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WASHINGTON, D.C. 20523
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AID-DLC/P-2206
October 27, 1976
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a loan to the Government of Pakistan ("Borrower")} of nct to exceed
Thirteen Million and Five Hundred Thousand United States Dollars
($13,500,000) to assist in financing the local currency costs
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note vour concurrence or objection is requested by close of business
on Wednesday, November 10, 1976. If you are a voting member a poll
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Office of Development Program Review
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GLOSSARY FOR BASIC HEALTH SERVICES PP

Auoggthic: The western-based medical system.

Allopathic Medicines: Those adminiate red by practitionersof ==
scientific (allopathic, western) medicine, including all medicines ;
Proved of value in the treatment of disease. o

Barber (nai): A service caste of which there is usually one or more -
representative families in a village. Barbers not only cut hair but o
perform certain medical services, such as minor surgery and preparae

tion of ointments. ' '

Biradari: A group of people related to each other by patrilineal
descent; lineage,

Dai: {midwife}: A woman who has acquired some informal training

in midwifery, who delivers behies and treats minor gynecological
ailments, generally in a rural setting.

Dam: The reciting, by certain qualified persons, of certain verses
of the Quran and blowing of them on a painful part of the body, or on
focd, for remedial effect.

Dardie: A family of languages spoken in the northern areas of
Pakistan: Ex: Shina. -

Germ theory of Medicine: The doctrine that infectious diseases are .
of microbic origin. '

Hakim: A physician trained in the Unani medical system (see Upani),

Homeopathic Physicians: Those who treat disease by giving. vefy
small doses of medicine that would in a healthy person, orima - -
large doses, produce or aggravate symptoms of the disease treated.

Indigenous Practitioners: Persons providing medical or-,qua;ai_-me"diéal L
services who have not been trained in allopathic medical institutions =
Ex. Hakim, Pansari. . . SIS

Lady doctors: A ecommon Pakistani term for a woman do_ctoii? trau:ed -
-in the allopathic system. : _ - i

- Lady Health Visitors: An allopathic para°medical-WO:ke_rw§gh" two |
years of training in primary health care, maternal and child health, | |
and gynecology. _ _ _ 7 e ealth,.% T

. Mandroi: A specialist in manders (Skt. mantra), recited versgs '
. ‘whichare supposed to possess the property of n utralizing insect




I3

- ii -

Maulvi: here, a Muslim rehgmua leader in the village, who has o -
maei the Quran and who is attached to the mosqgue. R

Nai: A member of the barber caste (See Barber). T

Nurse-dais: A dai with some formal allopathic txaunng in nursing
and midwitery,

Panchayat 'irgah): A village council, coneisting of the heads of
lineages, which settles disputes within the village.

Pansari: A compounder of medicines in the Unanisystem,

Pir (Saint): A Muslim holy man of a Sufi {mystical) order, who -
gives religicus guidance o individuals.

Purdah: The seclusion of women in Muslim society, which prevents
social contact between women and men outside their family circle.

Rite of passage: A rituzl marking 2 major transitional step in the
life of an individual, such as marriage, completing one's educaﬁon.
etc.

Sanyasi: A wandering religious mendicant possessing 2 knowledge of
herbal medicines.

Syed: A person whe claima descent from the Prophet Muhammad;
yeds have a specizl status in a cornmunity.

Taaveez: An amulet given by a pir to protect the recipient, cure
some i ess, Oor assure sSuccess in some endeavor.

Unani: The system of medicine developed by the Ara.hs on the baau -
of the Greek system, after which it is named. Unani medicine is

based on the concept of the four humors, which are supposed to be
kept in balance.

Wrestler (pahelwa.n}: Professional or semi-~professional athletese, |
who tour villages giving exhibitions. Thought to have apeczal skill
in bonesetting because of the nature of their professwn.

 Zat: A named, ranked social group composed of hneages, the

membershlp of which is determined by birth. _ | RTINS e

Ziarat: _'The' tomb of a pir, or saint, which functions as a shrﬁs'e,-.-' e




PART I

SUMMARY AND- RECOMMENDATIONS

A. Borrower/Grantee and Implementhg Agencx

The Borrower/Grantee will be the Government of Paklstan. " The
executing Agency for the Government will be the Federal Mlntstry
of Health (MOH). Within the Ministry the National Basic Health
Services Cell (NBHSC) will be the entity responsible for the ex-
ecution of the project. Below the Federal level,ﬁthefProvincial
'Directors of Health Services and the District Health Officers will.

supervise project execution within thﬁifwagagraphic areag of
responsibility. :

B. The Loan and Grant

1. Amount: Grant, $1.% miilion; Loan, not to exceed $13.5
million. (Tranched $6.0 million in FY J977 and $7.5 ’
million in FY 1978.) : : :

2. Terms: Payment within forty (40) years from the first
disbursement with a grace period on principle repayment

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
unpaid interest.

C. PurEose

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

D. The Proiect

The project which the proposed loan will assist in financing will
develop and implement a new system for basic rural health care

delivery in Pakistan's four provinces, The o
system call s for an integrated three-tiered health dellvery structure,g
referred to as an Integrated Rural Health Complex (IRHC), ‘and E




required support infrastructure. The system when in’ operati.on
will provide aiiordanle health services to the target pOpulation. .

The Integratad Rarai Health Complexes are compoud ot. _

1. Rural Health Center staffed by both a male and temuc doctnr
and support staff, The center is the focal poi.nt of the complex.
The doctors at the center are responsible for all services
within its catchment of 50, 000 to 100, 000 peopl_e. '

2. Basic Health Unit staffed by two ~°  mid-level
workers(trained para medical). The Mid-Level Health Worker
will receive 18 months of medical training. There will be from
5 . 10 Basic Health Units under each Rural Health Center. Each
Unit will serve a population of 5,000 to 10, 000. | '

3. Community Health Workers will be under each Basic Health
Unit and it is anticipated that there will be at least one female
worker for each village or hormogensous community. The
Community Health Worker will serve an average of 1000 people; '
though this will vary depending on village size and compoasition.
He/she will provide some curative health services but with the
major emphasis on preventive heaith care, Through short
training programs, th~ workers will acquire limited, though
critical, medical skills, They will refer patients with certain’
categories of symptoms to the Basic Health Units for treatment..

To support these health complexes, the pro;ect will emphasxze the '
development and operation of required mana.gement and 0peratxons

support systems: training, personnel, planning, budgetmg and i
accounting, communications, and supply and logistics. Addxtxonally,'._§ U
to provide central coordination for the project, the Government will -
establish in the Ministry of Health an organization called the SRR =
National Basic Health Servicea Cell. ; i

- The elghl_:__year roject is divided into two phages. The first. phase, '
and the phzse for which this loan ig written, will assist the _.
Government in development and te_ﬂs’;_x_gg of the system. M.

implementation (rapid expansion of coverage) is planned duriag =~

‘Phage II. By the end of Phase II, year 8, it is planned that about

- 50% of Pakistan's rural population will be covered by the gystem.

P
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If the project performance proceeds as scheduled, AID pians to
consider follow-on loans for the support of Phase i, A iormal

joint evaluation of the project is planned early in year 3, The _
7 recommaendations of the evaluation will be conndercd m determintng-
the viability of further AID support. 5

i E Purpose of AID Assistance

AID funds will finance technical asaistance costs and gomrai
project nupport over the first three years ot thc pm].ct - Phll. L

i

i

;

[ 1. Technical Bssistance - the grant will fmance foxeign exchange
Tosts of four long-term technical advisors and required short’
I
|
{

term advisors. These costs are estimated to he $1 3 million.r
{excludes WHO financed technxcal 3551stance}

2. General Proiect Support - Using a granched funds relzase
- procedure, with an initial advance of funds, the loan will
finance general project suppor rt. Loan financing will amount
to about 60% of Phase I project costs. o

F. Cther Dcmor Asgistance

There are a number of other donors, both bilateral and mulhlateral

‘! providing assistance to unprove the health status of Pakistan's

5 rural population. The World Health Crganization plans to assist

this project directly by providing two technical advisors on a _ .
? grant basis. For a full discusasion of other donor assistance uiar o

o Annex D.

G. Issues

7

-

All isgues relating to the project have been integrated into the
; project design. '

H. Statutory Criteria

The Project meets all applicable statutory criteria.

I. Summa of F

! The technical design of the project is reasonable and the coot
i -astimates are reasonably (irm and prices are reasonabls. Au
&\ . analysis of the project from the technical, financial, social and

| ‘sconomic standpoints indicate that the project will meet its
Vo objcctivo and will bcnoﬂt the rural popuhtion of Pakhha.
e

) Rccommandation >

: That a qrant of . $1 5 'n:u.lllon and a loan for $13 5 mllxon to assxst
“the idkstan Bablc Hea,lth Sexvices Pro;ect‘. be aPProved An prlnc;pal
L and that _th - ra.nt and an m:.tlal tranch of $6 0 mlhoti- be-autho







PART 11
PROJECT BACKGRGUND AND DETAILED DESCRIPTICN

A. Background

The purpose of this section is two- fold: to offer a bri.t lll.almm
of the health status of Pakistan's population and its current resources =~
for meeting the nation's health needs and to call attention o the owluﬁnn__
of health policies and programs in Pskistan.

The age distribution of the curreat population is such :
that 4. 9 percent of the total population is under the age o€ 15, 41.5
percent is between the ages of 15 and 44, and only 13.5 percent is
over the age of 44. In all cobhorts, there ars more mxlcl M fmthl

The crude death rate is eatimated to be 15.5 pex ihommi
populaticn at the present time. The infant mortality estimate is -

11% per thousard live births which accouats for sbous filseen percent
of the crude death rate.

The present Fakistwan health delivery system is chamurisod by o
wide regional variaticn in the quality and quantity of sevvices in -
both urban and rural areaz. Historically, the health system hLas
served urban over rural needs; placed more amphasis on the
training of doctors than auxiliary maanpower; skimped on operating
budgets for the public health sector; and neglected preveative
and community healtk in favor of curative services.

‘A detalled vroject backgronnd 1s presented in Annex B, Exhibit_ 1.
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spans eight years and is to be funded intwo phases of three and -

B. Dstailed Description

The logical framework for this project and its associated 4
aarrative description are presented in the last section of the A
detailed project deacription. Since this praject, like most
social sector projects, is a complex one, a fairly detailed
description of the activities to be undertaken is presented to
help provide a clear picture of the project.

1. General Description

The project is designed to help the Government of Pakistan
achieve its stated health sector goal of improved basic health '
services for the undarserved rural population. A successful
program effort will contribute substantially to the ‘Government's
overall objective of social and economic development. Tue |
strategy which the Goverament has proposed, and which this
project supports technically and financially, will result in the
expension of rural health services through aignificantly increasing
trained health manpower and rural physical health facilities.

The system will be supported by an effectively functioning
management infrastructure that will insure that high quality

. basic health services are available to the target population at a

cost afficrdable by the Covarament. The proposed project will -
have a strong preventive and promotive emphasis io addition to
providing curative services.

This project will be implamented ina Pakistan's four
Provinces (Punjab, Sind, Baluchistan, and the North West
Froatier Proviz_acez :

The averall project for improved primary ruxfal health .;é'are' '
five years each. This project paper is written to seek snipgortionly__ 5
for the first phase but the overall 8 year strategy is fully developed, =
in order to place Phase I in perspective. . - :




During the sight year period, non-physician health care
providers will be trained and deployed into an improved rural
health services system which includes adequate supervision
and referral, and the ability to maintzin medications, supplies,
and transport at levels which ensure effective performance. The
initial 3 year phase of this project will bé invelved with laying
the groundwork for a rapid expansion of the rural health services
which will occur during the second phase.

. The narrative concerning pruiect activities proposed for the
entire eight year period falls into three major categories: i} a
descriptior of the proposed expanded rural health system, 2) a
description of the proposed health workez training program, and

3) a description of the proposed support system development effort.
The logical framswork narrative follows these descriptions.

2. Expanded Rural Primszry Healtk Care System

The Government of Pakistan's Fifth Five- Year Plan advocates
the establishment of an expanded rural health system based on the
(IRHC). This coemplex, shown below, will become the critical
functional unit for the delivery of rural basic health services., It
is composec of one Rural Health Center {RHC) surrounded by
5 - i0 Basic Health Units {BHU's) and serves 50,000 - 10¢, 000
persons depending on population density. It has a geographic
.atchment area of 150 - 250 square miles.

Iotegrated Bural Health Complex

é.
}

=T




a. The Rural Health Center

The RHC is the focal point for management of the geographical
catchment area. It is staffed with one male and one female:doctor,
two mid-level supervisory health workers, and two mid-level
workers delivaring care.

It is also the home base for four other mid-level workers who
are deployed on a {loating basis to the BHU's to provide coverage

when regular staff ars on vacations or leave for illness or continuing
education.

The activities of the REC are:

-- To provide primary care for its immediate surrounding
area

-=- To serve asg a referral center for all BHU's within its
catchment area

-- To function 28 2 center for all local planning and managemeat o
of preventive/promotive programs for its catchment area

-- To provide first-line technical and administrative superviuion
for all workers

-~ To be the first collection and collation point for information.
systems data including data on curative care, case finding :
and vital registration, immunizations, nutrition, antenatal
care, and family planning activities

-- To serve as the first-line drug and equipment warehouse ~

Each RHC is linked with the District Health Gfficer (DHC) mot = ~. -
only through managerial control by the doctors, but also by 'technicii L
supervisory relationskips with district level persons in personnel,
supervision, inventory control and information system mana.gemsnt.
Lire and staff organizational relat:.onsths appear as follows. L




DHC
Personnel Supervision  ADHO Inventory Iaformation
~— ~ s -
~ ~ . 7 - -
T~ \ 7 - _ — —Hospital
- km-ﬁ%"- - (Re-_ter:'a | e

g _|

BHU BHU  2xyU BHU

b. The Basic Health Unit and the Mid- Level Health Worker

The BHU is the mosc peripheral unit of the rural primary health
system. It serves 5,000 - 13, 000 people depending on population
density and covers an area of 15 - 25 square miles.

Fach BHU is staifed witk two mid-level workers,
as well as their saipport personnel (chowkidar
or guard, sweeper, and so on}. Recruitment of these workers iz
from rural areas and, matriculation is required. Once trained
in both curative and preventive care, they perform disease-specific
diagnoses and prescribe between twenty-f{ive and thirty drugs thh
which they are fully familiar. It is estimated that the mid-level
primary care worksr is capable of competently handling 90 %
’ of a doctor's routine caseload, thereby freeing the physician to
focus his or her attention on cases requiring sophisticated medical
treatment. -

The activities of the BHU staff are as follows:
-- To provide primary care for its geographical catchm‘ent-ax’ea.

| -~ ToO gserve as 2 referral pomt for the commumi:y health workers. :
S (CHWs) who live in the villages Lo

-~ To plan and supervise of curative and preventive activities-o_f

To supply CHWs with drugs and equipment
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Each BHU and mid-level worker is linked to the REHC by mid- level
supervisory personnel who visit each unit at ieast once every two weeka,

and by the doctor who may supervise directly if he or she wishes. -

c. The Community Health Worker

The Community Health Worker (CHW) is the individuai who briags
the preventive and curative medical system to the village level. CHWs
are a new class of medical worker in Pakistan and will be recruited
from the village in which they will serve. Paid in part by that community,
the CHWs form the third tier of the integrated rural primary health
system. This staffing concept is derived from both the Fifth Five-

Year Plan and the Country Health Programming exercise. Thus, a
manpower model of the IRHC looks as follows:

SUGGESTED #ANPUWER MCDEL FOR THE
_ INTEGRATED RURAL HEALTH COMPLEX

l\ Population covered
LEVEL ) Primary 90,000 - 100,000
Care
RHC Doctor

_-“-_*“"--_

IBVEL 3 MID -IEVEL 5,000-10,000
WOREER S

LEVEL 3 COMMRIITY HEALTH WORKER 1,000 or less . -
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While there might be slight variations {rom province to province,
the Community Health Worker, living ir the village and part of
its social life, will be trained in basic preventive tasks such as
weighing of children to detect subclinical malnutrition, seeking out
pregnant women and carrying out simple 'high-risk' assessment -
as to which women need to see mid-level workers or doctors, and
dispensing family planning materials including oral contraceptives
and condoms. Cn an average, there will be one CHW /1000
population.

The CHW has a role in curative medicine as weli. Research

has shown that fewer than ten simple problems comprise half of

all patient visits in rural areas of the developing worid. 1 When taught

tc recognize and treat some simiple problerns and carsfully taught

{0 {and supervised) to refer ¢cther problems, the CHW not only gains
credibiiity in the village but reduces the lcad on the Basic Health
Units. With these relatively simple skills, CHW's can also
tranclate their knowledge info language understocd by villagers and
thus can help bridge the socinl and knowledge gap between the health
system and the village social system.

The CHW will be technicaily supervised svery 2 weeks by
the mid-level health werker but will be ultimately answerable to
K the comrmaunity in which he or she lives.

d. Qurative Care in the IRHC

In order tc maximize their impact on the communities they
_ serve, the IRHC workers employ ''‘risk analysis™ in establishing
N priorities for treatment of their caseloads. While health wcrkers
traditionally attend to simple cases first because they pose the
fewest challenges, where risk analysis is used, health workers
concentrate their energies on clients with severe medical problems.
Thus, for example, they devote themselves more tc the child who
is the most severely underweight than the one who is marginally
- underweight. By visiting that child daily and providing both him and
| his mother with intensive curative and preventive care, the worker

LAn unpublished 1975 study in the Punjab found that 46% of all visits

were for muscle aches and pains, stomach problems, fever, a.nd
reszratory ailments.
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strives for dramatic improvement in his health. In this way,
the workers effectively demonstrate their competence, thereby
establishing the credibility of the system.

Cn an average day, an IRHC covering 80, 000 people will serve
600 - 7002 people for sickness- related (curative) services. Of
these around 80% will be women and children and 20% men and
male children over age 10.

If all these tiers are operational, the people should have an
initial screening by the CHW's who can treat about 1/2 of the

patients who have the simple, common conditions mentioned
previously. The sixteen mid-level workers at the BHUs will
therefore see about 300 patiznts or an average of nineteen patients
each/day. The doctors at the RHC should see only referral cases
(usually 5% of totai) or about 30 cases/day shared by two doctors.
Schematically the zystem would lock ae follows:

H

12C cases 480 cases
(maie CHWs) (female ChvWs)
i
| |
50% mi | 50% referral.

i !
et

&0 coses 240 cases _

{male mid-level workers) (female mid-1evel workers)

10% referral 6 cases 24 cases

106 referral

3D cases
{male doctor and female doctor)

Referral rate to hoépita].;'f_ T
usually 7.255(6002.25_5):1._?5 i D

'

"
Hou ital
(1-29cases)

2@ 2 curative vxs:.tsf person/ year and 250 workmg dayslyea.r"' .
gervices = 640/day o _ _
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This results in the following _caseloads/day: CHW - 8, midf-lcvel_. S :
- 19, doctor - 15. Evidence suggests that 10 minutes/visit is ample -

time for suxilizries to attend to simple medical problems and record
keeping. The doctors require about i5 minutes/visit since their = -
cases are complex ones. Thus daily curative care time is as follows:

CHW : 80 minutes or about 1-1/2 hours

Mid-~level : 190 minuies vr about 3 hours

Doctor * Z25 minutes or zhout 4 hours
Therefore, the CHW has ample time remaining for preventive work
and the mid-level worker has ample time to supervise the CHWs
in the villages.

@. Preventive Care in the IRHC

The CHW provides most of the preventive care. His or her
job is to visit each family with children 0-5 years of age and/or.
married women of child-bearing age three times per year. This
amounts to two vigits/day based on this typical village pattern:

1000 people @ © peoplashousehold
o

3
187 households

90% with young children and women
} of child-bearing age

154G households

8 3 visits/household/year

45¢ visits / year

ﬂ @ 250 working days/year
2 bome visits/day
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Thus the CHW, after 80 - 90 minutes of curative work,
visits two houses/day where he or she does the following:

-~ Weighs all children & months to 3 years with a portable

scale to detect early malnutrition and refers cases to the
BHU.

~- Asks if married women have missed their menstrual period

to detact early pregnancy (pregnancies are referred to the
BHU. ) '

-~ Asks if there have been births or deaths in tha family during
the last 4 months and records these,

-~ Asks women if they would like % 2void pregnancy in the
next ¢ moaths 2ad cffers family planning services if desired

= Gives DPT and BECU fmmunizations to childré_nh(possibly
aiso polio if a thermos is available).

-- Asks if known tuberculosis cases are taking their medicines

The CHW also talks to mothers about feeding of young children,
food storage and handling, child care, child spacing and personal
hygiene and sanitation. The educational aspect of the CHW's work _
is supported by suitsbie educational materials {see the Social Aaa‘ly’s_is}.

Cther preventive work is carried out at the BHU. This work
can be organized with 2 Special Care file where under-weight
children, mothers with high-risk pregnancies, tuberculosis :
patients, and others are noted. These families should be. visited
frequently by tha mid-level worker and by the CHW. ;-

f. Supervisory Activities within the IRHC
The mid-level worker will have an average of five Ci—fWS’. to |

supervise and should spend half a day with each CHW every two |
weeks. The RHC has two senior mid-ievel workers to supervise|
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sixteen other mid-level workers (at 7 BHUs/complex). The.

supervisor should spend a half a day every two weeks with each
mid-level worker.

The doctors have ultimate responsibility for all activities
of the IRHC. They will receive reports from supervisors and
will directly supervise poorly performing workers.

g. Information Gathering Activities Within the IRHC

The CHW and the mid-level worker are record keepers.
The supervisor at the RHC has major collation and report

¢ generation responsibilities and spend about half of each day

on them. The supervisor prepares reports on quality of care,
health activities carried out {actual versus planned), drug and
equipment status, and ceriain outcomes such as number of family
planning users, number of malnourished children who have
improved,immunizations given, and so forth. These are reviewed

by the doctor and certain information is forwarded to the district
ievel.

3. Health Worker Training Frogram

Ts train the manpower required for the high quality rural .
health program described above, a major effort will be mounted
to develop curriculum materials, train tutors, and establish a
series of training schools for the non-physician health care
providers. '

a. Curriculum Development

At the present time adequate quantities of curriculum matsrials - -

_ are not available in Pakistan for training mid-level or commaunity
health workers which are specific to the health problems of rural

i Pakistanis, or written in Urdu. Materials available are not -
designed for the development of problem - solving skﬂls and
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are not based on achieving competence in carrying out the practical . :

activities required in the delivery of primary care. Development
of new materials is time consuming, but adaptation of model

materials can be done in a reasonable time so that training can
be quickly started.

Model materials are available in an active learning mode,
with the skills and knowledge required to perform to specified
standards carefully delineated. Representatives of the Miniatry
of Health and of the Planning Commission as well as various training
I ‘“itutions have during the past year participated in workshops on
the development of modularized competency-based training programs
and the Governmeat has indicated its desire to adapt this kind of
simplified, modular, problem-oriented curriculum for Pakistan
(with provincial variations as necessary). These modules will be
translated into Urdu a5 well as majer dialects, depending on
ultimate ethnic responses to recruitment efforts,

The curriculum developed for the mid-level health worker
will produce a gradunate capable of performing at specified
standard levels for all tasks and duties spelled out by the

Goveroment. The comprehension level is planned for matriculates
{(grade 10j.

The curriculum for the community health worker will also
be modular and problem oriented. The entry level for these
students will be matriculates where available, with literacy as a

minirnum requirement. (However, learning materials can also
be adapted for illiterates.)

b. ’I‘uto r Training

Completion of carriculum: development will be followed 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 two or three major cities in Pakistan. The e

three month course will include orientation to the concept of a
primary health care delivery team and to the preventive and
promotive functions cf health workers. Exposure to modern o




pedagogy, particularly the use ¢f modularized curricular materiais,
active participatory learning and self instruction, will be given2s
well as work in evaluation, quality control and competency

certification. '

¢. Training Units

Mid-level health worker training capability will consist of
12 training units by the end of the first project year. These
training units will use the new modular curriculum developed
and adapted during the first & months of the project. The training will
begin with didactic training, consisting cf supervised instruction,
self instruction, and clesely supervised przctical and field
experience, fsllowed by a practical preceptorship axperience
{on-the-jeb trainirg). The period of training will be eighteen
months, Class size will be 25 and new classes will start at six

month intervals so that cutput per training unit will be 50 mid-level
health workers per vear.

The initial units wiil be established at some of the existing
Lady Health ,isitor schools and at tehsil and district hospital which
have facilities and space for classrooms and staff, The criterion for
selecting sites will be that they have a2 minimum of 250 outpatient
visits per day to provide suificient practical experience for the
students. Each unit will have newly-trained tutors added to its
staff to operate the training program. Each unit will require
some audio-visual equipment, and each trainee will be provided
with modest examining equipment which he or she will retain when"
deployed to the basic health unit.

A second group of training units will be opened by month 18§,
and a third group will be operational by month 30.
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d. Community Health Worker Training

These workers will be residents of the village they will serve
and will be predominantly {emales. The Government of Pakistan
has suggested matriculation as the optimum educational level but
is aware that most of these women will have considerably less
education and some will be illiterate. - The majorily will be mature
women but younger non-married women will not be excluded.

CHWs will be selected by their village with the advice of
personnel at the RHC and BHC. They will be trained for a period
three months. Training will take place at the BHU and RHEC and
will be carried out primarily by the Mid- Level Health Worker as
one of their first tasks when stationed in the BHU. Training
materials will be spaciaily developed educational modules. Since
the major emphasis of these health workers will be prevention/
promotion, their initial training will provide them with simple skills
in these areas, such as weighing infants and keeping growth charts,
dispensing farily planning devices and advice, and participating in
immunization programs. TIrsatment for a very few common ilines: ¢s
will also be taught. Additional training in more complex tasks will

vary depending on regional health, professional and political
considerations.

4, Support System Development Program

The present rural primary health care system in Pakistan
has a weak support infrastructure. Drugs are often out-of- stock,
there are insufficient vehicles, and workers are often unsupervised.
The primary manager of the system, the District Health Cfficer, '
usually has ten clerical staff to assist in managing up to 900 workers:
who serve pepulations of from 300, 600 to 1,000,000, As the number:
of primary care providers greatly expands over the next 8 years

the present management system will obvicusly be madequate. . '_ f 3

Therefore, thiz project seeks to help strengthen thzs support
infrastructure.

Current awareness of infrastructure support nroblems vanes and
 often one cannot find strong support for changing orgamzatxonal E
“arrangements. This seems to be due to lack of techmcal knowledge '
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about alternative managerial methods or because persons fear . G
losing power or influence through change. This project seeks
to strengthen the infrastructure support for the expanded rural N
health system in 2 constructive, coilaborative way by:

-- Establishing, within the Fedsral Ministry of Health,
a National Basic Health Services Cell to provide overall
coordination for the expansmn of basgic health seri‘ncea, for .
the development of the new manpower, and for the atrengthazz-
ing of the support system. '

-- Increasing technical gkiils through technical advisors and
forrmal management training in primary carsg planning and
operations, as well as in specialized technical support
functions such as logistics and supply, personnel, superviaion,___

information system, communications, and budget and financial
control. '

-~ Developing simplified and appropriate manuals for primary
health care rnanagement in operations, inventory control,
and supervisicn, and developing an information system
that aids decision making.

-~ Using cost-reimbursable financing based on mutually
agreed miiestones to provide incentives for completion
of critical project activities.

a, National Baszic Health Services Call

The National Basic Health Services Ceil (the Cell) will be
located in the Federal Ministry of Health., It is to be headed by -
a Deputy Director General of the Ministry which should give the '.
Cell the authoritv it needs to fulfill its role.
The functione of this Cell will include:

Project Oversight

~-- To implement federal policy and to assist the provincial
basic health services coordinators in planning and
programming all phases of the project.

-- To oversee provincial progress in meeting all projact -
targets, including those for training, physical facthttes,
and management infrastructure, :

- To communicate provincial progress in mesting tai'geit_s__ C
to senior Ministry of Health officials and to the AID -
pro;ect momtor.




Training

--.To conduct all trainisg in primary heaith care system N
management _ : o '

To conduct training for rxﬁd-level'heaith w_csrke-r te&cﬁers

To set national standards for graduatmn from mxd-levei .' R

‘health worker schools

To develop and adept curriculum for mid- leve’ health _
worker, community health worker, and primary health
care gsystems management training

To evaluate curriculum and testing methods.

To supply audio-visual and other educaticnal suppcrt
materials

To provide tecanical advice and support t© the prcmces i

Operatiocnal Ressarch

Communications

To conduct an cn-going manpower inventory for primary
care ' ' '

To evaluate proiect progress through analyses of basic nealth _
services operations, including utilization patterns and d‘étcrmiriaht
efficiency of warious manpower mixes, effectiveness of various R
program activities, and innovative support and managerial x:‘etno;‘;s-

To conduct on-going economic analyses of current costs .
and revenues and develop fcrecasts of future costs and
revenues ‘

To develop 2 national health iniormation system.

To conduct research to set standards for actxvztzes cf the_
primary healtn system

Te plan and conduct mass media ca.rnpaxgns to Supporg ,
activities of basic hea.lth services system E A e




- 21 -

-- To conduct seminars cn rurzal health for federal and
provincial government officials, particulariy local
government leaders and health officials

-- To develop support materials for communications
campaigns

The Cell will become the focal point for the iong-term, sustdined.
development of basic health services. It therefore needs to have
an adequate staff and budget. Under the Deputy Director General
and his assistant it should be organized into separate training,
operational health and communications divisions.

b. Special Areas of Management Concern

Project designers have identified seven major functicnal
aypport areas that will require special attention in strengthening
the support capacity of the system. These areas, dealt with
more explicity below, include operational planning and management,
logistics and supply, perscnnel, supervision, healith information
system, comraunications, and budget and financial control.

1} Operational Planning and Management:

Cne cornerstone of good management is clear articulation of
operational cbjectives and quantified targets. These objectives,
stated rather broadly atz national levels, should be more concise
at implementation levels, i.e., the district and below. From the
operational objectives, come the operational plen which determines
the mix of resources and the managerial process necessary to.

accomplish the objectives. At present, nc operational outcome- based_

objectives exist at the district or provincial level.

The project will strengthen management and operational
planning through long and short term technical assistance by
qualified international health and management experts. This
strategy will combine formal course work such as Executive -
Management Seminars for senior health officials (Secretanes,
Du‘ecwrs of Health Services, Division Chiefs, and selected
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Federal officials), Uperations Management Courses (for District
Health Cfficers), and on-the-job training. These activities shouid

produce district health plans written in operational terms and
operational IRHCs in each district.

2) Strengthening the Logistics and Supply System:

The major problem of the present logistics and supply
system is erratic supplies of drugs and equipment. The major
causes are lack of detailed specifications for drugs and equipment
at each type of primary care unit; lack of standard operating
procedures for ordering, warehousing, determining safety stock
levels, and inspecting the system; lack of spare parts; and lack
of skills to implement the above procedures. Corrupticn is also

a problem, and many goverament-issued drugs end up in the private
gsector.

The project will help alleviate these problems by:

-« Developing simplified standard drug and equipment
lists for primary care centers.

-- Establishing standard operating procedures for the
entire system from Community Health Workers to the
provincial warehouss for crdering, safely stock, transport,
and repair which will be published as a field manual

-- Training logistics and supply specialists for each district

-- Training users in simple inventory management. (e.g.
two-bin system) and in prescribing patterns

-- Establishing repair policies and replacement delivery tnnes

-
-

To aid in these vital changes, technical advice and conditio-nq L
precedent are written into the project. '
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3} Strengthening the Persconnel System

The major problems in the current personnel system are:

Lack of standard operating procedures for career
advancement and continuing education for personnel record keeping
and for redressing grievences; inadequate job descriptions; and
arbitrary and sometimes bizsed recruitment and placement of
personnel,

The project will help o strengthen the personnel system by:

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

-- Developing clear pclicies for redress of grievances, for
prometicn based on performance as well as length of service,
for continuing education and development of new skills

-- Aiding in revision of the personnel record system, particularly
e recerd worker performance over time

-- Encouraging the development of a perscnnel audit office at the
provincial levei to oversee ail hiring activities to 2id in
reduction of pay-ofis and arbitrary hiring

-- Training of personnel specialists at the provincial levels

-- Developing standard operating procedures for placing.
trained personnel into temporariiy vacant positions (e.g. to
cover for workers during continuing education, holiday,
maternity leave, sick leave, etc.,) (0o prevent primary
health care units being inadegquately covered during
absences.

4) Strengthening the Supervisory System:

The major problems in the present supervisory system are
lack of explicit criteria for supervision, lack of trzined personnel
_to conduct supervision, and lack of transport for supervisors to -

4
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go to the field. Since no clear objectives for operations have
heretofore existed, the supervisory process has been limited to R %
cagual observations of curative care by the District Health Cfficer.

This project wilk strengthen the supervisoTy process through: -

.- The use of protocols in a co:npetancy based training
appreach, adapted to Pakistan,which set forth clear,

measurable,and explicit criteria for worker performance
in the field

-~ The development cf field-tested worker performance
evaluation instruments to complement the training approach

-- Use of an information system, dis cussed below, which

direcis the supervisory report flow to aid in early detection
of pocr perfcrmance

-- Teaching of the supervisory process o the mid-level
health workers during training to facilitate their supervision
of the CHWs, and promotion of selected mid-level workers
of high quality to mid-level supervisory roles by the
District Health Cificer.

5) Strengthening the Health Information System:

The rmajor preblem in the current information system is that
information is not gathered for the purpose of helping operating _
managers to make decisions. Little information is needed,; since
no detailed operational objectives exist. The minimal information *
collected flows upwards through the system, is collated, and then

sometimes turned into statistical reports that aie not very useful.

The new system will provide detailed job descriptions for Ehe_
primary care workers based on achieving certain health objectives. - '
From these, a detziled information system can be designed. . 7

_ This project will strengthen the information system m the
- following ways: . B RN
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-~ The eompetency-baged training approach, adapted to Pakistan,
- will establish system objectives, 2s will the operations

management training of the District Health Gfficer's and
their involvement with techaical advisors

-+ Standard operating procedures which follow the general
guidelines of 2 model primary care information system
will be adapted to {it the Pakistan case

-- The primary care workers will be trained in information
gathering during their raining program which will aid in
implementation of the information system

-- Information collected by primary health workers will be
collated by superviscrs who arze part of the information
system as well as the supervisory system

6) Strengthening the Communicaticns System

There is presently no articulated federal o provincial mzas

eommunicaticns or perscnal communicaticns strategy to support
health workers in the ¢ieid,

This project will strengthen health communications witl: the
following: -

=~ Detailed job descriptions and objectives that elucidate
communications gaps

. ~- Mid-level and comrnunity level health worker training that

. stresses personnel communications for specific preventive :
problems such as nutrition and family planning as well as
e improved family knowledge about sickness o

-- A National Basic Health Services Celi Commuﬂicaticné o
Division that acts as catalyst for magss communications

~ effort, and develops radio spots, poeters, and other audzo-

visuval aids to improve primary health services
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7) Strengthening Budget and Financial Control:

Available data shows wide variation in unit cost/primary
health care service rendered in the present systemn. Budget
clerks do exist at the district level now and expenditures are
recorded. But as the system rapidly expands, finmancial control
to maximize efficiency will 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 will act tc strengthen financial and budget control
by: '

-« Conducting in Phase I of the project a cost analysis
study of all aspects of primary health systems and,
from this study, designing a better financial information
system to 2id in projections of recurrent costs under
various levels of utilization (both dermand uatilization
and planned intervention utilization).

-- Training budget specialists at both provincial znd district
levels.

>
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C. Logica.l Framework Narrative®

I. Project Goal

The ultimate goal of any health program is to improve the health
status of the people it serves. This can be done by zchieving a
favorable change in the natura! course of disease in the population
through disease prevestica, eszly case finding,and treatment for
overt disease. Measuriag channges in the course of diseage in a
population is difficult t2civse o=t of the changes do not have a
rapid aggregate impact and becav:e it is difficult to attribute
favorable changes to the healti program itself {as healtk status
changes are also sensitive to changes in income arnong other
things}. Certain goal indicators are sensitive measures of the
impact of health care programs. The best ones are two indicators
of mortality in early childhood: the infant mortality rate and the
age l-4 mortality rate. This project will use those two indicators
to assess long-term change in health status in the population.
They cannot be expected to change significantly by the end of
Phase I.

BASELINE PHASE I
GCAL INDICATOR Program year 1*¥| Program year 7
Infant mortality rate 138 70
Age-specific deaith rate Cver 20 14

{1-4 age groups)

* The log irame appears at the end of this narrative.

** All program year 1l data are estimates and will be "nea.sured
in the baseline survey.
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Other goal indicators which measure health status _
include disease-specific morbidity rates. The following disease-
specific indicators will be used:

BASELINE PHASE II
Prog. year | Prog year 7

GOAL INDICATOR Morbidity Morbidity
A;_g; 0-4 % with Malnatritio 50% 35%
Age 0-4 9% having kad 15% 10%

Diarrhea/Dysentary in the
last year with Dehydration

Cne of the primary responsibilities of the community health
workr r is to distribute oral contraceptives and condoms during
home visits. The projecti expects to have a positive effect on
fertility., The following will be used as fertility goal indicators:

BASELINE PHASE I

GOAL INDICATOR Prog year 1 Prog year 7
Coatraceptive Users 6 25

% women age 15-45

Continuous Users of

Contraceptives at parity -

of two (%) P4 , 10

NOTE: These indicators are specifically chosen to be the
same as the AID-funded "Basic Health Services
Project - Afghanistan® to have ¢rosSs national
comparative data.
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2. Project Purpose

The project purpose is the development of a functioning
system of Integrated Rural Health Complexes, End of project
status indicators fail into three areas : Coverage, quality of
care, and management of IRRCs.

"a. Coverage

One purpose of this project is to increase the coverage
of the population with basic health services. Once the Government
is successful in deploying workers to rural areas and keeping
them there, the Integrated Rural Health Complexes can become
operational. For p*ogrens measurement purposes, an operatxonal
complex is defined as'2 basic health delivery unit composed of
at least one RHC and 4 BHUs having 80% of authorized doctors and
mic-level workers in place and working and 90% of required
drugs on hand and equipment in operational condition', The following -
will be used as a measure of coverage:

BASELINE | PHASE I PHASEL
Prog yvear 1 Prog year 3 i Prog year 8
OPERATIONAL 0 i2 ‘ 300
IRHCs |

Medical care studies in developing countries have shown
that visits to facilities drop exponentially with distance from the
facility. For this reason, facilities rmmust be close to rural people
who can often only travel on foot. A second measure of coverage .
therefore is population coverage by distance. For purposes of
this project (and in conformance with other international health L
studies), desirable population coverage is defined as "10 Km =~
{6. 2 miles) or less from a Easic Health "Jnit or Rural I—iealth
Center", LT

In this project, we expec: the following:

BASELINE | PHASEI | PHASEII
Prog year 1| Prog year 3 |

Populatzon covered ' 2.5 4.0
(mnlhons) ) (estunate) " ' o
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Another and perhaps best measure of coverage is S
atilization rates of the IRHC system. This may be measured

in terms of visits/persons/yea- to the IRHC. We expect the
following: '

BASELINE PHASE I PHASE I

Prog year 1 Prog year 3 | Prog year 3
Utilization of IRKHC's 0.5 Lo l& 2.5
visits/person/year {estirnate)

b. Quality of Care

It i not encugh for this project to increase coverage.
An equally important purpese of this project is to achieve a
significant increase in the quality of care offered. The evaluative
procéss to be used is to measureworker performance for a sampe
of activities against national standards set by the National Basic
Health Services Cell,

We expect the following:

BASELINE PHASE 1 PHASE II
Prog year 1 Prog year 3 ; Prog year 8

% of IRLC's where $0% Less Than
of curative care activi- 10% :
ties are above pational (Estimate) 80% 95% _
standard '
% of IRKC's where 50%
cf preventive care Less Than
activities are above 10%: _ o
national standard {estimate) 60% - B0% - :

c. Nanagement of IRHCs
_ ' The management infrastracture development prb'graﬁi-MSf_ the .
o pu:pose__of training managers for the entire system. ‘Three cnﬁcag
~ end-ofsproject status indicators will assess whether this purpose
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was accomplished fcr IRHCs: drugs on hand, equipment present
and in operating condition, and supervision being carried out

in adequate quantity,

We expect the following:

PEASEIL

BASELINE PHASE I

Prog year | | Prog year 3| Prog year 8
% of IRHCs with 90% I.ess Than
of required standard 10% _
drugs on hand at any (estimate) 80% 95%
given time '
% of IRHCs with 40% Less Than
of required standard 10%: :
equipment cn-hand and{ {estimate) 70% 90%.
cperational at any
given time
% oi IRECs with oneozr! Less Than
more supervisory visit] 109
worker/month { {estimate) 20% 95%

3. Project Qutputs

Cutputs for this project are of four types: training:
capacity, trained workers, a management infrastructure and.

physical infrastructure,

a. Training Capacity

This project will increase the training capacity in=
Pakistan by establishing a Training Division within the National
Basic Health Services Cell and by estatlishing Training Units
for mid-level primary health workers under Provmcxal Mmzstrtes

of Health. The outputs are

as follows:
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OUTPUTS

o:( 032

03 |

Total

06

07 | 08 ase
& 11
' otal

Trained mid-=level
tutors

36

108

36

Trained mid-level
workers

310 {2080

1620

11890

2160 2160

Trained community
health workers
Traioed Executive

Managers

6750 #ﬂﬁo

24

Trained Distxrict
axi Assistant
Distyict Health
Ofticers -
Basic Course

24

48

24

Trained Disteict
and Assistant
District Health
{fficers -~
Advanced Course

24

24

24

Trained Persomnel
Hanagrs

Trained Drug &
Supply Managers

Trained Budget and
Financial Planners

Trained Information
Systems Supervisors

36

24

g la la Is

24




c. Management [nfrastructure

Cutputs for this project in the area of management ' .
infrastruciure development are dependent on a functioning National
Center for Basic Health Services which will produce the following
outputs: :

| PHASE| PHASE |
|TRAINING MATERIALS _ I Lel
' gL | 02 a3 Total 04-03 {Towal"

1. Pakistan-adapted
com.petency-based
training curriguium i 0 t g | U
for mid-level workers
with all necessary

- component problem -
oriented modules.

2. Pakistan-adapted
simplified competency- _
tased curriculum for 1 1 3
community health
workers ianclucing
all necessary
component proclem-
oriented rmodules.

pord
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(A dratt) (/fina)

FIELD OPERATICNS MANUALS o1 02 0

‘:’revenuve medicine program operation _
at the Rural Health Complex ) v
Handbook of curative medical care - -
for mid-level health workers (v \/ _
Management of the Rural Health Complex! v} e
Inventory 2nd Supply Manual {v} =
ry PRy ! v : N
Personnel management manual (V) f
_ g P W
CPERATIONAL RESEARCH AND '
DEVELOPMENT 0 02 03
: i ! !
National performance standards for | * ;
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Expanded Purpose Page o
PHASE PHASE o -
1.0 COVERAGE I (03) II(07) S
1.1 Operational RHC's 12 300 '
1.2 Population covered (millions)3.4 28
1.3 Utilization(visits/person/
year) to RHC's 1.0 2.5
2.0 Quality of Care
2.1 % of RHC's where 90% of
curative care activities
are above standard 80% 95%
2.2 % of RHC's where 90% of
preventive care activities
axe above standard 60% 80%
3.0 Mznagement of RHC's
3.1 % of RHC's with 90% of
standard drugs on hand 80% 95%
3.2 % of RHC's with 90% of
standard equipment on hand
and in operzational
coodition 70% 0%
3.3 % of RHC's with more than
one supervisory visit/
worker/month % 5%
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PEASE L PHASE 11 L

TRAINING CAPACITY 0l : 02 ; 03 ; Phase {04 : 05 : 06 : 07 ; 03 : Phase -
OUTPUTS I | 11&0

Total Total
Operational Training :
Division within -
Federal Ministry of 1 i i
Heaith Cell
Operational Training
Units for mid-level
workers within
Provincial Ministries 12 (12 12 36 48
of Health

b, Trained Workers

The trainiang outputs for this project inciude the following
pamber of graduates from formal courses:
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<. Project laputs

{What follows is a brief narrative discussion of the
classes of proposed project inputs. All inputs are quantified in
both the logical framework matrix and in the Financial Analysis.)

There are a number of project inputs which involve
personnel. During Phase I there is a substantial component of
technical aszistance, both long and short-term, proposed. These
censultants will assist in both the training and managemert aspects
of the program. Very little technical assistance is projected
for Phase IL.

In addition, Pakistani trainers and candidates for mid.
level and community health workezr slots must be recruited,
Increasing numbers of candidates for these positions are needed
throughout the life of the project.

In the first year of the project, training usits with
adequate materials and equipment must be identified. It i3
propoesed that existing bealth facilities will be upgraded aad
then utilized for this purpose. By the begining of Phase II, forty-
eight of these units will be needed. Alsoc during the first project
year, an essential input is a modular competency-baseq curriculum
suitable for adaptation and translaticn.

Finally, there is a substantial finaacial inpuc neecded
throughout the life of the project. Financing is needed, among
other things, for both the coastruction and recurrent tudgers of the
RHCsg and BHUs, as well as for the Cell and for evaluarion.

It is proposed.that AID's input be for general project
support. The AID loan will finance all technical assistance with
mption of the two long-term advisors provided ty dhe Worlg
Lealth Organization. The remainder of the loan will covera .
percentage of all other project costs. Overall, AID will finance
approximately sixty percent m/lw,as_e_l‘:osts. .
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PART II -

PROJECT ANALYSIS

A, Technical Feagivility

A number of techniczl feasibility issues have teen considered
in designing the project. These include:

-- the viaoility of the cverall s2sic health services strategy

-~ the use f physician extenders {non-physician primary care
providers) for expanding basic health services

-- potential protlems of physician extender programs

-- general feasibility issues raised in the PRP

-~ the effect of the project on other variatles of Pakistan’s
socic-economic structure {e.g., employment effzcts,

envircnrnental imnact)

1. Basic Health Services Strategy

This project is based on the Governmeant's rural health strategy
sutlined in the Sth five-year Pian., The strategy is aimed at providing
integrated bagic health services to 50% of the rural population by '
the end of the ijuf‘ge riod through the physician extandar approach.

The project supports this strategy oy offering curative and praventive
services through 2 three-tiered system that can greatly increase the
accessibility, cutreach and quality of rural health care at reasonacile
cost. Health status is 2 function of 2 variety of sccic-econom:ic
variables. Simply providing curative services will not significantly
alter morcidity and mortality patterns. Because the project emphasizes
preventive and promotive care with maximum cutreach, however, 2
major public health impact can ce achieved on maternal mortality,
prenatal and inf2nt mortality, and mortality of children under 5. It
is fundamentaliy for this reason, compbined with the evidence of
Government suppoert for the strategy, that the o2sic health services
approach can be viewed 2s a feasiole 2nd justifiable meauns of improving
the health status of Pakistzn's rural poor. Although very ambitious, = .
the project targets are technically achiev2die, and in fact are lower .
“than those projected in the 5th Five Year Flan. -

2. The Physician Extender Approach

E'vid;ence irom a wide variety of countries in both the devei;ic@pe&- ' s
and daveloping world has clearly ‘estaclished that the use of _'131?;){_8":'1"(::113.3;‘ i
‘extenders is an effective means of prcﬁ&ig&%g@liﬁy hgalg}ii;ca:é‘ﬁ'

" BEST AVALLA
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The experience with Medex, physician's 2ssistants, and nurse
practitioners in the United States indicates that these workers can
significantly increase the proluctivity of the physician and thus
reduce the cost per unit of service. The dramatic achievements

of the Chinese '"barefoot doctors'' is evidence of the effectivencss

of deploying large cadres of health workers within a2 well defined
operating system. Many countries throughout the developing world
have used non-physician health providers with considerable success.
{See Part I Background for experience in Pakistan). When used in
the Pakistani context, health auxiliary workers have achieved good
socizl acceptance when logistically supported. When these programs-
failed it was largely beczuse of inadequate planning and preparations
in advance or because of administrative and financial problems which

_have been addressed in the current project design.

One conclusion of recent health policy discussions in Pakistan
hag been that the use of medical auxiliaries is necessary if there
is to be any hope of achieving desired cuverage targets for the rural
population. Pakistan has always had extr:me difficulty recruiting
doctors to serve in rural areas. At preseut fewer than 10, 000 doctors
are practicing in Pakistan and the v 3t majority of these are in urban
areas. Over 50% of :the posts for doctors in rural 2reas are vacant.
Bonding of medical students to serve in ru:z2l areas was not successful
in the past, and there is no reason to believe that this situation will
change, Pakistan has markedly increased medical school enroliments
over the past three years. This will provide more doctors, hut most
of these will undoubtedly move to the more socially satisfying and
financially rewarding urban environment. The difficult living condi-
tions and work environment in rural areas will continue to make it
hard to recruit more than the small numbers of doctors required
for referral and supervisory roles.

The Government's decision to train cadres of mid-level and
viliage level health workers is appropriate, given the magnitude of
its health problems and the present health manpower configuration.

P

3. Potential Problems of the Physician Extender Programs

3, Assuring a Broad Base of Support

Long term viability of physician extender programs is
only possible if all major interest groups in the health area are
involved in planning and implementing the program. The Fede ral -

‘Ministry of Health, the Planning Commission and Provincial .~ -
Ministries of Hezlth 21l solidly support the concept of the physician -

extender. Provincial differences lie in the dete rmination of the

-8pecific role of the third tier worker {the community health worker), |

To take into account these differences, the project design allows .-

for the demonstration 2nd development of different roles and func- -
‘tions for these workers during’'Phase I.. o Lo

i3
'
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Professional madical groups within Pakistan recognize the
need to use physician extenders in rural areas, but are concerned
about maintaining quality standards, They will not pose a major
threat to the program if continuing attention is paid to their specific
concerns about clezr definition of the roles of each worke r, quality
of care, and safeguards to prevent leakage of health workers outside
of the system to practice independently as "quacks'’,

Indigenous practitioners are ancther vested interest group -
involved in the heaith sector. The roles of the various elements’ in
this group 2re described in the Social Analysis, Part III. C. The
majority of traditional practitioners are 2pprentice-trained, and
the quality of their treatment for organic disease is poor. They do,
however, serve a useful function in treating certain types of illness,
and have considerable community support. The rcle of these workers
in future health services has not been entirely resolved, A Govern-
ment commission was charged with resclving the issues related to
the future position of these workers, but it's recommendations are
not yet available. It is widely 2ssumed that the two systems (z2llopathic
and indigenous) will continue to coexist in the near future. Many of
the traditional practitioners undoubtadly will prefer this arrangement,
The project's intent is not to disrupt their practices. Some of the
indigencus workers {espacially dais) will be recruited as Community
Health Workers and many may want to enter the system as Mid-Level
Workers if they pass 2 standard mid-level health worker examination.
Others may seek toc enter the training nrogram.

It is assumed that the report of the Commission on Indigenous
Practitioners will e issued prior to Phase II, and that the intentions
of the Government regarding this large body of health werkers can then
be incorporated into the Phase II project design.

b. Receptive Framework

Lack of desired success in physician extender proegrams can
frequently be traced te inadequate preparation of the graduate, the
health services system, and the community for this new approach te o
health care. This project outlines clearcut joo dzscriptions, proposed -
salaries, and a czreer ladder that will e established in Phase I of
the project. Careful attention will be given o imparting to each trainee - - <
ethical concern for his/her work and for public health in ‘general. o ;
The community will help to select their village health worker, ensuring
greater community supvort. An active communication strategy will =, |
oe developed during Phase I t> orient community residents and leaders
to the function of their health workers. The treining which doctors

- receive will prepare them to work in 2 team relations hip with the new
‘workers as consultants, supervisors, and team leaders, o -
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Community involvement in selecting CHWs, financially
supporiing these workers, monitoring preventive activities of CHWsg,
and participating in any community action program related to heaith
will hopefully be facilitated by the recent steps to restore local
government in Pakistan, Promotion of community involvement will S
receive special attention during Phase I of the Project by the
Communications Division of the National Celi,

A i b A R R R

)

c. Training the MLEW

The Government has electad to use a competency-based,
problem-oriented medular curriculum which they will adapt from
standard models prepared for developing ccuntries. This adaptation
pProcess will reduce the time required for module preparation from

approximately 60 man-months to 12-15 man-months and allow training
to begin earlier,

Most of 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 workars
to deal with health problems rather than disease processes is there-
fore appropriate. Ccmpetency based training material emphasizes
the develcpment of skills and knowledge to meet set levels of perfor-
mance that can easily be standardjzed at the national level, The

preotocols in the modules are used 2s feld manuals for preventive
and curative care,

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

d. Recruitment and Deploymant

Lack of effective recruitment and deployment systems is a
common cause of program failure. This problem is particularly |
complex in Pakistan beczuse of the need to have female providers . e
for village women and children, and is compcunded by the restrictions
onthe role of women as providers, (See Social Analysis, Section mc. 3

This will remain a problem until the overall role of women RS Ey
in the soc-io-cultural setting in Pakistan changes, Evidence of cha_f:.gé R
- has been noted in increased applications for female family plauning
positions and in the Mission's anthropologic enquiry {See Social.
Analysis). To minimize this problem the Project proposes to:

4

-~ Limit _ca.ndida.tes_ as far as po:s.sible'tc fermales from;'ﬁufai
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-- Select mature village women 28 village health worke_rs.to
enhance travel capability.

~- Provide adequate accommodations at rural health facilities.
-- Deploy mid-level workers to sites close to their homes.

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

These measures will be 2asy to enforce in Phase [ when the
required number of candidates in small, but increasing difficulties -
will occur during the latter stages of Phase II when recruitment
escalates. The problem of female health workers will require
further research throughout Phase I of the project, and should be
addressed again in the Phase Il project paper. Such research will
be carried out by the CUperational Research Division of the National

Cell.
e. Community Health Worker Development Program
1) Candidates for Training

The Government has proposed that CHWs be matriculates.
They are aware, howaver, that not all villages will have matriculates
available or even literate women who are willing to serve. Therefore,
the Training Division of the National Basic Health Services Cell will
design and field test modular material which is predominantly pictoral,
with agsociated simpile auditcry instructions.

2) Relationship of CHWs to Existing Dais (Traditional Birth
Attendants)

Each village has existing indigenous midwives (dais),
who are potential competitors for the CHW's. To prevent any hostility
that could arise in such 2 situation, every 2ffort will be made to recruit
these village dais. This recruitment effortzbould be successful hHecause
the new role should tring prestige and inrcome for the village women
and cause little sccial disruption,

3) Payment of the Community Health Workers

To avoid an additional burden on its health budget,' the
Gevernment wants to develop 2 community support scheme for the CE
CHW. This is discussed in detail in the Finzncial Analysis section
of the paper. The testing of various financing models should pose no
technical constraint to success of the project, and will be closely -
- monitored. - | | R A
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4) Other Feasibility Issues Raised in the PRP

a. Hogpital and Medical School Expansion:

Concern was expressed in the PRP about pessible conflict
between the new doctors being graduated from expanded madical
Schools and the non-physician primary care providers. As noted
at that time, medical school enrollment had increased threefold
over the past five years, placing considerable strain on financial
regources (see Financial Analysis). The Planning Commission
has suggested that no new medical schools be commissioned, and
that serious consideration be given to reducing enrollment in the
over-crowded medical colieges. The output of doctors should thus
not continue to expand. Those who are graduated in the next few
years are expected tc establish urban private practices for the most
part and therefcre not compete with the new mid-level health worker,
Pending a change in policy, the present medical school enrollment
poses no technical probiem to the present project or its basic concepts.

5. Development cf Management Infrastructure:

The PRP pointed out that there is a need for tmproved
management of the Health Service Systerm. A detailed strategy for
improving health services administration, particularly at the district
level, is spelled out in the project description. With careful monitor-
ing this approach should be successiul in establishing a sound health
services system.

¢. Cocrdination of Health Sector Development

The propcsed Naticnal Basic Health Services Cell will
Set standards and coordinate activities related to the training programs
for health workers and implementation of the strategy for strengthen-
ing the support system. This Cell with its 2sscciated advisory '
council will issue national policy directives. It wiil not function -
adutonomously, but will operate within the general context of the
Ministry of Health. The alternative of a semi-autonomous body at
the Federal level poses almost insurmountable problems in charter
and organization, particularly beczuse health care implementation @
takes place at the provincial level {see Part IV Implementation Plan). . -
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Best Available Copy

d. Technical Assistance

The Government wa

technical assistance

for delivery and management of primary care, an ope rational hezlth

information system,

to health worker training program directors on issue

s concerned about the amount of

proposed in the PRP (33 man-years). It is
now proposed that & technical advisors (13 man-years} assist
counterparts in developing training programs, ©pe rations manuals

a supply management system, and 2 personnel
and supervisory gystem. The technicians will serve 38 advisors

s related to

curriculum, training and prec eptorship. They will advise the

of Health Services, District Heaith Cfficers,
and Assistant District Health Officers in implementing the strategies
management, personnel management, health
supervision of quality control for mid-level
and community heaith workesrs, communications, and health educa-

Provincial Directors

developed for supoly
information system

~¥

tion.

Two of these six long-term advisors will be provided and
Short term technical advisors will be used for
the management training seminars {see Part L. B.1l.c. Support

funded by the WHO.

Systemn Development) 2nd consultaticn
gystems, Supply management and ovaluation. The number of advisozs,

related to health information

although 2 financial burden to the Government, is appropriate in

view of complexities

of the project.

e. National T.aith Laboratories

The Naticnz

sent abroad for parti

staffing revealed a 50% vacancy rate 2m

1 Hezalth Laboratories (NHL) are Pakistan’s
major producer of vaccines apd other siologicals. The PRP
expressed cencern about the Laboratory's ability 2 meet national
needs for these essential items in view of stafiing deficiencies.
The PRP recommended that employees of the Laboratories be
cipant training. A review of the Inboratory

cng santioned doctor's

poseitions. Laboratory 2esistant positicns have a present vacancy
rate of 35% (30 vacancies for 80). To rem.edy this deficiency
among laboratory agsistants, an on-the-jod training program was
currently training ¢5 students. “This new
training capacity will quickly eliminate shortages of technicians. .
< not being granted required Government
the ccuntry. The difficulties in recruiting
doctors at the National Health Laboratories are less readily -
seriously hamper research and development |

established which is

These technicians ar
permisgsions to leave

resolved. Shortages
efforts, The Labora

tories director feels, however,

that iaboratory
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production has not been impaired, The participant training suggestion
was rejected by both the Laboratory Director and the Federal Ministry
of Health because they feel training abroad is frequently not appro-

priate ts the requirsment of Pakistan and leads to 2 high risk of
emigration,

At present the Laboratories produce typhoid, cholera and
rabies vaccines, antivenom, antidiphtheria, and 2 variety of other
vaccines and antisera, The major deficiencies are in measles and
polio vaccines. The Laboratories expect to initiate the development
of virus culture technology for measles and polic vaccine production
within a year. Pertussis vaccine is produced in small gquantities,
but with inadequate standardization. BCG vaccine is not produced
in Pakistan because a higher quality vaccine can be purchased less
expensively from abroad,

Becauge the WHO and UNICEF give continuing assistance
to National Health Laboratories in improving quality control and
technical expertise and >acauge health oificials in Pzkistan prefer to
concentrate on health manpower and system infrastructure develop-
ment, the National Lazoratories is not of direct concern in Phase [
of this project.

f. Health 2nd Vital Stasistics

Both of thegz 2reas of he2ith data were identifed as deficient by
the Country Hazith Programming participants and the PRP develop- '
ment team. During development of this Project Paper, 2 coasultant

from the National Center for Health Statistics helped evolve the

Health Informaticn System suidelines for the prciect. Phase I calls

for the development of 2 Hezalth Information System with the help of

both long and short tarm technical advisors. Standards for a well
established Heaith Statistics System will be developed during this

pericd,

The Government is in the process cf negotiating & project
proposal for improving the system of collacting, analyzing and report-
ing vital statistics in Pakistar. This proposal is for a PL 480-
supperted, WHO asgsisted affort in collaboration with the National
Center for Heaith Statistics of the U.S. Departmentef Health,Educa-
tion &Welfare. Although this is a small project, an additional effort -
in vital statistics need not be considered during Phase I of a2 primary .
care type he2lth project. This issue will be reconsidered in develop--
ment of the Phase II Project Paper. - o
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g- Generic Drug Quality

in late 1975 it was estimated that 25% of medications on e
the market in Pakistan were below standard {did nct contain prescribed -
2mounts of biologically available active ingredients). Over the past
fonr months the Government has carried cut an intensive survey of . -
generic drug quality and of production of medicationz. As a result
of this effort, new legislation has been enacted that strengthens o
production standards and introduces new penalties for the production
and sale of inferior products. To help enforce this new law the =
Government will establish new drug testing laboratories and train
more drug ingpectors. Although these acticns may not elimipate
the problem of substazdard drugs, they wiil go a long way toward
reducing 8buses,

——

5} Other Technizal Fezsibility Considerations

{4

a. Integration cf Vertical Praograms
g

The Government plans to integrate fully all vertical health
programs when the basic heaith services infrastructure is fuily
established. Since the proposed svystem calls for 2 minimum of one
community heaith workar/village, it should have gufficient manpower
tc carry out the funcrions of the existing vertical programs. Because
the CHW will be in place in the viliage, and his/her performance
aiready closely morniter=d, travel and administrative costs would be
lower when all programs are integrated. The additicnal training
necessary for MCHYW s and CHWs to perform the tasks of vertical
program workers will be given through the continuing education
pregram. : '

Integration should not begin until sufficient members of -
mid-level heaith workers are trained and deployed and CHWg are
increasingly in place in the rural areas. It is expected that early
in Phasge i, integration will begin in on 2 carefullv phased basis. Lo
Integration of the malaria prograin,for example, should begin in -~ 2]
year ]l of Phase II in keeping with the currant plans of the malaria = |

and described in the Project Paper for Phase IL
b. Employment Effects

The project propose to train and deploy over 860 mici_fle#el |
health workers and 1,350 CHWs by the end of year 3. Virtually ali -
of CHWspositions will be filled by rural pocr, and, in keeping with

- f




project design, at least 50% should be women. In addition to
these health workers, support personnel will be reguired for the
Integrated Rural Health Complexes. Positions will open up in
administrative areas at federail, provincial and district levels.
cisting health workers in government employment will not be
disadvantaged by the project as many will receive upgrading of
job skills in the new system. Although the employment impact of
the project in Phasgse I will not be substantial, it will escalate in _
Phase Il as more workers enter the system, and it does focus on ' -
a target group of major concern--the rural poor. ' '

Indigenous workars may be 2dversely affected by this
program as their chen*s begin tc use the improved government health
services. However with 2n active recruitment program, it is

anticipated that many indizenous practifioners will enter the fo rmai
health services systen:., Those who remain outside of the system
will comntinue to t*"—'-as some simple problems, particuiarly mipor
emotional discrde

<. Replicaticn/Diffusion Effects

The =se of intermadiate levels of technology as demonstrated
by MLHW 's can be transisrred to other deveicpment sectors within
the country {i.e. 2griculture}! and thus serve as a model for a
variety of nation Luildin = gr&mse in addition, the introduction:
of modern managerent ip

should have 2 beznaficial Giffusion effe ¢ into ﬁther areas of federal
and provincial governmeant.

g]

g
&)

The beczmolog* teing developed in this project f{or training
health workers 2nd delivering integrated health services to the
rural population is a flexible and adaptable methed which can be
applied to cther deveicping countries. A successful progrem in

a country as large as ‘:‘a.msL_n with such 2 complex socic-cuitural
getting will encourage other countries to 2dapt the Pakistan
experience in meeting thezr own rural health needs.

d. Program Cperztion and Maintenance

The technology required in this project imposes no
unusuzl operation and maintenance constrzints on the Government.
The major constraints to initiation of the tx2ining program at this
time arelacigds app"opr*ate educatmnal materials and teaching

methodoloey, both of which will be overcome early in Phase 1 of I
the project. Maintaining the expanded rurzl heaith system will pose |
initial management problems, but these are clearly addressed in '
the system support strategy as described in the Detailed Pro;ect g
Description. The other area of concern relates to recurrent costs,'
which is addressed in the Finaneial fmalysis section.

Best Avallable Copy
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e. Environment Aggegsment

This project has no significant detrimental effects on the
environment. A number of rural health facilities will be constructed
in villages. These are of quite modest size and of local construction
materials. In phase I of the project and throughout phase I a health
education compaign will be mounted which will foster environmental

sanitation and personal hygience and should yisld positive local
enviromment effects,

6} Technical Cost/Design Anziysis

A Detailec Enancial Flan and Rnancial An2lysis are prssented
in the following sscrion of this paper. Detailed project-related
research was done during the WHO-assisted Country Health Programme.
ing exercise and subssguently by the Health Section of the Planning
Comrmission, Ccnsultants nave over 2 period of months reviewed
Pakistan's health needs, manpower requirements, and training needs,
Technical discussions were held with 2 government committee set
up to work with the Mission in developing this Project paper. These
efforts have all lsed to the conclusion that the project design is 2

technically sound one suited to the problems, needs and wishes
of the government.

7Y Surmmary Conclusions
The project 2s designed is technically and economiecally

gound and cost estimaties are reasonable. The project meets the
requirements of FAA Section 6li{a) and {b).
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B, Financial Analysis and Plans

1. Project Costs¥*

The total cost of the project over the first 3 years
(phase I) is $25.3 million (see Tabie III-1), of which the loan of
$15 miillion would cover roughly 60% {see Table IlI-2}, Ceonstruction
costs for Rural Health Centers {(RHCs) and Basic Hezlth Units {(BHUs)
are clearly the largest item in the budget, taking 80% of total
expenditures in Phasel. Costs are not spread evesnly cver the period,
but increase rzpidly each year ~- only 5% of the tota! will be spent in
year 1, compared with 55% in year 3.

Over 3 years (phase I and Phase I}, the tetal cost of
the preject will be $26Z million. The mix of costs chaages somewhat
for the eight year period -- constructien costs account fer 65% of the
total,recurrent costs for the RHCs 2nd BHUs for 25%, and training
costs for 10%. -Hgain, costs are not evenly spread over the secend
5 years, but increase 2t an annua! rate of about 20% to reach nearly
$60 million per year.

a. Technicz! Assistance:

Technical 2ssistance over the first 3 years of the project
will coet §1, 8 million, abeout 7% of the total project costs, The
project cails for 18 work-vears of Ioag-term technical assistance in
Phase I. Costs per werk vear for long-term technical advisors are
estimated at $8C, 002, In addition, $15,000/year has been budgeted for
a coordinator based in the U, 8., and $32, 000/year for everhead {20%
of the actual salary payment ($40, 000/year) of sach of the faur USAID
financed technical advisors). Total long-term technical assistance
costs (both USAID aad WHO) will be 31, 6 million; short-term technical
assistance ofi $ .2 million brings the total to $i.8 million,

* In developing the financial plan it was determined that financial
projections should show the real rate of proiect expansien,. o
Therefore all costs are shown in 1975/756 prices with ne a.Ilowa.nc:e

Best Available Copy
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EXPANDED OUTPUTS PAGE

1.0 Training Capacity PHASE I | PHASE II
| 03 07 .
1.1 Operational Training Division in MOH 1 1 1
1.2 Operation Training Units in Provinces 36 . 48

2.0 Training Cutputs

2,1 Trained tutors 108 144
2.2 Trained mid-level workers 810 | 9720
2.3 Trained CHW's 1350 43200
2.4 Trained Executive Managers _24 ' 24 .
2.5 Trained DHO's, ADHO's 48 ' 96 .
2.8 Trained Personnel Managers 65 - 65
2.7 Trained Drug and Supply Managers 65 65
2.8 Trained Budget and Financial Plammers == , .65
2.9 Trained Information System Supervisors (s . _;OST‘

3.0 Management Infrastructure

3.1 Training Material
1) Pgkistan-adapted competancy-based curriculum
for mid-level workers 1
2) Pakistan-adapted simplified competancy based
curriculum for CEW's 1
3.2 Operations Manuals
1) Preventive medicine operations at the RHC
2) Handbook of curative care for mid-level workers
3) Management of tke RHC
4) Iaventory and Supply Manual
5) Personnel Management Manual

bt i 1 i

3.3 Operational Research and Development
1) Performance stamdards set
2) On-going manpower 1inventory
. 3) Utilization research study
N 4) Cost analysis study
5) Information System Design Study

NS

3.4 Communications Support 1
' 1) Minutes of radio time 945 -}
'2) Pamphlets produced 100,000
3) Posters E:oduced = 40,000
4.0 Physical Qutputs '
: 4,1 BHU's completed
‘4.2 RHEC's completed - _ L

.36
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TADLE 1I¥-1

: SUMMARY OF PROJECT COSTS

U.5. § 000s
Phase 1 Phqse I
01 02 03 01 - 93 % Total 04 A5 01 - 05 .08 07 08 Total % Total
Technical Assistarce 58%.3 607.7 B71.9 1766, 9 21,0 12.2 1770, % 1778.1 o7
Long term; US AID 320, ¢ 320, 0 32¢.0 060.0 860, 0 980, 0
: ’ WHO 160, 0 160.0 160.0 410, 0 400.0 480, 0
Overhaad b 32,6 3z.6 32,0 6.0 6.0 96.0
€ sovshimahor. , 15,0 15,0  15.0 45,0 45.0 45.0
Short term 60,3 80.1 44. 9 185.9 12,2 168, 1 198. 1
National Center 123.3 111. 8 110, 6 345,7 1.4 87.8 87, i §_§0.ﬁ 3_{3_:@ 140.7 71.2  820.5 . |
Start-up Costs 68. 5 - - 49.5 - - 60.5 - 69.5 138, ¢
Salaries 28,2 31.3 32.1 89,7 28,8 20.8 148, 9 20,8 20,5 29,5 237. 4
Rent 3.9 7.8 7.8 19,5 7.8 7.8 35,1 7.8 7.8 7.8 58. 56
Office Suppliea 1.5 3.0 3.0 7.5 3.0 3.0 . 13.5 3.0 3.0 .6 22, 5
‘Transportation 5.0 i1.6 1.6 29,1 11. 6 il.8 §2.3 il. 8 11.8 11. 6§ 87.1 i
Comununications 1,1 11.4 12,8 25.3 | 12.8 12.8 50,9 12.8 i2.8 12.8 89.3
Frajuning 10, 4 3.3 33,2 19.0 24,1 i4.4 118. 4 6.2 - - 124.6 S
Contingencies (10%total) 4.9 10, 2 10,1 26,2 89 1.8 42.0 7.1 6.5 6.5 62,1 \
|
Recurrent Costs - - 975, 0 Bi5,0 28 312, ¢ 690G.0 109087.6 12i50,.0 17808, 8 23572.8 64519, 2 25,90
RHCsH= 202.5 202,56 833.p 2070. 8 3286, 3 3645.0 5366.8 T020,0 19327, 6
BlHUs= - - 882.5 602.5 2176, B 4330, 0 7691.3 8505.0 12442.5 16380. ¢ 45014.8
Equipment Replacement . 172. 8 172. 8
Total II and I 123.3 111.6 1085.6 1320.7 3210, 4 60871 11518, 2 12428.0 178490.5 23644.90 85339. T
Training of Health .
Workers i27.0 447,0 3200.5 1783, 56 7.% %407, 2 asa2, o T172.7 4626, 1 5476.8 6001, 0 23878.8 8.0
MLBWs 127. 0 447, 0 oo, 0 1474.0 14240, O 1815.0 4907, 0 2013.0 2080, 0 2080,0 108806.0
MELBW Continuing Ed. - - 30.56 9.5 136, 9 301,56 477 532, 4 781, 6 1027.83 2819.0
" CHWs - - 296, 0 270, 0 810, 0 1350,0 2430, 0 1860, 0 2160, 0 2160, 0 8640,0
CHW Cont, Ed, - - - - 40,8 117.5 158, 0 190,17 4556, 2 733.7 15317.6
Construction 576,0 a6268,0 13548,0 20392.0 80,1 23270,.0 31402,0 75064,0 33691, 0 33296.0 29413,0 171458.0 65,0
< RHCs - 576,0 2172.C 4568.0 . 1317,0 1361, ¢ 8366, 0 24033.0 10066, 0 9864, 0 8466, 0 52228,0
BHUa - 4008, 0 89076,0 13075,0 16809, (i 22047,0 51031, 0 23628.0 23626.0 20947,0 119230.0
Fotal V and VI 703.0 6715.0 14757.5 22175.6 25677.2 34984,0 82836, 7 38317.t  38766.8 35414,0 195334.6
Evaluation 1.1 1.7 0.5 ; 5.8 17,6 - 5.9 - 23,5 -
I o
425,83 7434.4 16415.0 25274,8  100,0  28999,§ 41976,9 B6161,5  50645,1 56722,2 58055,0 262476,8 100,0

. Potal HHIBVAVIIVID 1




Total Projeci Costs

Goverment of
Pakistan
% Total

USAID 1/
% Total

wio 2/
% Total
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TABLE 11I-2: FINANCIAL PLAN
$ Thousands
PHASE 1 PHASE I1 _

0l 02 03 01-03 04 05 06 07 00 01-08
1,425 7,432 16,435 25,275 {20,906 41,977 50,545 56,722 59,059 262,477

335 2,824 6,635 9,795 |18,900 31,977 40,545 46,722 49,059 196,997

23.5 338.0 40 .4 30,8 65.4 96,2 80,2 £2.4 23,1 78,1

940 4,450 9,620 15,000 |10,000 10,000 10,000 10,000 10,000 65,000

65.3°  59.0 50.6 56.3 34,6 23,8 18.8 17.6 16.9 29,0

160 160 160 480 - - - - - T 480

11.2 2.2 .1 1'9 - - = it - .2

1/ Assuming Phase II of the project is funded with USAID providing $10 million/year.

2/ At present the lovel of WHO nssistance in Phase I1 1s unknown,
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To supplement the long-term 1,4,, specialized short~ )
term T,A, will be used in the National Basic Health Services S
Ceil. The total cost for 130 person-weeks is $186, 000 based on
the following charges:

$125/day salary
$40{/day per diem
$2000/trip air fare

Of this total, $89,000 will be loczl costs. In year 4 {(phase II) an
additional $12, 300 will be required for short-term T.4., of whick
$7,500 is local cests.

b. National Basic Bealth Services Cell {see Table B-i)

The Naztional Rasic Health Services Cell will coordinate
Pakistan's basic heaith services program, aad provide necessary
management and tutor irairing, During phase I, it will cost about
$346,00Q te run {1.5% of total costs), . Of this total, $70, 000
{20%) will be spent in vear 1 for start up costs. Salaries will be
$G0, 000 and take up the largest portion of the 3 year budget,

26%. Training costs of $30, 000 are alsc 2 large item. For
Pakistani trainees, including tufors for the training units, there
is a per diem of $2.50 - 5.00/day and a travel allowance of $.10
per mile. Cver 3 years, $520, 000 will be required to finance ta=
center, less than % of total project costs.

¢. Training Costs for MWLEWsS and CHWs

Table B-2 outlines the training plan for mid-level and
community aealth workers, showing when each of the groups of
training schools will open, how many students will graduate and
when. Tables B-~3 and B-~4 translate the training plan into amual |
outputs., During phase I of the project about 810 mid-level.and .
1350 community workers will be trained. The costs of training a. o
mid-level worker range irom $950 to $l, 410, depending on hew .
many ciasses are being trained at a training unit at one time. {see
B-5). Since some of the training costs will not increase with 2 .
greater student load, the per student cost is lower whe:z the _
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training units are running three classes simultanecusly. .
Toward the end of phase II of the project,training costs should
decrease further as mid-level workers, who are at a lower
salary scale, replace doctors as tutors.

When the tzraining units are operating at full capacity,
the largest item in the budget will be student allowances, at 42%
of the total. Travel allowances will account for another 20%, and
salaries 17%. The total cost of running 2 training unit for 18
months {the training period) will be $64, 060, and will produce
68 mid-level health workers .

Contiguing education costs for mid -level workers are
estimated at $300/year for two 2-week sessions. Itis assumed
that each worker will take the first continuing education course
within 6 months after his/her initial training. Thus continuing

_education costs ave calculated in 6 month intervals, based on
the number of mid-level workers in the system during the
previous 6 months (see Table B-6).

The costs of training a community haalth worker are
estimated at $200 for ¢ 3 month period. This includes an
allowances of $i5/mom/trainee, and an initial supply of
equipment and érugs. Tke cost of continuing education for
community werkers is estimated at $30/yvear for two one-week
sessions. Centinuing education costs are based on the number
of community workers in the system the previous year {see
Tables ! and B-4). ' '

COver the first 3 years of the project, initial training
costs account for 98% of the total training budget of $1. 3 billion.
As more mid-level and community workers enter the sysiem, f
however, continuing education costs take on greater importance. '
By year 8, 30% of training costs go for continuing education. v

Total training costs over the 8 years of the project w:.ll
be $24 million, less than 10% of the total. BRI O

d. Construction Costs

The construction schedule for RHCS and BHUS is keyed |
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to the output of mid-level workers {see Table B-7). Each
integrated Rural Health Complex, costing $448, 000, has an
average staff of 22 mid-level workers. Thus,for example,
in year 3, 270 mid-level workers will enter the system, and

therefore 12 Rural Health Complexes {270/22=12.2, say 12) are
required.

Costs for 1 RHC are $133, 000 and for a BHY, $45, 000
{ tased or Planning Division estimates). These costs include
residences for amployees, and eguipment. (see Table B-8).
It is assumed that each RHC takes 18 months to build, and each
BHU 12 months. Construction costs are apportioned evenly cver
the construction pericd.

Construction costs grow rapidly in phase I to reach a
total of $20 million, 80% of total project costs. During phase II,
construction costs peak at $34 million in year 6, and decline slightly

thereafter. Over the eight yzar period, construction costs account
for 65% of the total.

The consiruction schedule does not take into account the
Rural Health Centers and sub-centers that aiready exist. Itis
assumed that for the pericd of the projecs:, mid-level workers
will all staf{f new facilities,

e, Recurrent Costs

An integrated Rurai Health Complex, when fully operational,
will cost about 375, 000/year to run. The annual cost of operating
an RHC is estimated at $22, 500 {see Table B-9). The largest
portion of the budget {60%) goes for salaries. Medicines are alsc
an important item (18%}. The estimate of per capita expenditures .
for medicines, ¢ Rs, is based on the WHO Country Health
Programme study.

A BHU, which also will serve an average of 10, Goo p'e.ople,: T

has an estimated aanual budget of $7, 000, one-third that of the RH(f, _: s

(ses Table B-10). The main reason for the lower costs is the sta.ff
at the BHU is much smaller - 2 professionals as compared to 14

in the RHC. Salaries take up only 26% of the total budget. . Medxcmes,.‘




ona the other bhand, which again are budgeted at 4 RSin&Pita.a "'act:oudt" g dl\
for over 50% of total costs., An additional saving is realized at thc P
BHU because no vehicles are required. -

During phase I of the project, recurrent costs arenota - o ': _
large portion of the total {3.5%) because of the start-up time involved
in the training program, Only 12 integrated Rural Health Complexes
will be operating during year 3. However, as the program gains
momentum and new RHCs come on stream more Quickly, recurrent
costs eascalate. In year 8, they account for 40% of annual costs.

Over both phases of the project, recurrent costs are 25% of total
project costs, _

f. Community Health Worker Finaacial Support

Financial support for community heaith workers is not
included in non-development project costs becausge it is agsumed
they will not be paid out of goverament revenues. Divsct
salary payments for the community workers as the project
progresses would place considerable additional strain on
Pakistan's non-development budget. At a salary of $300/vear/
worker nearly %10 miillion wogld be added to annual provincial
budgets by year 8, The goveramesnt bas proposed that these
workers not become funciionaries of the Heaith Department.
During phase one of the project several models will be developed
and fisld tested to {ind the most feasible and easily administered
method of commuzniiy support ior these workers. Optiona will
include: '

i} A smail monthly per capita charge to villagers to pay the
community workars salzries,with all medications and treatments
provided free. A variazt of this scheme could be the use of stamnps
to eliminate transf er of money at the village level.

2} A revoiving iavantory scheme in which initial medications
are provided by the government with the worker selling these at
a small proiit.

3} A fesdfor-szervice system for Curative care and piece
work payment from the government for preventive care.

4) A small ares of direct government salary supporzt

5) A totally velunteer system with mcdxcatxon and supphes
provided by the government,

Each of the above options has several pros and cons, not the
least of which is the administration of the achemes. A £nial
judgement be the moat effective and efficient scheme can. be . -
made with greater confidence on completion of these tna.la, The
most successful scheme will be adapted for phase II of the
project.
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2. Financial Pian

The akility of the Government of Pakistan to finance an expanded :
rural heslth system over the next five years and beyond depends largely S
upon the strength of the political decision to establish and maintain rural
health as a priority item in the budget. Cver the plan period a total of
$770 million has been budgeted for the health sector (see Table UI-3}.
Government health expenditures as a percentage of GNP should grow from
.97 to 1.15. Annual health expenditures will increase from 3.1% to 3.6%
of the total budget. A sufficient portion has been allocated to finance both
the development and non-develcprnent costs of an expanded rural health
system as proposec by the project. If these funds are not channeled into
other areas, and planuners have nct been overly generous in their estimates
of available revenues for recurrent expenditures, firancing should not stand
in the way of project implementation.

a. Development Costs

Over the 5th Five Year Flan period {1976-77 - 1980/8l) the
government has budgeted $486 miliion for develcpment expenditures
in the health sector. 4.3% cf its total development budget. Of this,
$245 million {54, 4% is earmarkad for consiruction and training programs
for rural health. Development expenditures are expected to begin slowly,
and escalate in the last 3 vears of the plan. Cver the first 3 years of the
plan {(corresponding to Phase I of the Project), about $106 million is
budgetad for development expenditures, $83 million for construction and
$23 million for training. Phasel of the project czlls for corresponding
expenditures of $20 million andé $1. 8 million, only 20% of the plan budget.
1 we compare the development expenditures required over the full 8 years
of the project with the plan budget for 5 years, the plan allocations are
still more than sufficieat. Total project construction costs are §171
million, 86% of the Pilan‘s $200 millien, and training costs are $24 million
53% of the planned $45 millien,

The major competitor with rural health for development funds is
in the health sector is the medical colleges. {See PRP Annex I}. o S
Although the plan calls for no further commissioning of medical colleges,
if the 7 new medical schools recently established are o be completed |
during the plan period, the estimated cest would be $176 million.. Only .
$80 million has been budgetsd. If the government's prierities should
‘change to favor medical colleges, the additional $96 million 'r'eqdi'rec'i
could come out of funds aliocated te rural health. Even though the
~ project calls for $33 million in development expenditures over 5 years
against the $245 million allocated in the plan, leaving an excess of R
$l,6'_2 millicn, such a change in priorities would be a severe set -ba'ck" :
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Mealih
% total
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% total health
Maﬂlcﬁl Colleges _

TABLE 111.%3

GOVERNMENT BUDGETS AND HEALTH SECTOR 1951/72 - 1080/81

Million Rupees

 JOURCE: PLANNING COMMISSION

T e e o ew th Rade Toal ‘Growth
T2 T3 U8f4 |U4/s 1516 ___3!!3--'}4/5 n2-mle | a1 11418 18199 78/7-18/9__| 79/80 80/81 | Total -Rat_e
. |
11, 286 15, 164 gzn,am; a4, 394 |35, 245 40 33 37,5680 140,410 |44, 520 122, 520 i 48,200 |53, 390 224,110 .2
198 2068 | 368 sa7 | 1,008 noo 60 1,182 1,318 1, 546 4,045 | 1,715 1. 640 7,700 | 18.2
1.8 u] ', Ld 2o | 3.1 3.8 3.5 | 3.8 3.6F 3.4
- - 66 112 : 270 324 754 ), 348 866 248 3,180 | 40.0
- - 1. t. ) : 22.8 24.0 48.8 33,91 50,5 48.7 a0l
' ' P
) . A D 92 l’ W b8 1,06 1. od 1% i
| |
8,836 11,345 }4,002 |20,5506 [4%, 145 4 | 25 21,500 23,410 126, 030 71,020 ° 28,200 [30,800 [130,110 9.4
141 172 210 278 300 26 % 26 432 | 518 620 1,870 740 890 3, 200 19.0
1.6 1.5 1.4 b 4 . : a.u: 2.2 2.4 2.2; 2.6 2.9 24.6
i
. a0 B ; 5 . 03 134 286 182 242 710 42.0
. - . 7.9 8.4 139 18,0 21.6 18. 2 24.46 27.2 22.2
2,450 8,000 6,304 Bo, e i, 500 66 5% 16,000 17,080 {8, 500 51, 500 * 20,000 |22,500 ]o4,000 8.0
57 L] 158 300 s | s 85 150 800 835 2, 475 15 1,060 | 4,500 8.8
2.3 2.5 2,5 2.4 4.8 4.7 4.7 5.0 4.0 4.0 .7 4.8
- -- - 46 82 211 2 830 1, 062 884 704 2, 450 15.0
- . - 151 151 530 1, 0a2 584 584 2, 600
. - - 80 80 90 230 100 120 450
R - 14. 8 12.6 28, 28.9 61.0 42.8 90¢.2 67.0 64, 4
N o ) 5 : 80D

T Phasing of 5"':P5i"'fdl_ture'l_i @stimbled, it dooa not sppear in the plan,
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' health services -- e.g., drugs, x-rays, lab tests --at ali goverumeht s
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to the momentum for rural health services the project hopes to establish.
If the suggestions of the Planning Commission aze followed, however,
enrollments in existing medical colleges will be reduced, which will
alleviate the pressure to rapidly expand available facilities,

b. Recurrent Expenditures

Over the plan period the government expects to have available
revenues of $320 million for recurrent {nog-develocpment} expenditures
in the health sactor. Of this, $71 millicn {22%) is for rural health,
Recurrent financing capacity is much harder to project bec canse it depends
on general revenues which are more subject to short-term economic
fluctuations. Therefore, the $320 miliion should realistically be taken
ag an upper limit. As a result there is less slack for the rural health
program on the recurrent expenditures side of the ptan. Of the $71
million allocation, it is assumed that rougkly $15 million will be used
to maintain current rural bealth facilities as the new rural health system
is developed. Cver Phase I of the project, recurreat expenditures will
be only §l.3 million, against a budget of $2U0 millien. Over 5 years,
the comparable figures are 31, 5 million and $56 million., These figures
are a bit misleading, however, because during the last 3 years ~f the
project recurreat expenditures rise rapidly, leading to a cumulative total
over 8 years of § 65 million. If recurrent costs for the project should rise
more rapidly, and recurrent budget availabilities less rapidly than

nrojected, thers could be a shert fall in recurrent financing during the
later gears of Phase I of the preject.

Even if plannecd i{otal non-develcpment expenditures for heaith
are available over the pericd, the change in priorities reflected in the
plan budget may pose & coastraint for the rural health system. The s
plan budget shows noa-development expenditures for rural health increasing 7
from 13% to 27% of the total non-development health budget. Sacha
radical change in budget structure may be difficult to implement. Again,
competition from the medical schocis can e expected. If new medical
schools were made fuily operational by the end of the plan pericd, they
would take $36 million/year to:run, 40% of the health non- -development
budget for 1980/8L. Clearly this would not leave enough funds for the
rural health program and other programs.

The government is very much aware of the potential p..essure on.
the non-development health budget as the sector expands. To a,lievxate
this strain, the plan propcses that a series of charges be levied for

health facilities. The resulting reveaues would be used to help fmance_ _
au components of the recurrent Wealth budget including the Integra.ted




Rural Health Complexes. The Plaaning Commission estimates that by the
ead of the plan period an additional $30 wmillion per year could be raised in
this way. As the charge system would be politically unpopular and would
undoubtedly take a few years to implement, this figure is most likely
overstated. However, if the concept of charging for health services
provided by the government can be established, there i3 less cause

for concern about the government's ability to finance an expanded rural
heaith system when recurrent costs begin to escalate.

In sur:, the government has budgeted more than sufficient
funds to finance the expanded rurzl health systern. The main reason
for the differing views as to how much such an effort wculd cost ia
that the government kag suggestad 3 much more rapid rate of expansion
than the project. Historical experience and careful analysis of the
entire pian indicate that actuzl expenditures will undouttedly fall
shoxt of the budget. However, with total ocroject costs {exciuding T,A.})
over the plan period of £€9<4 miliion, oniv 43% of the plan budget, there
is still a comfortabie margia for siippage in available funding. If the
government institutes the proposed charge system in the health sector,
this margin becomes wider siiil.

¢. Financing After the Project Pericd

It is extremely 31 Lt to project government budget efforts
beyond the project periscd of 8 vears. However, some general statements
can be made about the magnitude of rescurces that will be required to

further expand znd maintain the raral health system.

0"'\
-
[§]
) f'

Ongoing develspment costs include training and construction. If°
it is assumed that training continues at the same rate, i.e., that the 48 _
training units each continue to produce abcut 45 med level workers/year who -
each in turn train 5 community werkers, initial training costs wiil remain :
stable at about 34. 2 miliion per year (See table B-ll}). Continuing educatmn 8
costs will rise as more health workers enter the system. Total training. .
costs will grow at an annuai rate of about 5% during the 10 years following
the project to reach 5il. 5 million in 1994. This is slightly less than the
estimated training budget of $12 million f{or the last year of the plan (year
5 of the project). In later years traioing costs should grow more slowiy'
Thus the training component should not pose an unreascnable burden.

of . :

If construction continues to be keyed to outputs‘,{mi_c levei workers,ﬁ.
annual coastruction costs will continue to Jecline from the peak of.
$34 million in year 6 of the project to about $10 million 10 years after -
the end of Phase ll. Again this should bezmanageable sum,

Annual recurrent expenditures, on the other ha.ne:z will ccntmnef
‘to rise at an annual rate of about 10% toc reach nearly $60 m;llma 10 year




aiter projzct completion. In light of the pro;ected annual increase in M
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 this time. However, it does suggesta contmumg priority
for rural heaith. An optimistic projection for GNP growth for the period .=
would probably not exceed half the 10% annual rate for recurrent costs

of the rural health system, so rural health would still be taking an
;ncrea.smg share of total resources,

Y

To summarize, to maintain sn nxpancmg rural health system as
proposed by the project over the next 2 decades would require a continued
commitinent on the part of thp government, but the relative level:of
budgetary effort would decline 25 time gea23 on.

C. Social Analysis

A detailed social analysis is presented in Annex B, Exhibit 3 of this
Project Paper. A& summary of the findings are listed below.
1

n threaten the social organizatiorn of rural
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-- Because of the complex cultural constraints on female enployment and
travel, careful attention will be given to posting female ﬂld—level
health workers close to thair homes and husbands' work.

-~ The project has a tremendous potential for spreading throughout
Pakistan and to neighboring ccuntries, especially in the Islamic world.

-~ The short-term effect of this project should be to slightly increase
the rate of peopulation growth because of its effect on the mortality
rate. However the project's provision of family plianning services
should produce a long-term effect on substantially reducing the
birth rate. :

~- The direct employment benefits of the project will acrue mainly’ to
women and non-professiocnals.

Best Available Copy




D, Economic Analysis

A review of the literature of health econcmics readily establishes

that empirical investigations of the economic returns to improved

heelth services vield tenuous 2and contradictory conclusions. 1/
Because the relaticnship between efforts to improve heaith status

and socic-zconomic development ars not weil understood a traditional
cost/beneiit analysis is not a practical approach to the economic
evaluation of this project., However, in Saction 1 the potential bene-
fits of the project are discussad qualimatively and placed in the Pakistan
coatext, Section Z preszais data on the cost effectiveness of the pro-
ject and the econcmic zain to the scciety in terms of increased health
sarvices per doilar, The %‘?ﬂr‘LC iustification of the prcject ia

based on this anaiysis, S v 3 discusses current healts expendi-

tures in the econcmy. S=zc 4 reviews Pakistan’s eccnomic per-
formance and repayment ca.b city.

:'_..'“
e

1. Begefits

r'or this project it is impurtant to disvide benefits into welfare
and invagtment c:d:egor:aa. I welfare benafits dorninate, the project
provides a final consumer good and should be evaluated in this light,
From an econcmic viewpois:, there will be no increased output to
pay for the project and a consumer choice must be made between

lf‘ &, go

Barlew, Robin, "The Zconomic Effects of Malaria Eradicationt,
American Fconomic Review, 37, No, 2, {(May 67).

Maienbaum. "Wilired ''Health and Productivity in Poor Aveas", in

smpirical Stodies in Health Economics, Johns Hopkins Press,
1970
F

Roberts, Jennifer A, '"Zconomic evaluation of health care: a survey"
British jJournal of Preventive and Sociai Medicine, No., 2.8_, (19_?4}.

Weisbrod, Burton A, !'"Disease and Economic De-elopment,
The Impact of Parasitic Diseases in St, Lucia,"
University of Wisconsin Press, 1973,
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health and other consumer goode and services. If invesiment bene-
fits dominate, the oroject can he treated aa an investment program
and judged on its potentiai rate of return,

For this project the most direct set of potentia! banefits
claimed is the increased consumer satisfaction {i. e. welfare} derived
from being healthier. Attributing these benefits to the prciect
assumes that the basic health system to be developed under this project
is a necessary and sufficient condition to improved health status. The
objectively verifiable indicators at the goal level of the logical frame-
work explicitly define the changes in heaith statue that the project pro-
poses to achieve. The deliverv svstem concentratag at lowering fer-
tility and moriality rates and reducing morbidity due to conditions
affecting the rural peor,

& second sst of benafits arises if imiproved health status
leads to increasead output due tc more productive workers. However,
the strength of the casusi link between improved health and increased
output 18 not well sstablished and can vary f{rom one society to anocther,
If healthier, 2zd thus more efficient, workers continue to devote the
seme amount of fime to productive labor, total output in the economy
will increase, However, it has bsen demonstrated that in rural
socigsties improved work potential may be translated into leisure if
workers dicose to preduce the sams cutput in iess time. Alternatively,
increased under-empioyment may rasult if more pecple deagire work
but can't obtain it, It is generaily accepted that there is widespread
ander-smployment in rural Pakistan with labor scarcity only during
8hort periods of the year. As a result, there is no evider-< to indi-
cate that a reducticn in morbidity of the type targeted by this project
is likely to increaase output through increased effort or an increa
in work days at the micro-economic leval, However, in the long run
the decline in popuiation growth rates as predicted in the population
impact statament (Section IIT ) will centribute to higher per capita
income at future poiats of time. The resuiting macro-economic effects
on savings lavels, dependency ratios, and other variables shouid
improve Pakistan's long-run growth potentiali.

¥

A third set of benefits arise if an improved health system sarves
as a nation building program that raises development potantial by -
improving the motivation and attitudes of the society at large, The




value of this set of benefits, nc matter how vaguely defined, should

not be dismisaed lightly for Sakistan, Malenbaum in his picneering

article on the sabjsct makas a strong argument for the possibility

that the ‘e ig an important link between health services zad cutput

which is not directiy related to output derived from a mors efficient

work force. That is, a heaith measure can prcduce economic gains ,
without or kefore improving hez!th. The argoment is that basic -
atfitudinal changes can occur as health service i, immproved, For

example, as people feel the society has increaszd its control over the
environment threugh contrsl over disease it may Secome zasier to

motivats increased work affort, Al80, direct involvement by the Govern-

2. Cost Analvsis

About 3% of the rural population are coversd by the presgent
Governmeat system of Rural Health Centers, However, data pgathered
in preparing this project guggest that the rupal health system is not -
run in the most efficisnt possible way. For exampla, vacancy rates
for supervisory personnel ars ovar 30%, Specialized persoanel such
as these providing mother-child health cars and family slanning ger-
vices are often underutilized, This suggesls cest rzductions can be
obtained by reorganizing the staffing patterns of the Rural Health
Sysiem,

Lost per gatient garved tends to decline with the gize of
patient icad. Data indicate that costs range 1rotn $1, 30 per patient
for RHC's with per vear loads bslow 6,000 patients to less than $. 40
for RHC's with patient loads above 25, 000. To some = ent these
declining costs may represent sconomies of scale, but tney also re-
present ineffective budgeting and inadegquata organization of resourcas,
Money is budgeted by health unit as cpposed to patient load, For example,
the per patient expenditure on medicine is above $.50 for RHC's with
lowest patiznt loads as comparad to $, 50 for RHC's with tha highest
patient lsads, These relationships are strong enough to suggest that

medicines are rationed cut on a uait basis (the REC) as opposed to
patient aeed,

Tae low costs discussed above resuit irom inadéqua.te zrna;'i'm;e'.- 1
nance and logistic support rather than eificiency, This is complicated
by a staffing pattern that resuits in less than optimum use of the
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personnel and capital structure z2lready in place. The Government
of Pakistan's search for alternative wayg to improve and expand the
gystem has led to the proposed multi-tiered system of hzaith care.
A comparative analysis of {he cost of the present system and of the
Basic Hexlth Servicessystzm has been made and is outlined in this
paper. Toe data are summarized in Table [I1-4,

Estimates of costs and coverags for the present systam are deri-
ved from data collected in the Punjab. They are adjusted to create an
equivalent cost comparisor with an IRHC planned tc serve 206, 000
pepnle in the proposed gystam. The project costs ars derived from
tables in the financial analveis secticn. Costs are compared on a per-
son served basis and not ca patiznt visits. No attempt ic amortize
capitz)l costs has been made,

Develooment costs are 33.& !3 per person served for the present
system, and 3%, 30 per person served for the proposed system. This
capital saving resuits from a different pattern in the use of manpower
and physical structures. In sffzct, Community Health Workers
(CHWs) operating in villages from their own homes are substituted
for a portion of the present capital requirements.

i

Recurrent cosis are 31,10 ser perscn served for the present
systam and $1.41 :'or the gr zad svotem, with medicine costing
aporeximataiy $. 15 and $.40 per p~ uon served respectively, If
medicigas are not counted, the cost of the two systems is virtually
the same -- 51.033 per perzon served in the present svstam and

$1.01 in the prouposed system., For the proposed system these costs
include costs of the CHEWs which may well be borne by the communi-
ties themsalves, If this hapoens, the cost to the Covernment per person
served will be even !ower than in the present system., Thais weould
give the Government flexibility in financing an on-going trainirg pro-
gram that will continually upgrade efficiency without a major increase
in the total Government hzalth budget,

()
[*
i

‘

In summeary however, the possibility of improved services at equal or.

B

lower costs results from the shift from a2 relatively capital intensive
to 2 more labor intensive health system. In 2z country whers Wages

are extremely low, this representis an improved use of resources .
on a cost effective basis,




"Tab!e III-.4. Cost Comparison for Coverage of 80,000 Péople:

Present System and BHS Project

($ 000)
Present System Coste
I. Develo_pment Costs
Construction: 1,080,000
RHCa (6) 432, 000
BHUs (18) 648, 000
Training 15,000
Health Inspectors (24) 4,860
LHVs (6} 3,000
Dais (24 4, 809
Dispensers {12) 2, 400
TOTAL Development Cost 1,095,190
(Cost per person served) {($13, 10}
- 1I. Recurrent Costs

RHC (6) 72,000
BHUs (18) 21, 600

Other Workers -
. _Sub«-total : 93, 600
' R1=training 10% of 15,000 1,500

~ Continuing Educal_:i_o'm -
. ‘Sub-—total ST o | 1,500
'--'IfOTAL Recurrent Costa ' | 95,100
(Cost per peraon served) {$1.18)

a’yment for CHWa. ia not. included

BHS Project

RHCa (1}
BHUs {7

MLHWe (2Z)
CHWs (80)

RHC (1)
BHUs (7)
CHWge (80)

10% of $46,000

Costs

448,000

133, 600
315,000

46,000

22, 000
24,000

494, 000
($6. 80)

22, %00
52, 500
24, 000*

9, 000

99, _

4, 600

9,000

13,600 |
112,600 |
L1 3 ) I

recurrent costs in px oject cos*ﬂ table in F‘inancial Analyuia aecti.m. -

o
~
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Notes for Table I1I-4

Available dats indicate' that in the present system an RHC and its

3 subcenters serve 13, 000 - 14, 000/year. For the purposes of this

comparison, it is assumed that 6§ RHCs and 18 subcenters cover
roughly 80, 000 people. '

Construction cost estimates for the présent system are based on
1375/ 76 budget data.

The following staffing pattern is assurned for the current system:

RHC: 1 male doctor BHU: 1 health inspector
1 lady doctor idai
1 health inspeactor
1 LEV
1 dai

Z dispensers

The stafiing pattern for the project is explained in section IL.
Training ccsts for doctors are omitted from both systems.

Present system recurrent expenditure estimates for RHCs and sub-
centers are tased on provincial bucget data. For details of preject
costs for RHCs and BHUs, see tables B-9 and B-10, Anrex B.

It is estimated that salary and equipment coste for 2 CHW will be
about $300/year. Thiz is not included in project costs table II-1
in the Financizl Analysis section because it is assumed that CHWs
will not be p2id cut of government revenues.

For both systems a 10% 2nnual attrition rate among workers is
assurmed. '

The present system does not provide continuing education. For

det2ils of project continuing education costs, see Financial Apalygis
section.

Available budget data for RHCs show 2n average per capita drug
expenditure of about $0.15 per person served.




3. Current Health Expenditures

Government expenditures for health have grown during the

pPast 5 years from $20 million in 1971/72 to $100 million in 1975/76

(see Table III-1, Financial Analysis Section). Adjusted for inflation,

this represents a2 25% annual increase in real tarme. The portion of

the budget spent on health has grown from 1.28% to 2.9%. Most of this
increase came in the 1975/76 budget, when the health share rose over
50%. Health development expenditures have doubled their share in the
total health budget since 1971/72, and now account for about 60% of

total expenditures., The poriion of the health budget spent on rural

health services has remsined stable at about 11% for the past couple

of years, aithough the planned expenditure in 1975776 is $10 million

over the previous year, Health expenditures as a percentage of GNP
kave more than doubled gver the period to reach ,92% in 1975/76,

Thus the health secter, although not a top priority budget item in .
recent years, has maintained its position, and in 1975/76 has been given a
‘a relatively large share of tctal goverament resources,

Estimated total expenditures for health in the economy
cutgide the Ministry of Health come to $198 millicn, nearly twice the _
Ministry's budget, Of this amount, local government redical facilities, -
Pakistan Railways health care, military health care, water and sswerage,
and population planning budgets totalled $88 million in 1975/76. Private
sector expenditures are sstimated at $110 million for the year., This
brings total resources devoted to health to $307 million, roughly 2.5% -
of GNP. This compares favorably with other developing countries
where expenditures on health often amount to less than 1% of GNP,
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PART IV

IMPLEMENTATION PLANNING

A, Administrative Arrangements

l. Government Administrative Arrangements

a2, Federal Ministry of Health

This project will considerably strengthen the capabilities of
the Federal Ministry of Health through the development of the National
Basic Health Services Ceil. In suwmmary, the activities of this Cell
include: mid-level tutor training, primary care management training,
curriculum development and adaptation, audio-visual support, setting
of national standards, manpower izventory, operational analysis of-
present system, cost analysis of present sys:em, information system
design, develepment of communications strategy for basic health services
using radio, pamphlets, posters and traveiling seminars, and production
of five field manuals, Alsc, the Cell has respensibility for project
management cocordination including the evaluation arrangements,

The Federal Ministry has strong ieadership at the top fully
supportive of the projecy but has an insufficient organizational structure
to impiement the Basic Health Services Project. For this reason, the
establishment of the National Bazic Health Services Cell is crucial to
project success, Project designers have been told by Health Ministry
personnel that a minirmum of five full-time professionals are necessary
to adequately staff this Cell and a desirable number would be eight to
ten professionals. The Health Ministry is well 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 suppcrt, communications support, etc,, are built-
into the project,

b, Provincial Health Departments

In the project, the previncial ministries have an 1mp1ementmg
role in the following areas: construction of RHC's and BHC!'s in groups :
to form IRHC's; starting and operating training units for mid-level: _
workers; directing formation and setting standards for operatzonal__IRHC*s;' [
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training of CHWs on a trial basis and exploring different payment
mechanisms; providing continuing education for mid«level and CHW

graduates; coordinmating with and advising the Cell on setting of skill -
standards for mid-level workers; assisting in manpower inventories;
assisting in primary care utilization and cost anzlysis studies; assisting = =
in information system design; coordinating in setting of standards for T
management of the Iategrated Rural Hezlth Complex for personnel '
management and for inventory and supply management {including

simplified drug and eguipment 1ists}; and sending employees to the

Federal Cell for training in aspects of primary health systern manage-

ment,

Capebilities of present provincial departments of heaith are
varied. Taey serve different population groups and aiso have difierent
leveis of rescurces at their disposal, Provincial heaith leaders have
been increasingly exposes cver the last two years to modern planning
and educationz! technclogies for health., Each province has participated
in the WHO Country Health Programming exercise which helped them to
focus on regionai health planning and resource allocation issues. Fach
province has participated in Carriculum Development Weorkshops for
mid~level workers c¢oordinated by WHOQO and the University of Hawaii
MEDEY Organization. Each provicce has responded favorably to the
aew expansion in rural basic health services. A nationwide commitment
to expanded and improved hasic health services exists.

The Secretary of Hezlth for each province will selecta Basic
Health Services Ceoordinater. This Coordinator (perhaps the Director ‘
of Health Services) will select persons from his staff to fulfill provipéiat
implementation roles., Resources for these administrative tasks are -
within the capability of the provinces., o o

The capabilities of the provinces in basic health services
administration will be considerably strengthened by the training aspects
of the project. Executive Seminars for policy makers, Operations =
Management for District Health Officers and assistant District Health =
Officers, plus tecknical training in personnel, supply, finance, and. .
information systems, should strengthen provincial capabilities, - . ..




c. The Digtrict Health Cificer

A major role in project implementation lies with the District
Health Officer. Under policy direction from the province, he wiil
implement the Integrated Rural Health Complexes in his district, He
will have responsibility to insure compliance with the criteria for a
complex to be operational. The District Hoalth Cfficer wiil be
responsible for inascring that drugs are on-hand and equipment is
functioning; that curative care and preventive care activities are
perform ed to standard; that supervisory visits occur at least ocnce per
worker per month; and that infermation is collected znd collated at
the RHC and reports sent to the district, He will be responsible for
preparing 2 district operaticnal plan for the guidance and deployment
of new complexes.

The District Health Cificers are, on the whole, well trained
senior public health dontors who suffer from overwork, inadequate
technical support such that delagation iz difficult, and inadequate
budgets. Their present adminisirative staff is not suitably trained
to accommodate a8 expanded zystem and in many cases is insufficient
in numbers. Often, due to iack of money and support personnel,
District Health Officers have become disceuraged and cynical about
their abilities ta offer good rural health services.,

is proiect should strengthen their administrative capabilities
and mcraie in & number 2f ways, Firstly, by defining the IRHC in an
operational way, the District Health Officers can resist local pressures
te distribute their workers, supplies, and physical facilities in an .
inefficient manner. With new funds for rural health, upgraded health
workers, upgraded administrative personnel and communications support,
and operztions menagement training {or themaselves, the District Health
Officer can do a more eifective job,

2. AlID Projec: Administration

The project is complex both technically and in its geographic
scope; therefore, 2 detailed performance oriented monitoring and ,
disbursement procedure is planned, Reguirements for dishursement
are designed to foster progress by tving disbursements to conditxov.s
precedent and targeted performance indicators,




the Mission may find it necessary to engage the services of a local

the 1973 ¥ lood Rehabilitation Grant,

a. Monitoring

Close AID Mission monitoring of the project will be crucxal.
The Mission will have an experienced pubiic health officer in charge
of project monitoring, The officer will observe the project, as it
is being implemented by the Naticnal Basic Health Services Cell, to
see whether the project is unfolding as planned and in accordance
Government-AID understandings. In doing so, the individual will:

1. Maintain 2 continucus liaisor with key Pakistanis involved
in pruject implemerntation,

2., Review materizal submittad in fulfillment of cenditions
precedent, 3:?: vising the Governmeat and ALD on adequacy
and timaseliness ~f such material and on what stens shouid
be taken to ¢orreci daficiencies.

3. Review Pakistar’'s prugress toward performance targets,
advising the Ucvernment and AID whether progress is
adequate and on schedule and what steps should be taken
te cerrect the deficiencies.

4, Review zlil project reports; conduct personal inspections,
5. Pardcipate in evaluatioas,

6. Serve as a technical and managerial advisor te Pakistar
project implementers on srganizational questions, .
pianning, training, cemmunications, and other pro_yect-
related issues,

7. Maintain liaison with WHO and other doners,

As one aspect of monitering progress, the Mission will
verify completed physical facilities through inspections, During
years one and two of Phase I, the Mission direct hire engineering = °
staff will perform this function., However, as Phase II is approa.ched,é_. R

engineering firm to assist with the monitoring, Mission perscnnel
have had experience in menitoring health facnhty cmtrmtzon m:tder




. B, Implementation Arrangements

~of the targets has a defined critical time of six months past the initial.

that placing 2 critical time for graduation of the 2nd cycle Mid-level i

b. Review and Evaluation

Joint reviews will be halgd semi-annuzally during years one, two -
and three of the project to review pregress and problems as
the project. The objective of these reviews will be to revie
targets, the progress made in reaching them and general
ment considerations. The agenda for each re
by the Goveroment, AID and WHO. Provinci
tative will participate fully in the reviews,

sociated wit :
w performaace .
project manage- |
view will be jointly developed .
al Health Department represen-

in addition to the review meetings, there will be a joint evalua-

tion at the beginning of the third yesr, This evaluation will invoive Federal
and Provincial health autherities, AID, WHO, and other donors who may
have becorne closely zssociated with the Project by the time the evaluation
is to start, The purpose of the evaluztion, from AID's point of view, will
be to (1) assess project periormance vis-2-vis the general project strategy

and impiementation desiszw i35 recemmend needed modifications in the
B

design and {3) recommend the fensibility and desirability for AID to
proceed with a {cliow-an loas project for Phase 11, If after the evaluation,
.

AlID decides to propose follgw-on loans, a Phase II Project Paper will be
submitted tc Washington for approval.

. BReporiiag

Py

To menitor the project for compliance with loan requirements
znd progress, AlD, in an implementation letter, wiil present a system
of progress reporting, The reports will serve as the basis for disbursing
loan funds against achievemsnt of performance targets. The Mission

roject manager wiil bs reaponsible for rmonitorin the reporting system
P B £ Y ;

and insuring, to the extent pessible, report accuracy.

1. roject Performance iracking Network

The project tracking network (below) covers selected project -
indicators which relate to important project targets (milestones), Each

target date. Each of the quantified targets is defined as ”critica._l."f_if’ it_':_, '
falls below 75% of the optimum targeted achievement. It should be noted

Health Worker class, and establishment of the second group of operational :
: Iy ) . _ Lo
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Integrated Rural Health Complexes, moves targets for these events
beyond month 36 of the project, It is anticipated, however, that these
units will be operational by project month 36, Calendar years cannot
be indicated at this time, Project month zero is set at the point in time
at w_ich the Government meets conditions precedent for general project =
support. ' '
Organizations directly involved in implementation of this project
include the Federal Miristry of Health, provincial Departments of =
Heszlth and Public Works, a United States contractor, the World Hea.l_tl_i
Organization and AID, The responsibilities of each in following the
implementation plan is indicated in the performance tracking network .
as 3peiled out baiow: '
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mofect Title:

DPate: / / Oniginal Appliud :
/ /7 Revisdon
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"CP1 DESCRIPTION

L]

. 2 .'.

4.

5.

Project
Month _

6

5

6

12
12

.‘12

12

12

18
24

.24

Responsibility
Group A IRHC facilities Prov., Mt
establishment inttiated and MOPW
10 MLHW modules adapted NBHSC
translated and printed
271 MLHW tutors trained NBHSC
Draft Health Kducation and NBHSC
Comraunications Strategies
20 MLHW modules adapted NBHSCO
translated and printed
9 training units operational Prov. MOH
Basic Executive Manage-~ NBHSO
ment Seminar complacted
(18 execs)
CHW Fina.cial Support NBHSC

Experimental Design Study

initiated

H ;alth Education and Commu~-NBHS5C
nication Program implemented

Project
Month

Responaibility
15. ~ 24 1st Draft Operations Manuals WT%E——

operational

48 management support
‘personnel trained {Supply

Draft National Basic Health NBHSC/

Drug Fovmulary and equip- Prov. MOH
. ment Lists completed

18 MLIIW training units Frov. MOH

Advanced Executive Manage- NBHSC
“ment Seminars completed by
.24 Execs.

- DHO-ADHO Basic Operations NBHSC

_ '~ Management Cou. Je Lompleted

L ' (18 trainees}
4y~ o

NBHSC

e Management. Budget Info System)

16. 24
17. 24
18, 30
19, 30
20, 30
21, 33
22, 33
23, 36

(Preventive Care, Curative
Care, Health Complex Manage-
ment, Inventory & Supply,
Personnel Management)

Cost Analysis initiated NBHSCG/ Prov.
MOH/DOH

CHW Financial Support NBHSC

Test models completed

Group A IRHC facilities Prov. MOH/

available for cccupancy(12) MOPW

Group B'IRHC facilities Prov. MOH/

eatablishment initiataed MOPW

Cycle 1 MLHW graduated Prcv. MOH/

and deployed (203) DHO '

Cycle 1 CHW pelected and Prov. MOH/

trained (i, 000) DHO

9 IRHC operaticnal Prov. MOH/
DHO

Evaluation completed NBHSCT/USAID
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2. National Basic Health Servicés Cell _ <

As a Cordition Precedent for the first disbursement for general
project support, the Federal Ministry of Health will establish the
National Basic Health Services Cell headed by 2 Deputy Director General
of Health. For a detailed description of the function of this Cell see the
Project Description and the Administrative Analysis sections., When
established, this unit will contain three divisions: 1} Training Division,
2} Operation Research Division, and 3} Health Education and Communi~
cations Division. This Cell will have an advisory council made 3p.
of the Federal Secretary of Health, the Director General of Health,
and Provincial Secretaries of Health, The advisory council will
coordinate policy formulation for national basic health services, The
Cell will have the responsibiiity of carrying out essentially all of the
activities for which the Federal Ministry of Health is responsible under
this project.

3. Health Worker Training Program

a. SCarriculum Developmen:

The Cell will coordinate and ensure completion of the adaptation
translation and printing of the modular curriculum, This activity will be
ipitiated early in year one phased to stay ahead of training regquirements,
It will be compieted by month 12, The Cell will coordinate and carry out
tutor training for the tutors of mid level health workers, Prior to the
opening of each new cycle of mid level health worker trairing units,
this tutor trazining will be rezpeated.

b. Training Units

Twelve training units will be established by month 6, an additional"
twelve by month 13, and a third group of tweive by rmonth 30, Selection
of the district and the particular facility .t which the training unit will be O
established will be doae by the provincia. departments of health, - - ST
Appropriate renovation of these facilitiés, addition of necessary staff, ‘
and procurement of necessc *y equipment will take place under the
direction of the provinces. Monitoring of these training units for
operationai problems will be a function of the health departments, with
assistance from the Training Division of the National Cell. This division
will set national performance standards for mid-level health workers a.mi
' paruc:pa.te in evaluation and certification of graduates.

a’
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c. Community Health Worker Training

. Community Health Worker training will be initiated at
approximately project month 24 when the first clasa of midelevel
workers graduates. This training will be carried out by the mid-
levelhealth worker under the policy direction of the provincial
departments of health,

Target outputs for each type of health worker are spelled
out in the Training Plan below,

4, DBasic Health Services System Support Development

The activities in this track (#7, 106, 12, 13, i4 & 15) all relate to
the operations management of a basic heaith services system using uon-
physician health ¢are providers, The training aspects of this track of
activities invelve employees of provincial departments of health
(District Health Office~  Assistant District Health Officers and a
group of their manager. .nt support personnel). The provincial
coordinator for the project will participate in developing guidelines
for these training programs and will be responsible for ensuring
participation by empioyees. The overall respoasibility for research
and analyeis, development of course centent and teaching materials,
and coordination and operation of the training programs will be the
responsibility of the Training Division of the Nationai Cell,

Development of the operations manuals {preventive care, curative
care, management cf rural health complex, inventory & supply, and
personnel management manual} will be the responsikility of the
Operations Research Division of the Cell but major field inputs, analysis
and ficld testing will be nece_sary at the District Health Officer and
Assistant District Health Officer levels. Deadlines for completian of
these activities are outlined in the Project Performance Network, .
Targeted times at which each of these courses are given and manuals
cdeveloped are spelled out in the narrative of the logical framework,

5. Program Analysis & Studies Activities

These activities (4, 8, 9, 16 & 17} all are the respons:.bxhty of

the National Cell but again with assistance from the provincial Basxc i

- Health Services Cosrdinator. The health education and commumcanon
- strateglel arzd materials will be developed in the early months of the o




- 80 -

project and the regional strategy can be implemented within the first >
months of year 1, This will begin by mounting campaigns for improved
sanitation, hygiene and health practices in the first year of the project, -
even before newly trained health manpower begin to graduate into the
system. This will help to build public support for important on- going
health-related programs, for exampie, the importance of child-spacing
as a health measure, or the need for the populace to cooperate with
malaria control workers who raust enter their homes to spray. As
mid-level health workers begin to ke deployed, heaith communications
will be utilized toc gain public accep@nce for these new categories of
workers and to build the receptive framewoerk which is important to

the success of the project. It iz expected that the cormmunications
component of the proiect will benefit from another project which AID

is currently developing with the Government to establish 2 Development
Communications Centre in Iglamabad -« with regianal outliets -- to
make more cffective use =f rmass media in targeting simple and actionable
nation-building messages t¢ viliage audiences.

Studies will be started early to determine the most apprepriate
methed of developing community firancizal suppert for the Community
Health Workers. This will be the responsibility of the Natiopal Cell
with major input and direction from the advisory council {pational and
provincial health leaders), elected cofficials, and, where possible,
community ieaders. The advisory council and provineial authorities
will have ultimate responsibility for selecting the test site rural health
complexes. These test gites will be selected and test models developed
for implementation by project month 24, Implementation will be by the
District Health Officers with meonitoring by the Cell,

A cost analysis study will start when the first group of new health
workers reaches the field, It will be based on data generated in each
rural health compiex and collated by District Health Officers and
provincial directors of health services. These data will be analyzed
and published by the Natioral Cell, The data will be used for analyses
and taking decisions on recurrent costs for Phase U of the project.
This will be an ongoing activity permanentiy housed in the Cell,

6. Physical Facilities

Coordination of training outputs and available physical infrastructure

'will be the responsibility of the provincial health depa_.t!;fne_nts.j - They will”
- establish Rural Health Center and Basic Health Unit gite selection criteria -
 to maximize access to units and utilization of services by the people,
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Early in year 1 {(#1, 18, 19) the provincia! health departments wil! begin -
telection of sites for these health facilizies, Most of these facilities

will involve new comsiructicn., Some, however, will be renovated existing
facilities if the site is appropriate, Some may be in rented facilities., Ths
provincial health departments will coordinate with the departments of

public works for land procurement, constructicn and installation of

equipment to full specification prior to recziving the graduated mid-leval
health workers,

e @: araticasl integrated Rural Health Complexes

The construction, equipping and stafiing of the Hrst rural health
complex will ba completed at month 24, The firs: group of Community
Workers will be trainzd by month 27. Allowing 2 misimum period of
3 months of cperation to cvercome problams in supply and function of
squipment or material, the firat Integrated Rural Health Complexes
will be operational shortiy aiter month 30, At that time a mimimum of
9 complexes will be fully operational {12 «ill be optimal ), At month
36 two additional ciasses ¢ Mid-Level Workers will graduate to staff
the nsw facililies and the iotal number of operational complexes shortly
afier month 35 will be 2 minimum of 27,

8. Contracior Resporeibility

A U, 5. contractor with expertise and experience in development
of nealitn service svatsme Usicg non-physician health care providers,
aad the establizhment and operation of training programs using competency
based modular educatinnal materials, will be selected to provide technical
assig@dnce to the Goverument, This contractor will provide 4 long term
technical advisors. Thesc zdvisors will consist of 3 public health physicians
with experience with physician extender training programs and one ‘education
science/curriculum desig: specialist. The contractor will also provide
short term technical advisors for consultation with Government of Pakistan
officials on supply management and health information systems. The
short term advisors wiil assist in developing and participate in the coaduct
of training programs and seminars.

This technical assistance contract :
will be signed and at least two advisors including the curriculum design: ith
specialist will be on station shortly before project month zero.

(see -
Part Iv.D.2 for a dlscussion of contractor selection.)

9. Worlid Health Organization

The World Health Organization wiil provide two technical adszdrs.‘
One will be a management systems specialist and the other a phy51c1an
with a background in public health.

Bcth will be in place no later:
than project month six. ' '
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10, Loan Implementation Schedule

Mon
Loan Authorization -4
Loan Agreement Signed -3
Initial Conditions Precedent Me* -2
Technical Assistance Contract Signed -1
First Disbursement to T. A, -1
: Conditions Precedent to Advance Disburse-
: £ ment for Generzl Project Support Met -
l and Disbhurserrent Made 0 (Phase I begins)
Congdition (o lat Instzliment Met
and Installment Made &
lst Annual Review Meeting i1
Conditicns to 2rd Installment Met
and Instalirment Made 12
Baseline Study Degins 13

Conditions to 3rd Instaliment Met and Made 18

Conditiens to 4th Installment Met and
Ingtallment Made 24

Joint Evaluation 25

Conditions to Sth Installment Met
and Installment Made 30

Conditions to Final Payment Met and _ o IR
Payment Made 36 (Phasel e_;;d;}. ,
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11, Support for Technical Advisors

Flans have not yet been developed for logistic support
of contract advisors and any special privileges and benefits
(e. g. duty free import) they may receive. These topics will be
reviewed at the tim.e of contract negotialions,

12, Fund Releass Procedurs

Disbursements for the technical assistance portion of the loan

will be handled through AID's traditional Letter of Commibment
procedures after initial conditions precedent are mat.

Remaining loan funds will be used to finance the project in

general and will not be identified with any marticular activity
under the project, =.g. facility ccastruction, training, or procure-

ment of drugs apnd equipment. {t should be clear that the objective of
AID's support is tc reach the project purpose and under this loan

to reach the Phase I 'Tnd of Proiect Status'. This will reouire the
time phased accomplishmrent of 2 complex series of interrelated
activities.
therefore directad to overall purpose achievamernt.

The loan and tre systemn for administering the loan are

To insure that loan funds are used prudeatly and for project
purpose achievement, a disbursement systam with the following
com.ponents is planced:

1)

2)

1

Local cost financing will be accomplished by an initial

advance payment followed by five (5) semi-annual fW
loan igs_ux}l/nzjg;ia\nd a final payment. (A/ é@//d- .
. f

Four sets of conditions precedent for (1) disbursement
for tachnical assistance, (2) disbursement for the initial
advance for general projects support, (3) disbursement
for fixed installments and (4) final disbursement for the
achievemant of the Phase I end of project status. '

,—

)
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3) Six sets of semi-annual performance targets which
specify distinct outputs over the three year loan

disbursement period upon which ican installments
will be based.

4} Use of a ""Special Letter of Credit"' for loar
‘disbursement.

5) AID monitoring of physical {acilities site selection,
design, and comstruction, by mezns of post constructor
inspections,

Specific interim perfcrmance targets will be established in
Implementation Letter No.l and may, at the Mission’s discretion, be
) amended over the life of the project. The End of Project Status targets
{ will remain {ixed. The syatem of disbursements will proceed as fcllows:

Conditions pracedent for techrical assistance will be met
first and the technical advisors will enter on duty; conditions to the initial
project support are met next and the initial advance is made; conditions
to serai-annual instailments, including performance targets, are met at
not iess than six month intervals and disbursements made; conditions
to final disbursement including end of project status target as defined in

the last set of conditions precedent are met and final disbursement is
made.

With the number of targets that must be met, it is very
likely scme will be more than met, while others may fall short. The
potential czuses for variations are numerous and may be poliiieal,
financial, technical or administrative in nature, In determining
satisfactory progress for disbursements, the interim targets must be
evaluated as 2 whole, The Mission must have the flexibility to judge,

. based on the level of accomplishment, whether shortcomings 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 B
relative importance of the specific target and the probability that lost - T
ground can be made up. Interim targets represent a point ina progresuon )
of activities required to reach the end of project status for Phase I and the
end of project status must be met for final dxsbursemept.




it is important to note that although disbursements for ail
but the technical assistance advance are tied to perforrmance targets,
disbursements will not be made faster than at six montk intervals,
AID may at its discretion make partial disbursements if targets are

not entirely met or target standards maintained as specified in
implementation letiers,

e

/ It is expected that the Government will finance more than
25 per cent of the preject during Phase I, However, to insure compliance
with S ection 110{a} of the FAA, the final disbursement of $ 4,2 million
will not be made until detailed financial statements for Phase ] exp__'ggg_i_;_tg;e_s'gf
have been submitted tc AID evidencing compliance with this requirement.

An illustrative dishursement schedule for gerneral project
support is presented below:




Disbursements for General Project Support

Month of Amount of
: Disburse- Disbursement
Disbursement No. ment $ Million Disbursement Requiremente
1. mo. 0% . 250 CP's met:
(advance)
(1} National Basic Health Services Cell created,
key positions established, Deputy Director
General hired and in place.
1
o (2) Evidence of adequate federal and provincial funds
© have been made available to the implementing
ot departments in accordance with the plan of opera-
tion for the first year of the project.
(3) Evidence that procedures for semi-annual review
meetings are established.
(4) Evidence that borrower has requested WHO advisors.
(5) Evidence that provinces support project and have
established machinery to manage the project.
| (6) Evidence that provincial annual plans of action
e beinc imnlemented.
?_
2. mo.b 350 CP'e met:
{installment)

(1) Evidence that Provincial Plans of Action
being implemented

"@Mpnthjo'iq‘t’i:_e.ﬁ_i_nt at whi¢h. for project purposes, Fhase Iis considered to begin. -
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‘Month of Amount of
) Disburse- Disbursement
pisbursement No. ment $ Million Disbursement Requirements _
(2) Evidence of federal and provincial budget. allocaﬁion;
for second year of the project.
(3) Evidence of satisfactory performance per
targets,
Performance Targets:
(1) 10 training modules completed
{2) 27 tutors trained
(3) Health education/communication strategies
formulated
(4) WHO technicians in country
(5) 5 key positions in the Federal Cell filled,
and a minimum budget allucation of
g, 600, 000 for its first year of operation,
3. mo. 12 1.650 CP's met:
(installment)

(1) Evidence that Provincial Annual Plans of
Action being implemented.

(2} Evidence of adequate federal and provincial funds
have been made available to the implementing
departments in accordance with the plan of opera—_“
tion for the second year of the project.

(3) Evidence of satisfactory performance per’target- 




. - Month of Amount of

o Disburse- Disbur sement
E '.[)'i'bhnrsément No. ment_ $ Million Disbursement Requiremgnts
Performance Targets:
(1) 20 training modules completed
(2) 9 training unite nre operational
(3) Financial support study started
(4) Yealth education/ communications program
being implemented
(5) ¥Facilities for 17 Integrated Complexes being
constructed/improved according to general ,
criteria agreed upon at the initiation of the
project
(6) A minimum budget allocation of Rs. 1,000,000
for the second year of operation of the Cell.
4. mo, 18 2.250 FP'S met:
(installment)

(1) Evidence that Provincial Plans of Action
being implemented

(2) Evidence of federal and provincial bu@get
allocations for third year of the project.

(3) satisfactory performance per targets.
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Project Noi

mofect Title:

DPate: / / Oniginal Appliud :
/ /7 Revisdon

o

o <

"CP1 DESCRIPTION

L]

. 2 .'.

4.

5.

Project
Month _

6

5

6

12
12

.‘12

12

12

18
24

.24

Responsibility
Group A IRHC facilities Prov., Mt
establishment inttiated and MOPW
10 MLHW modules adapted NBHSC
translated and printed
271 MLHW tutors trained NBHSC
Draft Health Kducation and NBHSC
Comraunications Strategies
20 MLHW modules adapted NBHSCO
translated and printed
9 training units operational Prov. MOH
Basic Executive Manage-~ NBHSO
ment Seminar complacted
(18 execs)
CHW Fina.cial Support NBHSC

Experimental Design Study

initiated

H ;alth Education and Commu~-NBHS5C
nication Program implemented

Project
Month

Responaibility
15. ~ 24 1st Draft Operations Manuals WT%E——

operational

48 management support
‘personnel trained {Supply

Draft National Basic Health NBHSC/

Drug Fovmulary and equip- Prov. MOH
. ment Lists completed

18 MLIIW training units Frov. MOH

Advanced Executive Manage- NBHSC
“ment Seminars completed by
.24 Execs.

- DHO-ADHO Basic Operations NBHSC

_ '~ Management Cou. Je Lompleted

L ' (18 trainees}
4y~ o

NBHSC

e Management. Budget Info System)

16. 24
17. 24
18, 30
19, 30
20, 30
21, 33
22, 33
23, 36

(Preventive Care, Curative
Care, Health Complex Manage-
ment, Inventory & Supply,
Personnel Management)

Cost Analysis initiated NBHSCG/ Prov.
MOH/DOH

CHW Financial Support NBHSC

Test models completed

Group A IRHC facilities Prov. MOH/

available for cccupancy(12) MOPW

Group B'IRHC facilities Prov. MOH/

eatablishment initiataed MOPW

Cycle 1 MLHW graduated Prcv. MOH/

and deployed (203) DHO '

Cycle 1 CHW pelected and Prov. MOH/

trained (i, 000) DHO

9 IRHC operaticnal Prov. MOH/
DHO

Evaluation completed NBHSCT/USAID




Disbursements for General Project Support

Month of Amount of
: Disburse- Disbursement
Disbursement No. ment $ Million Disbursement Requiremente
1. mo. 0% . 250 CP's met:
(advance)
(1} National Basic Health Services Cell created,
key positions established, Deputy Director
General hired and in place.
1
o (2) Evidence of adequate federal and provincial funds
© have been made available to the implementing
ot departments in accordance with the plan of opera-
tion for the first year of the project.
(3) Evidence that procedures for semi-annual review
meetings are established.
(4) Evidence that borrower has requested WHO advisors.
(5) Evidence that provinces support project and have
established machinery to manage the project.
| (6) Evidence that provincial annual plans of action
e beinc imnlemented.
?_
2. mo.b 350 CP'e met:
{installment)

(1) Evidence that Provincial Plans of Action
being implemented

"@Mpnthjo'iq‘t’i:_e.ﬁ_i_nt at whi¢h. for project purposes, Fhase Iis considered to begin. -




OPT_FORM

-~ L2

; ’.nsiééﬁnthg;

Project Noi

mofect Title:

DPate: / / Oniginal Appliud :
/ /7 Revisdon

o

o <

"CP1 DESCRIPTION

L]

. 2 .'.

4.

5.

Project
Month _

6

5

6

12
12

.‘12

12

12

18
24

.24

Responsibility
Group A IRHC facilities Prov., Mt
establishment inttiated and MOPW
10 MLHW modules adapted NBHSC
translated and printed
271 MLHW tutors trained NBHSC
Draft Health Kducation and NBHSC
Comraunications Strategies
20 MLHW modules adapted NBHSCO
translated and printed
9 training units operational Prov. MOH
Basic Executive Manage-~ NBHSO
ment Seminar complacted
(18 execs)
CHW Fina.cial Support NBHSC

Experimental Design Study

initiated
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Advanced Executive Manage- NBHSC
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_ '~ Management Cou. Je Lompleted
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16. 24
17. 24
18, 30
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23, 36

(Preventive Care, Curative
Care, Health Complex Manage-
ment, Inventory & Supply,
Personnel Management)

Cost Analysis initiated NBHSCG/ Prov.
MOH/DOH

CHW Financial Support NBHSC

Test models completed

Group A IRHC facilities Prov. MOH/

available for cccupancy(12) MOPW

Group B'IRHC facilities Prov. MOH/

eatablishment initiataed MOPW

Cycle 1 MLHW graduated Prcv. MOH/
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Cycle 1 CHW pelected and Prov. MOH/
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9 IRHC operaticnal Prov. MOH/
DHO

Evaluation completed NBHSCT/USAID




Disbursements for General Project Support

Month of Amount of
: Disburse- Disbursement
Disbursement No. ment $ Million Disbursement Requiremente
1. mo. 0% . 250 CP's met:
(advance)
(1} National Basic Health Services Cell created,
key positions established, Deputy Director
General hired and in place.
1
o (2) Evidence of adequate federal and provincial funds
© have been made available to the implementing
ot departments in accordance with the plan of opera-
tion for the first year of the project.
(3) Evidence that procedures for semi-annual review
meetings are established.
(4) Evidence that borrower has requested WHO advisors.
(5) Evidence that provinces support project and have
established machinery to manage the project.
| (6) Evidence that provincial annual plans of action
e beinc imnlemented.
?_
2. mo.b 350 CP'e met:
{installment)

(1) Evidence that Provincial Plans of Action
being implemented

"@Mpnthjo'iq‘t’i:_e.ﬁ_i_nt at whi¢h. for project purposes, Fhase Iis considered to begin. -
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‘Month of Amount of
) Disburse- Disbursement
pisbursement No. ment $ Million Disbursement Requirements _
(2) Evidence of federal and provincial budget. allocaﬁion;
for second year of the project.
(3) Evidence of satisfactory performance per
targets,
Performance Targets:
(1) 10 training modules completed
{2) 27 tutors trained
(3) Health education/communication strategies
formulated
(4) WHO technicians in country
(5) 5 key positions in the Federal Cell filled,
and a minimum budget allucation of
g, 600, 000 for its first year of operation,
3. mo. 12 1.650 CP's met:
(installment)

(1) Evidence that Provincial Annual Plans of
Action being implemented.

(2} Evidence of adequate federal and provincial funds
have been made available to the implementing
departments in accordance with the plan of opera—_“
tion for the second year of the project.

(3) Evidence of satisfactory performance per’target- 




. - Month of Amount of

o Disburse- Disbur sement
E '.[)'i'bhnrsément No. ment_ $ Million Disbursement Requiremgnts
Performance Targets:
(1) 20 training modules completed
(2) 9 training unite nre operational
(3) Financial support study started
(4) Yealth education/ communications program
being implemented
(5) ¥Facilities for 17 Integrated Complexes being
constructed/improved according to general ,
criteria agreed upon at the initiation of the
project
(6) A minimum budget allocation of Rs. 1,000,000
for the second year of operation of the Cell.
4. mo, 18 2.250 FP'S met:
(installment)

(1) Evidence that Provincial Plans of Action
being implemented

(2) Evidence of federal and provincial bu@get
allocations for third year of the project.

(3) satisfactory performance per targets.
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Care, Health Complex Manage-
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Personnel Management)

Cost Analysis initiated NBHSCG/ Prov.
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Disbursements for General Project Support

Month of Amount of
: Disburse- Disbursement
Disbursement No. ment $ Million Disbursement Requiremente
1. mo. 0% . 250 CP's met:
(advance)
(1} National Basic Health Services Cell created,
key positions established, Deputy Director
General hired and in place.
1
o (2) Evidence of adequate federal and provincial funds
© have been made available to the implementing
ot departments in accordance with the plan of opera-
tion for the first year of the project.
(3) Evidence that procedures for semi-annual review
meetings are established.
(4) Evidence that borrower has requested WHO advisors.
(5) Evidence that provinces support project and have
established machinery to manage the project.
| (6) Evidence that provincial annual plans of action
e beinc imnlemented.
?_
2. mo.b 350 CP'e met:
{installment)

(1) Evidence that Provincial Plans of Action
being implemented

"@Mpnthjo'iq‘t’i:_e.ﬁ_i_nt at whi¢h. for project purposes, Fhase Iis considered to begin. -




. - Month of Amount of

o Disburse- Disbur sement
E '.[)'i'bhnrsément No. ment_ $ Million Disbursement Requiremgnts
Performance Targets:
(1) 20 training modules completed
(2) 9 training unite nre operational
(3) Financial support study started
(4) Yealth education/ communications program
being implemented
(5) ¥Facilities for 17 Integrated Complexes being
constructed/improved according to general ,
criteria agreed upon at the initiation of the
project
(6) A minimum budget allocation of Rs. 1,000,000
for the second year of operation of the Cell.
4. mo, 18 2.250 FP'S met:
(installment)

(1) Evidence that Provincial Plans of Action
being implemented

(2) Evidence of federal and provincial bu@get
allocations for third year of the project.

(3) satisfactory performance per targets.




Month of Amount of
o Disburse- Disbursement ‘
Disbursement No. ment $ Million Disbursement Requirements
Performance Targets:
(1) Basic health drug formulary and medical
equipment list completed
(2) 54 tutors trained
(3) All positions for the Cell as specified
in the plan of operation are established and
: 50% of them filled
(4) Baseline survey started.
.
A 5. mo. 24 2,500 CP's mei:
] | (instalment) (1) Evidence that Provincial Annual ¥Flans of

Action being implemented

Evidence of adequate fedsral and provincial funds
have been made available to the implementing
departments .n socordance with the plan of opera-
tion for the chird year of the project.

(2)

Evidence of satisfactory parformance per targets.

(3}

Performance Targets:

(1) 18 training units operational

{2) Executive managewment seminar completed.
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Month of Amount of

e : _ Diab_urse- Disbursement
Disbureement No, ment § Million Disbursement Requirements
(3} Management course for District Health
Officers and assistants completed.
(4) Management support personnel trained.
(5} First draft of Onerations Manual completed.
(6) Community Worker financial support inodule
completed.
(7} Plan for external evaluation approved by AID,
{8) 1 National drug formulary operating
{3} National standards for curative and preventive
care for Integrated Complexes completed.
{10) Baseline survey completed.
(11) 75% of the Cell positions T1lddd,
(12} A minimum badget allocation of Res. 1, 000, 000
for the third year of operation of the Cell,
6. mo, 30 2,500 CP's mct:
(installment)

(1} Evidence that Provincial Aunuat Plans of
Action are being impleted,

(2) Evidence of federal and provincial -b\idg_et
allocations for the first year of Phase Il
of the project. Lo
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"CP1 DESCRIPTION
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Project
Month _

6

5

6

12
12

.‘12

12

12

18
24

.24

Responsibility
Group A IRHC facilities Prov., Mt
establishment inttiated and MOPW
10 MLHW modules adapted NBHSC
translated and printed
271 MLHW tutors trained NBHSC
Draft Health Kducation and NBHSC
Comraunications Strategies
20 MLHW modules adapted NBHSCO
translated and printed
9 training units operational Prov. MOH
Basic Executive Manage-~ NBHSO
ment Seminar complacted
(18 execs)
CHW Fina.cial Support NBHSC

Experimental Design Study

initiated

H ;alth Education and Commu~-NBHS5C
nication Program implemented

Project
Month

Responaibility
15. ~ 24 1st Draft Operations Manuals WT%E——

operational

48 management support
‘personnel trained {Supply

Draft National Basic Health NBHSC/

Drug Fovmulary and equip- Prov. MOH
. ment Lists completed

18 MLIIW training units Frov. MOH

Advanced Executive Manage- NBHSC
“ment Seminars completed by
.24 Execs.

- DHO-ADHO Basic Operations NBHSC

_ '~ Management Cou. Je Lompleted

L ' (18 trainees}
4y~ o

NBHSC

e Management. Budget Info System)

16. 24
17. 24
18, 30
19, 30
20, 30
21, 33
22, 33
23, 36

(Preventive Care, Curative
Care, Health Complex Manage-
ment, Inventory & Supply,
Personnel Management)

Cost Analysis initiated NBHSCG/ Prov.
MOH/DOH

CHW Financial Support NBHSC

Test models completed

Group A IRHC facilities Prov. MOH/

available for cccupancy(12) MOPW

Group B'IRHC facilities Prov. MOH/

eatablishment initiataed MOPW

Cycle 1 MLHW graduated Prcv. MOH/

and deployed (203) DHO '

Cycle 1 CHW pelected and Prov. MOH/

trained (i, 000) DHO

9 IRHC operaticnal Prov. MOH/
DHO

Evaluation completed NBHSCT/USAID




Disbursements for General Project Support

Month of Amount of
: Disburse- Disbursement
Disbursement No. ment $ Million Disbursement Requiremente
1. mo. 0% . 250 CP's met:
(advance)
(1} National Basic Health Services Cell created,
key positions established, Deputy Director
General hired and in place.
1
o (2) Evidence of adequate federal and provincial funds
© have been made available to the implementing
ot departments in accordance with the plan of opera-
tion for the first year of the project.
(3) Evidence that procedures for semi-annual review
meetings are established.
(4) Evidence that borrower has requested WHO advisors.
(5) Evidence that provinces support project and have
established machinery to manage the project.
| (6) Evidence that provincial annual plans of action
e beinc imnlemented.
?_
2. mo.b 350 CP'e met:
{installment)

(1) Evidence that Provincial Plans of Action
being implemented

"@Mpnthjo'iq‘t’i:_e.ﬁ_i_nt at whi¢h. for project purposes, Fhase Iis considered to begin. -
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) Disburse- Disbursement
pisbursement No. ment $ Million Disbursement Requirements _
(2) Evidence of federal and provincial budget. allocaﬁion;
for second year of the project.
(3) Evidence of satisfactory performance per
targets,
Performance Targets:
(1) 10 training modules completed
{2) 27 tutors trained
(3) Health education/communication strategies
formulated
(4) WHO technicians in country
(5) 5 key positions in the Federal Cell filled,
and a minimum budget allucation of
g, 600, 000 for its first year of operation,
3. mo. 12 1.650 CP's met:
(installment)

(1) Evidence that Provincial Annual Plans of
Action being implemented.

(2} Evidence of adequate federal and provincial funds
have been made available to the implementing
departments in accordance with the plan of opera—_“
tion for the second year of the project.

(3) Evidence of satisfactory performance per’target- 
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allocations for third year of the project.

(3) satisfactory performance per targets.
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being implemented
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Disbursements for General Project Support

Month of Amount of
: Disburse- Disbursement
Disbursement No. ment $ Million Disbursement Requiremente
1. mo. 0% . 250 CP's met:
(advance)
(1} National Basic Health Services Cell created,
key positions established, Deputy Director
General hired and in place.
1
o (2) Evidence of adequate federal and provincial funds
© have been made available to the implementing
ot departments in accordance with the plan of opera-
tion for the first year of the project.
(3) Evidence that procedures for semi-annual review
meetings are established.
(4) Evidence that borrower has requested WHO advisors.
(5) Evidence that provinces support project and have
established machinery to manage the project.
| (6) Evidence that provincial annual plans of action
e beinc imnlemented.
?_
2. mo.b 350 CP'e met:
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(1) Evidence that Provincial Plans of Action
being implemented
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‘Month of Amount of
) Disburse- Disbursement
pisbursement No. ment $ Million Disbursement Requirements _
(2) Evidence of federal and provincial budget. allocaﬁion;
for second year of the project.
(3) Evidence of satisfactory performance per
targets,
Performance Targets:
(1) 10 training modules completed
{2) 27 tutors trained
(3) Health education/communication strategies
formulated
(4) WHO technicians in country
(5) 5 key positions in the Federal Cell filled,
and a minimum budget allucation of
g, 600, 000 for its first year of operation,
3. mo. 12 1.650 CP's met:
(installment)

(1) Evidence that Provincial Annual Plans of
Action being implemented.

(2} Evidence of adequate federal and provincial funds
have been made available to the implementing
departments in accordance with the plan of opera—_“
tion for the second year of the project.

(3) Evidence of satisfactory performance per’target- 




. - Month of Amount of

o Disburse- Disbur sement
E '.[)'i'bhnrsément No. ment_ $ Million Disbursement Requiremgnts
Performance Targets:
(1) 20 training modules completed
(2) 9 training unite nre operational
(3) Financial support study started
(4) Yealth education/ communications program
being implemented
(5) ¥Facilities for 17 Integrated Complexes being
constructed/improved according to general ,
criteria agreed upon at the initiation of the
project
(6) A minimum budget allocation of Rs. 1,000,000
for the second year of operation of the Cell.
4. mo, 18 2.250 FP'S met:
(installment)

(1) Evidence that Provincial Plans of Action
being implemented

(2) Evidence of federal and provincial bu@get
allocations for third year of the project.

(3) satisfactory performance per targets.
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Disbursements for General Project Support

Month of Amount of
: Disburse- Disbursement
Disbursement No. ment $ Million Disbursement Requiremente
1. mo. 0% . 250 CP's met:
(advance)
(1} National Basic Health Services Cell created,
key positions established, Deputy Director
General hired and in place.
1
o (2) Evidence of adequate federal and provincial funds
© have been made available to the implementing
ot departments in accordance with the plan of opera-
tion for the first year of the project.
(3) Evidence that procedures for semi-annual review
meetings are established.
(4) Evidence that borrower has requested WHO advisors.
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established machinery to manage the project.
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e beinc imnlemented.
?_
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(1) Evidence that Provincial Plans of Action
being implemented

"@Mpnthjo'iq‘t’i:_e.ﬁ_i_nt at whi¢h. for project purposes, Fhase Iis considered to begin. -




Month of Anmount of
R Disburse- Disbursement L
Disbursement No., ment % Million Disbursement Requirements

(3) Evidence of ratisfactory progrees per
performance targets,

Performance Targets:

{1} 18 Complexes being const. acted/imp.ove.
and vperating.

{2) 9 Complexes fully equipped including
required vehicles.

(3) 203 mid-level health worker graduates,

i
~
o

.. |

7. mo, 36 4.000 CP'a for Final NDisbursement:
(Final payment)

(1) Phase I financial statemenis acceptable o AID,
(2) End of Project Status achieved.

End of Project Status

{1) Not less than 27 Mid~Lcvel Health Worker
training units established.

(2) Not lesa than 600 Mid Level Health Workers
have graduated from the training units.

(3) Not less than 1000 Community Health Workel LI
trained by Mid- Leve! Heaith Workers,




Month of Amount of
o Disburse- Disbursement ‘
Disbursement No. ment $ Million Disbursement Requirements
Performance Targets:
(1) Basic health drug formulary and medical
equipment list completed
(2) 54 tutors trained
(3) All positions for the Cell as specified
in the plan of operation are established and
: 50% of them filled
(4) Baseline survey started.
.
A 5. mo. 24 2,500 CP's mei:
] | (instalment) (1) Evidence that Provincial Annual ¥Flans of

Action being implemented

Evidence of adequate fedsral and provincial funds
have been made available to the implementing
departments .n socordance with the plan of opera-
tion for the chird year of the project.

(2)

Evidence of satisfactory parformance per targets.

(3}

Performance Targets:

(1) 18 training units operational

{2) Executive managewment seminar completed.
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have graduated from the training units.
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Disbursement No. ment $ Million Disbursement Requirements
Performance Targets:
(1) Basic health drug formulary and medical
equipment list completed
(2) 54 tutors trained
(3) All positions for the Cell as specified
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: 50% of them filled
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.
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] | (instalment) (1) Evidence that Provincial Annual ¥Flans of

Action being implemented

Evidence of adequate fedsral and provincial funds
have been made available to the implementing
departments .n socordance with the plan of opera-
tion for the chird year of the project.
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Performance Targets:

(1) 18 training units operational

{2) Executive managewment seminar completed.
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(3} Management course for District Health
Officers and assistants completed.
(4) Management support personnel trained.
(5} First draft of Onerations Manual completed.
(6) Community Worker financial support inodule
completed.
(7} Plan for external evaluation approved by AID,
{8) 1 National drug formulary operating
{3} National standards for curative and preventive
care for Integrated Complexes completed.
{10) Baseline survey completed.
(11) 75% of the Cell positions T1lddd,
(12} A minimum badget allocation of Res. 1, 000, 000
for the third year of operation of the Cell,
6. mo, 30 2,500 CP's mct:
(installment)

(1} Evidence that Provincial Aunuat Plans of
Action are being impleted,

(2) Evidence of federal and provincial -b\idg_et
allocations for the first year of Phase Il
of the project. Lo
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(Final payment)

(1) Phase I financial statemenis acceptable o AID,
(2) End of Project Status achieved.

End of Project Status

{1) Not less than 27 Mid~Lcvel Health Worker
training units established.

(2) Not lesa than 600 Mid Level Health Workers
have graduated from the training units.

(3) Not less than 1000 Community Health Workel LI
trained by Mid- Leve! Heaith Workers,
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Month of Amount of
. Disburse- Disbursement
" Disbursement No, _ment $ Million Disbursement Requirements .

(4)

(5}

(6)

X))

Not less than 9 Integrated Rural Healtli
Complexes are in operation,

All management training for project managers
and support staff has been completed.

Operation manuals have been completed in the
areas of management and supply. ‘personnel

management and management of health complex:

New personnel system is being implemented.




T

- 93 -

C. Evaluation Arrangements for the Project

1. Government of Pakistan Collaboration

The project evaluation will be conducted by the Opﬂratxonal
Research Division of the National Basic Health Services Cell of the
Federal Ministry of Health in conjunction with AID. 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 Health, Goverrment of Pakistan,
and the AID Mission.

2. Goal Indicators

a.General
The goal of the public n.ea.lth sector is to improve the heaith
status of the population. This project is focused on the rural

population, now poorly served {around 5% coverage by scientific
medicine).

vere ww- Ilmprovements in health status are difficult to demonstrate

and require long lead times before measureable change occurs. For

this reason, measurement of changes will not be attempted until near

the end of Phase Il of the project {baseline data will be collected in
year !l of Phase I).

Certain objectiveiy verifiable indicators are sensitive to
health care programs that stress preventive care along with curative
care. These indicators are mostly changes in mortality of children
and mothers. A good integrated health care program should be able to
achieve a 10-20% decrease in infant deaths and a 35-50% decrease in
mortality in the 1-4 age group. Indicators measured in this project
for general mortality assess these goals., These indicators are
reductions in infant mortality rate from 130 (estimate) to 100 .and

reduction in age-specific death rate (1-4 group) from 24/1000 to
14/1000.

Maternal deaths can also be reduced 25-59% but measure-
ment of this will require a more costly baseline survey (over 2200
househclds) to achieve statistical szgmfmance since these deaths are’
rare (probably one maternal death each year in a village of 1000 -
people). Reductions in mortality and morbidity from measles,
polio, whooping cough, tetanus, and diphtheria by the mmumzatmn of
children can be expected. At least two factors mxtzga.te against .
measurement of these reductions, however: (1) the condxt:ons are

T




sometimes difficult to discriminate {they may oe~ur in non- recogni_zab!.e
forms) and {(2) their rates are relatively low, making survey require- o
ments high to achieve statistical significance.

This evaluation will measure two indicaters of morbidity
(sickness) in children., These are the prevalenee of malnutrition in
children ages 1-2 years, defined as children with weight-for-age -
below 70% cof the Harvard Standard curve, and the prevalence of
diarrhea/dysentary with dehydraticn,

Research has shown that the malnutrition/infection complex
contributes significantly to childhood deaths and sicknesses. This
project, building on the work of the Nutrition Cell of the Federal
Planning Commiseion 2rnd of cther nutrition work carried out through
the Federal Ministzry of Health, expacts to be 2 major implementor
of applied nutrition through the home visiting and child weighing
program. Early diagnosies and treatment of infection and nutrition
education to high-risk families (plus selective food supplementation)
should significantly decrease malnutrition in the target population.
The project expects 2 decrease in malnutrition from around 20%
to around 12% for those children below the 70% percentile on the
growth chart.

The second morbidity indicator is the percent of children
having had diarrhea/dysentary with dehydration. Research has shown
that the only nractical way to decrease the diarrhea/dysentary rate is
yy regularly consuming potable water. However, diarrhea/dysentary
does not kill children. Dehydration, the loss of body fluids, does. A
health care program, through prompt diagnosis and treatment of
diarrhea/dvsentary, can prevent the dehydration process by oral or
intravenous rehydration, thus decreasing dehydration, and hence,
decreasing death. This preject axpects to lower diarrhea/dysentary
with accompanying dehydration from 75% {estimate) to 10%.

This project should also have 2 long term favorable impact
on fertility in rural Pakistan. Cne reason is that the trained Community
Health Workers can deliver condoms and oral contraceptives and - B
also provide information on the benefits of child spacing. The second = .-
rezson is that there is almost always a decrease in fertility following - i
2 decrease in child mortality (the child-survival hypothesis). JUR

_ © This project will assess its fertility impact by measuring
~ "percent of contraceptive users'’ and ''percent of continuous users.
of contraceptives at 2 parity of two''. ' ' R
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Baseline data gathe ring for the Goal Indicators and
Purpose Indicators will be completed before month 18 of the project
(6 months prior to the first graduates). The estimated cost of
the baseline study is §$ 11, 700,

b. Study Design for Goal Indicators

Goal indicators will be assessed by a recall survey of
village mothers and clinical exams of children (no needles). The
baseline survey will be conducted twice, once in the Winter and . -
once in the Summer, to get 2 true picture of mo rbidity which has
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 as 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 household survey - 509
controis and 500 treatment groupa, This can be stratified by population
and province giving a 17% sample of 34 villages (assuming village
Sizes of around 1, 009 pecple).

PGSSIBLE SAMPLING PLAN

TREATMENT CONTROL !
_ % households
Villages 'Ho useholds ]f Villages | Households per village
. T i :
Punjab 7 206 b i | 206 17%
Sind s 1 147 s a7 17%
f
N.W.F.P, { 3 h I 3 | 8c ; 1T
! I 1 1 '
Baiuchistan l 2 ( 59 b2 ; 59 f 17%
H [ L
TOTAL II 17 | so00 [', 17 | seo |
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Operational Complexes will gather all of the goal indicators -
a8 part of their daily activities. For this reason, only control areas
will require periodic resurvey to assess their heaith status. This is
contemplated for years 5 and 7.

It is emphasized that the bassline survey of goal indicators
does not aid in evaluation of Phase 1 of the project. The data coilected
presumes that Phase II will take place with adequate funding.

c. Data Collection for Goal Indicators - Baweline

To reduce costs and to aid in the field experience of mid-
level students, it is progosed to use female and 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 will be trained the week previous to the data collection
effort.

d. Data Analysis and Reporting
The Cperational Research Division of the National Basic
Health Services Cell will design precoded forms which can be computor
analyzed at a Government data processing facility. Reports will be
generated by month 30 of the project.

3. Baseline Data for Purpose Indicatorsa

a.Coverage

The above mentioned baseline survey will be used to develop:
benchmarks for two of the three End-of-Project Status indicators.
These are 1) Population Coverage - percent of population within 10 Km
(6.2 miles) of a basic health unit) and 2} Utilization - visits/pérSon/
year to a Government health unit. The sampled households will be
asked questions about these indicators.

The number of cperational Complexes will be counted after .
an independent inspection has shown them to meet the criteria for :
"operational''. No baseline data are required.

b.Quality

Quality indicators can be assessed by a two-person team
{one from the Federal Ministry of Health and one f{rom the appropriate = -
provincial Department of Health). The Cell will select 5-10 common | -

curative conditions, set diagnostic and treatment standards and .




observe existing non-physician workers wh
They will also pick 5 preventive program acti
for these, and observe existing workers,
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the following numbers of workers might be evaluated:

drugs and equipment in eac
existing standard drug and aquipment lists.

Number of "

Province Workers 'E\‘rallug_t_ef_l

Punjab ' 40

Sind 30

N.W.F.P. 10
_Baluchi~tan 7

c. Management

checking quality of care can check the

The same team.
b rural unit comparing supplies to

ask the worker hew often he is supervised.

rural health workers or Giavernmeant institutions.
not be publicly used until the
imgrovement

d. Evaluation Philosnphy

It will not be the intent o

repeat gurvey of year 3 to show
of the health system.

4. Output Indicators

Outputs will be counted from project re

data are recuired.

D.

Conditions Precedent, Covenants and Txceptions

1. Coaditions Precedent and Covenants

NCTE: The following are illustrati

o deliver primary care.
vities, set criteria.
Based on the population,

The team can also

f baseline evaluators to embarrass
These data will

cords., No baseline

ve of the Conditio-',;s. Pi-'-ec':ed'e__;it

and Covenants that the AID Mission proposes -t_onzégo'ti'atej

with the Government of Pakistan, Althoug_h_'the'Gfo?é'.ru_-

ment is in accord with the purposes of the illustrative
about the aumber’

CP's, officials have expressed concern a

_from loan agreement negotiation talks, -

O
1.

- of conditions and the specificity indicated, " The final .
" text of the CPs énd Covenants will, therefore,; evohre
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2. Conditions Precedent to Disbursement for Technical -

_____.—_M

Asaistance,

Prior to the first disbursement of ‘r.ha'AI'.D funds for
Technical Assistance, the Borrower/Crantee will furnish:

1) A plan for the expansion of basic health services,
outling strategy and objectives, organization, scheduling, costs and
financing, and marcpower and infrastructure requirements.

2} Evidence that a contract for technical assistance, approved
by A.L D. and the Government of Pakistar, has been entered inta with
one or more organizations or other entities satisfaclory to A.L D, and
the Government of Pakistan for the provision of technical advisors,
in fields such as public health physician and educational science/
curriculum specialiist.

3) Tvidence that funds other than those provided by AD
which are necessary for the timely performance of the contract during

the initial funding period have been made available to finance the local
currency costs of the contract,

b, Cenditions Praecadent to Initial Disbursemrent for
General Project Support.

Prior to the first disbursentent of any AID funds for General
Project Support, the Borrower/Graatee will furnish:

1) Evidence that all necessary action has been taken to create
the National Center for Basic Health Services Cell {the Cell) in the
Federal Ministry of Health,that principal positions in the Cell are _
established and filled, including that of the official in charge of the Cell. -

2} Evidence that the Borrower has provided to the Cell.
and Provincial CGovernments, and the Provincial Governments have
provided to their own health departments, all neéessary resources,
in addition to AID funds, for the timely and effective execution
of the first year of the Basic Health Services Project. '
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3) A statement of procedures for semi-annual review maetings
of the Basic Health Sesrvices Project, such procedures to include
the subjects to be regularly covered at each review meeting.

4) Evidence that the Borrower/Grantee has requasted from WEHD hechmcal
experts for Phase I of the project in the fields such as health care
management and public heaith auxiliary training.

5) Evidence that all provincial jovermments participating in the
program support the project sirategy, have established an organizational
structure within their health departments to manage the project and '
have budgeted appropriate rescurces for the support of the first year
of the project. '

6) Evidence that provincial Plang of Action for the first year of
the project have been adoptecd.

¢. Conditions Precedent tc Additional Disbursements for
General Project Support.

Additional disburserents for general project support will be
geared to accompiishm ent of specific performance targets. Itis
estirnated that five {Z) intermediate instalments, roughly six {6}
months apart, will be disbursed {cr general project support in the
following approximate amounts:

(1} $§ 350,000
{2y 81,650,000
(3) $2,250,000
{4y 52,500,000
(5) $2,500,000

Prior to disbursement of each of the intermediate 1nstaln~ents,
the Borrower will furnish to A.I, D,

1) Evidence that the project is being implemented in accorda.nce
with approved provincial plans of action.

- 2) Evidence that adequate federal and provincial budget allocanons
have been made and that funds are being disbursed in accorda.nce w:.th
a.nnual Plans of Act1on..




. ment of health complexes.- r
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3} Ewvidence that the performance targets required to
to justify a particular instalment, as set forth in u'rplementahon
letters, have heen met with respect to:

a) Training capacity

b} Trained manpower

c) Management infrastructure development aad operahon

d) Establishment of physical facilities

e) Staffing of foreign advisory positicns, Federal Ceil
positions and provincial Basic Health Care staff
and supervisory positions,

f) Establishment of Integraied ural Health Complexes,

d. Conditions Precedent to Final Disbursement for General
Project Support.

Prior to tha final disbursement of AIL funds for general groject
support, the Borrower /Grantee will furnish to AID:

1) A detailed financial statement showing funds that have:been expended
during the im.plementation of Phase I (first three years) cf the project.

2) Evidence that the following performance targets (or others
agreed upon by AID and the Borrower/Grantze) have been achieved:

a) Not less than 27 Mid-Level Health Worker Training
Units have been established.

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

c) Not less than 1,000 Community Health Worker graduates
have been trained by Mid-ILevel Health Workers.

d) Not less than 9 Integrated Jural Health Complexes a.;e - ,
in operation. SRR

_ e} Full rnanagerrenl: training has been provu:led for 72, fgdera.l 5 e
_prowncxal and district government executives and 130 sugport sta.ff. o

| i) Operatmns manuals have been completed Ln the a.reas"_-
of. 10318':1(13 management and supply, personnel managerr ant and.m&n;g




- 30} -

g} Personnel system reforms have been developed, accepted -
and are being implemented. '

e. Special Covenants

1, The BRasic Health Care Project. The Borrower/Grantee will
carry out the Basic Health Care Project with sufficient manpower
and funding to meet agreed performance targets for the project.

2. Training. The Borrower/Grantee will undertake that a training
program will be executed in a tirnaly and effective manner, ' '

3. Management Support Infrastracture. In order to assist in
the achievement of the project objectives, the Borrower/Grantee will asare.
that an effective managsment support infrastructare is developed '
and made operational in 2 timely manner. The support infrastructure
will include the following systemsa:

s} Cperational planning zad management,

b) Logistics and supply {including vehicle and
equipment maintenance).

¢} Personnsl.

d) Cperations Control and supzrvision.

¢) Health Information {reporting)-

f} Communications.

g) Budget and financial coantrol.

h) Operation research.

4. Technical Assistance. The Borrower/Grantee will employ long=
term technical sdvisore and short-term technical advisors 28 recuired.
The long-term adviscrs will be in fields such as public health physician
and educational science/curriculum specialist. o

2. Exceptions

The following exceptions to usual AID procedures are’
_ recommended: -

a. BSourcs/Crigin/Componeatry

e Technical assistance fina.ncéd under the loan will beé; _
of U.S. source and origin. ' EE |




It is
should apply to
and that origin

will be eligible

This

impossibility of enforcing origin

propcsed that only Pakistan "source'' req‘:iremehts
the local cost financing FAR portion of the p

roject,

and componentry requirements will not be applicable.
The result of this rule is that as long as the commodities were

purchased in Pakistan, the projects into which they are incorporated
for AID reimbursement. AID will not inquire into the
country of manufacture of imported items. o

approach is recommended because of the small amount
of imported commodities to be used on the project and the practical

and componentry requirements for

this type of project. No comrodities will be speciaily imported for

the project, but are brought int

Thesge items wi
local supply.

This

the project rnig
components fro

b. '""Non

o meet a general demand in the country.

11 be purchased for project use from usual sources of

means that some of the imported commeodities used on
ht be from Comrmunist-blec countries or cont2in :
va such countries, but this is expected to be minimal. -

-financed' Bloc Goods and Services

A pelated question to the above

in the standzazd
Section 6. 04 of

shall be of free

is presented by a prevision

loan agreement for capital agsistance (M.O. 1262.1. 1.5
the standard agreement requires that all goods and
services “procured for the project, but not financed under the loan"

world source and origin. For the reasons

described

above, it would aot be feaaible to use this clause in this project loan.

agreement.

c. Competative Selection Procedures

The Government has requested

directed by the

gelection of MEDEX without using competetive selection procedures |

ia that for the last year they nave been deeply involved

that a "MEDEX Consortium”

University of Hawaii, and also including the Universities -
of Washington and Utah, be engaged to provide foreign technical e
assistance services during Phase I of the project. The rationale for

detailed project design, feasibility and analysis work.

with the Government, M

component $yst
feels that uwse ©

in pe

rforming

In conjunetion, .

EDEX developed the strategy, project.

ems and project implementation plan.. The _%venirhe:fxt' i.__f::_

f the MEDEX Consortium will greatly enhance the

- chances for successful project execution.
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Handbook 11, Ccuntry Contracting Section i=b-2 K(I} states -
that: "A firm should nct be employad to perform services when i-n’ _
the judgment of the responsible officer such firm has been, or might "
be, placed in 2 position where its judgment may te biased, or whera
it has achieved an unfair competitive advantage, However, a firm.
employed to make 2 feasibility stedy, cr participate in sector |
assessments, DAP or project design, or perform other techanical or
engineering services for a single project, may be used if otherwise
qualified for detailed design, supervision, and rendering of other
subseguent technaical 2dviscsy services on such subject’, '

Upca authorization of this project paper (loan} the
Government will be notified that it may contract with the MEDEX

Consortium for Phase I ioan financed technical assistance..

d. Facilities Construction

The AID Mission will verify censtruction {establishment)
of RIC's and BHU's against general criteria agreed to at the initi-
atior of this project before such facilities will be considered to
have satisfied project performance targets.

AID does not plan to approve specific facility design or
contractor selection or tc supervise construction on individual RHC's
or BHU's,

1f AID were t- become deeply invelved in approving project |
construction activitiza, given the great number cof facilities to te
constructed, the work lead would socn become unmanageable.
Additionally consiructicn will be the function of the previnces (most
tikely the nrovincial public workers departments) and they each have
their ongoing system for contracting 2nd ccnstruction and AID does.
not consider it advisable to become deeply invelved in the day-to-day
operations of sach province.

E. Status of Negotiations

QOutlines of the proposed program were developed by
AID in coansultation with Pakistan Government officials. The
plans set forth in this Project Paper have been agreed _tc.»-_ i_n- L
principle by Government of Pakistan officials of the Mims_trtgs: I
of Finance and Health. The Government has expressed a desire .

to see more rapid implementation of the pra‘gr'am.but in the AID .
 view the schedule outlined is believed more feasible. _quern_n}en_tﬁ -
 officials have expressed concern about the propoced system of -

disbursements dependent on fulfillment of a aumber of’-CO-nﬂiti@j L

. '-pr.'ec‘edéut prior to each release. This will be the subj_e_c_t'of_ SR
R Z'ﬁégoﬁaﬁbnﬂ prior tc loan agreement signing. i _' -
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2.

TABLE B-1

ESTIMATED CCSTS OF NATIONAL BASIC HEALTH SERYICSSVCELL Ce

Start-up Costs (years 01 and 07)

Typewriters
Calculators

- electrenic

-~ hand
Duplicator
Photocoples
Executive Desis amxd Cheirs
Senior Staff Desks snd Chairs
Technical Staff Desks and Chairs
Secretarial Desks (includes clerks)
Conference Tables ard Chairs
Projectors (35mm)
Servens {(2) (portable)
Movie Projector (2mm)
Shelving
File c¢abinets
S8ide Chzirs for Auditorium
Artists Table
Camera, Dark Room, and Processing
Graphic Arts materials
Books for Library

Sub~total: Office Equipment and Furniture

Vehicles

TOTAL

Salaries - seae Table III-1

Rupees
Unit

Number Cost -'Il:_t_a_l_
14 5,000 70,000
2 5,000 10,000
4 500 2,000
3 10,000 20,900
1 20,000 20,000
6 5,000 30,000
10 3,000 30,000
s 2,500 20,000
15 2,000 30,000
1 6,000 8,000
2 2,500 5,000
2 250 1,700
1 5,000 5,000
4 1,500 6,000
10 950 9,500
12 150 1,700
2 1,500 3,000
1 15,000 15,000
- 50,000 50,000
10,000 10,000
345,000

3 70,000 350,000

695,000

S

A




3.

4.

S.

B-2

SEace Reguirements and Rent

No, _ E o

Rooms Sq. Feet Total -
Executive Offices Sa 20 x 30 3600
Reception 1 28 x 60 15090
Senior Staff Qffices g 20 x 30 5400
Technical Staff Offices 2 19 x 15 57
Secretarial Room 1 25 x 60 1599
Conference Room 1 4C x 30 1200
Library 1 70 x 30 2100
Auditorium’'s Film Room i 40 x 55 2200
Artists Room 1l is x 15 225
Dark Room's Processing 1 20 x 15 100
Storage 1 15 x 15 570
Toilets 4 lex 15 10C0
Room for Support Staif 1 40 x 3¢ i2¢e
Reserve Room 1 20 x 15 30
Total: 21,605
Rent = Rs,3/sq. ft. x 21,6085 = 54,218
Utilities @ 20% of rent = 12,963
TOTAL ANNUAL COST say Rs,7%,000
Office Supplies including Film Rs.30,000
Transportation No. Unit Cost Total Cost :
Vehicle repair 5 3,500 17,50C.
PCL: 25 miles/vehicle/day 50,000

x 5 day/wk x 52 weeks
@ BRs,l.5/mile = 42,750
Air Transport 54 return 350 12,900 :
fares

Per Diem 600 days 50 30,000 ;-
TCTAL:

16,400 1




6.

Unit Costs:
radio broadcasts
posters

pamphlets

Student TraininiCosts

B-8

Communications (see Table III-1)

Rs,l4/minute
Rs,10/poster

Rs.0.5/page

No, students/ Per

Weeks course Diem
1/
Tutor training — 8 36 75,800
1/ .
Exec., Management = 1 24 2,400
i/ :
DHO, ADHC Course 2 24 16,300
2
Personpel Management™ 4 €5 43,500
Drug supply - 0y T 4 .. .. B85 45 ,500- -
Management ~
Budget/Financial 4 65 45,500
Planning 2/
Information Systems/ 1 36 §,300

Supervision 2/

1/ per diem caliculated at Rs.50.

2/ per diem caleulated at Rs.25.

§_/ each student is allowed 60C miles of travel @

3/

Trévei-

21,500
14,400
14,400
39,000

39,000

39,000

21,300

Total Cost
per course

97,200
23,200
31,200

24,500

” ‘84 ’500

£4,500

27,900

Re, 1l/mile,

e e b
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TABLE B-? TRAINING PLAN f,
H | 02 03 04 05 06 07 Us
Tutors 6 36 36 36
12 Glroup A | Training Units
~ 270 1 210 | 270 270 ! 270
270 | 270 270 | 270
270 270 270 — 270
g 12 Group B‘ Training| Units |
Q 270 270 2170 270
A
“fa) 270 270 270 270
2 ! i 270 270 270
3 ﬁ 12 Group C Training Units
o 2w 2% MUI 20
zio 270 | 2o
29 | 270 Y
12 Group D Training Units
a0 27 aro
270 |
L. z 70 270
B [ 135¢ | Evaluation [1340 §i35¢ Vase [1ssc |135¢ |issc |i3sc |aase | 135¢c
i -'C.ommuni_tv 1350 |1350 |i13s0 |i3sc [e3s5c [i3se | 35¢ 185 Fadsce
| Q.Work_e rs _ ﬁ - 1352 ‘15'30 i 135¢C | 135 ‘lg'c 138c i3se ;5,.,
SRR N | | | Tase [ [iase |30 |mse e |
L1971 1978 1979 1980 1981 1982 |
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" Table B 3. MID- LEVEL HEALTH WORKERS : ESTIMATED WORKER OUTPUT -
| AND COVERAGE 1

No. Integra-
Loss MLHW's Rural 3/ ted Rural 4 % Coverage
- From 2 / in System Population Population/ Health Com- of rural § ¢
- Year Grade System End Year_ (Millions)  MLHW plexes Staffed Population
61 19 0 0 6 52, 24 - - 0
02 1978 270 v 27¢ 53.39 197, 741 12 1.79
C3 1979 548 27 783 54. 50 69, 604 35 5. 14
| C4 1980 1080 78 1785 55.76 31,238 81 11. 62
05 1981 1620 179 3226 56. 99 17,666 146 20. 49
C6 1982 1890 323 4793 58. 16 12,134 217 29, 84
; 67 1983 2160 479 6474 59. 35 9, 167 264 39. 63
C8 1984 2180 647 79817 60. 57 7,684 363 47. 94

.1 ; Rural Health Complex covers an average of 80, 000 people.

) __2__/ 10% loss from previous year’s workers.

__.?_'/ Rural population based on 1972 census with a growth rate of 2. 2% through 1981,
" and 2. 05% through 1984,

. __g_ :/ 'One Iategrated Rural Health Complex has an average of 22 MLHW's on its staff.

"5 / By newly trained workers in IRHC's.




Table B-5. TRAINING COSTS FOR MLHWs
FOR 18 MONTH COURSE

1 clags/unit 2 classes/unit 3 classes/unit

1. Personnel 1/ 106, 6C8 106, 608 106, 606

2, Student Training _
Equipment 24, 700 49, 406 74, 100

3. Cffice Suppliesl / 38,688 38, 588 38, 688
4. Training Supplies 5,370 10, 740 16, 110
o 5. Student Allowances  8C, 00O 186, CCO 270, 0GC
e 6. Travel 43, 000 86, CCO 129, 000
7. Miscellaneous L/ 8, 100 8, 100 8, 100
8, Total 316, 466 419, 536 - }342,606-

9. Graduateslsessiong_’l. 90x25=22.5 . 9x5C=45 .9x75=67.5

10. Per Student Cost/d) 14, 065 10, 856 -8, 520

% 1/ Itis assumed that these costs do not very with the number
: of students at the training unit.

2, Each class has 25 students. It is assumed that only 80% of
the students complete the course. Per student costs are '
based on the number of graduates.




Table B-6.

MLEW
Month Grades
6
12
18
24 270
30 -
36 570
42 270
48 810
54 54C
60 i, 080
66 810
72 1, 08¢
78 1, G680
84 1, 08¢
90 1, 080
96 1, 080

SEMI-ANNUAL OUTPUT OF MID LEV EL

HEALTH WCRKERS

Attrition -1--’

14
i3
39
338
80
g0
162

162

MLHWs
in System
End Month

270

256

783
1,014
1,785
2, 235
3,225
3,873
4,791
5,631
8,471
7,227

7,983

Annual attrition of 10% divided evenly over the year

This column shows the number of MLHW's schedu}.ed for P

2/.:

a contmumg educatlon course in the succeedmg 6 montha. .




Table B-7. CONSTRUCTION SCHEDULE TO FIT
MLHW TRAINING SCHEDULE 1

BHUs to be |

RHCs to be fi- BHUs to financed dur-}
RHCs to be nanced during be comp- ing previous
Project Month Completed previous 18 months leted 12 months. |
24 13 13 91 o1
30 13 - 91 -
36 36 23 329 161
42 47 11 574 7T
¢ 48 g2 35 714 245
- 54 102 20 1,028 140
60 147 45 1, 239 315
66 177 30 1, 5286 210
72 218 41 1,792 287
78 256 38 2, 065 266
84 295 39 2,303 273
90 329 34 2,541 238
96 363 34 2,758 238 . -

1/ Construction schedule dees not conform to 5th Plan. It

~ is assumed that new Integrated Rural Health Complex
(1 RHC and 7 BHUs) must be ready for each 22 MLHW.
graduates at the same time they complete the course.:
(See table B-6) |




Table B-8. CONSTRUCTION COSTS

RHC:

14,630 Sq.ft @ $7.5/Sq. Ft.
2 jeeps @ $8, 200
2 scooters © $8C0

Equipment {(furniture, etc.)

Total
Say
BHU:
5715 Sq.Ft €@ $7.5/5q. Ft.
Equipment
Total
Say

e gt Sorni e S AR e e

e b

(U.5. 8

108, 725
16, 400
1, 600

5,250

132, 975

133, €00

42, 863

1,150

44,013

45, 600




Table B-23. ANNUAL RECURRENT COSTS - RHC

(Rupees)

1. Salaries:
2 doctors € 22,960/year 45, 800
8 MLHWs € 6, 0C0/year 48, CCC
4 Nurse Aids @ 4, C00Q, year 18, GOC
1 driver @ 4, 80CG/year 4,8CC
2 peons € 3,60C,year 7,200
1 chaukidar @ 3,6C0/year 3,860
1 tubewell
. operator €  4,(00/year 4, 000
2 sweepers @ 3, 600/year 7.2C0
Total ' 136, 600
11 Medicines:
10,060 persons €@ 4 Rs/person * 40, CCO
nI Utilities 3,400
IV. Vehicle Maintenance 6, 600
Y. Disposable equipment 5, 0G0
o VI. Building Maintenance € 2% capital cost 27, 0GG
N :
VI. Miscellaneous 4, GGC
TOTAL 222, 606
Say 225,CC0;
* Inciudes cost of medicines prescribed oy doctors'

e S at the RHC for referred cases.




Table B-10. ANNUAL RECURRENT COSTS -BHU
. (Rupees)
{
| I, Salaries:
2 MLHWs € §6,000/year 12, 000
1 peon/
chaukidar @ 4, 000/year 4, 0CC
: 1 Water |
i . Carrier & 3, 000/year 3,600
- Total 19, 600
II. Drugs:
10, CGO person x 4 Rs/person * 40, GO0
NI, Utilities 2,000
IV. Disposable Equipments 2,0C0
V. Building Maintenance at _
2% capital cost g9, 000
S VI. Miscellaneous 1, 00C
o .
TOTAL 73, 600
| Say 75,000

* Includes cost of medicines prescnbed by dcctors
at RHC for referred cases.




Table B-11. PROJECTED PROJECT COSTS

YEARS 08 - 24 .
| $ Millions :
Development Recur- -
Year Traiﬂiﬂéy Construction Total Ei'::s Total
i 08 6.0 29. 4 35.4  24.0 59. 4
c9 7.6 27.3 34.9 27.0 61.9
10 8.2 25.5 33.7  32.0 85.7
11 8.8 22.4 31.2  38.0 87.2
; 12 9.3 20.2 28.5 46,0 §9.5
L 13 9.8 18. 4 28.2 43,0 71.2
| | 14 10.2 18, 1 26.3  46.0 72.3
15 10,5 14. 8 25.3  49.6 74.3
16 12,9 13,4 24.3 51,0 75.3
17 11,2 11.5 22.8  54.0 76.8
18 1.5 1C.3 21.8  56.0 77.8
Growth .
Rate, 5. 4% - 8.8% 2.7%
08-18 . -
“~ 19 11,7 10,3 22.¢ 57,0 79.¢
- 20 11.9 9.0 20.9  $5.0 79,9
21 12,1 7.6 18.7  8i.¢ so.7
22 12.3 6.7 1.0 sz sLo .
23 12.4 5.6 9.0 8%.0 g0
24 12,8 5.4 8.0  64.0  s2.0 3
Growth - 8.3%  2,0%
rate 4 % - . P TR
i | 08-24

BT 1y Includes initial training costs of $4. 2 million/year




ANNEX

COVERRMENT' & LoAN ADPLICATION

tn .ontinuat ton o1 g tong cooperat ive rebationshingy an the ficld ot
Public Health, and with pari icular reference to truitful discussions
and negotiations during the past year between Government Health
Authorities and Representatives of USAID and the MEDEX organization,
the Government of Pakistan would like to obtain funds from the U.S.

Government for a comprehensive new program to strengthen basic
health services in rural areas.

The new program emphasizes the Governments goal of improving the
quality of rural health care. The key to improved guality is a new
approahc to Paramedical training and deployment which involves a

competency-based curriculum stressing the practical application of

medical knowledge for both preventive and curative needs, including
family planning and nutrition. Regular physician supervision and

a more efficient management system are also integral parts of the
program.

Development and implementaticn of the system is conceived in two
phases —-- an initial three-year phase involving careful preparation
and systematic implementation, foilowed by five-year phase of ra?id
acceleration. For the first phase, it is requested that the U.S.
Government assist by funding 15 million, with 7.5 million tc be
provided in project ysar one and 7.5 miliion in project year two.
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 the extent this
proves possible, it is requested that the U.S. Government consider
an accelerated schedule of funding authorizations.

Financial assistance from the 4.S. Government is sought for ail

aspects of the program, including training of health workers and
managers, construction of rural centers and basic health units,

the recurring costs of these rural facilities and services, and

technical advisory services.

The Government of Pakistan recognizes that most development funds

available from the U.S. Government are in the form of loans. However,

particularly in the context of a considerable amount of technical
assistance costs associated with this program, we reguest that a
portion of U.S. funding -- about 10 parcent -- be on a grant basis.
We also request that these technical advisory services be arranged
by AID through the MEDEX organization, whose experts would work with
advisors also to be provided through WHO.

‘We would be grateful for your earliest favorable consideration of -

this reguest.
. -

Best Available Copy




ANNEX F

PAKISTAN - BASIC HEALTH SERVICES
CERTIFICATION PURSUANT TO SECTION 8li{e} OF
THE FOREIGN ASSISTANCE ACT CF 1961, AS AMENDED

I, Joseph C. Wheeler, principal officer of the Agency for
International Development in Pakistan, having taken into account
arnong other things the maintenance and utilizaticn of projects in
Pakistan previously financed or assisied by the U, S. and the com-
mitmert of the Govermment of Pakistan to carry out an effective
Basic Health Services Project, do hereby certify thet inmy
judgement Paldstan has the fipancial and human resources capa-
bility to implement, maintain and utilize effectively the subject

capital assistance project for Basic Health Services.

73Y Soa3us . Tuooler

Joseph C. Wheeler, Director
USAID / Pakistan '




ANNEX H
Page 1 of 2

A.L D. Loan No.

CAPITAL ASSIS'I‘ANCE LOAN AUTHORIZATICN

Provided from: Population/Health
{Pakistan: Basic Health Services)

Pursuant to the authority vested in me as Assistant
Administrator, Bureau for Asia, Agency for International
Development {"A. L D. '), by the Foreign Assistance Act of
1961, as amended, (the "Act") and the Delegations of Authority
issued thereunder, I hereby authorize the establishment of a loan
pursuant to Part I, Chapter I, Section 104 and Chapter 2, Title I,
the Development Loan Fund, of said Act, to the Government of
Pakistan {"Borrcower!") of not to exceed Thirteen and one-half million
{$13,500,000) . The proceeds of this loan will be used to assist in
financing the local currency costs associated with the develop-
ment &nd implementation of a comprehensive system for rural
health delivery in Pazkistan.

1, Interest Rate and Terms of Repayment

The Borrower shall repay the loan to A. L D. in United
States dollars within forty {40} vears after the date of first
disbursement 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 dcliars interest from the date of first disbursement
at the rate of {a] two percent (2%) per annum during the grace
period, and (b} three percent (3%} per annum thereafter, on the
outstanding disbursed balance of the 1oan and on any due and unpald
interest accrued thereon.

- 2. Other Terms é.nd Conditions

A. Unless A.L D. otherwise agrees in writing,
(2) Goods and services financed under the loan sha.il
have their source in countries included in A I. D,

Geoguraphic Code 941 and Pak:stan

{b) The loan agreement shall include app'z'-opriafte":



a2

language to provide that, B

(1} Prior to the initial disbursement of loan
proceeds the Borrower shall submit or cause to be
submitted in form and substance satisfactory to
4.1 D., documentation covering assurances of
adequate planning, organizational arrangements,
budget, staffing, arrangements for technical assis-
tance and procedures for periodic project review,

(2} Prior tc each additional disbursement, the

Borrower shall submit or cause to be submitted in furn:
and substance satisfactory to AID documentation tc
assure that the prcject is being implemented and funds
are being disbursed in accordance with approved

plans, and that performance targets as set forth in
implementation letters have been met with respect tn
training capacity, trained manpower, management
infrastructure development, physical facilities estii-
lishment and adequacy of staffing,

rimy
£}
Sncrk

The loan agreement will include appropriate covenants
requiring the Borrower to employ required technical
advisors, provide adequate manpower and funding,

assure that an effective management support infrastructusa
is in place and execute training programs in a timely
manner.

B. The loan agreement shall contain $uch other terms and
conditions as A.LD. may deem advisable.

Administrator




- ST ANNEX 1

DRAFT PRCJECT DESCRIP'I_‘ION ¥CX |
LCAN ACREEMENT '

The project is the three year first phase of an eight year
program to develop a functioning system of Integrated Rural
Health Center Comnplexes, to provide improved preventive and
curative health care in rural areas. Iach Integrated Rural Health
Center Complex will be comprised of Rural Health Centers, staffed
with trained physicians and other health workers; Basic Health
Units, staffed with health workers trained to a middle-level degrez
of competency; and locally-posted Community Health Workers,
operating individually under the supervision of senior health per-
sonnel. )

To support the Integrated Health Comzlexes, the Project
will finance the developmr-ent and cperation of required management
and operations systen{s: training, personnel, plenzing, budgeting
“and accounting, communications, supply, and logistics.

b e S e o 7 e




"interest accrued thereon.

’ 72. Dther Terms énd Conditions

at the rate of {a) two percent {2%) per annum during the grace

- At‘L Do lo-a-n NO‘

o - . ) — f

CAPITAL ASSISTANCE LOAN AUTHORIZATION

Provided from: Population/Health
{Pakistan: Basic Health Services) _ -

Pursuant to the authority vested in me as Assistant
Admiristrator, Bureau for Asia, Agency for International
Development {PA, L D, "), by the Foreign Assistance Act of
1961, as amended, {(the "Act") and the Delegations of Authority

_issued thereunder, I hereby authorize the establishment of a loan

pursuant to Part I, Chapter I, Section 104 and Chapter 2, Title L,
the Development Loan Fund, of said Act, to the Government of
Pakistan {'Borrower") of not to exceed six Million Dollars

($6, 000, 000), The proceeds of this loan will be used to assist in
financing the local currency costs associated with the develop-
ment and implementation of a comprehensive system for rural
health delivery in Pakistan.

1. Interest Rate and Terms of Repayment ) ‘ _

The Borrower shall repay the loan to A. L D, in United
States dollars within forty {40) years after the date of first
disbursement under the loan, including 2 grace period of not to
exceed ten {10) years. The Borrower shall pay to A.L.D. in
United Stated dollars interest from the date of first disbursement

period, and (b) three percent {3%) per annum thereafter, on the
outstanding disbursed balance of the loan and on any due and unpaid

A. Unless A.L D. otherwise agrees m _writing,__ _

{a) Goods and services financed under the loan shall S
have their source in countries included in AL D, !
Geographic Code 941 and Pakistan. -

ST (b} The loan agreement shall include apprppria‘,t;_: - :



language to provide that,

. . (1} Prior to the initial disbursement of loan
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 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 form
and substance satisfactory to AID documentation to

- assure ina* the proiect is heing implemented and funds
#rz heing disbursed in accordance with approved
plans, and thai performance targets as set forth in
impiement iion letters have been met with respect o
training capacity, trained manpower, management
infrastru-ture development, physical facilities estab-
lishment and adeguacy of staffing. - -

fc} The loan agreement will include apprcpriate covenants

' requiring the Borrower to employ required technical

- advisors, provide adequate manpower and funding,
assure that an effective management support infrastructure
is in place and execute training programs in a timely
manner. '

RB. The loan agreement shall contain such other terms and

conditions as A, LLD. may deem advisable,




g a, Conditions Precedent to Disbursement for Technical
Assistance. :

Prior to the first disbursen:ent of the AID funds for
Technical Assistance, the Borrower/Crantee will furnish:

1) A plan for the expansion of basic health services, o
outling strategy and objectives, organization, scheduling, costs and .~ -~
financing, and manpower and infrastructure requirements.

2} Evidence that a contract for techrical assistance, approved
by A.L D, and the Government of Fakistan, has been entered inio witn
one or more organizations or other entities satisfactory to A LD, and _
the Government of Takistan for the provision of technical advisors,
in fields such as public health physician ana ecucational science/

carriculum specialist.

3} Evidence that funds other than those provided by AlLD _
which are necessary for the timely performance of the contract during
‘the initial funding period have been made available fo finance the leocal
currency costs of the contract,

b. Conditions Precedent to Initial Disburserrent for
General Froject Support.

Prior to the first disburserc ent of any AID funds for General
Project Support, the Borrower/Grantee will furnish:

1) Evidence that all necessary action has been taken to create
the National Center for Basic Health Cervices Cell (the Cell) in the
Federal Ministry of Health,that principal positions in the Cell aze :
established and filled, including that of the official in charge of the Cell.

: _ 2) - Evidence that the Borrower will provide to the Cell and "
Provinecial Governments, and the Provincial Governments will providz
to their own health departn:ents, 2ll necessary resources, in addition:
‘ - to AID funds, for the timely and effective execution of the first year ..
of thé Rasic Health Services FProject. ok




3) 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 meeting.

4} Evidence that the Borrower/Grantee bag resuested from WHD f,ethr?ieal.
experts for Phase I of the project in the fields such as- healtb care - :
management and public health auxiliary training.

5) Evidence that all provincial jovernments participating in the
program support the project strategy, have established an organizational
structure within their health departrments to manage the project and
have budgeted appropriate resources for the suppor; of the flI‘St year
of the prO}ect -

6) Evidence that provincial Plans of Action for the first year of
the project have been adopted.

¢. Conditions Precedent to Additional Disburserneats for
General Project Support.

Additional disbursements for general project support will be
geared to accomplishn-ent of specific performance targets. It is
estimated that five i3} intermsediate inFialments, roughly six {6}
months apart, will be disbursed for general project support in the
following approximate amounts: '

(1) $ 259,000
(2) ~ $2,009,090
{3y $2,000, 000
(4} $2,0080,200
- (5)  $3, 0002, 006

Prior to disbursement of each of the intermediate instalments,
the Borrower will furnish to A,1.D.:

1) Evidence that the project is beinz implemented in accorcia_iii_:'e' S ‘
with approved provincial plans of action, S S e Tl
2) Evidence that adequate federal and provincial budget al].’oi:ationé _ SRl
“have been made and that funds are being disbursed in accorda.nce With '
L annual Plans of Actxon. R




B %—-A ' L 3) Ewdence that the cerformance targets requtred to
L . to justify a particular instalment, as set forth in imrplementation
’ letters, have been met with respect to: -

2) Traiaing capacity -
b} Trained manpower
¢) Managerrent infrastructure develepment and operation
d) Establishment of physical facilities '
e) Staffing of foreign advisory positions, Federal Cell
positions aad provincial Bzsic Health Cave staff
and supervisory ‘positions, ,
f)  Establishment of Integrated Rural Health Complexes.

d. Conditions Frecadent to Final Dmbursement for General
Froject Sucport.

Prior to the final disbursement of AIL funlis for general project
support, the Ecorrower /Grantee will furnish to AID:

1) A detniled financial statement showing funds that have been expended
during the implementation of Fhase I (first three years) of the project.

2) Evidence that the {ollowing performance targets {or others
agreed upon by AID and the Berrower/Crzantze) have been achieved:

a) Not less than 27 Mid-Level Health Worker Training
Units have been establiched.

- b) Not less thai 620 Mid-Level Health Yorkers have
' graduated from the training units,

cj Not less than 1, 000 Community Health Worker gradLateo
have been trained by Mid- Levei Health Workers.

d) Not lesz than 9 Integrated ‘(u;.al Health Complexes are
© in operahon. : - : :

—'e) Fuli managerment training has been provided for ?z_.fed'eral,; _' : |
'pi‘oviticial and :ii.strict gevernment executives and 150 support, sta.ff. CoE

‘f) Operaticns manuals kave been compiﬂted in the areacz B
of IOgLStICa managzemrent and supply, peruonrei mana.gement and ma.naae -
_ment of health corr_plexe.,. o T R '




T g) Pe;sonnel pystem reforms have been developed accepted
and are being implemented. - ) S

e. Special Covernants -

1, The Rasic Health Care Prcject. The Borrower/Grantee w111
carry out the Basic Health Care Project with sufficient manpower
and funding to meet agreed performance targets for the project.

2. Trainipﬂ The Borrower/Grantee will undertake that a training
program will be executed in a timely and effectwe manner,

3. Managerrent Support Infrastructure. In order to assist in

the achievernent of the project objectives, the Borrower/Grantee will asaure

that an effective rranagerrent support infrastructure is developed
and made operational in a timmely marner. The support infrastructure
will include the following systems:

a) Cperational planning and management. o

b) Logistics and supply (including vehicle and o
equipment maintenance). '

¢) Perscnoel.

d) Gperations Control andg supervtsu;;-.

e) Health Information {(reporting).

f) Communications. -

g} Budget and financial control.

h} Operation research.

4. Techoical Assistance. The Eorrows r/Grantee will exploy 10ng- o
term technical advisors and short-term technical advisors as recuired. -
The long-term advisors will be in fields such as public health pnysmtan
‘and educational science/curriculum specialist,

2. Exceptions

_ The following exceptxons te usual AID 'ﬂrocedures are
‘ recomn’ended*

. Source/C-‘-rigLin/Componentrv

Techmca‘i assistance financed under the 1oan wﬂl be.
of L S ~source and omgm. ] '




Pakistan - Basic Health Services
Issues Paper

1. Grant Portion of Fundiqg

Although the project was originally proposed to be totally
loan funded, the Mission has requested that 10 percent of the total AID
contribution for the first three years ($1.5 million) be a grant ®~r
rezsons stated in the Addendum to the Project Paper. The Mission feels
that Title X funds would be appropriate because (1) the project has a
strong family planning componert at the village level and (2) the Basic
Health System will eventuallv absorb or replace the present separate
family planning function. "amily planning costs are not specifically
listed in the budget because that would defeat the purpose of a truly
integrated effort.

2. Evaluation Plan

The evaluation plan for the project as it appears on pp. 125-]129
provides for only a small baseline survey of goal and purpose indicators
to be completed during the year 2 of the project, and resurveys of the
control half of the sample in years 5 and 7. The survey is to be done by
mid-level health worker trainees with the help of a short term consultant,
Total cost 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 alco been suggested
that an outside and presumably more objective evaluation be made in year
3 of the project. It is important to note that ongoing data collection and
evaluation is part of the project design, particularly for the training
program. In addition, the evaluation plan was deliberately kept simple
S0 that it could be done in large part by the Pakistanis themselves. The
issue 1s whether minor technical changes in the current evaluation plan
would be sufficient or whether we need to budget for an outside evaluation.

3. Choice of Contractor

The GOP and Mission have requested th&t the Medex Consortium
including the Universities of Hawaii, Washington and Utah be selected to
provide required technical services without using competative selection
procedures. The rational for this exemption is that Medex over the last year
has done most of the project development design and feasibility work on -
the project. ' '

4. Performance Targets for Reimbursement of Loan Funds

The Project Paper (pages 118~124) discusses the disbursement D
procedure for the loan funds with disbursements made against accomplishments
of objective outputs. It has been suggested that this portion of the PP
be expanded to provide examples of how disbursements would be handled- if .- -
targets are only partially met, eg., partial payment, postponement of payment.

- ASIA/PD/SA
G/10/76.




