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Report of the Mid-Term Evaluation Team

A EXECUTIVE SUMMARY

The Pakistan Primary hHealth Care Project (391-0475) provides & 20 million
in grant assistance over the period September 1982 - September 1857, with the
opjective of improving the health status of tae rural population through
support to the Basic Health Services Program. As described in the project
paper, the project builds on tne Basic Health Sarvices Projesct (1977-31),

Tne Project design emphasizes expanding cthe number of mid-level Hedical

echnicians (Wrs) in selected healcn facilities where thev would carry out
g_lnlcal services and community outreach, as well as establishina a local
network of volunteer community healtn workers (CHWs). The project also seeks
to strengthen 2very element of management, focusing on an adminiscrative unic
of one Rural Health Center and four Basic fezlth Units known as an Integrated
2ural Health Complex (IRHC).

The evaluation team was impressed with Government's growing commitment to
Basic Health Services and public health. he ceam also took note of the
evident dedication of the program officials and Integrated Rural Health
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Complex staff. We found that exemplary progress had been made in pro:zecting
the children of Pakistan from the vaccine-preventable diseases. How=ver, the
team also found certain areas in which improvements should be made if there is

e

to be continued progress in improving healcn status. ﬂa~u"1l§ ANToNUT
analysis we have fccussed on areas of potenzizl improvement. We beslisve this
focus will be most useful to the Governmpenct of Pakistan.

Department of Health officials and Miniscrvy documents inaicates tnat the
priority services to be delivered by the project infrastructure ara: 1) oral
renvdration therapy, 2) expanded program of immunization (2PI), 2) passive
jdetection and treatmen= of malaria, 4) nutrition monitoring and intecventions,
5) family plannina, &) the clinical managemen: of tuberculosis, and 7)
treatment of pneumonia in children. The cenzzal issue Oof cne evaluasion is
tha extent to which prcject resources are supporting the concrete activities

necessary to deliver this well-chosen list of services,

Project activity to date has focused on the initial training cf KTs and
inservice management training of medical officers and other clinical zand
administrative personnel. The team's ov~rall conclusion is that ther

serious obstacles toc realizing the impressive n2alth impact potential
Basic Health Service programs that will not be addressed by formal cra
alone.

3
2
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The CHWs, MTs, and medical officers we interviewed could describe tneir
role in the delivery of priority services for the most part only in general or
frankly vague terms. None could produce a detailed written description of
precisely what they were to do., The content of educational efforts in
nutrition were particularly unclear., Except for EPI staff, realistic
strategies for complete coverage of the target population were not developed.
While the provision of oral rehydration therapy was mastered to a large degree
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oy service personnel at every level, interviews and record reviews revealed
examples of questionable guality and completeness of care for each of the
oriority services. The followup of cases was consoicuously neaglected,

Isolated shortcomings are to be expected in even tne best-orca n;zec
program of this scale, out the team was concerned by the overall la B3
mecnhanisms and procedures by which senior a'o‘essionals could svs-ema":ally
identify and correct these deficiencies, ne ansolute level of sane visory

contact is a source of concern, but tne content of these Vvisicts
independent and egually important issue. We separately examined
methodologies for identifying and solving service delivery o'oal
pe applied oy first level supervisors, =Zach of these adpeared ¢
under-developed or aossent, and supervisors generally lacked a de
to addressing the coverage and effectivensss of the individual a
comprise tne priority services.,

a

Although the program includes an extensive nierarcny of supervisors, many
with advanced technical training, there i1s a vircual aosence of orsanizaa
orocedures for evaluating and improving tne perrormance of lowsr le. el
supervisors, A major obstacle to developing such a system is the shorzac2 cor
anpsence of useful records describing service delivery accivities and those of
supervisory personnel. Management level orofessionals lack adeaua
information about what their personnel actuallv do and nechanisms for
influencing performance on &a day-to-dav osasis, 1In effect, the neal:h impac:

of the orogram is dependent almost entirely on formal zraininc.

training, in tuzn, is necessarily based chiefly on theoreticial pripncislsz z2n3
experience in other programs rather than che specific experience of zhe
orogram. The project has now developed a sunstantial and in many wavs
innovative service delivery eXperience waich could be exbloited not 2aly o
strengthen routine management, but also to provide training material specific
to the program's needs. Z=xploiting this eXverisnce, nowever, recuirss
information gathering and efforts to develoo tha superVisory 3vi3tem 1n =n=
ti21ld that are not presantly contemplated,

e believe that much of 2he laudanle success of

u
Je actribuced to such an emphasis on objectitve Derformance
delivery and supervision. The set of services p:ovxded J"
noWever, more complex, and the process of int2gracing

raquires even more detailed attention to tness orincip

In addition to issues related ko the implementation of priori
the team found that certain guestions of tns design of %ne program
attention. The basic strategy of nutreacn raqguires proVision for
Similarly, the different constraints on male and female oucreach
appear to vary from one location to anotherz. Tnhe project has not ye:
feasible solutions to these guestions which, if effectively implemented, could
be expected to permit delivery of the involved services, Proven approaches to
eliciting the desired health behaviors by rural communities also remain to oe
developed for wider implementation. Many specific details of the program's
design, such as promotion Of tetanus immunization for fertile age women, are
not based on empirical observations that estaplisnh their effectiveness, While
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this is also true of most health programs, a limited investment in comparing
alternative approaches is likely to improve the long-term impact of the
program. Once the project has established an effective system for monitoring
and evaluating service delivery activities, such small scale comparisons could
be carried out by existing program personnel, many of whom have both the
ability and time Eor activities of this nature The design and analysis of
these comparisons would however reguire specxallzed technical supporkt.
Addressing larger design guestions would require more elaborate organization,
but could follow the same pasic approach.

The project's Eocus on the IRHC as a unit of activity addressses tne
management span of control of the District Healtnh Officer, wnich many
officials continue to viaw as too broad for effective supecvision, re t2am
found only limited decencralization in project sites but d=aling wikth the
tecnhnical issues of supervision in more detail should clarify this issue,
YManagament training nas b2en most impressive in logistics, but the
comparatively nhigh budget £or drugs and otner overating sXo:nses of orojact
I3HCs rendecs straightforward replication of tae projzct imodel prool=matic,
given current 3asic Health Service budgets. Tne contribution of the oroject's
conkracr staff, which has deen a vital elemen: of implementation, also appears
unlikely to be replicated. The cnief value of th2 project lies rather in &the
insights it can produce regarding tne design and implementaktion of 3 d=
svstem for sslected secvices., The need for expanded documentation ofiseryV

ctivizies and =neir nealth impact suggests that the role of the Basic #
Services cells should =mpnasize fiald-based evaluation and eoidemiologic

-] !

findings, Conclusisns and Recommendations

1. Ffinding: Sarvice delivery personnel have an incomplecte
understanding of the specific tasks tney are expectad t£o cacry out
to acaieve a aigh deg:ee of coverags of priority sarvices at a
defined lav=l of guality and complatansss.

Conclusion: (ncecrtainty regarding the job to o2 done ¢ C
effective service delivery less likely, leaves supervisors with
unclear criteria for assessing operformance, and tends t d
satisfaction and morale baseu on self-assessment OL fecformancs,
particularly in prevencive services wnere immediat=2 ¢ £

often undramacic.

Recommendation: Conv7en2 a Working Jroun of orojact, i
Department and outside 2xperts o write detailed tasx d
for service Jdelivery pesonn2l. After appropriate admini
aporovals, :=hase should be orovided Lo avery service orovi
discussed in person by the corresoonding supervisor

2h finding: Ei:s: leval supecvisors have a low leval of unpderstanding
of metnodologiss for idencifving and solving individual sazlica2
delivery oroslams. :
Conclusion: 7f tne projeck is unaole to effectively improvVe tne

pecformance of individual service delivery tasks, overall
{mprovements in secvice delivery and nealch impact ara qnlizaly,
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Recommendation: Develop supervisory guidelines for 11 problem
identification and resolution methodologies and their application to
the major tasks involved in each of the priority services.
Disseminate these guidelines to first level superVisors and
incorporate them into management workshops for these personnel.
Update these materials with case study material generated by actual
project material,

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

Conclusion: 1In the absence of a concerted effort to improve
performance, supervision has plateaued at a low lavel of
effectiveness.

Recommendation: Apply the strategy proposed for first level
supervision to the specific requirements of personnel who supervis=
orofessionals that are themselves supervisors. Aas noted in the
report, this will involve systematic samoling of actual se:rvica
delivery activities for every level of the supervisory hierarcny.

finding: The observations and interventions of supervisors ar2 noc
recorded.

Conclusion: The systematic efforts of a complex hiasrarchy to
improve service delivery performance are difficult to coordinate
Wwithout organized information. Any opportunities for nigher level
supervisors to assess and intarvene in problems without field tcraval
are largely foregone in tne aosence of supervisory reporcs,

Recommendation: ‘Develop and implement a supervisory reporting
system that at a minimum summarizes the dates of avaluacion and
problem status of oriority service delivery activiti=s, Implement
on a =rial basis narrative problem-oriented supervisor reports and
avaluate the feasibility of expansion. If this proves feasibl=,
develop and test standardized categories for identifving common
ptoblems :nd interventions, 22sed on the content of tne narrativa
reports.

Pinding: The effectiveness of individual secvica intarventions and
the degree of pooulation coverage hav= nnt been directly assassed.

Conclusion: Policy, management, and supervisory decisions are not
informed by the project's oprogress toward achiaving its health
impact oojectives. Given the complexity of the decisions to pa
made, it is virtually cectain that decisions made on an intuitive
oasis do noc dring the dalivery system to its full ootential,
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Recommendation: Develop and implement a variety of routine
information gathering activities to describe the relationship
between project services and indicators of health status,
including:

a) hospital-based sentinel surveillance

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

c) a flexible reporting system for units such as BrUs,
specifying small scale special efforts to collect
fiald data based on random housenold visits and
followup visits to subpopulations identified througn
clinic patient records.

d) an expanded individual clinic record,

finding: A number of elements of the oroject delivery system do
not feature a design which appears feasible to implement to 2
degree which would allow achievement of project neaitn
opjectives. Complate coverage of outreach activiries, for
axampla, presents difficult oroblems of design as Well as
implementation oecause of unresolved questions related to cravel
and gender roles. Other design features appear: olausibla, oukt
are not based on empirical evidence that they are more
cost-effactive than altecnatives. Implementation of suboptimal
designs in a large program over 2 long period implies 2 hidden
but cumulative cost in terms of resources and/or effectiveness.
ion: For these issues, formally-designad out generally
sarch efforts represent the most practical stratagy.

w |Ci
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i
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L]
lecommendation: Engage technically qualified assiscance tO

develop an operations research capability for the project. Fforn
orovince level wWorking Jroups to identify opriority issues for
whicn a small research staff would develop Formal proposals f£oc

official aporoval., Provide resources for contracted dakta
collaction where service delivery stafi are unadbla ko play :tnais
rola. Offer to carcy out inicial descriptive studias of sscvice
deliverv in the form of a systems analysis to identify jalivery
system oroolems.

Finding: A small numoez of nighly capabl-s droject contcack
s-aff ace availaole for all project activitias,

Conclusion: Bfforts =o imoprove the af fectiveness of sarvica2
delivery should :aks prac=dence over furchec =2xpansion.

oward promising

Jecommendacion: D12 oroject £
pertormance variasclas in

ct a
opportunicies to davelop insights

£fo
3

Lks
nko
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9.

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

Finding: Program staff have incomplete knowledge of some
cechnical areas, are not well informed regarding the
epidemiological basis for priority services, exhibit low
interes: and morale in preventive compared to curative
activities, and specifically complain about lack of recognition
for difficult outreach work.

Conclusion: In view of the drogram's limited cavacity =2
provide face-to-fac2 training, encouragement, ané recognition,
written communication provides a low cost and potentially
effective nmedium for suvpplementing other measures.

Recommendation: Support, if necessary :though contracts,
aroduction and distrioution of a professional Juality periodic
project puiletin in tne lingua franca, including technical
articles on evidemiology, public nealth, clinical reviews and
treatment protocols, summaries of project activities, in-depth
case studies of service delivery issues and recognition for
outstanding personnel. Begin with interpretations of the
project's baseline survey,

finding: The outreach effectiveness of MTs could be inmproved

Wwith expanded knowledge of szecific technigues for plananing,

implementing, and evaluiting their own activities in tnis

sphere, wihile the need and opoocrcunity to aecrly much of cneir
han

clinical ctraining is less originally zhought.

(&4

wonclusion: It is feasionle zand idesiranle to further focus M7
training on %he outreacnh comoonent of cne oroject's priority

services.,
Recommendation: Assign a field-oriented w~orring
inmediatelyv schedule series of reviews of “he r
4T curriculum wnile it is under Jevelopbmeac, includ
field testing of portions, dsing conpetency-nasesd =
performance~based criteria.

3
2

finding: Wnile the olanned MT training schools 3
a numder of potential uses, =he projected role an
requiremencs for MI5 have changed in some provinpces
authorities wish to proceed with construction of thne
compliment.

n
]
e

Conclusion: Tnere are alternative uses for these resources that
more directly address project oojectives of raducing morbidity
and mortality, while not necessarily reducing the development of
MTs.
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12.

14,

Recommendation: AID should offer to negotiate with provincial
authorities regarding the option of reprogramming funds
Jesignated for tnese schools to specifically support activities
directed toward improving project performance.

Finding: The project's inservice training program for medica:
officers and paramedical personnel in preventive services,
supervision, and clinic manacemen:t has not yet developed i
medium-term plan specifving objectives in terms of competency
and coverage.

Conclusion: Planning o:ner activities and assessina tne
effectiveness of this program is difficult witnout such sz plan,

Recommendation: Assess traininc needs in terms 9f objectively
defined skills, develoo a.ternative szrategies in relation =o
other activities, and negotiate a plan with proviacial
autnorities.

rinding: Medical officers exnibit and openly acknowledge noor
preparation in tihie preventive medicins, management, and
supervisory skills necessary ior their role in the orojec:'s
priority services,

Conclusion: The central and expanding role of phvsicians in
priority services continues t9 be hampered by deficiencies in
cheir formal training, which are widely recognized.

3
i
with support for post-graduate trai
2inand the naticn's supsly

Finding: Numerous officials commented on =he 24%2as5ive ovarlag
of the training of female MTs and of lady healtn visitors, while
noting the greater recognition and accentance of the LAV,

Ld
5

Conclusion: The role presently assigned the female ¥T may
benefit from the obstetrical 3kills and public recognition

accorded to LHVs.

Recommnendation: <Convene i panel of respected authoricies in
training, nursing and public health to consider the desiraziiizy
of maintaining the current distinction netween the females M7 ang

the LHV,

Pinding: Current project interventions do not include all
feasible measures to reduce the health impact of closely-spaced
pirths, early termination of breast feeding due to pregnancy,
and ill-timed or unwanted births.

(vii)



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

Recommendation: Ad¢ family planning services to the proiject
delivery system.

Finding At all levels of tne organizational structure whic.
manages, administers, supervises and directly delivers the basi:
health services, there is a striking lack of <hose incentives
which are necessary to motivate efficient performance by those
versons comprising this whole delivery svstem.

Conclusion Tne efficiency with which anv organization perforns
depends upon various factors, e.g., =he skills of the
organizations' planners, managers and administrators. However,
the most crucial factor is the incentive svystem. Unless tne
members of the organization have incentives to motivate
efficient performance, efficient performance cannot be expected
(whatever the attention given to promoting management and
adiminstrative skills).

Recommendation The team recognizes that this is a complex
vroblem the solution to whicn may encail major structural
changes in these organizations, (There is a recommendation for
research on this crucial guestion). However, short of a full
engagament with tnis orobelem, it nmay be possiole usefully to
engage it on a more modest scale. Ffor examnle, in Pakistan, :hne
term "incentive” seens usually taken to nean a pavyment (or ozher
reward) made in anticipation that it will evoke efficient

oerformance. The =erm "incentive® also has another neaning
namely, payments (or other gains) earned 33 a consequence of
demonstrated (and neasured) efficilent performance. The =zean
recomnends sone field trials wiksh incen%ives of 4his latcer
kind. For example, 3 scheme might ne zzried under whicn, sav,

n a oonus de paid for superior woys:

C
outreacn Wworkers could =
o)+’

e ko
performance which was cbjectively measured.



B, OBSERVATIONS;

1. Background

a. Design of the Project:

The joint Govarnment of Pakistan and USAID Primary Healthn
Care (PHC) Project (391-0475) is designed to build upon the structurs,
accomolisaments, and lessons learned from a previous basic health servicas
orojact (391-0415) in operation from 1977 to 1381. Tha curzent PHC Projact
nas a projact life of five years, degun in 1932 and schaduled to end in 1937,
wicn 520 million in grzant funds contribuktad by USAID and 335.73 million in
gount=rpacc funds.

In 1377 the Govarnmenk of Pakistan (GoP), recognizina cae
impossioility of adeguatelVy rasponding ko tn2 nealth problems in £h= countzy
wictn a paysician and nospital ocased sYstem of madical (predominantly curasival
car2, launcned a rural healtn prog:am based upon a system of clinic-lika
ocganizatzions called integrazad zural n=alen conmplag2s (IRACS) and involving
-ne use of pnysician extenders wich preventive skills {callad iedical
rasnnicians) and other param=dicls,

The IRAC concepz consisted of knr2a componants: A rical
neal=n Center, =0 02 skaffed by on2 mala and one femal2 doctor and malz ani
femaie t=canicians (M7); satellite pasic nealtn Units (B4Y) or sup-clinizs, t2

e staffed py one male and one female #7; and one male and one female
communicy health worker (CHW), trained and supecrvisad oy tne MIS at tne
salaced BHU and intended %o serve in a catchment arsa village oroviding =ie
afarral, orevantive, and pasic ~urative nealth needs of the villagers.,

Tha cucrent 2HC project's purpose i{s to improv2 £n=2 gualic
of and expand Primary Healtn Care services o tna cural population oY:
Training and developing significant numbecs of MP's and CiWs; increasing
management and supervision skills ac 311 lavals of the hsalth system, duc #izh
particular attention to staff of project site IRHCs' imoroving the quality of
on-the-joo pacformance of 4T3 and CiWs; and promoting gr2at=t community
participacion in health accivitizs 2y an effactive program.

fhe PHC projact consists nf five incegrated compon=2nts.

rhe firat i3 a management componens, orzganized around faderal and provincial
adviszocy councils and long and shoct-kerm tachnical assistance, 1t 18
designed o assist the 30P co strengtnen its healtn planning and managemens
capapility thcougn orincipally tWo ackivities: the analysis and radasign of
axisting management policies, procadur2s, and practices, followad bYEtd
ancouragement of the {mplementation of racommended improvements; and =n2
oraparation of new and revised management training cucricula, training o
~i=ars, and conduct of in=3ervica sraining programs.

' rha second 24C project component {3 1 sraining 285025
qasigned to improve tne cucclculum, faciliclas f£or sralning, tne qualisy o:
=ne mraintng icself, and tne racziuilement and faetancion of a greater aumsat Of

medical zechniciana and communicy sgalzn workars, Improvements Jill de
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accomplished by efforts of long and short-term technical assistance,
construction of consolidated, permanent MT schools, and in-country training
workshops and participant training.

The third project component addresses the need to enhance
worker status, motivation, and effectiveness. It is designed to acccomplish
the designed outcome by tne provision of medical kits to MTs and CidWs, tne
implementation of a health educational campaign, and the identification and
distribution of suitable transport for MTs,

The fourch component consists of research and evaluation
activities consisting of: Baseline and end-of-project surveys, a double round
(infant and child mortalitv) survey, and recurrent cost studies.

rm

The fifth component is an accelerated expanded program o
immunization (EPI). The project will provide monies for vaccines, cold
storage equipment, a bacterial fermentor, and chemicals to prepare oral
rehydration salts.

D% Organizational Structure of the Project

1. Role of USAID

The project papar covers all the reguirements an
responsibilities to be exercised and fulfilled by the USAID in full deta
and in accordance with the already planned schedules. In brief che role
USAID is to finance the five components and arrange respective subsidiar

2. Provincial and Federal Role

The responsipilities of the Federal and the ?Pr
pnave also oeen mentioned in principle in the project ¥4
3 wational 38HS Cell in Islamanad which is neaded by DDG (B8dS), who is 2
chairman of tnhe interprovincial coordination committee for the activiti
the PHC project in the four provinces., Health being a provincial subje
annual development programme is prepared by the provinces themselves
aporoval sought from the respective P&D department, The Mational 3HS C
working more or less in an advisory capacity only and does not have lin
auchority for project activities,

!
ar LnEsry

ths Oraanizational CoLrelation

Briefly, it may be stated cthat USAID throuygh long-term
advisors, the Federal Government through the National BHS Cell, and th
project Directors of the provinces work largely in an advisory capacity, walle
line authority is exzercised from the provincial Directors of Health Services,

4, Provincial Differences

As a result of provincial autonomy for health
functions there are certain major diffecrences i{n the working environment of
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cvinces., 5Some of these are briefly mentioned below,
appear problematic,

a) M7s enjoy a better pay scale status in RWFP and
3alucnistan as compared with other provinces.

o) The M1 is being paid a convevance alloWance oi Rs.,

100/- om, in Punjab while it 1s non-existent in

other provinces,

In Siné a non-practice allowance is pot paic =o tne

doctors posted to rural areas (where ori'vac

nmedical practice opportunities do not exisc).

L
w

d) ural area allowance for medical officers apoea
=0 pe available at some places while not at oths

"
n

e) The need to provide &
viewed differently py tne authorities in va
provinces.

ural nousing facilities is
riou

n of health budgets for approval is
4 local pressuras and

¥
W O
D

ocout rates between =n:zering training andé sosting
e different for MTs in various provinces.

exercises a nond of 3 vears service or pavme
s, 10,000/- and the otner provinces have a tva

al In HW#2 senior doctor
with a positive impac
is junior doctors or ¢

ted as ADHO in othe

o
on p:oject )
c at

At some places malaria microscopists nave n
: posted at IRHCs along with a laboratory technician,
Jhereas at others a lah technician or a
microscopist are alone, There may also ba soms
: : centres witnout any of the twWwo cakesoriss, A
mic.oacopls: after training in the examination
blood, urine and stools and a laboratory ¢ 1
aftnr training in malariology may be decla
aguivalent for Hoth malaria and other rout
axaminations.

(O
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»
=
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c. Targets and Achievements

15 General Project Outputs

The following outputs have been produced:

a) The original Federal Advisory Council has been
replaced by an {interprovincial coordinating
committee which 1is functioning effectively. All
four provinces are duly represented by tha Director
Health Services and the Project Director on this

e e L R e
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D)

c)

d)
e)

£)

Cons
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committee which is cnaired by the DDG(3HS), Health, Four
provincial steering committees have also peen formed and are

functioning.

Annual provincial operational PdAC plans (PC-1) are being oreparec
and approved accordingly,

Longterm technical assistance is being effectively provided by
expatriate and Pakistani advisors/specialists in the fields of
management ané craining. As regards snort term technical
assistance, tne training courses and workshops have been nening
“ne schedule mainly due to procedural delavs., Similarly, foreign
scholarships have not been availed because of procedural delays
and delays in receiving nominations,

curriculum revision for MT training is still under orocess.
The baseline survey was completed in 1984.
Inspite of delays in constructing the MT training schools, 2a

fairly large numper of iMTs and conseguently CHWs have peen trained
out the number of female MTs remains grossly insufficient.

truction of 13 MT schools

Achie

a)

vement of this target is much panind the schedula,

donation of land has been compla2te for all ths sites axcspt cwo
(in BWFP and Balucnistan.)

“
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Actual construction of some of the MT training sc2hools i3 eXpected
to start early in 1986, as envisaged by the BHS Cell,

MT school furniture and equipment Will be procured after the
schools are complete,

2romoctional waterials are being providad regularly,

The MT supervisor motorcycles have arrived and Will pe handed over
to the provinces,

Commodities Procurement

a)

b)

In addition co some items desccibed abhove, the projact staff
vehicles, household and office equipment, MT and CHW kits and
training supplies have been procured.

As regards the originally planned procurement of motorised
bicycles for MTs the idea has been dropped.



http:the_.DDG(BHS),-Healt.ou

c)

d)

2)

£)

Ho decision has been
MTs.

reached on transportation for non-supervisory

In Punjab, a convevance allowance of Rs. 100/- p.m. is beinc paic

to MTs.

Provision of convevance to female MTS in particular remai

proolem.

Tne Accelerated EPI Commodities have partly been arranged
$1.5 million remains to be programmed,

4., Pinancial Utilization

a)

D)

5

USAID:-Out of a 20 million U.S. dollar arant, only $1.873
(9.36%) had been utlized as of September, 1985.

GOP Contribution:- Tne GOP contribution of funds towards
project could not be determined by the Team., The federal
vrovincial budgets are prepared separately, argued before

respective P & D departments, and approved without any definite

correlation with otner such approvals, Various budgets a
include funds from various sources. Tne funds are then a
to both project and non-project facilities without separa
accounting in the documents available to the tean.

Operating of IRCHS

-
ed

rende

projacted £

asic Health Services Cell reports a total of 55 IRiCs hav
rational by the =nd of Sapt 1985 (3rd quarter), against 5
r 1935-86, as shown nelow,

IRHCs to be rendered operational in vear

ns a

while

million

the
and

1so
Ssianaad
te

e Dean

0

Province 1981-83 1982-83 1983-84 1984-85 1985-86 1936-87 phvsically
OUparational
nn 30,9,85
funjan 6 10 15 24 ) 35 35
Sind
3 3 3 5 7 10 5
NWEP 2 4 5 9 10 14 10
Baluchistan 1 3 4 5 5 6 4
Total 12 20 27 43 50 65 55
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it is obvious that Punjab nas exceeded the taraet while Sind ana
3aluchistan are pehind schedule for Z and 1 IRHCs respectively.

6. Traininc of MTs and CHWs

The Basic Health Services Cell reports a total of 1262 (993 male
and 289 female) MTs have been trained and deployed against a2 total reguiremenc
Up to the end of project (9/87) of 1359 (804 male and 555 female). Presentlv -
385 (sex distribution not availaole) MTs are under training at various nlaces
in tne four provinces. AS regards CHWs, it is reported cthat 3316 (129 female
in 3 provinces while the sex distribution of one province is not availaple)
nave completed ctraining while 470 (339 male and 111 female) are under training
agajnst a total reaguirement of 6400 (3200 male and 3200 female)MTs by the end

Oof the project,

d’ Objectives of the Evaluation

The scope of work for the evaluation, reflecting the mutual
interests of USAID/Islamabad and tne Ministry of Health of Pakistan is
attacned as appendix E. The evaluacion team was asked to address more tha!
distinct issues related to analyzing the accomplishments oOf -he project, Ln=2
factors underlying these accomplishments, and alternacive strategies for ¢
remainder of ctne project.

e, Methodoloay 2

Prior to arriving in Pakistan the four ezZpatriate memoers of =
m familiarized themselves with the con:tent of the USAID Pronjac

evaluacion tea

Paper and relevant cables, as nad the Pakistani memders in countsrv. In
Washingzon, £our members of tne t£2am also received orientation from the
AID/ANZ/OR and from executive personnel a: the World 3ank. Interviews wWas
also given by USAID and PRITECH personnel who had recently returnec fron
Paristan.

In Pakistan the combined team spant two full days in prolongad and
indepth meetings with officials of USAID, the federal Basic Health Services
Cell (BHSC), the tealth Planning Unit=- ﬂinlst:y of Planning, and the Hational
Institute of Health in Islamabad. Following these briefings, the team Aivided :
into two groups = A and 3, Which spent the next ten days in £field visits to
the fecur provinces accompanied oy the correspending provincial craining

apecialist and managenent analyst.

- Team A calling on provincial officials in Sind for orientaticn an
the DOH-2HCP, and in observation visits to IRHC's, villages and
Madical Technlcian training schools., A 3imilar aoproach was
followed subsequently during a five day visit to HWF Province,

= ‘Team B= calling on provincial DOH executives in Punjab for
orientation on the PHCP and in observation visits to RHCs 8HUs,
villages and Medical Technician training schools, This approach
was repeated in Baluchistan in order to compare delivery of
services in densely populated to sparsely inhabited areas.
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Following return of teams A and B to Islamabad, the team mambers
held joint debriefing sessions during which team members interchanged their
imoressions and obsecrvations until a consensus was achieved.

A report outline «“as drawn up, and writing assignments undattaken
by individual members in order to compose a draft report.

The drafc report Was reviawed in joint sessions until a final
tepor: w4as agreed upon.

e axacuzive summary/c
ice on 3 Dec. 1335 inf

The Einal 2HC2 Zva

2azlch on the afizecnoon Of 3
3

2N Dec., 1985,

Despite the full coozezacion of orogcam officials anc scafinian2
limiced oerspactiva of EhisS relanivaly brief cour is oo¥inus, particulacly
ralativa ko the ambitionus scals Of =n2 2roj=2ct and che complexicy of tn=2
orogzams Lt 3e=ds co 135i3%., wWnils zais cepocc 4ill Aoc axoliic el sataliisy
aach obsarvazion and conclusion, <nowladgeanle oBs2c/2ls vill carctaialy
cacogniz= a numoer of gaps) Ln £na ampicical oasis of t=n2 ayatiacions i TRa
sniaf value of th2 insignts of an 0l:tslde =2am comes through taair
intarpretation DY nealth orofassinnals with 3 gr=acat d=spzh of oro
agpariance and familazity Wwita cae 2rojact's saetting, Tha L2am i3
-hat =ha responsipl2 officials w2 met vill read =nis z2poct in £na

). sgervice Deliverv Activici=s

a. Drganization:

Pach IRHC is axpected Eto s2Ive 2 pooulacion of
Jnich tnere will be four 3asic Healtn Ynits (3HU) wanicn
serve approximately 10,000 paople each,

.

In tne integraced systan a ML is staff=d OV

2 dale !Os 1 didwicte (MW)

1 Female MO 1 Lapboratoc! Assistanc
2 Femala MT3 1 dizroscopnisc

1 Male MTs 1 Disoanser

Auxiliary scatt

senior M0 is responsisle Ii

T >}
at the RHC nur of all zae se
=

u [

scacle servic ices offerad oy th2 IRHC - 703%
of knase M0s nave alceady Seen 3iv2n 2andg ¢ =raining under the PHC?
unforecunatsely several nave been lost %o =ne program tncodgn cransc=2c3 an
rapliacement3 have not oe=i trainad.

L
W o
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The senior MO being responsible for total supervision of the I REC

is required to support the outlying BHUs and their outreach work by on-sifh -~ =

visits - some means of mechanised transportation is therefore required.

One male MT and one female MT based at the RHC are responsible
for supervision of their 3HU counterparts, including their outreach work,
through visits to the BHUs and the villages served., For this role
transportation is also needed but for the most part app2ars not to have bean
supplied.

With tne surplus production o
tne GOP nas r=cruited MOs £or posting to
tor clinical sarvicas 5y WTs only. Tne MO & <
zne 3HU and all of tne clinical and outreacn sServi
oromozional and prevantive,

graduates in rcecant vears
ch viaviously we

acterd CO D2 sudarinzaln
ic u

e3 given by it - cl

w m™m
=
ui

Unfortunately in training, the medical curcriculum nhas bzen n=2avily
orianted toward clinical service and MOs hav2 not been =2xposed t£o tne cencant
of comprenensive PHC., Tnh2 MOs lack training in managemenkt and thersfore nava
difficulty interpreting their supervisory rol= other Ethan bdbY assuming an
autnoricacive role.

Curcently ch2re is a general uncarcainsy among all levals of stafs
at ooth RHCs and 3HUs concerning performance of individual zsles- staff offen
feel they were trained for one thing and reguired to do anothef., Likewisa
tEney do not Know Who they are responsible to Oor for. Somes, such as the THTS
feel tney nave not nad sufficient training in maternity for the rola tney ara
asked to perform in Maternal and Child Health Care, whila physicians admi=
that chey nav2 no understanding of the oacxground, training, and exoactagd
roles of their assistant statf. The mala 4T3 ar2 confused with their changing
role since the posting of MOs to BHUS,

Recommendations:

i) Integrated Rural Health Comolex (IRHC)

The senior MO (0 I) at a RHC is likely co have many dutias
static facility and i3 therefore unlikely to bDe able to give the amount of
time necessary to properly supervise tne outlving 3HUs and cheir
orogram. [Lf this responsibility Were given co the second male MO
ne cnarged totally witn che public nealch cessonsioilicy of promotiY
praventive service, wnil= MO I retained the J?e:all responsiollity Eor £
IRAC, tnis deputisation of shared responsioilicy could introduce a laval
Jqualicy outrc=ach.

ii, Basic Health Uni:z

The majority of 405 it 3HUS appear to pav%e only s

Juties co occupy nalf a Jay of work., IE tha MO had acce

would not only be able to maintain supervVision of the o

of khe MT/MPHW mobile kt2am nut on nis own initiative ma
visits Wwith community leaders in the Vvillages,

2
N 3 motorcycla e
o3ed outrsach work

valuabla conzact

x N

-
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To resolve the general uncertainity of role performance, precise job
descriptions are required for all categories of staff, administrative and
service delivery, from the District Health Officer down to field staff at each
RHC and BHU and for the anticipated role of village Community Health Workers
(CHWs) and Village Health Committees,

These job descriptions will become particularly important following the
government's decision to extend health outreach to th2 community through the
formation of new mobile teams of Multiple Purpose Health Workers (MPHW) which
ara2 soon to be trainad.

a-

ltacugn management training has been givan Lo the pajority of MO/ICs
C3, this in-service craining should also o2 offered to all MOs working a=z
Rils and 3dUs and perhaps a modified version jiven co all 4T superviscrs and
male MTs who will play the rolz of mopile t2am leaders. This training
including an orientation o 2PHC and managemenz, shodld b2 vrovided vrior -o
vosting or wWwithin thre2 mon:ths where feasibla. This will adé efficiency and
motivation for outreacn workx and n2lp prevent the disillusionment of:a
associated with the underutilization of MOs., Thes2 pavsicians ores
interpret their roles as chiefly curative and lack an ori2nzation #owa
ouplic health.

-
ne

(1]

2n
1w
ra

3

s

The PHCP Manazeonent Advisor and the nrovincial management znalvsts have
composad an Operations Manial for a 3HU. rFollowing z=2s:ting in s2veral pilok
sites it would b2 aporodriate for this to b2 made available to all fi=ld
units, p=riaps follewing czraining of 3XZY !MOs.

Conclusion

Thne infras:truczur2 and staffing for the da2liverv of compren2ansive
healtn services 1s well underway dut remains defici=nt in assuring effachive
management supervision at ta=2 base, Managemen: :raining has been givean to
DHOs and 40s in charzge of IRHCs - there Is now 2an apparent need to =2xta2nd such
training to the MOs atr 3HJs and the MMTs who will become team leada2zs of khe
modile teams which will do community outreacn.

£,

ice delivary =
z23ach and will 40 muecn
gh giving a s2anse

Clear definicion of roles at all leavels of s52r
assure efficliency in tne operation of such secvica ou
to eliminate the curr=n: widesoread frustratiosn, thro
fulfilment rzesulting fzom job satisfaction.,

C o <

D, Clinical R=cords:

A new Healca Information Systen has been implemenzed a:z z=n2
IRHCs. The recently designed cencral OPD Regiscar is in use doth ac RUCs and
3HJ3., For =2very n2w natzient, 1 Male Medical rlachnician or Dispenser fills in
“he name, age, cast2 and sex ir an outdoor cnhit, at the2 same tine =2ntering %he
information in tha OPD R2gister, The Dpatient chen revor:zs zo the nhvsiciian,
who afker carcying ou- a1 clinical examination writes on the chit tha iiagnosis
and drugs prescrived. The patient returns to the registering olac2 Jhare the
diagnosis and the drugs issued from the center ara copied on the 22D 22gister
against the patients' aane.
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The system has some gaps. It fails to provide a permanent record
on a patient. If the same patient returns after a few days, a new chit will
be issued, the old record having been filed or destroyed. The OPD chit does
not mention any positive or negative findings of the clinical or laborakory
investigations nor any reason for special care., The procedure makes it
impossible to know the effectiveness of the treatment or to follow up on the
progress.

At some places all the fever cases are entered as PUO whila at
others these cases are labled as malaria on the basis of history and clinical
findings. A uniform system for arriving at diagnosis needs to be developgad.
Microscopists will o2 available at some places but it would unrealistic =0
expect that a blood slide of every fever patient will b2 zakean and examined
for malaria parasites. iany endemic diseases can be diagnosed with fair
accuracy by careful history taking and clinical examination. The incidence of
some common diseases is likely to be underestimated iIf the diagnosis i3 nada
dependent exclusively on laboratory findings. 1t would b2 better to sligh-zly
overestimate malaria cases than to bury tnhe information under the
classification 2U0. An understanding on the ladling of diseases n2eds %o 22
develoved for achieving a uniform renmorting system,

Lllnlcal laoporatories are higaly undsrutilised at RHCs. Average
workloads of 2.5 tests in Punjao and 0.5 tests in Baluchiscan per day are
reported, Medical Officers need to b2 trained how to uzilise laboratory
findings for assessing nh2alth status of the peogla served and for xaowing tha
affectiveness of the services providad at tne center. Racant kransfar of
malaria programme microscopists from offices located at District He2adguarters

to Rural Health Cantres is a step in chis 4direccion.

The outpatient registar now in use would give more informacion if
a naw column is added providing the informaszion on the drugs tnat ace
orescribed but are not available at the center which patients must then
ourchase from local chenists. Current oractice is to enter only these druas
that are issued from the center. Combined information would define th2 need
for procuring the drugs in short supply and would pe neloful in evaluating the
“short drug list"® that is to be implemented soon. Similarly a new colunn is
reguiced for sevarating the repeat visits from the moataly and yearly numser
of the new patients. A column on gender is not ragquirad bacause the

=

information can pe recorded under the age columns by denoting 4 or F.

code numbers of International Classification of Diseases as
develooad by WHO should be used in the Abstract Register. 2Zvencually :zhis
would help in tabulating data at the National and International levels and
ansure a uniformity all over the country.

c. The Addition of Pamily Planning Secvices

Wita the IRHC concept now in olace and nmedical supervision
available to 3HU leva2l, i< would appear oppor:une to introduce ¥P services an+
outreach., TLady H=2alctn Visitors (LHY), Females Medical Technicians (FMTs) and
Ffemale Medical officers (FM0) now all play a role in promoting maternal-child
hnealth. Traditional 3irth Attendants (T3A) nave geanerally racaived some
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training and are important promoters at village level. Health workers in
their contacts with pregnant mothers and mothers of young children might
attempt promotion of child spacing, indicating the benefits to the health of
both the mother and child, of delaying births for 2 to 3 years - the concept
is easily understood even in illiterate societies as 'an exhausted field
produces only stunted crops.”

Phase I: The initial methods of FP offered might be spermicides
and the contraceptive pill. Meanwhile, for the male population the use of
condoms could be promoted by the MQ/BHU, the male T during his village visits
and the male CdW. Supplies of condoms/speramicides could be held by the male
CiW and the female CHW/T3A in the villaga, while the contracepkive pill
distribution would be better entrusted to the LHV/FMT/FM0O, in ozder to ensura
empnasis that the continued use of the pill from a 23-dav pack is notx
interunted, and advice given concerning possiole mid-cycle bleading. The low
dosage pills - NORIDAY and LOFEMINAL, supoplied through USAID F? programs,
wWwould ~nsure that side effects would ove minimal. This ohase should be allowed
to run until the conceot of F?2 is well acceptad,

Phase II: When the demand begins to arise from the community for
a more permanent method of contracaption, training could be offerzd ko
FHO/FHT/LHY in how to insert an intra uterine device (IUD) - as the 2fficacy
of the Cu-T 15 now es%3iblished and recent reports have shown taat it remains
effective for 5 years at least, thnis apoz2ars to b2 a good choice. Insartion
of the IUD should be dcne at a facility where instrument starilization and
orivacy can b= guarant=ed. It may also ve f2asible to 2xpand the rangz of
communitv-based 7P services., This phase should be combined with ongoing
promotion of the use of condoms/ spermicidals/contracentive pills,

Phase IILI: At a later stage, a3 survey could be carried out “o
determine whether there is an expressed need for permanent sterilization
within the community. If this app=ars to be socially accentable, then nedical
staff would require training in the techniques - vasectomy, tubal ligation
and/or laparoscopy, 2and provision of surgical facilities assured, such as ac
the RHC or District Hospital,.

d. Role of tne j{edical Technician

Two male and two female MTs are posted at the RIC, to assume tne
responsibility for helping with supervision of MTs at outlying 3HUs and :o
generally assist w#ita the work activity, olanning and day %o day
administration of IRHCs. At the periopnerv, that i3 at the 3BHU level, one mala
and one female medical technician are assigned for mobilizing, training, and
providing continuing guidance and support to Community Health Workers(CdwWs).
Ml's are also to work f£or management supoort and control systems suci as
ordering supplies and maintenance,

The pnasiz 47 training course is balanced in =hree nhases, namely
class room work, oractical training in a hospital and supervised on-the-job
training in a functioning rural a=alth center. Time has shown that =i
emphasis nas been on provision of curative care by the MT3 posted at RHCs and
3HUs. Functions of Hdedical Techniciins are now redefined, »reaking =hese into

praventive and curative.
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Community organisation, formation of local health committees and
training of Comnunity Healkth Workers is one major task of a Medical
Tecnhnician. With minor exceptions, the current village level activities could
be described as health system based, rather than community based. Most
personnel in the health system with whom the evaluation team discussed this
issue- especially those at the provincial level- believe that a CHW is and
should be considered the same as any otner health worker, albeit one with very
limited training. This means, in essence, that CHW is perceived as someon2
wno should take order from MTs, then implement these orders as instrucktad, and
Lf CHW does not implement the orders, punitive action should bs taken, Th=
need to pay a r=gular salary for CHWS wWwas empnasized by many MTs, orobably
ceflecting an interest in batter control of CHWs. fCommunity organization and
formation of local healtn committees in such a systam is largely irrelavan:,
and therefore little evidence was availaole of HMT performing tnis tasx
effactively. Experience suggests that an unpaid community Healch Worker will
only want to work if cthere is some form of community undecrstanding and
interest in, and supvort for his work, Without a community base, a commun
nealth worker is very unlikely to succe2ed, The currcenk role of nealth wor
seems to focus on issuing instructions and is not designed to aducata and
advise the community, in a system where oower and decision making auzhority
cest in the community. Given tne desirability of a community- basad orogranm,
A major effort is naeded to altar tna attitudes of nealth nfficials, from H0s
ac BiUs and IRHCS tnrough high leval orovincial officials, To do zhis,
considerazion might oa given to whether a series of training activities and
workshops, plus obzervational toucrs to collntries where community basad
activities are succsssfully implemeantad ~ould be helpful,

Y
4
"2
L

S L

1
S

The =ask of promotion of oral renydracion thcough &

ducaktion and
actual preparation and use is executed by the !Ts at regular intarvals,
dowever, it could not oe ascertained now far this effort succeedaed in

pceventing diarrhoeal deaktns.,

Healtn and Nutrition education WJork carried ouk by the MTs did not
appear to be effective., Feasible indicators are neaded for use by the !¥s to
self-evaluate their efractiveness in performance of these tasks,

Although the project paper states tpat tna MP3 will train CHNWs in
pasic preventive tasks such as Weighing of children to datect malnutrition and
3erking out pragnant women, and cacrying out simple nlgh risk assessment ko
determine which women should be referred to !ITs and phyaicians, we found no
avidence that CHWsS ar= oerforming these tasis,

Female MTs are also training various numbers of T3As, The
training courses are of two types; one Wwhere the training extanded ovar one
vear period and the o=zner where the training is limited to three months,
Locally developed teachling and learning alds for TBA tralning ace obkalnad
from UNICEF/Paklistan.

T'he femalz MT3 require further craining in matacnisy work, Thaic
knowledge i3 deficient aven Ln simple tasks Llke urine axamination for aloumin
ko diagnose pre-eclampsia or sugar in diabetlc cases.
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Curative tasks are executed by Medical Technicians at the 3HUs

Wwhere the medical officers are yet to be positioned. The Medical Technicians
at these units are not visiting villages other than the settlements very near

<0 the B8HU,

They are yet to receive the bdizycles as planned in the nroject.

3etter results codld be acnieved if the tasks and resvonsiocilities

of the Male and Female Medical Technicians were defined separately., For
axample, the Male MT could be responsible for envoirnmental sanitation, firsc
aid, recording vital events and treatment of minor ailments and the female AT
could devote her time to maternal and child nealth care, training of T3As a.d
mersonal nygilene, Training curricula could also focus on tne relevant areas
separately for males and females,

e,

Community Level Activities

in ozder to extend the coverage of health care services, the GO?
has put in place an infrastructure of facilities composed of
District Hospitals, Rural Healtn Centres and Basic Health JUnits,
each of which is staffed by orofessional, paramedical and
auxiliary workers,

Realising that the concepot of merely attracting the population to
static facilitcies was not at:taining the goals of the 3asic Healsh
Services, in 1932 an Accelerated iHealth Program was put in places
Wnich included an Zupanded Program of Immunization (£2I), Jral
Rehvdration Therapy (ORT) ind the 11ograded training of
Mraditioinal Birth Attendants (03A). These vertical zervicas irce
now ceing incorporated into the exiscing PHElP.

At cne launcning of chi=2 2:AC?2 in 1932 the concevt of involving the
Sommunicty at the dase in the guast for health was a 3

intent ~as to stimulate communizy narticipacion by tn
the WIS wiao manned vhe Bids. Joservation visics cthowed thazt <his
nad not aroused iniziative in =<ne community as fhe MIs had mes

t) &
only Wich one or two community leaders and selected scaeone $o
serve as Community Heil:h worker - often =nis 13 not an i
person nut a professional 2.9. scnool teacher, who was :a
being qualified by education for neing a leader., 1In this
1
o}

poroach
the community was expected %o play only a passive role and ncwhare
4as avidence zeen of the people having been encourazed %o devalop

32 self-nelp approacn =o inproving cne community healrh,

The UJSAID/GOP Project Pamer conceived the creation of an
indigenous outreach w~ork2r 1S heing the neans to arouse comminity
interest in improvement of healrnh. The selacted persons Jere
given training by the MIs dased at zhe BYUs i.2, the nale M7
trained male CHWs and the female MT trained fenmale U3ws in 2ach
village,

The content of training was such that the CHW would be expected to

- promote improvement in personal, domestic and community
hygiene through cleanliness, the removal of refusae, the
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installation of pit latrines in each home, removal of insact
oreeding sites,

- @ncourage attendance of pregnant motners and young chilar
BHUs for maternal and cnhild : al:n care (immunization and

antenatal program)

- carry out growtn monitoring of voung cnildren usinc an upper
arm tape with coloured bands and using "the Roac :zo Healtn"
weight chart and give corrective nutrition education to mothar :
of malnourished children.

- diagnose and treat common diseases,

- prepare and administer ORS or a home-made salt
preparation for the treatment of childhood diar

/suga
rnoe

no

r
-
-1

- adminster first aid.

On completion of training each CHW was to be supplied a mediczal
kit which would allow the dispensing of chloroquine, aspirin,
multivitamin and iron tablets, and containers for s*onnrl

measuring the voliame of water in raconstituting ORS and sals/suzar
preparations., A system for replenishing Kits on a rezular oaszis
is not in place,
recommendations
(1) Tne communiczy/Chils:
ine GOP appears to nave dropped tie concept Of arou3inc conmunicy
lnterest tnrough participacion in the quest for nealth togasnars
with the use of Cst. Reliance for outreacih is now =2 32 placad
instaad on mooile teams based at 3HUs which would consist of
- the male UT or Sanitary Inspector (SI)
- tWwo MPHWs (an upgraded vaccinator and a malaria
supervisor).
Mhis team will be reguired to vizic every village in a Union
Council (the smallest adminiscracive unit in Pakiszkan) once a
month, spending the day in offering i{mmunization to pregnank .
mothers and children under one year of age, going house to House
enquiring after the health status of each family, :egi ring naw

births and advising on nutrition of children, and not iqg of
health through hygiene and the treatment of childhood diarchoea oy
ORT. The MT acting as team leader will also treat any sick cases
detected e,g. malaria or T8, and advise their follow up at tha
BHU, Mobility will be provided to the team by bicycles as it is
anticipated that the fartheat village will not be farther than 7
kms from a BHU.
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Tnis approach is an extension of the health infrastructure but
retains the concept that the community can do little for itself
and must continue reliance/dependence on the supplied services for
petterment of health. The system remains highly clinical and
barely touches on community involvement through promotion of
healthy habits and prevention of disease. A visit to each village
once a month will achieve little if the role of CHW as a link is
dropped, as it appears to be (by omission), in the “"Evaluation of
the Rural Health Program in Pakistan, Nov. 1984" report.

The paradox of this decision is that during field visits by
evaluation team members to Punjab and Baluchistan, evidence was
found that CHWs are widely in place and playing an important link
in the concept of improving healch., The team however would
caution against emphasizing the CHWs role in curative care as this
is open to many abuses through misunderstanding, and the costs of
replenishing medicines to such a cadre may become astronomical.

The recommendation is made that ChWs should concentrate on
promotional outreach. As a "drawing card®, the female CHWs might
be supplied with weighing scales and Road to Health Charts so as
to monitor child growth more accurately - the coloured arm
measuring tape cucrently in use is less effective for this
purpose, A spring scale i{s available in which the Road to Health
Chart is inserted - an illiterate CHW can simply mark with pencil
wnere the needle touches the chart and so immediactely have a
visual impression of where the child's weight lies in the chart
parameters, Undernouzished children could then be referred to the
34U for nutritional care.

If the CHi's role is seen as one of dispensing nedicines,
invariably this is interpreted as meaning he/she i{s an aXxtension
of the DOH infrastructure of medical care = thus this results in a
request for a salary.

Perhaps a name change should be considered to Commanity Health
Volunteer and even in the field the Urdu term of 'razakar' be
used, avoiding the salary implications apparently associated with
the term "worker® in Pakistan.

A community program.

It 18 not very clear how to implement a community based program
even if the atmosphere for it Were to become more supportive = it
{5 not appropriate simply to adopt another country's model,
Initially, it is suggested that a working model be developed
through a workshop of knowledgeable personnel, including
articulate villagers, - this model might then be tried out on a
small scale and improved.

A possible approach for trying out such a model might be to ask
the ten training specialists and management analysts to select
five villages, then these personnel assume the roles of MTs for
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these villages. In the role of MTs they would frequently visit
the villages to implement the activities in the plan listed below.
As researchers they would record their experiences, assessing what
steps the real MTs should take to implement the program
successfully. During this period there should be frequent
exchangas among the various management analysts/training
specialists, facilitated by selected experts on community -based
activities., It is not expected that a single model would evolve
from this study, but that several alternative models be preparad.

On completion of the study, the results might be used to,

= develop an operations manual for the community section of
the MTs work, with separate sactions for male and female

MTs,
- revise the curriculum for new MT trainees,

~ prepare a curriculum for in-service training of existing
MTs,

This approach is developed further in Appendix D.

Traditional 8irth Attendants (locally known as Dais) assist up to 90% of
child births in %ne rural areas, A majority of the Dais have never obeen
exposed to formal training in midwifery but have developed their skills =ither
by working with elderly Dais or by learning through practice. Their role
however, extends beyond assisting child births, They are aften called upon to
advise on neonatal and infant care, nutrition during presnancy, puerperum, and
feading the newborn. Also the Dais continue to provide their services wihere
health infrastructure is available in the cities: 70-80% of the deliveries in
urban poor localities are conducted by TBAs., According to rough estimates
there are 50,000 Dais practicing in tne rural areas of 2Pakistan.

Training of Dais took a formal shape in 1957 when all the LHYs working in
Rural Health Centeres were assigned the task of training two Dais every Yyear.
The training period extended over one year, Not much is known about the
affectiveness of this training. 1In 1982, when the Accelerated Health
2rogramme Was launched, training of Dais was included as onae of its Etnren
components. Jhe target was to train 50,000 Dais in three yaars.

It was noted that a large number of training courses £for Dais were
conducted in Pakistan varying in the scope of training and the period. In
order to achieve uniformity, a new curriculum was designed by a task force
constituted for the purpose. The curriculum was subsequently apocoved by an
Interprovincial Coordination Committee and was adopted for training Dais all
over the country. The joint WHO/UNICEF team that reviewed the Accelerated
Health Programe in Hov,.=Dec, 1984 recommended that the training of TBAs should
be continued to train all available stock.




=17=

In Punjab, a practicing Dai is trained over a three month period; two hours
a day and two days a week. 1In case of new TBAs, the training period extends
to one year, Training of tne Dais is conducted by the FMTs or LdVs in
addition to their routine duties. In Sind, training teams headed by LHVs are
constituted exclusively for the purpose. The training is intensive for 15
days; five hours a day. The initial training is followed after three months
oY a 4 day refresher training. Follow-up data in the Sind Program seem to
indicate an impact on the incidence of puerperal fever and neonatal tetanus
which are markedly reduced in the deliveries conducted by the Dais after their
training. In addition there has been an increase in referral of high risk
oregnancies initiated by tne trained Dais. FolloWw up activities are
continuing in Sind and the practices of Dais after one year of their ctraining
are being evaluated. A retrospective study is olanned during =arly 14986 to
find out the differences in pregnancy outcomes in the pregnant women that wWare
under care of trained or untrained Dais, selected on random basis.
Conclusions of this study will pe ‘useful for improving training technigues,

Rural Communities pay for the services of tne Dais either in cash or in
kind. Thus the trained Dais do not consitute a financial liability for the
Government, beyond providing some nominal stipend during training and a
midwifery kit. They are community accepted health care providers and are
easily accesible to them. Female Medical Technicians and Lady Health Visito
will continue to work under social constraints and face transport problems
visiting homes in all the villages assigned to them. Dais consitute a grea
potential resource that could be exploited for achieving access to women an
children in the villages., The most encouraging aspect is that the Dais are
willing to take the training and cooperate with the Health Infrastructure,
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3, Training Programs

a) Community Healtn Worker (CHW)

Witn the i1dea of community outreacn the PHCP ccnceived the ro
CHW, In several areas those selected wer2 non-indigenous schnol tez
wnile in others they were non-literate or semi-literate villagers- 2 3
the success of thesSe tWo tvypes - literate versus non-literate wnuld he 1
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preventive health and in most cases the treatment of common diseases.
Observation of these workers in place gave overall encouraging results
although many nad only been i{n place for less than siX months. Training of
CHWWs by the iITs generally has been given on a twica weekly basis in the
Villages - some M1s have expressed a desire to nold this at the 3HU,

MTs responsiole for CHW training often lack the simplest of training aids
sUch as posters or training books using picture depictions suitable for
illiterate workers,

b) Traditional 8irth Attendants (TBA)

Under the Accelerated Health Program, training for T#As has been
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conducted at RHCs and 3HUs by the female }T assisted by the midwife (MW) andg
at some of these units by Lady Health Vasitor, Where these existed.

The curziculum consisted of training in:

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

- method of conducting a clean delivery and adejuate care of the
nursing mother and her child;

- the benefits of prolonged breastfeeding for infants;

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

- the need to submit childzen during tneir first year for che =PI
series of immunizations;

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

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

training.

Since training there generally has been no attempt to maintain consacet
or supervision of these TBAs. In a few cases individual FMTs have maintai:
contact with the TBAs and in fact continued to add to their skills by giving
CHYW training. Supervision of the CHW remains a responsibilicy of tn
located at BHUs-~ it would appear logical that responsibility for sup
of “he work of 73As snould fall to the FMT/MW/LHV where these exist a
facilities, This would ensure continued opporcunities to add cto initial
training and correct backsliding.

b
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c¢) Medical Technician

Medical technician training schools were visited in each of the
provinces where opportunity occured to talk with traiaees and instructor
During field trips several visits were paid to villages where MT3 were un
field training by their instructors. Under the current PHYCP these MTs hav
Jeen trained to deliver conmnprehensive nealth care in curative, »reventive ang
promotional applications. Since 13934, the GUP has posted the surplus of
nadical graduates to BHUs and this now has produced a changing zole for the
male MTs at BHUs who to a large extent will no longer give clinical service
but rather do community outreach in promotional and preventive care, including
as team l:uder of tne MPHYW nobile team.

3
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Defects have been found in the training of the MTs. An evaluation of
the curriculum design was carried out in March 1984 by a consultant team from
PRITECH and currently a revision is underway. There has been excessive
attention given to diseases/diagnosis which are beyond the role of a MT,
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whereas insufficient attention is given to preventive health with a practical
community focus. The female MT program has only 2 months of maternity
training. In the field many female MT's complained that they needed more

maternity training for the role thev are asked to plav.

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

MT trainers were found ko be lacking in sufficient training aids e.g.
audio-visual equipment, posters and training manuals.

d) Lady Health Visitor

The LHV curriculum offers nine months of maternity training, twelve
montnhs of maternal-child nealth care and three months of public health. A
field visit was done to the LHV Public Health School, Quetta where the FMT
training school is currently located. Discussion here was made with the
Director of the LHV school and Dr. Sanaullah Malik, the Program Director of
34S, whether the roles of LHV and FMT might be fused and how this would af:f
the current training programs. The consensus wWas that a combined LHV/FNT
course could be completed in 30 months.

3

The role of LHV is already widaly acceoted zand respected by kthe nepgala
Whereas that of FMT still carries some suspicion - it was also noted that
entry aualification for the LHY course is nigher and thac applicants not
accepted can still be accepted to the FMT course., Although an 'upgrading'
in-service course was made availaole for LHVs to train as FiTs in 1979 in
2unjab, and whereas at the beginning there were 4 times the applicatiens zha
there Were places, this year only one LHV candidace applied and the codrse is
noWw to be terminated, In general LHVs are more satisfied with hneir rols znd

additional training has not given them an increase in their salary level,

g) Multiple 2urpose Health Worker (M2HW)
Hone of these workers were yet seen in action as training is only now
underway in Punjab province.
This newW cadre of MPHW d2scribed in the "Evaluation of Rural Healzh

Programme in Pakistan, Nov, 1934" is to be formed through in-service training
conducted by District Health Officers (DHO) - these have already been given
Masters Training in Punjab by DOH/federal MOH. These MPHWs will be made up of
the redundant vaccinators as the AHP/EPI program ends, the malaria conktrol
technicians, and the dispensers working at RHC/BHU facilities. The teams of
MPHWs located at RHC/BHUs will nave as team leader the male MT/Sanitary
Inspector or Rural Health Inspector of the facility. Training modules have
been drawn up by the MOH Special Education and Social Welfare Division to
cover nutrition, malaria, diarrheal disease control, PHC and the role of the
MPHW, respectively,
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The foreseen role of these mobile teams of MPHWS is to take cutreach
services from the static units into the community.

) Medical Officer (MO)

The medical officers staffing BHUs are generally recent graduates who
nave just completed their hospital house-jobs., Those interviewed in the field
all declared a lack of community health training and lack of understandinc of
the PHCP, They also complained that they did not understand the roles of
neir paramedical staff viz. MT, LHV, MW and dispenser and kthat they zezuired
raining in how to manage their unit staff and its outreach program. It is
ecomnended that change be made in the curriculum of medical students zo
rovide sufficient orientation in community medicine,
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MOs in charge of IRHiCs have now been given in-service crai
management analysts in the concepts of PHCP and management of thei

a. Other Training Approaches

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

it 1s recommended that at each provincial level a newsletter pe
composed at the office of the Program Director which would be sant out monchly

to all BHU/RACs in the PHCP which would bas used as a means of passing new
information and reinforcing previous conceots of outreach and management to
the field workers. Field units could also oe invited to send back repnrts of
successes/failures and corrective resolutions re innovative apsroachas wnich
might assist other field units in dealing with similar problems, Thus the
newsletter would be an instrument to dispell feelings of isolation and
separation, The management analyst and training specialist at eaczh provincial
level could be invited to contribute to the newsletter but should nnt b2 zsked

0 be responsible for its production.,

4. ISSUES IN SUPERVISION

a. Structure of the Supervisory system

imary H=alch

The Basic Health Services Programme, wnich preceded tne 2z
Jne of tha

Care Programme, acknowledged the importance of supecrvision.
inportant activities proposed for the Rural Health Centre was %o providas
technical and administrative supervision for all workers within its catchment
area, Each RHC was co be linked with the District Health Officer (DHO) not
only through the managerial control by the physicians, but also by technical
supervisory relationships with district level persons in personnel,
supervision, inventory control and information system management. It was,
therefore, decided to develop new asystems of management, supervision, and

supply.
This emphasis on management and supervision was continued in the

Primary Health Care Project. The Project Document acknowledges that the
principle management lessons learnt from the previous BHS Project were that
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(a) effective management and supervision are essential if the Primary Health
Care Programme Were to succeed (b) the Programme needs to be strengthened in
these two areas. Consequently the first component of the proposed Primary
Health Care Project was Programme ianagement. It was decided, inter alia,
support and strengthen the project managers and other key officials involved
in the Primary Health Care System.

<o

It is felt that the most important supervisory level of the Primary
dealtnh Care is the district level. This Project Document acknowledges this
imporcance as under:

At the discrict level Medical Officers serving as District Healtn
Officers (DHOs) and Assistant District Health Officers (ADHOs) have direct
supervisory responsibility over RHCs and IRHCs, and may have direct and
positive interest in promoting the further development of the Basic Health
Services Programme. District hospitals which are referral centres for IRHCs
are supervised by the Medical Superintendents who do not report to the DHOS or
ADHOs. Medical Superintendents and DHOS both report independently to the
Director(s) of Health. Conseguently DHOs must co-ordinate their activities
with Medical Superintendents of referral hospitals who may have higher status
than the DHOs, making co-ordination difficult. Nevertheless, each IRHC is
theoretically linked to a backup hospital to which patients are referred for
care. Althouan district hospitals do not play a direct role in the Basic
Health Services Programme, they serve as sites for MT training schools and for
the practical hospital training in curative care for MTs,

among the lessons learned from the =2valuations of the Basic Health
Services Programme was the need to stcrengthen management at all levels,
including addicional training in project and management planning, operaticns
management (health services administration) and programme evaluation for
HMedical Officers posted at the district level, District Health Officers nzad
Lo be actively involved in planning and implementing orovincial operation
Similarly when Key programme pecrsonnel are replaced the replacements shou
adequately briefed on the programme's purpcses and operations.

The Primary Health Care Programme proposed inservice training for
Medical Officer Administrators posted at Provincial, Divisional and District
ievVels because these officers normally lacked adequate training in operations
planning and management. Similarly the Medical Officers posted at IRECs wer2
to be trained in the concepts and practices of rural healtn planning and
management because it was considered necessary to develop not only rnowledge
and skills ip this area but also the attitudes that will se conducive to &he
proper administration of IRHCs and the supervision of MTs.

It is surprising that inspite of the importance attached to the
training of Medical Officer Administrators and Medical Officers posted at
IRHCs 1in the Project Document of the Primary Health Care Programme the first
provincial training programme Was not conducted until August 1984, in NWF2, in
Which 23 health officers related to the Project in the province participated,
At the time of the evaluation, a total of 235 health authorities had been

trained in management workshops,
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facet of the problem of supervision at the district level.

svstem;

The other issues are:

(a)

(

quency of supervisory visits; (5)

) Delegation of authority

(a) F

re
c) Guidance and support; (d

Freguency of supervisorv visits:

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

(Evaluation of the Rural Health Programme in Pakistan. Health
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Nucrition Section, Planning and Develooment Division, Governmen=z

of Pakistan, November 1984, Page 78,
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BUt it would be too hasty to assume that tne only reason for this
inadequacy of supervision was lack of Wwill to work, e snhould z
2lsn consider the fackt chat the Disktrickt Health officer is

axpected to perform multifacious functions i.e. managenant of the

nealtn services of the whole district, technical supervision, v

pravention and control of diseases, development planning and
monitoring, working with the District Council and procurement of
drugs and equipment, In addition he has to perform miscellaneous
other duties. On the other hand the number of health institutions
which he is to supervise is continuously growing., For example, at
present 972 health outlets are functioning in the 13 districts of
NAFP so the average number of institutions per DHO comes to about
75 but in several districts the number is for higher and
consequently even more difficult to supervise. Add to this the
problems relating to vehicles and POL and one can have some idea
of the frustration of the District Health Officer,
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Referral Svstem:

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

Headquarter Hospitals.

Guidance and Support:

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

i) Senior DHOs are posted as Medical Superintengents.

=
W

ii) The specizlists,. who have not worked in the field, <zn aisoc
posted as DHOs.

Dalegation of Authority:

The ADEOs can and 4o visit the IRHECs so0 in a way it can b
that there is delegation of authority from the DHO level
level. But the snag is that mcre often than not the ADHOS a
junior and conmparatively inexperienced persons. Thus on the
hand they nave little real authority and on the other they do not
have much to offer in tne way of guidance and support. The
following courses of action are recommended to improve the
situation:

oD

1) An appropriate supervisory <raining prouaramne should be
developed.

)

2) All the DHOs and ADHOs be provided the reguisite training.

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

4) when the new DHOsS and ADHOs are posted they snould be trained

in supervision as early as pvssible.

5) Only senior persons should be posted as ADidOs and necessary
authority should be delegated to them.
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It should be ascertained whether the number of the ADHOs is
commensurate with the requirements of the concerned districts,
if not creation of additional posts may be considered., A
policy decision in this matter may be taken at :the Feceral
level in consultation with the provinces,

The transport and communication arrandements should be
examined, especially with regard to ambulances, jeeos, 20L etc.

Sites for the establishment of furure RHCs and 3HUs should be
carefully selected with a view to ensuring the availacility of
the necessary amenities., The sites should pbe egually
accessable to the clientele and =ne supervisors.



b. Problem-solving supervision

Virtually all of the officials interviewed by the evaluation
team agreed that supervision is a central issue in nhealth services in
Pakistan. Wich the exception of EPI activities, most senior officials
characterized supervision as a pervasive Weakness. \With a small number
of encouraging exceptions, tne team's field observations confircmed tais

impression. ‘The term "supervision"” is subject to a wide range of
interoretations. Ffor the purooses of th2 evaluation, We focused on th=
actions taken to assess and imorove service delivery by any staff who ace

not tnemselves oroviding cne sarvice, Jur intarestc is not linmic=d, for

axample, to the frequsency With whica the MU/IC visits a givan MI.
Rather, w2 are also voncerpned witnh what actions ne £3akes to imorovs
MT's performance, feasiole intecventions he may neglect, and th=2 o
impact of dicfferent aoproacnas. W2 will also discuss the costs ol
supervision.

3asaed on tha2 2roject Papar, the SiXth 5-7Y=2ar
orioritias expressed ov Provincial officials, this analy a0
selacted primary nealcn care services, pacticularly 221,
cuberculosis managemant, passive detection and treatment of malaria,
family olanning, and infant orenmonia. In orojeckt areas, thes2 sarvicas
are provided chiefly ov medical officers, medical t=achnicians, and
communikty nealtn Workers, Th= team found a2 droad concensus that most of
Ehe project's potential Efor reducing mordidity and mortality depends on
ecfactively providing :-n23e s2rvices,

A complex activity such as administering ORT, can b=

sundividad into a nums of logically distinct components. Tna WHO
tz2atment plan for modecata dehydration, for example, includes 17
Separate components, including tasks such as showing tha mocn=r hoW &n
administer the solution and re-evaluating the ill child after 4-3 aours,
Similarly, an activity liks educating mothers in a given village abou:
immunizations can oe descrioed in terms of specific icams of informazicn
tnat are to oe convevad to a certain targ=t opooulation. From Ethis
perspective, the health impact of project sercvice delivery activitias
reprasencs cne net effect of performing tnesa individual, potanzially
measurable tasks. The ralative importance of different tasks prosanlV
varies widely, but in orinciple, every task snould nave a probabilicy of
raceiving supervwisocy actcention tnat 13 greater than zern. If a aivan W7
is inefrfective in exolaining the impoctance of che third dose of D3I anid

iain
oolic, kEhe supervisory system should be capable of det2cting such
snortcoming and takinc acclon to corract it, Thus, we examined %Zne
axtent to which supervisors organize their visits to deal with concratsz,
individual sarvice Zellvacy Easks.

{
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1o a largs degrae, both service delivery personnel and
supervisors appea:ed o lack detailed descriotions of service dalivacy

tasks in these high orioricy areas. CHWs, £or axample, did not nava 2
clear understanding of specific steps to take When thev had idenczifii2d a
cnild with Ehicd degre= malnutrition, Theic MT supervisors were, i(n

turn, handicapped oY tne lack of a critecla for assessing oerformances in
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this area. We recommend a systematic effort to define high priority
services comprehensively in terms of descrete, potentially observable
tasks. Such definitions would, in effect, constitute a statement of how
ranking officials expect to reach the goals outlined in the Sixth Plan,
the Project Paper, and similar documents.

These "operational definitions” are conceptually similar to
traditional job descriptions, but we believe there are impbortant
practical oenefits to providing far more technical detail than normally
found in job descriotions. Much of the tecnnical information nz2eded %o
dafin2 service delivery activities operarionally is already availaola in
a varciety of dinistry documents, WHO publications and other scurcas,
Particularly for educational activities, such as pronoting t=taadls
immunizacion of fertile age women, it may be necassary to dewvzloo
materials d2 novo. For the supervisory system, he c2ntral coasideracisn
is assu:ing—:he distribution of thas2 oparaticnal dafinitions to zhe
involved service delivery staff.

Any detailed descriotion of what a givan c
personnal should do could prove uﬂsa isfactorv over ki
circumstances. fConveving given in ation about OR?
influence on actual us2, contra 0 2xpect at ons. %
ghe activity, in this case, th2 o
should be changed. For th2 purpos
consider tne basic fuanction of th=2
implemantation of whatever design is
Qur Eocus 15 on what supervisors 4o
tasks to actually taka place ia tnz
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ivary %ask zhat has been d2£finad in
2 of performance i3 29035ibla. T
diarrnhea could, for example, taka

For a given secvice &21
opjectively measurable terms, a ra
followup of treated casas of infan:
olace only in a certain fraction of
could be incomplete or contain erzor
variables to be described in charact
raduces tne perforinance of a given ¢t
Zither the task is carriad out

i
cases, or tnh2 content of tne visits
. 1ln order to simplify che

rizing supervision, tais analysis
3k zo on2 of two cazegarias:

23 1ally as it was definad, or it is
not, in which case a "problam” ex! or Wwnich some supervizoryv action
is indicated. 2Zxoerience with tais pproach may indicate that descriding
tne parformance of certain tasks c=231ires more than a simple nrozl2
oroolem classification, perhaps 3 Juancitative scalz2 or multiple
classifications, It may prove worcawhile, for examdle, to dist
diffarent errors in 2ducating th2 nother of a malnourishaed chil
other tasks, the chreshold for unsatisfactory perrormance may regu
ravision meriodically, as conveving cectain information on 2RT =92
szeadily increasing oroportcion of Zhe targ2t pooulazion.

Zaving defined what ceonstitutes a osroolam for 3 given serviza
delivery task, tne role of the imnediate supervisor zan te expressed in
terms of identifying and resolving :nese proolems. These afforks

4]
(r
(¥
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improve the performance of a given service delivery task can be divided
into at least six distinct methodologies for identifying problems and
five methodologies for resolving them.

PROBLEM IDENTIFICATION METHODOLOGIES

lQ

Direct Inguiry: Both service delivery personnel and

supervisors themselves described attempts to identify
performance problemns by simply asking the M7 or 0 to list
them. Others also examined records. tone of these
descriptions included references to concrete service dalivery
tasks such as follow-up of suspacted malaria cases.
Supervisors did not explain the range of problems thay wished
to identify or give examples of common or important problams.
done of the supervisors reported being trained in interviswing
tEechniquas, despite the fact that elicicing information on a
worker's own shortcomings requires some skill, Alchough khis
is a potentially rapid, cheap, and effective supervisory
methodology, the team found no efforts to evaluakte kn=
supervisor's ability to identify problems through such
interviews, nor wWere any steps taken to refina thei
technigiues. The project appears to hava given litkla
attention to this practical supervisory skill,

Skill and Xnowledge Evaluaktion: Traini ssessment
techniques are well developed and few

information are more accessisla. Nave
preparation of an ORS solution oY CHWs, 2
the competence of service personnel apoveared to be inE
and unsystematic. Even for the most important skills,
assessments Wer2 not documenced. Despite the projeckt's
extensiva investment in formal training, the supervisory
system largely fails to monitor the staff's actual skills,

Assessment of Quality of Care: Supervisors rceported faw
efforts to monitor the quality of the large number of servica
contacts cacried out by minimally trained volunteers,
relatively inexperienced paramedical workers and recently
graduated physicians. Even allowing for the practical
difficulties involved, field-level supervisors made
surprisingly few attempts to directly observe service
delivery. Role playing is used in MT and CHW training, zus
not to assess the performance of individual sarvice
providers. Supervisors dld not systematically interviaw
praeviously treated patients. Ncne of the supervisors used
written guidelines or checklists to identify deflciencies in
specific sezvice activities.

Estimation of Populaktion Coverage: The project seeks to
actively provide a number of wvrlority services to a oooulasion
that appears to be unusually well-defined, 1In this sansa, an
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unvaccinated fertile age woman or a child witn diarrhea that
never comes in contact with a service provider constitutes a
problem. At this level of specificity, supervisory attention
was virtually absent. For highly prevalent problems in this
area, even a small number of random household visits by a
supervisor would be revealing. Only one of the supervisors w=
interviewed carried out such surveillance,

Sy Effectiveness of Educational Activities: Virtually evervching
the project is attempting to do to influenca health skakus
requires substantial behaviorial changes in the communities
served, Tnhe project's emphasis on outreach and community
level activities is based to a large d=gzee on conv=ving
information. Nevertheless, outside one IRHC, supervisor
assessment of these efforts appears to be limited if not
entirely absent. A few brief interviews with clients thax
na’e been contacted would allow the supervisor to estimate tn2
ackual effectiveness of these contacts.

3. Followup of Previously Identified oroblems: Rarely is it
orudent for a supervisor to assume that a glven service
delivery problem was resolved by his initial intervention.
Compared to other problem-identification techniques, th=2
followup of old problems is likely to be fairly simple, Nona
of the supervisors interviewed kepot recourds of known problens,
however, and none of the staff we interviewed nentionad
followup as a specific element of supervisory visits., Th2
project's chief intervention to reducs naonatal mortalicy,
tetanus immunization for ferktile age women, was largely
unsuccessful in most of the sites we visited. Neverthelass,
none of the supervisory staff had any insights into the
effectiveness of specific measures to increase prevalance,

In summary, the team's impression is that first lavel
supervisors in the projecc have largely neglected eacn of
these six techniques for identifying specific performance
oroblems. This assessment apolies aqually to MTs and
physicians,

2ROBLEM=-SOLVING METHODOLOGIE

In view of the apparent dearth of organized problem identification
at the level of individual, concrete service delivery tasks, weakness (n
oroolem=solving ls not unexXpected, None of tnh2 supervisors that we
interviawed could describe a systematic appconach to problem solving. Tha2
concrate details of services such as ORT are, We conclude, largaly tn=a
result of formal training and individual iniciacive, Organized effor:s
to influence the content of these services or thelc coverage of th=2
target population have played only a minor role in the projeckt up =9 nowW,

1. Defining the Problem: Experlence in the management of a
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wide range of organizations suggests that, in some cases, it
may be adequate to simplv point out a specific service
delivery problem. In other cases, the supervisor may also ope
required to explain concretely what needs to be done or
demonstrate the desired activity. Persistent attention of
this kind over the course of several supervisory visits may
nave a cumulative impact. The team found little evidence of
this straightforward, relatively simple intervention. It is
here that one can see most clearlyv the oractical difficulkties
created by a general or vagque definition of service delivery
tasks. Medical technicians, for example, exhibited
substantial technical knowledge of malnutrition, a major
contributor to infant mortality in Pakistan. 3ut virtually
none of the MTs we talked with could ouktline a series of
concrete steps in the community which, if carried out

ef fectively, would demonstraply reduce malnutrition. The
senior MTs and physicians that supervised them generallv
lacked any criteria by which to evaluate these efforts, thiis
understandaple, therefore, that alchouah nutritional status
appears to be largely unaffected by program efforts, we could
tind no instance where a supervisor suggested that a certain
ctask be carried out differently. Even for the most importan
d2ryice.delivery activities, cthe project nas generzted lit:zl
insight into tne value of D'OV‘dlﬁq a concrete exolanaktion o
now performance could be improved, by any approach.

n D (T

in=-Service Training: 1If a supervisor finds thac a civan
oroclem is due to'the sarYice provider's lack of skills or
nnowledge, training is the oovious response., As a supecvisory
intervantion, training &i'eu ad toward resolving an individual
ghortcoming is distinct from formal in-servics workshons and
standardized courses, nlike planned coursass, informal
training of this xind responds to an imnmediate, specific
oroblem. As a problaem-solving interVention, such training
also requires the supervisor to evaluate his effort. Ffew

supervisors referred to training as a pocentcial activity
duzing field visits, The technical shortcomings axhibited hy
avery category of secrvice provider indicate that this
tacnnigue is underutilized by supervisors,

Service Provider Motivation: The performance of service
delivery tasks, such as the followup of cases of serious
diarrhea, determine the impact of the project on mortality and
morbidity. Nevertheless the team found virtually no incentives
linked to this performance. Supervisors exhibited a
remarkable degree of inexperience regarding the motivating
value of verbal praise connected to performance. A number of
service providers commented on this. We found no examples of
symbolic awards, community or professional recognition, or
promotions based on objective measures of performance carried
out by supervisors. MHonetary or in-kind awards for superior
pecrformance by an individual or administrative unit were also
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absent., With rare exceptions, the distribution of
commodities, equipment, vehicles and other administracively
controlled resources was unrelated to oast performance. The
value of sanctions such as dismissal has been suagested by the
experience of the AHP and other programs in the region. For
project supervisors, even lesser sanctions were limited to
instances of gross non-performance and even these rare cases
Wwere administratively difficult and subject to reversal.

The project's prospect for measurably improving health stacus
depvends primarily on preventive interventions that are
themselves undramatic and not immediately rewa:ding FUr
carrying out these interventions necessarily 1nvolves the
physical hardships of workina in a rural environment as well
as the psycnological difficulty of conflick with traditional
oehaviors. At the same time, the supervisory system has
provided service delivery personnel with little reason to
perform these activities effectively. The examples of
professional dedication observed by the team represent
primarily individual initiative. Within existing policy
constraincs, it is critical that the project achieve an

ch

D
1

improved understanding of how to systematically encouraage the
performance that is necessary for an impact on healch statuis,
(In section 38 of this report, suggested research :opiu B ois
Ln:ended to add'QSa these issues).

Direct Assistance: In addition to providing advice, trainineg,
znd incentives, it is often feasible for tne suvervisor tco
direccly carry out some of the work that is to be done. The
supervisor may also assist the sarvice proViders or facilitaze
their Work. For example, M0s indicaced that they deal:
directly with the leaders of communities where CHWS were
working and themselves provided &the same Kind of health
education in which they had trained the CHW. WUnder the osest
of circumstances, one might expect supervisorv activitiss «f
tris kind to improve service provider performance by orovicing
an example. In addition, there may be discrete componants of
a given activity, such as dealing with local leaaers or
explaining the concept of growen “e‘O"i“", that are simply

payond the capability of a given worker Mnis is simply 4
practical division of labor that often represents a sensiolae
use of the supervisor's time.

Carried to an axtreme, nowever, tne supervisor may simply
displace the service provider he is ostensiply supervising.
The direct provision of services competes with alternative
supervisor activities like problem identification and
motivation. In a number of cases, this seemed to be the case
with MTs and the CHWs they wWere to supervise. The MTs general
unfamiliarity with supervisory techniques doubtlessly
reinforced their tendency to focus on activities in which they
were better trained.

Referral of Persistent Problems: Every primary supervisor in
the project in turn re¢ports to a second-level supervisor.
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These second level supervisors were consistently more
eynerienced and generally had more extensive technical
training as well as greater administrative authority. In
principle, second level supervisors are responsible for
dealing with problems the primary supervisor was unable to
resolve. This general arrangement, however, has not been
systematically developed. First leval supervisors have
received no training in the criteria for these referrals.
There is no supervisor reporting system to allow individual
problems to be monitored and the project has provided no
guidance for describing them. Not surorisingly, there nhas been
no attemot to document or analyze the tvpes of problems that
first level supervisors could not resolve., Although the
referral of difficult problems is an obvious supervisory
activity, it remains to be developed Zor even the hignes:
priority services of the project.

In summary, the team's impression is that the performance cf
service providers in the project reflects a vicrtual 3ibsence of
organized problem-solving by first level supervisors. These
supervisors appear to have received no specific training in
any of the technigues we would propose are necessary to
identify and resolve performance problems. e do not,
however, believe that training for these personnel will by
itself be adeguate to address this 31:Jation. ay tne measure:s
applied by tne team, the second-level su ;
M2s and junior pnvsicians was even le
that which they in turn provided to s

ond Level Supervision: Although s:3veral ca:ego:ies of

Sac

personneal in the project area nhave bokh supervisory and 4dir
service delivery functions, this analvsis will 50cus nn £he
role as supervisors and the support kthey receive in this

capacity from second level supervisors., An example of =n

i
would be the MT who supervises CHWs and is in turn supervi
by a senior WD or medical officer in charge. In a numuer (o}
sites we visited actual contact with the putative supervisor
was minimal and project staff in effe:c played a sipecvisory
role, albiet necessarily on a limited scale. Other
relationships, such as that betwean the HdU medical officer
and MTs was not clearly defined in many cases,

None of Lhe staff in the position of second level supervisor
ware able to describe how they would assess the performance nf
a subordinate supervisor, what measures they wWould take to
improve weak performance, or the pature of any general
technical guidance they would provide: WNo doubt there were
some beneficial results that flowed more or less naturally
from contacts with a more senior professional, but these
visits followed no distinctive strategy. Since first level
supervisors are primarily lower ranking professionals with



http:supervisors'.An

t.-=le =rz:n:nc in supervisory mecnocsiogies, it i: 3urorising
=s:iz tne Drojact provides cthem with so little skstsgatic
:.nervision.
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arvisor. In nis role az superviscor, for
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i.zervisors can effectively influence
izzvMice dalivery staff, directing Ehelc a
cicticular sks is an important manacsment de INNENLS
s+n32, the samoling guidance providec oy tne s el
s.zervisor rapresents much of the orocram's potency
iiv-to=-aay flexibility for allecating resources =< Jne AarLea
ri=ner than another - competence in the managemeéns Oof spock
za=ner than latrine promotion, for example. Proj2:t managers
crzsently lack cthis kind of influence
similarly, cne team found no indication that second level

| s.pervisors specifically attempt to assess and improve the

| cacformance of primary supervisors, To evaluate the ability

I 5f the primary supervisor to identify and resolve problems in
a given service task, the second level superVisor can apply
any of the methodologies available to the primacy supervisor




or directly observe supervisory visits. Thus, the role of th=2
second level supervisor requires direct observation of secrvice
delivery much like the first level supervisor, but
supstantially less often.

It is important that the relatively small numper of s
activities examined by the s2cond level supervisor adi
reflect che performance of the primary supervisor, E
; supervision of ORT services does not necessarily impl
verformance in tuberculosis., In addition, the various s
deliveryv tas<s that nave bea2n assessad Dy tn2 primacy

supervisor £all into three distinct problem status grolns £I0W
which the s2cond leval supervisor may salact a sudsanpla:

1) No problem was found, 2) a proplam was tound, oLz

resolv2d, and 3) an active problam 15 presens, =Zaci

category allows the sacond level supervisor, Lo evaluata
problam identification by ktna2 orimary supecvisor, eltinal
confirming or concradicting ais findings. Wnera a oroola)
was identified, ic is also nossidla to 2xaminz probisn
sclving. Activa oroolams oresent zn2 additional
ooporccunicy to directly affect tha 3arvice providac
pe:forrAﬂv- in a particularly difficul:z £asx.

"h2 point of thesa detailad assessments 13, of codise, <0
improve the performance of the first laval suparvisor, Soecific zrainint
{3 =ne mosk obvious rasoonse, but th= other basic supervisory anproacias
such as oroviding motivation may prove equallv useful. [Ihe ralacionsnic
sazwaan tne first and sacond level supscvisors provides a paradign £3:
=n2 supeczvision of any group of professionals who themsealves have
3up2rvisory responsinilities, .

In the provincial nealth ministries, there may 22 1: many
as eight such relationsnips between the policy layel and the ackual
oroviders of services, Tha nighec levels of tnis. hiecarcny lncludn 3ame
of tne most experienced and tecanically 2xpert h2alth orofessinnals in
Paxistan. =xpensive specialized training and contact with outs idn axpare
consultants are largelv concentrated in tnis group. It is ther2foce

3 disturbing to conclude chat the curcent supervisory system Dt wideg =nase
officials wich litels insignt into servics delivery proolams and 1
opportunity to respond effaectivaly,

U

The Suoervisory Information SYstem

The orojacs acasently collacts no information ¢
supervisozy proolem 301!13;. Any 3arious ff;:: ko aystamatzicall’
supervise the concre2za tasks impllad by =n2 5Sixen Plan and okhar ;ci::y
iocuments cepcasents 1 complax challenge, Ezen ak the Diatrice /
conservative estimata would suggest that a supecvVisocy aiscacchy Wi
least four distinct lavels i{s tneoratically rasponsible for more =naa
25,000 ongoing, largely independent secvice delivery actl ivielas, Suan
vals

set of variables can be appcoached oy sampling, but the various le

il




the supervisory hierarchy lack an effective sampling frame. At the lonal
level, this could be provided by a complete listing of tasks for each
service provider, indicating 1) the dates when a task was assessed by the
corresponding supervisors and 2) a notation of whether or not a
performance problem was found. For higher levels of the supervisory
system, reports could summarize the performance of groups of providars
and collapse the number of service tasks. This type of information
system would be well suited to computerization. It would be prudent, of
course, to subject this or any otner proposed information svstam to a
careful small scale trial prior cto implementing ic,

\ ralated issue that nas yet to ba addressed i{s ti2
axtant to which it i3 f=2asible to Use Written sUPeryVisory SUDDOCLLS T
partially substitucte for fisld visits. A numoer of ministzy statf
described severa limitations on the ability of supervisors to craval,
reflecting shortages of transportation resouzces, 1o the axtent chat
lower level supervisors can b2 trained to accurately descciode a2
secformance of sarvice oroviders, higher level supervyisiors may b2 3cis
to advise specific actions, It may also prov2 f2asinle to davaloo
standard categories to dascribe common perfornanca orodlems, tne
ayaluation technigue used py the 3upervisor, and cne natir2 of ths
supecvisor's intervention. In contrast to =n2 counks pf patiant 2onacs
orasently reported, sup2cvisor reports of cnhis patur? would land
tnemselves to verificacion by nigher layel suparvisors, Decum2nzatlian o2
taal world problems and caeir resolution could also ba =ypectad 20
fFacilitate the developmant of practical case stzudies and oftharc
supecvisocy training matacials,

In recent Y2ar3, the AID Bur2ay for Science and
Tachnology nas supported two indepth raviaws of th2 3tats Bt Enaliacs o
supervision in basic n2alth programs. Researcn in £als ared 833 lagaad
benind ralative to nther compenents of a orimary n=alth cac= systan,
3ince these reviews, the Office of Health has supported a s2riaes Ot
szudies of supervision issues tphrough its program in operacions
researcn., Nevertheless, taken together, available rasearcn f£indings
ocovide only limited guidance cagacding tne decails of how a hierazcay

of supervisory personnal can oring about the maximum nealch impacs,
considering the conscraints on tne health system. =Relative to compar
nealth systems, tha:z of Paxkistan is unusually wall=-andowed with
sersonnal and an extensive {infrastructure, A3 discussad 21sawn
tnis report, availaole avidence suggests tnat inccr=asing tae n=2al
status of the population i3 unlikely to be effacted cthrougn a dramatic
akpansion of general nealtn resources, In oUr estimation, Sn2 mOS:t
oromising strategy focuses on more effective organization of E
accivities of axisting personnal., B8ecause of the limicasions
orofessional literacurs, moast of the (nformaction nsaded %a des
affective supacvisory stcatagy must obe genacatad DY tna prodram i
Such reseacch may oe conaiderad a capital inv=scment £nat 2an o2 ¢
zo produce health benefics far into the Eutura, A3 3ucn, tals 2
would be entirely within the larger objectivas of =ne project,

(1

Recommendations:

That the project make a major commitment of risources =o
systematically studying cuzrent supervisocy practices, developing and

teating alternative approaches, implementing any mo:ze cogt~effective
atrategies that ace developed, and avaluating the naw supervisocy system.
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5.The Collection and Use of Information

A later section of this report outlines possible research and
surveillance activities based on a substantial restruckturing of tne
oroject. Tnis section focuses on management activities related to
information issues, and does not assume a research focus, but there are a
number of common issues.

On an admittedly subjective lavel, discussions with sarcvica

delive:y staff leave one with an overall impression of a program
operakting blindly, Clinicians treat wnoever walks tnrough tha clinic
dcu:, out nave littcle sense of tne guality and effeckiven2ss of kheir

z o
noc a?Dn_aﬂ90Ual{ cone to their actantion. MTs and others wor<in
ouolic ne2alch and oreventive activities exoress little sens2 of
accomplisnment. Tne psychological rewards of deaths and dis2ase that did
£, Wwnicn can b2 s=2an only indirectly through cazeful measuremenc,
nmeasured and invisinla. Witn declining morals and motivation,
2zy r2al oostaclss to outreach wWork appear insuzipountaola,

miniscrations and 2van less regarding tne local n=2alth oproblzams chat
i

awar2 of tnese intangi

A

Ranking program officials wWe n o
1 aal wicn them. & ndmbarz o

©
ou:s imporcant prooslams, but lacked taoo ol

oaysicians otserved that kthe failure to monit quality of cace orobably
allows guestionaole case managsment to take place unnscessarily, whatava:s
tha resource limitations of rural facilities, This in zurzn, £nav

L

w n

sagqesced, conktributes ko the underuzflization of a coscly
infrastruczure. And aven a substantial increase in patianc visits has
F{celat ik elL 100d of measurably impro%ing n=alth status unlesss
accomzanied by effeccive community outr=2ach.

The team will not orasume to nffer specific salitions ko chess
comple problems. But we would argue that it is not organizaktionally
pcssxoxe to address tham ~Jithout a substantially improved base of
information on what program personnel do and the health oroblems of the
sopulation they serve. We observed instances of successful local
initiacives wnhnich suggest not only that improved use of such informacion

w

is Eeaalnln, but also that it i3 associated wWith improv=d program
2ffectiveness. Information is an inexXpensive but seriously underutilizad
rasource in project areas, with an imorassive potential zo directly
affact performance,

Currenk oroject efforts in this area rapresenc a sound and
ancouraging beginning which we Would zecommend 2X¥panding in a number ot
~Jays, Inventory management in projact sites compares favorably to
orograms in oshar countries. The reduction in the basic drug list walzh
13 peing implemencad provides an example wo::hy of emulacion.
Modifications in %ne pacient abstract and treatment log cect
zepresent chang=2s in the right direction.

A recantly developed proposed, quacrterly repocting form
(appendix /) addresses a number of information needs., No comparable
service statistics are reported and available in a timely mannecr, The
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content consists of simple counts and is largely derived from existing
records, The same variables are reported every quarter, minimizing
training and management requirements. With limited analysis, the report
orovides the basis for estimating population-based rates for comparison
with the clinic's past performance, with other similar facilitiess, or
With expected rates. A manager with reliable information of this kind
would be able to draw general conclusions about EPI coverage, somewhat
less certain conclusions about ORT coverage, and less certain s=zill
regarding nutrition activities. He could also gain an impression of =Zna
layal of activity davoted to malaria and tubeczculosis scre=sning.
omolecing sueh a ¢ ¢ i3 largely a clarical functinn sinec2 ¢
individual evenks i sicnlafs casX., Do ls,navwetar, obViol3t
unsopnisticated stat nat tne total cou 3.3 given accil
ifficult to verify. ne incencive to resort 2va2nts tn
negativaly on the s=af reparing ctne revdcct (such a
Jaccinated child) is guestcionable. Tha form Ls nevertne
substantial lnprovement over the status guo. Almost /
creporting efroce would caduice a gualicativaly difc
from szatf and manag=2cs, but t=his is tne tean's rce
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One area in n2ad of actantion i3
oresencly consists of 3 singla, non=-racriava
0ooK. [nese are not «~ithout value, ouz a n
i3sues depend on a moce dekailed record tha
vatients and for sana‘inq oY supervisory pa
doubt that tn2 nignhly =« nad and underutil
capaole of sucn an effoct, The craditionail
{in addicion =0 kne curcca cnconological :
Jr3anizad for followup wisics, a2ftan cecn
orogram nas invested n2avily in a communi
inusually well=sultad to 3alecciva fellawu_
yaneralized promotional aceivikiss, This €ila yould idancify a
vooulation #itn an extrcaocdlnarily nign i3 of mozealicy and n

alative to the general population, such a3 znildren With acuzs
facuses cacriad by 1 mother wWitn incomplecs zacanus immunization,
2nildren with acute and potentially incomplately ctreated oneumonia,
malaria, or meningitis; children ~ith documenced thicd degree
malnuteition and/or incomplete immunizatlons, and active tuberculostis
patients who have defaulted on chemotherapy.
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Similarly, any supervisory efforts to take concrete action to
imptove quality of care, particularly through specific inservice
training, revolve around the management of individual cases rather than
global counts of selected activities. Examination of more detailed
records has the crucial advantage of allowing selective verification of
many components of management through followup visits to treated
patients. Such verification also allows a supervisor to assess the
effectiveness of referrals. More d=tailed records would also facilitate
specific oreventive measures that may otherwise escape the clinicians
attention, such as oroviding tetanus immupnization or ORT aducaktion :to
fectil2 aga women oresanting for okbner reasons.

It is l2ss than encourzaging to noke cha:c the wWorld Food
rogzam includes individual growth records that in orincipole would narniz
Ust sucn follow up assessments, Y2t appear to va virtually unused fos
avaluacion. If the project staff can elicit interast in such an
assessment, it Would be tecnnically stcraightforward to evaluate che
accuracy of tnese records and the larger effectiven=2s3 of th2 orogran,
v2n an =2xtremely small sample would b2 usaful,

‘o

|b\_a

1'3

Phare 15 no incrinsic r2ason Wny c=2ooczing snould D=2
staregcyoed, limitad o the same measurzes avery reporfcing paricd.
Likewise, it 15 not necessary to limic reports =xclusivaly to m2asu
tnat ar2 collected routinely. With limited direction, the nighly ¢
ataff at BdUs and RdACs are capaole of small scalas special data coll !
efforts to examine Key 1i33ues in more detail fnis includes randon noms:
visits and followup visits to an identified auboooulazaon. 'ne covezasn
of EPI for example, can pe estimated direccly tarougn a small aumb=c 2%
visits, Tha2 details of aga at complate immunization can also ne
23timatad this way. This is the only pracktical =achniaus ko 2s3timate =n2
local occurance of many conditions such as measl=as and diarchea, and
oerhaps most imooctantly, the occurance of unr2pocz=d morcality.

The low level of orecision of such efforts could ne
comeensaced for DYy repeating kthem periodically. They are also mora2
succeptible to supervisory verification than raw counts. The
signifjcance of such measures to the local statff adds to their valuae, a:s
does the opportunity to furkther investigate identified instances of
maternal or child mortality or to intervene where, for example, an
unvaccinatad cnild is found. 1Information systems need nokt o2 orienzai

axclusively to summary figures subomitted to higher officials. Lass
tangiole out perhaps equally imoortant, focussed data collection efforza
Would allow the s to play a concrete and visibls role in cne opecazions
of the BHU as part of a larger, unified effort. Their cucrcent outr2acnh
Work involves basically similar accivities, ou:- 3spears lacgely divorcad
trom ocher clinic functions. Their carefully - maintained visit zacords
appear to b2 genecally ignoraed. They aca capanla oS 31 idér variacy of

resoonsiole and arguably mor2 oroductive Work.
A more flexible program of communicy-sasad vislts would 52
facilitated oy increased attention to information on tne ohysical
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location of individual families. Many MTs have already prepared useful
community maps, but household-specific maps would be even more useful,
Numbering houses, as practiced by the EPI and malaria programs, would
further support targetted followup visits.

Most clinicians we interviewed complained that the present
system for referrals is non-functional, particularly for hospital
referrals. Whatever the lines of administrative authority, it would bs
premature to give up hope without a trial of a well-designad, wcitten
referral form.

Relatively lictla technical, epidemiological, and oprogram
information is routinely shared with th2 clinic la2val staff. 2reparinu
Written materials does require professional time, out a periodic bpullzsin

concerns. 'Tecnnical reviews of clinical topies, specially focused on
oroject priorities in prevention and outreach, would addr=ss an ar=a
wnere formal training is generally weakx. Interest in public n=2altn
activities could be encouraged by articles on thes=2 topics that utiliza
data and case studies from the project. 0Outstanding performance ang
local innovations could also be given recognition, &ha cucrent lack of
Wwhich was mentioned by savaral MIs. Tn2 introduczion of i
serVices, as outlined in the Sixth 5 Y2ar Plan, could also o=
Eacilitated through this medium.
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S of the oroject staff. Tne chief value o
recisely document changes in a number of h cators, Bo:in
ions regarding the validicy of certain valuss found the bas2line
v and doubts regarding the impact of project activities on the
remaining indicators argue against repeating thls expensive effort. Tnaa
small scale, program-oriented information-gathering 2fforts outlined
above and elsewnere in this report represent a bekiar investment of
resources. The project's most pressing need is for information kthat
descrioes in detail what is oeing done to affect h=alth indicators, no:
anoctner measurement of the indicators themselves,

£
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lhe team's estimate of the health impact of project activicias
is, of course, strictly impressionistic. But we think it unlikely rnac 3
tollowup sucvey wWould oroduce findings that would strongly supporct a
particular nealth program strategy or suggest an altecnative, If
management level information and small scala studies wera to suggest thas
oroject sites are substantially more effective in oroviding early and
complete immunizations, in assuring the early use of ORT in most cases of
diarchea in c¢nildren, and wWere in general :aking “ne actions necessary %o
reduce mortality rates, then a followup survay would provide a yvaluasle
confirmation of this imo-2ssion. o such informacion L3 oresently
availabla, The very fac. that project personnel 40 not havYe clear and
telavant measures of their own pecrformance leads one to oe skeotical

dpout tneir impackt,
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6. ﬂaﬁégement and Policy Issues

a. Drug supolies

It has been previously reporced that the GOP expenditure on
drugs amounts to RP7 per capita/year (pp PHC Report 1983.87, p. 101) and
tEhat the BHSP (1977-81) indicates that government expenditures provide
less than 5U% of the required drugs. In an attempt to stretch :the
availaole budget it was envisagesd tnat considarable savings could ba made
py eliminating unnec2ssary drugs, thus assuring the budget available
Jould ensure provision of adequakte quantities. A stcudy wWas conduccad
among IRHC3S in NWE2 decween Nov 1983 and Aoril 1984 following waich i
r200rt~ "2ssential Drug Lisc EFor IRHC's " was oublisned bv the 2HcC2,
dational Basic Health Services Cell, in Jupne 1934, Apparenktly, kh=z
composition of the dational Zs3ential Drugs List was not based on tae WHO
recommended Essential Drugs List or on cost factors, Following
oublication, 2 pan2l of docktors in eacn of the other Ethree provincas
raviewed the study and with minor changes r2commended adopkion of cn=2
2s3entcial Drug List (2DL) in these provincas

Incroduction of the list on a national basis pas be=
aporoved and will be implamentad for the budgek year dbe2ginning 1 :
1935, Th2 EDL consists of two groups- (A) essencial drugs, and (3
useful drugs as these are ranked lower in priority for treating or=valen:
diseases. The report recommends that a full year's suoply of dzuss In
gzoup (A) be provided to rural nealtn centercs while those in groun {3)
will be provided if funds are available. A further subdivision was
introduced giving Listc I for nealth facilities having a MO and a
simpler List II, for cnose staffed only by MTs

In principle, a DAO ordacrs 80% of the annual conasun
egsential drugs and distributes these to IRHCs, Wwhich nhold theam in
Central Medical Stors. A new system of 'bin-cards' nas been introducad
Wwnereby the storekeeper can readily Keep a running inventory on all items
on the shelves, 5Supplies are issued to 34Us which in turn mainkain thne
'nin-card' inventory system. The EDL repoct cecommends that =2ach MO/8HU
#ill send a gquarterly report of nis drug situation to the MO/IRHC - this
Wwill enable the MO/ILRHC to note whether any 3HU has a stagnation or
surplus of any drug it2m, so enabling the MO/IRAC to move surolusas £
one to another 3HU, At present should a DHO find that drug items ace
cecoming lowW in stock, nhe can issue Youcners to purcnase items on caa
local market,

comn

During obsezvation visits to tha field, central sdadical
Storas ak IRHCs were Zound to bhe adaquarelv stocked and the 'oin-cazd'
invantory system working well, Assurance wa3s found from DDHSs3, DHO3 and
MO/IRHCs that there wWas no actual shorkags of drugs but cakhaz
occassional olockage in the distrioution svstem. MO/BHUs in the fi
reported that items ar2 sometimes in 3hocrt supoly - it aopears thac
method of assuring delivery of suoolies from the RHC to perioneral 3HUs
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requires attention as there are conflicting reports of how BHUs, ara to
receive supplies,

- with the introduction of the concept of IRHCs, supnlies
are to be supplied on an annual basis by allocation
according to the pattern of previous usage, and pacipheral
BHUs will receive their suoplies from the Cantral Medical
Store at tne RHAC,

- with the posting of MOs to BHUsS , a more diract mokhod of
supplies seems to be in place whereby, tha MO each monktn
when taking nis salary from tne DAO adminisktcazion offica
submits a requisition per drug iktem for rastockina of nis

unit.

It would app2ar that with in:roduction of the Essential Drui
List as of 1 July 1980 and the recommendations contained in the repors o
June 1Y9d4, that a system of allocation instead of requisition would ba
introduced from DOH stores to DHO stores, down to IRHC stores then o
B8iUs. Quantities can be determined easily when MO/BHUs adopk :tne
guarterly stock reports which are to bs sent to the MC/IRHC who ca
ra

~
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3HU usage - this would eliminace the need for ad hoc reguisition a
allow more efficient management of the drug distribution syszem, A
olan is to supply a means of transport to =ach IHRC to allow sup=r
of all health outreach, this could also be usaed to assure th2 nova
suoplies between faciliti=s,

2., Incentivas

Working environments of scaktic, non touring, high sounding,
cliniczal jobs in densely populated urban areas wikh better facilitcles for
furcher progress, greatec chance to impcove qualifications and brighter
scope for orivate practica, constitute a set of priorities for attraction
of medical and paramedical staff %o the citiess, On the otner nand low
sounding, rcural assignments for preventive work in remote,
thinly-populated scattered areas requiring extensive touring without
proper transporation and communication facilities restrict th2 accaptince
and continuation of such joos in the rural areas, Ffurtnher the
sociocultural factors render the ladies in rural area assignmencs Wwiktnoutk
sufficient compensation for proper security, guidance, kravel and lodging.

In contrast to the above, kne currently fdmissible nousing
and nther allowances %0 :the urban wWorx=2rs havs resulted in their
r2c2iving nigher incomes tnan =2quivalent pegsonnel {n rural ara2as,

It is obvious that unless certain compensatory allowances or
incentives are provided separately for rural, touring, pcaventiv2 joos
these assignments will always be perceived as undesireable.

No promotion of development in a country like Pakistan can be
en’isaged if cural uplift ls ignored, Ln vieWw of more than 80 3 of its
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population being rural. Consequently incentives for rural assignments
are extremely important if GOP intends to promote the development of

Pakistan.

The team appreciates that provision of various incenzives,
transport facility or conveyance allowance for movement of an official %o
the place of duty from his/ner hometown and buack (twice daily pefore and
after wocking hours) is not going to oenefic the rural populacion in
ganaral and the oroject in particular. Our =npnhasis regarding ¥
incentives i3 based upon the r=2quirement of a medical or a paramed
worker to reside at tne place of dutv so that makimiui of nis/har
ucilised for oatter acniavement of th2 ornj2ctc joals,

1 .3 l-l"

Any combinazion of the following incantives nig!
mulrcaneously or on2 by on2 depending upon avaluation of =
asioility and cost =2ffactiveness.

sim
£=a

1. RUral area oosting incenktiv2

All tne places of dutv in tne waglaibE thae counzry man ba
alioted numpbeczs according kLo their z2mocen2ss, diLfficuls ktarcain anld
inagoroacnadsility, Thase nunbers may 92 aultiola of 3 or iU uo =3 ,3ay,
100, A medical officer at a 3dU witn a number, say, a0, will gaz 0%
more pay orovided ne remains ak chat 3HU. If ne i3 transferced =9
anoktiher post witn No. 13, na Will got 15% noce oav inst2ad of oravious

s more,

2. Rucal area supecvVision, ind touring incentiva

It nas o22n mentioned in tnls reonrt elsewhere that znu
oroject lacks sutficient supervision. Ganerally an official is allowad a
specific amount of D.A, and is entitled to claim upto 3 cimes this D.A.
for hotel charges sunject to produccion of receipkts. It is known khaz
oroper notel facilities are not availaple in rural areas and as ktnere is
no incentive, the supecvisory sStacf tands tc 9o back =o tnhe city 2ach
day. To improve the impact of touzing activities, khe officar mav 22
allowed to draw touring allowamnce 2 tWice or tnrice his/her D,\. Wi:chcu:
tne condition of despositing the noteal receiotcs. This incentive 3nould
oe for avery nignt stayed out in the fleld orovided tne following day L3
affectively spent in che f£ield.

For mid level supezvision, wWhicn i3 dosoluzely lacking oresently, ona
of the 1MOs at IRHC should pe full=time for pravanktive w~ork and orovidad
Jitn a motorc/cle on an ownersanlp basis wicd cacovary of khe cos: zazouan

installments, along #i%a a mokorcs/cl2 maint=nanca allowance

J, Rural ar=a fiald vork lncanziv=

fleld work in rural ar=as i3 guiza distreasing pacaise of
tn2 pon-availabllity of transport in %ne absenca of an official

convayance, lack of communication, lack of accepcance of prevantiva Jock
by the public, environmental problems and lack of facilitles wnica ar=




easily available in cities. 1In case of female workers the problems ara
more serious. As no official is entitled to get a D.,A. for field duty in
his area of duty, he may be given an incentive of grant of one D.,A. for
every 2,3 or 4 days effective field work. This incentive may be more for
female workers but restricted to the officials who physically reside at
theicr place of duty.

4, Preventive work incentive

Througnout tne healtn system, curative work is accorded
atus ktnan oreventive workx. The r2alicy 15 thak oreventiva work
2 livas and thus is fore important., To ampnasiza this iy
tanc2 and to improve tha status of this .W?O’ ant work,
tﬂconmendnd that oraventive workars receive a soecial ﬂOﬂit
Wnen an individual is transferred to a clinical
be WithdraWwn automatically. Tnis incentivs sh
the officials ohysically residing at their plac
tnose daily travel Efrom outside tha ducy araa,

oL
2

5. RUral area cransporition, coavavanca AL caonvsvancs
maint2nance incentive

Since tne idea of provision of moktoris
nas bren dropp2d, some of the senio: NP3 aza suppnsed &
toz fisld duty and supsrvision. 1Transportation of fiald
seemingly the most distressing prodlem to b2 solved for

implementation of the project., A feW suggestions whicn mighs o2
avaluaced for possiola use arsa:

a) Sranc of some monitary =ransoorracion inc2astiva to
anaole the field wWotkers zo 2xert their own wav =
£ind the solution to the »aroolam.

0) feasipility of provision of motorised cyclas may
again be considered, througn anotnac oublic
solicitation.

(7]

Provision of motorcyclas to be made to a largar
number of field stacf whila okhers may 22 orovi
#ith dicycles.

d) 2rovision of moktorcyclas on the basis nf ownarshio
and cecovery of cost :tarough installm2nts and
grank=ing of a motorcycle maintenance allowanc:

ponsibilicy of osrocucanen:z o
:e against adjudscmentc 3£ knn
08t 0of vYarious nktnar

2ast focr the projacc sacind,

USAID may accept complate :e
mocaccycles or at least sustain cne expen
2aid amount Encough a cevolying Eund., r.e
incentives may also be snared by tne AID at 1

Q.
Q " Ua
=

6. Non practice Incentive

Doctors in general here in PakKistan are allowed UPA, wikh

some exceptions. A3 a matter of principal permission for private
oractice will be detrimental to the project a3 this will create uncalled




for hindrance in achievement of better working environments. The payment
of NPA to the doctor should be uniform and generalised all over the
country. Such allowance may also be considered in addition for the
doctors heading institutions and not allowed orivate practice, at tne
rate of 25 to 30% more than routine HPA.

rad that some doctors raceive N?A as w2ll

It nas baan repor
as do oprivata practice. T~ i3 recommended that grant of NPA shoulid
s=ricnly oe restrictad ©2 oavsically noa pract-icing dockors.

In MiF?, o2 ADHUS ars mastig veI¥ 3°Lsl offic2rs3 anct
N3 e oaan Drovided Wenlll23 Foc 3un2rvisca. I NTneT 2raincas a2 NHee
ar2 mostly ££251 Cr I2Z20% gradsanes who ar? azi=a=r interc2szed 0ot
affazziva in sup2rvision OI Field activiti=as. Ia2 A2HU jos i3 1 vt
jna-crac-ive joo and no 22rsnq i3 interaszad in Zugh A oosting. It i3
sd332302d £nat senior d3ifizars wall ariented 1a pravantiva JII4 Day us
203723 At ADH0Us all overI oz cocnancy and jivan a3 faiz monltazy Lacancly
a4 1 c2rzain paccent aiFn2l a9a sracticing alizvaacz. 45 aic2aly
suggasted for cural at2ag sar-3ln auno2c3 Ral ol 1l o3z2d TO TR PIATS L
racms 53 algnar H2N
s, 25l2 af o 2rivate 320007 LA Sozz2ss sf 2084

rea 3raff >f 2dacazisial ins=i-i=ions 2F all i2vals toTiiae
=52 ynivecsicias,prlvact? orjanizacions mainiy cong2taed sizi nE3lcnoann
alli=d s512323t37 onaraac2dzilal nanJdficcuracs and $RATNACLSTS DOLLILlas
sunlic l=aders: suslic raprasenzativas ac viliaz: and t£oawnsi 302I%.
medizal prackisziona2Is af all =vp2s including naking, nomecmatii, and
sarinadics; »ers013 1aV1IngG lifa long disacilizies rasuloing £oom on: 2
sne atner disease and Ln2lr a4z-2ndants; socialegy sriancad peonl2 0
p200l=2 concernad Wwith mazazines, n2wspageos, iramatic concerns, iiilo 1l
ralavision are all 7217 imporzant in a37islisning a pesinivae innal: bt
“he P4C projaect.  H133 nadil nas oDroven o Lapart 32fficient indli2nc2 0
=32 genaeral puolic regarding Z2I and O3, and i3 racomn=nd2d T2 22
j3ainfalliy gtilised for za2cegnizicn and accepzanca »>f tn2 orojact TV 1o
public and invizing th2ticl sooperation for successsul achiesvamantd Lo
-nair own interest. i1 3ddizion, leczures, chapLars and 2van pDosEs N
srimary healtn cafz2 a3 3 soncent, ara caconmendad to b2 included in
sariouds courses at varlous 1zvals of 7en2ral and orofassinnal aducazion
Jizn spacial cer=c2nc2 9 Aedicail collza=2s, sosn3yzadunc2 sadieal
instizdtes ind varidus sazamedical schouls.




Some factors responsible for underutilization of IRHCs and BHUs were
considered to be as under:-

1.

ll.

12,

13.

14,

Lack of community involvement through community
organization

Uncertainty about the availability of medical assistance
at the time of visit in terms of personnel, drugs or
other facilities.

Mon-availapility of services after working noucs.

Lack of confldence of public in the centre, in “iaw of
orivate practitioners of all types.

Lack of supervision in terms of supervisor checks.

Lack of incentive for work in the rural areas. This may
include supervision incentives, field work incentivas and
incentives for CHWs (from private sources).

Reoeatad postings and transfers of th2 statff,

tlon-availability of a medical graduate in a 30U,

Non availapility of famale medical officars.

tack of personal interest of the head of the healt!
facility kowards ailing humanity. Serious health Workers
wno nave polite and sympathetic attitude towacds patients
and who work full-time attract progressively morce

patients,

Non-availadbility of communications from the pooulation
groups to the nealcn facilitv,

Greater distance of the centre from major opopulation
groups.

Restrictced availaoilicy of drugs at tn=2 cantr2.

Recovery of a registration fee from tne patients, Ahich
{3 against che understanding that the government providas
frae medical facilitiass (ses saction o.K.).

=9 refer patlents to the next highet
level (It vas inted out that it i3 not being done often
13 sucn patients ar2 not entectained at Tehsil and
District nospitals and there {s absolutely no feedback.
Moreover kranspoctacion is also a problem.)

Lack of lnpt=2ce

o w
O T
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e, Manpower Planning and the Proposed MT Schools

Manpower Planning: There does not appear to be any form of
long-term manpower planning process used in any of the provinces, Some
form of long-term planning is necessary to prevent similar problems from
occurring with other cadres of workers.

The simplest form of manpower plan is to estimakta, for each
tvpe of worker, the number expected to begin work in the position each
ysar (coming from new graduates, oromotions from lower positions,
transfers from same - level pbositions, and people returning from le=ava of
absence) tnen deduct from it the number expected to leave th2 posicion
(through death, retirement, ceturn to school, advancement to okher
cositions, leave of absence). It is recommended that: a) a manpower
planning process pe instituted in each province (beginning with training
of selected individuals to assume these roles) and b) in the interim, a
simple manpower projection be performed at least for MTs, to project tha
numbers of peoole required to be trained. Assisting =ach orovince to
pecform tnis projection should be ona2 of tne first responsibilities o:f
tne new long-term advisor.

Initial astimate of the guantitvy of MTs to be trained. A kav
factor in determining the size and quantity of training facilicies
required is the recommendation that the LAV and Femal2 MT roles ba
combinad. In this section, we have considercad requirements under oboktn
conditions ie, acceptance and rejection of this recommendation.

The situation in each province varies; therefore, our
analysis will include two provinces witn widely differing situations =zo
illustrate now this issue could be aporoached.

Punjab:

Tha first 2lapent nf this analvsis is ko assess the time
required ko achieve complete coverage under current conditions (ie, a
total intake of 300 students per year) and olanned conditions (an intak=
of 500 per year). This will be done first for Mala MTs,

s required = 4 of Union Councils + 3 RHCs (1) =

§ of MM4T
+ 205(2) = 26132

2367

Mi'ls currently posted = 334(3)

e
o
rn

people wno nave entered MMT training = 796
of MMY who began ctraining who are now posted =(334 =
796) x 100 = 42%

- .

“s -
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§ of MHMTs seats available = 178(4)
duration of course = 1,5 years

# of MMTs of those trained wno are posted each year =
(178 = 1.5) X 423 = 50/year

|
—
=~
%
LV
ro
I

4 years for complete coverage if this rate(d)
334) 7 50 = 45 yaars

L * *
$ Years for complaete coveraga if 297 students enkar
training sach year (6) - 23 ywmars

totes:(1l) IRHCs required 2 MMIPs: 1 i3 included in the Unioan
Council cotal

(2) 1935-35 plan
(3) Jan 1933
(4) tn2 remalndar Of tn2 300 s2acs are for Famala MTs3

52d on an uncealistic assumption of
ting; in r2ality, since there will o=
t will take longar o acnieve full cove
av2 no: nad the time to mak2 a reasonadl
of tnis drooout, but doing so is not r=al
for this analysis,

(%)
(7
"
[w]
=
v o
G
—
i
Wr
W
"

LT CR

~
9|
U AT =~
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(6) oased on same assumptions as abowa; 2297 students 9=:
year 15 darived from taking the same oroporkion of
male students as at presant, assuming a :total
axpansion to 300 capacity

attrition. Ihe drupou: rat2 of 33 tatwson cejian ‘ﬂg AT
craining and being posted as an MMT i3 alacming, although wWe undecstand

it is not dissimilar from other, roughly comparaole programs in
Pakistan. This is an excremely costly wasta, In such situation, =n2:z=2
inavitaoly are some drooou:zs wnich cannot oe nelosad, ouk tzheres usiall
ir2 3ome Wwhich could have been orevented, 2icier :through better szalec
3¢ cnzough some action Jduring tne training coursa, It is recommendad
tnat tne craining specialiscs and their counterparts conduct a study af
tnose wWno nave failed to pass cnis course, to idantify the reasons rfo:
tneir failure and determine {f thera are any cocrectiva actions whisa can

22 tagken to reduce futur=2 4drooouss,

-
-
e
-
-
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24oansion of "'3inlng capacliey. A pe<ziod of 28 yemaca %o
achiave full coVerage 13 certalnly sufficiencly long ko justify =2xvanding
tne capacitcy to train MMT3s from 178 to 297. Even Lf the axtremely niqn
dropout rata vetWeen encerling the program and velng posted could 5a
seduced significantly, the guantitacive needs still justify an
axpansion. In fact, even using extremely optimistic assumpcions

(contlnued z2ro dropout at:zar posting and raductlion of the dromour rake
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between entering training and posting by 50% ), the amount of time
required to achieve full coverage (16 years) still would justify
expansion of capacity.

Female MTs. For Female MTs, khe target is the same, while
the current and future production is f£ar less than for MMTs. Unless
there is a dramatic increase in training capacity - far bevond the scop=
nf this project - tnere is no possibility of achieving £ull coverage
Jitnin the foresaeaola future, Witn the current plans, a target of
35-4U3% coverage witnin ten vears is reasonablsa,

Implications of comoining ?MTs wicn LHYs, If Fa2male ¥MTs ac=
to be combined into a single cadr2 with LHVs, their training would o=z
2xtanded to 2 or 2 1/2 years, To compensate tor this slower production,
a larger intaks or a lower target would be necessary. dowsver, tne otn=r
roles plaved oy LHYs and other LHY vacancies - current and projacted -
would also need to pe considered, In addition, since LHV3 ar= an oldsr
catrgory of personnel, a far nigne:c oroportion can be axzeckad zo leava

the services =2ach year. Also to pbe considered is whetnar Lwo or thraa
LHY/FUTs are needed ko staff an IRHC, Finally, thece currenkly ars paay
funjaoi women wno are ctrained and secve for several vyeacs in athec
orovinces, tnen returzn to Punjab to look For jobs; cthelr numbars would
nave to be incorporated into a complate manpower assassment. If i3
cevond tne scope of this report to incorporate all of these fackors, Tha
most bpasic conclusion is that the numoar of LHV/PMT3 to be krainad during
1iava

tne neXt cen or fifteen years cannot b2 based On an atkempt toO act
comolata cove:age‘durlnq this perlod unless there i3 a substancia
inccease in traipning capacity,

1
L

If Female MTs are to be combined into a single cadra wich
LHVs, tneir training, presumanly, wWwould taka2 placa at eXisting or naw
scnools for LHYS, This could resultc in noce seats neing availaonla for
Male 4Ts in eicher the current or oroposed training schools,

conclusion: training capacity, Our basic suggestion L3 =ha:
an increase in craining capacity is fully justcifiad, whether t=he curcran:
model of dale and Female UTs is recained, or a new model ~itn combined
JidV/PMTs 13 devaloped., But an increase of training capacity does not
necessacily imoply tne need ko construckt new, larger scnools as cuzzan:ly
olanned, 3Several otner factors need o ve considerad.

Location of Medical Jecanician Schools. All of zne nay M7
scnools scnedulad for conatruction under this oruject ara planned zo o
located Ln hospital zompounds, We oelieve tnls 0 o2 an uUndesizabla
location for a 3chool to kraln ouczeach workers because a) =pe

association with the nospital ~ill fnevitably have a paycnologlecal arffacs
‘on the trainees, rasulting i{n sneir perceiving it a3 a1 nospital - sasad
QU3

pcosition; and o) the vroximicy =0 1 lacge numbar of axkparta in va
flelds will Lnevizably cesult in %hese people oroviding many of t
lectures during che coucse; Lt L3 victually impessiole to conduct an
affactive, competency-based course unless the course Ls taugnt secricely
by a small numoer of peopla, each of whom has a clear understanding of
tne objectives, of the relationships among the parts of the course, and
of approprlate teachling methodologies; gquest lecturecrs 3nould be allowed
only in extremely care clccumstances,

..llIIIIIIIII-II--I---__



http:prcto.Th

Size of training schools. Current MT scnools intended for 25
students each are located at District Hospitals, The plan is ko
construct larger schools, wWith the capacity for an intake of 100 students
2ach, also to be located at District Hospitals.

A major aspect of the training of MTs is their field training, at
IRHCs, BHUs, and villages. With a larger number of trainees per schnol,
w2 feel that accessible field sites within a few miles of the training
school will be 'used up' too rapidly, necessitating costly and tiring
trips to more distant field sites, It Would be preferable to continue to
nayvea a larger aumser of smallac schools.,

In=-3ecvice kraining requirements. Elsewner2 in tais raoorc,
w& nave suggested tnhe desiradility of =3tablishing an In-sarvice Training
Cell under the Directorate of Healtnh Services to develoo and c¢oordinazz i
complete in-service training orogram for all personnel,

USAID commitment tO the conscruction of new MT scaools,
Punjao, there is already an expectation that USAID will Einance th=2
conscruccion of Efiva l00-train2e scnools for MTs, A nmomentum na3 2220
a3kablishad sucn that any drastic change in chis commitment would 22
narmful to futura r=lationsains, Tae Provinca'!s view is that a) ka2
schools ars needed for tneir intended ouronse and o) avan 1f noz, =
111 secill find' good uUsa for cnem for che training of othar cadias
acsonnel.

o
2

fralnlngischools;;iconclusions ic:

2N LERISTorataradlalcoRnd i aBMTRcrain I ngEl nNARR0 2o BTl AT 18

o) L a to pava d2 training in 3smallaz ini=s

ed £or tn2 new conscructiond

is dasiraole to escaslisn an In-service Training C=211,

a facilicias; and

4) tn2 commitmenc of USAZID =0 construct five 100-tcainze
3cnools nhas, for all oractical surpos2s, gon2 sayond =n2

point of no recuzny

we racommand tne following:

1) USAID 3nould conskruct four lOU=crainea 3cnools 2lus zwo
25=z=zainee 3cnools; sne laccer snould he locazed it I[3HCs,
2) 2ha 20# 3snould 23tasliisn an In=-secfvice Training Uniz,
W#izn rasoonsioility Zor or3janizing 3ome and conocfdinazing
all in~3e@rvice Sraining in :he Provinca; the four

L00=-zzainee 3cnoois saould de under [t3 jurisdiction,
J) AT =zaining snould oceuz a) in some Hf =ne cucrens T
3cnoola, o) in tne ko=-oe=-conscruckted 25=crainee 3cnools
at =ne IRHC3, and ¢) in patchea of 25 at the
ro=ge=constzucted lUd=-zrainea schools.
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4) A carerful assessment should be made of the training at
the IRHC sites to determine if their graduates are more
skilled and bettar motivated than graduates of tn2
District dospital-based programs. If so, in tne rfuture,
other training schools should be constructed at other
IRHCs.

Construcktion imolications if Female MTs and LiVs are
combined, =2lsewhere in this papar we nave recommended tnhak F=2male NTs
and LHYS be compined into a single cadre. If that occurs, it would inply
that half of chne funds availaole for conscruction should go o a2
LHV/PMT program. Thers are sevaral differant approaches which might de

-akan:

1) Do exactly as suggested apoVv2, DUt
to-be-construckad 10d-trainee scnno!l

S

2) Raduce some or all 5f =zha lU0-zrainaa schiools :=o
50-craina= scnools; constrzuct n:tn2r SU=-zrain=2 scnonls.

1) Reduce some oz all of ctaa 109-zzaine2 scnools =0
SU-zrains= scnools; 432 =n2 3avings o =2xoand =4isting
LHY scnools,

4) Cemoination of tnmse sugs=2s:iioni,

3alucnistan:

Curcently tnere is ona HMD and ona FMT sciool in Quacta, The
MMT 3chool nas pegun 2ach courss wWizn 23 oc 24 students; tnhe INT cousse
nas begun with 1l1-18 students, a2 olan under this project is <o
conscruct one 30-trainee scnool in Quetta, another in Xhuzdar,

fnace are codflicting le23in3 28 wnat miagnt neiconsidaced
argets for number of TS to de crained. In any case, oracise figures
are not necessary, since, in 3aluchistan, ther2 13 no nooe >f achiaving
anytning ressemoling full coveraga of Male or Female M¥Ts in ta2
foreseeadle future, 'The limiting factor appears =o de zae adilizy <o
astablish and sustain any kind of major faciliczy outside zh2 capical
area, Dpls aoplias boza to a school and =0 an IRHC,

At =ne zagues:z Of ta2 orovincial autnoritisas, tna=2 xadzdar
school 3hould not 2e ouilec, The Ju2ctta Hale and Femala 47 scheol sould
ne convect=d to a MMT school only, wita a capacisy of 50 stcudents, 73
(or, a3 suggested 21sewnece in zais pap2z, LEV/FWTS) 3snould concinuds 20
sa trained at the 2xisting LHV scnool in Juerta; USAID snould provida
some assistanca to upgrade =nis institdcion oy providing accomeadazions
for JU students, olus associated classzooms and offlices,

E, <Construction of rcne Medical lecanician ITcaining 5cnools:

Under tne PHCP, some 13 training scnools are t£o oe osuilt and
equipped wWith a total budget input of 53 million by USAID. To =n2 dat=2
of reporting no construction nas oegun dus to delay in negotiating land
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sites. The GOP has expressed desire that the training schools should be
sited at District Headquarter Hospitals - to date MT training has been
done in rooms allocated in the hospitals or in other training schools
e.g, the Public Health School, Quetta.

Doubt has been raised that since these temporary locations
nave been turning out trained MTs whether in fackt the proposed schools
are required. Analysis however, has shown during fi2ld tours that kthay
will be n=cessary if the required number of MTs are to be trained to
match th2 proposed expansion of services especially in 2unjab,
3aluchiscan authorities nowever, feel thakt ons school instead of two
would suffice its needs

Since the PHCP to date appears to nave been neavily weignc=d
in 2xXpanding infrastructure and giving attention to supply of curasive
sarvices, and since it is noWw realized that the MT curriculum ceguices

revision toward a community based preventive vision, th2 evaluacion t=an
nave nad doubts as to tne wisdom of placing all the prooosed schools at
District HQ Hospitals where unconsiously tn2 studenzs tend Lo absoro a
curative ratner than a oreventive viewpoint on ne2alth. There is no doun:
tnat schools especially With on-site dormikoriess =2tc ar2 needed and thak
in fact they can noW and in che future be used for in-service kraininz or
training of other paramedical categories. It is recommended therafora
zhat consideration 22 given as in Punjab to puilding 4 MT training
schools at District HQ Hospital sites each wWitn a capacity for 100
students and two smaller schools for 50 students at IRHC localici=zs, It
is felt tnat MTs trained at the latter will o2 more orianted to rural
nealth delivery and more inclined to have a balancad concept ot
oromoktive, preventive and curative healkth, (35tudies over an axhandad
oeriod can be don2 to avaluate the quality of training betwWean DH

Hospital versus IRHC craining and to determina {f those trained at rural
3ites remain longar in secvice in rural aceas).

It i3 therefore, recommended that tne construction of M7
craining schools proc eed

g, Career Ladder for Rural MOs:

Most of =he !Os posted to 3HUs =24¢pressed fea
oe forgotten re vost=-graduate training and cacear £
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It i3 recommendad that consideration oe given to Ene
oossibilities of i career ladder for MOs serving in rural areas, =g, a3
one paktern Wnich mignt be evaluated, MO/3HU rises to MO II IRHC, to MO I
R4C; during this cime of service promising candidatzes mignt bes sent for
ouoli¢ nealtn craining aisnac toward a DPH (Lanhore) or a 4PH (abroad).
fhis would tnen guarantae that promotion could continue, eg, YOI ARHC o
ADHO ko DAO Lo Progzam Diractor.

1, MNational 2HCP Yarsus Provincial 2HCP?

The cucrent 2HCP reflects a llaison oetwaan USAID and tne
federal Government of Pakistan (GOP). The tole of the GOP appears to be
one of poliecy and funding provision while the provincial DOH's are :hs
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implementers, Varying cultural and geographic constraints have produced
differences in service uclivery ard PHCP interpretation. The evaluation
team recommends that USAID consider developing a more direct liaison with
each province concerning the remaining time left witnin the curcent
program in order to expedite the achievement of remaining objectives -
the alternative to the proposal would be for the GOF to recruit a dynamic
nead for the vacant position of Project Director - National Basic Hdealkth
Service, tnus assuring a full time director.

i. Management Analysts/Training Soecialists:

Under che USAID/GOP program the services of five managzmens
analysts and four training specialists nave been contractad crom Rawal
Associates, Tnes=2 individuals working with tha USAID conktractad
management and craining advisocs nave been largely responsibls Zor
geveloping Lhe various training modules and conducting tzaining worksno
Eor various levels of PHC? personnel. Contracts for thes2 personn2l ars
due to expir2 in Marcn 1Y3o0.

3

w 'O

It is recommended tnat cne adove contfacts o2 axtandsd o zaa
end of the present PHCP and tnat oroy Lnulal DOH consider tn= advisaoilizy
of appoxn:inq counterparts for 2ach managenment analystc and training
specialists so chat chese mignht work alongside them till Ene comolazion
of tha pregram and chus be capaola of continuina che rola,

] The Chanaing Rola2 of !2dical Tachnician:

In 2unjab, Multifunctional Outreach Teams f£rom 2ach 3HU and
RHC are being estaolisned. The team i35 h=aded by a MY, a Sanitary
Inspackos or a RUral Health Inspeccor, and comprises of cformar EPI and
fMfalacia Wordecs, GOP policy 15 t©0 adopt tne same structuce £or the osnar
orovinces in 1Ys85-37 when che cuzrent AH2 witn strong emchasis on

immunization i5 completed.

The intent of the oukreacn team is for all tnree individuals
L0 g3 =0 a Village ktogaethier, wher2 tney will provide a package of largelY
oreventive services. It is expected that a team Will spend =he encirae
day in =2acn village, covering all villages in the ar=a at least onca a
month, The team wWill spend only a day or two in a month at the 34U for
administzacive matzars; okher than that, they will nave no cesponsiollity
Jithin 34U or IRHC, In a few y=2ars, virtually all the outzeacnh =2ama
Will b2 neaded oy a MHUT in Punjao,

In tne 19Y77-31 USAID Healtn Project, tne zsohceot of Medical
Tacnnicians was a central =neme. Although khis peri3on vas supposad =2
nave some preventive/promocive respvonsioilities, nis or nac major £ocus
#as £o play tne rola of a pnysxclan in the ar=2as whera thera wece no
onysiclans., Since paysicians pacform assencially curative funcciong,
this is the w~ay tne MI's role was conceived. Their training fucknec
strengthenad the largely curative cola of the UTs., As long as this was
the orimary understanding of their role, outcreach activiktias wer2
perceived as peripneral, or of secondacy impoctance., Most of them do
perform some of tneirf outraach resoonsibilitles, but not with much

anthusiasm.

0N
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With the recent posting of physicians at BHUs and
establishment of outreach teams, the MMTs role is changing dramatically -
whether or not he was trained to perform the new tasks (and whether or
not he likes the change). Most basically, Mi{'ls must shift from largelw
static on to completely mobile, from largely curative to largely
preventive/promotive, from structurally simple jobs to leading a
multi-functional team. They nave neither tha inclination not the
training to do any of these . Already there have been MMT protests
against tn=2 change.

With th2 cnanging rol=z, tne MMT will be worning in
di€ferant situations. In Punjab n2 will hbe a2 haad of an outr=a
naving no responsinilities at 3HU or IRHC, waila in tns othar :h:ee
orovinces he will be either an assistant to Physician or indepand
charge nf a 34U where tne posicion for Physician is not Y2t cor
Au1in th2 outr=2acn teams snall nave diffarent functions in khe
and Non-projeckt areas in Punjab, At th2 IRHCs and attacha2d B
addicion to being tne head of tn2 oukr=saca t=2am, Hd o

organizs local communiti=2s, devaloo village n2alch comniczeas and zzain
and supervise CHWs, wher=2as in ta2 non droject ar=a th2 3anizary
Inspector or Rural Healtn Inspector will l=2ad the cubr=acn ceam aaving no
c2s5ponsioility of dev=loping ackive community sase,

A faircly datallad study i1sfr-eguiced 'to undarstand =n2 cola of
Medical Pachnicians in different situations and co deX=1cd c:aining
material aopropriace for each situation, The &uccent status could b2
axploitad to advantage oy conducting a comparatiys scudy of th2 outsucs
and outcomes of 3dUs (i) in che project areas, (ii) in =ne non pbrojacet
jr2as, (iii) w#ner=2 hﬁjSLLlana and MdT are working togeta2r and (iv) wh2:za
MY 13 incharge. Idencification Oof strengtns and wWeaknesses of diffecans
aporoacha2s could be of inmmense nelp in defining the Euczure diraction.

Phe outre2acn function of female I3 in a vas: majority ot
cases is limited cto zne village wnare the BHU or RHC is loca:ad,
Decision is still awaited on what wWould be a suitable transport for che
female medical t2canicians., In the absence vf some Kind of t:anspo:: 1t
153 uUnrealistic to accept tnat the female MTs are training, supercvising
and supoorting Eemale CHdWs, and visit all the assigned villages at
regular intervals, etailad st d; of the IRHCs, where 3uccessful
functioning of tne .JT' 15 feport=ad, will expose tn2 nhollowness of 342n
claims,

"
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Procuring Y2niclas and cneir maintenance wWill r=2gu
addicional funds and enhanca2 zn2 already nigh unit coscs of =
fher+ 13 no avidenca =na: in local conditions ctha outreacn vor
JN0 /e bDeen working in RHCs for more than two Jdecades, ha
betker Lapact tnan wheze tney naye cemalned scacia at khe ©
constraints of femals nealzh workers in the fural areas nmus
tecognizad and tneir Zunccions nead to radafinad,
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It may oe tcarougn tne Dals (T3As) =nat kEne F4T3 can dest
cemain in coucn wicn cne femals pooulation of cne area, They could ¢
the Dals to carry out pranatal and postnatal care, identify and cafer
aigh rlisk cases, conduct clean and safe deliveries, oromota
breast-feeding, advise on maternal and infant nutcition, help in
maincenance of growen cnacts of cnildren under 5, and axtend help in MCH

£ain
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work. Although FMTs are required to train TBAs, their currciculum does
not cater to developing such skills. Appropriate TBA teaching kits and

learning aids are not available at IRHCs and BHUs., No mechanism

1s

provided for supervising this important task which requires a chang=a i

attitudes towards the Dais and developing techniques appropriate

teaching elderly illiterate rural women, Who have developed their skills
tEnrougn self learning over many years. The LHVs are detter equipped
this respect than the FMTs because the former undergo Y9 months of

midwifery training against 2 months in casa of the latar.

aollicactad In wnac follows,

for

n

in

Aparc trom davalooing a community opase for primacy n=2altn
cace, th2 functions of FMTS and LHYs ara essentially the same espacially
Ltn the prssence of onysiclian, 3otn ara 2332nctlally ou:ceach workacs
altpougn veing f2males cneir capacity i3 quite limit=d in tols raspaws
ind moce or less confined to few adjacent villagss, Ic @mday o2 propaer oo
n2zge FWTs Into tn2 LHV'S category ko amphasise cheic fol2 as WCH worker
and £O 3aparate toem Erom MMTs who are to oecofe ess2antiaily che laade:zs

,Of multipurposa vorkacs' teams. This would also enabla Ele 4235 to kaxaz
1daquacae craining for extending efcficient midwifecy sacvice, tnat iy
assantlally ceguicad of Femal2 n2alta wock2rs in =h2 villagas,

<, Pinaacial Feasioilicy

Tnis i3 an important is3l2- = indaed, iz 13 lacisiva fos
27atuacion of zi2 significance of this 2roject during =h2 femaialnsg W2ar
of 1z3 lifa,

AS an¥isaaed by tha ZPrzojact Paper (22), ti2 implstanis Bf =
224Cs o Le Jevalopad Oy tne 2roject 443 that thay fepres2ntad 3 22:zarn
Anich ¢ould p2 ganeralizad to 2akistan's oasic n2altn-3etVicas s7iz2n,

ad3 22 o, 14):
L, 2roj=2cc Ractionala

"Undaz cne oravious A.I.D. financed Basiz Hazlzn S2:0/i2:33

Jrojec:, the GOP made significant progress in implamancing

t3 Primarcy Healtn Care 2rsyrzam. Much remalas =2 o2 don=,
nowevar, in terms Oof strangethening tne 2xiscing scogzam,
insticutionalizing various componancs of tne vrogzan, and

axpanding the provision of adaguate oasic a=2altn secvices o

tne zuczal oopulakion 3f Pagistan.”

AS macc=2r3 stand, nowavar, it L3 not actually f£=2asio0l2 =0
j2necalize an IRHC3 necyWord{ Of tne <ind oelng davel)oaq DY Zne 220j3cC3 =
tile basic nealth-sec¥ices of Pakistan a3 a wnola, 7This is fa pac: oWing
50 zhe oparating cost requira2ments 9f IRHCS oelng davaelosad walech imply
An inacceptanl2a lpad on %n2 oudgecs of :he orovincial Jaaizn
jspactments, This also is in parct oWing %o %ne elcoumscance znas 1z i3
nignly unlikaly that =nosa oroject Lapuss ynich hava seen ccucial =2
«.atﬂJac SUCCR33 =ne Projact: nadl 30 far acnlaved codld 2 zon=inded i3

fagular part of che2 nngoing dasiz healzn services sYstam Ln 24<istan
{L.,., afEAr 2ne Hroject na3 fdn Lts codrsa), Thage mastars will o2

The Racurrenc Zxoendituca 2roblem [mpliad Y the [RHCS Schema

Tha 2parating (c2curcens) 2o0ats 2f an "opacaktional”® [RHC
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consisting of a RHC and four BHUs have recently been estimated az"" -
follows, viz:*/ -

RHC @ Rs, 510,000 plus 4 X BHU 3 Rs, 199,985 eg. Rs.
1,309,940.

The PP assumed that eacnh IRHC would sarve, say 50,000 persons
(reflecting tnhe standard adopted by the hzal:tn nlanners that each rural
nealth facility would serve from 5 - 10 tnousand persoans).**/

g lb

*'s Septemb2r 12, 1933 Office Memorandum from J. Zaton ko 2,
darcin, n "operational® IRAT is (elsewhers) d2linad as on2 wi:zn
staffing, facility, equiomnnt, supplies, =tc, ko be truly "functi
It aooears that thaese standards were adoprad by all provincial -
directorates o1 Janua:! 3, 1985,

The instant exampl2 assumes an OP visit rate to tne RIC of 69/div and
to each of the BHUs of 25/day. The 3HUs have medical officacs., Th2 aem
included as an operating cost item "retirement ben2fits for =ha SEL?

I have daleted this izem on the ground that it i3 no% a dudget
tne provincial nealtn departments (nor, morz2 g2n2zally, it may b2 coinzaed
out, is it an economic cost Of the IRHCs

We are concearn2d [or present purpose
che IRHC3, i.e., =02 direct claims on ¢ 3 £
provincial a=alth departmencs. To arc¢iva at the 'DuOnOml"' 2
IRHCs, the major itema to de added woulld ve (annualized) caox a
Currentc estimates of tnhe cost of constructing and 23ui
facilities comprising an IRHMC arz, roughly, as £allows

|1 Lu
,_4
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RHC wita a =nird doctor's residanece, siy - - Rs. 3.5 n

Four 3BHUs wizn docror's residence, 33y - - - Rs, 3.0

IRCH Total Rs. 8.5 m

{These costs, derived from comments in the field and some ADP
documents and other documents iarce intended 33 o Mule “han angrusimates,
which is sufficient for present purpose.)

If we make tne conservative assumption cthat all »f the capital itens
(facilities, equipment, vehicles, etc.) have a useful 1life of 30 years
and that a 10.0% interest rate is aporopriat=e (this is the curreant s3ank
rat2) then ta2 annualized capital cost (deoraciation olus interass
foragone 2n the faads cied up in the caoizal 2quioment) wWorks ou- =0
apout Rs. 901,000 £or a new installation. Thi3 would bring the total
overating cost of an IRHC to about Rs. 2.2 o,

**/Iz appears zhat this standard aas nov 222n changaed to ta2? Ty
that there should ve at least on2 3HY for =2aca Jnion Council (=nis
*administrative convaniance") oefore facilici2s are built on zhe das
population density and scatter., (See Ivaluation of :he Rural H=1al=xn
Programpe in Pakistan, dealth and Nutrition 3action, Planning and
Development Division, Government of Pakistan, November, 1934 - - o, U
(nenceforth, Healtn 3Sector 1984). E=xactly wnha%t cnis rula implies for RIC
and 3HU to population ratios is not clear altnough, generally, it would
appear to imply an inccease in the numoer »f persons to pe sarved 27 eacn
facility. In any event, for purposes of this discussion w~wo will stay
Jitn the assumption on tais score made oy :tae 22,
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On this basis, the per-capita cost of an IRHC would work out to about Rs.
26.0 (i.e., for each of the 50,000 parsons in a reoresentative IRHC
catchment area). According to the PP (p. 92 - and excluding faciliti
costs), the average cost per parson served by tne IRHC network would he
about Rs. 17.0 in 1932 orices. [f we bring tnis to dak2 assuming an
avarage 10.0% inflation rate over the intecrval we arrive at a per-person
cost of Rs. 24.9 - = a rasult very close to %he currently calculated
ger=-person coskt,

HoWw nay W2 2valuate tne operating-budget loading imolizd
i) ar

oY an IRMC operating cosr of about }3, 26.J 2 capita? On=2 way (3 o
compare it witnh toral 2xuenditures oer canita pY tne provincial n=zalsh
departments to determine tne proportion of these budgets khat wodld 20
clainmed oy IRHCS in =n=2 Projaecc model. Tne following tSadle aunidi danAd
zelavant for tnis ourposa:

dealtnizioenditirest(Recureingi3udgecimoyErovingaliddzalsas
Deoartmenzs and Population 1935-35
2rovince Totali ZXo. 2ooulacion 2RrScanit
i2alkh R35.m {nillions) 24D 28,
2unjao yas 33,9 2058
3ind 343 1.9 =y
W=D 337 131762 33
Jalucaiscan 190 3.3 33,2
Source: 2opulacion as ceportad in 2akistan: Recent Iconomis
Davalooments and Stcuctucal Adjustient, World 3anx R2omorks Wo.
5347-PA%, Marcn 20, 1985 (hanceforth I3RD 3/35) orougnt =0
date assuming an annual rate of increase of 3.0%. Tnha
populacion 2f WWF?2 nas been adjusted =o 2xclude zhatc
sooulation Ia Eha Faderally Adminlstered Jribal Areas., Iocal
operacing oudget for nealtn from (1985-86 Zstimaces ot
Chargad Zg¢oendituce and Demands for Granks Curzrent
Sxpenditucel, Finance Dept. Government of Sind, Denands 37
Grants curren: 2xoenditure (d=aletn) for 1935=36, Gevernman:t
2Nk, tna

Of NWFP, and daca supolxad bY Punjao Heal:zh Dapacrctnm
agpenditiura daza are inicial 3udgat Zstimates (i,2,, zatnasl
than Rev;seﬂ Jstimatas or Actualsl,

Phus {ec would a1ppear =hat: an ZRHC axoenditure on curcans
ascouns 0f 3. 25.) par saneficiary would 22 more Ehan total n1=2alzn
laparsment eXpandizdza on cucrent acenunt npar caplta in 2unjas and 3ind
ind abouc 30,08 of 3ui:n 2ax9endicure in NWFP and Raluchlastan,

Anosnar ~ay 20 wy¥aldace =ne oparating=-budgat loading imoliad
oY =ne 2roject I[RHC3 (s =0 compara 2rojact RIMC and 3HY operatling conszs
Jitn tne oparating=budyass orovision aow valng made for tnean faclli=zias,
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The following table exhibits these data:
Estimated Recurcing Exoenditure RHCs and BHUs by Province 1985-35:Rs, (000)

Punjab Sind NWEP Baluchisktan
RHC 380 137 256 1,102
34U 109 238 65 93

Source: 1931-321 average operating expendicurze as rceno
de2alch Section 1934 adjustad to 12335/35 2xpan
levals assuming a 7,03/year inflation cace ovar =
interval (see IBRD 3/85, oo, 187 and 133) and a ¢
jroWwtn rate of 6,5%/vyear ovar the inzarval (GD® n
oeen groWing at about tnis rate in racent years).
interpreting these figures, it snould o2 snac
Ehe Health Section 1984 findings wara basad uvon A
very small samole and, for most'of rmnhesa cells, =nszia
rn

=,
o
(88
(L
(o 8

reported hece,

'has2 expenditurs may o2 compaced Witch =i rfacently asttinazs
2rojecc IAHCS costs of RHC Rs, 510,000 and 3dU 23, 200,000, 7Tais
omzarison, a3 did che previouds one, sUge-+3%3 tnat the IRHC n2tadsg
anvisaged oYy ktne oroject i3 a very "ricn'! opackage by cufranc standacida

tais domain.

tandards® is not che oest way to nut it. I¢ :
d by tnhe vrojact is not now generally in place througnoukt

alch=servicas system, It will taxke some time to =2xtand :n
m co achieve goneral coverage under it, During tnis period o
JOP #ill oe growing such that tne real fiscal burden entailed by <
facilities will constantly oe decreasing, It is truye that, from =
point of view, evaluating the £iscal burden entailed by %ne IRHC n
in carms of ‘current standa:cds® mav paint co0 ominous a oicture., Mo
particularly speaking, wWnethar an appeal to economic groWwth orovides
remedy for che recurcent expenditure problem impliad by the IRHCs 3¢
depends upon the length of time one assumes it will take zo out =ha

373tamn genacally in place and upon tna rate of aconomic growen
anticipatad, 13y way of an 2xampls, l2t us make th2 following

assumptions: (1; The IRAC nacwork will oe 2xcended at a race «
(virtually) complaete coverage of tne cural populacion in zen ¢
(2) GDP grows in real =2rms at a rakte of o.53/year during =nis ¢
(3) Populacion grows at a rata of J,0% during rhis period, (4) T
rate of growkn in Provinclial deoarctment of healtn oudgets ovar tl
pariod of time L3 e2qual to thne rata of growth of real GDP, On =i
3f =nasa assumpcions, at the 2nd of tha tan Y=2ar oeriod, tne per =2adi
agpenditure for nealth oy kthe srovincial nealch dapachmen=zs vould ba
1935/30 orlces as follows!

ic may oe oojecced chat putting tals matte
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The situation has been improved but the psr heneficiary cost
of the IRHC network is still nigh relative to the total p=2r capita
expenditures for health, the percentages being: Punjao 81.0%, Sind
124,0%, NWFP 58.0% and Baluchistan 58.0%.

Of course, if one made different assumptions (e.g., that GD?
graw at a faster rate or tnat health budgets grew at a rate considerably
faster tnan th2 growth of GDP), one would get different results. 1In
fact, the Plan proposad a 203 increase per year in the operating budgat
for healch over the 1932-83 leval and these budgsts have increazesd at
about this rcake during the first tnrea years, This is an encourcaging
develooment. How=ver, in looking at che very large orowortional clains
on the total nealtn oudget implied by the IRHC scieme, it mnust ce kapt in
mind tnat, historically, hospital services have claimed the lion's shaca
of the provincial n=2alth budgats leaving sometning on the order of, say
20,0% for kthe rural health services network.,

”~

Based on the foregoing, it is a fair conalusion thaz, 2
a major change in the way in which tha demand £or, goYeznment ocov
nealth services is financed, kthe recurcent exp=sndituze ozoolam in
the IRHCs schame 13 such that an attampt to replicate i 2l
nacion-wid=, in, say, the next ten y2ars, wWould inposs a3
aurden on orovincial nealth oudgets,
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Usec Chacgas (r=es) for Government Haalkh Sarvicaes: A Ramedy
for the Position?

Tne PP made the suggestion kthat some of tna burden on healzn
depactment operating budgeks could be relisved if the I[3HC3 chargad taa2:
for services rendered, This strategy would pe in line wizn Sixth 2lan
aealth-financing strategy Wnhich oroposed a supstantial upward revision in
fees charged for government provided health services, e.49., 31 22 of 23,
2.5 per outpatient consult, rcural, oy tne end of the plan period., =/
Fees of Rs. 2.0 per OP vLait to the RHCs and BHUs

*/ As matters stand, revenue from fees for government provided
nealth services reverts to tne provincial exchequers, 1.e,, rather than
ko nealch department budgets., If 3uch fees are ko relieve “he burden on
orovincial nealth budgets, it would be necessary that (in =ffeck) revanua
from sucn £ees (or at least a substantial par:t of () revert to tha
nealtn departments. Apparently, this is the assumption made by Sixth
Plan in proposing faes co cope Witn the nealth sector's recurcing-cos:
octoblem.

The ceam was told in 3ind that there has peaen agreement "in
principle® by the government of Sind that (a 3ubstantial part of) cevenu
fcom £=2es for government nrovided nealtn services Wwill (in effect) cavar
0 the Facilitles packeting zhe services, It appears tha% negotiacions
ire jUst now aoout =0 get underway :=o devalop a foriula to accomplish
tnis. For a number of reasons, tnis must be regarded a3 a verY impor:zan
development on the nhealtn-sector financing front, it should se watchad
closely over the coming montns.

2
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are now charged in Sind and Punjab and a fee per OP visit of Rs. 1.0 in
NWFP where there is a physician present in the facility. The PP assumad
that the population in the IRHC catchment area would visit IRHC
facilities as outpatients at an average rate of 2.0 visits per person per
vear, i.,e., 100,000 OP visits/year for a represaentative IRHC, If each OP
7isit paid a fee of Rs., 2.0, the revenu= yield would be Rs, 200,009, or
about 15.0% of the operating cost of an "operational™ IRHC as envisaged
by the project, Actually, this overstates the percentage of cost
recovary, The exemolary IRHC for which tha costs wera estimatad as31mad
a total of abouat 49,030 22 visits per year (assuming a 239 day worwing
72ar-), and suonlis tc.) wara calzualatad o b2 a :
for such a <as / comaadasing 109,850 )2 v
year would :;qui:e Jet, In any =2venz, 1
Zation rates projecred o
arged or taose contanol
2 were To o2 oL]r]LELCi'l
e ras5ulting from £225 9

mden in 2xcess of ¢
Sixcn Plan would be
2acovery for IRHCs
oraovided by Tnes2 ta

'1
M ™
2
wi
O
"
~
-
[P
Wb
7}

wihatnar 223 sigaitfizantly 1o 2:xsess o7 =00
chazged for govarnament n23lsh jecvizes or significanzly
13032 conzTamplatad 1o a2 3ixta 2lan ar2 Z2a3iol2 L5 an
zonsidarcaed in evalaating =ne financial f2azioilizy of % .
It i3 z2lavant in tnls context £O £21aIk it 2rlvata2 2ava2ns
nmedical care in zural 2akistan appear =20 22 aporeciaonle,*” 7Tois
circunmstanc: nay imcly a2 "willingne2ss o pay" for medical sarcvices
delivered oy tn2 pusnlic sactor. In any =2vent, conjectdre about =a23s
arospaces will not 327 25 £ar., Once again we need 3032 study zo sroviida
information zo infarm 2valiation of tnese oroscectcs. The avaliani
irg23 tnazt a stady o2 anderzaken zo dazarmin2 {rom shat provider s
ZOnsumers ar2 aow obraining the2ir medical services, wnat utilizasti
rates for h= va'i:us 373t2ms are, and wnat consuners are paving for s.ion
services, Sucn informaticn is n2cessary for understanding, sav, a2
currens low utilizazion zazses 2xperisncad by goverament facilizies

—

*/ See, for =2¢ample, Housennld Incomz and Zyoenditure Surves - 1379,
Taderal 3ureau of Sta=iscics, Statiszics Jivision, Governmann of
23K13%an., Data recorst2d ner2 sn0W an averag?2 axwenditura oer Cural
sodsenold for medical servizas of aoods 23, L1d.d/montn ia 1979,




and nence for better understanding of the prospect for more significant
cost recovery in these facilities.*/

In practice, utilization rates for IRHC facilities and for
the basic health services facilities more generally have been far balow
tnos2 envisaged in the PP and far below thos2 assum=d for kthe IRiHC-cos:
example, Our findings in the field are that, and as has been reportad

for many vears in Pakistan, visits rates ar2 on the ordar of 0.5 or lezs

o2r capita for the pooulation in the catchment areas of thase

*/ As has bean soint2d out for2going, a
of chis projsct is that of whekther it is rs
appropriate to regacd ta2 IRHCs envisaged b
wnicn might be reolicatad nation wide. Pur
issue, and pursuant Lo the recurrent=-cost prob

a £ 2
Or o:narwisa
roject as a f
O engagemen: with this
posed by the oroject

3
—

and recognized in th2 22, 1t i3 necessary to =2xplore the exten: to whizh
ravenue from fees for IRHC services might provide a ranady €or tha
oosition, Hene2, zn2 discussion of tnes: natzecs in the tax:.

This discussion snculd not, nowevar, be kag=an Eo imply tnat iz i3 =h
viaw of the evaluacion z2am Enat the exiszing (or othar) fees for
services orovided by the IRHCsS are aporooriaza, Indeed, a strong

gumant can be made tha: fees for servicss orovided by the IRHCs ara 1o

aporopriate,

Asserting this 1 T

znat it is the view ne team that fees £or government-provided h23lkn
s2rvices can make no coqzrlnution to solution of th2 recurcent-cos
oroolem confronted 5y zn= basic health services in Pakistan. Inde
casa can be made ,na- fees for govVernment orovidad hospital service
Eacilitating a diversion of funding noW going to the hospitals to &
oasic health services, is the most promising financing strategy te ramed
tne recurrent-cost oroolem confronted oy the pasic nealth services i
Pakistan. (For extended discussion of these matters, see C.M. Stav
Alternatives for Financing Health Services in Pakistan, Decemoer 19

n

w lﬁ

3 '

In a consideration of che axtent to which the recurrent-egpendiszura
onlem implied ov zn2 IRHC scneme should ce regardad as a sar co

o
:e olication of khis scheme nation wide, L% oobviously 13 necessary.to dra

attantion ko the possiollicy of such an alcarnatlve filnancing strakagy
(albeit, it i3 not dlscussed nerein).

These conslderacions are also obviously important £rom the oonint of
viaw of USAID's interast in %he "sustainabllity" of those health orogran
issisted by USAID-funded projects., For =xampls, If it is not approoria:

.:b

o aXpect I[RHC-Eype delivery systems to de s2lf-sufficisnt or
self=-sustaining by virzde of mnemselves generating private ravenus, noW
then can We axpect compliance with tne sustainability raquirement (i,a.,
that, over the longer run, as A,I.,D, resourc=2s are phased out, hoa:z
country resources Will oe pnased In)? Concern with the sustainability
issue will, presumanly, wve continuing as USAID begins to develop its
nealth-sector assistance portfolio for the Years anead.

oositicn should nokt, in turn, be takan zo impl’

v

3

=]



1.0 or Rs, 02

2.0 per
visit result in virtually no contribution to cost recovery. */

facilities. At thesa visit rates, fees of Rs.

*/Why the visit rates are so modest is a question urgently in need
of investigation, We wWere told in thé field that peoole visit tne
facilities when they think that the facilities have efficacious dzugs on
nand and stay away from the facilities when tney expect that such drugs
ars not availaole., e were also told that an MO on the staff is
necassary to achieve a reasonable utilization rake, It i3 crus kn
tn2 cas2 of a "nodel® IRHC visited by the where an unusually
i;ocous and compatanc M0 was in chargse, canktial volume of
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not registecred. were told that althou
autnozity to axempz =an WNo cannos
in chacrge of the facili raluc
3n0W raegistered patciens: AN0Mm nNo Ee2 13
And, indeed, =axaminaczion pacient r=2g9iscrcy oboo
sucn cases). Tanere 4 2 veiled 349?9"‘13n3 ac some 3i
that, in some insktancas, fae actually collacted may tend :o
W#ay into the pockats of 0se doing the collacting rather tcnan
orovincial ekchequer., kni3 case too, tha patient would nn:
regiscered.
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Needless to sav, orac:zices 3uch as n3e adduced foreqoing, may
istort utilization data in which he2altn olanners and okhers may navz ian

intarasc, In particular, invest.gations of 2lascicity of demani ‘damand

re3ponse to che imposition of f£ees) mignt De lad awry oY such ohnanomena
Genacally, the 22 fea scnemas oparzating in kthe nasic n2alsn
jacrvices system in 2akistan wacrant some car=ful skudy at knls junchuca,
In various counktrles, it nas oroved varcy dicfflcule to mainzain =zna2
integricy of such systems. I3 this a problem in Pakistan? It was3
suggested to u3 ac saveral field sites that cne imposition l(ar incr2ass)
of OP Eees rasulted {n a raduction tn ucillzation rates, [3 =nis zrua?
0 What axtent are =a2s2 f2es income ralitad such tnat =nv32 Jho 2annns
nay dra not ooliqatad to do s0? dow ia 3ucn Lncome zelating
administared? s [c realistic to ekpact nign collection cates Jundac fae
3chemes such as tnoda now operating in Pakls:an under Wnlch ravenue t£zom

fees reverts to tne =2xcnagquer?
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It is relevant to not2 nece that, although this is the third year
of the Sixth Plan, it still has not been possible to introduce user chargus in
the manner and on the scale envisaged in the Sixth Plan. As the Sixth Blan
emphasized, improvement in the quality of services will b2 necessary Ha‘:*'
introducing substantial fees. It has been suggested that parhaps tnis or
should begin in th2 Headquarter hospitals and then be aXtended to th=s zuc:
facilities,

gased on the foregoing discussion, 1t Is a £

atr ion
£223 for IRHC-providad serYices cannot realistically be ragarded as a fspady
for thn racliring-cost proolem confronted by the basic healeh sarvic=as3 in
Pakistan.

Some suggestion haYe oeen mad2 co reduc2 cosctd, For exanola, =3
Sixth 2lan proposas one IRHCs for avary 5-10 BHUs agains:z 4 2BHUS undar z2n=
IRdCs, This would raduce considarably the numbar of RHCS Lo ba e3tablisnad
out it would also aggravate tnh2 supervision factor, so far as the incharig= 32
the IRHCis concerned with almost doudle thae number of 34U5 to sUnaciiss,
aspecially in tha sparsely popiulated ar2as of tha calncey,

Un =n2 otner nand cne Plan proposes tn2 a23zaclispnens of azl 5kas
wicn upto 25 oads and facilities of X-ray, laboratory and sucgery r byt h Ay i
increase cn2 capital cost as w2ll as oparational cosz 2f =hs 24Cs, It mav 2=
arquad that with better facilitins cha RHC would oa ucilized EO =ha aptinun
level, tne peg capita recurcing cost would decraase and cner2 would Saigraasars
justcificacion for the user charges, matched ov incr2ased willingness zo pav.
40w the wnole systen wWould turn out in practica is anvbody's auass, How=V=:
tne cautious approach would oe to cry knase ideas, to tne ax:tant possisla, in
tne functioning IRHCs duzing the remaining two years period of tcn2 2rojacz.
Sudsagquanktly the new aporoacn may oe evaluated and adopzed, modifisld orf
discarded, according to Ene dictates of the circumstances,

oposition wich which this discizsian

Thus, we are left witn the pr
4 cand, oWing =0 formidaola oparas:

#a3 lncroducad - - namely, 3as matcers s 0y
cost requirements, it Would not be realistic to think of the IRHCs necwors as
20Visaj2d oy tne project a&s a aystem whizh mignt in a9 forcsesaple fu-ira ce
replicatzad nacion wide to in thl3 way cover mos: of %he riral copilazinn i
Pakistan.*/
2roject Inouts Cruclal zo IRHC Pazformanca Succass: Jould zawia
Ba Continued a3 a Ragular Part of the Ongoing 3asic Healzn
Services System in Pakistan?
In orincipla, one w#ay in which the IRHCS devalooed o¥ tna acs
ala)

259
mignt 02 ceplicaced nacion 4ide (assuming that zhis ware financially Zaasi
would be simple Imitation, i.e,, policy makers in :the provincial a2alsh
laparcments, observing tne axemplazy IRHC3 davaloped DYy =Zhe orojacs, wedli 13

on to implement such IRHC3 alsewnere in Eh2 basic n2alth sarVices 3Ys3san,
calylng dvon =ne regular nealen dapaztmant staffing =9 accomplisn =als., .o
znis apoproach, once tne project Ja3 ovar, ial=action vould jeneralice iz %2

*/ Thece are other w~ays of =ninking about tne project and lts IRACS wnion
3uygest khat tne project could have a Yery valuaosla oukput ducing fcs
cemaining years, Tnis matter i1s dealt with suosequencly.
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the basic health services system as a whole such that no continuation of
project-type activity under different aegies would be nacessary to
achieve the result. Som2 such mechanism as tnis is what oroject
designers usually nave in mind when tney anticipate ganeralization of zhe
orograms supported by their orojects.,

In this cas2, nowever, and aven Lf it were financially

£2a3iole o 24tand project IRHC3 generally to covar :tha riral oopualation,
iz i3 anlikxaly thaz =his orocess could take olac2 oy simple imitasion,
la2c2 3eamnad v ce jenezral igreement among our rosnond “he 12t
rnac to the axtant taat —he orojact 4as acaleviag i:n ivas, 203
was for the most par: owing to th2 dedication, ha:od a skill oI oz
naniagemant analysts and zraining specialists a2mploved oy the nroliazh and
the supoort given =ails scatff, particularly, virfzuaally :nlimited
availaoility of rtransporcation and otner supporz Zor staftf rcravzl., Dh2
stcong impression gatinad £rom tha field was “hat a continuatian o =nis
sind of acziviey would o2 necessary, aloeiz ander diffaercanst a95i3, if
IR4C3 War2 to continue o D2 Jeveloped af ' ratnas £onoa
arojact, Tne diff2rca2nt aegis would be =ne
departweﬁ 5, 3ut it seemed clear from ouc Sl it

zhe provincial nealeca deparcments did asc
and supporting projecc-type nanagement an

a
*/ Tals circumstance would also serve as a
I24Cs program {=2ven if it were2 {inancially

[ may 3ls30 22 notad =znaz If J2n2ralizasion »E zhe IRECS
orogran devaloped oy =ne orojecrt wera to ne acconplisaed oy a zontin
(under differenc aeqgis) of tn=23e 2rojecrt ac=zivitias, -a2 imoliad o372 f
generalization is very slow. Tn2 team 1a3 seen nold that, a3 natwzars
stand, the project has s0 far worked in about 23 IRHCs and has o
ipout 5 [RHCs to opverarional status, The project targec {5 33
opaerational IRHCs oy tne 2nd of zhe project. =ven if %2is qgoal wara
acnisved, oprojec: developed IRHC3 wWould cover only apout 4,33 37 =ha
riral pooulation of Pakistan. If, e.g9., as oy contindaz:on 2f
orojecc-tyoe acktivity, generalization of the IRHCs prejram levaelonved oy
the nroject wWent fozrward at tnis vace, it would o2 a vary long i
indeed nefor2 substantial coverage of the rurial oooulacion inder zhis
<1nd of orogram ~as achi2ved, oarcicularly Ke2oing in aind a1 zurcans
209ulation JraiWta fac2 L apou:s 3,J)% per vaar,

2 conslierations fonshtitaca 3 2ar 1 azdicion o otoat ol
aon=Zeasioilizy €inancially zo jenezal:ization >f rh2 orogran devailved ov
ipd

A Jdote In Druaad 312017 133uU23

According =5 za2 J3712,/35 o das:zia Zzom Zaton nemo, 1 nalor
raason for %“ne higher uorst of 1 project IRHC a3 comparad ~ith zae 3HUs
and RAC3 15 Tnaey now operate is more adeguaz: drovision for drggs.  An
"operacional® [RHC 13 anvisaged oy the Projec: orovides a drug ouidgac of
23, 6.3 for e=acn of tne 30,000 peneficiarias in cna2 reora2sentaniv2 IRHC

*/ Tthe project budgetad about Rs. 6.7 nillion for zhes2 s%aff2rs and
tnAaLr suppott over =ae life of the projzct
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catchment area. This may be contrasted with current drug budgets for the
basic health services of Rs, 1.0 - 2.0 per capita for the rural
population. Health Section 1984, p. 19, observes:

"It is difficult to say what should be the cptimum exvenditurce
for drugs and medicines at a 3HU Level. This remains unr2s9lvad
but this is governed by a number of factors. If a restricted
formularly including all essential drugs is adopted oz BfUs and
the limits are not violated, on an average R3s., 10.0 mav
per person par year. This will require a separate in dao
to devaloo a1 d-u45 policy for the puolic h2alth s73ten. (

suponliad)

e 2valuaczion team 2ndorses the proposition :n
deptn study be carried out. Sucn a study should address no Y
question of an adegquate formulary and quantity of drugs, dut also such
oroblems as thos2 sugg2asted by the widely n2ld view that =i 2¢8istd

government: drug acquisition and distribution syscem exhioits szri
malfunctions, =2.3., zae widely alleged pilferage of governmen: 47135,

nostly for sale in the open mark=2t, although soaetimes 20 2CIill2 5359053
for own consumption. Although it s=ems co pe taken f£or gcanced <“hat sizh
dilferage is on a lazge scale, 1ts extent has not ©o our xnowiadiye bLa22n
measur=2d. Nor d4id the evaluation tean 2av2 an opportunity ~o 2valiasz=2
the integrity of the drug supply syszams to the IRACs from zais ooint »of
viaew, What can dbe said at this point i3 that =his proolem wirran:s
piompt and serious studv. Wnekther or not the present drug acauiisizion
aind distribution svstam i3 malfunctioning in these ways is, of cours2, 2
£na2

Juestion whicih nas important implications for cthe welfare of
corsuners of government heal-h services.

This guestion also has imporrtant implications for zos-
recovery in the government healtnh secvices and hence for the financial
feasibility and sustainability of such programs as the 2rojec:'s I[2HCs,
In Pakistan, as in other LDCs, among tne more popular prooosals for
coping with government sector financing problams has baen rthat of
charging consumers £or drugs dispensed Dy government facilitizs, D
charge schemes wWill not, oy themselva2s, howaver, afford any renedy £
the kinds of malfunctions alluded to or £or other Xxinds »of logistica
oroolems Wwhicn are apr to pe exaiolted oy jovernment dri3 supoly svszans,
2,7., oroplems wica =imelv delivery of wnose drugs actually ordaerad
(distinguish tnose drugs which nappen =20 02 in the invantozy of tne
central medical storaes).

j2¢% 133 made a major 2£fort to rationalize and
inorave tne d:ug suoply systam £or the IRHCs, including =zhe L“srx*J ion
of tne "pdin cards” wnich were prominently disolayed in rhe faciittiag
visited ov the evaluaation team. The in-deoth study of th2 drug suoply
system snould include attention zo tne 2xtant o Jhich and =he wvaws in
whicn Project efforts in tnis domaia nave improved the nerfocmanc2 3f a2
3ystem.

Pending the clarification znat #ill result from an in-depta
study of the functioning of the drug suvoly system, it would seem orudent
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to hold off on attempts to implement drug charge schemes., The i depth
study should also include attention to the extent to which, if at all,
greater reliance for drug supply and distribution to consumers in the
public health services might be improved oy greater reliance upon
private-market drug acquisition and distribution systems.

1. Accelerated Healkn Program: ZPI Component and the guestion of

Integration into the Basic Health Services Program

introduction

Tha Govaeranant of Paxkistan lauynchad 1 sounhr 2
Pragramne on Immunization (ZPI) in 1979 as part of th2 Fifth Five
Plan.l/ Bv 1932, howaver, progress nad p2en disapoointing -- onl
of children were fully immunized. 7To catch up with th2 backley of
unimmunized cnildren, a beefad uo EPI ~as included as nne componens of
tha Accelerated Health ?Pzogram (AHP). This nnte is in-endad to ra -
s0me rougn estimazes 29I tnhe cost of rthe acceleratad 221 and =0 cormoeas
uoon sone imnlications 2f orogram co for th=2 olannad inzegracing of
acrivirias Witn the ragualar oasis a2 3ysten,

n
a

1
(%)
o4

[47]
th
2]
~
-
2
W
i

I and II rfolloving axaioit dana relavans 23
astimating tne cost of this program overall, »n2r Ifuliy inmunti
and relative to zhe ragular provincial nealth Jdeparcoment audg
appears tne AH? funding for EPI came on line 1932-33 and ovar
1332-33 rd 1934-33 inclusive, including bota faderal and provincia
AHP/EPI componants, a =o%al of Rs. 432,7 aillion was =2xpend2d3<-,

1/ For a recent, compr2n2nsive revie# of tdis program, s2e Reviaw df zan
Accelarated Healtn Programme and Other Selected Primary Healtnh Care
Activities in 2akistan, 10 November -~ ¢ December 1984, Report of :-ne
Joint Government of 2axistan/WHO/UNICEF/USAID/CIDA/Review Taam.

5/ See EPI-PAXISTAN 19 2ATE PROGRESS RIPORT, oy Col. Monammad asranm
Xhan, Dr. Witjaksono dardioranojo (undated). The expenditur2 jaza a:z2
jiven £or 2akistan is 1 whole, i.2. not oroken down by onroviaces. I
Jould oe dercer, of Courzs2, =0 look at the cost of this progran »n a3
2BV INC2 DY Dro/1nce dasls. The 2xpenditure dara reporzed nace {0 no-
reor2sant tne toral wost of AdP/2PI.  IPI 22anters wer2 located 1a s3asious
of the BHYs and RHCs zomprising <he Dasic n2alth jervices sys-zen and sone
oortion of rthese facilities/personnal coscs proovably snould be 1ilocazai
=0 AH2/EPI (although, znes2 facilities, which Would o2 ia olace in anv
avent, ar2 generaliy so0 Jnde-sutiliz ed tnat nag 2conomnic cost of thase
resources to AHP/ZPI nav ve na2ar co 2e2ro),  Ia 3aav 2venk, kpe rou3ials
astimated cost figure ranorsad nera Jill sarve £or orasent nursosa.

o

M



-6H-

Table 1

1 | 2 | 3 ! 4 | 5 1 6 ! 7 ! 8 | 9 i 10 | 11 1 12 13 I 14 |
l ] ! i | ! | | I | | | I I
| Operating Budget */ | | Total | rFederal | Federal) | Total | % (9) | Province | %(11)| Total |% 13 |
1 Health (Rs.m) | | Province| EPI | AHP |Federall of (6)| _.omponent|of (6)] 9 + 11 |of 6 |
| ! i { | [(Rs.m) I(Rs.m?} | | i | | | |
| | | ! ] | l | | ! [ | | !
|Balu- | NWEP iPunjab | Sind } | | | | | | N | | |
Year jchistan | ! | | A I | | I i1 l |
| ! ! i ! ] | | | | | | | I
1979-80} 37.0 | 12u.9 | 25%.7 } 130.5 | 44,7 ] 13.2 { 1 13.2 | 2.4 | 1.7 | | 14.9 | 2,7 |
1980-81] 45.8 | 138.3 | 309.u | 151.1 | 048.4 | 9.1 | | 9.1 | 1.4 | 3.5 | | 12.6 | 1.9 |
1981-82] 73.3 | 171.0 | 4zL.9 | 182.4 B49.2 | 6.2 i i 6.2 | 0.73 ] 4.5 ] I 10.7 | 1.3 |
1382-831 Y6.7 | 204.6 |} SUc.2 | 213.2 t [1mwz21.7) } 7.9 | 67.9 | 85.8 | 8.4 | 26.4 | 1f112.2) 111.0 |
1983-84}1 109.1 | 2%0.7 | 7%7.w |} 238.1  [135%.8] | 18.%9 | 114.8 j133.3 | 9.8 | 3.4 ] 11169.7]) 112.5 |
1954-85) 136.7 |} 322.5 | a99.0 | 276.3 | [1634.5] | | 61.6 | 61.4 | 3.8 | 89.2 | 1{150.8] | 9.2 |
| l [ | | | | | | | 1 ! | |
11932-83 [throughili84-25] Total:| 4012.0 | 1 11982-83|throuqh|1984-85 ITotal | 432.7 | 1

|  */some [igures esatimates,

l some revised estiwates,

some actual
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*/assume 0-4 = 14,5% of tne population - 7,25 3 for 12-24

see of Rapid Pakistan 1933

Tadle II
1 | 2 ! 3 | 4 | 5 | 6 I 7 | 8 ! 9
11985 | ! [ | I I |
droving2 |Ponulation | 3 | ¥ # (. [ 3 |4 I (3)+ (3)
i{million) | 12-23 | fulll 12,23 | 2.4 I full | 2-4 i Total
[(% urpban 1931) | mo */ i immffull lm  [vear */ | i;m {full in; full lan
I I{million)| [(million) ! I I f(million)
I ! I I I E I [
unja? i 55,0 [ I | | ! | I
! I I | [ , ! I
Uroan [ 15,1 I 1.1 boT74 .314 N WD | o34 1 0924 1.7
Rural bo39.9 | 2.9 voo82 i 2,37 P29 .91 2.8 3 5.0
I | i | l ! ; :
5iad | 21.9 f I I ; : ' '
| I | ! | !
Jroan ! 9.5 }  .688 39 | .269 | 638 31 t ,351 «329
Rural Po12.4 I .899 |21 | .189 I 839 1 45 | 404 394
! ! | | l | ! i\
NWFP | 1l1.5 | ! I ! I ! 5
I ! I I ! | I R
Jroan I 1.7 | .123 | 65 | .030 | 123 ) 69 | 035 ! W 155
Aural | 9.3 | .710 | 56 | .398 I J10 | 64t 454 »352
I | I I ! I [ I
daluchistan| 5.0 | ! I I I I !
I [ [ I I I I [
Jroan | .78 | .057 | 25 ! .104 | 057 7 23 F .013 .27
’Rural | 3.2 I 305 [ 8 | .024 I .3051 19 | ,053 | .32
Potals= ER |
1932~83 thru 1984-35 AHP
Zxpenditure on EPI= Rs.432.7 Cost per fully immunized = 235.48.0
caild
& 7.25 % for 2-4
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As column (6) of Table I shows, the aggregate operating
pudget for the provincial health departments for the period 1Y#2-33
1984-85 inclusive came to Rs. 4012,0 million. Thus the additional

esources allocated to AHP/EPI over this pzriod mounted to about (1.03 of
the regular health department budgets. The data exhibited in Table II
vield a finding that (see column 9) about 2.0 million children were fully
immunized by the AHP/Z2l campalgn._/ Thus, tne cost of the AHP/EPI par
fully immunized ciild wocks out to about Rs. 43.0 -~ quite modasz by
international staadarzds,

Lo

-

Iaplicazions of the Foragoing £or Inte2gracion

It is our understanding that, from the outset, Ad2/327 as a
"special® or "vertical" program was intendad o D2 A Lemporarcy
arrangement, tnat <nis .program would oe integratad ~as und=zstood £ron
the beginning, =hat decision still stands =oday. #Whetner <ha z2gular
osasic nealtn services network will be anla affectivaly o carzy =nis
orogram remains %9 2e 322n. One possiolie orablem i3 zZnhe nrosoect OF
"organization failure”™ in tais domain -- th=2 orovincial a2aiza
lepartments will have to strive to maintain tne nigh leval of wocivazion
and apparency ” tignt, =2ffective supervisory reginen Waica coaraczzrizad
zh2 AHP/EPI as it was operated out of %n2 National Iastisuctz o€ Hazlun,

What apous the availapility of rasources <92 cazcy 322 313 an
integrated compon=nt of the odasic healzh services? or
attempting an answer to tnis guestion Is that it has not v

determined, to our xnowledge, just wnat rezourcas will be reguirad, Tha

AdP/ZPI presumadly toox care of tne dac«log of unimmunizad cnildzen,

Taus, ESPI Will continue in a "maintanance" mode covering =na 0-1 vear ags
- .

group =ach year. How muci nutreach will de rejuired and ov wnor
performed (what occupational categories, adW many 3uch workerss?) i3 no-
vet clear. Some IRHC3 visited appeared -0 oceliave that tne orogram in
rhe future could pe operated in a static mode. The argument nece i3 =hat
the large 3cale, 2ffecrive publicity accompanying che AHR2/Z2I 30 2uilt
demand for immunizacion that :tne clients could nse 2xpected =0 com2 =0 the
3Us, =tc. Some IRAC5, however, seem =0 2e planning outreach coverage =3
02 accomplished 5¥ 31 new occupation categorv -- -Zne multi~purpose
outreach worker. A5 tnese orograms ar2 impl2nmentead and developed, =he
cost3 Wwilli oecome clearar. N

deanwalle, ~e nay cemarX -nat if resources were ¢
th2 same scale a3 £9r che AHP/ZPI, =he percanita cost of 1 or
fully immunize zne J=1 vear Jroups would oJe somewnat less znar
This would reprasan: a2 relatively aeaviar loading sn the ha2at

’1

*/  This taole zell2zts o number of assznp:icns, derivad ia =a2 nain Sz
the 3ources noted ap ”e, Ahich may oe noz2 or less aporaxinacions =23 a2
true state of arffair 29, tae rurzal-droan splL; of populazion v
arovince, tne nercan: of 0o-a rural and Jazban population 1a 21zh orzaviace
falling into the 12-43 monta and 2-4 vears age jroups, and, 7 courzse,
the percentage in =ach cohort 3aid to oe fully immunized., It will not 2e
worthwalla attempting to refine tne 2rogram-cost analysis sucsdant 2o
reckoning unit <osts until further investigation is undertaken Lo 1s53e3s
the raeliability of the coverage daza. In any event, tne figures ceported
harain 3hould orovide a Jdseful approximacion £or present puropose.
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of some provinces than others. However, on average for all provinces,
1985-86 operating budget health expenditures by the provincial health
departments came to about Rs. 26.4 per capita for the populations of the
provinces., The cost of EPI reckoned as above in its continuing
"*maintenance® mode would represent less than 10,0% of the provincial
nealth budgets. Wnether an operating-budget loading on this order of
magnitude could be accomodated depends, of course, on a number of
factors, eg the rate of growth in real terms of the provincial health
department budgets over the coming years, the amount of the to:al healkn
oudget allocared for preventive services (hospital services now claim the
lion's share of the vrovincial health departments operating budget), and
others. As matters s-and, the federal government has agre=d tto continue
to provide a federal component for EPI from tne federal ADP. As lon3 as
tnis arrangement is in effect, tnhe burden on provincial nealth
development oudgecs will be eased,

m. Institutionalization of In-service Training

In-service training should be institutionalised in such a way
that eacn individual receives this training periodically thcoughout
nis/nher career. This requires an organised approach, possibly with some
anit of the Department responsible, - for planning individual tcaining
scnhedules, - co-ordinating all training programs, - conducting saiactar
training programs. It is therefore, reconmended that an In-Servic2
Training Cell or other permanant organizational arrang=ment
astablishe’ in each orovince to perform this service.

.
ok

™0 different types of management training courses have ndeen
conduct=2d under this project - general managenent and snecific manajemaen<
3/stenm training e,g, an information system and a drug suponly 3ystem.

The management system training, trained people to oeriorn a
zask e.9.t0 us»2 specific forms and procedures, The general managaement
training also ended with a focus on problem identification and
development of Work plans to solve these problems, but has been nuch less
effective - regretfully itz seems that most participants in Lthe general
management course nave not followed up on their plans,

It is recommended that the general management cours
modified %o include fewer topics with qJreater emphiasis on getting
participants to do sometning wich what they nhava learned on returzn =n
thelir posts. For 2xample, the focus could be on encouraging them -0
conduct reqular staff meetings with the training they raceived helping
zhem to structure chese meetings., Institutionalization ~ould facilitate
=ais.

n. Transoortation:

The concept of I[RAC's and community ouzreac
Sut can only obe affaective when the means to cransport p
olace:

- the H0/IRYC is expected to suparvise all perioneral
outcreach,

- the male MT and female MT supervisors at IRHC are
axpactad to supwrvise the outreach orograms of the MT3
stationed at BHUs,
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The male MT/or Sanitary Inspactor is to act as team lecader of

the MPHW field team which is to visit all villages in tha
Union Council montnly,
- the MO/BHU is responsible to supervise the outreach of all

staff working from the BHU,

- the FTAT/LHYV/MW are expected to conduct Eisld suzveys anl give
¢ Vi g
HCHC outreacnh in the villages sarvad by the 8hy,
Hnservation in tne field showed that nransoortation wis ini.agiaza
at all thase levals,
a. The Padiscvan Haktional Health Plan
“he Sigza Plan of Paxkistan pronos2s an outlay of 23 13,075 nulilan
for tihe Health Seckor againstc Rs 4.5380 billicn spant ian current ice
ta2 Tifith 2lan.  This is almost chrea bimes the actual axpendin: £
Fifth Plan. An analysis of the details of proposed caonizal outlays £
Sector would show =hat 35% Sunds nave opa2n orovided oz Prevoancive 250 raned
and Rural H2alch Programm2.  Mor2over, a 2,743 outlay nas seon 3oiur
fradicional Madicine and dunicipal Health S=2rvic2s, Th2 Sin-32
details az2 as and2rc:-
canital duzlav f2r d2alch Sacctor
Aliscation 230 cons
S. MNo. Suv-3ectar {#illion R3) Allocatisn
(i dedical zducasion 375 T3
(ii) jospizal nads, includi 2acaing neds 3,295 25,35
tiiri) 2ravenriva orogdranmes 1,490 ii,49
(iv) Rural H2al=n Programme 5,690 43,34
() Provision of dantal care in zhe
axisting facilities 250 1.93
fri) Moadisa)l razearsh 35+« J.3%
vrii) rraditional medicine 375 2439
(viii) Municinal asalta services 530 3.39
{ix) Jutricion programnas 250 1.2
(%) Miscallanaous 120 J.3z
Tntal : 13,300 1.3
fhe 1oove zaole cl2ariy indicates %he conmitient »f& =n=2 Steza ?2lan
£0 tne Primary Hdeal:a Ca:e Programme The 2lan aims a2t estanlizaing 2
nation=-~ide inteqgrazad svstem of nh2alnh care J4ith 2mphasis on 2cimary d2alsn
care,  Ia fact cne 5ocal Joint of %h2 3ixth Plan 15 zhe 2rimary d2alzh Jara2
*The total allocation Zor Yedical 2a3a2arzh i3 Rs 320 aillion, =ne2 21lins=2 i3
reflected under Jzn27 3upD-sECtOCS,
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for all. This is also clear from the perusal of the following physical

targets of the Sixth Plan:

Targets of Phvsical Facilities and Health ianzower

during the Sixth Plan pariod

Cummulative

Facility Targets Total June 1933
A, Infrastructure
(i) Hospital bads 11,770 83,170
(ii) Rural Health Centres 355 723
{iii) Basic Health Units 2,600 4,315
(iv) Upgradation of sub-centers, Dispen-

saries and MCH Centres to BHUs 2,620 2,620
B, Manoower Develooment
(i) Doctors 21,000 35,000
(ii) Dentists 600 1,700
(iii) Nurses 5,000 10,0009
(iv) Paramedics 38,000 75,000
(v) T3As/CHWs 30,000 45,000

The programme of development of physical facilities and
health manpower, indicated above, is expected to bring the following
changes in terms of population per facility in June 1988.:

Change in pooulation per facility, Juic 1503

Population Position in Population

per facility June :738

per facility

Benchmark
Facility 1983
A, Infrastructure
(i) Hospital beds 51,400

(ii) Rural Hdealth Centres 374

(iii) BHUs, sub-~centres,
Dispensaries and
MCH Centres 6,490

B. Manpower

(i) Doctors 20,000
(ii) Dentists 1,100
(iii) Nurses 5,530
(iv) Paramedics 37,000

(v) TBAs 15,000

1,790
172,241

12,943

4,600

83,000
1/6.4 beds

2,486
1/3 villages

63,170
729

9,090

36,000

1,700
10,000
75,000
45,000

1,673
101,133

9,820

2,940
62,350
1/5 beds

1,413

1 village
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It has been proposed that all the preventive programmes will mainly
function through the BHUs and RHCs; these would form important part of the
nation-wide Primary Health Care Programme. The preventive programme will play
a crucial role in h=213alta car2, soecially in tha rural areas of tha <£ountzsv.
The main tazg2ats of tha Plan connected with the praventive srogranmes are as
undaz:

{i) Immunizacion of 24 million children

(ii) Contzol of dia::neél diseases 3 million childrcan
(iii) Training of TBAs 30,000

(iv) Spray for dalaria Control About 20% houses in

the operational areas

The Sixch Plan ains at bringing about the following policv
shifts in relation to the Primary Healtn Care Programme:

(i) Emphasis on preventive care by protecting all children
by poly-imnunization against the six preventable
diseases of childhood, diarrhoeal dis=ases' control
and improvad nmaternal care.

(ii) Consolidation of existing Facilities in contras: 490
expansion and developnent of rural healren
infrastructure, Expansion is only envisaged in
anserv2d ar=2as,

(1ii) Zach rural nealth facility to be manned by a1 gualified
doctor.

(iv) Goverament patronage to traditional meaicine,

(v) Involvement of community, viz local bodies, in Prinmary
Healta Care,

(vii) 2rover manag2nent training to healtn func:-ionaries.

4
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(viii) Iaczoducsion of users' changes to radu

The Plan acknowledges the fact that, alongwith the
sapltal budget, the revenue bdudget will have to be increased many fold as
inadequacy of funds nas been the mailn constraint for establishment of an
integrated nation-wide health care system. It has been stated that
during the period 1Y73-79 to 1¥32-83 the recurring expenditure has
increased fzom R3 440 million to 1,299 million. Thia znows an annual
incr2ase of 153, The Plan e2nvi3ag2s an annual increase of 20%. At this
rate the annual recurring =2xpenditure in 1947-88 would be Rs 3,234
million against Rs 1,299 in 1332-33. Moreover, in the first twWwo years of
the Plan a higher operational expenditure was required than could have
been covered by the annual increase of 20%. To cover a part of the
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recurring expenditure it has been proposed to iatroduce a system of user
chargas of the following order:

(i)

(ii)

(1ii)

(iv)

(v)

In urban areas fees for out-patient consultation

will be raised from Rs 1 per person to Rs 5 per
verson per treatment at the end of the Plan.

In rural area consultation fz2e will be half f the fee
in the urban areas.

In a phased manner full cost of the supportive
diagnostic services, i.e, X-ray filas, chenicals,
reagents etc., will be recovared.

A bed charge of Rs 5 per day and diet cnarge of Rs 5
per day will be introduced for all in patients, in
addition to Rs 10, as admission charge,

The charges in private warcds will be made realistic
and subsidy eliminated.

It has been estinated that the above measures would provide
an income of Rs 200 million to the Health System in the first year of the
Plan period and Rs 1,250 million in the last year, averaging R3 500

million per year,

The examination of the Health Secto:r programme spelled out in
the'Sixth Plan, relating to Primary Health Care, indicates that a number
of issues need to be resolved to make the programme successful. The
major iscues are identified below:

(1)

(i1)

¢ is understood that consegquent upon resource
constraint the Sixth plan has been recently revised
This has resulted in reduction of 2llocation to the
Health Sector. This reduction in allocation will
affect adversely the establishment of a nation-wide
integrated system of health care.

The Plan estimated an averag=2 yearlv growth rate of
20% in recurring expenditure in the nealtn budget of
rhe country during the Plan z2riod over the level of
Rs 1,299 million in 1982-33. it appears that tnis
target nas been surpassed in the first three yeazs
because tne revenue budgets for 1985-36 of the Health
vepartments of the Provinces alone add up to Rs 2,152
million against the target of Rs 2245 million for the
whole country, including Azad Jammu and Kashmir and
expenditure of the Federal Government.

But from the point of view of replicating the system
of IRHCs this is far from satisfactory. Under the
normal programme of Rural Health Services the average
recurring expenditure in three provinces (except
Baluchistan) on a RHC ranges between Rs 0.380 million
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to Rs 0,137 million per year and on a BHU between R®s
0.109 million to Rs 0.028 million. On the other hand
in the Primary Health Care Programme under the system
of IRHCs the operating cost of a RHC is Rs 0,510
nillion per year and of a BHU Rs 0.200 million per
w23ar, 2ven at the most optimistic rate of user
chargaes the IRHCs can at best recover 15% of the
czerating cost., Moreover during the first three y=azs
0 the Plan it has not been possible to recover the
user charges to the extent envisaged in the Plan
éocument. So it is doubtful whe-her the IRHCS can be
raplicated in their present form throughout the
country. This aspect of financial feasibility of the
I24Cs system has been dealt with in greater detail
elsewhere in the report.

The three tier system envisaged in the Primary Health
Care Programme can only function effectively if the
raquisite number of Community Health Workers are
available and are working with commitment. This
aspect of the Programme has been weak from the
baginning and continues to be weak, neither the
raquisite number of CHWs have been trained nor those
w10 have been traiied are available, nor yet the
available ones ar2 functioning satisfactorily. It
aocpears that thne Plan has compromised on this issue
zacause under the targets of health manpower during
tne Plan period the TBAs have been equated with CHWs,
and the production target of TBAsS/CHWs is

EJ,ODUE/. However, in a subsequent table CHWs have
caen altogether omitted and only 30,000 TBAs are
mentioned2/. It may be arqued that TBAs are CidWs,
tais is only partly correct, becausa thalsr wolh dQow=s
not encompass the full range of activities of CiHWs.
Moreover, they are not trained as CHWs. Even if the
T3As are trained as female CHWs that still leaves the
n2ed for male CHWs unsatisfied. Apparently two
altecnatives are to train the Pesh Imams and
cracticioners of traditional medicine as CHWs. But
a2 32lection of CHWs should be made by the communi-zy
30 the conscitution of village health Committeas neads
%> precede the selection of CHWs. There is no simple
solution of this problem, the whole issue requires an
indepth study.

Pepending upon the density and scatter of the
population 4 BHU is proposed to be provided for 5,000
5 10,000 population. The BHU will be regponsible for
oroviding comprehensive preventive and curative health
care, including midwifery, child care, immunization,
control of diarrhoeal diseases, malaria control, child

1/ The Sixth Five Year Plan 1983-88, Planning Commission, Govenment of

Pakistan
g/ Ibid, Table 5.
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spacing, mental health and school health services
within its area. oOutreach services will be provided
primarily for maternity and child health care through
trained TBAs. Depending on the terrain and
communications 5 to 10 BHUs will be linked to a RHC,
Each RHC may have upto 23 peds with laboratory, X-ray
and minor surgery.

The following points need serious consideration in relation
to the programme outlined above:-

(a) It can only be implemented if effective outreach
services are provided but the Plan proposes outreach
services primarily for only maternity and child health
care.

({b) It would require the production of a large number of
multi-purpose workers. It was fouad that training of
these personnel, on the scale envisaged, had not
started,

(c) Linking of 5-10 BHUs to a RHC, iastead of the prasent
number of 4, is likely to cr=2ate problems with rega:zd
to effective supervision,

(d) It has been proposed to establi:n the new RIC3 with
more beds and additional facilities. 7his neads to de
examined in the context of the increased recurring
cost and the extent to which user charges can be
recoverad,

7. Cultural Issues:

The Pakistan population is predominantly muslim. The women are
expected to observe 'purdan' and keep away from all males who are not the
close relatives., Altnough the village women may not put on the veils, a male
healtnh worker, even from the same village, would find it difficult to reach
tnem. He will have access only in the presence of male members of the
housenold but that also would be quite limited and may not exceed bevond
.immunizations, clinicai examination of children and some health and nutrzicion
educacion. This also applies %o female nhealth workers. They would not Dde
able to extend health care services to the men,

It i3 generally the elderly lady of the house who decides
what type of treatment is to be provided when a child or a woman falls sick
and then who should be consulted and when. First choice i3 a home remedy
followed by a Hakim, a private ailopathic proctitioner and as a last r2sort a
public sector facility. For health problems of pregnant women and n~ona:es, a
dai i3 normally consulted. Women as well a3 men prefer to disucsa health
matters with workers of the respective sex. Primary Health Care in these
gaettings requires the services of both males and females workers.
Nonavailability of female stafc for rural areas, aespecially in the Provinces
of Sind, NWFP and Baluchistan i3 a serious constraint.



gvery Union Council (population 15-20 thousand) is planned
to have a Basic Health Unit, where a female medical technician/lady health
visitor will be posted. In addition, tnere will be a male paysician and one
outreach team comprising of a Male Medical Technician/Sanitary Inspector, a
malaria supervisor and a vaccinator. Xnowing that the female medical
technician will not be able to reach all the villages in the Union Council,
she is excluded from the outreacn teams. 3ut the health problems of
motherhood and newborns can not be ignored while extending the primary health
care services to the people of the Union Councils. 0On one hand the female
medical technicians are unwilling to work in villages especially in the tnree
aforementioned provinces, and on the other even in Punjab their mobility is
quite limited. In most cases, she visits some of tne nouses in the village
where BHU is located. Here also the village heads have to take some
precautionary measures befor2 sne could move freely in the locality. The
suggestion that the male medical technician accompanies her for visiting other
villages is not acceptable to FMT. She could visit other villages only where
she is provided a conveyance by the respective village head and only when an
elderly lady preferably a dai accompanies her. At IRHC Mochiwallah where the
programme has been on the ground for quite sometime, the four female
technicians have been able to cover six villages only. Even if it is assumed
that the Lady Health Visitors/Female Medical Technicians will visit all the
villages in the catchment area, their output will remain unsupervised because
of the absence of a famale physician at the BdU.

The output of multipurpose health workers team is limited
to immunizations, detection of malaria cases, selective sprays, oromotion of
ORT, treatment of minor ailments and health education, during their once a
month visits., The plaiy is silent on the =lements like prenatal care
childbirths, promotion of breastfeeding, child growth monitoring, weaning and
supplementary feeding and child spacing. These tasks could be performed
effectively by a female community health worker preferrably a dai. B8v
training the dais residing in the respective communities and by establishing
contacts with them at reqular intervals the female medical technician
available at the BHU could give more output in the current situation where she
can not visit the villages at some distances. DBais all over Pakistan are
willing to taka the training and work with the health infrastructure, whare
the system i3 suppoctivae. In the thickly populated areas of Punjab th2 dais
have no difficulty in moving from one village to other and can reach tae
training canters at the apvointed time. Howaver, the problem of wide
scattering of rural population in Sind, NWFP and Baluchistan could be overcome
by arranging transport for commuting Dails during the period of their training
(say 15 days3). A mobile training team approach 1is guccessfully implemented
already in Sind province.
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8., Proposed Project Focus on Overations Research and Epidemioloeical
Studies and their Application to Service Delivery

The team encountered repeatedly a wide variety of situations
in which prozram personnal at different levels lacked the informaticn
necassary to desizn, implement, and monitor service delivery activities
afficiancly. Orzanizad and reliable information on the quality of care,
the effective population coverage of priority services, the impact of
program activities on health status, and disease patterns in particular
was scarcz. In this section, we outline the rationale for substantially
expanding proja2ct afforts in this area and propose a zeneral structurs
for such an activity.

The team found no disagreement regarding the overall
objectives of the project in terms of measurably reducing maternal and
child morbidity and mortality. There was likewise a broad agreement
ragarding the set of activities that forms the most promising stratagy to
reach these objectives. The Sixth S Year Plan, provincial officials, and
the project paper each emphasize diarrheal disease control, particularly
ORT; EPI, including tetanus immunization for fertile age women; provision
of family planning methods; effective treatment of lower respiratory
tract infections in children; detection and sustained treatment of active
tuberculosis cases; nutrition monitoring and active intervention; and
passive case detection and clinical treatment of malaria.

On a technical level most of these interventions are
relatively well-dafined, although this is certainly less true of the
educational components. The details of how to most effectively orzani:ze
such activities, even the nature of current activities is far less
certain. 1leverthelass, provincial officials repeatedly noted a shortage
of project resources available for any activities other than direct
program implementation and training.

The application of research techniques to guide practical
improvements in the cost-effectiveness of health services is a relatively
new field. It is an area in which AID has accumulated a substantial
stere of experience, with what is arguably the largest operations
research orogram in the world. 1In the past ten years, the 3Bureau for
Science and Tochnology has supported studies in more than 40 countries.
Thus, 1 vide range of %echnical support could be made available as
required,

1. Program content. We would propose four major content
areas to respond to the range of anticipated requests:

a) Descoiptive Regearch: Much of what program personnel
actually do, or fail to do, cannot be derived from routine records and
supervisory visits. Many important service delivory problems involving
lavel of effort, quality of carr, population coverage, rala'ive cogt. and
supsrvisory effectiveness can be described adequately only through
specific field studies. Unusually successful or innovative local
{initlatives with the potential for wider applications may lilewise remain
unnoted by routine management reporting mechanisms,
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A comprehensive exercise of this nature we would term a
Systems Analysis. This approach would describe program activities in
tarms of functional systems such as training, logistics, recruitment,
supervision, financing, and service delivery. Each of these would be
further subdivided into distinet subactivities, maintaining a focus on
the specific services listad above. More concretely, actual data
collection activities would include interviews with staff and community
members, structured observations, questionnaries, and record reviews
following a standard protocol. For a district-level systems analysis,
full time team of five or six professionals plus interviewers would
probably require about four months once the detailed protocol has been
developed and approved. The final product would be a fairly detailed
description, using objective measures, of the process by which selected
services are delivered, including support activities. A systems analys:
differs from an evaluation in that it focuses on description rather than
assessment, and in the magnitude of data gathering.

The results of the systems analysis would provide
management level officials with a basis for selecting priority areas for
prospective operations research studies (or more routine administrative
measures) to address problems in service delivery. More focused
descriptive studies are, of course, also possible, such as an anlysis of
the supervisory or training systems only.

b) Prosvective Overations Research: The desizn of =ven
a simple delivery system reflects innumerable decisions, most of which
are necessarily based on professional judgement rather than aempirical
data. These decisicns range from broad strategies, such as the
utilization of volunteer CiWs or Dais to very specific program elements,
such as the content of the messages MTs are to convey to promote
imrunizations. The objective of operations research methodologies {whi:h
continue to be developed) is to inform these decisions at the level of
precision and cost appropriate to the decision to be made. As we will
use the term, operations research is a strictly practical attempt to
apply a variety of research methods to management decisions.,

Some operations research methodologies have a negligible
cost and produce results that are virtually immediata. These include
group consensus techniques developed primarily for agriculture decision
making. The object is to systematically exploit the knowledge and
judgement of a group of experts to identify a range of possible solutions
to a given problem and then select the most promising options. Examples
include multiple-criteria utility assessment, delphi, nominal group
technique, and system modeling. These approaches primarily constitute an
alternative to conventional hypothesis formulation which generally relies
on the intuitive insights of an individual, sometimes combined with
informal, unstructured group discussions. 1In both cases, the end product
is the proposition that one or more courses of action make sense.

In mogst cases, this step is followed by traditional
gocial science research such as a pilot program or a quasi-experimental
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comparison of two or more alternatives. The cent®al~distinction for the
purposes of the project is essentially practical. We would propose a
strategic emphasis on small-scale, relatively unsophisticated studies
that can produce results rapidly. We anticipate that few of the
management decisions at issue will require highly pr=cises measucaments.
With limitad resources, larger studies reduce the opportunity to study
other, perhaps equally important issues which would then continue to e
addressed on an intuitive, non-empirical basis. Experizance also suzgp2sts
that ongoing changes in the program and its environment can be expectad
to reduce the value of longer term studies. 1L also seems likely that
relativaly simple studies will increase the opportunity Zor meaningful
participation by service delivery and management staff, =nhancing the
prospect for institutionalization of such research. We would also argue
that the very nature of the issues involved in the project is conducive
to such an approach. It is the highly specific, descrete service
delivery tasks that have been most neglected by past studies. Issues
such as the promotion of tetanus immunization for fertile age women
remain largely unexamined.

¢c. Epidemiological Studies and Surveillance:

Information on patterns of health and disease is an
essential compliment to information on the performance of the health care
system. In many cases, the distinction is largely a matter of emphasis,
with considerable overlap. Like operations research, the objective of
apidemiological studies is to provide a basis for concrete actions to
improve health status. The modifications in the reporting system
developed under the project represent an encouraging start, but a
substantially expanded effort in the collection and analysis of
epidemivlogical data is badly needed.

The range of relevant measures that are not generally
available to managers includes: 1) vaccine 2fficacy, 2 bioll cutcomes of
trained dais, 3) current incidence of vaccine-preventable diseases,
including neonatal tetanus, 4) major etiologies of infant pneumonia and
antibiotic sensitivities, 5) immunization status by age, 46) impact of
program interventions on nutrition status, 7) coverage and outcome of
diarchea case management, 3) incidence and atiology of diarchea, 9) birt!
intarval, 10) treatment outcoumes of active tuberculosis, and a number of

others.

There are a number of low-cost techniques for generating
estimates of parameters such as these, including rates based on an
estimated population base. Zach of these techniques shares a dependence
on trained personnel of demonstrated competence in well-defined
activities and close supervision that includes verification of
randomly-selected reports. Poor quality data may be worse than useless
if they lead to a misallocation of resourcas,

Sentinel sur-reillance is very low cost technique that
permits the monitoring of incidence trenda longitudinally through
complete reporting of a small numbor of selected health institutions,
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most frequently hospitals., The team did not have the opportunity to
assess the records maintained by hospitals in the project area, but this
approach has proved feasible in a number of settings. Our impression is
that one major criteria, that the hospital draw an adequate number of
patients from a wide geographic area, is generally met by a larze nuaber
of hospitals in Pakistan. The ability of the institution to diagnose the
condition in question requires consideration. Neonatal tetanus, for
example, rarely presents a diagnostic problem, but ascertainment of the
mother's irmunization status depends on clinical standards that are more
variable. Routine assessment of nutrition status by anthropometry is
uncommon in most hospitals. While it would be possible to use project
resources to improve record keeping where it is inadequate, it would be
highly preferable to select an institution where several years of
reliable baseline information are available.

Sentinel surveillance of course provides no information
about the population that does not make use of hospital facilities, and
the rural population is generally under-represented. The project appears
to have adequate personnel for carrying out active surveillance in
household cluster samples in rural communities. This will, however,
require dealing with difficult cultural obstacles related to access to
households and the mobility of female workers. Such a system would
typically involve monthly visits to about 50 households in 50 randomly
selected rural communities over the course of a year. Interviewers with
the skill level of MTs could reliably monitor the incidence of diarrhea,
measles, pregnancy status and outcome, nutrition status by anthrcpomecry,
facility utilization, immunization status, and mortality.

The programs' extensive infrastructure could also be
applied to a cause of mortality study. This could be based on a
financial incentive for reporting deaths similar to that used
successfully in the smallpox eradication program, combined with a
semi-structured followup interview by a physician.

One of the most striking weaknesses in clinical
management observed by the team is the virtual absence of followup
information. Followup interviews of a relatively small number of cases
would help clarify a number of outstanding issues related to
effectiveness of treatment regimens, patient compliance, referrals and
subsequent treatment. A related issue concerns the adequacy of the
diagnosis and management of acute lower respiratovy tract infections in
children. Even if the patient followup study clarifies the diagnostic
issue, optimal management remains a source of concecn. Treatments
recorded for similar symptoms varied widely and included a high
proportion of incomplete regimens and questionable choices of
antibiotics. The project could sponsor a review of cases treated in a
facility with a capacity for culture and sensitivity, to be carried out
by a panel of distinguished pediatricians. This could then provide the
bauls for standardized treatment protocols to be supplied to medical
officers. A similar approach could be applied to the management of
tuberculosis patients, another area where the clinicians we interviewed
appeared to be providing inadequate therapy to a large degree. We were
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also left with the impression that medical officers could substantially
increase their collaboration with the surveillance efforts of the malaria
eradication program, both in terms of submitting blood slides from
presumptive cases and in documenting the course of treated patients.
These clinicians would benefit from specific guidelines and information
on the incidence of chloroquine resistance and the appropriate role of
alternative drugs such as Fansidar.

d. Implementation Assistance: To the extent that the
research program leads to findings that provincial officials wish to
incorporate into the regular delivery system, it would be appropriate for
the project to assist in this process. Such assistance might include
staff training, written materials, and technical assistance from U.S. or
Pakistani private sector sources.

2. Administrative Arrangements: The chief administrative
consideration is the effective implementation of a substantial number of
fairly small research activities. We would advise against a strategy
that relies on program personnel whose major responsibility is service
delivery. At the same time, it is obviously desirable to encourage the
maximum feasible participation by Ministry professionals at the federal,
provincial, and local levels. Thus, the structure of the program should
be flexible enough to accomodate a range of such participation, since the
level of interest and availability of Ministry professionals is difficult
to predict. It would be reasonable to speculate that to the extent that
research activities generate findings of practical value, the inclination
of the Ministries to second staff for research activities will increase.
Ideally, the value of these activities will prove so persuasive that the
ministries will institutionalize the program. This further reinforces
the importance of providing adequate technical resources from the
beginning, including the capability to engage a range of national
institutions with expertise in health, administration, and survey
research.

We would recommend that the existing project staff be
expanded by the addition of a Senior Scientist with expertise in
operations research and a junior scientist with training in epidemiology,
and that additional positions be created for an administrator and
secretary. This expanded project staff should be supplemented by
consultants with specialized expertise as dictated by the studies that
are developed.

The team is not in a position to suggest a mechanism by
which the ministries would approve specific study proposals or direct
that a specific issue be addressed. Assignment of ministry staff to
participate in studies is of course, also their decision. The actual
data collection could be carried out through a combination of long term
and contracted staff. Design and analysis efforts could be assisted by
consultants and contracts with qualified national institutions. These
arrangements could be carried out partially or entirely through the
AID/Washington Primary Health Care Operations Research Project, which has
carried out nearly 50 such studies and is already developing a protocol
for systems analysis focused on selected primary health care services.
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It would also be advisable to provide resources for
disseminating study results and related technical and project information
through a periodic bulletin.

3. TIllustrative Research Topics:

a) The Voluntarv CHW Question - Is it realistic to expect to
rely on these workers in large numbers?

This is an important question. As designed, the IRHCs
scheme was to rely on these workers to provide vital public health
services and, more generally, to provide provider/population ratios such
that "coverage" by the scheme implied reasonable access to care. If this
is not a realistic prospect, the IRHCs scheme will need to be redesigned.

There is at present difference of opinion on this
question. It is notable that the Sixth Plan for Health makes no mention
of voluntary CHWs. Nor does the recent Evaluation of the Rural Health
Programme in Pakistan, Health and Nutrition Section, Planning and
Development Division, Government of Pakistan, November 1984. 1Indeed, it
appears that at the Federal level, the CHWs have been written off as a
scheme that simply is not feasible. On the other hand, at the periphery,
some of the IRHCs still act as if this scheme were viable. eg. they post
lists of persons alleged to be CHWs and even upon occasion produce
individuals who are said to be CHWs, etc. There is also opinion in the
field in line with the opinion at the Federal level that this is not a
feasible scheme.

It is very important that investigations be undertaken to
lay this question to rest. If this scheme is not in fact feasible,
significant redesign of the IRHCs scheme will have to take placa-tc find
ways to deliver those services heretofor supposed to be delivered by the
CHWs. As long as this question is not laid to rest, and in spite of a
lack of hard evidence that the CHWs scheme is feasible, there are those
who will go on acting as if this scheme were in fact feasible, thereby
putting off what in the end may have to be significant redesign of the

IRHCs scheme.

b. The Integrated System:

Integrated Rural Health Complex approach is designed on
the premise that 4-10 BHUs and a Rural Health Centre could be linked not
only for supervision and patient referral but also for planning and
execution of Primary Health Care to serve an assigned population in a
specified geographical area. The three-tiered system comprises a Health
Worker (Voluntary) at the community level, Paramedical Medical Technician
at the Basic Health Unit and Medical Officer at the Rural Health Center.
Adequate financial and administrative authority was planned to be
delegated to the Incharge Medical Officers to enable the complexes to
become self-sufficient in the management of the services.
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The concept of the integrated system never materialised.
The medical officer who was to supervise the Medical Technicians did not
receive the promised transport. The Medical Technicians who were in turn
to supervise the Community Health Workers faced the same problem of
non-availability of transport. The desirable authority, to make the RHC
and the BHUs function as an integrated complex was never delegated. 1In
addition the services available at RHC are qualitatively not better than
those at the BHUs. The indoor beds at RHCs remain vacant and the
Laboratory service are grossly underutilized. The posting of a female
medical ufficer may attract some female patients to Rural Health Center,
most of whom will be the result of direct reporting rather than due to
referral from BHUs. In a number of cases, the BHUs are located so far
away from the RHC that the patients may find it convenient to visit a
Tehsil or a District Headquarters Hospital where far better facilities
are available rather than to visit a RHC and be referred again to higher
level. Where surgical operation theatres at RHCs are utilized the
patients' number increases. This may also happen when X-ray facilities
become available at RHCs. In the present shape it can safely be
concluded that the referral system has not been established as was
planned.

The situation has further, changed on another account.
Medical Officers are now posted at BHUs, where the Medical Technicians
were previously expected to work independently. At the RHCs instead of
one, now there are two male medical officers. It was proposed that the
second Medical Officer be assigned full time duties of supervising BHUs
and the Outreach Teams. On the other hand it is stated that the Medical
Officer incharge of BHU will supervise the outreach team of his area. 1In
most cases the second M.0. at the RHC may be junior to those posted st
BHUs. Unless the duties and responsibilities of each level are clearly
defined, there are bound to be some frictions resuliting in deterioratipg
the situation further.

It is obvious that the Integrated systoem has not worked
as was planned. It is also not known whether the integrated system has
definite advantages in the overall perspective of the current social,
administrative and health care delivery systems. Only advantage of the
name could be to separate IRHCs as a GOP-project supported by USAID from
the general health infrastructure the details of how IRHCs actually
function require documentation which is feasible only throuiyh an adequate
study.

¢. Implementation of outreach activities:

There are a number of practical issues regarding this
basic strategy that could be addressed through fairly straightforward
studies. Outreach activites involve considerable direct and opportunity
costs and the cost effectiveness of different approaches certainly merits
study in a program of this magnitude. A study could examine the average
impact on behavior of different numbers of home visits and group talks.
It is unclear, for example, what level of effort should be devoted to
educating women in ORT. Such a study would require a measurable
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objective for ORT education. A variant of this general approach would be
to examine the relative effectiveness of qualitatively different
-educational content in, for example, attempting to alter the feeding
practices of a mother with a malnourished child. MTs appear to be
repeating a single approach in this area, with little sense of whether or
not they are having any re~l influence.

Different program officials expressed widely divergent
opinions about how MTs can travel to rural villages. Cost of travel is
obviously a major consideration. A preliminary research approach could
tap local creativity and initiative by providing different levels of
travel allowance and quantitatively describing the level of outreach
visits generated by a range of different approaches. A few of the more
promising strategies could then be selected for further study, including
more formal operations research directed towards balancing the competing
objectives of minimizing travel costs and maximizing tlie health impact of
MT visits.

d. Dai Training:

The emphasis of the Sixth Plan on training very large
numbers of dais suggests that comparing alternative approaches to this
activity would be worthwhile. Experts in training, obstetrics, and
public health could, through group consensus techniques, develop one or
more training approaches substantially different from the current model
in length, cost, content, or training methodology. One or more of these
alternatives could then be compared emnirically with the current model in
terms of defined competencies and actual practice. The training of MTs
and MPWs could be examined in a similar manner.

e. Supervisory Methodolbqies:

There is an immense range of specific, well-defined
issues in supervision rfor which there is virtually no empirical
information. It is common for health programs to provide for only
minimal supervisor visits, and for those visits that do take place to
have no relationships to performance. Even in the face of patently
ineffective supervision, one finds few training courses or guidelines
designed to improve supervisor performance. Indeed, rarely do such
programs measure or aven define what constitutes good performance in a
supervisor. Whatever other factors may be involved in this common
pattern, it is clear that we know very little about how to train and
organize higher level health professionals to support the work of their
subordinates.

As we noted previously in this report, the health
ministry's focus on selected primary health care services permits us to
define service delivery in terms of a number of discrete, observable
tasks. For any one of these, we have observed that supervisors may apply
at least 11 techniques to identify and resolve shortcomings. This
theoretical model does not indicate which of many possible approaches for
a given task is most likely to work. Neither does it guide the
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supervisor in deciding how to make the best use of his time during a
given visit. It is unclear, for example, what level of effort the
supervisor should devote to estimating EPI or ORT coverage through
household visits. Perhaps it would be equally effective to devote a
lesser amount of time to interviewing the MTs about their efforts to
provide good population covarage., A series of small scale studies
addressing questions such as this would provide practical quidance for
defining tne supervisor's role in providing health s=2rvices. The role of
higher level supervisors could be studied in a similar manner. Making
more effective use of scarce, highly trained technica'. staff apoears to
be an urgent need in the program, particularly at the District level.

W

> .
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f. Imnunization Drop-out Rat

Th2 baseline survey found that on the order of 70% of
children who started a polio or DPT series did not complete it. This
situation has improved since the survey, but the EPI records examined by
the team suggest that the drop-out rates continue to be a serious
problem. Yet, at the level of the individual child and mother, there is
little information on the effectiveness of different approaches towards
avoiding drop-outs or convincing mothers to complete the series. This
issue may grow in importance as the AHP is phased out, and merits study.

g. Staff Incentives:

Many managjement experts argue that performance-~based
incentives are a highly effective measure. The project could support a
straightforward, carefully limited trial of one or more approacnes
Wwithout requiring major budgetary or policy changes. Such an approach
has been highly successful and cost-effective in ORT promotion in tne
3RAC program in Bangladesh for exanmple.

h. 1In-Depoth Participbant Observation Studies:

The team was told of many cultural obstacles to more
effective service delivery that seemed inportant, but remained
ill-defined. The design of the MT curriculum and the content of
educational messages in the program do not appear to take into account
local opeli=fs and practices regarding diarrhea, immunization, tne concent
of prevention and other basic cultural factors that affect health
services. The response of different cultural groups to different styles
of preventive and educational activities by program staff are poorly
understood. We suspect that impressions regarding rural attitudes toward
gender roles are often superficial and oversimplified. As a result, the
Froject may be underutilizing both male and female staff in outreach
activities. These are important issues that could be addressed through
support of focused antnrooological studies.

i. School Health Activities:

In some instances MTs and CHWs are involved with school
health activities, as school teachers seem to be frequently selected as
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CHWa or health committee members by the MTs. No evidence was noted that
a real school health program exists having clear objectives, targets and
the means to achieve them - they appear to be largely ad hoc in nature.

It is racormended that one or two management analysts or
training specialists be assigned to survev existing school activities,
design one or more models of complete school health programs (involving
MT/CHW), then to train seclected personnel to implement this program and
monitor its progress. If one or more of these programs is successful,
these should be incorporated into the MT and CHW manuals and training.

j. Privatisation of Basic Health System:

To compare the effectiveness and efficiency of the
private with the public sector in delivery of health services, on a trial
basis one or two IRHC's could be handed over for a period of 3 to 5 years
to a private organization eg the Aga Khan Medical College Community
Health Sciences Department.

For this to be a fair and useful trial, some basic
criteria are:

~ during the final government-controlled year, the
staff should be aware that their achievements will be
compared with ‘:he following year's privatised prozranm,

- the IRHC's achievements in both curative and
preventive service during the final year of
government control will have to be adequately
measured,

- all funds curreatly spent rfor salaries, allowances,
personal benefits, maintenance, drugs and other
supplies should be given to the selected private
organization,

~ existing personnel should be given the option of
transferring to another government position or
remaining on whatever conditions the private
organization establishes, including the right to fire
for inadequate performance,

- the private organization should receive some
financial support during the prior to start-up year
in order to adequately plan its program, however, it
should not be allowed to interfere in anyway with the
running of the IRHC to which it will be assigned.

k. The management efficiency question:

Given the basic organizational structure (e.g. perr- nnel
policies, budget procedures, etc.) of government health-services delivery
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systems, is it possible, by even the most assiduous and appropriate
attention to management, administcation, supervision and the like, to
achieve efficiency in the performance of these systems?

This is a very important question. For many years, many
USAIDs in many countries have fielded management-type projects based upon
the assumption that the answer to this question is "yes'". The recults
have uniformly been disappointing. This may be because the real answer
to this question is "no". If so, USAID activities to achlicve
organizational efficiency will have radically to be redirectad.

One school of thought holds that the answer to this
question is indeed "no". This school rezards these systems as
fundamentally flawed from thez point of view of the incentives affordad
system participants and from thz point of view of the lack of opportunity
afforded would be managars to achiave efficient performance, This schonl
regards it as almost cectain chat organizations structured as are
government health-services delivery systems will exhibit xassive
“organizational failure” -~ and this school feels that attention to
managenent, administrative and supervisory skills and prozedures cannot
afford a remedy for the position.

Another school of thought entertains the hcpe that the
answer to this quection is "yes". This school will concede that many
past efforts in this domain have not yielded good results. Accorzding to
this school, however, this is because the attention given manasement,
administration, supecvision and the like has been inappropriate and
inadequate. This school holds that with appropriate attention to thesa
matters, the efficiency of performance of these organizations can
significantly be improved.

It is very impouriact Lasn 1nis qrestion te laid to rast.
Until it is, much time and energy will continue to be expended in this
domain upen what may in fact be bootless enterprises, either because tha
attention given these matters is inadequate and inappropriate or becaus=
the enterprise itself is just not feasible. In the neanwhile,
potentially more promising approaches to increased efficiency in tha
government health-services sector (e.g., pulling some goverament
facilities out of their razular Ministry of Health aegis in faver of scme
kind of wrarastatal status) will not be piven serious consideration.

1. A study of the OP-fee schemes operating in the basic
health services system in Pakistan. In various countries it has proved
very difficult to maintain the integrity of such systems. 1Is this a
problem in Pakistan? Do fees result in a reduction in utilization
rates? To what extent are these fee schemes income related such that
those who cannot pay are not obligated to do so? How is this feature of
the scheme administered? 1Is it realistic to expect high collection rates
under fee schemes such as those now operating in Pakistan under which
revenue from fees reverts to the. exchequer? It is said that moves are
underway in Sind Province to return to the facilities marketing services
some substantial portion of revenue from these fees. Wwhat has been the
progress on this front?
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m. Drug Supply System

An in-depth study of the operation of the drug
acquisition and supply system in the government health services system.
Topics/ questions to be addressed would include; (a) what is an
appropriate (optimum) rate of resource commitment for drugs to these
facilities? (b) an evaluation of the integrity of the system, e.g., how
much leakage is there from the system owing to pilferage? (<) might
consumers of these services be better served by greater reliance upon the
private-market for drug acquisition and distribution to consumers?

n. Utilization of Health Services

Population-based research to determine from what
providers and provider systems consumers of health care in Pakistan are
now getting what kinds of services and on what terms.
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Appendix A

Personnel Interviewed - in order of =ancounter.

William Goldman AID/ANE Tecanical Resources Office, Washington DC
Mona Grieser PRITECH, Arlington, Va

Jinny 3Sewell AID/Office of Population, Washington D.<C,
Nadia Maraviglia World Bank, Washngton D.C.

Michael Mil;s World Bank, Washington D.C.

David Oot AID/HPN: ANE Bureau, Washington D.C.
Heather Goldman AID/PHC? - HPN Office, Islamabad

W. Mckinney AID/Evaluation Office, Islamabad

Ashraf Mirza AID/PHCP, HPN Office, Islamabad

Dr. Mushtag Chaudhary DDG, Basic Health Services Cell, Islamaonad
dc. Zzafar Ahmad AD, 3asic Health Service Cell, Islamabad
Abdul ‘Sattar Chaudha:y Federal Health Education Advisor, Islamaoad
Dc. Siraj~ul-daq Mahmood Chief: HNP Planning Division, Islamabad
Major Gen. A,I. Burney Director, National Institue of Health
Jimmie Stone Deputy Director/USAID

Raymond S. Martin Chief, HPN/USAID

Jeff Malik AID/Project Developoing & Monitoring

Dr. Javaid Rasool zZar DDHS, Rawalpindi Division

Dr. 2lahi Baksh Soomro Director cf Health Services, Punjab, Lahore
Choudhary Asma't'ullah WHO, Lahore, Punjab

Dr. Akoar Xhan DHS- Baluchistan, Quetta

Dr. Riaz Baluch SOH- Balucnistan, Quetta

Dr. Sana'u'llah Malik . Project Director-BHS, Baluchistan, Quetta
Dr. Mosa Baluch BPI Project Director

Dr. Niamat-ullan Ghichki Malaria Chief, Baluchistan

Dr. Ali Ahmad P.T.0. M.MT School Quetta

Dr. Capt. Imtiaz Ali D.H.C. Dhadar IRHC

Mz, Jamil Ahmad Tutor M. MT School Quetta

Mr. Hakim Baluch Tutor M. MT School, Quetta

Miss Shaifta Durrani P.MT School, Quetta

Prof. Salen Memon SOH- Sind, Xarachi
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Dr. Sajjan Memon Director Health Services, Hyderabad

Dr. Sanaullah Qureshi Divisional Director, Sind Health Department
Dr. John Bryant - Director Medical Services, Agha Khan University, Karachi
Professor Mohd. Ilyas Curriculum Censultant, PHCP, Rarachi

Dr. Mehr Omer PTO, Pemale Medical Technician, Hyderabad
Dr. Mohd. Ashraf Memon District dealth Officer, Badin, Sind

Dr. Gul Hasan Shaikh District Health Officer, Thatta, Sind

Dr. A. Hamid Chaudhary MO Incharge, Darro

Dr. Ali Sher Khan SOH- NWPP, Peshawar

Dr. Mohammad Ayaz Khan DHS- NWPP, Peshawar

Dr. Nazir-ul-Haq Pormer Project Director-BHS,NWFP, Peshawar
Mr. Abdul Majid Planning Officer, BHS Cell, Peshawar, NWPP
Dr. Abdullah Jan Khalil Divisional Director, Peshawar,Division NWFP
Dr. Rodia Shah Infectious Diseases Hospital, Peshawar

Dr. Hakim Khan District Health Officer, Peshawar, NWFP

Dr. Nadir Khan Director Hazara Division

Dr.Amir Rahman District Health Officer, Abbottabad, NWFP

Project. Contract Staff

Mrs. Mahmooda Nasreen Training Specialist, Punjab

Mrs. Nasim Akhtar Wahab Training Specialist, NWPP

Mrs. Shahnaz Imam Training Specialist, Sind

Ms. Tasleem R. Paracha Training Specialist, Baluchistan
Mr. Zaffar Abbas Shah JJanagement Analyst, Punjab

Mr. Arshad Mahmood Management Analyst, Punjab

Mr. Zamin Gul Management Analyst, NWFP

Mr. Ijaz H. Shaikh Management Analyst, Sind

Mr. Mohammad Saghir Management Analyst, Baluchistan
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Appendix B

Sites visited during field visits
Female Medical Techmnician School, Hyderabad

BHC, Tando Jam

District Health Office, Badin

BHU Punjab Chak

BHU Haji Muhammad Bohar

BHU Abdullah Shah

RHC, Darro, Thatta District

District Health Office, Peshawar

RHCL Nahaqi, Peshawar District

RYC Khairabad

BHU Inzori

District Health Office, Abbotabad

RHC Havellian

BHU Salwala

Chomba Village

RHC Bagga Shaikan, Rawalpindi Division
BHU Sanghoori

DHS Office, Punjab, Lahore

BHU Ahdian

RHC, Mochiwala

BHU Saeed Abad

Medical Technician Training School, Jhang
RHC Kot Momin

BHU Saleem

RHC Pindi Bhattian

DHS Office~ Baluchistan, Quetta

SOH Office-Baluchistan, Quetta

Female Medical Technician Training School, Quetta
EPI Programe Office - Baluchistan, Quetta
RHC Dhadar, Karachi District

Mir Bagh- MT field-training village

BHU Kodraisani

Braheam Boran- MT field training village
BHU Muskat
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Appendix C

Pakistan-Primary Health Care, September 1982

Evaluation of the Pakistan National Oral
Rehydration Program, Septembe 1984

Medical Technician Curriculum Revision, September
1984

Management Systems Studies for Establishment &
Operation of IRHC's December 1980

Module for Multifunctional Health Workers- Malaria
Module on Primary Bealth Care

Module on Training of Multipurpuse Workers

Evaluation of the Rural Health Program in Pakistan,
November 1984

Health Guards in Northern Areas of Pakistan,
November 1976

Health Information Study for IRHEC's, Information
System, Module I

Health Information System for IRHC's, Module II

Minitoring System for IRHC's, Information System,
mudule IIIX

Inventory Control for IRHC's, Supply System, Module
I

Essential Drug List for IRHC's, Supply System
Module II

Distribution of Drugs for IRHC's, Supply System
Module III

Progress Report on Training Activities, Baluchistan

Progress Report on Management Component, Baluchistan
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Appendix D
MODEL: A COMMUNITY-~BASED HEALTH PROGRAM:

The following is a first attempt to develop the outline of a
community-based health program appropriate for Pakistan. It should not
be adopted as is, but rather used as a bagis for discussion to develop a
model for trial by the MTs and their advisors.

Phagse I

The MTs enter a village, meet with the community leaders and
explain that their purpose is to try to help the village to learn more
about health matters so that the people might improve their status of
health. At this early stage, no mention is made of a village health
committee (VHC) or community health workers (CHW). Instead, through
discugsions with the village leaders and if poussible other groups of
villageruy, the visitors teach the people about one selected health topic
e.8. ORT in treatement of childhood diarrhoea, and encourage them to take
action, individually and collectively. (A group of youth might be the
receptive audience who in turn are asked to talk about ORT with their
parents then to report their reactions back to the group). The MTs
follow upr on this initiative on subsequent visits, then they follow a
similar approach for a second health topic. Throughout this phase, the
focus continues to be only on health topics and nct on health workers or
a committee.

Phase 2

With the help of the village chowkidar, and any other individuals
who show an interest in the activities during Phase I, a hougse-to-house
survey of the entire community is conducted; to asses the health status
of each family. The purpose and the results of this survey are explained
to as many people as possible,

Phase 3

The results of the survey are now discussed with the community
leaders and the health problems implied by the survey pointed out.
Emphasise to the community leaders that they are capable of taking action
to reduce some n¢ thagse health problems. Suggest that some form of
community organization- there might be separate groups for men for women
or for youtn; there might be different groups for different sections of a
large or factionalised community. The important factor is that the
members of any organization must be interested and willing to work.
Throughout this phase, continue to emphasis that the responsibility for
improving health belongs to the community, that the MTs are only there to
assist the members to better understand their health problems and the
options available to them for dction.

Phase 4

If the community has established one or more ocrganisatione, the MTs
conduct a mini-training for the members on one health topic focuesing on
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Astion which theic group can take with respect to the topic - a
‘cafeteria’ approach might be adopted by suggesting different
alternatives with the decision left to them. Help them to implement
whatever decisions they make and to evaluate their effectiveness. Repeat
this process with one or two additional topies.

Phase 5

By this time 6-8 months will have passed since the introduction of
phase I . Actions during this next phase are unclear. Note that the
concept of a community health worker or volunteer has not yet been
mentioned - this may be the time to do so, with a suggestion to
organization that male and female CHWs be selected for training by the
MTs. Alternatively it may be preferable to encourage seveial of the
organization's members to ‘specialise' with each becusming an 'expert' on
one health topic. 1In this situation, the, MTs could give more detailed
training to different individuals each on a different topic thus creating
informed specialised promoters.

NB: This plan is based upon an extensive emphasis on
conducting very short-term, mini-training sessions for villages and VHC
members. Since the most important element of a community-based approach
is for the community to take action on health topics, education is
esgnntial to help them better understand what actions they might take.

During the research stage, with the management
analysts/training specialists serving as MTs, they will need to conduct
several of these mini-training sessions. To do so they should prepare
draft curricula and training aids, then improve on them after the
experience of teaching the session. At the conclusion of the study, a
workshop can be conducted to consolidate these materials into a set of
training materials for use by MTs, to conduct 2-4 hour courses for
villages, each on a different topic.
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APPENDIX B

STATEMENT OF WORK FOR THE MID-TERM EVALUATION

SUBJECT: INTERIM EVALUATION OF PRIMARY HEALTH CARE PROJECT (391-0473)

1. SUMMARY: THE OBJECTIVES, SCOPE OF WORK, AND COMPOSITION OF THE
TEAM FOR THIS EVALUATIOa FOLLOW. THE MINSTRY OF HEALTH CONCURS. THE
OBJECTIVES AND SCOPE OF WORK HAVE BEEN REVISED SLIGHTLY; HOWEVER, THE
IMPORTANCE OF THIS EVALUATION TO USAID, THE BACKGROUND, AND PROJECT
DESCRIPTION REMAIN AS DESCRIBED IN REF. A. WE UNDERSCORE THAT THE
EXPERIENCE AND ANALYTIC POWERS THAT THIS EVALUATION TEAM OFFER WILL
DRTERMINE HOW EFFECTIVELY AND QUICKLY WE CAN, IF PROVEN NECESSARY, MAKE
APPROPRIATE ADJUSTEMENTS TO OUR HEALTH SECTOR AND PROJECT GOALS. THE
TEAM LEADER MUST HAVE A BROAD FIELD EXPERIENCE IN ALL ASPECTS OF DELIVERY
OF PRIMARY HEALTH CARE INTERVENTIONS IN DEVELOPING COUNTRIES. END
SUMMARY .

2. STATEMENT OF WORK
A. OBJECTIVES

(1) TO ASSESS PROGRESS IN IMPLEMENTING THE PHCZ PROJECT;
PARTICULARLY, ACHIEVEMENT OF OBJECTIVES AND TARGETS AS
THEY RELATE TO IMPROVED QUALITY AND EXPANDED COVERAGE OF
PRIMARY HEALTH CARE SERVICES AND IMPROVED HEALTH STATUS
OF RURAL POPULATION

(2) TO PROVIDE RECOMMENDATIONS AND JUSTIFICATION FOR POSSIBLE
CHANGES IN PROJECT STRATEGY, IMPLEMENTATION APPROACHES
AND OUTPUTS. USAID/PAKISTAN HAS TO DECIDE WHETHER AND,
IF SO, HOW TO MODIFY THIS PROJECT. THE EVALUATION SHOULD
GIVE THE "PROS AND CONS" FOR DIFFERENT OPTIONS.

B, SCOPE OF WORK
THE EVALUATION TEAM SHALL:

1) ASSESS OVERALL IMPLEMENTATION PROGRESS FOR THE FOLLOWING
PROJECT ACTIVITIES:

AA. INSTITUTIONALIZATION OF THE ROLE OF THE MEDICAL
TECHNICIAN (MT) AND THE INTEGRATED RURAL HEALTH COMPLEX
(IRHC) CONCEPT IN DELIVERY OF PHC:

(PARTICULARLY IN LIGHT OF THE GOP DECISION TO PLACE
DOCTORS IN BASIC HEALTH UNITS (BHUS) WHAT IS THE FUTURE
OF THE MT?



BB.

cc.

DD.

FF.

GG.
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SUPERVISION/REFERRAL SYSTEM:

THE IRHC CONCEPT WAS BASED ON A REFERRAL SYSTEM. DOES
PLACING A DOCTOR AT A BHU CHANGE 1) THE NEED FOR
REFERRALS AND SUPERVISION AND 2) QUALITY OF HEALTH CARE
DELIVERED? IF SO, HOW?

COORDINATION WITH OTHER PARAMEDICS:

THERE ARE SEVERAL OTHER PARAMEDICAL TRAINING PROGRAMS
SUCH AS THE LADY HEALTH VISITOR AND DISPENSER PROGRAMS.
SHOULD THESE PROGRAMS BE BETTER INTEGRATED TO PRODUCE
MULTIPURPOSE PARAMEDICS OR SHOULD THEIR FUNCTIOINS BE
LIMITED TO VERTICAL ULELIVERY OF SELECTED INTERVENTIONS?
OR TO COMPREHENSIVE PHC?

MT TRAINING ISSUES:

HOW MANY MTS ARE NEEDED? HOW CRUCIAL IS CONSTRUCTION OF
NEW SCHOOLS? IF SCHOOLS WILL SERVE IN ADDITION TO MT
TRAINING OR OTHER PARAMEDIC TRAINING AS IN-SERVICE
TRAINING SITES, ARE THIRTEEN MT SCHOOLS THE APPROPRIATE
NUMBER?

STAFFING OF IRHCS:

WHAT ARE SOME SOLUTIONS TO STAFFING PROBLEMS SUCH AS
UNFILLED POSITIONS, TRANSFER OF TRAINED STAFF TO
NON-PROJECT SITES, INSUFFICIENT MOTIVATION FOR PREVENTIVE
AND COMMUNITY WORK, INADEQUATE HOUSING AND SECURITY FOR
FEMALE STAFF?

QUALITY AND EXTENT OF COMMUNITY OUTREACH:

WHY HAS THE OUTREACH LAGGED BEHIND? IS THERE A DEMAND
FOR VOLUNTEER COMMUNITY WORKERS IN PAKISTAN?

MANAGEMENT SYSTEMS:

HOW EFFECTIVE ARE THE MANAGEMENT SYSTEMS FOR IRHC DRUG
SUPPLY AND HEALTH INFORMATION?

MONITORING AND EVALUATION:

HOW CAN MONITORING/SURVEILLANCE SYSTEMS BE INCORPORATED
INTO THIS PROJECT SO THAT THE GOP CAN DETERMINE IF THIS
PRIMARY HEALTH CARE STRATEGY HAS AN IMPACT ON HEALTH?

DOES THE PROJECT NEED ANOTHR CROSS-SECTIONAL SURVEY TO
COMPARE WITH THE INITIAL BASE-LINE SURVEY?

2. ASSESS WHETHER PROJECT IS ATTAINING ITS PURPOSE. TO WHAT DEGRER
DOES THIS DELIVERY SYSTEM SERVE THE RURAL POOR? ARE THERE INDICATIONS
THAT THE PROJECT IS HAVING AN IMPACT ON HEALTH STATUS?
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3. ASSESS WHETHER A BROAD-BASED, COMPREHENSIVE PRIMARY HEALTH CARE
STRATEGY IS FEASIBLE IN PAKISTAN. THE EVALUATION SHOULD CONSIDER:

AA. ECONOMIC FEASIBILITY AND RECURRENT COSTS:

WHAT APPROACHES TO RECURRENT COST FINANCING WOULD PERMIT
THE PHC SYSTEM TO IMPROVE HEALTH STATUS IN RURAL
PAKISTAN? WHAT LEVELS OF FINANCING WOULD BE NEEDED FOR
AN EFFECTIVE SYSTEM? HOW DO CURRENT LEVELS COMPARE WITH
THEORETICAL REQUIREMENTS?

BB. ADEQUACY OF ORGANIZATIONAL STRUCTURES AND INSTITUTIONAL
CAPABILITIES OF THE IMPLEMENTING AGENCIES:

FOR EXAMPLE: WITH IMPLEMENTATION BEING A ROLE OF THE
PROVINCES, WHAT IS THE COORDINATING ROLE OF THE BHS CELL

AT THE FEDERAL LEVEL?
HOW CAN THE PROJECT TAKE INTO ACCOUNT SOCIO-CULTURAL

DIFFERENCES AMONG THE PROVINCES?

CC. STRENGTH AND EFFICACY OF THE PRIVATE SECTOR IN DELIVERING
HEALTH SERVICES TO LOW-INCOME POPULATIONS:

WHAT ARE THE COSTS FOR RELATIVE SERVICES?

DD. ROLE OF THE PHARMACEUTICAL SECTOR:
WHAT ROLE DOES THE CHEMIST/PHARMACIST PLAY IN PHC?
SHOULD USAID PLAN AN ANALYTIC STUDY TO UNDERSTAND THIS
SECTOR?

EE. ROLE OF MEDICAL SCHOOLS AND TEACHING HOSPITALS:

DO THE MEDICAL CURRICULAE SUPPORT PHC? DO DOCTORS, SUCH
AS DISTRICT HEALTH OFFICERS, BELIEVE IN PHC?

FF. ROLE OF TRADITIONAL HEALTH PROVIDERS-TBAS AND HAKIMS:
THE NUMBERS OF SUCH PROVIDERS ARE CONSIDERABLE.

GG. IMPACT OF SOCIO-CULTURAL FACTORS:
FOR EXAMPLE:

NO MALE HAS RIGHT OF ENTRY IN ANY HOUSE BUT WOMEN CANNOT
MOVE ABOUT VILLAGES AND TOWNS EASILY.

FEMALE PARAMEDICS ARE RELUCTANT TO BE POSTED IN RURAL
AREAS WITHOUT ADEQUATE HOUSING AND SECURITY.

SELECTION PROCESS FOR MALE/FEMALE MT CANDIDATES.

4, EVALUATE THE PROBLEMS/CONSTRAINTS WHICH HAVE HINDERED PROJECT
IMPLEMENTATION AND OBJECTIVES AND MAKE RECOMMENDATIONS TO IMPROVE
IMPLEMENTATION.
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5. ASSESS IMPACT AND APPROPRIATE LEVEL OF TECHNICAL ASSISTANCE INPUTS
TO DATE AND SUGGEST MODIFICATIONS IF ANY BASED ON ABOVE ANALYSIS.

6. RECOMMEND IN COORDINATION WITH NIH DIRECTOR AND WHO EPI ADVISOR,
PROGRAMMING OF REMAINING DOLLARS 1.5 FOR EPI TO IMPROVE QUALITY OF EPI
COVERAGE. DETEEMINE IF THIS COMPONENT SHOULD BE EXPANDED OR ALTERED.

7. REf,OMMEND ALTERNATIVE PROJECT ACTIVITIES FOR SHICH PROJECT FUNDS
COULD BE REPROGRAMMED. USAID PLACES IMPORTANCE ON THIS TASK. SOME
ACTIVITIES WHICH THE EVALUATION SHOULD CONSIDER ARE STUDIES ON
HEALTH-CARE SEEKING BEHAVIOUR AND HEALTH SURVEILLANCE, OR EXPERIMENTS
LOOKING AT THE COMPREHENSIVE PHC STRATEGY VS. THE SELECTED PHC
INTERVENTION STRATEGY; PUBLIC VS. PRIVATE SECTOR: COMMUNICATIONS
CAMPAIGNS TO SUPPORT PHC INTERVENTIONS; NEW APPROACHES TO HEALTH CARE
FINANCING AND MOBILIZATION OF RESOURCES FOR PHC AND PREVENTIVE HEALTH,
ETC.

8. SUGGEST NATURE OF ADMINSTRATIVE AND LOGISTICAL ARRANGEMENTS FOR
RECOMMENDED ALTERNATIVE PROJECT ACTIVITIES.
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‘BECC?‘HENDED"QUARTERLY PHC MONITORIXG

Name of Health Facility: {] RHC [] BHU (] Other (Specify):
Province: District: Calendar Quarter Ending:
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r-w : ' - . LA T — -
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fimunlzed | . 4
(. '_,,;"'.;}‘l - !
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76152521 :i31arrhea c4s2s troated with ORS::L_J
- i
Other Tetanus ; ’
1 GRONT!) MONITORING ;
Polio | Cufldres (1-5 ¥r) dn WFP: |
puln. 1.8 j ([0ad ta Health Charts) |
' ,.f Fc, Chilteca ch Red Arca: "
whooping Cough |. Wk, Children on Yellow Area:

’| 23, Childran on Grasn Area:

Children (1-5 Yr) In the Community
(Arm  Circumfarance Mcasurement)

t 4. Chitdren on fted Ares:
,.-';'o. Children on Yellow Ares:

Vo, Children on Graen Areca:

Total Number of:w

— e

No. Sputum Slldles: __ Mo, Positive:

“ No. Malaria Slihes: No, Positive:
A

L
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0}
USAID
PHCP
BHSC
BHSP

MOt

DOH
DDG-BHSC
AD - BHSC
HNS - PDD
DHS

DDIS

ScH

DD

PD

DHS

DDHS

DHO

LIS

Ho

MO/1IC

MT

LHV

POL

ABBREVIATIONS AND TERMINOLOGY

Government of Pakistan

United States Agency for International Development
Primacy Health Care Progwam

Basic Health Services Cell (Federal)

Basic Health Services Program

Ministry of Health (Federal)

Department of Health (Provincial)

Deputy Director General - BHSC

Assistant Director - BHSC

Health & Nutrition Section - Planning & Development Divisicn
Divectour Health Services

Deputy Director Health Services

Secretary of Healtﬁ

Deputy Director

Project Director

Director Health Services

Deputy Director Health Services

District Health Officer

Auvsiscanl visirict Heartn uilllcec

Medical Officer

Medical Officer Incharge (of Rural Health Center)
Medical Technician

Lady Health Visitor

Midwife

Funds for Fuel and vehicle malntenance
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SI Sanitary Inspector

RHI Rural Health Inspector

MPHW Multiple Purpose Health Worker

BA Traditional Birtn Attendaant

CHW Commnunity dealth Worker

VHC villag> dealth Comaittee

gpI 2xpanded Program of Immunisation

Cbe Communicable Disease Control

IRAC Integrated Rural Hd2altn Complax

R Rural dealth Center

8dU Basic Health Unit

wHO Wwocld H=2alzh Organization

RES Rupee (1 R3=3§7.5. .06)

24D ?lanning and Devalopaent

2 Per Month

JPD Jutpatient Department

pUO oyrexia (fever) of Unknown Jzigin

R ramily Planning

ORT Oral Renydration Therapy

NWEP Nortnwest Frontier Province

DA Jaily (Travel) Allowance

AT Non (Privite Medical) 2racrica Allowance
Tensil Sup-districet

?2C=-1 ?rovincial 2roposal for a Development (Capltal) Activisy
AL? Annual Development (Capizal) Plan

Jai Traditional 3ictn Attendant

Chowkidar waccnman (LoWly paid government Jr private laval amployee)

212axkas A 7olunteer



