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EXECUTIVE SUMMARY

A. Background
~'

Final evaluation of the US$ 30.0 million Primary Health Care (PHC) project (9/1982 - 9/1990)' took
place from May 19 to June 22, 1990 by a team of six public health professionals with the following skills:
Team Leader/Management; Public Health Physician; Health Economist; Training, Health Education,
Communications Specialist; and two diarrheal disease specialists from WHO and CDC/Atlanta.

The team was joined by eight Pakistani doctors from the four provinces (Baluchistan, North West
Frontier Province (NWFP), Punjab and the Sindh) holding very senior positions in Pakistan's Primary
Health Care system, a senior research officer from NIH, a doctor from the MOPD and a FSN Physician
from the USAID's HPN office. As a result, the report contains recommendations for both the government
and USAID.

The methodology employed was to use secondary data to the fullest extent by reading thoroughly the
r~evant documents prepared over the life of the project. Equally important were visits to the PHC health
facilities in the field and talks with the officers and staff responsible for providing the PHC services.
Meetings were also held with key senior officials in the four provinces responsible for implementation of
the project as well as those in charge of planning, coordination and policy at the federal level.

B. Objectives of the Evaluation

The objectives of the PHC evaluation were to:

• Assess the success of the PHC project in achieving its purpose and outputs particularly
for: Management, Training of Health Professionals. and the Accelerated Health Program
focusing on EPI and CDD; .

• Identify lessons learned and successful approaches;

Recommend mechanisms to ensure a smooth transition from the PHC Project
assistance to the new US$ 62 million follow-on, Child Survival Project (CSP); and

• Determine program issues and policy areas requiring analysis under the Child Survival
Project.

C. The Evaluation - an Overview

Although it is impossible to quantity specific changes in health status,2 especially those directly
attributable to PHCP inputs, there is consensus that deaths associated with diarrheal diseases in children
have decreased markedly; the morbidity and deaths due to diphtheria, whooping cough, polio and
measles are reduced and the accessibility of basic health service has improved. The overall sustainability
of these gains depends on:

Of the US$ 30.0 mOlion, US$ 300,000 went to Pakistan Narcotics Control Board for drug abuse
health education.

2
Due to lack of adequate base line data at the begInnIng or during the Ilfe of project. It is not possible
to measure the reduction in Infant and chDd morbidity and mortality rates which were goals of the
PHCP. In addition the Project which started out resemblIng a sector support grant, was changed
and gradually focused over the years on three areas: Health Technician TraIning, Management of
essential primary health care services (vs. overall management of health services) and the
Interventions affecting chnd survival such as EPI and COD.
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• Institutionalization of changes in attitude among the political body, health care providers
and the public:

• Provision of the necessary policy and administrative support for the system and facUities:
and .

• Availability of sustained financial commitment of monetary and personnel resources to
ensure an acceptable quality of services.

1. Institutionalization

There is good evidence that the PHC strategy, emphasiZing the prevention, self reliance and appropriate
treatment for basic health problems has been accepted within some health departments from the district
level to the union council. There has been signrticant progress in ·awareness· in the MOH and Provinces
recogniZing that preventive programs are cost effective, as an appropriate treatment.

In addition to the favorable language in the Seventh Five-Year plan, the National Health Policy 1990
(NHP '90), which has been approved recently at Cabinet level, adopts PHC as the means to meet the
basic health needs of Pakistan. The content of the pdicy is encouraging, and identifies many of the
issues discussed in the evaluation as ones needing res~ution. .

Problems in the system, including its child survival component, which must be addressed and resolved
by the MOH and Provinces, encompass: decentralization, health planning, health information, allocation
of financial resources. education and research, and problems within the health manpower system such
as career structure, incentives to specialize in preventive medicine and public health, incentive for rural
health service, and overlapping of job responsibilities. Lack of supervision seems to be a chronic
problem.

Resolution of the problems in the health manpower structure by the Federal and Provincial governments
will be key to implementing the CSP and institutionalizing PHC. In this connection the CSP should
cooperate especially for the planning of future research activities and public health training. A number of
specific recommendations concerning these institutional concerns is contained in the body of the report.

The Federal, Provincial and Interprovincial Steering Committees established to coordinate PHC policies
and procedures have met infrequently and have been underutilized. However, the results of the different
committees have been a very positive factor in getting new policies and procedures approved and
overcoming operational barriers. Program and policy-making could be strengthened if steering
committees met regularly at the Federal and Provincial levels for budget, planning, overall policy
direction, and donor coordination.

Lack of frequent and close coordination between the govemment and donors, and between donors was
noted. This lacuna should be remedied as soon as possible. MOH should take the initiative in calling at
least quarterly meetings with donors with well prepared agendas and with minutes of each meeting sent
to all donors to assure that they are well informed.

2. Financial Sustainability

From a PHC project standpoint the govemment has taken, by and large, the necessary steps to continue
the Health Technician Training Schools which were a major component of the PHC project, and the
other project activities not continuing under the CSP. For the PHC system in general, Federal and
Provincial government expenditures are on the rise, particularly capital expenditures for the expansion
and buDding of additional PHC facUities.

However, the team noted that the recurrent budgets were extremely tight in all four of the provinces with
Rural Health Centers and Basic Health facUities running short of medicines well before their quarterly
resupply resulting In underutDization of the facUitles. In addition supervision and monitoring were
inadequate largely due to lack of POL (petrol and maintenance funds) and travel.
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All CS programs, such as nutrition and disease control programs, will need more operating,
communications and research funds once donor contributions for these components and training and
commodities are phased out. The GOP should plan to budget more for preventive health care now, so
that it will be ready for the transition over the next several years.

D. Management

Management assistance within the PHCP has focused on general management skills and improved
clinical case management. Support for case management will continue under the CSP, especially for
diarrheal diseases, pneumonias, and malnutrition. Since the latter two subject matter areas received little
attention under the PHCP, they will be addressed under the CSP. The PHC program is highly centralized
at the Provincial level. As a result inefficiencies are occurring at the divisional and district levels, which
could be reduced if operational responsibilities for them were transferred to them.

Appropriate incentives (financial and career) are needed to encourage service by doctors and
paramedicals (male and female) in the Rural Areas. Other management skills in the field of planning and
budget, as well as monitoring and HIS, including computerization, will continue to need strong support
from CSP activities.

E. Expanded Program on Immunization

Progress since 1982 under the EPI program has been outstanding. Immunization status in the age group
of 12-13 months was only 8 percent in 1982. It has increased substantially to 78 percent in 1989. An
evaluation in 1988 based on card and history documented put coverage in the three most populous
provinces (Punjab, Sindh and NWFP) at 75 to 88 percent - In children twelve to 23 months. Under the
PHC project USAID provided US$ 6.5 million in commodities as well as valuable training assistance.

Critical issues for government attention are the need for:

• Monitoring of disease outbreaks through a functional surveillance system;

• Maintaining the integrity of the cold chain; and

• Planning for budgetary self-sufficiency.

One of the weakest coverage areas is vaccination of mothers with tetanus toxoid (IT) which is around 29
percent in the four provinces. Raising the IT coverage for mothers of child bearing age (CSA) will be
emphasiZed in the CSP. One of the longer term challenges for cost efficiency will be in moving the highly
effective vertical EPI program into the fixed facilities as targets are achieved.

Vaccine production by the NIH continues to be a major objective of the GOP. Results to date are not
encouraging. Not all of the financial and management components of the highly technical vaccine
production program are in place yet. MOH should give high priority to the resolution of these problems.

F. Control of Diarrheal Diseases

The conclusions of the evaluation team were: 1) a number of important achievements have been made
in the Pakistani CDO program. 2) staff of the DTU should continue their training activities for physicians
and paramedical staff, 3) the expansion of the project should continue by opening new DTUs and
ORTUs according to the initial plan. However, it was felt that priority should now be given to
establishing the management of strengthened ORTUs at the district level by the District Health Officers,
with the DTU staff continuing to play an Important supportive role, especially for ongoing training
activities.

During the visits of ORTUs, the most striking finding was the prevalence and severity of malnutrition
among diarrhea patients. The lack of appropriate guidelines for the case management. of those chndren
in the ORTU centers, contrasted with the general adequacy of the oral rehydration treatment given In
those centers. Insufficient breastfeeding, excessive use of milk formula given In bottles, and poor
weaning practices are obviousJy Important risk factors, but at present littJe is done to Improve these
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practices. The problem of malnutrition among infants Is so great. and Its effect upon morbidity and
mortality due to diarrhea Is so strong. that a substantial further reduction In diarrheal-associated mortality
wm not likely be achieved until nutritional status is improved.

The teaching of medical students about appropriate case management of diarrheal diseases should be
considerably strengthened to ensure that newly graduated physicians are familiar with treatment
strategies and techniques and support the objectives of the national COO program. The training
curricula of all categories of health personnel should be revised to reflect the national policy.

Finally, some recommendations are made to improve the coordination of training on CDD, ARI and
nutrition, which are the major contributors to under-five mortality.

G. Acute Respiratory Infection (ARI)

ARI is a major cause of infant mortality, killing almost as many children as diarrheal diseases. Together,
these two problems account for about 60 percent of infant mortality in most developing countries. The
implementation, supervision and monitoring of ARI control should be conducted both administratively
and at the health facility level with that of COD, Nutrition and EPI.

H. Training

While training activities were strengthened during the PHCP, much remains to be done. It is essential
that the GOP develop an integrated training plan including budget for "vertically managed- programs and
other core training activities. Special campaigns to recruit females for training at the professional level is
still urgently needed. In general the team found training methods off to a good start, but trainers/tutors
need more experience in experimental learning. Provision and upgrading of trainers should be a high
priority of the GOP/MOH.

I. Community Involvement

The level of effort of this aspect of PHC has been inadequate in the past. The government in its National
Health Policy has underlined the importance of enhancing community development, by recommending
Community Health Workers in the urban areas, and the Village Health Worker program in the rural areas.
This program needs to be carefully planned and budgeted in order to be successful. There is great need
for the orientation of the health provider on how to work effectively with the community. TBAs, previously
trained under AHP. offer a potential pool for female community health workers. More needs to be known
about community needs and practices. This knowledge is essential for better health education and
communication programs.

J. Health Education/Communications

Health Education and Communications will be critical to the success of the child survival efforts. Under
the PHCP, radio and television were used. particular1y for EPI and ORS. WhUe much remains to be done.
and there has been no formal evaluation, the high degree of knowledge about EPI and ORS is an
indirect indicator that communications efforts were effective.

K. Private Sector

Though the team was not able to review the private sector activities in detaD. we felt it was important to
share its observations in this area.

A Health partnership should be the goal of the public/private activities. Both have important roles to
play. In order to achieve this goal the following action should be taken:

• The Government, assisted by the CS Project, should Invest In workshops and
conferences to encourage public/private collaboration.

• Indigenous NGOs should be encouraged to participate fully In health care delivery as
appropriate to their skills and expertise.
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• The CSP should encourage the full participation of private practitioners in child survival
activities,

L Recommendations
~.

There follows 11 of the most important recommendations of the Evaluation team which indicate the
thrust of their conclusions. Additional important conclusions and recommendations concerning the
Primary Health Gare Project and the follow-on Child Survival Project are contained in the body of the
report and in Annex I.

• Steering comminees should meet regularly at the Federal and Provincial levels
(quarterly), in order to strengthen program and policy making in such areas as planning,
budgeting, overall policy direction, etc.

• Donor coordination needs improvement and should be enhanced by thorough
coordination by the GOP/MOH on a regular basis (e.g., quarterty) with carefully
prepared agendas and minutes of the meetings sent to all donors.

• Overcentralization of control continues to hamper the efforts of those In the field to
handle the resources assigned them productively. Decentralization is required.
Operations Research Techniques should be used to determine appropriate operational
responsibilities which should be delegated to the District Health Officer/Tehsil Hospital
level.

• GOP budgetary efforts to sustain the PHC program should be supported by carefully
prepared annual plans for heatlh interventions projecting both capital and recurrent
costs through the next five years.

• Monitoring and Health Information Systems (HIS) must be rationalized on a priority
basis. The CSP must streamline data collection and analysis for automation at the
district level.

• The GOP (Federal and Provincial) should take urgent steps to provide incentives
(financial and career) to significant numbers of doctors and paramedics who now avoid
the rural sector, by providing solutions to the causes of frequent transfers, lack of
interest in the work, lack of housing, education for children, etc.

• The excellent progress on EPI (over 70 percent coverage except for TT) should be
consolidated and by focusing on issues such as: monitoring disease outbreaks through
a functional surveillance system; improving significantly the coverage of IT vaccinations
for mother and child, maintaining the integrity of the cold chain, and budgetary planning.

• Recent progress in COO is encouraging and should continue. The plan to establish
GRTUs and train staff in OHO, THO, hospitals and RHCs should be completed. The
switch of responsibility for the operation of the program to the government at OHO level
is highly recommended as soon as is feasible.

• The implementation. Supervision and monitoring of Acute Respiratory Infection (ARI)
control should be conducted administratively and at the health facility level with that of
CDD. Nutrition and EPI.

• WhUe significant progress was made in PHC Training over the life of the project. there Is
an urgent need to develop an integrated training plan including budget for "vertically
managed- programs, The CS project should assist the government In this endeavour.

• Two additional training activities require vigorous action by Federal and Provincial
authorities:
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Strengthened pre-service training of medical students on chnd survival topics;
and

Establishment of a national program concerned with improving Infant feeding
practices.

• The MOH should encourage the Private Sector (business. nongovernmental
organizations and private practitioners) to participate in the primary health care with a
particular interest in its support of Child Survival interventions.
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CHAPTER I

INTRODUCTION

A. Country Setting

The Islamic Republic of Pakistan is a land area of over 800,000 sq. km. sharing borders with Afghanistan,
China, India. and Iran. Administratively the country is divided into four provinces: Baluchistan, North
West Frontier (NWFP). Punjab. Sindh and the Federally Administered Northern Areas (FANA); Federally
Administered Tribal Areas (FATA): Azad Jammu and Kashmir (AJK). Each province is subdivided into
divisions, districts, tehsils. and union councils.

The economy of Pakistan increased by 6.S··percent per year in the 1980's. Growth rates by sector were:
agriculture 3.7 percent, manufacturing 7.7 percent. and social sectors 7.1 percent. Demand for goods
and services from the Middle East supports Pakistan's export-led growth and industrialization strategy.
The GOP has also adopted policies to increase market roles in economic decision-making, including
price and regulation decontrol. opening private sector trade. and implementing a flexible exchange rate.
Inflation averaged 5 percent over the Sixth Five-Year Plan period (1982-1987).

Macroeconomic balances have worsened during this period. Due to rapid expenditure increases and
inadequate revenue generating effort. consolidated federal and provincial fiscal deficits increased from
4.5 percent of GOP in 1980-81 to 8.6 percent of GOP in 1988. Higher domestic and external borrowing
have been used to cover the deficit, and interest payments as a percentage of the GOP's current
expenditure increased from 14 percent in 1981-82 to 23 percent in 1988-89. Since 1988, the balance on
the current account has worsened to 4.1 percent of GOP, and foreign exchange reserves have faJlen to
only a few weeks of imports, insufficient to meet short-term fluctuations in foreign exchange
requirements.

To address these problems, the GOP is undertaking a program of economic reform which includes
policies to mobilize resources through reform of the tax system and selected user charge increases
(including for selected social services). In addition, the program aims to reduce the growth of current
expenditures, while trying to ensure adequate resources for infrastructure investment and human
resource development (Worfd Bank, 1989).

B. Demographic and Heatth Profile

1. Demographic and Social Characteristics

The 1988 population of Pakistan was estimated at 107.5 million persons, the ninth most populous
country in the wond. At the current estimated growth rate of 3.1 percent per year, Pakistan's total
population will double within 22 years. Approximately 31 percent of Pakistan's population was residing in
urban areas by mid-1987, and the urban rate of population growth is estimated at 4.8 percent per year.
Approximately 44 percent of the population.is under the age of 15, indicating significant potentiaJ for
rapid future population growth (Worfd Bank, 1988, p. 3-4).

The 1985 estimated literacy rate was 40 percent male and 19 percent female (MSH, p. 96), with only 6
percent for rural females (Worfd Bank, 1989, p. v). In 1987/8, 64 percent of all children were enrolled In
primary schools (80 percent male, and 46 percent female) (GOP 7th Plan, p. 414). Ninety-seven percent
of the population is MusJim. However, there are stm significant ethnic differences, reflected In the fad that
regional languages are more often first languages than Urdu (MSH, p. 96). Per capita incomes In 1986
averaged US$ 350.

2. Heahh Profile

Various sources give different estimates of Pakistan's Infant and child mortality rates (IMR, CMR).
UNICEF estimates place the IMR at 110/1000:and the CMR at 169/1000 and the Wortd Bank (Social
Indicators of Development - 1989) estimates place IMR at 109/1000 and CMR (0-5 years) at 142/1000..
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Major causes of mortality In chDdren under five Include: diarrheal disease, measles, tetanus, acute
respiratory infections, and malnutrition. Maternal mortality Is estimated at 6-8/1000 live births. An
estimated 60 percent of pregnant women are~inalnourished.Given that 60 percent of Infant mortality
occurs in the first four weeks and is associated with past maternal health, efforts to improve maternal
health are expected to have a vital Impact on Infant mortality. A 1979 study in Pakistan determined that
birth intervals and the age of"the mother were determinant of variations in infant mortality, other factors
being equal.

Half of Pakistan's population lives In malarious areas. Pulmonary tuberculosis of adults is a major
problem. The MOH maintains vertical programs for these illnesses, but the effectiveness of current
control programs is not well documented. While communicable diseases are the predominant causes of
illness, gains in life expectancy are beginning to shift morbidrty patterns to chronic illnesses of cancer,
heart disease. hypertension, etc?

C. Evolution of GOP Health Policy, 1975-1992

In 1975, the GOP developed a new approach to rural health care involving an IRHC with three tiers of
health personnel and facilities. The first tier was to be staffed by a doctor and supervise 4-10 BHUs
staffed by a mid-level worker, the Mr, who in tum would supervise CHWs. Adopted in the Fifth Five
Year Plan, 1977-1982, the IRHC model approach to rural health services formed the basis for USAlD's
support of the BHS Project which included assistance to develop curricula for the MT, establish MT
schools, and build RHCs. An Accelerated Health Program was launched in 1982 with emphasis on
immunization, diarrheal disease control, and training of TBAs.

In the Sixth Five-Year Plan, 1983-1987 the GOP adopted a poficy of posting a MO in every rural facUity,
to the level of the BHU. The IRHC model was abandoned due to the difficulty of physicians supervising
other physicians. The role of MT was revised to focus more on outreach work for disease prevention and
health promotion, and the capital investment in rural facilities expanded to include adequate housing and
ancillary services for the physicians. The Sixth Plan indicated that consolidation of rural facilities would
be given preference over expansion of numbers, doctors would be provided incentives to enter private
practice, and that user fees would be instituted to cover the gap between recurrent financing
requirements and available government funds.

The Seventh Five-Year Plan, 1988-1993 -aims at improving the quality of care, removing urban-rural
imbalances, providing care to vulnerable groups, minimizing drug abuse, treating persons suffering from
pUlmonary tuberculosis, establishing a national school health service and effective accident and
emergency services. Maternal health and child spacing will be integral components of PHC. Imbalances
in health manpower will be removed; a proper drug policy and health insurance introduced; and
incentives provided to private professionals and management personnel.· 4

As can be seen from the above brief summary, many of the initiatives under the Seventh Five-Year Plan
continue the government's emphasis on PHC and CSP. For example, under Major Policy Directions,
paragraph 15, the Seventh Plan cites:

• -Emphasis will be placed on Improving the quality of care at all levels. Preventive
programs like immunization, training of birth attendants, control of diarrheal diseases
and malaria;

• Outreach services will be provided by properly trained health auxiliaries, one per census
village;

Pakistan - Population and Health Sector RePOrt. World Bank, 6/28/88.

4 Text taken from the Seventh Plan, Chapter 31, Health and Nutrition, ·Seventh Plan Strategy for
Improving Health Services·, Paragraphs 11.
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• The community will be involved at all levels by creating autonomous boards. governing
bodies. management committees and health committees;

• Nutritional status will be improved ... ;

• Fertility regulation will be a focal point of primary health care;

• Existing imbalances in health manpower will be removed with special emphasis on
enhanced output of specialists, nurses and paramedics;

• Managerial capacity of the public health system will be improved; and

• Establishment of private clinics and hospitals will be encouraged by the provision of
appropriate incentives.· 5

The team is pleased to note these GOP initiatives which auger well for the success of the government's
Primary Health Care Program and the new joint MOH/USAID Child Survival Project.

D. Public Heatth Svstem and Evolution

Health services are a delegated function. Responsibilities of the National Ministry of Health and Social
Welfare (MOHSW) include: 1) coordination of health functions, 2) national health planning, 3) external
relations in health, 4) provision of health services for government employees and the Federal District of
Islamabad, 5) establishment of post-graduate medical centers and maintenance of professional
education standards, 6) drug control, 7) services for mental Ulness and retardation, and 8) containment
of communicable diseases.

Provincial health departments (DOH) have responsibility for providing health services, directly through
teaching hospitals and indirectly otherwise through districts. District services include: 1) a district hospital
with medical superintendent (MS) reporting to the provincial DMS for health, 2) a District Health Officer,
who also reports directly to Director of Health Services (DG in Punjab), with management responsibility
for the medicines, supplies and promotive health activities of tehsil hospitals, RHCs, BHUs, and other
rural facilities. Population planning activities are managed by a different district officer.

Demographic trends6 described above have profound implications for the development of health services
in Pakistan. To the extent that the GOP develops plans to provide health services on a fixed personnel or
facility to population ratio, the rapid growth of the population will require continued investment in new
health facilities and continued real increases in the development and nondevelopment budgets for health.

The GOP has adopted a plan for the structure of the health system as follows:

- Villages
- Basic Health Units
- Rural Health Centers
- Tehsil hospitals
- District hospitals
- Teaching Hospital

PopUlation Served

1,000 population
10,000 population

100,000 population
380,000 population

1,160,000 population
Province

Facilities

2 CHWs
1 doctor, 3-B auxiliaries
3 doctors, 8 auxiliaries, 10-20 beds
Surgical, medical, lab, x-ray
Specialists
All facilities

5

Annex C contains ·Progress and Status· Reports on the PHC Programs In the four Provinces
(Baluchistan, NWFP, Punjab and Sindh).

Ibid., para 15.

6 WJth an estimated growth rate of 3.1 percent In 1989, the population will double from 106 mUlion to
212 million by the year 2011 (22 years).
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. E. Health Sector Financing, Trends and Issues

A 1983 study of the financing of heallh services in Pakistan estimated that only 3.2 percent of GNP was
spent on health, and over half of this expenditure was made in the private sector (Wortd Bank, 1983, p.
23). Total public expenditure 'for health grew on average by 8.1 percent per year between 1973 and
1988, and health's share of total government expenditure has ranged between 3.5 and 4.5 percent. Over
this 15 year period, the development budget for health increased on average In real terms by 15.5
percent per year, while the non-development or recurrent expenditure increased by only 5.3 percent?
Per capita health expenditure was Rs. 64.40 (US$ 3.67) in 1988 (Dunlop and Beg), however the
allocation of public sector recurrent expenditure is' estimated to be about 6 times higher in urban than
rural areas (World Bank, 1982. p. 2).

Projected expenditure levels for the 7th Plan period suggest that development expenditures for health
will decline by 46 percent between 1987/8 and 1992/3 (on average by 8 percent per annum). Non
development expenditures are projected to increase by 15 percent over the Plan period. or by about 3
percent per annum. Given population growth rates of over 3 percent, these projections imply that
overall public sector health expenditures will decline per capita, and that levels of recurrent expenditure
will remain roughly constant (see Table 1-1).

Studies of health sector financing in Pakistan. as well as the GOPs development plans and National
Health Policy documented inadequacies in health sector finance. particularly of recurrent financing for
operating and maintenance expenditures (including drugs). 8 The 6th Plan idenHfied the insufficiency of
operating funds as one of the "most important difficulties· confronting government health services, and
proposed to mobilize additional recurrent financing through user charges. However, proposals by the
national and provincial governments during the 6th Plan to increase user fees resulted in such intense
public criticism that institution of higher fees was never implemented (Dunlop/Beg, p. 27).

The National Health Policy. approved by the Cabinet in May 1990. again identified several financial
constraints: low rates of pay for health manpower in rural areas. and inadequate operation and
maintenance funds (including for drugs). Drug supply to the peripheral health facilities is a major
problem. Supplies from the MSD to the periphery vary both in quality and quantity. Annex G,
·Pharmaceuticals." documents the seriousness of this problem and indicates that where the monitoring
information system was functioning, the supply problem was alleviated.

While the policy explicitly stated that "The ultimate aim of the National Health Policy is to provide, in 10
.years time, a universal health cover, free of charge to those who cannot afford to pay for it ... ,. the
policy also identifies several options which the GOP is interested in exploring'to: 1) rationalize the
allocation of available resources, 2) increase non-government financial resources for public sector health
services, and 3) privitize some services. thereby reducing their financial burden to the overall system.

7 The development budget includes construction of new health facilitIes, as well as program activities
such as the EPI which receive donor funding. The recurrent expenditures associated with these activities
will thus appear In the development budget until the project activities are shifted to the non-development
bUdget.

S Detailed assessment of real trends in personnel, as compared to non-personnel domestic and foreign
exchange using recurrent expenditures was not possible given the limited time aJlowed for the PHCP
evaluation. Determination of levels of investment and recurrent expenditure for the health Sector by program
and by input for even one year requires consultation of 10 budget documents (2 natioilaJ, and 2 for each
of the 4 provinces).

4

'--:-._.-r.~..:-l:''''''''''.....>'.....K_.-,.r-:~~·."... '<" .."F"'~_. \~", ... 'f.1.?" .. <: .o."".'C;;:'l'\F"i.' '~"'l;;:. ac. ...~.-.~~:-:-



J

Table 1-1
..'

TOTAL GOVERNMENT EXPENDITURES FOR HEALTH, 197819-199213

NOMINAL DEFLA REAL % REAL ANNUAL CH
-------------------------- TOR --------- --------- ------- ----- ------ ------

YEAR DEVELOP ON-DEV TOTAL 80=10 DEVELOP ON-DEY TOTAL DEYEL NON- TOTAL
MENT LOPMENT MENT LOPMENT MENT DEVEL

5TH PLAN
1978/9 569.00 1336.00 1905.00 90.5 628.73 1476.24 2104.97
1979/80 717.00 1208.00 1925.00 100.0 717.00 1208.00 1925.00 14.0% ••••• -8.5%
1980/1 942.00 1460.00 2402.00 110.8 850.18 1317.69 2167.87 18.6% 9.1% 12.6%
198112 1076.00 1612.00 2688.00 120.8 890.73 1334.44 2225.17 4.8% 1.3% 2.6%
198213 1080.00 1550.00 2630.00 127.7 845.73 1213.78 2059.51 -5.1% -9.0% -7.4%

6TH PLAN
198314 1398.10 1640.90 3039.00 140.0 998.64 1172.07 2170.71 18.1% -3.4% 5.4%
1984/5 1587.45 1785.12 3372.57 148.2 1071.15 1204.53 2275.69 7.3% 2.8% 4.8%
198516 1881.51 2393.81 4275.32 155.6 1209.20 t 538.44 2747.63 12.9% 27.7% 20.7%
198617 2615.00 3270.00 5885.00 161.0 1624.22 2031.06 3655.28 34.3% 32.0% 33.0%
1987/8 3114.00 4064.00 7178.00 175.0 1779.43 2322.29 4101.71 9.6% 14.3% 12.2%

7TH PLAN
198819 2687.00 4720.00 7407.00 192.5 1395.84 2451.95 3847.79 ..... 5.6% -6.2%
1989190 2671.00 5584.00 8255.00 211.7 1261.39 2637.07 3898.47 -9.6% 7.6% 1.3%
199011 2626.00 6720.00 9346.00 232.9 1127.40 2885.05 4012.45 ..... 9.4% 2.9%
199112 2676.00 8465.00 11141.00 256.2 1044.43 3303.83 4348.26 -7.4% 14.5% 8.4%

199213 2690.00 10555.00 13245.00 281.8 954.44 3745.04 4699.49 -8.6% 13.4% 8.1%

Sources:
5th Plan figures and deflators up to 1987/8 from Dunlop and Beg (1987)

'Economic Analysis ot the Child Survival Project in Pakistan',
Child Survival Project Paper.

6th and 7th Plan figures from Iqbal Masud (1990) 'Government Financing of
the Health Sector·.
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CHAPTER II

EVALUATION SCOPE OF WORK AND METHODOLOGY,
EVALUATION INDICATORS

A. Objectives of the Evaluation

-'

The -objectives of the PHC evaluation were to:

• Assess the success of the PHC project in achieving its purpose and outputs particularly
for the three main components: Management, Training of Health Professionals, and the
Accelerated Health Program focusing on EPI and CDD;

• Identity lessons learned and successful approaches in the PHC project including the
DTU;

• Recommend mechanisms to ensure a smooth transition from the PHC Project
assistance to the new US$ 62 million follow-on CSP that became operational in June
1990: and

• Determine program issues and policy areas requiring analysis under the CSP.

(The full Scope of Work is contained in Annex A.)

B. Evaluation Organization and Methodology

A final evaluation of the USS 30 million Primary Health Care (PHC) project (9/1982 - 9/1990f was
carried out from May 19 to June 22, 1990 by a team of six public health professionals who were in
Pakistan for various periods of time during that period with the following skills: Team
Leader/Management, Public Health Physician, Health Economist, Training/Health
Education/Communications Specialist, and two from WHO and CDC/Atlanta specializing in diarrheal
diseases.

The team was joined by eight Pakistani doctors from the four provinces (Baluchistan, North West
Frontier Province (NWFP), Punjab and the Sindh) holding very senior positions in Pakistan'S Primary
Health Care system, as well as a senior research officer from the National Institute of Health (NIH), a
doctor from the MOPD and a FSN Physician from the USAID's HPN office. As a result, the report
contains recommendations for both the government and USAID.

By dividing into three groups, the team was able to visit representative health facilities (Basic Health
Units, Rural Health Centers, Tehsil Hospitals, District Hospitals, Divisional Hospitals and Hospitals with
Diarrhea Training Units) in the four provinces. The visit to the field in the Sindh was somewhat truncated
because of the political situation, but the team received an excellent briefing in Provincial Headquarters
in Karachi.

The methodology employed by the team had several facets. The first was to use secondary data to the
fullest extent by reading thoroughly the relevant documents. and studies. etc. prepared over the life of
the project. (See Annex J for a listing of the principal documents.) In addition to the vlslts to the PHC
health facilities in the field and talks with the officers and staff responsible for providing the PHC services,
meetings were aJso held with key senior officials in the four provinces responsible for Implementation of
the project as well as those In charge of planning. coordination and policy at the federal level.

6
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C. Indicators for Evaluation

1. Current Project·
,.

The inputs of PHCP were mostly in establishing an Infrastructure through development of management
and monitoring systems, training In essential elements of PHC. Therefore the evaluation has rested on
process indicators. The projected facilities were constructed and equipped within the PHCP period.
Training was focused on priority concerns and new activities. The amount of training was commensurate
with the financial inputs. The majority of the trained persons observed were functioning satisfactorily.

There has been a significant loss of trained personnel because of high turnover rates and transfers at the
district level and below. Hopefully, not all of this training will be lost to the system. To compensate for
this trend perhaps greater emphasis should have been placed on development of master trainers and
implementation of a policy that Principals and tutors should not be frequently transferred.

The revised daily Out-Patient Register is accepted as a signrficant improvement. The new monitoring
system has had varying levels of acceptance and utilization at this early stage. A key issue In its
utilization seems to be the perception of whether it ha:; been imposed on the reporting unit or adopted
by it.

2. Future Child Survival Project

More quantifiable indicators are needed for the future evaluation of the CSP. The lack of a useful HIS
(Health Information System), in spite of past efforts induding those of the PHCP, makes it unlikely a
system capable of producing reliable morbidity data can be developed in the first phase of the CSP. It
does seem feasible, however, to establish a system for reliable disease and age specific mortality
information utilizing existing health outreach workers. Consideration should be given to using the village
health worker and the community-based CHW proposed in the National Health Policy (Chapter VillE) to
collect health information and perform surveillance. Payments would be justified on the basis of
information collection rather than health services rendered. (Health services could still be a part of their
duties but they would not be seen or see themselves as service providers with the potential of getting
outside the control system, Le., quacks).

The minimum indicators would include death rates due to measles and dehydration associated with
diarrhea in children (under five years) and the infant mortality rate (deaths < 1 year jl,OOO births). The
number of indicators (disease specific death rates) could be expanded to include neonatal tetanus,
whooping cough, polio, malaria and ARI if the level of perfonnance permits. Nutrition status can only be
monitored by morbidity data, not death rate, as the diagnostic criteria are never clear.

The establishment of such a system should have high priority in Phase I of the CSP. Initially, this could
be started on a pilot basis in order to determine the reliability/validity of the information collected.

Coverage of rural population by the system would be incomplete, but should be possible to cover more
than 75 percent without sacrificing reliability or reprcx:fucibility significantly. If this does not prove
feasible, a system could be developed by selecting representative sites, which are functioning, from the
system and concentrating on establishing enough additional functioning sites to set up sentinel
monitoring sites.

A less desirable system would rely on cluster sample surveys periodically; semi-annually for death rates
and quarterly for morbidity. The system depends upon recall which is less reliable than monitoring.
Reproducibility can be adversely affected by sample selection. The use of speciaJly trained, more highly
skilled personnel may perrnit collection of a broader range of Information without sacriflce of reliability.
But the cost of fielding survey teams regUlarly is high.
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D. Recommendations

• It is recommended that a community based monitoring system be the goal. Initially
incorporating only a few disease/age specific mortality events. Such a system has much
greater potential for further expansion.

• At the same time a pilot study should be made of the periodic duster survey model
which would evaluate not only the implementation. reliability and accuracy of recall. but
also the cost of this survey method. Accuracy and reliability would be measured against
the monitoring system in the same community.

• More reliable EPI coverage data will be needed to monttor program progress. The inttial
focus should be on standardizing and improving the recording system. The basic
register permits categorization by age groups up to fIVe years. but recording and
reporting by age should be more standard. Although the guidelines are standardized.
their implementation is not uniform.

• Greater emphasis should be placed on the individual patient record which supports the
importance of the immunization to the individual and provides cross-check for the
monitoring system. The upcoming census seems to be the most appropriate' time to
redefine targets based on updated demographic and service catchment areas.

8
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CHAPTER III

PROJECT DESCRIPTION, OUTPUTS AND EXPENDITURE

A. Project Goal and Objectives

•• I

The goal of the PHCP was to -improve the health status of the rural population (of Pakistanr. Indicators
of achievement of the project's goal included: 1) reduction in infant and child mortality of at least 20
percent, 2) reduction in malnutrition of at least 20 percent, and 3) reduction in deaths due to diarrheal
disease of 35 percent or more. The original strategy for achieving the project's goal was to assist the
GOP in improving the quality and coverage of PHS in the rural areas. Key areas for project support
included: training of HTs, management training, and support for EPI and CDD.

B. Project Evolution

The PHCP was authorized by USAID/P 0;,\ September 22, 1982 with LOP funding of US$ 20.0 million and
a PACD of September 3D, 1987. The PROAG was amended on October 28,1985 to delete some, and
modify other conditions precedent to disbursement for the accelerated EPt. The PROAG was further
amended in April 23, 1986 to allow for Development Assistance funding, and on July 10, 1986 to delete a
Conditions Precedent for Disbursement for the Accelerated EPI. The PROAG was amended a fourth time
on July 29, 1987 to increase the LOP funding by US$ 10.0 million and extending the PACD by 18 months
to March 31,1989. The PACD was extended on February 13,1988 to September 30,1989 to allow for
completion of the PRITECH buy-in, completion of construction of three HT schools, and delivery of
vaccine production equipment. The PACD was further extended on June 9, 1989 by fifteen months to
September 30, 1990 to extend contract support for project and PRITECH staff until the GOP's PC-1 and
technical assistance team for the Child Survival Project (CSP) were in place, and to allow completion of
the procurement of equipment for tetanus toxoid production.

C. Achievements - Policy Changes

Several positive changes in government policies or program emphases changed over the LOP. Those
linked with the USAID PHCP project assistance and/or coordinated donor efforts are given below:

1. Among decision-makers. some shift in concept of PHC from providing -buildings- to providing
broad-based PHC services.

Project-specific action:

• Improved commitment to Primary Health Care as the posts of Project Director (Deputy
Director General (DDG). Basic Health Services (BHS) have not been left vacant after
transfers in any province in at least the past three years: Federal Cell now has positions
for two Assistant Director Generals (ADGs) as well as a DDG.

2. Primary Health Care Project was targeted to address prevalent life-threatening health problems.

Project-specific action:

• Increased assistance to the Accelerated Health Program (especially EPI/CDD);

National treatment guidelines/policy for six priority services; and

• Management training based on these essential health programs.

9
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3. Recognition that malnutrition remains a problem in Pakistan which must be addressed...
Project-specific action:

• USAID assistance to analyze national nutrition survey data; survey results led to nutrition
benchmarks for USS 80 million Title I PL 480 program;

• Annotated bibliography on infant feeding practices in Pakistan; and

• To address poor breastfeeding practices, creation of a National Breastfeeding Promotion
Steering Committee which has managed provincial and federal workshops, a prenatal
workshop in conjunction with the International Pakistan Pediatrics Association meetings
and which has produced and distributed breastfeeding education materials.

4. GOP commitment to explore options for financing health care, particularly for curative care.

5. In May 1990, pediatrics was designated a core subject in undergraduate medical educatIon.
Future physicians will be better prepared to support child survival programs (and should require
less in-seNice training to work effectively In rural areas, where childhood infectious diseases are
serious public health problems).

6. MOH has reduced the number of nonessential drugs provided to rural heallh centers and BHUs.
In 1982, 130 drugs were indented and there was no essential drug list. In 1990,20 essential
drugs are recommended.

Project specific action:

• ORS logo used on packets with:

Standard WHO formula;

Standard project size; and

Standard packet label.

• ORS sales deregulated so ORS can be sold in retail shops as well as chemist shops.

• ORS has been included on drug indents in three provinces.

• Antidiarrheal drugs in the form of syrups and drops (potentially lethal for infants if
misused) have been removed from provincial formularies.

7. Development of Health Information Systems is being given more priority.

Project specific action:

• Experimental monitoring system shows that information systems Improve management
of health care systems; and

• For the first time, computers installed in 1989 at Federal MOH, DTU and provincial health
department levels; staff has been trained to use software programs.

10
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8. Increased GOP priority on training and deploying female health providers.

Project specific action:

• HT Schools and hostels have made it possible to anract and train larger numbers of
female auxiliaries; and

• Percent of female students doubled in the last three years.

9. Use of published standard curricula.

Project specific action:

• For HTs: CHWs; and

• For clinical training in DTUs.

10. Increased appreciation of usefulness of Operations Research (OR) specrfically and of well
designed research in general.

Project specific action:

• Three OR activities conducted in 1989.

11. Use of mass media for child survival.

• Inclusion of child survival topics in regular PTV and radio programs.

• All USAID funded programs are pretested for audience understanding.

General:

• PTV is launching an educational TV channel which will include child survival programs.

The Evaluation Team was encouraged to see that USAID/P's activities under the PHCP and other
projects has given rise to opportunities for dialogue regarding important policy issues. The positive
relationships of USAID/P staff with GOP officials are a strong basis for this constructive policy dialogue.
This dialogue should continue.

However, the team recommends that USAID/P consider whether ·Conditions Precedent· will have to be
developed for the second phase of the CS project wtth respect to such issues as the sustainab~ity of
project activities and increases in federal funding levels for the EPI, creation and filling of DTU physician
posts, and revision of medical school curriculum, etc. Well conceived ·Conditions Precedent· may assist
GOP health officials to develop consensus for appropriate policy changes, and/or to implement
accepted policy decisions. USAID/P's overall assistance in the health sector places the agency in a
position to leverage difficult policy reforms.

D. Project Outputs

Specific outputs achieved during the life of the project are listed below by major category.

.. 1• Health Technician Training Program

.'

• Thirteen HT Training Schools and hostels In Sindh, Punjab, NWFP and Baluchistan have
been constructed, fully furnished and equipped;

11
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• 2.300 HT trained: 1,417 HT students currently enrolled of whom 40 percent are female:
~

• A three-volume curriculum revised and translated into Urdu and Sindhi for teaching
community-health~skillsto mid-fevel workers: also published curriculum for CHWs: and

• Thirty-fIVe motorcycles provided for HT field supervision.

2. Management Training

• 2.898 MOs given training in management of RHCs;

• Standard treatment guidelines developed for prevalent life threatening diseases:

• Developed management systems for BHS and automated information system for priority
primary health programs; and

• Forty-eight participants sent for short-term training overseas (MOs, senior MOH official,
etc.).

3. Control of Diarrheal Diseases Program

• Developed a widely tested logo for ORT which provides a standard symbol for this Hfe
saving measure;

• Designed ORS packets with pictorial instructions on packet;

• US$ 1.46 million for CDD communications campaign; over 30.000 ORT radio spots
broadcast for two years on 16 stations around Pakistan: 600 promotional spots on ORT
broadcast on TV regularly; 12 million pictorial ORT leaflets and other printed material
distributed nationally: and

• Diarrheal Treatment Unit Program: 1,195 health providers trained of whom 369 were
general practitioners in the private sector; more than US$ 1 million worth of commodities
supplied to 10 DTUs and 400 ORT corners in health facilities.

4. Expanded Program of Immunization

• Commodities totaling US$ 6.32 million, provided for the Expanded Program of
Immunization which now reaches 78 percent of children 12-23 months old in Pakistan.
These include 76.5 million syringes with 2,000 destruction devices; 130 vehicles; 631
motorcycles; a vaccine delivery van; 9,810 bicycles; and 1,500 vaccine carriers given for
EPI;

• 304 MOs, 103 supervisory personne', and 757 paramedics trained in EPI/CDD WHO
courses; 7,000 multipurpose health workers trained in Punjab; and

• US$ 2.5 million of production equipment provided for vaccine manufacture. including
two bacterial fermentors and ancillary equipment for production of tetanus toxoid
vaccine and a freeze drier for measles vaccine.

While the project has had significant achievements, performance on several components was below
planned levels. These components include: Federal and Provincial Steering Committees, short-term
participant training, TT vaccination. (See Agures 111-1, 111-2, and 111-3 which follow, prepared by the USAID
HPN offICe to monitor progress of the PHC project). Given that these components continue In the ChAd
Survival Project (CSP), the CSP team and USAID/P will either have to increase efforts to achieve

12
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Figure 111-1

Provine iaIlFederal Steering Cornm.ittees
Primary H~lth Care
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Progress:

Problems:

Interprovincial PHC meeting with Directors of Health Services and provincial
Protect Directors hefd September 1989. Profect achIevements were reviewed
and project activitle~ planned until June 1990.

None.

Actions Planned: Next Meeting Scheduled for January 1990.

Source: USAID HPN. 1989.
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Flt1ure 11I·2

Tetanus Toxoid Program (Women CBA)
Primary Health Cor.
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Progress:

Problems:

Actions Planned:

Estimated national coverage is 26 percent.

No malor A.I.D. assistance problems. Program priority aoo strategy are issues.

Because of management implications. refrain from actively promoting a program
untH Child Survival team ls here.

Source: USAID HPN. 1989.
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Progress: Training plan for FY 90 discussed with the Directors of HeaJth Services. SInce
then, there has been some improvement In numbers of appropriate nominations
for FY 90. Only one panlclpant attended a course since last review. The
Minister of Health and the Nutrition Chief were sent to conferences.

Problems: Slow process.

Actions P1anned: Contrnue to explain that these training opportunities are ava~able.

Source: USAID HPN, 1989
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planned activity levels (e.g.• Steering Committee meetings), or revise downward planned levels of output
(e.g., IT coverage).

Changes in GOP policy over the LOP required modifying some of the PHCP original objectives. Outputs
included in the original PHCP Project Paper which were dropped due to GOP policy changes include:

• -Each MT deployed by September 1985 was to -train and supervise 10 CHWs.- This
project activity was dropped because the GOP did not include CHWs in their Sixth Five
Year Plan. However, the PHCP did develop a manual for training CHWs.

• -Annual provincial operational PHC plans for each province-, and -A planning and
management system for IRHCs implemented with an institutionalized mechanism for
continuing analysis and review of the system.- These project activities were dropped
because: 1) USAID shifted their project emphasis towards supporting the EPI and COO
programs, and improving clinical management skills with respect to six priority illnesses,
and 2) because the GOP abandoned their concept for IRHCs with the posting of
doctors to all rural facilities. Dropping these activities eliminated project assistance to
provinces to assist with infrastructure planning for rural health services, or with
developing and overall planning framework for basic health interventions - including
those supported by the vertical programs of EPI/CDD.

E. Project Expenditure

Table 111-1 which follows provides project expenditure by component/activity, e.g., construction, EPI
commodities, training, management, etc. All project funds are expected to be expended by dose of
project date September 30. 1990.
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Table 111·1

PRIMARY HEALTH CARE PROJECT

(391-0475)

EXPENDITURE STATEMENT BY ELEMENT/YEAR

TECHNICAL OTHER CUMULATIVE
YEAR ASSISTANCE TRAINING COMMODITIES COSTS CONTINGENCY TOTAL TOTAl

·t 09/30/83 340,000 21,000 68,000 0 0 429,000 429,000
1 09/30/84 573,000 175,000 33,000 34,000 0 815,000 1,244,000..
~

~ 09/30/85 122,009 319,936 214,663 123,777 0 780,587 2,024,587
,~

,~
09/30/86 256,867 284,094 222,103 1,761,349 0 2,534,413 4,559,000"

''..1~
09/30/87 421,855 224,716

~
1,505,544 4,577,177 ° 6,729,292 11,288,292

'4 ... 09/30/88 261,835 397,698 3,366,238 2,694,813 ° 6,720,584 18,008,876
j '4

:i 09/30/89 160,705 484,362 1,290,868 2,222,942 38,114 4,196,991 22,205,867
',' 03/31/90 46,058 87,998 1,242,781 25,058,3454 1,475,028 513 2,852,478
"

~ (PROJECTED)

1
09/30/90 85,671 548,194 2,660,603 1,585,914 61,273 4,941,655 30,000,000

TOTAL: 2,278,000 2,543,000 10,604,000 14,475,000 100,000 30,000,000
(7.6%) (8.5% (35.3%) (48.3%) (0.3%) (100.0%)

BREAKDOWN:
I COMMODITIES: For 13 HT achools: $1.4mi EPI: $6.4m, Vaccine Production: $2.5mi

OTHER COSTS: Cosntructlon 13 schools: $9.2mi ceo Communications: $1.5m, OTU Program: $1.9m.



makers. Discussion at the policy level gave the impression that knowfedge and acceptance of PHC were
superficial and should be strengthened.

4. Support PHC/CS by Utilizing National Health Policys 1990 Commitment to PHC In Rural
Areas

The National Health Policy 1990 (NHP '90) adopts PHC as the means to meet the basic health needs of
Pakistan. Specific problems in implementing this strategy including its CS components are addressed in
Section III, E, pg. 7, i.e., problems of health planning, education and research, and specmcally part 2
relating to manpower planning. Problems wrthin the health manpower system such as career structure,
incentives to specialize in preventive medicine, and public health versus curative, incentives for rural
health service, and overlapping job responsibilities are considered the major impediments to
institutionalizing PHC. These are addressed in various ways in the NHP'90 (see VA p. 10-12; \I p. 15,
(VIlA. p. 16 and 17:) VIIB+D, p. lB, VIIIF, p. 19 etc). Resolution of these problems in health manpower
structure will be key to implementing CSP and institutionalizing PHC.

In keeping with NHP '90 (p. 45), the strategy wUI include strengthening the Pakistan MedicaJ Research
Council (PMRC) and providing support for research capacity of monitoring and evaluation cells (MEC)
within the BHSC; research units within medical colleges and The National School of Public Health;
utilization of public and private non health finance and administration academics, etc. as implementing
units for PMRC which will function in a coordinating and policy role.

5. Institutionalization

The evaluation team identified some issues with respect to the institutionalization of PHCP project
activities which will continue under the CSP.

Several GOP institutions have been involved in the implementation of the PHCP. Central to project
implementation have been the Basic Health Services (BHS) cells at the national and provincial levels.
The BHS cells are responsible to respond to par1iament on all issues regarding rural health, and for all
health education programs (federal), monitoring and evaluation of BHS programs, tracking personnel
and infrastructure requirements for rural health services, and implementation of the HT program.
However, the BHS cells do not have line authority for implementation of CS activities. The NIH and
project managers and the provincial level are responsible for the EPI, and implementation of COO
activities principally through the OTUs at teaching hospitals. The evaluation team is concemed that
organizational arrangements for the CSP strengthen the coordination and institutionalization of CS
activities within government's institutions.

At the provincial level, the PHCP hired Pakistani nationals for the positions of Management Analysts and
Training Specialists. The wages paid to these individuals were significantly higher than what they would
receive in wages and benefits were they in government service, since their jobs required extensive travel
in remote areas (curtailing private practice) and they had short contracts which were renewed. WhOa
some provinces have created posts for the Management Analyst and Training Specialist. personnel
employed by the project are not likely to accept the post at the lower government wages. Even if they
were willing to do so, it is unlikely that they would receive the post when advertised by the Civil Service
Commission.

6. Financial Sustainability

Financial issues concerning the sustainabUity of specific PHCP project activities are discussed In the
chapters which follow. Essentially the GOP has picked up the recurrent costs of most PHCP activities
for which USAJO support is ending, e.g. HT schools. However, donors - indudlng USAID - continue to
finance significant proportions of the recurrent costs of the EPI and COO programs. An Important
challenge for the CSP will be to assist the GOP progressively absorb these recurrent costs CHar the LOP.
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As noted above in Chapter I, Section E. there are overall financial constraints on 'the overall public health
sector with respect to both further geographic expansion of services, as well as provision of adequate
recurrent financial support. The GOP. working with USAID and esp. should continue to explore realistic
ways and means of resolving these dtfficulties.

B. Recommendations

1. Improve Donor Coordination

• Frequent regular meetings (quarteny) should be held among donor agencies working in
the health field. These should be convened by the MOH with representatives Invited from
Planning and Finance.

• Minutes should be kept of the above mentioned meetings and copies shared with all of
the donors whether they were able to attend the meeting or not.

2. Strengthen Roles of Federal and Provincial Steering Committees and Inter Provincial
Coordinating Committees

To increase the effectiveness of senior management at Federal and Provincial levels of the PHCjCS
programs:

• The Federal Steering Committee at Secretary of Health level should meet every six
months based on carefully prepared agendas sent in advance with relevant
documentation.

• Inter-Provincial Steering Committees at DG level, and Provincial Steering Committees
should meet every three months. Agendas should be carefully prepared. and
documentation for important agenda items sent to the participants in advance where
feasible.

• In addition to the MOH members, all of these CommITtees should have the participation
of representatives from Planning and Finance as well as donor agencies.

• Minutes of these Meetings should be sent to Health Administrators in the Provinces.

3. Broaden and Strengthen Support for PHC

Seminars are frequently too time consuming for policy makers, but brief articles which can be perused at
leisure, documenting the effectiveness of PHC as an appropriate technology may be effective. Advantage
must be taken of every personal contact to reinforce the PHC strategies. The individual and community
must also be educated that PHC means improved quality of health care, if the PHC system is to be
sustained. The CSP project can help with this aspect. especially as it concerns the core Interventions of
EPI, COO, ARI, Nutrition, Health, Education, etc.

4. Support PHCjCS by Utilizing National Health Policy's 1990 Commitment to PHC in Rural
Areas

It is recommended that the MOHjGOP:

• Give immediate and urgent support to finalizing its manpower policies;

• Develop plans including studies which may be needed to resolve priority tssues between
maintenance of adequate curative service and strengthening rural health essential; and

• Care. prevention. promotive and admlntstrative services are requtred for a
comprehensive. integrated health service. (The ADB is providing help tn this area)
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5. Institutionalization

Regarding implementation of Chnd Survival programs. one option discussed would be for the DOHs to
place the Program Managers (Assistant Directors) for all ChDd Survival activities (e.g.• EPI!J COD. ARI.
nutrition) under a single Deputy Director of Health ~ervices (DDHS) at tht! provincial level. This
·umbrella- directorship at the provincial level would help assure adequate coordination of these
programs. Under this model. the CSP team would work through offices identified as project offices also
connected to the Offices of the Directors of Health Services (DHS) at the national and provincial leve/s.lo

Project activities could then be conducted through existing national and provincial organizational
structures.

Regarding the integration of project staff into government service. the evaluation team believes that if the
position is expected to continue after the LOP (e.g., DTU physician) then every effort should be made to
have these posts created and filled by the government service once the initial start-up phase is
completed.

6. Financial Sustainability

Specific recommendations pertaining to improving the prospects for the financial sustainability of
ongoing project activities. e.g.• the EPI and COD programs appear in th~ chapters which follow.

Regarding the financial sustainability of the health system, the team supports the current efforts of the
GOP and USAID to undertake an integrated series of studies aimed at strengthening the financing of the
health system. Based on review of the current health financing literature for Pakistan, and on
implementation of health financing studies in other countries. it is recommended that the GOP/USAID
studies include:

• Estimation of the investment and recurrent financial requirements of the existing and
planned expansion for the health sector, of estimated domestic and donor financing and
of the financing gap between financing requirements and resources. This analysis can
assist to concretely establish the necessity for financing reform, and identity the
recurrent financing requirements of different elements of planned expansion of the health
system. Estimates of the potential revenue from new financing efforts can be compared
with the estimated financing gap.

• The set of financing alternatives proposed by the Health Financing Team (e.g.• user and
drug fees, insurance, privatization) appears to be sound. Proposed options should be
compared with each other with respect to their 1) revenue generating potential, 2)
acceptability to consumers and providers, 3) impact on the appropriate use of services,
4) impact on the efficiency of service provision, 5) distributional considerations, and 6)
administrative feasibil ity.

In addition, to the extent that recurrent financing problems have arisen as a result of Inadequate attention
to the relationship of health investment decisions to recurrent financing requirements within the planning
process, this indicates the need to significantly strengthen the planning and budgeting skills of MOH
planning and budget personnel.

It is recommended that GOP and/or CSP provide training to national and provincial personnel in health
planning and economics/financing.

.- 9

10

Deputy Director General of Health Services In the Punjab.

Director Generals of Health Services in the Punjab.
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CHAPTER V

MANAGEMENT COMPONENT

A. Overview

Management of the Primary Health Care System in Pakistan at Federal and Provincial levels has been a
major focus of the PHC project. The project started out in 1982 very much resembling a sector grant to
support primary health care, with a gradual narrowing of its scope to concentrate on training and on
specific interventions such as EPI and CDD when an additional US$ 10.0 million was added in 1987.
The evaluation team found a high degree of interest in management questions on the part of the GOP at
all levels. The following points reflect principal concerns of both the GOP/MOH and the USAID in
management of the PHC project and the "lessons learned and points of emphasis· for the fo'low-on Child
Survival project.

B. Findings

1. Decentralization Needed

• Control of the PHC project is highly centralized at the provincial level. There Is a need to
delegate much of the operational decision-making to Divisional and District levels. (This
need is recognized in the National Health Policy, page 11, point A7). Albeit very
important for the efficient operation of the PHC system, actually moving to meaningful
decentralization is difficult.

2. Incentives Needed for Service in Rural Areas

• Apart from Jack of suitable accommodation for doctors in rural areas, which is a serious
problem in itself, urban doctors are paid substantially more than those working In rural
areas. Lack of education facilities for their children and no water or electricity supply are
serious constraints. Doctors working in the Primary Health Care system posted In rural
areas earn less (have smaller allowances,) and are not considered favorably for
postgraduate training due to lack of clinical experience only available in larger hospitals.
This results in serious morale problems, lack of motivation, frequent transfers, and lower
interest and productivity at the health facility. Further there are very few career
opportunities for doctors posted to the rural areas. The National Health Policy (Page 16,
VII. A) offers a number of positive suggestions about measures to be taken to ameliorate
this problem.

• Action needs to be taken to correct this imbalance if the quality of health services
provided in the rural area is to be improved, as prOVided for in the Seventh Five-Year
Plan. Some alleviation of this problem is required for successful implementation of the
Child Survival Project.

3. Primary Health Care Facilities Underutilized

Some of the reasons for the relatively low level of utilization of MOH facnitJes at (TehsR
level hospitals, RHCs and BHUs, MCH centers. dispensaries) are: a) Insufficient
availability of basic medicines, b) generally low quality of health services provided In
these health facDitles, c) location of facDitles, d) lack of mobDity of staff, etc. The National
Health Policy has pledged itself to take the necessary action to remove the weaknesses
of the BHUs/RHCs and Improve their effectiveness. (see page 16, VII., A., 1a).
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• Successful maintenance of EPI coverage, including outreach mobile teams and Its
integration into the provincial fixed health system, expansion of COD, family planning,
nutrition, etc. are predicated in large part on health education of the mothers at the
various health facilities. If mothers do not go to the centers for curative reasons.
opportunities for health education will decrease, and the preventive medicine program
will suffer.

4. Reduction of Excessive Numbers of Registers Needed.

• All the health facilities in Pakistan maintain many registers (in some cases from 35 to 90
or more). While they may provide useful and vital information, they are very difficutt to
maintain and/or correctly complete on a timely basis.

• The workload of completing these registers should be lessened, and the information
required consolidated into a smaller number of registers. The new revised registers
should be simple and provide the information in a manner that can be easily
computerized thus facmtating analysis of the data collected for management and
decision-making purposes. Resolution of this problem will free up more time for the
health professionals charged with completing these registers to devote to Child Survival
activities. This consolidation should be closely related to the requirements of the
government's Health Information System, and Monitoring activities.

5. Shift in Project Support from PHCP to CSP Manageable

• Because the PHCP initially focused mainly on facilities and systems development, the
change to a targeted activities approach should not cause significant problems. The
change to the more targeted CS approach has already been effected with the PHCP
since 1988 without significant problems. The training schools are utilizable and there
output will continue to contribute to the development of health care workers. The loss of
inputs through the PHCP to other areas such as malaria and tuberculosis should not
create a big problem for the MOH/GOP since prior assistance was minor - e.g.,
guidelines on clinical management. Management skills have been improved but their Is
considerable attrition, especially of MOs, due to transfer drug inventory. Some
management tools, such as simplified daily patient register and bin card system, have
been adopted. Other tools such as treatment protocols and monitoring, have been less
widely accepted. Most management tools will be perceived as threats by the users
unless specific benefrt can be clearly demonstrated. Since the major benefits are to
program, planning and budgeting (PPB), the major benefits will accrue only at the level
of authority for PPB. The benefits to users without authority will only result when they
perceive that they share this authority as a team member.

• Specifically, the physicians in RHCs and BHUs will continue to see the benefit of the new
monitoring form as the section which provides opportunity for statement of major Issues
requiring supervisory action. They wilt perceive the rest of the form as threatening untO
they feel they are part of a District Health Team jointly sharing in the decisions about
scarce resources including personnel, drugs, transport, etc.

6. Further Reforms and Prioritizing of Management Assistance Needed

• Management assistance within the PHCP has focused on general management skills and
improved case management Support for case management will continue under the CSP
especially for diarrheal disease. Development of case management skills and tools wI1
be needed for the ARI and nutrition component which has had little attention under the
PHCP due to the small TA team.

23



___~ ~-----~~--c--~-~-----:-~~~--~-------------,------,----,-----,-----------,-------:---

• General Management was supported by the PHCP through full-time management
analysts. training in problem solving and analytical techniques and preliminary
development of operations manuals and job descriptions.

".",

7. Rural Health Service Manual will Offer Management Opportunity and Fully Inform All Rural
Health Workers of Their Job Description

• Rural Health Service Manual will be pUblished summer 1990 and will contain job
descriptions.

• After final approval of the job descriptions currently in final phase. every employee must
be fully informed of his/her job description and fully understand n. Posting the job
description in the work area is a useful means to reinforce this understanding.

c. Recommendations

• Decentralize responsibility for smooth implementation of the Child Survival Project.

The MOH and Provincial Heatth Departments should give a high priority to working out
simple but practical procedures for decentralization of authorny for implementation of
Primary Health Care to the Divisional and District levels.

Operations Research and Survey funds should be made available under the CSP project
to assist the MOH in carrying out the necessary research/studies/and surveys needed
to assure that the plans and procedures for decentralization are done thoroughly and
carefully.

• Provide Incentives for Service in Rural Areas.

A multi pronged anack on this problem is required.

Bring the benefits of doctors (and paramedics) posted to rural areas up to the
same level as those posted in urban areas.

Offer additional hardship allowances (bonuses) for those Mas and paramedics
posted to the rural areas and for supervisors working in the field. For example
the additional amounts might be tied to the MOs' (paramedic's) length of stay 
a modest bonus for the first year, larger for the second and substantial for the
third year -- completion of tour.

Such a plan should include DistrictfTehsil level Hospitals, as well as RHCs.
BHUs, and dispensaries.

Offer postgraduate training for further specialization to those doctors who
complete their three years of duty with outstanding performance reports.

A working group composed of representatives from the Federal and Provincial
levels should be formed to consider ways and means of establishing a career
advancement path for those who remain in service in the rural areas for a longer
period.

(Note: All of the above points are mentioned more generally In the National Health Policy
approved by the Cabinet and released In April 1990.)
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• Improve Utilization of Primary Health Care Facilities.

The MOH has the major role In Improving utilization of PHC facilities. However. since
their use has a direct effect on the long-term success of the major components of the
esp. the es team should be prepared to help. e.g. In helping with the planning process.
and carrying out studies necessary to permit sound management/Policy decisions.

• Simplify and Reduce Excessive Numbers of Registers being kept by PHC Facilities.

A joint Provincial/Federal level exercise should be organized involving the Pakistan
Health community to revise. consolidate the registers. and ready them for computer
applications -- computers are already available at Provincial level. The Child Survival
Project. if asked. should provide an experienced consultant familiar with this problem to
help facilitate the process.

• Impact of Shift from PHC to CS Approach Minimal - Increased Communication
Needed.

Quarterly joint meetings of representatives from each health care unit with the district
::;taff should be the first step in developing the team approach. This should be
supplemented by district wide distribution of memos or newsletters. The visits of the
DHO and ADHO to the units are needed. but tend to reinforce the idea of units which
function in isolation. The development of management tools will continue in the CSP.
although with a narrower focus. Therefore. there should be no loss due to the focused
approach as many of the management tools developed will have broader appUcabUity.
Actually. more specific improvement can be expected because of greater concentration
of efforts.

• Refocus and Prioritize Assistance to Improve Management, Including Monitoring.

The development of the Rural Health Services operation manual and HT training school
operations manual must be completed and users trained in their use. The Rural Health
Services operations manual should be published in loose leaf format using a mooular
approach to facilitate updating as elements are implemented. The CSP Training
Coordinator can probably teach the MAs in each province the fundamentals of the
operation manual. and how they can train the rural health service or HT training school
personnel in their use. The provinces should be assisted in establishing management
training capacity panerned after the Management Training Institute for Doctors (MIlD) in
Punjab through assistance in development in curriculum for all cadres of health workers.
development of training aids and development of computer programs which facnitate
analysis of data as a management tool.

Because good management of the health services operations is essential to achieving
high quality care which is efficient and effective. the need for management training and
new and improved management tools is endless. Therefore. the emphasis must be on
institutionalizing management training through development of master trainers and
training facilities. The possibDity of utilizing existing management training institutes.
especially within the private sector, should be investigated.

The development and use of monitoring systems is discussed above. Compliance with
the process should be assessed by comparing the event register with the collated
categorized data on the proforma for completeness and accuracy. Thls is a part of the
supervisory visit. The reliabiity of the data should be assessed by surveys, and each
Health Education Cell (HEC) at the BHSC should have the capacity for performing smaH
surveys. Institutionalization of the monitoring process depends on establishing Its
usefulness to the users as discussed above. Feedback and follow-up are part of the
team process as also discussed in that section.

Additional recommendations of importance are Indicated in Annex I.
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CHAPTER VI

TRAINING/COMMUNITY INVOLVEMENT AND
HEALTH EDUCATlON/COMMUNICATION

Training is an essential element for any health program. Staff must be given proper know1edge and skills
to perform their assignments correctly. The project has achieved substantial progress in this area.
Community Involvement is stressed in the Seventh Five-Year Plan and National Health Policy. The team
fully endorses this emphasis by the GOP. Communication will continue to be important under the CSP
project. Past activities in connection with Health Education will remain important.

A. Training

1. Health Technician (HT) Training

Tr.e PHC Project has completed the construction and fumishing of thirteen HT Training Schools. AJI
schools are operational and currently training students for field placement. However, because there is a
shortage of teaching staff at several HT schools, numerous class sizes are too large for proper
instruction and supervision.

The PHC project has made major strides in the recruitment and training of female HTs. Despite original
skepticism. the project was able to increase female enrollment. In 1985. roughly 22 percent of the
students were female. This has increased to an average of 51 percent for the three provinces of NWFP.
Sindh, and Baluchistan. In Punjab. due to overcrowding and lack of teachers, the increase in enrollment
of females is less and stands at 32 percent.

The team learned that there remains several barriers to the recruitment, training. deployment and
retention of females. These include:

• Lack of overall general education for many females (6 percent literacy rate for females)

• Continued male/female problems at HT schools

• Lack of knowledge about the HT program and other opportunities

• Lack of support from family members for jobs that would expose the female to such a
wide population

• Lack of adequate career advancement in the health system.

The development of the HT Curriculum was a significant achievement of the PHCP. and this was
accomplished through active participation of provinces. The training methodology stresses student
participation. It involves a mixture of practical and theoretical instruction for skill building, field experience
and problem solving. This approach is sound and should be the model for other health worker training.

Though the training makes use of appropriate teaching methodologies. all tutors are not familiar and/or
comfortable with the methods. Lecture is most famniar whereas role play and problem solving methods
are uncomfortable for some tutors.

Students are placed In the field to have practical training as part of the HT course. For this to be
effective. proper supervision of their activities and the skDls they are learning is.necessary. This aspect
of the program is weak in many schools. some students are being exposed to Incorrect procedures
without corrective action. which could undercut the dassroom Instruction. the lack of vehldes for
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Table VI-1

GOVERNMENT RECURRENT FINANCING FOR HEALTH TECHNICIAN SCHOOLS

BALU- NWFP l' PUNJAB SINDH
CHISTAN

NUMBER OF SCHOOLS 2 2 5 3

NUMBER OF STUDENTSlYA.
Planned 100 100 500 150
ActuaJ 1990/1 93 98 756 79

TRAINING STAFF
PER SCHOOL

Principal 0 1 , 0
PTOs 2 2 2 2
Tutors 4 4 2 2

VEHICLES
Drivers 2 2 2 2

TOTAL HT BUDGET
Number of Months l' 8 11 11
Budget 1,956,729 1,603.380 6.776,610 1,824,140
198819: Ave/Month 1n,884 200,423 616,055 219,614

BUDGET/SCHOOL
198819: Ave/Month 88,942 200,423 123.211 73.205

AVE. BUDGET/STUDENT
Planned 1.n9 2.004 1.232 1,464

Actual 1,913 2,045 815 2,780
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B. Community Involvement/Community Health Worker (CHW)

1. Findings

There is an urgent need to look more carefully at health issues in Pakistan from the community and
caretaker's perspective. To date, most of the systems have been designed from the health provider's
point of view. We found that there is a generaJ lack of adequate data on the dynamics of the community
and its members regarding their health behaviors and practices. Community involvement is essential for
well-targeted communication and research programs. This involvement is also needed to assure effective
interventions (which will have an impact on the major interventions under the CSP).

The level of community involvement/participation has been generally low in Pakistan. Although there are
examples of community involvement (income generation schemes, discussions of health issues at Union
Councils. etc.) these activities are isolated and not widespread.

The unit of organization for health is predominantly the extended family and the community plays a
minor role. The team found that there was generaJ support for more long-term community-based
activities Currently, most health care assistance is provided by outside paramedical workers who visit
the area generally on a monthly basis. This type of assistance is adequate to achieve short-term targets
but longer-term goals require more involvement.

To improve community participation, it will first be necessary to determine what level of invotvement by
the community is desired. Possible areas include participation through: 1) financing of health care; 2)
selection and support of CHWs; 3) feedback on services at the SHU and RHC through audience
research; ethonographics research for better disease control programs; and/or 4) organized community
activities on such topics as sanitation and health education. Each of these options has different
implications for follow-up activities. The degree of involvement sought will determine the size and amount
of resources necessary to achieve these goals.

The GOP has endorsed the training of Community Health Workers as a means to involve the community
more in the health program. It is specifically highlighted in the GOP's National Health Policy. There have
been up to 6.000 workers trained to date. In addition, the PHC project has developed a training manual
based on their experience in the HT Training Schools. Through a pilot project in Mansehra. the GOP has
practical experience using this material for one year training with review workshops on each unit, taught
in the previous month's training period.

A community-based worker has distinct advantages over facility-based outreach workers. They are from
the community and can easily access its members. They are easily available for care/consultation as
needed by the community. If chosen correctly. they are leaders in their community and can motivate the
community to take an active role in their health activities.

The GOP has trained over 41,000 TBAs. As they have an established role in the community. they could
playa very substantial role in the CHW program.

The CHW program must be carefully planned. both in terms of program organization and financing.
There must be a clear understanding of such Items as: level of qualifications of CHWs; selection;
training; supervision; resupply of kits; record keeping; salary payments; SOW; in-service training;
coordination with other health staff; and incentives.

2. Recommendations for Community Involvement and CHW Program

• The CSP should seek to understand the term ·communlty involvemenr better by
supporting community-based studies to generate data on the dynamics of the
community and Its members' perspective on health-related Issues.
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• Before the GOP launches a major CHW program, a detailed plan shoul~ be completed
which would cover the various aspects of the program, including adequate recurrent
financing. Only after this review and careful planning, should the CHW scher(le be
deployed. .

• Annex 0 contains the full text of all of the additional recommendations for community
involvement.

C. Health Education/Communication

1. Findings

Health education/communication will be critical to the success of the child survival efforts. The team
noted that there exists a general recognition that more health education/communication is needed at all
levels in Pakistan.

The general awareness of the public towards COO and EPI are signfficant achievements of the
educational and communications efforts to date which included radio and television. A great deal of
pretesting was done for spots prepared for radio broadcasts, television telecasts, and also for printed
leaflets, posters, calendars, etc. The annual National Conferences on Health Education and Information
on Health have been very important in generating awareness and support for these activities but do not
produce Action Plans with targets. These meetings involved not only the health community but also the
finance and planning ministries. There is also a National Communication Working Group which is
assisting in the planning and coordination of activities.

Health education/communication is an area which requires extensive strengthening. There is an urgent
need for trained staff and materials to carry out these activities. For a country of 107 million people, we
were informed that only 33 health educators at present work at the Federal, Provincial and Division
levels. That is one health educator for approximately 3.2 million population. There is currently no
university or graduate level training in health education offered in Pakistan. Therefore, most health
educators have no specialized training in health education. Most district units do not have any health
education staff. Those that are posted have few supplies or any bUdget to work effectively. Other health
staff have not been adequately trained in health education techniques and therefore there are many
missed opportunities between health workers and mothers.

Communication messages are effective if they reach the desired population with simple, actionable
messages. In order to determine whether this is indeed happening, a system must be in place to monitor
and evaluate the communication work. This involves such techniques as small surveys, KAP studies,
focus groups, etc. To date, little has been done to evaluate the impact of the communication
activities carried out. It should be stressed that this monitoring is not only needed for summstlve
work but is necessary in the design and redesign of the materials.

The skills exist in Pakistan to develop and produce effective communication messages. Though there
have been some difficulties in establishing funding mechanisms and relationships with the private sector
which have delayed or postponed activities, this work with the private sector is encouraging. (See also
Chapter IX).

2. Recommendations for Health Education/Communication

• At the Federal level, the Health Education Plan of Action is In the process of revision.
The CS Project should participate in its development and finalization and encourage a
comprehensive communication strategy. At provincial and division levels such plans
generally do not exist Training and Technical assistance should be given to assist these
units In developing appropriate plans and budgets.
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• A regular professional track in health education needs to be established so that trained
professionals will be more widely available for these activities.

• Adequate financial resources need to be provided by the GOP for the translation of
communication materials into local languages and cultures. Also transmission and high
quality print materials with research (audience tested) messages is needed. H~h
education staff must have equipment. production and incentives. to carry out their
activities.

• The private sector has a developed capability to design and produce communication
messages. Their resources should be utilized where ever possible to assist in these
activities.
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CHAPTER VII

EXPANDED PRO~RAM ON IMMUNIZATION

A. Findings

• Expanded Program on ImmuniZBtion (EPI) - Overview

The GOP launched a country wide EPI in 1979 as part of the Fifth Five-Year Plan. By
1982 only 2 percent of children under 5 years of age were fully immunized. To cover the
backlog of unimmunized children, the EPI was accelerated as part of the AHP. The
success of the program has been recognized internationally. An evaluation in 1988
based on card and history documented coverage in the three most populous provinces
(Punjab, Sindh and NWFP) of 75 to 88 percent - in children 12 to 23 months. Coverage
data for 1989 based on event recording indicates measles coverage in 0-11 months
infants in excess of 75 percent.

The Program is a vertical program although some integration into the basic rural health
system has started in the provinces with at least one fully operational static health unit In
every Union Council (notably some divisions in Punjab). The National coordinator, EPI,
located in NIH is responsible for coordination with the provincial and AJK Health
Departments and with the international agencies, and for vaccine quality control. The
Project Manager, EPI, within the Federal Cell is responsible for program planning,
evaluation, procurement and supply of vaccines, cold chain equipment, transport,
injection equipment. health education on EPI, coordination with provincial EPI Manager
and collaboration with the WHO/EPI Senior Advisor. The Provinces implement the
program with great autonomy calculating their own target population. implementing
delivery strategies and even estabHshing independently their own criteria for reporting
coverage. This can lead to some incongruous data at the national and even provincial
level, but permits area and resource specific approaches to improve coverage.

• EPI Monitoring and Surveillance.

-"

As noted in the EPI introduction above monitoring is by coverage of target population
based on recorded events and assessed periodically by surveys using EPI card records
and history. Even this is not straight forward as there is variation in defining the
catchment population (political versus service area < 1 yr. vs. < 2 yr. age group) and in
extrapolating from the 1981 census data (varying estimates of rate of increase; no
consideration of migration). Although measles < 1 year is recognized nationally as the
coverage indicator, experience indicates this is not universally applied. In a well
managed EPI system where cold chain problems are minimal and vaccine quality
assured, good coverage data correlates well with disease incidence and significant
reduction can be expected and in fact, assumed when immunization levels reach levels
which interrupt secondary and - tertiary transmission or offer herd immunity.

However, whenever actual coverage reaches levels of 70 percent. it is always better to
document the reduction in disease incidence. Deaths due to measles and paralytic polio
usuaJly reach the health service system and can be documented by mld-level or higher
health workers. This is partlcularty true In most areas of Pakistan where static health
units are readDy avanable and staffed. Actual disease Incidence wB1 be reflected by these
indicators. Even low-Jevel health workers can be trained to recognize and distinguish
noo-nataJ tetanus and cause of death. But early neo-natal deaths, actually perinatal
deaths, frequently must be sought out in the population. Tuberculosls,menlngitls.
pertussis and diphtheria require a much higher level of training for accurate
differentiation. .
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Based on these assumptions. a recommendation has been made to first standardize and
validate the population coverage data as being the easiest, least costly and having good
correlation with the goal of disease reduction. Since it can be assumed for most
populations in Pakistan measles or full antigen coverage less then 1 year wUI be 70
percent or greater, immediate attention should be given to developing a monitoring
system which measures at the minimum deaths due to measles, neonatal tetanus and
IMR, although the latter is not as directly related to EPI. Paralytic polio can be added but
contributes littJe unless there is an antigen problem which would not be reflected by the
reduction in measles.

Because the key element of the CDD program is symptom prevention and treatment. the
incidence of diarrhea in the population is not a useful indication. It reflects personal and
general hygiene. water supply, water and food sanitation and socioeconomic status
rather than successful implementation of ORT. The best indication of an effective
program is documented change in KAP of the mothers although incidence of moderate
to severe dehydration at the static centers usually correlates well with the KAP.

• EPI Training for Monitoring

Use of the WHO EPI modular training program generally provides an adequate level of
skills and knowledge. The addition of one to two days of CDD training should not
distract from this and support program integration and the multifunctioning health worker
concept. But variation in level of achievement can be quite different between a training
session and within the trainees group. Therefore. careful monitoring and follow-up
reinforcement on the job Is an essential component The WHO model contains a pre
and post-test. Supervisory visits in the immediate post-training period are especially
useful to detect and correct deficiencies early and avoid institutionalizing bad habits.

• Financial SustainabiHty of EPI Commodity Inputs

The EPI program at the NIH primarily funds vaccines, and the salaries of the program
staff. Provincial governments provide funding for the salaries of supervisors and
vaccinators, and fuel and maintenance for EPI transport vehicles. Donor funds are
utilized for training; the provision of disposable syringes and needles, transport, and cold
chain equipment; and occasionally for vaccines. Review of expenditures by aU parties
from 1982-1992 indicates that the GOP's funding for the EPI at the NIH has declined in
real terms over the 10 year period, while donor funding of the program has increased.
By 1989/90 total donor contributions to the EPI totaled 36 percent of total expenditure
for the EPI program. While EPI coverage has increased, in part through increases in
vaccinators and number of centers served, overall prOVincial expenditures for the EPI
program have not risen. Although EPI expenditures have increased in NWFP and Sindh,
EPI expenditures in the Punjab declined by 46 percent in real terms between 1982/3 and
1989/90 (see Figure VII-1 and Table VII-1 on next page).

It was not possible during this evaluation to determine the recurrent costs of the EPI
program, and/or how these might be affected by different coverage levels, and/or
different strategies. It is recommended that a study of these issues be undertaken. In any
event, given the preventive nature of immunization, it is not recommended that the EPI
program be singled out for cost recovery efforts, rather that it continue to be funded out
of public revenues. Further, just as the shift from government to donor financing has
been gradual, so should the shift back to government financing be gradual. As long as
donors are willing to prOVide financing for the EPI, the GOP will move their funds to
other programs. Donors that expect to withdraw part or all of their EPI funding, should
do so In a gradual fashion, and should consult with the GOP so that government can
gradually Increase their own aJlocatlons. To the extent that domestic production of
vaccines and disposable needles/syringes may lag behind domestic demand, In view of
Pakistan's overall foreign exct\ange constraints, donors shOUld consider providing these
inputs on a local currency reimbursable basis.
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Figure VII·l

EPI BUDGET 1982-1992 *
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Tab'e VII·l

TRENDS IN GOVERNMENT AND DONOR FINANCING FOATHE EP/. 1982/3-1992/3

(Rs Mllllons)
YEAR> 1982/3 1983/4 19~/5 1985/6 198617 1987/6 1988/9 1969/90 1990191 1991/2 199213

NAME OF PROVINCE 11
Baluchistan 2.502 10.&47 ".301 3.301 ".000 9.632 1.839 16.587 n.a. n.a. n.a.
NWFP ".703 7.363 7.933 11.336 H.5"3 22.977 25.500 28."56 n.a. n.a. n.a.
Punjab &4.903 50.596 54.958 35.000 38.651 40.871 "3.988 45.7&4 n.•. n.a. n.a.
Sindh 1.970 9.505 13.392 "'.55-4 15.250 2".855 28.776 30.212 n.a. n.a. n.a.

SUB-TOTALS -.------ -------- -------- -------- -------- -------- -------- -------- -----.-- -------- .-.-----
Nominal 94.078 78.111 80.56-4 64.191 72....... 98.535 100.103 121.019 n.l. n.a. n.a.
Real 81.594 61.1..8 61.002 "7.095 50.909 63.367 58.6&4 65.711 n.l. n.a. n.a.

NATIONAL INSTITUTE
OF HEALTH 2J .-------- -------- -------- -------- -------- ------.- -------- -------- -------- -------- --------
Nominal 85.749 138.866 130.832 98.039 63.47" 60.000 "8.069 39.550 97.800 96.530 94.351
Real 74.370 109.175 99.040 71.929 «.606 38.585 28.276 21.495 48.320 43.357 38.526

DONORS (Rs.)
UNICEF ".287 42.832 36.138 52."22 120.981 56.700 58.800
USAID/P 15.168 29.165 27.737 33.655 38.179 38.267 "0.368
WHO 3.871 ".121 4.214 ".598 5.0040 5.0040 5.040

SUB-TOTALS -------- -------- .------- -------- ------- .. -------- -------- -------- -----.-- -------- --------
Nominal 23.326 76.118 68.090 90.675 1&4.200 100.007 104.203

(.) Real 16.392 48.951 "0.053 49.280 81.126 044.919 "2.551(1)

DONORS (USS) 31
UNICEF 0.266 2.495 2.058 2.736 5.761 2.700 2.600
USAID/P 0.940 1.699 (Source provided amounts In As. as shown above).
WHO 0.2"0 0.240 0.240 0.240 0.2"0 0.240 0.2"0

TOTAL (Rs.) -------- -------- -------- -------- -------- -----..;-- -------- -------- -------- -------- --------
Nominal 179.827 216.977 211... 16 162.230 159.2.... 234.653 216.262 251.2.... n.a. n.a. n.a.
Real 155.964 171.523 160.Q.42 119.024 111.907 150.902 127.213 136.5"6 n.a. n.a. n.a.

GOP Deflator
(198011 • 100) 1.153 1.265 1.321 1.363 1.423 1.555 1.700 1.&40 2.024 2.226 2.449

Exchange Rates
US 1.00. Rs. 10.55 12.75 13.46 15.16 16.13 17.17 17.56 19.16 21.00 21.00 21.00

Sources:
11 Provincial EPI budgetslel(pendltures from provincIal EPI managers.
2J NIH EPI budgets/expenditures from EPI.CDO,TBA PC-1 (1990, draft).
31 Informallon on donor contributions Irom i variety of sources. Information

on donor contributions before 1986 was not available, but was minimal In
In comparison with contribution since 1986.

USAID bUdgets for EPI.or 198617-1987/8 from Articles of Agreement.
USAID EPI budgeVexpenditures 'or 198819-199213 from EPIICOOITBA PC-1 (1990, drah).
UNICEf expenditures for EPI for 198617-198819 'rom UNICEF offlcel1slamabad.
UNICEF EPI budgeVexpendltures for 198819-199213 'rom UNICEF Five Year Programme.
WHO EPI budget/expenditures fO( 198611-198819 'rom Artk:les 0' Und...ltlndlng.

BudgGllor 198919 to 1e9213 projectedll same level.



• Vaccine Production at NIH

Over the LOP, USAID has financed technical support for vaccine production by the NIH.
Equipment purchased by USAID has included a freeze-dryer which doubled NIH's
capacity for measles vaccine production, and 2 bacterial fermentors and related
equipment for n production. Total support for vaccine production has been US$ 2.5
million. CIDA and UNICEF have also supported the development of vaccine production
at NIH. However, the development of vaccine production capability has to date not
been undertaken with adequate consideration for issues of economic desirability and
financial feasibility. although there is increasing sensitivity among the donors to this
issue.

The Seventh Five Year Plan, the National Health Policy, and the current Director General
for Health all indicate that self-sufficiency in the production of vaccine is a goal for the
GOP. Nevertheless, budgetary allocations to the NIH have not met requests since
1987/8 and preference has not been given to maintaining the budget for the vaccine
production unit, leading to interruption in vaccine production due to lack of sufficient
funds for purchase of parts or repair of facilities. The v3ccine production unit faces
other financial and managerial problems, which contribute to concerns regarding the
sustainability of the vaccine production capability initiated in Pakistan. Further details
regarding the vaccine production unit at NIH are provided in Annex F.

• Needles, Syringes and Vehicles

The EPI program currently purchases most of its vaccine supply from UNICEF and has
also received donations from Rotary, Inti. Most of the disposable needles and syringes,
and vehicles for EPI are provided by USAID. When donor support for these commodities
ends. budgetary support for the NIH will have to increase to purchase needles and
syringes, and financing for vehicle repJacement will become the responsib~ity of the
provincial governments.

The MOH has expressed an interest in developing the capability to produce needles and
syringes in the Pakistani private sector. An appropriate study should be carried out to
determine the technical and financial feasibility of developing this capacity.

It is recommended that USAID conduct a survey of the current uses of current EPIjCDD
vehicles to determine the impact of their non-replacement Identification of ways to utilize
vehicles available for other purposes should be documented. Based on this assessment,
the minimum number of vehicles required to sustain EPI activities should be determined,
and provincial governments advised.

• EPI Donor Coordination

In addition to the contribution of the GOP. principal donors are UNICEF. WHO and the
USAID. Past cooperation has been excellent with a cooperative agreement for EPI inputs
worked out between UNICEF, WHO, and the USAID (1986-1988) with the agreement of
the GOP. Annex G contains excerpts from the agreement setting forth the respective
amounts in dollars by category (i.e., salaries, supplies, equipment, cold chain, training,
etc.). At present there is no such clear cut understanding, and donor coordination is not
as effective as in the past. The close cooperation of the past should be maintained,
especially for Mure planning, so that the EPI inputs planned under the CSP, and those
of other donors wUI provided In a manner that is mutually reinforcing.

Also included in Annex G are passages from UNICEPs mid term evaluation which
summarizes the progress of the EPI program, and projects the amounts and categories
of assistance which UNICEF Is planning to provide through 1992.
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B. EPI Recommendations (Including Vaccine Production)

• Monitoring~8nd Surveillance

One should first ~tandardize and validate the population coverage data as being the
easiest, less costly and has good correlation with the goal of disease reduction.

Since it can be assumed for most populations in Pakistan measles or full category
coverage less then 1 year will be 70 percent or greater, immediate attention should be
given to developing a monitoring system which measures at the minimum: deaths due to
measles, neonatal tetanus and IMR, although the latter is not as directly related to EPI.

• EPI Training for Monitoring

Careful monitoring and follow-up reinforcement on the job is an essential component.
Supervisory visits in the immediate post-training period are recommended as especially
useful to detect and correct deficiencies early and avoid institutionalizing bad habits.

• Financial Sustainability of EPI Commodity Inputs

It is recommended that CSP working with the MOH undertake a study to determine the
recurrent costs of the EPI program, and to determine how these might be affected by
different coverage levels, and/or different delivery strategies.

• Vaccine Production by NIH

The NIH with USAID and/or other donor funding should undertake a study of
the financial requirements (budgetary and quantity/pricing) of the vaccine
production unit under various scenarios given its current production capacity for
all vaccines, and expansion of capacity.

The study should Include evaluation of the overall vaccine requirements for
Pakistan. The study should make specific recommendations regarding capitaJ
investment, allocation of an initial and subsequent annual working capital.
production levels and pricing policy with a goal to achieve self financing within a
three to five year period.

Further managerial and budgetary autonomy should be granted the
vaccine/DRS production unit. Decisions which should be left up to the
management of the unit (under review by a Board) include the employment of
personnel, setting of wages and benefits, development of a career structure, and
determination of prices through negotiation with government and olOOr potential
buyers.

Based on the results of the study. the GOP should determine what scenario for
vaccine production/procurement they wUl follow for the medium and long run.
Based on this decision, determination should be made of what additional
assistance (if any) for vaccine or vaccine production will be required from
donors beyond the current five year plan period and associated PCI for EPI, and
associated Articles of Understanding (1988-1992 draft).

The GOP should ensure that a fully functioning, competent National Control
Authority (NCA) independent of the production units at any level Is established
to ascertain the safety and efficacy of the vaccines in accordance with WHO
requirements-
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• Domestic Production of Needles and Syringes

It is recommended that USAID provide short-term technical assistance to determine the
technical and financial feasibility of an effort to produce disposable needles and
syringes. and price competitiveness of a Pakistani product within and outside Pakistan.

Should the results of the feasibility study prove to be positive, then USAID should
consider any recommendations by the study regarding how USAID HPN or the Private
Sector offices could facilitate this development.

Should the manufacture of disposable needles and syringes prove not to be advisable,
then USAID should explore the possibility that these commodities might be provided at
cost on a local currency (Rs.) reimbursable basis.

• Donor Coordination

The degree of coordination on EPI should be increased between donors and the
government, particularly as it concerns future inputs. As done in the past, specific
agreements should be drawn up setting forth the nature and use of each donors
contribution as well as the governmenrs inputs for EPI over the next several years. This
strengthening of donor cooperation will avoid duplication and enhance the productivity
of the funds provided.
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CHAPTER VIII

CONTROL OF DIARRHEAL DISEASES

A. Findings

Substantial progress has been made since CDD was added to the PHCP as an area of concentration in
1987/88. While much remains to be done and this focus will continue under the CSP, the achievements
listed below are substantial. Annex· H contains supporting graphics and text for the chapter which
follows.

1. COO Achievements

• National policy on case management established.

• Wide awareness and distribution of ORS achieved: 80 percent of the population was
aware of ORS in 1989.

• Standard formulation, packaging and labeling of ORS established.

• Antimotility drugs banned for use in children.

• Ten O~rrhea Training Units established.

• ORT units and comers established in 37 percent of hospitals and rural health centers.

• Physicians and paramedics trained in case management and operation of ORT units.

• Patient evaluation and rehydration therapy substantially improved.

2. Major Areas of Concern

a. Nutrition

Most infants and children seen in OTUs are malnourished due to inappropriate feeding, Le. i) insufficient
breastfeeding, ii) partial or complete feeding with commerc~1 milk or formula during the first 4-6 months,
and iii) late and inadequate introduction of solid foods after 4-6 months.

Nutritional status is routinely evaluated by weight-far-age and reference growth charts are uniformly
available, but there is little follow up of children with grade I, II or III malnutrition, unless they are
admitted to hospital. There is therefore almost no way to determine whether the mother is able to follow
feeding advice and whether the child is growing satisfactorily. Without such follow up Initial assessment
of nutritional status is of very limited value.

Malnutrition is a major underlying cause of persistent diarrhea, post diarrheal distension and continuing
diarrhea-related mortality. After ORT is successfully Implemented to prevent deaths due to acute
dehydration, further reduction in diarrhea-related mortality will depend primarily on improving the normal
feeding practices for infants. Few hospitals have an organized program to teach mothers about
appropriate feeding of infants. At present. OTUs do give chUdren food. which helps to reinforce the
message that feeding during diarrhea is important. but they are more effective in teaching about ORT
than about appropriate infant feeding. Food is not provided to children in ORTUs.
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b. Management of Diarrhea

(1) Home Case Management of Diarrhea

The project achieved high rates of ORS awareness as demonstrated by the results of several national
surveys. However community studies indicate that ORS· use at home remains low. Interviews of
mothers visiting the ORTUs indicated that although reported ORS use rates are high (about 60 percent)
in this selected group. the adequacy of ORS preparation and the amount given was questionable.

The national COD policy is to use certain food-based home fluids during diarrhea. However, the age
distribution of cases attending the ORTUs shows that more than half of the children are under one year
of age. In this age group, solid feeding is not tradnionally provided. Most children receive only
breastmilk or artificial milk as foods. During diarrhea, the diet may even be restricted to water. Until
better weaning practices are adopted by mothers, compliance with the recommendations stated in the
national policy regarding home case management may not be sufficient to prevent the occurrence of
dehydration or other complications from diarrhea.

It is recommended in the National COO policy that rice be provided to children during diarrhea (as rice
water or kitchri). Data collected during the National Nutrition Survey indicates that the consumption of
rice is far less common than that of wheat in Pakistan. In some Provinces (i.e. Baluchistan) It was
reported by health personnel that the price of rice far exceeds the price of wheat. This raises the issue of
the availability of rice in the low income households all year round.

(2) Teaching Mothers about Home Management of Diarrhea

In DTUs, mothers of children wnh mild-moderate dehydration, are carefully taught to prepare and give
ORS, and children receive a semi-solid or semi-liquid weaning food, usually containing rice, lentBs and
oil, after initial ORT. However, patients without dehydration are not always referred to the DTU, but may
be seen in the outpatient department and discharged with minimal instruction to mothers about home
therapy. Also food is not routinely given to children without dehydration. Mothers are instructed by the
LHV or doctor about signs indicating they should return to the DTU. A doll is used to teach these signs.
Few aids are available to reinforce messages about feeding.

(3) Case Management in DTUs and DRTUs

• Management of dehydration

In ORTUs and DTUs, assessment of hydration status is generally satisfactory. Use of
ORS solution to treat patients wnh mild/moderate dehydration is good. In some
instances, the center closes at 2 pm. Children who arrive late, or who are not
completely rehydrated by the time the center closes, may be admitted or sent back
home with ORS packets to complete rehydration. If they are admitted, chDdren may be
put on IV fluids.

• Management of dysentery

Children wnh bloody diarrhoea are routinely given an oral antibiotic. There is little
information, however, to guide the selection of the most appropriate antibiotic.
Ampicillin is widely used as the first choice, but is unlikely to be ideal because resistance
is common.

:

• Management of persistent diarrhea

The terms -persistent diarrhea- and -chronic diarrhea- are both applied to episodes of
long duration. Standard definitions are not used. Although persIstent diarrhea is
recognized to have Increased mortality, there are no specific guidelines.for Its
management In general, children with persistent diarrhea are treated slmUarty to those
wnh acute diarrhea.

41

:sPSs;::J,,·'VJ,·....<;sa t."R _,.pc Ci •.-; JOW.4#4;: .%S wc:. 4W ."K'"



- ~.. ~ -.,------,------------,--------,---------------------:--.--,..--

• Management of severe malnutrition

Chndren with grade III malnutrition are admitted to hospitals when there are other
complications. e.g. pneumonia; ·uncomplicated- cases may not be admitted because of
the lack of beds. Most hospitals do not have a nutritional rehabilitation unit or facilities
for preparing diets required for initiating rehabilitation. There do not appear to be
standard guidelines for rehabilitation of severely malnourished children.

• Prevention and management of post-diarrheal abdominal distension (POD)

POD is widespread in Pakistan and has a high case fatality rate ( 10-40 percent). The
cause is not fully understood. but use of antimotility/antisecretory drugs (e.g.,
loperamide, diphenoxyiate) is strongly implicated, and potassium depletion (due to
diarrhea and malnutrition) is probably a contributing factor. There are no standard
guidelines for management of this disorder. The recent withdrawal of antimotility drugs
from the market is expected to relieve a substantial part of this problem.

• Referral of complicated or severe cases.

OHO hospitals, and to a lesser extent THO hospitals, are intended to serve as referral
centers for management of complicated or difficult cases. In diarrheal diseases, these
would include (i) children with severe malnutrition, (ii) persistent diarrhea cases that do
not respond to initial management, and (iii) children with POD. Such cases cannot be
managed at BHUs, RHCs, and are not managed well at most THO and OHO haspitaJs.
OHO hospitals are well positioned to assist in certain COD training activities if the staff
had greater expertise in case management.

c. Training

(1) Pre-Service Training

• Teaching of medical students about diarrheal diseases

Most physicians in Pakistan complete their medical training wrth litUe knowtedge and few
of the skills required for appropriate management of diarrheal diseases. This reflects:

Insufficient time devoted to teaching of the subject;

Inadequate emphasis on the strategy promoted by the national COD program
and its scientific basis;

Little if any practical experience in case management; and

Low attendance by students dUring their assignment to paediatrics because this
subject has had only token inclusion in the qualifying examination.

This situation has persisted despite knowledge that diarrheal diseases are a major
contributor to IMR in Pakistan and that It is much more cost effective to train medical
students correctly than to attempt to retrain physicians, often many years after they have
qualified.

• Teaching of paramedics

The COO training course currently conducted during the LHVs pre-service training Is not
consistent with the national COD policy. (i.e. the systematic use of IV fluids for the
treatment of dehydration is recommended).
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(2) I~Service Training

•

•

Completion of curr~nt training objectives (DTU project)

To-pate at least one phy,sician from about half of the target facilities (OHO hospitals.
THO hospitals, RHCs) has been trained in a DTU course. About 80 percent of the
participating facilities have received the ORT equipment and about 70 percent of these
have a functioning ORT unit. Pre-training and post training visits to each facility have
been essential steps to gain support of the OHO or MS. to identify the most appropriate
trainee, and to assist with training of paramedical staff or other medical officers. Fanure
to establish a functioning ORT unit occurs in about 20 percent of facilities owing to 0)
lack of administrative support from the OHO or MS. (ii) transfer of the trainee. or (iii) lack
of sustained interest by the trainee.

Training of OTU staH in nutritional management and in communication with mothers

Although the DTU training course includes the topic of nutritional management of
diarrhea and the related topic of effective communication with mothers. trainee
performance in these areas is less effective than in the management of rehydration. This
is complicated by the fact that health fac~ities have policies against providing food for
children or outpatients. The result is that OATUs are relatively ineffective in teaching
mothers about appropriate feeding of infants and children during health and during
diarrhea.

• Unking training on COD. ARI and nutrition

For historical reasons. COO and EPI training efforts have been linked. There are
however greater similarities in the strategies for control of diarrheal diseases. respiratory
infections and malnutrition, than in COD and EPI strategies. This is because the first
three require maternal education related to care of the child at home. and training of
health workers to give effective case management and teaching in health facilities.
Treatment of diarrhea and respiratory infections at health facilities provides a unique
opportunity to detect and initiate special efforts to manage children with malnutrition or
poor feeding practices.

• Paramedics training

Paramedics graduating from the schools are not familiar with the COO program policy
and activities. When deputed to ORTUs, their knowledge and skills in managing diarrhea
cases and education of mothers about home case management must be up-graded. A
short training course should be conducted by the OATU and DTU physicians for that
purpose.

d. Management of Expanded COO Activities

(1) Program Monitoring

At present. the project is centralized at the Provincial (or Division) level where the DrUs are located. All
the project related activities are initiated, Implemented and monitored at this level. The monitoring of
the project is done by the DTU physician mostly through follow up visits and compilation of data
collected from records kept in the units. As the number of assisted centers increases. providing good
follow up to each one Is becoming Increasingly ditncuft for the DTU physician.

With the system being centralized at the provincial level. little responsibRity has been formally given to
the DHOs. The DHOs involvement In the initial phase of the project, and consequently their support for
the project has been limited. AvaRabRity of ORS and drugs. adequate staffing of the ORTUs. and
implementation of natJonai policy In district health facRlties, which are the DHO's responsibilities. have
been Inadequate. In some Instances. .
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(2) Personnel and Equipment

•
..

The project funds one physician, and one LHV for each DTU. Some physicians are
hired directly through USAID funds by service contractors, others are assigned from
posts in the government health service. The higher salary received by the DTU staff
(when compared to government rates) is intended to compensate for the extra time
spent on the job, which limits the opportunity for private practice during extra hours.

_.

..

• The equipment provided for each DTU and ORTU is basic but adequate. It is easy to
maintain, sturdy, and in line with the needs for case management of diarrhea in the
ORTUs. The ORTU setting is comfortable. which is appropriate. because mothers spend
several hours in the unit with their children.

(3) Health Information System

• The current data collection for COD activities is limited, aside from that collected through
the DTU project. At present, there is no operating system for diarrheal diseases
surveillance.

• Several data collection forms are currently in use in DTU assisted health facilities. The
ORTU patient register serves as (i) a job-aid for the ORTU health personnel, and 0i) a
tool for data collection (monitoring of program activities and disease trends). The data
collected with those forms is compiled in monthly reports which are forwarded to the
central level where further tabulation and cornpUation is done. It is obvious that the
health staff does not perceive the value of the data collection, partly because little or no
feedback has been given to them so far.

• The information collected routinely is very extensive, and not all of it is essential for
program purposes. If data collected are to be reliable, a significant amount of time must
be spent interviewing mothers in depth. In busy centers, this may not be sustainable in
the long term.

• Information related to the duration of diarrhea is not collected routinely in ORTUs and
DTUs. Consequently children with persistent diarrhea are not usually identified. The
case management of children with persistent diarrhea is not usually different from that of
children with uncomplicated acute diarrhea. Case fatality rates are higher for children
with persistent diarrhea. Identification of those children and their follow up after
discharge from the ORTUs is essential.

e. Financial Sustainability

The Child Survival Project Paper indicated that the project would set up 18 OTUs, 48 feeding/ORT
training units, and ORT corners in 80 percent of government health facilities. Based on the number of
health facilities in Pakistan in 1986, this implies that about 3000 government facilities in Pakistan will have
received training and be equipped to provide ORT by the EOP. Overall, the estimated annual recurrent
costs for all OTUs and ORT comers at EOP wm be Rs. 26,262,541 (US $1,250,597). Estimates of
the long run recurrent costs for an individual DTU and ORT comers are provided in Table 8.1.

The on-going activities of the DTUs indude provision of ORT to hospital patients, and provision of
continuing education services. During the start-up phase for the project. the DTU staff (physician, lHV,
and driver) are paid by the project so as to allow them to undertake the travel required to set-up ORT

.comers, as well as to compensate them for the financial loss due to lack of time for private practice.
However, after completion of the initial start-up phase, efforts wDI be made to create government
positions for the DTU staff, and have existing government health personnel assigned to these posts.
Thus. no additional salary costs are associated with creation of the DTUs. As the project wil train
existing staff at the OAT comers. there will be no additional salary costs associated with ORT activities at
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other health facilities. However, financial support Will be required for the provision of the continuing
~ education workshops, for the operation and replacement costs of the DTU vehicle, and for the purchase

of supplies and maintenance and replacement of equipment
~.

In' 1990 rupees, the estimated annual on-going recurrent costs for a DTU is Rs. 635,443, 86% of which Is
associated with provision of continuing education workshops. The remaining costs associated primarily
with the provision of ORT to hospital patients (Rs. 85,518) is weH below the threshold (Rs. 470,000)
established by the Child Survival Project Paper below which the GOP would realize cost savings from a
shift from IV to ORT treatment of hospital patients with diarrhea.

The estimated recurrent costs of ORT corners are substantially lower: for a DHQ or Tehsil hospital - Rs.
9.460. for a RHC - Rs. 5.440, and for a DTU - Rs. 4,080. However, these costs are not trivial in light of
the fact that RHCs are allocated no more than Rs. 100,000, and BHUs may be allocated as little as Rs.
10,000, for medicines." The project can attempt to lower the recurrent costs of these comers through
assessment during the pre-assessment visit of the actual equipment and furnishings needs of ruraJ
facilities which may be lower than the quantities used for planning and project budgeting purposes.

The adequacy of recurrent financing for ORT packets wUI be linked to a great extent to the adequacy of
financing for the NIH (which currently provides ORS packets), and the adequacy of financing for all
medicines (as provincial medical stores can purchase OAS from the NIH or private sector firms). The
recent government decision to ban anti-diarrheals, and the decision of at least the NWFP to ut~ize the
funds saved for the purchase of ORS are promising developments.

B. Recommendations

1. Nutrition

• Teaching mothers about appropriate feeding practices.

Efforts to teach mothers about appropriate feeding of their children should be
strengthened. Teaching shouJd be done primarily by LHVs or other female health
workers. Messages should focus on the needs of individual children, giving priority to 0)
early initiation of breastfeeding (starting immediately after birth) (ii) frequent
breastfeeding of infants to increase milk supply, (iii) if artificial milk or formula are used,
giving them with a cup or a spoon, (iv) introducing appropriate weaning foods at 4-6
months of age, and (v) giving the child extra food for 2 weeks after diarrhea stops.

• Follow up of malnourished children.

Efforts should be made to improve regular follow up of malnourished children, especially
those with grade 1I rnaJnutrition. This will require improved communication and rapport
with mothers as well as a search for ways to facilitate their attendance for f~low up
visits, e.g., by reducing waiting time or visiting when the DTU is not fully occupied with
sick children.

if possible, children with grade 1I1 malnutrition should be admitted for rehabilitation In
nutrition rehabilitation units.

11 Current levels of financing for medicines at rural facUlties Is generally reported as Inadequate. The
GOP Is undertaking measures to Increase the efficiency of use of funds for drug purchases. However, It Is
unclear if these measures wDi be adequate to ensure the continual provision of essential drugs at rural
facilities.
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Table VIII-1

TABLE VIII-1: ESTIMATED INVESTMENT AND ANNUAL DTU AND.
ORT CORNER OPERATING COSTS (1990 Rs.)

TYPE OF UNIT> DTU DHQ& RHC SHU
TEHSIL

HOSPITALS
NUMBER

Planned Over LOP 1/ 18 480 390 2000
Number in mid-1986 600 488 2500

RECURRENT COSTS
PER FACILITY

Continuing Education 486,000
TAIDA 21 60,000
Vehicle

POL, Maintenance 40,000
Depreciation 31,658

Supplies 3/ 11,860 5,500 3.000 2,000
Equipment - RepaIr

& Depreciation 4/ 5,925 3,960 2,440 2,080

Sub-total ------ ----- ------- -----
Rs. 635,443 9,460 5,440 4,080
USS $30,259 $450 $259 $194

RECURRENT COSTS
FOR ALL FACILITIES

By Facility Type
Rs. 11,437,965 4,540,800 2.123,776 8.160,000
USS $544,665 $216,229 S101,132 S388.571

All Facilities
Rs. 26.262,541
US$ $1,250,597

Notes:
1/ The CSP PP indicates that the project will establish OAT corners at 800/0 of

all public sector health facilities. Estimates above are of 80% of facilities in
1986.

21 TAIDA is for outside facilitators to contribute to the continuing education
programs to be run by the DTUs.

3/ Estimates of supplies required by DTUs and OAT corners are based on
consultant estimates of use of expandible supplies and ORT.

4/ Estimates of the depreciation allowance for equipment are based on the
assumption that on average DTU equipment will need to be replaced within 7
years. The value of equipment supplied by the project to each facility is:
DTU - Rs. 41,575, DHQlTehsii Hospitals - Rs. 27,735, RHC - Rs. 17,060,
SHU - Rs. 14,572 (Source: Rawal Associates).

5/ USAID has provided vehicles (US$15,075) for each DTU. These will be
turned over to the GOP at the EOP and are expected to provide useful
services for up to 10 years.
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• DHOs should be trained to monitor and supervise diarrhea treatment actMtles In health
facilities. This will require both supervisory/management skills and a basic knowfedge of
case management methods.

...
• LHVs should be trained to play a greater role in case management at health facUlties.

Emphasis should be given to strengthening their skills in teaching mothers about ORT.
home management of diarrhea, and especially about appropriate feeding during and
after diarrhea. LHVs working In DrUs should play an important role in training activities.

!

• The potential value of orienting private practitioners about appropriate case management
for diarrhea using short (half-day) courses should be explored. This approach should
be compared with other possible methods, such as newsletters or videos. If courses are
held, they may cover other aspects of several child health topics, e.g. COD, nutrition,
ARI. A decision to extend training to all private practitioners should be made only after
the cost benefit of the above approaches are considered.

4. Management of Expanded COO Activities

8. Program Monitoring and Supervision

Primary responsibility for management and supervision of COD activities in district health facUitles must
be clearly assigned to the District Health Officer (DHO). This should be expedited for all facUities in
which training to strengthen diarrhea case management has been completed. The DTUs should,
however, continue to strengthen the staff In district health facilities through training activities coordinated
by the DHO. Mechanisms must be developed to carefully coordinate the joint efforts of DTUs and the
district health system, which are administratively separate. The supportive role of the DTU must be
developed and recognized as both appropriate and necessary if improved case management is to be
established and sustained in district health facilities.

The following monitoring and supervisory procedures are recommended for the ORTUs:

• Supervisory visits should be frequent and regular.

• Case management practices should be evaluated by observation and discussion with the
staff to ensure that treatment guidelines are understood and reliably followed.
Supervisory checklists should be used for this purpose.

• During some visits the DTU physician should accompany the DHO staff to assist In
monitoring case management practices. Other supervisory tasks concerning health
personnel, facility maintenance, supply of ORS and required drugs, and reporting of
cases treated should be done by the DHO staff.

• If necessary, basic equipment for managerial activities should be provided for the DHO
on a selective basis.

b. Personnel and Equipment

Additional staff (physicians) should be deputed to the DHO's office to monitor and supervise expanded
COD activities. As other curative and preventive activities are established In health facilities (ARI, Infant
nutrition) the duties of these staff may be expanded to provide integrated monitoring and supervision of
these areas.

In rural health centers which may see only three or four cases of diarrhea per day, the standard
-package- of equipment provided for each ORTU should be reviewed with the goal of providing only as
much equipment as needed by each facUity.
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c. Health information system.

Recommendations on data collection and analYSis are as fotlows:

• The present ORTU data register shoUld be used during the first few months after an
ORTU opens and when new medical' officers are assigned to the unit (serving as a job
aid).

• For the longer term, only data should be cotlected that is essential for management and
monttoring of disease trends. This would Include: name of the center. date. patient
number. patient name, age (months), sex. weight (grams). Type of diarrhea (acute
watery. ~oody, persistent). degree of dehydration (none. some. severe). nutritional
status (Gomez 1,11,111). and outcome (rehydrated, admitted, died, drop-outs).

• Data regarding reported practices by the mother (feeding, fluids and prior treatment)
should not be routinefy obtained as they are unlikely to be very reliable. Trends in such
behaviors should be monitored using a standard method (e.g. in depth interviews of a
randomly selected sample of mothers). More accurate evaluations would require studies
in the community.

• Data should be analyzed to provide yearly summaries for each type of diarrheal
incidence, sex, age distribution, seasonality. nutritional status, outcome. Data from all
ORTUs should be summarized and feedback provided to those from which it came.

5. Research

The following areas require additional research:

• Behavioral research to clarify major determinants of prevalent breastfeeding patterns,
especially failure to continue breastfeeding, and the widespread belief that milk supply is
insufficient and that supplementation with artrficial milk is required.

• Definition of risk factors for post diarrhea distension. if this continues to be a- major
problem after the banning of antimotility drugs.

• Description of patterns of use of CAS purchased by mothers in the community. This
should focus on when ORS. is used. how it is prepared, and how much is given.

• Formative research to devetop messages to promote more appropriate Infant feeding
practices.

• Research to identity practical approaches that would improve the follow up of
malnourished children

• Studies on the content of medication used by traditional/non licenced
healers/dispensers. Definition of an approach to reduce use of opiates (if widely used).

C. Financial Sustalnability

• To assure a smooth transition for the recurrent costs of the DTUs. the Federal and
Provincial governments should begin now Including the rs. costs of the COD activities in
Its recurrent budget so that when the project finishes in 1993, there are no gaps in
financing, or lost of momentum.

Consideration should be given to reqUiring that the teaching hospitals to provide
recurrent financing for the units on a graduated basis. Given that the recurrent costs of
DTUs are lower than the cost of treatment of hospital patients with IV solutions. the key
issue with respect to the financial sustainability of the units will be the turning over of
financial responsibility for these units to the GOP.
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•

The mid-term evaluation of the CSP should determine whether project efforts have
progressed far enough to move DTU physfcians from project to government positions,
and if so to recommend a strategy and timetable for doing so. This shift should be
undertaken before the end of the project to enable those assigned the govemment posts .
(if not the physicians employed by the project) time to learn their roles and
responsibilities.

Since the principal recurrent costs of ORT comers will be for the replacement of ORT
equipment/supplies and the resupply of ORS packets. An assessment should be made
of the estimated long run requirements for ORS from DTUs and ORT comers, and the
cost of meeting these requirements from either the NIH or private sources. The
assessment should identify whether there currently is sufficient provision of govemment
funds for OAS.

Provinces should be encouraged to follow the example of NWFP and reallocate funds
expended for anti-diarrheals for the purchase of CAS, to assist in financing any gap
between current and required expenditure.
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CHAPTER IX

CHILD SURVIVAL PROJECT

A. Summary Description and Current Status

•

The goal of the CSP is to reduce infant and child mortality rates by at least 25 percent by 1994 and
sustain these rates. The strategy is to focus on COO, EPI. ARI and nutrttion through a concentrated array
of interventions emphasizing, training, but also management, planning, monitoring and
communication/social marketing. The project wUI be developed in two phases over six years with a
USAID contribution of US$ 62 million. The GOP will contribute an additional US$ 23 million. The contract
has been awarded to Management Sciences for Health and the collaborating organizations. As of June
1990, three of the five expatriate team members are already in place and operational elements for
implementation will be in place and functioning prior to end of FY 1990.

B. Support for Other CS Interventions

The relationship of the new CSP Project to the terminating PHC Project as it concerns EPI. COD.
Training, Community Involvement, Communications HIS, Monitoring and Supervision, has already been
discussed in the previous chapters. The following findings and recommendations deal with: ARI, Maternal
Health, Teaching Pediatrics to Medical Students, and Improvement of Health Systems.

1. Findings

8. Acute Respiratory Infection (ARI)

Acute respiratory infections are a major cause of infant mortality. Their importance equals that of
diarrheal diseases. Taken together, these two problems account for about 60 percent of infant mortality
in most developing countries. Most ARI deaths are due to pneumonia, which is caused largely by
antibiotic-sensitive bacteria (5, Pneumonia, H. Influenza). Earty recognttion of pneumonia and treatment
with an appropriate antibiotic can be highly effective in reducing deaths from ARI. Techniques have
recently being developed for detecting pneumonia, based upon counting the respiratory rate and
observing chest indrawing in coughing children. These techniques can be used by trained health
personnel in peripheral facilities, thus making earty detection and treatment of pneumonia a practical
strategy for reducing ARI-related mortality.

b. Maternal Hearth

Improved maternal health is an established objective in Pakistan. This includes provision of pre-natal,
delivery and post-natal care in the community and at health centers by TBAs. dais, LHVs and other
health workers. Maternal health activities have direct importance for improved child survival through:

• Improvement in maternal well being; for e.g.• improved maternal nutrition reduces the
incidence of low birth weight which is an important risk factor for infant mortaltty;

• Activities directly related to infant heatlh; for e.g. ante-natal immunization with tetanus
toxoid and ante-natal or immediate post-natal promotion of earty and exclusive breast
feeding.

The National Health Polley and Seventh Five-Year Plan calls for FamDy Planning Services
to be offered in PHC facBities as well as MCH clinics. This Important decision still needs
to be Implemented in all four Provinces.

c. Childhood Malnutrition

The high prevalence of malnutrition in Infants and young chndren in Pakistan is well recognized. This
results mostly from widespread severe deficiencies in feeding practices whIch are:
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• The frequent, inappropriate use of formula and animal milk, given with a feeding bottle,
for Infants 0-6 months of age; and .

• The continued use of feeding bottles, and very late Introduction of nutritious solid foods
after six months of age. . .

• Until the nutritional state of children is improved, by improving routine feeding of the
healthy child, the impact of COO (and to some extent ARI) interventions on mortality will
be limned.

Although nutritional management of diarrheaJ diseases and respiratory infections is important and can
reduce their contribution to under-nutrnion, these will remain important causes of mortality until normal
feeding practices are improved. Thus. efforts to directly address the root causes of childhood
malnutrition are essential. Improved feeding requires multiple approaches to teaching mothers
appropriate feeding practices, and to identifying and giving special help to infants already malnourished.

d. Teaching Pediatrics to Medical Students

The importance of strengthened teaching of pediatrics to medical students has already been emphasized
for diarrheal diseases. However, this applies to all pediatric topics, and especially to those related to
child survival. Adequate teaching of pediatrics has not been possible, however, because the time
allocated to pediatrics is too little (about 4 percent of the entire medical school curriculum) and the
SUbject Is not taken seriously by students because it Is not a major component of the qualifying
examinations. Until these constraints are removed. it will be impossible to teach students adequately and
any efforts to improve child survival will be of limited efficacy and costly to implement (because It will
require retraining of inadequately trained physicians).

It is essential. therefore. that pediatrics be made a major examination subject with substantially increased
teaching time. The pediatric cullicular should also be revised to give priority to child survival topics and
to emphasize the development of skills required for patient management. It is encouraging that this is
now a stated policy of the government; every effort should be made to implement this policy with a
minimum of delay.

e. Public Health System

• Health Information System (Including the Monitoring Information System)

There is a consensus and universal recognition at all levels that the current Information
system is too cumbersome. In addition, information collected is not otten used at
district. divisional, provincial levels for planning, management, and evaluation purposes.

One positive step which should be noted, expanded and/or integrated into a larger
health information system is the Monitoring Information System (MIS) developed lunder
the PHCP with more than 300 Centers participating. especially in /the Sindh and NWFP.
Evaluation showed that: 1) the longer the system was in place the more likely that drug
supply of essential medicines Increased. and 2) utilization of PHC facDities increased with
better drug supply. (fables 1 through 4 in Annex G document the progress between
1989 and 1990.)

:

• Planning - Manpower and Infrastructure

The GOP undertakes a variety of planning exercises: Five-Year plans, ADP"s for
development budget, EPI/CDD plans. However. there appears to be little connection
between Investment planning. program priorities and likely recurrent budget (trade-offs
between expansion and quality of service). Provincial health offices hav~ a statistical
officer, but there is no well developed planning capabDity. Annual program plans d
divisional chiefs for the most part are not regularly reviewed In light of recurrent
resources.
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• Pharmaceuticals

The team on its visits found that there were insufficient drugs at peripheral health
institutions. Expensive name brands sometimes replaced acceptable generic drugs and
lower cost substitutes. DRS packets were distributed both through medical stores and
EPI systems. but they did not always make it to peripheral facilities. This problem has
been addressed in part under the PHC within its Monitoring Information System (MIS)
program under which the percentage of key medicines available at heatth facUitles
participating in the MIS program increased substantially between 1989 and 1990. (The
MIS reporting form allows the reporting peripheral health facility to highlight major
problems such as lack of medicine to provincial decision makers.)

1. Private Sector

Though the team was not able to review the private sector activities in detail. it was felt important to
share its observations in this area even though it was limited by time and scope. We feel it Is Important
since the private sector has such a valuable potential to assist in future Child Survival activities.

We observed that there Is an active private commercial sector in Pakistan for the marketing of health
care products and for producing messages for mass communication. These skills can be utUized and
managed tf the government sector is properly orientated and trained. There does not exist sufficient
means of ensuring adequate coordination between the public and the private sector.

In addition, there is general skepticism of the quality of products produced in the private sector as well
as its motives. Understanding of the quality standards is weak and the standards are not reinforced or
adhered to. Regulation for the private sector is either none existent or not enforced. Make stronger
problem with private sector in PHC was that advertising companies had no technical expertise and didn't
know where to go get it.

Non-Governmental Organization (NGOs) play an important role in the delivery of health services in
selected areas of Pakistan (largely in the urban areas). However, they have operated largely
independently of the PHC project and their resources have not been fully utilized.

There are muJti~e cadres of private practitioners operating in both the urban and rural areas. Urban
areas include largely the private clinician while the rural areas are domina'ted by after-hour private
practice by government employees and traditional practitioners. The private practitioner fills an important
niche in the delivery of health services and provides up to 80 percent of the health care in some areas.
The quality of services varies greatly as well as the fees charged to the patients. Government-supported
training has generally reached the government employees that are practicing after hours but other cadre
have not benefited from these in-service training programs. A Health Partnership should be the goaJ of
the public/private activities. Both have important rdes to play.

2. Recommendations

8. Acute Respiratory Infections

• Pakistan should develop and adopt a national plan for developing or Implementing an
ARt control program.

• Health workers should be trained In detection and management of ARI, especially
pneumonia.

• Behavioral research is required to develop practical approaches to Improving maternal
awareness of the signs of serious ARI and promoting early health seeking from trained
health workers.

- -,
:.>

)

• The implementation. supervision and monitoring of ARI control should be conducted
both administratively and at the health facUity level with that of CDD, nutrition and EPI.

54



b. Maternal Child Health

• Efforts to strengthen maternal health activities should be continued at the community
level and in health facilities.

..
•

.,.
Health workers should be specifically trained to use ante-natal visits to promote
appropriate nutrition and assure that tetanus vaccine has been given. Ante-natal, detivery
and post-natal visits should also be used to promote early and exclusive breast feeding
and to assist mothers in solving problems encountered during attempted breast feeding.

• Family Planning Services should be added at PHC as soon as feasible with training of
MOs and Paramedics (LHVs and FHTs) as needed.

c. Nutrition

• A national program should be developed to improve infant feeding practices with the
objective of greatly reducing the incidence of protein/calorie malnutrrtion in infants and
young children.

• Plans should be developed to:

Effectively promote exclusive breastfeeding for the first six months of life;

Discourage the use of artificial milk in infants below 6 months of age, and of
feeding bottles at any age;

Achieve routine Introduction of nutritious weaning foods in adequate amount
starting at six months of age, while continuing breast feeding;

Formative research should be supported to· assist the development of effective
messages on improved feeding practices;

Health workers should be trained in teaching mothers appropriate feeding
practices, and key opportunities for such training should be identified and
exploited, such as (a) during antenatal visits and at birth (to promote early and
excJusive breast feeding), and (b) during health facility visits (to encourage
feeding practices appropriate for the child's age);

Nutritional status of children should be monitored at all health facility visits and
appropriate advise in feeding and follow ups given, as reqUired; and

Children identified as having grade /I or 1I1 malnutrition should receive special
attention, growth monitoring and follow ups.

d.' Teaching Pediatrics to Medical Students

• Efforts to greatly strengthen the teaching of pediatrics to medical students should be
developed and implemented with the highest priority. this will require that more time be
allocated for this subject and that pediatrics be made a major examination subject.

• The above changes should also involve a revision of the pediatric curriculum and
teaching methods with priority being given to the following objectives:

The teaching of chnd survival topics, such as COO, ARI, Nutrition and EPI;

EmphasizIng strategies to control major causes of childhood morbidity and
mortality;

Assuming that students develop essential clinical and communIcations skHls;
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Preparing students to manage and prevent prevalent childhood diseases under
circumstances encountered at basic health facilities.

e. Improvement in Public Health System

• The PHCP evaluation team strongly supports the proposal of the CS project team to
take a comprehensive approach for revision of the HIS.

• To the extent that long·run sustainability of CS activities depends on successfuJ
operation of public health system more emphasis over LOP should be given to
strengthening health sector planning (long and short-term) - particulany at provincial
level. Focus is recommended at the provincial level as that is where decisions about
level and allocation of funds is made.

• High priority should be given to (i) conducting an assessment of the systems for
purchase and distribution of medical commodities for core CS interventions
(EPI/CDD/ARI), including an assessment of the overall pharmaceutical and medical
supply system; and (ii) a companion study to determine whether adequate financial
resources are available for the provision of essential medicines to peripheral units
assuming better management of the system, and adherence to proposed formularies.

1. Private Sector

• The GOP with assistance from the CS Project should invest in workshops and
conferences to encourage pUblic private collaboration. It should invest In skill buUdlng of
appropriate government staff in the area of management and supervision of private
sector contracting. Involvement and/or consultation of the private sector on appropriate
subjects and committees should be encoLiraged.

• NGOs should be encouraged to participate fully in health care delivery as appropriate to
their skills and expertise. They should be involved in major health care discussions and
participate in coordinating bodies as appropriate. The GOP via the CSP should indude
NGOs in their training and health care delivery activities. Incentives should be explored
to encourage greater support to NGOs by the general public. The Phase II idea of a
NGO council could be ex~ored by the MOH assisted by the CSP in order to involve
NGOs more effectively in CS activities. NGOs should be encouraged to increase their
activities in the rural underserved areas.

• The government in cooperation with the CSP should encourage the full participation of
private practitioners in child survival activities. This would include in-service training
activities as well as targeted communication and marketing activities to this group. The
project should work with professional organizations which include private practitioners
(such as the Pakistan Medical Association) to tap into this channel of influence.

• Quality controf is essential for the delivery of services as well as the production of health
products. The CSP should work with the governm~nt to ensure that proper quality
assurance procedures are developed and that there are sufficient means for verification
of these standards for private sector production of products. Good Manufacturing
Practices (GMP) should be foflowed on each item.

Marketing should be encouraged In order to Improve access and avanab~tty of products
in the private sector. Various alternative models/organizations for this partnerships whh
the private sector should be explored to ensure maximum use of these strategies.

• The CSP should continue to seek new and innovative ways to utilize the private sector In
carrying out its activities.
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ANNEX A

AlTACHMENT I

USAID/PAKISTAN PRIMARY HEALTH CARE PROJECT

SCOPE OF WORK - FINAL EVALUATION

I. Activity to be Evaluated

Project Title:
Project Number:
USAID Funding:
LOP Dates:
PACD:

Primary Health Care
391-0475
S30 million (grant)
FY82-FY90
9/30/90

II. Purpose of the Evaluation

This evaluation will be summative in that it will attempt to measure the effect of (1) the Primary Health Care
Project (PHC) in terms of increased coverage and quality of rural health services and (2) of project
assistance for two components of the Accelerated Health Program: Expanded Program for Immunization
(EPI) and Control of Diarrhoeal Diseases (COD). This evaluation will also be formative: it will identify
successful approaches used in the PHC Project which should be continued in the new Child Survival
Project, approaches which should be modified to be more effective, and activities which did not work and
should therefore not become a part of the new project.

A. The evaluation will have the following purposes

1. Given the level of resources available, measure the success of the project in achieving improved
coverage and quality of rural health services with focus on the three main components of the
project:

• Management of rural health services
• Training of Health Technicians
• The Accelerated Health Program, particularfy the use of PHC funds for COD and EPI

2. Identify (a) successful approaches and lessons learned in the Primary Health Care Project which can
be applied to implementation of the Child Survival Project, (b) approaches which should be applied
with modifications and (c) approaches which were not successful and should be discontinued.

3. Make specific recommendations for a smooth phase-over from activities funded under the Prir;nary
Health Care Project to funding and management under the Child Survival Project. These include
management information and personnel systems; training of mid-level health workers and physicians;
nutrition assistance; and institutional areas such as roles and linkages of various federal and
provincial bodies involved in the health delivery system and communications programs. Specifically,
the evaluation should review interaction and coordination between national and provincial
governments and between the provincial heaJth departments and the medical schools.

4. Identify areas or issues which need further analysis during Phase I of the Child Survival Proiect
(including activities to be developed for Phase II of the Project) such as:

• priorities for project-funded research and policy analysis

• approaches to private sector and community involvement in Child Survival

• institutional and management issues to assist PHC programs besides 'he twin engines· of
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Child Survival, that is nutrition, maternal health, and control of tuberculosis and acute
respiratory infections, and
Improved management of pharmaceutical systems for essential drugs such as ORS,
vaccines and antibiotics.

--

The evaluation will include a review of data and information from the national immunization and control of
diarrheal diseases programs, the Basic Health Services, the PRITECH project, and the Primary Health Care
(PHC) Project. The GOP's Accelerated Health Program, which has three major components- the national
immunization program, the oral rehydration therapy program and the training of tradttional birth attendants
. has received GOP funding since 1982. USAID, through the addition of Child Survival funds to the PHC
Project, has continued to assist the Expanded Program for Immunization and the national Control of
Diarrhoeal Diseases Program. These two national programs are central to the US$62 million Child Survival
Project (391-Q496).

III. RationalE: for Changes In Project Outputs

As described below, measurement of the project outputs stated in the Project Paper will not be used in this
final evaluation because (1) assumptions used in the Project Paper did not hold true, i.e. reliability and
validity of baseline data, and use of disease reporting systems in the health sector, and (2) changes in
government policy and priorities required changes in project priortties and strategies.

The Project Paper called for a final impact evaluation to assess the success of the Project in achieving tts
goal and purpose and in meeting its targeted outputs. The impact was to be measured by comparing
results from a baseline survey in selected sites of the country with surveys conducted In the same sites in
the middle and at the end of the project. The objectively verifIab'e Indicators called for reduction In rates
of infant mortality, moderate to severe malnutrition, and deaths due to diarrheal diseases. These
measurements are not possible without good vital events. registration and disease reporting systems.
Creating such systems in Pakistan required far more resources than were available in the PHC Project. The
baseline survey conducted for the project required four months of project staff time spent exclusively on the
survey. Despite the time dedicated to the survey, there were problems with data quality and a sample that
was not representative nationally or provincially. The mid-term evaluation team recommended that
GOP/USAID not carry out any further surveys. Instead the team recommended more concentration on
disease surveillance and management information systems.

Consequently, the final evaluation team will not be able to answer whether the project achieved its goal of
improving the health status of the rural population. However, the Ministry of Planning and Development
estimates infant mortality rates have fallen at least 20 percent due to the successful immunization program.

The team will also not be able to assess the success of the project in meeting targeted outputs in the PP
at the purpose level since the provincial health departments are no longer promoting an Integrated Rural
Health Complex. The Integrated Rural-Health Compiex consisted of one Rural Health Center (RHC), staffed
by physicians, with four satellite Basic Health Units (BHUs) staffed by medical technicians. With the large
numbers of physicians being graduated, doctors are being posted at each Basic Health Unit so the BHUs
no longer rely on supplies and supervision from the RHCs.

Finally, the outputs on community health workers (CHWs) called for In the PP were also changed. The sixth
Five Year Development Plan made no provision for CHWs. Medical (now Health) Technicians were not
encouraged by the provincial health departments, therefore, to train and supervise CHWs. One pUot project
was undertaken through the PHC Project, with PRICOR assistance, to test a training and supervision model
for CHWs.

The Ministry of Health has reviewed the Statement of Work and agrees with the objectives of this evaluation.

IV. Background

Over the last fIVe years, there has been a growing concern In the Government of Pakistan that the social
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sectors have been neglected. Poor performance In the social sectors is reflected in an estimated Infant
mortality rate of 100/1000 births, a rate which is almost double that of other Asian countries at similar levels
of economic development, in high fertility rates estimated at 6.7, and female literacy rates of around 20
percent. A recently pUblished report on the· 1985 National Nutrition Survey found that 15 percent of children
under 5 years of age In Pakistan are acutely malnourished. These rates are on the same order as those
found in the national 1976 Micronutrient Survey. Despite severe budget constraints,the elected government
is now preparing an ambitious health and population policy to Improve health and welfare of the population.
Many of the initiatives, especially on the financial side, are new and important and wJ1l involve donor funding.

Pakistan was named by AID as a Child Survival Emphasis country in 1987 because of the potential in
Pakistan to reduce the high infant and child mortalrty rates. While the complex Child Survival Project was
being designed. the Mission added USS10 million to the Primary Health Care Project and redirected the
Primary Health Care Project to target assistance to the life-threatening health problems of infants and young
children.

The purpose of the 30 million dollar Primary Health Care Project remained the same. It is to improve the
coverage and quality of rural health services in Pakistan. With project support, the provincial health
departments have introduced some management systems in ruraJ health facilities, developed the training
program for mid-level health workers called Health Technicians (HTs) and Implemented the Expanded
Program of Immunization (EPI) and Control of Diarrhoeal Diseases Program (COD).

A. Emphasis on Improved Access to Services

In the social policy environment of the early eighties, the Mission designed the Primary Health Care Project
with modest objectives which built on the previous Basic Health Services Project's efforts to train mid-level
health workers. In the early stages, both the GOP and Mission emphasis was on improving the access of
the rural population to health care. During the last decade, the GOP has made significant progress in
improving coverage of health services. GOP has built over 2,500 rural health facDities, graduated 25,000
physicians and trained 30,000 traditional birth attendants. With PHC project support, the GOP has built and
equipped 13 Health Technician Training Centers around the country and deployed 2,300 health technicians.

Because of the management priorities required to achieve this output, the term -Primary Health Care
Program- seemed synonymous with a program to construct and staff RHCs/BHUs. The objective to build
a low cost. broad-based health system with a phUosophy of community self-reliance to provide essential
primary care seemed secondary. Services such as immunization, rnalaria, tuberculosis and diarrheal disease
control, which were considered ·Primary Health Care-, according to the UNICEF{WHO 1978 Alma Ata
Declaration, were run as centralized programs with separate management structures. Each program,
inclUding the PHC Program of the Basic Health Services Cell, distributes, for example, commodities and its
own reporting forms to the rural health centers, often requesting similar or the same information.

The emphasis on access to health services, did result in an increase in the doctor to population ratio from
3,320 in 1981 to 2,900 in 1988. With strong political and management support, the national Immunization
program increased vaccination coverage rates of the 12-23 month old population remarkably from 5 percent
in 1982 to approximately 80 percent today.

Other qualitative and coverage aspects of the primary health care system, however, did not Improve. There
are severe shortages of health auxiliaries, particularly female health workers and nurses. There Is one nurse
for about 10,000 peopte. Disease reporting systems are outdated, inefficient and are not used for determining
priorities. The curative bias of medical education relegates preventive medicine and health education
activities to a low status with low remuneration. In addition, many facUities run out of life-saving drugs.
Essential drug lists Include some ineffective drugs which use resources that could be appfied to procuring
larger quantities of vital drugs. Sustained community outreach programs seern to flourish only If there are
committed public health professionals Involved In them. These professionals are the ones who have either
overcome cultural or financial constraints In the peripheral facUlties e.g. IRHCs Havelian and Pithoro), or who
work in programs of NGOs, such as Aga Khan Foundation, where there are substantial resources for
supervision and travel.
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B. Strategies to Improve Quality of Heahh Services

The GOP Is taking steps to address some of these shortcomings in strategies for coverage of target
populations and in the quality of health care provided by the Government. With PHC Project aSsistance,
the curriculum of the HT Training program has been revised to help HTs build community health skills
particularty for priority services. Enrollment of females in the HT training program has more than doubled.
The new national health policy promotes the concept of a national drug formulary, a paid village health
worker program, and some health financing schemes.

A mid-term evaluation of the project was held in November 1985. The team's overall conclusion was that
formal training alone (which was a central focus of the project) could not overcome the financial and
qualitative obstacles to realizing the potential of the Basic Health Services for an impact on the nation's
health. The team identified several management issues which were affecting the delivery of priority services.
Among these issues are: health professional's poor understanding of each other's roles; poor supervision
systems; poor empirical evidence (Le. information and research systems) upon which to base strategies and
decisions; and poor career and incentive structures for community medicine and health.

The evaluation team also discussed the high recurrent costs of the Basic Health Services strategy. At the
time of the mid-term evaluation, the MOH did not have staff who could conduct a rigorous analysis of
recurrent costs. Since the recommendations to undertake an analysis of recurrent costs could not be
implemented under the Primary Health Care Project, the Mission used the mid-term evaluation to focus the
Primary Health Care Project on improving the quality of priority services listed in the Sixth Five Year Plan:
immunization; nutrition; control of diarrheal diseases; malaria; acute respiratory infections and tUbercuJosis.
Because of the complexity of improving maternal services and the PHC project's limited staff resources,
services for obstetric emergencies, prenatal care and family planning in the rural health services were not
actively assisted. The US $10 million for Child Survival was applied particularty to the immunization and
control of diarrheal diseases programs. A PRITECH buy-in was executed to strengthen the training and
communications components of COO.

The completion date of the project has been extended twice. The first extension was to add the Child
Survival component and to complete the construction component of the assistance for HT training which
had been delayed while land titles were obtained (and In some cases sites were changed). The second
extension was granted to complete project support for the local production of tetanus toxoid vaccine and
to continue child survival activities until the new Child Survival Project made it through the GOP approval
process.

v. Statement of work

A. Objectives

1. To assess the success of the PHC Project in achieving its purpose and outputs particularty for the
three main components: management, training of health professionals; and the Accelerated Health
Program.

2. To identify lessons learned and successful approaches in the Primary Health Care Project. induding
the Diarrhoea Training Unit (DTU) effort, which should be applied to the Child Survival Proiect.
approaches which should be used with modifications, and approaches which should not be used
in the Child Survival Project.

3. To recommend mechanisms to ensure a smooth transition from PHC Project assistance to Chnd
Survival Project assistance for components Identified as critical to the Child Survival Project.

4. To determine program Issues and policy areas reqUiring analysis under the Child Survival Project.

5. Specifically. the evaluation team wUl focus their investigation on the questions listed below In order
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of priority for each section. In responding to the questions, the evaluators must ensure that the final
report clearly distinguishes between their findings (the empirical evidence), their conclusions (their
interpretation of the evidence and judgment based on the interpretation) and their recommendations
(which should be actionable and based on their judgment). Recommendations should be supported
by empirical evidence and judgment based on the Interpretation of this evidence.

B. Questions needing answers

1. Overall Issues

8. Sustainablllty

(I) Institutional

What will be the role of the national and provincial government in policy research and formulation and in
implementation of the various components of the Child Survival Project? Given this role. what are the
staffing levels required for federal and provincial Basic Health Services Cells; for NIH; and for training
programs in the medical colleges? Is there a role for current PHC staff (management analysts. training
specialists, physicians. and LHVs) under the Child Survival Project?

Some of these institutional questions need to be addressed thoroughly in connection with evaluation of the
DTU program (see section 4 (v) ).

b. Ananclal

Based on the PHC project's difficulties in analyzing and testing ways to manage recurrent costs. how should
the GOP (through the Child Survival Project) approach the question of sustainabiJity and recurrent costs at
the national and provincial levels? How should the project address the question of sufficient GOP funding
for components of the Child Survival Project?

(I) Private Sector

What can be learned from the PHC project's experiments Involving the private sector in DRS marketing and
communication programs? How can private sector initiatives for appropriate Child Survival activities, such
as ORS or iodized salt production and marketing and mass media communications be implemented
effectively?

(II) Indicators for Evaluatlon

How can we improve measurements of the Child Survival Project's impact? Measurements of decrease in
mortality and morbidity require reliable and valid baseline data. which Is not available, and surveUlance and
monitoring information which is available only on a very limited scale. How can spectfic needs for additional
information best be met (disease reporting and management Information systems, surveillance systems,
national or local surveys, operations research. qualitative research, medical anthropology, etc)? Of these
data-generation processes, which are the priorities?

(III) Community Involvement

What levels of community participation exist In the current GOP health system? What are the next steps to
improve participation?

.' 2. Management Component

a. InitiaJly the PHC Project design was comprehensive in scope. AssIstance was to be used to
strengthen all aspects of the ruraJ PHC system. Subsequently, almost half of project assistance was
targeted to selected chAd survivaJ prog~ms since both AID and GOP felt there were few visible
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b.

c.

d.

e.

3.

8.

b.

c.

d.

e.

f.

4.

a.

outcomes from this nonfocused assistance. The provincial health departments, on the other hand,
have been integrating their vertical programs, such as" EPI. COD. malaria. T8 etc. for a more
comprehensive approach to Primary Health Care. Given the level of AID/GOP resources, what have
been and/or are likely to be results of sbifting from a comprebensive PHC approach to one which
targets child survival services?

Assistance to improve management of rural health services Is time-consuming and labor-intensive.
Yet, improved management cannot be ignored if better quality services are to be sustained. What
is the most important assistance AID should give under the Child Survival Project for strengthening
management of selected services?

Based on a review of the PHC Project's in-country management and training activities, what should
be the minimum type and number of such in-service training programs to be institutionalized? Where
should such training programs be institutionalized? Should in-service training continue to be central
to the Child Survival Project?

What has been the role of the Federal and Provincial Steering Committees and the Interprovincial
Coordinating Council (now Directors of Heatth Services meetings)? Is it effective? Which
Coordinating bodies should continue to function?

Based on the PHC experience with monitoring and follow-up of the PHC project sites and the DTU
sites, what would be the most effective monitoring and follow-up systems? Where should these be
institutionalized? How could these systems be assessed periodically? What system of feedback
should be established?

Training Component

What are the lessons learned from PHC Project experience with the recruitment, training, deployment
and retention of female health workers (particularly HTs and CHWs)? How can female recruitment
be accelerated?

What lessons were learned from experience in construction and furnishing of the 13 HT schools?
What were the cost-benefits of using AID resources for this activity?

How can the experience from the pilot project in Mansehra District on training and supervising
CHWs and the early project experience with village health committees and volunteer CHWs be
applied to the GOP plans to recruit, train and deploy two paid village health workers in every village?

See also 2 (iii)

See also 5 (ii)

How can training programs conducted by the provinces with PHC funds, but minimum PHCP
technical Input be monitored/assessed? How can mechanisms be developed for assessing and
financing such efforts while meeting USAID's requirements, I.e. expense reports, receipts, quality,
etc.?

Expanded Program for Immunization (EPI) Component

Vaccine Production

What Is the cost benefIt of PHC Project assistance to vaccine production at NIH? Given HPN'~ level
of resources. AID assistance for this activity must end as planned on 30/9/1990. How might some
activities, such as training Virologists. quality control. and Improving marketing of vaccines (which
could Improve sustalnability of the program) be assisted without Involving USAID?
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c.

Monitoring and Surveillance

The resutts of the EPI are monitored and evaluated using population coverage figures. Should AID
assistance. under the Child Survival Project. require In addition a measure of reduction in incidence
of vaccine-preventable diseases? If so. how could the NIHjWHO surveillance system be
strengthened to accomplish this?

Training

See also 5 (iid) and 3(vi)

d. Commodities

Based upon PHC Project experience, how should the Child Survival Project continue to supply large
numbers of disposable needles and syringes and vehicles/motorcycles as were provided by the
PHC Project? Is a needs assessment required?

5. Control of Diarrheal Diseases

a. Case Management

To what extent does case management in the Diarrhea Training Units (DTUs) and facilities assisted
by the DTUs follow the DTU policy and WHO/PHC Guidelines? Does case management of diarrhea
patients seem to have improved as a resutt of the DTU effort: In the major DTUs? in the health
facilities assisted by the DTUs? If no, why not? If yes, how?

b. Training

(I) What are the lessons learned from the DTU training effort in terms of formal training of
physicians during DTU workshops and on-the job-training of physicians and paramedics in
health facilities?

(II) Do the pre and post training assessments of health facilities contribute to improved case
management? If yes, how? If no. why not? Should pre and post training facility assessment
be continued as is, mex:Hfied or should it be discontinued?

(III) What has been the impact of training in terms of (a) case management of diarrhea patients
in health facilities. (b) knowfedge and skills of health workers in the management of diarrhea
patients. (c) knowledge and skills of parents after they have been to health facilities assisted
by the DTUs?

(Iv) What has been the result of training of peripheral heatth workers conducted by the provinces
using PHC funds and WHO course material? What are the pros and cons of conducting
joint EPI/CDD sessions?

c. Monitoring and Follow-up

What would be an effective system of monitoring case management and providing constructive
f~back to physicians, health workers. and administrators? Who should be responsible for
developing and implementing such systems? In what manner and by whom should feedback be
given to health facUity staff and to provincial hearth administrators?

d. See also 2 (v)
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:

9. SustalnabJllty.

What has been the role of provincial health officials in the DTU effort? To what extent have
project st~ff and health officials collaborated. particulany in the planning session during
training and field work? How could roles and responsibilities be defined and allocated to
increase the probability that the DTU effort will be sustainable after the end of the project?

(II) What should be the roles and responsibilities of the DTUs and of the provinciaJ health
departments in : selection of trainees; pre training assessment of the health facility to be
assisted; DTU training workshop and follow-up; on-the-job training staff assisted by DTUs?
How could these roles and responsibilities be institutionalized within the provincial health
departments and DTUs to ensure sustainability?

(III) How can the Diarrhoea Training Units (DTUs) effort be sustained in terms of manpower and
required collaboration between the DTUs and the provincial government in monitoring and
follow-up?

(IV) Are the ORT equipment and minor construction funded by the PHC project required? How
can the provinces absorb the costs to make this effort sustainable?

(v) Are project DTU physicians. LHVs and vehicles needed for the successful accomplishment
of the DTU effort? Are there alternatives which should be considered in order to increase
the probability that the DTU approach will be sustainable?

VI. Methods and Procedures

This evaluation will not be suitable for 8A firms because the Mission requires a team of senior individuals with
a long-term perspective and proven experience in international health. The priorities of the Primary Health
Care Project, which began as a five year project. have been redirected and the project extended twice to
become an eight year project. The recommendations from this final evaluation will be used to make
implementation of the ambitious Child Survival Project as efficient and effective as possible.

The evaluation should begin o/a 4 March and finish o/a 4 April. The team is authorized to work a 6 day
work week. It is important that the team begin the first week of March to avoid field work during the holy
month of fasting (Ramazan). After Ramazan, the weather becomes difficult for travel on a tight schedule
since it is extremely hot. The monsoon season begins by the end of June. The extension of one team
member for an additional week to complete the report would be desirable.

One month prior to coming to Pakistan, members of the team should receive and be asked to critically
review: the PHC Project Paper, the PHC mid-term evaluation report, the PHC Project Brochure, and the Child
Survival Project Paper. Individual members of the team should aJso study appropriate consultants' reports,
such as those prepared by PRITECH, and published curricula and other documents and registers developed
by the Basic Health Services Cell and the National Institute of Health. The Minutes of the meetings of the
Interprovincial PHC Steering /Directors Committee and the reports and data from the PHC project
monitoring system should also be analyzed. Based on these documents and the expertise of team members,
the team will draft a proposed evaluation strategy, which should further delineate questions and specify
methods for collecting and analyzing information.

Team members should meet in Washington o/a March 1 for 2-3 days to complete the proposed strategy.
In AJD/W the team should aJso attend a briefing on health sector assistance to Pakistan with ANE/TR/HPN
and S&T/Health and present a summary of the proposed evaluation strategy..

DUring the first week in Pakistan, the team will meet with GOP and AID officers and representatives of donor
agencies in Islamabad to review and modify the team's proposed evaluatron strategy. The Mission estimates
that this review period and finalization of methods for collecting information In the field will take
approximately three days.
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The team will then divide up to make field site visits to all four provinces. The field visits will take
approximately three weeks. Pakistani field staff will be available as interpreters and to arrange field trips.

Team members should write reports dUring the field visits to the provinces as they gather information. Thus,
during the last three to five days. team members will work together in Islamabad to consolidate reports from
the provinces and to write findings and recommendations to be presented to the GOP and the
USAID/Pakistan Mission Evaluation Committee. The report should dearly state each question, methodology
used to answer the question, findings related to question, and recommendation based on findings.
Recommendations should also state the assumptions used.

VII. Team Composition

The evaluation will be conducted by a joint GOPlAID team. As called for in the Project Paper, the major
donors in the health sector (with in-country offices), Le. WHO and UNICEF will be invited to include a
member on the team. One member, probably the team leader, should be from AID fW.

A. AID will I &quire the following team members

1. Team Leader

This person should have extensive experience with AID evaluations and should have a strong public
health background. The team leader must have strong leadership and negotiating skills and excellent
writing skills.

2. PubHc Hearth Physician/Epidemiologist

The Physician should have extensive experience in delivery of health services in developing
countries, particularfy of primary health care. This experience is important to evaluate the
management and Child Survival components of the project with respect to quality of services and
priorities. The physician should also have training or experience in epidemiology. The outdated
health information systems in Pakistan must be strengthened for adequate monitoring of the
progress of the Child Survival Project. The PHC project must be evaluated accordingly.

3. CommunlcatJonsfTralnlng Specialist

This expert should have extensive experience with communications/social marketing and training
in the health sector in developing countries, preferably Asia and the Middle East. In addition to
technical skills related to training and communications. this individual should have experience in
assessing institutional capabilities and with institution building/development.

4. Hearth Economist

With importance being placed on health financing issues, the evaluation requires an economist who
can review the limited economic analysis of project-assisted activities in the health sector and make
practical recommendations for the Child Survival Project. The Health Economist should also have
skills to undertake a type of cost benefit analyses for some of the activities in the PHC Project which
were not directly related to MOH Child Survival Programs. These Include the Health Technicians'
training program, management training for physicians, and vaccine production.

5. Pediatrician with Public Health Experience

Because of the focus on case management, particularly of diarrheal diseases. one of the team
members should be a pediatrician with experience in treatment of diarrhea. This Individual should
also have experience with training of physicians and paramedics.

A-9
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6.

7.

FSN Public Health Physician

In addition to an expatriate team of five. the Mission suggests that a newty·recrulted FSN public
health physician in the O/HPN. USAID/Pakistan serve as a team member. Since the team will have
to be split up to visit the provinces. we propose that a public health physician should be on each
of the provincial teams.

GOP Participation

For GOP participation. we are requesting a representative from the Health Office. Ministry of
Planning and Development and at least one representative from the Federal Ministry of Health
and/or National Institute of Health ( who was not associated with the project).

VIII. Reporting RequIrements

A. Format of the report. The evaluation team should prepare a written report containing the
following sections:

1. Basic Project Identification Data Sheet.

2. Executive Summary. Three pages. single spaced.

3. Body of the Report The report should include a description of the country context in which
the project was developed and carried out. and provide information (evidence and analysis)
on which the conclusions and recommendations are based. The length of the body of the
report should be no more than about 40 pages. Details tan be incJ,uded In the appendices;

4. The report should end with a full statement of conclusions and recommendations. Conclusions
should be short and succinct. with the topic identified by a short sub-heading related to the
questions posed in the Statement of Work. Recommendations should correspond to the
conclusions; whenever possible. the recommendations should specify who. or what agency,
should take the recommended actions;

5. Appendices: These should include at a minimum the following:

a. The evaluation Scope of Work;

b. The pertinent Logical Framework(s), together with a brief summary of the current
status/attainment of original or modified inputs and outputs (if these are not already indicated
in the body of the report);

c. Adescription of the methodology used in the evaluation (e.g.• the research approach or design,
the types of indicators used to measure change. how external factors were treated in the
analysis). Evaluators may offer methodological recommendations for future evaluations;

d. A bibliography of documents consulted.

Other appendices may include more details on special topics. and a list of agencies consuJted.

Draft of the A.I.D. evaluation abstract (see A.I.D. Evaluation Summary Parts I and II).

B. Presentation of Report

The team should pJan to present their findings and recommendations to the Mission at least
two to three days before their departure and to the GOP at least two days before their
departure.
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c. Submission of Report

A final draft of the report should be presented to the Director General of Health. Ministry of
Health. the ExecutiVe Director. National Institute of Health. and the USAIDjMission upon
completion of the presentation of the evaluation team's findings to the GOP and the USAID
Mission. The team leader must complete the final draft before departure from Pakistan.
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ANNEX B

INTRODUCTION

Evaluation Team's Debriefing to Federal and Provincial Public Health Officials and
Comments on Debriefing by Participants - June 19, 1990.

On Tuesday June 19th the Evaluation Team debriefed to Federal and Provincial Public Health Officials
on its evaluation of the Primary Health Care Project (1982-1990), and highlighted the lessons learned and
its recommendations for the future, including the new Child Survival project which started in the summer
of 1990. The Meeting was held at the Shalimar Hotel and chaired by ProfessorfOoctor Ali Mohammad
Ansari. Director General of Health, MOH.

The one and a half hour debriefing held was followed by a lively one hour question and answer period
from the participants of the meeting. All the participants were then invited to a lunched hosted by the
PHCP.

In presenting this Minute it was decided to include:

• Section A - the text of the overhead slides (pages 8-1 to 6-19). and

• Section 8 - highlights from the comments of the participants at the meeting (pages 6
19 to 6-23).

Following the debriefing the Evaluation team met to consider the comments of the participants at the
debriefing, and a number of the suggestions (not already in the report) were included.

B-1
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I.

Section A: Evaluation Team's Debriefing

OBJECTIVES OF PRIMARY HEALTH CARE (PHC)

8JALUATION

1. TO ASSESS THE SUCCESS OF THE PHC PROJECT IN ACHIEVING ITS
PURPOSE AND OUTPUTS PARTICULARLY FOR THE THREE MAIN
COMPONENTS:

MANAGEMENT

TRAINING OF HEALTH PROFESSIONALS

ACCELERATED HEALTH PROGRAM: FOCUSING ON EPI AND COO

2. TO IDENTIFY LESSONS LEARNED AND SUCCESSFUL APPROACHES IN
THE PRIMARY HEALTH CARE PROJECT INCLUDING THE DIARRHOEA
TRAINING UNIT.

3. TO RECOMMEND MECHANISMS TO ENSURE A SMOOTH TRANSITION
FROM THE PHC PROJECT ASSISTANCE TO CHILD SURVIVAL PROJECT
(CSP).

4. TO DETERMINE PROGRAM ISSUES AND POLICY AREAS REQUIRING
ANALYSIS UNDER THE CHILD SURVIVAL PROJECT.

Slide 1
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II. PHC PROJECT OUTPUTS
(points for discussion)

MANAGEMENT TRAINING

• 2898 MEDICAL OFFICERS TRAINED IN

MANAGEMENT OF RURAL CENTRESS

• DEVELOPMENT OF TREATMENT GUIDELINES FOR

PREVALENT LIFE THREATENING DISEASES

• DEVELOPMENT OF:

MANAGEMENT SYSTEM FOR BASIC HEALTH SERVI

AUTOMATED INFORMATION SYSTEM

Slide 2

HEALTH TECHNICIAN TRAINING PROGRAM

• 13 HEALTH TECHNICIAN TRAINING SHOOl

IN FOUR PROVINCES

• 2300 HEALTH TECHNICIANS TRAINED

(40 % FEMALES)

* HEALTH TECHNICIAN TRAINING CURICULUM

(ENGLISH. URDU. SINDHI)

Slide 3
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IV. SYSTEMS ISSUES

CONSIDER

•
•.-

Utilization of public facilties is lo~:

50% of OPO capacity
32% of IP capacity

• Many reasons for low utilization:

Poor location of facilities
Insufficient supply of drugs
Other elements of low quality

• To the extent that CSP interventions are directly provided by
public facilities - OAT and ARI

OR are supervised by fixed facility personnel - EPI

Concern with improvement of the overall functioning of the health system
is vital to ensure that CSP efforts to strengthen CS programs will be
successful in achieving their desired health outcomes

Slide 8

EVALUATION AND INFORMATION SYSTEMS

o NEED TO ESTABLISH BASELINE INFORMATION

ON INFANT AND CHILD MORTALITY

o USE OF IMR FOR PROJECT EVALUATION PROBLEMATIC

MORE RELIANCE ON PROJECT-SPECIFIC

OUTCOME AND PROCESS INDICATORS

o ·OVERHAUL- OF HEALTH INFORMATION SYSTEM

NEEDED

o LONG TERM TRAINING IN HEALTH STATISTICS

AND EPIDEMIOLOGY.

Slide 9
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DRUG SUPPLY

o EVALUATION OF SUPPLY SYSTEMS FOR VACCINES,

ORS, AND ESSENTIAL DRUGS NEEDED

o ADEQUACY OF BUDGETARY RESOURCES FOR

ESSENTIAL DRUGS SHOULD BE EVALUATED

o STUDY OF ALTERNATIVE MECHANISMS FOR

INCREASING FINANCIAL RESOURCES FOR

ESSENTIAL DRUGS

Slide 10

PLANNING RECOMMENDATIONS

o SHORT TO LONG TERM PLANNING AT

PROVINCIAL DOH NEEDS STRENGTHENING

o PLANNING OF CSP ACTIVITIES SHOULD BE

DONE IN CLOSE COLLABORATION WITH

PROVINCIAL DOH

o LONG TERM TRAINING IN HEALTH PLANNING,

ADMINISTRATION; HEALTH ECONOMICS/FINANCE

Slide 11
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~. FINANCING

o FINANCING IS A SYSTEM ISSUE

o HEALTH FINANCING STUDY SHOULD INCLUDE

ANALYSIS OF PROBLEMS AND POSSIBLE OPTIONS

FOR PUBLIC SECTOR INSTITUTIONS/PROGRAMS

o ON-GOING INVESTMENT AND RECURRENT COSTS

OF CS INTERVENTIONS SHOULD BE ESTIMATED

Slide 12
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v. . MANAGEMENT COMPONENT
(Findings and Recommendations)
(points for discussion)

Overview - Project Management

Decentralization of responsibility for the running of PHC activities

Encouraging medical officers (MOs) and paramedics to serve in rural areas

Clarifying responsibilities of MOs in rural health facilities (RHCs/BHUs)

Training of medical officers in basic management skills

Performance incentives for health technicians and other paramedics

Encouraging and supervising male and fem"le health technicians in field work and
outreach programs

Quality of PHC services adversely affected by MOs not following standard guidelines

Role of federal and provincial coordinating committees important

Reinforcing donor coordination

Slide 13

VI. TRAINING/COMMUNITY INVOLVEMENT CHW/HEALTH EDUCATION COMMUNICATION
(points for discussion)

TRAINING

COMMUNITY INVOLVEMENT
CHW

HEALTH. "EDUCATION
COMMUNICATION

Slide 14
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TRAINING
ACHIEVEMENT/FINDING

- 13 HEALTH TECHNICIAN SCHOOLS ESTABLISHED

- TRAINING METHODOLOGY AND TRAINING PLAN ARE SOUND

- RECURRENT FINANCING REQUIREMNTS OF HT SCHOOLS

ARE BY AND LARGE BEING MET

- MAJOR IMPROVEMENTS IN NUMBER OF FEMALE STUDENTS

INNOVATIVE MEANS DEVELOPED TO RECRUIT FOR POSITIONS

- OPERATION MANUAL FOR HT SCHOOLS DEVELOPED

- CONTINUED NEED FOR IN-SERVICE TRAINING OF STAFF

Slide 15

TRAINING
CHALLENGES

- INSUFFICIENT NUMBER OF TEACHING STAFF

- MANY HT CLASS SIZES ARE TOO LARGE

- STAFF NOT FAMILIAR WITH APPROPRIATE TEACHING

METHODOLOGIES

- FIELD PLACEMENTS NEEDS BETTER SUPERVISION

- NEED TO ENSURE CONTINUATION OF TRAINING SPECIALIST

- BARRIERS STILL REMAIN FOR FEMALE RECRUITMENT

- CONDITIONS OF FINAL JOB NEED TO BE IMPROVED

Slide 16

B -10

. ~ ...·.sc,_ ... , .r.- y- _~-



~

TRAINING
RECOMMENDATIONS

- CONTINUE SUPPORT FOR IN-SERVICE TRAINING

- HT SCHOOLS TRANSFERED TO BUILDINGS DEPT. ASAP

- TRAINING SPECIALIST POSITIONS NEED TO BE FILLED

- HT STIPEND SHOULD EQUAL BASIC MONTHLY SALARY

- COMPREHENSIVE TRAINING PLANS ~HOULD BE DEVELOPE

- RECRUITMENT FOR FEMALES NEEDS CONTINUED SPECIAL

ATTENTION

Slide 17

COMMUNITY INVOLVEMENTICHW
FINDINGS/ACHIEVEMENTS

NEED FOR INCREASED FOCUS ON THE COMMUNITY

- LEVEL OF COMMUNITY INVOLVEMENT HAS BEEN LOW

- GOOD TRAINING MATERIALS HAVE BEEN DEVELOPED
FOR CHWs

- SOME FIELD EXPERIENCE EXISTS WITH CHWs

- EFFORT REQUIRED FOR CHW SYSTEM

HAS BEEN UNDER ESTIMATED
. ~:,?..~-:..

Slide 18
.'
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COMMUNITY INVOLVMENT/CHW
CHALLENGES

- NEED FOR GREATER UNDERSTANDING OF

COMMUNITY'S PERSPECTIVE

- NEED FOR COMPREHENSIVE PLAN FOR CHW SCHEME

- NEED TO LOOK AT FINANCIAL SUSTAINABILITY OF CHW

- NEED TO INCORPORATE LESSONS LEARNED

FROM OTHER EXPERIENCES

Slide 19

COMMUNITY INVOLVEMENT/CH
RECOMMENDATIONS

MORE APPLIED RESEARCH ON COMMUNITY ISSUES

- REVIEW LESSONS LEARNED

FROM OTHER EXPERIENCES IN CHWs

- DEVELOP COMPREHENSIVE PLAN FOR CHWs

Slide 20
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HEALTH EDUCATION/COMMUNICATION
ACHIEVEMENTS/FINDINGS

- EXISTING FELT NEED FOR MORE EDUCATION/

COMMUNICATION

- IMPRESSIVE ACHIEVEMENTS MADE IN COO AND EPI

- NATIONAL CONFERENCES IMPORTANT IN SUPPORT

FOR ACTIVITIES

- COMMUNICATION WORKING GROUP IS ASSISTING

IN COORDINATION

Slide 21

HEALTH EDUCATION/COMMUNICATION
CHALLENGES

- NEED TO UPDATE COMMUNICATION PLAN

- LACK OF STAFF/MATERIALS TO CARRY OUT PROGRAM

- LACK OF INCENTIVES FOR STAFF

- NEED FOR EVALUATION/MONITORING OF MESSAGE IMPACT

- NEED TO EXPAND TRANSLATION INTO LOCAL LANGUAGES

- NEED TO STRENGTHEN DIVISION AND DISTRICT HE UNITS

Slide 22
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MAJOR AREAS FOR FUTURE CDD ACTiON

• NUTRITIONAL MANAGEMENT OF DIARRHOEA

• TRAINING OF DOCTORS AND PARAMEDICS

• MANAGEMENT OF EXPANDED COD ACTIVITIES

• TEACHING OF MEDICAL STUDENTS ABOUT

DIARRHOEAL DISEASES

Slide 28

NUTRITIONAL MANAGEMENT OF DIARRHOEA

• ESTABLISH FEEDING AS ROUTINE TREATMENT

OF DIARRHOEA CASES IN ALL FACILITIES

• STRENGTHEN TEACHING OF MOTHERS ABOUT

FEEDING DURING AND AFTER DIARRHOEA

• DEVELOP AND IMPLEMENT GUIDELINES FOR

MANAGEMENT OF PERSISTENT DIARRHOEA

• DEVELOP AND IMPLEMENT GUIDELINES FOR

MANAGEMENT OF SEVERE MALNUTRITION

Slide 29
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TRAINING OF DOCTORS AND PARAMEDICS

• SUSTA1N DTU, FOR TREATMENT,
TRAINING AND RESEARCH

• ASSIST ALL HEALTH FACIUTlES
DOWN TO LEVEL OF RHC

• TRAIN MORE STAFF AT DISTRICT HOSPITALS;
IMPROVE THEIR CAPACITY TO MANAGE DIFFICULT CASES

• TRAIN PROVINC1ALI DISTRiCT HEALTH OFFICERS IN COD
SUPERVISORY SKILLS

• STRENGTHEN TRAINING OF LHVa, ESPECIALLY ON
TEACHING OF MOTHERS

• EXPLORE VALUE OF ORIENTING PRACTITIONERS ABOUT
CASE MANAGEMENT

Slide 30

MANAGEMENT OF EXPANDED
CDD ACTIVITIES

• PROVINCIAL/DISTRICT HEALTH SYSTEM SHOULD BE
RESPONSIBLE FOR SUPERVISION/SUPPORT OF ORT
UNITS/CORNERS

• DEPUTE PHYSICIANS TO PROVINCIAL/DISTRICT HEALTH
SYSTEM TO SUPERVISE COD ACTIVITIES

• COORDINATE DTU TRAINING ACTIVITIES WITH
PROVINCIALI DISTRICT COD PRIORITIES

• INTEGRATE COD, ARI. NUTRITION AND EPI ACTIVrnES IN
HEALTH FACILITIES

Slide 31
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TEACHING OF MEDICAL STUDENTS ABOUT
";,~

. DIARRHOEAL DISEASES

• STRENGTHEN AND INCREASE TEACHING ABOUT

MANAGEMENT AND PREVENTION OF DIARRHOEA

EMPHASIZE NATIONAL DIARRHOEA CONTROL

STRATEGIES; USE WHO TEACHING MATERIALS

• USE DTUs TO TEACH REQUIRED CLINICAL

SKILLS TO ALL STUDENTS

Slide 32

IX. FOLLOW-ON TO PRIMARY HEALTH CARE PROJECT
(points for discussion)

CHILD SUR\1VAL PROGRAM

US S62 Million Grant

SECTOR GOAL:

REDUCTION OF THE INF~"IT A.L~1J) CHILD rv10RTALITY RATES
BY AT LEAST 25% OVER 6 YEAR liFE OF THE PROJEcr~AND
OBTAIN A SUSTAINED REDUCTION OF THOSE RATES.

PROJECT PURPOSE:

TO EXPAND AND INSITTUTIONALIZE CmlD SURVIVAL
PROGRAMS WITH SPECIAL EMPHASIS ON DECREASING
MORTALITY DUE TO DIARRHOEAL DISEASES, VACCINE
PREVENTABLE DISEASES AND ACUTE RESPIRATORY
INFEcrIONS. ;- ....:,:-:0.:• .....

Slide 33
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CHILD SURVIVAL PROGRAM

.. .

. .

U.S. Contribution

GOP Contribution

TARGETED PROGRAMS

$62 million grant

$23 million

Expanded Program on Immunization
Control of Diarrhoeal Diseases
Control of Acute Respiratory Infections
Control of Iodine Deficiency Disorders
Promotion of Breastfeeding and other Nutrition Intervention

ASSISTANCE TO PROGRAM COMPONENTS

Program Planning and Management
Training
Health Information Systems
Research and Policy Studies
Communications and Marketing

HEALTH FINANCING

PRIVATE SECTOR INVOLVEMENT

Slide 34

x. OTHER CHILD SURVIVAL INTERVENTIONS
(points of discussion)

ACUTE RESPIRATORY INFECTIONS

• DEVELOPIADOPT NATIONAL PLAN FOR ARI MANAGEMENT

• TRAIN HEALTH WORKERS IN CASE DETECTION AND

MANAGEMENT

• IMPROVE MATERNAL AWARENESS.O.f. ... ARI

AND APPROPRIATE HELP SEEKING

• COORDINATE IMPLEMENTATION WITH COD,

NUTRITION AND EPI

Slide 35

B - 20



.. ,,- ...-

.,....

~.
NUTRITION

• IMPROVED NUTRITION REQUIRED FOR REDUCTION
IN MORTALITY FROM DIARRHOEA (AND ARI)

• DEVELOP PLAN TO IMPROVE INFANT FEEDING
PRACTICES:

- EXCLUSIVE BREASTFEEDING 0- 6 MONTHS
- SUPPLEMENTARY FEEDING AFTER 6 MONTHS

• DEVELOP PLAN TO DETECTIMANAGE MALNUTRITION

• MONITOR CHILDREN AT HEALTH FACILITIES FOR
NUTRITIONAL STATUS I FEEDING PRACTICE. PROVIDE
AOVICE, TREATMENT, FOLLOW-UP AS REOUIRED

Slide 36

TEACHING OF PAEDIATRICS
TO MEDICAL STUDENTS

• PAEDIATRICS MUST BE A MAJOR EXAMINATION

SUBJECT WITH GREATLY INCREASED TEACHING TIME

• PAEDIATRICS TEACHING SHOULD:

1. GIVE PRIORITY TO CHILD SURVIVAL TOPICS:

COD, AR~ NUTRITION. EPI

2. EMPHASIZE NATIONAL DISEASE CONTROL STRATEGIES

3. ASSURE STUDENTS HAVE ESSENTIAL CLINICAL AND

COMMUNICATION SKILLS

4. PREPARE STUDENTS TO MANAGE CASES AT BASIC

HEALTH FACILITIES

Slide 37

B - 21



".
PRIVATE SECTOR.

FINDINGS

- ACTIVE PRIVATE COMMERCIAL SECTOR IN PAKISTAN

- SKEPTICISM OF QUALITY OF PRODUCTS PRODUCED

BY PRIVATE SECTOR

- NGOS AND PRIVATE PRACTITIONER PLAY AN IMPORTANT

ROLE IN HEALTH SERVICE DELIVERY

Slide 38

PRIVATE SECTOR
FUTURE CHALLENGES/RECOMMENDATION

- DEVELOP A HEALTHY PARTNERSHIP BETWEEN

PUBLICI PRIVATE

- IMPROVE SKILLS IN MANAGING THE PRIVATE SECTOR

- INCREASE THE INVOLVEMENT OF THE PRIVATE

PRACTITIONERI NGO

- DEVELOP ADEQUATE QUALITY ASSURANCE PROCEDURES

AS WELL AS MEANS TO VERIFY COMPLIANCE

Slide 39
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SECTION B COMMENTS FROM PARTICIPANTS ON THE
EVALUATION TEAM'S DEBRIEFING, 6/19/90

Dr. Siraj-ul-Haq. Chief, Planning Commission (Health)..
- Organizers of this kind of meeting should also invite other donor agencies like the World Bank,

ODA etc., to share views and findings.

Reliable indicators are needed. We must develop some indicators for evaluation and monitoring

- Unless we improve the nutritional status of mothers, child survival will remain a myth. Unk this
program with ·Safe Motherhood· Program.

- System issues need more research on how to improve system.

- Success in health sector has led to high growth rate. therefore containing growth should be a
normaJ feature of health.

- Child Survival cannot be considered in isolation

- Functional education to mothers needs to be given.

- Child Spacing - should be regular function of each health personnel to contain family size.

- We need radical changes to improve system.

Dr. SaBan Memon. Director Health Services. Sindh.

- Nutrition services for children are not available in hospitals. The admitted children face a great
problem.

- PMDC should enlarge scope of members. Director Health Services of the provinces should be
included. This will make the courses more relevant.

Professor Ashfaq Ahmen. Professor of Pediatrics. Khyber Medical College. Peshawar

- Goals of PHC were defined at the beginning of the project - has the project come close?

- The graph on EPI funding, shown during presentation, was alarming. Do we have firm
commitment from GOP to sustain EPI?

- How can we involve the community in health programs? I think the first thing community will
ask for will be water and drainage.

Dr. Tariq Bhutta. Professor of Pediatrics. Nishtar Medical College, Multan.

- We have no baseline data, therefore, Dr. Ashfaq's question cannot be answered. What are
planners doing about baseline data?

.'

) .
1

- Recently there have been two epidemics. 52 cases of Polio were observed and 88 Cases of
past measles complications In the last 3 months. Thus EPI figures of 78% coverage are
unacceptable. ._;<,~.;:,-~,....
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General Burney. Ex-Executive Director. NIH.
..

- Poor financing situation and management· issues (now taken care of) - impact on vaccine
production. ;.

- Three diseases should not be causing problems: Measles, Polio, Neonatal Tetanus.

- Self sufficiency in vaccine production a dream. Must have costing strategy (asking DG to do
this)

- Must look after unit costs

IT - 40c for one dose in USA
UNICEF - 40c for 20 doses

Dr. Rafig

- We must involve pharmac~utical companies in our programs, otherwise dangerous drugs will
continue to be sold.

- We must have control on milk formula companies.

Dr. Shaukat Raza, Professor of Pediatrics. King Edward Medical College, Lahore.

- Need to know more about backgrOUnd of PHC & CSP. How does CSP differ from PHC?

- How does Child Survival fit into the government program? What kind of format will this program
take?

- In 1978 in Lahore, in a conference we recommended that every Tehsil should have a MCH
Committee. This committee can playa decentralized surveillance role. I would recommend this
again.

- Strongly support MCH training for in-service personnel.

- Try and make a training kit of modules to provide in-service training to MOs, and to medical
students on Child Survival subjects.

Dr. Mazahir Ali Hashmi. Director General Health, Punjab.

- There are too many training programs for MO's and paramedics, which keeps them away from
their place of work. Training needs consolidation and integration.

Dr. Abdul Ghafoor, Executive Director. NIH.

- Vaccine production costs is higher than what has been provided to NIH, but we have to
strengthen ourselves.

Dr. Waheed Qyreshl. Professor of Pediatrics. Lahore General Hospital.

- There are basic flaws In undergraduate medical education. PMDC must go Into fine detaDs of
curricutum and update 50 year old system. Rather than developing training kits, more efficient
way is to redesign undergraduate curriculum according to our needs.

- Pediatrics and community medicine must be a core subject

B - 24
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Dr. Sardar All, Director of Health SErvices. NWFP.

- We do not have formal institution for training in health education.

Colonel M. Akram Khan, National Manager EPI/CDD, NIH.

- EPI access is 90% and not 20% as mentioned in the presentation.

- Role of TBAs has been ignored by the evaluation team. 41000 TBAs have been trained and are
providing SF and other education.

- We must encourage establishment of local production of disposable syringes and needles.

- Grateful to USAID for 55 million syringes/needles.

Dr. Mushtag Chaudhrv - Deputy Director General of Health.

- The projects must be a part of the health system and should not work in isolation. Must have
integration of all the vertical pu~ic health programs. They have their CJtNn requirements. Unless
we integrate them we are bound to fail.

Ismatullah Chaudhary. WHQ Operations Officer. Punjab.

Responded to Bhutta's report of polio and measles cases in the last 2 months. Cases pointed
out by Dr.. Bhutta have interesting distribution on spot maps. These are coming from geographic
dusters which have very low EPI coverage.

- Secondly, due to political reasons vaccinators were sent on leave. New persons recruited are
untrained.

Dr. Ghaffar SiHoo, Professor of Pediatrics, Dow Medical College, Karachi.

- Neonatal tetanus is still a major problem and this is because of poor IT coverage.

- Health education is weak in all four provinces.

- Malnutrition is a very important problem yet there is no national program for nutrition,

- Female education and child spacing should be paid attention.

- Medical education recommendations are not being practiced.

UNICEF - Dr. Pirrko Heinonen, Chief Health & Nutrition, UNICEF

- Government funding for EPI is our concern. Globally funds are being reduced, and after 1991
we can't be sure of the extent of support

- COO - how to reach community. talk about reaching peripheral MOs only.

Donor coordination needs to be improved so that there is no duplications of efforts.
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ANNEX C

PROGRESS AND STATUS REPORTS
OF THE PHCP

FROM THE PROVINCES:

1. BALUCHISTAN
2. NORTH WEST FRONTIER PROVINCE
3. PUNJAB
4. SINDH
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PROGRESS REPORT

PRIMARY HEALTH CARE

IN

BALOCHISTAN
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Divisions
District
Sub Divisions
Tehsil jSub. Division
Municipal Corporation
Town Committees
Union Councils
Area
Population
Urban Area
Rural Areas
Population Density
per Sq. KM.
Annual Growth Rate
% age (1981/72)

HISTORIC DATA OF THE PROVINCE

6
20
46
106
1
19
361
347,190 Sq. KM.
5.2 million
16%
85%

12.5 persons

7.1
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HISTORY OF BASIC HEALTH SERVICES CELL

The Basic Health Services Cell was established in 1978 to train the medical technicians and post them in
integrated Rural Health Centers and attach basic health units, accordingly one female and one male
medical technician. Schools were established at Quetta. Attached is a list reflecting the number of trained
and passed candidates.

As per plan at least 100 male and 75 female health technicians were supposed to be deployed in Rural
Health Centers and different Basic Health Units of the province by the end of 1988. and now there are
99 male and 75 female HTs on job. The females come from Punjab rather than from Balochistan.
Because they leave the service just after completion of bond service, there is always a shortage of
female staff.

The training is of one and one-half years duration. According to the revised curriculum at both new
schools. there is a capacity for 25 males and 25 females. Six seats per school have been allocated for
Inservice paramedical staff (vaccinator, dispensers etc.) from 1990. They will also get training of one and
one-half years with fresh students.

c.s
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PRIMARY HEALTH CARE PROJECTS TARGET AND
ACHIEVEMENT FOR BALOCHISTAN PROVINCE

1. Revision of HT Curriculum

Balochistan has fully participated In the revision of curriculum. After revision of HT curriculum three
orientation workshops were conducted to orient inservice MTs who were already trained under the o'd
curriculum. During these workshops 96 male and female MTs and teaching staffs were oriented
(annexure 1).

2. Rural Health Center Manual

Balochistan has contributed to the development of RHC manual by reviewing the first draft for RHC
manual. Also a workshop was arranged at Quetta In which 27 participants were invited including DDs,
DHOs, and MOs. Nineteen participants attended the workshop on July 2, 1989. Participants had
thoroughly reviewed and discussed the draft.

Recently two officials DO and DHO have participated in the workshop to finalize the draft of RHC
manual.

3. New Permanent HT Schools

Two HT schools at Quetta and KhU2dar are under construction by USAID assistance through a PHC
project. The land for schools has been given by the government of BaJochistan. These schools have
teaching and residential facilities for 25 male and 25 female students with one residence for Program
Training Officer and two residences for Tutors. Value of construction is Rs. 26.49 million for both schools.
The current position of schools is as stated below by the Project Engineer of USAIO Islamabad.

4. HT School Duetta

Construction work has been completed except:

• USAID has paid gas company for the connection, the gas company is expected to
complete the connection soon.

5. Heatth Technician School - Khuzdar

At both sites, the contractor will carry out disinfection of water suppty lines/tanks after power supply is
available.

6. Commodities for Schools

Kitchen utensils, lab equipments, some furniture and machinery for office use were received and stored
property.

7. Vehicles

Three vehicles were received and are being used for the implementation of project activttles: a Toyota
Jeep for Project Director Basic Health Services Cell and two Isuzu Troopers, one for each male and
female school.

Also. four motor cycles have been received for the tutors. of which two have been handed CHer to the
two tutors of male HT school Quetta for the supervision of students. POL Is being provided by the
Health Department

C-6
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8. Manpower Training - In country

a. CHW training

To provide better health care to the people, community Involvement plays an Important role. To
promote community involvement 400 CHWs were trained. CHW kits have been provided by the
PHC project to train CHWs for work in the community.

b. MTs Trained

A total of 128 male HTs and 101 FHTs have been trained. Balochistan has trained a higher
percentage of females then other provinces, although most of them are from Punjab rather than
Balochistan. Historically, the percentage of young women from Balochistan has been very small.
This year with the help of PHC project staff we recruited 14 local girts who were interviewed and
selected. (Annexure 2 and 3).

c. In-service Training (Management Training Course)

A total of 466 doctors have been trained since 1984 through workshops on health information
system. drug supply, monitoring system in PHC and management.

d. USfThird Country Short-Term Training

Two Health Officials have gone to short-term training from PHC project from Balochlstan.

5. Establishment of Operational Integral Rural Hea.fth Complex

The Project was unable to fully implement the concept of integrated rural health complexes. Therefore.
there are no integrated rural health complexes in Balochistan. The health information system, inventory
control and monitoring system at six IRHCs were not Implemented as the Project could barely Implement
the system In four IRHCs.

6. Monitoring System

A monitoring system was implemented on a trial basis at five sites and has been expanded to an
additional 19 sites.

7. Computer

To implement health infOimation system in a better way, a computer has been installed at provincial
health directorate by PHC project

8. Permanent Position of Training Specialist an Management Analysts

The PHC project has been providing a training specialist to monitor the training at the end of the Project
untU June 1990. The Government of Balochistan has approved the post of training specialist and
management analyst since 1987. This has not been announced yet by the Public Service Commission.
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TABLE 1

ENROLLMENT OF STUDENTS AT MALE
HT SCHOOL - aUETTA

BATCH FROM TO # OF AD- aUAUFIED
MISSION

1st 1-3-79 26-D7-80 24 24
(inservice)

2nd 20-11-80 10-D8-82 24 15

3rd 11-10-82 17-07-84 24 16

4th 15-D9-84 14-04-86 24 24

5th 17-05-86 03-12-87 24 24

6th 30-05-88 30-11-89 25 20

7th 11-04-90 28
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TABLE 3

TRAINING

NAME OF WORKSHOP # OF TOTAL
PRTCPTS PRTCPTS

1. Orientation workshop
for inservice Mrs 3 106

2. Orientation workshop for
Supervisors 38

3. Implementation workshop
on revised curriculum 2 40

4. Training workshops for
inservice Mts on: 5 122

• CHW program
• Immunization
• Malaria
• Nutrition and DRS
• Establishment of out-

reach activities 290X 50X

5. Meetings regarding
implementation of project
activities 5 56

TOTAL 16 362
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TABLE 5

MANAGEMENT

NAME OF WORKSHOP # OF TOTAL
WORKSHOPS PRTCPTS.

1. Health Information System 6 100

2. Drug Supply System 6 107

3 . Management Training 3 76

4. Monitoring Training 6 65

5. DDs Monitoring Orientation 5 25

6. MOs Training in PHC
Monitoring System 1 33

7. RHC Manual Reviews
Workshop 1 27

8. Orientation in PHC
Monitoring System 1 33

TOTAL 29 466

e-12
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TABLE 6
WORKSHOP· BALOCHISTAN

. MANAGEMENT.
WORKSHOP DATE LOCATION #OF

PRTCPTS
1. Implementation wkshop on

heatth information system 29-11-84 Quetta 16
2. -do- 06-01-85 -do- 22
3. -do- 04-Q4-85 Murad Jamali 10
4. -do- 06-05-85 Loralai 10
5. -do- 01-11-85 Quetta 23
6. -do- 23-02-86 -do- 19
7. Implementation wkshop on

Drug Supply System 07-01-85 -do- 22
8. -do- 21-03-85 -do- 23
9. -do- 23-Q4-85 Murad Jamali 10

10. -do- 07-05-85 Loraial 10
11. -do- 02-11-85 Quetta 23
12. -do- 02-03-86 -do- 19
13. Management Training wkshop 28-10-84 -do- 25
14. -do- 19-07-86 -do- 21
15. -do- 15-08-87 -do- 30
16. Monitoring workshop 02-02-88 Pishin 7
17. -do- 04-02-88 Dhadar 6
18. -do- 12-07-88 Quetta 7
19. -do- 02-08-88 Pishin 10
20. -do- 06-08-88 Mach 15
21. -do- 23-07-89 Turbat 20
22. MO training in PHC

Monitoring System 01-1Q-89 Quetta 33
23. DDs Training in PHC

Monitoring System 05-02-89 Khuzdar 4
24. -do- 12-02-89 Turbat 4
25. -do- 18-02-89 Sibi 3
26. -do- 25-02-89 Quetta 3
27. -do- 27-05-89 -do- 11
28. Rural Manual Review wkshop 02-07-89 -do- 27
29. Orientation in PHC

Monitoring System 03-10-89 -do- 33

TOTAL 466
-
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PROGRESS REPORT OF NWFP PROVINCE

ON

PRIMARY HEALTH CARE PROJECT
ACTIVITIES

(1982 - 1990)
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I. STEERING COMMITIEE MEETINGS

A steering Committee has been formed which meets from time to time in order to suggest guidelines for
~. implementation and review the progress of the PHC Project. These meetings are organized under the

Chairmanship of Secretary of Health with members from the Provincial Health Department. and
P&O/Finance. In NWFP four very Important meetings of the committee have been held.

II. ADVISORY COMMITTEE MEETINGS

An Advisory Committee has been organiZed in NWFP to assist in the operation of Health Technicians
(HT) Training Schools and implementation of the revised curriculum. So far, six meetings of the
Committee have been held. The meetings are a useful too in suggesting and implementing
recommendations for various problems of the HT training schools. The revised curriculum has been
implemented In all six schools (three project sites and three nonprojects) for which 600 books have been
provided to the schools. About 1064 MHTs have been qualified in NWFP from March 1981 to December
1989, of which there were 874 males and 190 females.

III. CONSTRUCTION AND OPERATION OF PERMANENT
HEALTH TECHNICIANS TRAINING SCHOOLS

In NWFP, three schools (in Peshawar, Abbottabad and O.I.Khan) have been constructed, fumished, and
equipped by the PHC Project. All three schools have been taken over by the Provincial Health
Department from USAID and students have been shifted into the new buildings. The format opening
ceremonies of the schoos have been planned. The budget for Peshawar/ Abbottabad schools has been
sanctioned and permanent staff have been posted at these schools. Temporary staff arrangements have
been made for 0.1. Khan schoof. The budget for this school will be sanctioned 'from July 1990.

IV. IMPLEMENTATION OF MANAGEMENT SYSTEMS IMPROVEMENTS

-
The management systems improvements which indude the revised OPD/Abstract registers and bin-
cards system have been implemented in 93 sites (23 RHC's, 54 SHU's. 10 Dispensaries and 6 Civil
Hospitals). The desired target has been achieved.

V. IN-SERVICE TRAINING OF MOs AND PARAMEDICS

1. Management Component:

Conducted 45 workshops in which 869 health worl<ers have been trained. The datans are:

Title of Workshop

Number of
Workshops
Conducted

Number of
Partic!pana
Trained

.; ..

•

•

•

Management systems
improvements
implementation
workshops.

Medical Officers
management
training workshops.

Monitoring system
orientations.

TOTAL

17

10
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2.10 Training Component:

~.Conducted 50 workshops and meetings In which 1,739 participants have been trained. The
, details are:

WORKSHOPS CONDUCTED

•

•

•

•

Orientation workshops
on revised curriculum
Training Workshops for
in-service Heatth Technicians.
Tutors and CHWs' Health Committee members
Training workshops for CHWs' pilot
project Mansehra
Provincial Advisory Group Meetings

TOTAL

= 17

= 24

= 03
=06

=50

PARTICIPANTS TRAINED.

•
•

Male
Female

TOTAL =

1479
260

1739

e-16



VI. PHC MONITORING SYSTEM

The PHC monitoring system which includes the standard treatment gUidelines. and monitoring reports
for priority diseases has been implemented in 52 sites. The details are given below:

. .
DISTRICT

Peshawar

Charsadda

Mansehra

RHC's

8

2

8

IMPLEMENTATION SITES
Civil

Dispensaries Hospitals Total

8

2

8

Malakand

Total

1Q

1Q

.:..J

The center's monthly reports are submitted by DHOs to BHS Cell which are sent to the National Cell for
computerization. The Computer printouts/analysis of these reports are reviewed with centers staff and
District/ Divisional Supervisors. To use the PHC monitoring system computer reports as management
information, workshops for the District/Divisional supervisors have been held In
Peshawar,Malakand.Mansehra. SupervisIon and the supply of essential drugs to the monitoring shes
specifically chloroquine, cotrimoxazole, and ORS has been improved. The implementation of the system
will be graduaJly expanded to the other rural hearth facnities also.

VII. R.H.C. MANUAL

Collected and compiled data for the preparation of RHC manual. Conducted the first workshop to review
the draft of RHC manual prepared by the PHC Project.

VIII. COMPUTERIZATION OF THE PROVINCIAL HEALTH DEPARTMENT

Computer at the BHS Cell has been installed by the PHC Project. The staff are being trained to work on
the computer. They have already started the use of computer for the printing of letters and progress
reports. The reports of the Pianning,Progress,personnel,and budget sections will be gradually
computerized. Also the reports of PHC monitoring system will be computerized at the Provincial level.

IX. COMMUNITY HEALTH WORKERS TRAINING PROGRAM, MANSEHRA

Under this program, started in November 1988. paid CHWs have been trained by PRICOR In 37 Union
Councils of Mansehra Tehsil. 58 CHW's Including 15 females completed their one-year training on
November 3D, 1989. The program was very useful and had a better impact on the utilizatIon of rural
health facilities by the referral of CHW's, who made home visits, held community meetings. collected
information on births and deaths and submitted it to DHO.

This pDot project was Implemented with the Idea that It wDl serve as a model for slmRar Mure programs
in the other areas of Pakistan. The experiences have been documented by the PHC ProJect. The main
difficulty is to provide employment for these trained CHW's. Prospects in the Health policy and 7th five
year plan wUI be considered when the opportunities arise.

X. REGI RESEARCH STUDY IN NWFP

PRICOR has carried out a research study in the model BHU at Regl, District Peshawar. The center has a
model pit-hole latrine. ORT comer. laboratory and traln~ staff. along with other usual facUlties. The PHC

e-17
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Project staff assisted in the CHWs training, establishment of ORT comer, and Implementation of the
revised OPOIAbstract registers, and bin-cards system. PRICOR organized a workshop and conducted a
survey. The recommended Improvements have been Implemented.

XI. OTU's TRAINING PROGRAM

Through the two OTU's in NWFP, 19 workshops have been conducted and 155 health workers have
been trained. They have established 53 ORT comers. The details are given below:
214

Doctor training workshops.

Nurse training workshops.

General Practitioner
training workshop.

Evaluation workshop.

Total

Total facnlties assisted/ORT comers established = 53

XII. EPI

WORKSHOPS
CONDUCTED

14

03

01

01

19

PARTICIPANTS
TRAINED

95

20

16

24

155

Assisted in EPI Training programs, sup~y of cold chain equipment, syringes ana transport.

XIII. SUPPORT FOR BHS CELL

One Management Analyst and one Training Specialist have been
assigned to BHS Cell NWFP, by the PHC Project They have assisted the Provincial Health Department
in the following activities:

Resource persons for the Advisory and steering Committee meetings.
Organization of working group meetings to develop the recommendations.
Orientation workshops on the revised HT curriculum, management system improvements, and
PHC monitoring system.
Implementation of the revised HT curriculum, management systems improvements, and PHC
monitoring system.
Female Health Technicians students recruitment campaigns.
Community Health Workers Training programs.
RHC manual review workshop,and training workshops for in
services MOs, Paramedics etc.
They are working in conjunction with Project Director, Planning and Statistical Officers of the
BHS Cell. Permanent arrangements for these positions are likely to be made.

SUMMARY

STEERING COMMITIEE MEETINGS HELD
ADVISORY COMMITTEE MEETINGS HELD
HT SCHOOLS CONSTRUCTED
MANAGEMENT SYSTEMS IMPLEMENTATION SITES

C-18
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PHC MONITORING SYSTEM IMPLEMENTATION
SITES. = 52
MANAGEMENT WORKSHOPS CONDUCTED/
PARTICIPANTS TRAINED 45/869
TRAINING WORKSHOPS CONDUCTED/
PARTICIPANTS TRAINED. 50/1739
COLLECTED/COMPILED DATA FOR RHC MANUAL
AND CONDUCTED THE FIRST REVIEW WORKSHOP.
COMPUTER HAS BEEN INSTAlLED AT SHS CELL
THE STAFF ARE BEING TRAINED TO WORK ON IT.
58 PAID CHW'S WERE TRAINED BY PRICOR.
PRICOR CARRIED OUT A RESEARCH. STUDY IN SHU REG!.
DTU'S TRAINED 155 HEALTH WORKERS AND ESTABUSHED
53 ORT CORNERS.
MANAGEMENT ANALYST AND TRAINING SPECIAUST ASSISTED IN
IMPLEMENTATION OF PHC PROJECT ACTIVITIES.
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RECOMMENDAnONS

1. Focus on targeted child survival areas like EPI, COD, ARI, and Nutrition, etc.

2. Sustain the assistance for EPI with more emphasis to Improve IT coverage.

3. Expand the CDO program and establish ORT comers in SHU's, as weH as dispensaries.

4. Training for MO's and paramedics in case management of targeted child survival areas.

5. Expand implementation of the monitoring system (standard treatment gUidelines and monitoring
reports) gradually to all rural health facilities.

6. Orientation of all the District and Divisional supervisors in the monitoring system.

7. Training for DHO's and ADHO's in supervision.

8. Management systems studies on the registers. supervision,and distribution of drugs/supplies etc.

9. Development of an effective computerized health information system to improve monitoring and
evaluation.

10. Jobs description for the staff of the rural health facilities.

11. Operations manual for the rural health facilities.

12. Training curriculum for the community health workers.

13. Standardized inservice training for M.O·s. ADHO's DHO's. and establishi·.g training academy in
the Provinces.

14. The position of Management Analyst,Training Specialist and OTUs staff are important.

15. Both the Provincial Steering Committee and Inter-Provincial meetings of the Directors Health
Services are important.

C-20
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NWFP

HEALTH FACILITIES ...

RHC 70

BHU's 610

HOSPITALS 151

DISPENSARIES. 533

MCH CENTERS. 141

OTHER. 87

TOTAL 1592

ENROLLMENT IN CURRENT BATCH
OF HEALTH TECHNICIANS
TRAINING SCHOOLS

PESHAWAR 47 (All female fresh)

ABBOTIABAD 50 (All female fresh)

. D.1. KHAN 36 (All female fresh)

SWAT 61 (All male 36 fresh and 25 Inservice)

LANDIKOTAL 10 (All male Inservice)

PARACHINAR .1Q (All male Inservice)

TOTAL 214 (81 Male and 133 Female)

COMMUNITY HEALTH WORKERS TRAINING

About 300 volunteer Community health workers in 100 villages have been trained by Inservice HT of
Project sites RHC's and SHU·s.

KITS DISTRIBUTED

334 (114 for Health Technicians and 220 for CHW's) have been
distributed to carry out PHC activities In the community.
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PROGRESS REPORT OF PUNJAB PROVINCE

ON

PRIMARY HEALTH CARE PROJECT
ACTIVITIES

(1982 - 1990)
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PROVlNCIAt PROFILE

Area
Population
Urban (27.5%)
Rural (72.5%)

Population
Male/Female Rate
Crude Birth Rate
Population Growth
Rate
Infant Mortality
Growth Rate

• 1978
• 1981
• 1984
• 1987

=

PUNJAB HEALTH DEPARTMENT

205346 Sq. Km.
60,308,760 (60 million)
16,584,910 (16.8-)
43,723.850 (43.72-)

294 per Sq. Km
111/100
40 per 100 (2.4 mm Birth 1990)

2.75% (Punjab)

105
100
83
78 .
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Year Wise Development and Non Developmental
Funds Sanctioned For HEalth Department

,-
Year Development Non-Devefopment Total

1975-76 150,000,000 154,759,000 304,759,000. .
1976-77 166,590,000 172,069,000 338,659,000

1977-78 163,669,000 218,154,000 381,823,000

1978-79 213,700.000 249.954,000 463,654,000

1979-80 290,200.000 309,897,000 600.097,000

1980-81 320,750,000 363,832,000 684,582,000

1981-82 321,800,000 417,427,000 839,227,000

1982-83 372,200,000 568,233,000 940,433,000

1983-84 488,900,000 773,135,000 1,262,035,000

1984-85 488,900,000 964,137,000 1,453,037,000

1985-86 680,000,000 1,251,379,000 1,931,379,000

1986-87 1,099,510,000 1,503.260,000 2,602,770,000

1987-88 1,428,200,000 1,724,876,000 3,153,076,000

1988-89 1,268,200,000 1,831,866,000 3,099,866,000

1989-90 1,300,000,000 2,039,647,500 3,339,647,500

18% of Provincial ADP

Heatth Institutions
Number Beds

Urban Rural Total Urban Rural Total

Hospitals 197 28 225 21080 820 21900
Dispensaries 651 853 1504 177 1763 1640
Rural Health Centers 78 203 281 672 1608 2280
Basic Health Units 1987 1987
Sub Health Centers 534 534
MCH Centers 335 101 436
TB Centers 51 51
Tibbi Dispensaries 86 86

Total 1398 3609 5007 21929 4191 28120

On average one health facility is avanable for 12·13 thousand population.

The 12 teaching hospitals have all the speclaltJes.
26 DHQ hospital have 9011 specialties.
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56 Tehsns Hospitals are 40-60 beds where 3 specialties are being provided.
RHCs had 4-8 bed now govt. Is upgrading RHCs to provide 20 beds, six nurses, ambulance, x
ray, dental unit and telephone facility.
BHUs are also being up graded as Medical Officer is posted as In charge instead of paramedic
and 2 maternity beds are being provided
About 70% population is within the radius of 2 km. whUe nearly 85% area within a radius of 5 km.
form the health facilities/institutions.

Patient Care

Punjab Health Department is daily serving about 168,500 patients through its out door services
12 teaching hospitals serve 16500
25 District Hospitals serve 8700
58 Tehsil Hospital serve 9100
281 RHCs serve about 2400.

Remaining are served by BHUs, dispensaries and other institutions.

BUDGET
PUNJAB HEALTH DEPARTMENT

YEAR EPI CDD/CRS TBA

1979-80 272,000
1980-81 296,000
1981-82 311,000
1982-83 84,902,932 974,384 6,387,858
1983-84 50,595,990 4,1n,OOO 5,2~?,B68

1984-85 54,958,000 1.170,000 2,89- ',000
1985-86 35,000,000 1,000,000 2.0' .1,000
1986-87 38.651,910 2,000,000 2,7JO,ooo
1987-88 40,871,260 2,000,000 1,000,000
1988-89 43,988,121 1,000,000 1,000,000
1989-90 45,764,230 1,000,000 3,045,880

Vaccines, syringes/needles, equipment transport and DRS is being provided by federal EPI
COO (Ministry of health) NIH Islamabad from federal budget (about 15 crores yearly)

WHO is providing mainly the technical assistance, manpower training, monitoring and evaluation
for the programme since 19n.

UNICEF assists federaJ EPI cen in purchasing vaccines and equipment on reimbursable basis. It
is funding some training and vaccine cost partially since 1987 on wards (2 cold rooms, 2
refrigerated fans, 50 deep freezers, 100 IL refrigerators, 4 million syringes and needles have been
provided to Punjab so far).

USAIO has also started participating since 1988. 63 Suzuki jeeps. 1496 vaccine carriers and 1.4
mmion syringes have been provided.

Manpower Training and Development
Manpower training is regular function of health department for medical and para medical.
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Type of Institution
Medical
1. Postgraduation Medical Colleges
2. Graduate MEdical Colleges
3. Nursing College
4. Dental COlleges
5. Management training institute for Doctors

Para Medical
1. Public health Nursing Schools
2. Nursing School
3. Dental Technicians School
4. Medical Technicians School
5. Asian BAnk
6. Sanitary Inspector Qass (CCM)
7. Dispensers Training School in

DHQ hospitals
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Expanded Programme on Immunization Punjab
Year Wise Vaccination Report

1977 1978 1979 1980 1981 1982 1983 1984 1985 1986 1987 1988 1989

BeG 20758 311020 307165 353654 670497 n1832 3016392 4995946 1659545 2327030 2047263 2071867 2047903

POLIO
0 20317 103313 178497 230543 342615
I 43858 85895 159836 273220 554430 694599 4902318 4239m 173307 2539846 2131063 207903 2267325

II 10984 62616 73161 155055 235701 382728 3268139 3447977 1577526 2162037 2010582 1886384 2036468

III 6946 44365 496127 89525 103321 167623 1537662 5200294 1472463 2032072 1967353 17877879 1905684

OPT
I 30530 95655 139015 141688 286755 331153 1733680 1606701 1529466 2356656 2129119 2079903 2267825

II 8214 55439 72079 95060 131210 213787 1161723 1714104 12699672 215230 2009926 1886384 2036468

III 3213 38195 48300 b0373 78231 138387 636493 1933713 1154746 2034289 1967033 17878779 1905684

MEASLES
I 3288 23

TT
1 3288 23003 198182 34152 126859 lsa187 149734 206490 215831 1098528 765847 1093815 1358066

-~---- --------------~---- --------.-._.......~~,...."."..... ..--------



Expanded Program on Immunization

EPI. started as PHot Project from 1976. was officially launched from 1979. Considering Its low progress. govt.
launched an accelerated health program from Jan 1983 to June 1985. aimed at 3 components:

Immunization of 8.8 million children (under 5 years) 2.2 million pregnant women
Control of diarrhea through distribution of 8 million packets yearly
Training of 81000 TBAs (one for each village).

Accelerated EPI coverage had risen from 3% (1982) to more then 80% (1984) during AHP mass health
education. advance registration of target children. provision of service at door step of people through precisely
planned outreach system. were the factors for success of this dramatic achievement.

EPI was. integrated into regular Health services form July 1985. onwards.

The target of EPI coverage achieved over the year are as under:

79-60 1962 1983 1984 1985 1986 1987 1988 1989\1990

Coverage 20 40 50 60 70 80 90 85 85 90

Target (12- ! I I
23 Jmttls)
Actual 0.98 0.5 26 8Z 84 8Z 85 87 88

Coverage
(12-23 _ttl)
< 1 year 20 34 24 55 65 66 n

I

Pregl"\8nt I I I I I I IlJomen 0.1 I 0.6j 4 I 11 21 ! 20 I 34 I 36 47

Control of Diarrheal Diseases - ORT

COD-ORT started as a second component of accelerated health programme. ORS was distributed (8
million packets yearly) to all families having children under fIVe years.

Eight peripheral training centers for training of doctors & paramedicals in ORT were estabUshed which
trained 4851 doctors and paramedicals from 1983 to 1986.

Health Education. regarding the use of ORS was given to the parents through mass media. outreach
teams. and health facmties staff.

Two OTUs were estabUshed In Mayo Hospital and General Hospital in March. 1989 which trained 106
doctors so far and established 38 ORT comers In two division of Lahore and Gujranawala.

Another two OTUS have been established In RGH Hospital RaWalpindi and Nlshtar Medical College
Multan In October 1989. each has trained 18 doctors and has established 12 ORT Comers each In
Rawalpiandi and Multan division.

Another two DTUs wi) be established In FaisaJabad and Bahawal Pur during this year for coverage of
their respective dMsions.

Use of antJ-diarrhoaJ medication has been discouraged in Health Institutions, whUe distribution of ORS
through teams and health education Is continUed.
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1. DTUs OATs

NAME NO.OF PARTI- FACILITIES ORT
COURSE CIPANTS COVERED FUNC-

, . TION

Mayo Hopt. Lahore 7 52 38 18

Lahore General Hop. 7 54 40 20

Rwp. General Hosp. 3 20 12 6

Nishtar Hosp. Mullan 2 12 5 6

2. 1990 PLAN

DTUs to be established at:
o Faisalabad for Faisalabad division
o Bahawalpur for Bahawalpur division

Trainings:
o Mayo Hospital - Sargodha Division Gujrat
o Lahore General Hospital - Rawalpindi division
o Multan - for Multan division.

3. ORS

DRS distribution to facilities to continue
Research on oRS utilization by parents
Punjab government to allocate funds for purchase of DRS
Instead of liquid antidiarrheal OAS wUl be purchased by suboffice
Education of OAT by teams/media to continue.

(
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TBAs TRAINING

The 3rd component of accelerated health programme Is the training of traditional birth attendants.

One of the main reasons for high maternal and Infant mortality was the unhygienic practices of TBAs. Nearfy 90%
deliveries are conducted in houses, mostly by untrained TBAs. Target was to provide at least one trained TBA in
each village (through training of existing TBAs). The methodology adopted was that 3 TBAs from adjoining 3
villages were enrolled and trained in each RHC/BHU and MCH for a period of 13 months (conducting 2 training
sessions each week) by LHV/FMTs, reoriented as trainers. A stipend of RS. 260/- per month is paid during
training of 3 months. The training targets and achievement from 1983 to 1987 are as under:

PERIOD

1983-85

1985-86

1986-87

TARGET

8100

3051

2700

e-33

ACHIEVEMENT

8355

2860

2529

I
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TBAs MOBILE STRATEGY

All the tBAs from the adjoining villages around RH9s, BHUs, MCH were ;trained by 1987, TBAs from distant
villages were not coming forward for training as the strategies became dysfunctional.

A mobile strategy was therefore adopted. One vehide for TBAs training has been provided In each District from
October 1987. Each District runs 3 courses at a time in 3 different centers, each for 3 months with Intake of 10
TBAs In each center. VEhicle collects 10 TBAs form their village in the morning, bring them to the center for
training and then drops them back (twice a week). Thus at a time 3 centers are functional in each district and 30
TBAs are trained In each 3 months course. This has also enhanced the training capacity. Therefore, the target
has also increased as shown in the table below:

YEAR TARGET ACHIEVEMENT
GOVT. UNICEF TOTAL (Actual Trained)

1987.aB 2700 1000 3700 3339

1988-89 2700 1000 3700 1678 Due to lack of
govt. funds

1989-90 2700 1000 3700 667 up to Dec. 1989

TotaJ 19428 TBAs have completed their trainings and more than 60% villages have now at least one trained TBA.
11700 TBA have also been provided a Oai Kit. 2000 more kits are being distributed now.
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PRE SCHOOL CHILDREN

WORLD FOOD PROGRAM

PROGRAM FOR SUPPLEMENTARY FEEDING
~.

PREGNANT WOMEN

STARTED IN 1976:EXTENDED TWlCE:END DEC.'89
THIRD EXPANSION: 1ST JULY 1990

LACTATING WOMEN

OBJECTIVES
TO COMBAT MALNUTRITION
TO REDUCE INFANT AND MATERNAL MORTAUTY
TO PROVIDE INCENTIVE FOR PEOPLE TO VISIT GOVERNMENT HEALTH FACIUTY.

FOOD COMMODITIES SUPPUES

PERIOD FOOD COMMODITY QUANTITY
(MfTONS)

1976-79 1. WHEAT 41727
2. DRIED SKIMMED MILK 9396
3. OIL 3552

1982-85 1. WHEAT 43033
2. DRIED SKIMMED MILK 14746
3. OIL ~O3

1985-87 1. WH~AT 48400
2. DRIED SKIMMED MILK 12900
3. OIL 8100

COST
(US MM)

25.27

29.14

32.95

TOTAL NUMBER OF WORLD FOOD PROGRAMME OUTLET IN PUNJAB 748



~.

PROGRESS REPORT OF SINDH PROVINCE

ON

PRIMARY HEALTH CARE PROJECT
ACTIVITIES

(1982 - 1990)
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1. Program Management

1.1. Steering Committee Meettng
Steering Committee Meeting started in a view to develop and approve plan of action for primary health
care project, to over see the implementation of plans and ensure that all components of PHC project are
being implemented according to health policy of federal government - so far fIVe meetings have been
held under the chairmanship of Secretary health - with members of provincial health department plannin~

and development department and finance department with an out come of, approvaJ of draft rules of
business, sites selection for three HT schools approved for construction by USAID, selection of five morE
RHCs to main their IRHC complex, approval of job description of HT and standardization of HT pay
scales.

1.2. Advisory Committee Meetings
During the fourth federal advisory committee meeting, it was suggested that a provincial advisory
committee be arranged to help in implementing the revised curriculum of HT. So far four meetings have
been conducted with an outcome of, development of schedules for implementation and monttoring of
the revised curriculum, decision of policy and procedures of HT examination on revised curriculum,
kJentifying roles "and responsibilities of BHS, DDHS, DHO, Civil Surgeons, MO of RHC and BHU with
regard to implementation of curriculum.

1.3. Management and Training Components, Activities and Achievements
In order to improve the managerial skUls of the health personnel at all levels in health system, series of
management training, system implementation. (HIS drug supplies), Integrated training for the
management and delivery of PHC services - monitoring system - and RHC manual, workshops were hele
with outcome of trained manpower, concept of CRP, revise OPD and Abstract Register, development of
monitoring system, inventory contact, Essential drug lost and drug distribution system.

These activities have been implemented and expanded after further improvements initiating from August
1987 at two sites (two district) to June 1989 at 134 sites (in four district) with flow of PHC monitoring
reports from BHUs -> RHCs -> DHO
-> BHS Cell Sindh to NBHS celllsJamabad with feedback data on computer prints to -> BHS Cell Sindh
-> DDHS -> DHO -> and facilities. Sindh government has received computer from PHC project which i~

Installed in Health Directorate, fIVe personnel have attended the computer the computer course at
NBHSC, IsJamabad and soon monitoring reports will be computerized and feedback will be made to
DDHS, DHO, RHC faciUty.

These activities has resulted in improvement of, qualtty of health services being provided at RHC/BHU ir
focusing attention on six priortty area, managerial skills, of holding regular meeting with staff and
supervisor to ensure adequate supplies of drugs and solution of other problems - recording and
reporting (HIS) procedures, of statistical information for purpose of monitoring the effectiveness and
impact of the program, strategies and services to the community through out reach activities by the
technical staff of RHC/BHU.

Details of monitoring sites and management training of personnel, see on annexure 2.

1.4.

2.

Rural Health Services Manual Draft
After observing that RHCs/BHUs are not functioning at an effective level due to unclear procedures and
case management and job description in rural setting with limited diagnostic and treatment activities.

In PHC Project drafted/developed RHC manual for MOs to Improve the structure a five days workshops
for reviewing content/format of this manual has been organized in which 27 participants, represented
from PRovincial health directorate, divisional. district, RHC and BHU level has participated.

Health Technician and Community Health Workers Trained
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a. Health Technicians Training In Sindh
In province of Sindh 2n HTs (201 male. 76 females) students have been trained In four batches and
fifth batch of 78 students (45 male, 33 female) Is under training out of 2n HTs. 237 are serving In Rural
health facilities.

b. Training of Community Health Workers
Under this program 1081 (9n male. 104 female) volunteered CHW have been trained from 1983 to April
1990 at five sites for IRHCs. Out of that 348 male and 46 female CHWs were oriented and trained for
Initiation of out reach work in community on EPI. ORT and Nutrition education during 1985 at there IRHC
site. The training and supervision work is being continued through DHO. MO and Inservice HT of RHC
and BHUs -all CHW have been provide with HT kits, which are being regularty replenished through local
health facilities this has resulted in better impact on the utilization of health facilities by referral system
and dev~oped confidence of the community in them as health provide.

c. Training Component
Implementation of supervision of revised curriculum
Three HT schools (Hyderabad. Mirpurkhas &Sukkur) after construction, have been completely
furnished with furniture/fixtures. lab equipments. AVaids. kitchen and other Items regarded for
recreational activities of the students. handed over by USAID to health department. government
of Sindh on 26th June 1989. and they have been operational.

Regular budget staff according to requirement of all three schools have been sanctioned by government
of Sindh.

Current batch of 45 males and 33 female students have been admitted in all three schocls. they have
completed the second semester In February 1990 and started the thlrc semester from March 1990 with
stipend of Rs. 225/-. Effort are being made to unify the rate of stipend ...... rth other province from Rs. 225/-
to Rs. 830/-.

Series of training workshops In operation and implementation on revised curriculum to health officials
and inservice Health Technicians has been conducted In order to orient and familiarize with revised
curriculum, details of training workshops of health personnel is on annexure 2.

3. Program Operation
Provincial experience in relation to enhanced preference for CHWs and HTs after provision of motor
cycJes to kits.

a. Senior health technicians have been provided with motor cycles in 10 IRHCs with this mobility support
they are performing their supervisory duties in the field more effectively that Is supervision of In service
HT work in community and in the BHUs and help supervising the under training HT students posted in
RHC/BHU and community.

b. Health Technicians Kits
The provision of HT kits has developed confidence of the community in HT as health providers. and
made able to treat minor ailments/injuries at the door steps of the community.

4. Research and Evaluation
Provisional BHSC staff coordinated In studies conducted by NBHS cell in study of Implementation and
utilization of standard treatment guidelines In PHC project - use of solo shot syringes in EPI - and in
survey of COD.

5. Accelerated Standard Program of Immunization
PHC project assisted In EPI training program cold chain equipment - training to ccr In repair and
maintenance of refrigerator. syringes In transport. so far 400 MOs and 89 supervisor EPI. 1011 vaccinator
and 1034 other paramedics have been trained, detaDs of trained staff category have see annexure 2.
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6. Drus Activities of/Program
By two OTUs in Sindh, 88 health personnel of 54 health facilities have been trained 11 workshops, each
of five days. So far 54 ORT comers have been established - out of them 17 facUlties has received logistic
- details on annexure 3.

7. Support for BHS Cell
PHC - project created a post each of management analyst and training specialist, which have assisted
the provincial health departments in the following activities; they are Working in coordination with PO
BHS Cells - the government of Sindh have created the position of management analyst and Medical
Officer (as training specialist) ·from July 1987, according to PHC project policy.

Management Analyst Involved in Following Activities:
1. Management training workshop .
2. System im~ementation

3. Integrated training for the Management and delivery of PHC services
4. PHC monitoring system
5. AuraJ Health Services ManuaJ

Training Specialist Involved In Following activities:
1. Female health technicians recruitment campaign
2. Orientation workshops on the revised HT curriculum.
3. Implementation of the revised HT curriculum
4. Training of community health workers program.

Summary
Steering Committee Meetings held
Advisory Committee Meeting held
Health Techr:.:ian School Constructed
Total HT Trained
Current student under training
Community Health WOrkers trained
Management training workshops conducted and
participants trained
System orientation workshops and
participants trained
Integrated training in management and
delivery of PHC services
PHC monitoring system orientation 
workshops and participants trained
AHS manuaJ review workshops and participants
Orientation of HT revised curriculum,
workshops and participants trained
EPI and COO training w~shops and
participants trained
PHC monitoring implementation sites
OTUs workshops and participants trained
OTUs logistic received in health facUities
Motorcycles provided for senior HTs
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277
78

1081

7/98

10/375

1/35

17/458
1/27

6/174
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ANNEXURE 1

PHC Monitoring Information Sites

District wise details are as under

S.No. District RHC BHU Total
1. Tharparkar 13 20 33
2. Thana 07 25 32
3. Khairpur 10 34 44
4. Sukkur 06 19 25

TOTAL 36 98 134

Row of PHc monitoring reports
Primary health Care Facilities

I
District Health Officer

I
Basic Health Services Cell Sindh

I
National Basic Health Services Cell Islamabad

I
(For Computerization. Consolidation and feed back to the provinces)

I
Computer prints to

I
BHSC Sindh

I
Deputy Director
Health Services

(Divisional)

I
Director Health

Officer
(District)

I
Medical Officer
(PHC Faciltty)



ANNEXURE 2

VARIOUS IN-SERVICE TRAINING OF MOS AND PARAMEDICS

S.Mo. Type of Training Batches Duration Total Officers/Officials No. of Sites

1- Management Training 7 7-14 days 98 DHS/ADHS/DHOs/
\Jorkshops PTOs/ ADHas/UMOs/

Has/Tutors

2. System Irrplementation
Uorlcshop
a. Health Info. System 5 2 days 150 I4Os/\.HOs/HTs/ 5 IRHCs

(Module I + II) Other Paramedics
b. Drug SLWl y system 5 3 days 225 HOs/~/HTs/ 5 IRHCs

(Modu lei + II + III) Otner Paramedics

3. Integrated Training in 12 days 35 \I4Os (12)+MOs (23) 34
Management and Del ivery
of PHC Services

t.. PHC - Monitoring System
Orientation
8. Phase - I No Training 2 RHCs
b. Phase - II 3 2 days 42 ADHOs·4/MOs-31/ 9 RHCS

~s-4/SHTs

c. Phase - III 3 days 17 DDHSs-2/ADHOs-3/PRIN-2
Supervisors DHOs-4/ADHOs-3/FSHOs 188
Medical Officers 5 3 days \IotOs-9/MOs-179 110

d. Phase - IV 8 2 days 211 ~s-11/MOs-200 1346

5. RHS - Manuals Revi ew 5 days 27 DDHS/ADHS/PTOs/DHOs/
Uorkshop PO-Priority Prgms./

UMOs/HOs

6. Orientation on HT 3 38 DHS/DDHS/CS/DHOs/ADHOs/3
Revised Curriculum

Principals/Sub.Specialist

7. Orientation of HT revised 3 136 Inservice HTs
Curriculum

8. Administrative Training 3 1 day 15 PTOs/Tutors/Assistants/
on Operation of HT School Senior Clerk.

9. RHC Manual - Content/ 5 days 27 DDHS/ADHS/DHO/HO/HT
Format revi ew

10. Accelerated EPI Trainings
a. EPI .. COD - 1985 6 5 days 294
b. EPI - 1986 12 3-15 days 439

c. EPI .. COD - 1987 967

<t·· d. EPI - 1988 20 5 days 701
e. EPI • 1988 3 5 days 116
f. Communication and 8 15 days 200

Technical Skill training
on EPI for urben
acceleration program

~
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MOs/'-'40s 6
HOs/UHOs-100/Par&medics/ 3
Vollrlteers
LHV5-88/Disp.-448/M.~87/ 13
MHT-87/FHT-30/BCG Tech.-28/
Vaccinator-83/0ther-116
Vaccinators 17
DSY-16/TSV-73/Vaccinator-27 3
Federal Vaccinators 8



AHNEXURE 3

UORKSHOPS HELD BY DTUS IN SINDH
/

, of 5 Day , of , of Heal th .,1 of Parti-
Name of OTUS \Jorkshoos Participants Faci l it ies cipants

Civil Hospital
Karachi 06 52 28 12

MICH
Karachi 04 36 25 05

Total 11 88 54 17

*Logistic r~~ived

Categories of facility training by DTUs in Sinct\

Category of feci l ity CHK NICH Total

Teaching Hospital 03 00 03

Major Hospitals 13 01 14

District Hospitals 00 09 09

Taluka Hospitals 11 12 23

Rural Health Centers 01 03 04

Publ ic Health Schools 01 00 01

Total 29 25 54
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ANNEX 0

TRAINING



7. The GOP should continue to seek innovative ways to Increase the participation of females
In the heatlh system. This will require Widespread announcements of training opportunities
in the general population through mass media (especially radio). This should be foliowed
up by contacting key community leaders to generate support and interest 'for femaie
participation in the programs. High schools should be visited to obtain lists of recent female
graduates and house-ta-house contacts of these graduates should be made to encourage
participation.

a. Training institutions must have adequate facilities for female students. This includes
school wardens. sufficiently trained female tutors. and teaching materials in the local
language.

b. The GOP should continue to follow the poJicy of admission of matriculation without
science for female students.

8. As recruitment and retention In the long-term will depend on the conditions of the job in the
field, the GOP should ensure the provision of adequate supervision, feedback, drug supply,
in-service training, etc. to female workers as well as to males. Recognition of the work by
the females In the field should also be provided. Finally, Incentives should be given to
existing health workers (FHTs, LHVs, Dais) to also take the HT courses or other appropriate
training to upgrade their skills.

9. A proper training program should be developed for School Medical Officers by Provincial
governments in cooperating with the Federal Government in such topics as CDD/EPI,
nutrition, ARI, Health Education, and other communicable diseases. Provision should be
made for adequate follow-up by the supervisory officer.

10. Incentives should be given to students in the HT courses reaching top ranks in their class 
- e.g.. the top three positions. This should also apply for efficient Tutors.

11. Provincial governments should review their budget line items for HT schools with a view to
increasing them to fUlly meet fUnding requirement given actual numbers kof students in
attendance.

II. COMMUNITY INVOLVEMENT/COMMUNITY HEALTH WORKER (CHW)

A. Findings

There is an urgent need to look more carefully at health issues in Pakistan from the community and
caretaker's perspective. To date, most of the systems have been designed from the health provider's point
of view. We found that there is a general lack of adequate data on the dynamics of the community and its
members regarding their health behaviors and practices. Community involvement is essential for well
targeted communication and research programs. This Involvement Is also need to assure effective
interventions (Which will have an impact on the major interventions under the CSP).

The level of community involvement/participation has been generally low in Pakistan. Though there are
examples of community involvement (income generation schemes, discussions of health issues at Union
Councils, etc.) these activities are isolated and not widespread.

The unit of organization for health Is predominately the extended famDy and the community plays a minor
role. The team found that there was general support for more long-term community-based activities.
Currently, most health care assistance is provided by outside paramedical workers who visit the area
generally on a monthty basis. This type of assistance is adequate to achieve short-term targets but longer
term goals requires more involvement
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To ~mprove community participation. it will first be necessary to determine what level of involvement by the
community Is desired. Possible areas include participation through 1) financing of health care; 2) selection
and support of CHWs; 3) feedback on services at the BHU and RHC through audience research;
ethonogiaphics research for better disease control programs; and/or 4) organized community activities on
such topics as sanitation and health education. Each of these options have different implications for follow
up activities. The degree of involvement sought will determine the size and amount of resources necessary
to achieve these goals.

The GOP has endorsed the training of Community Health Workers as a means to involve the community
more in the health program. It is specifically highlighted in the GOP's National Health Policy. There has been
up to 6.000 workers trained to date. In addition, the PHC project has developed a training manual based on
their experience in the HT Training Schools. Through a pilot project in Mansehra, the GOP has practical
experience using this material for one year training with review workshops on each unit. taught in the
previous month's training period.

In general. there is a felt need tor a community-based health worker. The lack of community participation.
lack of access to health facilities and gaps of roughly a month between visits of outreach workers, all point
to the need for more available. apprupriate health services.

A community-based worker has distinct advantages over facility-based outreach workers. They are from the
community and can easily access its members. They are easily available for carel consultation as needed
by the communit' If chosen correctly. they are leaders in their community and can motivate the community
to take an active ,Ie in their health activities.

The GOP has tre ._.j over 41.000 TBAs. As they have an established role in the community. they could play
a very substanti ':>Ie in the CHW program.

Lessons from the experience to date in Pakistan indicate that the effort required to successfully operate and
maintain a CHW system has been under estimated in the past. Workers have been trained but there has
been limited or no supervision. resupply of drug/kits, or positions for CHWs following their training. The
majority of CHW training has been carried out in small numbers with limited training materials. Few efforts
have been sustained without donor or NGO involvement.

The CHW program must be carefully planned. Both in terms of program organization and financing. There
must be a clear understanding of such items as: level of qualrfications of CHWs; selection; training;
supervision; resupply of kits; record-keeping; salary payments; SOW; in-service training; coordination with
other health staff; and incentives.

B. Recommendations for Community Involvement and CHW Program

1. The CSP should seek to understand the term -community involvement- better by supporting
community-based studies to generate data on the dynamics of the community and its
members' perspective on health-related issues.

2. Before the GOP launches a major CHW program, a detailed plan should be completed
which would cover the various aspects of the program. including adequate recurrent
financing. Only after this review and careful planning, should the CHW scheme be deployed.

3. The project should seek to determine what level of community involvement is desired which
would be beneficial and sustainable for child survival activities. Follow-up activities should
be based on these findings. The use of graduate students to carry out some 01 these studies
should be explored.

4. The CSP should assist the GOP in reviewing lessons 'eamoo- from other experiences with
CHWs Including other country's programs.
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III. HEALTH EDUCATION/COMMUNICATION

Health education/communication will be crttlcal to the success'of the chnd survivaJ efforts. The team noted
that there exists a general recognition that more health education/communication is needed at all levels in
Pakistan.

The general awareness of the public towards CDO and EPI are significant achievements of the educational
and communications efforts to date Including radio and television. The annual National Conferences on
Health Education and Information on Health have been very important in generating awareness and support
for these activities but do not produce Action Plans with targets. These meeting involved not only the health
community but also the finance and planning ministries. There is also a National Communication Working
Group which is assisting in the planning and coordination of activities.

Health education/communication Is an area which requires extensive strengthening. There is an urgent need
for trained staff and materials to carry out these activities. For a country of 107 mUlion people, we were
informed that only 33 health educators at present work at the Federal, Provincial and DMsion level. That
is one health educator for approximately 3.2 million population. There is currently no university or graduate
level training in health education offered In Pakistan. Therefore, most health educators have no specialized
training in health education.

Most district units do not have any health education staff. Those that are posted have few supplies or any
budget to work effectively. Other health staff have not been adequately trained in "lealth education
techniques and therefore there are many missed opportunities between heatth workers r"-xj mothers.

Utt!e or no incentives exist for staff working in health education. The team interviewed se\,- ~al who said that
they would be leaving because there was no career ladder for them as well as the 'Jck of adequate
equipment, supplies and budget.

The diversity of cultures and languages in Pakistan indicates the need to translate matE:" 31s into the local
language and customs. More translation work should be undertaken.

Communication message are effective if they reach the desired population with simple, actionable messages.
In order to determine whether this is Indeed happening, a system must be in place to monitor and evaluate
the communication work. This involves such techniques as small surveys. KAP studies. focus groups. etc.
To date. little has been done to evaluate the impact of the communication activities carried out. It should
be stressed that this monitoring is not only needed for sumrnative work but is necessary in the design and
redesign of the materials.

The majority of the work in communication has been carried out in the CDD component under the PRITECH
project They have developed among other items an ORT logo; Standard ORS packet label; ORT leaflets for
low literacy mothers; Posters with the Pakistan's National Diarrhea Treatment Policy; and an ORT pictorial
chart and fold out leaflet to be used by health workers.

In addition PRITECH has collaborated with Radio Pakistan In six radio spots. and a five minute program of
questions and answers oftop pediatricians called -Ask the Doctor". In Television. they have collaborated with
an ad agency to produce four television spots on ORT.

This work demonstrates that the skills exist to develop and produce effective communication messages.
Though there have been some difficulties In establishing funding mechanisms and relationships with the
private sector which have delayed or postponed activities, this work with the private sector Is encouraging.
As the private sector has a developed capabDtty to design and produce messages. their resources should
be utilized in the future.

0-6
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Recommendations for Heatth EducatIon/Communication

. . 1. At the Federal level. the Health Education Plan of Action Is in the process of revision. The
CS Project should participate in its development and finalization and encourage a
comprehensive communication strategy. At provincial and division levels such plans
generally do not exist. TrainIng and Technical assistance should be given to assist these
units in developing appropriate plans and budgets.

2. A regular professional track in health education needs to be established so that trained
professionals will be more widely available for these activities. There is currently no cdlege
or graduate training in health education being offered in Pakistan. Therefore. most health
educators have no specialized training in health education. Some have participated in ad
hoc workshops but these are limited by scope and timing.

3. Adequate financial resources need to be provided by the MOH and provinces for the
translation of communication materials into local languages and cultures. Also transmission
and high quality print materials with research (audience tested) messages is needed. Health
education staff must have equipment. production and incentives. to carry out their activities.

4. Health education staff must have equipment minimal materials, and incentives to carry out
their activities. Without such support. staff are rendered largely ineffective.

5. The private sector has a developed capability to design and produce communication
messages. Their resources should be utilized where ever possible to assist In these
activities.

0-7
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A. EXCERPTS FROM AN AGREEMENT BETWEEN WHO. UNICEF AND USAID TO SUPPORT
PAKISTAN'S EPI PROGRAM (1986-1988)

WHO

WHO will continue to provide the services at the staff mentioned above. Assistance will also indude the
supply of cold chain monitors. teaching aids. and materials. as shown below (aJl figures in US Dollars).

1986 1987 1988 TOTAL

Staff Salaries 126.000 126.000 126.000 378.000
Supplies and equipment 50.000 50.000 50.000 150.000
Fellowships & Training 27.500 27.500 27.500 82.500
Research 21.500 21,500 21,500 64.500
Miscellaneous 15,000 15.000 15.000 ~

TOTAL 240.000 240.000 240.000 720.000

UNICEF

UNICEF will provide the following assistance expressed in US Dollars. subject to certain conditions (see
below).

1986 1987 1988 TOTAL

Cold Chain Equipment 730.000 ~.OOO 495.000 2.110.000
Vehicles 223.100 223.200 446.300
Freight (15%) 132.650 167.250 74.500 373.900
Training 75,000 75,000 75.000 225·000

TOTAL 1160.750 1350,450 664.000 3.155,200

Following an agreement with NIH. UNICEF will provide vehictes (not motorcyctes or bicycJes) tor Azad
Kashmir. Northern Areas. and FATA. Support for training will be tor cold chain technicians and
approximatefy 75 percent ot the cost of the training at peripheral workers.

N.B. No allowance is made for inflation.

USAID

AID will provide the following assistance expressed in US dollars. subject to the same conditions as tor
UNICEF.

Vehicles
Training

TOTAL

785.300
155,030
940.330

1987 ..

994.200
174,420

1.168.620

1988

287.300
103,750
391.050

TOTAL

2.066.800
433.200

2.500.000

USAJD w~1 meet the cost at all the vehicles required for Punjab. Sind. Baluchistan and NWFP. and all the
bicycles and mortorcycles for the entire country (see Appendix 3).

N.B. The suppiy of vehicles by both UNICEF and USAJD will be dependent on the following
conditions: tine is transferred to the government at port of entry (a detaaed agreement contract
is given in Appendix 4). and that adequate provision is made by the provinces to meet the costs
of drivers' salary. TA:DA. POL and maintenance. An estimate of the costs of the above is given
in Appendix 5.

E-1
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8. EXCERPTS FROM UNICEF'S EVALUATtON OF ITS EPI PROGRAM IN PAKISTAN

UNICEF has provided annually vaccines for the Programme on reimbursable basis for totaJ amount of 2
million USS as well as from its own resources for amount of 1.2 million US$ during 1988/1989 to
ascertain the availability of vaccines at all times. The cost of Polio vaccine has been covered by Rotary
International. The Programme contines to use disposable syringes and needles for outreach and mobile
teams. while the major donor for this is USAID. UNICEF has assisted the programme with 150.000 USS
during 1989 and 300.000 USS 1990.

The cold chain was mainly acquired during the eany 80s making it necessary to replace old
equipment whIch has outlived its economic use. the programme has also established additionaJ Centres
during 1988-90, UNICEF provided cold chain equipment for amount of USS 1.8 million during 1988/1989,
the estimated cost for 1990 Is US$ 3.7 million. During 1989 major emphasis was put on urban
acceleration in Sindh, where new Centres were established for municipaJ coporatlon. seml-govt
organiZations and NGOs. the cost incurred by UNICEF totals 800.000 US$. At present there are 2166
fixed centres. 4107 outreach teams and 223 mobile units in Pakistan.

Tetanus TQxoid coverage for pregnant mothers has increased from 27 in 1987 to .32 at the end
of 1989. Part of the increase can be accounted for female vaccinators in NWF? and Sind. A KAP study
on Tetanus Toxoid conducted by IACAP in Sind reveals that one of the major constraints tor tetanus
toxoid Immunization is lack of knowtedge about tetanus followed by cultural constraints due to the fact
that vaccinators are maJe in most of the areas. Alarmingly the incidence of prenatal Tetanlis is stW high
and new strategies and additlonaJ efforts needs to be included. Use of TBAs as motivators has been
found etfective in pilot areas. therefore the imponanfce of.IT vaccination will receive more emphasis in
the new TBAs Training curriculum. TBAs role will include motivating the mothers as well as reporting
both the pregnant women and newborn children to the EPI teams.

Information, Education and Communication for EPI faced several constraints during 1988-89 but
some of these have been solved and the programme is now using mass media (radio and TV),
production is a joint effort of NIH Communication Cell and UNICEF. USAID is providing funds for airtime.
Inter-personnel communication was found to be the most effective type of communication by Feb 1988
AHP evaJuation. However, the vaccinator training curriculum has not been given enough time and
importance for equipping the vaccinators with necessary skills and materials. Health Department Sindh
with the assistance from UNICEF employed and trained 200 female vaccinators. for their training
additional communication module has been developed and evaluation shows that the vaccinators have
been able to absorb the information and are using it when communicating with mothers. The
communication module is at present for review and is planned to be used for refresher training of male
vaccinators. Social mobilization for reaching UCI and for other programme objectIVes has received
increasing emphasis during 1990. workshops have been conducted in the provinces to ensure
commitment and assistance from non-medical personnel like political leaders. NGOs. teachers. and
religious leaders.



C. UNICEF FINANCIAL ASSISTANC~FOR EPI IN PAKISTAN (1988-1992)

UNICEF Financial Assistance

EPI
ACTUAL PLANNED

MAJOR ACTIVITY 1988 1989 1990 1991 '992 TOTAL
Training 46 280 200 100 100
Co1d Chain Equipment 290 648 2700 280 380
Vaccines (ExcJ. Polio) 660 643 1200
IEC 35 133 100 50 50
Monitoring & Evaluation 27 32 30 20 20
Programme Support 0 0 200 150 50
Vaccines (Polio) lOOP 1000 931 1.000 1,000

TOTAL 2.058 2.736 5.161 1,600 1,600
% AGAiNST TOTAL 92.2 85.1

In addnion to the General Resource. Supplementary funds are sought as follows:

Supplementary Funding Requirements (in 0009 US$)

MAJOR ACTlVITY 1990
Training
Cold Chain Equipment 200
Vaccines (Excl. Polio) 400
IEC

TOTAL 600

1991
100
650
300

50
1100

1992
100
750
300

50
1200

TOTAL
200

1600
1000

100
2900

UNICEF reported that actual expenditures for EPI were:

1986 
1987 -

265.800
2,494.600

E-3
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ANNEX F

VACCINE PRODUCTION AT NIH
;.

Table #1. Section A, Findings; Section B. Recommendations; and Section C. Footnotes which follow
support the concJusions and recommendations contained in the body of the report. (Chapter VII).
Section C contains the •Assumptions· for Table # 1, and the eXplanatory notes regarding WMaintenance
requirements.

TABLE 1

NIH UNIT COSTS, GOVERNMENT PRICES, AND UNICEF PRICES

FOR HOC RABIES, MEASLES, OPV, AND TT VACCINES

Name of Production Pakistan Unit Govt. UNICEF
Vaccine Capacity Requirement Cost Price Price

HDC
Rabies 50,000 400,000 404.00 200.00 N/A

Measles 8.0 million 5.0 million 2.90 2.50 2.90

OPV 16.0 million 24.0 million 3.00 0.75 2.42

IT 18.0 million Variable 1 8.38 NIA 0.44

Source: NIH. Islamabad and CIDA estimates.

A. Findings

While installation of a larger production facility for TT vaccine suggests that the unit costs of production
will be competitive with international prices. the long-term requirements of Pakistan for TT vaccine will
probably not exceed six million plus wastage (married women of CBAand the armed forces). It has
been assumed that the remaining 8-10 million doses can be sold internationally.

The vaccine production unit is faced with financial problems other than the inappropriate domestic and
internationai pricing policy of the MOH. First. budgetary allocations to the NIH have not met requests
since 1987/8. and preference has not been given to maintaining the budget for the vaccine production
unit. The shortage of funds in 1989 has led to the closure of the OPV production plant due to lack of
replacement of equipment parts that were allowing contamination of output. HOC rabies production has
halted for lack of funds to replace a leaky roof. In addition. provincial medical stores purchase HOC
rabies vaccine on credit. and for 1989/90 NIH is owed Rs. 6 million.

While the 7th Plan Policy documents and current Director General for Health indicate that self-sufficiency
in the production of vaccines is a goal for the GOP. the time has come when serious analysis is required
in order to determine organizational and management changes, and budgetary support required to make
this polley a reality. Since the Inltlation of vaccine production In 1968, donor assistance for vaccine
production has been undertaken in an ad hoc fashion and without analysis of the long run economic
deslrabnity and financial feasibDity. As a consequence. the sustainabDity of a multi vaccine production
capacity in Pakistan is seriously in question.

F-1



B. Recommendations

Regarding vaccine production the following actions are recommended:

1. The NIH with USAID and/or other donor funding should undertake a study of the financial
requirements (budgetary and quantity/pricing) of the vaccine production unit under various
scenarios given Its, i)current production capacity for all vaccines, and ii) expansion of capacity.
The study should include evaluation of the overall requirement for Pakistan. The study should
make specific recommendations regarding capital investment, allocation of an initial and
subsequent annual working capital, production levels and pricing policy with a goal to achieve
self financing within a 3 - 5 year period.

2. Further managerial and bUdgetary autonomy should be granted the vaccine/ORS production
unit. Decisions which should be left up to the management of the unit (under review by a
Board) include the employment of personnel, setting of wages and benefits, development of a
career structure, and determination of prices through negotiation with government and other
potential buyers.

3. Based on the results of the study, the GOP should determine what scenario for vaccine
production/procurement they will follow for the medium and long run. Such study should
include an analysis of which vaccine should be produced in order to make optional use of
available facility, staff and funds for the essential immunizing agents. Based on this decision,
determination should be made of what additional assistance (if any) for vaccine or vaccine
production will be required from donors beyond the current five year plan period and associated
PCI for EPI, and Articles of Understanding (1988-1992 draft).

4. The GOP should ensure that a fully functioning, competent National Control Authority (NCA)
independent of the production units at any level is established to ascertain the safety and
efficacy of the vaccines in accordance with WHO requirements.

c. Footnotes

1) ASSUMPTIONS

a. 5 dose course of n for all MCSAs (married women of Childbearing Age)
b. MCBA population = 25 million
c. 4.5 million women pregnant at anyone time (primipara and subsequent

pregnancies)
d. Thus to bring the immunization status to a maintenance level the following is

required:

20 million MCBAs x 5 doses
2 million primipara x 2 doses

Subsequent pregnancies x 1
Armed Forces

Subtotal

F-2

= 100 mmion doses
= 4 million doses
= 3 mmion doses
= 1.5 mDtion doses

= 108.5 million doses
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2) MAINTENANCE REQUIREMENTS

-.

-.

8.

b.

Annual Increase (assuming a birth rate of 3.2%) would be 600.000 MeSAs per
year. = a requirement of 4 mUllan doses per year + armed forces requirement
of 1.5 million doses. Therefore, the annual maintenance requirement after the
Initial requirement would be 5.5 mOlion plus wastage.

The MOH sets prices for the sale of all pharmaceutical products in Pakistan,
hence its role In setting prices for vaccine produced by the NIH. This body has
argued that the cost of donated recurrent inputs should not be included in the
price to be paid for the vaccine as these components were donated. This point
of view does not include consideration of the reality that production facilities
must have working capital with which to order supplies and stock essential
equipment.
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;. TABLE 2
MONITORING SYSTEM SHOWING DRUG SUPPLY IMPROVEMENT

COMPARE TREND FROM '89 - '90
PERCENTAGE OF TIME WITHOUT DRUGS

. JANUARY·APRIL 1989.

DRS , o! records time without
PAKISTAN 642 ~i·5'DI'\'-AJ'-rl.';' .L~" £,u .6~

N.W.F.P. 163 79.n
PUNJAB 70 10.3\
SINOH 389 1.4\

RINGERS LACTATE t ot recorc1s time without
PARX 3 TAN G10 G;).?~

BALOCHISTAN 19 42.9'
N.W.P'.P. 164 100.ot
PUNJAB 61 73.3'
SINDH 374 47.6\

INH , or records time without
PAKISTAN ~84 3~.1'4

BALOCHISTAN 20 35.0\
N.W.Y.P. 117 77.7'
PUNJAB 70 18.1'
SINDH 377 25.9'

STREPTOMYCIN t ot: records time without
PAKISTAN 591 20.1t
BALOCHISTAN 20 16."
N.W.Y.P. 119 68.3~
cv""nu .Q .•
SINDH 381 4.1t

TliZOACETAZONE t of re:cord:s t.1me without
PAKISTAN 575 '4.1'
BALOCHISTAN 20 43.8'
N.W.F.P. 119 83.1'
PUNJAB 64 57.9'
SINDH 372 44.7\

ETHAMBUTOL I ot records time without
PAKISTAN 583 43.2'
DJ\JJOcnJ:~Th1'f ~o 70.0'

N.W.F.P. 119 86.1'
PUNJAB 66 21.2'
SINDH 378 32.2'
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TABLE 3
MONITORING SYSTEM SHOWING DRUG SUPPLY IMPROVEMENT

COMPARE TREND FROM '89 • '90
PERCENTAGE OF TIME WITHOUT DRUGS

JANUARY-APRIL 1990

COTRIMOXAZOLE TABLETS , or rocorda time without
PAKISTAN 623 19."
0.1\ JJJ\....n .L0 '1."1'\.11 .l.% :> .... ,

N.W.P.P. 182 47.2'
PUNJAB 94 22.4'
SINDH 335 3.5'

COTRIMOXAZOLE SYRUP t or recorda time ..,ithout
PAKISTAN 614 -15.5'
B.A.UX"HZSTAN '\~ ,"R.:l'
N.W.Y.P. 183 22.1\
PUNJAB 8~ ~4.0'

SINOH 334 7.1'

BENZ~L PENICILLIN t or records time without
PAJ<:ISTAN 612 19."
BALOCHISTAN 8 62."
N.W.Y.P. 183 22.~'

PUNJAB 87 74.7'
SINOR JJ4 2.8'

<:~NTJ\.KYCXM t o~ rooorda ti.JDO wi.t:hou~

l>"XT"T~N ~97 ~9.8~

N:~~~TAN
, 100.0'

~.. ....~
PUNJAB 84 90.4'
SINOR 324 15.8'

DISTILUD W~TER • of" TAcorda time without
PAKISTAN 629 4.1\
BALOCHISTAN 10 2".3'
H.W.".P. 183 10.0'
PUNJAB 99 3.0'
SINDH 337 .6'

CHLOROQUINE TABLETS t ot records time without
PAKISTAN 611. 24.0'
BALOCHISTAN 11 35.1\
N.N.Y.P. 183 23."
PUNJAB 84 80.6'
SINDH 333 9.5'

PRIMAQUINE , ot records time without
PAKISTAN 579 61.6'
BAIDCHISTAN 8 100.0'
N.\II.,..1'. lit:l tf4.0'
PUNJAB 84 73.8'
ATloInM '\n~ &"\_R~
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TABLE 4
MONITORING SYSTEM SHOWING DRUG SUPPLY IMPROVEMENT

COMPARE TREND FROM '89 • '90
PERCENTAGE OF TIME WITHOUT DRUGS

JANUARY·APRIL 1990

ORS , or recorda time without
PAl< I STAN 623 12.5%
~LOOHI~'I'1\.N J.O 60.()'
N.W.Y.P. 183 15.8t
PUNJAB 90 JO.tS"
SINOH 335 4.5'

RINGERS LACTATE t ot records time without
rlU<:tOTJUi :>00 :>'.2'
BALOCHISTAN 9 77.7'
N.W.Y.P. 183 100.0'
PUNJAB 83 92.7'
SINOH 305 25.1t

INH t or records time without
PAKISTAN 542 43.0'
BALOCHISTAN 9- JJ.:;).~

N.W.F.P. 144 90.~~

PUNJAB 88 37.5'
SINDR 301 22.7'

STREPTOMYCIlf t or recorC15 tiln& ",,1thout
PAKISTAN 569 28.4'
BALOCHISTAN 12 1.6.6'
If.W.F.P. 144 54.8'
rtJl'fJAD 0:> 04."
SINOH 328 7.9'

THIOACETAZONE f ot recorc1s time ..,ithout
PAKISTAN 524 56.7'
BALOCHI:STAH 9 4 ... 4*'

N.W.F.P. 144 95.1'
PUNJAB 82 58.5'
SINDH 289 37.5'

ETHAMBUTOL f ot records time w1thout
PAKISTAN 562 44.1'
BALOCKISTAN 11 36.3'
N.W.l'.P. 144 85.8t
PUNJAB 85 51.8'
SINOH 322 23.6'
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ANNEXH

I. PROGRMI ACHIEVEr.-1ENTS

A. Training of Health Personnel and Opening of Assisted ORTUs

Since the beginning of the project, 37% of the targeted 921 health centers have been assisted. 381 persons
have been trained in the 10 DTUs which are operational in the five Provinces at present (Graphs 1 & 2).

HEALTH FACILITIES ASSISTED
FROM MARCH 1989 TO MAY 1990

Hu",t>.r 01 H ••II" laclll''--
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Graph 1

DIARRHOEA TRAINING PROGRAM
MARCH 1989 - MAY 1990
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B. ORS Awareness and Use Rates

High rate~ of awareness of ORS· have been achieved: 88% of the population in Pakistan knows about ORSt
according to the 1988 national evaluation conducted in the Provinces (Graph 3). ORS packages have been
widely distributed by the EPI health workers, which explains the high percentage of the population which
reports having already used them. Howevert ORS use rates remain significantly lower in the hornet ranging
from 20-34% as indicated in three community based surveys done in the country' .

CDD - PAKISTAN

NATIONWIDE SURVEYS ON KAP ON ORT PRACTICES

(1984 -- 1988)

I
Awar."•• H.".. OR8 E"..r u••d Corr.ctJ)'

PROVINCE on ORT at ho",. OR8 Pr.nar. ORB

I'DIU!' ,D"" I'A""1,0""110 ",, 110"" I'DaA!..1ll4.~.aaz.IlHll

I PUNJAB IHA 83 .. 87"1. NA 73,. 7~"; 7.... 7~" 87" iNA 7O'" 87'"
I

! SIND I HI. e... 8~" NA .,.. ee.. i 44 .. 41 .. 72'1 NA ~4"1. 88'1'
i !

NWFP/FATA iNA 80.. "5" NA 4O,," .",. 3"" 80.. "0'1. HA 64'1. 7811

BALUCHISTAN NA 5tI'I. 14'1. NA ,n. aa.. 27'1. 32'1. 88"1. HI. 30'1. 88"

I
52 .. g4"1. I NJ. 5g'4 gU,

i A.J.K. ' HA 16" "IS" NA 38' 82"1
42

'! i
i

PAKISTAN : NA 73.. 88'" NA 43" 7'" : s~ .. 55'- 83'! HA 4~'- 184~I I; _--!...---J

Graph 3

H. SOME CHARACfERISTICS OF DIARRHOEAL DISEASES IN PAKISTAN.

A. Number of Cases & T)"}>e of Diarrhoea

There is a marked seasonal variation for diarrhoeal diseases in Pakistan with an important peale from May to
June in most regions. A second peale (September to December)t less marked, is reported in some areas.

Up to 50% of the patients seen in health centers come because of diarrhoea. The load of diarrhoea patients
is especially important during the high season. In general, patients are seen in the out-patient department
and referred to the ORTU if clinical signs of dehydration are present. Cases with severe dehydration or
complications due to other problems are admitted. Therefore, cases seen in ORTUs reflect mostly
dehydrated diarrhea cases, often with some degree of malnutrition but no other complication; in some
instances, non-dehydrated cases and severe cases are also seen in the ORTU.

1. National Nutrition Swvey, 1985-1987 (n=5S60).
2. 60 dusters community survey conducted in Sindh

(n= 5234), 1989.
3. Anthropological study conducted in 3 villages in Punjab

December 1988, (n: 180)



The usual three types of diarrhoea, acute watery. persistent. and dysentery. are seen in most ORTUs. TIie
prevalence of each type of diarrhoea is difficult to estimate because case defmitions are not always standard.

For example. "persistent diarrhoea" (duration> 14 days) may be recorded as "chronic diarrhoea" (often
defmed as an episode of longer duration).

Post diarrhoeal abdominal distension (POD) is seen with an unusual frequency in paediatric wards in
Pakistan (up to 20% of hospitalized cases in some health facilities). The clinical profIle of PDD cases and
potential risk factors for the disease are under study. Several studies have indicated an important role for
antimotility drugs, especially loperamide. The reporting of cases is also organized in many centers in the
country.

B. Case Fa taJit,)' Rate

The case fatality rate for diarrhea among ~e under five years of age is high, ranging from 14-17 % for
hospitalized cases during the last three months of 1989, according to the sentinel surveillance report from 7
hospitals. The high case fatality rate may be partly explained by the high prevalence of severe malnutrition
and POD among the diarrhea cases admilted in health facilities.

C. Age Distribution

Most children seen in ORTUs are under two years of age. Children 12 months of age and younger
constitute up to 80% of patients attending the ORTUs. Furthermore, haU of the cases attending the ORTUs
are between 7 and U months of age. Assuming that the distnbution of cases in ORTUs reflects the
incidence of diarrhoea for children under two years of age in the community, the peak of cases 7-12 months
of age could be attributed to the very poor feeding practices in this age group (Graph 4).

PATIENTS AGE DISTRIBUTION
IN THREE ORTU.

P.rc.nt of c.... (0-24 _thai
70,.---------------------,
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7-12 0-.

AGE IN MONTHS

.~

_o."u_ ......_
Graph 4

The fact that children under one year of age constitute 85% of cases presenting at some ORTUs with some
degree of dehydratioIly and only 43% of cases presenting with no dehydration may be an indication that home
case management of diarrhoea is less effective in this age group (Graph 5).
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III. NlJTRlTION

A.. Ft:eding Prdctice~ for Childrt:n under fhe )"ears of age

The data collected in ORTUs and the results from different surveys conducted in Pakistan (1) show a
consistent pattern in feeding practices for young children. There seems to be little variation in weaning
practices from one Province to another (Graph 9).

CEREALS GIVEN PER AGE GROUPS
DlSTRIBUTlON BY PROVINCE
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1. The majority of infants (90%) are started on breasunilk but breastfeeding is initiated late (the third day
after birth), which is detrimental for lactation. There is a drop in the prevalence of breastfeeding: at 13-15
months of age, only half of the children are still breastfed (Q.raphs 6 & 1).. .
2. An average of 20% of children are bottlefed (exclusive and mixed) between 0-21 months (Graphs 6 & 1).
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3. Supplementary foods are introduced~ late: According to the National Nutritional Survey, only 60% of
children aged 12 to 17 months arc given solid feeding. Some children may still not be fed solid foods at 24
months of age (Graph 8).

4. Weaning foods consist mostly of cereals. Pulses and vegetables are introduced later. At 24 months, only
20% of the children are given solid foods other than cereals (Graph 8).
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5. Data collected from ORTU patient registers confirm these fID~ and suggest that cases seen in ORTIJs
may be more exposed to poor feeding practices: 30-48% of ORTU cases are bottlefe~ and less than half are
given solid foods, even though 70-80% of this population is 7 months and older (Graph 10).
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B. Prevalence of Malnutrition

The nutritional status of children in Pakistan reflects the prevalence of low birth weight and the inadequacy
of the feeding practices starting early in life: Insufficient breastfeeding. frequent use of bottle feeding and late
introduction of solid feeding (after 12 months).

1. :Malnutrition prevalence is high in all age groups. as indicated in the National Nutrition Survey Report:
51.5% of children under five year of age are under 80% of weight/age standards, 9.8% are under 60% of
weight standards for their age. Wasting affects children very early in life (first few months), and malnutrition
prevalence rises after 7 months (Graph 11).
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2. Wb~h using the weight/age at entry. 60-80% of patients seen in ORTUs are malnourished (Gomez
classification, Grades I,ll and III) (Graph 12).
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IV. HOME CASE MANAGEMENT OF DIARRHEA

A. Feeding Practices During Diarrhoea

Data from community surveys (1), based on mothers interviews, provide some information about the types of
foods and fluids given to children during diarrhoea, and the age distribution for the introduction of the
different foods. Most children under one year of age are not given solid foods. At this age, the diet is
limited to milk (breastmilk, artificial milk, or both). During diarrhoea, the child's intake may even be
restricted to water and herbal teas. DRS is reportedly given in 20-30% of cases. Other thuds (Le. food
based fluids) are not frequently given (5-10%) (Graph 17).
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B. National Policy

-:.
1. Rice-based foods and fluids (kitchri, rice water) are recommended for case management of, children during
diarrhoea (COD National Policy). However, according to the National Nutrition Survey, rice contnoutes to
less than 20% of the daily ration of cereals in the Pakistani diet (Graph 15). During interviews of health
personnel in Baluchistan, it was reported that the price of rice far exceeded that of wheat, and that rice may
not be available in some low income households.

~.,

2. Among the different foods and fluids recommended for home case managemcnt of diarrhoea in the
National COO Policy, kitchri is thc most frequently reported to be given by mothers (20-30% of households)
(1), (Graph 16).
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ANNEX I

PRIMARY HEALTH CARE PROJECT EVALUATION
,.

OTHER IMPORTANT RECOMMENDATIONS
NOT INCLUDED IN THE BODY OF THE REPORT

I. MANAGEMENT COMPONENT

A. Responsibilities of MOs In Rural Area Health Facilities Unclear

1. Finding

Sometimes new eJ:ltry doctors at the SHU/RHC lack the concept of being responsible for the health of the catchment
area population. They tend to limit their role to treating the sick who call at the health facility. The limited
understanding of the role is a serious obstruction in active facilitation/participation of doctors in disease prevention
and health promotional activities.

2. Recommendation

An initial period should be spent at one of the doctors' management training institutes by each new entry doctor
in the government service. Appropriate training modules should be developed describing roles and responsibilities
of the doctors at the Rural Health Centers and Basic Health Units. Similar information should be included as part of
the curriculum for the doctors. (Note: A manual for RHCs and BHUs is In final stages of completion and will be
available in the summer of 1990.)

B. Quality of PHC Services Adversely Affected by MOs not following Standard Treatment Guidelines

1. Finding

Many doctors are not following the standard treatment guidelines for case management. This problem was carefully
studied by the Sindh provinces and a number of practical suggestions for solving this problem developed.

In addition, prescriptions at these peripheral facilities were noted to be often of multiple drug therapy and at times
contraindicated for the disease they prescribed.

2. Recommendation

The recommendations of the operational research study done by the Sindh should be considered by all the
Provinces and appropriate supervisory and corrective measures taken accordingly.

C. Expensive Drugs Purchased for PHC Facilities when Quality Alternates are Available at lower Cost

1. Finding

Irrational purchase, supply and distribution of drugs has been noted from the Main Stores Depot (MSO) to the DOs,
and they in turn to the RHCs and BHUs. For example. in many cases the DHO office is receiving expensive drugs
like Velasef. Tenormin, Tegretol. etc. for which much cheaper attematives are available. The amount of funds allotted
to the DOs each quarter would go much further if less expensive drugs of good quality were made available in
response to his orders.

The Pakistan National Formulary for the Government Hosphals already announced by the MOH wUI be Introduced
In all public sector hospitals. (See page 9. point 8 of the National Health Plan.) This should help alleviate the
problems of procurement and supply of pharmaceutical products In the hospitals.
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2. Recommendation

Given the general shortage of funds for purchase of medicines for the PHC facUities, Provincial Health departments,
taking Into consideration the work of the Pakistan National Formulary, should ask their drug purchase committees
or boards advising the MSDs to review their purchase, tendering policies and procedures with a view to correcting
this waste of scarce resources.

D. Role of Male and Female Health TechnIcians and ReId Work/Outreach

1. Finding

Many HTs are performing work in the Centers only. or if working in the field. the work is very limited. HTs do not
have any clear plans or targets and are also not clear of how to work in the field.

2. Recommendations

Supervisors like FSMOs, DHOs, MOs should assist the HT to plan a quarterly program of field work and should
regularly monitor the progress.

II. TRAINING/COMMUNITY HEALTH WORKERS/HEALTH EDUCATION

A. Separate Overlapping Training for Female Heatth Technicians (FHTs) and Lady Health Visitors (LHVs)

1. Finding

W~lile there is considerable oV~rlap In the training and duties of the FHTs and LHVs they have different programmes
and duration of training. FHTs have 18 months and LHVs 24 months with emphasis on midwifery. The duties are
almost the same and these workers (FHTs and LHVs) can perform as alternates in practical activities in a health
facility.

2. Recommendation

The two training programmes should be combined so that the all of the knowledge meant for both the LHV and
FHT would be contained in the same course. The combined training course for new students would be for 24
months to allow time for midwifery/child survival/family planning training - with all those completing the training
called -Lady Health Visitors·.

For FHTs already in service, six months additional training In midwifery, WIll be needed for FHTs to qualify them
for midWifery, and two months training for the LHVs to update them on PHC/CS subjects. Because of the acute
shortage of nurses, the upgraded FHTs will be able to fill in for nurses with further training.

B. MOs Training In Monitoring/Record-Keeping Inadequate.

1. Rndlng

Monitoring/record-keeping responsibilities are not carried out in some health facilrties participating in the monitoring
program - i.e., the keeping of registers, other reporting forms, as well as bin -inventory" cards. Not aU MOs have
received training in or are cognizant about these systems. Even In those centers where the health
information/monitoring systems are effectively installed. personnel previously trained may no longer be there
(transfer, vacation, Illness, external training, etc.). and their replacements not informed about the monitoring
procedures.

Most of the facUities visited either were uniformed about the monitoring forms or were uninformed. It is estimated
that more than one third of MOs are left uninformed or with insufficient knowledge about these registers. In addition
some of those who have had the training and are attached to centers utUlzlng the system are not utDizJng them
correctly either due to overwork or no follOW-Up.
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2. Recommendation

The MO and his staff shquld hold weekly meetings to assure proper communication and coordination In carrying
out the monitoring functions.

When the Monitoring/Health Information Systems (HIS) training or knowledge is transmitted to a medical officer
at a DivisionjOistrictjTehsil hospital, RHC, SHU, the MO trained should in tum be instructed to communicate this
information to other MOs, and mid level workers at his facility. If the workers trained are transferred or absent for
other reasons the monitoring/register information system will be able to continue.

c. No Provision for Training School Medical Officers In Primary Health Care/Child Survival (I.e., EPI, COD,
ARI)

1. Finding

School Medical Officers are often posted with no job description and fIXed or general duties. Therefore the attention
of these officers to PHC/CS concerns are uncertain and unfocused.

If PHC training is provided, It will supply the knowledge needed for Schoo Medical Officers to reach families
through the children they teach on such subjects as - immunization, control ot diarrheal diseases, nutrition, malaria
treatment. It will also better equip the MOs to teach teachers about PHC/CS topics.

2. Recommendation

A proper training program should be developed for such officers and mid level workers including such topics as ARI.
Health education about CDOJEPI and nutrition, other communicable diseases. In addition. provision should be made
for adequate follow-up by the supervisory officer.

D. HT Schools -Need for Incentives for HT School Students

1. Anding

There are no incentives for good students. tutors in the school. Curriculum is considered too brief by some HT
students. Requests were made for providing more detail on the subject. Request was also made for semester
system examinations.

2. Recommendation

Cash incentives or other rewards should be awarded to students reaching top ranks in their class - e.g. the top
three positions. Efficient Tutors can be provided further training, or other rewards.

III. EXPANDED PROGRAM ON IMMUNIZATION (EPI)

A. EPI Register Is not being Maintained Correctly In Many Places

1. Finding

EPI registers are not being maintained correctly at many health facilities. It is often difficult to interpret when a child
received three respective doses ot OPT and/or polio.

2. Recommendation

Medical Officers should be made responsibte for reviewing the registry periodically. This deficiency should be
highlighted during the training of MOs.
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B. EPI --COld Chain Problem

1. AndIng

In many of the centers the temperature of the refrigerators were noted to be out of the recommended range of 0 
8 degrees C. This remains a serious problem for the cold chain.

2. Recommendation

The significance of maintaining proper records about --temperature between 0-8 degrees C. etc.. needs renewed
extra emphasis as all levels --MOs. para medics including vaccinators.

C. EPI -Sterilizatiorof Reusable Needles and Syringes

1. Finding

At static centers reusable needles and syringes are boiled (needles after each vaccination and syringes after several).
The sterilized needles and syringes are used multiple times. Pressure cookers. not now available, wc,uJd be more
effective in achieving the required temperature to kill bacteria and spores. MUltiple use of the syringes before
sterilization is wrong and needs correction so that both the needle and syringe are resterilized after each vaccination.

2. Recommendation

The Federal and Provincial EPI managers along with interested donors should consider the desirability of equipping
all static centers with pressure cookers for sterilization of reusable syringes and needles In order to increase the
safety margin In their being used multiple times.

Vaccinators should be reminded that reusable syringes and needles should be sterilized after each vaccination
procedure to prevent the danger of infection.

IV. CONTROL OF DIARRHEAL DISEASES (COD)

A. COO Training Outrunning Ability to Transfer ORT Knowledge to Other Staff

1. FInding

Doctors trained to set up ORT corners in their facility are not transferring the knowfedge to other staff members of
the center. Results to date have been best when doctors trained in CDD/ORT received one or two follow-up visits
by DTU staff. and assisted/motivated to train others, set up proper ORT corner, etc.

2. Recommendation

Expansion of COD program should be carefully paced so it does not outrun the capacity of the presently existing
DTUs to carry out follow-up visits to those doctors trained and assist In the proper Installation and start-up of ORTs
in doctor's trained health facility.

V. CHILD SURVIVAL PROJECT (CSP)

A. Antenatal Care and Child Care Practices

1. Rndlng

It is estimated that 60 percent of Infants die In the neonatal period (first four weeks after birth) (Ref: Wor1d Bank
Report on Population and Health Sector. June 1988). For Improving Child Survival it will be essential to improve
antenatal care (especially to prevent low birth weight babies. which Is a major kDler) and chDd care practices. In
addition to EPI. COO and ARI programmes.
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2. Recommendation

Antenatal care program and child care practices component should be added under the Nutrition, Child Spacing
component. Active cooperation should also be sought with the -safe motherhood- project being sponsored by
WHO and the World Bank.

VI. TRAINING AND COMMUNICATION

A. Child Survival Clinical Training for Medical Students

1. Finding

Less than 2 percent of the curriculum of Medical Students is spent on preventive medicine so that MOs are ill
prepared to serve in PHC facilities without additional in-service training.

2. Recommendation

CSP topics and Prescription guidelines should be Included within medical education curricula. Practical experience
for medical students wilhin DTUs would also be highly desireable.
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ISLAMABAD - NATIONAL CAPITAL

Ministry of Health

Professor Doctor Ali Mohammed Ansari - Director General
Dr. M. Zafar Ahmed (*) - Deputy Director General, BHS Cell

Department of Planning and Development
Dr. Siraj ul-Haq - Senior Chief, Health Section
Dr. Asghar Nazeer ("') - Assistant Chief, Health Section

National Insltutute of Health

Dr. Abdul Ghafoor - Executive Director
Cot Mohammad Akram Khan - National Project Manager. EPI/CDD
Dr. Zafar Ali - Chief, BPD Division
Mr. Ahmed Bashir - Stores Manager. EPI
Major General Burney - USAID Consultant for n Production
Dr. M. Moti-ur-Rahman Khan (*) - Senior Scientific Officer
Mr. Syad Khalid Mansoor - Finance and Accounts (Development)

Children's Hospital:
Pro Mushtaq Khan. DTU Director
Dr. Abdul Bari, DTU Physician

PRITECH

Ms. Lucia Ferraz Tabor - Representative
Ms. Unda Sanai - Senior Program Officer
Dr. Susan Welsby - Medical Advisor
Mr. Rashid Khan - Rawal/PRITECH Administrative Officer

BHS Cell/PHC Project Office

Dr. Nancy Lirnprecht - Information Specialist
Dr. Tara S. Upreti - Training Advisor

UNICEF
Dr. Pirkko Heinonen - Program Officer for Health/Nutrition

USAIDIP and USAIDIW

Ms. Anne Ames - Chief, Office of HPN
Dr. Heather Goldman - Deputy Chief and Project Officer for PHC/CS. HPN
Mr. Ajaz Ahmad - Program Assistant, HPN
Dr. Arjumand Faisel (*) - Public Health Physician. HPN
Mr. Babar Hussain, Project Management Specialist. HPN
Mr. Ahmed Kassim - Program Assistant. HPN
Ms. Unda Lou Kelly - ANEfTR/HPN - AIDfW
Dr. Rushna Ravji. Public Health Physician, HPN
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Others
Mr. Iqbal Masud - Economist

BALUCHISTAN PROVINCE

Department of Health, Quetta:
Dr. Mohammed Iqbal Khan - Director, Health Services
Dr. NosruIJah Jan - Deputy Director, Administration
Dr. Abdul Haseeb Sheikh - Deputy Director, CDC (PH)
Dr. Gull Khan - Deputy Director, PHC
Dr. Sanaullah Malik - Deputy Director, BHS Cell
Dr. Zahoor Ahmed Khan - Deputy Director, Ouetta Division
Dr. Amir Jogezia - DTU Physician
Dr. Rehana Oazi - Inspectress of Health Services
Dr. Rashid Tareen - Deputy Director. EPI
Dr. Khamal Khan Mandokhel (*) - Division Director

HT School, Quetta
Dr. Kulshoom Sabir - PTO
Tutors: Ms. Nasim Mir Afzar, Ms. Shagufta Durrani, Mr. Hakim Baloch, Mr. JamiJ Ahmad
Students and other staff

DAHDAR DISTRICT

Dr. Lushker Khan - DHO, Kachhi at Dahdar

District HQ Hospital, Dahdar
Dr. Masooo Barozai . MS
Dr. Razak - MO

MCH Center, Dahdar
Ms. Rashid Akhtar Baig - LHVIIC
Ms. Samara - LHVJTS Clinic

BHU, Mushkaf
Dr. G. Mustafa 0 MOIIC
Mr. A. Latif - MT
Ms. Bushera - ex. LHV
Mrs. Rukhsana - Dai

Pishin District

Or. Capt. Imtiazali - DHO

District HQ Hospital, Plshln
Dr. Mohammed Anwar - MS
Other Staff MO
Dr. Sharifa Bano - WMO
Dr. Hamida Rafique - WMO
Dr. Shamim Younas - WMO
Mr. Mohammad Tahlr - Vaccinator
Mr. A Hakim - Vaccinator
Ms. Fareed A. Begum - lady Vaccinator
4 FHT students from Quetta School
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BHU, Karbala
Mr. M. Ashad - MT
4 FHT students from Quetta School

Dispensary, Kuchlak
Dr. Fazal Ahmad - MOIIG
Mrs. Anjum Bushra - LHV
6 FHT students from Quetta School

NORTH WEST FRONTIER PROVINCE

Department of Heatth, Peshawar
Dr. Sardar Ali - Director at Health Services
Mr. Nasrullah Jan, Addl Secretary Health
Dr. Mohammed Iqbal - Assistant DHS, Divisional Health Directorate
Dr. Irian Mir, Project Director, BHS Cell
Mr. Abdul Majeed - Planning Officer, BHS Cell
Dr. Hakim Khan (*) - Division Director, Peshawar
Mr. Zamin Gul - Management Analyst
Ms. Naseem Wahab - Training Specialist

FMT School, Abbottabad
Dr. Ritat Nasim Qazi - Principal
Mr. Jalal Uddin - Tutor

RHC, Havellan Dlstrlc~ Attottabad
Dr. Juma Khan - MaliC
Mr. Muhta J. Mohammad - Sr. HT
Mr. Arshad - EPI Technician

Chamba Vlllage, Havelln District, Attottabad
Mr. Haji Rab-Nawaz Khan - Chairman, Health Committee
Mr. Jatar Khan - Member, Health Committee
Mr. Urgat Khan - Member, Health Committee
Mrs. Farhat - FCHW volunteer

FHT Training School, Hayatabad
Dr. Parveen Azam - Principal
Dr. Saheen Iqbal - PTa

RHC, Charsadda District, Jamalabad
Dr. Zakir Ullah - MaliC
Dr. Irshad - MO
Mr. Masood-ur-Rahman - Sr. HT
Dr. Pervez Akbar - DHO

Malakand Agency
Dr. Mian Said Wahid - Div. DHS
Mr. Saidu Sharif

Civic Hospital, Thena, Malakand Agency
Dr. FazJi Moula. MO/IC
Dr. Parveen - WMO
Dr. Mohammad Gul Roze Khan - DHO
Dr. Saeed Khan • CDC OffICer and ACHO
Dr. Abdur-Rahman· FSMO. EPI
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.: Mr. Bahri-Mand - EPI volunteer

SHU, Ms.lakand Agency, Gunyar
Mr: Maqbool Hussain - HT jlC

RHC, Peshawar District, Khalrbad
Dr. Sahid-Ullah - MO IIC
Dr. Safia Shahid - WMO
Dr. (Major) Mohammad Yaqoob - DHO

PUNJAB PROVINCE

Department of Health, Lahore
Ch. Mohammad Ashraf. Secretary
Dr. Mazahir Ali Hashmi - Director General Health SeNices
Dr. Mohammad Rafique Chaudhry (*) - DHS, EPljCDD
Dr. Iftikhar Hussain Tirmizi - DHS, CDC
Mr. Ismatullah Chaudhry - Operational Officer. WHO
Dr. Naren-ud-Din Mian - Assistant. DHS. Food and Nutrition. Monitoring and Evaluation Cell
Dr. Hafeez Ahmed - Assistant Director. EPI
Dr. Mubashir Malik - Management Analyst. Sargodha Division
Dr. Abad Ullah - Management Analyst, Rawalpindi Division
Mrs. Mehmooda Tariq - Training Specialist

Management Training Institute, Doctors
Dr. Mohammad Ayub Sulayria - Director

GuJaranwala Division
Dr. Abdul Gharfoor - DHS
Dr. Basharai Rasool - Assistant DHS. Daska. Sialkot District
Mr. Mohammad Nasir - Hlth Educ Officer

Sialkot District
Dr. Mohammad Ishaq. DHO
Dr. Sajjid Ali Tirmizi - ADHO

HT School, Sialkot
Dr. Riaz Bhatti - Principal
Dr. Mohammad Yasin - PTO
Mr. Mohammad Amin - Tutor
Ms. Mubarika - Tutor

SHU, Sahowala, Sialkot
Dr. Faiz Ahmed. MOjlC
Mr. Mohammad Yousaf. MT
Ms. Shahira Kausar. LHV

RHC, Loharan District, Kothl
Dr. Jameel Ahmed - MOjlC
Dr. Khalid Mahmood - MO
Dr. Rahat Parveen - WMO
Mr. Nasreen - LHV

Multan Division
Dr. Mohammad Afzal Hashml - Director, Health
Dr. Zahid Ali Wasti - Assistant Director, Health
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LAHQRE

Mayo Hospital:
Pro Shaukat Raza - DTU Director
Dr. Obaidullah Shakir - DTU Physician

Rawalpindi General Hospital:
Pr. Abdul Waheed - DTU Director
Dr. Mohammad Amin GUL - DTU Physician

Rawalpindi

General Hospital:
Dr. Zafar-Ullah Kundi - DTU Director
Dr. Ejaz Ahmad - DTU Physician

Muttan

Nishtar Hospital:
Dr. Tariq Iqbal Buttha - Director DTU
Dr. Khalid Iqbal Tahir - DTU Physician
Ms. Mercy Robina Khan - LHV

Civil Hospital:
Dr. MB Malik - ORTU Physician

Karachi

N.l.e.H., Jlnnah Postgraduate Medical Center:
Pro 2eenat lsani - DTU Director
Dr. Lutfullah - DTU Physician

Civil Hospital:
Pro A. GhaHar Billoo - DTU Director
Sh. Tanveer Ahmed - DTU Physician

Peshawar

Lady Reading Hospital:
Pro Mohammed Imran - DTU Director
Dr. Tajammul Begum - DTU Physician

Hayat Shaheed Teaching Hospital:
Pro Ashfaq Ahmed Khan - DTU Director
Dr. Wali Mohammed - DTU Physician

Mardan:
Dr. Khurshid Ahmad - ORTU Physician
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INTERNATIQNAL AGENCIES

Dr. Fazal Ahmad - LO. USAID Baluchistan
Dr. Sawat Ramaboot Hanafi - COO Advisor, WHO
Dr. Reema Salah - R.P.O. UNICEF Baluchistan

Team Member
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