi 213. " " 50ml 2 

194. 	 Scissors bandage 4 214. Flask conical erlenmeter 2
 
lister 182 mm
 

215. 	Forcep microslide
 
195. 	 Speculum vaginal, 1 kirkbride
 

bivalve graves small- ­
216.* Funnel Lab. glass plain, 
 2
 

196. 	 Speculum vaginal 1 65 nin
 
bivalve graves lowgb


" 
 217. 	Gauge ;iire 4"x4" with 
 2

197. 	 Syringe ear, irrigation 2 absestos centre'
 

3 oz
 
218. 	 HeMacytometer complete 1
 

198. 	Syringe Hypodermic Luer 12 set
 
2 ml
 

219. 	Hamemoglobinometer 1
 
199. 	 Syringe Hypodermic Luer 3 set sahili type
 

5 ml
 
220. 	 Pipette blood sedimen- 3
 

200. 	Syringe Hypodermic Luer 3 tation westergreen
 
10 ml
 

221. 	Pack blood sedimentation 1
 
201. 	Syringe Hypodermic Luer 1 westergreen 6 units
 

20 ml
 
222. 	Rod stirring flint 4
 

202. 	Syringe Tuberculin Luer 1 glass assorted (pkg)
 
1 ml
 

223. 	Slide microscope plain 1
 
203. 	Urinometer squibe with 1 (75X25 mm box of 72)
 

cylinder
 
224. 	 Stand support lab. med. 4
 

204. 	Blance Laboratory and 2
 
dispensing 225. Support test tube wood 3
 

205. 	Beaker 50 ml griffinlaw 3 226. ,Tost tube-,16x150 mm 72
 
form form without lips
 

206. 	Beaker 150 ml " . 3 227. Tripod-A140 ,iron 3" 5 
1.D.zS" high

207. 	 Beaker 250 ml " 3 
228. 	Tubing standard flint 2
 

208. 	Bottle dropping 60 ml 1 glass assorted
 
flint glass
 

229. 	 Wire nickle chromimum 1

209. 	Comparator 1 Swg 22.2 Ft. length
 

210. 	Testpaper wide range 2 230. Holder needle approxi- 1
 
PH2 to PH 12 mately 6" long
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S.,

No. 


231. 


232. 


233. 


234. 


235. 


236. 


237. 


238. 


239. 


240. 


241. 


242. 


243. 


244. 


245. 


246. 


24g. 


240. 


249. 


250. 


251. 


Name of the Article Qty S. 
 Name of the Article
 
-_____.___No.__ 

Jar staining vertical 2 252. Intestinal set
 
complin
 

253. Rectal set
Spirit lamp 250 ml 
 l
 
254. D & C set
Morter & pestle glass 1
 

4 oz
 

Microscope Monocular 
 1
 

Pencil wex red china 
 1
 
marking
 

Paper filter qualitative 4
 
10cm x 15cm diameter
 
padage of 100 each
 

Pipette Serological 1 ml 2
 
in 0.01
 

5 ml 2
 

"0 ml 2
 

Centrifuge Machine 
 1
 
(electric or fuel heated)
 

Water Distillation 
 I
 

Machine
 

Airway 
 1
 

Aplicator Ear & Nasal 
 1
 

Aspirator Syringe 
 1
 

Adopter 
 ' 1 

Bone-cutting Forceps 2
 
(straight & Curved)_,'
 

Kit Bag 
 1
 

Proctoscope Illuminated 
 2
 

Basic cutting set 
 I
 

Minor Operation Set 1
 

Basic abdominal set 
 1. 

372
 



ANTIBACTERIALS
 
"Recommended
 

Qgantity
 

Rural Health Basic Health
S. Name of the Drug 

Centre Unit
No. 


1. Penicillin Crystalline
 

Forms:
 
'Vials 	 200,000 Units 500. 200 

500
" 	 1,000
500,000 

500 200
1,000,000 " 


4,000 2,000
2. 	Penicillin, Procaine 


Forms:
 

Vials containing
 
*: 400,000 Units
 

3. Ampicillin
 

Forms:
 
7,000 ml
Syrups 125 mg/5 ml 	 14,000 ml 


1,000
Capsules 250 mg/cap 	 ,2,000 


4. 	Tetracycline -HCL
 

Forms:
 

Capsules 250 mgm 10,000 7,000
 

5,000 4,000
Tablets 250 mgm 

Syrup 125 per 5 ml 15,000 ml, 1.0,000 ml 

-Pediatric drops 125 mgm per ml 


Injectable: l.M. 1000 qtgm

* S 	

vial 500 300 

5. Streptomycine
 

Form:
 
10000
15,000 1
Inj. 


6. Chloroamphenicol
 

Form:
 
ml 20,000 ml
Suspension 1.25 mgm/5 tnl 	 50,000 

10,000 chp- 6,000Capsule s 250 mgm 

500 100
Injectable 1.0 Gm/vial 
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S. Name of the Drug 

No.,. .o 


7. Isoniazid
 

Form:
 

Tablets 50 mg 


100 mg 


8. Thiacetazone & INH*
 

Forms:
 
Tablets 100 mg 


300 m4;600' 


9. 	Triple Sulpha
 

Tablets 500 mgm 


10. Sulpha 	Diazine* 


11. Sulphonamides
 

Tab. 0.5 g. 


ANTI-PROTOZOANS
 

A. Antimalarial
 

1. Cholroque Phosphate
 

FortMs:
 

Tablets: 150 mg base 

Inj: 40 mg base in 1 ml 

Syrup: 50 mg in 5 ml 


2. Pyrmethamine
 

Form:
 

Tablet 25 ml eal 


B. Anti-Amoebics/Giardias
 

'3. Metronidazole
 

dForm:..
 

Tablets 200 mg 
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Rural Health Basic Healt
 
Centre Unit
 

1,000 	 500
 

4,000 	 300
 

.1,000' 500
 
3,000
 

15,000 10,000
 

20,000 10,1000
 

20,000 10,000
 

20,000 8,000
 
100 40
 

2,200 ml 1,000 ml
 

20,000 5,000
 

20,000 8,000
 



S. Name of the Drug 

C. Anti-Trichomonas
 

4. Gentian Violet* 


5. Di 	Iodhydroxyquin
 

Form:
 

Vaginal Suppository (100 mg) 


ANTI-'HILlINTHS
 

S. Piperzine
 

Forms:
 

Tab. 300 mg 


,, Syrup (elixis) 750 mg/5 ml 


2. 	Bephenium Hydroxynaphthoate* 

Forms: 

Pellects: 1.25 G. in each 
5 G tub 

Powder: 	,1.25G. in each
 
5 G tub 


3. 	 Tapeworm Tablets 

500 mg each 

ANTIFUNGAL
 

1. Nystatin*
 

Forms:
 

Tablets: 500,000 units 


Ointments: 100,000 units 

in each gram
 

2. Griseofulvin*
 

Forms:
 

Tablets 


Syrup 
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Rura. Health Basic Healt 

Centre Unit 

2Kg 1Kg 

3,000 1,000 

25,000.tab 10,000 

3,5,000 ml n',000 ml 

.5,000 i,000 

6 Kilo Kilo 

.... 

100 60 

4,000-1- 1,000 

700 Gm 500 Gm 

2,000 1,000
 

10,000 M1 ,000
 



SKIN PREPARATIONS
 

S. Name of the Drug Rural Health Basic Health
 
No. Centre Unit ..
 

A. Antiseptics
 

1. 	 Spirit Acriflavian Lotion 30Lb. 20 Lb.
 

.
2. Detol26; 	 ' . 10 " 

3. Hydrogen Peroxide Solution 	 10 Ltr" 5'Ltr
 

4. Potassium per Magnate
 

Forms:
 

Crystal: 1 Kilo 0.5 Kilo
 

B. Anti-Inflamnmatory
 

5. Calamine Lotion 	 14 Lb 7 Lb
 

6. Hydrocortisone Skin Ointment 	 3,000 Gm 2,000 Gm
 

C. Anti-Bacterials (Skin)
 

7. Sulphur Ointment 	 5,00, Gm 3,000 Gm
 

8. Sulphadinazine Ointment* 	 5,000 Gm 3,000 Gm
 

9. Whitefield Ointment 1 :K'. 0.5 	Kg
 

10. 	Iodex*
 

Form: Liniment Ointment 2Kg 1 :Kg
 

D. Anti-Scabies/Lice 

:'11. Benzylbenzoate 5 Kg 5 Kg 

Emulsion Lotion
 

ENT/DENTAL PREPARATIONS
 

A. Eye
 

Sodium 	 1,000 vials B00
1. SiAphacetamide--
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S. Name of the Drug 

No. 


2. Chloramphenicol*
 

Forms:
 

Drops 


Ointment 


3. 	Penicillin Crystalline 

Eye Drops
 

4. Tetracycline Ointment* 


5. 	bacitracin-Polymysin-

Neomycin
 

6. Noversine Eye Drops 


7. Silver 	Nitrate 


8. Atropline Eye Drop 


9. Diamox
 

Forms:
 

Tablets 


Injections 


B. Ear
 

10. Soda Glycerine Ear Drops 


C. Throat
 

11. 	Saline Expectorant
 

Form: Mixture 


D. Anti-Allergic
 

12. Chlorophenirainine
 
Maleate
 

Forms:
 

Tablets 4 mg 


Syrup A.mg/5 ml 


Inj. 10 mg/ml 
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Rural Health Basic Health
 
Centre Unit
 

500 vials 200 vials 

....200 tubes 100 .tubes 

500 200 

1000 tubes 800 tubes 

2000 " 500 " 

15 btl I btl 

(100 ml) -

500 ml -

1000 100 

50 

1 Kg 0.5 Kg 

10 K& 6 Kg 

10,000 5,000 

30,000 ml 10,000 ml 

200 100 



CARDIO-VASCULAR DRUGS
 

S. Name of the Drug Rural Health Basic Health 
No. Centre Unit 

A. 
!* 
Anti-Hypertensive and Diuretics 

1. Reserpine Usp
 

Forms:
 

Tablets 0.25 mg/tab 5,000 1,000
 

2. Hydrachlorothiazide
 

Form:
 

Tablets 50 mg 2,000 1,000
 

3. Lasix*
 

Form:
 

Tablets 4r mg 2,000 1,000
 

Inj. 10 mg/ml 500 100
 

B. Heart Stimulants
 

4. Digoxin*
 

Form: 

Tablets 0.25 mg 500 100 

Injections 0.25 mg/ampule 50 ­

:C4 :,Anti-Angina Pecterus
 

5. Glyceryltrinitrate
 

Forms: Subbing tab. 0.5 mg 500.. 200
 

ANTIASTHMATICS
 

1. Ephedrine Hydrochloride 

Forms:
 

Tablets: 25 mg 10,000. i400
 

Injections: 25 mg/ml 500 
 100
 
(I ml ampule)
 

2. Amnnophyline

1, 

Forms:
 

Tablets 100 mg 1,000 
 500
 

Injectable 250 mg in each
 
10 ml ampule
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GASTRO- INTESTINAL DRUGS
 

S. Name of the Drug Rural Health Basic Health 
No,. __,_._Centre Unit 

A. Antispasmodics
 

1. Bella4ona*
 

Forms:
 
.Tablets 12.5 mg .5o00 
 2000
 
Tincture 300 mg/mi 	 5,000 ml 2,000 ml
 

2. 	Buscopan*
 

Forms:
 

Tablets 10 mg 10,000 7,000 

Injections 20 mg/5 ml ampule 1,000 500­

3. Metamizole
 

Yorms: 

Tablets 5,000 3,000
 
Injections 500 200
 

B. Antacid
 

4. Soda Bicarb
 

Form: 
Powder 	 50 ib 30 lb
 

5. Carminatives*
 

Forms:
 

Tablets 15,000 10,000
 

Mixture 100 litre 50 litre
 

6. Gelusil*
 

Forms:
 

Tablets 1,000 
 200
 

C. Anti-Diarrhoeal
 

7. Jight Kaoline*
 

Form:
 

Mixture 	 10,000 ounce 5,000ounce
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S. Nameof the Drug 
 Rural Hoalth Basic IHealti 
_Centre
No. 	 ...... Unit
 

8. Oralytle Bags 	 2,000 1,000
 

D. Laxative (Puragatives)
 

9. 	:Glycerinp
 

Forms:
 

Supporitory 1,000 200 
Glycerine 20 lb 5 lb 

10. Liquid Paraffin* 	 25 lb 15 lb
 

11..Castoroil 	 3 Kg 2 Kg
 

12. Milk of Magnesia* 	 50,000 ml .20900jl
 

13. Magnesium Supphate* 	 5 Kg 3 Kg
 

E. For Vomiting
 

14. Sodium Chloride 	 2 Kg 1 Kg
 

DRUGS USED IN OBSTETRICS
 

1. 	Egometrine Maleate*
 

Forms:
 

Tablets 1,000 400
 

Injections 200 50
 

2. Oxytocin
 

Forms:
 

Injectable 200 100
 

CENTRAL NERVOUS SYSTEM DRUGS., 

A. Analygesics/Antepyretics
 

1. Asplrin 	 20,000 10,000
 

2.1 Paracetamol* 	 20,000-z 10,000
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S. Name of the Drug Rural Health Basic Health
 
No. Centre Unit
 

3. Novalgin*
 

Forms:
 

Tablets 10,000 2,000
 

200
Injectable 	 1,000 


-Drops 


4. Pethedine Hydrochlori.4e
 

Form: 

Injectable 50 -

B. Anti-Convulsants
 

5. Phenobarbitotte
 

Forms:
 

Tablets 5,000 2,000
 

Injections 100 50
 

6. Dilantin
 

Forms:
 

Capsules 500 100
 

7. Diazepam
 

Forms:
 

Tablets 2 mg LO00 100
 

Injections 100 20
 

8. 	Chlorpromazine HCL . . 

Forms: 

Tablets 1,000 500
 

Injections ..200 50
 

Syrup 5,00 ml 1,000 ml
 

D. Hypnotic
 

.9. Chloral Rvdrate
 

(not used) 	 2Lb.
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http:Hydrochlori.4e


S. 	 Name of the Drug Rural Health Basic.Heal 
o 	 ._______________ Centre Unit 

D. 	 Respiratory Stimulant 

10% Coramin,
 

Forms. ­

Injectabi'e 250 mg in-i .nI. 
 50
 

REPLACEMENT FLUIDS 

1. 	I.v. Fluids* o,090 100
 
Oral Fluids
 

2. 	Salt-Sugar Medicines 1500
00
 

3. 	 Orabyte Solution 'i,000., 2.00 

VITAMINS AND MINERALS
 

1. 	MultivitaMins*
 

Forms: 

Tablets 	 40,000 15,000
 

Syrup 	 50,000 15,000 ml
 

2. 	Multivitamins with 5,000
 
minerals tablets
 

3. 	Adexoline
 
': Syrup
 

Capsule 	 40'000 .t 

4. 	 Vitamin B-Complex* 

Forms: 

Injectable 	 200
 

Tablets 	 5,000' 500
 

Syrup 	 2,500
 

5. ViTamin C. 
Forms:, 

Tablets 10,000 5,000 

Injections '1500 100 
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S. Name of the Drug 

No. 


6. Kaplin
 

Forms:
 

Injections 


Tablets 


7. Ferrous Sulphate* (Iron)
 

Forms:
 

Tablets 


Injection 


Elixir 


ANTIDIAB~TIC DRUGS
 

1. Insulin
 

Form:
 

Injectable 


2. 	Diabinase
 

Form:
 

Tablets 100 mg 


250 mg 


3. Daonil
 

Form:
 

Tablets 5 mg 


MISCELLANEOUS DRUGS
 

A. Local Anaesthetic
 

1. 	Xylocaine*
 

Form: 


Injectable 


B. Steroids (Hormones)
 

2. Dexamethasone 
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Rural Health Basic Health
 
Centre. Unit.
 

100 20.
 

1,000 100.
 

50,000- 15,000
 

200 50
 

10,000 ml 3,000 ml
 

500 	 100
 

500 100
 

500 100
 

500 	 100
 

200 vials 10vials
 

of 50 Cc 

5,000 	 500
 



APPE1DIX VI
 

APPLICATION AND FORMS A AND B FOR
 

TWO-WAY RADIO LICENSE
 

Prev,.. ,- ..
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APPLICATION FORM FOR A FIXED STATION LICENCE 

Application from Pakistan or Pakistan State Subject 
for a License to Establish Maintain and Work Wire­

less Telegraphs in Pakistan 

-1. 

* 

Name of Applicant (in Block Capitals) 

Address . 0ege aeg*. a. . .*.*..0 0 & gg'e 

'Age ..... . ... . ....o#....so0 000 . 

SOccupation ........... ...... 

. 

. 
* 6 . . 

.. . .:.....:,.0 0 

. . . ... ... . 

Nationality. (Evidence of Pakistan or Pakistan State 

nationality and two written reference 

as to character should be enclosed)........... 

Father's name and home address 
cee .. g.. eg eo.... g@ et g~ee. .be 

2. Scientific qualifications (if any)of applicant .... 

Particulars of any experience in working 

wireless telegraph transmitting apparatus ....... e t,.b , 

Particulars of certificates of competency 

as wireless operator held by applicant 

Speed at which applicant can send and 

receive in the Morse Code ............... ..ggge..e . ....... 

3. Purpose forwhdch licenseis'required 

4. Particulars of apparatus to be used. The trade 

name of the set in the case of standard set 

bearing a recognized trade name (Diagrams to be 

furnished and Attached to this form unless a 

standard set bearing a recognised trade name is 

to be employed) 

(a) Transmitting .. ..................... 

(b) Receiving .............. 



0000 

(c) 	Antenna (including sketch and
 
dimensions and means of support) ....
 

5. Power in 	watts to be used for transmission (A) :
 

(a) 	 Source of power supply (B) ............. .. ..... .
 

(b) 	Measured at input
 
(c) 	 Volts .................. Amperes
 

(d) 	D/Cor A-C .... P * 0 

-	 -(e) Cycles per second (A/C) ...... . . .... ,. ........
 

.(f) Maximum watts at input to aerial
 

It 	more'than one station is desired details must be given,.:
 

for each 'station separately.
 

(A) Power is defined as the power taken from the terminals
 

of the main generators of equivalent point.'
 

(B) If batteries are used state kind; x if secondary cells,
 

state capacity and maximum discharge rate; if dynamo,
 
.state maximum power &vailable and if supply main, state
 

voltage (whether direct or alternating) and periodicity.
 

*The term wireless telegraphs includes wireless telephones,
 

Particulars of stations::
 

Exact location(a) Type(b) Class(b) Remarks
 

Note:- (a) 	State full postal address at which the station is
 
to.be created, if the station is to be moveable
 
state place in which it will normally be located
 
and area over which it Is desired to move.,
 

(b) For 'type' and Class-see table on page 1 of the
 
.pamphlet "Instructions governing licences for
 
wireless telegraphs in Pakistan".
 

Transmitting 	- Normal ..... c/s 

.*,• 	 Additional ..... ........
 

7. Wavelength it is desired to use:
 

Receiving " 

Additional ." 


394
 



8. 	Range of wave over which apparatus is capable
 

of being adjusted:
 

Transmitting ....... .......... Kc/s 

Receiving .. ... 

9. 	Stations with which it is desired to
 
communicate ...................... . . .. . .. . . ., .o
 

10. What messages from Government stations it is desired 

to read and make use of? .......... ........ 

11. Hours of working desired (P.S.T) Transmitting ........ ,.....
 

Receiving ........ ,,,.
 

12. 	If the applicant proposes to employ operators 

to work the transmitting apparatus give names, 

address, qualifications of operators with 

particulars og thair certificates of competency 

as wireloss operat, ........ 
as 	 , .el... eo.,..e.e eee.*S* e~aoG6.*.. PS6'.
 

Xf more than one station is desired details must be given
 

for each station separately.
 

DECLARATION
 

I undertake to observe the conditions of the license and hereby
 

certify that the apparatus herein described can and will be worked
 

in accord~nce with the provisions of the. license. I further declare
 

that, if the apparatus is licensed for the transmission of mess­

ages, only operators holding approved certificates of competency
 

shall be employed to work the transmitting apparatus.
 

Signature of Applicant
 
Date ................66..
 

The 	applicat4on, when completed, should be forwarded to the
 

Director General, Telegraph and Telephones, Karachi, through
 

the 	province in which the station will be located.
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PAKISTAN-WIRELESS BOARD 

(SITH CLEARANCE) 

Details required to be submitted with application for
 

setting of a wireless station
 

(1) 	Name of Station: 

(2) 	(a) Longitude & Latitude of station (for rural area)
 

(b) Postal Address 	 (for urban area)-­

(3) 	If to be used fur transmitting or
 

receiving or both.
 

(4) 	Power output of transmitter:.
 

•(5). Type of transmitting antenna
 

*(6) Overall height of transmitting antenna
 

(indicate whether from ground or roof top)
 

*(7) Type of receiving antenna: ..
 

•(8) 4eight of receiving antenna:
 

(9) 	In Pase the wireless station falls within
 

10 nautical miles of the noare4t"serodrome,
 

* 	 thu bearing and distance of the station from 

the serodrome: 

*(i0)YTransmitting frequencies 

*(11) Receiving frequencies
 

* (12) Frequency Control VFO or Crystal:
 

*(13) Type of emission:
 

3i6
 



(14) Probable date of installations: 

(15) Name of other stations already installed: 

(16) Whether equipment is available or is 
imported fromi abroad: 

to be 

(17) Period for which wireless system is required: 

Filling up of these columns is optional. 
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FORM 'B' 

PAKISTAN WIRELESS BOARD
 
(FREQUENCY CLEARANCE) 

Details required to be submitted for
 
approval of frequency
 

Notifying Body:
 

Assigned Frequency:
 

Date of putting into use:
 

Name of transmitting station:
 

(a) Longitude & Latitude of transmitting 

station: (for rural area)
 

(b) Postal Address (!or urban area) 

Points of reception:
 

Lengtl of circuit:
 

Class of station and nature of service:
 

Type of emission with bandwidth:
 

Power in KW:
 

Transmitting Antenna characteristics:
 

(a) Azimuth of Max. radiation. ­

(b) Angular width of main lobe.
 

(c) Antenna gain in db.
 

Maximum hours of operation:
 

Supplementary information:
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