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DEPARTMENT OF STATE 
AGENCY FOR INTERNAT iONAL- DEVELOPMENT 

wAsn I NGTON. D.C. tests 

PEMORANDUM FOR THE DEVELOPNENT LOAN COMMITTEE 

SUBJECT: PAKISTAN - B a s i c  Health Services 

Attached for your review are the recormendations for authorization of 
a loan to the Government of Pakistan ("Borrower") of nct to exceed 
Thirteen Million and Five Emdred Thousand United States Dollars 
($13,500,000) to assist  in f inwcing the local currency costs 
associated with the development and implementation of a comnprehensivc 
system for  rural health delivery in P a k i s t a n .  

The loan is scheduled for considerat.,ion by the Development Laan Staff 
Committee on November  4,  1976, st 2 : 0 0  p.m., in Room 5951 NS; please 
note your concurrence or objection is  requested by close of business 
on Wednesday, November 10, 1976, If you are a voting member a poll 
sheet has been enclosed for your response. 

Develoipaent Loan Committee 
Office of Development Program R e v i e w  

Attachments: 
Summaxy and Recommendations 
Pxo ject Analysis 
Annexes A - I  
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GLOSSARY FOR BASIC HEALTH SERVICES PF 

AUopathic: The western-based medical system. 

AUopathic Medicines- Those adminiate red by practitioners d 
rscientific (akaopathic, western) medicine, including alh medicinto 
praved of tralue in the treatment of diseaee, 

B a r b  r (nai): A service casts of which there i s  ustzdtly one or more 
repteaentative families in a village. Barbers no* ody cut hair but 
perform certain medical services, such aa r n f n ~ r  surgery and prepam- 
tion of ointmenia. 

Biradari: A group of people related to each other by patriliagaL 
descent; lineage. 

Dai: (midwife): A woman who ha. acquired some informal training 
7. 
in midwifery, who delivers -bi&ta and treats minor gynecalogical 
a ihentr ,  generally is a rural setting. 

Darn: The reciting, by teztaia qualified persons, of certain vemer 
c f e  &ran and blowing of them on a painful parl of the body, or oo 
food, for remedial effect. 

Dardit: A family of languages spoken in the northern areaa of 
-n: Ex: SIba .  

G e m  theory of Medicine: The doctrine that infectious diseases ate  
of =PC robic origin. 

B k k :  A physician trained in the, Unani medical system (see Unani), 

Homeopathic Physicians: Thoae who tr& diaeaae by giving v e q  
small doses of medicine that would in a healthy person, or in a 
large doses, produce or aggsaate symptoms of the diaeaae treated. 

Indigenous Practitioners: Persons providing medical or quaai:me&&al 
services who have not been trained in aUopathic medial inaetutioas ' 
Ex, Hakim, Pansari. 

Lady doctora: A common Pakistani term for a woman doctor train& 
in the aUopathic system. I 

1 * 
& 

I Lady Health Visitors: An allopathic para-medical worker with two 1 x 
years of training in piimary health care, maternal and cMld h a  i 
and gynecoPogy. 

Adaadroi: A specialist in maadera (Skt. mantra), recited 9e 
i. 
, ,  

tabifha+= auppoaod t o  possess the property of neutsaWn(l 
I. -' - a d  anake poisons. 
!: - 
;>";.-,.' 
>,-.': : b;-+ -*--- ,--, -, "- .*... -- - " - .-- ----. . "- -" .--------- -- ------------ -- - - -  - - -+.- - -  -- - --------------- 
-, , ,, 
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Madvi: here, a Muslins aeligioue leader in the village, who b8 
-,the Quran and who is atfached to the mosque. 

Nal: A member of the barker caste (See Barber). 
- 

- * - 
Nurse-dais: A dai with some formal allopathic fxaining in nwsbg 
a d  midwi&e ry. 

rgah): A village council, c~meisting of the head@ of 
cb reW,es disputes within the village. 

%sari: A compounder af medicines in the Vaaai rystem. 

Pir [Saint): A Muslim holy man of a Sufi (mystit%~l) order, who 
gives rdigioua guihasce to individual~s. . , 

L 

Purdah: The aedueios of w m e n  in Muslim society, which prevsrut. 
I 

social contact between and men outaide their fmily  circle. 

ritual marking a major transitional etep in the 
, such as marriage, completing onefa education, 

Saayaei: A wandering religious mendicant poseesaing a knowledge af 
herbal mediciaea; 

S ed: A person who elaims descent from the Prophet Muhammad: *' have a special s t a t u s  in a community. 

Taavees: An amulet given by a pir  to  protect the recipient, curs 
some i h e s e ,  or assure success in some endeavor. 

Unani: The system of medicine developed by the Arabs on the Weir 
'oTr?;; Greek system, after which it is named. Unani medicine in 
b e e d  on the concept of the four humors, which are ~upp08edt0 be 
kept in balance. 

Wrestler (paheiwan): Prof easional or semi-profes sional, athletes, 
who tour villages giving exhibitions. Thought to have special skill 
in bonesetting because of the n a c r e  .of their profession, - . L . 

Zat: A named, ranked social group Amposed of lineages, the - * - 
membership of which is determined by birth. 

I f  i 

i f 
Ziarat: The tomb of a pir, or saint, which function@ a8 a shfine. ! 4 - p \ 

; Q .  

I 

I *  

- .  
I 

' ., . , > -  - - - ... .- . , , -. . . - -  
1 '  



PART I 

SUMMARY AND RECOMMENDATIONS 

A. Borrower/Grantee and Implementing Agency 
" .. 

The Borrower/Grantee will be the Government of PaKistan. 'The 2 

executing Agency for the Government will be the Fedeya1:Minir;try 
of Health (MOH) . Within the Ministry the ~at iona l '  ~asic Health 
Services Cell (NBHSC) will be the e n t i t y  responsible for the ex- 
ecution of the project. Below the Federal level , , ' the Provincial 
Directors of Health Services and the District Health ~f f i cers  will 

7 supervise project execution within thsar geographic areas of 
responsibility. 

B. The Loan and Grant 
-7 

I 

1. Amount: Grant, $1.5 million; Laan, not ko exceed $13.5 , 
million. (Tranched $6.0 niillian in PY ~977 and $7.5 

f 

million in FY 1978,) 

2 .  Terms: Payment within forty (40) years from the first 
disbursement w i t h  a grace period on principle repaym@nt 
of ten (10) years. Interest is payable in U.S. dollars at 
two { 2 )  percent per annum during the grace period and 
three (3 )  percent thereafter on the disbursed balance and 

I unpaid interest. 

C. Purpose 

The purpose of the project is to develop a functioning system of 
integrated ruxal health ~complexes. 

D .  The Project 

The project v h ~ c h  the proposed loan w i l l  assist in financing will 
develop and implement a new system for basic rural health care 
delivery in Pakistan's four provinces. The 

system call s for an integrated three-tiered health I-p delivery strusure. 
referred to as an Integrated Rural Health Complex (IEMC), and 



required support idrastructure, The eyetear when h operation 
will provide sffordabla health service. tn the targei popuhtion. 

2 

The b h g ~ r t e d  R nraE Health Complewsm are canrpored of: 

1. RuralHe.ltbCenterrtpffadbybotbamJa.Idte&~ledocbt . 

8 ~ d  nugprt otaff, The centerr ir khe CocaJ p o b k  of #s comptex- 
The docturr at the centar a m  rerpnsible i!~r aPf rervicas 
within its catchment of SO, 000 WJ 100, QOO people. 

I 

2,. Basic Health Unit staffed by two mid- level 
wotkers4 trained para medical). The Mid- Level Neal th Worker 
wi l l  receive 18 monthr of medical training. Thsre wi l l  be from 
5 10 Basic Health Units under each Rural Health Center. Each 
Unit w i l l  serve a population of 5,000 b 10,000. 

3. Community Health Workers w i l l  be under each Basic Health 
Unit  a d  it i a  anticipated that there w i l l  ba at least one female 
worker for each village or homogeneous community. The 
Community Health Worker wi l l  serve an average of 1000 people, 
though this wil l  vary dependizg on viuage lsiza and composition. 
Heisha w i l l  pmvide some curative health services but with the 
major emphasia on preventive health care, Through rhoxt 
training programs, th- workers w i l l  acquhe limitad, though 
critical, medical skil ls ,  They w i l l  refer patients with ceraLo 
categoriee of symptoms to the Eaaic Health Units b r treatment, 

To support these health complexee, #e project wi l l  emphasize the 
development and cperatfoa of required management and operations 
support a y s ~ a m s :  training, personnel, pknnbg,  budgeting and 
accounting, communications, and 8 upply and logia tics. ~ d d i t i o ~ l l ~ ,  
to provide central coordination for the project, the Government w i l l  
establish in the Minis try of  Health an organizakion called the 
National Baeic W e a l t h  Services CeU. 

The eight-year project is divided into kwo phases. The first phase, , . +- 
C 

I r " 

and the phase for which this loan is written, w i l l  a s s i a  t the 5 
, - . 3, - 

Government in d-&g o€ the system. h r g e :  s c a b  : a 
, , 3- 

bplernentation (rapid expanmion of coverage) is plck~ed dufiag j :- 
Phase II. By &a end of Phase Il, year 8, it is p b m d  that about i -  .. $. 
50% oaf Pakistan's rural population w i l l  be coversd by the sysbm, 

1 "  . _ .  . - .  , " .  . - ,  ~. - .  ".-- ' 

. . >;. .- ;,; 
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- 3 -  . I  . I 

3 ' . . ; !  : 
. . 

i f  the project performance proceeds as scheduled, AID p&aa to . 
: ' . .. , 

, . " :  '- ' 
. i. 

consider follow-on loans Lor the support of Phase fX A £arxnok ' .  , .  .{ c 
+ . ,  . 

joint evaluation of the project is planned early in ywr, 3. T b  , - ;  . : ' I  _ 
. ,  

recemmsndatians of the evaluation w i U  be conriderect <a dstersabin@ . .  ... $! 

the vibbility oE further AID support. L 
* '. 

L 

I > 
I L C  E. Purpose of AID Assistance i Jl 

I? 

j 1 7  ' 

,! J', , - 
AID Iundr, w i l l  timosm tachnisrl assistance coat8 a d  &@o.c.l * .  . 

;';, 

i pmjact #upport over the first three years of &a projack -- Pb.#r & 
i 

; ' .  

.! 1. Tecilnical Rssistancg - the grant will finance foreign exchange , 

L Fasts of four ions-term technical advisors and required short ' 
i term advcsors, These costs are estimated to be $1;3'oillivn: 
1 iexcludes WBO financed technical assistance) - 

1 2. General Project Support - Using a . granched funds rezzase: 
; procedure, with an initial advance at fwds, the ban w f f l  
i finance geaeral project supmrt. b a n  Einrnca wi l l  amount 
I 

1 to about 60% of Pbse  I project costs. 
I 

Other Oooor Assistar= 

I 

I 

i There are a number a€ other donors, both b i l a t e r l  and multila&eral, 
I providing assistance to Lnprove the health s a t u s  of Pakismn8s 

rural popuhtion. The W o r l d  Health Crganization phns to aamist 
this project directly by providing two technical advisors on a 

! granl basis. For a lull diacussiolr of other doaor aa8iatutce rater 
bo Amex D. 

G, Iasuse 

A l l  iaau.8 ralating to the project have been intrgrrted .dto th. 3 
pmjsct design. 

. 

! H, Statutory Criteria 

I The Project marts rlf applicable statutory criteria, 
'- - 
s < 

1. Summaw ot F b d w  , 1 .  

Tha techaicrl darign of thr projrsct i a  rsasoarbls rad tbe cu~t  i t I ;  
, 1 ,stimater are roaronably firm and pricma arm rouombg8- All 

I . 4 
i rrpriyais ol Lhr project from the techdcaA, md& S O C ~  a& : * <  4 

4 4 .' . eccrnomfc r Ugdpoiab indicaw that th. project w i l l  m t  ik i 
\ objirctive and wm benefit the rural gopuL-a oE FW&~M. \ 
1 - 

I I \ Recosnmandatioa 
I 4. I That a grant of $1.5 million and a loan So 
I .  

the Polk is tan Basic Health Services Project! 
' * >  

. . and that the grant and an in i t ia l  tranch of - .  . . . . 
- L-L.-I.: -...I, 2-1.: .,-.-.--L.-' --.-, A_.- 





PART XI 

PROJECT BACKGRGUND AND DETAILED DESCRIPTIOM 

The p u p m e  of  this aectinn is two- bld: to ol le t  a b r i d  u r m a s m e  
of Lhs health status of Pakistan's papulation 8d i ts current arcdoutt+~ 
for meeting the nationlr health needs a d  b all # tb O*O&WS 
of heal* policfea and prograrzls in Plkbtra.  

-- -, 
The age distribution of the cutraat ppuPIeon ia r s h  

hat 44.9 percent of the total populatiun ia under the age OI 15, 4%. 5 
petcent t between the ages of 15 a d  44, rod only 13.5 p t e  i s  
over the age of 44. Ln aU cohorts, there are more d e r  ~ ~ r i u ,  - 

Th, crude death rate is eathated b bm 15.5 p s ~  
popation at the present t h e .  Th. infant mortality ..Limr(. i. 
11 J p.g tk~,mu.d live birth. which accourU. to t  sboub I l C b o  prsmnt 
of the crude drat& r@t+- 

The preaent Pakircrn health delivery ryrtdar is ckncurttd by 
wids regional variatioa in the quality a d  quanttty ot r e + r L c m m  io 
both urban and rural areas. Historically, the health a y a t r a ~  bra 
esrved upban over rural needs; placed more ampbxsir ofi the 
training o f  doctor8 than auxiliary manpowor; skimpad on opetatbag 

x 

budgmts for the public health aector; and neglectad prrrvlntive 
a d  conundky Sealtl: h €awr of curative ma&cea. 

A dctsr l eci !,rf,jsr.t Ija~ki;ro~ma is presented in Annex B, Exhibit 1, 



( r  

B. Detailed Description 

Tbe logical framework far this project a d  it8 a~sacilatud I A 

msrative Bescription are presented in the lrrt sretion of the t 

detailed project descript3on. Since this profcct, Wee moat 
social sector pro jectr, i s  a complex one, a hir ip  dataPlsd 
dssc~ptian of the activities to be undertaken i a  presded to 
help provida a clear picture of the project, 

1. General Description 
, , 

The project is designed to help the Government of hfni~toa 
achieve its ~taked health soctur goal of improved basic health 
services for the undarserved ruralpopulatton. A auceerrsfd 
program effort wiU contribute substantially to  the Covetr~~ak~s  
overall objective af social and economic davelopmant. Tile 
atrategy which the Government has ptoposed, aad whieh t&r 
project supports technically and financially, wiPl result in the 
exptiaaion of rural health services through significantly increasing 
trainad health manpower and rural physical health facilities. 
The eyetern Upill be sopported by an effectively functioning 
momgument infraatrucbre that dll inaure tkat h%gh qtdiw 
basic health services are available to the target p o p a h t i o m  aQ a 
cost afgordable by the Covar-sat, The propeed project w t l l  
ham a rtroag preventive and promot&- empbaio IO. .dditioa to 
prowidbg curative ~ervices. 

This project will be implemented in Pakistan's four 
Provinces (Punjab, Sind, Baluchistan, and the North west 
Frontier Provkce) - - - 

I 

The overall project for impmired primary rural health care 
spone eight years and is to be furrdedintwo phases of three and 
five years each. This project paper is written ta seek support only  . 
for the first phase but the overall 8 year strategy i s  f&y developeds 
in order to place Phase I in perspective, I 

I - 
1 

I Y 

i 
I[ 

L 
I 
I ' - 
1 7.j. 

i I ::. - . 
"I 

I 
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During h e  eight yea2 period, non- physician health cats 
pmvidets aritf be ttsfaed d deployed into an irnimpruvsd rural 
health senricea system which includes adequate augervisbrt 
m d  referral, and the ability to maintain medications, SPT~PUCS, 
and transport at levels which ensure effective pethrmaace. m8 
initial 3 yeas phase of  Ws praject w i l l  be invalved with layiog 
the gromdwork for a rapid expansion of ePIs rwal health fiedcts 
wM& wXI occur during the seuzond phase. 

The.na~rative concermiag pmje?ct activities p r ~ p s d  for tke 
eatita eighk year period falls &to three majot catcrgaries: 1 )  o 
descriptiozr of the ~mpaseb expanded twal health system, 2) & 

descriptios of the p r o p s 4  heal*& worker WaiDing program. and 
3) r descrip~on of *e propeed support systesn development effort. 
'Fhe Logical fzsrmework nrirrmtivs kolbws these dezscr&pthns, 

2. -ded  Rural PrLs.acry Health Care Systsan 

The Gover~nent of Pakatac'a  Fifth Five-Year Phn advocates 
tkrle, estabBsfuncnt of ao expanded rural health system based on the 
(mHC)e This camplex, s H o w a  below, w W  become &e criticrf 
fwctioaaZ unit for the dciavesy of rural basic heal# seTvicsu. It 
$9 compsd ~ t '  one Rmal  Ha&& Center (RHC) surrounded by 
5 - 10 Basic  Health Unite jSHV's)  and serves 50,000 - 100,000 
persons d e p e ~ d k g  on ppda?5iron density. It has a geographic 
~trf;nrent area oi 2 50 - 250 square mires, 



8.. The R u r a l  H s d t h  Canter 

Tha RHC is tha local piat L o t  m;ra;hgemant oE tht geegsrrpbid 
- 

catchment area. It is staffed with one male and orre female doctar, 
b w 3  mid- levei 8upervisory health workers, m a d  two mid-level 
workers delivering cart, - 

It i s  d s o  &c home base for four sther rn3d-ImmZ workers w b  
are deployed oe a floating basis to the BHUqs to provide eovarrge 
when regular staff 8x9 on vacatinzrs or leave for illness or cortthdng 
education. 

The activities of the RHC are: 

-- To provide primary care for its knmsdfste su,wuadiag 
area 

-- To serve as a referral center for all BEPU1s wtthin its 
catchmen* area 

-- To function as a center €or all local pltomhg aad numagamant 
a€ Freve~tiwef programs tor its catchmest orerr 

-- To provide first- b e  techaical and admiafutrative aupemhfon 
for a l l  workers 

-- To be the first ~~Ueet ion  and collation point for idurmakbn 
systems data including data on curative care, case finding 
and vital registration, immunizations, nutritioa, antenatal 
cars, and family planning activities 

-- To serve as the first-line drug and equipment warebaac 

Each RHC is f inked with the District Health Cfficer (DHC-) rmt 
only through managerial control by rhe doctars, but also by tech&-l 
supervisory relationsfips with district level persona in persoan* .. - 
supervision, inventory control and information sys- mslzag-e&. i- 

Line sad staff organizational relationahips appear as follows: 



b. The Easic Wealth Unit m d  the &rid- Level Health Worker 

The BHU is kke mast peripheral usit of the rural primary health 
system. It serves 5,000 - 10.000 people depending on population 
density and covers an area of 15 - 25 square miles. 

Each BWU is stai id with two mid- level workers, 
as weU as their s q p r t  personnel (chowkidar 

or guard, awseper, and so on). Recruitment of these workers is 
from r ~ r a l  azsas and, matriculation is required, Once trained 
in both curative sad greventiva care, they perform disease- aptc l€ ic  
diagooses and prescribe between twenty- live and thirty drugs with 
which they are fully fsziliar. It is es~fmated that the mid-level 
primary care workez is capable of competently handling 90 % 
of a doctar's routine caselaad, thereby freeing the physician ta 
focus his or her artention oc cases req~ring sophisticated medical 
treatment. 

The activities of the BHU staff are as foirotvst 
< *. 

r 1 

. -,* 
" - 
:"z -- To provide primary care for its geographical catchment aeea ;t 
s 
s X 

3 -- To serve as a referral point for the community health workers 2 ,.. .- 
(CHWs 1 who live in the villages --$ 

.A 
<y. 
1 
@ - -  To plan and supervise of curative and preventive activities of ; 
.& q m s  't 
8% 
& 
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! - - To supply CHW $ w@ drugs and equipment -L * .  . I 
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Each BHU a d  mid-level worker is linked to the RWC by mid-level 
supervisory persome1 who visit each unit at least once every Wo weekri,_ 
and by the doctor who may supervise directly if he ox she wishes, 

c, The Community Health Worker 

The Community Health Worker (CHW) is the hdividoad who briags - 
the preveatfve and curative medical system to the village level. -8 

are a new class of rnedfcal worker in Pakistan and wil l  be recruited 
Erom the village ia which they wil l  serve. Paid in part by that camrmzaity, 
#e CNWa farm the third tier of the integrated rural primary health 
ayatem. This staffing coacepk is derived fro= both the Fifth Five- 
Year Plan and the Country Fled& Prograxnrnisg exercise, Thus, a 
manpower model of the mMC looks as bUows: 

A Population covered 



- I1 - 

While there might be slight ;artstions from pmvince to province. 
h a  Community Health Worker, living ic the village and part af 
its social life, w i l l  be trained ia basic preventive tasks such as 
weighing of children to detect scnbcliaical rnahutrieian, seeking out 
pregnant women and carrybg out simple "high- riskJ* assessment 
88 to which women need to see mid-level workere or  doctors, and 
dinpeasing family plaaniag materials inclu6ing oral contraceptives 
md condoms. C n  an average, there w i l l  be CMWli060 
ppuht io  n. 

The CHW has a rage in curative &medicine as weE. Besearch 
has shown that fewer than ten sb~pke problems corLprise half of 
all patient visits in rural ar aas o £ tho devola ping wo rid. Wnen taughk 
tc recognize and treat some simple problems a d  carsfullly tiaught 
(and supervised) to refe5: eiLhe2 t;mb2emo, the CHW not o d y  g a h s  
credibility in the village but reduces the load QYI th2 Basic Health 
Units,  W i t h  these reSaLPvely s b p % e  skills, CWWf3 can also 
translate their h ~ w k e d g c  inta language ~ s d e r s ~ c d  by villagers and 
t h u ~  caa help Sridge ehet socisi a ~ d  knowledge gap between the health 
systern and the v-aage sociai system. 

The CHW w i l l  be tech&cally supexvieed every 2 weeks by 
the mid-level health wcrker bur will, be ultimately answerable b 

a the c~mmlfnity in which he or she lives, 

d. G u r a ~ v e  Care Im the iRHG 

ln order t~ maxhize  C h i r  b-pact on tiie cc-?urrrurifies they 
, - serve, the IRHC workers employ "risk analysis:$ in establishing 
t J. priorities for treatmest of their careloads. While health w~rkers  

traditiorauy attend to simple cases first because &ey p s s e  the 
Eewest challenges, where risk analysis is used, health workers 
c~ncentrate L.heir energies on clients with severe medical probiems. 
Thus, for exanpie, they devote themselves m o  re ta the child who 

- > 

is the must severely underweight than the one who is marginally 
.? 

underweight. By visiting that child daily and providbg both him and i "  

z 
his mother with intensive curative and preventive czre, the worker % 

7 -% 
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l ~ n  unpublished 1975 study in the Punjab found that 46% at ail visits ..% .. -- ::?. s" 

were €or muscle aches and pains, stomach problems, fever, and , :$ 
respirab ry  ailments. @ .;% 
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str ives €0 r dramatic improvement in his health. ID &is way, 
the wrkers effectively demonstrate their competence, thereby 
establishing the credibility of the system, 

G n  an average day, an IRHC coverfig 80,000 people w i l l  s e m  -- 
2 600 - 700 people for eicknes8-related (curative) sarvice8. Gf 

these a m d  80% w i l l  be warnerr aad children and 20% men and 
msfe children over age 10, 

If all these tiers are operational, the people should have ern 
initid screening by the CHWfs who can h e a t  about 1 / 2  of Lhe 
pattents who have the simple, common conditions mentioned 
previouslyy. The sirteen mid- le- el workers at the BHDs wi l l  
therefore see about 300 patis~ts or an average of nineteen patteats 
each/day. The doekrs at the REC s h o d  see oaly referral case6 

. _- (usually 5% of t o t a i j  or aboat 30 cases /day shared by two doe-rs. 
Schematically khe sys tem would Lack am follows: 

8 s  

I20 cseea 480 carer 
(male rns) ciernsw ct.Illrs> 

+ 
60 cases 24d*cases 

(male n&d=-LBve1 w r b ~ g )  {female mid-1-1 mrkez~) 

- .. 

- - i 

P 

(male doctor a d  female doctor )  - -  

I i .  

i 
1 

Ekfeml rate to hosp2tal . I  
u s ~ l ~ y  ,25%~600x.2!j%>=1,5 5 

J 
- 3  

I - :I _ I 

I' . . 
Haspita1 = - # '  - A: 

- .  41-2 cases) i' 
, - <I 

. % ,  
I - .*.A 

I 2 @ 2 curative v i ~ i t s i ~ e r r o n l y ~ r  and 250 -+king d a y ~ / ~ & r .  
s e d c s s  = 640/dav 



This seaulta in the following *caseloads /day: CHW - 8, mid-btnl - 19. docmr - IS. Evidesce suggests that 10 minutes /visit  i8 Mpl. 
h e  f o p  a m f U a t i a s  to attend to aknpla medical problems a d  r ~ c o r d  
keeping. The doctors require about 15 rninutes/visit since their 
cases are complex ones. Thur dairy curative care time is as EbU13-8: 

CHW : 80 rnkutes or about 1- X /2 hours . 

Mid-level : 190 minutea sr a b u t  3 hours 

Doctor : 225 minutes or abaut 4 houles 

, Therefore, the CIflK has ample W e  remaining for preventhe work 
a d  the mid-level worker has ample tkne to supervise the CHWs 
in tbe villages, 

e, Preventive Case in the IZMC 

The 
job is ta 
married 
a m o u t s  

CHW provides moat of the preventive care. His or h e r  
viait each family with children 0- 5 years of age andlor- 
wurnea of child-bearing age three t imes per year. This 
to two via i ts  /day based on this mica village pattern: 

'--? : 

4W v f s i t s  % year 
, : 

. *-<. 9 
. .>*! . m .q 

. - - . .  ' , :$ a-, - 1 . uo wrag d a ~ / ~ r  . . c2 .= A? +. 

2 horree vis f  rs/day . . : 

. .  , L 1 .  . 
!* 

, _..___., ___L..d .-. , ._-_ ..l.l.".--: -- - 
., . . - . . ,  



Thus ths CHW, after 80 - 90 misutes of curative work, 
visit.  tao housealday where ha or she does the following: ., 

-- Weighs all children 6 months to 3 years with a portable 
scale to detect early malnutrition and refers cases the 
BHU* 

-- Ask3 it married woman have missed their menstrual period 
ta detect early pregnancy {pregnancies are referred to the 
ma. 

-- Asks if thete have been births or deaths ip &a family .du.riq 
the last 4 ,months a ~ d  racods these, 

-- Asks women I &ey w o d d  like a s w i d  pregnancy in the 
next 4 mcin&s asd offers family plannieg service. U desired 

- - . - - -  -- G i v e s  DPTan6 PCG i;nm;mkations to childran (possibly 
also polio if a thermos is available). 

-- A s h  if  known t~~bercurfosie c a s e s  are Wing their medicines 

me CWW also t a l k s  to mothers about feeding of young cUdxen, 
food storage and handling, child care, child spacing and personal 
hygiene and sanitation, The educational aspect of the CIf9iY1s work 
ia suppried by suitzbie educational materials (see rhe Sccial A d y s i s ) .  

Cther  preventive work is carried out at the BHU. This wotk 
can be organized with a Special Care file where under-weight 
children, mothers with high- risk pregnancies, tuberculoeis 
patients, and others are aoked, These families should be vieikd 
frequently by rba mid-level worker aad by the CKW, 

€, Supervisory Activities within the ZXHC 

The mid-hvel worker wi l l  have an average of five CHWs 
supervise and should spend ball a day with each CHW every 

I 

, I weeks, The RHC has two senior mid-level workers to a 
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aixtaen other mid- level workers (at 7 BHUs /complex). The 
supedsot  ahodd spend a M E  a day every two weeks with each 
mid- level wozkes. 

The doctors have ultimate rsspnsibility b r  all activities 
of  the L3RHC. They wilb receive reports from supejvirrots and 
WW directly supervise poorly perfomhg wurlurrs. 

g, Information Gathering Activities Within the SRHC 

The CHW and the mid-level worker are record keepers, 
The supervisor at the! RHC has major collation and repart 

: j generation ~espnsifbillzties and spend about half of each day - on them. The supervisor prepares reports on q d t y  of care, 
health activikirs carried out (actual versus pbusaed), drug and 
equipene status, and cer-din outcomes such as number of E a i l y  
planning users, number of malnourished children who have 
improved,~immuaizatior~s given, and so forth, These are reviewed 
by the doctor a d  certain inbmnation is forwarded to the district 
leveL 

3. Health Worker Train- Froaram 

To train the manpower required for the high quality rural 
health program described above, a major effort wil l  be mounted 
to develop cuxricultum materiale, train tutors, and establish a 
series of  training scfioole for the non-physician health cars 
providers. 

- ." a. Curriculum Development 2~ . * 
.< - -.* 

..fZ 
A t  the present time adequate quantities of curriculum materialsf -A *- Xi = s 

are not available in Pakistan for training mid-level or commtdty ' 

*1 T *,- 

health workers which are specific to the health p r o b k a  of rorai , <% 
-9 

Pakistanis, or written is Urdu, Materials available are not ,ez 
.% 
.a 

designed for the developrrient oE problem - solving skills and .:* 
"$3 a: ,s 



are not based on achieving competence in carry- out the practical - 
activitie~ required in the delivery of primary care. Deve10pmept 
of new materials is time consuming, but adaptation of model 
materials can be d a e  in a reasonable time so that training can 
be quickly started. 

Model materials are available in an active learning mode, 
with the skil ls  and knowledge required to perform to specified 
standards carefully delineated. Representatives of the Ministry 
of Health and of the Planning Commission as wel l  as various tra- 
i. 'ihrtions have during the past year participated in workshops on 
rho development of modularized competency-based training programs 

-- a d  the Governmeat has indicated its desire to adapt this k i d  of 
I simplified, modular, pra blterxx- oriented curriculum for Fakisan 

(with provincial variations as necessary), These moddes wW be 
translated in& Urdu as w e U  as majc r dialects, depeadhg on 
dtianate ethnic responses to recruitment efforts, 

The curricdurn deve lo~ed  for the mid-level health worker 
wi l l  produce a graduate capable of perfunning at specified 
standard levels lor all tasks and duties spelled out by Che 
Gervexament. The cornptehene ion level is ?tamed fo t matriculatas 
(grade 10). 

Tbe c u r ~ i c u l ~  for the corrrmunity health worker wiU also 
be modular =ad problem oriented. The entry level €or these 
students *sill be matriculates where available, with literacy as a 
mhknurn requirement. (However, learning materials can also 
be adapted €or illiterates, ) 

b. Tutor Training 

Completion of curricul- dsvslopmenk w i l l  be f o b w e d  by a -- 
tutor training program to develop adequate numbers of capable 
tutors to staff the training schools. This tutor training program 
will be carried out in h o  or three major cities in Pakistan, The - -  -. 

three month course wi l l  include o rieatatian to the concept oC a 
primary health care delivery team and bo the preventive and 
promotive functions of health workers. Exposure to modern I E 
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pedagogy, particularly the use of modularized cuaricuk9r materials, , 

active participatory learning and self instructioh, wil l  be given as 
wen  a d  work in evaluation, quality control a d  competency 
certificaticl a. 

c. Training Units 

Mid-level health worker training capability wijl  consist GI 
12 training units by the end af the first project year. These 
training units wil l  use the new modular curricd~am developed 
and adapted during the first 6 months of the project, The trairzhg wiU 
begin with didactic training, consisting of supervised h ~ t r u c t - i ~ ~ ,  
self instruction, and closely szpervised prlctical and field 
experience, fdlowed by a practical preceptorship experieacs 
(on-the-job trainirg), The period of training wi l l  be eighteen 
months. class sizs be 25 and new classes wa? s t a r k  at six 
rno &h intervals so that outgxt per training unit w i l l  be 50 mid- level 
health qorkers per year, 

The Initial units w i l l  be established at some of the existing 
Lady Health ; nsito r schools and at tehsi3. and district hospital which 
have facilities sad space f o r  classrooms and staff. 'The criterion for 
selectiag s i t e s  will be '&at they have a minimum of 250 outpatient 
visits per day to provide sufficient pracktcal experience for the 
stadents. Each wit wiU hzve newly-trained tutors added to its 
staff t~ operate the training program, Each unit wiff require 
same audio- visual equipment, and each traioee wi l l  be provided 
with modest examining equipment which he a r she w i l l  retain when 
deployed to the basic health unit. 

. -+.- 
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A secoad group cf trahbg ani ts  w i l l  be opened by month 18, I- ,: / . .  

,:-, :.;+- 
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d. Community Health Wsrket Training 

These workers wi l l  be residents of the village they w U  serve 
and wil l  be predomhantly lernales, The Government of Palcis- 
has suggested matriculation as L%e epthlam educational level but 
is aware that most of these mamen w i l l  have caasiderabiy less 
education and some will, be illiterate. - The rrrajs ri'y wil l  be mattare 
women but younger nos-married women w U  not be excluded. 

GIPWs wiU be selected by their village with  &a advice a0 
personnel at %he RHC and BMC. They w i l l  be trained for a period 
three months. Tra-hisrg ~ c i f l  take place at the EWU and RHC and 
will  be carried ouf primarily by &e &< id- Eevelt EeaM Worker as 
one of theix Eirsr tasks whsxt stationed in the BHU. Training 
materials w i l l  be 3peciahSy developed edutztional moddes, S b c a  
the maj~r  amphasis of theee health workers w U  be prevention/ 
promotion, their initial t~aining w i l l  provide them with sirnple skills 
in these areas, slrch as weighing icfants and keepbg growth charts, 
dispensing family plzavling devices and advice, and participating in 
b*munizatiom Programs. Txartment for a very few common mess 2s 
w i l l  also be taught, Additional training in more complex tasks w i l l  
vary de~ertding on regional health, professiondl and pliticzl 
ccnsiderati~ns. 

4. Support System Davelopment Program 

The present rurzf primary heait.fr care system in Pakistan 
has a weak support infrastructwe. Drugs are often out-of-stock, 
there are insufficient vehicles, and workers are often uasupervised. 
The primary manager of the system, the 3is txict Health Cfficer, 
usually ha3 ten- clerical staff to assist in managing up ln 900 workers 
who serve populations of Eram 300,000 to 1,000,000. As the number 
of primary care praviders greatly expands over the next 8 years, - -  - 
the present manzgement sys tern wil l  obvia usly be inadequate. 
Therefore, thi.3 project seeks to help strengthen this support 
infras tructare. _- 

. . Curxent awareness of infrastructure support problems varies and j 
often one camo t find strong support for changipg organizatiopal 1 1  
arrangements. This seems to be due to lack of technical knowledge ,. ,. 
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a b u t  alternative managesial methods cr because persons fear 
Posing power or influence through change. This project seeks 
to strengthen the infrastructure support fox the sxpaaded surai , 

health e ysbam in a constructive, celabratios way by: 

-- Establishing, within the Fede~al  Mnistry of Health, 
a National Basic Health Ssrvicss Cell ku provkde overall 
coardinati~n fur the expansion oZ basic health services, for 
the development of the new manpower, and for the atzgagtken- 
ing of the support eystem. 

-- Increasing technical ski l ls  through technical advisors and 
formal management training in primary care planrrirng and 
operations, as well  as i3 specialized technical support 
functions such as 1~gistics a ~ d  supply, pe~ssnnel,  supervision, 
info mation s ystern, eorhmunica5ioas, and budget and finand& 
control, 

-- Developing si,mplifieb and aqpropriake' manuals far primary 
health care manogeme~k irr operations, inventory control, 
and s~pervisio~, developing an informatian system 
that aids dscisiort msking. 

-- Using case-seirn5ursaEle financing based on mutually 
agreed miiestonss to profide ircentives for completion 
of critical pro jack activities. 

3. Natio~aH Baaic Meal", Services Celi 

The National Basic Health Services Cs1L [the Cell) will be 
located in the Federal &ii-nistry of Health.. It is to be headed by 
a Depu&)r =rector hrzeral  of the Ministry which shodd give the 
Gall the authority it needs to  fulml its role. 

The functions of this Cal l  will b l u d e :  

Project Oversiaht 

-- To implement federal policy and to assist the provincial 
basic health services coordinators ia planning a d  
programming all phases sf the projed, 

-- T o  oversee provincial progreso in meeting aU. project 
targets, including those for training, physical facilities, 

I 

I and management infrastructure, 
I 

i ' .  
I. - -- To communicate provincial progress in rnwting targ 

I * 
I 

I - 
to ilenior Ministry of Health officials and to the AID 
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T ratninq, 
i -- To coaduct t~aining for mid-level health worker teachers I 

-- To condud all trainisg in primary health care sys&rn 
I 

managerneat I 
C 

-- To set nariopal s h d a r d s  for graduation from mid-level 
hearth worker schools . - 

, r 

- To develop and adopt c u r r i c d u  for mid-Iewe! health 
worker, sommunity health worker, a d  primary a 

care systems management traichg 

-- To evaluake curriculum and testing rnethads 

-- To supply audio-visual and other educationzl supprt 
materials 

- - To pmvide :~zkairal advice and support to the pt~vbxces 

-- To cond~ct ao c ~ - g o h g  mznpower inventory for primary 
care 

-- To evaluate project progress through analyses of basic health 
services operations, including utlfization patterns and aeterdn-t 
efficiexcy of variot;s aanp=r-der ;nLxes, ~Efectiveness of various 
proqraxi act iv i t ies ,  azd innovative s-iip,mrt -d masageria2 sethds 

-- To conduct an-going economic analyses of current costs 
and revenues and eevelop f~recasts of fature costs and . 
zevenuee 

-- To develop a nztional health iniorIn~t%oa system 

-- To coIlduct research tn set standafds fcr activities cf &= 
primary heal& system 

, = _  

Communications 

-- To plan and coduct mass rcedia campaigns to suppr  
activities of basic health services sys- 
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- - To conduct semirars cn rural health for federal and 
provincial government officials, ps rticularly local 
government leaders and health oflicisls 

-- To develop support materials for communications 
campaigns 

The Cel l  wi l l  become the focal point for the long-term, suetahxed 
development of basic health services. It therefore needs to have 
an adequate sfaff and budget. Iinder the Deputy Director General 
a ~ d  his assisbnt it should be organized into separate training, 
operational health and commttnicatians divisions, 

b. Special Areas of M;mzge,r;lent Concern 

Project designers have identified seven major Eunctionirl 
support areas thzt wk31 require special zttention in strengWeaing 
&e heslipport capscity of rhe system. These areas, dealt with 
more explicity below, include operztional planning and management, 
logistics and supply. pe zscnnel, supervis ion, health info rmatioo 
system, communicztions, and budget and financial control, 

lj Operatianal Planning a d  Management: 

Gne cornerstone of g m d  rnanagemeot is clear articulation of 
operational objectives and quantified targets. These objectives, 
stated rather bmzdly at national levels, should be more concise 
at implementation levels, i .e . ,  the district and below. From the 
operational objectives, come the operational plan which determines 
the mix of resources and the managerial process necessary 
accomplishtheobjectives. Atpresent, nooperationaloutcome-based 
objectives e x i s t  at the district or provincial level. 

- "  

",$ - 5 

The project w U  strengthen management and operatianat 
planning e h n u g h  long and short tarm technical assistance by - 

G 

qualified international health and management experts. This +< 

strategy wil l  combine formal course work such as Executive - " F  

-z- "- 

Management Seminars f ~ r  senior health officials (Secretaries, I 
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Directors of Health Services, Division Chiefs,  a d  selected ' I i j  
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Federal officials), Gperations Management Courses (for District . . 

Health Cfficaxs), and on- the- job training. These activities s h ~ d d  
produce district health plans written in operational terns and 
operational XRHCs in each district, 

2) Strengthening the Logistics znd Supply System: 

The major problem of the present logistics and supply 
system is erratic supplies of drags and equipment, The major 
causes are lrck of detailed speciticztions €or drugs and equipment 
at each type of primary care unit; lack of skndard operating 
procedures for ordering, warehousing, beterdming safety stock 
levels, and inspecfig the: system; lzck of spare parts; and lack 
of skC~s to implement "u4,e above ptacedures. Corruption is also 
a problem, and -many government-issued drugs end up in the pIri~ate 
secCat, 

The project w i l l  hzlp alleviate these problems by: 

-- Developing simplified standard drug and equipment 
lists lor prqmary care centers. 

-- Establishkg stzndard operating procedures for the 
entire system t'rcrn Conzmranie Heal& Workers to tbe 
provincial warehouse for ordering, safety stock, transport, 
and repair which wi l l  be published as a field manual 

-- Training Logistics and supply specialists for each district 

-- Training users in simple i;lven$ary management. (e, g. 
two-bin system) and in prescribing patterns 

- - Establishing repair policies and replacement delivery t imes 
C 

m 

To aid in these v i b l  changes, technical advice and conditions 
precedent are written intu the project. a - 
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3) Strengthening the Per some1 System 

The msjor problems in the current persoaael system are: 

Lack of sbndaxd operating procedures for career 
advancement and continuing ducation for personnel record keeping 
and for redressing grieveaces; inadequate job descriptions; and 
arbitrary and sornsltimes biased recruitment and plzcement of 
personnel. 

The project w i l l  help to strengthell the personnel system by: 

-- Developing clear, concise job descziptiorrs for each primary 
care worker including entry skills and education and job 
activities 

-- Developing clear plicies for  redress of grievances, for 
promokion based on perfum~ance as weU as length of service, 
far continuing education and development of new skills 

-- Aiding in revision of tlhe personnel record system, particularly 
to record worker performance over time 

- - Encouraging the developmemt of a personnel tudit office at the 
pravincial level oversee ail hiring activities to zid in 
zeduction of pzy-ofis and arbitrary hiring 

-- Training af personnel specialists at the provincial levels 

-- Developing standard operaking procedures for placing 
trained per soanel into te-nporarsy vacant positions ie. g, to 
cover for workers during cantk~uing education, holiday, :$ 

maternity leave, sick leave, etc. ,) to prevent primary -1 
.i -"% .= .*- 

health care units being inadequately covered during . 3-J -, : .: 
%-5 

absences. .:$ 
SX 

.-'c 4". 
I" 
%3+ 

4) Strengthening the Sspervisory Sys tern: ,;E ',% -. 
g% 

i .Ggc The major problems in the present supervisory s y s t e m  are : s%g 
, 3- 
I ,*% ' lack of explicit criteria for supervision, lack of trsind personnel , sg 

to conduct supervision, and lack of transport for supervisors tu I 

! - * - .  - 
.= . 
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go to the field. Since no clear objectives €or opemtions have i 
I 

heretofore existed, the supervisory process has been limitad h, 
- 

casual observstions of curative care by the District Health Cfficet. 
1 i 

This project wW streng&en the supetvisory process through: k 

! I 
-- The use of protocols in a campetancy based training 

approach, ada?tcd to Pakistan,which set forth clear, 
meas urable,and explicit criteria for worker perEo m u n c e  
in the field 

- - The develo-eat c f field- tested wo rkar performance 
evaluation instruments to complement the training approach 

; I  

- - U s e  of an L ~ f ~ r - ~ ~ a t i o n  system, dis below, which 
directs h e  supervisory report €low to aid id early detection 

- Teaching of the supervisory process to the mid-level 
health workers during training to facilitate their supemision 
of the C S W  s, and promotion of selected mid- level workers 
of high quality to mid-level supervisory roles by the 
District H e a l t h  Cfficer, 

5 )  Strengthening the Health Iptormation S y s t e m :  

The major problem in the current information system is that 
information is not gathered for the purpose of helping operating 
managers to make decisions. Little infomation is needed, since 
no detailed operational objectives exist. The miaim21 informatio~ 
collected flows 'upwards through the system, is collated, and then 
sometimes turned into statistical reports that ale  not very useful. 

The new system wil l  provide debiled job descriptions for the 
primary care workers based on achieving certain health objectives. 

f 
From these, a detailed intormation system can be designed. =- : 

4 
1 
i 



-- Tb. #a\p.tency- based t m m g  app+oseh. adapted to Pakibf=a, 
. w U  eetablish system objectives. as w i l l  the operations 

management training of the District  Health Gffiter's and 
their involvement wi* teck9ical advisors 

-- Standard operating procedures which follow Lhe general 
guidelines of a modd primary care infozmation system 
w i U  be adapted to fit the Pakistaa case 

I -- The primary care workers w i l l  be trained irr infannation 
gatbering dr;lrbg a e i z  trainkg program which w i l l  sM ha 
implemenWon of the information system 

-- hformation collects& by primary health workera w i l l  be 
to lktd  by sttperviscrs who are part of the W o a ~ t i o n  
system as well  as the supervisory system 

+bere is presently nu articulated federal or proviacfs~ mass 
communications or personal communications strategy to support 
health workers ig the field. 

I 

This project wi l l  strengthen health conunr;nicati~am wi*& the 
f0Uowing: 

-- Detailed job descriptions and objectives that elucidate 
comzraunica'tions gaps 

- - Mid- level and community hvel health worker haking &at 
stresses personnel communications br s p e d . 5 ~  preventive 

% 

problem. huch as nutrition a d  family planirrg u weU as '5 
3 

improved family know1edge about sicIcness 4 
1 

- - A National Basic Health Services Cel l  C o - d W a a  
Division that actp as catalyst for mas8 mmmdcat io  
effort, and develops radio spot., poefezs, and other 

I visual aids to bprove $ d a y  health services 

I 



7) Stxengthening Budget and Financial Control: 

Available data shows wide variation in unit cost/primary 
health care service rendered in the present system, Budget 
clerks do exist at the district level now and expenditures are 
recorded. But as the system rapzdly expands, fhancial control 
to maximize efficiency w i u  become exceedingly critical. The 
principles of performance budgeting, budget projections with 
variances, and budget auditing by independent auditors do not 
seem to be implemented in the present health system, 

The project w i l l  act to strengkhen financial and budget control 
by: 

-- Cond-xcting ip Phase I of the project a cost analysis 
studjj of a U  aspects of primary health systems and, 
from this study, designing a better financial information 
system to aid in projections of recurrent costs under 
various levels of utilization (both demand utiPizaticrr 
and planned intervention utilization), 

-- Training budget specialists at both pruvincial end district 
levels, 
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C. Logicid Framework Narrative* 

i. ProjectGoal 

The ultimate goal of any health program i s  to improve the health 
status of the people it serves. This can be done by zchieving a 
favorable change in #e natunra! course of disease in the population 
through disease preve~t:;?~, easIy case fhding,and treatment for 
overt disease. Measurmg c ~ a ~ & n  in the coulse of disease in a 
population is diff icult  k e c ~ ; - s s  c-05: of the changes do not have a 
rapid aggregate impact arid L-ecah; ;e I: is di f£ icdt  to attribute 
favorable changes to the healti ?rograrn itself (a3 health status 
changes are aLs~ sensitive to ehaages in income among other 
things). Certain goal indicators are sensitive measures of the 
impact af health care programs. The Best ones are two indicaturs 
of mortality in early childhood: tbe infant mortality rate and the 
age 1-4 mortality rate. This project will use those two ind icabss  
b assess long-term change in health status ia the population. 
They cannot be expected to change significantly by the end of 
Phase 1, 

." 

27 
I-. * The log frame appears at the end of this narrative. . <. .:? 

** A l l  program year L data are estimates and will  be measured ;P 
t̂ 

in the baseline survey. : '2 L 
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BASELUVE PHASE L3[ 
GCAL XNDICATOR Program year L** Program year 7 

wang mar h l i s y  rate 
i 

138 70 

14 Age-specific deal& rate 
(1-4 age groups) 

I I 

Over 20 



Other goat indicators which measure health status 
include disease-specific morbidity rates. The foUowing disease- 
epecific indicators wiLL be used: 

I 3ASELiNE PHASE 11 
Prog. year 1 Prog year 7 

GOAL INDICATOR horbid i ty  I -Morbidity 
I i 

One of the primary responsibilities of the community health 
workr r is to distribute oral cantraceptives and condoms during 
hone visits. The project expects to have s positive effect on 
fertility. The fallowing wi l l  be used as fertifit:? g o d  indicators: 

NOTE: These Lzdicators arc specifically chosen to be the 
same as Lke AID-funded ''Basic Health Services 
Project - Afghanistan:; to have cross national 
cornpsrztive data. -- 

BASELINE PHASE ll 
GOAL LYDICATOR Prog year 1 Prog yeat ? 

Contraceptive U s e r s  
% women age 15-45 

1 

6 25 

Continuous Users af 
Contraceptives a c  parity 
of two (7~) Z LO 



2, f roject Purpose 

The project purpose is .the development of a functioning 
system of Integrated Rural Health Compiexes. End of project 
status indicators falL into three areas : Coverage, quality of 
care, arid management of IRNCa. 

a. Coverage 

One purpose of U s  project is to increase the coverage 
of the population with bas ic  health services, Once tfie Government 
is successful in depioyiisg w#~rkers  to rural areas and keeping 
them there, the Integrated R u r d  health Complexes can become 
operational, For progress measurement purposes, aa operatianaf 
complex is defined as'a basic health delivery unit composed of 
at least one RHC and 4 BWUs having 90% of authorized doctors and 
rnicf -level workers in piace and working and 90% of required 
drugs on hand and equipment in operational condition1. The following 
wi l l  be used as 2 measure of coverage: 

BASELINE PHASE I PHASE i X  I ~ = * g  year 1 I ~ r o g  year 3 1 P r o g  year 3 , 

OPERA TIONA L 0 1 300 
I XIPHCa 

h.:edieaL care studies in developing countries have shown 
that visits to facilities drop exponentially with distance from &e 
facility. For this reason, facilities must be close to rural peapie 
who can often only travel on ioat. A second seasure 02 coverage . - 
therefore is population coverage by distance. Fur purposes of "-2 

- *. 

this project (and in conformance with other international health .-E . , 
*& 

studies), desirable population coverage is defined as "10 Krn 
%.; *. 

(6 .2  niilts) or less from a Basic Health lJnit or Rural Iiedth 3 
24 

r L- 
x t  
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In this project, we expect the foUowing: 

BASELINE PHASE 1 
Frog year I / ~ r o g  year 3 

Population covered " 

(miliionr ) 
I 

2.5 
( e s t d e )  

.$, 0 



Anocher and perhaps bes t  measure of coveltage is - .  

. , 

utilization rates of the IRHC system, This may be measured . . 

in terms of viaitsf pcrsons/yea: to the XEtKC, W e  expect the 
fallowing: 

PHASE 32 

I 

Utilization of ItRHC ' s 
1 

2.5 
visiks/persoa/ year (estimateJ 

b. Quality of Card  

It is E O ~  enough for  this project fa increase coverage. 
A n  equally impost;;nt purpose of this project is to achieve a 
significant increase in the quality of care offered. The waluarive 
process to be used is u, measureworker performance for a rrarnpe 
of activities against national standards s e t  by the Natio-1 Basic 
Fl[talth Services G a l l .  

-We expect the foliowing: 

BASELINE PHASE XI 
Prog year 1 Frog )+ear 8 

% of IRhC's where 70% Less Than 
of curative caze activi- 1 0% 
ties are above national (Estimate) 30% Y 5% 

staaaard 1 I 

I ve sf IRRCts where 90% 1 
Less T h  I of preventive care 

sc tivities are above 10% -- 
national standard (estimate) I 60% 

The management iafras tructure development p-rogram 
I purpose of training managers for h e  entire system. Three 

end-of-project status indicators w i l l  assess wheLhcr -s 
I - .' ." 
1 
I 

i 
1 

1 



was accomplished fcr IRBCs: drugs on hand, equipment preeeat 
and in operating condition, and supervision being carried out 
in adequate quantity. We expect the fol lowbg : 

BASELINE 
Frog year I 

PHASE1 PEASE II 
Prog year 3 Prog yeax 9 

5 of mWCs with 90% 
of required standard 
drugsonhandatany  
given time 

I % oi IRACs wi th  one or I Less Than [ I 
4 

mare superriser y visit f 
worket/sr,onttt 95% 

3, ProjectOlxtputs 

1 T 1 

% of mHCs  w i t h  5107~ 
of required sbdard 
equiprzent cc-hand and 7!3% 
operational at any 

Cutputs for this 2roject are af b u r  t y p e s :  training 
capacity, trained workers, a management Xrautructure a ~ d  
physical infrastruc bare, 

a. Training Capacity 
. * 

i t I 

Less Than 
10% 

(estimate) 

90% 

This project wil l  increase the training capacity in 
Pakistan by establishing a Training Division w i t h i  the Nation& , 

Basic H e d t h  Services Cel l  and by esbgisbing Training Units 
for mid-level primary health workers under Provincid Minis tries 
of Health. The outputs are as foilows: 

i 
i . I 

I 
1 

given time 1 
I 

I 
SU% '35% 





c. h,.isaagemcnt Zafras tzuc tur e 

Outputs for this project :a the area of management 
in£rastrucS;use developrnea~ a r e  dependent on a functioning N a t i o d  
Center for Easic Health Services which wi i l  produce the ZoUawing 
outputs : 

. Pakis tan-adapted 
onipetency-based 
raining curriculum 

ith a . l L  necessary 

2. h k i s  an-adapted 
simplified rornpetanc y - 
based curricuh= for 
communi i;y health 
workers inclub ing 
all necessary 



(4 draft) 

FIELD OPERATICNS MANUALS 01 

Preventive medicine program ope-tion 
at the Rural Health Complex 

Handbook of curative medicat care 
for mid-level health workers 

Management of the Rural Health ~ o r n ~ l d  
i 
I I 

Inventcr ry and Supply Manual 1 i 
! I 
4 ! 1 
i t 

Personnel management rn-a~c*al 1 f 
I f I 

OPERATIONAL RESEARCX AANI3 
DEVELOPWiENT OP 02 03 

1 
I 1 National pe rforrnance standards fcr I I 

! i 
mid-level workers t 

! 
; +J : 

On-going health =znpowes inventory 
t 
! 
L 
I I 

Rasearch ottrdy on dcterminents of i 1 

primary care utiilization 1 i i J 

t i f 

Cost analyeis st.ady ZP primary eare 
expenditures and revenues 

information System design study 
for primary care 

P r t i 
AHASEI-": - 

COMMUNICATIONS SUPPORT 
C 

01 03 T-P 



LOGICAL FRAMEWORK 
FOR 

SUMMARlZlNG PROJECT DESIGN 

repeat I n  year 7 .  
llpmved hualth a t  ntus of t11a 
r u r a l  population. 

2.1  Malrotrition 
2 .a Piarrhoe/dysoniary with 

3.0 PEHI'I Ll TY 

A i~~nutionlay syetor of o p o r s t i o n ~ l  f i e l d  checkn and 

I bte y a t a d  Rural lloalth Ccmplexea reoonl oheoh, and 

uatubl ishd.  Sue oxpndsd prrwes pogo. disposable Ancorn. 

3.Hw:-*ition sduortion and local  
resources w i l l  be ru f i io iee t  to 
overcceae ~ M C  o t  the mlnutrltiaa 

aluation yenra 03 and ident if ied by the eyrrter. 

Yagtritudo of Orlpltrr zleceasary a i d .  s u f f i o  
t o  rcltiovu purponct . 

Projact r e c o d e ,  project I .  Perrotme1 trainad Qo serve i n  
manager cbrt i i lcat lon,  f i e ld  r u r a l  m r e m m  remain them wltb 
survays and evalurtioo. adequate aupport . 2, Xrvlnad Hvalth rauporer Beo orpkulud uulpute p s p  following 

t h i n  lagioal irnmawurk, 
3. Walur@*ent mystor, 

1. ltecruitrsnt of  exjmtrlot and 
P a k i a t a n l  pentonne 1 prover 
feasible on n tamely I s r ia .  

4. OlIV monrltn (nurbor) tbxougl~ pvernmuqt budget* 
and UBAID pmco?td8 on a tlwly 

-- 
' I '  



Expanded Purpose Page 
PIIASE PHASE 

1.0 COVERAa I (03) I1 (07) 

1.1 Operational RHC 's 12 3130 
1.2 Population covered (millions) 3.4 28 

1.3 Uti~aation(~sits/person/ 
year) t o  a c t s  '1.0 2,s 

2 .0  Quality of Care 
2.1 % of RECqs whee 9% of 

curatf ve care activit ies  
are above standard Sm 95% 

2.2 % of RBCqs where 9a-t of 
prevent ive care ac t iv i t i e s  
a,- shove stantiard 8 a  

3.0 Menagement of RIICts 
3.1 % of F4HCts with 9 ~ %  of 

standard drugs on h a d  80% 955% 
3.2 5 of RHCSs with 90% of 

standard equipnent on hand 
and In operational 
codit ion 7W% 90Qo 

3.3 % of RfiCts with more than 
one supervisorg v i s i e /  



TUmING CA PACITY 
OUTPUTS 

Division within  

Units for mid-level 
workers -within 
Provincial $Linistries 

b, Trained Wurkers 

The training outputs 20s &is project  i~ziude the foliowing 
nz-mber of graduates from formal courses: 



(-What follows is a brief  narzrauve discussion of the 
classes of p ~ ~ p a s ~ d p r o j e ~ ~ t ~ ,  A l l  inputs are quantified in 
both the Logical framework matsix and in the Fiaaacid A d y s i s , )  

d 

There are a number of project bputs  which involve 
personnel, During Phase f there is a sabstantial component of 
technical assistance, both long and short-term, p ~ o p s e d .  These 
ccnsulknts w i l l  assist ia bath the training and managem& aspects 
of p r o g r a m ,  Very little technical assistance is projected 
for Phase fZ, 

Ia addition, Pakistani trainers and candidates for mid- 
lev& aad community he&& worker slots must be recruited, 
Irrcreasing numbers of c-idates for these positions are neeeied 
throughout the liie of the project;, 

In the first year of the project, training units with 
adequate materials and equipment must be identified, Ilt is 
?reposed that & ~ r i ~ g  kciiities w i l l  be upgraded and 
then trtilizea for this purpose. Ey the begining of Fhase E, forty- 
eight of tbese  units wif i  be seeded, A l s o  during the f irat  project 
year, an essenciai input is a rrcodufar cornpettccy-basec curriculum 
gaitable  fcr adaptarion and translation, 

FinaiLy, Liere is a su'cszantial f inancial  input oeeded 
tibroughaut the l ife af the project. Financing is ~ e e a e d ,  azong 
other b ingo,  for  So& the conscruction a- r ecur ren t  kudgccs of c4e 
R H C s  and EHUs, as w e l l  as for  Lbe Cell  and f o r  evalnarion, 

.I 

.-$x; -. h 

,It is p r o p a ~ p d  t h t U 1 D t s  input be fcr general oroiect . - ~  -J 

;4 

support, The A D  Loan wil l  f'mance all technical assistance wig$ 3 
=&tion of the two long-term advisors provided 'cy ;he W o r l d  - $2 

,a- 
*% 

health Crganiaation- The remainder of Ekre loan wilt cover a a** 
-3 .* 

percentage of all other proiect costs. Overall, ALD will f b n c t  z:? -& 
R approximateiy sixty percent of tohi Phase I: costs, 

- - $23 .' s 

r 
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PART UI., 

A, Technical Feasibilit ,~ 

A number of tecBriiczP feasi34Lit-y issues M v e  Zeen coneidered 
in designing the prrsjeet, These include: 

-- the viaoility- of the sve rjlf 32sic health s erv-ices Strategy 

-- the use ~f physician extendera (non-physician pri=ar? care 
prsviders) for expnbiag 3zsic health services 

-- potential pro2ierns o i  physician 2xtendes programs 

-- the affect of the prajrzct on other varisklae cf Pakistan's 
sodo-economic structure [ c ,  g. , srnpkoyrnent effacts, 
enviror;menta1 ;Jr,uzct) 

L. Basic Health Serviqes Stra te  ,qy 

T3ia project i s  based on rile Governmaat's rural :leal%+,h strategy 
o~tl ined in fht? 5th five-year Plar?, The strategy is aimed at ~ror id ing  
i~tcgrated h a s i c  health services to 5% of Lle rural population by 
the end of the prtg+eriod thsugiz the physician dxtsndsr approac'c. 
The prc jea  supposts this strategy by  o£ferir,g cur~kive a d  preventive 
services t h r ~ u g h  s three-tiered systerr- that c a  greatly incresc the 
accessibility, o ~ t r e a c h  and quality of rnrdl  health care at reaso~abfe 
cost, Health stapr~s is a fusetion of =.variety af socio-econo=ic 
variablzs. Sinply  prgvidiag curztive services will sot signific~ntfy 
alter morbidity sr,d r-orB1it-y pzttcrns. 23zcauss the project cnzp5aslzes 
prevantive and prorzotive care with maxizml~?1 outreach, hciwcvzr, 2 
major pu%Lic health ixpact can as achicvsd on matemat snomlity, 
prenatal and hfznt zlloreiity, 3nd mortality of cMLdrsn u ~ d e r  5. I$ 
is fundarzentally f o t tihis reason, combined with the evidence af 
Government support fcr the strztegy, t&t LEE basic health services 
approach can be vizwed 3s  a feasible 2nd justifiable means of iznprovbg 
the health s t a t u s  of Pakistsnrs rural poor. Althoagh very znrb"oious, - - 
the project tzrgets are techically acf.lievzble, and in fact are lower 
than those projected in the 5th Five Yazr Plan. 

2.  The Fhysician Extendz r Approach 

Evidence from a wide variety of co-taies in 30th the developed 
i a d  developing world b s  clezrly established that the use >of physician r 

extenders is an effectivs rr,esnq. cf p quality health care, .! . 
BEST 1 

I < . "  ~ 
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The experience with Medex,  physician-'^ sssistants , and nurse 
practitioners in the United States indicates thst these worke rs can 
significantly increase the productivity of the physician and thus 
 educe the cost par unit of service. The dramatic achievements 
of the Chinese "barefoot doctors" is evidence of the effectiveness 
of deploying large cadres of health worksrs within a well defined 
operating system. Many countries throughout the developing world 
have used non-physician nealth provide rs -with considerable success. 
(See Part E Background for experience ir, Pakistan). When used in 
the Pakistani context, health suxilia ry wo rke rs 5ave achieved good 
social acceptance when logistically supported. When these programs 
failed it was largely becsuse of inadequate planning and preparations 
in advance or becsuse of sdminiszrztive and financial problems which 
have been addressed in the current project design. 

One conclusion of recent health policy discussions in Pakistan 
has been that the use of medical atadiar'es is necessary if there 
is to S c  any hope of 2ehisving desir62 :werage targets f o r  the rural 
population. Pzk i sbn  ,has t lways  hzd e-l- < m e  diffic-dty recruiting 
doctors t o  serve in rural areas. At presel* fewer than 10,000 doctors 
are practicing in Pzkistan and the v:: 35 majority of these are in urban 
areas. Over 50% ~ 3 f  :ths p s t s  f o r  doctors in rurzl areas are vscailt, 
Bonding of medical students to serve in ri.,,-sl areas was not successful 
in the past, and there is no reason ro believe that this situation will 
change. -kisWn &s markedly increased med ic~ l  school enrollments 
over the past three  years. This will provide mare doctors, trutmoet 
of these will  ~'ildotrbtedly move tci the more socially satisfyiag and 
f i n a n ~ i a l ? ~  rewarding u r b ~  environment. The difficult living condi- 
tions and work environment in rural areas will continue to make it 
hard to  recruit more thaz the small numbers of doctors required 
for referral and supe~visory roles. 

The Government's decision to train cadres of rr-id-level and 
village level health workers is appropriate, given the magnitude of 
its health problems and the present health rr.anpcwer configuration. 

I 3. Potential Problems of the Physician Exte~der  frograms 

a, Assurizg a Broad Baee of Support 

Long term viability of physician extender programs is 
anLy possible if all m ~ j o  r interest groups in the health area are 
involved in planning and implementing the program. The Federal 
Ministry of Health, the Xanning Commission and Provincial 
Ministries of Hezlth all solidly support the concept of the physician 
extender. Provincial differences lie in the dete mination of the 
specific role of the third tier worker (the commuaity health worker);' 
To take into account these differences, the project design allows . 
fur the demonstration and development of different roles and func- 

i 
I tioas for these workers duringrPhase 1. 
I 

I * 



Professional msdical groups within Pzkistan recognize the 
need to us2 physician extenders in rural arets ,  but are concerned 
about maintaining quality stzndards. They will not pose 3 major 
threat to the program if continuing sttention is paid to their specific 
concerns about clear definition of the roles of each worker, quality 
of csre, and safeguards to prevent leakage of Serlth workers outside 
of the system t o  practice independently as ''quacks ". 

Indigenous practitioners are afiotfier vested interest group - 
involved in the hezlth sector.  The roles of the various elements*in 
this groupzre described in t k e  Social Anzlysis, Part Uf. C. The 
majority of traditional practitioners are spurentice-trained, and 
the quaLity of their treatment for organic disease is poor. They do, 
however, serve a useful function in treating czr ta in  types of illness, 
and have considerable cop-=unity support. The rc2e crf these worlcers 
in future health se r+.ces has not been ent i re ly  resolved. d Govern- 
ment commission m s  charged with resolving the issues related t o  
the future position of thesz works rs, but it's recommendations are 
not yet avzilzble. h is widely =ssu=ed thzt the two systems (allopathic 
and indigenous) wil l  continue to coexis t  in tha near  future. Many of 
the traditional practitioners ~ndoubtodly wi l l  pr efe r this arrangement. 
The projsct's int2ot is not to d i s r ~ p t  their przctices. Same of the 
irrdigencus workers i especially dais 1 wil l  e recruited as Grnmunity 
Health 'Horkers and many may want to 2ntsr ths system as Mid-Level 
Workers if they pass s seildard mid-Level hzalth worker exzxzination, 
Others may s e e k  tc t n t e r  the t r a in ing  Trcgram., 

It is sssurned thzt the rewrt of the Commission on Indigenous 
Practitioners w i l l  e issued prior  to Phase U, znd that the intentions 
of the Government zezarding this large body of health wc rkers can then 
be incorporated into tbz Phase fX pro jec t  dzsign. 

b. Receptive Framework 

Lack of desired success in physicisn extender programs can 
frequently Se traced tc i n z r l z q ~ z t e  prepara t ion  sf the graduate, the 
health services s~;st?cm, and the camzxunity fo r  this new approach to 
health care. projr  ct outlines c l s a r c ~ t  j ob  drscriptions, ~ r o p o s e d  -,- 

salaries, and a carear ladder that wil l  e sstzblished in Phase I of 
ths project. Carefu l  attention will  be givsr- zo I=pzrting to each trainee - 
ethical concern for  h i s / h e ~  work and fur public health in general. 
The community wiif help to select their villzge health worker, ensuring 
greater community support. An active c ~ m ~ ~ t u r i c s t i o r ,  strategy wiIi 
be developed during Phase 1 t3 arieat community residents and Icaers  
to  the function of the i r  health workers. The trziniag which doctors I 
receive w i l  prepare them tu work in 3 team rzlationship with thz new . i . > 

workers a s  consaltants, supervisors, and t ezn  Ieade rs. s 
! i 



3. 
Community involvement in selecting CHWs, financially :: 

suppor.ting these workers, monitoring preventive activities crf CHWs, 
and participating in any community action program related to  health 
will hopefully be facilitated by the recent steps to r, -store local 

!. 

government in Pakistan, Promotion of community involvemeat will : 

receive special attention during Fhase I of the Project by the 
Communications Division of the National Cell .  

C 

c. Training the MLPX 

The Government has electad to use a competency-based, 
problem-orientzd m~dulsr  curriculum which they will adapt from 
standard models prepwed f ~ r  developing ccuntrizs. This adaptation 
process will reduce the t ime  required for modde preparation £- -om 
approximat ePy 60 man -months to 12 -15 man-months and allow training 
to begin earlier. 

Moat ci the problems the mid-level and village level health 
workers will be facing can be treated without extensive knowledge of 

body systems and specific disease processes. Training health workers 
to deal with health problems rather thzn disezse processes is there- 
fore appropriate. Cc.mpetency based training material emphasizes 
the develcpment of s k i l l s  and knowledge to meet set levels of perfor- 
mance that can easily be standardized at the national level. The 
protocols ia the rr,addes ere useti as field manuals for preventive 
and curative care. 

The adaptztion of presently available currtcdar materials 
is technically sound from the standpoint of ultimate training material 
quality, time expended in curriculum design,  and cost for curriculum 
development, 

.- 

I 
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d. Recruitment and Deployment -. .-- 
%- 

3 .  V" . 
' <+ 

Lack of effective recruitment and deploylnent systems is a s3 x 

A 
I- 

common cause of proerarn failure. This problem is particularly @ .* 
43 

complex in Pakistan beceue of the need to have female providers ^ -3s 
XC :a*. 

for village women and children, and is compcaa3ed by the restrictions T as 
m . 2  

on the role of women as providers. (See Social Analysis, Section m C. j d 
<-rQ 
-n, .* This will remain a problem until the overall role of women I 

L 1- in the socio -cultural setting in Pakistan changes. Evidence of chakge 5% :% 

has been noted in increased applications for female family p l a a n g  
positions and yn the Nissionrs anthropologic enquiry (See Social 
Analysis). TO minimize this problem the project prcpeses to: 

r 

i 
-- Limit candidztes as far as possible to fernales trom rural,. 

, . 
areas. a 

I I 
" _ _ ,  _ ___."_ _ - 1 - - " - *  I- 
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-. - Select mature village women za tillage heakt h workers to 
enhance travel capability. 

- - Provide adequate accommodations at rural health facilities. 

- - Deploy mid-level worke rs to sites close to  their homes. 

- - Reduce where necessary entrance requirements for  females 
to enhance rural recruitment., 

These measures will  Se easy to enforce in Fhase I w5en the 
required numbe r of candidates in small, but inc reasing difficulties 
will occur during the latter stages of Phasa U when recruitment 
escalates. The problem of female health workers will require 
further reszarch throughout Phase I af the project, and should be 
addressed again in the P b s e  LI project *per. Such research will 

, be carried out by the Cperational Research Division of the National 
Cel l .  

e.  Community Health Xjorker Development Program 

ll  Candidates fo r  Training 

The Government has proposed that C H W s  be matriculates. 
They are aware, however, thtt not all villages will have m-atriculatss 
available or even lit2 rate woman who are willing to serve. Therefore, 
the Trai=ing Divisior, cf the Nat iona l  B a s i c  Etalth Services C e l l  w i l l  
design and fieid t z s t  msddar mzterizl which is predominantly pictoral, 
with zssociattcl ~ i r n p l a  aaditc ry inst ructions. 

2)  Relationship of CgWs to ExistLzg Dais  (Traditional B i d 5  
Attendscts) 

Each village k s  existing indig2nous midwives (dais), 
who are potential competitors for the C X W ' s .  To prevent any hostility 
that c o d d  arise in such 2 situztion, every afiort  will be made to recruit 
these village dais. This recruitment effo rtabould be successful 'secause 
the new role should 2 ring prestige and income for  the village women 
and cause Little socizl d i s rq t i cn .  + - * 

3) Payment of the Community Xealtb Workers 
- - 

To avoid an additional burden on its health budget, the 
Government wants to develop s community support scheme :or the 
CHW. This is discussed in detail in the Fkzricial Anzfgsis section 
of the paper, The testing of various financing models should pose no *. 

s technical constraint to success of the projecZ, a d  will be closely - 
L 

monito red. f t 3 
I 
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4) Other Feasibility Is sues Raised b the PRP 

a. Hospital and Medical School Expansion: 

Concern was expressed ir! the PRP about possible conflict 
between the new doctors being graduated from expanded medical 
schools and the mn-physician primary- care providers. As noted 
at that time, medical school enroUment had inc reaaed threefold 
over the past five years, plzcing considerable strain oa financial 
resources (see Fi:lzncialAnalysis). The mahning Commission 
has suggested that no new medical schouls Se curramiseianed, an& 
t b t  seriaus consideratiar, be given to red-acing e n r o b e n t  ia the 
over-crowded rnediczl colleges, TSe output of doctors ehu ld  thus 
not continue to expand. Those who are graduated in the next few 
years are expected tc sstzbl'sh urbaa privatc practices for the most 
part and the refore r,at cz-.-.pete wit!! the new ,T-id-level health worker. 
Pending a c,ilzt;ge in policy, the present medical school enrollment 
poses no t e c ~ i c a l  problem to the present project or its basic concepts, 

b. Development cf Management infrastructure: 

The PAW pointed aut that there is a need for  improved 
rnanagernznt of the flezlth Service System. A Oeeiled strategy far 
imp roving health s e rv;lc es a&z.irii stration, p *iculariy at the district 
level, is spelled o z t  i2 :he ~ r o j e c t  description. With careful monitor- 
ing this approach shodd  5e szccessfu! in estabiisning a sound health 
services sys t em.  

c. Coc A i r a t i o n  of Health Sector Developmest 

The propcsed Naticna! Basic  Health Services CeU will  
set standards and coordinat2 activities relzted to the training programs 
for health workers and imp?em.entation of the strategy for strerrmen- 
ing the suppoe system. This CeU with its zssociated advisory 
council wil l  issue national policy directives. It will not f-unction - 
autonomously, but will ~ p e  rzte within the general context of the 
Ministry of Health. The alter=tive of zi  semi-autonornoua body at 
the FederzL Level poses almost insumomtable prcblerns in charter 
and organization, particularly be czuse k a k h  care hplenentatiorr 
takes place at the provincial level (see P3rt IV hpiementation Plan):. 

L .  . - . . 6 ,  
r. ... , -  : .. ..: 
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d. Technical Assistance 

The Government was concerned abut  the amount of 
technical assistance proposed in the PRP (39 man-years). It is 
now proposed that 6 technical advisors (18 man-years) assist 
eounte rparts in developing tralniag programs, ope rations manuals 
for delivery and management of primzry care, an operational health 
infannation system, a su;rply management system, and a persoanel 
and supervisory system. The technicians will  serve as zdviaors 
to health worke r training program diracto rs on issues related t~ 
curriculum, training and prec eptorship . They will advise the 
Proyiodal Directors of Health Se mice s, District Health Gfficars. 
and As sistant District Health OBice rs in implementing the strategies 
developed for suppry aanagernent, personnel mamgement, health 
information system, szparvisioa of quality control h r  mid- level 
a d  commanity health w o r k ~ s s ,  communications, and health educa- 
tion. 

Two of these s i x  long-term adviscrs will be provided and 
funded by the W KO. Snort term technical advisors will be used for 
the management training sem.imrs (see Part E. B. 1. c. Suppore 
System Development) and conslrltatior, relakd to health information 
aystems, supply rr,anagemznt and svaluatioo, The number of advisors, 
although a financial burden fo the Government, is appropriate in 
view of complexities of the projecr, 

e. National geafth Laboatories 

The Naticml Health Laboratories IN=) are Fakist3n "a 
major preducer of vaccines and other 'Jiolo*cals. The PRP 
expressed concern about the Laboratory's ability $9 meet natio-1 
needs for these essential items in view of staffing deficiencies. 
The PRP recommended that employees af the Laboratories be 
Bent zbroad for p rticipant training. A review of the hboratory 
atatfing revealed a 50% vacancy rate amcng santioned doctor's 
p o ~ i t i o ~ ~ ~ .  Laboratory assist ant psitic32 have a present vacancy 
rate of 3570 { 30 vacarrcies for 8 0 ) .  TO re-edy this aeficiency - 

among laboratory dssistants, an on-the-jcb trzining program was 
established which is currently training 25 students. This new 
training capacity w i l l  quickly eliminate shortages of technicians. - 
These technicians are not being granted required Governmefit 
permissions to leave the ccuntry. Th3 diffic~ilties in recruiting 
doctors at the National Health Laboratories are less readily 
resolved, Shortages seriously hamper research and developmeat 
efforts, The Laboratories director feels, however, t b f  iaboratary 

I 
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production haa not be en impai red. The participant training suggestioa 
was rejected by both the Laboratory Director and the Federal Wnistry 
of Health bacauae they feel training abroad is frequently nor appro- 
priate ta the requirement of Pakis-n and leads to a high risk of 
emigzation. 

At present the Laboratories produce typhoid, cholera and 
rabies vaccines, zntivenom, antidiphtheria, and z variety of other 
vaccines and antiserz. The major deficiencies zre in measles and 
polio vaccines. The Lzboratories expect to isitiate the development 
of virus cdture technology for measles and polio vaccine production 
within a year, P e  *assis vaccine is produced in smsli quantities, 
but with inadequate standardiz~ti"oa. BCG vzccine is nat produced 
in Pakistan because a higher qmfity vaccine can be prclrased less 
expensively from abroad. 

... Becauae ths 'jiiTH2 and UXICEF sive contimiinn; assistance - 
to  National Health La50 rat3 ries in imp r ok-ing quality c ~ n t  roI and 
technical expertiss and because haalth sEicitis in Pzkistan prefer to 
corrcentrste on hea:,t;h rnmanpcwz r and system i~irastruchrrc develop- 
ment, the Natioral Laboratcries is not of direct concern in Phase I 
of this project. 

f. Seaith 2nd Vita: Se t i s t i c s  . .  - 

Both of theoa areas of hzrlth data were i d e d e d  as d.&deat by - 
the Co?mtry L3~tit.h ?ragrammiry participants an& the PRP develop- 
ment tez-m, Dcr-izg Zet-eiopize,rl ~f t h i s  Project Paper, = consultant 
from the Nacional. Center f o r  Health, Statistics helped evolve the 
Health Inforrrrati~rt System guidelines f o r  the prcject, f hase I calls 
i ~ r  the development cf 2 Health Info m a t i o n  Sys tern with the help of 
bath long and short : e m  eechical  advisors. Standards for a well. 
established Health Ststisrics  System wiU be dzveloped &uring this 
period. 

The Gave rarnent is :I., the p r ~ c e s a  cf nept~aring a project 
proposal for impro\5cg the system ~f collzcting, analyzing and report- 
ing vital statistics in Pzkistar,. This prcpcsal is for a PL 480- 
supported, zssisted af far t  in collabcration with the National 
Center fo r Hea l t h  Statistics of the U . S .  Cepa rtmentaC Eealth,Ed~ca- 
tion eiWeEzre. Although this is a smzU ?raject, 3~ additional effort 
in vital stat ist ics ~ e e d  nut be considered dtrrkng Phase 1 of a primary , 

care type health p r ~ j  ect. T'hia issue wiU be reconsi&ered in develop- 
ment of the Phase II Project Paper. 



la late 1975 it was estimated that 25% of medications on 
the markat in Pakistan werz below a t a n d a d  {did nct contain prescribe& 
amounts of 5iologiczlly available active ingrediezts). Over the pist 
four months the Government has carried o-at an irrteasive survey of - 
generic dmg qcality a d  of prtoducSilri of rr+edicati;-arns, As a resat& 
of this effort, new legislztioa :as Seen enacted t;%t sstreo@sns 
production stdnria=.de and introdccas aew se,*raLtiss for the pr&ue:iioo 
and sale of inferior prodtscts. T o  help enforce this new law tke 
Governxraent wil establish new d-rug testing La'bratsries and ';rain 
more drug i n o p e c f ~ r s .  ALthaugh these act5ons pLay not eliminate 
the problem of srrSstazsd&l.d drugs, they w i 2  go a long way toward 
reducing Bbuses. 

The Gave mment plans to integrate f a y  atf vertical health 
programs when the basic health services infrastructure is fully 
eetablished. Since tke proposed syszerr, calls for a minimum of  one 
cornmunit y health wc rke r/ village, it s houLd Mve sufficient rr;aqmwe r 
t~ carry w ~ t  t%e f m i c r i s ~ ~  ~f the exise3g vertitg? programs. Because 
the Ci-T'g wilf be i~ plzce ia  the -rilizge, a d  h=s/kr performance 
already closely lm~xzit~x-tC, crave1 and a6,zi~istrative costs would be 
fcrwer whsn progra=s are integrated. T'rre additicml training 
necessary for MCw3's and CHWs to perfcrm the e s k s  of vertical 
program works rs w i l l  be given through the coritiouiag education 
prcgram. 

Integratfzn shr~rrid mt begin u-dil. s d i c i e n t  memuers of 
mid-level heirkth wcrkezs are train5d aLd dzployed m d  ChWs are 
increasingly in placs ic the rura l  areas. It is expected that early 
in Phase a, integratioa w i l l  begin in on a carefully phased basis. 
Integration of the mafaria prograx%for = a A - n p l i e ,  should begb SE - 
year 1 of Phase U in keeping with the carrsnt plans of the malazia 
control program. Details of integratioa plans wiU be developed 
and described in the Project - p e r  for Phase TZ . - 

b. Employment Effects . *  
3 

The project propose to train and deploy over 800 rrr 
h a & h  workers and 1,350 C W s  by the end of year 3. Vir tu  

I of CHWspositions be fillad by rural pocr, and, in kecpi 
I 

I 

I 

I 



project design, at hast 50% should be'women. b adition to 
these health workers, silpport pe paorael wi l l  be required for the 
Integrated Rural Health Complcxea, Positions wil l  open up in 
a d m ~ i s t  ratlve areas at federal, provincial a ~ d  dis t&ct levels. 

health workers in government employment will  not be 
disadvantaged by the project as many will  receive upgradicg of 
job skills in the new system. &though +he eamployment impact of 
the project in Phase 1 will  not be substarrtiaf, it will escalate in 
Phase ff as more workers ester the systerrr, asld it does foe-a on 
a target group of majcr cozcarn- -the rurzl poor. 

Indigenous workers rn-zy 3e a&vsrsely affected by this 
program as their clients begis ts zso the irqmved gover-lmeot health 
sert-ices. However with an active rr;cr?~tmer;t program, it is 
anticipated ttat m-ay izrligezmrss ~reaSrioners  will  cnter the f o r m ~ l  

--L- health services s y ~ t z ~ .  i ;iwse W ~ U  rerr-aii; outside of the syste,m 
I will contiaue to t3~ezr S G ~ ~  sir*pL2 g r~Slems, particularly minor . . emotional diso rde rs. 

rC 

A he ,:se of iatsrmeciiate 'levels of technology aa demonstrated 
by hL%%' "s czn be trans,Sa~red ro other deveiopment ssct~rs  within 
the Co~sntry [i. e .  agriculture! and thus serve as a model for a 
variety of natior 3~iil5ing 2 rzg m.rr,s, In addition, the introduction 
of n~cdzrn  aanage~tsr*t p z i n c i p l e  i,r?_to goverrur-ent health sector 

C' I sho;r!d bxi-e a benes:c~af &ifhaio3 effect *isto &her zreaa of federal 
and prov%r~cSa'F p v e - n ~ e  st, 

* .  The teclmolog; ;erzg deveioped in this project fo r  training 
heslth wo rice ss and dell*:erlxg k?egrzte& kealtb s ~ r - ~ t e s  tc the 
rural popubtioz i n  a 2edble and a d a ~ ~ a t l e  methcd which can be 
applied to cfher d - z v e t c ~ i ~ g  ~ a ~ t r i e s .  k szccessfvd p r o g e m  In 
a country as Lzrge as Palkis'dn with szth a complex socia-cultural 
setting wi3 enccuragz ~ t h e r  countries t o  zd+t thz Fakistan 
experience in meeka,g their own rurz? heaftf; needs. 

T52 tecLzoiogy required in t2is project imposes no 
unusual operztior. and rnaintenznce constraints on the Goverment. 
The major c o ~ s t r z i n t s  tg initiation of the t~ei-tling program at this 
time arslac%f apprcpriate aducational materials 2nd tezchhg 
methodolo~y, both of which wi l l  be overcome ezrly in Phase f of 
the projec< Makitsicing :he cxpan&ed ra:%l heaith sy Dtem will pose 
initial management problems, but these are clearly addrsssed in 
the system support strategy as described in the Derailed h j e c t  
Dzscri~tion. The other area of concern rebtes  recurrent costs, 
wMcR is addreseed in the Rnznpia! h l y s i s  section. 
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This project hias no significant detrimental effects on the 
environment. A number of rural hkalth facilities will  be const~acted 
in villagee. These are of quite modest size a d  of local construction 
materials. In phzse I of the project ar.d throughout phase Ll a $ealtfi 
education cornpaig n wil l  be =c=ated which will  foster environmental 
sani-tion and personal hy-gienca and should yizld positive Local 
envi~o-ent effects. 

A &taile& E ~ ~ z d a i  Rzfi ax~d Bnascizl AnaTysis aze prsgaatad 
in the fallowing s e d a n  of this *per, Detailed project-related 
research waa dcrne d u r ~ n g  the WHC-assisted Country Health P r o g r a m -  
ing erereias a d  sabscquently by the Health Section of the Planning 
Commission, Ccnsuimnts ;=ve over a perioO of months reviewe6 
Pakistan's L ealtb zeds, rr.-znpuwer requi remats, and train-bg needs. 
Technical 5iscussions were held wLth a gove rnmeat committee set - - -  
up to work with the ?&issioa 5~ developing this projectpaper, These 
effcrts hzve all lzd to  tne conclusion that the project desigr, is a 
technically sarrnd one suited to the problems, needs an& wishes 
of the gover~m-ed. 

The prnject 3s desig2ed is technically m d  ecc=omicaUy 
sound and cost estirr=arzs are  reasonable, The 3raject meets Che 
requirsrmsnts or' FA-4 Seeti02 bLf(a) and (b). 



- 
B. Fiaancial Ansblysis and Plans 

1, Project Casts* 

The total cost of the project over the first 3 years 
(phase I) is $25.3 million (see Table IIZ-I), of which the loan of 
$IS million would cover roughly 60% (see Table KI-2). Construction 
costs for Rural Health Centers (RHCs) and Basic Health Waits (BHUs) 
are clearly the largest item in the badget, taking 80% aaf tots1 
expenditures in Phase 1, Costs arc llrct spread evenly ever the period, 
but increase r ~ p i d l y  e c b  gear -- only 5% 'oaf the tota! will be spent in 
year 1, compared with 35% in yetar 3. 

Over 8 years (phase I an6 Phase D), tHe ' t a L  caaf of 
the prcject will be $262 m-lXan, The mix af casts changes eornewkat 
for the eight year perlod -- c c z ~  t r a c ~ w n  casts accau~t  fer 65% of the 
tota1,recurrenr casts far Ekte RMCa aad BHWs for 25%, and traiaing 
costs far 1070. A@s, citrsts are not evenly spread aver the second 
5 years, but increase at an aarrrugJ rdte of about 20% to reach nearly 
$60 million per 'year, 

Technicai 2s3istznce aver the first 3 years-ef the project 
will, cost  $1.6 rr,iLXiem, abaet % af the to-2 prcject casts, The 
project calls for 18 work-years of rung-term technical asaistsrnce in 
Phase 1, Casts 9er wcrk year for long-term technical advisors are 
estimated at $SO,00.7. In addition, $15, COO /year has bserr'badgeted for 
a c o a r d i ~ t a r  b?,oed in the V.5.: and $32,00O/year for avezhead f20% 
of the actual salary -payrr.eat ($40,00O/yearj or" each 6i the feur U W D  
financed technical advisors ). Total 'tong- term- technical assistance 
costs (bath USlaZD aod JVHO) will be $1.6 million; short-term technical 
assistance ai $ .2*rniL1ion brings the. total to $1.8 million, 

I> 

* Xn developiag the financial plan it w a s  determined &at financial .., 
projections s b u l d  show the real rate of project expansie n... - %  

-% 

A 
Therefore a11 costs are s h o w  in 1975 176 prices with ne aZlowauce .I z 

for innltim. i- a IS* .-. 
9 
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EXPANDED OUTPUTS PA= 

1.0 Trai nkng Capacity 

1.1 Operational Trafnin 

2.1 Trained tutors 
2.2 Tzained mid-level workers 
2.3 Trained CEW's 
2 -4 Trained Executive Managers 
2 -5 Trained DKO ' s , ADLTO ' s 
2.6 Traixed Persome l 3hnagers 
2 -7 Trained D r u g  and Supply Managers 

: 2.8  Trained Budget a d  FinanciaIPlanrrers 

3.5 Trcining Material 
I) Pakistan-adapted competancy-based ctlrriculum 

for rnf d -1eve l workers 
2) Pakistan-adapted sf nplif-led compe taacy based 

cumiculm for CRWts 
3.2 Opexations Mz3uals 

1) Preventive medicine operations at the REIC 
2) Handbook of c u ~ a t i v e  care for mid-level workers 
3) M a n a ~ m n t  of the W C  

4) I nventorp and Supply %an-aal 
51 Personnel Manapsent Manual 

3.3 Operational Research and Development 
1) Performance standards set 
2) On-ping manpower inventory 

.- 3) Uti l izat ion research study 
4) Cost analysis study 
5 )  Information System Design Study 

3.4 Cammuuicat ions Support 
I) Unutes o f  r a d i o  time 
2) Pamphlets produced 
3) Posters produced 

-4.0 Physical Outputs 
4.1 SKU'S completed 
4-2 RECf s saapgleted : 
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Total Project Casts 

]PHASE I. 
UIULI1I 

PHASE IX 

01 02 06 07 011 01-00 --- 03 -01-0F: 04 05 

13amrnasnt of 
Pakistan 335 2,m4 6,633 9,796 31,QTI 40,545 16,722 49,059 196,897 

$ Total 23.5 33.0 40,4 30.8 76.3 00,2 82.4 83 r 1 7511 

USAID A/ 
% Total 

WHO 2/ 
%-~ot*l 

1/ M ~ u t d ~ ~ g  Phase I1 of the proJect ia fundm1 with USAID providing $10 alllion/yeur. 
C 

2/ A t  present the level o f  WRD o a a l s t a m  in Phaeo X 1  i s  unkram* 
L 



T o  supplement the long-term ?'.A*, spcc"lizad sbott- 
term T.A. will be used in the Natinssl Basic Health Services 
CeHL The t o t d  cost for 130 person-weeks is $186, ad00 based on 
the following charges: 

$L2S&dag sdary 
$4OJday per diezn 
$2000/"~rip air fare 

Of U s  t o w ,  $89,000 wiU be locd costs. fss year 4 (phase II) M 
additional $12,309 will  be sequiaed for short-term T.A. , of whick 
$7,500 is locoL ccsts. 

b. National Easic Heal& Services Ce l l  (see Table E-i) 

The National Basic Wealth Services Gel1  wil l  coordinate 
Pakistan's basic heibis& services program, a d  provide necessary 
management and ~ P I ' L o z  ~ a ~ ~ g .  During phase 1, it w i l l  cast about 
8346,OCiQ ta run (LS% oi taa coats), Cf this-bbL, $36,000 
(20%) w i l l  be spent in year 1 for start up costs. Salaries wiU be 
$90, QCO and b&e up the largest partiaa cri  the 3 year budget, 
26%. T r a k i s g  coats of $3Q, OOU are also t large item, For 
Pakistani t~ainees.  k t l u d b g  tutors f o r  the training units, there 
ie a per diem of $2.50 - 5. OO/day and a travel allowance of 9 .  LO 
per mile. Cver 3 years, $520,  OW wil l  be required to finance th* 
center, less than 1% of total project costs. 

c. Training Costs for iv2LH'JYs and ChWs 

Table B-2 ouffises a s  training plan for rn id-level 
community health workers, showing when each of the groups of 
training schaoLs wi l l  open, how many students will graduate a d  
when, Tables 8 - 3  and E-4  translate the training plan htu anmud -, 

outputs. During phase I of the project about SLO m id-level and 
1350 community workers w i l l  be trained. The costs of ba-g a 
mid-level worker range from $950 to $L,40, depending on b m  - - 

many ciasses ate being trained at a krakiag unit st one time (see , 

3-51. Since some of 'Ae trahing costs will aot increase with a 
greater student Isad, the per student cost is lower when the 

I 

. . 
... .' i" 

I *  
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training units are running three classes simultaaeously. 
Toward the end of phase H of ?he pro ject,training costs shsdd 
decrease further as mid-level workers, who are at a lower 
salary scale, replace doctors as tutors. 

When the tzaiaing wits aze operating at fd capacity, 
tbe largest item in the budget wi l l  be studeat d lowances,  at 42% 
of the toW. Travel a l lowz~ces  w i U  account for anoaer 200fc, aad 
salaries 17%. The total cost of r.smiag a training unit for 18 
months (the trahirng period) w U  be $64, OOQ, and w i U  produce 
68 mid-level bed& workers . 

.. - - 
Csntira~iag education costs Tor mid-level workers are 

estimated aft $ 3 0 ~ J * ~ c a r  for two 2-week sessions. It is ssstlrnad 
thateach worker w i l l  take the first continuing education course 
within b months aiter h i sher  initial training. Thus continutog 

- .- . - education coots ale caictzlaced-in 6 rnoatia inteznrais, based oa 
the nam'oez of miti-lsveb workers in the system during the 
previous 6 months (sea Table B-6). 

0. i e e  costa of traln3sg a corn-mwity hsalth worker are 
estimated, at $200 fo= ; 3 neath period. This includes an 
ailowanees of Sl5 (mon~dtrairiee, a d  an initial supply of 
equipmen: and drzgs, The cost of continuing edacation for 
community workers i a  estimated at $3~a[year for two one-week 
sessions, Cc~tisuisrg education costs are based on the number 
of community workers in the system the previous yeaz [see 
Tables 1 ant? S-4). 

Cver the first 3 years ci the project, bitid training 
costs  account far 98% of the total. training budget of $I, S billion, 
A s  more mid-level a d  community workers enter the system, 
however, continubg education costs take on greater importance, 
B y  year 8, 30% oof training casts go far coatinuiag education. ." 

3 

Total training costs over the 8 years of the project w U  . - g 
t 

be $24 rr,iUion, less #an 13% of the total. 2 

4 - 
* 

d, Construction Casts 5 
22 

The co~truction ~ c h e d d e  for RHCs and Bms is keyed j 
I 

t .  
1 

- 1 



to the output of mid-Level workers (see Table B-7). Each 
integrated Rural Health Complex, costing $448,000, has an 
average staff of E2 mid-level workers. Thus,for example, 
in year 3, 270 mid-lwei workers w i U  enter the aystern, and 
the~ef~rt?  12 Rural Health Complexes (2?0/22=12.2, say 12) are 
r eguired. 

Costs for 1 RHC are $133, UOO and for a BHU, $45,000 
( based OXL Planning Division estimates). These costs hclude 
resideaces for  zmpfoyces, and equipment. (see Table B-8). 
It is assused that each RHC takes LS months to build, a d  each 
BEU 12 m-cnths- C~nstraction c a s t s  are apportioned evenly ever 
the construction p e ~ i ~ d .  

Construction costs grow rapidly In phaae I to reach n 
total 05 $20 milion, 80% oof total project costs .  During phase a, 
construction costs peak a'c $34 million in year 6 ,  and decline slightly 

- - thexedter, Over the eight year period, construction costs accouaf 
for 65% of the total. 

The constrocrion schedule does noc fake into accouns the 
Rural- Health Centers and sub-centers that aiready exist, It is 
assumed "hat for '&e perrod of the projec;, mid-level workers 
will  al l  s W f  new faciliries, 

e. Recurrent Coats 

An btegrated Rurai  Heal& Complex, when fully opesationd, 
t wilL cost about $?S,000/year to run, The aranual cost of operating 

an REC is estimated at $22,500 (see Table 8-9). The Largest 
portion of the uudgat (60%) goes for salaries,  medicines ate also 
an important item .(?a% j, The estimate of per capita expenditures 
for medicines, 4 Rs, is based an the WHO Country Health 
Programme study. 

* .  

A BHU, which d s o  w i l l  serve an average of 10,000 people, 
has an estimated w u a l  budget of $7,000,  one-third that of &e RHC, 
(see Table 8 -10). The main reasan. for the lower costs is e e  st& 
at the BHU i s  much smdler - 2 professionals as compared to 14 
in the RHC. Salaries take up only 26% of the t c t d  budget, ~edicimeir, 

1 

i 
i 

i 
t .  



a@ other had. which again are budgeted st 4 R s l c a p i b ,  rccoudt 
for over 50% of total costs. A n  additiond sovkg is redized at: the R 

BHU because no vehicfea are required. 

Duriag phase I of the project, recurrent cost8 axe oot a 
L12ge portion of the to ta l  (3.57~) because of the s W t - u p  time hvokveb 
in the training program, Only 12 integrated R u x d  S3sdt.h Complexear 
wil l  be operating during year 3, HQWCVCIC, as Ehe program gains 
momentum and new RNCs come on s t r e a m  more puicldy, recurrent 
coats eacdrte. IP year 8, they acco~nt  for 40% of r~awl costar, 
Ovt+ bo* .phases of the project, recurreat costs rrs 25% of total 
project costs, 

Financkl suppart for community health workers is not 
included in non-development project coats because it is asscmed 
t h a y w i l l n o t b e p r i d ~ u k d  pcvernmenrtrevenues, DjirPect 
r h r y  payments for the c ~ m m w i t y  warkcrs a s  the project 
progresses wotmid piose coasiderabLe addi%ioa.af serais. oa 
Pdcista.nts san.-developmient budget, A t  a sakrpy of $300iyeorsb 
worker nearly $13 r~!.Ilicn w a d d  be odded to a~rnual paovhcbt 
budgeta by year 8. The gs-~crm-ez f  bas proposed that these 
workers not became f.sactiaazmaies of the Herith Departzn-i, 
During $zaee use of h e  ~woject  several madals w i l l  be BeveEopod 
and Pisid eested to find &c mo@t f caaible and easily administered 
method af community support For these workera. Qptions w i l l  
hclud e : 

15 A emarli c:fasltWy per capita charge to villagers to pay rehe 
comsr,itnity wozkcrs sala+ies,with dl .medicatioes and treatments 
provided fses, A vart isr  of *&is scheme could be the use of stamps 
to eliminate transf e r  of money at the village tavei. 

21 A revolviag icv-tory scheme ia which initial medications 
are provided by the government with the worker seUihg these at 
a s d  profit. 

3 fedor-&emice sgertem for curative care and piece 
wsrk payment f r o m  the govetnme~t for preveative care ,  

4) A rmaU ares 4 dk ec t g o v r m ~ e t l t  ra&ty support 
- * 

5 A vslunkeor 8 ystmm with medication a c i  supplies 
provided by the government, 

Each of the above options has several pros aad cons, xm$ fge . 
least of which is the administration of the schsntss, A f- 
judgement be the mast effective a d  efficient scheme caa be 

I mads with greater confidence on cornpietion of these %rials, . Tke 
motst successful scheme sill be adapted for phase ZT of the 
psojec t. 



2. Financial Plan 

The ability of the Governm-ent of Pakistan to finance as spaded 
r u r d  health system over the next five years and beyond depends Largely 
upon the strength of the political decision to establish and maintain rurd  
heaLth as a priority item in the budget. Cver the pian period a tobl of 
$773 million bas been budgeted for the heafth scl-cur (see Table tX-3). 
Government health expendittres as a percentage of GNF should grow from 

Y7 t~ 1.15. A m . n d  health expenditures wi l l  inczease from 3.1% to 3.6% d .  

af the t o w  budget. A sdficierzt portioa 9as beeo allocated to financs both 
the developmat and non-development costs of an expanded rural health 
system as proposed by the project, ;f titcsr? f-sacis are not chameied into 
other areas, and p h e r s  hzve 2ot been overiy generous in heir estimates 
of available revenues fo r  recurrent expenditures, financhg should not stand 
in the way of 2roject i=pleimentatian. 

a- Devclap=ent Casts 

Over the 5th Five Y ezr P1z.z~ period (1976-77 - LYSOISL) the 
government has budgeted $+3C miliian for  dcveioprnent expenditures 
in the health sectcr, 4, 3% of its to&i development budget. Of &is, 
$245 million (54. 47~) is earm-arkcd for constraction and training programs 
far rural health. Deveioprncnr, ex~enditures are expected to begin slowly, 
and escalate LI- &s Last 3 years of *he plan, Ovey the first 3 years of the 
plan (corresponding to Phase 1 oi &e P r o j ~ c f ) ,  aborlt sL06 miillion is 
budgeted for development expenditures, 553 million for constructisa and 
$23 rnillica far training. Pkase 1 si the project calls for corresponding 
expendittrr es of $23 rnilliqri znd 91. S millioa, only 20% of the plan budget- 
If we compare h e  develspm-eat expenditures required over tAe full 8 years 
~f the project wikh f t e  p3sn budget for  5 years. the plan allocations are 
still more than sufficient. T o b i  project co~scrucrion costs are $171 
million, 86% of the PLaa!s $230 rr,illion, and traiaing costs are $24 million - 

53% of the plamed $45 rniilicn. 

The major competitor w i h  rural health far development funds is 
in the health s e c b r  is the medical colleges. (See PRP Annex bi. - - 
Although Lie plan calls  for no further c ~ ~ r n l s s i o n b g  of medical coUcges. 
if tha 7 new medical schools recerray established are to be completed 
durins the plan period, the estimated cost would be $176 mill io~.  U d y  

. - 

$80 million has been budgeted. Ti the governmerrt's priorities should 
change to favor medical colleges, the additional $96 million rwuired 
could come out of fuads diocated ta rural health. Even though the 
project cafls for $33 million in devdopme~t  expeodimres over 5 years , 
against the $245 million alloca#d in the plan, leaving an excess of 
$162 million, such a change in priorities would be a severe set-back : 

. $  
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to the momentum for rural health services the project hopes to estabiisb, 
If the suggestions of the Planning Commissi-ac are followed, hawever, 
enroilments in existing medical colleges will be reduced, which wi l l  
alleviate the pressure to rapidly expand availabf e facilities. 

b. Recurrent Expecditures 

Over the plan period the government expects to have available 
revenues of $320 miliion for recurrent [noc-development) expenditures 
in the health sector. Of this, $71 million (22%) is for rural health. 
Recurrent financing c a w ~ c i t y  is cnucb harder to project because it depends .- 

an genera revenues which are more subject to short-term ecaaamic 
fluctrrations, Therefore, the $320 million should redisticaily be *en 
as an upper limit. A s  a restllt b e r e  is less slack for the rurd heaith 
program on L\e secusrent expendit-isres s ide  of the plan- Of the $?I 
million allocation, iL is asstrzzeb & h t  rsughly $15 mtilian wi l l  be used 
to maitltain current rural health facilities as  the new rurai health sysQero 
i s  d e v c l o p d ,  Sver Phase f cf the project, recurrent expeaditures wiU 
be only $:. 3 ~- i l l ioo ,  against a budget of $20 million, Over 5 years, 
the canzparablc f lgsres  are $U, 5 miltliort and $56 ni l i io~ .  These figures 
are a bit misleadiig, however, because drrziag the Last 3 years 4 the 
project xecuzrent cxpcndi;u=es rise rapidly, leading to a com&tivc btal 
aver 9 years of $ 65 miillor,. E recgrrent costs for the project should rise 
more rapidly, and recur reat btadget availabili ties iess rapidly than 
projettee, ?&ere cocid Sr a short fall io recurreat Financing during the 
later years oi Faasc II cf the ~ z c j c c t .  

Even ifL plamed total -2-aeveicpment expenditures for heaitb 
arc avaiiabie over *-e period, "&e change in priorities reflec'ed in +he 
plan budget may pose 2 constrabt i o r  the rurzi. health system. The 
plan budget shows nos-tieueloprnent expenditures for rural health increasing 
from 13% to Z77E of *Ae total aon-0evelapm.er;t heaith budger Sr~ch a 
radical change in budget structure m a y  be difficult to implement, Again, 
competition from the medical schoois c a  be expected, I£ new medical 
schools were %ad9 fully o ~ e r a t i o n d  by the end of the plan period, they 
would take $36 miilioni"ycsr ro:rtm, 40% of the bed& noa-development 
budget for 1953/Yl. Clearly this would not leave enough fwds for the - - 

rural heal& progra,n and other programs. 
- - 

The government is very much a w a r e  of the potential p- 4 e ~ ~ ~ r e  on 
the non-developm-e~t heaith budget as &e secbr expands, To alleviate ' 

this strain, the plan proposes that a series of charges be levied fur 
health services -- e. g. 9 drugs, x-rays, lab tests -- at all government 
health facilities. The resulting revenues would be used to help fi-cc 1 

111 components of the recurrent xed& budget, including the btegrated 1 I 

f f -  
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Rural .Heal& Complexes. The Pianning Cornrni3oion estimates Lbrt by the ! 
end br the pkn period an r d d i t i o d  $30  illi ion per year could be raised ia 
this way. A s  the charge system would be politically :;sspopuiar and would 
undoubtedly take a few years ?a implement, this figure is most LiktLy 
overstated. However, if the cGnccpt of charging for Health services 

- 

provided by *he government cao be established, there is Less cause 
for concern about the govetnrr,cf+tls ability ta finance aa expaaded rural 
health system when recurrent costs begin to escisfaete, 

In sun, the government has budgeted mere thaa atrfficient - 

funds to finance the expanded rural hed& system. The mato, season 
for the dSfering views as to haw much scrr3.i an effort wcold cast ia 
that the govercment kao suggested a mcr t  rapid rate of expansion 
than the project. Historical expericace and careful analysis of the 
entire pian indlca te that sc t u d  expcrzciirures wiLL usdoactedly f d  
short ob the budget. Eowcver, with total 3r0ject costs {excluding T t A , )  

r r * .  over the piar, period of $94 mrhior, mi.; 437c of the plan ba~get, there 
. - is still a cordortabls :zarg:G ros slippage in available funaing. Lf athe 

gover~ment ;kstitutes the prcposed charge system in the health sector, 
&is margin becomes wider s & L L .  

- c .  Fiaaacirrg A f t e r  the ~ r o j e c t  Fericd 

It is extremely AEiic~.ti; fo p~oject government budget efhrts 
beyond Che project perirjd cf 3 yezrs .  Hewever, some general statemeats 
can be made abont *&e r m g a i k i d c  of rescurccs h c  w i l l  be required to 
further exparjd and m.ain'hin pAe rurai Seaih system. 

O ~ g a i a g  cievelapment ccs  ts include training aaa caastruction, Zf 
. * i t  is assumed that t ralcicg c~ztifiues at fAe sar-e rate, i. e,, that the 43 

training units each continue to 2roduce &cut 45 w-ed Levei workers! year who . 

each in krtl t ra in  5 c o m m w i t y  wozkers, initial training costs wiiL remain . 
s tab le  at a b ~ u t  $4.2 million per  year (See table B-Ui- Continuing edacatioa . 

costs wi l l  rise as =dre heal+& workers enter the s y s t e ~ .  Tokl  training 
costs wi l l  grow at an aanuar race of about 5 7 ~  during the tU years fafiowing 
the project ta reach $11.5 million in i994. This is slightly Tess tha  the 
estimated training budget oi $12 rr,iilion ior the las t  year of the pian [ye?r 
5 of the project). In later years traiabg costs should 'grow mare slowfb;. 
Thus the training component should not pose ao unreasonable burden, 4 

< 

of 3 E 
If cozstruc tion continues to be keyed to outputsfiid level worker's, + 

annual coast;ruct'ccn costs  will cont i~ue to dectine from the peak of 
$ 

$34 million in year 6 of the project to about $10 million 10 years after , ; 3 
t%e end of Phase li. Again this ghould beA%anagerble sum. i 3 %t 

f J 
! 
I 

Annual  recurrent expcndikres, on tbc other a d ,  will c~niinpe 'r . 

to rise at an annual rate of about 10% to reach nearly $60 rx2i.Uida Lf) P d 4  ..'-: ' 



., 
after project completion. In light oi the projected annual increase in 
recurrent health expenditures of 20% for the current plan, this would not 
appear to be unreasonable, especially if the proposed charge system is : 
functioning by +his time. However, it does suggest a continuing priority ' 

for rural health. An optimistic projection for GNP growth for the period ' 

would probably not exceed half the 10% w u a i  rare for recurrent cosCs 
of the rural health system, so rural hedth would still be taking an 
increasing share of tsb l  resources. 

To summarize, to maintain an e x p a n d k g  rural health systrm as 
proposed by fie project over the next 2 decades would reo-uire a c?nLiaued 
commitment on the part of the government, Sat the rehtive level of 
budgetary etzort would declize as time goes on. 

t. Social Artalysis 

A detailed social analysis 1s preseztec? in Piznex 3, Exhibit 3 of this 
Project Paper. A summary of tEe findings ars listed below. 

-- The psofect will not threaten the social oxganizatior of rural 
Pakistani vil lage life. 

-+ Beczcse of the cos~lex cultural constraints on femle e m p l o w e r i t  and 
travel,  c a r e 5 1  attention will be given to pasting female mid-level 
nsalk':-1 workers close to their Fi,aves ar-3 I-..;sSa~=?s' work ,  

- - The profec: has a r;renendous p r ~ t e ~ t i a l  fcr sirreading throughout 
Pakistan and to neighboriz,? czymtries, especially in t h e  Islamic world, 

-- The short-tern effect of this sroject  should be to slightly increase 
the rate of po~alatior.  growth because of lcs effect an the mortality 
rate. However the i;ro j e c t  ' s provision of fanif y pi~~.~; i : :g  services 
should ~rodcce a long-cerm effect oa sil5stantially reducing rhe 
b i r t h  rate. 

The d i r ec t  enploymerit benefits of the project 
women an.3 non-professionals. 

will acme mainly 

Best Available 
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D, Ecoaomic Analysis 

A review of the literature of health economics readily establishes 
that empirical invest3gations of the ecanomic returns to improved 

r I health a e h c s s  yield teouous and contradictory cooctusions, - 
Because tDs ~ c l a ~ a n d d p  between efforts to improve heafth sktus  
and socia-n,conomic development zrs not well understood a traditionad 
costfbsneiit analysis i d  not a practicat approach to tbe economic 
avohatior of this project. However, in 3ection L the potential bone- 
fits of the project are d i s c ~ s s ~ d  qna~izatively aad placed in the Pakiska~ 
coatext, SecMert 2 preszzts r3a-ta on the ccst effectiveness the pro- 
ject an& the ecozcmic ga in  to the scciety in term of increased health 
rervices per dctilar, The $~.saoa-cr j~s t i f i ca t ion  of fhe ptojeci i a  
based on this arr;r i . js ie,  Secscs 3 discasses curreet heattb errpendi- 
tures in the ecsosmy. Satiei? 4 reviews 2akistaars economic per- 
formance and ~ e p a  ymec? capacity, 

1. Saadits 
z-or this project it is Imprirbnt cc dit ide  benefits into welfare 

and irrveekment eategaries, E w e b r e  benefits dorainate, thr project 
prov!des a Anal ccrastlmer g ~ o d  and should be evallated in +&is Zight, 
From an econorAc viewpoint, there -will be na iacreased outp~?t to - 

pay for the project 3rd a ~azsum-er chcr-ce must be m d e z  between 

e* g* 
Bartcw, R obia, ' I  T h t  Zconomic Zfiects of MiLhfia Zradlcati~ntr, 

American Ecor,asn.lc Review, 57, So. 2, (Mag 6?). 

e 'HWred ''Health and Productivity in Poor X-reaatt, in 
Zm~irical Studies ic Health Ecorromics, J o b s  Hopkins ?resa, - 
1979 

I .  

Roberta, Jetlnifer A. uCcooomic evaluation of health care: a surveyFr .: . 

British Journal of PrevanOive and Socla: Medicine, No. 28, (2974), . 

Weietbrod, Barton A, !'Disease aad Economic De--elopmeat, 
The I a p c f  of Parasitic Diseases in  St, Lucia,'? 
Uaivereity of Wisconsin Press, 1913. 



health and other consumer goods and services. Xf invsstment b e ~ s -  
fits dominate, the project can he treated as an iovsstmsnt program 
and judgsd on its .mfeatial rats of return, 

Fur this project t!ie most direct set  of potential benefits 
ciaimad is the increased consnmar satisfaction (i* e, welfare) derived 
from being healthier. Rftributing these I;enefit;s to the project 
assumes t ~ k t  the basic heaith syste= to be cievetoped undzr gkds project 
is a necessary and sufficient coaditioa t~ impseved health skatus. The 
objectively verifiable indicatars st the goal level of the ' t ~ g i c a l  frame- 
work explicttly d d i m  the changes in health ztatus t b t  the project pro- 
poses to achieve, The del ivery  system conce-,trates af; lowering f ey -  

tility and mtsrtality rates and reducicg morbidity dire to canditigns 
affecting the rlzral paor. 

A secans! sst of hensfits a ~ i s e a  if improved health status 
7.v leads to incrazeerl octgut drre to =-ore prodr~ctive workzrs, ,-?owever, 

the strecgzk 3 E  the casuzl lir;x betweerz improved health and increased 
output is not well 4stzbllskod zoG cao vary from one society to another. 
3 healthier. zzd rhus mose elficisrit, werkers conEnue to devote the 
seme amount of < m e  ro prodastivz i a b ~ r ,  total outpat in the economy 
wil l  increase, Hawever, it Ima been demonstrated *hat in rural 
societies imp2t.oved work pa2ectiz: may be tra=alakd irito kisure if 
werke~s &CC= t= prodace she same ~ c t g a t  i n  iess time, -4Iternalivsly, 
i n c r s s e d  under-ernpioyment r a y  rssrrk if more people desire  work 
bet ca~lt obtain it, It is &er_ereiLy accepted t_mt there is widespread 
undex-em.piopent in r ~ r a i  f zkistan with labor scarcity anf y dwing 
short periods of tne year. AS it result, there is ao evidtc-s to indi- 
cate that a raducticr, is 3'1orbidity of the  type esgeted  by t h ~ s  project 
i a  l ike ly  to increaae stltput through increased effort or an incrss 
in wark  days a t  the -micrs-econ~rnic level. However, in "he long run, 
the decliae is popxiatiutz grswth rates as predicted in the population 
iw-pact stattrrleat {Section IlI C) will contribute to higher per capita 
income at f u t u r e  points of time, The resul t ing macro-economic effects 
on savings Isvels, dependency ratios, azld other variables shoald 
improve Pakistan's loag-run growth pcrteritiai, 

A third set of benefits arise if an improved. health system slrves 
a3 a nation building program that raises development pokntial by 
improving the motivation and attitudes of the society at large. The 



value of this set of b e n e f i t ~ ,  oo matter hew vaguely d d i a e d ,  should 
aot be dismkseed lightiy for ?a.4ista;an. Valenbaun in his picatering 
article on the subjsct =k=s a strong azgcment far the possibility 
that iha *e is ar: important 'link b e h e e n  health services 2nd cutput 
which is not directly relatzd to octput dertved from a more efficient 
work force. That is, a hezith mzasure can produce a t o n a d c  gains 
without or bafcrra improving hs2ttl.l- The argr)m%;.+ is t i a t  basic - 
aititudina! changes can occur as health service Ss ~ % P P S ~ C ~ *  Ear 
example, as people feel tiza society has increased its control over the 
environnzat  &rough control  over disease it m a y  Secorne easier to 
motivatz Increased work r i E f ~ ~ t ,  ALSO, d i~ec i :  involverneat by the Govern- 
ment m a y  yield iccreased akzbtiity in the rzral sector. 

2, Cost A a a i - + - ~ i ~ .  
w- 

A I- ,out 57' of the ~ 2 ~ a . i  . r ] ~ r a f z ~  . or?, a l e  covered by t h ~ ,  present 
Gooeroment s yatem of R urzl Heklth Centers, Xowever, data gathered 
in  prepar iag  this project srrggest t=bt the r-1 hea!th syatsm is not ' 
rcn in th~_ I Z O Q ~  eificisn",crseiblr: vay, F c . ~  exarnplz, vacancy rates 
for supervisory persarzns! a r s  ovzr  30%. .Specialized personnel such 
as these providing m-other-child health car- znd family planoing rsr-  ... . vieas are oPten -nder~=ih i iae~ ,  This scggests ccst  redcctions can be 
obtaiccd b y  reorgttnizing tLo, sbEEng patterns of the Xural Zeal& 
System. 

Cast per ?(stisnt ~ ~ r v e d  t 8 f i d ~  to dcclirre with the size of 
patieat load, Data icdicatc t h t  costs range irom $1.53 per ~ z i e n t  
for R M C F s  with year loads bslow 6,303 patients 20 Leas than $, 40 
f o r  RHC1s wibi p a t i e ~ k l o a d s  above 25,03Q. To somz -zxtar_t these 
declining costs my. represznt aconomies of scale, but tnsy atso re- 
present ineffective budgeting and inadequate organization of resources. 
&Lonay is Scdgeted by heart1 ~ c i t a s  opposed to patient Load, For example, 
tile per patient apanditure on medicine is above $, 50  for RHCte vith 
lowest patiznt loads as cornparzd to $, 50 for  3HCFs with thz  highest 
patient lzeds ,  These relatior,ships are strong enough to suggest that 
medicines nre rationed oul' on a unit basis (the BHC) as apposed to 
patient aeed, 

.= 

.I* 

.% 

The tow costs discussed above result from inadequate mainte- .tl 
2% -+ 
:3 nance and !ogistic support rather than efficiency. This is sompiicated : ~3 
Q 

by a s'taffing pattern that results in less than optimum use of the i -+Y "& 
I S  



personnel and c a p i h l  strurturz zlready in place, The Government 
of Pskistanrs search for  alternative wayo to improve and the - 
system has led to the proposed mul t i - t i e red  system of h d t h  care. 
A comparative analysis of 2:lt cost of the present system and of the 
Basie Heolth Servicesaystzm has beer, m a d e  and is outliosd in this 
paper, Tr3.e data are summariaed ir: Table U-4. 

- * 
.Zstiinatss of c o s t s  and coverage f3.r the present system are d e r i -  

ved from 6ab collect=d in the  ?uajab. They are adjusted to create an 
equivalent cost  comprissz with aa m. RC p i a n ~ s d  to serve 20,000 
p e p l e  io ths proposed systzr-, Th3 project costs  ars derived from 
t a b l e s  in the financizi ariaiysis sectiozl, Costs are compared on a per- 
eon servzd basis an4 nr=.t cn 9ati:zt visits. No attern$ to anaortizs 
capitzl casts haa been irlistle. 

Devslcpmrnt e ~ s t s  are T!.?, ?:3 Ejez person served for itha present 
system, and $5,  30 per person  served for '.,he proposed system, 'This 
capitai aavitrg r e s ~ 1 t 3  f r ~ z - :  a bi i farent  pattern io the cse of manpower 
and physical s t r c c t u r e ~ .  In 5ff3ctl Commuaity Hea tth ??orkera 
(CNWa) operaticg in ~-it!agzs frorn thsir own homes are substituted 
for a p o r ~ o n  of the r e sea t  capital requirements, 

* R s c ~ r r e n t  costs a r e  $t, 12 2er persan served for the present 
s)r%tam 3 ~ d  $1.41 fur the  9 ; f o p c s ~ d  sfl-.kem, ~ . ~ k f i  medicine costing 
a p p r o x h 2 e : y  $. I 5  ar.b $, 40 par p ~ .  ,an served r e s p e c ~ v ~ ~ .  If 
medicinas are  not comte$, the coat  of the Oicro systems is virtually 
the same --  $1,03 perP peyaon served in the present systarn and 
$1.01 in the proposed systsm, For thz  p~opcsseb system *ese costs 
include costs of the CIFcNb which m a y  weli be borne by the eorzlmuni- 
t i e s  themsslves. E th is  &?.?ens, the c a s t  eo the C-ovsmrnent per person 
served will be even Zawcr than i r ~  the present s y s t e m .  This would 
give t h e  G 3 v e s ~ m e n f  fIexi5ifiLy in financing an on-going trairrirg pro- 
gram that will continq=lly upgrade efiicizncy without a major increase 
in tile total rJovert._rr,ezt health budget. - . - 

Ln summery h c w e v e ~ ,  ;Lie ;:~ssibi l i ty O E  ifl?z=vtd services at equal or -. 
lower costs results from ths s h i f t  from a relatively capital intensive 
to a mors kbor  ictensivs tre2kh system, in 3 country w&r= wages 
are e e m z l y  taw, this rapresemis an improved use of rssources 
on a cost effective basis, 





Notes for Table IXi-4 

Available data indiczte. t b t  in the present ayatem an RHC and its 
3 subcenters gerve U, 000 - 14,00O/year. For the purposes of tM6 "- 

comparisoa, it is assumed that 6 M C s  and 18 e ~ b c e n t e r s  cover 
roughly 80,000 people. 

Construction cost estimates for the present system are based on 
1975/76 budget data. 

The following staffing pattern i s  ass--ed for  the current system: 

RHC: 1 =ale doctor 
1 lady doctor 

P h i  
2 dispensers 

BHU: 1 health inspector 
1 dai 

The staffing paEern fsr  the pmjsct is urpiaiaed in section X. 
T raining costs for  doctors are  omitted from both systems. 

Present system r e c ~ r r e n t  expendjture estimates for RHCa and s&- 
centers are based oi l  proviacia? b u 2 , ~ t  data.  For details of pmject  
costs for  RHC s and BHUs, see tables B-9 and B-10, Annex B. 

It is estimate< thzt sa3ary and equipment costs for a CHW will be ..-. about S700/year. L I S S  is not included in prcject costs table III-l 
in the Financial Xnrl-ysis section because it is assumed thzt G W s  
wiif not be p i d  CIA& af government revenues. 

Fur b ~ t h  sysf  e m s  8 iP7u snnuel attrition rate among workers is 
assumed. 

The present system does not provide continuing educ- ation. F o r  
details of pmject continuing education costs,  aee Financial Analysis 
section. 

Availzble budget data for  
expenditure of zbout $0. L5 

RqCs show 
per person 

ave rage 
rve d. 

per capita drue; . 



3, Current Health E~pcnditures 

Government expenditures for health have growa during the 
prrt 5 years from $20 milllofi in 1971 I f 2  to $100 milxion in 1975/76 
(sue Table UI- 1, Financial AnsEyaie Section). Adjusted for inllatiors, 
this represents a 25% annual increase in real tsrmr, The portion of 
the budget spent on hesltb has growa from l. 8% to 2.9%. Moat of Mrc 
increase came in the 19f5176 budget, when the health ahart zone over 
50%. H e a l t h  development eqtsditurea have doubled their share in the 
total health budget since f 9?1!72, acd now accooat for a b u t  60% of 
total urpeadituree, The ~arZi.";oa ~f tke health budget spent on rural 
health aerviceo has remained  table at about 11% for the paat couple 
of years, although the p'bmed expenditure in 1975 J76 ia $16 miBion 
over the previous year,  Health expenditures as a percentage sf GNF 
have mure h e  do~bfed  ever fie period L a  teach ,9d% in 19?5/76. 
Thus the hestLth secaar, although not a top priority budget item in 

-a relatively large ahare of t e a l  government resources, 

E a timated total expendi tur ca for health in the econszay 
outeids the Ministry of Health come to $1 98 million, nearly twice the 
Miaistr yt a budget Of this amount, local government medical facilities, 
Palsistarn ilailways health care, military hekrh a r e ,  water ;ad sewerage, 
and population planning hmigets totaliled $88 miliam ia 1975 /76. Private 
eector expenditures are estimated at $1 10 nsiIlioln for the year, mi8 
brings total resources devoted to health ta $307 milKon, roughly 2 - 5 5  
of GNP. This cornpres favorably with other developing countries 
where expendituaee on health often amouat to less than 1% of GNP, 



PART N 

IMPLEMENTATION PLANNING 

A, Adrnirristrative Arrangements 

Goverlrsment Administrative Arrangements 

a, Federal Ministry of Health 

This project will considerably strengthen the capabilities of 
the Federal Ministry of Health thswgh the devrelopment or* the National 
Basic Health Services CcE, In summary, the aceivities of this Cell. 
inclnde: mid-level tutor training, primary care management training, 
curriculum development snd adaptation, audio-visual suppox t, setting 
of national s tazdards , manpawor iave3tory. operational aaalys is of 
present system, cost anaiyais of present sys5em. information system 
design, developrn tat of cormmunicatione strategy for b e f  c health services 
using radio, pamphlets, posters asad travtiling seminars, and productiorr 
of five field maccaLs. Xlea, the Cel l  has responsibility for project 
management ccordimtion including the evalmtion arrangements, 

The Federal Ministry pias strong ieabership at the top fully 
r u ~ o r t t v e  of ~ h +  proj ece, but has aa insufficient organizational structure 
to implement the Basic Health Sera.ices Project, Far this reason, the 
establiohrr-e.nt oi the National Basic  W e 3 l t . h  Services Cell is crucial to 
project success. Project desigrsera have beea told by Zeajtth Wixzistry 
perssmei that a minimum ox' five full- time professionals are necessary 
to adequately stas! t5ls Cell  and a desirable number would be eight to 
ten professionals. Tke Health Ministry is we?-? aware that project success 
will depend importantly on the abilities of persons designated to lead 
the Cell, Resources to pay for increased personnel, travel within 
Pakistan, curriculum support, communications support, etc, , are btx3Xt 
into the project, 

+ - 

b. Provincial Health Departments 

h the project, the provincial ministries have an implementing - - ' 

role in the following areas: cunstruction of RHC's and BHC's in group8 
to form fEIHC1s; starting and operering trainiag units for mid-level 
w~rkers;  directing formation and setting standards for opetationa~ IRHC's; ; 

, 



t~ainiug of C m e :  on a trial 'basis and exploring different payment 
mechanisms; providing cont*huiag education for mid-level and C m  
graduates; coordinating with and advising the Cel l  on setting of skill  
standards for mid- levell workers; assisting io manpower hventories; 
assisting y h  primary czre utilization and cost snaalysis studies; asaisthg 
in iBJfc3rt~~~tio~ system design; coordinatirrg in setting of standards for - 
managemsat of rfie lategrated Rural Health Complex far: personnel 
managementad dfor investsry and supply management fiaacluc3ag 
simplified drug and equipment l is ts);  and sendiag emplx~yeas to the 
Federal Cell  for .training in aspects sf primary health system mansgs- 

Capabilities of prenr eet p r s ~ k c i a l  departments of health are 
varied. They s t r v e  dif ferest-t popafatio~ g mups and also 'have different 
levels of resocress at their disposal, Proviacia1 heP& Zeders have 
been iacrcaaingIp exposes aver 3ze last W o  gears to modern pXanniq 
aad educat~aaal. techaologies fay health, Each 2roviace has particivted 
ia the WHO Country Heal th  Programming exercise which helped them to 
focus on regioaa5. health ~Laani~g and resource a3tlocation iseues, Each 
province has participeed is Curric-durn Development Workshops for 
rnidmleve3 w~rkers cbardirmted by -NHO bnd the University of Hawaii 
hgxDEX 0 1 g 8 ~ b 9 t i b ~ L  Eaeh prsvi~ce: biz9 responded favorably to the 
ae.err esrpms5sa irr rural &%sic health services, A aatioawide commitment - 
to expaaed aizd impraved bea3& services exists, 

The Secretary of Hczlth for each province ell select a Basic 
Services C o ~ ~ r d i a a z ~ r ~  This Coordinator (perhaps the Director 

of Health Services j will select persass from his saif to f a i l l  provincial 
implementation roles, Resources for these administrative tasks are 
within the capability af the p r a h c e s ,  

Tne czptbi1iSies of the proviccas in basic health services I ,- .- 
administrarion will be coosiderably str eragthaaed by the traiolirtg aspects - -; 
of the project, Executive Seminars for pvliey makers, Opentions- - . .-> -‘ 

Management for District Health Officers and assistad District Health ..rj . - .- -& 

Officers, plus technical training in personnel, srlpply, finance, and . . 
- LXV .) 1 

ixifsrmatiun systems, should strengthen provincial capabilities, = 
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c, The District ETeaLth CIficer 

A major role in project irnplernesztarion lies with the District 
W e a l t h  Officer, Under policy direction from the province, he will 
implement the Integrate2 Rural Health Complexes in his district. He 
wil l  have responribility to insure compliance with the criteria for a 
complex to be operatio-1. me District Hoalth Cfficer will be 
responsible for iaaaring ibat  drags are on-land and equipment is 
functiofiaa;; that curative care and preventive care activities arc 
perforrr.ed to standard; that sctperviso:-y visits occur at least once pet 
werker per month; and that infcrmatiora is collected zrrd col&ted at 
the RHC and reports sent to the district, Ha w i l  be respo~sibte for 
preparing a district operational plan fcs &e guidaxrcs a& deployment 
of new complexes. 

The Distr ic t  Reai-th Officers are, on the whole, well trained 
senior public health dscecrs ~259 sedfer f ~ o m  avemzsrk, iwdequate 
technical sapport suck t h t  deIcga%i~n is Oibficult, and inadeqmte 
budgets, Their p r e s ~ n :  admiaio:ra%ive staff is ooi suitably trained 
t8 accommadate aa expanded system and in maay cases is insuificient 
in numbers. Often, drze to h c k  of maaey and support personnel, 
District Xeslth Officers have become disee~saged and cyni-1 abut  
their abilities to offer goad rural health s erviic 53, 

This psc.jacC akozt3 strengthen their adlrniaistrative capabilities 
a d  morale in a numhrs af ways, Fir stlyr by def king the IRHC in an 
operstional way, the District Wealth Officers  can resist local pressures 
to disrribute their wcrrkrs, sapplies, and physical facilities in an 
inefficient manner, Wit& new fmds for rural health, upgraded health 
workers, upgraded administrative persomel and cornmwzications support, 
and opera tions mzrsgement training k r  themselves, the District Health 
Officer can do a more effective jab, 

The project is complex both technically and in its geographic 
scope; therefore, a detailed perfomnee oriented monitoring and 
disbursement procedure is planned, Requirements for disbursement 
are designed to foster progress by tying disbursements to conditio~~ 
precedent and targeted performance indicators, 



a, Monitoring 

Close  AID Miss ion monitoring of the project will be cracfai. 
The Miasion will  have an experienced public health omcar in charge 
of project monitoring. The officer will observe the project, as it 
is being implemented by the Nstleaal Basic Health Services Cell, to 
Baa whether the project is udolding as p b e d  and in accordance 
Government-AD understandings. In doing so, the iadiv4dixal will: 

1, M a i ~ t z i c  a coatinaous iiaisac with key Pakistanis isvalved 
ia prdject im@.err,er=i&tEon, 

2. Review material aabmltt*?.d io falfillmerst ef conditions 
precedent, a d - d s i ~ g  the Goveramest sad AITR en adequacy 
and timelineas cf stlch mlaeerial and as what steps shouLd 
;5e taken ta c;rorrece dciicieaciea, 

3,  Rsvieiv P z t k i s ~ ~ . :  s pr.sgress towarb perfarmaaee targets, ... 

advising &e Gcverxi4;lent aa? AID whether progress l a  
adequate and on schednle and whai: steps should Be taken 
ta csrr e t t  the 6eficiancies, 

4. Review ail pr~jecr  reports; conduct perserial i~pections, 

5. Zbrticipate Ir. tzr;;bl.aeioas, 

6 Serve as a technical and ma-gerial adviaat to Pakistani 
project. impierzzeaters an organizational ques tiom, 
phnnhg,  trairrfag, cernrntmications, and ether project- 
related isstiss, 

7, Mainmia iiafsanr with WHO and other doaars. 

As one aspect sf aoaitesing progress, the Mission tKi.11 
verify complete2 physical hcilities through inspections. During 
yeare one ond two of Phase I, the Mission direct hire engineering 
staff wi l l  perfcrrm this fmctioa, However, as Phase II is s ~ m c h e d , ~  
the Miseion may find it necessary to Ongage the ssr.rises of a l o a f  ' 

engineering firm te assist with the monitoring, Missten persuats-el , 

have had experience in menitcaring health faciliw emrstrtlrtion under : 
the 1973 Ffood Rehabilitation Grant, 



by the GovermLent, AID and WHO. Provincial Health Department represea- 
tative wil! participate frztly in the reviews, 

in additiart to the review ~.es t iaps ,  there will be a joist t ~ l m -  . I 
tion at the beginning of the third year ,  Tbis evzluatioa wil l  involve Federal 
and Pro-vincial heal+& authcasities, AID, WWQ, atld other donors wko m a y  
have become closely zsssciated qxi.ir'n the pr~jeet  by the time the evaltnatiaa 

i is to start.  The purpose sf the ealrraeioa, from AID'S point sf view, will 
be to (1) assess project pe=IP'szrjaace v i s - a - v i s  the general project strategy 

.-"n L and imphenentatforz des igs  1 ~ :  r eccrmmend deeded rnodificatiaas in the 
deerip;rr and (3) rccsmraenc2 :kc ieasibiiity and desirability ior AID to 
proceed with a follow-an laau prsject fur 'Phase U, If after the evaluation, 
Am decides to propose f o l ~ * ~ - o n  loans, a Phase II Project Paper wilt be 
submit~ed  tc Washiagtan for appraval. 

. . * . .  

b. Review and Evaluation 

Joint reviewer will  be held semi-aacualfy during years one, two _- 
aad three of the project to review progress and problems associated wigh 
the project, The objective a£ these reviews will be to review perfotrmaace 
targets, the progress made in reaching them and general project manage- 
ment consideratiaas. The agenda for each re-riew will be jointly developed _> 

Ta monitas the p~cjece for camp:iance with loan requiremerits - 1 oad progrese, A D ,  in an :z-~r~smentatioa fetter, will present a system 
*Y of progress reporting, ;kc reparts will serve as the basis for disbursing 

Loan funds agaicirsst achieve=ent of performance targets, T h e  Mission 
, project manager will  ba rcapnsible £or the reporting system 

and insuring, to the extanc possible, repart accuracy. 

B, h-glementarioc Ar r=~ements 

1, Projtcr Performasce Tracking Network 

The project t rack i~g  network (below) covers selected project 
indicators which relzte to important project targets (milestones). Each . 
of the targets has a defined critical Cime of s i x  mFontfis past tne initial 
target date. Each af the quantified targets is defined as "czidca1" iP it I .  

fa ls  below 75% ~f the optimum targeted achievement, It should be noted , 

that placing a critical. time for graduation of the 2nd cycle Mid-level I 

Heaieh Worker class, a d  establishment sf the second group of operational i 
I '  

I 



lategrated Rural Weskh Complexes, moves targets for these events 
beyoad rnoaah 36 of the project. It is anticipated, however, that thc8e 
units will be operational by project month 36. Ca1e~da.r years caanot 
be indicated at this time. Project month zero is set at the pint in time 
at w: ich the Government meets conditions precedent far general project - 
S U e P P t r  

Organizations direc t l g  involved in irnplcm entation of this project 
include the Federal Ministry of Health, provincial Departmeats of 
Health and Public W O P ~ S ,  a V ~ i t e b f  States contractor, the World Health 
Organization and AID, The rempsrmsibilities of each in following the 

I ' 
implementation p l a ~  is in4ico:ed is *e perfssmance t~acking network 
as spelled our below: 







>, 

- 

2. Nations1 Basic Health Services Cell 
I 

A s  a Coadition Precedent h r  the first disbursement for general 
project support, the Federal Ministry of Health wiU establish the 
National Basic Health Services Cell  headed by a Deputy Director Geaeral 
of Health. For a detailed description of the function sf this Cell  see ehe 
Project Description and h e  ~dministrative Analysis sectioas, When - ! established. t h h  unit will contain three divisions: 1) Training Divisioo. 
2) Operation Research Division, and 3) Heaibl Education sin$ Comrnuai- 
cations Divisioa. This Ce l l  will h v e  an acivisory council made .2p 
of the Federal Secretary of Health, the Director General of Health, 
and Provinciai Secretaries of Health. The advisory coati? will 
coordinate policy formulation for national basic health services, The 
C e l l  will have the r espa~rsibi~l"; aof carrying olilt essentially all of the 

I : activities for which the Federal &Ministry of Health is responsible under 
this project, 

3, Health 'A70rker Trai.nimg P r o ~ r a ~  

v1 i ne C a13 will toord ir~te  and enrur e csmpletion of the adaptation 

translation and p-inting of the carriculum. This activity will be 
initiated carly in year one $zased to stay ahead of training requirements. 
It wil:! be completed by month 12. The Cell  will caordinate and carry out 
tutor training for the tutors of mid level health workers. Prior to the 
opening of each new cycie r;e' mid level health worker trai~ing units, 
this tutor training wi l l  be repeated, 

. Training Units 

Twelve training units wil l  be established by month 6 ,  an additional 
melare by month 18, and a third group sf tweive by month 38, Sefectian 
of the district and the pzrticular facilitj j:twhich tEe :raining unit will be 
established will be done by rbs provincia, departments ~f health. - - 
Appropriate r t n o ~ t i o n  of these facilities. addition of necessary stat f ,  
and procurement of necessz. -y equipment will take place under the - - 
direction of the provinces, Monitoring 3f these training units for 
operational prcblems will be a function of the health departments, with 
assismce from the Training Division of tke National CeL$ This d i d s i e m  

' : 

will set natiun;rl performance standards for mid-level health workers and 3 

participate in e ~ l u a t i o n  and certification of graduates, 3 

f 

. . . - .- 
" " -  . - 



. Community Health Worker training w111 be initiated at 
approximately project. month 24 when the first clasa of mid-level 
workers graduates, Thxs training will be carried out by the mid- 
levelhealah worker under h e  policy directiaa of the provincial 
department8 of health. 

Target outpurs fur each type of health worker are spelled 
out in the Training Plan below. 

4, Bas ic  Health Services System Support Development 

- - 
I The activities in this track (#7, 10, 112, 13, i4 & 15) all relate to 

the operations m a n g s r i c n t  sf a basic health services system uaipg asp- 
physician heal~h &are prc-t.iders, TIE training zspects of U s  track of 
activities inmfve employees of provincial departments of health 
(Dirtricr Health Office- Assistiznt District Health Officexs and a 
group of their mamger, ,nt sepport personnel). The provincial 
coordinator for khe project will par~cipate in developing guidelines 
fat these trainirrg programs and will be respnsible for ensuring 
participation by employees, The overall resporrsibility for research 
and a s d y s i s ,  dek-aiopmenk of course ta ten t  and te&z\siq materials, 
and c o ~ r ~ n a t i c n  and  pera at ion of &e training prsgmrns will be the 
re~ponsibility of the Training i3ivision of the National Ge31, 

DeveL~pmeat of the operations manuals {preventive care, curative 
care, rnaaagement 04 rura l  health cornpiex, inventory & supply, axxi 
persoapel management manual) will be the respunsihility of the 
Operations Research Division of the Cell but major field inputs, analysis - 

and field testing will be nece-sary at the District Heal* Officer and 
Assistant District, Health Officer levels. Deadlines for completiqu of 
these activities are outlined in $he Project Performance Network.. 
Targeted iimee at which each of these courses are given and manuals 
2evchped are spelled out in the narrative of the logical framework 

5, Program Analysis & Studies Activities 

A.-: #? 
These activities (4, 8, 9,  16 & 17) all are the responsibility oS 

the National Cell b ~ t  again with assistance from the provincial Basic 
Health Services Coardbtcr, ,- The headth education and cummaaiwtioik I 
atrategiee and materials w i l l  be developed io the early months of- the 

I i. 
I ; -  ' , * 

(\ ' 4  .- 
" ?*.: .- - I . ;  - 



p~oject and the regional strategy can 5e implemented within PJne first 5. 

moaths of year 1, Thie will  begin by rnountixzg campaigns for impraved 
sad@tion, hygf ene and health practices in the fir st year of the project, 
even beiore newly trained health mapower begin to gradcate into the 
r y  stem, This will help to build public support for important on-gaiag 
health-related programs, for exm.ple, the iangcrraac=c of child- spaciag 
ah a health measure, or the need for the populace to cooperate with 
malaria contr of workers who must enter their homes to spray, A8 
mid-level he&Lt.h workers begin to be deployed, health communicatiosls 
will  be utilized to gain public aczep-rzce far these new categories of 
workera and to 'uaifd the receptive fz~mevrrerk WE& is importacrtt to 
tke success ~f the project, 3% ss eqected that the communicatians 
compoaent of the project will beaafit from another project which AID 
is currently dtualopiag wiC! the C ~ ~ e r n m e ~ z  to csteeblisfx a Deveiopment 
Communications C a a t ~ e  in lobmabad -- with rcgisrrarl outiets -- to 
make more effective use -3a' =ass mecia in targeting sim.pPe and actiowsble 
nation-building xessagss tu vil'age audiences, 

Studies will be s ta r te6  early ;o determine the most appropriate 
rnethcd sf develspisg ccmmcnity EimriciaL support for the Community 
Health Workers, This will be the responsibility of the National Cel l  
with major inpat and direction gram the adrisory council (national aad 
gravitxcial heal leaders), elected ~fficiaf s, and, where possible, 
community leadera, The ad%=.sarg cawcil and praatincial authorities 
wiU have 33irirnate zespasiWaliry for selecting the test site rural health 
complexes. These test gites Will be selected and test models developed 
for impEe;aaimp,ioa by p z ~ j e c t  month 24, hplemeatation w i l  be by the 
Distxict Hal t fa  Officers with rneaitoriag by the Cell. 

A coat analyeis study will start whec. the first group of new health 
workera reaches &e field, It wiU Be based on data generated in each 
rural health complex and collated by District Xealtb Officers and 
provincial direcrors of health serv;icea. These data  will be analyzed 
and published by the Satioral Cel?, The data will be used for analyses - 
and takiag 2ecisiat.l~ 0x1 recurrent costs for Phase II uf the project. 
This will be an ongoing activity permaneatiy housed in the Cell, 

I ' 6. Ph ysicai Facilities 

Coordination of training outputs and available physical infrastructure 
wil l  be the responsibility of the provincial health departments, 7'ke.g dl1 

- cgtsblirh Rural Health Center and Basic Health Unit site selection c r i t e N  
to maximize access t i  units did uti-tion of services by the people. 



Early in year L ( # I ,  18, 19)  the proviacia: health dsprtmenta will  begin 
aalettion of site@ for theac health facilities. Moot of there faeilittsr 
wi l l  iavolve new coo. tructioa. Some. however, wilt be renovated &sting 
tacilitiea i5 the site is wp3ropriarte. Some m a y  be in reated barcitktfer. 'Ilks 
ptovhcisl health departments will coordinate wi& the department8 of 
public ~trorks for land procur emcat, coai~struciioa. and i n r ~ ~ t f o a  of 
equipant to fuU specificatioe prior to receiving tke graduated mid-levat 
health workers. 

me ccbnetruc&icra, equipping and 6tafS'iing of the Bgst rural B a a t h  
earnpiex will be completed st mesozth 24, Tbe first g r m p  of Co-udej 
Worker8 w i U  be trainad By rn~nth 27* AfZowing a minirn*cpps period of 
3 months of operattien to svsscsme problems in sup~iy arrd fuactien of 
equipment or material, the firat Entagraked Rural Health Complexen 
will be operatiama'! shortly aiter m c ~ t h  30,  At thaz ams r rnimimam of 
9 eamplsxer will  he fully operatioad, f 12 will be ~ p t i d . ) ,  At mea& 
36 two additional c2asess cL Mid- Lcvel  Workerr wiU graduate to artsdf 
the new facilities aatd eke -:stal zamBer sf operstioaal campicure8 hostly 

A U, S, .;tsac*ractor with expertise a d  e.xperience ia development 
of h a f t b  b e ~ v i c e  6 y ~ t e m ~  asiarg non-ghyaicias health care providers, I 
rad the es&bllrhnerst and aperktirzn of tzarair- pregr-a aring c~mpeterrcy 
h e e d  maGu&r cdrrcati~aai materials, wilt be selected to prodbe tecbnfd  . 

a a e i r m ~ c e  to the G~veriprxenr, This contractor will provide 4 Pang term 
technical mdvisoss, Thee e advisors will consist of 3 public health pbyriciaar 
with experience with physician extender training programs and ducat iqn . 
sc iencr : / cu r r :  c u l u ~ n  ~ P C C ~ I ~ B ~ ,  The cantractor will also provide - 
short term technical advisors for coneultaeion with Govemmcat of Pakistan 
official8 on leupply mnagsment and heal& information aystoms, The 
rbart tern ebdvjaors vii;l assist iflr develo~ina and particimte in the canduct :: . Y 

. & of training ?rcgrams and s e m i n ~ ~ r s .  This technical assistance contract . I  
> * 

will be s igned 2nd at least t w o  advisors including the curriculum design tth 12 

:< L. ,S specialist will be C ~ E  s t a t i o n  shortly before project month zero, (see "P 
p a r t  fV.D.2 for a discussion of contractor se lec t ion- )  . @ * -*> 

g 
V* . 
;:<- 9, World XealrA Organization g. 
-3. 
2B 
"?!-Z 

The W c r l i !  Realth Organization will provide t w o  technical advisors, E i L  *z ">& 
ale will be d management systems specialist a d  the othex a physician $3 
w i t h  a background in public heal th-  Bc th  will be in place no later 
than project month six. - _  - ,  

. - <  -- 
" .  - . .-  . ? 
" 7 -  . 4 * ' . , 



LO. Loan Implementation Schedule 

i 
Loern Agreement Signed - 3  + 

Initial Conditions Precedent ME: 

I Technical Aijsistance Contract Signed t - 1 

Firer Disbursement ta T.A. - 1 

Conditions Prer edent to A~-F=Pc~  Disbur ae- 
L 

[--) m a t  for Genera1 Project Support Met 
and Disbur sewne~t ?&de O (Phase 1 begins) 

Caadition to 1st hs*all=ent Met  
and Ins+& Itm cot Made 

1 s t  Annual Eeview Meeting P 1 

Coadit i~ns to Zx;b Installment Met 
and Installment IV'Iade 12 

Baseline Study B egios f 3 

Conditions to 3 r d  hsl l lment Wet and Made 18 

Conditict~s to 4th Installment Met and 
las@l.Pmenr: -Made 24 

Joint Evaluatian 25 

Conditions to 5th Installment Met 
and hsta lhent  *'Made 

Conditions to Final Payment Met and 
Payment Made 

I '  

. . 



. 11. Support for Technical Advisors 

Flans have not yet been developed for logistic support 
of contract ad-hsors and any special privileges and benefits 
(e. g. duty free b-pott) they may receive. There b p i c s  will be 
reviewed at the tirr,e of contract negokiations. 4 

12. Fund Aeleas e Procedure 

Disburs exnents for  the technical assistance portiorr of the loan 
will  be handled through As's traditional Letter of C ~ r n m i t ~ e t r h  
procedures after initial conditions precedent are msk. 

Remaining bar, hnds wil l  be used to finznce the project in 
general and will  not be identified wlth a.ry ?articular activity 

7 

- - -  .---- -. 
u n T p r o j a c k ,  c. g. ~as11. t y  ccastructioo, training. or procure- 
ment cf drugs and m?~r+cnt~ IE iFiou?d be clear that the objective of 
~ 3 ' s  support is to rs&h the project purpose and under this loar. 
to reach the Phase 1 "'i3nd oi P r o j e c t  Status". Tbis will recruire thz 
time phased arcompl t shnent  of a cornelex series of interrelated 
activities. The loan and tke system for adninistering the Loan are 
therefore directzd to overall, p r p s e  ac'nievzm-em, 

To insure that loan f ~ c d s  are used prixdently and for project: 
purpose achiev5e-ent, a disbursement sys t t r  with the Eollowing 
~orr~panents is p l z ~ c e d :  

1) Local  cost financing w i l l  be accorplished by an initial 
. *]advance payment foilowed by fi7e (5) semi-annual 

/ < A ~ ~  f loan i s t a l l m e n q n d  a final pay=--ent. (A, I 

,/+ 
2)  Four s e t s  cf cocditions precedent for (11 ciisburszment 

for  tscbniczl assistance, (2) disbursement for the initial - 
advance f o r  generat projects aupgort, ( 3 )  disSurserr,ent 
for fixed ins taflments and 64) final disburs=.ent for the $4 

,$ 
achievemant af the Phase I end of project status. C 3 



3) S;,x sets of semi-annual performante targets which 
specify distinct outputs over the three year loan 
diabur sement period upon which loan installments 
wi l l  be baaed. 

4) Use 0 4  a "Special Letter of Credit" for Oeaa- 
. -. - .- -- 
'disbursement. 

- 
5) A13 m n f  physical facilities site selection, 

design, and construction, by means of post constructor 

Specific interim perfc?r+naacc targets wil l  be established in 
Implementation Letter KO, 1 and r a y ,  at the Missionts discretion, be 
amended over the life of the project, The End of Project Status targets 
will remain fixed, Tha syertem of disbur sezne~ts  will proceed as fal'Iaws: 

Conditions precedest for technical assistance will  be met 
first and the technical advisors wil l  enter OE duty; conditions to the initial 
project suppart rere met next and the initial advance is made; conditions 
to setni-annual installments, including performance targets, are met att 
not Pees than six month i n t e r ~ l s  and disbursements made; conditions 
to final disbursement including end of project status target as defined in 
ths last set of conditions precedent are met and f inal  disbursement is 
made. 

W i t h  the number of targets that must be met, it is very 
likely some will  be mote  *-an met, while ethers may fall short. The 
potential czueres for variations are numerous and may be palizlcal, 
financial, technical or administrative in nature. In determining 
satisfactory progress x'or disbur semcnts, the interim ttrrgets must be 
evaluated as a whole, The Mission must have the flexibility to judge, 
based on the level oi accemplishment, whether shsrtcomings are 
significant enough to delay or stop disbursement. This will depend on 
the degree of and reason(s) for inability to meet the target(s), the 
relative irnportanc e of the specific target and the probbility that lost - 
ground can be made up, Interim targets represent a point in a progresaiun 
of activities required to reach the end of project status for Phase I and the 

b - 
end of project status must be met for final disbur semevt. 



It is important to note that although disbur telmests for at1 
but the technical assistance advance are tied to performance targets, 
disbuxsemo~ts will not be made faster than at six mon* iutervats, 
AID may st its discretion make partial d i ~ b a r a e ~ e e t s  if targets are 
not entirely met or target standards maintained as specified in 
implementation letters. 

// It is expected that the Gisvernraent will finance mare h r z  
25 per cent of thc project durirg Phase I. However, m insure compUncc 
with S estion I lO(a) of the F a ,  the final disbursement of $ 4,2 rniflion 
will not be made until detailed financial statementsr for Phase I expenditures w have been submitted to evidencing ccrrnpliance with this reqaxrsmesrt. 

An illus tragiva disbursemeat schedule fur ge~era2  project 
suppart is presented SeEsw: 
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Month of Amount of 
Msbur lee- Disbursement 

Msbraxaement - No. ment &-. MitMoh Msbur~ement Reepirememtm 

(4) Not lama th.n 9 Integrated Rural Health 
Complexas are in operation. 

(5) All management training far praject nuasgerm 
and support muff has been completed. 

(6 )  Operation manual8 have been completed in the 
arms of marngemet and .apply. p e r s ~ m d  
management and management of health campla 

(7) New personnel system ie being implemented. 



C.  Evaluation Arrangements for the Project 

I 1. Government of Pakistan Collaboration 

The project evaluation will  be conducted by the Operational 
Research Division of the National Basic Health Services Cell  of the 
Federal Ministry of Health in conjunction with A D .  The 'baseline 
survey plan and the data collection and analysis plan will be designed 
by the Cell  with short -term consultant help. The reports will be - 
submitted to the Director-General of Sealth, Government of Pakistan, 
and the AID Mission. 

I - 2 .  Goal fndicators 

l a, Gene ral 
-- - - 

The goal of the public health sector is to improve the health 
status of the population. This project i a  focused on the rural 
population, now poorly served (around 570 coverage by scientific 
medicine). 

- . - . . kprovements in healtk status are difficult to demonstrate - 
and require long lead times before measureable change occurs. For 
this reason, measurement of cliinges will  not be attempted until near 
the end of Phase fl of the project [baseline data will be collected in 
year i of Phase 1). 

G ertiain objectively ve rifiabls indicators are sensitive to 
health care programs that stress preventive care along with curative 
care. These indicators zre mostly changes in mortality of children 
and motbe rs . A good integrated health care pragtann should be able to 
achieve a L O - ~ O %  decrease in infant deaths and a 35-5% decrease in 
mortality in the 1-4 age group. Indicators measuzed in this project 
for general =ortality assess these goals. These indicators are 

\ 

reductions in infant mortality rate from 130 (estimate) to 10Q .and 
reduction in age-specific death rate (1-4 group) from 24110C)O t o  
14/1000. 

Maternal deaths can also be reduced 25-5wo but measure- 
ment of this will revtire a more costly baseline sumey (over 2200 -- 
households) to achieve statistical significance since these deaths are 
rare (probably one maternal death each year in a village of 1000 

-. people). Reductions in mortality and morbidity from measles, 
paSio, whooping cough, tetanus, and diphtheria by the immunization d 
children can be expected. .At least two factors mitigate against , " , 

measurement of these reductions, however: (1) the conditions are" 



sometimes difficult to discriminate (they may ovlur in non- rec0gnieabf.e - 

forma) and (2) their rates are relatively low, making survey require- 
ments high to achieve statistical significance. 

This evaluation will measure two indicators of rnorbidik; 
(sickness) in children. These are the prevalence of malnutrition in 
children ages 1-2 years, defined as children -with weight-for-age - 
below 70% of the N a r ~ r d  Standard curve, and the preualence of 
diarrhea/dysentary with dehydration. 

Research has shown that the rnalnutrition/iafection cornpie!% 
contributes signxicantf y to childlfi~,ood deaths and sickneesen. This 
project, building on the wozk of the Nutrition Cell  of the Federal 
Planning Commiseiora and of cther autrif5on work carried out through 
the Federal Ministry af Health, expects to be a major implementor 
of applied nutrition thmugh the h ~ m e  visiting and child w e i g b g  
program. Early diagnosis a d  treatment of infection and nutrition 
education to high-risk families I p h a  selective food supplementation) 
should significantly decrease malnutrition in the tssget population. 
The project expects a decrease in malnllerition from araund 20% 
to around 12% fox those children below the 70% percentile on the 
growth s hart. 

The second morbidity indicator is the percent of children 
h a v b g  k d  diarrhealdyseatary with dehydration. Research ha8 shown 
that the only przctieal way to decrease the ciiarrhea/dysentary rate is 
bg regularly co~suming potable water. However. diarrhealdysentary 
does not kill children. aehYdrati~n, the losa of body Iluids, dues, A 
health care program, through prompt diagnosis and treatment of 
diarrheal dysentary, can prevent the dehydratisn process by oral or 
intravenous rehyd ration, thus decreasing dehydration, and. hence, 
decreasing death. This project expects to lower diarrhea/dysentary 
with accompanying dehydration f ram 75% {estimate) to 10%. 

This project shodd also have a long term favorable impact 
on fertility in rural Pakistan. Cne reason is that the trained &mmunity 
Health Workers can deliver condoms and oral contraceptives and -- 
also provide information on the benefits of child spacing. The second - - -. 
reason is thzt there i s  a h o s t  alwaye a decrease in fertility foilowing 
a decrease in child mortality (the child -survival hypothesis). 

This project wil l  assess its fertility impact by measu 
'*percent of contraceptive use rs " and "percent of continuous use 
of contraceptives at a parity of two", . 

I' 



Baseline data gathering for the Gal  Indicators and 
Purpose Indicators will  be completed before month 18 d the project . , 

( 6  months prior to the first graduated. The eetimatsd cost of 
the baseline study is $ 11.7 00. 

b. Study Design for Coal Indicators 

Goal indicators will be asseeeed by a recall survey of 
village mothers and clinical exams of children (no needles). ?he 
beel ine survey will be conducted twice, once in the Winter and 
once in the Sunma r, to get a true picture of mo r5idity whic3.h ham 
seasonal variation. A true experimental design can be used because 
some villages will be included in Integrated Rural Health Complexes 
early in the project and some later in the project. Evaluators can 
designate villages which will be included Later ae control group 
villages and match these with other villages who will be served by 
Integrated Rural Health Complexes early. 

A suggested design is for a 1,000 househ~ld survey - SQO 
controls and 500 treatment group%, This can be stratified by population 
and province giving a 17% sample ~f 34 villagee (assuming village 
sizes of around 1, 003 people). 

I - 
TREXTMSNT CONTROL [ 

Ha us e hca Ida Village B Households 1 - ii I 
1 

206 2 I 206 I 
I 

Pucjab 7 I 

s ind 1 5 147 I 5 i 147 
I 

1 
+- 

i 
N . W . F . P .  3 ! ca I 

I 1 8C 
I !! 

. I 
59 

1 
2 1 59 

I 

TOTAL I 
500 

1 
! I I? SO0 I 

' t  ! 

% households " 



Operational Complexerr wi l l  gather all of the goal indicators 
a8 part of their daily activities. For this reroon, only control ardaa 
wi l l  require periodic resurvey to aaeess their health otstua. This i n  
Contemplated for years 5 and 7. 

It is emphasized that the baseline rurvay of goal indicators - 
does not aid in evaluation of Phaae f of the project. The &fa coitected 
pre sumer that Phase IZ will take place with adequate funding. 

c .  Data Collection for Goal Indicatora - Baeeline 

T o  reduce coets and to aid in the field experience of mid- 
level etudents, it i~ propotred to use female a d  mid-level students as 
interviewers for the baseline data. To complete the data collection 
in one week, seven 3-person teams would be needed per  school. 
Interviewers wil l  be trained the week previous to the data collection 
effort. 

d. Data  Analysis and Reporting 

The Cperational Research Division of the National Basic 
Health Se ~ c e e  Cel l  w i l l  design preeoded forms which can be cornputor 
analyzed at a Government data processing facility. Reports wi l l  be 
generated by month 30 af the project. 

3.  Baseline Data for Purpose Indicatora 

a. Coverage 

The above merrtioned baseline survey wiU be ueed to develop 
benchmarks for two of the three End-of -Project Status indicators. 
These are 1) Population Coverage - percent of population within 10 LGn. 
( 6 .2  miles) of a basic health unit) and 2 )  Utilization - v i ~ i t s / ~ e  rson/ 
year t o  a Government health unit. The sampled households wi l l  be 
aeked questions about these indicato ra.  

The nurnbe r of operational Complexes will  be counted after - 
an independent inspection ha6 shown them to meet the criteria for 
"operational". No baseline data are required. 

Qua1 ity indicators can be assessed by a two -person; team a 

(one from the Federal Ministry of Health and one from the approprtiatei 
provinchl Department of Health). The C e l l  wil l  select 5-10 common . 
curative conditions, set diagnostic and t reatrnent s tandardi and I 

1 - 
i 

" .  . ~ 
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~. . 
obeerva d a t i n g  non-physician workers who deliver primary fa"* . 

1r , 
;- 

They will also pick 5 preventive program rctivitiea. set criteria . , 

for thaae, and observe existing workers. Based on the populotl~n, :? 
the following numbers of workers might be evaltuted: C 

Province 

Punjab 
Sind 
N . W . F . P .  

- Baluchi- tan 

Number of . . .  

Workers Svalubted 

40 
30 
10 

7 ! 

r' c. Management 

The same teanA checking quality of care can check the 
drugs m d  equipment in each rural unit comparing nupplies to 
existing standard drug and equipment lists. The - - -  team -- can also 
ask tho workerhcv: often he is supervised. 

1 d. Evaluation Philosnuhy 

errass It will not be the intenk d baseline evaluator. to emb- 
rural health workirs o r  Government instiNlions. The.' data wil l  
not be publicly used until the repeat survey of year 3 0 ahow I 

improven~ent of the health system. 
I 

4. Output indicators I 
I 

< 

I 

Outpurs will be counted from project records. No baseline 

1 data are required. 

D. Conditions Precedent, Covenants and acept ions  

I .  Conditions Precedent and Covenants 

The following are illustrative 
and Covenants that the AID Mission p r o p a a s  
with the Government of Pakis 
ment i s  in accord with the pu 
CP1s, officials have express 
of conditioas and the specifi 
text of the CPs Lnd Coveurn 
from loan agreement neggti 



a. Conditions Precedent to Disbursemeal; far Technical 
Assistance. 

Prior to the firat disbursement of khib hPI) ftradl far 
Technical A auiatsnce, the Borrowesr/G rantee w i l l  furniah: 

1) A plan for the expansion of brnic health rervicer, 
outliag strategy and sbj ectives, organization, scheduling, costa a ~ d  - 
finmcizg, and manpower and in,*sae tructure requirements. 

2) Evidence that a contract for technical a u ~ i s ~ c e ,  approved 
by A, L D. and the Government of Pakistan, harr been entered i n t ~  with 
one or m o r e  organizations or other entities satisfactory to A. I. D. and 
the Government of Pakistan for the provision of technical advisors, 
in field8 such as pubtic health physician and educatiund science/ 
curriculum specioiis t. 

3) Evidence that funds other than those provided by AID 
whish are necessary for the timely performance of the contract during 
the initial fuizding period have been made available to finance the tocal 
currency costs of the contract, 

b. C ~ n d t t i o n s  Precedent to Initial DisDursurr.ant for 
General  Project Support. 

Prior to the first tiisburaentent of any A I D  funds for General 
Project Support, the Ecs r+ower/Crantee wi l l  furnish: 

1)  Evidence that all necessary action h e  been taken to create 
the National Center for Basic Health Services CeU (the Cell) in the 
Federal Ministry of Health,that principal poeitionr in the Cell are 
established and filled, including that of the official in charge of the CeIl. 

- -  . 

2 )  E v i d e ~ ~ c e  that the Borrower has provided to the Cell 
and Provincial Go\-ernrnents, and the Provincial Governments have 
provided to their own hea l th  departments, all necessary resources, 
in addition to AID funds, for the t imely  and effective execution 
of the first year of t h e  Basic Health services Project. 



31 A statement of procedures for semi-annual review meetings 
of the Basic Health Services 'Project, such procedures to include 
the subjects to be regularly covered at each review rzeeting. 

4) Evidence that the BorrowerrjCrantee hes requested from WED kc-1 
experts for Fhase 1 of the project in the fields such as health care 
management and public health auxiliary training. - 

5 1 Evidence that all provincial zoverments participating in the 
program support the project strategy, have established an organizational 
structure within their heali'? departments t o  manage the project and 
have budgeted appropriate resources f ~ r  the support of the first year 
of the project. 

6 )  Evidence that proviccial Plans of Action for the firs? year of 
the project have been adopted. 

c. Conditions Precedent to Additional E5sSursernents for 
General Project Suppart. 

Additional, disbursements for general project support wi l l  be 
geared to  accompfiskrrent of specific performance targets. It is 
estimated that five ( 5 )  intermediate instalments, roughly six f 6 )  
m o ~ t h s  apart, wil l  be disbursed f o r  genera!, project support in the 
fallswing appraximate ar. A onnts: 

Prior to  disbursement of each of the intem-ediate instahents, 
the Borrower wi l l  furnish to A.1.D. : - -3 

' . 

1) Evidence that the project is being irxplemented in accordance % 

, - with app~oved provincial pians of action. :; 
j 

2 )  E*ileace that adequate federal and provincial budget allocations , 
2 
3 

have been made and that funds are being disbursed in accordance with x $ 

annual Plans of Action. . q j ... 1 
! 

1 
* 
*, 

) .  . -  
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- I 
I 
i 
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3) Evidence that the performance targeks required to 
to juatify a particular instahrent, a. set  forth in implemoahtion 
letters, have been met with respect to: 

- a) Training capacity 
b) Trained manpower 
C )  Management infrastructure davelopn'ent aod operation - 
d) Establish-ont of physical lacilities 
e) Staffing of foreign adviscty pasitious, Federal Cell  

positions and provincial Saaic Wealth Care staff 
and supervisory positions. 

f )  Esbblishmenl of Inksgraced Aural Sealth Complexes. 

d. Conditions Precedent to Final Disbursement for General 
Pro jact Sapport. 

Prior to Ehe fk.ai disbersement of AEE. Iuads for geae~a'l ~ r o j e c t  
support, the Eorrower /Graatee will furnish to A D :  

1) A detailed financial ststex~aelrt sbo iog  h d u  t h t  km:baa exprndd 
during the irr-plamentakion of Pbase 1 (first three years) cf the project. 

2 )  Evidence that the following perfamancc targets [or othera 
agreed upon by AID and rbe Borrower/Craatoe) have been achieved: 

a) Not less kkan 27 Mid- Level Health Worker Training 
Units have been establisht4. 

b) Not lesa thar. 600 Mid-Level Health *Workers have 
graduated from the training units. 

C )  Not less than I, 000 Community Wealth Worker graduate8 
I 

I 
have been trains6 Gy Mid-Level Health Workers. 

d) Not less than 9 Integrated .Tural Health Co=plexes are - 
in operation. 

e) Full management training has bean provided for 72 ,federal, - 1 

I .  

provincial and district government executives and 190 support b h f f  
I 

t) Operations mahuals have bean compiotad' io. 
.rtics management and supply, personnel nanagerr 

ealth complexes. I *  



g) Personnel s y s t e m  reforms have been developed, accepted 
and are being irr,plerr,e nted. 

e. Special Covenants 

1. The Easic Health Care Project. The Borrow~r/Grsnkee will - 
carry out the Basic Health Care Project with sufficient maapower 
a d  funding to meet agreed performance targets for the project. 

2. Training. The Bo rrowedC-rantee w i l l  undertake that a trainin$ ." 

program will  be executed in a timely an5 effective manner. 

3. Management Support Infrastructure. Tn order to assist in 
the achievement af she project objectives, the Borrowsr/Grsnfae wi l l  as- - 

khok an effective management support i~frastrucbzta is developed 
and made operational in a tircely manner. The support infrastructure 
wi l l  include the Sol?owing syster-s: . . _ _ _  . _ _ _ _ _  _- -...- - -  . __ - -. I .-- I - _ 

a) Cperakional planning sod =aoagemeat. 
b) Logistics and supply (including vehicle and 

equipment maintenance). 
c) Persomel. 
d) Gperations Control and supzrvis ion. 
e) Health hfo-aLion (reporking). 
f )  Co~municakions. 
3)  Budgat and financial control. 
h) Operatian reaeasch. 

4. Technical Asaistaance. The Borrower/Grrntee wi l l  e=ploy long- 
term t e ~ b i c a i  mdviscre and .bar$-tarm teehni~al advisoru as required. 
The long- term advisors will  be in fields such as public health physician 
and educakionai scienc e l  curriculum specialist. 

2, Exceptions 

The following exceptions to usual A D  ~rocedures are 
recommended: 

a. Sourcs/Criginf Cur-poaentry 

Technical assishnce financed under the haloan will b 
of U, 5. source and origin. I '  

I 

I 

" - 



It is propasad that only Pakisan "source" rquirements 
shuuld apply to the local coat financing FAR portion of the project, 
a d  that origin a d  componentry requirements will not be applicabb. 
The result of this rule is that as Long as the cammoditiegl were 
purchared in Pakistan, the projects into which they are incorpo~ated 
will be eligible for AID reimbursement. Am wtU not inquire inlm the - 
country of manufacture of Imported items. 

This approach is rec~mmended because of the m a U  amount 
of imported commodities to  be iised on the project and the pmctical 
impossibility of enforcing origir. and camponentry requirements for 
this type of project. No commodities will be specially imported for 
the project, kt are brought into meet a general demand in the country- 
Theee items will be purcbsed f ~ r  project vase from usual sources of 

I local 'supply. 

This rneana that some of the imported commoditie~ used on 
the project might be Prom Comnlmist-bloc countries or contain 
components from such couctries, but this is expected to be minima. 

I b. "Nan-financeb" Bloc Goads and Services 

A related question to the above is presented by a proviaioa 
in the s t a d a d  loan agreement t o t  capital assi8tBnce (M. 0. 1262.1.1. ). 
Section 6 . 9 4  of the srandard agreement recguires &at all goods a d  
services "procured tor r b e  project, but not financed under the loan" 
shall be of free world sousss and origin. For the teasaas described 
above, it would j o t  be feasible to use t+ie clause in this project loan 

I agreement. 

c .  Competative Selection Procedure% 

The Government has requested that a "MEDEX Consortium" 
directed by the University of Hawaii, and also including the Universities 
of Washington and Utah, be engaged to provide foreign technical 
aasistance services during mase I of the project. The rationale for 
selection of -DEX without using cumpetetive eelection proceduzes , - 
is that for the last year they have been deeply involved in performing . 
detailed pruject design, feasibility and analysis work. In conjjuactian: 
with the Government, M D E X  developed the strategy, pmject - - 
component systems and project implementation plan. The ~ooermnedt - 
feels tbat use of the MEDEX Consolrtium will greatly enhance the 
chances for successful project execution. , 

! 



HandSoak 11, Ccuntry Cbntract in~  Zccticn 1-b-2 K(1) states 
that: ''A firm shculd not be employad to perform services when .in 
the j u d v e n t  cf the rzspcnsible officer such firm hss beea, or  might 
50,  piaced in ac position where its judgment may be biased, or whrra 
it has achieved an unfzir ccmpetitive advantage, However, a firm 
employed to make 3 fezsibility study, cr participete iiz ~ec tor  
assessments, DAP or project design. or perform other technical or 
engineering services f ~ r  a single project, msy be used if otherwise - 
qualified far detailad design, supervision, and rendering of other 
subreauent technics1 zdvisczy. services an such subject ". 

Upcn authorizstion of th is  project paper (loan) the 
Governmefit will  be notified that it may ccntrtct with the MEDEX 
Consortium for Phase f loan financed techrricsZ assistance, 

d- Facilitf es Constructiog - 
" .  

The AID Xissioz will verify constxuction (establishment) 

of NlC's and BHii 's  agai~st general c r i te r ia  agreed to at the initi- 
a t io r  of this project S e f ~ r e  such fac i l i t i e s  wili be considered to 
have satisfied project  performance targets. 

M D  daes not plan to approve specific baciiiky design or 
contractor se'iecfiorl ar to supervise construction on ixdividual RNC's 
OF E ~ H W ' S .  

If AID were t z  become deeply involved in ap910IPing project 
coaetzlucti~n activities, given the great number of facilities to be 

, . tonskructed, the work lozd would socn become unm-mapeable. 
Additionally cons:rtacticn be the function of the provinces (mast  
l ikely the provincial pukIic workers departments) and they each have 
their or,goimq system fcr  contrzcting 2nd construction and AID does 

1 not canaider it sdvEsabiz to become deeply involved in the day-to-day 

I operation8 of each province, 

E, Status a£ Nezoliations 

Outlinen of the proposed progtlun were deve lop4  by 2 

"1 AID in consultation with Pakistrn Government officials. The 
i ' 

plan. set forth in this Project Paper have been agreed to in 
p 
. - 

principle by Government of Pakistan official. of the Ministries 3 

of Finance and Heat*. The Government has expressed a deeire . 
2 
4 

see more rapid implementation of the pr0gra.m but in Lhe A m  :T 
i" 

i 
view the schedule outlined is believed more feasible. Governmeat i.. .i 

f 

i officials have expressed concern about the proposed system of 1 . 

disbursements dependent on futfillmenr of a nun..ber of coditicms 
I 

precedent prior to each release. This wil i  be the subject of 
I 

< .  

negotiation prior to loan agreement signing, 
, 

., I 
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Table B- 1. 

Table B- 2. 

Table B- 3. 

Table S- 4. 

Table B- 5 

Table B- 6. 

Table B- 7. 

Table B 8, 

Table 5- 9. 

Table B- 10. 

rage l of 14 ,. 

FINANCIAL TABLES , . 

Costs of National Basic Health Services Cell 

Training Plan. 

Mid Level Health Workers : Estimated 
Worker Cutput and Coverage 

Community Sealth Workers : Es-atcd 
Worker Output and Coverage 

Training Costs f o r  M-s for 18 month 
Course 

Semi - Annual Catppt of M L W s  

Construction Schedule to fft MLRW Training 
Schedule 

Construction Costs 

Annual Recurrent Costs : RHC 

Amual Recurrent Costs : B W  

Table B- 1 1. Jrojected Project Costs. Years 08- 24 



r 
ESTIMATED CGSTS OF NATIONAL BASIC W H  SERVICES CEU r 

isE!Ez 
Unit 

1. Start-up Costs (years 01 and 07) - Nmber I Cost - Total 

Typewriters 14 5 ,OQO 70,000 

Ca leula t ors 
- electronic 
- ban6 

Duplicator 
mot ocopies 
Executfve Desks a d  C h ~ S s s  
Sedar Staff D e s k s  sad Chairs 
Techaical Staff Desks and Chairs 
Secretarial Desks <includes clerks) 
Conference Tabla and Chairs 
Project azs ( 3 5 d  
Screens (2) (portable) 
Movie &ojector. <&nu> 

She1viag 
F i l e  cabinets 
Sfde Chairs for AuditorFllm 
Artists Table 
Camera, Dark Rom, aazi Processing 
Graphic &ts xiaterials 
Books for Librssg 

Sub-total: Office Equipment and Furniture 345,000 

Salaries 2- - - see Table 111-1 

t 
I 

I 

I .  I' 
I 

I I 

I 



E-2 

3 .  Space Requirements end Rent 

Rxecut ive  O f f  ices 
Reception 
Senior S t a f f  Offices 
Technical S t a f f  Offices 
Secretarial Room 
Conference Room 
Library 
Auditoriun's Film Room 
A r t i s t s  Rom 
Dark Room's Processing 
S t  orage 
T o i l e t s  
Room far Support S ta2f  
Reserve &am 
Tota 1: 

Rent = Eb.3/sq, ft. x 21,605 = 
V t i i i t i e s  8 2% of rent = 

TOTAL A A m A L  CCST 

No. 
Sq. Feet 

4, Office Supglies f ncluding F i l m  R9 .30,000 

5. Traasportatioza So. - Unit Cost Total  Cost 

Vehicle repair 

POL: 25 eiles/vehicle/day 
x 5 day/wk x 52 weeks 
@ Rs.l,5/$ile = 42,750 

Air Transport 

P e r  D i e m  

54 return 350 18,900 
fares 

600 days 50 33,000 



Cmmunicat ions (see Table 111 -1) 

Unit Costs:  

radio bmadcasts Ra , 14/minute 
gostem Rs, 10/3oster 
parnpl~ le t s Rs .Q.Wpage 

Studeat Training Costs NO. studens/ per 
Weeks course 
I 

D %em - 
I/ 

Tutor training ' 6 36 7 5 , a  

I' 1 
7 

Exec, bbnagement ' 24 2,400 14,4OCl 23,200 

=' 2 
- 

DXO, AaZQ Course 24 16, ZOO 14,400 31,200 

2/ 
Personnel Manasment- 4 +55 45,500 39,000 24,530 

Drug supply -. - .  - - .  4 . , - -  65- 45,500- - 39,000 . -34,530 
21.- 

tbnagement - 
Budget ,"Financi a1 4 6s 45,500 39,WO 24,506 

Planning 2/ 

1/ per diem caPculated at a . 3 0 .  - 
2/ per  diem calculated a t  Rs.25. 
II 

3/ aac5 student is allowed 600 miles of travel 63 Re. l/dIe. - 







Table B 3. MID - LEVEL MEA L W  WORKERS : ESTIMATED WORKER OUTPUT . 

AND COVERAGE - I 

No. lntegra - 
Loss MLHW's Rural 21 ted Rural 4 % Coverage 

Population Population! Health Corn- of rural 5 / 
(Millions) MLHW 
-! 

plexes Staffed PopulatioF 
_ .  -. 

- - 0 

02 1978 270 O 27C 53-39 197,741 12 1.79 

1 / Rural Health Complex covers an average of 80,000 people. - 
2 / 10% losa from previous workers. - 

I 

3 / Rural population based on 1972 census with a growth rate of 2.2% through 1981, 
! 

- 
- 1 and 2.05% through 1984. 

4 / One Iqtegrated Rural Health Complex has an average of 22 MLHWts on ite ataff. - 
d workers  in IRHCts .  5 / By newly trained workers  in IRHCts .  . .  - 
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Table 8- 5. TRAINING COSTS FOR MLHW s 
,- 

FOR 18 MONTH COURSE 
- I 
: I 

I 

(Rupees) - 
+ 

1 class !unit 2 classes ;unit 3 classes/ufit 

106,668 106,608 106,606 I .  Personnel L i  

2, Student Training 
Equipment 24,7CO 

4. Training Supplies 5,370 10,740 16,110 

5. Student Allowances 9C, OGQ 

6. Travel 

7. Miscellaneous 9 8,10I! 8,10G - -  .- 8,100 
_.__. _ - _  . I ._--  . - 

4 f 9,536 642,606 8, Total 316,466 

10. Per Student Cost#/9) 14,065 10,556 9,520 

1/ It is assumed that these costs do not very with the number 
of students at the training unit. 

'. . J  2 , Each class has 25 students. It is assumed that only 90% of - 
the students complete the course. Per student costs are 
based on the number of graduates. 
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Table B- 6. SEMI- ANNUAL OUTPUT OF MID.- LEV EL 
HEALTH ViORKERS 

MLHR s 
M W  in System 

Month Grades Attrition LJ' WMmtb 

IJ Annual attrition of 1CA divided evenly over the 

2 / This column shows the number of l M W 1  - 
a continuing education course in the succ 

r 
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Table B-7. CONSTRUCTION SCHEDULE TO FIT 
MLWJ TRAINING SCHEDULE a 

BHUs to be 
RHCs to be fi- BHUs to financed @ 

RHCs to be nanced during be comp- ing previou 
Project Month Completed previous 18 months letcd 12 months. 

24  13 13 91 91 

1 / Construction schedule does not conform to 5th Plan. It - 
r, 

is assumed that new Integrated R u r a l  Health Complex 
(1 RHC and 7 BHUs) must be ready for each 22 M L W  
graduates at the same time they complete the course. 
(See table g-g) 

1 



Table B- 8. CONSTRUCTION COSTS 

I. RMC: 

14,630 Sq. ft @ $7.5/%. Ft. 

2 jeeps @ $8,200 

2 scooters C $800 

Equipment (furniture, etc. 1 

Total 

n, mu: 
5715 Sq,Ft @ $7. S f * .  Ft. 

Equipment 

Total 

133, GOO 
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Table B-S. ANNUAL RECURRENT COSTS - RHC , ~ 3,: 4 .  . < 2 :  - r 3, -- 

I. Salaries: 

2doctors @ 22,9001year 
8 MLHWs @ 6,000/year 
4 Nurse Aids 6, 4, COO; year 
1 driver @' 4,806lyear 
2 peons @ 3,60G/year 
lchaukidar @ 3,6CO/year 
1 tubewell 

operator @ 4, cGc!/year 
2sweepars @ 3,bCl!/year 

Total 

. Medicines: 

10,OGO persons @ 4 Rslperson * 
UX Utilities 

45,8CO 
45, CCC 
16, COO 

4,8CO 
7,200 
3,660 

IV, Vehicle  Maintenance 6,600 

V. Disposable equipment 5, OGO 

VI. Building Maintenano @ 2% capital cost 27, OOt 

VII. Miscellaneous 

TOTAL 

4, GCC 

* Includes cost of medicines prescribed by doctors 
at the RWC for referred cases. 
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Table B- 10. APWWAL RECfJRREMT COSTS -BBT.7 -3 . * 
. . c 
; ?$ 

! (Rupees 1 4 
i - , 
I .$ . - 

I. Salaries: $ 
" 5  

, 2 M - s  6 6,0001year 12, OOC -f 

-. 

q 
1 peon/ . -- 

chaukidar @ 4, OOOtyear 4, QCC 
% 

I 'Kater 
Carrier 6 3,00U/gear 3,600 1 d-..\ 

. J' 

% 

Total 19,60C 

II. Drugs: 

10, CGO person x 4 Rs/persan + 40, GOO 

m, Ufflities 2, GOO 

EV. Disposable Equipments 2, QCO 

V. Building Maintenance at 
2% capi+al cost 

VI, Miscellaneous 

TOTAL 

* Xnchdes cost of medicines prescribedby doctors 
at RHC for referred cases. 
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Table B- 11. PROJECTED PROJECT COSTS 1 
YEARS 08 - 24 g 

- 
$ MiUUcns :I 

il r' - -1 

Development R ~ C U P -  
rent i 

Ye- ~ r d  Construction T ~ t a l  Costs i - > - - TOM 

f 1 8.8 22.4 31.2 38-11 
1 67.2 

12 
, 9.3 20.2 29-5 QC, 0 
! 

89.5 

p-. -, 13 9-8 18.4 
! 

2%- 2 43.0 71.2 

14 10.2 IS, I 26.3 46.0 T2,3 

15 LO. 5 14.8 25.3 49.0 74,3 

17 11.2 11.5 22.8 54.0 76-8 

18 11.5 IC. 3 21-8 56.0 7 7 , 8  h 

Growth 
Rate, 5,4Ya - 
08- 18 

A. 19 11.7 LO. 3 22. G 57.0 79.0 1 t 



111 . r, ' i if l !lll,il i c 1 l l  t b f  . I  I r > t k r l  ~ 'ohiv~l  . f f  l Vc' t C' I .at i t  t l l : i ! 1 1  1 '  : 8 1  f )st> f . ~ r ! l r t  ~ l i  
l'ubl i 1- Ilr!alt h ,  d1,J w 1 t 11 ild1.4 ii-ulcir r.t.t:c*xcr~r.-c t43 i ruitf ul discuss ions  
and ~xeqotiations dur j ng t llc past year between Government Health 
Authrrritics and Representatives of U S A I D  and the MEDEX organization, 
the Government of Pakistari would l i k e  to obtain funds fro= the W-S- 
Government for a comprehensive new program to strengthen basic 
health services  i n  rural areas. 

- A  

The new pr&gxam emphasizes the  Governments goal of improving the 
quality of rural health care. The key to iaproved qr~a l i ty  i s  a new 
approahc to Paramedical training and deployment which involves a 
competency-based curriculum stressing the practical application of 
msdical knowledge for both preventive and csrat ive needs, including 
family planninc; and nutrition. Reqular physician sr~pexvision and 
a more e f f i c i e n t  management system are also integral parts of the 
program. 

Development and implementation of the system is conceived in two 
phases -- an initizl three-year phase involving careful preparation 
and systematic implementation, foi:owed by five-year phase of rapid 
acce~eration. For the first gnase, it is reqaested that the U.S. 
~ f i v e r ~ w n t  assist by funding 15 million, with 7.5 million to be 
provided in project year one and 7.5 million in project yeaz t w o .  

The Government of Pakistan will insure that all other costs of the 
first phase of the program are funded. The Government strongly 
hopes to accelerate the total eight-year and, to t9e extent this 
proves possible, it is requested that the U . S .  Government consider 
an acceierated sclzeduf e of f andiriq authorizations. 

Financial  assistance from the U.S. Government is sobykt  for a l l  
aspects of the prograT, including training of health woxkers and 
managers, construction of rural cezters and basic health units, 
the recurring costs of these rural facilities and services, and 
technical advisory services. 

The Government of Pakistan recognizes tha t  most developnent funds 
available f r o m  the 3.S. Gover:iment are in the f o r m  of loans. However, 
particularly in the context of a considerable amount of technical 
assistance costs associated w i t h  t h i s  program, we request that a 
portion of U.S. funding -- about 10 parcent -- be on a grant basis. 
We also request t h a t  these technical advisory services be arranged 
by AID through the MEDEX organization, whose experts would work w i t h  
aG.i-isors also to be provided through WHO, 

We would be grateful f@r your earliest favorable consideration of 
t h i s  request. 

I 
I 

I 

I &Becd 
I 

L 
I. 

Best Available Copy 
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PAXISTAN - BASIC HEALTH SERVICES 
CERTIFICATIUN PURSUANT TO SECTION 611(d OF 

THE FORElGN ASSISTANCE ACT OF 1861. AS AMFJ+7DW 

I. Joseph C. Wheeler, principal officer of the Agcncy for 

I&emtionaZ Dedopmcnt in Pakiataq taken iDIo ace- 

among other thine. the maintenance d vtilizaticn of projeats in 

Pddstan p r e v i a l y  Enamad or assfaled by the U. S. a d  tke corn- 

mitmerrt of t h e  Gcvermnent of Ppldatan to carry out an effective 

Basic Heslth Services Fmject. do hereby c s r t e  that in m y  

judganexd Paldatan has (he fimnc9al and hum= resources c~pa-  

bflity to knplement, mahtafn a d  ~tikizc effectively the subj ect 

capftsl assistance pnjec t  for Basic 3 d t . h  Services. 
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ANXEX H 
Page 1 of 2 

b a n  No. -- 

< 

CAPITAL ASSISTANCE IXAN AUTHORIZATION 

Provided from : PopuLationi'Health 
(Pakistan: Basic Health Services) 

Pu~susnk to the authority vested in m e  as Assistant 
Administrator, Bureau for Asia, Agency for International 
Developme-nt ("A. I. D, "1, by the Foreign As sf stance Act of 
1961, as amended, (the '$Act3') and the Delegations of Authority 
issued thereader, I hereby authorize the establishmenri: of a loan 
pursuant to P+rk Z, Cbapter I, Section f 04 and Chapter  2, Title I, 
the Development laan Fund, of said Act, to the Government of 
Pakistan (isBorxcwex"') of oot &o exceed Thirteen and one-half m i l l b n  
fS13,500.0001 . The proceeds of $his loan will be used to assist in 
financing the local currency costs  associated with the develop- 
men& and implementation of a comprehensive system for rural 
health delivery in Pakishn, 

X. hte~est  Rate. and Terms of Repayment 

The Borrower shall repay the loan to A. L D. in United 
States dollars within f o ~ t y  {40) years after the date of first 
disburseme~k under the loan, including a grace period of not to 
exceed ten (10) years. The Borrower shall pay to A. L D. in 
United Stated dcllars interest from the date of first disbursement 
at the rate of (a) two percent (2%) pet  annum during the grace 
period, arrZ (b) three percent (3%) per amurn thereafter, on the 
outstanding disbursed balance of the loan and on any due and unpaid 
interest accrued thereon. 

2. 0the.r Terms and Conditions 
. ' 

A. Unless  A. L D. otherwise agrees in writing, \ .  :. % , 

<: 
t [a) Goads and services financed under the loan shdll r 

2 have their source in countries included in A, L D, 3 

Geog;;apbir: Code 94 1 and Pakistan. & 
8 
"% 23 
$- -  

(b) The loan agreement shall include appropriate d 
: 3 

I.. r *  I . I 
I 



language to  provide that, 

(1) Prior to the  initial disbursement of lean 
proceeds the Borrower shall submit or cause to be 
submitted in form and substance satisfactory to 
A, L D., documentation covering assurances of 
adequate planning, organizational arrangements, 
budget, staffing, arrangements for tsch;nical assis-  
tance and procedcres for periodic project review. 

2 Prior tc each additional disbursement, the 
Borrower shall s~bm-it or ca-sse to be submitted in fort-; 

and substanc e satis facb I)F to AJD documentation kc.- 
r 

assure that the project is being implemented and hinds 
izre being disbarsed in accordance with approved 
plans, and that performaace t ~ r g s t s  as s e t  forth in 
implementation letters have been met with respect t~ 
training capacity, trained manpower, managemect 
infrastructure development, physical facilities es t.::-.- 
Xishment ant2 adequacy of staffing. 

(c) m e  loaa agr cement wil l  include appropriate covenants 

requiring the Borrower to employ required technical 
advisors, provide adequate manpower and funding, 
assure that an e f z e ~ t i v e  mafiagemeat support infrastructrr c -l 

is in place and execute training programs in a timely 
manner. 

B. The loan agreement shall contain such other terms and 
conditions as A. L D. may deem advisable. 

Date 



- -  - 
- ANNEX I 

- The project i:, the three year first phase of an eight year 
program to devehp  a functioning system of Integrated -bra1 
Health Center Complexes, ta provide improved prevenkive and 
curativehealth care in rural areas. Each Integrated Aural Health - 
Center Complex will  be corr-prised of 3ural Health Centers, staffed 
with t ra ined physicians and other health workers; Basic Health 
Units ,  staffed with health workers trained to a middle-level degree 
of competency: and locally-pos ted  C o r n u n i t y  Health Workers, - 
operat i~g  individually under the silpervision of senior health per- 
sonnel. 

To support the Integrated Health Com-,lexes, the Project 
%*?ill finance the 6eveeloon.eat ao3 operat ion of rquired management 
and operztions systec;s: trainins, personrel, -p?mnins, budgeling 

'and accounting, commuoications, s ~ p p l y ,  and logist ics .  

0 
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CAPITAL ASSISTANCE LOAN AUTHORZATZON . , 

' I .  
E 

provided from: Populatian/Heafth 
(Pakistan: Basic Health Services) 

Arrsuant to the authority vested ir, m e  as Assistant 
Administrator, Bureau for Asia, Agency for kternational 
Development (':A. L D. "1, by the Foreign Assistance Act of 
1961, as amended, (the "Actt1) and the Delegztions of Authority 
issued thereunder, I hereby authorize the establ'.shment of a loan 
pursuant to P+rt I, Chapter I, Section 104 and Chapter 2, Title I, 
the Develop=ent Loan Fund, of sa id  Act, to tke Government of 
Pakistan ("Borrower ") of not to exceed six Million Dollars 
($6,000,000) .  The proceeds of this ban will be used io assist in 
financing the local currency c o s t s  as sociated with the develop- 
ment and implementation of a comprehensive system for x c r a l  
health delivery in Pakistan. 

f .  .Interest Rate and Terms of Repayment . 
The Borrower shall repay the loan to  A. L D. in United 

States dollars within forty ( 4 0 )  years after the d a t e  of first 
disbursement under the loan, including a grace period of not te 
exceed ten (10) years. The Borrower shall pay to A+ L.D. in 
United Stated dollars interest from the date of first disbursement 
at the rate of (a) two percent (2%) per annxm dririag the grace 

period, and (b) three percent (3%) per annum thereafter, on &he 
outetanding disbursed balance of the loan and on any due and unpaid 
interest accrued thereon. 

- .  . *.. 
A- Unless  A. I. D. otherwise agrees in writing, . . - '3 

t " - 3 
.% -4 .(a) Goods and services financed under the loan shall 4 -- 

have their source in countries included in A, I. D,- i -4 
Geographic Code 9.41 and Pakistan, 2~ 

. .L 24 * 1 .a - - 
:(bj The foan agreement shall include appropriate - i  4 

" - - 

- - -  . - . *  - . - - - 
I .  

-" 8 .  
I r  
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(I) Prior to the initial disbursement of loan 
proceeds the Borrower shall submit or caase to be 
submitted in form and substance satisfactory to 
A. 1. D., documentation coverkg assurances of 
adequate planning, organizational axrangements, 

- 

budget, staffing, arrang ernents for technical assis - 
tance and procedures for periodic project review. 

(2)  Prior to each additional disbursement, the 
Borrower shall submit or cause to be submitted in for= 
and substance satisfactory to AID documentation to 

I 

ass::.re :?.a* the p r ~ j e c t  is 3eing iniplernented and funds 
a-r 5 heing dis"5ursed in accordante with approved 
plans, and thi.:% performance targets as s e t  forth in 
i n t r i t  ,...,men;- .- ;~Tan letters have been met with respect tg 

traEnr:,g capacity, trained manpower, management 
infrastrn -l?nre development, ~hysical facilities es tab- 
lisbrrrent and adequacy of staffing. - 

( c )  The loan agreement wil l  include appropriate covenants 
requiring the Borrower to employ required technical 

- advisors, provide adequate manpower and funding, 
as sure that an effective management, support infrastructure 
is in place and execute training programs in a timely 
manner. - 

B. The loan agreement shall contain such other terms and 
conditions as A, L D. may deem advisable. 



- a. Conditions Precedent to Disbursement  for Technical 
Ass i s tance .  

Prior to tbe f irst  disbursen:er,t of the AID funds for 
Technical A s s i o  tance, the Borrower /Grantee wilt furnish: 

1) A plan for the expansion of basic health services, 
outling strategy and sbjectives, orgazization, scheduling, costs and 
financing, and manpower and inhastructure requirements. 

- 
2) Evidence that a contract for techrical assistance. approved 

by A. I. D. am2 the Government of Pakistan, has been entered i u l ~  with 
one or more orgafii-,atioas or other entities satisfactory to A. L D. an5 - 
the Government of Fakistan fo r  the provision of technical advisors, 
in f i e lds  such as public health physician and e6ucational science/ 
curriculum specialist. 

3) Evidence that funds other than those provided by A E  
which are necessary fog Lhe timely performance of the contract d c r i n g  
the initial funsing period hsve been made available to finance the iccal 
currency costs  of the contract, 

b, Conditioas P r e c e d e n t  to Initial Gisburser-ent  for 
General  Frojcct S - i l ~ ~ ~ r t .  

Prior to the first disburserr ent of any AID funds for General 
Project Support, the Eorro\ver/Grantee will  furnish: 

1) Evidence that all necessary actisn has been taken to create 
the National C a n t s r  f o r  Basic ~ e a l t h  Services Cell  (the Cell) in the 
Federal 3Linisf ry of Health, that principal positions in the Cell are 
established a d  filled, including that of the official in charge of the Cell. 

2 )  ' Evidence that the Borrower will provide Lo the Cell  an3 

I Provincizl Governments, and the prov inc ia l  C-cvernments win providz 
: t o  their own health departments,  all necessary resources, in additioa 

- - to A I D  funds, for the timely and effective execution of the first year - 

of the Basic Health Services Froject. 
i 

- 
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3 )  A statement of procedures for semi-annual' review meetings 
of the Basic Hezlth Services Project, such procedures to include 
the subjects to bs regularly covered at each review rr-eeting. 

4)  Evidence that the Borrower /Grantee has r=::uzsted from U r n  techtical 
experts for  Phase I of the project in the  fields such as,heallh care 
management and public health auxiliary training. - . 

5)  Evidence that all provincial =over nments partkipatins in the 
pr ograrn support the project sttatem, have established an or ganizationa 
structure withir: their health departrilents to  manage the project and 
have budgeted appropriate resources for the support of the first year 
of the project. 

6 )  Evidence that provincial Plans of Action for the first year or' 
the project have been adopted. 

c ,  Gonditions --- Precedent to A dditionzl Sisburs ements for 
General Project Support. 

Additir~rial disbursements foi zer,eral project support wil l  be 
geared to accomplishrrent of specific performance tarzcts. fi is 
estimated that five t5) intern; ediate i ~ ~ ~ ~ l m e n t s ,  roughly six I61 
months apart, wi l l  be disbursed f o r  zenesal project  support is the 
following approximate amounts: . 

Prior to disbursement of each or' the interxediate instalm-en-, 
the Borrower w i l l  Curnish to A.I .C,  : 

I )  Evidence that the project is being implemented in accord 
plans of action. 

unds are be 

. - .  - 



, . -~  . ,.,,., ,. . ".. "-., . -, -.- ,. . . . ,, . , . ,. , , %. .... .. .,>,- .--=-"*---'- - , - " .  i- - - - .  -L " - - .  
.,~. - - ", - - -- a ." -- * .- , - .. -- .: . . - --I.-. - 

. . - - - . i .  
' ~. 

." - - - . - - -  - . 
, - ,  - - -  , . " .  - , . . . - .  - - 

- . .. - -: 
. - -  . , - - - ,  , - -. . -  # " .  - - - - _ - c  - _-: , = -  - - < .  - - 

- .  - . " ., . . - -" 
.- - - - - . -  . - , -  - -- - - - . -- -< . - , . .  

... . I  _ I  '. 
.. - -  - ' - - *? -. - - .- . _ --  - - - - ..- - - .- - -. . . -. - - - .  - .  - * , - 

- - - - - -. - - -  , . - - - .. - , , ., 
. - 

* - - - . . _. I .I. _ : , 
-. . . 

- , - - - - .  - 132- . . - . , ,  , ,  . .  , . 
-. - - .  - - - . . , _ _ . _.; - - 

i -. _ - - .. - - - - -. .- - - -. 
- 

- ' i  . . - -  

3) Evidence that the pcrf&msnce tari-ets required to . . 

- to justify a particuIZr instahrent ,  as s e t  forth in irr:plernentati.on 
. . 

, - . letters, have beail n e t  with respect to: : - ,  

a) Traifiing capacity 
b) TraZned w.a:t.pou.er 
c )  Managerzent irifraslructure d e v e l c p ~ e n t  and oferation 
d)  Z s  tablishment of physical lacilities 
e) Staffing of foreign advisory positions, Federal CeU 

positigns and-provincial S z s i c  Health Care staff 
and supervisory p o s i t l o r , ~ .  

f )  . Es tablishmenk of Integrated .Aural S2zlth Complexes. 
- 

d. Conditions Frececient t o  Final- Cisbursetcezt for General  
Fro j ec t S u p j ~  F t, 

Prior to the f inal  $isburserr.ent of E:LC fur,3s for g e n e r z l  ~rojec t  
support, the z z r r o l ~ ~ r  /Grantee will iurnish to AID: 

I )  A deiziled financial statement ~kowing funde that have. been expen&d 
during the in.plexeatation of Fhase f (first three years) of the project. 

-- 

2 )  Evidence that the follovring perfarn-:an~$ targets (oz others 
agreed upor? by AXE and the Borrower/Grz-.rrtze) hzve been achieved: 

a) N o t  less than 27 1~Gid-Level Health TIZorker Training 
tl nits have been e s tabli: hed. 

i 
b) Not Less thzi. 600 3Li4-L.evel Health V?orkers have 

I graduated from- the traitzing units.  
I 
! 

c 3 Not less thas 2,000 C ~ m - ~ u n i t y  Keaftb Vorker gradaa t e o  
have beer, trained by 2.p-id-LeveF Health Workers. I 

d )  Not less than 5 Integrated Z u ~ a l  Health C o ~ p l e x e s  are 
- in operatior?. - 

. . . - - 

-e) Full =anagerent training has been provided for 72 federal, 

- .  
provincial and district  gcvernrnent executives and 190 support staff. - 

f )  Operations m-anuals - have been completed in the areas 
r -  

- of logistics r.anayerreot and supply, personcel management and mariaga- 
. - - 

merit of health co~iplexes ,  - 
, . - - 

" - 
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. - g) Pezsonnel system reforms h&e been developed, accepted . ' .  
- .  

and.ar e being implemented. . , 

e. Special Covenants - 
- 

- 1,. The Easic Health Care Project. T h e  Barrower/Grzntee will 
carry out the Basic Health Care Project with sufficient manpower 
and funding to meet agreed perforinance targets for the project. 

- 

2, Trainirtgi The Eorrower/Grantee will uhde~take  that a training 
program wit1 be executed in a tirn2ly and effective manner. 

3. Management Suppcrt fnfrastructw-~e. .- h order to assist in 
the achievement of the croject obje-ckives, the Borrower/Grantee wi l l  assure 

- that an effective Fsnzgem.ent support i:t.frastructurs is developed 
and made ope~ational  in  a t irrely mancer. The support infrastructure 
wi l l  include the foltzwing systerr-s: 

a) Operational planning and mans2 ement. 
b) Logis tics and supply (including vehicle and 

-- 
equiprxect mairtenance). 

C )  Perscncei. 
d) Gperations Control and supervisicr. 
e) Health Information (reporting). 
f )  Corn-rnunications. 
g )  Budget and financial control. 

h) Operation research. 

4. Technical Assistafice.  The Eorrov;er/Crzntee w i l l  e q  ~Loy  leng- 
t e r m  technical sdvirore and short-term tathnical advisor8 aa reouired. 
The long- term ad.~isors will  be in fields such as public health physician 
and educational scicnce/curriculum specialist. 

2, .Exceptions " .  - _ I  .. . . - .  - . . -  - ,  . ,, . . -  - - .  
, . 

- .  
.-. - . - - The following exceptions to usual AID procedures are 

- .  , - 
. . . -  
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Pakistan - Basic Health Services 
Issues Paper 

I. Grant Portion of Funding 

Although the project was orig inal ly  proposed to be total ly  
loan funded, the Mission bas requested that 10 percent of the t o t a l  AXD 
contributfoz for the f irst  three yea.; ($1.5 million) be a grant 5-r 
res=ons s t a t e d  i n  the Addendum t o  the Project Paper. The M5ssion feels 
t h a t  T i t l e  X funds would be appropriate because (1) the project has a 
strong family planning componert at the v i l lage  l e v e l  and (2) the Basic 
Health S3stem will eventuallv absorb or replace the present separate 
family  planning function. Tamily planning cosfs are not speci f ical ly  
listed in the budget because t h a t  would defeat the purpose of a truly 
i n t eg ra t ed  e f f o r t .  

2. Evaluation Plan 

The eva lua t ion  plan f o r  the projrct as i t  appears on pp. 125-129 
provides f o r  only a small base l ine  sarvey of goal and purpose indicators 
t o  be completed during t he  year 2 of the project, and resurveys of the 
c o n t r o l  ha l f  of the sample i n  years  5 and 7, The survey is t o  be done by 
mid-level health worker t r a i n e e s  w i t h  the help of a short t e r m  consultant. 
T o t a l  cos t  is $23,500, less than 1 per  cent of total project costs. The 
evaluation plan  has been questioned on technical grounds such as the choice 
of indicators, sample size, type of survey. It has also been suggested 
t h a t  an outside and presumably m o r e  objective evalwrioa be made ir: year 
3 of the project.  It is important to note that  ongoing data collection and 
evaluation is part of the project design, p a r t i c u l a r l y  f o r  the training 
program. In addition, the evaluatZon plan was deliberately kept simple 
s o  that i t  could be done i n  large par t  by the Pakistanis themselves. The 
issue is whether minor technica l  changes i n  the current eva lua t ion  plan 
would be sufficient or whether we need to budget for an outside evaluation. 

3. Choice of Contractor 

The GOP and Mission have requested that the Medex Consortium 
including the Universities of Hawaii, Washington and Utah be selected to 
provide requi red  technical services without using competative Se lec t ion  
procedures. The r a t i o n a l  f o r  this exemption is  t h a t  Medex over the last year 
has done most of the p r o j e c t  development design and feas ib i l i ty  work on 
t h e  pro jec t .  

4 ,  Performance Targets for Reimbursement of b a n  Funds 

The Project Paper (pages 118-124) discusses the disbursement 
procedure for the loan funds with disbursements 

I I 
o f  o b j e c t i v e  outputs .  It has been suggested t h a t  this portio 
be expanded to  provide examples of how disbursements would be 

I targets are only part i d l y  met, eg , , partial payment, postpones i 
I 
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